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"General questions of psychiatry "
5 hours
Basic aims of the work:

· to explain subject and basic tasks of psychiatry and narcology

· to explain meaning of psychiatry for other divisions of medicine, their relation to other medical specialties

· to analyze basic methods of investigation of human mental state

· to explain principles and methods of conduction of clinical psychopathological investigation and interpretation of its results

· to analyze peculiarities of organization of psychiatric help and care after mentally ill patients

· to explain principles of prophylaxis, treatment and expertise of mental disorders

Content of the class: 

Psychiatry is the medical specialty devoted to the study and treatment of mental disorders—which include various affective, behavioural, cognitive and perceptual disorders. The term was first coined by the German physician Johann Christian Reil in 1808. It literally means the 'medical treatment of the mind' (psych-: mind; -iatry: medical treatment; from Greek iātrikos: medical, iāsthai: to heal). A medical doctor specializing in psychiatry is a psychiatrist.

A number of phenomena considered "deviant", such as alcoholism, drug addiction, and mental illness have been examined by Kittrie who demonstrated how such phenomena were originally considered as moral, then legal, and now medical problems. As a result of these perceptions, peculiar deviants were subjected to moral, then legal, and now medical modes of social control. Similarly, Conrad and Schneider concluded their review of the medicalization of deviance by supposing that three major paradigms may be identified that have reigned over deviance designations in different historical periods: deviance as sin; deviance as crime; and deviance as sickness.

Mental disorders are currently conceptualized as disorders of brain circuits likely caused by developmental processes shaped by a complex interplay of genetics and experience. In other words, the genetics of mental illness may really be the genetics of brain development, with different outcomes possible, depending on the biological and environmental context.

Psychiatric assessment typically starts with a mental status examination and the compilation of a case history. Psychological tests and physical examinations may be conducted, including on occasion the use of neuroimaging or other neurophysiological techniques. Mental disorders are diagnosed in accordance with criteria listed in diagnostic manuals such as the widely used Diagnostic and Statistical Manual of Mental Disorders (DSM), published by the American Psychiatric Association, and the International Classification of Diseases (ICD) edited and used by the World Health Organization. The 5th edition of the DSM (DSM-5) is scheduled to be published in 2013, and is expected to have significant impact on many medical fields.

Psychiatric treatment applies a variety of modalities, including medication, psychotherapy and a wide range of other techniques such as transcranial magnetic stimulation. Treatment may be as an inpatient or outpatient, according to severity of function impairment/the disorder in question. Research and treatment within psychiatry as a whole are conducted on an interdisciplinary basis, sourcing an array of sub-specialties and theoretical approaches.
"General psychopathology "
14 hours
Concrete aims:
· to explain psychophysiological neuropsychological bases of psychopathological disorders

· to demonstrate abilities to reveal psychopathological symptoms in different mental spheres

· to make conclusions about state of mental functions of patients and to determine presence of psychopathological symptome

· to determine psychopathological syndromes and to explain their peculiarities in different mental disorders

Table of contents:

Psychopathology is the study of mental illness, mental distress and abnormal, maladaptive behavior. The term is most commonly used within psychiatry where pathology refers to disease processes. Abnormal psychology is a similar term used more frequently in the non-medical field of psychology.
interested in this area and may either be involved in clinical treatment of mental illness, or research into the origin, development and manifestations of such states, or often, both. More widely, many different specialties may be involved in the study of psychopathology. For example, a neuroscientist may focus on brain changes related to mental illness. Therefore, someone who is referred to as a psychopathologist, may be one of any number of professions who have specialized in studying this area.

Psychiatrists in particular are interested in descriptive psychopathology, which has the aim of describing the symptoms and syndromes of mental illness. This is both for the diagnosis of individual patients (to see whether the patient's experience fits any pre-existing classification), or for the creation of diagnostic systems (such as the Diagnostic and Statistical Manual of Mental Disorders or International Statistical Classification of Diseases and Related Health Problems) which define exactly which signs and symptoms should make up a diagnosis, and how experiences and behaviours should be grouped in particular diagnoses (e.g. clinical depression, paraphrenia, paranoia, schizophrenia). Psychopathology should not be confused with psychopathy, which is a type of personality disorder.

Before diagnosing a psychological disorder, Clinicans must study the themes, also known as abnormalities, within psychological disorders. The most prominent themes consist of: deviance, distress, dysfunction and danger. These themes are known as the 4 D's, which define abnormality. Psychopathology should not be confused with psychopathy, which is a type of personality disorder.

Description of the 4 D's when defining abnormality: Deviance: this term describes the idea that specific thoughts, behaviours and emotions are considered deviate when they are unacceptable or not common in society. Clinicians must, however, remember that minority groups are not always deemed deviate just because they may not have anything in common with other groups. Therefore, we define an individuals actions as deviate or abnormal when his or her behaviour is deemed unacceptable by the culture he or she belongs to. Distress: this term accounts for negative feelings by the individual with the disorder. He or she may feel deeply troubled and affected by their illness. Dysfunction: this term involves maladaptive behaviour that impairs the individuals ability to perform normal daily functions such as getting ready for work in the morning, or driving a car. Such maladaptive behaviours prevent the individual from living a normal, healthy lifestyle. However, we must remember that a person's behaviour, who is acting dysfunctional, is not always caused by a disorder. Dysfunctional behaviour may be voluntary, such as engaging in a hunger strike. Danger: this term involves dangerous or violent behaviour directed at the individual, or others in the environment. An example of dangerous behaviour that may suggest a psychological disorder is engaging in suicidal activity.

In order for a clinician to determine whether someone has a psychological disorder or illness, all four D's must be present in combination with other factors.
" Organic (including symptomatic) mental disorders. Ecological psychiatry."
6 hours

Concrete aims:

· to reveal mental disorders in patients with organic brain diseases

· to determine ethiological and pathogenetic factors of mental disorders in organic brain diseases

· to determine the most wide-spread psychic clinical symptoms and syndromes in organic infringements of brain

· to analyze the results of the investigation of patients with organic brain diseases

· to determine the character and principles of treatment of patients with mental disorders in organic brain infringements

· to diagnose urgent states and to render urgent medical aid to patients with mental disorders in organic brain infingements

Content of the theme:

The ICD-10 classification of organic (including symptomatic) mental disorders is:

(F00–F09) Organic, including symptomatic, mental disorders

(F00.) Dementia in Alzheimer's disease

(F01.) Vascular dementia 

(F01.1) Multi-infarct dementia

(F02.) Dementia in other diseases classified elsewhere 

(F02.0) Dementia in Pick's disease

(F02.1) Dementia in Creutzfeldt-Jakob disease

(F02.2) Dementia in Huntington's disease

(F02.3) Dementia in Parkinson's disease

(F02.4) Dementia in human immunodeficiency virus (HIV) disease

(F03.) Unspecified dementia

(F04.) Organic amnesic syndrome, not induced by alcohol and other psychoactive substances

(F05.) Delirium, not induced by alcohol and other psychoactive substances

(F06.) Other mental disorders due to brain damage and dysfunction and to physical disease 

(F06.0) Organic hallucinosis

(F06.1) Organic catatonic disorder

(F06.2) Organic delusional (schizophrenia-like) disorder

(F06.3) Organic mood (affective) disorders

(F06.4) Organic anxiety disorder

(F06.5) Organic dissociative disorder

(F06.6) Organic emotionally labile (asthenic) disorder

(F06.7) Mild cognitive disorder

(F06.8) Other specified mental disorders due to brain damage and dysfunction and to physical disease

(F06.9) Unspecified mental disorder due to brain damage and dysfunction and to physical disease 

Organic brain syndrome NOS

(F07.) Personality and behavioural disorders due to brain disease, damage and dysfunction 

(F07.0) Organic personality disorder

(F07.1) Postencephalitic syndrome

(F07.2) Postconcussional syndrome

(F07.8) Other organic personality and behavioural disorders due to brain disease, damage and dysfunction

(F07.9) Unspecified organic personality and behavioural disorder due to brain disease, damage and dysfunction

(F09.) Unspecified organic or symptomatic mental disorder

Psychiatric disorders are thought to arise as a result of interactions between genetic vulnerability and environmental risk factors. However, research methods to actually investigate the pattern of hypothesized interactions have only recently been developed. In this article, we review the evidence that genes increase the risk for psychosis by making individuals more sensitive to environmental risk factors (genotype-environment interaction), or by making individuals more likely to select high-risk environments (genotype-environment correlation). It is likely that at least some of the impact of genes on the occurrence of psychosis is mediated through (sensitivity for ) environmental risk factors such as a dysfunctional early family rearing environment, paternal absence, use of cannabis, complications of birth and pregnancy, stressful life events and unknown environmental risk factors associated with urban life and membership of certain ethnic groups. With the advent of molecular genetics, further knowledge about possible genotype-environment interactions is urgently required in order to develop and improve strategies for the prevention and early treatment of psychosis.

" Mental disorders due to use of psychoactive substances and dependence on them"
6 hours

Concrete aims:

· to determine etiological and pathogenetic factors of dependence in abuse of psychoactive substances

· to analyze influence of psychoactive substances of a person

· to determine diagnostic criteria of narcologic diseases

· to diagnose urgent states in abuse of psychoactive substances

· to render urgent medical aid to patients in urgent states

· to determine prophylaxis of narcological diseases

· to determine character and principle of treatment of patients with dependence on psychoactive substances

Table of contents:


 Substance abuse, also known as drug abuse, refers to a maladaptive pattern of use of a substance that is not considered dependent. The term "drug abuse" does not exclude dependency, but is otherwise used in a similar manner in nonmedical contexts. The terms have a huge range of definitions related to taking a psychoactive drug or performance enhancing drug for a non-therapeutic or non-medical effect. All of these definitions imply a negative judgment of the drug use in question (compare with the term responsible drug use for alternative views). Some of the drugs most often associated with this term include alcohol, amphetamines, barbiturates, benzodiazepines, cocaine, methaqualone, and opioids. Use of these drugs may lead to criminal penalty in addition to possible physical, social, and psychological harm, both strongly depending on local jurisdiction. Other definitions of drug abuse fall into four main categories: public health definitions, mass communication and vernacular usage, medical definitions, and political and criminal justice definitions.

Worldwide, the UN estimates there are more than 50 million regular users of heroin, cocaine and synthetic drugs.

Substance abuse is a form of substance-related disorder.
Drug addiction is a pathological or abnormal condition which arises due to frequent drug use. The disorder of addiction involves the progression of acute drug use to the development of drug-seeking behavior, the vulnerability to relapse, and the decreased, slowed ability to respond to naturally rewarding stimuli. The Diagnostic and Statistical Manual of Mental Disorders (DSM-IV) has categorized three stages of addiction: preoccupation/anticipation, binge/intoxication, and withdrawal/negative affect. These stages are characterized, respectively, everywhere by constant cravings and preoccupation with obtaining the substance; using more of the substance than necessary to experience the intoxicating effects; and experiencing tolerance, withdrawal symptoms, and decreased motivation for normal life activities. By the American Society of Addiction Medicine definition, drug addiction differs from drug dependence and drug tolerance.
It is, both among scientists and other writers, quite usual to allow the concept of drug addiction to include persons who are not drug abusers according to the definition of the American Society of Addiction Medicine. The term drug addiction is then used as a category which may include the same persons who, under the DSM-IV, can be given the diagnosis of substance dependence or substance abuse. (See also DSM-IV Codes)

The terms abuse and addiction have been defined and re-defined over the years. The 1957 World Health Organization (WHO) Expert Committee on Addiction-Producing Drugs defined addiction and habituation as components of drug abuse:

Drug addiction is a state of periodic or chronic intoxication produced by the repeated consumption of a drug (natural or synthetic). Its characteristics include: (i) an overpowering desire or need (compulsion) to continue taking the drug and to obtain it by any means; (ii) a tendency to increase the dose; (iii) a psychic (psychological) and generally a physical dependence on the effects of the drug; and (iv) detrimental effects on the individual and on society.

Drug habituation (habit) is a condition resulting from the repeated consumption of a drug. Its characteristics include (i) a desire (but not a compulsion) to continue taking the drug for the sense of improved well-being which it engenders; (ii) little or no tendency to increase the dose; (iii) some degree of psychic dependence on the effect of the drug, but absence of physical dependence and hence of an abstinence syndrome [withdrawal], and (iv) detrimental effects, if any, primarily on the individual.

In 1964, a new WHO committee found these definitions to be inadequate, and suggested using the blanket term "drug dependence":

The definition of addiction gained some acceptance, but confusion in the use of the terms addiction and habituation and misuse of the former continued. Further, the list of drugs abused increased in number and diversity. These difficulties have become increasingly apparent and various attempts have been made to find a term that could be applied to drug abuse generally. The component in common appears to be dependence, whether psychic or physical or both. Hence, use of the term "drug dependence", with a modifying phase linking it to a particular drug type in order to differentiate one class of drugs from another, had been given most careful consideration. The Expert Committee recommends substitution of the term "drug dependence" for the terms "drug addiction" and "drug habituation".

The committee did not clearly define dependence, but did go on to clarify that there was a distinction between physical and psychological ("psychic") dependence. It said that drug abuse was "a state of psychic dependence or physical dependence, or both, on a drug, arising in a person following administration of that drug on a periodic or continued basis." Psychic dependence was defined as a state in which "there is a feeling of satisfaction and psychic drive that requires periodic or continuous administration of the drug to produce pleasure or to avoid discomfort" and all drugs were said to be capable of producing this state:

There is scarcely any agent which can be taken into the body to which some individuals will not get a reaction satisfactory or pleasurable to them, persuading them to continue its use even to the point of abuse – that is, to excessive or persistent use beyond medical need.

The 1957 and 1964 definitions of addiction, dependence and abuse persist to the present day in medical literature. It should be noted that at this time (2006) the Diagnostic Statistical Manual (DSM-IV-TR) now spells out specific criteria for defining abuse and dependence. (DSM-IV-TR) uses the term substance dependence instead of addiction; a maladaptive pattern of substance abuse, leading to clinically significant impairment or distress, as manifested by three (or more) specified criteria, occurring at any time in the same 12-month period. This definition is also applicable on drugs with smaller or nonexistent physical signs of withdrawal, e.g., cannabis.

Addiction is a primary, chronic, neurobiologic disease, with genetic, psychosocial, and environmental factors influencing its development and manifestations. It is characterized by behaviors that include one or more of the following: impaired control over drug use, compulsive use, continued use despite harm, and craving.

Physical dependence is a state of being that is manifested by a drug class specific withdrawal syndrome that can be produced by abrupt cessation, rapid dose reduction, decreasing blood level of the drug, and/or administration of an antagonist.

Tolerance is the body's physical adaptation to a drug: greater amounts of the drug are required over time to achieve the initial effect as the body "gets used to" and adapts to the intake.

Pseudo addiction is a term which has been used to describe patient behaviors that may occur when pain is undertreated. Patients with unrelieved pain may become focused on obtaining medications, may "clock watch," and may otherwise seem inappropriately "drug seeking." Even such behaviors as illicit drug use and deception can occur in the patient's efforts to obtain relief. Pseudoaddiction can be distinguished from true addiction in that the behaviors resolve when pain is effectively treated.

The Diagnostic and Statistical Manual of Mental Disorders, DSM-IV-TR doesn't use the word addiction at all. Instead it has a section about substance dependence

When an individual persists in use of alcohol or other drugs despite problems related to use of the substance, substance dependence may be diagnosed. Compulsive and repetitive use may result in tolerance to the effect of the drug and withdrawal symptoms when use is reduced or stopped. This, along with Substance Abuse are considered Substance Use Disorders....
The ICD-10 classification of mental disorders due to psychoactive substances use is:

 (F1x.0) acute intoxication

(F1x.1) harmful use

(F1x.2) dependence syndrome

(F1x.3) withdrawal state

(F1x.4) withdrawal state with delirium

(F1x.5) psychotic disorder

(F1x.6) amnesic syndrome

(F1x.7) Residual and late-onset psychotic disorder

(F1x.8) other mental and behavioural disorder

(F1x.9) unspecified mental and behavioural disorder

F10.0 alcohol intoxication

F11.0 opioid intoxication

F12.0 cannabinoid intoxication

F13.0 sedative and hypnotic intoxication (see benzodiazepine overdose and barbiturate overdose)

F14.0 cocaine intoxication

F15.0 caffeine intoxication

F16.0 hallucinogen intoxication

F17.0 stimulant intoxication
" Psychogenic mental disorders."
6 hours

Concrete aims:

· to determine etiological and pathogenetic factors of psychogenic disorders

· to analyze the influence of psychic factors onto the patient

· to determine clinical symptoms and syndromes in psychogenia

· to diagnose urgent states in situations of catastrophes and disasters and to render urgent medical aid to patients

· to determine character and principles of treatment of patients with somatoform disorders

· to determine prophylaxis of post-traumatic stress disoder

Contents of the theme:

Psychogenic pain is a pain disorder associated with psychological factors. Some types of mental or emotional problems can cause, increase or prolong pain. A person with a psychogenic pain disorder will complain of pain that does not match his or her symptoms.

Types of Psychogenic Pain

Headaches, muscle pains, back pain, and stomach pains are some of the most common types of psychogenic pain.

The diagnosis of psychogenic pain is made when other causes of pain are ruled out. A person with a pain disorder will complain of pain that does not match his or her symptoms. Medical doctors and mental health specialists working together are often most helpful to those with this disorder.
Conversion disorder is a condition in which patients present with neurological symptoms such as numbness, blindness, paralysis, or fits without a physiological cause. It is thought that these problems arise in response to difficulties in the patient's life, and conversion is considered a psychiatric disorder in the International Statistical Classification of Diseases and Related Health Problems (ICD-10) and Diagnostic and Statistical Manual of Mental Disorders 4th edition (DSM-IV). Formerly known as "hysteria", the disorder has arguably been known for millennia, though it came to greatest prominence at the end of the 19th century, when the neurologists Jean-Martin Charcot and Sigmund Freud and psychiatrist Pierre Janet focused their studies on the subject. The term "conversion" has its origins in Freud's doctrine that anxiety is "converted" into physical symptoms. Though previously thought to have vanished from the west in the 20th century, some research has suggested it is as common as ever.
The diagnosis of conversion disorder involves three elements: the exclusion of neurological disease, the exclusion of feigning, and the determination of a psychological mechanism. Each of these has difficulties.

Exclusion of neurological disease

Conversion disorder presents with symptoms that typically resemble a neurological disorder such as stroke, multiple sclerosis, or epilepsy. The neurologist must carefully exclude neurological disease, through examination and appropriate investigations.
In excluding neurological disease, the neurologist has traditionally relied partly on the presence of positive signs of conversion disorder — certain aspects of the presentation that were thought to be rare in neurological disease, but common in conversion. The validity of many of these signs has been questioned, however, by a study showing that they also occurred in neurological disease. One such symptom, for example, is La belle indifférence, described in DSM-IV as "a relative lack of concern about the nature or implications of the symptoms". In a later study no evidence was found that patients with "functional" symptoms are any more likely to exhibit this than patients with a confirmed organic disease. Another feature thought to be important was that symptoms would tend to be more severe on the non-dominant (usually left) side; there were a variety of theories such as the relative involvement of cerebral hemispheres in emotional processing, or more simply just that it was "easier" to live with a functional deficit on the non-dominant side. However, a literature review of 121 studies established that this was not true, with publication bias the most likely explanation for this commonly held view.
The process of exclusion is not perfect, so misdiagnoses will occur. However, in a highly influential study from the 1960s, Eliot Slater demonstrated that misdiagnoses had occurred in one third of his 112 patients with conversion disorder. Later authors have argued that the paper was flawed, however, and a meta-analysis has shown that misdiagnosis rates since that paper are around 4%, the same as for other neurological diseases.
Exclusion of feigning

Conversion disorder is unique in DSM-IV in explicitly requiring the exclusion of deliberate feigning. Unfortunately, this is only likely to be demonstrable where the patient confesses, or is "caught out" in a broader deception, such as a false identity. One neuroimaging study suggested that feigning may be distinguished from conversion by the pattern of frontal lobe activation; however this is a research, rather than a clinical technique. True rates of feigning in medicine remain unknown, though neurological presentations of feigning may be among the more common.
Establishing a psychological mechanism

The psychological mechanism can be the most difficult aspect of the conversion diagnosis. DSM-IV requires that the clinician believe preceding stressors or conflicts to be associated with the development of the disorder, though how this might come about is still the subject of debate. The original Freudian model suggested that the emotional charge of painful experiences would be consciously repressed as a way of managing the pain, but this emotional charge would be somehow "converted" into the neurological symptoms. Freud later argued that the repressed experiences were of a sexual nature. As Peter Halligan comments, conversion has 'the doubtful distinction among psychiatric diagnoses of still invoking Freudian mechanisms' Janet, the other great theoretician of hysteria, argued that symptoms arose through the power of suggestion, acting on a personality vulnerable to dissociation. In this hypothetical process, the subject's experience of their leg, for example, is split-off from the rest of their consciousness, resulting in paralysis or numbness in that leg. Later authors have attempted to combine elements of these models, but none of them has a firm empirical basis. Some support for the Freudian model comes from findings of high rates of childhood sexual abuse in conversion patients and from a recent neuroimaging study showing abnormal emotion processing of a traumatic event linked to motor processing of the affected limb, in a patient with conversion. Support for the dissociation model comes from studies showing heightened suggestibility in conversion patients, and in abnormalities in motor imagery. There has been much recent interest in functional neuroimaging in conversion. As researchers identify the mechanisms which underlie conversion symptoms it is hoped these will allow the development of a neuropsychological model. A number of such studies have been performed, including some which suggest that blood flow in patients brains may be abnormal while they are unwell. These have all been too small to be confident of the generalisability of their findings, however, so no neuropsychological model has been clearly established.

" Polyetiological mental disorders."
6 hours

Concrete aims:

· to determine influence of basic causes on development of polyetiological mental disorders.

· to analyze meaning of psychotraumatic factors in appearing of manifestations of polyetiological mental disorders

· to determine basic clinical symptoms and syndromes of polyetiological mental disorders

· to diagnose urgent states and to be able to render urgent medical aid to patients with polyetiological mental disorders

· to explain principles of treatment of patients with polyetiological mental disorders

· to determine peculiarities of conducting supportive therapy to patients with polyetiological mental disorders and prophylaxis of recidives

Contents of the theme: 

Schizophrenia, schizotipal and delusional disorders

Determination of concept. Schizophrenia as nosology form in a historical aspect. Epidemiology. Basic hypotheses of pathogenetic mechanisms of schizophrenia. Premorbid features. Clinical displays: breaking up, basic („negative") symptoms (autism, emotional becomes poorer, disorder of associative process, ефекторно-volitional violations), productive symptoms. Basic clinical forms: paranoid, simple, hebephrenic, catatonic, undifferentiated form, post-schizophrenic depression, residual schizophrenia. 

Types of course of illness. Eventual state of schizophrenia. Concepts of defect, types of defects. Diagnostics of schizophrenia: abnormal psychology and experimentally-psychological methods. Differential diagnostics. Features of child's schizophrenia. 

Treatment of schizophrenia: інсуліно-comatose, pyrogenic, electro-convulsive, pharmacotherapy: indications and contra-indications. Application of neuroleptics, antidepressants, tranquilizers. Psychotherapy help. Supporting therapy, labour therapy, sociotherapy. Prophylaxis of relapses, socially-rehabilitation measures. Examination: labour, military, forensic-psychiatric.

Schizotypal and delusional disorders. Terms of origin, favourable factors, clinical symptoms, treatment, eventual state. Induced raving disorder. Schizoaffective disorders. Modern pictures of genesis, prevalence. Clinical symptoms. Treatment of schizoaffective disorders.

Affective disorders

Determination of concept, prevalence. Manic-depressive psychosis. Clinical displays of maniac and depressed phases. Intermission. Types of motion. Somatic equivalents of endogenous depression, Protopopov’s triad. Maskable depression, its somatovegetative and abnormal psychology signs. Hypomania. Subdepressions. Cyclothymia. Features of affect diseases at children. Features of supervision after patients in the state of depression. Principles of prophylaxis and therapy of affect psychoses. Anti-relapse therapy at manic-depressive psychoses. Unmedicinal methods of treatment of the depressed disorders. Problems of examination and medical social rehabilitation of patients with affect psychical violations.

Epilepsy.

Determination of epilepsy, its prevalence. Etiology and pathogeny of epilepsy. Concept about epileptic focus. Paroxysm, its clinical description. Primary and secondary epilepsy, features of its origin and motion. Concept about the epileptic reactions that epileptiform syndrome. Classification of epilepsy: generalized, focal (local, partial). Classification of epileptic paroxysms.  Simple partial attacks (without violation of consciousness): agile, sensory, with the vegeto-visceral displays, with violation of psychical functions (dysphasic, dysmnestic, with violation of thought, affect, with illusions, with difficult hallucinations). Complex парціальні attacks (with violation of consciousness). Generalized attacks (absence, myoclonic, clonic, tonic, tonic-clonic, atonic). Secondary generalized attacks. Epileptic status. Epileptic psychoses. Changes of personality at patients with epilepsy. Features of epilepsy at children. Differential diagnostics of epilepsy. Diagnostic value of клініко-anamnesis inspection, electro-physiology methods.

Principles of treatment of epilepsy (complexity, analysis of etiologic and provoking factors, features of clinical picture). Antiparoxysmal preparations, method of their application. Aid at epileptic status. Methods of treatment of dysphoria, dizziness of consciousness and other epileptic psychoses. Principles of medical social rehabilitation. Labour, military and forensic psychiatric examination.

" Disorders of mature personality and behaviour in adults. Mental retardation. Infingement of psychological development. Behavioural disorders that begin in childhood and adolescence."
6 hours

Concrete aims:
·     to demonstrate abilities to reveal clinical manifestations of disorders of psychological development and pathology of personality formation in patients

· to determine etiological factors and pathogenetic mechanisms in patients with abnormalities of psychological development and pathology of personality formation

· to determine clinical symptoms in patients with disorders of psychological development and pathology of personality formation

· to analyze clinical manifestations in patients with disorders of psychological development and pathology of personality formation and to determine known syndromes

· to determine methods of treatment-correction influence of patients with disorders of psychological development and pathology of personality formation

· to make conclusions related to expertise of patients with disorders of psychological development and pathology of personality formation and to determine rehabilitation measures. 

Contents of the theme:
 The branch of psychiatry that specializes in the study, diagnosis, treatment, and prevention of psychopathological disorders of children, adolescents, and their families, child and adolescent psychiatry encompasses the clinical investigation of phenomenology, biologic factors, psychosocial factors, genetic factors, demographic factors, environmental factors, history, and the response to interventions of child and adolescent psychiatric disorders. 

An important antecedent to the specialty of child psychiatry was the social recognition of childhood as a special phase of life with its own developmental stages, starting with the neonate and eventually extending through adolescence.[citation needed] Kraepelin's psychiatric taxonomy published in 1883, ignored disorders in children.[citation needed]

Johannes Trüper founded a famous approved school on Sophienhöhe close to Jena in 1892 and was a co-founder of "Die Kinderfehler"(1896), one of the leading journals for research in pedagogy and child psychiatry in its time. The psychiatrist and philosopher Theodor Ziehen, regarded as one of the pioneers of child psychiatry, gained practical child psychiatric experience as a consultant liaison psychiatrist at the approved school which was run by Johannes Trüper. Wilhelm Strohmayer, another psychiatrist from Jena, also belongs to the founding fathers of child psychiatry in Germany with his book Vorlesungen uber die Psychopathologie des Kindesalters für Mediziner und Pädagogen (1910) which is based on his consultant work on Sophienhöhe.
As early as 1899, the term "child psychiatry" (in French) was used as a subtitle in Manheimer's monograph Les Troubles Mentaux de l'Enfance.[2] However, the Swiss psychiatrist Moritz Tramer (1882–1963) was probably the first to define the parameters of child psychiatry in terms of diagnosis, treatment, and prognosis within the discipline of medicine, in 1933. In 1934, Tramer founded the Zeitschrift für Kinderpsychiatrie (Journal of Child Psychiatry), which later became Acta Paedopsychiatria. The first academic child psychiatry department in the world was founded by Leo Kanner in 1930 under the direction of Adolf Meyer at the Johns Hopkins Hospital, Baltimore. Dr. Kanner was the first physician to be identified as a child psychiatrist in the US and his textbook, Child Psychiatry (1935), is credited with introducing the specialty to the academic community.[4] The first use in English of the term "child psychiatry" occurred when Leo Kanner published his textbook under that name in the US in 1935. Academic child psychiatry in US was born at Johns Hopkins University. Its founding father, Leo Kanner, a medical graduate of the University of Berlin, was brought to Johns Hopkins by Adolf Meyer in 1928. Eight years later, Kanner offered the first formal elective course in the subject here. But it wasn't until the 1960s that the first NIH grant to study pediatric psychopharmacology was awarded. It went to one of Kanner's students, Leon Eisenberg, the second director of the division.
The use of medication in the treatment of children also began in the 1930s, when Charles Bradley opened a neuropsychiatric unit and was the first to use amphetamine for brain-damaged and hyperactive children.
Academic divisions of child psychiatry began to develop, particularly in the US, in the 1930s. The first "pediatric psychiatry clinic" was established in 1930 at Johns Hopkins Hospital, Baltimore, headed by Leo Kanner. In 1933, The Maudsley Hospital in London opened a children's department under Mildred Creak, and research in child psychiatry began to increase. Similar overall early developments took place in many other countries. In the United States, child and adolescent psychiatry was established as a recognized medical speciality in 1953 with the founding of the American Academy of Child Psychiatry, but was not established as a legitimate, board-certifiable medical speciality until 1959.
The era since the 1980s flourished, in large part, because of contributions made in the 1970s, a decade during which child psychiatry witnessed a major evolution as a result of the work carried out by Michael Rutter. The first comprehensive population survey of 9- to 11-year-olds, carried out in London and the Isle of Wight, which appeared in 1970, addressed questions that have continued to be of importance for child psychiatry; for example, rates of psychiatric disorders, the role of intellectual development and physical impairment, and specific concern for potential social influences on children's adjustment. This work was influential, especially since the investigators demonstrated specific continuities of psychopathology over time, and the influence of social and contextual factors in children's mental health, in their subsequent re-evaluation of the original cohort of children. These studies described the prevalence of ADHD (relatively low as compared to the US), identified the onset and prevalence of depression in mid-adolescence and the frequent co-morbidity with conduct disorder, and explored the relationship between various mental disorders and scholastic achievemment.
It was paralleled similarly by work on the epidemiology of autism that was to enormously increase the number of children diagnosed with autism in future years. Although attention had been given in the 1960s and '70s to the classification of childhood psychiatric disorders, and some issues had then been delineated, such as the distinction between neurotic and conduct disorders, the nomenclature did not parallel the growing clinical knowledge. It was claimed that this situation was altered in the late 1970s with the development of the DSM-III system of classification, although research has shown that this system of classification has problems of validity and reliability. Since then, the DSM-IV and DSM-IVR have corrected some of the questionable parsing of psychiatric disorders into "childhood" and "adult" disorders, recognizing that while many psychiatric disorders are not diagnosed until adulthood, they may present in childhood or adolescence (DSM-IV).

Clinical practice

Assessment

The psychiatric assessment of a child or adolescent starts with obtaining a psychiatric history by interviewing the young person and his/her parents or carers. The assessment includes a detailed exploration of the current concerns about the child's emotional or behavioral problems, the child's physical health and development, history of parental care (including possible abuse and neglect), family relationships and history of parental mental illness. It is regarded as desirable to obtain information from multiple sources (for example both parents, or a parent and a grandparent) as informants may give widely differing accounts of the child's problems. Collateral information is usually obtained from the child's school with regards to academic performance, peer relationships, and behavior in the school environment.
Psychiatric assessment always includes a mental state examination of the child or adolescent which consists of a careful behavioral observation and a first-hand account of the young person's subjective experiences. The assessment also includes an observation of the interactions within the family, especially the interactions between the child and his/her parents.

The assessment may be supplemented by the use of behavior or symptom rating scales such as the Achenbach Child Behavior Checklist or CBCL, the Behavioral Assessment System for Children or BASC, Connors Rating Scales (used for diagnosis of ADHD), Millon Adolescent Clinical Inventory or MACI, and the Strengths and Difficulties Questionnaire or SDQ. These instruments bring a degree of objectivity and consistency to the clinical assessment. More specialized psychometric testing may be carried out by a psychologist, for example using the Wechsler Intelligence Scale for Children, to detect intellectual impairment or other cognitive problems which may be contributing to the child's difficulties.

Diagnosis and formulation

The child and adolescent psychiatrist makes a diagnosis based on the pattern of behavior and emotional symptoms, using a standardized set of diagnostic criteria such as the Diagnostic and Statistical Manual (DSM-IV-TR) or the International Classification of Diseases (ICD-10). While the DSM system is widely used, it may not adequately take into account social, cultural and contextual factors and it has been suggested that an individualized clinical formulation may be more useful. A case formulation is standard practice for child and adolescent psychiatrists and can be defined as a process of integrating and summarizing all the relevant factors implicated in the development of the patient's problem, including biological, psychological, social and cultural perspectives (the "biopsychosocial model"). The applicability of DSM diagnoses have also been questioned with regard to the assessmment of very young children: it is argued that very young children are developing too rapidly to be adequately described by a fixed diagnosis, and furthermore that a diagnosis unhelpfully locates the problem within the child when the parent-child relationship is a more appropriate focus of assessment.
The child and adolescent psychiatrist then designs a treatment plan which considers all the components and discusses these recommendations with the child or adolescent and family.

Treatment

Treatment will usually involve one or more of the following elements: behavior therapy, cognitive-behavior therapy, problem-solving therapies, psychodynamic therapy, parent training programs, family therapy, and/or the use of medication. The intervention can also include consultation with pediatricians, primary care physicians or professionals from schools, juvenile courts, social agencies or other community organizations.
Shortage of child and adolescent psychiatrists

The demand for child and adolescent psychiatrists continues to far outstrip the supply worldwide. There is also a severe maldistribution of child and adolescent psychiatrists, especially in rural and poor, urban areas where access is significantly reduced. There are currently only approximately 6,500 practicing child and adolescent psychiatrists in the United States. A report by the US Bureau of Health Professions (2000) projected a need in the year 2020 for 12,624 child and adolescent psychiatrists, but a supply of only 8,312. In its 1998 report, the Center for Mental Health Services estimated that 9-13% of 9- to 17-year-olds had serious emotional disturbances, and 5-9% had extreme functional impairments. However, in 1999, the Surgeon General reported that "there is a dearth of child psychiatrists." Only 20% of emotionally disturbed children and adolescents received any mental health treatment, a tiny percentage of which was performed by child and adolescent psychiatrists. 

" Preparation for the differential control"
6 hours

List of questions for preparation of students to differential control 

Semantic module 1. General questions of psychiatry 

1.
 Subject of psychiatry and narcology 

2.
Tasks of psychiatry and narcology

3.
Basic stages of development of psychiatry. 

4.
Achievements of domestic scientists

5.
Structure of psychiatric and narcological help,  mental hospital  and dispensary. 

6.
Principles  of care of mentally sick.

7.
Basic factors of etiology of psychical disorders

8.
 Basic патогенетичні mechanisms of psychical pathology

9.
 Legal principles of psychiatric help. Modern conception of mental health care in Ukraine. 

10.
 Role of doctor of somatic profile in the providing of medical care to the patients with symptomatic psychic disturbances. 

11.
First aid to patients and with psychic disturbances, basic  indications to hospitalization. 

12.
 Ambulatory treatment of patients with different diseases, supporting therapy, features of its organization, its value for the health protection . 

13.
Problems of readaptation and rehabilitation of mentally ill patients.

14.
 Method of clinical psychopathological investigation. 

15.
Method of psycho-analysis and psychodynamic supervision.

16.
Features of psychiatric document 

17.
Value of paraclinical methods in psychiatric diagnostics.

18.
 Concept of abnormal psychology symptom, syndrome and disease.

19.
Syndromological and nosology  classification  of psychical  pathology 

20.
Description of registers of psychical disorders. 

21.
Principles and methods of treatment of psychical diseases and disorders. 

22.
Principles and methods of social-labour rehabilitation of mentally ill patients and prophylaxis of psychical diseases 

23.
Principles and methods of labour, military and forensic-psychiatric examination

Semantic module 2. General psychopathology.

24.
Psychophysiological and neuropsychological bases of disorders of sensations, perceptions and presentations 

25.
Classification and determination of the disorders of sensation: hyperesthesia, hypesthesia, anaesthesia, senestopathies. 

26.
Classification and determination of disorders of perceptions: illusions, psychosensory disorders, hallucinations.

27.
Age-old features of disorders of feelings, perceptions and presentations. 

28.
Methods of exposure of disorders of feelings, perceptions and presentations.

29.
Classification and determination of violations of memory 

30.
Psychophysiological and neuropsychological bases of disorders of memory.

31.
 Methods of determination of disorders of memory.

32.
Classification and determination of disorders of thought and intellect  

33.
Psychophysiological and neuropsychological bases of disorders of thought and intellect.

34.
 Methods of determination of disorders of thought and intellect.

35.
Classification and determination of violations of emotions  

36.
Psychophysiological and neuropsychological bases of disorders of emotions.

37.
Methods of exposure of disorders of emotions.

38.
Classification and determination of disturbances of effector sphere

39.
 Psychophysiological and neuropsychological bases of disorders of effector sphere.

40.
Methods of exposure of disorders of effector sphere.

41.
Age-old features of effector disturbances.

42.
Syndromes of oppression and confusion of consciousness

43.
Features of examination, supervision, transporting of patients with violation of consciousness. 

44.
Methods of determination of the state of consciousness and his violations.

45.
 Boundary non-psychotic syndromes: asthenic, neurotic (neurasthenic, absessive-phobic, dysmophophobic, hysterical), depressive, hypochondria, somatoform. 

46.
Psychotic syndromes: depression, maniac, paranoid, paranoial, dysmophomanic, catatonic, hebephrenic, delirious, oneiroid, amentive, asthenic entangles of consciousness, gloomy state of consciousness, hallucinosis. 

47.
Defective organic syndromes: psychoorganic, Korsakov amnestic, oligophrenia, dementia, psychical marasm. 

48.
Basic abnormal psychology syndromes of child's age: neurology, child's autism, hyperdynamic, child's pathological fears, nervous anorexia, infantilism. 

49.
Value of diagnostics of abnormal psychology syndrome for the choice of method exigent therapy and next inspection of patient.

Semantic module 3. Organic (in that number symptomatic) psychical disorders. Ecological psychiatry. 

50.
Basic clinical forms of somatogenic psychoses.

51.
Psychical disorders at pregnancy, in post-natal and lactation periods.

52.
Psychical disorders at brain-growths.

53.
Psychical disorders at the tumours of extracerebral localization.

54.
Features of psychical disorders at the endocrine diseases.

55.
Basic principles of therapy, rehabilitations and prophylaxis of psychical disorders at the endocrine and somatic diseases.

56.
Classification of psychical violations at sharp and chronic infections.

57.
Feature of psychical violations at Syphilis of brain, progressive paralysis.

58.
There are psychical disorders in HIV-infected.

59.
Principles of treatment of psychical disorders at sharp and chronic infections.

60.
Psychic disturbances in the acute period of cranial-cerebral trauma, their treatment and prophylaxis.

61.
Psychic disturbances in the late period of traumatic illness.

62.
Residual-organic consequences of cranial-cerebral traumas.

63.
Late traumatic psychoses, their differential diagnostics and treatment.

64.
Clinical features of psychical disorders at the sharp poisonings by an atropine, acrichine, camphor.

65.
Clinical features of psychical disorders at the acute poisonings by preparations of bromine, steroid hormones, psychotropic preparations.

66.
Clinical features of psychical disorders at sharp and chronic intoxications by smeech gas, matters, which contain phosphorus, mercury, arsenic, lead, tetraethyl lead, нафтопродукти.

67.
Clinical features of psychical disorders at sharp and chronic intoxications by chlorophose, antifreeze, nitrates, defoliants.

68.
Features of psychical violations which are caused ecologically by unfavorable factors.

69.
Prophylaxis and treatment of psychical violations in the case of industrial, domestic, medical intoxications and as a result of the ecologically unfavorable influencing.

70.
Acute and chronic radiation illness, its psychoneurological displays.

71.
Post-radiation psychical disorders: reactive and organic.

72.
Feature of therapy, social rehabilitation and examination of post-radiation diseases.

Semantic module 4. Psychical disorders as a result of the use of psychoactive substance and dependence on them 

73.
Concept, psychoactive substances, phenomena of the use and dependence.

74.
Concept of large наркоманічного syndrome.

75.
Features and motion of narcological diseases on phases.

76.
Influence of alcohol on higher nervous activity of man.

77.
Simple alcoholic intoxication, his degrees, individual features, diagnostics, grant of medicare at the sharp alcoholic poisonings.

78.
Pathological alcoholic intoxication, diagnostics, forensic-psychiatric examination.

79.
Alcoholism, its criteria, narcomanic syndrome at alcoholism.

80.
Diagnostics of the alcoholic abstinent state, medicare.

81.
Stages of alcoholism, feature of degradation of personality.

82.
Acute metaalcohol psychoses: diagnostics of initial displays, warning of subsequent development, treatment.

83.
Protracted metaalcohol psychoses.

84.
Alcoholic encephalopathies.

85.
Principles of treatment of alcoholic psychoses.

86.
Organization of narcological help.

87.
Methods of treatment of alcoholism.

88.
Prophylaxis of alcoholism and his relapses.

89.
Medical, social and legal criteria of narcotic matters.

90.
Psychical, behavioural disorders and psychoses as a result of the use of opiates.

91.
Psychical, behavioural disorders and psychoses as a result of the use of cannabioids.

92.
Psychical, behavioural disorders and psychoses as a result of the use of sedative and somnolent preparations.

93.
Psychical and behavioural disorders and psychoses as a result of the use of cocaine and other psychostimulants.

94.
Psychical and behavioural disorders and psychoses as a result of the use of hallucinogens.

95.
Psychical and behavioural disorders and psychoses as a result of the use of volatile solvents.

96.
Psychical and behavioural disorders as a result of the use of nicotine.

97.
Psychical and behavioural disorders as a result of the use containing caffeine products.

98.
Psychical and behavioural disorders and psychoses as a result of the simultaneous use of a few narcotic matters and use of other psychoactive substances.

99.
Age-old features of drug addictions and toxicomanias.

 Semantic module 5. Psychogenic  psychical diseases 

100.
Concept of psychogenic disorder

101.
Etiologic and pathogenetic factors of psychogenic disorders

102.
Classification of psychogenia.

103.
 Determinations of concepts are the emotionally-stressing, adaptation reactions, neuroses.

104.
 Clinical picture  of nervous breakdown. 

105.
Classification and clinical picture of anxious disorders. 

106.
Clinical picture of obsessive-compulsive disorder.

107.
Clinical picture of dissociative disorders

108.
Depressive neurotic disorders.

109.
 Monosymptom neurosis in children. 

110.
Classification, clinical picture and treatment of somatoform disorders

111.
 Treatment and prophylaxis of neuroses.

112.
 Reactive psychoses: general clinical signs, Jaspers’ criteria.

113.
 Acute reactive psychoses. 

114.
 Protracted reactive psychoses. 

115.
 Therapy of reactive psychoses.

116.
 Examination, prophylaxis, rehabilitation at reactive psychoses.

117.
 Determination of concept of post-traumatic stress disorder (PTSD).

118.
 Clinical features of PTSD. 

119.
Prophylaxis and the PTSD treatment.

Semantic module 6. Polyetiological  psychical diseases 

120.
Determination of concept of schizophrenia.

121.
Causes of schizophrenia.

122.
Basic signs of schizophrenia.

123.
Basic clinical forms of schizophrenia, 

124.
Types of course of schizophrenia.

125.
Eventual state of schizophrenia. Concept about remission and defect.

126.
Principles of therapy of schizophrenia

127.
Clinical picture of manic-depressive psychosis. Cyclothymia.

128.
Masked depressions.

129.
Features of affect disorders at children and teenagers.

130.
Principles  of therapy of patients with affect disorders.

131.
Suicidal conduct at the psychical diseases and at mentally healthy persons.

132.
Anti-suicidal therapy. Psychoprophylaxys of suicidal behaviour.

133.
Primary (genuine) and secondare (symptomatic) epilepsy. Paroxysm, its clinical description.

134.
Classification of paroxysmal displays. Tonic-clonic convulsive  attack, help to the patient.

135.
Epileptic status and medical measures on destroying of patient from this state.

136.
Principles of therapy of patients with epilepsy.

Semantic module 7. Disorders of mature personality and conduct at adults. Mental retardation. Disturbance of psychological development. Behavioural disorders, that begin in teenage and childhood. 
137.
Disorders of personality and conduct in adults, factors  that assist to their development.

138.
Causes of oligophrenia and classification after etiologic signs. Principles of therapy, correction, examination, rehabilitation in oligophrenias. Organization of educational-raising and labour process in oligophrenia.

139.
Clinical forms of oligophrenia. Somatoneurological displays of oligophrenia.

140.
Principles of therapy, correction, examination, rehabilitation in oligophrenias. Organization of educational-raising and labour process in oligophrenia.

141. Psychophysical infantilism. Boundary mental retardation.

142.
Clinical variants of psychopathy and accentuated character. Basic principles of therapy, rehabilitations and prophylaxis of disorders of personality and conduct at adults.

143.
Determination of concept is early child's and atypical autism. Clinical displays. Diagnostics. Treatment. Principles of correction and rehabilitation.

144.
Children and teenagers have hyperkinetic disorders. Disorders of social conduct. Etiology. Pathogeny. Clinical displays. Principles of medical pedagogical correction, social rehabilitation.

" Preparation for practical classes – theoretical preparation and mastering of practical skills."
6 hours

Practically oriented final module control

 During the final module control, mastering of algorithm of professional estimation of present disorders, clinical thought, developed of associative mechanisms is estimated.

During the practically oriented module control a student must freely own the following practical skills:

1.
To explain an object and basic tasks of psychiatry and narcology 

2.
To explain the value of psychiatry for the separate sections of medicine, its communication with other medical specialities 

3.
To analyse the basic methods of research of mental condition of man

4.
To explain principles and method of conducting of abnormal клініко-psychology research and interpretation of his results

5.
To analyse the features of organization of psychiatric help and care of mentally sick  

6.
To explain principles of prophylaxis, treatment and examination of psychical disorders  

7.
To explain psychophysiological and neuropsychological bases of abnormal psychology disorders
8.
 To demonstrate ability to expose abnormal psychology symptoms in different psychical spheres 

9.
To conclude about the state of psychical functions of patient and determine the presence of abnormal psychology symptoms 

10.
To determine abnormal psychology syndromes and explain their features at different psychical diseases 

11.
To expose psychical violations at patients with the organic diseases of cerebrum 

12.
To determine etiological and pathogenetic factors of psychical violations at organic diseases of cerebrum 

13.
To determine most distribution psychical clinical symptoms and syndromes at the organic defeats of cerebrum

14.
To analyse the results of inspection of patients by the с organic diseases of cerebrum

15.
To determine character and principles of treatment of patients by с psychical violations at the organic defeats of cerebrum

16.
To diagnose the exigent states and give urgent medical help to the patients with psychical violations at the organic defeats of cerebrum.

17.
To determine the etiologic and pathogenetic factors of dependence at abuse by the психоактивними matters.

18.
To analyse influence of психоактивних matters on a man.

19.
To determine the diagnostic criteria  of narcological diseases.

20.
To diagnose the exigent states at abuse by the психоактивними matters.

21.
To give urgent medical help to the patients at the exigent states

22.
To determine the prophylaxis of narcological diseases

23.
To determine character and  principles of treatment of patients with dependence on the психоактивних matters

24.
To determine the etiologic and pathogenetic factors of психогенних disorders 

25.
To analyse influence of psychical factors on a patient 

26.
To determine clinical symptoms and syndromes in psychogenias

27.
To diagnose the exigent states in the situations of catastrophes and elemental misfortunes and give urgent medical help to the patients

28.
To determine character and principles of treatment of patients with somatoform disorders

29.
To determine the prophylaxis of post-traumatic stress disorder

30.
To determine influencing of basic factors of development of polyetiologic psychical diseases

31.
To analyse the value of психотравмуючих factors in the origin of manifest displays and relapses of disease 

32.
To determine basic clinical symptoms and syndromes at polyetiological psychical disorders

33.
To diagnose the exigent states and be able to give urgent medical help to the patients with polyetiological psychical disorders

34.
To explain principles of treatment of patients with the polyetiological psychical diseases

35.
To determine the features of conducting of supporting therapy of patients with polyetiological  psychical disorders and prophylaxis of relapses

36.
To demonstrate ability to expose  the clinical displays of disorders of psychological development and pathology of forming of personality at patients

37.
To determine etiologic factors and pathogenetic mechanisms at patients with violation of psychological development and pathology of forming of personality

38.
To determine clinical symptoms at patients with violation of psychological development and pathology of forming of personality

39.
To analyse the clinical displays at patients with violation of psychological development and  pathology of forming of personality and determine the known syndromes

40.
To determine the methods of the treatment-correction influencing at patients with violation of psychological development and pathology of forming of personality

41.
To conclude from examination of patients with violation of psychological development and pathology of forming of personality and determine rehabilitation measures.

The results of final module control are estimated «fine» (80 marks), if a student showed the high level of theoretical knowledges, ability to analyse a clinical situation, can theorize practical knowledges. The «good» (70 marks) is estimated at inexact, but always complete job processing, incomplete analysis of clinical situation. It is estimated «satisfactorily» (50 marks) - at the substantial failings at the job processing,  unclear construction of logical structure of the discussed diagnosis. 

During the final module control a student must:

1.
To conduct independently the clinical inspection of patient and describe psychical status.
2.
Thus to analyse information of clinical and paraclinical research and to put the syndromal diagnosis of psychical or psychosomatic disorder.

3.
To determine the psychotic or non-psychotic level of psychical violation at a patient. 

4.
To determine presence at the patient of testimonies for exigent hospitalization. 

5.
To determine tactic of conduct of patient with psychical disorder or with dependence. 

6.
To determine the level of social danger, risk of autoaggression of mentally ill patient.

7.
To make the weighed conclusion with a previous diagnosis.

8.
To appoint one of adequate to the state of patient of психотропних preparations in doses proper to age of patient.

9.
To give recommendations to the relatives of patient from examination.

10.
In addition, to decide a clinical task from diagnostics and rendering aid (in psychomotor excitation, at epileptic status, complications of treatment by психотропними preparations, waiver of meal, stupor). It allows  final control additionally. The test control is carried out as the prosecution of students of clinical tasks on programmatic material. The test control allows to estimate the level of theoretical knowledges of students, helps to expose capacities for recognition of clinical appearance in the situation of choice. 

Estimation is «fine proposed», if a student answered correctly no less than on 85 % questions.

Estimation is «good» - at 80 % right answers.

«Satisfactory» - if a student answered correctly not less than 75 % questions. 
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