


















































I: Mental Health Worldwide

a) PHC mental health care delivery

A majority of countries allow PH@hysicians to mscribe (or
continue prescribing) medicinésr mental and behavioral disor-
ders either without restriction§6%) or with some legakstric-

tions (40%). Restrictions include allowing prescops only in
emergency settings or gertain categaes of medicines. The per-
centage of respondent countries not allowing any form of prescrip-
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I: Mental Health Worldwide

Regarding follow-up care (i.e. home visits to check medications,
to monitor signs of relapse, and to assist with rehabilitation), only
32% of countries have a majority of facilities that provide follow-
up. Regarding income level 45% of high income countries pro-
vide follow-up care at a majority of facilities while 39% of upper-
middle income, 29% of lower-middle income, and 7% of low
income countries provide follow-up at a majority of facilities.

Regarding psychosocial interventions, only 44% of countries have
a majority of countries providing these services. Upper-middle
income and high income countries provide more psychosocial care
at a majority of facilities(61% and 59% respectively) compared to
lower-middle (34%) and low income countries (14%).

The global median rate for all beds in community residential fa-
cilities, mental hospitals, and psychiatric wards within general
hospitals is 3.2 beds per 100,000 population. Across WHO re-
gions, there is great disparity. That is, the rates in the AFR (0.60),
EMR (0.62) and SEAR (0.23) are significantly lower than the
global mean, while the rate in EUR countries (7.09) is more than
double the world median.

4) Human resources

Worldwide, nurses represent the most common health professional
graduate working in the mental health sector (5.15 per 100,000
population). Globally, the next most common health professional
graduate working in the mental health sector is the medical doctor
(3.38 per 100,000 population). Regarding psychiatrists, the me-
dian rate ranges from 0.05 per 100,000 population in AFR to 8.59
per 100,000 population in EUR. Regarding other health personnel
working in the mental health sector, the median rate of other medi-
cal doctors ranges from 0.06 (AFR) to 1.14 (EUR) per 100,000
and for nurses ranges from 0.61 (AFR) to 21.93 (EUR) per
100,000. The median rate of psychologists ranges from 0 (WPR)
to 2.58 (EUR) per 100,000; social workers from 0 (WPR) to 1.12
(EUR) per 100,000; occupational therapists from 0 (SEAR and
WPR) to 0.57 (EUR) per 100,000; and other health workers from
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I: Mental Health Worldwide

0.04 (SEAR) to 17.21 (EUR) per 100,000.

With regard to income group, there is significant disparity in the
number of doctors, nurses, and psychologists working in the men-
tal health sector. For psychologists, the median rate of these clini-
cians working in the mental health sector is over 180 times greater
in high income compared to low income countries. In high income
countries, the median rate of psychiatrists is 8.59 compared to 0.05
in low income countries.

Worldwide, 2.8% of training for doctors is focused on psychiatry
and mental health related topics. Variability across regions exists
ranging from 2.2% in AMR to 4.0% in SEAR. For nurses, 3.3% of
training is focused on psychiatry and mental health-related topics
with moderate variability among regions ranging from 2.0% in
SEAR and 4.0% in AFR

5) Medicines for mental & behavioral disorders

Worldwide, the median expenditure per person per year on medi-
cines for mental and behavioral disorders has been estimated to be
about $7 ($6.81) USD. However, the actual expenditure is likely
to be lower, as fewer than 30% of countries involved in the recent
WHO survey reported data, with those responding being dispro-
portionately from high income countries.

6) Information systems

According to the WHO 2011 report, mental health data is collected
for individuals receiving treatment from mental hospitals, general
medical hospitals, day treatment and outpatient facilities. Less
data tends to be collected from primary care and community resi-
dential facilities.
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I1. Mental Health Capacity Building

PART II. MENTAL HEALTH CAPACITY BUILDING:

Increasing Access to Care Through Integration
& Collaboration

INTEGRATING MENTAL HEALTH CARE INTO EXISTING
HEALTH FACILITIES

Integrating mental health care into existing community facilities
can be an effective and efficient way to deliver mental health ser-
vices to a large number of people living in areas with limited re-
sources.

The integration process involves training existing primary health-
care practitioners based in the community and has been utilized in
western (allopathic) health systems. General practitioners and
healthcare workers are trained to make basic mental health assess-
ments, to provide basic therapeutic interventions, and to refer to
more specialized interventions (if available) individuals who have
more serious psychiatric symptoms.

The integration process may also involve working with govern-
ment agencies and other institutions to develop mental health poli-
cies, to promote deinstitutionalization and provision of community
-based acute and continuing care (for those with the most serious
and disabling conditions), and to incorporate mental health training
programs into medical, nursing, and graduate schools.
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Telepsychiatry

Telepsychiatry refers to the use of communications and informa-
tion technologies for training and, in some cases, directly deliver-
ing mental health care. It has been especially beneficial for popu-
lations living in isolated communities and remote regions.
Through video-conferencing ( one form of technology) general
practitioners in areas with limited or no access to mental health
services can gain access to a mental health specialist located in a
different region for ongoing consultations and supervision. In ad-
dition, mental health training programs that utilize telepsychiatry
have the potential to reduce costs while maintaining an efficient
and effective means for providing technical advice and informa-
tion.

RECOMMENDATIONS FOR MENTAL HEALTH TRAINING
CURRICULA & DUTIES FOR VARIED HEALTHCARE PER-
SONNEL

Suggested curricula and duties for varied primary care providers
are outlined in the tables on the following pages. In addition,
guidelines on how to teach primary healthcare staff to provide
mental health care are offered in the pages to follow.

22




I1. Mental Health Capacity Building

Physicians, Medical Officers, Physician Assistants, Nurse Practitioners

Suggested Mental Health Curriculum

Suggested Duties

A. The Psychiatric History & Mental Status Exam

B. Symptoms, Diagnosis & Treatment of:

1.

2.

Schizophrenia & Other Psychotic Conditions
Mood Disorders
Anxiety Disorders

Somatic Symptom Disorder & Psychological
Factors Affecting Other Medical Conditions

Delirium (Neuro-cognitive disorders)
Dementia (Neuro-cognitive disorders)
Alcohol & Drug Use Disorders
Epilepsy/Seizures Disorders

Maternal Mental Health; Neuro-developmental
Disorders and Common Psychiatric & Behav-
ioral Conditions in Children & Adolescents

Loss & Bereavement

. Psychiatric Emergencies (suicide/ agitation)

C. Other Issues:

1. Institutionalization
2. Mental Health Care in Disaster Relief

3. Stigma and discrimination & legal and ethi-
cal issues in the mental health setting

a) Perform psychiatric
history and mental status
examination; formulate
diagnoses and treatment
plans

b) Prescribe psychotro-
pic medication and man-
age side effects

c¢) Provide counseling
directly or provide refer-
ral to staff implementing
counseling
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Nurses & Midwives

Suggested Mental Health Curriculum

Suggested Duties

A. The Psychiatric History & Mental Status Exam

B. Symptoms, Diagnosis & Treatment of:

1. Schizophrenia & Other Psychotic Conditions
2. Mood Disorders
3. Anxiety Disorders

4. Somatic Symptom Disorder & Psychological
Factors Affecting Other Medical Conditions

5. Delirium (Neuro-cognitive disorders)

6. Dementia (Neuro-cognitive disorders)

7. Alcohol & Drug Use Disorders

8. Epilepsy/Seizure Disorders

9. Maternal Mental Health; Neuro-developmental
Disorders and Common Psychiatric & Behavioral
Conditions in Children & Adolescents

10. Loss & Bereavement

11. Psychiatric Emergencies (suicide/ agitation)

C. Other issues:

1. Community Mental Health Nursing
2. Institutionalization
3. Mental Health Care in Disaster Relief

4. Stigma and discrimination & legal and ethical issues in
the mental health setting

5. Mental health promotion, psycho-education, and advo-
cacy

a) Perform mental health
evaluations; child develop-
ment assessments (in some
countries midwives may be
focused on this activity);
refer to physician for medi-
cations if indicated

b) Administer medications
prescribed by physicians
(*nurses & midwives in
some countries also pre-
scribe under physician su-
pervision)

c) Recognize medication side
effects and refer to the physician
for treatment

d) Implement counseling tech-
niques directly or refer to staff
who implement counseling
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Social Workers

Suggested Mental Health Curriculum Suggested Duties
A. The Psychiatric History & Mental Status Exam
B. Symptoms, Diagnosis & Treatment of: a) Provide guidance regarding
basic needs (food, shelter,
1. Schizophrenia & Other Psychotic Conditions safety, education, access to

healthcare, etc...)
2. Mood Disorders

b) Refer individuals in need
to mental health evaluation
(in some countries social
workers perform evaluations)

3. Anxiety Disorders

4. Somatic Symptom Disorder & Psychological
Factors Affecting Other Medical Conditions

¢) Implement counseling (in
some countries social workers
implement individual, family,
& group counseling)

5. Delirium (Neuro-cognitive disorders)
6. Dementia (Neuro-cognitive disorders)
7. Alcohol & Drug Use Disorders

8. Epilepsy/Seizure Disorders .
d) Implement community

education (focused on stigma;

9. Maternal Mental Health; Neuro-developmental
maintaining mental wellness;

Disorders and Common Psychiatric & Behavioral

Conditions in Children & Adolescents and recognition of signs of
psychological distress)

10. Loss & Bereavement ) o
e) Assist communities in

11. Psychiatric Emergencies (suicide/ agitation) organizing psychosocial
activities
C. Other issues:

1. Institutionalization

2. Mental Health Care in Disaster Relief

3. Stigma and discrimination & legal and
ethical issues in the mental health setting

4. Mental health promotion, education, and
advocacy
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Community Mental Health Workers/Aides

Suggested Mental Health Curriculum

Suggested Duties

A. Basic Signs & Symptoms of:
1. Schizophrenia & Other Psychotic Conditions
2. Mood Disorders
3. Anxiety Disorders

4. Somatic Symptom Disorder & Psychological Factors
Affecting Other Medical Conditions

5. Delirium (Neuro-cognitive disorders)
6. Dementia (Neuro-cognitive disorders)
7. Alcohol & Drug Use Disorders

8. Epilepsy/Seizure disorders

9. Maternal Mental Health; Neuro-developmenal Disor-
ders and Common Psychiatric & Behavioral Conditions
in Children & Adolescents

10. Loss & Bereavement
11. Psychiatric Emergencies (suicide; agitation)
B. Basic Types of Support Available in the Community

C. How to Refer Individuals in the Community to Evalua-
tion and Support

D. Basic Information on:
1. Mental Health Care in Disaster Relief
2. Institutionalization

3. Stigma and discrimination & legal and ethical issues in the
mental health setting

4. Mental health promotion, psycho-education, and advocacy

a) Identify and refer individuals
in need to mental health evalua-
tions

b) Provide individual, family, &
group psychological support

¢) Implement community educa-
tion (focused on stigma; main-
taining mental wellness; and
recognition of signs of psycho-
logical distress)

d) Assist communities in orga-
nizing psychosocial activities
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GUIDELINES FOR TEACHING PRIMARY HEALTHCARE
STAFF TO PROVIDE MENTAL HEALTH CARE

One approach to training primary healthcare staff to provide men-
tal health care involves a) establishing learning goals and objec-
tives that are relevant and applicable to the existing practices of the
primary care staff; b) developing theoretical mental health presen-
tations and practical on-the-job supervision sessions that are effec-
tive and convenient; and c) utilizing comprehensive evaluations to
monitor and further enhance learning. It is important that those
teaching have the appropriate level of education or experience in
their areas of instruction and that trainees have a basic level of
understanding that will allow them to comprehend the instruction.

A) Establishing Learning Goals & Objectives — What is the infor-
mation trainees are expected to learn?

Objectives may be defined as the learning needed to reach a par-
ticular goal. Trainers must decide on the desired goal of their train-
ing sessions and then develop clear objectives that will lead to the
goal.

Goals and objectives need to be relevant or directly applicable to
the real situations staff face in their primary care settings.

Example: A goal of a mental health training course for a group of
primary care doctors may be that they learn to provide an effective
treatment for an individual with a particular mental health condi-
tion. Objectives toward this goal may include their a) learning to
take a psychiatric history; b) learning the varied signs and symp-
toms of varied mental health conditions; and c) learning the varied
types of therapies to manage conditions. A number of objectives
may be involved in achieving an overall goal.
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B) Theoretical Presentations & On-the Job Supervision

Lecture presentations

Theoretical information may be presented in many forms. A lec-
ture format that is interactive (i.e. involves audience participation)
and offers a clear outline can be effective. However, lengthy or
numerous lectures should be minimized for primary care staff who
may be overwhelmed already with several tasks and responsibili-
ties. Staff participating in training sessions will absorb more infor-
mation if it is presented in a manner that is concise and relates di-
rectly to their existing work activities.

It can be helpful to consider the Who, What/Why, Where, and
How when outlining a lecture:

1) Who are you presenting to?

a) Understand who your audience is; know their level of education,
experience or understanding in general;

b) Always treat the audience respectfully and allow questions; pro-
vide clear explanations;

c¢) Take time to put an audience and yourself at ease by having
some informal interaction before getting into the core presentation
(e.g. use opening joke, story or “ice-breaker” activity).
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2) What information or skills do you need them to understand and
Why is this information important for them to know?

a) Start with a welcome and introduction (and informal interac-
tion);

b) Reiterate why it is important that they have attended;

c) Provide an outline of the session that states topics to be dis-
cussed and a general time frame for the discussion;

d) Make clear what they can expect from the session (desired out-
come and objectives) and why it is important for them to attain this
information;

e) Start with a broad outline of the information and then get more
specific;

f) Conclude with a summary of the key points of the discussion.

3) Where will you be presenting the information?

a)Take time to prepare your space so that it is conducive to effec-
tive learning (Is there enough space for all participants to see and
hear you? Are there electrical outlets in the room? Is there an
adequate setting for breaks?; Are toilets nearby? etc...).
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4) Specifically How will I present the information (what types of
materials or aids will be useful in presenting the information)?

a) What aids are available and feasible to use (chalkboard or white-
board? projectors?; flip charts?; microphones? Is there electricity
or a generator to power electronic aides? Etc...);

b) Are take-home materials used (books, handouts, brochures,
etc...).

On-the-job supervision

Theoretical information must be practically applied to real situa-
tions faced by the primary care staff. Having a knowledgeable
supervisor teach and monitor as a trainee works directly with pa-
tients will reinforce that trainee’s learning and understanding of the
theoretical concepts. Clients should be made aware of the role of
the supervisor prior to sessions and should be reassured that infor-
mation will not be used inappropriately.

C) Evaluation Of Teaching

Evaluations of the trainees and trainers (and training programs) are
indicators of whether or not teaching has been effective and learn-
ing has been achieved. Evaluations are also useful in monitoring
progress and providing feedback and guidance on how to enhance
the instruction and learning process. Outlined in the box on the
following page are elements that may be included in evaluations.
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Elements of Training Evaluations
The following information can be useful in monitoring and determining the effectiveness of trainings:
1) Trainee evaluation
Trainee name (use ID numbers for confidentiality)
Trainee level of education/experience in MH care
Dates of participation and completion of coursework
list of all sessions/courses completed
list of courses repeated
theoretical & practical examination scores

theoretical & practical re-examination scores

2) Trainer & program/course/session evaluation
trainee survey evaluating quality of teaching, coursework, and examinations (was

trainer an effective speaker/communicator; were topics clear; were teaching aids
adequate; did exam questions reflect material presented, etc...)

3) Program/course/session evaluation
total trainee enrollment
number of trainees with successful completion of the program
trainee attrition (number of drop-outs before completion of the program)
number of trainees requiring repetition of coursework/re-examination

progress/clinical outcome (condition of patients treated by trainees at the start of
treatment compared to their condition at the end of treatment )

patient/community survey evaluating services provided by trainees
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HOW TO DEVELOP COLLABORATIONS

Cultures and societies throughout the world and throughout time
have found ways to describe and manage human emotions and
behavior. Some societies have created organized systems of men-
tal health care while others have adopted different approaches.
Collaboration implies a coexistence among systems and ap-
proaches with each contributing its own unique methods for man-
aging the health of individuals. The advantage of a health care
system that utilizes collaboration is that varied options for care
become available, increasing the potential for effective outcomes.

Ways that practitioners from different health systems develop col-
laborations

a) Invitations to consultations;

b) Cross-referral - For example, some problems may potentially be
better treated by one form of medicine compared to another
(e.g. stress, anxiety, bereavement, conversion reactions, and
existential distress may be managed with significant effect by
non-allopathic practitioners, while allopathic practitioners may
be have more effective treatments for severe mental disorders
and epilepsy);

¢) Joint assessments;
d) Joint training sessions;
e) Joint clinics;

f) Shared care (e.g. non-allopathic practitioners may be prepared to
learn how to monitor psychotic patients on long-term allo-
pathic medication and to provide places for patients to stay
while receiving allopathic treatments).
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Advantages of collaboration

a) Increased understanding of the way emotional distress and psy-
chiatric illness is expressed and addressed and a more comprehen-
sive picture of the type and level of distress in the affected popula-
tion;

b) Improved referral systems;

c¢) Continuing relationship with healers of varied types to whom
many people turn for help;

d) Increased understanding of community members’ spiritual, psy-
chological and social worlds;

¢) Greater acceptance of new services by community members;

f) Identifying opportunities for potential collaborative efforts in
healing and thus increasing the number of potentially effective
treatments available to the population;

g) Establishing services that may be more culturally appropriate;

h) The potential opportunity to monitor and address any human
rights abuses occurring within different systems of care.

Activities Prior to Collaboration

Before pursuing collaboration in an unfamiliar setting, the health-
care provider should first develop (as best as possible) an under-
standing of the national policies and attitudes regarding various
types of practitioners. For example, some governments discourage
or ban health care providers from collaborating with traditional
healers. Other governments encourage collaboration and have
special departments engaged in the formal training of healers, as
well as in research and evaluation of traditional medicine.
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Organizing Collaborations

To facilitate collaboration, the healthcare provider should make an
assessment of the other systems of care present in the community.
This may be difficult for providers who are outsiders to the com-
munity. Being respectful and establishing trust with members of
the community is very important. Outlined below are suggestions
on how to obtain information about other systems.

a) Contact local community members who are a diverse sample of
the community if possible (i.e. speak to women, men, elderly/
adolescent individuals, members of different ethnicities, etc...).
Ask them where they seek help for mental health difficulties and
whom they use for emotional support.

b) Ask primary health care providers and midwives what systems
exist, including pharmacies.

c) Ask the people encountered in the health facilities how they
perceive their problems, and who else they see or have seen previ-
ously for assistance.

d) Contact local religious leaders and ask whether they provide
supportive or healing services and who else in the community does
SO.

¢) Use the help of community representatives or providers to or-
ganize a meeting with the local practitioners.

f) Remember that more than one system of care may exist, and that
practitioners in one system may not acknowledge or discuss others.

g) Be aware that within a community, local practitioners may com-
pete over patients or be in conflict over the appropriate approach.
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It is important next to establish a rapport and ongoing dialogue
with the practitioners. Encouraging and actively organizing fo-
rums for information-sharing and cross-training is important. A
variety of practitioners should play a role in the trainings and dis-
cussions about practical administrative issues, such as creating a
cross- referral process should be included on agendas. After a se-
ries of effective trainings has occurred, consider organizing spe-
cific collaborative services where needed (if possible).

A Caution Regarding Some Healing Practices

It should be noted that some healing practices may be harmful,
since they include beatings, prolonged fasting, cutting, prolonged
physical restraint or expulsion of ‘witches’ from the community.
The challenge in such cases is to find constructive ways of ad-
dressing harmful practices, as far as is realistic. Before supporting
or collaborating with any healing practice, it is essential to deter-
mine what those practices include and whether they are potentially
beneficial, neutral, or harmful. Sometimes maintaining a respect-
ful distance is the best option, rather than seeking collaboration.
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PART III. MENTAL HEALTH CONDITIONS & ISSUES:

Identification and Interventions

OVERVIEW

The allopathic (western) medical system represents one approach
to dealing with mental health issues and managing mental health
conditions. Allopathic mental health care may be described as a
system of care in which staff has been trained in medical science,
behavioral science, formal psychotherapy and provides services in
inpatient hospitals, outpatient clinics, and other community facili-
ties. This system of care is one form of support that is used today,
commonly in high-income societies. Non-allopathic types of care
may include traditional, indigenous, complementary, alternative,
informal, and local medicine and in some countries are utilized as
a primary or complementary means of care. These systems may
involve the use of animal or mineral based medicines, religious or
spiritual interventions, and manual techniques, either singularly or
in combination.

Presented in this part of the guidebook is an allopathic approach to
managing various mental health conditions. Basic theoretical con-
cepts, counseling interventions, and medication therapies are de-
scribed.
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HOW TO IDENTIFY PSYCHOLOGICAL SYMPTOMS

Descriptions of mental health and illness

Someone with a “healthy mind” has clear thoughts, the ability to
solve the problems of daily life, enjoys good relationships with
friends, family, and work colleagues, is spiritually at ease, and can
bring happiness to others (V.Patel 2002).

Mental illness can be defined as any illness experienced by a per-
son which affects their emotions, thoughts or behavior, is out of
keeping with their cultural beliefs and personality, and produces a
negative effect on their lives or the lives of their families. Symp-
toms of illness can appear in the form of persistent changes in
mood, perception of reality, or capacity to organize or maintain
thoughts. Such changes will interfere with the person’s usual be-
liefs, personality or social function.

The psychiatric history & mental status examination (MSE) are
tools used to identify psychological distress and symptoms of ill-
ness. Information and observations obtained can be used to guide
the healthcare provider’s impressions and therapeutic interven-
tions.
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The Psychiatric History

Psychological distress and mental illness may be influenced by
past and present experiences and circumstances. A psychiatric
history is a description of the habits, activities, relationships, and
physical conditions that have shaped the way one feels, thinks, and
behaves. The psychiatric history is obtained by interviewing the
individual or asking a series of questions associated with their psy-
chological function. Outlined below are the standard elements of
the psychiatric history.

Elements of the Psychiatric History

1)  Identifying data — name, age, race, sex.

2)  Chief complaint — a concise statement of the patient’s psy-
chiatric problem in his or her own words.

3)  History of present illness — current circumstances in which
current psychiatric symptoms have occurred.

4)  Previous psychiatric history — any prior psychiatric symp-
toms, treatment (therapy or medication); prior psychiatric hospi-
talizations.

5)  Medical history — history of significant medical conditions,
treatments/surgeries; current medications; history of allergies to
medications or other agents; history of head injuries; seizures; loss
of consciousness or other neurological disorders.
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6)  Family psychiatric history — any blood relatives with history
of psychiatric symptoms, treatment, or psychiatric hospitalizations.

7)  History of alcohol or drug abuse or dependence — length or
period of abuse/dependence; date and amount of last use; history
of drug treatment or rehabilitation programs.

8)  Social history — place of birth; description of family mem-
bers; marital status; education obtained; occupations past and pre-
sent.

The Mental Status Examination

The purpose of the MSE is to assess the individual’s current emo-
tional state and capacity for mental function. The mental status
examination is an organized systematic framework for noting ob-
servations that are made while interviewing individuals. In gen-
eral, it involves categorizing observations in terms of behavior and
appearance; thought, feelings, judgment, insight, and other func-
tions such as memory and concentration.
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Elements of the Mental Status Examination (MSE)

1) General Appearance — e.g. gait; grooming;
posture.

2) Motoric behavior (i.e. physical movements)—e.g. physical
agitation or retardation; tremors; anxiety.

3) Speech — e.g. slow; rapid; loud; soft/inaudible; stuttering;
slurring; paucity; over-inclusive.

4) Attitude —e.g. cooperative; irritable; angry; aggressive; de-
fensive; guarded; apathetic.

5) Mood - e.g. sad; happy; irritable; angry; elevated or expan-
sive.

6) Affect or facial expression — e.g. congruent or incongruent
with mood; flat; blunted; fluctuating.

7) Thought content — e.g. delusions (persistent belief that is
inconsistent with reality), paranoia; suicidal or homicidal thoughts.

8) Thought processing — e.g. logical/illogical; repetitive; dis-
jointed; tendency to go on tangent; concrete. Decelerated; slowed;
rapid succession of ideas.

9) Perception — e.g. auditory, visual, tactile, or olfactory hallu-
cinations.

10) Judgment — e.g. ability to understand relationships between
facts and to draw appropriate conclusions.

11) Insight — e.g. is the patient able or willing to understand his
or her condition?
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12) Cognition
a) level of consciousness — e.g. alert; cloudy; confused.
b) orientation - i.e. to self, place, date, time.

¢) memory — i.e. long-term (events of the past such as place of
birth; date of marriage or graduations); recent (events of yesterday
or last week); short-term (test recall of 3 items after a period of 5
minutes).

d) concentration or attention (serial 7 test — start at 100 and
count backwards by 7).

e) executive function or ability to reason — test using abstrac-
tion tasks (e.g. ask how are an apple and banana similar? Ask indi-
vidual to interpret a proverb appropriate to culture); test naming or
word finding skill (e.g. can the individual name different parts of a
watch/time-piece ).

f) visual-motor coordination, in basic terms, may be defined
as the brain’s ability to coordinate information perceived by a sen-
sory organ (the eyes) with complex motor functions (such as writ-
ing). Visual-motor coordination is tested by asking the individual
to draw an object or figure visualized. For example, draw a circle
that is connected to a rectangle and ask the individual to copy the
figure. An inability to copy the figure accurately may be an indi-
cation of conditions such as brain damage due to medical disease
or drug abuse (e.g. Alzheimer’s disease; alcohol dementia;),
schizophrenia, or mental retardation.

43







III: Conditions & Issues: Psychotic Conditions

PSYCHOTIC CONDITIONS:

Schizophrenia & Other Psychotic Conditions

The term “psychosis” has been used to describe individuals
who misinterpret reality or experience and express distortions
(out of the realm of reality) in perception, thought, and feel-
ing. Distortions may lead to disruption in function with fam-
ily, friends at school, or at work. Some psychotic conditions
may run in families and their specific causes are not fully
understood while other psychotic conditions are due to medi-
cal conditions or substances affecting the mental state.

Schizophrenia

Schizophrenia is a chronic disorder that may be characterized
by a decline in motivation, socialization and function, dimin-
ished emotional expression, disorganized or abnormal motor
behavior (i.e. physical movement) and distorted sense of real-
ity (with disturbances in perception and/or the expression of
thought). Worldwide prevalence estimates have ranged be-
tween 0.5% and 1%. Theories regarding the cause have been
proposed and have included a genetic, biological, psychoso-
cial, and infectious basis for the disease. Schizophrenia has
been described in many cultures.
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Signs/Characteristics of Schizophrenia

* Decline in level of function and ability to socialize (this
can be expressed as withdrawal, detachment or isola-
tion from others; this may also be expressed as aggres-
sion).

* Thoughts are expressed in an impaired or illogical manner
(i.e. incoherence; one may appear to have long pauses,
a “blank” or a lapse in thought; one may easily or re-
peatedly lose the point in conversation; thoughts are
disjointed with the association between thoughts being
lost).

* Delusional thought (thoughts that are inconsistent with
reality and persistently maintained).

* Impaired perception (hallucinations — auditory hallucina-
tions or hearing people or things that are not physically
present are the most common in schizophrenia; visual
hallucinations or hallucinations of taste, touch, and
smell may occur but are less common).

* Diminished or incongruent emotional expressions
(appearing expressionless; crying easily over things that
are not typically sad); abnormal physical movement
(catatonia).

* Altered motivation (ambivalence about doing activities or
complete loss of motivation for activities).

* Symptoms persist (for at least 6 months ) and are not due
to a medical condition or substance abuse.
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Other Psychotic Conditions (DSM V/ US classification sys-
tem

Aside from schizophrenia, psychosis may occur due to other
conditions including delusional disorder (delusion is the
prominent symptom); schizophreniform (schizophrenia-like
symptoms for < 6 months); schizo-affective disorder ( both
mood and psychotic symptoms are prominent); brief psychosis
(psychotic symptoms<1 month); post partum psychosis
(psychotic symptoms after giving birth); and psychosis secon-
dary to psychoactive substances or medical conditions.

Counseling Interventions For Schizophrenia & Other Psy-
chotic Conditions

1. Outline a weekly schedule with the individual. A structured
routine helps one to know what to do and expect - this can
reduce the stress and anxiety that can precipitate symptoms.
Clearly list the core activities of daily living (showering, shav-
ing, dressing, supply shopping, food preparation, cleaning) so
that basic self-care skills are maintained. Include chores so
that a sense of responsibility is maintained. Include pleasure
activities. Be sure there is a good balance between indoor and
outdoor activities. Also be sure to incorporate activities that
involve social interaction.

2. Reward constructive actions. Determine the items or situa-
tions that the patient values and reward him/her with them
when appropriate behavior is displayed (e.g. offer a valued
reward for having completed all chores and activities of daily
living adequately).
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3. Help the individual identify situations that cause stress or
anxiety as these can be triggers for a relapse of illness. Help
the individual limit involvement in these situations. If the
situation is unavoidable, help the individual think in advance
about what may occur and how he/she will respond.

4. Emphasize medication compliance. Discuss with the doctor
medication options and regimens that will make taking pills
easy.

5. Ask the health provider to explain the kind of side effects
that might be expected and what to do about them.

6. Emphasize keeping track of appointments. Missed appoint-
ments and doses of medicine can put the patient at risk for a
return of illness.

7. Educate family or caretakers. Educate that agitation or odd
behavior are symptoms of schizophrenia and are not inten-
tional. Relapse is possible and should be anticipated. Review
the signs and symptoms of schizophrenia.

Medication Therapy

See the “Medication Guide” section of the manual for details
on medication therapy.
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MOOD —-RELATED CONDITIONS:
Major Depression & Bipolar Disorder
Major Depression

Depression has been generally described as a decline in mood
that persists for an extended period, represents a decrease from a
previous level of function, and causes some impairment in func-
tion. Depression contributes significantly to the global burden
of disease affecting an estimated 350 million people worldwide.
According to the World Mental Health Survey (conducted in 17
countries) approximately 1 in 20 people on average reported an
episode of depression in the previous year. In many cultures
depression is expressed commonly as somatic or physical com-
plaints (e.g. fatigue, generalized pain, digestive problems, head-
ache). Psychotic symptoms may also occur. Other signs and
characteristics of depression are outlined below.

Signs & Characteristics

- Persistent depressed mood and loss of pleasure in activities
that normally give pleasure;

- weight loss or gain;

- insomnia (i.e. too little sleep) or hypersomnia (i.e. too much
sleep);

- psychomotor agitation (i.e. agitated movement) or retardation
(i.e. slowed movement); energy loss;

- feelings of worthlessness or guilt;
- poor concentration or memory; indecisiveness;

- hopelessness or suicidal thoughts with the intention to act or
with specific plans made;
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- symptoms are not due to a medical condition or substance ca-
pable of influencing the central nervous system.

Studies have indicated that biological, genetic, and psychosocial
factors play a role in depression. Biological factors include dis-
turbances in neurotransmitters (molecules mediating communi-
cation between brain cells), abnormal immune system function,
and abnormal regulation of hormones. Genetic causes have been
implicated through studies of patterns of illness in families (e.g.
first degree relatives, twins) and studies of genetic material.
Psychosocial factors (life events and environmental stressors)
have been suggested as an influence as well. Depression may be
diagnosed through psychiatric history, mental status examina-
tion and eliminating other causes with laboratory or other diag-
nostic tests. Depression is treated with counseling interventions
and, in severe cases, medication.

Counseling Interventions for Depression

If symptoms are persistent and severe, refer to a crisis center/
doctor/hospital for further evaluation, diagnosis, & treatment.

Offer support: emphasize that there is no shame in feeling de-
pressed; help the individual identify others who can serve as a
support (family, friends); help him/her identify & focus on per-
sonal strengths and the positives in a challenging situation; help
him/her identify & focus on what they can control; ask about
hopeless and suicidal feelings and the intent to act on these feel-
ings.

Medication Therapy

See the “Medication Guide” section of the manual for details on
medication therapy.
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Bipolar Disorder

Bipolar disorder is a type of mood disorder characterized by
distinct phases of sustained depression and/or distinct periods of
a mood which is persistent and abnormally elevated, expansive ,
or irritable. Psychosis may be present also in either phase. Ac-
cording to research analyzing World Health Organization
(WHO) mental health survey data, the prevalence rates for bipo-
lar spectrum disorder (BPS) worldwide vary, but illness severity
and patterns of co-morbidity are similar.

The table below outlines important features of the most severe
form of bipolar disorder, bipolar type I disorder.

Signs & Characteristics

DISOR- ETIOLOGY SYMPTOMS DIAGNOSIS
DER
(cause)
Manic Phase: Elevated/
irritable mood; excessive
- Evidence for energy or agitation; elevated Symptoms are
Genetics as a esteem or grandiosity; rapid identified through
Bipolar I factor thoughts; decreased need for mental status exami-
sleep; excessive or pressured nation (MSE);
- Biological speech; distractibility; impul-
factors sive, potentially harmful
behavior
- Environ- Rule out substance

mental factors

Depressive Phase: depres-
sive symptoms satisfy crite-
ria for a full major depressive
episode (SEE DEPRESSION
SECTION OF THIS CHAP-
TER FOR SPECIFIC
SYMPTOMS)

and medical causes
via diagnostic tests if
available (i.e. toxi-
cology screens,
thyroid function
tests, chemistries,
CBC, brain imaging)
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Other Types of Bipolar Disorders

1) Bipolar II — presence of at least one major depressive
episode and one hypomanic (i.e. less severely manic)
episode. No manic episode has occurred. The criteria
for a hypomanic episode is the same as for a manic
episode except that in a hypomanic episode the symp-
toms do not cause significant impairment in social or
occupational function. Psychosis may occur with this
condition.

2) Substance/Medication induced Bipolar Disorder - persis-
tent and prominent elevated, expansive, or irritable
mood (with or without depressive symptoms) that oc-
curs in the context of using a substance or medication
which can cause bipolar symptoms. The disturbance
causes significant distress or impaired function. The
disturbance does not occur during a period of delirium.
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Counseling interventions for Mania/Bipolar Disorder

1. Educate the family/caretakers. Educate the family and patient
that agitation, mood fluctuation, and impulsivity are common
symptoms of bipolar disorder and are not intentional. Relapse is
possible and should be anticipated. Review with them the signs
and symptoms of bipolar disorder. Emphasize the importance of
medication compliance.

2. Emphasize medication compliance. Discuss with the doctor
medication options and regimens that will make taking pills easy
(e.g. use of pill organizer boxes; explore whether once a day
dosing is appropriate and possible).

3. Reward constructive actions. Determine the items or situa-
tions that the patient values and reward him/her with them when
appropriate behavior is displayed (e.g. offer a valued reward for
having contained impulsive behaviors).

4. Encourage a routine schedule. Outline a weekly schedule with
the individual. A structured routine helps one to know what to
do and expect and helps to reduce the stress and anxiety that can
precipitate symptoms.

5. Help the individual identify situations that cause stress or
anxiety as these can be triggers for a relapse of illness. Help the
individual limit involvement in these situations. If a stressful
situation is unavoidable, help the patient think in advance about
what may occur and how he/she will respond. Breathing and
relaxation exercises can reduce anxiety felt in these situations
(see chapter on “Anxiety Conditions” for breathing and relaxa-
tion exercises).

6. Emphasize keeping track of appointments. Missed appoint-
ments can lead to the individual’s running out of medication.
Missing doses of medicine can put the individual at risk for a
return of symptoms and a relapse of illness.

53



III: Conditions & Issues: Mood-Related Conditions

Medication Therapy

See “Medication Guide” section of manual.
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ANXIETY-RELATED CONDITIONS, OBSESSIVE-
COMPULSIVE DISORDER (OCD) & POST-TRAUMATIC
STRESS DISORDER (PTSD)

Anxiety may be defined as a state of neurological arousal characterized
by both physical and psychological signs. Anxiety may be a normal
reaction that acts as a signal to the body that aspects of its systems are
under stress. Prevalence estimates of anxiety disorders are generally
higher in developed countries than in developing countries according to
global mental health survey data. The specific neuro-biological mecha-
nisms underlying anxiety are complex and may involve genetic, biologi-
cal, and psychological factors. Common signs of anxiety are outlined in
the table below:

Physical signs Psychological signs
Headache Feeling of dread
Muscle tension Poor concentration
Back pain Impaired sleep
Abdominal pain Impaired sexual desire

Tremulousness or “shakiness”
Fatigue

Numbness

Shortness of breath
Palpitations

Sweating

Hyper-vigilant reflexes (easily star-
tled; “jumpy”)
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Anxiety “disorders” are considered when the signals triggered by the
body produce prolonged physical or psychological discomfort or a pat-
tern and degree of distress that disrupts normal function. An anxiety
disorder is considered if no underlying medical illness, substance intoxi-
cation (or withdrawal), medication toxicity, or toxicity of other agents
can be identified as the cause. Types of anxiety disorders, obsessive-
compulsive disorder or OCD, and post-traumatic stress disorder or
PTSD (described in western literature/DSM-V) are outlined below.

1. Anxiety-Related Disorders (Anxiety Disorders)
A) Generalized Anxiety Disorder (GAD)

GAD is defined as chronic, constant anxiety that persists throughout the
day consistently for at least 1 month.

B) Panic Disorder

Panic disorder involves a sudden, spontaneous onset of overwhelming
anxiety symptoms.

C) Agoraphobia

Agoraphobia involves experiencing anxiety and fear in the context of
feeling unable to escape in situations such as being in open or enclosed
spaces, of being alone outside the home, or of being in a crowd, or using
public transportation.

D) Phobia

An irrational fear of a particular object or situation causing anxiety
symptoms.

E) Social Phobia/Social Anxiety Disorder

Specific irrational fear/discomfort in social or public situations.
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2. Obsessive-Compulsive Disorder (OCD)

The presence of obsessions (i.e. constant intrusive thoughts or urges
causing anxiety symptoms) and/or compulsions (i.e. unusual and exces-
sive behaviors or mental acts one is compelled to perform repetitively in
order to reduce anxiety to a dreaded situation or event).

3. Post-traumatic Stress Disorder (PTSD) & Acute Stress Disorder

Anxiety occurs in the context of an overwhelming major life stressor.
The stressful event is continuously re-experienced (during dreams or
wakefulness) causing hyper-arousal and a tendency toward avoidance. If
symptoms persist for greater than 1 month PTSD is indicated; if symp-
toms persist for less than 1 month, acute stress disorder is diagnosed.
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Counseling Interventions: Exercises for Anxiety-Related Conditions, Ob-
sessive-Compulsive Disorder (OCD), & Post-Traumatic Stress Disorder
(PTSD)

A) Breathing Exercise

(May be especially useful for panic; agoraphobia; generalized anxiety;
phobias; social phobia/anxiety; post-traumatic & acute stress).

Shortness of breath is a common feeling that many people get when anx-
ious. When one feels out of breath the natural tendency is to breathe in
more or faster. This can lead to hyperventilation which can make anxiety
worse.

An effective way to manage abnormal breathing when anxious is to do the
following:

® Breathe in slowly to the count of three.
®  Breathe using your abdomen instead of the chest.

®  When you get to three, slowly breathe out to the count of three sec-
onds.

® Pause for three seconds then breath in again for 3 seconds.
e  Continue this exercise for five minutes.

®  Practice twice a day.
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B) Muscle relaxation exercise

(May be especially useful for panic; agoraphobia; generalized anxiety;
social anxiety; post-traumatic & acute stress).

For each of the muscle groups in your body, tense the muscles for 5-10
seconds, then relax for 10 seconds. Only tense your muscles moderately
(not to the point of inducing pain). Don’t force the release of the muscle
tension - simply let go of the tension in your muscles and allow them to
become relaxed. Relax your muscles in the following order:

Hands — clench one fist tightly, then relax. Do the same with the other
hand.

Lower arms — bend your hand down at the wrist, as though you were
trying to touch the underside of your arm, then relax.

Upper arms — bend your elbows and tense your arms. Feel the tension
in your upper arm, then relax.

Shoulders — lift your shoulders up as if trying to touch your ears with
them, then relax.

Neck — stretch your neck gently to the left, then forward, then to the
right, then to the back in a slow rolling motion, then relax.

Forehead and scalp — raise your eyebrows, then relax.
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Eyes — look about, rotating your eyes, then relax.
Jaw — clench your teeth (just to tighten the muscles), then relax.
Tongue — press your tongue against the roof of your mouth, then relax.

Chest — breathe in deeply to inflate your lungs, then breath out and re-
lax.

Stomach — suck your tummy in to tighten the muscle, then relax.

Upper back — pull your shoulders forward with your arms at your side,
then relax.

Lower back — while sitting, lean your head and upper back forward,
rolling your back into a smooth arc thus tensing the lower back, then
relax.

Buttocks — tighten your buttocks, then relax.
Thighs — while sitting, push your feet firmly into the floor, then relax.
Calves — lift your toes off the ground towards your shins, then relax.

Feet — gently curl your toes down so that they are pressing into the
floor, then relax.

Enjoy the feeling of relaxation: Take some slow breaths while you sit
still for a few minutes, enjoying the feeling of relaxation.

Practice once or twice a day. During the day, try relaxing specific mus-
cles whenever you notice that they are tense.
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C) Problem-solving exercise
(May be especially useful for generalized anxiety & social anxiety).

Choose one or two problems that are particularly bothersome and make a
decision to try to resolve them as best as possible.

1. On a sheet of paper, list the specific problems.

2. List five or six possible solutions to the problem. Write down any
ideas that occur to you, not merely the ‘good’ ideas.

3. Evaluate the positive and negative points of each idea.
4. Choose the solution that best fits your needs.
5. Plan exactly the steps you will take to put the solution into action.

6. Review your efforts after attempting to carry out the plan. Praise all
efforts. If unsuccessful, start again.

D) Managing negative, distorted thinking

(May be especially useful for generalized anxiety; social anxiety; & ob-
sessive -compulsive disorder).

Significant anxiety can influence thoughts and emotions and progress to
negative, pessimistic feelings and even irrational, distorted thoughts.

Management of negative distorted thoughts involves:
¢ Identifying the negative, distorted thoughts

e  Substituting these thoughts with more realistic ideas (create a list of
alternative thoughts that are realistic, positive and counter each
negative thought listed). This is an important skill that can help re-
duce anxiety symptoms.
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E) Graded exposure (Gradual exposure to feared objects or situations). The rele-
vance of the examples listed will vary among different cultures and societies.

This may be particularly useful for phobias. It incorporates the breathing
and relaxation exercises as well. The key strategy for overcoming fears of
this kind involves creating a plan or hierarchy of steps. The individual is
gradually exposed to the fearful object or situation, in small steps, so that
eventually less anxiety is experienced when the object or situation is pre-
sent. For example, a woman refuses to go on a public bus fearing that it
will have an accident. However, she must use a bus to get to work and run
important errands such as going to the market.

First — teach the breathing and relaxation exercises to the individual since
these techniques will be important in reducing the anxiety felt during mo-
ments when an aspect of the frightening object or situation is present.

Second — clearly outline with the individual the steps of the exposure proc-
ess:

e  Start with a picture of the frightening object (bus).

e Look at pictures of a bus or take a trip to a bus stop without actually
getting on the bus.

e Take a very brief bus ride (1 or 2 stops).

e Increase the amount of time on the bus.

62



III: Conditions & Issues: Anxiety-Related Conditions, OCD, &
PTSD

During each step, the individual should be expressing his/her feelings,
using breathing and relaxation to control anxiety occurring in the mo-
ment.

In separate sessions, use the exercise in “Managing Negative, Distorted
Thinking” to correct thought distortions, misconceptions or fears about
the object or situation.

Medication Therapy for Anxiety-Related Conditions, OCD, & PTSD

See “Medication Guide” section of the manual.
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Somatic Symptom Disorder & Psychological Factors Affect-
ing Other Medical Conditions

Somatic Symptom Disorder

Signs/characteristics

Given the connection between the mind (brain) and body, it is
possible for individuals to express emotional distress as physical
(somatic) symptoms. A somatic symptom disorder should be
considered if one is excessively and persistently preoccupied
with physical symptoms such that daily life and function are
adversely affected.

Individuals with somatic symptom disorder may present with
excessive thoughts, feelings, and behaviors associated with so-
matic symptoms. Constant anxiety about symptoms or health in
general may be present, the seriousness of symptoms may be
exaggerated and persistently emphasized, and excessive time
and energy are spent focused on the symptoms. One somatic
symptom (particularly pain ) or more may be experienced and
symptoms may or may not be associated with another medical
condition. In severe cases, individuals may repeatedly visit
health services, have a tendency to request only symptom relief,
and have little ability to accept that no physical illness is present
when diagnostic testing is unremarkable.

US studies have indicated that the prevalence of somatic symp-
tom disorder is 5%-7% in the general adult population and fe-
males tend to report more somatic symptoms than do males. In
addition, somatic symptom disorder is related to high rates of co
-morbid conditions including anxiety, depression, and medical
disorders.
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Counseling Interventions For Somatic Symptom Disorder

General considerations:

e Acknowledge that the individual’s complaints are
real but avoid recommending unnecessary or new
medications for each new symptom if examina-
tions and diagnostic tests are unremarkable.

e  Ask the individual’s opinion about potential causes
of symptoms.

e  Support the concept of wellness rather than a focus
on symptoms and illness.

e Discuss emotional stress that may have accompa-
nied symptoms originally. Explain that stress may
be related to the physical symptoms experienced.
A brief respite may be helpful for individuals com-
plaining in relation to recent stress. If indicated,
offer relaxation methods that can decrease tension.

e For individuals with chronic complaints schedule
regular, time-limited appointments with the same
clinician if possible.
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Exercise

For individuals who have some insight about the connec-
tion between their emotions and physical complaints the
following technique may be useful.

1. Have the individual list his/her physical complaints,
severity of the complaints, activities involved in as physi-
cal problems are experienced, and the emotions that are
occurring as the physical problems are experienced:

Physical Severity of problem | 4 ctivities Emotions
(scale of 1-10;

problem 10=very severe)

1. head- 8 Going to the irritable

ache market

2.

3.

2. Explore with the individual, the possible connection
between the physical complaint and emotions experi-
enced.

3. Discuss possible ways to adjust the activities so that
emotional distress is reduced (i.e. changing the day or
time of day to a time when there are no other chores to
do; reducing the amount done at one time in order to
have more free time; using the help of others; incorporat-
ing a pleasurable activity into a trip to the market; prais-
ing and rewarding oneself for the efforts).
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Medication Therapy For Somatic Symptom Disorder

Medication Therapy for Somatic Symptom Disorder

1. Treatment of underlying/co-existing medical conditions is impor-
tant.

2. Antidepressant and/or anti-anxiety medications for underlying/co-
existing depression and/or anxiety is recommended.

See the “Medication Guide “ section of the manual for medica-
tion therapy for depression and anxiety conditions.
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Psychological Factors Affecting Other Medical Conditions

Signs/Characteristics

Psychological factors affecting other medical conditions in-
volve the presence of one or more psychological or behav-
ioral factors that negatively affect a medical condition by
precipitating, exacerbating or increasing the severity and/or
extent of illness (e.g. increased asthma symptoms after ex-
periencing stress). Psychological/behavioral factors may
include depression, anxiety, stressful life events, and mal-
adaptive personality traits, coping style, and relationship
style.

Counseling Interventions & Medication Therapy

Treatment involves stabilization of any medical symptoms
present, use of anti-anxiety and antidepressant medication for
co-existing anxiety disorders or depression, counseling, and
psychotherapy.

Counseling interventions

See the previous section (Somatic Symptom Disorder) for a
useful exercise.

Medication therapy

See the “Medication Guide “ section of the manual for
medication therapy for depression and anxiety conditions.
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SUBSTANCE USE DISORDERS

Signs/Characteristics

A) Definitions regarding psychoactive substances (i.e. substances that
activate the brain and cause effects on thoughts, emotions, and behav-
iors).

1. Intoxication — maladaptive behavior associated with recent drug
ingestion.

2. Withdrawal — adverse physical & psychological symptoms that oc-
cur following cessation of the drug.

3. Tolerance — the need for more substance to attain the same level of
effect.

4. Abuse or Misuse — a maladaptive pattern of use leading to repetitive
problems and negative consequences (i.e. use in dangerous situations
such as driving; use leading to legal, social and occupational prob-
lems).
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5. Dependence (addiction) — continued desire for and use of a psy-
choactive substance to satisfy pleasurable urges and/or to alleviate the
effects of withdrawal. Dependence may be psychological or physical
in nature.

Psychological dependence:

e Persistent substance use, despite evidence of its harmful con-
sequences.

e Difficulties in controlling the use of the substance.

e Neglect of interests and an increased amount of time taken to
obtain the substance or recover from its effects.

e Evidence of tolerance such that higher doses are required to
achieve the same effect.

e Compulsion or craving: a strong desire to take the substance.

e Anxiety or mood disturbance occurs if drug is not taken.

Physical dependence:

e Physical symptoms occur if drug is not taken (e.g. headache;
gastrointestinal distress; changes in blood pressure, heart rate;
sweating; tremors; muscular pain).
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B) Effects of Selected Psychoactive Substances

Alcohol

Worldwide, alcohol consumption and problems related to alcohol vary
widely, but , in most countries, the burden of disease and death re-
mains significant. Alcohol consumption is the world’s third largest risk
factor for disease and disability behind high blood pressure (first) and
smoking (second). In middle-income countries, it is the greatest risk.
The world’s highest alcohol consumption levels are found in devel-
oped countries.

Intoxication Symptoms: Slurred speech; unstable walking; mood
change; aggression; anxiety; psychosis; sleep disturbance; and delir-
um.

Withdrawal Symptoms (occurring several hours to a few days after
cessation of use that has been heavy and prolonged): Nausea; head-
ache; nystagmus (rapid horizontal movement of eyeballs); unstable
blood pressure or heart rate; psychosis; anxiety; mood disturbance;
sleep disturbance; delirium; and seizure.
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Cannabis

Worldwide, cannabis ( with a global annual prevalence ranging from
2.6 to 5.0 per cent) remains the most widely used illicit drug accord-
ing to the United Nations Office on Drugs and Crime (UNODC) 2012
report.

Intoxication Symptoms: Elevated or depressed mood; anxiety; inap-
propriate laughing; paranoia; hallucinations; red eyes; increased ap-
petite; dry mouth; increased heart rate.

Studies have indicated an association between high doses of cannabis
and delirium, panic, ongoing psychosis may occur. In addition, Long-
term use has been linked to anxiety, depression, and loss of motiva-
tion.

Withdrawal Symptoms (occurring 1 week after cessation of pro-
longed, heavy use, i.e. a few months of daily or near daily use): De-
pressed or irritable mood; anxiety; restlessness; sleep disturbance;
poor appetite; and weight loss.
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C) Interventions for Substance Use Disorders

e Refer to medical evaluation, diagnosis, & medical stabilization as
indicated.

e  Assess for underlying psychiatric conditions (e.g. depression,
anxiety).

e Refer to drug counseling program if available or psychological
services for treatment.

Additional Counseling Interventions For Substance Use Disorders

1. Anxiety and depression may underlie substance abuse. Also, some
individuals with bipolar disorder or a psychotic disorder may use alco-
hol or drugs to self-medicate or deal with symptoms. It is therefore
important to evaluate for these psychiatric conditions and provide or
refer to the appropriate treatments. For some individuals, drug and
alcohol use is decreased if underlying anxiety, mood disturbance, or
other distress is relieved.

2. Teach breathing and relaxation techniques as a means for control-
ling anxiety (see chapter on “Anxiety Disorders” for technique instruc-
tions).

3. Encourage individuals to identify people who can be contacted for
support when cravings or distress occurs. Another who is also recov-
ering from addiction and is sober can be a good ally.
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NEUROCOGNITIVE DISORDERS:

DELIRIUM & DEMENTIA

The term “neurocognitive disorder” refers to a significant
decline from a previous level of function in one or more of
cognitive realms including awareness (orientation, con-
sciousness), complex attention (sustained, selective, and di-
vided attentions); executive function (planning, decision
making, mental flexibility); learning and memory; language;
perceptual-motor (visual perception and construction, inte-
gration of visual perception with movement); and social cog-
nition (recognition of emotions, ability to consider other’s
mental state). Types of neurocognitive disorders include: 1)
delirium and 2) major & mild neurocognitive disorders
(dementia).

1) Delirium

Delirium is a disturbance particularly in the ability to focus,
sustain, or shift attention. Other characteristics of delirium
may include additional deficits in cognition (e.g. memory,
perception), rapid onset, a fluctuating course, reversiblility,
agitation, irritability, and psychosis (i.e. distortion of reality).
Causes of delirium may include brain disease, systemic dis-
ease (e.g. heart disease), drugs, medications, and other tox-
ins.

Neuropsychiatric symptoms of delirium may be identified
through a thorough mental status examination. The underly-
ing cause of disease may be identified, if resources are avail-
able, through a complete battery of laboratory and diagnostic
tests [e.g. blood chemistries, complete blood count, chest x-
ray, urinalysis & toxicology, electrocardiogram (EKG), com-
puterized tomography (CT) scan, or magnetic resonance im-
aging of the brain].
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2) Major/Mild Neurocognitive Disorder (Dementia)

Major neurocognitive disorder (dementia) may be diffi-
cult at times to differentiate from delirium, as there are a
number of shared characteristics, particularly cognitive
deficits (e.g. memory deficit). In general, a pervasive
cognitive and intellectual decline with a lack of impaired
awareness or consciousness is what distinguishes demen-
tia from delirium. Other characteristics of the disorder
may include slow onset; an ongoing, continuous course;
irreversibility; agitation; irritability; depression; psycho-
sis; and a gradual, permanent decline in function.

“Mild” neurocognitive disorder differs from the major
disorder in the degree of disturbance present. Cognitive
deficits are modest and do not interfere to a level where
independent function is significantly impaired.

Conditions causing neurocognitive disorder include Alz-
heimer’s disease, frontotemporal lobar degeneration,
lewy body disease, vascular disease, brain trauma, brain
tumors, infections (e.g. HIV), alcoholism, drug abuse,
medications, other toxins, and poor oxygen supply.

A thorough mental status exam with particular attention
to the evaluation of cognitive function will elucidate
symptoms of major and mild neurocognitive disorder.
Laboratory and diagnostic tests can identify underlying
causes of disease.
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INTERVENTIONS

Patients identified as having symptoms of delirium or de-
mentia should be referred to the hospital for further
evaluation, diagnosis, and treatment.

A) Delirium

- Adjust sensory stimulation as indicated (i.e. decrease
stimulation if the person is agitated; increase if the person
is sensory deprived).

- Place the person in an area that is safe and secure (no
dangerous objects or hazards nearby) and where he/she can
be observed easily.

B) Major/Mild Neurocognitive Disorders (Dementia)

- Arrange the environment so that there are clear cues for
orientation to date, time, place.

- Incorporate proper nutrition, exercise, & mentally stimu-
lating activity.

- Provide support for the family (e.g. education, group
therapy).

Aids to enhance function:

Memory aids: Calendars; organizers; outline routines for
daily activities; checklists; pill boxes; and timers.

Physical aids: Canes; wrist weights

Physical and mental stimulatory aids: Exercise such as
walking, stretching, ball throwing; identify/encourage pre-
vious hobbies; card/board games; puzzles; encourage sto-
rytelling, singing; Encourage time with others who will
stimulate (talkative friends).
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Medications

Benzodiazepines and antipsychotics are used with cau-
tion to treat severe agitation associated with delirium.
Antidepressants may be indicated for depressive symp-
toms associated with dementia. Elderly individuals with
dementia-related psychosis treated with atypical antipsy-
chotic medications are at an increased risk of death (due
to infectious or cardiovascular conditions). HIV demen-
tia may be treated and potentially reversed with antiret-
roviral therapy.
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EPILEPSY

Epilepsy is a chronic disorder of the brain affecting approxi-
mately 50 million people in the world, with nearly 80% of the
people with epilepsy found in developing countries. The condi-
tion is characterized by recurrent seizures (i.e. brief episodes of
involuntary shaking) which may involve a part of the body
(partial) or the entire body (generalized). Seizures are due to
excessive electrical discharges within a network of brain cells
and may be accompanied by loss of consciousness and control
of bowel or bladder function.

Signs/characteristics of Epilepsy

The cause of epilepsy in 70% of cases is unknown. Other
causes may include infection, brain injury, drugs/alcohol, vas-
cular disease, or a nutrient imbalance. These conditions may
cause “seizures” or destabilization and abnormal stimulation of
nervous system cells. Seizures may be characterized as either
partial (localized) or generalized (global):

1) Partial (focal) seizure — originates in a localized area
and remains localized.

a) simple - consciousness is not affected (e.g. motor).

b) complex - some localized or specific areas of the
brain may have more complex associations and
function than other areas. Seizure activity within
these circuits may result in “complex-localized”
seizures.
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Complex-localized seizures may be characterized by
an “aura” or a set of abnormal sensory signals such
as light flashes, smells and noises that precede the
onset of a seizure. Consciousness may also be im-
paired with this type of seizure.

c) secondarily generalized — seizure spreads locally to
generally.

2) Generalized seizure— originates centrally and continues
generally (i.e. globally).

a) absence/petit mal (typical symptoms may include
staring; stop mid-sentence then continue). May be
typical or atypical in presentation.

b) tonic-clonic/grand mal (aura; all 4 limbs involved;
unconscious; incontinence; post-ictal confusion,
headache, or excessive sleep).

c) other generalized seizures include myoclonic
(involuntary twitching of a muscle or group of mus-
cles); clonic (involuntary rhythmic jerking); and
atonic (“drop attack” or lapse of muscle tone).

Psychiatric Manifestations

Change in personality is common while psychosis and violence
have been found to occur less frequently than previously per-
ceived. Temporal lobe epilepsy has been associated with insta-
bility in mood.
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Counseling Interventions For Epilepsy

1. Educate the family/caretakers. Review with them the signs
and symptoms of epilepsy. Provide guidance on what to do if
one has a seizure. Emphasize the importance of medication
compliance. Explain to parents that epilepsy has been associ-
ated with behavioral change and conduct disturbance in chil-
dren and provide them with guidance on how to set limits and
reinforce constructive behaviors.

2. Help the individual identify situations that cause stress or
anxiety as these can be triggers for a relapse of illness. Help
the individual limit involvement in these situations or (if situa-
tion is unavoidable) help the individual think in advance about
what will occur and how he/she will respond. Breathing and
relaxation exercises can be incorporated to help reduce anxiety
felt in these situations (see chapter on Anxiety-Related Condi-
tions for breathing and relaxation exercises).

3. Emphasize keeping track of appointments. Missed appoint-
ments can lead to the individual’s running out of medication.
Missing doses of medicine can put him/her at risk for a return
of symptoms and a relapse of illness.

4. Medication Compliance. The individual should discuss
with the doctor medication options and regimens that will
make taking pills easy (use pill organizer boxes; is once a day
dosing possible?).

Medication Therapy

See “Medication Guide” section of the guide.
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SLEEP DISTURBANCE

Signs/characteristics

A disturbance in sleep can occur as a part of or separately from a psy-
chiatric condition. Studies from western cultures have indicated that
insomnia (decreased ability to sleep) is common and can have many
causes (e.g. as a primary condition or due to a secondary cause such
as medical illness, psychiatric conditions, medications, or drugs and
alcohol). Sleep disturbance is one of the commonest responses to
stress.

Counseling Interventions For Sleep Disturbance

Sleep hygiene (measures to create a regular sleep pattern)

1) Set a regular bedtime and make efforts to adhere to it even if
not tired.

2) Make efforts to arise at the same time each morning.
3) Avoid napping during the day.

4) Exercise during the day. Practice relaxation exercises in the
evening (e.g. meditation, yoga).

5) Ensure a comfortable sleep space.

6) Limit activating substances (e.g. caffeine, alcohol, nicotine);
none in the second half of the day is recommended.

7) Address any underlying medical or psychiatric disturbance.
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Medication Therapy

See “ Medication Guide” section of manual.

86




III: Conditions & Issues: Loss & Bereavement

LOSS & BEREAVEMENT

Signs/Characteristics

Grief is the name for the feelings accompanying the loss of any
loved person, place, or object. This can include one’s home,
one’s health (e.g. being diagnosed with a long term illness or
having a limb amputation) and one’s country or culture (e.g. be-
ing a refugee).

Loss and the process of grieving (bereavement) is complex and
will vary from one individual to the next. Emotional responses to
loss, death and dying have been described by Kubler-Ross and
include:

a) Denial — There is an inability to accept that the loss has oc-
curred. This may be accompanied by a feeling of shock, surprise
and numbness. One cannot believe that such a thing could hap-
pen to him/her.

b) Anger — anger and hostility may be experienced. Blaming oth-
ers or oneself for not preventing the loss is a common theme.

c¢) Bargaining — belief that if one acts or thinks differently the loss
can be retrieved (or in the case of dying, the loss can be avoided).
One may feel severe guilt (“Maybe this would not have happened
if I had been more attentive...”).

d) Depression or emotional breakdown — the reality of the loss
sets in. There can be feelings of unbearable loneliness, sadness,
loss of motivation and interest; the person may withdraw from
contact with others. Anxiety, panic, and thought disorganization
can occur. Emotional distress may also be expressed as agitation,
fatigue, impaired sleep, and impaired appetite.
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e) Acceptance — one is able ultimately to place the loss in per-
spective and move on to new activities and relationships.

Initially, it was believed that these reactions occurred in a lin-
ear, stage-like fashion, however, responses do not have to fol-
low an established order. The feeling may occur in rapid suc-
cession or in combination (e.g. depression and anger). In addi-
tion, caregivers to dying individuals may also experience these
reactions.

A variety of factors may influence a person’s ability to manage
loss. These factors may include:

1. Age/emotional maturity.

2. Personality traits - capacity for resiliency, independence,
disappointment, patience.

3. Belief systems - What does this loss represent? How does
one view death — as a part of the life cycle or as a horrible
event to be avoided? One may believe that the spirit of a de-
ceased loved one can live on through the memories maintained
by his/her survivors.

4. Psychological defense mechanisms - e.g. sublimating or neu-
tralizing loss through humor or humanitarian actions.

5. Personal expectations.

6. Support system - family, friends, healthcare workers.
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Counseling Interventions

Individuals will vary in the way and degree to which they
grieve. People with prolonged distress or distress affecting
their function should be evaluated for major depression and
other psychological conditions.

The following general points may be useful in helping people
through the grieving process:

1. Ensure that normal culturally appropriate mourning proc-
esses have been able to take place.

2. Provide reassurance that the grieving process is normal de-
spite the painful feelings it causes. Do not force talking. Peo-
ple choose their own times and situations to share feelings —
but make it clear that you can listen if they wish to share their
painful experiences and feelings.

3. Encourage finding simple ways to enjoy positive memories
of the past (e.g. through photographs and stories).

4. Provide reassurance that unbearable, painful feelings can
decrease over time.

5. Recommend adequate rest and exercise.

6. Help the individual understand that it is not unusual for peo-
ple to experience dreams, nightmares, visions or desire to talk
to the dead.
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7. Recommend avoiding making large, complex decisions.

8. Help the individual be aware that there may be events or
circumstances when painful feelings about the loss are
triggered (e.g. birthdays, anniversaries, other deaths,
etc...). Being prepared for this will diminish the impact.

9. Help one understand that loss involves change and that
new activities or relationships may be a part of the change.
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Loss & Bereavement in Children

A) General

Children at different stages of development have different reac-
tions to loss. Some individuals may develop an understanding
sooner or later than their peers, however, in general, children
begin to develop an understanding of the finality of death
around the age of five. Studies (western) indicate that children
who suffer an early bereavement have a higher incidence of
psychiatric disorders in later childhood. In addition, adults
who are bereaved of a parent in childhood are more vulnerable
to psychiatric disorders than the general population. When
additional losses are experienced, they may be more prone to
depression and anxiety than the general population.

B) Children Under Age 5

Under five, children do not understand the irreversibility of
death. Children under five generally demonstrate unrealistic or
“magical” thinking that results in misconceptions about causes
and effects. They also have an egocentric or self-centered view
of the world leading to a feeling of responsibility for a death
(e.g. “Mommy won’t come back because I was naughty...”).
Reactions are similar to those following any separation where
the longer the absence, the greater the distress. A child may
appear detached as though he or she does not care.
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C) Children Age 5 — 10years

After the age of five, children can understand that death is
irreversible, however, they still may not regard it as some-
thing that can affect them. They may continue to have
some magical, concrete, and egocentric thinking. Children
at this age have a concept of good and bad, become curi-
ous about cause and effect, and are able to articulate con-
cern for others. Children may express the desire to stay
connected to the dead parent.
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D) Age 10 - Adolescence

During this stage, children begin to develop an understanding of
abstract concepts regarding death (e.g. death is universal and
inevitable and can affect them personally). They also become
aware of inconsistencies and can experience the conflict between
concepts such as justice versus injustice and the desire for inde-
pendence versus the need for closeness. Death can feel confus-
ing and conflictual - individuals at this age may express feelings
of indifference, detachment, identification, or nostalgia. Addi-
tional common immediate reactions to death for children in this
age range are listed in the box below.

Common Immediate Reactions to Death/Loss (children age 10-
adolescence)

Shock & disbelief Guilt, self-reproach and shame
Dismay and protest Physical complaints

Apathy and feeling stunned School problems

Continuation of usual activities Regressive behavior

Anxiety Social isolation

Vivid memories Fantasies

Sleep problems Personality changes

Sadness and longing Pessimism about the future
Anger and acting out behavior Rapid maturing
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E) Guidelines for Managing Loss & Bereavement in Chil-
dren

When a child has experienced a loss, it is best not to hide
the truth. Children need clear, honest, consistent explana-
tions appropriate to their level of development. They need
to accept the reality of the loss not to be protected from it.
Magical thinking should be explored and corrected. What
is imagined may be worse than reality and children may be
blaming themselves for events beyond their control. En-
courage a supportive environment where open communi-
cation is possible, difficult questions are answered, and
distressing feelings are tolerated. Allow children to ex-
press grief in a manner they find appropriate, to express to
the people they most trust and feel comfortable, and to
express at a time of their choosing.

If a child has lost a parent or significant caretakers, the
child will need to be provided consistent, enduring, appro-
priate care. The more continuity with the child’s previous
life, the better. Children may wish to avoid traumatic re-
minders, especially in the beginning, but complete removal
from a familiar environment may cause more pain and
problems in the long term. They should be reunited with
caring extended family if available.
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Loss & Bereavement in Disasters/Catastrophic Emergencies

A disaster or catastrophic emergency may be defined as a sig-
nificant nature-related (e.g. earthquakes, tsunami, hurricanes,
floods, etc) or human-related event (e.g. armed conflict) that
directly threatens life or compromises the basic needs required
to sustain life (i.e. food, shelter, water & sanitation, security,
disease control, or access to health care). Losses and grief
under these circumstances can be devastating and overwhelm-
ing. There may be formal supportive efforts provided by vari-
ous humanitarian organizations or less formal support by indi-
viduals and other neighboring communities.

For organizations lending aid, the Inter-agency Standing Com-
mittee (IASC) Task Force on Mental Health and Psychosocial
Support has developed guidelines for primary (acute phase)
and secondary/comprehensive (reconsolidation phase) social
and psychological interventions that may be useful in helping
individuals and communities recover constructively (see the
chapter, “An Approach to Care: Crisis Situations—Disaster/
Emergency Settings”).
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MATERNAL MENTAL HEALTH

Maternal mental health disorders are a public health challenge
posing a significant personal, social, and economic burden on
women, their babies, their families, and society. Studies indicate
that depression and anxiety are about two times as prevalent
worldwide in women than in men and tend to occur at their high-
est rates during childbearing years (i.e. puberty to menopause).
The incidence of depression and anxiety is highest in the year
following delivery compared to during pregnancy or at a time of
no pregnancy. In developed countries, suicide is one of the most
common causes of maternal death during the year after delivery.
While psychosis post-partum is uncommon, in developing coun-
tries, rates may be higher (due to infection as a contributing fac-
tor).

Risk Factors for Developing Mental Health Disorders (during
pregnancy and in the first year following delivery)

poverty

extreme stress

exposure to domestic, gender-based, or sexual violence
limited social support network

natural disasters or emergency & conflict situations mi-
gration

M
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Pregnancy & Mental Health

While the majority of women cope well with the changes as-
sociated with pregnancy and motherhood, some experience
distress that can potentially affect the health of both mother
and child. Major depression and some anxiety disorders are
common in the general population and may also be seen in
pregnant women.

Other issues that may occur as a result of maternal mental
disorders during pregnancy include poor sleep, poor eating
and inadequate weight gain, increase in stress hormone poten-
tially (causing high blood pressure, pre-eclampsia, & early/
complicated delivery for the mother and impaired growth for
the developing baby), poor motivation to seek prenatal, peri-
natal, and postnatal care, and alcohol and other substance
abuse (e.g. cigarettes, illicit drug).

Although conditions such as depression and anxiety may be
treated with medication, drugs are used with significant cau-
tion during pregnancy. There have been studies with some
antidepressant agents that indicate efficacy but these studies
are very limited and still advise caution due to the potential
risk to the fetus.

Helping the mother make lifestyle adjustments and utilize the
support of