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Psychiatric Disorders at work

ÅClinical Depression

ÅPTSD

ÅBipolar Affective Disorders

ÅPsychosis

ÅADHD

ÅAutistic Spectrum Disorders

ÅSleep Disorders



Scale of the Problem

National Employee Mental Wellbeing 

Survey, 2017 

ÅMental health issues in the past year because of work - 3 of 5 
employees (60%)

Å31% of the workforce formally diagnosed with MH disorder

ÅDepression or general anxiety most common

ÅJust 13% disclose MH issue to manager . 

ÅThose who do put themselves at risk of serious repercussions. 

ÅOf employees who disclosed MH issue, 15% subject to disciplinary 
procedures, demotion or dismissal (9% in 2016 ) 



Importance to Policy Makers

Most common reason for 
long -term sickness 

absence. 

Burden on  
economy

Occupational 
dysfunction

Poverty & 
social isolation

Ďproductivity 
& disability 

benefits 



Clinical Depression

Å42 years old woman, director in insurance company, 

climbed up the corporate ladder, considered an asset

ÅLuxury lifestyle

ÅStress at work low mood, low motivation, unable to 

concentrate, Struggle to sleep deterioration over 6 months

ÅFired from work so went to employment tribunal



Clinical Depression 

cont.

ÅôClassicalõ depression (ICD 10)-
Mild, Moderate, Severe with/ without psychosis

Major criteria: Low mood, anhedonia, low energy

Minor criteria: Low motivation, guilt, negative cognitions, low 

confidence,  suicidal ideation

Biological symptoms: Loss/ increase of appetite, insomnia/ 

hypersomnia, Early morning wakening, loss of libido and loss of 

concentration



Treatment 

Biological (only for Moderate & Severe)

ÅAntidepressants: SSRI, SNRI

If Treatment Resistance: Use combinations

ÅAdd Mood stabilisers: Lithium, anti -epileptics

ÅThyroxine, Agomelatine

ÅECT- for severe treatment resistant 



Treatment 

Cont.
Psychological

ÅSelf Help

ÅCBT

ÅMindfulness

ÅInterpersonal Therapy

ÅCounseling



Novel Treatments

rTMS

ÅBrain stimulation with magnetic pulses at fixed frequency, 

20- 30 sessions of 30 mints, no anaesthesia, can drive after

ÅEffective: 

Robust evidence, recommended by NICE & RCPsych



Post Traumatic Stress 

Disorder

Å Delayed/ protracted response to a stressful 

event/ situation, brief/ long duration 

Å Exceptionally threatening/ catastrophic, that 

would cause pervasive distress in almost anyone

Å Symptoms : Reliving trauma, anxiety/ panic, hyper -

arousal, numbing/ emotional blunting, avoidance

Å Usually within 1 month of trauma, majority 

symptoms persist x 3 years

Å Comorbid : Substance Misuse, Depression, 

Somatisation , Chronic pain, and poor health, 

insomnia 



PTSD Treatment

ÅSymptomatic treatment with watchful waiting

ÅTrauma Focused Therapy

ÅTreat comorbidities



Bipolar Affective 

Disorders

Å54 yrs, man, senior manager in a corporate, 

considered ôeccentricõ, good at work so forgiven

ÅEpisodes of no sleep, increased energy, irritability, 

impulsive risky behaviour, ôdifficult to live withõ 

alternating with low energy, motivation, sleep

ÅFelt exhausted from years of modulating his own 

symptoms



Hypomania

ÅPersistent mild elevation of mood, Increased energy, 

feelings of physical well -being and mental efficiency, 

talkativeness, overfamiliarity, Irritability, conceit 

ÅBiological: increased sexual energy, decreased sleep

ÅUsually no loss of function



Mania with/ without 

psychosis
ÅMood Elation, increased energy, over -activity

ÅPressure of speech, no social inhibitions, 

inappropriate reckless behaviour, low attention, 

marked distractibility inflated Self-esteem, 

grandiosity, over -optimistic ideas

Å In some: Irritable and suspicious

ÅBiological: Perceptual disorders e.x. vivid colours, 

fine details of surfaces or textures, and subjective 

hyperacusis .



Treatment: Biological

Mood Stabilisers:

ÅLithium

ÅAnti -epileptics

ÅAntipsychotics

Avoid Antidepressants



Treatment: Psychological

ÅPsycho -education: about disorder, triggers, early 

signs

ÅCBT for depression

ÅFamily therapy



Psychosis

Å28 yrs, male, nurse at A&E during his work as 

aggressive with colleagues, preceded by days of 

acting oddly paranoid, making accusations

ÅLeft in the middle of shift, came back even more 

agitated, arrested by police 

ÅHistory of similar ôbizarre behaviourõ followed by 

taking 2 years out of work 



Psychosis/ Schizophrenia

Psychosis secondary to Drugs/ physical disorders 

(organic)

Schizophrenia

ÅPositive Symp : Disordered thinking, abnormal perceptions, 

ôbizarre behaviourõ

ÅNegative Symp : Amotivated, flat, anhedonia, reduced 

speech



Treatment

Anti -psychotics

Very effective but side effects, 

Oral / Depots

ÅTypical/ 1st gen: 
Haloperidol, thioridazine , thiothixene , fluphenazine , 
trifluoperazine

Side Effects

EPSE: tremor, slurred speech, akathesia , dystonia, anxiety, 
distress, bradyphrenia



Treatment

Anti -psychotics

ÅAtypicals / New generation

Olanzapine, Quetiapine, Risperidone, Aripiprazole 

Paliperidone , Asenapine , zotepine , Sertindole , Ziprasidone

Available as depots: Aripiprazole, Paliperidone , Olanzpine , Risperidone

Treatment Resistance: Clozapine

Side Effects: Sedation , Wt. gain, low EPSE



Treatment: 

Psychosocial

ÅCBT for psychosis

ÅFamily therapy

ÅConcordance therapy



Attention Deficit 

Hyperactivity Disorder (ADHD)

Å28 yrs old, comp programmer, struggling to organise at work, 

forgetful, no ability to maintain concentration, distractible, 

fidgety

ÅFelt bullied at work as managers harsh and peers dismissive 

ôbutt of all jokesõ

ÅNo career progression for 4 years

ÅFelt on the edge at all times

ÅDifficulty in managing any activity/ relationships



Childhood disorder?

ÅEstimated prevalence: 

5- 7% in children 

3- 5% in adults

ÅBy age 25 yrs, 15% full range of symptoms, & 65% some 

symp . that affect their daily lives

ÅComorbidities: oppositional defiant disorder, conduct 

disorder, anxiety disorder, ASD, Epilepsy, PD, depression



ADHD Presentation:
Pervasive, from childhood

ÅInattention : low concentration, ôjumpingõ from task to task, 

disorganised, distracted by any external stimulus

ÅHyperactivity : fidgety, restless, relentless activity, problem in 

switching off, insomnia

ÅImpulsiveness: Risky/ reckless behaviours, interrupting, 

replying in the middle of a question, ôalways in a hurryõ



Treatment: Specialist 

Prescribing

ÅStimulants: Methylphenidate, Dexamfetamine

ÅNon -stimulants (2 nd line): Atomoxetine

Psychological : CBT, Mindfulness, Behavioural therapy

ÅProblem solving, stress management, low self esteem & 

confidence 

ÅTrauma

ÅComorbidities



Autistic Spectrum Disorders

Å32 yrs, male, hard working ambulance driver, good manner 

with elderly, but felt H&B at work, ôtreated like a 2nd class 

citizenõ, made fun of

ÅFound changes in job duties distressing, esp. training other 

drivers

ÅSuspended from work for getting into an argument with the 

manager



ASD: diagnosis

1- 2% prevalence, sudden increase in numbers, usually diagnosable by 
2yrs

Could be High functioning or Learning Disability

ÅSpeech & language difficulties

ÅSocial Interaction & communication: inappropriate emotions/ 
comments, bluntness  

ÅStereotypical behaviours: Difficulty dealing with change

ÅOversensitivity to external stimuli

Assessment: Autism Quotient (AQ10) , Core signs, development, 
functioning, comorbidities (Downs synd., other neurodev ., anxiety)



ASD: Interventions

Psychoeducation : Awareness amongst others (colleagues, 
family, friends)

Structured Leisure Activity, Anger Management Programme

Group Social Learning Programme: 

Å Modeling : observes target behaviour on video & repeats it

Å Peer feedback 

Å Discussion and decision -making

Å Explicit rules: predictability 

Å Strategies for dealing with socially difficult situations

Antipsychotics for challenging behaviour



Insomnia

Primary Insomnia: prevalence 6%

Dissatisfaction with sleep quality/ quantity (initiating/ maintaining)

Despite adequate opportunity

At least 3 times per week for >3 months

clinically significant distress/ impairment in functioning

Not secondary to another sleep/ medical/ psychiatric disorder or as the result of a 

substance

Symptoms: Sleepiness, fatigue, irritability, concentration/ memory, performance 
issue

Secondary Insomnia : MH/ PH



Treatment

ÅTreat primary cause of insomnia

ÅPrimary Insomnia

ÅSleep hygiene

ÅCBT-I: Stimulus control, Sleep restriction, Cognitive strategies, De Ȥarousal techniques, 
Sleep hygiene 

ÅSedatives/ Hypnotics: effective, short term/ PRN

ÅMelatonin: ? chronobiotic



Thank You



Mental illness and professional staff
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Dr Alfred White
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Occupational Health Psychiatry



My pathway into liaison and occupational 

health psychiatry



Itôs sex doctor



bromocriptine



Psychiatric Issues in

the Workplace

44



Are professionals different

How do we treat doctors?

What are doctors like as patients?

Are pilots different from photographers?



Role of professional bodies



Factors affecting employment

Aptitude, Personality, Physique, 

Intelligence,Motivation, Health



aptitude


