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Foreword

Pakistan has been increasingly facing mul�ple humanitarian crises over years. These include natural 
disasters (e.g., earthquake), climate related disasters (e.g., floods), conflict related challenges (e.g., 
terrorism, internally displaced popula�ons, refugees), public health challenges, poli�cal instability and 
socio-economic crisis. 

The burden of mental health condi�ons during a humanitarian crisis is huge. Approximately 1 in 5 people 
(including children) might need mental healthcare. People with mental disorders are vulnerable to 
s�gma and human rights abuse. Some of the mental disorders are leading causes of illness and disability, 
and are responsible for immense suffering, premature death and suicides. 
  
In view of a severe dearth of specialist resources in the country, it is es�mated that 75 percent of people 
with mental disorders do not receive any treatment. To address this serious gap in mental healthcare, the 
Ministry of Planning, Development and Special Ini�a�ves has developed an innova�ve digital model for 
an evidence-driven, mul�-layered mental healthcare that is both rights-based and scalable, while taking 
into account local needs and resources. 

The mhGAP Humanitarian Interven�on Guide (mhGAP-HIG) has been developed by the World Health 
Organiza�on and UNHCR to help people suffering from a diverse range of mental, substance use, and 
neurological problems during a humanitarian crisis. It is a widely-used evidence-based manual for the 
management of these condi�ons in non-specialized health se�ngs. 

The present guide has been adapted from mhGAP-HIG for our cultural and healthcare context. It is a 
simple, prac�cal tool that aims to train non-specialists to assess and manage acute stress, grief, 
depression, post-trauma�c stress disorder, psychosis, epilepsy, intellectual disability, harmful substance 
use and risk of suicide. The guide will help them conduct standardized clinical interviews and 
examina�on to iden�fy and manage mental health condi�ons using both pharmacological and 
psychosocial interven�ons. 

The protocols in the mhGAP-HIG highlight the areas to be examined but do not direct how to do so. For 
example, based on a diagnos�c criterion for a disorder, a list of symptoms is provided in the mhGAP-HIG. 
There is likely to be a wide varia�on between how non-specialists will apply these protocols a�er their 
training. In Pakistan, the predominant model of healthcare is bio-medical and the pre-service training in 
recognizing mental health condi�ons is limited. As a result, there is li�le emphasis on interview skills and 
basic psychosocial interven�ons. Therefore, detailed clinical tools including interview ques�ons and 
examina�on techniques have been added, both in English and Urdu.

Another objec�ve of this document is to help the healthcare providers remain person-centered and 
protect the rights of the people. Issues like privacy of the pa�ent and need for confiden�ality have been 
emphasized. Clear guidelines have been added for clinical scenarios where the healthcare provider 
might need to share vital informa�on with others and �ps on how to do that. 
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Contextualiza�on of the guide  

The contextualiza�on of the mhGAP-HIG followed a rigorous, evidence-informed, and par�cipatory 
process, guided by World Health Organiza�ons' recommended methodology for contextualiza�on.  At 
the ini�al stage, four implementa�on gaps were iden�fied through a situa�onal analysis, focused group 
discussions, and key informant interviews. These included gaps in knowledge, skills and a�tude, the gap 
between knowledge and clinical prac�ce; limita�ons in training resources and the absence of structured 
supervision and referral mechanisms. These gaps were addressed through a mul�phase process. This 
included a mul�-stakeholder adapta�on workshop and a Delphi consensus approach to systema�cally 
revise the content of mhGAP-HIG. 

To overcome training and supervision barriers, the adapted guide was digi�zed into a mobile applica�on 
integrated with the MHPSS service model. The digital applica�on provides integrated features for real-
�me remote supervision and acts as a clinical reference tool for non-specialists a�er training. 

In 2023, in collabora�on with Department of Health, Khyber Pakhtunkhwa, and Interna�onal Medical 
Corps Pakistan, field tes�ng of the adapted guide was conducted to strengthen mental healthcare 
services in nine districts of KP (Chitral, Haripur, Kohat, Lower Dir, Mansehra, Mardan, Nowshera, 
Peshawar, and Swabi). A training needs assessment was conducted through a desk review and focus 
group discussions, to understand challenges for implemen�ng the guidelines. The pilot tes�ng involved 
training of trainers, and the capacity building of 105 primary healthcare workers, including 74 primary 
care physicians and 31 clinical psychologists. For implemen�ng the mhGAP-HIG-PK, six training 
workshops were conducted, each lasted for five days. 

All trainings were evaluated using a pre-post design and demonstrated significant improvements in 
knowledge and skills, par�cularly in assessment and management of mental health condi�ons. 
Par�cipants advocated for the broadening the scope of mhGAP trainings, ensuring refresher courses and  
integra�ng the guide into the pre-service training of medical doctors and clinical psychologists. 

Following the training phase, the trained primary healthcare workers were offered remote supervision 
for three months. During this period, 413 cases were submi�ed through mhGAP-HIG mobile applica�on. 
Case-based supervision was provided through individual and group discussions using district-based 
WhatsApp groups. The supervision data offered valuable insights about clinical trends and compliance 
with mhGAP protocols. Supervision was par�cularly helpful to guide assessment process, plan 
management (including both pharmacological and psychosocial interven�ons), and making decisions 
about referral, in accordance with mhGAP protocols. The supervision phase was followed by three 
refresher training workshops, each las�ng for three days. 

The pilot tes�ng revealed that the adapted mhGAP-HIG guide, supported by digital tools, is both feasible 
and effec�ve in implementa�on and strengthening mental health service delivery in low-resource 
primary care se�ngs.

1  Humayun, A., Muneeb, N., Najmussaqib, A., Haq, I., & Asif, M. (2025). Bridging the gaps: Contextualizing 

the mhGAP Humanitarian Interven�on Guide to implement in Pakistan. Medrvix. 

h�ps://doi.org/10.1101/2025.05.21. 
2 Humayun, A., & Najmussaqib, M. (2025). Implemen�ng the mhGAP-HIG: The process and evalua�on of 

training primary health care workers in Khyber Pakhtunkhwa, Pakistan. Manuscript submi�ed for publica�on. 
3  Humayun, A., Najmussaqib, A., & Muneeb, N. (2025). Supervision-based evalua�on of primary healthcare 

workers' performance a�er mhGAP HIG training in Pakistan. SSM - Mental Health, 100451. 

h�ps://doi.org/10.1016/j.ssmmh.2025.100451
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This module outlines the general principles of care for people with Mental, Neurological and
Substance Use (MNS) conditions in humanitarian setting.

The model consists of following principle:

1.
2.
3.
4.
5.
6

Principle of communication 
Principle of assessment
Principle management 
Principle of reducing stress and strengthening social support
Principle of protection of human rights
Principle  of attention to overall well-being
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Never beli�le the person's feelings, preach or be judgmental.
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MNS
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anything painful is going on.
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Increased loadshedding in late hours.
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Clinical
services

Focused psychosocial
supports

Strengthening community
and family supports

Social consideration in 
basic services and security

Figure GPC 1. The IASC intervention pyramid for mental health and psychosocial support in emergencies
(adapted with permission)

Examples:

Clinical mental health care (whether by
PHC staff of mental health professionals)

Basic emotional and practical support 
to selected individuals or families

Activating social networks

Supportive child-friendly spaces

Advocacy for good humanitarian practice:
basic services that are safe, socially
appropriate and that protect dignity
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Acute Stress ACU
In humanitarian emergencies, adults, adolescents and children are often exposed
to potentially traumatic events. Such events trigger a wide range of emotional, 
cognitive, behavioural and somatic reactions. Although most reactions are self-limiting 
and do not become a mental disorder, people with severe reactions are likely to present 
to health facilities for help.

In many humanitarian emergencies people suffer various combinations of potentially 
traumatic events and losses: thus they may suffer form both acute stress and grief.
The symptoms, assessment and management of acute stress and grief have much 
in common. However, grief is covered in a separate module (>> GRI).

After a recent potentially traumatic event, clinicians need to be able to identify 
the following:

People with these symptoms may present with a side range of non-speci�c 
psychological and medically unexplained physical complaints. These symptoms 
include reactions to a potentially traumatic event  for which within the last month,
people seek help or which causes considerable difficulty with daily functioning, and 
which does not meet the criteria for other conditions covered in this guide. 
The present module covers assessment and management of signi�cant symptoms 
of acute stress.

Signi�cant symptoms of acute stress
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In humanitarian emergencies, adults, adolescents and children are often exposed to
major losses. Grief is the emotional suffering people feel after a loss Although most 
reactions to loss are self-limiting without becoming a mental disorders, people with 
signi�cant symptoms of grief are more likely to present to health facilities for help.

After a loss, clinicians need to be able to identify the following:

As similar to symptoms of acute stress, people who are grieving may present with a 
wide range of non-speci�c psychological and medically unexplained physical 
complaints. People have signi�cant symptoms of grief after a loss if the symptoms 
cause considerable difficulty with daily functioning (beyond what is culturally 
expected) or if people seek help for the symptoms. 
The present module covers assessment and management of signi�cant  symptoms of 
grief.

Signi�cant symptoms of grief 

Prolonged grief disorder

When signi�cant symptoms of grief persist over an extended period of time, people 
may develop prolonged grief disorder. This condition involves severe preoccupation 
with or intense longing for the deceased person accompanied by intense emotional 
pain and considerable difficulty with daily functioning for at least 6 months  (and for 
a period that is much longer than what is expected in the person's culture). In these 
cases, health providers need to consult a specialist.

Grief GRI

G
RI
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Going to sleep
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DEPoderate-severeM
epressive D isorderD

Moderate-severe depressive disorder may develop in adults, adolescents and children
who have not been exposed to any particular stressor. In any community there will be
people suffering from moderate-severe depressive disorder. However, the signi�cant
losses and stress experienced during humanitarian emergencies may result in grief,
fear, guilt, shame and hopelessness, increasing the risk of developing moderate-severe
depressive disorder. Nevertheless, these emotions may also be normal reactions to 
recently experienced adversity. 

Management for moderate-severe depressive disorder should only be considered 
if the person has persistent symptoms over a number of weeks and as a result has
considerable difficulties carrying out daily activities.

D
EP
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Typical presenting complaints of moderate-severe depressive disorder:

Low energy, fatigue, sleep problems
Multiple persistent physical symptoms with no clear cause (e.g. aches and pains)
Persistent sadness or depressed mood, anxiety
Little interest in or pleasure from activities.
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Going to sleep
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Table DEP 1: Antidepressants
a bAmitriptyline  (a TCA ) cFluoxetine (an SSRIC )

Starting dose for adults

Starting dose for adolescents

Starting dose for elderly and medically ill

Dose increment for adults

Typical effective dose in adults 

Typical effective dose in adolescents,
elderly and medically ill

Serious and rare side effects

Common side-effecrs

Caution

25-50 mg at bedtime

Not applicable (do not prescribe TCAs
in adolescents)

25 mg at bedtime

Increase by 25-50 mg per week

d100-150 mg (max. dose 300 mg)

50-75 mg (max. dose 100 mg)
Do not prescribe in adolescents

Cardiac arrhythmia

Orthostatic hypotension (risk of fall), dry
mouth, constipation, difficulty urinating,
dizziness, blurred vision and sedation

Stop immediately if the person develop
a manic episode

10 mg once per day. Increase to 20 mg
after 1 week

10 mg once per day

10 mg once per day

If no response in 6 weeks, increase 
to 40 mg once per day

20-40 mg (max. dose 80 mg)

20 mg (max. dose 40 mg)

Prolonged akathisia*
Bleeding abnormalities in those
who use aspirin or other non-steroid 
anti-in�ammatory drugs*
Ideas of self-harm (especially
in adolescents and young adults)

Headache, restlessness, nervousness,
gastrointestinal disturbances, reversible 
sexual dysfuntion
Stop immediately if the person develop
a manic episode

aAvailable in the Interagency Emergency Health Kit (WHO, 2011)
bTCA indicates tricyclic antidepressant
cSSRI indicates selective serotonin reuptake inhibitor
dMinimum effective dose in adults: 75 mg (sedation may be seen at lower doses).
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The decision to start mood
stabilizers for a pregnant woman should be made a�er discussing with the woman.



Table DEP 2: Mood stabilizers in bipolar disorder

Carbamazepine

Starting dose 200 mg/day 400 mg/day

Typical effective dose

Dosing schedule

Rare but serious side-effects

Common side-effects 

400-600 mg/day (max. dose 1400 mg/day)

Twice daily, oral

Severe skin rash (Stevens-Johnson syndrome*,
toxic epidermal necrolysis*)
Bone marrow depression*

Drowsiness
Troubling walking
Nausea

Twice daily, oral

1000-2000 mg/day 
(max. dose 2500 mg/day)

Drowsiness
Confusion

Lethargy
Sedation
Tremor
Nausea, diarrhoea
Weight gain
Transient hair loss (re-growth
normally begins within 6 months)
Impaired hepatic function

Valproate
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PTSDPost-traumatic
tress isorderS D

As mentioned in the Acute Stress (ACU) module, it is common for adults, adolescents
and children to develop a wide range of psychological reactions or symptoms after
experiencing extreme stress during humanitarian emergencies.
For most people, these symptoms are transient.

When a speci�c, characteristic set of symptoms (re-experiencing, avoidance
and heightened sense of  current threat) persists for more than a month after
a potentially traumatic event, the person may have developed post-traumatic
stress disorder (PTSD).

Despite its name, PTSD is not necessarily the only or the main condition that occurs
after exposure to potentially traumatic events. Such events can also trigger many
of the other mental, neurological and substance use (MNS) conditions described
in this guide.

53

PT
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Typical presenting complaints of PTSD

People with PTSD may be hard to distinguish from those suffering from other
problems because they many initially present with non-speci�c symptoms, such as:
 sleep problem e.g. lack of sleep
irritability, persistent anxious or depressed mood 
multiple persistent physical symptoms with no clear physical cause e.g. headaches, 
pounding heart.

However, on further questioning they may reveal that they are suffering from
characteristic PTSD symptoms.
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Adults and adolescents with psychosis may �rmly believe or experience things 
that are not real. Their beliefs and experiences are generally considered abnormal
by their communities. People with psychosis are frequently unaware that they have
a mental health condition. They are often unable to function normally in many areas
of their lives.
 
During humanitarian emergencies, extreme stress and fear, breakdown of social 
supports and disruption of healthcare services and medication supply can occur.
These changes can lead to acute psychosis or can exacerbate existing symptoms
of psychosis. During emergencies, people with psychosis are extremely vulnerable
to various human rights violations such as neglect, abandonment, homelessness, 
abuse and social stigma. 

Typical presenting complaints of psychosis

Abnormal behaviour (e.g. strange appearance, self-neglect, incoherent speech,
wandering aimlessly, mumbling or laughing to self)

Strange beliefs

Hearing voices or seeing things that are not there
Extreme suspicion

Lack of desire to be with or talk with others; lack of motivation to do daily chores
and work

PSYPsychosis
PSYPsychosis
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EPIEpilepsy/Seizures 

Epilepsy is the most frequently treated condition of all mental, neurological and
substance use (MNS) conditions in humanitarian settings in low-and middle-income
countries. Epilepsy affects all age groups including young children.

Epilepsy is a chronic neurological condition involving recurrent unprovoked seizures
caused by abnormal electrical activity in the brain. There are various types of epilepsy
and this module covers only the most prevalent type, convulsive epilepsy.
Convulsive epilepsy is characterized by seizures that cause sudden involuntary
muscle contractions alternating with muscle relaxation, causing the body and limbs 
to shake or become rigid. Seizures are often associated with impaired consciousness.
A convulsing person may fall and suffer injuries.

The supply of antiepileptic medications is often disrupted during humanitarian
emergencies. Without continuous access to these medication, people with epilepsy
may begin experiencing seizures again, which can be life-threatening.

Typical presenting complaints of convulsive epilepsy

A history of convulsive movements or seizures.
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Figure EPI1: Example seizure diary

When the seizure occurred

Date Time

Description of seizure (including body
parts affected and duration of seizure

Medications that were taken

Yesterday Today
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IDI Dntellectual isability
ID

Intellectual disability is characterized by limitations across multiple areas of expected
intellectual development (i.e. cognitive, language motor and social skills)
that are not reversible. The limitations have existed from birth or started during
childhood. Intellectual disability interferes with learning, daily functioning and 
adaptation to a new environment.

People with intellectual disability often have substantial care needs. They often
experience challenges in accessing health care and education. They are extremely
vulnerable to abuse, neglect and exposure to hazardous situations in chaotic
emergency environments. For example, people with intellectual disability are more
likely to walk into dangerous areas unknowingly. Moreover, they can be perceived
as burdensome by their families and communities and may be abandoned during 
displacement. Therefore, people with intellectual disability require extra attention
during humanitarian emergencies. 

This module covers moderate, severe and profound intellectual disability in children,This module covers moderate, severe and profound intellectual disability in children,
adolescents and adults.adolescents and adults.
This module covers moderate, severe and profound intellectual disability in children,
adolescents and adults.

Typical presenting complaints

In infants: poor feeding, failure to thrive, poor motor tone, delay in meeting expected developmental 
milestones for appropriate age and stage such as smiling, sitting, standing.

In infants: delay in meeting expected developmental milestones for appropriate age such as walking, toilet 
training, talking, reading and writing.

In infants: reduced ability to live independently or look after oneself and/or children.

In all ages: difficulty carrying out daily activities considered normal for the person’s age; difficulty
 understanding instructions; difficulty meeting demands of daily life.
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By the age of 1 MONTH

By the age of 6 MONTHS

By the age of 2 YEARS

By the age of 3 YEARS

Poor suckling at the breast or refusing to suckle
Little movement of arms and legs
Little or no reaction to loud sounds or bright light
Crying for long periods for no apparent reason
Vomiting and diarrhoea, which can lead to dehydration

Stiffness or difficulty moving limbs
Constant moving of the head (this might indicate an ear infection, which could
lead to deafness if not treated)
Little or no response to sound, familiar faces or the breast 
Refusing the breast or other foods

Lack of response to others
Difficulty keeping balance while walking
Injuries and unexplained changes in behaviour (especially if the child has been
cared for by others)
Lack of appetite

Loss of interest in playing
Frequent falling
Difficulty manipulating small objects
Failure to understand simple messages
Inability to speak using several words
Little or no interest in food

Fear, anger or violence when playing with other children, which could 
be signs of emotional problems or abuse

Difficulties making and keeping friends and participating in group activities
Avoiding a task or challenge without trying, or showing signs of helplessness
Trouble communicating needs. thoughts and emotions
Trouble focusing on tasks, understanding and completing schoolwork
Excessive aggression or shyness with friends and family

By the age of 5 YEARS

By the age of 8 YEARS

Source: UNICEF, WHO, UNESCO. UNFPA, UNDP, UNAIDS, WFP and World Bank (2010)

Box ID 1: Developmental milestones: warning signs to watch for (Page 88)

By the age of 12 MONTHS

Does not make sound in response to others
Does not look at objects that move
Listlessness and lack of response to the caregiver
Lack of appetite or refusal of food





SUBH
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armful Use of
lcohol and rugs

Typical presenting complaints

Appearing to be under the in�uence of alcohol or drugs  (e.g. smelling of alcohol, looking intoxicated,

 being agitated, �dgeting, having low energy, slurred speech, unkempt appearance,

 dilated/constricted pupils)

Recent injury

Signs of intravenous (i.v.) drug use (injection marks, skin infection)

Requests for sleeping tablets or painkillers.
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Use of alcohol or drugs (such as opiates (e.g. heroin), cannabis, amphetamines, khat, 
diverse prescribed medications such as benzodiazepines and tramadol) can lead to various 
problems. These include withdrawal (physical and mental symptoms that occur upon 
cessation or significant reduction of use), dependence* and harmful use (damage to 
physical or mental health and/or general well-being). Use of alcohol or drugs is harmful 
when it leads to physical or mental disorders, risky health behaviours, family/relationship 
problems, sexual and physical violence, accidents, child abuse and neglect, financial 
difficulties and other protection issues. The prevalence of harmful alcohol or drug use may 
increase during humanitarian emergencies as adults and adolescents may try to cope with 
stress, loss or pain by self-medicating.
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Typical presenting complaints of a person at risk of suicideTypical presenting complaints of a person at risk of suicide
or self-harmor self-harm
Typical presenting complaints of a person at risk of suicide
or self-harm

Feeling extremely upset or distressed

Profound hopelessness or sadness

Past attempts of self-harm (e.g. acute pesticide intoxication, medication overdose,
self-in�icted wounds).

Mental disorder, acute emotional distress and hopelessness are common
in humanitarian settings. Such problems may lead to suicide* or acts of self-harm*.
Some healthcare workers mistakenly fear that asking about suicide will provoke 
the person to attempt suicide. On the contrary, talking about suicide often reduces 
the person’s anxiety around suicidal thoughts, helps the person feel understood and
opens opportunities to discuss the problem further.

Adults and adolescents with any of the mental, neurological or substance use (MNS)
conditions covered in this guide are at risk of suicide or self-harm.

Suicide
SUI
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O OTHtherSigni�cant
Mental Health Complaints 

While this guide has covered key mental, neurological and substance use (MNS) 
Conditions relevant to humanitarian setting, it does not cover all possible mental
health conditions that can occur. Therefore, this module aims to provide basic guidance
on initial support for adults, adolescents and children who suffer from mental health 
complaints that are not covered elsewhere in this guide.
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Other mental health complaints include

Various physical symptoms that do not have phsyical causes and
Mood and behaviour changes that cause concern but do not fully meet 
the criteria of the conditions covered in other modules of this guide.

These may include complaints involving mild depressive disorder and a range 
of subclinical conditions.

Other mental health complaints are considered signi�cant when they impair  
daily functioning or when the person seeks help for them.
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Annex 1: UNHCR (2014) Health Informa�on System (HIS) Case Defini�ons
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Annex 3: Symptom Index
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