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Abstract
Objectives: This paper discusses the increasing incidence of mental health problems in Pakistan, and specifically in the Swat Valley, in
relation to the growing insurgency and current violence in Pakistani society. The paper argues that the health care system’s response in
Pakistan is not adequate to meet the current challenges and that changes in policy are needed to build mental health care services as an
important component of the basic health package at primary care level in the public sector.
Method: This paper reviews the existing mental health situation in Pakistan with reference to the findings of a case study in the Swat
Valley in Khyber Pukhtoonkhwa Pakistan. The figures presented in the case study are used to support the need for an integrated national
mental health policy.
Conclusion: Mental health care needs to be incorporated as a core service in primary care and supported by specialist services. There is
a strong need to provide adequate training for general practitioners and postgraduate training for mental health professionals to meet the
current demands. A collaborative network between stakeholders in the public and private sector, as well as non-governmental organisations are required that promotes mental health care and advocates for changes in mental health policy.
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Introduction
There is an alarming increase in the incidence of
mental illness due to a persistent wave of violence,
political turmoil and frequent changes in the social
fabric in many countries worldwide [1, 2]. As a result
of this, a range of psychiatric disorders have been
reported, such as depression, substance and alcohol
misuse, schizophrenia, bipolar disorder, and post-traumatic stress disorder [3]. More suicides are committed
every year in both developed and developing countries
as a result of mental health problems [3].

Mental health problems in Pakistan, a developing
country, have in the last few decades reached an
appalling level [4, 5] linked to both the current violence in Pakistani society [6, 7] and disruption in its
social structure [8]. Many researchers are agreed
that the psychological outcome of the communities
as a whole will be that of resilience rather than psychopathology [9]. Nevertheless, a greater magnitude
of exposure to traumatic events is known to be associated with the greater prevalence of severe mental health problems [10]. This continuous violence
and threat to life has had a damaging effect to the
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psychological health of many people in general [11]
and particularly in Pakistani society [6].
The health care treatment system’s response to
these problems is different in developed and developing countries across almost all dimensions including:
policy, the role of educational institutions, financial
resources, infrastructural development, public-private
partnership, academic and research endeavours, civic
amenities and human rights issues [3]. Developed
countries are further ahead in utilizing more resources
and having consistent comprehensive educational and
treatment policies to deal with mental health issues
effectively [12]. In developing countries, the number of
psychiatrists and psychiatric beds per head of population is much smaller and the majority of people having psychiatric disorders cannot afford the treatment
expenses since these must usually come from their
own pocket and where there is low average annual
income. Fundamentally, there is no established model
for mental health care in most developing countries and
the majority of psychiatric patients thus seek treatment
from non-professional healers using psychobabble—
psychological jargon used inaccurately to talk about
someone’s personal or mental problems. In developed
countries, by contrast, the availability of communitybased psychiatric services led by trained professionals
and supported by specialists is the established treatment system [3]. Access to such services rarely comes
with an out-of-pocket payment since taxation or insu
rance-based funding is used.

Current mental health issues
in Pakistan
The prevalence of mental health problems in Pakistan
is increasing rapidly due to current violent situation in
Pakistani society [5, 7]. Common mental health problems have been identified in both the rural and urban
population [4] which seems to have a positive association with socio-economic adversities, relationship problems and lack of social support [13]. Depressive and
anxiety disorders appear to be highest [4, 14] followed
by bipolar, schizophrenia, psychosomatic disorders,
obsessive compulsive disorder [3] and post-traumatic
stress disorder [6]. There is also a high prevalence of
depression amongst Afghan refugees residing in Pakistan [14]. In addition, there is a serious problem of substance misuse and drug addiction. About four million
drug addicts have been estimated in the last national
survey in Pakistan [15] with a growing number of injectable drug users in the urban population creating the
public health predicament [16]. However, the incidence
among adults is under-reported due to social stigma
in the context of family pride [17]. Nevertheless, the

current wave of violence and aggression in Pakistani
society is not a simple phenomenon [18]. There has
been an increase in violence over the past five years
in Pakistan, such as suicide attacks, explosions, and
even safety precautions, such as long curfew hours
have caused damage on an unprecedented scale [6].
The local inhabitants have experienced a heavy battle
between the security forces and insurgents. In addition to the continuous violence and threat to life, there
has also been a damaging effect to the psychological
health of many people [19]. Psychological trauma as
consequence of violence is on the rise, prevailing in
the whole area [18]. As a result, individuals are manifesting a number of symptoms of psychological trauma,
which is affecting all aspects of their lives.

Post-traumatic stress disorder
in the Swat Valley
To illustrate the depths of these problems, the next
section of this paper examines evidence collected
on the prevalence of post-traumatic stress disorder
(PTSD) amongst young people in the Swat Valley of
the Khyber Pukhtoonkhwa, the fourth province in the
North West part of Pakistan, where arguably the greatest levels of violence and insurgency are to be found.
In particular, the paper presents the results of a survey
of (n=600 participants) young people (age range 11–
22 years) conducted by the Department of Community
Health Sciences at Hamdard College of Medicine and
Dentistry Karachi [20]. The findings are used to build a
case for a policy change to support integrating mental
health into local primary care services.
The result of this study are provided in Figures 1 and
2. Figure 1 shows that the subjects had experienced
16 out of 17 symptoms of PTSD (as set out in criteria
mentioned in the Diagnostic and statistical Manual of
Mental Disorders-1V (DSM-1V) [21]. This ranged from
a high of 79% for ‘psychological distress and exposure
to cues’ to a low of 32% for ‘sense of a foreshortened
future’ which in the context of the results indicates their
pragmatic view about the future, which is a more positive indicator of their resilience. However, it appears
from the evidence that some people will be more
affected by a traumatic event for a longer period of time
than others, depending on their gender, the nature of
the event, such as devastation and destruction that
has occurred, as well as injuries and lives lost, and the
individual who experienced the event [10].
Figure 2 portrays PTSD symptoms in three clusters,
such as re-experiencing symptoms (69.6%), avoidance and numbing symptoms (58.6%) and hyperarousal symptoms (55.8%). These results establish
the presence of PTSD symptoms both individually and
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Figure 1. Presence of PTSD symptoms in a population of (n=600), of age range 11–22 years, in the Swat Valley.

in clusters in this sample as a result of exposure to
extreme traumatic stressor as often seen in the trauma
survivors [6, 25].
To put these results into context, similar studies have
been undertaken in Afghanistan [22], Sri Lanka [23],
and Algeria [24] in conflict situations. In each case,
the studies sought to establish the potential link of
the aftermath of conflict to psychological issues and
higher rates of prevalence of post-traumatic stress
disorder (PTSD) among the survivors. From these
studies, the possibility of developing PTSD can be
seen to be a function of many variables, the most
important being exposure to traumatic events. PTSD
is a highly widespread lifetime disorder that frequently
continues for years [25], with an increasing recognition of deep and long-lasting detrimental effects on
health status and quality of life [26]. Recent studies
have suggested that a significant proportion of the

population may experience delayed PTSD symptoms,
whereby individuals exposed to a traumatic event do
not meet criteria at an initial stage, but do meet criteria at a later point [27, 28]. In addition, PTSD has
a direct association with substance abuse, self-harm
and other co-morbid psychiatric disorders [29], which
are already known to be major mental health issues in
Pakistani society [6, 7]. Subsequently, deterioration in
mental health is a negative indicator for the psychological, physical, social and economic development of
a society, and a poor socio-economic status is closely
linked to mental illness in general and to substance
abuse in particular [4, 16, 30]. So it is pertinent to have
a vigilant mental health care system to deal with these
issues in time and effectively.
In the next section an attempt has been made to review
the present treatment services and to propose a strategy compatible with Pakistan’s organizational culture
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Figure 2. PTSD symptoms in clusters in a population of (n=600) age range 11–22 years in the Swat Valley.
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and infrastructure to suggest changes at the policy
level, to improve the existing facilities of mental health
treatment in line with international standards, which
would ultimately play a significant role in the mental
health promotion and development of our society in
general.

Mental health and health care
system response
The health care system’s response, particularly the
mental health care in the Swat Valley, is not keeping pace with the growing incidence of mental illness.
The mental health services are still under-resourced
in terms of trained professionals [31], community
care for patients [3] and meagre financial resources
(mostly limited to the cities in spite of the fact that the
majority of the population resides in the countryside)
[32]. Even so, available facilities are under-utilized
as a result of the social stigma associated with psychiatric labelling [12] and a popular misconception in
the community that mental illnesses are due to the
possession of ‘Jin’ or evil eyes or ‘Jadho’ (magic)
seemingly confirmed when patients consult traditional healers whose caseloads are often dominated
by mental disorders [23].
There are few mental health professionals, including
psychiatrists, psychologists and social workers, to provide mental health treatment in the country [7]. In the
Swat Valley, there is only one psychiatrist for more than
a population of two million with no allied health professionals. The number of psychiatric beds is smaller
in general and particularly in the Swat valley hospital
compared to the population [3]. Most people with mental illnesses therefore have no access to psychiatric
services of which they are unaware. Either they turn to
traditional healers or they live with their disabling psychiatric disorders [33].
Progress in mental health care lags behind that for
other medical disciplines and undermined at policy
level [34]. Collaboration between medical practitioners and the mental health sector is poorer than in
other fields [31]. Teaching psychology in colleges
(mostly for boys) is not a part of the curriculum. Teaching the behavioural sciences in the medical schools
is not being taken seriously and there is no structural
rotation programme for senior medical students who
have a low interest in the subject of psychiatry [35].
There is some clinical psychology training centres/
departments in the Khyber Pukhtoonkhwa conducting one-or two-year courses. However, the majority
of these institutions emphasise teaching rather than
clinical supervision and have no clinical placement
schedule [36].

The role of non-governmental
organizations
Non-governmental organizations (NGOs) working
for the promotion of mental health in Pakistan have
been evolving in recent decades, but have not kept
pace with the demand for more and better services.
Their role is, in any case, limited to the sporadic public awareness programmes, gender discrimination
issues, social and cultural activities. They have no
comprehensive strategy for the promotion of mental
health issues particularly in the Swat Valley. Despite
these limitations, these organizations could take the
lead role in reviewing mental health policy, updating
treatment facilities and moving from institutionalized
to community-based psychiatric services less encumbered by the need to go through bureaucratic channels. Moreover, the NGOs could play a significant role
in the promotion of mental health policy applying the
principles of community psychiatry within geographically defined populations to deliver treatment at the
door step by multi-disciplinary teams offering continuity of care and encouraging consumer participation.
That approach might well be built into public private
partnership [31] integrated into the basic health package as proposed in the next section.

Integration of mental health in primary
care
The mental health situation in Pakistan demands pressing attention from policy makers, professional bodies,
academics and professionals working in the mental
health field [37] to review the existing policies and to
work for an integrated national mental health policy (as
suggested in Table 1) [38].
Utilization of existing facilities would be vital to minimize capital expenditure and to make the psychiatric
services cost effective. A primary care (Basic Health
Unit (BHU)/Rural Health Centre) and secondary
care system (District Head Quarter Hospitals (DHQ)
and Teaching Hospitals) are already in place in the
health care system of Pakistan including the Swat
Valley.
BHU/RHC→DHQ/Teaching Hospitals
Adequate training in psychiatry for a mental health
professional and for general medical practitioners in
the primary care units can bring significant improvement in the mental health care in terms of early diagnosis (as late presentation damages the prognosis
of people with schizophrenia), appropriate treatment
and referral to a specialist psychiatric service [39,
40]. The professional bodies, particularly the Pakistan Association for Mental Health and Pakistan
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Table 1. Important features of integrated national mental health policy
• Be integrated with the overall national health policy, budgetary and public expenditure management
• Amendments in the mental health act to protect the rights of mentally ill patients
• National epidemiological survey for continuous development in the mental health care system
• The provision of drugs on prescription, guidelines for good practice and standards
• Support system for health professionals/carers and client participation
• Management of common mental disorders including early diagnosis and treatment
• Long-term management of severe mental illness, supported by specialists
• Collaboration working with significant others, traditional healers, community workers, NGOs and teachers
• Referral/liaison with secondary services and hospitalization of unmanageable acutely ill patient for a short period
• Referral/liaison with primary care services
• Post graduate courses in Mental Health at the College and University Level, Training for community workers including traditional healers,
health workers and social workers
• Mental health promotion and liaison with media, police, prisons, schools, social welfare organizations, child protection and Movement for
global mental health

Association for Clinical Psychologists can lead in
collaboration with other organizations to work for a
national mental health policy as proposed (Table 1).
There is, however, no academic, professional or
third-level course in Pakistan at university level to
study mental health problems profoundly and in line
with international standards [37]. A centre of excellence is needed to provide diploma, masters and
doctorate-level courses to study mental health (with
an emphasis on psychological trauma, addiction and
neuropsychological disorders) in-depth as a major
public health issue. Postgraduate training in psychiatry and clinical psychology may be encouraged
among female mental health professionals keeping
in view social and cultural values of this region [41,
42]. Movement for global mental health [43] and
the role of media would be significant in promoting
mental health [44].

Conclusion
Mental illnesses have reached an appalling level in
Pakistan, particularly in Swat Valley, due to the rising
insecurity and persistent violence for many years. The
health care system’s response to mental health issues
is not compatible as the mental illnesses exacerbates.
There is a pressing need to review the national health
policy to integrate a mental health care system to
primary care to ameliorate the situation. The government needs to be persuaded to adopt a strategic plan
integrated within its national development and health

strategies. The collaboration of the public health sector, professional bodies in the mental health and the
non-governmental organizations is vital to deal with the
current challenges. A post-graduate training in mental
health is recommended.

Limitations
1. There is no national epidemiological study available
to provide an overall situation of the mental health
problems in Pakistan.
2. The insurgency is still emerging from time to time
in different parts of the country at the time of writing
this paper, the incidence of mental illnesses could
be exacerbated, which needs a comprehensive
national survey and leave room for policy revision
in future.

Reviewers
Mah Nazir Riaz, Professor, Dean of Social Sciences,
Frontier Women University, Peshawar, Pakistan
Hugh Barr, Emeritus Professor of Interprofessional
Education, University of Westminster, UK; Emeritus
Editor, the Journal of Interprofessional Care; President, the UK Centre for the Advancement of Interprofessional Education, UK
Ghazala Rehman, CPsychol and HPC Registered,
Post doc (UK) PhD MPhil MA, Consultant Clinical Psychologist, Surrey, UK

This article is published in a peer reviewed section of the International Journal of Integrated Care

5

International Journal of Integrated Care – Volume 11, 7 October – URN:NBN:NL:UI:10-1-101574 / ijic2011-128 – http://www.ijic.org/

References
1. World Health Organization. Mental Health Atlas 2005 (revised edition). Geneva, Switzerland: WHO; 2005.
2. World Health Organization. World health report: global burden of disease. Geneva, Switzerland: WHO; 2001.
3. Gadit AAM. Mental Health Model: comparison between a developed and a developing country. Journal of Medicine [serial
online] 2007;1(1). [cited 2011 Aug 16]. Available from: http://www.scientificjournals.org/journals2007/articles/1047.htm.
4. David DB, Malik MH. Stress and psychiatric disorder in Urban Rawalpindi, community survey. The British Journal of
Psychiatry 2000;177:557–62.
5. Gadit AAM. Disaster, mental health and rescuing medical professionals. Journal Ayub Medical College AbbottAbad
2005;17(4):1–2.
6. Khalily TM, Fooley S, Hussain I, Bano M. Violence, psychological trauma and possible acute post-traumatic interventions
in Pakistani society. Australasian Journal of Disaster and Trauma Studies 2011;1:1–9.
7. Khalily MT. Developing an integrated approach to the mental health issues in Pakistan. Journal of Interprofessional Care
2010;24(2):168–72.
8. Gadit AAM, Vahidy A. Mental health morbidity pattern in Pakistan. Journal of College of Physicians and Surgeons Pakistan
1999;9:362–5.
9. Galea S, Ahern J, Resnick H, Kilpatrick D, Bucuvalas M, Gold J, et al. Psychological sequelae of the September 11 terrorist
attacks in New York City. New England Journal of Medicine [special report] 2002;346:982–7.
10. Galea S, Vlahov D, Resnick H, Ahern J, Susser E, Gold J, et al. Trends of probable post-traumatic stress disorder in New
York City after the September 11 terrorist attacks. American Journal of Epidemiology 2003;158(6):514–24.
11. Marzuk P. Violence, crime, and mental illness. How strong a link? Archives of General Psychiatry 1996;53:481–6.
12. Mubbashar MH. Development of mental services in Pakistan. International Psychiatry 2003;1:11–4.
13. Mirza I, Jenkins R. Risk factors, prevalence, and treatment of anxiety and depressive disorders in Pakistan: systematic
review. British Medical Journal 2004;328(7443):794–7.
14. Husain N, Chaudhry IB, Afridi MA, Tommenson B, Creed F. Life stress and depression in tribal area of Pakistan. The British
Journal of Psychiatry 2007;171:434–8. doi:10.1192/bjp.bp.106.022913.
15. Khalily TM. Personality characteristics of addicts and non-addicts determined through Rorschach findings. Pakistan Journal
of Psychology 2009;40(1):3–15.
16. Anti Narcotics Force (ANF). Islamabad national drug assessment study in Pakistan (2006–07). Islamabad, Pakistan: Anti
Narcotic Force Ministry of Narcotics Control; 2006.
17. Khan F, Knan A, Shezad RK, Sidiq H, Khan NS. Developing child and adolescent paediatric liaison service in Lahore, Pakistan. Journal of the Pakistan Psychiatric Society 2009;6(1):42.
18. Medicines Sans Frontiers. Inside Pakistan; Growing violence makes access to health care extremely difficult in northwestern Pakistan (November 2009). [webpage on the internet]. [cited 2011 Aug 16]. Available from: http://www.msf.org.au/
resources/special-features/inside-pakistan.html.
19. Haq I. Harfi Haq. Azadi Swat: The Daily Azadi Swat; 2009. [webpage on the internet]. [cited 2011 Aug 16]. Available from:
http://www.dailyazadiswat.com/epaper/2011/.
20. Mumataz S. The reaction to violence as experienced during 2009–2010 by adolescent population of Swat. (In press).
Department of Community and health science, Hamdard College of Medicine and Dentistry. Hamadard: University Karachi;
2011.
21. American Psychiatric Association. Diagnostic and statistical manual (DSM)-1V. Washington, DC: APA; 2005.
22. Cardozo BL, Bilukha OO, Crawford CAG, Shaikh I, Wolfe MI, Gerber ML, et al. Mental health, social functioning, and
disability in postwar Afghanistan. The Journal of the American Medical Association 2004;292(5):575–84.
23. Somasundaram DJ. Short- and long-term effects on the victims of terror in Sri Lanka. Journal of Aggression, Maltreatment
and Trauma 2004;9:215–28.
24. Khaled N. Psychological effects of terrorist attacks in Algeria. Journal of Aggression, Maltreatment and Trauma.
2004;9(1–2):201–12.
25. Kessler RC, Sonnega A, Brmet E, Hughes M, Nelson CB. Post-traumatic stress disorder in the national co-morbidity survey.
Archives of General Psychiatry 1995;52:1048–60.
26. Holbrooke TL, Galarneau MR, Duye JL, Quinn K, Dougherty AL. Morphine use after combat injury in Iraq and post-traumatic stress disorder. The New England Journal of Medicines 2010;362(2):110–7.
27. Buckley TC, Blanchard DB, Hickling EJ. A prospective examination of delayed onset PTSD secondary to motor vehicle
accidents. Journal Abnormal Psychology 1996;105:617–25.
28. Prigerson HG, Maciejewski PK, Rosenheck RA. Combat trauma: trauma with highest risk of delayed onset and unresolved
posttraumatic stress disorder symptoms, unemployment and abuse among men. Journal of Nervous and Mental Disease
2001;189(2):99–108.
29. Zeber EJ, Copeland AL, Amuan M, Cramer AJ, Pugh VM. The role of psychiatric conditions in health status in epilepsy.
Epilepsy and Behaviours 2007 Jun;10(4):539–46. Epub 2007 Apr 6.
30. Mock SE, Arai SM. Childhood trauma and chronic illness in adulthood: mental health and socioeconomic status as explanatory factors and buffers. Frontiers in Developmental Psychology 2011;1:246. Doi: 10.3389/fpsyg.2010.00246.

This article is published in a peer reviewed section of the International Journal of Integrated Care

6

International Journal of Integrated Care – Volume 11, 7 October – URN:NBN:NL:UI:10-1-101574 / ijic2011-128 – http://www.ijic.org/

31. Saeed F, Minhas FA. Community psychiatry in developing countries—a misnomer? The Psychiatrist 2001;25:226–7.
32. Afridi MI. Mental health: Priorities in Pakistan. Journal of Pakistan Medical Association 2008;58(5):225–6.
33. Ahmed SH. Mental health: The Impact of culture and diversity. Pakistan Association for mental health 2007:1–4. [cited 2011
Aug 15]. Available from: http://www.pamh.org.pk/publications.html.
34. Demyttenaere K, Bruffaerts R, Posada-Villa J, et al. Prevalence, severity and unmet need of mental disorders in the World
Health Organization. World mental health survey. The Journal of the American Medical Association 2004;291:2581–90.
35. Gadit AAM. Mental health: Where we do stand. Journal of Pakistan Medical Association 2006;56(5):198–9.
36. Zaman MR. Clinical psychology in Pakistan. Psychology and developing Societies 1991;3(2):221–34.
37. Khalily TM. Developing a coordinated response to drug abuse in Pakistan. Journal of Interprofessional Care
2010;24(2):168–72.
38. Jenkins R. Minding the world mental health. Social Psychiatry and Psychiatry Epidemiology 2001;36:165–8.
39. Chisholm D, Sekar K, Kumar KK, Saeed K, James S, Mubashar M, et al. Integration of mental health care into primary care:
Demonstration cost-outcome study in India and Pakistan. British Journal of Psychiatry 2000;176:581–2.
40. Gater R. Mental health and service development in Pakistan. Mental health in the new Millennium: Freud, Freedom and
Future. In: Mubashar MH, Humayun A, editors. Proceedings of the 13th International Psychiatric Conference. Pakistan:
Rawalpindi Institute of Psychiatry; Jan 2001. pp.356–68.
41. Niaz U. Women’s mental health in Pakistan. World Psychiatry 2004;3(1):60–2.
42. Miller K, Rasco L. The mental health of refugees: Ecological approaches to healing and adaptation. Mahwah NJ: Lawrence
Erlbaum Publishers Inc.; 2004.
43. Patel V, Collins YP, Copeland J, Kakuma R, Katontoka S, Lamichhane J, et al. The movement for global mental health. The
British Journal of Psychiatry 2011;198:88–99.
44. Jong JTVM de. Public mental health, traumatic stress and human rights violations in low-income countries. In: Jong J. de,
editor. Trauma, war, and violence: Public mental health in socio-cultural context. New York: Kluwer; 2004. pp. 1–91.

This article is published in a peer reviewed section of the International Journal of Integrated Care

7

