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Clinical Care Pathways for Bipolar in Mental Health Hospital

[Some GMC influence (Bipolar
on mood: Refer to >
General Hospital and <: >

>
>

discharge from MHH

disorder

Identify the phase using ICD 10 or DSM IV-TR
Evaluate severity of sleep, appetite, energy and mood deregulation as mild/moderate/severe.
Screen for Chemical Dependency.

Screen for suicidality and other risks

\_ ) \> Do lab assessment: thvroid profile, LFTs, CBC. electrolvtes, fastina blood suaar. linids, BMI, and EKG if appropriate. )
== ==
@/chological interventions \ Pharrr'lacqtherap_y\
> Provide psycho-education and get release of information to speak with family. Psychiatrist role:
> Review goals for treastment and Daily mood through use of MSE for illness self-management. Assessment and
> Discuss importance of adjunctive therapy in improving self management, functional recovery and adherence to prescribe
treatment megilcatlon and
> Refer for Cognitive Behavioral Therapy - Family Focused Therapy, Interpersonal Therapy review _
Nursing interventions Nurses role:
> Ifusing Second Generation Antipsychotics, adhere to metabolic monitoring guidelines. Qgg:;'tsigenr

» For Valproic acid, Carbamazepine to guide therapeutic response/ monitor toxicity.
» Monnitor vital signs daily and report to doctors any abnomalities
> Mornitor any mood or behavioural changes and report to MDT accordingly

Social Work interventions

> ldentifying who requires a link to formal/informal support (patient/carer/family members.

> ldentify the type/types of links required

> ldentify barriers and create strategies to access the support required

manage day to day
patient activities
and review effects
of medication

_/

/

N\
!

\_

levels

Acute =Goal: Eliminate psychotic features, reduce agitation, and normalize sleep, appetite, energy and mood. Optimize Dosing and/or blood

]

™

ib
ﬁepressed Phase

15T Choice medication for 1-2weeks

1. Lamotrigine

2. Use Second Generation Antipsychotic
(SGA) if psychosis is present

3. May USE Benzodiazipines short term for
agitation or insomnia

Depressed Phase

2" choice meds if 1 is ineffective after 1-

2wks

1. Change mood stabilizer or add SGA or
non Tricyclic Antidepressant
2.

\Use SGA if psychosis is present

~

/

2.

3.

\_

L

éphoric Mania/Hypomania phzm
1. Divalproex or Atypical

antipsychotics/Second Generation

Antipsychotics (SGA)

Add SGA if psychosis present
if severe

May use Benzodiazepine short
term for agitation/ insomnia

or

Euphoric Mania/ Hypomania Phase
2" Choice if 1% choice is ineffective.

» Add a second mood stabilizer

(including carbamazepine)
a combination of SGA and
mood stabilizer

or

/

Ak

mixed or Dysphonic Mania Phase
1. Divalproex or SGA

Antipsychotics (SGA) if presents with
\grandiosity

Ur

2. Add SGA if psychosis present or severe

3. May use Benzodiazepine short term for
agitation/ insomnia

Discharge back to the referrer if resolved with:

Discharge summary with Medication for 1

month

Mixed or Dysphonic Mania Phase:

2" choice if 1% is ineffective 1-2wks

» Add a second mood stabilizer (may use
Carbemazepine, avoid use of Lamotrigine

or Change to Second Generation

N

Continuation:

Goal: Minimise Polyphamacy, normalize Sleep, appetite, energy &mood, and restore level of functioning. Optimise blood levels; begin the

withdrawal of antidepressants and benzodiazepines if stable for 2-4 weeks )
|

832

7~

i

ml

Maintenance: (1-3 months) Goal: Prevention relapse, Minimize polyphamacy, and Maximize function. Optimize dosing and or blood levels

ml

_L

_U,

_U,

SGA, if possible

\ J

Respiradon

\NB' Eliminate SGA* if possible

e, Olanzapine

(Depressive phase ) (Euphoric Mania/ Hypomania Phase \ (Mixed Dysphoric Mania Phase
1. Lamotrigine or in 1. Mood stabilizer alone or 1. Mood stabilizer alone or
combination 2. Two Mood stabilizer 2. 2 mood stabilizers, or
2. Eliminate Antidepressants, 3. Or In combination with SGA e.g. 3. Mood Stabiliser in combination with

J

\4'

~

SGA e.g. Risperidone, Olanzapine
Eliminate SGA if possible

J

=
L

Stable mental health state under maintenance dose:
Psycho-education and relapse prevention plan (Psychologist)
If permission is granted by patient, review psycho education and relapse prevention with family member (Social

Worker)

Y

Discharge back to the referrer with:
1. Discharge summary
2. Medication for 1 month

Developed by: Dr Aimal Safi of Kabul Mental Health Hospital & IMC Nursing Advisor Dzingai Raymond Ndengeya with reference to MhGAP WHO 2010 and NHS eLanarkshire Mental Health Resources (2010)
bipolar disorders integrated care pathway. BNF September 2011. APA (2000) DSM IV-TR. Oxford Handbook of Psychiatry (2005) 2" Ed.
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Clinical care pathway for Conversion Disorder (CD)

Nursing Psychologist Psychiatrist
Observe the client in IPD and Interview clients and relatives to Interview client and conduct a full
record the following: establish the following: bio-psycho-social assessment
e Frequency of symptoms e Psychosocial stressors e Risk to self/others
e Any identifiable triggers e Family relations e Provide a provisional diagnosis
e Fluctuations e Abuse/dependence based on DSM-IV-TR and/or
e Behaviors when clients e Risk to self/others ICD-10 to be confirmed by
know that they are being e The existence of secondary Multi Disciplinary Team (MDT)
observed gains. ¢ Run physical examination
e Behaviors when clients e Any identifiable triggers e Make the referrals
believes they are not being e Frequency of symptoms o review lab and referral results
observed e Report to Multi Disciplinary e Report to Multi Disciplinary
e Report to Multi Disciplinary

T MDT Team (MDT)
\Team (MDT) / \ eam ) / \ /

MDT meeting to consolidate findings and finalize diagnosis and develop/propose treatment plan
In coversion disorder clients apparently suffer from physical or neurological symptoms such as paralysis or fits but
withought any clear physical or neurological causes. Conversion is difficult to diagnose since General Medical
Condition(GMC), neurological disease and faking need to be ruled out prior to psychological assessment. Follow the
three steps below to ensure proper diagnosis.
1- Exclude General Medical Condition (GMC) and neurological disease:
e Run physical examination to rule out any physical trauma
e Refer to other hospitals for consultation and approve/disapprove General Medical Condition (GMC) and other
disease
e Screen for substance abuse/dependence
2- Exclude faking:
e Run careful assessment to find out any discrepancy (client either confesses or gets caught)
e Full observation while in IPD to see if the patient is acting differently when is not under watch
e Exclude malingering (find out any existing secondary gains and/or motives)
3- Run full psychological assessment to find out any preceding stressors, conflicts, and any other psychosocial
problems
¢ Identify conversion criteria using DSM IV-TRand/or ICD-10

e Screenfor risk to self and others
l Confirmed Conversion Disorder - Interventions

4 )

GMC or If symptoms

neurological suggest other 4 Rehabilitation ) [ Psychotherapy \ 4 Pharmacotherapy\
disease: psyc hological 1-Refer to rehabilitation 1-Refer to psychotherapy 1-Prescribe

Refer to other disorders, ' Cognitive Behavior Thera antidepresssant

hospitals to please refer SEIVICES S uchas (Cogni . : by o S

continue to its specific occupational therapy (CBT),_ Cognitive, Rational anxiolytics, and SSRI’s
treatment pathway and/or physiotherapy for Emotlt_)nal for treat_ment of _

\_ ] U ) treatment of affected BehavioralTherapy (REBT), comorbid depression
body parts Family therapy, etc) and anxiety if observed
2-Provide psycho- 2-Psychotherapy should 2-Constantly
education on etiology of include stress management review treatment plan
stress and its affect of and coping skills training and modify/update if
mental health to clientand 3-Psychotherapy shoud necessary
family include improvement in self
3-Constantly efficacy
review treatment plan 4-Constantly
and modify/update if review treatmentplanand
necessary. modify/update if necessary.

- AN '\ )

Upon successful treatment, Discharge from services (IPD & OPD)

Developed by: Mohammad Zaman Rajabi (IMC) and Dr. Aimal Safi (MHH) / References: Afghanistan Licensed Drug List 2007, MhGAP, WHO 2010, BNF September 2011. APA (2000) DSM IV-
TR. Oxford Handbook of Psychiatry (2005) 2" Ed., Synopsis of Psychiatry 2008.
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Clinical care pathway for Dementia

No Dementia: Assess for other
psychiatric and psychological
disorders

Y VYV

appropriate

Dementia like symptoms are due
to GMC: Refer to General Medical
Hospital.

ﬂmentia:

> ldentify the type using either ICD 10 or DSM IV-TR
Evaluate severity of sleep, appetite, energy and mood deregulation
Take full history of reported symptoms
Screen for chemical dependence, Screen for suicide ideas and other risks
Do Lab assessment: thyroid profile, LFTs, CBC, electrolytes, Fasting blood sugars, lipids and BMI as

Baseline Dementia assessment (any of the following):
» MMSE, Clock 5 point scoring, GDS or NP1-Q
Optional tests to specify the type of Dementia: [This will help in treatment plan options e.g. 10% of
causes of Alzheimer’s disease are reversible while the treatment of vascular dementia follows a symptom
alleviation treatment plan]
» 1Q CODE, ACE- R, Neurology (CT scan/ MRI scan)

~

/

Nursing care

YV V. VWV VV VVYVY

A\

>

Support and retrain the existing skills.

Bladder and bowel training if incontinence is present.
Allow freedom to move around in the safe environment
will give a sense of autonomy and relaxation

Avoid use of restraints (restraints may increase agitation)
Administer drug at appropriate time and dose, should not
leave the medicine alone with the patient.

Keep reality orientation,— repeat the answer if the patient
asks again and again.

Maintain a daily, regular routine so that the client is able
to recall the daily activities including toileting.

Monitor functions of body system. supervision will
promote optimal function and help to detect early
problems.

Encourage adequate fluid and fiber rich food and activity
for regular bowel movement.

Encourage care of gums and teeth after meals

Social Work and Occupational Therapy

>

>

Provide memory device like, lists of activities, reminding
notes, labels on items; pictures, diagrams etc.

Start to work with the patient’s informant/ accompanying
relative on the skills the relative and family members
need once the patient is discharged (follow the advice on
the discharge section and start to implement it
immediately after a dementia diagnosis is confirmed

Discharge
Once some degree of stability is achieved from pharmacotherapy and none-pharmacotherapy, the patient can be discharged back to the family
/community with the following advice to the relatives:-

YV VVVVVVVVVY

Identify yourself when interacting with the patient

Psychiatrist role:
Pharmacotherapy:
Donepezil (Aricept),
Rivastigmine
(Exelon),
Galantamine
hydrobromide
(Razadyne) to reduce
rate of deterioration.
Other symptoms of
either comobidity can
be treated with a
combination of the
above and low dose
of relevant
medication. E.g.
dementia with
Insomnia will be
Dementia Medication
and low dose of
hypnotic’s nocte.
(See other disorder
specific Pathways)

Psychology
Therapeutic approach

YV VYV V VYV

Keep the environment simple and pleasing;
Treat the person as an individual with feelings
and don’t under value the patient as a person.
Listen to the person and openly discuss any
feelings of anxiety

Teach them relaxation methods,

Praise them appropriately for expected
behaviour.

When skills are lost do not force the patient to
perform tasks involving lost skills because in
dementia deterioration of the cognitive
process makes loss of skills inevitable.

Be calm, pleasant, and unhurried while
keeping verbal message short and simple.
Also Use non-verbal messages along with
words.

Observe patient’s expression for signs that
they understand.

Provide alternative methods for
communication pointing, describing with
pictures etc.

Acknowledge frustration in conversation that
the patient is experiencing. It facilitates
confidence.

Talk to the patient even if patient gives little
Or NO response.

Offer multiple opportunities for improving quality of life such as light music , walks , exercises, old hobbies watching TV etc. if the patient is able

Monitor bath water temperature and help the patient to take his bath completely and safely.

Remind the patient about toilet, where it is, confused or disoriented patient may pass motion in an odd place thinking that is toilet.

Use clothing that opens easily.

Provide regular mealtime schedule and balanced diet of familiar food. Also encourage adequate fluid intake.
Be with the patient and listen to him what he/she wishes to communicate with you.
Avoid situations that have upset the patient in the past. Also show acceptance and support of the patient despite occasional negative interactions.
Do not try to reason with the patient (Patient may be unable to conduct abstract thinking depending on the stage of dementia)

Assist and encourage the patient to maintain clean dental hygiene —all of this and below should be summarized or put under general topic of

supporting self-care

Lubricate the skin if it is dry and maintain clean and short nails of both and provide soap and water to wash hands after each toiler visit.
Encourage visits from family and friends and introduce them with names familiar to patient. Address the patient with his designation e.g.: Father,

Uncle, grandfather and Grandmother etc.

IMC Nursing Advisor Dzingai Raymond Ndengeya with reference to MhGAP WHO 2010. BNF September 2011. APA (2000) DSM IV-TR. Oxford Handbook of Psychiatry (2005) 2nd Ed.
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Care Pathways for Epilepsy

Referred by relatives/BPHS/EPHS

. . .. : Non epileptic seizure:
Assessment and physical exam and lab investigations to confirm the refer to GP or non-

diagnosis psychiatric hospital

Epilepsy confirmed

Epilepsy Provide

associated
with other
conditions:
depression,
psychosis
and MR

information
and start
anti-
epileptic
drugs:

Developed by: Dr. Hafizullah Faiz, IMC-MHH Project Manager

Refer to PHC once

seizure is
controlled for
follow up
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Developed by: Dr Aimal Safi of Kabul Mental Health Hospital & IMC Nursing Advisor Dzingai Raymond Ndengeya in observation of the following:
European Convention for the Protection of Human Rights and Fundamental Freedoms (1999-2000)

European Convention on the Rights of Persons with Disabilities

Chaleby, SK (2001) Forensic Psychiatry in Islamic Jurisprudence: The international institute of Islamic thought

Mental Health Commission Position Paper (2011) Forensic Mental Health Services For Adults in Ireland



Forensic psychiatric care pathways Guidelines

(Patient arrives at the MHH from either Prisons, Jail accompanied by a court order for either care or assessment of
psychiatric problem

1. The court will specify their needs as in (assessment to establish the existence of a mental disorder or the
interference of a mental disorder in the alleged committed crimes).

Eal

Psychosocial problems(This may come in the form conversion, bereavement, factious or malingering presentation)
Psychiatric problems
. Psvchiatric emeraencies

~N

J

(Nurse to establish: Patient name, \ fForensic Specialist team establishes the lines of enquiry: what is the provisional
Father’s name, date and place of diagnosis, what observations do they want from Nurses and Psychologists in

birth, age, Sex,

order to make a full diagnosis.
The specialist in consultation with team members may prescribe short

~

J

Nurse to also establish: BP, PR, RR, medication to manage destructive behavior to self and others during
SP02, TEMP, Weight, Height and \_ospitalization period..
Qossibility of FBC (GMC) y
Nursing Psychological Forensic specialist to conduct a

— snecialized tools like HCR20

7

Forensic Specialist ( Trainer psychiatrists allocated the forensic role) consolidates findings to inform:-

1. The existence of or none existence of a mental disorder

Non- existence of mental health condition

Existence of Mental health condition

General Medical Condition

.

(Refer to GMH

with report on
findings sent
back to referrer

J

Recommended treatment plan for the identified
psychiatric condition and a full forensic report

Malingering

Full report to be developed by the Forensic team and sent back to the
referrer with details of the forensic findings following successful completion
of a forensic assessments and or short term treatment measures in order
to contain patient symptoms while under assessment/ evaluation in MHH
maximum care unit [The MHH maximum care facility is a facility built to
provide a suitable forensic assessment environment for alleged offenders
thought to have some mental health problems. It is possible that some
alleged offenders may require some short term treatment during acute
phase or for management of some symptoms such as agitation]. The
report must answer all the questions highlighted by the referrer (e.g.
judiciary system, juvenile courts, and requests from relevant ministries)

Developed by: Dr Aimal Safi of Kabul Mental Health Hospital & IMC Nursing Advisor Dzingai Raymond Ndengeya in observation of the following:
European Convention for the Protection of Human Rights and Fundamental Freedoms (1999-2000)

European Convention on the Rights of Persons with Disabilities

Chaleby, S K (2001) Forensic Psychiatry in Islamic Jurisprudence: The international institute of Islamic thought

Mental Health Commission Position Paper (2011) Forensic Mental Health Services For Adults in Ireland
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Clinical care pathway for Generalized Anxiety Disorder (GAD)

/ Generalized Anxiety Disorder (GAD) \

e OPD Psychiatrist runs full bio-psycho-social evaluation
e Differential Diagnosis: If symptoms can be defined by other
anxiety disorders
e Make the Generalized anxiety disorder diagnosis based on DSM-
General Medical Condition V-TRorICD-10. . -
(GMC) Influence, please refer e GAD is mostly _descrlbed with un_controll_able or difficult to
control excessive worry and anxiety, fatigue, restlessness, and

to other hospitals .
\ irritation for at least 6 months. /
/ Psychological Interventions \‘ Confirmed GAD - Interventions

No GAD: Assess for other
psychological disorders

e Refer to Day hospital for group
psychotherapy/psycho-education

e Most common and effective
individual psychotherapy method / \
is Combined CBT and Motivational Pharmacological Interventions
Interviewing (MI) o 1% choice medication: SSRI’s such as Fluoxetine,

e This psychotherapy should focus Paroxetine, Citalopram, etc. (start at 20 mg OD, increase if
on self monitoring, stimulus necessary up to no more than 60 mg per day)
control techniques, relaxation, e Serotonin partial agonist: Buspirone (5 mg TID, max dose
desensitization, cognitive and 60 mg). should prescribe in combination of an SSRI
behavioral restructuring, worry e Benzodiazepines: short term alprazolam, clonazepam, etc.
behavior modification, problem careful watch for dependency is needed!!!
solving, increasing motivation for e Beta-blockers such as Propranolol (up to 60 mg per day)
change and decrease resistance to
change.

o RN /

In case co-morbid depression is observed, please refer to depression care
pathways for further information.

Upon successful treatment, Discharge from services (IPD & OPD)

Developed by: Mohammad Zaman Rajabi (IMC) and Dr. Aimal Safi (MHH) / References: Afghanistan Licensed Drug List 2007, MhGAP, WHO 2010, BNF September 2011. APA (2000) DSM IV-TR. Oxford
Handbook of Psychiatry (2005) 2™ Ed., Synopsis of Psychiatry 2008.
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Clinical care pathway for Major Depressive Disorder (MDD)

4 N
No MDD: Assess for other

psychological disorders

\\ J
4 ™
GMC Influence, please refer
to other hospitals
. J

Psychological Interventions

e Refer to Day hospital for group
psychotherapy/psycho-
education

e Most research based
psychotherapy method today is
CBT.

e The aim of CBT is to help client
change their cognition, stop self
destructive beliefs and thoughts
and replace them with healthy
and enduring ways of thinking.

e During such psychotherapy,
focus should be on negative,
irrational, and automatic
thoughts, destructive core
beliefs, cognitive and behavioral
modification and etc.

\_

/ Major Depressive Disorder (MDD) \

e OPD Psychiatrist runs full bio-psycho-social evaluation

e Differential Diagnosis: If symptoms can be defined by other mood
disorders

e Make the Major Depression disorder (MDD) diagnosis based on
DSM-IV-TR or ICD-10.

e MDD is mostly described with Depressed Mood or Anhedonia for
at least two weeks plus unintentional weight loss/gain, sleep
problems, fatigue, loss of energy, agitation/hypo activity, feelings
of guilt and worthlessness, recurrent thinking about death, and etc.

which significantly impairs social, occupational functioning, and

other important areas of life.

Confirmed MDD - Interventions

e |[frisk of harm to \

\_ /

/ Pharmacological Interventions \
1* line medication: SSRI’s: Fluoxetine

(20-60 mg per day), Paroxetine (20-60
mg per day), Citalopram (20-80 mg per
day). Start at 20 mg OD and increase
gradually to reach therapeutic dose)

e Tricyclic Antidepressant (TCA)’s:

self/other is high, a
full and thorough
risk assessment
should be
conducted and risk
management plan

should be Amitriptiline and Imipramine (150-200

developed. mg per day — starts at 25 mg OD and

LE_S(:]VE_ri C?Sﬁs increase gradually), Clomipramine (75-
igh risk of harm

150 mg per day — start at 25 mg OD and
increase gradually).

e In case psychotic features existent, use
antipsychotic medications at the same
time with SSRI’'s or TCA'’s.

e Note: for severely resistant cases,
please consult with the expert

psychiatrists regarding the use of
/ &ﬂeetroconvulsive Therapy (ECT). /

to self and others),
patients should be
admitted into
hospital (IPD) for
managing the
emergency
situation

Upon successful treatment, Discharge from services (IPD & OPD)

Developed by: Mohammad Zaman Rajabi (IMC) and Dr. Aimal Safi (MHH) / References: Afghanistan Licensed Drug List 2007, MhGAP, WHO 2010, BNF September 2011. APA (2000) DSM IV-TR. Oxford

Handbook of Psychiatry (2005) 2™ Ed., Synopsis of Psychiatry 2008.
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Clinical care pathway for Malingering

4 N .
No Malingering:
Malingering
. Assess for
other
psychological >
disorders
\_ J|
>
\_

This condition presents clinicians with difficult challenges due to the variation in
symptoms presentation that mimics a whole range of physical and psychiatric disorders.
For this reason, malingering deserves careful assessments in order to avoid misdiagnosis.
» Diagnose based on either ICD 10 or DSM IV-TR
Look for fabrications or exaggeration of symptoms of mental or physical disorders for
a variety of secondary gains, motives which may include financial compensation (tied
to fraud): getting a lighter sentence, avoiding going to school or work, and obtaining
drugs, attract attention or sympathy.
Screen for chemical dependence, screen for suicide ideas and other risks

Rule out somatisation, epilepsy and factitious disorder

Do Lab assessment: thyroid profile, LFTs, CBC, electrolytes, Fasting blood sugars,
lipids and BMI as appropriate

~

/

Nursing Role:

Observe the symptoms presented

by the patient and record the

following:

e Frequency of the symptoms

e Triggers to the symptoms

e Fluctuations

e Behaviour when patient knows
that he or she is being observed

e Behaviour when the patient
thinks they are not being
observed

If your observations confirms the

above the above listed symptoms

then refer to psychology.

- Social work role:

¢ Identifying who requires a link
to formal/informal support
(patient/carer/family members.

o ldentify the type/types of links
required

e ldentify barriers and create
strategies to access the support

\ rentiirer
2

T

A

Psychologist role:

Interview the patient and relative

to establish the following:

e Risk to self or others

e Family relations

e Psychosocial stressors

e The existence of secondary
gains.

» Triggers and frequency to
symptoms in question

Treatment phase

» Provide psycho-education on
stress to patient and family
without putting patient at risk

> Review goals for treatment and
daily mood through use of
MSE for self management of
illness

» Use Cognitive Behavioural
Therapy techniques as well as
Family therapy due to the
complexity which might
involve family.

»  Therapy should be aimed at

helping the client to develop
some copying strateaies

Psychiatrist role:
Interview and assess the
patient and provide a
provisional diagnosis to
other members of the
MDT (The interview
should capture Full
psychiatric history and risk
assessment).

Request for the following
from MDT in order give a
Full Diagnosis:

Physical observations
Vital signs

Lab tests

Other relevant
instructions

If the physicals and history
confirms malingering then
refer to psychology

GMC Influence,
please refer to other
hospitals

Upon successful treatment, Discharge from services (IPD & OPD)

IMC Nursing Advisor Dzingai Raymond Ndengeya with reference to MhGAP WHO 2010 BNF September 2011. APA (2000) DSM IV-TR.

Oxford Handbook of Psychiatry (2005) 2nd Ed.
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Clinical care pathway for Obsessive Compulsive Disorder (OCD)

/ Obsessive-Compulsive Disorder (OCD) \

e OPD Psychiatrist runs full bio-psycho-social evaluation

e Differential Diagnosis: If symptoms can be defined by other
Anxiety disorders

e Make the Obsessive Compulsive Disorder (OCD) diagnosis
based on DSM-IV-TR or ICD-10.

e (OCD is mostly described with uncontrollable, recurrent and
persistent obsessive thoughts and images plus compulsive

GMC influence, please refer ] behaviors which cause excessive anxiety and distress.

J

to General Hospital.

No OCD: Assess for other
psychological disorders.

\ Confirmed OCD - Interventions
Psychological Interventions \

e Refer to day hospital for group
psychotherapy/psycho-education

e Most effective psychotherapy methods are
behavioral therapy (BT) and Cognitive / Pharmacological Interventions \
Behavioral Therapy (CBT).

e The specific technique in this psychotherapy
is called “Exposure and Ritual Prevention” or
ERP.

e The aim of this method is to help clients to be
able to gradually tolerate the anxiety when
they are not doing their ritual behavior. It

helps client to stop their escape response and
rather face their anxiety.

e 1% choice medication: SSRI's: Fluoxetine, Paroxetine,
Citalopram, etc. (start at 20 mg OD and increase up
to no more than 60 mg per day over a period of 6
month to a year)

e For resistant cases, low doses of atypical
antipsychotics (example: olanzapine 5 mg OD)along
with Selective Serotonin Reuptake Inhibitor (SSRI)’s.

Note: for severely resistant cases, please consult with

expert psychiatrists and other related professions

regarding the use of other medications and ECT.

\_ /

Upon successful treatment, Discharge from services (IPD & OPD)

Developed by: Mohammad Zaman Rajabi (IMC) and Dr. Aimal Safi (MHH) / References: Afghanistan Licensed Drug List 2007, MhGAP, WHO 2010, BNF September 2011. APA (2000) DSM IV-TR. Oxford
Handbook of Psychiatry (2005) 2nd Ed., Synopsis of Psychiatry 2008.
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MHH-OPD Full Psychiatric/Psychological Evaluation

Patient arrives at the MHH from Nurse/ Medical records re
Patient might present with the following pri name, Father’s name, date and place

GMC/Physical problems e nd X, etc. Fill out the OPD form for each
chosocial/Psychological problems

/Nursing Screening/ Assessment and triage:
1. Psychosocial problems: family and relational problems, bereavement, loss, etc. Psychosocial problems might come
in the form of Malingering, conversion and factious presentation

Psychological problems-you mean mental disorders?:Mood disorders, psychosis, anxiety, etc

General Medical Conditions (GMC): BP, PR, RR, SP02, TEMP,Weight,Height, possibility of FBC, end etc.

GMC with psychiatric features

Psychiatric emergencies: Suicidal/homicidal ideation, severe psychosis, aggressiveness etc.

rt findings to OPD junior psychiatrist )

OPD Junior psychiatrist full assessment

1. Run a full Bio-Psycho-Social Assessment including: chief complaint, history of present complaint, past
psychological/psychiatric illness, history of dependence, family history, personal history, and mental status
examination.

If risk is suspected, risk assessment is completed

A provisional diagnosis based on DSM-IV-TR or ICD-10 is proposed and is written in the form

Make appropriate treatment recommendation: Pharmacotherapy, Psychotherapy, Inpatient stay, seclusion, etc.

I 00 N

J

GMC co-

Moderate

Mild Psychological

problems: Psychiatric morbid with
interventions problems: Psychiatric
(Psychotherapy, Prescribe proper Problems

psychosocial
counseling) required

)

medication

OPD Psychiatrist

OPD Psychologist 1- SchedUISERg
1- Run full follow up Resume :
psychological 2_ Refer to OPD mental ................................................ :-
assessment (chief psychologist for health
complaint, full psych0|ggica| B icesin
psychological, interventions
psychiatric, GMC, MHH after e —————————— <
family and GMC cured

dependence history in
addition to MSE.

2- Make appropriate
psychological
intervention
(individual or group)

\ J

Developed by:ObidullahAbid and Dr Aimal Safi (MHH)
DzingaiRaymond Ndengeya, GulNigarAhmadi, and Mohammad ZamanRajabi (IMC)



