@

Federal Democratic Republic of Ethiopia
Ministry of Health

Non-Communicable Diseases, Emergency Care
and Mental Health Part 2 Mental Health Problems

HEAT

= / \
nicef &
A\ 74

The Open
University

unite for children







Federal Democratic Republic of Ethiopia
Ministry of Health

The Ethiopian Federal Ministry of Health (FMOH) and the Regional Health Bureaus (RHBS)
have developed this innovative Blended Learning Programme in partnership with the HEAT
Team from The Open University UK and a range of medical experts and health science
specialists within Ethiopia. Together, we are producing 13 Modules to upgrade the theoretical
knowledge of the country’s 33,000 rural Health Extension Workers to that of Health Extension
Practitioners and to train new entrants to the service. Every student learning from these Modules
is supported by a Tutor and a series of Practical Training Mentors who deliver the parallel
Practical Skills Training Programme. This blended approach to work-place learning ensures that
students achieve all the required theoretical and practical competencies while they continue to
provide health services for their communities.
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basic management and essential treatment protocols to improve and protect the health of
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Development Goals to reduce maternal mortality by three-quarters and under-5 child mortality
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postnatal care, the integrated management of newborn and childhood illness, communicable
diseases (including HIV/AIDS, malaria, TB, leprosy and other common infectious diseases),
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(Health Education and Training) website at www.open.ac.uk/africa/heat as open educational
resources, free to other countries across Africa and anywhere in the world to download and
adapt for their own training programmes.

Dr Kesetebirhan Admasu
State Minister of Health
Ethiopian Federal Ministry of Health



Acknowledgements

Non-Communicable Diseases, Emergency Care and Mental Health is the last of 13 Blended
Learning Modules for the Ethiopian Health Extension Programme. Together with the practical
skills training sessions that accompany each of the supported self-study texts, this programme
will upgrade the Health Extension Workers who complete the curriculum to Health Extension
Practitioners at Level-1V of the Ethiopian Occupational Standards. The upgrading programme
is sponsored by the Ethiopian Federal Ministry of Health (FMOH) and the Regional Health
Bureaus (RHBs). The FMOH gratefully acknowledges the receipt of funding for this
programme from the Ethiopian Office of UNICEF (the United Nations Children’s Emergency
Fund), The Open University UK, the Alan and Nesta Ferguson Foundation Trust UK, and
AMREF (the African Medical and Research Foundation).

This Module on Non-Communicable Diseases, Emergency Care and Mental Health is in two
parts and was produced by a team of Ethiopian experts, who were trained and supported by
experts in blended learning pedagogy from the HEAT (Health Education and Training) Team for
Africa at The Open University UK. The contributors of original material are:

Ms Shitaye Astawes, Ethiopian Centre for Disability and Development

Dr Abebaw Fekadu, Addis Ababa University

Dr Charlotte Hanlon, Addis Ababa University

Dr Haddis Solomon, Amanual Hospital, Addis Ababa

Dr Yared Tilahun, Tikur Anbessa Hospital, Addis Ababa

Dr Samuel Workneh (Module Academic Coordinator), Addis Ababa University

The Academic Editors of Non-Communicable Diseases, Emergency Care and Mental Health
are Dr Basiro Davey, Deputy Director (Ethiopia), HEAT Team at The Open University UK,

Dr Rosa Hoekstra, Lecturer in Psychology in the Department of Life Sciences, and Wayne
Taylor, Lecturer in Effective Practice in Youth Justice, Faculty of Health and Social Care, with
contributions from Ali Wyllie, also from the Faculty of Health and Social Care, all at The Open
University UK. The illustrations in colour were drawn by Dr Radmilla Mileusnic at The Open
University. The black and white illustrations were drawn by Ato Tefere Wondimagegnehu,
Ethiopian Federal Ministry of Health. The other members of the HEAT Team are:

Lesley-Anne Long, HEAT Programme Director
Alison Robinson, HEAT Programme Coordinator
Dawn Partner, HEAT Senior Production Assistant
Jessica Aumann, HEAT Programme Assistant

Ali Wyllie, HEAT Lead eLearning Adviser

We acknowledge the vital contributions of the Programme Coordinators within Ethiopia:
Ato Mohammed Hussein Abeseko, UNICEF Ethiopia and the Federal Ministry of Health
Ato Tedla Mulatu, AMREF Ethiopia

The cover design for Non-Communicable Diseases, Emergency Care and Mental Health is by
Chris Hough and Glen Darby, Learning and Teaching Solutions, The Open University UK. The
cover photographs are reproduced with the permission of Dr Basiro Davey, Department of Life
Sciences at The Open University.



The authors particularly wish to acknowledge our use in Study Session 17 of the model by
Professor Vikram Patel from his book Where There is No Psychiatrist: A Mental Healthcare
Manual (2003), published by Gaskell, London.

The opinions expressed in this Module are those of the authors and do not necessarily reflect
the views of any of the donor organisations whose generous support made the production of
Non-Communicable Diseases, Emergency Care and Mental Health possible.



Study
Session

10
11
12
13
14
15
16
17
18
19

Contents

Part 2

Introduction to Mental Health

Assessing a Person with Mental lliness

General Management Principles in Mental Health Care
When Somebody has Low Mood or Depression
Psychoses

Substance Use Problems

Epilepsy and Dementia

Mental Health Problems in Dalily Life

When Children have Problems

Prevention and Promotion Activities for Mental Health
Disability and Community Rehabilitation

Notes on the Self-Assessment Questions (SAQs) for Non-Communicable
Diseases, Emergency Care and Mental Health, Part 2



Study Session 9 Introduction to Mental Health

Study Session 9 Introduction to Mental
Health

Introduction

Mental illness is more common than most people realise and in this session
you will learn why there is ‘no health without mental health’. We will review
what is known about how many people are affected by mental illness in
Ethiopia. You will learn that mental illness can lead to a high level of
disability and suffering, often over a long period of time. Not only that, but
people suffering from mental illness also have poorer general health and
higher mortality, and are often victims of stigma, discrimination and abuse.
Mental health is also important for achieving many of the Millennium
Development Goals.

You will learn that, even though effective treatments are available, few people
with mental illness receive the care they need. As a health practitioner, you
have an important part to play in helping to reduce this treatment gap. We will
describe how mental healthcare fits into all levels of the existing health system
and your expected role in the health extension service. Finally, you will learn
about the multiple causes of mental illness, the ‘biopsychosocial model’ of
mental health and some of the different ways that mental illness is understood
within the local culture.

Learning Outcomes for Study Session 9

When you have studied this session, you should be able to:
9.1 Define and use correctly all of the key words printed in bold.
(SAQs 9.1, 9.4 and 9.6)
9.2 Estimate the number of people affected by mental illness in your
kebele. (SAQ 9.2)
9.3 Explain why mental health is an important public health priority in
Ethiopia. (SAQs 9.3 and 9.5)

9.4 State the probable causes of mental illness according to the
biopsychosocial model, and describe cultural explanatory models for
mental illness. (SAQ 9.4)

9.5 Describe the structure of mental healthcare in Ethiopia.
(SAQs 9.1 and 9.4)

9.6 List the ways in which you can help to reduce the treatment gap for
mental illness. (SAQ 9.6)

9.1 Mental health as a public health priority in
Ethiopia
We will start by defining two terms that will be important for all the mental

health study sessions in this module:

Mental health can be defined as ‘a state of well-being in which the individual
realises his or her own abilities, can cope with the normal stresses of life, can
work productively and fruitfully, and is able to make a contribution to his or
her community’. (World Health Organization)




% means | person affected in
every 100 persons.

Mental illnesses occur in the absence of mental health, and are generally
characterised by some combination of abnormal thoughts, emotions, behaviour
and relationships with others.

Sometimes people ask the question ‘why is mental health important in
Ethiopia when people are dying from illness and poverty?’ or they may say
‘mental health is a luxury for the West’. These attitudes come about from
ignorance and the stigma that surrounds mental illness. In the following
subsections we will show you why we need to tackle mental illness in
Ethiopia.

9.1.1 Mental illness is common

Stop and think for a moment. How common do you think mental illness
is in Ethiopia?

From studies that have been carried out in Ethiopia, we know that severe
mental illness is present at about the same level that is found in Western
countries.

Around 1 to 2% of the adult Ethiopian population, that is around 400,000 to
800,000 people across the country, are affected by psychosis. People with
psychosis may believe things that aren’t real, hear things that aren’t there, and
have disturbed behaviour. You will learn more about psychosis in Study
Session 13 of this Module (see Figure 9.1).

Figure 9.1 Psychosis can lead to abnormal
behaviour.

A further 10 to 15% of the adult population (4 to 6 million people) suffer
from depression at some point in their lifetime — approximately 5% (2 million)
at any one time. In depression, people have an abnormal level of sadness that
doesn’t go away. Depression can lead to a person giving up on life and
wanting to die. If very severe, somebody with depression may even consider
killing themselves (suicide). We don’t know for certain how many people
commit suicide in Ethiopia every year, but it is probably at least 4,000 people
(10 per 100,000 adults per year). You will learn more about depression in
Study Session 12 (see Figure 9.2).

Figure 9.2 A depressed person.
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In addition, we estimate that around 5% of the adult population of Ethiopia
(around 2 million people) will suffer from an anxiety illness at some point
during their lifetime. Anxiety is when a person worries too much about
something, for example their health, their problems, or even what will happen
in the future. Study Session 16 covers anxiety disorders in more detail (see
Figure 9.3).

Figure 9.3 Somebody who is very anxious.

Added to this large number is the 3 to 5% of the adult population (1.2 to 2
million people) with a serious problem resulting from their excessive use of
alcohol or khat. Substance abuse will be covered in more detail in Study
Session 14 (see Figure 9.4).

Figure 9.4 A person who drinks too much
alcohol.

Children can also suffer from mental illness. In Ethiopian studies, around 1 in
10 children seem to have mental health problems (see Study Session 17).

In summary, without including childhood disorders, we estimate that at least 1
in 6 Ethiopians will suffer from a mental illness that needs treatment during
their lifetime (Figure 9.5). Is this more common than you expected?

Figure 9.5 One in six Ethiopians will be affected by mental illness during their
lifetime.




Table 9.1 summarises the frequency of the major types of mental illness in
Ethiopia in terms of the percentage of the population who are affected.

Table 9.1 The frequency of mental illnesses in Ethiopia.

Mental illness Estimated % of Ethiopian
population affected

Psychosis 1-2%

Depression 10-15%

Anxiety disorders 5%

Alcohol and khat abuse 3-5%

9.1.2 The burden of mental illness

Every illness produces a burden for the person who is affected. Illnesses that
cause people to die young (premature mortality) or affect them badly so that
they can’t live a normal life (see Box 9.1) are said to have a high burden.

Disability is present when a person has a health condition (in this case,
mental illness) which impairs their day-to-day functioning in some way. The
level of disability experienced depends partly on the seriousness of the
impairment, and partly on the social exclusion that further disables people
with mental health problems.

Box 9.1 Disability and mental health problems

Mental health problems may lead to difficulty in one or more of the
following areas:

o Understanding and communicating

e Getting around

o Self-care

¢ Getting along with people

e Working (including housework)

o Participating in society, e.g. attending a funeral or coffee ceremony.

From studies in Ethiopia, we know that:

o People with severe mental illness are about three times more likely to die
young.

e People with mental illness have high levels of disability.

e Mental illness often starts early in life and, in some people, can recur
(come back again and again), or become chronic (persist over a longtime).
So mental illness can affect people over a long period of time.

These three factors mean that the burden of mental illness (in terms of
mortality and disability) is high.
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In a study from Butajira (south-central Ethiopia), researchers found that if you
added together the burden from all the illnesses people experience (including
infectious disease, maternal disorders and undernutrition), mental illness was
responsible for 11.5% of the total burden. Put another way, more than 10% of
the burden of all illness in Ethiopia is likely to be due to mental illness.

Mental illness also causes a burden on the family. Family members may have
to stop working in order to care for the mentally ill person. They may also
worry a lot about the ill person, which puts them at risk of developing mental
illness themselves unless they have good support.

9.1.3 No health without mental health

It is not possible for a person to be healthy unless they have good mental
health. Often mental health and general health (‘physical’ health) affect one
another. Here are some examples of how mental illness is linked to other
health conditions that are important in Ethiopia:

e Millennium Development Goal 4: Child health
In Ethiopia, children have an increased risk of diarrhoea if their mother
suffers from undetected mental illness. Other studies have shown that the
children of mothers with mental illness also have poorer development.

¢ Millennium Development Goal 5: Maternal health
In Ethiopia, women who suffer from mental illness are more likely to have
a prolonged labour and delivery. In women with complications during
pregnancy or childbirth, the risk of mental illness after the birth is
increased.

e Millennium Development Goal 6: HIV/AIDS
In Ethiopia we know that people with HIV/AIDS are at increased risk of
developing mental illness. People with HIV/AIDS who also have a mental
illness are more likely to get worse faster and die earlier than people in
good mental health.

Box 9.2 Millennium Development Goals (MDGs)

By 2015 all countries in the world are committed to achieving the
following goals:

MDG 1 End poverty and hunger

MDG 2 Universal education

MDG 3 Gender equality

MDG 4 Child health (reducing under-five mortality by two-thirds)
MDG 5 Maternal health (reducing maternal mortality by three-quarters)
MDG 6 Combat HIV/AIDS

MDG 7 Environmental sustainability

MDG 8 Global partnership.




Figure 9.6 The poverty
cycle.

9.1.4 Mental health and poverty (Millennium Development
Goal 1)

Poverty and mental illness are closely linked. The stresses of poverty can lead
to mental illness, and mental illness can make a person poorer (see

Figure 9.6). When a person is affected by a severe mental illness, they are
more likely to be jobless and may not be able to do their work properly,

e.g. plough the fields, sell things in the market. The person with mental
illness, and their family, may suffer terrible economic hardship.

9.1.5 Stigma, discrimination and abuse

In addition to the burden of their illness, people with mental illness and their
families are highly stigmatised — that is, they suffer from the effects of stigma.
Stigma refers to the way in which a characteristic, e.g. mental illness, marks
the person out as different and leads to negative attitudes (prejudice) and
behaviour (discrimination) from other people. This stigma increases the
burden of illness further. People with mental illness may also experience
abuse, e.g. being chained up inside a house, especially if the family doesn’t
know any other way of coping with the disturbed behaviour (Figure 9.7).

Figure 9.7 Person with mental illness chained
up at home.

e The stigma of mental illness means that people often hide away and don’t
get the help they need.

e Discrimination against people with mental illness may mean that their
family is treated unfairly, that the affected person doesn’t have as many
work opportunities as he or she should do, or that he or she is excluded
from community activities. Discrimination makes mental illness worse and
it can delay or prevent recovery.

Later in this Module you will learn about ways to tackle stigma,
discrimination and abuse against mentally ill people in the communities where
you live and work. Next, we would like you to complete Activity 9.1.

Activity 9.1 What is it like to live with mental illness?

Is there somebody in your kebele who has severe mental illness? Try to
find somebody who has received treatment in a psychiatric centre. If they
are willing, ask them about their experience of being ill. What was it
like? How did other people treat them? What help did they get? What
would have helped them more?

Write your answers in your Study Diary and discuss them with your
Tutor at the next Study Support Meeting.
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9.2 What causes mental illness?
9.2.1 The biopsychosocial model

Figure 9.8 The biopsychosocial model of mental illness.

The causes of specific mental illnesses vary but most are caused by a A model is a simplified way of
combination of biological, psychological and social problems. Mental health describing how the different parts
professionals have developed a model of mental illness called the of a complex issue link together.

‘biopsychosocial’ model (see Figure 9.8).

As Figure 9.8 shows, the biological, psychological and social factors often
overlap. Here are some examples of biological, psychological and social
causes of mental illness:

o Biological causes: genetic (inherited) causes, a chemical imbalance in the
brain, head injury, alcohol or khat use, undernutrition

e Psychological causes: not loved in childhood, too many worries, the stress
of somebody dying, disappointment, frustration, severe shock

e Social causes: poverty, not living in a good house, not having somebody
who they can talk to about their problems, discrimination, migration.

Now read Case Study 9.1. As you do so, think about your answers to the
following question:

m  Can you identify some possible biological, psychological and social
factors contributing to Mr Hailu’s mental illness?

Case Study 9.1 Mr Hailu the farmer

A 33-year-old farmer developed mental illness after getting into a fight
with one of his neighbours. For many years, the farmer had drunk araki
every day to help him forget his problems. When he was drunk, he
insulted his neighbour and they fought together. The neighbour hit him
heavily on the head and the farmer fell to the floor for a few minutes
before he was able to get up again. After that the farmer stayed in the
house and then developed symptoms of mental illness. Nobody was
sympathetic to the farmer because he had caused a lot of trouble in the
local area. He had lost all his money because of his drinking, and his
wife had gone back to her own family because she couldn’t stand it any
longer. All these problems made him worry and he wished he had
somebody to talk to. He couldn’t turn to his family because both parents
died when he was a small child and his brothers lived far away.




0O Biological factors: in Mr Hailu’s case study he had a head injury and a
long-term history of excessive alcohol use. Psychological factors: he had
too many worries, and his parents died in childhood. Social factors: he
was isolated and had nobody to talk to.

9.2.2 Explanatory models and cultural context

In the communities where you work, local people may have different
explanations for why mental illness occurs. The way people explain an illness
is called an explanatory model. Healthworkers often have different
explanatory models (e.g. the biopsychosocial model) when compared with the
local cultural model used by community members. See Table 9.2 for an
example of this. It is very important to try to understand a person’s
explanatory model for mental illness even if you don’t agree with it. This will
help you to support the person better. You will learn more about how to
manage competing explanatory models of mental illness in Study Session 18
on mental health promotion and Study Session 19 on disability and
community rehabilitation.

Table 9.2 Comparing explanatory models.

Questions Biopsychosocial model Local cultural model

Why did I get ill? | Because I was drinking and Because my neighbour
had lost my family and bewitched me.
friends.

Will T get better? Things could get better if | This is a serious thing. I
stopped drinking. might even die unless this
curse is removed from me.

What treatment If I had help to stop drinking, | Going to see the witch doctor
might help? and was able to talk about my | (tanquaye) and slaughtering a
problems to somebody. sheep.

Box 9.3 presents a list of some of the cultural explanations of mental illness
found in Ethiopia. Beside those in Box 9.3, you could write down other
causes that you know of in your area.

Box 9.3 Cultural explanations for mental illness

Spirit possession (likift, zar, wuqgabi)
Punishment for sins

Evil eye

Bewitched/cursed

Thinking too much

Exposure to cold air (berrd)

Exposure to sun rays (mitch).
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9.3 The treatment gap

So far, you have learned that mental illness is common and has a heavy
burden for people affected by it, including family members. One of the best
ways to reduce the burden of mental illness is to provide effective treatment.
Simple, cheap and effective treatments are available for most mental illnesses
but, in Ethiopia, only 10% of people with severe mental illness ever receive
these treatments. The difference between those who need treatment and those
who get treatment is known as the treatment gap.

m  From your general knowledge of people in your community, why do you
think so many people with mental illness never receive the treatment that
could help them?

0 Some possible reasons that may have occurred to you are as follows:

o they don’t know that effective treatments exist

o they don’t know where to get help

o the stigma prevents them asking for help

o they have to travel too far for help

e they can’t afford the medication

o they don’t believe that health staff can help with this kind of problem
o they prefer to have traditional treatments

o they don’t like the side-effects of medication

o they don’t believe that they have an illness.

In the next section you will learn about how mental healthcare can become
more accessible to those who need it by providing support through the
healthcare system.

9.4 Structure of the Ethiopian mental healthcare
system

9.4.1 Mental healthcare in Ethiopia

Figure 9.9 shows what mental healthcare is available for people with mental
illness in Ethiopia. At the bottom, the biggest part of the triangle is labelled

‘self-care’. Self-treatment describes how the person with mental illness does
things to try to help themselves, e.g. talks to someone they trust about their

problems, stops drinking heavily, takes a rest from studying, and so on.

Figure 9.9 The structure of the mental healthcare system in Ethiopia.




Usually when self-care isn’t enough to solve the problem, a person with
mental illness will then access ‘informal community care’. This might include
going to a priest or religious person for healing, e.g. holy water, driving out
demons, or consult one of the traditional healers such as a herbalist, or a
witch doctor (tanquaye). While a person with mental illness may find some of
these healing practices to be helpful, other traditional practices may be
harmful, e.g. beating, fumigation, instructing people to stop taking their
medication. These harmful practices can be considered to be ‘abuse’.

As you can see, every level of the healthcare system in Ethiopia (from the
Health Extension Service right up to the national referral units in Addis
Ababa, e.g. Amanuel Hospital) needs to be involved in delivering mental
healthcare. That is essential if we want to increase the number of people with
mental illness who receive effective treatment. There aren’t enough
psychiatrists and psychiatric nurses to see everybody who needs help. In any
case, people with mental illness often don’t want to go to specialist mental
health services. If mentally ill people can receive care from local health
services then they don’t have to travel so far and they won’t have to spend so
much money.

9.4.2 Mental healthcare and the Health Extension Service

As a key member of the Health Extension Service, you have several important
roles to play in the primary healthcare system (the system operating at local
level). These are summarised in Box 9.4.

Box 9.4 The roles of Health Extension Practitioners in
mental healthcare

e Improving detection of mental illness by identifying people who are
affected in your community

o Referring people with possible mental illness to the nearest health
facility for further assessment and treatment

e Supporting people with mental illness and their families in the
community

e Encouraging people to attend follow-up appointments and to keep
taking their medication

o Educating patients, their families and the wider community

e Reducing stigma, discrimination and abuse against people with
mental illness.

You will learn more about your role in relation to specific mental illnesses in
later study sessions.

At the health centre level, nurses and health officers will decide whether the
person with mental illness needs to be referred for more specialist assessment,
e.g. at the psychiatric nurse unit, or even for in-patient care, e.g. at the
regional psychiatric unit.

Finally, we would like you to complete Activity 9.2.
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Activity 9.2 Mental healthcare in your area

So that you can advise people with mental illness, it is important to
know about mental healthcare in your area. Find out what mental
healthcare is available in your nearest health centre. Where is the nearest
psychiatric nurse unit? Is there a regional in-patient unit? Outside the
health system, where do people with mental illness look for help in your
area?

Write your answers in your Study Diary and discuss them with your
Tutor at the next Study Support Meeting.

In the next study session in this Module, you will learn about assessing the
person with mental illness.

Summary of Study Session 9
In Study Session 9 you have learned that:

1 An estimated 1 in 6 Ethiopians will suffer from a mental illness that
requires treatment during their lifetime.

2 Mental illnesses carry a heavy burden in terms of disability and premature
mortality.

3 Mental health is important to be able to achieve the Millennium
Development Goals, especially poverty eradication, child health, maternal
health and combating HIV/AIDS.

4 People with mental illness experience high levels of stigma, discrimination
and abuse, and this can interfere with their recovery.

5 The biopsychosocial model shows how biological, psychological and social
factors often interact to cause mental illness.

6 Cultural explanations of mental illness may stop people seeking effective
care and can conflict with the healthworker’s understanding of what caused
the illness.

7 Only 1 in 10 people with severe mental illness in Ethiopia receive
effective treatment for their condition.

8 Most mental healthcare is provided outside the existing health system,
especially from self-care, family support and traditional and religious
healing.

9 The Health Extension Service can help to close the treatment gap by
improving detection and referral of mental illness, and supporting people
with mental illness to take medication and attend for follow-up treatment.

10 Other important roles of the Health Extension Practitioner include
educating patients, their families and the wider community about mental
illness, and reducing stigma, discrimination and abuse against people with
mental illness.




Self-Assessment Questions (SAQs) for Study
Session 9

Now that you have completed this study session, you can assess how well you
have achieved its Learning Outcomes by answering these questions. Write
your answers in your Study Diary and discuss them with your Tutor at the
next Study Support Meeting. You can check your answers with the Notes on
the Self-Assessment Questions at the end of this Module.

SAQ 9.1 (tests Learning Outcomes 9.1 and 9.5)

Which of the following statements are false? In each case explain why it
is incorrect.

A The burden of mental illness is measured only in terms of the
increased mortality that it causes.

B A woman who has severe depression can’t get out of bed to complete
her housework — this is an example of disability.

C In the health system, most mental healthcare is provided by
psychiatrists and psychiatric nurses.

D A man had psychosis and recovered well after receiving treatment,
but he is refused work because he was once mentally ill. This is an
example of discrimination.

E Self-care means that a person with mental illness doesn’t need any
help from health services.

SAQ 9.2 (tests Learning Outcome 9.2)

For an average kebele of 5,000 people, can you calculate how many
adults might be suffering from mental disorders?

Use the percentages listed in Table 9.1. For example, in a kebele you
would expect half the population to be of adult age (2,500 people) and
2% of these adults (0.02 x 2,500 = 50) to have psychosis.

SAQ 9.3 (tests Learning Outcome 9.3)

A community leader comes to tell you that you shouldn’t waste your
time on people with mental illness. Write down 5 things you can tell him
to try to convince him that mental health is important in his community.

SAQ 9.4 (tests Learning Outcomes 9.1, 9.4 and 9.5)
Read Case Study 9.2 and then answer the questions that follow it.

Case Study 9.2 Mrs Tigist the postnatal woman

Mrs Tigist is a 28-year-old woman who developed the mental illness
called psychosis soon after giving birth to her second child. While she
was pregnant her husband lost his job and the family had to sell a cow
so that they had enough money. Now Mrs Tigist can’t understand what is
happening to her and is frightened that an evil spirit has possessed her
mind. She believes she might die. The family take her to holy water but
she doesn’t get better. They then spend a lot of money consulting the
witch doctor (fanquaye), but again she doesn’t get better. The family
cannot cope with Mrs Tigist’s disturbed behaviour and chain her up in
the home.
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(a) Using the biopsychosocial model, can you identify possible causes for
Mrs Tigist’s illness?

(b) What is an explanatory model?

(c) What explanatory model does Mrs Tigist have about her illness?

(d) How would you speak to Mrs Tigist about her illness?

(¢) What would you advise the family about the levels of healthcare
available for Mrs Tigist?

SAQ 9.5 (tests Learning Outcomes 9.1 and 9.3)

Describe how mental health is important to the Millennium Development
Goals.

SAQ 9.6 (tests Learning Outcomes 9.1 and 9.6)
(a) What is meant by the treatment gap for mental illness?
(b) How can the Health Extension Service help to reduce the treatment

gap?







Study Session 10 Assessing a Person with Mental lliness

Study Session 10 Assessing a Person with
Mental lliness

Introduction

Mental disorders vary in degree or severity from a mild illness that causes
limited suffering to severe conditions that cause marked distress to the person
with the illness and their families. The more extreme and distressing disorders
are simply termed severe mental illness (SMI). Individuals with SMI are
those with an illness that severely restricts their day-to-day activities, such as
working in the fields, attending expected community activities like funerals,
and carrying out their family responsibilities.

Like many healthworkers, you have probably come across individuals with
SMI (Figure 10.1) and may have felt you cannot properly assess or speak to
them. This feeling may partly be because you think it is difficult to make
sense of what a person with SMI says, or you may feel intimidated by
thinking that their behaviour can be unpredictable. These feelings and
thoughts are not unique to you. Many health professionals without experience
in mental health feel this way. This study session will help you to see mental
health problems — including SMIs — more realistically.

We begin with describing the most common mental illnesses in communities Figure 10.1 A healthworker

like yours, and give their classification in terms of severity. We will then encounters an imaginary person
describe how you can detect people with mental illness in your community. with a severe mental illness:
You will also learn about the common risks associated with mental disorders many people think a person
and how you can assess these risks, with the main focus on self-harm and with mental illness will look

like this, although this is the
least common presentation of
mental illness.

suicide. Further details on general assessment of mental illness will be
provided in Study Session 11.

Learning Outcomes for Study Session 10

When you have studied this session, you should be able to:

10.1 Define and use correctly all of the key words printed in bold.
(SAQs 10.1 and 10.2)

10.2 List the common symptoms that people with one of the main
categories of severe mental illness may have. (SAQ 10.1)

10.3 Describe the main ways in which the more serious mental illnesses
are classified, including the priority mental health disorders. (SAQ 10.1)

10.4 Describe the main risks associated with mental disorders, particularly
those relating to self-harm and suicide. (SAQ 10.2)

10.5 Describe how mental disorders and the risks associated with them
can be assessed by careful questioning. (SAQ 10.2)

0. How common are mental health problems?

People often think that a person with mental illness is someone who speaks

nonsense, is unpredictable and behaves in strange or bizarre ways. But people

with mental illness are not different to other ‘ordinary’ people. They are

ordinary people with a condition. Evidence also tells us that people with

mental illness are no more violent or dangerous than people that have malaria  Figure 10.2 A healthworker

or back pain (Figure 10.2). ;peaking to s;)rél_eong who may
ave a mental disorder.




Mental disorders are relatively common in every community. For every ten
people that you see on your house-to-house visits, at least one will have some
form of mental health problem. For every 50 adults that you see in your
house-to-house visits, one will have an SMI. You will also come across
individuals with an SMI who are chained (see Figure 10.3), neglected or not
well looked after. This means that every encounter you have is an opportunity
to screen for mental disorder. For the most part, assessing for the presence of
mental disorders is not too difficult and your skills will improve with
experience.

Figure 10.3 A person with an SMI who was kept chained in his village for two
years.

10.1.1 The severity of mental illnesses

Mental illnesses are often classified according to their severity, which is
estimated in terms of:

o the distress the symptoms of the illness cause
o the impact the symptoms have on the individual’s behaviour
o whether the symptoms affect the day to day functioning of the individual

o whether the symptoms also have broader effects on the family and society.

The majority of mental health disorders cause some level of distress to the
individual concerned, but they have limited broader effects on the person’s
day-to-day life, work, family or society. But about 5% of the population (1 in
20 individuals) have conditions that affect or interfere with their life seriously.
Of those with a mental illness, almost one-third (3 in 10) are severely affected
— in other words they have an SMI.

10.1.2 Priority mental health disorders

Severe mental illnesses, such as psychosis, depression, epilepsy and disorders
that are common in children and elderly people, are collectively referred to as
priority mental health disorders (Box 10.1) by the World Health
Organization (WHO). The eight conditions listed in Box 10.1 require special
focus from the health service, not only because they cause a lot of suffering to
individuals, but also because they are treatable or can be modified through
treatment. You will learn about them all, either in this study session or in a
later one.
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Box 10.1 Priority mental health disorders (WHO)

o Psychosis: this is the collective name for a group of serious disorders
characterised by changes in behaviour (for example poor self-care,
restlessness), strange thoughts or beliefs (for example believing that
others wish to do the individual harm) and related dispositions.
Psychosis is covered in Study Session 13.

e Mania: a form of severe mental illness in which a person is Mania is included under psychosis
excessively happy or irritable (experiences extreme mood swings), in the WHO list. The two are
appears over-active and sleeps poorly. People with mania have poor separated here for clarity.
reasoning skills (they have difficulty understanding what is good and
what is bad), and display excessive self-confidence. Mania is covered
in Study Session 13.

o Depression: this is the most common priority disorder and is
characterised by excessive sadness, loss of interest, lack of energy
and related symptoms. It is covered in Study Session 12.

e Suicide: this will be discussed in more detail in this session and
refers to the intentional ending of one’s own life.

o Abuse of alcohol and other substances: this is covered in Study
Session 14 and refers to excessive use of these substances to the
detriment of one’s health.

e Childhood mental disorders: these are covered in Study Session 17.

o Dementia: this condition is more common in older people and is
characterised by memory problems and broader problems with
thinking and understanding. Dementia will be discussed in Study
Session 15.

o Epilepsy: this is a chronic or longstanding condition caused by
abnormal electrical conductions in the brain. In its most obvious
form, it is characterised by episodic loss of consciousness and
repetitive jerky movements of the body. The various forms of
epilepsy are described in Study Session 15.

Methods of assessment for all the conditions listed in Box 10.1 are detailed in
their respective study sessions and some general assessment principles are
provided in Study Session 11.

10.2 When to suspect a mental health problem

All encounters with people in your community should be taken as an
opportunity to assess for the presence of a possible mental disorder. Usually a
brief conversation during your house-to-house visits should give you some
clue as to whether there might be a problem with mental illness.

In many cases, you will find that there are social factors that are causing the
person distress, such as conflict within the family, problems with neighbours,
loss (e.g. someone dying), unemployment or financial difficulties. Some
people will have experienced serious problems while growing up. Others will
be affected by a chronic medical condition or chronic pain that leaves them in
a state of constant stress. In a very few cases, you may also find that there is
a history of mental disorder in the family.




When circumstances like those described above are present, it is legitimate to
suspect a mental disorder. For example, when someone comes to you
complaining of persistent headaches, backache and/or abdominal discomfort,
and medical investigations have eliminated any physical cause of the
problems, you should consider the possibility that these might be symptoms of
a mental disorder. A mental disorder is particularly likely when these
complaints are combined with difficult social circumstances.

10.3 Common symptoms of severe mental illness

As the name indicates, a person with SMI has a severe illness that interferes
with their life in a substantial way. Only a small proportion of those with
mental disorder have an SMI. The symptoms and features of SMI are
described in Box 10.2.

Box 10.2 Common symptoms of a person with SMI

o Delusions: believing things that are untrue, for example that people
are in love with them, or that people are trying to poison them

o Hallucinations: hearing or seeing things that no one else can hear or
see

o Agitation and restlessness

o Withdrawal and lack of interest

e Increased speed of talking

o [rritable mood (getting angry easily)

e Grand ideas (out of keeping with reality)

o Talking in a way that does not seem to make sense

e Poor self-care (not related to poverty).

When you find two or more of the symptoms listed in Box 10.2, an SMI is
likely. However, you need to retain an open mind because it is also the case
that, when these symptoms occur acutely, i.e. they arose all of a sudden and
have been present for less than a week, these same symptoms could be due to
another serious medical condition such as malaria, meningitis or pneumonia.
Alternatively, when these symptoms are exhibited by a person who drinks a
lot of alcohol, they could also be due to changes in the brain caused by
drinking. Therefore, it is very important that your assessment is thorough and
that you do not confuse physical illness and mental illness in identifying the
underlying causes of severe symptoms. The failure to detect and treat malaria,
meningitis or pneumonia quickly could result in the patient dying within hours
or days.

10.3.1 What to look out for in a person with SMI

This is very similar to what you do when you meet someone you have not
seen for a long time. You are curious and you want to find out what has
changed in that person over the years. You notice the way they approach you,
whether they look interested in you, how they are dressed and how they
appear more generally (whether they have taken good care of themselves,
whether they have lost or put on weight, etc.), whether they seem kind or
careless and so on. Similarly, it is important to be natural and have some
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curiosity when you see someone whom you suspect to have a mental illness.
The main difference is that you try to be more systematic in your approach
when you see someone with a potential mental illness. The following
guidelines will help you to do this.

Appearance

How does the person appear? Are they calm and dressed appropriately? Are
they as clean and tidy as you would expect them to be? Do their actions seem
restless and agitated or, the opposite, tired and seemingly slowed down? Do
they look physically sick? Do they behave aggressively? Do they appear
suspicious of you or others? Do they look at you openly or do they look
down or away all of the time, avoiding eye contact? Do they seem to talk or
laugh to themselves for no obvious reason?

Speech

Does the person speak at all? Can you make sense of what they say, and how
easy is it to understand what they are saying? Do they speak too loudly or too
quietly, or does the volume of their voice seem normal?

Emotion

Does the person appear or act in a way that is unusually or inappropriately
over-cheerful (too happy), or do they seem very sad for no clear reason? Do
they behave in a fearful or aggressive manner?

Thinking

Listen carefully to the content of what people say, because this provides a
clue to how they are thinking. What does the person worry about? How much
do they worry? Are these worries common to most people, or do they seem
extreme or at odds with reality?

Perception

This refers to the person’s ability to connect with the outside world through
their sensory organs (eyes, ears, etc.). You should attend carefully to find out
whether the patient’s hearing, sight, smell, taste, touch and/or other sensations
have been affected. When a person perceives things that are not really
happening this is usually called a hallucination (look back at Box 10.2). Ask
the person and/or their family if he or she sees or experiences things that
might indicate they are having hallucinations.

Insight

This refers to whether the person is aware that they have a problem. For
example, the man who fears his wife is being unfaithful may believe this is
true, even when the evidence strongly contradicts him. In such circumstances
he is likely to be unaware that what he thinks about his wife is a symptom of
his mental illness: he lacks insight.

There are many more abnormalities a person with mental illness may have,
but most people with SMI tend to have one or more of those listed above.
You will learn more about what you should do when you suspect someone has
a mental illness in Study Session 11. Mental illnesses are not without risk. We
will now first discuss how you can manage the risks associated with mental
illness.




Figure 10.5 Postnatal
depression can cause a mother
to neglect her newborn baby.
Postnatal depression was
discussed in Study Session 5
of the Module on Postnatal
Care.

10.4 Assessing the general risks from mental
illness

Concerns about risk in relation to mental illness relates to the management of
potential harm. Here ‘harm’ has several distinct meanings, depending on the
form it takes and at whom it is directed. There are three broad categories of
risk: risk to self, risk to others and risk to property. Hence, risk management
means thinking about the harm posed to the mentally ill person as a direct or
indirect result of their mental illness (including self-inflicted injury and harm
caused to the ill person by others), and about the harm that those with mental
illnesses might pose to other people or property (Figure 10.4). These risks are
more common in people with SMI, although they can occur with any form of
mental illness.

Figure 10.4 The range of potential risks associated with mental illness.

It is important to realise that the fear of people with mental illness is far
worse than the evidence suggests it should be. People with mental illness
rarely pose a risk to others, although this is unfortunately not understood by
many of the general public, who continue to hold irrational fears about people
with mental illness. In fact, people with mental illnesses are far more likely to
be attacked and abused by others than they are to behave aggressively or
violently themselves. In Ethiopia, people with SMI tend to die from injury-
related causes much more often than others in the general population. This is
also reflected in the fact that the most common form of harm associated with
mental illness is self-harm through neglect.

10.4.1 The main risks in mental illness

However, this does not mean that risks to others, though rare, should be
dismissed from the mind altogether. For example, if a new mother experiences
a severe mental disorder, such as acute postnatal depression, you must keep in
mind the potential risk to the newborn baby. The mother may fail to look after
or feed the baby as she would otherwise do (Figure 10.5) and, without the
support of others (including yourself), the baby could be at risk of neglect. In
the most extreme (and rarest) of cases, the mother may also harm or even kill
her baby. When a mother has such severe symptoms of mental illness, you
should try to locate other family members or close friends who can offer the
mother support by taking on some caring responsibilities for the baby.
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The main risks arising from mental illness are summarised in Table 10.1,
together with a brief indication of how you would assess them. You will learn
about risk assessment in more detail in Study Session 11.

Table 10.1 Major risks related to mental disorders and their risk assessment.

Risk Risk assessment

Risk of suicide Any mental disorder increases risk of suicide. Ask
gently but directly about it (see Study Session 18).

Risk of self-neglect In this case, the person may not eat and drink
enough or dress appropriately, wander the streets
disregarding the weather, sleep rough and so on (see
Figure 10.6). Such self-neglect is more common with
severe mental disorders. You can ask the family or
the patient directly if they are eating enough and/or
looking after themselves.

Risk of violence Very uncommon. Ask what triggers the violence and
explore past history. If there is a past history of
violence, or if violence occurs for no obvious reason,
this increases the risk of further violent behaviour in
the future. Also check if incidents of violence have
been related to the misuse of substances such as
alcohol or khat. Addressing this misuse may
substantially reduce the risk posed.

Risk to children and If children or other dependents (for example elderly
other dependents or sick people) are living in a house alongside
someone with serious mental illness, ask how they
find living with this person. Specifically, ask if there
are frequent conflicts, any assaults or times when
they feel particularly threatened; try to involve the
neighbours in answering these questions. If you find
there is a risk to children or other dependents, ask
what is being done to address it. Make sure the
person is receiving the appropriate treatment.

Risk of abuse Commonly, persons with SMI are likely to be the
victims of abuse or violence. Many are stigmatised,
insulted and even physically abused because of their
condition. This risk is primarily tackled by educating
the community about mental health issues.

Figure 10.6 Self-neglect is a major risk related to mental illness.
(Photo: Basiro Davey)
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The terms ‘self-harm’ and ‘suicide
attempt’ are used here
interchangeably.

10.5 Assessing the risk of suicide and self-harm

Assessing the risk of suicide is perhaps the most important part of risk
assessment. Suicide is an act that cannot be reversed. You cannot do anything
for the person once they are dead. The main strategies for suicide, therefore,
emphasise effective prevention by identifying and treating people early when
they are at risk of committing suicide.

The need to assess the risk arises in two situations:

¢ when someone has indications of significant mental illness, such as
depression or alcohol abuse

o after someone has tried to end their life in the past.

In both these situations, there are some common risk indicators, for example
being jobless, of lower educational status and being in either a younger or an
older age group. These are discussed in more detail in Study Session 18. The
risk of suicide has to be considered to some extent in all cases of mental
illness, particularly those priority conditions listed in Box 10.1. The main risk
indicators for someone with mental illness are shown in Box. 10.3.

Box 10.3 Suicide risk indicators in people with mental
iliness

o Suicidal thoughts: if a person tells you they are thinking about
suicide, you should take this very seriously; about 66% of those who
commit suicide have previously told someone about their intention.

o Severity of mental illness: the more severe the illness, the higher the
risk of suicide. Someone young with a severe mental illness like
psychosis, may be at increased risk if they have developed awareness
about how ill they are; this is particularly the case if they also
develop depressive symptoms (Study Session 12).

o Substance misuse: the risk increases when the person also misuses
substances like alcohol and khat.

o Social isolation and lack of support: for example, when someone
does not have family to care for them, is single, and/or jobless.
Marriage reinforced by children is thought to be a protective factor in
relation to the risk of suicide.

o History of suicide attempts or self-harm: the risk is increased if there
have been previous attempts.

When someone has already attempted suicide, their risk of suicide is about
100 times higher than that in the general population. This risk is particularly
high in the first year after the original attempt. It is therefore crucial that you
closely monitor the risk of suicide after an attempt has been made. Be open
with the patient, asking about the risk as a matter of fact.

Most people who self-harm do not intend to kill themselves or end their life.
In low-income countries like Ethiopia, many die even when they don’t intend
to do so. This is because the methods they use to self-harm are dangerous. For
example, certain poisons, such as pesticides used by farmers, are fatal if
swallowed unless the person gets immediate medical help — which is not
available in most rural communities.
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In Ethiopia, up to 20% of individuals self-harming may end up dying. This
figure is about 1% in high-income countries. It is therefore important to
identify people who self-harm. Box 10.4 lists some factors that indicate a risk
for serious self-harm. Establishing the intent of the person when they self-
harmed (whether they were intending to die, or self-harming to indicate their
mental distress), gives you a good clue about future risk. If there are
indicators of a serious intent to end their life, the risk of successful suicide in
the future is high.

Box 10.4 Risk indicators for life-threatening self-harm

e Preparation for self-harm: someone who has taken time to plan,
considered the consequences of their actions, said goodbye to people
or taken precautions to avoid being discovered by others represents a
much higher risk than a person who self-harms without much
thinking about it (i.e. self-harm as an ‘impulsive’ act).

o Seriousness of the method used to self-harm: violent methods such as
hanging, stabbing or throwing oneself into deep water are considered
serious and indicate higher risk.

o Current mental illness: at least 60% of people who self-harm have
some form of mental illness.

o Factors that reduce self-control: the use of alcohol or other drugs, or
having an impulsive personality, reduce self-control and increase the
risk of serious self-harm.

e Presence of ongoing ‘real life’ difficulties: marital problems, financial
problems, difficulties at work, or other problems in daily life increase
the risk of self-harm.

Note that the factors described in Box 10.3 are also important.

10.5.1 Questions to ask someone who has self-harmed

You need to be both sensitive and direct when you ask about suicide. Suicide
is a difficult or ‘taboo’ issue which many people find difficult to talk about,
particularly in public. You should talk to the person alone and question them
gently. If you are talking to the person after they have just attempted suicide,
they are likely to be feeling a range of powerful emotions, including shame
and despair. Other people may make these feelings worse by criticising them
for being cruel and/or selfish. It is important that you counteract this. Tell the
person that things must have been tough for them to try to end their life. After
listening carefully to their response, you can proceed to ask them direct
questions about the suicide attempt. Asking about suicide does not increase
the risk of suicide. In fact, some people feel relieved they are being asked.
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Study Session 18 (Section 18.4)
includes practical advice on how
to reduce the risk of suicide.

Activity 10.1 Posing questions based on the self-harm risk
indicators

Read the risk indicators for self-harm in Box 10.4 once again. Then write
down some appropriate questions to ask a person who has self-harmed, based
on each of the five indicators highlighted in the bullet points. Then compare
your questions with our suggestions below.

Answer
You may have suggested equally good (or better) questions than those below:

Preparation: What triggered this action? How long did it take you to attempt
it from the time you actually thought about it? Did you worry that people
might find out? Did you say goodbye to your loved ones?

Method: At this stage you would know what method they used but you would
not necessarily know the details. Ask about these details. If you did not know
the method, you should also ask: what did you use to injure yourself? You
can then ask if they required treatment for the injury, and if so, what it was.
You may also ask if the person has ever done something similar in the past.
This assesses the history of self-harm (see Box 10.3).

Current mental illness: Has anyone ever discussed the possibility that you
might have a mental health problem?

Factors causing loss of control: Were you drinking alcohol or chewing khat
before you tried to injure yourself?

Ongoing difficulties: Are there stresses or difficulties in your life, for example,
problems at home or not having enough money?

Additionally, ask them about their intention when they self-harmed. You can,
for example, ask: What did you hope would happen when you cut yourself
with a knife? Now that you have survived, what do you think about what you
did? Are you relieved that you did not die? If the person tells you that they
are disappointed that they survived, this indicates a continuing high risk.

10.5.2 Asking about possible suicide when someone has a
mental illness

As stated earlier, suicide and self-harm are significant risks in people with
SMIs. In order to investigate the risk in an individual patient, you should
gently ask about their view of the future, their sense of self-worth and, when
your relationship of trust is well established, whether they experience
upsetting or persistent thoughts about death, including possible suicide.
Examples of questions you can use to help investigate these difficult issues are
provided in Box 10.5.
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Box 10.5 Questions to help assess the risk of suicide in
someone with a mental illness

e How do you see the future?
e Do you think things will get better for you?
e Are there times when you feel you have had enough of life itself?

o Are there times when you wish you were dead, or when you feel it
would be better if you had died?

o [ know this may be a difficult question, but have you even considered
ending your own life?

o If you have thought of suicide, have you thought how you might do
it?

If the person answers yes to any of the last three questions, you must
refer them to a higher health facility for further assessment.

In this study session you have learned some important principles of mental
health assessments, especially about the risks associated with mental illness.
In the next study session we continue the theme of mental health assessment

more generally.

Summary of Study Session 10

In Study Session 10, you have learned that:

1

People with severe mental illness (SMI) pose more of a threat to
themselves, through neglect and self-harm, than they are a risk to others;
and they may be at significant risk of abuse by others.

The WHO priority mental disorders identified as treatable or capable of
being modified by treatment are psychosis and mania, depression, suicide,
substance abuse, childhood mental disorders, dementia and epilepsy.

The main purpose of your discussions with a person with a possible or
actual mental illness is to understand their problems and to assess the risk
they may pose to themselves or to others.

When talking to a person with a possible SMI, pay attention to their
appearance, speech, emotions, thinking, perception and insight, and their
intentions if they have self-harmed.

Careful and sensitive questioning can help to screen a person for the
possible signs of mental illness and assess the risks of self-harm or suicide.

The risk indicators for repeated self-harm include making preparations for
suicide, previous attempts, using a violent method, substance abuse, and
presence of ongoing difficulties in their life.
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Self-Assessment Questions (SAQs) for Study
Session 10

Now that you have completed this study session, you can assess how well you
have achieved its Learning Outcomes by answering these questions. Write
your answers in your Study Diary and discuss them with your Tutor at the
next Study Support Meeting. You can check your answers with the Notes on
the Self-Assessment Questions at the end of the Module.

First read Case Study 10.1 and then answer the questions that follow it.

Case Study 10.1 Mrs Chaltu’s story

Mrs Chaltu is a 30-year-old woman living on the outskirts of Adama
city. She went to Adama when she was 20 after a hasty marriage to a
man she had known only briefly. The family were not happy with the
marriage, believing that a longer engagement would have been more
appropriate. Lacking support from the family, the marriage has proven
difficult and her husband has struggled to sustain paid employment. Mrs
Chaltu has become more worried about her life and future in general.
They do not have any children and this is a source of sadness to Mrs
Chaltu.

Recently, her elder sister — whom she loves very much — told her she
was going to visit. They had not seen each other for two years because
they live far away from each other, the bus journey takes several hours.
Mrs Chaltu was very excited about seeing her sister, but when she was
preparing the house before going to the bus station, she received a phone
call from her sister saying she could not come because of some personal
difficulties. Chaltu was so upset by this that she picked up the barakina
(chlorinated bleaching liquid) she was using to clean the house and
began drinking it. Chaltu was found by her husband before she had
drunk very much of the liquid, and she received prompt medical
treatment which saved her life.

Figure 10.7 Chaltu is drinking barakina to self-harm following a difficult time
in her life and a sudden significant disappointment.
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SAQ 10.1 (tests Learning Outcomes 10.1, 10.2 and 10.3)

Describe the main symptoms that Mrs Chaltu presents with and identify
to which priority mental health disorder(s) they are likely to relate.

SAQ 10.2 (tests Learning Outcomes 10.4 and 10.5)

What more do you need to know about Mrs Chaltu before you can
assess the level of suicide risk more accurately? Describe some of the
questions you would ask Mrs Chaltu to try to assess the level of future
risk of self-harm or suicide.
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Study Session || General Management
Principles in Mental Health Care

Introduction

As described in Study Session 9, mental illnesses are common in the
community. However, most communities in Ethiopia receive little benefit from
either general health services or the scarcely available mental health services.
This may be because of lack of knowledge, skill and attitude, both among
healthworkers and in society at large. Therefore, your training will help you in
identifying and giving care to people with mental health problems. In this
study session you will learn about ways to talk to clients, how to identify their
problems and needs, recognise and handle emergency psychiatric conditions
and help clients to cooperate in accepting medicines and other treatment
methods. We will also discuss how to follow up on cases.

Learning Outcomes for Study Session 11

When you have studied this session, you should be able to:

11.1 Define and use correctly all of the key words printed in bold.
(SAQs 11.1 and 11.2)

11.2 Outline the key principles of how to approach people with mental
illness. (SAQ 11.1)

11.3 Describe how people with a mental illness can be identified.
(SAQs 11.2 and 11.3)

11.4 Describe the emergency management of urgent mental health
problems. (SAQs 11.2 and 11.3)

11.5 Describe the referral process for people with mental health problems
and how these clients should be followed up in the longer term.
(SAQs 11.3 and 11.4)

| 1.1 General approaches to people with mental
health problems

To be able to help people with a mental illness it is important to think

carefully about how you approach people with mental health problems. In

your practice, when you see a person with a mental illness, you may show

emotional reactions, which directly or indirectly determine your approach to

the client. A common response is to try to keep away or avoid them. Many

people may think: ‘Why should I bother, he is mad’. However, with this

approach it is difficult for clients to develop trust in you and they may

therefore be unlikely to accept your help. Many clients recognise and

understand your reactions and respond accordingly. If you trust them and treat

them with love and affection, they will also do the same towards you. If you

are helpful, they will cooperate. People with mental health problems like to be

treated as responsible and respectable individuals. You should treat them as Figure 11.1 A healthworker
individuals who are in real need of your understanding and help. A good interviewing a client at home.
starting point is to ask them about their problems and listen to them patiently

(see Figure 11.1).
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Your ears are two of your most
important tools.

After the client has given their version of their problems, obtain information
from their family members regarding how they see the problems. If you find
differences between the two accounts, do not get alarmed or angry. Draw their
attention to the discrepancies and kindly request them to clarify the issues for
you, so you understand their points of view. When you are interviewing the
client or the family members, ask the essential questions without going into
unnecessary details. It is important to develop your skills in recognising,
identifying and giving care to people with mental illness. Below we outline a
few key principles in how to approach people with mental health problems
and their relatives.

I1.1.1 Listening with interest

For a good understanding of your clients’ problems it is necessary to listen to
them with interest and patience. People like to relate their own personal
feelings and ideas. It is important to provide adequate privacy and give the
clients ample time to tell their story. Active listening involves careful
attention not just to what is being said but also to how it is said and to the
feelings expressed by your client. Based on what you hear and observe you
can then adjust your response to the client. To show your client that you are
an active listener it can also be helpful to refer to earlier conversations and
discussions. Active listening requires respect for the client’s view even if you
do not agree with them.

|1.1.2 Acceptance people’s beliefs

Every community has a rich experience and varying views and beliefs on all
aspects of life, including mental health problems. These views and beliefs are
often embedded in the community’s history and shaped by observations and
events that happened in the past.

m In your past life or work experience you may have come across people
with serious medical conditions, such as epilepsy. Recall one such
situation and describe what people in the local community thought was
the cause of this illness. You may also want to refer back to Section 9.2.2
in Study Session 9, on explanatory models and cultural context, before
answering this question.

o  We don’t know what exact situation and medical condition you recalled,
and the people in your local community may have responded in different
ways. One common belief in rural Ethiopia is that epilepsy is caused by
being possessed by the devil. The person with epilepsy or their family
may therefore think that medical treatment is unnecessary.

A simple technique to understand what people think about mental health is to
ask them a specific question and allow them to narrate their views in their
own words without too many interruptions. It is important to accept that
people may have different ideas about mental health. This respect for the
existing values and beliefs allows you to subsequently plan and execute your
care. For example, in the situation described above, about the person with
epilepsy who thinks they are possessed by the devil, you would make sure to
give your client some essential education about epilepsy and encourage them
to take appropriate drug treatment. The topic of epilepsy is discussed in more
detail in Study Session 15.
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I1.1.3 Interest in individuals

Any activity carried out with interest is likely to give better results. You will
regularly visit families in your catchment area as part of various healthcare
activities. When you do, it would be helpful to know their names, their family
situation, and their individual circumstances, and to speak to them about their
backgrounds. This helps in building a relationship with your clients and will
make them feel more comfortable, so that they are more likely to share their
problems with you. Knowing about the history of your client also helps in
devising an appropriate treatment plan.

I 1.1.4 Encouraging emotional expression

Your job may expose you to individuals who have experienced traumatic
events, such as illnesses, accidents or the death of someone they love. As a
consequence your client can appear to be emotionally very upset. You should
encourage the expression of emotions by asking your client about their
feelings, their fears and the effect the event has had on their life. Such
emotional expression is part of the treatment and may relieve their stress.
Sometimes your client’s emotion may be expressed in the form of irritation,
anger or crying. When this happens it is important to remain patient and try
not to criticise or judge your client.

[1.1.5 Recognition of the needs of people with mental
health problems

As a consequence of their mental illness, people with mental health problems
often have difficulty with functioning in normal daily life. They are likely to
want more attention, love and affection. They may also complain a lot and
express dissatisfaction with their family and other significant individuals. This
does not mean that the individual is finding fault with others and should not
be responded to in any judgemental manner. In such situations you can react
by saying it is understandable to feel this way when having such an illness.

I 1.1.6 Reassurance

Mental health problems can be very unexpected and stressful. These problems
may make your client and their relatives feel very uncertain about the
situation; it is natural for everyone to expect support during this period.
Reassurance from someone like you who knows what is happening and whom
they can trust can be valuable to help them to get over a crisis situation. You
should always provide reassurance where you can, for instance by informing
your client and their family about the lack of harmful effects of medicines.
However, it is best to avoid unrealistic reassurance in situations beyond your
capacity.

I'1.1.7 Non-judgemental attitude

You may be approached by many people from your local community, because
most people feel comfortable with healthworkers. In your role it is important
to avoid quick judgements and telling people that they are right or wrong. At
no point should you refer to the public as unintelligent, illiterate, dumb, or
useless. Instead, your efforts as a healthworker are essential in bringing about
changes in people’s attitudes and knowledge about mental health. You are
there to assist everyone to achieve a higher level of health by providing care
and health education.
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| 1.1.8 Maintain confidentiality

As a healthworker, you are likely to get private and sensitive information from
a client during the assessment and management process. It is very important to
maintain confidentiality, that is, to keep the information private and not to
share it with anyone outside the medical team involved in taking care of the
person. Your duty is to assure clients that their information will be kept
confidential and to ensure that it remains so. This will help in building trust
between you and your client.

| 1.2 Management of people with mental illness

Many people with mental health problems do not get any meaningful
treatment. Along with your regular healthcare responsibilities, there are several
steps you can undertake to help (see also Figure 11.2):

o Identify all the persons with mental illness and epilepsy in the population
covered by you.

e Provide necessary care including emergency care.
o Refer the identified persons to the next level health centre or hospital.

e Conduct regular follow-ups with the patient and their family members to
check how they are doing, and to enquire about possible adverse effects of
medication and adherence to treatment.

Each of these aspects of mental health management will be discussed in more
detail in the remainder of this study session.

Figure 11.2 Schematic representation of the process of mental health
management.

|1.2.1 Identification of people with mental illness in the
community

In order to identify people with mental health problems, you should perform
routine enquiries during your practice in the community. You can identify
people with mental health problems during your daily work. For instance,
when you go to a village for your routine work, talk to important people like
the village shimagle, neighbours, kebele or village leaders, teachers, youth
leaders, women’s association leaders and shopkeepers. Ask them to tell you
about individuals they hear saying they are possessed or bewitched, or who
appear to be suffering from a mental health problem. Inform them that these
conditions can be helped and that such help is available at the nearest higher-
level health facility. Request them to refer such people to you or to the nearest
health centre or hospital. Every time you meet them, remind them to do this.
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Likewise, when you visit people’s homes, ask tactful questions (without
offending any family members) to obtain information about anyone in that
family or neighbourhood who may be suffering from mental health problems.
When you go to a school to carry out school health activities, ask teachers
and students about any children who have fits, or have behavioural or learning
problems. Lastly, it is important to be sensitive to possible mental health
problems in those who contact you for other health-related problems.

Using this approach, you can identify people who may need help during your
routine duties. Make sure that you identify who they are and get their details,
so that you can refer them to a doctor who specialises in diagnosing and
treating mental health problems (see Section 11.2.3).

m  Suppose that on one of your village visits the village leader informs you
that Mr Abdissa appeared to be drunk frequently in the last few weeks.
You decide to pay Mr Abdissa a visit to see how he is doing. Based on
what you have so far learned in Study Sessions 10 and 11, what kinds of
questions would you ask Mr Abdissa?

O As you may recall from what you have learned so far, it is important to
show an interest in the people in your village and to be an active listener.
Before asking Mr Abdissa sensitive questions about his problems, you
would start making friendly conversation, for instance about village
events, or how Mr Abdissa’s crops are growing. After having created a
friendly atmosphere you would try to get to know more about Mr
Abdissa’s possible alcohol problems by asking questions such as: ‘Have
you been worried about drinking too much alcohol recently?’ and ‘How
much money and time have you been spending on alcohol recently?’

In your work you may encounter individuals who need emergency care. In the
next section we will discuss how you can manage these situations.

11.2.2 Care of people with emergency mental health
conditions

You may be in situations where people will be in need of urgent help but the
doctor is too far away or not available. Under these circumstances, you must
offer immediate help. In this section we will describe four different situations
in which urgent help is needed, and what you should do in these
circumstances.

Agitated and violent person

People with agitated and violent behaviour are individuals who are restless,
unable to sit still, angry looking and who threaten to attack. Because of the
threat of violence this is an emergency situation and you will need to use
special techniques to approach them. Box 11.1 (on the next page) explains
how you could manage a situation like this.
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Box 11.1 How to deal with a violent or agitated person

e Get help from someone in whom the person has confidence.

o Advise others not to talk or behave in a way that might irritate or
provoke the person.

e Tell individuals whom the person does not like to keep away.

o Keep some distance from the person while you try to find out what
the reasons are for their anger and what is troubling them.

e Try to gain the person’s confidence by asking them: ‘What are your
problems? Why are you so angry? What is troubling you? I am here
to help you.’

e Do not argue with the person or provoke them.

¢ When the person calms down, see that he or she takes some fluids
and food.

e Try to convince them that they need medication and that it is better if
they see the doctor.

o If the person is not in a position to listen to you, organise people to
throw a blanket, gabi or netela on the person and hold them with the
help of others. Take them to the hospital immediately.

o Do not use thread, rope or chain to restrain the person. If necessary,
use only a towel or long cloth to tie their hands.

Withdrawn person

A withdrawn person is someone who avoids any form of social contact. This
may be caused by the presence of suicidal thoughts or plans. Whenever
someone threatens to kill themselves, take their words seriously (see

Section 10.5 in the previous Study Session). Make sure that there is always
someone else present with the person until they are taken to a doctor.

Box 11.2 helps you to know what to do when you see a withdrawn person.

Box 11.2 What to do when you see a withdrawn person

o Take time to talk to the person as they may have a delayed response.
e Persuade them to eat something.
e Ask family members for possible reasons for withdrawal.

e Find out whether they feel like ending their life, and if so, try to find
out what the reasons are for the suicidal thoughts.

o Listen with sympathy, encourage the person to talk about their
problems in detail, and reassure them that you will assist them to
solve the problems.

o Take the person to the doctor yourself or refer them immediately,
along with a supportive relative or friend.




Study Session || General Management Principles in Mental Health Care

Paranoid person

You may come across people who have disturbed thoughts. They may be
suspicious of other people’s motives, and may think all other people are
against them. They may have delusions (as part of psychosis) or the
suspiciousness may be due to alcohol abuse or depression. It may not be easy
to approach a person in a paranoid state, because they might think you are
one of the people who are against them. You must be careful how you go
about it; the methods outlined in Box 11.3 may serve as your guidelines.

Box 11.3 What to do when you meet a paranoid person

e Be fair and honest. Do not tell lies or hide information.

e Do not question the person’s beliefs or suspicions. Do not tell them
that their beliefs are wrong, baseless or false.

o Allow the person to talk about their suspicions. Collect more
information. Do not pass judgement on them.

e Draw their attention towards their possible other problems, like
sleeplessness, decreased appetite, etc. Try to convince the person to
see the doctor and to take necessary medication.

Confused person

Persons with extreme confusion may not recognise the time of the day, where
they are or where they live, or may not recognise people they have known
before. Confusion may be caused by head injury, infectious disease, alcohol
withdrawal, or diabetes mellitus, but could also be due to other causes. It is
important that you recognise people who are in a confused state, as they need
a quick evaluation and urgent referral to a health centre or hospital (see

Box 11.4).

Box 11.4 What to do when you see person in a confused
state

o Find out whether the person had jerky movements of the limbs. The
confused state could be the consequence of an epileptic fit.

o Find out whether the person is a known case of diabetes or high
blood pressure.

o Enquire whether the person has had a recent head injury or has
consumed alcohol.

o Tactfully find out whether the person has consumed drugs (perhaps
with the intention to commit suicide).

o Examine the person to see if they have high fever.

o All people with significant levels of confusion should be referred to a
health centre as soon as possible.

o Because of the risk for an epileptic fit, avoid giving drink or food.

e Avoid the presence of strangers and unwanted disturbances around
the person as it may aggravate the confusion.
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Figure 11.3 A man with mental
illness taking his medication.

|1.2.3 Referral

Following identification of the mental health problem and giving first aid if
the person is injured or has hurt someone else (recall Study Session 7), you
will need to refer the person to a health centre. In the case of an emergency
situation the person should be referred to a health centre as quickly as
possible. Find out who the leader of the family is and give this person the
responsibility to get the patient to the health centre. You should accompany
the patient whenever possible. Urgent cases need to be referred based on the
referral criteria outlined in Box 11.5.

Box 11.5 General criteria for an emergency mental
health referral

o Severe illness, violent and unmanageable at home
o History of recent head injury
o Person has fever, severe headache, vomiting or fits

e Person has attempted suicide and is still threatening to commit
suicide

e Person has frequent epileptic fits (more than 3 times a day or
continuously).

¢ A mother shows disturbed behaviour following childbirth (see Study
Session 13 in this Module and Study Session 3 in the Module on
Postnatal Care).

When the situation is not urgent you can refer the person using the regular
referral route. In this case you should send a referral note to the doctor giving
all the relevant details you have noted. During your next visit to that family,
find out whether they consulted the doctor. If they have not done so, find out
the reasons why and encourage them to still do so.

1.2.4 Follow-up

Following your referral, the doctor at the higher health facility will examine
the person with mental health problems, diagnose the nature of the illness and
prescribe the appropriate treatment if necessary. After the treatment is initiated
(Figure 11.3) it is essential to have follow-up visits to your clients and their
family members to discuss how they are doing. Follow-up is important to
achieve adherence to treatment and improve the overall outcome. If for any
reason the patient discontinues the prescribed treatment, all your efforts and
the efforts of the doctor and the family members will have been fruitless.

Box 11.6 outlines some of the questions you should go through during the
follow-up visits to a client who has been on prescribed medication.
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Box 11.6 Questions to ask during follow-up

o Is the client taking their medicines regularly as prescribed?

e How much improvement has the client made?

o Has the client developed any side effects following the drug use?
o Has the client started working again?

e Has the client seen the doctor for follow-up and review?

Based on the information you collect during the follow-up visits, you may
identify some continuing issues that need to be addressed. In the remainder of
this section we will discuss how you can deal with some of the problems that
are likely to arise during follow-up of clients who are taking medication.

Adverse effects of medication

Some of the people who take medication to treat their mental illnesses may
experience unwanted effects (also known as adverse effects). Different types
of medical drugs are used to treat different mental health problems, and some
drugs may produce side effects that are unpleasant to the client. Some of these
effects are mild, in which case you can reassure the patient; for example,
when a client complains about dryness of the mouth, light-headedness or
constipation, reassure them that it is temporary. Dryness of the mouth can be
helped by taking more water. However, severe unwanted effects, such as
unclear speech, walking unsteadily like a drunken person, stiffness of the
limbs, or twitching of the tongue, mouth, neck, hands or legs can also occur
in some people. A patient may also experience drooling of saliva or
drowsiness. If any of these side effects occur you should refer the patient to
the doctor immediately. Any necessary changes in the drug dosage will be
carried out by the doctor.

When a person is very agitated they are often put on a high dose of
medication. As they get better over time a lower dose is needed to adjust to
the new situation. Because of the risk of relapse (return of the previous
symptoms of mental illness), the drugs should not be stopped suddenly.
Similarly, people who are very sad and depressed and receive drugs to treat
their problems should not suddenly stop their treatment when they start to feel
better. Instead the drugs should be reduced gradually and then stopped, always
in consultation with the doctor, to avoid relapse.

Making sure your client takes their medication

For a very ill or unmanageable person, one member of the household should
be made responsible to make sure that the patient takes their medication. A
neighbour or any other individual in the village who is close to the patient
could also be given this responsibility. If the family is taking less interest in
treating the person with mental illness, or if the family mainly has faith in
traditional cultural methods of treatments talk to them repeatedly to convince
them to (also) accept modern treatments for the patient. Geographical distance,
financial difficulties and absence of a family member to accompany the patient
to the health centre can also be reasons for not starting or continuing
medication. You can solve these problems by mobilising other help, such as
another person from the same village. In some cases, you could collect the
drugs from the doctor yourself and deliver them to your client directly.
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A person with mental health problems who shows improvement over time is
the best example for others. Use these examples to demonstrate the value of
modern treatment to other people with mental health problems and to the
people in your community in general.

Summary of Study Session |1
In Study Session 11, you have learned that:

1 In the process of helping people with mental illness, it is important to
recognise your own reaction towards your client and try to control it. Your
clients are sensitive to your approach and respond accordingly.

2 Calling the client by their name, listening to them with interest,
understanding and respecting their views about illness are some important
principles of a good approach to people with mental health problems.

3 There are several methods, such as talking to relevant individuals in your
community, to identify people with mental health problems.

4 There are situations that require emergency care. You should respond to
these situations in different ways depending on the type of problems
observed. Emergency situations require an urgent referral; non-emergency
cases can be referred using the regular referral system.

5 After a person with mental health problems is identified and referred to the
health centre, they should be followed up to ensure their future wellbeing.

Self-Assessment Questions (SAQs) for Study
Session | |

Now that you have completed this study session, you can assess how well you
have achieved its Learning Outcomes by answering these questions. Write
your answers in your Study Diary and discuss them with your Tutor at the
next Study Support Meeting. You can check your answers with the Notes on
the Self-Assessment Questions at the end of this Module.

SAQ 11.1 (tests Learning Outcomes 11.1 and 11.2)

Which of the following statements are false? In each case explain why it
is incorrect.

A Clients who receive medication for their aggressive behaviour should
be informed about the possible unwanted side effects of the treatment.
B People with traditional beliefs like the idea that mental illness is
caused by a curse should be directly challenged and told they are wrong
and silly.

C If a patient behaves aggressively you should apply physical
punishment.

D Encouraging emotional expression and keeping a client’s sensitive
information confidential are two principles of a good approach.
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SAQ 11.2 (tests Learning Outcomes 11.1, 11.3 and 11.4)

Neighbours of Mr Teklu reported to you that they have heard him talking
loudly when there was no one there. He thinks everyone in the
neighbourhood is against him. Identify what type of problem Mr Teklu
has and what you can do in this situation.

SAQ 11.3 (tests Learning Outcomes 11.3, 11.4 and 11.5)

(a) While doing your routine health care activity, you meet Mrs Mulu, a
27-year-old married mother of one, who acts in a confused way. You are
informed that she has fallen on her head following a fit. Explain what
Mrs Mulu’s problems are and how you should proceed.

(b) A few months later you meet Mrs Mulu again. After a period of
treatment, Mrs Mulu failed to take her medication and developed
frequent fits that took a long time before she regained consciousness.
How should you handle this new situation and prevent it from happening
again in the future?

SAQ 11.4 (tests Learning Outcome 11.5)

Suppose a man with psychosis has received treatment at Amanuel
Hospital with a drug called chlorpromazine. After treatment he improved
and was sent to you for follow-up. List which aspects are important to
discuss during follow-up.
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Study Session 12 When Somebody has
Low Mood or Depression

Introduction

Depression, a mental illness characterised by low mood (sad mood), is one of
the most serious and common mental disorders. In your practice you will see
many people with depression: as many as 1 in every 10 adults and possibly 1
in every 30 children that you see on your house-to-house visits may have
depression.

It is normally easy to identify people with depression in your community.
However, it is important to realise that low mood is also part of a normal
human experience, and fortunately in most people low mood does not develop
into a serious depression. In this session you will learn about the common
presentations of depression, the common causes of depression and what you
should do if you suspect depression in a person in your community.

Learning Outcomes for Study Session 12

When you have studied this session, you should be able to:

12.1 Define and use correctly all of the key words printed in bold.
(SAQ 12.1)

12.2 Describe what depression is and how it commonly presents.
(SAQs 12.1 and 12.2)

12.3 Describe the common causes of developing low mood. (SAQ 12.3)
12.4 Explain how you talk with someone who has depression. (SAQ 12.4)

12.5 State what to do if you suspect someone has depression.
(SAQs 12.4 and 12.5)

2.1 What depression is and why it is important

Usually people’s feeling state (mood) varies depending on the events that
happen around them. Sad events such as sickness or the death of a loved one
produce a sad mood. Happy events, such as attending a wedding, induce a
happy mood. These changes in emotional state or mood enrich the experience
and enjoyment of life and are normally under the control of the individual
experiencing them. However, sometimes individuals lose control of these
changes in their emotions (see Figure 12.1).

Figure 12.1 A depressed woman and man.
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There are three ways in which such loss of control happens:

1 Their mood fails to change according to the circumstances, i.e., happy
situations fail to induce happiness and sad situations fail to induce sadness.

2 Their mood changes excessively or for longer than it should, i.e., a sad
event induces a much deeper level of sadness or protracted sadness, and a
happy event induces excessive happiness.

3 Individuals develop intense sadness or happiness for no clear reason or
unrelated to outside circumstances. When such loss of control over the
emotions happens for a long time, it is likely to be an expression of
depression (low mood) or mania. Mania is discussed in more detail in
Study Session 13.

Depression is a serious illness. When a person is depressed, the person has
feelings of sadness that are excessive for the situation that has brought them
on or the sadness lasts for an unusually long time. These feelings are so
severe that they interfere with daily life.

Depression is important because it affects many people and causes a high
level of distress. It impairs a person’s ability to deal with day-to-day problems
or to carry out their responsibilities. People with depression have increased
risk of death from suicide and from other physical conditions. Depression is
also important because it is often under-recognised but can be treated.

About 15% of people in the world will have an episode of severe depression
at some point in their lives. Women are more likely to develop depression
although this has not been confirmed in Ethiopia.

Figure 12.2 Depression is a real illness and not a sign of weakness: known world
leaders had it. The people depicted here (Abraham Lincoln, Mahatma Gandhi and
Winston Churchill) all had depression at some point in their life.

Depression can affect people of all standing (Figure 12.2) and of any age,
including children. A depressed person often loses interest in things that they
used to enjoy or like. Depression can cause a wide variety of physical,
psychological (mental) and social symptoms (summarised in Table 12.1).
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Table 12.1 The main symptoms of depression.

Psychological symptoms

Biological/physical symptoms

Social symptoms

Continuous low mood or sadness
Feelings of hopelessness and
helplessness

Low self-esteem

Tearfulness

Feelings of guilt

Feeling irritable and intolerant of
others

Lack of motivation and little interest
in things

Difficulty making decisions

Slowed movement or speech

Change in appetite or weight (usually
decreased, but sometimes increased)
Constipation

Unexplained aches and pains

Lack of energy or lack of interest in
sex

Changes to the menstrual cycle
Disturbed sleep patterns (for example,
problems going to sleep or waking in
the early hours of the morning)

Not performing well at work

Taking part in fewer social activities
and avoiding contact with friends
Reduced hobbies and interests
Difficulties in home and family life

Lack of enjoyment

Suicidal thoughts or thoughts of
harming someone else

Feeling anxious or worried
Reduced sex drive

2.2 How to assess a person with depression

For a variety of reasons it may sometimes be difficult to assess a person with
depression. The person may not know that they are depressed and may
therefore be unlikely to tell you about their low mood. Instead they will often
complain about physical symptoms, such as headache and back pain. They
may not feel like talking and you may feel pushed away by them. Some
patients with depression are easily annoyed or irritable and you may find it
difficult to talk to them. Finally, they may be feeling that nothing is going to
help them and may think it is pointless to talk about their problems.

These are only examples of the potential barriers for assessing depression.
Whenever you suspect that someone might have depression, ask directly about
their mood. A person is very unlikely to be upset if you ask them directly if
they have been feeling low or depressed.

m  We have been talking about some of the symptoms a person with
depression may have. In Study Session 10 you have learned about how to
ask someone general screening questions about their mental health. Now
can you stop and think what questions you would ask a person who may
have depression?

0 When you see a person who you think may have depression, just talk to
the person in a natural way, listening to their problems and difficulties.
This will give you the opportunity to understand the kinds of problems
the person may be having as well as to explore their emotions. The
questions you ask and the emphasis are likely to vary from person to
person, but there are general and specific questions that you can use to
screen for depression. Some simple questions that you can use are:

e Have you been feeling sad or irritable?

e Have you given up doing things that you normally like to do?

e Since you started to feel sad or low, have you been feeling more tired
than usual?
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e Have you been sleeping normally or is there a problem with your
sleep?

e Since you began to have a sad mood, has your appetite changed?
Have you lost or gained weight recently?

e Have you been able to focus on things as well as you used to?

e Since you began feeling low, have you been feeling guilty or regretful
about things that you have done or you have not done?

e How do you see the future?

e Are there times when you feel fed up and wish you were dead?

12.3 WVhat causes depression?

There are many different factors that can trigger depression. These causes are
generally divided into three broad groups — biological/physical, psychological
and social, described in more detail in Study Session 9.

Biological or physical: Chemical changes in the brain may contribute to
the onset of depression. For example, a person’s mood can change with
hormone levels going up and down. This is sometimes seen in women
when depression may occur with the menstrual cycle, childbirth and the
menopause. Depression can also follow other known diseases such as
goitre (caused by deficiency of iodine in the diet) or low thyroid hormone
level, anaemia and some infections. Drinking excess alcohol or some
prescribed medications, for example, anti-hypertensive drugs (drugs taken
to reduce high blood pressure), can occasionally cause depression.

Psychological: For some people, upsetting events, such as bereavement,
divorce, illness and job or money worries can be associated with
depression.

Social: Poverty, lack of adequate support and doing fewer activities or
having fewer interests can lead to depression. Withdrawal from social
contact may happen because of depression and this can lead to a cycle of
worsening of depression.

Family history may also play a part. When there is a history of depression in
parents or siblings (brothers and sisters), there is a slightly increased risk of
developing depression. On the other hand, many people who have a family
history of depression never develop the condition.

You should note that depression does not always have an obvious cause.
Moreover, there is rarely one single cause of depression — usually, different
causes combine to trigger the condition. For example, you may feel low after
an illness and then experience a stressful life event, such as bereavement.

12.4 Grief and depression

Grief and depression share similar characteristics; however, there are important
differences between the two. Grief is a natural response to a loss and
depression is an illness. But it can sometimes be hard to distinguish between
the two. An important distinction is that people who are grieving are still able
to enjoy things and can look forward to the future. But those with depression
tend to have constant feelings of sadness and have little enjoyment or positive
expectations of the future.
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2.5 Mood disorders in the postnatal period

The first two months after childbirth (see Figure 12.3) are associated with

increased risk of depression. The most common condition is called postnatal

blues, which is a mild and transient depression occurring in the first five days

after the child is born in about 50% of mothers. The mother feels easily upset,

tearful and less confident about herself and her role. Support and reassurance

from husband and family is sufficient. Some simple traditional practices that

give a sense of security, such as keeping a metallic item under the pillow, and

practices indicative of support from husband and family, are also important. Figure 12.3 Mother and child
But the blues can progress into more severe depression. shortly after birth.

m  What do you think are the similarities and differences in symptoms of
postnatal depression and depression occurring at any other time?

o If you thought that the symptoms are generally similar, you would be
correct. The reason why postnatal depression has a separate name is
because depression is common in this period.

Additionally, in postnatal depression, mothers tend to worry a lot about their
child and their ability to look after the child. They also worry about their
appearance and whether their husband has the same affection towards them.
The treatment is similar to ordinary depression. But note that the child could
be at risk of harm from either violence or neglect by the mother (see
Section 10.4 of Study Session 10). Therefore, enhancing support and
managing potential risk are important.

2.6 WVhat can you do when you suspect
someone has depression!?

You will find that many of the individuals you find with depression in your
community will have a mild illness and their depression will improve with
some support from you, their family and friends. There is only a small group
of people who will develop severe depression. Before discussing what exactly
you can do to help both the individuals with mild and more serious
depression, let’s talk about the key principles that will form the basis for your
actions (Box 12.1).

Box 12.1 Key principles to consider when you encounter
someone with depression

e Determine how bad the depression is.

o Ask if the person had a history of mania (excessive happiness or
excitement).

o Assess the level of risk (see Study Session 10).
e Determine possible triggers of the depression.
e Determine what kind of support is available for the individual.

e You may need to refer if depression is severe or longstanding or if
you are worried about the level of risk.

45



12.6.1 Determining how bad the depression is

Determining the severity of depression will allow you to decide whether you
need to refer the individual with depression to the next health facility for
further assessment. The severity of depression depends on the following:

Number of symptoms: if the individual has many symptoms of depression,
(as listed in Table 12.1) the depression is likely to be more severe.

Nature of symptoms: if the individual has certain symptoms, such as severe
hopelessness, suicidal thoughts, severe problem with sleep, significant
weight loss (loss of about 1 kilogram a week over the preceding weeks),
restlessness, or symptoms indicative of psychosis, the depression is likely
to be severe. When these symptoms occur in the context of understandable
life stress, they indicate that depression has developed.

The possibility of significant risk: risk of suicide or violence (detailed in
Study Session 10).

History of suicide or mental illness in the person’s family.

History of mania.

Based on the above criteria, you can classify depression into three types: mild
depression, moderate depression and severe depression (see Box 12.2).

Box 12.2 Classifying the severity of depression

Mild depression

e Person has few (3—4) symptoms of depression (refer to Table 12.1)

e Person can do their day-to-day activities with minimum problems
caused by the depression

Moderate depression

o Person has about five symptoms of depression

e Person experiences problems in carrying out their daily
responsibilities and it can take them longer to finish a task because of
the depression

Severe depression

e Person has 8 or more symptoms of depression (usually more)

e Person has very clear difficulty carrying out normal responsibilities,
or has stopped working or carrying out daily responsibilities

e May have suicidal thoughts or plans; may even have attempted to
commit suicide

o Other severity indicators such as psychotic symptoms can also occur

12.6.2 What you do next

Treatment of depression usually involves a combination of self-help, drugs
and specialised treatments. Specialised treatment refers to treatment provided
by specialist mental health services. But most depression does not require
specialised treatment and there is a lot that you can do at the community
level.
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Mild depression

In most cases of mild depression you need to just regularly monitor how the
person is doing. You need to monitor the person for any worsening of
symptoms, and for improvement in the problems that may have led to the
development of the mild depression. You especially need to check for
deterioration in the level of self-care and for any indications of risk of self-
harm or harm towards others. Tell the person that if they feel worse, they
should let you know. In Section 12.9.2 we will discuss some practical advice
you may give to people with depression.

When mild depression becomes a persistent problem (a depression lasting for
two years or longer), you should refer the person to the next higher level of
the health system. If the illness becomes more severe or you identify risk of
self-harm or harm to others, you should also refer the person. Another reason
for referring someone with mild depression is when you suspect their
depression may be related to a physical illness such as diabetes, hypertension
or other life-threatening condition.

Moderate or severe depression

Individuals with moderate or severe depression require evaluation at a higher
health facility, so you should refer them. Between visits to the higher health
facility you should continue to monitor the patients in your community,
similarly to what you would do with someone with mild depression.

2.7 What you should know about medication

There are effective medications available to treat depression. You will not be
prescribing any medication but people from your community who take
medication may want to discuss this topic with you. We will therefore be
telling you a little bit about this here. In Ethiopia, the four main drugs
currently available for treating depression are called:

e amitriptyline
e imipramine
o fluoxetine

e sertraline.

Although all these medications are safe, amitriptyline and imipramine can be
dangerous if a patient takes too many of these tablets. The person will not
improve from their illness by taking too many tablets but their heart could be
seriously affected and they could die as a result.

Please note that some individuals may wish to take part in traditional healing
practices, for example wearing amulets, attending for prayers and holy water,
etc. Some individuals may even benefit from these traditional interventions.
The important thing to remember here is that, if someone has benefited from
these practices, there is no need to discourage them. However, it is important
to encourage patients to continue taking their medication while taking part in
these traditional practices.
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12.8 What you should know about the course of
depression

Depression is mostly a self-limiting condition. A condition is called self-
limiting when it goes away without specific medical intervention. This is the
case for about half of the cases of depression. However, the other 50% of
individuals who have their first episode of depression will go on to have a
second episode. And most of these individuals (about 85% of them) are likely
to have more episodes.

Unfortunately, the main complication of depression is death from suicide. Up
to 15% of individuals with severe depression (about 1 in 7) will die from
suicide unless they are properly treated and followed up. Additionally, those
with depression are more likely to develop other medical problems such as
hypertension, other heart conditions, diabetes mellitus or infectious conditions.

12.9 What you should tell a person with
depression

There are four issues you need to raise with your patient:

1 Explore why the person might have become unwell

2 What might and might not help with the depression

3 What happens after you refer a person for further assessment and treatment

4 Be prepared to discuss whatever questions the person may have.

Each of these points will be discussed in more detail in the sections below.

12.9.1 Exploring why the person might have become unwell

This discussion with your patient partly depends on what you have learned
from the story of the person. Reflect this back. For example, if there has been
an ongoing difficulty (e.g. job problems) or a loss event (e.g. death in the
family), you can say that these things may have contributed. You can then tell
them that these difficulties do trigger changes in the brain that can lead to
depression. But let them also know that depression is common and that we
don’t always know why people become depressed. Some people associate
depression with personal weakness. In that case it is important to explain that
the condition has nothing to do with personal weakness and that they should
not blame themselves for becoming depressed.

12.9.2 What might and might not help with the depression

When you visit a person with depression, allow them to speak to you about
their problems and discuss how they can solve these problems. Rather than
you telling them what they should and should not do, allow them to come up
with solutions to their problems that they think would work. Not all problems
can be solved. When there are problems that cannot be solved, encourage the
person to try to accept this. Some practical points of advice you can give to
people with depression include: encourage the person to eat regularly; to
continue doing the things that they enjoyed before they became depressed; to
be active; to mix with people and to visit their friends and relatives as much
as they can.

48



Study Session 12 When Somebody has Low Mood or Depression

12.9.3 What happens after you refer the person

People with depression and their families may feel more comfortable and
reassured when they receive information about what will happen after referral.
It is best if the person is referred to a familiar place. They will feel less
confused; it will be easy for the family to travel with them and for them to get
additional support should they need to. However, it is sometimes unavoidable
for the person to be referred to a distant place, like Amanuel hospital in Addis
Ababa. Explain to the person that because they are being referred for
depression it does not mean they will be treated differently. Tell them that
they will get an opportunity to discuss their difficulties further and that if
required they will get additional laboratory investigations. If the doctor
confirms the diagnosis of depression, they may get some counselling and
come back with or without treatment. If someone has severe depression, for
example, if they are suicidal, they may have to stay in hospital for a brief
period of treatment. If they are prescribed medication they can continue it
from home; reassure them that you will be prepared to support them.

12.9.4 Be prepared to discuss whatever questions the
person may have

Some people with depression may not think they have an illness; in that case
you should explain to them that depression is an illness. Others may ask you
about medication, so you can give them the information provided in

Section 12.6. Please remember that you are not likely to know all the answers
to the questions a patient with depression and their family and friends may
have. You should not feel you should and this study session is not intended to
prepare you to have the answers to all the questions. When you don’t know
the answer to a question, tell them politely that you don’t have the training to
know the answer to that particular question. But you may be able to judge
whether the question is an important one that should be answered. If you are
unsure about a particular issue raised by a person with depression, or a family
member, you may need to consult another professional colleague. When you
think the question is less important, you can reassure the person.

You have now come to the end of the session on depression. To finish let’s
summarise the most important issues you have learned.

Summary of Study Session 12
In Study Session 12, you have learned that:

1 The common symptoms of depression include sad/low or irritable mood,
loss of interest and enjoyment, loss of energy, poor concentration, sleep,
appetite and weight, self-blame (guilt) and suicidal thoughts or behaviours.
People with depression don’t always complain of feeling sad or depressed.
They may often come to you with physical complaints such as pain in
various parts of the body.

2 Depression affects up to 15% of Ethiopian adults. It occurs in both men
and women and can occur at any age. Although most depression is mild
and self-limiting, it does affect the day-to-day functioning of individuals as
well as their families. People with chronic medical conditions such as
diabetes mellitus or HIV/AIDS are at increased risk of depression.
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3 Factors such as sickness or death of a family or friend, financial difficulties
and related stresses can lead to depression. Having poor social support can
lead to depression. The period after having a child is a particular risk
period for depression. Physical health problems, such as low thyroid
hormone or infections, can also lead to depression.

4 Depression can be classified as mild, moderate or severe, based on the
number of symptoms of depression, the extent to which the symptoms
interfere with the person’s ability to carry out their normal daily
responsibilities, and whether there is a history of severe symptoms in the
person in the past or in their family. If the depression is moderate or
severe, the person should be referred to the next level health facility.

5 Although depression is a serious problem, it responds well to treatment,
which may include medication and other specialist treatment at a higher
health facility.

6 Simple support and activities at the community level can help most people
to recover from mild to moderate depression.

Self-Assessment Questions (SAQs) for Study
Session |2

Now that you have completed this study session, you can assess how well you
have achieved its Learning Outcomes by answering these questions. Write
your answers in your Study Diary and discuss them with your Tutor at the
next Study Support Meeting. You can check your answers with the Notes on
the Self-Assessment Questions at the end of this Module.

Read Case Study 12.1 carefully and then answer the SAQs below.

Case Study 12.1 Mrs Woynitu

Mrs Woynitu is a 35-year-old married woman living in one of the
villages you are responsible for. She seems to have changed in her
behaviour of late and appears irritable and non-caring whenever you visit
her house. She does not seem interested in talking much. You have been
wondering whether she has some problems with you personally.
However, in one of your regular visits, she tells you that she often has
headaches and back pain and has not been able to carry out her
household work because she has been feeling more tired than usual.

When you talk to Mrs Woynitu further, she tells you that she has been
feeling this way for about three months now. Three months ago she had
a major conflict with her husband, who would have assaulted her had it
not been for the intervention of neighbours. Her relationship with her
husband has been bad since that time. She had struggled to get the work
done because of her tiredness and lack of concentration on activities. She
does not like it when neighbours visit and talk. She has also lost her
enjoyment in coffee. She has lost her appetite and has lost weight. She
thinks that her son’s school problems are her fault although she is unable
to say what exactly she has done wrong. She sometimes thinks bad
things may happen to her and her family. She even sometimes thinks life
is not worth living and wishes she were dead.
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SAQ 12.1 (tests Learning Outcomes 12.1 and 12.2)

Which of the key symptoms of depression are present in Mrs Woynitu’s
story, suggesting that she has depression?

SAQ 12.2 (tests Learning Outcome 12.2)

Why do you think it may be difficult to assess Mrs Woynitu and to
consider depression as a possibility?

SAQ 12.3 (tests Learning Outcome 12.3)
Why do you think Mrs Woynitu may have developed depression?

SAQ 12.4 (tests Learning Outcomes 12.4 and 12.5)
Describe how you may help Mrs Woynitu.

SAQ 12.5 (tests Learning Outcome 12.5)

Would you refer Mrs Woynitu to a higher level health facility? If yes,
why, and if no, why not?
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Study Session |3 Psychoses

Introduction

Global research and studies in Ethiopia show that psychoses affect between

1 and 2% of the population. Psychoses are among the most serious mental Psychosis is pronounced ’sye-
health problems that you will have to deal with in your community. They are  koh-sis’ and is the singular of
serious for patients because they can result in serious functional and social psychoses (‘sye-koh-seez’).
impairments and may leave them coping with severe long-term disabilities.

They are serious for the families of patients because of the negative impact on

family stability and finances, often resulting in conflict and poverty for other

family members. They are serious for Ethiopia because the negative impact of

psychotic illnesses goes far beyond the patient and their family, causing

reductions in productivity that damage the economy.

Of all the mental health problems discussed in this Module, psychotic
illnesses pose the most difficulty for risk management, i.e. the identification,
assessment and prioritisation of risks, and interventions to minimise, monitor
and control the probability and/or impact of these risks. This usually involves
efforts to reduce the ‘risk factors’ and support the ‘protective factors’
associated with a patient and their condition. In this study session you will
learn about how best to manage the risks posed by psychotic illnesses,
including the risks to patients and their families from traditional ideas about
mental illness which can lead to cruelty and abuse. We discuss how best to
challenge these negative beliefs and how to reduce the risk that people with
psychotic illnesses may pose to others.

Your skills as a trained health worker are very important in achieving prompt
detection and response to the early signs of psychotic illness in your
community. Following referral, your role in monitoring the patient’s recovery
when they return home, and in educating them, their family and their
community about psychotic illnesses, is central to the task of managing the
risks posed by these serious conditions. In this study session, alongside your
practical training, you will learn how to identify the symptoms of psychotic
illness, handle urgent problems, and help clients and their families further.

Learning Outcomes for Study Session 13

When you have studied this session, you will be able to:

13.1 Define and use correctly all of the key words printed in bold.
(SAQ 13.1)

13.2 Describe the general symptoms and signs of psychosis. (SAQ 13.2)
13.3 Identify the major different forms of psychosis and their specific
signs and symptoms. (SAQ 13.2)

13.4 Outline the criteria for referring people with psychosis. (SAQ 13.3)

13.5 Explain how to manage people with different types of psychosis.
(SAQs 13.1 and 13.4)

3.1 WVhat are psychoses!?

We begin by examining what psychosis involves, what the general symptoms
and signs are, and how you reflect on these to distinguish between different
types of psychosis. In most cases of psychosis, it is not possible to identify a
single cause. It is most likely that several factors interact to result in the
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Figure 13.1 A person suffering
with psychosis may neglect
their personal appearance.

illness (see also Study Session 9 in this Module). In some people, psychosis
occurs following various bodily illnesses or damage to the brain, but this is
not the case in the majority of affected people.

13.1.1 The effects of psychosis

Psychoses are a group of severe mental illnesses characterised by loss of
reality contact (where the patient cannot differentiate between reality and their
imagination), delusions and/or hallucinations. This leaves affected people
vulnerable to strange and potentially very distressing experiences, such as
hearing voices or seeing things which others around them cannot. They may
also express these delusions in a way that may disturb others. For instance,
they may insist that they are God, or complain that there is someone else
inside them giving them orders.

Often, as a consequence of their illness, people with a psychosis struggle to
meet the ordinary demands of daily life, such as routine household
responsibilities, work and social interaction with others. For example, they
may lose the ability to look after themselves and their personal needs
properly, appearing unconcerned about their appearance and neglecting
personal grooming (Figure 13.1). They may also have an inadequate or
mistaken understanding of their condition, blaming malevolent spirits or other
community members for placing a curse on them. Challenging such views
may prove difficult, as their impaired thinking often leads them to reject
evidence that contradicts such traditional beliefs.

Psychotic illnesses make sufferers personally distressed and also cause distress
to others in their family and neighbourhood. The level of distress (and the risk
of permanent disability) is increased by the duration and severity of the
symptoms.

13.1.2 Classification of psychoses

There are four different forms of psychosis, classified in terms of their onset,
duration and possible outcomes. Being able to identify, and distinguish
between, these four types is the starting point for effective treatment.

They are:

Acute psychoses

e Chronic psychoses
e Recurrent psychoses
¢ Organic psychoses.

We will discuss each of them in turn.

3.2 Acute psychoses

Acute psychoses are ‘acute’ because they begin suddenly (either with or
without an obvious cause or reason) and don’t usually last longer than 1
month.

13.2.1 Signs and symptoms of acute psychoses

People with acute psychoses may hear voices when no one is present, and
they may behave in an odd or aggressive way. They may for instance loudly
express rather odd beliefs, or exhibit socially unacceptable behaviour. While
this can be very disturbing for family and neighbours, it is important to
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remember that it is also extremely distressing for the person. A psychotic
person is likely to be confused and frightened by the distorted situation they
find themselves in, further disorientated by the inability to understand that
what they are experiencing is not real.

Keep this in mind as you read the case study of Mr Goitom, whose experience
is typical of people suffering from acute psychosis (Case Study 13.1).

Case Study 13.1 Mr Goitom’s story

Mr Goitom is a 27-year-old man who was happily married and a
respected member of the community until he suddenly started to behave
strangely. He began to say and do the oddest things, neglected his
responsibilities and his wife (who tells you that ‘he just isn’t the same
man any more’) and stopped eating and sleeping.

After 10 days without food or sleep, during which his behaviour to
others became increasingly aggressive, his wife took him to the holy
water, hoping this would cure him. However, this failed to work, with
Mr Goitom shouting and screaming at his wife and others. Unable to
cope with this behaviour and fearful for his wife’s safety, relatives
carried him home and tied him with rope to a stake to keep him under
control.

Neither Mr Goitom nor his family have any understanding of psychotic
illness. Mr Goitom himself thinks he may have been bewitched by one
of his neighbours. This seems believable to his wife, as she remembers
he had a bitter disagreement about land ownership with this neighbour
shortly before he became ill. Since then he has been obsessed by this
neighbour, shouting loudly that he aims to get revenge by attacking his
assumed persecutor.

m  From your life or work experience, have you ever come across a case
like that of Mr Goitom? What kind of behaviour was involved? How did
the family respond to this?

o If you have experienced such a situation before, it may be that, just like
Mr Goitom’s case, the family did not realise that the patient had a mental
illness. It could also be that, because of the strength of traditional beliefs,
the family, neighbours and others in the community accepted a
supernatural — rather than a medical — explanation.

Clearly, Mr Goitom’s behaviour posed some risk to himself, to his neighbour,
and possibly to others — including his wife. However, the best way to manage
these risks would be for the family to acknowledge that Mr Goitom is ill and
needs to see a doctor for assessment and appropriate treatment. This would be
far more effective than tying him to a stake — a practice likely to increase the
risk by further distressing him. Later in this study session, you will reflect on
what you can do to tackle the negative aspects of traditional beliefs and
increase community understanding of psychotic illnesses in situations like that
of Mr Goitom.

55



3.3 Chronic psychoses

Chronic psychoses are ‘chronic’ because they begin gradually, but continue
for a long time (over six months), with an increasing deterioration (getting
worse) as time passes. They tend to affect younger age groups than other
psychoses (15-30 years), and without treatment they can have terrible
consequences for the sufferer. Many of the mentally ill people who are
avoided by others because they are perceived as ‘mad’ are likely to be
suffering from a chronic form of untreated psychosis.

13.3.1 Signs and symptoms of chronic psychoses

People with chronic psychoses may have difficulties with thinking rationally
or with concentrating over a long period of time. They are likely to show
disturbed speech, may hear voices, and have persistent unfounded beliefs, for
instance that they are being persecuted or controlled. These symptoms can
cause problems in managing work, studies or relationships, and lead to social
isolation and/or hostility from other members of the community. During
relapse, people with chronic psychoses may have symptoms similar to acute
psychoses. A common form of chronic psychosis is called schizophrenia.

Schizophrenia is a severe, chronic mental illness that affects about one in a
hundred people at some point in their lives. As with other psychoses, they
experience episodes in which they perceive reality differently. They may have
hallucinations or delusions (see Box 10.3 in Study Session 10). The first acute
episode, when the symptoms are experienced for the first time, can be very
stressful, because the people experiencing the illness and their family and
friends are unprepared and have no idea what is happening to them (see Case
Study 13.2).

Case Study 13.2 Mr Abebe’s story

Mr Abebe is a 25-year-old farmer and a married father of two children.
He lives near his parents. Both his parents and wife were always proud
because Mr Abebe was a well-liked and respected member of the
community and known as a ‘good family man’. However, about a year
ago, he started to behave in an increasingly strange manner. His wife
reported to his father that Mr Abebe was ‘not himself any more’,
becoming withdrawn, moody, inactive and unsupportive. Gradually, his
condition became worse. He neglected his work and family and was
often seen whispering to himself, smiling and laughing for no apparent
reason when alone. When he talked to people, what he said no longer
made any sense, so people began to avoid contact, leaving him even
more socially isolated. His parents and wife were terribly worried and
took him to a traditional healer to cure his strange ‘curse’. The healer
gave him some herbs to drink and a ritual healing ceremony was
performed, but there was no improvement.

Mr Abebe’s case illustrates the key features of someone who is suffering from
a chronic psychosis: his illness started gradually without any clear cause and
he progressively deteriorated over a prolonged time. Without treatment, people
like Mr Abebe are likely to face a miserable future as their worsening
condition leads to the loss of family and friends, and they become
increasingly unable to support themselves. However, with treatment, about
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60% of patients recover to lead full and useful lives. Ensuring access to such
life-changing treatment is a key part of your work.

3.4 Recurrent psychoses

Recurrent psychoses occur episodically (that means they come and go),
usually with complete recovery between attacks. A common form of recurrent
psychosis is bipolar disorder (previously known as manic depression). This is
a condition in which a person’s mood can swing from one extreme to another.
It is characterised either by manic episodes, (periods of mania), or by mania
alternating with depression (which you learned about in Study Session 12).
Mania is a state of abnormally elevated or irritable mood, arousal and/or
energy levels, which in some respects represents the opposite of depression.

13.4.1 Signs and symptoms of recurrent psychoses

People with recurrent psychoses such as bipolar disorder may suffer from
unrealistic or ‘grandiose’ thinking, in which they see themselves as very
important people — more important than anyone around them — often with
important tasks or ‘missions’ they must complete. During the manic episode,
they will tend to have increased energy levels, high moods and difficulty in
controlling their impulsive behaviour. They often speak very quickly and tend
to jump from one topic to the other (also called ‘flight of ideas’). They also
often find themselves unable to sleep and are easily distracted. Because they
think they are very important and successful, they may engage in bizarre
behaviour like giving away their personal property for no apparent reason.
When you see people with mania, they may appear unusually cheerful and
make jokes all the time.

Manic episodes can vary in intensity, from mild to extreme forms. Some
people will retain sufficient control to function normally, while others will be
severely affected and requiring treatment. People with sever bipolar disorder
are often unaware of their condition. When considering referral, you should
also be wary: during an episode of mania, affected individuals can often be
mistaken for having taken drugs or other mind-altering substances.

3.5 Organic psychoses

Organic psychoses occur as a direct result of physical illness or brain damage.
In addition to the general features of psychoses already described, there are
likely to be alterations in the person’s conscious state. For example, they may
appear disorientated or confused, and show symptoms of underlying physical
illness. There are two types of organic psychosis: acute and chronic.

13.5.1 Signs and symptoms of acute organic psychoses

Acute organic psychoses are characterised by sudden onset, usually over hours
or days, where the person appears disoriented and struggles to make sense of
their surroundings, and may exhibit ‘clouded’ thinking and distorted
awareness, a fluctuating level of consciousness and poor memory recall. These
symptoms can impact on the person’s relationships with others, increasing
their social isolation and reducing the support they might receive from their
community. People with acute organic psychosis may be alert and responsive
to your questions, but may rapidly become drowsy and inattentive.
Alternatively, they may fail to comprehend the questions put to them and
appear disoriented and confused.
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For details of the most effective
questions to assist your
assessment, refer back to Study
Sessions 10 and || of this
Module.

Diseases causing fever (such as chest infection or infection of the brain), head
injury, fits, the excessive use of alcohol or other drugs, diabetes and high
blood pressure can all be causes of acute organic psychosis. These conditions
are usually reversible and short-lived, and can be cured by appropriate
treatment.

13.5.2 Signs and symptoms of chronic organic psychoses

Chronic organic psychoses are forms of psychosis arising from permanent
physical and/or brain damage. A common feature of chronic organic psychosis
is progressive loss of memory, usually combined with other, more general,
psychotic symptoms. Loss of memory without psychotic features is called
dementia (see Study Session 15 of this Module).

3.6 Early recognition and identification of
psychoses

In your work, you should consider the possibility of a psychosis if you see a
person whose behaviour has any of the features listed in Box 13.1.

Box 13.1 Recognition of psychoses

Suspect possible psychosis if someone is:

o talking and acting strangely or in a manner that you and others
consider to be abnormal

e becoming very quiet and avoiding talking to, or mixing with, other
people

¢ claiming to hear voices or see things that other people don’t

e Dbeing very suspicious, perhaps claiming that other people are trying
to harm them

o Dbeing unusually cheerful, exhibiting high levels of confidence in their

own abilities and expressing an exaggerated sense of their own
importance in relation to others.

When you suspect someone is suffering from a form of psychosis, you need to
ask the patient (and others) questions to find out the type and severity of the
condition (Figure 13.2).

Figure 13.2 A healthworker needs to find out everything she can about a person
with psychosis.
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3.7 Referral

If, following assessment, you think that a person may be suffering from one
of the psychotic illnesses detailed above, you should consider referral to a
health centre or the nearest institution with mental health specialists. Using the
criteria outlined in Table 13.1, decide whether the person needs referring and
whether this is an urgent or non-urgent referral. People with acute psychoses
or acute organic psychoses, or suffering a psychotic relapse, should be
referred urgently. For such emergency cases, you should arrange immediate
transport to a higher health facility, either taking them yourself or arranging
for others to do so. For less urgent cases, you can use the regular referral
route.

Table 13.1 Criteria for urgent or non-urgent referral for psychoses.

Urgent referral Non-urgent referral

If you think a person may be suffering If a person has chronic psychosis

from acute psychosis (organic or non-organic) or recurrent
psychosis

For a person with acute organic If there is non-compliance with

psychosis treatment

If there are signs of relapse or if there Failure of treatment

are complications from treatment (see
also Study Session 11)

3.8 The management of psychoses

Early identification is crucial in the management of psychoses. This is because
(as you discovered earlier) treatment can be highly effective if it is provided
before the condition has time to deteriorate further. For example, the early
identification and treatment of patients with acute psychosis often results in
complete recovery. Medication is one central component of treatment for a
range of psychoses, and is often highly effective in reducing the patient’s
difficulties and providing emotional stability. Here, you should seek to gain
the support of the family (or others close to the patient) to ensure their
adherence to treatment and to guard against relapse. Adherence means
agreeing to and following the advice and treatment prescribed by the health
professionals.

Each type of psychosis requires specific management. This will be the topic of
discussion for the remainder of this study session.

13.8.1 Management of acute psychoses

When you suspect that someone in your community is suffering from an acute
psychosis, your first responsibility should be the management of risk. This
involves concern for the risk posed to the patient by the illness, by the
patient’s own actions or inaction, and by the actions of others, and also the
risks posed by the patient to property, family and friends, and to others in the
community (see also Section 10.4 of Study Session 10).

Remember, people suffering with acute psychoses can often respond very well
and very quickly to interventions, if these are undertaken in a supportive and

confident manner. There is a great deal you can do to calm and reassure such

people, just by talking to them. You should also try to involve family and

People with acute psychoses, or
acute organic psychoses, or
suffering a psychotic relapse,
should be referred urgently.
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friends to create a supportive environment that will be there to assist the
patient when you are not present.

If the patient or their family have traditional views about mental health, you
will need to be very careful in challenging these, as such challenges are
unlikely to improve the relationship with the patient or gain you the
community support you will need to manage the various risks (see Study
Session 9).

After you have provided emergency care, if appropriate, you should arrange
an urgent referral to a health centre or a hospital where the patient can
continue their treatment. When the person returns, it will be your
responsibility to follow up this treatment by arranging continuing care within
the community.

13.8.2 Management of chronic psychoses
The main objectives in the management of chronic psychoses are:

¢ to maintain good mental health

e to support the person’s rehabilitation and resettlement in the community,
including their return to work and/or normal domestic activities

e to minimise the risk of permanent disability arising from the illness.

Anyone identified with a chronic psychosis should be referred to the local
health centre or hospital, where they may receive a course of antipsychotic
medication (drugs used to treat psychosis). Once the patient has completed
their in-house treatment at the health centre or hospital, they will return to the
community, where you should draw on their support networks to ensure their
continued adherence to treatment as prescribed by the doctor (see also
Section 11.2.4 in Study Session 11).

If you decide that there is a need for an adjustment in the medication, or you
believe that a relapse has occurred, the patient should be referred back to the
treating doctor. In most cases, the use of antipsychotic medication continues
for at least six months after the symptoms disappear. Clear information should
be given to the patient and their family about their illness and the importance
of adhering to the instructions for their medication. You should also stress to
the patient (and their family) the serous risks of taking this medication while
also using other substances. Inform them that cigarettes, khat, cannabis and
alcohol are all likely to reduce the effectiveness of medication and —
particularly in the case of cannabis and alcohol — may make the symptoms
worse or result in relapse. Table 13.2 lists the two most commonly prescribed
antipsychotic drugs in Ethiopia, with their usual dosages.

Table 13.2 Two commonly prescribed antipsychotic drugs.

Drug Usual adult dose
Chlorpromazine 50-300 mg orally/day (one or divided dose)
Haloperidol 2—6 mg orally/day (one or divided dose)

13.8.3 Management of recurrent psychoses

The objective of treating people with recurrent psychoses is to control the
acute symptoms when they occur. For example, an agitated patient suffering a
manic (or depressive) episode may require emergency treatment to stabilise
their condition and keep them safe. When the episode resolves, regular
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antipsychotic medication should prevent a recurrence with little need for
further intervention, other than monitoring the patient’s state.

Patients can also be encouraged to take an active role in their own care by
helping them recognise and identify early warning symptoms like sleep
disturbance, excessive or elevated moods, abnormal levels of energy, etc.
When a patient notices such symptoms, advise them to return to the treatment
centre and request a review and/or an adjustment in their medication.

13.8.4 Management of organic psychoses

The main objective in the management of organic psychoses is to address the
immediate risks to the patient and to others. The aim should be to identify
people with acute organic psychoses quickly and make an urgent referral for
medical treatment. In the case of chronic organic psychoses, refer the patient
via the usual route for further management and identification of any
community care needs.

13.8.5 Management algorithm

In all cases of psychosis, you not only identify and refer patients to specialist
or other health facilities, it will also be your responsibility to respond to
feedback from the higher level by arranging follow-up and continuing care at
the community level. Figure 13.3 summarises this process.

Figure 13.3 Summary algorithm for the identification and management of
different forms of psychosis.

3.9 Advice and support for patients and their
families

The advice and support that you give to patients and families can be a
tremendous help. It can comfort the patient and can reduce the anxiety felt by
family members and carers. It also gives carers an insight into your
professional knowledge about how best to handle disturbed patients in a
humane and caring manner. Such knowledge is perhaps the most effective way
of counteracting negative traditional approaches to mental illness.

When assessing someone with a psychotic illness and deciding on a treatment
plan, it is important to include the patient and their family, and to emphasise
the importance of adhering to the medication. If the illness is one where the
possibility of relapse is high, work with the patient and family members so
they know how to identify early warning signs.

In terms of rehabilitation, patients should be encouraged — as much as
possible — to return to their normal work and other daily activities. Family and
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carers should reduce sources of stress for the patient by being supportive, and
by avoiding verbal criticism or confrontation, which may aggravate the
psychosis.

Summary of Study Session 13
In Study Session 13, you have learned that:

1 Psychoses are characterised by disturbances of thought such as delusion,
hallucination and/or loss of reality contact. People with psychosis often do
not realise they are ill.

2 There are four different forms of psychoses: acute psychoses, chronic
psychoses, recurrent psychoses, and organic psychoses.

3 Early identification of psychoses involves considering the symptoms listed
in Box 13.1.

4 Once it is recognised that a person is suffering from an acute episode of
psychosis or from a psychotic relapse, it is essential that they are referred
urgently to a higher-level health facility with appropriate mental health
services.

5 People suffering from psychoses should not be subjected to criticism or
abuse. Respect, honest advice, and support from you, their family and the
community are the most effective means of ensuring adherence to
treatment and successful recovery.

Self-Assessment Questions (SAQs) for Study
Session |3

Now that you have completed this study session, you can assess how well you
have achieved its Learning Outcomes by answering these questions. Write
your answers in your Study Diary and discuss them with your Tutor at the
next Study Support Meeting. You can check your answers with the Notes on
the Self-Assessment Questions at the end of this Module.

SAQ 13.1 (tests Learning Outcomes 13.1 and 13.5)

Which of the following statements is false? In each case say why it is
incorrect.

A Acute psychosis always has an obvious cause.

B A patient suffering from acute organic psychosis should be kept at
home tied up because there is no risk of medical complication.

C A patient who has recovered from psychosis should be encouraged to
fulfil their responsibilities, like working or preparing food.

D Criticising or embarrassing a person who is suffering from psychosis
will help them stop thinking in strange ways.
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SAQ 13.2 (tests Learning Outcomes 13.2 and 13.3)

Read Case Studies 13.1 and 13.2 again. Is there a difference between
these two cases? Explain in what ways they are different.

SAQ 13.3 (test Learning Outcome 13.4)

While doing your routine healthcare activities at a place where malaria is
common, a man from the kebele told you that a woman in the
neighbourhood appeared very confused following her fever. What do you
think is the client’s problem, and how would you handle such a case?

SAQ 13.4 (tests Learning Outcome 13.5)

A young man, who is an active member of the youth association in your
area, comes to you and asks you to help one of his friends who has been
behaving strangely, talking senselessly to himself. He has already been
prescribed antipsychotic medication but this does not seem to be
working. He also chews khat all day, drinks alcohol and smokes many
cigarettes. How would you manage this case?
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Study Session 14 Substance Use Problems

Introduction

Throughout history human beings have used substances to alter their state of  In this study session, we use the
mind. Substances can alter thoughts, emotions, sleep, appetite and social term ‘substance’ to mean any
interactions. They are also used to relieve pain and tension. There are a wide  drug both legal (e.g. alcohol,

. tobacco) and illegal (e.g. cannabis)
range of substances used, and the number of people using substances has
. . . . £ . .. that can cause dependence.
increased alarmingly in recent years. In many countries, including Ethiopia,
substance-related problems are a major public health concern. It is important
that steps are taken at the community level to prevent the increasing problem
of substance use.

In this session you will learn about commonly used substances in Ethiopia,
their effects, early recognition, referral and treatment, and what can be done to
prevent people using substances.

Learning Outcomes for Study Session 14

When you have studied this session, you should be able to:

14.1 Define and use correctly all of the key words printed in bold.
(SAQ 14.1)

14.2 Describe the immediate and long-term effects of alcohol and other
substances that are abused. (SAQ 14.2)

14.3 Explain how to correctly use a screening tool to identify harmful use
of alcohol. (SAQ 14.3)

14.4 Describe how to manage people with substance use problems at the
community level. (SAQ 14.4)

14.5 Explain the reasons for referring people with substance use problems
and where to refer them. (SAQ 14.4)

4.1 Substance use problems

In this section we will define commonly used terminology in connection with
substance use and abuse. We will also discuss the process of substance use
initiation and how this can develop into addiction.

Psychoactive substances are substances which, when taken into the body,
have a major effect on the brain and can alter physical and psychological
functioning. Many people enjoy the psychological changes in mood and
thoughts that psychoactive substances can bring about. As a result, people
often develop a habit of taking the drugs more frequently. These substances
are therefore also referred to as habit-forming substances.

14.1.1 Why do people initiate substance use!?

There are many reasons why people start to use and continue to use
substances. The substances may be taken to reduce stress and alleviate pain,
or alternatively to stay alert, to stimulate the mind in order to study or to
better perform some task, or simply to have fun with friends. People with
mental health problems may take substances to ‘treat’ symptoms (although
you should recall from Study Session 13 that this is very unwise because it
can aggravate symptoms and limit the effectiveness of antipsychotic
medication).
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Some disadvantaged members of the community (for example, people who are
unemployed or youth out of school) may use substances to occupy their time.
Young people often initiate drug use out of curiosity or because of peer
pressure. You may be wondering why people continue to use substances. After
repeated drug use, ‘deciding’ to use substances is no longer voluntary because
the substances induce changes in brain function, which leads to addiction
(Figure 14.1).

Figure 14.1 Process of development of addiction: voluntary use induces changes
in brain processes, which in turn lead to addiction.

14.1.2 How substances affect the brain

Substances interact with the brain and affect its function in many ways. For
example, by changing a person’s mental processes and behaviour, substances
can affect memory, attention and the way people talk. They can also increase
impulsiveness, which can lead to aggression and violence. You may also
notice changes in the level of alertness and perception of the world.

Addiction (also called dependence) is a complex illness characterised by
compulsive behaviour (the person has a compelling need to use a substance),
and uncontrollable cravings (having a strong desire to get the substance).
People who are addicted to psychoactive substances persist in using the drug
even in the face of extremely negative consequences (e.g. family or job
problems, being jailed).

People with addiction typically need increasingly high doses of the drug to
achieve the same effect (this is called tolerance), and when they try to stop or
reduce the intake of the drug they develop adverse physical and/or
psychological symptoms, called withdrawal effects.

Substance abuse is frequent use of a substance despite negative
consequences. Not all drug use is bad. Many people have the occasional glass
of alcohol and don’t develop any negative effects. It is only when someone
shows harmful use of substance (e.g. excessive drinking that is damaging to
physical and mental health) that problems develop.
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m  From you own observation, what kinds of substances do you think are
commonly abused in Ethiopia?

0 Alcohol, cigarettes, khat and cannabis are all drugs that frequently lead to
addiction in Ethiopia.

Habit-forming substances can be divided into different classes according to
their effect (Figure 14.2).

Figure 14.2 Classification of substances according to their effects.

Depressants are substances that have a relaxing effect on people by reducing
the activity in the brain. Examples of depressants include alcohol and drugs
prescribed for sleep problems.

Stimulants are substances stimulating the brain, e.g. khat and tobacco.

Hallucinogens are substances producing hallucinations, e.g. cannabis may
produce hallucinations if taken in large amounts.

14.2 Alcohol use

Alcohol is a habit-forming substance that is present in varying amounts in
beer, wine, and spirits. Examples of Ethiopian local drinks that contain
alcohol are, tella, tej, and areki (Figure 14.3).

Figure 14.3 People enjoying themselves using local drinks.

Moderate use of alcohol does not have major consequences for health; the
substance use becomes problematic when someone uses a lot of alcohol,
and/or consumes alcohol throughout the day, especially in the morning.

Box 14.1 sets out the guidelines for healthy alcohol use. In addition to these
guidelines, a person who drinks in the morning may well have health and
social problems related to alcohol consumption.

67



Box 14.1 Maximum alcohol limits a person can drink

For men = 21 units per week (or on average three units per day)
For women = 14 units per week (or on average two units per day)

(1 standard unit = 6—8 grams of alcohol: a shot of spirit or areki contains
approximately 1 unit of alcohol, a bottle of beer contains about 1.5 units
and a glass of wine about 2 units.)

m  What is the recommended daily limit of beer intake for men?

0 Men are advised not to drink more than two bottles of beer (or three
alcohol units) on average per day.

14.2.1 Immediate effects of alcohol use

The immediate effects of alcoholic drinks are seen soon after drinking excess
amounts of alcohol. A typical effect on mental status is sedation (it makes
people sleepy). There are also other effects on the body, e.g. a lower heart and
respiration rate, a slower reaction time (speed of reaction of a person to an
incident requiring a fast response), impaired coordination (e.g. difficulty in
walking straight), and even loss of consciousness in the case of very heavy
alcohol intake.

14.2.2 Long-term complications of alcohol use

The long-term effects of alcohol are seen after drinking alcohol for years.
Alcohol affects most organs of the body including the brain. Long-term heavy
alcohol use can lead to brain damage, which may in turn lead to loss of
memory. People with alcohol abuse may, for instance, forget familiar places
(e.g. they walk aimlessly, often missing their own houses) or may no longer
recognise people who are familiar to them. The brain damage may also cause
slurred speech and decreased motor coordination. Alcohol abuse can also lead
to deficiencies in nutrition. People with alcohol problems often eat poorly
(limiting their supply of essential nutrients) and alcohol interferes with the
nutritional process in the body, so that the nutrients are not fully absorbed.
Alcohol may also affect the fetus if a pregnant woman consumes alcohol. The
use of alcohol increases the risk of delivering a low birth weight baby and
may increase the child’s risk of developing learning difficulties later in life.

14.2.3 Withdrawal effects of alcohol use

Withdrawal effects of alcohol use can occur when people with alcohol use
problems suddenly decrease or stop using alcohol. The majority of people
with alcohol use problems have mild to moderate withdrawal symptoms,
including tremors (shaking hands), sweating, sleep disturbance, decreased
appetite and nausea. These withdrawal symptoms usually disappear in less
than seven days with or without treatment. Sometimes the withdrawal
symptoms can be very severe, and lead to an emergency medical condition
called delirium tremens. Delirium tremens is characterised by loss of
consciousness, agitation, restlessness, tremor, disorientation (difficulty in
knowing place and time or recognising familiar people), sweating and high
fever, visual hallucinations, and paranoia. It commonly occurs three to seven
days after drinking has stopped.
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14.2.4 ldentification of people with drinking problems

The best way of identifying people with alcohol use problems in your
community is to ask routinely about drug and alcohol use. The questions in
Box 14.2 come from a screening questionnaire called CAGE. These questions
will help you to identify people with alcohol use problems.

Box 14.2 Identifying someone with a drinking problem

Questions to ask the family or friends:

o Has the person been drinking recently?

e Are your worried about his or her drinking? Why?
e Has the person been drinking in the mornings?

Screening questions to ask the person (CAGE questionnaire):
o Have you ever felt you should Cut your drinking?

o Have people Annoyed you by criticising your drinking?

e Have you ever felt bad or Guilty about your drinking?

o Have you ever taken a drink first thing in the morning (Eye opener)
to steady your nerves or get rid of a hangover?

Yes to two or more questions suggests the person has a harmful drinking
problem.

Whilst you talk to the person, look out for signs of tension, nervousness, the
smell of alcohol, bruises, scars or other signs of injuries. When these signs are
present it is possible that this person is suffering from alcohol-related
problems. After identifying the person with alcohol-related problem, the next
step is to help them solve the problem.

14.2.5 Management of people with alcohol-related problems

The goal of treatment is to help the individual live a normal life without
alcohol use. This would include the acute phase of withdrawal when medical
help is needed and the longer phase of readjustment to normal life and
rehabilitation.

The first step is to help the individual and family to accept the problem. In the
process, it is important that you understand the patient’s perspective and
attitude towards drinking. Successful treatment depends on the attitude and
confidence of the patient. For patients willing to stop, advise them to set a
definite date to quit. The preferred goal of treatment should be abstinence.
However, abrupt abstinence for a person with a heavy alcohol drinking habit
may lead to severe withdrawal symptoms (as described above).

When you deal with people with alcohol problems, you should explain the
benefits of reducing or stopping drinking alcohol to them. Stopping using
alcohol can save them money, reduce the risk of liver disease, depression,
weight loss, brain damage, sleep disturbances and accidents. There is also the
benefit of reducing problems at work with their employer or workmates,
reducing criticism and insults from the family, and avoiding legal problems
(e.g. being arrested for fighting and other criminal acts while under the
influence of alcohol).
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The second step for your client is to seek assistance from the nearest health
facility. Advise the patient and refer them for medical treatment at the health
centre or nearest hospital.

m  Why should a person withdraw from alcohol under medical supervision
in a health facility? Think about what you have read in Section 14.2.3.

0 Sudden withdrawal can result in severe symptoms, including delirium
tremens. Such patients should be referred because medical supervision is
important.

14.2.6 When you should refer a person

You should refer the person if they are drinking large amounts of alcohol or
have developed a severe withdrawal reaction, or when there is a serious
medical condition like diabetes mellitus, or chronic liver disease. If a person
has a severe mental illness (SMI, see also Study Session 10) in addition to
their alcohol use, then they should be referred to the nearest mental health
service. When the person is taking multiple substances, in addition to alcohol,
they should be referred to the nearest substance treatment centre or mental
health centre with an in-patient service.

14.2.7 Other advice you can give your local community

Apart from your role in identifying individuals with alcohol-related problems
in your community and managing their problems, you can play an important
role in educating people about the effects of alcohol. Box 14.3 lists some
ways in which you can be of help.

Box 14.3 How can you help to reduce alcohol use
problems?

As a locally trusted healthworker you can help to reduce alcohol use
problems in your community in the following ways:

e By being available and helping people with alcohol use problems to
accommodate to changes in their lifestyle.

o Educating people about the immediate and long-term adverse effects
of alcohol use.

¢ Giving information to patients and their families that alcohol
dependence is an illness with serious consequences.

e Mothers should be advised against drinking during pregnancy because
drinking may harm the fetus.

e People with physical diseases and/or dependency should be
recommended to abstain from taking alcohol.

|4.3 Tobacco use problems

Tobacco products contain the chemical compound nicotine, which is addictive.
Other components in tobacco, especially tar, affect the respiratory system and

increase the risk of lung cancer and other chronic respiratory problems. People
in the rural community of Ethiopia use tobacco through smoking, chewing and
putting a bolus of tobacco under the tongue.
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Globally about one in three adults smokes i.e. 1.2 billion people. By 2025 the
number is expected to rise to more than 1.6 billion, so smoking is clearly a
worldwide problem.

14.3.1 Immediate effects of tobacco use

The popularity of tobacco mainly stems from its immediate effects which —
users state — include feeling happy and relaxed and improved concentration.
However, evidence suggests that smokers are actually less able to be happy or
relaxed or concentrate than non-smokers when they do not have access to
tobacco (see Section 14.3.3). The immediate physical effects of smoking
tobacco include increased blood pressure, respiration and heart rate. With
regular tobacco use, levels of nicotine accumulate in the body during the day
and persist overnight. Thus, daily smokers or chewers are exposed to the
effects of nicotine for 24 hours a day. Nicotine stimulates the brain (see
Section 14.1). Stimulation is then followed by depression and fatigue, leading
the user to seek more nicotine.

14.3.2 Long-term effects of tobacco use

Long-term use of tobacco can lead to a wide range of health problems
including cataracts of the eye (see Study Session 5) and greatly increases the
risk of cardiovascular and respiratory diseases including lung cancer (see
Study Session 3). Smoking during pregnancy is especially harmful as it may
result in delivery of a low birth weight baby, which in turn is a risk factor for
later mental and physical problems in the child. Passive smoking (when
somebody is exposed to smoke through the smoking of someone else) can
also cause lung cancer in adults and increases the risk of respiratory illnesses
in children and sudden death in infants.

14.3.3 Withdrawal effects of tobacco

Research has found that when chronic smokers are deprived of cigarettes for
24 hours, they display increased levels of anger, hostility and aggression, and
are less inclined towards social cooperation. Tobacco users suffering from
withdrawal also take longer to regain emotional equilibrium following a
stressful experience. During periods of abstinence and/or craving, smokers
tend to show decreased motor activity and concentration, and loss of interest
in work.

|14.4 Khat abuse

Khat is an evergreen shrub grown in east Africa and used as a stimulant. Khat
contains more than 40 chemicals. Most of the stimulant effect of khat is
thought to come from the chemicals cathinone and cathine. Khat can be
chewed, or may be brewed as tea. It can also be swallowed with a soft drink.
The prevalence of khat use in different parts of Ethiopia is variable ranging
between 0.3% and 64%. People usually prefer to chew khat in groups

(Figure 14.4).

Figure 14.4 People chewing khat in a
social group.
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14.4.1 Immediate effects of khat use

People chew khat because they believe that, like tobacco, it improves their
concentration. During and immediately after chewing khat, people state they
feel euphoric and wakeful, and have increased energy. They are also likely to
have a decreased appetite (and are consequently often underweight) and an
increased body temperature. Khat can also provoke paranoia and
aggressiveness.

14.4.2 Long-term effects of khat use

People who have used khat for more than a few years may manifest with a
range of serious symptoms (see Figure 14.5), including depression, anxiety,
irritability, anger, sleep disturbance, fatigue, suspiciousness, hallucinations,
panic attacks, suicidal thoughts, dry mouth, burned lips, worn teeth,
disturbances in heart rhythm, heart attack and loss of libido.

Figure 14.5 Long-term use of khat can lead to many problems, including bad
teeth. This man grinds the khat in a pestle because his teeth are too worn to chew
it. (Photo: Basiro Davey)

14.4.3 Withdrawal effects of khat use

The withdrawal effects of khat use are usually seen in people who have been
using khat for long time. These are especially visible during early afternoons
when many people chew khat:

e Sadness

e Loss of interest in work and social interaction

e Reduced activity

¢ Vivid unpleasant dreams, popularly called dukak in Ethiopia.
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4.5 Cannabis (hashish or marijuana)

Cannabis is a dry, shredded green/brown mix of flowers, stems, seeds and
leaves of the plant Cannabis sativa. It has many informal names (e.g. ‘ganja’,
‘weed’, ‘torpedo’, ‘dope’) and is usually smoked as a cigarette (Figure 14.6),
but it can also be eaten. Marijuana smoke has a distinctive sweet smell. The
active ingredient in cannabis is called delta-9-tetrahydrocannabionol (THC).
THC has a direct effect on the brain.

14.5.1 Immediate effects of cannabis

Cannabis is rapidly absorbed and metabolised when smoked, less so when
ingested (although this can produce a more intense effect). The immediate
effects include a sense of relaxation, increased appetite, mood change, reduced
thinking capacity, suspicion and paranoia, and impairment in balance.
Cannabis may also cause hallucinations, delusions, agitation and panicky
feelings in vulnerable individuals. If you observe a person during or
immediately after smoking, you may notice the strong smell, and the smoker
may have red eyes and a flushed face.

14.5.2 Long-term effects of cannabis

Long-term frequent cannabis use leads to lack of motivation and poor
performance at work or in school compared to individuals who do not
consume this drug. People with cannabis use problems often appear tired and
seem to not care about what happens in their life, have no desire to work
regularly, and have a lack of concern about the way they look. In people who
have a genetic vulnerability to psychosis, using high doses of cannabis for a
prolonged period may act as a trigger to induce psychotic episodes (see Study
Session 13).

14.5.3 Withdrawal symptoms of cannabis

Withdrawal from cannabis can provoke a range of both physical and
psychological symptoms. These include interrupted sleep or — in extreme
cases — total insomnia. When long-term heavy users of cannabis reduce or
stop taking the substance, they may lose interest in eating and experience
nausea and diarrhoea. They may also become irritable and restless and sweat
excessively.

4.6 Identification of people with tobacco, khat
or cannabis use problems

If you see a person with poor physical health or who is prone to repeated
accidents, or has a reputation for failing to live up to their responsibilities, ask
if they use any of the substances mentioned above. Ask the questions in

Box 14.4 to help you to identify and help people with tobacco, khat or
cannabis use problems.

Figure 14.6 Mother checking
her son for smoking hashish.
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Box14.4 Identifying someone with a tobacco, khat or
cannabis use problem.

Questions to ask family and friends:

e Have you noticed any change in their behaviour or that of their
friends? If yes, what is the nature of this behaviour and when did it
start?

e Do you suspect they are chewing khat, smoking cigarettes or using
cannabis?

e How do you feel about this? (This question is helpful because the
attitude of the family towards substance abuse is an important factor
in treatment, especially in developing countries such as Ethiopia.)

Questions to ask the person using tobacco, khat or cannabis:
o Have you been chewing khat or smoking cigarettes and/or cannabis?

e In what situations do you chew khat or smoke cigarettes and/or
cannabis?

o How is the use of khat, cigarettes or cannabis affecting your health?
Your family? Your work?

e Have ever you tried to stop chewing khat, or to stop smoking
cigarettes or cannabis on your own?

¢ Would you like to stop using khat, cigarettes and/or cannabis?

o Who is supporting you now? (This question is relevant because the
presence of social support is an important factor in the success of
treatment.)

4.7 Management of people with cigarette, khat
and cannabis use problems

The goal for treatment of people with cigarette, khat and cannabis problems is
to help them live a normal life without substance use, so that they can
function normally both in their daily social life and in their work. Treatment
starts by assessing the degree of motivation and motivating them to pass
through the process of change in their lifestyle. It involves increasing
awareness; enhancing motivation, and helping them through the process of
change. The next step is to seek assistance from the nearest health facility.
Advise and refer the patient for further treatment at a health centre, the nearest
hospital, or a substance abuse treatment centre for further evaluation and
treatment.

14.7.1 When to refer for these substances

People with substance abuse problems should be referred to a health centre or
general hospital when there is a serious medical condition, for example,
diabetes mellitus or chronic liver disease. If the patient has a severe mental
disorder, like psychosis, they should be referred to the nearest mental health
service for better evaluation and management (see also Study Session 13).
When people use large amounts of substances and/or multiple substances, or if
they are unable to stop despite your guidance, they should be referred to a
substance abuse treatment centre or to a hospital with a psychiatrist.

74



Study Session 14 Substance Use Problems

Summary of Study Session 14
In Study Session 14 you have learned that:

1 Addiction is a condition where a person has uncontrollable drug cravings
and takes the drug compulsively, despite the negative consequences
associated with the substance use.

2 People start using drugs for different purposes. When substances are taken
frequently and excessively they may result in brain change. As a result
addiction may occur and the addicts’ control of their substance use may
become increasingly difficult.

3 People with substance abuse problems often need increasing amounts of
drugs to achieve the same effect (tolerance) and they show withdrawal
symptoms after decreasing or stopping the use of the drug.

4 Some of the immediate effects of popular substances are pleasurable. The
drug can for instance have a relaxing effect (e.g. in the case of alcohol), or
improve concentration (e.g. tobacco, khat). Long-term substance abuse,
however, has serious adverse effects, including brain damage (alcohol),
lung cancer (tobacco), depression and anxiety symptoms (kkat) or paranoia
and psychosis (cannabis).

5 Alcohol, tobacco, cannabis and khat use can be identified by asking
specific questions to the person and their family. People with substance
abuse problems should be encouraged to stop using the drug by educating
them about the negative effects and supporting them in making the
necessary lifestyle changes.

6 In cases of serious withdrawal symptoms, severe medical conditions or
mental health problems, the person with a substance use problem should
be referred to the nearest health centre for further assessment and
treatment.

Self-Assessment Questions (SAQs) for Study
Session 14

Now that you have completed this study session, you can assess how well you
have achieved its Learning Outcomes by answering these questions. Write
your answers in your Study Diary and discuss them with your Tutor at the
next Study Support Meeting. You can check your answers with the Notes on
the Self-Assessment Questions at the end of this Module.

SAQ 14.1 (tests Learning Outcome 14.1)

Which of the following statement is false? In each case explain why it is
incorrect.

A Every psychative substance will cause dependence.

B Tolerance refers to the need to increase the amount of psychoactive
substance to achieve the same effect.

C People who are addicted to alcohol and cannot stop drinking only
have themselves to blame.

D The presence of withdrawal symptoms is one sign of dependence.
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SAQ 14.2 (tests Learning Outcome 14.2)
Read Case Study 14.1 and answer the question that follows it.

Case Study 14.1 Mr Thomas

Mr Thomas is a 39-year-old merchant and a married father of two. He
has been drinking local areki on a daily basis for the last 10 years. He
initially took up drinking to socialise with his friends, but over time he
has greatly increased the amount of areki he drinks. He feels a craving to
get areki all the time. His wife is worried about his forgetfulness, his
loss of interest in work, the lack of money to feed the family and the
many domestic arguments they have. He exhibits irritable behaviour,
tremor, sweating and nausea. His wife says he looks tense and fearful
whenever he has a day without drinking areki.

Outline the withdrawal symptoms and long-term effects impacting on Mr.
Thomas of his areki drinking.

SAQ 14.3 (tests Learning Outcome 14.3 and 14.5)
After reading Case Study 14.1, what questions would you ask Mr
Thomas to find out whether he has an alcohol use problem?

What would make you decide whether to refer Mr Thomas for medical
treatment?

SAQ 14.4 (tests Learning Outcomes 14.4 and 14.5)

Mr Nuredin has been chewing khat and smoking cigarettes for more than
15 years. He comes to you and asks you ‘Is there a need to stop chewing
khat and smoking cigarettes?” How would you respond?
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Introduction

People with epilepsy have recurrent seizures characterised by a brief period of
involuntary shaking. Some people fail to respond to antiepileptic drugs, but
more than 70% who receive treatment achieve complete freedom from
seizures, usually within five years of diagnosis. Dementia is associated with an
ongoing decline of the brain and its abilities, causing problems with thinking,
language, memory, understanding and judgement. There is no cure for
dementia and symptoms tend to get worse over time. However, there are a
number of effective treatments that can help people to cope better with their
symptoms and improve their quality of life.

Both epilepsy and dementia are common conditions and you are very likely to
come across people with these illnesses in your community. In both cases, the
early identification of epilepsy and dementia can have a big impact in terms of
effective treatment and management of these problems. In this study session
you will learn to recognise the common signs and symptoms of both
conditions, the different forms they take, and their common causes. You will
also discover what you can do to help people with these conditions. This is
very important in Ethiopia because — as with mental illness and the other non-
communicable conditions discussed in this Module — significant treatment
gaps exist for epilepsy and dementia, particularly in rural areas. So providing
help and support to people with these conditions will also be effective in
reducing the negative effects of poverty and social inequalities within rural
communities.

Learning Outcomes for Study Session |5

When you have studied this session, you should be able to:

15.1 Define and use correctly all of the key words printed in bold.
(SAQs 15.1, 15.2, 15.3 and 15.4)

15.2 Describe the common types and causes of epileptic seizures.
(SAQs 15.2 and 15.3)

15.3 Explain how to provide emergency treatment for person who is
having a seizure, and how to minimise the risk of further seizures.

(SAQ 15.3)

15.4 Understand the reasons for referring people with epilepsy and what
should be done to support and manage this condition in your community.
(SAQ 15.3)

15.5 Describe the main features of dementia. (SAQ 15.4)

15.6 Describe the possible care and treatment of people with dementia in
the community. (SAQ 15.4)

5.1 Epilepsy

Epilepsy is characterised by recurrent seizures (sometimes called fits). A
seizure is caused by a sudden burst of excess electrical activity in the brain,
causing a temporary disruption in the normal messages passing between brain
cells. This disruption results in the brain’s messages becoming halted or mixed

up.
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These seizures may be partial, involving only one part of the body, or they
may be generalised, involving the entire body, and they may be accompanied
by loss of control of bowel or bladder function. People who get seizures can
suddenly lose consciousness and collapse, wherever they are (see Figure 15.1).
Their limbs become stiff and the ‘fit’ is characterised by sharp, shaky
movements.

Figure 15.1 A person having an
epileptic fit.

The brain coordinates all the functions of your body, so what is experienced
during a seizure will depend on where in the brain the epileptic activity begins
and how widely and rapidly it spreads. For this reason, there are different
types of seizure.

15.1.1 Types of seizure

Grand-mal seizures

Grand-mal seizures (also called ‘tonic-clonic’ seizures) are the most common
type of generalised seizure. Generalised seizures affect all or most of the
brain. The person will lose consciousness and won’t remember what
happened. During the tonic phase of an epileptic attack, the person may lose
consciousness, have stiff muscles, which can make them lose their balance
and fall to the ground, cry out, or bite their tongue or cheek. During the
clonic phase they may have jerking muscles, lose bladder or bowel control, or
become very pale. Tonic seizures are often followed by clonic seizures;
however, people may also have either the topic or the clonic phase alone. The
epileptic attack (also called the ictal phase) is usually preceded by a phase in
which the person feels unhappy and fearful, and may experience unusual
sensory events, such as the perception of a strange light, or an unpleasant
smell. This period just before the attack is also called the pre-ictal phase.
After the attacke (the post-ictal phase) the person often feels drowsy and
confused and may have a headache.

Petit-mal seizures

Petit-mal seizures (also called ‘absence’ seizures) happen mainly in
childhood. This kind of seizure doesn't involve falling down or having
involuntary jerking movements. Instead, the person may lose awareness, look
blank and their eyelids might flutter. They may look as if they’re
daydreaming. Common between the ages of five and nine years, petit-mal
seizures may disappear in adolescence, giving way to grand-mal seizures.
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Partial seizures

Partial seizures are seizures that only affect a part of the brain. People with a
partial seizure may not lose their consciousness. But these partial seizures may
be a precursor to a larger seizure, resulting in a generalised seizure, such as
the grand-mal seizure described above.

5.1.2 Features of seizures

Following the seizure, people may experience additional symptoms including
headaches, vomiting, aches and pains, extreme tiredness, slurring of speech,
weakness, or paralysis of the limbs. The experience of a seizure can drain the
body (both physically and psychologically) so, afterwards, people may prefer
to rest. Some may exhibit confused or odd behaviour after the seizure.

Seizures may occur in irregular intervals. This may be as frequently as several Nocturnal seizures occur when

times in a day or a few times a week. In other instances, they may occur only the person is asleep — in the day

a few times in a year. The attack may occur when the person is asleep (known
as nocturnal seizures), when alone, or while walking on the street or working
in the field. Thus in any situation, anywhere, any time, the person can have an
attack. The attack may place the person in peril, for instance, when it happens
near fire or in the water, or when the person is climbing, operating machinery,
or driving a vehicle. The fall following the seizure may result in trauma or
burn injury.

Many people with epilepsy find that certain circumstances, or substances, can
trigger a seizure. These epilepsy triggers include: stress, lack of sleep,
alcohol (particularly if a large amount is drunk in a short time), and health
conditions that cause a high fever. Also, some women may find that they are
more prone to having seizures just before, during or after their menstrual
period. This is because the hormones released by the body during this time
can change the chemical composition of the brain, making seizures more
likely. Also the changes in mood many women experience before their period
— premenstrual tension (PMT) — can make them feel stressed and anxious,
which again increases the chance of a seizure.

Most people with epilepsy have something that is known as a seizure
threshold. People with a low seizure threshold will experience frequent
seizures and be sensitive to epilepsy triggers. Those with a high seizure
threshold will experience less frequent seizures, and epilepsy triggers will
have less effect on them.

15.1.3 Attitudes towards epilepsy

People have different views about epilepsy. For example, there is a traditional
belief that epilepsy is a form of insanity, caused by supernatural forces or
possession by evil spirits (see Study Session 11, Section 11.1.2). There is also
a belief that epilepsy is contagious. Such beliefs are not supported by
evidence and can result in negative (prejudiced) attitudes towards those who
have epileptic seizures, increasing their social isolation and limiting their
access to treatment.

or the night.
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The causes of oxygen deprivation
(hypoxia) in newborns is covered
in the Labour and Delivery Care
Module.

m  Look back to Study Session 9 (Section 9.2.2) and Study Session 11
(Section 11.1.2). When you have done so, answer the following
questions:

(a) What views and beliefs do people in your community have about
epilepsy?
(b) How might you address the negative consequences of such views?

o Your answer may have included some of the following points:

(a) It is likely that you will encounter a range of views about epilepsy,
including traditional beliefs where those who have seizures are feared
and shunned. As we have stressed throughout this Module, it is
important to think carefully about how you can work with such
beliefs. This involves listening patiently to people’s concerns and,
wherever possible, responding in a way that is sensitive to traditional
explanatory models and local cultural contexts.

(b) The best way to challenge the more negative aspects of traditional
views is not through confrontation but through the provision of
sound, professional knowledge. Educating the community about
mental health issues is a key aspect of your role and this can be
highly effective in challenging the more negative features of
traditional beliefs. For example, people are less likely to assume that
epilepsy is the work of spirits if they have accurate information about
its medical causes.

15.1.4 The causes of epilepsy

For most people — six out of ten, in fact - there is no known cause of
epilepsy and this is called idiopathic epilepsy. But sometimes the reason
epilepsy develops is clear. It could be because of a severe blow to the head, a
stroke, or an infection of the brain such as meningitis. Epilepsy with a known
cause is called symptomatic epilepsy. Epilepsy can also be caused by drug and
alcohol misuse, by conditions that affect the structure of the brain, such as
cerebral palsy, by birth defects or by problems during birth which cause a
baby to be deprived of oxygen (such as the umbilical cord getting twisted, or
compressed, during labour).

Sometimes children below five years of age can have a seizure when they
have a high fever. This is called febrile convulsion. If epilepsy occurs for the
first time after the age of 20 years, it is usually symptomatic epilepsy, due to
detectable brain damage such as a scar or healed wound in the brain, bleeding
inside the brain, or damage because of long-term, excessive use of alcohol.

The diagnosis of epilepsy is mainly based on the description of the seizure
given by the person themselves and any eye witness accounts. Box 15.1
provides examples of some of the questions you should ask the person and
their family after a seizure has taken place.

Box 15.1 Useful questions for assessing epileptic seizures

Questions to ask the person:

o How did you feel before you had the seizure, for example hot, cold,
hungry, tired, etc.?

¢ Did you experience any unusual symptoms beforehand, for example,
nausea, dizziness or chest pain?
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e Had you drunk any alcohol or taken any drugs of any kind?
e Did you have any warning beforehand? If so, what?

e Do you remember anything about the seizure? If not, what happened
when you came round?

e Did you fall over and/or injure yourself?
e Were there any symptoms after the seizure?
e How many seizures have you had?

o Are there any other factors which could suggest epilepsy, for
example, head injury, previous seizures, other people in your family
with epilepsy?

Questions to ask witnesses:

o What was the person doing when the seizure started?
o What exactly happened when they had the seizure?

e How long did the seizure last?

e Did they appear confused after the seizure?

A useful method for gaining insight into the recurrence of seizures is to
encourage the person to keep a seizure diary (or mental record), noting the
date, type of seizure, the time it occurred and its duration, and any thoughts
they may have about possible epilepsy triggers or other relevant features.

15.1.5 Emergency treatment for epilepsy

Epilepsy is not usually a life-threatening condition. However, a small number
of people die from epilepsy each year, usually as a result of accidents or
status epilepticus (see below). In this section you will learn what you can do
if you come across someone during a seizure.

The best response to a seizure attack is simply to prevent the person from

self-injury by moving them away from dangerous sharp edges, placing a soft

pillow under their head, and carefully rolling the person into the safe lateral This is a position in which the
position (see Figure 15.2). To prevent injury, objects should not be placed in ~ Pperson is put on their side, to
the person’s mouth during the seizure. It is also important not to light avoid fluid going into the lungs.
matches, give the person anything to drink, or to try to stop the fit by force or

by holding them tight.

Figure 15.2 Protecting a person during a
seizure attack.

If a seizure lasts longer than five minutes (or the seizures begin to come in
‘waves’ one after the other), this may be a sign of status epilepticus.
Although rare, status epilepticus is a serious medical emergency characterised
by two or more seizures occurring in succession without the person regaining
consciousness.
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This may occur because of the sudden discontinuation of antiepileptic drugs,
alcohol withdrawal (in chronic alcoholics), or as the result of an infection of
the central nervous system or an accident involving trauma to the head. Status
epilepticus could occur without previous history of seizure disorder.
Individuals with status epilepticus can be helped by being put in the safe
lateral position, by checking blood pressure frequently, and by referring them
urgently to the nearest general hospital, accompanied by a close relative or
yourself.

After a seizure (whether as a single fit or status epilepticus), the person should
not be allowed to wander about unsupervised until they have returned to their
normal level of awareness. The person should remain observed until they have
completely recovered. It is helpful if those present at the time of a seizure
make notes (see the section on seizure diaries at the end of Section 15.1.4) as
these could prove useful in diagnosis.

15.1.6 Drug treatment of epilepsy

Although there is no cure for epilepsy, it is treatable and can be controlled
with regular medication. Epilepsy is a long-term condition and, with
treatment, the outlook is very good for most people. Symptoms can usually be
controlled using a class of medication known as antiepileptic drugs (AED).

It can take some time to find the right type of AED, and the correct dose,
before the seizures are brought under control. With a clear understanding of
epilepsy and effective management in the community, the risk of seizures can
be minimised. A general guide about the use of antiepileptic drugs is given
below.

AEDs do not cure epilepsy, but they do prevent seizures from occurring.
There are many different AEDs, but they all tend to work by either altering
the electric transmissions in the brain or altering the chemicals in the brain.
Adverse effects of medication (see also Section 11.2.4 of Study Session 11)
are common when people begin taking AEDs and may include nausea,
abdominal pains, drowsiness, dizziness, irritability, and mood changes. For
some people, the side effects will pass within a few days, whereas for others,
the effects may persist for many months. Some side effects, which produce
symptoms that are similar to being drunk, occur when the dose of AEDs taken
is too high. They include unsteadiness, poor concentration, drowsiness,
vomiting and double vision. If someone tells you that they experience any of
these symptoms, you should advise them to attend the health centre
immediately, so that their medication can be revised.

It is also important that you emphasise the importance of adherence to
treatment. Advise the person (and their family) that they should never
suddenly stop taking an AED because doing so could cause a new seizure.
While taking AEDs, they should not take any other medicines, including
traditional medicines, without consulting a doctor. This is because other
medicines could cause a dangerous interaction with their AED and cause a
seizure.

If the person remains seizure-free for more than two years, it may be possible
for them to stop taking their AED. However, they should not do this until it
has been agreed by the doctor.
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I5.1.7 Reasons for referral
You should refer in the following circumstances:

e If you come across a person with epilepsy who has never been treated.

e If you suspect a person is having a seizure for the first time and is above
the age of 40 years.

o If the seizure occurs in a child under two years of age.
o If the person is pregnant.

o If there has been a recent increase in the frequency of seizures, despite the
use of AED medication and in the absence of any explanation.

e If you suspect status epilepticus.

o If there is evidence of psychiatric illness (requiring psychiatric drug
treatment).

o If there are severe side effects.

5.2 Dementia

Dementia is a common problem which, like epilepsy, is related to problems
with the functioning of the brain. Dementia affects a person’s mental ability,
personality and behaviour. People with dementia commonly experience
problems with memory and the skills needed to carry out everyday activities.
They may also have problems controlling their emotions or behaving
appropriately in social situations. Aspects of their personality may change.
Most cases of dementia are caused by damage to the structure of the brain,
leading to the death of brain cells. There are many different types of
dementia; the most common type is called Alzheimer’s disease.

Although it can occur at any age, dementia is more common in older people
(but it is not part of normal ageing). The older people get, the more likely
they are to develop dementia. Dementia usually gets worse slowly, often over
many years, and may mean that the person affected can no longer live
independently. The disease therfore affects both people who develop dementia
and the people who care for them. It can shorten people’s lives and is an
important cause of disability.

Reflecting the ageing global population (with people living longer lives),
dementia is a growing problem. There are currently no treatments that can
cure or stop the progression of most forms of dementia. However, drugs and
other treatments can improve symptoms in some people. There is a significant
treatment gap in the provision for people with dementia. Symptoms of
dementia can also develop as a result of other long-term health problems, such
as epilepsy, alcohol-related brain damage and head injury.

Alzheimer’s disease can develop in people with Down syndrome (see Study
Session 17) and this usually happens around the age of 30. The signs and
symptoms are similar to those seen in people without this syndrome.
Sometimes people with AIDS develop AIDS-related dementia, including
forgetfulness, difficulty in concentrating, personality changes and loss of
coordination.

Although there is no expectation that you will be involved in the diagnosis of
dementia, it is important to reflect on the symptoms above so that you are
aware when a referral for treatment is necessary. A useful technique is to use
the questions in Box 15.2 to gain greater understanding of the specific features
of dementia in the person you are supporting.
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Box 15.2 Useful questions for assessing dementia

Questions to ask the family or friends:

e When did you first notice a problem?

o How did the illness start? Does the person have problems
remembering things?

e Does the person have difficulty in everyday activities such as eating,
bathing and using the toilet?

e Do they behave in odd manner?
o Have they seemed sad or lost interest in daily life?

Questions to ask the person with memory problems:

In the following, you should award each correct answer with a mark. If
a person answers less than six questions correctly then there is a
possibility that they have dementia and should be referred for
assessment.

1 How old are you?

What time is it now?

Which woreda do you live in? (kebele, and village and address)
What is the month and year?

wm B W N

What is the name of the health institution or home address you are
at?

Do you recognise the people around you?
Do you know when you were born?
When did the current Ethiopian government win the first election?

O 0 3 O

Who is the prime minister of Ethiopia?
10 Name the days of the week backwards.

15.2.1 Treatments for dementia

Memory loss cannot be reversed, but you can minimise suffering in people
affected by dementia by using these tips. It is important that you give tips to a
person with memory loss, so that they do not have to learn new information,
which is the most difficult thing for people with dementia.

e Put your keys in an obvious place.

o Put labels on cupboards, drawers or boxes.

o Instruct family members to remind you when you forget things.

e Try to memorise unfamiliar things by associating them with well-known
things.

Try to review regularly the person’s ability to perform daily tasks safely,
behavioural problems and their general physical condition. You need to make
sure the person and their family understand that the condition may impair
their ability to function properly, and to encourage the family to give support
in the care of the person.
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There are no medical treatments that reverse the effects of dementia. Drug
treatment can, however, help manage some symptoms and improve the lives
of people with dementia and their families. Drugs can be used in people with
dementia to treat:

o Cognitive symptoms (symptoms that affect thinking and reasoning)
¢ Behavioural symptoms (symptoms that affect behaviour)

e Depression

e Anxiety

e Sleep problems.

For example, if depression is a problem, antidepressants (see Study

Session 12) can be given by a doctor. Similarly, behavioural disturbances or
psychosis associated with dementia can be treated by antipsychotic drugs (see
Study Session 13).

5.2.2 Prevention of dementia

While it is not possible to prevent age-related dementia, there are some
measures that can help the person avoid some types of dementia, as well as
cardiovascular diseases, such as strokes and heart attacks. The rule here
appears to be ‘What is good for your heart is also good for your head.” You
should inform people that the best ways to guard against dementia are to:

e cat a healthy diet

e maintain a healthy weight

e get sufficient and regular exercise
e drink alcohol in moderation

e not smoke.

For detailed discussion of these disease prevention strategies please refer to
Study Sessions 1, 14 and 18 of this Module.

Summary of Study Session |5
In Study Session 15, you have learned that:

1 Epilepsy and dementia are conditions arising from problems in the
functioning of the brain. Neither can be cured but treatment can
significantly improve the quality of life of both sufferers and their families.

2 There is a very large treatment gap (defined as the difference between the
need for treatment and its availability) for epilepsy and dementia in
developing countries, including Ethiopia.

3 Traditional beliefs about epilepsy and dementia can result in prejudice and/
or shame and limit the take-up of effective treatment. You should address
such beliefs carefully and sensitively.

4 Epilepsy can be symptomatic (when the cause is known) or idiopathic
(when it is not).

5 Knowledge of the details of an epileptic seizure could be useful to doctors
in diagnosis.

6 You should refer for immediate assessment if you suspect status
epilepticus.

7 Many people with epilepsy can lead symptom-free lives using antiepileptic
drugs (AEDs) but should be monitored carefully in the community as
seizures can return as a result of non-adherence to this medication.
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8 Although there is no cure, there are a range of medical and non-medical
treatments for managing the symptoms of dementia.

9 As with many physical conditions, it is important for people to maintain a
healthy lifestyle.

Self-Assessment Questions (SAQs) for Study
Session |5

Now that you have completed this study session, you can assess how well you
have achieved its Learning Outcomes by answering these questions. Write
your answers in your Study Diary and discuss them with your Tutor at the
next Study Support Meeting. You can check your answers with the Notes on
the Self-Assessment Questions at the end of this Module.

Read the following case studies and answer the questions at the end.

Case Study 15.1 Mrs Mulu

Mrs Mulu is a 30-year-old married mother of one. She has a history of
epileptic seizures that have not been helped by her previous non-
adherence to treatment. She did not take her medication because of bad
side effects and because she was ashamed of her condition, as her
husband’s family had told her that it was her fault for making the spirits
angry. Three years ago, her failure to take her antiepileptic drugs (AEDs)
resulted in the need for emergency treatment for status epilepticus. Since
then you have visited her regularly and discussed the importance of
medication. She now takes her AEDs and has not experienced a seizure
in over two years.

However, on a recent visit she complains to you that she is again
experiencing some side effects. These are different to before and make
her behave as if drunk (although she has never drunk alcohol). She is
also worried about her 8-year-old daughter, Meron, who has been
behaving strangely in school and at home. On a number of occasions she
has been found in a trance-like state, staring into the distance with
fluttering eyelids. Mrs Mulu’s husband and his family believe that this is
caused by possession by evil spirits because they are angry that Mrs
Mulu continues to take her AEDs. Given their views and the absence of
seizures, Mrs Mulu wants your permission to stop taking her medication.

SAQ 15.1 (tests Learning Outcomes 15.1, 15.2 and 15.4)
Should you give Mrs Mulu permission to stop taking her medication?
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SAQ 15.2 (tests Learning Outcomes 15.1, 15.2 and 15.4)

How might you explain Meron’s strange behaviour to the family and
school? What else should you do?

SAQ 15.3 (tests Learning Outcomes 15.1, 15.2, 15.3 and 15.4)

What should you do if Mrs Mulu or her daughter has a seizure during
your visit? Describe both your emergency care role and what you would
do after the seizure has ended.

SAQ 15.4 (tests Learning Outcomes 15.1, 15.5 and 15.6)
First read Case Study 15.2 and then answer the questions that follow it.

Case Study 15.2 Mr Teklu

Mr Teklu is a 62-year-old man. He was once a school teacher and he and
his wife were highly respected in the village. However, the couple were
not blessed with children and, since his wife died four years ago, Mr
Teklu has become withdrawn. He no longer recognises former pupils by
name and seems to have lost all joy in life. When old friends try to talk
to him he often makes little sense, saying strange things and sometimes
laughing or crying for no reason. As a result, they keep away. Without
support, Mr Teklu appears to be getting worse and struggles with
keeping himself clean and tidy or looking after himself.

When you visit Mr Teklu at home it is clear that he is struggling to cope
alone. His home is a mess and he appears undernourished. He tells you
that he has been feeling depressed and uses khat and alcohol to make
him feel better. This leaves him little money to buy food and he finds it
hard to remember how to cook his favourite meals.

(a) What would you do to find out whether Mr Teklu is suffering from
dementia?
(b) How might you help Mr Teklu?
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Study Session 16 Mental Health Problems
in Daily Life

Introduction

In the course of your daily work, you will commonly find people who have
the following problems:

o physical complaints that don’t seem to have a medical cause
e worries that seem too much

o difficulty with sleep.

People may be very troubled by these problems and need help. Without
treatment these problems can interfere with a person’s work and relationships.
Sometimes, but not always, these symptoms indicate the presence of mental
disorder. In this session you will learn how to assess people who have these
problems and detect any underlying mental health problems. A small
proportion of people will need referral for further assessment, but many
people can be helped with simple interventions. You will learn how to give
advice on relaxation, ways of managing anxiety and panic, and sleep
problems.

Another common experience that can affect a person’s mental health is
exposure to violence or life-threatening accidents. Individuals can be exposed
to violence by being the victims of it or because they have witnessed violent
acts on others. Violence can occur at home, in the fields, in meeting places, in
the bar and in other places. It affects children, women and men. Although
violence is often assumed to be physical, it can also be psychological
violence (violence that negatively affects the self-confidence and dignity of an
individual). A person who experiences a life-threatening accident can also
suffer from disabling mental health problems. The expectation, after
completing this study session, is that you will understand the serious nature of
violence, the common mental health consequences of violence and life-
threatening accidents, and what you can do to support people who suffer from
these kinds of mental health problems.

Learning Outcomes for Study Session 16

When you have studied this session, you should be able to:

16.1 Define and use correctly all of the key words printed in bold.
(SAQ 16.1)

16.2 Describe what somatisation is, identify when it may be present and
explain how you could help. (SAQ 16.3)

16.3 Explain how you would give advice to a person who is worrying too
much. (SAQs 16.1 and 16.2)

16.4 Explain how you would help people with sleep problems.
(SAQs 16.1 and 16.2)

16.5 Describe how you would detect mental health problems arising from
violence or life-threatening accidents. (SAQ 16.4)

16.6 Explain how you would help women who are victims of intimate
partner violence. (SAQ 16.4)
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6.1 Physical complaints without an identifiable
medical cause

It is a common experience in primary healthcare that a person comes with a
physical complaint but no medical cause can be found. The most common
explanations for this situation are:

e A medical cause is actually present, but can’t be detected with the
facilities available.

e The physical complaint is due to undetected depression or anxiety.

o The physical complaint is due to somatisation. This is when mental or
social distress (e.g. chronic poverty, marital problems) comes out as a
physical symptom (Figure 16.1). Often the person doesn’t realise that this
is happening. For example, a woman who is distressed because she is not
able to get pregnant may develop a chronic headache as a result of her
distress. Somatisation can also occur as part of depression.

Figure 16.1 A person with multiple
physical complaints characteristic of
somatisation.

Studies from Ethiopia have shown that around one in five people attending a
general medical out-patient clinic with a physical symptom actually have an
undetected mental health problem. This is very similar to the situation in other
countries. It is important to recognise when a person’s physical health
complaint is being caused by an underlying mental health problem, otherwise
there is a risk that they will repeatedly attend health services without getting
relief. They may spend a lot of money on traditional treatments that don’t
help, or may receive inappropriate treatment or investigations; for example,
they may be given antimalarial medication for a headache that is actually
caused by depression. Ultimately, they continue to suffer and be disabled
because they don’t get the treatment they really need.

Some of the physical symptoms that can be caused by depression or anxiety
are shown in Table 16.1.

Table 16.1 Physical symptoms in depression and anxiety.

Depression Anxiety

Loss of appetite Tremor/shaking

Weight loss Sweating

Fatigue Poor digestion

Low energy Tense muscles

Headache Heart racing

Multiple aches and pains Shortness of breath

Constipation Chest pains
Dizziness/fainting
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In Ethiopia, there are some other physical complaints that seem to be more
typical of somatisation than a medical illness or condition. These are listed in
Box 16.1. In your area you may know of some additional physical symptoms
that people use to express their mental or social distress. Make a note of them
here.

Box 16.1 Common somatisation symptoms in Ethiopia

e Burning sensations on the head or body
e Buzzing in ears

e Crawling sensations under the skin

o Stabbing/pricking pains

e Fluid in the head

o Back pain.

Some indicators that physical symptoms might be related to a mental illness
or somatisation are as follows:

e Medical investigations give no abnormal results
e The person has three or more physical complaints

e The physical symptoms don’t fit in with usual patterns of any known
disease

e Other features of depression (e.g., low mood, hopelessness, loss of interest,
guilt, etc.) or anxiety (e.g., excessive worry) are also present (depression
was covered in Study Session 12 and you will learn more about anxiety in
Section 16.2)

e The symptoms are chronic
e The person has repeatedly consulted healthworkers.

m  Read Case Study 16.1 about Mrs Abeba carefully. List which features of
her case are indicators of possible mental health problems and which
features make it more likely that she has a physical health problem.

Case Study 16.1 Mrs Abeba

Mrs Abeba is a happily married woman with two healthy children. The
family does not have any major financial concerns. One morning she
noticed a pain in her lower back while she was picking up a bundle of
wood. She tried to ignore the pain but it quickly became worse and
would not go away. The pain was particularly bad in the mornings and
became so severe that she would often cry. Antipain medication only
helped for a short while before the effect wore off. She was seen by a
hospital doctor three times within just two weeks, but he was not able to
find anything significantly abnormal. There was a small cyst which the
doctor removed in case it was the reason for the pain. However, the pain
continued. The doctor thought the pain was due to a mental disorder and
referred her to a mental healthworker.
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Even if you think an unexplained
physical complaint is due to
mental illness, review if new
symptoms develop — don’t miss a
physical cause!

o Indications that Mrs Abeba’s back pain could have a physical cause are:
that the pain is very severe, it is the only symptom Mrs Abeba has, there
is no evidence of depression/anxiety and there are no obvious
psychosocial stressors (i.e. stressful circumstances in her life). On the
other hand, the doctor could not find any cause and the pain had become
chronic, which could suggest a psychosocial cause.

This is a real case. Mrs Abeba went on to develop some other symptoms —
including fluid coming out of her spine and loss of feeling in her leg — and
was eventually diagnosed as having tuberculosis of the spine. This example
shows the importance of keeping an open mind and being prepared to review
the original diagnosis when new information becomes available.

16.1.1 Physical complaints without an identifiable medical
cause: what can you do to help?

When somebody from your local community has physical complaints that
don’t seem to have a medical cause, the first things you need to do are:

e make sure that the person has been properly medically assessed

¢ screen for depression, anxiety and alcohol misuse/abuse.

If any of these conditions are present then refer for treatment.

If the physical complaint doesn’t seem to be due to a medical cause, or to
depression, anxiety or alcohol abuse, it might be due to somatisation. In this
situation there are a few things that you can do to help:

e Reassure the person that there doesn’t seem to be a serious or dangerous
cause for their symptoms.

e It can be difficult to explain to people that their physical symptoms may
come from mental distress. They may think that you don’t believe them or
that you are saying they are crazy. Instead, ask them about any life
difficulties.

¢ You can explain that:

o Physical symptoms can be made worse by worrying about life’s
problems.

o Worry can make people tense their muscles which in turn can lead
to pain, e.g. tension headaches.

o If we feel sad, worried or frightened then we become more
sensitive to pain.

o If the person is repeatedly attending different health facilities or looking
for treatment from traditional healers, build up their trust and encourage
them to come to you first if they have any new physical complaints.

e Be prepared to review the assumption that symptoms are due to
somatisation. If an underlying physical condition is present then it will
usually progress and become easier to detect with time.

e Medication is not indicated unless the person also develops depression. In
that case, the health centre staff may prescribe antidepressant medication
(see Study Session 12).
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16.2 Anxiety disorders: worries that seem too
much

All of us worry about things from time to time, especially if we have a lot of
problems, but for some people the worry can become excessive. Anxiety
disorders occur when a person worries without sufficient reason (Figure 16.2).
Some examples of normal worry could be a student worrying on the night
before an exam, a woman worrying about her child who is ill, or a man
worrying about how he can provide for the family after the crops have failed.
Some examples of abnormal worry (an anxiety disorder) could be a student
who worries all the time, even when their exam results are good, a woman
who worries constantly about her child even though the child is healthy and
happy, and a man who worries about the harvest even when the crops are
growing well.

Figure 16.2 A person who is suffering
from anxiety.

Anxiety can be distressing and disabling, for example, preventing people
doing things that they used to such as going out of the house and meeting up
with other people. As well as causing a person to worry too much, anxiety
can lead to physical symptoms (as you have already discovered in Table 16.1).
Anxiety often goes hand-in-hand with depression. Also, people who are
worrying too much may use alcohol and khat as a way of trying to cope with
their symptoms. Although this might help them to feel better in the short term,
alcohol and khat usually make anxiety worse in the longer term (see Study
Session 14).

Here are some ways that you can help a person if they are suffering from an
anxiety disorder (worrying too much):
e Show the person that you take their problem seriously.

e Screen for depression and refer for treatment if needed (see Study
Session 12).

e If they are using alcohol and/or khat then advise them to stop (see Study
Session 14).

e Suggest cutting back on coffee as this can make anxiety worse.

o If they have sudden attacks of severe anxiety, tell them to breathe into a
paper bag. This will help to calm them down.
o Depending on the person, regular exercise could help.

e For the person who worries about lots of different things at the same time,
problem solving (a simple, structured way to approach problems; see
Box 16.2) can also be a useful approach.

If none of these approaches helps or the anxiety is severe, refer to the next
level health centre for further assessment.
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Figure 16.3 A woman who is
unable to sleep at night.

Box 16.2 Problem solving for the person with many
worries

o Sit with the person and help them to make a list of all their worries.
o Focus on just one worry — the main one.

o Help the person to think of step-by-step actions to tackle that single
problem.

e Involve a family member if appropriate.

o Encourage the person to try to solve the problem and check on their
progress.

Next we would like you to complete Activity 16.1.

Activity 16.1 Learning how to use problem solving

Think of something that you are worried about (or have been worried about in
the past) and try to use the problem-solving approach on yourself. Once you
feel confident, try it on a friend or family member.

Write about your experiences of trying this technique in your Study Diary and
discuss them with your Tutor at the next Study Support Meeting.

This activity is also relevant to SAQ 16.2.

16.3 Difficulty with sleep

Sleep problems are common: in the USA 1 in 10 people have chronic
insomnia. This is when a person has difficulty getting enough good quality
sleep (Figure 16.3). Not everybody needs the same amount of sleep, but most
adults seem to need between 7 and 9 hours of sleep in order to function
properly. Children need more sleep and older people don’t need so much
sleep.

m  From your general knowledge, can you think of five reasons why
somebody might have problems sleeping?

o Common causes of sleeping problems include: bad sleeping habits,
undetected mental illness (depression, anxiety, psychosis), social problems
(e.g. somebody has died, not enough food for the family), stimulants or
other drugs (coffee, alcohol, khat, prescribed medications), a physical
health problem (e.g. painful conditions, diabetes, breathing problems,
epilepsy), late pregnancy, having a young child, something in the
environment (uncomfortable sleeping place, cold, noisy).

Sleep problems can be very frustrating and distressing. People with sleep
problems are more likely to be involved in road accidents because they are
tired and don’t concentrate properly. Sleep problems can also lead to mental
illness or make mental illnesses worse. People may try to treat their sleep
problems through self-medication, either with sedative medication (usually
diazepam) or alcohol. Sedative medication is medication that makes a person
feel sleepy. Both alcohol and diazepam can lead to addiction and, instead of

94



Study Session 16 Mental Health Problems in Daily Life

solving the sleep problem, can make it worse. Because of all these reasons, it
is important to take sleep problems seriously. Simple advice can be very
helpful.

If somebody tells you that they have a sleep problem, you need to do the
following:
e Try to work out whether there is an obvious reason for it.

e Screen for depression (see Study Session 12) or anxiety (Section 16.2). If
present, refer for treatment.

e Ask the person about their use of alcohol, khat and coffee. If present,
explain that these stimulants may be affecting their sleep and advise them
to cut down or stop.

o If you think they have got into bad sleeping habits, you can use the advice
in Table 16.2 on sleep hygiene — that is, getting into good sleep habits.

Table 16.2 Advising people on good sleep hygiene.

Do’s Don’ts
Go to bed and get up at regular times Sleep during the day
Make sure you have regular exercise Eat a heavy meal just before bed
Take time to talk with family and relax before trying to sleep | Drink coffee in the afternoon or evening
If you are worried about something, write it down/tell Chew khat
somebody about it and deal with it in the morning Smoke a cigarette
Use alcohol to help you sleep

|6.4 Violence, accidents and mental health

If a person experiences or witnesses very severe violence (e.g. due to physical
or sexual assault, or fighting in a war) or a life-threatening accident

(e.g. being thrown off a horse, a serious road traffic accident) then it is normal
for them to become mentally distressed. In most cases, their distress will get
better with support from family and friends, and with the passing of time.

16.4.1 Mental health problems due to life-threatening
violence or accidents

For some people the effect of violence or major accidents on their long-term
mental health will be very serious and they may develop one of the following
mental illnesses:

o Depression (see Study Session 12)

e Anxiety (see Section 16.2 above)

e Alcohol misuse (see Study Session 14)
e Post-traumatic stress disorder.

In post-traumatic stress disorder (PTSD), the person remains very distressed
because of the violence or accident they experienced. You can screen for
PTSD by looking for the following symptom:s:

e horrible and persistent memories or nightmares about the bad event
e unable to relax because they are expecting more bad things to happen
e avoiding anything that reminds them of the bad event.

The person with PTSD may not be able to work properly and they may
develop problems in their relationships with other people. In Box 16.3 are
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Figure 16.4 A woman being
beaten in her home.

some suggestions for how you can help when a person develops mental health
problems as a result of life-threatening violence or accidents.

Box 16.3 How you can help with the mental effects of
life-threatening violence or accidents

o Reassure the person — usually mental distress lessens with time
o Encourage family and friends to be supportive

o Talking about their experience doesn’t always help — let the person
decide if they want to discuss it or not

¢ Encourage the person to continue with their normal activities as much
as possible — having a routine is helpful

o If they are very severely distressed, refer to the next level health
centre straight away

o [f the person’s distress lasts for more than one month, screen for
mental illness (depression, anxiety, alcohol problems, PTSD) and
refer if signs of these disorders are present

e You can explain to the person and their family that PTSD can be
helped by medication and by talking to a trained health worker.

16.4.2 Intimate partner (‘domestic’) violence

Violence against women, usually carried out by their husband or another
family member (intimate partner violence, Figure 16.4), is sadly common in
all cultures and societies around the world. Studies show that Ethiopia is no
exception: nearly 3 out of 4 women experience violence at some point in their
life. Of course, men can also be the victims of violence carried out by women,
but this is much rarer and so we won’t focus on that problem here. Violence
against women can be physical (e.g. beating), sexual (e.g. rape) and/or
psychological (e.g. saying things that make the woman feel bad about herself).
Violence tends to be worse when a woman is pregnant. Women who have
just given birth may also be at increased risk because the tradition means that
they should stay inside their home after giving birth and so they may not be
able to escape from a bad situation.

Women who experience violence are at increased risk of developing mental
illnesses. These women are more likely to develop depression or anxiety
disorders, somatisation (see Section 16.1) and/or become so desperate that
they consider ending their lives (suicide).

m  Read about the case of Mrs Alemtsehay, a postnatal woman living in a
rural area (Case Study 16.2). This shows you the effect of violence on
one woman’s mental health (this is a real case but the woman’s name has
been changed). As you read about Mrs Alemtsehay’s experience, can you
identify possible symptoms of mental illness?

Case Study 16.2 Mrs Alemtsehay’s story

‘First, we quarrelled and then he [her husband] started to beat me. I
cried. I became angry about having a baby at that time. I was irritated.
After that day, I couldn't sleep. All I did was cry. ... At that time, had I
been God or had I been the person who can do anything, I thought of
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killing her [her baby] and killing myself. ... Since I didn't have the guts
to kill the baby or kill myself, I just thought about it.’

0 Mrs Alemtsehay is showing possible symptoms of depression: sleep
problems, crying, hopelessness and suicidal thoughts. It may not be
abnormal for a woman to feel like this if she is being beaten by her
husband, but it is important to check that she hasn’t also developed a
depression. The thoughts of wanting to harm her child suggest that severe
depression is present. If she does have depression, this might make her
situation even worse. She may even try to end her life. If her depression
is treated, she might be able to think more clearly and be more motivated
to try to find ways to solve the problem.

As well as mental health effects, violence can lead to physical injury (see
Study Session 7). If a pregnant woman is the victim of violence can lead to
pain or bleeding and even cause her to lose her baby. If the baby survives,
violence can cause the baby to be born early, have a lower birth weight or
develop other health problems.

A woman who is the victim of violence may not know how to get help. Often
women blame themselves even when it is not their fault. For example, they
might say ‘I deserved to be beaten because I forgot to fetch the water’, or ‘He
is my husband so it is his right to have sex with me even when I don’t want
to have sex’. They may also be frightened that the violence will get worse if
they tell an outsider (and this could be true). If they have also developed
depression, this may be another obstacle that stops them looking for help.

See Box 16.4 for some ways in which you can help with the mental health
effects of intimate partner violence.

Box 16.4 Intimate partner violence: what can you do to
help?

e Educating the community to prevent violence happening in the first
place. (We will discuss this further in Study Session 18.)

e Be ready to detect violence, particularly among pregnant and
postnatal women.

e When asking a woman about violence, make sure the discussion is
private.

e If you find out that a woman is the victim of violence:
o Be supportive by listening to her difficulties
o Screen for mental illness and suicidal thoughts or plans

o Encourage her to speak with another family member or
community elder

o Advise her of any local organisations or charities that offer
help to vulnerable women

o  Offer to speak with a community elder who could then help
to sort out the problem.
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Summary of Study Session 16
In Study Session 16, you have learned that:

1 Physical complaints without an identifiable medical cause are often caused
by depression, anxiety and/or somatisation.

2 It is important to detect and treat the mental health causes of a person’s
physical complaints so that their suffering can be relieved, they won’t
spend lots of money on unhelpful treatments, and they won’t repeatedly
attend health facilities.

3 Always remember that unexplained physical complaints could have a
physical cause that is difficult to detect — be prepared to review the
diagnosis of somatisation if new evidence comes to light.

4 People who worry too much can be helped with simple advice and the
specific techniques of relaxation exercises and problem solving.

5 Sleep problems are common and disabling. You can help to identify the
cause of the sleep problem, refer for treatment if needed and advise on
healthy sleep habits.

6 Self-medication of anxiety and sleep problems, for example by drinking
alcohol, chewing khat or taking sedative medication, is a common problem
and often makes the problem worse.

7 If a person is exposed to severe violence or a life-threatening accident then
they are at increased risk of developing a mental illness.

8 Intimate partner violence is a common problem that mainly affects women.
You can help by detecting the problem, screening for mental illness and
informing the woman of any local organisations that could help them.

Self-Assessment Questions (SAQs) for Study
Session 16

Now that you have completed this study session, you can assess how well you
have achieved its Learning Outcomes by answering these questions. Write
your answers in your Study Diary and discuss them with your Tutor at the
next Study Support Meeting. You can check your answers with the Notes on
the Self-Assessment Questions at the end of this Module.

SAQ 16.1 (tests Learning Outcomes 16.1, 16.3 and 16.4)

Which of the following statements is false? In each case explain why it
is incorrect.

A Sleep hygiene means making sure that a person is clean before they
go to sleep.

B Problem solving involves telling a person how to solve their
problems.

C Sedative medication is good for people who can’t sleep.

D In post-traumatic stress disorder the person keeps remembering the
bad event that happened to them.

E Avoiding drinking coffee after lunchtime can help to improve sleep
problems.
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SAQ 16.2 (tests Learning Outcomes 16.3, 16.4)

Case Study 16.3 Mr Ato Debela the farmer

Mr Ato Debela has always been somebody who tends to worry about
things more than other people. But since his father died a year ago, his
worry has increased. Mostly he worries about how he is going to manage
to provide for his wife and three children. He has lots of aches and pains
in his muscles, especially in his head and neck. His hands shake and he
sweats a lot. He also feels his heart beating faster than usual and
sometimes feels as though he can’t breathe properly. At night time he
finds it difficult to sleep because he is thinking so much about different
things. At the health centre he was given some vitamin tablets but they
haven’t helped. He is unable to work properly because of his condition.

(a) Identify the possible symptoms of anxiety.
(b) What advice could you give Mr Ato Debela to help improve his sleep?
(c) How could you help him with his anxiety?

SAQ 16.3 (tests Learning Outcome 16.2)

One of the nurses working in the nearby health centre tells you about a
patient who keeps coming to the clinic with different complaints — one
week they have abdominal pain, another week they complain of
headaches, the next week they say they feel dizzy. The patient has had a
proper examination and all investigations are normal. The nurse asks
whether you can help.

(a) What do you think the problem could be?

(b) What extra information would you like to find out from the patient?

(c) Can you suggest how you could work together with the health centre
nurse to help this patient?

SAQ 16.4 (tests Learning Outcomes 16.5 and 16.6)
Look back at Case Study 16.2. How could you help Mrs Alemtsehay?
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Study Session 17 When Children Have
Problems

Introduction

A happy and healthy childhood is very important for the future of children
(Figure 17.1). Children who have problems in early life often continue to have
problems in adulthood. By preventing or treating childhood problems, we can
help to establish a mentally healthy population. Children need to be given the
opportunity to grow intellectually, emotionally, and behaviourally as well as
physically. Most childhood problems arise when development in these areas is
slow or abnormal. In this session you will learn about the most common and
most important problems in the intellectual, emotional and behavioural
development of a child. You will also learn what to do when you suspect a
child may have these problems.

Learning Outcomes for Study Session 17

When you have studied this session, you should be able to:

17.1 Define and use correctly all of the key words printed in bold.
(SAQs 17.1 and 17.2)

17.2 Identify important and common problems that occur in childhood.
(SAQ 17.2)

17.3 Explain how you support families with children who have intellectual
disabilities. (SAQ 17.1)

17.4 Describe what enuresis is and what you can do to support the family
and the affected child. (SAQ 17.2)

17.5 Describe the common forms of child abuse and its impacts.
(SAQ 17.1)

17.6 Identify the main reasons for referring a child with problematic
behaviour. (SAQ 17.3)

7.1 When children develop normally

There are large variations in the way children develop. But there are some
characteristics in physical, language and emotional development that all
children have in common. Table 17.1 and Figure 17.2 (on the next page)
present some important developmental milestones (significant events in
development that are achieved by most children around a particular age) in
early childhood. The exact age by which these milestones are achieved varies
from child to child, but when there is a serious deviation from these typical
developmental milestones, there is reason for concern. In the following
sections we will discuss a few important conditions in which the typical
development is delayed or abnormal.

Figure 17.1 A happy rural
child posing for a picture.
(Photo: Rosa Hoekstra)
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Table 17.1 Normal childhood developmental milestones.

Age Physical development Language development Emotional development
0-1 4 months: sits with support 4 months: laughs aloud Issues of trust are key
years 8 months: stands 8 months: repetitive responding 9 months: stranger anxiety;
9 months: crawls 10 months ma-ma, ba-ba exploratory and solitary play
10 months: plays peek-a-boo
1-2 13 months: starts to walk 2 word sentences Imitates
years 2 years: walks alone No is favourite word
2-3 High activity level Parents understand more of what Selfish
years Eats, drinks by self the child says Imitates mannerisms and activities
May be aggressive
34 Toilet trained. But bladder control | Complete sentences Gender-specific play
years may be delayed up to the age of 5 | Understands much more Takes turns
years Knows full names and gender
4-5 Hops on one foot Can tell stories Nightmares and fear of monsters
years Avoids simple hazards Imaginary friends
5-6 Complete toilet control Asks the meaning of words Important to conform with peers
years

Figure 17.2 Examples of developmental milestones.

7.2 A child who develops slowly

In the previous section you learned about the typical developmental
milestones. When there is significant delay in achieving these milestones, you
should think about the possibility of intellectual disability (ID), formerly
referred to as mental retardation. ID is characterised by a delay in the
intellectual development of a child compared with children of the same age.
ID impairs the ability of a child to carry out expected day-to-day activities
adequately. Children with ID may, for instance, have difficulty in the
following areas:

o Simple skills such as getting dressed, feeding oneself, and washing

e Skills to communicate or engage with others (being able to understand
what others say and to be able to answer back)

o Certain social skills to get along with friends and family members.
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17.2.1 WWhat causes intellectual disability?

The primary cause of ID appears to be problems with the development of the
brain. In most children with ID we do not know precisely why the children
have ID. But some of the factors that we know about include:

¢ Problems before the child is born: poor nutrition or excessive alcohol
consumption by the mother during pregnancy, exposure to certain types of
infections prenatally.

e Problems during childbirth: prolonged labour.

e Problems in the first year of life: infections of the brain; accidents or
severe malnutrition.

¢ Some genetic conditions, for example Down syndrome.

Down syndrome is the commonest identifiable cause of ID in Europe. A child
with Down syndrome is usually of short stature and has physical
characteristics (including an unusually round face, a protruding or oversized
tongue and unusually shaped eyes) that make them look different from other
children. The mother’s age is the commonest risk factor in relation to Down
syndrome: at age 28, the risk is about 1 in 800 live births, at the age of 38,
the risk increases to about 1 in 200; and by the age of 48, this rises
dramatically to about 1 in 10 live births. Given this, one of the things you can
do in your community is to encourage women to try and avoid pregnancy
after the age of 40.

Other risk factors that may affect the intellectual development of a child
include problems in the way the child is being looked after, such as poor
stimulation, child abuse and emotional neglect.

17.2.2 What can you do when you suspect ID?

There is no cure for ID. But there are things that can be done to make sure
that there are no treatable problems affecting intellectual development that are
being missed.

m  Tessema, a 3-year-old toddler, appears withdrawn and unhappy. His
parents tell you that he has grown well physically but has problems
talking. They also tell you that when he was 3 months old, he had a fever
and discharge coming from his ear. They are concerned that, because he
has not been able to talk, he may have ID. How would you proceed?

o ID is not just about a child having problems with language development.
ID is more pervasive and affects a child’s physical and emotional
development as well. Language is an important indicator of intellectual
development but it is not the only indicator. The first thing to consider in
the case of Tessema is whether a problem with his hearing has caused a
delay in his talking. At 3 months he had what appears to be an ear
infection, which may have caused the problems with language
development. However, before concluding that Tessema’s problem is just
to do with his hearing, confirm that there are no problems with his
physical and emotional development (Table 17.1 and Figure 17.2). If you
suspect hearing problems, or if you are unable to exclude this possibility,
refer Tessema to the next healthcare facility for further assessment and
advice.

As noted above, under-stimulation can also make a child appear
developmentally slow. As Tessema is withdrawn, this is a possibility, although
it is relatively uncommon. You should check how Tessema’s family interacts
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with him. If you find that there is very little interaction between him and the
family, you can gently suggest ways in which the family might encourage
stimulation. For example, you can ask the family to try and talk to Tessema
regularly, to take him out of the house on a daily basis, and to allow him to
play with other children.

Although ID cannot be cured, there are several other things that can be done.
You can play a key role in educating the parents, other relevant family
members and the child’s teachers about the child’s difficulties, and give them
information on how to best support the child.

17.2.3 Educating parents

Emotional reaction of parents

The birth of a child with ID can be a shock for the parents. Parents who have
a child with ID are likely to experience a range of strong emotions. Some
parents feel guilty when a child has ID. You should help them understand that
it is not their fault and can happen to anyone. Some parents also feel ashamed
to have a child with ID. Explain to them that ID is more common than they
may think. They may not know other children with similar problems simply
because their parents also don’t want other people to know about it.

Living with a child with ID can, at times, be stressful. For example, when the
child becomes ill but has difficulty in communicating their distress or
describing their problems; or when the child becomes an adolescent and their
behaviour changes in response to the challenges of this difficult developmental
period. Caring can itself be a cause of stress and mental health problems and
parents will require support, particularly during these times of stress. Despite
these difficulties and challenges, most parents of a child with ID have a good
quality of life. Many parents discover that their children — as well as having
special needs — have special qualities that add to the joy of family life.

What parents should expect

It will take parents a long time, in some cases years, to accept that their child
has significant limitations. It is important to be sensitive and tactful when you
discuss these difficulties or talk about the child’s future. You should be open
and honest with parents in providing advice and information, but you should
do this in a way that is sensitive to their fears and concerns.

In general, what can be expected will depend on the cause of the ID and its
severity. When ID is moderate to severe, the child will require a lot of
support. Some will be able to take care of themselves, in terms of eating for
themselves, dressing and the like. Others may require support in these areas.
Children with mild ID (which is the majority of cases) will be independent in
the above functions. Many will be able to attend school but their teachers
need to understand and be able to respond to the specific needs of these
children. Children with ID are also likely to experience difficulty in making
friends as they grow up and, as adults, in finding and sustaining paid
employment.
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You have probably seen many children with ID helping their parents in
different activities, for example on the farm. Can you provide other
examples of activities where those with ID may be able to help their
parents/carers?

Children with ID can do many simple errands like washing and cleaning,
looking after cattle, fetching water, picking up shopping, etc. Some may
be able to hold paid employment and help their families financially. The
list given here is only an example; there are probably many more chores
you can think of.

Specific things parents can do to support their child

Just like typically developing children, children with ID are sensitive to the
emotions of their carers. It is thus important for them to experience love from
their carers (Figure 17.3). Some other concrete things that parents could do to
develop their child’s skills are listed in Box 17.1.

Figure 17.3 Growing up in a loving and affectionate family is important for the
development of a child with ID.

Box 17.1 Tips and suggestions for parents

Parents should not overprotect the child, but should let the child do
whatever they can do on their own (Figure 17.4). This will make the
child more confident and self-reliant.

Parents should stimulate the child even if they feel it is pointless. For
example, they could talk to the child, beginning by using simple
language then raising the level as the child’s language skills improve.

Parents can provide training in simple social skills such as greeting
someone and saying goodbye
When parents want something from the child, they should explain

clearly what they expect from the child and how something is to be
done.

It does not help to be irritated or annoyed with the child. Most of the
time, the child does not do it deliberately.

It is better to praise the child when behaving well and to ignore them
when their behaviour is not satisfactory.

Figure 17.4 A mother allowing
her child with ID to do what he

can do on his own.
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17.2.4 Sexual adjustment

The sexual development of those with ID follows a normal course in most
cases. It is important that children with ID learn about human sexual
relationships and marriage. They are also likely to require education about the
physical aspects of sexual intimacy and body function. Parents may find such
conversations difficult but it is important that they take place. One reason for
this is that, given their intellectual difficulties, those with ID may be open to
exploitation and abuse if they have no understanding of sexual matters. Both
boys and girls with ID should know about the potential dangers and
appropriate protection in this area.

17.2.5 Preventing ID

Once ID has developed it is an irreversible condition. But several steps can be
taken to prevent ID. You will be able to support these actions in your
community (Box 17.2).

Box 17.2 ID prevention strategies

During pregnancy:
e Antenatal care: good antenatal follow-up
e Avoid medications as much as possible

o Advise mothers to not smoke, consume alcohol or take other drugs
during pregnancy

e Prompt treatment if ill

e As much as possible, avoid pregnancy after the age of 40 (because
the risk of having a child with problems increases markedly after
this)

e Adequate nutrition

o Having a child with ID caused by genetic or congenital problems is a
risk factor, increasing the probability that subsequent pregnancies will
result in similar problems. Parents should be aware of these risks.

Birth:

e Avoid trauma of the head at birth

¢ Prevent asphyxia (lack of oxygen) during childbirth.

Early childhood:

¢ [mmunisation against common infections

Avoid head injury
o Treat infections promptly

e Provide adequate nutrition.
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7.3 Enuresis

Enuresis is a term that refers to involuntary urination, either during the
daytime or at night, and occurring at an age when complete bladder control is
expected. As mentioned in Table 17.1, such control normally occurs around
the age of 5 years. If the child had never managed to attain control, this type
of enuresis is primary enuresis. If enuresis occurs after a period of complete
control lasting 6 months, it is called secondary enuresis.

17.3. How common is enuresis and what is its impact?

Enuresis is one of the most common complaints in childhood. At the age of 5
years, about 20% of children have enuresis. At the age of 7, around 5% of
children have this problem, while around 1% of 18-year-olds still experience
enuresis. Enuresis has an impact on both the child and the family. The child
loses self-confidence, may be teased by siblings and friends, and often faces
punishment by the parents. The family or parents looking after the child worry
about the wellbeing of the child. They may feel frustrated and think that the
child can stop wetting if they try harder. But it is very unusual for a child to
intentionally wet themselves. Punishing or shaming a child for it will
frequently make the situation worse, as the child may feel ashamed and lose
confidence in their ability to overcome this problem.

17.3.2 What causes enuresis!?

Most enuresis is a developmental or maturational problem and is not related to
any physical or mental health problem (Box 17.3). Only 5-10% of children
with enuresis have a physical or mental health problem that is causing the
enuresis. Enuresis is more common in boys than in girls.

Box 17.3 Some causes of enuresis

o Developmental — 9 out of 10 children with enuresis

e Genetic — if a family member has a history of enuresis, the risk of
enuresis is higher

o Infection — infection of the kidney, bladder or urinary passage
(urethra). This will result in other symptoms of infection, such as
pain during urination, frequent urination and fever

e Physical abnormalities — a small number of children have this
problem (for example, a small bladder)

o Constipation

o Stress — such as conflict within the family, birth of a new baby,
sickness and anxiety.
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Figure 17.5 A boy being
beaten by his father.

17.3.3 Treatment of enuresis

Most parents will manage their child’s enuresis problems in their own way
and you may therefore not see many children with enuresis. However, the way
the parents manage enuresis may affect the child negatively. Your role is
mainly in educating parents about the most effective approaches (see

Box 17.4).

Box 17.4 Specific recommendations for managing
enuresis

o Waiting — most enuresis is due to a delay in maturation. By waiting
a little, the child can often achieve bladder control without
intervention.

o Parents should know that punishment does not work. Enuresis is not
a condition that a child can control and punishment damages a child’s
self-confidence. Some children with enuresis develop behavioural
problems, such as disruptive and aggressive behaviour. These
behavioural problems can get worse with punishment.

o Parents can try a procedure called dry bed training. In dry bed
training parents follow a strict schedule with the child. They make
sure that the child urinates at normal times during the day and
evening and does not hold urine for long periods of time. They make
the child urinate before going to sleep and also wake the child up at
night to let them go to the toilet. The goal is to get the child to wake
up by themselves in the longer term. Parents should not restrict fluid
excessively. Dry bed training however has limited success.

o Parents should praise the child when they have dry nights. But when
the child wets the bed, they should ignore it and appear as if they
have not noticed.

If you think the child may have underlying physical health problems,
you should refer the child to the nearest healthcare facility.

When these methods are unsuccessful the child may be referred for further
assessment and treatment, e.g. using medication. If you suspect underlying
physical causes, such as infections, diabetes or problems with the bladder, the
child should also be referred.

|7.4 Child abuse

Child abuse is a very difficult issue to deal with. This is partly because
aspects of abuse are common due to a poor understanding of its impact on the
child. As a health professional working with the community, it is important
that you understand what child abuse is and explain to others the negative
impact of this practice on children. You will then be able to teach the
community about healthy childrearing.

Child abuse can be defined as the mistreatment of a child that adversely
affects the child’s health and development. There are three main types of
abuse: physical abuse, emotional abuse and sexual abuse.

Physical abuse occurs when a child is frequently and severely punished
(Figure 17.5) so that damage is caused to the child’s emotional or physical
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health. Sometimes children may be punished or beaten so severely that they
sustain serious injuries including broken bones.

Emotional abuse is the commonest form of abuse and can take different
forms. It may involve verbal abuse, in which the child is frequently shouted
at, mocked and insulted. It may also involve treating one child preferentially
while ignoring another. Neglect (in which the child does not receive sufficient
love or affection) is another form of emotional abuse that may have very
negative consequences for the child’s development.

Sexual abuse occurs when an adult uses a child for sexual pleasure. The adult
may touch the child’s sexual organs, make the child touch their sexual organs,
or even try to have sexual intercourse with the child.

All these forms of abuse, particularly sexual abuse, may have a lasting
emotional impact.

17.4.1 What do you do if you suspect child abuse?

Dealing with child abuse is difficult. It is important to be sensitive and tactful.
Your priority must be the health and safety of the child. If you suspect the
child is being abused, you may wish to discuss this with the child and — if
appropriate (see below) — with other family members. If family members
know about the problem, ask what they have done to try to stop it. If they
were not aware, ask them about their opinion and what they think should be
done. Formulate a plan with the family and then monitor the situation. If the
abuse is being done by one or more members of the family, tell them of the
potential consequences of what they are doing.

The family should also be aware of the legal protection of the child and that it
is a serious criminal offence to harm a child in this manner. Again, monitor
the situation. If there is no change and you continue to be concerned, you
should do what is locally appropriate. This may include involving other family
members, neighbours and local elders in safeguarding the child. It also helps
to know what kinds of programmes are available to support children who are
victims of abuse. In many parts of the country, there are special police officers
with expertise in dealing with victims of abuse. If you have reason to believe
that the child’s life is in danger, it will be necessary for you to act
immediately in informing the appropriate authorities.

7.5 Other childhood problems

Many children experience behavioural problems growing up, such as feeding
difficulties, temper tantrums and sleep problems. These problems usually
improve with time, so that no intervention is necessary. However, there are
some serious childhood problems where more support may be needed. An
example is conduct disorder.

Children with conduct disorder show persistent socially inappropriate
behaviour that often involves breaking rules, such as damaging property or
stealing. While most children will improve their behaviour when appropriately
disciplined by their parents, children with conduct disorder are unresponsive
to this. Common symptoms of conduct disorder include temper tantrums,
defiance and aggression, irritability, lying and stealing. These children may
come to your attention following accidents and injuries. You may be able to
support the family of the child, but helping the child with conduct disorder
requires more specialist input. If you suspect these problems you should
therefore refer the child to the nearest next level health facility.
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Children may also have emotional problems such as depression and anxiety
(see Study Sessions 12 and 16). These children will appear unhappy and the
family may tell you that they are often tearful. They may also have poor
appetite, and if the emotional problems are severe the child may start to lose
weight. If this happens, you need to refer the child. Emotional problems often
develop in response to problems at home or in school. If you identify specific
problems you can help the parents to address these. Simply explaining what
you see to the parents and allowing the child to talk about their problems will
often help. Medication is usually unnecessary unless there is some underlying
health problem or the depression is severe.

There are two more conditions that we will mention briefly: autism and
attention deficit hyperactivity disorder (ADHD). Children with autism have
great difficulty with social interaction and communication, and often show
repetitive behaviours (such as rocking or flapping their hands) or a very
narrow range of interests and activities. Children with autism often also have
ID and delay in their development, especially in their language development,
may be one of the first problems noted by the parents.

ADHD is another common developmental condition. Children with ADHD are
restless and experience difficulties concentrating on tasks at hand. They often
have problems sitting through class, which may get them into trouble with
their teachers. They also tend to do things impulsively, without thinking much
about the possible consequences of their actions.

If you feel that a child has significant problems with either of these
conditions, refer the child to the next level healthcare facility. Children with
autism or ADHD are greatly helped by a clear structure in their lives. Their
behavioural problems may improve if the children are given a strict daily
routine without many unexpected changes or distractions, and by receiving
clear instructions from their parents and teachers on what is expected of them.

Summary of Study Session 17

In Study Session 17, you have learned that:

1 A healthy childhood is the foundation for a healthy adulthood and a
healthy population.

2 Childhood is a period of physical, intellectual and emotional development.
Typical developmental progress in these areas is mapped by developmental
milestones that can help you assess the child’s development in relation to
others of a similar age.

3 Children with intellectual disability have a delay in intellectual
development. This impairment is usually first manifested through delays in
motor development (for example when the child starts walking), and poor
progress with speech and functioning.

4 Having a child with ID requires substantial adjustment on the part of the
parents. Despite this, many parents retain a good quality of life and
discover special qualities in their children that are emotionally rewarding.

5 Parents can do several practical things to support their child’s
development, including encouraging the child to do what they can do;
praising them when they succeed but overlooking their failures or bad
behaviour; helping them to practise and develop basic living skills such as
washing themselves and greeting others appropriately.

6 Enuresis is a common childhood problem that often improves with time
and without the need for intervention. In children without a physical cause
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for enuresis, the best approach is to emphasise support of the child rather
than criticism or punishment.

7 Psychical, emotional or sexual abuse of children can have a long-lasting
emotional impact. When you suspect child abuse you should, through
tactful action, try all you can to stop the abuse.

8 Conduct disorder, depression, anxiety, autism and ADHD are other
childhood behavioural conditions that you should look out for in your
community. Most of these conditions are helped by firm supportive
guidance from family members and teachers.

Self-Assessment Questions (SAQs) for Study
Session |7

Now that you have completed this study session, you can assess how well you
have achieved its Learning Outcomes by answering these questions. Write
your answers in your Study Diary and discuss them with your Tutor at the
next Study Support Meeting. You can check your answers with the Notes on
the Self-Assessment Questions at the end of this Module.

SAQ 17.1 (tests Learning Outcomes 17.1, 17.3 and 17.5)
Indicate whether the following two statements are true or false and in
each case explain why.

A Intellectual disability is incurable and neither parents nor you can do
much to help.

B Beating a child is an important part of disciplining a child and will
not affect the child’s development.

SAQ 17.2 (tests Learning Outcomes 17.1, 17.2 and 17.4)

Childhood enuresis is a relatively common problem. What can you do to
support the child and their family?

SAQ 17.3 (tests Learning Outcomes 17.6)

In most instances children with behavioural problems do not require
referral to the nearest healthcare facility. What factors would make you
decide that referral was necessary?
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Study Session |8 Prevention and
Promotion Activities for Mental Health

Introduction

This study session will cover mental health promotion and the primary,
secondary and tertiary prevention of mental illness. Mental health promotion
and prevention involves (1) educating the community about mental illness; (2)
screening for mental illnesses as you conduct your house-to-house visits; (3)
telling people about ways that they can reduce their risk of developing a
mental illness. Preventive activities for people who already have a mental
illness can help to reduce the negative impact of their condition and can
reduce the risk of suicide. The response of the community to issues of mental
illness can be very important in improving (or making worse) the quality of
life experienced by those suffering from mental illness. We conclude this
study session by looking at the negative effects of stigma and discrimination,
the abuse of mentally ill people, and what you can do to mobilise your
community to try to solve these problems.

Learning Outcomes for Study Session 18

When you have studied this session, you should be able to:

18.1 Define and use correctly all of the key words printed in bold.
(SAQs 18.1 and SAQ 18.2)

18.2 Explain the basic facts about mental illness to community members.
(SAQ 18.1)

18.3 Advise community members on effective ways to reduce their risk of
developing mental illness. (SAQ 18.1)

18.4 Screen for mental illness in your community. (SAQ 18.2)

18.5 Describe ways that you can help to reduce the risk of suicide.
(SAQ 18.3)

18.6 Draw on community support to challenge stigmatising attitudes,
discrimination and abuse. (SAQ 18.4)

18.7 Apply preventative strategies to decrease some of the negative
consequences of mental illness. (SAQ 18.4)

8.1 Raising awareness about mental health

Mental illness is often a hidden problem in the community because people
don’t know much about mental illness and so they don’t notice it. They may
also be frightened by mental illness and ashamed if a family member has
symptoms of mental illness, and consequently hide away people who are
affected by these problems. One of the most important things that you can do
to help people with mental illness is to increase awareness and understanding
in the communities where you live and work.
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[8.1.1 WWhat are we trying to achieve!

By raising awareness about mental health and illness, we are trying to achieve
the following goals:

¢ Mental health promotion and primary prevention. By mental health
promotion we mean educating people about ways to improve their mental
health. In primary prevention, the aim is to prevent a person from
developing a mental illness in the first place. The strategies for improving
mental health and avoiding mental illness are similar, so we will group
them together.

¢ Secondary prevention means detecting mental illness as quickly as
possible so that the person can receive treatment before the illness
progresses.

e Tertiary prevention means trying to reduce some of the negative effects
of a mental illness that has already developed.

In the following sections these promotion and prevention activities will be
discussed in more detail.

8.2 Mental health promotion and primary
prevention

There are four main areas of focus for improving mental health and reducing
the risk of mental illness:

e promoting a happy, healthy childhood

¢ reducing the exposure to violence

o reducing the use of substances such as alcohol, khat and cannabis, and
support in coping with life’s problems.

Prevention of intellectual disability is another important area and was covered
in Study Session 17.

18.2.1 Promoting a happy, healthy childhood

A child who comes from a loving home is more likely to grow up into an
adult who can trust other people, have good relationships and cope with life’s
problems (Figure 18.1).

Figure 18.1 A happy, healthy childhood is important for later mental health
(Photo: Rosa Hoekstra)
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As you learned in Session 17, children who experience physical, emotional or
sexual abuse have a much higher risk of developing a mental illness as an
adult. Children can also suffer from the effects of bullying. Bullying is when
other children say nasty things or are physically violent towards a child.

m  In Study Session 17 you read about things you can do when you suspect
that a child is being abused (Section 17.4.1). Can you now think of some
ways that you could

(a) help to prevent child abuse from happening
(b) reduce bullying in your community?

o You can

(a) Educate the community about the importance of a happy, healthy
childhood, e.g. by holding an awareness-raising meeting (see
Section 18.6).

(b) If you have the chance to speak in a school, you can tell the teachers
that (1) bullying is common; (2) bullying can lead to mental illness in
the child or later when they grow up; (3) it is important to identify
when bullying is taking place and do something about it. You can
encourage the school to make a plan for dealing with bullying and
supporting the child who is bullied.

18.2.2 Reducing exposure to violence

Violence doesn’t just lead to mental health problems in children. Violence can
lead to mental illness in adults too.

m In Study Session 16 you read about things you can do to help a person
who is a victim of violence (Section 16.4). Can you now think of some
ways that you could help to prevent violence among adults in your
community?

o You can

e Educate the community about the negative effects of violence,
especially intimate partner violence, on a woman’s mental and
physical health.

e Screen pregnant women for violence and the associated mental health
problems as part of their antenatal care. Pregnant women are at high
risk of being victims of violence.

e Make links with any organisations in your area that work to promote
women’s rights or offer support to women who are victims of
violence.

o Talk with community elders. As they often play an important role in
sorting out marital disputes, you can find out how they handle this
situation and encourage them to be tough on violence.

e Make links with local policemen and encourage them to take
complaints of violence against women seriously.

18.2.3 Reducing alcohol and khat use

The abuse of drugs, especially alcohol and khat, is often linked to mental
illness.
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Figure 18.2 Having a baby can
be stressful for the mother.
(Photo: Basiro Davey)

In Study Session 14 you learned about ways to help people who are
abusing alcohol or khat. Can you now think of ways that you could help
to prevent alcohol and khat abuse in your community?

An effective form of prevention is to educate the community about the
effects of excessive alcohol and khat use. For example, you might know
somebody in your community who used to have a problem with alcohol
or khat but has now stopped using these substances. Ask them to help
you spread the message that alcohol and khat can lead to problems for
some people, especially when used heavily over an a long period of time.

18.2.4 Coping with life’s problems

Sometimes we face difficulties in life and these can disturb us. We can
describe these difficulties as stressful events. Even good things can be
considered a stressful event. For example, getting married is a good and
positive thing, but preparing for this celebration can put people under a lot of
pressure so that it can be a stressful event.

O

Make a list of all the stressful life events that you can think of.

See Box 18.1 for examples of stressful life events.

Box 18.1 Stressful events

Negative stressful events:

Somebody close to you dies

You or somebody you love is very ill or injured
You lose your job

You get into conflict with neighbours
Somebody steals your possessions

You get into trouble with the police

The crops fail

You are separated from your family.

Positive stressful events:

Getting married
Having a baby (Figure 18.2).

We all deal with stressful events in different ways.

From your own experience, can you think of some good and bad ways
that people might use to cope if somebody they love (e.g. their brother or
sister) dies?

Table 18.1 lists some common ways of dealing with problems (coping
strategies). They have been divided into ‘helpful’ and ‘unhelpful’ coping
strategies. People who use helpful coping strategies are less likely to
develop mental illness if they experience a stressful event. Unhelpful
coping strategies make the person more likely to develop mental illness.
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Table 18.1 Coping strategies

Helpful coping strategies Unhelpful coping strategies
Spend time with family and friends Drink alcohol heavily

Talk about your problems Chew khat

Speak to someone with a similar problem Stay in bed all day

Some people find it helpful to pray Keep your problems to yourself
Exercise Avoid dealing with your problems
Find a way to solve your problem Get into fights

8.3 Secondary prevention: screening and early
treatment

The earlier that a person with mental illness can get treatment, the better their
recovery will be. Different types of mental illness can be detected in different
ways. In your day-to-day work you can screen people for mental illness. You
can also teach the community about detecting mental illness, and encourage
them to take the affected person to a health facility.

18.3.1 Screening for specific mental illnesses

Psychosis

In general, this is the easiest type of mental illness to detect because often the
person displays very disturbed behaviour. Remind yourself of typical
symptoms (Study Session 13). The community will usually recognise people
with these symptoms, but most of the time they will not have taken them to
the health facility for help.

Depression and anxiety

These forms of mental illness are more difficult to detect. The person with
depression is often quiet and withdrawn. They don’t cause a problem for other
people and so it is easy to overlook their suffering. (In Study Session 12 you
learned some questions that you can ask to screen a person for depression.)

Substance misuse

It may be obvious when a person is drinking too much alcohol, chewing too
much khat, or using cannabis, but sometimes the problem is hidden. You
should suspect a possible problem with alcohol, kAat or cannabis if somebody
is always getting into fights, or in trouble with the law, has a lot of accidents,
or problems at work. (Some useful questions to screen for these problems
were given in Study Session 14.)

18.3.2 Getting early treatment for mental illness

Whenever you have an opportunity, emphasise the benefits of treatment for
mental illness. If people do not know that effective treatment exists then they
will not make use of the available services.

In Study Session 9 you learned about competing explanatory models for
mental illness (see Section 9.2.2). Ask the people in your local community
their beliefs about mental illness. Educate people about the causes of mental
illness and the available treatment. For example, explain that spirits and
witchcraft have nothing to do with mental illness. Patiently listen to their
doubts and experiences.
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Do not argue with or confront people and always treat them with respect. Do
not make fun of them and do not get angry. Instead, persuade them to try
modern medicines and consult the doctor, even if they use traditional
treatments at the same time. These beliefs have been part of our culture for
many years and cannot disappear in a short period.

8.4 Suicide prevention

Around 3% of the adult population (1.2 million people in Ethiopia) have
thought about killing themselves at some time. Suicide is a tragedy and has a
very big effect on the family and community. Although it is not always
possible to prevent a person from committing suicide, you can help to reduce
the risk of it happening. The key ways that you can help to prevent suicide
are listed in Box 18.2

Box 18.2 Ways to help to prevent suicide

o Know how to assess the risk of suicide (see Study Session 10).
o Help people who have attempted suicide (See Study Session 10).

o Help people with depression and psychosis to get early treatment so
that their suffering is reduced. This will reduce the risk of suicide.
Also make sure you screen for suicidal ideas in this high-risk group.

e Help people with an alcohol, khat or cannabis problem to get
treatment (see Study Session 14). It is important to ask about suicidal
ideas, and also to screen for depression, as this increases the risk of
suicide in this group.

o Improve people’s coping strategies. Educating the community about
‘helpful coping strategies’ (see Section 18.1.4 above) may help to
reduce the chance that they will turn to suicide if they experience a
very stressful event.

8.5 Tertiary prevention: reducing the negative
impact of mental illness

In people who have already developed mental illness, there are simple actions
that you can take to help them recover more fully and more quickly, and to
reduce some of the negative effects of mental illness.

18.5.1 Nutrition and physical health

People with mental illness may neglect their health. For example, a depressed
person might lose interest in food and stop eating, while a person with
psychosis might neglect their personal hygiene so that they catch more
infections. The presence of mental illness may stop the person noticing
symptoms of physical disease and looking for help. People with mental
illnesses are also less likely to get adequate treatment for physical health
problems. Due to stigma and discrimination, healthworkers may not offer a
mentally ill person the same level of treatment they would give to others. For
instance, they may not take their physical complaints seriously or they may
not investigate them as thoroughly as they would if the patient was not
mentally ill.
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Additionally, some traditional remedies (e.g. beating out demons) are harmful
and may affect the person’s physical health. Practices such as chaining up
disturbed people can lead to physical problems, e.g. sores and muscle wasting,
so that they become more disabled. Also, people with mental illness are more
likely to smoke cigarettes, chew khat and drink alcohol. These habits may
negatively affect their physical health.

The unwanted effects of medication (see Study Session 11) can also affect
physical health. Some medications can make the person put on a lot of weight
and increase their risk of developing diabetes and cardiovascular disease.

Because of all these effects of mental illness on physical health, a person in
Ethiopia with severe mental health problems is three times more likely to die
young. Here are a few things you can do to help:

e Encourage the family to care for the person with mental illness by giving
them shelter, clothing and food, and helping them to care for their personal
hygiene.

e Remember that people with mental illness are at higher risk of many
physical illnesses. Don’t ignore them if they complain of physical
symptoms.

e Monitor their weight to detect undernutrition.
e Monitor carefully for other unwanted effects of medication.

e Explain about the negative effects of drinking alcohol, chewing khat and
smoking cigarettes or cannabis.

18.5.2 Helping people who are restrained

When you carry out your house-to-house visits, it is important to notice if
somebody is chained up or restrained. This person might have a mental
illness. Often the families of persons with severe mental illness don’t know
what to do to help their ill family member. In desperation they may chain the
person up. It is essential to find ways to help the family safely release the
person.

Now read Case Study 18.1. As you do so, think about the answers to the
following question:

m  How could you convince the family to take off the man’s chains?

Case Study 18.1 Mr Lemma

In the course of your house-to-house visits you come across a man who
has been chained to the wall of his home by the family. They tell you
that six months ago he became very aggressive and accused his wife of
trying to poison him. They don’t even have the money to take him to
holy water and explain to you that they had no other choice but to chain
him up. Although he has been calm for the last two months, he still
believes that the neighbours are trying to ruin his crops. Because of this,
the family has been too frightened to set him free.

0 The family may be understandably worried about taking off the chains. In
your discussion with Mr Lemma’s family, you should tell them that they
should take Mr Lemma to the nearest higher level health facility (he
should be referred by you for this purpose). You can explain to the
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family that this is where he can receive effective treatment for his
condition, and that you have heard (or seen for yourself) that people with
Mr Lemma’s condition can return back to normal life if they get the right
treatment. Lastly, you should explain that Mr Lemma has the right to be
treated in the same way as any other human being, unless it is an
emergency situation and he is likely to harm himself or another person.
So, if his condition has improved then the family should try to remove
his chains.

18.5.3 Living a normal life

Due to their illness, people with mental health problems can experience
difficulty in daily life activities, such as washing, going to work, building
relationships with other people and participating in society at large. Moreover,
stigma and discrimination can mean that a person with mental illness feels
isolated and excluded from normal community life.

To help a person to recover from mental illness, you can encourage the person
and their family to do the following:

e Support the person to do as much for themselves as possible.

e Try to get them to have a daily routine.

e Involve the person in family activities.

o Set small goals to get back to normal functioning, e.g. helping with small
household tasks and slowly increasing what they can do.

You can also help to reduce the stigma and discrimination towards mental
illness in your community by organising awareness-raising activities. These
will be discussed further in the next section.

8.6 An awareness-raising meeting in the
community

Organising activities in your community, such as meetings (like the one in
Figure 18.3) can help to raise awareness of mental health issues and how
stigma and discrimination towards people with a mental illness can be
reduced.

Figure 18.3 A health worker leading an awareness-raising meeting in the local
community.
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18.6.1 Who needs to know!?

m  From your general knowledge, who do you think you should target to
improve awareness about mental health and mental illness?

0 You could make a special effort to target the following people: people
with mental illness and their families, community leaders, religious
leaders, traditional healers, other health professionals, traditional birth
attendants, teachers, and the police. In fact, every contact you make with
a member of your community is an opportunity to improve awareness
about mental health and illness.

18.6.2 How do | raise awareness within the community?

When you arrange an awareness-raising meeting in your community, a useful
approach could be to find someone who has had successful treatment for
mental illness and see if they would be willing to tell their story in public.
The photographs in Figure 18.4 and Figure 18.5 give you some ideas for
raising awareness on specific issues facing people with mental illness.

Figure 18.4 A mentally ill man being released from his chains in Nigeria. (Photo:
courtesy of Amaudo)

Figure 18.5 A poster displayed on the street in Addis Ababa, raising awareness
about abuse against people with mental illness in Ethiopia. (Photo: Rosa Hoekstra)

121



Guided Activity 18.1 Awareness-raising.

Table 18.2 gives a structure for an awareness-raising meeting in your
community. Some of the boxes have been completed to get you started and
others have been left empty for your own suggestions. Think of what you
would say in each part of the meeting, and complete the empty boxes. Write
about your experience of trying this technique in your Study Diary and
discuss it with your Tutor at the next Study Support Meeting.

Table 18.2 Structure and examples for a community meeting to raise awareness about mental health issues.

Structure

Examples of what you might say

Introduce the topic

‘Today I am going to tell you about the important topic of
mental illness’

Find out what people already know

‘Is mental illness a problem in your community?’
‘What causes of mental illness do you know about?’

Explain why mental illness is important

‘Mental illness is common and causes a lot of suffering’
‘Anybody can be affected by mental illness during their
life’

‘Mental illness stops a person from living a full life’
‘People with mental illness are more likely to have poor
health and die young’

Explain about the different types of mental illness

Explain how people can reduce their risk of developing
mental illness (primary prevention)

Explain why it is important to identify people with mental
illness (secondary prevention)

‘Mental illness can be treated in a health facility, just like a
physical illness’

‘The earlier that treatment is started, the quicker and better
the person will recover’

Discuss the treatments for mental illness (tertiary
prevention)

‘People with mental illness need to continue with their
medication, even if they also have traditional treatments’
‘Some traditional remedies can be harmful e.g. beating’
‘As well as medication, people with mental illness need
care and support from people around them’

‘If the person has treatment then they don’t need to be
chained up at home’

Explain about the negative effect of stigma, discrimination
or abuse (secondary and tertiary prevention)

Explain how the community can help (secondary and
tertiary prevention)

“You can help to encourage people with mental illness to
go to a health facility and take medication’

“You can help by being a friend to the person with mental
illness — make them feel included in community life’
“You can help by supporting the family of the mentally ill
person’
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In the last study session in this Module you will learn about disability and
community rehabilitation.

Summary of Study Session |8

In Study Session 18, you have learned that:

1 An important part of mental health promotion and prevention is raising
awareness in the community.

2 Telling people about the links between child abuse or violence against
women and mental illness in adulthood can help to motivate the
community to try to stop these practices.

3 Khat, alcohol and cannabis are not always harmless and the community
can help to encourage responsible use of these substances.

4 By encouraging people to use helpful coping strategies for life’s problems,
you can help to reduce the risk of mental illness.

5 Screening for mental illness should be a routine part of your work.
Detecting illness early can mean someone gets treatment and gets better
more quickly.

6 Suicide prevention is focused on making sure people get treatment for
mental illness and helping to support those who attempt suicide.

7 People with mental illness are at higher risk of many physical health
problems and so need special attention from health workers.

8 You can give helpful advice to people with mental illness, their families
and communities in order to reduce the disability suffered.

9 9 Tackling stigma against mentally ill people can greatly improve their
quality of life.

Self-Assessment Questions (SAQs) for Study
Session |8

Now you have completed this study session, you can assess how well you
have achieved its Learning Outcomes by answering these questions. Write
your answer in your Study Diary and discuss them with your Tutor at the next
Study Support Meeting. You can check your answers with the Notes on the
Self-Assessment Questions at the end of the Module.

SAQ 18.1 (tests Learning Outcomes 18.1, 18.2 and 18.3)
You decide to run an awareness-raising campaign on how to stay
mentally healthy.

(a) Is this primary, secondary or tertiary prevention?
(b) Who would you target?
(¢) What would your main messages be?
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SAQ 18.2 (tests Learning Outcome 18.4)

How could you screen for mental illness, violence and substance misuse
in women who come to you for antenatal care?

SAQ 18.3 (tests Learning Outcome 18.5)

List three things that you could do to help prevent suicide in your
community.

SAQ 18.4 (tests Learning Outcomes 18.6 and 18.7)

A patient in your kebele who is suffering from psychosis develops a
persistent cough. When they attend the health centre the nurse prescribes
diazepam to treat the psychosis, but no examination of the cough
problems takes place. What could you do?
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Study Session |9 Disability and
Community Rehabilitation

Introduction

In recent years, more and more health professionals have started to distinguish
impairment from disability. Impairment refers to the physical, intellectual,
mental and/or sensory characteristics or conditions that limit a person’s
individual or social functioning, in comparison with someone without these
impairments.

Disability, in contrast, is not something individuals ‘have’, but has a wider
social meaning. It is the exclusion of people with impairments due to
attitudinal and environmental barriers that limits their full and equal
participation in the life of the community and society at large (Figure 19.1). It
is now accepted that the disabling environmental and social barriers are major
causes of the disability experienced by individuals with impairments.

It is important to ensure the inclusion of disabled people in society. Inclusion

refers to the need to make sure that people with disabilities have access to all

necessary services and that the barriers and limitations they experience in

society are reduced. In this study session you will learn about disability and

impairment, and ways to support the inclusion and rehabilitation of people Figure 19.1 An example of an
with impairments in your community. environmental barrier.

Learning Outcomes for Study Session 19

When you have studied this session, you should be able to:

19.1 Define and use correctly all of the key words printed in bold.
(SAQs 19.1 and 19.4)

19.2 Differentiate between impairment and disability, and briefly
summarise the different ‘models’ of disability. (SAQ 19.1)

19.3 Describe key aspects of appropriate communication with people with
disabilities. (SAQ 19.2)

19.4 Describe the prevalence of disability and the major causes of
disability. (SAQ19.3)

19.5 Explain how inclusion can be promoted using the twin-track
approach. (SAQ 19.4)

19.6 Explain how you can support community rehabilitation in your
catchment area. (SAQ 19.4)

9.1 Models of disability

A good way of understanding the distinction between impairment and A ‘model’ in this context means a
disability is to consider some of the ways that disability has been thought of ~ particular way of understanding
in the past. In this part of the session you are going to look at several models ~©F describing a complex social

of disability. As you do this, think about what each model ‘says’ about the phenomenon such as disability.
person with an impairment. This will help you to understand — and respond to

— traditional beliefs about disability.
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Persons with disabilities is
generally considered to be the
term most consistent with the
language used by the United
Nations (UN).

19.1.1 The charity model

The charity model of disability is a traditional way of viewing persons with
disabilities as being dependent and helpless. In this model, people with
disabilities are seen as:

e Objects of charity
¢ Having nothing to give, only to receive

e Being inherently poor, needy and fully dependent on charity or welfare for
their survival.

The charity model is often related to traditional cultural and religious beliefs
and practices such as the giving of alms. The problem with such practices is
that they reinforce the idea that people with disabilities are helpless recipients
of ‘charity’ from a ‘caring’ society, rather than subjects with rights.

m  Can you think of people in your community who see disability in terms
of the charity model? How would you try to change their views?

o Some of the people in your community who offer alms to people with
disabilities (in the form of money, clothes, food, etc.) may think about
disability in terms of the charity model. You can discuss this with them
sensitively, asking if they have considered that other forms of assistance,
such as supporting people with disabilities in demanding better social
provision might be more effective in the longer term.

19.1.2 The medical model

The medical model of disability focuses primarily on the medical problems of
persons with disabilities and emphasises medical solutions. It assumes that:

o The problem of disability is due entirely to the individual’s condition or
impairment.

e People with disabilities are — first and foremost — ‘patients’.

e The problem of disability requires a purely medical solution.

In the medical model the problem of disability is addressed by medical experts
through providing treatment for people with disabilities, rather than asking
them what they want. Like the charity model, this approach is largely
unconcerned with the social or environmental features of disability.

19.1.3 The social model

The social model of disability views people with disabilities as being disabled
less by their impairment than by society’s inadequate response to their specific
needs. The social model emphasises that:

o Disability is best thought of as a social problem.

e The problem is not the person with disabilities or their impairment, but the
unequal and discriminatory way they are treated by society.

e The solution lies in removing the barriers that restrict the inclusion and
participation of people with disabilities in the social life of the community.

The emphasis on the removal of barriers focuses attention on a range of issues
ignored in both the charity and medical models. For instance, it challenges
inequalities before the law, restrictions caused by physical structures (the way
buildings and villages are designed), and discrimination — the disabling
aspects of negative attitudes towards people with disabilities.

126



Study Session 19 Disability and Community Rehabilitation

19.1.4 The human rights model

The human rights model of disability can be seen as the most recent
development of the social model. It states that:

e All human beings are equal and have rights that should be respected
without distinction of any kind.

e People with disabilities are citizens and, as such, have the same rights as
those without impairments.

o All actions to support people with disabilities should be ‘rights based’; for
example, the demand for equal access to services and opportunities as a
human right.

Like the social model, the human rights model places responsibility for
addressing the problems of disability on society rather than on the person with
disabilities. It also places a responsibility on you to ensure that appropriate
legislation designed by the government is complied with at a local level.

19.2 Types of impairments

There are many types of impairments, the most common types will be briefly
discussed in this section.

19.2.1 Mobility and physical impairments

There are a variety of physical impairments that impact on functioning and
mobility. These include limitations in the use of the limbs, limited manual
dexterity, limited coordination of limbs, cerebral palsy, spinal bifida and
sclerosis. Physical impairment can be congenital (something one is born with),
or it can be the result of disease, accident, violence or old age.

19.2.2 Sensory impairments

Visual impairments

Virtually everyone will experience a visual impairment at some point in their
lives. Usually these are minor or treatable, e.g. temporary visual impairments
caused by bright lights or headaches, or age-related visual impairment that can
be ‘self-treated’ with reading spectacles. But they can also be serious,

e.g. permanent visual impairment or more severe conditions requiring medical
treatment. Visual impairment can be congenital (present at birth), due to
genetic conditions, or the result of accidents, violence, or diseases such as
trachoma, glaucoma and cataracts (you learned about this in Study Session 5).

Hearing impairments

There is a wide variety in the form and severity of hearing impairments,
ranging from partial to complete deafness. People who are partially deaf can
often use hearing aids to assist their hearing (Figure 19.2).

Deafness can be genetic, be evident at birth, or occur later in life as a result
of disease or due to old age. Both deaf and partially deaf people use sign
language as a means of communication. The lack of knowledge of sign
language amongst the general population can create communication difficulties
for deaf and partially deaf people and can also be thought of as a disabling
barrier.

Figure 19.2 A person with a
hearing impairment using a
hearing aid.
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19.2.3 Intellectual impairments

Intellectual impairments are characterised by significant limitations in
intellectual functioning, which also impact on many everyday social and
practical skills. The medical term for these impairments is ‘intellectual
disability’ (see Study Session 17, which also discusses some common causes).

19.2.4 Multiple impairments

Some people have to cope with several impairments, either permanently or for
periods of time (e.g. during an illness). Examples of permanent multiple
impairments include people who are both deaf and blind, and people with
both a physical and intellectual impairment.

Take a little time now to think about the ways in which people with either
intellectual or multiple impairments might be further disadvantaged by the
social environment in which they live. In wealthy countries (such as the USA
and in Europe), or in big cities, the impact of these impairments may be
lessened by the use of (expensive) technology. However, access to such
technology is often very limited in the villages and rural areas of developing
countries. This highlights the fact that, while people may have the same
experiences in terms of impairment, their experience of disability might be
very different.

19.3 Appropriate and acceptable language

There is often much confusion around the language to be used when talking
about disability and/or addressing persons with disabilities. Acceptable
terminology changes over time and may be different in different countries.

19.3.1 Appropriate and inappropriate terms
In your daily work it is important to keep the following guidelines in mind:

e  When describing a person, focus on their abilities and actions rather than
their limitations, and avoids words that imply that they are passive
‘objects’ rather than active subjects. Expressions like ‘she uses a
wheelchair’ or ‘he is partially sighted’ are preferred to terms such as
‘confined to a wheelchair’ or ‘partially blind’.

e Avoid ‘sensationalising’ an impairment by using expressions such as
‘afflicted with’, “victim of”’, ‘suffering from’, and so on (see also
Table 19.1).

o Emphasise the individual, rather than the impairment, by saying, for
example, ‘a person with paraplegia’, instead of ‘a paraplegic’ or ‘a
paraplegic person’. For the same reason, avoid grouping individuals into
generic categories through expressions like the deaf, the blind, etc.

e When talking about places or buildings designed to overcome the barriers
faced by people with disabilities, use the term ‘accessible’ (e.g. ‘an
accessible parking space’) rather than ‘parking for the disabled’ or ‘for the
handicapped’.

e Finally, people without disabilities should not be referred to as ‘normal’,
‘healthy’ or ‘able-bodied’. People with disabilities are not — as such
expressions suggest — ‘abnormal’, ‘sick’ or ‘unable’.

It is appropriate for you to continue using words such as ‘see’, ‘look’, ‘walk’,
‘listen’, when talking to people with various disabilities, even if the person is,
for example, partially sighted or uses a wheelchair or hearing aid.
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Table 19.1 Appropriate and inappropriate terms when discussing disability.

Inappropriate use Appropriate use

The disabled, the handicapped People with disabilities

Cripple, physically handicapped or wheelchair bound. A person with a physical disability/impairment or
wheelchair user

Spastic A person with cerebral palsy

Deaf and dumb A person with hearing and speech impairments

The blind People who are blind, or partially sighted, or visually

impaired people

The deaf People who are deaf, or hearing-impaired people

19.3.2 Communication with people who have impairments

When introduced to a person with a disability, it is appropriate to offer to
shake hands. People with limited hand use or who wear an artificial limb can
usually shake hands. (Shaking hands with the left hand is an acceptable
greeting.)

When you are talking with a person who has difficulty speaking, listen
attentively. Be patient and wait for the person to finish, rather than correcting
or speaking for them. If necessary, ask short questions that require only short
answers, or a nod or shake of the head. Never pretend to understand if you
are having difficulty doing so. Instead, repeat what you have understood and
allow the person to respond.

When speaking with a person who uses a wheelchair or a person who uses
crutches, place yourself at eye level in front of the person to facilitate the
conversation. When speaking with someone with a visual impairment, make
sure to introduce yourself by name. When conversing in a group, remember to
identify the person to whom you are speaking.

To get the attention of a person with a hearing impairment, tap the person on
the shoulder or wave your hand. Look directly at the person and speak clearly,
slowly, and expressively to determine if the person can read your lips. Not all
people with a hearing impairment can read lips. For those who do, be
sensitive to their needs by facing the light source and keep hands, food and
drink away from your mouth when speaking.

People with an intellectual disability may have difficulty understanding
language that is complex, or contains difficult words. It is therefore important
when talking with someone with an intellectual disability to follow the
guidelines in Box 19.1.
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Box 19.1 Guidelines for talking with a person with an
intellectual disability

e Speak slowly and leave pauses for the person to process your words.

o Speak directly to the person, and ensure they feel central to the
consultation.

e Speak in clear short sentences. Don’t use long, complex, or technical
words and jargon.

o Ask one question at a time, provide adequate time for the person to
formulate and give their reply.

o If necessary obtain information from parents/caregivers, maintain the
focus on the person with the disability through your eye contact,
body language and/or touch.

9.4 Myths and facts about disability

In the community, many people do not know much about disability and have
a misunderstanding of what it is like to live with a disability. Some common
myths about disability are given below in Box 19.2, together with the actual
facts so that you can help to challenge these myths.

Box 19.2 Common myths about disability

Myth 1: People with disabilities are brave and courageous.

¢ Fact: Adjusting to impairment requires adapting to particular
circumstances and lifestyle, not bravery and courage.

Myth 2: Wheelchair use is confining; people who use wheelchairs are

‘wheelchair-bound’.

o Fact: A wheelchair, like a bicycle or an automobile, is a personal
mobility assistive device that enables someone to move around.

Myth 3: All persons with hearing disabilities can read lips.

o Fact: Lip-reading skills vary among people and are never entirely
reliable.

Myth 4: People who are blind acquire a ‘sixth sense’.

o Fact: Although most people who are blind develop their remaining
senses more fully, they do not have a ‘sixth sense’.

Myth 5: Most people with disabilities cannot have sexual relationships.

o Fact: Anyone can have a sexual relationship by adapting the sexual
activity. People with disabilities can have children naturally or
through adoption. People with disabilities, like other people, are
sexual beings.
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As a healthworker, you can help remove barriers by encouraging participation
of people with disabilities in your community through:

e using accessible sites for meetings and events
e advocating for a barrier-free environment

e speaking up when negative words or phrases are used about persons with
disabilities

e accepting persons with disabilities as individuals with the same needs,
feelings and rights as yourself.

19.5 Situation of disability in Ethiopia

According to available survey results from the 2006 census, of a total
population in Ethiopia of more than 73 million, there are 805,535 (or 0.8
million) persons with disabilities. However, relevant government authorities,
researchers, and people active in the field of disability all agree that the
figures are very low compared to the prevalence of disability in neighboring
countries and other developing countries. The number of persons with
disabilities in Ethiopia is likely to be underestimated due to inadequate
definitions or what constitutes disability and which disabilities should be
included in the count. It is also likely that parents are not willing to disclose
that they have a child or family member with a disability because of stigma.
The actual number of people with disabilities in Ethiopia is therefore likely to
be much higher.

Box 19.3 lists some of the major preventable causes of disabling impairments.
Poverty is not only a cause, but also a major consequence of disability in
Ethiopia. It is estimated that 95% of all persons with disabilities in the
country are living in poverty. Many of these people live in rural areas, where
basic services are limited and often inaccessible to persons with disabilities
and their families. As a result, most persons with disabilities do not have
access to services and lack the opportunities to earn a level of income to
facilitate independent living. In the remainder of this study session, you will
consider what you can do to tackle this problem.

Box 19.3 Major causes of impairment

e Disease

e Poverty

e Wars

e Drought
e Famine

e Harmful traditional practices
o Household, work place and traffic accidents.

19.6 The twin- track approach

To promote and facilitate equal opportunities for people with disabilities and
their full participation in society, the twin track approach focuses on their
inclusion in both a) mainstream and b) disability-specific development
initiatives. Neither track (mainstream or disability specific) is better or more
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Figure 19.3 An inclusive
community meeting is
accessible to everyone.

Figure 19.4 Examples of
physical aids.

important than the other. They are both required to ensure that the needs of all
people with disabilities are met.

19.6.1 Mainstream programmes and services

The first track focuses on mainstream programmes and services, which are
not specifically designed for persons with disabilities, such as public health
services, mainstream schools, community development programmes,
transportation, etc. This track focuses on making these mainstream services
more accessible for people with disabilities. The approach in mainstream
schools, for instance, might involve the construction of ramps to make
classrooms accessible to wheelchair users. Similarly, textbooks and other
written materials might be transcribed into Braille copy for students with
visual impairments.

What efforts might you make to promote and facilitate the inclusion of
persons with disabilities in mainstream programmes and services? One of the
things you can do, for example, is to make sure that the meetings you arrange
in your community (e.g. your awareness-raising meetings, see Study

Session 18) are equally accessible to everyone (Figure 19.3). This way you set
a good example that can be followed by influential people in your community.

19.6.2 Disability-specific programmes and services

The second track focuses on disability-specific programmes and services
designed on purpose to address the needs of people with disabilities, such as
orthopaedic centres, special schools, etc. You should find out about any such
projects that may be operating in your area. You could help in making these
disability-specific programmes and services more accessible at community
level. For example, you might direct the families of children with motor or
sensory impairments to a project that provides physical aids such as crutches
(Figure 19.4), hearing aids, braces or wheelchairs (Figure 19.5).

Figure 19.5 (a) A man and a woman with a physical impairment. The woman’s
mobility is greatly helped by having access to a wheelchair, (b) the man is not.
(Photos: Janet Haresnape and Basiro Davey)
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19.7 Community-based rehabilitation (CBR)

Community health centres are often the first point of contact for persons with ~ Non-governmental organisations
disabilities and their families seeking healthcare. In addition, in some regions, (or NGOs) are non-profit-making
Community-Based Rehabilitation (CBR) programmes provide home-based organisations that are not part of

rt to parents and children with disabilities as well as to older people the government. Examples of
Su.ppo. p . . . peop NGOs active in Ethiopia include
with disabilities. Currently, these CBR programmes are primarily run by the UNICEF and AMREE.
non-governmental organisations (NGOs) that belong to the CBR Network in

Ethiopia (CBRNE).

You can support CBR activities by finding out about impairments among
children in your locality, focusing on the early identification of impairments,
and providing basic interventions to children, youth and adults with
impairments. As noted in Section 19.6.2, you can also facilitate links between
individuals with impairments and specialised services.

19.8 UN Convention on the Rights of Persons
with Disabilities

The UN Convention on the Rights of Persons with Disabilities (UNCRPD)
aims to protect the rights and dignity of persons with disabilities. Parties to
the Convention (including Ethiopia) are required to promote, protect, and
ensure the full enjoyment of human rights by persons with disabilities. The
Convention was signed in 2007 and ratified by the Ethiopian House of
Peoples’ Representatives in June 2010.

The UNCRPD introduced the concept of ‘reasonable accommodation’. This
acknowledges that people with disabilities face many barriers and reasonable
accommodation should be made to redress this. Reasonable accommodation
involves providing the necessary and appropriate modification and
adjustments, while ‘not imposing a disproportionate or undue burden’. This
reflects the fact that addressing all the barriers faced by people with
disabilities requires a lot of resources that may not always be available.
Nevertheless, there are a number of possible reasonable accommodations that
providers could make. These include making existing facilities (such as health
centres) accessible for people using crutches and wheelchairs, providing sign
language interpretation, providing information in Braille, and so on. At a
community level, you can help in making these changes.

Summary of Study Session 19

In Study Session 19, you have learned that:

1 Impairments and disability are different. The first relates to the physical
aspects of disablement whilst the second relates to the social aspects of
disability.

2 The four broad categories of impairment are: physical, sensorial,
intellectual and multiple.

3 Different ways of thinking about disability can be seen in the four main
‘models’ of disability: the charity model, the medical model, the social
model and the human rights model.

4 Myths (misconceptions) about people with disabilities and the use of
inappropriate terminology when discussing disability is commonplace.

5 Poverty can cause disability, but can also be a consequence of disability, as
many people with a disability in Ethiopia do not have a job.
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6 The aims of the UN Convention on disability are being pursued in
Ethiopia through the use of the twin-track approach and the notion of
‘reasonable accommodation’. You should consider using these to play your
part in facilitating the inclusion of people with disabilities in mainstream
society.

Self-Assessment Questions (SAQs) for Study
Session |9

Now that you have completed this study session, you can assess how well you
have achieved its Learning Outcomes by answering these questions. Write
your answers in your Study Diary and discuss them with your Tutor at the
next Study Support Meeting. You can check your answers with the Notes on
the Self-Assessment Questions at the end of this module.

SAQ 19.1 (tests Learning Outcome 19.1 and 19.2)
Read the following case study and answer the questions at the end.

Case Study 19.1 Mr Abebe

When Mr Abebe was 5 years old, he was hit by a truck when it passed
through his village while he was playing on the road. He was severely
injured and as a consequence of the accident his left leg had to be
amputated. It took a long time for the young boy to recover, but he
gradually learned to walk again with the help of crutches. He became so
skilful in using his crutches that, by the time he reached adolescence, he
would often take part in the village football game, by leaning on one
crutch while kicking the ball. Mr Abebe is now a grown-up man with a
small vegetable farm. On Wednesdays he sells some of his products at
the local market. Unfortunately Mr Abebe’s vision has recently started to
deteriorate due to an untreated eye infection. His vision is now so bad
that he has difficulty reading. Recently the organisation that manages the
local market provided some training documents on food hygiene.
Unfortunately Mr Abebe was not able to read these documents, as they
were printed in a very small print.

(a) In the case study, identify what type(s) of impairment Mr Abebe has,
and how his impairment leads to disability.
(b) Give an example of inclusion from Mr Abebe’s case story.

SAQ 19.2 (tests Learning Outcome 19.3)

Read the descriptions of the following three situations of communication
with a person with a disability. For each situation indicate whether the
communication is appropriate or not. If it is not appropriate, explain
why.

A When you speak to someone who uses a wheelchair, sit down so that
both your heads are approximately at the same level.

B When someone has difficulty speaking, interrupt them and try to
finish their sentence for them so that they have to speak less.

C When you speak to someone who has an intellectual disability, you
should ask all your questions at once so that you are finished quickly.
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SAQ 19.3 (tests Learning Outcome 19.4)
From the list below, identify which factors are likely or unlikely causes
of impairment that could result in disability. If it is an unlikely cause,
explain why.

A A genetic condition a person is born with.

B Malnutrition because the crops failed a few years in a row.

C Being possessed by the devil.

SAQ 19.4 (tests Learning Outcomes 19.1, 19.5 and 19.6)

Give one example of how you can improve inclusion for people with
disabilities in mainstream programmes and services, and one example of
how you can improve access to services designed specifically for people
with disabilities.
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Notes on the Self-Assessment Questions
(SAQs) for Non-Communicable Diseases,
Emergency Care and Mental Health, Part 2

Study Session 9
SAQ 9.1

A is false — the burden also includes the amount of disability that a
person suffers because of their mental illness.

B is true — although some people may describe the woman as lazy, this
is not correct. She cannot work because of her mental illness and so this
is disability.

C is false — most people do not have any access to specialist mental
healthcare and must rely on ways of helping themselves or getting help
within the family (self-treatment), using traditional healers (informal
community care) or receiving care through the primary healthcare
system.

D is true — this is an example of negative behaviour towards a person
just because they had a mental illness and not because of their ability to
do the job. Therefore it is discrimination.

E is false — self-treatment is what the person does to help themselves to
get better, but often people with mental illness also need help from the
health system, e.g. medication for people with psychosis.

SAQ 9.2

If the adult population of a typical kebele is about 2,500 people, we
would expect the following number to have a mental illness:

50 adults (2% of 2,500) with severe mental illness (psychosis)
250375 adults (10-15% of 2,500) with depression

125 adults (5% of 2,500) with anxiety disorders

75—-125 adults (3—5% of 2,500) who have a problem with alcohol or
khat.

These numbers show that it is likely that many people in your kebele
could be affected by mental illness. Some adults may be affected by

more than one disorder at the same time, e.g. depression and alcohol
abuse.

SAQ 9.3

Some reasons to bother about mental illness in the local community
could include:

Mental illnesses are common — they affect 1 in 6 people

People with mental illness are more likely to die young

Mental illness causes a lot of disability and means that the whole family
is more likely to be poor

Mental illness can be treated with cheap and simple medication, but few
people manage to get the treatment

Mental illness can complicate health conditions such as HIV/AIDS
People with mental illness (and their families) endure a lot of
unnecessary suffering because of stigma, discrimination and abuse.
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SAQ 9.4

(a) Possible biological causes could be (i) inheriting increased risk of
psychosis from her mother, and (ii) hormonal changes following
childbirth. Stress because of her husband’s joblessness and their
resulting poverty could be a social cause of her illness.

(b) An explanatory model is the way that a person understands their illness,
including why it happened, what caused it, how serious it is, and what
treatments they believe will help.

(c) Tigist understands her illness to be caused by an evil spirit. She
believes that the illness is serious and that she could die. She believes
the best treatment for her condition is from holy water or a traditional
healer.

(d) You could explain to Tigist that you understand she is worried that her
condition is caused by an evil spirit. You could then say that, in your
experience, such a condition can also be due to changes in hormones
that happen after childbirth. You could tell her that you would expect
medical treatment to help her, and that she can continue her traditional
treatments as well.

(¢) You can advise the family that medical treatment is available for
Tigist’s condition and encourage them to take her to the nearest health
facility that can deliver mental healthcare. This might be the health
centre or the nearest psychiatric nurse unit. You can also encourage the
family to remove the chains.

SAQ 9.5

Mental health is relevant to the following Millennium Development
Goals:

MDG 1 End poverty and hunger

Mental illness leads to poverty because the affected person may be too
unwell to work, and sometimes because people with mental illness
experience discrimination and don’t have as many opportunities to work.

MDG 2 Universal education
Undetected mental illness in children interferes with their ability to
benefit from education.

MDG 4 Child health
Undetected maternal mental illness can affect child health (diarrhoea
episodes), growth and development.

MDG 5 Maternal health

Maternal health is compromised by mental illness. Pregnant women with
depression and anxiety are more likely to have a prolonged delivery.
Also, women who experience a complicated delivery are more likely to
develop mental illness.

MDG 6 Combat HIV/AIDS
Undetected mental illness can lead to people with HIV/AIDS not taking
their medication regularly, resulting in a worse outcome.
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SAQ 9.6
(a) The treatment gap is the gap that exists between the need for treatment

for mental illness and the treatment that is actually available. In
Ethiopia 9 out of 10 people with mental illness don’t receive the
treatment that they need. This is a very high treatment gap.

(b) The Health Extension Service can help to reduce the treatment gap for

mental illness by doing the following things:
increasing detection of mental illness

referring people with mental illness to the health centre
supporting people with mental illness and their families

encouraging people with mental illness to attend their follow-up
appointments and take their medication

educating patients, their families and the community

challenging stigma, discrimination and abuse.

Study Session 10

SAQ 10.1

Mrs Chaltu seems unhappy and sad, and worried about her life and her
future. Her sadness could be an indication of depression. Depression is a
priority mental health disorder. After her sister could unexpectedly not
visit her, Mrs Chaltu tried to end her own life by drinking Berekina.
Suicide is also included in the list of priority disorders.

SAQ 10.2

There are several aspects that you need to know more about before you
can assess the level of suicide risk more accurately:

You need to know more about the incident of self-harm. It seems that it
was not a pre-planned suicide attempt, but you need to establish
whether the Berekina drinking was a serious attempt at suicide and how
she feels about this now. To understand more about this, you could ask
questions such as: ‘what did you think would happen when you drank
Berekina?” ‘How much of it did you take?’ ‘Did you believe the amount
you took would kill you?’

You need to find out if there is any past history of self-harm. If she has
such a history, the risk of future suicide is greater. You can assess this
by asking questions such as: ‘Have you ever tried to harm yourself
before?’

You need to know more about whether Mrs Chaltu has suicidal thoughts
more often. You can assess this by asking general questions about how
she sees the future, and more direct questions such as, ‘Are there times
when you wish you were dead?’(See also Box 10.5).

You need more details about Mrs Chaltu’s social circumstances. It
appears that Mrs Chaltu has some social problems, including family
problems and financial worries. You can get to understand Mrs Chaltu’s
situation better by asking her questions like: ‘Are there things in life
that you worry about?’ ‘Do you have enough support from family and
friends?’
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Study Session ||

SAQ 11.1

A is true. If the client and their family know about the side effects of
drugs it will reduce their anxiety and it may make them more tolerant to
mild adverse effects. They also need to know about possible serious
unwanted effects, so that they can recognise these easily and ask for help
from you or the treating doctor immediately.

B is false. Traditional beliefs have been around for many generations and
are often embedded in the community’s culture. A key principle of a
good approach to your community members is to be non-judgemental
and show them respect regardless of their beliefs. People should thus not
be told they are silly and wrong, but instead should be educated about
mental health problems and their treatment in a respectful way.

C is false. Patients should not be punished for their behaviour when they
are mentally ill. They may behave aggressively because they are not
aware of what they are doing or they are not able to control their actions.
Rather than being punished, they should receive appropriate treatment.

D is true. You have learned that expression of emotion is one way of
relieving the client from their tension. Keeping a client’s sensitive
information confidential is ethical and helps to build a good relationship
between you and your client.

SAQ 11.2

Mr Teklu thinks everyone in his neighbourhood is against him, which is
indicative of paranoid delusion. It also seems that he hears things that
aren’t there, which is described as hallucination (as discussed in Study
Session 10). Both delusions and hallucinations are characteristics of
psychosis. Because Mr Teklu is paranoid, make sure to not hide
information from him; don’t tell him that his beliefs are wrong and don’t
pass any judgement. Try to collect more information about Mr Telku, for
instance about other problems he may have. Psychosis is a serious
illness, so you should refer Mr Telku to a healthcentre or hospital.

SAQ 11.3

(a) Mrs Mulu manifested with confusion following an epileptic attack.
The confusion may be because of epilepsy or may be the consequence of
her head injury, therefore she should be referred to a health centre or a
hospital urgently.

(b) Mrs Mulu has poor adherence to treatment which resulted in a
serious medical emergency. She requires first aid and immediate referral
accompanied by a health worker or responsible family member. After
giving emergency care and referring Mrs Mulu to the health centre or
hospital, you need to find out why she has not been taking her
medication. This may be because of her poor knowledge of the disease
course and need of treatment; in that case you need to educate Mrs Mulu
and her family about her condition. If Mrs Mulu has difficulty accessing
the treatment you could decide to collect the drugs from the doctor
yourself, or ask a member of Mrs Mulu’s family to do this for her.
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SAQ 11.4

During follow-up it is important to find out how your client is doing,
whether his condition has improved and how he feels more generally, for
instance whether he has been able to start working again. You should
also ask whether he is taking the medication as prescribed by the doctor,
whether he has developed any unwanted effects, and whether any follow-
up visits to the treating doctor are planned.

Study Session 12

SAQ 12.1

Mrs Woynitu has several symptoms of depression. You have noticed that
she has become more irritable, which some individuals manifest instead
of feelings of sadness. She has also lost energy and concentration. She
seems to have lost interest and has begun blaming herself. She has lost
appetite and weight. She is also feeling hopeless and is having death
wishes. All these symptoms of depression are also mentioned in

Table 12.1. Not only does she have numerous symptoms but she also has
problems with her functioning in that she struggles to do her daily work
and her relationship with her neighbours seems to have deteriorated. As
this case illustrates, depression is not only about behavioural symptoms,
but also about impairment in daily functioning.

SAQ 12.2

It is not very difficult to identify symptoms of depression in Mrs
Woynitu. However, there are at least three barriers that may impede your
ability to recognise depression:

1 In the beginning you did not have the chance to speak to Mrs Woynitu
and understand her problem because she didn’t want to talk. You could
easily interpret her behaviour as personal malice and could have chosen
to avoid her.

2 She started by telling you about backache, headache and tiredness. If
you did not stop to listen to her story further, you could have interpreted
these physical symptoms as manifestations of a physical disease. If you
were to do so, you would have lost an opportunity to help Mrs Woynitu
and would potentially have spent resources unnecessarily.

3 You could also have interpreted her emotional difficulties as
understandable consequences of her marital difficulties.

SAQ 12.3

Mrs Woynitu’s marital difficulties may have triggered her depression. But
her self-blame and disinterest in engaging with the neighbours may lead
to worsening of her depressive symptoms. Although you could think that
the depressive symptoms are understandable consequences of the marital
conflict and not real depression, it is not common for people to have so
many depressive symptoms just because of difficulties in their lives. Mrs
Woynitu also has symptoms that are difficult to explain in terms of these
difficulties. For example, feeling too hopeless to the extent of having
death wishes, self-blame and lack of enjoyment are not usual in people
feeling depressed because of some difficulties in their lives.
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SAQ 12.4

(a)
(b)

(©)
(d)

(e)

(H
(2

(h)
(1)

You can try to understand the marital problems in more detail without
getting too involved in the problem.

You can explain that you think Mrs Woynitu may be depressed. This
will help her to understand her experiences better. In this context you
can tell Mrs Woynitu that because of her depression, she is beginning
to avoid people, and this is likely to make her depression worse.

It is important to assess whether there is a risk of her harming herself
(see also Study Session 10).

It is important to learn what she has done to solve the problem with her
husband. If her relationship improves, it could begin the process of
improving the depression.

Check how much support she is getting from her husband. It may help
to involve the husband. The husband is not likely to know that his wife
is depressed and that some of her behaviour may be due to depression.
Understanding the problem better may help her husband to support his
wife better.

You can also use locally accepted methods of solving disputes between
couples.

Mrs Woynitu will benefit from remaining involved with her neighbours,
so encourage her to continue doing this. She would also benefit from
broader social support from family and friends. You could encourage
her to identify sources of support and engage with those.

Encourage Mrs Woynitu to eat regularly; to continue doing things that
she enjoyed before she became depressed; and to exercise.

Mrs Woynitu is also likely to benefit from medication. This will be
discussed in the next answer.

SAQ 12.5

Overall, there are many reasons to support referring Mrs Woynitu. She
appears to have a severe depression given the number of symptoms she
has, the potential risk and functional impairment. When someone has
severe depression it is better to refer them. Mrs Woynitu is likely to
require medication and will need this prescribed from the nearby health
centre or hospital.

Study Session |3

SAQ 13.1

A is false. Acute psychosis is an illness which may or may not have
obvious cause. Commonly, it is associated with exposure to stressful
situations.

B is false. Acute organic psychosis is usually caused by physical illness
or brain damage. Immediately upon identification, the patient needs to
be referred to a health centre or hospital.

C is true. People with psychosis should be encouraged to return to their
work and responsibilities because this can help their recovery.

D is false. Treatment of psychosis involves treatment and support.
Criticising or embarrassing a person is unlikely to help them and may
well increase the distress they are already suffering.
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SAQ 13.2

The case studies of Mr Goitom and Mr Abebe are different from each
other in a number of ways. The onset of Mr Goitom’s illness was very
sudden and there was a rapid development of his symptoms: increasing
aggression, sleeplessness and loud shouting, which are consistent with
acute psychosis. In Mr Abebe’s case, the symptoms (being withdrawn,
moody and inactive) developed gradually over a longer period and
progressed slowly. This is consistent with chronic psychosis.

SAQ 13.3

The symptoms in this case are consistent with acute organic psychosis,
but it is possible that malaria is the reason for her confusion. She should
therefore be referred immediately to the nearest health centre for proper
evaluation and treatment.

SAQ 13.4

The young man described in this case has already been identified with
chronic psychosis and his treatment has been initiated. However, a likely
reason for treatment failure and the persistence of his symptoms may be
his continued use of substances. There is strong evidence that cigarettes
can affect the body’s ability to heal itself, while the heavy use of khat
and alcohol are likely to reduce the effectiveness of his antipsychotic
medication and aggravate his symptoms. In this situation you should
warn the patient (and his family and friends) about the negative effects
of khat and alcohol on a person with a psychotic illness. You should also
enquire about the details of his treatment: is he taking his medication
regularly (adherence to treatment), and has he experienced any adverse
effects (suggesting a review of treatment)?

Study Session 14

SAQ 14.1
A is false. Psychoactive substances can cause addiction, but many
people use substances, for example alcohol, in low amounts without
becoming addicted.
B is true. Psychoactive substances can cause tolerance, which is
characterised by the need to increase the quantity of substances used in
order to get the same level of effect as before.
C is false. This person may have started using substances voluntarily,
but after a certain period of time brain changes will lead to involuntary
use. This means the person should receive help and support in
overcoming their addiction.
D is true. People who have developed an addiction will show
withdrawal symptoms. Which particular symptoms are likely to occur
depends on the type of substance used.
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SAQ 14.2

Mr Thomas’s withdrawal symptoms include: a compulsion to drink,
irritable behaviour, tremors, sweating, nausea and feeling tense and
fearful when deprived of drink.

Long-term effects are: forgetfulness, loss of interest in work, failure to
manage family commitments and financial difficulties.

SAQ 14.3
You should use the questions in the CAGE questionnaire (Box 14.2):

e Have you ever felt you should Cut your drinking?

e Have people Annoyed you by criticising your drinking?

e Have you ever felt bad or Guilty about your drinking?

e Have you ever taken a drink first thing in the morning (Eye opener) to
steady your nerves or get rid of a hangover?

Based on the information provided in the Case Study, Mr Thomas seems
to have developed an alcohol addiction. From the CAGE questions you
ask Mr Thomas, and from talking to Mr Thomas’s wife, you can evaluate
the severity of the addiction, his withdrawal symptoms and whether Mr
Thomas may have other physical or mental health problems. In cases of
severe withdrawal symptoms or other physical or mental health
problems, you should refer Mr Thomas to the nearest healthcentre or
hospital.

SAQ 14.4

Mr Nuredin has been chewing khat and smoking cigarettes for 15 years.
You should encourage him to stop using these substances by giving him
adequate information about the negative consequences of using them.
You can also support him in his efforts to stop taking the drugs by
assisting and advising him in making changes to his lifestyle. You should
advise him to see a doctor if he cannot stop without medical assistance.

Study Session 15

SAQ 15.1

No. Mrs Mulu is already aware of the serious consequences of non-
adherence to treatment. You should remind her of these (see

Section 15.1.6) and ask her to describe her side effects in more detail. It
could be that these are also symptoms of non-adherence — in this case,
taking too much medication. This would be consistent with ‘drunken’
side effects such as unsteadiness, poor concentration, drowsiness,
vomiting and double vision. Given this and her previous poor adherence
to treatment, you should refer her immediately for assessment by the
epilepsy specialist.
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SAQ 15.2

The description of Meron’s trance-like state suggests that she may be
experiencing petit-mal seizures. You should explain this to the family
and also refer her for immediate assessment (see Section 15.1.7). Taking
details of these seizures (from Meron, her family and school teachers)
might prove useful to this assessment (see Box 15.1). Providing a
medical explanation for her condition will also counter the negative
aspects of traditional beliefs (see Section 15.1.3) and help the family and
school support her treatment in the community.

SAQ 15.3

As discussed in Section 15.1.5, the best response to a seizure is to
prevent the person from self-injury by moving them away from danger,
putting a pillow under their head, and placing them in the safe lateral
position (see Figure 15.1). To prevent injury, objects should not be
placed in the person’s mouth during the seizure. It is also important not
to light matches, give the person anything to drink, or to try to stop the
convulsion by force or by holding them tight.

During the seizure, it is important to make a mental note of the nature
and duration of the attack, as this will be useful in assessment. If a
seizure lasts longer than five minutes (or the seizures begin to come in
‘waves’ one after the other), this may be a sign of status epilepticus. In
these circumstances the person should be placed in the safe lateral
position, have their blood pressure checked frequently, and be referred
immediately to the nearest general hospital, accompanied by a close
relative or yourself.

After a seizure the person should not be allowed to wander about
unsupervised until they have returned to their normal level of awareness.
The person should remain under care until they have completely
recovered.

SAQ 15.4

The first thing you should do in Mr Teklu’s case is to examine his
circumstances. Here both his behaviour (as suggested by others in the
village) and his increasingly poor ability to look after himself are
consistent with dementia. To gain a clearer understanding of the
seriousness of his condition, you should use the questions in Box 15.2 to
test his awareness and thinking skills.

There is a range of things that can be done to help Mr Teklu. The first
would be to refer him for assessment. This could lead to the provision of
a diagnosis and medication to manage his symptoms, as well as any
complicating factors such as depression. Following this, you should take
an active role in ensuring his adherence to any treatment in the
community by explaining to him why it is important to take his
medication and providing tips to help him to remember to do this (see
Section 15.2.1).

You should also make him understand that the use of both khat and
alcohol are likely to make his condition worse by interfering with any
medication. Instead, impress upon him the importance of a maintaining a
healthy lifestyle and eating properly (see Section 15.2.2).
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Finally, you should also seek to address the problem of Mr Teklu’s social
isolation, educating others about dementia and encouraging old friends
and neighbours to support him with day-to-day tasks and to monitor his
wellbeing.

Study Session 16
SAQ 16.1

A is false. Sleep hygiene does not have anything to do with personal
hygiene. It is the term used to describe good sleeping habits.

B is false. Instead of telling the person how to solve their problems,
problem-solving means helping the person to find their own solutions to
their problems.

C is false. In general, sedative medication is not the solution for people
who have chronic sleep difficulties because of the risk that they will get
addicted to the medicine.

D is true. A person with post-traumatic stress disorder typically has the
following symptoms: (1) horrible memories or nightmares about the bad
event; (2) not being able to relax because they are expecting more bad
things to happen; (3) avoiding anything that reminds them of the bad
event.

E is true. Coffee can disturb a person’s sleep if drunk too late in the
day.

SAQ 16.2

(a)

(b)

(©)

Mr Ato Debela has the following symptoms of anxiety: worrying
without good reason, tense muscles, racing heart, tremor, sweating,
shortness of breath and disturbed sleep.

Check for possible causes of sleep problems and try to correct them.
For example, a person with anxiety may use alcohol to try to make
them feel calmer but this will disturb their sleep. You can explain the
importance of sleep hygiene (Table 16.2).

Problem solving could help Mr Ato Debela. He is worrying about lots
of different things. You can encourage him to focus on just one
problem at a time (see Box 16.2).

SAQ 16.3

(@)

(b)

(c)

The person has a physical complaint without an identifiable medical
cause. It could be due to an undetected physical problem, depression,
anxiety and/or somatisation.

You should screen for depression and anxiety. It would also be useful
to find out whether the person has any social difficulties that could be
leading to somatisation.

Assuming that the person has somatisation, it is important to work with
the health centre staff to try to stop the person having unnecessary
investigations and treatments.
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SAQ 16.4

As we discussed earlier, Mrs Alemtsehay seems to have a level of
depression that needs urgent treatment. You should refer her to the next
level health facility which is able to provide mental healthcare. You can
also provide her with confidential support and try to encourage her to
speak to a family member or community elder about the problem with
her husband. You may also be able to put her in touch with local
organisations that could help her.

Study Session 17

SAQ 17.1
A is false. It is true that there is no cure for intellectual disability (ID),
but there is a range of things that both you and the child’s parents can
do to help. An example of this is provided in Section 17.2.2, in the case
study of Tessema. This case study stresses the importance of your role
in the assessment and identification of ID. You can also help the parents
to understand this condition, and encourage and educate them to provide
appropriate care and stimulation. A list of tips and suggestions you can
offer parents is provided in Box 17.1. Your role in the prevention of ID
is discussed in Box 17.2.
B is false. Beating a child is a form of child abuse (see Section 17.4).
Frequent and severe physical abuse of a child can cause damage to the
child’s physical and emotional development. Sometimes children may be
punished or beaten so severely that they may sustain serious physical
injuries including broken bones. This can also lead to delays in
intellectual development.

SAQ 17.2

Your role is mainly in supporting the child and educating parents about
the most effective approaches to managing the problem of enuresis (see
Box 17.4). The main point to stress to parents is that punishment does
not work and can make the condition worse because it can undermine
the child’s confidence. Instead, parents should praise success and ignore
failure. Referral for treatment is generally only necessary when there are
some underlying physical conditions, such as infections, diabetes and
problems with the bladder.

SAQ 17.3

Most childhood behavioural problems tend to improve with time.
However, in cases of serious childhood problems specialist input is
needed. Referral is necessary if you suspect there may be underlying
health problems such as epilepsy, or evidence of conduct disorder,
autism, attention deficit hyperactivity disorder (ADHD) and/or
depression. Even children with these conditions may not require
medication, but the specialist input can help in giving families and
teachers firm guidance in how to support the child.

Study Session 18

SAQ 18.1
(a) Awareness raising about how to stay mentally healthy is an example of
primary prevention/mental health promotion. That is because you are

147



targeting people who don’t have mental illness in order to prevent them
from developing mental illness.

(b) The decision on who to target depends on the priorities in your local
area. You could decide to target the community in general, or specific
groups within the population, e.g. school children, women attending for
antenatal care, students, health workers or others.

(c) The main awareness-raising messages you choose will depend on the
group that you are trying to target. For example, if you were planning
to target the general community then you could talk about any of the
following areas: the importance of (1) a happy, healthy childhood; (2)
reducing the exposure to violence; (3) reducing the use of alcohol, khat
and other substances; (4) using helpful coping strategies to deal with
life’s problems, and/or (5) reducing the risk of children developing
intellectual impairments.

SAQ 18.2

When women attend for antenatal care, it provides a good opportunity to
screen for mental illness, substance abuse and exposure to violence. As
you learned in Study Session 16, pregnant women are commonly victims
of intimate partner violence. Also, as well as causing suffering for the
woman, mental illness and substance abuse can affect the unborn child.
This makes detection even more important. Look back at the relevant
Study Sessions to remind yourself how to screen for psychosis (Study
Session 13), depression (Study Session 12), substance misuse (Study
Session 14) and violence (Study Session 16).

SAQ 18.3

Some of the ways that you could try to prevent suicide in your
community are as follows:

e Making sure that you know how to assess a person’s suicide risk (you
can remind yourself by looking back at Study Session 10).

o Helping to support people who have attempted suicide.

o Helping people with mental illness or a substance misuse problem to get
the treatment they need.

¢ Encouraging people to use helpful coping strategies if they have a
problem.

SAQ 18.4

People with mental illness often don’t get the same quality of care when
they attend health facilities as people who don’t have a mental illness.
Sometimes this happens because the mental illness stops the person
expressing themselves clearly. But it can also happen if health
professionals discriminate against people with mental illness.

Health professionals may hold the same negative attitudes towards the
mentally ill as many in the community. In this case, the person needs to
have a proper assessment to find the cause of their persistent cough. You
could help by:

¢ Going with the person to the health facility, helping them to express
themselves clearly and helping them to remember the advice given to
them.

o Exploring the health professional’s attitude towards people with mental
illness. They may believe that people with mental illness are dangerous
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or that they are unreliable. Because of such beliefs, the health
professional may not take the person’s physical complaints seriously. If
such beliefs are present then you can explain to the health professionals
that people with mental illness are at high risk of physical health
problems and need the same level of care as anybody else.

Study Session 19
SAQ 19.1

(a)

(b)

Mr Abebe has multiple impairments: he has a physical impairment that
impacts on his mobility (because of a leg amputation). Mr Abebe also
has impaired vision. Because of his visual impairments, Mr Abebe
could not read the training documents on food hygiene provided by the
organisation that manages the market. Because the document was only
available in small print, Mr Abebe did not have access to this
information, leading to a disabling situation.

When Mr Abebe was an adolescent, he was so skilful with his crutches
that he could participate in the local football game. This is an example
of inclusion.

SAQ 19.2

A This type of communication is appropriate. When you speak to
someone in a wheelchair, it is good to place yourself at eye level to
facilitate the conversation.

B This communication style is inappropriate. When someone has
difficulty speaking it is important to be patient and wait for the person
to finish their sentences, rather than to interrupt them or speak for them.
C This communication style is inappropriate. When you speak to
someone with an intellectual disability, you should try to speak slowly
and in clear and short sentences. Ask one question at a time and give
the person enough time to respond.

SAQ 19.3

A This is a likely cause of disability. Genetic conditions can give rise to
a range of disabilities, including intellectual disability and physical
impairments.

B This is a likely cause of disability. Malnutrition makes people more
susceptible to disease, which may in turn lead to impairments.
Malnutrition can also directly cause impairment. For example, if a
mother receives inadequate nutrition during pregnancy, it can lead to
intellectual impairment in the child.

C This is not a cause of disability. Use the social or human rights
model to explain disability, rather than a local cultural view (like being
possessed by the devil).
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SAQ 19.4

Examples of how you can improve access for people with disabilities in
your community to mainstream programmes and services include:

Setting the right example by making sure that your awareness-raising
meetings are accessible for everyone.

Liaising with the local school (or other local facilities) so that ramps are
provided to make sure that children who use crutches or a wheelchair
can access the school.

Examples of how you can improve access to specialist services for
people with disabilities include:

Finding out about initiatives especially designed for people with
disabilities (e.g. providers of hearing aids, crutches, etc.) in your local
area, and making sure that the people concerned in your community
know about them.

Looking out for people with impairments in your area, so that
underlying causes due to disease or injury can be treated, and so that
the people concerned can be referred to specialist services where these
exist.
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