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Recap

What do you remember from the 3 units in Session 17

A Standard Drink;
Contawmn |

10 grarm of pure alcohal Each of these
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Trainers’ notes:
- Elicit and run very quickly over the 3 main areas covered in session 1 units

(concepts and attitudes, screening, Bl for alcohol)
- You may wish to do this verbally (without visual cues on slides)
- TAILORING: You may wish to include images of some challenging material for that

particular group from the 15t session.

Time = 2 mins
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depressive symptoms

Total Time = 30 mins




The approach to managing co-morbid
depressive symptoms in SCALA

* Multiple links and causal pathways
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* Reducing alcohol use will already
have a positive impact on depressive
symptoms

Trainers’ notes:

- Explain the links between high-risk alcohol use and depression — and highlight that
whichever causal mechanism there is for any particular case (e.g. drinking as self-
medicating, alcohol use exacerbating depressive tendencies), reducing alcohol use
will always have a positive effect on mental health.

Time = 2 mins




The approach to managing co-morbid

depressive symptoms in SCALA

* SCALA strategy - Based on MHGap

— Information and advice — healthy m
lifestyle and habits e, =T

— Signposting — support and — ==
services

P

— Vigilance — watch for changes in
mood and suicide risk and refer if
necessary

Pending issue to be decided: Should we remove slides 6, 7 & 8 (to avoid repetition
with session 1 and/or because they are not considered in line with SCALA approach
to depression)

TAILORING: Trainers should change the image for that of the local version of the
depression leaflet

Trainers’ notes:

Explain the links between high-risk alcohol use and depression — and highlight that
whichever causal mechanism there is for any particular case (e.g. drinking as self-
medicating, alcohol use exacerbating depressive tendencies), reducing alcohol use
will always have a positive effect on mental health.

Present the SCALA strategy and materials (depression leaflet)

Time = 3 mins




BA for depressive symptoms in SCALA

“What you do”
5 key points:

1. Personalized feedback

2. Information on the harms
(harm reduction)

3. Change normative
misperception

4. Agree on individual goals
(different options)

5. Assistin the change

Pending issue to be decided: Should we remove slides 6, 7 & 8 (to avoid repetition
with session 1 and/or because they are not considered in line with SCALA approach
to depression)

- Point out that the key points in the conversation about co-morbid depressive
symptoms are essentially the same as in the brief intervention for alcohol (and
both will be dealt with in a single conversation), although the emphasis is on
highlighting the links between alcohol and mood problems, and assistance is in the
form of a leaflet for depressive symptoms.

Time = 1 mins




BA for depressive symptoms in SCALA

“How you do it”

Motivational approach: Collaboration
Collaboration — (dance, don’t wrestle)
Empathy — avoid value judgments utonomy | Motiationl @ Enpstiy

Building Self-efficacy — reinforcing

positive intention e
Promote Autonomy — Respect; efficacy
responsibility onto the patient

Pending issue to be decided: Should we remove slides 6, 7 & 8 (to avoid repetition
with session 1 and/or because they are not considered in line with SCALA approach
to depression)

- Remind participants of the motivational techniques (and ‘dance, don’t wrestle’
analogy), which should also be used throughout, and which they will see in the
modelling videos.

Time = 1 mins




Modelling and practice - depressive symptoms

Watch model video 2b on offering advice
and information to patients with high-risk
alcohol use and co-morbid depressive
symptoms.

* Video 2b — Paola — The doctor talks
about lifestyle and mood and negotiates
a change in drinking behaviour with
Paola, a hazardous drinker who is also
experiencing depressive symptoms.

- Explain that they will watch a model video of the doctor giving Paola brief advice
for alcohol and co-morbid mood problems (caso de Paola), before practicing
themselves.

- Highlight that all the skills they will learn in this course need practice, and will be
difficult and slower at first, but should get better the more the use them in their
daily consultations.

- The group should look out for the “what” and the “how” (motivational skills) of
brief advice that have been mentioned are used

- Afterwards, they will split into pairs and practice the BA interaction for alcohol and
depressive symptoms

Time =5 mins




Modelling and practice - depressive symptoms

Practice brief advice techniques
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advise action with the patient in 5 minutes
3. The patient can use the cards or invent their FJ Hﬂu f;l__\ LY. [ “‘\.',‘.:.;‘

D

personal motivations where necessary
4. When you’'ve finished, or the facilitator says

stop, swap roles and repeat with a new card.

- Put the participants into pairs (e.g. next to each other). They can use the first 2
patient cards from the screening exercise on Day 1, as well as imagine their own
motivations for the patient.

- Tell them to follow the instructions and monitor the time — tell them when a
minute is left, after 5 minutes ask them to stop and swap roles

Time = 15 mins (3 minutes to set up exercise, 5 mins per role play, 2 mins to stop
and swap)

10



Modelling and practice - depressive symptoms

How did it go? (';J I 1

- As a whole group, ask for feedback on how it went — elicit with questions:

- Did they manage to successfully advise their partner and negotiate goals?
- Which of the motivational techniques did they use?
- Did the interview feel comfortable to both sides?

- reinforce any positive comments and try to address any obstacles encountered
(especially in motivational skills).

- Remind the professionals that the conversation will become more easier and
quicker over time and with practice (as they become familiar with the process and
develop their own phrases and styles), and the main objective is to give advice in
such a way as to avoid confrontation and resistance and increase the self-efficacy
and autonomy of the patient.

Time = 10 mins

11
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Local tailoring: change to local term for referral: Derivacién / Remision / Referencia

Time = (40 mins)

12



Services for referral

. Signs of moderate or severe alcohol dependence

. Patient has not benefited from previous brief
advice and wishes to receive further help foran
alcohol use problem

. Patient has a co-morbid condition (e.g. liver
disease or mental health problems)

. AUDIT < 20 but there are indications the patient

would benefit from referral to specialist services.

.PHQ-9 = 15
. Serious or considerable risk to themselves or
others
. Depression which has not responded to treatment
. PHQ-9 < 15 but there are indications the patient
would benefit from referral to specialist service.
10. PHQ-9 Question 9 (suicide risk) > 1

_

[TAILORING: ...]

LOCAL TAILORING:
Add details of the referral services available in this slide...
change to local term for referral: Derivacidn / Remision / Referencia

Run through the situations in which referral would be appropriate
Highlight the local services available for referral for different problems

These points come from the initiative MHGap which provides guidance on managing
and referrals for a variety of mental health problems in primary care. For the full
guidance pack in ES, please see:
http://iris.paho.org/xmlui/bitstream/handle/123456789/34071/9789241549790-
spa.pdf

Time = 1 mins
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Modelling and practice advice for
depression p

Watch model video 3 on referral of
patients to specialised services for more
severe alcohol problems or depressive
symptoms.

* Video 3 — Ana Maria — The doctor talks
about alcohol and mood problems with
Ana Maria, a high-risk drinker who is
also experiencing depressive symptoms.

Local tailoring: change to local term for referral: Derivacién / Remision / Referencia

- Explain that they will watch a model video of the doctor giving Ana Maria brief
advice and referral to treatment or alcohol and co-morbid depressive symptoms
(caso de Ana Maria), before practicing themselves.

- The group should look out for the “what” and the “how” (motivational skills) that
were mentioned in previous practice sessions are used in this interaction

- Afterwards, they will split into pairs and practice the referral conversation for
alcohol and depressive symptoms

Time =5 mins
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Modelling and practice screening

Practice referral techniques

1. One is the professional, the other the patient

2. The professional should give feedback on the
screening (AUDIT = 26 / PHQ-9 = 15), and try fhﬂ L ICJ
to agree a referral with the patient in 5 | . N ) ﬂ;
minutes FJ—F_\ \} [ﬂlﬁﬁ\}‘t

3. The patient can use the card or invent their )
personal characters if they wish

4. When you’'ve finished, or the facilitator says

stop, swap roles and repeat with a new card.

Local tailoring: change to local term for referral: Derivacién / Remision / Referencia

- Put the participants into pairs (e.g. next to each other). They can use the 3™
patient card from the screening exercise on Day 1, as well as imagine their own
motivations for the patient.

- Tell them to follow the instructions and monitor the time — tell them when a
minute is left, after 5 minutes ask them to stop and swap roles

Time = 15 mins (3 minutes to set up exercise, 5 mins per role play, 2 mins to stop
and swap)

15



Modelling and practice screening

How did it go? (';J I 1

- As a whole group, ask for feedback on how it went — elicit with questions:
- Did they manage to successfully agree a referral with their partner?
- Which of the motivational techniques did they use?
- Did the interview feel comfortable to both sides?

- reinforce any positive comments and try to address any obstacles encountered
(especially in motivational skills or confrontation with ‘difficult’ patients).

- Remind the professionals that the conversation will become more easier and
quicker over time and with practice (as they become familiar with the process and
develop their own phrases and styles), and the main objective is to suggest a
referral in such a way as to avoid confrontation and resistance, and leave the door
open in the case that the referral is refused or for any future crises or doubts.

Time = 10 mins
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Suicide prevention: monitoring

When?

\d
PHQ9 item 9 = 0-1 e
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Local tailoring: change to local term for referral: Derivaciéon / Remision / Referencia

Discussion on detecting suicide risk and suicide prevention (elicit existing
knowledge)
Reinforce key messages (referral for suicide risk must be urgent, if available)

Time =5 mins
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Suicide prevention: referral

When?

[emergency departament—
tailoringaccording to each Urgent
country] With empathy

PHQ9 item9 22

If referral is not possible or delayed:

Eliminate means of suicide/self-harm

Create a safe and supportive environment; If possible, offer a quiet and separate area to wait for treatment

DO NOT leave the person alone and unsupervised; assign a member of staff or a family member to stay with them
at all times and check their safety

Pay attention to their mental state and any emotional disturbance

Provide psycho-educational support to the person and their carers

Offer and activate psychosocial support.

Offer support to caregivers.

Consult a mental health specialist, if feasible

Maintain regular contact and periodic follow-up

TAILORING:
- Add details of the referral services available in this slide...

- change to local term for referral: Derivacion / Remisién / Referencia

- Discussion on detecting suicide risk and suicide prevention (elicit existing
knowledge)

- Reinforce key messages (referral for suicide risk must be urgent, if available;
draw on environmental support — family and services)

Time =5 mins

18



OSCALAX

Local tailoring: change to local term for referral: Derivacién / Remision / Referencia

Reinforce that referral is the preferred option when cases are serious or at risk of
becoming complicated.

If this is not possible, a series of recommendations based on the World Program of
Action are provided, which provide guidance on management and referral for a
variety of mental health problems in primary care. For the complete orientation
package in Spanish, see:
http://iris.paho.org/xmlui/bitstream/handle/123456789/34071/9789241549790-
spa.pdf

However, this is the exception and not the norm. Typically, the identified cases can be
managed in primary care (mild / moderate) or if they require a referral to a
specialized center, it is possible and accepted by the patient.

Time = (30 mins)

19



When referral is not an option: alcohol

Advise the patient to completely stop alcohol use (if withdrawal syndrom is
nat a rickl Ariica it at a nAan_harmfiil laval liicina Dl and matrivarinn tarkhnicrooacl
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Verbalise your intention to support the person to do this. Ask them if they are

ready to make this change.

Explore strategies for reducing or stopping use and strategies for reducing
harm (from BI)
AdAdrac

c frand nlicinag A
AGGress 004G, NCUsing, an

Arrange a follow up visit within 2 weeks
Provide psycho-education.

Source: Adapted from ‘Guia de intervencién mhGAP para los trastornos mentales, neuroldgicos y por consumo de
sustancias en el nivel de atencidn de salud no especializada.’ Version 2.0. Washington, D.C. : OPS; 2017.

Local tailoring: change to local term for referral: Derivacién / Remision / Referencia

* Advise to completely stop the consumption of the substance or decrease it to a
non-harmful level, if it exists.

* Verbalize your intention to support the person to do this. Ask them if they are
willing to make this change.

* Explore strategies to reduce or stop use and strategies to reduce damage.

* Follow-up

* If the person is a teenager, a pregnant or lactating woman: see SPECIAL
POPULATIONS

These points come from the World Action Program that provides guidance on

management and referral for a variety of mental health problems in primary care. For

the complete guidance package in Spanish, see:

http://iris.paho.org/xmlui/bitstream/handle/123456789/34071/9789241549790-

spa.pdf

Time =3 mins

Time = 3 mins
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When referral is not an option: alcohol (2)

» Organize detoxification services if necessary or treatment in an inpatientsetting
when feasible. Treat withdrawal symptoms as necessary.

* Provide a brief intervention using the motivational interview to encourage the person
to participatein the treatment of their substance dependence.

* Considerlong-term psychosocial treatment for people with problems related to their
substance use, if they do not respond to initial brief interventions. Psychological
therapies based on scientific data for substance use disordersinclude individualand
group structured programs, which are carried out for 6-12 weeks or more and employ
techniques such as cognitive behaviorai therapy, motivationai reinforcementtherapy,
Contingency management therapy, community reinforcement approach and family
therapy. Evidence-based social support methods include support for employment
and housing

Source: Adapted from ‘Guia de intervencién mhGAP para los trastornos mentales, neuroldgicos y por consumo de
sustancias en el nivel de atencidn de salud no especializada.’ Version 2.0. Washington, D.C. : OPS; 2017.

Local tailoring: change to local term for referral: Derivaciéon / Remision / Referencia

These points come from the World Action Program that provides guidance on
management and referral for a variety of mental health problems in primary care. For
the complete guidance package in Spanish, see:
http://iris.paho.org/xmlui/bitstream/handle/123456789/34071/9789241549790-

spa.pdf

Time =3 mins

21



Detox: Where referral is not an option and
withdrawal syndrome is present

* Provide as quiet and non-stimulatingan environmentas possible; well-lit during the day
and lit enough at night to prevent falls if the person wakes up at night.

* Ensure adequate fluid intake and that electrolyte requirements are met, such as
potassium and magnesium.

* ADDRESS DEHYDRATION: Maintain adequate hydrationincludingi.v. hydration, if
needed, and encourage oral fluid intake. Be sure to give thiamine before glucose to

avoid precipitating Wernicke’s encephalopathy.

Source: Adapted from ‘Guia de intervencién mhGAP para los trastornos mentales, neuroldgicos y por consumo de
sustancias en el nivel de atencidn de salud no especializada.’ Version 2.0. Washington, D.C. : OPS; 2017.

Local tailoring: change to local term for referral: Derivaciéon / Remision / Referencia

These points come from the World Action Program that provides guidance on
management and referral for a variety of mental health problems in primary care. For
the complete guidance package in Spanish, see:
http://iris.paho.org/xmlui/bitstream/handle/123456789/34071/9789241549790-

spa.pdf

Time = 3 mins

22



Detox: Where referral is not an option and
withdrawal syndrome is present

Pharmacological treatment:

* Administer diazepam in an initial dose of up to 40 mg / day (10 mg four times a day or 20 mg twice a

day) for 3-7 days, orally. Gradually reduce the dose or frequency as soon as the symptoms improve.
Supervise the person frequently, since each person can respond in a different way to this medication.

* In the hospital environment, diazepam can be administered more frequently (for example, every
hour) and in higher daily doses, up to 120 mg / day orally during the first 3 days if necessary,

according to a frequent evaluation of the symptoms of abstinence and the mental state of the
person.

* in peopie with impaired hepatic metaboiism, (for exampie, people with signs of iiver disease or the
elderly), initially use a low single dose of 5-10 mg orally, since benzodiazepines may have a longer

duration of action in these population groups. Alternatively, a shorter-acting benzodiazepine such as
oxazepam can be used instead of diazepam.

* Evaluate the prescription of naltrexone, acamprosate or disulfiram

Source: Adapted from ‘Guia de intervencién mhGAP para los trastornos mentales, neuroldgicos y por consumo de
sustancias en el nivel de atencidn de salud no especializada.’ Version 2.0. Washington, D.C. : OPS; 2017.

Local tailoring: change to local term for referral: Derivaciéon / Remision / Referencia

These points come from the World Action Program that provides guidance on
management and referral for a variety of mental health problems in primary care. For
the complete guidance package in Spanish, see:

http://iris.paho.org/xmlui/bitstream/handle/123456789/34071/9789241549790-
spa.pdf

Time = 3 mins

23
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Respiratory d sease
History of Wernicke Syndrome Delirium Tremens, seizures.
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Very marked clinical withdrawal syndrome

No social support

Previous detox attempts have not been successful

Source: Adapted from ‘Guia de intervencién mhGAP para los trastornos mentales, neuroldgicos y por consumo de
sustancias en el nivel de atencidn de salud no especializada.’ Version 2.0. Washington, D.C. : OPS; 2017.

* These cases, although exceptional, are extremely serious and their management in
primary care is discouraged due to the high vital risk

Further details on the protocol to follow in any of these cases can be found in the
mMhGAP guidelines:
http://iris.paho.org/xmlui/bitstream/handle/123456789/34071/9789241549790-
spa.pdf?sequence=8&isAllowed=y

Hospitalizaciéon

Time = 3 mins
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When referral is not an option:
depression

Psychosocial intervention
1. Psycho-education:fundamental messages for the person and caregivers
2. Reduce stress and strengthen social support

3. Promote proper functioningin daily activitiesand in the life of the

e

community

4. Brief psychological treatments for depression (see MH GAP)

Source: Adapted from ‘Guia de intervencién mhGAP para los trastornos mentales, neuroldgicos y por consumo de
sustancias en el nivel de atencidn de salud no especializada.’ Version 2.0. Washington, D.C. : OPS; 2017.

Local tailoring: change to local term for referral: Derivacién / Remision / Referencia

- Further details on the protocol to follow in any of these cases can be found in the
mMhGAP guidelines:
http://iris.paho.org/xmlui/bitstream/handle/123456789/34071/9789241549790-

spa.pdf

Time =5 mins
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When referral is not an option:
S

Discuss all effects (an
antidepressantswill be prescribed

Start with a singie medication at the iowest initiai dose.

Antidepressant medications, in general, should continue to be administered for at
least 9 to 12 months after the remission of symptoms.

Medicationsshould never be stopped just because the person experiences some
improvement.

Instruct the person about the recommended time to take the medication.

Source: Adapted from ‘Guia de intervencién mhGAP para los trastornos mentales, neuroldgicos y por consumo de

sustancias en el nivel de atencidn de salud no especializada.’ Version 2.0. Washington, D.C. : OPS; 2017.

Local tailoring: change to local term for referral: Derivaciéon / Remision / Referencia

Further details on the protocol to follow in any of these cases can be found in the
mhGAP guidelines:
http://iris.paho.org/xmlui/bitstream/handle/123456789/34071/9789241549790-
spa.pdf

Time = 3 mins
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anti-depressants: Situations for special

consideration

* Teens and young adults
* Women who are breastfeeding or pregnant
* Old age

» Cardiovascuiar disease
* Suicidal ideation
* Appearance of manic symptoms

* Combination with other drugs

Source: Adapted from ‘Guia de intervencién mhGAP para los trastornos mentales, neuroldgicos y por consumo de
sustancias en el nivel de atencidn de salud no especializada.’ Version 2.0. Washington, D.C. : OPS; 2017.

- In adolescents and young adults the adverse effects of the use of antidepressants
is greater (e.g., Risk of suicide), therefore it is preferable that prescription is done
by a specialist. In any case, the follow-up has to be sooner.

- Avoid amitriptyline in the elderly and patients with cardio-vascular disease. The
use of other drugs (e.g. Fluoxetine) is possible but be vigilant for interactions with
other drugs and a higher incidence of adverse effects, especially if kidney or liver
function are impaired.

- Inthe next slide the interactions with other drugs of the two main antidepressants
are explained.

- For suicidal ideation see the specific section earlier in this training. In any case, the
use of antidepressants can increase suicidal ideas (usually it decreases them).
Therefore, when an antidepressant is started, this aspect must be evaluated
repeatedly.

- Antidepressants are contraindicated when there are manic symptoms (explain
briefly). In this case the referral to a specialist is necessary.

These points come from the World Action Program that provides guidance on
management and referral for a variety of mental health problems in primary care. For
the complete guidance package in Spanish, see:
http://iris.paho.org/xmlui/bitstream/handle/123456789/34071/9789241549790-
spa.pdf

27



Time = 3 mins
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MEDICATION

AMITRIPTYLINE

anti-depressants: overview guidance

DOSING

Start 2% mg at bedime.

SIDE EFFECTS

Common: Sedation, orthostatc hypotenson sk of falll

(a tricychic antidepressant | Increase by 25-50 mg per week 1o 100-150 mg | blurted vision, Sfhcully unnating. naused. weight gain,

(TCAN

FLUOXETINE
(a selectve serotonin
reuptake inhibior (SSRI)

daily naximum 300 mg)
Note: Minimum effectve dose in adults s 75 mg.
Sedation may be seen at lower doses

Elderly/Medically Il Stant 25 mg at bedtime 1o
50-75 mg daily imaximum 100 mg)

@ ChtdrenvAdolescents: Do not use

Szart 10 mg daily for one week then 20 mg dady.
¥ no resporse in 6 weelks, increase to 40 mg
{maxierum 80 mg)

Elderty'medically Bl preforred choce
Start 0 mg daily. then incresse to 20 mg
raxiemern 40 mgh

Q) Adolescents
| Saart 10 mg dady. increase to 20 mg dady i no
reporse 0 6 woeks (manmum 40 mgl

sexual dystunction

Sertous: ECG changes fe.g. Ofc prolongation), cardiac
arrhythmia, increased risk of setrure.

Common: Sedation, insomnia. headache, dizriness,
gastrointestingl daturbances. changes in appetite. and
sexual dysfunction

Sertous: bleeding abnormalties « thowe who use
Fpitin o other non-steroidal ant-nfiammatory drogs, low
sodium evel.

CONTRAINDICATIONS / CAUTIONS

Avoid in persons with cardiac disease histony of seirure,

by perthyrosdivm, urinacy retention. of RATTOW angle-cicsure glaucoma.
and bipolar disorder (can trigger mania in peopie With untreated bipolar
disorder).

Overdose can kead 1o serures, cardiac arrhythmias, hypotension,
coma, or death.

Levek of amitriptyline may be increasad by ant-malarab ncuding
quinne

Caution in persons with history of setrure.

Drug-Drug interactions: Avoid combnation with warfarnn

{may increase bleeding risk). May increase levels of TCAL, antipsychotics,

and beta-blockers.

Caution i combination with tamonden, codeine. and tramadol reduces
the effect of these drugs)

- Go over both drugs briefly

Time = 3 mins
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Follow-up

* I|nitially: every 1 or 2 weeks
%
* If condition improves: space

months. Withdraw medicatio

+laec ~ H H

[ atlaalldd Ve

MOoNTNS OF remission

* No improvement: consider psychotherapy or
pharmacotherapy if not done yet, assess participation
and experience of the person in psychotherapy,
reassess dose of drug and compliance

rogressively until every 3

(if prescribed) at 9-12

= e

t2}

Insist on personalization according to each case.

Time = 3 mins
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Wrap up

Topics covered

1 (]
2.
3.

Managing co-morbid depressive symptoms
What services exist for referral
Practicing making a referral for alcohol and/or

depression
Suicide prevention s
When referral is not an option =

Next: Booster session - date

Any comments

Feedback on difficulties .
or questions?

Trouble-shooting and peer-led solutions

Local tailoring:
- Add date of noxt session
- change to local term for referral: Derivacion / Remisién / Referencia

- Quickly run through the topics covered in session 2 (on this slide), and dedicate
some time (5-10 mins) to comments and questions

- Remind the participants of the date and time of the 1%t booster session — explain
that there will be a questionnaire for them to give information on what they are
finding difficult and trouble shoot in the booster session

Time = 15 mins
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