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Leading Causes of Mortality and Burden of Disease
world, 2004

Mortality o DALY o
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1. Ischaemic heart disease 12.2 1. Lower respiratory infections 6.2
2. Cerebrovascular disease 9.7 2. Diarrhoeal diseases 4.8
3. Lower respiratory infections 71 3 Depression ) 4.3
4. COPD 5.1 4 Ischaemic heart disease 4.1
5. Diarrhoeal diseases 3.7 5 HIV/AIDS 3.8
6. HIV/AIDS 3.5 6. Cerebrovascular disease 3.1
7.  Tuberculosis 2.5 7 Prematurity, low birth weight 2.9
8. Trachea, bronchus, lung cancers 2.3 8 Birth asphyxia, birth trauma 2.7
9. Road traffic accidents 2.2 9 Road traffic accidents 2.7
10. Prematurity, low birth weight 2.0 10. Neonatal infections and other 2.7
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Leading causes of disease burden for women aged
15-44 years, high-income countries, and low-
and middle-income countries, 2004
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2030 rankings:
The leading causes of DALYs lost
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Scarcity

Human Resources
(N=157 to 183 countries)
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Figure 2: Human rescurces for mental health in each income group of countries per 100000 population



Burden versus Budget
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Gap in treatment:
Serious cases receiving no treatment during the last 12 months
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(WHO World Mental Health Consortium, JAMA, June 2" 2004)
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THE BURDEN OF MENTAL DISORDERS: Treatment
gap for Schizophrenia and Mood Disorders

E COVERAGE B TREATMENT GAP




INEFFICIENT USE OF RESOURCES:
High concentration of resources in mental hospitals
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The WORLD HEALTH REPORT 2001

CMental Health: New Understanding, New pre

® Provide treatment in ® Establish national policies,
primary care programmes and legislation

® Make psychotropic drugs @ Develop human resources
available
® Link with other sectors
® Give care in the community
® Monitor community mental
® Educate the public health

® Involve communities, ® Support more research
families and consumers
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Impact of WHR-2001

Awareness +++
Understanding ++
Action +

772X\ World Health

X9/Y Organization




Additional yearly investment on the package that will be needed per
capita population to get from current to target coverage levels
(2006-2015)
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MhGAP

mental health Gap Action Programme

Scaling up care for mental, neurological and substance use disorders

m hGAP Mental Health Gap Action Programme mhGAP Programa de Accion para Superar las Brechas en Salud Mental




Mental Health Services (WHO, 2003)
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MhGAP: Scaling Up Care

® Objectives

— To achieve significantly higher coverage with

key interventions for priority MNS conditions in

resource-poor countries
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MhGAP Intervention Guide

for mental, neurological and substance use disorders
in non-specialized health settings
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mhGAP-1G Master Chart: Which priority condition(s) should be assessed?

1. These common presentations indicate the need for assessment.
2. If people present with features from more than one condition, then all relevant conditions need to be assessed.
3. All conditions apply to all ages, unless otherwise spedfied.

CONDITION TO

COMMON PRESENTATION BE ASSESSED GO TO
» Low energy; fatigue; sleep or appetite problems - % A
» Persistent sad or anxious mood; irritability De pre ssion DEP 10
» Low interest or pleasure in activities that used to be interesting or enjoyable
» Multiple symptoms with no clear physical cause (e.g. aches and pains, palpitations, numbness)
» Difficulties in carrying out usual work, school, domestic or social activities
» Abnormal or disorganized behaviour (e.g. incoherent or irrelevant speech, unusual appearance, lc %

self-neglect, unkempt appearance) PSyCh 0SIS PSY

Delusions (a false firmly held belief or suspicion)

Hallucinations (hearing voices or seeing things that are not there)

Neglecting usual responsibilities related to work, school, domestic or social activities

Manic symptoms (several days of being abnormally happy, too energetic, too talkative, very
irritable, not sleeping, reckless behaviour)

18

Convulsive movement or fits/sezures -

During the convulsion: Epl |e psy / EPI
— loss of consciousness or impaired consciousness .

_ stiffness, rigidity Seizures

— tongue bite, injury, incontinence of urine or faeces

» After the convulsion: fatigue, drowsiness, sleepiness, confusion, abnormal behaviour,

headache, muscle aches, or weakness on one side of the body

32

» 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 Deve I Op me ntal DEV
development, such as reading and writing -

» Abnormalities in communication; restricted, repetitive behaviour D ISO rde IS

» Difficulties in carrying out everyday activities normal for that age @

Children and adolescents
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Depression DEP1

@ » Psychoeducation. » DEP 2.1
» Address current psychosocial stressors. » DEP 2.2
IfYEStoall 3 » Reactivate social networks. » DEP 2.3
questions then: » Consider antidepressants. (=) » DEP 3
moderate-severe » If available, consider interpersonal therapy, behavioural activation
» For at least 2 weeks, has the person had at least 2 of the depression is likely or cognitive behavioural therapy. » INT
following core depression symptoms: » If available, consider adjunct treatments: structured physical activity
— Depressed mood (most of the day, almost every day), (for programme »DEP 2.4, relaxation training or problem-solving
children and adolescents: either irritability or depressed mood) treatment. »INT
— Loss of interest or pleasure in activities that are normally pleasurable » DO NOT manage the complaint with injections or other ineffective
— Decreased energy or easily fatigued treatments (e.g. vitamins). €
» Offer reqular follow-up. » DEP 2.5

» During the last 2 weeks has the person had at least 3 other
features of depression: @
— Reduced concentration and attention If NO to some or all » Exit this module, and assess for Other Significant Emotional
— Reduced self-esteem and self-confidence of the three questions or Medically Unexplained Somatic Complaints » OTH
— Ideas of guilt and unworthiness and if no other priority
— Bleak and pessimistic view of the future conditions have been
— Ideas or acts of self-harm or suicide identified on the
— Disturbed sleep mhGAP-IG Master
— Diminished appetite Chart

» Does the person have difficulties carrying out usual work,
school, domestic, or social activities?
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Depression

Intervention Details

‘:’ Non-Pharmacological Treatment and Advice

2.1 Advice on living with depression

»

»

»

»

»

The importance of continuing to do activities that
used to be interesting or give pleasure

The importance of maintaining a regular sleep cycle
The benefit of regular physical activity

The benefit of regular social activity, including
participation in communal social activities

In adults and adolescents, recognizing thoughts of

self-harm or suicide and what to do when these occur.

2.2 Addressing current psychosocial stressors

» Offer the opportunity to talk, preferably in a private
space. Ask for the person’s explanation of the symptoms.

» Ask for current psychosocial stressors and to the
extent possible, address pertinent social issues and
problem-solve for psychosocial stressors or relationship
difficulties with help of community services/resources.

» Involve the family as much as possible/appropriate.

» In children and adolescents:

— Assess and manage MNS problems (particularly
depression) in parents (Intervention Guide Master
Chart).

— Assess parents’ psychosocial stressors and manage
them to the extent possible with the help of community
services/resources.

— Assess and manage maltreatment, exclusion or
bullying (ask adolescent directly about it).

— If school performance problems, discuss with teacher
on how to support the student.

— In children younger than 7 years old, provide culture-
relevant parent-skills training if available » BEH

2.3 Reactivate social networks

» Identify the person’s prior social activities that, if
re-initiated, would have the potential for providing
direct or indirect psychosocial support (e.g., family
gatherings, outings with friends, visiting neighbors, social
activities at work sites, sports, community activities).

» Actively encourage the person to resume these social
activities and advise family members about this.

2.4 Structured physical activity programme
(an adjunct treatment option for moderate-severe
depression)

» Organization of physical activity of moderate duration
(at least 45 minutes) 3 times per week.

2.5 Relaxation training
(an adjunct treatment option for moderate-severe
depression)

» Train the person in a technique such as breathing exercises
and progressive relaxation to elicit the relaxation response.
Progressive relaxation teaches how to identify and relax
specific muscle groups. Usually treatment consists of daily
relaxation exercises for at least 1—2 months.
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Depression DEP3

Intervention Details

Antidepressant Medication

3.1 Initiating antidepressant medication 3.2 Precautions to be observed for
antidepressant medication in special
populations @

» Select antidepressant » Persons with ideas, plans or acts of self-harm » Older persons:

— Fluoxetine (but not other SSRIs) and amitriptyline or suicide: — SSRis are first choice.

(as well as other TCAs) are antidepressants mentioned — SSRis are first choice. — Monitor side effects carefully, particularly of TCAs.
in the WHO Formulary. See » DEP 3.5 for information — Monitor frequently (e.g. once a week). — Consider the increased risk of drug interactions,

— For comorbid medical conditions: Before prescribing — Prescribe antidepressants for a limited duration only and give greater time for response (a minimum of
antidepressants, consider potential for drug-disease or (e.g. 1 week). See Suicide/Self-harm module. mSUI 1 6— 12 weeks before considering that medication is
drug-drug interaction. Consult the National or the WHO ineffective, and 12 weeks if there is a partial response
Formulary. » Adolescence 12 years and older: within this period).

— Combining antidepressants with other psychotropic — When non-pharmcological interventions prove
medication should only be initiated by specialists. ineffective, consider uoxetine (but not other » Persons with cardiovascular disease:

SSRIs or TCAs). — SSRis are first choice.
» Obtain informed consent: tell person and family about: — Where possible, consult mental health specialist when — DO NOT prescribe TCAs to persons at risk of serious

— The delay in onset of effect and the time course of treating adolescents with fluoxetine. cardiac arrhythmias or recent myocardial infarction.
treatment — Start at 10 mg per day (e.g. half a tablet) and increase — In all cardiovascular cases, measure blood pressure

— Potential side effects and the risk of these symptoms, to to 20mg after 1 week. before prescribing TCAs and observe for orthostatic
seek help promptly if these are distressing, and how to — Monitor adolescents on fluoxetine frequently (ideally hypotension once TCAs are started.
identify signs of mania. once a week) for emergence of suicidal ideation during

— The risk of abrupt discontinuation/withdrawal symptoms the first month of treatment. Tell adolescent and parent
on missing doses about increased risk of suicidal ideation and hostility

and that they should make urgent contact if they notice
such features.

» Adults younger than 30 years old:
— Monitor the person on SSRIs frequently (ideally
once a week) for risk of suicide during the first month
of treatment.




Depression

DEP3

Intervention Details

Antidepressant Medication

3.5 SSRIs (e.g. Fluoxetine)

Serious side effects

» Marked/prolonged akathisia (inner restlessness or inability to sit still)

» Bleeding abnormalities in those who regularly use aspirin and other non-steroidal
anti-inflammatory drugs

Common side effects (most side effects diminish after few days)
» Restlessness, nervousness, insomnia, anorexia and other gastrointestinal disturbances,
headache, sweating, sexual dysfunction

Cautions
» Risk of inducing mania in persons with bipolar disorder

Time to response after initiation of adequate dose
» 4-6 weeks

Dosing uoxetine in healthy adults

» Initiate treatment with 20 mg daily.

» If no response in 4—6 weeks or partial response in 6 weeks, increase dose by 20mg
(maximum dose: 60mg) according to tolerability and symptom response.

Dosing uoxetine in adolescents
» Initiate treatment with 10 mg tablet (if available) once daily and increase to 20 mg after
1 week (maximum dose 20 mg).

Dosing uoxetine in elderly medically ill or those with symptoms of intolerance

» Initiate treatment with 10 mg tablet (if available) once daily or 20 mg every other day for
3 weeks.

» If no response in 6—12 weeks or partial response in 12 weeks, increase dose gradually
(maximum dose 60 mg). Increase dose more gradually than in healthy adults.

3.6 TCAs (e.g. Amitryptiline)

Serious side effects
» Cardiac arrhythmia (also on standard dose)

Common side effects (most side effects diminish after few days)
» Orthostatic hypotension (fall risk), dry mouth, constipation, difficulty urinating, dizziness,
blurred vision and sedation.

Cautions:

» Risk of switch to mania espedcially in persons with bipolar disorder

» Impaired ability to perform certain skilled tasks (e.g. driving) — take precautions until
accustomed to medication

» Risk of self-harm (lethal in overdose)

» Less effective and more severe sedation if given to regular alcohol users

Time to response after initiation of adequate dose
» Depression: 4—6 weeks; Pain/sleep: few days

Dosing amitriptyline in healthy adults

» Initiate treatment with 50 mg at bedtime.

» Increase by 25 to 50mg every 1—-2 weeks, aiming for 100—150 mg by 4—6 weeks
depending on response and tolerability.

» If no response in 4—6 weeks or partial response in 6 weeks, increase dose gradually
(maximum dose 200mg) in divided doses.

Dosing amitriptyline in adolescents
» DO NOT prescribe amitriptyline in adolescents.

Dosing amitriptyline in elderly medically ill or those with symptoms of intolerance

» Initiate with 25mg at bedtime.

» Increase by 25 mg weekly, aiming for a target dose of 50-75mg by 4—6 weeks.

» If no response in 6—12 weeks or partial response in 12 weeks, increase dose gradually
(maximum dose 100mg) in divided doses.

» Monitor carefully for orthostatic hypotension.



WHO QualityRights

Improving quality and human rights in
facilities and promoting a civil society movement

® Assessment of facilities

® Development of a change plan

® Capacity building on human rights issues .
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How can WHO Collaborative Centres help?

® Advocacy
® Demonstrating that community based models work
® Developing guidelines and manuals

® Publishing scientific evidence on effectiveness and
cost

® Training professionals from other countries
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