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This Job Aids has been developed in line with the mental health Gap Action Programme (mhGAP) 
Intervention Guide version 1.0 

and adapted based on the draft version 2.0. It serves as a model guide for use by non-specialists working in health 
care settings in middle- to low-income countries.

The Job Aids includes guidance on evidence-based interventions to identify and manage a number of priority 
conditions:

• Depression
• Self-harm / Suicide
• Psychosis
• Developmental Disorders
• Dementia

Each module has two sections:
(1) Assessment; and (2) Management, including non-pharmacological as well as pharmacological management. 

Introduction
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The symbols used in this Job Aids are: Attention / Problem

Do not

Children / adolescents

Pregnant woman

Older people

Symbols
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DEPRESSION

• Low energy, fatigue, sleep or appetite problems
• Multiple persistent physical symptoms with no clear cause 

(e.g. aches and pains, palpitations, etc.) 
• Persistent sadness or depressed mood and anxiety
• Low interest or pleasure in activities

Common presentations of Depression:



DEPRESSIONAssessment

I. Does the person have moderate to severe depression?

A

B

C

In the last two weeks:
(at least 1 of the 
following  symptoms)

In the last two weeks: 
(at least 3 of the 
following symptoms)

Difficulties in daily 
functioning

• Depressed mood: 

• Loss of interest: 

How do you feel lately? How is your mood lately? Did you feel 
sad, depressed or angry most of the time?

How do you feel about the activities that are normally 
pleasurable?

• Reduced energy / fatigue:

• Reduced concentration:

• Reduced self-esteem
and self-confidence:  

• Ideas of guilt and worthlessness: 

• Bleak and pessimistic
view of the future: 

• Ideas or acts of self-harm 
or suicide: 

• Disturbed sleep: 

• Diminished appetite:

How is your energy level? Do you feel tired most of the time? 
Are you still practicing the activities that you used to do and in 
the same way you used to do them?
How is your concentration? Do you feel like you’re forgetting 
things lately?

How is your self-esteem/self-confidence?

Is there anything on your mind? Any feelings of guilt? How do 
you perceive yourself? 

How do you see the future?

Are you having thoughts to harm yourself or end your life? 
Did you try to harm yourself? 

How is your sleep pattern?

How is your appetite?

Are you having difficulty in daily 
functioning (in personal, family, 
social, educational, or occupational 
domains)?

If YES to A, B, and C

Consider moderate to severe depression, 
continue assessment



DEPRESSIONAssessment

Consider moderate to severe depression, 
continue assessment

II.  Are there other possible explanations for the symptoms other than moderate to severe 
depression?

A normal reaction is when the person is:

• Sad for losing someone close (death or separation) in the last 6 months 

• Able to do his/her daily activity (at least eating and sleeping)

• Does not have suicidal ideations 

• Does not have feelings of worthlessness

If YES to B The person suffers from normal reactions to major loss, go to management 

If YES to any of the cases mentioned in A 

• Anaemia (fatigue, weakness, shortness of breath, etc.) 

• Malnutrition (Body mass index) 

• Hypothyroidism (fatigue, decreased concentration, weight gain, etc.) 

• Stroke

• Medication use / side effects 

• Alcohol or drug use disorders: Do you drink alcohol? Are you taking any substances?

A

B

Other physical 
conditions

Normal reactions to 
recent major loss

Manage the physical condition that the person suffers from 

Before confirming diagnosis of moderate to severe depression, you must rule out the following:



DEPRESSIONAssessment

Suspect Bipolar disorder, in this case the management differs If YES to A and B 

• Extremely happy, elevated, expansive or irritable? 

• Having more activity / energy?

• Sleeping less or not in need of sleep? 

• Extremely talkative? 

• Your thoughts rushing through your head? Having many ideas and plans?

• Feeling very important? 

• Unable to concentrate? 

• Your behaviour is reckless? For example, you’re spending more than usual? Arguing with 
people? Driving fast? 

Did you have difficulty in daily functioning? Did the symptoms require hospitalization?

A

B

Did you ever feel, for 
at least one week, 
or did the people 
around you tell you 
that you are

Difficulties in daily 
functioning

III. Ask about history of manic episode:
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DEPRESSIONAssessment

• Are you pregnant? If yes: what is the date of the last menstrual period? 

• Are you breastfeeding?

• Is your child growing normally? Are you having the energy to take care of your child?

Attention to mistreatment, abuse, or bullying: Is there anyone bothering you? At school or where you live or your 
friends?  

If the person is a female of child bearing age or a child or an adolescent The management of the case differs

IV. If the person is a female of child bearing age  

V. If the person is a child or adolescent 
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Management DEPRESSION

If the person has recently self-harmed, attempted suicide, or had thoughts or plans to do so 

Go to SUICIDE module urgently to manage the condition 

If the person has a normal reaction to major loss 

• Do not prescribe antidepressants 

• Offer psychosocial support 

• Follow up (re-assess for depression in follow up visit)

If the person has bipolar depression 

• Refer to specialist 

• Do not prescribe antidepressants 

If the person is a child or adolescent

• Offer psychoeducation to parents

• Psychosocial support is the first line treatment

• Do not prescribe antidepressants 

• Follow up

• Psychosocial support is the first line treatment 

• Do not prescribe antidepressants 

• Refer to specialist

If the person is a pregnant / post-partum / breastfeeding woman
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Management - non-pharmacological DEPRESSION

A

B

C

D

E

Psychoeducation 

• Depression is a very common problem

• Depressed people tend to have unrealistic negative opinions about themselves 

• Effective treatment is possible

• Continuing the activities that used to be interesting  

• Maintaining a regular sleep cycle (i.e. trying to get up at the same time every day) 

Addressing current psychosocial stressors 

Identify supportive family members and involve them as much as possible and appropriate

Reactivate social networks

Structured physical activity programme (i.e., walking for 45 minutes, 3 times a week) 

Offer regular follow up

I. Psychosocial support (refer to mhGAP-IG)
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Management - pharmacological DEPRESSION

II.  Pharmacological management 

Antidepressants Amitriptyline 
(TCA) 

Fluoxetine 
(SSRI) 

Sertraline1

(SSRI) 

Starting dose for 
adults

25 mg 
at bedtime

10 mg once/day 
or 20 mg once every other 

day
Increase to 20 mg after 

1 week

25 mg 
once/day 

Dose increment for 
adults

Increase by 25-50 mg
per week

If no response in 6 weeks, 
increase to 40 mg once/day

Increase by 25-50 mg
per week

Typical effective 
dose in adults

100-150 mg
 (max. dose 300 mg)

20-40 mg 
(max. dose 80 mg)

50-100 mg

Starting dose for 
adolescents 

Do not prescribe 
to adolescents 

Psychotherapy as first line; 
10 mg once/day

Monitor frequently; 
give 6-12 weeks before 
assessing effectiveness 

Do not prescribe to 
adolescents 

Starting dose for 
older people and 
medically ill

25 mg at bedtime
Monitor frequently; 

give 6-12 weeks before 
assessing effectiveness

Better to avoid in older people

10 mg once/day 25 mg once/day 
2nd choice after Fluoxetine
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Management - pharmacological DEPRESSION

Antidepressants Amitriptyline 
(TCA) 

Fluoxetine 
(SSRI) 

Sertraline1

(SSRI) 

Typical effective 
dose in adolescents, 
older people and 
medically ill

50-75 mg
 (max. dose 100 mg) 

Do not prescribe in adolescents 

20 mg
(max. dose 40 mg)

50-100 mg 
Do not prescribe in 

adolescents

Persons with 
cardiovascular 
disease 

Do not prescribe First choice 25 mg once/day
Increase to 50 mg after 

1 week 

Persons with 
thoughts or plans 
of suicide  

Do not prescribe First choice; give limited 
supply (one week at a time)

Give limited supply
 (one week at a time)

Common 
side-effects

Orthostatic hypotension (risk of 
fall), dry mouth, constipation, 
difficulty urinating, dizziness, 
blurred vision and sedation

Headache, restlessness, 
nervousness, loss of appetite 

and other gastrointestinal 
disturbances, weight 
changes, headache, 

reversible sexual dysfunction

Nausea, loss of appetite 
and other gastrointestinal 

disturbances, weight 
changes, headaches, fatigue, 
dizziness, reversible sexual 

dysfunction, etc. 

Caution In case the person develops a manic episode during treatment:
Stop antidepressants immediately; carefully monitor drug interactions; refer to a specialist 

1 Sertraline is specific to Lebanon and is on the essential list of medications available at the primary health care centres
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SELF-HARM/SUICIDE

• Current thoughts, plan, or act of self-harm or suicide
• History of thoughts, plan, or act of self-harm or suicide 

Common presentations of Self-harm / Suicide:



Assessment - EMERGENCY cases SELF-HARM / SUICIDE 

• Are there any signs of poisoning or intoxication?

• Is the person bleeding from a self-inflicted wound?

Forced emesis is not recommended in the case of intoxication 

Referral to a specialist 

Urgent medical treatment for injury or poisoning 

Do not leave the person alone 

I. Has the person attempted a medically serious act of self-harm? 

Assessment and management in emergency cases should proceed simultaneously! 
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SELF-HARM / SUICIDE Assessment - Non EMERGENCY cases

= Attention to the imminent risk of self-harm / suicide 

Person’s current 
presentation

Current suicidal 
ideation 

History of 
thoughts in the 

past month

Act of self-harm in 
the past year

Time

Agitated 

Violent

Uncommunicative 

Distressed

1

5 9

4 8

3 7

2 6

Graph clarifying the different scenarios that indicate that the person is at imminent risk of self-harm/suicide

I. Assess if the person is at imminent risk of self-harm / suicide  
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SELF-HARM / SUICIDE Assessment - Non EMERGENCY cases

Scenario Explanation  Ask the person (or carer)

Currently thinking or planning self-harm / suicide Are you having thoughts about 
hurting yourself or ending your life?

Currently agitated and has thought about or planned self-harm / suicide 
in the past month

Have you made any plans, during 
the past month, to harm yourself 
or end your life?

Currently aggressive and has thought about or planned self-harm / 
suicide in the past month

Currently uncommunicative and has thought about or planned self-harm / 
suicide in the past month

Currently distressed and has thought about or planned self-harm / 
suicide in the past month

Currently agitated and actually harmed self in the past year

Have you tried, during the past 
year, to harm yourself or end your 
life?

Currently aggressive and actually harmed self in the past year

Currently uncommunicative and actually harmed self in the past year

Currently distressed and actually harmed self in the past year

5

9

4

8

3

7

2

6

1

Table explaining the different scenarios mentioned in the graph and how to ask about self-harm / suicide

The person has imminent risk of self-harm / suicideIf YES to any of the abovementioned scenarios
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SELF-HARM / SUICIDE Assessment - Non EMERGENCY cases

Assess 

• Depression

• Drug and alcohol use disorders 

• Psychosis

• Epilepsy

• Behavioural disorders (refer to mhGAP-IG) 

Do you suffer from chronic pain? 

III. Does the person have chronic pain?

IV. Does the person have emotional symptoms severe enough to warrant clinical management? 

Difficulty carrying out usual work, school, domestic, or social activities 
• Are you having difficulty in daily functioning (in personal, family, social, educational or 

occupational domains)? 

Marked distress or repeated help-seeking 
• Are you feeling distressed and asking for help from people around you? 

Repeated self-medication for emotional distress or unexplained somatic symptoms
• Are you taking medications without doctor’s prescription? 

A

B

C

II.  Does the person have concurrent priority mental, neurological, or drug use disorders?
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Management - non-pharmacological SELF-HARM / SUICIDE 

A

B

C

D

Remove means of self-harm / suicide and do not leave the person alone

Mobilize family and friends to monitor and support the individual during imminent risk period 

Maintain regular follow up 

Offer and activate psychosocial support 

• Focus on the person’s positive strengths by getting them to talk of how earlier problems have been
resolved 

• Consider problem solving therapy 

I.  Psychosocial support (refer to mhGAP-IG)
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Management - pharmacological SELF-HARM / SUICIDE 

II. Pharmacological

Do not prescribe medication unless necessary 

If prescribing medication

• Use medications that are the least dangerous in case of overdose

• Give prescriptions for short duration (e.g. one week at a time)
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PSYCHOSIS

• Marked behavioural changes, neglecting usual responsibilities 
related to work, school, domestic or social activities

• Agitated, aggressive behaviour, decreased or increased activity
• Fixed false beliefs (not related to the person’s culture)
• Extreme suspicion
• Hearing voices or seeing things that are not there

Common presentations of Psychosis:



PSYCHOSISAssessment

• Is there anything worrying you? Anything bothering you?

• Do you trust people around you? 

Ask the person: 

• Do you feel that someone is planning to hurt you? Do you feel that you are under
surveillance? 

• Do you feel that someone else can control your mind and thoughts? 

• Do you feel that people can guess what you are thinking? 

• Do you hear voices or see things that no one else can hear or see?

• Do you hear a voice and when you turn around, you do not see anyone? What is the voice 
telling you?

• How do you rate your self-care? Personal hygiene? 

• How about your social activities? 

• Are you seeing your friends? 

• Are you going to work? School or university? 

A

C

B

D

Feeling of suspicion 
and extreme fear

Hallucinations 
(auditory, visual, etc.) 

Fixed false beliefs

Daily functioning 

I. Does the person have psychosis?  
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PSYCHOSISAssessment

• When did the symptoms appear?

• Did this ever happen before?

• Was he/she on medication? Since when? Did he/she stop treatment?

Also ask about: 

Ask the carer: 

A

C

B

D

Feeling of suspicion 
and extreme fear

Hallucinations

Fixed false beliefs 

Daily functioning

What is concerning you about the person? 

• How is he/she acting recently? 

• Is he/she acting strange lately?

• Do you feel he/she is looking at something that 
does not exist? 

• Or listening to someone who is not there?

• Is he/she talking to himself/herself? 

• How do you rate his/her self-care? Personal hygiene? 

• How about his/her social activities? Is he/she seeing 
his/her friends? 

• Is he/she going to work? School or university? 

If YES to
A, B, C, and D

Consider psychosis, 
continue assessment
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PSYCHOSISAssessment

A

B

C

D

Delirium (sudden onset, confusion, neurological symptoms or fever)

Medication use / side-effects 

Dementia

Alcohol or drug use disorders

• Do you drink alcohol?

• Are you taking any substances? 

If YES to A, B, C, or D You must manage the condition 

II.  Are there other possible explanations for the symptoms other than psychosis?  
Before confirming diagnosis of psychosis, you must rule out: 
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PSYCHOSISAssessment

A

B

Did you ever feel, for at least one week, or did the people around you tell you that you are

1. Extremely happy, elevated, expansive or irritable? 

2. Having more activity / energy?

3. Sleeping less or not in need of sleep? 

4. Extremely talkative? 

5. Your thoughts rushing through your head? Having many ideas and plans?

6. Feeling very important?

7. Unable to concentrate? 

8. Your behaviour is reckless? For example, you’re spending more than usual? Arguing with people? 
Driving fast?

Difficulties in daily functioning

Did you have difficulty in daily functioning? Did the symptoms require hospitalization? 

If YES to A and B Suspect bipolar disorder

You must also assess for manic episode (in this case, the management differs) 

III. Is the person having an acute manic episode? 
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PSYCHOSISAssessment

Are you having thoughts to harm yourself or end your life? Did you try to harm yourself? 

Case management differsIf the person is a female of child bearing age 

• Are you pregnant? If yes, date of last menstrual period? 

• Are you breastfeeding?

• Is your child growing normally? Are you having the energy to take care of your child?

V. If the person is a female of child bearing age:

IV. Ask about imminent risk of self-harm/suicide:
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PSYCHOSISManagement

If the person has recently self-harmed, attempted suicide, or had thoughts or plans to do so 

If suspecting bipolar disorder

If adolescent

If pregnant / post-partum / breastfeeding woman

If older person 

Go to suicide module urgently to manage the condition

• Refer to a specialist  
• If the person is agitated, communicate with a specialist and stabilize (give Haloperidol)

• Refer to a specialist  

• Give Haloperidol and Chlorpromazine in low doses 

• Do not prescribe anticholinergic medication 

• Refer to a specialist

• Use lower doses of medications 

• Attention to the risk of drug interaction
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Management - non-pharmacological PSYCHOSIS

A

B

C

Involve persons with psychosis and their carer actively in the design, implementation, and evaluation of 
these interventions

Psychoeducation for person and carer 

People with psychosis need regular follow up

If person with psychosis

I. Psychosocial support (refer to mhGAP-IG)
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Management - pharmacological PSYCHOSIS

Antipsychotic medication Haloperidol Risperidone Chlorpromazine 

Starting dose 2.5 mg daily 1 mg daily 25-50 mg daily

Typical effective dose 4-10 mg/day 
(max. dose 20 mg)

4-6 mg/day 
(max. dose 10 mg)

75-300 mg/day 
(max. dose 1000 mg)

Route  Oral / intramuscular Oral Oral

Significant side-effects

Extrapyramidal
side-effects*

+++ + +

Sedation (especially in
older people)

+ + +++

Urinary hesitancy + ++

Orthostatic hypotension + + +++
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Management - pharmacological PSYCHOSIS

Antipsychotic medication Haloperidol Risperidone Chlorpromazine 

Significant side-effects

Increase risk of ischaemic 
stroke (especially in older 
people)

+ +

Metabolic syndrome + +

Neuroleptic malignant 
syndrome**

Rare Rare Rare

Stop antipsychotic medication immediately if this syndrome is suspected and keep 
person cold and provide sufficient fluid.

* Extrapyramidal symptoms include acute dystonic reactions, tics, tremor, and cogwheel and muscular rigidity.
** Neuroleptic malignant syndrome is a rare but potentially life-threatening disorder characterized by muscular rigidity, elevated 
temperature and high blood pressure.
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Management - pharmacological PSYCHOSIS

Anticholinergic medication Trihexyphenidyl Biperiden

Starting dose 2.5 mg daily 1 mg twice daily

Typical effective dose 5-15 mg daily 
(max. dose 20 mg)

3-6 mg/day 
(max. dose 12 mg)

Route  Oral Oral

For pregnant women Do not 
prescribe

Do not 
prescribe

Significant side-effects

Confusion, memory 
disturbance 
(especially in older people) 

+++ +++

Sedation (especially in
older people)

+ +

Urinary hesitancy ++ ++

The following medications are given for the extrapyramidal side effects of the antipsychotic medication

31



Developmental Disorders

• Delayed development: much slower learning than other 
children of same age in activities such as: smiling, sitting, 
standing, walking, talking / communicating and other 
areas of development, such as reading and writing

• Abnormalities in communication; repetitive behaviour
• Difficulties in carrying out everyday activities normal for 

that age

Common presentations of Developmental Disorders:



DEVELOPMENTAL DISORDERS Assessment

Age

Motor skills Language and 
communication 

Social interaction Cognitive skills 
(playing, learning, 

thinking, etc.) 

1-2 
months

- Holds head up and 
begins to push up 
when lying on tummy

- Coos, makes gurgling 
sounds

- Turns head toward 
sounds

- Begins to smile at people

- Recognizes parents

- Begins to follow things 
with eyes and recognizes 
people at a distance

- Begins to act bored 
(cries, fussy) if activity 
doesn’t change

6 
months

- Begins to sit 
without support

- Racking 

- Responds to own 
name

- Strings vowels 
together when babbling 
(“ah,” “eh,” “oh”) and 
likes taking turns with 
parent while making 
sounds

- Begins to say 
consonant sounds 
(jabbering with“m,” “b”) 

- Knows familiar faces 
and begins to know if 
someone is a stranger

- Shows curiosity about 
things and tries to get 
things that are out of 
reach

I. Does the child have a delay in development? 
Assess the following domains according to the child’s age

Domain
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DEVELOPMENTAL DISORDERS Assessment

Age

Motor skills Language and 
communication

Social interaction Cognitive skills 
(playing, learning, 

thinking, etc.)

9 
months

- Stands, holding on

- Can get into sitting 
position

- Crawls

- Makes a lot of different 
sounds like 
“mamamama” and 
“bababababa”

- Copies sounds and 
gestures of others

- Uses fingers to point at 
things

- May be afraid of 
strangers

- May be clingy with 
familiar adults

- Looks for things he sees 
you hide

- Plays peek-a-boo

12 
months

- Pulls up to stand, 
walks holding on to 
furniture (“cruising”)

- May take a few steps 
without holding on

- May stand alone

- Pinches

- Uses simple gestures, 
like shaking head “no” or 
waving “bye-bye”

- Makes sounds with 
changes in tone 

- Says “mama” and “dada” 
and exclamations like 
“uh-oh!”

- Tries to say words you say

- Imitates parents 

- Cries when mom or dad 
leaves

- Plays games with one 
person such as “peek-a-
boo” 

- Follows simple directions 
like “pick up the toy”

- Looks at the right picture 
or thing when it’s named

- Pokes with index 
(pointer) finger

Domain
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DEVELOPMENTAL DISORDERS Assessment

Age

Motor skills Language and 
communication 

Social interaction Cognitive skills 
(playing, learning, 

thinking, etc.) 

2 years - Climbs 2 steps or 
more if holding on to 
something 

- Builds towers of 2 or 
more blocks

- Says sentences with 2 to 
4 words

- Gets excited when with 
other children (2 or more)

- Shows defiant behaviour 
(doing what he has been 
told not to)

- Follows two-step 
instructions such as “Pick 
up your shoes and put 
them in the closet.”

- Finds things even when 
hidden under two or 
three covers

- Plays simple make-
believe games (like 
having tea with the doll) 

3 years - Pedals a tricycle
(3-wheel bike)

- Runs easily

- Draws a circle 

- Brushes teeth

- Dresses and undresses 
self

- Carries on a 
conversation using 3 
sentences 

- Says first name, age, 
and sex

- Says words like “I,” 
“me,” “we,” and “you” 
and some plurals (cars, 
dogs, cats)

- Separates easily 
from mom and dad

- Shows concern and 
affection for friends

- Follows instructions 
with 3 steps

- Screws and unscrews jar 
lids or turns door handle

Domain
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DEVELOPMENTAL DISORDERS Assessment

The child might have a delay in development, 
continue assessment

Age

Motor skills Language and 
communication 

Social interaction Cognitive skills 
(playing, learning, 

thinking, etc.) 

4 years - Hops and stands 
on one foot up to 4 
seconds

- Uses scissors

- Sings a song such as the 
“Itsy Bitsy Spider” 

- Tells stories

- Can say first and last 
name

- Would rather play with 
other children than by 
himself

- Cooperates with other 
children

- Enjoys doing new things

- Draws a person with 2 to 
4 body parts

- Starts to copy some 
letters

5 years - Hops; may be able to 
skip obstacles

- Swings and climbs

- Speaks very clearly

- Tells a simple story using 
full sentences

- Says name and address

- Wants to please friends

- Wants to be like friends

- Counts 10 or more things

- Can draw a person with 
at least 5 body parts

- Copies a triangle and 
other geometric shapes

If the child’s development does not match the abovementioned 
points in 1 of the 4 domains

Domain
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DEVELOPMENTAL DISORDERS Assessment

Anaemia 

Chronic disease  

Nutritional deficiency or malnutrition  

If YES to
 A, B, and/or C

If YES to A and/or B

Manage condition

Refer to a specialist 

Does the child fall on the ground for no reason? 

Does the child look like daydreaming? 

A

A

B

B

C

II.  Are there signs suggesting the following?

III. Is there associated epilepsy? 
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A

A

A

B

B

B

C

C

Does the child look you in the eyes?

Does the child turn his head when someone is talking behind him?

Depression

Look specifically for:

If YES to A and/or B 

If NO to 
A, B, and/or C  

If NO to 
A, B, and/or C  

Refer to a specialist

Refer to a specialist

Refer to a specialist

Does the child follow a moving object?

Does the child show reaction to loud noise? 

Behavioural disorder

Can the child grab an object? 

Does the child make a lot of different sounds?

IV. Is there evidence of visual impairment? 

V. Is there evidence of hearing impairment? 

VI. Look for another priority mental condition

DEVELOPMENTAL DISORDERS Assessment



DEVELOPMENTAL DISORDERS Assessment

• Is the child in nursery or school? 

• Is there anyone bothering him? 

Assess the mother for maternal depression 

Is the child agitated? Aggressive? 

Is the child getting along with his peers?  

Does the child suffer from acute physical problems? 

A

B

A

B

C

VII. Is the delay in development due to non-stimulating environment or maternal depression? 

VIII. Is the child’s behaviour problematic?
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Family psychoeducation 

Protect the child from any form of maltreatment, including bullying and exposure to violence at home, 
school and in the community 

Provide advice to teachers 

Community-based rehabilitation 

Promoting and protecting the human rights of the child and the family 

Support for carer

Do not prescribe any medication 

Refer to a specialist 

Follow up 

A

A

D

B

B

E

C

F

G

I.  Psychosocial management (refer to mhGAP-IG)

II. Pharmacological treatment

DEVELOPMENTAL DISORDERS Management



DEVELOPMENTAL DISORDERS How to stimulate your child

Age Play Communicate

New-born 
up to 
1 week

Provide ways for your baby to see, hear, move 
arms and legs freely, and touch you. Gently 
soothe, stroke, and hold your child. Skin to skin 
is good.

Look into baby’s eyes, and talk to your baby. 
When you are breastfeeding is a good time. Even 
a new-born baby sees your face and hears your 
voice.

1 week up 
to 6 months

Provide ways for your baby to see, hear, move 
arms and legs freely, and touch you. Slowly move 
colourful things for your child to see and reach 
for. 
Sample toys: shaker rattle, ring on a string.

Smile and laugh with your child. Talk to your 
child. Get a conversation going by copying your 
child’s sounds or gestures.  

Recommendations for caring for your child’s development:

Domain
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DEVELOPMENTAL DISORDERS How to stimulate your child

Age Play Communicate

6 months 
up to 9 
months

Give your child clean and safe household things 
to handle, bang, and drop. 
Sample toys: containers with lids, metal pot and 
spoon.   

Respond to your child’s sounds and interests. Call 
the child’s name, and see your child respond.

9 months 
up to 12 
months

Hide a child’s favourite toy under a cloth or box. 
See if the child can find it. Play peek-a-boo.     

Tell your child the names of things and people. 
Show your child how to say things with hands 
like “bye-bye”.
Sample toy: doll with face.  

Domain
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DEVELOPMENTAL DISORDERS How to stimulate your child

Age Play Communicate

12 months 
up to 2 
years

Give your child things to stack up, and put into 
containers and take out.
Sample toys: nesting and stacking objects, 
container and clothes clips.      

Ask your child simple questions. Respond to your 
child’s attempts to talk. Show and talk about 
nature, pictures, and things.   

2 years and 
older

Help your child count, name, and compare 
things. Make simple toys for your child. 
Sample toys: objects of different colours and 
shapes to sort, stick or chalk board, puzzle.

Encourage your child to talk and answer your 
child’s questions. Teach your children stories, 
songs, and games. Talk about pictures or books. 
Sample toys: book with pictures.  

Domain
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DEMENTIA

• Decline or problems with memory (severe forgetfulness) and 
orientation to time and place

• Mood or behavioural problems such as apathy (appearing 
uninterested) or irritability

• Loss of emotional control, easily upset, irritable, or tearful
• Difficulties in carrying out usual work, domestic or social 

activities

Common presentations of Dementia:



DEMENTIAAssessment

A

B

Ask the person, as well as carer, about difficulties in orientation, memory, and language

• Do you have difficulty remembering where you are? Do you know where you are?

• Are you forgetting things lately? Do you remember what happened yesterday? 

• Do you have trouble finding words to express yourself? 

Ask the person, as well as carer, about difficulties performing key roles and activities

• Do you have problems performing your usual daily activities?

I. Does the person have dementia?

If YES to A and B Diagnosis of dementia is probable, continue assessment
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DEMENTIAAssessment

A

B

C

D

1. Orientation

2. Memory

3. Language 

• Time: What is the (season) - (year) - (month) - (day) - (date)?

• Place: Where are we (country) - (city) - (town) -
(current location) - (floor)? 

• Retention: Can you please repeat these 3 words: 
watch – book – pencil 

• Recall: Ask about the 3 words again in 3-5 minutes 

• Can you tell me what do you do with a pen? 

• I will point to a body part, can you name it and tell me what 
is its function?

Have the symptoms been present for at least 6 months?

Are the symptoms progressive? 

Are they causing impairment of social function?

If impairment in
A and YES 

to B, C, and D

If impairment in 
A and NO 

to B, C, and D 

Dementia is probable, 
continue assessment

Suspect delirium, 
continue assessment  

II. Test orientation, memory, and language 
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DEMENTIAAssessment

B

A

C

D

Onset of symptoms is abrupt? 

Duration of illness is short? 

Disturbance at night and associated with impairment of consciousness? 

Disorientation to time and place?

If YES to A, B, C, and D Refer to a specialist 

How to assess delirium:
Is any of the following true? 
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DEMENTIAAssessment

B

A

If YES to A and B Refer to a specialist 

Ask the person, as well as carer, about the following symptoms

• Was the person less than 60 years old prior to symptom onset?

• Was the onset linked to a head injury, a blackout, or a stroke? 

Is there a clinical history of?

• Goitre, slow pulse, dry skin, hypothyroidism?

• Sexually transmitted infection (STI) or Human Immunodeficiency Virus (HIV)?

• Cardiovascular disease?

• Poor dietary intake, malnutrition, anaemia?

III. Does the person suffer from other possible medical conditions?

If NO to A and B Suspect dementia, continue diagnosis
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DEMENTIAAssessment

If YES 

If NO 

Assess imminent risk of self-harm / suicide 

Manage depression 
Reassess for dementia after treatment

Continue assessment for dementia 

IV. Is there moderate to severe depression? 
(Refer to Depression module in this job aids) 
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DEMENTIAAssessment

If YES to A or B Refer to a specialist

A

B

Cardiovascular risk 
factors

Other physical 
conditions

• Hypertension (high blood pressure)

• High cholesterol

• Diabetes

• Smoking

• Obesity

• Heart disease (chest pain, heart attack)

• Previous stroke or transient ischemic attack

• Evaluate nutrition, eyesight, hearing, dentition, bladder and bowel function, pain

• Obtain urinalysis

• Review medications, particularly those with significant anticholinergic side effects 
(such as amitriptyline, an antidepressant, and many antihistamines and antipsychotics)

V. Does the person have concurrent conditions?
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DEMENTIAAssessment

A

B

Behaviour

Psychological 
symptoms

• Wandering: Does the person wander around and get lost without knowing how to 
return home? 

• Night-time disturbance: Does the person have trouble getting to sleep? Does the 
person wake up in the middle of the night? 

• Agitation: Is the person agitated? 

• Aggression: Is the person aggressive? 

• Hallucinations: Do you feel that the person hears voices or sees things that do not exist?

• Delusions: Does the person feel/say that someone is planning to hurt him/her? 

• Anxiety: Is the person anxious? 

• Depressed mood: Does the person look sad? 

If YES to any of the aforementioned 
symptoms, also ask about 

If YES to A or B 

How often and when do the symptoms occur? Do the symptoms create 
a problem for the person or carer? 

Manage the symptoms at hand 

VI. Ask the carer: 
Does the person have behavioural and psychological symptoms of dementia? 
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Management - non-pharmacological DEMENTIA

A

B

C

D

E

F

Provide psychoeducation (do not overload the person with too much information) 

Psychosocial interventions for cognitive symptoms and functioning 

• Provide regular orientation information (e.g. day, date, time, weather, names of people, etc.) to 
the person with dementia

• Avoid changing the routine 

Promote independence, functioning, and mobility

• Give advice on how to maintain independent toileting skills

• Recommend physical activity and recreational activities

Managing behavioural and psychological symptoms
• Refer to step VI in assessment to identify behavioural and psychological symptoms and manage

Follow up: once every 3 months (refer to mhGAP) and at every visit assess the following

• Are the symptoms stable or improved? 

• Medical and psychiatric co-morbidities

• Risk of self-harm / suicide

• New behavioural or psychological symptoms

Interventions for carer
• Is the carer experiencing strain or in need of support?

assess the carer for Depression 

I. Psychosocial support (refer to mhGAP-IG)



Management - pharmacological DEMENTIA

Consult a specialist

Do not prescribe supplementation with nutrients

If the patient is agitated

• Communicate with a specialist

• Stabilize with antipsychotic medication (Haloperidol – 0.5 mg orally)* 

Investigate dietary deficiencies (such as vitamin B12 and folate) and provide appropriate 
supplementations

Monitor weight and nutritional status 

A

A

B

B

C

* This is not first line treatment, only for short-term, after consulting with a specialist

II.  Pharmacological (Do not prescribe medication)  

III. Nutritional advice:
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