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INTRODUCTION

PHS 505 Community Mental Health focuses on the study of talehealth
and psychiatry as an aspect of community healthitasdlesigned to afford
you the opportunity to apply the knowledge of comitywhealth to the care
of patients in any setting. It is also designeldip you develop such skills as
required of professionals to handle interpersondlgroup problems.

It is believed that primary groups are essentightwelfare of individuals
thus; attention is paid to the role of the familythe care of the sick. Because
the three aspects of healthcare (preventive, agrand rehabilitative) are
complementary, you will have the opportunity to tjggpatein rendering
these three aspects to your clients/patients.

Psychiatry is a branch of medical science thatsdeath the study and
treatment of mental diseases. It deals with thelmemotions and behaviour
of man scientifically; the least understood aspexftthe human/animal.
Psychiatry, also known as psychological medicia¢hé branch of medicine
that deals with the diagnosis, treatment and pteweof mental illnesses.
Psychiatric illness is characterised by a breakdawine normal pattern of
thought, emotion and behaviour. Psychiatric symgtgroblems and illness
of all kinds are extremely common throughout lifeil community mental
health is a specialised branch of community healtiwhich the community
health practitioner utilises his/her own persogakhowledge of psychiatric
theory and the available environment to effect dpheutic changes in
patients’ thoughts, feelings and behaviour. Thétglto effect these changes
varies according to experience and education. Tieeapeutic role of the
community health psychiatric officer cannot be digsdl only in terms of
attitudes, feelings, relationships and understapdihat the nurse brings as
a person to the treatment situation is directhatesl to his/her therapeutic
effectiveness.

Psychiatry is concerned with the promotion of mehtalth, prevention of
mental disorders and the community health careatépts who suffer from
mental disorders. Thus, community health psychigtityhe process whereby
the community health practitioner assists persathgreas individuals or in
groups, in developing a more positive self-concaptpre harmoniouspattern
of interpersonal relationships and a more prodeatole in society.
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WHAT YOU WILL LEARN IN THIS COURSE

The overall aim of PHS 505: Community Mental Hea#tlio enable you to

have foreknowledge on the following: Functional ghegtric disorders such
as schizophrenia, mood disorders, psychoneurosggmnic disorders,

substance abuse, alcoholism, epilepsy, therapmdttalities in psychiatry,

crisis intervention, community mental health, legabects of mental health,
history taking of psychiatric patients, electro-golsive therapy,occupational
and recreational therapies, rehabilitation and Ipisyic pharmacology.

These blocks of knowledge are important for yoa asientific community

health practitioner in order to meet the changiegds of the profession.
You will be given sufficient ground to achieve thighich should provide you
with the necessary basis for further study.

COURSE AIMS

The aim of this course can be achieved by adegesp®nse to the following
guestions:

- describe various functional psychiatric disorders

- explain the concept of schizophrenia

- outline the types of mood disorders

- discuss the psychoneuroses

- describe organic psychiatric disorder.

- outline the substances commonly abused

- explain the concept of alcoholism

- discuss the meaning and management of epilepsy
- discuss various therapeutic modalities in psychiatr
- explain the concept of crisis intervention

- describe community mental health

- discuss the legal aspects of mental health

- explain how history taking of psychiatric patierg<arried out
- describe electro-convulsive therapy

- discuss occupational and recreational therapy

- explain the concept of rehabilitation

- outline the various drugs used in psychiatry.

COURSE OBJECTIVES

To achieve the aims set out above, there are dwdygctives that must be
met. Each unit also has specific objectives asawed in the study units at
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the beginning of each unit, you need to read thanefally and you can

always refer to them in the course of your readindo a self-evaluation in

order to be sure that you have done what is regufegou as a learner by the
unit.

WORKING THROUGH THIS COURSE

In order to successfully complete this course, goel required to read the
study units, the reference books and other masenabvided by the

university. Each unit also contains Tutor-Markedsigaments which would

be of tremendous assistance to you.

COURSE MATERIALS
Major components of the course are:

¢ Course Guide
e Study Units
¢ References/Further Reading

STUDY UNITS

The study units in this course are as follows:

MODULE 1 FUNCTIONAL PSYCHIATRIC DISORDERS -

AFFECTIVE |
Unit 1 Schizophrenia
Unit 2 Mood Disorders
Unit 3 Psychoneurosis

MODULE 2 ORGANIC MENTAL DISORDERS

Unit 1 Organic Mental Disorders
MODULE 3
Unitl Drug Abuse and Drug Addiction

Unit 2 Alcoholism
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MODULE 4

Unit 1 Epilepsy

Unit 2 Therapeutic Modalities in Psychiatry

Unit 3 Therapeutic Modalities in Psychiatry Il (Rhplogical
Therapy)

Unit 4 Therapeutic Modalities in Psychiatry 11l

MODULE 5

Unit 1 Crisis Intervention

Unit 2 Community Mental Health Nursing

Unit 3 Legal aspects of Mental Health Nursing

MODULE 6

Unit 1 Methods of Assessment in Psychiatry

Unit 2 Electroconvulsive Therapy

Unit 3 Rehabilitation

Unit4 Behavioural Syndromes

ASSESSMENT

There are two aspects to the assessment of thisecothe tutor-marked
assessment (TMA) and the end of the course exaimmat

In dealing with the assignments, you are expectedpply information,
knowledge and strategies gathered during the course

TUTOR-MARKED ASSIGNMENT (TMA)

Each unit has tutor-marked assignment questionsay® expected to submit
them to your facilitator in accordance with thesdiives of the university.

SUMMARY

PHS 505 is a community mental health course and wpmpletion of this
course, you will be equipped with the required kiealge to meet the needs
of your mentally disordered clients/patients andifees.

Vi
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MODULE 1 FUNCTIONAL PSYCHIATRIC
DISORDERS — AFFECTIVE |

Unit 1 Schizophrenia

Unit 2 Mood Disorders

Unit 3 Psychoneurosis

UNIT 1 SCHIZOPHRENIA
CONTENTS

1.0 Introduction

2.0 Objectives

3.0 Main Content
3.1 Schizophrenia
3.2 Definition of Schizophrenia
3.3 Epidemiology

3.4 Etiology
3.5 Schneider's First-Rank Symptoms of Schizophrenia
(SFRS)

3.6  Clinical Features
3.7 Clinical Types
3.8 Course and Prognosis
3.9 Treatment
3.10 Management
3.11 Management for Patient who Exhibits Withdrawn
Behaviour
4.0 Conclusion
5.0 Summary
6.0 Tutor-Marked Assignment
7.0 References/Further Reading

1.0 INTRODUCTION

This module is on Functional Psychiatric Disord&Hective | and its
first study unit is based on schizophrenia. Schizepia is a majormental
disorder which affects the mood.

2.0 OBJECTIVES
By the end of this unit, you should be able to:

. define schizophrenia
. enumerate predisposing factors to schizophrenia
. list the signs and symptoms of schizophrenia
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. describe the types of schizophrenia
. explain the management of schizophrenia.

3.0 MAIN CONTENT

3.1 Schizophrenia

The word “Schizophrenia” was coined in 1908 by 8veiss psychiatrist
Eugen Bleuler. Itis derived from the Greek wasklszo (split) andphren
(mind).

In ICD10, schizophrenia is classified under theecba.
3.2 Definition of Schizophrenia

Schizophrenia is a psychotic condition charactdrisga disturbance in
thinking, emotions, volitions and faculties in tipeesence of clear
consciousness, which usually leads to social wétivei.

3.3 Epidemiology

Schizophrenia is the most common of all psychiadligorders and is
prevalent in all cultures and in all parts of therld. About 15% of new
admissions in mental hospitals are schizophreniema. It has been
estimated that patients diagnosed as having sdimieo@ occupy 50%
of all mental hospital beds.

About 3-4/1000 in every community suffers from zdmphrenia. About
1% of the general population stands the risk ofetiging this disease
in their lifetime.

Schizophrenia is equally prevalent in both men aathen. The peak
ages of onset are 15 to 25 years for men and 35 jears for women.

About two-thirds of cases are in the age group=fal30 years and the
disease is more common in lower socio-economicgsou

3.4 Etiology

The cause of schizophrenia is yet uncertain. Howeegne of thefactors
involved may be:

3. 4.1 Genetic Factors

The disease is more common among people born caoguineous
marriages. Studies show that relatives of schizaphs have a much

2
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higher probability of developing the disease thHandeneral population.
The prevalence rate among family members of schizpcs is as
follows:

Children with one schizophrenic parent: 12%
Children with both schizophrenic parents: 40%
Siblings of schizophrenic patients: 8%
Second-degree relatives: 5-6%

Dizygotic twins of schizophrenic patients: 12%
Monozygotic twins of schizophrenic patients: 47%

3. 4.2 Biochemical Factors

Dopamine hypotheses: This theory suggests thaxe@ess of dopamine-
dependent neuronal activity in the brain may caebézophrenia.

Other biochemical hypotheses: Various other biocbal® have been
identified in the predisposition to schizophreni@hese include
abnormalities in the neurotransmitters: norepinge@hr serotonin,
acetylcholine and gamma-aminobutyric acid (GABA), nda
neuroregulators such as prostaglandins and enasrphi

3. 4.3 Psychological Factors

Family relationship acts as a major influence ie tevelopment of the
illness:

Mother-child relationship: Early theorists charaisted the mothers of
schizophrenics as cold, over-protective and dominggethus retarding
the ego development of the child.

Dysfunctional family system: Hostility between pat® can lead to a
schizophrenic daughter (marital skew and schism).

Double-bind communication (Bateson et al, 1956jeRi& convey two or
more conflicting and incompatible messages at éngestime.

3.4.4 Social Factors

Studies have shown that schizophrenia is more fEewvm areas of high
social mobility and disorganisation, especially agmonembers of very
low social classes. Stressful life events alsopracipitate the disease in
predisposed individuals.
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3.5 Schneider's First-Rank Symptoms of Schizophrenia
(SFRS)

Kurt Schneider proposed the first rank symptomsdafizophrenia in
1959. The presence of even one of these symptormnsdered to be
strongly suggestive of schizophrenia. They include:

. Hearing one’s thoughts spoken aloud (audible thtaugin thought

echo)

. Hallucinatory voices in the form of statement aeply (the patient
hears voices discussing him in the third person)

. Hallucinatory voices in the form of a running commtagy (voices

commenting on one’s action)
. Thought withdrawal (thoughts cease and subject resqpees them
as removed by an external force)

. Thought insertion (subject experiences thoughtosed by some
external force on his passive mind)
. Thought broadcasting (subject experiences thathusghts are

escaping the confines of his self and are beingerepced by
others around him)

. Delusional perception (normal perception has a gbeivand
illogical meaning)

. Somatic passivity (bodily sensations especiallyssepsymptoms
are experienced as imposed on the body by sommakferce)

. Made volition or acts (one’s own acts are expeeenas being
under the control of some external force, the stitijeing like a
robot)

. Made impulses (the subject experiences impulsesberg
imposed by some external force)

. Made feelings or affect (the subject experiencesirfgs as being

imposed by some external force).

3.6 Clinical Features

The predominant clinical features in acute schizepia are delusions,
hallucinations and interference with thinking. feeas of this kind are
often called positive symptoms or psychotic feagumhile most of the
patients recover from the acute illness, some pssgito the chronic
phase, during which time the main features arectwke flattening or
blunting, avolition-apathy (lack of initiative), tehtional impairment,
anhedonia (inability to experience pleasure), adibgi alogia (lack of
speech output). These are known as negative synsptonce the chronic
syndrome is established, few patients recover ceteiyl

The signs and symptoms commonly encountered inzgphrenic
patients may be grouped as follows: 4
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3.6.1 Thought and Speech Disorders

. Autistic thinking (preoccupations that totally remeoa person
from reality)
. Loosening of associations (a pattern of spontaneme®ch in

which the things said in juxtaposition lack a meagful
relationship with each other)
. Thought blocking (a sudden interruption in the thloiprocess)

. Neologism (a word newly coined, or an everyday wasdd in a
special way, not readily understood by others)

. Poverty of speech (decreased speech production)

. Poverty of ideation (speech amount is adequate doutent
conveys little information)

. Echolalia (repetition or echo by the patient ofwwads or phrases
ofexaminer)

. Perseveration (persistent repetition of words enths beyond the
point of relevance)

. Verbigeration (senseless repetition of some worgshoases over
and over again)

. Delusions of various kinds i.e. delusions of peusea (being

persecuted against); delusions of grandeur (theflaelat one is
especially very powerful, rich, born with a specrassion in life);
delusions of reference (being referred to by odhelslusions of
control (being controlled by an external force)nsdic delusions

. Other thought disorders are over inclusion (tendimgnclude
irrelevant items in speech), impaired abstracticoncretenessand
ambivalence.

3.6.2 Disorders of Perception

. Auditory hallucinations (described under SFRS)

. Visual hallucinations may sometimes occur alonghveuditory
hallucinations; tactile, gustatory and olfactorpag are far less
common.

3.6.3 Disorders of Affect

These include apathy, emotional blunting, emotioshkllowness,
anhedonia and inappropriate emotional responsesindapacity of the
patient to establish emotional contact that leads tack of rapport with
the examiner.
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3.6.4 Disorders of Motor Behaviour
There can be either an increase or a decreaseyamgrgotor activity.

Mannerisms, grimacing stereotypes, decreased aedf-and po-
grooming is common features.

3.6.5 Other Features

. Decreased functioning in work, social relations aetf-care, as
compared to earlier life

. Loss of ego boundaries

. Loss of insight

. Poor judgement

. Suicide can occur due to the presence of assoctEpression,

command hallucination, impulsive behaviour, or netaf insight
that causes the patient to comprehend the devastatture of
the illness and take his life

. There is usually no disturbance of consciousneggntation,
attention, memory and intelligence
. There is no underlying organic cause.

3.7 Clinical Types
Schizophrenia can be classified into the followsug-types:

Paranoid

Hebephrenic (disorganised)
Catatonic

Residual

Undifferentiated

Simple

Post-schizophrenic depression

NogokwbhE

3.7.1 Paranoid Schizophrenia

The word ‘paranoid’ means ‘delusional’. Paranoidhisophrenia is at
present the most common form of schizophrenia.dharacterised by the
following features (in addition to the general teat already described):

. Delusions of persecution: In persecutory delusiandividuals
believe that they are being malevolently treatedsome way.
Frequent themes include being conspired againsgtel, spied
upon, followed, poisoned or drugged, maliciously ligreed,
harassed or obstructed in the pursuit of long-tgoals
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. Delusions of jealousy: The content of jealous dehscentres on
the theme that the person’s sexual partner istinfifi The idea is
held on inadequate grounds and is unaffected biponait
judgement

. Delusions of grandiosity: Individuals with grandsoslelusions
have irrational ideas regarding their own wortHeri§ knowledge
or power. They may believe that they have a speelationship
with famous persons, or grandiose delusions ofigises nature
may lead to the assumption of the identity of aagmeligious
leader

. Hallucinatory voices that threaten or command tlaéiept, or
auditory hallucinations without verbal form, suck &histling,
humming and laughing

. Other features include disturbance of affect (thowdfective
blunting is less than in other forms of schizoplagnvolition,
speech and motor behaviour.

Paranoid schizophrenia has a good prognosis ifeezarly. Personality
deterioration is minimal and most of these pati@an¢sproductive and can
live a normal life.

3.7.2 Hebephrenic (Disorganised) Schizophrenia

It has an early and insidious onset and is ofteso@ated with poor
premorbid personality. The essential features ohelmarked thought
disorder, incoherence, severe loosening of assomcsatand extreme
social impairment. Delusions and hallucinations fe®mentary and
changeable. Other oddities of behaviour includessless giggling,
mirror-gazing, grimacing, and mannerisms etc. Tharge is chronic
and progressively downhill without significant ressions. Recovery
classically never occurs and it has one of the iwmnsgnoses among all
the sub-types.

3.7.3 Catatonic Schizophrenia

Catatonic (Cata-disturbed) schizophrenia is charsed by marked
disturbance of motor behaviour. This may take thenfof catatonic

stupor, catatonic excitement and catatonia altergaetween excitement
and stupor.
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Clinical features of excited catatonia include:

J Increase in psychomotor activity (ranging from lestness,
agitation, excitement, aggressiveness to at timeslent
behaviour)

. Increase in speech production

. Loosening of associations and frank incoherence.

Sometimes, excitement becomes very severe andc@mganied by
rigidity, hyperthermia and dehydration and can eisudeath. It is then
known as acute lethal catatonia or pernicious catat

Clinical features of retarded catatonia (catatshipor):

. Mutism: Absence of speech

. Rigidity: Maintenance of rigid posture against effoto be
moved

. Negativism: A motiveless resistance to all commandd
attempts to be moved, or doing just the opposite

. Posturing: Voluntary assumption of an inappropriatel often
bizarre posture for long periods of time

. Stupor: Subject does not react to his surroundamgsappears to
be unaware of them

. Echolalia: Repetition or mimicking of phrases ordeheard

. Echopraxia: Repetition or mimicking of actions otveel

. Waxy flexibility: Parts of body can be placed insiimns that will
be maintained for long periods of time, even ifyw@ncomfortable
(flexible like wax)

. Ambitendency: A conflict to do or not to do, e.q asking to put
out tongue, it is slightly protruded but taken badain.
. Automatic obedience: Obeys every command thoughdsefirst

been told not to do so.

3.7.4 Residual Schizophrenia

Symptoms of residual schizophrenia include emotioblinting,
eccentric behaviour, illogical thinking, social adrawal and loosening
of associations. This category should be used \eme has been at least
one episode of schizophrenia in the past but witboaminent psychotic
symptoms at present.

3.7.5 Undifferentiated Schizophrenia

This category is diagnosed either when featuresoosubtype are fully
present or features of more than one subtype dribited.
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3.7.6 Simple Schizophrenia

This is characterised by early and insidious ornmefgressive course,and
presence of characteristic negative symptoms, vdgpechondriacal

features, wandering tendency, self-absorbed idteaed aimless activity.

It differs from residual schizophrenia in that tharever has been an
episode with all the typical psychotic symptomse fitognosis is very
poor.

3.7.7 Post-Schizophrenic Depression

Depressive features develop in the presence aluakor active features
of schizophrenia and are associated with an inetedsk of suicide.

3.8 Course and Prognosis

The classic course is one of exacerbations andsssonis. In general,
schizophrenia has been described as the mostingpotd devastating of
all psychiatric illnesses. Several studies havendothat over the 5-10
years period after the first psychiatric hospitisn for schizophrenia,
only about 10 to 20% of patients can be descritedhaving a good
outcome. More than 50% of patients have a pooroougs with repeated
hospitalisations.

Prognostic Factors in Schizophrenia

Good prognostic factors Poor prognostic factors
Abruptor acuteonse Insidiousonse

Lateronse Younge onse

Presenc of precipitatin¢ factor Absenciof precipitatin¢ factot
Gooc premorbic personalit Pool premorbic personalit
Paranoitanc catatonit subtype Simple undifferentiate: subtype
Shor duration (<6 months Longduration:(>2 year:
Predominance of positive| Predominance  of negative|
symptoms Symptoms

Family history of mooc disorder | Family history of schizophreni
Gooc socia suppor Pooi socialsuppor

Femal¢se> Male se»

Marriec Single divorcec or widowec
Out-patien treatmer Institutionalisatiol
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3.9 Treatment
3.9.1 Pharmacotherapy

An acute episode of schizophrenia typically respgotadtreatment with
classic antipsychotic agents, which are most effedn its treatment.
Some commonly used drugs include:

Chlorpromazine: 300-1500 mg/day PO; 50-100 mg/day |
Fluphenazine decanoate: 25-50 mg IM every 1-3 weeks
Haloperidol: 5-100 mg/day PO; 5-20 mg/day IM
Trifluoperazine: 15-60 mg/day PO; 1-5 mg/day IM
Clozapine: 25-450 mg/day PO

Risperidone: 2-10mg/day PO

3.9.2 Electroconvulsive Therapy (ECT)
Indications for ECT in schizophrenia include:

. Catatonic stupor

. Uncontrolled catatonic excitement

. Severe side-effects with drugs

J Schizophrenia refractory to all other forms of treant.

Usually 8-12 ECTs are needed.

3.9.3 Psychological Therapies

Group therapy: The social interaction, sense of cohesiveness,
identification and reality testing achieved wittiire group setting have
proven to be highly therapeutic for these individua

Behaviour therapy: Behaviour therapy is useful in reducing the
frequency of bizarre, disturbing and deviant bebawviand increasing
appropriate behaviours.

Social skills training: Social skills training addresses behaviours such
as poor eye contact, odd facial expressions arkd daspontaneity in
social situations through the use of videotapede-ptaying and
homework assignments.

Cognitive therapy: Used to improve cognitive distortions like reducing
distractibility and correcting judgement.

10
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Family therapy: Family therapy typically consists of a brief prograf
family education about schizophrenia. It has bemmd that relapse
rates of schizophrenia are higher in families withh expressed emotions
(EE), where significant others make critical comiserxpress hostility
or show emotional over-involvement. The significaathers are,
therefore, taught to decrease expectations andyféensions, apart from
being given social skills and training to enhancenmunication and
problem-solving.

3.9.4 Psychosocial Rehabilitation

This includes activity therapy to develop the whdbit, training in a new
vocation or retraining in a previous skill, vocat guidance and
independent job placement.

3.10 Management
Assessment

Assessment of the schizophrenic patient may benplex process, based
on information gathered from a number of sourceshiZ®phrenic
patients in an acute episode of the illness ardogelable to make a
significant contribution to their history. Data mag obtained from family
members if possible, old records if available, ronf other individuals
who are in a position to report on the progressidrthe patient’s
behaviour.

Nursing Diagnosis |

Alteration in thought processes is related to trability to trust, panic,
anxiety, evidenced by delusional thinking, inalilto concentrate,
impaired volition, and extreme suspiciousness béis.

Objective: The patient will eliminate patterns @lusional thinking and
demonstrate trust in others.

11
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Interventions

Rationale

(&) Convey acceptance of t
patient's need for the false beli¢
but that you do not share the beli¢

h&he client must understand that

n)
L

of,

fyou do not view the idea as real.

(b) Do not argue or deny the belig

fArguing or denying serves 1

useful purpose as delusional id¢
are not eliminated by this approa
further, this may adversely affe
the development

of a trusting relationship.

(c) Reinforce and focus on realit
Discourage long discussions ab
irrational thinking. Instead, talk

about real events and real people

yDiscussions that focus on the fa
bideas are purposeless and use
and may even aggravate the
.condition.

(d) If the client is highly
suspicious, the followin
interventions may help:

use same staff as far
possible; be honest and ke
all promises
avoid physical contact in th
form of touching the patier
etc;

avoid laughing, whisperin
or talking quietly where th
client can see but cannot hg¢
what is being said;

use assertive, matter-of-fa

avoid competitive activities;

J
a0 promote trust

ep

glo prevent the client from feelin
itthreatened

g'dO'

e
par
.-do-
Ct.

0]

2as
th;
ct

se
less

yet friendly approach

12
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Sensory-perceptual alteration: Auditory/visualatetl to panic anxiety,
withdrawal into self, evidenced by inappropriatspenses, disordered

thought process, poor concentrat

ion and disoriemtat

Objective: The patient will be able to define ardttreality, eliminating

the occurrence of hallucinations.

Intervention

Intervention

Rationalt

(a) Observe the client for signs
hallucinations  (listening, pos
laughing or talking to self,
stopping in mid-sentence).

cEarly intervention may preve
eaggressive responses to comm
hallucinations.

(b) Avoid touching the clien
without warning.

tThe client may perceive touch
threatening may respond in an
aggressive manner.

(c) An attitude of acceptance wi
encourage the patient to share
consent of the hallucination with

ilThis is important to preventpossik

tirgury to the patient or other

from command

instead of words like “they” tha
imply validation. Say “Ever
though | realise the voices are r¢
to you, | do not hear any voice
speaking”.

you. hallucinations.
(d Do not reinforce theThe client should know that you ¢
hallucinations. Use “the voices’hot share the false perception.

At
I
pal

=S

(e) Help the client understand t
connection between anxiety anc
hallucinations.

hH the client can learn to interruj
] rising anxiety, hallucinations mg
be prevented.

() Try to distract the client awa
from the hallucinations an
involve him in interpersona
activities and actual situations.

yThis is to bring the client back 1
dreality.
|l

Nt
and

as

e

e}

3

o
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Diagnosis llI

Social isolation is related to the inability tostppanic anxiety, delusional
thinking, evidenced by withdrawal, sad, dull affggteoccupation with
own thoughts, expression of feelings of rejectibaloneness imposed by
others.

Objective: Patient will voluntarily spend time witsther patients and
staff members in group activities on the unit.

Intervention

Intervention Rationalt

(a) Convey an accepting attitudeb¥his increases feelings of self-
making brief, frequent contactsworth and facilitates trust.

Show unconditional positive
regard.

(b) Offer to be with the clientThe presence of a trustedindividyal
during group activities that hefindprovides emotionalsecurity for the
frightening or difficult. client.
Involve the client gradually ir
different activities on the unit.

-

(c) Give recognition and positivePositive reinforcement enhandges
reinforcement for the client’'sself-esteem and encourages
voluntary interaction with others. | repetition of acceptable behaviouy

-

Diagnosis IV

Potential for violence, self-directed or directed aghers, related to
extreme suspiciousness, panic anxiety, catatoniciteement, rage
reactions, command hallucinations, evidenced bysighl violence,
destruction of objects in the environment, selftdegive behaviour or
active aggressive suicidal acts.

Objectives: Patient will not harm himself or others

14
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Diagnosis V

Interventior Rationalt

(a) Maintain low level of stimuli in Anxiety level rises in a stimulating

the client's environment (lowenvironment and may trigger aff

lighting, low noise, few people, | aggression.

simple decoration, etc).

(b) Observe client's behaviouClose observation is necessary|so

frequently. that intervention can occur |if
required, to ensure client's and

You should do this while carryingother’s safety.

out routine activities. To avoid creating suspiciousness in
the individual.

(c) Remove all dangerous objecfBo prevent the client from using

from the client’s environment. them to harm self or others in an
agitated, confused state.

(d) Redirect violent behaviour withPhysical exercise is a safe and

physical outlets for the anxiety. | effective way of relieving pent-up
tension.

(e) Staff should maintain a calmAnxiety is contagious and can be

attitude towards the client. transmitted from staff to client.

(f) Have sufficient staff availabletoThis shows the client evidence (of

indicate a show of strength totheontrol over the situation and

client if it becomes necessary. | provides some physical security for
the staff.

(g) Administer tranquilisers adf the client is not calmed by

prescribed. Use of mechani¢dtalking down” or the use of

restraints may become necessarymedications, restraints may have| to

in some cases. be used as a last resort.

Impaired verbal communication related to panic atyxi disordered,
unrealistic thinking, evidenced by loosening ofcasstions, echolalia,
verbalisations that reflect concrete thinking andrmeye contact.

Objective: Patient will be able to communicate appiately and
comprehensible by the time of discharge.

15
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Interventions

Rationale

€)) Attempt to

incomprehensible communicatiopatient
validation andthers, while the responsibility f

pattern.  Seek
clarification by stating “Is it wh
you mean...?” or “l do nﬂ
understand what you mean by th
Would you please clarify it for
me?”

decodeThese techniques reveal how

is being perceived

tnot understanding is accepted
tthe nurse.
at.

the

by
or

by

(b) Facilitate trust an
understanding by maintaining st:
assignments as consistently
possible.  The technique
verbalising the implied is used wi
the client who is mute (eitherunakl

or unwilling to speak). For example,

“That must have been a ve

difficult time for you when your

mother left. You must have
felt all alone”.

alind encourages the client
aBsclose painful issues.

of

th
e

ry

dThis approach conveys empathy

to

(c) Anticipate and fulfill client’s
needs until functiona

lin some patients who may need

communication pattern returns.

assistance initially.

Self-care ability may be impaired

Diagnosis VI

Self-care deficit related to withdrawal, panic atyj perceptual or
cognitive impairment, evidenced by difficulty in rcging out tasks
associated with hygiene, dressing, grooming, eatitoileting.

Objective: Patient will demonstrate ability to meetf-care needs

independently.

16
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Interventions

Rationale

(&) Provide assistance with se
care needs as required. So
patients who are severely

withdrawn may require total care,

IPatient safety and comfort 3
nmeirsing priorities.

(b) Encourage the client to perfor
independently as many activities
possible. Provide positiV
reinforcement for independent
accomplishments.

nndependent accomplishment &
aginforcement enhance self-este
eand promote the repetition
desirablebehaviour.

nd

of

(c) Creative approaches may ne
to be used with the client who
not eating because he is suspici
of being poisoned (e.g. allow tk
client to open own canned
packaged foods, etc). If eliminatic
needs arenot being met, establis
structured schedule to help

rdb ensure that self-care needs
isnet.

DUS

ne

or

DN

h a

he

are

client fulfilthese needs until he |fis

able to do so

independentl

Diagnosis VI

Ineffective family coping related to highly ambieat family

relationships, impaired family communication, ewvided by neglectful
care of the client, extreme denial or prolonged-@ancern regarding his

illness.

Objective: Family will identify mo

re adaptive cogirstrategies for

dealing with patient’s illness and treatment regime

17
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Intervention

Rationale

(a) Identify the role of the client i
the family and how it is affected I
his illness. Identify the level ¢
family functioning. Asses
communication patterns
interpersonal relationships betwe
the members, problem-solvir
skills and availability of suppot
systems.

nThese factors will help to identif
yow successful the family is

fdealing with stressful situatior
sand areas where assistance
srequired.

en

9

t

(b) Provide information to theKnowledge

family about the client’s illness, th
treatment regimen, long-ter
prognosis.

and understandit
ebout what to expect may facilita
nhe family's ability to successfull
integrate the schizophrenic patie
into the system.

(c) Practice with family member
how to respond to bizarrebehavic

and communication patterns anice of what they may consid

when the client
becomes violent.

SA plan of action will assist th
damily to respond adaptively in th

being a crisis situation.

y

NS

9
te

y
Nt

4%

e

Evaluation
The following questions may facil

itate the procebsvaluation:

Has the patient established trust with at leastsbai® member?

Is the patient able to interact with others appedply?

out all activitiesdafily living

of Patient who Exhibits Withdrawn

[ ]

. Is delusional thinking still prevalent?

. Are hallucinations still evident?

[ ]

. Is the patient able to carry
independently?

3.11 Management
Behaviour

The term withdrawn behaviour is used to descrilbkemt’s retreat from
relating to the external world. Withdrawn behaviotan occur in

conjunction with a number of

mental health problenrcluding

schizophrenia, mood disorders and suicidal behaviou

18
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Characteristics of Withdrawn Behaviour Pattern

. Withdrawn behaviour patterns may present the pectdia lonely
individual who does not respond to the environméig. may
walk up and down talking to himself or may standsdrin the
corner assuming unusual and most uncomfortabléiposi

. He has difficulty in expressing his feelings, sonhay present the
picture of a totally apathetic person, or he magresgs them in
inappropriate ways

J Ambivalence is another characteristic that mightseen in a
withdrawn patient. For example, he may love aneé lagberson at
the same time

. Disordered thought process is another featureiphitient. The
outward expression of this disorganisation can Ipeeaningless
jumble of words/sentences, or making up of new worthe
patient can also experience sudden thought blogke’creates his
own world, the world becomes filled with his owrocted ideas
and thoughts

. Regression is another process predominant in adveittn patient.
When it becomes severe, physical needs like skesp,nutrition
and hygiene may be interfered with.

Interventions

. In taking care of a withdrawn patient, the nursghmbe faced with
many problems. Communication and interpersonatiogiships
are the biggest difficulties because the withdrgatient tends to
use symbolised language, or may prefer to relyoonverbal
behaviour completely. Establishing initial contasing calm, non-
threatening and consistent approaches is impoitamtcessitates
a lot of hard work and patience from thehealticftianers as the
patient needs a long period of testing out befaditmally trusts
the nurse.

. Dealing with hallucinations and delusions may Ipeadlem as this
happens in accordance with the patient’s own setited world.
Anybody who is trying to destroy that comfortablend may be
seen by the patient as a threat to him and to acurgy.
Disintegration in thinking is what makes the withdn patient the
worst of the mentally ill. As this process can gofor a long time
before it is noticed by others, it is often vertelavhen it is
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identified. This makes it more difficult for the &l#é practitioners
in their efforts to bring the patient back to rgaliA lot of tact
and expert skill is important, and opportunitieswd be created
for the client to recognise the health practiticnes a safe contact
with present reality and to begin to respond.

Regression in the patient causes a difficult pcattproblem, as
the patient has to be considered and taken ca® @athild. At the
same time, he has to be treated as an adult, ifogters adult
characteristics. Providing sensory stimulation, tinge the
client’s physiologic and hygiene needs, and prongpthe client’s
physical activity and interactions with others araportant
interventions.

Certain general principles in working with theséigrats are:avoid
change of staff, reduce the number of staff whok&avith them
and be available when the patient really needsithige. Hemay
perceive the unavailability of the health practigos as another
disappointment in his relationship with people engral.

A one-to-one relationship with the patient is cdesed most
beneficial and least anxiety-producing to the petik is necessary
to encourage reality contact whenever possibletamtiscourage
him from living in the unreal world. This may behaéeved by
providing opportunities for interaction with theateenvironment.

Give the client positive feedback for any responseyour

attempted interaction or to the external environm&radually
increase the amount of time the client spends waiitlers and the
number of people with whom the client interacts.

Active friendliness: As the patient is withdrawndadoes not
approach anybody, the approach has to be madetfrerhealth
practitioner’s side and many attempts will haveb® made to
initiate any conversation or communication.

Kind firmness: This is another attitude that isb® considered
essential. The health practitioners assume firmimegxpecting
the patient to behave in certain ways but shoulgeek the
behaviour in a kind manner without being authontatand
demanding, showing kindness and understanding Miktkning
to the patient, and helping him handle any difficituations.
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SELF-ASSESSMENT EXERCISE

Discuss The etiological factors associated withzaghrenia.
4.0 CONCLUSION
In this unit, you have learnt extensively the dalitypes of schizophrenia

that will guide you in making an adequate obseorain clinical areas
when you go for clinical attachment.

5.0 SUMMARY
You have gone through the meaning of schizophregpademiology,

predisposing factors, clinical features, clinicgpds, treatment and
management. It is no doubt that this unit is anchnrent of knowledge.

6.0 TUTOR-MARKED ASSIGNMENT
1. List and describe the various clinical types ofiasphrenia.

2. Explain the clinical features of each of the typéschizophrenia
mentioned above.

7.0 REFERENCES/FURTHER READING

Adedotun, A. (2000)Basic Psychology and Psychiatric Nursing. lle-
Ife: Basag (Nig) Enterprises.

Udoh, C. O. (2006)Mental and Social Health. Ibadan: Distance

Learning Centre.

Sreevani, R. (2004 A Guide to Mental Health and Psychiatric Nursing.
New Delhi: Jaypee Brothers Medical Publishers () L
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UNIT 2 FUNCTIONAL PSYCHIATRIC DISORDER I
(MOOD DISORDERS)

CONTENTS
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1.0 INTRODUCTION

This unit will take you through the mood disordémsmajor mental
illnesses. Mood disorders are characterised bystuntance of mood,
accompanied by a full or partial manic or depressyndrome which
does not relate to any other physical or mentalrdesy.

2.0 OBJECTIVES
By the end of this unit, you should be able to:

classify mood disorders

describe the clinical features of mania

differentiate between mania and depression

list the types of depression

differentiate between endogenous and reactive dsjore

3.0 MAIN CONTENT

3.1 Mood Disorders

Mood disorders are characterised by a disturbahe®od, accompanied
by a full or partial manic or depressive syndromich isnot a function
of any other physical or mental disorder.

The prevalence rate of mood disorders is 1.5% dnis uniform
throughout the world.
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Classification
According to ICD10 (F3), mood disorders are clasgifis follows:

Manic episode

Depressive episode

Bipolar mood (affective) disorders

Recurrent depressive disorder

Persistent mood disorder (including cyclothymia dgsthymia)
Other mood disorders.

Etiology

The etiology of mood disorders is currently unknowiowever, several
theories have been propounded which include:

Biological Theories

Genetic hypothesis: Genetic factors are very ingmtrin predisposing an
individual to mood disorders. The lifetime risk fdolne first-degree
relatives of patients with a bipolar mood disor@e?5% and of normal
controls is 7%. The lifetime risk for the childrei one parent with
mood disorder is 27% and for both parents with mdsdrder is 74%.
The concordance rate for monozygotic twins is 65% for dizygotic
twins is 15%.

Biochemical theories: A deficiency of norepinepleriand serotonin has
been found in depressed patients and they are tetevMa mania.
Dopamine, GABA and acetylcholine are also presusnavblved.

Psychosocial Theories

Psychoanalytic theory: According to Freud (195frdssion results due
to loss of a “loved object” and fixation in the badistic phase of
development. In this model, mania is viewed asraadlef depression.

Behavioural theory: This theory of depression caisedepressive
phenomena to the experience of uncontrollable svéwicording to this
model, depression is conditioned by repeated ldashe past.

Cognitive theory: According to this theory, depiesss due to negative
cognitions which include:

Negative expectations of the environment
Negative expectations of the self
Negative expectations of the future.
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These cognitive distortions arise out of a defectognitive development
and cause the individual to feel inadequate, westhland rejected by
others.

Sociology theory: Stressful life events, e.g. deathrriage, financial loss

before the onset of the disease or a relapse pyobalbve a formative
effect.

3.1.1 Manic Episode

Mania refers to a syndrome in which the centraluiess are over-active,
mood change (which may be towards elation or biiity) and self-
important ideas.

The lifetime risk of manic episode is about 0.8-IPhis disorder occurs
in episodes lasting usually 3 - 4 months, follovegccomplete recovery.

Classification of Mania (ICD10)

. Hypomania

. Mania without psychotic symptoms
. Mania with psychotic symptoms

. Manic episode unspecified.

Clinical Features

An acute manic episode is characterised by theviallg features which
should last for at least one week: elevated, expars irritable mood

Elevated mood in mania has four stages dependinth@rseverity of
manic episodes:

. Euphoria (Stage 1): Increased sense of psycholbgied-being
and happiness not in keeping with ongoing events.

. Elation (Stage IlI): Moderate elevation of mood wititcreased
psychomotor activity.

. Exaltation (Stage Ill): Intense elevation of moodhndelusions
of grandeur.

. Ecstasy (Stage 1V): Severe elevation of mood, sgesense of

rapture or blissfulness seen in delirious or stapsmania.

Expansive mood is unceasing and unselective emtbmsior interacting
with people and the surrounding environment.

Sometimes irritable mood may be predominant, esfigcivhen the
person is stopped from doing what he wants.

24



PHS 505 COMMUNITY MENTAL HEALTH

There may be rapid, short-lasting shifts from eufhto depression or
anger.

Psychomotor Activity

There is an increased psychomotor activity ran@jiog over activeness
and restlessness to manic excitement. The persaives in ceaseless
activity. These activities are goal-oriented andsdsh on external
environmental cues.

Speech and Thought

. Flight of ideas: Thoughts racing in mind, rapidfshirom one
topic to another.

. Pressure of speech: Speech is forceful, strongdiifidult to
interrupt. Uses playful language with punning, rlryg joking
and teasing and speaks loudly.

. Delusions of grandeur.

. Delusions of persecution.

. Distractibility.

Other Features

. Increased sociabilities

. Impulsive behaviour

J Disinhibition

. Hypersexual and promiscuous behaviour

. Poor judgement

. High-risk activities (buying sprees, reckless drgy foolish
business investments, distributing money or agit¢te unknown
persons)

. Dressed up in gaudy and flamboyant clothes althangéevere
mania there may be poor self-care

. Decreased need for sleep (<3 hrs)

. Decreased food intake due to over-activity

. Decreased attention and concentration

. Poor judgement

. Absent insight.

Treatment

Pharmacotherapy

. Lithium: 900-2100 mg/day

. Carbamazepine: 600-1800 mg/day

. Sodium valproate: 600-2600 mg/day

. Other drugs: Clonazepam, Calcium channel blocletcs,
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Electroconvulsive Therapy (ECT)

ECT can also be used for acute manic excitemembif adequately
responding to antipsychotics and lithium.

Psychosocial Treatment

Family and marital therapy is used to decreaseafautnilial and
interpersonal difficulties and to reduce or modstyessors. The main
purpose is to ensure continuity of treatment ancqadte drug
compliance.

Management

Assessment

Assessment of the manic patient should includesassg the severity of
the disorder, forming an opinion about the cauassessing the patient’s
resources and judging the effects of patient’s tielia on other people.
As far as possible, all relevant data should b&ectd from the patient
as well as from his relatives, because the patiaytnot always recognise
the extent of his abnormal behaviour.

Diagnosis |

High risk for injury related to extreme hyperadyiand impulsive
behaviour, evidenced by lack of control over pugless and potentially
injurious movements.

Objective: Patient will not injure himself.
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Interventions

Rationale

Keep environmental stimuli to
minimum; assign single roon
limit interactions with others; kee
lighting and noise level low. Kee
his room and immediate

environment minimally furnished.

&Patient is extremely distractib

pstimuli.
Y

nand responds to even the slight

e
est

~

Remove hazardous objects

(¢

Iridationality is impaired and the

activities, such as writing, drawin
and other physical exercises.

substances; caution the patiepatientmay harm self

when there is the possibility pfnadvertently.

an

accident.

Assist patient to engage |[Mo bring relief from pent-uf

gension and dissipate energy.

Stay with patient as hyperactivi
increases.

[yfo offer
the feeling of security.

support and provid

Administer medication a

sFor providing rapid relief from

prescribed by a physician.

symptoms of hyperactivity.

Diagnosis Il

High risk for violence, self-directed or directeidothers related to

manic excitement, delusional thin
Objective: Patient will not harm hi

Intervention

king and hallutiorss.

mself or others.

Intervention

Rationale

Maintain a low level of stimuli in
patient’'s environment, provid
unchallenging environment.

To minimise and

esuspiciousness.

anxiety

Observe patient’'s behaviouAt
least every 15 minutes.

Early intervention must be taken
ensure patient’s and others’ safet

Ensure that all sharp objects, gl
or mirror items, Dbelts, ties
matchboxes have been remove
from patient’'s environment.

adhese may be used to harm self
5,0thers.
d

Redirect violent behaviour with
physical outlet.

1 For relieving pent-up tension ar

hostility.

Encourage verbal expressior©
feelings. f

For relieving pent-up tension af

to
V.
or

nd

nd

hostility.
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Engage him in some physic
exercises like aerobics.

aldo-
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Maintain and convey a calmAnxiety is contagious and can |
attitude to the patient. Respopttansmitted from staff to patient.

matter-of-factly to verbal hostility.
Talk to him in a low, calm voice,

use clear and direct speech.

Have sufficient staff to indicate
show of strength to the patient

expectations.

a'his conveys control over th

iSituation and provides physical
necessary. State limitations and security for the staff.

Administer tranquilising
medication; if the patient refuse

use of restraints may be necessapyer his behaviour.
In such a case, explain the reason

to
the patient.

Explaining why the restriction is

gmposed may ensure some con|

Following application of restraint
observe the patient every 15
minutes.

sTo ensure that needs for nutritig

hydration and elimination are met.

Remove restraints gradually on
at a time.

c€o minimise the potential for
injury to
patien anc staff.

pe

e

rol

n,

The following are some guidelines for self-protectivhen handling an

aggressive patient:

Never see a potentially viol

approaching him

ent person alone

Keep a comfortable distance away from the patiamh (ength)
Be prepared to move, violent patients can strikesaddenly
Maintain a clear exit route for both the staff gradient

Be sure that the patient has no weapons in hisepegs before

. If a patient is having a weapon, ask him to keepnita table
orfloor rather than fighting with him to take ivay

. Keep something like a pillow, mattress or blankeapped
around your arm between you and the weapon

. Distract the patient momentarily to remove the vegafthrowing

water in the patient’s face,

yelling etc.)

. Give prescribed antipsychotic medications.

Diagnosis Il

Altered nutrition, less than body requirements teslato refusal or

inability to sit still long enough to eat, evidedcéy weight loss,

amenorrhea.

Objective: Patient will not exhibit

signs and syomps of malnutrition.
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Interventions Rationale

Provide high-protein, high calori¢Patient has difficulty sitting still
nutritious finger foods and drinkdong enough to eat a meal.

that can be consumed ‘on the run

Find out patient’s likes and dislike§ o encourage the patient to eat.

and provide favourite foods.

unit at all times.

Provide 6 — 8 glasses of fluids g
day. Have juice and snacks on

dntake of nutrients is required ¢
lhregular basis to compensate for
increased caloric requirements d
to hyperactivity.

intake,

the patient regularly.

Maintain an accurate record of

output and calorie count. Weigh

These are useful data to assess
patient’s nutritional status.

minerals.

Supplement diet with vitamins and o improve nutritional status.

n

ue

ba

while he
eats

Walk or sit with the patient

To offer support and to encoura|
patient to eat.

Diagnosis IV

Impaired social interaction is related to egocen@ind narcissistic
behaviour, evidenced by the inability to develops$ging relationships
andmanipulation of others for own desires.

Objective: Patient will interact with others in appropriate manner.
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Interventions

Rationale

Recognise  that  manipulati
behaviour helpsto decreasefeelir
of insecurity by increasing

@Jnderstanding of the rationa
npehind the behaviour ma

le
ty

facilitate greater acceptance of the

feelings of power and control. individual.

Set limits on manipulativeConsequences for violation pf
behaviour. Explain thelimits must be consistently
consequences if limits are violatechdministered.

Terms of the limits must be agreged

upon by all the staff who will b
working with the patient.

D

-

Ignore attempts by the patient to
argue
or bargain his way out of the Ilim
setting

Lack of feedback may decrease
these behaviours.
it

Give positive reinforcement fg
non-manipulative behaviours.

rTo enhance
promote repetition of desirab
behaviour.

self-esteem 1nd

le

Discuss consequences of patier
behaviour and how attempts are
made to attribute them to others.

1tEatient must accept responsibil
for own behaviour before adapti
change can occur.

ity
e

Help patient identify positive
aspects about self, recogn
accomplishments and feel good
about them.

2As self-esteem increases pati
seill feel lesser need to manipula
others for own gratification.

ent

Diagnosis V

Self-esteem disturbances related to unmet depepdeseds, lack of
positive feedback, unrealistic self-expectations.

Objective: Patient will have realistic expectati@out himself.
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Interventions

Rationale

Ask how the client would like to b
addressed. Avoid approaches t
imply different perceptions of the
client’s importance.

eGrandiosity is thought actually t
hegflect low self-esteem.

Explain the rationale for reques
by staff unit routine etc.; strictl
adhere to courteous approach
matter-of-fact style and friendly
attitudes.

stManagement approaches sho
yreinforce patient’'s dignity an
agorth; understanding of thereasa
will enhance co-operation

with regimen.

uld

[N

ns

regarding unrealistic plans. He

Encourage  verbalisation  anéroblem-solving begins with
identification of feelings related tcagreeing on the problem.

issues of chronicity, lack of control

over self, etc.

Offer matter-of-fact feedbackUnrealistic goals will increase

Ifailures and lower self-esteem evien

over which control is possibl
Through role play, practice how |
will

demonstrat that control

eindependent functioning. When t
nendividual is functioning well,

sense of self-esteem is enhanced.

him to set realistic goals for more.

himself.

Encourage the client to view lifeRole rehearsal is helpful In
after discharge and identity aspectsturning the patient to the level of

)

Diagnosis VI

Altered family processes related to euphoric mood grandiose ideas,
manipulative behaviour, refusal to accept respalityifor own actions.

Objective: The family members will demonstrate cgpability in

dealing with the patient.
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Intervention

Rationale

Determine individual situations ar

feelings of individual family
members like qguilt, ange
powerlessness, despair 3
alienation.

dliving with a family member

having bipolar illness fosters

rmultitude of feelings and problems

ntat can affect interperson
relationships and may result in
dysfunctional responses al
family disintegratior

a

al

nd

Assess patterns of communicati
For example: Are feelingsexpress
freely? Who makes decision
What is the interaction

between family members?

piRrovides clues to the degree of

qgutoblem being experienced by
d

sihdividual family members an
coping skills used to handle the
Crisis.

the

Determine patterns of behaviouFhese behaviours are

displayed by the patient in h
relationships with others, e.
manipulation of self-esteem of
others, limit testing etc.

typica

isziIsed by the manic individual to

gmanipulate others. The result

alienation, guilt, ambivalence and

high rates of divorce can occur.

ly

is

Assess the role of the patient in 1
family, like provider etc, and ho
the illness affects the roles of oth
members.

H&/hen the role of an ill person is n

willed family disintegration can

ayccur.

ot

Provide information abou
behaviour patterns and expec
course of the illness.

tAssists family to understand the
redhrious aspects of bipolar iliness.

This may relieve guilt and promo

family discussions of the problems

and solutions.

te

Evaluation

In this step, the community health practitioneeasss if the goals of care

are achieved. The plan may need
evaluation.

3.1.2 Depressive Episode

to be revised dified in light of this

Depression is a widespread mental health problétaig many people.
The lifetime risk of depression in males is 8 t84land in females is 20
to 26%. Depression occurs twice as frequently imeo as inmen.
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Classification (ICD10)

. Mild depression

. Moderate depression

. Severe depression

. Severe depression with psychotic symptoms

Clinical Features

The typical depressive episode is characteriséddyollowing features,
which should last for at least two weeks in ordemiake a diagnosis.
Depressed moodSadness of mood or loss of interest and loss abpie
in almost all activities (pervasive sadness), presieroughout the day
(persistent sadness).

Depressive cognitionsHopelessness (a feeling of ‘no hope in future’ due
to pessimism), helplessness (the patient feelsrtbatelp is possible),
worthlessness (a feeling of inadequacy and infigy)ounreasonable guilt
and self-blame over trivial matters in the past.

Suicidal thoughts: Ideas of hopelessness are often accompanied by the
thought that life is no longer worth living and ttdeath had come as a
welcome release. These gloomy preoccupations nuay¢ss to thoughts

of and plans for suicide.

Psychomotor activity: Psychomotor retardation is frequent. Theretarded
patient would be able to think, walk and act slav8fowing of thought

is reflected in the patient’s speech; questionsoften answeredatfter a
long delay and in a monotonous voice. In older gua$ agitation is
common with marked anxiety, restlessness and fgelf uneasiness.

Psychotic features:Some patients have delusions and hallucinatioms (th
disorder may then be termed as psychotic deprésdioese are often
mood-congruent i.e. they are related to depresbmmes and reflect the
patient’s dysphoric mood. For example, nihilistedubions (beliefs about
the non-existence of some person or thing), dehssad guilt, delusions
of poverty etc may be present.

Some patients experience delusions and hallucmstitat are not clearly
related to depressive themes (mood incongruentgxXample, delusion
of control. The prognosis then appears to be mumisev

Somatic symptoms of depressiorgccording to ICD10 (these are called

“melancholic features” in DSMIV):

. Significant decrease in appetite or weight.

. Early morning awakening, at least 2 or more howbie the
usual time of waking up.
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Diurnal variation, with depression being worsthe morning.
Pervasive lack of interest and lack of reactivibyptleasurable
stimuli.

Psychomotor agitation or retardation.

Other Features

Difficulties in thinking and concentration.

. Subjective poor memory.

. Menstrual or sexual disturbances.

. Vague physical symptoms such as fatigue, achingodifort,
constipation etc.

Treatment

Pharmacotherapy

Antidepressants are the treatment of choice foast majority of
depressive episodes.

Electroconvulsive Therapy (ECT)
Severe depression with suicidal risk is the mogtartant indication for

ECT.

Psychosocial Treatment

Cognitive therapy: It aims at correcting the depres negative
cognitions like hopelessness, worthlessness, lssipéss and
pessimistic ideas and replacing them with new dogniand
behavioural responses.

Supportive psychotherapy: Various techniques arpleyad to
support the patient. They are reassurance, veatilaiccupational
therapy, relaxation and other activity therapies.

Group therapy: Group therapy is useful for mild esasof
depression. In group therapy, negative feelings$ [ag anxiety
anger, guilt, and despair are recognised and enadtigrowth is
improved through the expression of their feelings.

Family therapy: Family therapy is used to decraat@afamilial
and interpersonal difficulties and to reduce or ifyodtressors,
which may help in faster and more complete recavery
Behaviour therapy: It includes social skills traigj problem-
solving techniques, assertiveness training, seitrob therapy,
activity scheduling and decision-making techniques.

Course and Prognosis of Mood Disorders
An average manic episode lasts for 3-4 months,ennilepressive
episode lasts for 4-9 months.
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Good Prognostic Factors

. Abrupt or acute onset

. Severe depression

. Typical clinical features

. Well-adjusted premorbid personality
. Good response to treatment.

Poor Prognostic Factors

. Double depression

. Co-morbid physical disease, personality disorderalcohol
dependence

. Chronic ongoing stress

. Poor drug compliance

. Marked hypochondriacal features or mood incongrpsythotic
features.

3.1.3 Other Mood Disorders

Bipolar Mood Disorder
This is characterised by recurrent episodes of anand depression in the
same patient at different times.

Bipolar mood disorders are further classified ibipolar | andbipolar
Il disorders (DSMIV).

Bipolar I: Episodes of severe mania and severe depression
Bipolar II: Episodes of hypomania and severe depression.

Recurrent Depressive Disorder

This disorder is characterised by recurrent depresspisodes. The
current episode is specified as mild, moderate,savere with psychotic
symptoms.

Persistent Mood Disorder (Cyclothymia and Dysthymia)

These disorders are characterised by persistend syoptoms that last
for more than 2 years. Cyclothymia refers to a iptest instability in
mood in which there are numerous periods of milatieh or mild
depression.

Dysthymia (neurotic/reactive depression) is a cloomild depressive
state persisting for months or years. It is monammn in females with
an average age of onset in the late third decadeepdsode of major
depression may sometimes become superimposed anlyingneurotic
depression. This is known as ‘double depression’.
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Endogenou:

Reactive

Caused by factors withinrhe
individual.

Caused by stressful events.

Premorbid personality
cyclothymic or dysthymic.

:Premorbid personality: anxious
obsessive.

Early morning awakening(late
insomnia).

Patient has difficulty in falling
asleep (early insomnia).

Patien feels sacin the morning

Patien feels sacin the evening

Patient feels better when alone.

Patidatls better when in a
group.

Psychotic
psychomotor retardation, suicid
tendencies, delusions etc. are
common.

features likeUsually psychomotor agitation ar

aho other psychotic features.

nd

Relapse are commor

Relapse are noi common

ECT and antidepressants are usBdychotherapy and antidepresss

for management.

are used for management.

Nts

Insight is absent.

Insight is present.

Management of Major Depressive Episode

Assessment

Assessment should focus on judging the severitigeélisorder including

the risk of suicide, identifying the possible cajsthe social resources
available to the patient and the effects of therdisr on other people.
Although there is a risk of suicide in every depegspatient, therisk is
much more in the presence of the following factors:

. Presence of marked helple
. Male sex

Early stages of depression

SSness

When the patient is more than 40 years of age
When the patient is unmarried, widowed or divorced
Written or verbal communication of suicidal intemtplan

is usually either too depressed or too retardexbbomit suicide).
. Period of three months from recovery.

Recovery from depression (at the peak of depregsierpatient

The community health practitioners should routinehguire about the
patient’s work, finances, family life, social actigs, general living
conditions and physical health. It is also importenconsider whether
the patient could endanger other people, partigul#r there are
depressive delusions, which the patient may act on.
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High risk for self-directed violence related to degsed mood, feelings
of worthlessness and anger directed inward ondtlie s

Objective: The patient will not harm himself.

Intervention

any way? If so, what do you plég
to do? Do you have the means
carryoul this plan?

wdeveloped a plan and if means
Exist for the patient to execute t
plan

patient. Remove all potential
harmful objects from patient
vicinity (sharp objects, strap
belts, glass items, alcohol et
supervise the patient closely
during meals and medicatic
administration.

Create a safe environment for theatient's safety is the communi

ynealth practitioner priority.
S
S,

);

n

.
s

Formulate a short-term verbal
written contract that the patie
will not harm himself.

Secure a promise that the pati
will seek out staff when feelin
suicidal.

oA degree of responsibility for h
nsafety is given to the patient.

ehitcreased feelings of self-wor
gmay be experienced when t
patient feels accepte

unconditionally
regardless of behaviour.

Do not leave the patient alone.
Observe for passive suicide — {
patient may starve or fall asleep
the bathtub or sink.

Patient's safety is the communi
hieealth practitioner priority.
n

Close observation
required when the patient
recovering from the disease.

is especialpt the peak of depression, the

ipatient is usually too retarded to
carry out his suicidal plans.

Do not allow the patient to put th
bolt on the side of his dog
bathroom or toilet.

datient’s safety is the communi
phealth practitioners priority.

If the patient suddenly becomes
unusually happy or gives any oth
clues of  suicide, Specis
observation may be necessary.

-do-
er
Al

Encourage the patient to expre
his feelings, including anger.

sBepression and suicidal behavid
may be viewed as anger turn

38
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Ask the patient directly “Have youThe risk of suicide is greatly
thought about harming yourself iincreased if the patient has

he

ty

th
he
d

ty

ty

ur
ed




PHS 505

COMMUNITY MENTAL HEALTH

inward on the self. If the anger can
be verbalised in a non-threatening
environment, the patient may be
able to eventually resolve these
feelings.

Diagnosis Il

Dysfunctional grieving related to real or perceiveds, bereavement,
evidenced by denial of loss, inappropriate expogssif anger, inability
to carry out activities of daily living.

Objective: The patient will be able to verbalisermal behaviours
associatedwith grieving.

Intervention

Intervention Rationale
Assess stage of fixation in griefAccurate baseline data is required
process. to plan accurate care.

Accept the patient and spend timéhese interventions provide the
with him. Show empathy, care antasis for a therapeutic relationship.
unconditional, positive regard.

Explore feelings of anger and helpntil the patient can recognise
the patient direct them towards th@andaccept personal feelings
intended object or person. regarding

the loss and grief, work cannot
progress

Provide simple activities which caPhysical activities are a safe and
be easily and quicklyeffective way of relieving anger.
accomplished. Gradually increase

the amount and complexity of
activities.

Diagnosis Il

Powerlessness is related to the dysfunctional grieprocess, life-style
of helplessness, evidenced by feelings of lack aftol over life
situations, over-dependence on others to fulfidsee

Objective: The patient will be able to take contrblife situations.
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Interventions

Rationale

Allow the patient to take decisior
regarding his own care.

1$roviding patients with choices W
increase his feelings of control.

Ensure that goals are realistic &
that patient is able to identify lif
situations that are realistical
under his control

nbo avoid repeated failures whi
efurther increase his sense
yowerlessness.

Encourage the patient to verbal
feelings about areas that are not

séerbalisation of unresolved issu
may help the patient to accept wk

his ability to control.

th
of

eS
nat

cannot be changed.

Diagnosis IV

Self-esteem disturbance related to learned helpdsss impaired
cognition and negative view of self, evidenced bypression of

worthlessness, sensitivity to critic

ism, negatind g@essimistic outlook.

Objective: The patient will be able to verbalisesitiwe aspects about

him selfand attempt new activitie

Intervention

s without feafafure.

Interventions

Rationale

spendtime  with him, even

though

seen objectionable

By accepting of the patient anc

pessimism and negativism m

] These interventions contribu
toward feelings of self-worth.

ay

te

Focus on strengths anddo-
accomplishments and minimise
failures.

Provide him with simple and eas
achievable activities. Encourage
patient to perform his activities
without assistance.

IYsuccess and independence

theromote feelings of self-worth.

Encourage patient to
areas of
assistance toward this effort.

recogn

change and provi

S€o facilitate problem solving.
de

skills.

Teach assertiveness and copifidheir use can serve to enhan

self-esteem.
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Diagnosis V

Altered communication process related to depresstognitions,
evidenced by being able to interact with othergharawn, expressing
fear of failure or rejection.

Objective: The patient will communicate or interagth staff or other
patients in the unit.

Intervention

Interventions Rationale
Observe for non-verbalTo facilitate better responses and
communication. The patient magommunication.
say that he is happy but look sad.

Point out this discrepancy in what
he is sayin¢ anc actuallyfeeling.
Use short sentences. Ask anylo-
questions in such a way that the
patient will have to answer in more
than one word.
Use silence appropriately withoutUsing silence when the situation
communicating anxiety ardemands can be therapeutic.
discomfort in doing so.
Introduce the patient to another| There is less anxiety in relating [to
patient who is quiet and possiblg person other than staff.
convalescing from depression.
As he improves, take him to thé&roup support is important iIn
other patients and see that he is| facilitating communication.
actually included as part of the

group.

Diagnosis VI

Altered sleep and rest, related to depressed maowd depressive
cognitions evidenced by difficulty in falling asfgeearly morning
awakening, verbal complaints of not feeling welitssl.

Objective: Patient will improve sleep pattern.
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Intervention

Rationale

Plan daytime activities accordin
to the patient’s interests; do not
allow him to sit idle.

gTo improve sleep during the nigh

—

Ensure a quiet and peace
environment when the patient is
preparing for sleep.

futlo-

Provide comfort measures (bac
rub, tepid bath, warm milk etc.)

Do not allow the patient to slee
for a long time during the day.

Give p.r.n sedative as prescribe

Talk to the patient for a brief perig
at bedtime. Do not enter intolengt
conversations.

k-,dO'

2pdo-

-do-

)dalking to the patient helps to
hselieve his anxiety, but engagir
in long talks may increas

depressiv thinking.

Diagnosis VIII

9
e

Altered nutrition, less than body requirementstesldo depressed mood,
lack of appetite or lack of interest in food, evided by weight loss, poor

muscle tone, pale conjunctiva, po

or skin turgor.

Objective: The patient’s nutritional status willpnove.

Intervention

Intervention

Rationale

Closely monitor the client’'s foo
and fluid nutritional intake
maintain intake and output chart.

dThese are useful data for assess

nutritional status.

Recorcpatient’s weighiregularly

-do-

Find out the likes and dislikes
the person before he was sick &
serve the best-preferred food.

bffo encourage eating and impro
inditritional status.

Serve small amounts frequently

nourishing.

ofdo-
a light or liquid diet that is

D

Record the client's patterns
bowel elimination.

poT o assess for constipation.

Encourage more fluid intak
roughage diet and green leag
vegetables.

eFor
\fgresent.

relief of constipation i
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Diagnosis VIII

Self-care deficit related to depressed mood, fgsliof worthlessness,
evidenced by poor personal hygiene and grooming.

Objective: The patient will maintain adequate predtygiene.

Intervention

Intervention Rationale
Ensure that the patient takes his| A depressive patient will not
bath regularly. have

any interest in self-care and may
need assistance.

Do not ask the patient’s permissipRositive suggestions will usually
for a wash or bath. For instance, |[denhance the patient’'s cooperatiof
not ask “Do you want to have|a
bath?” Instead, lead the patient|to
the action with positive
suggestions e.g. “The water |is
ready, let me take you for a bath/’

—

When the patient has taken care Bositive reinforcement  will
himself, express realistidmprove desirable behaviour.
appreciation.

Evaluation

Evaluation is facilitated by using the followingss of questions:

. Has self-harm to the individual been avoided?

. Have suicidal ideations subsided?

. Does the patient set realistic goals for himself?

. Is he able to verbalise positive aspects aboutdifingast

accomplishments and future prospects?

SELF-ASSESSMENT EXERCISE

i.  What are the major classifications of mood cigos?

ii. Discuss hypothesized explanations for the atias of mood disorders.

4.0 CONCLUSION

Mood disorders were explored in this unit and sairegnoses were
identified and explained for your benefit.
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5.0 SUMMARY

You have gone through mood disorders in this uinis; an opportunity for you to have a
better understanding of mood disorders so thatigesnental health can be promoted.

6.0 TUTOR-MARKED ASSIGNMENT
1. Discuss the differences between endogenous and
reactivedepressive illness

2. What are the preventive measures that can be takevoid
depressive illness?

7.0 REFERENCES /FURTHER READING

Morrison, M. (1997). Foundation of Mental Health Nursing.
Philadelphia: Mosby.

Sreevani, R. (2004 A Guide to Mental Health and Psychiatric Nursing.
New Delhi: Jaypee Brothers Medical Publishers (@) L

Verghese, M. (1994 Essentials of Psychiatric and Mental HealthNursing.
New Delhi: Churchill Livingstone PVT Ltd.
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UNIT 3 PSYCHONEUROSES
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3.1 Differences between Psychosis and Neurosis
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3.2.1 Phobic Anxiety Disorder
3.2.2 Generalised Anxiety Disorder
3.2.3 Panic Disorder
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3.2.5 Reaction to Stress and Adjustment Disorder
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1.0 INTRODUCTION

Neurosis is a less severe form of psychiatric disowhere patients show
either excessive or prolonged emotional reactiorent given stress. In
this unit, we shall examine the differences betw@asychosis and
neurosis, classification of psychoneurosis and mament of these
mental disorders.

20 OBJECTIVES
By the end of this unit, you should be able to:

differentiate between psychosis and neurosis
classify psychoneurosis

describe phobic anxiety disorder

explain somatoform disorders.
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Psychosis and Neurosis

Etiology/Cause: Psychoticdisorder Neurotic disorder

Geneticfactors More importan Lessimportan

Stressfu life event: Lessimportan More importan

Clinical features

Disturbances of thinking andCommon Rare

Perception

Disturbances in cognitiveCommon Rare

Function

Behaviou Markedly affectec Not affectec

Judgement Impaired Intact

Insight Lost Preser

Reality testinc¢ Lost Preser

Treatmen

Drugs Major tranquiliserg Minor tranquilisers and
commonly used anti-depressants are

commonly used

ECT Very usefu Not usefu

Psychotherag Not much useft Very usefu

Prognosis Difficult to treat; relapsesRelatively easy to treat;
are common; completerelapses are uncommop;
recovery may not becomplete recovery is
possible. possible.

3.2 Classification

3.2.1 Phobic Anxiety Disorder

Anxiety is a normal phenomenon, which is charasestiby a state of
apprehension or uneasiness arising out of antioipaf danger. Normal
anxiety becomes pathological when it causes sanifi subject distress
and impairment of the functioning of the individual

Anxiety disorders are abnormal states in whichntiost striking features
are mental and physical symptoms of anxiety, whaicdh not caused by
organic brain disease or any other psychiatricrdeso
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A phobia is an unreasonable fear of a specificaipgtivity or situation.
This irrational fear is characterised by the foliogvfeatures:

. It is misappropriate to the circumstances thatiprete it.

. It cannot be dealt with by reasoning or controltacough will
power.

. The individual avoids the feared object or situatio

In phobic anxiety disorders, the individual expedes intermittent
anxiety which arises in particular circumstances in response to the
phobic object or situation.

Types of Phobia

. Simple phobia
. Social phobia
. Agoraphobia

Simple phobia (Specific phobia)Simple phobia is an irrational fear of
a specific object or stimulus. Simple phobias ammon in childhood.
By early teenage, most of these fears are lostalfew persist till adult
life. Sometimes they may reappear after a symptemgeriod. Exposure
to phobic object often results in panic attacks.

Examples of some specific phobias:

Acrophobia — fear of heights
Hematophobia - fear of the sight of blood
Claustrophobia - fear of closed spaces
Gamophobia - fear of marriage
Insectophobia - fear of insects

AIDS phobia - fear of AIDS

Social phobia:Social phobia is an irrational fear of performirogiaties
in the presence of other people or interacting witrers. The patient is
afraid of his own actions being viewed by othensiaally, resulting in
embarrassment or humiliation.

Agoraphobia: It is characterised by an irrational fear of beinglaces
away from the familiar setting of home, in crowds,in situations that
the patient cannot leave easily.

As the agoraphobia increases in severity, thesegsadual restriction in

normal day-to-day activities. The activity may bew so severely
restricted that the person becomes self-impris@témdme.

a7



PHS 505 COMMUNITY MENTAL HEALTH

In all the above-mentioned phobias, the individesgeriences the same
core symptoms as in generalised anxiety disorders.

Etiology

Psychodynamic theory: According to this theory,iatyis usually dealt
with repression. When repression fails to functestequately, other
secondary defence mechanisms of ego come intonadtigghobia, this
secondary defence mechanism is displacement. Bytadisment,anxiety
is transferred from a really dangerous or frightgnobject to a neutral
object. These two objects are connected by symlasisociations. The
neutral object chosen unconsciously is the onedhmabe easily avoided
in day-to-day activities, in contrast to the frighing object.

Learning theory: According to classical conditioning, a stressful
stimulus produces an unconditioned response — Y¢hen the stressful
stimulus is repeatedly paired with a harmless dbjegentually the
harmless object alone produces the fear, whichois a conditioned
response. If the person avoids the harmless otgeatoid fear, the fear
becomes a phobia.

Cognitive theory: Anxiety is the product of faulty cognitions or aaty-
inducing self-instructions. Cognitive theorists ibe¢ that some
individuals engage in negative and irrational timigk that produce
anxiety reactions. The individual begins to seelkawoidance behaviours
to prevent the anxiety reactions and phobias result

Course
The phobias are more common in women with an oimsktte second

decade or early third decade. Onset is sudden withoy cause. The
course is usually chronic. Sometimes phobias avatapeous remitting.

Treatment

Pharmacotherapy

. Benzodiazepines (e.g. alprazolam, clonazepam, dpgan,
diazepam).

. Antidepressants (e.g. imipramine, sertraline, pleme).
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Behaviour therapy

. Flooding

. Systematic desensitisation

. Exposure and response prevention
. Relaxation techniques.

Cognitive therapy
This therapy is used to break the anxiety patterpsobic disorders.

Psychotherapy
Supportive psychotherapy is a helpful adjunct tbawsour and drug
treatment.

Management

Assessment

Assessment parameters focus on physical symptomegipgating
factors, avoidance behaviour associated with phabj@act of anxiety on
physical functioning, normal coping ability, thougtontent andsocial
support systems.

Diagnosis |

Fear related to a specific stimulus (simple phob@) causing
embarrassment to self in front of others, evidermetbehaviour directed
towards avoidance of the feared object/situation.

Objective: The patient will be able to functiontire presence of phobic
object or situation without experiencing panic &yi
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Interventions

Rationale

Reassure the patient that he is safe.

At the pdevel of anxiety
the patient may fear for his own
life.

Explore patient’s perceptiol of the
threat to physical integrity or threat
self-concept.

It is importan to understan the

tpatient’s perception of the phohi

object or situation to assist wi
the desensitisation process.

Include patient in making decisio
related to the selection of alternati
coping strategies (e.g. patient m
choose either to avoid the phol
stimulus or attempt to eliminate the
fear associated with it).

néllowing
vprovides a measure of control and

Diworth.

the patient choice

agerves to increase feelings of s¢

If the patien choose to work on
eliminating the fear, techniques
desensitisation or implosion thera
may be employed.

pwy response to repeated expos

Fear decreases as the physical
apsychological sensations dimini

to the phobic stimulus under no
threatening conditions.

Encourag patien to  explore
underlying feelings that may
contributing to irrational fears.

k

Facinc thes¢ feelings rathe thar
esuppressing them may result in

S

| f-

sh
ure

more adaptive coping abilities.

Diagnosis Il

Social isolation is related to fear of being inlage from which one is
unable to escape, evidenced by staying alone, ingfu® leave the

room/home.

Objective: The patient will voluntarily participaie group activities with

peers.
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Intervention

Interventions Rationale
Convey an accepting attitude an@hese interventions  increase
unconditional positive regard.Makéeelings of self-worth and facilitate
brief but frequent contacts. a trusting relationship.
Be honest and keep all promises
Attend group activities with the The presence of a trusted
patient that may be frightening foindividual provides emotional

him. security.

Administer anti-anxiety Anti-anxiety medications help to
medications as ordered by theeduce the level of anxiety in mgst
physician and administer for individuals, thereby facilitating

effectiveness and adverse effects.interaction with others.
Discuss with the patient signs anMlaladaptive behaviour such gas
symptoms of increased anxiety angithdrawal and suspiciousness are
techniques to interrupt theresponseanifested during times of
(e.g. the relaxation increased anxiety.
exercises, thought stopping).
Give recognition and positiveTo enhance self-esteem and
reinforcement  for  voluntaryencourage repetition of acceptable
interactions with others. behaviours.

3.2.2 Generalised Anxiety Disorder

Generalised anxiety disorders are those in whisleéynis unvarying and
persistent (unlike phobic anxiety disorders whergiety is intermittent
and occurs only in the presence of a particulanigtis). Itis the most
common neurotic disorder and it occurs more fretjyem women. The
prevalence rate of generalised anxiety disordeabasit 2.5 - 8%.

Clinical Features
Generalised anxiety disorder (GAD) is manifestedhey followingsigns

of motor tension, autonomic hyperactivity, apprehien and vigilance,
which should last for at least 6 months in ordemttke a diagnosis:

Psychological: fearful anticipation, irritabilitysensitivity to noise,
restlessness, poor concentration, worrying thouahdésapprehension.
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Physical

. Gastrointestinal — dry mouth, difficulty in swallovg, epigastric
discomfort, frequent or lose motions

. Respiratory — constriction in the chest, difficuibhaling, over
breathing

. Cardiovascular — palpitations, discomfort in thesth

. Genitourinary — frequency or urgent micturitioni|dee of
erection, menstrual discomfort, amenorrhea

J Neuromuscular system — tremor, prickling sensatidimsitus,
dizziness, headache, aching muscles

. Sleep disturbances — insomnia, night terror

. Other symptoms: depression, obsessions, depersatiai,
derealisation.

Course

It is characterised by an insidious onset in theltdecade and usually
runs a chronic course.

3.2.3 Panic disorder

Panic disorder is characterised by anxiety, wh&hntermittent and
unrelated to particular circumstances (unlike pbadmxiety disorders
where, though anxiety is intermittent, it occurslyomn particular
situations). The central feature is the occurreot@anic attacks i.e.
sudden attacks of anxiety in which physical symggredominate and
are accompanied by fear of a serious consequemnteasuheart attack.
The lifetime prevalence of panic disorder is 1.2%. It is seen 2 to 3
times more often in females.

Clinical Features

. Shortness of breath and smothering sensations

. Choking, chest discomfort or pain

Palpitations

Sweating, dizziness, unsteady feelings or faintness
Nausea or abdominal discomfort
Depersonalisation or derealisation

Numbness or tingling sensations

Flushes or chills

Trembling or shaking

Fear of dying

J Fear of going crazy or doing something uncontrolled
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Course

The onset is usually in the early third decade wftkn a chronic course.
It occurs recurrently every few days. The episaasually sudden in
onset and lasts for a few minutes.

Etiology of Anxiety Disorders (both GAD and Panic Dsorder)

Genetic theory: Anxiety disorder is most frequentoagrelatives
of patients with this condition. About 15 to 20%tbé first-degree
relatives of patients with anxiety disorder extabitiety disorders
themselves. The concordance rate inmonozygotitsted patients
with panic disorder is 80%.

Biochemical factors: Alteration in GABA levels mdgad tote
production of clinical anxiety.

Psychodynamic theory: According to this theory, iaty is
usually dealt with repression. When repressiors feol function
adequately, other secondary defense mechanisnge @oene into
action. If anxiety repression fails to function gdately and the
secondary defense mechanisms are not activated hankiety
comes to the forefront.

Behavioural theory: Anxiety is viewed as an unctindal
inherent response of the organism to a painfuligtis

Cognitive theory: According to this theory anxiesyrelated to
cognitive distortions and negative automatic thasgh

Treatment

Pharmacotherapy

Benzodiazepines (e.g. alprazolam, clonazepam)
Antidepressants for panic disorder

Betablockers to control severe palpitations thatehanot
responded to anxiolytics (e.g. propranolol).

Behavioural therapies

Bio-feedback
Hyperventilation control.

Other psychological therapies

Jacobson’s progressive muscle relaxation technioymga,
pranayama, meditation and self-hypnosis
Supportive psychotherapy.
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Management

Assessment

Assessment should focus on the collection of playspsychological and
social data. Community health practitioners shdadgparticularly aware
of the fact that major physical symptoms are oftssociated with
autonomic nervous system stimulation. Specific sgms should be
noted, along with statements made by the clieniBabjective distress.
The nurse must use clinical judgement to deterrttiedevel of anxiety
being experienced by the client.

Diagnosis |
Panic anxiety is related to a real and perceivaeathto biological
integrity or self-concept, evidenced by various by and

psychological manifestations.

Objective: The patient will be able to recognisenpyoms of onset on
anxiety and intervene before reaching panic level.

Intervention

Interventions Rationale
Stay with the patient and offer | The presence of a trusted
reassurance of safety and security. individual provides a

feeling of security and
assuranc of persone safety
Maintain a calm, non-threatening Anxiety is contagious and may be
matter-of-fact approach. transferred from staff to patient or
vice-versa.
Use simple words and briefn an intensely anxious situation,te
messages, spoken calmly armhtient is unable to comprehend
clearly to explain hospital anything but the most elementary
experiences. communication.

Keep immediate surroundings IgwA stimulating environment may
in stimuli (dim lighting, few| increase anxiety levels.
people).
Administer tranquilising Anti-anxiety medication provides
medication as prescribed by | eelief from the immobilising effect
physician. Assess for effectivengssf anxiety.

and for side-effects.
When the level of anxiety has| Recognition of precipitating factors

[92)

been is the first step in teaching
reduced, explore possible reasompstients to interrupt escalating
for occurrences. anxiety
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Teach signs and symptoms |ofhe first three of these activities
escalating anxiety and ways to| result in physiologic response
interrupt its progressiopopposite of the anxiety response
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(relaxatior  technique: deey- | i.e. a sens of calm. slowec hear
breathing exercise anc | rate etc. The latter activities
medication or physica exercist | discharg energ' in a healthy
like brisk walls anc jogging mannel

Diagnosis Il

Powerlessness related to impaired cognition, ece@nby verbal
expression of lack of control over life situaticarsd non-participation in
decision-making related to own care or signifid#etissues.

Objective: The patient will be able to effectiveslylve problems and take
control of his life.

Intervention

Interventions Rationale

Allow patient to take as muglProviding choices will increase
responsibility as possible for selfpatient’s feeling of control.
care activities, provide positive
feedback for decisions made.

Assist patient to set realistic goalsUnrealistic goals set the patient up
for failure and reinforce feelings of
powerlessness.

Help identify life situations that | The patient’s emotional
are within the patient’s control. condition
interferes with the ability to solve

problems

Help patient identify areas of lif
situation that are not within h
ability to control. Encourage
the verbalisation of feelings relat
to this inability.

eAssistance is required to perce
ghe benefits and consequences
available alternatives accurately,
edeal with unresolved issues

accept what cannot be changed.

Evaluation

ve
of

to

nd

Identified objectives serve as the basis for evana In general,
evaluation of objectives for clients with anxietisatders deals with

guestions such as the following:

. Is the client experiencing a reduced level of atyde

. Does the client recognise symptoms as anxietyeafat

. Is the client able to use newly learned behavitmraanage
anxiety?
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3.2.4 Obsessive-Compulsive Disorder
Definition

According to ICD9, obsessive-compulsive disorderistate in which
“the outstanding symptom is a feeling of subjecteenpulsion — which
must be resisted — to carry out some action, tdldwean idea, to recall
an experience, or ruminate on an abstract topiavddted thoughts,
which include the insistency of words or ideaserceived by the patient
to be inappropriate or nonsensical. The obsessiaongé or ideais
recognised as alien to the personality, but asmgrinom within the self.
Obsessional rituals are designed to relieve aneigfywashing thehands
to deal with contamination. Attempts to dispel thevelcome thoughts
or urges may lead to a severe inner struggle, miinseanxiety.

From the above, obsessions and compulsions shawiel the following
characteristics:

. They are ideas, impulses or images, which intratte ¢onscious
awareness repeatedly

. They are recognised as the individual’s own thosigitimpulses

. They are unpleasant and recognised as irrational

. The patient tries to resist them but fails to owvene them

. Failure to resist leads to marked distress

. Rituals (compulsions) are performed with a senssutljective
compulsion (urge to act)

. They are aimed at either preventing or neutralisimgdistress or

fear arising out of obsessions.
The disorder may begin in childhood, but more ofteegins in
adolescence or early adulthood. It is equally comramong men and
women. The course is usually chronic.

Classification (ICD10)

. OCD with predominantly obsessive thoughts or rumniams

. OCD with predominantly compulsive acts
. OCD with mixed obsessional thoughts and acts.
Etiology

Genetic Factors
Twin studies have consistently found a significahilgher concordance
rate for monozygotic twins than for dizygotic twirfsamily studies of
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these patients have shown that 35% of the firstekegelatives of
obsessive-compulsive disorder patients are alsztefi by thedisorder.

Biochemical Influences
A number of studies suggest that the neurotransnsgrotonin (5-HT)
may be abnormal in individuals with obsessive-colsiga disorder.

Psychoanalytic Theory

The psychoanalytic concept (Freud) views patientth wbsessive-
compulsive disorder (OCD) as having regressed teeldpmentally
earlier stages of the infantile superego, whosshagxacting punitive
characteristics now reappear as part of the psythofogy.

Freud also proposed that regression to the prepakdinal sadistic phase
combined with the use of specific ego defense nrashes like isolation,
undoing, displacement and reaction formation, reag lto OCD.

Behaviour Theory

This theory explains obsessions as a conditionigdukts to anxiety.
Compulsions have been described as learned behdvadudecreases the
anxiety associated with obsessions. This decraasaxiety positively
reinforces the compulsive acts and they become ahlestlearned
behaviour. This theory is more useful for treatnaimposes.

Clinical Picture

Obsessional thoughts These are words, ideas and beliefs that intrude
forcibly into the patient’s mind. They are usuallypleasant and shocking
to the patient and may be obscene or blasphemous.

Obsessional imagesThese are vividly imagined scenes, often of avible
or disgusting kind, involving abnormal sexual prees, for example.

Obsessional ruminations: These involve internal debates in which
arguments for and against even the simplest everytdions are
reviewed endlessly.

Obsessional doubtsThese may concern actions that may not have been
completed adequately. The obsession often imptesesdanger such as
forgetting to turn off the stove or not locking aadl. It may be followed

by a compulsive act, such as the person makingipteulrips back into

the house to check if the stove has been turned off
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Sometimes these may take the form of doubting #rg fundamentals
of beliefs, such as, doubting the existence of Gudlso on.

Obsessional impulsesThese are urges to perform acts, usually of a
violent or embarrassing kind, such as injuring igd¢rshouting in church
etc.

Obsessional rituals These may include both mental activities counting
repeatedly in a special way or repeating a ceffm of words, and
repeated but senseless behaviours such as wasimdg 20 or more times
a day. Sometimes such compulsive acts may be pddegbbsessional
thoughts; for example, repeated hand washing mayreeeded by
thoughts of contamination. These patients usualliee that the
contamination is spread from object to object aspe toperson even by
slight contact and may literally rub the skin dféir hands by excessive
hand washing.

Obsessive slownessSevere obsessive ideas or extensive compulsive
rituals characterise obsessional slowness in thetive absence of
manifested anxiety. This leads to marked slowneskily activities.

Course and Prognosis

The course is usually long and fluctuating. Abaub-thirds of patients
improve by the end of a year. A good prognosisdsdated by good social
and occupational adjustment, the presence of apang eventand an
episodic nature of symptoms.

Prognosis appears to be worse when the onset @hildhood, the
personality is obsessional, symptoms are sevempuisions are bizarre
or there is a coexisting major depressive disorder.

Treatment

Pharmacotherapy

. Antidepressants (e.g. fluvoxamine, sertraline)etc.
. Anxiolytics (e.g. benzodiazepines).

Behaviour Therapy

. Exposure and response prevention

J Thought stoppage

. Desensitisation

. Aversive conditioning.
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Exposure and response preventianThis is vivo exposure procedure
combined with response prevention techniques. ¥amele, compulsive
hand-washers are encouraged to touch contamindijedt® and then
refrain from washing in order to break the negate@&forcement chain
(handwashing reducing the anxiety i.e. negativefoecement).

Thought stoppage Thought stopping is a technique to help an irciiai
to learn to stop thinking unwanted thoughts. Highledbelow are the
steps in thought stopping:

. Sit in a comfortable chair, bring to mind the untehthought
concentrating on only one thought per procedure.

. As soon as the thought forms give the command !Steglow
this with calm and deliberate relaxation of museed diversion
of thought to something pleasant.

. Repeat the procedure to bring the unwanted thougtér control.

Other therapies include:

. Supportive psychotherapy.
. ECT - for patients’ refractory to other forms addatment.

Management

Assessment

Assessment should focus on the collection of playspsychological and
social data. The nurse should be particularly awsréhe impact of

obsessions and compulsions on physical functiommapd, self-esteem
and normal coping ability. The defense mechanissed tthought content
or process, the potential for suicide, abilityamdtion and social support
systems available should also be noted.

Diagnosis |
Ineffective individual coping related to under-dieyeed ego, punitive
superego, avoidance learning, and possible bioadsmechanges,

evidenced by ritualistic behaviour or obsessiveitins.

Objective: The patient will demonstrate ability ¢ope effectively
withoutresorting to obsessive-compulsive behaviour
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anxiety and result in ritualistic
behaviours.

the patient to interrupt escalatir
anxiety.

Initially meet the patient’s
dependency needs. Encoure
independence and give positi
reinforcement for independe
behaviours.

sSudden and complete eliminati
agé all avenues for dependen
veould create intense anxiety on {
npart of the patient. Positiy
reinforcement  enhances  se
esteem and encourages repetitig
of desired behaviours.

In the beginning of treatmen
allow plenty of time for rituals. D¢
not be judgmental or verbalise
disapprove of the behaviout

tDenying th e patient this
D activity mayprecipitate panic
anxiety.

Support patient’s efforts to explo
the meaning and purpose of t
behaviour.

r@atients may be unaware of f{
hrelationship  between emotion
problems and compulsive
behaviours. Recognition
important before change can occ

Provide a structured schedule
activities for patient, includin
adequate time for completion of
rituals.

@tructure provides a feeling of
gsecurity for the anxious patient.

Gradually begin to limit the
amount oftime allotted

for ritualistic
behaviour as the patient become
moreinvolved in unit activities.

Anxiety is minimized when th
patientis able to replace ritualist
behaviour.
S

Give positive reinforcement fo
non-ritualistic behaviours.

rPositive reinforcement encourag
repetition of desired behaviour.

Help patients learn ways (
interrupting obsessive though
and ritualistic behaviour with
techniques such as thoug

stopping, relaxation and exercise.

nfThese activities help [

jht

Diagnosis Il

tmterruption of obsessive thoughts.

Interventions Rationale
Work with patient to determineRecognition  of precipitating
types of situations that increasctors is the first step in teaching

9
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Altered role performance related to need to perfoitals, evidenced

by inability to fulfill usual patterns

of respondity.

Objective: Patient will be able to resume roletetaresponsibilities.
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Interventions

Rationale

Determine patient’s previous rg
within the family and the extent
which this role is altered by th
illness. Identify roles of other
family members.

|&his is important assessment d
[dor formulating an appropriate pla
ef care.

Encourage patient to discu
conflicts evident within the famil
system. Identify how patient ar
other family members hay
responded to this conflict.

slentifying specific stressors,
ywell as adaptive and maladapti
ndesponses within the system,
aecessary before assistance car
provided in an effort to facilitat
change.

Explore available options fa
changes or adjustment in ro
Practice through role play.

rPlanning and rehearsal of potent
@ole transitions can reduce anxiet

Give patient lots of positiv
reinforcement for the ability t
resume role responsibilities |
decreasing

neec for ritualistic behaviours

ePositive reinforcement enhang
pself-esteem and promot
pyepetition of desired behaviours.

ata
N

S
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Evaluation

Evaluation of client with obsessive-compulsive disy may be done by

asking the following questions:

Does the client continu
symptoms?

anxiety?
[ ]

3.2.5 Reaction to Stress and A
This category includes:

o Acute stress reaction

. Adjustment disorders

Acute Stress Reaction

e to display obsessive-casngl

Is the client able to use newly learnt behavioarsmeinage

Can the client adequately perform self-care aatis/it

djustment Disorder

Post-traumatic stress disorder (PTSD)

It is characterised by symptoms like anxiety, desgad anger or
overactivity. These symptoms are clearly relatethtostressor. If
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removal from the stressful environment is possithle symptoms resolve
rapidly.

Post-Traumatic Stress Disorder (PTSD)

Post-traumatic stress disorder is characterisedhyper-arousal, re-
experiencing of images of the stressful events awdidance of
reminders.

Post-traumatic stress disorder is of a reactioextoeme stressors such
as floods, earthquakes, war, rape or serious phlyagsault. The main
symptoms are persistent anxiety, irritability, imsga, intense intrusive
imagery (flashbacks) recurring distressing dreamspility to feel
emotion and diminished interest in activities.

The symptoms may develop after a period of latemgthin 6 months
after the stress or may be delayed. The generabagp is to provide
emotional support, to encourage recall of the tration events.
Benzodiazepine drugs may be needed to reduce gnxiet

Adjustment Disorders

It is characterised by a predominant disturban@nadtions and conduct.
This disorder usually occurs within one month sigmificant life change.

Treatment of Stress and Adjustment Disorders

Drug treatment

. Antidepressants
. Benzodiazepine

Psychological therapies

. Supportive psychotherapy
J Crisis intervention
. Stress management training.

3.2.6 Dissociative (Conversion) Disorder

Conversion disorder is characterised by the prese&icone or more
symptoms suggesting the presence of a neurologj®atder that cannot
be explained by any known neurological or medidaburler. Instead,
psychological factors like stress and conflicts associated with the
onset
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or exacerbation of the symptoms. Patients are ureawH the
psychological basis and are thus, not able to obtiteir symptoms.

Some features of the disorder include:

. The symptoms are produced because they reducestietyeof the
patient by keeping the psychologic conflict out @inscious
awareness, a process called as primary gain.

. These symptoms of conversion are often advantagemubke
patient. For example, a woman who develops psyatioge
paralysis of the arm may escape from taking carano€lderly
relative. Such an advantage is called secondary gai

. The patient does not produce the symptoms inteaitipn

. The patient shows less distress or shows a ladomdern about
the symptoms, called as belle indifference.
. Physical examination and investigations do notaéwany medical

or neurological abnormalities.

Conversion disorders were formally called ‘hysterthe term is now
changed because the word ‘hysteria’ is used inyeagr speech when
referring to any extravagant behaviour, and ibisfasing to use the same
word for the different phenomena that come undsraindrome.

Dissociative Amnesia

Most often, dissociative amnesia follows a traumati stressful life

situation. There is a sudden inability to recallportant personal
information, particularly concerning the stresdifiel event. The extent of
the disturbance is too great to be explained binarg forgetfulness. The
amnesia may be localised, generalised, selecticerdmuing in nature.

Dissociative Fugue

Psychogenic fugue is a sudden, unexpected jounvay &om home or

workplace, with the assumption of a new identitg an inability to recall

the past. The onset is sudden, often in the presefcseverestress.
Following recovery, there is no recollection of #weents that took place
during the fugue. The course is typically a few tsowo days and

sometimes months.

Dissociative Stupor

In this, patients are motionless, mute and do espond to stimulation,
but they are aware of their surroundings. It iar@ rcondition.
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Ganser’s Syndrome

Ganser's syndrome is a rare condition with fourtdess: giving
‘approximate answers’ to questions designed tarésitectual functions,
psychogenic physical symptoms, hallucinations gheent clouding of
consciousness. The term ‘approximate answers’ derastswers (to
simple questions) that are basically wrong butckearly related to the
correct answers in a way that suggests that ther & known. For
example, when asked to add three and three, aapatight answer seven
and when asked four and five, might answer tenh eatswer is one
greater than the correct answer. Hallucinationsiamallyvisual and may
be elaborate.

Multiple Personality Disorder (Dissociative Identity Disorder)

In this disorder, the person is dominated by twonore personalities of
which the only one is manifest at a time. Usuallye personality is not

aware of the existence of the other personalii@eh personality has a
full range of higher mental functions and perforamnplex behaviour

patterns. The transition from one personality tother is sudden, and the
behaviour usually contrasts strikingly with theipat's normal state.

Trance and Possession Disorders

This disorder is very common in India. It is chaesised by a temporary
loss of both the sense of personal identity ant dulareness of the
person’s surroundings. When the condition is indumereligious rituals,
the person may feel taken over by a deity or sgihe focus of attention
is narrowed to a few aspects of the immediate enment andthere is
often a limited but repeated set of movements,ysestand utterances.

Dissociative Motor Disorders

It is characterised by motor disturbances like lyar® or abnormal
movements. Paralysis may be a monoplegia, paraptegjuadriplegia.
The abnormal movement may be tremors, choreiformements or gait
disturbances which increase when attention is tice¢owards them.
Examination reveals normal tone and reflexes.

Dissociative Convulsions (Hysterical Fits or Pseud8eizures)

This is characterised by convulsive movements aadigb loss of
consciousness. Differential diagnosis with truezeEs is important.
Some differences are illustrated below:

Clinical points Epileptic seizure Dissociativt convulsion
Aura (warning) Usual Unusual

65



PHS 505

COMMUNITY MENTAL HEALTH

Attack pattern Stereotyped  knownPurposive body
clinical pattern. movements; absence |of
any established clinical
pattern.
Tonguebite Preser Absen
Incontinence of Can occur Very rare
urine and faeces
Injury Car occul Very rare
Duration Usually about 30-7020 - 800 seconds
seconds. (prolonged).
Amnesie Complett Partia
Time of day It can occur anytime; Never occurs during
it can also occursleep.
during sleep.
Place of occurrence Anywhere Usually indoors osafe
places.
Pos-ictal confusior | Preser Absen
Neurological signs| Present Absent

Dissociative Sensory Loss and Anesthesia

It is characterised by sensory disturbances likeilieesthesia, blindness,
deafness and glove and stocking anaesthesia (a&bsérsensations at
wrists and ankles).

The disturbance is usually based on patient’s kadg# of that particular
illness whose symptoms are produced. A detailedn@ationdoes not
reveal any abnormalities.

Etiology of Conversion Disorders

Psychodynamic Theory

In conversion disorder, the ego defence mechanismglved are
repression and conversion. Conversion symptomw alldorbiddenwish
or urge to be partly expressed, but sufficientlggdised so that the
individual does not have to face the unacceptaidb.Wwhe symptoms are
symbolically related to the conflict.

Behaviour Theory

According to this theory, the symptoms are learoinf the surrounding
environment. These symptoms bring about psychodbgrelief by
avoidance of stress. Conversion disorder is morancon in people with
histrionic personality traits.
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Treatment

. Free association

. Hypnosis

. Abreaction therapy

. Supportive psychotherapy

. Behaviour therapy (aversion therapy, operant cardiig etc.)

. Drug therapy: Drugs have a very limited role. A featients have

anxiety and may need short-term treatment with beiazepines.

Intervention

. Monitor physician’s ongoing assessments, laboratepprts and
other data to rule out organic pathology.

. Identify primary and secondary gains.

. Do not focus on the disability; encourage patienpérform self-

care activities as independently as possible. yetex only when
patient requires assistance.

J Do not allow the patient to use the disability asanipulative tool
to avoid participation in the therapeutic actistie

. Withdraw attention if the patient continues to fean physical
limitations.

. Encourage patient to verbalise fears and anxieties.

. Positive reinforcement for identification or demtration of
alternative adaptive coping strategies.

. Identify specific conflicts that remain unresolvadd assist
patient to identify possible solutions.

. Assist the patient to set realistic goals for thieife.

J Help the patient to identify areas of life situatibat are not within
his ability to control. Encourage verbalisatiorfexlings related to
this inability.

3.2.7 Somatoform Disorders

These disorders are characterised by repeatednpaésa with physical
symptoms which do not have any physical basis,zapérsistent request
for investigations and treatment despite repeateslirances by the
treating doctors.

These disorders are divided into following categgri

. Somatisation disorder

. Hypochondriasis

. Somatoform autonomic dysfunction
. Persistent somatoform pain disorder
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Somatisation Disorder

Somatisation disorder is characterised by chronidtiple somatic
symptoms in the absence of physical disorder. Thetoms are vague,
presented in a dramatic manner and involve mulopdan system.

Hypochondriasis
Hypochondriasis is defined as a persistent preqzatoon with a fear or
belief of having a serious disease despite repeatstical reassurances.

Somatoform Autonomic Dysfunction

In this disorder, the symptoms are predominantlgesnautonomic
control, as if they were due to a physical disor@&me of them include
palpitations, hiccoughs, hyperventilation, irritatblowel, dysuria etc.

Persistent Somatoform Pain Disorder

The main feature of this disorder is severe, pensispain without any
physical basis. It may be of sufficient severitya®to cause social or
occupational impairment. Preoccupation with the psicommon.

Treatment

Drug therapy
. Antidepressants
. Benzodiazepines

Psychological treatment
. Supportive psychotherapy
. Relaxation therapy

SELF-ASSESSMENT EXERCISE

i. What do you understand by the term phobic anxetgrders?
il. With specific examples explain different typegpbbbias.

4.0 CONCLUSION

An individual is said to exhibit neurotic behaviour he frequently
misevaluates adjustive demands, becomes anxiausiination that most
people would not regard as threatening and tendevelop behaviour
patterns aimed at avoiding rather than coping with problems.
Curiously, the individual may realise his behaviasrirrational and
maladaptive as in the case of a severe phobiadiong— but he seems
unable to alter it. Although neurotic behavioummsladaptive, it does not
involve gross distortion of reality or gross peralitiydisorganisation, nor
is it likely to result in violence to the individuar to others.
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5.0 SUMMARY

In this unit, you have learnt about psychoneurogdifgrences
betweenpsychosis and neurosis and forms of nesirose

6.0 TUTOR-MARKED ASSIGNMENT

1. Differentiate between psychosis and neurosis.
2. How can neuroses be prevented in our society?
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MODULE 2 ORGANIC MENTAL DISORDERS
Unit 1 Organic Mental Disorders

UNIT 1 ORGANIC MENTAL DISORDERS
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1.0 INTRODUCTION

It is usual to differentiate the organic reactigqppes into acute and
chronic. In the acute illnesses, as occur in tHeid®m associated with

alcohol, there is a temporary poisoning of therbills by the toxins,

while in the chronic reaction types there is a pesgive degeneration of
the nervous tissue as in general paralysis. Inotiganic reaction type,
there is usually present intellectual impairmerttvdefects in memory,
judgement and orientation, affective disturbancegh wemotional

instability and character changes in which therfileelings deteriorate
and may lead to anti-social behaviour. In this,uryu will be exposed
to organic mental disorders and how to preventraadage these cases.

2.0 OBJECTIVES

By the end of this unit, you should be able to:

. classify organic mental disorders
. describe the manifestations of dementia
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J explain delirium
. describe mental disorders due to brain damage.

3.0 MAIN CONTENT

Organic mental disorders are behavioural or psydioél disorders
associated with transient or permanent brain dydfon. Thesedisorders
have a demonstrable and independently diagnosabébmal disease or
disorder. They are classified under Fo in ICD10.

3.1 Classification of Organic Mental Disorder

dementia

delirium

organic amnestic syndrome

mental disorders due to brain damage, dysfunctioth a
physical disease

. personality and behavioural disorders due to hd&éease,
damage and dysfunction.

3.1.1 Dementia (Chronic Organ Brain Syndrome)

Dementia is an acquired global impairment of ietet] memory and
personality but without impairment of consciousness

Incidence

Dementia occurs more commonly in the elderly thrathe middle-aged.
It increases with age from 0.1% in those below é@ry of age to 15 to
20% in those who are 80 years of age.

Etiology
Untreatable and irreversible causes:
e Degenerating disorders of CNS
e Alzheimer’s disease (this is the most common ofdalinenting
illnesses)
¢ Pick's disease
¢ Huntington’s disease
e Parkinson’s disease

Treatable and reversible causes:

o Vascular — multi-infarct dementia
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Intracranial space-occupying lesions

Metabolic disorders — hepatic failure, renal falur

Endocrine disorders — myxedema, Addison’s disease

Infections — AIDS, meningitis, encephalitis.

Intoxication — alcohol, heavy metals (lead, arsgribronic

barbiturate poisoning

Anoxia — anaemia, post-anaesthesia, chronic réspjyriilure

. Vitamin deficiency, especially deficiency of thiami and
nicotine

. Miscellaneous — heatstroke, epilepsy, electricrinju

Stages of Dementia

Stage |: Early stage (2 to 4 years)

. Forgetfulness

J Declining interest in the environment
. Hesitancy in initiating actions

J Poor performance at work.

Stage II: Middle stage (2 to 12 years)

Progressive memory loss

Hesitates in response to questions

Has difficulty in following simple instructions
Irritable, anxious

Wandering

Neglects personal hygiene

. Social isolation.

Stage lll: Final stage (up to a year)

Marked loss of weight because of inadequate intdeod
Unable to communicate

Does not recognise family

Inconsistence of urine and faeces

Loses the ability to stand and walk

Death is usually caused by aspiration pneumonia

Clinical Features (for Alzheimer's Type)

. Personality changes: lack of interest in day-to-a@ayities, easy
mental fatigability, self-centred, withdrawal, deased self-care
. Memory impairment: recent memory is prominentlyeatéd
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Cognitive impairment: disorientation, poor judgemaetifficulty
in abstraction, decreased attention span.

Affective impairment: labile mood, irritablenesgptession
Behavioural impairment: stereotyped behaviour, rafien in
sexual drives and activities, neurotic/psychoticdwour
Neurological impairment: aphasia, apraxia, agnosmizures,
headache

Catastrophic reaction: agitation, attempt to conspé for defects
by using strategies to avoid demonstrating failunastellectual
performances, such as changing the subject, crggkikes or
otherwise diverting the interviewer.

Sundowner syndrome: It is characterised by drovsine
confusion, ataxia; accidental falls may occur aghhiwhen
external stimuli such as light and interperson&rding cues are
diminished.

Course and Prognosis

Insidious onset but slow progressive deterioradiocurs.

Treatment

Until now, no specific medicine is available todreAlzheimer’s disease.
A drug called ‘Tacrine’ is being used in westerrumies. Tacrine
(Tetrahydroaminoacridine) is a long-acting inhibivd acetylcholine and
also delays the progression of the illness.

The following drugs may be of some use in causymgpgomatic relief:

benzodiazepines for insomnia and anxiety
antidepressants for depression

antipsychotics to alleviate hallucinations and delns
anticonvulsants to control seizures.

Intervention

1.

2.

Provide a safe environment:

. make sure that lights are bright enough

. keep matches, bleach, paints out of reach

J structure the environment to minimise hazards assent
falls

J do not allow the patient to take medications alone.

Establish good interpersonal relationships:
o verbal communication should be clear and unhurried.
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guestions that require ‘yes’ or ‘no’ answers arstbe

Facilitate adequate grooming hygiene and othevitie8 of daily

living
[ ]

compliment the patient when he looks good

remember to check finger and toenails regularly ticem
if the person cannot do it by himself

encourage and help in cleaning teeth and bathing
people with dementia may have problems with thé& toc
the bathroom door; if this happens, it is advisableemove
the lock

remind the person to go to the toilet at regulgerivals, just
leave the toilet door open, and leave a light glhttiimes to
find the way.

Maintain adequate food and fluid intake:

allow plenty of time for meals

a well-balanced diet with plenty of fibre such asit§,
vegetables, whole wheat should be used to prevent
constipation

food served should be neither too hot nor too cold.

Facilitate adequate rest and sleep:

provide a calm and quiet environment for sleep
keep him clean and dry
provide regular exercises to improve sleep.

Facilitate orientation:

orient the client to reality in order to decreasafasion
clock with large faces aid in orientation to time

use a calendar with large writing and a separate pa
foreach day

provide newspapers which stimulate interest inenitrr
events

orientation of place, person and time should beryiv
before approaching the patient.

Decrease socially inappropriate behaviour and ifatgl the
development of acceptable social skills:

reinforce socially acceptable skills.

over-correction should be avoided.

give necessary information repeatedly.

focus on the things the person does well rathem tha
mistakes or failures.

ignore unacceptable behaviour.
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Increase interest in surroundings:

. ensure that each day has something of interesitégerson
with dementia — it might be going for a walk,lisieg to
music; talk about the day’s activities

. involve the patient with old friends for a chatymeaiscing
about the past.

Involve the family and community in treatment aed@iabilitation

programme:

. provide information about the disease process;r rafe
appropriate organisations — for example, the Alxtegis
and Related Disorders Society of India (ARDSI) tet@iin
1992, a national organisation dedicated to demersia,
support and research

. since wandering is a common problem, the patienstmu
always carry an identity card in case he gets lost
. for anger and hallucinations, prescribed medicat&ould

be administered from time to time.

3.1.2 Delirium (Acute Organic Brain Syndrome)

Delirium is an acute organic mental disorder charésed by impairment
of consciousness, disorientation and disturbancegedrception and
restlessness.

Incidence

Delirium has the highest incidence among organictaiedisorders.
About 10 to 25% of medical-surgical inpatients abdut 20 to 40% of
geriatric patients meet the criteria for deliriuaridg hospitalisation. This
percentage is higher in post-operative patients.

Aetiology

Vascular: hypertensive encephalopathy, cerebratiasclerosis,
intracranial haemorrhage

Infections: encephalitis, meningitis

Neoplastic: space-occupying lesions

Intoxication: chronic intoxication or withdrawal fe€t of
sedative-hypnotic drugs

Traumatic: subdural and epidural hematoma, confiysio
laceration, post-operative, heatstroke

Vitamin deficiency e.g. thiamine

Endocrine and metabolic: diabetic coma and shockmia,
myxedema, hyperthyroidism, hepatic failure
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Metals: heavy metals (lead, manganese, mercuryjbona
monoxide and toxins

Anoxia: anaemia, pulmonary or cardiac failure.

Clinical Features

Impairment of consciousness: clouding of conscieasrranging
from drowsiness to stupor and coma.

Impairment of attention: difficulty in shifting, émsing and
sustaining attention.

Perceptual disturbances: illusions and hallucimationost often
visual.

Disturbance of cognition: impairment of abstracinking and
comprehension, impairment of immediate and receainary,
increased reaction time.

Psychomotor disturbance: hypo and hyperactivityl@ss groping
or picking at the bedclothes (flocculation), enhethcstartle
reaction.

Disturbance of the sleep-wake cycle: insomnia mewnere cases,
total sleep loss or reversal of sleep-wake cyclayticthe
drowsiness, nocturnal worsening of symptoms, digtgy dreams
and nightmares, which may continue as hallucinatiadfter
awakening.

Emotional disturbances: depression, anxiety, femitability,
euphoria, apathy or wondering perplexity.

Course and Prognosis

The onset is usually abrupt. The duration of arsage is usually brief,
lasting for about a week.

Treatment
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Identification of cause and its immediate correttie.g. 50 mg of
50% dextrose IV for hypoglycemia,.@or hypoxia, 100 mg of
B1 IV for thiamine deficiency, 1V fluids for fluidand electrolyte
imbalance.

Symptomatic measures: benzodiazepines (10 mg diazep 2
mg lorazepam IV) or antipsychotics (5 mg halopdrmio50 mg
chlorpromazine IM) may be given.
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Intervention

1. Providing a safe environment:
. restrict environmental stimuli, keep unit calm andll-
illuminated
. there should always be somebody at the patientisite,
reassuring and supporting
. as the patient is responding to a terrifying unséalworld

of hallucinatory illusions and delusions, special
precautions are needed to protect him from himesadf to
protect others.

2. Alleviating patient’s fear and anxiety:

. remove any object in the room that seems to beiece®f
misinterpreted perception

. as much as possible, have the same person alhikdy
the patient’s bedside

. keep the room well lighted especially at night.

3. Meeting the physical needs of the patient:

. appropriate care should be provided after the physi
assessment

. use appropriate management measures to reduce high
fever, if present

J maintain intake and output chart

. mouth and skin should be taken care of

. monitor vital signs

. observe the patient for any extreme drowsinesskep as
this may be an indication that the patient is stigpntoa
coma.

4. Facilitate orientation:

J repeatedly explain to the patient where he is amtw
date, day and time it is

. introduce people with name even if the patient
misidentifies them

. have a calendar in the room and tell him what t&sy i

. when the acute stage is over, take the patiendmait

introduce him to others.

3.1.3 Organic Amnestic Syndrome

The organic amnestic syndrome is characterised nigyairment of
memory and global intellectual functioning due toumderlying organic
cause. There is no disturbance of consciousness.
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Aetiology

. Thiamine deficiency, the most common cause beingnih
alcoholism. It is called “Wernicke-Korsakoff syndne”.
Wernicke’'s encephalopathy is the acute phase oiriusl
preceding the amnestic syndrome, while Korsakaf§isdrome is
the chronic phase of amnestic syndrome.

. Head trauma

Bilateral temporal lobectomy

Hypoxia

Brain tumours

Herpes simplex encephalitis

Stroke.

Clinical Features

. Recent memory impairment

. Anterograde and retrograde amnesia

. There is no impairment of immediate memory.
Management

. Treatment for an underlying cause.

3.1.4 Mental Disorders to Brain Damage, Dysfunction and
Physical Disease

These are mental disorders, which are causallytectlao brain
dysfunction due to primary cerebral disease, systalisease or toxic
substances.

Primary cerebral diseases:Epilepsy, encephalitis, head trauma, brain
neoplasms, vascular cerebral disease and cerebalarmations.

Systemic disorders: Hypothyroidism, Cushing’s disease, hypoxia,
hypoglycemia, systemic lupus erythematosus an@erenial neoplasm.

Drugs: Steroids, antihypertensives, antimalarials, alcohahd
psychoactive substances.

The following mental disorders come under this gatg:

. Organic hallucinations

. Organic catatonic disorder
. Organic delusional disorder
. Organic mood disorder
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. Organic anxiety disorder.

3.2.5 Personality and Behavioural Disorders Due t8rain
Disease, Damage and Dysfunction

These disorders are characterised by significatdragion of the
premorbid personality due to underlying organicsesu There is no
disturbance of consciousness and global intelléctwaction. The

personality change may be characterised by ematiabdity, poor

impulse control, apathy, hostility or accentuatadrearlier personality
traits.

Aetiology

. Complex partial seizures (temporal lobe seizures)

. Cerebral neoplasm

. Cerebrovascular disease

. Head injury

Management

. Treatment for the underlying cause

. Symptomatic treatment with lithium, carbamazepimevdh
antipsychotics.

SELF-ASSESSMENT EXERCISE

I Discuss different ways in which dementia could pra3
ii.  Classify organic mental disorders?

4.0 CONCLUSION

In this unit, you have learnt that organic mentadodders are
behavioural or psychological disorders associatdith wansient or
permanent brain damage or brain dysfunction. Bshduld be noted
that preventive measure is crucial in these digsraad prompt and
adequate management when diagnosed could be hetpfaloid

permanent damage.
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5.0 SUMMARY
There is the need to maintain positive health-segki
behaviour in order to promote and maintain ourthesthtus

as this could cure a lot of problems that may benpeent
in the nearest future.

6.0 TUTOR-MARKED ASSIGNMENT

1. What are organic mental disorders?
2. Briefly explain what you understand by the termirdeh.

7.0 REFERENCES/FURTHER READING
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MODULE 3
Unit 1 Drug Abuse and Drug Addiction
Unit 2 Alcoholism

UNIT 1 DRUG ABUSE AND DRUG ADDICTION
CONTENTS

1.0 Introduction
2.0 Objectives
3.0 Main Content
3.1 Introduction
3.2 Effects of Drug Abuse
3.3 Examples of Drugs Commonly Abused
3.4 Causes of Drug Abuse
3.5 Principles of Diagnosis
3.6 Underlying Psychopathologic Substances
3.7 Guide to Management of Substance Abuse Crisis
3.8 Methods of Combating Drug Abuse and Drug Addiction
3.9 Socio-Economic and Psychological Problems of Drug
Abuse and Drug Addiction
4.0 Conclusion
5.0 Summary
6.0 Tutor-Marked Assignment
7.0 References/Further Reading

1.0 INTRODUCTION

In the last unit, we went through organic mentabdiers; we explained
the effect of drugs on mental health. In this uyat) will be exposed to
substance abuse (drug abuse and drug addiction).

2.0 OBJECTIVES
By the end of this unit, you should be able to:

define drug abuse and drug addiction.

differentiate between drug abuse and drug addiction

list five drugs that are commonly abused.

enumerate some causes of drug abuse.

state the principles of diagnosis.

describe the guide to the management of substdnusearisis
methods of combating drug abuse and drug addiction
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. list four socio-economic and psychological probleshsirug
abuse and drug addiction.

3.0 MAIN CONTENT

3.1 Introduction

Drug abuse is defined by WHO to be a persistersiporadic excessive
use of a drug and that use of drug is inconsisiettit or unrelated to
acceptable medical practice. With this definitidrshows that any drug
can be abused. Drug abuse itself is not an illbesst may and usually
leads to an illness.

Although, marijuana is the drug most extensivelgoréed to, the
sedatives, stimulants and hallucinogens are widlelysed and addiction
to the “hard” narcotics has increased considerably.

The variety of drug effects and the constant intadin of new drugs and
agents and rediscovery of old ones have led to soonéusion inthe
terminology of inappropriate or inadvisable drug.us

Misuse implies overzealous or indiscreet administrationdofigs by
physicians. To misuse a drug might be to takeritfe wrong indication,
in the wrong dosage, or for too long a period, tention only a few
obvious examples.

Abuse implies the use of drugs for other illegitimate noadl purposes.
That is, abuse might be construed as any use ofig fdr nonmedical
purposes, almost always for altering consciousness.

Drug dependence:Dependence is a biological phenomenon. Psychic
dependence is manifested by compulsive drug-seekeitaviour in
which the individual uses the drug repetitively fiersonal satisfaction.
Heavy cigarette smoking is an example.

Physical dependence is present when the withdrafthe drug produces
symptoms that are frequently the opposite of tleasmght by the user. It
has been suggested that the body adjusts to aawelvdf homoeostasis
during the period of drug use and reacts in th e oepg fashion when
the new equilibrium is disturbed.

Addiction is usually taken to mean a state of physical angtips
dependence, but the word is too precise to be usefu

Addiction as defined by ‘WHO’ is a “behavioural fanh of drug use
characterised by overwhelming involvement with te of a drug,
compulsive drug-seeking behaviour, and a high teogleo relapse after
withdrawal”. The WHO stresses that “addiction skiblbé viewed on a
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continuum relative to the degree where drug usectdfthe total life
quality of the drug use and to the range of cirdamses in which it
controls his behaviour”.

3.2 Effects of Drug Abuse

Some drugs when abused produce dependence withfolloeving
characteristics:

0] Compulsion to take the drug on a continuous oragiorbasis in
order to experience its psychic effects (psychalalgiependence).

(i)  Presence of physical symptoms when the drug is esugd
withdrawn (withdrawal symptom).

(i)  Tolerance.

(iv) Detrimental effect on the individual and the sogiet

3.3 Examples of Drugs Commonly Abused

(@) Common analgesics — e.g. aspirin
(b)  Stimulants e.g. kola nuts, coffee
(c)  Alcohol

(d) Sedatives e.g. barbiturates

(e) Amphetamine

) Cannabis (Indian hemp).

Note: (c)-(f) above produce dependence.
3.4 Causes of Drug Abuse

1 Habit formation

2 Peer group

3. Self-medication

4. Over-prescription of drugs by some doctors
5 Environment

6 llinesses particularly emotional disorders.

3.5 Principles of Diagnosis

3.5.1 Substance Abuse

Abuse is characterised by a pattern of pathologelasting for at least a

month and causing impairment in social and occopatifunctioning.

() Pattern of Pathologic Use: Although the patternesadepending
upon the substance used, it may be characterisédtbyication
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throughout the day”, inability to cut down or stape, repeated
efforts to control use through periods of temporabgtinence or
restriction of use to certain times of the day, tcaration of

substance use despite a serious physical disdvatehe individual
knows is exacerbated by the use of the substaeesl for daily
use of the substance for adequate functioning ambees of a
complication of the substance intoxication (e.gcohblic

blackouts, opioid overdose).

(i)  Impairment in Social or Occupational-functioningt&viour may
include erratic, impulsive, or aggressive actiond #ailure to
meet important obligations to friends and familystDrbed social
interaction is a consequence of intoxicated behaviand
personality changes that may be produced by thehpsygtive
drug. There may also be legal difficulties assedatwith
behaviour during the intoxicated state (e.g. cacidmmts) or
criminal behaviour to obtain money to purchasedhiestance. It
is important to distinguish criminal activity (e.gheft) to
perpetuate drug intoxication from recreational dugg in conflict
with local customs and laws.

Signs of impairment in occupational functioning maglude missing
work or school and the inability to function effely because of
intoxication. If impairment is severe, the indivalis life can become
dominated by the use of the substance and physnzhlpsychological
functioning may deteriorate markedly.

3.5.2 Substance Dependence

Substance dependence is a more severe form ofsgbsabuse, with a
diagnosis based on physiologic dependence as démimus by tolerance
or withdrawal, as defined below. Also, there isalsu a pattern of
pathologic use that causes a disturbance in sawiabccupational
functioning.

() Tolerance: Tolerance means markedly increased asaidrthe
substance are required to achieve the desiredtetiechere is
markedly diminished effect with regular use of faene dose.

(i)  Withdrawal: “In withdrawal, a substance-specificndgome
follows cessation of or reduction in intake of &dstance that was
previously regularly used by the individual to iméua physiologic
state of intoxication.” Characteristics of the withwal syndrome
vary with the substance used. Frequently obseryegp®ms are
anxiety, restlessness, irritability,insomnia amgpaired attention.
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3.5.3 Multiple Drug Abuse

When the history includes the use of more thansuistance, multiple
diagnoses of substance use disorders should be, meatkEpt under the
following conditions, when the:

1. specific substances cannot be identified
2. substances used are from different (non-alcohoéitggories or
3. substances abused cannot be classified — it isdésignated as

“unspecified, mixed, or other substances abus¢giads/ely.

Multiple drug abuse is common among drug abusess tlee resulting —
spectrum of symptoms often makes diagnosis antiriezd difficult.

Drug tolerance is associated with some (but ngt@dtterns of drug
abuse. This diagnosis is complicated when multplegs are used,some
of which (e.g. sedative-hypnotics) may manifestsertblerance. An
abuser of a sedative-hypnotic such as a shortgadtisrbiturate or
benzodiazepine may combine the use of drugs amhallc producing
mixed addiction. Individuals who abuse various drugthe same group
may develop substantial tolerance but are not imemto the life-
threatening consequences of the drugs — e.g. theeyoféen seen in
emergency room after an overdose or associatedimysbn such as
having a blackout while driving. These serious eguences of substance
abuse may be the first symptom of addictive disease by the physician.

3.6 Underlying Psychopathologic Disorders

Individuals with primary substance use disordesughbe evaluated for
underlying psychopathologic conditions such asféectve disorder or
thought disorder (or both problems such as medaiakases or
complications). Following detoxification from druglependence,
individuals whose only problem is the primary adigedisease are better
managed in an abstinence-oriented treatment appiodoviduals who
have both an addictive disease and an underlyinghpgathologic
disorder may require psychotropic medication foilogvdetoxification
and are less well suited to abstinence-orientedrtrent.

3.7 Guide to Management of Substance Abuse Crisis
A. Assessment

This should include the following:
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1)

()

(3)

(4)

(5)

B.

Substance used:

e Type of substance (or availability of sample for
identification or testing if the patient does natol the
type).

¢ Route of administration (inhaled, ingested, injdatéc.).

Pattern and circumstances of substance use

e Self-medication because of physical, mental or
emotional problem

e Concomitant use of prescription or over-the-counter
medications

e Alternating or concomitant use of other drugs ia th
same drug group.

¢ |dentifiable events, such as loss or celebration,
precipitating the substance abuse crisis.

e If the drug is wused habitually, pattern of
development and method of maintenance of habit.

The extent of potential support system

e Family or friends are available to help the
patientfollow through on treatment

e Community groups or agencies specifically
addressing the patient’s abuse pattern.

History of previous treatment

e Type and duration of treatment
* Results

Other
e Effects of drug use on the patient’s life (e.gaficial
problems, changes in physical appearance).
¢ Physical infirmity that could exacerbate the prable
e Willingness to change abuse habits.

Initial Management of the Crisis

Before treatment commenced, it is important to Essbe patient of

confidentiality and explain the rationale for treant and what to expect.
The patient’s behaviour is observed carefully; \véigns are monitored,

and the patient is given only symptomatic treatntefore the substance
is identified. No medication should be given ifriaés anyquestion about
the identification of the drug.
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The goal of the three approaches listed is to &eham alteration in the
patient’s status or a favourable resolution of ¢hisis. Judgement must
be used in selecting the most appropriate appreitie circumstances.

0) Assistance: The involvement of another individuahathority in
the substance abuse crisis often helps patientgetite crisis and
work out a personal solution. This gives them aposfunity for
growth through mastery of the crisis. Psychiatrioeegency
clinicians often directly involve others or ask ipats to
recommend someone with whom they are comfortabteassure
and guide them during the crisis.

(i) Complete Management: Some cases require complete
management of the crisis by the clinician, as édttive treatment
of drug overdoes.

(i)  Patient Education: In some instances, cliniciareige additional
information or resources so that patient can resdheir own
substance abuse crisis.

C. Follow-Up Strategies

After crisis intervention for the drug overdose,dital management of
the complications and appropriate detoxificationogedures, the
physician should evaluate the patient to determinthere are any
associated physical problems, persistent organntahdisorder or major
underlying psychopathological conditions. In moases, the substance
use disorder must be viewed as the primary dispasmess. Fewer than
10% of patients who have the addictive disease hawajor underlying
psychopathologic condition.

However, if an underlying problem exists it is diflt to follow a drug-

free-abstinence-oriented approach to treatmene shrecpatient will often
require psychotropic medication for managementefisychopathologic
disorder. Antidepressants may be prescribed for sgomdepressive
episode, or an antipsychotic drug may be givermfounderlying thought
disorder. For some patients with primary addictiisease, a drug
maintenance programme (e.g. with methadone) maypplemented, but
abstinence-based recovery-oriented strategiesaiheutried first.

Most follow-up strategies are psychosocial in natand include family
therapy and individual psychotherapy. Successfrdtegies include
participation in non-medical self-help groups, suab Alcoholics
Anonymous (A.A.) and Narcotics Anonymous. Thesegprmmes
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focus on abstinence and emphasise the principlescolvery, with the
group process supporting and maintaining recovéry.occasion, the
addict will require residential therapy, typicaily a highly structured
behaviour modification self-help community.

Follow-up care must be tailored to the individuadiddictive disease
process and must be flexible enough to change epdhent's needs
change. The physician should recognise that addicis a chronic,
relapsing disease with potentially fatal and cooseges but that
recovery is possible.

3.8

1.

3.9

(i)

(i)
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Methods of Combating Drug Abuse and Drug Addiction

Legal Penalties: The government should make pravssifor
penalties that await offenders. Those who sellaarigerousdrugs
should be adequately punished. There should bel Eges
controlling buying and selling of drugs. The poatsd customs
should be adequately controlled. Adequate lawsldHmienacted.
Law Enforcement Agents: The police together withe th
pharmacists should inspect shops, chemist shopssagadto
adequate storage and dispensing of drugs. Offerslersid be
planned.

Health Education: The public should be educatedrtigg the use
of certain drugs especially without a valid docsprescription.
The public could be educated via radio, televismuhlic lectures
and mounting of posters.

Provision of Effective and Efficient Health Carelery: There
is no doubt that if effective and efficient heattare delivery is
provided by the government, it will go a long wayreduce or
discourage self-medication and minimise the risldafg abuse
and drug dependence.

Socio-Economic and Psychological Problems of Drug
Abuse and Drug Addiction

Deviant Behaviours: Some people abuse drugs inrdodearry
out some deviant activities to the detriment of kiealth of the
other members of the society. For example, mosh®iices are
committed under the influence of drugs. Some pebpdak into
some houses after taking some drugs.

Mental lllness: Some of the mentally sick in oucisty today have
abused drugs — sometimes in their life. Drug abarsé drug
dependence may result in any form of mental ilinasd the more
mentally sick we have in the society, the more @anmgsthe
society will be for the rest of the populace.
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(i)
(iv)

(v)

(vi)
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Broken Homes: Experiences have shown that drugesdmusdrug
dependence could result in broken homes.

Low Productivity: When many people who could haveeto
engaged in meaningful production are mentally sickre will be
a generally low productivity output.

Late Diagnosis of Disease: Some people treat theesat home,
ignorantly and later come to the hospital whendisease would
have gone in an advanced stage. Some of themdgfstaying
in the hospital for a very long time while others.d

Death: Intake of an overdose of some drugs cousilyel@ad to
death.

SELF-ASSESSMENT EXERCISE

Define drug abuse and drug addiction.
Differentiate between drug abuse and drug addiction

4.0 CONCLUSION

The effects of drug abuse and drug addiction asvemtable in any
society. In Nigeria, the Federal Government sedggncies for instance;
NAFDAC in this direction so as to curb the incidenof substance
abuse and its menace but the success depends gnnesmmber of the
society. Drugs have also played a role in polititgtory. For example,
the opium wars of the ¥&entury between China and Britain and the drug
movement of the 1970s in the United States chatigeedourse of history.
Even today, we are struggling with political anatiasbevents that relate
to drugs and other illicit substances.

5.0 SUMMARY

In this unit, you have learnt about substance alfubat, how, who,
where, when of substance abuse and its effectg) d€kastating effects
of substance abuse are alarming in our societyyrévention requires the
concerted efforts of all and sundry as the worlgudfstance use and abuse
is always changing. As health care providers becomme familiar with
current chemical fads, new and more potent drugsnaroduced.

6.0 TUTOR-MARKED ASSIGNMENT

1.

2.

Describe the effects of substance abuse onetre@pment of
Nigerian society.
How can substance abuse be curbed in otatg@c
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INTRODUCTION

Alcohol is brewed in all cultures from time immenarand is known to

have high abuse potential in all cultures so itudthdbe considered with
rapt attention. This unit will expose you to thebjet matter of

alcoholism, what it means types of alcoholism, eau®ffects, stages,
complications and treatment of alcoholism.

2.0

OBJECTIVES

By the end of this unit, you should be able to:

describe what alcoholism is

state the types of alcoholism

list the cause of alcoholism

explain the effects of alcoholism

enumerate the stages of alcoholism

describe the complications and treatment of alashol
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3.0 MAIN CONTENT

3.1 Introduction

Alcoholism is a syndrome consisting of 2 phasesblem drinking and
alcohol addiction. Problem drinking is the repeétuse of alcohol often
to alleviate tension or solve other emotional peaid. Alcohol
addiction is similar to that which occurs followirige repeated use of
barbiturates or similar drugs.

Definition: The term ‘alcoholism’ is a very gene@he and is used to
describe a state in which excessive indulgenceldohal has become
harmful to the individual's physical or mental h&alo his interpersonal
relations, or to his social or economic functionidg ‘alcoholic’ is a
person whose drinking is having these consequemde=ginning to show
the signs of their development. In contrast to sh#-indulgent heavy
drinker who drinks because he likes it, the alcaha dependent on
alcohol and drinks because he must. Alcoholism isiagor problem
worldwide.

Diagnostic Criteria for disorders associated withohol abuse and
dependence is stated below.

Alcohol Abuse:is characterised by three (3) criteria:

(1) A pattern of pathologic alcohol use, such as thedrfer daily
drinks or the presence of binges or blackouts.

(2) Impairment in social or occupational functioningedio alcohol
use, such as loss of a job or legal difficulties] a

(3) Duration of disturbance of at least one month.

Alcohol Dependenceis characterised by two (2) criteria:

(1) Either a pattern of pathologic alcohol use or impaint in social
or occupational functioning due to alcohol; and
(2)  Either tolerance or withdrawal.

Tolerance: is defined as a need for an increased amount ohaldo
achieve the desired effect or as a markedly dirhedseffect with regular
use of the same amount of alcohol.

Withdrawal: is defined as the development of alcohol withdrawal

(certain characteristic sign and symptoms, suctreasor, tachycardia,
and restlessness) after cessation of or reductidnnking.
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3.2 Types of Alcoholism

Alcoholism is not a uniform disorder, and a numietifferent types may
be recognised.

Various methods of classification are known, bt finllowing represent
the main groups.

(a) Habitual Excessive Drinkers: These people drink for pleasure
or social reasons and become habituated to it. ey tolerance
and no physical or mental complications except thasome
people, there may be outbursts of disturbed bebavioss of
employment, financial difficulties and disruptiohfamily.

(b) Habitual Symptomatic Excessive Drinkers: There is a
psychological dependence o alcohol which is neddecklieve
physical or emotional discomfort. The drinking iBus a
symptom of a disturbance in another field.

(c) Periodic Excessive Drinkers:Some alcoholics are subject to
periodic bouts of heavy drinking (sometimes cafleghsomania”)
but in the intervals can often abstain or drinkyonbderately.
Severe recurrent anxiety or depression is sometthme$dasis of
such drinking.

(d) Alcohol Addiction: In the fully established addict, the bodily
metabolism has become adapted to the presencecohaodl
Physical dependency has developed and suddenuiptiernr of
alcohol consumption may lead to severe physicahdvéwal
symptoms. At first, there may be weakness, sweatingrexia,
nausea, irritability and restlessness; later tresmosevere
apprehension, hallucinations and convulsions mawuioc

3.3 Causes of Alcoholism

There is no single cause of alcoholism. Biomedipalchological and
social factors play a role in its development ancessful events,
sometimes serve as catalysts of drinking behaviour.

The following factors contribute:

() National differences in drinking habits, cost afatol, licensing
laws and wine production.
(i)  Social factors — this probably makes it more comnmomen
thanwomen.
(i) It sometimes run in family but is definitely notierited.
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(iv)  The predisposing unstable personality may have sgemetic
basis; the influence of the parental example isbabty an
important factor.

(v) Some shy and oversensitive individuals drink toab& to mix
more freely.

(vi) Some use it as a sedative to reduce tensioralkasused to reduce
various mental conflicts or to escape from diffidifé situations.

3.4 Effects of Alcoholism

Increased alcohol use can lead to both physical psythological

dependence, which result in a number of importarhbkdical and social
sequelae such as cirrhosis, depression, maritalegns and occupational
problems. These sequelae themselves are stressfullead to more
drinking, further dependence and additional secueland the cycle
continues.

Other effects of alcoholism are classified into two

Physical: Diminishing appetite with nausea and vomiting, esgby in
the morning is commonly present and is due to “clrrgastritis”. This
is to some extent responsible for vitamin B deficie

Mental: The alcoholic eventually may become selfish, in@ersite,

deceitful and unreliable in his behaviour. His moody vary between
self-pity, remorse and outbursts of violence. Hefien suspicious of
his wife and accuses her of infidelity.

3.5 Stages of Alcoholism

1. Pre-alcoholic: It is characterised by a gradual change in socially
motivated drinking to a means of relieving persdeakion.
2. Prodromal phase: This begins when the need for alcohol is no

more social, rather it is psychological. It is daerised by the
sudden onset of blackouts. They have guilty fesliagd avoid
reference to alcohol in social gatherings.

3. The crucial phase:There is a loss of behavioural control, drinking
becomes conspicuous. He tries to stop, but caropt Ble is a
criticof others; he does not like correction aeddmes aggressive.
Hemay lose his job, friends and there is a deeremasexual drive
and malnutrition sets in.

4. The chronic phase: There is marked ethical detsrmn,
impairment of thinking and can drink with anyong@asdless of
status. He has lost complete control and he ggteléssly and
helplessly drunk. He starts to lose tolerance footel because
of liver damage. He now accepts defeat and is ready
for treatment.
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3.6 Complications

(1) Alcoholic Hallucinosis: This syndrome occurs either during
heavy drinking or on withdrawal and is charactetisg a paranoid
psychosis without the tremulousness, confusion alwdided
sensorium seen in withdrawal syndromes. The patgpiears
normal except for the auditory hallucinations, Wwhace frequently
persecutory and may cause the patient to behavessieely.

(2) Delirium Tremens: It is an acute organic psychosis that is usually
manifest within 24-72 hours after the last drinkt(bhay occur up
to 7-10 days later). It is characterised by mecaalfusion tremor,
sensory hyperactivity, visual hallucinations (oftdrsnakes, bugs
etc.), automatic hyperactivity, diaphoresis, dehtidn,
electrolyte disturbances (hypokalemia, hypomagn&gem
seizures and cardiovascular abnormalities.

Delirium tremens is therefore a toxic state thaiuws in response
to withdrawal or diminution of alcoholic intake. it particularly
common in patients who are withdrawn from alcohdiew
admitted to the hospital for treatment of pneumanidractures.
Patients can be treated with sedation, such agxblmazine, 100
mg 4 times daily orally; and paraldehyde 12-16nmdlg, in cold
fruit juice or cracked ice. The duration of deliriremens is 2-7

days.

If a patient is dehydrated, rehydrate with oralidtuor give
dextrose and saline solution intravenously; add. \Bico
intramuscularly. Because of the frequency of cosiouls,
diphenylhydantoin (Dilantin), 100mg 3 times a daglly, should
be considered.

It has been suggested that the mental symptomdcohdalic
illnesses are not due to poisoning by the alcobbkd vitamin B
deficiency as a result of faulty absorption frora #tomach due to
the alcoholic, gastritis usually present.

NOTE: If alcohol is taken over long periods in large dfitées,
permanent structural damage may be done to theater@rvous
system resulting in some permanent intellectualectgdn and
probably other mental symptoms.
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Large quantities take over short periods, on theerothand,
produce symptoms of acute intoxication or poisonritch tend
to clear up fairly rapidly and completely.

(3) Withdrawal Syndrome: When an alcoholic suddenly stops
drinking (especially the addicts) withdrawal synmie results,
acute withdrawal syndrome results/occurs when tgept has
been hospitalised for some unrelated problem aedepts as a
diagnostic problem.

(4) Korsakoff Psychosis: It is organic brain damage that is
irreversible. It consists of marked loss of menforyrecentevents,
disorientation, confabulations.

(5) Wernicke’s Encephalopathy: There is disorientation, associated
with paralysis of ocular muscles, nystagmus, atdkia due to an
acute deficiency of vitamin B1.

Other complications are: Liver cirrhosis; gastrigeeripheral neuritis;

cardiomyopathy; chronic brain syndromes; cerebelé&generation; and
peripheral neuropathies.

3.7 Treatment

Treatment should be directed first at the staggependence on drinking
and finally should attempt to explore and modifggisposing causes.

0] Acute Stage: Unless the patient is in a very ptatesof health,
alcohol is usually withdrawn abruptly.

In heavy drinkers — prevent the risk of fits andirden tremens with
anticonvulsant drugs and tranquilisers.

The presence of weight loss, salt depletion anchatiation necessitates
liberal administration of fluids, salts, vitaminsften given parenterally
in very large doses) and glucose with small do$é&ssalin.

Tension and restlessness are controlled by traegrsl of the
Phenothiazine group e.g. Largactil (given by inatt Large doses of
Chlormethiazole 1-2g in divided doses is given detirium in heavy
drinkers.

(i)  Long Term Treatment:

(a) Apomorphine
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This therapy attempts to induce a conditioned aver® alcohol
by associating drinking with repeated nausea amditieg. This
treatment is carried out in the hospital and oflthe patient’s
condition is alright.

The patient is given in the morning 1/10gr. aporharp injection
(or EMETINE) at the same time 4 0z of 50% alcohglnibouth.
Apomorphine is a powerful emetic and induces nauaed
vomiting.

Apomorphine injection and alcohol by mouth are e¢péd 2 hourly
until the evening of the third day. During this énthe patient is
given injections of vitamin B but is allowed no tband no fluids
except alcohol.

On the evening of the 3rd day, he has a normal raedlthereafter
is given a full diet and if necessary a course oflified insulin.

He is given no more alcohol and injections of apghme are
tapered off by giving him 1/40gr 4 hourly for 24he and 1/80gr
6 hourly for 24 hours. The treatment requires s#lilhursing and
vital signs are monitored regularly and charted.

(b)  Antabuse (Disulfiram)

This is a drug which interferes with the breakdavfralcohol in
the body so that the toxic substance acetaldehgdenaulates in
the blood and causes unpleasant side effects.fidutseof alcohol
on a patient taking Antabuse is usually dramatic.

Within a few minutes, his face becomes very flustsipulse rate
rises and he usually complains of headache, péatpitaand
breathlessness. The patient having had this experidevelops a
negative attitude to alcohol intake.

(c) Psychotherapy: Patient benefits from individual gnoup
psychotherapy. Either method aims at discouragatigpts
from drinking (i.e. Apomorphine and Antabuse).

(d) Alcoholics Anonymous (A.A)

The alcoholics who generally feel misunderstoogected and
ostracised by society find in this fellowship a pad people who
have undergone experiences very similar to his owe. feels
understood, accepted and achieves a feeling oingelg. He
assists other alcoholics and in so doing helps &lims
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gradually regarding his self-respect and self-aarice.
Alcoholics Anonymous (A.A.) is, therefore, a dinget and
inspirational form of group therapy for Alcoholics.

(e)  Other cares:

Nurses roles include: Psychological care, phystake, diet
general observations of rehabilitation of the pdtie

SELF-ASSESSMENT EXERCISE

I.  State types of alcosl.
ii. List causes of alcthn.

4.0 CONCLUSION

The practice of using substances to make one fetgbrbis as old as
humans themselves. Even animals have been seag eattain plants
that change their behaviours. Alcohol has playedeain many cultures
throughout recorded time. Many people think of htdaas a stimulant
because they feel relaxation, alertness and pleashen they drink.
Actually, these feelings are caused by the depn¢sstects of alcohol
on the central nervous system. Once swallowed,halces rapidly
diffused to all the body’'s organs.

5.0 SUMMARY
With continued use of alcohol, tolerance developd @ndividuals
become dependent on alcohol. If drinking does nop,sdeath from

multiple organ failure (especially the liver) rasulusually after a series
of assorted chronic health problems.

6.0 TUTOR-MARKED ASSIGNMENT

What are the effects of alcoholism on the develagroéthe nation?
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1.0 INTRODUCTION

Epilepsy and all seizure disorders illustrate thestrbasic relationship
between the brain and behaviour. These disordstdtr| intermittent
paroxysmal dysfunction of the brain, which is masiéd by synchronous
high-voltage electrical discharges and by a varigtynotor, sensory and
behavioural phenomena.

2.0 OBJECTIVES

By the end of this unit, you should be able to:
describe what epilepsy is

identify the causes of epilepsy

list the clinical types of epilepsy

[ ]
[ ]
[ ]
. discuss the diagnosis of epilepsy
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. explain the management of epilepsy.
3.0 MAIN CONTENT
3.1 Epilepsy

The term epilepsy denotes any disorder characterise recurrent

seizures. A seizure is a transient disturbanceeodlral function due to
an abnormal paroxysmal neuronal discharge in thimbr

Epilepsy can be defined as “an episodic involuntisgrder of behaviour
and/or consciousness, which is associated withbaoraenal electrical

discharge in the grey matter of the brain”. Hengisedic” means that the
disturbance comes on from time to time and pasHesfter a certain

period; “involuntary” indicates that the symptormnatbe controlled by
any effort of the will.

Epilepsy and all seizure disorders illustrate thestrbasic relationship
between the brain and behaviour. These disordstdtrm intermittent
paroxysmal dysfunction of the brain, which is masiéd by synchronous
high-voltage electrical discharges and by a var@tynotor, sensory and
behavioural phenomena. Once called “the sacredsk$eepilepsy has
served as a scientific model for understandingrtie of the brain in
human behaviour.

3.2 Causes of Epilepsy
Epilepsy has several causes. The following hava mEmntified:

(a) Constitutional (or Idiopathic Epilepsy)
(b)  Symptomatic Epilepsy.

Constitutional (or Idiopathic Epilepsy)

Seizures usually begin between 5 and 20 yearseobagmay start later
in life. No specific cause can be identified aneréhare no other
neurologic abnormalities.

Symptomatic Epilepsy
There are many causes of symptomatic epilepsydnaiuthe following:

0] Congenital abnormalities and perinatal injuries nragult in
seizures presenting in infancy or childhood.

(i)  Metabolic disorders — e.g. hypocalcemia, hypoglyeem
pyridoxine deficiency and ketonuria — all causelegygy (seizures)
in newborns and infants.
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(i)  Trauma — e.g. birth injuries to the skull (e.g.cleps delivery),
road traffic accident affecting the skull, espdyial

(iv)  Tumours and other space-occupying lesions.

(v)  Vascular diseases — they cause seizures espeugitily elderly.

(vi) Infectious diseases — must be considered in all grgeps as
potentially reversible causes of seizures. Seizma@goccur in the
context of an acute infective or inflammatory ikse such as
bacterial meningitis or herpes encephalitis. Alseanditions like
neurosyphilis, or cerebral cysticercosis, braincabs and chronic
kidney disease.

3.3 Clinical Types of Epilepsy

Seizures can be categorised in various ways, beat dascriptive
classification proposed by the International Leadgainst Epilepsy is
clinically the most useful. Seizures are dividebin

(1) those that are generalised, and
(2) those affecting only part of the brain (partialzsees).

A. Generalised Seizures (Epilepsy)
(1) Petit mal seizures (or absence seizures)
(2)  Grand mal (or major epilepsy)
(3)  Tonic, clonic or atonic seizures
(4) Atypical absences
(5) Myoclonic seizures.

B. Partial Seizures
(1) Simple partial seizures
(2) Complex partial seizures

A. Generalised Seizures (Epilepsy)
(1) Petit mal (or absence seizures)

Absence seizures are characterised by impairmentongciousness,
sometimes with mild clonic, tonic or atonic compotge(i.e. reduction

or loss of postural tone), autonomic componentsg. (enuresis), or

accompanying automatisms. Onset and terminati@ttacks are abrupt.
If attacks occur during conversation, the patieatymrmiss a few words

or may break off in mid sentence for a few secoiiti® impairment of

external awareness is so brief that the patienh&wvare of it. Absence
seizures almost always begin in childhood and feetjy cease by the age
of 20 years, although occasionally they are th@taoed by other forms
of generalised seizures.
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(2) Grand mal seizures (or major epilepsy)

Five phases (stages) are usually characteristiggawid mal (or major)
epilepsy, namely:

Aura (or warning): This precedes loss of consciousness and lasts only
for 2 seconds. The patient experiences somethinghvtvarns” him that

the convulsion is to follow. It is not present ihaases; it may take many
forms but it is usually constant in each individpatient who, therefore,
easily recognises its nature.

The patient has an indescribable “feeling” in thk@sach which rises to
the throat. It may even be an unpleasant tasteeimbuth, an unpleasant
smell, or a flash of light.

Tonic Phase:This starts with loss of consciousness and pafadist to
the ground and may injure himself. The muscles mecagid with the
hands and teeth clenched. Breathing becomes otetriny the tonic
contraction of the respiratory muscles. The lagt fespirations being
stridulous give rise to the so-called “epileptiy’crThe face becomes
cyanosed and the veins become engorged. This ktsigefor about 30
seconds.

Clonic Phase:The rigid muscles relax and then contract againdhggo
that the whole body is convulsed with clonic twitahand jerking. The
tongue may be badly bitten and he begins to foatheatmouth. There
may be incontinence of urine and faeces. This skasfs for aboutone
minute.

Sequela:Following the recovery of consciousness, there bmg state
of mental confusion with vomiting and headacheotirer cases, patients
will behave in an abnormal fashion in the immediptstictal period,
without subsequent awareness or memory of events.

Note: Immediately after the seizures, the patient makeeitrecover
consciousness, drift into sleep, have further ctsiwn without recovery
of consciousness between the attacks (status @pilsp or after
recovering consciousness have a further convulgernial seizures). In
other cases, patients will behave in an abnornshiida in the immediate
postictal period, without subsequent awareness emony of events
(postepileptic automatism).
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(3)  Tonic, clonic or atonic seizures

Loss of consciousness may occur with either théton clonic
accompaniments, especially in children. Atonic e (epileptic
drop attacks) have been described.

(4) Atypical absences

There may be more marked changes in tone, or attaely have
a more gradual onset and termination than in tyiesences.

(5) Myoclonic seizures

Myoclonic seizures consist of single or multipleaulpnic jerks. It is a
familial convulsive disorder manifested by genesedi seizures. It occurs
usually in prepuberal girls. After several yearsyogionia (irregular,
lightning-like, arrhythmic jerks of muscle groupshaccompanied by
movements of the extremities) becomes progressivelse intense and
widespread and is associated with gradual demantgerhaps signs of
a bulbar disorder.

Psychomotor Seizures

This category now includes practically all typesattticks which do not
conform to the classic descriptions of grandmahfodacksonian seizure
or petit mal. Automatisma, patterned movementsasgylypurposeful
movements, incoherent speech, turnings of the reratkeyes, smacking
of the slips twisting and writhing movements of théremities, clouding
of consciousness and amnesia commonly occur.

It has been postulated that “equivalent statesstari which the patient
exhibits a behaviour disturbance rather than tressot convulsion.
Temporal lobe foci (spikes, sharp waves or comimna} are frequently
associated with this type of epilepsy.

B. Partial Seizures (that is focal, local epilepsies)

The initial clinical and electroencephalographicnifestations of partial
seizures indicate that only a restricted part & cerebral hemisphere has
been activated. The ictal manifestations depend tip® area of the brain
involved.

Partial seizures are subdivided into simple seruia which

consciousness is preserved and complex seizunebjch it is impaired.
Partial seizures of either type sometimes becormenskarily
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generalised, leading to a tonic, clonic or tonmrdt attack. Examples of
partial seizures include — Jacksonian, temporaé labd psychomotor
seizures.

Simple Partial Seizures

Simple seizures may be manifested by focal motapgyms (convulsive
jerking) or somatosensory symptoms (e.g. paresthesi tingling) that
spread (or “march”) to different parts of the limbbody depending upon
their cortical representation. In other instanspgcial sensory symptoms
(e.g. light flashes or buzzing) indicate involverner visual-auditory,
olfactory, or gustatory regions of the brain, oerth maybe autonomic
symptoms or signs (e.g. abnormal epigastric sesgtisweating, and
flushing papillary dilation). When psychic symptoroscur, they are
usually accompanied by impairment of consciousness.

Complex Partial Seizures

Impaired consciousness may be preceded, accompanietiowed by
the psychic symptoms mentioned and automatisms ocayr. Such
seizures may also begin with some of the other lsingymptoms
mentioned above.

3.4 Diagnosis of Epilepsy

1. History (of illness): With reference to signs angmnptoms e.g.
nonspecific changes such as headache, mood atesatethargy
and myoclonic jerking alert some patients to an @nging seizure
hours before it occurs. These parodromal symptorasiistinct
from the aura which may precede a generalised rgeip a few
seconds or minutes and which is itself a part afattack
arising locally from a restricted region of theibra

2. Electroencephalography (E.E.G.): The findings maypert the
clinical diagnosis of epilepsy — by demonstratioargxysmal
abnormalities containing spikes or sharp waves; prayide a
guide to prognosis and may help classificationhef disorder, is
important for determining the most appropriate @ntvulsant
drug with which to start treatment. (Special aitanto temporal
lobe leads (in EEG) confirms psychomotor epilepsyggnosis).

3. Laboratory tests — e.g. full blood count, blood oglse
determination, liver and renal function tests aedbgic tests
for syphilis.

4. X-ray — especially of the skull.
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5. Pneumoencephalographic — introduction of “air oygen” to the
subdural space surrounding the brain and alsotir@oventricles
of the brain. X-ray photographs are then taken liskhow the
outline ventricles.

3.5 Management of Epilepsy

A. Management of Seizures

B. Other management care — including those with other
psychiatric problems (in the hospital)

C. Medical treatment

(A) Management of Seizures

Management during a fit is dependent on accuraserohtion, adequate
support or assistance of the patient, duringanfit a specific and accurate
report of the fit.

When the epileptics suffer from fits, the nursewdtdidoosen the clothing

above the neck and chest to permit free respiraliake away dangerous
objects on which the patient may knock his headbay and sustain

injury. In order to prevent the patient from bitihgs tongue, the should
place in between the patient’s lower and uppero$eéeeth, a wooden

spatula or some protecting article such as a spaodle, around which

a handkerchief is wrapped. It is as well to letplagent lie down where

he has fallen provided there are no objects agath&th he may strike

the head or extremities during fits.

As a pillow may be placed beneath his head, theengihould not try to

restrain the movements. It is well to turn the guatlis head to one side to
help clear the mouth of saliva. If the patient jus$ eaten before the fits,
care should be taken to remove any food from histmaHe should be

kept under observation until he sleeps quietly erhlas become clear
mentally. After fits have ceased, an ice bag (od Ipglow) may be placed

on the head.

After waking, the patient may require dry clothingcause of excessive
perspiration on his cloth during the fit.

As soon as possible after the fit, the health graner must find time to
write down her observations. While the fit is adiy@n progress she
should give a verbal running commentary to hexslalfhat is happening.
This helps the later writing of the report.
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As soon as she observes a patient who has adithehlth practitioner
should note the time, because she should repouraety on the total
length of the fit and the length of each stage.e&l'immy seem very long
when she is helplessly watching a patient and ¢ni@g during which the
patient is not breathing may seem endless, whdacinit may last only
thirty seconds.

The health practitioner should prepare a summatletondition of the
ward as she finds it and remembers what the pdti@thtbeen doing just
prior to the fit.

Fits may occur more frequently when a patient isetir it may have
some relation to the intake of food and it is aphiélthe existence of
recurrent antecedent activity can be establishemneSpatients, for
example, are most likely to have fits when therelbeen some quarrel or
unpleasant scene in the ward. Others regularly fitsseuring hospital
concerts or in the wards when someone plays thpia

Loss of consciousness or disturbance of consciesssteould be reported
and the nurse should practice making the neces&mgrvations swiftly

and in correct order. She should call the patientisne, noting any
utterances which may give evidence of his havirgydher observed the
health practitioner.

She should report posture or the succession ofipsstthe movement of
the head and eyes, the direction of movement. Tieettbn of the fall
should be noted. The exact length of time of eaafesof the attack is
important. Muscle tone should be observed, whetmertonic, or rigid,
the stage is unilateral or bilateral, whether artst simultaneously
throughout the whole body, or on which side or wtpart of the body it
appears first.

Twitching may start at one particular point andesiok from there, and the
order in which various parts of the body are a##dcshould be noted.
The eyes should be observed. The reaction of pupilgght corneal
reflexes and eye movements must be mentioned.

As soon as the attack has ceased, temperature, gndsrespiration with
blood pressure are recorded, colour is noted. @iththe tongue and
incontinence are reported, knee jerks and Babirsflexes are tested
(Babinski’s sign is an upward movement of the big when the sole of
the feet is stroked).

After the attack, it is necessary to note the depthhe sleep which
follows, how easy it is to arouse the patient drelduration of sleep if
the patient is left undisturbed. Any complaints maly the patient are
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recorded, e.g. headache or vomiting, so it is amgyemce of confusion
in speech or action. It is very important to estibthe length of time
during which the patient remains confused becauseaglit he requires
supervision and is not responsible for his actions.

(B) Other Management Care of Epileptic Patient in the Hbspital

Although epilepsy is a physical illness, not a naéitiness; most epilepsy
patients are able to live a normal life, some mmaéntal hospitals because
they suffer from such mental disorders as schizaphor depression as
well as epilepsy. The nursing care of these isrdeteed by the nature of
the mental disorder, although the occurrencesf diteates additional
problems. Fits are very terrifying to witness. Bethilepsy and mental
illness require appropriate treatment. Many epitepatients have mental
disorders which are in some way caused by theieggpy or related
disorders.

Some epileptic patients, at the time of fits, oereat other times, find it
increasingly difficult to control any emotional ai@mns which may
perhaps unwillingly be aroused by people in tharenment. The patient
may be irritable, experience hate or anger and beaig able to keep
himself under control. He may become violent, abeisind dangerous.
Moreover, if he feels that he is losing controlrhay becomeextremely
frightened. Tension mounts until he becomes inttley;, and an
uncontrollable outburst of violence occurs.

No patient enjoys violence, he afterwards feeldtyaind ashamed. He
hates himself and hates others for causing himose Icontrol over
himself. Such a patient requires someone who utatets him and so can
prevent an outburst before it reaches a peak. iShisite possible ina
mental hospital, when the nurse knows the patieallyr well, she can
usually detect when he is becoming more irritabild gense and can
persuade him to relax.

The most important of various methods is for thelthepractitioner to
remain calm, not to show anger or hostility andtnobecome frightened.
This is only possible if she knows the patient yedhblizes that he is ill,
and treats his aggression as a symptom of hissg8ln®utside mental
hospitals, it is not always possible for calmnessetgn in the face of a
patient's aggressive behaviour. The patient argkrhiironment react
on each other until real danger exists, which aaprevented in hospital.
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Other specific nursing cares include:

(@)

(b)

(c)

(d)

()

(f)

Epileptic patients are better admitted in an opandwvhere they
can be properly observed. The patient may sleep low bed so
that he would not be injured if he fell out, buisths seldom
necessary. He has a hard pillow, in order not tioesate if his face
happened to be covered by the pillow during a fit.

During a fit, the most important duty of the nuiseo prevent
injury. Epileptic patients in the hospital are keptder fairly
constant observation day and night. Record pasefits and
observations made inward report and “epilepticz{s®) chart” —
if opened for patient. Certain obvious dangersea@ded. Fires
are guarded so that burns, the most common injundside
hospital, rarely occur.

Feeding: Meals are supervised in case a fit ocamd the patient
is encouraged to cut up his food into small pidEsause he might
choke if a fit occurred while large pieces of famelre in his mouth.

The diet must be balanced.

Patient’s Psychological Needs: The patient’s pshaical needs
must be met. Most of them do have insight intortipeoblems.
Relate positively with the patient. Give him a warfnendly and
reassuring reception. Listen to the patient andndttto him
promptly. He is emotionally relieved, and he hasenase of good
security.

Physical Care: The physical care of the patienttrbesensured.
Encourage him to bathe and stay around to obskevpdtient for
a possible attack of fit (seizure).

Drugs: Serve and record the same in the patieh#@stcWatch for
the toxic effects of each drug.

Finally, success in caring for the institutionadisepileptic requires that
the nurse possesses or cultivates a genuine interesr patient, and the
latter's problems. This is not always easy sincénaés he may not be
an amiable individual.

Some patients are intolerable, moody, quarrelsstubporn and inclined
to express dissatisfaction with the nurse and &vgdhher with neglect or
abuse.
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(C) Medical Treatment

For patients with recurrent seizures, drug treatmemprescribed to
prevent further attacks and is usually continuedlthere have been
no seizures for at least 4 years.

Anticonvulsants are drugs of choice in the treatno¢epilepsy. Someof
these include:

() Epanutin (Phenytoin sodium) Dose: 300-400mg daily

(i)  Phenobarbitone

(i)  Primidone (Mysoline) Dose: 500-1,500mg daily

(iv)  Phenytoin (Dilantin) Dose: (adult) 300mg daily

(v) Carbamazepine (Tegretol) Dose: 15-25mg/kg in childig or
2mg (tolerated)

Other Anticonvulsants are:

Donazepam 4-8mg (in 3-4 divided doses only)
Ethosuximide 1000-2000mg daily
Valproate 100-1600mg daily.

Note: Never withdraw anticonvulsant drugs suddemithough the
objective of therapy is complete suppression offggms, in many cases
this is not possible.

Most epileptics must continue to receive anticorauat therapy
throughout life. However, if seizures are entireytrolled for 3-5years,
the dosage may be slowly reduced (over a peridddiyears) and finally
withdrawn to ascertain if seizures will recur.

Advice on Discharge (Epileptic Patients)

(1)  Occupation — Epileptic patient finds life just alicult. Many jobs
are out of the question for him. It would be mostvise for an
epileptic patent to drive a bus or a car, or toog®oany occupation
which requires climbing ladders or handling dangenmachinery.

(2) Epileptic Attack Card — If given in the hospitah @pilepticpatient
should carry an Epileptic Attack Card whenever sigaing out.
This card often introduces the patient to the mullisually kept
in his pocket, it helps the public to have an idb@uttpatient’s
problem.
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(3) Drugs and Hospital Appointments — Often patients given
hospital appointments for hospital’s follow-up meadicheck-ups.
The patient should try to keep an appointment. lrdeilsl also use
drugs given to him so as to stabilise his improveime

(4) Finally, epileptic patients should be advised toidactivities or
situations that provoke attacks (e.g. alcohol itigasor prolonged
periods of food or sleep deprivation) and situadtbat could
be dangerous or life-threatening if further seissr®uld occur.

3.6 Status Epilepticus

This serious disorder consists of a train of segeieures with relatively
short intervals or no intervals between. The patimtomes exhausted
and frequently hyperthermic. Death not uncommonéguos during
attacks.

There are many forms of status epilepticus. The tnmamsnmon,
generalised tonic-clonic status epilepticus, is iée-threatening
emergency, requiring immediate cardiovascular, iragpy and
metabolic management as well as pharmacologic fdlgerahe latter
virtually always requires intravenous administratiof antiepileptic
medications.

Poor compliance with the anticonvulsant drug regime the most

common cause of tonic-clonic status epilepticuhieDttauses include
alcohol withdrawal, intracranial infection or neapm, metabolic

disorders and drug overdose. The mortality rate breags high as 20%
and among survivors, the incidence of neurologid arental sequelae
may be high. The prognosis relates to the lengtimoé between the onset
of status epilepticus and the start of effectieatment.

MANAGEMENT (of patients with status epilepticus)

Status epilepticus is a medical emergency. Manageniecludes
maintenance of the airway to ensure adequate p@ngaentilation.

(1) In adults, unless the cause of the seizure is olsyis0% dextrose
(25-50ml) is routinely given intravenously in casgoglycemia
is responsible.

If seizures continue, 10mg of diazepam is giveravegnously over

the course of 2 minutes and the dose is repeated 1df minutes
if necessary. This is usually effective in haltsgjzures
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(3)

for a brief period, but a long-acting anticonvulsamy also be
given to provide continuing control.

Intravenous diazepam may depress respiration (tesgiently
cardiovascular function) and facilities for restgton must be
immediately at hand during its administration. Ta#ect of
diazepam is not lasting, but the 30-40 minutesusetfree interval
allows more definitive therapy to be initiated.

Amobarbital sodium (sodium amytal), 0.5-1g. I.V.yrize given.

Phenobarbital sodium, 0.4-0.8g, injected slowly may be used.
Paraldehyde, 1-2ml. diluted in a triple volume alirse and given
slowly 1.V. is an effective alternative. If the oarision continues,
repeat the intravenous dose “very slowly and castig, or give

8-12ml. 1.M. Diphenylhydantoin sodium (Dilantin Sach) may

be injected intravenously at a rate not to excé&addiminutes: a
total dosage of 150-250mg may be required.

The mainstay of continuing therapy for status epiteis is
intravenous phenytoin, which is effective and nedative. It
should be given as a loading dose of 13-18mg/k@duts; the
usual error is to give too little of the drug. Thdministration
should be at a maximum rate of 50mg/min. It is Staffe give the
drug directly by intravenous push but it can alsodauted in
saline; it precipitates rapidly in the presencglotose.

Especially in elderly people, careful monitoring agrdiac rhythm and
blood pressure is necessary. At least, part ofaingiotoxicity is from the
diluent, propylene glycol, in which the phenytasndissolved.

NOTE:

(@)

(b)
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In previously treated epileptic patients, the adstiation of a
large loading dose of phenytoin may cause some-csed
toxicity such as ataxia. This is usually a reldgvminor problem
during the acute status episode and is easilyiatkV by the later
adjustment of plasma levels.

For patients who do not respond to phenytoin, phar@tone can
be given in large doses; 100-200mg. I.V., to a witd00- 600mg.
respiratory depression is a common complicatiqreeslly if
diazepam has already been given and there shontl Hesitation
in instituting intubation and ventilation (by-Arstketist).
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(c) General anaesthesia may be necessary in highstapsicases.

3.7 Febrile Convulsions

Fever and convulsions are commonly encountereery young ones. A
febrile convulsion is apt to be the first convuis@f an epilepticchild, and
febrile convulsions are said to be about twiceamsrmon among children
with a family history of epilepsy.

Various explanations of this relationship have beéered, includingthe
following:

1. Fever results from the liberation of heat and eperigich occurs
during muscular contractions caused by the seizure.

2. Fever results from hypothalamic seizure discharge.

3. Fever and convulsions both are caused by an infectbrganism.

4. Excessive hydration and drugs to combat infecticay roause
convulsions.

5. Convulsions may result from a pathologic brain tieacinduced

by an infection.

6. The immature brain may respond to high fever anthfattious
agent with a convulsion.

MANAGEMENT (of patients with Febrile Convulsions)

Management depends on the cause. If the febrileszutsion, for
example, is due to an infectious microorganismygeof antipyretic and
antibiotic agents may have to be combined withcamtvulsant drugs to
obtain the desired effect. Rehydration is requiresbme cases.

Prognosis

a. The Prognosis of febrile convulsions varies. Mahydren
subsequently develop psychomotor seizures.

b. Non-febrile convulsions also occur in a majoritypaitients with
a history of febrile convulsions.
C. Most children with a history of febrile convulsiohave had only

1-2 such febrile seizures.
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3.8 Withdrawal of Antiepileptic Drugs

Withdrawal of antiepileptic drugs, whether by a@rit or design, can
cause increased seizure frequency and severityeTdre two factors to
consider: the effects of the withdrawal itself ahd need for continued
drug suppression of seizures in the individualgudtiln many patients,
both factors must be considered and dealt witis ilnportant to note,

however, that the abrupt discontinuation of ankegyic drugs ordinarily

does not cause seizures in non-epileptic patipmésjided that the drug
levels are not above the usual therapeutic rangmwhie drug is stopped.

Some drugs are more easily withdrawn than othens.géneral,

withdrawal of anti-absence drugs is easier thanwtitiedrawal of drugs

needed for partial or generalised tonic-clonic g, “Barbiturates and
benzodiazepines are the most difficult to discarginh weeks or months
may be required, with very gradual dosage decresitersiccomplish their
complete removal, especially if the patient is ma$pitalised.

Because of the heterogeneity of epileptic, consittan of the complete
removal of antiepileptic drugs is an especiallyficifit problem. If a
patientis seizure-free for 3 or 4 years, gradisdahtinuation is usually
warranted.

Children whose seizures have always been infreqarethtwhose EEGs
are normal are candidates for a gradual removdhajs after 4 seizure-
free years.

SELF-ASSESSMENT EXERCISE

i.  What do you understand by the term epilepsy?
ii. Identify the causes of epilepsy.

4.0 CONCLUSION

Epilepsy is a physical illness and not a mentalesls and most of the
victims are able to live a normal life, some patseare in mental hospitals
because they suffer from such mental disorderschgaphrenia or
depression as well as epilepsy as over a periotined the patient’s
behaviour may have become so difficult that it npossible for him to
remain in the community. It may be that some foohspileptic illness
leads to a progressive deterioration in behaviowrta a characteristic
kind of personality disorder.

5.0 SUMMARY

In this unit, we looked at epilepsy, its causesjcdl types, the diagnosis
and its management. No doubt the knowledge is leingc Now you can
answer some questions in the TMA.
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6.0 TUTOR-MARKED ASSIGNMENT

1. Describe the clinical types of epilepsy
2. How can epilepsy be diagnosed?
3. Explain how epileptic patients can be managed hwya®a

clinicalnurse?
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UNIT 2 THERAPEUTIC MODALITIES IN
PSYCHIATRY (SOMATIC THERAPIES)
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1.0 INTRODUCTION

Patients suffering from physical illnesses are gigpecific treatment
because the causes likewise, the signs and sympoenspecific. In a
psychiatric setting, the treatment may not be sci§ip and most patients
are given more than one treatment. Some patient®twant treatment
and may not cooperate with the doctors, nursescanthunity health
practitioners. Some do not realise that they & may actively resist
all forms of treatment.

2.0 OBJECTIVES
By the end of this unit, you should be able to:

. list the examples of psychopharmacology.

. describe electroconvulsive therapy.

. state the indications and contra-indications of ECT

. discuss the management of a patient undergoing ECT.

3.0 MAIN CONTENT

3.1 Introduction

The community health practitioner has an extrem@lgortant role to
play in the treatment of the mentally ill. She e tone who has closer
contact with the patient than any other membete®hospital team. She
also has a greater opportunity to be acquaintdd b and report on his
improvement.
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The various treatment modalities in psychiatrytaeadly divided as:

. Somatic (physical) therapies
. Psychological therapies

other therapies are:

. Milieu therapy
. Therapeutic community
. Activity therapy

3.2 Somatic (Physical) Therapies

3.2.1 Psychopharmacology

The understanding of the biological regulationhafiight, behaviour and
mood is the basis of all somatic therapies usethalern psychiatry.
Psychopharmacology agents are now the first-linattnent for almost
every psychiatric ailment. With the growing availdy of a wide range

of drugs to treat mental illness, the health ptiacter practising inmodern
psychiatric settings needs to have a sound knowledd the

pharmacokinetics involved, the benefits and po#éntiisks of

pharmacotherapy, as well as her own roles and nsgpibties.

The various drugs used in psychiatry are calledclpsyopic (or
psychoactive) drugs. They are so called becauewnf significant effect
on higher mental functions. There are about selasses ofpsychotropic
drugs. Before going into a detailed descriptioreath, a few guidelines
are given below regarding the administration ofgdrin psychiatry in
general. The specific responsibilities are mentioseparately under each
case.

General guidelines regarding drug administratiopgychiatry

. The community health practitioner should not adstern anydrug
unless there is a written order. Do not hesitat®tesult the doctor
when in doubt about any medication.

. All medications given must be charted on the péisenoase record
sheet.

In giving medication:
e always address the patient by name and be certaniso

identification.
¢ do not leave the patient until the drug is swalldwe
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. do not permit the patient to go to the bathroortake the

medication.

. do not allow one patient to carry medicine to arath

. if it is necessary to leave the patient to get wate not leave the
tray within the reach of the patient.

. do not force oral medication because of the dangespiration.
This is especially important in stuporous patients.

. check drugs daily for any change in colour, odowt aumber.

. bottles should be tightly closed and labelled. Usishould be
written legibly and in bold lettering. Poison druage to be legibly
labelled and to be kept in a separate cupboard.

. make sure that an adequate supply of drugs is od, it do not
overstock.

. make sure no patient has access to the drug cupboar

. drug cupboards should always be kept locked whéimngse.

. never allow a patient or worker to clean the drughoard. The

drug cupboard keys should not be given to patients.
Classification of Psychotic Drugs

Psychotic drugs are classified as follows:

Antipsychotics

Antidepressants

Mood stabilising drugs

Anxiolytics and hypnosedatives

Antiepileptic drugs

Antiparkinsonian drugs

Miscellaneous drugs which include stimulants, druged in
eating disorders, drugs used in de-addiction, dusgsl in child
psychiatry, vitamins, calcium channel blockers etc.

3.2.1.1 Antipsychotics

Antipsychotics are those psychotropic drugs, whach used for the
treatment of psychotic symptoms. These are alsevkres neuroleptics
(as they produce neurological side-effects), majanquilisers, D2-
receptor blockers and anti-schizophrenic drugs.

Indications
Organic Psychiatric Disorders

o Delirium
) Dementia
) Delirium tremens

116



PHS 505 MODULE 4

. Drug-induced psychosis and other organic mentalrdess

Functional Disorders

. Schizophrenia
o Schizoaffective disorder
o Paranoid disorders

Mood Disorders

. Mania
. Major depression with psychotic symptoms

Childhood Disorders

Attention-deficit hyperactivity disorder
Autism

Enuresis

Conduct disorder

Neurotic and Other Psychiatric Disorders

. Anorexia nervosa
. Intractable obsessive-compulsive disorder
. Severe, intractable and disabling anxiety

Medical Disorders

Huntington’s chorea
Intractable hiccough
Nausea and vomiting

Tic disorder

Eclampsia

Heatstroke

Severe pain in malignancy
Tetanus

Pharmacokinetics

Antipsychotics when administered orally are absdno@riably from the
gastrointestinal tract, with uneven blood vess&ey are highly bound
to plasma as well as tissue proteins. Brain comagon is higher than
plasma concentration. They are metabolised in itrex nd excreted
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mainly through the kidneys. The elimination halélvaries from 10 to

24 hours.

Most antipsychotics tend to have a therapeutic andf the blood level
is below this window, the drug is ineffective. liet blood level is higher
than the upper limit of the window, there is togcior thedrug is again

ineffective.

Mechanism of Action

Antipsychotics drugs block D2 receptors in the nhegmc and

mesofrontal systems (concerned with emotional i@a€). Sedation is
caused by the alpha-adrenergic blockade. Antidopargic actions on
basal ganglia are responsible for causing EP Safeytamidalsymptoms).

Typical antipsychotics have antisera tonergic (Brbyytryptamine or 5-
HT) antiadrenergic and antihistaminergic actioneede are therefore
called serotonin-dopamine antagonists.

Adverse Effects of Antipsychotic Drugs

l. Extrapyramidal symptoms (EPS)

1.
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Neuroleptic-induced Parkinsonism: Symptoms include
rigidity, tremors, bradykinesia, stooped postunmoting,
akinesia, ataxia etc. the disorder can be treatgtd w
anticholinergic agents.

Acute dystonia: Dystonic movements results fronmosvs
sustained muscular spasm that leads to an invalunta
movement. Dystonia can involve the neck, jaw, tegu
and entire body (opisthotonos). There is also the
involvement of eyes leading to upward lateral mosetn

of the eye known as oculogyric crisis. Dystonias ba
prevented by anticholinergics, antihistaminergics,
dopamine  agonists, beta-adrenergic  antagonists,
benzodiazepines etc.

Akathisia: This is a subjective feeling of muscular
discomfort that can cause patients to be agitatstless
and feel generally dysphoric. Akathisia can betéeavith
propranolol, benzodiazepines and clonidine.
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4. Tardive dyskinesia: It is a delayed adverse effett
antipsychotics. It consists of abnormal, irregular
choreoathetoid movements of the muscles of the, hiedns
and trunk. It is characterised by chewing, sucking,
grimacing and peri-oral movements.

5. Neuroleptic malignant syndrome: This is a raredmrtous
disorder occurring in a small minority of patienéking
neuroleptics, especially high-potency compounds.

The onset is often, but not invariably, in the tfil) days of

treatment. The clinical picture includes the rapitset (usually
over 24-72 hours) of severe motor, mental and aumon

disorders. The prominent motor symptom is genexdlmuscular
hypertonicity. Stiffness of the muscles in the #itrand chest may
cause dysphasia and dyspnea. The mental symptochsien
akinetic mutism, stupor or impaired consciousnklgperpyrexia

develops with evidence of autonomic disturbancehénform of

unstable blood pressure, tachycardia, excessiveatswe

salivation and urinary incontinence. In the bloadeatinine

phosphokinase [CPK] levels may be raised to vegih tevels, and
the white cell count may be increased. Secondatufes may
include pneumonia, thromboembolism, cardiovasculatapse

and renal failure.

The syndrome lasts for one or two weeks after stapime drug.

Autonomic side-effects: Dry mouth, constipationcloplegia,
mydriasis, urinary retention, orthostatic hypotensiimpotence
and impaired ejaculation.

Seizures

Sedation

Other effects

. Agranulocytosis (especially for clozapine)

. Sialorrhoea or increased salivation (especially for
clozapine)

. Weight gain

. Jaundice

. Dermatological effects (contact dermatitis, photsséve
reaction).
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Community Health Practitioner's Responsibility for a Patient
Receiving Antipsychotics

. Instruct the patient to take sips of water freqleitd relieve
dryness of the mouth. Frequent mouth washes, ussefing
gum, applying glycerin on the lips are also helpful

. A high-fibre diet, increased fluid intake and laxas if needed,
help to reduce constipation.

. Advise the patient to get up from the bed or chainy slowly.
Patient should sit on the edge of the bed for anknhinute
dangling his feet, before standing up. Check BRteeénd after
medication is given. This is an important measarprevent falls
and other complications resulting from orthostatpotension.

J Differentiate between akathisia and agitation antbrm the
physician. A change of drug may be necessary # sifects are
severe. Administer antiparkinsonian drugs as pitesdr

. Observe the patient regularly for abnormal movement
. Take all seizure precautions.
. Patient should be warned about driving a car orratpe

machinery when first treated with antipsychoticsziag the entire
dose at bedtime usually eliminates any problem fsedhation.

. Advise the patient to use sunscreen measures {usk sleeves,
dark glasses etc) for photosensitive reactions.

. Teach the importance of drug compliance, side-tffe¢ drugs
and reporting if too severe, regular follow-upsvé&reassurance
and reduce unfounded fears and anxieties.

. A patient receiving clozapine is at risk for deyeig
agranulocytosis. Monitor TC, DC essentially in finst few weeks
of treatment. Stop the drug if the WBC count drapgess than
3000/mnd of blood. The patient should also be told to répoa
sore throat or fever develops, which might indigafection.

. Seizure precautions should also be taken as clozamgduces

seizure threshold. The dose should be regulatexfutlyy and the
patient may also be put on anticonvulsants su@ptsn.
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3.2.1.2 Antidepressants

Antidepressants are those drugs, which are usedh®treatment of
depressive illness. These are also called moodites/or thymoleptics.

Indications
Depression

Depressive episode
Dysthymia

Reactive depression
Secondary depression
Abnormal grief reaction.

Childhood psychiatric disorders

Enuresis

Separation anxiety disorder
Somnambulism

School phobia

Night terrors.

Other psychiatric disorders

Panic attacks

Generalised anxiety disorder
Agolaphobia, social phobia
OCD with or without depression
Eating disorder

Borderline personality disorder
Post-traumatic stress disorder
Depersonalisation syndrome.

Medical disorders

. Chronic pain

. Migraine

. Peptic ulcer disease.
Pharmacokinetics

Antidepressants are highly lipophilic and proteouhd. The half-life is
long and usually more than 24 hours. It is pred@mily metabolised in
the liver.
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Mechanism of Action

The exact mechanism is unknown. The predominanibrads by
increasing catecholamine levels in the brain.

TCAs are also called monoamine reuptake inhibigr&RIs). Themain
mode of action is by blocking the reuptake of narephrine (NE)and/or
serotonin (5-HT) at the nerve terminals, thus iasheg the NE and 5-HT
levels at the receptor site.

MAOQOIs act on MAO (monoamine oxidase), which is @sgible for the
degradation of catecholamine after re-uptake. irred &ffect is thesame,
a functional increase in the NE and 5-HT levelstheg receptorsite.
The increase in brain amine levels is probably aasjple for the
antidepressants action. It takes about 5 to 10 fimy8IAOIs and 2 to 3
weeks for TCAs to bring down depressive symptoms.

SSRIs act by inhibiting the re-uptake of serotamd increasing its levels
at the receptor site.

Side Effects

1. Autonomic side effects: Dry mouth, constipationgcloplegia,
mydriasis, urinary retention, orthostatic hypotensiimpotence,
impaired ejaculation, delirium, and aggravatiomlaiucoma.

2. CNS effects: Sedation, tremor and other extra-pigam
symptoms, withdrawal syndrome, seizures, jittesnggndrome,
precipitation of mania.

3. Cardiac side effects: Tachycardia, ECG changesytmias,
direct myocardial depression, quinidine-like acti(ecreased
conduction time).

4. Allergic side effects: Agranulocytosis, cholestgacndice, skin

rashes, systemic vasculities.

Metabolic and endocrine side effects: Weight gain.

Special effects of MAOI drugs: Hypertensive crisisyere hepatic

necrosis, hyperpyrexia.

o o

Community Health Practitioners Responsibility for a Patient
Receiving Antidepressants

Most of the nurse’s responsibilities for a paten@antidepressants are the
same as for a patient receiving antipsychoticadiition:

. Patients on MAOIs should be warned against the elamnj
ingesting tyramine-rich foods which can result ihygpertensive
crisis. Some of these foods are beef liver, chickeer,
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fermented sausages, dried fish, overripe fruitgycotate and
beverages like wine, beer and coffee.

. Report promptly if occipital headache, nausea, Wi chest
pain or other unusual symptoms occur; these caachére onset
of hypertensive crisis.

. Instruct the patient not to take any medication haut a
prescription.

. Caution the patient to change his position slowdyminimize
orthostatic hypotension.

. Strict monitoring of vitals, especially blood pressis essential.

3.2.1.3 Lithium and other Mood - Stabilising Drugs

Mood stabilisers are used for the treatment of laipaffective disorders.
Some commonly used mood stabilisers are:

. Lithium

. Carbamazepine

. Sodium valproate
Lithium

Lithium is an element with atomic number 3 and atoweight 7. It was
discovered by FJ Cade in 1949 and is the mosttaffeand commonly
used drug in the treatment of mania.

Indications

. Acute mania

. Prophylaxis for bipolar and unipolar mood disorder
. Schizoaffective disorder

. Cyclothymia

. Impulsivity and aggression

. Other disorders include:

a. premenstrual dysphoric disorder
b. bulimia nervosa

c. borderline personality disorder
d. episodes of binge drinking

e. trichotillomania

f. cluster headaches.

Pharmacokinetics

Lithium is readily absorbed with peak plasma lexadsurring 2-4 hours
after a single oral dose of lithium carbonate. iuith is distributed

123



PHS 505 COMMUNITY MENTAL HEALTH

rapidly in the liver and kidney and more slowlynuscle, brain and bone.
Steady-state levels are achieved in about 7 daysnirfation is
predominantly via kidneys. Lithium is reabsorbethia proximal tubules
and is influenced by sodium balance. Depletioroalism can precipitate
lithium toxicity.

Mechanism of Action

The probable mechanisms of action can be:

. It accelerates presynaptic re-uptake and destructmf
catecholamines like norepinephrine

. It inhibits the release of catecholamine at theapge.

. It decreases postsynaptic serotonin receptor satysit

Also, these actions result in decreased catechon&augtivity,
thusameliorating mania.

Dosage

Lithium is available in the market in the form dfet following
preparations:

. Lithium carbonate: 300mg tablets (e.g. Licab); 4@0sastained
release tablets (e.g. Lithosun-SR)
. Lithium citrate: 300mg/5ml liquid.

The usual range of dose per day in acute mani@ds2900mg given in
2-3 divided doses. The treatment is started aégaldithium estimation
is done after a loading dose of 600mg or 900mgtluitim to determine
the pharmacokinetics.

Blood Lithium Levels

. Therapeutic levels = 0.8 — 1.2 mEg/L (for treatmehtacute
mania)

. Prophylactic levels = 0.6 — 1.2 mEq/L (for preventof relapse
in bipolar disorder)

. Toxic lithium levels > 2.0 mEq/L

Side Effects

Neurological: Tremors, motor hyperactivity, muscular weakness,
cogwheel rigidity, seizures, neurotoxicity (delmy abnormal
involuntary movements, seizures, coma).

124



PHS 505 MODULE 4

Renal: Polydipsia, polyuria, tubular enlargement, neplereyindrome.
Cardiovascular: T-wave depression.

Gastrointestinal: Nausea, vomiting, diarrhoea, abdominal pain and
metallic taste.

Endocrine: Abnormal thyroid function, goitre and weight gain.

Dermatological: Acneiform eruptions, popular eruptions and
exacerbation of psoriasis.

Side-effects during pregnancy and lactationTeratogenic possibility,
increased incidence of Ebstein’s anomaly (distartamd downward
displacement of tricuspid valve in right ventricleen taken in the first
trimester. Secreted in milk and can cause toxinign infant.

Signs and symptoms of lithium toxicity (serum lithim level > 2.0
mEq/L):

ataxia

course tremor (hand)
nausea and vomiting
impaired memory
impaired concentration
nephrotoxicity

muscle weakness
convulsions

muscle twitching
dysarthria

lethargy

confusion

coma

. hyperreflexia

. nystagmus

Management of Lithium Toxicity

. Discontinue the drug immediately

. For significant short-term ingestions, residual tgascontent
should be removed by induction of emesis, gasaiage and
adsorption with activated charcoal.

. If possible instruct the patient to ingest fluids

. Assess serum lithium levels, serum electrolytesalréunctions,
ECG as soon as possible.

. Maintenance of fluid and electrolyte balance
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o In a patient with serious manifestations of lithiutoxicity,
hemodialysis should be initiated.

Contraindications of Lithium Use

Cardiac, renal, thyroid or neurological dysfunction
Presence of blood dyscrasia

During the first trimester of pregnancy and lactati
Severe dehydration

Hypothyroidism

History of seizures.

Community Health Practitioners Responsibility for a Patient
Receiving Lithium

The pre-lithium workup: A complete physical histoBCG, bloodstudies
(TC, DC, FBS, BUN, creatinine, electrolysis) urimeamination (routine
and microscopic) must be carried out. It is impoirtto assess renal
function as renal side effects are common and thg dan be dangerous
in an individual with compromised kidney functiohhyroid functions
should also be assessed as the drug is known tesieghe thyroid gland.

To achieve a therapeutic effect and prevent lithioxicity, the following
precautions should be taken:

. Lithium must be taken on a regular basis, prefgrablthe same
time daily (for example, a client taking lithium @nD schedule,
who forgets a dose should wait until the next sakesti time to
take lithium and not take twice the amount at ameetbecause
lithium toxicity can occur).

. When lithium therapy is initiated, mild side effetuch as fine
hand tremors, increased thirst and urination, reuseorexia etc
may develop. Most of them are transient and doraptesent
lithium toxicity.

. Serious side-effects of lithium that necessitaediscontinuance
include vomiting, extreme hand tremors, sedationjscte
weakness and vertigo. The psychiatrist should béfieth
immediately if any of these effects occur.

. Since polyuria can lead to dehydration with thék $ lithium

intoxication, patients should be advised to drinkwgh water to
compensate for the fluid loss.
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Various situations can require an adjustment in @ahwunt of
lithium administered to a client, such as the additof new
medicine to the client’s drug regimen, a new dregoillness with
a fever or excessive sweating. In this connecpeople involved
in heavy outdoor labour are prone to excessivausodbss through
sweating. They must be advised to consume largatigea of
water with salt, to prevent lithium toxicity duedecreased sodium
levels. If severe vomiting or gastroenteritisdeps), the patient
should be told to report immediately to the docidrese are the
conditions that have a high potential for causitigum toxicity
by lowering serum sodium levels.

Frequent serum lithium level evaluation is impottaBlood for
determination of lithium levels should be drawntle morning
approximately 12-14 hours after the last dose atsrt.

The patient should be told about the importanaegdlar follow-
up. Every six months, a blood sample should be ntalar

estimation of electrolytes, urea, creatinine aridbiood count and
also thyroid function test.

Carbamazepine

It is available in the market under different tratlmes like Tegretol,
Mazetol, Zeptol and Zen Retard.

Indications

Seizures-complex partial seizures, GTCS, seizwestal alcohol
withdrawal

Psychiatric disorders: rapid cycling bipolar disemd acute
depression, impulse control disorder, aggressisgchpsis with
epilepsy, schizoaffective disorders, borderline speality
disorder, cocaine withdrawal syndrome

Paroxysmal pain syndrome — trigeminal neuralgia phantom
limb pain.

Dosage

The average daily dose is 600-800mg orally, in dbdi doses. The
therapeutic blood levels are 6-12ug/ml. Toxic bléexktls are reached
at more than 15ug/ml.
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Mechanism of Action

Its mood stabilising mechanism is not clearly elstaed. Its
anticonvulsant action may however be by decreassyaptic
transmission in the CNS.

Side Effects

Drowsiness, confusion, headache, ataxia, hypeaensirrhythmias, skin
rashes, Steven-Johnson syndrome, nausea, vomidiaghoea, dry
mouth, abdominal pain, jaundice, hepatitis, oligurileucopenia,
thrombocytopenia, bone marrow depression leadiragplkastic anaemia.

Community Health Practitioner's Responsibilities

. Since the drug may cause dizziness and drowsimkegseahim to
avoid driving and other activities requiring alerss.

. Advise patient not to consume alcohol when he itherdrug.

. Emphasize the importance of regular follow-up gisahd periodic

examination of blood count and monitoring of cacdiaenal,
hepatic and bone marrow functions.

Sodium Valproate (Encorate Chrono, valparin, Epilex Epival)

Indications

. Acute mania, prophylactic treatment of bipolar $atder, rapid
cycling bipolar disorder.

. Schizoaffective disorder.

. Seizures

. Other disorders like bulimia nervosa, obsessivejdsive

disorder, agitation and PTSD.
Mechanism of Action
The drug acts on gamma-aminobutyric acid (GABA)rdmbitory amino
acid neurotransmitter. GABA receptor activation vesr to reduce
neuronal excitability.
Dosage
The usual dose is 15mg/kg/day with a maximum of ¢Bugyday orally.

Side effects

Nausea, vomiting, diarrhea, sedation, ataxia, dysar tremor, weight
gain, loss of hair, thrombocytopenia, platelet dystion.
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Community Health Practitioner's Responsibilities

explain to the patient to take the drug immediatdter food to
reduce GT irritation

advise the patient to come for regular follow-upd greriodic
examination of blood count, hepatic function angiraid function.
The therapeutic serum level of valproic acid is 180
micrograms/ml.

3.1.2.4 Anxiolytics (anti-anxiety drugs) and Hypnosedatives

These are also called minor tranquillisers. Mosth&m belong to the
benzodiazepine group of drugs.

Classification

1.

2.

Barbiturates: Example, Phenobarbital, pentobarbstedobarbital

and thiopentone.

Non-barbiturates, non-benzodiazepine anti-anxietgens:

Example, Meprobamate glutethimide, ethanol, dipgdrdmine

and methaqualone.

Benzodiazepines: Presently benzodiazepines amrtiys of first

choice in the treatment of anxiety and for the ttresnt of

insomnia.

J Very short-acting: Example, Triazolam, Midazolam.

. Short-acting: Example, Oxazepam (Serepax), Loramepa
(Ativan, Trapex, Larpose), Alprazolam (Restyl, Ek
Alzolam, Quiet, Anxit).

. Long-acting: Example, Chlordiazepoxide (Librium),
Diazepam (Valium, Calmpose), Clonazepam (Lonazep),
Flurazepam (Nindral), Nitrazepam (Dormin).

Indications for Benzodiazepines

Anxiety disorders

Insomnia

Depression

Panic disorder and social phobia

Obsessive-compulsive disorder

Post-traumatic stress disorder

Bipolar | disorder

Other psychiatric indications include alcohol witadal,
substance-induced and psychotic agitation.
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Dosage (mg/day)

Alprazolam: 0.5-6 PO

Oxazepam: 15-120 PO

Lorazepam: 2-6 PO/IV/IM

Diazepam: 2-10 PO/IM/slow IV

Clonazepam: 0.5-20 PO/IM
Chlordiazepoxide: 15-100 PO; 50-100 slow IV
Nitrazepam: 5-20 PO

Mechanism of Action

Benzodiazepines bind to specific sites on the GAR&eptors and
increase GABA level. Since GABA is an inhibitoryuretransmitter, it
has a calming effect on the central nervous sysiteuns,reducing anxiety.

Side Effects

Nausea, vomiting, weakness, vertigo, blurring ofion, body aches,
epigastric pain, diarrhoea, impotence, sedatiocremsed reaction time,
ataxia, dry mouth, retrograde amnesia, impairmdntraving skills,
dependence and withdrawal symptoms (the drug shoeldvithdrawn
slowly, as a result).

Community Health  Practitioner's  Responsibility in the
Administration of Benzodiazepines

. Administer with food to minimise gastric irritation

. Advise the patient to take medication exactly asaled. Abrupt
withdrawal may cause insomnia, irritability and siimes even
seizures

. Explain to him the adverse effects and advise himavoid
activities that require alertness

. Caution the patient to avoid alcohol or any oth&SQlepressants

along with benzodiazepines; also instruct him ndake any over-
the-counter (OTC) medications

. If IM administration is preferred give deep IM

. For IV administration do not mix with any other druiGive slow
IV as respiratory or cardiac arrest can occur; toonrital signs
during IV administration. Prevent extravasatiomesiit can cause
phlebitis and venous thrombosis.

3.1.2.5 Antiparkinsonian Agents

In clinical practice anticholinergic drugs, amant@&dand antihistamines
have their primary use as treatments for medication
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induced movement disorders, particularly neuroteptiuced
parkinsonism, acute dystonia and medication-indudor.

Anticholinergics

. Trihexyphenidyl
. Benztropine

. Biperiden

Dopaminergic Agents

. Bromocriptine
. Carbidopa/Levodopa

Monoamine Oxidase Type B Inhibitors
. Selegiline

Trihexyphenidyl (Artane, Trihexane, Trihexy, Pacitane)

Indications
. Drug-induced parkinsonism
. Adjunct in the management of parkinsonism.

Mechanism of Action

It acts by increasing the release of dopamine fppesynaptic vesicles,
blocking the re-uptake of dopamine into presynapgcve terminals or
by exerting an agonist effect on postsynaptic dapameceptors.

Trihexyphenidyl reaches peak plasma concentratior®s3 hours after
oral administration and has a duration of actionfo 12 hours.

Dosage

1-2mg per day orally initially. Maximum dose upld mg/day individed
doses.

Side Effects
Dizziness, nervousness, drowsiness, weakness, dlegdaonfusion,
blurred vision, mydriasis, tachycardia, orthostatigpotension, dry

mouth, nausea, constipation, vomiting, urinary méten and decreased
sweating.
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Community Health Practitioner's Responsibilities

. Assess parkinsonian and extrapyramidal symptomsliddgon
should be tapered gradually.

. Caution patient to make position changes slowlyrtimimise
orthostatic hypotension.

. Instruct the patient about frequent rinsing of theuth and good
oralhygiene.

. Caution patient that this medication decreasesppat®n, and

over-heating may occur during hot weather.

3.1.2.6 Antabase Drugs

Disulfiram is an important drug in this class and is used rteuee
abstinence in the treatment of alcohol dependdtsenain effect is to
produce a rapid and violently unpleasant reacticmperson who ingests
even a small amount of alcohol while taking disalfn.

3.2.1.7 Clonidine

Indications

. Control of withdrawal symptoms from opioids

. Tourette’s disorder

. Control of aggressive or hyperactive behaviouthiidecen
J Autism

Mechanism of Action

J Alpha 2- adrenergic receptor agonist.

. The agonist effects of clonidine on presynaptital@-adrenergic
receptors result in a decrease in the amount ofotr@msmitters
released from the presynaptic nerve terminals. Tasrease
serves generally to reset the sympathetic tondaver level and
to decrease arousal.

Dosage

The usual starting dosage is 0.1mg orally twiceag, dhe dosage can
beraised by 0.3mg a day to an appropriate level.

Side Effects

Dry mouth, dryness of eyes, fatigue, irritabilisgdation, dizziness,
nausea, vomiting, hypotension and constipation.
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Community Health Practitioner's Responsibility

Monitor BP, the drug should be withheld if the pati becomes
hypotensive.

Advice frequent mouth rinses and good oral hygienelry mouth.
Methylphenidate (Ritalin)

Methylphenidate, dextroamphetamine and pemoline are
sympathomimetics.

Indications

. Attention-deficit hyperactivity disorder
. Narcolepsy

. Depressive disorders

. Obesity.

Mechanism of Action

Sympathomimetics cause the stimulation of alpha laetd-adrenergic
receptors directly, as agonists and indirectly toplating the release of
dopamine and norepinephrine from presynaptic teatsin
Dextroamphetamine and methylphenidate are also biiohs of
catecholamine reuptake, especially dopamine rekepad inhibitors of
monoamino oxidase. The net result of these a@wis believed to be the
stimulation of several brain regions.

Dosage

Starting dose is 5-10mg per day orally; the maxinmdaily dose is 80
mg/day.

Side Effects

Anorexia or dyspepsia, weight loss, slowed growlihziness, insomnia
or nightmares, dysphoric mood, tics and psychosis.

Community Health Practitioner's Responsibilities

. Assess mental status for change in mood, levetitfigy, degree
of stimulation and aggressiveness

. Ensure that patient is protected from injury

. Keep stimuli low and environment as quiet as pdssib

discourage over stimulation
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. To decrease anorexia, the medication may be aderiadt
immediately after meals. The patient should be tedgregularly
(at least weekly) during hospitalisation and at kowhile on
therapy with CNS stimulants, due to the potentialr f
anorexia/weight loss and temporary interruptiongwth and
development

. To prevent insomnia administer the last dose at @aours before
bedtime
. In children with behavioural disorders, a drug idaly’ should be

attempted periodically under the direction of thieygician to
determine the effectiveness of the medication &edneed for
continuation

. Ensure that parents are aware of the delayed gffdcRitalin.
Therapeutic response may not be seen for 2-4 weke&sgrug
should not be discontinued for lack of immediatutts

. Inform parents that OTC (over-the-counter) medaregishould be
avoided while the child is on stimulant medicati®@me OTC
medications, particularly cold and hay fever pragians contain
certain sympathomimetic agents that could compdbedeffects
of the stimulated and create drug interactions rilay be toxic to
the child

. Ensure that parents are aware that the drug shoatdbe
withdrawn abruptly. Withdrawal should be graduadl amder the
direction of the physician.

3.2.1.8 Electroconvulsive Therapy

Electroconvulsive therapy is a type of somatictiresnt first introduced
by Bini and Cerletti in April 1938. From 1980 onwlar ECT is being
considered a unique psychiatric treatment.

Electroconvulsive therapy is the artificial indwetiof a grandmal seizure
through the application of electrical current te thrain. The stimulus is
applied through electrodes that are placed eithiatebally in the
frontotemporal region, or unilaterally on the nardnant side (right side
of the head in a right-handed individual).

Parameters of Electrical Current Applied

Standard dose according to American Psychiatrioéiation, 1978:

. Voltage — 70-120 volts
. Duration — 0.7-1.5 seconds
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Type of Seizure Produced

. grandmal seizure — tonic phase lasting for 10-t5ses
. clonic phase lasting for 30-60 seconds

Mechanism of Action

The exact mechanism of action is not known. Oneothgsis states that
ECT possibly affects the catecholamine pathwaysdat diencephalons
(from where seizure generalisation occurs) anditrapstem (which may
be responsible for mood disorders), also involtmghypothalamus.

Types of ECT

Direct ECT: In this, ECT is given in the absence of anaesthasdh
muscular relaxation. This is not a commonly usethog: now.

Modified ECT: Here, ECT is modified by drug-induced muscular
relaxation and general anaesthesia.

Frequency and Total Number of ECT

Frequency: Three times per week or as indicated.
Total number: 6 to 10; up to 25 may be preferreshdEated.

Application of Electrodes

Bilateral ECT: Each electrode is placed 2.5-4cm above the midpoint
on a line joining the tragus of the ear and theridtcanthus of the eye.

Unilateral ECT: Electrodes are placed only on oite ©f the head,
usually the non-dominant side (right side of thade a right-handed
individual).

Unilateral ECT is safer, with much fewer side effeparticularly those
of memory impairment.

Indications
Major depression: With suicidal risk; with stupor; with poor intakdé o
food and fluids; melancholia with psychotic featimth unsatisfactory

response to drugs or where drugs are contraindicateave serious side-
effects.
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Severe catatonia (functional)With stupor; with poor intake of food and
fluids; with unsatisfactory response to drug thgrap when drugs are
contraindicated or have serious side effects.

Severe psychosis (schizophrenia or maniayVith the risk of suicide,
homicide or danger of physical assault; with degivesfeatures; with
unsatisfactory response to drug therapy, or whemgdr are
contraindicated or have serious side effects.

Organic mental disorders:
organic mood disorders
organic psychosis.

Other indications: ECT is preferred to antidepressants therapy in some
cases, such as for clients with cardiac diseasesnwtnicyclics are
contraindicated because of the potential for dytbrimja and congestive
heart failure; and for pregnant women, in whom degressants place
the foetus at risk for congenital defects.

Contraindications

A. Absolute:
. Raised ICP (intracranial pressure)

B. Relative:

cerebral aneurysm

cerebral haemorrhage

brain tumour

acute myocardial infarction
congestive heart failure
pneumonia or aortic aneurysm
. retinal detachment

Complications of ECT

Life-threatening complications of ECT are rare. EdJES not cause any
brain damage.

Fractures can sometimes occur in elderly patientls @steoporosis. In
patients with a history of heart disease, dysrhydélsmand respiratory
arrest may occur.

Side Effects of ECT
. Memory impairment
) Drowsiness, confusion and restlessness
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Poor concentration, anxiety

Headache, weakness/fatigue, backache, muscle aches
Dryness of mouth, palpitations, nausea, vomiting
Unsteady gait

Tongue bite and incontinence.

ECT Team

Psychiatrists, anesthesiologists, trained nursesaashes should be
involved in the administration of ECT

Treatment Facilities

There should be a suite of three rooms:

1.

2.

3.

A pleasant, comfortable waiting room (pre-ECT room)

ECT room, which should be equipped with ECT machand

accessories, an anaesthetic appliance, suctionrappa face
masks, oxygen cylinders with adjustable flow valvearved

tongue depressors, mouth gags, resuscitation dppam@nd

emergency drugs. There should be immediate acoess t
defibrillator.

A well-equipped recovery room.

Role of the Community Health Practitioners

a. Pre-treatment evaluation
. Detailed medical and psychiatric history, including
the history of allergies.
. Assessment of patient’s and family’s knowledge of

indicators, side-effects, therapeutic effects asksr
associated with ECT.

. Informed consent should be taken. Allay any
unfounded fears and anxieties regarding the
procedure.

. Assess baseline vital signs.

. Patient should be on empty stomach for 4-6 hours
prior to ECT.

. Withhold night doses of drugs, which increase

seizure threshold like diazepam, barbiturates and
anticonvulsants.
. Withhold oral medications in the morning.
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Head shampooing in the morning since oil causes the
impedance of passage of electricity to the brain

Any jewellery, prosthesis, dentures, contact lens,
metallic objects and tight clothing should bereeav
from the patient’s body.

Empty bladder and bowel just before ECT.
Administration of 0.6mg atropine IM or SC 30
minutes before ECT, or IV just before ECT.

Intra-procedure care

Place the patient comfortably on the ECT table in a
supine position.

Stay with the patient to allay anxiety or fear.

Assist in administering the anaesthetic agent
(thiopental sodium 3-5mg/kg body weight) and
muscle relaxant (1mg/kg body weight of
succynylcholine).

Since the muscle relaxant paralyses all muscles
including respiratory muscles, the patent airway
shouldbe ensured and ventilatory support should be
started.

Mouth gag should be inserted to prevent possible
tongue bit.

The place(s) of electrode placement should be
cleaned with normal saline or 25% bicarbonate
solution, or a conducting gel applied.

Monitor voltage, intensity and duration of elecatic
stimulus given.

Monitor seizure activity using the cuff method.

100 per cent oxygen should be provided.

During seizure monitor vital signs, ECG, oxygen
saturation, EEG etc.

Record the findings and medicines given in the
patient’s chart.

Post-procedure care.

Monitor vital signs

Continue oxygenation till spontaneous respiration
starts.

Assess for post-ictal confusion and restlessness.
Take safety precautions to prevent injury (sidedyi
position and suctioning to prevent aspiration of
secretions, use of side rails to prevent falls).

If there is severe post-ictal confusion and
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. restlessness, 1.V. diazepam may be administered.
. Reorient the patient after recovery and stay vithiintil
fully oriented.
. Document any findings as relevant in the patieaterd.

3.2.1.9 Psychosurgery

Psychosurgery is defined by APA’s Task Force asitgicalintervention,
to sever fibres connecting one part of the brath another, or to remove,
destroy, or stimulate brain tissue, with the in@intnodifying behaviour,
thought or mood disturbances, for which thereisinderlying organic
pathology”.

Indications

. Severe psychiatric illness

. Chronic duration of illness of about 10 years
. Persistent emotional disorders

J Failure to respond to all other therapies

. High risk of suicide.

Major Surgical Procedures

. Stereotactic subcaudate tractotomy
. Stereotactic limbic leucotomy
. Stereotactic bilateral amygdalotomy

Nursing care for a patient undergoing psychosurgetile same as for
any neurosurgical procedure.

SELF-ASSESSMENT EXERCISE

i.  List the examples of psychopharmacology.
ii. State the indications and contra-indicatioh&GT.

4.0 CONCLUSION

The essence of this unit is to expose you to diffeipharmacological
treatments of psychiatric patients. You must haweegthrough some
therapeutic modalities in this unit. Electroconwastherapy was also
discussed, the mechanism of action, indicationstramdications,

complications, side effects and the role of thesaum the management of
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a patient undergoing ECT were treated.

5.0 SUMMARY

You have acquired knowledge on therapeutic modaliti psychiatry with
particular reference to somatic therapies and lehgpur exposure has
enriched you greatly.

6.0 TUTOR-MARKED ASSIGNMENT

1. Explain the meaning of electroconvulsive therapy.
2. Describe your role as a nurse in the management
of a patientundergoing ECT.
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1.0 INTRODUCTION

Unit 8 focused on somatic therapies while this isibn psychological
therapies as part of the therapeutic modalitiespgychiatry. The
psychological therapies that shall be discussedhis unit include
psychoanalytic, behaviour, cognitive therapies, nogis, abreaction,
relaxation, individual, supportive, group, familgcamarital therapies.

2.0 OBJECTIVES
By the end of this unit, you should be able to:

describe psychoanalytic therapy

explain behavioural therapy

describe cognitive therapy

discuss relaxation therapy

differentiate between individual, group, family amdhbrital
therapies.
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3.0 MAIN CO NTENT
3.1 Psychological Therapies
There are several kinds of psychological therapmesding:

- psychoanalytic therapy

- behaviour therapy

- cognitive therapy

- hypnosis

- abreaction therapy

- relaxation therapies

- individual therapy

- supportive therapy

- group therapy

- family and marital therapy.

3.1.1 Psychoanalytic Therapy

Psychoanalysis was first developed by Sigmund Fe¢utle end of the
19" century. The most important indication for psyataigtical therapy
is the presence of long-standing mental conflistdiich may be

unconscious but produce symptoms. The aim of tlyeispo bring all

repressed material to conscious awareness sohigtatient can work
towards a healthy resolution of the problems theg eausing the
symptoms.

Psychoanalysis makes use of free association &agrdanalysis to affect
the reconstruction of personality. Free associatrefers to the

verbalisation of thoughts as they occur, withoyt @onscious screening.
The psychoanalyst searches for patterns in therralatieat isverbalised

and in the areas that are unconsciously avoidezh (greasare identified
as resistances). Analysis of the patient’s dreasfissito gain additional
insight into his problems and the resistances. Traams symbolically
communicate areas of intrapsychic conflict.

The therapist then attempts to assist the patientetognise his
intrapsychic conflicts through the use of interptien.

The process is complicated by the occurrence ofteaence reactions.
This refers to the patient's development of strpogitive or negative

feelings towards the analyst and they represergdlient’s past response
to a significant other, usually a parent. The thetés reciprocal response
to the patient is known as counter-transferenceh&actions must be
handled appropriately before progress can be made.
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The roles of the patient and psychoanalyst arda@ttpldefined by Freud.
The patient is an active participant, freely reirephll thoughts exactly
as they occur and describing all dreams. He isufsaty in a recumbent
position on a couch during therapy to induce reiaxawhich facilitates
free association. The psychoanalyst is a shadowsope He reveals
nothing personal, nor does he give any directioribe patient. His verbal
responses are for the most part brief and noncammgo as not to
interfere with the associative flow. He departsnfrdhis style of
communication when an interpretation ofbehavisumade to the patient.

By termination of therapy, the patient is abledaduct his life according
to an accurate assessment of external reality suatso ableto relate to
others uninhibited by neurotic conflicts. Psychdginzal therapy is a
long-term proposition. The patient is seen freglyenisually five times
a week. It is therefore time consuming and expensiv

3.2 Behaviour Therapy

It is a form of treatment for problems in which mited person
deliberately establishes a professional relatignstith the client, with
the objective of removing or modifying existing gytams and promoting
positive personality, growth and development.

Behaviour therapy involves identifying maladaptilehaviours and

seeking to correct these by applying the princigle$earning derived
from the following theories:

. Classical conditioning model by Ilvan Pavlov (1936)
. Operant conditioning model by BF Skinner (1953)

Major Assumptions of Behaviour Therapy

Based on the above-mentioned theories, the follgware the
assumptions of behaviour therapy:

. All behaviour is learned (adaptive and maladaptive)

. Human beings are passive organisms that can baticored or
shaped to do anything if correct responses are roaglaor
reinforced

. Maladaptive behaviour can be unlearned and replégediaptive

behaviour if the person receives exposure to Spestiimuli and
reinforcement for the desired adaptive behaviour

. Behavioural assessment is focused more on thenturedaviour
rather than on historical antecedents
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. Treatment strategies are individually tailored. &abur therapy
is a short duration therapy.

Behaviour therapy is a short duration therapy,apists are easy to train
and it is cost-effective. The total duration ofrdqey is usually 6-8 weeks.
Initial sessions are given daily but the later messare spaced out. Unlike
psychoanalysis where a therapist is a shadow peiisobehaviour
therapy, both the patient and therapist are egaicipants. There is no
attempt to unearth an underlying conflict and taegmt is not encouraged
to explore his past.

Behaviour Techniques

(A) Systematic Desensitisation

It was developed by Joseph Wolpe, based on thevimehal principle
of counter conditioning. In this patients attainstate of complete
relaxation and are then exposed to the stimulusdheits the anxiety
response. The negative reaction of anxiety is itddbby the relaxed
state, a process called reciprocal inhibition.

It consists of three main steps:

1. Relaxation training
2. Hierarchy construction
3. Desensitisation of the stimulus.

Relaxation training: there are many methods which can be used to
induce relaxation, some of them are:

. Jacobson’s progressive muscle relaxation
. Hypnosis

. Meditation or yoga

. Mental imagery

) Biofeedback

Hierarchy construction: Here the patient is asked to list all the
conditions which provoke anxiety. Then, askedgbthem in descending
order of anxiety provocation.

Desensitisation of the stimulus:This can be done either through
imaginary or in reality. At first, the lowest itein the hierarchy is

confronted. The patient is advised to signal whenamnxiety is produced.

With each signal, he is asked to relax. After a fewls,tgatient

will be able to control his anxiety gradually.
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Indications:

Phobias

Obsessions
Compulsions

Certain sexual disorders

(B)  Flooding

The patient is directly exposed to the phobic shiraubut escape is made
impossible. By prolonged contact with the phobimetus, the therapist’s
guidance and encouragement and his modelling betnareduce anxiety.
Indication: Specific phobias

(C) Aversion Therapy

This is the pairing of the pleasant stimulus withumpleasant response.
In aversion therapy, even in absence of the unpigassponse, the
pleasant stimulus becomes unpleasant by associdionishment is

presented immediately after a specific behaviowespbonse and the
response is eventually inhibited.

An unpleasant response is produced by electricusisn drugs, social
disapproval or even fantasy.

Indications:

) Alcohol abuse
. Paraphilias

. Homosexuality
) Transvestism

(D) Operant Conditioning Procedures for Increasing Adapive
Behaviour

Positive reinforcement: When a behavioural response is followed by a
generally rewarding event such as food, praiseifts, gt tends to be
strengthened and to occur more frequently thanrbdfte reward. This
technique is used to increase desired behaviour.

Token economy: This programme involves giving token rewards for
appropriate or desired target behaviours perforimethe patient. The
token can be later exchanged for other rewardseXample, on inpatient
hospital wards, patients receive a reward for pariog
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desired behaviour, such as tokens which they mayaipurchaseluxury
items or certain privileges.

(E) Operant Conditioning Procedures to Teach New Behawur

1. Modelling

Modelling is a method of teaching by demonstratiomerein the

therapist shows how a specific behaviour is to fogpmed. In

modelling, the patient observes other patients Igidg in target

behaviours and getting rewards for those behavidums will make the

patient to repeat the same behaviour and earn devirathe samemanner.

2. Shaping

In shaping the components of a particular ski#, behaviour is reinforced
step by step. The therapist starts shaping by ordimfg the existing
behaviour. Once it is established he reinforcesrédsponses which are
closest to the desired behaviour and ignores tner aines.

For example, to establish eye-to-eye contact, lleeapist sits opposite
the patient and reinforces him even if he movesupger body towards
him. Once this is established, he reinforces threqres head movement
in his direction and this procedure continues é@je-to-eye contact is
established.

3. Chaining: Chaining is used when a person fails ¢ofggm a
complex task. The complete task is broken intoralmer of small
steps and each step is taught to the patientrivafal chaining one
starts with the first step, goes on to the secteyl then to the third
and so on. In backward chaining, one starts wighldéist step and
goes on to the next step in a backward fashiorkBaid chaining
is found to be more effective in training the mdgtdisabled.

(F)  Operant Conditioning Procedures for Decreasing Maldaptive
Behaviour

1. Extinction/Ignoring: Extinction means removal atesition
rewards permanently, following a problem behavidimis
includes actions like not or talking to the patjesrthaving
no physical contact with the patient etc., followithe
problem behaviour.

This is commonly used when patient exhibits odd
behaviour.
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2. Punishment: Aversive stimulus (punishment) is pre=c
contingent upon the undesirable response. The poneist
procedure should be administered immediately and
consistently following the undesirable behaviourthwa
clear explanation.

Differential reinforcement of an adaptive or delsiea
behaviour should always be added when punishment is
being used for decreasing an undesirable behaviour.
Otherwise, the problem behaviours tend to get ramied
because of the lack of adaptive behaviours ant$ sleffect.

3. Timeout: Timeout method includes removing the pdtie
from the reward or the reward from the patient &or
particular period of time following a problem beiaw.
This is often used in the treatment of childhoosbdiers.
For example, the child is not allowed to go outhef ward
to play if he fails to complete the given work.

4. Restitution (over-correction): Restitution meanstoeng
the disturbed situation to a state that is muclebehan
what it was before the occurrence of the probléma®ur.

For example, if a patient passes urine in the ward/ould
be required not only to clean the dirty area bs ahop the
entire/largest area of the floor in the ward.

5. Response cost: This procedure is used with indalgiwho
are on token programmes for teaching adaptive betav
When undesirable behaviour occurs, a fixed numider o
tokens or points are deducted from what the indiaidhas
already earned.

(G) Assertiveness and Social Skill Training

Assertive training is a behaviour therapy technigquehich the

patient is given training to bring about changesimotional and
other behavioural pattern by being assertive. €Cieencouraged
not to be afraid of showing an appropriate responsgative or
positive, to an idea or suggestion. Assertive behmvraining is

given by the therapist, first by role playing ahérn by practice in
a real-life situation. Attention is focused on moeffective

interpersonal skills.
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Social skills training helps to improve social mamlike encouraging
eye contact, speaking appropriately, observing Engiiquette and
relating to people.

3.3 Cognitive Therapy

Cognitive therapy is a psychotherapeutic approadet on the idea that
behaviour is secondary to thinking. Our moods aeeélirigs are
influenced by our thoughts. Self-defeating and-deffrecating patterns
of thinking result in a depressed mood. The thetdplps the patient by
correcting this distorted way of thinking, feelingsd behaviour.

The cognitive model of depression includes the dogntriad:

1. A negative view about self
2. A negative view about the environment and
3. A negative view about the future

These negative thoughts are modified to improvedigressive mood.
Cognitive therapy is used for the treatment of dspion, anxiety
disorder, panic disorder, phobic disorder and galisorders.

3.4 Hypnosis Therapy

The word ‘hypnotism’ was first used by James Birathe 19th century.
Hypnosis is an artificially induced state in whitle person is relaxed and
unusually suggestible. Hypnosis can be inducedanymways, suchas by
using a fixed point for attention, rhythmic monodois instructions etc.

Changes that occur during hypnosis

. The person becomes highly suggestible to the cordmahthe
hypnotist

J There is an ability to produce or remove symptomgesceptions

. Dissociation of a part of body or emotions

. Amnesia for the events that occurred during thenbyjp state.

Techniques

Patient is either made to lie down on a bed omsé chair. He is asked
to gaze fixedly on a spot. Therapist makes monatersuggestions of
relaxation and sleep. The patient however is rleepsand can hear what
is being said, answer questions and obey instmgtio
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This therapy is useful in:

. abreaction of past experiences

. psychosomatic disorders

. conversion and dissociative disorders
. eating disorders

. habit disorders and anxiety disorders.

3.5 Abreaction Therapy

Abreaction is a process by which repressed matgaalicularly a painful
experience or conflict, is brought back to conssimss. The person not
only recalls but also relives the material, whisladcompanied by the
appropriate emotional response. It is most usafulacute neurotic
conditions caused by extreme stress (post-traunmgitess disorder,
hysteria etc.).

Although abreaction is an integral part of psycladgsis and hypnosis,
it can also be used independently.

Method

Abreaction can be brought about by strong encounageto relieve the
stressful events. The procedure is begun with aktdpics at first, and
gradually approaches areas of conflict. Althougteabtion can be done
with or without the use of medication, the procedaan be facilitated
by giving a sedative drug intravenously. A safe hodtis the use of
thiopentone sodium i.e. 500mg dissolved in 10afciormal saline. It is
infused at a rate no faster than 1 cc/minute togresleep as well as
respiratory depression.

3.6 Relaxation Therapy

Relaxation produces physiological effects oppogiiese of anxiety:
slowed heart rate increased peripheral blood flod aeuromuscular
stability.

There are many methods which can be used to ingleeation:
Jacobson’s progressive muscle relaxation: In thigatients relax major

muscle groups in a fixed order, beginning with ¢n@all muscle groups
of the feet and working cephalad or vice versa.
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Mental imagery: It is a relaxation method in which patients are
instructed to imagine themselves in a place asttivith pleasant
relaxed memories. Such images allow patients terentelaxed state or
experience a feeling of calmness and tranquility.

Use of tape-recorded exercises or instructiond his allows patients to
practice relaxation on their own.

Meditation or Yoga: It is concentrating on the spirit by using certain
postures to prepare the body to sit motionlessipain alert and focus on
one particular point.

Yoga is highly useful in reducing stress and treptinxiety.

Bio-feedback: This is based on the idea that thterewmic nervous
system can come under voluntary control throughramgeconditioning.

Thus, it helps people to control usually involugtgshysiological

functions so as to change them, for instance, laxireg. People learn to
control these functions by hearing or seeing sgriadm instruments
that produce information about various measurel agcmuscle tension,
blood pressure, etc. This feedback helps the gateercontrol such
responses.

Uses of bio-feedback include treatment of enuresig, treatment of a
host of ailments brought on by stress such as imigraeadaches, tension
headaches, idiopathic hypertension, cardiac probleta

3.7 Individual Therapy

Psychotherapy can be defined as the treatment ablggns of an
emotional nature, in which a trained person detitedy establishes a
professional relationship with the patient to remowmodify or retard
existing symptoms, mediate disturbed patterns ¢fati@ur andpromote
positive personality growth and development.

Individual psychotherapy is conducted on a onerte-basis, i.e. the
therapist treats one client at a time. The patgeahcouraged to discover
for himself the reasons for his behaviour. The dp&st listens to the
patient and offers explanations and advice whemrssary. By this, he
helps the patient to come to a greater understgradihimself and to find
a way of dealing with his problems.

Indications: Stress-related disorders, alcohol and drug depeeden
sexual disorders and marital disharmony.
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3.8 Supportive Therapy

In supportive therapy, the therapist helps theepatio relieve emotional
distress and symptoms without probing into the ast changing the
personality. He uses various techniques such as:

. Ventilation It is a free expression of feelings or emotiongigpd
is encouraged to talk freely whatever comes torhisl.

. Environmental modificatiofmanipulation Improving the well-
being of mental patients by changing their livimpdition.

. PersuasionHere the therapist attempts to modify the patient’s
behaviour by reasoning.

. Re-education: Education to the patient regardirgggroblems,
ways of coping etc.

J Reassurance.

3.9 Group Therapy

Group psychotherapy is a treatment in which cakefglected people
who are emotionally ill meet in a group guided byrained therapist,
and help one another effect personality change.

Selection

. Homogeneous groups
. Adolescents and patients with personality disorders
. Families and couples where the system needs change.

Advantages

Group therapy gives an opportunity for immediatedfgack from a
patient’s peers and a chance for both patient laihpist to observe the
patient’s psychological, emotional and behavioueaponses towards a
variety of people.

Contraindications

. Antisocial patients.
. Actively suicidal or severely depressed patients.
. Patients who are delusional and who may incorpdtagegroup

into their delusional system.
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Size
Optimal size for group therapy is 8 to 10 members.
Frequency and length of sessions

Most group psychotherapists conduct group sessians a week And
the length of a session is usually between 45 raswbne hour.

Approaches to group therapy

. The therapist role is primarily to facilitate, hieosild provide a
safe, comfortable atmosphere for self-disclosure.

. He should focus on the “here and now”.

. He should use any transference situations to dpuvakight into
their problems.

. He should protect members from verbal abuse or from
scapegoating.

. Whenever appropriate, he should provide positivefeecement;
this gives ego support and encourages future growth

. Handle circumstantial patients, hallucinating andludional

patients in a manner that protects the self-estafehme individual
and also sets limits on the behaviours to proteetdther group
members.

. He should develop the ability to recognise whemaug member
is “fragile”; such should be approached in a gemstlgportive and
non-threatening manner.

. He should use silence effectively to encourageosmection and
facilitate insight.

. Laughter and a moderate amount of joking can ac asfety
valve, and at times can contribute to group colesmsss.

J Role-playing may help a member develop insight theoways in

which he relates to others.

Some techniques useful in group therapy

. Reflecting or rewording comments of group members
J Asking for group reaction to one member’s statement
. Asking for individual reaction to one member’s staent
. Pointing out any shared feelings within group

. Summarising various points at the end of the sassio

Psychodrama is a method of group psychotherapyhichapersonality
makeup, interpersonal relationships, conflicts amdtional problems are
explored by means of special dramatic methods. Heslrama may
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focus on any special area of functioning (a dreamfamily or a
community situation), a symbolic role, an unconssiattitude or an
imagined future situation.

3.10 Family and Marital Therapy

In family and marital therapy, the focus of intemtien is not on the
individual but on the family unit. The family themat works towards
improving group interactions and helping each marntd&inction better.

Indications

Family therapy is indicated whenever there ardimglal problems within
a family or marital unit, which can occur in almafittypes of psychiatric
problems including psychoses, reactive depressaomjety disorders,
psychosomatic disorders, substance abuse and sacioidhood
psychiatric problems.

Components of therapy

. Assessment of family structure, roles, boundariespurces,
communication patterns and problem-solving skills

. Teaching communication skills

. Teaching problem-solving skills

J Writing a behavioural marital contract.

. Homework assignments.

SELF-ASSESSMENT EXERCISE

i.  Describe psychoanalytic therapy.
ii. Differentiate between individual, group, fam#ynd marital therapies.

4.0 CONCLUSION

Management of psychiatric patients is multidimenalpso this unit has
looked into psychological therapies in the caredisbrders of mental
health patients.

5.0 SUMMARY

This unit has taken you through various psycholagiberapies like

psychoanalytic therapy, behaviour therapy, cogajtivelaxation,

individual therapies to mention but a few. The kiexige acquired in this
unit will assist you in the management of psyciggiatients in your day
to day professional activities.
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6.0 TUTOR-MARKED ASSIGNMENT

=

List five ways of psychological therapies.
2. Discuss any two of the five psychological therapiesntioned
above.

7.0 REFERENCES/FURTHER READING

Olatawura, M. O. (2002). “Psychology and Psychiatbecture Series
from Ibadanlbadan: Spectrum Books Ltd.

Staurt, W. G. & Sundeen, J. S. (1998)inciples and Practice of
Psychiatric Nursing. (5th ed). London: C. V. Mosby Company.

Staurt, W. G. & Lavaia, M. T. (2001frinciples and Practice of
Psychiatric Nursing. (7th ed). Missouri: Mosby Inc.

Ahuja, N. A. (1999).Short Text Book of Psychiatry. (3rd ed). New
Delhi: Jaypee Brothers.

Sreevani, R. (2004 A Guide to Mental Health and Psychiatric Nursing.
New Delhi: Jaypee Brothers Medical Publishers (@) L

154



PHS 505 MODULE 4

UNIT 4 THERAPEUTIC MODALITIES IN
PSYCHIATRY Il

CONTENTS

1.0 Introduction

2.0  Objectives

3.0 Main Content
3.1 Milieu Therapy
3.2 Therapeutic Community
3.3  Activity Therapy

4.0 Conclusion

5.0 Summary

6.0  Tutor-Marked Assignment

7.0 References/Further Reading

1.0 INTRODUCTION

Units 8 and 9 treat therapeutic modalities in p&fci basically on
somatic and psychological therapies. In continuatd the therapeutic
modalities, this unit will look into the therapeautmilieu, therapeutic
community and activity therapy in the managementnantally ill
individuals. A therapeutic milieu is an environmémt is structured and
maintained as an ideal and dynamic setting to wwttk clients.

2.0 OBJECTIVES
By the end of this unit, you should be able to:

describe milieu therapy

explain how to maintain a milieu therapy
state the components of a milieu therapy

list the aims of activity therapy

enumerate the components of activity therapy
describe the implications of activity therapies.

3.0 MAIN CONTENT

3.1 Milieu Therapy

The therapeutic milieu is an environment thatnsgtired and maintained
as an ideal and dynamic setting to work with ckeffthis milieu includes
safe physical surroundings, all the treatment t@a@mbers, and other
clients. It is supported by clear and consistentlintained limits and
behavioural expectations.
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A therapeutic setting should minimise environmentass such as noise
and confusion and physical stress. It provides anch for restand

nurturance of self, a time to focus on the develepinof strengths, and

an opportunity to learn to identify alternativessmiutions to problems

and to learn about the psychodynamics of thosel@mubh

A therapeutic milieu is a “safe space”, a non-guaitatmosphere in
which caring is a basic factor. In this environmeoinfrontation may be
a positive therapeutic tool that can be toleratgthle client. Nurses and
treatment team members should be aware of their mles in this
environment, maintaining stability and safety, buminimising
authoritarian behaviour. Clients are expected som& responsibility for
themselves within the structure of the milieu ascimwas possible.
Feedback from other clients and the sharing ofstaslduties within the
treatment programme facilitate the client’s growth.

The various components of the therapeutic Miliezlude:
Maintaining safe environment
The medical staff should follow the facility’s pales with regard to the

prevention of routine safety hazards and supplerttezdge policies as
necessary.

For example:

. he should dispose of all needles safely and otgaxth of clients

. he should restrict or monitor the use of matchesliahters

. he should not allow smoking

. he should remove mouthwash, aftershave lotionssanirth, if
substance abuse is suspected

. Listed below are the most restrictive measure®toded on a unit

on which clients who are exhibiting behaviour dilgthreatening
or harmful to themselves or others may be pre3émse measures
may be modified based on the assessment of the’slehaviour:

e immediately on the client’s admission, search thent and
all of the client’s belongings and remove potehtidangerous
items, such as wire, clothes hangers, ropes, lststy pins,
scissors and other sharp objects, weapons, andcatiedis;
keep these belongings in a designated place insibbeo the
client.

¢ he should be sure that mirrors, if glass, are stgdastened

and not easily broken

e he should keep sharp objects (e.g scissors, pdakeges,
knitting needles) out of reach of clients and alltheir use
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only with supervisors; use electric shavers whessjie

(disposable razors are easily broken to accese$jad

e he should identify potential weapons (e.g. mop hemd
hammers) and dangerous equipment (e.g. electrizdsc
scalpels), and keep them out of the client’s reach.

¢ he should not leave cleaning fluids, bleach, mapd taols,
unattended in client care areas

¢ he should not leave medicines unattended or untbcke

¢ he should keep keys (to unit door, medicines) om &i all
times

e he should be aware of items that are harmful iéstgd, for
example, mercury in manometers

¢ he should search packages brought in by visitoqslaa
the reason for such rules briefly and should nokemany
exceptions.

The trust relationship

One of the keys to a therapeutic environment ie#tablishment of trust.
Both the client and the nurse must trust that tneat is desirable and
productive. Trust is the foundation of a theraperglationship, and limit-
setting and consistency are its building blocks.

Building self-esteem

Strategies to help build or enhance self-esteent bausidividualised and
built on honesty and on the client’s strengths. 8@®aneral suggestions

are.

set and maintain limits

accept the client as a person

be non-judgemental at all times

structure the client’s time and activities

have realistic expectations of the client and meden clear to
the client

initially provide the client with tasks, responéiiies and activities
that can be easily accomplished; advance the clentmore
difficult tasks as he progresses

praise the client for his accomplishments, howesreall, giving
sincere appropriate feedback for meeting expecistio
completing tasks, fulfilling responsibilities anal an

never flatter the client

use confrontation judiciously and in a supportivanmer; use it
only when the client can tolerate it
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J allow the client to make his own decisions wheneassible. If
the client is pleased with the outcome of his denigoint out that
he was responsible for the decision and give pasiéedback

. if the client is not pleased with the outcome, pant that the
client, like everyone, can make and survive mistakteen help the
client identify alternative approaches to the peatol give positive
feedback for the client’s taking responsibility fooblem-solving
and for his efforts.

Limit-setting
Setting and maintaining limits are integral towstrrelationship and to a

therapeutic milieu. Before stating a limit, expldire reasons for limit-
setting. Some basic guidelines for effectively gdimits are:

J State the expectations or the limit as clearlyealy and simply as
possible

. The consequence that will follow the client’s exdieg the limit
also must be clearly stated at the outset

. The consequences should immediately follow the nthe

exceeding the limit and must be consistent, botr ¢mne (each
time the limit is exceeded) and among staff (edelff snember
must enforce the limit)

. Consequences are essential to setting and mamgdimits, they
are not an opportunity to be punitive to a client.

In conclusion, the nurse works with other healtbf@ssionals in an
interdisciplinary team; the interdisciplinary teamorks within a milieu
that is constructed as a therapeutic environmerit) the aim of
developing a holistic view of the client and prawigl effective treatment.

3.2 Therapeutic Community

The concept of therapeutic community was first dgwed by Maxwell
Jones in 1953. He wrote a book entitled “SocialcR&try” which was
first published in England. Later on, when it wablshed in the United
States, its title was changed to “Therapeutic Comityl

Definition
Stuart and Sundeen defined therapeutic communfiy teerapy in which
patient’s social environment would be used to pieva therapeutic

experience for the patient by involving him as ative participant in his
own care and the daily problems of his community.
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Objectives

. To use the patient’s social environment to pro\adiaerapeutic
experience for him.

. To enable the patient to be an active participarttis own care
and become involved in the daily activities of banmunity.

. To help patients to solve problems, plan actividas to develop
the necessary rules and regulations for the communi

. To increase their independence and gain control awny of
their own personal activities.

. To enable the patients to become aware of how tiehaviour

affects others.

Elements of therapeutic community

. Free communication

. Shared responsibilities

. Active participation

. Involvement in decision making

. Understanding of roles, responsibilities, limitaso and
authorities.

Components of therapeutic community
Daily Community Meetings
. These meetings are composed of 60-90 patientsevidls of unit

staff are involved, including administrative perseh Acute
patients are not involved in the meetings

. Meetings should be held regularly for 60 minutes

. Discussion should focus mainly on day-to-day lifdhie unit.

. During discussions, patients’ feelings and behagoware
examined by other members

. Frank discussions are encouraged; these may take plithmuch

outpouring of emotions and anger.

Patient Government or Ward Council

. The purpose of patient government is to deal withciical unit
details such as housekeeping functions, activignping and
privileges.

. A group of 5-6 patients will have specific respdilgies, such as

housekeeping, physical exercise, personal hygiemeal
distribution, a group to observe suicidal patiemts. Staff
members should be available always.
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. All decisions should be feedback to the commurtitpaigh the
community meetings.

Staff Meetings or Review

A staff meeting should be held following each commityy meeting
(Patients are excluded and only staff are preskntt)is meeting, the staff
would examine their own responses, expectationpegjddices.

Living and Learning Opportunities.

Learning opportunities are to be provided withia social milieu, which
should provide realistic learning experiences fer patients.

Advantages of therapeutic community

. Patients develop harmonious relationships with rothembers of
the community

. Gains self-confidence

. Develops leadership skills

. Learns to understand and solve problems of selioéimels

. Becomes socio-centric

. Learns to live and think collectively with the meenb of the
community

. Lasting therapeutic community provides opportusitigo

participate in the formulation of hospital ruleslaregulations that
affect patient’s personal liberties like bedtimeattime, weekend
permission, and control of radio or T.V., socidhdties, late night
privileges.

Disadvantages of therapeutic community

. Role blurring between staff and patient

. Group responsibility can easily become nobody poesibility.
. Individual needs and concerns may not be met

. Patient may find the transition to community diéfic

Role of the community health practitioner

. Providing and maintaining a safe and conflict fezerironment
through role modeling and group leadership

J Sharing of responsibilities with patients

. Encouraging the patient to participate in decisioaking
functions

. Assisting patients to assume leadership roles
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. Giving feedback
J Carrying out supervisory functions.

In conclusion, the therapeutic community is an epph which is:

. Democratic as opposed to hierarchical
) Rehabilitative rather than custodial
o Permissive instead of limited and controlled.

3.3 Activity Therapy

Activity therapies include occupational therapycreational therapy,
educational therapy, play therapy, music therappce therapy, and art
therapy.

Aims

. To assist the client in making the transition frdme sick role to
becoming a contributing member of society

. To assist in diagnostic and personality evaluation

. To enhance psychotherapy and other psychotherapeetisures

(the activity prescribed for the client often prd&$ a nonverbal
means for the client to express and resolve hisfgs.

3.3.1 Occupational Therapy

Occupational therapy is the application of goaepted, purposeful
activity in the assessment and treatment of indaisl with
psychological, physical or developmental disaleiiti

The goal of occupational therapy

The main goal is to enable the patient to achieveathy balance of
occupations through the development of skills twdk allow him to
function at a level satisfactory to himself andesth

Settings

Occupational therapy is provided to children, adodmts, adults and
elderly parents. These programmes are offered yohpetric hospitals,

nursing homes, rehabilitation centres, special @sh@ommunity group
homes, community mental health centres, daycaréresnhalf-way

homes and deaddiction centres.
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Advantages

. Helps to develop social skills and provide an dute self-
expression

. Strengthens ego defences

J Develops a more realistic view of the self in rielatto others.

Points to be kept in mind

. The client should be involved as much as possibkelecting the
activity

. Select an activity that interests or has the pa@kta interest him

. The activity should utilise the client’s strengtred abilities

. The activity should be of short duration to fosteffeeling of
accomplishment

. If possible, the selected activity should providens new

experience for the client.

Process of intervention

It consists of six stages:

1. Initial evolution of what patient can do and candotin a variety
of situations over a period of time.
2. Development of immediate and long-term goals bypha&éentand

therapist together. Goals should be concrete arsdunable so that
it is easy to see when they have been attained.

3. Development of therapy plan with the planned irgation.

4. Implementation of the plan and monitoring the pesgt The plan
is followed until the first evaluation. If satistacy, it is continued,
or altered if not.

5. Review meetings with the patient and all the stafblved in the
treatment.
6. Setting further goals when immediate goals haven lzhieved;

modifying the treatment programme as relevant.
Types of Activities

Diversionary activities: These activities are usedivert one’s thoughts
from life stresses or to fill time. An example indes organised games.

Therapeutic activities: These activities are usedttain a specific care
plan or goal. An example includes basket makinpeiry etc.
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Suggested Occupational Activities for Psychiatric Borders

Anxiety disorder: Simple concrete tasks with no more than 3 or 4sstep
that can be learnt quickly. E.g., kitchen tasksshiag, sweeping,
mopping, mowing lawns and weeding gardens.

Depressive disorder:Simple concrete tasks which are achievable; the
client needs to experience success. Provide pesgiivforcement after
each achievement. For example, crafts, mowing laams weeding
gardens.

Manic disorder: Non-competitive activities that allow the use oésgy
and expression of feelings. Activities should bmited and changed
frequently. The client needs to work in an areayafmam distractions.
For example, grass raking, sweeping etc.

Schizophrenia (paranoid):Non-competitive, solitary, meaningful tasks
that require some degree of concentration so #sattime is available to
focus on delusions. For example, puzzles, scrabble.

Schizophrenia (catatonic):Simple concrete tasks in which the client is
actively involved. The client needs continuous suigen and at first,
works best on a one-to-one basis. For example,Imetks, moulding
clay.

Antisocial personality: Activities that enhance self-esteem and are
expressive and creative, but not too complicatekde TElient needs
supervision to make sure each task is completed.

Dementia: Group activities to increase feelings of belongarg self-
worth provide those activities which promote faaliindividual hobbies.
Activities need to be structured, requiring littimme for completion and
not too much concentration. Explain and demonse#ath task, then have
client repeat the demonstration.

Substance abuseGroup activities in which clients uses his talemist
example, involving client in planning social acties, encouraging
interaction with others etc.

Childhood and adolescent disorders:

Children: Playing, story telling, painting, poetry, music.etc

Adolescents:Creative activities such as leather work, drawpanting.
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Mental retardation: Repetitive work assignments are ideal; provide
positive reinforcement after each achievement. Erample, cover
making, candle making, packaging goods.

3.3.2 Recreational Therapy

A recreation is a form of activity therapy used nrost psychiatric
settings. It is a planned therapeutic activity teaables people with
limitations to engage in recreational experiences.

Aims

. To encourage social interaction

. To decrease withdrawal tendencies

. To provide an outlet for feelings

. To promote socially acceptable behaviour
. To develop skills, talents and abilities

. To increase physical confidence and a feeling ibveerth.

Points to be kept in mind

. Provide a non-threatening and non-demanding envieor

J Provide activities that are relaxing and withogidi guidelines
and time-frames

. Provide activities that are enjoyable and selfs$gtig.

Types of Recreational Activities

Motor forms: These can be further divided into fundamental and
accessory; among the fundamental forms are suclegashockey and
football, while the accessory forms are exemplifigdplay activity and
dancing.

Sensory forms:These can be either visual e.g. looking at motion
pictures, play etc., or auditory such as listeriong concert.

Intellectual forms: These include reading, debating and so on.
Anxiety disorder: Aerobic activities like walking, jogging etc.

Depressive disorder Non-competitive sports, which provide outlet for
anger, like jogging, walking, running etc.

Manic disorder: One-to-one basis individual games like chess, pszzl
Schizophrenia (paranoid):Concentrative activities like chess, puzzles.
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Schizophrenia (catatonic):Social activities to give client contact with
reality, like dancing, athletics.

Dementia: Concrete, repetitious crafts and projects breedlisation
and comfort.

Childhood and adolescent disorderslt is better to work with the child
on a one-to-one basis and give him a feeling ofoitgmce. Some
activities include playing, storytelling and pamndi

Adolescents fare better in groups; provide grossomactivities like
sports and games to use up excess energy.

Mental retardation: Activities should be according to the client’s leve
of functioning such as walking, dancing, swimmihgll-playing etc.

3.3.3 Educational Therapy

Educational therapy is used when the client hablpnos which result
from a great deal of misconceptions. The educaltithreaapist provides
reading and learning experiences that can do & desto eliminate his
misconceptions and anxiety.

3.3.4 Biblio Therapy

It is described as the prescription of reading mrete that will help to
develop emotional maturity and sustain mental healt

Some emotionally disturbed individuals are ableeiate therapeutically
to the experiences of others when they read abimerm,t rather than
experiencing them directly. It also provides a medifor discussions
with others.

3.3.5 Play Therapy

Play is a natural mode of growth and developmerhifdren. Through
play, a child learns to express his emotions aisernves as a tool in the
development of the child.

Curative functions

. It releases tension and pent-up emotions

. It allows compensation for loss and failures

. It improves emotional growth through his relatioipstvith other
children
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. It provides an opportunity for the child to act tug fantasies and
conflicts, to get rid of aggression and to learsifpee qualities
from the other children.

Diagnostic functions

. Play therapy gives the therapist a chance to egploe family
relationships of the child and discover what difftees are
contributing to the child’s problems

. Play therapy allows studying hidden aspects of ¢hdd’s
personality

. It is possible to obtain a good idea of the ingelhice level of the
child

. Through play, inter-sibling relationships can beguahtelystudied.

Types of play therapy

Individual vs. group play therapy: In individualettapy, the child is
allowed to play by himself and the therapist’smtiten is focused on this
one child alone whereas, in group play therapy rottlgldren are
involved.

Free play vs. controlled play therapy: In free plagrapy the child is
given freedom in deciding with what toys he wardsptay while in
controlled play therapy, the child is introducedoim scene where the
situation or setting is already established.

Structured vs. unstructured play therapy: Structptay therapy involves
organising the situation in such a way so as taiolhore information
while in unstructured play therapy, no situatiorset and noplans are
followed.

Directive vs. non-directive play therapy: In diiget play therapy, the
therapist totally sets the directions, whereas,nan-directive play
therapy, the child receives no directions.

Play therapy is generally conducted in a playro®he playroom should

be suitably stocked with adequate play materialeddmpg upon the
problem of the child.
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3.3.6 Music Therapy

Music therapy is the functional application of nwgdwards the
attainment of specific therapeutic goals.

Advantages of music therapy

. Facilitates emotional expressions.

. Improves cognitive skills like learning, listenirand attention
span.

. Exercise through body movement maintains good leitian and
muscle tone.

. Social interaction is stimulated.

3.3.7 Dance Therapy

It is a psychotherapeutic use of movements, whigithérs the
emotional and physical integration of the indivilua

Advantages ofdance therapy

. Helps to develop body awareness.

. Facilitates expression of feelings.

. Improves interaction and communication.

. Fosters integration of physical, emotional and aloexperiences

that result in a sense of increased self-confidandecontentment.
3.3.8 Art Therapy

The goal of art therapy is to help the patient egprhis thoughts,
emotions and feelings through his drawings.

Importance of art therapy

. It is used as a diagnostic and therapeutic tool.

. It provides socially acceptable outlets for fantemyd wish
fulfillment.

. It helps the patient to gain relief from anxiety gyaphically
representing conflicts and aggressive and traumadaterial
without guilt.
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3.3.9 Implications of Activity Therapies

The health practitioner has an important role inating thetherapeutic
effects of activity therapies. Some points to betke mind are:

. Close coordination between the nursing staff ana dbtivity
therapy department is essential.

. By engaging in these activities, the health priactér not only has
an opportunity to support the therapeutic effoftfhe recreational
therapist but also has an invaluable opportunityplserve the
client in different settings.

. Through her observations of the client's behaviduring these
activities, the nurse will gain valuable informatithat she can
subsequently utilise to therapeutic advantagedaniorking phase
of the health practitioner-client relationship.

SELF-ASSESSMENT EXERCISE

I. Describe milieu therapy
il. State the components of a milieu therapy

4.0 CONCLUSION

The needs of the mentally ill individuals are nuousras the illness may
affect both the body and the mind of the patiemtngeting the needs can
be approached from somatic, psychological and iiesvpoint of the
view, so this unit dealt with the use of milieu ridygy, therapeutic
community and activity in meeting the needs of psfric patients in our
communities.

5.0 SUMMARY
This unit examined the use of the environment ireting the needs of
individuals with mental health disorders. It is kdpthat the knowledge

gained from the unit will assist you to answerfthiowing tutor-marked
assignments.

6.0 TUTOR-MARKED ASSIGNMENT

1. Discuss how a milieu therapy can be attained byaga nurse to
meet the needs of your clients.

2. List four activity therapies and discuss any two tbé four
mentioned.
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1.0 INTRODUCTION

Mental health clients may be labelled with one oorenpsychiatric
diagnosis, but all have one thing in common i.esusgessful coping
behaviours. The very nature of mental illness @rabterised by actions
that are not in keeping with society’'s definitiored appropriate
behaviours. Mental health caregivers provide clievith education about
and opportunities to engage in more effective behas. When
experiencing stress, people use their resouradsa@ase the discomfort.
These efforts called coping mechanisms used asotile that help us
work through the ups and downs of daily living. #sts is an upset in the
homeostasis of an individual. A crisis has sevefaracteristics that
separate it from other stressful situations. Fangale, a crisis occurs
when an individual's usual coping mechanisms aedfective so the
crisis demands new solutions with new coping stiiate Crisis is self-
hinting because human beings can not endure highsl®f continued
stress, crisis are usually resolved within a shoré and because a crisis
usually affects more than one person, foreveryoitein the person’s
support system is affected by the crisis.

2.0 OBJECTIVES
By the end of this unit, you should be able to:

o define crisis
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. define grief

. list the characteristics of individuals prone tsisr
. enumerate the types of crisis

. describe the resolution of crisis

. describe the stages of grief

. explain how grief is resolved.

3.0 MAIN CONTENT

3.1 Cirisis

Crisis can be viewed as an integral component efyelay life situations.
A crisis may influence people’s lives in differamhys. As a consequence
of a crisis experience, the individual may go dawra lower or less
healthy level of functioning than what was befdnedrisis, or he may
resume the same level of functioning by repressimgycrisis and the
related emotions. On the other hand, he may funetica healthier level
than prior to the crisis, because the challengeaisis can bring out new
strengths, skills and coping mechanisms.

Intervention at a crisis is extremely importaniptevent mental illness,
because long-standing problems make the persoltytataapable of
handling the situation. If proper guidance is pded at the correct time,
the victim will come out of it better equipped tarfdle future problems
in life.

3.1.1 Definition

Crisis is a state of disequilibrium resulting freime interaction of an event
with the individual's or family's coping mechanismsvhich are

inadequate to meet the demands of the situatiombizeed with the

individual's or family's perception of the meaniof the event (Taylor

1982)

3.1.2 Crisis Proneness

Hendricks (1985) suggests that certain individaaésmore prone to crisis
than others. The following are characteristicsrofiaund in individuals
who are regarded as being more susceptible tacrisi

. dissatisfaction with employment or lack of employrhe
. history of unresolved crisis

. history of substance abuse

. poor self-esteem, unworthiness

. superficial relationships with others
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difficulty in coping with everyday situations
under utilisation of resources and support systems
aloofness and lack of caring.

It is important to note that individual personaliraits must also be
considered in conjunction with these charactesstirisis is defined by
the individual; what is a crisis for one is meratyoccurrence foranother.
This factor is a critical component that must baleated in relation to
crisis prone characteristics as well as persontaéis.

3.1.3 Types of Crisis

Maturational Crisis

Maturational crisis can be defined as the predeabbcesses of growth
and development that evolves over a period of time ultimate goal of
these processes is maturity.

The transition points where individuals move inblcsessive stage often
generate disequilibrium. Individuals are requiredrtake cognitive and
behavioural changes and to integrate those physibainges that
accompany development.

The extent to which individuals experience sucaefise mastery of these
tasks depends on previous successes, availabilisujpport systems,
influence of role models and acceptability of tlesvirole by others.

The transitional periods or events that are mostraonly identified as

having increased crisis potential are adolescanegriage, parenthood,
midlife and retirement.

Situational Crisis

A situational crisis is one that is precipitateddny unanticipated stressful
event that creates disequilibrium by threateningi®sense of biological,
social or psychological integrity.

Examples of events that can precipitate situatieniakes are premature
birth, status and role changes, death of a loves] physical or mental
illness, divorce, change in geographic location padr performance in
school.

Social Crisis

Social crisis is accidental, uncommon and unardteid and results in

multiple losses and radical environmental chan§esial crises include

natural disasters like flood, earthquakes, violencelear accidents,mass
killings, contamination of large areas by toxic vess wars etc. This type
of crisis is unlike maturational and situationakis because it does not
occur in the lives of all people.
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Because of the severity of the effects of soci@igrcoping strategies
may not be effective. Individuals confronted witicl crisis usually do
not have previous experience from which to draweetkpe. Support
systems may be unavailable because they may aisoddeed in similar
situations. Mental health professionals are callgon to act quickly and
provide services to large numbers of people arsdine cases, the whole
community.

3.1.4 Phases of Crisis
Caplan (1964) describes four phases of crisis serited below:

Phase |

Perceived threat acts as a precipitant that gereintreased anxiety.
Normal coping strategies are activated, and if aosssful, the individual
moves into Phase II.

Phase Il

The ineffectiveness of the Phase | coping mechanigeads to further
disorganisation. The individual experiences a sefselinerability. The
individual may attempt to cope with the situatiorairandom fashion. If
the anxiety continues and there is reduction, tidkvidual enters Phase
1.

Phase Il

Redefinition of the crisis is attempted and thevrtlial is most amenable
to assistance in this phase. New problem solvingsmes may also affect
a solution. Return to pre-crisis level of functiogimay occur. If problem

solving is unsuccessful, further disorganisatioouss and the individual

is said to have entered Phase IV.

Phase IV
Severe to panic levels of anxiety with profoundyrtive, emotional and

physiological changes may occur. Referral to furtreatment resources
iS necessary.
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3.1.5 Signs and Symptoms of Crisis

. The major feeling in a crisis situation is anxietye individual
experiences a heavy burden of free-floating anxiety
. The anxiety may be manifested through depressingeraand

guilt. The victim will attempt to get rid of the miety using various
coping mechanisms, healthy or unhealthy.

. The individual may become incapable of even taldagg of his
daily needs and may neglect his responsibilities.
. The individual may become irrational and blame mtHer what

has happened to him.
3.1.6 Resolution of Crisis
Healthy resolution of a crisis depends upon thievahg three factors:

1. Realistic appraisal of the precipitating event,ieeognition of the
relationship between the event and feelings ofetgidnecessary
for effective problem-solving to occur.

Availability of support systems.

Availability of coping measures over a life-time: person
develops a repertoire of successful coping stratethat enable
him to identify and resolve stressful situations.

There are three ways by which the individual magohee the
crisis:

wmn

Pseudo-resolution

In this, the individual uses repression and pusiie®f consciousness the
incident and the intense emotions associated wisoithere will notbe
any change in the level of functioning of the indual. But in future, if
and when a crisis occurs, the repressed feelingscorae to surface and
influence the feelings aroused by the new crisissuch a situation, the
particular crisis may be more difficult to resolsecause the feelings
associated with the earlier crisis are neither esged nor handled at that
time.

Unsuccessful Resolution
In this, the victim uses pathological adaptatioraay phase of crisis,
resulting in a lower level of functioning. The viat rather than accepting

the loss and reorganising his life, keeps rumimgtiver the loss. An
example is prolonged grief reaction, which resuttdepression.
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Successful Resolution

In this, the victim may go through the various peasf crisis, but reaches
Phase Ill where various coping measures are wiliseesolve the crisis
situation. The individual develops better skillsdaproblem solving
ability, which can be and will be used in varioitsations in future.

3.1.7 Crisis Intervention

Crisis intervention is a technique used to helpnaividual or family to
understand and cope with the intense feelingsateatypical of a crisis.
Community health practitioners function as parthaf interdisciplinary
team in the use of crisis intervention as a thearapemodality.
Community health practitioner may employ crisishi@ques in their
work with high-risk groups such as clients with ahic diseases, new
parents and bereaved persons.

Community health practitioner may also use crisiervention in dealing
with intra-group staff issues and client managenssues.

Aims of crisis intervention technique

. To improve a correct cognitive perception of thtaation.
. To assist the individual in managing the intensed an
overwhelming feelings associated with the crisis.

Intervention

A. Steps to provide a correct cognitive perception

Assessment of the situation
. This may be achieved by direct questioning with plepose of
identification of the problem and the people in\emly

. It is necessary to identify the support systemslabvig and to
know the depth in which the individual's feelinge affected.
. Assessment should also be done to identify thengtins and

limitation of the victim.

Defining the event

e The victim at times may not be able to identify the
precipitating even because of possible denialpertd
reluctance to talk aboutit.

e It may be necessary for the therapist to review the
details of the incidents in the past 2 to 4 weaks i
order to identify the eventthat precipitated thisis.
Such a review will also help to bring the precipitg

175



PHS 505 COMMUNITY MENTAL HEALTH

even to the awareness of the victim.

Develop a plan of action

. The victim and the people closely associated with$hould have
actual involvement in developing the plan of action
. The therapist must be aware that the victim may btin a

condition mentally to comprehend complicated infation due
to the overwhelming anxiety experienced by him. iRiséructions
given by the therapist must be simple and clead, taiw much
information should not be given at a time. Theringions may
have to be written down, as the victim may notlie & retain all
the information.

B. Steps to assist the victim in managing the intéeskngs
Helping the individual to be aware of the feelings

. The victim needs help in identifying his own fee# which is
the first step in handling them.

. The therapist should use appropriate communicaéolnique so
that the victim will feel comfortable to express feelings without
the fear of being judged or criticised.

. The therapist also should be efficient in obsentimg non-verbal
and verbal behaviour of the victim, so that he v able to
make a careful assessment of his feelings.

Helping the individual to attain mastery over thelings

. The individual should be given adequate support gmdance
through the therapeutic process in order to hatitdefeelings
associated with the crisis but special care shbeldaken not to
give any false reassurance.

. He should not in any way be encouraged to blamerstlas this
will only let him escape from taking any responlgii
. Care must be taken that the individual may not gveoo much

dependency on the therapist, which is unhealthy.
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. After the victim and the support groups make thenpdf action
under the guidance of the therapist, this shouldibeussed with
the victim and the concerned others, so that théyhewe a clear
understanding of the methods of implementatiornefglan.

J To improve coping with the situation necessary emmental
manipulation must be done in physical or interpeas@reas.
. It is advisable to have another appointment forvilcém to visit

the therapist within a week, in order to assess kwvplan is
working out, and if needed, to revise and modify phan.

3.2 Girief

Grief is a subjective state of emotional, physeradl social responses to
the loss of a valued entity. The loss may be irakhich case, it can be
substantiated by others (e.g. death of a loved ong@erceived by the

individual alone, in which case, it can not be pared or shared by others
(e.g. loss of feeling of femininity following mastemy).

3.2.1 Stages of Grief

Kubler-Ross (1969) having done extensive reseaiit terminally ill
patients identified five stages of feelings andawedurs that individuals
experience in response to a real, perceived ocipated loss:

Stage I-Denial

This is a stage of shock and disbelief. The respomay be one of “No,
it cannot be true!”. Denial is a protective meclsamithat allows the
individual to cope within an immediate time-frambil® organising more
effective defense strategies.

Stage II-Anger

“Why me?” and “It is not fair!” are comments ofterpressed during the
anger stage. Anger may be directed at self or aiggl on lovedones,
caregivers and even God. There may be a preoconpatiih an idealised
image of the lost entity.

Stage IlI-Bargaining

“If God will help me through this, | promise | wiio to church every
Sunday and volunteer my time to help others”. Duitimis stage, which
is generally not visible or evident to others, again is made with God
in an attempt to reverse or postpone the loss.

Stage IV-Depression
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During this stage, the full impact of the lossxperienced. This is a time
of quiet desperation and disengagement from alic@asons with the lost

entity.

Stage V-Acceptance

The final stage brings a feeling of peace regardimg loss that has
occurred. Focus is on the reality of the loss asdmieaning for the

individ

All ind

uals affected by it.

ividuals do not experience each of thesgesain response to a

loss, nor do they necessarily experience them ia dnder. Some
individuals grieving behaviour may fluctuate ance\verlap between
stages.

3.2.2

Resolution of Grief

Resolution of the process of mourning is thoughtawe occurred when
an individual can look back on the relationshiphwntte lost entity and
accept both the pleasure and the disappointmeants ¢(he positive and
negative aspects) of the association. Pre-occupatith the lost entity
is replaced with energy and desire to pursue ndwatgns and
relationships.

The length of the grief process may be prolonged hymber offactors:

If the relationship with the lost entity had beerarked with
ambivalence, the reaction to the loss may be bedievith guilt,
which lengthens the grief reaction.

In anticipatory grief where a loss is anticipatediividuals often
begin the work of grieving before the actual lossuws. Most
people experience the grieving behaviour once ttaah loss
occurs, but having this time to prepare for the lcen facilitate the
process of mourning, actually decreasing the leagth intensity
of the response.

The number of recent losses experienced by an ithdiV also
affects the length of the grieving process and trehe is able
to complete one grieving process before anothardasurs.
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3.2.3 Maladaptive Grief Responses

Maladaptive grief responses to loss occur whemdividual is not able
to satisfactorily progress through the stages aévgrg to achieve
resolution. Several types of grief responses hasenbidentified as
pathological [Lindemann (1944), Parkes (1972)].

These are prolonged, delayed/inhibited and dislageponses.
Prolonged Response

It is characterised by an intense preoccupatioh miémories of the lost
entity for many years after the loss has occurred.

Delayed or Inhibited Response

The individual becomes fixed in the denial stagéhefgrieving process.
The emotional pain associated with loss is not B&peed, but there may
be evidence of anxiety disorders or sleeping dedThe individual

may remain in denial for many years until the griesponseis triggered
by a reminder of the loss or even by another uteélmss.

Distorted Response

The individual who experiences a distorted respasfged in the anger
stage of grieving. The normal behaviours assocmai#dgrievings, such
as helplessness, hopelessness, sadness, angauilaradegexaggerated
out of proportion to the situation. The individuatns the anger inward
on the self and is unable to function in normahétats of daily living.
Pathological depression is a distorted grief respon

3.2.3 Treatment

Normal grief does not require any treatment whitenplicated grief
requires medication depending on the prevailingavighur responses.

3.2.4 Health Care Intervention

Provide an open accepting environment.

Encourage ventilation of feelings and listen adyive

Provide various diversional activities.

Provide teaching about common symptoms of grief.
Reinforce goal-directed activities.

Bring together similarly aggrieved persons, to emage
communication, share experiences of the loss andfter
companionship, social and emotional support.
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SELF ASSESSMENT EXERCISE

I. Define crisis
ii. list the characteristics of individuals prone tsisr

4.0 CONCLUSION

Griefs and crises can be successfully managedaditiguate adaptation,
social support from significant individuals in tkeciety as unresolved
griefs and crises may result in major health anglpslogical problems.

Emotional support and referral to various commuregources should be
offered promptly.

5.0 SUMMARY
You have gone through this unit on griefs and erismnagement, the

knowledge is to assist you as learners for bettaptation and for you to
assist your clients.

6.0 TUTOR-MARKED ASSIGNMENT

Describe how you will assist a teenager that doyi®f school as a result
of the loss of her parents in an air crash thagntdg happened.

7.0 REFERENCES/FURTHER READING

Morrison-Valfre, M. (2005). Foundations of Mental Health Care.
Missouri: Mosby Inc.

Olatawura, M. O. (2002). “Psychology and Psychiatiyecture Series
from Ibadan Ibadan: Spectrum Books Ltd.

Sreevani, R. (2004A Guide to Mental Health and Psychiatric Nursing.
New Delhi: Jaypee Brothers Medical Publishers () L
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UNIT 2 COMMUNITY MENTAL HEALTH CARE
CONTENTS

1.0 Introduction

2.0 Objectives

3.0 Main Content
3.1 Introduction
3.2 Community Mental Health-Practitioner Nurse Attribsit
3.3 Goals of Community Mental Health Care
3.4  Psychiatric Services in Community Psychiatry
3.5 Role of the Community Psychiatric Practitioner
3.6 Levels of Prevention

4.0 Conclusion

5.0 Summary

6.0 Tutor-Marked Assignment

7.0 References/Further Reading

1.0 INTRODUCTION

This unit will introduce you to community mental dién care.

Community mental health has developed a resportbe teealisation that
much of the effort expended in the past as a treatrfor mentally ill

individuals encouraged chronicity rather than ameto a productive life.
Thus, the current trend is to treat the individimmediately in the
community, no matter how disturbed his behavioumsyrhe. In this
way, it is hoped that the development of chronimgipmatology and
the rupturing of community ties through institutadisation can be
avoided.

2.0 OBJECTIVES

By the end of this unit, you should be able to:

. describe the aims of community mental health care
o list the methods used in practicing community p&ick
. discuss the roles of community psychiatric pramtiér.

3.0 MAIN CONTENT

3.1 Introduction

The term community can be defined either as aipali(geographic) unit
or as a functional unit. People qualify as memh®ra geographicor
political unit by holding rights of citizenship vain the boundaries of
specified territory or merely by living there.

181



PHS 505 COMMUNITY MENTAL HEALTH

Community Psychiatry is a new speciality - thouglidely embracing

one - within the field of psychiatry. It consist$ the acceptance of
responsibility by one or more psychiatrists anceaghworking with them

for the prevention, early detection, and short-teamd long-term

(including rehabilitative) treatment of mental dders in a circumscribed
population.

Community care consists of medical and social ses/provided by four
main groups, namely; Department of Health and $&smurity, Area
Health Authorities, Local Authorities and Voluntadyganisations.

Community mental health is essentially a synonym dommunity
psychiatry. The aim is to provide care for patieattsentres located near
their homes as at a stage when their disorder hatvget becomes severe
or chronic , so that disruption of their lives idnimised. In most cases
these are patients these prognosis is good. Boébii@ative and primary
preventive efforts are also emphasised; the l#tteugh education and
consultation.

Thus, the community mental health was a revolutipndea when it
was introduced in the early 1960’s. Its overalllgpas helping peoplein
their own community or neighbourhood to reach anaintain more
satisfactory levels of functioning.

Another aim of community care is to use the suppdrthe patient’s
relatives (family) and friends where possible amgut them in touch with
the psychiatric services which exist for guidanod &eatment of such
patients.

The family is the principal “medium” by which theommunity's

“message” is transmitted. While acknowledging tmepartance of
biological and other influences, the community peatrist place special
emphasis on the fact that the emotional healthhefihdividual and
families depends on the healthy development andtifumng of human
communities.

Since the patient receives treatment within his amwironment, the
possibility of “lengthy rehabilitation” as in these of a patient admitted
in a comprehensive psychiatric setting (psychidtaspital) is reduced.

Community mental care prevents unnecessary boredi@mexperienced

by hospitalised patients. It is also worth mentignihat the social stigma
attached to people with mental disorders is comalag reduced.
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Community Mental Health- Practitioner Attributes

Awareness of self, personal and cultural values
Non-judgemental attitude

Problem-solving skills

Ability to cross service system (e.g. to work wgbhool,
otherhealth care providers, employers, etc).
Knowledge of community resources

Willingness to work with the family or significanther
identifiedby the client as support people.
Understanding of the social, cultural and politissiues that
affect mental health and iliness

Knowledge of political activism

Goals of Community Mental Health Nursing

The goals of the community mental health nursirggtar

1.

2.
3.

o g

provide prevention activities to populations foe thburpose of
promoting mental health.

provide interventions as early as possible.

provide corrective learning experiences for cligmbups who
have deficits and disabilities in the basic compeits needed to
cope in society, and to help individuals developeiase of self-
worth and independence.

anticipate when populations become at risk for i@aer
emotional problems and to identify and change $oarad
physiological factors that diversely affect peopleiteractionwith
their environments.

develop innovative approaches to primary preverdictvities.
assist in providing mental health education to pajens about
mental health and illness and to teach people lmoassess their
mental health.

Community Mental Health Care Process

The key aspects of the assistance include:

1.

impairments directly due to psychiatric disordenscts as
persistent  hallucinations, negatively symptoms, iadoc
withdrawal, under-activity and slowness

secondary social disadvantages such as unemploympewerty
and homelessness, as well as the stigma attachesythiatric
illness
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. personal reactions to illness and social disadgensaich as low
self-esteem and hopelessness, poor motivation apdcity for
self-management and performance of social roles

. unpredictable behaviour, risk of harm to self antlecs, and
liability to relapse

J financial circumstance of the client

J availability of community resources

. social circumstances to which the patient is likelyeturn.

The expected outcome of the assessment is a detaitine of the
person’s present highest level functioning andntbeded services.

Intervention

A community health practitioner must approach inagons with
inflexibility and resourcefulness to need the broadge of needs of the
patients with continued mental deficits. Intervens cannot be direct
only towards discrete psychiatric symptoms, but tralso facilitate
client’s access to various community resourcesigiog for basic needs
such as housing nutrition, etc.

Since people suffering from mental illness oftema@ in or return to the
community following treatment, nurses must be aftdeassess the
presence of continued mental health problems aad @hd implement
interventions within the confines of the resouraesilable in the
community.

Roles of Health Practitioner in Community Mental Health

Consultative roles: This means giving advice to other professionals in
the community about the type and level of careireguor a given client

group.
Clinician role: Providing direct care to the patient in the commni

Therapeutic role: Employing psychotherapeutic and behavioural
methods for management of patients.

Assessor/researcher roleThe health practitioner assesses the care given
to the client group, and may also assess the owawhongoing care
programs.

Educator: Creating awareness in the community about mentdtthand
mental illness with a special focus on vulnerabtzugs.
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Trainer/Manpower facilitators:  Training of paraprofessionals,
community leaders, school-teachers and other canggprofessionals in
the community.

Manager/Administrator: Management of resources, planning and
coordination.

Domiciliary care: Services are provided to the client by visitingithe
homes. Services like administration of medicaticmssessment of the
level of functioning and improvement of patient, mitoring of side-
effects of a drug, counselling of patients and famiembers are offered
at the client’'s home setting.

Liaison role: Community health practitioner working in the comrityn
helps the clients and the family members by brigdire gap between the
client and the hospital, client and the employerd also by networking
in the community for resources development.

Preventive roles:These preventive roles are under primary, secondary
and tertiary levels.

Other areas of community health psychiatric care

Social skills training

Assertive management and relaxation
Bereavement counselling

Group meetings

Community out-reach work services
Child care services

. Adult care and elderly care services

Some tips to be kept in mind when working in the cmmunity

1. Identification of patient in the community: Talk tonportant
people like, village panchayat members, local leadachers, and
educated youth members of services agencies likgaveadi,
mabhila, mandals, etc. and request them to tell whout

individuals:

. who talk nonsense and act in a manner considered
strangeror abnormal

. who have becomes very quiet and do not talk or ix
withother people

J who claim to heat voice or see things that otharsnot
hear or see
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. who are suspicious and claim that others are trywigarm
them

. who have become unusually cheerful, crack jokessayd
that they are very wealthy and superior to othdremit is
not really so

. who have become very sad lately and cry withowsaea

. who talk about suicide or have made a suicidaigitevho

get processed by god or spirit or who are said ethd
victims of black magic or evil power

. who are dull, mentally not grown up like other loéir age
and slow since birth.

When you visit homes, enquire about members saffefifom

mental illness. Ask the above-mentioned questiaosul without

offending them and obtain information about thesesnce of a
patient in that family, neighbourhood or amongithelatives.

When you go to school, enquire from teachers amdeesits about
children who suffer from fits, behavioural and lgag problems.

Refer immediately in the following conditions:

. the patient is severely ill, violent or unmanageaddl
home

. history of recent head injury

. repeated convulsions (continuous or more than 2dimn
day)

. distributed behaviour after delivery

. the client has attempted suicide or is threatemning
commit suicide

. distributed behaviour in people with known diabetes
hypertension

. people who show abnormal behaviour after takingradt

or other intoxicating substance.
Follow-up care with special emphasis on a medinategimen,
improvement made, and side effects, patient's catoipal
function

Be prepared to answer certain common questionslasiarding
mental illness.

. Is mental illness hereditary?

. Is mental illness contagious?

. Do ghosts, black magic, curses cause mental ifthess
. Is mental illness treatable?

. Can patients take up responsibilities after recg¥er
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J Can marriage cure mental illness?

Remember

. do not give false assurance or make false promjsss,

tell them you will do your best to help them.

do not make any decisions for the family.

do not criticise or blame

see that they develop confidence in their abilities

do not make them dependent on you

avoid half-hearted attempts; hard work yields gresiilts.

Psychiatric Services in Community Psychiatry

Various ways (methods) are used in practising comiypsychiatry:

(@)

(b)

(c)

Psychiatric Service in General Hospital: They famistrategic
application of community psychiatry. Here, the hitsdserves as
the community psychiatry. In this setting, psychétstaff
members can interact closely with their medical pathmedical
colleges. People turn more readily to non-psycisiaphysicians
for help with their physiologic difference than &myone else.
Furthermore, any illness is psychologically streksioth to the
patient and to his family; and many physical illsesare provoked
at least in part by emotional tension. The psycistainthe general
hospital can help his colleagues learns ways g@omeding hospital
instead, feelings of shame and stigma are minimeed the
intensive care that can be given shortens the tadsgiay. As in
other psychiatric treatment settings, continuity cafre can be
maintained as people are transferred from outpiaienpatient to
artificial hospitalisation (night or day hospitahd then back to
outpatient.

Day Hospital (in the hospital or on separate pres)is Day
hospital may be provided within the community. Tleeg either
attached to a hospital or stand on their own. Rttiare brought
by their relations to receive psychiatric treatmelgpending on
patient’s condition, how stays in the say hospifalsexample
morning till evening with relatives.

A patient may even be admitted for a short-termatirent with the
relative in attendance.

The field of child and family psychiatry serve aedrls for much
of what takes place in community psychiatry. Ther#pist
treating an emotionally disturbed child recognighat other
members of the family play a part in his patierdisturbance.
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(d)

(€)

(f)

(9)

(h)

3.5
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Parents may be urged to obtain individuals therapthey may be
regarded essentially as consultees. The child’blpnas are then
discussed with the parents in such a way as to thasparent’s
tensions and enlist them as colleagues in trettieghild.

Psychiatric social workers from the hospital doodofv-up of
patients in assessing situations in the environmesating and
advising the community on health grounds.

Day centres are also established for the careeokttterly, for
chronic schizophrenia, for the mentally handicapped

Child guidance clinics are established in the comityuto take
care of the physical, emotional and psychologieat ©f children.
The psychiatrist pay visit to the institutions.

Social clubs in the community aid treatment andv@néion of
psychiatric conditions. The alcoholics, for exampl®rm
themselves into clubs, they sheer opinions andveeglvice from
the medical team.

Village system care-neighbouring villages are usegome cases.
Patients and relatives say there and receive tezdtim the
hospital.

Role of The Community Psychiatric Health Practitiorer

In community mental health today, psychiatric Healficers with
a generalist background are prepared to attempett the needs
of the “total patient”. Their flexibility enhancéise developmental
nature of this growing speciality. Community memalrses are
action-oriented. As in all community health, thecds is on
primary prevention. The community health practigomoes not
wait for the patient to become “ill” first, rathethe emphasis is
on prevention. Problems are dealt with in the isgttwhere they
began; an attempt is made not to remove the person the
community.

Among other things, the community health practéomwho is a
clinical specialist in psychiatric care serves asraividual and
group therapist, and also as consultation andohagserson to
community agencies and hospital units.

The community psychiatric health officer makes horsits and
serves as a resources person, educator, admioisteatd
researcher.
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4. The community psychiatric health officer communésatlearly
with other health members to maintain their sigaifit
professional contributions.

5. S/he assists the relatives in the management opd#tient by
helping them to prepare for the patient’s returthis community,
- providing support for the family, noting signs sifess within
the family and taking appropriate remedial action.

6. S/he is also concerned with giving health educatgthin the
community.
7. S/he plays a role in running groups/social clubsciviprovide

support after patient’s discharged home.

8. The community psychiatric health practitioner isoatoncerned
with the provision of a community of hospital intigamt or
outpatient treatment.

9. At times s/he runs a “supportive”, and works withgatient.

3.6 Levels of Prevention

In the 1960s, psychiatric Gerald Caplan descrileel$ of prevention
specific to psychiatry. He defingaimary prevention as an effort directed
towards reducing the incidence of mental disorder&s community.
Secondary prevention refers to decreasing the idaraff the disorder
while tertiary prevention refers to reducing thedls of impairment.

Primary prevention

Primary prevention seeks to prevent the occurreficaental disorders
by strengthening individual, family and groups capabilities.

Role of a nurse in primary prevention
Community mental health officers are in a key positto identify

individual, family and group needs, conflicts andessors. Thus, they
play a level of prevention.
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Fig. 1: Levels of Prevention to Psychiatry

(This paradigm was developed by Bloom, 1979)

They play major roles in identifying high-risk gqmaiand preventing the
occurrence of mental illness in them. Some intetigas include:

. antenatal care to the mother in educating her dayguthe
adverse effects of irradiation, certain drugs arefrature

. ensuring timely and efficient obstetrical assiseame guard
against the ill effects of anoxia and injury to th@wvborn at birth.

. dietary corrections of those infants suffering frametabolic

disorders

fostering bonding behaviours
teaching growth and development to parents andhézac
correction of endocrinal disorders
consulting with parents about appropriate discglynmeasures
promoting open health communication in families.

rendering crisis counselling to the parents of piafly and

mentally handicapped children
. identifying the problems of scholastics performaacd emotional
disturbances among school children and going tinmégrvention.
School teachers can be taught to recognise thenioagi

symptoms of problems

. ensuring harmonious relationships among the memobeithe
family and teaching healthy adaptive techniqueshattime of

stress-producing events

. extending mental health education services at dciilidance
clinics” about child rearing practice; at parerdadieers
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association regarding the triad relationship betwteacher, child
and parent; and at various extramural health agemeparding the
integration of mental health into general healtactice

J strengthening social support for the frustratedsagied helping
them to retain their usefulness.

Secondary prevention

Secondary prevention targets people who show sgmyptoms of mental
health disruption but regain the pre-morbid levielumctioning through
aggressive treatment.

Role of a community health practitioner in seconday prevention

. Case finding through screening and periodic exatimnaof
population at risk, monitoring of client etc. tha<linics, schools,
home health care and the workplace community mdmtalth
officer detect early sign of increased level of iaty decreased
ability to cope with stress and failure to perceiself, the
environment and/or reality accurately and providtea service

appropriately.
. Consultation and referral services.
. Early and effective treatment for patients, andéicessary, to

family members as relevant; providing counsellirggviees to
caregivers of mentally ill patients.

Tertiary prevention

Tertiary prevention targets those with mental gim@nd helps to reduce
the severity, discomfort and disability associavgth their illness. In
these terms, community mental health nurses playita role in
monitoring the progress of discharged patientaliway homes, houses,
etc., especially with regard to their medicatiogimeen, coordination of
care, and so on.

Roles of a community health practitioner in tertiary prevention

. There are wide ranges of services that need torteided to
patients as part of the tertiary prevention progr&ammunity
health practitioners need to be familiar with tlgemcies in the
community that provide these services. A collabeeat
relationship between mental health care provideds@mmunity
agencies is absolutely essential if rehabilitatgoto succeed.

. An important intervention in the maintenance ofigrat in their
own homes in the community is the “Training in Couomity
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Living (TCL)” program, designed by ‘Stein’ and ‘TtésIn this
model when a person is referred for hospital adomssthe
staff goes to the community with him rather tham#hnier going
to the hospital to be with the staff. This real-ld@xperience with
the patent enables the health practitioner to assesuratelythe
skills that the person breeds to learn and to nilyta@gree on
realistic goals.

. Another aspect of community life that is more diffit to assess
accurately and deal with effectively, is the stigeiached to
mental illness. Many patients and their familiggttravoid stigma
by keeping the nature of the person’s iliness $e@tee need for
secrecy places additional stress on the familyesydiecause there
is always the fear that the truth will be revealddealth
practitioners in the community are in a key positio monitor
community attitudes and help in fostering a reiglisittitude
towards the mentally ill.

. For some patients, the emotional climate of theilfato which
they return can have a significant effect on tlaejjustment, and
eventually, recovery from the debilitating effeofchronic mental
illness. Families sometimes view mental illness ageakness of
character that can be overcome by the exertioroodheffort. This
type of familial attitude may result in guilt oretipartof the patient
who believes that he has disappointed in his saamit other. Guilt
leads to increase anxiety and decrease self-esfBeese are the
conditions that interface with a high level of ftiooing.
Therefore, community health practitioners workinghwiamilies
need to foster healthy attitudes towards the migritainember.

SELF-ASSESSMENT EXERCISE

i.  List the methods used in practising community psch
ii. Discuss the roles of community psychiatric praztiérs.

4.0 CONCLUSION

Community mental health-psychiatric care whichhe application of

specialised knowledge to populations and communitiepromote and
maintain mental health, and to rehabilitate poporest at risk that

continues to have residual effects of mental ikn&sychiatric care in the
community setting differs markedly from its hospitaunterparts. The
community setting requires that the psychiatricltheafficer possess
knowledge about a broad array of community resauacel be flexible in

approaching problems related to individual psycldaymptoms, family

and support systems and basic livings needs sunbussng and financial
support.
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5.0 SUMMARY

You will agree with me that the method of treatmgntal illness has
changed dramatically in the past century and tlas bubsequently
brought about the shift in mental health care fribwm institution to the
community and heralding the era of deinstitutiosetion. This unit has
taken you through these changes which make you netgeant in the
management of mental disorders as a professiomsénu

6.0 TUTOR-MARKED ASSIGNMENT

Differentiate  between institutionalised and deingsibnalised
management of mental health nursing in Nigeria

7.0 REFERENCES/FURTHER READING

Adedotun, A. (2000)Basic Psychiatry and Psychiatric Nursing. lle-Ife:
Basag (Nig) Enterprises.

Olatawura, M. O. (2002). “Psychology and Psychiattyecture Series
from Ibadan, Ibadan: Spectrum Books Ltd.

Sreevani, R. (2004 A Guide to Mental Health and Psychiatric Nursing.
New Delhi: Jaypee Brothers Medical Publishers (@) L
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UNIT 3 LEGAL ASPECTS OF MENTAL HEALTH
CARE

CONTENTS

1.0 Introduction

2.0  Objectives

3.0 Main Content
3.1 Trends in Patients’ Care and the Law
3.2 Essence of Law in Psychiatry
3.3 The Law and the Mentally Il in Nigeria |
3.4 The Law and the Mentally lll in Nigeria Il

4.0 Conclusion

5.0 Summary

6.0 Tutor-Marked Assignment

7.0 References/Further Reading

1.0 INTRODUCTION

In one of your previous courses, you studied heeadtle ethics and

jurisprudence, the course reflected on legal aspettth e nursing

profession. In this unit, you will also be takeroilgh the legal aspects of
psychiatry and psychiatric health care, so theylneeeflect and go back
to the previous course on health care ethics am$pjudence is

mandatory.

The practice of psychiatric health care is influsshcby the law
particularly in concern for the rights of patiemtsd the quality of care
they are receiving. The relationship between psydbiand law reflects
on the tension between individual rights and socegdds, and the two
areas have many similarities. Both psychiatric lamddeals with human
behaviours, the interrelationships between peapde taeresponsibilities
people assume based on these relationships. Bsthhalve a role in
society’s desire for control of undesirable behaxso Together, they
mutually analyse when psychiatric treatment isdpeutic, custodial or
incarceration.
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2.0 OBJECTIVES

By the end of this unit, you should be able to:

J state the similarities and dissimilarities betwemxsychiatry and
law

. explain the essence of law in psychiatry

. explain when and why the patient must be compuisadmitted
to hospital, detention for care and discharge

. state the legal and criminal responsibilities af thentally ill in
Nigeria

. explain the concept of criminal responsibility

. discuss the concept of diminished responsibility

. state the roles of psychiatrist and the law

. enumerate the rights of patients.

3.0 MAIN CONTENT

3.1 Trendsin Patients’ Care and the Law

Mental (psychiatric) hospitals have ceased to beegely regarded
merely as places of care and custody and theiityahol treat and cure
patients has been widely recognised. Unlocking @drd, removal of
railings and reduction of other restrictions on speal liberty have
become the common practice, and in this, the méwigpitals have met
with public support.

An increasing number of general hospitals provideommmodation for
psychiatric patients for it is now recognised ety do not always need
to be treated in special hospitals. This changattdfide to the mentally
ill, which came about concurrently with rapid adees in treatment and
new methods of hospital administration called faeasion of outworn
laws and statutory regulations.

In Britain, the repeal of section 315 of the Lun&gy made possible the
admission of patients to mental hospitals withony dormalities as
‘informal’ patients. The new Act removed the magitt from any part in
the legal detention of patients. Furthermore, itrded that a patient
suffering from a mental disorder, even if detaimgainst his will, could
be treated in a general hospital and do not ondyrirental hospital as was
previously the case.

Formerly, even a voluntary patient could not be #iehh to a psychiatric
hospital unless he was suffering from a ‘psychsatiiness, although
the latter term was not clearly defined in the tagions. There is now
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complete freedom to admit patients to any kind @dgital according to

their clinical needs and the facilities availabl@éere is no legal bar to a
psychiatric hospital reserving wards for, say, nratg or general surgical

cases, in the same way as there is no bar to aajémspital reserving

wards or beds for psychiatric patients.

Of course, this legal freedom is not likely to cawasy great change in
the function of hospitals, other than to bring mpsgchiatric patients into
general hospitals. Patients with different kindgsychiatric illness will
continue to be treated in different clinics or hitelp because those with
mental illness need different treatment from thosgh mental
subnormality.

3.2 The essence of Law in Psychiatry

It seems rather convenient to start by explainirfyy whe law is so

necessarily important in psychiatry. The answes partly in the nature
of the psychiatric iliness itself, partly in thenmept of responsibility and
accountability, and partly in the acceptance of pgrciple of the

fundamental human right of freedom of movemenhefihdividual.

Firstly, psychiatric illness, unlike physician #ss, is not always
preferable to a deviation from biological normstta it may manifest

ina behavioural pattern that constitutes a dewmats so gross and so
bizarre that there is no difficulty among all anthdry in saying that the
person involved must be mentally ill. In othergequires the opinion of
experts before any pronouncement of illness camae.

Secondly, an individual with the types of behavi@pecified above,
attribute to illness, cannot be expected to be @wuadle for his own
actions. One old event that may be of help in itatsng the above
analysis was reported on the back of tNegeria Sunday Sketch
newspaper of December 12, 1976. An Alhaji who hest feturned from
aholy pilgrimage in Mecca ‘had just seen off soguests’ and whilst
returning to his house he became the target otitir@aming the streets
in the area. He was gripped from behind by the algndisordered man
and frightened by the unexpected assault, the Aditiajggled and freed
himself from the clutches of the lunatic. In a daspe bid to escape, he
took to his heels and ended up under a moving ieshic

In order to avoid incidents of this type, therewddcexist in each society
laws to provide for the hospitalisation (compulsarynecessary) of
mentally disordered persons and to ensure that dheyot allowed to
roam at large in the community. This is not to Haat every mentally
disordered person, and to ensure that they arallooted to roam at large
in the community. This is not to say that every tabndisordered
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person must be hospitalised. The types of peogle are of particular
concern here are those who are unable to recognaecept that they are
il and in need of treatment, those unable to ladier themselvesand
at the same time do not have anybody to take redpbty for their

welfare or those with overt or potential destruetigss either to
themselves or to others, or to property, and thaiie the inability to

control their behaviour especially when such behanis of a destructive.

An acceptable law must make provisions for the hakgation of the

types of persons described above whilst at the s@ame taking into

account the principle of the fundamental human trigh freedom of

movement. In addition, the law must ensure that¢fn certain personal
and civil rights of persons suffering from somedyf illness may have
to be curtailed, other rights are not unduly res¢d. And it must make
allowance for the effects of mental illness on aspe’s sense of
responsibility and accountability especially witespect to criminal
behaviour. From these points of view, the law maydlvisible into two

groups. The first group, described as “humanitdri@auld consist of

rules intended to protect the mentally ill persondelf; whilst the second
group, intended to protect the public, may be desedr as ‘self-

preservatory’.

3.2.1 Humanitarian

Thus, the humanitarian rules would be concerneld: wit

1. Care or treatment of the individual:

a. Getting him, if necessary against his will to agelavhere he can
be looked after and keeping him there until heed enough to be
released

b. Protecting those who have to carry out (a) abowehat they are
not deemed to be violating his fundamental humgintsi

C. Ensuring that he is not deprived of his liberty émrunnecessarily
long time.

2. Protection from an undue criminal conviction.

3. Protection of his property and affairs whilst ill.

3.2.2 Self-Preservatory Rules
These rules would be concerned with the proteaiahe public from:

1. mentally disordered persons who may find themseineshe
positionof power in the governmental machinery. &ample:

197



PHS 505 COMMUNITY MENTAL HEALTH

a. Kings, Emperors, Presidents, Prime Ministers, Mers
and/or state Secretary(ies)

b. Judges and Magistrates

C. Other High government officials.

2. Mentally disordered persons who are not in crysalitions in the
government but by virtue of their being loose ie gociety are
capable of inflicting harm on other people eithgr b
a. direct/indirect assault on a person;

b. damage to property; or
C. entering into a marriage contract with unsuspegbeigons.

3.3 The Law and the Mentally Il in Nigeria (Compulsory
Admission to Hospital, Detention for Care and Discharge)

The law which provided for the custody and remaMahe mentally ill
in Nigeria used to be called the Lunacy Ordinance.

(1)  This law, which was first commenced on 21st Decartib&6, was
a transcription of the English law, which was ot@0years old
and which was repealed and replaced by an Act dfaReent
known as the Mental Act of 1959.

(2) At about this time, with the creation of self-gowig regions in
Nigeria, the Lunacy Ordinance was revised and pma@ted into
the Laws of each region as the Lunacy Law.

(3) And in Eastern and Northern Nigeria in 1963, (46 Law in
all three regions are similarly worded except fea minordetails.
The description which follows, therefore, appliesatl of them
although the Lunacy Law of Western Nigeria is used an
example.

The sections of the Lunacy Law which are of rel@eafor discussion
here are sections 10-18, and only these will beudsed.

Section 10 of the Lunacy Law in Western Nigeridestdhat “whenevera
Medical Officer has cause to suspect that any persa lunatic and
considers it expedient that such person shoulddmg forthwith under
observation in an asylum, he may grant a certdic#temergency and
shall cause such a person to be taken to an asyhdnit shall be lawful
for such a person to the asylum specified, anthisuperintended of the
asylum to receive and detain such a person inshiem:
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‘Provided that no such person shall be detaineshisylum under any
such certificate for a longer period than (7) sedags except with the
authority of a magistrate’.

Section 11-16 require that information be givenoath to a magistrate
who may then examine the person suspected to b&ahyetisordered,
and hold an inquiry as to this person’s state @idnihere are regulations
governing the conduct of such an inquiry. The magismay issue a
warrant of arrest of the suspected persons. Heldlagpoint a qualified
medical practitioner to examine the patient, andglete a statutory
certificate. Depending on the opinion of the magigt may then complete
another certificate authorising the compulsory adion of the patient.
Where there is no qualified medical practitionethwi the magisterial
district the magistrate must be complete a wairatgrms of form F (see
Appendix) to a magistrate in a district where thisra qualified medical
practitioner.

The latter magistrate must then go through thegaore of conducting
an inquiry into the state of mind of the suspegiedson all over again.
But he will be required to complete a different gartsory admission of
the patient into the asylum.

The Discharge Procedure under the Lunacy Law (@extl7 and 18)
provides for only two people who may order the kiz&sge of a

compulsorily admitted patient. These are the meagist and the

governor of the state. But the magistratecan order the discharge of
a patient ‘has been granted by thesuperintendehtcasylum in which

the person is detained, or by any two qualified icedoractitioners of

whom one at least shall be a Medical Officer’.

The governor, on the other hand, ‘may order thehdigge from any
asylum of any person detained therein under thwswaether recovered
or not and may allow any lunatic to be absent @i fior such period as
he thinks fit and may at any time grant an extensiosuch period’. And
‘In respect of any lunatic absence on trial, theeggnor may order the
payment out of the revenue of any sum not exceettingsum of two
pounds per month (or abost N 300.00) to the petaking charge of such
lunatic’.

3.3.1 Observations
In spite of its revision in 1959, the Lunacy Lawn@ns couched in a
language reminiscent of Pre-Renaissance conceptsental disorders

and which must militate against the willingness raéntal health
personnel in this country to apply the law. It igerefore not
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surprising that it is difficult to find any psyclhig establishment in this
country where the law is put into practice.

While the majority of patients can be treated infally, there willalways
be a group of patients whose illness makes themtenpal source of
danger to themselves or to others but who aredanig in insight that
they will not voluntarily seek the care, protectiand treatment they
require. This group includes, among others, theersdy mentally
disordered persons who live on and roam the stréstsstreetsof our
towns and cities i.e. vagrant psychoses. For #iisgory of patients, the
law must evolve a system that will facilitate a @ and speedy
admission procedure so that the treatment whicsetpatients’ need may
be promptly instituted. That the personal liberfyttee individual is not
unduly jeopardised is safeguarded in the fundamdniman right of
Freedom of Movement in the constitution of the Fati&®epublic of
Nigeria (6). Section 21 (i.e.) provides that nosper shall bedeprived of
his personal liberty save in certain circumstarngRgh involve persons
suffering from infectious diseases, persons of undomind, persons
addicted to drugs or alcohol or vagrants. And esthcases, deprivation
of personal liberty must be for the purpose ofrtlvare or treatment or
the protection of the community.

In terms of smoothness of practice for mental headrsonnel, the early
institution of badly needed treatment and the carerece of the mentally
disordered patient, section 10 (cited above) isiabe only satisfactory
provision available in this law. In order to detanpatientfor longer
than seven days, one must go through a legal puoegslections 11-16)
which, in the light of Nigeria judicial system, mbhg very cumbersome
and discouraging.

Perhaps such a cumbersome procedure as is dentan8edtions 11- 16
above may help to safeguard the personal liberth@Buspected patient
as envisaged by the provisions of the constitutibthe federation by
ensuring that he may never be compulsorily admittetl a detailed
inquiry has been conducted to confirm a disordenemtal state. It is,
however, obvious that the advantages associatddswith a procedure
far outweigh any advantage it may possess.

3.3.2 Suggested Modifications

Modification of the Law, both in terms of its larege and the procedure
laid down for the compulsory admission of the psgtit patient seems

long overdue. The need for change is buttressedhbyfact that a

considerable advancement in psychiatric knowledgetaken place, and
progress made in the provision of mental healtle gaNigeria since the

Lunacy Ordinance was introduced in 1916.
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Firstly, there is a need for an overhaul of theniaplogy. The terms
“lunacy”, “lunatic”, “asylum”, “insanity” should bereplaced. These
words not only reflect an antiquated notion of theture of mental
illnesses, they also carry with them negative sailues. A considerable
proportion of the unfavourable attitudes the pubbmifests towards the
mentally ill originate from fears of mental illness a terrible and
shameful social condition.

The procedure stipulated in Sections 11-16 whicdessitates in the issue
of a warrant for the arrest of the patient the Imgjcdof a summary trial
involving his exposure to public spectacle detemiio prison pending
decision on his state of mind is distastefullystagising to the patient as
well as to his family. These sections of the lawd& be abolished and
be replaced by more enlightened and humanitarias.ofhe 1957 Report
of the Royal Commission on the Law relating toMgntiness and
Mental Deficiency which sat under the chairmansbiip.ord Percy of
Newcastle statemhter alia, ‘mental disorders of all kinds must be viewed
primarily as a matter of protecting society'. Imet words, it is largely a
medical rather than a legal concern. The EnglishtiléHealth Act 1959
is based on this commission’s report.

Dr. Issac Ray, an American Psychiatrist who livethie 19' century, has
enumerated the essential and basic components lghtemed and
humanitarian laws governing the involuntary hodjsitéion of the
mentally ill (7). He stated these components devid:

“In the first place” — the law should put no hindca in the way of
prompt use of those instrumentalities which areardgd as most
effectual in promoting the comfort and restoratidrthe patient”.

Secondly, it should avoid all unnecessary exposir@rivate
trouble and all unnecessary conflict with populasjpdices.

Thirdly, it should protect individuals from wrondfu
imprisonment. It would be objective enough to aegal provision
that it failed to secure these objectives in thegletestpossible
manner.

3.4 The Law and the Mentally Il in Nigeria Il

3.4.1 Introduction

When a mentally ill individual first manifests awtahat will later be
perceived as a psychiatric symptom, the act wasalwdys recognised
asa symptom of illness but rather as a deviatrom fsocial norms.

(1)
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This is particularly so with major mental illnessésfollows, therefore
that in order to avoid imposing punishment for #erece committed by
a mentally disordered person, the society must titate laws to guide
those who administer justice in our law courts.

The Nigerian Criminal Code Ordinance

The law which provides for the determination ofde@nd criminal

responsibility of the mentally ill in Nigeria is dradied in the Nigerian
Criminal Code Ordinance (2) which is based on an@ral Code drafted
by the renowned English criminal lawyer, Sir Fites Stephens, in
1878, it was proposed to replace the Common Latngland but was
never enacted by the British Parliament. It wasead introduced into
Queensland in Australia in 1899 and into Nigerid @16 following the

unification of the north and south. (3) With theation of self-governing
regions around 1959, the Criminal Code Ordinancs vevised and
incorporated into the laws of the Western and HEastegions as
“Criminal Code Law”. In Northern Nigeria, due tcetprevailing Moslem
religion, the Criminal Code Ordinance was redrafsedl brought into
operation in September, 1960 as the Penal Code (wAccording to

Richardson (5); the Northern Nigeria Penal Codesevimased on the
equivalent Sudan Codes which were in turn modaligedn the Indian

Penal Codes.

The sections of the Nigerian Criminal Code Ordireanhich are of
relevance to the theme of this discussion her&actions 27, 28 and 327.

Section 27

Every person is presumed to be of sound mind andate been of
sound mind at any time which comes in questionl uné contrary is
proved.

Section 28

A person is not criminally responsible for an acbmission if at the time
of doing the act or making the omission he is iohsa state of mental
disease or natural mental infirmity as to depriwe bf capacity to control
his actions, or capacity to know that he oughttoado the act or make
the omission.

A person whose mind, at the time of his doing ortting to do an act is
affected by delusions on some specific matter aters but who is not
otherwise entitled to the benefit of the foreggimgvisions of thissection,
is criminally responsible for the act or omissianthe same
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extent as if the real state of things had been aadfe was induced by the
delusions to believe to exist.

Section 327

Any person who attempts to kill himself is guilty @ misdemeanour
and is liable to imprisonment for one year.

Despite its intention to avoid conflict with the Bdu’ran and Sunna,
the Northern Nigerian Penal Code has retained abeuraf offences

contained in the Nigerian Criminal Code Ordinaneéhst nothingwhich
is an offence under the Criminal Code ceases tmlzdfence in Northern
Nigeria. Thus, Section 231, which deals with ‘afdimg to commit

suicide’, is essentially the same as Section 32h@Nigerian Criminal

Code. Similarly, Section 51 in the Penal Code, Whiives thelegal
definition of insanity, contains almost all theralents of Section 28 of
the Nigerian Criminal Code.

3.4.2 Observations

The above Laws are of concern to the medical psadasfrom certain
points of view:

(@) The desire of the physician to ensure that his algnabnormal
patient is not unjustly convicted for an offencevatich he is
accused.

(b)  The compatibility of the Laws with the modern trengbsychiatric
knowledge.

In order to examine the Law from these points @&wiit would be
fruitful, at this stage, to examine the meaningasiminal responsibility’.

3.4.3 The Concept of Criminal Responsibility

According to Jacobs (1971), ‘a person is respoadil something if he
can be called upon to answer questions about tusTresponsibility,
either in law or morals, constitutes an instrumehsocial control. In
criminal law, the general rule is that liabilitygueires ‘mens rea”, the

law’s Latin word for a guilty mind, andattusreus’ — wrongful intention.

The interpretation of these requirements usualplves a subjective
inquiry into the actual state of mind of the accliaéthe timeof offence
committed. Since criminal law seeks to punish tffenger for the
offence committed. It is absolutely important thiag
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law lays down criteria for distinguishing, on theognd of supposed
mental abnormality, between those who are, andetivdso are not,
responsible for their actions.

3.4.4 Mental lliness and Criminal Responsibility in the
Nigerian Criminal Code

Section 28 of the Nigerian Criminal Code gives kbgal definition of
insanity but it places the onus of proof of mergdhhormality on the
accused, through Section 27. Such proof is base@dammed advice from
the medical profession by the production of medieadence and/or
cross-examination of a medical witness. The onoxgver, is notas great
as that placed on the prosecution to prove its bagend all reasonable
doubts. Sometimes a positive family history of naéabnormality may
constitute sufficient admission. For example, ie ¢ase of Rex. vs Edem
Ugo Inyang the judges ruled that, “evidence ofitisanity of ancestors
or blood relations is admissible. Medical evidersceot essential”.

Section 28 of the law emphasizes that the mentabrafalities should
have existed at the material time when the offeva® committed. It does
not matter if such abnormality was temporarily errpanently although
the former may be difficult to establish. For exdenm Rex vsEdem Ugo
Inyang, the high court judge had ruled that theuaed assane at the
time he committed the offence. At the Appeal Coudnt,C Taylor, in
arguing on behalf of the appellant, distinguisheetwkeen ‘partial
insanity’ and ‘total insanity’. By ‘partial insaryit he meant that the
appellant was subject to periods of insanity, dyane of which he killed
the deceases. ‘Total insanity’ meant permanentitsaBut the Appeal
Judges in disagreeing with Taylor's submissiontesita“lt is clear that
the learned Judges’ summing up of the appellantnwie struck the
deceased, no matter whether that state of mind avésmporary or
permanent one”.

The principle followed in most English speaking wcties was laid

down in 1843 in the McNaughten Rules Walker (196&8)Naughten was
a paranoid who attempted to assassinate the BRtishe Minister, Sir

Robert Peel, being under the delusion that onlglbgoting the Prime
Minister could he escape from the persecution, whiad been dogging
him for many years. He shot and killed the Primenister’'s Private

Secretary, apparently mistaking him for Peel. Thgument of

McNaughten’s lawyer, Cockburn, sought to rely ocklaf control and

the jury had no hesitation in acquiring his cliefthe public reaction to
the case led the House of Lords to pose five questio the judges in
Britain on the question of insanity. The judgessaers to the third and
fourth questions embody the McNaughten Rule as\idl
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“The jurors ought to be told in all cases that gvean is to presumed to
be sane, and to possess a sufficient degree ajrrdasbe responsible
for his crimes until the contrary be proved to tisatisfaction and that to
establish a defence on the grounds of insanitpuist be clearly proved
that, at the time of committing the act, the patgused was labouring
under such a defect of reason, from the diseaeeahind, as notto know
the nature and quality of the act he was doingf;loe did knowit, that he
did not know he was doing what was wrong”.

Thus, the McNaughten Rules take into consideratioly the cognitive

aspects of the individual's behaviour and ignores émotional and
volitional aspects. The accused person must bersuff from a defect

of reason... so as to know... if he did not know thatas doing what
was wrong. If it were strictly applied, it would ladmost impossible to
find anyone to whom the Rules would apply. The NageCriminal Code

whilst incorporating the McNaughten Rules in it€8®s 27 and 28, has
gone far further in taking cognizance of the indual’s volitional state.

Thus, the capacity to control his actions... whicimi§Section 28, is not
found in McNaughten’s Rules.

There has been one instance in Nigerian medicoleg#dry in which
the Nigerian Criminal Code (Section 28) was comgavéth the
McNaughten Rules. This was in the case of Rex voi@mhich is
regarded as the standard case on our law of ilysdrhis comparison
shows that the Nigerian Legislature had not onlpadted from the
phraseology of the English Judges 1845 but had iaksoduced two
entirely new factors: “natural mental infirmity” dricapacity to control
his actions”. In trying to elicit the exact meaniofjithe phrase “natural
mental infirmity”, the West African Court of Appe@WACA) Judges
Rex. vs Omoni stated, “We must ascribe to them tfie words “natural
mental infirmity” an intention to distinguish betem ‘mental disease’ and
‘natural mental infirmity’, for otherwise, the lasvords would be
redundant. The words ‘natural mental infirmity’ mea therefore, in
one’s opinion, ‘a defect in mental power neitherduced by own default
nor the result of disease of the mind’.

The only category of mental abnormality which falt$o this class is

that group known as mental subnormality or mergtdrdation. Thus, it
would seem that a mentally retarded person caneohdld to be

criminally responsible for his offences. In Britaon the other hand, a
mental defective would still be found guilty altlghy under the Mental
Deficiency Acts of 1913 and 1927, the courts wdoddempowered to
place him under guardianship or to send him tonatitution for mental

defectives instead of passing sentence on him.
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Let us examine the phrase ‘to deprive him of céagao control his

actions’. The W.A.C.A. Judges observed that thesedsv not only

departed from the Rules in McNaughten'’s case bue wedirect conflict

with the line of English decisions subsequent tteelie which the Judges
of England have declined to accept the defenceresistible impulse’

which these words appear to have introduced irddetivs of Nigeria. The
Judges further observed, ‘As to the wisdom of mhi@ng or maintaining

this departure from English Law, it is one for tegislature to judge; this
court can only apply this law as one finds it'. Yh&ent on to quote
Hewart in the case of Rex. vs Kopach, where thenézhLord Chief

Justice said, ‘The complaint against the Judgkashe did not tell the
jury that something was the law which was notdhkellt is the fantastic
theory of uncontrollable impulse which if it wer@ become part of our
criminal law, would be merely subversive. It isyettpart of the Criminal
Law and it is to be hoped that the time is faratistvhen it will be made
S0.

Obviously, these judges were averse to the conakefiincontrollable
impulse”. Itis notable that in this respect thgé&tian Law has been ahead
of British Law which places emphasis on the cogaitaspectsof the
individual’s behaviours only, and refuses explicitb recognize the
importance of volitional factors. Thus the Nigeri@niminal Code, by
virtue of the clause ‘incapacity to control hisiaat’, seem to exonerate
persons suffering from disorders like kleptomaniates of epilepsy
associated with automatism or certain abnormal Inodita states in
which the individual may behave in an uncontrokalianner

e.g. hypoglycaemic states.

It appears however that the judges in Nigerian Gduaive been reluctant
to give recognition to the full meaning of this pke. Althougha plea of
‘uncontrollable impulse’ may be made, it is not simiered as sufficient
proof of insanity. In the case of Rex. vs Ashigitu¢t1), the judges ruled
that ‘mere absence of any evidence of motive facrine is not a
sufficient ground upon which to infer mania’. In>Ress Inyang

(1) they stated ‘where there was sufficient evideindicative of insanity
rather than the opposite, the absence of any ew&deh motive may
become relevant to the point at issue and materil

The inclusion of the second part of Section 28 megyesent a setback
in Nigerian Law. The interpretation of this parggrseems to be that the
mere presence, per se, of delusion in the accueesbmp is sufficient

ground to absolve him from the offence charged. dsgl965) has

attempted to clarify this paragraph by giving thdwing example as an

illustration:
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A sees Z and Z's wife in his house and A, underitisane delusion that
the woman was his wife and that Z was committingltady with her,
kills Z. The rule says that A’s criminal respon8tlishould be considered
on the basis of the fact as he supposed them 16 the. factswould have
amounted to killing as a result of provocation nthe willbe convicted of
manslaughter.

Although it is arguable whether A, in the aboveragée, would be said
to be suffering from a delusion or an illusion, weuld agree for the
purposes of this discussion that he was in fadesnfy from a delusion.

The argument that A would be liable to convictiamr fmanslaughter
seems to indicate that the lawmakers have defynitéled to be guided

by informed psychiatric knowledge on this issuecdwding to Jaspers
(1959), ‘since time immemorial, delusion has beakenh as the basic
characteristic of madness’. To be mad was to bedeel. Delusion

manifests itself in judgements; delusions can anise in the process of
thinking and judging. To this extent, pathologigatlsified arguments

are termed delusions, it is, therefore, appareat the person who is
deluded (whether ‘on some specific matter or mgijtezannot but be

entitled to the benefit of the first paragraph eton 28. Fortunately, the
practical application of this part of Section 28&isctly limited. Aguda

(1965) pointed out that most cases could be disposeinder the first

part of this section. The inclusion of the secoralagraph isthus
unnecessary.

3.4.5 The Concept of ‘Diminished Responsibility’

The Nigerian Law does not recognise the conceptdofinished
responsibility’, which became incorporated in thegksh Law in the
Homicide Act of 1957 (14). This concept dates b&mk3835 Walker
(1968). In the case of William Braid who pleadediltguto some
unrecorded offence, Dr. Trail was examined, afteraccused’s mind had
diminished his responsibility, although it did nake it away entirely. “It
seems to have been based on the concept of ‘pateity’ put forward
in Scotland by Sir George Mackenzie who lived betwd 636 - 91
(Walker, 1968). He argued that since the law giamdéal immunity to
those who were shown to suffer from total insarittghould by the rule
of proportions, moderate the punishment if thosth \piartial insanity.
Although partial insanity was not usually recogdisesa defence, it was
taken into account after conviction, by the praztiaf allowing or
advising, the jury to recommend a pardon. One wonidéhis was what
Taylor was trying to achieve when he tried to digtiish between ‘partial
insanity’ and ‘total insanity’ in the appeal ofghglient (Rex. vs Inyang).
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Regular use of the concept of ‘diminished respalis#s’ did not, occur
until 1867 in Aberdeen when Lord Dees tried Dingwal45-year-old
chronic alcoholic, who stabbed his wife to deatterah drinking bout.
Lord Dees, in directing the jury, ask the jury mnsider, among other
factors that the prisoner appeared to have beeulipein his mental
constitution and to have had his mind weakenedubgessive attacks of
disease (he had repeated attacks of delirium treméord Deeswas
of the opinion that the weakness of his mind was inadmissiblein
deciding whether the offence should be classed @slen or culpable
homicide. The state of mind of a prisoner, he timugnight be an
extenuating circumstance, although not such astoant an acquittal on
grounds of insanity. The result was the substitutd a lesser penalty
than death. Lord Dees and his fellow judges in @ndtcontinued to steer
juries into similar verdicts and by 1909, the plera'sliminished
responsibility’ was actually being used by judges.

It is arguable that the development of the conagptdiminished
responsibility’ in Scottish Courts was the resulan accident of history.
The McNaughten Rules which were in force in Englanthat time were
not applicable to Scotland. Thus, the boundary betw murder and
culpable homicide was less clearly defined in $cwtl However, the
advantages of this concept are obvious:

1. a greater number and types or degrees of mentalmlaity could
be taken into account

2. whereas English Law allowed only two possibilititesat the
prisoner was or was not so insane as not to beuataiole for his
act or omission, Scots law allowed a third; thawees sufficiently
disordered to deserve mitigation of the usual gunsnt though
not complete exemption. That is, he was notin detepcontrol
of his own mind

3. The effect enabled the judge to pronounce eittsanéence of life
imprisonment, imprisonment for a specified term,fige, a
probation order, or an absolute or conditional lusge.

In Nigeria, where the death penalty is still inder the inclusion of
‘diminished responsibility’ would no doubt prevethite execution of a
sizeable number of convicted persons who could telyclassified as
‘partially insane’ thus not qualifying for acquittander Section 28, for
example, Lambo (1962) made a study of persons cted/ior criminal

offences which included murder or multiple murdeysnembers of the
prescribed Odozi Obodo and Leopard Men societiesfadnd that the
criminal behaviour by such persons could be reghrale one of the
components of a psychiatric syndrome which he tdrifialignant

Anxiety”.
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Aguda (1965), thinks that the defence of irreslstibmpulse covers
‘diminished responsibility’ and even more. Thisdisubtful. He argues
that whereas the defence of diminished responsilslrestricted to cases
of homicide the defence of irresistible impulse emndhe Nigerian
Criminal Code is applicable to all offences. Itrise that for example, the
kleptomaniac in Nigeria may be able to obtain aju#tal with a defence
of irresistible impulse, but this does not necdbsanean thatall or
majority of mentally ill persons are accused ofianmal offence suffer
from irresistible impulse. There is still a consalae class of persons who
commit homicide while suffering from some form ofemal illness
which is significant in the commitment of the oftenbut the nature of
which does not entitle them to total acquittal un8ection 28 of the
Criminal Code. The provision of defence of dimirddhresponsibility
would enable such persons to be given a lessettpénan death.

The Northern Nigeria Penal Code does not recogthieedefence of
irresistible impulse, nor that of diminished resgpibility.

3.4.5.2 Attempting to Commit Suicide

Section 327 of the Criminal Code which deals withattempted suicide
is overdue for abrogation. Persons who commit deiorr attempt suicide
are usually mentallyill, some of them severelyis@ study of 38 patients
with self-poisoning and self-injury admitted to Waisity College
Hospital, Ibadan, only 21% were found to have nde&wce of psychiatric
illness (Ebie, 1972). If a person succeeds in cdtimrgsuicide the law
cannot reach him to try him. But if he fails to dieen he may be sent to
jail for one year. It is thus arguable whether sagterson is being tried
because he failed or because he ever attemptedesincthe first place.
Section 327 is that it seems to be imposing a maddement on the
individual. Suicide used to be a crime in England this is no longer so
since the passing of the Suicide Act of 1961.

It cannot be argued that the imposition of a pgrfalt attempted suicide
is based on the rationale that it would help toedqteople from
committing this act. There is evidence to sugdest Nigeria has one of
the lowest suicide rates in the world. Asuni (19%8ilind an incidence of
less than 1 in every 100,000 in Western Region fiigaeow Ondo, EKkiti,
Osun, Oyo, Ogun, Edo and Delta states). This wasrahan the lowest
figure recorded anywhere else in the world. Theeeraasons to believe
that this rate is due, not to the punitive intehfection 327, but to other
factors. Imposition of a penalty is more likelyrtake people conceal the
fact of attempted suicide or increase their deteaton
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to ensure that they successfully carry out thetdehce, people in need
of care would be reluctant to come forward for tieé¢p they badly need.

3.45.3 The Role of Psychiatrists and the Law

In the course of all these, | have often wonderéeétiner a psychiatrist
is the most qualified person to deal with this sdrsubject or whether it
does not actually belong in the territory of legahctitioners. The law
is, fundamentally a complete artefact — a collectod man-made rules
enacted by legislators or rulers of a country vathwithout taking into
account the predominant current social feelingshattime each rule
becomes enacted. The people who administer theléavwers, police,
magistrates, judges) are therefore interested idicakaspects only to
enable them to ensure that justice (as implicthgnLaw) is done. Thus,
they are more interested in say, for example,ithe of death in the case
of a murder, the state of mind of the accusedeatithe of offence alleged
etc. There is little interest in etiological factoor pathogenesisor the
phenomenology of the illness or disease in questord theytend to
expect accurate, unambiguous answers from medicithesges.
Unfortunately in the area of psychiatry, such clear answers cannot
always be offered. This is a situation that hasléento make the law
courts cautious with psychiatric testimonies.

This subject of law and psychiatry is an interghiniary one in which
both psychiatry and law overlap and should ideatyolve the

corroborative effort of both the lawyer and thegdsgtrist. Otherwise, a
person seeking to tackle such a subject singleddipghould ideally be
both a lawyer and a psychiatrist rolled into onespae.

Doctors, on the other hand, tend to be interestatie Law, only when
they find themselves confronted with certain praidein medical
practice. For example, the legal definition of teair performing life
saving surgical procedure on a patient or his ike&at And the interest
ceases once the problem has been solved.

It is my view that the role of the medical shoukiemd beyond these
limits. Although it is not the function of the medi profession to
formulate laws for the society, the medical prof@sss a body has a duty
in educating the community and advising the lawmska these aspects
of the Law relating to health. And there is a nded lawmakers to
acknowledge this. In playing these educational addisory roles,
objectives and scientific facts based on reseanoluldbe placed above
the personal beliefs of the doctor so that a Ro@atholic doctor faced
with for instance, a move to liberate the law on
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abortion does not allow his religious beliefs toclbed his
objectivity and scientific attitude.

3454 Rights of Patients
Patient’s Rights, generally include the right to:

keep personal effects (not harmful)

independent psychiatric examinations

get his consent (or be informed) pre-procedurengrogperation
treatment — to refuse or accept — Consider his ahstete
marry and divorce

be employed, if possible

education

fair hearing in the court

periodic review

10. referral or discharge

11. compensation

12. contractual relationship

13. freedom from mechanical restraints or seclusion

14. request (and sign) for discharge — if he’s notgsychotic.

©CoNoohwhE

SELF-ASSESSMENT EXERCISE

I. Explain the essence of law in psychiatry.
. Enumerate the rights of patients.

4.0 CONCLUSION

It should be noted that despite the similaritiepsychiatry and law,
there exist some dissimilarities which include,ttpaychiatry is
concerned with the meaning of behaviour and petsdifia
satisfaction, the law addresses the outcome ofvi@vaand has
developed a system of rules and regulations tdititei orderly
social functioning. These differences are not #mein terminology
when it is recognised that insane and legal comanits are
predominantly legal, not psychiatric terms.
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5.0 SUMMARY
You will agree that a sound understanding of tiiis will assist you in

your professional services to humanity wherever gauvice is needed. Now you
can attempt the following tutor-marked assignments.

6.0 TUTOR-MARKED ASSIGNMENT
1. Account for the similarities and dissimilarities tlveen
psychiatry and the law.

2. What is the relevance of this unit to the developtred the nursing
profession in Nigeria?

7.0 REFERENCES/FURTHER READING

Adedotun, A. (2000)Basic Psychiatry and Psychiatric Nursing. lle-
Ife:Basag (Nig) Enterprises.

Olatawura, M. O. (2002). “Psychology and Psychiathyecture
Seriesfrom Ibadan, Ibadan: Spectrum Books Ltd.

Fish, F. J. (1967 )An outline of Psychiatry. Bristol: John Wright &
SonsLtd.

Henderson, D. & Gillespie, R. D. A. (195@.Textbook in
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MODULE 6

Unit 1 Methods of Assessment in Psychiatry
Unit 2 Electroconvulsive Therapy

Unit 3 Rehabilitation

Unit 4 Behavioural Syndromes

UNIT 1 METHODS OF ASSESSMENT IN PSYCHIATRY
CONTENTS

1.0 Introduction

2.0 Objectives

3.0 Main Content
3.1 History Taking
3.2 Mental Status Examination
3.3 Physical Investigations
3.4 Psychological Assessment

4.0 Conclusion

5.0 Summary

6.0 Tutor-Marked Assignment

7.0 References/Further Reading

1.0 INTRODUCTION

Psychiatric diagnosis rest upon the establishedciple of a thorough
history and examination of patients. All of thedes contributing to the
individual’s life situation must be identified atitis can only be done if
the examination includes the history, mental statusdical conditions,
and pertinent social, cultural and environmenteldes impinging on the
individual patient. This unit covers history takjngnental status
examination, physical investigations and psychaalghssessment.

2.0 OBJECTIVES

By the end of this unit, you should be able to:

. explain how history taking of psychiatric patiergsarried out

o discuss the process of mental status examination

o describe the physical investigations carried oupgychiatric
patients

. list the psychological assessment that may be dbpsychiatric
patients.
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3. MAIN CONTENT

3.1 History Taking

1. Identification Data
Name Age Sex
Father/spouse
Address
Education Occupation Income
Marital status Religion
2. Information
3. Presenting Chief Complaint (with duration in chronological
order)
1. History of Present Iliness
Duration (weeks/months/years):
Mode of outset: Abrupt/acute/sub-acute/insidious

(<48hrs)/<1wk/(1-2 wks)

Course:
Continuous/episodic/fluctuating/deteriorating/imygrg/unclear
Precipitating factors:

Description of present illness (chronological degmn of
abnormal behaviour, associated problems like sejdidmicide,
disruptive behaviour; thought content, speech, matates,
abnormal perception, biological functioning, sodahctioning,
occupational functioning, changes in ADLS).

2. Treatment History

Drugs (name of the drug, dose, route, side-effécasy)
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ECT

Psychotherapy
Family therapy
Rehabilitation

3. Past Psychiatric and History
Hospitalisation (psychiatric):
Substance use:

Surgical procedures/accidents/head
injury/convulsions/unconsciousness/DM/HTN/CAD/vezsdr
disease/HIV positive/any other

4. Family History
Genogram (family of origin)

Description (describe each family member brieflye aeducation
occupation, health status, relationship with thespd, age atdeath,
mode of death)

5. Personal History
A. Perinatal history

Antenatal period: uneventful/eventful (specify)
Birth: Full-term/premature/post mature
Delivery: Normal/instrumental
Birth cry: Immediate/delayed
Birth defects:
Postnatal complications: Cyanosis/convulsions/jaend
Any other:
B. Childhood history
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Primary caregiver:

Feeding: breastfed/artificial mode of feeding
Age at weaning:

Developmental milestones: normal/delayed

Behaviour and emotional problems: thumb suckinggem
tatrums/stuttering head-banging/body rocking/néikb
enuresis/morbid fears/night terrors/somnambulism

C. Educational history

Age at beginning of formal education:

Academic performance:

Academic and extracurricular achievements, if any:
Relationships with peers and teachers:

School phobia: yes/no

Truancy: yes/no

Reason for termination of studies:

D. Play history
Games played (at what stage and with whom):
Relationships with playmates:

E. Emotional problems during adolescence
Running away from home/delinquency
Smoking/drug-taking/any other (specify).

F. Puberty Age at the appearance of secondary sexual
characteristics: Anxiety R/T puberty changes:
Age at menarche:

Regularity of cycles, duration of flow:

Abnormalities, if any (menorrhagia, dysmenorrhea)et
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Obstetrical history
Age at starting work:
Jobs held in chronological order:

Reasons for changes:

Current fob satisfaction:
(including relationships with authorities, colleagy
subordinates)

Whether job is appropriate to client’'s background:

Sexual and marital history

Genogram (family of procreation):

Type of marriage: self-choice/arranged

Duration of marriage:

Interpersonal and sexual relations:
satisfactory/unsatisfactory

Premorbid personality

a. Interpersonal relationships:
Extrovert/introvert
Family and social relationships:

b. Use of leisure time:

C. Predominant mood:
Optimistic/pessimistic; stable/fluctuating;
cheerful/despondent
Usually reaction to stressful events

d. Attitude to self and others:
Self-appraisal of abilities, achievements and
failures
General attitude towards others

e. Attitude to work and responsibility:
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f. Religious beliefs and moral attitudes:

g. Fantasy life:
Daydreams - frequency and content

h. Habits:

Eating pattern: regular/irregular
Elimination: regular/irregular
Sleep: regular/irregular

Use of drugs, tobacco, alcohol:

3.2 Mental Status Examination

A. General Appearance and Behaviour
Appearance: looking one’s age/older/younger
Level of grooming: normal/shabbily dressed
Level of cleanliness: adequate/inadequate/ovelyc
Level of consciousness and alert/drowsy/stuporounsatose Mode
of entry: willingly/persuaded/brought using phyaitiorce.

Cooperativeness: normal/ more than so/less than so
Eye-to-eye contact: maintained/difficult/not maintad
Psychomotor activity: normal/increased/decreased
Rapport: spontaneous/difficult/not established
Gesturing: normal/exaggerated/odd

Posturing: normal posture/catatonic posture

Other movements: stereotypes/tremors/Extrapyramidal
Symptoms (EPS)/Abnormal Involuntary Movements (AIMS
Other catatonic phenomena: automatic

obedience/negativism/excessive cooperation/waxgxildility/
echopraxia/echlalia

Conversion and dissociative signs:
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Compulsive acts or rituals:

Hallucinatory behaviour: (Smiling and talking tolfseodd
gesturing)

B. Speech

Initiation: spontaneous/speaks when spoken to/nalimute
Reaction time: normal/delayed/shortened/difficalatsess
Rate: normal/slow/rapid

Productivity: monosyllabic/elaborate replies/pressu
Volume: normal/increased/decreased

Tone: normal variation/monotonous

Relevance: fully relevant/sometimes off targetlevant
Stream: normal/circumstantial/tangential
Coherence: fully coherent/loosening of associations

Others: rhyming/punning/echolalia/preserveratioologism
Sample of speech (in response to open-ended gugstio

C. Mood
Subjective:
Objective:
(predominant mood stateappropriate/inappropriate/irritable/
blunted/flattened)

D. Thought
Stream: normal/racy thoughts (pressure of thoughéyrded
thinking (poverty of thought)/thought block/muddled unclear
thinking/ flight of ideas

Form: normal/formal thought disorder (specify wahsample of
speech)

219



PHS 505 COMMUNITY MENTAL HEALTH
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Content:

1. Ideas/delusions of:
worthlessness/helplessness/hopelessness/guilthgpdc
iacal/poverty/nihilistic/death wishes/ suicidal/gdiose/
reference/control persecution/bizarre.

2. Thought alienation phenomena: thought insertion/tfnd
withdrawal/thought broadcasting.

3. Obsessional/compulsive  phenomena: thoughts/images/
ruminations/doubts impulsive rituals.

Perception

Hallucinations: Auditory
Visual
Olfactory
Gustatory
Tactile

Somatic passivity:
Déja vu/jamais vu:

Cognitive Functions (neuropsychiatric assessment)
Consciousness

Conscious/cloudy/comatosed

Orientation

Time: appropriate time/date/day/month/year

Place: kind of place/areal/city

Person: self/close associates/hospital staff

Attention

- Normal aroused/aroused with difficulty
- Digit forward

- Digit backward

Concentration

- Normally sustained/sustained with difficulty/disttile
- 100-7

- 40-3
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- 20-1
- Names of months (backwards)
- Names of weekdays (backwards)

Memory

a. Immediate (same test as for attention):

b. Recent: (recent happenings-last meal, visitor$, etc
Verbal recall- 3 unrelated objects, or imaginardrads of
5 items

C. Remote:

personal events

impersonal events

illness-related events
Intelligence

- General fund of information
- Arithmetic ability: mental arithmetic/written sums

Abstraction

- Normal/concrete

- Interpretation of proverbs

- Similarities between paired objects

- Dissimilarities between paired objects

G. Insight
- Awareness of abnormal behaviour/experience:
yes/maybe/no
- Attribution to physical causes: yes/may be/no
- Recognition of personal responsibility: yes/maynioe/
- Willingness to take treatment: yes/may be/no

H. Judgement
- Personal: intact/impaired
- Social: intact/impaired
- Test: intact/impaired
Diagnostic Formulation
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3.3 Physical Investigations

A. Routine: general screening, e.g., heamogram, ysisal
(additional investigations may be ordered in sggmpulations)

B. Routine: specific
- Based on the diagnosis, e.g., liver function testdcoholics
- Based on treatment-e.g, pre-lithium, pre-ECT waok-u

investigations.
- Based on ongoing management-e.g. blood counts in
patients receiving clozapine.

C. Non-routine: Based on need and index of suspiaonm, thyroid
function tests in suspected hypothyroidism duritigum therapy;
pregnancy tests in amenorrhea during treatment aviotential
teratogen.

D. Common neuropsychiatry investigations:
- Electroencephalogram (EEG)
- Computed tomographic (CT) scanning
- The sleep EEG (polysomnogram)

3.4 Psychological Assessment

Psychological testing of patients is deadly conedcby a clinical
psychologist who has been trained in the admirtisetra scoring and
interpretation of commonly used psychological tests

1. To assist in diagnosis, e.g., rorscharch inkblsit te

2. To assist in the formulation of psychopathology andthe
identification of areas of stress and conflict, .e.ghermatic
Appreception Test (TAT)

3. To determine the nature of the deficits that assent:
- Cognitive neuropsychological assessments

4. To assess the severity of psychopathology and nsspio treatment:
- Hamilton Rating Scale for Depression
- Brief Psychiatric Rating Scale

5. To assess general characteristics of the individual
- Assessment of intelligence
- Assessment of personality

SELF-ASSESSMENT EXERCISE
i. Explain how history taking of psychiatric patiergsarried out?

. Discuss the process of mental status examinatio
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4.0 CONCLUSION

The manner in which the history is taken is impuotrtaot only because it
affects success in eliciting pertinent data bub dscause it may be of
therapeutic value in itself. Your setting wheredrg taking, mental status
examination, physical investigations and psychaalgassessments are
carried out should be quiet and the patients shoeilalowed a wide degree
of freedom and should not be structured. The forfoathis should be
strictly followed so that no area is left out.

5.0 SUMMARY
As you have gone through this unit, you are nowedgeable in order
to carry out rational and systematic history takpluysical investigations,

mental status examination and psychological assasson psychiatric
patients.

6.0 TUTOR-MARKED ASSIGNMENT

Why is rational and systematic history taking cali¢d the effective
management of psychiatric patients?

7.0 REFERENCES/FURTHER READING

Adedotun, A. (2000)Basic Psychiatry and Psychiatric Nursing. lle-Ife:
Basag (Nig) Enterprises.

Morrison-Valfre, M. (2005). Foundations of Mental Health Care.
Missouri: Mosby Inc.

Sreevani, R. (2004 A Guide to Mental Health and Psychiatric Nursing.
New Delhi: Jaypee Brothers Medical Publishers () L
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UNIT 2 ELECTROCONVULSIVE THERAPY (ECT)
CONTENTS

1.0 Introduction
2.0 Objectives
3.0 Main Content
3.1 Introduction
3.2 Definition of ECT
3.3 Indications
3.4 Contraindications
3.5 Preparation of Patient (Pre-Operative Care)
3.6  Post-Operative Complications
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4.0 Conclusion
5.0 Summary
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1.0 INTRODUCTION

Olatawura (2002) described electroconvulsive the(&TT) as a mood
normaliser. If a patient is too high, electrocorsing therapy brings him
down, if he is too depressed, it lifts the patiapt This unit will take
you through electroconvulsive therapy such as &tdios,

contraindications, preparation of the patient fdecgoconvulsive
therapy, pre and post-operatively and complicatibas may result from
its administration.

2.0 OBJECTIVES
By the end of this unit, you should be able to:

. describe electroconvulsive therapy as a treatmesdsore of a
psychiatric patient

list the indications of electroconvulsive therapy

state the contraindications of electroconvulsierdpy

explain how a patient is prepared for the therapy

list the complications of electroconvulsive therapy
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3.0 MAIN CONTENT
3.1 Introduction

Electroconvulsive therapy (ECT), also referredd@kectroshock therapy
(EST) was first used in 1993 by Cerletti and Bméduna started by using
chemically induced convulsions in 1935, while Catiland Bini were the

first to use electrical induced fits.

Of all physical treatments, ECT is apparently thestmsuccessful. It
causes a central nervous system seizure (peripbheraulsion is not
necessary) by means of electric current. The kegctibe is to exceed
the seizure threshold, which can be accomplisheal\griety of means.

The mechanism of action is not known but it is jioiuto involve major

neurotransmitter responses at the cell membranee@unsufficient to

cause a seizure to produce no therapeutic benafits cause more
postictal confusion.

Speculative theories of a neurophysiologic sort gesg that the

convulsion alters the conditionality of an intrieatystem or that in some
way it alters the level of arousal of the centratvous system. Other
theorists suggest that in some unknown way it sltee balance of a
central mood-regulating mechanism. These tendpcesent the views

of those favouring its use.

Those who are on the whole opposed to its usetteadggest that it is a
form of “shock” treatment which in a way ‘shockiétpatient into altered
behaviour i.e the past patients were ‘shocked’ uden immersion or
being whirled around in revolving chairs.

It has also been suggested that ECT is the suddsmof consciousness
which affects the patient.

3.2 Definition of ECT

Electroconvulsive therapy (ECT) is a physical mdtlud treatment in
psychiatry, administered to the patient’'s bodynthen to produce changes
in his behaviour.

It is (ECT) the most widely used of the physicatrtpies; with the
exception of drug therapy originating with the raksn impression that
epilepsy and schizophrenia never occurred in timeespatient and the
false conclusion that convulsions might elimindte symptoms of the
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illness, efforts were made in the early 1930s tluge convulsions as a
form of treatment.

Electroconvulsive therapy is the most effectiveo(at’ 0%) treatment of
severe depression, particularly with delusions agidation commonly
seen in the involutional period. It is also verfeefive in manic disorders.
It has not been shown to be helpful in chronic zgbihrenic disorder.

Using the same ECT apparatus, ECT can be givemaridrms:

0] with drug (known a#MODIFIED ECT )
(i)  without drugs (known aSTRAIGHT ECT)

3.3 Indications
ECT is given in the following conditions:

all depressions (excepts neurotic depression)

acute suicidal patients

patients in a state of manic or catatonic exaieim

schizophrenia (especially catatonic stupor)

acute schizophrenia (that does not respond to use t
phenothiazine-drugs)

used for patient who are refractory to drugs.

agrwNE

o

3.4 Contraindications

Brain tumour

Severe heart disease

Other Chest Complications (including- bronchitissthana
tuberculosis etc.).

Fracture

Abnormal temperature, pulse, and respiration (iticlg cough).
Increased intracranial pressure

Chronic renal disease

whh e

No ok

3.5 Preparation of Patient (Pre-operative care)

1. Before ECT is given to any patient, a history arnuygical
examination should be performed, along with indiddaboratory
test.

2. Permission form(CONSENT FORM) must be signed by the
patient’s relatives or the patient himself (if hesage and non-
psychotic) prior to the administration of ECT
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3. Inform patient or relatives about the transientiqgeeof impaired
memory for about a month after treatment.
4. One rare occasion X-ray of the spine is done tonpiezvaluation

of complications and to avoid malpractices.
Then the following sequence of events is as foltews

(&) give nothing by the month for at least 8 hours betoeatment (to
avoid the complication of vomiting).

(b) give 0.55-0.8mg of atropine sulphate subcutaneousty
I/Muscularly 30minu6tes before treatment to deaesalivation
and bronchial secretions

(c) just before the shock is delivered, give an intrexes muscle
relaxant such as succinylcholine chloride (Anegtiri-30mg
IV. (0.5mg-5mg per minute) to prevent violent mescl
contractions. 30-60mg 1.V. will produce flaccid pbsis.

(d) remove Dentures- if the patient has any

(e) empty bladder — because of incontinence resultiognfthe
seizures.

) because the muscle relaxant paralyses the mudalesparation, it
is usually necessary to assist respiration mechéyiend through
the use of oxygen during a brief period of Posta@idsant apnea.

NOTE: An anaesthetist should be in attendance singeolonged
apneaor laryngeal stridor may occur

The anaesthetist administers 100% oxygen form tmseto of
unconsciousness until spontaneous respiration resum

NOTE: The above points (b-f) under preparation of patigre
applicable when giving MODIFIED ECT.

PROCEDURE: (Take note of trolley-setting in the ward).

The nurse prepares the ECT trolley with the necgssaaterials
including- the ECT apparatus. The nurse checks eafllergency
equipment- including oxygen and suctions machines.

Either the patient’s bed (preferably with a hardtreas or a couch can be
used). ECT may be given in the operating room arspecially equipped
room in the inpatient or outpatient psychiatridiset

The ECT machine is connected to MAINS (electricéigyl the electrodes

to the “output” section of the ECT machine. Theigratis given pre-
operative injections if he is to be given “modifieECT and an
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the anaesthetist should be in attendance with dygem apparatus or
resuscitator.

The patient is allowed to lie on his back with teek (pelvis) supported
with a hard pillow, and the arms stretched on eiiidee of the patient. A
bed sheet is spread to cover the patient leavimgdtient’s face and toes.
The nursing staffs hold the bed linens tightly @her side of the patient.
A rubber “mouth-gag is put with if the patient's movement must be
properly controlled during the fit to prevent fracgs.

The current of 70-130 volts is provided through @pelectrodes which
arepositioned on the patient’'s temples. The “shaskgiven by the
psychiatrist. An electric timer is provided to vahe duration of shock
from 0.1-0.5 seconds. The optimal dosage is theesbwurrent for the
shortest time that will produce a grandmal or galieed tonic and
clonic convulsion. A seizure usually lasts 5-20 osels, with a brief
postictal state.

Placement of electrodes may be bitemporal, undhtesn the
nondominant side. The latter is considered to predess impairment of
memory although it may be slightly less effectivel aequired more than
the usual 9-12 treatment. The electrodes are esetlioslint pads in 30%
saline during each procedure.

After the convulsion, the patient is turned to erde and a clear airway
iS ensured.

3.6 Post-Operative Care

During the period immediately after ECT, the patieequired close
nursing observation in the recovery area. Emergegcypment should
be readily available.

Patient vital signs, especially the pulse is chddkem time to time and
also a clear airway must be ensured.

Ideally, a qualified staff that has ECT experiesbeuld stay with the
patient to monitor his condition until he recoverly from treatment. If
he is left unattended, he may roll from the recgused to the floor or
stumble around the recovery room, during wakingfesion. Assist
patient to ambulate when vital signs are stable.

3.7 Post-Operative Complications

Post-operative complications after administratioh&CT are common
especially when ‘straight’ ECT is given, and thegiude:
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aorwpPE

headache

loss of memory (which is temporary)

backache

dislocation (of the Jaw and Joint)

Fracture (of a long bone, and thoracic vertebralmession).

a. ECT remains a bulwark of modern psychiatry, - sefsy
and effective. It supersedes medication (or thay ba
given together in critical depressions or unresp@ns
agitations. It has no place in the treatment orosis.

b. ECT can now be given to a patient or selected digtpia
with a minimum of preparation. Small, portable ECT
apparatuses are available that operate on 110wdits
alternating current and are equipped with a rhéadsta
deliver 70-130 volts.

It is customary to give 2-3 treatments a week umsitibstantial
improvement occurs and then 3 or 4 treatmentsrigptete the course.

A minimum of six (6) treatments, an average of n@gtreatments, and
a maximum of 25 treatments are considered normatisliifor a course of
treatment. The patient’s conditions (physical andntal states) are
reviewed within the course of treatment.

(c)

(d)

()

(f)

Since effective antidepressant drugs become availaimost
psychiatrists have preferred to try a course ofdnerapy before
strong shock therapy unless there is an urgentmeady he must
be returned as soon as possible to his role asyfén@adwinners
or other critical position.

Antidepressant drugs do not become maximally effector 3
weeks or more after beginning therapy, whereasptieent is
sometimes restored to nearly normal functions witfH10 days
after ECT.

Because of the period of impaired memory assocaitud ECT
the patient receiving a course of treatment shdiddadvised
against making an important business decisions!| uatly
recovered. Also, if he is receiving treatments nrambulatory or
outpatient basis, he should be under someone’s\asjpe while
travelling back to his home after treatment.

An insufficient voltage will produce momentary lossf
consciousness (sub-shock) but no convulsion, wagiesral sub-
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shocks may produce a cessation of breathing anthpsel
Breathing can generally be restored by pressur®thorax (or
administration of oxygen by an anaesthetist). Fderty patients
and those liable to marked cyanosis after th&%,CQ in oxygen
given in B.L.B. mark is useful.

It has been observed that fits produced intelléatoyaairment and
induce fits unnecessarily to reduce the patiengsell of
intelligence without any advantages to him.

() Characters disorders, neurotic states and chrohizaphrenia do
not themselves respond to shock therapy, but ateexdepressed
or suicidal phase may develop in the course ofetlikgesses and
may be best treated with ECT.

With proper care, ECT has a mortality rate of naertban one in 25,000
cases and is one of the safest treatments in medici

SELF-ASSESSMENT EXERCISE

I. Describe electroconvulsive therapy as a treatmeatsore of a psychiatric
patient.
. List the indications of electroconvulsive therapy.

4.0 CONCLUSION

Electroconvulsive therapy should be seen as beingas to a surgical
operation. Thus, the patient must be adequatelygpeel to avoid and to
reduce post-treatment complications.

5.0 SUMMARY

You have gone through the meaning of electrocomeilgherapy,
indications, contraindications of electroconvuldiverapy, preparation of
the patient for electroconvulsive therapy, pre-paost-operative care and
complications of electroconvulsive therapy in thist; this will enhance
your adequate preparation for the greater taskoabiegou as a nurse.

6.0 TUTOR-MARKED ASSIGNMENT

Discuss how post-electroconvulsive therapy compbtoa can be
prevented or reduced.
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1.0 INTRODUCTION

Psychosocial rehabilitation is a way of assistieggle with mental health
problems to readjust and adapt to life in the comityuln these settings,
nurses are able to use their full range of skiliheut the focus being
placed on illness or disability. Wellness, wholenaad the abilities of
the individual are emphasized. Vocational, eduaatio residential,
social, and personal adjustment services are offdérieis unit will take
you through the meaning of rehabilitation, team rapph to
rehabilitation, the essence of rehabilitation, earsole and psychosocial
aspects of rehabilitation.

2.0 OBJECTIVES
By the end of this unit, you should be able to:

describe the concept of rehabilitation

explain team approach to rehabilitation

state the essence of rehabilitation

list the nurses’ role in rehabilitation

discuss the psychosocial aspects of rehabilitation.
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3.0 MAIN CONTENT

3.1 Introduction
Definition

1. Rehabilitation means restoring the function of thied or body,
the maintenance of such health when once restoned tlae
resettlement of the individual in the outside warid job.

2. Rehabilitation may be defined as a process oftasgia physically
disabled, chronically ill, or convalescent persanrdalise his
particular goals in living and working to the utrhohis potential.

This process involves various aspects of the iddafs social,
economic, mental and physical functioning, andndludes almost all
those receiving health care.

The word “rehabilitation’ itself means “retrainingdr ‘restoring” in

contrast to the word “habilitation”, which refecsthe initial capacity for
living. For example, when a baby first tries tortetéo walk, the process
is habilitation, but when an individual learns taalk again, it is

rehabilitation.

Rehabilitation actually begins as soon as a papéae himself under
medical care, and not when he has recovered aadaging discharge
from the hospital. Once the patient has begundower, the question of
his work in the outside world must be consideredmiany cases, the
patienthas lost his job on entering the hospiailst in others the job is
unsuitableand for this reason, it is often neagdsatrain the patient for
a new job.

3.2 Team Approach to Rehabilitation

Rehabilitation usually comprises a number of spdmalth services that
may be made available to the individual patienttba basis of his
particular need. Personnel rendering these spssigices include:-
- The physician
- The nurse
It may include:
e Occupational Therapist
e Psychiatrist
e Speech therapist
e Social worker
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e Psychologist.

Both the patient and patient’s relatives (familigypan active role in the
rehabilitation process of the patient.

Because rehabilitation is a complex process inngiva patient and a
number of professional personnel, a team relatipnsbually provides
the structure through which each member can maksgscial knowledge
and skills available for the greatest benefit te fhatient. Theteam
evaluates the patient’'s need for rehabilitation aw®Velops a plan
whereby he may receive maximum assistance in adgewnis
rehabilitation goals. The success of the team d#pen the patient who
is also a key member of the team.

3.3 Essence of Rehabilitation

Rehabilitation is designed to reduce the severitysymptoms and
possibly the number of deaths associated withsnend to restore the
function lost through disease. In psychiatry, relitabion is important
in patients with a chronic mental disorder (e.g.mdetia and
schizophrenia). It has been shown that stresdiildvents exacerbate
the course of schizophrenia, leading to acute selajand an accelerated
decline in social functioning. Interviewing withggnts and their families
(e.g. with counselling or psychotherapy) followiagtressful life is both
a form of secondary prevention of an acute relapsitertiary prevention
of further deterioration. In chronically institutialised patients, the
decline in social functioning associated with roised behaviour and
neglect in some long-term residential settings lédal‘chronic social
breakdown” of institutionalism) can be reversedagyive psychosocial
rehabilitation in the form of stimulation, changés routine, and
activities therapy or occasionally,by releaseegsIrestrictive residential
(Gruenberg, 1980). This form of tertiary preventarcourages the field
of institutional psychiatry that it stimulated dratic changes in the
delivery of mental health services.

3.4 Community Health Practitioner's Role as a Member of
the Rehabilitation Team

The community health practitioner can make a vdeigbntribution to
the effectiveness of the rehabilitation team.

a. She may stimulate the development of motivatiomugh her
attitude of respect for the patient and her comftgein his ability
to return to the highest level of independenceiptesfor him.

b. Through the community health practitioner, supperti
relationship with the patient she observes, listemsl evaluates
and so may be able to contribute pertinent infoiomaabout the

234



PHS 505 MODULE 6

3.5

patient’s condition and progress — that might nthteowise be
available to the team.

The longer contact that community health practgiohas with
beingpatient often provides the opportunity for ke act as a
coordinator in planning the patient's day’'s actest — thus
enabling other team members to schedule their a@peci
rehabilitation service more effectively for the vaeé of the
patient.

The community health practitioner may be a help@nother team
member. For example, the physical therapist magtehk help of
the community health practitioner in maintainingrrect body
alignment and in carrying out some of the frequendpeated
exercises to achieve the best therapeutic results.

Psychosocial Aspects of Rehabilitation

The motivation of the patient is one of the mostfedent
problemsthe community health practitioner will bdaw solve. The
patient often stresses the abilities that he hsidragher than those
whichremain. In some instances, a disability mehatthe patient
will have to recognise his entire life, wherea®ihers he may be
ableto return to his former routine, with some ifiodtions. To be
motivated, the patient must have hope. This hopst i@ of the
realistic type, neither the patient nor his fam#hould set
unrealistic goals. The patient should be encourdgezhgage in
some creative thinking of his own.

Unless the present abilities of the patient aressed, he may
develop a feeling of inferiority. His psychologicathanges may
be greater than the physical changes. The commuragith

practitioner can help him gain faith in himself drycouraging him
to do whatever he can.

Both the community health practitioner and familged to
understand the emotional aspect of the patient'slition. Fear
itself is a large factor. The patient often hagdeaf not being
accepted by his family, his friends, or society atgb has fears
concerning his new limitations and of the futuregeneral. A
patient who is worried and afraid may express &dirfigs in a
multitude of ways. However, he may not be ablexjress these
feelings as fears or anxiety. If they are not egped as fear and
worry they may appear as irritability frustratiomostility,
depression, embarrassment or shame.

Application of the behavioural principle that tmelividual reacts
to a situation as he perceives it, regardless alftyeor of how
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others see the situation and is therefore susdeptberrors or
distortions in his perceptions, will assist the sain trying to
understand the patient’s behaviour as she works vih.

d. An important point in health care for the patiemtdargoing
rehabilitation is to encourage him to do all thatdould do for
himself. Allowing sufficient time for his slow moweents will
avoid the impression that he is inadequate merelyaibse he
cannot do something quickly.

When the patient cannot perform acts for himsedftifen should
be allowed to make as many decisions as possil@eshiduld be
allowed to make as many decisions as possible. Hdeld be
encouraged to start planning his care in such athatythe routine
will be continued at home.

e. In order for the patient to make plans for the fatthe may need
to talk with the nurse to clarify his own ideas a@ade reassured
that his plans are realistic, that is, if they iagalistic.

The family too may need assistance in recognisoegating and solving
future problems.

It will be seen, therefore that not only is it thety of those looking after
a patient to affect his recovery in hospital bgbaio resettle him in the
outside world in reasonable environmental condgiand to follow the

patient up after leaving the hospital. In this wayich can be done to
prevent relapses and to produce a healthier atreosph the home in

which the future generation is to be brought up.

SELF-ASSESSMENT EXERCISE

I Describe the concept of rehabilitation.
. Discuss the psychosocial aspects of rehabilitation.

4.0 CONCLUSION

Self-help is a fundamental concept of psychosao@hhbilitation. The
belief that all people have the inherent capaatychange and the focus
on what the client can do resulted in some remaekabccesses. A
community health practitioner who practises witthese settings truly
work with persons in their environment to maximigellness.
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5.0 SUMMARY

You have learnt greatly in this unit and now yon easwer
the tutor marked assignment here that follows.

6.0 TUTOR-MARKED ASSIGNMENT

1. List the members of the team rendering rehabititati
2. Describe the psychosocial aspects of rehabilitation
7.0 REFERENCES/FURTHER READING

Morrison-Valfre, M. (2005). Foundations of Mental Health Care.
Missouri: Mosby Inc.

Olatawura, M. O. (2002). “Psychology and Psychiatibyecture Seriesfrom
Ibadan, Ibadan: Spectrum Books Ltd.
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INTRODUCTION

Psychophysiological or psychosomatic disorderseganic dysfunctions
in which emotional disturbances presumably plajngrortant aetiologic

or contributory role. The autonomic nervous sysgemost frequently

involved. The organic symptoms are actually produmeaggravated by
emotional disorders and not symbolic substitutestiiem, as in the
neuroses. The phenomenon “somatisation”is a psoedsereby an

individual's feelings, emotional needs, or conflicare manifested
through physical symptoms. This process inevitatdgurs when the
emotional state is intense and supports the wiaatepted belief that the
functions and reactions of the mind and body aegtiicably related.

2.0

OBJECTIVES

By the end of this unit, you should be able to:
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describe the concept of psychophysiological andoteudisorders
list common examples of psychophysiological disssde

discuss eating disorders

explain sleep disorders and their management.
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3.0 MAIN CONTENT

3.1 Psychophysiological / Psychosomatic Disorders

The word ‘psychosomatic’ means mind and body. Pssoimatic

disorders are those disorders in which the psyeleiments are significant
for initiating chemical, physiological or structliralterations,which in

turn create the symptoms in the person. The tesyclpposomatic’ has
now been replaced with ‘psychosomatic’.

There are three factors which must be present samebusly for a person
to develop a psychosomatic disorder;

1. The individual must have “biological predisposition
2. The individual must have “psychosomatic vulneraysili
3. The individual must experience significant psychmalostress

in his/her susceptible personality area.

3.1.1 Common Examples of Psychophysiological Disorders

Franz Alexander, the father of psychosomatic medjatlescribed seven
classical psychosomatic illnesses.

Cardiovascular disorders

Essential hypertension
Coronary artery disease
Post-cardiac surgery delirium
Migraine

Mitral valve prolapse syndrome

Endocrine disorders

Diabetes mellitus
Hyperthyroidism

Cushing’s syndrome
Pre-menopausal syndrome
Amenorrhea

Menorrhagia
Gastrointestinal disorders

. Oesophagal reflux
. Peptic ulcer

J Ulcerative colitis

. Crohn’s disease
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Immune disorders

. Autoimmune disorders, e.g. systemic lupus erythesust
. Allergic disorders, like bronchial asthma and hewefr.

. Viral infections.

Musculoskeletal disorder

) Rheumatoid arthritis

Respiratory disorders

) Bronchial asthma
. Hay fever
) Rhinitis

Skin disorder

. Psoriasis

. Pruritus

J Urticaria

. Acnevulgaris
o Warts

3.1.2 Treatment

1. Relaxation techniques: This is one of the most irgra methods
aimed at reducing anxiety or restlessness. Thdydec
e Jacobson’s progressive relaxation technique.
* Yoga
e Autohypnosis
¢ Meditation
¢ Bio-feedback

2. Behaviour modification techniques
3. Individual therapy

4 Group therapy.

3.1.3 Management

Assessment

. Perform thorough physical assessment
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Monitor laboratory valves, vital signs, intake andput and other
assessments necessary to maintain an accuratengraggpraisal.

Assess the patient’s level of anxiety.

Assess the patient’s level of knowledge regarding effects of
psychological problems on the body.

Diagnoses

Ineffective individual coping related to repressaadxiety and
inadequate coping methods, evidenced by initiation
exacerbation of physical illness.

Knowledge deficit related to psychological factoaffecting
physical condition, evidenced by various physicalypems.

Interventions

3.2

Encourage the patient to discuss current life sdna that he
perceives as stressful, and the feelings assoaiathaach.
Provide positive reinforcement for adaptive copmgchanisms
identified or used. Suggest alternative copingiatyi@s but allow
the patient to determine which can most appropgyatbe
incorporated into his lifestyle.

Help patient to identify a resource person wittiie tommunity
(friend or significant others) to use as a suppsystem for the
expression of feelings.

Have the patient keep a diary of appearance, dumrai@nd
intensityof physical symptoms. A separate recdsltaations that
the patient finds especially stressful should b ke

Help patients identify needs that the being mebugh the sick
role. Together, formulate more adaptive meansutilling these
needs practice by role-playing.

Provide instruction in assertive techniques, egplgdhe ability to
recognise the differences among passive, asseatigeaggressive
behaviours and the importance of respecting thietsaj others
while protecting one’s own basic rights.

Discuss adaptive methods of stress managementasuelaxation
techniques, physical exercises, and meditation lrehthing
exercises.

Eating Disorders

The two most important eating disorders are;

Anorexia nervosa, and
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) Bulimia nervosa

3.2.1 Anorexia Nervosa

Anorexia nervosa is characterised by highly spediehavioural and
psychopathological symptoms and significant somsiias. Majorities

are females and the onset is during adolescencee Tbre

psychopathological feature is the dread of fatnessght phobia and a
drive for thinness.

Aetiology

a. Genetic causes: Among female siblings of patientgh w
established anorexia nervosa, 6-10% suffer from ciredition
compared to the 1-2% found in the general populaifothe same
age (Strober, 1995).

b. A disturbance in hypothalamic function.

C. Social factors: There is a high prevalence of axiar@ervosa
among female students and in occupational grouptcpiarly
concerned with weight (for example, dancers). Tiffeuénce of
mass media, beauty contests are other importardl sacises.

d. Individual psychological factors; A disturbancehmidy image, a
struggle for control and a sense of identity arparant factors
in the causation of anorexia nervosa. Traits of keif-esteem and
perfectionism are often found.

e. Causes within the family: Disturbance in familyatsbnships,
overprotection, family members having an unusuairest in food
and physical appearance.

Clinical features

. There is an intense fear of becoming obese. Tlas dees not
decrease even if the person loses weight grosdlpacomes very
thin.

. The body weight is 15% below the standard weight.

. There is a body image disturbance. The patientniable to

perceive the body size accurately.
The pursuit of thinness may take several formsieRut
generally eat little and set themselves daily c¢aldimits
(often between 600 and 1000 calories). Some trgctoeve
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weight loss by inducing vomiting excessive exercisel
misusing laxatives.

. Other signs and symptoms are secondary to stanvaiml include
sensitivity to cold, delayed gastric emptying, dgregion, low
blood pressure, bradycardia, hypothermia and amesarin

females.

. Vomiting and abuse of laxatives may lead to a varief
electrolyte disturbances, the most serious beippkaglemia.

. Hormonal abnormalities also may be seen.

Course and prognosis

Anorexia nervosa often runs a fluctuating coursth wwieriods of
exacerbations and partial remissions. The outcemery variable.

Treatment
Pharmacotherapy

. Neuroleptics
. Appetite stimulants
. Antidepressants

Psychological therapies

Individual psychotherapy
Behavioural therapy
Cognitive behaviour therapy
Family therapy.

Interventions

. Short-term management is focused on ensuring wejgim and
correcting nutritional deficiencies. Maintainingharmal weight
and preventing relapses long-term goals to be aedie

. Hospitalisation is usually required and succesdfglatment
depends on good care, with clear aims and undéisgmon the
part of the patient as well as the nurse.

. Eating must be supervised by the health practitiand a balanced
diet of at least 3000 calories should be proviaed4 hours
. In the early stages of treatment, it is best ferltient to remain

in bed in a single room while the health care ptiacer maintains
close observation. The goal should be to achieweight gain of
0.5 to 1 kg per week.
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Weight should be checked regularly. Monitor serusecteolyte
levels and signs and symptoms like amenorrhea,tipaiisn,
hypoglycemia, hypotension, etc.

Control vomiting by making the bathroom inaccessibl atleast
2 hours after food.

In extreme cases when the patient refuses to dat@nply with
the treatment, gavage feedings may need to beéutesti

3.2.2 Bulimia Nervosa

Bulimia Nervosa is described as repeated boutsvefeating and a
preoccupation with control of weight that leadseétf-induced vomiting.

Clinical feature

Irresistible craving for food: there are episodé®wereating in
which a large amount of food are consumed withorisheriods
of time (eating binges)

Attempt to counteract the effects of overeatingseif-induced
vomiting.

There is usually no significant weight loss.

Treatment

Antidepressants, carnbomazepine and lithium foreptt with
co-morbid mood disorders.

Group therapy

Family therapy

Cognitive behaviour therapy.

Sleep Disorders
Sleep can be regarded as a physiological reverstolection of

conscious awareness.
Sleep disorders are divided into subtypes:

3.3.1 Dyssomnias
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2. Parasomnias

e Stage IV disorder
e Other disorders

3.3.1 Dyssomnias

Insomnia

Insomnia is a disorder of initiation and mainteramnd sleep. This
includes frequent awakening during the night anty@a the morning.

Causes
Medical illnesses

. Any painful or uncomfortable illness

Heart disease

Respiratory diseases

Brain stem or hypothalamic lesions

Delirium

Rheumatic and other musculoskeletal diseases
Periodic movements in sleep

Old age.

Alcohol and drug use

. Delirium tremens
. Amphetamines or other stimulants
. Chronic alcoholism

Psychiatric disorder

. Mania (due to decreased and for sleep)
. Major depression (early morning awakening or lagwmnia)
J Dysthymia or neurotic depression (difficulty intiating sleep or

early insomnia)
. Anxiety disorder (difficulty in initiating sleep @uto worrying
thoughts).

Social causes

. Financial loss
. Separation or divorce
. Death of spouse or close relative
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o Retirement
o Stressful life situations

Behavioural causes

. Naps during the day

. Irregular sleeping hours

. Lack of physical exercise

J Excessive intake of beverage in the evening, efee.

. Disturbing environment (heat, cold, noise).

Treatment

. A thorough medical and psychiatric  assessment,

polysomnography may be needed in some cases.
. Treatment of underlying physical or psychiatricodders.
J Withdrawal of current medications, if any.
J Transient insomnia can be treated initially witlphgtics.

Non-drug treatment for insomnia

Progressive relaxation

Autosuggestion

Meditation, yoga.

Stimulus control therapy: do not use the bed fadireg or
chatting — go to bed for sleep only.

Sleep hygiene

. Regular daily physical exercise in the evening

. Avoid fluid intake and heavy meals just before lnadt

. Avoid caffeine intake (e.g. tea, coffee cola drinkefore
sleeping hours.

. Avoid reading or watching television while in bed.

J Back rubs, warm milk and relaxation exercises.

. Sleep in a comfortable environment.

3.3.2 Hypersomnia

Hypersomnia is known as Disorder of Excessive Sdemue (DOES).
It includes excessive daytime sleepiness, slegelkatduring daytime,
sleep drunkenness (the person needs much moretdgiraeaken, and
during this period he is confused or disoriented).

246



PHS 505 MODULE 6

Causes

Narcolepsy — excessive daytime sleepiness chaisetddoy:

. Sleep attacks

. Cataplexy: sudden decreased or loss of (sleepys@paimuscle
tone, often generalised and may lead on to sleep.

. Sleep paralysis: occurs either at awakening in thaning or
atsleep onset. The person is conscious but ut@bieve his
body.

. Hypnagogic hallucinations

. Sleep apnea: Repeated episodes of apnea duripy slee

. Kleine-Levin syndrome: periodic episodes of hyperaa.

3.4 Disorder of Sleep-Wake Schedule

The person with this disorder is not able to sledn he wishes to,
although at other times he is able to sleep adetuat

Causes

. Work shifts
. Unusual sleep phases.

Parasomnias
In this, the person frequently wakes during sleep.
Stage IV: Sleep disorders

Sleepwalking (Somnambulism)
Night terrors

Sleep-related enuresis
Bruxism (tooth-grinding)

Sleep talking (somniloquy).

Other sleep disorders

Nocturnal angina
Nocturnal asthma
Nocturnal seizures

[ ]
[ ]
[ ]
. Sleep paralysis.
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3.5 General Management of Client with Psychophysiologal
Disorders

a. Medical care
b. Medical treatment

A. Medical Care
i. Emotional Care

The community health practitioner must fully undansl and accept the
fact that this person is physically ill and thag Bymptoms may reach life-
threatening proportions. The health practitionerstmuot indicatethe
attitude that the patient will get over his probteifrhe merely exerts more
control over his emotions. During the acute episodé his illness,
meeting the physical needs of the patient is ahary importance, even
if in so doing the health practitioner is suppagtaysfunctional emotional
adaptation.

The basic emotional needs of patients with psyaioéd disorders and
physical disorders are the same. To differentiatevben them would be
artificial and unrealistic. Therefore, understamgdthe fact that patients
with psychosomatic disorder have both psychologiaatl physical
disorders, their problems should be well understoutiadequate nursing
care given. The community health practitioner stloglate positively
with the patient and should, therefore, supportghtent emotionally
and make herself available at the needs or expeasadf the patient.

The community health practitioner should develogvaam, accepting
atmosphere in the ward — which is one of the madjwrapeutic
contributions of the nurse. The community healtacfitioner cares for
the physical and psychological problems.

i. Physical Care

Most physical illness, regardless of cause, presargotential threat to
the person’s perception of himself as an indepenagult. In the case of
persons with psychophysiological disorder, thererofare underlying
conflicts between dependency and independence jnaedlshe imposed
dependence that results from the illness may sétawd high degree of
anxiety in the patient.

In such instances, the nurse can be helpful ihsbets the patient’s needs
for dependence in an indirect way while simultarsbpacknowledging
his status as a responsible adult. An example df an
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intervention is the nurse who wisely addressesctieat with a peptic
ulcer as Mr. Smith instead of Michael.

Good personal hygiene should be ensured. Give @yugage the patient
to bathe, change bed linens when necessary ancttodet adequately.
All these make the patient clean and he is psydicédly relieved and

happy.

iii. Communication

Since a patient’s problem is both physical and pshagical, there is no
more important task for the community health ptamter than listening
to the patient in a positive, dynamic emphatic watyout at the same
time giving advice, stating opinions or making sesfgons. Thus, the
nurse by listening to the patient is able to calledot of information
related to the patient’s illness and this helpsdpgroach to the care of
the patient.

The community health practitioner has many oppatiesito engage in
conversation with the hospitalised patient. She banof emotional
assistance to him if she encourages him to tallatdfis feelings. It must
be understood, however, that many of the patiée¢lsngs are acceptable
to him and therefore acceptance of him and hisnigelbythe nurse is
of primary importance. As in communicating with acient, the
community health practitioner is most helpful wistre is accepting and
non-judgemental.

V. Control of Anxiety

The patient suffering from a psychophysiologicaodder can be helped
to feel in control of his situation by adequate lerptions of what he
can expect to experience during diagnostic andnirerat procedures.
Some patients however become increasingly anxfdhey are given too
much information, and their dependence needs atenet bytrusting in
the judgement of their physician and nurse. Theeethe amount and
nature of information offered to the patient shoue primarily
determined by an assessment of his anxiety leveta@dly, the patient’s
guestions would be answered, but the degree obedtibn necessary
should be gauged by his response to the answerridian by the health
practitioner’s need to engage in health teaching.

V. Diet
The patient’s food should be attractively served sHould be encouraged
totake his food; but where need be — to be hdjydtie nurse. Good food

improves patient’s condition physically and physgitally.
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vi. Provision of Activity

As the patient’s condition improves, he should beoaraged to engage
in indoor and outdoor games. This relieves boredampyoves patients
physical and mental capabilities, and ensures haymwonfidence and
understanding between the staff and patient.

Such indoor games like — draft, “Ayo”, “ Ludo” aditdoor games like
footballing, Lawn-Tennis etc. are adequate for gjugpose. The patient
could also engage in occupational therapies.

B. Medical Treatment

1. Psychotherapy: Psychotherapy is still the customaay of
treating these disorders. Irrespective of the thista philosophic
orientation, the relationship with the therapisinidividual therapy
is anxiety-reducing and effective when the therdegls with the
conflict producing the anxiety. The therapist catphthe patient
delineate specific alternatives to unproductiveamful ways of
dealing with problems. In some cases psychoanaby$isipful.

2. Drug: Other drugs — Antipsychotic agents and barates have
many side effects.
I. Sedatives are effective in reducing anxiety.
- Benzodiozepines are the sedatives of choice stcases
(e.g. Chlordiazepoxide = Librium, 5 — 30mg/d
orally.
il. Tricycline and new cyclic antidepressants, as wasl
monoamine oxidase inhibitors, have been quite &¥iem
the treatment of panic attacks (e.g. imipramnie; 75
150mg/day. Orally) but less so in blocking phobioidant
behaviour.

3. Rehabilitation: Working with the patient’s familg hecessary to

aid them in understanding the complexity of hisalis and its
treatment.

SELF-ASSESSMENT EXERCISE

I. Describe the concept of psychophysiological madrotic disorders.
. Explain sleep disorders and their management.
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4.0 CONCLUSION

Treatment of psychosomatic disorders from the payib viewpoint is
challenging. Organic disease, when psychogenicalltermined,
constitutes one of the most rigid character defen©&en, patients do not
show demonstrable anxiety. When anxiety is presem frequently
associated in the patients’ minds with concern albeir physical
condition.

5.0 SUMMARY

This unit is very insightful as the previous onleghis unit, we have gone
through psychophysiological/psychosomatic disordeeging disorders
and sleep disorders.

6.0 TUTOR-MARKED ASSIGNMENT

Discuss seven classical psychosomatic illnesses.
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