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Appendix 1: Psychological assessment
quick reference guide

Current general
intelligence

Pre-morbid estimate of
intellectual functioning

Memory functioning

Executive functioning

Language
Suggestibility

Compliance

Mood

Personality functioning

Substance misuse

Dissociation

Sub-optimal effort/
malingering

- Wechsler Adult Intelligence Scale, fourth edition (WAIS-IV)

- Ravens Progressive Matrices

- National Adult Reading Test (NART)

- Schonell Graded Reading Test

« Wechsler Test of Adult Reading (WTAR)

« Wechsler Test of Pre-morbid Functioning (TOPF)

« Wechsler Memory Scale, fourth edition (WMS-1V)
« Rey-Ostreith Complex Figure Test

- Behavioural Assessment of Dysexecutive Syndrome (BADS)
- Controlled Oral Work Association Test

- Reitan Trailmaking test

- Haying and Brixton tests

« Stroop Neuropsychological Screening Test

- British Picture Vocabulary Scale (version 2)
- Graded Naming Test

* Gudjonsson Suggestibility Scale (version 1 or 2)
* Gudjonsson Compliance Scale (Form D for the individual or Form

E for an informant)

« Beck Anxiety Inventory (BAI)

« Beck Depression Inventory version two (BDI-II)
- Hospital Anxiety and Depression Scale (HADS)
- State/Trait Anger inventory (STAXI)

- Millon Clinical Multi-axial Inventory — third edition (MCMI-III)
- Minnesota Multiphasic Personality Inventory (MMPI)
- Personality Assessment Inventory (PAI)

- Leeds Dependency Questionnaire (LDQ)
- Sensation Seeking Scale (SSS)

* Dissociative Experiences Scale (DES)

« Test of Memory Malingering (TOMM)

- Ravens Standard Progressive Matrices

- Millar Forensic Assessment of Symptoms (MFAST)
- Structured interview of Reported Symptoms (SIRS)

« Structured Inventory of Malingered Symptomatology (SIMS)
« Paulhus Deception Scale

NB: This is not an exhaustive list, but represents some of the most commonly used measures with robust

psyc/.;ometrif properties.
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Appendix 2: Recommended
psychological assessments

Wechsler Adult Intelligence Scale Fourth Edition (WAIS-IV)
The Wechsler Adult Intelligence Scale UK — Fourth Edition (WAIS-IV) is a standardised

psychometric measure offering an estimate of an individual’s intellectual functioning.

Wechsler Memory Scale (Fourth Edition)
'The Wechsler Memory Scale UK — Fourth Edition (WMS-1V) is a standardised psychometric measure

offering an estimate of an individual’s memory functioning.

Controlled Oral Word Association Test (COWAT)
This is a ‘bedside’ test used to assess an individual’s executive functioning, specifically their ability
spontaneously to create lists, follow rules and shift sets. It has internationally recognised normative data

developed from clinical and non-clinical populations.

Millon Clinical Multi-Axial Inventory, third edition (MCMI-III)
The MCMI-III is a test designed to assess a number of major patterns of personality and emotional
disorder.

Coin-in-the-hand test

'This is a test which appears to be superficially difficult but which is actually very easy, and is a test that
even individuals with dense organic amnesia will complete correctly 10 out of 10 times. It is a test of
memory malingering.

Beck Depression Inventory, Version 2 (BDI-II)
The BDI II is a 21-item self-report measure that is designed to assess the severity of a depression in
adolescents and adults. It is the most widely accepted measure in clinical psychology and psychiatry for

assessing the severity of depression.

Tests of Attitudes Towards Violence — Maudsley Violence Questionnaire (MVQ)

'This self-report questionnaire measures a range of cognitions, relating to violent behaviour, that justify
the use of violence in response to threatened self-esteem, plus the legitimising of violent acts in a variety
of circumstances.

The Stroop Neuropsychological Screening Test
This test examines an individual’s ability to inhibit their automatic response to the stimulus of a word. It
is used as part of the assessment of executive function.

The Reitan Trailmaking Test
This test requires subjects visually to scan a page and draw a line between ascending numbers in Part
A, and then alternate between numbers and letters in Part B. This assesses subject’s ability to shift their

attention and problem solving abilities, as well as assessing their visuospatial awareness.
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Rey-Ostreith Complex Figure Test

This is a test of an individual’s ability to reproduce a complex diagram, firstly by copying it, then again
immediately from memory, and again from memory following a delay of 45 minutes. It is thought to be
a measure of memory that is relatively free from cultural bias. It also incorporates aspects of executive

function.

Raven’s Progressive Matrices

This is a test of abstract reasoning. Participants are presented with a pattern that has a part missing. They
are then asked to choose from a range of options that might fit into the blank space. This test has been
well normed with both children and adults and is thought of as a largely ‘culture-free’ test of general
reasoning ability.

Test of Effort

'The test assesses the effort that the individual is making in order to ascertain whether a subject is engaging
in testing appropriately, or is attempting to ‘fake bad’for a purpose of secondary gain — such as to perform
on testing in such a way as to suggest they are more mentally compromised than is actually the case.

Test of Memory Malingering (TOMM)
The TOMM is a 50-item recognition test for adults that includes two learning trials and a retention trial.

Gudjonsson Suggestibility Scale (GSS I)
'The Gudjonsson Suggestibility Scale offers psychometric assessment of the degree to which an individual
may be acquiescent to, and take on and believe, the suggestion of others.

Gudjonsson Compliance Scale Form D

'The Gudjonsson Compliance Scale is administered in tandem with the Gudjonsson Suggestibility Scale.
It is a 20-question self-report instrument yielding information about the extent to which the individual
teels that they must follow the direction and requests of others, rather than being self-determining in
their behaviour.

Test of Depictive Responding — Paulhus Deception Scale (PDS)

'This 40-item questionnaire measures respondents’ tendencies to give socially desirable responses on
self-report. It contains two sub-scales: self-deceptive enhancement (the tendency to give honest but
inflated self-descriptions); and impression management (the tendency to give inflated self-descriptions
to an audience). The PDS is therefore thought to capture the two principal forms of socially desirable
responding with two (relatively independent) sub-scales.

Dissociative Experiences Scale
'The Dissociative Experiences Scale (DES) is a psychological self-assessment questionnaire that measures

dissociative symptoms.

State-Trait Anger Expression Inventory-2 (STAXI-2)

The State-Trait Anger Expression Inventory-2 (STAXI-2) is a 57-item inventory that measures the
intensity of anger as an emotional state (State Anger) and the disposition to experience angry feelings as
a personality trait (Trait Anger).
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Leeds Dependency Questionnaire (LDQ)
'The LDQ_measures substance dependence.

Sensation Seeking Scale

This test assesses individual differences in terms of sensory stimulation preferences. So there are people
who prefer a strong stimulation and display a behaviour that manifests a greater desire for sensations, and
there are those who prefer a low sensory stimulation. The scale is a questionnaire designed to measure

how much stimulation a person requires and the extent to which they enjoy the excitement.
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Appendix 3: Diagnostic classifications:
ICD10 and DSM-5 Ethical codes

'The following table lists the diagnoses the APA Diagnostic and Statistical Manual, 5* edition, (DSM-
5), and the WHO International Classification of Diseases, 10™ edition (ICD10) (a new edition of ICD
is due to be published soon). ICD-10 is presented in the order described in the manual but significant
reorganisation of DSM (from DSM4-TR) makes direct comparison between the two classifications
much more difficult. Hence DSM-5 diagnoses are grouped so as to assist in comparing them with

ICD-10, but are not presented in the order they appear in the manual. It is for this reason that headings
are omitted for DSM-5.

ICD-10 Mental and behavioural .
disorders (FO1-F99) DSM-5 — Mental disorders

Organic, including symptomatic, mental disorders (FO1-F09)

. Vascular dementia (F01) - Major vascular neurocognitive disorder, probable,
. Vascular dementia of acute onset (F01.0) without behavioural disturbance
« Multi-infarct dementia (F01.1) - Major vascular neurocognitive disorder, probable,
« Subcortical vascular dementia (F01.2) with behavioural disturbance
- Mixed cortical and subcortical vascular - Major frontotemporal neurocognitive disorder,
dementia (F01.3) probable, without behavioural disturbance
« Other vascular dementia (F01.8) - Major neurocognitive disorder due to Alzheimer’s
- Vascular dementia, unspecified (F01.9) disease, probable, without behavioural disturbance
- Unspecified dementia (F03) - Major neurocognitive disorder due to another
- Organic amnesic syndrome, not induced by alcohol medical condition, without behavioural disturbance
and other psychoactive substances (F04) - Major neurocognitive disorder due to HIV
« Delirium, not induced by alcohol and other infection, without behavioural disturbance
psychoactive substances (F05) - Major neurocognitive disorder due to Huntington’s
« Delirium not superimposed on dementia, so disease, without behavioural disturbance
described (F05.0) - Major neurocognitive disorder due to multiple
« Delirium superimposed on dementia (F05.1) etiologies, without behavioural disturbance
. Other delirium (F05.8) - Major neurocognitive disorder due to Parkinson’s
« Delirium, unspecified (F05.9) disease, probable, without behavioural disturbance
« Other mental disorders due to brain damage and - Major neurocognitive disorder due to prion disease,
dysfunction and to physical disease (F06) without behavioural disturbance
- Organic hallucinosis (F06.0) - Major neurocognitive disorder due to traumatic
- Organic catatonic disorder (F06.1) brain injury, without behavioural disturbance
- Organic delusional [schizophrenia-like] - Neurocognitive disorder with Lewy bodies,
disorder (F06.2) probable, without behavioural disturbance
- Organic mood [affective] disorders (F06.3) - Frontotemporal neurocognitive disorder, probable,
- Organic anxiety disorder (F06.4) with behavioural disturbance
« Organic dissociative disorder (F06.5) - Neurocognitive disorder due to Alzheimer’s disease,
« Organic emotionally labile [asthenic] disorder probable, with behavioural disturbance
(F06.6) - Major neurocognitive disorder due to another
« Mild cognitive disorder (F06.7) medical condition, with behavioural disturbance
« Other specified mental disorders due to brain ~ « Major neurocognitive disorder due to HIV
damage and dysfunction and to physical infection, with behavioural disturbance
disease (FF06.8) Major neurocognitive disorder due to Huntington’s
- Unspecified mental disorder due to brain disease, with behavioural disturbance
damage and dysfunction and to physical - Major neurocognitive disorder due to multiple
disease (F06.9) etiologies, with behavioural disturbance
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ICD-10 Mental and behavioural .
disorders (FO1-F99) DSM-5 — Mental disorders

Organic, including symptomatic, mental disorders (FO1-F09)

- Personality and behavioural disorders due to brain < Major neurocognitive disorder due to Parkinson’s
disease, damage, and dysfunction (F07) disease, probable, with behavioural disturbance
- Organic personality disorder (F07.0) - Major neurocognitive disorder due to prion disease,
- Postencephalitic syndrome (F07.1) with behavioural disturbance
- Postconcussional syndrome (F07.2) - Major neurocognitive disorder due to traumatic
- Other organic personality and behavioural brain injury, with behavioural disturbance
disorders due to brain disease, damage, and - Major neurocognitive disorder with Lewy bodies,
dysfunction (F07.8) probable, with behavioural disturbance
- Unspecified organic personality and « Delirium due to another medical condition
behavioural disorder due to brain disease, « Delirium due to multiple etiologies
damage, and dysfunction (F07.9) - Psychotic disorder due to another medical
condition, with hallucinations
« Unspecified organic or symptomatic mental - Catatonia associated with another mental disorder
disorder (F09) (catatonia specifier)
- Catatonic disorder due to another medical
condition

- Unspecified catatonia

- Psychotic disorder due to another medical
condition, with delusions

- Depressive disorder due to another medical
condition, with depressive features

- Depressive disorder due to another medical
condition, with major depressive-like episode

- Bipolar and related disorder due to another medical
condition, with manic features

- Bipolar and related disorder due to another medical
condition, with manic- or hypomanic-like episodes

- Bipolar and related disorder due to another medical
condition, with mixed features

- Depressive disorder due to another medical
condition, with mixed features

« Anxiety disorder due to another medical condition

- Obsessive-compulsive and related disorder due to
another medical condition

- Other specified mental disorder due to another
medical condition

« Personality change due to another medical
condition

- Unspecified mental disorder due to another
medical condition

Mental and behavioural disorders due to psychoactive substance use (F10-F19)

« Mental and behavioural disorders due to use of « Alcohol use disorder, mild

alcohol (F10) . Alcohol intoxication delirium, with mild use
. Acute intoxication (FF10.0) disorder
. Harmful use (F10.1) . Alcohol intoxication, with mild use disorder
« Dependence syndrome (£'10.2) « Alcohol-induced bipolar and related disorder, with
- Withdrawal state (F10.3) mild use disorder
- Withdrawal state with delirium (F10.4) « Alcohol-induced depressive disorder, with mild use
- Psychotic disorder (F10.5) disorder
- Amnesic syndrome (£10.6) « Alcohol-induced psychotic disorder, with mild use

disorder
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ICD-10 Mental and behavioural .
disorders (FO1-F99) DSM-5 — Mental disorders

Mental and behavioural disorders due to psychoactive substance use (F10-F19)

« Residual and late-onset psychotic disorder
(F10.7)
« Other mental and behavioural disorders
(F10.8)
- Unspecified mental and behavioural disorder
(F10.9)
« Mental and behavioural disorders due to use of
opioids (F11)
. Acute intoxication (F11.0)
. Harmful use (F11.1)
« Dependence syndrome (F11.2)
- Withdrawal state (F11.3)
. Withdrawal state with delirium (F11.4)
- Psychotic disorder (F11.5)
- Amnesic syndrome (F11.6)
- Residual and late-onset psychotic disorder
(F11.7)
« Other mental and behavioural disorders
(F11.8)
- Unspecified mental and behavioural disorder
(F11.9)
« Mental and behavioural disorders due to use of
cannabinoids (F12)
. Acute intoxication (F12.0)
« Harmful use (F12.1)
- Dependence syndrome (F12.2)
- Withdrawal state (F12.3)
- Withdrawal state with delirium (F12.4)
- Psychotic disorder (F12.5)
- Amnesic syndrome (F12.6)
- Residual and late-onset psychotic disorder
(F12.7)
« Other mental and behavioural disorders
(F12.8)
- Unspecified mental and behavioural disorder
(F12.9)
« Mental and behavioural disorders due to use of
sedatives or hypnotics (F13)
. Acute intoxication (F13.0)
- Harmful use (F13.1)
- Dependence syndrome (F13.2)
- Withdrawal state (FF13.3)
- Withdrawal state with delirium (F13.4)
« Psychotic disorder (F13.5)
« Amnesic syndrome (F13.6)
- Residual and late-onset psychotic disorder
(F13.7)
« Other mental and behavioural disorders
(F13.8)
- Unspecified mental and behavioural disorder
(F13.9)
« Mental and behavioural disorders due to use of
cocaine (F14)
« Acute intoxication (F14.0)
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« Alcohol use disorder, mild

« Alcohol intoxication delirium, with mild use
disorder

« Alcohol intoxication, with mild use disorder

- Alcohol-induced bipolar and related disorder, with
mild use disorder

- Alcohol-induced depressive disorder, with mild use
disorder

« Alcohol-induced psychotic disorder, with mild use
disorder

- Alcohol-induced anxiety disorder, with mild use
disorder

« Alcohol-induced sexual dysfunction, with mild use
disorder

- Alcohol-induced sleep disorder, with mild use
disorder

« Alcohol use disorder, Moderate

« Alcohol use disorder, Severe

« Alcohol intoxication delirium, with moderate or
severe use disorder

« Alcohol intoxication, with moderate or severe use
disorder

« Alcohol withdrawal delirium

« Alcohol withdrawal, with perceptual disturbances

« Alcohol withdrawal, without perceptual
disturbances

« Alcohol-induced bipolar and related disorder, with
moderate or severe use disorder

- Alcohol-induced depressive disorder, with
moderate or severe use disorder

- Alcohol-induced psychotic disorder, with moderate
or severe use disorder

« Alcohol-induced major neurocognitive disorder,
amnestic confabulatory type, with moderate or
severe use disorder

« Alcohol-induced major neurocognitive disorder,
nonamnestic confabulatory type, with moderate or
severe use disorder

« Alcohol-induced anxiety disorder, with moderate or
severe use disorder

- Alcohol-induced sexual dysfunction, with moderate
or severe use disorder

- Alcohol-induced sleep disorder, with moderate or
severe use disorder

« Alcohol-induced mild neurocognitive disorder,
with moderate or severe use disorder

« Alcohol intoxication delirium, without use disorder

. Alcohol intoxication, without use disorder

- Alcohol-induced bipolar and related disorder,
without use disorder

- Alcohol-induced major neurocognitive disorder,
nonamnestic confabulatory type, without use
disorder
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ICD-10 Mental and behavioural .
disorders (FO1-F99) DSM-5 — Mental disorders

Mental and behavioural disorders due to psychoactive substance use (F10-F19)

« Harmful use (F14.1)
- Dependence syndrome (F14.2)
« Withdrawal state (FF14.3)
- Withdrawal state with delirium (F14.4)
- Psychotic disorder (F14.5)
- Amnesic syndrome (F14.6)
- Residual and late-onset psychotic disorder
(F14.7)
« Other mental and behavioural disorders
(F14.8)
- Unspecified mental and behavioural disorder
(F14.9)
« Mental and behavioural disorders due to use of
other stimulants, including caffeine (F15)
. Acute intoxication (F15.0)
. Harmful use (F15.1)
« Dependence syndrome (F15.2)
- Withdrawal state (FF15.3)
. Withdrawal state with delirium (F15.4)
- Psychotic disorder (F15.5)
- Amnesic syndrome (F15.6)
- Residual and late-onset psychotic disorder
(F15.7)
« Other mental and behavioural disorders
(F15.8)
- Unspecified mental and behavioural disorder
(F15.9)
« Mental and behavioural disorders due to use of
hallucinogens (F16)
. Acute intoxication (F16.0)
- Harmful use (F16.1)
« Dependence syndrome (F16.2)
- Withdrawal state (F16.3)
. Withdrawal state with delirium (F16.4)
« Psychotic disorder (F16.5)
- Amnesic syndrome (F'16.6)
« Residual and late-onset psychotic disorder
(F16.7)
« Other mental and behavioural disorders
(F16.8)
- Unspecified mental and behavioural disorder
(F16.9)
« Mental and behavioural disorders due to use of
tobacco (F17)
. Acute intoxication (F17.0)
- Harmful use (F17.1)
« Dependence syndrome (F17.2)
- Withdrawal state (FF17.3)
. Withdrawal state with delirium (F17.4)
- Psychotic disorder (F17.5)
- Amnesic syndrome (F17.6)
- Residual and late-onset psychotic disorder
(F17.7)

- Alcohol-induced anxiety disorder, without use
disorder

« Alcohol-induced sexual dysfunction, without use
disorder

- Alcohol-induced sleep disorder, without use
disorder

- Alcohol-induced mild neurocognitive disorder,
without use disorder

- Unspecified alcohol-related disorder

- Opioid use disorder, mild

- Opioid intoxication delirium, with mild use

disorder

Opioid intoxication, with perceptual disturbances,

with mild use disorder

Opioid intoxication, without perceptual

disturbances, with mild use disorder

- Opioid-induced depressive disorder, with mild use
disorder

- Opioid-induced sexual dysfunction, with mild use
disorder

- Opioid-induced sleep disorder, with mild use
disorder

- Opioid-induced anxiety disorder, with mild use

disorder

Opioid use disorder, moderate

Opioid use disorder, severe

Opioid intoxication delirium, with moderate or

severe use disorder

- Opioid intoxication, with perceptual disturbances,
with moderate or severe use disorder

- Opioid intoxication, without perceptual
disturbances, with moderate or severe use disorder

- Opioid withdrawal

- Opioid withdrawal delirium

- Opioid-induced depressive disorder, with moderate

or severe use disorder

Opioid-induced sexual dysfunction, with moderate

or severe use disorder

Opioid-induced sleep disorder, with moderate or

severe use disorder

- Opioid-induced anxiety disorder, with moderate or
severe use disorder

- Opioid intoxication delirium, without use disorder

- Opioid-induced delirium

- Opioid intoxication, with perceptual disturbances,
without use disorder

- Opioid intoxication, Without perceptual

disturbances, without use disorder

Opioid-induced depressive disorder, without use

disorder

Opioid-induced sexual dysfunction, without use

disorder

- Opioid-induced sleep disorder, without use disorder
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ICD-10 Mental and behavioural .
disorders (FO1-F99) DSM-5 — Mental disorders

Mental and behavioural disorders due to psychoactive substance use (F10-F19)

« Other mental and behavioural disorders
(F17.8)

- Unspecified mental and behavioural disorder
(F17.9)

« Mental and behavioural disorders due to use of

volatile solvents (F18)

« Acute intoxication (F18.0)

- Harmful use (F18.1)

« Dependence syndrome (F18.2)

- Withdrawal state (FF18.3)

. Withdrawal state with delirium (F18.4)

- Psychotic disorder (F'18.5)

- Amnesic syndrome (F'18.6)

- Residual and late-onset psychotic disorder
(F18.7)

« Other mental and behavioural disorders
(F18.8)

- Unspecified mental and behavioural disorder
(F18.9)

- Mental and behavioural disorders due to multiple-
drug use and use of other psychoactive substances
(F19)

. Acute intoxication (F19.0)

- Harmful use (F19.1)

« Dependence syndrome (£'19.2)

- Withdrawal state (FF19.3)

- Withdrawal state with delirium (F19.4)

- Psychotic disorder (F19.5)

- Amnesic syndrome (F19.6)

- Residual and late-onset psychotic disorder
(F19.7)

« Other mental and behavioural disorders
(F19.8)

- Unspecified mental and behavioural disorder
(F19.9)

« Opioid-induced anxiety disorder, without use
disorder

- Unspecified opioid-related disorder

. Cannabis use disorder, mild

. Cannabis intoxication delirium, with mild use
disorder

- Cannabis intoxication, with perceptual
disturbances, with mild use disorder

- Cannabis intoxication, without perceptual
disturbances, with mild use disorder

- Cannabis-induced psychotic disorder, with mild use
disorder

- Cannabis-induced anxiety disorder, with mild use
disorder

- Cannabis-induced sleep disorder, with mild use
disorder

. Cannabis use disorder, moderate

. Cannabis use disorder, severe

. Cannabis intoxication delirium, with moderate or
severe use disorder

- Cannabis intoxication, with perceptual
disturbances, with moderate or severe use disorder

- Cannabis intoxication, without perceptual
disturbances, with moderate or severe use disorder

- Cannabis-induced psychotic disorder, with
moderate or severe use disorder

- Cannabis-induced anxiety disorder, with moderate
or severe use disorder

- Cannabis withdrawal

- Cannabis-induced sleep disorder, with moderate or
severe use disorder

. Cannabis intoxication delirium, without use
disorder

- Cannabis intoxication, with perceptual
disturbances, without use disorder

- Cannabis intoxication, without perceptual
disturbances, without use disorder

- Cannabis-induced psychotic disorder, without use
disorder

- Cannabis-induced anxiety disorder, without use
disorder

- Cannabis-induced sleep disorder, without use
disorder

- Unspecified cannabis-related disorder

NB the same categorisation is then used for other
substances.

Schizophrenia, schizotypal and delusional disorders (F20-F29)

« Schizophrenia (F20)
- Paranoid schizophrenia (F20.0)
- Hebephrenic schizophrenia (F20.1)
- Catatonic schizophrenia (F20.2)
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- Schizophrenia
- Schizotypal personality disorder
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ICD-10 Mental and behavioural .
disorders (FO1-F99) DSM-5 — Mental disorders

Schizophrenia, schizotypal and delusional disorders (F20-F29)

- Undifferentiated schizophrenia (F20.3)
- Postschizophrenic depression (F20.4)
- Residual schizophrenia (£20.5)
- Simple schizophrenia (F20.6)
« Other schizophrenia (F20.8)
- Schizophrenia, unspecified (F20.9)
« Schizotypal disorder (F21)
« Persistent delusional disorders (F22)
« Delusional disorder (F22.0)
- Other persistent delusional disorders (£22.8) « Delusional disorder
- Persistent delusional disorder, unspecified
(F22.9)
« Acute and transient psychotic disorders (F23)
« Acute polymorphic psychotic disorder without
symptoms of schizophrenia (F23.0)
- Acute polymorphic psychotic disorder with « Brief psychotic disorder
symptoms of schizophrenia (F23.1)
- Acute schizophrenia-like psychotic disorder
(F23.2)
- Other acute predominantly delusional
psychotic disorders (F23.3)
- Other acute and transient psychotic disorders

(F23.8)
- Acute and transient psychotic disorder,
unspecified (£23.9)
« Induced delusional disorder (F24)
- Schizoaffective disorders (FF25) - Schizoaffective disorder, bipolar type
- Schizoaffective disorder, manic type (F25.0) - Schizoaffective disorder, depressive type
- Schizoaffective disorder, depressive type - Other specified schizophrenia spectrum and other
(F25.1) psychotic disorder
« Schizoaffective disorder, mixed type (F25.2) - Unspecified schizophrenia spectrum and other
- Other schizoaffective disorders (F25.8) psychotic disorder

« Schizoaffective disorder, unspecified (F25.9)
- Other nonorganic psychotic disorders (F28)
- Unspecified nonorganic psychosis (F29)

Mood [affective] disorders (F30-F39)

« Manic episode (F30) - Bipolar I disorder, current or most recent episode
- Hypomania (F30.0) hypomanic
- Mania without psychotic symptoms (£30.1) - Bipolar I disorder, current or most recent episode
- Mania with psychotic symptoms (F30.2) manic, mild
- Other manic episodes (F30.8) - Bipolar I disorder, current or most recent episode
- Manic episode, unspecified (F30.9) manic, moderate
- Bipolar affective disorder (F31) - Bipolar I disorder, current or most recent episode
- Bipolar aftective disorder, current episode manic, severe
« hypomanic (F31.0) - Bipolar I disorder, current or most recent episode
- manic without psychotic symptoms (F31.1) manic, with psychotic features
- manic with psychotic symptoms (F31.2) - Bipolar I disorder, current or most recent episode
- mild or moderate depression (F31.3) depressed, mild
- severe depression without psychotic symptoms - Bipolar I disorder, current or most recent episode
(F31.4) depressed, moderate
- severe depression with psychotic symptoms - Bipolar I disorder, current or most recent episode
(F31.5) mixed (FF31.6) depressed, severe
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ICD-10 Mental and behavioural .
disorders (FO1-F99) DSM-5 — Mental disorders

Mood [affective] disorders (F30-F39)

- Bipolar affective disorder, currently in
remission (F31.7)
- Other bipolar affective disorders (F31.8)
- Bipolar affective disorder, unspecified (F31.9)
« Depressive episode (F32)
- Mild depressive episode (F32.0)
« Moderate depressive episode (F32.1)
- Severe depressive episode without psychotic
symptoms (F32.2)
- Severe depressive episode with psychotic
symptoms (F32.3)
« Other depressive episodes (F32.8)
- Depressive episode, unspecified (F32.9)
- Recurrent depressive disorder (F33)
- Recurrent depressive disorder, current episode
mild (F33.0)
- Recurrent depressive disorder, current episode
moderate (F33.1)
- Recurrent depressive disorder, current episode
severe without psychotic symptoms (F33.2)
- Recurrent depressive disorder, current episode
severe with psychotic symptoms (F33.3)
- Recurrent depressive disorder, currently in
remission (F33.4)
- Other recurrent depressive disorders (F33.8)
- Recurrent depressive disorder, unspecified
(F33.9)
« Persistent mood [affective] disorders (F34)
- Cyclothymia (F34.0)
- Dysthymia (F34.1)
« Other persistent mood [affective] disorders
(F34.8)
« Persistent mood [affective] disorder,
unspecified (F34.9)
. Other mood [affective] disorders (F38)
- Other single mood [affective] disorders (F38.0)
« Other recurrent mood [affective] disorders
(F38.1)
- Other specified mood [affective] disorders
(F38.9)
- Unspecified mood [affective] disorder (F39)
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- Bipolar I disorder, current or most recent episode
depressed, with psychotic features

- Bipolar I disorder, current or most recent episode
hypomanic, in partial remission

- Bipolar I disorder, current or most recent episode
manic, in partial remission

- Bipolar I disorder, current or most recent episode
hypomanic, in full remission

- Bipolar I disorder, current or most recent episode
manic, in full remission

- Bipolar I disorder, current or most recent episode
depressed, in partial remission

- Bipolar I disorder, current or most recent episode
depressed, in full remission

- Bipolar II disorder

- Other specified bipolar and related disorder

- Bipolar I disorder, current or most recent episode
depressed, unspecified

- Bipolar I disorder, current or most recent episode
hypomanic, unspecified

- Bipolar I disorder, current or most recent episode
manic, unspecified

- Bipolar I disorder, current or most recent episode
unspecified

« Unspecified bipolar and related disorder

- Major depressive disorder, single episode, mild

- Major depressive disorder, single episode, moderate

- Major depressive disorder, single episode, severe

- Major depressive disorder, single episode, with
psychotic features

- Major depressive disorder, single episode, in partial
remission

- Major depressive disorder, single episode, in full
remission

- Other specified depressive disorder

- Major depressive disorder, single episode,
unspecified

- Unspecified depressive disorder

- Major depressive disorder, recurrent episode, mild

- Major depressive disorder, recurrent episode,
moderate

- Major depressive disorder, recurrent episode, severe

- Major depressive disorder, recurrent episode, with
psychotic features

- Major depressive disorder, recurrent episode, in
partial remission

- Major depressive disorder, recurrent episode, in full
remission

- Major depressive disorder, recurrent episode,
unspecified

« Cyclothymic disorder

- Persistent depressive disorder (dysthymia)

- Disruptive mood dysregulation disorder



Appendices

ICD-10 Mental and behavioural .
disorders (FO1-F99) DSM-5 — Mental disorders

Neurotic, stress-related and somatoform disorders (F40-F48)

- Phobic anxiety disorders (F40) - Agoraphobia
- Agoraphobia (F40.0) - Social anxiety disorder (social phobia)
- Social phobias (F40.1) - Specific phobia, animal
- Specific (isolated) phobias (F40.2) - Specific phobia, natural environment
- Other phobic anxiety disorders (F40.8) - Specific phobia, fear of blood
- Phobic anxiety disorder, unspecified (F40.9) - Specific phobia, fear of injections and transfusions
- Other anxiety disorders (F41) - Specific phobia, fear of other medical care
- Panic disorder [episodic paroxysmal anxiety] - Specific phobia, fear of injury
(F41.0) « Specific phobia, situational
- Generalised anxiety disorder (F41.1) - Specific phobia, other
- Mixed anxiety and depressive disorder (F41.2) < Panic disorder
- Other mixed anxiety disorders (F41.3) - Generalized anxiety disorder
« Other specified anxiety disorders (F41.8) - Other specified anxiety disorder
- Anxiety disorder, unspecified (F41.9) - Unspecified anxiety disorder
- Obsessive-compulsive disorder (F42) - Hoarding disorder
- Predominantly obsessional thoughts or - Obsessive-compulsive disorder
ruminations (F42.0) « Other specified obsessive-compulsive and related
- Predominantly compulsive acts [obsessional disorder
rituals] (F42.1) - Unspecified obsessive-compulsive and related

- Mixed obsessional thoughts and acts (F42.2) disorder
« Other obsessive-compulsive disorders (F42.8) « Acute stress disorder

- Obsessive-compulsive disorder, unspecified - Posttraumatic stress disorder
(F42.9) « Adjustment disorder, unspecified
- Reaction to severe stress, and adjustment disorders - Adjustment disorder, with depressed mood
(F43) *. Adjustment disorder, with anxiety
. Acute stress reaction (F43.0) - Adjustment disorder, with disturbance of conduct
« Posttraumatic stress disorder (F43.1) - Adjustment disorder, with mixed anxiety and
- Adjustment disorders (F43.2) depressed mood
. Other reactions to severe stress (F43.8) - Adjustment disorder, with mixed disturbance of
- Reaction to severe stress, unspecified (F43.9) emotions and conduct
« Dissociative [conversion] disorders (F44) - Other specified trauma- and stressor-related
« Dissociative amnesia (F44.0) disorder
- Dissociative fugue (F44.1) - Unspecified trauma- and stressor-related disorder
- Dissociative stupor (F44.2) « Dissociative amnesia
« Trance and possession disorders (F44.3) - Dissociative amnesia, with dissociative fugue
. Dissociative motor disorders (F44.4) - Conversion disorder (functional neurological
- Dissociative convulsions (F44.5) symptom disorder), with abnormal movement
- Dissociative anesthesia and sensory loss - Conversion disorder (functional neurological
(F44.6) symptom disorder), with speech symptoms
« Mixed dissociative [conversion] disorders - Conversion disorder (functional neurological
(F44.7) symptom disorder), with swallowing symptoms
. Other dissociative [conversion] disorders - Conversion disorder (functional neurological
(F44.8) symptom disorder), with weakness/paralysis
- Dissociative [conversion] disorder, unspecified - Conversion disorder (functional neurological
(F44.9) symptom disorder), with attacks or seizures
. Somatoform disorders (FF45) - Conversion disorder (functional neurological
« Somatization disorder (EF45.0) symptom disorder), with anesthesia or sensory loss
- Undifferentiated somatoform disorder (F45.1) . Conversion disorder (functional neurological
- Hypochondriacal disorder (F45.2) symptom disorder), with special sensory symptoms
- Somatoform autonomic dysfunction (F45.3) - Conversion disorder (functional neurological
- Persistent somatoform pain disorder (F45.4) symptom disorder), with mixed symptoms
« Other somatoform disorders (F45.8) - Dissociative identity disorder
- Somatoform disorder, unspecified (F45.9) - Other specified dissociative disorder

- Unspecified dissociative disorder
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ICD-10 Mental and behavioural
disorders (FO1-F99)

DSM-5 — Mental disorders

Neurotic, stress-related and somatoform disorders (F40-F48)

« Other neurotic disorders (F48)
« Neurasthenia (FF48.0)
- Depersonalisation-derealisation syndrome
(F48.1)
- Other specified neurotic disorders (F48.8)
- Neurotic disorder, unspecified (F48.9)

« Somatic symptom disorder
- Illness anxiety disorder

Behavioural syndromes associated with physiological disturbances and

physical factors (F50-F59)

- Eating disorders (F50)

. Anorexia nervosa (F50.0)

« Atypical anorexia nervosa (F50.1)

« Bulimia nervosa (IF50.2)

- Atypical bulimia nervosa (F50.3)

- Overeating associated with other psychological
disturbances (FF50.4)

- Vomiting associated with other psychological
disturbances (F50.5)

- Other eating disorders (F50.8)

- Eating disorder, unspecified (F50.9)

- Nonorganic sleep disorders (F51)

- Nonorganic insomnia (F51.0)

« Nonorganic hypersomnia (F51.1)

- Nonorganic disorder of the sleep-wake
schedule (F51.2)

- Sleepwalking [somnambulism] (F51.3)

- Sleep terrors [night terrors] (F51.4)

- Nightmares (F51.5)

- Other nonorganic sleep disorders (F51.8)

- Nonorganic sleep disorder, unspecified (F51.9)

- Sexual dysfunction, not caused by organic disorder
or disease (FF52)

. Lack or loss of sexual desire (F52.0)

- Sexual aversion and lack of sexual enjoyment
(F52.1)

- Failure of genital response (F52.2)

« Orgasmic dysfunction (F52.3)

- Premature ejaculation (F52.4)

- Nonorganic vaginismus (F52.5)

- Nonorganic dyspareunia (F52.6)

« Excessive sexual drive (F52.7)

- Other sexual dysfunction, not caused by
organic disorder or disease (F52.8)

- Unspecified sexual dysfunction, not caused by
organic disorder or disease (F52.9)

« Mental and behavioural disorders associated with
the puerperium, not elsewhere classified (F53)

- Mild mental and behavioural disorders
associated with the puerperium, not elsewhere
classified (FF53.0)

. Severe mental and behavioural disorders
associated with the puerperium, not elsewhere

classified (F53.1)
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- Body dysmorphic disorder

- Other specified somatic symptom and related
disorder

« Unspecified somatic symptom and related disorder

« Depersonalisation/derealisation disorder

- Anorexia nervosa, restricting type

- Anorexia nervosa, binge-eating/purging type

- Bulimia nervosa

- Avoidant/restrictive food intake disorder

- Binge-eating disorder

- Other specified feeding or eating disorder

« Pica, in adults

- Unspecified feeding or eating disorder

- Non-rapid eye movement sleep arousal disorders,
sleepwalking type

- Non-rapid eye movement sleep arousal disorders,
sleep terror type

- Nightmare disorder

- Male hypoactive sexual desire disorder

- Erectile disorder

- Female sexual interest/arousal disorder

- Female orgasmic disorder

- Delayed ejaculation

« Premature (early) ejaculation

- Genito-pelvic pain/penetration disorder

- Other specified sexual dysfunction

- Unspecified sexual dysfunction

- Psychological factors affecting other medical

conditions
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ICD-10 Mental and behavioural
disorders (FO1-F99)

DSM-5 — Mental disorders

Behavioural syndromes associated with physiological disturbances and

physical factors (F50-F59)

« Other mental and behavioural disorders
associated with the puerperium, not elsewhere
classified (FF53.8)

- Puerperal mental disorder, unspecified (F53.9)

- Psychological and behavioural factors associated

with disorders or diseases classified elsewhere (F54)

- Abuse of non-dependence-producing substances
(F55)

- Unspecified behavioural syndromes associated with
physiological disturbances and physical factors
(F59)
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Disorders of adult personality and behaviour

- Specific personality disorders (F60)
- Paranoid personality disorder (F60.0)
- Schizoid personality disorder (F60.1)
- Dissocial personality disorder (F60.2)
- Emotionally unstable personality disorder
(F60.3)
- Histrionic personality disorder (F60.4)
- Anankastic personality disorder (F60.5)
- Anxious [avoidant] personality disorder
(F60.6)
« Dependent personality disorder (F60.7)
- Other specific personality disorders (F60.8)
- Personality disorder, unspecified (F60.9)
« Mixed and other personality disorders (F61)
- Enduring personality changes, not attributable
to brain damage and disease (F62)
- Enduring personality change after catastrophic
experience (F62.0)
- Enduring personality change after psychiatric
illness (F62.1)
« Other enduring personality changes (F62.8)
- Enduring personality change, unspecified
(F62.9)
- Habit and impulse disorders (F63)
- Pathological gambling (F63.0)
- Pathological fire-setting [pyromania] (F63.1)
- Pathological stealing [kleptomania] (F63.2)
. Trichotillomania (F63.3)
- Other habit and impulse disorders (F63.8)
- Habit and impulse disorder, unspecified
(F63.9)
- Gender identity disorders (F64)
. Transsexualism (FF64.0)
« Dual-role transvestism (F64.1)
- Gender identity disorder of childhood (F64.2)
- Other gender identity disorders (F64.8)
- Gender identity disorder, unspecified (F64.9)
- Disorders of sexual preference (F65)
« Fetishism (FF65.0)

(F60-F69)

- Paranoid personality disorder

- Schizoid personality disorder

- Antisocial personality disorder

- Borderline personality disorder

- Histrionic personality disorder

- Obsessive-compulsive personality disorder
- Avoidant personality disorder

- Dependent personality disorder

- Narcissistic personality disorder

- Other specified personality disorder
- Unspecified personality disorder

- Gambling disorder

- Pyromania

- Kleptomania

« Trichotillomania (hair-pulling disorder)

- Intermittent explosive disorder

- Gender dysphoria in adolescents and adults
« Gender dysphoria in children

« Other specified gender dysphoria

- Unspecified gender dysphoria

. Fetishistic disorder




Handbook of Forensic Psychiatric Practice in Capital Cases

ICD-10 Mental and behavioural .
disorders (FO1-F99) DSM-5 — Mental disorders

Disorders of adult personality and behaviour (F60-F69)

« Fetishistic transvestism (F65.1) « Transvestic disorder

. Exhibitionism (FF65.2) . Exhibitionistic disorder

- Voyeurism (F65.3) - Voyeuristic disorder

- Paedophilia (F65.4) - Paedophilic disorder

. Sadomasochism (F65.5) « Sexual masochism disorder

- Multiple disorders of sexual preference (F65.6) - Sexual sadism disorder
- Other disorders of sexual preference (F65.8) « Frotteuristic disorder
- Disorder of sexual preference, unspecified - Other specified paraphilic disorder
(F65.9) - Unspecified paraphilic disorder
- Psychological and behavioural disorders associated - Factitious disorder
with sexual development and orientation (F66)
. Sexual maturation disorder (F66.0)
« Egodystonic sexual orientation (F66.1)
- Sexual relationship disorder (F66.2)
- Other psychosexual development disorders
(F66.8)
- Psychosexual development disorder, unspecified
(F66.9)
- Other disorders of adult personality and behaviour
(F68)
- Elaboration of physical symptoms for
psychological reasons (F68.0)
- Intentional production or feigning of
symptoms or disabilities, either physical or
psychological [factitious disorder] (F68.1)
- Other specified disorders of adult personality
and behaviour (F68.8)
- Unspecified disorder of adult personality and
behaviour (F69)

Mental retardation (F70-F79)

« Mild mental retardation (EF70) - Intellectual disability (intellectual developmental
« Moderate mental retardation (F71) disorder), mild
. Severe mental retardation (F72) - Intellectual disability (intellectual developmental
« Profound mental retardation (F73) disorder), moderate
« Other mental retardation (F78) - Intellectual disability (intellectual developmental
- Unspecified mental retardation (E79) disorder), severe

- Intellectual disability (intellectual developmental

disorder), profound

- Unspecified intellectual disability (intellectual
developmental disorder)

Disorders of psychological development (F80-F89)

- Specific developmental disorders of speech and « Speech sound disorder
language (F80) - Childhood-onset fluency disorder (stuttering)
- Specific speech articulation disorder (F'80.0) - Social (pragmatic) communication disorder
- Expressive language disorder (F80.1) - Language disorder
- Receptive language disorder (F'80.2) - Unspecified communication disorder

« Acquired aphasia with epilepsy [Landau-
Kleffner] (F80.3)

- Other developmental disorders of speech and
language (F'80.8)
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ICD-10 Mental and behavioural
disorders (FO1-F99)

DSM-5 — Mental disorders

Disorders of psychological development (F80-F89)

« Developmental disorder of speech and
language, unspecified (F80.9)

- Specific developmental disorders of scholastic skills

(F81)

- Specific reading disorder (F81.0)

- Specific spelling disorder (F81.1)

- Specific disorder of arithmetical skills (F81.2)

« Mixed disorder of scholastic skills (IF81.3)

- Other developmental disorders of scholastic
skills (FF81.8)

- Developmental disorder of scholastic skills,
unspecified (F81.9)

« Specific developmental disorder of motor function
(F82)

« Mixed specific developmental disorders (F83)

« Pervasive developmental disorders (F84)

« Childhood autism (FF84.0)

- Atypical autism (F84.1)

- Rett’s syndrome (F'84.2)

- Other childhood disintegrative disorder
(F84.3)

- Overactive disorder associated with mental
retardation and stereotyped movements
(F84.4)

- Asperger’s syndrome (F84.5)

- Other pervasive developmental disorders
(F84.8)

- Pervasive developmental disorder, unspecified
(F84.9)

- Other disorders of psychological development
(E'88)

- Unspecified disorder of psychological development
(E'89)

- Specific learning disorder, with impairment in
reading

- Specific learning disorder, with impairment in
mathematics

- Specific learning disorder, with impairment in
written expression

- Developmental coordination disorder

- Autism spectrum disorder

- Global developmental delay

- Other specified neurodevelopmental disorder
- Unspecified neurodevelopmental disorder

Behavioural and emotional disorders with onset usually occurring in childhood and

adolescence (FO90-F98)

- Hyperkinetic disorders (F90)
- Disturbance of activity and attention (F90.0)
- Hyperkinetic conduct disorder (F90.1)
- Other hyperkinetic disorders (}90.8)
- Hyperkinetic disorder, unspecified (F90.9)
. Conduct disorders (F91)
- Conduct disorder confined to the family
context (1F91.0)
« Unsocialised conduct disorder (F91.1)
« Socialised conduct disorder (F91.2)
- Oppositional defiant disorder (F91.3)
. Other conduct disorders (F91.8)
- Conduct disorder, unspecified (F91.9)
« Mixed disorders of conduct and emotions (IF92)
« Depressive conduct disorder (F92.0)
« Other mixed disorders of conduct and
emotions (F92.8)

- Attention-deficit/hyperactivity disorder,
predominantly inattentive presentation

- Attention-deficit/hyperactivity disorder,
predominantly hyperactive/impulsive presentation

- Attention-deficit/hyperactivity disorder, combined
presentation

- Other specified attention-deficit/hyperactivity
disorder

- Unspecified attention-deficit/hyperactivity disorder

- Conduct disorder, childhood-onset type

- Conduct disorder, adolescent-onset type

- Oppositional defiant disorder

- Other specified disruptive, impulse-control, and
conduct disorder

- Conduct disorder, unspecified onset

- Unspecified disruptive, impulse-control, and
conduct disorder
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ICD-10 Mental and behavioural .
disorders (FO1-F99) DSM-5 — Mental disorders

Behavioural and emotional disorders with onset usually occurring in childhood and
adolescence (F90-F98)

- Mixed disorder of conduct and emotions, - Separation anxiety disorder
unspecified (F92.9) . Selective mutism
- Emotional disorders with onset specific to - Reactive attachment disorder
childhood (F93) - Disinhibited social engagement disorder
- Separation anxiety disorder of childhood - Provisional tic disorder
(F93.0)

- Phobic anxiety disorder of childhood (F93.1)
- Social anxiety disorder of childhood (F93.2)
- Sibling rivalry disorder (F'93.3)
. Other childhood emotional disorders (F93.8)
- Childhood emotional disorder, unspecified
(F93.9)
- Disorders of social functioning with onset specific
to childhood and adolescence (F94)
« Elective mutism (F94.0)
« Reactive attachment disorder of childhood
(F94.1)
« Disinhibited attachment disorder of childhood
(F94.2)
« Other childhood disorders of social
functioning (F94.8)
- Childhood disorder of social functioning,
unspecified (F94.9)
« Tic disorders (F95) « Persistent (chronic) motor or vocal tic disorder
« Transient tic disorder (F95.0) . Tourette’s disorder
. Chronic motor or vocal tic disorder (F95.1) - Other specified tic disorder
- Combined vocal and multiple motor tic - Unspecified tic disorder
disorder [de la Tourette] (F95.2)
« Other tic disorders (IF95.8)
- Tic disorder, unspecified (F95.9)
« Other behavioural and emotional disorders
with onset usually occurring in childhood and

adolescence (FF98)
- Nonorganic enuresis (F98.0) . Enuresis
- Nonorganic encopresis (F98.1) « Encopresis
- Feeding disorder of infancy and childhood « Rumination disorder
(F98.2) « Pica, in children
- Pica of infancy and childhood (F98.3) - Stereotypic movement disorder
- Stereotyped movement disorders (F98.4) - Adult-onset fluency disorder
- Stuttering [stammering] (F98.5) - Other specified mental disorder
- Cluttering (F98.6) - Unspecified mental disorder

- Other specified behavioural and emotional
disorders with onset usually occurring in
childhood and adolescence (1F98.8)

- Unspecified behavioural and emotional
disorders with onset usually occurring in
childhood and adolescence (FF98.9)

- Unspecified mental disorder (F99)
« Mental disorder, not otherwise specified (F99)
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Appendix 4: Legal cases

R v Ahluwalia [1993] 96 CrAppR 133
Bratty v Attorney-General for Northern Ireland [1963] AC 386

R v Byrne [1960] 2 QB 396

R v Bowen [1996] 2 CrAppR 157

R v Jason Cann [2005] EWCA Crim 2264
R v Cannes [1971] 1 WLR 1600.

R v Clinton [2012] EWCA Crim 2

R v Dietschmann [2003] 1 AC 1209

R v Dix [1982] CrimLR 302

R v Duffy [1949] 1 All ER 932

Ford v Wainwright, [1986] 477 US 399
HM Attorney-General for Jersey v Holley [2005] 3 WLR 29
R v Jogee [2016] UKSC 8

R v M (John) [2003] EWCA Crim 3452

R v Martin (Anthony) [2002] 1 CrAppR 27
DPP v Majewski [1976] UKHL 2

R v M'Naghten [1843] 10 CI & F 200

R v Quick [1973] 3 WLR 26

R v Pritchard [1836] 7 CP 303

R v Podola [1960] 1 QB 325

R v Robertson [1968] 3 AlIER 557

R v Stewart [2009] 1 WLR 2507

R v Sullivan [1984] AC 156

RvT[1990] CrimLR 256

R v Tandy [1989] 1 WLR 350
Trimmingham v the State (St Vincent and The Grenadines) [2009] UKPC 25
R v Windle [1952] 2 QB 826

R v Wood [2008] EWCACrim 1305
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Appendix 5: Ethical codes

'The following pages reproduce extracts from ethical codes and professional guidelines that are

particularly relevant to forensic psychiatrists.

General Medical Council
Good Medical Practice (2006)

® Writing reports and CV’s, giving evidence and signing documents.

* You must be honest and trustworthy when writing reports, and when completing or signing
forms, reports and other documents.

* You must always be honest about your experience, qualifications and position, particularly
when applying for posts.

* You must do your best to make sure that any documents you write or sign are not false or
misleading. This means that you must take reasonable steps to verify the information in the
documents, and that you must not deliberately leave out relevant information.

® If you have agreed to prepare a report, complete or sign a document or provide evidence, you
must do so without unreasonable delay.

® If you are asked to give evidence or act as a witness in litigation or formal inquiries, you must
be honest in all your spoken and written statements. You must make clear the limits of your
knowledge or competence.

* You must cooperate fully with any formal inquiry into the treatment of a patient and with
any complaints procedure that applies to your work. You must disclose to anyone entitled
to ask for it any information relevant to an investigation into your own or a colleague’s
conduct, performance or health. In doing so, you must follow the guidance in Confidentiality:
Protecting and providing information.

* You must assist the coroner or procurator fiscal in an inquest or inquiry into a patient’s death by
responding to their enquiries and by offering all relevant information. You are entitled to remain

silent only when your evidence may lead to criminal proceedings being taken against you.

Royal College of Psychiatrists
Good Psychiatric Practice (Third Edition, 2009)

Patients, their carers, their families and the public need good psychiatrists. Good psychiatrists make the
care of their patients their first concern: they are competent; keep their knowledge up to date; are able
and willing to use new research evidence to inform practice; establish and maintain good relationships
with patients, carers, families and colleagues; are honest and trustworthy, and act with integrity. Good
psychiatrists have good communication skills, respect for others and are sensitive to the views of their

patients, carers and families.
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A good psychiatrist must be able to consider the ethical implications of treatment and clinical
management regimes. The principles of fairness, respect, equality, dignity and autonomy are considered
fundamental to good ethical psychiatric practice. A good psychiatrist will take these issues into account
when making decisions, and will need to pay particular attention to issues concerning boundaries and the
vulnerability of individual patients. A good psychiatrist will not enter into a relationship with a patient or
with someone who has been a patient...

Good Psychiatric Practice: Confidentiality and Information-Sharing

* Express consent should be sought where sharing of information outside the healthcare team
is anticipated.

* Competent refusals made before death should be respected after death unless there are
overriding circumstances.

® Information should not be shared within inter-agency teams without consent.

* At CPA meetings, the psychiatrist’s duty of confidentiality must be acknowledged and
respected if information is to be shared.

* If non-team members are to be involved in your patient’s care (including attending team
meetings), you should discuss it with the patient.

® If you attend a meeting arranged by an outside agency, consider and record your decisions
about disclosure to them. Remember, the agency to which you disclose information may
apply standards of confidentiality different from your own.

® In situations with dual obligations you must be clear in explaining your role to your patient,
and in seeking consent.

® For court proceedings, you do not have to disclose in the absence of a court order unless you
have consent or there are grounds to override refusal.

® It is sometimes justifiable for a psychiatrist to pass on patient information without consent or
statutory authority. Such situations include:

* where death or serious harm may occur to a third party, whether or not a criminal
offence (e.g. disclosure of threat of serious harm to a named person, on the expectation
that this would prevent the harm)

* when a disclosure may assist in the prevention, detection or prosecution of a serious
crime, especially crimes against the person; or conversely in situations where it is
necessary to the defence of a case to ensure that there is no miscarriage of justice

* where the patient is a health professional and the psychiatrist has concerns over that
person’s fitness to practise

* where a psychiatrist has concerns over a patient’s fitness to drive

* where a psychiatrist has concerns over a patient’s fitness to hold a firearms licence.

® When deciding to disclose you must take a wide range of factors into account. You must
communicate with your patient; it is advisable to discuss the proposed disclosure with
appropriate colleagues or organisations.

* You have a duty to cooperate with MAPPA. You do not have an obligation to disclose. Public

interest will be an important factor for your consideration.

You should normally seek written consent before drafting a report. However, where there is a statutory
obligation or there are overriding considerations, consent is not required. Remember to make your role
clear to the patient when seeking consent, and disclose only the necessary information.
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American Academy of Psychiatry and the Law
Ethical Guidelines for the Practice of Forensic Psychiatry

...Forensic psychiatrists practice at the interface of law and psychiatry, each of which has developed its
own institutions, policies, procedures, values, and vocabulary. As a consequence, the practice of forensic
psychiatry entails inherent potentials for complications, conflicts, misunderstandings and abuses.

Psychiatrists in a forensic role are called upon to practice in a manner that balances competing duties to
the individual and to society. In doing so, they should be bound by underlying ethical principles of respect
for persons, honesty, justice, and social responsibility. However, when a treatment relationship exists, such

as in correctional settings, the usual physician-patient duties apply.
Confidentiality

...Psychiatrists should maintain confidentiality to the extent possible, given the legal context.
Special attention should be paid to the evaluee’s understanding of medical confidentiality. A forensic
evaluation requires notice to the evaluee and to collateral sources of reasonably anticipated limitations
on confidentiality. Information or reports derived from a forensic evaluation are subject to the rules of
confidentiality that apply to the particular evaluation,and any disclosure should be restricted accordingly. ..
Psychiatrists should indicate for whom they are conducting the examination and what they will do with
the information obtained. At the beginning of a forensic evaluation, care should be taken to explicitly
inform the evaluee that the psychiatrist is not the evaluee’s ‘doctor’. Psychiatrists have a continuing
obligation to be sensitive to the fact that although a warning has been given, the evaluee may develop the
belief that there is a treatment relationship...

Consent

At the outset of a face-to-face evaluation, notice should be given to the evaluee of the nature and purpose
of the evaluation and the limits of its confidentiality. The informed consent of the person undergoing the
forensic evaluation should be obtained when necessary and feasible. If the evaluee is not competent to
give consent, the evaluator should follow the appropriate laws of the jurisdiction...

Itis important to appreciate that in particular situations, such as court-ordered evaluations for competency
to stand trial or involuntary commitment, neither assent nor informed consent is required. In such cases,
psychiatrists should inform the evaluee that, if the evaluee refuses to participate in the evaluation, this fact
might be included in any report or testimony. If the evaluee does not appear capable of understanding
the information provided regarding the evaluation, this impression should also be included in any report

and, when feasible, in testimony.

Absent a court order, psychiatrists should not perform forensic evaluations for the prosecution or the
government on persons who have not consulted with legal counsel when such persons are: known to be

charged [or] under investigation...

Consent to treatment in a jail or prison or in other criminal justice settings is different from consent
for a forensic evaluation. Psychiatrists providing treatment in such settings should be familiar with the

jurisdiction’s regulations governing patients’ rights regarding treatment.
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Honesty and Striving for Objectivity

When psychiatrists function as experts within the legal process, they should adhere to the principle of
honesty and should strive for objectivity [despite being] retained by one party to a civil or criminal matter. ..

Psychiatrists practicing in a forensic role enhance the honesty and objectivity of their work by basing
their forensic opinions, forensic reports and forensic testimony on all available data. They communicate
the honesty of their work, efforts to attain objectivity, and the soundness of their clinical opinion, by
distinguishing, to the extent possible, between verified and unverified information as well as among clinical

‘facts’, ‘inferences’, and ‘impressions’.

Psychiatrists should not distort their opinion in the service of the retaining party. Honesty, objectivity
and the adequacy of the clinical evaluation may be called into question when an expert opinion is oftered

without a personal examination...

In custody cases, honesty and objectivity require that all parties be interviewed, if possible, before an opinion
is rendered. When this is not possible, or is not done for any reason, this should be clearly indicated in the
forensic psychiatrist’s report and testimony. If one parent has not been interviewed, even after deliberate
effort, it may be inappropriate to comment on that parent’s fitness as a parent. Any comments on the fitness
of a parent who has not been interviewed should be qualified and the data for the opinion clearly indicated.

Contingency fees undermine honesty and efforts to attain objectivity and should not be accepted. Retainer
fees, however, do not create the same problems in regard to honesty and efforts to attain objectivity and,
therefore, may be accepted.

Psychiatrists who take on a forensic role for patients they are treating may adversely aftect the therapeutic
relationship with them. Forensic evaluations usually require interviewing corroborative sources, exposing
information to public scrutiny, or subjecting evaluees and the treatment itself to potentially damaging
cross-examination. The forensic evaluation and the credibility of the practitioner may also be undermined
by conflicts inherent in the differing clinical and forensic roles. Treating psychiatrists should therefore
generally avoid acting as an expert witness for their patients or performing evaluations of their patients for

legal purposes.

Treating psychiatrists appearing as ‘fact’ witnesses should be sensitive to the unnecessary disclosure of
private information or the possible misinterpretation of testimony as ‘expert’ opinion. In situations when
the dual role is required or unavoidable (such as Workers’ Compensation, disability evaluations, civil
commitment, or guardianship hearings), sensitivity to differences between clinical and legal obligations
remains important...

Qualifications

Expertise in the practice of forensic psychiatry should be claimed only in areas of actual knowledge, skills,

training, and experience.

When providing expert opinion, reports, and testimony, psychiatrists should present their qualifications

accurately and precisely...
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Psychiatry is a medical discipline concerned with the prevention of mental disorders in the population,
the provision of the best possible treatment for mental disorders, the rehabilitation of individuals suffering
from mental illness and the promotion of mental health. Psychiatrists serve patients by providing the best
therapy available consistent with accepted scientific knowledge and ethical principles. Psychiatrists should
devise therapeutic interventions that are least restrictive to the freedom of the patient and seek advice in
areas of their work about which they do not have primary expertise. While doing so, psychiatrists should
be aware of and concerned with the equitable allocation of health resources.

It is the duty of psychiatrists to keep abreast of scientific developments of the specialty and to convey
updated knowledge to others. Psychiatrists trained in research should seek to advance the scientific
frontiers of psychiatry.

'The patient should be accepted as a partner by right in the therapeutic process. The psychiatrist-patient
relationship must be based on mutual trust and respect to allow the patient to make free and informed
decisions. It is the duty of psychiatrists to provide the patient with all relevant information so as to
empower the patient to come to a rational decision according to personal values and preferences.

When the patient is gravely disabled, incapacitated and/or incompetent to exercise proper judgment
because of a mental disorder, the psychiatrists should consult with the family and, if appropriate, seek
legal counsel, to safeguard the human dignity and the legal rights of the patient. No treatment should be
provided against the patient’s will, unless withholding treatment would endanger the life of the patient
and/or the life of others. Treatment must always be in the best interest of the patient.

When psychiatrists are requested to assess a person, it is their duty first to inform and advise the person
being assessed about the purpose of the intervention, the use of the findings, and the possible repercussions
of the assessment. This is particularly important when psychiatrists are involved in third party situations.

Information obtained in the therapeutic relationship is private to the patient and should be kept in
confidence and used, only and exclusively, for the purpose of improving the mental health of the patient.
Psychiatrists are prohibited from making use of such information for personal reasons, or personal benefit.
Breach of confidentiality may only be appropriate when required by law (as in obligatory reporting of
child abuse) or when serious physical or mental harm to the patient or to a third person would ensue if
confidentiality were maintained; whenever possible, psychiatrists should first advise the patient about the
action to be taken...
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Biographies

Professor Nigel Eastman is emeritus professor of law and ethics in psychiatry at St George’s, University
of London and an honorary consultant forensic psychiatrist in the National Health Service. Alongside
his medical training, he was called to the Bar. He has, over a long career, carried out research and
published widely on the relationship between law and psychiatry, and is first author of the Oxford
Specialist Handbook of Forensic Psychiatry. A major focus of his work has been in regard to public policy
concerning law and psychiatry, and he has, for example, been an advisor to the Law Commission for
England and Wales and given evidence to UK Parliamentary Select Committees in this context. He has
30 years’ experience of clinical forensic psychiatry. He also has extensive experience of acting as an expert
witness in both criminal and civil proceedings, at all court levels, both in the UK and in the jurisdictions
of other countries, including in relation to more than 500 murder cases, involving many capital cases
undertaken pro bono. Throughout his career he has provided education and training to doctors, lawyers
and the judiciary at the interface of law and psychiatry, both in the UK and abroad. He is a member of
Forensic Psychiatry Chambers.

Dr Sanya Kirljes is a clinical forensic psychologist in the Forensic Mental Health Service of the South
West London and St George’s Mental Health NHS Trust. She holds doctorates in cognitive neuroscience
and clinical psychology, and has published a number of articles on the subject of neuropsychology
and cognitive neuroscience. She has extensive experience of conducting complex psychology and
neuropsychology assessments and of preparing court reports in relation to murder and sexual offences
trials, often being high-profile in nature.

Dr Richard Latham is a full-time consultant forensic psychiatrist working in the NHS in London. His
current clinical practice involves the care of people detained under English mental health legislation in a
secure hospital. In addition to being medically qualified he holds a Master’s degree in mental health law,
for which his thesis concerned expert mental health evidence. He is an author of the Oxford Specialist
Handbook of Forensic Psychiatry and has contributed chapters on mental health law, risk assessment and
management to edited texts. He has an expert witness practice in two areas of law, serious crime and
mental capacity law. His expert witness practice has included numerous murder cases, high-profile
terrorist extradition cases and landmark cases involving mental capacity and refusal of medical treatment.
He works pro bono for the Death Penalty Project and has conducted assessments on appellants in Kenya,
Trinidad and Tobago, St Vincent and Belize. He has also conducted training sessions in Barbados,
Trinidad and Tobago, Jamaica, Kenya and Taiwan on the use of expert evidence in capital cases. He is a
member of Forensic Psychiatry Chambers.

Dr Marc Lyall trained in both general adult and forensic psychiatry. For the past 10 years he has worked
as a consultant forensic psychiatrist in a medium secure unit in the East End of London. He is also
an honorary clinical senior lecturer in psychiatry at the Barts and London School of Medicine and
an examiner for the UK Royal College of Psychiatrists. Dr Lyall regularly prepares reports for the UK
courts in criminal proceedings. On behalf of the Death Penalty Project, he has carried out assessments
of defendants facing very serious criminal allegations in Malawi, the Democratic Republic of Congo and
Trinidad and Tobago. He has also contributed to training events for doctors, lawyers and judges in the

UK and in foreign jurisdictions. He is a member of Forensic Psychiatry Chambers.
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About The Death Penalty Project and Forensic Psychiatry Chambers

The Death Penalty Project

'The Death Penalty Project is a legal action charity working to promote and protect the human rights of
those facing the death penalty.

We provide free legal representation to death row prisoners around the world, with a focus on
Commonwealth countries, to highlight miscarriages of justice and breaches of human rights. We also
assist other vulnerable prisoners, including juveniles, prisoners who are serving long-term sentences and
those who sufter from mental health issues. For more than three decades, our work has played a critical
role in identifying miscarriages of justice, promoting minimum fair-trial guarantees in capital cases and
in establishing violations of domestic and international law. Through our legal work, the application of
the death penalty has been restricted in many countries in line with international human rights standards.
To complement our legal activities, we conduct capacity building activities (such as training for defence
lawyers, prosecutors, members of the judiciary), and commission studies on criminal justice and human
rights issues relating to the death penalty.

Since 2011, we have been delivering capacity building support on forensic psychiatric practice to lawyers
and mental health professionals working in countries that retain the death penalty. In many capital
jurisdictions, mental health issues are not raised at trial or insufficiently addressed by the courts. Few
prisoners receive mental health assessments, which may impact on the safety of their convictions. Our
training programmes seek to address gaps in the protection afforded to those with mental disorder
and promote the implementation of minimum standards. We have delivered training programmes in
many countries in the Caribbean, Africa and Asia and we are constantly expanding to new jurisdictions.
'This updated Handbook and the compendium Casebook will accompany future training programmes,
providing an invaluable reference guide for mental health professionals and instructing lawyers.

Forensic Psychiatry Chambers

Forensic Psychiatry Chambers is a medical chambers comprising experienced psychiatrists, who provide
psychiatric advice and expert reports to courts and to the legal profession, in the UK and in other common
law jurisdictions. Its members are independent practitioners. However, they operate in a collegiate
context, offering collective knowledge and experience to courts and lawyers, as well as supporting a peer-
review approach to their work that aims to support technically high-quality and ethical expert witness
practice. A number of its members are committed to pro bono practice in the context of human rights
law, including in regard to capital cases. The chambers also provides education and training to mental
health professionals, lawyers and courts, in the UK and in other jurisdictions.
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