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Kuwait Guide to Mental Health in Primary Health  
Care System  
Introduction  

Common mental health disorders such as depression, generalised anxiety disorders, panic disorders, 
obsessive-compulsive disorders (OCD), post-traumatic stress disorders and social anxiety disorders 
may affect up to 15% of the population at any one time. They vary considerably in their severity, but 
all these conditions can be associated with significant long term disability. About 50% of all 
individuals with psychiatric illnesses never seek treatment due to shame and stigma. When they seek 
help for mental disorders it's mostly from clinicians not trained in mental health. In Kuwait, the 
incidence of depression 56%, anxiety disorders 48% and somatic symptoms disorders 68% 
respectively among patients visiting primary care centres for general clinics. That's why it is important 
to open the eyes of the physicians in the primary health care system to increase the recognition of 
mental disorders and provide appropriate treatment at the right time.  

OUR MISSION:  
 Mental health and well-being is everybody's business. It affects every family in Kuwait and it 

can only be improved if co-ordinated action is taken across all levels of the government 
services.  

 Promote positive mental health, prevent mental ill health and intervene early when people 

become unwell.  

 KprimH aims to promote and improve understanding skills and knowledge of primary care 

work with people in distress, with and without a formal diagnosis of a mental illness.  
Primary prevention: 
Identification and modification of known risk factors for development of mental illness.  

 Secondary prevention: 

Early identification of the problems and intervention to prevent their progression.  

 Tertiary prevention: 
 Preventing the development of complication for patients with established conditions and reoccurrences.  

               

 
What would a good Primary mental health care service look like?  
MODEL OF SERVICE DELIVERY  
The key to developing patient centered primary mental health care services is to put the  
patient's needs at their heart. This means ensuring services are conveniently located and  
easily accessible in the primary care  
setting. It also means being emotionally available and interested in the patient.  
A good primary mental health care service is:  

 Evidence based - treatments should be based on sound clinical judgment.  

 Patient-centered - care should be personalised, people should be given time to talk,  

 should be listened to, provided with information and offered a choice about their care. Patients 

should actively participate in decision making, feel engaged and have a sense of ownership.  

 Based on need - services should be commissioned and provided on the basis of need  

 and the estimated prevalence of mental health problems.  

 Age inclusive - services should be recognised that opportunities exist for prevention at all life 

stages, that the origins of most major mental health problems lie in the early years, and that 

care should not be interrupted on grounds of chronological age alone.  

 Capable - the primary mental health care team needs to have the knowledge and  

 skills to understand how best to provide appropriate services for people with mental health 

problems. This may require additional educational and training opportunities.  

 Integrated - commissioning primary mental health care services should be  

 integrated with the commissioning of specialist mental health services. The interfaces between 

different parts of the system and with other agencies (such as social services) need to be 

seamless, because people's needs straddle health and social care.  
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 Accessible - care pathways should include treatments that can be assessed through self-referral 

and should address diversity in local communities. This includes making reasonable 

adjustments for people with special needs. Patients should be treated promptly; they should 

have to wait until they become ill or their condition becomes more complex and they require 

more intensive treatment.  

 Sufficient capacity - commissioned services should have sufficient capacity to treat numbers 

estimated to have different type of mental problems.  

 Outcome-focussed - treatments should be systematic and the outcome monitored  

 Continuously using a common set of measures appropriate to the patient's problems. Accurate 

assessment requires high levels of pre-post data completeness. For people with depression and 

anxiety disorders this is most easily achieved by routine, session- by-session outcome 

monitoring. This approach also facilitates the choice of interventions and other clinical 

decisions.  

 Recovery-focused - a recovery focus is essential to effective service delivery. Practitioners 

should support patients to help themselves and reinforce the message that the recovery is 

possible and that they can regain employment and social networks. This is particularly 

important for people who have been out of work for some time. Recovery is not simply about 

a reduction in, or removal of, symptoms; it is about communicating hope and restoring 

opportunity and sense of agency to patients.  

 Preventative - interventions should be targeted at individuals identified from GP service  

‘READ Codes 'as at risk of developing mental health problems.  

 

 Mental health problems should be managed mainly in primary care by the primary health care 

team working collaboratively with other services, with access to specialist expertise and range 

of secondary services as required.  

 Effective treatment of common mental health disorders in primary care requires integrated 

services using stepped care model. This should deliver evidence based treatments that can be 

accessed via flexible referral routes, including self-referral, and offer a choice of 

psychological and non-psychological interventions.  

 Primary health care services should have a clear focus on prevention and earlier identification.  

 Primary mental health care services should promote self-management by patients including 

use of personalised care plans.  

 Care co-ordinations (case management) and methodical management of systematic care 

pathways are essential to good primary mental health care services.  

 Primary mental health care should be holistic-mental health has physical, psychological, social 

and spiritual elements.  

 The outcomes of primary mental health care work should be systematically measured and 

reported.  

 Allocation of funds to reflect these principals will result in better integrated patient care 

pathways that are capable to meet a wider range of needs. Currently, gaps at the interface 

between primary mental health care and secondary mental health and acute services can mean 

that patients disengage', revolve or get ‗stuck' in different parts of the system.  

 Improving the management of mental illness in primary care will contribute to the meeting the 

objectives of the No Health without Mental Health mental health strategy and the Quality, 

Innovation, productivity and Prevention.  
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Primary care is where this should happen, different levels of prevention include primary (preventing 

illness from occurring in the first place), secondary (early identification and treatment) and tertiary 

(promotion of recovery and relapse prevention early intervention).  

 
Levels of Care Why is primary mental health care important to commissioners?  
A number of relevant recent policy imperative make the provision of good quality primary mental 
health care services a priority for clinical commission groups.  

These include:  

 The emphasis on providing cares as close to the patient's home as possible.  

 The need to take patients' view into account (‘No decision about me without me'). 

 The patients ‗and their carers ‗preference for being treated in primary care, where the 

environment is less stigmatising and where physical and mental health care can more easily be 

delivered together. 

 

PREVENTION AND EARLY INTERVENION  
Early intervention is vital both to improve people's life chances and reduce health  

care costs.  

 

• In well-developed primary care-mental health integration programs, 70-80% of all mental illness is 

effectively managed in primary care.  

• But we still need secondary and tertiary care: specialty mental health care. 

• Referral management bridges transitions.  

Pathway of care for patients with Psychiatric illness-in the primary care  

RED FLAGS SYMPTOMS AT PRIMARY CARE 
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The Stepped -care model  

A stepped-care model is used to organise the provision of services and to help people with common mental 

health disorders, their families, carers and healthcare professionals to choose the most effective interventions. 

 

 

 

Focus of intervention  

Step 3: Persistent sub threshold  

 depressive symptoms or mild to moderate  

depression that has not responded to a low 

intensity intervention, initial presentation of 

moderate or severe depression; GAD with 

marked functional impairment or that has 

not responded to a low intensity 

intervention; moderate to severe panic 

disorder; OCD with moderate or severe 

functional impairment; PTST.  

 

 

 

Step 2: persistent sub threshold depressive 

symptoms or mild to moderate depression; 

GAD; mild to moderate panic disorder; 

mild to moderate OCD; PTSD (including 

people with mild to moderate PTSD)  

 

 

 

 

Step 1: all known and suspected 

presentation of common mental health  

disorders 

Nature of intervention  

Depression: CBT, IPT, Behaviour  

activation, behavioural couple's therapy,  

counselling, short term Psychotherapy, 

antidepressants,combined interventions, collaborative 

care, and self-help groups.  

GAD: CBT, applied relaxation, drug  

treatment, combined interventions, self- help groups.  

Panic disorders: CBT, antidepressants,  

combined interventions and case management, self-

help groups.  

PTSD: Trauma-focused CBT, EMDR, drug treatment.  

All disorders: Support groups, befriending, 

rehabilitation programmes, educational and 

employment support services; referral for further 

assessment and interventions  

 

Depression: Individual facilitated self-help  

computerised CBT, structured physical activity 

antidepressants, self-help groups.  

GAD and panic disorder: Individual non-  

facilitated and facilitated self-help psycho educational 

groups, self-help groups.  

OCD: Individual or group CBT, self-help groups.  

PTSD: Trauma-focused CBT.  

All disorders: Support groups, educational  

and employment support services; referral for further 

assessment and interventions.  

All disorders: Identification, assessment,psycho 

education, active monitoring; referral for further 

assessment and interventions. 
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 مخطط عمل برنامج الصحة النفسية بالمراكز الصحية

 تحويل من مركز

 رعاية

 صحية اولية

 بدون تحويل من

 المركز الصحي

 

 أخصائي طب العائلة

 بعيادة الصحة النفسية

 أخصائي نفسي

 جلسات عالج نفسي

 أخصائي الطب

 النفسي

 مركز رعاية صحية أولية

 مركز الكويت للصحة

 النفسية

 

ارىءتحويل طو  

 او

 عيادة خارجية

حالةتحويل   

 مستقرة
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Randomised cross – sectional study to measure the incidence of common mental disorders in the 

primary care clinics in Kuwait done 2011-2012. 

Incidence of Anxiety ( by Area) 
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Step 1 identification assessment 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 

 

 

 

Depression 

Be alert to possible depression (particularly 
in  
people with a past history of depression, 
possible  
somatic symptoms of depression or a chronic  
physical health problem with associated  
functional impairment) and consider asking. 

 During the last month have you 
often been bothered by  

- Feeling down, depressed or hopeless?  
- Having little interest or pleasure in doing 
things?  
If a person answers yes' to either question, 
consider depession5 

Anxiety Disorders 

Be alert to possible anxiety disorders (particularly in 

people with a past history of an anxiety disorder, 

possible somatic symptoms of anxiety disorder, or 

who have experienced a recent traumatic event). 

Consider using the GAD- 2 scale to ask about:  

 Their feelings of anxiety and  

 Their ability to stop or control worry.  

If the person scores less than three on the 

GAD-2 scale, but you are still concerned they 

may have an anxiety disorder, ask: 

 Do you find yourself avoiding places 

or activities and does this cause you 

problems? 

If the person answers yes’ to this question, 

consider an anxiety 

A
ssessm

en
t 

 A practitioner who is not competent to perform a mental health assessment should: 

 Refer the person to an appropriate health professional - if this is not their GP, inform  

 the GP of the referral to  

 A practitioner who is competent to perform a mental health assessment should:  

 Review the person's mental state and associated functional, interpersonal and social  

 difficulties  

 Consider using a diagnostic or problem identification tool or algorithm  

 Consider using a validated measure relevant to the disorder or problem being assessed,  

 for example the PHQ-9, HADS or GAD-7 

 For people with significant language or communication difficulties asking a family  

 member or carer about symptoms; if significant distress is significant distress is  

 identified, investigate further  

If a person scores 

there or more on the 

GAD-2 scale , 

consider an anxiety 

disorder. 
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Chapter 1 

APPROACH TO THE PATIENT WITH DEPRESSION 

 Definition:  

Charactrized by constellation of phsycial and psychological symptoms that cause significant 

distress and impaiment in psychosocial functioning and occur in the absence of history of Mania or 

hypomania continuously more than two weeks. A wide range of biological and psycho social 

factors which are not captured well by current diagnostic systems, have a significant impact on the 

course of depression and the response to treatment. 

Depression often has a remitting and relapsing course, and symptoms may persist between 

episodes, where possible the key goal of an intervention should be complete relief of symptoms 

(remission) which is associated with better functioning and lower liklihood of relaps. 

 Epidemiology:  

Prevalence of naving depression through life time is 17%. The incidence of Depression among 

patients visiting primary care clinics in Kuwait is 56%. 

Major depressive disorders. can present at any age but the peak prevalence occurs in those between 

the age 15-45 years. Consequently, MDD has a disproportionately large impact on education, work 

productivity, relationships and parenting, all of which may appear to be the presenting problem. 

Table 1: High risk groups and symptomatic presentation of MDD 

High risk clinical group  High risk symptoms presentation 

Past history of depression  

Family history of  depression  

Psychosocial adversity 

High users of the medical system 

Chronic medical conditions 

(especially cardiovascular disease, diabetes, conditions 

involving chronic pain and neurological disorders) 

Other psychiatric conditions 

Times of hormonal challenge 

(e.g. postpartum) 

Unexplained physical symptoms  

Pain, including chronic pain  

Fatigue 

Insomnia 

Anxiety 

 

 

 

 

Substance abuse 
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** Common presentations for depressed patients in the primary care in Kuwait:  

(1) Frequent visits complaining of migraine, headache, sorethroat abdominal pain without any 

physical findings in the examination or investigations. 

(2) Visiting clinic in the late of day (night) or weekends as a ticket to avoid social gatherings. 

(3) Sick leave, more than 10 day's sick leave in a year. 

(4) Patient with chronic diseases coming late of day, avoiding rotein ceckeup in chronic diseases 

clinic. 

Types of Depressive disorders:  

1) Disruptive mood dysregulation disorder 

 Sever recurrent temper outbursts manifested verbally and/or behaviorally that are grossly 

out of proportion in intensity or duration to situation or provocation, which occur more than 

three times in week. 

The mood between temper outburst persistently irritable or angry most of the day. 

2) Major depressive disorder (including major depressive episode) 

 Five or more of symptoms in Table 2 have been presented during the same 2 week period 

and represent a change from previous functioning at least on of the symptoms is either (1) 

Depressed mood or (2) loss at pleasure. 

3) Persistent depressive disorder (Dysthemia) 

 It is depressive mood that occurs for most of the day, for more days than not, for at least 2 

years, or at least 2 years, or at least 1 year for children and adolescents. MDD may precede 

persistent depressive disorder, and major depressive episodes may occur during it. 

4) Premenstrual dysphoric disorder. 

 It's expression of mood liability, irritability, dysphoria and anxiety symptoms that occur 

repeatedly during the premestrual phase of the cycle and remit around the onset of menses 

or shortly thereafter, which may accompanied by behavioral or physical symptoms.  
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Table 2: Diagnostic criteria for premenstrual dysphoric disorder  

A. In the majority of menstrual cycles, at least five symptoms must be present in the final week 

before the onset of menses, start to improve within a few days after the onset of menses, and 

become minimal or absent in the week postmenses. 

B. One (or more) of the following symptoms must be present:  

1. Marked affective lability (e.g., mood swings; feeling suddenly sad or tearful, or 

increased sensitivity to rejection). 

2. Marked irritability or anger or increased interpersonal conflicts. 

3. Marked depressed mood, feelings of hopelessness, or self-deprecating thoughts. 

4. Marked anxiety, tension, and/or feelings of being keyed up or on edge. 

C. One (or more) of the following symptoms must additionally be present, to reach a total of five 

symptoms when combined with symptoms from Criterion B above. 

1. Decreased interest in usual activities (e.g., work, school, friends, hobbies). 

2. Subjective difficulty in concentration. 

3. lethargy, easy fatigability, or marked lack of energy. 

4. Marked change in appetite; overeating, or specific food cravings. 

5. Hypersomnia or insomnia. 

6. A sense of being overwhelmed or out of control. 

7. Physical symptoms such as breast tenderness or swelling, joint or muscle pain, a 

sensation of "bloating," or weight gain. 

Note: The symptoms in Criteria A-C must have been met for most menstrual cycles that occurred in 

the preceding year. 

D. The symptoms are associated with clinically significant distress or interference with work, 

school, usual social activities, or relationships with others (e.g., avoidance of social activities; 

decreased productivity and efficiency at work, school, or home). 

E. The disturbance is not merely an exacerbation of the symptoms of another disorder such as 

major depressive disorder, panic disorder, persistent depressive disorder (dysthymia), or a 

personality disorder (although it may co-occur with any of these disorders).  

F. Criterion A should be confirmed by prospective daily ratings during at least two symptomatic 

cycles. (Note: The diagnosis may be made provisionally prior to this confirmation.) 

G. The symptoms are not attributable to the physiological effects of a substance (e.g., a drug of a 

medication, other treatment) or another medical condition (e.g., hyperthyroidism).  

 

5) Substance/ Medication- induced depressive disorder. 

6)  Depressive disorder due to another Medical condition.   

 (7) Other Specified Depressive Disorder 

This category applies to presentations in which symptoms characteristic of a depressive disorder 

that cause clinically significant distress or impairment in social, occupational, or other important 

areas of functioning predominate but do not meet the full criteria for any of the disorders in the 

depressive disorders diagnostic class. The other specified depressive the disorders in the depressive 

disorders diagnostic class. The other specified depressive disorder category is use in situations in 
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which the clinician chooses to communicate the specific reason that the presentation does not meet 

the criteria for any specific depressive disorder. This is done by recording “other specified 

depressive disorder” followed by the specific reason (e.g., “short-duration depressive episode’).  

Examples of presentations that can be specified using the “other specified” designation include 

the following:  

1. Recurrent brief depression: Concurrent presence of depressed mood and at least four 

other symptoms of depression for 2-13 days at least once per month (not associated with the 

menstrual cycle) for at least 12 consecutive months in an individual whose presentation has 

never met criteria for any other depressive or bipolar disorder and does not currently meet 

active or residual criteria for any psychotic disorder. 

2. Short-duration depressive episode (4-13 days); depressed affect and at least four 

of the other eight symptoms of a major depressive episode associated with clinically 

significant distress or impairment that persists for more than 4 days, but less than 14 days, in 

an individual whose presentation has never met criteria for any other depressive or bipolar 

disorder, does not currently meet active or residual criteria for any psychotic disorder, and 

does not meet criteria for recurrent brief depression. 

3. Depressive episode with insufficient symptom: Depressed affect and at least one 

of the other eight symptoms of a major depressive episode associated with clinically 

significant distress or impairment that persist for at least 2 weeks in an individual whose 

presentation has never met criteria for any other depressive or bipolar disorder, does not 

currently meet active or residual criteria for any psychotic disorder, an does not meet criteria 

for mixed anxiety and depressive disorder symptoms. 

(8) Unspecified Depressive Disorder 

This category applies to presentations in which symptoms characteristic of a depressive disorder 

that cause clinically significant distress or impairment in social, occupational, or other important 

areas of functioning predominate but do not meet the full criteria for any of the disorders in the 

depressive disorders diagnostic class. The unspecified depressive disorder category is used in 

situations in which the clinician chooses not to specify the reason that the criteria are not met for a 

specific depressive disorder, and includes presentations for which there is insufficient information 

to make a more specific diagnosis (e.g., in emergency room settings).  

(9) Specifies for Depressive disorders 

Specify if: e.g. 

With anxious distress; anxious distress is defined as the presence of at least two of the following 

symptoms during the majority of days of a major depressive episode or persistent depressive 

disorder (dysthymia):, other….. 
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Evaluation of the problem 

Depressive disorders are associated with a very broad range of clinical presentation which must 

understood in biopsychosocial context. 

A. General recommendations 

1. The evaluation of depressed patient should include a determination of the following. 

a. Physical and psychological symptoms occurring during the month before the visit. 

Table 2:  Physical and Psychological Symptoms of Unipolar depressive disorders 

Depressed mood Irritable mood 

Anxiety, excessive worrying Nervousness 

Panic attacks Anger attacks 

Crying spells Hypochondriacal concerns 

Loss of interest or pleasure  Lack of motivation 

Weight loss, decreed appetite Wight gain, increased appetite 

Carbohydrate craving Dizziness, light headness 

Insomnia Hypersomnia 

Headaches Muscle tension 

Backaches Heart palpitations 

Psychomotor agitations Psychomotor retardation 

Fatigue Heaviness in arms or legs 

Feelings of worthlessness  Excessive guilt 

Diminished concentration Forgetfulness 

Indecisiveness Distractibility  

Recurrent thoughts of death Suicidal ideation, attempt or plan 

 

Careful consideration is given to the delineation of normal sadness and grief from major depressive 

episode. 

Bereavement may induce great suffering, but it doesn’t typically induce an episode of major 

depressive disorder. 

When they do occur together, the depressive symptoms and functional impairment tend to be more 

sever and the prognosis is worse compared with bereavement that is not accompanied by MDD. 

Bereavement related depression tends to occur in persons with disorders and recovery may be 

facilitate by antidepressants. 

Onset, duration and course of these symptoms (e.g., depressive symptoms starting six months 

before the visit and continuing unremittingly until the present).  

Current and past psychiatric history, in particular anxiety disorder and substance abuse, which are 

quite common among patients with unipolar depressive disorders. 

Clinicians must be aware that many patients who abuse drugs or alcohol may experience depression 

as result   of their psychotropic substance use; however, when they stop, their depression may remit 

or improve significantly. Before making the definite diagnosis of depressive disorder, it is 

imperative to make sure that the symptoms of depression are not the result of result of recent 

bereavement (i.e. the patient has not experienced the loss of a loved one in the past month). 
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 The use of self-rating scales (HDS, PHQ9) may help the clinician in making the diagnosis of 

unipolar depressive disorder. In fact, the use of these scales has be found to increase primary 

care physicians ability to recognize MDD by 2.5-fold to 25-fold. 

 When evaluating a patient with unipolar depressive disorders, the clinician must address the 

following questions: 

a. What are depressive physical and psychological symptoms reported by the patient?  

b. How severe and frequent are these symptoms? For how long have they been present?  

c. Are these symptoms new or have they occurred before? 

d. What is the impact of these symptoms?  

e. Does the patient have difficulties in functioning at work and at home? 

f. Are the interpersonal relationships affected by these symptoms (i.e. is there social 

impairment as result of these symptoms)?  

 The communication with the depressed patient should include the following: 

a. Frame the depressive disorder as a medical illness, with specific signs and symptoms. 

b. Refer to a neurochemical dysregualtion in the brain. 

c. Emphasize that having depression is not indicative of a personal weakness or fault. 

 When proposing that treatment to the patient, it is important to explain the following. 

a. That importance of compliance and of a minimum duration of treatment (i.e. 6 months). 

b. That antidepressants are not “happy pills”. 

Medical history 

1. The evaluation of the depressive disorder patient should also include a determination of the 

following: 

A. Medical history and medications currently being used. Several medical conditions (e.g., 

hypothrodism, folate deficiency, hypoadrenalism, rheumatoid arthritis, and parkinoson’s 

disease) may be associated with the coergence of depressive symptoms, and the use of 

certain medications (e.g., propranolol, reserpine, and metoclpramide) may trigger 

symptoms of depression. 

B. Assess the patient’s use of psychotropic drugs alcohol and other dietary habits (in 

particular, carbohydrate intake). Psychoactive substances may mimic some of the 

symptoms of depressive disorders. In addition, the use of these substances may increase 

during worsening of depressive disorders, perhaps as an attempt to obtain relief from the 

psychological distress. When depressed patients of the melancholic subtype may report 

a significant decrease in appetite with subsequent weight loss, while patients with 

depressive disorders of the typical subtype may report carbohydrate craving and 

increased appetite, with subsequent weight gain. 
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C. Examination of patient 

1. In addition to obtaining psychiatric and medical history, the examination of the patient 

should include a mental status examination, possibly a physical examination, possibly a 

physical examination, and laboratory testes, when indicated. 

a. The mental status examination of the patient with unipolar depressive disorders is often 

unremarkable. Patients typically present with depressed mood, accompanied by 

irritability and diminished interest/ motivation. Decreased concentration and attention 

may affect the patient’s performance in the Mini-Mental state examination (MMSE). 

Suicidal ideation has been reported in up to 40 per cent of depressed populations. The 

concomitant presence of psychotic symptoms suggests a diagnosis of MDD with 

psychotic features, so suicidal risk assessment. Should be done, exclude mania or 

hypomania or family history of maina is important. 

b. The physical examination of the patient with unipolar depressive disorders is either 

unremarkable or nonspecific. 

c. Laboratory tests should be obtained only when there is a specific concern about an 

underlying medical condition associated with depression. Laboratory tests can be helpful 

when assessing patients who do not respond to standard treatments. In particular, thyroid 

function tests and B12 and folate levels should be checked in these populations, as these 

abnormalities are known to be associated with depression and can be easily corrected. 

Psychiatric differential diagnosis 

A. Patient with dementia complain of symptoms (e.g., apathy, diminished concentration, and 

reduced memory) that may be hard to distinguish from the cognitive symptoms of unipolar 

depressive disorders. It is rare to see depressed outpatients with MMSW scores of less than 

23. 

Therefore, very low scores on this test suggest the presence of dementia, although the term 

“pseudo dementia” has been used in the past to describe nondemented depressed individuals 

with significant cognitive impairment. 

B. Bipolar depression may present with depressive symptoms mimicking unipolar depressive 

disorders. However, patients with bipolar disorder typically have a history of periods of 

mood elevation or irritability (mania or hypomania) that will help clinicians in recognizing 

these patients as being bipolar. 

C. Many psychotic disorders may be accompanied by depressive symptoms. In particular, 

schizophrenic disorders may difficult to distinguish from MDD of the catatonic subtype. 

D. Premenstrual dysphoric disorder may present with symptoms mimicking unipolar 

depressive disorders in women. A clear distinction may be difficult at times, as many 
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depressive disorders over time fluctuate in severity, with some of these fluctuations being 

the result of premenstrual worsening among cycling women. It is therefore important to 

distinguish between premenstrual worsening of unipolar depressive disorders and true 

premenstrual dysphoric disorder. This can be determined by ensuring that the female patient 

is symptomiatic, perhaps lesser degree, during the follicular and mid cycle phase as well. 

E. Anxiety disorders can be accompanied by symptoms such as irritability, nervousness. 

Management of Depressed patient: 

 In the assessment of depressed patients, clinicians should evaluate:  

1. Suicide risk. 

2. Physical health. 

3. Psychosocid status (including social and interpersonal relationships). 

4. Psychiatric comolbidity, using cross symptoms scale-level-1. 

5. Past response to anti-depressant treatment. 

Management should be in stepped care strategies. The range of interventions offered may 

Extend from : 

1) close monitoring of Mild episodes without immediate treatment; Watchful-waiting  

2) guided self- management. 

3) Brief psychological or behavioral interventions. 

4) Pharmacological management. 

5) Referral to secondary services. 

A decision about where to start on this continuum is initially made, and a lack of response leads to 

stepped-up care. 

 Explain the condition to the patient and reassure as it is a common treatable condition. 

 Advice the patient to stop alcohol or drugs and to start structured program of physical 

exercise. 

 Prescription tips to follow when prescribing medication for depression:  

1) Start with dose lower than therapeutic then escalate to avoid side effects. 

2) The dose which stabilizes symptoms is the dose you should continue with therapeutic dose. 

3) Current practice is to continue for 6 months at least. 

4) Treat for 6-12 weeks before you decide to change treatment. (acute-phase). 

5) Continue treating for 6-24 months after remission to prevent relapses. (Maintenance) 

6) If more than 3 relapse after or during tapering treatment consider long term therapy 2 years 

and may be lifelong. 

7) When is time to stop you should taper the dose very slowly to avoid withdrawal symptoms, 

over 4-8 weeks-, up to zero dosage  
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Table 4: Phases of treatment for MDD. 

 Duration Goals Activities 

Acute 8-12 weeks * Remission of symptoms 

* Restore function 

* Establish 

therapeutic alliance 

* Educate 

* Select and use 

treatment(s) 

* Monitor progress 

Maintenance 6-24 months, or 

longer 

* Return to full function 

and quality of life. 

* Prevention of recurrence 

* Educate 

* Rehabilitate 

* Treat comorbidities 

* monitor for 

recurrence 
 

Remission is the goal in case of no response. 

Should first treatment fail, either switching or augmenting is reasonable. 

For most patients, remission requires repeated trials of antidepressant medication 

Likelihood of remission substantially decreases after two adequate treatment trials, suggesting need 

for more complicated regimens and psychiatric consolation. 

 

Treatment Strategies  

*Pharmacotherapy Table 5-6-7-8 

- Selective Serotonin Reuptake Inhibitors (SSRI) 

- Serotonin and Norepinephrine Reuptake Inhibitors (SNRI) 

- Norepinephrine-dopamine Reuptake Inhibitors 

- Mixed Selective Serotonin Reuptake Inhibitors and Receptor Blockers 

- Tricyclic Antidepressants (TCA) 

- Monoamine Oxidase Inhibitors (MAOI) 

- Agomelatine, melatonin agonist. 

* Nonpharmacological Therapy 

- Devices 

 Vagel Nerve Stimulation (VNS) 

 Transcranial Magnetic Stimulation (TMS) 

 Electroconvulsive Therapy (ECT) 

- Psychotherapy 

 Cognitive Behavioral Therapy (CBT) 

 Interpersonal Therapy (IPT) 
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Table 5: SSRI therapeutic dose: 

Name of medication Dose Side effect 

Ecitalopram (ciprales) 10mg OD to max. Of 20mg Postural hypotension sinusitis, fatigue, 

depersonalization, yawning, pyrexia, 

taste disturbance. 

Flouxetine (Prozac) 20mg OD to max of 80mg/60 

in elderly 

Vasodilatation postural hypotension 

pharyngitis, syspnea chill, taste 

disturbance euphoria, confusion, 

yawning, impaired concentration, 

changes in blood sugar, alopecia, 

frequency. 

Fluvoxamine (Faverin) 50-100 in the evening to max. 

Of 300mg. Over 150 give in 

divided doses 

Palpitation tachycardia/bradychardia 

Paroxetine (seroxate) 20mg in morning. 

Higher dose on specialist 

advice only. 

Yawning and less commonly: 

arrhythmias transient change in blood 

pressure confusion. 

Sertraline (Zoloft) 20mg in morning. 

Higher dose on specialist 

advice only. 

Yawning and less commonly: 

arrhythmias transient change in blood 

pressure confusion. 

Sertraline (Zoloft) 50mg OD increased by 50s to 

max. Of 200mg 

Tachycardia, postural hypotension, 

confusion, amnesia, aggressive behavior 

psychosis, pancreatitis, hepatitis, 

jaundice, liver failure, menstrual 

irregularity, parasthesisa, 

thrombocytopenia. 
 The only contraindication is patient in manic phase. 

 All the above medications are SSRIs because TCA are no longer recommended to be used and primary mental 

health clinic should only be started by specialist psychiatric. 

 

Table 6: atypical Antidepressant 

Generic name Brand Name Tablets Customary initial dose Titrate dose up to 

Bupropion Wellbutrin 100mg SR, 150mg SR qd or 75-100mg 

b.i.d. 

100-150mg t.i.d 

Mirtazzpine Remeron 15,30mg 15mg qhs 30-45mg qhs 

Agomelatine Valdoxan 25mg 

50mg 

25mg 25mg/day 

Table 7: Clinical factors that influence antidepressant selection. 

Patient factors Therapeutic factors 

 Age and sex 

 Severity 

 Diagnostic subtype 

 Comorbid disorders 

 Past response 

 Sensitivity to side effects 

 Potential of biomarkers 

 Efficacytolerability/safety 

 Real world effectiveness 

 Potential for drug-drug interactions 

 Simplicity of use 

 Discontinuation syndrome  

 Cost  

 Branded vs. generic formulation 
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Table 8: Summary recommendations for pharmacotherapy. 

Recommendations 

 Appropriate assessment and monitoring of suicide risk is an important part of the 

management of MDD, however, concerns about antidepressant-induced suicidality should not 

discourage initiation of treatment in adults. 

 The side-effect profile of individual antidepressants should be considered when choosing 

between specific medications.  

 Uncommon but serious adverse events should be taken into consideration when choosing an 

antidepressant medication for patients at elevated risk of those events.  

 For patients at risk of drug-drug interactions, the effects of specific antidepressants on CYP 

isoenzymes and p-glycoprotein should be considered when choosing an antidepressant.  

 Sexual side effects and metabolic indices should be monitored in patients being treated with 

antidepressants.  

 If side effects remain troublesome in circumstances of response or remission, strategies for 

managing those side effects, including dose reduction, pharmacological antidotes and 

switching options, should be considered.  

 For MDD with psychotic features, antidepressants should be combined with an antipsychotic 

medication.  

 

Goals of treatment:  

The target goal for acute treatment phase 8-12w. should be remission: a resolution of depressive 

symptoms Response to treatment (reduction in symptom levels) is not adequate outcome because 

residual depressive symptoms are risk factors for relapse and negative predictors of long-term 

outcome. 

Monitoring of symptoms level during treatment is an essential metric of outcome, using 

Hamilton. Depression scale. 

Response is usually defined as < 50% neduction in scores on these scales, while Remission is 

defined as a score within the normal range Maintenance phase 6-24 its goals include resolving 

any residual symptoms, treating comorbid conditions returning to full pre-morbid functioning and 

preventing return of symptoms. During this phase clinicians should focus on healthy life strategies 

management and clinical strategies to reduce recurrence. 
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Continued pharmacologic and non-pharmacologic treatments have a role in the prevention of 

recurrence:    

 

Why Target Remission? 

 Compared with patients who achieve full remission, those with residual symptoms have: 

- Greater risk of relapse and recurrence 

 Patients with residual symptoms after medication treatment are 3.5 times more likely to relapse 

compared to those fully recovered 

 More chronic depressive episodes 

 Shorter duration between episodes 

- Continued professional and social impairment 

- Increased overall mortality 

- increased morbidity and mortality from co morbid medical disorders, including Stroke, diabetes, 

myocardial infarction, cardiovascular disease, congestive heart failure, HIV 

- On-going increased risk of suicide 

Treatment Resistant Depression  

 There is no single accepted definition 

- It may mean a failure to reduce depressive severity by at least 50% following treatment 

- It may mean a failure to reduce absolute depressive score below a specific cut point  

- It may mean a failure of symptoms to entirely remit 

- It may mean failure to respond to one or more prior antidepressant trials. 
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 failure of a patient to respond to at least 2 antidepressant trials of adequate dose, duration, and 

treatment adherence. 

 6-8 weeks of at least a middle range dose without remission. 

 After a patient has been on an antidepressant for a reasonable amount of time at and adequate 

dose 

 No commonly accepted time point 

- Most drug trial data comes from 8 week long studies. 

- if no onset of response by weeks 4 or 6, there is a 73-88% chance of not having onset of 

response by end of 8 wk trial, so 4 weeks is a reasonable point to increase dose. 

- An 8-12 week course is consistent with acute treatment framework and allows patients 8 weeks 

at a dose expected to produce response. 

 No commonly accepted determination of adequate dose  

- Range from minimal (e.g., 20 mg fluoxetine) to moderated dose (e.g., 60 mg fluoxetine) 

- Most clinicians consider middle range doses likely “adequate”  

Factors Associated with Treatment Resistance 

 Misdiagnosis 

 Specific depressive subtypes 

1) Psychotic depression, atypical depression, melancholic features 

2) Psychiatric co morbidities: (Anxiety disorders, panic disorder, personality disorder, 

alcoholic or substance abuse) 

 Age at onset before 18 years 

 Depression severity 

 Chronicity 

 Medical co morbidities  

 Patient noncompliance with treatment 

 Pharmacokinetics, pharmacogenetics factors Management  
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Table 9: Recommendations for non-response and incomplete response to an init 

antidepressant. 

* First-line * Switch to an agent with evidence for 

superiority 

* Duloxetine [Level 2) 

* Escitalopram [Level 1) 

* Milnacipran [Level 2) 

* Mirtazapine [Level 2) 

* Sertraline [Level 1) 

* Venlafaxine [Level 1) 

 * Add-on another agent * Aripiprazole [Level 1) 

* lithium [Level 1) 

* Olanzapine [Level 1) 

* Risperidone [Level 2) 

* Second-line * Add-on another agent * Bupropion [Level 2) 

* mirtazapine/mianserin [Level 2) 

* Quetipine [Level 2) 

* Triiodothronine [Level 2) 

* Other antidepressant [Level 3) 

 * Switch to an agent with evidence for 

superiority, but with side effect limitations  

* Amitriptyline [Level 2) 

* Clomipramine [Level 2) 

* MAO Inhibitors [Level 2) 

* Third-line * Add-on another agent * Buspirone [Level 2) 

* Modafinil [Level 2) 

* Stimulants [Level 3) 

* Ziprasidone [Level 3) 

 

** Strategies for Refractory Depression 

A- Switch to a different antidepressant (within class or across class) 

B- Augment the treatment regimen with a non-antidepressant agent 

C- Combine the initial antidepressant with a second antidepressant 

(A) Switching 

 Different mechanism of action  

- Such as from an SSRI to a dual mechanism agent or to a predominantly 

noradrenergic/dopaminergic agent 

 Reduce side effects 

 Reduced risk of drug interactions 

 Possibly cheaper 

 Switch within class or across classes. 
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(B) Combination 

 Maximinze benefit by affecting multiple neurotransmitters 

 Could increase adherence and lower drop-out rates 

 Could target side effects of first agent (e.g, insomnia, fatigue, sexual dysfunction) 

(C) Augmentation 

 Broadens the neurochemical targets  

 Maximize therapeutic benefit associated with the first-line agent 

 Allows more time for the current agent 

 Avoid potential withdrawal symptoms 

Switch therapy or Add-on? 

Monotherapy switch:  

 No drug interactions. 

 No additive side effects 

 Dosing sensitivity 

Add on Therapy:  

 Faster onset or response 

 Address specific residual symptoms or side effects 

 Psychological advantage 

 Late responders 

 Primarily clinical decisions (lack of evidence) based on whether there is at least a partial response 

to initial treatment. 

MEASUREMENT-BASED CARE FOR MDD  

 Systematically suing measurement tools to monitor progress and guide treatment choices HDS-

PHQ-9. 

- Set visit schedule (Depression Monitoring chart). 

- Regularly monitoring symptom improvement, side effects, medication adherence  

- Use a set dose titration and treatment algorithm 

- Critical decision points 

- Non-pharmacotherapy approach:  

[B] PSYCHOTHERAPY 

1. Cognitive therapy and interpersonal psychotherapy are probably the most efficacious forms of 

psychotherapy in the treatment of patients with depressive disorders. Bothe therapies are short-term 

and focused on the “here and now”. 
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2. Behavioral therapy and short-term dynamic psychotherapy have also been studies in the 

treatment of major depression, but their efficacy is less well established. 

3. Many other forms of therapy are currently used in the treatment of depressed patients, but more 

studies are needed to establish their usefulness. 

[C] Combined Psychotherapy and Pharmacotherapy with Antidepressants. 

It is common practice to treat patients with depressive disorders with a combination of 

Psychotherapy and pharmacotherapy with antidepressants. This combination is often prescribed 

from the beginning when the depressive disorder emerges in the context of severe psychological 

stressors or in the absence of social support. More typically, psychotherapy is added to 

pharmacotherapy once the patient has reported a significant clinical improvement, in order to 

consolidate the progress, address residual symptoms, and prevent relapses. The usefulness of this 

combination, particularly when antidepressants are combined with cognitive therapy, has been 

demonstrated in research studies. 

[D] Electroconvulsive Therapy (ECT) 

Electroconvulsive therapy (ECT) was first introduced in 1938 and involves a safe application of an 

electrical current to the skull to induce a general seizure. It is usually administered by placing on the 

head either bilateral or unilateral non dominant electrodes and by delivering either nine-wave or 

brief-pulse current to induce seizures of adequate intensity and duration in patients under 

anaesthesia. ECT should primarily be used only after several adequate antidepressant trails have 

failed or with patient with depression marked by delusions. (used in the secondary Mental health 

services, K.M.H.C.).  

 Referral criteria  

[A] Refaral to the emergency in KMHC causality:  

1. Suicidal attempts. 

2. High suicidal risk., harm to others and self. 

3. Depression with acute psychotic symptoms & high suicidal risk 

4. Disabled patient with Depression and No evidence of social support. 

5. Depressive stupor. 

[B] Refearal to Crisis Clinic O.P.D in K.M.H.C: 

1. Psychotic Depression with no suicide risk. 

2. Depression with family history of Bipoller. disorder. or previous Manic episode. 

3. Pediatric age group. 

4. Depression with psychiatric comorbities, (drug abuse, alcoholic, personality disorders) 

5. Resistant Depression or failure to reach remission of Depressive symptoms after adequate 

trail with 2 anti-depressants. 
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DEPRESSION;  

STEP 1: IDENTIFICATION & ASSESSMENT 

 

 

 

 

 

 

 

 

 

 

 

 

 

+         +    -       - 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Primary Mental Health Clinics 

 

* Low Mood 

* Loss of Interest In Doing Things. 

* Fatigue, Body Ache. 

* Appetite Increase or Decrease. 

* Loss Of Concentration. 

* PHQ9; cross-symptoms level 1 

 

* +/- Drug Abuse. 

* +/- Alcohol Dependence. 

* +/- Manic Episodes, Family History of  Bipoller dis. 

 

Suicidal Risk 

 

Moderate 

 

High Suicidal Risk 

 

Suicidal Risk 

No 

 

Emergency at Kuwait Mental 

health Clinic 

 

OPD 

KMHC 

 

Access Suicidal Risk 

 

Yes 

 

No 
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STEP 2: Treatment 

Guidelines for Treatment of Major Depression  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Start of trial:  

Medication and/or psychotherapy 

If no response and critical severity warrants, consider:  

* Increase dose of medication 

* Increase intensity of psychotherapy 

 

4-6 Weeks: Reassess adequacy of response 

 

Monitor  

 Degree of danger to self 

or other (suicidal Risk 

assessment) 

 

 Symptomatic Status 

 Functional status 

 Response to Treatment 

 Side effects 

 Compliance 

 Signs of switch to 

mania 

 Other mental disorders, 

including alcohol and 

substance abuse 

 

 

 

 

 

 

 General medical 

comorbidities 

 

No Response Partial Response Full 

If patient is currently 

receiving medication, 

consider: 

* Adding or           

* Changing to another 

class psychotherapy 

As per ‘No Response’, but 

also consider changing 

medication 

Response 

Go to 

 

 

Maintenance phase 

treatment 

dose If patient is currently 

receiving 

Psychotherapy, consider: 

* Changing intensity of 

psychotherapy 

* Changing type of 

psychotherapy 

cbc 

If patient is currently 

receiving psychotherapy, 

consider: 

* Changing or addin 

6-24 months 

 

Additional 8-12 weeks: Reassess adequacy of response 
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STEP 3: Monitoring response 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Monitoring Chart After 4 

weeks of starting 

treatment 

 

Positive Response Partial Response 

Recovery Still On Tx For 6-12 

Months 

Stop Tx Gradually Over Last 4-6 

Weeks 

Follow Next 6 Months To Exclude 

Relapse 

1. Asses patient For Another d.d 

2. Double Dose 

3.Cahnge Class Antidepresant 

Refearal to O.P.D in K.M.H.C. 

Negative Respone 8-12 Weeks 

4. Augmentation Therapy 

Monitoring 

Monitoring & Remission 
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 هذا االستبيان جزء مهم لتوفير أفضل رعاية صحية ممكنة .. إجابتك سوف تساعد األطباء على فهم الوضع الصحي الذي تعالى منه .

 الرجاء اإلجابة على كل سؤال بكل صراحة ممكنة

 A)  ، خالل األسابيع األربع الماضية 
 هل كنت تعاني أي من هذه المشاكل ؟       

 

 ال
 لم أكن أعاني

(0) 

 نيأعا
 قليال

(1) 

 أعاني
 بشدة

(2) 

1- 
 

 ...............................................................................................أالم بالمعدة .
 

 

 
 

 .............................................................................................. آالم الظهر  . -2

 

 

 
 

 ............................................ آالم باليد ، باألرجل ، المفاصل ) الركبة ، الحوض ( -3
 

   

 ........................................................................اإلحساس بالتعب وقلة بالطاقة  -4
 

   

 ...........................................لة النوم ( أو كثرة النوم مشكلة االستغراق بالنوم ) ق -5
 

   

 ...................................................آالم الدورة بالدورة الشهرية ، أو مشاكل فيها  -6
 

   

 ......................................................................مشاكل أثناء المعاشرة الجنسية  -7
 

   

 ......................................................................................................صداع  -8
 

   

 ...............................................................................................آالم بالصدر  -9
 

   

 ......................................................................................................دوخة  -11
 

   

 ......................................................................................................إغماء  -11
 

   

 .....................................................................................ضربات القلب زيادة  -12
 

   

 ............................................................................................انقطاع النفس  -13
 

   

 .........................................................................................إمساك أو إسهال  -14
 

   

 ................................................................غثيان أو اضطراب بالقولون غازات  -15
 

   

 

  PHQ – 15S cr                                                      =          +       

 
GAD  – 7sor                                   =                       +                  +    

 

 

 
 

B) ، خالل األسبوعين الماضيين 
 كم مرة قد أتعبك أحد هذه المشاكل ؟  

 

 أبدا
 
 

(0) 

 بعض األيام

(1) 

 أكثر من
 نصف اليوم

(2) 

 تقريبا
 كل يوم

(3) 

1- 
 

 .............................................................اإلحساس بالقلق والتوتر ، أو االنهيار  .
 

  

 
 

 ............................................................عدم القدرة على وقف أو التحكم بالقلق  . -2

 

  

 
 

 ................................................................................ قلق متزايد على كل شئ  -3
 

    

 ...........................................................................رخاء  عدم القدرة على االست -4
 

    

 ...................هل تشعر بالتوتر جدا لدرجة يصعب عليك الجلوس ، ولو لفترة بسيطة   -5
 

    

 ...............................................................................سريع الغضب واالنزعاج   -6
 

    

 ..................................................الشعور بالخوف ، أو إن شئ سئ سوف يحدث   -7
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 C) ن نوبات القلق :األسئلة القادمة ع 
 خالل األسابيع األربعة الماضية ، هل كنت تعاني  -

 الشعور المفاجئ للخوف أو نوبة قلق 
 

 نعم
 

 ال

a 
 

 

 ..... ....................................................................( *D)  إذا كانت إجابتك بال أذهب إلى    
 
 

  

b 
 

 .......................................................................................................هل حدث هذا بالماضي 

 

  

c 
 

هل هذه النوبات ) نوبة القلق والخوف ( تأتي فجأة بدون اي مقدمات أو أي مؤثرات عصبية أو كونك 
 ................................................................................................................... غير مرتاح 

 

  

d . هل هذه النوبات تقلقك ، بحيث تجعلك تفكر وتتوتر من النوبة القادمة المقبلة ............................ 
 

 

  

e 
 

يد أو الشعور بتسارع نبضات هل هذه النوبات تقلقك ، بحث تجعلك تعاني من ضيق النفس ، التعرق الشد
 .......................................................................................القلب بالزيادة أو النقصان  

 

  

 
 
 

A)  كم عانيت من المشاكل التالية خالل األسبوعين
 الماضيين ؟

 

 أبدا
 

 

(0) 

 بعض األيام

(1) 

 أكثر من
 نصف اليوم

(2) 

 يباتقر
 كل يوم

(3) 

1- 
 

 .......................................................قلة االهتمام أو االستمتاع بممارسة األشياء .
 

  

 
 

 .....................................................................الشعور بالحزن أو الضيق الصدر  -2

 

  

 
 

 ..................كون إلى النوم أو النوم باالنتظام أو النوم أكثر من العادة الصعوبة في الر -3
 

    

 ...........................................................................الشعور بالتعب وبقلة الحيوية  -4

 

 

    

 ...............................................................................قلة الشهية أ و كثرة األكل  -5

 

 

    

 .............................الشعور بعدم الرضا عن النفس أو بالفشل أو اإلحباط تجاه نفسك  -6
 

    

 الصعوبة في التركيز على األشياء ، مثل قراءة الصحف أو مشاهدة التلفزيون  -7
 

    

8- 
كة أو الكالم بدرجة ملحوظة من اآلخرين أو على العكس من ذلك كثرة بطء في الحر

 ...............................................................التململ والتحرك إلى درجة فوق العادة 

 

   

 ..................................الشعور بتفضيل الموت عن الحياة أو بإيذاء النفس بطرقة ما  -9
 

   

 
PHQ– 15 scor                   =          +                  +                   = 

 

 

-E إذا حددت أي مشكلة باالستبيان إلى أي مدى منعتك هذه المشاكل من القيام بعملك أو االعتناء بشؤونك المنزلية أو التعامل مع الناس ؟ 

 

 غير صعب                             صعب نوعا ما                    صعب جدا                          صعب للغاية                                              

 

     اعداد االطباء روبرت إلى بيسترز ، جانيت بي دابليو وليامز ، كيرت كرونك والزمالء ، بمنحة تعليمية من شركةPifzpr.Inc   الحصول على إذن الحصولال يلزم 
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Patient Name……………………………………………………………………………………………………………………………………………. 

DOB………………………………………………………………………………………………………………………………………………………….. 

Referral to Mental Health Specialist: ………………………………………………………… Date: ………………………………….. 
Mental Health Specialist Nam: …………………………………………………………………………………………………………………. 

Visit 

Date 

Symptoms 

(Circle all that apply) 

Medication 

( Drug and 

dose) 

Side 

Effects/Notes 

Recommendations 

Initial 

Visit 

 

 

 

 

 

 

_______ 

• Sleep problems 

• Anxiety 

• Changes in energy level 

• Changes in Appetite 

• Trouble concentrating 

• Anhedonia 

  -Refer to “ Antidepressant therapy messages for your 

patients” 

-Assess for: Suicidality, possibility, bipolar illness, 

psychosis, substance abuse 

-Consider medical work –up 

- Consider referral for psychotherapy 

-Discuss side effect with patient  

-Use low-doses in elderly and patients with panic  

disorder  

-Schedule first follow- up visit in one to two weeks 

-Give patients “ Educational Messages to Enhance 

Patient Adherence to Antidepressant Therapy” 

2nd 

Follow –up 

Visit 

 

 

_______ 

• Sleep problems 

• Anxiety 

• Changes in energy level 

• Changes in Appetite 

• Trouble Concentrating 

• Anhedonia 

  -Assess suicidality 

-Assess side effects and response of medication 

- Increase dose if patient tolerates medication  

-Remind patient of treatment lag time and 

importance  of continuing medication 

- Schedule additional follow – up visit in one to two 

weeks  

3rd 

Follow – up 

Visit 

 

 

 

 

 

 

_______ 

 

• Sleep problems 

• Anxiety 

• Changes in energy level 

• Changes in Appetite 

• Trouble Concentrating 

• Anhedonia 

  -Assess suicidality  

- Assess side effect and response  

- If patient has been on target dose four weeks and 

partial response, increase dose 

- If patient has been on target dose four weeks NO 

response consider changing medication  or referring 

patient to a psychiatrist 

-If symptoms have resolved ( goal is full remission 

of symptoms) maintain patient on full dose for 6 to 4 

months 

-Schedule fourth follow- up visit as clinically 

indicated ( four to eight weeks if symptoms resolved 

, sooner if not) depending on patient response 

4th 

Follow – up 

Visit 

 

_______ 

 

• Sleep problems 

• Anxiety 

• Changes in energy level 

• Changes in Appetite 

• Trouble Concentrating 

• Anhedonia 

  - Assess suicidality 

- Assess side effect and response  

- If no response to two different antidepressants, 

strongly encourage referral to psychiatrist 

- If patient remains well, schedule additional follow 

– up visit in four to six months  

5th 

Follow – up 

Visit 

 

 

_______ 

 

• Sleep problems 

• Anxiety 

• Changes in energy level 

• Changes in Appetite 

• Trouble Concentrating 

• Anhedonia 

  - Assess suicidality 

- Assess side effect and response  

- If no response to two different antidepressants, 

strongly encourage referral to psychiatrist 

- If patient remains well, schedule additional follow 

– up visit in four to six months 

 

 

DEPRESSION MONITORING CHART 
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Chapter 2 

Approach to Anxious patients in Primary care settings 

Anxiety disorders include disorders that share features of excessive fear and anxiety and related 

behavioral disturbances. Fear is the emotional response to real or perceived imminent threat, 

whereas anxiety is anticipation of future threat. Obviously, these two states overlap, but they also 

differ, with fear more often associated with surges of autonomic arousal necessary for fight or 

flight, thoughts of immediate danger, and escape behaviors, and anxiety more often associated with 

muscle tension and vigilance in preparation for future danger and cautious or avoidant behaviors. 

Sometimes the level of fear or anxiety is reduced by pervasive avoidance behaviors. Panic attacks 

feature prominently within the anxiety disorders as a particular type of fear response. Panic attacks 

are not limited to anxiety disorders but rather can be seen in other mental disorders as well. 

The anxiety disorders differ from one another in the types of objects or situations that induce fear, 

anxiety, or avoidance behavior, and the associated cognitive ideation. Thus, while the anxiety 

disorders tend to be highly comorbid with each other, they can be differentiated by close 

examination of the types of situations that are feared or avoided and the content of the associated 

thoughts or beliefs. 

Anxiety disorders differ from developmentally normative fear or anxiety by being excessive or 

persisting beyond developmentally appropriate periods. They differ from transient fear or anxiety, 

often stress-induced, by being persistent (e.g., typically lasting 6 months or more), although the 

criterion for duration is intended as a general guide with allowance for some degree of flexibility 

and is sometimes of shorter duration in children (as in separation anxiety disorder and selective 

mutism). Since individuals with anxiety disorders typically overestimate the danger in situations 

they fear or avoid, the primary determination of whether the fear or anxiety is excessive or out of 

proportion is made by the clinician, taking cultural contextual factors into account. Many of the 

anxiety disorders develop in childhood and tend to persist if not treated. Most occur more 

frequently in females than in males (approximately 2:1 ratio). Each anxiety disorder is diagnosed 

only when the symptoms are not attributable to the physiological effects of a substance/ medication 

or to another medical condition or are not better explained by another mental disorder. 

Person-centered care 

Treatment and care should take into account people's individual needs and preferences. Good 

communication is essential, supported by evidence-based information, to allow people to reach 
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informed decisions about their care. Patient families and cares should have the opportunity to be 

involved in decisions about treatment and care. 

 

Manifestation of Anxiety 

1. Physical symptoms: Generally those of autonomic arousal (e.g., tachycardia, tachypnea, 

diaphoresis and lightheadedness)  

2. Affective symptoms: ranging from mild edginess to terror and panic  

3. Behaviour: characterized by avoidance (e.g., including noncompliance with medical procedures) 

or compulsions. 

4. Cognitions: include worry, apprehension, obsession, and thoughts about emotional or bodily 

damage. 

Pathological  vs. "Normal" Anxiety 

Anxiety in the medical setting is ubiquitous. The nonspecific symptoms of anxiety may lead to 

under diagnosis of pathological anxiety, incorrect attribution to other physical causes, and its 

dismissal as minor, insignificant, or appropriate to the setting. 

Pathological anxiety warrants evaluation and may be distinguished from "normal" anxiety by four 

criteria:  

1. Autonomy: Distress with a minimal relation to an external cause. 

2. Intensity: A high level of discomfort and severity of symptoms. 

3. Duration: Persistence of symptoms over time. 

4. Behaviour: Development of disabling behavioural strategies (e.g.,. avoidance or compulsive 

behaviours) Pathologic anxiety is autonomous, persistent, and distressing, and results in impaired 

function owing to abnormal behaviour. 

Epidemiology  

Most anxiety patients first seek care in the primary care setting including the emergency room. The 

majority of heavy users of primary care services have significant mood or anxiety difficulties 

including panic disorder, generalized anxiety disorder, or depression. Patients with chronic illness 

and those who make frequent medical visits have higher rates of anxiety and depressive disorders.  

Impact of Anxiety disorders on Quality of Life  

Anxiety disorders are associated with marked impairment in physical and psychosocial function as 

well quality of life. For instance, panic disorder leads to a perceived deterioration of physical and 

emotional health, and increases alcohol abuse, marital conflict also associated with increased rates 

premature cardiovascular mortality in men (Cryell et al., 1982; Kawachi et al.; 1994). Panic 

patient's loose workdays twice as often as the general population, with 25% of panic patients 
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chronically unemployed and up to one third receiving public assistance or disability (Markowitz et 

al.; 1989).  

 

Course of Anxiety Disorders  

Systematic studies suggest that most patients are improved with treatment for panic and other 

anxiety disorders, but relatively few are "cured" with physical symptoms and less likely to be 

associated with avoidance behaviour or onset with emotional trauma. Diagnostic evaluation should 

be directed toward the somatic system most closely related to the anxiety symptoms (e.g., 

respiratory system in patients with shortness of breath). 

The following six factors are associated with an organic anxiety syndrome and help distinguish it 

from a primary anxiety disorder:  

1. Onset anxiety symptoms after the age of 35.  

2. Lack of personal or family history of an anxiety disorder  

3. Lack of childhood history of significant anxiety, phobias, or separation anxiety  

4. Absence of significant life events generating or exacerbating the anxiety symptoms  

5. Lack of avoidance behavior  

6. Poor response to antipanic agents  

B. General Medical Evaluation of the Anxious Patient  

1. The extent of a medical workup indicated for the patient with significant anxiety will vary 

depending on the age of the patient, nature of the anxiety, range and severity of associated 

symptoms, and the concomitant health status of the patient. The list of medical illnesses, 

medications, and substances that can produce anxiety is extensive, but in most cases only small 

subsets require consideration.  

2. The medical evaluation ideally includes the following:  

a. A history and physical examination, including a screening neurologic exam.  

b. Consideration of the anxiogenic effects of medications includes beta-adrenergic agonists, 

theophylline, corticosteroids, thyroid hormone, and sympathomimetics.  

c. Consideration and treatment of potentially contributory medical illness (e.g., thyroid 

dysfunction, hypoglycemic episodes in diabetes, hyperparathyroidism, arrhythmias, COPD, 

and seizure disorder).  

d. Consideration of the possible effects of substance use (e.g., caffeine, amphetamines AND 

COCAINE) or withdrawal (e.g., alcohol, sedative-hypnotics)  

e. Laboratory or other medical tests as indicated by clinical suspicion (e.g., thyroid function 

tests, serum calcium and EEG).  
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Primary Psychiatric Disorders 

1. Separation on Anxiety Disorder. 

2. Selective Mutism. 

3. specific phobia. 

4. Social Anxiety Disorder. 

5. Panic disorder. 

6. Agrophobia. 

7. Generalized Anxiety disorder. 

8. substance/ medication induced Anxiety. 

9. Anxiety disorder due to another Medical conditions. 

 

 (1) Separation Anxiety Disorder 

Diagnostic Criteria: 

A. Developmentally inappropriate and excessive fear or anxiety concerning separation from those 

to whom the individual is attached, as evidenced by at least three of the following:  

1. Recurrent excessive distress when anticipating or experiencing separation from home or from 

major attachment figures. 

2. Persistent and excessive worry about losing major attachment figures or about possible harm to 

them, such as illness, injury, disasters, or death.  

3. Persistent and excessive worry about experiencing an untoward event (e.g., getting lost, being 

kidnapped, having an accident, becoming ill) that causes separation from a major attachment figure.  

4. Persistent reluctance or refusal to go out, away from home, to school, to work, or elsewhere 

because of fear of separation.  

5. Persistent and excessive fear of or reluctance about being alone or without major attachment 

figures at home or in other settings.  

6. Persistent reluctance or refusal to sleep away from home or to go to sleep without being near a 

major attachment figure.  

7. Repeated nightmares involving the theme of separation.  

8. Repeated complaints of physical symptoms (e.g., headaches, stomachaches, nausea, vomiting) 

when separation from major attachment figures occurs or is anticipated.  

B. The fear, anxiety, or avoidance is persistent, lasting at least 4 weeks in children and adolescents 

and typically 6 months or more in adults. 
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C. The disturbance causes clinically significant distress or impairment in social, academic, 

occupational, or other important areas of functioning.  

D. The disturbance is not better explained by another mental disorder, such as refusing to leave 

home because of excessive resistance to change in autism spectrum disorder; delusions or 

hallucinations concerning separation in psychotic disorders; refusal to go outside without a trusted 

companion in agoraphobia; worries about ill health or other harm befalling significant others in 

generalized anxiety disorder; or concerns about having an .illness in illness anxiety disorder.  

Diagnostic Features  

The essential feature of separation anxiety disorder is excessive fear or anxiety concerning 

separation from home or attachment figures. The anxiety exceeds what may be given the person's 

developmental level (Criterion A). Individuals with separation anxiety disorder have symptoms that 

meet at least three of the following criteria: They experience recurrent excessive distress when 

separation from home or major attachment figures is anticipated or occurs (Criterion Al). They 

worry about the well-being or death of attachment figures, particularly when separated from them, 

and they need to know the whereabouts of their attachment figures and want to stay in touch with 

them (Criterion A2). They also worry about untoward events to themselves, such as getting lost, 

being kidnapped, or having an accident, that would keep them from ever being reunited with their 

major attachment figure (Criterion A3). Individuals with separation anxiety disorder are reluctant or 

refuse to go out by themselves because of separation fears (Criterion A4). They have persistent and 

excessive fear or reluctance about being alone or without major attachment figures at home or in 

other settings. Children with separation anxiety disorder may be unable to stay or go in a room by 

themselves and may display "clinging" behavior, staying close to or "shadowing" the parent around 

the house, or requiring someone to be with  them when going to another room in the house 

(Criterion A5). They have persistent reluctance or refusal to go to sleep without being near a major 

attachment figure or to sleep away from home (CriterionA6). Children with this disorder often have 

difficulty at bedtime and may insist that someone stay with them until they fall asleep. During the 

night, they may make their way to their parents' bed (or that of a significant other, such as a 

sibling). Children may be reluctant or refuse to attend camp, to sleep at friends' homes. Adults may 

be uncomfortable when traveling independently (e.g., sleeping In a hotel room). There may be 

repeated nightmares in which the content expresses the individual's separation anxiety (e.g., 

destruction of the family through fire, murder, or other catastrophe) (Criterion A7). Physical 

symptoms (e.g., headaches, abdominal complaints, nausea, vomiting) are common in children when 

separation from major attachment figures occurs or is anticipated (Criterion AS). Cardiovascular 

symptoms such as palpitations; dizziness, and feeling faint are rare in younger children but may 

occur in adolescents and adults.  
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The disturbance must last for a period of at least 4 weeks in children and adolescents younger than 

18 years and is typically 6 months or longer in adults (Criterion B). However, the duration criterion 

for adults should be used as a general guide, with allowance for some degree of flexibility. The 

disturbance must cause clinically significant distress or impairment in social, academic, 

occupational, or other important areas of functioning (Criterion C). 

Associated Features Supporting Diagnosis  

When separated from major attachment figures, children with separation anxiety disorder may 

exhibit social withdrawal, apathy, sadness, or difficulty concentrating on work or play. Depending 

on their age, individuals may have fears of animals, monsters, the dark muggers, burglars, 

kidnappers, car accidents, plane travel, and other situations that are perceived as presenting danger 

to the family or themselves. Some individuals become homesick and uncomfortable to the point of 

misery when away from home. Separation anxiety disorder in children may lead to school refusal, 

which in turn may lead to academic difficulties and social isolation. When extremely upset at the 

prospect of separation, children may show anger or occasionally aggression toward someone who is 

forcing separation. When alone, especially in the evening or the dark, young children may report 

unusual perceptual experiences (e.g., seeing people peering into their room, frightening creatures 

reaching for them, feeling eyes staring at them). Children with this disorder may be described as 

demanding, intrusive, and in need of constant attention, and, as adults, may appear dependent and 

overprotective. The individual's excessive demands often become a source of frustration for family 

members, leading to resentment and conflict in the family. 

Risk and Prognostic Factors 

Environmental. Separation anxiety disorder often develops after life stress, especially a loss (e.g., 

the death of a relative or pet; an illness of the individual or a relative; a change of schools; parental 

divorce; a move to a new neighborhood; immigration; a disaster that involved periods of separation 

from attachment figures)., In young adults, other examples of life stress include leaving the parental 

home, entering into a romantic relationship, and becoming a parent. Parental overprotection and 

intrusiveness may be associated with separation anxiety disorder.  

Genetic and physiological. Separation anxiety disorder in children may be heritable. 

 Suicide Risk  

Separation anxiety disorder in children may be associated with an increased risk for suicide. In a 

community sample, the presence of mood disorders, anxiety disorders, or substance use has been 

associated with suicidal ideation and attempts. However, this association is not specific to 

separation anxiety disorder and is found in several anxiety disorders. 
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Functional Consequences of Separation Anxiety Disorder 

Individuals with separation anxiety disorder often limit independent activates away from home or 

attachment figures (e.g., in children, avoiding school, not going to camp, having difficulty sleeping 

alone, in adolescents, not going away to college; in adults, not leaving the parental home, not 

traveling, not working outside the home).  

Differential Diagnosis 

Generalized anxiety disorder. Separation anxiety disorder is distinguished from generalized 

anxiety disorder in that the anxiety predominantly concerns separation from attachment figures and 

if other worries occur, they do not predominate the clinical picture.  

Panic disorder. Threats of separation may lead to extreme anxiety and even a panic attack. In 

separation anxiety disorder, in contrast to panic disorder, the anxiety concerns the possibility of 

being away from attachment figures and worry about untoward events befalling them, rather than 

being incapacitated by an unexpected panic attack.  

Agoraphobia. Unlike individuals with agoraphobia, those with separation anxiety disorder are not 

anxious about being trapped or incapacitated in situations from which escape is perceived as 

difficult in the event of panic-like symptoms or other incapacitating symptoms.  

Conduct disorder. School avoidance (truancy) is common in conduct disorder, but anxiety 

about separation is not responsible for school absences, and the child or adolescent usually stays 

away from, rather than returns to, the home. 

Social anxiety disorder. School refusal may be due to social anxiety disorder (social phobia). 

In such instances, the school avoidance is due to fear of being judged negatively by others rather 

than to worries about being separated from the attachment figures. 

Posttraumatic stress disorder. Fear of separation from loved ones is common after traumatic 

events such as a disasters, particularly when periods of separation from loved ones were 

experienced during the traumatic event. In posttraumatic stress disorder (PTSD), the central 

symptoms concern intrusions about, and avoidance of, memories associated with the traumatic 

event itself, whereas in separation anxiety disorder, the worries and avoidance concern the well-

being of attachment figures and separation from them.  

Illness anxiety disorder. Individuals with illness anxiety disorder worry about specific illnesses they 

may have, but the main concern is about the medical diagnosis itself, not about being separated 

from attachment figures.  

Bereavement. Intense yearning or longing for the deceased, intense sorrow and emotional pain, 

and preoccupation with the deceased or the circumstances of the death are expected responses 
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occurring in bereavement, whereas fear of separation from other attachment figures is central in 

separation anxiety disorder.  

Depressive and bipolar disorders. These disorders may be associated with reluctance to 

leave home, but the main concern is not worry or fear of untoward events befalling attachment 

figures, but rather low motivation for engaging with the outside world. However, individuals with 

separation anxiety disorder may become depressed while being separated or in anticipation of 

separation.  

Oppositional defiant disorder. Children and adolescents with separation anxiety disorder 

may be oppositional in the context of being forced to separate from attachment figures. 

Oppositional defiant disorder should be considered only when there is persistent oppositional 

behavior unrelated to the anticipation or occurrence of separation from attachment figures.  

Psychotic disorders. Unlike the hallucinations in psychotic disorders, the unusual perceptual 

experiences that may occur in separation anxiety disorder are usually based on a misperception of 

an actual stimulus, occur only in certain situations (e.g., nighttime), and are reversed by the 

presence of an attachment figure. 

Personality disorders. Dependent personality disorder is characterized by an indiscriminate 

tendency to rely on others, whereas separation anxiety disorder involves concern about the 

proximity and safety of main attachment figures. Borderline personality disorder is characterized by 

fear of abandonment by loved ones, but problems in identity, self-direction, interpersonal 

functioning, and impulsivity are additionally central to that disorder, whereas they are not central to 

separation anxiety disorder.  

Comorbidity  

In children, separation anxiety disorder is highly comorbid with generalized anxiety disorder and 

specific phobia. In adults, common comorbidities include specific phobia, PTSD, panic disorder, 

generalized anxiety disorder, social anxiety disorder, agoraphobia, obsessive-compulsive disorder, 

and personality disorders. Depressive and bipolar disorders are also comorbid with separation 

anxiety disorder in adults.  

(2) Selective Mutism  

Diagnostic Criteria 

A. Consistent failure to speak in specific social situations in which there is an expectation for 

speaking (e.g., at school) despite speaking in other situations.  

B. The disturbance interferes with educational or occupational achievement or with social 

communication.  

C. The duration of the disturbance is at least 1 month (not limited to the first month of school).  
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D. The failure to speak is not attributable to a lack of knowledge of, or comfort with, the spoken 

language required in the social situation.  

E. The disturbance is not better explained by a communication disorder (e.g., childhood onset 

fluency disorder) and does not occur exclusively during the course of autism spectrum disorder, 

schizophrenia, or another psychotic disorder.  

Diagnostic Features 

When encountering other individuals in social interactions, children with selective mutism do not 

initiate speech or reciprocally respond when spoken to by others. Lack of speech occurs in social 

interactions with children or adults. Children with selective mutism will speak in their home in the 

presence of immediate family members but often not even in front of close friends or second-degree 

relatives, such as grandparents or cousins.  

The disturbance is often marked by high social anxiety. Children with selective mutism often find it 

difficult to assess skills such as reading. The lack of speech may interfere with social 

communication, although children with this disorder sometimes use nonspoken or nonverbal means 

(e.g., grunting, pointing, writing) to communicate and may be willing or eager to perform or engage 

in social encounters when speech is not required (e.g., nonverbal parts in school plays).  

Associated Features Supporting Diagnosis  

Associated features of selective mutism may include excessive shyness, fear of social 

embarrassment, social isolation and withdrawal, clinging, compulsive traits, negativism, temper 

tantrums, or mild oppositional behavior. Although children with this disorder generally have normal 

language skills, there may occasionally be an associated communication disorder, although no 

particular association with a specific communication disorder has been identified. Even when these 

disorders are present, anxiety is present as well. In clinical setting, children with selective mutism 

are almost always given an additional diagnosis of another anxiety disorder-most commonly, social 

anxiety disorder (social phobia). 

Risk and Prognostic Factors 

Temperamental. Temperamental risk factors for selective mutism are not well identified. 

Negative affectivity (neuroticism) or behavioral inhibition may play a role, as my parental history 

of shyness, social isolation, and social anxiety. Children with selective mutism may have subtle 

receptive language difficulties compared with their peers, although receptive language is still within 

the normal range. 

Environmental. Social inhibition on the part of parents may serve as a model for social reticence 

and selective mutism in children. Furthermore, parents of children with selective mutism have been 

described as overprotective or more controlling than parents of children with other anxiety 

disorders or no disorder. 
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Genetic and physiological factors. Because of the significant overlap between selective 

mutism and social anxiety disorder, there may be shared genetic factors between these conditions. 

Functional Consequences of Selective Mutism 

Selective mutism may result in social impairment, as children may be too anxious to engage in 

reciprocal social interaction with other children. As children with selective mutism mature, they 

may face increasin social isolation. In school settings, these children may suffer academic 

impairment, because often they do not communicate with teachers regarding their academic or 

personal needs (e.g., not understandng a class asignment, not asking to use the restroom). Severe 

impairement in school and social functioning, including that resulting from teasing by peers, is 

common. In cerain instances, selective mutism may serve as a compensatory strategy to decrease 

anxious arousal in social encounters. 

Differential Diagnosis 

Communication disorders. Selective mutism should be distinguished from speech 

disturbances that are better explained by a communication disorder, such as language disorder, 

speech sound disorder (previously phonological disorder), childhood-onset fluency disorder 

(stuttering), or pragmatic (social) communication disorder. Unlike selective mutism, the speech 

disturbance in these conditions is not restricted to a specific social situation. 

Neurodevelopmental disorders and schizophrenia and other psychotic disorders. 

Individuals with an autism specturm disorder, schizophrenia or another psychotic disorder, or 

severe intellectual disability may have problems in social communication and be unable to speak 

appropriately in social situations. In contrast, selective mutism should be diagnosed only when a 

child has an established capacity to speak in some social situations (e.g., typically at home). 

Social anxiety disorder (social phobia). The social anxiety and social avoidance in social 

anxiety disorder may be associated with selective mutism. In such cases, both diagnoses may be 

give. 

Comorbidity 

The most common comorbid conditions are other anxiety disorders, most commonly social anxiety 

dosrder, followed by sparation anxiety disorder and specific phobia. Oppositional behaviors have 

been noted to occur in children with selective mutism, although opposititonal behavior may be 

limited to situations requireing speech. Communication delays or disorders also may appear in 

some children with selective mutism. 
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(3) Specific Phobia 

 Diagnositic Criteria  

A. Marked fear or anxiety about a specific object or situation (e.g., flying, heights, animals, 

rece3iving an injection, seeing blood). 

Note: In children, the fear or anxiety may e expressed by crying, tantrums, freezing, or 

clinging. 

B. The phobic object or situation almost always provokes immediate fear or anxiety. 

C. The phobic object or situation is actively avoided or endured with intense fear or anxiety. 

D. The fear or anxiety is out of proportion to the actual danger posed by the specific object or 

situation and to socioculturl context. 

E. The fear, anxiety, or avoidance is persistent, typically lasting for 6 months or more. 

F. The fear, anxiety, or avoidance causes clinically significant distress or impairment in social, 

occupational, or other important areas of functioning. 

G. The disturbance is not better explained by the symptomsof another mental disorder, 

including fear, anxiety, and avoidance of situations associated with panic-like symptoms or 

other incapacitating symptoms (as in agoraphobia); objects or situations related to 

obsessions (as in obsessive-compulsive disorder); reminders of treaumatic events (as in 

posttraumatic stress disorder); separation from home or attachment figures (as in separation 

anxiety disoreder); or social situations (as in social anxiety disorder). 

(4) Agoraphobia 

Diagnostic criteria 

A. Marked fear or anxiety about two (or more) of the following fie situations: 

1. Using public transportation (e.g., automobiles, buses, trains, ships, planes). 

2. Being in open spaces (e.g., parking lots, marketplaces, bridges).  

3. Being in enclosed places (e.g., shops, theaters, cinemas).  

4. Standing in line or being in a crowd. 

5. Being outside of the home alone. 

B. The individual fears or avoids these situations because of thoughts that escape might be 

difficult or help might not be available in the event of developing panic-like symptoms or 

other incapacitating or embarrassing symptoms (e.g., fear of falling in the elderly; fear of 

incontinence). 

C. The agoraphobic situations almost always provoke fear or anxiety. 

D. The agoraphobic situations are actively avoided, require the presence of a companion, or are 

endured with intense fear or anxiety. 
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E. The fear or anxiety is out of proportion to the actual danger posed by the agoraphobic 

situations and to the socicultural context. 

F. The fear, anxiety, or avoidance is persistent, typiclly lasting for 6 months or more. 

G. The fear, anxiety, or avoidance causes clinically significant distress or impairment in social, 

occupational, or other important areaas of functioning. 

H. If another medical condition (e.g., inflammatory owel disease, Parkinson’s disease) is 

present, the fear, anxiety, or avoidance is clearly excessive. 

I. The fear, anxiety, or avoidance is not better explained by the symptoms of another mental 

disoreder-for example, the symptoms are not confined to specific phobia, situational type; 

do not involve only social situations (as in anxiety disorder); and are not related exclusively 

to obsessions (as in obsessive-compulsive disorder), perceived defects of flaws in physical 

appearance (as in body dysmorphic disorder), reminders of traumatic events (as in 

posttraumatic stressdisoder), or fear of separation (as in separation anxiety disorder).  

Note: Agoraphobia is diagnosed irespective of the preseence of panic disorder. If an individual’s 

presentation meets criteria for panic disorder and agoraphobia, both diagnosess should be assigned. 

(5) Substance/Medication-Induced Anxiety Disorder 

Diagnostic Criteria 

A. Panic attacks or anxiety is predominant in the clinical picture. 

B. There is evidence from the history, physical examination, or laboratory findings of both (1) 

and (2):  

1. The symptoms in Criterion A developed during or soon after substance intoxication or 

withdrawal or after exposure to a medication. 

2. The involved substance/medication is capable of producing the symptoms in Criterion 

A. 

C. The disturbance is not better explained by an anxiety disorder that is not 

substance/medication-induced. Such evidence of an independent anxiety disoreder could 

include the following:  

The symptoms precede the onset of the substance/medication use; te symptoms persist for a 

substantial period of time (e.g., about 1 month) after the cassation of acute withdrawal or 

severe intoxication; or there is other evidence suggesting the existence of an independent 

non-substance/medication-induced anxiety disorder (e.g., a history of recurrent non-

substance/medication-related episodes). 

D. The disturbance does not occur exclusively during the course of a delirium. 

E. The disturbance causes clinically significant distress or impairment in social, occupational, 

or other important areas of functioning. 
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Note: This diagnosis should be made instead of a diagnossis of substance intoxication or substnce 

withdrawal only when the sympomsin Criterion A predominate in the clinical picture and they are 

sufficiently severe to warrant clinical attention. 

(6) Anxiety Disorder Due to Another Medical Condition 

Diagnostic Criteria 

A. Panic attacks or anxiety is predominant in the clinical picture. 

B. There is evidence from the history, physical examination, or laboratory finding that the 

disturbance is the direct pathophysiological consequence of another medical condition. 

C. The disturbance is not better explained by anotehr mental dsorder. 

D. The disturbance does not occur exclusively during the course of a delirium. 

E. The disturbance causes clinically significant distress or impairment in social, occupational, 

or other important areas of functioning. 

A careful and comprehensive assessment of multiple factors in necessary to make this judgment. 

Several aspects of the clinical presentation should be considered: 1) the presence of a clear temporal 

association between the onset, exacerbation, or remission of the medical condition and the anxiety 

symptoms; 2) the presence of features that are atypical of a primary anxiety disorder (e.g., atypical 

age at onset or course); and 3) evidence in the literature that a known physiological mechanism (e.g, 

hyperthyroidism) causes anxiety. In addition, the disturbance must not be better explained by a 

primary anxiety disorder, a substance/medication-induced anxiety disorder, or another primary 

mental disorder (e.g., adujstment disorder). 

Associated Features Supporting Diagnosis 

A number of medical conditions are known to include anxiety as a symptomiatic manifestation. 

Examples include endocrine disease (e.g., hyperthyroidism, pheochromocytoma, hypoglycemia, 

hyperadrenocortisolism), cardivoascular disorders (e.g., congestive heart failure, pulmonary 

embolism, arrhythmia such as atrial fibrillation), respiratory illness (e.g., chronic obstructive 

pulmonary disease, asthma, peneumonia), metabolic disturbances (e.g., vitamin B12 deficiency, 

porphyria), and neurological illness (e.g., neoplasms, vestibular dysfnction, encephalitis, seizure 

disorders). Anxiety due to another medical condition is diagnosed when the medical condition is 

known to induce anxiety and when the medical condition preceded the onset of the anxiety. 

Development anc Course 

The development and course of anxiety disorder due to another medical condition generally follows 

the course of the underlying illness. This diagnosis is not meant to include primary anxiety 

disorders that areise in the context of chronic medical illness. This is important to consider with 

older adults, who may experience chronic medical illness and then develop independent anxiety 

disorders secondary to the chronic medical illness. 
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Diagnostic Markers 

Laboratory assessments and/or medical examinations are necessary to confirm the diagnosis of the 

associated medical condition. 

 

(7) Social Anxiety Disorder (Social Phobia) 

Diagnostic Criteria 

A. Marked fear or anxiety about one or more social situations in which the individual is 

exposed to possible scrutiny by others. Examples include social interactions (e.g., having a 

conversation, meeting unfamiliar people), being observed (e.g., eating or drinking), and 

performing in front of others (e.g., giving a speech).  

Note: In children, the anxiety must occur in peer settings and not just during interactions 

with adults. 

B. The individual fears that he or she will act in a way or show anxiety symptoms that will be 

negatively evaluated (i.e., will be humiliating or embarrassing; will lead to rejection or 

offend others).  

C. The social situations almost always provoke fear or anxiety. 

Note: Inchildren, the fear or anxiety may be expressed by crying, tantrums, freezing, clingin, 

shrinking, or failing to speak in social situations. 

D. The social situations are avoided or endured with intense fear or anxiety. 

E. The fear or anxiety is out of proportion to the actual threat posed by the social situation and 

to the sociocultural context. 

F. The fear, anxiety, or avoidance is persistent, typically lasting for 6 months or more.  

G. The fear, anxiety, or avoidance causes clinically significant distress or impairment in social, 

occupational, or other important areas of functioning. 

H. The fear, anxiety, or avoidance is not attributable to the physiological effects of a substance 

(e.g., a drug of abuse, a medication) or another medical condition.  

I. The fear, anxiety, or avoidance is not better explained by the symptoms of another mental 

disorder, such as panic disorder, body dysmorphic disorder, or autism spectrum disorder. 

J. If another medical condition (e.g., Parkinson's disease, obesity, disfigurement from burns or 

injury) is present, the fear, anxiety, or avoidance is clearly unrelated or is excessive.  

Specify if:  

Performance only: If the fear is restricted to speaking or performing in public.  

The social situations almost always provoke fear or anxiet,y (Criterion C). Thus, an individual who 

becomes anxious only occasionally in the social situation(s) would not be diagnosed with social 

anxiety disorder. However, the degree and type of fear and anxiety may vary (e.g., anticipatory 
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anxiety, a panic attack) across different occasions. The anticipatory anxiety may occur sometimes 

far in advance of upcoming situations (e.g., worrying every day for weeks before attending a social 

event, repeating a speech for days in advance). In children, the fear or anxiety may be expressed by 

crying, tantrums, freezing, clinging, or shrinking in social situations. The individual will often avoid 

the feared social situations.  

(8) Generalized Anxiety Disorder  

Diagnostic Criteria  

A. Excessive anxiety and worry (apprehensive expectation), occurring more days than not for at 

least 6 months, about a number of events or activities (such as work or school performance). 

B. The individual finds it difficult to control the worry. 

C. The anxiety and worry are associated with three (or more) of the following six symp¬toms 

(with at least some symptoms having been present for more days than not for the past 6 

months):  

Note: Only one item is required in children.  

1. Restlessness or feeling keyed up or on edge.  

2. Being easily fatigued.  

3. Difficulty concentrating or mind going blank.  

4. Irritability.  

5. Muscle tension.  

6. Sleep disturbance (difficulty falling or staying asleep, or restless, unsatisfying sleep) .  

D. The anxiety, worry, or physical symptoms cause clinically significant distress or impairment in 

social, occupational, or other important areas of functioning.  

E. The disturbance is not attributable to the physiological effects of a substance (e.g., a drug of 

abuse, a medication) or another medical condition (e.g., hyperthyroidism).  

F. The disturbance is not better explained by another mental disorder (e.g., anxiety or worry about 

having panic attacks in panic disorder, negative evaluation in social anxiety disorder [social 

phobia], contamination or other obsessions in obsessive-compulsive disorder, separation from 

attachment figures in separation anxiety disorder, reminders of traumatic events in 

posttraumatic stress disorder, gaining weight in anorexia nervosa, physical complaints in 

somatic symptom disorder, perceived appearance flaws in body dysmorphic disorder, having a 

serious illness in illness anxiety disorder, or the content of delusional beliefs in schizophrenia 

or delusional disorder).  
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Diagnostic Features  

The essential feature of generalized anxiety disorder is excessive anxiety and worry (apprehensive 

expectation) about a number of events or activities. The intensity, duration, or frequency of the 

anxiety and worry is out of proportion to the actual likelihood or impact of the anticipated event. 

The individual finds it difficult to control the worry and to keep worrisome thoughts from 

interfering with attention to tasks at hand. Adults with generalized anxiety disorder often worry 

about everyday, routine life circumstances, such as possible job responsibilities, health and 

finances, the health of family members, misfortune to their children, or minor matters (e.g., doing 

household chores or being late for appointments). Children with generalized anxiety disorder tend 

to worry excessively about their competence or the quality of their performance. During the course 

of the disorder, the focus of worry may shift from one concern to another.  

Several features distinguish generalized anxiety disorder from nonpathological anxiety.  

First, the worries associated with generalized anxiety disorder are excessive and typically interfere 

significantly with psychosocial functioning, whereas the worries of everyday life are not excessive 

and are perceived as more manageable and may be put off when more pressing matters arise. 

Second, the worries associated with generalized anxiety disorder are more pervasive, pronounced, 

and distressing; have longer duration; and frequently occur without precipitants. The greater the 

range of life circumstances about which a person worries (e.g., finances, children's safety, job 

performance), the more likely his or her symptoms are to meet criteria for generalized anxiety 

disorder. Third, everyday worries are much less likely to be accompanied by physical symptoms 

(e.g., restlessness or feeling keyed up or on edge). Individuals with generalized anxiety disorder 

report subjective distress due to constant worry and related impairment in social, occupational, or 

other important areas of functioning.  

The anxiety and worry are accompanied by at least three of the following additional symptoms: 

restlessness or feeling keyed up or on edge, being easily fatigued, difficulty concentrating or mind 

going blank, irritability, muscle tension, and disturbed sleep, although only one additional symptom 

is required in children.  

Associated Features Supporting Diagnosis  

Associated with muscle tension, there may be trembling, twitching, feeling shaky, and muscle aches 

or soreness. Many individuals with generalized anxiety disorder also experience somatic symptoms 

(e.g., sweating, nausea, diarrhea) and an exaggerated startle response. Symptoms of autonomic 

hyperarousal (e.g., accelerated heart rate, shortness of breath, dizziness) are less prominent in 

generalized anxiety disorder than in other anxiety disorders, such as panic disorder. Other 

conditions that may be associated with stress (e.g., irritable bowel syndrome, headaches) frequently 

accompany generalized anxiety disorder.  
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Development and Course  

Many individuals with generalized anxiety disorder report that they have felt anxious and nervous 

all of their lives. The median age at onset for generalized anxiety disorder is 30 years; however, age 

at onset is spread over a very broad range. The median age at onset is later than that for the other 

anxiety disorders. The symptoms of excessive worry and anxiety may occur early in life but are 

then manifested as an anxious temperament. Onset of the disorder rarely occurs prior to 

adolescence. The symptoms of generalized anxiety disorder tend to be chronic and wax and wane 

across the lifespan, fluctuating between syndromal and subsyndromal forms of the disorder. Rates 

of full remission are very low.  

The clinical expression of generalized anxiety disorder is relatively consistent across the lifespan. 

The primary difference across age groups is in the content of the individual's worry. Children and 

adolescents tend to worry more about school and sporting performance, whereas older adults report 

greater concern about the well-being of family or their own physical heath. Thus, the content of an 

individual's worry tends to be age appropriate. Younger adults experience greater severity of 

symptoms than do older adults.  

The earlier in life individuals have symptoms that meet criteria for generalized anxiety disorder, the 

more comorbidity they tend to have and the more impaired they are likely to have. 

Comorbid Depression  

More than half of anxious patients also experience significant depression. Patients with anxiety 

symptoms in the medical setting should be evaluated for the presence of depression to avoid the 

scenario of targeting monotherapy with benzodiazepines for anxiety and leaving the depression 

untreated. In case of confirmed or suspected comorbidity, treatment with an antidepressant is 

recommended. Overlapping anxiety and depressive symptoms may be responsive to monotherapy 

with antidepressant or to combined treatment with antidepressants and benzodiazepines.  

Principles of care for people with GAD  

Information and support for people with GAD  

 Build a relationship and work in an open, engaging and non-judgemental manner.  

 Explore with the person:  

 Their worries, in order to jointly understand the impact of GAD 

 Treatment options, indicating that decision making is a shared process.  

 Ensure that discussion takes place in settings in which confidentiality, privacy and dignity are 

respected. 

 Provide information appropriate to the person's level of understanding about the nature of GAD 

and the range of treatments available. 
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 If possible, ensure that comprehensive written information is available in the person's preferred 

language and in audio format.  

 Offer independent interpreters if needed. 

 Inform the person about local arid national self-help organisations and support groups.  

Supporting families and carers  

When families and carers are involved in supporting a person with GAD, consider:  

 Offering a carer's assessment of their caring, physical and mental health needs -providing 

information, including contact details, about family and carer support groups and voluntary 

organisations, and helping families or carers to access these  

 Negotiating between the person with GAD and their family or carers about confidentiality and 

the sharing of information  

 Providing written and verbal information on GAD and its management, including how families 

and carers can support the person  

 Providing contact numbers and information about what to do and who to contact in crisis. 

Additional considerations for people with GAD and a learning disability or  

acquired cognitive impairment  

 For people with a mild learning disability or mild acquired cognitive impairment, offer the 

same interventions as for other people with GAD, adjusting the method of delivery or duration 

of the intervention if necessary to take account of the disability or impairment.  

 When assessing or offering an intervention to people with a moderate to severe learning 

disability or moderate to severe acquired cognitive impairment, consider consulting with a 

relevant specialist. 
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The Stepped-care model for GAD:  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

1A self –administered intervention intended to treat GAD involving written or electronic self-help materials (usually a 

book or workbook). It is similar to individual guided self-help but usually with minimal therapist contact, for example 

and occasional short telephone call of no more than 5 minutes. 

 

 

 

 

 

 

 

 

 

 

Step 4: Complex treatment-refractory GAD and 

very marked functional impairment, such as 

self-neglect or a high risk of self-harm 

Highly specialist treatment, such as complex 

drug and/or psychological treatment regimens; 

input from multiagency teams, crisis services, 

dayear. 

Step 3: GAD with an inadequate response to 

step 2 intervention or marked functional 

impairment 

 

Choice of high-intensity psychological 

intervention (CBT applied relaxation) or A drug 

treatment 

Step 2: Diagnose GAD that has not improved 

after education and activee monitoring in 

primary care. 

 

Low-intensity psychological interventions: 

individual non-facilitated self-help1, individual 

guided self-help and Psychoeducational groups 

Step 1: All known and suspected presentations 

of GAD 

 

Identification and assessment; education about 

GAD and treatment options; active monitoring. 

 

Focus of the invention Nature of the invention 
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The Stepped-care model for GAD:  

STEP 1: All known and suspected presentations of GAD  

Identification  

 Identify and communicate the diagnosis of GAD as early as possible to help people understand 

the disorder and start effective treatment promptly.  

 Consider the diagnosis of GAD in people presenting with anxiety or significant worry, and in 

people who attend primary care frequently who:  

 have a chronic physical health problem or  

 do not have a physical health problem but are seeking reassurance about somatic symptoms 

(particularly older people and people from minority ethnic groups) or  

 are repeatedly worrying about a wide range of different issues.  

 For people seeking reassurance about a chronic physical health problem or somatic symptoms 

and/or repeated worrying, consider with them whether some of their symptoms may be due to 

GAD.  

Assessment  

 Conduct a comprehensive assessment that does not rely solely on the number, severity and 

duration of symptoms, but also considers the degree of distress and functional impairment.  

 Consider how the following factors might have affected the development, course and severity 

of the person's GAD:  

 Any comorbid depressive disorder or other anxiety disorder  

 Any comorbid substance misuse  

 Any comorbid medical condition  

 A history of mental health disorders  

 Past experience of, and response to, treatments. 

People with GAD and a comorbid depressive or other anxiety disorder  

 Treat the primary disorder first (that is, the one that is more severe and in which it is more 

likely that treatment will improve overall functioning).  

People with GAD who misuse substances  

 Be aware that:  

 Substance misuse can be a complication of GAD  

 Non-harmful substance use should not be a contraindication to the treatment of GAD  

 Harmful and dependent substance misuse should be treated first as this may lead to significant 

improvement in the symptoms of GAD. 
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Education and active monitoring  

 Provide the person with education about the nature of GAD and the options for treatment.  

 Actively monitor the person's symptoms and functioning.  

 Discuss the use of over-the-counter medications and preparations, and explain the potential for 

interactions with other prescribed and over-the-counter medications and the lack of evidence to 

support their safe use.  

Step 2: Diagnosed GAD that has not improved after Step 1 interventions  

Low-intensity psychological interventions  

 For people with GAD whose symptoms have not improved after education and active 

monitoring in step 1, offer one or more of the low-intensity psychological interventions in the 

table below, guided by the person's preference. 

 

Type of Intervention Intervention Should 

Individual non-facifitated  

self help  

Include written electronic materials of a suitable reading age for a 

Iternative media  

Be based on the treatment principles of cognitive behavioural 

therapy (CBT).  

Incelude instructions for the persons to work systematically 

through the material over a period of at least 6 weeks.  

Usually involve minimal therapist contact, for example an 

occasional telephone call of no more than 5 minutes. 

Individual gided self hep Include written or electronic materials of reading age (for 

alternative media)  

Be supported by a trained practitioner, who facilitates the self-help 

programme and reviews progress and outcome .  

Usually contains of five to seven weekly or fortnightly face-to-face 

or telephone sessions, each tasting 20-30 minutes.  

Psych educational group Be Based on CBT principals, have an interactive design and 

encourage observational learning.  

Include presentations and self-help manuals.  

Be conducted by trained practitioner.  

Have a ratio of one therapist to about 12 participants. Usually 

consistof six weekly sessions, each lasting 2 hours.  
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Practitioners providing individual guided self-help and/or psycho educational groups should:  

 receive regular high-quality supervision  

 use routine outcome measures and ensure that the person with GAD is involved in reviewing the 

efficacy of the treatment.  

Step 3: GAD with marked functional impairment or that has not improved after 

step 2 interventions  

Treatment options  

For people with GAD and marked functional impairment, or those whose symptoms have not 

responded adequately to step 2 interventions, offer either:  

 A high-intensity psychological intervention (see below) or  

 Drug treatment.  

 Provide verbal and written information on the likely benefits and disadvantages of each mode 

of treatment, including the tendency of drug treatments to be associated with side effects and 

withdrawal syndromes. 

 Base the choice of treatment on the person's preference as there is no evidence that either mode 

of treatment (individual high-intensity psychological intervention or drug treatment) is better.  

High-intensity psychological interventions  

 If a person with GAD chooses a high-intensity psychological intervention, offer either CBT or 

applied relaxation. 

 Practitioners prov2iding high-intensity psychological interventions for GAD should: 

 have regular supervision to monitor fidelity to the treatment model, using audio or video 

recording oftreatrnent sessions if possible and if the person consents  

 use routine outcome measures and ensure that the person with GAD is involved in reviewing 

the efficacy of the treatment.  

 Consider providing all interventions in the preferred language of the person with GAD if 

possible  
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Type of intervention Intervention should: Intervention should: 

CBT 

in the clinical  

trials of CBT for GAD 

delivered by trained and competent 

practitioners. 

15 / weekly sessions 

(fewer if the  

person recovers sooner; more if clinically 

required), 

each lasting 1 hour. 

Applied relaxation 

in the clinical 

triaals of applied relaxation for GAD. 

 

Practioners. 

15/weekly sessions  

(fewer if the \person recovers sonner; more if 

clinically equired), each  

Lasting 1 hour 

 

Drug treatment  

 If a person with GAD chooses drug treatment, offer a selective serotonin reuptake inhibitor 

(SSRI). Consider offering ecitalopram first because it is the most cost-effecti ve drug.  

Informed consent should be obtained and documented. Monitor the person carefully foradverse 

reactions .  

 If ecitolopram is ineffective, offer an alternative SSRI or a serotonin-noradrenaline reuptake 

inhibitor (SNRI), taking into account the following factors:  

 tendency to produce a withdrawal syndrome (especially with paroxetine and venlafaxine) 

 side-effect profile and potential for drug interactions  

 the risk of suicide and likelihood of toxicity in overdose (especially with venlafaxine) 

 The person's prior experience oftreatrnent with individual drugs (particularly adherence, 

effectiveness, side effects, experience of withdrawal syndrome and the person' s preference). 

 If the person cannot tolerate SSRIs or SNRIs, consider offering pregabaiotine. 

 Do not offer a benzodiazepine for the treatment of GAD in primary or secondary care except as 

a short-term measure during crises. Follow the advice in the 'British national formulary 'on the 

use of a benzodiazepine in this context. 

 Do not offer an antipsychotic for the treatment of GAD in primary care. 

 Before prescribing any medication, discuss the treatment options and any concerns the person 

has about taking medication. Explain fully the reasons for prescribing and provide information 

on:  

 the likely benefits of different treatments 

 the different propensities of each drug for side effects, withdrawal syndromes and drug 

interactions  
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 the risk of activation with SSRIs and SNRIs, with symptoms such as increased anxiety, 

agitation and problems sleeping  

 the gradual development, over 1 week or more, of the full anxiolytic effect  

 The importance of taking medication as prescribed and the need to continue drug treatment 

after remission to avoid relapse.  

Managing risks and side effects  

 Take into account the increased risk of bleeding associated with SSRIs, particularly for older 

people or people taking other drugs that can damage the gastrointestinal mucosa or interfere 

with clotting (for example, NSAIDs or aspirin). Consider prescribing a gastro protective drug 

in these circumstances.  

 For people aged under 30 who are offered an SSRI or SNRI:  

 warn them that these drugs are associated with an increased risk of suicidal thinking and self-

harm in a minority of people under 30 and  

 see them within 1 week of first prescribing and  

 monitor the risk of suicidal thinking and self-harm weekly for the first month.  

 For people who develop side effects soon after starting drug treatment, provide information and 

consider one of the following strategies:  

 monitoring symptoms closely (if the side effects are mild and acceptable to the person) or - 

reducing the dose of the drug or  

 stopping the drug and, according to the person's preference, offering either:  

o An alternative drug or  

o A high-intensity psychological intervention.  

 Review the effectiveness and side effects of the drug every 2-4 weeks during the first 3 months 

of treatment and every 3 months thereafter.  

 If a drug is effective, advice the person to continue taking it for at least a year as the likelihood 

of relapse is high.  

Managing an inadequate response to step 3 interventions  

 If a person's GAD has not responded to a full course of a high-intensity psychological 

intervention, offer a drug treatment.  

 If a person's GAD has not responded to drug treatment, offer either a high-intensity 

psychological intervention or an alternative drug treatment.  

 If a person's GAD has partially responded to drug treatment, consider offering a highintensity 

psychological intervention in addition to drug treatment.  
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REFERRAL TO SECONDARY CARE  

 Consider referral to step 4 if the person with GAD has severe anxiety with marked functional 

impairment in conjunction with:  

 A risk of self-harm or suicide or  

 Significant comorbidity, such as substance misuse, personality disorder or complex physical 

health problems or 

 self-neglect or - An inadequate response to step 3 interventions.  

Step 2: Complex, treatment-refractory GAD and very marked functional 

impairment or high risk of self-harm  

Assessment  

 Offer the person a specialist assessment of needs and risks, including:  

 Duration and severity of symptoms, functional impairment, comorbidities, risk to self and self-

neglect  

 a formal review of current and past treatments, including adherence to previously prescribed 

drug treatments and the fidelity of prior psychological interventions, and their impact on 

symptoms and functional impairment  

 Home environment  

 Support in the community  

 Relationships with and impact on families and carers.  

 Review the needs of families and carers and offer an assessment of their caring, physical and 

mental health needs if one has not been offered previously.  

 Develop a comprehensive care plan in collaboration with the person with GAD that addresses 

needs, Risks and functional impairment and has a clear treatment plan.  

Treatment  

 Inform people with GAD who have not been offered or have refused the interventions in steps 

1-3 about the potential benefits of these interventions, and offer them any they have not tried.  

 Consider offering combinations of psychological and drug treatments, combinations of 

antidepressants or augmentation of antidepressants with other drugs, but exercise caution and 

be aware that:  

 Evidence for the effectiveness of combination treatments is lacking and Side effects and 

interactions are more likely when combining and augmenting antidepressants.  

 Combination treatments should be undertaken only by practitioners with expertise in the 

psychological and drug treatment of complex, treatment-refractory anxiety disorders and after 
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full discussion with the person about the likely advantages and disadvantages of the treatments 

suggested.  

 

8)Panic Disorder  

Diagnostic Criteria  

A. Recurrent unexpected panic attacks. A panic attack is an abrupt surge of intense fear or intense 

discomfort that reaches a peak within minutes, and during which time four (or more) of the 

following symptoms occur:  

      Note: The abrupt surge can occur from a calm state or an anxious state. 

1. Palpitations, pounding heart, or accelerated heart rate. 

2. Sweating.  

3. Trembling or shaking.  

4. Sensations of shortness of breath or smothering.  

5. Feelings of choking.  

6. Chest pain or discomfort.  

7. Nausea or abdominal distress.  

8. Feeling dizzy, unsteady, light-headed, or faint.  

9. Chills or heat sensations.  

10. Paresthesias (numbness or tingling sensations).  

11. Derealization (feelings of unreality) or depersonalization (being detached from one-self). 

12. Fear of losing control or "going crazy."  

13. Fear of dying.  

Note: Culture-specific symptoms (e.g., tinnitus, neck soreness, headache, uncontrollable 

screaming or crying) may be seen. Such symptoms should not count as one of the four required 

symptoms.  

B. At least one of the attacks has been followed by 1 month (or more) of one or both of the 

following:  

1. Persistent concern or worry about additional panic attacks or their consequences (e.g., losing 

control, having a heart attack, "going crazy").  

2. A significant maladaptive change in behavior related to the attacks (e.g., behaviors designed 

to avoid having paniC attacks, such as avoidance of exercise or unfamiliar situations). 

C. The disturbance is not attributable to the physiological effects of a substance (e.g., a drug of 

abuse, a medication) or another medical condition (e.g., hyperthyroidism, car-diopulmonary 

disorders).  
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D. The disturbance is not better explained by another mental disorder (e.g., the panic attacks do 

not occur only in response to feared social situations, as in social anxiety disorder; in response 

to circumscribed phobic objects or situations, as in specific phobia; in response to obsessions, 

as in obsessive-compulsive disorder; in response to reminders of traumatic events, as in 

posttraumatic stress disorder; or in response to separation from attachment figures, as in 

separation anxiety disorder).  

The frequency and severity of panic attacks vary widely. In terms of frequency, there may be 

moderately frequent attacks (e.g., one per week) for months at a time, or short bursts of more 

frequent attacks (e.g., daily) separated by weeks or months without any attacks or with less frequent 

attacks (e.g., two per month) over many years. Persons who have infrequent panic attacks resemble 

persons with more frequent panic attacks in terms of panic attack symptoms, demographic 

characteristics, comorbidity with other disorders, family history, and biological data. In terms of 

severity, individuals with panic disorder may have both full-symptom (four or more symptoms) and 

limited-symptom (fewer than four symptoms) attacks, and the number and type of panic attack 

symptoms frequently differ from one panic attack to the next. However, more than one unexpected 

full-symptom panic attack is required for the diagnosis of panic disorder.  

The worries about panic attacks or their consequences usually pertain to physical concerns, such as 

worry that panic attacks reflect the presence of life-threatening illnesses (e.g., cardiac disease, 

seizure disorder); social concerns, such as embarrassment or fear of being judged negatively by 

others because of visible panic symptoms; and concerns about mental functioning, such as II going 

crazy" or losing control (Criterion B). The maladaptive changes in behavior represent attempts to 

minimize or avoid panic attacks or theirconsequences. Examples include avoiding physical 

exertion, reorganizing daily life to ensure that help is available in the event of a panic attack, 

restricting usual daily activities, and avoiding agoraphobia-type situations, such as leaving home, 

using public transportation, or shopping. If agoraphobia is present, a separate diagnosis of 

agoraphobia is given. 

 Use every day, jargon-free language, and explain any technical terms.  

 Where appropriate, provide written material in the language of the person, and seek interpreters 

for people whose first language is not English.  

 Where available, consider providing psychotherapies in the person's own language if this is not 

English.  
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The stepped-care model for panic disorder  

STEP 5: Care in specialist mental health services  

↑ 

STEP 4: Review and referral to specialist mental health services P.M.C 

↑ 

STEP 3: Review and consideration of alternative treatments  

↑ 

STEP 2: Treatment in primary car  

↑ 

STEP 1: Recognition and diagnosis  

 

Consultation skills  

 A high standard of consultation skills is needed so that a structured approach can be taken to 

the diagnosis and management plan.  

Diagnosis  

 Ask about relevant information such as personal history, any self-medication, and cultural or 

other individual characteristics that may be important considerations in subsequent care.  

Comorbidities  

 Be alert to comorbidity, which is common.  

 Identify the main problems through discussion with the person.  

 Clarify the sequence of the problems to determine the priorities of the comorbidities-drawing 

up a timeline to show when different problems developed can help with this.  

Presentation with a panic attack in accident and emergency departments or 

other settings  

 If a person presents with a panic attack, he or she should:  

 be asked if they are already receiving treatment for panic disorder  

 undergo the minimum investigations necessary to exclude acute physical problems  

 not usually be admitted to a medical or psychiatric bed 

 be referred to primary care for subsequent care, even if assessment has been undertaken in the 

accident and emergency department  

 be given appropriate written information about panic attacks and why they are being referred to 

primary care - be offered appropriate written information about sources of support, including 

local and national. 
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PRINCIPLES OF CARE FOR PEOPLE WITH PANIC DISORDER  

Shared decision-making and information provision  

 Shared decision making between the individual and healthcare professionals should take place 

during diagnosis and all phases of care. 

 To facilitate shared decision making:  

 provide evidence-based information about treatment  

 provide information on the nature, course and treatment of panic disorder, including the use 

and likely side-effect profile of medication 

 discuss concerns about medication, such as fears of addiction 

 consider the person's preference and experience and outcome of previous treatments 

 offer information about self-help groups and support groups for people with panic disorder, 

their families and carers  

 encourage participation in self-help and support groups. 
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Step 2-4: Management of panic disorder in primary care  

Psychological treatment, drug treatment and self-help 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Step 2: offer treatment in primary care  

 Following discussion with the person and taking account of the persons’s performance, offer 
(intervention listed in descending order or evidence for the longer duration of effect); drug 
treatment or self-help. 

Psychological treatment 
 Cognitive behavioural therapy (CBT) should be used. 

 It should be delivered by treained and supervised people, closely adhering to empirically 
grounded treatment protocol. 

 For most people, CBT should be in weekly sessions of 1-2 hours and be completed within 4 
months. 

 The optimal range is 7-14 hours in total. 

 If offering briefer CBT, it should be about 7 hours, should be designed to integrate with 
structuredd self-help materials, and should be supplemented with adppropriate focused 
information and tasks. 

 Sometimes, more intensive CBT over a very short period might be appropriate. 

Monitoring 
 Assess progress according to process within the practice-determine the nature of the process 

on case-by-case basis. 

 Use short self-complete questionnaires to monitor outcomes wherever dpossible. 

Is there is improvement after a course of treatment? 

Is this at least the second intervention tried? 

No  Yes   

No  Yes   

 If appropriate 

continue care and 

monitoring 

Step 3 review and reassess 

 Reassess the panic disorder and 

consider trying another intervention. 

Step 4 review and offer referral to 

specialist mental health services 

 If appropiate and the person stil has 

significant symptoms. 
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Step 2: offer treatment in primary care  
 Following discussion with the person and taking account of the persons’s performance, offer 

(intervention listed in descending order or evidence for the longer duration of effect); drug treatment 
or self-help. 

 
Drug treatment 
When prescribing 
 Offer an SSRI licensed for panic disorder, 

unless otherwise indicated. 

 If an SSRI is not suitable or there is not 

improvement after 12-weeks course, and if 

further medication is appropriate, consider 

imipramine or clorimpramine. 

 Inform the person, at the time treatment is 

initiated about:  

- Potential side effect (including transient 

increase in anxiety at the start of treatment). 

- Possible continuation/ withdrawal symptoms  

- Delay in onset of effect. 

- Time course of treatment. 

 

- need to take medication as prescribed (this 

may be particularly important with short half-

life medication in order to avoid 

discontinuation/ withdrawal symptoms. 

 Written information appropriate for the 

person’s needs should be made available. 

 Side efffects on inhibition may be minimized 

by starting at a low dose and slowly increasing 

the dose until a satisfactory therapeutic 

response is achieved. 

  Long-term treatment and doses at the upper 

end of the indicated dose range may be 

necessary. 

 

Before prescribing consider: 
 Age  

 Previous treatment response. 

 Risk of deliberate self-harm or accidental overdose 

(tricyclic-atidepressants are more dangerous in 

overdose than SSRIS). 

 Tolerability. 

 Possible interactions with concomitant 

medications. 

 The persons preferences. 

 Cost, where equal effectiveness. 

 Benzodiazapines, sedating antihistamines or 

antipsychotics should not be prescribed for the 

treatment of panic disorder. 

Monitoring 
 Review efficacy and side effects within 

2 weeks of starting treatment and 

again at 4, 6 and 12 weeks. 

 Review at 8-12 week intervals if drug 

used for more than 12 weeks. 

 Follow the summary of product 

characteristics for all other monitoring 

required. 

 Use short, self-complete 

questionnaires to monitor outcomes 

wherever possible.  

On-giong management 
 Use with appropriate monitoring for 6 months fter 

optimal dose reached then dose can be tapered. 

 When stopping, reduce the dose gradually over an 

extended period. 

 If appropriate, continue care and monitoring. 

Has there been an improvement after 
12 weeks of treatment? 

Is this at least he second intervention tried? 

Step 4: Review and 
offer referral to 
specialist mental 
health services 
 If appropriate and the 

person still has 

significant 

symptoms. 

Step 3: Review 
and reasses  
 Reassess the 

panic disorder 

and consider 

trying another 

intervention 

No Yes 

No Yes 



 
 

75 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Step 2: offer treatment in primary care  
 Following discussion with the person and taking account of the persons’s performance, offer 

(intervention listed in descending order or evidence for the longest duration of effect); psychological 
treatment drug treatment or self-help. (see below). 

Self-help 
 Offer CBT principles. 

 Offer information about support groups, where available. 

 Discuss the benefits of exercise as part of good general health. 

Monitoring 
 Offer contact with primary healthcare professionals to monitor progress and review; determine a case-

by-case basis but likely to be every 4-8 weeks. 

 Use short, self-complete questionnaires to monitor outcomes wherever possible. 

Is there improvement after a course of teratment? 

Is this at least the second intervention tried? 

if appropriate, continue 

care and monitoring. 

Step 4: Review and o referral to 
specialist mental health 
services 
If apropriate and the person still has 
significant symptoms. 

Step 3: Review and reassess  
Reassess the panic disorder and 
consider trying another intervention. 

No Yes 

No Yes 
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Generalised anxiety disorder and panic disorder step 2-4: management of panic disorder in primary 

care 

STEP 5: Care for people with panic disorder in specialist mental health services 

(Primary Mental Health Clinic). 

 Reassess the person's panic disorder, their environment and their social circumstances.  

Evaluate:  

 Previous treatments, including effectiveness and concordance  

 Any substance use, including nicotine, alcohol, caffeine and recreational drugs  

 comorbidities 

 Day-to-day functioning  

 Social networks  

 continuing chronic stressors  

 The role of agoraphobic and other avoidant symptoms.  

 Undertake a comprehensive risk assessment.  

 Develop an appropriate risk management plan.  

 To carry out these evaluations, and to develop and share full formulation, more than one 

session may be required and should be available. 

 Consider:  

 Treatment of comorbid conditions  

 CBT with an experienced therapist if not offered already, including home-based CBT if 

attendance at clinic is difficult  

 structured problem solving  

 Full exploration of pharmacotherapy  

 Day support to relieve carers and family members  

 Referral for advice, assessment or management to tertiary centres.  

 Ensure accurate and effective communication between all healthcare professionals - 

particularly between primary care clinicians (GP and teams) and secondary care clinicians 

(community mental health teams) if there are existing physical health conditions that also 

require active management.  

Antidepressant discontinuation/withdrawal symptoms  

 Inform people with panic disorder that:  

 although antidepressants are not associated with tolerance and craving, 

discontinuation/withdrawal symptoms may occur on stopping or missing doses or, 

occasionally, on reducing the dose of the drug. These symptoms are usually mild and Self-

limiting but occasionally can be severe, particularly if the drug is stopped abruptly.  
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 The most commonly experienced discontinuation/withdrawal symptoms are dizziness, 

numbness and tingling, gastrointestinal disturbances (particularly nausea and vomiting), 

headache, sweating, anxiety and sleep disturbances.  

 They should seek advice from their medical practitioner if they experience significant 

discontinuation/withdrawal symptoms.  

 Stopping antidepressants abruptly can cause discontinuation/ withdrawal symptoms. To 

minimise the risk of discontinuation/ withdrawal symptoms when stopping antidepressants, the 

dose should be reduced gradually over an extended period of time.  

 Mild discontinuation/withdrawal symptoms: reassure the person and monitor symptoms.  

 Severe discontinuation/withdrawal symptoms: consider reintroducing the antidepressant (or 

prescribing another from the same class that has a longer half-life) and gradually reducing the 

dose while monitoring symptoms.  

 

Pharmacotherapy of Anxiety  

I. Antidepressants  

1. Serotonin selective reuptake inhibitors (SSRls) and newer agents  

a. The SSRIs have become first line treatment for most of the anxiety disorders (including panic 

disorders with or without agoraphobia, PTSD, social phobia, OCD and generalized anxiety 

disorder) because of their broad spectrum of efficacy for anxiety and depressive conditions, 

greater tolerability and safety compared with older classes of antidepressants, and lower 

potential for physical dependence as compared with the benzodiazepines.  

b. The agents include the following drugs:  

i. Fluoxide (prozac) 20 to 80mgiday  

ii. Sertraline (Zoloft) 50-200 mg/day  

iii. Paroxetine (seroxat) 20-50 mgiday  

iv. Fluvoxamine (Favarin) 50-300 mg/day  

c. Treatment of anxious patients is typically started with half the usual starting dose (e.g., 10mg 

for fluoxetine, 25mg sertraline, 10mg paroxetine, 25mg fluvoxamine) used for the depression 

in order to minimize anxiety often associated with antidepressant initiation. Dose can usually 

be raised, after a week of acclimation, to typical therapeutic levels. Patients with OCD and 

PTSD may require higher doses (eg., fluxetine 60 to 80mgiday) to receive maximum benefit. 
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Table 6: Pharmacotherapy of anxiety disorders  
 SSRIs TCAs MAOIs BZDs Buspirone CBT 

Panic 

disorder 
+ + + + - + 

GAD + + + + + + 
Social 

phobia 
+ - + + - + 

Specific 

phobia 
- - - +/- + + 

PTSD + +/- + +/- + + 
OCD + -

a + +/-
b +/-

b + 
a
 clomipramine is effective.  

b
 Used adjunctively with serotonergic antidepressants.  

d. Onset of benefit with SSRls and other antidepressants usually occurs within 

2 to 3 weeks of treatment. SSRIs are better tolerated than older clases of 

antidepressants (eg., TCAs), yet may be associated with transient or persistent adverse effects, 

including nausea, head ache, sexual dysfunction or apathy, sleep disturbances, and increased 

anxiety. SSRIs are usually administered in the morning to minimize associated sleep 

disturbance, although they may be sedating (particularly paroxetine) for some patients.  

e. Other newer agents, including venlafaxine (Effexor), nefazodone (Serzone) and irtazapine 

(Remeron) appear to be effective for anxious patients in clinical practice though there is 

relatively little systematic data for these indications. Venlafaxine and mefazodone may cause 

increased stimulation early in the treatment of anxious patients, and so should be initiated at 

low doses (i.e., venlafaxine 18.75 to 25 mg/day, nefazodone50 mg/day) with doses titrated up 

to therapeutic levels as tolerated. Limited data suggest buproprion and trazodone may be less 

effective for panic disorder than other available agents.  

2. Tricyclic Antidepressants  

The TCAs are effective for panic disorder and generalized anxiety disorder; but less so for social 

phobia, and are, with the exception of clomipramine, largely ineffective for OCD. The TCAs are 

also effective for depressive and anxiety symptoms associated 
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APPROACH TO THE ANXIOUS PATIENTS IN THE PRIMARY CARE 

SETTING 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Note: BZD. benzodiazepine; CBT, cognitive beheavioural therapy; CMI clomipramine; MAOI, monoamine oxidase 

inhibitors; prn, as needed; ssri, serotonin selective reuptake inhibitor; TCA, tri cyclic antidepressant; other, eg., 

anticonvulsant, neuroleptic, lithium, 

 

 

 

Fear, worry, panic attaccks, avoidance intrusive, repetitive 

thoughts or behaviours,unexplained general medical complaints 

General medical 

condition 
Alcohol or 

substance-induced 

withdrawal 

Other primary 

psychiatric 

disorders (eg. 

Depression, 

adjustment 

reaction or 

psychosis) 

Direct 

treatment 

toward 

condition 

Primary anxiety disorder 

Fear and 

avoidance of social 

situations 

Recurrent panic attacks 

± avoidance of 

situations in which 

attacks occur or escape 

is difficult 

Pervasive worry, 

anxiety, tension 

Fear of specific 

object or situation 

Social Phobia Panic disorder 

±Agoraphobia 

Generalized 

Anxiety disorder 
Specific Phobia 

SSRI MAOI  CBT SSRI  

TCA 

MAOI 

CBT 

TCA  

BZD 

SSRI 

Buspirone 

CBT 

 

CBT 

DZD prn 

Treatment: 

Diagnosis: 

Symptoms: 

Presenting symptoms may include: 

If symptoms are due to: 

If not 
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Hamilton Anxiety Rating Scale (HAM-A)  

 
 
Reference: Hamilton M.The assessment of anxiety states by rating. Br J Med Psychol 1959; 

32:50-55.  

 

Rating Clinician-rated  

Administration time 10-15 minutes  

Main purpose To assess the severity of symptoms  

of anxiety  

Population Adults, adolescents and children  
 
Commentary  

The HAM-A was one of the first rating scales 

developed  to measure the severity of anxiety 

symptoms, and is still widely used today in both 

clinical and research settings.  

The scale consists of 14 items, each defined by a 

series of symptoms, and measures both psychic 

anxiety (mental agitation and psychological 

distress) and somatic anxiety (physical complaints 

related to anxiety). Although the HAM-A remains 

widely used as an outcome measure in clinical 

trials, it has been criticized for its sometimes poor 

ability to discriminate between anxiolytic and 

antidepres- sant effects, and somatic anxiety 

versus somatic side effects. The HAM-A does not 

provide any standardized probe questions. Despite 

this, the reported levels of inter- rater reliability for 

the scale appear to be acceptable.  

 

Scoring  

Each item is scored on a scale of 0 (not present) to 4  

(severe), with a total score range of 0-56, where <17 indi-  
cates mild severity, 18-24 mild to moderate severity and 25-

30 moderate to severe.  
 
Versions  

The scale has been translated into: Cantonese for 

China,  

French and Spanish. An IVR version of the scale is 

avail- able from Healthcare Technology Systems.  
 
Additional references  

Maier W, Buller R, Philipp M, Heuser I. The Hamilton  

Anxiety Scale: reliability, validity and sensitivity to  

change in anxiety and depressive disorders. J Affect Disord 

1988;14(1):61-8.  

Borkovec T and Costello E. Efficacy of applied  

relaxation and cognitive behavioral therapy in the treatment 

of generalized anxiety disorder. J Clin  

Consult Psychol 1993; 61(4):611-19  
 
Address for correspondence  

The HAM-A is in the public domain.  
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Chapter 3 

Obsessive-Compulsive and related Disorders 

Obsessive-compulsive and related disorders include obsessive-compulsive disorder (OCD), body 

dysmorphic disorder, hoarding disorder, trichotillomania (hairpulling disorder), excoriation (skin-

picking) disorder, substance/medication-induced obsessive-compulsive and related disorder, 

obsessive-compulsive and related disorder due to another medical condition, and other specified 

obsessive-compulsive and related disorder and unspecified obsessive-compulsive and related 

disorder (e.g., body-focused repetitive behavior disorder, obsessional jealousy).  

OCD is characterized by the presence of obsessions and/ or compulsions. Obsessions are recurrent 

and persistent thoughts, urges, or images that are experienced as intrusive and unwanted, whereas 

compulsions are repetitive behaviors or mental acts that an individual feels driven to perform in 

response to an obsession or according to rilles that must be applied rigidly. Some other obsessive-

compulsive and related disorders are also characterized by preoccupations and by repetitive 

behaviors or mental acts in response to the preoccupations. Other obseSSive-compulsive and 

related disorders are characterized primarily by recurrent body-focused repetitive behaviors (e.g., 

hair pulling, skin picking) and repeated attempts to decrease or stop the behaviors.  

Clinicians are encouraged to screen for these conditions in individuals who present with one of 

them and be aware of overlaps between these conditions. At the same time, there are important 

differences in diagnostic validators and treatment approaches across these disorders. Moreover, 

there are close relationships between the anxiety disorders and'some of the obsessive-compillsive 

and related disorders (e.g., OCD). 

The obsessive-compulsive and related disorders differ from developmentally normative 

preoccupations and rituals by being excessive or persisting beyond developmentally appropriate 

periods. The distinction between the presence of subclinical symptoms and a clinical disorder 

requires assessment of a number of factors, including the individual's level of distress and 

impairment in functioning. 

While the specific content of obsessions and compulsions varies among individuals, certain 

symptom dimensions are common in OCD, including those of cleaning (contamination obsessions 

and cleaning compulsions); symmetry (symmetry bssession and repeating, ordering, and counting 

compulsions); forbidden or taboo thoughts (e.g., aggressive, sexual, and religious obsessions and 

related compulsions); and harm (e.g., fears of harm to oneself or others and related checking 
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compulsions). The tic-related specifier of OCD is used when an individual has a current or past 

history of a tic disorder.  

Body dysmorphic disorder is characterized by preoccupation with one or more perceived defects or 

flaws in physical appearance that are not observable or appear only slight to others, and by 

repetitive behaviors (e.g., mirror checking, excessive grooming, skin picking, or reassurance 

seeking) or mental acts (e.g., comparing one's appearance with that of other people) in response to 

the appearance concerns. The appearance preoccupations are not better explained by concerns with 

body fat or weight in an individual with an eating disorder. Muscle dysmorphia isa form of body 

dysmorphic disorder that is characterized by the belief that one's body build is too small or is 

insufficiently muscular.  

Hoarding disorder is characterized by persistent difficulty discarding or parting with possessions, 

regardless of their actual value, as a result of a strong perceived need to save the items and to 

distress associated with discarding them. Hoarding disorder differs from normal collecting. For 

example, symptoms of hoarding disorder result in the accumulation of a large number of 

possessions that congest and clutter active living areas to the extent that their intended use is 

substantially compromised. The excessive acquisition form of hoarding disorder, which 

characterizes most but not all individuals with hoarding disorder, consists of excessive collecting, 

buying, or stealing of items that are not needed or for which there is no available space.  

Trichotillomania (hair-pulling disorder) is characterized by recurrent pulling out of one's hair 

resulting in hair loss, and repeated attempts to decrease or stop hair pulling. Excoriation (skin-

picking) disorder is characterized by recurrent picking of one's skin resulting in skin lesions and 

repeated attempts to decrease or stop skin picking. The bodyfocused repetitive behaviors that 

characterize these two disorders are not triggered by obsessions or preoccupations; however, they 

may be preceded or accompanied by various emotional states, such as feelings of anxiety or 

boredom. They may also be preceded by an increasing sense of tension or may lead to gratification, 

pleasure, or a sense of relief when the hair is pulled out or the skin is picked. Individuals WIth these 

disorders may have varying degrees of conscious awareness of the behavior while engaging in it, 

with some individuals displaying more focused attention on the behavior (with preceding tension 

and subsequent relief) and other individuals displaying more automatic behavior (with the 

behaviors seeming to occur without full awareness).  

Substance/medication-induced obsessive-compulsive and related disorder consists of symptoms that 

are due to substance intoxication or withdrawal or to a medication. Obsessive-compulsive and 

related disorder due to another medical condition involves symptoms characteristic of obsessive-

compulsive and related disorders that are the direct pathophysio-logical consequence of a medical 

disorder. Other specified obsessive-compulsive and related disorder and unspecified obsessive-



 
 

86 

compulsive and related disorder consist of symptoms that do not meet criteria for a specific 

obsessive-compulsive and related disorder because of atypical presentation or uncertain etiology;  

Obsessive-compulsive and related disorders that have a cognitive component have insight as the 

basis for specifiers; in each of these disorders, insight ranges from" good or fair insight" to "poor 

insight" to "absent insight/ delusional beliefs" with respect to disorderrelated beliefs. For 

individuals whose obsessive-compulsive and related disorder symptoms warrant the "with absent 

insight/ delusional beliefs" specifier, these symptoms should not be diagnosed as a psychotic 

disorder. 

1) Obsessive-Compulsive Disorder:  

Diagnostic Criteria    

A. Presence of obsessions, compulsions, or both:  

Obsessions are defined by (1) and (2):  

1. Recurrent and persistent thoughts, urges, or images that are experienced, at some time during 

the disturbance, as intrusive and unwanted, and that in most individuals cause marked anxiety 

or distress.  

2. The individual attempts to ignore or suppress such thoughts, urges, or images, or to neutralize 

them with some other thought or action (Le., by performing a compulsion).  

Compulsions are defined by (1) and (2):  

1. Repetitive behaviors (e.g., hand washing, ordering, checking) or mental acts (e.g., praying, 

counting, repeating words silently) that the individual feels driven to perform in response to an 

obsession or according to rules that must be applied rigidly.  

2. The behaviors or mental acts are aimed at preventing or reducing anxiety or distress, or 

preventing some dreaded event or situation; however, these behaviors or mental acts are not 

connected in a realistic way with what they are designed to neutralize or prevent, or are clearly 

excessive.  

Note: Young children may not be able to articulate the aims of these behaviors or mental acts.  

B. The obsessions or compulsions are time-consuming (e.g., take more than 1 hour per day) or 

cause clinically significant distress or impairment in social, occupational, or other important 

areas of functioning.  

C. The obsessive-compulsive symptoms are not attributable to the physiological effects of a 

substance (e.g., a drug of abuse, a medication) or another medical condition.  

D. The disturbance is not better explained by the symptoms of another mental disorder (e.g., 

excessive worries, as in generalized anxiety disorder; preoccupation with appearance, as in 

body dysmorphic disorder; difficulty discarding or parting with possessions, as in hoarding 

disorder; hair pulling, as in trichotillomania [hair-pulling disorder]; skin picking, as in 
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excoriation [skin-picking] disorder; stereotypies, as in stereotypic movement disorder; 

ritualized eating behavior, as in eating disorders; preoccupation with substances or gambling, 

as in substance-related and addictive disorders; preoccupation with having an illness, as in 

illness anxiety disorder; sexual urges or fantasies, as in paraphilic disorders; impulses, as in 

disruptive, impulse-control, and conduct disorders; guilty ruminations, as in major depressive 

disorder; thought insertion or delusional preoccupations, as in schizophrenia spectrum and 

other psychotic disorders; or repetitive patterns of behavior, as in autism spectrum disorder).  

Specify if:  

With good or fair insight: The individual recognizes that obsessive-compulsive disorder 

beliefs are definitely or probably not true or that they mayor may not be true.  

With poor insight: The individual thinks obsessive-compulsive disorder beliefs are probably 

true.  

With absent insight/delusional beliefs: The individual is completely convinced that 

obsessive-compulsive disorder beliefs are true.  

Specify if:  

Tic-related: The individual has a current or past history of a tic disorder. 

1. Onset and Course 

OCD typically develops during adolescence, but many occur earlier, in general it has a chronic 

course:  

2. Treatments 

Tratments involve serotonergic antidepressants, including the SSRIs and the TCA clomipramine, 

and congnitive-behavioural therapy aimed at extinguishing intrusive 
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Treatment of Obsessive-compulsive disorder 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Asses Severity of OCD 

Sever Initiate Psychiatric Referral Mild to moderate 

SSRI without CBT with exposure 

and response prevention  

Unsatisfactory improvement CBT with exposure and response 

prevention 

Satisfacotry  improvement  Satisfacotry  improvement  Unsatisfactory  improvement  

Complete initial treatment 

cours. Consider periodic 

(booster) session of CBT with 

exposure and response 

prevention 

Continue medication for one 

or two years before 

attempting to taper (consider 

periodic booster sessions of 

CBT with exposure and 

response prevention 

Satisfactory 
improvement  

Add CBT to SSRI 
monotherapy 

Switch to new 
SSRI 

Unsatisfactory  improvement  

Switch to clomipramine (Anafranil) or mirtazine 
(Refaral to KMHC) 
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Chapter 4 

Trauma-and stressor - Related Disorder 

Trauma- and stressor-related disorders include disorders in which exposure to a traumatic or 

stressful event is listed explicitly as a diagnostic criterion. These include reactive attachment 

disorder, disinhibited social engagement disorder, posttraumatic stress disorder (PTSD), acute stress 

disorder, and adjustment disorders. Placement of this chapter reflects the close relationship between 

these diagnoses and disorders in the surrounding chapters on anxiety disorders, obsessive-

compulsive and related disorders, and dissociative disorders.  

Psychological distress following exposure to a traumatic or stressful event is quite variable. In some 

cases, symptoms can be well understood within an anxiety- or fear-based context. It is clear, 

however, that many individuals who have been exposed to a traumatic or stressful event exhibit a 

phenotype in which, rather than anxiety- or fear-based symptoms, the most prominent clinical 

characteristics are anhedonic and dysphoric symptoms, externalizing angry and aggressive 

symptoms, or dissociative symptoms. Because of these variable expressions of clinical distress 

following exposure to catastrophic or aversive events, the aforementioned disorders have been 

grouped under a separate category: trauma- and stressor-related disorders. Furthermore, it is not 

uncommon for the clinical picture to include some combination of the above symptoms (with or 

without anxiety- or fear-based symptoms). Such a heterogeneous picture has long been recognized 

in adjustment disorders, as well. Social neglect-that is, the absence of adequate caregiving during 

childhood-is a diagnostic requirement of both reactive attachment disorder and disinhibited social 

engagement disorder. Although the two disorders share a common etiology, the former is expressed 

as an internalizing disorder with depressive symptoms and withdrawn behavior, while the latter is 

marked by disinhibition and externalizing behavior.  

(1) Reactive Attachment Disorder  

Diagnostic Criteria    

A. A consistent pattern of inhibited, emotionally withdrawn behavior toward adult caregiv¬ers, 

manifested by both of the following:  

1. The child rarely or minimally seeks comfort when distressed. 

2. The child rarely or minimally responds to comfort when distressed.  

B. A persistent social and emotional disturbance characterized by at least two of the following:  

1. Minimal social and emotional responsiveness to others.  

2. Limited positive affect.  
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3. Episodes of unexplained irritability, sadness, or fearfulness that are evident even during 

nonthreatening interactions with adult caregivers.  

C. The child has experienced a pattern of extremes of insufficient care as evidenced by at least one 

of the following:  

1. Social neglect or deprivation in the form of persistent lack of having basic emotional needs 

for comfort, stimulation, and affection met by caregiving adults. 

2. Repeated changes of primary caregivers that limit opportunities to form stable at-tachments 

(e.g., frequent changes in foster care).  

3. Rearing in unusual settings that severely limit opportunities to form selective at-tachments 

(e.g., institutions with high child-to-caregiver ratios).  

D. The care in Criterion C is presumed to be responsible for the disturbed behavior in Cri-terion A 

(e.g., the disturbances in Criterion A began following the lack of adequate care In Criterion C). 

E. The criteria are not met for autism spectrum disorder.  

F. The disturbance is evident before age 5 years.  

G. The child has a developmental age of at least 9 months.  

Managment:  

 Treatment sould be done in team work of Mental health professional in secondary survices. 

KMHC through play therapy and prdiatric psychiatric. 

(2) Disinhibited Social Engagement Disorder  

Diagnostic Criteria  

 A pattern of behavior in which a child actively approaches and interacts with unfamiliar adults and 

exhibits at least two of the following:  

1. Reduced or absent reticence in approaching and interacting with unfamiliar adults.  

2. Overly familiar verbal or physical behavior (that is not consistent with culturally sanctioned 

and with age-appropriate social boundaries).  

3. Diminished or absent checking back with adult caregiver after venturing away, even in 

unfamiliar settings.  

4. Willingness to go off with an unfamiliar adult with minimal or no hesitation.  

A. The behaviors in Criterion A are not limited to impulsivity (as in attention-deficit/hyper-

activity disorder) but include socially disinhibited behavior.  

B. The child has experienced a pattern of extremes of insufficient care as evidenced by at least one 

of the following:  

1. Social neglect or deprivation in the form of persistent lack of having basic emotional needs 

for comfort, stimulation, and affection met by caregiving adults.  
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2. Repeated changes of primary caregivers that limit opportunities to form stable at-tachments 

(e.g., frequent changes in foster care). 

3. Rearing in unusual settings that severely limit opportunities to form selective at-tachments 

(e.g., institutions with high chitd-to-caregiver ratios). 

C. The care in Criterion C is presumed to be responsible for the disturbed in Criterion A (e.g, the 

disturbances in Cntenon A began following the pathogenic care in criterion C).  

D. The child has a developmental age of at least 9 months.  

Persistent: The disorder has been present for more than 12 months.  

3) Posttraumatic Stress Disorder  

Diagnostic Criteria   

Note: The following criteria apply to adults, adolescents, and children older than 6 years. For 

children 6 years and younger, see corresponding criteria below.  

A. Exposure to actual or threatened death, serious injury, or sexual violence in one (or more) of 

the following ways:  

1. Directly experiencing the traumatic event(s).  

2. Witnessing, in person, the event(s) as it occurred to others.  

3. Learning that the traumatic event(s) occurred to a close family member or close friend. In 

cases of actual or threatened death of a family member or friend, the event(s) must have 

been violent or accidental.  

4. Experiencing repeated or extreme exposure to aversive details of the traumatic event(s) 

(e.g., first responders collecting human remains; police officers repeatedly exposed to 

details of child abuse).  

Note: Criterion A4 does not apply to exposure through electronic media, television, movies, 

or pictures, unles this exposure is work related.  

B. Presence of one (or more) of the following intrusion symptoms associated with the traumatic 

event(s), beginning after the traumatic event(s) occurred:  

1. Recurrent, involuntary, and intrusive distressing memories of the traumatic event(s).  

Note: In children older than 6 years, repetitive play may occur in which themes or aspects 

of the traumatic event(s) are expressed.  

2. Recurrent distressing dreams in which the content and/or affect of the dream are related to 

the traumatic event(s).  

Note: In children, there may be frightening dreams without recognizable content.  

3. Dissociative reactions (e.g., flashbacks) in which the individual feels or acts as if the 

traumatic event(s) were recurring. (Such reactions may occur on a continuum, with the most 

extreme expression being a complete loss of awareness of present surroundings. )  
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Note: In children, trauma-specific reenactment may occur in play.  

4. Intense or prolonged psychological distress at exposure to internal or external cues that 

symbolize or resemble an aspect of the traumatic event(s).  

5. Marked physiological reactions to internal or external cues that symbolize or resemble an 

aspect of the traumatic event(s).  

C. Persistent avoidance of stimuli associated with the traumatic event(s), beginning after the 

traumatic event(s) occurred, as evidenced by one or both of the following:  

1. Avoidance of or efforts to avoid distressing memories, thoughts, or feelings about or closely 

associated with the traumatic event(s).  

2. Avoidance of or efforts to avoid external reminders (people, places, conversations, 

activities, objects, situations) that arouse distressing memories, thoughts, or feelings about 

or closely associated with the traumatic event( s).  

D. Negative alterations in cognitions and mood associated with the traumatic event(s), beginning 

or worsening after the traumatic event(s) occurred, as evidenced by two (or more) of the 

following:  

1. Inability to remember an important aspect of the traumatic event(s) (typically due to 

dissociative amnesia and not to other factors such as head injury, alcohol, or drugs). 

2. Persistent and exaggerated negative beliefs or expectations about oneself, others, or the 

world (e.g., "I am bad," "No one can be trusted," "The world is completely dangerous," "My 

whole nervous system is permanently ruined").  

3. Persistent, distorted cognitions about the cause or consequences of the traumatic event(s) 

that lead the individual to blame himself/herself or others.  

4. Persistent negative emotional state (e.g., fear, horror, anger, guilt, or shame).  

5. Markedly diminished interest or participation in significant activities.  

6. Feelings of detachment or estrangement from others. 

7. Persistent inability to experience positive emotions (e.g., inability to experience happiness, 

satisfaction, or loving feelings).  

E. Marked alterations in arousal and reactivity associated with the traumatic event(s), beginning or 

worsening after the traumatic event(s) occurred, as evidenced by two (or more) of the 

following:  

1. Irritable behavior and angry outbursts (with little or no provocation) typically expressed as 

verbal or physical aggression toward people or objects.  

2. Restless or self-destructive behavior.  

3. Hypervigilance. 

4. Exaggerated startle response.  
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5. Problems with concentration. 

6. Sleep disturbance (e.g., difficulty falling or staying asleep or restless sleep).  

F. Duration of the disturbance (Criteria S, C, D, and E) is more than 1 month.  

G. The disturbance causes clinically significant distress or impairment in social, occupational, or 

other important areas of functioning.  

H. The disturbance is not attributable to the physiological effects of a substance (e.g., medication, 

alcohol) or another medical condition.  

Specify whether:  

With dissociative symptoms: The individual's symptoms meet the criteria for post-traumatic 

stress disorder, and in addition, in response to the stressor, the individual ex-periences persistent or 

recurrent symptoms of either of the following:  

1. Depersonalization: Persistent or recurrent experiences of feeling detached from, and as if 

one were an outside observer of, one's mental processes or body (e.g., feeling as though one 

were in a dream; feeling a sense of unreality of self or body or of time moving slowly).  

2. Derealization: Persistent or recurrent experiences of unreality of surroundings (e.g., the 

world around the individual is experienced as unreal, dreamlike, distant, or distorted).  

Note: To use this subtype, the dissociative symptoms must not be attributable to the 

physiological effects of a substance (e.g., blackouts, behavior during alcohol intoxication) or 

another medical condition (e.g., complex partial seizures).  

Specify if:  

With delayed expression: If the full diagnostic criteria are not met until at least 6 months after 

the event (although the onset and expression of some symptoms may be immediate).  

Diagnostic Features  

The essential feature of posttraumatic stress disorder (PTSD) is the development of char-acteristic 

symptoms following exposure to one or more traumatic events. Emotional reactions to the traumatic 

event (e.g., fear, helplessness, horror) are no longer a part of Criterion A. The clinical presentation 

of PTSD varies. In some individuals, fear-based reexperiencing, emotional, and behavioral 

symptoms may predominate. In others, anhedonic or dysphoric mood states and negative cognitions 

may be most distressing. In some other individuals, arousal and reactive-externalizing symptoms 

are prominent, while in others, dissociative symptoms predominate. Finally, some individuals 

exhibit combinations of these symptom patterns.  

The directly experienced traumatic events in Criterion A include, but are not limited to, exposure to 

war as a combatant or civilian, threatened or actual physical assault (e.g., physical attack, robbery, 

mugging, childhood physical abuse), threatened or actual sexual violence (e.g., forced sexual 

penetration, alcohol/drug-facilitated sexual penetration, abusive sexual contact, noncontact sexual 
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abuse, sexual trafficking), being kidnapped, being taken hostage, terrorist attack, torture, 

incarceration as a prisoner of war, natural or human-made disasters, and severe motor vehicle 

accidents. For children, sexually violent events may include developmentally inappropriate sexual 

experiences without physical violence or injury. A life-threatening illness or debilitating medical 

condition is not necessarily considered a traumatic event. Medical incidents that qualify as 

traumatic events involve sudden, catastrophic events (e.g., waking during surgery, anaphylactic 

shock). Witnessed events inlude, but are not limited to, observing threatened or serious injury, 

unnatural death, physical or sexual abuse of another person due to violent assault, domestic 

violence, accident, war or disaster, or a medical catastrophe in one's child (e.g., a lifethreatening 

hemorrhage). Indirect exposure through learning about an event is limited to experiences affecting 

close relatives or friends and experiences that are violent or accidental (e.g., death due to natural 

causes does not qualify). Such events include violent perpsychotic features; delirium; 

substance/medication-induced disorders; and psychotic disorders due to another medical condition.  

Traumatic brain injury. When a brain injury occurs in the context of a traumatic event (e.g., 

traumatic accident, bomb blast, acceleration/deceleration trauma), symptoms of PTSD may appear. 

An event causing head trauma may also constitute a psychological traumatic event, and tramautic 

brain injury (TBI)-related neurocognitive symptoms are not mutually exclusive and may occur 

concurrently. Symptoms previously termed postconcussive (e.g., headaches, dizziness, sensitivity to 

light or sound, irritability, concentration deficits) can occur in braininjured and non-brain-injured 

populations, including individuals with PTSD. Because symptoms of PTSD and TBI-related 

neurocognitive symptoms can overlap, a differential diagnosis between PTSD and neurocognitive 

disorder symptoms attributable to TBI may be possible based on the presence of symptoms that are 

distinctive to each presentation. Whereas reexperiencing and avoidance are characteristic of PTSD 

and not the effects of TBI, persistent disorientation and confusion are more specific to TBI 

(neurocognitive effects) than to PTSD.  

Comorbidity  

Individuals with PTSD are 80% more likely than those without PTSD to have symptoms that meet 

diagnostic criteria for at least one other mental disorder (e.g., depressive, bipolar, anxiety, or 

substance use disorders). Comorbid substance use disorder and conduct disorder are more common 

among males than among females. Among U.S. military personnel and combat veterans who have 

been deployed to recent wars in Afghanistan and Iraq, co-occurrence of PTSD and mild TBI is 

48%. Although most young children with PTSD also have at least one other diagnosis, the patterns 

of comorbidity are different than in adults, with oppositional defiant disorder and separation anxiety 

disorder predominating. Finally, there is considerable comorbidity between PTSD and major 

neurocognitive disorder and some overlapping symptoms between these disorders.  
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 (4) Acute Stress Disorder: 

Diagnostic Criteria  

A. Exposure to actual or threatened death, serious injury, or sexual violation in one (or more) of 

the following ways:  

1. Directly experiencing the traumatic event.  

2. Witnessing, in person, the event(s) as it occurred to others.  

3. Learning that the event(s) occurred to a close family member or close friend. Note: In cases 

of actual or threatened death of a family member or friend, the event(s) must have been 

violent or accidental.  

4. Experiencing repeated or extreme exposure to aversive details of the traumatic event(s) 

(e.g., first responders collecting human remains, police officers repeatedly exposed to 

details of child abuse).  

Note: This does not apply to exposure through electronic media, television, movies, or 

pictures, unless this exposure is work related.  

B. Presence of nine (or more) of the following symptoms from any of the five categories of 

intrusion, negative mood, dissociation, avoidance, and arousal, beginning or worsening after 

the traumatic event(s) occurred:  

Intrusion Symptoms  

1. Recurrent, involuntary, and intrusive distressing memories of the traumatic event(s). 

 Note: In children, repetitive play may occur in which themes or aspects of the traumatic 

event(s) are expressed. 

2. Recurrent distressing dreams in which the content and/or affect of the dream are related to 

the event(s). Note: In children, there may be frightening dreams without recognizable 

content.  

3. Dissociative reactions (e.g., flashbacks) in which the individual feels or acts as if the 

traumatic event(s) were recurring. (Such reactions may occur on a continuum, with the most 

extreme expression being a complete loss of awareness of present surroundings.) Note: In 

children, trauma-specific reenactment may occur in play.  

4. Intense or prolonged psychological distress or marked physiological reactions in re-sponse 

to internal or external cues that symbolize or resemble an aspect of the traumatic event(s).  

Negative Mood  
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5. Persistent inability to experience positive emotions (e.g., inability to experience happiness, 

satisfaction, or loving feelings).  

 

 

Dissociative Symptoms  

6. An altered sense of the reality of one's surroundings or oneself (e.g., seeing oneself from 

another's perspective, being in a daze, time slowing). 

7. Inability to remember an important aspect of the traumatic event(s) (typically due to 

dissociative amnesia and not to other factors such as head injury, alcohol, or drugs).  

 

Avoidance Symptoms  

8. Efforts to avoid distressing memories, thoughts, or feelings about or closely associated with 

the traumatic event(s).  

9. Efforts to avoid externar reminders (people, places, conversations, activities, objects, 

situations) that arouse distressing memories, thoughts, or feelings about or closely 

associated with the traumatic event(s).  

Arousal Symptoms  

10. Sleep disturbance (e.g., difficulty falling or staying asleep, restless sleep).  

11. Irritable behavior and angry outbursts (with little or no provocation), typically ex-pressed as 

verbal or physical aggression toward people or objects. 

12. Hypervigilance.  

13. Problems with concentration.  

14. Exaggerated startle response.  

A. Duration of the disturbance (symptoms in Criterion B) is 3 days to 1 month after trauma 

exposure.  

Note: Symptoms typically begin immediately after the trauma, but persistence for at least 3 

days and up to a month is needed to meet disorder criteria.  

B. The disturbance causes clinically significant distress or impairment in social, occupational, or 

other important areas of functioning.  

C. The disturbance is not attributable to the physiological effects of a substance (e.g., medication 

or alcohol) or another medical condition (e.g., mild traumatic brain injury) and is not better 

explained by brief psychotic disorder.  
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Diagnostic Features  

The essential feature of acute stress disorder is the development of characteristic symp¬toms lasting 

from 3 days to 1 month following exposure to one or more traumatic events. Traumatic events that 

are experienced directly include, but are not limited to, exposure to war as a combatant or civilian, 

threatened or actual violent personal assault. 

(5) Adjustment Disorders  

Diagnostic Criteria  

A. The development of emotional or behavioral symptoms in response to an identifiable 

stressor(s) occurring within 3 months of the onset of the stressor(s). 

B. These symptoms or behaviors are clinically significant, as evidenced by one or both of the 

following:  

1. Marked distress that is out of proportion to the severity or intensity of the stressor, taking 

into account the external context and the cultural factors that might influence symptom 

severity and presentation.  

2. Significant impairment in social, occupational, or other important areas of functioning.  

C. The stress-related disturbance does not meet the criteria for another mental disorder and is not 

merely an exacerbation of a preexisting mental disorder. 

D. The symptoms do not represent normal bereavement.  

E. Once the stressor or its consequences have terminated, the symptoms do not persist for more 

than an additional 6 months.  

Specify whether:  

With depressed mood: Low mood, tearfulness, or feelings of hope-lessness are predominant.  

With anxiety: Nervousness, worry, jitteriness, or separation anxiety is predominant.  

With mixed anxiety and depressed mood: A combination of de-pression and anxiety is 

predominant.  

With disturbance of conduct: Disturbance of conduct is predominant.  

With mixed disturbance of emotions and conduct: Both emotional symptoms (e.g., 

depression, anxiety) and a disturbance of conduct are predominant. 

Unspecified: For maladaptive reactions that are not classifiable as one of the specific subtypes of 

adjustment disorder.  
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Diagnostic Features  

The presence of emotional or behavioral symptoms in response to an identifiable stressor is the 

essential feature of adjustment disorders (Criterion A). The stressor may be a single event (e.g., a 

termination of a romantic relationship), or there may be multiple stressors (e.g., marked business 

difficulties and marital problems). Stressors may be recurrent (e.g., associated with seasonal 

business crises, unfulfilling sexual relationships) or continuous (e.g., a persistent painful illness 

with increasing disability, living in a crime-ridden neighborhood). Stressors may affect a single 

individual, an entire family, or a larger group or community (e.g., a natural disaster). Some stressors 

may accompany specific developmental events (e.g., going to school, leaving a parental home, 

reentering a parental home, getting married, becoming a parent, failing to attain occupational goals, 

retirement).  

Adjustment disorders may be diagnosed following the death of a loved one when the intensity, 

quality, or persistence of grief reactions exceeds what normally might be expected, when cultural, 

religious, or age-appropriate norms are taken into account. A more specific set of bereavement-

related symptoms has been designated persistent complex bereavement disorder.  

Adjustment disorders are associated with an increased risk of suicide attempts and completed 

suicide.  

By definition, the disturbance in adjustment disorders begins within 3 months of onset of a stressor 

and lasts no longer than 6 months after the stressor or its consequences have ceased. If the stressor 

is an acute event (e.g., being fired from a job), the onset of the disturbance is usually immediate 

(Le., within a few days) and the duration is relatively brief (i.e., no more than a few months). If the 

stressor or its consequences persist, the adjustment disorder may also continue to be present and 

become the persistent form. 

Managment: 

Patient with PTSD are more likely to use the health care system, but less likely to seek mental 

health treatmetn; there fore, primary care physicians are likely to be the first encounter for a patient 

with untreated PTSD. 

Additionally, patients ith chronic untreated PTSD are likely to have other chronic conditions that 

require treatment and/or hospitalization, further enhancing teh likdihood they will encounter 

primary care physician. It's important to remember that a patient with untreated PTSD is unlikely to 

be aware at his or her condition and PTSD can be obscured by comorbid conditions and/or 

somatization when a primary care physician suspects a patient may have PTSD, refearal to 

psychiatist is warranted for definitive diagnosis. 

- Treatment is best accomplised with a combination of pharmacologic and non-

pharmacologic. therapise. 
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- Medications, such as SSRI or SNRI may required to control the physiological symptoms, 

which can enable patient to tolerate and work through the highly emotional material, treat 

comorbid disorders if present: such as alcohol or substance abuse problems should be initial. 

Focus of treatment. 

- Psychotherapy include. 

1. Grouptherapy. 

2. Individual and family therapy. 

3. Cognitive behavioural therapy. 

4. Paly therapy. 

5. Art therapy. 

6. Anxiety Managment. 

7. Eye Movement desensitization and reprocossing (EMDR). 

8. Hypnosis. 

9. Relaxation techniques. 

Assessment in the Primary Mental health clinic:  

1. history of traumatic experience  

2. Complete psychiatric evaluation by comptent GP. 

3. Functional assesment (e.g. Marital status, work, sickleave). 

4. Determination of and treatment of comorbid physical or psychiatric disorders (include major 

depressive disorders, Anxiety disorders, substance use disorders. Soma to form disordas) 

5. Assessment of patients risk of suicide. 

6. Assessment of patients potntial harm to other. 

Psychiatiric management:  

1. Establishment of therapeutic alliance with patient. 

2. Patient education regarding acutstress disorder & adjustment diosrder. 

3. Coordination of care by collaborating with psychiatric in K.M.H.C. 

4. Monitoring of patient's treatment response and comorbid medical conditions, or substance 

abuse disorders. 

5. Clinical assistance for family members who may require intervention. 

6. Assitance with life issues, (e.g family and social relationships, living, financial support).  

Pharmacotherapy 

1. SSRI: Fluoxetione. 

 Sertaline 

 Paroxetion 

 Fluvoxamine. 
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 Ecitaloprame 

2. Tricyclic antidepressant 

 Amitriptyline 

 Imipramine 

3. MAOI 

4. Second generation Antipsychotic. 

Psychotherapy intervention:  

1. Cognitive behaviour therappy. 

2. Group therapy including present-centered and trauma-focused group therapies. 

3.  

PRINCIPLES OF STRESS MANAGEMENT  

Principle of stress management  

I. Overview  

Stress is defined as a state of extreme difficulty, pressure, or strain with negative effects on the 

physical and emotional health and well-being. A stress response occurs when internal or external 

demands exceed a patient's ability to Adapt or cope. It is the patient's cognitive and psychological 

responses in the context of certain life circumstances that determine the experience of stress. Two 

types of stress are distinguishable and have different implications for medical management.  

A. Acute stress is intense but time-limited, with individualized physiologic reactions (including 

increased heart rate, blood pressure, muscular tension, and lowered peripheral skin 

temperature).  

1. Often referred to as the "fight or flight" response, acute stress is the body's natural reaction 

to threatening situations.  

Table: Examples of Stressors, stress responses and coping strategies  

Examples of stressors  Examples of stress responses Examples of coping strategies 

Frustration (a goal's being 

blocked) 

Mental and emotional signs (lack of 

concentration, memory lapses, 

anxiety, fear, panic, anger, hostility, 

aggression) 

Cognitive strategies (developing 

awareness, detachment, self-esteem, and 

comparison: learning anger management 

Pressure (time pressure, 

emotional pressure) 

Physiological signs (erratic 

breathing, tense muscles, aches and 

pains, fatigue, palpitations,  

sweating, dry mouth, indigestion  

allergies, hypertension, depression) 

Physiological streategies (breathing, 

exercises, relaxation, visulaization, 

meditation, biofeedback) 
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Chronic stress is persistent, with sustained physiologic changes in muscle tension, skin temperature, 

and negative emotional states (including irritability, nervousness, and depressed mood).  

1. Chronic stress often is associated with physical symptoms or complaints in the absence of 

detectable pathophysiology.  

2. Chronic stress may exacerbate existing medical conditions, reduce adherence to medical 

recommendations, and complicate medical care. Hence, the evaluation and treatment of 

chronic stress is paramount for the primary care clinician.  

II. Primary sources of Stress  

A. Personal sources of stress relate to characteristics of the patient that predispose to 

stress responses.  

1. Daily hassles  

Daily events are experienced as hassles, for example, being stuck in traffic or waiting in long 

lines.  

2. Self-doubt  

Lack of confidence in decision-making or poor self-esteem leads to self-doubt. 

3. Physical ailments  

Acute, recurrent, or chronic medical conditions are associated with stress.  

4. Psychiatric disorders  

Anxiety disorders, depression, and substance abuse disorders are a source and result of chronic 

stress.  

B. Social relationships are important determinants of overall health status. When 

relationships are conflicted or dysfunctional they are source of chronic stress in one of the 

following ways. 

1. Lack of support 

The patient does not receive necessary encouragement or assistance from family or friends. 

2. Marital! family conflict 

Marital discord, separation, and divorce are prevalent and constitute a major source of recurrent 

and chronic stress. 

3. Coworker and supervisor conflict 

Dissatisfaction in the workplace is a known risk factor for musculoskeletal injury, pain, and 

other bodily complaints. 

C. Organizational changes are common as businesses seek to respond to economic and market 

pressures. Stress responses may result from one or more of the following sources: 

1. Down 
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Job loss, increased job duties for remaining employees, and "survivor syndrome" 9 i.e., sense 

of guilt and remorse associated with coworker job loss). 

2. Job insecurity 

Uncertainty, anxiety and fear about job stability. 

3. Overload of responsibilities 

"Working twice as hard for half as much" and excessive time pressure. 

III. Evaluation 

A. General approach 

1. The evaluation of chronic stress in the primary care settings should include a determination 

of the following factors. 

a. Bodily complaints that do not follow an anatomic distribution or for which no plausible 

underlying pathophysiology can be found. 

b. Personal, social, and work related factors as mentioned previously that may be potential 

sources of chronic stress for the patient. 

c. The degree to which the patient possesses coping resources and skills. 

2. Patients may not necessarily be aware of the nature of their stress levels or the fact that 

stress can contribute to somatic complaints. A nonjudgmental and "normalizing" approach is 

likely to facilitate the patient's report of life circumstances. For example, it is helpful to say, 

"Stress can make us more aware of bodily sensations and can produce negative changes in 

our health." Or "tell me more about your situation so we can better understand if chronic 

stress is playing a role here." 

3. It is important to emphasize that stress per se is not the single cause of symptoms, but rather 

a contributor. On one hand, patients may fear that their symptoms are "all in the head" if the 

clinician inadvertently curtails attention to possible physical causes in the examination of 

diagnostic evaluation. On the other hand, the earlier the clinician introduces stress as a 

legitimate and appropriate concern and focus of inquiry the greater the like hood that the 

patient will be receptive to recommendations for managing stress more effectively. 

B. History 

1. Because stress is a common experience for many patients it is challenging to discern 

whether a given patients current symptoms, either without clear medical explanation or in 

the context of a medical or psychiatric diagnosis are associated with recurrent or chronic 

stress. 

2. New-onset complaints necessitate an examination of recent or current life circumstances 

perceived as stressful to the patient. Occasionally, major life event (e,g., death of a loved 

one or a close friend, loss of a job, unexpected job change or demotion, or onset of a 
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medical illness) is identified as a triggering stressful life event. However, stressors are 

frequently more subtle and recurrent and may be minimized by the patient. Hence the 

clinician may need to probe further into personal, social and job history if there is a strong 

suspicion of recurrent or chronic stressors that are salient to the presenting complaints. 

3. A history of unexplained vague or diffuse symptoms that spontaneously resolved or 

responded to reassurance from the clinician should be sought. Patients who experience 

recurrent stress may present with episodic somatic complaints such as head ache, 

gastrointestinal distress, or fatigue. 

C. The medical history may elicit information helpful in determining a 

patient's stress responsivity and coping strategies. 

1. For many patients the medical history may be unremarkable, lacking any established 

medical conditions or clear diagnosis (especially if the symptoms or complaints are of 

recent onset). 

2. For patients with chronic medical conditions, the medical history is important for evaluation 

of the extent of exposure to stressful medical experiences and the patient's successes and 

failures in coping. 

3. Psycho physiological recording (e.g., peripheral skin temperature) or surface 

electromyography (EMG) may be useful in determining autonomic nervous system 

reactivity to stressful life circumstances. High EMG activity of the frontalis muscle or low 

digital skin temperature is indicators of stress responsi vity. 

D. The interview requires a balance between an appropriate focus on 

plausible medical causes for symptoms and a thorough personal, social 

and work history as they relate to stress. Fortunately, many patients view stress as 

a "normal" experience and even will acknowledge it as a cause of their symptoms. 

1. In some cases, however, there is a stigma associated with stress-related symptoms or 

conditions. The clinician should alleviate any concerns on the patient's part that his or her 

symptoms are real and not imagined. 

2. Behavioural analysis (i.e., determination of the antecedents, behavioural response, and 

consequences to challenging and potential stressful life circumstances) is useful to pinpoint 

the sources of stress and the patients coping abilities. 

IV. Chronic Stress and Psychiatric Disorders 

The most common and psychiatric disorders associated with chronic stress are 

the anxiety disorder: panic disorder, agoraphobia, social phobia, generalized anxiety, 

obsessive-compulsive disorder, and post-traumatic stress disorder. 
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Adjustment disorders with anxious and lor depressed mood, depression, and 

substance abuse disorders are also associated with chronic stress. 

A. Differential diagnosis is an important first step to rule out any existing psychiatric 

disorder that may account for the presenting symptoms and complaints. If an anxiety 

disorder or the psychiatric disorder is found, then treatment should commence according 

appropriate psychopharmacologic and non-psychopharmacologic guidelines. 

B. Given that chronic stress is not a diagnosis but rather a behavioral and psychophysiological 

problem, the most critical step is to identify the primary stressors, recognize the associated 

individualized psychophysiological stress reactions, and gauge the adequacy of coping skills 

and resources available to the patient. This process provides a framework for organizing the 

evaluation data and leads to treatment formulation and implementation. 

V. Treatment Strategies 

A. Pharmacologic interventions 

1. Acute stress and associated anxiety may require pharmacologic intervention. The 

benzodiazepines are the treatment of choice for emergency situations and short term, use. 

Even with chronic stress conditions, occasional use of anxiolytics is beneficial for 

breakthrough episodes of acute distress. 

2. However, patients should not use medication as the sole intervention for 

chronic stress condition where alternative non-pharmacologic strategies are available. 

Reliance on medication alone precludes the patients learning more long term and adoptive 

coping skills. 

B. Non pharmacologic interventions 

1. Self-control skills are behavioural coping strategies that patients can learn; these include 

diaphragmatic breathing, relaxation training, cognitive restructuring, and exercise. 

a. Diaphragmatic breathing is a relatively simple technique that patients can learn to 

evoke a relaxation response. Patients are instructed to take a deep, cleansing breath, bringing 

the air in through the nose, using the diaphragmatic rather than the intercostal muscles, 

holding for a moment, and then exhaling slowly through the mouth with lips pursed. Each 

inspiration/expiration cycle should be 5-7s in duration. Patients are instructed to practice at 

home a series of five breaths followed by a short break and then five more breaths twice a 

day. 

b. Relaxation training is the most effective technique available for reducing the effects of 

chronic stress. A variety of techniques exist including autogenic training, progressi ve 

muscle relaxation training, hypnosis, and mindfulness meditation. Evidence suggests that 
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certain techniques are more effective for particular psychophysiological disorders, but 

anyone of them can elicit a relaxation response. An abbreviated progressive muscle self-

control and producing a stress-reduction effect. The technique involves progressively 

tensing and releasing large muscle groups throughout the body; hands and fingers; forearms; 

upper arms and shoulders; facial muscles (forehead and scalp, eyes, nose, lips and mouth, 

chin andjaw); neck; chest, shoulders, and back; stomach and abdomen; hips and buttocks; 

and legs and feet. Patients are instructed to tense the muscles for a few seconds, just long 

enough to feel the tension, then relax the muscles and notice the difference between tension 

and relaxation. This is done systematically from the hands and fingers to the legs and feet 

for approximately 10 to 15 min. Diaphragmatic breathing is interested throughout the 

training to maximize the relaxation response. 

c. Biofeedback and biofeedback-assisted relaxation are methods employing 

physiologic recording equipment and feedback systems, typically auditory or visual, that 

permit patients to receive direct feedback regarding changes in certain physiological 

parameters. For example, patients with Reynaud's disease often benefit from biofeedback 

proportional to alterations in peripheral skin temperature. 

Similarly, muscular contraction headache sufferers benefit from surface EMG feedback 

from the frontalis muscle. Biofeedback- assisted relaxation uses biofeedback to augment the 

acquisition of relaxation response. 

d. Cognitive restructuring involves assisting patients to determine any maladaptive 

thoughts associated with the identified stressful life circumstances and encouraging them to 

develop alternative, adaptive, countering statements. For example, patients may take self-

statements such as "I' am always making mistakes in response to external demands. 

"Examples of countering statements would be "I' can prepare and do a good job" and "I have 

dealt with this situation before so I am prepared." 

e. Exercise, especially aerobic exercise, reduces anxiety and can serve as a bufIer to chronic 

stress. Unfortunately, patients may find it difficult to exercise consistently when they 

become overwhelmed by stressful life circumstances. Instructing patients to start walking 

short distances, perhaps with a friend or neighbour, can be helpful. Joining a health club is a 

good way to combine exercise with social activity, which serves to promote and maintain 

adherence. 

2. Instrumental coping refers to behavioural skills that can alleviate chronic stress and prevent 

the occurrence of adverse stress reactions. 
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a. Effective time management is essential to prevent stress reactions. Patients can be 

encouraged to set priorities and break down goals into small, achievable pieces. Goal-setting 

and pacing activities toward goals serve to minimize feeling overwhelmed. 

b. Assertiveness training involves teaching patients to learn appropriate assertiveness 

skills to better manage external demands. Often assertive response can help a patient avoid 

an adverse stress response and improve self-esteem. Assertiveness is necessary for 

delegating responsibilities and reducing workload 

 

Table: Optimal Tension release procedures for 16 major muscle groups 

Muscle group Methods of tensing 

1. Dominant hand and foream Make a tight fist while allowing upper arm to 

remian relaxed 

2. Dominant upper arm Press elbow downward against chair without 

involving lower arem. 

Same as dominant 

3. Non-dominant hand and forearm 

4. nondominant upper arm Same as dominant 

5. Forehead Raise eyebrows as high as possible 

6. Upper cheeks and nose Squint eyes and wrinkle nose 

7. Lower face Clench teeth and pull back corners of the 

mouth 

8. Neck Counterpose muscles by trying to raise and 

lower chin simultaneously 

9. Chest, shoulders, and upper back Take a deep breath; hold it and pull shoulder 

blades together 

10. Abdomen Counterpose muscles by trying to push 

stomach out and pull in simultaneously 

11. Dominant upper leg Counterpose muscles on top of leg against two 

smaller ones underneath (specific strategy will 

vary considerably. 

12. Dominant calf Point toes upward 

13. Dominant foot Point toes downward, turn foot in, and curl toes 

gently  

14. Nondominant upper leg Same as dominant 

15. Nondominant calf Same as dominant 

16. Nondominant foot Same as dominant 
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Chapter 5 

Somatic Symptom and Related Disorders 

Somatic symptom disorder and other disorders with prominent somatic symptoms constitute 

a new category in DSM-5 called somatic symptom and related disorders. This chapter includes the 

diagnoses of somatic symptom disorder, illness anxiety disorder, conversion disorder (functional 

neurological symptom disorder), psychological factors affecting other medical conditions, factitious 

disorder, other specified somatic symptom and related disorder, and unspecified somatic symptom 

and related disorder. All of the disorders in this chapter share a common feature: the prominence of 

somatic symptoms associated with significant distress and impairment. Individuals with disorders 

with prominent somatic symptoms are commonly encountered in primary care and other medical 

settings but are less commonly encountered in psychiatric and other mental health settings. These 

reconceptualized diagnoses, based on a reorganization of DSM-IV somatoform disorder diagnoses, 

are more useful for primary care and other medical (nonpsychiatric) clinicians.  

The major diagnosis in this diagnostic class, somatic symptom disorder, emphasizes diagnosis made 

on the basis of positive symptoms and signs (distressing somatic symptoms plus abnormal thoughts, 

feelings, and behaviors in response to these symptoms) rather than the absence of a medical 

explanation for somatic symptoms. A distinctive characteristic of many individuals with somatic 

symptom disorder is not the somatic symptoms per se, but instead the way they present and 

interpret them. Incorporating affective, cognitive, and behavioral components into the criteria for 

somatic symptom disorder provides a more comprehensive and accurate reflection of the true 

clinical picture than can be achieved by assessing the somatic complaints alone.  

The previous criteria overemphasized the centrality of medically unexplained symptoms.  

Such symptoms are present to various degrees, particularly in conversion disorder, but somatie 

symptom disorders can also accompany diagnosed medieal disorders. The reliability of determining 

that a somatic symptom is medically unexplained is limited, and grounding a diagnosis on the 

absence of an explanation is problematie and reinforces mind-body dualism. It is not appropriate to 

give an individual a mental disorder diagnosis solely because a medical cause cannot be 

demonstrated. Furthermore, the presence of a medical diagnosis does not exclude the possibility of 

a comorbid mental disorder, including a somatie symptom and related disorder. Perhaps because of 

the predominant focus on lack of medical explanation, individuals regarded these diagnoses as 

pejorative and demeaning, implying that their physical symptoms were not "real." The new 
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classification defines the major diagnosis, somatic symptom disorder, on the basis of positive 

symptoms (distressing somatic symptoms plus abnormal thoughts, feelings, and behaviors in 

response to these symptoms). However, medically unexplained symptoms remain a key feature in 

conversion disorder and pseudocyesis (other specified somatic symptom and related disorder) 

because it is possible to demonstrate definitively in such disorders that the symptoms are not 

consistent with medical pathophysiology.  

It is important to note that some other mental disorders may initially manifest with primarily 

somatic symptoms (e.g., major depressive disorder, panic disorder). Such diagnoses may account 

for the somatic symptoms, or they may occur alongside one of the somatic symptom and related 

disorders in this chapter. There is also considerable medical comorbidity among somatizing 

individuals. Although somatic symptoms are frequently associ¬ated with psychological distress and 

psychopathology, some somatic symptom and related disorders can arise spontaneously, and their 

causes can remain obscure. Anxiety disorders and depressive disorders may accompany somatic 

symptom and related disorders. The somatic component adds severity and complexity to depressive 

and anxiety disorders and results in higher severity, functional impairment, and even refractoriness 

to traditional treatments. In rare instances, the degree of preoccupation may be so severe as to 

warrant consideration of a delusional disorder diagnosis.  

A number of factors may contribute to somatic symptom and related disorders. These include 

genetic and biological vulnerability (e.g., increased sensitivity to pain), early traumatic experiences 

(e.g., violence, abuse, deprivation), and learning (e.g., attention obtained from illness, lack of 

reinforcement of nonsomatic expressions of distress), as well as cultural social norms that devalue 

and stigmatize psychological suffering as compared with physical suffering. Differences in medical 

care across cultures affect the presentation, recognition, and management of these somatic 

presentations. Variations in symptom presentation are likely the result of the interaction of multiple 

factors within cultural contexts that affect how individuals identify and classify bodily sensations, 

perceive illness, and seek medical attention for them. Thus, somatic presentations can be viewed as 

expressions of personal suffering inserted in a cultural and social context.  

All of these disorders are characterized by the prominent focus on somatic concerns and their initial 

presentation mainly in medical rather than mental health care settings. Somatic symptom disorder 

offers a more clinically useful method of characterizing individuals who may have been considered 

in the past for a diagnosis of somatization disorder.  
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 (1) Somatic Symptom Disorder  

Diagnostic Criteria  

A. One or more somatic symptoms that are distressing or result in significant disruption of 

daily life.  

B. Excessive thoughts, feelings, or behaviors related to the somatic symptoms or associated 

health concerns as manifested by at least one of the following:  

1. Disproportionate and persistent thoughts about the seriousness of one's symptoms.  

2. Persistently high level of anxiety about health or symptoms.  

3. Excessive time and energy devoted to these symptoms or health concerns.  

C. Although anyone somatic symptom may not be continuously present, the state of being 

symptomatic is persistent (typically more than 6 months).  

Specify if:  

With predominant pain (previously pain disorder): This specifier is for individuals whose 

somatic symptoms predominantly involve pain.  

Specify if:  

Persistent: A persistent course is characterized by severe symptoms, marked impair-ment, and 

long duration (more than 6 months).  

Specify current severity:  

Mild: Only one of the symptoms specified in Criterion B is fulfilled.  

Moderate: Two or more of the symptoms specified in Criterion B are fulfilled.  

Severe: Two or more of the symptoms specified in Criterion B are fulfilled, plus there are 

multiple somatic complaints (or one very severe somatic symptom). 

 

Diagnostic Features  

Individuals with somatic symptom disorder typically have multiple, current, somatic symptoms that 

are distressing or result in significant disruption of daily life (Criterion A), although sometimes only 

one severe symptom, most commonly pain, is present. Symptoms may be specific (e.g., localized 

pain) or relatively nonspecific (e.g., fatigue). The symptoms sometimes represent normal bodily 

sensations or discomfort that does not generally signify serious disease. Somatic symptoms without 

an evident medical explanation are not sufficient to make this diagnosis. The individual's suffering 

is authentic, whether or not it is medically explained.  
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The symptoms mayor may not be associated with another medical condition. The diagnoses of 

somatic symptom disorder and a concurrent medical illness are not mutually exclusive, and these 

frequently occur together. For example, an individual may become seriously disabled by symptoms 

of somatic symptom disorder after an uncomplicated myocardial infarction even if the myocardial 

infarction itself did not result in any disability. If another medical condition or high risk for 

developing one is present (e.g., strong family history), the thoughts, feelings, and behaviors 

associated with this condition are excessive (Criterion B).  

Individuals with somatic symptom disorder tend to have very high levels of worry about illness 

(Criterion B). They appraise their bodily symptoms as unduly threatening, harmful, or troublesome 

and often think the worst about their health. Even when there is evidence to the contrary, some 

patients still fear the medical seriousness of their symptoms. In severe somatic symptom disorder, 

health concerns may assume a central role in the individual's life, becoming a feature of his or her 

identity and dominating interpersonal relationships. 

Individuals typically experience distress that is principally focused on somatic symp¬toms and their 

significance. When asked directly about their distress, some individuals describe it in relation to 

other aspects of their lives, while others deny any source of distress other than the somatic 

symptoms. Health-related quality of life is often impaired, both physically and mentally. In severe 

somatic symptom disorder, the impairment is marked, and when persistent, the disorder can lead to 

invalidism.  

There is often a high level of medical care utilization, which rarely alleviates the individual's 

concerns. Consequently, the patient may seek care from multiple doctors for the same symptoms. 

These individuals often seem unresponsive to medical interventions, and new interventions may 

only exacerbate the presenting symptoms. Some individuals with the disorder seem unusually 

sensitive to medication side effects. Some feel that their medical assessment and treatment have 

been inadequate.  

Associated Features Supporting Diagnosis  

Cognitive features include attention focused on somatic symptoms, attribution of normal bodily 

sensations to physical illness (possibly with catastrophic interpretations), worry about illness, and 

fear that any physical activity may damage the body. The relevant associated behavioral features 

may include repeated bodily checking for abnormalities, repeated seeking of medical help and 

reassurance, and avoidance of physical activity. These behavioral features are most pronounced in 

severe, persistent somatic symptom disorder. These features are usually associated with frequent 

requests for medical help for different somatic symptoms. This may lead to medical consultations in 

which individuals are so focused on their concerns about somatic symptom(s) that they cannot be 

redirected to other matters. Any reassurance by the doctor that the symptoms are not indicative of 
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serious physical illness tends to be short-lived and/ or is experienced by the individuals as the 

doctor not taking their symptoms with due seriousness. As the focus on somatic symptoms is a 

primary feature of the disorder, individuals with somatic symptom disorder typically present to 

general medical health services rather than mental health services. The suggestion of referral to a 

mental health specialist may be met with surprise or even frank refusal by individuals with somatic 

symptom disorder.  

Since somatic symptom disorder is associated with depressive disorders, there is an increased 

suicide risk. It is not known whether somatic symptom disorder is associated with suicide risk 

independent of its association with depressive disorders.  

Development and Course  

In older individuals, somatic symptoms and concurrent medical illnesses are common, and a focus 

on Criterion B is crucial for making the diagnosis. Somatic symptom disorder may be 

underdiagnosed in older adults either because certain somatic symptoms (e.g., pain, fatigue) are 

considered part of normal aging or because illness worry is considered "understandable" in older 

adults who have more general medical illnesses and medications than do younger people. 

Concurrent depressive disorder is common in older people who present with numerous somatic 

symptoms.  

In children, the most common symptoms are recurrent abdominal pain, headache, fatigue, and 

nausea. A single prominent symptom is more common in children than in adults. While young 

children may have somatic complaints, they rarely worry about "illness" per se prior to adolescence. 

The parents' response to the symptom is important, as this may determine the level of associated 

distress. It is the parent who may determine the interpretation of sYmptoms and the associated time 

off school and medical help seeking.  

 

Risk and Prognostic Factors  

Temperamental. The personality trait of negative affectivity (neuroticism) has been identified 

as an independent correlate/ risk factor of a high number of somatic symptoms. Comorbid anxiety 

or depression is common and may exacerbate symptoms and impairment.  

Environmental. Somatic symptom disorder is more frequent in individuals with few years of 

education and low socioeconomic status, and in those who have recently experienced stressful life 

events.  

Course modifiers. Persistent somatic symptoms are associated with demographic features (female 

sex, older age, fewer years of education, lower socioeconomic status, unemployment), a reported 

history of sexual abuse or other childhood adversity, concurrent chronic physical illness or 

psychiatric disorder (depression, anxiety, persistent depressive disorder [dysthymia], panic), social 
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stress, and reinforcing social factors such as illness benefits. Cognitive factors that affect clinical 

course include sensitization to pain, heightened attention to bodily sensations, and attribution of 

bodily symptoms to a possible medical illness rather than recognizing them as a normal 

phenomenon or psychological stress.  

Functional Consequences of Somatic Symptom Disorder is associated with marked impairment of 

health status. Many individuals with severe somatic symptom disorder are likely to have impaired 

health status scores more than 2 standard deviations below population-norms. 

Differential Diagnosis  

If the somatic symptoms are consistent with another mental disorder (e.g., panic disorder), and the 

diagnostic criteria for that disorder are fulfilled, then that mental disorder should be considered as 

an alternative or additional diagnosis. A separate diagnosis of somatic symptom disorder is not 

made if the somatic symptoms and related thoughts, feelings, Or behaviors occur only during major 

depressive episodes. If, as commonly occurs, the criteria for both somatic symptom disorder and 

another mental disorder diagnosis are fulfilled, then both should be coded, as both may require 

treatment.  

Other medical conditions. The presence of somatic symptoms of unclear etiology is not in 

itself sufficient to make the diagnosis of somatic symptom disorder. The symptoms of many 

individuals with disorders like irritable bowel syndrome or fibromyalgia would not satisfy the 

criterion necessary to diagnose somatic symptom disorder (Criterion B). Conversely, the presence 

of somatic symptoms of an established medical disorder (e.g., diabetes or heart disease) does not 

exclude the diagnosis of somatic symptom disorder if the criteria are otherwise met.  

Panic disorder. In panic disorder, somatic symptoms and anxiety about health tend to occur in 

acute episodes, whereas in somatic symptom disorder, anxiety and somatic symp¬toms are more 

persistent.  

Generalized anxiety disorder. Individuals with generalized anxiety disorder worry about 

multiple events, situations, or activities, only one of which may involve their health. The main 

focus is not usually somatic symptoms or fear of illness as it is in somatic symptom disorder.  

Depressive disorders. Depressive disorders are commonly accompanied by somatic symptoms. 

However, depressive disorders are differentiated from somatic symptom disorder by the core 

depressive symptoms of low (dysphoric) mood and anhedonia.  

Illness anxiety disorder. If the individual has extensive worries about health but no or minimal 

somatic symptoms, it may be more appropriate to consider illness anxiety disorder.  

Conversion disorder (functional neurological symptom disorder). In conversion 

disorder, the presenting symptom is loss of function (e.g., of a limb), whereas in somatic symptom 
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disorder, the focus is on the distress that particular symptoms cause. The features listed under 

Criterion B of somatic symptom disorder may be helpful in differentiating the two disorders.  

Delusional disorder. In somatic symptom disorder, the individual's beliefs that somatic 

symptoms might reflect serious underlying physical illness are not held with delusional intensity. 

Nonetheless, the individual's beliefs concerning the somatic symptoms can be firmly held. In 

contrast, in delusional disorder, somatic subtype, the somatic symptom beliefs and behavior are 

stronger than those found in somatic symptom disorder.  

Body dysmorphic disorder. In body dysmorphic disorder, the individual is excessively 

concerned about, and preoccupied by, a perceived defect in his or her physical features. In contrast, 

in somatic symptom disorder, the concern about somatic symptoms reflects fear of underlying 

illness, not of a defect in appearance.  

Obsessive-compulsive disorder. In somatic symptom disorder, the recurrent ideas about 

somatic symptoms or illness are less intrusive, and individuals with this disorder do not exhibit the 

associated repetitive behaviors aimed at reducing anxiety that occur in obsessive-compulsive 

disorder.  

Comorbidity  

Somatic symptom disorder is associated with high rates of comorbidity with medical disorders as 

well as anxiety and depressive disorders. When a concurrent medical illness is 

Management  

- Psychiatric invistigations:  

 Screening tool to exclude Depression, Anxiety panic attack, from somatic symptoms disorder is 

PHQ-15-SAD. 

 DSM-5., level 1 cross-cutting symptom Measure  

 Level 2- Somatic symptom.- adult. patient. 

- Medical invistigations. 

 Used as indicated, specific studies to rule out somatic symptom disorder due to another 

disorder, should be order it based on clinical suggestion of a specific medical condition. 

 TSH (Thyriod function test). 

 Urin drug screen. 

 CBC. 

 Blood studies: to screen for occult alcoholism. 

 Imaging studies are not routinely used unless there are unexplained physical symptoms and 

signs. 

Avoid invasive diagnostic procedures and aggressive surgical assessment: obtain necessary one. 
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 Managment and Treatment:  

- A strong relationship between the patient and primary care physician can assist in long term 

managment. 

- Physician should accept the patient's physical symptoms and not pursue a goal of symptom 

resolution. 

- Psychoeducation to the patient:  

1) let the patient know that physical symptoms may be exacerbated by Anxiety or other 

emotional problems. 

However, be careful becouse patients are likely to resist suggestions that their condition is due 

to emotional rather than physical problem. 

2) Inform the patient that symptoms don't appear to be due to a life threatening disabling 

medical condition. 

3) Schedule reguler visits for reassessment and reinforcement at the lacking severity of 

ongoing symptoms. 

4) encourage patients to remain active and limit the effect of target symptoms on the 

quality of life and daily functioning  

 Psychotherapy & Pharmacotherapy:  

- Antidepressant TCA, SSRI can be used to reduce pain threshold, Depressive mood  

 Imipramine (Tofranil) TCA 

 Fluxotine (Prozac) SSRI 

- Psychotherapy:  

1) Group psychotherapy. 

2) Biofeed back behavioural therapy. 

3) CBT, conitive Behavioural therapy. 

4) Family Therapy. 

5) Relaxating treaining. 

Somatic symptom disorder can range from mild and transient to sever and chronic. Early treatment 

improves prognosis and limits social and occupational impairment. 

Refferal;  

 Medical especialis to rule out malignencies, or rare neurological or Rheumatological or 

endocrinological disorders, in case of physical or abnormal lab results. 

 Psychiatric (KMHC) combined with other mental disorders, alcoholi, not respond to 

treatment. 
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present, the degree of impairment is more marked than would be expected from the physical illness 

alone. When an individual's symptoms meet diagnostic criteria for somatic symptom disorder, the 

disorder should be diagnosed; however, in view of the frequent comorbidity, especially with 

anxiety and depressive disorders, evidence for these concurrent diagnoses should be sought.  

  

Illness Anxiety Disorder  

Diagnostic   

A. Preoccupation with having or acquiring a serious illness.  

B. Somatic symptoms are not present or, if present, are only mild in intensity. If another 

medical condition is present or there is a high risk for developing a medical condition (e.g., 

strong family history is present), the preoccupation is clearly excessive or dispro-portionate.  

C. There is a high level of anxiety about health, and the individual is easily alarmed about 

personal health status. 

D. The individual performs excessive health-related behaviors (e.g., repeatedly checks his or 

her body for signs of illness) or exhibits maladaptive avoidance (e.g., avoids doctor 

appointments and hospitals).  

E. Illness. preoccupation has been present for at least 6. months, but the specific illness that is 

feared may change over that period of time.  

F. The illness-related preoccupation is not better explained by another mental disorder, such as 

somatic symptom disorder, panic disorder, generalized anxiety disorder, body dysmorphic 

disorder, obsessive-compulsive disorder, or delusional disorder, somatic type.  

Specify whether:  

Care-seeking type: Medical care, including physician visits or undergoing tests and procedures, 

is frequently used.  

Care-avoidant : Medical care is rarely used.  

Diagnostic Features  

Most individuals with hypochondriasis are now classified as having somatic symptom disorder; 

however, in a minority of cases, the diagnosis of illness anxiety disorder applies instead. Illness 

anxiety disorder entails a preoccupation with having or acquiring a serious, undiagnosed medical 

illness (Criterion A). Somatic symptoms are not present or, if present, are only mild in intensity 

(Criterion B). A thorough evaluation fails to identify a serious medical condition that accounts for 

the individual's concerns. While the concern may be derived from a nonpathological physical sign 

or sensation, the individual's distress emanates not primarily from the physical complaint itself but 

rather from his or her anxiety about the meaning, significance, or cause of the complaint (i.e., the 



 
 

118 

suspected medical diagnosis). If a physical sign or symptom is present, it is often a normal 

physiological sensation (e.g., orthostatic dizziness), a benign and self-limited dysfunction (e.g., 

transient tinnitus), or a bodily discomfort not generally considered indicative of disease (e.g., belch-

ing).If a diagnosable medical condition is present, the individual's anxiety and preoccupation are 

clearly excessive and disproportionate to the severity of the condition (Criterion B). Empirical 

evidence and existing literature pertain to previously defined DSM hypochondriasis, and it is 

unclear to what extent and how precisely they apply to the description of this new diagnosis.  

The preoccupation with the idea that one is sick is accompanied by substantial anxiety about health 

and disease (Criterion C). Individuals with illness anxiety disorder are easily alarmed about illness, 

such as by hearing about someone else falling ill or reading a healthrelated news story. Their 

concerns about undiagnosed disease do not respond to appropriate medical reassurance, negative 

diagnostic tests, or benign course. The physician's attempts at reassurance and symptom palliation 

generally do not alleviate the individual's concerns and may heighten them. Illness concerns assume 

a prominent place in the individual's life, affecting daily activities, and may even result in 

invalidism. Illness becomes a central feature of the individual's identity and self-image, a frequent 

topic of social discourse, and a characteristic response to stressful life events. Individuals with the 

disorder often examine themselves repeatedly (e.g., examining one's throat in the mirror) (Criterion 

D). They research their suspected disease excessively (e.g., on the Internet) and repeatedly seek 

reassurance from family, friends, or physicians. This incessant worrying often becomes frustrating 

for others and may result in considerable strain within the family. In some cases, the anxiety leads 

to maladaptive avoidance of situations (e.g., visiting sick family members) or activities (e.g., 

exercise) that these individuals fear might jeopardize their health. 

Associated Features Supporting Diagnosis  

Because they believe they are medically ill, individuals with illness anxiety disorder are 

encountered far more frequently in medical than in mental health settings. The majority of 

individuals with illness anxiety disorder have extensive yet unsatisfactory medical care, though 

some may be too an~ious to seek medical attention. They generally have elevated rates of medical 

utilization but do not utilize mental health services more than the general population. They often 

consult multiple physicians for the same problem and obtain repeatedly negative diagnostic test 

results. At times, medical attention leads to a paradoxical exacerbation of anxiety or to iatrogenic 

complications from diagnostic tests and procedures. Individuals with the disorder are generaliy 

dissatisfied with their medical care and find it unhelpful, often feeling they are not being taken 

seriously by physicians. At times, these concerns may be justified, since physicians sometimes are 

dismissive or respond with frustration or hostility. This response can occasionally result in a failure 

to diagnose a medical condition that is present.  
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Development and Course  

The development and course of illness anxiety disorder are unclear. Illness anxiety disorder is 

generally thought to be a chronic and relapsing condition with an age at onset in early and middle 

adulthood. In population-based samples, health-related anxiety increases with age, but the ages of 

individuals with high health anxiety in medical settings do not appear to differ from those of other 

patients in those settings. In older individuals, health-related anxiety often focuses on memory loss; 

the disorder is thought to be rare in children.  

 

Risk and Prognostic Factors  

Environmental. Illness anxiety disorder may sometimes be precipitated by a major life stress or a 

serious but ultimately benign threat to the individual's health. A history of childhood abuse or of a 

serious childhood illness may predispose to development of the disorder in adulthood.  

course modifiers. Approximately one-third to one-half of individuals with illness anxiety disorder 

have a transient form, which is associated with less psychiatric comorbidity, more medical 

comorbidity, and less severe illness anxiety disorder.  

Functional Consequences of Illness Anxiety Disorder  

Illness anxiety disorder causes substantial role impairment and decrements in physical function and 

health-related quality of life. Health concerns often interfere with interpersonal relationships, 

disrupt family life, and damage occupational performance.  

Differential Diagnosis  

Other medical conditions. The first differential diagnostic consideration is an underlying medical 

condition, including neurological or endocrine conditions, occult malignancies, and other diseases 

that affect multiple body systems. The presence of a medical' condition does not rule out the 

possibility of coexisting illness anxiety disorder. If a medical condition is present, the health-related 

anxiety and disease concerns are clearly dis- proportionate to its seriousness. Transient 

preoccupations related to a medical condition 8-0 not constitute illness anxiety disorder.  

Adjustment disorders. Health-related anxiety is a normal response to serious illness and is not 

a mental disorder. Such nonpathological health anxiety is dearly related to the medical condition 

and is typically time-limited. If the health anxiety is severe enough, an adjustment disorder may be 

diagnosed. However, only when the health anxiety is of suficient duration, severity, and distress can 

illness anxiety disorder be diagnosed. Thus, the diagnosis requires the continuous persistence of 

disproportionate health-relted anxiety for at least 6 months.  
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Somatic symptom disorder. Somatic symptom disorder is diagnosed when significant 

Somatic symptoms are present. In contrast, individuals with illness anxiety disorder have minimal 

somatic symptoms and are primarily concerned with the idea they are ill.  

Anxiety disorders. In generalized anxiety disorder, individuals worry about multiple events, 

situations, or activities, only one of which may involve health. In panic disorder, the individual may 

be concerned that the panic attacks reflect the presence of a medical illness; however, although 

these individuals may have health anxiety, their anxiety is typically very acute and episodic. In 

illness anxiety disorder, the health anxiety and fears are more persistent and enduring. Individuals 

with illness anxiety disorder may experience panic attacks that are triggered by their illness 

concerns.  

Obsessive-compulsive and related disorders. Individuals with illness anxiety disorder 

may have intrusive thoughts about having a disease and also may have associated compulsive 

behaviors (e.g., seeking reassurance). However, in illness anxiety disorder, the preoccupations are 

usually focused on having a disease, whereas in obsessive-compulsive disorder (OCD), the thoughts 

are intrusive and are usually focused on fears of getting a disease in the future. Most individuals 

with OCD have obsessions or compulsions involving other concerns in addition to fears about 

contracting disease. In body dysmorphic disorder, concerns are limited to the individual's physical 

appearance, which is viewed as defective or flawed.  

Major depressive disorder. Some individuals with a major depressive episode ruminate about 

their health and worry excessively about illness. A separate diagnosis of illness anxiety disorder is 

not made if these concerns occur only during major depressive episodes. However, if excessive 

illness worry persists after remission of an episode of major depressive disorder, the diagnosis of 

illness anxiety disorder should be considered.  

Psychotic disorders. Individuals with illness anxiety disorder are not delusional and can 

acknowledge the possibility that the feared disease is not present. Their ideas do not attain the 

rigidity and intensity seen in the somatic delusions occurring in psychotic disorders (e.g., 

schizophrenia; delusional disorder, somatic type; major depressive disorder, with psychotic 

features). True somatic delusions are generally more bizarre (e.g., that an organ is rotting or dead) 

than the concerns seen in illness anxiety disorder. The concerns seen in illness anxiety disorder, 

though not founded in reality, are plausible.  

Comorbidity  

Because illness anxiety disorder is a new disorder, exact comorbidities are unknown. Hy-

pochondriasis co-occurs with anxiety disorders (in particular, generalized anxiety disorder, panic 

disorder, and OCD) and depressive disorders. Approximately two-thirds of individuals with illness 

anxiety disorder are likely to have at least one other comorbid major mental disorder. Individuals 
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with illness anxiety disorder may have an elevated risk for somatic symptom disorder and 

personality disorders.  

 

Management 

 Screening tools: 

1) The health Anxiety Inventory (HAI) reliably distingusish patients with illness 

Anxiety disorders from patients with Generalized Anxiety disorders or healthy 

controls. 

2) PHQ-15 

3) The illness Attitude scale, is used for detction and to assess severity. 

 Treatment:  

o Establish a firm therapetic alliance with patient. 

o Educate the patient regarding the manifestations of illness anxiety disorder. 

o Offer consistent reussurance. 

o Optimize the patient’s ability to cope with symptoms, rather than trying to eliminate 

the symptomes. 

o Avoid performing high risk, low yield invasive procedures. 

o Close collaboration among all treating providers to prevent investigative duplication. 

 

 (3) Conversion Disorder 

(Functional Neurologcal Symptom Disorder)  

Diagnostic Criteria  

A. One or more symptoms of altered voluntary motor or sensory function.  

B. Clinical findings provide evidence of incompatibility between the symptom and recognized 

neurological or medical conditions.  

C. The symptom or deficit is not better explained by another medical or mental disorder.  

D. The symptom or deficit causes clinically significant distress or impairment in social, oc-

cupational, or other important areas of functioning or warrants medical evaluation.  

Specify symptom type:  

With weakness or paralysis  

With abnormal movement (e.g., tremor, dystonic movement, myoclonus, gait disorder)  

With swallowing symptoms  

With speech symptom (e.g., dysphonia, slurred speech)  

With attacks or seizures  
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With anesthesia or sensory loss  

With special sensory symptom (e.g., visual, olfactory, or hearing disturbance)  

With mixed symptoms  

Specify if:  

Acute episode: Symptoms present for less than 6 months.  

Persistent: Symptoms occurring for 6 months or more.  

Specify if:  

With psychological stressor (specify stressor)  

Without psychological stressor  

Diagnostic Features  

Many clinicians use the alternative names of "functional" (referring to abnormal central nervous 

system functioning) or "psychogenic" (referring to an assumed etiology) to describe the symptoms 

of conversion disorder (functional neurological symptom disorder). In conversion disorder, there 

may be one or more symptoms of various types. Motor symptoms include weakness or paralysis; 

abnormal movements, such as tremor or dystonic movements; gait abnormalities; and abnormal 

limb posturing. Sensory symptoms include altered, reduced, or absent skin sensation, vision, or 

hearing. Episodes of abnormal generalized limb shaking with apparent impaired or loss of 

consciousness may resemble epileptic seizures (also called psychogenic or non-epileptic seizures). 

There may be episodes of unresponsiveness resembling syncope or coma. Other symptoms include 

re¬duced or absent speech volume (dysphonia/aphonia), altered articulation (dysarthria), a 

sensation of a lump in the throat (globus), and diplopia.  

Although the diagnosis requires that the symptom is not explained by neurological disease, it 

should not be made simply because results from investigations are normal'or because the symptom 

is "bizarre." There must be clinical findings that show clear evidence of incompatibility with 

neurological disease. Internal inconsistency at examination is one way to demonstrate 

incompatibility (Le., demonstrating that physical signs elicited through one examination method are 

no longer positive when tested a different way). Examples of such examination findings include  

 Hoover's sign, in which weakness of hip extension returns to normal strength with con-

tralateral hip flexion against resistance. 

 Marked weakness of ankle plantar-flexion when tested on the bed in an individual who is 

able to walk on tiptoes; 

 Positive findings on the tremor entrainment test. On this test, a unilateral tremor may be 

identified as functional if the tremor changes when the individual is distracted away from it. 

This may be observed if the individual is asked to copy the examiner in making a 

rhythmical movement with their unaffected hand and this causes the functional tremor to 
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change such that it copies or "entrains" to the rhythm of the unaffected hand or the 

functional tremor is suppressed, or no longer makes a simple rhythmical movement.  

 In attacks resembling epilepsy or syncope ("psychogenic" non-epileptic attacks), the 

occurrence of closed eyes with resistance to opening or a normal simultaneous electro-

encephalogram (although this alone does not exclude all forms of epilepsy or syncope).  

 For visual symptoms, a tubular visual field (i.e., tunnel vision).  

It is important to note that the diagnosis of conversion disorder should be based on the overall 

clinical picture and not on a single clinical finding.  

Associated Features Supporting Diagnosis  

A number of associated features can support the diagnosis of conversion disorder. There may be a 

history of multiple similar somatic symptoms. Onset may be associated with stress or trauma, either 

psychological or physical in nature. The potential etiological rele- 

Management: Refearal to Neurologest then psychiatric. (KMHC) 

(4) Psychological Factors Affecting Other Medical Conditions  

Diagnostic Criteria  

A. A medical symptom or condition (other than a mental disorder) is present.  

B. Psychological or behavioral factors adversely affect the medical condition in one of the 

following ways:  

1. The factors have influenced the course of the medical condition as shown by a close 

temporal association between the psychological factors and the development or 

exacerbation of, or delayed recovery from, the medical condition. 

2. The factors interfere with the treatment of the medical condition (e.g., poor adher-ence).  

3. The factors constitute additional well-established health risks for the individual.  

4. The factors influence the underlying pathophysiology, precipitating or exacerbating 

symptoms or necessitating medical attention.  

C. The psychological and behavioral factors in Criterion B are not better explained by an-other 

mental disorder (e.g., panic disorder, major depressive disorder, posttraumatic stress 

disorder).  

Specify current severity:  

Mild: Increases medical risk (e.g., inconsistent adherence with anti hypertension treat-ment).  

Moderate: Aggravates underlying medical condition (e.g., anxiety aggravating asthma).  

Severe: Results in medical hospitalization or emergency room visit.  

Extreme: Results in severe, life-threatening risk (e.g., ignoring heart attack symptoms).  

Diagnostic Features  
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The essential feature of psychological factors affecting other medical conditions is the presence of 

one or more clinically significant psychological or behavioral factors that adversely affect a medical 

condition by increasing the risk for suffering, death, or disability (Criterion B). These factors can 

adversely affect the medical condition by influencing its course or treatment, by constituting an 

additional well-established health risk factor, or by influencing the underlying pathophysiology to 

precipitate or exacerbate symptoms or to necessitate medical attention.  

Psychological or behavioral factors include psychological distress, patterns of interpersonal 

interaction, coping styles, and maladaptive health behaviors, such as denial of symptoms or poor 

adherence to medical recommendations. Common clinical examples are anxiety-exacerbating 

asthma, denial of need for treatment for acute chest pain, and manipulation of insulin by an 

individual with diabetes wishing to lose weight. Many different psychological factors have been 

demonstrated to adversely influence medical conditions for example, symptoms of depression or 

anxiety, stressful life events, relationship style, personality traits, and coping styles. The adverse 

effects can range from acute, with immediate medical consequences (e.g., Takotsubo 

cardiomyopathy) to chronic, occurring over a long period of time (e.g., chronic occupational stress 

increasing risk for hypertension). Affected medical conditions can be those with clear 

pathophysiology (e.g., diabetes, cancer, coronary disease), functional syndromes (e.g., migraine, 

irritable bowel syndrome, fibromyalgia), or idiopathic medical symptoms (e.g., pain, fatigue, 

dizziness).  

(5) Factitious Disorder: 

Diagnostic Features  

The essential feature of factitious disorder is the falsification of medical or psychological signs and 

symptoms in oneself or others that are associated with the identified deception. Individuals with 

factitious disorder can also seek treabnent for themselves or another following induction of injury 

or disease. The diagnosis requires demonstrating that the individual is taking surreptitious actions to 

misrepresent, simulate, or cause signs or symptoms of illness or injury in the absence of obvious 

external rewards. Methods of illness falsification can include exaggeration, fabrication, simulation, 

and induction. While a preexisting medical condition may be present, the deceptive behavior or 

induction of injury associated with deception causes others to view such individuals (or another) as 

more ill or impaired, and this can lead to excessive clinical intervention. Individuals with factitious 

disorder might, for example, report feelings of depression and suicidality following the death of a 

spouse despite the death not being true or the individual's not having a spouse; deceptively report 

episodes of neurological symptoms (e.g., seizures, dizziness, or blacking out); manipulate a 

laboratory test (e.g., by adding blood to urine) to falsely indicate an abnormality; falsify medical 

records to indicate an illness; ingest a substance (e.g., insulin or warfarin) to induce an abnormal 
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laboratory result or illness; or physically injure themselves or induce illness in themselves or 

another (e.g., by injecting fecal material to produce an abscess or to induce sepsis).  

Associated Features Supporting Diagnosis  

Individuals with factitious disorder imposed on self or factitious disorder imposed on an-other are at 

risk for experiencing great psychological distress or functional impairment by causing harm to 

themselves and others. Family, friends, and health care professionals are also often adversely 

affected by their behavior. Factitious disorders have similarities to substance use disorders, eating 

disorders, impulse-control disorders, pedophilic disorder, and some other established disorders 

related to both the persistence of the behavior and the intentional efforts to conceal the disordered 

behavior through deception.  

(6) Other Specified Somatic Symptom and Related Disorder  

This category applies to presentations in which symptoms characteristic of a somatic symptom and 

related disorder that cause clinically significant distress or impairment in social, occupational, or 

other important areas of functioning predominate but do not meet the full criteria for any of the 

disorders in the somatic symptom and related disorders diagnostic class.  

Examples of presentations that can be specified using the "other specified" designation include the 

following:  

1. Brief somatic symptom disorder: Duration of symptoms is less than 6 months.  

2. Brief illness anxiety disorder: Duration of symptoms is less than 6 months.  

3. Illness anxiety disorder without excessive health-related behaviors: Criterion D for illness 

anxiety disorder is not met.  

4. Pseudocyesis: A false belief of being pregnant that is associated with objective signs and 

reported symptoms of pregnancy.  

(7) Unspecified Somatic Symptom and Related Disorder  

This category applies to presentations in which symptoms characteristic of a somatic symptom and 

related disorder that cause clinically significant distress or impairment in social, occupational, or 

other important areas of functioning predominate but do not meet the full criteria for any of the 

disorders in the somatic symptom and related disorders diagnostic class. The unspecified somatic 

symptom and related disorder category should not be used unless there are decidedly unusual 

situations where there is insufficient information to make a more specific diagnosis. 
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 االكتئاب واأللم : مذكرات االلم :

األعراض البدنيه لالكتئاب قد يكون : ألم من أي مكان بالجسم ، صداع ، االم أسفل الظهر ، االم بالعضالت، مشاكل  -

 .ز الهضميالمعده والجها

كتابه مالحظات عن االلم وشدته بشكل يومي قد تساعدك وتساد الدكتور المعالج لك لفهم االعراض جيدا لفصلها عن 

 االلمراض العضوية، ولعالج افضل لاللم وبالنهايه حياة سعيدة:

 الخميس األربعاء الثالثاء االثنين األحد السبت التاريخ

       الوقت

 نوع األلم:
 حرقان

 صمغ
 ينبض
 طعن

      

 شدة االلم :

 يوجد الم-1
أقصى شدة -11

 االلم

1     2 

3     4 

5     6 

7     8 

9     11 

1     2 

3     4 

5     6 

7     8 

9     11 

1     2 

3     4 

5     6 

7     8 

9     11 

1     2 

3     4 

5     6 

7     8 

9     11 

1     2 

3     4 

5     6 

7     8 

9     11 

1     2 

3     4 

5     6 

7     8 

9     11 

 كيف تشعر:
 الحزن
 الخوف
 قلق

 طبيعي
 متوتر

      

 ماذا كنت تعمل
 عندما بدأ االلم؟

 تتسوق
 جالس بالبيت

 نائم

      

أعراض 
 اخرى:

 فقدان شهية
 تغير شهية

 تعب
 ارهاق
 قلة نوم
 عصبية
 عرق
 دوخة

 ارتفاع نبضات
 القلب

 اخرى...
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Chapter 6 

SUICIDE Risk Assessment  

Risk Assessment Guide  

Suicide means killing oneself. The act constitutes a person willingly, perhaps  

ambivalently, taking his or her own life. Several forms of suicidal behaviour fall within the self-

destructive spectrum.  

Completed suicide means the person has died. It is important not to use the term successful suicide.  

Suicide attempt involves a serious act, such as taking a fatal amount of medication without the 

discovery, the individual would be dead.  

A suicide gesture denotes a person under taking an unusual, but not fatal, behaviour as a cry for 

help or to get attention.  

A suicide gamble is one in which patients gamble their lives that they will be found in time and that 

the discoverer will save them.  

A suicide equivalent involves a situation in which the person tests if (Do they care?  

Are they sorry for the way that they have been treating him?)  

SUICIDE PREDICTION vs. SUICIDE ASSESSMENT  

• Suicide Prediction refers to the foretelling of whether suicide will or will not occur  

at some future time, based on the presence or absence of a specific number of defined  

factors, within definable limits of statistical probability  

• Suicide (risk) Assessment refers to the establishment of a clinical judgment of risk  

in the very near future, based on the weighing of a very large mass of available  

clinical detail. Risk assessment carried out in a systematic, disciplined way is more  

than a guess or intuition - it is a reasoned, inductive process, and a necessary exercise in estimating 

probability over short periods. 

The suicide risk assessment assists clinicians in primary care to make an assessment  

and care decisions regarding patients who present with suicidal ideation or provide reason to 

believe that there is cause of concern. This general information regarding the nature and prevalence 

of suicidal behaviours and factors associated with increased risk for suicide and suicide attempts. 

Suicidal thoughts and behaviours (including suicide attempts and death by suicide) are commonly 

found at increased rates among 1.individuals with psychiatric disorders, especially major depressive 

disorder, bipolar disorders, schizophrenia, PTSD, anxiety, chemical dependency, and personality 

disorders (e.g., antisocial and borderline). A history of a suicide attempt is the strongest predictor of 
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future suicide attempts, as well as death by suicide.2. Intentional self-harm (i.e., intentional self-

injury without the expressed intent to die) is also associated with long-term risk for repeated 

attempts as well as death by suicide. 3.Psychiatric co-morbidity (greater than one psychiatric 

disorder present at the same time) increases risk for suicide, especially when substance abuse or 

depressive symptoms coexist with another psychiatric disorder or condition. A number of 

4.psychosocial factors are also associated with risk for suicide and suicide attempts. 

These include recent life events such as losses (esp. employment, careers, finances, housing, 

marital relationships, physical health, and a sense of a future), and chronic or long-term 

problems such as relationship difficulties, unemployment, and problems with the legal 

authorities (legal charges). 5.Psychological states of acute or extreme distress (especially 

humiliation, despair, guilt and shame) are often present in association with suicidal ideation, 

planning and attempts. While not uniformly predictive of suicidal ideation and behaviour, 

they are warning signs of psychological vulnerability and indicate a need for mental health 

evaluation to minimize immediate discomfort and to evaluate suicide risk. 6.Certain 

physical disorders are associated with an increased risk for suicide including diseases of the 

central nervous system (epilepsy, tumours, Huntington 's chorea, Alzheimer's Disease, 

Multiple Sclerosis, spinal cord injuries, and traumatic brain injury), cancers (esp. head and 

neck), autoimmune diseases, renal disease, and HIV/AIDS. Chronic pain syndromes can 

contribute substantially to increased suicide risk in affected individuals.  

Often there is a transition that takes place along the continuum from ideation to plan to 

attempts. 34 % of individuals who think about suicide report transitioning from seriously 

thinking about suicide to making a plan, 72% of planners move from a plan to an attempt. 

Among those who make attempts, 60% of planned attempts occur within the first year of 

ideation onset and 90% of unplanned attempts (which probably represent impulsive self-

injurious behaviours) occur within this time period (Kessler, et al., 1999). These findings 

illustrate the importance of eliciting and exploring suicidal ideation and give credence to its 

role in initiating and fueling the suicidal process. 

 

 WARNING SIGNS  

What are warning signs and why are they important? 

There are a number of known suicide risk factors. Nevertheless, these risk factors are not 

necessarily closely related in time to the onset of suicidal behaviours - nor does any risk 

factor alone increase or decrease risk. Population-based research suggests that the risk for 

suicide increases with an increase in the number of risk factors present, such that when more 

risk factors are present at any one time the more likely that they indicate an increased risk 
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for suicidal behaviours at that time. Thes signs should warn the clinician of ACUTE risk for 

the expression of suicidal behaviours, especially in those individuals with other risk factors.  

Three of these warning signs (bolded on the VA SUICIDE RISK ASSESSMENT Pocket 

Card) carry the highest likelihood of short-term onset of suicidal behaviours and require 

immediate attention, evaluation, referral, or consideration of hospitalization.  

The first three warnings signs are:  

1. Threatening to hurt or kill self  

2.  Looking for ways to kill self; seeking access to pills, weapons or other means  

3. Talking or writing about death, dying or suicide  

The remaining list of warning signs should alert the clinician that a mental health evaluation 

needs to be conducted in the VERY near future and that precautions need to be put into 

place IMMEDIATELY to ensure the safety, stability and security of the individual.  

4. Hopelessness  

5. Rage, anger, seeking revenge  

6. Acting reckless or engaging in risky activities, seemingly without thinking  

7. Feeling trapped - like there's no way out  

8. Increasing alcohol or drug abuse  

9. Withdrawing from friends, family or society  

10. Anxiety, agitation, unable to sleep or sleeping all the time  

11. Dramatic changes in mood  

12. No reason for living, no sense of purpose in life  

 

Other behaviours that may be associated with increased short-term risk for suicide are when 

the patient makes arrangements to divest responsibility for dependent others (children, pets, 

elders), or making other preparations such as updating wills, making financial arrangements 

for paying bills, saying goodbye to loved ones, etc.  

SPECIFIC FACTORS THAT MAY INCREASE OR DECREASE RISK 

FOR SUICIDE  

Risk and protective factors:  

Factors that may increase risk or factors that may decrease risk are those that have been 

found to be statistically related to the presence or absence of suicidal behaviours. They do 

not necessarily impart a causal relationship. Rather they serve as guidelines for the clinician 

to weigh the relative risk of an individual engaging in suicidal behaviours within the context 

of the current clinical presentation and psychosocial setting. Individuals differ in the degree 

to which risk and protective factors affect their propensity for engaging in suicidal 
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behaviours. Within an individual, the contribution of each risk and protective factor to their 

suicidality will vary over the course of their lives.  

No one risk factor, or set of risk factors, necessarily conveys increased suicidal risk. Nor 

does one protective factor, or set of protective factors, insure protection against engagement 

in suicidal behaviours. Furthermore, because of their different statistical correlations with 

suicidal behaviours, these factors are not equal and one cannot “balance” one set of factors 

against another in order to derive a sum total score of relative suicidal risk. Some risk 

factors are immutable (e.g., age, gender, race/ethnicity), while others are more situation-

specific (e.g., loss of housing, exacerbation of pain in a chronic condition, and onset or 

exacerbation of psychiatric symptoms).  

Ideally, with the elucidation and knowledge of an individual's risk and protective factors as 

a backdrop, the sensitive clinician will inquire about the individual's reasons for living and 

reasons for dying to better evaluate current risk for suicide. Factors that may increase a 

person's risk for suicide include: 

• Current ideation, intent, plan, access to means  

• Previous suicide attempt or attempts  

• Alcohol / Substance abuse  

• Current or previous history of psychiatric diagnosis  

• Impulsivity and poor self-control  

• Hopelessness - presence, duration, severity • Recent losses - physical, financial, personal  

• Recent discharge from an inpatient psychiatric unit  

• Family history of suicide  

• History of abuse (physical, sexual or emotional)  

• Co-morbid health problems, especially a newly diagnosed problem or worsening 

symptoms  

• Age, gender, race (elderly or young adult, unmarried, white, male, living alone)  

• Same- sex sexual orientation 

Factors that may decrease the risk for suicide are also called protective factors. These 

include:  

• Positive social support  

• Spirituality  

• Sense of responsibility to family 

 • Children in the home, pregnancy  

• Life satisfaction  

• Reality testing ability 
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 • Positive coping skills  

• Positive problem-solving skills 

 • Positive therapeutic relationship 

Ask the questions  

Asking questions about suicidal ideation, intent, plan, and attempts is not easy. Sometimes 

the patient will provide the opening to ask about suicide, but usually the topic does not 

readily flow from the presenting complaint and gathering of history related to the present 

illness. This can be particularly true in medical as opposed to  behavioural health type 

settings. Nevertheless it is important to ask a screening set of questions whenever the 

clinical situation or presentation warrants it. The key is to set the stage for the questions and 

to signal to the patient that they are naturally part of the overall assessment of the current 

problem. A great deal depends upon the clinician's familiarity with the key screening 

questions and the ease and comfortableness he/she has with the topic and the asking of the 

questions. A good place in the clinical interact ion for beginning this discussion is 

immediately  

following the report and/or the elicitation of the patient/veteran's pain (physical or psychic) 

and distress. Introductory statements that lead into the questions pave the way to ensuring an 

informative and smooth dialogue and reassure the patient that you are prepared for and 

interested in the answers.  

For example:  

I appreciate how difficult this problem must be for you at this time. Some of my patients 

with similar problems/symptoms have told me that they have thought about ending their life. 

I wonder if you have had similar thoughts. The questions on the pocket card are examples of 

the items that should be asked. They form a cascading questioning strategy where the 

answer would naturally lead to another question which will elicit additional important 

information. 

Are you feeling hopeless about the present or future?  

If yes ask...  

Have you had thoughts about taking your life?  

If yes ask...  

When did you have these thoughts and do you have a plan to take your life?  

Have you ever had a suicide attempt?  

It is worth keeping in mind that suicidality can be understood as an attempt by the individual 

to solve a problem, one that they find overwhelming. It can be much easier for the provider 

to be non-judgmental when s/he keeps this perspective in mind. The provider then works 
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with the suicidal individual to develop alternative solutions to the problems leading to 

suicidal feelings, intent and/or behaviours. The execution of this strategy can of course be 

more difficult than its conceptualization.  

 

Why is it important to ask about a history of attempts?  

Most people who attempt suicide do not attempt again. However, about 16% repeat within 

one year and 21% repeat within 1-4 years. (Owens et al., 2002: Beautrais, 2003). The 

majority of repeat attempters will use more lethal means on subsequent attempts - increasing 

the likelihood of increased morbidity or mortality.  

Approximately 2% of attempters die by suicide within 1 year of their attempt. The history of 

a prior suicide attempt is the best known predictor for future suicidal behaviours, including 

death by suicide. Approximately 8-10% of attempters will eventually die by suicide.  

Why is it important to ask about feeling hopeless?  

Hopelessness - about the present and the future - has been found to be a very strong 

predictor of suicidal ideation and self-destructive behaviours. Associated with hopelessness 

are feelings of helplessness, worthlessness, and despair. Although often found in depressed 

patients, these affective states can be present in many disorders - both psychiatric and 

physical. If present it is important to explore these feelings with the individual to better 

assess for the development or expression of suicidal behaviours.  

Why is it important to ask about ideation?  

In most cases, suicidal ideation is believed to precede the onset of suicidal planning and 

action.  

Suicidal ideation can be associated with a desire or wish to die (intent) and a reason or 

rationale for wanting to die (motivation). Hence, it is essential to explore the presence or 

absence of ideation - currently, in the recent past, and concurrent with any change in 

physical health or other major psychosocial life stress.  

Many individuals will initially deny the presence of suicidal ideation for a variety of reasons 

including:  

1. the stigma that is associated with acknowledging symptoms of a mental disorder; 2. fear 

of being ridiculed, maligned and/or being judged negatively by the clinician; 3. loss of 

autonomy and control over the situation; and 4. fear that the clinician might overreact and 

hospitalize the individual involuntarily.  

Even if denied, certain observable cues (affective and behavioural) should prompt the 

clinician to remain alert to the possible presence of suicidal ideation. Some signs and 

symptoms include:  



 
 

134 

profound social withdrawal, irrational thinking, paranoia, global insomnia, depressed affect, 

agitation, anxiety, irritability, despair, shame, humiliation, disgrace, anger and rage. The 

clinician may point out the apparent disparity between the current 

observable clinical condition (what is seen and felt in the examining room) and a denial of 

suicidal thinking on the part of the patient. Identifying and labelling the clinical concern 

may pave the way for an open and frank discussion of what the patient is thinking and 

feeling - and help shape a treatment response.  

Asking about suicidal ideation and intent does not increase the likelihood of someone 

thinking about suicide for the first time or engaging in such behaviours. In fact, most 

patients report a sense of relief and support when a caring, concerned clinician non- 

judgmentally expresses interest in exploring and understanding the patient's current 

psychological pain and distress that leads them to consider suicide or other self- injurious 

behaviours.  

All suicidal ideations and suicidal threats need to be taken seriously.  

Why is it important to ask about timing of ideation and presence of a 

plan?  

Although a minority of individuals are chronically suicidal, most people become suicidal in 

response to negative life events or psychosocial stressors that overwhelm their capacity to 

cope and maintain control, especially in the presence of a psychiatric  

disorder. Hence it is important to understand what elicits suicidal thoughts and the context 

of these thoughts. Knowing how much time has been spent thinking about suicide alerts the 

clinician to its role and influence in the daily life of the patient. Knowing what makes things 

better and what makes things worse regarding the onset, intensity, duration and frequency of 

suicidal thoughts and feelings assists the clinician in developing a treatment plan. Also 

knowing what situations in the future might engender the return of suicidal thoughts helps 

the clinician and patient agree upon a safety plan and techniques to avoid or manage such 

situations.  

The presence of a suicide plan indicates that the individual has some intent to die and has 

begun preparing to die. It is important to know the possibilities and potential for 

implementation of the plan, the likelihood of being rescued if the plan is undertaken, and the 

relative lethality of the plan.  

Although some research suggests a relationship between the degree of suicidal intent and 

the lethality of the means, the clinician should not dismiss the presence of suicidal planning 

even if the method chosen does not appear to be necessarily lethal (Brown, et al., 2004). It is 

also important to know whether the individual has begun to enact the plan, by engaging in 
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such behaviours as rehearsals, hoarding of medications, gaining access to firearms or other 

lethal means, writing a suicide note, etc.  

RESPONDING TO SUICIDE RISK  

What is a crisis?  

A crisis is when the patient's usual and customary coping skills are no longer adequate to 

address a perceived stressful situation. Often such situations are novel and unexpected. A 

crisis occurs when unusual stress, brought on by unexpected and disruptive events, render 

an individual physically and emotionally disabled - because their usual coping mechanisms 

and past behavioural repertoire prove ineffective. A crisis overrides an individual's normal 

psychological and biological coping mechanisms - moving the individual towards 

maladaptive behaviours. A crisis limits  

one's ability to utilize more cognitively sophisticated problem-solving skills and conflict 

resolution skills. Crises are, by definition, time-limited. However, every crisis is a high risk 

situation.  

Crisis intervention and management:  

The goals of crisis intervention are to lessen the intensity, duration, and presence of a crisis 

that is perceived as overwhelming and that can lead to self-injurious behaviours. This is 

accomplished by shifting the focus from an emergency that is life-threatening to a plan of 

action that is understandable and perceived as doable. The goal is to protect the individual 

from self-harm. In the process, it is critical to identify and discuss the underlying disorder, 

dysfunction, and/or event that precipitated the crisis. Involving family, partners, friends, and 

social support networks is advisable.  

The objectives are to assist the patient in regaining mastery, control, and predictability. This 

is accomplished by reinforcing healthy coping skills and substituting more effective skills 

and responses for less effective skills and dysfunctional responses. The goal of crisis 

management is to re-establish equilibrium and restore the individual to a state of feeling in 

control in a safe, secure,8 and stable environment. Under certain circumstances this might 

require hospitalization. The techniques include removing or securing any lethal methods of 

self-harm, decreasing isolation, decreasing anxiety and agitation, and engaging the 

individual in a safety plan (crisis management or contingency planning). It also involves a 

simple set of reminders for the patient to utilize the crisis safety plan and skills agreed upon 

by both the provider and the patient.  
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Referrals for mental health assessment and follow-up:  

Any reference to suicidal ideation, intent, or plans mandates a mental health assessment. If 

the patient is deemed not to be at immediate risk for engaging in self- destructive 

behaviours, then the clinician needs to collaboratively develop a follow-up and follow-

through plan of action. This activity best involves the patient along with significant others 

such as family members, friends, spouse, partner, close friends, etc.).  

Here are some ways to be helpful to someone who is threatening suicide or engaging in 

suicidal behaviours:  

• Be aware - learn the risk factors and warning signs for suicide and where to get help 

 • Be direct - talk openly and matter-of-factly about suicide, what you have observed, and 

what your concerns are regarding his/her well-being  

• Be willing to listen - allow expression of feelings, accept the feelings, and be patient  

• Be non-judgmental - don't debate whether suicide is right or wrong or whether the person's 

feelings are good or bad; don't give a lecture on the value of life  

• Be available - show interest, understanding, and support  

• Don't dare him/her to engage in suicidal behaviours  

• Don't act shocked  

• Don't ask ―why‖  

• Don't be sworn to secrecy  

 

Offer hope that alternatives are available - but don't offer reassurances that any one 

alternative will turn things around in the near future.  

• Take action - remove lethal means of self-harm such as pills, ropes, firearms, and alcohol 

or other drugs  

• Get help from others with more experience and expertise  

• Be actively involved in encouraging the person to see a mental health professional as soon 

as possible and ensure that an appointment is made.  

Individuals contemplating suicide often don't believe that they can be helped, so you may 

have to be active and persistent in helping them to get the help they need. And, after helping 

a friend, family member, or patient during a mental health crisis, be aware of how you may 

have been affected emotionally and seek the necessary support for yourself. 
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Immediate psychopharmacological interventions  

The most common psychiatric symptoms associated with acute risk for suicidal behaviours 

include:  

agitation, anxiety, insomnia, acute substance abuse, affective dysregulation, profound 

depression, and psychosis. The only two evidence-based medications that have been shown 

to lower suicidal behaviours are lithium (usually prescribed for bipolar disorder and 

recurrent unipolar depression) and clozapine (usually prescribed for schizophrenic 

disorders). However these medications do not reach therapeutic levels immediately. In 

addition, sedatives/hypnotics are recommended for symptoms of insomnia, and anxiolytics 

for the treatment of anxiety and agitation.  

It is indicated to prescribe anxiolytics, sedative/hypnotics, and short-acting antipsychotic 

medications up to or at the maximum indicated dosages to directly address agitation, 

irritability, psychic anxiety, insomnia, and acute psychosis, until such time as a behavioural 

health assessment can be made. The amount and type of medications to address these 

clinical presentations needs to be carefully chosen and titrated when the individual is 

deemed to be under the influence of alcohol, illicit substances, or other medication in 

prescribed or overdose amounts.  

Although depressive symptoms are often associated with risk for suicide, no antidepressant 

medication has yet to be shown to lower suicide risk in depressed patients. However, 

because of the relationship between low CSF serotonin levels and the emergence of 

aggression and impulsivity, the selective serotonin reuptake inhibitors (SSRIs) have been 

recommended for the treatment of depressive disorders when suicidal risk is present. 

However, treatment with SSRIs must be carefully monitored and managed during the initial 

treatment phase because of the potential for the possible emergence of suicidal ideation and 

behaviours during this time. The FDA has recently created a black box warning when 

prescribing SSRIs for persons under the age of 25.  

Myth about Suicide  

There are many myths about suicide and suicidal behaviour that have been passed down 

through generations of healthcare providers that some providers still believe today and may 

have actually been taught. Examples of these myths are: 

 • Myth: Asking about suicide would plant the idea in my patient's head.  

• Reality: Asking how your patient feels doesn't create suicidal thoughts any more than 

asking how your patient's chest feels would cause angina  

• Myth: There are talkers and there are doers.  
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• Reality: Most people who die by suicide have communicated some intent. Someone who 

talks about suicide gives the physician an opportunity to intervene before suicidal 

behaviours occur.  

• Myth: If somebody really wants to die by suicide, there is nothing you can do about it.  

• Reality: Most suicidal ideas are associated with the presence of underlying treatable 

disorders. Providing a safe environment for treatment of the underlying cause can save lives. 

The acute risk for suicide is often time-limited. If you can help the person survive the 

immediate crisis and the strong intent to die by suicide, then you will have gone a long way 

towards promoting a positive outcome.  

• Myth: He/she really wouldn't kill themselves since ______.  

• He just made plans for a vacation  

• She has young children at home 

• He signed a No Harm Contract  

• He knows how dearly his family loves him  

• Reality: The intent to die can override any rational thinking.  

In the presence of suicidal ideation or intent, the physician should not be dissuaded from 

thinking that the patient is capable of acting on these thoughts and feelings. No Harm or No 

Suicide contracts have been shown to be essentially worthless from a clinical and 

management perspective.  

The anecdotal reports of their usefulness can all be explained by the strength of the alliance 

with the care provider that results from such a collaborative exchange, not from the specifics 

of the contract itself.  

• Myth: Multiple and apparently manipulative self-injurious behaviours mean that the 

patient is just trying to get attention and is not really suicidal.  

• Reality: Suicide ―gestures‖ require thoughtful assessment and treatment. Multiple prior  

suicide attempts increase the likelihood of eventually dying by suicide. The task is to 

empathically and non-judgmentally engage the patient in understanding the behaviour and 

finding safer and healthier ways of asking for help. 
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SUICIDE: A MULTI - FACTORIAL EVENT 

 

Substrance Use / 

Abuse 

Hopelessness 

Family History 

Life Stressor 

Personality 
Disorder / Trait 

Access to Weapons 

Suicidal 
Behaviour 

Sever Medical 

Illness 

Psychodynamic/ 

Psyvhological Vulnerability 

Impulsiveness 

Psychiatric illness 
Co-morbidity 

Neurobiology 

Suicide 



 
 

140 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

DETERMINATION OF RISK 

 
Psychiatric examination 

Specific Suicide 

Inquiry 

Risk Level :    

Low , Med , High 

Protective 

Factors 

 

Modifiable 

Risk Factors 

Risk Factors 



 
 

141 

Suicide Risk Assessment 
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 Risk factors for 

suicide 

 Social support 

 Mental status 

Mentally ill patients 

E.g. Depressed , Acute psychotic 

1. Have you had thought that life is not worth living ? have you 

felt suicidal? 

2. Do you know how you would do it ? 

Yes NO 

No suicidal risk 

1. What do you se yourself doing 5 years from now ? 

2. What things are you still looking forward to do or see ? 

 When an attempt would be made ? 

 Where an attempt would be made ? 

 How an attempt would be made ? 

 How you managed to stop yourself ? 

Mild Suicidal risk 

High Suicidal risk 

Risk Rescue ratio* 

1. Feasibility of attempts 

2. Lethality of attempts 

 

Primary Mental Health 

Clinic 

NO Yes 

Emerency 

KMHC 
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Chapter 7 

Approach to Psychotic patients in primary care settings 
Definition 

Characterized by distortions of thinking and perception, as well as inappropriate or 

narrowed range of emotions. 

On another word, Psychosis is when the individual finds it hard to tell what is real 

from what is not real; Everyone‘s experience of psychosis is different. 

Clinical features 
1. Irrelevant speech.  

2. Hallucinations: hearing voices or seeing things that are not there. 

3. Delusions: Fixed, false beliefs, excessive suspicions. 

4. Disorganized behavior: Agitation, excitement, inactive or over active. 

5. Disturbance of emotions: e.g. marked apathy or disconnected between reported 

emotion and observed affect (such as facial expression and body language). 

Families and other agencies (e.g. school, work...) might ask for help with behavior changes that 

cannot be explained including strange frightening, one with drawal, self-neglect & threats… 

1. Acute psychosis 

It‘s a first episode, with multiple psychotic symptoms that last only one month. It includes first 

episode psychosis, acute schozoprenia like psychosis, acute manic episode from bipolar disorders. 

2. Chronic psychosis 

When symptoms persist for more than 3 months. 

3. Sometimes patients may present as a relapse or worsening psychotic symptoms. 

Young adults may experience their first episode of psychosis, my present with changes in 

functioning, behaviour or personality (e.g. multiple physical complaints, with drawl or deterioration 

in social, academic or occupational performance) but without florid psychotic symptoms. 

Differential diagnosis 

1. Relapse or worsening psychotic symptoms of chronic psychosis (schizophrenia shcizoaffective) 

2. Acute manic episode, bipolar disorder. 

3. Physical disorders that cause psychotic symptoms: 

3A. Drug induced psychosis 

3B. Alcoholic hallucination 

3C. Infections or febrile-illness. 

3D. Epilepsy (other intracranial pathology). 

3E. Delirium. 

4. Post-partum psychosis (child bearing women) 

 

Management: 

The initial step in evaluating a patient who is exhibiting psychotic symptoms is to exclude an 

etiologic role for general medical conditions or substance use.  This process assumes particular 

importance in patients with new-onset psychosis.  A thorough clinical evaluation – including 

personal medical history, substance use history (including prescribed and over-the-counter 

medications), history of head trauma, family medical history, and medical review of systems – is 

mandatory.  A systematic physical and neurological examination should be performed.  During the 

mental status examination, impairments in orientation, fluctuations in awareness and consciousness, 

impaired recent memory, and the presence of nonauditory hallucinations point to a medical or 

substance-induced origin. 
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Routine laboratory tests may be helpful.  These tests include a complete blood count, chemistry 

profile, thyroid function tests, urinalysis, urine drug screen, and venereal disease research 

laboratory (VDRL) testing.  HIV testing may often be indicated.  The choice of other tests should 

be guided by the patient’s history and physical examination results; for example, computed 

tomography or magnetic resonance imaging scans of the head should be considered for patients 

who have a history of head trauma, for those who show neurological signs, or during the initial 

workup of patients with new-onset psychosis.  If no medical or substance-use etiology is discovered 

and the psychotic symptoms persist, consultation with a psychiatrist may aid in the diagnostic 

process. 

Role of Primary Care Practitioners: 

Primary care practitioners may encounter patients who exhibit acute psychosis.  Psychiatric 

consultation should be obtained to confirm the diagnosis; to evaluate the patient’s potential for 

suicide, homicide, or violent behavior; to determine whether psychiatric hospitalization is indicated; 

and, if necessary, to assist with involuntary commitment.  The psychiatrist can help develop a 

treatment plan and can aid in selecting a medication and dosage.  Later, the psychiatrist can 

recommend specialized psychosocial treatments. 

For the most part, patients will not present to outpatient clinics in a floridly psychotic manner.  

Instead, the primary care practitioner is likely to encounter patients who have chronic psychotic 

disorders, especially schizophrenia.  In addition, families may bring in patients who have milder 

symptoms or who are in the earlier stages of psychotic decompensation.  Patients who have chronic 

schizophrenia and related chronic psychotic disorders may receive most if not all of their care from 

primary care practitioners.  As such, primary care practitioners are well positioned to provide a 

stable social contact for patients who often have few sustained interpersonal relationships and to 

offer supportive psychotherapy emphasizing adaptation to reality. 

Because primary care practitioners may get to know these patients over extended periods and 

become quite familiar with their baseline levels of symptoms and functioning, they will be able to 

detect when a relapse is imminent.  Generally, patients will not volunteer that they are experiencing 

a recurrence of psychosis.  The primary care practitioner must be vigilant and suspect incipient 

relapse when the patient’s hygiene declines or his or her dress becomes slovenly, when the patient’s 

thoughts become harder to follow or become more sparse, or when the patient fails to show up for 

an appointment.  Patients should be questioned often about compliance with antipsychotic 

medication treatment regimens.  Noncompliance is the most common cause of relapse and may 

relate to side effects, denial of illness, preference for psychosis over the rigors or boredom of 

reality, or other factors.  Psychiatrists should be consulted to help manage a relapse or to discuss a 

change in medications. 

Patients who have chronic psychotic conditions should have regularly scheduled appointments and 

screening examinations. 

However, some patients are too impaired to keep appointments or to be compliant with medications 

and will come to the clinic only during emergencies.  The primary care practitioner must recognize 

that patients who have chronic psychotic conditions may describe real physical complaints in a 

bizarre or idiosyncratic fashion (e.g., “snakes biting the inside of my stomach”).  Thus genuine 

medical illness may be confused with delusional thinking. 

The overall mortality rate for patients who have schizophrenia is approximately twice that for the 

general population.  Most of this increased mortality is the result of deaths from respiratory and 

cardiovascular disorders.  The contribution to this mortality rate of a sedentary lifestyle, heavy 

smoking, or obesity resulting from use of psychotropic drugs is not clear.  Furthermore, 

approximately 10% of individuals with schizophrenia commit suicide. 
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Because patients may not be forthcoming, the primary care practitioner can ask indirect questions 

about symptoms.  For instance, a chronically paranoid patients may be asked, “How are your 

neighbors?  Are they still bothering you?”  If patients ask whether the practitioner believes their 

delusions, an appropriate response would be “I’m not sure.  I don’t think I know enough about that 

(the delusional material) yet.”  The practitioner’s manner should be friendly but not effusive.  

Beyond a handshake, the practitioner should not touch guarded patients except during physical 

examinations, and jokes should be avoided because patients may misinterpret them.  Silences on the 

part of the patient should be accepted as part of the patient’s relational style, although new silences 

in a previously garrulous individual may suggest a relapse. 

Advices 

Ensure the safety of the patient and those caring for them, family or friends 

should be available for the patient, in order to ensure patient‘s basic needs (e.g. food, 

drink accommodation) are met. 

Provide education to the person and carers about psychosis and its treatment. 

Review and ensure treatment adherence (for chronic psychosis). 

Patient, who has psychotic episode, had a serious shock, the body and brain need 

rest to be able to cope just as we need rest to get over the flue with psychotic 

illness, and recovery usually takes longer. 

- So it‘s common for individuals who have just experienced a psychotic illness 

to: 

1. Sleep long hours every night or even during day fr 6-12 mon. 

2. Feel the need to be quiet and alone more often than other people. 

3. Be inactive and feel that they cannot or do not want to do much. These are 

natural ways of slowing down to help the body & brain recovery. 

Avoid confrontation or criticism. 

Patient should avoid driving during acute episode, until patient has been stable and 

well for at least 3 years. 

Encourage patient to take antipsychotic medications. 

Facilitate rehabilitation: 

Gently encourage the individual to help with simple chores, chat with family, or ask 

if they would like to go out on some outing they used to like. If the patient says no at 

this stage you should leave him alone saying okay, but you are welcome to come 

when you want. 

Relative may find the patient likes to listen to loud music a lot of time, which is a 

way to drowning out the distressing voices & thoughts. 

It‘s important to tell family or friends of the psychotic patients, that psychosis or this 

unusual behaviour because of the imbalance of brain chemical which makes it hard to 

think clearly. 

Referral: 

1. Emergency of psychiatric Hospital (KMHC) the case of moderate to high suicide risk, violence 

orneglect. 

2. Urgent psychiatric crisis clinic OPD. For all first episode to confirm diagnosis & 

starting treatment. 

3. For emergency at General Medical Hospital for cases with fever, liable B.P., drug 

induced or alcoholic hallucination. 

4. For all relapses or worsening chronic psychosis to urgent Psychiatric O.P.D (crisis 

clinic). 

 

Psychotherapy: with psychosocial intervention. 

- Family psychotherapy 

- Social skills therapy 

- CBT 
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Pharmacological interventions: 

Start anti-psychotic medications immediately after assessment by psychiatric physician. 

Consider IM only if the oral treatment is not feasible. 

Start with one anti-psychotic, with low dos with slow building up dose. 

It may reduce psychotic symptoms over 10-14 days. 

In the first episode continue antipsychotic medication for at least 6 month after 

       symptom resolve. 

Monitor side effect of medication with anti-parkinsonian drugs. 

2Table: Antipsychotic Medication 

 

Medication Haloperidol Chlorpromazine Fluphenazine 
depot/long -acting 

Starting dose 1.5-mg 75mg 12.5 mg 
Typical effective 

dose (mg) 
3-20 mg/day 75-300mg/day* 12.5-100mg ever 2-5 

Weeks 
Route Oral/intramuscular 

(for a 
cute psychosis) 

Oral Deep intramuscular 
injection in gluteal 
region 

    
Significant sideeffects    
Sedation + +++ + 
Urinary hesitancy + ++ + 
Orthostatic 

hypotension 
+ +++ + 

Extrapyramidal 

sideeffects** 
+ +++ + 

Neuroleptic malignant 

syndrome*** 
Rare Rare Rare 

Tardive 

dyskinesia**** 
+ + + 

ECG changes + + + 
Contraindications Impaired 

consciousness, bone 
marrow depression, 
pheochromocytoma, 
porphyria, basal 
ganglia 

Impaired 
consciousness bone 
marrow depression 
pheochromocytoma 
disease 

Children impaired 

consciousness, 

parkinsonism, marked 

cerebral atherosclerosis 

 

This table is for quick reference only and is not intended to be an exhaustic guide to the 

medications, Their dosing and side effects. 

Additional details are given in ―pharmacological treatment f Mental disorders in Primary health 

care‖(WHO,2009) 

*Up to 1g may be necessary in severe cases. 

**Extrapyramidal symptoms include acute dysmic reaction, ties, tremor, and cogwheel and 

muscular rigidity. 

***neuroleptic malignant syndrome is rare but potentially life threatening disorder characterized by 

Muscular rigidity, elevated temperature and high blood pressure. 

**** Tardive dyskinesia is a long-term side effect of anti-psychotic medications characterised by 

Involuntary muscular movements, particularly of the face, hands and trunk. 

*crisis plane 
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Monitoring physical health: 
[1] Annual physical health review: 

a) Lipid profile, especially in patients > 40 yrs. 

b) Glucose level, TSH 

c) Blood pressure. 

d) Weight and BMI. 

e) Smoking and alcohol abuse, drug misused. 

[2] Exclude 

a) Hypothyroidism. 

b) CVA 

c) Dementia. 

Advices: 
[1] For the patients: 

a) Self-monitoring symptoms (triggers & early warning signs). 

b) Keep it up in lifestyle (Sleep, hygiene & work pattern) 

c) Coping strategies 

d) Crisis Plane (Suicidal risks and self-negligence). 

[2] Self rating Scales: Mood disorders, questioners. 

[3] Advices for patients with Bipolar: 

a) Avoid excessive stimulation. 

b) Calming activities & enhance general coping strategies 

c) Delayed important decisions during acute or relapse 

d) A structured routine with lower activity level. 

Promoting healthy lifestyle & relapse prevention. 

Schedule physical monitoring annually & monitoring specific days. 

e) Gaining weight 

Dietary advices.* 

Regular aerobic exercise. 

Burden on family or carrier? 
* N.B: Drugs to promote weight loss are not recommended. 

Tips for Family Members in Preventing and Coping with Crises 

Psychosis is a no-fault brain disorder, which interferes directly with people’s ability to perceive and 

process information. 

Communication: 

1. In psychosis, the person may see things, perceive and interpret information in a way that doesn’t 

make sense to you. Don’t argue. It will only make the person confused and frustrated. Be loving 

and empathetic with their feelings. Don’t agree with delusional beliefs. It’s ok to tell the person you 

don’t perceive things the same way and leave it at that. 

2. Prioritize what matters and use simple, concrete sentences. Focus on what you can agree on. 

Avoid abstractions. 

3. Allow the person longer than normal to respond. Unless the person is experiencing mania, they 

will probably take longer than normal to process information. 

4. Don’t push the person into doing things you would normally expect them to be doinglet most 

things slide until the psychosis begins to clear. For example, work, school, chores and ordinary 

social interactions may all become impossible for a person who is experiencing active psychosis. 

5. Set simple, clear limits. 

o Do not, ever, under any circumstances, accept violence in your household. 

o Make a few simple rules designed to ensure safety and harmony in the household. 

__When the person is calm and doing well, ask for their input about the rules. Be clear what you 

will do if the rules are broken. For example, if a person assaults another person, call the police. 
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Examples of rules include no physical violence (hitting, breaking things, etc.), no weapons in the 

house, etc. Make your rules based on the person’s behavior and your greatest concerns. 

Types of crises: 

There are several types of situations which may create a crisis with psychosis: 

1. Victimization. Other people may victimize a person who is more vulnerable due to psychosis, 

especially if they live alone. 

2. Impulsive behavior. A person who is manic, impulsive or “on a mission” may behave in a way 

which puts them in danger. 

With mania, promiscuity and lack of normal boundaries may become an 

issue. This can become a particular concern because the consequences of 

even a small inappropriate act can create a lasting criminal record. 

3. Dangerous behavior. People experiencing psychosis are generally NO MORE VIOLENT than 

anyone else. In fact, they are more likely to be a victim. However, because psychosis means the 

person is no longer able to judge what is real and what is not, people may not understand their own 

limits, may not be able to distinguish what is safe or not, and may begin to think they are able to do 

things they cannot do. For example, people with psychosis have been known to: 

a. Drive the wrong way down a street or walk in traffic 

b. Consume poisonous fluid thinking it wouldn’t hurt them 

c. Jump off of high locations such as roofs 

d. Take off on their own without identification or proper clothing 

e. Feel the need to protect themselves if they believe someone is trying to harm them or their loved 

ones 

4. Lack of self care. People with psychosis may stop taking care of themselves. For example, they 

may stop eating because they think there’s something wrong with their food or because they are 

afraid to leave their protected space. They may fail to take care of medical conditions. 

5. Suicide. People experiencing psychosis are at a higher risk of suicide. Don’t be afraid to ask the 

person about whether they are thinking of killing themselves. If they say yes, ask them if they have 

a plan for how to do it. If they have any kind of plan, they are at particularly high risk. Don’t take a 

risk. Call for an evaluation immediately. Be sure to report: 

a. Any reference to death or dying, in verbal or written expression, a strong 

focus on an individual who committed suicide, or on musical lyrics 

emphasizing death 

b. Any statements that “life is not worth living” 

c. Impulsive and potentially dangerous behavior 

6. Family trouble with coping. Acute psychosis can be scary, overwhelming and 

traumatizing for everybody in the family. It is essential to seek help from 

professional supports, other family members and friends. Ask the professionals to help educate 

friends and families so they can be supportive. 

What you can do: 

1. Hold onto hope. You will get through this and things will get better. 

2. Take things one step at a time. Keep it simple and break down what needs to be done next. 

3. Work closely with your team. Communicate regularly with the counselor, doctor, and local crisis 

team. If your loved one refuses treatment, seek help for yourself and work with someone 

knowledgeable to problem solve and coach you. 

4. Document, document document. Write down- what you observe, when, where and in what 

context, what behavior you are observing. Make note of what helps and what seems to make things 

worse. Take notes when you talk to the professionals. 

Make sure you’re clear before you hang up about what the plan is and what to donext. 

5. Pay attention and report what you are observing. 

a. It is helpful to pay attention to the content of books, movies and music the 

person may develop a particular interest in. Sometimes this content will help 

you understand how they are currently perceiving reality. 

b. Pay attention to the person’s behavior and the content of what the person is 
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telling you, and share the information with the counselor, doctor and crisis 

workers. In particular, be sure to report: 

i. Any assaultive or otherwise violent behavior 

ii. Any discussion about death, wanting to die or disappear 

iii. Any paranoid beliefs and thoughts about other people 

iv. In particular, if the person is expressing a belief or fear that a particular 

individual is trying to hurt them, this is a risk factor 

6. Maintain a safe and comforting physical environment. 

a. Give the person plenty of space. They may not be able to tolerate the 

stimulation of normal day-to-day life right now. Let them retreat. 

b. Remove all access to weapons, potentially poisonous materials, and car 

keys. 

c. Remove all access to alcohol and non-prescribed mood-altering drugs. 

d. Continue normal routines and include the person to the degree they are able. 

7. Pay attention to how you communicate. 

a. Avoid strong displays of emotion, both positive and negative. 

i. The goal is to approach the person in a positive, calm, consistent 

attitude, regardless of their emotional state. 

8. Never, ever respond with violence. When you call for help you may find yourself charged with 

assault. 

9. Make a crisis plan. 

a. Know what you will do and who to call, especially on the weekends in the 

middle of the night. 

b. Know what to watch for, including early and late warning signs (based on 

previous crises) and how you will respond. Most crises can be avoided or 

lessened by knowing and responding to early signs. Talk it through with the 

professionals to make sure they’re on board with their part. For example, 

some responses to escalating behavior which may help: 

i. Removing yourself from the situation 

ii. Having simple, pre-defined rules for how you respond to the behavior, 

and following through in a consistent and predictable way 

iii. Using a calm, positive but firm tone of voice. 

iv. Teaching the person relaxation and other calming techniques when 

they are not in crisis 

v. Encouraging the person to channel strong feelings and energy into 

safe activities they enjoy, such as exercise or writing 

vi. Making sure the person gets medicine as prescribed by a doctor 

vii. Bringing someone else into the environment to help assess the 

situation and work things through. This may be a counselor/crisis 

worker, or even a police officer. 

10. Know who to call, and call them to problem solve. 

a. Keep their phone numbers in multiple places so you don’t lose them when 

you need them. 
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Schedule for physical monitoring 

Monitoring for all patients Monitoring for specific drugs 
Test or 
Measurement 

Initial 
health 
check 

Annual 
health 
check 

Antipsychotics Lithium Valproate* Carbamazepine 

Thyroid 
Function 

✔ ✔a  At start and 
every 
6 months; more 
often if evidence 
of deterioration 

  

Liver function ✔    At start 
and 
at 6 
months 

At start and at 6 
Months 

Renal 
Function 

✔   At start and every 
6 months: more 
often if evidence 
of deterioration 
or 
the patient starts 
taking drugs such 
as ACE inhibitors, 
diuretics or 
NSAIDS 

 Urea and 
electrolytes every 
6 months 

Full blood 
Count 

✔   Only if 
clinically 
Indicated 

At start and 
at 6 
months 

At start and at 6 
Months 

Blood 
(plasma) 
Glucose 

✔ ✔ At start and at 3 
months (and at 1 
months if taking 
Olanzapine); 
more 
often if there is 
evidence of 
elevated 
levels 

   

Lipid profile ✔ Over 
40sonly 

At start and at 
3 
months; more 
often if 
evidence of 
elevated 
levels 

   

Blood 
Pressure 

✔ ✔     

For patients on lamotrigine*, do an annual health check, but no special monitoring tests are needed 
Every 6 months for people with rapid-cycling bipolar disorder, plus thyroid antibody levels if 
indicated, forexample by thyroid 
function tests 
                                                                                                                                                                       Continued.... 
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Monitoring for all patients Monitoring for specific drugs 
Test or 
Measurement 

Initial health 
check 

Annual 
health 
check 

Antipsychotics Lithium Valproate* Carbamazepine 

Prolactin Children and 
adolescents 
only. 

 Risperidone only: 
at 
start and if 
symptoms of 
raised 
prolactin develop. 

   

ECG If indicated 
by 
history or 
clinical 
picture. 

 At start if there 
are 
risk factors for or 
existing 
cardiovascular 
disease. 

At start if 
there 
are risk 
factors 
for or 
existing 
cardiovascul
ar 
disease. 

  

Weight and 
Height 

✔ ✔b At start and every 
3 months for first 
year; more often 
if 
the patient gains 
weight rapidly. 

At start 
and 
when 
needed 
if the 
patient 
gains 
weight 
rapidly. 

At start and 
at 
6 months if 
the 
patient 
gains 
weight 
rapidly. 

At start and at 6 
months if the 
patient gains 
weight rapidly. 

Drug 
screening 
and chest 
X-ray 

If suggested 
by 
the history or 
clinical 
picture 

     

EEG, MRI or 
CT scan 

If organic 
aetiology or 
comorbidity 
is 
suspected. 

     

Smoking/ 
Alcohol 

✔ ✔     

Serum levels 
of drug 

   1 week after 
initiation and 
1 
week after 
every 
dose change 
until 
levels stable, 
then every 
month. 

Only if 
there is 
evidence of 
ineffective 
ness, 
poor 
adherence 
or toxicity. 

Every 6 monthsc 

b For children and adolescents, monthly for 6 months, then every 6 months. 
c Note therapeutic and toxic levels of carbamazepine are close. 

 



 
 

152 

                                           Psychotic Disorders 
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Geriatric Depression Scale (short form) 

Instructions: Circle the answer that best describes how you felt over the past week. 

1. Are you basically satisfied with your life?    yes no 

2. Have you dropped many of your activities and 

interests?        yes no 

3. Do you feel that your life is empty?     yes no 

4. Do you often get bored?      yes no 

5. Are you in good spirits most of the time?    yes no 

6. Are you afraid that something bad is going to 

happen to you?        yes no 

7. Do you feel happy most of the time?     yes no 

8. Do you often feel helpless?     yes no 

9. Do you prefer to stay at home, rather than going 

out and doing things?       yes no 

10. Do you feel that you have more problems with 

memory than most?       yes no 

11. Do you think it is wonderful to be alive now?  yes no 

12. Do you feel worthless the way you are now?    yes no 

13. Do you feel full of energy? yes no 

14. Do you feel that your situation is hopeless?   yes no 

15. Do you think that most people are better off 

than you are? 

Geriatric Depression Scale (GDS) Scoring Instructions 

Instructions: Score 1 point for each bolded answer. A score of 5 or more suggests 

depression. 

1. Are you basically satisfied with your life?   yes no 

2. Have you dropped many of your activities and interests?  yes no 

3. Do you feel that your life is empty?    yes no 

4. Do you often get bored?      yes no 

5. Are you in good spirits most of the time?    yes no 

6. Are you afraid that something bad is going to 

happen to you?       yes no 

7. Do you feel happy most of the time?     yes no 

8. Do you often feel helpless?      yes no 

9. Do you prefer to stay at home, rather than going 

out and doing things?         yes no 

10. Do you feel that you have more problems with 

memory than most?         yes no 

11. Do you think it is wonderful to be alive now?    yes no 

12. Do you feel worthlless the way you are now?    yes no 

13. Do you feel full of energy?       yes no 

14. Do you feel that your situation is hopeless?     yes no 

15. Do you think that most people are better off than 

you are?          yes no 

A score of> 5 suggests depression Total Score 
Ref. Yes average: The use of Rating Depression Series in the Elderly, in Poon (ed.): Clinical 

Memory Assessment of Older Adults, American Psychological Association, 1986 
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Informant Interview 

Date: _______________ 

 

Informant’s Name: ____________________________________ 

Informant’s relationship to patient, i.e. informant is the patient’s: ____________ 

 

These six questions ask how the patient is compared to when s/he was well, say 5 – 10 years 

ago 

Compared to a few years ago: 

 

 Yes No Don’t 

Know 

N/A 

 Does the patient have more trouble remembering 
things that have happened recently than s/he used 
to? 

    

     
 Does he or she have more trouble recalling 

conversations a few days later? 
    

     
 When speaking, does the patient have more 

difficulty in finding the right word or tend to use the 
wrong words more often? 

    

     
 Is the patient less able to manage money and 

financial affairs (e.g. paying bills, budgeting)? 
    

     
 Is the patient less able to manage his or her 

medication independently? 
    

     
 Does the patient need more assistance with 

transport (either private or public)? 
    

(if the patient has difficulties due only to physical problems, e.g. bad leg, tick ‘no’) 

 

(To get a total score, add the number of items answered ‘no’, ‘don’t know’ or ‘N/A’) 

Total score (out of 6) 

If patient scores 0-3, cognitive impairment is indicated.  Conduct standard investigations. 

Brodaty et al, JAGS 2002; 50:530-534 
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Patient Name: ___________________________   Date: _________ 

 

GPCOG Screening Test 

Step 1: Patient Examination 

Unless specified, each question should only be asked once 

Name and Address for subsequent recall test 

1. “I am going to give you a name and address.  After I have said it, I want you to repeat it.  

Remember this name and address because I am going to ask you to tell it to me again in a 

few minutes: John Brown, 42 West Street, Kensington.” (Allow a maximum of 4 attempts). 

Time Orientation      Correct  Incorrect 

2. What is the date? (exact only) 

Clock Drawing – use blank page 

3. Please mark in all the numbers to indicate the hours 

 of a clock (correct spacing required) 

4. Please mark in hands to show 10 minutes past 

 eleven o’clock (11.11) 

Information 

5. Can you tell me something that happened in the news recently?  

(Recently = in the last week.  If a general answer 

 is given, e.g. “war”, “lot of rain”, ask for details.  

 Only specific answer scores) 

Recall 

6.What was the name and address I asked you to remember 

John 

Brown 

42 

West (St) 

Kensington 

(To get a total score, add the number of items answered correctly) 

Total correct (score out of 9) 

If patient scores 9, no significant cognitive impairment and further testing not necessary. 

If patient scores 5-8, more information required.  Proceed with Step 2, informant section. 

If patient scores 0-4, cognitive impairment is indicated.  Conduct standard investigations. 

/9 
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Preliminary Diagnosis (circle most appropriate answer): 

 

IDENTIFYING AND MANAGING MEMORY PROBLEMS 

Brief Screening Tool 

Date: ________________ 

Patient Name: ____________________________________ 

Family History of Dementia: Yes  No _________________________ 

Birth Date / Current Age: ____________ / _______________________ 

 

Level of Education: 

_________________________________________________________________ 

Key Informant Name & Relation to Patient: ____________________________ 

Key Informant Contact Number: ___________________________ 

Description of Cognitive Problems: 

1) Describe: problems, onset, progression, associated issues, language deficiencies (e.g. 

vagueness of language, lack of detail, no descriptive quality to language) 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

Ask patient: 

1) Do you have any concerns about forgetfulness or your memory ?  Yes / No 

2) Orientation: Ask patient the current year, month, day, season. 

3) Recall: Name three objects and ask patient to repeat them. 

4) Clock Test: Ask patient to draw a clock, put in the numbers and set the time at 10 minutes past 

11 o’clock. 

5) Recall: Ask patient to repeat objects from Question 3. 

Ask key informant (caregiver/friend/family member): 

6) Have you noticed observable decline in the patient’s ability to: 

1. Remember things that happened recently?   Yes No 

2. Use the telephone?      Yes No 

3. Travel?        Yes No 

4. Use medications correctly?     Yes No 

5. Handle finances?      Yes No 

6. Take care of personal hygiene?    Yes No 

Is there any indication of? 

    Significant hearing vision problem    Yes No 
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KEY INFORMANT QUESTIONNAIRE 

This can be sent home with the caregiver or other reliable witness to obtaining information which will be important to 

establishing a diagnosis and making future comparisons. 

This should be reviewed at the next office visit and a copy returned to the caregiver to provide input at follow-up 

visits. 

 Baseline 

Date: 

Follow-up in 

3 Months 

Date: 

Follow-up in 

6 Months 

Date: 

Follow-up in 

12 Months 

Date: 

1. Cognition 

Does your relative have problems: 

 

 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

 

 
 

Yes No 

Yes No 

Yes No 

 

 

Yes No 

 

 
 

Yes No 

Yes No 

Yes No 

 

 

Yes No 

 

 
 

Yes No 

Yes No 

Yes No 

 

 

Yes No 

2. Social Interactiveness 

  show little 

interest in usual hobbies/leisure 

activities (e.g. playing 

cards/sewing, knitting) 

difficulties participating in 

conversation? 

 

Yes No 

 

 

 

Yes No 

 

 

Yes No 

 

 

 

Yes No 

 

 

Yes No 

 

 

 

Yes No 

 

 

Yes No 

 

 

 

Yes No 

 

3. Function 

Does your relative have problems: 

 

themselves? 

 

appropriately? 

 

 

ance? 

 

transportation? 

 

 

Yes No 

 

Yes No 

 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

 

 

Yes No 

 

Yes No 

 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

 

 

 

Yes No 

 

Yes No 

 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

 

 

 

Yes No 

 

Yes No 

 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 
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 Baseline 

Date: 

Follow-up in 

3 Months 

Date: 

Follow-up in 

6 Months 

Date: 

Follow-up in 

12 Months 

Date: 

4. Behaviour, Does your relative 

display signs of: 

                        

Withdrawal? 

 

 

 

emotional outbursts? 

delusions, and/or 

paranoia? 

 

tasks? 

 

 

Yes No 

 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

 

Yes No 

 

Yes No  

 

 

Yes No 

 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

 

Yes No 

 

Yes No  

 

 

Yes No 

 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

 

Yes No 

 

Yes No  

 

 

Yes No 

 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

 

Yes No 

 

Yes No  

5. Caregiver Burden 

 

frustration / worry. 

 

Of isolation. 

 

 

 

Yes No 

 

Yes No 

 

Yes No 

Yes No 

 

Yes No 

 

Yes No 

 

Yes No 

Yes No 

 

Yes No 

 

Yes No 

 

Yes No 

Yes No 

 

Yes No 

 

Yes No 

 

Yes No 

Yes No 
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Chapter 8 

Sleep Disorders 

Sleep is a natural, periodic, and reversible state that changes in quantity and quality throughout the 

life cycle. 

The occurrence and stability of the sleep cycles and stages can also be altered by many medical and 

psychiatric conditions, by the use of drugs and alcohol, and by altered sleep-wake-work patterns. 

Sleep efficiency (sleep time measured as a percentage of total time in bed) begins to decline after 

age 45).  Other changes in sleep that occur as people age include fragmentation (i.e., the patient 

experiences more awakenings during the night and has more difficulty falling back asleep). 

Evaluation: 

Sleep disturbances are generally symptomatic of other underlying conditions and should be 

addressed through a comprehensive evaluation.  The sleep history should include current and past 

sleep habits, drug and alcohol use, and medical and psychiatric history.  The symptoms should be 

corroborated by a bed partner, if available.  A diary of sleep and wake times is helpful in the 

assessment. 

Sleep disturbances are best approached using the inventory shown in Table 9-1.  The inventory 

should be followed by a physical examination. 

Specific Disorders: 

Table 9-2 summarizes the essential clinical features of the sleep disorders and their treatment. 

TABLE 9-1: Sleep Inventory 

Typical bedtime and awakening times 

Time spent awake in bed 

Frequency and duration of awakenings 

Presence of snoring, gasping, or leg movements 

Daytime alertness 

Use of alcohol, medications (including over-the-counter), and caffeine 

Assessment of psychiatric disorders 

Sleep environment 

Eating habits at bedtime 

Former sleep patterns 
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TABLE 9-2: Clinical features of the sleep disorders and their treatment 

Disorder Clinical feature(s) Treatment 

Psychophysiological 

insomnia 

Preceded by stressor(s) 

Nonrestorative sleep 

Sleep hygiene 

Brief trial of hypnotics 

Narcolepsy Sleep attacks 

Cataplexy 

Psychostimulants 

Tricyclic antidepressants 

Obstructive sleep apnea Airflow obstruction during 

sleep 

Snoring 

Restless sleep 

Daytime drowsiness 

Continuous positive airway 

pressure 

Avoidance of 

benzodiazepines 

Protriptyline 

Surgery 

Primary snoring; upper 

airway resistance syndrome 

Similar to obstructive sleep 

apnea but no oxyhemoglobin 

desaturations 

Avoidance of sleeping in 

supine position 

Periodic limb movements Involuntary movement of 

extremities 

Clonazepam 

L-dopa/carbidopa 

Restless legs syndrome Cramps or aches in lower 

extremities 

Same as periodic limb 

movements 

Substance-related sleep 

disorder 

Substance causes sleep 

disruption 

Discontinuation of substance 

Circadian rhythm disorder Sleep-wake cycle altered by 

travel, work, or habit 

Brief trial of hypnotics 

Chronotherapy 

Phototherapy 

Parasomaias Partial awakening and 

unusual behaviors 

Benzodiazepines for REM 

disorder 

 

Sleep Disorders Associated with a Psychiatric Disorder: 

Many psychiatric disorders affect sleep.  Major depression is associated with a prolonged sleep 

latency, a shortened REM latency, early morning awakening, and the redistributions of REM sleep 

to the first half of the night.  In dementia, sleep is fragmented and there is less deep sleep.  Sleep 

apnea is more common in patients with Alzheimer’s disease than in the general population and may 

be correlated with the severity of the dementia.  Patients with schizophrenia have fragmented sleep, 

and those with panic disorder may have a panic attack during sleep, often during stages 2 or 3.  

Sleep Disorders Associated with a Medical Disorder: 

Numerous medical conditions interfere with sleep.  These conditions include nocturnal cardiac 

ischemia, sleep-related asthma, pain syndromes, paroxysmal nocturnal dyspnea, gastroesophageal 

reflux disorder, and fibrositis. 

Gastroesophageal reflux disorder occurs exclusively in sleep.  Patients may complain of sleep 

fragmentation, fatigue, and chest discomfort on awakening.  Sleep-related gastroesophageal reflux 

is potentially more harmful than daytime reflux because of reduced swallowing and greater 

likelihood of aspiration.  Some patients with nocturnal choking and sleep fragmentation may have 

reflux, and some apnea patients may have coexisting gastroesophageal reflux.  Sleep problems 

usually resolve with treatment of the reflux. 



 
 

162 

Fibrositis (also known as fibromyalgia) is a chronic syndrome associated with a waxing-and-

waning pattern with episodes of musculoskeletal pain, fatigue, and nonrestorative sleep.  It occurs 

predominantly in women and usually appears in the third or fourth decade of life.  Treatment is 

directed toward promotion of good sleep hygiene practices, exercise, and treatment with tricyclic 

anti-depressants or selective serotonin reuptake inhibitor antidepressants.  Treatment with the more 

sedating agents, such as amitriptyline and trazodone, is often successful in decreasing discomfort 

and promoting sleep. 

Treatment: 

Table 9-3 lists clinical guidelines for sleep hygiene that are recommended for all of the disorders.  

Some suggestions about the use of sedative-hypnotics are also mentioned here. 

Benzodiazepine use can lead to dependence, other agents have been used as sedative-hypnotics.  

Zolpidem is less likely to cause cognitive side effects.  However, because it acts at the gamma-

aminobutyric acid (GABA) receptor complex, it may produce dependence and, thus, should be used 

for no more than 4 weeks.  The tertiary amine tricyclic antidepressants, such as amitriptyline, have 

anticholinergic effects and can be lethal in overdosages.  Trazodone, an antidepressant with 

serotonergic effects, is also commonly used, but no studies have demonstrated that antidepressants 

are effective in treating insomnia in the absence of a mood disorder. 

TABLE 9-3: Sleep Hygiene Recommendations 

1. Wake up at the same time every morning 

2. Get regular exercise 

3. Eat a light snack before bedtime 

4. Avoid excessive noise, warmth, or cold 

5. Avoid evening caffeine (remember that some medications contain caffeine) 

6. Avoid alcohol before bedtime 

7. Avoid tobacco use before bedtime 

8. Do not read, eat, or watch TV in bed 

9. Do not nap during the day 

10. If you cannot fall asleep, turn on the light and do something else (e.g., read or watch 

TV) out of bed and preferably in another room 

 

TABLE 9-4: Guidelines for the use of Hypnotics 

11. Use the lowest effective dosage 

12. Use medications two or four times a week (instead of nightly) 

13. Use medications on a short-term basis, for example, for 3-4 weeksa 

14. Discontinue medications gradually 

15. Anticipate that rebound insomnia may occur once the medication is stopped 

16. Use medications with short elimination half-lives 

Note: 
a
Research trials of hypnotics have not been long enough to determine efficacy on a chronic basis (2). 

TABLE 9-5: Commonly Used Hypnotics 

Medication Dosage (mg) 

Flurazepam 

Temazepam 

Quazepam 

Zolpidem 

Trazodone 

Melatonin 

15-30 

15-30 

7.5-15 

5-10 

50-100 

0.2-3 
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Against have been used as sedative-hypnotics. Zolpidem is less likely to cause cognitive side 

effects. However, because it acts at the gamma- aminobutyric acid ( GABA) receptor complex, it 

may produce dependence and, thus, should be used for no more than 4 weeks. The tertiary amine 

tricyclic antidepressants, such as amitriptyline, have anticholinergic effects and can be lethal in 

overdosages. Trazodone, an antidepressants with serotonegic effects, is also commonly used, but no 

studies have demonstrated that  antidepressants are effective in treating insomnia in the absence of a 

mood disorder.  

Over-the-counter medications such as antihistamines help patients feel drowsy but do not induce 

sleep and they impair daytime functioning.  One study has demonstrated good results using 

melatonin in the elderly. 

Generally, the decision to use sedative-hypnotics should be based on the patient’s age and medical 

condition.  All sleep medications, if taken regularly and at high dosages, and if active metabolites 

accumulate, will cause memory problems, falls, daytime somnolence, and accidents.  The elderly, 

pregnant women, patients with sleep apnea, and patients with renal or hepatic disease are at greater 

risk for side effects.  Table 9-6 lists hypnotics that have problematic side effects.  These 

medications should be used as little as possible, if at all. 

Other Treatments: 

Several psychological and behavioral techniques, such as biofeedback and progressive muscular 

relaxation, are available to help treat insomnia; they require referral to an experienced specialist to 

be effective. 

Sleep disorders in the general population are common and may be easily overlooked.  Many sleep 

disorders mimic medical and psychiatric conditions.  Primary care practitioners, with appropriate 

referral when indicated, will find that patients report an overall improvement in their health if their 

sleep symptoms are alleviated. 
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                                                                                                                Yes 

 

 

 

                       Yes                                                           NO 

 

 

 

                                                                                                                                NO 

 

 

                                           Yes 

 

 

Sleep disorders guidelines 

 

Excessive day time 

sleepiness 

Difficulty going to 

sleep or staying a 

sleep with 

impairment of 

daytime functioning 

 

Unusual behaviours at night, 

injurious or distressing 

Patient complains of 

sleep problems 

Are sleep habits 

adequate?              

Sleep scheduling OK? 

Heavy snoring ?  

Restless leg 

syndrome?       

Sudden sleep    

attacks or 

cataplexy 

 

Refer to sleep 

specialist 

Intake of sleep 

disturbing substance? 

Are sleep habits adequate? 

No sedating drug?      

Sleep scheduling OK? 

 

Review drugs 

Advice on sleep habits, 

lifestyle, review with diary, 

consider circadian rhythm 

disorder 

 

Diagnosis of 

insomnia 
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Treatment algorithm 

 

 

 

                                                                                                                          Yes 

                                                                                                                                   

                                                                   No 

 

 

 

 

 

 

 

 

 

 

 

 

Availability? 

 

 

 

 

Improved? Open appointment 

 

Diagnosis of insomnia 

Associated with another 

Ensure other disorder 

Insomnia persists? 

Significant distress and day time 

Symptoms in spite of good sleep habits 

Likely to resolve soon (e.g bereavement, short)      

term stressors etc 

Offer patient choice 

 CBT-I               hypnotic drug 

Consider 3-7 days Z drugs 

Z drugs melatonin if over 55 

Not improved? Re-Assess, consider 

alternative mediacation, refer KMHC 

Review 

CBT-I  in 4 weeks 
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Chapter 9 

Personality Disorders 

Patients with personality disorders are common in Primary Care Settings, caring for them can be 

difficult and frustrating. The characteristics of these patient‘s personalities tend to elicit strong 

feelings in Physicians, lead to the development of problematic Physician-Patient relationships and 

complicate the task of diagnosing and managing medical and psychiatric disorders. These chronic, 

inflexible styles of perceiving oneself and interacting with others vary widely in presentation. 

Definition: 

Personality disorders are hydrogenous in their clinical features and etiology. It‘s due to 

combinations of hereditary temperamental traits, environmental and developmental events. 

** Specific Personality disorders: 

It‘s defined by criteria based on typical impairment in personality functioning and 

Pathological personality traits in one or more trait domains. 

1. Anti-Social. 

2. Avoidant. 

3. Borderline. 

4. Narcissistic. 

5. Obsessive-compulsive. 

6. Schizotypal. 

** Personality disorder Trait Specific (PDTS) 

It‘s defined by significant impairment in personality functioning, and one or more pathological 

personality trait domains. Such as: 

1. Detachment: Involve withdrawal from other people and social interaction, restricted affectivity. 

Depresivitiy, suspiciousness and intimacy avoidance. 

3. Negative Affectivity: Involve experiencing negative emotions frequently and 

intensely. 

4. Disinhibition: Involves engaging in behaviors and impulse, without reflecting on 

potential future consequence. 

5. Psychoticism: Involves having unusual and bizarre experiences. 

6. Antagonism: 

The level of personality functioning are based on the significant disturbances in self and 

Interpersonal functioning = identity and self directedness. 

*** Interpersonal impairments consist of impairments in the capacities for empathy 

and intimacy. 

*** Trait Facets: e.g. Impulsivity Perfectionism. 

General Criteria: 

a. Significant impairments in self (Identify or self-direction) and interpersonal (empathy or 

intimacy) Function. 

b. One or more pathological personality trait domains or trait facets. 

c. The impairments in personality functioning and the individual‘s personality trait 

expression are relatively across time and consistent across situations. 

d. The impairments in personality functioning and the individual‘s personality trait expression are 

not better understood as normative for individual‘s developmental stage or socio-cultural 

environment. 

e. The impairments in personality functioning and individual‘s personality trait expression are not 

solely the direct physiological effects of substance (e.g. drug of abuse, medication) or general 

medical condition. 

Differential diagnosis: 
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1. Depression. 

2. Psychotic disorders. 

3. Drug abused. 

4. Medical illness e.g. head injury, dementia, and acute confessional state. 

Management: 

* History 

1. Is impairment in personality functioning (Self and Interpersonal) present or not? 

2. If yes, rate the level of impairment in Self (Identity) and interpersonal (empathy or intimacy) 

functioning on the levels of personality functioning scale. 

3. Is one of the 6 defined types present? 

4. If yes, record the type and severity of impairment. 

5. if not, is PD-Trait specified present? 

6. If yes, identify which one & list trait domain that are applicable and record severity of 

impairment. 

D. If PD is present and detailed personality profile is desired and would be helpful in case of 

concepted to evaluate the trait facets. 

Reassurance 

Essential information for patient, and family: 

1. Mental illness and addictions occurring in people with personality disorders are treatable. 

2. Modification of problematic behaviors is possible, but the patient must be motivated to change 

his/her behavior. 

3. Specialist treatment consists of combination of psychological treatment (including 

group and individual psychotherapies) reinforced by drug therapy at critical times. 

4. Treatment of any sort (including for associated conditions) required patient‘s active. 

Investigations 

Exclude physical, drug abuse, alcoholics and other organic causes. 

Exclude co -morbidity of other psychiatric illness. (Mainly Depression & anxiety). 

Levels of Personality Functioning Scale. 

Treatment 

A. Medications: 

* Pharmacotherapy is of some benefit, is not mainstay of treatment. 

1. Anti-depressant: SSRI for impulsive behavior. 

2. A typical antipsychotic medications: low dose to reduce paranoid ideation and the level of 

arousal. 

3. Mood stabilizer to ease affective instability. 

B. Psychotherapy 

Individual (Inter-Personal) Therapy. 

CBT. (Cognitive behavioral therapy). 

The aim is not to cure the Personality Disorder but to help patient deal with everyday life. 

Family Therapy. 

Referral: 

Referral for secondary psychiatric under the following circumstances: 

1. for diagnostic clarification & treatment. 

2. If there is a risk of harm to self or others. 

3. Treatment of co- morbidities Mental illness. 
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Table : Diagnostic criteria 

Type of 

Personality 

Disorder 

Personality Function Interpersonal Functioning Personality Trait 

Identity Self-
Direction 

Empathy Intimacy 

1.Schizotypal Confused 
boundaries 
between self 
and others. 

Distorted self 
concept. 

Emotional 
experience 
not congruent 
with internal 
experience. 

Unrealistic 
goals. 

No clear 
set of 
internal 
standards. 

Pronounce 
difficulty 
understanding 
impact of own 
behaviour's or 
other. 

Frequent 
Misinterpretatio 
n--ns of other’s 
motivation. 

Difficulty 
in 
developing 
close. 
Relationship 
Mistrust 

1) Psychotism: 
withdrwal. 
2) Detachment: 
restricted 
activity. 
3) .Negative 
affectivity 
suspiciousness 

2. Border- 
Line. 

Unstable self 
image. 

Marked 

Impoverished. 

With marked 
self 

criticism. 

Dissociative 
state 

under stress. 

Instability 
in 
goals & 
values of 
career 
planes 

Compromised 
ability to 
recognized 
feelings of 
needs of others. 
Interpersonal 
Hypersensitivity 

Intense. 

Unstable. 

Conflicted 
close 
relationship 
attends 
between 
over 
involvement 
and 
withdrawal. 

1. Negative 
affectivity. 
Emotional 
liability. 
Anxiousness 
separation. 
In 
securing. 
2. Antagonism. 
3. Disinhibition. 

3.Obsessiv 
Compulsive 

Sensed 
selfderived 

predominant 
from 

work. 

Constricted 

experience as 

expression of 
strong 
emotions. 

Difficulty 
completing 
tasks. 

Realizing 
goals 
associated 
with rigid & 
unreasoning 
high & 
inflexible 
internal 
standards at 
behaviors. 

Moralistic 
Attitude 

Difficulty 
understand 
appreciating 
ideas, feeling 
,behaviours of 
Others 

Relationshi 
p seen as 
secondary 
to work. 

Rigidity 
stubbornness 
with others. 

1. Compulsivity: 
Rigid 
perfectionism. 
2. Negative 
affectivity 
Perseveration 
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Type of 

Personality 

Disorder 

Personality Function Interpersonal Functioning Personality 
Trait Identity Self-Direction Empathy Intimacy 

4.Avoidant Low self esteem. 

Exclusive feeling 
of 

shame & 
Inadequacy 

Unrealistic 
standards for 
behaviour 
with 
reluctance to 
pursue goals 

Preoccupation 
with 
&sensitivity 
to 
criticism or 
rejection. 

Reluctance 
to get involved 
with people 
unless being 
certain of 
being liked 

Diminished 
mutuality 
with intimate 
relationship 
because of 
fear of being 
shamed. 

1. Detachment 
Withdrawal. 
Intimacy 
avoidant. 
Anhedonia. 
2.Negative 
affectivity 
Anxiousness 

5.Antisocial Ecocentrism 
Self esteem 
derived from 
personal gain, 
power or 
pleasure. 

Goal setting 
based on 
personal 
gratification. 

Absence of 
prosaically 
internal 
standard 
associated 
with failure to 
conform to 
culturally 
normative 
ethical 
behavior. 

Lack of 
concern 
for feelings, 
needs, or 
suffering of 
other. 

Lack of 
remorse 
after 
hurting& 
mistreating 
another. 

Incapacity 
for mutually 
intimate 
relationship. 

Exploitation 

Use of 
dominance 
or intimidation 
to control 
others. 

1. Antagonism 
Manipulative 
Deceitfulness 
Callousness 
Hostility 
2.disinhibitatio
n 
Irresponsibility. 
Impulsivity. 
Risk taking. 

6.Narcissistic Excessive 
reference 
to others for 
self definition & 
self esteem 
regulation. 

Exaggerated 
appraisal 

Emotional 
Mirror fluctuation 
in self esteem. 

Goal setting 
is based on 
gaining 
approval 
from others. 

Personal 
standards are 
unreasonably 
higher in 
order to see 
himself as 
exceptional 

Often 
unaware of 
own 
motivation. 

Impaired 
ability 
to recognize 
with feelings 
& 
needs of 
others 

Excessive 
attuned to 
reactions at 
others 

Relationships 
Largely 
superficial of 
exist to serve 
self esteem 
regulation. 

1Antagonism 
granducity 
.attending 
seeks. 
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Personality Disorders: Manifestations and Management strategies 

Personality 
Disorder 

Prominent 
features 
of illness 

Experience of 
Illness 

Problematic 
behaviour in 
medical setting 

Management 
Strategies 

1.Anti-social Disregards rights of 
Others 

Anger, entitlement 
masking fear 

Anger, impulsive 
behaviour, deceit, 
manipulative 
behavior 

Carefully investigate 
concerns and motives, 
communicates in a clear 
and non-punitive manner, 
set clear limits. 

2.Bordeline Instability in 
interpersonal 
relationships, self 
image and affects 
marked impulsivity 

Terrifying fantasies 
about illness 

Fear or rejection 
And abandonment, 
selfdestructive 
acts, idealization 
and devaluation of 
physician 

Avoid excessive 
familiarity; schedule 
regular visits; provide 
clear, nontechnical 
explanations; tolerate 
angry outbursts, but 
set limits; maintain 
awareness of personal 
feelings; consult 
psychiatrist 

3.Narcissistic Grandiosity, need 
For admiration, lack of 
empathy 

Anxiety caused by 
doubts of personal 
adequacy 

Withholds 
information, avoid 
questions. 

Validate concerns, 
give attentive and factual 
responses to questions, 
channel patients skills into 
dealing with illness 

4.Avoidant Fear of rejection or 
Humiliation 

Heightened sense, 
Inadequacy, low Self 
Esteem 

Fear of 
Relinquishing 
control, excessive 
questioning and 
attention to details, 
anger about 
disruption of 
routines 

Provide reassurance 
validate concerns, 
encourages reporting of 
symptoms and concerns 

5.Obsessive 
Compulsive 

Preoccupation with 
orderliness, perfection, 
control 

Fear of losing 
Control of bodily 
functions and 
emotions 

Delayed seeking 
care. 
Odd beliefs & 
Behaviours 

Complete thorough 
history and examinations, 
provide through 
explanations, do not 
overemphasize 
uncertainty, encourage 
patient participation in 
treatment 

6.Schizotypal An odd believes. 
Socially isolated 

Odd interpretations 
of illness. 
Anxiety because 
Of forced contact 
with others 

 Adopt a professional 
Stance Provide clear 
Explanation Tolerate odd 
beliefs 7 behaviour's 
Avoid over involvement in 
personal 7 social issues 
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Chapter 10  

Neurocognitive Disorders: (NCDs).  

 NCD category encompass the group of disorders in which the primary clinical deficit is in 

cognitive function, and that are acquired rather than developmental. 

 The NCD are those in which impairment cognition has not been present since birth or very 

early life, land thus represents a decline from previously attained level of functioning. 

1. Major and Mild Neurocognitive Disorders  

1-A. Major Neurocognitive Disorder 

A. Evidence of significant cognitive decline from a previous level of performance in one or more 

cognitive domains (complex attention, executive function, learning and memory, language, 

perceptual-motor, or social cognition) based on:  

1. Concern of the individual, a knowledgeable informant, or the clinician that there has been a 

significant decline in cognitive function; and 

2. A substantial impairment in cognitive performance, preferably documented by standardized 

neuropsychological testing or, in its absence, another quantified clinical assessment.  

B. The cognitive deficits interfere with independence in everyday activities (i.e., at a minimum, 

requiring assistance with complex instrumental activities of daily living such as paying bills or 

managing medications).  

C. The cognitive deficits do not occur exclusively in the context of a delirium.  

D. The cognitive deficits are not better explained by another mental disorder (e.g., major 

depressive disorder, schizophrenia). 

**Specify whether due to:  

1. Alzheimer's disease 

2. Frontotemporal lobar degeneration 

3. Lewy body disease 

4. Vascular disease 

5. Traumatic brain injury 

6. Substance/medication use 

7. HIV infection 

8. Proin disease 

9. Parkinson's disease 

10. Huntington's disease 
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11. Another medical condition 

12. Multiple etiologies 

 Unspecified 

1-A Major or Mild Neurocognitive Disorder  

Due to Alzheimer's Disease  

Diagnostic Criteria  

A. The criteria are met for major or mild neurocognitive disorder.  

B. There is insidious onset and gradual progression of impairment in one or more cognitive 

domains (for major neurocognitive disorder, at least two domains must be impaired).  

C. Criteria are met for either probable or possible Alzheimer's disease as follows:  

For major neurocognitive disorder:  

Probable Alzheimer's disease is diagnosed if either of the following is present; otherwise, 

possible Alzheimer's disease should be diagnosed.  

1. Evidence of a .causative Alzheimer's disease genetic mutation from family history or genetic 

testing.  

2. All three of the following are present:  

a. Clear evidence of decline in memory and learning and at least one other cognitive 

domain (based on detailed history or serial neuropsychological testing).  

b. Steadily progressive, gradual decline in cognition, without extended plateaus.  

c. No evidence of mixed etiology (Le., absence of other neurodegenerative or 

cerebrovascular disease, or another neurological, mental, or systemic disease or 

condition likely contributing to cognitive decline).  

Diagnostic Features  

Beyond the neurocognitive disorder (NCD) syndrome (Criterion A), the core features of major or 

mild NCD due to Alzheimer's disease include an insidious onset and gradual progression of 

cognitive and behavioral symptoms (Criterion B). The typical presentation is amnestic (i.e., with 

impairment in memory and learning). Unusual nonamnestic presentations, particularly visuospatial 

and logopenic aphasic variants, also exist. At the mild NCD phase, Alzheimer's disease manifests 

typically with impairment in memory and learning, sometimes accompanied by deficits in executive 

function. At the major NCD phase visuoconstructional/ perceptual motor ability and language will 

also be impaired, particularly when the NCD is moderate to severe. Social cognition tends to be 

preserved until late in the course of the disease. 
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Associated Features Supporting Diagnosis  

In specialty clinical settings, approximately 80% of individuals with major NCD due to Alzheimer's 

disease have behavioral and psychological manifestations; these features are also frequent at the 

mild NCD stage of impairment. These symptoms are as or more distressing than cognitive 

manifestations and are frequently the reason that health care is sought. At the mild NCD stage or 

the mildest level of major NCD, depression and! or apathy are often seen. With moderately severe 

major NCD, psychotic features, irritability, agitation, combativeness, and wandering are common. 

Late in the illness, gait disturbance, dysphagia, incontinence, myoclonus, and seizures are observed.  

Development and Course  

Major or mild NCD due to Alzheimer's disease progresses gradually, sometimes with brief plateaus, 

through severe dementia to death. The mean duration of survival after diagnosis is approximately 

10 years, reflecting the advanced age of the majority of individuals rather than the course of the 

disease; some individuals can live with the disease for as long as 20 years. Late-stage individuals 

are eventually mute and bedbound. Death most commonly results from aspiration in those who 

survive through the full course. In mild NCD due to Alzheimer's diseaset impairments increase over 

time, and functional status gradually declines until symptoms reach the threshold for the diagnosis 

of major NCD.  

The onset of symptoms is usually in the eighth and ninth decades; early-onset forms seen in the 

fifth and sixth decades are often related to known causative mutations. Symptoms and pathology do 

not differ markedly at different onset ages. Howevert younger individuals are more likely to survive 

the full course of the disease, while older individuals are more likely to have numerous medical 

comorbidities that affect the course and management of the illness. Diagnostic complexity is higher 

in older adults because of the increased likelihood of comorbid medical illness and mixed 

pathology.  

Risk and Prognostic Factors  

Environmental. Traumatic brain injury increases risk for major or mild NCD due to Alzheimer's 

disease. 

Genetic and physiological. Age is the strongest risk factor for Alzheimer's disease. The 

genetic susceptibility polymorphism apolipoprotein E4 increases risk and decreases age at onset, 

particularly in homozygous individuals. There are also extremely rare causative Alzheimer's disease 

genes. Individuals with Down's syndrome (trisomy 21) develop Alzheimer's disease if they survive 

to midlife. Multiple vascular risk factors influence risk for Alzheimer' s disease and may act by 

increasing cerebrovascular pathology or also through direct effects on Alzheimer pathology. 
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TABLE (1) Common causes of demaentia 

Cause Example Course 

Medication   Potentially reversible  

Endocrionlogical disorder Hypothyroidism Potentially reversible  

Metaboliec abnormality Hyponatremia Potentially reversible  

Central nervous system 

infection  

Neurosyphilis Potentially reversible  

 Human immunodeficiency 

virus 

Irreversible 

Brain Iesions Subdural hematoma Potentially reversible  

 Normal-pressure hydrocephalus Potentially reversible  

 Tumors Potentially reversible  

 Head trauma Mostly irreversible  

 Folate deficiency. Potentially reversible  

 Vitamin B12 Potentially reversible  

Psychiatric disorders Major depression  Reversible 

 Alzheimer's disease Irreversible 

 Vascular dementia Irreversible 

 Parkinson's disease Irreversible 
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Management of Dementia in the primary care 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

8 Key Steps for 

GPs improving 

dementia care 

in primary care 
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1. Think 
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7. Review 

 

2. Check 

3.  

Recognise  

 

4. Assess 
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1.Think Dementia 

 

 Bring dementia out of the shadows: a diagnosis of dementia still carries with it stigma and 

fear; people report that they fear receiving a diagnosis; people also report that they fear the 

consequences of becoming a carer of someone with a diagnosis.  

 GPs and primary health care teams are central to enabling people to have sometimes 

difficult conversations about memory problems, and to help people to live as well as 

possible with dementia.  

o Consider what messages your Practice gives to people who may be concerned about 

memory problems.  

o How confident are staff in dealing with memory problems?  

o  What information about dementia, local support and services are available to patients 

within your Practice, and in what format?  

 Early diagnosis and interventions can deliver better outcomes for people with dementia, and 

their carers/families, and save money. 

2.Check & Recognise: 

 Introduce questions about memory functioning in scheduled visits and routine health checks 

and investigations for people over 55 years. These might include,  

o  annual checks for over-55s with long term conditions  

o adults with Downs Syndrome, over 40 years  

 Be alert to those cases involving  

o  falls  

o  patients failing to attend appointments  

o  patients failing to collect dispensed medications  

o  cases where a previous initial assessment for dementia has been undertaken  

o  references to confusion, depression, problems thinking, reasoning, struggling to 

follow conversations, forgetfulness, and other changes in mood and cognition.  

 Remember that carers/families may bring their concerns to you. What should be the 

Practice's response?  

 With your primary health care team, consider older patients who may be vulnerable, who 

may be presenting with a change in mood or cognition, or whose self care is deteriorating. 

Could memory problems be a feature? Would it be appropriate and timely to offer a 

memory check?  
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 Consider patients who are in care homes. Where dementia is established,  

o Has a diagnosis been recorded and captured on the Practice dementia register? 

o Are these patients benefitting from regular health checks, and reviews of 

medication?  

o Are staff in the care home able to manage behaviours that challenge, offering 

alternatives to prescribing antipsychotics?  

o  Are there trends in emergency admissions to hospital?  

 Be alert to the signs and symptoms of memory problems. 

4.Assess: 

 Take time to ask the right questions. These might include,  

o  When speaking do you have more difficulty in finding the right word or tend to use 

the wrong words more than you used to?  

o Are you having trouble concentrating and/or remembering things that have happened 

recently?  

o Have you had any concerns about your memory in the last 6 months?  

 Reassure, and actively debunk stigma associated with memory problems and dementia  

 undertake an initial an initial assessment to rule out other causes of confusion or memory 

problems, think and reversible causes. 

A. cognitive assessment. 

B. Physical assessment. 

A. Cognitive assessment:  

1. Mini-Mental state Examination. 

2. Clinical dementia rating. 

3. Other brief cognitive assessment. 

 mini-Cog. 

 Informant interview. 

 Clock drawing. 

 Short portable mental. 

 Status questioner. 

4. Neuro- Psychologic testing. 

5. Assessment of premorbid ability. 

B. Physical Examination Tool 

(A general physical examination should be performed.)  

Age: Living Arrangements:     Smoking Status:  

Exercise Regime: Dietary Intake:   Review of Systems:  
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Current Medications:  

BP:  P:  Wt:  Ht:  

Consider:  

1. Risk Factors for Vascular Disease:  

a. Hypertension, diabetes, hyperlipidemia, atrial fibrillation, ischemic heart disease, 

smoking.  

2. Other Causes of Memory Impairment:  

a. Depression, delirium, thyroid disease, B vitamin deficiencies, drug adverse effects, 

vision& hearing loss, head injury.  

3. Red Flags to make you consider a diagnosis other than Alzheimer's Dementia:  

a. Mixed or Vascular Dementia - recent CV A or TIA, stepwise decline, localizing 

neurological signs  

b. Lewy Body Dementia - Parkinsonian features (particularly falls), fluctuating cognition, 

hallucinations, executive function (planning, organizing) worse than memory  

c. Fronto-Temporal Dementia - personality changes - impulsivity, disinhibition, self-

neglect, socially inappropriate  

d. Normal Pressure Hydrocephalus - disturbed gait, incontinence 

e. Jakob-Creutzfeld - rapid progression, myoclonus  

1. Localizing Neurological Signs:  

a. Power / Symmetry__________  d. Tone  __________   

b. Reflexes __________           e. Babinski __________   

c. Cerebellar __________           f. Tremor /Myoclonus_  

2. Cardiovascular:  

a. Blood pressure: Lying______ Standing _______d. Heart Rate _____ 

b. Congestive heart failure __________  e. Atrial Fibrillation _________ 

c. Peripheral Vascular Disease __________  f. Carotid bruits _________ 

3. Gait Abnormality 

Ataxia_______________ Parkinsonian Features (falls)______________ 

Suggested tests (if not recently done):   Consider CT Scan if:  

1. Glucose, BUN, Creatinine, Electrolytes 

2. CBC 

3. TSH 

4. Liver function test 

5. ECG if history of CVD/risk factors or 

considering AchEl therapy   Neurological symptoms/ signs 
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6. Calcium 

7. B12/VDRL 

   5.Refer: 

 Know where to refer patients for a specialist memory assessment, where indicated. 

 Signpost patients and their carers/families to local resources, information and support. 

- Geriatric psychiatric. at KMHC (When?) 

- Neurologist at general Medical Hospital. (When?) 

6.Record: 

 When a specialist memory assessment has been undertaken and a diagnosis has been made, 

ensure that your practice receives a clear diagnosis and records this on the patients file. 

Is the diagnosis rate good enough? Estimating General Practice prevalence rates  

 Engaging with your Practice team to estimate what your local prevalence rate might be will 

provide an opportunity to consider those variables affecting people presenting with memory 

problems, and people receiving an early diagnosis.  

1-B. Mild cognitive impairment  

 Ensure that your practice has in place a system for recalling patients who may have mild 

cognitive impairment, for review.  

 When a patient is recalled for a review, capture and record any changes in his/her 

presentation, including diagnosis.  

7.Review:  

Use this tool to guide you in the next steps to discussing the diagnosis, and planning for treatment 

and management.  

1. Discuss diagnosis and general prognosis for with the patient and caregiver. Average survival 

for Alzheimer's Disease is approximately 10 years with a range of 2-20 years from onset of 

memory loss. Longterm care institutional placement expected < 1 year.  

2. Discuss risk of superimposed delirium and depression and the effect of other illness, 

surgery, anesthesia.  

Treatment  

1. Review concurrent medical problems (Review / revise other medication use; treat risk 

factors to modify progression of disease)  

2. Consider pharmacologic intervention 

3. Consider nutrition issues: Consider multi-vitamin and mineral supplements. High calorie, 

nutrient rich foods will assist in weight maintenance (BMI 22-27). Altering the eating 

environment may reduce distractions and increase social interaction. Creative feeding 
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strategies include altering food texture (thickeners, finger foods), serving one food at a time, 

and providing continuous access to food. Review effects of medications (e.g. dry mouth, 

constipation, nausea, decrease in appetite.  

Safety Planning  

1. Driving: _______________________________________________ 

2. Medication compliance:  __________________________________ 

3. Falls __________________________________________________ 

4. Wandering: ____________________________________________ 

5. Cooking, use of appliances: _______________________________ 

6. Ability to live alone: _____________________________________ 

Behaviour 

1. Agitation: _____________________________________________ 

2. Aggression: ____________________________________________ 

3. Apathy: _______________________________________________ 

Legal Issues 

1. Discuss Power of Attorney (for financial & personal care): ________ 

2. Discuss Will: ____________________________________________ 

3. Discuss Capacity if patient felt to be capable: __________________ 

4. Discuss Advance Directives: _______________________________ 

Care Giver Burden 

1. Discuss & assess stress, depression. 

2. Consider respite care and long term care placment. 

o Parkinson's Disease o depression.  

 Review patient records for drugs commonly prescribed including Donepezil, Rivastigmine 

and Galantamine.  

Key questions:  

 Are any further investigations required to establish whether dementia is indicated?  

 If memory problems, and/or the symptoms of dementia are having an impact on these 

patients and their carers/families, what information and support do they need? What 

information or support could the general practice offer, or signpost them to?  
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8. Engage: 

 Engage with, and call on the expertise of other specialists to support the diagnosis, 

treatment, care and review of patients with dementia, or at risk of developing dementia.  

 Take opportunities to listen to, and learn from the experience of people using services, and 

people supporting them.  

 Multidisciplinary working across specialties will accelerate and improve people's treatment 

and care. General Practices can promote opportunities for shared care approaches and 

collaborative working with,  

o cardiovascular and stroke specialists  

o Geriatric psychiatric. 

o neurologists. 

o social services  

Management of dementia is most effective when the diagnosis is made early. This allows for timely 

treatment of symptoms to maintain the best possible quality f life. It also allows for assessment and 

treatment of any medical conditions; and review of current medications that could be contributing 

to, or even occasionally causing, cognitive impairment. 

Perhaps, most importantly early diagnosis enable people to be given the information they need to 

make key decisions and advanced directives while they have the capacity to do so. This will give 

them more control over the type of support and care that is best for them as an individual. 

 Target of treating patient with NCD:  

1) Treatment of behavioral disturbances.  

2) Environmental manipulations to support function. 

3) Safety issues. 

Interventions for non-cognitive symptoms and behaviour that challenges  

Non-cognitive symptoms of dementia include hallucinations, delusions, anxiety, marked agitation 

and associated aggressive behaviour. Behaviour that challenges may include aggression, agitation, 

wandering, hoarding, sexual disinhibition, apathy and disruptive vocal activity such as shouting.  

Non-pharmacological interventions  

If a person with dementia develops distressing non-cognitive symptoms or behaviour that 

challenges, offer an early assessment to identify factors that may influence the behaviour. Include:  

- Physical health  

- Depression  

- Possible undetected pain or discomfort  
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- Side effects of medication  

- Individual biography  

- Psychosocial factors  

- Physical environmental factors  

- Behavioural and functional analysis in conjunction with carers and care workers.  

Develop individual care plans, record in the notes and review regularly at a frequency agreed with 

carers and staff.  

For comorbid agitation, consider interventions tailored to the person's preferences, skills and 

abilities.  

- Monitor response and adapt the care plan as needed.  

- Depending on availability, consider options including:  

- Aromatherapy  

- Multisensory stimulation  

- Therapeutic use of music and/or dancing  

- Animal-assisted therapy  

- Massage.  

Pharmacological interventions  

Consider medication for non-cognitive symptoms or behaviour that challenges in the first instance 

only if there is severe distress or an immediate risk of harm to the person with dementia or others.  

Do not use antipsychotic drugs for mild-to-moderate non-cognitive symptoms in Alzheimer's 

disease, vascular dementia or mixed dementias, because of the increased risk of cerebrovascular 

adverse events and death.  

Intervention for cognitive system in Alzheimer's disease:  

1. Acetylcholinesterase: mild to moderate Alzheimer's disease  

- Donepezil dose: starting dose of 5 mg given once daily should be used. In a minimum 

of four to six weeks, an increase to 10 mg is recommended (bradycardia nausea, 

diarrhea anorexia, abdominal pain,)  

- Galantamine dose 4 mg twice daily. After a minimum of four weeks of treatment with 

galantamine, it may be increased to 8 mg twice daily (nausea, vomiting, diarrhea, 

anorexia, and abdominal pain) 

- Rivastigmine dose: initial dosage is 1.5 mg taken two times per day. If this dose is 

tolerated without difficulty, the dosage may be increased to 3 mg twice a day after at 

least two weeks at the lower dosage. ( nausea I vomiting anorexia).  
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Switch chEIs if poor tolerance or if there is continued decline in pre-treatment 

test  

2. NMDA receptor antagonist:  

Memantine nitial: 5 mg orally once daily, then titrated upwards by 5 mg per week. Maintenance: 5 

mg once daily up to 10 mg twice daily. Maximum daily dose should not exceed 20 mg per day. 

Is recommended as an option for managing Alzheimer's disease for people with:  

Moderate Alzheimer's disease who are intolerant of or have a contraindication to AChE Inhibitors 

or severe Alzheimer's disease  

Switch if poor tolerance or if there is continued decline in pre-treatment test  

 

FACTS ON MEDICATIONS  

Role of Aceltylcholine  

Acetylcholine (ACh) is an important neurtransmitter in areas of the brain involved in memory 

formation (e.g. hippocampus, cerebral cortex, and amygdala)  

Loss of ACh occurs early in Alzheimer's disease (AD) and correlates with memory impairment.  

Treatment Approach  

Enhancement of ACh function may significantly reduce the severity of cognitive loss. The only 

proven method to enhance ACh function is the prevention of its breakdown by drug inhibition of 

cholinesterase enzymes needed to biodegrade ACh in the synaptic cleft between nerve cells. Three 

cholinesterase inhibitors (ChEI).  

 Aricept® (donepezil hydrochloride)  

 Exelon® (rivastigmine)  

 Reminyl® (galantamine)  
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All three are indicated for the treatment of Alzheimer's disease in mild to moderate severity.  

All three are available under the Ontario Drug Benefit plan (ODB) for those over age 65 scoring 

between 10 and 26 on the mini-mental state exam (MMES). 

 Donepezil (aricept 
(R)

)  Rivastigmine 

(Exelon
(R)

) 

Galantamine 

(Reminyl
(R)

) 

Mechanism of Action Sole mechanism of 

action: acetyl 

cholinesterase inhibitor 

(AchEI) 

Dual mechanism of 

action; nonselective 

inhibitor of both AchEl 

and butyryl 

cholinesterase 

(BuChE) 

Dual mode of action: 

AchEl and stimulation 

of presynaptic nicotinic 

receptors, which may 

increase release of 

Ach. 

Half-Life 70 hours with hepatic 

metabolism via CYP 

2D6 and 3A4. 

Short half-life of 1.5 

hours necessitates 

twice-a-day dosing. 

Non-CYP metabolism. 

6-8 hours, with hepatic 

metabolism via CYP 

2D6 and 3A4. 

Interactions  Minimal concern for 

interactions due to dual 

pathways and lack of 

inhibition of CYP 

anzymes. Caution with 

use with other CYP 

2D6 drugs such as 

some beta blockers 

 Minimal concern for 

interactions due to dual 

pathways and lack of 

inhibition of CYP 2D6 

drugs such as some 

beta blockers. 

Therapeutic Dose Once-a-day dosing of 5 

mg for 4 weeks then 

increases to 10 mg/day. 

Therapeutic dose range 

of 6 to 12 mg/d. 

Dosing starts at 1.5 mg 

BID for 4 weeks, then 

increases to 3 mg BID 

for 4 weeks, and then 

may increase to 4.5 mg 

BID for 4 weeks, and 

then may increase to 6 

mg BID. 

Start with 4 mg BID, 

for 4 weeks, then 

increase to initial target 

maintenance does of 8 

mg BID. 

Maximum 

recommended dose: 12 

mg BID, if clinically 

appropriate. 

 

ODB Codes (MMSE 

required for each 

prescription) 

347 for first 3-month 

trial, 348 for 

subsequent therapy 

374 for first 3-month 

trial, 348 for 

subsequent therapy 

354 for first 3-month 

trial, 355 for 

subsequent therapy 

 

FACTS ON MEDICATIONS-2  

Efficacy Profiles  

Using the Alzheimer's disease assessment scale cognitive sub portion (ADAS-Cog):  

ADAS-cog Effect Time for score to deteriorate VS. Placebo Baseline back to Baseline  

Drug  

Reminyl® 3.1 - 3.952 weeks  

Aricept® 2.2 - 2.9 39 weeks  

Exelon® 1.2 - 4.9 42 weeks  
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Adverse Effects  

Common effects include gastrointestinal (GI) adverse events including nausea, vomiting, diarrhea, 

anorexia and weight loss. These are often mild and transient. GI side effects seen more frequently 

(20% vS.1 0%) with Exelon® as compared to the other two but perhaps this was due to too fast a 

titration period used in the Exelon® pivotal studies (weekly as opposed to monthly). Suggested to 

be used cautiously in patients with asthma or COPD, supraventricular cardiac conduction disorders 

(bradycardia) and ulcers.  

Lack of efficacy and/or tolerability problems with one ChEI inhibitor does not predict similar 

problems with another agent.  

Appropriate Expectations  

Typical rate of cognitive decline in untreated Alzheimer's disease is 2-4 points per year on the 

MMSE.  

Typical MMSE response to all three drugs in the first 6 months is 0-2 point improvement with 

eventual return to baseline after 9-12 months of therapy. Open label studies suggest on-going slope 

of decline same as that over first year. Functional response is modest improvement or stability over 

first 6-12 months. Behavioural response is modest improvement or stability over first 6-12 months.  

Predictors of Response  

None available   

Patients in both mild and moderate stages may benefit, but commencing treatment earlier in the 

disease predicts better efficacy.  
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Clinical suspicion of neurocognitive disorder 

MMSE 

MMSE score 

more than 24 

MMSE score 

less than 24 

Assess for depression using 

geriatric depression scale 

Consider 

neuropsychological test 
Positive 

Positive Negative Negative 

Reevaluate  

Every 6 

Moths 

Treat 

Depression 

MMSE> 24 

less 
Workup for reversible  

cause of dementia (TSH-B12) 

MMSE& 

cognitive 

normal 

Normal Abnormal 

Recheck 

every three 

months 

Alzheimer's 

disease 

likely 

Treat 

Reversible 

cause 

Re-evaluate 

cognition 

No change 

Alzheimer's disease 

likely 

Improved recheck 

every 3 months 

Refer to 

neurologest 

qrriatric 

psychiatiric 
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Chapter 11 

Psychotherapy in primary care 

 

This seven most forms of psychotherapy and delineates which disorders or reactions to life 

situations should be referred to which types of therapy. The emphasis is on therapies that 

have been demonstrated to be effective and therapies that are good values economically. 

A. Psychoanalytical Psychotherapy (Expressive Therapy or Psychodynamic Psychotherapy) 

1. Dealing with unconscious conflicts. Psychoanalytic psychotherapy is probably the 

most commonly practiced type of psychotherapy in the United States. It is based on the 

Freudian tradition of uncovering unconscious aspects of a patient’s mental life. 

Unconscious conflicts, repressed feelings, family issues from early in a patient’s life, 

and difficulty with current relationships are the themes commonly addressed in this 

therapy. Typically, the therapist takes a nondirective posture. 

2. Duration of treatment. The length of therapy varies from a few months to a few years. 

3. Efficacy and cost. Although some research has supported the efficacy of this form of 

treatment, cognitive and behavioural therapies (see below) are more efficient in terms 

of symptom reduction and length of therapy and have more rigorous research evidence 

of effectiveness. Although mood and anxiety disorders may respond t psychoanalytic 

psychotherapy, combinations of medication and cognitive or behavioural therapy tend 

to be more effective and efficient and cost less. 

4. Targets of treatment. Severe and chronic personality disorders, as well as persistent 

problems in coping with life events, may best be treated with psychoanalytic 

psychotherapy. Anorexia nervosa also can be managed by long-term psychoanalytic 

psychotherapy. 

B. Behaviour Therapy 

Principle. Behaviour therapy is based on reducing symptoms by learning relaxation 

techniques, changing factors that reinforce symptoms, and giving the patient 

graduated exposure to distressing stimuli. 

Strategies of treatment. Behaviour therapists usually are directive and encourage 

homework experimentation which contributes to the efficiency of this therapy. 

Homework may involve exposure to a feared situation, such as speaking out during a 

committee meeting, to reduce the reinforcing expectation that catastrophe will occur if 

one speaks out. Mental imaging allows the patient to learn how to relax while 

imagining the feared situation. 

Targets of treatment. Research evidence shows that behaviour therapy works for a 

variety of anxiety disorders as well as for some psychosomatic symptoms (e.g., pain). 

Behaviour therapy equips the patients with concrete strategies that can be used after 

the termination of therapy. 

Duration of treatment. Behaviour therapy is generally brief, requiring 6 to 20 

sessions. 

C. Cognitive Therapy 



 
 

191 

Principles. Cognitive therapy is based on the assumption that negative thoughts 

promote depression or anxiety. Negative thoughts are documented by the patient 

011 during depressing or anxious experiences that occur between visits. During the 

therapy sessions, the patient learns to challenge the negative thinking. 

Targets of treatment. Research evidence has demonstrated that cognitive therapy 

constitutes an effective treatment for depression. Cognitive therapy is indicated for 

depression, anxiety states, and problem related to substance abuse. Cognitive 

behavioural therapy (CBT) is the term used for the combination of cognitive and 

behavioural therapies. CBT is effective for anxiety disorders and depression. 

Duration of treatment. Cognitive therapy generally requires 10 to 20 sessions. 

D. Interpersonal Psychotherapy 

Targets of treatment. Interpersonal psychotherapy addresses relationships in the here and now that 

may contribute to depression. Four common interpersonal issues are reviewed to discover the best 

focus of therapy: grief, role transition, role dispute, and interpersonal deficits. 

Duration of treatment. This is a brief therapy with an active focus. It has been demonstrated to be 

effective for depression. Twelve sessions is the usual duration. 

E. Psych educational therapy 

Goals of treatment. This form of therapy is used to educate patients about wayso manage and 

understand emotional or physical problems. 

Targets of treatment. This is a here-and-now problem-solving therapy that is effective for patients 

with schizophrenia (and other thought disorders) or a borderline personality. 

Strategies of treatment. Patients often meet with a therapist in groups, and there is often family 

participation. 

Duration of treatment. Psycho educational therapy usually addresses chronic problems and 

therefore tends to be longer term. 

F. Supportive Therapy 

Strategies of treatment. Supportive psychotherapy is usually brief, with an active focus on helping 

the patient deal with a life crisis. The therapist offers advice, sympathy, and support while 

reinforcing the patient‘s inherent strengths. 

Targets of treatment. Supportive psychotherapy is undoubtedly helpful, but formal research to 

demonstrate its efficacy has not been completed. Supportive psychotherapy is especially effective 

for acute grief reactions. 

VII. Integrative Psychotherapy 

Scope of treatment. Integrative psychotherapy represents a combination of all the therapies 

described above and offers a multimodal attack on the patient‘s problem. 

Integrative psychotherapy is widely practiced but has not been formally researched to demonstrate 

its efficacy. Virtually any psychiatric problem can be treated with a combination of integrative 

psychotherapy and appropriate medications. 

Duration of treatment. Treatment varies in length from brief to longer term. 
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III. Group Therapies 

A. Principles. The principles of each of the therapies listed above can be applied to group therapy. 

B. Composition and membership. Group therapy can be organized around psychiatric or medical 

diagnoses or life situations, such a panic disorder and breast cancer. 

Groups can also be heterogeneous, with a variety of diagnoses in one group. Groups can be open-

ended and on-going or can be brief experiences in which the patients begin and end the group 

together. 

C. Value of groups. Group therapy is an excellent economic value and can be of significant benefit 

for many psychiatric, medical, and life situations. 

D. Subsets of Treatment 

1. Couples therapy and family therapy are excellent modalities for dealing with marital tension or 

family crises and for families with a member who has a serious mental illness. 

2. Psycho educational family therapy is uniting effective in the management of schizophrenia. 

3. Family therapy also cans e helpful for patients with eating disorders. 

IV. What you should ask about a Psychotherapist before referring 

A. Ask about the therapists training and experience. Ask for a resume and about the therapist‘s 

experience in treating certain conditions. The therapist may have one or more degrees (e.g., M.D., 

PhD., Ed.D., Psy.D., M.S.W., M.S.N.). Doctor-level training is obviously more expensive, but 

many masters- level psychotherapists are excellent. Conversely, many doctoral- level therapists can 

both medicate and do psychotherapy, but many psychiatrists do only psychopharmacology and refer 

patients to other disciplines for psychotherapy. 

B. Ask about the kinds of psychotherapies the therapist practices and the duration on average of 

these methods. Use the list of seven common psychotherapies above to assess the breadth of the 

therapist‘s experience and expertise. 

C. Ask about the therapist‘s availability to take new patients. How long does a patient have to wait 

for an appointment? How are emergencies handled under the therapists care? What about a new 

patient in crisis? 

D. Ask about the therapist‘s style of communication with the patient‘s family and with you, the 

primary care provider (PCP). The majority of patients will give the therapists permission to 

communicate discreetly with the PCP or with concerned family members, but some therapists 

choose not to communicate with anyone but the patient. 

E. Ask about the psychotherapist‘s view of psychopharmacologic treatment. 

Unfortunately, some therapists believe that the use of medications can undermine personal growth 

and change. These therapists may overtly or covertly discourage a patient from continuing 

treatment with antidepressants or anxiolytics. These therapists also may have too high a threshold 

for referring an unmedicated patient for psychopharmacologic evaluation. This failure to refer can 

be harmful to patient and economically wasteful. 

F. F. Determining whether the psychotherapist is someone you can work with. Try to get a gut 

reaction to this professional as a person. Is he or she warm? Does he or she maintain boundaries? 

Would you feel comfortable calling this person to discuss a patient‘s lack of progress or to 

complain? 

G. Ask if other patients whom you have referred have fared well. Patients are often 

the best judges of therapist‘s competence. 
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Psychotherapies are definable entities with different goals and strategies for psychiatric or life 

problems. Understanding the varieties of treatment available and getting to know prospective 

psychotherapists for your patients will enhance your effectiveness in the health care system and 

discourage the wasting of resources. 

Cognitive –Behavioural Therapy 

Definition 

Cognitive-behavioural therapy (CBT) is a form of psychotherapy that is rooted in learning theory 

and relies on empiric investigation to obtain information about the nature of disorders, guide the 

development of new interventions, and document the effectiveness of existing treatments. CBT is 

not limited to overt behaviour and intellectual life. Instead, it is concerned with a patients emotional 

functioning and emphasizes modification of the maladaptive behavioural, emotional, and cognitive 

responses that characterize individual disorders. 

Differences between CBT and insight-oriented therapy. CBT is characterised by 

the following factors: 

CBT is short-term. The length of therapy is dependent on the time needed to help a patient 

develop alternative patterns of behavioural and emotional responses. 

CBT is active. Therapy provides a context for learning, and it is the therapist‘s role to provide the 

patient with the information, skills, and opportunity to develop alternative patterns. 

CBT is structured. Portions of sessions are devoted to specific intervention. In many cases, 

specific home work (i.e., assignments to employ alternative responses) is assigned between 

sessions. Each session may strike a balance between novel material introduced by the patient and a 

set of ordered interventions designed to eliminate the disorder that is being treated. 

CBT is collaborative. The therapist and the patient act as collaborators to eliminate disorders and 

solve life issues by developing alternative skills or patterns. 

CBT is focused on the modification of emotions and behaviours. Although the historic roots of 

current behaviour may be examined, the greatest focus is on the modification of current patterns of 

behaviour and emotion rather than on achieving historic insight. 

Effectiveness of CBT 

Empiric studies provide clinicians with information to inform guide, and improve clinical practice. 

To date, the best studied and most efficacious treatments for a wide range of mental disorders 

include CBT and pharmacotherapy. At present, the efficacy of CBT tends to approximate or surpass 

that of medication for the treatment of anxiety disorders, eating disorders, eating disorders, and 

nonpsychotic major depression, particularly when the longer-term outcome is considered. 

 

 

Basis of Cognitive –Behavioural therapy 

CBT has as its root principles of learning derived from empiric study. The application of those 

principles takes into account the individual‘s ability to rapidly generalize experiences from one 

situation to another and people‘s reliance on verbal behaviour and symbolic information processing. 

The overreliance on thoughts about the world rather than actual experiences has been implicated as 

a potential cause of psychopathology. 

Attention to distortions and inaccuracies in thoughts and beliefs creates a perspective on the 

unconscious that is very different from traditional approaches to psychotherapy. Rather than being 

thought of as a unique structure, the unconscious is viewed as the default program. Consciousness 

rather than the absence of consciousness is seen as the most important, although frequently 

distorted, cognitive achievement. 
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Conceptualizations of normal and pathologic patterns rely on the analysis of interrelated chains of 

thoughts, feelings, and behaviour as well as the identification of the behavioural excesses and 

deficits. Cognitive-behavioural principles are easily exportable to range of behavioural issues from 

the analysis and modification of interactions between physician and the patient to the modification 

of the marked anxiety, avoidance, or depression that characterizes anxiety and affective disorders. 

Specific models of the nature of pathology have been developed for various disorders, and 

treatment programs thus are becoming increasingly specialized for each disorder. 

Attention to patterns of pathology and the behavioural and emotional responses that maintain 

them does not exclude a biologic contribution to disorders. 

CBT attends to the complex interaction between biology and environment and focuses on changes 

in cognition, behaviour, and emotion to achieve changes in pathology. These changes undoubtedly 

have an impact on the central nervous system and underscore the absence of a clear distinction 

between the somatic and psychosocial effects of an intervention. For example, research has shown 

that CBT results in some of the same changes in brain activation that occur when patients respond 

successfully to pharmacotherapy for obsessivecompulsive disorder. 

Clinical Rapport: Motivation and Compliance 

Interpersonal interactions are rich target for behavioural analysis. Attention from a high status 

individual frequently serves as a powerful reinforce; thus the clinician should be aware of her or his 

behaviour. Changes in eye contact, body posture, and verbal tone can play an important role in 

encouraging or discouraging behaviours, including verbal behaviours. Similarly, extra attention 

devoted to on-task behaviours (e.g., the completion of recommended physical therapy) can be a 

powerful force in helping patients enhances adaptive rather than maladaptive patterns. 

In CBT, motivation is seen not as static variable that is personally dependent but as a behavioural 

state that is modifiable and focus a treatment. Poor motivation can result from information deficits, 

skill deficits, or fears. 

Consequently, informational interventions, including descriptions of the disorder and its associated 

symptoms, options for treatment, the change process, likely outcomes, and the step by step 

approach to achieving this outcome, can provide patients with a supportive framework that 

enhances motivation. 

Collaborative goal setting and participation in decision making (e.g., selection of one of several 

treatment options) can help increase motivation and compliance. Similarly, discussion of a patient‘s 

conceptualization of the problem can provide an opportunity to deliver corrective information and 

enhance the patient‘s motivation for change. 

Because motivation is influenced by the success of initial attempts, feedback on initial 

performance can be a crucial factor during the early stages of t change process or treatment 

regimen. Occasional follow up can help remind patients of adaptive changes and maintain change 

over the long term. 

Common Elements of clinical treatment 

1. Informational Interventions. Part of the role of the behavioural clinician is to teach patients about 

the nature of their disorders including common patterns that maintain a disorder and strategies for 

returning to normal functioning. 

Information about the symptoms that define a disorder helps reduce self-blame and /or 

catastrophic misinterpretation of symptoms. 

Information about symptoms sets the stage for active collaboration between the clinician and 

patient. 
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Information about the nature of the disorder enhances the patient‘s motivation for the therapeutic 

change. This is particularly important because initial interventions may require a great effort. 

Definition and Monitoring of outcome 

Treatment and motivation and goal achievement are aided by clear specification and monitoring 

of goals and goal directed activity by both the patient and the therapist. 

Regular assessment of outcome provides the therapist with a means to judge progress and can 

alert the clinician to update her or his case formulation or consider alternative interventions if the 

expected treatment gains are not achieved. 

Self-monitoring. Monitoring helps individual become aware of the timing and occurrence of target 

behaviours, providing additional awareness and opportunities for change. 

Smoking cessation. Smokers who wish to quit may be monitoring cards (i.e., a folded 3 by 5 card 

that is carried inside the cellophane wrapper of a cigarette pack). Before lighting a cigarette, the 

smoker is asked to note the situation, emotional context, and desire for a cigarette. Monitoring 

provides not only a record of the number of cigarettes smoked per day but also the situational and 

emotional cues for lighting up. The use of the monitoring card before lighting up can help some 

individuals reconsider their need for a cigarette by slowing the progression from desiring a cigarette 

to automatically lightening up. 

Treatment of work inhibition. Monitoring of work and nonwork behavior can help individuals 

learn about problems of time management, motivation, and procrastination. Monitoring then can be 

extended to include behavioural change interventions such as the scheduling of specific work 

topics, the inclusion of breaks, and the use of rewards. 

Cognitive Interventions 

Cognitive interventions target systematic negative baises in thinking and help patients recognize 

how those thinking patterns affect their moods and behaviours. By treating distorted thoughts as 

hypotheses rather than statements of fact, patients begin to entertain and ultimately adopt more 

adaptive patterns of thought. 

Examples of cognitive distortions include all-or-nothing thinking (e.g., If I am not respected by 

everyone, I am not a failure), overgeneralization (e.g., because I was not invited to speak atthe 

upcoming conference, my research will never be well received‖), and personalization (e.g., ―My 

colleague acted distantly because I must have done something wrong‖). In anxiety disorders, 

distortions frequently target the probability of negative outcomes or one‘s ability to cope if such 

outcome occurs. 
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Distorted thoughts often occur automatically, and patients are taught to monitor their thoughts and 

respond to them with alternative, more adaptive explanations. Patients record thoughts verbatim, 

using changes in emotion, difficult interactions, and avoidance behaviour as cues for formal (often 

written) monitoring. 

In addition to examine automatic thoughts that are situation-specific, cognitive interventions 

examine more pervasive core beliefs by assessing the themes that lie behind recurrent thought 

patterns. Those themes may be evaluated in regard to a patients learning history to assess the 

genesis of such beliefs, but greater emphasis is placed on the logical evaluation and alteration of 

maladaptive beliefs. 

Exposure Interventions 

Exposure is designed to help patients develop alternative emotional (and behavioural) responses 

to a variety of situations (usually feared situations) by allowing maladaptive emotional responses to 
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dissipate (habituate and eventually by extinguished) upon continued successful exposure to a 

situation or event. 

Exposure treatments may include direct exposure to feared situations (in vivo exposure), 

imaginable exposure to feared situations or events, exposure to feared feelings (this is termed 

interceptive exposure because the exposure involves the elicitation of feared somatic sensations, 

typically sensations similar to anxiety and panic, and exposure to feared cognitions (exposure to 

feared scenarios using imaginal techniques). 

Exposure can be conducted in a gradual, stepwise fashion or as an extended exposure to strong 

cues (flooding). The preference of most therapists (and patients) is for more gradual exposure. 

 

It is preferable to terminate an individual exposure session only after anxiety has started to 

dissipate. Prolonged exposure and masses practice (several sessions close together) aid in fear 

reduction. 

Skill Rehearsal 

Intellectual knowledge or intent is not the same as behaviour change. Skill rehearsal helps ensure 

that individual can utilize new skills when they are needed. 

Skill rehearsal may involve modelling new behaviour and then role-played rehearsal of those 

behaviours in sessions. 

Rehearsal allows for the evaluation of cognitive and emotional reactions to new behaviours and 

the provision of constructive feedback. 

Rehearsal in session is frequently followed by home behavioural assignments. 

Behavioural Assignments 

Behavioural assignments may be used to reinstate normal patterns of behavior (e.g., activity 

assignments for a depressed individual), providing an opportunity for learning (in the case of 

exposure or cognitive interventions) or ensure the acquisition of new behaviours (after instruction 

and rehearsal in sessions). 

When used in the exposure and cognitive interventions, behavioural assignments provide 

individuals with opportunities to examine the veracity of their cognitions and expectations about the 

outcomes of events and behaviours. In this way, behavioural 
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assignments provide ―behavioural tests‖ of hypotheses about the outcomes of events. 

Behavioural assignments also ensure that ne behaviours are practiced independently of the 

therapist, providing a rehearsal for independent functioning over the long term. 

Contingency management 

Refers to the management of target behaviour by modifying events after that behaviour. 

Contingency management usually involves the following: 

An initial analysis of the target behaviour with attention to the events that reliably appear to elicit 

and follow it 

Clear specification of the behaviour to be changed and the alternative behavior desired 

Rehearsal of alternative behaviours (never take away a behaviour without providing an adaptive 

alternative) 

Application of alternative consequences (e.g., the use of reasonable rewards or punishments) 

Relapse prevention skills often are included as part of the treatment. Patients are trained to 

recognize early warning signs of relapse and taught to be their own therapists (e.g., to analyze 
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difficulties and apply skill on their own) or, with some disorders, to schedule booster session when 

needed. 

Cognitive Conceptualization Diagram 
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Chapter 12 

 

 العالج السلوكي اإلدراكي

Cognitive behavioral therapy (CBT) 

 عن هذه النشرة:

هذه النشرة مقدمة  ي  خة ي غر ةي اةي ال عةر  علةج العةالج السةلوكي اإلدراكةيق  كةف ةنةمل  كك كة  ع ةن هةذا النةو  مةن  -

 العالجق اس  داممةهق ةأثكراةه وآثمره الجمنبك  والعالج البدغن.

 عنه اي هذه النشرة اك كنك االس عمن  بمل صمد ال درج  اي هذه آخر هذه النشرة.إذا لم ةجد مم ةبحف  -

 مم هو العالج السلوكي اإلدراكي:

 أنه طريقة للتحدث عن: -

 ككف ةع قد اي ن سكق اي اآلخرغن واي العملم من  ولك.   

 ككف ةؤثر أاعملك علج أاكمرك وخعورك.   

طرغق  ة ككرك )إدراكي( وأاعملك )سلوكي( وهذا ال غككةر غسةمعدك علةج الشةعور العالج السلوكي اإلدراكي غسمعدك علج ةغككر  -

 بمل حسن.

وعلةةج خةةال  طةةرج العةةالج الكالمكةة  ايخةةرسق اةةملعالج السةةلوكي اإلدراكةةي غركةةب علةةج ال شةةكال  والصةةعوبم  الحملكةة  )هنةةم  -

بدالً مةن ال رككةب علةج سةبي مشةكل ك أو سةبي واآلن(. وهو غنظر إلج الطرغق  ال ي غحسن بهم  مل ك ال باجك  واإلدراكك  اآلن 

 ايعراض ال ي ةعمني منهم.

 م ج غس  دم العالج السلوكي اإلدراكي:

 غس  دم العالج السلوكي اإلدراكي اي الكثكر من الحمال  منهم: -

 .)اضطرابم  القلق )ال وةر 

 .)الجو  الكلبي )النهمم 

 .االك ئمب 

 . اضطراب الوسواس القهر 

 . ال ب 

 ن الرهمب االج  معي ورهمب ال كمدغن(.الرهمب )مث 

 .الضغط الن سي 

 .الذهمن 

 غسمعد أغضمً إذا كمن لدغك مشكل  اي ال حكم اي  مال  الغضيق عدم الثق  بملن س أو  مال  جسدغ  مثن اإلرهمج وايلم. -

 ككف غع ن العالج السلوكي واإلدراكي:

جبئ هةم إلةج أجةباغ رةغكرةق وهةذا غسةهن علكةك ريغة  كك كة  أنه غسمعدك علج ةقلكن إ سمسك ال  ضة م بمل شةمكن عةن طرغةق ة -

 ارةبمط هذه ال شكال  ببعضهم البعض وككف ةؤثر علكك.

 وهذه ايجباغ هي: مولفق مشكل ق أو  دث. -

 ومن هذه ايجباغ غ كننم ة بع: -

 .اياكمر 

 .)االن عمال  )ال شمعر 

 .السلوك 
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 .اإل سمس البدني 

ر علةج ايخةرس. طرغقة  ة ككةرك اةي ال شةكل  ةةؤثر علةج طرغقة  إ سمسةك بمل شةكل  كن منطق  مةن هةذه ال نةمطق غ كةن أن ةةؤث -

 خعورغمً وجسدغمً وغ كن أغضمً أن ةغكر سلوكك ةجمه ال شكل .

 هنمك طرج إغجمبك  وأخرس سلبك  لل  معن مع  ملبك  ال والف وهذا غع  د علج طرغق  ة ككرك بهم. -

 علج سبكن ال ثمل: -

ه لد امض بك الككن. اذهبت لل سوجق وأثنمغ مرورك بملطرغقق مر بجمنبك خة ي ةعراةهق بةدس إنةه واجهت غوممً سكئمً وةشعر أن -

 ةجمهملك:

 إيجابي سلبي 

 األفكار
 هو / هي ةجمهلني. -

 هو ال غحبني -

 غبدو أنه مشغول جداًق اةسمغل إذا كمن هنمك خطي مم. -

المشاعر 

 االنفعالية

 مه م بملش ي اآلخر. -  بغن ـ رااض لل ولف -

نياً جسما

 )بدنياً(

 ةقلصم  بمل عدة. -

 اقدان للطمل . -

 إ سمس بمل رض -

 ال خيغ ـ غشعر بمالرةكمح -

 السلوك
ةجنةةةةي الشةةةة ي والةةةةذهمب إلةةةةج  -

 ال نبل.

 االةجمه إلج الش ي لل أكد من سالم ه. -

 ن س ال ولف أدس إلج ن كج كن م  ل  كن ة مممًق مع  داً علج طرغق  ة ككرك بمل ولف. -

 ج خعورك وسلوكك.ككف كمن ة ككرك أثر عل -

 عدد من اي مسكس الغكر مس حب . -اي ال ثمل السمبقق اي الع ود ايغ ن ل ب  إلج اس ن مج لكس له أ  مبرر وهذا أدس إلج: -

 ـ سلوك سلبي ) كر مس حي أو  كر مسمعد(.

رةلت مةع الشة ي إذا ذهبت إلج ال نبل وأنت محبط اسو  ةس دعي ال ولف إلج ذهنك وسةكبداد خةعورك سةوغاًق لكةن إذا ةوا -

اآلخر اسككون هنمك ارر  ين غصبح خعورك ةجمه ن سك أاضن. اإذا لم ة وارن مع الش ي اآلخر الةن غكةون هنةمك اررة  

 ل صحكح سوغ ال هم عن طرغق  ة ككر اآلخر بك وبمل ملي سكبداد خعورك سوًغ.

 هذه طرغق  مبسط  لشرح الحدث وةسلسالةه ومم غ رةي علكه: -

لموقفا  

 

 أفكار

 السلوك   اإلحساس

غ كن لهةذه الحلقة  ال  ر ة  أن ةجعةن خةعورك أسةوأق بةن غ كةن أن ةصةنع مول ةمً جدغةد ةبغةد خةعورك سةوًغق وةبةدد اةي االع قةمد  -

والشعور بأخكمغ  كر رحكح  وسلبك  عن ن سك. وذلةك غحةدث يننةم  ةكن ن عةرض لضةغط ن سةي اإننةم نق ةب إلةج ن ةمئ  وة سةكر 

 ج سلبك .لألخكمغ علج نحو م طر  وبطر

غسمعدك العالج السلوكي اإلدراكي اي كسر هذه الحلق  ال  ر   من ال  ككةر واإل سةمس والسةلوك. اإنةك  ةكن ةةرس هةذا الجةبغ  -

 من ال سلسن بوضوح اس صبح لمدراً علج ةغككره وس صبح لمدراً علج ةغككر خعورك.

ن أن "ة علهةم بن سةك" وأن ةسة  دم أسةملكبك ال مرة  غهد  العالج السلوكي اإلدراكي ين غورلك ل لك النقط  ال ةي عنةدهم غ كة -

 اي ال عممن مع ةلك ال شكال .

 ةقككم ال نمطق ال  س: -

أنهم طرغق  للربط بكن ال نمطق ال  س )ال ولف ـ اياكمر ـ الشعور ـ اإل سمس البدني ـ السلوك(. أنهم ةؤسس عالل نةم بةمآلخرغن  -

اضةن أو ايسةوأ. وةسةمعد أغضةمً اةي مواجهة  مشةكال  أخةرس مه ة  كملةدغون وةسمعدنم علج اك شم  مم إذا كةمنوا غشةعرونم بمي

ومشكال  الع ن وال شكال  ال نبلك . اإذا اس طعت أن ةحسن منطقة  وا ةدة اسة كون بمل بعكة  لةمدراً علةج ةحسةكن بةملي أجةباغ 
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  كمةك.

 ةقككم ال نمطق ال  س:

 مواقف حياتية ، عالقة

 )مثل: مشكلة ـ موقف صعب ـ حدث(

 

غيير التفكيرت  

 )أفكار متطرفة سلبية(

                         

 تغيير المشاعر   تغيير األحاسيس الجسدية واألعراض                        

 تغير السلوك

 )قبلة النشاط، التجنب، أو سلوك سلبي(

 مم غ كون العالج السلوكي اإلدراكي:

 The Sessions -ـ الجلسم :

لعالج السلوكي اإلدراكي مع خة ي وا ةد أو مج وعة  مةن النةمسق وغ كةن أغضةمً أن غة م بواسةط  ك ةمب )سةمعد غ كن أن غن ذ ا -

 ن سك بن سك( أو برام  الك بكوةر.

 إذا كمن عالجك غ م عن طرغق الجلسم  ال ردغ . -

 مقمبل  مع ال عمل ق جلس  أسبوعكمً أو جلس  كن رابع غوم. 02إلج  5عمدة مم غكون هنمك من  -

أول اثنكن أو أربع جلسم ق سكقوم ال عةمل  بمخ كةمر مةدس مالئ ة  هةذا النةو  مةن العةالج لحمل ةك ومةدس را  ةك ل ثةن هةذه خالل  -

 الطرغق  من العالج.

 غقوم ال عمل  ب وجكه أسئل  لك عن  كمةك ال مضك . -

ل حةدث عنهةمق وعةن ال مضةي غركب أغضمً العالج السلوكي اإلدراكي علج الحمضر )هنةم واآلن( وعةن ايولةم  ال ةي ةرغةد أنةت ا -

 وككف غؤثر علكك اآلن.

س حدد أنت مم ةرغد أن ة عممن معه ال نملش  علج ال دس القصكر أو البعكد. وعمدة مم ةبةدأ أنةت وال عةمل  بمل وااقة  علةج مةم سةك م  -

 منملش ه اي هذا الكوم.

 The Work -ـ الع ن:

لي منةك ال عةمل  أن ةقةوم بع ةن م كةرة غومكة  ل سةمعدك اةي هةذه س قوم مع ال عةمل  ب جبئة  ال شةكل  إلةج أجةباغ من صةل ق سةكط -

 ال ه  ق وهذا سكسمعدك لل عر  علج ن ك أاكمركق مشمعركق إ سمسك البدني وسلوكك.

 سو  ةلقكمن نظره سوغمً علج أاكمرك وإ سمسك وسلوكك ل ك ش م:  -

 إذا مم كمنت أاكمرك وأ مسكسك سلبك  أو  كر والعك .   

 م علج اآلخر وككف غؤثرون علكك.ككف غؤثر كن منه    

 وبعد ذلك سكسمعدك ال عمل  علج وضع خط  ككف ةغكر أاكمرك وسلوكك السلبي. -

من السهن الكالم عن اعن خيغ ولكن ايرعي هو ع له  قكق ق بمل ملي بعد أن ةعر  مم ةس طكع ةغككرهق سةو  غكل ةك ال عةمل   -

 الكومك ق و سي ال ولف غ كن أن ةبدأ بـ:بـ"واجي منبلي" لكي ة مرس هذه ال غككرا  اي  كمةك 

 اك شم  اياكمر ال حكط  واس بدالهم بأخرس أكثر إغجمبك  )مسمعدة( ووالعك  من ةلك ال ي ةعل  هم اي العالج السلوكي  

 اإلدراكي.
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 اك شم  كونك علج وخك أن ة عن خكئمً سكجعلك ةشعر بملسوغ واي ال قمل ة عن خكئمً إغجمبكمً )مسمعداً(.   

ي كن مقمبل  س نمل  مم مرر  به منذ الجلس  السمبق ق وسكسمعدك ال عمل  غوضح ال را م  ل لك ال والف ال ي ةبدو رعب  أو ا -

 محبط .

 لن غطلي منك ال عمل  اعن أخكمغ ال ةرغد اعلهمق س حدد أنت خطوا  العالج ومم الذ  ةس طكع أو ال ةس طكع ةجرب ه. -

ي أنك ةس طكع أن ة مرس وةن ي مهمراةك   ج بعد ان همغ الجلسم . وهذا غقلن مةن اررة  من م كبا  العالج السلوكي اإلدراك -

 عودة ايعراض أو ال شكال  ال ي ة عرض لهم.

 مدس امعلك  العالج السلوكي اإلدراكي:

 غعد من أكثر الطر  امعلك  لعالج الحمال  ال ي غكون اكهم القلق واالك ئمب هو ال شكل  ايسمسك . -

 الن سي ايكثر امعلك  اي  مال  االك ئمب ال  وسط  والشدغدة.هو العالج  -

 غ سموس اي ال معلك  مع ايدوغ  ال ضمدة لالك ئمب اي عالج الكثكر من أنوا  االك ئمب. -

 مم هي طرج العالج ايخرس وكك ك  ال قمرن  بكنهم؟

-  ً اةي هةذه النشةرةق لةذلك سةن طرج هنةم يكثةر  غس  دم العالج السلوكي اإلدراكي اي الكثكةر مةن الحةمال  غصةعي إدراجهةم ج كعةم

 الحمال  خكوعمًق القلق واالك ئمب.

 .العالج السلوكي اإلدراكي ال غس  دم اي ج كع الحمال  وغ كن أن غكون هنمك طرج عالج كالمك  ةنمسي  مل ك أكثر 

 نةوا  االك ئةمبق وغ كةن أن ةكةون العالج السلوكي اإلدراكي له ن س ةأثكر ايدوغ  ال ضمدة لالك ئمب اي عالج الكثكةر مةن أ

 أاضن منهم للكالً اي عالج اضطرابم  القلق.

  اي  مال  االك ئمب الشدغدةق  غجي أن غس  دم كال العةالج السةلوكي اإلدراكةي وايدوغة  ال ضةمدة لالك ئةمبق عنةدمم ةشةعر

 ب اي ع الً ل شعرك بمل حسن.أنك محبط بشدةق ا ن الصعي أن ةغكر طرغق  ة ككرك   ج ةبدأ ايدوغ  ال ضمدة لالك ئم

 .ال غجي أن ةس  دم ايدوغ  ال هدئ  اي عالج القلق ل  را  طوغل ق منهم غعد العالج السلوكي اإلدراكي خكمراً أاضن 

 مشمكن العالج السلوكي اإلدراكي:

 ن" بدالً منك.لكس طرغق  سرغع  للعالجق امل عمل  غع ن كمل دربق غعطكك النصمئح وال شجكع ولكنه ال غ كن أن "غ ع -

 إذا كنت خدغد اإل بمطق ا ن الصعي علكك ال رككب أو أن ةُح َّب ل  مرس  العالج. -

 لل غلي علج القلقق اعلكك أن ةواجه أوالًق وهذا سكجعلك ةشعر بمل بغد من ال وةر لولت لصكر. -

 السكطرة. غقوم ال عمل  النمجح ب نظكم جلسمةكق وس قرر سوغمً مم غجي أن ة عله وبمل ملي س ظن ةحت -

 مم هي مدة العالج؟

ة راوح ا رة العالج من س   أسمبكع إلج س   أخهر مع  دة علةج نةو  ال شةكل  وعلةج مةدس ةأثكرهةم علكةك. وغ  لةف مةدس ةةواار  -

 العالج السلوكي اإلدراكي من منطق  إلج أخرس وبمل ملي ا ن ال  كن أن غكون هنمك لمئ   ان ظمر.

 ممذا لو  دث ارةداد لألعراض؟

مك دائ مً ا   مل ين ةعود أعةراض القلةق أو االك ئةمبق ولكةن مهمراةةك اةي العةالج السةلوكي اإلدراكةي سكسةهن علكةك ع لكة  هن -

 السكطرة علج ايعراض. وبمل ملي ا ن ال هم أن ةس  ر اي م مرس  العالج السلوكي اإلدراكي   ج لو بدأ  ةشعر بمل حسن.

راكةةي م كةةن أن غكةةون أاضةةن مةةن ايدوغةة  ال ضةةمدة لالك ئةةمب اةةي منةةع عةةودة وجةةد  بعةةض ايبحةةمث أن العةةالج السةةلوكي اإلد -

 أعراض االك ئمبق اإذا كمن هنمك ضرورةق اك كنك أن ةأخذ دورة "إعمدة ةنشكط".

 مم أثر العالج السلوكي اإلدراكي علج  كمةي؟

االسة   م  بملحكةمة. اكسةمعدك العةالج  أن االك ئمب والقلق أخكمغ مبعج  )ألك  (ق وغ كن جدغمً أن ةؤثر علةج ع لةك ولةدراةك اةي -

السةةلوكي اإلدراكةةي اةةي السةةكطرة علةةج ايعةةراض ولةةكس لةةه أ  ةةةأثكر سةةلبي علةةج  كةةمك إال إذا اس سةةل ت ولةةرر  الكةةف عةةن 

 م مرس ه.

 ككف غ كنني أن أةلقج العالج اي السلوك اإلدراكي:

كي اإلدراكةةي كمخ صةةمم علةةم الةةن س أو ةحةةدث إلةةج طبكبةةك اسةةو  غرسةةلك إلةةج خةة ي م  ةةرن علةةج اسةة  دام العةةالج السةةلو -

 م رض  أو بم ف اج  معي أو طبكي أمراض ن سك .

غ كنك أن غجرب طرغق  "سةمعد ن سةك بن سةك" عةن طرغةق ك ةمب أو ان رنةت أو ك بكةوةرق وهةذا سكسةمعدك أكثةر خصورةمً إذا  -

  صلت علج الدعم الالزم من م  صي.

 ي:ممذا سكحدث إذا لم أةلقج العالج السلوكي اإلدراك

 ةس طكع أن ةنمل  البدائن مع طبكبك. -
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 غ كنك أغضمً أن: -

 .ةقرأ ال بغد عن العالج وبدائله 

 ( إذا أرد  أن ةجرب أوالً لبن ةلقي العالجق اك كنك أن ةسة عكن بك ةمب "سةمعد ن سةك بن سةك"ق أو لةرم مضةغوطCD ق)

 وةرس إذا مم كمن سكوااقك هذا النو  من العالج.

 ذا مم كمنت ة حسن ةلقمئكمًق وغ كنك أن ةطلي ةلقي العالج السلوكي اإلدراكةي اةي أ  ولةت إذا غ كن أن ةن ظر ا رة ل عر  إ

  كر  رأغك.

 عشر  قمئق عن العالج السلوكي اإلدراكي:

  كر أاكمرك وسلوكك. -1

 م مرس  العالج كواجي منبلي غؤد  إلج ن مئ  همئل . -0

 ال ة حدث اقط بن "أاعن". -3

  دد ال شكل  بدل . -4

  دد أهدااك. -5

 لبراهكن ةقول أن العالج السلوكي اإلدراكي اعمل.ا -6

 أنظر إلج اي داث من زاوغ  م  ل  . -7

 كن دائ مً علج غقكن أنك ةس طكع أن ة علهم. -8

 اك شف مع قداةك. -9

 اك ي كن مم غطرأ علكك ل عر  مدس ةقدمك. -12

 

 :Bereavement) العباغ ( 

 مم نعمني من اقدان خ ي عبغب علكنم.العباغ هو مولف سو  غ  بره كن خ ي اي ا رة مم من  كمةه عند 

  الحبن بعد اقدان خيغ أو خ ي عبغب هو أمُر طبكعةي وهةو إ سةمس غكةون علةج مرا ةن وال نسة طكع اسة عجمل ال ةرور

 خاللهم.

اي أولج مرا ن الحبن وال ي ةكون اي السمعم  ايولج إلج ايغمم ايولج من مو  من نحي وهي مر ل  )الةذهول(  كةف ال  -1

 ال  جو  مم  دث وأنه  قكق  )هذا اإل سمس م كن أن غحدث   ج لو كمن ال  قود مرغض وم ولع وامةه(. غصدج الش ي

 نس طكع إامل  الش ي من هذه ال ر ل  بأن )ال كون اي هذه ل ر ل  طوغالً مشكل (.

 ) أ ( نجعله غشمرك اي أمور مه   كمل رةكي للجنمزة والعباغ.

 )ب( ريغ  جث  ال  قود.

ل ر ل  غأةي اإل سمس بمل شوج الشدغد للش ي ال  واي والبحف عنه مع معرا  أن هذا مس حكن م م غسبي رةعوب  بعد هذه  ا -0

اي ال رككب والنوم والكوابكس غ كن أغضمً للش ي أن غحس بملذني اك ذكر ال والف واي داث وككةف أقه لةو ةصةر  بطرغقة  

ق لد غن ةع ةةذككر الشة ي بةأن ال ةو  خةيغ ال نسة طكع أن نة حكم بةهق ولةد م  ل   أو بأخكمغ كمن غود أن غقولهم أو غ علهم لل قكر

 غأةي أغضمً اإل سمس بملذني ن كج  إ سمس الش ي بملرا   ل و  ال قكد خصورمً بعد معمنمة مرض طوغن.

الك ئةمب ال ر ل  الثملث  مر ل  االه كمج وةكون اةي أوجهةم بعةد أسةبوعكن مةن  ةدث ال ةو  ةعقبهةم ا ةرة مةن الحةبن الهةمد ق ا -3

واالنعبال والص ت. هذا ال غككر ال  مجأ غ كن أن غسبي اإلربمك لألردلمغ وايهن ولكنه جبغ طبكعي من ع لك  الحبن )ةأةي 

 أسمبكع(. 6-4هذه ال ر ل  بعد 

لشة ي نوبم  الحبن لد ةحدث اي أ  ولت ةش عن ب قمبل  النمس أو ريغ  ايمةمكن أو ايخةكمغ ال ةي ةةذكرنم بمل قكةد لةد غن جةر ا -4

بمككمً من  كر سمبق إنذار أو سةبي واةي هةذه الحملة  غس حسةن أن  غ ة لط الشة ي بأخة مم ال غ ه ةون  مل ةه وال غشةمركونه 

 بنه ولكن غنصح بأن غرجةع اإلنسةمن لنشةمطمةه الطبكعكة  بعةد أسةبوعكن لةد غظةن الةبعض أن الشة ي ال نكةوب غجلةس أولمةةمً 

ر ل  ال  ككرق غ كر بمل قكد وغ ذكر مةراراً وةكةراراً ايولةم  السةعكدة والحبغنة  ال ةي طوغل  ال غ عن خكئمً ولكن اي الحقكق  اي م

 لضوهم معمً.
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وب رور الولت ةبدأ وطأة ايلم الشدغد وللحبن بمل طوا  ك م غ ف االك ئمب وغصبح ب قدور الش ي أن غ كةر بأخةكمغ أخةرس  -5

 وغنظر إلج ال س قبن.

ر بطرج م  ل  . معظم ايخ مم غ عماون من هذا الحبن خالل سن  أو سن كن وهةذه هذه ال را ن لد ة داخن مع بعضهم وةظه -6

 ال ر ل  النهمئك  وهي مر ل  ةلك الش ي ال  واج وبدغ  كمة جدغدة ـ هذه ال ر ل  مر ل  طبكعك  وال غوجد مم غ جن اكهم.

خ ال  الحضةمرا  والةدغمنم  والعةمدا  للعلم اإن الطرج ال ي غ عممن بهم النةمس مةع ال ةو  واقةدان مةن هةو مقةرب غ  لةف بةم -7

 وال قملكد وال ع قدا .

 ايط مل والكماعكن:

  ايط مل لد ال غ ه ون معنج ال و  ولكنهم غحسون ب قدان ال كت مثن الكبمر وغ رون بن س ال را ن ولكن بشكن أسةر . ال

 يط مل بأنهم مسؤولون عن مو  ال قكد.غ كلم الصغر عن مم اي أن سهم ل واهم من زغمدة العبأ علج الكبمر ك م لد غحس ا

 .ال غجي ةحككد ايط مل والكمً اعلكمًق غ كن جعلهم غشمركون اي مراسم ال ض والعباغ 

 العباغ  بعد ان حمغ خ ي: 

 :قد تحس بأحاسيس متضاربة 

 الغضي من الش ي الذ  ل ن ن سه. -1

 غنكر علج ال قكد اعل ه. -0

 مرةبك وغ سمغل ل مذا اعن ذلك. -3

 ذني ككف لم غال ظ خعور ال قكر.اإل سمس بمل -4

 ال لق من إ سمسهم بمل عمنمة اي ع لك  االن حمر. -5

 لد غشعر الش ي بملسعمدة ين ال قكد لكس علكه أن غعمني من الهم. -6

 اإل سمس بملرا   ينه لكس علكه أن غه م بمل قكد ومؤازرةه بعد اآلن. -7

 ال جن من اعل ه ال نماك  للدغن أو ال ج  ع. -8

 عن هذه الحمدث  مع النمس.ةجني الحدغف  -9

 القلق من أاكمر االن حمر ال ي لد ةسمورك. -12

 العبل  خمر  إذا كمن ال قكد خ ي لرغي علج للبك. -11

 ككف غس طكع ايهن وايردلمغ ال سمعدة؟

 إمضمغ ولت أطول مع الش ي ال حبون وال عمطف معه لكس بملكالم اقط ولكن بمل عن )غس طكع االع  مد علكك(. -1

غس طكع الش ي ال حبون البكمغ وال حدث عن إ سمسه ومعمنمةه مع خ ي آخر ال غنصحه بةملقوة وبةملكف عةن  من ال هم أن -0

 البكمغ اهذه مر ل  س أةي مع الولت.

ال شجكع علج أن الش ي ال حبون غ كلم مراراً وةكةراراً بةن س ال واضةكع اةذلك جةبغ مةن الحةبن الطبكعةي. وال ة جنةي ذكةر  -3

 لك لد غعطي إ سمسمً بأنه ةم نسكمنه.الش ي ال كت أمممه ين ذ

 كن  ول الش ي اي ايعكمد والذكرغم  السنوغ  ينهم منمسبم  ةسبي ايلم. -4

 ال سمعدة الع لك  بمل سوج وال نظكف ورعمغ  ايط مل ةهون من اإل سمس بملضغط وال سئولك . -5

 ا رة الحبن ة  لف من خ ي إلج آخر اال ةس عجن الن مئ  وال ة ولع الكثكر. -6

 الحبن الذ  ال غبول:

 . بعض ايخ مم ال غبكون اي العباغ وال غأةون علج ذكر ال قكد وغعودن لنشمطم  الحكمة بسرع 

 . البعض لد ال غكون لدغه ال رر  لك ر اي مرا ن الحبن الطبكعك  بسبي كثرة ال سئولكم 

 م  مةن االك ئةمب خةالل السةنوا  ال ةي اي هذه الحمال  غ كن أن غحس الش ي ال حبون بأعراض جسدغ   رغب  وغ ر اةي نوبة
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 ةلي الحدث.

 .بعض ايخ مم لد غعلقون اي ال ر ل  ايولج من الحبن ا س  ر الصدم  وعدم ةصدغق الحدغف 

 .عند البعض غ كن لحمل  االك ئمب ال صم ب  للحبن أن ةكون خدغدة لدرج  راض ايكن والشرب وال  ككر اي االن حمر 

 ككف غسمعدك الطبكي؟

 مال  ال ي ةعمني من ايرج ل  را  طوغل  وغ كن أن غ م ورف دواغ غسمعد علج النوم.بعض الح -1

 العالج عند ال عمل  الن سي. -0

 اي  مل  االك ئمب غعطي دواغ مضمد لالك ئمب. -3

 بعض ال نظ م  ال حلك  غ كنهم ال سمعدة. -4

 

 

 انفصام الشخصية

 هذا الك كي لد غكون م كد اي الحمال  ال ملك  :

 بمن صمم الش صك .ةم ةش كصك  -

 ةود أن ةعر  أكثر عن ال رض . -

 ة عر  علي أ د غكون مصمب بمن صمم الش صك  . -

 ةشك اي أنككون أ د ألربمئك أو أردلمئك مصي بمل رض . -

 -غح و  الك كي علي اآلةي : 

 مم هو ان صمم الش صك   . -

 مم سبي ال رض . -

 ككف غسمعد ال رغض ن سه .  -

 معلومم  يهن ال رغض . -

 

 ا هو انفصام الشخصية ؟م    

 هو اضطراب العقن الذ  غؤثر علج ككف ةشعر وة صر  ق  ملبم غس ج بأنهم أعراض اغجمبك  أو سلبك  .

 ايعراض االغجمبك  :

هذه أعراض  كر عمدغ  وغ كن أن غجربهم كثكر من النمس من ولت آلخر وال ةسبي مشكل  لكن اي  مل  االن صمم ةكون أكثر بكثكر 

 ومبع  . وبشكن مكثف

 الهذيان :

 عندمم غس ع ال رغض أروا  أو غشم أو غحس أو غرس خئ  كر موجود اعلكم .

 

 ككف ةكون ايروا  ؟

عمدة ةكون خمرج ال رغض علج الر م من أن ايخ مم  ول ال رغض ال غ كنهم س معهم .لد ةأةي ايروا  من أممكن م  ل   أو 

وا  ال رغض مبمخرة أو ة كلم ايروا  عن ال رغض كمالس  م  ل حمدث  لد ةكون جكدة أممكن معكن  أو أخكمغ معكن  . لد ةكلم اير

 ولكن اي الغملي  مبعج .

 ككف غ  معن ال رغض مع ايروا  ؟

لد غ جمهن ال رغض الصو  أو غرد علج الصو  أو غصرخ خصورم إذا كمن الصو  عملي أو مبع  . لد غشعر ال رغض أنه البد 

 ي لو كمن غعلم أنه خطأ  .لد غظن ال رغض أن ايروا  ةأةي من مكبرا  أروا  أو من عملم ايرواح .أن غطبق مم غس عه   

 من أغن ةأةي ايروا  ؟ 

 ايروا   كر خكملك  ةقرغبم ةس عهم لكنهم من اخ را  ال خ وغبدو أن أاكمرك عن ايروا   ال ي ةأةي من ال مرج.

 هن هنمك من غس ع أروا  ؟

مب الحمد غس ع ال رغض ةكرار رو  او ج ل  سلبك  .ولد غحدث اي الحكمة الكومك  س م  أروا  اغجمبك  ال اي  مال  اإلك ئ

 ة عمرض مع  كمةك وهذه عمدة ال ةح مج لعالج .

 أنوا  الهلوس  : 
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ون بأن غ كن مشمهدة أخكمغ  كر موجودة أو غ كن أن غشم ال رغض رائح  أو غحس بطعم أخكمغ  كر موجودة . بعض النمس غحس

 أ د ل سهم أو ضربهم .

 

 األوهام : 

ةحدث  كن ةصدج الشئ وةكون م أكد من  دوثه اي  كن أن اآلخرغن غع قدون أنك أسأ  ال هم . ك م لو أنك ةرس ايخكمغ بطرغق  

 م  ل   عن اآلخرغن.وأنهم م أكدون أن مم ةراه  كر والعي و كر رحكح .

 ككف ةبدأ ايوهمم ؟

لد ةبدأ اجأة ولد ةأةي أو بعد أسمبكع أو أخهر من خعورك بأن هنمك خئ  كر رحكح. ال وه م  لد ة سر الهلوس  .إذا س عت 

 أروا  ة كلم عنك لد ة سر لن سك أاكمر عن وجود وكمل  ةجسس علكك.

 ال وه م  أاكمر لد ةسبي:

 الشعور بمل كمن  . -

 الشعور بمإلنبعمج. -

 ك .ةشعر أن هنمك من غ جسس علك -

 ةر  أن ايخكمغ الكومك  العمدغ  لهم معنج آخر . -

 أن البرام  ال ل بغونك  ة كلم عنك . -

 ةصلك رسمل  من لون سكمرة اي الشمر   -

 ال أللم أو ال عر  علج ايوهمم :

 لد ةؤثر أو ال ةؤثر علج ةصرامةك . -

 لد ةصعي ال حمدث  مع اآلخرغن .ينهم لن غ ه وا . -

 أن اآلخرغن غحمولون أذغ ك أو لد ةرد لهم ايذس .لد ةل بم الص ت إذا خعر   -

 لد ةر ي بملهروب من ال شمعر .  -

 

 ال  ككر ال شوش :

 غصبح من الصعي ال رككب . -

 ال غ كن م مبع  برنمم  آلخره. -

 ال غ كن لراغة مقمل بملصحف . -

 ةصعي ال ذاكرة . -

 من الصعي ال رككب بملع ن . -

 ر .بعد دلمئق ال غ كن ةذكر اياكمر  . غ سرهم بعض ال رضج بملضبمب.اياكمر ة طمغر وال ةوجد رل  بكن اياكم

 الشعور بأن أ د غ حكم بك :

 ةشعر بأن أ د أخذ أاكمرك . -

 ةشعر بأنه ةم ايس حواذ علكك. -

 ةشعر بأن أاكمرك لكست لك وكأن أ د آخر ور هم لك . -

 خكطمن .غع قد بعض النمس أن مم غحصن بسبي ال ل بغون أو الرادغو أو سحر أو  -

 الشعور السلبي :

 لد ة سر الشعور الطبكعي . -

 ةشعر بملكأس.وة قد القدرة علج االنطالج . -

 ة قد القدرة علىمل رككب. -

 ة قد القدرة علج ال روج من البكت ي  ع ن . -

 ة قد االه  مم بملنظما  . -

 ة قد القدرة علج ال واجد مع النمس. -

 . غصعي علج النمس اهم أن مم غحدث لكس مجرد كسن -

 هن كن  مرضي االن صمم غعمنون كن هذه ايعراض ؟

ال غ كن أن ةس ع ايروا  وةعمني من ايعراض السلبك  لكن لد ال ة وهم اياكمر .وهنمك من غعمني من ايوهمم وغعمني أعراض 

 سلبك  للكل  .
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 اقدان  اإلدراك : 

 ال شكل  بملعملم بأك له .ةرس أن الج كع م طئون وال غ  ه ون ايخكمغ ال ي ة ه هم .ةرس أن 

 االك ئمب :

 إذا كنت مصمب بمن صمم الش صك  اهنمك ارر  بأن ةصمب بمالك ئمب لبن أن ةظهر أعراض ان صمم الش صك .

 وا د من سبع  أخ مم مصمبكن بمن صمم الش صك  غصمبون بالك ئمب . 

 إذا كنت ةعمني من االك ئمب ةأكد من أن ةبلغ أ د ال قربون ل سمعدةك . 

 هن االن صمم خمئع ؟

 خ ي غصمب بمل رض 122من 1-

 من غصمب به؟

 الرجمل والنسمغ بمل سمو  .

 سن  . 35-15سن  وايكثر  دوثم بكن سن ال 15سن  ولكن م كن أن غحدث بعد  15نمدر لبن سن ال

 مم سي االن صمم؟

 اي لي أنهم أكثر من سبي:

 الوراث   -

 ب بمل رض.أخ مم مصمبكن له أ د الوالدغن مصم 12من1 -

 ال وأم : -

 % أن غكون مصمب .52إذا كمن أ د ال وائم ال  طمبق  مصمب بمل رض اإن ال وأم اآلخر له ارر  

 إذا كمن  أ د ال وئم  كر م طمبق   اأن ال وأ م اآلخر له ن س ارر  اإلخوان أو ايخوا  بمإلرمب  .

 خلن اي الدممغ :

ال صمبكن بمل رض عن  كرهم.لذا لد غكون أن جبغ من الدممغ لم مسح الدممغ غبكن أن هنمك اخ الام  اي أدمغ   -

 غك ن ن وه الطبكعي بسبي:

 مشمكن بملوالدة. -

 ال همب اكروسي أثنمغ الح ن . -

 ةعمطي ال  درا  والكحول .  -

الحشك  . اس ع مل الحشك  غبغد من ارم اإلرمب  بمل رض .واس ع مل الحشك  اي ال راهق  غبغد من ارم  -

 اإلرمب  .

 غط الن سي . غبغد ايعراض لد غكون ضغط ن سي م مجئ أو م كرر.الض -

 مشمكن عمئلك  . -

 ط ول  رعب  .أ  رعوب  اي الط ول  ةبغد من ةعرض الش ي ي  مرض . -

 مم عالل  العنف واالن صمم ؟

 للكن من ال صمبكن بمالن صمم غ ص ون بملعنف .لكن العنف غبغد اي  مال  اإلدممن .

 نبذة عن ال رض 

 من الحمال   مباول   كمةهم الكومك  بعكد عن ال س ش ج . لكن خ س  مال   كثكر -

  مال  ة حسن لكن ةسوغ . مل  وا دة ةسوغ ل  رة طوغل  من البمن .3سنوا  . 5هنمك  مل  وا دة ة حسن خالل 

 ممذا غحدث إذا لم غعمل  ال رغض ؟

 . عند س م  روا  مع أعراض أخرس امياضن منملش  الطبكي ال عمل 

 االنتحار :

 خمئع عند  مال  االن صمم خمر  عند الشعور بمالك ئمب أو عدم أخذ العالج وةقبن ال سمعدة.

 ايدل  ةؤخر علج إن معملج  الحمالة ي ولت مبكر من ال ش كي :

 . ةقلن من الحمج  الشدغدة لل سمعدة بمل نبل 

 . ةقلن من ارم الدخول لل س ش ج 

 خول ألن من الحمال  ال ي لم ةعمل  .اي  مل دخول ال س ش ج ولت الد 

 . اي لي أن ال رغض سكع ن وغ مرس  كمةه الكومك  بشكن أاضن 

 العالج :

 .اياضن ةلقي العالج اي بداب  ال ش كي 

 .اي  مل الحمج  لدخول ال س ش ىسككون مؤلت   ج ةس قر الحمل  وغ كن االع  مد علج ن سه 
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 لكممن لل رض.الدواغ غعمل  ايعراض لكنه لكس الجواب ا 

 . مسمندة ايهن و ايردلمغ مه   جدا للعالج 

 . ةرةكي جدول الع ن مهم لع لك  االس قرار 

 

 ل مذا ةح مج العالج؟

 .  ين العالج غقلن من ايعراض السلبك 

 .  غص ي اياكمر ل كون واضح 

 .غح ب علج االس قرار والعنمغ  بملن س 

 كك ك  أخذ الدوا غ؟

 شكن  بوب أو كبسوال  أو خراب .غ كن للدواغ أن غكون ب 

 .أ لي العالجم  ةؤخذ مرة اي الكوم 

 ككف غع ن الدواغ ؟

 الدواغ غ حكم بميعراض لكن ال غ  لي منهم -

 االس  رار علج أخذ الدواغ غؤد  إلج القضمغ علج ايعراض. -

 إلج م ي نس  ر بأخذ الدواغ ؟

 معظم ايطبمغ غنصحون ال رضج بأخذ الدواغ ل  رة طوغل.   

 .  إذا أرد  ة  كف الدواغ أو إغقماه غجي منملش  الطبكي ال عمل 

 .  علكك أن ة  ف الدواغ بمل درغ    ي  غ كنك مال ظ  ايعراض والعودة للجرعم  لبن أن ةسوغ الحمل 

 ممذا غحدث إذا أول ت العالج ؟

 خهور  6-3س عود ايعراض خالل 

 العودة إلج طبكع ك.

 ايمور الكومك  رعب  ولكن هنملك طرج لل سمعدة مثن : االن صمم لد غجعن مباول 

 العالج الذهني :. .1

غسمعد علج ال رككب علج أكثر ايمور رعوب  مثن ال شمعر واياكمر كملهلوس  .ة م معرا  طرغق  ال  ككر وال ورن 

ج كن جلس  مدةهم سمع  جلس  عال02-8لطرغق  ة ككر أاضن أو ةجرب  طرج اي ال  ككر ال  كد .معظم الحمال  ةح مج إلج 

. 

 االس شمرة الن سك   .0

 غ كن ال سمعدة اي :

 .  ال حمدث 

 .  ال حدث بطرغق  م صل  عن ال وضوعم 

 . الحصول علج مسمعدة لل شمكن الكومك  ال ي غواجههم ال رغض 

 لقمغ عمئلي  .3

لش  معلومم  ة ي ال رض ن سه . هذه اللقمغا  ةسمعد ال رغض والعمئل  لل عممن مع بعض ال والف .غ كنهم ال سمعدة اي منم

 خهور . 6كك ك  مسمعدة ال رغض واغجمد  لول ل والف معكن  .من ال  كد أن ة كرر اللقمغا  كن 

 مسمندة خدم  ال ج  ع  .4

 موظف من خدم  ال ج  ع غ مبع الحمل  . .1

 غسمعد علج ةحسكن أداغ الع ن . .0

 غسمعد علي اك شم  ال همرا  بملع ن . .3

 سمب مهمرة ال عممن مع النمس  وله غسمعد ال رغض علج اك  .4

 .العالج ال أهكلي .5

 غ كنهم مسمعدة ال رغض للعودة للع ن .

 ككف ةسمعد ن سك ك رغض ؟

 ةعلم أن ةال ظ ايعراض ايولك  ل دهور الحمل  مثن : .1

 . م مرس  نشمطك  الكومي 

 . مال ظ  اآلخرغن لك بعدم ةبدغن مالبسك أو ةنظكف ال نبل 
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 م  أروا  أو رعوب  بمل رككب .خعورك بمل و  أو س  

 . مول ةجني بعض ايخكمغ مثن :0

 .  ال عرض للضغط الن سي عند االخ الط بملنمس ل  رة طوغل 

 . اإلدممن 

 .  عدم طلي ال سمعدة أو النصكح 

 . عدم االة مج مع ايهن أو ايردلمغ 

 .ةعلم االس رخمغ .3

 .االس   م  بنشمط .4

 جم  ال مر  بك. .ةعلم عن مرض االن صمم والعال5

 . ماظ علج رح ك .6

 

 

 االكتئاب

غشعر الكثكر منم بمل لن والضكق اي كثكر من اي كمن لكن هذه اي مسكس ال ةس  ر ل  رة أسبوعكن ك م أنهم ال ةؤثر سلبم" علج 

ل شمعر عن طرغق ال حدث إلج  كمةنم.  أ كمنم غكون لهذه ال شمعر سببم وأ كمنم ةكون بدون سبي ودائ م مم غ أللم اإلنسمن مع هذه ا

 ردغق لكن اي ا لي الحمال  ال ةح مج ل دخن الطبكي.

 اي  مال  االك ئمب:

 الشعور غس  ر لعدة أسمبكع أو أخهر 

 غؤثر هذا الشعور سلبكم علج  كمة ال رغض 

 أعراض االك ئمب:

 س   منهم وهي:لكس بملضرورة أن غشعر ال رغض بكن ايعراض ال ذكورة ولكن غك ي أن غشعر ب  س  أو 

 الشعور بمل عمس  ا لي الولت 

 اقدان ال  ع  بملحكمة 

  رعوب  اة مذ القرارا 

 رعوب  ال أللم مع ايخكمغ ال ع مد علكهم 

 الشعور الدائم بمإلجهمد 

 )اقدان الشهك  مع اقدان الوزن) أو بملعكس عند بعض ال رضج غكون زغمدة الشهك  مع زغمدة الوزن 

 س كقمظ اي أولم  ال جرالصعوب  اي النوم مع اال 

  اقدان ال  ع  الجنسك 

 اقد الثق  بملن س 

  الشعور بقل  ايه ك 

 الشعور بملذني 

 ةجني ايخ مم 

 اإل سمس بمل وةر والقلق 

 ال  ككر بمالن حمر 

لك لد ال غشعر ال رغض بأنه مك ئي خصورم إذا ظهر  ايعراض بشكن ةدرغجي ولد غبدأ بلوم ن سه والشعور بملذني ينه ال غ 

 الطمل  الكماك 

 لد غسمعد ردغق مقرب أو زوج إللنم  ال رغض انه غعمني من مشكل  ةح مج إلج  ن

 من ال  كن أن غال ظ ال رغض بعض اآلالم ال  كررة أو الصدا  أو ايرج
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 ل مذا ةحدث هذه ايعراض؟ 

 ئمب منهم:لد ال غكون هنمك سبي واضح لهذه ايعراض, لكن بعض ايسبمب م كن أن ةؤد  إلج االك 

  اي داث اي  كمةنم مثن اقدان عبغب أو طالج أو اقدان الوظك   لد غس  ر الشعور بملحبن ل  رة كرد اعن طبكعي لهذه

 اي داث ولكن لد غس  ر ل  را  طوغل 

 إذا كمن ال رغض غ  قد ايردلمغ ودائم ال وةر نظرا لطبكع  الع ن 

  ال همب ال  مرن و أمراض الغدد الص مغ مثن الغدة الدرلك ايمراض العضوغ  ال بمن  وال سبب  لآلالم مثن 

 بعض أن مط الش صك  ةكون أكثر عرض  لالك ئمب 

 إدممن الكحول 

  ال رأة أكثر عرض  لالك ئمب من الرجن وذلك لد غرجع لكون الرجن للكن الكالم ك م انه غلجأ ل عملرة ال  ر او االن راط

 بأع مل العنف

 ك ئمب غكون أكثر ان شمرا عند بعض العمئال العممن الوراثي  كف أن اال 

 ايمراض الثنمئك  القطبك :

انه من بكن كن عشرة أخ مم غعمنون من االك ئمب هنمك خ ي وا د علج ايلن غصمب بحمل  من السعمدة وارط النشمط وهذا مم 

 غس ج بمالك ئمب الهوسي أو مم غس ج بمالك ئمب ثنمئي القطبك 

ك ئمب نو  من الضعف أو االس سالم لكنه مرض مثن بملي ايمراض العضوغ  وةصكي الش صكم  القوغ  لد غع قد البعض أن اال

 ك م الضعك  

 م ج غ م طلي ال سمعدة الطبك ؟

 عندمم غش د االك ئمب بحكف ال غبدو أن هنمك أمن بمل حسن 

 عندمم غؤثر االك ئمب علج الوظك   وال شمعر ةجمه ايهن وايردلمغ 

 ل رغض أن الحكمة ال ةس حق أن غحكم بهم  أو أن  مل اآلخرغن أاضن بدونهعندمم غشعر ا 

 

 من ال ؤثر اغجمبكم أن ن حدث لصدغق أو ا د ايلمرب وإذا كمن ذلك دون جدوس ا ن ال  كن االس عمن  بملطبكي

 ككف غسمعد ال رغض ن سه؟

 بن علكه إخبمر الرب ايخ مم إلكه ولد  إذا خعر ال رغض بملحبن أو س ع أخبمر سكئ  ال غجي أن غح  ظ اكهم لن سه

 غس  كد من البكمغ

 من ال  كد م مرس  الرغمض  للح مظ علج اللكمل  البدنك  ك م أنهم ةسمعد علج النوم 

  من الضرور  ال حماظ  علج الوجبم  وال حماظ علج ةنمول ال ضروا  وال مكه 

  وان كمن هنمك بعض ال حسن اي بداغ  ايمرال غجي اإلدممن علج ال  ور ال ي من خأنهم جعن الحمل  أسوأ 

 من ال هم الحرم علج  أخذ ا را  من الرا   والنوم وإذا كمنت هنمك ا را  من ايرج اال غجي القلق  كملهم 

  غجي  ن ايسبمب ال ؤدغ  للشعور بملحبن وك مب  مم غسبي القلق 

 ذكر ن سك أن 

  هنمك الكثكر م ن غعمنون من االك ئمب 

 ن هذه ايزم انك س  رج م 

  االك ئمب لد غكون م كدا وس  رج منه لوغم وأكثر لدرة علج ال ككف و ن ال شكال 

 كثكر من مرضج االك ئمب غ كن عالجهم ب سمعدة الطبكي العمم إذا كمنت اإلعراض خ ك   أو م وسط  الشدة 
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 الطبكي م كن أن غصف :

 العالج الذاةي  -

 العالج بملكالم  -

 العالج الدوائي  -

 العالج الذاةي عن طرغق : -1

 

 الك ي ال ي ةس  دم العالج السلوكي اإلدراكي 

  أسبو  10دلكق  وةكون ثالث جلسم  أسبوعكم ل دة  62-45برام  االن رنت وهي عبمرة عن برام  ةس غرج مدة 

  وسط الشدة . االس شمرة الن سك  العالج بملكالم وهو نو  من اإلرخمد الن سي وهو نماع ل ن غعمنون من االك ئمب ال  كف إلج ال -0

 وهي عن طرغق ال حدث ل عمل  ن سي م  صي غسمعد علج إزا   ايمور من ردر ال رغض واه هم وكك ك   لهم

ب.  العالج السلوكي اإلدراكي: الكثكر منم له طرج ة ككر معكن  اي اهم كك ك  سكر الحكمة , بعض طرج ال  ككر لد غكون خمطئم م م 

 االك ئمبغسبي الحبن و

 ج.  العالج السلوكي اإلدراكي غسمعد اي 

   ال  لي من طرج ال  ككر الالعقالنك 

 ةطوغر طرج ال  ككر الصحكح  ال ي ةسمعد اي ةقوغم السلوك 

 د. العالج بحن ال شكال : هذا العالج غسمعد علج ةحلكن ال شكل  وإغجمد انسي الطرج لحلهم

 ن ال شمكن بمل عمون مع الشرغك . العالج ايسر  :وهو عالج غع  د علج  

 ارغق الدعم: وهو عالج عن طرغق اج  م  مج وع  من ايخ مم لهم ن س ال عمنمة ل  شمرك اي ال برا  

 .  العالج الج معي: وهو ارر  ةسمعد علج ةغككر ال صرام  مع اآلخرغن  كف ال رر  مواةك  ل عرا  ككف غرس النمس 

   الكالم وال عممن مع اآلخرغنال رغض ك م أنهم ارر  ل غككر طرغق

مضمدا  االك ئمب: لد غق رح الطبكي ال عمل  بعض ايدوغ  ال ضمدة لالك ئمب وال ي ال ةسبي االس رخمغ ولكن م كن أن ةعطي   -3

 خعور بمالرةكمح. هذه العالجم  ةسمعد علج ال أللم بشكن أاضن وةسمعد علج االس   م  بملحكمة

 عند بدأ العالج ل دة أسبوعكن أو ثالث   كف انه غحسن بميرج والقلق وال وةر ثم غبدأ ال حسن ةدرغجكم  لد ال غشعر ال رغض بمل حسن

 االك ئمب عند  الرجمل

 هذه ال طوغ  ي  رجن غعمني من االك ئمب أو ي  خ ي غشعر أن ردغقه أو أخوه غعمني من االك ئمب

 سمغ لكنهم للكال مم غطلبون ال سمعدةغعمني الكثكر من الرجمل من االك ئمب ك م هو  مل الن

 االك ئمب خعور  كر محبي وهو ا د ايسبمب ال ي ةجعن الش ي غ كمسلون عن الع ن

كثكر من الرجمل غقدمون علج االن حمر بسبي االك ئمب علج الر م من انه مرض لمبن للعالج وكل م كمن ذلك أسر  كل م كمنت 

 الن مئ  أاضن

لشعور بمإل بمط و ال عمس  اي كثكر من أولم   كمةنم يسبمب م عددة لكن ذلك الشعور ال غهك ن علج  كمةنم لد غعمني الكثكر منم من ا

وال غدوم طوغال. إذا اس  ر هذا الشعور لعدة أسمبكع أو أخهر امن اإلنسمن من  ال  كن أن غجد ن سه رهكن ذلك الوضع بحكف غؤثر 

 علج  كمةه  كنهم غجي طلي ال سمعدة
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 ال غع بر نقط  ضعف ك م غع قد البعض  كف انه غصكي رجمل غ  كبون بملشهرة والنجمح االك ئمب

 االك ئمب ثنمئي القطي

بعض ايخ مم الذغن غعمنون من االك ئمب الشدغد غ رون بنوبم  ارح وارط نشمط. هذه النوبم  لد ةكون ضمرة وةس ج بمالك ئمب 

 ثنمئي القطي

 # مم هي أعراض االك ئمب؟ 

   والحبن أو االك ئمب أ مسكس ال غ كن أن ة   ي بسهول  ورب م ةسوغ أثنمغ النهمرال عمس 

 عدم االس   م  بأ  خئ من مبمه  الحكمة 

 اقدان االه  مم ب اللمة النمس مع اقدان االةصمل بميردلمغ 

 عدم القدرة علج ال رككب 

 اإل سمس بملذني  كمل أخكمغ ال دخن لل رغض بهم من أ داث و مشمكن 

 مس بمل شميماإل س 

 اإل سمس ب قدان ايمن ورب م االن حمر 

 عدم القدرة علج النوم 

 االس كقمظ أثنمغ اللكن أو اي الصبمح البمكر 

  اقدان ال  ع  الجنسك 

 اقدان الشهك  واقد الوزن 

 أو ال عوغض بكثرة ايكن و زغمدة الوزن 

 # بعض ايخ مم لد غال ظون علج ال رغض مم غلي:

 وعدم القدرة علج ال رككب كثرة ايخطمغ بملع ن 

 غبدو ال رغض همد  ومنعبل عن النمس 

 ال وةر والقلق أكثر م م غ طلبه ال ولف 

  كثرة الشكوس من أعراض بدنك 

 ال ولف عن االه  مم بملن س واالس ح مم والحالل  والهندام 

  لل  االه  مم بأمور ال نبل وةرةكي اإل راض الش صك 

ون مك ئبم. غكون الرجن م وةرا طوال الولت أو م رلي أو خمئف من ال روج ل واجه  النمس. بعض الرجمل غحس بملقلق عندمم غك

 القلق غسبي أعراض عضوغ  مثن ج م  ال م, ال عرج, رج   بميطرا , خ قمن القلي, ضكق الن س, ةلبك ال عدة واإلسهمل

 # هن غ  لف االك ئمب عند الرجمل؟

 الرجمل عنه عند النسمغ, لكن هنمك أعراض ةكون أكثر ان شمرا عند الرجمل مثن: ايعراض ال ة  لف اي  مل االك ئمب عند

 ال وةر 

 الغضي ال  مجئ 

 اقدان السكطرة علج ايمور 

  ال جمزا 

 العنف 

 ك م أن الرجمل أكثر إلدامم علج االن حمر 

 # للرجمل طرلهم ال مر  اي ال ككف مع االك ئمب

 بمالك ئمب وذلك ينهم غلجأون للعنف واإلدممن علج الكحول وال  درا  ائ  الرجمل من ال ئم  ال ي للكال مم ةش ي
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 موالف الرجمل وسلوكهم 

* بعض الرجمل من النو  ال حي لل حد  و ال ه م بملنجمح والسكطرة علج ايمور, من الصعي ال عممن مع هذا النو  وإخبمره انه 

 غحس بمالك ئمب وغح مج لل سمعدة

 انه إذا ةكلم ع م غحس اكه انه لن غجد من غ عمطف معه  * ك م أن بعض الرجمل غ شج

 هذه السلوككم  لد ةحد من طلي هذا النو  من الرجمل لل سمعدة

 : ن ط الش صك 

الرجمل ال جولكن أكثر عرض  لالك ئمب لكن   ج الرجمل ذو  الن وذ عرض  لالك ئمب ومن أخهر ايمثل  ونس ون خكرخكن  كف 

 انه غس كه الكلي ايسود

 لسلوككم :ا 

 ك م اخرنم سمبقم أن الرجمل غ كلون لإلدممن علج الكحول وال  درا  بدال من طلي ال سمعدة م م غجعن ايمور أكثر سوغا 

 بعض الرجمل غلجأ لل رككب علج ع له وغنسج  كمةه ايسرغ  م م غ سبي بملكثكر من ال شمكن مع ايهن و ايردلمغ

 ؟# مم الذ  غؤد  لالك ئمب عند الرجمل

 العاللم  ايسرغ  ومشمكن البواج هي أهم مم غسبي االك ئمب عند الرجمل 

  طرج ال وارن مع اآلخرغن: بعض الرجمل ةكون عندهم رعوب  بمل وارن مع اآلخرغن م م غشعرهم بملحبن لعدم القدرة

 علج ال عبكر.

 لك عند  دوث الطالج امنه غحرم من االن صمل والطالج:  الطالج غحرم الرجن من اإل سمس بأنه ال سئول عن أسرةه ولذ

 ذلك اإل سمس ك م انه غ قد ال وارن مع أبنمئه. ك م أن لل  ال مل ال وز  علج ايبنمغ غشعره بملحبن

  الح ن و ايط مل: غعلم الج كع أن النسمغ غصبن بمالك ئمب بعد الوالدة كذلك الحمل عند الرجمل  كف أنه من بكن كن عشرة

 صمب بمالك ئمب بعد والدة زوج ه رجمل هنمك رجن وا د غ

  من  كر ال  مجئ أن نعر  أن اي داث السعكدة ك م هي الحبغن  م كن أن ةسبي االك ئمب. ا دث مثن االن قمل ل نبل

 جدغد أو والدة ط ن جدغد  كف أن ذلك غ طلي رعمغ  ايم وايبنمغ م م غشكن عبئ علج الرجن

  بملعالل  البوجك  الح ك   النشغملهم بملط ن  دغف الوالدة م م غشعر الرجن  بأنه ايم  دغث  الوالدة لد ةكون الن اه  مم

  كر مر وب اكه

 اك ئمب مم بعد الوالدة الذ  غصكي ال رأة لد غؤثر سلبم علج الرجن وغكون أكثر عرض  من سواه 

 الع ن, البطمل  أو ال قمعد 

 لج الرجن ال عممن مع االك ئمب م م غجعن ايمور أكثر لد غكون الع ن مصدرا لل وةر وهو ا د ايسبمب ال ي ةصعي ع

 سوغا

  البطمل : وهي أكثر ايخكمغ بعد مشمكن العاللم  ال ي ةداع بملرجن لإلرمب  بمالك ئمب  كف أظهر  الدراسم  انه من بكن

أن غ كف اي كن سبع  رجمل غعمنون من البطمل  هنمك رجن وا د غ كن أن غعمني من االك ئمب. من الصعي علج الرجن 

 البكت و غع ني بميط مل بكن م ة رج ال رأة للع ن وةواكر ال مل  كف انعدام السكطرة.

  ال قمعد: ك م أن البطمل  رعب  كذلك ال قمعد خصورم إذا كمنت خرغك  الحكمة ال ةبال علج رأس ع لهم علج الر م من أن

 الحكمة الن ةوةرا إال أن الرجن غحس بمخ الل نظمم الحكمة

 م هي ال شمكن ال ي غسببهم االك ئمب للرجن؟ # م

  ال شمكن الجنسك 

 عندمم غكون الرجن مك ئي غشعر بأنه الن جمذبك  ولذلك امن م مرس ه للجنس ةكون الن

 بعض الرجمل ةكون م مرس هم للجنس كمل ع مد لكن الشعور بمل  ع  الجنسك  غكون الن

 ال ع مد كوسكل  للشعور بأنهم بحمل أاضن القلكن من الرجمل غحمول أن غ مرس الجنس أكثر من
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 بعض ايدوغ  ال ضمدة لالك ئمب ةقلن الر ب  اي م مرس  الجنس

 من ال هم أن نعر  انه كل م ةحسنت  مل  ال رغض الن سك  امن الر ب  اي م مرس  الجنس واالس   م  به ةكون أكثر

أكثر عرض  لإلرمب  بمالك ئمب ولكن هنمك الكثكر من من الضرور  أن ن ذكر أن بعض ال رضج ال صمبكن بملعجب الجنسي 

 الطرج للعالج

 االن حمر 

 الرجمل أكثر إلدامم علج االن حمر بثالث مرا  من النسمغ

 االن حمر أكثر ان شمرا عند الرجمل ال طلقكن أو ايرامن

  مال  االن حمر ةكون أكثر إذا كمن ال رغض مدمن علج الكحول

 أن غسمعد ال رغضال حدث عن االن حمر م كن 

 # مم الذ  م كن أن ن عله إذا أ سسنم أن ال رغض م كن أن غقدم علج االن حمر؟

   ج لو كمن ال رغض  كر لمدر عن ال عبكر عن مشمعره من الضرور  اخذ أ  ةصر  غثكر الشكوك علج مح ن الجد

 الجد بملنسب  للرجن الذ  غ كر بمالن حمر من ال ذل بملنسب  له عدم أخذه علج مح ن

من ال هم أن نعر  أن سؤال ال رغض عن ة ككره بمالن حمر لن غضع ال كرة اي رأس ال رغض ولن غجعله أكثر إلدامم علج هذه 

 ال سمل 

 # ةقدغم ال سمعدة

الكثكر من الرجمل غجد رعوب  اي طلي ال سمعدة عندمم غصمبون بمالك ئمب, من ال هم ال وضكح أن االك ئمب مم هو إال ةغكر 

 مئي اي الدممغ أو ن مج عملم م طلي ملئ بملضغوط وال عالل  له بمل شن أو الضعفكك ك

لدرة الرجمل اي الحصول علج ال سمعدة اكبر إذا ةم ال عر  علج م طلبمةهم مثمل علج ذلك: من السهن علج الرجن ال حدث عن 

 عن ةش كي االك ئمب عند الرجن أعراضه الجس منك  أكثر من ال حدث عن مشمعره لذلك الكثكر من ايطبمغ غغ لون

إذا كمن الرجن ال ك ئي غ  لك عالل  ثمب   وسوغ  امن الشرغك م كن أن غكون  لكف اي العالج ا ذا ةم ال وضكح له مم غحصن 

 لل رغض

 ال سمعدة الذاةك 

 لحدغف مع ا دهم ةكلم مع ا دهم: إذا كنت ة ر بضكق أو أ وال سكئ   مول أن ة كلم مع خ ي مم وإذا لم ةشعر بسهول  ا

 ا ن ال  كن ك مب  مم ةشعر به

  .ماظ علج نشمطك: ممرس أنشط  خمرج ال نبل وخصي ول م للنشمط الرغمضي   ج لو كمن م مرس  رغمض  ال شي 

 النشمط الرغمضي غسمعد علج الحصول علج نوم مرغح ك م انه غسمعد علج إبعمد اياكمر السلبك 

  ال حماظ  علج أولم  الوجبم    ج لو لم ةشعر بملجو  ك م انه من  ا رم علج الطعمم الصحي: من الضرور

 الضرور  اإلكثمر من ال ضمر وال واكه وإدراجهم بكن الوجبم 

  ةجني الكحول وال  درا : علج الر م من أن هذه العقملكر لد ةعطي خعورا مؤل م بملسعمدة إال أنهم ةبغد الحمل  سوغا علج

 ال دس البعكد

  إذا لم ةحصن علج لدر كم  من النوم:  مول أن ةقوم بع ن مرغح ك شمهدة ال ل مز أو االس  م  إلج برام  ال ةشعر بملحبن

 الرادغو. إذا كنت ةشعر بمل وةر لم ب  مرس  الرغمض  أو الكو م أو ال دلكك

 لم بع ن ةس   ع به: لم ب  مرس  الرغمض  أو هواغ  لدغ   ولد غ كد ةعلم هواغ  جدغدة 

  كمةك: لد غكون ن ط الحكمة غ كن للك مل م م غسبي لسوة علج الن س.  مول أن ةكون أكثر والعك  وللن ركب علج ن ط 

 الح ن علج ن سك و مول أن ةكون أكثر ةسممحم مع ن سك
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    خذ ول م للرا  : من الضرور  اخذ ا را  را   من الروةكن الكومي لعدة أغمم,   ج لو أخذ  بعض السمعم  للرا

كن. الرأ عن االك ئمب  هنمك العدغد من الك ي ال ي ةسمعد علج ال ككف مع االك ئمب أو ال ي ة كنك من وةغككر الروة

 مسمعدة اآلخرغن ل هم االك ئمب بشكن اكبر

  انضم ل ج وع  ةسمندك: لد غكون رعبم أن ةسمعد ن سك إذا كنت مك ئبم لكن الحدغف مع أنمس غعمنون من ن س ال شكل  لد

 عنوغم غسمعد اي راع ال 

 

 

 # ككف اس طكع الحصول علج ال سمعدة؟

االك ئمب أو ايمراض الن سك  مثلهم مثن ايمراض العضوغ  وال ةس دعي ال جن أو اإل سمس بملحرج. لكن من الضرور  

 الحصول علج ال سمعدة

 الصد ال  مرس العمم لطلي ال سمعدة

  مول أن ةجد الطبكي الذ  ةرةمح له وغكون م واجدا

بملنظر إلج مدس الشعور بملسوغ أو الظرو  ال ي ة ر بهم أو ايعراض الجس منك  ال ي  غ كن أن غقدمه ال  مرس العمملذ  مم ا

 ةشعر بهم غ كن لل  مرس العمم أن غق رح علكك:

لوكي * م مرس  اينشط  الرغمضك  أو الك ي ال ي ةحف علج ال سمعدة الذاةك  أو برام  الك بكوةر ال ع  دة علج العالج الس

 اإلدراكي

 * العالج عن طرغق الكالم

 * ايدوغ  ال ضمدة لالك ئمب

لد ال ةعجبك اكرة الحدغف إلج ايخ مم أو جلسم  العالج الن سي أو لد ال غعجبك اخذ ايدوغ  ال ضمدة لالك ئمب علج الر م من 

ل ت نظر ال رغض انه لد ال غكون اي وضع  أن هذه العالجم  ةسمعد كثكرا اي عالج مم ةعمني منه من  مل  االك ئمب. من ال هم

 غس ح له بمخ كمر ايرلح له إذا كمن اي  مل  إ بمط لذلك كمن من ال هم منملش  ال سمل  مع ردغق أو لرغي أو الشرغك

لد غسمعدك الطبكي بمل حي السرغر  ل ش كي بعض ايمراض ال ي ةسبي االك ئمب وإذا كنت ة نمول أ  عالج بشكن من ظم ا ن 

 ضرور  إخبمر الطبكي ال عمل ال

 أخكرا امنه من ال هم أن ةكون م  مئال:

 لد غشعر البعض انه من  كر ال  كن ال عماي من هذا ال رض 

  بعض ايخ مم غ رج من هذه ايزم  بشكن الو  وغكون لمدرا علج النظر إلج ال شكال  و العاللم  بشكن أاضن 

  ا رة وأخرس لكن ةكون لهم القدرة علج ال عممن معهمغس  ر بعض ايخ مم بمإل سمس بمالك ئمب بكن 

 ةذكر أن االك ئمب مرض خمئع وغ كن عالجه وأنت ةس حق العالج 

 

 الكحول واالكتئاب

 هذه ال طوغ  م كدة لكن خ ي 

 غعمني من إدممن الكحول و االك ئمب 

 مه م يمر خ ي عبغب علكه غعمني من اإلدممن علج الكحول و االك ئمب 

ل طوغ  علج بعض ال علومم  ال ه   عن إدممن الكحول واالك ئمب و كك ك  العالج أو مسمعدة اآلخرغن علج ة طي ةح و  هذه ا

 هذه ايزم 
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 سي اإل صمئكم  اي ال  لك  ال  حدة هنمك رجن من بكن كن ثالث  رجمل وامرأة من بكن كن س   نسمغ غعمنون من مشكل  طبك  

 ن كج  معملرة ال  ور 

 كن كن عشرة رجمل وامرأة من بكن ثالثكن امرأة غعمنون من اإلدممن علج الكحولهنمك رجن من ب

 مم الذ  غحدث عند خرب الكحول؟

 عندمم غشرب اإلنسمن ال  ر امنه غعبر للدم عن طرغق جدار ال عدة وغكون االم صمم عملكم إذا كمنت ال عدة خملك  من الطعمم

خمغ وبمل ملي سهول  ال حدث مع اآلخرغن خصورم إذا كمن الش ي من النو  بعد ذلك بدلمئق غشعر اإلنسمن بملد غ واالس ر

 ال جول

من نم ك  أخرس خرب الكحول   ج لو كمنت الك ك  بسكط  امن الش ي  كر مؤهن للقكمدة أو ةشغكن ال مككنم  الثقكل , سو  غؤثر 

 علج القدرة علج اة مذ القرارا  بملنسب  للش ي

 ول سكبدأ بملحدغف بشكن  رغي وسكبدأ بمل رنح وغبدأ بمل  وه بكل م   كر الئق  غندم علكهم ال قمإذا اس  ر الش ي بشرب الكح

بملنهمغ  غشعر اإلنسمن بملنعمس والر ب  بملنوم ك م انه غشعر بملدوار والغثكمن, ومن ال  كن أن غغ ج علكه  وبعدهم ال غ كن للش ي 

 أن غ ذكر مم  دث له اي الكوم ال ملي

 لج الكحول:اإلدممن ع

  بعض ايخ مم غشعر بأنه م وةر وخممن بمل ملي غلجم لشرب الكحول لك  ف ال وةر ل  رة ثم غبدأ اس  دام الكحول كملدواغ

 بشكن مس  ر

 ال غس طكع ال ولف عن الشرب 

  عندمم غصحو ال رغض ةكون عنده رعش  بملكدغن واإل سمس بملعصبك 

 غبدأ بملشرب بأولم  مبكرة 

 الدوام و غ كمسن عن الع ن وةبغد ايغمم ال رضك  غبدأ بمل أخر عن 

   غكون عصبي مع ايخ مم ال حكطكن وغدخن اي مشمجرا 

 غس  ر بملشرب   ج لو كمن ذلك غسبي له الكثكر من ال شمكن 

 غبدأ بشرب ك كم  أكثر 

 اآلثمر بعكدة ال دس لشرب الكحول؟

 االك ئمب   كف ا ن عدم خرب الكحول غح ي من االك ئمب 

 ر  بمندامعك : خرب الكحول غ كن أن غؤد  إلج اإللدام علج ةصرام   كر معقول  وال غ كن القكمم بهم لو نشرب ال ص

 الكحول مثن أع مل العنف والعاللم   كر ال شروع  واإللدام علج االن حمر

 االن حمر: 

 % من الرجمل الذغن غقدمون علج االن حمر لدغهم مشمكن اإلدممن علج ال  ور42 -

 % من الرجمل الذغن ان حروا كمنوا لد خربوا ال  ر لبن اإللدام علج االن حمر72 -

 الذهمن: س م  ايروا  عندمم ال غكون أ دا هنمك أو الشك بمآلخرغن -

 ال ر : اقدان الذاكرة مثن مرض البهمغ ر -

 مم هي العالل  بكن ال  ر واالك ئمب؟

ئمب ك م أن اإللدام علج االن حمر غكون أكثر ان شمرا بكن الذغن غدمنون خرب هنمك عالل  وثكق  بكن اإلدممن علج ال  ر واالك 

 ال  ور
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 خرب ك كم  كبكرة من الكحول ةؤد  إلج االك ئمب -

 البعض غشرب لكرةمح من ال وةر أو االك ئمب -

 اي كال الحمل كن

 الكحول م كن أن غؤثر اي كك كمئك  ال خ م م غؤد  إلج زغمدة م مطر االك ئمب -

 عندمم غس  كق ال   ور من آثمر الشرب امن اإل سمس بملذني وال وةر والقلق غكون م باغد م م غؤد  إلج اللجوغ للشرب -

الحكمة ةكون أكثر كآب  غبدأ ال دمن بملجدال مع ايسرة وايردلمغ وغبدأ بما عمل ال شمكن اي الع ن ك م غال ظ أن ال دمن بدا  -

 ذاكرةغ دهور من النم ك  الجنسك  وال

 مم هي ك ك  الكحول ال ي ةع بر ك ك  كبكرة؟

و دة للنسمغ اي ايسبو  اإنهم ةكون ةعد   14و دة اي ايسبو  بملنسب  للرجمل أو أكثر من  01إذا ةعد  الك ك  عن أكثر من 

الك الكحول ال ي من الك ك  ال س وح اكهم  سي البروةوكوال  البرغطمنك  و من ال هم أن نعر  انه لكس هنمك  دود آمن  الس ه

 ال  كن أن نقول انه إذا ةم ةعدغهم ةصبح مضرة بملجسم

 ل مذا ة  لف الك ك  بكن الرجن وال رأة؟

عندمم غكون هنمك رجن وامرأة من ن س الوزن وغشربون ن س الك ك  من الكحول امن الك ك  ال  رسب  اي ايعضمغ بملنسب  للنسمغ 

 سمغ غكون النةكون أكثر لذلك امن الحد ايعلج للن

 مم هي و دا  الكحول؟

من من ال شروبم  الرو ك ,  05من من الكحول الصماي إ  مم غعمدل  12جرام أو  8الو دة الوا دة من الكحول هي عبمرة عن 

 من من النبكذ  10% من البكرة أو الجع  أو 3.6إ  ربع ل ر من 

غق  غ كن أن نعر  كم و دة من الكحول اي إ  نو  من أنوا  من من الكحول اي ل ر من الشراب. بهذه الطر 1% غعمدل  1كن 

% من الكحول اي ل ر وا د من الجع  أ  أن العلك  ال ي ةح و  علج نصف ل ر 5الشراب. خ س  بمل مئ  من الجع  ةح و  علج 

 ةح و  علج و دةكن ونصف من الكحول

 لكحول من  كف الحجم% ا1.0كن أنوا  الكحول ال بمع  اي ال  لك  ال  حدة هي الو  من 

إذا كمن الش ي بع ر رغكر امنه من ال   ع بملنسب  له أن غجرب خرب الكحول واقد السكطرة لك لق ردالم  مع اآلخرغن أو أن 

 غكون ض ن مج وع  من ايردلمغ

الشحوم امنه غ رسي  بملنسب  للبملغكن امن الش ي غ قد الكثكر من العضال  وغكسي ك ك  من الشحوم وب م أن الكحول ال غ رسي اي

 اي ايعضمغ الداخلك ق م م غعني أن البملغ إذا كمن بن س وزن ال راهق امن الضرر علكه غكون أكثر

 الشرب بنهم:

الشرب بك كم  معقول  كن غوم هي خرب ن س الك ك  كن غوم لد غشرب الش ي ك كم  اكبر اي بعض اللكملي لكنه غظن اي  دود 

يسبو . مع ذلك هنمك مشكل   كف انه الشرب بك كم  كبكرة غومكن بميسبو  لد ةؤد  ل لف خالغم ال عقول إذا لم غشرب خالل ا

 الدممغ ك م لو انك كنت ةشرب بك كم  كبكرة كن غوم

 مم هو الشرب بنهم إذا" ؟

 انه الك ك  ال ي من خاللهم ةبدأ ال الغم بمل لف ك م أن نسي  دوث الوامة ةكون اكبر كذلك االك ئمب

 

 



 
 

218 

 نحسي الك ك  ال ي نشربهم؟ ككف

إن  سمب الك ك  ال ي نشربهم ال غ م بدل  إال إذا ل نم ب دوغن كن مم نشرب خالل ايسبو  ك م انه غحدد مكممن ال طورة وايممكن و 

 ايخ مم الذغن غحرضون علج خرب ال  ور

 عالمم  ال حذغر:

 من ال ؤخرا  ال ي ةدل علج زغمدة الشرب:

 ضي أو اإل بمط أو القلق واالك ئمبالشرب لل ككف مع الغ 

  الشرب لإل سمس بملثق 

 اإل سمس بإعراض مم بعد الشرب بشكن م كرر 

 اإل سمس بصعوب  ال عممن مع اآلخرغن 

 الشعور بمالخ ئباز والغضي من كثرة الشرب ولد ة  لكك اكرة االن حمر 

 إخ مغ الك ك  ال ي غ م خربهم عن ايهن وايردلمغ 

 ال ضمض  عند الشربالشعور بمل رارة  و 

 الحمج  لبغمدة ك ك  الشرب للشعور بمل حسن 

 ال ولف عن بعض اإلع مل وال همم لكسي الولت بملشرب 

 الشعور بملقلق وال وةر ربكح  الكوم ال ملي للشرب والشرب إلغقم  هذا الشعور 

 الشرب اي أولم  بمكرة اي كن غوم 

  وعدم الرا  الشعور بمن ايخ مم ال حكطكن بك غشعرون بمإل راج 

 ممذا إذا كنت اخرب بك كم  كبكرة؟

 ضع لن سك هدام ل   كن من ةقلكن الك كم  ال ي ةشربهم 

 ةجني ال والف ال ي ةكون اكهم بحمج  لشرب ك كم  كبكرة 

 للن من لوة الشراب مرة بعد أخرس 

 ا رم علج ع ن ايخكمغ ال ي غ كن أن ةجنبك ةنمول الشراب 

 لعمئل   كف أن لهم القدرة علج مسمعدةك ومسمندةك اي االم نم  عن الشرابةكلم مع ردغق أو ا دأإاراد ا 

 ةكلم مع طبكبك  كف أن هذه ال طوة مسمندة للكثكرغن لالم نم  عن الشراب 

بعض ايخ مم لهم القدرة عن االم نم  نهمئكم عن الشراب بدون ال درج أمم البعض ايخر ا ن ال  كن أن غعمني من اإلعراض 

 لإللال  عن الكحول االنسحمبك 

 االم نم  عن خرب الكحول واالك ئمب

أخ مم غشعرون بمل حسن لذا امنه من اياضن اإللال  عن الشراب بداغ  ومن ثم  12من كن  8عندمم غقلع ال دمن عن الكحول امن 

 معملج  االك ئمب بعد ذلك

عر ب حسن بمل باج, ك م غشعر ايهن وايردلمغ بأنك أكثر بعد اإللال  عن الشراب بعدة أسمبكع س شعر بأنك أكثر لكمل  ك م انك ةش

 ةوااقم معهم

إذا كنت ال ةبال ةشعر بمالك ئمب بعد ةرك الشراب لعدة أسمبكع الصد طبكبك ال عمل  وةحدث معه ع م ةشعر به من أ مسكس 

 خصورم إذا كمن إ سمسك بمالك ئمب مرةبط ببعض ايزمم  اي  كمةك

ك ئمب اعلكك بملذهمب إلج طبكبك الذ  م كن أن غسمعدك اي العالج عن طرغق العالج السلوكي ال عراي إذا لم ةشعر ب حسن من اال

أو عن طرغق ورف مضمدا  االك ئمب واي كن الحمال  علكك بمالم نم  عن الشرب. هنمك بعض ايدوغ  ال ي ةقلن من الر ب  اي 

 ةنمول الكحول
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