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MONITORING & EVALUATION

Monitoring and evaluation play a crucial role in ensuring the success of this
program aimed at addressing the mental health impacts of climate change. They
provide valuable information to measure progress, identify challenges, evaluate
impact, and guide future efforts. Through monitoring, the program can track its
success over time and make necessary adjustments to improve outcomes.
Evaluation helps assess the effectiveness of the program and determine its impact
on the mental health of individuals and communities affected by the impacts of
climate change. Additionally, monitoring and evaluation help ensure
accountability by providing a transparent view of the program's progress, impact,
and challenges. These insights are crucial in guiding future efforts to address this

complex issue.

MoHFW, State DoHFW, District Health Officers, District Nodal officer/State
Nodal officer and the individual health facilities will be involved in regular

monitoring.

a) Monthly / quarterly progress monitoring for climate-sensitive mental
illnesses has to be done at all levels, i.e. district to state to MoHFW. These
Quarterly Progress Reports should include a collation/aggregation of the
data/information compiled in each healthcare facility. The DMHP team and other
respective healthcare staff in each healthcare facility of the District
(HWC/PHC/CHC/District Hospital/Medical College/Tertiary institutions) shall
send the data on climate-sensitive mental illnesses to the District Nodal officer of
the district cell. The District Cell will be responsible for collating/aggregating the
data/information compiled in each healthcare facility and submit it to the State

Cell, which will validate and forward the data to the National Cell.

The monitoring /reporting forms are enclosed below (1-3).



Reporting Quarter & Year:1%/2"Y/3"Y/4™"

1. MONITORING PROFORMA FOR DISTRICT LEVEL

(Year)

Quarter Name of the District:

1.

State/U.T:

Status of availability of human resource under District

h)esignation/Position IExisting Recruited under DMHP
Psychiatrist [Yes/No & Number [Yes/No
Clinical Psychologist/ [Yes/No & Number [Yes/No
Psychologist

Psychiatric Social Worker/ [Yes/No & Number [Yes/No
Social Worker

Psychiatric Nurse/ Trained [Yes/No & Number [Yes/No
[Nurse

Community Nurse [Yes/No & Number [Yes/No
Monitoring & Evaluation [Yes/No & Number [Yes/No
Officer

Case Registry Assistant [Yes/No & Number [Yes/No
Ward Assistant/ Orderly [Yes/No & Number [Yes/No

2. Status of training of the health professionals in the district under NPCCHH

S.no |Health Professionals [Total no. in  |Total no. of Professionals No. yet to be
the district  [trained trained
In the Cumulative
reporting
quarter

A. Medical Officers at
the district hospital

Al |Psychologist

A2 [Social Worker




'nl'l

A3 [Nurse
A4 |Medical Officer of
CHC and PHC (30 per
batch)
B. Paramedical
staff/Health worker
B1 [Pharmacists
B2 [ANMs
B3 [Others, if any, please
specify
C. Other stakeholders of
the community
C1 |Panchayat leaders
C2 |Community members

3. Status of surveillance reports

Mental Health Services-related to Climate change

G2

Total no. of new patients seen in the OPD due to mental
health problems of extreme weather events (floods/
cyclones/ heat waves/ earthquakes/ other disasters)

G3

Total no. of follow-up cases in the OPD in the reported
quarter related to mental health problems of extreme
weather events (floods/ cyclones/ heatwaves/
earthquakes/other disasters)

G5

Total no. of cases referred to tertiary care hospital in the
reported quarter related to mental health problems of
extreme weather events (floods/ cyclones/ heatwaves/

earthquakes/ other disasters)




4. Status of Awareness generation activities (Information, Education & communication

activities) in the district. (Please attach Photographs in support of the activities

conducted)

Media

Type of Media used
(activities)

No. of IEC activities
undertaken

Level
(District/PHC)

Mass Media

Broadcasting of video
clips on local TV
channels

Dissemination of
messages through
community radio

Showing films on
mental health

Advertisement on
mental health in a
local newspaper,
magazines, etc.

Outdoor Media

Hoardings

Bus Panels

Exhibitions

Wall paintings

Street plays

[Folk Media

Puppets show

Community meetings
with general people

|Interpersonal
Communication
(IPC)

Meetings with the
family members of
the patients

Interactive
sessions on mental
health in Haats

Specify activities

Activities related to
climate change and
mental health




5.

6. Financial status- as on

Status of events organized on environmental days concerning mental health and

climate change

S. No

Events organized

Activities done

S. No A ctivity Budget Expenditure [Balance [Remarks
Received incurred
1. Human
resource
2. [EC
3. Training
4. Surveillance
5. Preparedness
of health care
sector
Total




2. MONITORING PROFORMA FOR COMMUNITY
HEALTH CENTRE (CHC) LEVEL/TALUK GOVERNMENT
HOSPITAL (TGH)

Reporting Quarter & Year:1%/2"/3"/4™ Quarter (Year) Name
of the CHC/TALUK HOSPITAL:
BLOCK:

DISTRICT: STATE/U.T:
Status of Mental Health Services available in CHC/Taluk Hospital

1 [Total no. of new patients seen in the OPD in the reported
quarter

2 [Total no. of follow-up cases in the OPD in the reported
quarter

3 [Total no. of cases referred to tertiary care hospital in the
reported quarter

4 |Total no. of patients referred for counselling services

5 |Total no. of patients referred back from the District level
for follow-up treatment

Mental Health Services-related to Climate change

6 |Total no. of new patients seen in the OPD due to mental
health problems of extreme weather events
(floods/cyclones/heatwaves/earthquakes/ other disasters)

7 |Total no. of follow-up cases in the OPD in the reported
quarter related to mental health problems of extreme
weather events (floods/cyclones/heatwaves/earthquakes/
other disasters)

8 |Total no. of cases referred to tertiary care hospital in the
reported quarter related to mental health problems of
extreme weather events
(floods/cyclones/heatwaves/earthquakes/ other disasters)




Number of cases based on diagnosis

9 [Total number of cases with SMD/Psychosis

10 ([Total number of cases with
CMD(depression/anxiety/PTSD/somatoform)

11 |Total number of cases with Substance Use Disorder




3. MONITORING PROFORMA FOR PRIMARY HEALTH CENTRE (PHC)

LEVEL
Reporting Quarter & Year:1%/2"/3"/4™ Quarter (Year)
Name of the PHC: BLOCK:
DISTRICT: STATE/U.T:

Status of Mental Health Services available in PHC

1. [Total no. of new patients seen in the OPD in the reported
quarter

2. [Total no. of follow-up cases in the OPD in the reported
quarter

3. [Total no. of cases referred to tertiary care hospital in the
reported quarter

4. |Total no. of patients referred for counselling services

5. |Total no. of patients referred back from the District level
for follow-up treatment

Mental Health Services-related to Climate change

6. |Total no. of new patients seen in the OPD due to mental
health problems of extreme weather events
(floods/cyclones/heatwaves/earthquakes/ other disasters)

7. [Total no. of follow-up cases in the OPD in the reported
quarter related to mental health problems of extreme
weather events (floods/cyclones/heatwaves/earthquakes/
other disasters)

8.  [Total no. of cases referred to tertiary care hospital in the
reported quarter related to mental health problems of
extreme weather events (floods/ cyclones/ heatwaves/
earthquakes/ other disasters)
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Number of cases based on diagnosis

12. [Total number of cases with SMD/Psychosis

13. [Total number of cases with
CMD(depression/anxiety/PTSD/somatoform)

14. |Total number of cases with Substance Use Disorder
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SURVEILLANCE SYSTEM ON MENTAL ILLNESSES DUE TO CLIMATE
CHANGE (PILOT)

Establishing a surveillance system for impacts of climate change on mental illnesses — a
pilot proposal

Surveillance is “an ongoing, systematic collection, analysis, interpretation, and dissemination
of data regarding a health-related event for use in public health action to reduce morbidity
and mortality and to improve health.” Analysis of mental health and other health issues has
shown significant associations between mental illness and health risk behaviours (e.g.,
smoking, obesity, physical inactivity) and chronic disease (e.g., arthritis, diabetes,
cardiovascular disease, asthma), leading to morbidity and mortality. Mental health problems
have also been associated with the impact of climate change, such as heat waves, extreme
weather conditions, floods, drought etc. So, having a surveillance system that can help predict
the trends of psychological issues due to climate variability will enable us to provide
preventive and promotive mental health services at the community healthcare level and for
decision-makers to frame policy.

Though mental health data is collected in the National Mental Health Programme (NMHP), it
has not been integrated into other surveillance programmes like HIV, TB, IDSP, etc. A
proposal has been envisioned to establish a surveillance system in selected states and districts
by integrating mental health and meteorological data to observe trends and early warning
signals so that preventive and promotive mental health actions are undertaken at the health

care facilities.

Overview:

NPCCHH proposes a strategy for addressing the impact of climate change on mental health
issues by establishing an integrated surveillance and response mechanism within the existing
National Mental Health Programme (NMHP). Keeping this in mind, a pilot is considered in
disaster/climate change prone areas such as coastal Odisha, coastal West Bengal,
Uttarakhand, and Karnataka. Out of these disaster/climate change prone areas, District
Kodagu of Karnataka is identified as a pilot district and Karnataka as a pilot state for setting

up surveillance systems for the impacts of climate change on mental health issues.
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The main objective of establishing surveillance for climate change and mental health issues is:
e To integrate with the existing DMHP reporting system to collect data on the impacts
of climate change on mental health issues for generating early warning signals so that

timely and effective response can be initiated.

The health care facilities identified under NMHP for collection and reporting of data are the
implementing units of pilot District and State. Under NMHP, data collection and reporting are
done quarterly (quarter-wise). Data is collected from all the healthcare facilities and reported
to the district and state levels. The same method (i.e. reporting system and quarterly
reporting) existing in NMHP is followed in the pilot district and state. Within the existing
reporting formats of NMHP, climate change parameters such as extreme weather (heat waves,
floods, drought, etc.) are included for the data collection on the effects of climate change on
mental health issues. However, data collection is done routinely (daily) in case of extreme

weather/disaster etc. and periodically, as mentioned above.

The Indian Meteorological Department (IMD) will be involved in providing climate variables
for correlating the impacts of climate change on mental health conditions. Other stakeholders

will be responsible for organised response mechanisms for preventing and promoting health.

Organisation structure:

Under NPCCHH, the District Environmental Health Cell (DEHC) has been established in all
the districts across the country. The DEHC will be the nodal point for the collection,
collation, and analysis of the surveillance report. Below the district, all the health care
facilities, such as PHC, CHC, sub-district hospitals, District Hospital, Medical Colleges etc.,
will be the reporting units for the surveillance system. The District Environmental Health
Cell in the Districts has been manned by a District Nodal officer and Data Entry Operator.
The District Nodal officer will be responsible for implementing the surveillance system at the
district level and also will coordinate with other stakeholders such as IMD, DMHP and other
programme officers for sharing early warning signals to concerned departments for organised
response measures. The respective healthcare facilities' Medical officers will collect, collate,
and share quarterly reports with DEHC. Timely feedback and follow-up actions concerning
the surveillance data will be provided by the District and State Nodal Officer of Climate

Change.
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i

LEVELS OF DATA FLOW OF SURVEILLANCE:

CEMTRE FOR ENVIRCNMENTAL AND
DCCUPATIONAL HEALTH CLIMATE CHAMGE
BHEALTH (CEQH&CCH) at NCDC,DELHI

FAY

STATE ENVIRONMENT HEALTH CELL

DISTRICT ENVIROMMENT HEALTH CELL

DISTRICT HOSPITAL/ MEDICAL COLLEGE

HWC/PHC/CHE

Data Management:

The data format for the respective health care facilities under NMHP will be utilised, with
additional information on climate change and mental health issues incorporated into the
format. The updated format with the inclusion of climate change and mental issues is given
below (6- 10) for each of the healthcare facilities (PHC, CHC, Sub District Hospital, and
District Hospital). A questionnaire-based tool is also developed for community-level
screening for extreme events and mental health issues - Mental Health Screening and
Counselling Tool for Field Level Workers of India (MERIT). The digital format (excel
format) is utilised for data entry, and completed formats are shared electronically with DEHC

every quarter. The data collection on climate change and mental issues include the following:

Total no. of new patients with mental health problems seen in the OPD due to

extreme weather events (floods/cyclones/heat waves/earthquakes/other disasters)
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Total no. of follow-up cases with mental health problems in the OPD in the
reported quarter related to extreme weather events (floods/cyclones/heat

waves/earthquakes/other disasters

Total no. of cases with mental health problems referred to tertiary care hospitals in

the reported quarter related to extreme weather events(floods/cyclones/heat
waves/earthquakes/ other disasters

At the district level, the Nodal Officer of IMD office will provide data on extreme weather
events. District Nodal officer collaborates with IMD and collects and collates meteorological
data concerning the quarterly distribution of mental health cases.

The details of case patients diagnosed with mental health issues due to extreme events in the
outpatient department (OPD) will be entered into the assigned format of the healthcare
facilities (PHC, CHC, Sub District Hospital, and District Hospital). These daily OPD data
will be consolidated quarterly from each healthcare facility (PHC, CHC, sub-district hospital,
and District Hospital). In case of disaster/extreme events such as floods, drought, heat waves
etc., the collection will be daily in the health care facilities (PHC, CHC, sub-district hospital,
and District Hospital), which are located in the affected areas of extreme weather events.

The consolidated quarterly reports prepared by each healthcare facility (PHC, CHC, sub-
district hospital, and District Hospital) will be shared electronically with DEHC every
quarter. The reports should be complete, consistent, and timely shared with DEHC. The
reports received by DEHC are consolidated with respect to each healthcare facility, and a
final report is prepared per the format provided in this document (8). The report is then shared
with the State Environmental Health Cell (SEHC) in format provided in this document (9)
under NPCCHH at the State level. And all the States' consolidated data from SEHC will be
shared to NPCCHH at the National level (format provided in this document-10)

15



Table depicting the surveillance data collection at various levels

LEVEL CENTRE IDATA
COLLECTION BY
Village HWC CHO, ASHA
Sub centre CHO, ASHA, Nurse
PHC Nurse, Medical officer
Sub-district CHC Nurse, Medical officer
District District hospital Duty Medical officer,
Nurse

Medical colleges/Tertiary [Duty Medical officer,

centres
INurse
District District Nodal
[Environment Health Cell |Officer/District Health
Officer/District Coordinator
State State Environment Health [State Nodal Officer
Cell

Analysis and Response:

The reports are to be analysed at all levels from the periphery to DEHC for timeliness,
completeness and regularity of reports shared with DEHC. The data collected with respect to
climate change and mental health from all the healthcare facilities are analysed along with the

meteorological data in the District Environment Health Cell
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e Expected outcomes:
e For observing the trends of psychological problems associated with
climate change in any area in the piloted district.
® Response mechanism:
e There will be an increase in psychological issues corresponding to
changes in the climate in the piloted district
e Increase in training and capacity building in mental health for
healthcare professionals and prepare to strengthen healthcare facilities
to address mental health issues due to climate change
e Increasing awareness generation activities on climate change and its
impact on mental health conditions such as depression, anxiety, grief,

fear etc

Monitoring & Evaluation:

All surveillance activities must be constantly monitored using standard performance
indicators. The District Nodal Officer will monitor the surveillance system at the primary
health care, Taluk and District levels. The following parameters will be used for monitoring

and evaluation:

1. Total number of new patients with mental health problems seen in the OPD in the
reported quarter

2. Total number of follow-up patients with mental health problems seen in the OPD in the
reported quarter

3. Total number of referrals done for patients with mental health problems seen in the OPD
in the reported quarter

4. Total number of Psychotropic medications dispensed in the reported quarter

5. Total number of IEC activities conducted for climate change related mental health

problems

17



Roles and Responsibilities

Role of ASHA, Community Nurse, CHO at the community level:

The primary role of ASHA, Community Nurses and CHO at the village level is to conduct
interviews using the tool (MERIT Tool-in annexure A) with respect to mental health
problems in areas frequently affected by extreme events due to climate change. The patients
who are found to have mental health issues will be referred to HWC or Sub centre. The

patients who require basic psychosocial support would be referred to PHC for treatment.

Role of Medical officer in PHC:

The Medical Officers screen patients with mental health issues using the CSP manual
(Annexure B) and provide psychosocial treatment as per Comprehensive Primary Mental
Health Services under Ayushman Bharat. The Medical Officer enters the mental health case
records into the surveillance form of NMHP incorporated with climate change questionnaires
(pilot state). The Staff Nurse collates and consolidates all the cases of patients of mental
health into the register. A quarterly updated surveillance format of aggregated patients of

mental health will be shared with the District Nodal Officer.

Role of Medical officer in CHC/Sub District Hospital/District Hospital:

The Medical Officers screen patients with mental health issues using the CSP manual
(Annexure B) and provide psychosocial treatment as per Comprehensive Primary Mental
Health Services under Ayushman Bharat. The Medical Officer enters the mental health case
records into the surveillance form of NMHP incorporated with climate change questionnaires
(pilot state). The Staff Nurse collates and consolidates all the cases of patients of mental
health into the register. A quarterly updated surveillance format of aggregated cases of

patients with mental health issues will be shared with the District Nodal Officer.

Role of District Nodal Officer (DNO) in District Environment Health Cell

The DNO for climate change will be responsible for the collection of surveillance forms/data
from the PHC, TGH, District hospital, and medical college/tertiary centres in the district. The
surveillance forms from each of these health facilities will be collected at an interval of three
months, i.e., every quarter of the year. The DNO will collate all this surveillance data
collected from various levels per the format provided (8) in this document and send it to the
State Environment health cell quarterly. In addition, DNO will also collect data from the
meteorological department regarding climate events every three months. DNO will analyse
mental health trends against climatic events (data from the meteorological department) in the
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respective district. DNO will take necessary adaptation/mitigation measures in the district,
such as strengthening the existing infrastructure, enhancing the awareness generation
activities, focussing on training, preventive measures, including planning for targeted

intervention in liaison with DMHP.

Role of State Nodal Officer (SNO) at the State Environment Health Cell

SNO will coordinate with all the DNOs for the timely collection and collation of the data. SNO
will collate and analyse all surveillance data collected from various levels {as per format

9) provided in this document} and shares it with NCDC and NPCCHH each quarter

(three months).

At the National level, NCDC and NPCCHH will collate and analyse surveillance data {format
(10) provided in this document} every quarter (three months) from all the States/UTs and
share it with MoHFW for policy decisions.
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1. SURVEILLANCE FORM FOR MENTAL HEALTH ISSUES RELATED TO
CLIMATE CHANGE AT THE PRIMARY HEALTH CENTRE (PHC) LEVEL

Reporting Quarter & Year:1%/2"/3"Y/4™ Quarter (Year)
Name of the PHC: BLOCK:
DISTRICT: STATE/U.T:
1. Mental Health Services- Out-Patient Department (OPD) and referral
services at Primary Health Centre (PHC) level
1.1 Total no. of new patients seen in the OPD in the
reported quarter
1.2 Total no. of follow-up cases in the OPD in the
reported quarter
1.3 Total no. of cases referred to tertiary care hospital
in the reported quarter
2. No Essential Psychotropic Drugs Dispensed
2.1 Classification of drugs
2.2 Antidepressant
2.3 Antipsychotic
2.4 Anticonvulsant
2.5 Anxiolytic/ hypnotic
3. Mental Health Services-related to Climate change
3.1 [Total no. of new patients with mental health

20




problems are seen in the OPD due to extreme
weather events (floods/cyclones/heat

waves/earthquakes/ another disaster)

3.2 Total no. of new patients with mental health
problems are seen in the OPD due to extreme
weather events (floods/cyclones/heat
waves/earthquakes/ another disaster)

3.3 [Total no. of cases with mental health problems
referred to tertiary care hospitals in the reported
quarter related to extreme weather
events(floods/cyclones/heat waves/earthquakes/

another disaster

4. [Number of cases based on Diagnosis

4.1 SMD/Psychoses

4.2 CMD(Depression/Anxiety/PTSD/Somatoform)

4.3 |Substance Use Disorder
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2. SURVEILLANCE FORM FOR MENTAL HEALTH ISSUES RELATED
TO CLIMATE CHANGE AT COMMUNITY HEALTH CENTRE (CHC)
LEVEL/TALUK GOVERNMENT HOSPITAL (TGH)

Reporting Quarter & Year:1%/2"/3"Y/4™ Quarter (Year)

Name of the CHC/TGH:

BLOCK:

DISTRICT: STATE/U.T:

1. Mental Health Services- Out-Patient Department (OPD) and referral

services at Community Health Centre (CHC) level/Taluk Government
Hospital (TGH)

1.1 |Total no. of new patients seen in the OPD in the

reported quarter

1.2 Total no. of follow-up cases in the OPD in the

reported quarter

1.3 Total no. of cases referred to tertiary care

hospital in the reported quarter

2 No Essential Psychotropic Drugs Dispensed

2.1 Classification of drugs

2.2 Antidepressant

2.3 Antipsychotic

2.4 Anticonvulsant

2.5 |Anxiolytic/ hypnotic

3. Mental Health Services-related to Climate change
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3.1

Total no. of new patients with mental health
problems are seen in the OPD due to mental
health problems of extreme weather

events (floods/cyclones/heat

waves/earthquakes/ another disaster)

3.2 [Total no. of follow-up cases with mental health
problems in the OPD in the reported quarter
related to extreme weather events (floods/
cyclones/ heat waves/ earthquakes/another
disaster)

3.3 |Total no. of cases with mental health problems
referred to tertiary care hospitals in the reported
quarter related to extreme weather events (floods/
cyclones/heatwaves/earthquakes/ another disaster)

4. |Number of cases based on Diagnosis

4.1 [SMD/Psychoses

4.2
CMD(Depression/Anxiety/PTSD/Somatoform)

4.3 [Substance Use Disorder

23




3. SURVEILLANCE FORM FOR MENTAL HEALTH ISSUES RELATED
TO CLIMATE CHANGE AT THE TERTIARY CARE
LEVEL/MEDICAL

COLLEGE/DISTRICT HOSPITAL

Reporting Quarter & Year:1%/2"/3"/4™ Quarter (Year)
Name of the DISTRICT:
STATE/U.T:
1. |Mental Health Services- Out-Patient Department (OPD) and referral services at
District Health Care Level
1.1 [Total no. of new patients seen in the OPD in the
reported quarter
1.2 |Total no. of follow-up cases in the OPD in the
reported quarter
1.3 |Total no. of cases referred to tertiary care
hospital in the reported quarter
2. |Mental Health Services- Inpatient Department (IPD) at District Health Care
Level
Total no. of patients admitted to IPD
2.1
3. [Mental Health Services- after treatment continuing care services at District Level
3.1 [Total no. of Patients availed services at Long
Term Residential Continuing Care Centre
3.2 |[Total no. of patients availed services at Daycare
Centers
3.3 [Total No. of Patients availed services
at Residential Continuing Care Centre
3.4 |[Total No. of Patients availed services at Long

Term Residential Continuing Care Centre
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Mental Health Services- Out-reach Services

4.1

Total no. of cases examined in the outreach camps

4.2

Total no. of Cases referred at the District level for management

4.3

Total no.of cases referred to rehabilitation/counselling

No Essential Psychotropic Drugs Dispensed

5.1

Classification of drugs

5.2

Antidepressant

5.3

Antipsychotic

5.4

Anticonvulsant

5.5

Anxiolytic/ hypnotic

Mental Health Services-related to Climate change

Total no. of new patients with mental health
problems seen in the OPD due to extreme
weather events (floods/ cyclones/ heat waves/

earthquakes/ other disasters)

6.2

Total no. of follow-up cases with mental health
problems in the OPD in the reported quarter
related  to extreme  weather  events
(floods/cyclones/heatwaves/earthquakes/other

disasters)
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6.3 |[Total no. of cases with mental health problems
referred to tertiary care hospitals in the reported
quarter related to extreme weather events
(floods/cyclones/heat waves/earthquakes/ other
disasters)

7. |Number of cases based on Diagnosis

7.1 [SMD/Psychosis

7.2 |CMD(Depression/Anxiety/PTSD/Somatoform)

7.3 |Substance Use Disorder
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4. SURVEILLANCE FORM FOR MENTAL HEALTH ISSUES
RELATED TO CLIMATE CHANGE AT THE DISTRICT LEVEL
(DISTRICT ENVIRONMENTAL HEALTH CELL BY THE
DISTRICT NODAL OFFICER)

Reporting Quarter & Year:1%/2"/3"Y/4™ Quarter (Year)

DISTRICT:

STATE/U.T:

PHC |[CHC [TGH |DISTRICT |MEDICAL
HOSPITAL [COLLEGE
/TERTIARY
CENTRE

Total number of new patients seen

in the OPD in the reported quarter

Total number of follow-up cases in

the OPD in the reported quarter

Total number of cases referred to
tertiary care hospital in the
reported quarter

Total number of patients admitted

in [PD

Total number of Patients availed
services at Long Term Residential
Continuing Care Centre.
Department of Social Justice and

Empowerment)

Total number of patients availed
services at Day care Centers.
Department of Social Justice and

Empowerment)
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Total number of patients availed
services at Residential Continuing
Care Centre. (Department of
Social

Justice and Empowerment)

Total number of cases examined in

the outreach camps

[Total number of Cases referred at

the District level for management

10

Total number of cases referred to

rehabilitation/counselling

11

Total number of women
attending the OPD (including
referral from the RCH program)

12

Total number of

children receiving services

13

Total Number with Alcohol Use

Disorders receiving services

14

Total number with other
Substance Use Disorders

receiving services

15

Total number of patients availed
Disability

certifications (Department of
Social Justice and

Empowerment)

16

Total number of patients availed
Disability

certification allowance
Department of Social Justice

and Empowerment)

17

Total Number of Persons with
Mental  Illnesses

accessing

28




lservices from the

Community |
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Mental Health Workers
Department of Social Justice

and Empowerment)

18

Total Number of Persons with
Mental Illnesses included in
Government sponsored
Schemes that promote
livelihood such as the Mahatma
Gandhi National Rural
Employment Guarantee Scheme
MNREGA) (Department of
Social Justice and

Empowerment)

19

Total number with mental
illnesses receiving any form of
care for comorbid Physical

health problems

20

Total number of mental illnesses

Relapses

21

Total number of suicides

22

Total number of persons with
mental illnesses who have

dropped out of care

23

Total Number

of Antidepressants dispensed

24

Total Number of Antipsychotic

dispensed

25

Total Number

of Anticonvulsants dispensed

26

Total Number of Anxiolytic/
hypnotic dispensed

30




27 Total no. of new patients seen in
the OPD due to mental health
problems of extreme
weather events

floods/cyclones/heatwaves/
earthquakes/another disaster)

28 Total no. of follow-up cases in the
OPD in the reported quarter
related to mental health problems
of extreme weather events

floods/cyclones/heatwaves/
earthquakes/other disasters)

29 Total no. of cases referred to
tertiary care hospital in the
reported quarter related to mental
health problems of extreme
weather events (floods/ cyclones/
heatwaves/ earthquakes/ other
disasters)

30 Total no of cases  of
SMD/psychoses

31 Total no of cases of CMD

depression/anxiety/PTSD/
somatoform)

32 Total no of cases of substance use

Disorder
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5. SURVEILLANCE FORM FOR MENTAL HEALTH ISSUES
RELATED TO CLIMATE CHANGE AT THE STATE

LEVEL

Reporting Quarter & Year:1%/2"9/3"/4™ Quarter

STATE/U.T:

(Year)

DISTRICT 1

DISTRICT 2

DISTRICT N

TOTAL

Total no. of new patients seen in the

OPD in the reported quarter

Total no. of follow-up cases in the

OPD in the reported quarter

Total no. of cases referred to tertiary

care hospital in the reported quarter

Total no. of patients admitted to IPD

Total no. of Patients availed services
at Long Term Residential Continuing
Care Centre. (Department of Social

Justice and Empowerment)

Total no. of patients availed services
at Daycare Centers. (Department of

Social Justice and Empowerment)

Total No. of Patients availed services
at Residential Continuing Care
Centre. (Department of Social Justice

and Empowerment)

Total no. of cases examined in the

outreach camps

Total no. of Cases referred at the

District level for management

10

Total no. of cases referred to

rehabilitation/counselling
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11

Total number of women attending
OPDs (including referral from the
RCH program)

12

Total number of children receiving

services

13

Total Number with Alcohol Use

Disorders receiving services

14

Total number with other Substance

Use Disorders receiving services

15

Total number of patients availed
Disability certifications
(Department of Social Justice and

Empowerment)

16

Total number of patients availed
Disability certification allowance
(Department of Social Justice and

Empowerment)

17

Total Number of Persons with
Mental Illnesses accessing services
from the Community Mental

Health Workers

18

Total Number of Persons with
Mental Illnesses included in
Government sponsored schemes
that promote livelihood, such as
the Mahatma Gandhi National
Rural Employment Guarantee
Scheme (MNREGA). (Department

of Social Justice and

Empowerment)
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19 Total number with mental illnesses
receiving any form of care for
comorbid Physical health problems

20 Total number of mental illnesses
Relapses

21 Total number of suicides

22 Total number of persons with
mental illnesses who have dropped
out of care

23 Total Number of Antidepressants
dispensed

24 Total Number of Antipsychotic
dispensed

25 Total Number of Anticonvulsants
dispensed

26 Total Number of Anxiolytic/
hypnotic dispensed

27 Total no. of new patients seen in

the OPD due to mental

health
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problems or extreme weather
events(floods/cyclones/heat waves/

earthquakes /other disasters)

28

Total no. of follow-up cases in
the OPD in the reported quarter
related to mental health problems of
extreme weather events
(floods/cyclones/heat waves/

earthquakes/ other disasters)

29

Total no. of cases referred to
tertiary care hospital in the reported
quarter related to mental
health problems of extreme weather
events (floods/cyclones/heat waves/

earthquakes/another disaster

30

Total no of cases of SMD/Psychosis

31

Total no of cases of
CMD(Depression/Anxiety/PTSD/

somatoform)

32

Total no of cases of Substance Use

Disorder
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SURVEILLANCE FORM FOR MENTAL HEALTH ISSUES
RELATED TO CLIMATE CHANGE AT THE NATIONAL

LEVEL

Reporting Quarter & Year:1%/2"/3"9/4"™ Quarter (Year)
Data State- |TOTAL
from State  [wise
cell Data
(1+2...4+36) [from
NHMP
1 Total no. of new patients seen in the OPD in the
reported quarter
2 Total no. of follow-up cases in the OPD in the
reported quarter
3 Total no. of cases referred to tertiary care hospital in
the reported quarter
a Total no. of patients admitted to IPD
5 Total no. of Patients availed services at Long Term
Residential Continuing Care Centre
6 Total no. of patients availed services at Daycare
Centers
7 Total no. of cases examined in the outreach camps
8 Total no. of Cases referred at the District level for
Management
0 Total no. of cases referred to
rehabilitation/counselling
10 Total number of women attending OPDs
(including referral from the RCH program)
11 Total number of children receiving services
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12

Total Number with Alcohol Use

Disorders receiving services

13

Total number with other Substance Use Disorders

receiving services

14

Total number of patients availed Disability
certifications (Department of Social Justice and

Empowerment)

15

Total number of patients availed Disability
certification allowance (Department of Social

Justice and Empowerment)

16

Total Number of Persons with Mental Illnesses
accessing services from the Community Mental

Health Workers

17

Total Number of Persons with Mental Illnesses
included in Government sponsored Schemes that
promote livelihood, such as the Mahatma Gandhi
National Rural Employment Guarantee Scheme
(MNREGA). (Department of Social Justice and

Empowerment)

18

Total number with mental illnesses receiving any
form of care for comorbid Physical health

problems

19

Total number of mental illnesses Relapses

20

Total number of suicides

21

Total number of persons with mental illnesses who

have dropped out of care

22

Total Number of Antidepressants dispensed

23

Total Number of Antipsychotic dispensed

D4

Total Number of Anticonvulsants dispensed
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25

Total Number of Anxiolytic/ hypnotic dispensed

26

Total no. of new patients seen in the OPD due to
mental health problems of extreme weather events
(floods/cyclones/heatwaves/

earthquakes/other

disasters)

27

Total no. of follow-up cases in the OPD in the
reported quarter related to mental health problems of]
extreme weather events (floods/ cyclones/
heatwaves/

earthquakes/ other disasters)

28

Total no. of cases referred to tertiary care hospitals in
the reported quarter related to extreme weather
events(floods/cyclones/heat waves/earthquakes/other

disasters )

29

Total no of cases of SMD/Psychosis

30

Total no of cases of
CMD (Depression/Anxiety/PTSD/

Somatoform)

31

Total no of cases of Substance Use Disorder
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ANNEXURE A: Mental Health Screening and Counselling Tool for Field Level
Workers of India (MERIT)

ADDRESS: NUMBER OF FAMILY |DATE OF SCREENING:
MEMBERS:

PHONE No. of Adults: FAMILY INCOME :
No. of Children:

NUMBER:

Medical History: Ask for Hypertension, Diabetes, Anaemia, Tuberculosis (TB), and Others.

If present, Mention below

S1 No [QUESTION
A ALCOHOL AND TOBACCO ABUSE

1. [Have you or anybody in your family been consuming alcohol in the YE [NO
past few months S
[If YES,

la.) Has that caused any health problems?

1b.) Has that caused difficulty in working regularly / problems in your

relationship with family/ friends?

2.[Do you or anybody in your family consume(YE [NO
BEEDI/GUTKA/CIGARETTES/ KAINI/ KADDI PUDI - early in the |[S

morning (Just after waking up from bed) in the past few months

B ANXIETY YE [NO

3. [Have you or any member of your family experience uncontrolled
anxiety/stress/tension/worries/nervousness for no reason or trivial
reasons in the past few weeks or months

C SADNESS /SOMATOFORM Symptoms YE [NO

4. [[n the past few weeks/months, have you or anybody in your family

experienced sadness or felt tired without any reason or have
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experienced multiple physical or bodily complaints despite assurances

by the doctor against the presence of a physical ailment?

[PEOPLE WHO ARE DISORGANIZED, VIOLENT, FEARFUL

YE

NO

Has anybody in your family heard voices in isolation/seen things that

_lothers don’t see and Smile or talk to himself/herself or behaved

strangely anytime in the past few weeks or months?

. [Has anybody in your family experienced suspiciousness/ odd beliefs or

making tall claims such as holding super powers etc in the past few
weeks or months?

. [Does anybody in your family have poor self-care (not bathing or

changing clothes for many days) or wandered in the past few weeks or

months

.[Has anybody in your family experienced excess happiness without any

apparent reason, over talkativeness, hyperactivity and increased self-
esteem in the past few weeks or anytime in the past

Have you or anybody in the family experienced suicidal ideas or

attempted suicide recently or in the past?

YE

NO

IDETAILS OF FAMILY MEMBERS WITH POSSIBLE MENTAL ILLNESS

S1
No

Name Gender |Age |Medical History Mental Health issue
F/ (YES/NO)

1€rs
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Basic Counselling by CHWs (or Field Level Workers)

Individuals with mental illness and family members both should be involved in counselling

General Counselling
v Informing and educating about the presence of possible mental health issues

v Explaining the need for a doctor’s evaluation — starting treatment early to prevent
further dysfunction and enable early improvement
v Informing them about various resources for treatment — Availability of doctors who
will evaluate and initiate treatment at Local PHC/ District Hospital/ Tertiary care
Centre (Medical College or Specialised Institute)
Treatment Counselling
Once a doctor evaluation is done and medication or other advice is given
v The onset of action of psychiatric medications is slow- it takes around 2-3 weeks
before the effect of the medications starts
¢’ Longer duration of treatment: Treatment needs to be continued even after complete
improvement is achieved as per the doctors’ advice. For a few conditions, treatment
goes on for a few months and others, it may be longer

v’ Do Not stop medications suddenly: Medication should be continued as per the advice

of the doctor

Follow-up Counselling
v/ Check about their well-being, ask about the improvement they have achieved

v Ask if they are experiencing any side effects of the medication

v’ Advice to follow-up with the doctor regularly

v’ Follow-ups should be done even after complete improvement is achieved as long as
the doctors suggest — it is best to discuss with the doctors about this issue.

v’ Medications should be continued even after complete improvement is achieved

v’ Encourage the patient and family to discuss their doubts about the treatment if any

with you and the treating doctor
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What to do if the person stops treatment?

First and foremost, do not get angry or criticise the patient
v’ Enquire about the reason for stopping to help them with that reason.
v’ Check for relapse of symptoms
v’ Advise them to consult a doctor at the earliest

v If a person with Alcohol addiction or problems due to other habit-forming
substances resumes using the substance- discuss it with the person and family and

advise them to seek help from the doctor at the earliest

Psychological First Aid for Suicide attempt

If you come across somebody who has recently attempted suicide or expressed suicidal ideas

or plans to commit suicide, provide Psychological First aid (steps given below)

If the suicide attempt is within a few hours or in one day, check for any medical
complications and refer to the nearest hospital immediately. No attempt should be taken

lightly

If the attempt is sometime before,
1. Provide support: allow a person to talk about their feelings and distress
2. Look for support systems: inform the family members about the attempt and tell
them the following: being non-critical, allowing the person to talk and express their
feelings;
3. Refer to a doctor for further assessment treatment and counselling

Follow up with the person after assessment/ treatment is carried out
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ANNEXURE B: Clinical Schedules of Primary Care Psychiatry (CSP) V2.3 for Medical
officers

Clinical Schedules for Primary Care Psychiatry: Version 2.3 (COVID-19)

Tele Medicine Centre
Department of Psychiatry
National Institute of Mental Health and Neurosciences
(NIMHANS), Bengaluru — 560 029, INDIA

«  This schedule is prepared for the clinical use of Primary Care Physicians (PCPs) to screen during this
Corona Virus outbreok and aftermath of the outbreak.

¥ In India, PCPs are also referred to os ‘Generol Practitioners” (GPs), ‘Family Physicians/Doctors’
{FPs/FDs), ‘General Doctors’ (GDs)etr.

¥ This cantoins guidelines far screening, referral, eorly diagnosis, first line treatment and routine
follow-up of an ADULT patients with psychiotric disorders at routine OUT-PATIENT primary health
care or GPs clinics.

¥ The contents of this schedules are an odopted version of psychiatric clossification, diognostic
criterios, & treatment guidelines for wider utilization by GPs of india.

WHAT ARE THE EXPECTATIONS FROM GPs/PCPs during this Corona Virus outbreak?

A, In first contact/ new patients with or without Corona Virus Exposure
¥ GPs should be able to-do ropid screening in ail adult patients for possible psychiotric disorders.
¥ GPs should be able diagnose & provide a first line of treatment that consists of medication and
brief counselling.
¥ If patient shows improvement with treatment in 3 - 4 weeks, consider following them up under
their own core.
¥ If case diognosis is unclear, consider referral to a psychiatrist.
B. I'n stable patients referred by a psychiatrist for routine follow-up
v Alang with potients, family/friends are o relioble source of information for better follow up.
¥ Enguire about clinical condition on every visit, check for common side effects, ond prescribe some
medications when clinical condition is same or when there Is no worsening.
¥ If any potient does not improve, worsens, does not take regiior medication, has severe side effects,
becomes suicidal or aggressive, cansider referring them bock to psychiatrists.
+ . Cansider referral to o psychiotrist for second opinion whenever potients/fomilies concern obout how
lang the medication should continue, despite your advice for a particular period!

WHAT KIND OF PATIENTS IN GENERAL PRACTICE ARE LIKELY TO HAVE PSYCHIATRIC
DISORDERS?

Any patienty/s who are likely to get repeated prescriptions from GPs for the following medication has higher
probability of having psychiatric disorders. These medications are
1. Anaigesics/Pain killers {Diclofenoc, lbuprofen, Nimesuiide, etc)
Muiltivitamins in toblets/copsules/tonic bottie forms
Tonic seekers & Energy syrups
Antacid / H2 Blockers /Proton Pump Inhibitors (Ranitidine, Omeprazole, Pontoprazole, etc)
Benzodiozepines (Alprozolom /Diazepomy Chiordiazepoxide/ Nitrozepam, etc)
Repetitive Infusion of Intravenous fluids on demand from patients/family

0 e )

Hence, it is suggested that GPs shall pro-actively search for psychiatric disorders in these kinds of potients
in their clinical practice during this Corona Virus outbreak.

Clinical Schedules for Primary Care Psychiatry: Version 2.3 {COVID-19) (May 2020) 1

Prepared by Tele Medicine Centre, NIMHANS Digital Academy, Dept of Psychiatry, NIMHANS, Bengaluru
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Part I: SCREENER / CASE RECORD FORM

Date: ... X Aadhaar Mo:
g yEars, Gender: e -
Postal address with parent/Guardian name:
Any pre-existing medical liness and treatment history YES/MNO (record details, if YES]
Any Pre-existing mental illness [including substance wse] and treatment history YES/MNO (record details, if YES)

Presenting complaints with its duration:

3

Physical examination findings:

Flease begln with these genenal enguiries!

1 How |s your sleep? Mormmal f Disturbed
2 How |s your appetite? Mormal f Disturbed
3 How |s your Interest in doing your dally wioerk? tormal f Disturbed
Now, begin with specific questions for possible psychiotric disorders! Il
4 | In the post year, ore you drinking alcohol heovily or reguilanly? YES /S NO If YES to any, check
5 | In the post year, ore you not getting sleep without alcohal? YES S ND for Alcoho! Disorder
& | In the past yeor, does your hands/body parts tremble whenever you cbruplly reduce | YES /NO

or stop wsing olcohal?
7| Do you use BeedifCigarettes/Gutka or other tobacco products within an howr of |-¥ES /S NO i YES, check for

getting wg from bed in the eorly morning? Tobocoo Addiction
8 | inthe post few weeks, aid you get sudden attacks of fear or onxlety? YES NG | FFYES to any, check for
9 | in the past few weeks, does the obove attack/s come without ony resson/s? VES fND | Ponic disorder (PG
10 | In the past few months, are you often getting tensed/stressed out without any reasan. | ¥ES / NO B ¥ES to any, check for

or for small trivial reasons? s A
11 | In the post few months, are you unoble to control or stop this tension, thoughts, YES/ NO Dzl fa)

imoges, flash bock episodes or memories of o porticular event?
Note: If "YES' to any of the abowe ftems 8 to 11 and it Is primarily attributed to infection or apprehension of infection of Corona
Wirus to self or loved ones check for ‘Adjustment Disorder” [l2ss than one month) or ‘Acute Stress Reaction’ [less than one

manth] or 'Pest Tn atic Stress Disorder’ (more than ane month)

12 | In the post few weeks, have pou been feeling tired all the time? YES S ND
13 | Inthe post few weeks, hove you kost interest or pleasure in your regulor dovy octivities? | YES/nO | IF YES to any, check
14 | In the past few weeks, have you been feeling sod [ depressed? YES /NGO | Depressive disorder
15 | In the past many months, does this potient hove any physical sympromys (isted in | YES/NO
diognostic criferia of Somatization disorder] which & unesplainabie with current if YES to any, check
medical knowledge or with depression/ondety? for  Somatizotion

16 | In the past maony months, has this patient shown signs of doctor shopping (repeatedly | YES /NO | Disorder
consulting pou or other doctors) for these simifar physical symptoms?

17 | In the post fow weeks, does hefshe has irrftability, tolking ar smiling to self / YES f ND If ¥ES to any, check
suspiciowsness/hollucinotion/delusions/poor self-core/oggressive behowiour? for Psychotic
Disorder
18 | In the past few doys, did hey/she hawve swickdal, self-harm or oggressive behawviour YES /S NO * BFA & Refer

Note: items 1-15 for potients, 27 for fomiy & friends, 17 & 18 for climica) interpretation of doctors
"Pravide Psychological First Aid & refer to a paychiatrat
Behavioural obSETVRBIINTE! ... i i s ssimsimms ittt smsin s s b sms s st i st

DHagniosks: (Tick appropriately)

1 Alcokol Disoadar: Hormgful wse (Freguend  defrequent tyee b Addiciion

2 Tohaston Addictsan

3 Comimosn Mantal Disorders [CMDs) Newros

3. Predominantly Deprescve Disordes

o Fredominanily Anxiety Disceder [Panic Isorder/Generalzed Anuaty Disonder/Ademmant Disordes/ Arute Sires Roacton/Post Traumatic Stress
Disordery

€. Prodominantly Somatization Disonder

d Mised Disorder [Depressive, analty of somatic symphoma]

& Savire Mental Disorders [SMOs) Prychotic Disorders: Acute / Epasodie / Chvanic

Rx plon:

[ L Proaciption | 2. Brwd coumsling or Wirat Aid : ¥E5 | NG |

| a Folivw-up cubo wih detes | |
Clinfcal Schedules for Primary Care Psychiatry: Version 2.3 [COVID-13) (May 2020) 2
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Part Il: MANAGEMENT GUIDELINES

. DIAGNOSTIC GUIDELINES
¥ The diagnoses of psychiatric disorders are based on duster of symptoms and signs desonibed bebow.
+  Many medical ilinesses inclinical practioe can present 23 typhcal paychiatric disonders. Hence, it is adwisable to rule out these
medical conditions based on chnical symptoms and signs of medical lness, if present.
+  Thyrold and cardiac dysfunctions are common medical conditions which can mimic payohiatric disorders.
¥ if madical liness is found, priority to be given on treatment of this madical condition.

Algohol Disordess:
Alcobol Hormful use- (Two types: Frequent finfrequent) [Frequent type: > 4 drinking seisions per month]
1. Heavy aloohol use leading to socio-occupational and/or health problems, even if not regular use
Alcabol Addiction
1. PRegulsr ute of alcohol almast every day, especially parly morming drinking
2. Expenience of withdawal symptoms whenever hefshe reduces or stop aloohol such as tremoss, skeep disturbance,
Iwedling, palpitation, etc

Tobocco Addiction
Persan wies oy tobooco prodiects requiary and/or heowly and unable o controd its Quantiny

DIAGNOSTIC CRITERLA OF PANIC DiSORDER
The characteristics of attack of severe anxiety or fear |panic attack) as follows
1) PRepetitive [more than cne sttack) 2. Spontansous [sudden onset without any reasons) and 3) Unpredictable
These panic attacks are usually assodated with
1 Sudden orset of palpitations, chest pain, difficully breathing/choking sensations, dizsiness, dry mouth, and feelings of
unreality are common,
1. Therels ako a secondary fear of dying, losing control, or going mad.
3. Having a fear of ‘onticipotory atfack” keading 1o avoldance of cevtain situations whers thewe attacks oturred,
4, These attacks begin abrupaty, reach a peak kn minutes and resolution oocurs in 10-20 minutes.
However, ponic attock which is not spontaneoes and predictoble could be panic attack a5 port of GADYDepressive dsorder, may
not be Donic gisIreT eV 5E.

DUAGNGSTIC CRITERIA OF GENE RALIZED ANNIETY DISORDER
An experience of excessive and uncontrollable andety /tension/wormes/nenvous with no abvious or trivial reasons for mary
mmuu(umnrnusmnﬂ The characteristics of these orxiety /tension/worries/Rervous are
Generalized in nature [Invabving several aspects of life involving family, health, finances, or work, such a5 family tragedy,
ili heaith, job loss or accidents even when there are no obvious signs of trouble).

1. Persistently (present thoughout day)

3. Free floating anxiety (means ancety does not have an obvious cause [ without pinpolrting any source of worny/andety,
bt with capabslity to mowe on fresly without being connected to one cause/source of anxiety [unattached/uncommitted
to a cause/a situation findependent of a cause, but capabie of relatively free movement)

These anuiety symptoms usually present with the following multiple symptoms.

1. Mentol tension / Apprehension (rervousness or exaggerated and uncontrolied “worries obout future migforfunes” of
everyday events and probbeems, feeting "on edge”, difficulty in concentrating. etc.)

2. Physical f Motor tension (being restiess fidgeting, tension heodaches, trembling, inabiity to relax, trouble sieeping));

W:WKWWMW.MH‘MM tachypnoes, epigastric discomfort,
iness, dry mouth, etc.).

DIAGNGSTIC CRITERIA OF ACUUSTRIENT DIORDER
1 Triggeved by stressful event (within one manth ) such as exposure fo Corang Virus
2 Sodness, ansiely, anger or worry [or mixture of these)
1. Feeling of inability 1o cope or plon oheod o ct e in the p situation

CHAGNOSTIC CRITERLA OF ACUTE STRESS REACTION [« one month) or POST TRAUMATIC STRESS DiSORDER [~one month)
Exposure 10 Severs ITAUMATc event

Intense fear or horror of intense panic anxiety or anger outburst

A constant state of hyperarousal or complete emotional numbness

Autonomic signs of (rochycardia, tachypnoss, treme, Sweating, flushing| are commonly present.

Intrusive recurring thoughts or images of the traumatic event

Reliving the event in nightrmare or Mashbacks

WM of people, placis, and thingt conndcted with th travmatic event

-up'-!-r-p-!-u-u-

mm OF DEPRESSIVE DNSORDER

The core symptoms are 1. Depresied mood
4 Loss of mterest or pleasure in activities that were wiuolly plecsurabde earlier £
3 L Energy level or ‘T fotigue/Tiredness.

Addithonal symptoms 1. Disturbed sleep 2. Diturbed appetite
1. JConcentration & Attention 4. Activity/thinking leve!
5 JSexualinterest 6 L Self-esteem fself-confidence
7. ideas or acts of self-harm or suicide &  ideas of guilt and unworthiness
9. Bieck and negative view of future 10, Weight loss
Clinkcal Schedules for Primary Care Psychiatry: Version 2.3 {COVID-15) (Moy 2020) 3
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Presence of af least 2 of above core symploms and of keast 3 of odditional symptoms pervasively (in almost all activities) &
persistently (prevent throughout the day) for mone than TWO WEEKS confirm the diagness of “depressive disarder”,

DIAGNOSTIC CRITERLA OF SOMATIZATION DISORDER
Theie patients presents with variows physical complaints without a physical explanation determined by a full history and phiysical
examination, Thise symptoms may be single, multiple and variabile physical symptoms referred to any part or fystem of the body.
mmmmmm
Pain symptoms at multiphe sites (such as abdoménal, back, chest, dysmenarrthea, dysuria, extremity, head, joint, rectal) s
often present.
1. Gastrointestinal sensations (pain, belching. regurgitation, vomiting, nausea, eic.],
3. Abnormal skin sensations [itching, buming, tingling. numbness, soreness, etc.) and blotchiness.
4. Sexual and menstrual complaints (ejaculatory or erectde dysfunction, hyperemesis of pregnancy, rregular menses,
menorrhagia, sexual indiflerence) are also common.
For definite diogrosis of sometination disorder
1 For many months (ot least 6 months) of symptoms of diness explained above
2 Dootor shopping (repeated visit to doctor/s and/of repeated inwestigation reveals no abaormabiy )
L Some degree of social and family dysfundtion.

DLAGNOSTIC CRITERIA OF 5 ¥CHOSS- Acute (up fo 6 months [/Cheonic (> & months) fEpladic [more thon one epsose)
Agitation of restiessness

Birarre beshaviour

Hallutinations ([ale or Amagined perceptions, & g., hesring vaiied)

Delusions (frm beliefs that are plainky false, & g, patient is relsted to royal famiy, receving messages from
tehevision, being followed o plan to kill/karm)

Social withdr awal [sitting alone, not nteracting with athers, etc)

Lows mothation or hl!ml.lﬂfﬂ*ﬂw:ﬂhm.hﬂmh work, #tc)

Ur-understandable speech

Orver cheerfulness/ Over talkativenett reduced sleap) hyperactiity/ grandicse thinking

o

LR Y

i1 INVESTIGATIONS GUIDELINES

Laboratory of radicloghel investigations ane NOT used routingly in poychiatric disordén

The nedd for inveitigalbong depends on chinlcal findings to exclude other medical condition which can explain piychiatric
symptoms

¥ Serum thyroid stmulating hosmons (T3H), & Blectrocardiogram [ECG) are commonly wied imvestigations

*  CT/MRI of Brain ane rarely used in routine clinical psychiatry.

LT

.  TREATMENT GLUDELINES
A, Generol Treatment Guidelines aof psychioiric medicotions

¥ Onset of oction is slow, i.e., oround 2 to 3 weeks ond fokes 4 fo & weeks for full oction,

v Longer cowrse of medicotions: Once improvement occur with any medicotion, there is o need to continue
medication ot same dose for af least & months. \

¥ DO NOT stop medications abruptly until & unless it is on emergency sich o3 severe side effects, etc

Mo | Diagnosis First ling R Probable duration of Rx

1 ChiDs

A Adjustment Disorder and Acute Stress | BIDs « Counselling 2-3 woeks

Reaction

B Prid: antly Depresiha Diorder S5A1 + B0 + Courselling S5RI for 9 -12 months

£ Predominantly Anxiety Disorder S5R1 « BT0% + Counselling BZDs for initial 2-4 werks

o Post-Traumatic Strass Disorder 5581 f TCAs BXDx + Counselling

E Predominantly Somatization Disorder TCA » Courselling 2 yoar

F Mined Disorder (Depresshe, Arndety/Somatic | TCA » 5581 « Counselling 1-2 year

symptoms)

F] SMiDs/ Prychosls

A Acute Atypacal antipsychotics &8 months

B Chronic Atypscal antipsychotics 2 yeary

c Epitodi Newd pryck referral Wariable

F] Alcohol Disorder

A Alcohol Harmful use - Not o freguent type Ci dling + B1 vitamin

B Alcohol Harmful use = Frequent type 505 Maftrexone X5 mg ¥ hour | Follow up advised
before every drinking session

c Alcohol Addiction Antl-craving medications + B1 | 912 months
vitamin = BIDs detoaification

4 Tobacoo Addiction NRT/Bupropion 36 Months

Clinical Schedules for Primary Care Psychiatry: Version 2.3 {COVID-13) [May 2020}
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B. Medications (Anti-depressants and Antipsychotics)
Antidepressants (All are oral adult dose in mg) This is an empirical guideline for the clinical use of antidepressants at primary care.

Name Initial | Max dose | Max dose Common side effects (usually dose dependent) Sexual side Remarks, if any
dose | (GPs) (Psy) Sedation ‘ Orthostatic hypotension ‘ Anticholinergic | effects
Selective Serotonin Reuptake Inhibitors (SSRI)
Fluoxetine 20 40 80 + 0 0 ++ Preferably in morning
insomnia
Escitalopram 10 20 30 + + 0 + Hyponatremia
especially in old age
Citalopram 20 30 60 + + 0 +
Sertraline 50 100 200 + + 0 Delayed Safe in old patients &
ejaculation medical comorbidities
Paroxetine CR 12.5 25 315 + 0 + Retrograde Agitation
gjaculation
Fluvoxamine 25 100 300 + i + Anorgasmia
Newer antidepressants
Duloxetine 20 30 60 + + i+ Dry mouth, |- appetite
Venlafaxine ER | 37.5 75 225 + + + /sexual drive BP monitoring
Desvenlafaxine | 50 100 400 Sexual
dysfunction
Mirtazapine 15 15 45 bt + + Very less
Burpropion 150 300 450 Activating 0 0 Very less Priapism & seizure at

higher dose

Tri Cyclic Antidepressants

Amitriptyline 10 50 300 4 4 4+ + Avoid in old patients &
comorhidities

Imipramine 25 75 300 + + ++ +
Dotheipin 4 +ht ++ + Relatively Cardio safe
Clomipramine 25 75 300 + ++ + +
Nortryptyline 50 50 200 + + + +

Severity of side effects is graded os 0 = Absent; + = Probable/Very little; + = Mild; ++ = Maderate; +++ = Severe. Anticholinergic side effects are dry mouth, constipation, blurred vision, urinary
retention, giddiness, etc. Max-Psy: Maximum dose used by psychiatrist, Max-GPs: Maximum dose recommended for General Practitioners.
There is a risk of manic switch (< 5%) with antidepressants (TCA > SSRI); to be ged by stopping antide and refer to a psychiatrist.
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ANTIPSYCHOTICS- ORAL (All are in adult dose in mg). This is an empirical guideline for the clinical use of antipsychotics by GPs.

Name Initial | Max dose | Max dose ‘ Common side effects (Mostly dose dependent) | Remark
dose (GPs) (Psy) ‘ Sedation ‘ Hypotension ‘ EPS ‘ Weight gain ‘ 4 Prolactin |
Atypical Antipsychotics [Safer than typical antipsychotics]
Risperidone 2 4 8 + ++ + ++ ++4
Olanzapine 5 10 30 ++ + + +++ +
Quetiapine 25 200 800 +H + 0 ++ 0
Aripiprazole 1.5 15 30 0 0 0 +. 0
Paliperidone 0 + + ++ s
Amisulpride 100 200 800 + + + + 44
Levosulpride 50 100 300
Clozapine* 25 100 600 444 Ees 0 4 0 Seizure risk above 600 mg,
Agranulocytosis (at any dose),
cardiomyopathy
Typical Antipsychotics
Chlorpromazine | 25 100 600 +++ HHH+ + ++ i Anticholinergic side effects
Flupenthixol 1 3 6 + + ++ -+ ++
Haloperidol 0.5 10 30 + + 444 + 444 Cardio safe

* EPSE means Extrapyramidal side effects are graded as 0 = Absent; + = Probable/Very little; + = Mild; ++ = Moderate; +++ = Severe.
Increased prolactin lead to Amenorrhea, galactorrhoea and other sexual side effect
*Clozapine to be begin under supervision of a psychiatrist

Antipsychotic- Depot Preparations$

No | Name Route | Dose (in mg) Frequency
1 Inj Fluphenazine Decanoate | IM 12.5 t0 100 Every 2 to 4 weeks
2 Inj Flupentixol Decanoate 1M 20 to 60 Every 2 to 4 weeks
3 Inj Haloperidol Decanoate IM 25 to 100 Every 4 weeks

Inj Zuclopentoxol Decanoate | IM 200 to 400 Every2 to 4 weeks
4 Inj Olanzapine Pamoate IM 150 to 300 Every 4 weeks
5 Inj Risperidone Consta M 25-50 Every 2 weeks
6 Inj Paliperidone Palmitate IM 39,78, 117, 156, and 234 | Every 4 weeks

STo be given only for patients who does not take medicine regularly leading relapses. These depot injections preferable ta begin by a psychiatrist and follow up may be done with their GPs
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C. EXTRA-PYRAMIDAL SIDE EFFECTS (EPS) includes

Mo | Name Description Likehy onset® R

| Dystonla Twisting of Within few hours | Inj Phenargan [Promethazing] 25 /50 mg deep I/ slow IV or
arms/legsfeye | (10 minutes to 4 Diazepam 10 mg IM/ slow 1V 5TAT & then begin tab.
balls hours) Trinexyphenidyl 2-4 mg for 2 to 3 weeks

2 | Akathisia Motor Within few days Reduction or change of offending drug.
restlessness [1 to 4 days] Beta blocker like Propranolol up to 40 mg/day or

Benzodiazepines (BZ0s). Le., Conazepam 0.5 -1 mg
3 | Drug induced | Tremor & ‘Within few weeks | Trihexyphenidyl 2 to & mg.
parkinsonism | slowness [1 to 2 weaks) It s often added as prophylactic agent

* after of administration of antipsychotics

D. BENZODIAZEPINES tablets

Mo | Name Type Dose fday Addiction potential Schedule

1 Clonazepam Long acting 0.5-6mg + oD /BD
2 Diazepam Long acting 5-30 mg i oD /BD
3 Chiordiazepoxide | Long acting 10- 100 mg ++ oD /BD
4 Nitrazepam Long acting 520 mg ++ oD /BD
5 Lorazepam Short acting 0.5-2mg ++ BD/TDS
[ Oxazepam shortacting | 15-60 mg -t BD/TODS
7 Alprazolam Short acting 0.25=-4mg s BD/TDS

E. Counselling

¥ it shall be brief in durotion {to be completed in < 5 minutes).
¥ It ks one of the non-medication treatment modality practiced by all doctors kn thelr everyday practice, often without
their knowledge.
¥ Similarly, same thing shall be offered for patients with psychiatric disorders also.
¥ The core contents of counseliing sholl include on education obout Miness ond setting -realistic expectotions from
treatment and procticol tips to hondie stressors, whenever present.
¥ Counselling shall include information about nature of llkness, when to expect benefit from medication, how long to
continue, and need for repeated follow up.
¥ Sleep hyglene to be discussed
Please provide practical tips to handle stressor whenever present.
= Psychotheropy (tolk theropy] s o specioised form of counselling aimed to relleve symptoms which tokes
muiltiple sessions of 40 -60 minutes eoch.
= Please don't confuse cownseliing with psychotheropy which psychiotrists proctice.

%

F. ALCOHOL AND TOBACCO DISORDERS

A general guideline

1. Please do remember patients with alcohal & tobocco addiction need MANY TREATMENT ATTEMPTS as
several relapses (may be 3 = 4 times) are common and relopses are rule than exception (even with proper
treatment) for complete stopping.

2. For any kind of alcohol & tobacco disorders, advice always to stop completely. If willing for Rx, follow
below guidelines

3. If patient/s not willing to stop, o) Never force any patient/s to begin treatment, b) Inform about
availability of medications to stop, c) Counsel about benefits of abstinence and domages of continued use,
d} Always ask them to come whenever they wish to stop. These steps build up better doctor-patient
relationship for long term treatment for oddiction Rx.

4. Encourage their friends & family to cooperate and help patient for multiple treatment attempts.

Alcohol Disorders

Alcohol harmful use (Infrequent type}- Counselling includes benefits of stopping and loss {short term and long
term) of continued use. You may prescribe thiamine supplementation. Advise for regular follow up.

Alcohol harmful use (Frequent type)- 305 use of Naltrexone 25 mg ¥ an hour before every drinking session

(Sinclair method). This method gradually reduces the harm by reducing the quantity of alcohol and eventually
helps to stop alcohol completely.
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Alcohol Addiction:

1 Detoxification with BIDs only if there are withdrawal symptoms [Datepam prefemed up 10 40 m/day on 1= & = day,
30 mg/day for 3= & 4= day, 20mg/day for 5= & & day, 10mg/day for 7= & 8= day, then op)

1 Thiamine supphementation up to 300 mg/day for first 3 months.

1. Anti-crovieg medicotions (gradual hike s sdvised) such &5 Topiramate to 100 mg/day, Baclolen up 10 80 mg/day.
Acamprosate up to 999mg/day (333 mg TDS) may be used for 3 months to 1 year.

These anti-craving medications can be gven from first day of Ru. They reduce caving, reduce guantity of aicohol evwen if
pervon dnnk alcohol on £, Hence, anti-craving medications can abo be ghan even if person & continued to drink sigohol,
thes help reduces/prevents withdrawal symploms | hangowver | craving of next morming.

Disulfirom i3 an aversive drug (NOT an anti-crowing) not odvisable for use ot primary care levei. in cose GPy prefier, pleane
wie wilh coution preferably aftér informed consent from potients and uperviuon by o family member. Slort ONLY after §
& alcohol Dos# i 250 [# 4] in fhe

Tobacco Addiction

1. Micoting Replacement Theragy [NRT)
Micoting transdermal patch 10 apply &0 Cléan, Ary, non-hairy a0 és of dun | Typic sty upper anm o Uhoulder) i 217147
g regimen: 11 mg 00 for 6 weeks, then 14 mg patch 0D for 2 weeks & then 7 mg patch 0D fior 1 weels) and
Hicoting gum to be used in chew snd park technigue (2 & 4 mg Mas 16 myg/day, to be used hourly for fiest 2 wesl
then gradual taper snd stop in J montha]. Medse be sware that nicoting gum has poor scoeptability snd ungredictable
effects, L., iy not pet desired effacts.

& Buproplon i avadlabhe in 150 & 300 rmg tablets. To be given poelerably in morming. begin 150 myg for firss S days & then
300 myg for 3 o & months,

3 Varenlding & sspendlve. Doyt 1-1 0.5 mg 00, daya 4-7; 0.5 mg BOD, than | g B0 for 1 to & monthe

6 MANAGEMENT OF PRYCMIATRIC DIRORDERS I COMORBID AEDVCAL ILLNESS

¥ Puychatis dnovders con Be present in potients of diaberri melitul, ciseniol byperteauons, Rohormi berr
divease, stroke, conoers, Hic.

¥ Avoid paly-pharmacy.

¥ Begin low (dosel, Qo sow (for escolotion of dose|

¥ Howewer, Thit wohedule containg regsonably tofe medicotions wiwch 10 be precribed of iower dow s i
comsidined in saje always

¥ if doubt, refer to @ peychiatiit,

#  TREATRAENT OF PEYCHIATRIG DISORDERS IN PREGNANCY AND LACTA FION
¥ Geeneral rubet of Pragnoncy and Lactaton i applicoble for prychiotris drarders alto ek o awsd n frer
rrimeider, caution in 2= & I frimester
¥ Preferabie to refer to o paychiotrist

. FOLLOW UP GLIDELINES

Frequency of Tollow-ups: Firil follow ug of 2 aeeks 10 GUNEsS Sie #YTects ), Second of 4 weeks (10 aasess effects] and then
every month (for mantenance |
Ore or two queestions for follow ep T asses imgrovement

Wrong way Right way ‘
1. Check whether he/she stopped completely or not. If stopped compietely, oontinue anti-Croving Rx for 5-1.7 months
2. if not stopped completely, consider increasing the dose of anfi-crowing rydicotion

3 Refer i psychiotrist, in cose person goes back for repeated drinking epiode deule on fdequate dose of ant-
Croving fx
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PRESCRIPTION MODULE (Cont.)

4. Rx for Alcohol Addiction

1. Inj. OPTINEURON FORTE (containing thiamine 33mg) 1 ampule
deep IM once a day for 5days.
2. Tab. DIAZEPAM 10mg,1-1-2 X 2days

! 4.Tab. BACLOFEN 10mg, 0-0-1X 1day

' 1-0-1X 1day

: 1-1-1 X 1day

! 1-1-2 (Continue)
0-0-2 X 2days . OR

:

:

!

'

!

:

!

0-1-2 X 2days
0-0-1 X 2days then STOP Tab. TOPIRAMATE 25mg, 0—0—172day5
3. B-Complex tablet containing a high dose of THIAMINE 1-0-1X 2days
1-0-2 X 2days

100mg/day) 0-0-1 for 3months.
( &/day) 2-0-2 (continue)

Counselling: Please refer to page-7 of CSP. | Treatment course with anti-craving medicines for 9months to 1year.
Follow up after 10 days. K

5. Rx for Tobacco Addiction

Tab. Bupropion XL (150mg) 1-0-0 X 5days
2-0-0 (continue)

Follow up once every 30 days.

B T L T T T Ty
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