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Foreword

The theme of the Mental Health Day this year is “Mental Health in Primary Care”. This will be discussed all over the world on October 10. 

In terms of healthcare, mental health generally involves diagnosis, treatment and after care of patients. But these are patients who are suffering from a known disorder that has been diagnosed. Even in such cases the problem is not always recognised and treated rationally, as happens in diseases of the heart and the kidney. That is why it is now being felt that by integrating mental health with primary care, we can reach out to those who are suffering silently or violently. It is unfortunate that their silence or violence is not seen as being symptomatic of a deeper problem -- a very common condition in clinical depression. 

In the free mental health facility provided by PAMH in Karachi, the referral of patients is 73% from patients themselves or relatives who have benefited from our intervention and have some knowledge of mental illness, as compared to 10% from family physicians. This tells a lot about the quality of psychiatry-teaching in medical schools, where this subject remains optional as far as examination is concerned. But the success of integrating mental health with primary care will only succeed if the health professionals at the grassroots level are at least able to recognise a few disorders like depression, psychosis, epilepsy, anxiety-related disorders, mental retardation and drug dependence. No doubt psychiatric disorders are expensive to treat but have now been undisputedly proved to be the cheapest when addressed at primary care level – that is the concept of community mental health. Secondly, unlike other disorder a proper diagnostic interview by a psychiatrist and discussion with the family and community mental health workers about management can prove to be enough for human treatment. Of course, the specialist should be available for consultation whenever necessary. 

It must be remembered that the most important component of health remains the prevention of disease and the promotion of a sense of well being. This is only possible through massive awareness education which can be effectively planned through the electronic media. It really starts from individuals, family and the community at large. WHO has now discovered that changes in lifestyle lead to a healthier society. Failure to recognise this amounts to saying that only sick people should drink boiled water and points to the inability to link cleanliness to health and disease.  This attitude must change.  
Prof. S. Haroon Ahmed 

President, PAMH 
PRIMARY CARE AND MENTAL HEALTH: INTRODUCTION
Primary care is the long-term relationship between a person and their doctor. The general doctor provides care for most of their health needs and coordinates additional health care services beyond the doctor‘s area of expertise. The United States Institute of Medicine gave this definition for primary care in 1996: “Primary care is the provision of integrated, accessible health care services by clinicians who are accountable for addressing a large majority of personal health-care needs, developing a sustained partnership with patients, and practicing in the context of family and community.” 

“Primary care starts with people. And, integrating mental health services into primary care is the most viable way of ensuring that people have access to the mental health care they need. People can access mental health services closer to their homes, thus keeping families together and maintaining their daily activities. In addition, they avoid indirect costs associated with seeking specialist care in distant locations. Mental health care delivered in primary care can minimize stigma and discrimination, and remove the risk of human rights violations that occur in psychiatric hospitals. Integrating mental health services into primary care generates good health outcomes at reasonable costs. Nonetheless, general primary care systems must be strengthened before mental health integration can be reasonably expected to flourish.” (Integrating mental health into primary care: A global perspective; © World Health Organization and World Organization of Family Doctors (Wonca), 2008, page vii)

For centuries, the illnesses of the mind have been treated as a social issue – separate from any physical health issue. Now, though, most will agree that mental health disorders do not happen in isolation – in fact, they frequently occur in relation to or alongside other medical issues – such as heart disease, diabetes, cancer, neurological disorders and in response to many life situations. An individual’s medical issues and life circumstances do not affect just one area of the body – but the body as a whole, each having an affect on the other. It would seem obvious that treating an individual’s health in a holistic and integrated manner would achieve more positive outcomes and increased potential for recovery and productivity.

Mental health care has usually been seen as a separate field, or a specialty along side the general healthcare system. In recent years, there has been greater recognition of the very important link between good mental health and good overall health. Mental disorders can have an effect on physical health and many physical ailments can induce more mental health issues. Also, it has been determined that those with severe and persistent mental illnesses are often twice as likely to have multiple physical health issues. 

Mental health disorders continue to be a serious and expensive global health issue, affecting people of all ages and from all cultures and socio-economic status. Major depression ranks fourth in terms of disability adjusted life years and will soon be the second leading cause of disability worldwide. Out of the estimated 450 million people globally who have a mental health disorder, fewer than half receive the help they need. Many low-income countries have one or two psychiatrists for the entire population. Many developed countries have “carved out” mental health services from primary care health systems – giving mental health and illness less attention, less money, reduced options and services and little or no connection to the individual’s total healthcare needs.

The Hogg Foundation for Mental Health in the United States notes that “…mental and medical conditions are highly interconnected. Therefore, improving care for individuals with mental disorders requires close attention to the interface of mental health and general medical care.”
The principal goals for the 2009 World Mental Health Day campaign are to inform and equip the grass roots mental health community to enable it to advocate for making mental health and mental illnesses integral to planning for appropriate health services. 
The campaign will focus on the critical role that mental health advocacy, patient/service user, and family/caregiver organizations need to play in shaping this major general health and mental health reform movement. Such informed proactive and sustained advocacy will be necessary if the movement towards integration is to result in improved access to quality, adequate and affordable services for people experiencing mental illnesses and emotional health problems the world over (courtesy WFMH). 
	10 PRINCIPLES FOR INTEGRATION
(Integrating Mental Health into Primary Care – A Global Perspective (2008) WHO/Wonca. pp 49-55)

· Policy and plans need to incorporate primary care for mental health.

· Advocacy is required to shift attitudes and behaviour.

· Adequate training of primary care workers is required.

· Primary care tasks must be limited and doable.

· Specialist mental health professionals and facilities must be available to support primary care.

· Patients must have access to essential psychotropic medications in primary care.

· Integration is a process, not an event.

· A mental health service coordinator is crucial.

· Collaboration with other government non-health sectors, nongovernmental organizations, village and community health workers, and volunteers is required.

· Financial and human resources are needed.


INTEGRATED BEHAVIORAL HEALTH PROJECT 
Levels of Integrated Behavioral Health Care
Integrated behavioral care isn’t an all-or-nothing proposition. Rather, it is practiced on a continuum, based on level of collaboration between health care and behavioral health care professionals. The following excellent description of collaboration levels, is put forth by William J. Doherty, Ph.D. Susan H. McDaniel, Ph.D. and Macaran A. Baird,

M.D., and summarized in Behavioral Healthcare Tomorrow,

October, 1996, 25-28:

Level One: Minimal Collaboration

Mental health and other health care professionals work in separate facilities, have separate systems, and rarely communicate about cases.

Level Two: Basic Collaboration at a Distance

Providers have separate systems at separate sites, but engage in periodic communication about shared patients, mostly through telephone and letters. All communication is driven by specific patient issues. Mental health and other health professionals view each other as resources, but they operate in their own worlds, have little sharing of responsibility and little understanding of each other’s cultures, and there is little sharing of power and responsibility.

Level Three: Basic Collaboration On-Site

Mental health and other health care professionals have separate systems but share the same facility. They engage in regular communication about shared patients, mostly through phone or letters, but occasionally meet face to face because of their close proximity. They appreciate the importance of each other’s roles, may have a sense of being part of a larger, though somewhat ill-defined team, but do not share a common language or an in-depth understanding of each other’s worlds. As in Levels One and Two, medical physicians have considerably more power and influence over case management decisions than the other professionals, who may resent this.

Level Four: Close Collaboration in a Partly Integrated System

Mental health and other health care professionals share the same sites and have some systems in common, such as scheduling or charting. There are regular face-to-face interactions about patients, mutual consultation, coordinated treatment plans for difficult cases, and a basic understanding and appreciation for each other’s roles and cultures.

There is a shared allegiance to a biopsychosocial/systems paradigm. 

Level Five: Close Collaboration in a Fully Integrated System

Mental health and other health care professionals share the same sites, the same vision, and the same systems in a seamless web of biopsychosocial services. Both the providers and the patients have the same expectation of a team offering prevention and treatment. All professionals are committed to a biopsychosocial/systems paradigm and have developed an in-depth understanding of each other’s roles and cultures. Regular collaborative team meetings are held to discuss both patient issues and team collaboration issues. There are conscious efforts to balance power and influence among the professionals according to their roles and areas of expertise.
(Courtesy: World Federation for Mental Health.)
Reality of Integration of Mental Health in Primary Care.
Dr. Nazila Bano.
In the current era of huge needs and demands, and exhausting resources, human well-being calls for collaborative care, an integrated health-care model, in which physical health providers and mental health providers partner to manage the treatment of mild to moderate psychiatric disorders in the primary-care settings.

The cohesion of social, psychological and biological factors is reflected in mental health, as it is clearly evident that poverty, low levels of education and poor food / economic situation increases the vulnerability of disadvantaged people in each community to insecurity, hopelessness, rapid social change, enhanced risk of violence and poor physical health. Communities that respect and protect basic civil, political, socio-economic and cultural rights nurture mental health. Mental health is not merely the absence of mental disorder. Rather, it is the foundation for well-being and effective functioning of an individual and community. It enables an individual to realize his or her own abilities to cope with the normal stresses of life and work productively and fruitfully to make a contribution to his or her community. 

The healthcare facilities available to an individual in any part of the world are becoming rare and more expansive. It is seen that medically-ill populations are at increased risk for behavioral health problems, just as individuals with behavioral health problems are at higher risk for medical co-morbidities. Failing to treat medical or psychiatric co-morbidities decreases an individual’s chance for successful recovery and overall health.

The primary-care providers are gate-keepers and most people seek their help for medical and behavioral health problems. Populations of ethnic minorities, children and adolescents, older adults and unmarried or low-income patients seen in public sector are unlikely to receive appropriate care for psychiatric disorders. Treating such problems in primary-care opens a window of opportunity to intervene earlier and prevent more disabling disorders. 

The cost-benefit of providing integrated care for depression and probably other common mental disorders is similar to the benefit achieved in managing other chronic health conditions such as diabetes mellitus and cardio-vascular disorders.

Mental and physical health are inter-dependent. Mental health services are lacking or non-existent in some countries and communities. Integration can keep health-care costs down and access to treatment up; and treating all health care issues together can create a better continuity of care, creating more positive and successful outcomes.

Several countries across the world have integrated mental health into primary care settings, provided that this is possible across a range of circumstances. For example, in Argentina, India, South Africa, UK and Canada, this strategy has been applied successfully.

In Argentina, “sanitarios” and “curanderos” are often the first point of contact for people with mental disorders. The model is based on four key elements: (i) Primary care physician supervises the team of health service providers in making diagnosis, treatment and rehabilitative services like they frequently address life stressors and family conflicts (ii) Out-patient treatment (iii) Holistic care (iv) Psychiatrists are available to review or advise on complex cases.

In India, mental health services are integrated with general primary care, primary-care centers, Quality health centre and Taluk hospitals. The referrals are made by anganwade workers, primary-care centre staff, private clinics, panchayat members and school teachers. Around 10% of patients are found to have identified mental disorders on mental health clinic days. Patients are seen by psychiatrists, and later, trained medical-officers follow-up the patients. All new patients receive psycho-education about the mental disorders, its origin, prevention, treatment, monitoring and management. The social-worker conducts periodic group-therapy. South Africa has two models of integration. In Model-1, a skilled professional conducts routine assessments, dispenses psychotropic medications and provides basic counseling. In Model-2, nurses are trained to assess and treat both mental and physical health problems and patients are treated holistically. A district mental health coordinator and medical officer provide support when needed.

In UK, a four-step approach is used to deliver holistic integrated services in primary care i.e psycho education, screening and assessment, referral to institutions, and holistic mental and physical health care to stable patients.

Thus it is unrealistic to deny the need for a collaborative mental health care approach. This could be implemented by either providing mental health care in primary health-care settings or providing indirect mental health support to primary care providers. 

In our country where mental health services are lacking and ratio of psychiatrists to population is 0.2 to 100,000, integration can keep health-care costs down and access to treatment up, and treating all health care issues together can create a better continuity of care, creating more positive and successful outcome. This strategy is based on practical methods and technologies, with scientific foundation and social acceptance at the disposal of all individuals and families of the community, with their full participation and at a cost that the community and the country can support in all stages of its development, with a sprit of self-responsibility and self-determination. Thus people have access to the mental health care they need. People can have mental health services closer to their homes, thus keeping families together and maintaining their daily activities. In addition, they avoid indirect costs associated with seeking specialist-care in distant locations. Mental health care delivered in primary care also minimizes stigma and discrimination, and removes the risk of human-rights violations that occur in psychiatric hospitals. World Mental Health Day 2009 provides us with an opportunity to reaffirm the advantages that Primary Care Mental Health integration can provide.

	SEVEN GOOD REASONS FOR INTEGRATING

MENTAL HEALTH INTO PRIMARY CARE

Integrating Mental Health into Primary Care: A Global Perspective. WHO/Wonca, 2008, pp 21-46.

· The burden of mental disorders is great. 
· Mental and physical health problems are interwoven.
· The treatment gap for mental disorders is enormous.
· Primary care for mental health enhances access. 
· Primary care for mental health promotes respect of human rights. 
· Primary care for mental health is affordable and cost effective.
· Primary care for mental health generates good health outcomes.


(Courtesy: World Federation for Mental Health.)
ANNUAL REPORT OF

GENERAL SECRETARY PAMH (2008 -2009)
Meetings of PAMH Executive Committee were regularly held during the year, July 2008 - June 2009. In these meetings matters related to free mental health clinic, mental health camps, and community mental health program were discussed. The major issue was trying to find an alternate premises for the clinic.    

Free Mental Health Clinic 

PAMH is continuing to provide psychiatric treatment at the Free Mental Health Clinic. In financial year 2008-2009, 13,151 patients attended the clinic. Out of these 8640 (68%) patients were given free medicines, 1827 patients attended the LAP clinic and 1259 sessions were taken by psychologists for psychological evaluation and counseling. (details follows)       

The details of patients seen at mental health clinic during 2008-2009 are as under:

	New Patients 


	859
	
	Free Consultation  &

Medicines
	8640

	Follow-up Visits 
	12,292
	
	Free Consultation 


	4511

	Total Visits:
	13,151
	
	Total: 
	13,151


Free Mental Health Clinic Premises: 

A number of problems were faced at the site of the Free Mental Health Clinic. The space is limited, the building is deteriorating and the maintenance cost is increasing day by day. Efforts were also made to get a plot from Sindh Government. Our efforts are continuing to find a suitable place for the clinic. In this context meetings were held with Director General Health, Prof. Rasheed Jooma and Chief Secretary Sindh Mr. Fazal Ur Rehman.  
A delegation of PAMH consisting of Prof. S. Haroon Ahmed (President), Dr. Mohammad Naim Siddiqi (General Secretary) and Dr. Salamat Kamal met with Federal Health Minister (Mr. Khusnood Lashari), Federal Health Secretary (Mr. Ejaz Ahmed Jhankrani) and Director General Health Prof. Rasheed Jooma, at Islamabad. A presentation of proposal was made to request the facilitation of allotment of a place for Institute of Behavioural Medicines (IBM) at Jacob Lines Dispensary.  
Community Mental Health Project 

1. Training workshops in self-empowerment and psychosocial wellness for women and girls in low-income areas of Karachi were organized. 
2. Mental health camps where psychiatric consultation and medicines are provided free-of cost held at regular intervals. 
Raising awareness about mental health:
1. Organizing Mental Health Day every year on October 10th on the call of World Federation for Mental Health and WHO.
2. Publication of a special issue every year on the theme of Mental Health Day. 

3. Leaflets on 14 common diseases in Urdu distributed free of cost.
4. Street theater in low-income areas to raise awareness about violence against women and girls and its impact on their mental health.
Advocacy for mental health law:
1. Workshops and seminars on Mental Health Ordinance 2001 (MHO 2001)

2. Filed petition in Sind High Court seeking the implementation of Mental Health Ordinance 

Free Mental Health Camps 

One Free Mental Health Camp was organized this year in Karachi at Korangi # 10. The team attending these camps was led by Prof. S. Haroon Ahmed and included psychiatrists, psychologists and paramedical staff. 

Thirty seven patients were seen in this camp. All patients were provided free consultation and medicines. 

World Mental Health Day 

World Mental Health Day was celebrated on 10th October, 2008. Full details are attached in this issue.  
Court Cases 

This Constitution Petition regarding Implementation of Mental Health Ordinance is being actively pursued. A brief report by secretary task force, Dr. Rubeena Kidwai is included in this issue. The IBS cases are putting adjudication in the Honorable High Court of Sind. 

Dr. Muhammad Naim Siddiqi 
General Secretary, PAMH 
	                                            Our Mission

· To Develop local need-based programs in the field to 
behavioural sciences for teaching, training, research 
and psycho-education.
· To evolve a community-oriented (family involvement), 
cost effective (affordable) and culturally relevant 
(acceptable)program of treatment and aftercare of 
mentally ill patients.
· To go out into the community and provide information, 
 education and help to seek/provide treatment.




The Community Mental Health Program, 
Pakistan Association for Mental Health 

Report by Dr. Rubeena Kidwai Ph.D.
Sensitization and Awareness-Raising about Mental Health:      These awareness raising sessions comprised of interactive discussions on mental health where the aim was to engage members of low-income communities in a dialogue on this oft avoided topic.   The topics included health, mental health, stress and mental health, difference between stress and mental illness, stress management and common signs of mental illness.   Between July 2008 and January 2009 a total of sixteen different sessions were held where 219 community members participated in the sessions. Out of these 78 participants were health workers.  The sessions were held in Hazara Colony, Essa Nagri, Orangi No. 10, Sadiqabad, and Korangi, all low income communities of Karachi.   One session was also held at Jaam Kanda, near Malir, Karachi, in collaboration with HANDS, an NGO that also works in community based healthcare and education.

Development of Manuals Titled “Creating a Dialogue with Community Members on Mental Health and Mental Illness: A facilitator’s manual”:   Ms. Nausheen Noor compiled two facilitator’s manual on conducting sensitization sessions on mental health for members of low-income, low-literacy communities, one for the general community and one for community based health workers.  These manuals were translated in Urdu by Ms. Sana Sadia.   The format and content of these sessions evolved over a period of time based upon the feedback from participants about what was most relevant information for them, and also based upon the trainer/presenter’s experience and observation of the formats that were most engaging for the community members.  

The first manual was on conducting sessions for community members where the goal was to engage them in a dialogue about mental health and to encourage them to reflect and contemplate on notions of mental health, mental illness, and stigma.  The second manual was on conducting sessions for community based healthcare workers where the goal was to engage them in a dialogue on mental health, to promote awareness about mental health as an important aspect of overall health, to address stigma and misperceptions about mental illness and to educate them on signs and symptoms of common psychiatric illnesses.    

Qualitative Evaluation of Training Manuals:  Qualitative evaluation of the impact of the sensitization sessions was conducted by holding focus group discussions with participants who had attended the sessions.  Eight FGDs were conducted with smaller groups (4-8 individuals) consisting of a total of 47 of participants who had attended the sensitization sessions.  Four FGDs were held with community members and four were held for healthcare workers.  These FGDs were held within two to four weeks after the last session and the goal was to ascertain the quantity and quality of information retained by the participants following the sensitization sessions and the impact of the information retained.

With regard to the concept of mental illness, statements from the community groups as well as the HW groups during the sensitization sessions included various behavioral, emotional, and cognitive aspects of mental illness. The change in knowledge following the sensitization session was indicated by their statements in the FGD about the intensity and duration of symptoms; the distress caused by these symptoms to the person and his/her family, and the impact of these symptoms on daily functioning. The participants were able to identify the difference between stress and mental illness as well as difference between individual idiosyncrasies or oddities and mental illness. They recognized that persistent stress could be one factor that may lead to mental illness. The HWs’ groups identified genetic/biological, environmental and individual factors as causing mental illness. not be cured but could be trained in skills.

When asked about the impact of the sensitization sessions on their lives the community participants stated that the discussion on stress had been most beneficial for them.  They reported greater self-awareness vis-a-vis stress, i.e. reports of recognizing their own states of stress, greater likelihood of reflecting on their state and considering proactive ways to deal with it.  The HWs group stated that the most beneficial aspect of the sensitization sessions for them was the information on mental illness and the information on difference between “who is mentally ill and who is not”.

Current Project of CMHP:  Presently the CMHP is engaged in a nine-month project focusing on violence against women and girls its impact on their mental health.  Project activities include 16-hour training sessions for self-empowerment and self-growth of community women and awareness raising activities for community members including street theaters, mental health camp, and seminars to highlight the issue of women’s rights and issue of increased vulnerability among women to violence and the subsequent psychological problems.  This project is funded by the Asia Foundation.

In the first phase of the project which started in March 2009 and completed in June 2009 the following activities were conducted in Orangi Town, No. 10, UC 3, Karachi:

Seminars:  Two seminars were conducted on “Violence against women and girls and its impact on their mental health: A human rights perspective”.  The first seminar was conducted for schoolteachers on April 4th 2009 at K.K. Abdal School in Orangi No. 10.  Forty two schoolteachers, all females, attended from various schools in Orangi Town.   The second seminar was held on 23rd May 2009 at the Urban Health Center, Ranger’s Headquarters in Orangi.  Seminar participants were 13 lady health workers.  

Street Theater:  A street theater was organized on violence against women and girls, on 21st June 2009 at K.K. Abdal School, Orangi Town.  Thirty-seven women, 20 men and 20 minors attended this 35-minute play which was followed by a 20-minute discussion with the audience.  

Mental Health Camp:
a free mental health camp was held on 31st May 2009 at the Councilor’s office Orangi Town.  Thirty seven patients were registered and provided with free-of-cost psychiatric consultation and two thirds were dispensed psychotropic medicines free-of-cost.  

Training Workshops:  A 16-hour training workshop consisting of eight 2-hours weekly sessions was conducted on “Promoting psychosocial wellness and personal empowerment of women and girls”.  Twenty three women and fifteen girls attended these sessions out of which 15 attended at least 7 out of the 8 sessions. The workshop consisted of interactive discussions and exercises on women’s rights, gender socialization and its relationship to violence against women, women’s mental health, communication and assertiveness skills, stress management, and skills to build psychological resiliency and psychosocial wellness.

Visit to IDP camp: In collaboration with Sungi, another NGO based in Islamabad Dr. Rubeena Kidwai visited an IDP camp in Mardan  in June 2009.  She was accompanied by Ms. Ann Godwin, an American psychotherapist who has experience in working with refugees and Ms. Roohi Ghani, a Pashto speaking clinical psychologist from Rozan, another Islamabad based NGO.  There were 9000 IDP families  registered at this camp and the targets for this particular activity were 150 women who were recently widowed in Swat.  The trio met with the women on two different occasions to address their psychological distress.  Later Dr. Kidwai also met with a group of IDPs in Islamabad who were camped in an unused cinema theater in Melody center, Islamabad.     Dr. Kidwai met with a group of eight women a number of whom spoke Urdu and could communicate their stories.  The problems that the women shared included problems of staying in the make shift camp, the lack of  any structure in their daily lives, difficulty of staying with other women and children without any privacy (they had spaces side by side in the big hall without any partition for privacy), and increased problems in their marital relationships or other familial relationships as the usual family conflicts (e.g. a married woman’s conflict with her mother-in-law) were now in the context of a difficult living situation.    All women reported mood and anxiety symptoms such as irritability, sadness, tearfulness, insomnia, loss of appetite, headaches and body aches, palpitations, etc.  They also reported increased irritability, defiance, disruptive behaviors and nightmares in their children.   Dr. Kidwai provided psycho education to the women about post traumatic stress.  She discussed with the women ways to alleviate some of the immediate stress of their current life situation, ways that the women could provide emotional and social support to each other, ways to manage the children’s stress and to continue effective parenting while keeping in mind the unique pressures that children were facing in the current situation.  

	              Estimates of Psychiatric and Stress Related Disorders
· Every other house in Karachi has one or more persons taking tranquillizers.
· Every fifth house has a psychosomatic / psychiatric problem.

· Every tenth house has a psychiatric patient needing medical attention (depression, psychosis mania, schizophrenia, psychosomatic disorders, obsessions, mental retardation, dementia, epilepsy or drug abuse).
· In 2004, the prevalence of depression and anxiety disorders in the Pakistani community was 34% (range is 29%–66% for women and 10%–33% for men). 



Report on: WORLD MENTAL HEALTH DAY PROGRAM, 2008
Uzma Ambareen, M.D.
On the occasion of the World Mental Health Day, PAMH organized a seminar on October 12th, at Jinnah Medical & Dental College. This year’s theme was “Making Mental Health a Global Priority: Scaling up Services through Citizen Advocacy and Action”. Several distinguished speakers were invited to speak on this day. In the first half of the seminar, speakers enlightened the participants on recent updates on Depressive Disorders. In the second half ‘Common and Treatable Mental Disorders’ were discussed. Ms Nida Khan, Psychologist, formally started the workshop and introduced the speakers. 

Dr Naim Siddiqui, Psychiatrist, stated that, Depression was the fourth leading contributor to the global burden of disease and Pakistan had a very high prevalence of depression, around 34%. He stated that the chances of mortality in cardiac patients who are also suffering from Depression is 2 - 4 times greater than those who are not suffering from depression. Stating that 70% of the people who attempted suicide had a depressive illness, he asserted that depression exceeded all causes of disability. He suggested three useful questions that general practitioners could ask patients who they suspect might be suffering from depression:

1. What else have you noticed about how you feel? 2. Has this affected you physically?

3. Do you have feelings of worthlessness? He informed participants about the diagnostic criteria for Clinical Depression and the similarities between the symptoms of depression and certain physical ailments. 
Dr. Uzma Ambareen, M.D., updated the participants on current practices in the pharmacological management of depression. She stressed the need to discuss various treatment options with patients and stated that the doctor should match the most significant symptoms of patient with the drug. She concluded her talk by pointing out some novel biological interventions, such as Transmagnetic Stimulation, Deep Brain Stimulation and Vagus Nerve Stimulation, which are already being used in western countries. 
Dr. Saiqa, Ph.D., highlighted non-pharmacological interventions in the treatment of depression at the primary care level. She stated that patients of depression undergoing psychotherapy are more compliant with treatment, have a higher success rate and a low relapse rate. She added that patients often do not realise that psychological factors may be the root cause of the problem and hence, are non-compliant. She spoke about two basic psychotherapy techniques, BATHE technique and the DIG approach, both basic and intermediary levels of counseling that can be used by the family-physician.

In the second half, Prof. Dr. S. Haroon Ahmed gave an overview of sexual behavior stating that 80-90% of sexual disorders are psychological and this percentage increases where there is poor education and lack of awareness.  Dr. Saeed A. Mahar, an endocrinologist at Aga Khan University Hospital, spoke about sexual disorders with respect to hormonal changes, especially Testosterone levels. He stated that several sexual disorders which are due to deficiencies of testosterone, are under-diagnosed and dismissed as having a psychological cause but they should actually treated with Testosterone Replacement Therapy (TRT). Dr. Khurram Siddiqui, Urologist, stated that Erectile Disorders are quite common and when treated properly they most certainly improve patient satisfaction, patient-clinician relationships and may also help in curing depression related to feelings of sexual inadequacy.
The presentations were followed by a Question-and-Answer Session, and a vote of thanks
Overview of activities related to
the Mental Health Ordinance 2001
Dr. Rubeena Kidwai Ph.D.
On the occasion of the World Mental Health day, a seminar was organized by the Pakistan Association for Mental Health on 10th October, 2008 at the Beach Luxury Hotel, to address issues surrounding the Mental Health Ordinance, 2001. 
Dr. Haroon Ahmed announced that the Mental Health Ordinance was now applicable and urged the participants to share their ideas and opinions about the Ordinance. Highlighting one of its important features, he added that through this Ordinance, faith-healers and spiritual-healers can be charged with exploitation, and use of illegal treatment procedures could be punishable by a fine of up to Rs. 50,000 and imprisonment. 
Rubeena Kidwai, PhD, cited research which indicated that the prevalence of depression and stress related illnesses had increased recently. However, there was a significant gap between services that are required for the treatment and rehabilitation of the mentally ill and what is actually available at present. Identifying five key areas to assess the availability of resources (policy and legislation, mental health services, community, human and financial resources), she emphasized that an appropriate policy and legislation could ensure availability of other resources. She also spoke about PAMH’s efforts that have been directed towards the legal procedures surrounding mental health in Pakistan, such as drawing up a 31-point critique of the Mental Health Ordinance, 2001 with suggestions for improvement, and submitting of a petition to the Sindh High Court in 2007, but there had been no response so far. However, PAMH had been successful in its efforts to repeal the Lunacy Act of 1912.

Justice Retired Ghous Mohammad, who is also the Chairman Board of Visitors, spoke about the scarcity of funds in this field as only 0.04% of the annual budget has been allocated for mental health services in Sindh. Talking about the activities of the Board of Visitors, he mentioned that the Board had so far visited the Central Jail, juvenile detention centers, JPMC and Civil Hospital and were planning to visit Ziauddin Hospital. He said one of the difficulties facing the board was the lack of supporting staff for which he requested Dr. Haroon’s help. He also proposed that a National Mental Health Commission be formed which could supervise all Boards of Visitors, including those in other provinces. 

Mr. Faisal Siddiqui, Advocate, High Court stated that lack of pressure on the government and the long time that it usually took to implement a new law were the reasons for the failure of implementation of MHO, 2001. He pointed out the mechanisms through which this law could be implemented; 1) Government, 2) Courts 3) Self implementation by psychiatrists and psychiatric facilities. He also specified the elements of implementation of strategy: 1) Information about what's going on (research can be done through courts): 2) Dissemination of information, since usually public lawyers / law enforcement agencies are unaware of the law: 3) Public interest litigation and lobbying: 4) Making psychiatrists and facilities aware of law so that they can implement it themselves. He also expressed his concern about the lack of media attention to the issue of mental health, except for once a year, on the occasion of the World Mental Health Day. 

Late Justice Sabihuddin Ahmed expressed the opinion that the law did not adequately provide for mentally ill persons. He highlighted the importance of the media in creating public awareness and working as a pressure group to persuade the government to implement the law. He felt it was unfortunate that there was no proper authority for the Board of Visitors to report back to. At that, Mr. Faisal expressed his concern over the fact that the authority that appointed the Board of Visitors had dissolved. Dr Rubeena Kidwai was of the view that clinicians, at their level, could start implementing laws themselves, for e.g. taking informed consent from their clients etc. 

In the end, Dr. Naim Siddiqui delivered a vote of thanks. He thanked the media, guests and all participants of the workshop and hoped that their effort to contribute to the promotion of mental health continued in the future. 

	FIGHT STIGMA AND DISCRIMINATION AGAINST MENTALLY ILL PERSONS: SPEAK UP FOR THEIR RIGHT TO DIGNITY THEIR RIGHT FOR APPROPRIATE CARE.


	SEVERE MENTAL ILLNESS CAN BE MANAGED OUTSIDE THE HOSPITAL.



	MENTAL ILLNESS DOES NOT ALWAYS NEED SPECIALIST TREATMENT.



	PHYSICAL COMPLAINTS CAN BE CAUSED BY PSYCHOLOGICAL ILLNESS.



Mental Health Ordinance (MHO 2001)

Key points

Under the MHO 2001 the following steps have been taken by the Government to ensure the implementation of the Ordinance.

Constitution of the Federal Mental Health Authority:  This body consists of a chairperson and fourteen members and its functions are as follows:

· Advise the government on all matters related to mental health

· Set national standards for treatment and care of persons with mental illness

· Recommend measures to improve existing mental health services

· Set up board of visitors at provincial level to ensure that rules and standards are being followed

· Provide for public awareness campaigns regarding mental health

Constitution of the Board of Visitors:   This body consists of a chairperson and seven members.  It is formed at the provincial level and its functions are to: 

· Visit and inspect mental health facilities to ensure that standards are being followed

· Make recommendations for improvements

· Report findings of visits to the Federal Mental Health Authority

Assignment of Court of Protection: A district court that has the jurisdiction to handle cases under the MHO 2001

Assignment of Magistrate: A Judicial Magistrate assigned by the Government to hear cases under MHO 2001

 Summary of key sections of the Mental Health Ordinance 2001

Assessment and treatment

Voluntary treatment:  Any person suffering from a mental illness who seeks treatment voluntarily or whose relatives bring him/her for treatment or if a doctor has referred him/her for treatment and the person with mental illness consents to treatment will be examined by a psychiatrist and given appropriate treatment or recommendations. 

Assessment and/or treatment will be administered only after receiving informed written consent from the person with mental illness, or if it is a minor then by the guardian, or if an adult who by virtue of his mental state is not able to give consent, then by his/her spouse or nearest relative.  The person giving consent may withdraw his/her consent for treatment at any time.

Involuntary treatment or admission: A person suffering from mental illness may be admitted against his/her consent if he/she is suffering from a mental illness to the extent that it warrants admission and/or treatment and if this is “in the interests of his own health or safety or (for) protection of others”

The application or form for any type of involuntary admission is submitted to the psychiatric facility where the admission is sought.  There are four types of involuntary admission:

Involuntary admission for assessment:  The period for this is up to 28 days from the day of the recommendation.  The recommendation for this type of admission must be in writing from two medical officers one of whom must be a psychiatrist or a medical practitioner with experience in psychiatry. The patient or his/her relative has the right to appeal against this admission within 14 days of the recommendation.

Involuntary admission for treatment:  The period for this is up to six months.  An application for this may be made through a written recommendation by a psychiatrist and a medical officer, the two of whom will have seen the patient within 5 days of the recommendation.   If the continuation of treatment is necessary at the end of six months the period of involuntary admission may be extended to another six months.  

Involuntary admission for urgent assessment: The period is 72 hours. An application for this type of involuntary admission may be made by a relative or a medical officer when admission for assessment is needed on an urgent basis and a psychiatrist is not available.  The period for this type of involuntary admission will lapse after 72 hours unless a psychiatrist makes a recommendation for involuntary admission for assessment within those 72 hours.

Emergence Holding:  The period of emergency holding is 24 hours.  This is allowable if a patient in an in-patient psychiatric facility wishes to or attempts to leave or discontinue treatment and (a) continuation of his/her treatment is necessary for his/her health or safety or for protection of others (b) a psychiatrist or a medical officer nominated by the psychiatrist is not available to write a recommendation. 

Any person filing an application for involuntary admission of the patient will have seen the patient within the last 14 days of the recommendation.  The patient or his/her relative may file an appeal in the Court of Protection against the involuntary admission

If a police officer sees a person whom he believes to be suffering from a mental disorder and whose current state seems to endanger him/her or others around him/her then the officer may deliver the patient to the nearest relative, or if no relatives are available, deliver him/her to a government health facility for 72 hours (urgent assessment) so that he/she may be examined by a psychiatrist or a nominated medical officer.

Appointment of guardian for and/or manager of the property of a person will mental illness

If a person with mental illness owns property and his/her relatives claim that he/she is incapable of taking care of the property the Court of Protection may order an inquiry to determine whether the person alleged to be mentally ill is competent and capable to handle his/her person, affairs and property. The Court may assign two or more persons as assessors in this inquiry. 

Where it is ascertained that a person is mentally ill and not capable of managing his/her affairs the Court of Protection my appoint any suitable person as a guardian for his/her care, may direct the person to be admitted for treatment in a mental health care facility and may order for his/her maintenance.  The Court may also appoint a suitable person as manager to manage the property.  

An inventory of all immovable property will be presented by the manager to Court within three months of the order.

Any major transactions by the appointed manager will be made after approval from Court and through a bank authorized by the Court.   

If the Court believes that the person initially determined to be mentally ill is now recovered and competent and able to manage his/her affairs then the Court, after directing an inquiry for re-assessment of his/her state of mind, may set aside all orders related to appointment of guardian or manager.

Liability of cost of treatment and maintenance of persons with mental illness

The cost of treatment of a person admitted in a government run psychiatric facility will be covered by of the government unless another person has undertaken the cost or if the Court of Protection has ordered for provision of cost of care.    

If a person with mental illness has the means or property with which the cost of treatment may be covered, or if the guardian/manager has the means to cover the cost, then the government or the local authority that are bearing the cost of treatment or maintenance may apply in the Court of Protection for their cost to be covered.

A person who holds a public office or is a public servant  and who is determined to be mentally ill will continue to receive his/her pay or benefits that they are entitled to from the Government even after they cease to work due to their psychiatric condition.

Attempted suicide

A person who attempts suicide will be assessed by a psychiatrist and if found to be suffering from a mental illness will receive appropriate treatment for his/her illness.

Confidentiality

A person with mental illness shall not be publicized nor his/her identity be revealed to public (through media etc.) unless the person chooses to publicize his/her own condition.

Informed consent

Any assessment or treatment of a person with mental illness shall begin only after obtaining his/her written informed consent, or if the person is a minor or not competent to give consent by virtue of his/her mental state, then with the consent of their guardian or nearest relative.  This consent may be withdrawn by the mentally ill person or the relative at any time.

Offences

Following will be considered offences and may result in imprisonment up to one year and/or a fine of up to Rs. 50,000.

Making a false claim, statement or entry on an application, recommendation, report, record or documentation with the intent to get someone detained for assessment or treatment or with the intent to deceive otherwise.

Ill or inhuman treatment, abuse or willful neglect of any patient by anyone including staff of a mental health facility, or willful violation and neglect of any of the provisions of the MHO 2001.

Refusal or neglect by manager of patient’s property or estate to deliver accounts or the property in time specified by the Court.

Persons with mental illness who are detained in prisons

The Inspector General (if the accused is in the prison) or the Board of Visitors (if the accused is in a psychiatric facility) will visit such a person at least once in six months to ascertain and make a report on the state of mind of the accused.

Prisoners or offenders who are ascertained to be suffering from mental illness will be housed separately in a special security psychiatric facility built by the Government.

Specialized psychiatric treatment

All electro-convulsive treatment (ECT) will be administered under general anesthesia and advised by the psychiatrist in charge of the patient who will record the reasons for administering this procedure.

Administration of long-acting anti-psychotic depot injections will only be carried out upon a psychiatrist’s advice and for a period advised in the prescription. Such cases will be reviewed periodically.

Psychosurgery will not be advised or conducted unless it is considered necessary and appropriate jointly by two psychiatrists, a neurosurgeon, a neurophysician, a physician, and one clinical psychologist.

(abridged by Dr. Rubeena Kidwai) 

This summary presents only the salient points of the Ordinance.  The whole text of the MHO 2001 is available online at http://www.emro.who.int/MNH/WHD/Pakistan-Ordinance.pdf or by entering search words Mental Health Ordinance Pakistan.

Services Rendered at Mental Health Clinic
January 2003 to June 2009
Total Patient-Visit Break-Up 1st January 2003 to June 2009
	New Patients in Clinic 
	6379

	New Patients in Camp 
	7033

	Total New Patients
	13412

	Total Follow-Up Visits 
	68838

	Total Patient Visits 
	82250


[image: image1.emf]16%

84%

0

20000

40000

60000

80000

100000

2003 to 2009 (June)


	No. of Patients Dispensed Free Medicines 1st January 2003 to June 2009

	Prescription with Free Medicines Dispensed  
	57897

	Prescription Only 
	24353

	Total Prescriptions  
	82250
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LIST OF DONORS JULY 2008 TO JUNE 2009
	1. 
	Infaq Foundation 

	2. 
	Mr. Owais Ahmed 

	3. 
	Pakistan State Oil 

	4. 
	Mr. Mohammad Shehryar Khan 

	5. 
	Ms. Zubeida Mustafa 

	6. 
	Araf Pharma 

	7. 
	Liberty Mills Ltd. 

	8. 
	Yousuf Trading 

	9. 
	Ms. Naila 

	10. 
	Ms. Sultana Siddiqui 

	11. 
	Muller & Phipps Pakistan Limited 

	12. 
	Ms. Saira 

	13. 
	Siddiqui Foundation 

	14. 
	Mr. Zain A. Alavi 

	15. 
	Ms. Najma Sadiq 

	16. 
	Asia Foundation 

	17. 
	Ms. Saadia Awan 

	18. 
	Mrs. Amna Nasir 

	19. 
	Mr. S. Salahuddin Qadri 

	20. 
	AL- Karam Textile 

	21. 
	Mr. Mohammad Hanif 

	22. 
	Mr. Izzatullah Khan 

	23. 
	Mr. Imtiaz Paracha 

	24. 
	Mr. Amir S. Tapal 

	25. 
	Mrs. Tanveer 

	26. 
	Mr. Sajid Amin 

	27. 
	Mr. Rizwan H. Qidwai 

	28. 
	Mr. Bilal Mulla 

	29. 
	Mr. Rashida Wasti 


A Pictorial Review of 2008-2009
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Training for Girls at Apwa Centre, Orangi Town 2009   Training For Women at Orangi Town 2009
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Focus Group Discussion for Women Orangi Town 09    Focusing Session For Staff at Mental Health Clinic
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Free Mental Health Camp at Orangi 31st May 2009        Seminar For School Teachers 4th April 2009 at Orangi
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Seminar For School Teachers 4th April at Orangi Town     sensitization sessions for health workers at Essa Nagri
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Street Theater, 21st June at Orangi Town      

   Street Theater, 21st June at Orangi Town        
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sensitization sessions for health workers at Jam Kanda    Focusing Session For Staff at Mental Health Clinic

World Mental Health Day Program:


9:30 – 10:00   a.m.		Registration  





10:00 – 10:15 a.m.		Guests to be seated 





10:15 – 10:30 a.m.		Welcome Address:  Prof. S. Haroon Ahmed


10:30 – 10:45 a.m.		Address by Chief Guest 





11: 00 – 11:15 a.m.	Vote of Thanks: Dr. Naim Siddiqui 


General Secretary, PAMH





11:15 – 11: 30 a.m.		Refreshment





11:30 – 12:00 noon	 	Guest Lecture, Dr. M. Arif Yousufzai (UK)						“Consequences of Stress and Psychological Trauma”





12:00 noon 			Seminar I:  Mental Health in Primary Care


Co-ordinator:  Prof. Munir Hamirani 





			 							


12:00 – 12:30 p.m.	            “Mental Health in Primary Care”:Dr. Aziz Khan Tank 





12:30 – 12:45 p.m.	“Recognition of Mental Health at Home, at School and at Work”: Dr. Waris Kidwai





12:45 – 1: 00 p.m.	Panel Discussion with Family Physicians and Community Mental Health Workers. 


	Co-ordinator		Dr. Badar Sabir Ali  	


				Panelists: 


Prof. Munir Hamirani 	Dr. Amanat Mohsin 


Dr. Sirajuddin		Dr. Waris Kidwai 


Dr. Aziz Khan Tank 





1: 00 – 2: 00 p.m. 	 	Lunch  





2: 30 – 4:30   p.m.		Seminar II:  “Mental Health Ordinance 2001”, in  


				Collaboration with Pakistan Psychiatric Society.  





Welcome Address:  Prof. Dr. S. Haroon Ahmed





Overview of the MHO, 2001:  Dr. Rubeena Kidwai





Guest Speakers: 	


Justice (Retd.) Dr. Ghous Mohammed, Chairman Visiting Board, Sindh. 


Mr. Faisal Siddiqui, Advocate, High Court. 


Dr. Raza-ur-Rahman. Department of Psychiatry,


Dow University of Health Sciences.		


Capt. Dr. Jamil Hussain. Professor of Psychiatry,		Liaquat University of Medical Sciences. 


Dr. Ishaq Sarhandi, Secretary General, Pakistan Psychiatric Society.  





Vote of Thanks:	Dr. Naim Siddiqui,  


General Secretary, PAMH





4:30 p.m. 			Refreshment





10:30 am – 4:30 p.m. 		Exhibition by Pharmaceuticals Companies.
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