
Mental health adds qua6ty to life 

JI 
t was a new day in the !ife of 
Mohammed Karim. He was 
11 years old and studying in a 
local village school near 
Rawalpindi in Pakistan. He 

was bright in his studies, but there was 
gloom in his house because for three 
years his father had not been weil. His 
father would say strange things and 
occasionally get violent and 
aggressive, even hitting his own family 
members and neighbours. He was 
mostly kept in chains in the house. 
The whole village knew that he was 
possessed by evil spirits but treatrnept 
at many religious shrines had not 
helped very much. 

Sorne friends had suggested taking 
him to the mental hospital in Lahore, 
300 kilometres away, but this was too 
difficult for the family. That morning 
the school teacher told the students 
about a new mental health education 
programme. He explained how seri· 
ous mental illness is wrongly con· 
sidered by many as due to possession 
by evil spirits, but in fact mental 
illnesses are like physical illnesses and 
can be treated. A new mental health 
service was now available at the local 
rural health centre where both the 
medical doctors and primary health 

24 

by Narendra N. Wig 

workers had been specially trained. 
As he listened to the teacher, Karim 

broke clown and between sobs told his 
teacher how his father had been kept 
in chains for the last three years and 
everybody said he was possessed by 
evil spirits. That evening, Karim per
suaded his mother and his uncle to 
take his father to the rural health 
clinic. 
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They did this the next day and the 
doctor confirmed the diagnosis of 
mental illness and gave the patient 
sorne tablets to take. Within two 
weeks Karim's father started improv
ing and by the end of two months he 
looked almost normal again. But the 
doctor advised him to take medicine 
for a further year. 

Mental health is often one of the 
most neglected areas of the health 

services. This attitude is based on 
deeply held fears and prejudices 
against mental illnesses found in 
many communities, mixed with ignor
ance and wrong information. In many 
countries, even the health admini
strators still think that mental illnesses 
are not common in developing coun
tries, or that for these illnesses the 
modern health services have nothing 
to offer. The facts are to the contrary. 
According to WHO estimates, at !east 
300 million people are mentally ill in 
the world; 50 million or so have 
serious mental illness, and three
quarters live in the developing 
countries. 

The situation in the countries of the 
Eastern Mediterranean Region is no 
different. In any small village of 1000 
people or so, one can easily pick out 
four to six people who are suffering 
from what used to be called insanity 
and are now referred to as psychotic 
disorders, an equal number of cases 
who have fits or epilepsy, and an even 
larger number of children who are 
mentally retarded or handicapped. 

The prevalence of neurotic and 
stress-related disorders is five to ten 
times larger. When studies are made 
in primary health care settings, the 
figures are more revealing. More than 
25 per cent of cases who go to 
primary care physicians have no 
demonstrable physical illness and 
their symptoms are probably related 
to psychosocial stress. This is true in 
both developing and developed 
countries. 

In most of the developing coun
tries, mental health services till 
recently were greatly neglected. Often 
the only mental health facility is a 
large mental hospital outside a big 
city, a legacy of past colonial days. 
Most such hospitals are over-crowded, 
under-staffed and badly managed. 
Finances are always scarce. The 
poorer the country, the worse the 
mental hospital. Such institutions 
have further strengthened the 

5ome 25 percent ol mentalillnesses are 
probably related to psychosocial stress. 
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common man's attitude of hopeless
ness in the face of mental illness. 

ln EMRO, sorne early pioneers like 
Dr Tigani El Mahi of Sudan tried in 
the 1950s to break this gloom by 
suggesting the integration of mental 
health into general health services, 
and even involving traditional healers 
in the mental health care programme. 
In the late 1970s, WHO arranged a 
multi-centred study on "the strategies 
for the extension of mental health 
services in the community." This 
study was carried out in Brazil, 
Columbia, Egypt, India, the Philip
pines, Senegal and Sudan, and con
clusively proved that it is possible and 
relatively easy to treat serious mental 
illness like psychosis, epilepsy and 
depression through the existing health 
services near the homes of people, 
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with only a little extra expense on 
essential drugs and additional training 
of health staff. This work has now 
been replicated in many countries of 
Asia and Africa. 

Rapidprogress 
WHO now encourages countries to 

develop comprehensive national poli
cies and programmes of mental 
health, covering ali aspects of preven
tion and treatrnent of neurological 
and mental disorders (including alco
hol and drug abuse) through the 
existing primary health care services. 
In EMRO, this movement has made 
rapid progress. Pakistan was the first 
country in the Region to develop such 
a programme, which now includes the 
following objectives: 
- to make minimal mental health 

care available and accessible for ali in 
the near future, with special emphasis 
on services for the unserved and 
underserved rural population; 
- to enhance the use of mental 
health knowledge in general health 
care, social development and improv
ing the quality of !ife; 
- to encourage community participa
tion in the development of mental 
health services and to generate a spirit 
of self-help. 

By the end of 1988, more than half 
of the 23 countries of the region had 
taken steps to develop such program
mes. Afghanistan, Democratie Y emen, 
Jordan, Sudan and the Yemen Arab 
Republic, have started up similar pro
grammes and followed them up with 
multi-sectoral national workshops. 
Countries like Egypt, Iran, Iraq , 
Somalia and Tunisia have also 
embarked on the programme and 
started many activities. 

In the WHO/ EMRO mental health 
programme, stress is placed on self
reliance and using approaches which 
are appropriate for local needs. For 
example, for the delivery of mental 
health care in the vast rural areas, 
instead of depending on highly 
trained professionals, the countries 
are using the existing infrastructure of 
health - that is, the primary care 
physicians and health assistants and 
workers. In Afghanistan, Democratie 
Yemen, Egypt, Pakistan, Sudan and 
Yemen, a large number of doctors 
and health professionals have been 
trained in the essentials of mental 
health care and now provide mental 
health services to thousands of 
people in the remote and previously 
unserved rural areas. Only two or 
three essential neuro-psychiatrie drugs 
have been provided to manage these 
services. 

The experience of Democratie 
Y emen is particularly interesting. Here 
there was only one qualified psychia
trist, who worked within a traditional 
mental hospital in Aden. Now, under 
the new mental health programme, 
dozens of doctors and health workers 
have been trained and sent out into 
the field. lnstead of remaining in the 
mental hospital, a team of mental 
health professionals now visits the 
far-off governorates and regularly 
supervises the activities of this pro
gramme. 

Another significant activity is the 
school mental health programme. lt 
first started in Rawalpindi division in 
Pakistan. Professor Mubbashar and 
his colleagues of the WHO collaborat
ing centre visited schools in the rural 
area and trained many teachers in 
simple principles of mental health. 
The teachers were in turn asked to 
educate school children in mental 
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Speech therapy for a slightly handicap
ped boy in Abu Dhabi. 
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health, for only five minutes every 
day, concentrating on three slogans: 
- cigarette smoking is injurious for 
health and is also the forerunner of 
other addictive behaviour; 
- mental illness is not caused by evil 
spirits or by the curse of God. Like 
physical illness it can be treated; 
- many children have a physical or 
mental handicap. It is not nice to 
laugh at or make fun of a handicap
ped child. You should try to help the 
handicapped child. 

These slogans have been im
mensely popular in schools. T eachers 
have put them on school walls and 
also on school report cards which are 
seen and signed by parents. The 
impact of this programme has been 
very good. Children, who are often 
the only literate persans in the vil
lages, have carried these messages 
home. They have even identified their 
relatives who were mentally ill and 
brought them to health clinics (like 
the true story mentioned at the start 
of this article) . What is more, the 
acceptance of ali health services has 
increased in these rural areas as a 
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consequence of the mental health 
programme. 

Mental hospitals have too often 
been isolated from the family and the 
community. This trend is changing in 
Eastern Mediterranean countries. 
General hospital psychiatrie units now 
encourage family members to stay 
with the patients. This is happening in 
Egypt, Pakistan, Sudan and many 
other countries. In fact the relatives of 
the mentally ill patient are a great 
help in view of the very limited 
nursing care available in the wards. 
Furthermore these relatives and 
patients together form a good 
example of a therapeutic community. 
The potential of the . family has not 
been fully used in the health services; 
involving the family is important not 
only for the seriously mentally ill but 
also for the mentally handicapped 
and for the care of the aged. 

A further development in the 
Region is the use of religious institu
tions in mental health programmes, 
especially in the field of drug abuse. In 
a number of countries like Egypt, 
Iran, Pakistan and Sudan, religious 
teachers and institutions such as 
masques have been used in such 
programmes. In Egypt, there are even 
drug dependence clinics functioning 
on the premises of the masques. In 
Sudan, there is close collaboration 

between mental health professionals 
and religious leaders. One modern 
mental health clinic is held in the 
large house of a traditional healer in a 
village near Wad Madani. Every week 
a mental health team from the 
government hospital, consisting of a 
psychiatrist, medical doctors , a 
psychologist, social workers and a 
nurse visit this centre. After consul
tation in the clinic, sorne patients seek 
further religious treatment at the 
house of the Sheikh, who is a renow
ned religious leader of the com
munity. This is a good example of 
harmonious and mutually beneficiai 
relationship between modern medical 
services and traditional healers. 

In the countries of the Region, 
a new mood of hope and optimism 
is emerging about mental health 
services. Ignorance and fear about 
mental illness is declining as mental 
patients are seen to be getting weil in 
primary health clinics without greatly 
disrupting the !ife of their families. 
More and more countries are now 
willing to give priority to mental health 
because they see the importance of 
psycho-social and behavioural factors 
in health and human development. 
As one of the slogans in a country 
programme proclaims: "There is no 
health without mental health. Mental 
health adds quality to !ife." • 
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