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1.0 Introduction

This course focuses on the study of mental heaith @sychiatric as an
aspect of community health and it is designed tlorafstudents the
opportunity of applying the community health knogde to the care of their
patients in any type of setting. It is also destyihe help students develop
such skills as are required of professionals talleamterpersonal and group

problems.

It is believed that primary groups are essentightowelfare of individuals
thus attention is paid to the role of the familytlie care of the sick. Because
the three aspects of health care (preventive, igarand rehabilitative) are
complementary, students will have opportunity tatipgpate in rendering

the three aspects to their clients/patients.



Psychiatry is a branch of medical science whichsdedth the study and

treatment of mental diseases. It deals with thedpemotions and behaviour
of man scientifically; the least understood aspeaxftshe human/animal.

Psychiatry, also known as psychological medicis¢hé branch of medicine
which deals with the diagnosis, treatment and priee of mental illnesses.
Psychiatric illness is characterized by a breakdowtihe normal pattern of
thought, emotion and behaviour. Psychiatric symgtgmmoblems and illness
of all kinds are extremely common throughout lifei community health

Is a specialized branch of community health in Whize community health
practitioners utilizes her own personality, herowiedge of psychiatric

theory and the available environment to effect dpeutic changes in her
patients’ thoughts, feelings and behaviour. Herlitgbto effect these

changes varies according to her experience andagdoc The therapeutic
role of the community health psychiatric officenoat be described only in
terms of attitudes, feelings, relationship and wsid@ding. What the nurse
brings as a person to the treatment situation iectly related to her

therapeutic effectiveness.

Psychiatry is concerned with the promotion of mehgalth, prevention of
mental disorder and the community health care tép&s who suffer from

mental disorder. Thus, community health psychi&rhe process whereby
the community health practitioners assists persass,jndividuals or in

groups, in developing a more positive self-conceptmore harmonious
pattern of interpersonal relationships and a ma@dyxtive role in the

society.

2.0 What you will learn in this course

The overall aim of CHS 212: Community Mental Hea# to enable you
have a foreknowledge on the following: Functionsyé¢hiatric Disorders
such as Schizophrenia, Mood Disorders, Psychonesy@rganic
Disorders, Substance Abuse, Alcoholism, Epilepswrapeutic Modalities
in Psychiatry, Crisis Intervention, Community Mdritealth, Legal Aspects
of Mental Health, History Taking of Psychiatric ats, Electro-
Convulsive Therapy, Occupational and Recreatiohardpies,
Rehabilitation and Psychiatric Pharmacology.

These blocks of knowledge are important as a sbecbmmunity health
practitioners in order to meet the changing neédiseoprofession. You will



be given sufficient ground to achieve this, whitlowldd provide you with
the necessary basis for further study.

3.0 Course aims

The aim of this course can be achieved by adequegponse to the
following questions:

- Describe various functional psychiatric disorders

- explain the concept of schizophrenia.

- outline the types of mood disorders.

- discuss the psychoneuroses

- describe organic psychiatric disorders.

- outline the substances commonly abused.

- explain the concept of alcoholism.

- introduce you to the meaning and managementitepsy.

- discuss various therapeautic modalities in pstohi

- explain the concept of crisis intervention.

- describe community mental health.

- discuss the legal aspects of mental health.

- explain how history taking of psychiatric patiemg carried out.
- describe Electro-convulsive therapy.

- discuss occupational and recreational therapy.

- explain the concept of rehabilitation.

- outline the various drugs used in psychiatry.

4.0 Course objectives

To achieve the aims set out in this course, thezeoaerall objectives that
must be used. Each unit also has specific objectgecontained in the Units
as the beginning of each unit, you need to reanh tbarefully and you can
always refer to them in the course of your readando a self evaluation in
order to be sure that you have done what was medjoif you as a learner by
the unit.

Here are wider objectives of the course as by megdtiese objectives you
should have achieved the aims of the course aiewh

On successful completion of the course, you shbeldble to:

- define the concept of functional psychiatric dos.

- describe schizophrenia.

- list the types of mood disorders.

- explain what psychoneurosis is.

- describe organic psychiatric disorders.



- enumerate the substance abuses.

- define alcoholism

- explain the meaning and management of epilepsy.
- describe various therapeutic modalities in psaicii

- discuss legal aspects of mental health.

- explain what crisis intervention is.

- describe history taking of psychiatric patients.

- define electroconvulsive therapy.

- explain occupational and recreational therapies.

- list some drugs used in psychiatry.

5.0 Working through this course

In order to successfully complete this course ymuraquired to read the
study units, read reference books and other métepeovided by the
university. Each unit also contains Tutor Markedigrsments which would
be of tremendous assistance to you.

6.0 Course materials

Major components of the course are:
- Course Guide

- Study Units

- References/ Further Readings

7.0 Study units

The study units in this course are as follows:

Unit 1: Functional Psychiatric Disorders | — Sclhcenia

Unit 2: Functional Psychiatric Disorder Il — MoodsDrders
Unit 3: Psychoneuroses

Unit 4: Organic Mental Disorders

Unit 5: Drug Abuse and Drug Addiction

Unit 6: Alcoholism

Unit 7: Epilepsy

Unit 8: Therapeautic Modalities in Psychiatry | (Satic)

Unit 9: Therapeautic Modalities in Psychiatry Isgehological)
Unit 10: Therapeautic Modalities in Psychiatry(lTherapeautic milleu)
Unit 11: Crisis Intervention

Unit 12: Community Mental Health

Unit 13: Legal Aspects of Mental Health

Unit 14: Methods of Assessment in Psychiatry

Unit 15: Electro - Convulsive Therapy (E. C. T)



Unit 16: Rehabilitation
Unit 17: Behavioural Syndromes

8.0 Assessment

There are two aspects of the assessment of thesecokirstly, the tutor
marked assessment and secondly, there will beteemwexamination (final).

In dealing with the assignments, you are expectedpply information,

knowledge and strategies gathered during the codrse tutor marked
assignments are expected to be submitted to yody sentre in accordance
with the directives of the university.

9.0 Tutor marked assignment
Each unit has tutor marked assignment questiotieand of the units.

10.0 Summary

CHS 212 is a community mental health course anah @oempletion of this
course, you will be equipped with required knowlkead meeting the needs
of your mentally disordered clients/patients andif@s. You will be able to
answer these questions:

- define the concept of functional psychiatric doks.

- describe schizophrenia.

- list the types of mood disorders.

- explain what psychoneurosis is.

- describe organic psychiatric disorders.

- enumerate the substance abuses.

- define alcoholism

- explain the meaning and management of epilepsy.

- describe various therapeautic modalities in psyoh

- discuss legal aspects of mental health.

- explain what crisis intervention is.

- describe history taking of psychiatric patients.

- define electroconvulsive therapy.

- explain occupational and recreational therapies.

- list some drugs used in psychiatry.
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Introduction
This unit is on Functional Psychiatric Disorderde&tive | and it is

based on schizophrenia. Schizophrenia is a majaortahéisorder which
affects the mood.

2.0

3.0

Objectives

At the end of this unit, you should be able to:
define schizophrenia

enumerate the predisposing factors to schizodaren
list the signs and symptoms

describe the types

explain the management.

Schizophrenia
The word “Schizophrenia” was coined in 1908 by tBeviss

psychiatrist Eugen Bleuler. It is derived from Beeek wordsskhizo (split)
andphren (mind).
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In ICD10, schizophrenia is classified under theec62.

3.1 Definition

Schizophrenia is a psychotic condition characeeriay a disturbance
in thinking, emotions, volitions and faculties ihet presence of clear
consciousness, which usually leads to social wativat.

3.2 Epidemiology

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

About three to four per 1000 in every community feuffrom
schizophrenia. About one percent of the generaliladipn stands the risk of
developing this disease in their lifetime.

Schizophrenia is equally prevalent in men and wariibe peak ages
of onset are 15 to 25 years for men and 25 to aksyfler women.

About two-thirds of cases are in the age groupsafol30 years.
The disease is more common in lower socio-econgnaigps.

3.3 Etiology
The cause of schizophrenia is still uncertain. &awh the factors
involved may be:

3.3.1 Genetic Factors
The disease is more common among people bornrdaoguineous

marriages. Studies show that relatives of schizapbs have a much higher
probability of developing the disease than the gmnpopulation. The
prevalence rate among family members of schizoptseas as follows:

» Children with one schizophrenic parent: 12%

* Children with both schizophrenic parents: 40%

» Siblings of schizophrenic patient: 8%

» Second-degree relatives: 5-6%

» Dizygotic twins of schizophrenic patients: 12%

* Monozygotic twins of schizophrenic patients: 47%
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3.3.2 Biochemical Factors

Dopamine hypotheses: This theory suggests thatxaess of dopamine-
dependent neuronal activity in the brain may caasézophrenia.

Other biochemical hypotheses: Various other biocbals have been
implicated in the predisposition to schizophrenidhese include
abnormalities in the neurotransmitters:- norepime@h serotonin,
acetylcholine and gamma-aminobutyric acid (GABA)d aneuroregulators
such as prostaglandins and endorphins.

3.3.3 Psychological Factors

Family relationship act as major influence in tevelopment of the
iliness:
Mother-child relationship: Early theorists charaied the mothers of
schizophrenics as cold, over-protective and donninggethus retarding the
ego development of the child.
Dysfunctional family system: Hostility between pai® can lead to a
schizophrenic daughter (marital skew and schism).
Double-bind communication (Bateson et al, 1956yeR& convey two or
more conflicting and incompatible messages at dineestime.

3.3.4 Social Factors

Studies have shown that schizophrenia is moreapgat/in areas of
high social mobility and disorganization, espegialinong members of very
low social classes. Stressful life events also maetipitate the disease in
predisposed individuals.

3.4 Schneider’s First-Rank Symptoms of Schizophrenia ([ERS)

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

* Hearing one’s thoughts spoken aloud (audible thtugn thought
echo).

» Hallucinatory voices in the form of statement aeg@ly (the patient
hears voices discussing him in the third person).

» Hallucinatory voices in the form of a running cormtagy (voices
commenting on one’s action).

* Thought withdrawal (thoughts cease and subjectreeqpees them as
removed by an external force).
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3.5

Thought insertion (subject experiences thoughtsosed by some
external force on his passive mind).

Thought broadcasting (subject experiences that thasights are
escaping the confines of his self and are beingmspced by others
around).

Delusional perception (normal perception has agpeihand illogical
meaning).

Somatic passivity (bodily sensations especiallysegnsymptoms are
experienced as imposed on body by some exterred)or

Made volition or acts (one’s own acts are expeeenas being under
the control of some external force, the subjeabdpéike a robot).
Made impulses (the subject experiences impulségiag imposed by
some external force).

Made feelings or affect (the subject experiencesirfgs as being
imposed by some external force).

Clinical Features
The predominant clinical features Iin acute schwxepia are

delusions, hallucinations and interference witmking. Features of this
kind are often called positive symptoms or psychtgatures while most of
the patients recover from the acute illness, sonogrpss to the chronic
phase, during which time the main features areca¥e flattening or
blunting, avolition-apathy (lack of initiative), tahtional impairment,
anhedonia (inability to experience pleasure), adibgi alogia (lack of
speech output). These are called as negative symptOnce the chronic
syndrome is established, few patients recover cetaigl

The signs and symptoms commonly encountered imzgahrenic

patients may be grouped as follows:

3.5.1 Thought and Speech Disorders

Autistic thinking (preoccupations totally removiray person from
reality).

Loosening of associations (a pattern of spontanspasch in which
the things said in juxtaposition lack a meaningtlationship with
each other).

Thought blocking (a sudden interruption in the daiuprocess).
Neologism (a word newly coined, or an everyday wasegd in a
special way, not readily understood by others).

13



» Poverty of speech (decreased speech production).

» Poverty of ideation (speech amount is adequatectwitient conveys
little information).

» Echolalia (repetition or echo by patient of the #@rmwor phrases of
examiner).

» Perseveration (persistent repetition of words @ntbs beyond the
point of relevance).

* Verbigeration (senseless repetition of some wordgsheases over and
over again).

* Delusions of various kinds i.e. delusions of pensiea (being
persecuted against); delusions of grandeur (bdleft one is
especially very powerful, rich, born with a speanission in life);
delusions of reference (being referred to by odhedelusions of
control (being controlled by an external force)nstic delusions.

e Other thought disorders are over inclusion (tending include
irrelevant items in speech), impaired abstractioomcreteness and
ambivalence.

3.5.2 Disorders of Perception
» Auditory hallucinations (described under SFRS).
* Visual hallucinations may sometimes occur alonghwauditory
hallucinations; tactile, gustatory and olfactorypayg are far less
common.

3.5.3 Disorders of Affect

These include apathy, emotional blunting, emotiostzallowness,
anhedonia and inappropriate emotional responses. ifidapacity of the
patient to establish emotional contact leads td lat rapport with the
examiner.

3.5.4 Disorders of Motor Behaviour

There can be either an increase or a decreas/am@motor activity.
Mannerisms, grimacing stereotypes, decreased aedf-and po-grooming
are common features.

3.5.5 Other Features
» Decreased functioning in work, social relations aself-care, as
compared to earlier life.
* Loss of ego boundaries.
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Loss of insight.

Poor judgment.

Suicide can occur due to the presence of associdégiession,
command hallucination, impulsive behaviour, or netaf insight that
causes the patient to comprehend the devastatingenaf the illness
and take his life.

There is usually no disturbance of consciousnesgntation,
attention, memory and intelligence.

There is no underlying organic cause.

Clinical Types

Schizophrenia can be classified into the followsodptypes:
Paranoid

Hebephrenic (disorganized)

Catatonic

Residual

Undifferentiated

Simple

Post- schizophrenic depression

3.6.1 Paranoid Schizophrenia

The word ‘paranoid’ means ‘delusional’. Paranatiisophrenia is at

present the most common form of schizophrenias ttharacterized by the
following features (in addition to the general teat already described).

Delusions of persecution: In persecutory delusiomslividuals
believe that they are being malevolently treated some way.
Frequent themes include being conspired againsited, spied upon,
followed, poisoned or drugged, maliciously malignhé@rassed or
obstructed in the pursuit of long-term goals.

Delusions of jealousy: The content of jealous dehscentres around
the theme that the person’s sexual partner is tinfifdi The idea is
held on inadequate grounds and is unaffected mynatjudgment.
Delusions of grandiosity: Individuals with grandtodelusions have
irrational ideas regarding their own worth, talekhowledge or
power. They may believe that they have a speclatioaship with
famous persons, or grandiose delusions of a relégi@ature may lead
to assumption of the identity of a great religiteesder.
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» Hallucinatory voices that threaten or command #ugept, or auditory
hallucinations without verbal form, such as whigjli humming and
laughing.

» Other features include disturbance of affect (thoaffective blunting
Is less than in other forms of schizophrenia), tial, speech and
motor behaviour.

Paranoid schizophrenia has a good prognosis iftedeaearly.
Personality deterioration is minimal and most oked#h patients are
productive and can lead a normal life.

3.6.2 Hebephrenic (disorganized) Schizophrenia

It has an early and insidious onset and is oftesp@ated with poor
premorbid personality. The essential features oelunarked thought
disorder, incoherence, severe loosening of assmagatnd extreme social
impairment. Delusions and hallucinations are fragiae and changeable.
Other oddities of behaviour include senseless wmigglmirror-gazing,
grimacing, mannerisms and so on. The course isnahiend progressively
downhill without significant remissions. Recovenassically never occurs
and it has one of the worst prognoses among aiubgypes.

3.6.3 Catatonic Schizophrenia

Catatonic (Cata-disturbed) schizophrenia is charaed by marked
disturbance of motor behaviour. This may take trenfof catatonic stupor,
catatonic excitement and catatonia alternating eetwexcitement and
stupor.

Clinical features of excited catatonia:
* Increase in psychomotor activity (ranging from leestness, agitation,
excitement, aggressiveness to at times violentwbehg.
* Increase in speech production.
» Loosening of associations and frank incoherence.

Sometimes excitement becomes very severe and sngamied by
rigidity, hyperthermia and dehydration and can Itesu death. It is then
known as acute lethal catatonia or pernicious catat
Clinical features of retarded catatonia (catatstugor):

» Mutism: Absence of speech.
* Rigidity: Maintenance of rigid posture against ef$ao be moved.
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* Negativism: A motiveless resistance to all commaana$ attempts to
be moved, or doing just the opposite.

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

» Stupor: Does not react to his surroundings andapg@e be unaware
of them.

» Echolalia: Repetition or mimicking of phrases ord®heard.

» Echopraxia: Repetition or mimicking of actions alveel.

» Waxy flexibility: Parts of body can be placed insfimns that will be
maintained for long periods of time, even if vermcamfortable
(flexible like wax).

» Ambitendency: A conflict to do or not to do, e.qu asking to put out
tongue, it is slightly protruded but taken backiaga

» Automatic obedience: Obeys every command thoudhalsdirst been
told not to do so.

3.6.4 Residual Schizophrenia

Symptoms of residual schizophrenia include ematioblunting,
eccentric behaviour, illogical thinking, social drawal and loosening of
associations. This category should be used whee thes been at least one
episode of schizophrenia in the past but withoutnpnent psychotic
symptoms at present.

3.6.5 Undifferentiated Schizophrenia
This category is diagnosed either when featurescofubtype are
fully present or features of more than one subgngeexhibited.

3.6.6 Simple Schizophrenia

It is characterized by an early and insidious grnm®gressive course,
presence of characteristic negative symptoms, valgyeochondriacal
features, wandering tendency, self-absorbed idéeard aimless activity. It
differs from residual schizophrenia in that theever has been an episode
with all the typical psychotic symptoms. The progjisas very poor.

3.6.7 Post-schizophrenic Depression

Depressive features develop in the presence afluasor active
features of schizophrenia and are associated withnareased risk of
suicide.
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3.7 Course and Prognosis

The classic course is one of exacerbations anégsans. In general,
schizophrenia has been described as the mostiogpgrhd devastating of all
psychiatric illnesses. Several studies have founad over the 5-10 years
period after the first psychiatric hospitalizatifom schizophrenia, only about
10 to 20 percent of patients can be described @mdia good outcome.
More than 50 percent of patients have a poor outcowith repeated

hospitalizations.

Prognostic Factors in Schizophrenia

Good prognostic factors

Poor prognostic factors

Abrupt or acute onset

Insidious onset

Later onset

Younger onset

Presence of precipitating factor

Absence ofipreting factor

Good premorbid personality

Poor premorbid peabtyn

Paranoid and catatonic subtypes

Simple, undifteated subtypes

Short duration: (<6 months)

Long duration:(>2nm

Predominance of positive symptoms

Predominahoegative symptoms

Family history of mood disorders

Family histofyschizophrenia

© NSO~ WN

. Good social support

Poor social support

10. Female sex

Male sex

11. Married

Single, divorced or widowed

12. Out-patient treatment

Institutionalization

3.8 Treatment
3.8.1 Pharmacotherapy

An acute episode of schizophrenia typically resisoto treatment
with classic antipsychotic agents, which are mdfgicave in 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

3.8.2 Electroconvulsive Therapy (ECT)

Indications for ECT in schizophrenia include:

» Catatonic stupor
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» Uncontrolled catatonic excitement

» Severe side-effects with drugs

» Schizophrenia refractory to all other forms of tneant
Usually 8-12 ECTs are needed

3.8.3 Psychological Therapies

Group therapy: The social interaction, sense okesnfeness, identification
and reality testing achieved within the group segtthave proven to be
highly therapeutic for these individuals.

Behaviour therapy: Behaviour therapy is usefuleducing the frequency of
bizarre, disturbing and deviant behaviour and iasirey appropriate
behaviours.

Social skills training: Social skills training addises behaviours such as
poor eye contact, odd facial expressions and ldcgpontaneity in social
situations through the use of videotapes, role iptayand homework
assignments.

Cognitive therapy: Used to improve cognitive distors like reducing
distractibility and correcting judgment.

Family therapy: Family therapy typically consistk a brief program of
family education about schizophrenia. It has beemd that relapse rates of
schizophrenia are higher in families with high egsed emotions (EE),
where significant others make critical commentgress hostility or show
emotional over-involvement. The significant othare, therefore, taught to
decrease expectations and family tensions, apam foeing given social
skills training to enhance communication and probs®lving.

3.8.4 Psychosocial Rehabilitation

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

3.9 Management

Assessment

Assessment of the schizophrenic patient may benaplex process,
based on information gathered from a number of casurSchizophrenic
patients in an acute episode of the illness ardoselable to make a
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significant contribution to their history. Data mhg obtained from family
members if possible, old records if available, ronf other individuals who
are in a position to report on the progressiorhefgatient’s behaviour.

Nursing Diagnosis |

Alteration in thought processes related to ingbitio trust, panic
anxiety, evidenced by delusional thinking, inailib concentrate, impaired

volition, extreme suspiciousness of

Objective: Patient will eliminate patterns of detmal thinking and

demonstrate trust in others.

others.

Intervention:
Interventions Rationale
(a) Convey acceptance of th&he client must understand that y

patient’s need for the false belief,
that you do not share the belief.

yalo not view the idea as real.

(b) Do not argue or deny the belief

Arguing or degyserves no useft
purpose as delusional ideas are
eliminated by this approach; furthe

this may adversely affect tf
development of a trustin
relationship.

(c) Reinforce and focus on realit
Discourage long discussions ab
the irrational thinking. Instead tal
about real events and real people.

yDiscussions that focus on the fa
biteas are purposeless and useless
knay even aggravate the condition.

(d) If the client is highly suspiciou
the following interventions ma
help:

e 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, whispering ¢
talking quietly where the clier

S,
y
abo promote trust
ep

gdo prevent the client from feelin
threatened

prdo-
it

can see but cannot hear Whﬂt IS
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2

0

ou

not

2r,

e
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being said; -do-

* avoid competitive activities;

use assertive, matter-of-fact

yet friendly approach

Diagnosis Il

Sensory-perceptual alteration: Auditory/visual,atetl to panic anxiety,
withdrawal into self, evidenced by inappropriatesp@nses, disordered
thought process, poor concentration and disoriemat

Objective: Patient will be able to define and testlity, eliminating the

occurrence of hallucinations.
Intervention:

Interventions

Rationale

(a) Observe the client for signs |dtarly intervention may prevent

hallucinations (listening poseaggressive response to command

laughing or talking to self, stoppindpallucinations.

in mid-sentence).

(b) Avoid touching the client withoutThe client may perceive touch j@as

warning. threatening may respond in @an
aggressive manner.

(c) An attitude of acceptance wilThis is important to prevent possih
encourage the patient to share [thgury to the patient or others from
consent of the hallucination witttcommand hallucinations.

you.

e

(d) Do not reinforce theThe client should know that you do
hallucinations. Use “the voiceshot share the false perception.

instead of words like “they” that
imply validation. Say “Even though
realize the voices are real to you,
don’t hear any voices speaking”.

(e) Help the client understand thé the client can learn to interrupt
connection between anxiety andsing anxiety, hallucinations may be
hallucinations. prevented.

() Try to distract the client awayThis is to bring the client back to
from the hallucinations and involveeality.
him in interpersonal activities and

actual situations.
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Diagnosis IlI

Social isolation related to inability to trust, pananxiety, delusional

thinking, evidenced by withdrawal, sad, dull affgmteoccupation with own

thoughts, expression of feelings of rejection ohaness imposed by others.
Objective: Patient will voluntarily spend time witither patients and staff
members in group activities on the unit.

Intervention:

Interventions Rationale

h

—t

(a) Convey an accepting attitude byhis increases feelings of self-wor
making brief, frequent contactsand facilitates trust.
Show unconditional positive regard.

(b) Offer to be with the client duringThe presence of a trusted individual
group activities that he findprovides emotional security for the
frightening or difficult. Involve the client.
client gradually in different activities
on the unit.

(c) Give recognition and positivdPositive reinforcement enhances self-
reinforcement for the client'sesteem and encourages repetition of
voluntary interaction with others. | acceptable behaviour.

Diagnosis IV
Potential for violence, self-directed or directécbthers, related to extreme
suspiciousness, panic anxiety, catatonic excitemeage reactions,
command hallucinations, evidenced by physical viode destruction of
objects in the environment, self-destructive bebavior active aggressive
suicidal acts.

Objectives: Patient will not harm self or others.
Intervention:

Intervention Rationale

(a) Maintain low level of stimuli in Anxiety level rises in a stimulating
the client's environment (lowenvironment and may trigger off
lighting, low noise, few peopleaggression.
simple decoration, etc).

(b) Observe client's behaviouClose observation is necessary | so
frequently. that intervention can occur |if
required, to ensure client's and
other’s safety.
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Do this while carrying out routin
activities.

the individual.

elo avoid creating suspiciousness| i

(c) Remove all dangerous obje
from the client’'s environment.

cilBo prevent the client from usin
them to harm self or others in
agitated, confused state.

AN

(d) Redirect violent behaviour wit
physical outlets for the anxiety.

HPhysical exercise is a safe 4
effective way of relieving pent-u
tension.

nd
P

(e) Staff should maintain a cal
attitude towards the client.

M\nxiety is contagious and can
transmitted from staff to client.

be

() Have sufficient staff available t
indicate a show of strength to t
client if it becomes necessary.

orhis shows the client evidence
heontrol over the situation an
provides some physical security f{
the staff.

of
1d
or

(g) Administer tranquilizers @
prescribed. Use of mechanig
restraints may become necessary
some cases.

df the client is not calmed by “talkin
r@lown” or the use of medication
/ restraints may have to be used g
last resort.

g
S,
S a

Diagnosis V

Impaired verbal communication related to panic etyxi disordered,
unrealistic thinking, evidenced by loosening of casations, echolalia,

verbalizations that reflect concrete

Objective: Patient will
comprehensible by the time of disc
Intervention:

thinking andmpeye contact.

harge.

be able to communicate appiately and

Interventions

Rationale

(@) Attempt to decod
incomprehensible  communicatic
pattern.  Seek validation ar
clarification by stating “Is it wha
you mean...?” or “l don’t understar
what you mean by that. Would yz¢

please clarify it for me?”

ppatient is being perceived by othe
wevhile  the responsibility for nd
tunderstanding is accepted by |
churse.
DU

(b) Facilitate trust and understandi
by maintaining staff assignments
consistently as possible. T

techniqgues of VERBALIZING THE

nphis approach conveys empathy &
acourages the client to disclg
npainful issues.

2

3

eThese technigues reveal how t

he

—

the

and
se




IMPLIED is used with the client wh

Is mute (either unable or unwilling to
speak). For example, “That must
have been a very difficult time for

you when your mother left. Y
must have felt all alone”.

u

(c) Anticipate and fulfill client's
needs until functiona
communication pattern returns.

Self-care ability may be impaired
lIsome patients who may ne
assistance initially.

Diagnosis VI

in
ed

Self-care deficit related to withdrawal, panic atyj perceptual or cognitive
impairment, evidenced by difficulty in carrying otasks associated with
hygiene, dressing, grooming, eating and toileting.
Objective: Patient will demonstrate ability to meself-care needs

independently.

Intervention:

Interventions Rationale

(a) Provide assistance with self-caRatient safety and comfort are
needs as required. Some patiemtsrsing priorities.

who are severely withdrawn may

require total care.

(b) Encourage client to perfornindependent accomplishment and

independently as many activities
possible. Provide positiv
reinforcement  for  independe
accomplishments.

asinforcement enhance self-este
eand promote repetition of desirak
nbehaviour.

(c) Creative approaches may neec
be used with the client who is n
eating because he is suspicious
being poisoned (e.g. allow client
open own canned or packaged fog
etc). If elimination needs are n
being met, establish structur
schedule to help the client fulf
these needs until he is able to do

] To ensure that self-care needs
anet.

of

to

ds,

ot

ed

Il
SO

em
e

are

independently.
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Diagnosis VII

Ineffective family coping related to highly ambigat family relationships,
impaired family communication, evidenced by nedldatare of the client,
extreme denial or prolonged over-concern regartisginess.

Objective: Family will identify more adaptive copirstrategies for dealing

with patient’s illness and treatment
Intervention:

Intervention

(a) ldentify role of the client in th
family and how it is affected by h
illness. ldentify the level of family
functioning. Assess communicati
patterns, interpersonal relationsh
between the members, problg
solving skills and availability o
support systems.

regimen.

Rationale
elhese factors will help to identify
$iow successful the family is |n

ydealing with stressful situations a

pareas where assistance is required.

ps
2m
f

(b) Provide information to the fami

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

yKnowledge and understanding abt
avhat to expect may facilitate t
niamily’s  ability to successfully
integrate the schizophrenic patig
into the system.

(c) Practice with family member
how to respond to bizarre behavig

and communication patterns anahat they may consider to be a cri

sA plan of action will assist the famil
o respond adaptively in the face

when the client becomes violent.

situation.

Evaluation
A few questions that may fac

Are hallucinations still eviden
Is the patient able to interact

independently?

3.10

ilitate the procesewaluation can be:

Has the patient established trust with at leastsbai® member?
Is delusional thinking still prevalent?

t?
with others appeiply?

Is the patient able to carry out all activities dhily living

Management of patient who exhibits withdrawn behawur

Dut

2Nt

y
of

SIS

The term withdrawn behaviour is used to describ®ient’s retreat
from relating to the external world. Withdrawn beloar can occur in
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conjunction with a number of mental health problemacluding
schizophrenia, mood disorders and suicidal behaviou

Characteristics of Withdrawn Behaviour Pattern

Withdrawn behaviour pattern may present the pictoffea lonely

individual who does not respond to the environmelet.may walk up

and down talking to himself, or may stand or sittie corner

assuming unusual and most uncomfortable positions.

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

Ambivalence is another characteristic that might d#en in a
withdrawn patient. For example, he may love ane lagperson at the
same time.

Disordered thought process is another feature is patient. The
outward expression of this disorganization can beneaningless
jumble of words/sentences, or making up of new woiiche patient
can also experience sudden thought block. As hatesehis own
world, the world becomes filled with his own praed ideas and
thoughts.

Regression is another process predominant in advain patient.

When it becomes severe, physical needs like shesp, nutrition and
hygiene may be interfered with.

Interventions

In taking care of a withdrawn patient, the nursghnibe faced with

many problems. Communication and interpersonaliosiships are

the biggest difficulties because the withdrawn guatitends to use
symbolized language, or may prefer to rely on nerbal behaviour

completely. Establishing initial contact using calnon-threatening

and consistent approaches is important. It neegssita lot of hard
work and patience from the health practitionershaspatient needs a
long period of testing out before he finally trusts.

Dealing with hallucinations and delusions may bprablem as this
happens in accordance with his own self-createddwénybody who
IS trying to destroy that comfortable world maydsen by the patient
as a threat to him and to his security. Disintegnatn thinking is
what makes the withdrawn patient the worst of threntally ill. As
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this process can go on for a long time before iitasced by others, it
is often very late when it is identified. This makemore difficult for
the health practitioners in her efforts to bring thatient back to
reality. A lot of tact and expert skill is importarand opportunities
should be created for the client to recognize #mdth practitioners as
a safe contact with present reality and to begimespond.

Regression in the patient causes a difficult pcattproblem, as the
patient has to be considered and taken care ofchgdca At the same
time he has to be treated as an adult, fosterm@dhilt characteristics.
Providing sensory stimulation, meeting the cliemlsysiologic and
hygiene needs, and promoting the client's physietivity and
interactions with others are important intervensgion

Certain general principles in working with thesdigrats are: avoid
change of staff, reduce the number of staff whokaavith them and
be available when the patient really needs theenits may perceive
the unavailability of the health practitioners asther disappointment
in his relationship with people in general.

A one-to-one relationship with the patient is cdesed most
beneficial and least anxiety-producing to the puti# is necessary to
encourage reality contact whenever possible andigoourage him
from living in the unreal world. This may be acleevby providing

opportunities for interaction with the real envinoent.

Give the client positive feedback for any respottsgour attempted
interaction or to the external environment. Gralju#@icrease the
amount of time the client spends with others amdnilimber of people
with whom the client interacts.

Active friendliness: As the patient is withdrawn damoes not
approach anybody, the approach has to be made tinemhealth
practitioner’s side and many attempts will havda¢éomade to initiate
any conversation or communication.

Kind firmness: This is another attitude that is e considered

essential. The health practitioners assumes firsmmregxpecting the
patient to behave in certain ways but should exfbecbehaviour in a
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kind manner without being authoritative and demagdishowing
kindness and understanding while listening to thigept, and helping
him handle any difficult situations.

4.0 Conclusion

Sreevani has given us an extensive clinical tygbeshizophrenia that
will guide you in making adequate observation inichl areas when you go
for clinical attachment.

5.0 Summary

You have gone through the meaning of schizophyrepalemiology,
predisposing factors, clinical features, clinicalpds, treatment and
management. It is of no doubt that the unit is@mmcbment of knowledge.

6.0 Tutor Marked Assignment
(1) List and describe the various clinical typesdfizophrenia.
(2) Explain the clinical features of each of thepdg mentioned
above.

7.0 References / Further Readings
Sreevani, R. 2004. A Guide to Mental Health andcRistric Nursing.
New Delhi: Jaypee Brothers Medical Publishers () L

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

Udoh, C. O. 2006. Mental and Social Health IbadBistance
Learning Centre.
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Unit 2: Functional Psychiatric Disorder Il (Mood Disorders)
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1.0 Introduction

This unit will take you through the mood disordarsmajor mental
illness. Mood disorders are characterized by aurbance of mood,
accompanied by a full or partial manic or depressiyndrome, which is not
due to any other physical or mental disorder.

2.0 Objectives
At 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 reactiveedsjon

3.0 Main content
3.1 Mood disorders

Mood disorders are characterized by a disturbantemood,
accompanied by a full or partial manic or depressiyndrome, which is not
due to any other physical or mental disorder.

The prevalence rate of mood disorders is 1.5 peiered it is uniform
throughout the world.

Classification
According to ICD10 (F3) mood disorders are clasdifas follows:
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* 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 unknowHowever,
several theories have been propounded which include

Biological Theories

Genetic hypothesis: Genetic factors are very ingmbrin predisposing an
individual to mood disorders. The lifetime risk fibre first-degree relatives
of patients with bipolar mood disorder is 25 petcamd of normal controls
Is 7 percent. The lifetime risk for the children @fie parent with mood
disorder is 27 percent and of both parents with andisorder is 27 percent
and of both parents with mood disorder is 74 percEme concordance rate
for monozygotic twins is 65 percent and for dizygdwins is 15 percent.
Biochemical theories: A deficiency of norepinepkriand serotonin has
been found in depressed patients and they areteteiramania. Dopamine,
GABA and acetylcholine are also presumably involved

Psychosocial Theories

Psychoanalytic theory: According to Freud (1957%)rdssion results due to
loss of a “loved object” and fixation in the orahdsstic phase of
development. In this model, mania is viewed asraatl®f depression.
Behavioural theory: This theory of depression catsedepressive
phenomena to the experience of uncontrollable svehtcording to this
model, depression is conditioned by repeated laase past.

Cognitive theory: According to this theory depressis due to negative
cognitions which includes:

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 defact cognitive
development and cause the individual to feel inadt®; worthless and
rejected by others.

Sociology theory: Stressful life events, e.g. deatlarriage, financial loss
before the onset of the disease or a relapse gdyobabe a formative effect.

3.1.1 Manic episode

Mania refers to a syndrome in which the centrakdees are over-
activity, mood change (which may be towards elatonirritability) and
self-important ideas.

The lifetime risk of manic episode is about 0.&é&rcent. This
disorder occurs in episodes lasting usually 3 tmdnths, followed by
complete recovery.

Classification of Mania (ICD10)
 Hypomania
* Mania without psychotic symptoms
» Mania with psychotic symptoms
* Manic episode unspecified

Clinical Features
An acute manic episode is characterized by thewatlg features
which should last for at least one week:
Elevated, Expansive or Irritable Mood
Elevated mood in mania has four stages dependirtbeoseverity of manic
episodes:
» Euphoria (Stage 1): Increased sense of psycholbgieli-being and
happiness not in keeping with ongoing events.
» Elation (Stage Il): Moderate elevation of mood withcreased
psychomotor activity.
» Exaltation (Stage lll): Intense elevation of moodhwdelusions of
grandeur.
» Ecstasy (Stage IV): Severe elevation of mood, seesense of rapture
or blissfulness seen in delirious or stuporous mani
Expansive mood is unceasing and unselective emibmsifor
interacting with people and surrounding environment
Sometimes irritable mood may be predominant, eafigcivhen the
person is stopped from doing what he wants.
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There may be rapid, short-lasting shifts from euhto depression
or anger.

Psychomotor Activity

There is an increased psychomotor activity rangfrgm over
activeness and restlessness to manic excitemesmt.p&€lson involves in
ceaseless activity. These activities are goal-tgtkrand based on external
environment cues.
Speech and Thought

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

* Pressure of speech: Speech is forceful, strong diffctult to
interrupt. Uses playful language with punning, rirygn joking and
teasing and speaks loudly.

* Delusions of grandeur.

» Delusions of persecution.

» Distractibility.

Other Features

* Increased sociabilities.

* Impulsive behaviour.

» Disinhibition.

» Hypersexual and promiscuous behaviour.

e Poor judgment.

» High-risk activities (buying sprees, reckless drgyi foolish business
investments, distributing money or articles to umkn persons).

» Dressed up in gaudy and flamboyant clothes althanglevere 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 judgment.

» Absent insight.

Treatment
Pharmacotherapy
e Lithium: 900-2100 mg/day.
» Carbamazepine: 600-1800 mg/day.
» Sodium valproate: 600-2600 mg/day.
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» Other drugs: Clonazepam, calcium channel blocletcs,
Electroconvulsive Therapy (ECT)

ECT can also be used for acute manic excitemenbtifadequately
responding to antipsychotics and lithium.
Psychosocial Treatment

Family and marital therapy is used to decreaseafemtmilial and
interpersonal difficulties and to reduce or modsyressors. The main
purpose is to ensure continuity of treatment aretjadte drug compliance.

Management
Assessment

Assessment of the manic patient should includesassg the severity
of the disorder, forming an opinion about the causssessing the patient’s
resources and judging the effects of patient’s Welia on other people. As
far as possible all relevant data should be cateétom the patient as well
as from his relatives, because the patient mayaheays recognize the
extent of his abnormal behaviour.

Diagnosis |

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

Objective: Patient will not injure self.
Intervention:

Interventions Rationale

(a) Keep environmental stimuli to| &atient is extremely distractible and
minimum; assign single room; limiresponds to even the slightest
interactions with  others; keeptimuli.
lighting and noise level low. Keep
his room and immediate environment
minimally furnished.

(b) Remove hazardous objects afhtionality is impaired and patient
substances, caution the patient wharay harm self inadvertently.
there is possibility of an accident.

(c) Assist patient to engage |ito bring relief from pent-up tensian
activities, such as writing, drawin@gnd dissipate energy.
and other physical exercise.
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(d) Stay with patient as hyperactiv
increases.

tyo offer support and provide feelir
of security.

T

g

Pa

d

(e) Administer medication
prescribed by physician.

ig~or providing rapid relief fron
symptoms of hyperactivity.

Diagnosis Il

High risk for violence, self-directed or directet acihers related to

manic excitement, delusional thinki

ng and hallutionzs.

Objective: Patient will not harm self or others.

Intervention:
Intervention Rationale
(a) Maintain low level of stimuli inTo minimize anxiety and

patient’'s  environment,
unchallenging environment.

provid

esuspiciousness.

(b) Observe patient’s behaviour
least every 15 minutes.

d&arly intervention must be taken
ensure patient’s and others’ safety

(c) Ensure that all sharp object3hese may be used to harm selfi or
glass or mirror items, belts, tiexthers.

matchboxes have been removed from

patient’s environment.

(d) Redirect violent behaviour wittFor relieving pent-up tension and
physical outlet. hostility.

(e) Encourage verbal expression| &br relieving pent-up tension and
feelings. hostility.

() Engage him in some physigaido-

exercises like aerobics.

(g) Maintain and convey a calpfnxiety is contagious and can pe
attitude to the patient. Respopglansmitted from staff to patient.
matter-of-factly to verbal hostility.

Talk to him in low, calm voice, use

clear and direct speech.

(h) Have sufficient staff to indicate|@his conveys control over the
show of strength to patient |iituation and provides physical
necessary. State limitations arskcurity for the staff.

expectations.

() Administer tranquilizing Explaining why the restriction is
medication; if patient refuses, use|ahposed may ensure some control

restraints may be necessary. In s
a case, explain the reason to

ucher his behaviour.
the

3
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patient.

()) Following application of restraint
observe patient every 15 minutes.

sTo ensure that needs for nutritig
hydration and elimination are met.

(k) Remove restraints gradually on
at a time.

CBo minimize potential for injury tc
patient and staff.

O

n,

The following are some guidelines for self-proi@ctwhen handling

an aggressive patient:

Keep a comfortable distance
Be prepared to move, violent
Maintain a clear exit route for

Never see a potentially violent person alone.

away from the pati@mn (ength).
patient can strikesowidenly.
both the staff qradient.

Be sure that the patient has no weapons in hisepsss before
approaching him.

If patient is having a weapon ask him to keep itaotable or floor
rather than fighting with him to take it away.

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

Distract the patient momentarily to remove the vesagthrowing

water in the patient’s face, yelling etc).

Diagnosis IlI

Give prescribed antipsychotic medications.

Altered nutrition, less than body requirementsaterd to refusal or
inability to sit still long enough to eat, evidedceoy weight loss,

amenorrhoea.

Objective: Patient will not exhibit signs and symps of malnutrition.
Intervention:

Interventions Rationale

(@) Provide high-protein, highPatient has difficulty sitting still long

caloric, nutritious finger foods an
drinks that can be consumed ‘on 1
run’.

aénough to eat a meal.
he

(b) Find out patient’'s likes an

dislikes and provide favourite foods.

dro encourage the patient to eat.

D

(c) Provide 6 — 8 glasses of fluids
day. Have juice and snacks on uni
all times.

yéntake of nutrients is required (
[ gular basis to compensate
increased caloric requirements due

DN
for
» to

hyperactivity.

3
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(d) Maintain accurate record
intake, output and calorie cout
Weigh the patient regularly.

oThese are useful data to ass
npatient’s nutritional status.

(e) Supplement diet with vitamirn
and minerals.

19 0 improve nutritional status.

(f) Walk or sit with patient while h
eats.

oTo offer support and to encoura
patient to eat.

Diagnosis IV

ess

ge

Impaired social interaction related to egocenttd narcissistic
behaviour, evidenced by inability to develop satrgf relationships and
manipulation of others for own desires.

Objective: Patient will interact with
Intervention:

others in appropriate manner.

Interventions

Rationale

(@) Recognize that manipulatiy
behaviour helps to decrease feeli
of insecurity by increasing feeling
of power and control.

y&nderstanding the rationale behi

yeicceptance of the individual.

ngwe behaviour may facilitate great

nd
er

(b) Set Ilimits on manipulativ
behaviour. Explain the consequen
if limits are violated. Terms of th
limits must be agreed upon by all ¢
staff who will be working with thé
patient.

eConsequences for violation of limi
canust be consistently administered.
e

he

D
L

ts

(c) Ignore attempts by patient
argue or bargain his way out of t
limit setting.

thack of feedback may decrease th
hieehaviours.

ese

(d) Give positive reinforcement fq
non-manipulative behaviours.

DITO enhance self-esteem and prom
repetition of desirable behaviour.

ote

(e) Discuss conseqguences of patie
behaviour and how attempts ¢
made to attribute them to others.

nPgatient must accept responsibility 1
w@vn behaviour before adaptiy
change can occur.

for
ye

() Help patient identify positive

aspects about self, recogn
accomplishments and feel go
about them.

2As self-esteem increases patient \
Zeel lesser need to manipulate oth
pibr own gratification.

vill
ers
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Diagnosis V

Self-esteem disturbances related to unmet dependaeds, lack of

positive feedback, unrealistic self-e

Xpectations.

Objective: Patient will have realistic expectati@out self.

Interventions:

Interventions Rationale

(a) Ask how client would like to beGrandiosity is thought actually t
addressed. Avoid approaches thagflect low self-esteem.

imply different perception of the

client’s importance.

(b) Explain rationale for requests pianagement approaches sho

staff unit routine etc; strictly adhe

reeinforce patient’s dignity and wort

o

uld

-

to courteous approaches, matteriafnderstanding reasons enhances| co-
fact style and friendly attitudes. operation with regimen.

(c) Encourage verbalization anBroblem solving begins with
identification of feelings related taagreeing on the problem.

issues of chronicity, lack of contrpl

over self, etc.

(d) Offer matter-of-fact feedbacgKkJnrealistic goals will increase
regarding unrealistic plans. Help hirfailures and lower self-esteem even
to set realistic goals for himself. more.

(e) Encourage client to view life afteRole rehearsal is helpful in returning
discharge and identity aspects oypatient to the level of independent
which control is possible. Througliunctioning. When the individual is

role play, practice how he wi
demonstrate that control.

lfunctioning well, sense of sel
esteem is enhanced.

f-

Diagnosis VI

Altered family processes related to euphoric maeodl grandiose
ideas, manipulative behaviour, refusal to accegpaossibility for own

actions.

Objective: The family members will demonstrate ogpability in dealing

with the patient.
Intervention:

Intervention

Rationale

(a) Determine individual situatig
and feelings of individual famil

members like
powerlessness,

guilt,
despair

ange

a

rLiving with a family member havin
ybipolar illness fosters a multitude
rfeelings and problems that can aff

ndterpersonal relationships and m

of

D

ay
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alienation. result in dysfunctional responses jand
family disintegration.

(b) Assess patterns pProvides clues to the degree |of

communication. For example: Ar@roblem being experienced by

feelings expressed freely? W

himdividual family members an

d

makes decisions? What is theoping skills used to handle the
interaction between familycrisis.

members?

(c) Determine patterns of behavigurhese behaviours are typically used
displayed by patient in hiby the manic individual to

relationships  with  others, e.gmanipulate others. The result |is
manipulation of self-esteem oélienation, guilt, ambivalence and
others, limit testing etc. high rates of divorce can occur.

(d) Assess the role of patient in thé&hen the role of an ill person is not
family, like provider etc, and howfilled family disintegration can

the illness affects the roles of otharccur.

members.

(e) Provide information aboutAssists family to understand the
behaviour patterns and expecia@rious aspects of bipolar illness.
course of the illness. This may relieve guilt and promote

family discussions of the problems

and solutions.

Evaluation

In this step, the community health practitionessesses if the goals of
care are achieved. The plan may need to be rewvisatbdified in the light

of this evaluation.

3.1.2 Depressive episode

Depression is a widespread mental health probldectaig many
people. The lifetime risk of depression in malesg it 12 percent and in
females is 20 to 26 percent. Depression occursetagcfrequently in women

as in men.

Classification (ICD10)

Mild depression
Moderate depression
Severe depression

Severe depression with psychotic symptoms
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Clinical Features

The typical depressive episode is characterizedthay following
features, which should last for at least two weaksorder to make a
diagnosis:

Depressed moodSadness of mood or loss of interest and loss aspke in
almost all activities (pervasive sadness), prestmbughout the day
(persistent sadness).

Depressive cognitionsHopelessness (a feeling of ‘no hope in future’ ttue
pessimism), helplessness (the patient feels thathelp is possible),
worthlessness (a feeling of inadequacy and infiylprunreasonable 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 thdeath had come as a
welcome release. These gloomy preoccupations n@ygss to thoughts of
and plans for suicide.

Psychomotor activity: Psychomotor retardation is frequent. The retarded
patient thinks, walks and acts slowly. Slowing ledught is reflected in the
patient’'s speech; questions are often answered afteng delay and in a
monotonous voice. In older patients agitation isncwmn with marked
anxiety, restlessness and feelings of uneasiness.

Psychotic features:Some patients have delusions and hallucinatiores (th
disorder may then be termed as psychotic depréssimse are often mood
congruent i.e. they are related to depressive theand reflect the patient’s
dysphoric mood. For example, nihilistic delusiobgliefs about the non-
existence of some person or thing), delusions df, glelusions of poverty
etc may be present.

Some patients experience delusions and halluoimatthat are not
clearly related to depressive themes (mood incamju for example,
delusion of control. The prognosis then appealsetmuch worse.

Somatic symptoms of depressiorgccording to ICD10 (these are called as

“melancholic features” in DSMIV):
» Significant decrease in appetite or weight.
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Early morning awakening, at least 2 or more how®ie the usual
time of waking up.

Diurnal variation, with depression being worsthe tmorning.
Pervasive lack of interest and lack of reactivitypteasurable 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, Issipdss and
pessimistic ideas and replacing them with new dogniand
behavioural responses.

Supportive psychotherapy: Various techniques argl@med to
support the patient. They are reassurance, veotl|abccupational
therapy, relaxation and other activity therapies.

Group therapy: Group therapy is useful for mildesasf depression.
In group therapy negative feelings such as anxeger, guilt, despair
are recognized and emotional growth is improvedubh expression
of their feelings.

Family therapy: Family therapy is used to decraasafamilial and
interpersonal difficulties and to reduce or modifgessors, which may
help in faster and more complete recovery.

Behaviour therapy: It includes social skills tragj problem solving
technigues, assertiveness training, self-controdragy, activity
scheduling and decision making techniques.
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Course and Prognosis of Mood Disorders
An average manic episode lasts for 3-4 months|ewdidepressive
episode lasts for 4-9 months.

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 disordens abcohol
dependence.

» Chronic ongoing stress.

* Poor drug compliance

 Marked hypochondriacal features or mood incongruesychotic
features.

3.1.3 Other mood disorders
Bipolar Mood Disorder

This is characterized by recurrent episodes of enand depression in
the same patient at different times.

Bipolar mood disorders is further classified inipddar | and bipolar
Il disorder (DSMIV).
Bipolar I: Episodes of severe mania and severeedson
Bipolar II: Episodes of hypomania and severe dejoas
Recurrent Depressive Disorder

This disorder is characterized by recurrent degwesepisodes. The
current episode is specified as mild, moderategreg\severe with psychotic
symptoms.
Persistent Mood Disorder
(Cyclothymia and Dysthymia)

These disorders are characterized by persistentd mpmptoms that
last for more than 2 years. Cyclothymia refers tpessistent instability in
mood in which there are numerous periods of mildti@h or mild
depression.
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Dysthymia (neurotic/reactive depression) is a otoomild depressive
state persisting for months or years. It is morewmon in females with an
average age of onset in late third decade. An dpisd major depression
may sometimes become super-imposed on an underlyiagrotic
depression. This is known as ‘double depression’.

Endogenous Reactive

(a) Caused by factors within th€aused by stressful events.
individual

(b) Premorbid personality;Premorbid personality: anxious pr
cyclothymic or dysthymic obsessive

(c) Early morning awakening (lai®ifficulty in falling asleep (early
insomnia) insomnia)

(d) Patient feels more sad in theatient feels more sad in the evening.
morning

(e) Feels better when alone. Feels better whergmap

{)) Psychotic  features likeUsually psychomotor agitation and
psychomotor retardation, suicidalo other psychotic features.
tendencies, delusions etc are

common

(9) Relapses are common Relapses are uncommon

(h) ECT and antidepressants are udeglychotherapy and antidepressants
for management are used for management.

() Insight is absent Insight is present

Management of Major Depressive Episode
Assessment
Assessment should focus on judging the severitythef disorder

including the risk of suicide, identifying the pdse causes, the social
resources available to the patient and the effettihe disorder on other
people. Although there is a risk of suicide in gv@epressed patient, the risk
Is much more in the presence of the following fexto

* Presence of marked helplessness

* Male sex

* More than 40 years of age

* Unmarried, widowed or divorced

» Written or verbal communication of suicidal intemtplan

» Early stages of depression
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usually either too depressed or too retarded tawbsuicide).

Period of three months from recovery

Recovery from depression (at the peak of depressienpatient is

The community health practitioners should routinatguire about the
patient’'s work, financies, family life, social aaties, general living
conditions and physical health. It is also impartenconsider whether the
patient could endanger other people, particulaflyhere are depressive
delusions and the patient may act on them.

Diagnosis |

High risk for self-directed violence related topdessed mood,
feelings of worthlessness and anger directed inwartthe self.
Objective: Patient will not harm self.

Intervention:
Interventions Rationale
(a) Ask the patient directly “Havelhe risk of suicide is greatl

you thought about harming yours
in any way? If so, what do you plg
to do? Do you have the means
carry out this plan?”

clhcreased if the patient has develoj
aa plan and if means exist for t
fratient to execute the plan.

(b) Create a safe environment for t
patient. Remove all potential
harmful objects from patient
vicinity (sharp objects, straps, bel
glass items, alcohol etc), superv
closely during meals and medicati
administration.

ts,

lRatient’'s safety is the commun
ynealth practitioner priority
S

ise
on

(c) Formulate a short-term verbal
written contract that the patient w
not harm self.
Secure a promise that the patient y
seek out staff when feeling suicidal

dk degree of the responsibility for h
ilkafety is given to the patient.

viicreased feelings of self-worth m
.be experienced when patient fe
accepted unconditionally regardle
of behaviour.

Yy

hed
he

is

ay
els
2SS

(d) Do not leave the patient alor
Observe for passive suicide — {
patient may starve or fall asleep
the bath-tub or sink.

i@atient’s safety is the commun
Heealth practitioner priority
in
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(e) Close observation is especid
required when the patient
recovering from the disease.

It the peak of depression the pati

i$s usually too retarded to carry g
his suicidal plans.

() Do not allow the patient to put t
bolt on his side of the door bathroc
or toilet.

\@atient’s safety is the commun
ymealth practitioners priority

(g) If the patient suddenly becom
unusually happy or gives any oth
clues of suicide, special observat
may be necessary.

eslo-
er
on

(h) Encourage the patient to expre
his feelings, including anger.

eBepression and suicidal behavic

may be viewed as anger turn
inward on the self. If the anger c
be verbalized in a non-threateni
environment, the patient may be a

Diagnosis Il

ent

ut

ur

ed

an
ng
ble
to eventually resolve these feelings.

Dysfunctional grieving related to real or perceivess, bereavement,
evidenced by denial of loss, inappropriate exposssif anger, inability to

carry out activities of daily living.

Objective: Patient will be able to verbalize norn&haviours associated

with grieving.

Intervention:

Intervention Rationale

(a) Assess stage of fixation in griehccurate baseline data is required to
process plan accurate care.

(b) Be accepting of patient and sperithese interventions provide the basis
time with him. Show empathy, caréor a therapeutic relationship.

and unconditional, positive regard.

(c) Explore feelings of anger antntil patient can recognize and
help patient direct them towards thaccept personal feelings regarding
intended object or person. the loss, grief work cannot progress.
(d) Provide simple activities whighPhysical activities are a safe and
can be easily and quick|effective way of relieving anger.
accomplished. Gradually increase the

amount and complexity of activities.

4
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Diagnosis IlI

Powerlessness related to dysfunctional grieviraggss, life-style of
helplessness, evidenced by feelings of lack ofrobmiver life situations,
over-dependence on others to fulfill needs.
Objective: The patient will be able to take contyblife situations
Intervention:

Interventions Rationale
(@) Allow the patient to takeProviding patient with choices will
decisions regarding own care. increase his feelings of control.

(b) Ensure that goals are realistic aff@d avoid repeated failures which
that patient is able to identify lifdurther increase his sense |of
situations that are realistically undgrowerlessness.
his control

(c) Encourage the patient to verbaliaéerbalization of unresolved issuges
feelings about areas that are nof imay help the patient to accept what
his ability to control. cannot be changed.

Diagnosis IV

Self-esteem disturbance related to learned heslpdss, impaired
cognition, negative view of self, evidenced by egsion of worthlessness,
sensitivity to criticism, negative and pessimistitlook.
Objective: Patient will be able to verbalize pastiaspects about self and
attempt new activities without fear of failure.
Intervention:

Interventions Rationale

(a) Be accepting of patient and sperfithese  interventions  contribute
time with him, even thoughtoward feelings of self-worth.
pessimism and negativism may seem

objectionable.

(b) Focus on strengths anelo-
accomplishments and minimize
failures.

(c) Provide him with simple andSuccess and independent promote
easily achievable activity. Encouragieelings of self-worth.
the patient to perform his activities
without assistance.

(d) Encourage patient to recogniZEo facilitate problem solving.
areas of change and provide
assistance toward this effort.
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(e) Teach assertiveness and copiibeir use can serve to enhance self-
skills. esteem.

Diagnosis V

Altered communication process related to depressiwgnitions,
evidenced by being able to interact with otherghaviawn, expressing fear
of failure or rejection.
Objective: Patient will communicate or interactiwgtaff or other patients in
the unit.
Intervention:

Intervention Rationale

(@) Observe for non-verballo facilitate better responses and
communication. The patient may sagommunication.
that he is happy but look sad. Paint
out this discrepancy in what he |is
saying and actually feeling.

(b) Use short sentences. Ask ango-
guestions in such a way that the

patient will have to answer in more
than one word.

(c) Use silence appropriately withgutlsing silence when the situation
communicating anxiety grdemands can be therapeutic.
discomfort in doing so.

(d) Introduce the patient to anothérhere is less anxiety in relating tqQ a
patient who is quiet and possiblperson other than staff.
convalescing from depression.

(e) As he improves, take him to th&roup support is important In
other patients and see that he| fecilitating communication.
actually included as part of the

group.

Diagnosis VI

Altered sleep and rest, related to depressed namub depressive
cognitions evidenced by difficulty in falling asfee early morning
awakening, verbal complaints of not feeling wekltssl.
Objective: Patient will improve sleep pattern.
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Intervention:

Intervention Rationale

(a) Plan daytime activities accordingo improve sleep during night.

to the patient’s interests, do not allow

him to sitidle.

(b) Ensure a quiet and peacefudlo-

environment when the patient |is

preparing for sleep.

(c) Provide comfort measures (backgjo-

rub, tipid bath, warm milk etc)

(d) Do not allow the patient to slegpdo-

fro long time during the day.

(e) Give p.r.n. sedatives aglo-

prescribed

() Talk to the patient for a briefTalking to the patient helps to relieve

period at bedtime. Do not enter inthis anxiety, but engaging in long

lengthy conversations. talks may increase depressive
thinking.

Diagnosis VIl

Altered nutrition, less than body requirementsatel to depressed
mood, lack of appetite or lack of interest in foetlidenced by weight loss,

poor muscle tone, pale conjunctiva

, poor skin turgo

Objective: Patient’s nutritional status will impmv

Intervention:

Intervention

Rationale

(a) Closely monitor the client’s fog
and fluid nutritional intake; maintai
intake and output chart

drhese are useful data for assess
mutritional status

(b) Record patient’s weight regular

y -do-

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

of0 encourage eating and impro
amaitritional status.

(d) Serve small amounts frequen
of a light or liquid diet that is
nourishing

thdo-

(e) Record the client's patterns
bowel elimination.

ofo assess for constipation.
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(H Encourage more fluid intakeFor relief of constipation if present
roughage diet and green leafy

vegetables.

Diagnosis VIl

Self-care deficit related to depressed mood, rigsliof worthlessness,

evidenced by poor personal hygien

e and grooming.

Objective: Patient will maintain adequate persdyaliene.

Intervention:

Intervention

Rationale

(@) Ensure that he takes his b
regularly

abepressive patient will not have a
interest for self-care and may ne
assistance.

ny
ed

(b) Do not ask the patent
permission for a wash or bath. H
instance, do not ask “Do you want
have a bath?” Instead, lead t
patient to the action with positiv
suggestions e.g. “The water is real
let me take you for a bath”.

dositive suggestions will usual
raanhance patient’s cooperation

to

he

e

dy,

ly

(c) When the patient has taken c
of himself, express realist
appreciation.

aRositive reinforcement will improv,
alesirable behaviour.

e

Evaluation

Evaluation is facilitated by using the followingogs of questions:

 Have suicidal ideations subsi

Is he able to verbalize
accomplishments and future

4.0 Conclusion

Has self-harm to the individual been avoided?

ded?

Does patient set realistic goals for self?

positive aspects about, s@lst
prospects?

Mood disorders were explored by this unit and sadilagnoses were
identified and managed for your benefit.
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5.0 Summary

The learners have gone through mood disordersisnuthit, it's an
opportunity for each learner to have better undedihg of mood disorders
so that positive mental health can be promoted.

6.0 Tutor Marked Assignment
(1) Discuss the differences between endogenous raadtive
depressive illness.
(2) What are the preventive measures that can kentto avoid
depressive illness.

7.0 References / Further Readings

Verghese, M. 1994. Essentials of Psychiatric andht®leHealth
Nursing, New Delhi: Churchill Livingstone PVT Ltd.

Morrison, M. 1997. Foundation of Mental Health Nog
Philadelphia: Mosby.

Sreevani, R. 2004. A Guide to Mental Health andcRsgric Nursing,
New Delhi: Jaypee Brothers Medical Publishers (i) L
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1.0 Introduction

Neurosis is a less severe form of psychiatricrdisowhere patients

show either excessive or prolonged emotional reatt any given stress. In
this unit, the learners will go through the diffieces between psychosis ad
neurosis, classification of psychoneurosis and mament of these mental
disorders.

2.0

Objectives

At the end of this unit, the learners should be &b!
differentiate between psychosis and neurosis
classify psychoneurosis

describe phobic anxiety disorder

explain what somatoform disorders are.

3.0 Main content

3.1 Differences between psychosis and neurosis

Etiology Psychotic disorder Neurotic disorder
Genetic factors More important Less important
Stressful life events Less important More important

Clinical features
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Disturbances of thinkingCommon Rare
and perception
Disturbances in cognitiveCommon Rare

function

Behaviour Markedly affected Not affected

Judgment Impaired Intact

Insight Lost Present

Reality testing Lost Present

Treatment

Drugs Major tranquilizersMinor tranquilizers anc
commonly used anti-depressants a

commonly used

ECT Very useful Not useful

Psychotherapy Not much useful Very useful

Prognosis Difficult to treat; Relatively easy to tre
relapses are commojrelapses ar
complete recovery mayuncommon; complet

not be possible

recovery is possible.

3.2 Classification

3.2.1 Phobic anxiety disorder
Anxiety is a normal phenomenon, which is charaoder by a state of
apprehension or uneasiness arising out of antioipaif danger. Normal
anxiety becomes pathological when it causes saanti subject distress and
impairment of functioning of the individual.

Anxiety disorders are abnormal states in which mhest striking
features are mental and physical symptoms of anxigtich are not caused
by organic brain disease or any other psychiatsarder.

A phobia is an unreasonable fear of a specifiedbjactivity or
situation. This irrational fear is characterizedthg following features:

It is disappropriate to the circumstances thatiprete it.
It cannot be dealt with by reasoning or controtteugh 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.
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Types of Phobia
» Simple phobia
» Social phobia
» Agoraphobia

Simple phobia (Specific phobia): Simple phobia msiaational fear of a
specific object or stimulus. Simple phobias are iwam in childhood. By
early teenage most of these fears are lost, bewapkrsist till adult life.
Sometimes they may reappear after a symptom-freedod=xposure to the
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 performigfivities in
the presence of other people or interacting wittes. The patient is afraid
of his own actions being viewed by others critigallresulting in
embarrassment or humiliation.

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

As the agoraphobia increases in severity, theaegsadual restriction
in normal day-to-day activities. The activity magcdome so severely
restricted that the person becomes self-imprisahémdme.

In all the above-mentioned phobias, the individagperiences the
same core symptoms as in generalized anxiety disard

Etiology

Psychodynamic theory: According to this theory, iatyxis usually dealt
with repression. When repression fails to functiadequately, other
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secondary defense mechanisms of ego come intonadtiophobia, this
secondary defence mechanism is displacement. Byadement, anxiety is
transferred from a really dangerous or frighteratgect to a neutral object.
These two objects are connected by symbolic agsmtsa The neutral
object chosen unconsciously is the one that casaliy avoided in day-to-
day activities, in contrast to the frightening altje

Learning theory: According to classical conditioning, a stressfinslus
produces an unconditioned response — fear. Whestthesful stimulus is
repeatedly paired with a harmless object, evertuhie harmless object
alone produces the fear, which is now a conditiomsgonse. If the person
avoids the harmless object to avoid fear, the lieaomes a phobia.

Cognitive theory: Anxiety is the product of faulty cognitions or aety-
inducing self-instructions. Cognitive theoristsieeé that some individuals
engage in negative and irrational thinking thatdpice anxiety reactions.
The individual begins to seek out avoidance behasido prevent the
anxiety reactions and phobias result.

Course

The phobias are more common in women with an dndate second
decade or early third decade. Onset is sudden wtihioy cause. The course
Is usually chronic. Sometimes phobias are spontanssmitting.

Treatment

Pharmacotherapy
* Benzodiazepines (e.g. alprazolam, clonazepam,dpean, diazepam)
* Antidepressants (e.g. imipramine, sertraline, plzame)

Behaviour therapy
* Flooding
» Systematic desensitization
» Exposure and response prevention
* Relaxation techniques.

Cognitive therapy

This therapy is used to break the anxiety patterpsobic disorders.
Psychotherapy: Supportive psychotherapy is a hlegmfjunct to behaviour
and drug treatment.
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Management

Assessment

Assessment parameters focus on physical symptorasipjating factors,
avoidance behaviour associated with phobia, imp&einxiety on physical
functioning, normal coping ability, thought conteahd social support
systems.

Diagnosis |

Fear related to a specific stimulus (simple phplea causing
embarrassment to self in front of others, evidenogdehaviour directed
towards avoidance of the feared object/situation.
Objective: Patient will be able to function in theesence of phobic object or
situation without experiencing panic anxiety.

Intervention:

Intervention Rationale

(a) Reassure the patient that he A$ the panic level of anxiety patient
safe. may fear for his own life.

(b) Explore patient’'s perception pht is important to understand patient’s
the threat to physical integrity operception of the phobic object jor
threat to self concept. situation to assist with the
desensitization process.

(c) Include patient in makingAllowing the patient choices
decisions related to selection |girovides a measure of control and
alternative coping strategies (e.gerves to increase feelings of self-
patient may choose either to avoidorth.
the phobic stimulus or attempt [to
eliminate the fear associated with it).

(d) If the patient elects to work orfrear decreases as the physical |and
eliminating the fear, techniques |gfsychological sensations diminish|in
desensitization or implosion therapsesponse to repeated exposure to| the
may be employed. phobic  stimulus under non-
threatening conditions.

(e) Encourage patient to explaréacing these feelings rather than
underlying feelings that may beuppressing them may result in more
contributing to irrational fears. adaptive coping abilities.

Diagnosis Il

Social isolation related to fear of being in acgldrom which one is
unable to escape, evidenced by staying alone, ingfuto leave the
room/home.
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Objective: Patient will voluntarily participate group activities with peers.
Intervention:

Interventions Rationale

(a) Convey an accepting attitude arichese interventions increase feelings
unconditional positive regard. Makef self-worth and facilitate a trusting
brief, frequent contacts. Be honestlationship.
and keep all promises.

(b) Attend group activities with thelhe presence of a trusted individual
patient that may be frightening foprovides emotional security.
him.

(c) Administer anti-anxiety Anti-anxiety medications help to
medications as ordered by theduce the level of anxiety in mast
physician, monitor for effectivenessdividuals, thereby facilitating
and adverse affects. interaction with others.

QU

(d) Discuss with the patient signs anidaladaptive behaviour such @as
symptoms of increasing anxiety angithdrawal and suspiciousness are
technigues to interrupt the responseanifested during times of increased
(e.g. the relaxation exercises, thoughnxiety.

stopping).

(e) Give recognition and positivdo enhance  self-esteem  and
reinforcement for voluntaryencourage repetition of acceptaple
interactions with others. behaviours.

3.2.2 Generalized anxiety disorder

Generalized anxiety disorders are those in whiotiedy is unvarying
and persistent (unlike phobic anxiety disordersratanxiety is intermittent
and occurs only in the presence of a particulanugtis). It is the most
common neurotic disorder and it occurs more fredyedn women. The
prevalence rate of generalized anxiety disordeabait 2.5-8 percent.

Clinical Features

Generalized anxiety disorder (GAD) is manifestedh®sy following signs of
motor tension, autonomic hyperactivity, apprehemsiad vigilance, which
should last for at least 6 months in order to makigagnosis:

Psychological: fearful anticipation, irritability,sensitivity to noise,

restlessness, poor concentration, worrying thougindsapprehension.
Physical:
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» Gastrointestinal — dry mouth, difficulty in swallowg, epigastric
discomfort, frequent or loose motions.

* Respiratory — constriction in the chest, difficultjnhaling,
overbreathing.

» Cardiovascular — palpitations, discomfort in chest.

» Genitourinary — frequency or urgent micturitionjldee of erection,
menstrual discomfort, amenorrhea

* Neuromuscular system - tremor, prickling sensationsnitus,
dizziness, headache, aching muscles.

» Sleep disturbances — insomnia, night terror.

e« Other symptoms: depression, obsessions, deperzainatd,
derealization

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

3.2.3 Panic disorder
Panic disorder is characterized by anxiety, whgintermittent and

unrelated to particular circumstances (unlike pba@ixiety disorders where,
though anxiety is intermittent, it occurs only iarpicular situations). The
central feature is the occurrence of panic attackssudden attacks of
anxiety in which physical symptoms predominate arel accompanied by
fear of a serious consequence such as a heaik.altae lifetime prevalence
of panic disorder is 1.5 to 2 percent. It is seeto 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
» Depersonalization or derealization
* Numbness or tingling sensations
* Flushes or chills
* Trembling or shaking
* Fear of dying
» [Fear of going crazy or doing something uncontrolled
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Course

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

Etiology of Anxiety Disorders (both GAD and panic dsorder)

» Genetic theory: Anxiety disorder is most frequemioag relatives of
patients with this condition. About 15 to 20 percehthe first-degree
relatives of patients with anxiety disorder exhibrixiety disorders
themselves. The concordance rate in monozygotinstwi patients
with panic disorder is 80 percent.

* Biochemical factors: Alteration in GABA levels malead to
production of clinical anxiety.

» Psychodynamic theory: According to this theory, iatyxis usually
dealt with repression. When repression fails tociom adequately,
other secondary defense mechanisms of ego comeamtion. In
anxiety repression fails to function adequately dhd secondary
defense mechanisms are not activated. Hence ancoehes to the
forefront.

» Behavioural theory: Anxiety is viewed as an unctiodal inherent
response of the organism to a painful stimulus.

» Cognitive theory: According to this theory anxieiy related to
cognitive distortions and negative automatic thasigh

Treatment
Pharmacotherapy
» Benzodiazepines (e.g. alprazolam, clonazepam)
* Antidepressants for panic disorder
» Betablockers to control severe palpitations thathaot responded to
anxiolytics (e.g. propranolol)

Behavioural therapies
* Bio-feedback
* Hyperventilation control

Other psychological therapies
» Jacobson’s progressive muscle relaxation techniqyega,
pranayama, meditation and self-hypnosis
» Supportive psychotherapy
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Management

Assessment

Assessment should focus on collection of physgsychological and social
data. The community health practitioners shoulgdicularly aware of the
fact that major physical symptoms are often assediavith autonomic
nervous system stimulation. Specific symptoms ghdbel noted, along with
statements made by the client about subjectiveedst The nurse must use
clinical judgment to determine the level of anxibBing experienced by the
client.

Diagnosis |

Panic anxiety related to real and perceived thiteatbiological
integrity or self-concept, evidenced by various $b& and psychological
manifestations.
Objective: Patient will be able to recognize sympgoof onset on anxiety
and intervene before reaching panic level.
Intervention:

Intervention Rationale

(a) Stay with the patient and offePresence of trusted individual
reassurance of safety and security| provides feeling of security and
assurance of personal safety.

(b) Maintain a calm, non-threateningnxiety is contagious and may be
matter-of-fact approach. transferred from staff to patient pr
vice-versa.

(c) Use simple words and brigln an intensely anxious situation,
messages, spoken calmly and cleaggitient is unable to comprehend
to explain hospital experiences. anything but the most elementary
communication.

(d) Keep immediate surroundingd stimulating environment may
low in stimuli (dim lighting, few increase anxiety level.

people).

(e) Administer tranquilizing Anti-anxiety medication provides
medication as prescribed byelief from the immobilizing effect
physician. Assess for effectivenesd anxiety.

and for side-effects.

2

() When level of anxiety has beeRecognition of precipitating factofs
reduced, explore possible reasons| ferthe first step in teaching patient|to
occurrences. interrupt escalating anxiety.

(g) Teach signs and symptoms |[of The first threetlwdse activities
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escalating anxiety and ways |teesult in physiologic response
interrupt its progression (relaxatipppposite of the anxiety response |.e.
technigues, deep-breathing exercisessense of calm, slowed heart rate
and medication, or physical exerc|sgc. The latter activities discharge
like brisk walls and jogging. energy in a healthy manner.

Diagnosis Il

Powerlessness related to impaired cognition, exeeé by verbal
expression of lack of control over life situatioasd non-participation in
decision-making related to own care or signifiddatissues.
Objective: Patient will be able to effectively selproblems and take control
of his life.
Intervention:

Intervention Rationale

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

(b) Assist patient to set realistit/nrealistic goals set the patient up
goals. for failure and reinforce feelings of
powerlessness.

(c) Help identify life situations thatPatient’s emotional condition
are within patient’s control. interferes with the ability to solve
problems.

(d) Help patient identify areas of lifAssistance is required to perceive the
situation that are not within hjdenefits and consequences |of
ability to control. Encourageavailable alternatives accurately, |to
verbalization of feelings related toleal with unresolved issues and
this inability. accept what cannot be changed.

Evaluation
Identified objectives serve as the basis for evalna In general,
evaluation of objectives for clients with anxietysatders deals with
guestions such as the following:
* |s the client experiencing a reduced level of aty#ie
* Does the client recognize symptoms as anxietyaétat
* Is the client able to use newly learned behavitmreanage anxiety?
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3.2.4 Obsessive-compulsive disorder

Definition

According to ICD9, obsessive-compulsive disordea istate in which

“the outstanding symptom is a feeling of subjectomnpulsion — which

must be resisted — to carry out some action, tdldwean idea, to recall an
experience, or ruminate on an abstract topic. Utecathoughts, which

include the insistency of words or ideas are peetkby the patient to be
inappropriate or nonsensical. The obsessional argdea is recognized as
alien to the personality, but as coming from withire self. Obsessional
rituals are designed to relieve anxiety e.g. wasltire hands to deal with
contamination. Attempts to dispel the unwelcomeugids or urges may
lead to a severe inner struggle, with intense ayxie

From the above, obsessions and compulsions shbaig the

following characteristics:

They are ideas, impulses or images, which intrude tonscious
awareness repeatedly.

They are recognized as the individual’'s own thosigintimpulses.
They are unpleasant and recognized as irrational.

Patient tries to resist them but is unable to.

Failure to resist leads to marked distress.

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

They are aimed at either preventing or neutralizivegdistress or fear
arising out of obsessions.

The disorder may begin in childhood, but more oftegins in

adolescence or early adulthood. It is equally commamong men and
women. The course is usually chronic.

Classification (ICD10)

OCD with predominantly obsessive thoughts or rumnome.
OCD with predominantly compulsive acts.
OCD with mixed obsessional thoughts and acts.
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Etiology
Genetic Factors

Twin studies have consistently found a signifiganhigher
concordance rate for monozygotic twins than forygiatic twins. Family
studies of these patients have shown that 35 pefethe first-degree
relatives of obsessive-compulsive disorder patiargsalso affected with the
disorder.

Biochemical I nfluences

A number of studies suggest that the neuro-tratesmserotonin (5-
HT) may be abnormal in individuals with obsessieeapulsive disorder.
Psychoanalytic Theory

The psychoanalytic concept (Freud) views patievith obsessive-
compulsive disorder (OCD) as having regressed t@ldpmentally earlier
stages of the infantile superego, whose harsh, tiegacpunitive
characteristics now reappear as part of the psythofogy.

Freud also proposed that regression to the prgalednal sadistic
phase combined with the use of specific ego defensehanisms like
isolation, undoing, displacement and reaction faiona may lead to OCD.

Behaviour Theory

This theory explains obsessions as a conditiotietilsis to anxiety.
Compulsions have been described as learned belhawaudecreases the
anxiety associated with obsessions. This decreasankiety positively
reinforces the compulsive acts and they becomdestabrned behaviour.
This theory is more useful for treatment purposes.

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 images: These are vividly imagined scenes, often of aevibl
or disgusting kind, involving abnormal sexual piees, for example.

Obsessional ruminations: These Iinvolve internal debates in which

arguments for and against even the simplest evergdaons are reviewed
endlessly.
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Obsessional doubts: These may concern actions that may not have been
completed adequately. The obsession often implesesdanger such as
forgetting to turn off the stove or not locking @ad. It may be followed by a
compulsive act, such as the person making multrgde back into the house

to check if the stove has been turned off.

Sometimes these may take the form of doubting tlezy
fundamentals of beliefs, such as, doubting thetexee of God and so on.

Obsessional impulses. These are urges to perform acts, usually of amtol
or embarrassing kind, such as injuring a childusing in church etc.

Obsessional rituals. These may include both mental activities counting
repeatedly in a special way or repeating a certarm of words, and
repeated but senseless behaviours such as wasrdg B0 or more times a
day. Sometimes such compulsive acts may be precbygedbsessional
thoughts; for example, repeated hand washing magydeeded by thoughts
of contamination. These patients usually believag the contamination is
spread from object to object or person to pers@ndwy slight contact and
may literally rub the skin off their hands by exsige hand washing.

Obsessive downess: Severe obsessive ideas or extensive compulsivagi
characterize obsessional slowness in the relatbeeree of manifested
anxiety. This leads to marked slowness in dailyaies.

Course and Prognosis

Course is usually long and fluctuating. About tthods of patients
improve by the end of a year. A good prognosisiiscated by good social
and occupational adjustment, the presence of apmemng event and an
episodic nature of symptoms.

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

Treatment

Pharmacotherapy
* Antidepressants (e.g. fluvoxamine, sertraline) etc.
* Anxiolytics (e.g. benzodiazepines)
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Behaviour Therapy
» Exposure and response prevention
* Thought stoppage
* Desensitization
» Aversive conditioning

Exposure and response prevention: This is vivo exposure procedure
combined with response prevention techniques. kamele compulsive
handwashers are encouraged to touch contaminaject®land then refrain
from washing in order to break the negative reicdonent chain (hand
washing reducing the anxiety i.e. negative reirdarent).

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

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

* As soon as the thought forms give the command !Staglow this
with calm and deliberate relaxation of muscles alnersion of
thought to something pleasant.

» Repeat the procedure to bring the unwanted thowgdr control.

Other Therapies
» Supportive psychotherapy.
» ECT - for patients refractory to other forms oftraent.

Management
Assessment

Assessment should focus on the collection of mayspsychological
and social data. The nurse should be particulangra of the impact of
obsessions and compulsions on physical functiommapd, self-esteem and
normal coping ability. The defense mechanisms usisaljght content or
process, potential for suicide, ability to functiand social support systems
available should also be noted.

Diagnosis |

Ineffective individual coping related to under-d®ped ego, punitive
superego, avoidance learning, possible biochengicahges, evidenced by
ritualistic behaviour or obsessive thoughts.
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Objective: Patient will demonstrate ability to copdfectively without
resorting to obsessive-compulsive behaviour.

Intervention:

Intervention

Rationale

(a) Work with patient to determin
types of situations that increa
anxiety and result in ritualisti
behaviours.

drecognition of precipitating facto
S8 the first step in teaching the patig
do interrupt escalating anxiety.

(b) Initially meet the patient’
dependency  needs. Encourg
independence and give positi
reinforcement  for  independe
behaviours.

Vereate intense anxiety on the part

sSudden and complete elimination
1gd avenues for dependency wol

nthe patient. Positive reinforceme
enhances self-esteem and encour:
repetition of desired behaviours.

(c) In the beginning of treatmer
allow plenty of time for rituals. Dg
not be judgmental or verbaliz
disapproval of the behaviour.

iDenying patient this activity ma
Dprecipitate panic anxiety.
e

(d) Support patient's efforts t
explore the meaning and purpose
the behaviour.

dPatient may be unaware of t
wdflationship  between  emotion
problems and compulsiy
behaviours. Recognition is importg
before change can occur.

(e) Provide structured schedule
activities for patient, includin
adequate time for completion
rituals.

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

(f) Gradually begin to limit amour
of time allotted for ritualistig
behaviour as patient becomes m
involved in unit activities.

iAnxiety is minimized when patient

ore

(g) Give positive reinforcement fq
non-ritualistic behaviours.

DIPositive  reinforcement encourag
repetition of desired behaviour.

> able to replace ritualistic behaviour,

IS
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uld

of
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e
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(h) Help patient learn ways ¢
interrupting obsessive thoughts 4
ritualistic behaviour with techniqué
such as thought stopping, relaxat

piThese activities help in interruptic
iraf obsessive thoughts.
2S
on

N

and exercise.
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Diagnosis Il

Altered role performance related to need to perfotuals, evidenced

by inability to fulfill usual patterns o

f respondity.

Objective: Patient will be able to resume roletedlaresponsibilities.

Intervention:

Intervention

Rationale

(a) Determine patient’s previous rg
within the family and the extent t{
which this role is altered by th
illness. ldentify roles of other famil
members.

I€his is important assessment data
[dormulating an appropriate plan
IE€are.

y

for
of

(b) Encourage patient to discy
conflicts evident within the famil
system. lIdentify how patient ar
other family = members hay
responded to this conflict.

ddentifying specific stressors, as w
yas adaptive and maladapti
\desponses within the system,
imecessary before assistance can
provided in an effort to facilitat
change.

ell

ve

1S
be
e

(c) Explore available options fq
changes or adjustment in ro
Practice through role play.

biPlanning and rehearsal of potent

@ole transitions can reduce anxiety.

ial

(d) Give patient lots of positiv
reinforcement for ability to resum
role responsibilities by decreasi
need for ritualistic behaviours.

ePositive reinforcement enhances s
)@steem and promotes repetition
ndesired behaviours.

o|f-
of

Evaluation

Evaluation of client with obsessive-compulsive diley may be done

by asking the following questions:
Does the client continue to di

splay obsessive-cdsiygisymptoms?

Is the client able to use newly learned behavitmeanage anxiety?
Can the client adequately perform self-care actsit

3.2.5 Reaction to stress and adjustment disorder

This category includes:
Acute stress reaction

Adjustment disorders

Post-traumatic stress disorder (PTSD)
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Acute Stress Reaction

It is characterized by symptoms like anxiety, d@s@and anger or
over activity. These symptoms are clearly relatethe stressor. If removal
from the stressful environment is possible, thesypms resolve rapidly.

Post-traumatic Stress Disorder (PTSD)
Post-traumatic stress disorder is characterizechyperarousal, re-
experiencing of images of the stressful eventsaaoidance of reminders.

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

The symptoms may develop after a period of latemithin 6 months
after the stress or may be delayed. The generaloapp is to provide
emotional support, to encourage recall of the taion events.
Benzodiazepine drugs may be needed to reduce pnxiet

Adjustment Disorders

It is characterized by predominant disturbance eafotions and
conduct. This disorder usually occurs within onenthcof a significant life
change.

Treatment of Stress and Adjustment Disorders

Drug treatment
* Antidepressants
* Benzodiazepine

Psychological therapies
» Supportive psychotherapy
 Crisis intervention
» Stress management training.

3.2.6 Dissociative (Conversion) disorder

Conversion disorder is characterized by the p@seh one or more
symptoms suggesting the presence of a neurologisatder that cannot be
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explained by any known neurological or medical diso. Instead,
psychological factors like stress and conflicts associated with onset or
exacerbation of the symptoms. Patients are unawithe psychological
basis and are thus not able to control their sympto

Some features of the disorder include:

* The symptoms are produced because they reducentietyaof the
patient by keeping the psychologic conflict out obnscious
awareness, a process called as primary gain.

* These symptoms of conversion are often advantageot® patient.
For example, a woman who develops psychogenic yssabf the
arm may escape from taking care of an elderly ivgatSuch an
advantage is called secondary gain.

* The patient does not produce the symptoms inteaityon

* The patient shows less distress or shows lack n€erm about the
symptoms, called as belle indifference.

* Physical examination and investigations do not aeeay medical or
neurological abnormalities.

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

Dissociative Amnesia

Most often, dissociative amnesia follows a trauenat stressful life
situation. There is sudden inability to recall imjot personal information
particularly concerning the stressful life evertieTextent of the disturbance
Is too great to be explained by ordinary forgetisn The amnesia may be
localized, generalized, selective or continuingature.

Dissociative Fugue

Psychogenic fugue is a sudden, unexpected travey} #i@m home or
workplace, with the assumption of a new identitg @m inability to recall
the past. The onset is sudden, often in the pres@&fcsevere stress.
Following recovery there is no recollection of theents that took place
during the fugue. The course is typically a few s days and sometimes
months.
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Dissociative Stupor
In this, patients are motionless and mute and dorespond to
stimulation, but they are aware of their surrougdirit is a rare condition.

Ganser’s Syndrome

Ganser’s syndrome is a rare condition with fouatdees: giving
‘approximate answers’ to questions designed to itdstlectual functions,
psychogenic physical symptoms, hallucinations apgaeent clouding of
consciousness. The term ‘approximate answers’ dsrariswers (to simple
guestions) that are plainly wrong, but are cleadiated to the correct
answers in a way that suggest that the latter asvkn For example, when
asked to add three and three a patient might ansswem and when asked
four and five, might answer ten; each answer isgneater than the correct
answer. Hallucinations are usually visual and maglaborate.

Multiple Personality Disorder (Dissociative ldentity Disorder)

In this disorder, the person is dominated by twonore personalities
of which only one is manifest at a time. Usuallyegersonality is not aware
of the existence of the other personalities. Eaatsqnality has a full range
of higher mental functions and performs complex avabur patterns.
Transition from one personality to another is suddand the behaviour
usually contrasts strikingly with the patient’s mad state.

Trance and Possession Disorders

This disorder is very common in India. It is chaesized by a
temporary loss of both the sense of personal igeatid full awareness of
the person’s surroundings. When the condition duoed by religious
rituals, the person may feel taken over by a deityspirit. The focus of
attention is narrowed to a few aspects of the imatedenvironment and
there is often a limited but repeated set of mowv#mepostures and
utterances.

Dissociative Motor Disorders

It is characterized by motor disturbances like lyara or abnormal
movements. Paralysis may be a monoplegia, paraptegjuadriplegia. The
abnormal movement may be tremors, choreiform mowesner gait
disturbances which increase when attention is thdedowards them.
Examination reveals normal tone and reflexes.
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Dissociative Convulsions (hysterical fits or pseudeeizures)

It is characterized by convulsive movements andiglaltoss of
consciousness. Differential diagnosis with truewweas is important. Some
differences are illustrated below:

Clinical points

Epileptic seizures

Dissociative ¢olsions

Aura (warning)

Usual

Unusual

Attack pattern

Stereotyped known clinic
pattern

c&urposive
absence of
clinical pattern

any establish

body movement

S;
ed

Tongue bite Present Absent

Incontinence of urineCan occur Very rare

and feces

Injury Can occur Very rare

Duration Usually about 30-70 sec 20-800 sec (paain
Amnesia Complete Partial

Time of day Anytime; can occur durindNever occurs during sleep

sleep also

Place of occurrence Anywhere Usually indoors aafe places
Post-ictal confusion Present Absent
Neurological signs Present Absent

Dissociative Sensory Loss and Anesthesia
It is characterized by sensory disturbances lilamihnesthesia,
blindness, deafness and glove and stocking anestfaésence of sensations
at wrists and ankles).
The disturbance is usually based on patient's kedge of that
particular illness whose symptoms are produced.efaitd examination
does not reveal any abnormalities.

Etiology of Conversion Disorders
Psychodynamic Theory

In conversion disorder, the ego defense mechanisn@ved are
repression and conversion. Conversion symptomsval@orbidden wish or
urge to be partly expressed, but sufficiently disgd so that the individual
does not have to face the unacceptable wish. Tinpteyns are symbolically

related to the confli

ct.
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Behaviour Theory

According to this theory the symptoms are learnbmf the

surrounding environment. These symptoms bring apsythological relief
by avoidance of stress. Conversion disorder is mmomremon in people with
histrionic personality traits.

Treatment

Free association

Hypnosis

Abreaction therapy

Supportive psychotherapy

Behaviour therapy (aversion therapy, operant canditg etc.)

Drug therapy: Drugs have a very limited role. A fpatients have
anxiety and may need short-term treatment with beiazepines.

Intervention

Monitor physician’s ongoing assessments, laborat@ports 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. Intervenly when patient
requires assistance.

Do not allow the patient to use the disability asanipulative tool to
avoid participation in the therapeutic activities.

Withdraw attention if the patient continues to fecan physical
limitations.

Encourage patient to verbalize fears and anxieties.

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

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

Assist the patient to set realistic goals for tineife.

Help the patient to identify areas of life situatithat are not within
his ability to control. Encourage verbalization fetlings related to
this inability.

3.2.7 Somatoform disorders

These disorders are characterized by repeatecemati®n with

physical symptoms which do not have any physicaishand a persistent
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request for investigations and treatment despipeatd assurances by the
treating doctors.

These disorders are divided into following categgr
» Somatization disorder
* Hypochondriasis
» Somatoform autonomic dysfunction
» Persistent somatoform pain disorder

Somatization Disorder

Somatization disorder is characterized by chraonidtiple somatic
symptoms in the absence of physical disorder. §meptoms are vague,
presented in a dramatic manner and involve mulopdan system.

Hypochondriasis
Hypochondriasis is defined as a persistent prequatton with a fear
or belief of having a serious disease despite tedaaedical reassurance.

Somatoform Autonomic Dysfunction

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

Persistent Somatoform Pain Disorder

The main feature in this disorder is severe, p&st pain without any
physical basis. It may be of sufficient severity to cause social or
occupational impairment. Preoccupation with thenpsicommon.

Treatment

Drug therapy
* Antidepressants
* benzodiazepines

Psychological treatment

» Supportive psychotherapy
» Relaxation therapy

71



4.0 Conclusion

The individual is said to exhibit neurotic behaviotihe frequently
misevaluates adjustive demands, becomes anxiowstuation that most
people would not regard as threatening and tenddetelop behaviour
patterns aimed at avoiding rather than coping Wighproblems. Curiously,
the individual may realize his behaviour is irrat and maladaptive as in
the case of a severe phobia for germs — but he ssemable to alter it.
Although neurotic behaviour is maladaptive, it dasst involve gross
distortion of reality or gross personality disorgamtion, nor is it likely to
result in violence to the individual or to others.

5.0 Summary

In this unit, we looked at psychoneuroses, diffeesn between
psychosis and neurosis and forms of neuroses.hibped that the learners
have been exposed to adequate information in this u

6.0 Tutor Marked Assignment
(1) Differentiate between psychosis and neurosis.
(2) How can neuroses be prevented in our soaekgyt?

7.0 References / Further Readings
Morrison-Valfre, M. 2005. Foundations of Mental Hbaare
Mission: Mosby.

Burr, J. 1970. Nursing the Psychiatric Patiefif Ed. London:
Bailliere Tindall and Cassell.

Staurt, G. W. and Lavaia, M. T. 2001. Principlesl &ractice of
Psychiatric Nursing."7Ed. Missouri: Mosby. Inc.
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Unit 4: Organic Mental Disorders

Contents
1.0 Introduction
2.0 Objectives
3.0 Main Content
3.1
3.2 Classification of organic mental disorder
3.2.1 Dementia (Chronic Organ Brain Syndrome)
3.2.2 Delirium (Acute Organic Brain Syndrome)
3.2.3 Organic amnestic syndrome
3.2.4 Mental disorders to due brain damage, dysiumand
physical disease
3.2.5 Personality and behavioural disorders duebtain
disease, damage and dysfunction
4.0 Conclusion
5.0 Summary
6.0 Tutor Marked Assignment
7.0 References

1.0 Introduction

It is usual to differentiate the organic reactigpes into acute and
chronic. In the acute illnesses, such as occunendelirium associated with
alcohol, there is a temporary poisoning of therbcalls by the toxins, while
in the chronic reaction types there is a progresslegeneration of the
nervous tissue as in general paralysis. In thenbcgaaction type, there are
usually present intellectual impairment with de$ect memory, judgment
and orientation, affective disturbances with emutio instability and
character changes in which the finer feelings dmtme and may lead to
anti-social behaviour. In this unit, you will bep®sed to organic mental
disorders and how to prevent and manage these.cases

2.0 Objectives
At the end of this unit, you should be able to:
- classify organic mental disorders
- describe the manifestations of elements
- explain what delirium is
- describe mental disorders due to brain damage.
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3.0 Main content

3.1 Organic mental disorders are behavioural oclpsypgical disorders
associated with transient or permanent brain dygsiom These disorders
have a demonstrable and independently diagnosabkbral disease or
disorder. They are classified under Fo in ICD10.

3.2 Classification of organic mental disorder
* Dementia
* Delirium
* Organic amnestic syndrome
 Mental disorders due to brain damage, dysfunctiod physical
disease

» Personality and behavioural disorders due to bdsease, damage
and dysfunction

3.2.1 Dementia (Chronic Organ Brain Syndrome)

Dementia is an acquired global impairment of iei] 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 percent isghoelow 60 years of age
to 15 to 20 percent in those who are 80 years ef ag
Etiology

Untreatable and irreversible causes:
» Degenerating disorders of CNS
0 Alzheimer’s disease (this is the most common oflalhenting
ilinesses)
0 Pick’s disease
0 Huntington’s disease
o Parkinson’s disease

Treatable and reversible causes:
» Vascular — multi-infarct dementia
» Intracranial space occupying lesions
» Metabolic disorders — hepatic failure, renal faslur
* Endocrine disorders — myxedema, Addison’s disease
* Infections — AIDS, meningitis, encephalitis
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Intoxication — alcohol, heavy metals (lead, arsgnichronic
barbiturate poisoning

Anoxia — anemia, post-anesthetia, chronic respiydtolure

Vitamin deficiency, especially deficiency of thiamaiand nicotine
Miscellaneous — heatstroke, epilepsy, electricrinju

Stages of dementia
Stage |: Early stage (2 to 4 years)

Forgetfulness

Declining interest in environment
Hesitancy in initiating actions
Poor performance at work

Stage Il: 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 intdkeod
Unable to communicate

Does not recognize family

Incontinence of urine and feces

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-dayivities, easy
mental fatiguability, self-centered, withdrawn, oessed self-care
Memory impairment: recent memory is prominentlyaftéd
Cognitive impairment: disorientation, poor judgmedifficulty in
abstraction, decreased attention span.

Affective impairment: labile mood, irritablenesgpiession
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Behavioural impairment: stereotyped behaviour,ralien in sexual
drives and activities, neurotic/psychotic behaviour

Neurological impairment: aphasia, apraxia, agnosseizures,
headache

Catastrophic reaction: agitation, attempt to corspén for defects by
using strategies to avoid demonstrating failures intellectual

performances, such as changing the subject, ciaclokes or

otherwise diverting the interviewer.

Sundowner syndrome: It is characterized by drovesineonfusion,
ataxia; accidental falls may occur at night whetemal stimuli such
as light and interpersonal orienting cues are dsheud

Course and Prognosis

Insidious onset but slow progressive deterioratiocurs.

Treatment

Until now, no specific medicine is available teedt Alzheimer’'s

disease. A drug called ‘Tacrine’ is being used ast®rn countries. Tacrine
(Tetra hydro amino acridine) is a long-acting intwb of acetylcholine and
also delays the progression of the illness.

relief:

The following drugs may be of some use in causgmptomatic

benzodiazepines for insomnia and anxiety
antidepressants for depression

antipsychotics to alleviate hallucinations and dielas
anticonvulsants to control seizures

Intervention

1.

Provide a safe environment:

make sure that lights are bright enough

keep matches, bleach, paints out of reach

structure environment to minimize hazards and prefadls
do not allow the person to take medications alone

Establish good interpersonal relationships:
verbal communication should be clear and unhurried
guestions that require ‘yes’ or ‘no’ answers arstbe
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3.

Facilitate adequate grooming hygiene and otloéiviges of daily
living

compliment the person when he/she looks good

remember to check finger and toe nails regularlyt, tbem if the
person cannot do it by himself

encourage and help in cleaning teeth and bathing

people with dementia may have problems with thek lon the
bathroom door; if this happens it is advisablestmaove the lock
remind the person to go to the toilet at reguléervals, just leave the
toilet door open, and leave a light at nighttineefinid the way.

Maintain adequate food and fluid intake:

allow plenty of time for meals

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

tell the person which meal it is and what theréigat; food served
should be neither too hot or too cold.

Facilitate adequate rest and sleep:

provide 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 calendar with large writing and a separate fageach day
provide newspapers which stimulate interest inantrevents
orientation of place, person and time should beemiwefore
approaching the patient

Decrease socially inappropriate behaviour and ifaml 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 rathemn thra mistakes or
failures
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ignore unacceptable behaviour.

Increase interest in surroundings:

try to make sure that each day has something efast for the person
with dementia — it might be going for a walk, lisiteg to music; talk

about the day'’s activities

try to involve him/her with old friends for a chaeminiscing about
the past.

Involve the family and community in treatmentdarehabilitation
programme:

provide information about the disease process; refeappropriate
organizations — for example, the Alzheimer’'s andaie Disorders
Society of India (ARDSI) started in 1992, a natilooaganization
dedicated to dementia care, support and research

since wandering is a common problem, the patierdt mlways carry
an identity card in case he/she gets lost

for anger and hallucinations prescribed medicati@mould be
administered time to time

3.2.2 Delirium (Acute Organic Brain Syndrome)

Delirium is an acute organic mental disorder ctimmdzed by

iImpairment of consciousness, disorientation antlances in perception
and restlessness.
Incidence

Delirium has the highest incidence among organentad disorders.

About 10 to 25 percent of medical-surgical inpaseand about 20 to 40
percent of geriatric patients meet the criteria fdeliium during
hospitalization. This percentage is higher in pmstrative patients.

Etiology

Vascular: hypertensive encephalopathy, cerebraériasclerosis,
intracranial hemorrhage

Infections: encephalitis, meningitis

Neoplastic: space occupying lesions

Intoxication: chronic intoxication or withdrawal fett of sedative-
hypnotic drugs

Traumatic: subdural and epidural hematoma, confiusiaceration,
post-operative, heatstroke

78



Vitamin deficiency e.g. thiamine

Endocrine and metabolic: diabetic coma and shockemia,
myxedema, hyperthyroidism, hepatic failure

Metals: heavy metals (lead, manganese, mercurypooamonoxide
and toxins

Anoxia: anemia, pulmonary or cardiac failure.

Clinical Features

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

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

Perceptual disturbances: illusions and hallucimatiomost often
visual.

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

Psychomotor disturbance: hypo and hyperactivitpmless groping or
picking at the bed clothes (flocculation), enhanstzditle reaction.
Disturbance of the sleep-wake cycle: insomnia mewere cases total
sleep loss or reversal of sleep-wake cycle, daytonewsiness,
nocturnal worsening of symptoms, disturbing dreamd nightmares,
which may continue as hallucinations after awakgnin

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

Course and Prognosis

The onset is usually abrupt. The duration of arsagje is usually

brief, lasting for about a week.

Treatment

Identification of cause and its immediate corrattie.g. 50 mg of 50
percent dextrose IV for hypoglycemia; f@r hypoxia, 100 mg of B1
IV for thiamine deficiency, IV fluids for fluids ah electrolyte

imbalance.

Symptomatic measures: benzodiazepines (10 mg diazep 2 mg
lorazepam 1V) or antipsychotics (5 mg haloperidal ®0 mg

chlorpromazine IM) may be given.
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Intervention

1.

Providing safe environment:

restrict environmental stimuli, keep unit calm awvell-illuminated
there should always be somebody at the patientlside, reassuring
and supporting

as the patient is responding to a terrifying unséal world of
hallucinatory illusions and delusions, special prgmns are needed
to protect him from himself and to protect others.

Alleviating patient’s fear and anxiety:

remove any object in the room that seems to be wcsoof
misinterpreted perception

as much as possible have the same person alhtleebiy the patient’s
bedside

keep the room well lighted especially at night

Meeting the physical needs of the patient:

appropriate care should be provided after the phaysissessment

use appropriate management measures to reducéekghif present
maintain intake and output chart

mouth and skin should be taken care of

monitor vital signs

observe the patient for any extreme drowsinesssé&@p as this may
be an indication that the patient is slipping iatooma.

Facilitate orientation:

repeatedly explain to the patient where he is ahdtwlate, day and
time it is

introduce people with name even if the patient aestifies the

people

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

when the acute stage is over take the patientralirdroduce him to
others

3.2.3 Organic Amnestic Syndrome

Organic amnestic syndrome is characterized by immeat of

memory and global intellectual functioning due to @nderlying organic
cause. There is no disturbance of consciousness.
Etiology
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* Thiamine deficiency, the most common cause beingorit
alcoholism. It is called “Wernicke-Korsakoff syndne”. Wernicke’s
encephalopathy is the acute phase of delirium piegehe amnestic
syndrome, while Korsakoff's syndrome is the chrombase of
amnestic syndrome.

* Head trauma

» Bilateral temporal lobectomy

* Hypoxia

* Brain tumors

* Herpes simplex encephalitis

o Stroke

Clinical Features
* Recent memory impairment
» Anterograde and retrograde amnesia
» There is no impairment of immediate memory

Management
* Treatment for underlying cause

3.2.4 Mental Disorders to Brain Damage, Dysfunction and Rysical
Disease
These are mental disorders, which are casuallgte@l to brain
dysfunction due to primary cerebral disease, s)isteulisease or toxic
substances.

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

Systemic disorders: Hypothyroidism, Cushing’'s dé&ga hypoxia,
hypoglycemia, systemic lupus erythematosis andersdnial neoplasm.

Drugs: Steriods, antihypertensives, antimalarias, alc@ma psychoactive
substances.
The following mental disorders come under thiggaty:

* Organic hallucinations

» Organic catatonic disorder

» Organic delusional disorder

* Organic mood disorder

» Organic anxiety disorder
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3.2.5 Personality and Behavioural Disorders Due to BrainDisease,
Damage and Dysfunction
These disorders are characterized by significdigrasion of the
premorbid personality due to underlying organic seauThere is no
disturbance of consciousness and global intelléctivanction. The
personality change may be characterized by emdtiabiity, poor impulse
control, apathy, hostility or accentuation of earfpersonality traits.

Etiology
» Complex partial seizures (temporal lobe seizures)
» Cerebral neoplasm
» Cerebrovascular disease
* Head injury

Management
» Treatment for the underlying cause.
* Symptomatic treatment with lithium, carbamazepine with
antipsychotics.

4.0 Conclusion

In this unit, you have learnt that organic mentatodders are
behavioural or psychological disorders associateth wransient or
permanent brain damage or brain dysfunction. Bshduld be noted that
preventive measure is crucial in these disordets mompt and adequate
management when diagnosed could be helpful to gx@ichanent damage.

5.0 Summary

There is the need to maintain positive health seekiehaviour in
order to promote and maintain our health statukiascould remedy a lot of
problems that may be permanent in the nearestefutur
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1.0 Introduction

In the last unit, we went through organic mentabriers, we saw the

effect of drugs on mental health, in this unit aarners will be exposed to
substance abuse (drug abuse and drug addiction).

2.0

Objectives

At the end of this unit, the learners should be &b

define drug abuse and drug addiction

differentiate between drug abuse and drug aduhcti

list five drugs commonly abused

enumerate some causes of drug abuse

state the principles of diagnosis

describe the guide to the management of substnege crisis
methods of combating drug abuse and drug addictio

list four socio-economic and psychological proideof drug abuse
and drug addiction

84



3.0 Main content
3.1 Introduction

Drug abuse is defined by WHO has to be a persisiergporadic
excessive use of a drug and that use of drug asistent with or unrelated
to acceptable medical practice. With this defimtid@ shows that any drug
can be abused. Drug abuse itself is not an illbes# may and usually leads
to an illness.

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

The variety of drug effects and the constant intatidn of new drugs
and agents and rediscovery of old ones have lesbit@e confusion in the
terminology of inappropriate or inadvisable drug.us

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

Abuse implies the use of drugs for other legitimate neatipurposes.
That is, abuse might be construed as any use au@ fdr nonmedical
purposes, almost always for altering consciousness.

Drug dependence:Dependence is a biologic phenomenon. Psychic
Dependence is manifested by compulsive drug-seds@mgviour in which
the individual uses the drug repetitively for pemosatisfaction. Heavy
cigarette smoking is an example. Physical Deperelepresent when the
withdrawal of the drug produces symptoms that egguently the opposite
of those sought by the user. It has been suggésaedhe body adjusts to a
new level of homoeostasis during the period of dusg and reacts in
opposite fashion when the new equilibrium is diséat.

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

Addiction as defined by ‘WHQO'’ is a “behavioural s of drug use

characterized by overwhelming involvement with thee of a drug,
compulsive drug-seeking behaviour, and a high tecyléo relapse after
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withdrawal”. The W.H.O. stresses that “addictiorosd be viewed on a
continuum relative to the degree where drug usectdithe total life quality
of the drug use and to the range of circumstanteashich it controls his
behaviour”.

3.2 Effects of drug abuse
Some drugs when abused produce dependence witfoltbeing

characteristics:

() Compulsion to take the drug on a continuoussporadic basis in
order to experience its psychic effects (psychalagiependence).

(i)  Presence of physical symptoms when the druguddenly withdrawn
(withdrawal symptom).

(i) Tolerance.

(iv) Detrimental effect on the individual and theceety.

3.3 Examples of drugs commonly abused
(@) Common analgesics — e.g. aspirin

(b)  Stimulants e.g. kolanuts, coffee

(c) Alcohol

(d) Sedatives e.g. barbiturates

(e) Amphetamine

(H  Cannabis (Indian hemp).

Note: (c)-(f) above produce dependence.

4 Causes of drug abuse

Habit formation

Peer group

Self-medication

Over-prescription of drugs by some doctors
Environment

llinesses particularly emotional disorders.

O wWNEW

3.5 Principles of diagnosis
3.5.1 Substance abuse
Abuse is characterized by a pattern of pathologe lasting for at
least a month and causing impairment in social awtupational
functioning.
(i) Pattern of Pathologic Use: Although the pattearies depending
upon the substance used, it may be characterizetinbpxication
throughout the day”, inability to cut down or stage, repeated efforts

86



to control use through periods of temporary absteeor restriction
of use to certain times of the day, continuationsabstance use
despite a serious physical disorder that the idd&i knows is
exacerbated by use of the substance, need for dady of the
substance for adequate functioning and episodascoimplication of
the substance intoxication (e.g. alcoholic blackpapioid overdose).

(i)  Impairment in Social or Occupational-functiogi Behaviour may
include erratic, impulsive, or aggressive actiond &ailure to meet
important obligations to friends and family. Didied social
interaction is a consequence of intoxicated behavamd personality
changes that may be produced by the psychoactivg dihere may
also be legal difficulties associated with behawiaduring the
intoxicated state (e.g. car accidents) or criminathaviour to obtain
money to purchase the substance. It is importandisbinguish
criminal activity (e.g. theft) to perpetuate drugtoxication from
recreational drug use in conflict with local custand laws.

Signs of impairment in occupational functioningymaclude missing
work or school and inability to function effectiyebecause of intoxication.
If impairment is severe, the individual's life caecome dominated by use
of the substance and physical and psychologic fomcag may deteriorate
markedly.

3.5.2 Substance Dependence

Substance dependence is a more severe form ofsgbshbuse, with
diagnosis based on physiologic dependence as démak@aksby tolerance or
withdrawal, as defined below. Also, there is uguallpattern of pathologic
use that causes a disturbance in social or ocaudtiunctioning.

(i) Tolerance: Tolerance means markedly increasewuats of the
substance are required to achieve the desiredteftecthere is
markedly diminished effect with regular use of saene dose.

(i)  Withdrawal: “In withdrawal, a substance spéciSyndrome follows
cessation of or reduction in intake of a substaheé was previously
regularly used by the individual to induce a phimyc state of
intoxication”. Characteristics of the withdrawalnsyome vary with
the substance used. Frequently observed symptomsaxiety,
restlessness, irritability, insomnia and impairédraion.
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3.5.3 Multiple Drug Abuse
When the history includes use of more than onetanbs, multiple

diagnosis of substance use disorders should be ,nea@ept under the

following conditions:

1. when the specific substances cannot be ideditifie

2. when the substances used are from different -&ghholic)
categories or

3. when the substances abused cannot be classifiesithus designated
as “unspecified, mixed, or other substances abusspectively.
Multiple drug abuse is common among drug abusedsilze resulting
— spectrum of symptoms often makes diagnosis aedtnient
difficult.

Drug tolerance is associated with some (but nQtpatterns of drug
abuse. This diagnosis is complicated when multiplegs are used, some of
which (e.g. sedative-hypnotics) may manifest ctossance. An abuser of
a sedative-hypnotic such as a short-acting badigusr benzodiazepine may
combine use of drugs and alcohol, producing mixgdiciion. Individuals
who abuse various drugs in the same group may aevelbstantial
tolerance but are not immune to the life-threatgnionsequences of the
drugs — e.g. they are often seen in emergency rafter overdose or
associated dysfunction such as having a blackoutewdriving. These
serious consequences of substance abuse may birstheymptom of
addictive disease seen by the physician.

3.6 Underlying Psychopathologic Disorders

Individuals with primary substance use disordemukhbe evaluated
for underlying psychopathologic conditions suchaasaffective disorder or
thought disorder (or both problems such as medideseases or
complications). Following detoxification from drulgpendence, individuals
whose only problem is the primary addictive diseaisebetter managed in
an abstinence-oriented treatment approach. Indisdwho have both an
addictive disease and an underlying psychopatholdgiorder may require
psychotropic medication following detoxificationdaare less well suited to
abstinence-oriented treatment.

3.7 Guide to management of substance abuse crisis
A.  Assessment

This should include the following:

(1) Substance Used:
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B.

- Type of substance (or availability of sample identification or
testing if the patient does not know the type).

- Route of administration (inhaled, ingested, itgecetc.)

(2) Pattern and circumstances of substance use

- self-medication because of physical, mental ooteonal problem

- concomitant use of prescription or over-the-ceuntedications

- Alternating or concomitant use of other drugstie same drug
group.

- Identifiable events, such as loss or celebratfnecipitating the
substance abuse crisis.

- If the drug is used habitually, pattern of depash®nt and method of
maintenance of habit.

(3) Extent of potential support system

- Family or friends available to help the patiealidw through on
treatment

- Community groups or agencies specifically addngsthe patient’s
abuse pattern.

(4) History of previous treatment

- Type and duration of treatment

- Results

(5) Other

- Effects of drug use on the patient’s life (e.mahcial problems,
changes in physical appearance).

- Physical infirmity that could exacerbate the peob

- Willingness to change abuse habits.

Initial Management of the Crisis
Before treatment is begun, it is important to assilne patient of

confidentiality and explain the rationale for tmeent and what to expect.
The patient’s behaviour is observed carefully;\signs are monitored, and
the patient is given only symptomatic treatmentobefthe substance is
identified. No medication should be given if thaseany question about
identification of the drug.

The goal of the 3 approaches listed is to achavalteration in the

patient’s status or a favourable resolution of ¢hisis. Judgement must be
used in selecting the most appropriate approatfeicircumstances.

(i) Assistance: The involvement of another indinat or authority in

the substance abuse crisis often helps patientgemide crisis and workout
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a personal solution. This gives them an opportufoty growth through
mastery of the crisis. Psychiatric emergency dlams often directly involve
others or ask patients to recommend someone witbnmwlthey are
comfortable to reassure and guide them duringtisesc

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

(i) Patient Education: In some instances, clems provide
additional information or resources so that patiemt resolve their own
substance abuse crisis.

C. Follow-up Strategies

After crisis intervention for the drug overdosegdital management
of the complications and appropriate detoxificatigmocedures, the
physician should evaluate the patient to deterniitieere are any associated
physical problems, persistent organic mental deso major underlying
psychopathological conditions. In most cases, thestance use disorder
must be viewed as the primary disease process.rRaame 10% of patients
who have addictive disease have a major underlyisgchopathologic
condition.

However, if an underlying problem exists it isfdifilt to follow a
drug-free-abstinence-oriented approach to treatnsnte the patient will
often require psychotropic medication for managameof the
psychopathologic disorder. Antidepressants may rescpibed for a major
depressive episode, or an antipsychotic drug mayiven for an underlying
thought disorder. For some patients with primargiettie disease, a drug
maintenance programme (e.g. with methadone) maympémented, but
abstinence-based recovery-oriented strategiescbeutiried first.

Most follow-up strategies are psychosocial in ratand include
family therapy and individual psychotherapy. Sustdsstrategies include
participation in non-medical self-help groups, su@s Alcoholics
Anonymous (A.A.) and Narcotics Anonymous. Thesegpammes focus on
abstinence and emphasize the principles of recowvetly the group process
supporting and maintaining recovery. On occasibe, addict will require
residential therapy, typically in a highly struatdrbehaviour modification
self-help community.
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Follow-up care must be tailored to the individeadiddictive disease

process and must be flexible enough to changeegsatient’s needs change.
The physician should recognize that addiction e¢h@nic, relapsing disease
with potentially fatal and consequences but thebvery is possible.

3.8
1.

(i)

(iii)
(iv)

Methods of combating drug abuse and drug addiction

Legal Penalties: The government should makeigiayv for penalties
that await offenders. Those who sell out dangebugs should be
adequately punished. There should be legal codasationg buying
and selling of drugs. The Ports and Customs shbalcddequately
controlled. Adequate laws should be enacted.

Law Enforcement Agents: The Police together i Pharmacists
should inspect shops, chemist shops and see taagestorage and
dispensing of drugs. Offenders should be planned.

Health Education: The public should be educatgdrding the use of
certain drugs especially without valid Doctor's gmeption. The
public could be educated via Radio, Television, leulectures and
mounting of Posters.

Provision of Effective and Efficient Health Cdbdelivery: There is no
doubt that if effective and efficient Health Carelidery is provided
by the Government, it will go a long way to redwcaliscourage self-
medication and minimize risk of drug abuse and drelgendence.

Socio-economic and psychological problems of drugbase and
drug addiction

Deviant Behaviours: Some people abuse drugrdemto carry out
some deviant activities to the detriment of theltheaf the other
members of the society. For example, most of thesvare committed
under the influence of drug. Some people breaksntoe houses after
taking some drugs.

Mental lliness: Some of the mentally sick inrosociety today have
abused drugs — sometimes in their life. Drug abaesd drug
dependence may result in any form of mental illnessl the more
mentally sick we have in the society, the more @angs the society
will be for the rest of the populace.

Broken Homes: Experiences have shown thatgdabuse and drug
dependence could result in broken homes.

Low Productivity: When many people who couldve been engaged
in meaningful production are mentally sick, therd ae a generally
low productivity output.
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(v) Late Diagnosis of Disease: Some people treamselves at home,
ignorantly and later come to the hospital whendisease would have
gone in an advanced stage. Some of them ed umgtaythe hospital
for a very long time while others die.

(vi) Death: Intake of an overdose of some drugddceasily lead to death.

4.0 Conclusion

The effects of drug abuse and drug addiction aeggmtable in any
society. In Nigeria, the Federal Government seaggncies in this direction
like NAFDAC so as to curb the incidence of substaalbuse and its menace
but the success depends on every member of thetwgoBirugs have also
played a role in political history. For exampleg topium wars of the
nineteenth century between China and Britain aedidtig movement of the
1970s in the United States changed the coursestafrizi Even today, we are
struggling with political and social events thdate to drugs and other illicit
substances.

5.0 Summary

In this unit, the learner has gone through lecturesubstance abuse
(what, how, who, where, when of substance abuseitandffects). The
devastating effects of substance abuse is alarrmngur society, the
prevention requires the concerted efforts of al aandry as the world of
substance use and abuse is always changing. Ashhemle providers
become more familiar with current chemical fadswrend more potent
drugs are introduced.

6.0 Tutor Marked Assignment
(1) Describe the effects of substance abuse tal¢helopment of
Nigerian society.
(2) How can substance abuse be curbed in our g8ciet
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1.0 Introduction

Alcohol is brewed in all cultures from time immenab and is known
to have high abuse potential in all cultures sshibuld be considered with
rapt attention. This unit will expose you to théjsat matter of alcoholism,
what it means, types of alcoholism, causes, effetéges, complication and
treatment of alcoholism.

2.0 Objectives
At 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 altsim

3.0 Main content
3.1 Introduction

Alcoholism is a syndrome consisting of 2 phases:

Problem drinking and alcohol addiction. Problemnkimg is the
repetitive use of alcohol often to alleviate tensar solve other emotional
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problems. Alcohol addiction similar to that whicltcars following the
repeated use of barbiturates or similar drugs.

Definition: The term ‘ALCOHOLISM’ is a very generaine and is
used to describe a state in which excessive indaiga alcohol has become
harmful to the individual’'s physical or mental hbalto his inter-personal
relations, or to his social or economic functioniAg ‘alcoholic’ is a person
whose drinking is having these consequences onbeg to show the signs
of their development. In contrast to the self-imgult heavy drinker who
drinks because he likes it, the alcoholic is depah@n alcohol and drinks
because he must. Alcoholism is a major problemavaitle.

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

ALCOHOL ABUSE: is characterized by 3 criteria.

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

(2) Impairment in social or occupational functiamidue to alcohol use,
such as loss of a job or legal difficulties; and

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

ALCOHOL DEPENDENCE: is characterized by 2 criteria.

(1) Either a pattern of pathologic alcohol usemapairment in social or
occupational functioning due to alcohol; and

(2) Either tolerance or withdrawal

TOLERANCE: is defined as a need for increased amount of alctih
achieve a desired effect or as a markedly dimimiskféect with regular use
of the same amount of alcohol.

WITHDRAWAL: is defined as the development of alcohol withdilawa
(certain characteristic sign and symptoms, suchtrasor, tachycardia,
restlessness) after cessation of or reductioniinkicig.

3.2 Types of alcoholism

Alcoholism is not a uniform disorder, and a numbkdifferent types
may be recognized.

Various methods of classification are known, bué tollowing
represent the main groups.
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(a) Habitual Excessive Drinkers: These people drink for pleasure or
social reasons and become habituated to it. Thew golerance, and no
physical or mental complications except that in sgmaople, there may be
outbursts of disturbed behaviour loss of employménancial difficulties
and disruption of family.

(b) Habitual Symptomatic Excessive Drinkers: There is a
psychological dependence o alcohol which is ne¢deg@lieve physical or
emotional discomfort. The drinking is thus a symmptof a disturbance in
another field.

(c) Periodic Excessive Drinkers: Some alcoholics are subject to
periodic bouts of heavy drinking (sometimes catfBtPSOMANIA”) but in
the intervals can often abstain or drink only madiy. Severe recurrent
anxiety or depression is sometimes the basis df drinking.

(d) Alcohol Addiction: In the fully established addict, the bodily
metabolism has become adapted to the presencecohahl Physical
dependency has developed and sudden interruptiafcofiol consumption
may lead to severe physical withdrawal symptomsfiist there may be
weakness, sweating, anorexia, nauses, irritabditgl restlessness; later
tremors, severe apprehension, hallucinations andutsions may occur.

3.3 Causes of alcoholism

There is no single cause of alcoholism. Biomedipsaj,chologic and
social factors all play a role in its developmemid astressful events,
sometimes serve as catalysts of drinking behaviour.

The following factors contribute:
() National differences in drinking habits, codtalcohol, licensing laws
and wine production.
(ii) Social factors — probably make it more commoinemen than women.
(ii) It sometimes run in family but definitely natherited.
(iv) The predisposing unstable personality may hew@ae genetic basis, the
influence of the parental example is probably apartant factor.
(v) Some shy and oversensitive individuals drinkb® able to mix more
freely.
(vi) Some use as a sedative to reduce tensiors #l50 used to reduce
tension. It is also used to reduce various merdaflicts or to escape from
difficult life situations.
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3.4 Effects of alcoholism

Increased alcohol use can lead to both physical @sythologic
dependence, which result in a number of importanbdical psychologic,
and social sequelae such as cirrhosis, depressianial problems and
occupational problems. These sequelae themseleestrasssful and lead to
more drinking, further dependence and additionguskae - and the cycle
continues.

Other effects of alcoholism are classified into two:

Physical: Diminishing appetite with nausea and \imgj especially
in the morning is commonly present and is due todnic gastritis”. This is
to some extent responsible for the vitamin B deficy.

Mental: The alcoholic eventually may become selfislisonsiderate,
deceitful and unrealiable in his behaviour. His chotay vary between self-
pity, remorse and outbursts of violence. He’s ofsespicious of the wife
and accuses her of infedility.

3.5 Stages of alcoholism

1. Pre-alcoholic: It is characterized by a graddaahnge in socially
motivated drinking to a means of relieving persdrakion.

2. Prodomal phase: Begins when the need for aldshw more social,
rather it is psychological. It is characterizeddoglden onset of black-
outs. They have guilty feelings and avoid referetwealcohol in
social gatherings.

3. The Crucial Phase: There is loss of behaviouaatrol, drinking
become conspicuous. He tries to stop, but canapt bte is critical of
others, he does not like correction and becomeseagige. He may
loose his job, friends and there is a decreaseexuas drive and
malnutrition sets in.

4, The Chronic Phase: There is marked ethical ide&tion, impairment
of thinking and can drink with anyone regardlesstatus. He has lost
complete control and he gets hopelessly and heslgletrunk. He
starts to loose tolerance for alcohol because wérLdamage. He now
accepts defeat and is ready for treatment.

3.6 Complications
(1) Alcoholic Hallucinosis: This syndrome occurs either during
heavy drinking or on withdrawal and is charactetizsy a
paranoid psychosis without the tremulousness, cmmiuand
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clouded sensorium seen in withdrawal syndromes. pétieent
appears normal except for the auditory hallucimetjowhich
are frequently persecutory and may cause the patdmehave
aggressively.

(2) Delirium Tremens: It is an acute organic psychosis that is
usually manifest within 24-72 hours after the ldshk (but
may occur up to 7-10 days later). It is characestiby mental
confusion tremor, sensory hyperactivity, visuallin@hations
(often of snakes, bugs etc), automatic hyperagtivit
diaphoresis, dehydration, electrolyte disturbances
(hypokalemia, hypomagnesemia), seizures and caasoNar
abnormalities.

Delirium tremens is therefore a toxic state thatuos in response to
withdrawal or diminution of alcoholic intake. It garticularly common in
patients who are withdrawn from alcohol when additto the hospital for
treatment of phenmonia or fractures. Patient canrdmted with sedation,
such as chlorpromazine, 100 mg 4 times daily orallyd paraldehyde 12-
16mls orally, in cold fruit juice or cracked icehd duration of delirium
tremens is 2-7 days.

If patient is dehydrated, rehadrate with oraldkior give dextrose and
saline solution intravenously; add vit. Bco intrasoularly. Because of the
frequency of convulsions, diphenylhydantoin (Dilapt 100mg 3 times a
day orally, should be considered.

It has been suggested that the mental symptorakamolic illnesses
are not due to poisoning by the alcohol but tomitaB deficiency as a
result of faulty absorption from the stomach duehe alcoholic, gastritis
usually present.

NOTE: If alcohol is taken over long periods in large qitéas
permanent structural damage may be done to theatemrvous system
resulting in some permanent intellectual reductind probably other mental
symptoms.

Large quantities take over short periods, on tinerohand, produce

symptoms of acute intoxication or poisoning whiend to clear-up fairly
rapidly and completely.
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(3) Withdrawal Syndrome: When an alcoholic suddenly stops
drinking (especially the addicts) withdrawal synueo results,
acute withdrawal syndrome results/occurs when #igem has
been hospitalized for some unrelated problem aedenmts as a
diagnostic problem.

(4) Korsakoff Psychosis: It's an organic brain damage that is
irreversible. It consists of marked loss of mem&oy recent
events, disorientation, confabulations.

(5) Wernicke’'s Encephalopathy: There is disorientation,
associated with paralysis of ocular muscles, nystey ataxia.

It is due to acute deficiency of vitamin B1.

Other complications are:
Liver Cirrhosis
Gastritis
Peripheral Neuritis
Cardiomyopathy
Chronic Brain Syndromes; Cerebellar degeneratiodt Beripheral
neuropathies.

3.7 Treatment

Treatment should be directed first at the stagedependence of
drinking and finally should attempt to explore ambdify predisposing
causes.

() Acute Stage: Unless the patient is in a veoprpstage of health,
alcohol is usually withdrawn abruptly.

In heavy drinkers — prevent risk of fits and dehm tremens with
anticonvulsant drug and tranquilizers.

Presence of weight loss, salt depletion and mafiount necessitates
liberal administration of fluids, salts, vitamingften given parenterally in
very large doses) and glucose with small dosessoilin.

Tension and restlessness are controlled by trareps of the
Phenothiazine group e.g. Largactil (given by in@mct Large doses of
Chlormethiazole 1-2g in divided doses is given @@lirium in heavy
drinkers.

(i) Long Term Treatment:

(a) APOMORPHINE
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This therapy attempts to induce a conditioned @awarto alcohol by
associating drinking with repeated nausea and wvagnifThis treatment is
carried out in hospital and only if patient’s cadiwh is alright.

Patient is given in the morning 1/10gr. apomorphinjection (or
EMETINE) at the same time 4 oz of 50% alcohol byutho Apomorphine is
a powerful emetic and induces nausea and vomiting.

Apomorphine injection and alcohol by mouth areeapd 2 hourly
until the evening of the third day. During this émthe patient is given
injections of vitamin B but is allowed no food amal fluids except alcohol.

On the evening of the 3rd day he has a normal medlthereatfter is
given a full diet and if necessary a course of redliinsulin. He is given no
more alcohol and injections of apomorphine are regpp@ff by giving him
1/40gr 4 hourly for 24 hours and 1/80gr 6 hourly2d hours. The treatment
requires skilled nursing and vital signs are maeiioregularly and charted.

(b) ANTABUSE (Disulfiram)

This is a drug which interferes with the breakdavfralcohol in the
body so that the toxic substance acetaldehyde adates in the blood and
causes unpleasant side effects. The effects ohalamn a patient taking
Antabuse is usually dramatic.

Within a few minutes, his face becomes very flasHas pulse rate
rises and he usually complains of headache, padpitand breathlessness.
The patient having had this experience developsgative attitude to
alcohol intake.

(c) Psychotherapy: Patient benefits from individwand group
psychotherapy. Either method aims at discouragateempt in drinking (i.e.
Apomorphine and Antabuse).

(d) Alcoholics Anonymous (A.A.)

The alcoholics who generally feel misunderstoodjeated and
ostracized by society finds in this fellowship adpof people who have
undergone experiences very similar to his own. ldelsf understood,
accepted and achieves a feeling of belonging. Kistasother alcoholics and
in so doing helps himself, gradually regarding bkéedf-respect and self-
confidence. Alcoholic Anonymous (A.A.) is therefore directive and
inspirational form of group therapy for Alcoholics.

100



(e) Other cares:
Nurses roles include: Psychological care, physteaé, diet general
observations of rehabilitation of patient.

4.0 Conclusion

The practice of using substances to make one fttrois as old as
humans themselves. Even animals have been seeg eattain plants that
change their behaviours. Alcohol has played a tolemany cultures
throughout recorded time. Many people think of hlboas a stimulant
because they feel relaxation, alertness and pleasdren they drink.
Actually these feelings are caused by the depresstaats of alcohol on the
central nervous system. Once swallowed, alcohohpsdly diffused to all
the body’s organs.

5.0 Summary

With continued use of alcohol, tolerance developd adividuals
become dependent on alcohol. If drinking does tut, leath from multiple
organ failure (especially the liver) results, ugualfter 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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Unit 7: Epilepsy
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1.0 Introduction

2.0 Objectives

3.0 Main Content
3.1 Introduction
3.2 Causes of epilepsy
3.3 Clinical types of epilepsy
3.4 Diagnosis of epilepsy
3.5 Management of epilepsy
3.6  Status epilepticus
3.7 Febrile convulsions
3.8 Withdrawal of use of antiepileptic drugs

4.0 Conclusion

5.0 Summary

6.0 Tutor Marked Assignment

7.0 References

1.0 Introduction

Epilepsy and all seizure disorders illustratertigest basic relationship

between the brain and behaviour. These disordesltran intermittent

paroxysmal dysfunction of the brain, which is masiéd by synchronous
high-voltage electrical discharges and by a varadtymotor, sensory and
behavioural phenomena.

2.0

3.0
3.1

Objectives

At the end of this unit, the learners should be &b
describe what epilepsy is

identify the causes of epilepsy

list the clinical types of epilepsy

how is epilepsy diagnosed

explain the management of epilepsy

Main content
Introduction
The term epilepsy denotes any disorder charaetérizy recurrent

seizures. A seizure is a transient disturbanceeofbzal function due to an
abnormal paroxysmal neuronal discharge in the brain
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Epilepsy can be defined as “an episodic involyntdisorder of
behaviour and/or consciousness, which is associatéid an abnormal
electrical discharge in the grey matter of therdtatere “episodic” means
that the disturbance comes on from time to time@asses off after a certain
period; “involuntary” indicates that the symptomnoat be controlled by
any effort of the will.

Epilepsy and all seizure disorders illustratertigest basic relationship
between the brain and behaviour. These disordessltren intermittent
paroxysmal dysfunction of the brain, which is masiéd by synchronous
high-voltage electrical discharges and by a varadtymotor, sensory and
behavioural phenomena. Once called “the sacredaskSe epilepsy has
served as a scientific model for understandingrdihe of the brain in huma
behaviour.

3.2 Causes of epilepsy

Epilepsy has several causes. The following causeslantified:
(@) Constitutional (or Idiopathic Epilepsy)
(b) Symptomatic Epilepsy.

Constitutional (or Idiopathic Epilepsy)

Seizures usually begin between 5 and 20 years efoa may start
later in life. No specific cause can be identifiadd there is no other
neurologic abnormalities.

Symptomatic Epilepsy
There are many causes

(i)  Congenital abnormalities and perinatal injurieay result in seizures
presenting in infancy or childhood.

(i)  Metabolic disorders — e.g. hypocalcemia, hylgogmia, pyridoxine
deficiency and ketonuria — all cause epilepsy (8eR) in newborns
and infants.

(i) Trauma — e.g. birth injuries to the skull de forceps delivery), road
traffic accident affecting the skull, especially.

(iv) Tumors and other space-occupying lesions.

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

(vi) Infectious diseases — must be considered Inagke groups as
potentially reversible causes of seizures. Seizarag occur in the
context of an acute infective or inflammatory ikse such as bacterial
meningitis or herpes encephalitis. Also in condidio like
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neurosyphilis, or cerebral cysticercosis, braincabs and chronic
kidney disease.

3.3 Clinical types of epilepsy

Seizures can be categorized in various ways, betddscriptive
classification proposed by the International Lead\gainst Epilepsy is
clinically the most useful. Seizures are dividetin

(1) those that are generalized, and

(2) those affecting only part of the brain (parsaizures).

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 characterized by impairmienbrsciousness,
sometimes with mild clonic, tonic or atonic compotse(i.e. reduction or
loss of postural tone), autonomic components (esguresis), or
accompanying automatisms. Onset and terminaticattatks are abrupt. If
attacks occur during conversation, the patient meg a few words or may
break off in mid sentence for a few seconds. Thpairment of external
awareness is so brief that the patient is unawane. d\bsence seizures
almost always begin in childhood and frequentlyseeby the age of 20
years, although occasionally they are then repldogdother forms of
generalized seizures.

(2) Grand mal seizures (or major epilepsy)

Five phases (stages) are usually characteristicgrand mal (or
major) epilepsy.

Aura (or warning): This precedes loss of consaess and lasts only
for 2 seconds. The patient experiences somethinghwiwvarns” him that
the convulsion is to follow. It is not present ith @ases; it may take many
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forms but it is usually constant in each individyaltient who, therefore,
easily recognizes its nature.

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

Tonic Phase: This starts with loss of consciousiaasl patient falls to
the ground and may injure himself. The muscles imecoigid with the
hands and teeth clenched. Breathing becomes otextruny the tonic
contraction of the respiratory muscles. The last faspirations being
stridulous give rise to the so-called “epileptioy”crThe face becomes
cyanosed and the veins become engorged. This $#atge for about 30
seconds.

Clonic Phase: The rigid muscles relax and thertraohagain rapidly
so that the whole body is convulsed with clonict¢ting and jerking. The
tongue may be badly bitten and he begins to foatheamouth. There may
be incontinence of urine and faeces. This stage fasabout one minute.

Sequela: Following the recovery of consciousnésste may be a
state of mental confusion with vomiting and hea@aclm other cases,
patients will behave in an abnormal fashion in thenediate postictal
period, without subsequent awareness or memoryesfts.

Note: Immediately after the seizures, the patmaay either recover
consciousness, drift into sleep, have further ctsion without recovery of
consciousness between the attacks (status epusptior after recovering
consciousness have a further convulsion (seria@uees). In other cases,
patients will behave in an abnormal fashion in thenediate postictal
period, without subsequent awareness or memoryeiits (postepileptic
automatism).

(3) Tonic, clonic or atonic seizures
Loss of consciousness may occur with either thectam clonic
accompaniments, especially in children. Atonic @esz (epileptic
drop attacks) have been described.
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(4) Atypical absences
There may be more marked changes in tone, or attaeky have a
more gradual onset and termination than in tymbslences.

(5) Myoclonic seizures

Myoclonic seizures consist of single or multiplgaalonic jerks. It is
a familial convulsive disorder manifested by geheed seizures. It occurs
usually in prepuberal girls. After several yearsyosionia (irregular,
lightning-like, arrhythmic jerks of muscle groupsnaccompanied by
movements of the extremities) becomes progressivadye intense and
widespread and is associated with gradual demantiaperhaps signs of a
bulbar disorder.

Psychomotor Seizures

This category now include practically all typesattacks which do
not conform to the classic descriptions of grandimeal, Jacksonian seizure
or petit mal. Automatisma, patterned movements,aegyly purposeful
movements, incoherent speech, turnings of the heddeyes, smacking of
the slips twisting and writhing movements of thdremities, clouding of
consciousness and amnesia commonly occur.

It has been postulated that “equivalent statesStex which the
patient exhibits a behaviour disturbance rathen tiii@ classic convulsion.
Temporal lobe foci (spikes, sharp waves or comimna) are frequently
associated with this type of epilepsy.

B. Partial Seizures (that is focal, local epilepss}

The initial clinical and electroencephalographic nifestations of
partial seizures indicate that only a restricted phone cerebral hemisphere
has been activated. The ictal manifestations depgrwh the area of the
brain involved.

Partial seizures are subdivided into simple seiume which
consciousness is preserved and complex seizureghich it is impaired.
Partial seizures of either type sometimes becomenskarily generalized,
leading to a tonic, clonic or tonic-clonic attaélkkamples of partial seizures
include — Jacksonian, temporal lobe and psychonsetiaures.
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Simple Partial Seizures

Simple seizures may be manifested by focal motgmpsoms
(convulsive jerking) or somatosensory symptoms .(ggresthesias or
tingling) that spread (or “march”) to different parof the limb or body
depending upon their cortical representation. Iheotinstances, special
sensory symptoms (e.g. light flashes or buzzing)cete involvement of
visual auditory, olfactory, or gustatory regionstioé brain, or there may be
autonomic symptoms or signs (e.g. abnormal epigastnsations, sweating,
flushing papillary-dilation). When psychic symptowscur, they are usually
accompanied by impairment of consciousness.

Complex Partial Seizures

Impaired consciousness may be proceeded, accoadpanifollowed
by the psychic symptoms mentioned and automatismg atcur. Such
seizures may also begin with some of the other lsisypmptoms mentioned
above.

3.4 Diagnosis of epilepsy

1. History (of illness): With reference to signsdasymptoms e.g.
nonspecific changes such as headache, mood atesalethargy and
myoclonic jerking alert some patients to an impagdseizure hours
before it occurs. These parodromal symptoms arendisfrom the
aura which may precede a generalized seizure ®waséconds or
minutes and which is itself a part of the attacksiag locally from a
restricted region of the brain.

2. Electroencephalography (E.E.G.): The findingsy nsupport the
clinical diagnosis of epilepsy — by demonstratioargxysmal
abnormalities containing spikes or sharp waves; prayide a guide
to prognosis and may help classification of thedier, is important
for determining the most appropriate anticonvulsimig with which
to start treatment. (Special attention to temptoiaé leads (in EEG)
confirms psychomotor epilepsy’s diagnosis).

3. Laboratory tests — e.g. full blood count, blapdcose determination,
liver and renal function tests and serologic téstsyphilis.

4. X-ray — especially of the skull.

5. Pneumoencephalographic — introduction of “airo@ygen” to the
subdural space surrounding the brain and alsotimoventricles of
the brain. X-ray photographs are then taken andettsghows the
outline ventricles.
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3.5 Management of epilepsy

(A) Management of Seizures

(B) Other management Care — including those witheotpsychiatric
problems (in the hospital)

(C) Medical treatment

(A) Management of Seizures

Management during a fit is dependent on accurdiservation,
adequate support or assistance of the patientngldii and specific and
accurate report of the fit.

When the epileptics suffer from fits, the nurseodd loosen the
clothing above the neck and chest to permit frespiration. Take away
dangerous objects on which the patient may knoskhieiad or body and
sustain injury. In order to prevent the patientnirbiting his tongue, the
should place in between patient’s lower and upgero$ teeth, a wooden
spatular or some protecting article such as sp@mlle, around which an
handkerchief is wrapped. It is as well to let tla¢ignt lie down where he has
fallen provided there are no objects against whielhmay strike the head or
extremities during fits.

As pillow may be placed beneath his head, theensineuld not try to
restrain the movements. It is well to turn the guatfs head to one side to
help clear the mouth of saliva. If the patient hest eaten before the fits,
care should be taken to remove any food from hiatindde should be kept
under observation until he sleeps quietly or he leome clear mentally.
After fits have ceased, an ice-bag (or hard pillongy be placed on the
head.

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

As soon as possible after the fit, the healthtgraser must find time
to write down her observations. While the fit iduadly in progress she
should give a verbal running commentary to herséMvhat is happening.
This helps the later writing of the report.

As soon as she observes a patient who has bdihedalth practitioner

should note the time, because she should repartatety on the total length
of the fit and the length of each stage. Time negnsvery long when she is
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helplessly watching a patient and the period duvinich the patient is not
breathing may seem endless, when in fact it mayolay thirty seconds.

The health practitioner should prepare a summatiecondition of
the ward as she finds it and remember what thematiad been doing just
prior to the fit.

Fits may occur more frequently when a patientpset or it may have
some relation to the intake of food and it is aph#lthe existence of
recurrent antecedent activity can be establishetheSpatients, for example
are most likely to have fits when there has beenesquarrel or unpleasant
scene in the ward. Others regularly have fits duhospital concerts or in
the wards when someone plays the piano.

Loss of consciousness or disturbance of conscemssishould be
reported and the nurse should practice making doessary observations
swiftly and in correct order. She should call treignt’'s name, noting any
utterances which may give evidence of his havingrdheor observed the
health practitioner.

She should report posture or the succession ¢fiEss the movement
of the head and eyes, the direction of movemerg.ditection of fall should
be noted. The exact length of time of each staghefttack is important.
Muscle tone should be observed, whether the tomicyigid, stage is
unilateral or bilateral, whether it starts simu&anosly throughout the whole
body, or on which side or which part of the bodgppears first.

Twitching may start at one particular point andesid from there, and
the order in which various parts of the body arfecéd should be noted.
The eyes should be observed. The reaction of ptgplight corneal reflexes
and eye movements must be mentioned.

As soon as the attack has ceased, temperatuse paoll respiration
with blood pressure are recorded, colour is noBstihg of the tongue and
incontinence are reported, knee jerks and BabimeRexes are tested
(Babinski’s sign is an upward movement of the loig when the sole of the
feet is stroked).

After the attack, it is necessary to note the ldegtthe sleep which
follows, how easy it is to arouse the patient drel duration of sleep if the
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patient is left undisturbed. Any complaints made, the patient are
recorded, e.g. headache or vomiting, so it is angiemce of confusion in
speech or action. It is very important to estabtish length of time during
which the patient remains confused because durimg iequires supervision
and is not responsible for his actions.

(B) Other Management Care of Epileptic Patient in he Hospital

Although epilepsy is a physical illness and not ental iliness; and
most of them are able to live a normal life, sonaigmts are in mental
hospitals because they suffer from such mentaradisaas schizophrenia or
depression as well as epilepsy. The nursing catbase is determined by
the nature of the mental disorder, although theuweace of fits creates
additional problems. Fits are very terrifying totmass. Both the epilepsy
and the mental iliness require appropriate treatndany epileptic patients
have mental disorders which are in some way cabgetheir epilepsy or
related directly to it.

Some epileptic patients, at the time of fits, oereat other times, find
it increasingly difficult to control any emotionakactions which may
perhaps unwillingly be aroused by people in theirenvnent. The patient
may be irritable, experience hate or anger and, hemg able to keep
himself under control, may become violent, abusiaed dangerous.
Moreover, if he feels that he is losing control inay become extremely
frightened. Tension mounts until he becomes inddll;, and an
uncontrollable outburst of violence occurs.

Nobody enjoys violence least of all the patientspvafterwards feels
guilty and ashamed. He hates himself and hatessofbe causing him to
loose control over himself. Such a patient requigsmeone who
understands him and so can prevent an outbursteb#foeaches a peak. In
mental hospital this is quite possible. When thesalknows the patient
really well, she can usually detect when he is b#eg more irritable and
tense and can persuade him to relax.

The most important of various methods is for thalthepractitioner to
remain calm, not to show anger or hostility and ttcobecome frightened.
This is only possible if she knows the patient ywedhlizes that he is ill, and
treats his aggression as a symptom of his illn@ssside mental hospitals it
IS not always possible for calmness to reign in thee of a patient’s
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aggressive behaviour. The patient and his envirommesact on each other
until real danger exists which in hospital can bevpnted.

(@)

(b)

(€)

(d)

(€)

(f)

Other specific nursing caresinclude:

Epileptic patients are better admitted in aaropiard where they can
be properly observed. The patient may sleep orwabked so that he
would not be injured if he fell out, but this isld®m necessary. He
has a hard pillow, in order not to suffocate if fase happened to be
covered by the pillow during a fit.

During a fit, the most important duty of therseiis to prevent injury.
Epileptic patients in the hospital are kept undairlyf constant
observation day and night. Record patient’s fitsl abservations
made in ward report and “epileptic (seizure) chattif opened for
patient. Certain obvious dangers are avoided. Rireguarded so that
burns, the most common injuries outside hospisaély occur.
Feeding: Meals are supervised in case a fiuteg@nd the patient is
encouraged to cut up his food into small piecesabse he might
choke if a fit occurred while large pieces of foedre in his mouth.
Food given must be a balanced diet.

Patient’'s Psychological Needs: The patient'ychelogical needs
must be met. Most of them do have insight intortpesblems. Relate
positively with the patient. Give him a warm, frtdyp and reassuring
reception. Listen to patient and attend to him pthyn He is
emotionally relieved, and he has sense of goodisgcu

Physical Care: The physical care of the patrenst be ensured.
Encourage him to bath and stay around to obsemvenpdor possible
attack of fit (seizure).

Drugs: Serve and record same in patient's chafatch for toxic
effects of each drug.

Finally, success in caring for the institutionatizepileptic requires

that the nurse possesses or cultivates a genuieesh in her patient, and
the latter’s problems. This is not always easyes@ictimes he may not be an
amiable individual.

Some patients are intolerable, moody, quarrelsostghborn and

inclined to express dissatisfaction with the nuasel to charge her with
neglect or abuse.
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(C) Medical Treatment

For patients with recurrent seizures, drug treatnge prescribed with
the goal of preventing further attacks, and is ligusntinued until there
have been no seizures for at least 4 years.

Anti-Convulsants are drugs of choice in the treatmof Epilepsy.

Some of these include:

(i)  Epanutin (Phenytoin sodium) Dose: 300-400mdydai

(i)  Phenobarbitone

(i)  Primidone (Mysoline) Dose: 500-1,500mg daily

(iv) Phenytoin (Dilantin) Dose: (adult) 300mg daily

(v) Carbamazepine (Tegretol) Dose: 15-25mg/kg idodn 1g 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 suddeAlghough the
objective of therapy is complete suppression of @pms, in many cases
this is not possible.

Most epileptic must continue to receive anticosant therapy
throughout life. However, if seizures are entirebntrolled for 3-5 years the
dosage may be slowly reduced (over a period of yke&rs) and finally
withdrawn to ascertain if seizures will recur.

Advice on Discharge (Epileptic Patients)

(1) Occupation — Epileptic finds life just as diffit. Many jobs are out of
guestion for him. It would be most unwise for anlegic to drive a
bus or a car, or to choose any occupation whicliireg climbing
ladders or handling dangerous machinery.

(2) Epileptic Attack Card — If given in the hospjtan epileptic patient
should carry Epileptic Attack Card whenever he @ng out. This
card often introduces the patient to the publicudlly kept in his
pocket, it helps the public to have an idea abatiept’s problem.

(3) Drugs and Hospital Appointments — Often pasemte given hospital
appointments for Hospital’s follow-up medical chagk Patient
should try to keep appointment. He should alsodusgs given to him
SO as to stabilize his improvement.
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(4) Finally, Epileptic Patients should be advisedatoid activities or
situations that provoke attacks (e.g. alcohol itigesor prolonged
periods of food or sleep deprivation) and situaidhat could be
dangerous or life-threatening if further seizuresusd occur.

3.6 Status epilepticus

This serious disorder consists of a train of seveeizures with
relatively short intervals or no intervals betwedrhe patient becomes
exhausted and frequently hyperthermic. Death natonmmonly occurs
during attacks.

There are many forms of status epilepticus. Thestnummmon,
generalized tonic-clonic status epilepticus, isfethreatening emergency,
requiring immediate cardiovascular, respiratory ametabolic management
as well as pharmacologic therapy. The latter vilgualways requires
intraveneous administration of antiepileptic metiarzs.

Poor compliance with the anticonvulsant drug reginis the most
common cause of tonic-clonic status epilepticushe®Dtcauses include
alcohol withdrawal, intracranial infection or neapims, metabolic disorders
and drug overdose. The mortality rate may be ak hg20% and among
survivors the incidence of neurologic and mentguséae may be high. The
prognosis relates to the length of time betweereons status epilepticus
and the start of effective treatment.

MANAGEMENT (of patient with status epilepticus)
Status epilepticus is a medical emergency. Managenncludes
maintenance of the airway to ensure adequate pamamntilation.

(1) In adults, unless the cause of the seizuobwsous, 50% dextrose
(25-50ml) is routinely given intravenously in casg/poglycemia is
responsible.

If seizures continue, 10mg of diazepam is giveamauenously over
the course of 2 minutes and the dose is repeatiest 80 minutes if
necessary. This is usually effective in haltingzgegs for a brief period, but
a long-acting anticonvulsant may also be given tovide continuing
control.
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Intravenous diazepam may depress respiration (fesguently
cardiovascular function) and facilities for rest@mon must be immediately
at hand during its administration. The effect acdzdipam is not lasting, but
the 30-40 minutes seizure-free interval allows nue@nitive therapy to be
initiated.

(2) Amobarbital sodium (sodium amytal), 0.5-1¢/.Imay be given.
Phenobarbital sodium, 0.4-0.8g, injected slowly .l.¥hay be used.
Paraldehyde, 1-2ml. diluted in a triple volume afiree and given slowly
I.V. is an effective alternative. If the convulsiaontinues, repeat the
intravenous dose “very slowly and cautiously”, oweg 8-12ml. .M.
Diphenylhydantoin sodium (Dilantin Sodium) may bgcted intravenously
at a rate not to exceed 50mg/minutes: a total ansad 50-250mg may be
required.

(3) The mainstay of continuing therapy for stawslepticus is
intravenous phenytoin, which is effective and nedadive. It should be
given as a loading dose of 13-18mg/kg. in adults; usual error is to give
too little of the drug. Administration should be atmaximum rate of
50mg/min. It is safest to give the drug directlyibyravenous push but it can
also be diluted in saline; it precipitates rapiaiiythe presence of glucose.

Especially in elderly people, careful monitorinigcardiac rhythm and
blood pressure is necessary. At least part of #rdi@toxicity is from the
diluent, propylene glycol, in which the phenytasdissolved.

NOTE:

(@) In previously treated epileptic patients, tlienanistration of a large
loading dose of phenytoin may cause some dosesdetakicity such
as ataxia. This is usually a relatively minor pesblduring the acute
status episode and is easily alleviated by ther latgustment of
plasma levels.

(b)  For patients who do not respond to phenytorenobarbitone can be
given in large doses; 100-200mg. 1.V., to a total460-600mg.
respiratory depression is a common complicatiorpeeslly if
diazepam has already been give and there shouto lieesitation in
instituting intubation and ventilation (by-Anaesibkg.

(c) General anaesthesia may be necessary in mggistant cases.
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3.7 Febrile convulsions

Fever and convulsions are commonly encounteretiarvery young
ones. A febrile convulsion is apt to be the fireheulsion of an epileptic
child, and febrile convulsions are said to be altaite as common among
children with a family history of epilepsy.

Various explanations of this relationship haverbetered, including

the following:

1. Fever results from the liberation of heat andrgy which occurs
during muscular contractions caused by the seizure.

2. Fever results from hypothalamic seizure disaharg

3. Fever and convulsions both are caused by aatiotes organism.

4 Excessive hydration and drugs to combat infactmay cause
convulsions.

5. Convulsions may result from a pathologic braaction induced by
an infection.

6. The immature brain may respond to high feveramadfectious agent
with a convulsion.

MANAGEMENT (of patient with Febrile Convulsions)

Management depends on the cause. If the febrifesutsion for
example, is due to infectious microorganism, the af anti-pyretic and
antibiotic agents may have to be combined with-aemtivulsant drugs to
obtain a desirable effect. Rehydration is requinesbme cases.

PROGNOSIS
a. The Prognosis of febrile convulsions varies. Manhildren
subsequently develop Psychomotor seizures.
b. Nonfebrile convulsions also occur in a majority ptients with a
history of febrile convulsions.
c. Most children with a history of febrile convulsiohave had only 1-2
such febrile seizures.

3.8 Withdrawal of use of antiepileptic drugs

Withdrawal of antiepileptic drugs, whether by aerit or by design,
can cause increased seizure frequency and sevHngye are two factors to
consider: The effects of the withdrawal itself atheé need for continued
drug suppression of seizures in the individualgdtiln many patients, both
factors must be considered and dealt with. It ipartant to note, however,
that the abrupt discontinuation of antiepilepticigh ordinarily does not
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cause seizures in nonepileptic patients, provitiat the drug levels are not
above the usual therapeutic range when the drsipped.

Some drugs are more easily withdrawn than othersgeneral,
withdrawal of anti-absence drugs is easier thahdvéwal of drugs needed
for partial or generalized tonic-clonic seizuresBafbiturates and
benzodiazepines are the most difficult to discarginweeks or months may
be required, with very gradual dosage decrementactmomplish their
complete removal, especially if patient is not hiadzed.

Because of the heterogeneity of epileptic, comaittn of the
complete removal of antiepileptic drugs is espécidifficult problem. If a
patient is seizure-free for 3 or 4 years, gradustahtinuation is usually
warranted.

Children whose seizures have always been infragaad whose
EEGs are normal, are candidates for gradual remoValrugs after 4
seizure-free years.

4.0 Conclusion

Epilepsy is a physical illness and not a mentak#s and most of the
victims are able to live a normal life, some paeare in mental hospitals
because they suffer from such mental disorders dmszaphrenia or
depression as well as epilepsy as over a periodingé the patient’s
behaviour may have become so difficult that it ngpossible for him to
remain in the community. It may be that some forwhsepileptic illness
leads to a progressive deterioration in behaviodrta a characteristic kind
of personality disorder.

5.0 Summary

In this unit, we looked at what epilepsy is, caus#sical types of
epilepsy, the diagnosis and management of epilep&y. doubt the
knowledge is enriching. Now we can answer sometguessin the TMA

6.0 Tutor Marked Assignment
(1) Describe the clinical types of epilepsy
(2) How can epilepsy be diagnosed?
(3) Explain how epileptic patient can be managedyby as a
clinical nurse?
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1.0 Introduction

Patients suffering from physical illnesses aresgigpecific treatment
because the causes are specific and the signynpdasns are specific. In a
psychiatric setting, the treatment may not be sxifp and most patients
are given more than one treatment. Some patient®twant treatment and
may not cooperate with the doctors, nurse and camtgnuhealth
practitioners. Some do not realize that they dranidl may actively resist all
forms of treatment.

2.0 Objectives
At the end of this unit, the learners should be &b
- list the examples of psychopharmacology
- describe electroconvulsive therapy
- state the indications and contra-indications GTE
- discuss the management of a patient undergoing EC

3.0 Main content
3.1 Introduction

The community health practitioner has an extrenmalyortant role to
play in the treatment of the mentally ill. She & tone who has closer
contact with the patient than any other memberthefhospital team. She
also has a greater opportunity to get to know hma aeport on his
improvement.

The various treatment modalities in psychiatrylaaadly divided as:

» Somatic (physical) therapies
» Psychological therapies
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Other therapies are:
* Milieu therapy
» Therapeutic community
» Activity therapy

3.2 Somatic (Physical) Therapies
3.2.1 Psychopharmacology

The understanding of the biological regulation lmfught, behaviour
and mood is the basis of all somatic therapies usedodern psychiatry.
Psychopharmacology agents are now the first-lis&ttnent for almost every
psychiatric ailment. With the growing availabiliof a wide range of drugs
to treat mental illness, the health practitionemactcing in modern
psychiatric settings needs to have a sound knowledy the
pharmacokinetics involved, the benefits and po#éntirisks of
pharmacotherapy, as well as her own roles and nsgmbties.

The various drugs used in psychiatry are callegchpstropic (or
psychoactive) drugs. They are so called becausieeofsignificant effect on
higher mental functions. There are about sevenseta®f psychotropic
drugs. Before going into a detailed descriptioreath, a few guidelines are
given below regarding the administration of druggsychiatry in general.
The specific responsibilities are mentioned sepfrainder each case.

General Guidelines Regarding Drug Administratiofsychiatry
» The community health practitioner should not adster any drug
unless there is a written order. Do not hesitatediosult the doctor
when in doubt about any medication.
» All medications given must be charted on the p#secase record
sheet.
* In giving medication:
o always address the patient by name and make cesfalis
identification.
o do not leave the patient until the drug is swalldwe
0 do not permit the patient to go to the bathroontake the
medication
0 do not allow one patient to carry medicine to arath
» Ifitis necessary to leave the patient to get wate not leave the tray
within the reach of the patient.
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» Do not force oral medication because of the danfaspiration. This
Is especially important in stuporous patients.

» Check drugs daily for any change in colour, odow aumber

» Bottles should be tightly closed and labeled. Lals#lould be written
legibly and in bold lettering. Poison drugs arebto legibly labeled
and to be kept in separate cupboard.

* Make sure that an adequate supply of drugs is owl,hHaut do not
overstock.

» Make sure no patient has access to the drug cugphboar

* Drug cupboards should always be kept locked wheémnnase. Never
allow a patient or worker to clean the drug cupboarhe drug
cupboard keys should not be given to patients.

Classification of Psychotic Drugs

» Antipsychotics

* Antidepressants

* Mood stabilizing drugs

» Anxiolytics and hypnosedatives

* Antiepileptic drugs

» Antiparkinsonian drugs

* Miscellaneous drugs which include stimulants, druged in eating
disorders, drugs used in deaddiction, drugs usezhild psychiatry,
vitamins, calcium channel blockers etc.

3.2.1.1 Antipsychotics
Antipsychotics are those psychotropic drugs, whaoh used for the

treatment of psychotic symptoms. These are alsaikras neuroleptics (as
they produce neurological side-effects), major dqralizers, D2-receptor
blockers and anti-schizophrenic drugs.
Indications
Organic psychiatric disorders

e Delirium

* Dementia

e Delirium tremens

* Drug-induced psychosis and other organic mentardes's

Functional disorders

» Schizophrenia
* Schizoaffective disorder
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e Paranoid disorders

Mood disorders
* Mania
* Major depression with psychotic symptoms

Childhood disorders
» Attention-deficit hyperactivity disorder
e 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
» Heat stroke
e Severe pain in malignancy
* Tetanus

Pharmacokinetics

Antipsychotics when administered orally are absdrlkariably from
the gastrointestinal tract, with uneven blood vissSEney are highly bound
to plasma as well as tissue proteins. Brain comagon is higher than
plasma concentration. They are metabolized in ther,| and excreted
mainly through the kidneys. The elimination halélvaries from 10 to 24

hours.

Most of the antipsychotics tend to have a therapeuvindow. If the
blood level is below this window, the drug is iregffive. If the blood level is
higher than the upper limit of the window, theretagicity or the drug is

again ineffective.
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Mechanism of Action

Antipsychotics drugs block D2 receptors in the nbawsbic and

mesofrontal systems (concerned with emotional m@as)l Sedation is
caused by alpha-adrenergic blockade. Anti dopamiceactions on basal
ganglia are responsible for causing EPS (extrapgamymptoms).

Atypical antipsychotics have antiserotonergic (BHioxytryptamine

or 5-HT) antiadrenergic and antihistaminergic awioThese are therefore
called serotonin-dopamine antagonists.

Adverse Effects of Antipsychotic Drugs

1.

Extrapyramidal symptoms (EPS)

Neuroleptic-induced parkinsonism: Symptoms idelu rigidity,
tremors, bradykinesia, stooped posture, droolik@esia, ataxia etc.
the disorder can be treated with anticholinergierds;

Acute dystonia: Dystonic movements results frarslow sustained
muscular spasm that lead to an involuntary movenigydgtonia can
involve the neck, jaw, tongue and the entire bodyisthotonos).
There is also involvement of eyes leading to upvaieral movement
of the eye known as oculogyric crisis. Dystonias ba prevented by
anticholinergics, antihistaminergics, dopamine agfsn beta-
adrenergic antagonists, benzodiazepines etc.

Akathisia: Akathisia is a subjective feeling miuscular discomfort
that can cause patients to be agitated, restledsfe generally
dysphoric. Akathisia can be treated with propranbknzodiazepines
and clonidine.

Tardive dyskinesia: It is a delayed adversecefb¢ antipsychotics. It
consists of abnormal, irregular choreoathetoid muoa@s of the
muscles of the head, limbs and trunk. It is charastd by chewing,
sucking, grimacing and peri-oral movements.

Neuroleptic malignant syndrome: This is a raué $erious disorder
occurring in a small minority of patients taking unaleptics,
especially high-potency compounds.

The onset is often, but not invariably, in thestfil0 days of
treatment. The clinical picture includes the rapidet (usually over
24-72 hours) of severe motor, mental and autonalisorders. The
prominent motor symptom is generalized muscularehymicity.
Stiffness of the muscles in the throat and chest caase dysphasia
and dyspnea. The mental symptoms include akinetittsm, stupor
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or impaired consciousness. Hyperpyrexia develofk ewvidence of
autonomic disturbances in the form of unstable dlqoessure,
tachycardia, excessive sweating, salivation andauyi incontinence.
In the blood, creatinine phosphokinase [CPK] leve&sy be raised to
very high levels, and the white cell count may ereased.
Secondary features may include pneumonia, thromboksm,
cardiovascular collapse and renal failure.

The syndrome lasts for one or two weeks aftepmig the
drug.
Autonomic side-effects: Dry mouth, constipatiorcycloplegia,
mydriasis, urinary retention, orthostatic hypotensiimpotence and
impaired ejaculation.
Seizures
Sedation
Other effects
Agranulocytosis (especially for clozapine)
Sialorrhoea or increased salivation (especiallycfozapine)
Weight gain
Jaundice
Dermatological effects (contact dermatitis, photasg/e reaction)

Community Health Practitioner's Responsibility far Patient Receiving
Antipsychotics

Instruct the patient to take sips of water freglyettt relieve dryness
of mouth. Frequent mouth washes, use of chewing, qapplying
glycerine on the lips are also helpful.

A high-fiber diet, increased fluid intake and laxas if needed, help
to reduce constipation.

Advise the patient to get up from the bed or chiany slowly. Patient
should sit on the edge of the bed for one full rendangling his feet,
before standing up. Check BP before and after mé&dit is given.
This is an important measure to prevent falls aheérocomplications
resulting from orthostatic hypotension.

Differentiate between akathisia and agitation amdorm the
physician. A change of drug may be necessary ig-sitects are
severe. Administer antiparkinsonian drugs as pitesdr

Observe the patient regularly for abnormal movesent

Take all seizure precautions.
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Patient should be warned about driving a car oraipw machinery
when first treated with antipsychotics. Giving tleatire dose at
bedtime usually eliminates any problem from seaatio

Advise the patient to use sunscreen measures {digk sleeves, dark
glasses etc) for photosensitive reactions.

Teach the importance of drug compliance, side-&ffet drugs and
reporting if too severe, regular follow-ups. Giveassurance and
reduce unfounded fears and anxieties.

A patient receiving clozapine is at risk for deymiw agranulocytosis.
Monitor TC, DC essentially in the first few weektaeatment. Stop
the drug if the WBC count drops to less than 30007wf blood. The
patient should also be told to report if sore thrmafever develops,
which might indicate infection.

Seizure precautions should also be taken as clogapduces seizure
threshold. The dose should be regulated carefalliythe patient may
also be put on anticonvulsants such as eptoin.

3.2.1.2 Antidepressants

Antidepressants are those drugs, which are usethéotreatment of

depressive illness. These are also called moo@tsies/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
Generalized anxiety disorder
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» Agolaphobia, social phobia

e OCD with or without depression
» Eating disorder

» Borderline personality disorder
» Post-traumatic stress disorder

» Depersonalization syndrome

Medical disorders
» Chronic pain
* Migraine
» Peptic ulcer disease

Pharmacokinetics

Antidepressants are highly lipophilic and protbound. The half-life
is long and usually more than 24 hours. It is pmeidantly metabolized in
the liver.

Mechanism of Action
The exact mechanism is unknown. The predominatbrags by
increasing catecholamine levels in the brain.

TCAs are also called monoamine reuptake inhibi{MARIs). The
main mode of action is by blocking the reuptakenofepinephrine (NE)
and/or serotonin (5-HT) at the nerve terminalsstimereasing the NE and 5-
HT levels at the receptor site.

MAOIs instead act on MAO (monoamine oxidase), Wwhics
responsible for the degradation of catecholamiffies ee-uptake. The final
effect is the same, a functional increase in theaxdl 5-HT levels at the
receptor site. The increase in brain amine levelsrobably responsible for
the antidepressants action. It takes about 5 a8 for MAOIs and 2 to 3
weeks for TCAs to bring down depressive symptoms.

SSRIs act by inhibiting the re-uptake of serotoand increasing its

levels at the receptor site.

Side Effects

1. Autonomic side effects: Dry mouth, constipatioaycloplegia,
mydriasis, urinary retention, orthostatic hypotensi impotence,
impaired ejaculation, delirium, and aggravatiomgl@iucoma.
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CNS effects: Sedation, tremor and other extraipidal symptoms,
withdrawal syndrome, seizures, jitteriness syndropmecipitation of
mania.

Cardiac side effects: Tachycardia, ECG changelythmias, direct
myocardial depression, quinidine-like action (desexl conduction
time).

Allergic side-effect: Agranulocytosis, cholestatjaundice, skin
rashes, systemic vasculities.

Metabolic and endocrine side-effects: Weighhgai

Special effects of MAOI drugs: Hypertensive istissevere hepatic
necrosis, hyperpyrexia.

Community Health Practitioner's Responsibility far Patient Receiving

Antidepressants
Most of the nurse’s responsibilities for a patientantidepressants are

the same as for a patient receiving antipsychadticaddition:

Patients on MAOIs should be warned against the elanfjingesting
tyramine-rich foods which can result in hyperteesorisis. Some of
these foods are beef liver, chicken liver, fermdnsausages, dried
fish, overriped fruits, chocolate and beverages Whine, beer and
coffee.

Report promptly if occipital headache, nausea, Yo chest pain or
other unusual symptoms occur; these can herald oiget of
hypertensive crisis.

Instruct the patient not to take any medicatiorhaitt prescription.
Caution the patient to change his position slowy rinimize
orthostatic hypotension.

Strict monitoring of vitals, especially blood pressis essential.

3.2.1.3 Lithium and other mood stabilizing drugs

Mood stabilizers are used for the treatment of laipaffective

disorders. Some commonly used mood stabilizers are:

Lithium
Carbamazepine
Sodium valproate
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Lithium

Lithium is an element with atomic number 3 and atoweight 7. it
was discovered by FJ Cade in 1949 and is a mosttafé and 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

o0 premenstrual dysphoric disorder

bulimia nervosa
borderline personality disorder
episodes of binge drinking
trichotillomania
cluster headaches

0O O0Oo0ooo

Pharmacokinetics

Lithium is readily absorbed with peak plasma lsvetcurring 2-4
hours after a single oral dose of lithium carbonaithium is distributed
rapidly in liver and kidney and more slowly in mlescbrain and bone.
Steady state levels are achieved in about 7 daysnin&tion is
predominantly via kidneys. Lithium is reabsorbedthe proximal tubules
and is influenced by sodium balance. Depletion axfism can precipitate
lithium toxicity.

Mechanism of Action
The probable mechanisms of action can be:
» It accelerates presynaptic re-uptake and destrudfieatecholamines
like norepinephrine
* Itinhibits the release of catecholamines at theapge.
» |t decreases postsynaptic serotonin receptor setysit
Also these actions result in decreased catechotamativity, thus
ameliorating mania.
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Dosage

Lithium is available in the market in the form die following
preparations:

e Lithium carbonate: 300mg tablets (e.g. Licab); 4@§0sustained
release tablets (e.g. Lithosun-SR)
* Lithium citrate: 300mg/5ml liquid.

The usual range of dose per day in acute mani@ds2200mg given
in 2-3 divided doses. The treatment is started afeal lithium estimation
is done after a loading dose of 600mg or 900mgtlutim to determine the
pharmacokinetics.

Blood Lithium Levels
» Therapeutic levels = 0.8 — 1.2 mEqg/L (for treatmairicute mania)
* Prophylactic levels = 0.6 — 1.2 mEq/L (for preventiof relapse in
bipolar disorder)
» Toxic lithium levels > 2.0 mEq/L

Side Effects

1. Neurological: Tremors, motor hyperactivity, mulsc weakness,
cogwheel rigidity, seizures, neurotoxicity (delmy abnormal
involuntary movements, seizures, coma).

2. Renal: Polydipsia, polyuria, tubular enlargemesphrotic syndeome.

3. Cardiovascular: T-wave depression

4. Gastrointestinal: Nausea, vomiting, diarrhodadominal pain and
metallic taste.

5. Endocrine: Abnormal thyroid function, goiter amdight gain.

6. Dermatological: Acneiform eruptions, popular mrons and

exacerbation of psoriasis.

7. Side-effects during pregnancy and lactation:aficgrenic possibility,
increased incidence of Ebstein’s anomaly (distartamd downward
displacement of tricuspid valve in right ventriclehen taken in first
trimester. Secreted in milk and can cause toxiaityfant.

8. Signs and symptoms of lithium toxicity (serurthilin level > 2.0
mEq/L):

* ataxia

» course tremor (hand)

* nausea and vomiting

e impaired memory

* impaired concentration
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nephrotoxicity
muscle weaknesss
convulsions
muscle twitching
dysarthria

lethargy

confusion

coma
hyperreflexia
nystagmus

Management of Lithium Toxicity

Discontinue the drug immediately

For significant short-term ingestions, residualtgascontent should
be removed by induction of emesis, gastric lavagkasorption with
activated charcoal.

If possible instruct the patient to ingest fluids

Assess serum lithium levels, serum electrolytesalr&unctions, ECG
as soon as possible.

Maintenance of fluid and electrolyte balance

In a patient with serious manifestations of lithiutoxicity,
hemodialysis should be initiated.

Contraindications of Lithium Use

Cardiac, renal, thyroid or neurological dysfuncion
Presence of blood dyscrasias

During first trimester of pregnancy and lactation
Severe dehydration

Hypothyroidism

History of seizures

Community Health Practitioner's Responsibility far Patient Receiving
Lithium

The pre-lithium work up: A complete physical histoECG, blood

studies (TC, DC, FBS, BUN, creatinine, electrolysisine examination
(routine and microscopic) must be carried outs important to assess renal
function as renal side effects are common and thg dan be dangerous in
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an individual with compromised kidney function. Toi functions should
also be assessed as the drug is known to depeegytioid gland.

To achieve therapeutic effect and prevent lithiwoxidity, the following
precautions should be taken:

Lithium must be taken on a regular basis, prefgrabithe same time
daily (for example, a client taking lithium on TIBchedule, who
forgets a dose should wait until the next schedulett to take
lithium and not take twice the amount at one tineeduse lithium
toxicity can occur).

When lithium therapy is initiated, mild side effeguch as fine hand
tremors, increased thirst and urination, nauseayearma etc may
develop. Most of them are transient and do notesgmt lithium
toxicity.

Serious side-effects of lithium that necessitate discontinuance
include vomiting, extreme hand tremors, sedationsate weakness
and vertigo. The psychiatrist should be notifiesniediately if any of
these effects occur.

Since polyuria can lead to dehydration with thek rig lithium
intoxication, patients should be advised to drimlowegh water to
compensate for the fluid loss.

Various situations can require an adjustment inatmeunt of lithium
administered to a client, such as the addition mé\w& medicine to the
client’s drug regimen, a new diet or an illnesshwever or excessive
sweating. In this connection, people involved iaheoutdoor labour
are prone to excessive sodium loss through swealfingy must be
advised to consume large quantities of water wéh, $0 prevent
lithium toxicity due to decreased sodium levelssdi/ere vomiting or
gastroenteritis develops, the patient should bel ttd report
immediately to the doctor. These are the condititias have a high
potential for causing lithium toxicity by loweringerum sodium
levels.

Frequent serum lithium level evaluation is impottaBlood for
determination of lithium levels should be drawn time morning
approximately 12-14 hours after the last dose aksit.

The patient should be told about the importanceegtilar follow-up.
In every six months, blood sample should be takerestimation of
electrolytes, urea, creatinine, a full blood coant thyroid function
test.
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Carbamazepine
It is available in the market under different tradames like Tegretol,
Mazetol, Zeptol and Zen Retard.

Indications
» Seizures-complex partial seizures, GTCS, seizutes 0 alcohol
withdrawal

» Psychiatric disorders: rapid cycling bipolar disemdacute depression,
impulse control disorder, aggression, psychosish wapilepsy,
schizoaffective disorders, borderline personalifgodier, cocaine
withdrawal syndrome.

» Paroxysmal pain syndrome — trigeminal neuralgia pimantom limb
pain.

Dosage

The average daily dose is 600-800mg orally, inddig doses. The
therapeutic blood levels are 6-12ug/ml. Toxic bldedels are reached at
more than 15ug/mil.

Mechanism of Action

Its mood stabilizing mechanism is not clearly bkshed. Its
anticonvulsant action may however be by decreasymgptic transmission
in the CNS.

Side Effects

Drowsiness, confusion, headache, ataxia, hypeotgnarrhythmias,
skin rashes, Steven-Johnson syndrome, nausea, ingmiiarrhoea, dry
mouth, abdominal pain, jaundice, hepatitis, oligurileucopenia,
thrombocytopenia, bone marrow depression leadiraplastic anaemia.

Community Health Practitioner’'s Responsibilities
* Since the drug may cause dizziness and drowsindgseahim to
avoid driving and other activities requiring aleys$s.
» Advise patient not to consume alcohol when he itherdrug.
 Emphasize the importance of regular follow-up sis#ind periodic
examination of blood count and monitoring of cacdigenal, hepatic
and bone marrow functions.
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Sodium Valproate (Encorate chrono, valparin, Epilex Epival)
Indications
* Acute mania, prophylactic treatment of bipolar katder, rapid
cycling bipolar disorder.
» Schizoaffective disorder.
» Seizures
» Other disorders like bulimia nervosa, obsessivepdsaive disorder,
agitation and PTSD

Mechanism of Action

The drug acts of gamma-aminobutyric acid (GABA) iahibitory
amino acid neurotransmitter. GABA receptor actmatiserves to reduce
neuronal excitability.

Dosage
The usual dose is 15mg/kg/day with a maximum oih@®&g/day
orally.

Side effects
Nausea, vomiting, diarrhoea, sedation, ataxia,amlysa, tremor,
weight gain, loss of hair, thrombocytopenia, pkttelysfunction.

Community Health Practitioner’'s Responsibilities
» Explain to the patient to take the drug immediatafter food to
reduce GT irritation
» Advise to come for regular follow-up and periodixamination of
blood count, hepatic function and thyroid functidiherapeutic serum
level of valproic acid is 50-100 micrograms/ml.

3.1.24 Anxiolytics (Anti-anxiety drugs) and Hypnosedatives
These are also called minor tranquillizers. Mddghem belong to the
benzodiazepine group of drugs.

Classification

1. Barbiturates: Example, Phenobarbital, pentokarlsecobarbital and
thiopentone.

2. Non-barbiturates non-benzodiazepine anti-anxaggnts: Example,
Meprobamate glutethimide, ethanol, diphenhydraminand
methaqualon.
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3. Benzodiazepines: Presently benzodiazepines haredtugs of first

choice in the treatment of anxiety and for thettresnt of insomnia.

» Very short-acting: Example, Triazolam, Midazolam.

» Short-acting: Example, Oxazepam (Serepax), Loramepativan,
Trapex, Larpose), Alprazolam (Restyl, Trika, AlzolaQuiet, Anxit).

* Long-acting: Example, Chlordiazepoxide (Librium), iaPepam
(Valium, Calmpose), Clonazepam (Lonazep), Flurazegidindral),
Nitrazepam (Dormin).

Indications for Benzodiazepines

» Anxiety disorders

* Insomnia

* Depression

» Panic disorder and social phobia

* Obsessive-compulsive disorder

» Post-traumatic stress disorder

» Bipolar | disorder

o Other psychiatric indications include alcohol wrthwal, substance-
induced and psychotic agitation

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 GARAeptors and
increase GABA level. Since GABA is an inhibitoryunetransmitter, it has a
calming effect on the central nervous system, thdacing anxiety.

Side Effects

Nausea, vomiting, weakness, vertigo, blurring isfon, body aches,
epigastric pain, diarrhoea, impotence, sedationreased reaction time,
ataxia, dry mouth, retrograde amnesia, impairmehtdoving skills,
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dependence and withdrawal symptoms (the drug shbeldwithdrawn
slowly, as a result).

Community Health Practitioner's Responsibility inet Administration of
Benzodiazepines

* Administer with food to minimize gastric irritation

» Advise the patient to take medication exactly azaied. Abrupt

withdrawal may cause insomnia, irritability and stimmes even
seizures.

» Explain about adverse effects and advise him tadaaotivities that
require alertness.
e Caution the patient to avoid alcohol or any oth&SCdepressants

along with benzodiazepines; also instruct him motake any over-
the-counter (OTC) medications.

* |f IM administration is preferred give deep IM.

* For IV administration do not mix with any other druGive slow IV
as respiratory or cardiac arrest can occur; momitiat signs during

IV administration. Prevent extravasations sinceait cause phlebitis
and venous thrombosis.

3.1.2.5 Antiparkinsoninan agents

In clinical practice anticholinergic drugs, amamte@d and the
antihistamines have their primary use as treatmfentsnedication-induced
movement disorders, particularly neuroleptic-indligarkinsonism, acute
dystonia and medication-induced tremor.

Anticholinergics
» Trihexyphenidyl
* Benztropine
* Biperiden

Dopaminergic Agents
* Bromocriptine
e Carbidopa/Levodopa

Monoamine Oxidase Type B Inhibitors

» Selegiline
Trihexyphenidyl (Artane, Trihexane, Trihexy, Paoga
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Indications
* Drug-induced parkinsonism
* Adjunct in the management of parkinsonism

Mechanism of Action

It acts by increasing the release of dopamine fromsynaptic
vesicles, blocking the re-uptake of dopamine inteespnaptic nerve
terminals or by exerting an agonist effect on posptic dopamine
receptors.

Trihexyphenidyl reaches peak plasma concentrationg-3 hours
after oral administration and has a duration abacdf up to 12 hours.
Dosage

1-2mg per day orally initially. Maximum dose up 1& mg/day in
divided doses.

Side Effects

Dizziness, nervousness, drowsiness, weaknessactteadconfusion,
blurred vision, mydriasis, tachycardia, orthostdtypotension, dry mouth,
nausea, constipation, vomiting, urinary retentind decreased sweating.

Community Health Practitioner’s Responsibilities

» Assess parkinsonian and extrapyramidal symptomsdiddgon
should be tapered gradually.

o Caution patient to make position changes slowly minimize
orthostatic hypotension.

* Instruct the patient about frequent rinsing of nhoanhd good oral
hygiene.

» Caution patient that this medication decreasesppat®on, and over-
heating may occur during hot weather.

3.1.2.6 Antabase drugs

Disulfiram is an important drug in this class and is useeénsure
abstinence in the treatment of alcohol dependehisemain effect is to
produce a rapid and violently unpleasant reactiom iperson who ingests
even a small amount of alcohol while taking disatfn.
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3.2.1.7 Clonidine
Indications
» Control of withdrawal symptoms from opioids
» Tourette’s disorder
» Control of aggressive or hyperactive behaviourhitdecen
e Autism

Mechanism of Action
» Alpha 2- adrenergic receptor agonist.
* The agonist effects of clonidine on presynaptichal2- adrenergic
receptors result in a decrease in the amount ofotr@msmitter
released from the presynaptic nerve terminals. Obisrease serves

generally to reset the sympathetic tone at a Idewesl and to decrease
arousal.

Dosage
Usual starting dosage is 0.1mg orally twice a dag;dosage can be
raised by 0.3mg a day to an appropriate level.

Side Effects
Dry mouth, dryness of eyes, fatigue, irritabilisedation, dizziness,
nausea, vomiting, hypotension and constipation.

Community Health Practitioner’s Responsibility

Monitor BP, the drug should be withheld if the ipat becomes
hypotensive.

Advice frequent mouth rinses and good oral hygfenery mouth.

Methylphenidate (Ritalin)
Methylphenidate, = dextroamphetamine and pemoline e ar
sympathomimetics.

Indications
» Attention-deficit hyperactivity disorder
* Narcolepsy
» Depressive disorders
* Obesity
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Mechanism of Action

Sympathomimetics cause the stimulation of alptthlsta-adrenergic
receptors directly, as agonists and indirectly byndating the release of
dopamine and norepinephrine  from presynaptic  tealsin
Dextroamphetamine and methyphenidate are also iiatsb of
catecholamine reuptake, especially dopamine rekaptand inhibitors of
monoamino oxidase. The net result of these a@#w/its believed to be the
stimulation of several brain regions.

Dosage
Starting dose is 5-10mg per day orally, maximuriyddose is 80
mg/day.

Side Effects
Anorexia or dyspepsia, weight loss, slowed growtlizziness,
insomnia or nightmares, dysphoric mood, tics andipssis.

Community Health Practitioner’'s Responsibilities

» Assess mental status for change in mood, levetuvity, degree of
stimulation and aggressiveness.

» Ensure that patient is protected from injury.

» Keep stimuli low and environment as quiet as pdsdib discourage
over stimulation.

« To decrease anorexia, the medication may be adeiadk
immediately after meals. The patient should be weigregularly (at
least weekly) during hospitalization and at homelevion therapy
with CNS stimulants, due to the potential for ama@aveight loss and
temporary interruptions of growth and development.

 To prevent insomnia administer last dose at leastoérs before
bedtime.

* In children with behavioural disorders a drug ‘daly’ should be
attempted periodically under the direction of thaygcian to
determine effectiveness of the medication and theedn for
continuation.

 Ensure that parents are aware of the delayed effettRitalin.
Therapeutic response may not be seen for 2-4 wéskslrug should
not be discontinued for lack of immediate results.

* Inform parents that OTC (over-the-counter) medaai should be
avoided while the child is on stimulant medicatiddlome OTC
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medications, particularly cold and hay fever prefians contain
certain sympathomimetic agents that could compdhedeffects of
the stimulated and create drug interactions that betoxic to the
child.

* Ensure that parents are aware that the drug shmilbe withdrawn
abruptly. Withdrawal should be gradual and underdinection of the
physician.

3.2.1.8 Electroconvulsive therapy

Electroconvulsive therapy is a type of somaticatiment first
introduced by Bini and Cerletti in April 1938. Froh980 onwards ECT is
being considered as a unique psychiatric treatment.

Electroconvulsive therapy is the artificial indioct of a grandmal
seizure through the application of electrical cotréo the brain. The
stimulus is applied through electrodes that areqaaeither bilaterally in the
fronto-temporal region, or unilaterally on the ndominant side (right side
of head in a right-handed individual).

Parameters of Electrical Current Applied
Standard dose according to American Psychiatrep&iation, 1978:
» Voltage — 70-120 volts
» Duration — 0.7-1.5 seconds

Type of Seizure Produced
» grandmal seizure — tonic phase lasting for 10-toses
» clonic phase lasting for 30-60 seconds

Mechanism of Action

The exact mechanism of action is not known. Ongothesis states
that ECT possibly affects the catecholamine patlswagetween
diencephalons (from where seizure generalizatiaums} and limbic system
(which may be responsible for mood disorders), ailseolving the
hypothalamus.

Types of ECT

Direct ECT: In this, ECT is given in the absence arfaesthesia and
muscular relaxation. This is not a commonly usetha now.
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Modified ECT: Here ECT is modified by drug-inducediscular 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 preferremhdisated.

Application of Electrodes

Bilateral ECT: Each electrode is placed 2.5-4cmvabithe midpoint, on a
line joining the tragus of the ear and the lateeadthus of the eye.

Unilateral ECT: Electrodes are placed only on ade ef head, usually non-
dominant side (right side of head in a right-haniheldvidual).

Unilateral ECT is safer, with much fewer side effeparticularly
those of memory impairment.

Indications

a. Major depression: With suicidal risk; with stupeanth poor intake of
food and fluids; melancholia with psychotic featirewith
unsatisfactory response to drugs or where drugsargaindicated or
have serious side-effects.

b. Severe catatonia (functional): With stupor; withopantake of food
and fluids; with unsatisfactory response to drugrdpy, or when
drugs are contraindicated or have serious sidetsffe

c. Severe psychosis (schizophrenia or mania): Witk of suicide,
homicide or danger of physical assault; with degivesfeatures; with
unsatisfactory response to drug therapy, or whengdrare
contraindicated or have serious side-effects.

d. Organic mental disorders:

e organic mood disorders
e organic psychosis

e. Other indications: ECT is preferred to antidepresstherapy in some
cases, such as for clients with cardiac diseasenwihcyclics are
contraindicated because of the potential for dytbrimya and
congestive heart failure; and for pregnant womem, whom
antidepressants place the foetus at risk for catajetefects.

Contraindications

A. Absolute:
» Raised ICP (intracranial pressure)
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B. Relative:
» cerebral aneurysm
» cerebral hemorrhage
* brain tumour
» acute myocardial infarction
» congestive heart failure
* pneumonia or aortic aneurysm
» retinal detachment

Complications of ECT
Life-threatening complications of ECT are rare.TE@bes not cause
any brain damage.

Fractures can sometimes occur in elderly patiefits osteoporosis.
In patients with a history of heart disease, dydnmyas and respiratory
arrest may occur.

Side effects of ECT
* Memory impairment
* Drowsiness, confusion and restlessness
» Poor concentration, anxiety
* Headache, weakness/fatigue, backache, muscle aches
* Dryness of mouth, palpitations, nausea, vomiting
* Unsteady gait
* Tongue bite and incontinence.

ECT Team
Psychiatrist, anaesthesiologist, trained nurses ades should be
involved in the administration of ECT

Treatment Facilities
There should be a suite of three rooms:

1. A pleasant, comfortable waiting room (pre-ECom.

2. ECT room, which should be equipped with ECT naehand
accessories, an anaesthetic appliance, suctiomaappaface masks,
oxygen cylinders with adjustable flow valves, cutveongue
depressors, mouth gags, resuscitation apparatusmaedjency drugs.
There should be immediate access to a defibrillator

3. A well equipped recovery room.
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Role of the Community Health Practitioners

a.

Pre-treatment evaluation

Detailed medical and psychiatric history, includirfgstory of
allergies.

Assessment of patient’'s and family’s knowledge rafigators, side-
effects, therapeutic effects and risks associatddECT.

An informed consent should be taken. Allay any unfied fears and
anxieties regarding the procedure.

Assess baseline vital signs.

Patient should be on empty stomach for 4-6 houos fir ECT.
Withhold night doses of drugs, which increase geizireshold like
diazepam, barbiturates and anticonvulsants.

Withhold oral medications in the morning.

Head shampooing in the morning since oil causesedapce of
passage of electricity to brain

Any jewellery, prosthesis, dentures, contact lemstallic objects and
tight clothing should be removed from the patiebtsly.

Empty bladder and bowel just before ECT.

Administration of 0.6mg atropine IM or SC 30 minsiteefore ECT,
or IV just before ECT.

Intra-procedure care

Place the patient comfortably on the ECT tableujirse position.
Stay with the patient to allay anxiety or fear.

Assist in administering the anaesthetic agent gmdal sodium 3-
5mg/kg body weight) and muscle relaxant (1mg/kgybaeight of
succynylcholine).

Since the muscle relaxant paralyzes all muscldsadimg respiratory
muscles, patent airway should be ensured and atoril support
should be started.

Mouth gag should be inserted to prevent possilrigue bit.

The place(s) of electrode placement should be etkbavith normal
saline or 25 percent bicarbonate solution, or alaoting gel applied.
Monitor voltage, intensity and duration of elecatistimulus given.
Monitor seizure activity using cuff method.

100 percent oxygen should be provided.

During seizure monitor vital signs, ECG, oxygerusation, EEG etc.
Record the findings and medicines given in thegpdts chart.
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C. Post-procedure care.

* Monitor vital signs

» Continue oxygenation till spontaneous respiratiants.

» Assess for post-ictal confusion and restlessness.

» Take safety precautions to prevent injury (sidedyiposition and
suctioning to prevent aspiration of secretions, aéeside rails to
prevent falls).

» |If there is severe post-ictal confusion and restless, 1.V. diazepam
may be administered.

* Reorient the patient after recovery and stay witm luntil fully
oriented.

* Document any findings as relevant in the patiergtord.

3.2.1.9 Psychosurgery

Psychosurgery is defined by APA’'s Task Force asstagical
intervention, to sever fibres connecting one péathe brain with another, or
to remove, destroy, or stimulate brain tissue, wit@ intent of modifying
behaviour, thought or mood disturbances, for whiddre is no underlying
organic pathology”.

Indications
» Severe psychiatric illness.
* Chronic duration of iliness of about 10 years.
» Persistent emotional disorders.
» 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 psychosurgere same as
for any neurosurgical procedure.

4.0 Conclusion

The essence of this unit is to expose the learmersifferent
pharmacological treatment of psychiatric patienteu must have gone
through some therapeutic modalities in this uniécEoconvulsive therapy
was also discussed in the unit, the mechanism @bracindications,
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contraindications, complications, side-effects #ralrole of the nurse in the
management of a patient undergoing ECT.

5.0

Summary
You have acquired knowledge on therapeutic madslih psychiatry

with particular reference to somatic therapies Bhdpe your exposure has
enriched you greatly.

6.0

7.0

Tutor Marked Assignment

(1) Explain the meaning of Electroconvulsive thpsra

(2) Describe your role as a nurse in the managemieat patient
undergoing ECT.
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Unit 9: Therapeautic Modalities in Psychiatry 1l (Psychological

therapy)
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3.2 Behaviour therapy
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3.9 Group therapy
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7.0 References

1.0 Introduction

This unit being a continuation of Unit 8 which was somatic

therapies while this unit is on psychological tipeea as part of the
therapeutic modalities in psychiatry. The psychmlalgtherapies that shall
be discussed in this unit include psychoanalytiehawviour, cognitive
therapies, hypnosis, abreaction, relaxation, indial, supportive, group,
family and marital therapies.

2.0

Objectives

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

describe psychoanalytic therapy

explain behavioural therapy

describe cognitive therapy

discuss relaxation therapies

differentiate between individual, group, familydamarital therapies
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3.0

Main content
PSYCHOLOGICAL THERAPIES
There are several kinds of psychological therapies
Psychoanalytic therapy
Behaviour therapy

Cognitive therapy

Hypnosis

Abreaction therapy

Relaxation therapies

Individual therapy

Supportive therapy

Group therapy

Family and marital therapy

Psychoanalytic therapy

Psychoanalysis was first developed by Sigmund Feduthe end of
the 19" century. The most important indication for psyahaigtical

therapy is the presence of long-standing mentallicts) which may

be unconscious but produce symptoms. The aim odpyas to bring
all repressed material to conscious awarenessasah patient can
work towards a healthy resolution of his problemkich are causing
the symptoms.

Psychoanalysis makes use of free association asmhdanalysis to
affect reconstruction of personality. Free assamatefers to the
verbalization of thoughts as they occur, withouty aronscious
screening. The psychoanalyst searches for patiteths material that
Is verbalized and in the areas that are uncondgiawided (such
areas are identified as resistances).

Analysis of the patient’s dreams helps to gain @aiakl insight into

his problems and the resistances. Thus dreams d$galho

communicate areas of intrapsychic conflict.

The therapist then attempts to assist the patientetognize his
intrapsychic conflicts through the use of interptiein.

The process is complicated by the occurrence ohsteaence
reactions. This refers to the patient’s developnafrgtrong positive
or negative feelings towards the analyst and thegresent the
patient’s past response to a significant otheralgwa parent. The
therapist's reciprocal response to the patient islled
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countertransference. Such reactions must be harapedopriately
before progress can be made.

* The roles of the patient and psychoanalyst arei@ttpldefined by
Freud. The patient is an active participant, freedwealing all
thoughts exactly as they occur and describing edlachs. He is
frequently in a recumbent position on a couch duriherapy to
induce relaxation, which facilitates free assoomti The
psychoanalyst is a shadow-person. He reveals mpipemsonal, nor
does he give any directions to the patient. Hibakeresponses are for
the most part brief and noncommittal, so as nahterfere with the
associative flow. He departs from this style of ammication when
an interpretation of behaviour is made to the péatie

* By termination of therapy, the patient is able tnauct his life
according to an accurate assessment of exterrdy r@ad is also able
to relate to others uninhibited by neurotic comnglic

» Psychoanalytical therapy is a long-term propositibhe patient is
seen frequently, usually five times a week. It erefore time
consuming and expensive.

3.2 Behaviour therapy

It is a form of treatment for problems in which rained person
deliberately establishes a professional relatignshith the client, with the
objective of removing or modifying existing symptenand promoting
positive personality, growth and development.

Behaviour therapy involves identifying maladaptivehaviours and
seeking to correct these by applying the principtekarning derived from
the following theories:

» Classical conditioning model by Ivan Pavlov (1936)
* Operant conditioning model by BF Skinner (1953)

Major Assumptions of Behaviour Therapy
Based on the above-mentioned theories, the foligware the
assumptions of behaviour therapy:

» All behaviour is learned (adaptive and maladaptive)
* Human beings are passive organisms that can beitiooed or
shaped to do anything if correct responses arerdaslar reinforced.
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* Maladaptive behaviour can be unlearned and replédgeddaptive
behaviour if the person receives exposure to gpestimuli and
reinforcement for the desired adaptive behaviour.

* Behavioural assessment is focused more on the ntubehaviour
rather than on historical antecedents.

» Treatment strategies are individually tailored. &gbur therapy is a
short duration therapy.

Behaviour therapy is a short duration therapy,apsts are easy to
train and it is cost-effective. The total durationtherapy is usually 6-8
weeks. Initial sessions are given daily but therlaessions are spaced out.
Unlike psychoanalysis where the therapist is a @lwagkerson, in behaviour
therapy both the patient and therapist are equdicipants. There is no
attempt to unearth an underlying conflict and taggmt is not encouraged to
explore his past.

Behaviour Techniques
(A) Systematic desensitization: It was developeddseph Wolpe, based on
the behavioural principle of counter conditioning.this patients attain a
state of complete relaxation and are then expasduket stimulus that elicits
the anxiety response. The negative reaction ofedyns inhibited by the
relaxed state, a process called reciprocal inbifiti

It consists of three main steps:
1. Relaxation training
2. Hierarchy construction
3. Desensitization of the stimulus.

1. Relaxation training: there are many methods wldan be used to
induce relaxation, some of them are:

» Jacobson’s progressive muscle relaxation
* Hypnosis

» Meditation or yoga

* Mental imagery

» Biofeedback

2. Hierarchy construction: Here the patient is dsikelist all the conditions
which provoke anxiety. Then he is asked to lisimthe a descending
order of anxiety provocation.
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3. Desensitization of the stimulus: This can be edagither through
imaginary or in reality. At first, the lowest iterm hierarchy is
confronted. The patient is advised to signal wheneanxiety is
produced. With each signal he is asked to relaterAd few trials, patient
is able to control his anxiety gradually.

Indications:
Phobias
Obsessions
Compulsions
Certain sexual disorders

(B) Flooding: The patient is directly exposed t@ ghhobic stimulus, but
escape is made impossible. By prolonged contatt thee phobic stimulus,
the therapist's guidance and encouragement andnbeling behaviour
reduce anxiety.

Indication: Specific phobias

(C) Aversion therapy: Pairing of the pleasant stimuwith an unpleasant
response, so that even in absence of the unpleesspinse the pleasant
stimulus becomes unpleasant by association. Pueisthns presented
immediately after a specific behavioural response #he response is
eventually inhibited.

Unpleasant response is produced by electric stisnudrugs, social
disapproval or even fantasy.
Indications:

Alcohol abuse

Paraphilias

Homosexuality

Transvestism

(D) Operant conditioning procedures for increasidgptive behaviour

1. Positive reinforcement: When a behavioural raspas followed by a
generally rewarding event such as food, praiseifts, gt tends to be
strengthened and to occur more frequently thanrbetioe reward.
This technique is used to increase desired behaviou

2. Token economy: This programme involves givinkgeto rewards for
appropriate or desired target behaviours perforiyethe patient. The
token can be later exchanged for other rewards. dxample, on
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inpatient hospital wards, patients receive a rewardperforming
desired behaviour, such as tokens which they maytospurchase
luxury items or certain privileges.

(E) Operant conditioning procedures to teach nelvabieur

1.

Modeling: Modeling is a method of teaching bymdastration,

wherein the therapist shows how a specific behavisuto be

performed. In modeling the patient observes otlaiepts indulging

in target behaviours and getting rewards for thoskeaviours. This
will make the patient to repeat the same behawaodrearn rewards in
the same manner.

Shaping: In shaping the components of a padrcudkill, the
behaviour is reinforced step by step. The theragimtts shaping by
reinforcing the existing behaviour. Once it is bthed he reinforces
the responses which are closest to the desiredvioeinaand ignores
the other responses.

For example, to establish eye-to-eye contact tileeapist sits
opposite the patient and reinforces him even iimw/es his upper
body towards him. Once this is established, hdarirs the person’s
head movement in his direction and this procedordgigues till eye-
to-eye contact is established.

Chaining: Chaining is used when a person failgerform a complex
task. The complete task is broken into a numbesnadll steps and
each step is taught to the patient. In forward rhgi one starts with
the first step, goes on to the second step, thémretthird and so on. In
backward chaining, one starts with the last stegh gmes on to the
next step in a backward fashion. Backward chaingngpund to be
more effective in training the mentally disabled.

(F) Operant conditioning procedures for decreasiatpdaptive behaviour

1.

Extinction/Ignoring: Extinction means removal atention rewards
permanently, following a problem behaviour. Thigludes actions
like not looking at the patient, not talking to thatient, or having no
physical contact with the patient etc., followindpet problem
behaviour.

This is commonly used when patient exhibits oelaviour.
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Punishment: Aversive stimulus (punishment) isspnted contingent
upon the undesirable response. The punishment guoeeshould be
administered immediately and consistently followihg undesirable
behaviour with clear explanation.

Differential reinforcement of an adaptive or dakle behaviour
should always be added when a punishment is beseyl dor
decreasing an undesirable behaviour. Otherwise ineblem
behaviours tend to get maintained because of ttle ¢& adaptive
behaviours and skill defect.

Timeout: Timeout method includes removing theéignd from the
reward or the reward from the patient for a patdicperiod of time
following a problem behaviour. This is often usadhe treatment of
childhood disorders. For example, the child isaltmtwed to go out of
the ward to play if he fails to complete the giveork.

Restitution (Over-correction): Restitution meamsstoring the
disturbed situation to a state that is much bdttan what it was
before the occurrence of the problem behaviour.

For example, if a patient passes urine in thedviar would be
required to not only clean the dirty area but agp the entire/largest
area of the floor in the ward.

Response cost: This procedure is used with iohals who are on
token programmes for teaching adaptive behaviolmeMundesirable
behaviour occurs, a fixed number of tokens or gosrte deducted
from what the individual has already earned.

(G) Assertiveness and social skill training: Assertraining is a behaviour
therapy technique in which the patient is givennirg to bring about
change in emotional and other behavioural pattgrbding assertive. Client
Is encouraged not to be afraid of showing an appatgpresponse, negative
or positive, to an idea or suggestion. Assertiviealv®ur training is given by
the therapist, first by role playing and then bgqtice in a real life situation.
Attention is focused on more effective interpersmhkals.
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Social skills training helps to improve social mars like
encouraging eye contact, speaking appropriatelyemmng simple etiquette
and relating to people.

3.3 Cognitive therapy

Cognitive therapy is a psychotherapeutic approadet on the idea
that behaviour is secondary to thinking. Our moasl feelings are
influenced by our thoughts. Self-defeating and-delfreciating patterns of
thinking result in depressed mood. The therapidpsheéhe patient by
correcting this distorted way of thinking, feelingsd behaviour.

The cognitive model of depression includes the togntriad:
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 improve depressive
mood. Cognitive therapy is used for the treatmdntepression, anxiety
disorder, panic disorder, phobic disorder and gatisorders.

3.4 Hypnosis therapy

The word ‘hypnotism’ was first used by James Brindthe 19’
century. Hypnosis is an atrtificially induced stamewhich the person is
relaxed and unusually suggestible. Hypnosis camdhgced in many ways,
such as by using a fixed point for attention, rhyith monotonous
instructions etc.

Changes that occur during Hypnosis
 The person becomes highly suggestible to the comshari the
hypnotist.
* There is an ability to produce or remove symptomgenceptions.
» Dissociation of a part of body or emotions.
* Amnesia for the events that occurred during thenbyip state.

Techniques

Patient is either made to lie down on a bed oinsé& chair. He is
asked to gaze fixedly on a spot. Therapist makasotonous suggestions of
relaxation and sleep. The patient however is nieieasand can hear what is
being said, answer questions and obey instructions.
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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 matepaticularly a
painful experience or conflict, is brought backctmsciousness. The person
not only recalls but also relives the material, ahhis accompanied by the
appropriate emotional response. It is most usefakcute neurotic conditions
caused by exreme stress (Post-traumatic stressldistysteria etc).

Although abreaction is an integral part of psyclabgsis and
hypnosis, it can also be used independently.

Method

Abreaction can be brought about be strong enceuanagt to relieve
the stressful events. The procedure is begun vathral topics at first, and
gradually approaches areas of conflict. Althouglheabtion can be done
with or without the use of medication, the proceduan be facilitated by
giving a sedative drug intravenously. A safe methedthe use of
thiopentone sodium i.e. 500mg dissolved in 10 ofcnormal saline. 1t is
infused at a rate no faster than 1 cc/minute tovgaresleep as well as
respiratory depression.

3.6 Ralaxation therapy

Relaxation produces physiological effects oppotitese of anxiety:
slowed heart rate, increased peripheral blood flawd neuromuscular
stability.

There are many methods which can be used to ineleeation.
Jacobson’s Progressive Muscle Relaxation

Patients relax major muscle groups in fixed ortdeginning with the

small muscle groups of the feet and working cephatavice versa.
Mental Imagery
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It is a relaxation method in which patients arstnncted to imagine
themselves in a place associated with pleasankelanemories. Such
images allow patients to enter a relaxed statexpereence a feeling of
calmness and tranquility.

Use of Tape-recorded Exercises or Instructions
Which allows patients to practice relaxation ogirtiown.
Meditation or Yoga

It is concentrating on the spirit by using cerfpgstures to prepare the
body to sit motionless, remain alert and focus 1o@ jearticular point.

Yoga is highly useful in reducing stress and tngganxiety.

Bio-feedback

Bio-feedback is based on the idea that the autanomivous system can
come under voluntary control through operant caomaiihg. Thus it helps

people to control usually involuntary physiologifahctions so as to change
them, for instance, by relaxing. People learn totb these functions by
hearing or seeing signals from instruments thatlpee information about
various measures such as muscle tension, bloodyseestc. This feedback
helps the patient to control such responses.

Uses of bio-feedback include treatment of enuresid treatment of a
host of ailments brought on by stress such as migraeadaches, tension
headaches, idiopathic hypertension, cardiac prabkeim

3.7 Individual therapy

Psychotherapy can be defined as the treatmentraiflggns of an
emotional nature, in which a trained person detitely establishes a
professional relationship with the patient to reeowmodify or retard
existing symptoms, mediate disturbed patterns dfabeur and promote
positive personality growth and development.

Individual psychotherapy is conducted on a onefte-basis, i.e. The
therapist treats one client at a time. The pateeahcouraged to discover for
himself the reasons for his behaviour. The thetdigtens to the patient and
offers explanation and advice when necessary. Byhtn helps the patient to
come to a greater understanding of himself anchtbd way of dealing with
his problems.
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Indications: Stress-related disorders, alcohol dndy dependence, sexual
disorders and marital disharmony.

3.8 Supportive therapy
In this, the therapist helps the patient to reliew®tional distress and
symptoms without probing into the past and changiveg personality. He
uses various techniques such as:
» Ventilation: It is a free expression of feelingsesnotions. Patient is
encouraged to talk freely whatever comes to higimin
* Environmental modification/manipulation: Improvirige well-being
of mental patients by changing their living conaliti
* Persuasion: Here the therapist attempts to modify patient’s
behaviour by reasoning.
* Re-education: Education to the patient regardirsgpnoblems, ways
of coping etc.
* Reassurance

3.9 Group therapy

Group psychotherapy is a treatment in which casefdlected 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 immediagedback from a
patient’s peers and a chance for both patient hadapist to observe the
patient’'s psychological, emotional and behaviouedponses towards a
variety of people.

Contraindications
» Antisocial patients.
» Actively suicidal or severely depressed patients.
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Size

Patients who are delusional and who may incorpdfreegroup into
their delusional system.

Optimal size for group therapy is 8 to 10 members.

Frequency and Length of Sessions

Most group psychotherapists conduct group sessiogge a week.

Length of session is 45 minute/hour.
Approaches to Group Therapy

The therapist role is primary facilitator, he shibydrovide a safe,
comfortable atmosphere for self-disclosure.

Focus on the “here and now”.

Use any transference situations to develop insigbttheir problems.
Protect members from verbal abuse or from scapegpat
Whenever appropriate provide positive reinforceméms gives ego
support and encourages future growth.

Handle circumstantial patients, hallucinating amdudional patients
in a manner that protects the self-esteem of tdevidtual and also
sets limits on the behaviours to protect the offneup members.
Develop ability to recognize when a group membeffragile”; he
should be approached in a gentle, supportive andthmeatening
manner.

Use silence effectively to encourage introspectaomd facilitate
insight.

Laughter and a moderate amount of joking can aet safety valve,
and at times can contribute to group cohesiveness.

Role playing may help a member develop insight itfte ways in
which he relates to others.

Some Techniques Useful in Group Therapy

Reflecting or rewording comments of group members.
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.
Summarizing various points at the end of the sassio

Psychodrama is a method of group psychotherapy hchw

personality makeup, interpersonal relationships)fims and emotional
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problems are explored by means of special dramagtthods. Psychodrama
may focus on any special area of functioning (aamrea family or a

community situation), a symbolic role, an unconsgsicattitude or an

imagined future situation.

3.10 Family and marital therapy

In family and marital therapy the focus of intamien is not on the
individual but on the family unit. The family therat works towards
improving group interactions and helping each mamiéunction better.
Indications

Family therapy is indicated whenever there aratimial problems
within a family or marital unit, which can occur mmost all types of
psychiatric problems including the psychoses, reaaiepression, anxiety
disorders, psychosomatic disorders, substance amdearious childhood
psychiatric problems.

Components of Therapy
 Assessment of family structure, roles, boundariessources,
communication patterns and problem solving skills.
» Teaching communication skills.
» Teaching problem solving skills.
» Writing a behavioural marital contract.
* Homework assignments.

4.0 Conclusion

Management of psychiatric patients is multidimenal, so this unit
has looked into psychological therapies in the adrdisorders of mental
health individuals.

5.0 Summary

This unit has taken the learners through variougchudogical
therapies like psychoanalytic therapy, behaviouerdpy, cognitive,
relaxation, individual therapies to mention but ewf The knowledge
acquired in this unit will assist you in the managat of psychiatric
patients in your day to day professional activities

6.0 Tutor Marked Assignment
(1) List five ways of psychological therapies
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7.0

(2) Discuss any two of the five psychological tlpeea mentioned
above.
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1.0 Introduction

Units eight and nine were on therapeutic modaliile psychiatry
basically on somatic and psychological therapiescdntinuation of the
therapeutic modalities, this unit will look intoettapeutic mileu, therapeutic
community and activity therapy in the management noéntally ill
individuals. Therapeutic mileu is an environmenatths structured and
maintained as an ideal, dynamic setting in whictvook with clients.

2.0 Objectives
At the end of this unit, the learners should be &b!
- describe mileu therapy.
- explain how to maintain a mileu therapy
- state the components of a mileu 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 Mileu therapy

The therapeutic milieu is an environment that teuctured and
maintained as an ideal, dynamic setting in whiclwvtok with clients. This
milieu includes safe physical surroundings, all tfeatment team members,
and other clients. It is supported by clear andsst@ntly maintained limits
and behavioural expectations.

A therapeutic setting should minimize environmérstaess such as
noise and confusion, and physical stress. It pesvid chance for rest and
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nurturance of self, a time to focus on the develepnof strengths, and an
opportunity to learn to identify alternatives ofdugmns to problems and to
learn about the psychodynamics of those problems.

A therapeutic milieu is a “safe space”, a non-puaiatmosphere in
which caring is a basic factor. In this environmemnfrontation may be a
positive therapeutic tool that can be toleratedtliy client. Nurses and
treatment team members should be aware of their oves in this
environment, maintaining stability and safety, buhimizing authoritarian
behaviour. Clients are expected to assume resplitysitor themselves
within the structure of the milieu as much as passiFeedback from other
clients and the sharing of tasks or duties witlia treatment programme
facilitate the client’s growth.

The various components of the therapeutic Milrealude:

Maintaining Safe Environment

The medical staff should follow the facility’s poks with regard to
prevention of routine safety hazards and supplentkese policies as
necessary. For example:

» Dispose of all needles safely and out of reacHients.

» Restrict or monitor the use of matches and lighters

* Do not allow smoking.

* Remove mouthwash, aftershave lotions and so foftlsubstance
abuse is suspected.

» Listed below are the most restrictive measurestaded on a unit on
which clients who are exhibiting behaviour directlyreatening or
harmful to themselves or others may be presentsd heeasures may
be modified based on the assessment of the clieetiaviour:

o immediately on the client’s admission, search tientand all
of the client's belongings and remove potentialgngerous
items, such as wire, clothes hangers, ropes, tsgtsty pins,
scissors and other sharp objects, weapons, andcatiedis;
keep these belongings in a designated place insibte=$o the
client.

0 be sure mirrors, if glass, are securely fastenet raot easily
broken.

0 keep sharp objects (e.g scissors, pocket knivesttingn
needles) out of reach of clients and allow theg osaly with
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supervisors; use electric shavers when possiblspgdable
razors are easily broken to access blades).

o identify potential weapons (e.g. mop handles, hamajnand
dangerous equipment (e.g. electrical cords, sclpahd keep
them out of the client’s reach.

o do not leave cleaning fluids, bleach, mops andstastattended

in client care areas.

do not leave medicines unattended or unlocked.

0 keep keys (to unit door, medicines) on your peistaal times.

be aware of items that are harmful if ingested, daample,

mercury in manometers.

o search packages brought in by visitors, explainrdason for
such rules briefly and do not make any exceptions.

(@)

o

The Trust Relationship

One of the keys to a therapeutic environment ésastablishment of
trust. Both the client and the nurse must trust titgtment is desirable and
productive. Trust is the foundation of a therapewdlationship, and limit-
setting and consistency are its building blocks.

Building Self-esteem
Strategies to help build or enhance self-esteest bwiindividualized
and built on honesty and on the client’s streng8wne general suggestions
are:
» Set and maintain limits
* Accept the client as a person
» Be non-judgmental at all times
» Structure the client’s time and activities
» Have realistic expectations of the client and m#dean clear to the
client
» Initially provide the client with tasks, respongiiies and activities
that can be easily accomplished; advance the ditentore difficult
tasks as he progresses
* Praise the client for his accomplishments, howesmmall, giving
sincere appropriate feedback for meeting expectsiticompleting
tasks, fulfilling responsibilities and so on.
* Never flatter the client
» Use confrontation judiciously and in a supportivanmer; use it only
when the client can tolerate it.
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» Allow the client to make his own decisions whenepessible. If the
client is pleased with the outcome of his decisjpnint out that he
was responsible for the decision and give posfeeelback.

» If the client is not pleased with the outcome, paiat that the client,
like everyone, can make and survive mistakes, tiep the client
identify alternative approaches to the problemggiesitive feedback
for the client’s taking responsibility for problesolving and for his
efforts.

Limit-setting

Setting and maintaining limits are integral torast relationship and
to a therapeutic milieu. Before starting a limipktn the reasons for limit-
setting. Some basic guidelines for effectively gdimits are:

» State the expectations or the limit as clearlyealy and simple as
possible.

» The consequence that will follow the client’s extiag the limit also
must be clearly stated at the outset.

* The consequences should immediately follow thentieexceeding
the limit and must be consistent, both over tinaeketime the limit is
exceeded) and among staff (each staff member mmifstce the
limit).

» Consequences are essential to setting and manmgdimits, they are
not an opportunity to be punitive to a client.

In conclusion, the nurse works with other healtbfggsionals in an
interdisciplinary team; the interdisciplinary teavorks within a milieu that
Is constructed as a therapeutic environment, wieghaim of developing a
holistic view of the client and providing effectiteatment.

3.2 Therapeutic community

The concept of therapeutic community was first aleped by
Maxwell Jones in 1953. He wrote a book entitledci@bPsychiatry” which
was first published in England. Later on when iswablished in the United
States, its title was changed to “Therapeutic Comtyl

Definition

Stuart and Sundeen defined therapeutic commusitfaaherapy in
which patient’s social environment would be usegtovide a therapeutic
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experience for the patient by involving him as ative participant in his
own care and the daily problems of his community.

Objectives

To use the patient’s social environment to provaleherapeutic
experience for him.

To enable the patient to be an active participarttis own care and
become involved in daily activities of his commuymnit

To help patients to solve problems, plan activiaes to develop the
necessary rules and regulations for the community.

To increase their independence and gain controt many of their

own personal activities.

To enable the patients to become aware of how bHediaviour affects
others.

Elements of Therapeutic Community

Free communication.

Shared responsibilities.

Active participation.

Involvement in decision making.

Understanding of roles, responsibilities, limitascand authorities.

Components of Therapeutic Community
Daily Community Meetings

These meetings are composed of 60-90 patientsleddlls 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 Iifehie unit.

During discussions patients’ feelings and behag@ue examined by
other members.

Frank discussions are encouraged, these may take mlith much
outpouring of emotions and anger.

Patient Government or Ward Council

The purpose of patient government is to deal withcfocal unit

details such as house-keeping functions, activitgnmng and
privileges.
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A group of 5-6 patients will have specific respduigies, such as
house keeping, physical exercise, personal hygimea) distribution,
a group to observe suicidal patients etc. Staff bem should be
available always.

All decisions should be feedback to the communhyough the
community meetings.

Staff Meetings or Review

A staff meeting should be held following each camty meeting

(Patients are excluded and only staff are presémthis meeting the staff
would examine their own responses, expectationpegjddices.
Living and Learning Opportunities

Learning opportunities are to be provided withe tsocial milieu,

which should provide realistic learning experienfmeghe 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 selb#mel's.

Becomes socio-centric.

Learns to live and think collectively with the meend of the
community.

Lasting therapeutic community provides opportusitie participate in
the formulation of hospital rules and regulatiohattaffect patient’s
personal liberties like bedtime, meal time, weekegmemission,
control of radio or T.V., social activities, lateght privileges.

Disadvantages of Therapeutic Community

Role blurring between staff and patient

Group responsibility can easily become nobody’paasibility.
Individual needs and concerns may not be met.

Patient may find the transition to community diffic

Role of the community health practitioner

Providing and maintaining a safe and conflict freevironment
through role modeling and group leadership.
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» Sharing of responsibilities with patients.
» Encouraging the patient to participate in decisimaking functions.
» Assisting patients to assume leadership roles.
* Giving feedback.
» Carrying out supervisory functions.
In conclusion, therapeutic community is an approablch is:
* Democratic as opposed to hierarchial.
* Rehabilitative rather than custodial.
* Permissive instead of limited and controlled.

3.3 Activity therapy

Activity therapies include occupational therapgcreational therapy,
educational therapy, play therapy, music theragncd therapy, and art
therapy.

Aims
* To assist the client in making the transition frohe sick role to
becoming a contributing member of society.
» To assist in diagnostic and personality evaluation.
* To enhance psychotherapy and other psychotherapeetasures (the
activity prescribed for the client often providea@verbal means for
the client to express and resolve his feelings).

3.3.1 Occupational therapy

Occupational therapy is the application of goakored, purposeful
activity in the assessment and treatment of indiisl with psychological,
physical or developmental disabilities.
Goal

The main goal is to enable the patient to achgéewealthy balance of
occupations through the development of skills that allow him to
function at a level satisfactory to himself andesth
Settings

Occupational therapy is provided to children, adoénts, adults and
elderly parents. These programmes are offered ythistric hospitals,
nursing homes, rehabilitation centres, special slshocommunity group
homes, community mental health centres, daycargeserhalf-way homes
and deaddiction centres.
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Advantages

Helps to develop social skills and provide an dutler self
expressions.

Strengthens ego defenses.

Develops a more realistic view of the self in relatto others.

Points to be kept in mind

The client should be involved as much as possiblselecting the
activity.

Select an activity that interests or has the pa@ktat interest him.

The activity should utilize the client’s strengtsd abilities.

The activity should be of short duration to fosterfeeling of
accomplishment.

If possible, the selected activity should providens new experience
for the client.

Process of Intervention

B w

o o

It consists of six stages:

Initial evolution of what patient can do and ando in a variety of
situations over a period of time.

Development of immediate and long-term goalsths patient and
therapist together. Goals should be concrete arasunable so that it
Is easy to see when they have been attained.

Development of therapy plan with planned intatia.
Implementation of the plan and monitoring thegpess. The plan is
followed until the first evaluation. If satisfacyorit is continued, or
altered if not.

Review meetings with patient and all the stabived in treatment.
Setting further goals when immediate goals hbeen achieved;
modifying the treatment programme as relevant.

Types of Activities
Diversional activities: These activities are useditvert one’s thoughts from
life stresses or to fill time.

For example, organized games.

Therapeutic activities: These activities are ugedttain a specific care plan
or goal.
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For example, basket making, carpentry etc.
Suggested Occupational Activities for Psychiatrisdbders

Anxiety disorder: Simple concrete tasks with no more than 3 or gsstkat
can be learnt quickly. E.g. kitchen tasks, washisgeeping, mopping,
mowing lawns and weeding gardens.

Depressive disorder: Simple concrete tasks which are achievable; it is
important for the client to experience success. viBe positive
reinforcement after each achievement.

For example, crafts, mowing lawns and weeding &jasd
Manic disorder: Non-competitive activities thatoa¥l the use of energy and
expression of feelings. Activities should be lirditand changed frequently.
Client needs to work in an area away from distoendi

For example, raking grass, sweeping etc.
Schizophrenia (paranoid): Non-competitive, solifaneaningful tasks that
require some degree of concentration so that iess is available to focus
on delusions.

For example, puzzles, scrabble.
Schizophrenia (catatonic): Simple concrete task&hich client is actively
involved. Client needs continuous supervision anfirst works best on a
one-to-one basis.

For example, metal work, moulding clay.
Antisocial personality: Activities that enhance fsmdteem and are
expressive and creative, but not too complicatéiénCneeds supervision to
make sure each task is completed.

Dementia: Group activities to increase feelings of belongamgl self-worth
provide those activities which promotes familialdividual hobbies.
Activities need to be structured, requiring littlme for completion and not
too much concentration. Explain and demonstrata &gk, then have client
repeat the demonstration.

Substance Abuse: Group activities in which clients uses his talerfisr

example, involving client in planning social acties, encouraging
interaction with others etc.
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Childhood and adolescent disorders:

Children: Playing, story telling, painting, poetry, music.et

Adolescents: Creative activities such as leathekwdrawing, painting.
Mental retardation: Repetitive work assignmentsideal; provide positive
reinforcement after each achievement.

For example, cover making, candle making, paclgagoods.

3.3.2 Recreational Therapy

Recreation is a form of activity therapy used isinpsychiatric
settings. It is planned therapeutic activity thataldes people with
limitations to engage in recreational experiences.

Aims
* To encourage social interaction.
* To decrease withdrawal tendencies.
» To provide outlet for feelings.
» To promote socially acceptable behaviour.
» To develop skills, talents and abilities.
» Toincrease physical confidence and a feeling ibiveerth.

Points to be kept in mind
* Provide a non-threatening and non-demanding envieo.
* Provide activities that are relaxing and withouidi guidelines and
time-frames.
* Provide activities that are enjoyable and selfséang.

Types of Recreational Activities

Motor forms. These can be further divided into fundamental acwkssory;
among the fundamental forms are such games asyhackefootball, while
the accessory forms are exemplified by play agti@itd dancing.

Sensory forms. These can be either visual e.g. looking at mopimtures,
play etc., or auditory such as listening to a cance

Intellectual forms: These include reading, debaéing so on.

Suggested Recreational Activities for Psychiatrisdbders

Anxiety disorder: Aerobic activities like walking, jogging etc.
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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, lpazz
Schizophrenia (paranoid): Concentrative activililes chess, puzzles.
Schizophrenia (catatonic): Social activities toegolient contact with reality,
like dancing, athletics.

Dementia: Concrete, repetitious crafts and projects bregdliization and
comfort.

Childhood and adolescent disorders: It is better to work with the child on a
one-to-one basis and give him a feeling of impar¢anSome activities
include playing, story telling and painting.

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 ééwf
functioning such as walking, dancing, swimming] pé&ying etc.

3.3.3 Educational Therapy

Educational therapy is used when the client hablpms which result
from a great deal of misconception. The educatidhaftapist provides
reading and learning experiences that can do a desd to eliminate his
misconceptions and anxiety.

3.3.4 Biblio Therapy
It is described as the prescription of readingemals that will help to
develop emotional maturity and sustain mental healt

Some emotionally disturbed individuals are able telate
therapeutically to the experiences of others whey tread about them,
rather than experiencing them directly. It alsovmes a medium for
discussions with others.

3.3.5 Play Therapy

Play is a natural mode of growth and developmentchildren.
Through play a child learns to express his emotantsit serves as a tool in
the development of the child.
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Curative functions

* Itreleases tension and pent-up emotions.

» It allows compensation for loss and failures.

* It improves emotional growth through his relatiopshvith other
children.

* |t provides opportunity to the child to act out Hentasies 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 exptbe family
relationships of the child and discover what difftees are
contributing to the child’s problems.

* Play therapy allows to study hidden aspects otthle’s personality.

» |t is possible to obtain a good idea of the ingelhce level of the
child.

» Through play inter-sibling relationships can becaasely studied.

Types of Play Therapy

Individual vs group play therapy: In individual tagy, the child is allowed
to play by himself and the therapist’s attentiorioisused on this one child
alone.

In group play therapy other children are involved.
Free play vs controlled play therapy: In free plag child is given freedom
in deciding with what toys he wants to play.

In controlled play therapy, the child is introddaato a scene where
the situation or setting is already established.

Structured vs unstructured play therapy: Structyky therapy involves
organizing the situation in such a way so as taiabhore information.

In unstructured play therapy no situation is setl @mo plans are
followed.

Directive vs non-directive play therapy: In direeti play therapy, the

therapist totally sets the directions, whereasan-directive play therapy,
the child receives no directions.
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Play therapy is generally conducted in a play rodime play room
should be suitably stocked with adequate play natdepending upon the
problem of the child.

3.3.6 Music Therapy
Music therapy is the functional application of meusowards the
attainment of specific therapeutic goals.

Advantages
* Facilitates emotional expressions.
* Improves cognitive skills like learning, listeniagd attention span.
» Exercise through body movement maintains good laticun and
muscle tone.
» Social interaction is stimulated.

3.3.7 Dance Therapy
It is a psychotherapeutic use of movements, whHiathers the
emotional and physical integration of the individua

Advantages
» Helps to develop body awareness.
» Facilitates expression of feelings.
* Improves interaction and communication.
» Fosters integration of physical, emotional and aloekperiences that
result in a sense of increased self-confidencecantentment.

3.3.8 Art Therapy
The goal of art therapy is to help the patientregg his thoughts,
emotions and feelings through his drawings.

Importance of art therapy
* |Itis used as a diagnostic and therapeutic tool.
» It provides socially acceptable outlets for fantasg wish fulfillment.
* It helps the patient to gain relief from anxiety lgyaphically
representing conflicts and aggressive and traunmasiterial without
guilt.
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3.3.9 Implications of Activity Therapies.

The health practitioner has an important role mhancing the

therapeutic effects of activity therapies. Somenimoio be kept in mind are:

4.0

Close coordination between the nursing staff amdatttivity therapy
department is essential.

By engaging in these activities, the health priactér not only has an
opportunity to support the therapeutic efforts bk trecreational
therapist, but also has an invaluable opportunitgliserve the client
in different settings.

Through her observations of the client's behaviauring these
activities, the nurse will gain valuable informatidhat she can
subsequently utilize to therapeutic advantage envtbrking phase of
the health practitioner -client relationship.

Conclusion
The needs of mentally ill individual are numerosstlae illness may

affect both the body and the mind of the patiemtingeting the needs can be
approached from somatic, psychological and aadwipoint of the view, so
this unit dealt with the use of milieu therapy, rdp@eutic community and
activity in meeting the needs of psychiatric pasan our communities.

5.0

Summary
This unit looked into the use of environment in tregethe needs of

individuals with disorders of mental health. | hojpe knowledge gained
from the unit can now assist you to answer theofalg tutor marked
assignments.

6.0

Tutor Marked Assignments
(1) Discuss how a milieu therapy can be attainegidayas a nurse
to meet the needs of your clients.

(2) List four activity therapies and discuss ANY DAbf the four
mentioned.
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1.0 Introduction

Mental health clients may be labeled with one arempsychiatric
diagnosis, but all have one thing in common i.esuggessful coping
behaviours. The very nature of mental iliness erabterized by actions that
are not in keeping with society’s definitions ofpappriate behaviours.
Mental health caregivers provide clients with edwra about and
opportunities to engage in more effective behawoWhen experiencing
stress, people use their resources to decreasdisit@mfort. These efforts
called coping mechanisms used as the tools that uselwork through the
ups and downs of daily living. A crisis is an upsethe homeostasis of an
individual. A crisis has several characteristicattseparate it from other
stressful situations. For example, a crisis oceuren an individual’'s usual
coping mechanisms are ineffective so the crisisat@ls new solutions with
new coping strategies. Crisis is self-hinting beseabhuman beings can not
endure high levels of continued stress, crisisumally resolved within a
short time and because a crisis usually affectsentioan one person, for
everyone within the person’s support system iscégfi by the crisis.

2.0 Objectives
At the end of this unit, the learners should be &b!
- define what crisis is
- define grief crisis is
- list the characteristics of individuals pronecttsis
- enumerate the types of crisis
- describe the resolution of crisis
- describe the stages of grief
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- explain how grief is resolved

3.0 Main content
3.1 Crisis

Crisis can be viewed as an integral component varyelay life
situations. A crisis may influence people’s lives different ways. As a
consequence of a crisis experience, the individua} go down to a lower
or less healthy level of functioning than what vieore the crisis, or he
may resume the same level of functioning by repmgsthe crisis and the
related emotions. On the other hand, he may fumaioa healthier level
than prior to the crisis, because the challenga ofisis can bring out new
strengths, skills and coping mechanisms.

Intervention at a crisis is extremely important geevent mental
iliness, because long-standing problems make tisopdotally incapable of
handling the situation. If proper guidance is pded at the correct time, the
victim will come out of it better equipped to haadiiture problems in life.

3.1.1 Definition

Crisis is a state of disequilibrium resulting frahe interaction of an
event with the individual’'s or family’s coping meatisms, which are
inadequate to meet the demands of the situatiombizeed with the
individual’'s or family’s perception of the meanirgf the event (Taylor
1982)

3.1.2 Crisis Proneness
Hendricks (1985) suggests that certain individ@aks more prone to

crisis than others. The following are charactarsstioften found in
individuals who are regarded as being more sudidept crisis:

» Dissatisfaction with employment or lack of employrhe

» History of unresolved crisis.

» History of substance abuse.

» Poor self-esteem, unworthiness.

» Superficial relationships with others.

 Difficulty in coping with everyday situations.

» Under utilization of resources and support systems.

» Aloofness and lack of caring.
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It is important to note that individual personalttgits must also be
considered in conjunction with these charactesstitrisis is defined by the
individual; what is a crisis for one is merely atcorrence for another. This
factor is a critical component that must be eva&dan relation to crisis
prone characteristics as well as personality traits

3.1.3 Types of Crisis

Maturational Crisis

Maturational crisis can be defined as the predegiocesses of
growth and development that evolve over a periotina¢, the ultimate goal
of these processes is maturity.

The transition points where individuals move inteceessive stage
often generate disequilibrium. Individuals are iieegh to make cognitive
and behavioural changes and to integrate thoseigathyshanges that
accompany development.

The extent to which individuals experience suceedbe mastery of
these tasks depends on previous successes, ditgilabsupport 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 adolescanarriage, parenthood,
midlife and retirement.

Situational Crisis

A situational crisis is one that is precipitateg & unanticipated
stressful event that creates disequilibrium by dteweing one’s sense of
biological, social or psychological integrity.

Examples of events that can precipitate situaliockses are
premature birth, status and role changes, deathlo¥ed one, physical or
mental illness, divorce, change in geographic looaand poor performance
in school.

Social Crisis

Social crisis is accidental, uncommon and ungrdieid and results in
multiple losses and radical environmental chang#ial crisis include
natural disasters like flood, earthquakes, violemeclear accidents, mass
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killings, contamination of large areas by toxic wess wars etc. This type of
crisis is unlike maturational and situational @ibecause it does not occur
in the lives of all people.

Because of the severity of the effects of soadigi<coping strategies
may not be effective. Individuals confronted witicsl crisis usually do not
have previous experience from which to draw expertSupport systems
may be unavailable because they may also be ingdaofveimilar situations.
Mental health professionals are called upon to quatkly and provide
services to large numbers of people and in somescage whole
community.

3.1.4 Phases of Crisis
Caplan (1964) has described four phases of @ssdescribed below:
Phase |

Perceived threat acts as a precipitant that gesenacreased anxiety.
Normal coping strategies are activated, and if cosssful, the individual
moves into Phase Il.

Phase Il

The ineffectiveness of the Phase | coping mechanlsads to further
disorganization. The individual experiences a sewisgulnerability. The
individual may attempt to cope with the situationai random fashion. If the
anxiety continues and there is reduction, the iddia enters Phase IIl.

Phase Il

Redefinition of the crisis is attempted and thdividual is most
amenable to assistance in this phase. New probidving measures may
also affect a solution. Return to pre-crisis lemefunctioning may occur. If
problem solving is unsuccessful, further disorgamon occurs and the
individual is said to have entered Phase IV.

Phase IV

Severe to panic levels of anxiety with profounogmtive, emotional
and physiological changes may occur. Referral tthéu treatment resources
IS necessary.
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3.1.5 Signs and Symptoms of Crisis

 The major feeling in a crisis situation is anxiefyhe individual
experiences a heavy burden of free-floating anxiety

» The anxiety may be manifested through depressiogeraand guilt.
The victim will attempt to get rid of the anxietging various coping
mechanisms, healthy or unhealthy.

* The individual may become incapable of even takiage of his daily
needs and may neglect his responsibilities.

e The individual may become irrational and blame wmthfer what has
happened to him.

3.1.6 Resolution of Crisis

Healthy resolution of a crisis depends upon thkowiong three
factors:
1. Realistic appraisal of the precipitating everd, recognition of the
relationship between the event and feelings ofedgxd necessary for
effective problem-solving to occur.
Availability of support systems.
Availability of coping measures over a life-tin# person develops a
repertoire of successful coping strategies thablenhim to identify
and resolve stressful situations.
There are three ways by which the individual nesotve the crisis:

w N

Pseudo-resolution

In this, the individual uses repression and pushe®f consciousness
the incident and the intense emotions associatéddityiso there will not be
any change in the level of functioning of the indual. But in future, if and
when a crisis occurs, the repressed feelings magecto surface and
influence the feelings aroused by the new crigissuich a situation, the
particular crisis may be more difficult to resohNmecause the feelings
associated with the earlier crisis are neither esged nor handled at that
time.

Unsuccessful Resolution

In this, the victim uses pathological adaptatibraray phase of crisis,
resulting in a lower level of functioning. The viot rather than accepting
the loss and reorganizing his life, keeps rumimptover the loss. An
example is prolonged grief reaction, which resultdepression.
Successful Resolution
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In this, the victim may go through the various $d® of crisis, but
reaches Phase Ill where various coping measuregtiired to resolve the
crisis situation. The individual develops betteilskand problem solving
ability, which can be and will be used in variousations in future.

3.1.7 Crisis Intervention

Crisis intervention is a technique used to helpnaividual or family
to understand and cope with the intense feelingsdle typical of a crisis.
Community health practitioners function as parthaf interdisciplinary team
in the use of crisis intervention as a therapemicality. Community health
practitioner may employ crisis techniques in thewrk with high-risk
groups such as clients with chronic diseases, nawengs and bereaved
persons.

Community health practitioner may also use crisigrvention in
dealing with intra-group staff issues and clienhagement issues.

Aims of Crisis Intervention Technique
* To improve a correct cognitive perception of theaaion.
» To assist the individual in managing the intensd amerwhelming
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 thepose of
identification of the problem and the people inaly
* |t is necessary to identify the support systemslava and to know
the depth in which the individual’s feelings aréeafted.
» Assessment should also be done to identify thengiine and
limitation of the victim.

Defining the event

* The victim at times may not be able to identify frecipitating even
because of possible denial, or due to reluctantakabout it.

* It may be necessary for the therapist to review dbtils of the
incidents in the past 2 to 4 weeks in order to tifethe event that
precipitated the crisis. Such a review will alsdph& bring the
precipitating even to the awareness of the victim.
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Develop a plan of action

B.

The victim and the people closely associated with should have
actual involvement in developing the plan of action

The therapist must be aware that the victim maybeoih a condition
mentally to comprehend complicated information dtee the

overwhelming anxiety experienced by him. The indians given by
the therapist must be simple and clear, and toohmuoformation

should not be given at a time. The instructions tmaye to be written
down, as the victim may not be able to retainkalinformation.

Steps to assist the victim in managing the seeieelings

Helping the individual to be aware of the feelings

The victim needs help in identifying his own fegl#n which is the
first step in handling them.

The therapist should use appropriate communicaéiolnnique so that
the victim will feel comfortable to express his lfags without the

fear of being judged or criticized.

The therapist also should be efficient in obsentimg non-verbal and
verbal behaviour of the victim, so that he will Bble to make a
careful assessment of his feelings.

Helping the individual to attain mastery over thelings

The individual should be given adequate support godlance

through the therapeutic process in order to haribdke feelings

associated with the crisis but special care shbaltbken not to give
any false reassurance.

He should not in any way be encouraged to blamersttas this will

only let him escape from taking any responsibility.

Care must be taken that the individual may not kbgpvéoo much

dependency on the therapist, which is unhealthy.

After the victim and the support groups make tren@f action under
the guidance of the therapist, this should be dsed with the victim
and the concerned others, so that they will hasiear understanding
of the methods of implementation of the plan.

To improve coping with the situation necessary mmmental

manipulation must be done in physical or interpeasareas.

It is advisable to have another appointment forviceém to visit the

therapist within a week, in order to assess howplaa is working

out, and if needed, to revise and modify the plan.
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3.2 Grief

Grief is a subjective state of emotional, physemadl social responses
to the loss of a valued entity. The loss may bé& meavhich case, it can be
substantiated by others (e.g. death of a loved ome)erceived by the
individual alone, in which case, it can not be pered 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 reseatrithterminally ill
patients identified five stages of feelings and aseburs that individuals
experience in response to a real, perceived ocipated loss:

Stage I-Denial: This is a stage of shock and disbelhe response may be
one of “No, it can’t be true!” Denial is a protaci mechanism that allows
the individual to cope within an immediate timer@ while organizing
more effective defense strategies.

Stage llI-Anger: “Why me?” and “It is not fair!” areomments often
expressed during the anger stage. Anger may betelirat self or displaced
on loved ones, caregivers and even God. There maydreoccupation with
an idealized image of the lost entity.

Stage llI-Bargaining: “If God will help me throughis, | promise | will go
to church every Sunday and volunteer my time t@ log¢hers”. During this
stage, which is generally not visible or evidenbtbers, a bargain is made
with God in an attempt to reverse or postponedks. |

Stage IV-Depression: During this stage, the fullpatt of the loss is
experienced. This is a time of quiet desperatiah disengagement from all
associations with the lost entity.

Stage V-Acceptance: The final stage brings a fgatihpeace regarding the
loss that has occurred. Focus is on the realith@foss and its meaning for
the individuals affected by it.

All individuals do not experience each of thesges in response to a

loss, nor do they necessarily experience themisnattder. some individuals
grieving behaviour may fluctuate and even overlepvken stages.
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3.2.2 Resolution of Grief

Resolution of the process of mourning is thoughhéave occurred
when an individual can look back on the relatiopshith the lost entity and
accept both the pleasure and the disappointmemwts (he positive and
negative aspects) of the association. Pre-occupatith the lost entity is
replaced with energy and desire to pursue newtstwsmand relationships.

The length of the grief process may be prolonggdamumber of
factors:

If the relationship with the lost entity had beemarked with
ambivalence, reaction to the loss may be burdengd guilt, which
lengthens the grief reaction.

In anticipatory grief where a loss is anticipateatividuals often
begin the work of grieving before the actual losxuws. Most people
experience the grieving behaviour once the actsd bccurs, but having
this time to prepare for the loss can facilitate frocess of mourning,
actually decreasing the length and intensity ofrésponse.

The number of recent losses experienced by awithdil also affects
the length of the grieving process and whethershable to complete one
grieving process before another loss occurs.

3.2.3 Maladaptive Grief Responses

Maladaptive grief responses to loss occur whemndividual is not
able to satisfactorily progress through the stagkegrieving to achieve
resolution. Several types of grief responses haeenbidentified as
pathological [Lindemann (1944), Parkes (1972)].

These are prolonged, delayed/inhibited and dedlorésponses.

Prolonged Response
It is characterized by an intense preoccupatiadh wiemories of the
lost entity for many years after the loss has aeclr

Delayed or | nhibited Response

The individual becomes fixed in the denial stadethee grieving
process. The emotional pain associated with lossotsexperienced, but
there may be evidence of anxiety disorders or sigeplisorders. The
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individual may remain in denial for many years luttie grief response is
triggered by a remainder of the loss or even byrerainrelated loss.

Distorted Response

The individual who experiences a distorted respassfixed in the
anger stage of grieving. The normal behaviours aateml with grieving,
such as helplessness, hopelessness, sadnessaaaggrlt are exaggerated
out of proportion to the situation. The individuatns the anger inward on
the self and is unable to function in normal atia of daily living.
Pathological depression is a distorted grief respon

3.2.4 Treatment
Normal grief does not require any treatment whoenplicated grief
requires medication depending on the prevailingaElur responses.

3.2.5 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 of goal-directed activities.

 Bring together similar aggrieved persons, to erager
communication, share experiences of the loss and offer
companionship, social and emotional support.

4.0 Conclusion

Griefs and crises can be successfully managed wadbquate
adaptation, social support from significant indivads in the society as
unresolved griefs and crises may result in maj@&ltheand psychological
problems. Emotional support and referral to varicaenmunity resources
should be offered promptly.

5.0 Summary

You have gone through this unit on griefs andesrisianagement, the
knowledge is to assist you as learners for betlaptation and for you to
assist you clients.
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6.0 Tutor Marked Assignments

Describe how you will assist a teenager that dangsof school as a
result of loss of her parents in air crash thaeindg happened.
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1.0 Introduction

This unit will introduce the learners to commumtgntal health care.

Community mental health has developed a responsgieetoealization that
much of the effort expended in the past as tredtnien mentally ill
individuals encouraged chronicity rather than aimetto a productive life.
Thus, the current trend is to treat the individuadmediately in the
community, no matter how disturbed his behaviouay ime. In this way, it
Is hoped that the development of chronic symptolagyoand the rupturing
of community ties through institutionalization da@ avoided.

2.0

3.0
3.1

Objectives

At the end of this unit, the learner should be abie
describe the aims of community mental health care
list the methods used in practicing communitygbsgtry
discuss the roles of community psychiatric ptaxter.

Main content
Introduction
The term community can be defined either as aipali{geographic)

unit or as a functional unit. People qualify as rhems of a geographic or
political unit by holding rights of citizenship \ih the boundaries of
specified territory or merely by living there.
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Community Psychiatry is a new speciality- though wadely
embracing one-within the field of psychiatry. linsists of the acceptance of
responsibility by one or more Psychiatrists andertworking with them for
the prevention, early detection, and short-termd mg-term (including
rehabilitative) treatment of metal disorders inrawmscribed population.

Community care consists of medical and social sessprovided by
four main groups, namely, department of Health &ndial Security Area
Health Authorities, Local Authorities and Voluntadyganisations.

Community mental health is essentially a synonym dommunity
psychiatry. The aim is to provide care for patieatscentres located near
their homes as at a stage when their disorder hatvget becomes severe or
chronic , so that disruption of their lives id nmmzed. In most cases these
are patients these prognosis is good. Both rekatbie and primary
preventive efforts are also emphasised; the ldtiesugh education and
consultation.

Thus, the Community Mental Health was a revolutigndea when it
was introduced in the early 1960’s. Its overall lgmas helping people in
their own community or neighbourhood to reach andintain more
satisfactory levels of functioning.

Another aims of community care is to use the suppbmpatient’s
relatives (family) and friends where possible amguit them in touch with
the psychiatric services which exist for guidancel dreatment of such
patients.

The family is the principal “medium” by which theo@munity’s
“message” is transmitted. While acknowledging theaertance of biological
and others influences, the Community Psychiattatgspecial emphasis on
the fact that the emotional health of the individalad families depends on
the healthy development and functioning of humamroainities.

Since the patient receives treatment within his @mmironment, the
possibility of “lengthy rehabilitation” as in thease of patient admitted in a
comprehensive psychiatric setting (Psychiatric ltadas reduced.

Community Mental care prevents unnecessary boreddten
experienced by hospitalised patients. It is alsathvanentioning that the
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social stigma attached to people with mental desardis considerably
reduced.

Community Mental Health- Practitioner Attributes

Awareness of self, personal and cultural values

Non-judgmental attitude

Problem solving skills

Ability to cross service system (e.g. to work wsithool, other health
care providers, employers, etc).

Knowledge of community resources

Willingness to work with the family or significaother identified by
the client as support people.

Understanding of the social, cultural and politicsdues that affect
mental health and iliness

Knowledge of political activism

Goals of Community Mental Health Nursing

To provide prevention activities to populations five purpose of
promoting mental health.

To provide interventions as early as possible.

To provide corrective learning experiences forraligroups who have
deficits and disabilities in the basic competenciesded to cope in
society, and to help individuals develops a serfsseti-worth and
independence.

To anticipate when populations become at risk fartipular
emotional problems and to identify and change $o@ad
physiological factors that diversely affect peogpléiteraction with
their environments.

To develop innovative approaches to primary pregardctivities.

To assist in providing mental health education ¢e@idations about
mental health and illness and to teach people lmwaskess their
mental health.

Community Mental Health Care Process
The key aspects of the assistance include:

* Impairments directly due to psychiatric disordeclsas persistent
hallucinations, negatively symptoms, social witlveif under-
activity and slowness.
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» Secondary social disadvantages such as unemploymewerty
and homelessness, as well as the stigma attachpdythiatric
illness.

* Personal reactions to illness and social disadgensach as low
self-esteem and hopelessness, poor motivation apdcity for
self-management and performance of social roles.

* Unpredictable behaviour, risk of harm to self arttiecs, and
liability to relapse.

» Financial circumstance of the client.

* Availability of community resources.

» Social circumstances to which the patient is likelyeturn.

The expected outcome of the assessment is a detailéine of the
person’s present functioning highest level of fioruhg, highest level
functioning and the needed services.

Intervention

Community health practitioner must approach inngona with
inflexibility and resourcefulness to need the braoadge of needs of the
patients with continued mental deficits. Intervens cannot be direct only
towards discrete psychiatric symptoms, but musb diilitate client’s
access to various community resources providingbfmsic needs such as
housing nutrition, etc.

Since people suffering from mental illness oftema@ in or return to
the community following treatment, nurses mist lideao the assess the
presence of continued mental health problems asl @hd implementation
interventions within the confines of the resourcagailable in the
community.

Roles Of Health Practitioner In Community Mental Health
Consultative roles: This means giving advice toeotprofessionals in the
community about the type and level of care requioec given client group.

Clinician role: Providing direct care to the patieanthe community.

Therapeutic roleEmploying psychotherapeutic and behavioural methads
management of patients.

187



Assessor/researcher role: The health practitiosggss the care given to the
client group, and may also assess the outcome mggare programs.

Educator:Creating awareness in the community about mentaltthend
metal illness with special focus on vulnerable gou

Trainer/Manpower facilitators: Training of parapgses$ionals, community
leaders, school-teachers and other care-giving epsafnals in the
community.

Manager/Administrator: Management or resources, nrphegy and
coordination.

Domiciliary care: Services are provided to therdliBy visiting their homes.
Services like administration of medications, assesdg of the level of
functioning and improvement of patient, monitorimigside-effects of drug,
counselling of patients and family members arereffeat the client’'s home
setting.

Liaison role: Community health practitioner workimgthe community help

the clients and the family members by bridging glag@ between the client
and the hospital, client and the employers and bismetworking in the

community for resources development.

Preventive roles: These preventive roles are upderary, 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 Conmunity

1. Identification of Patient in the Community: Tai& important people
like, village panchayat members, local leader, liees; and educated
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youth members of services agencies like angawadilanmandals, etc.
and request them to tell you about individuals:

Who talk nonsense and act ion manner considerexhgsr or
abnormal.

Who have becomes very quit and do not talk or thwther people
Who claim to heat voice or see things that othamnot hear or see.
Who are suspicious and claim that others are trioritarm them.
Who have become unusually cheerful, crack jokessay that they
are very wealthy and superior to others whennbisreally so.

Who have become very sad lately and cry withowgoea

Who talk about suicide or have made an attempiieite.

Who get processed by god or spirit or who are &aioge the victims
of black magic or evil power

Who are dull, mentally not grown up like other béir age and slow
since birth.

When you visit homes, enquire about members saoffeform mental
iliness. Ask the above mentioned questions taetithout offending them
and obtain information about the existence of depatin them in that
family, neighbourhood or among their relatives.

When you go to school, enquire from teachers andestts about
children who suffer from fits, behavioural and lgag problems.

2.

Refer the immediately in the following condition

The patients is severely ill, violent or unmanadeab home

History of recent head injury

Repeated convulsions (continuous or more than &stianday)
Distributed behaviour after delivery

The client has attempted suicide or is threatenorgmit suicide
Distributed behaviour in people with known diabeatesiypertensions
People who show abnormal behaviour after takingralt or nay
other intoxicating substance.

3. Follow-up care with special emphasis on meddwatiregimen,
improvement made, and side effects, patient’s catioipal function

4. Be prepared to answer certain common questiskedaegarding mental
iliness.
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Is mental iliness hereditary?

Is mental illness contagious?

Do ghosts, black magic, curse cause mental-illness?
Is mental iliness treatable?

Can patients take up responsibilities after reqg¥er
Can marriage cure mental illness?

Remember
Do not give false assurance or make false promigsistell 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-heated attempts; hard work yields goesuits.

3.4 Psychiatric Services In Community Psychiatry

@)

(b)

Various ways (methods) are used in practising conityipsychiatry:
Psychiatric service in General Hospital: Theynish strategic
application of community psychiatry. Here, the htapserves as the
community psychiatry. In this setting, psychiasiaff members can
interact closely with their medical and paramediwalleges. People
turn more readily to non-Psychiatrist physicians lielp with their
physiologic difference than to anyone else. Furttwee, any iliness is
psychologically stressful both to the patient aadhis family; and
many physical illness are provoked at least in fmrtemotional
tension. The psychiatrist in the general hospitah delp his
colleagues learns ways of responding hospital agistéeelings of
shame and stigma are minimised and the intensike tbat can be
given shortens the hospital stay. As in other psyoh treatment
setting, continuity of care can be maintained aspfgeare transferred
form outpatient to impatient to artificial hospitation (night or day
hospital) and then back to outpatient

Day Hospital (in the Hospital or on separatenises): Day hospital
may be provided within the community. They are eitattached to an
hospital or stand on their own. Patients are brbbghtheir relations
to receive psychiatric treatment, depending onep#8 condition,
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(€)

(d)

(€)

(f)

(9)

(h)

how stays in the say hospitals for example mortilh@vening with
relatives.

Patient may even be admitted for a short-term rreat with the
relative in attendance.

The field of child and family psychiatry serae models for much of
what takes place in community psychiatry. The thistatreating an
emotionally disturbed child recognises that othexmhers of the
family play a part in his patient’s disturbancerdPdis may be urged to
obtain individuals therapy, or they may be regarésdentially as
consultees. The child’s problems are then discussedthe parents
in such a way as to ease the parent’'s tensionseahst them as
colleagues in treating the child.

Psychiatric Social workers form the hospitalfdllow-up of patients
In assessing situations in the environment, trgaéind advising the
community on health grounds.

Day centres are also established for cardefetderly, for chronic
Schizophrenia, for the mentally handicapped.

Child Guidance Clinics are established in doenmunity to take care
of physical, emotional and psychological cares bfidcen. The
psychiatrist pay visit to the institutions.

Social clubs in the Community aid treatmend gorevention of
psychiatric conditions. The alcoholics for examfidem themselves
into clubs, they sheer opinions and receive addioe medical team.

Village system care-neighbouring villages amed in some cases.
Patients and relatives say there and receive tegdtim the hospital.

Role of The Community Psychiatric Health Practitiorer

In community Mental Health today, Psychiatrialie officer with a

generalist background are prepared to attempt tet tiee needs of
“total patient”. Their flexibility enhances the ddgpmental nature of
this growing speciality. Community mental nurses action oriented.
As in all Community health, the focus is one prignprevention. The
community health practitioner does not wait for gatient to become
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9.

3.6

“ilI” first, rather, the emphasis on preventionoBlems are dealt with
in the setting where they began; an attempt is matiéo remove the
person from the community.

Among other things, the community health pramtg#r who is a
clinical specialist in Psychiatric care servesmagdividual and group
therapist and consultation and liaison person taroanity agencies
and hospital units.

The community Psychiatric health officer makesmk visits and
serves as a resources person, educator, admioisdrat researchers.
The community Psychiatric health officer comnuates clearly with
other health members to maintain their significgrbfessional

contributions.

She assists the relatives in the managemetegbdtient by helping
them to prepare for the patient’s return to the momity, - providing

support for the family, noting signs of stress witlthe family and

taking appropriate remedial action.

She is also concerned with giving health edapatwithin the

community

She plays a role in running groups/social clwhgh provide support
after patient’s discharged home.

The community Psychiatric health practitionealso concerned with
provision of community of hospital in-patient ortpatient treatment.

At times she runs a “supportive”, and works vathpatient.

Levels Of Prevention
In the 1960s, psychiatric Gerald Caplan describedl$ of prevention

specific to psychiatry. He defingaimary prevention as an effort directed
towards reducing the incidence of mental disordersa community.
Secondary prevention refers to decreasing the idaratf disorder while
tertiary prevention refers to reducing the levdlsmpairment.

Primary Prevention

Primary prevention seeks to prevent the occurreatemental

disorders by strengthening individual, family amdugps coping abilities.

Role of a nurse in primary prevention

Community mental health officer are in a key positito identify

individual, family and group needs, conflicts ametssors. Thus, they play a
level of prevention
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Health Maintenance

MENTAL HEALTH
Ability to cope with activities of daily
living in an adaptive manner

PRIMARY o .
PREVENTION ™~ SpeCIfIC protection of

villnerable nonulatio

PRIMARY _-1 Health Maintenance
MENTAL HEALTH PREVENTION
Ability to cope with activities of daily\
living in an adaptive manner PRIMARY ~ Specific protection of
PREVENTION vulnerable nonulatio

(This paradigm was developed by Bloom, 1979)

Major role in identifying high-risk groups and pesting the occurrence of
mental illness in them. Some interventions include:

Antenatal care to the mother an educating her daggrthe
adverse effects of irradiation, certain drugs arsnaturely.
Ensuring timely and efficient obstetrical assiswmnim guard
against the ill effects of anoxia an injury to tiewborn at birth.
Dietary corrections of those infants suffering frometabolic
disorders.

Fostering bonding behaviours

Teaching growth the and development to parentdeachers.
Correction of endocrinal disorders.

Consulting with parents about appropriate discaplyrmeasures
Promoting open health communication in families.

Rendering crisis counselling to the parents of majly and
mentally handicapped children.

Identifying the problems of scholastics performaand emotional
disturbances among school children and going tirmgrvention.
School teachers can be taught to recognize theniegi
symptoms of problems.

Ensuring harmonious relationship among the memioérshe
family and teaching healthy adaptive techniqueghat time of
stress-producing events.

Extending mental health education services at Childdance
Clinics about child rearing practice; at pareneheas association
regarding the triad relationship between teachdfd @and parent;
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and at various extramural health agencies regaidtegration of
mental health into general health practice.

» Strengthening social support for the frustratedsaged helping
them to retain their usefulness.

Secondary Prevention

Secondary prevention targets people who show esnigptoms of
mental health disruption but regain premorbid leseefunctioning through
aggressive treatment.

Role of a Community Health Practitioner in Seconday Prevention

 Case finding through screening and periodic exataina of
population at risk, monitoring of client etc. thumsclinics, schools,
home health care and the work place community rhéetth officer
detect early sign of increase level of anxiety, rdased ability to
cope with stress and failure to perceive self,@heironment and/or
reality accurately and provide direct service appeie

» Consultation and referral services.

» Early and effective treatment for patient, and ecessary, to family
members as relevant; providing counselling servioesaregivers of
mentally ill patients.

Tertiary Prevention

Tertiary Prevention targets those with metal ilfhemnd helps to
reduce the severity, discomfort and disability agged with their iliness. In
these terms community mental health nurses playaharele in monitoring
the progress of discharged patients in halfway pmeouses, etc.,
especially with regard to their medication regimergrdination of care, and
SO on.

Roles of a Community Health Practitioner in tertiary prevention
» There are wide range of service that need to beqed to patient as
part of the tertiary prevention program. Commuiiggalth practitioner
need to be familiar with the agencies in the comitguihat provide
these services. Collaborative relationship betweental health care
providers and community agencies are absolutelyentisdly if
rehabilitation is to succeed.
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4.0

An important intervention in the maintenance ofigratin their own
homes in the community is the Training in Communiiying (TCL)
program, designed by ‘Stein’ and ‘Test'. In thisdebwhen a person
is referred for a hospital admission the staff gtmeshe community
with him rather than his going to the hospital eéoviath the staff. This
real world experience with the patent enables dadth practitioner to
assess accurately the skills that the person breedsarn and to
mutually agree on realistic goals.

Another aspect of community life that is more diffit to assess
accurately and deal with effectively, is the stigattached to mental
illness. Many patient and their families try to alsetigma by keeping
the nature of the person’s iliness secret. The rieedecrecy place
additional stress on the family system because themllways the fear
that the truth will be revealed. Health practitiome the community
are in a key position to monitor community attitadand help in
fostering a realistic attitude towards the mentally

For some patents, the emotional climate of the lfaioi which they
return can have a significant effect on their ament, and
eventually, recovery from the debilitating effectd chronic metal
illness. Families sometimes view mental illnessaasveakness of
character that can be overcome by exertion of neffatt. This type
of familial attitude may result in guilt on the paf the patient who
believe that he has disappointed his significaheotGuilt leads to
increase anxiety and decrease self-esteem. Thestharconditions
that interface with a high level of functioning. drefore community
health practitioner working with families need toster health
attitudes towards the mentally ill member.

Conclusion
Community mental heath-psychiatric care which & dpplication of

specialized knowledge to populations and communit@ promote and
maintain mental health, and to rehabilitate poporat at risk that continues
to have residual effects of mental illness. Psytdciaare in the community
setting differs markedly from its hospital counts. The community
setting requires that the psychiatric health offigesses knowledge about a
broad array of community resources and be flexilsle approaching
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problems related to individual psychiatric symptorfeamily and support
systems and basic livings needs such as housinfjreamtial support.

5.0 Summary

You will agree with me that the method of treatingntal illness have
changed dramatically in the past century thus mopgabout the shift in
mental health care from the institution to the camity and heralding the
era of deinstitutionalization. This unit has takemu through these changes
which makes you more relevant in the managemeniewital disorders as a
professional nurse.

6.0 Tutor Marked Assignments
Differentiate  between institutionalized and deitstonalized
management of mental health nursing in Nigeria

7.0 References / Further Readings
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Unit 13: Legal Aspects of Mental Health Care
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1.0 Introduction

In one of your previous courses, you studied heedire ethics and
jurisprudence, the course reflected on legal aspeabursing profession. In
this unit, you will also be taken through the legapects of psychiatry and
psychiatric health care, so the need to reflect gmdback to the previous
course on health care ethics and jurisprudence.

The practice of psychiatric health care is infleesh by the law
particularly in concern for rights of patients ahe quality of care they are
receiving. The relationship between psychiatric &awd reflects on tension
between individual rights and social needs, andttfee areas have many
similarities. Both psychiatric and law deals withinlan behaviours, the
interrelationships between people and the respilitis people assume
based on these relationships. Both also have aimod®ciety’s desire for
control of undesirable behaviours. Together, thaytually analyse when
psychiatric treatment is therapeautic, custodiahcarceration.

2.0 Objectives
At the end of this unit, the learners should ble &dx

- state the similarities and dissimilarities betwgsychiatry and law

- explain the essence of law in psychiatry

- explain when and why the patient must be compilysadmitted to
hospital, detention for care and discharge

- state the legal and criminal responsibilitiesn&ntally ill in Nigeria

- explain the concept of criminal responsibility
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- discuss the concept of diminished responsibility
- state the role of psychiatrist and the law
- enumerate the rights of patients

3.0 Main content
3.1 Trends in Patients’ Care and the Law

Mental (psychiatric) hospitals have ceased to beegdly regarded
merely as places of care and custody and theiityaltd treat and cure
patients has been widely recognised. Unlockingooirs, removal of railings
and reduction of other restrictions on personagriyp have become the
common practice, and in this the mental hospitagehmet with public
support.

An increasing number of general hospitals provideoenmodation
for psychiatric patients for it is now recognisedttthey do not always need
to be treated in special hospitals. This changattdfide to the mentally ill,
which came about concurrently with rapid advancegreéatment and new
methods of hospital administration called for reansof outworn laws and
statutory regulations.

In Britain, the repeal of section 315 of the lun&at made possible
the admission of patients to mental hospitals withany formalities as
‘informal’ patients. The new Act removed the magitt form any part in
the legal detention of patients. Furthermore, itrded that a patients
suffering from a mental disorder, even if detaigeinst his will, could be
treated in a general hospital and do not only imental hospital as was
previously the case.

Formerly, even a voluntary patient could not be idgoh to a
psychiatric hospital unless he was suffering fronpsychiatric illness’,
although the latter term was not clearly definedh@ regulations. There is
now complete freedom to admit patients to any kihdospital according to
their clinical needs and the facilities availabldere is no legal bar to a
psychiatric hospital reserving wards for, say, mmatg or general surgical
cases, in the same way as there is no bar to aajdmespital reserving
wards or beds for psychiatric patients.

Of course this legal freedom is not likely to caasg great change in

the function of hospitals, other than to bring mpsychiatric patients into
general hospitals. Patients with different kindspsfchiatric illness will
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continue to be treated in different clinics or htap, because those with
mental illness need different treatment from th@gh mental subnormality.

3.2 Essence of Law in Psychiatry

It seems rather convenient to start by explainidty whe law is so
necessarily important in psychiatric. The answes partly in the nature of
psychiatric illness itself, partly in the concept oesponsibility and
accountability, and partly in the acceptance of tmnciple of the
fundamental human right of freedom of movementefindividual.

Firstly, psychiatric illness, unlike physician #ss, is not always
referable to a deviation from biological norms. l&atit may manifest in a
behavioural pattern that constitute a deviatiosoigiross and so bizarre that
there is no difficulty among all and sundry in saythat the person involved
must be mentally ill. In others, it requires thanmgn of experts before any
pronouncement of illness can be made.

Secondly, an individual with the types of behavispecified above,
attribute to illness, cannot be expected to bewatable for his own actions.
Yet any attempt to restrict his movement might olteevent that may be of
help in illustrating the above analysis was repbrom the back of the
Nigeria Sunday Sketch newspaper of December 12, 1976. An Alhaji who
had just returned from holy pilgrimage in Meccadhast seen off some
guests’ and whilst returning to his house ‘he bexdhe target of lunatic
roaming the streets in the area’. He was grippewh foehind by the mentally
disordered man and “frightened by the unexpecteshudis the Alhaji
struggled and freed himself from the clutches @f limatic. In a desperate
bid to escape he took to his heels and ended ugr @nchoving vehicle”.

In order to avoid incidents of this type, there doexist in each
society laws to provide for the hospitalization rigmulsory if necessary) of
mentally disordered persons, and to ensure thgtateenot allowed to roam
at large in the community. This is not to say tatry mentally disordered
persons, and to ensure that they are not alloweaadm at large in the
community. This is not to say that every mentalgoddered person must be
hospitalized. The types of person that are of palgr concern here are those
who are unable to recognise or accept that theyillm@nd in need of
treatment, those unable to look after themselvesaathe same time do not
have anybody to take responsibility for their wedfahose with overt or
potential destructiveness either to themselves others, or to property, and
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those with inability to control their behaviour esplly when such
behaviour is of a destructive.

An acceptable law must make provisions for the halsgation of the
types of persons described above whilst at the $eneetaking into account
the principle of the fundamental human right ofeffem of movement. In
addition, the law must ensure that, though cempairsonal and civil right of
persons suffering from some types of illness mayeha be curtailed, other
rights are not unduly restricted. And it must maewance for the effects
of mental illness on a person’s sense of respditgbiand accountability
especially with respect to criminal behaviour. Friimase points of view, the
law may be divisible into two groups. The first gpp describe as
“humanitarian” would consist of rules intended tmtect the mentally ill
person himself; whilst the second group, intenaedrotect the public, may
be described as ‘self-preservatory’.

3.2.1 Humanitarian
Thus the humanitarian rules would be concerned: with

1. Care or treatment of the individual:

a. Getting him, if necessary against his will tplace where he can be
looked after and keeping him there until he is webugh to be
released.

b. Protecting those who have to carry out (a) apswdhat they are not
deemed to be violating his fundamental human rights

C. Ensuring that he is not deprived of his libeidy an unnecessarily
long time.

2. Protection from undue criminal conviction.

3. Protection of his property and affairs whil&t il

3.2.2 Self-Preservatory Rules
These rules would be concerned with the protectibrthe public
form:

1. Mentally disordered persons who may find thexweselin position of
power in the governmental machinery. For example:
a. Kings, Emperors, Presidents, Prime Ministers)istiers and/or

state Secretary (ies):

b. Judges and Magistrates
C. Other High government officials.
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3.3

(1)

(2)

3)

Mentally disordered persons who are not in elupbsitions in the
government but by virtue of their being loose ire thociety, are
capable of inflicting harm on other people either b

a. direct/indirect assault on person;

b. damage to property; or

C. entering into marriage contract with unsuspectiarsons.

The Law and The Mentally Il in Nigeria (Compulsay

Admission To Hospital, Detention For Care And Dischrge)

The law which provided for the custody and remafalhe mentally
il in Nigeria used to be called the Lunacy Ordioan

This law, which was first commenced on 21sté&eber 1916, was a
transcription of the English law, which was overO¢€ars old and
which was repealed and replaced by an Act of Radr known as
the Mental Act of 1959.

At about this time, with the creation of setwgrning regions in
Nigeria, the Lunacy Ordinance was revised and pm@ted into the
Laws of each region as the Lunacy Law.

And in Eastern and Northern Nigeria in 19635)4The Law. In all
three regions are similarly worded except in a fewwor details. The
description which follows therefore, applies to aflthem although
the Lunacy Law of Western Nigeria is used as amgxia.

The sections of the Lunacy Law which are of releeafor discussion
here are sections 10-18. only these will be dismliss

Section 10 of the Lunacy Law in Western Nigeriat&tathat,

“whenever a Medical Officer has cause to suspeat #my person is a
lunatic and considers it expedient that such persbauld be placed
forthwith under observation in an asylum, he magngra certificate of
emergency, and shall cause such a person to be taken asylum and it
shall be lawful for such a person to the asylumciieel, and for the
superintended of the asylum to receive and detagh & person in the
asylum:
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‘Provided that no such person shall be detainednirasylum under
any such certificate for a longer period than @en days except with the
authority of a magistrate’

Section 11-16 require that an information be giwen oath to a
magistrate who may then examine the person suspdotde mentally
disordered, and hold an inquiry as to this persstése of mind. There are
regulations governing the conduct of such an inquithe magistrate may
issue a warrant of arrest of the suspected perdadasshould appoint a
gualified medical practitioner to examine the patieand complete a
statutory certificate. Depending on the opinionttté magistrate may then
complete another certificate authorising the commmyl admission of the
patient. Where there is no qualified medical ptater within the
magisterial district the magistrate must be congpketwarrant in term of
form F (see Appendix) to a magistrate in a distubere there is a qualified
medical practitioner.

The latter magistrate must then go through the quoee of
conducting an inquiry into the state of mind of guspected person all over
again. But he will be required to complete a défgrcompulsory admission
of the patient into the asylum.

The Discharge Procedure under the Lunacy Law (@ectl7 and 18)
provides for only two people who may order the kissge of only two
people who may order the discharge of a compuis@ilmitted patient.
These are magistrate and the governor of the dBattethe magistrate can
only order the discharge of a patient ‘has beentgdhby the superintendent
of the asylum in which the person is detained, praby two qualified
medical practitioners of whom one at least shak Ibéedical Officer’.

The governor, on the other hand, ‘may order thehdgigge from any
asylum of any person detained therein under thiswaether recovered or
not and may allow any lunatic to be absent on foalsuch period as he
thinks fit, and may at any time grant an extengidisuch period’. And ‘In
respect of any lunatic absence on trial, the gawenmay order the payment
out of the revenue of any sum not exceeding the stitvo pounds per
month (or abouwt=NB00.00) to the person taking charge of such lahati
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3.3.1 Observations

In spite of its revision in 1959, the Lunacy Lavmi@ns couched in a
language which reminiscent of Pre-Renaissance ptsicef mental
disorders and which must militate against the mgjliess of mental health
personnel in this country to apply the law. Itherefore not surprising that it
Is difficult to find any psychiatric establishmeint this country where the
law is put into practice.

While the majority of patients can be treated infally, there will
always be a group of patients whose illness mal@s & potential source of
danger to themselves or to others but who arecanig in insight that they
will not voluntarily seek the care, protection @aneatment they require. This
group includes, among others, the severely mendalyrdered persons who
live on and roam the streets, the streets of oungoand cities i.e. vagrant
psychoses. For this category of patients the lawtrauolve a system that
will facilitate a smooth and speedy admission pdoce so that the treatment
which these patients’ need may be promptly ingdutThat the personal
liberty of the individual is not unduly jeopardizesl safeguarded in the
fundamental human right of Freedom of Movemenh ¢onstitution of the
Federal Republic of Nigeria (6). Section 21 (ijerpvides that no person
shall be deprived of his personal liberty savedrtan circumstances which
involve persons suffering from infectious diseaspsrsons of unsound
mind, persons addicted to drugs or alcohol or vagraAnd in these cases,
deprivation of personal liberty must be for the gmge of their care or
treatment or the protection of the community.

In terms of smoothness of practice for mental thepérsonnel, the
early institution of badly needed treatment and do@venience of the
mentally disordered patient, section 10 (cited a&po about the only
satisfactory provision available in this law. Irder to detain a patient for
longer than seven days, one must go through a pggaédure (Sections 11-
16) which, in the light of Nigeria judicial systemmay be very cumbersome
and discouraging.

Perhaps such a cumbersome procedure as is dembhpdeéctions
11-16 above may help to safeguard the personattyiled the suspected
patient as envisaged by the provisions of the doiish of the federation by
ensuring that he may never be compulsorily admitted a detailed inquiry
has been conducted to confirm a disordered metd&.slt is, however,
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obvious that the advantages associated with symo@edure far outweigh
any advantage it may possess.

3.3.2 Suggested Modifications

Modification of the Law, both in terms of its lamgge and the
procedure laid down for the compulsory admissiothefpsychiatric patient
seems long overdue. The need for change is biattdsg the fact that a
considerable advancement in psychiatric knowledage taken place, and
progress made in the provision of mental healtle ¢arNigeria since the
Lunacy Ordinance was introduced in 1916.

Firstly, there is a need for an overhaul of threnteology. The terms
“lunacy”, “lunatic”, “asylum”, “insanity” should beaeplaced. These words
not only reflect an antiquated notion of the natofenental ilinesses, they
also carry with them negative social values. A agrsible proportion of the
unfavourable attitudes the public manifests towdndsmentally ill originate

from fears of mental iliness as a terrible and s#fahsocial condition.

The procedure stipulated in Sections 11-16 whietessitates in the
issue of warrant for the arrest of the patienthiblling of a summary trial
involving his exposure to public spectacle detemtio prison pending
decision on his state of mind is distastefully sizgizing to the patient as
well as to his family. These sections of the lawd& be abolished and be
replaced by more enlightened and humanitarian ofles.1957 Report of
the Royal Commission on the Law relating to Merlimless and Mental
Deficiency which sat under the chairmanship of L&&cy of Newcastle
statedinter alia, ‘mental disorders of all kinds must be viewedarily as a
matter of protecting society’. In other words, stlargely a medical rather
than a legal concern. The English Mental Health 28%9 is based on this
commission’s report.

Dr. Issac Ray, an American Psychiatrist who liirethe 19 century,
has enumerated the essential and basic componérgslightened and
humanitarian laws governing the involuntary hodpigion of the mentally
ill (7). He stated these components as follows:

“In the first place” — the law should put no hiadce in the way of

prompt use of those instrumentalities which arerégd as most effectual in
promoting the comfort and restoration of the pdtien
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Secondly, it should avoid all unnecessary expostiivate trouble,
and all unnecessary conflict with popular prejudic&hirdly, it should
protect individuals from wrongful imprisonment. Would be objective
enough to any legal provision that it failed tolsecthese objectives in the
completest possible manner.

3.4 The Law and the mentally ill in Nigeria Il
3.4.1 Introduction

When a mentally ill individual first manifests awt that will later be
perceived as psychiatric symptom, the act is natags recognized as a
symptom of iliness but rather as a deviation frauia norms. (1) This is
particularly so with major mental illnesses. Itléovs, therefore that in order
to avoid imposing punishment for an offence comeditby a mentally
disordered person, the society must formulate l&wvguide those who
administer justice in our law courts.

The Nigerian Criminal Code Ordinance

The law which provides for the determination ajdeand criminal
responsibility of the mentally ill in Nigeria is dmdied in the Nigerian
Criminal Code Ordinance. (2) which is based onianfdal Code drafted by
the renowned English criminal lawyer, Sir Fitzjant&®phens, in 1878 it
was proposed to replace the Common Law in Englamavbs never enacted
by the British Parliament. It was instead introdidato Queensland in
Australia in 1899 and into Nigeria in 1916 followithe unification of the
north and south. (3) With the creation of self-goveg regions around
1959, the Criminal Code Ordinance was revised andrporated into the
laws of the Western and Eastern Regions as “Crim@wde Law”. In
Northern Nigeria, due to the prevailing Moslemggln there, the Criminal
Code Ordinance redrafted and brought into operatiddeptember, 1960 as
the Penal Code Law. (4) According to Richardson tftg Northern Nigeria
Penal Codes were based on the equivalent Sudars @ddeh were in turn
modelled upon the Indian Penal Codes.

The sections of the Nigerian Criminal Code Ordoemwhich are of
relevance to the theme of this discussion her&aotions 27, 28 and 327.

‘Section 27

Every person is presumed to be of sound mind artatve been of
sound mind at any time which comes in question| uh®# contrary is
proved.

205



‘Section 28

A person is not criminally responsible for an acbobmission if at the
time of doing the act or making the omission haisuch a state of mental
disease or natural mental infirmity as to depriva 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 doingmitng to do an act
is affected by delusions on some specific mattematters, but who is not
otherwise entitled to the benefit of the foreggmmgvisions of this section, is
criminally responsible for the act or omissionhie same extent as if the real
state of things had been such as he was inducéloebgelusions to believe
to exist.

‘Section 327
Any person who attempts to kill himself is guiltf a misdemeanour
and is liable to imprisonment for one year.

Despite its intention to avoid conflict with theol Qu’ran and
Sunna, the Northern Nigerian Penal Code has retaineumber of offences
contained in the Nigerian Criminal Code Ordinanag¢hat nothing which is
an offence under the Criminal Code ceases to beffance in Northern
Nigeria. Thus, Section 231, which deals with ‘aféimg to commit suicide’
Is essentially the same as Section 327 of the Mige€riminal Code.
Similarly, Section 51 in the Penal Code, which giviee legal definition of
insanity, contains almost all the elements of $ec28 of the Nigerian
Criminal Code.

3.4.2 Observations
The above Laws are of concern to the medical psoda from certain
points of view:
(@) The desire of the physician to ensure thatrhentally abnormal
patient is not unjustly convicted for an offencendfich he is accused.
(b) The compatibility of the Laws with the modemertd in psychiatric
knowledge.

In order to examine the Law from these points @wit would be
fruitful, at this stage, to examine the meaningcafminal responsibility’.
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3.4.3 The Concept of Criminal Responsibility

According to Jacobs (1971), ‘a person is respd@d$dr something if
he can be called upon to answer questions abouthtis responsibility,
either in law or morals, constitutes an instrumehtsocial control. In
criminal law, the general rule is that liabilityguares “mens rea”, lawyers
Latin for a guilty mind, and “actus reus” — wrongfintention. The
interpretation of these requirements usually ingeha subjective inquiry
into the actual state of mind of the accused atithe of offence committed.
Since the criminal law seeks to punish the offenétar the offence
committed. It is absolutely important that the léays down criteria for
distinguishing, on ground of supposed mental ababtyn between those
who are, and those who are not, responsible far dlcgons.

3.4.4 Mental lllness and Criminal Responsibility in the Ngerian

Criminal Code

Section 28 of the Nigerian Criminal Code gives lggal definition of
insanity but it places the onus of proof of menadnormality on the
accused, through Section 27. Such a proof is basedformed advice from
the medical profession by the production of medesatience and/or cross-
examination of a medical witness. The onus howeasanpt as great as that
placed on the prosecution to prove its case beydnceasonable doubts.
Sometimes a positive family history of mental alnality may constitute
sufficient admission. For example, in the case @.R/s Edem Ugo Inyang
the judges ruled that, “Evidence of insanity ofestors or blood relations is
admissible. Medical evidence is not essential”.

Section 28 of the law emphasizes that the mebtabranalities should
have existed at the material time when the offemas committed. It does
not matter if such abnormality was temporarily errpanently although the
former may be difficult to establish. For exampile,Rex. vs Edem Ugo
Inyang the high court judge had ruled that the sedwas sane at the time he
committed the offence. At the Appeal Court, J.I1.&yIbr, in arguing on
behalf of the appellant, distinguished betweentighinsanity’ and ‘total
insanity’. By ‘partial insanity’, he meant that tla@pellant was subject to
periods of insanity, during one of which he Kkilldde deceases. ‘Total
insanity’ meant permanent insanity. But the Appéadges in disagreeing
with Taylor's submission, stated: “It is clear thtite learned Judges’
summing up of the appellant when he struck the @k no matter whether
that state of mind was a temporary or permanerit one
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The principle followed in most English speakinguntysies was laid
down in 1843 in the McNaughten Rules Walker (1988)Naughten was a
paranoid who attempted to assassinate the BritislePMinister, Sir Robert
Peel, being under the delusion that only by shgotle Prime Minister
could he escape from the persecution, which had degging him for many
years. He shot and killed the Prime Minister’'s Ri@vSecretary, apparently
mistaking him for Peel. The argument of McNaughédawyer, Cockburn,
sought to rely on lack of control and the jury hadhesitation in acquiring
his client. The public reaction to the case ledHloeise of Lords to pose five
guestions to the judges in Britain on the questibimsanity. The judges’
answer to the third and fourth questions embodyMiedlaughten Rule as
follows:

“The jurors ought to be told in all cases thatrgwean is to presumed
to be sane, and to possess a sufficient degrezasbn to be responsible for
his crimes, until the contrary be proved to theitisfaction and that to
establish a defence on the grounds of insanityust be clearly proved that,
at the time of committing the act, the party acdusas labouring under
such a defect of reason, from disease of the naigahot to know the nature
and quality of the act he was doing; or if he ditbw it, that he did not
know he was doing what was wrong”.

Thus the McNaughten Rules take into consideratmiy the
cognitive aspects of the individual's behaviour agdores the emotional
and volitional aspects. The accused person mustufiering from a defect
of reason... so as to know... if he did not know thetas doing what was
wrong. If it were strictly applied, it would be abst impossible to find
anyone to whom the Rules would apply. The Nige@aiminal Code whilst
incorporating the McNaughten Rules in its Sectidrisand 28, has gone far
further in taking cognizance of the individual'slitional state. Thus, the
capacity to control his actions... which is in Segti8, is not found in the
McNaughten’s Rules.

There has been one instance in Nigerian medicblegfary in which
the Nigerian Criminal Code (Section 28) was comganeith the
McNaughten Rules. This was in the case of Rex. wso® which is
regarded as the standard case on our law of isdifits comparison shows
that the Nigerian Legislature had not only depafteth the phraseology of
the English Judges 1845 but had also introducedemiwely new factors:
“natural mental infirmity” and “capacity to contrbis actions”. In trying to
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elicit the exact menaing of the phrase “natural talemfirmity”, the West
African Court of Appeal (WACA) Judges Rex. vs Omatated, “We must
ascribe to them (i.e. the words “natural mentalrmmity” an intention to
distinguish between ‘mental disease’ and ‘natura@ntal infirmity’, for

otherwise the last words would be redundant. Thedsvonatural mental
infirmity’ mean, therefore, in one’s opinion, ‘a fdet in mental power
neither produced by own default nor the resultiséase of the mind'.

The only category of mental abnormality whichdalto this class is
that group known as mental subnormality or mengghrdation. Thus, it
would seem that a mentally retarded person camadield to be criminally
responsible for his offences. In Britain, on thieesthand, a mental defective
would still be found guilty although, under the ManDeficency Acts of
1913 and 1927, the courts would be empowered toceplam under
guardianship or to send him to an institution famal defectives instead of
passing sentence on him.

Let us examine the phrase ‘to deprive him of capdo control his
actions’. The W.A.C.A. Judges observed that theselsvnot only departed
from the Rules in McNaughten’s case, but were nediconflict with the
line of English decisions subsequent thereto, irclwthe Judges of England
have declined to accept the defence of irresistivipulse’ which these
words appear to have introduced into the laws geNa. The Judges further
observed, ‘As to the wisdom of introducing or maining this departure
from English Law, it is one for the legislaturejtmige; this court can only
apply this law as one finds it". They went on totgiHewart in the case of
Rex. vs Kopach, where the learned Lord Chief Jastaid, ‘The complaint
against the Judge is that he did not tell the fbhat something was the law
which was not the law. It is the fantastic theofyuacontrollable impulse
which if it were to become part of our criminal lawould be merely
subversive. It is not yet part of the Criminal Lawd it is to be hoped that
the time is far distant when it will be made so.

Obviously these judges were averse to the corafefpincontrollable
impulse”. It is notable that in this respect thgé&tian Law has been ahead
of the British Law which places emphasis on then@ibge aspects of the
individual’'s behaviours only, and refuses explcitto recognize the
importance of volitional factors. Thus the Nigeri@nminal Code, by virtue
of the clause ‘incapacity to control his actiors2em to exonerate persons
suffering from disorders like kleptomania statespilepsy associated with
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automatism or certain abnormal metabolic statesvhich the individual
may behave in an uncontrollable manner e.g. hypagiyic states.

It appears however that the judges in Nigerian rSobhave been
reluctant to give recognition to the full meaninigtlis phrase. Although a
plea of ‘uncontrollable impulse’ may be made, itnet considered as
sufficient proof of insanity. In the case of Rex Rshigifuwo (11), the
judges ruled that ‘mere absence of any evidenerative for a crime is not
a sufficient ground upon which to infer mania’. Rex. vs Inyang (1) they
stated ‘where there was sufficient evidence indreadf insanity rather than
the opposite, the absence of any evidence of matsye become relevant to
the point at issue and material to it’.

The inclusion of the second part of Section 28 negyesent a setback
in the Nigerian Law. The interpretation of this ggraph seems to be that
the mere presence, per se, of delusion in the adcperson is sufficient
ground to absolve him from the offence charged. ds&gy1965) has
attempted to clarify this paragraph by giving tleioiwving example as an
illustration:

A sees Z and Z's wife in his house and A, underittsane delusion
that the woman was his wife and that Z was comngtadultery with her,
kills Z. The rule says that A’s criminal responktiishould be considered
on the basis of the fact as he supposed them td thee facts would have
amounted to a killing as a result of provocatitmnt he will be convicted of
manslaughter.

Although it is arguable whether A, in the abovarmple, would be
said to be suffering from a delusion or an illusiare could agree for the
purposes of this discussion that he was in fadesaf) from a delusion. The
argument that A would be liable to conviction foamslaughter seems to
indicate that the law makers have definitely faitede guided by informed
psychiatric knowledge on this issue. According &spkrs (1959), ‘since
time immemorial, delusion has been taken as theéc bdwmracteristic of
madness’. To be mad was to be deluded. Delusionifesés itself in
judgements; delusions can only arise in the proog#sinking and judging.
To this extent, pathologically falsified argumeats termed delusions, it is,
therefore, apparent that the person who is delu@étether ‘on some
specific matter or matters’) cannot but be entitiedhe benefit of the first
paragraph of Section 28. fortunately, the practagilication of this part of
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Section 28 is strictly limited. Aguda (1965) poiteut that most cases
could be disposed off under the first part of gestion. The inclusion of the
second paragraph is thus unnecessary.

3.4.5 The Concept of ‘Diminished Responsibility’

The Nigerian Law does not recognize the conceptdwmhinished
responsibility’, which became incorporated in thegksh Law in the
Homicide Act of 1957 (14). This concept dates becB35 Walker (1968).
In the case of William Braid who pleaded guilty $some unrecorded
offence, Dr. Trail was examined, after the accusedind had diminished
his responsibility, although it did not take it amentirely. “It seems to have
been based on the concept of ‘partial insanity’fpaward in Scotland by Sir
George Mackenzie who lived between 1636-91 Walk€68). He argued
that since the law granted total immunity to theg® were shown to suffer
from total insanity, it should by rule of propom® moderate the
punishment if those with partial insanity. Althoughrtial insanity was not
usually recognized as a defence, it was takenadntmunt after conviction,
by the practice of allowing, or advising, the juryrecommend a pardon.
One wonders if this was what Taylor was trying ¢thiave when he tried to
distinguish between ‘partial insanity’ and ‘totakanity’ in the appeal of this
client (Rex. vs Inyang suprs).

Regular use of the concept of ‘diminished respulises’ did not,
occur until 1867 in Aberdeen, when Lord Dees tidadgwall, a 45-year-old
chronic alcoholic, who stabbed his wife to deatlera& drinking bout. Lord
Dees, in directing the jury, ask the jury to coesjcamong other factors that
the prisoner appeared to have been peculiar imbrgal constitution and to
have had his mind weakened by successive attaclissedse (he had had
repeated attacks of delirium tremens). Lord Dees efdhe opinion that the
weakness of his mind was not inadmissible in dagidvhether the offence
should be classed as murder or culpable homicite. state of mind of a
prisoner, he thought, might be an extenuating onstance, although not
such as to warrant an acquittal on grounds of ihsahhe result was the
substitution of a lesser penalty than death. Loeg@$and his fellow judges
in Scotland continued to steer juries into simitardicts and by 1909, the
phrase ‘diminished responsibility’ was actuallyrmgeused by judges.

It is arguable that the development of the conadptdiminished

responsibility’ in Scottish Courts was the resultaocident of history. The
McNaughten Rules which were in force in Englandhatt time were not
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applicable to Scotland. Thus the boundary betweenden and culpable
homicide was less clearly defined in Scotland. Hmvethe advantages of
this concept are obvious:

1. A greater number and types or degrees of maabrmality could
be taken into account.

2. Whereas English Law allowed only two possilatihat the prisoner
was or was not so insane as not to be accountabléi$ act or
omission, Scots law allowed a third; that he wadfigeantly
disordered to deserve mitigation of the usual gunent though not
complete exemption. That is, he was not in compbetarol of his
own mind.

3. The effect enabled the judge to pronounce eihsentence of life-
imprisonment, imprisonment for a specified ternfin@, a probation
order, or an absolute or conditional discharge.

In Nigeria, where the death penalty is still indey the inclusion of
‘diminished responsibility’ would no doubt prevetite execution of a
sizeable number of convicted persons who could didyclassified as
‘partially insane’ thus not qualifying for acquittander Section 28, for
example, Lambo (1962) made a study of persons ctadvifor criminal
offences which included murder or multiple murdegs members of the
prescribed Odozi Obodo and Leopard Men societies.fégdind that the
criminal behaviour by such persons could be reghrds one of the
components of a psychiatric syndrome which he tdrrfi®lalignant
Anxiety”.

Aguda (1965), thinks that the defence of irreslstimpulse covers
‘diminished responsibility’ and even more. Thisdisubtful. He argues that
whereas the defence of diminished responsibilityestricted to cases of
homicide the defence of irresistible impulse untex Nigerian Criminal
Code is applicable to all offences. It is true floatexample, the kleptomanic
in Nigeria may be able to obtain an acquittal vatldefence of irresistible
impulse, but this does not necessarily mean thairahajority of mentally
il persons accused of a criminal offence suffemirirresistible impulse.
There is still a considerable class of persons wtmmit homicide while
suffering from some form of mental illness which sgnificant in the
commitment of the offence but the nature of whideginot entitle them to
total acquittal under Section 28 of the CriminaldEoThe provision of a
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defence of diminished responsibility would enahlerspersons to be given
a lesser penalty than death.

The Northern Nigeria Penal Code does not recogteedefence of
irresistible impulse, nor that of diminished resgibniity.

3.45.2 Attempting to Commit Suicide

Section 327 of the Criminal Code which deals witlerapted suicide
iIs overdue for abrogation. Persons who commit dai@r attempt suicide
are usually mentally ill, some of them severelylsoa study of 38 patients
with self-poisoning and self-injury admitted to Mersity College Hospital,
Ibadan, only 21 percent were found to have no ewmeeof psychiatric
iliness (Ebie, 1972). If a person succeeds in cdimyi suicide 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 suchragoeis being tried because
he failed or because he ever attempted suicideeiffirist place. Section 327
Is that it seems to be imposing a moral judgmenthenindividual. Suicide
used to be a crime in England but this is no lorsgesince the passing of the
Suicide Act of 1961.

It cannot be argued that the imposition of a pgnfdr attempted
suicide is based on the rationale that it wouldohtel deter people from
committing this act. There is evidence to sugdeast Nigeria has one of the
lowest suicide rates in the world. Asuni (1961)rfduan incidence of less
than 1 in every 100,000 in Western Region Nigam@a Ondo, Ekiti, Osun,
Oyo, Ogun, Edo and Delta states). This was lowan ttine lowest figure
recorded anywhere else in the world. There areoresat believe that this
rate is due, not to the punitive intent of Sect8#Y, but to other factors.
Imposition of a penalty is more likely to make pkeoponceal the fact of an
attempted suicide or increase their determinationetsure that they
successfully carry out the act. Hence people indneke care would be
reluctant to come forward for the help they badbea

3.45.3 The Role of Psychiatrists and the Law

In the course of all these, | have often wonderedether a
psychiatrist is the most qualified person to dethwhis sort of subject or
whether it does not actually belong in the teryitof legal practitioners. The
law is, fundamentally a complete artefact — a ctiben of man made rules
enacted by legislators or rulers of a country wathwithout taking into
account the predominant current social feelingsthat time each rule
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becomes enacted. The people who administer the (lawyers, police,
magistrates, judges) are therefore interested idigak aspects only to
enable them ensure that justice (as in implicthim Law) is done. Thus they
are more interested in say for example, the timeezith in the case of a
murder, the state of mind of the accused at the timoffence alleged etc.
There is little interest in etiological factors qrathogenesis or the
phenomenology of the iliness or disease in quesfiod they tend to expect
accurate, unambiguous answers from medical witseddefortunately in
the area of psychiatry, such clear cut answer daalm@ys be offered. This
Is a situation that has tended to make the lawts@autious with psychiatric
testimonies.

This subject of law and psychiatry is an intergilcary one in which
both psychiatry and law overlap and should ideiaMplve the corroborative
effort of both the lawyer and the psychiatrist. €&thise a person seeking to
tackle such a subject single-handedly should, igda both a lawyer and a
psychiatrist rolled into one person.

Doctors, on the other hand tend to be interesteékda Law, only when
they find themselves confronted with certain praidein medical practice.
For example, the legal definition of death, or perfing a life saving
surgical procedure on a patient or his relativesd #e interest ceases once
the problem has been solved.

It is my view that the role of the medical shoaktend beyond these
limits. Although it is not the function of the medi profession to formulate
laws for the society, the medical profession asodyp has a duty in
educating the community and advising the lawmakarthese aspects of the
Law relating to health. And there is a need for taevmakers to
acknowledge this. In playing these educationalathdsory roles, objectives
and scientific facts based on research should deegdl above the personal
beliefs of the doctor so that a Roman Catholic alofeticed with say, a move
to liberate the law on abortion does not allowrkigyious beliefs to becloud
his objectivity and scientific attitude.

3.454 Rights of Patients
Patient’s Rights, generally include:
1. Right to keep personal effects (not harmful).
2. Right to independent psychiatric examinations.
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3. Right to get his consent (or be informed) preepdure or any
operation.

4 Right to treatment — to refuse or accept — Gtardiis mental state.

5. Right to marry and divorce.

6. Right to be employed, if possible.

7 Right to education.

8 Right to fair hearing in the court.

9. Right to periodic review.

10. Right to referral or discharge.

11. Right to compensation.

12. Right to contractual relationship.

13. Right to freedom from mechanical restraintsamiusion.

14. Right to request (and sign) for dischargeheit not too psychotic.

4.0 Conclusion

It should be noted that despite the similaritepsychiatry and law,
there existed some dissimilarities which includ&att psychiatry is
concerned with the meaning of behaviour and peftddaaatisfaction, law
addresses the outcome of behaviour and has dedetopgstem of rules and
regulations to facilitate orderly social functioginrhese differences are not
the same in terminology when it is recognized the#ane and legal-
commitments are predominantly legal, not psycladagrms.

5.0 Summary

You will agree with me that sound understandingtlo$ unit will
assist you in your professional services to hungamkierever you service is
needed. Now you can attempt the following tutorkadrassignments.

6.0 Tutor Marked Assignment
(1) Account for the similarities and dissimilargtiebetween
psychiatry and the law.
(2) What is the relevance of this unit to the depetent of nursing
profession in Nigeria?
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Unit 14: Methods of Assessment in Psychiatry
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1.0 Introduction

Psychiatric diagnosis rest upon the establishedtipte 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 statusdios¢ conditions, and
pertinent social, cultural and environmental fastompinging on the
individual patient. This unit covers history takingnental status
examination, physical investigations and psychaalgassessment.

2.0 Objectives
At the end of this unit, you should be able to:
- explain how history taking of psychiatric patiemng carried out
- discuss the process of mental status examination
- describe the physical investigations carriedavupsychiatric patients
- list the psychological assessment that may bee dainpsychiatric
patients

3.0 Main content
3.1 History Taking

1. Identification Data
Name Age Sex
Father/spouse
Address
Education Occupation Income
Marital status Religion
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2. Information
3. Presenting Chief Complaint (with duration in chrimgscal order)
4, History of Present lliness
Duration (weeks/months/years):
Mode of outset: Abrupt/acute/sub-acute/insidio(z18hrs)/<1wk/(1-
2 wWks)
Course:
Continuous/episodic/fluctuating/deteriorating/immging/unclear
Precipitating factors:
Description of present illness (chronological dggmon of
abnormal behaviour, associated problems like dejdiomicide,
disruptive behaviour; thought content, speech, ngiatks, abnormal

perception, biological functioning, social functing, = occupational
functioning, changes in ADLS).

5.

Treatment History

Drugs (name of the drug, dose, route, side-effdcasy)
ECT

Psychotherapy

Family therapy

Rehabilitation

Past Psychiatric and History

Hospitalization (psychiatric):

Substance use:

Surgical procedures/accidents/head
injury/convulsions/unconsciousness/DM/HTN/CAD/vessdr
disease/HIV positive/any other

Family History

Genogram (family of origin)

Description (describe each family member brieflye aeducation
occupation, health status, relationship with thiiepé age at death,
mode of death)

Personal History

A. Perinatal history
Antenatal period: uneventful/eventful (specify)
Birth: Full-term/premature/post mature
Delivery: Normal/instrumental
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Birth cry: Immediate/delayed

Birth defects:

Postnatal complications: Cyanosis/convulsions/jaend
Any other:

Childhood history

Primary caregiver:

Feeding: breastfed/artificial mode of feeding

Age at weaning:

Developmental milestones: normal/delayed

Behaviour and emotional problems: thumb suckingsem
tatrums/stuttering head-banging/body rocking/neihg
enuresis/morbid fears/night terrors/somnambulism

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:

Play history
Games played (at what stage and with whom):
Relationships with playmates:

Emotional problems during adolescence
Running away from home/delinquency
Smoking/drug-taking/any other (specify).

Puberty

Age at appearance of secondary sexual charaateristi
Anxiety R/T puberty changes:

Age at menarche:

Regularity of cycles, duration of flow:

Abnormalities, if any (menorrhagia, dysmenorrheg: et

. Obstetrical history
Age at starting work:
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Jobs held in chronological order:

Reasons for changes:

Current fob satisfaction:

(including relationships with authorities, colleaguy
subordinates)

Whether job is appropriate to client’s background:

I. Sexual and marital history
Genogram (family of procreation):
Type of marriage: self-choice/arranged
Duration of marriage:
Interpersonal and sexual relations: satisfactogdtiafactory

J.  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 ildires
General attitude towards others
Attitude to work and responsibility:
Religious beliefs and moral attitudes:
Fantasy life:
Daydreams - frequency and content
Habits:
Eating pattern: regular/irregular
Elimination: regular/irregular
Sleep: regular/irregular
Use of drugs, tobacco, alcohol:

> a™o

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/oveleignc
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Level of consciousness and alert/drowsy/stuporonsatosed
Mode of entry: came willingly/persuaded/broughtngsphysician
force.

Cooperativeness: normal/ more than so/less than so
Eye-to-eye contact: maintained/difficult/not maintd
Psychomotor activity: normal/increased/decreased

Rapport: spontaneous/difficult/not established

Gesturing: normal/exaggerated/odd

Posturing: normal posture/catatonic posture

Other movements: stereotypes/tremors/Extrapyrandgalptoms
(EPS)/Abnormal Involuntary Movements (AIMS)

Other catatonic phenomena: automatic
obedience/negativism/excessive cooperation/waxy
flexibility/echopraxia/echlalia

Conversion and dissociative signs:

Compulsive acts or rituals:

Hallucinatory behaviour: (Smiling and talking tdfsedd gesturing)

B. Speech

Initiation: spontaneous/speaks when spoken to/nailimute
Reaction time: normal/delayed/shortened/difficalassess
Rate: normal/slow/rapid

Productivity: monosyllabic/elaborate replies/pressiu
Volume: normal/increased/decreased

Tone: normal variation/monotonous

Relevance: fully relevant/sometimes off targetlavant
Stream: normal/circumstantial/tangential

Coherence: fully coherent/loosening of associations
Others: rhyming/punning/echolalia/preserveratioalogism
Sample of speech (in response to open-ended guestio

C. Mood

Subjective:

Objective:

(predominant mood state
appropriate/inappropriate/irritable/blunted/flakein
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D. Thought

Stream: normal/racy thoughts (pressure of thouggtévded thinking

(poverty of thought)/thought block/muddled or ureléhinking/ flight

of ideas

Form: normal/formal thought disorder (specify watlsample of

speech)

Content:

a. ldeas/delusions of:
worthlessness/helplessness/hopelessness/guiltigpdiacal/po
verty/nihilistic/death wishes/ suicidal/grandioséérence/control
persecution/bizarre.

b. Thought alienation phenomena: thought insertiomind
withdrawal/thought broadcasting.

c. Obsessional/compulsive phenomena:
thoughts/images/ruminations/doubts impulsive rgual

E. Perception

Hallucinations: Auditory
Visual
Olfactory
Gustatory
Tactile

Somatic passivity:

Déja vu/jamais vu:

F. Cognitive Functions (neuropsychiatric assessment)
Consciousness
Conscious/cloudy/comatosed
Orientation
Time: appropriate time/date/day/month/year
Place: kind of place/area/city
Person: self/close associates/hospital staff
Attention
- Normal aroused/aroused with difficulty
- Digit forward
- Digit backward
Concentration
- Normally sustained/sustained with difficulty/desttible
- 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, visitorg, etc
Verbal recall- 3 unrelated objects
unrelated objects, or imaginary address of
5 items
c. Remote:
personal events
impersonal events
illness-related events

Intelligence

- General fund of information

- Arithmetic ability: mental arithmetic/written siam
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/maynio
- Willingness to take treatment: yes/may be/no

H. Judgment
- Personal: intact/impaired
- Social: intact/impaired
- Test: intact/impaired
Diagnostic Formulation

3.3 Physical Investigations

A. Routine: general screening, e.g., heamogram, ysisajadditional
investigations may be ordered in special populadion
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B. Routine: specific
- Based on diagnosis, e.g., liver function testslaoholics
- Based on treatment-e.g, pre-lithium, pre-ECT wapk
investigations.
- Based on ongoing management-e.g. blood coumatiants
receiving clozapine.

C. Non-routine: Based on need and index of suspi&an, thyroid
function tests in suspected hypothyroidism duritftgum therapy;
pregnancy tests in amenorrhea during treatmentaytbtential
teratogen.

E. Common neuropsychiatry investigations:
- Electroencephalogram (EEG)
- Computed tomographic (CT) scanning
- The sleep EEG (polysomnogram)

3.4 Psychological Assessment
Psychological testing of patients is deadly conedidty a clinical
psychologist who has been trained in the admiristrascoring and
interpretation of commonly used psychological tests
1. To assistin diagnosis, e.g., rorscharch inkblst te
2. To assist in the formulation of psychopathology amthe
identification of areas of stress and conflict, €ldhermatic
Appreception Test (TAT)
3.  To determine the nature of the deficits that ass@nt:
- Cognitive neuropsychological assessments
4.  To assess severity of psychopathology and resgorssatment:
- Hamilton Rating Scale for Depression
- Brief Psychiatric Rating Scale
5.  To assess general characteristics of the individual
- Assessment of intelligence
- Assessment of personality

4.0 Conclusion

The manner in which the history is taken is imaottnot only
because it affects success in eliciting pertinexti& dbut also because it may
be of therapeautic value in itself. Your settingewéh history taking, mental
status examination, physical investigations andclpsipgical assessments
are carried out should be quiet and the patiertsildhbe allowed a wide
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degree of freedom and should not be structured.f@imeat for this should
be strictly followed so that no area is left out.

5.0 Summary

As you have gone through this unit, you are nowwkrdgeable in
order to carry out rational and systematic histdgking, physical
investigations, mental status examination and paEggical assessment on
psychiatric patients.

6.0 Tutor Marked Assignment
Why is rational and systematic history taking calidio effective
management of psychiatric patients?
7.0 References / Further Readings
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1.0 Introduction

Olatawura (2002) described ElectroConvulsive Tper&. C. T) as a
mood normaliser. If a patient is too high, ElectooQulsive Therapy brings
him down, if he is too depressed, it lifts the eatiup. This unit will take
you through ElectroConvulsive Therapy such as &ibos,
contraindications, preparation of patient for EleGonvulsive Therapy pre
and post operatively and complications that mayultedrom its
administration.

2.0 Objectives
At the end of this unit, the learners should be &b!

- describe ElectroConvulsive Therapy as a treatmmeeasure of a
psychiatric patient

- list the indications of ElectroConvulsive Therapy

- state the contraindications of ElectroConvuldierapy

- explain how patient is prepared for the therapy

- list the complications of ElectroConvulsive Thaya
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3.0 Main content
3.1 Introduction
ELECTRO-CONVULSIVE THERAPY (E.C.T)
3.1 Introduction

Electro-convulsive therapy (ECT), also referredas electro-shock
therapy (EST) was first used in 1993 by Cerlettl &ini, Meduna Started
by using chemically induced convulsions in 1935jlaviCertletti and Bini
were the first to use electrical induced fits.

Of all physical treatments, E.C.T is apparently niest successful. It
causes a central nervous system seizure (Peripi@alulsion is not
neccesary) by means of electric current. The Kggabive is to exceed the
seizure threshold, which can be accomplished ri@ty of means.

The mechanism of action is not known but it is gjfwuto involve
major neuro-transmitter responses at the cell mangrCurrent insufficient
to cause a seizure produce no therapeutic bermefttscause more postictal
confusion.

Speculative theories of a neurophysiologic sortgssy that the
convulsion alters the Conditionality of an intrGeaystem or that in some
way it alters the level of arousal of the centrarvous system. Other
theorists suggest that in some unknown way it altee balance of a central
mood regulating mechanism. These tend to reprabenviews of those
favouring its use.

Those who are on the whole opposed to its usettesdggest that it
is a form of “shock” treatment which in a way ‘sketthe patient into
altered behaviour as in the past patients wereclkdw by sudden
immersion or being whirled around in resolving chai

It has also been suggested that is the suddenofossnsciousness
which affects the patient.

3.2 Definition of E.C.T.

Electroconvulsive Therapy (E.C.T) is a physical moet of treatment
in psychiatry, administered to the patient’s badywider to produce changes
in his behaviour.
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It is (E.C.T) the most widely used of the physittadrapies; with the
exception of drug therapy originating with the ralstn impression that
epilepsy and Schizopherenia never occurred indhegatient and the false
conclusion that convulsions might eliminate the gtoms of the illness,
efforts were made in the early 1930s to induce olmmns as a form of
treatment.

Electro Convulsive therapy is the most effectivdbofat 70%)
treatment of severe depression, particularly wighusions and agitation
commonly seen in the involutional period. It iscalery effective in the
manic disorders. It has not been shown to be helpiu chronic
schizophrenic disorder.

Using the same E.C.T. apparatus, E.C.T can be givevo forms.
(1) With drug (known adMODIFIED E.C.T)
(i) Without drugs (known aSTRAIGHT E.T.C)

3.3 Indications:

E.C.T. is given in the following conditions.

All depressions (excepts neurotic depression)

Acute suicidal patients

Patients in a state of Manic or Catatonic exo#iem
Schizophrenia (especially Catatonic stupor)

Acute schizophrenia (that does not respond te s
phenothiazine-drugs)

Used for patient who are refractory to drugs.

akrwndPE

o

3.4 Contraindications:

Brain Tumor

Severe Heart disease

Other Chest Complications (including- Bronchitis, sthma
Tuberculosis etc).

Fracture

Abnormal temperature, Pulse, and Respiration (thotycough).
Increased intra-cranial pressure

Chronic Renal disease

wn e

No ok
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3.5 Preparation of Patient (Pre-operative care)

1.

Before E.C.T is given to any patient, history antyscal
examination should be performed, along with indidataboratory
test.

Permission form (CONSENT FORM) must be signed hyep#s
relatives or the patient himself (if he’'s of agel aron-psychotic)
prior to the administration of E.C.F

Inform patient or relatives about transient periofd impaired
memory for about a month after treatment.

One rare occasion X-ray of the spine is done tonfiezvaluation
of complications and to avoid malpractices.

Then the following sequence of event is as follews:

(@)
(b)

(€)

(d)
(€)

(f)

Give nothing by month for at least 8 hours befosatment (to
avoid complication of vomiting).

Give 0.55-0.8mg of atropine sulphate subcutaneouslyr
I/Muscularly 30minu6tes before treatment to deaesalivation
and bronchial secretions

Just before the shock is delivered, give an intmaus muscle
relaxant such as succinlycholine chloride (Anegtiri-30mg
IV. (0.5mg-5mg per minutes) to prevent violent masc
contractions. 30-60mg |.V. will produce a flaccigrglysis.
Remove Dentures- if patient has any

Empty bladder — because of incontinence resultiognfthe
seizures.

Because the muscle relaxant paralyses the musafes
respiration, it is usually necessary to assist iraspn
mechanically and through the use of oxygen duribgef period
of Post-Convulsant apnea.

AN ANAESTHETIST SHOULD BE IN ATTENDANCE SINCE
PROLONG APNEA OR LARYNGEAL STRIDOR MAY OCCUR

The anaesthetist administers 100% oxygen form theeto of
unconsciousness until spontaneous respiration EsUMmM

NOTE: The above points (b-f) under preparation of patemet applicable
when giving MODIFIED E.C.T.

PROCEDURE: (Take note to trolley-setting in the ward).

229



The Nurse prepares the E.C.T. trolley with theesesary materials
including- the E.C.T. apparatus. The Nurse checKs emergency
equipments- including oxygen and suctions machines.

Either the patient’s bed (Preferably with a hardttness or a couch
can be used). E.C.T. may be given in the operatiogn or in a specially
equipped room in the inpatient or outpatient Ps3ftin setting.

The E.C.T. machine is connected to MAINS (Eledi)cand the
electrodes to the “Output” section of the E.C.T.chmae. Patients is given
Pre-Operative injections if he’s to be given MOMB ECT and an
Anaesthetist should be in attendance with the oxygg@paratus or
resuscitator.

Patient is allowed to lie on his back with the lbéeelvix) supported
with a hard pillow; and the arms stretched on witsides of patient. A bed
sheet is spread to cover the patient leaving thiemias face and toes. The
nursing staff hold the bedsheet tightly on eithdes of the patient. A rubber
MOUTH-GAG is put with in patient's movement most h@operly
controlled during the fit to prevent fractures.

Current of 70-130 volts is provided through 2 #&ledes which are
positioned on the patient’'s temples. The “shockjiien by the psychiatrist.
An electric timer is provided to vary the duratioh shock from 0.1-05
second. The optimal dosage is the lowest curranthi® shortest time that
will produce a grandmal or generalised tonic anghicl convulsion. A
seizures usually lasts 5-20 seconds, with a bosfigtal state.

Placement of electrodes may be bitemporal, umdaten the
nondominant side. The latter is considered to predess impairment of
memory although it may be slightly less effectivel aequired more that the
usual 9-12 treatment. The electrodes are enclosbdtipads in 30 per cent
saline during each procedure.

After the convulsion, patient is turned to oneesihd a clear air-way
IS ensured.

230



3.6 Post-Operative Care

During the period immediately after E.C.T. theigwit required close
nursing observation in recovery area. Emergencyipagent should be
readily available.

Patient vital sign, especially the pulse is chdci@m time to time.
Ensure clear air-way.

Ideally, a qualified staff remain with the patievtho has harrd E.C.T.
to monitor his condition until he recovers fullof treatment. If he is left
unattended, he may roll form the recovery bed ¢oflior or stumble around
the recovery room, during waking confusion. Asgstient to ambulate
when vital signs are stable.

3.7 Post-Operative Complications
Post-operative complications after administrationfs E.C.T. are
common especially when ‘straight’ E.C.T. is givand they include:
Headache
Loss of memory (which is temporary)
Backache
Dislocation (of the Jaw and Joint)
Fracture (of long bone, and thoracic vertebrahp@ssion).

agrwhPRE

a. E.C.T. remains a bulwark of modern psychiatrysafe, easy and
effective. It supercedes medication (or they cargiven together in
critical depressions or unresponsive agitationshds no place in
treatment of neurosis.

b. E.C.T. can now be given to patient or selectatpatients with a
minimum of preparation. Small, portable E.C.T. appsses are
available that operate on 110volts off alternaticigrent and are
equipped with a rheostat to deliver 70-130 volts.

It is customary to give 2-3 treatments a week ustibstantial
improvement occurs and then 3 or 4 treatmentsngpbete the course.

A minimum or 6 treatment, an average of 9 treatsyeamdid maximum of
25 treatments are considered normal limits for ars® of treatment.
Patient’s conditions (Physical and mental statea ieeviewed within the
course of treatment.
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(€)

(d)

(€)

(f)

(9)

Since effective antidepressant drugs becomeailaile, most
Psychiatrists have preferred to try a course ofydherapy before
suong shock therapy unless there is an urgentmealp he must be
returned as soon as possible to his role as farbilgad winners or
other critical position.

Antidepressant drugs do not become maximdhceve for 3 weeks
or more after beginning therapy, whereas the pai®rsometimes
restored to nearly normal functions within 7-10 slajter E.C.T.

Because of the period of impaired memory assediwith E.C.T. the
patient receiving a course of treatment should deisad against
making important business decision until fully reemed. Also, if he
receiving treatments on an ambulatory or outpatoasis, he should
be under someone’s supervision while travellingkbsx his home
after treatment.

An insufficient voltage will produce momentaigss of consciousness
(sub-shock) but no convulsion, while several subekb may produce
a cessation of breathing and collapse. Breathing generally be
restored by pressure on the thorax (or administiadf oxygen by an
anaesthetist). For elderly patients and thosedi&dimarked cyanosis
after the fit, 5 per cent GOn oxygen given in B.L.B. mark is useful.

It has been observed that fits produced intelléctopairment and to
induce fits unnecessarily to reduce the patiem\®ll of intelligence
without any advantages to him.

Characters disorders, neurotic states and ch&wohizophrenia do not
themselves respond to shock therapy, but an exaitedressed or
suicidal phase may develop in the course of nahede illnesses and
may best treated with E.C.T.

With proper care, E.C.T. has a mortality ratenofmore than one in

25,000 cases and is one of the safest treatmemntsditine

4.0 Conclusion

ElectroConvulsive Therapy should be seen as bsinglar to a

surgical operation. Thus, the patient must be aatetyu prepared to avoid
and to reduce post treatment complications.
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5.0 Summary

The learners have gone through the meaning oftrialéonvulsive

Therapy, indications, contraindications of ElectoQulsive Therapy,
preparation of patient for ElectroConvulsive Therdpre and post), and
complications of ElectroConvulsive Therapy in thisit, this will enhance
your adequate preparation for greater task ahegdwés a nurse.

6.0

7.0

Tutor Marked Assignment
Discuss how post ElectroConvulsive Therapy compbos can be
prevented or reduced.
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Unit 16: Rehabilitation

Contents
1.0 Introduction
2.0 Objectives
3.0 Main Content
3.1 Introduction
3.2 Team approach to rehabilitation
3.3 Essence of rehabilitation
3.4 Community Health Practitioner Role
3.5 Psychosocial aspects of rehabilitation
4.0 Conclusion
5.0 Summary
6.0 TMA
7.0 References

1.0 Introduction

Psychosocial rehabilitation is a way of assistmepple with mental
health problems to readjust and adapt to life & tdommunity. In these
settings, nurses are able to use their full rarfgskils without the focus
being placed on illness or disability. Wellnesspleimess and the abilities of
the individual are emphasized. Vocational, eduaatioresidential, social,
and personal adjustment services are offered. drhtswill take the learners
through the meaning of rehabilitation, team appnode rehabilitation,
essence of rehabilitation, nurses’ role and psymtiak aspects of
rehabilitation.

2.0 Objectives
At 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 rehabilitatio
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3.0 Main content
3.1 Introduction
Definition:
1. Rehabilitation means restoring of the functionlaf mind or body,
the maintenance of such health when once restoret the
resettlement of the individual in the outside warld job.

2. Rehabilitation may be defined as a process of taggia physically
disabled, chronically ill, or convalescent persam realize his
particular goals in living and working to the utrho$ his potential.

This process involves various aspects of the iddiai's social
economic, mental and physical functioning, andh@iudes almost all those
receiving health care.

The word “rehabilitation’ itself means “retrainingdr ‘restoring” in
contrast to the word “habilitation”, which refers the initial capacity for
living. For example, when a baby first tries torfeéo walk, the process is
habilitation, but when an individual learns to walkain, it is rehabilitation.

Rehabilitation actually begins as soon as a pagikxde himself under
medical care, and not when he has recovered agaging discharge from
hospital. Once the patient has begun to recovergtlestion of his work in
the outside world must be considered. In many ctsepatient has lost his
job on entering hospital, whilst in others the jshunsuitable and for this
reason it is often necessary to train the patenanew job.

3.2 Team approach to rehabilitation
Rehabilitation usually comprises a number of spdualth services

that may be made available to the individual patiem the basis of his
particular need. Personal representing these $eciaces include:-

- The physician

- The nurse

It may include:

Occupational Therapist

Psychiatrist

Speech therapist

Social worker

Psychologist.
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Both the patient and patient’s relatives (familigypactive role in the
rehabilitation process of the patient.

Because rehabilitation is a complex process innglpatient and a
number of professional personnel, a team relatipnsbually provide the
structure through which each member can make H[siapknowledge and
skills available for the greatest benefit to thégrda. The team evaluates the
patient’s need for rehabiliattiona dn developsanpihereby he may receive
maximum assistance in achieving his rehabilitagjoals. The success of the
team depends on the patient who is also a key meohltee team.

3.3 Essence of Rehabilitation

Rehabilitation is designed to reduce the severitysyonptoms and
possibly the number of deaths associated with snand to restore the
function lost through disease. In psychiatry, rdlitabon is important in
patients with chronic mental disorder (e.g. den@eatid schizophrenia). It
has been shown that stressful life events exacertbia¢ course of
schizophrenia, leading to acute relapses and eretetl decline in social
functioning. Interviewing with patients and theianiilies (e.g. with
counseling or psychotherapy) following a stressfel even is both a form
of secondary prevention of an acute relapse atidrgeprevention of further
deterioration. In chronically institutionalized patts, the decline in social
functioning associated with routinized behavioud aeglect in some long-
term residential settings (called “chronic socialredkdown” of
institutionalism) can be reversed by active psgoleal rehabilitation in the
form of stimulation, changes in routine, and at&& therapy or
occasionally, by release to less restrictive regide (Gruenberg, 1980).
This form of tertiary prevention so encouraged fiedd of institutional
psychiatry that it stimulated dramatic changesha telivery 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 vdeiabntribution
to the effectiveness of the rehabilitation team.
a. She may stimulate development of motivation through
her attitude of respect for the patient and herfidence
in his ability to return to the highest level of
independence possible for him.
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b. Through the community health practitioner, supperti
relationship with the patient she observe, listess
evaluates and so may be able to contribute pettinen
information about the patient’s condition and pesy —
that might not otherwise be available to the team.

C. The longer contact that community health practéion

has with be patient often provides the opportufatyher

to act as a coordinator in planning the patierds € thus
enabling other team members to schedule their @peci
rehabilitation service more effectively for the Vaee of
the patient.

d. The community health practitioner may be a helmer t
other team member. For example, the physical tisrap
may enlist the help of the community health pramtgr
in maintaining correct body alignment and in cargyi
out some of the frequently repeated exercises heae
the best therapeutic results.

3.6 Psychosocial aspects of rehabilitation

a

Motivation of the patient is one of the most @lifént problems the
community health practitioner will have to solveherl patient often
stresses the abilities that he had lost rather tthage which remain. In
some instances, a disability means that the patht have to
recognize his entire life, whereas in others he b®wble to return to
his former routine, with some modifications. To btivated, the
patient must have hope. This hope must be of thkstie type, nei
their the patient nor his family should set unialigoals. The patient
should be encouraged to engage in some creativarliof his own.

Unless the present abilities of the patientstressed, he may develop
a feeling of inferiority. His psychologic changesyrnbe greater than
the physical changes. The community health praogti can help him
gain faith in himself by encouraging him to do wehadr he can.

Both the community health practitioner and fgmmiéed to understand
the emotional aspect of the patient’s conditiorarFéself is a large
factor. The patient often has fears of not beirgepted by his family,
his friends, or society and also has fears conegrriis new
limitations and of the future in general. A patievito is worried and
afraid may express his feelings in a multitude afysv However, he
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may not be able to express these feelings as teaanxiety. If they
are not expressed as fear and worry they may amgsearitability
frustration, hostility, depression, embarrassmersthame.

Application of the behavioural principle that thmelividual reacts to a
situation as he perceives it, regardless of realitpf how others see
the situation and is therefore susceptible to sroordistortions in his
perceptions, will assist the nurse in trying to emstind the patient’s
behaviour as she works with him.

d. An important point in health care for the patietndergoing
rehabilitation is to encourage him to do all that dan for himself.
Allowing sufficient time for his slow movements Wwiavoid the
impression that he's inadequate merely because dmot do
something quickly.

When the patient cannot perform acts for himsedfthen should be
allowed to make as many decisions as possiblehbeld be allowed
to make as many decisions as possible. He shoulehbeurage to
start planning his care in such a way that theimeuwill be continued
at home.

e. In order for the patient to make plans for thieife, he may need to
talk with the nurse to clarify his own ideas and#&reassured that his
plans are realistic, that is, if they are realistic

The family, too may need assistance in recognizangepting and
solving future problems.

It will be seen, therefore that not only is it thety of those looking
after a patient to effect his recovery in hospuai also to resettle him in the
outside world in reasonable environmental cond#i@md to follow the
patient up after leaving the hospital. In this waych can be done to prevent
relapses and to produce a healthier atmosphereeirndme in which the
future generation is to be brought up.

4.0 Conclusion

Self-help is a fundamental concept of psychosaeiahbilitation. The
belief that all people have the inherent capaatychange and the focus on
what the client can do resulted in some remarkabteesses. Community
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health practitioner who practice within these seti truly work with
persons in their environment to maximize wellness.

5.0

6.0

7.0

Summary
You have learnt greatly in this unit and now yon easwer the tutor
marked assignment here under.

Tutor Marked Questions

(1) List the members of the team rendering rehalitin

(2) Describe the psychosocial aspects of rehabdit
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1.0 Introduction

Psychophysiological or psychosomatic disorders armanic
dysfunctions in which emotional disturbances preshignplay an important
aetiologic or contributory role. The autonomic rmrs system is most
frequently involved. The organic symptoms are dbtugroduced or
aggravated by emotional disorders and not symisalostitutes for them, as
in the neuroses. The phenomenon “somatization” pgoaess whereby an
individual's feelings, emotional needs, or confli@gre manifested through
physical symptoms. This process inevitably occunemthe emotional state
Is intense and supports the widely accepted bétiaf the functions and
reactions of the mind and body are inextricablgtesd.

2.0 Objectives
At the end of this unit, you should be able to:
- describe the concept “psychophysiological” andragc disorders
- list common examples of “psychophysiological’atders
- discuss eating disorders
- explain sleep disorders and their management

3.0 Main content
3.1 Psychophysiological / Psychosomatic Disorders

The word ‘psychosomatic’ means mind and body, Rsyamatic
disorders are those disorders in which the psyelaments are significant
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for initiating chemical, physiological or structli@terations, which in turn
create the symptoms in the person.

The term ‘psychosomatic’ has now been replaced with
‘Psychosomatic’.

There are three factors which must be present amebusly for a
person to develop a ‘psychosomatic’ disorder;

1.  The individual must have “biological predisposition

2. The individual must have ‘psychosomatic vulner&gili

3 The individual must experience a significant psysduial stress
in his/her susceptible personality area.

3.1.1 Common Examples of psychophysiological dissd
Franz Alexander, the father of psychosomatic madicdescribed 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
. Esophageal reflux
. Pepticulcer
. Ulcerative colitis
. Crohn’s disease
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Immune disorders
. Autoimmune disorders, e.g. systemic lupus erythesuest
. Allergic disorders, like bronchial asthma and hewefr.
. Viral infections.

Musculoskeletal disorder
. Rheumatoid arthritis

Respiratory disorders

. Bronchial asthma
. Hay fever
. Rhinitis
Skin Disorder
. Psoriasis
. Pruritus
. Urticaria
. Acnevulgaris
. Warts

3.1.2 Treatment

1. Relaxation techniques: This is one of the magbartant methods
aimed at reducing anxiety or restlessness. Thdydaec
Jacobson’s progressive relaxation technique.

Yoga

Auto hypnosis

Meditation

Bio-feedback

Behaviour modification techniques.

Individual therapy

Group therapy

DN OWN * * * * *

3.1.3 Management
Assessment
. Perform thorough physical assessment
. Monitor laboratory valves, vital signs, intake ana put and other
assessments necessary to maintain an accuratengnagpraisal.
. Assess patient’s level of anxiety.
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Assess patient’'s level of knowledge regarding éffeof
psychological problems on the body.

Diagnoses

Ineffective individual coping related to repressadxiety and
inadequate coping methods, evidenced by initiatiam
exacerbation of physical iliness.

Knowledge deficit related to psychological factoadfecting
physical condition, evidenced by various physicabems.

Interventions

Encourage patient to discuss current life situatidhat the
perceives as stressful, and the feelings assocnatlaach.
Provide positive reinforcement for adaptive copmgchanisms
identified or used. Suggest alterative coping stials but allow
patient to determine which can most appropriatelyricorporated
into his life style.

Help patient to identify a resource person withe tommunity
(friend or significant others) to use as a suppydtem for the
expression of feelings.

Have patient keep a diary of appearance, duratiod,intensity of
physical symptoms. A separate record of situattbasthe patient
finds especially stressful should be kept.

Help patient identify needs that the being metulgrothe sick role.
Together, formulate more adaptive means for fulfjlthese needs
practice by role-playing.

Provide instruction in assertive techniques, esigdhe ability to
recognize the differences among passive, assedntaggressive
behaviours and the important of respecting thetsigif others
while protecting one’s own basic rights.

Discuss adaptive methods of stress managementasuetaxation
techniques, physical exercises, meditation andurepexercises.

3.2 Eating disorders
The two most important eating disorder are;

Anorexia nervosa, and
Bulimia nervosa
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3.2.1 Anorexia Nervosa

Anorexia nervosa is characterized by highly specifiehavioural and
psychopathological symptoms and significant somsiyms. Majority are
females and the onset is during adolescence. Thes psychopathological
feature is the dread of fatness, weight phobiazaddve for thinness.

Etiology

b. Genetic causes: Among female siblings of patiertis @stablished
anorexia nervosa, 6-10 percent suffer from the itimmdcompared
to the 1-2 percent found in the general populatibthe same age

(Strober, 1995).

A disturbance in hypothalamic function.

Social factors: There is a high prevalence of anareéervosa

among female students and in occupational groupscyplarly

concerned with weight (for example, dancers). kfice of mass
media, beauty contests are other important soaises.

e. Individual psychological factors; A disturbance laidy image, a
struggle for control and a sense of identify arpantant factors in
the causation of anorexia nervosa. Traits of loW esteem and
perfectionism are often found.

f. Causes within the family: Disturbance in familyatsnships, over
protection, family members having an unusual irgiere food and
physical appearance.

oo

Clinical features

. There is an intense fear of becoming obese. Tlas d@es not
decrease even if the person loses weight grosslypbaocomes very
thin.

. The body weight is 15 percent below the standaidhe

. There is a body image disturbance. The patient nable to

perceive the body size accurately.

. The pursuit of thinness may take several formseRtst generally
eat little and set themselves daily calorie linj@&en between 600
and 1000 calories). Some try to achieve weight mssnducing
vomiting excessive exercise, and misusing laxatives

. Other signs and symptoms are secondary to stamvatid include
sensitivity to cold, delayed gastric emptying, dgaion, low
blood pressure, bradycardia, hypothermia and ames®r in
females.
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. Vomiting and abuse of laxatives may lead to a warief
electrolyte disturbances, the most serious beipgpkglemia.
. Hormonal abnormalities also may be seen.

Course and prognosis

Anorexia nervosa often runs a fluctuating coursethwperiods of
exacerbations and partial remissions. Outcomeriswagiable.

Treatment

Pharmacotherapy
. Neuroleptics
. Appetite stimulants
. Antidepressants

Psychological therapies
. Individual psychotherapy
. Behaviouarl therapy
. Cognitive behavior therapy
. Family therapy.

Interventions
. Short-term management is focused on ensuring wejgimt and
correcting nutritional deficiencies. Maintainingrn@al weight and
preventing relapses long-term goals to be achieve.
. Hospitalization is usually required and successfidatment
depends on good care, with clear aims and undeiistaron 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 proviae®4 hours
. In the early stages of treatment, it is best fer platient to remain

in bed in a single room while the health care piiacer maintains
close observation. The goal should be to achieweight gain of
0.5to 1 kg per week.

. Weight should be checked regularly. Monitor seruecteolyte
levels and signs and symptoms like amenorrhea, tipatisn,
hypoglycemia, hypotension, etc.

. Control vomiting by making the bathroom inaccessilolr at least
2 hours after food.
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. In extreme cases when the patient refuses to eata@mply with
the treatment, gavage feedings may need to béuitesti

3.2.2 Bulimia Nervosa
Bulimia Nervosa is described as repeated bouts va@reating and a
preoccupation with control of weight that leadsédf induced vomiting.

Clinical feature
. An irresistible craving for food: there are episedé overeating in
which large amount of food are consumed within speriods of
time (eating binges)
. Attempt to counteract the effects of overeating dayf-induced
vomiting.
. There is usually no significant weight loss.

Treatment
. Antidepressants, carnbomazepine and lithium folepts with co-
morbid mood disorders.
. Group therapy
. Family therapy
. Cognitive behaviour therapy.

3.3 Sleep disorders
Sleep can be regarded as a physiological reversddection of
conscious awareness.
Sleep disorders are divided into subtypes:

3.3.1 Dyssomnias

Insomnia

Hypersomnia

Disorders of sleep wake schedule
Parasomnias

Stage |V disorder

Other disorders

* KN Ok F %

3.3.1 Dyssomnias

Insomnia

Insomnia is disorder of initiation and maintenamdesleep. This includes
frequent awakening during the night and early mugrawakening.
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Causes

Medical illnesses

Any painful or uncomfortable illness

Heart disease

Respiratory diseases

Brain stem or hypothalamic lesions

Delirium

Rheumatic and other musculoskeletal disease
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 lasomnia)
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
Retirement

Stressful life situations

Behavioral causes

Naps during the day

Irregular sleeping hours

Lack of physical exercise

Excessive intake of beverage in the evening, efiee.
Disturbing environment (heat, cold, noise).
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Treatment
. A thorough medical and psychiatric assessment,spaiyography
may be needed in some cases.
. Treatment of underlying physical or psychiatricodder.
. Withdrawal of current medications, if any.
. Transient insomnia can be treated initially withphgtics.

Non-drug treatment for insomnia
. Progressive relaxation
. Autosuggestion
. Meditation, yoga.
. Stimulus control therapy: do not use the bed fadieg 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 radt
. Avoid caffeine intake (e.g. tea, coffee cola drinkefore sleeping

hours.
. Avoid reading or watching television while in bed.
. Back rubs, warm milk and relaxation exercises.
. Sleep in a comfortable environment.

3.3.2 Hypersomnia

Hypersomnia is known as Disorder of Excessive Séoemoe (DOES). It
includes excessive daytime sleepiness, sleep attdakng daytime, sleep
drunkenness (Person needs much more time to awakehduring this
period he is confused or disoriented).

Causes
Narcolepsy — excessive daytime sleepiness chaizexddry:
. sleep attacks
. Cataplexy — sudden decreased or loss of (sleepyp@)amuscle
tone, often generalized and may lead on to sleep.
. Sleep paralysis — it occurs either at awakeningnorning or at
sleep onset. The person is conscious but unalnh®t@ his body.
. Hypnagogic hallucinations
3. Sleep apnea: Repeated episodes of apnea duripg slee
4, Kleine-Levin syndrome; periodic episodes of hypersa.
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3.4 Disorder of sleep-wake schedule
The person with this disorder is not able to sledmen he wishes to,
although at other time he is able to sleep adeljuate

Causes
. Work shifts
. Unusual sleep phases

Parasomnias
In this the person frequently wakes during sleep
Stage IV sleep disorders

. Sleep walking (Somnambulism)

. Night terrors

. Sleep-related enuresis

. Bruxism (tooth-grinding)

. Sleep talking (somniloquy).

Other sleep disorders

. Nocturnal angina
. Nocturnal asthma
. Nocturnal seizures

. Sleep paralysis.

3.5 General management of client with psychophysiologat disorders
A. Medical care

B. Medical treatment

A. Medical care

I. Emotional care

The community health practitioner must fully undensl and accept
the fact that this person is physically ill andtthés symptoms may reach
life-threatening proportions. This health practigo must not indicate the
attitude that patient will get over his problemshd# merely exerts more
control over his emotions. During the acute episoafehis illness, meeting
the physical needs of the patient is of primary anignce, even if in so
doing the health practitioner is supporting dysfior@al emotional
adaptation.
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The basic emotional needs of patients with psyahosd disorders
and physical disorder are the same. To differemti@tween them would be
artificial and unrealistic. Therefore understandihg fact that patient with
psychosomatic disorder have both psychologicalpysical disorder, their
problems should be well understood and adequasengucare given. Relate
positively with the patient. The community healthagitioner must
therefore support the patient emotionally makingseé available at the
needs or expectations of the patient.

The community health practitioner should developaam, accepting
atmosphere in the ward — which is one of the miigerapeutic contributions
of the nurse. The community health practitioneresdor the physical and
psychological problems.

. Physical care

Most physical iliness, regardless of cause, presgrtential threat to
the person’s perception of himself as an independdult. In the case of
persons with psychophysiogical disorder, therenofte underlying conflicts
between dependency and independency needs, andpgbsed dependence
that results from the illness may stimulate a higlgree of anxiety in the
patience.

In such instances the nurse can be helpful if sketsnthe patients
needs for dependence in an indirect way while <demelously
acknowledging his status as a responsible adult.e®ample of such an
intervention is the nurse who wisely addresse<slieat with a Peptic ulcer
as Mr. Smith instead of Michael.

Good personal hygiene should be ensured. Give ayueage patient
to bath, change bed linens when necessary andatitodet adequately. All
these make patient clean and he is psychologicaligved and happy.

lii.  Communication

Since patient’s problem is both physical and psiatjioal, there is no
more important task for the community health ptawter than listening to
the patient in a positive, dynamic emphatic wayhaitt at the same time
giving advice, stating opinions or making suggestiolhus, the nurse by
listening to the patient is able to collect a Idtioformation related to
patient’s illness and this helps her approach te o&the patient.
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The community health practitioner has many oppatisito engage
in conversation with the hospitalized patient. Stz be of emotional
assistance to him if she encourages him to talkitalng feelings. It must be
understood, however, that many of the patient'sirfge are acceptable to
him and therefore acceptance of him and his feglimg the nurse is of
primary importance. As in communicating with anyeint, the community
health practitioner is most helpful when she isspting and nonjudgmental.

Ilv.  Control of Anxiety

The patient suffering from a psychophysiologicasodder can be
helped to feel in control of his situation by adaguexplanations of what he
can expect to experience during diagnostic andneat procedures. Some
patients however, become increasingly anxiousef/tare given too much
information, and their dependence needs are bestbyndrusting in the
judgment of their physician and nurse. Therefoeedmount and nature of
information offered to the patient should be prityadetermined by an
assessment of his anxiety level. Certainly theepéis questions would be
answered, but the degree of elaboration neceskarydsbe gauged by his
response to the answer rather than by the healhtifponer's need to
engage in health teaching.

V. Diet

Patient’s food should be attractively served. Heusthbe encouraged
to take his food; but where need be — to be helgetihe nurse. Good food
improves patient’s condition physically and physgtally.

vi.  Provision of Activity

As patient’s condition improves, he should be enage to engage in
indoor and outdoor games. This relieves boredonprones patients
physical and mental capabilities, and ensures haymaoonfidence and
understanding between the staff and patient.

Such indoor games like — draft, “Ayo” ‘Ludo’ andtdoor games like
footballing, Lawn-Tennis etc. are adequate for tmispose. Patient could
also engage in occupational therapies.

B. Medical Treatment

1. Psychotherapy: Psychotherapy is still the cuatgnway of
treating these disorders. Irrespective of the hsta philosophic
orientation, the relationship with the therapist imdividual therapy is
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anxiety — reducing and effective when the therapglsl with the conflict
producing the anxiety. The therapist who can hélp patient delineate
specific alternatives to unproductive or harmful yaaof dealing with
problems. In some cases psychoanalysis is helpful.

2. Drug: Other drugs — Antipsychotic agents andvibarates have many
side effects.

I Sedatives are effective in reducing anxiety.

- Benzodiozepines are the sedatives of choice istmo
cases (e.g. Chlordiazepoxide = Librium, 5 — 30mg/d
orally.

. Tricycline and new cyclic antidepressants asll vas
monoamine oxidase inhibitors have been quite effect
in the treatment of panic attacks (e.g. imipramig;
150mg/dly. Orally) but less so in blocking phobic-
avoidant behaviour.

3. Rehabilitation: Working with the patient’s fagnils necessary to aid
them in understanding the complexity of his illnass its treatment.

4.0 Conclusion

Treatment of psychosomatic disorders from the psyeb view point
iIs challenging. Organic disease, when psychogdyicaletermined,
constitutes one of the most rigid character defen&dten, patients do not
show demonstrable anxiety. When anxiety is present frequently
associated in the patients’ minds with concern atimir physical condition.

5.0 Summary

| am sure found this unit very insightful like tpeavious ones. In this
unit, we have gone through psychophysiological/pegomatic disorders,
eating disorders and sleep disorders.

6.0 Tutor Marked Assignment
Discuss seven classical psychosomatic illnesses.
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