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Abstract

Humanitarian settings in Pakistan face major gaps in mental health service delivery, with limited
specialist resources and a high burden of untreated conditions. Though the World Health
Organization’s mhGAP-Humanitarian Intervention Guide aims to strengthen the capacity of
primary care physicians to identify and manage common mental health conditions, the evidence
for multidimensional training outcomes remains limited. This study evaluated the effectiveness
of mhGAP-HIG training outcomes in terms of knowledge, skills, attitudes and confidence
among physicians across different humanitarian contexts in Pakistan. As part of implementing
an evidence-based digital MHPSS service model, seven mhGAP-HIG workshops were held
across two provinces and a federal area. We conducted a quasi-experimental, mixed-methods
evaluation where a total of 149 physicians completed standardized assessments of knowledge
(mhGAP-HIG), therapeutic skills (ENhancing Assessment of Common Therapeutic Factors),
attitudes (Mental Illness: Clinician’s Attitudes Scale-v4) and confidence, before and after the
training. Paired sample t-tests and ANCOVA were used to assess within-group and between-
group changes, respectively. Quantitative feedback and qualitative reflections were also evalu-
ated. We found significant improvements across the domains of knowledge, skills, confidence
and a modest improvement in attitude. The participants from Khyber Pakhtunkhwa showed
greater gains in knowledge, while participants from Baltistan showed greater gains in skills, as
compared to other provinces. Participants expressed a high level of satisfaction, reporting
improvements in knowledge, confidence and ability to identify and manage common mental
health conditions. Systematic efforts to adapt and implement mhGAP-HIG may lead to
significant improvements across multidimensional competencies of physicians.

Impact statement

This study presents the outcome of the initial training of primary care physicians using the
contextualized mhGAP-Humanitarian Intervention Guide across three humanitarian settings in
Pakistan. The initiative was part of a multi-tiered, digital and scalable intervention designed to
systematically scale up and sustain MHPSS services. The study evaluated the effectiveness of
training on a broader set of interrelated competencies to assess the physicians” knowledge, skills,
confidence and attitudes for desirable clinical outcomes, highlighting that the contextualized,
competency-focused mhGAP-HIG training can significantly strengthen PCPs’ ability to identify
and manage mental health conditions in Pakistan. The evidence from diverse humanitarian
settings across Pakistan presented in this study demonstrates the effectiveness of the training
program in a range of resource-constrained contexts and offers operational insights into large-
scale implementation of such competency-oriented training programs. It offers a scalable and
context-sensitive framework suitable for national scale up in low-resource humanitarian set-
tings, aiming to integrate mental health into primary care in other LMICs as well. The detailed
feedback from the participants confirmed the perceived effectiveness of training to strengthen
their clinical competencies. It also highlighted the contextual and systemic challenges across
diverse healthcare settings that need to be addressed for meaningful integration of mental health
into routine primary care. The training helped participants recognize the need to redirect their
passive role to active engagement with people facing mental health challenges and work in a
collaborative paradigm with specialist services. The study strongly recommends that mhGAP
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training should be part of a continuous professional learning process with early integration of mhGAP competencies into preservice medical
and nursing curricula and strengthening these further with such kind of capacity building initiatives during the service.

Introduction

As is the case with many other countries in the Global South,
Pakistan experiences a complex myriad of conflict, climate and
economic-induced challenges (Ngcamu, 2023; Saeed, 2023; Ali
etal., 2024). While these stressors exacerbate countries’ mental health
and economic burdens (Sharpe and Davison, 2021; Nie et al., 2024),
evidence shows that investment in mental healthcare generates
significant economic returns (World Bank Group, 2016). With
scarce specialist resources and an underwhelming allocation of only
0.4% of the health budget for mental health, Pakistan grapples to
meet the huge mental health burden (Alvi et al., 2023; Main Thomp-
son and Saleem, 2025). Based on this evidence, the Ministry of
Planning, Development & Special Initiatives (MoPD&SI) in
Pakistan has prioritized mental health and psychosocial support
(MHPSS) as part of its core development agenda (MoPD&SI, 2022).

As a strategic approach to strengthen existing services within
constrained resources, the MoPD&SI developed a digital, multi-
tiered and scalable MHPSS service model (Humayun, 2021) Fol-
lowing the recommendation by the World Health Organization for
low-resource settings, a specific tier has been dedicated to integrate
mental healthcare at the primary-care level in this model (World
Health Organization, 2023a). For this purpose, training tools were
developed to build the capacity of primary care physicians (PCPs)
by contextualizing the mhGAP-Humanitarian Intervention Guide
(Humayun et al., 2025), a manual widely used to build the capacity
of nonspecialists to identify and manage common mental health
conditions in the humanitarian contexts of LMICs (Echeverri et al.,
2018; International Medical Corps, 2022; Tarannum et al., 2019;
World Health Organisation, 2021). These training tools were
piloted in Khyber Pakhtunkhwa (KP) to train PCPs, with encour-
aging results of the pre-post evaluation of training in terms of
knowledge gains (Humayun and Najmussaqib, 2025). These find-
ings are consistent with other experiences of implementing
mhGAP-HIG (Siriwardhana et al., 2016; Tarannum et al., 2019).

However, our study had some methodological and contextual
limitations. As first-line providers in low-resource and humanitar-
ian settings, PCPs are often required to make rapid decisions about
responding to mental healthcare needs, frequently in the absence of
specialist support. In such contexts, the effectiveness of mhGAP-
HIG training cannot be understood solely in terms of knowledge
acquisition, but rather through its influence on a broader set of
interrelated competencies that shape clinical behavior at the point
of care. Others have also suggested that reliance on knowledge
assessment overlooks the opportunity to analyze other competen-
cies critical for effective delivery (Keynejad et al., 2018).

Beyond individual-level competencies, the broader implemen-
tation context also shapes the extent to which mhGAP-HIG train-
ing outcomes translate in practice (Queiroz et al., 2025). Differences
in service availability, patient volume, supervisory structures, refer-
ral pathways and sociocultural perceptions of mental illness can
influence both baseline provider capacity and the extent to which
training gains are realized. We also recognized gaps in the literature
regarding the extent to which implementation of the mhGAP-HIG
addresses contextual and systemic factors across diverse settings
(Faregh et al., 2019; Gémez-Carrillo et al., 2020).

These considerations underscore two imperatives: to evaluate
participants’ post-training competencies on more than one

dimension, and to assess the effectiveness of these trainings in
different contexts. In light of these evidence gaps, we designed a
study to comprehensively evaluate the effectiveness of mhGAP-
HIG training based on a range of measurable performance indi-
cators spanning multiple competency domains; across different
humanitarian and healthcare contexts in Pakistan: provinces
of KP and Balochistan; and the federally administered area of
Baltistan.

Although these entities face consistent humanitarian challenges,
they differ significantly in geopolitical, sociocultural and develop-
mental characteristics, as well as in the structure and functions of
their healthcare systems and humanitarian needs. KP’s context is
defined by recurring natural disasters, forced displacements, war on
terror and a history of hosting large Afghan refugee populations
(UNHCR, 2020; Ishfaq et al., 2022; UNOCHA, 2022). In contrast,
Balochistan is Pakistan’s largest and most underserved province
facing long-standing underdevelopment of health infrastructure,
extreme geographic isolation and complex security and climate-
related conditions (Imdad, 2023; Population Council, 2025). Mean-
while, the humanitarian needs in Baltistan are primarily environ-
mental (climate change impacts) and logistical (constraints to
healthcare access and service delivery) in nature (Asif, 2017;
Department of Health Baltistan, 2019).

The healthcare context is also distinct, as KP has a relatively
more developed healthcare system, with major tertiary hospitals in
urban clusters and accessible primary healthcare facilities. Baltistan
has a small but relatively functional health system; however, Balo-
chistan faces a severe shortage and poorly accessible facilities,
resulting in poor health outcomes (Asif, 2017; Humayun, 2024;
Khan et al.,, 2025).

These considerations underscore the need to evaluate mhGAP-
HIG training using multidimensional indicators (World Health
Organization, 2017) that capture changes across key provider
competencies, while also examining how training effects manifest
across diverse humanitarian and healthcare contexts.

Methods

The objective of this study was to evaluate the effectiveness of the
mhGAP-HIG (adapted for Pakistan) based on a range of measur-
able performance metrics: knowledge, skills, attitude and confi-
dence across diverse humanitarian settings of Pakistan.

Study design and setting

A quasi-experimental, pre-post evaluation design was used with a
mixed-methods approach. We used a full-cohort approach and
included all participants who completed assessments in the ana-
lysis. We collected the quantitative data through structured online
pre- and post-training assessments, while qualitative data com-
prised participants’ semi-structured feedback (structured and
open-ended) on learning outcomes and training experience. The
participants were drawn from three nonrandomized regional
groups representing diverse humanitarian contexts within
Pakistan: KP, Balochistan and Gilgit-Baltistan (GB).

In collaboration with respective provincial health departments
and development partners, we conducted seven mhGAP-HIG
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training workshops, two each in Haripur and Kohat (KP), two in
Quetta (Balochistan) and one in Skardu (GB) between September
and November 2025. The target districts were selected by the
respective health departments, based on the humanitarian context,
availability of funds and feasibility of conducting a pilot project for
implementing mhGAP-HIG guidelines.

The participants

We employed a purposive sampling strategy to register a total of
149 PCPs: KP (75), Balochistan (57) and Gilgit-Baltistan (17). The
nominations of PCPs were provided by the respective health
departments based on predefined inclusion criteria described pre-
viously (Humayun and Najmussaqib, 2025).

All PCPs registered on the MHPSS web-portal and completed
both pre- and post-training assessments for knowledge, attitudes
and confidence on the integrated Learning Management System
(LMS), while skills were assessed through interactive role play. All
PCPs participated voluntarily after being informed of the study’s
objectives and procedures. The consort figure for the study with the
sample size is presented in Supplementary Material A. Informed
verbal consent was obtained from all participants before data
collection.

The demographic characteristics of participants are summar-
ized in Table 1.

The training workshops

The training workshops were led by a master trainer (AH) and a
team of nationally certified mhGAP trainers (including IH, AN,
STHS, HA, SZ, KKM and HK), focusing on the identification and
management of common mental health conditions covered in
mhGAP-HIG, adapted for the humanitarian, cultural and health-
care context of Pakistan (Humayun et al.,, 2025). Each training

Table 1. Demographic details of PCPs (N = 149)

Balochistan
Demographic details KP (N = 75) (N =57) GB (N=17)
Age (years), mean + SD 38.71 +6.62 36.86 +9.79 33.00+7.91
Gender, n (%)
Male 44 (58.7%) 39 (68.4%) 11 (64.7%)

Female 31 (41.3%) 18 (31.6%) 6 (35.3%)

Years of experience, n (%)

<5years 15 (20.0%) 22 (38.6%) 15 (88.2%)
5-10 years 37 (49.3%) 17 (29.8%) 1 (5.9%)
> 10 years 23 (30.7%) 18 (31.6%) 1 (5.9%)

Educational qualification
(PCPs), n (%)

Medical degree (MBBS/
FCPS/MD/MCPS)

61 (81.3%) 49 (86.0%) 16 (94.1%)

Additional qualifications 14 (18.7%) 8 (14.0%) 1 (5.9%)

(FCPS/MD/MCPS)

Health-care sector, n (%)

Public sector 72 (96.0%) 50 (87.7%) 12 (70.6%)

Private sector 1(1.3%) 4 (7.0%) 4 (23.5%)

Other/Not specified 2 (2.7%) 3 (5.3%) 1 (5.9%)

workshop was conducted over five consecutive days, combining
interactive and competency-based approaches such as large- and
small-group discussions, demonstrations, role plays, hands-on
skills practice, case studies and peer feedback, in accordance with
the WHO mhGAP-HIG training methodology and facilitator
guidelines (World Health Organization, 2023b). The training
resources, structure and delivery methodology of the mhGAP-
HIG training program in Pakistan have been described elsewhere
(Humayun et al., 2025).

The instruments

For a comprehensive evaluation of the effectiveness of the mhGAP-
HIG training, we assessed four domains: knowledge, clinical com-
petency (skills), attitudes and confidence. Knowledge, attitudes and
confidence were assessed using self-administered questionnaires,
available in both English and Urdu languages, while skills were
assessed through the ENACT tool. These are described as follows:

The mhGAP-HIG knowledge assessment questionnaire

We used the knowledge questionnaire from the mhGAP-HIG facili-
tator’s guide (World Health Organization, 2022). The instrument has
been translated and previously administered in mhGAP training
evaluations in Pakistan and has demonstrated acceptable internal
consistency (Humayun and Najmussagib, 2025).

Enhancing assessment of common therapeutic factors (ENACT)
To assess skills, we used an adapted version of the Enhancing
Assessment of Common Therapeutic Factors (ENACT) tool, origin-
ally developed by Kohrt and colleagues (World Health Organization,
2021). The tool evaluates core therapeutic and communication skills,
such as active listening, empathy, rapport building and risk assess-
ment.

Our main objective in adapting the ENACT tool for Pakistan
was to produce a shorter version (based on 8 ENACT competencies,
instead of 16), as the original tool was deemed too resource-
intensive (Kohrt et al., 2015). The adaptation followed multiple
expert consultations and focus group discussions to develop a
scripted role play based on instructions for both participants and
actors. Each of the eight ENACT competencies was rated on a
4-point scale (1-4) by each rater, and the mean score across
competencies and raters was used for analysis, with higher scores
indicating greater competency. The original ENACT scale demon-
strated strong internal consistency in the initial validation study
(Kohrt et al., 2015). The complete process of adaptation and evalu-
ation of ENACT for Pakistan is described elsewhere (Humayun et al.,
2026).

Mental illness clinicians’ attitudes scale (MICA-4)

We used the Mental Illness Clinicians’ Attitudes Scale (MICA-4) to
measure attitudes of PCPs toward people with mental health prob-
lems (Kassam et al., 2010). The MICA-4 comprises 16 items scored
on a six-point Likert scale, with higher scores indicating more
stigmatizing attitudes (range 16-96). In its original validation
study, the MICA-4 demonstrated acceptable internal consistency
(Gabbidon et al., 2013). For this study, the tool was translated and
culturally adapted for use in the local context, and the validation
process will be described elsewhere (Muneeb et al., 2026).

The confidence questionnaire
We measured the confidence of PCPs using a confidence question-
naire developed for evaluating mhGAP training in nonspecialized
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health settings (Wright et al., 2014), translated for use in our local
context. The tool includes 14 items rated on a four-point Likert
scale, with higher scores reflecting greater confidence (range 14-56).
The tool has been previously administered and tested in mhGAP
training, with good internal consistency (Kokota et al., 2020).

Feedback form

Feedback was collected using a digital form on LMS. The quanti-
tative feedback covered key dimensions of training quality, includ-
ing training resources, duration, logistics and planning, peer
learning, overall experience, opportunity to participate, training
methodology and facilitator skills. Ratings were recorded on a
five-point Likert scale (1 = Unsatisfactory, 5 = Excellent). In add-
ition, the feedback form included one open-ended question to
capture participants’ qualitative comments on the training experi-
ence and suggestions for improvement.

Training evaluation

We collected data both online and in person, in accordance with the
administration requirements of the assessment tools. All assess-
ments were conducted at two time points: pretraining and post-
training. Pretraining data were collected on the first day of the
training following online participant registration on the MHPSS
portal. Participants first completed the online assessments, which
included measures of knowledge, attitudes and confidence.

The basic therapeutic skills were assessed using the ENACT tool
through a vignette-based patient simulation exercise. A contextual-
ized single role-play script was developed and adapted to assess the
eight ENACT competency domains. Three trained facilitators acted
as standardized role-play participants, and all role-play sessions
were video recorded to facilitate subsequent scoring and evaluation
(Humayun et al.,, 2026). Upon completion of the training on the
final day, participants again completed the online post-training
questionnaires, took part in the patient simulation exercise
(ENACT) and submitted their feedback.

Asma Humayun et al.

Data analysis

We entered, cleaned and analyzed all data using IBM SPSS Statis-
tics, version 29.0 (IBM, 2024).

Analyses were conducted using measure-specific analytical
samples. Knowledge, attitudes and confidence (K/A/C) analyses
included 149 participants, while ENACT analyses were based on
130 participants.

Paired-sample ¢ tests were used to examine pre—post changes in
knowledge, clinical competency, attitudes and confidence. Baseline
differences between provinces were assessed using one-way analysis
of variance (ANOVA), while between-province comparisons were
assessed using analysis of covariance (ANCOVA). Bonferroni-
adjusted post-hoc comparisons were applied where appropriate.
Effect sizes were estimated using Cohen’s d for pre—post comparisons
and partial eta squared for covariance analyses. For qualitative feed-
back, descriptive statistics summarized the categorical feedback items,
while responses to the open-ended question were analyzed themat-
ically using Braun and Clarke’s six-step framework to explore parti-
cipants’ perspectives on training experience (Braun and Clarke, 2006).

Results

Table 2 presents pre—post comparison of scores in terms of know-
ledge, attitude, confidence and skills. .

Significant improvements in skills and confidence were observed
across all three regions. Knowledge improved significantly in KP and
Balochistan but not in GB, while improvements in attitudes were
significant in KP and Balochistan but did not reach statistical sig-
nificance in GB.

Baseline differences across provinces were observed for know-
ledge, skills, attitudes and confidence scores. Accordingly, analyses
of covariance were used to compare post-training outcomes across
provinces, adjusting for baseline scores (Table 3), while the post-
hoc analyses are presented in Supplementary Material B.

Table 2. Knowledge, attitude, confidence and ENACT comparisons pre- and post-training

Region Domain Pre M (SD) Post M (SD) T p Cohen’s d
All trainings Knowledge 16.88 (3.52) 20.58 (3.13) —12.03 <.001 —0.87
Attitude 44.88 (9.64) 40.01 (10.70) 5.67 <.001 0.44
Confidence 38.66 (7.88) 49.39 (5.39) —15.85 <.001 —121
ENACT 1.69 (0.27) 2.58 (0.32) —31.51 <.001 —2.76
KP Knowledge 17.70 (2.88) 21.81 (2.34) —10.52 <.001 —1.18
Attitude 43.13 (9.38) 37.95 (10.23) 4.89 <.001 0.55
Confidence 36.38 (7.82) 49,55 (5.81) —14.25 <.001 —1.63
ENACT 1.72 (0.28) 2.54 (0.31) —23.15 <.001 —2.73
Balochistan Knowledge 15.44 (3.88) 19.11 (3.52) —6.71 <.001 —0.90
Attitude 47.71 (9.88) 43.47 (10.86) 2.60 012 0.35
Confidence 41.61 (7.04) 48.88 (4.90) —7.43 <.001 —0.98
ENACT 1.72 (0.26) 2.54 (0.31) —26.47 <.001 —4.13
GB Knowledge 17.75 (3.80) 19.44 (2.68) —1.84 .085 —0.46
Attitude 43.81 (8.25) 38.25 (9.89) 2.12 051 0.53
Confidence 39.00 (7.84) 50.44 (5.11) —5.52 <.001 —1.38
ENACT 1.54 (0.23) 2.92 (0.12) —27.21 <.001 —6.61
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Table 3. Between-province comparisons of post-training outcomes adjusted
for baseline scores (ANCOVA)

Outcome df F p-value  Partial 4°
Knowledge (post-training) 2 11.45 <0.001 0.135
Attitude (post-training) 2 2.06 0.132 0.027
Confidence (post-training) 2 2.14 0.122 0.029
ENACT competency (post-training) 2 30.54 <0.001 0.327
Bonferroni-adjusted post-hoc comparisons showed that

adjusted post-training ENACT scores were significantly higher in
GB than in KP and Balochistan. There was no significant difference
between KP and Balochistan.

After adjusting baseline scores, post-training improvement in
knowledge and skills was significantly different across provinces.
However, no statistically significant differences were observed for
post-training attitudes or confidence scores across provinces. Also,
gender was not significantly associated with post-training know-
ledge, attitude or confidence outcomes after adjusting for baseline
scores and province.

Pairwise comparisons of adjusted means showed significant dif-
ferences in post-training ENACT scores, which were highest in GB
(adjusted mean 3.02), compared with KP (2.51) and Balochistan
(2.52). For knowledge, adjusted post-training scores were higher in
KP (21.61) than in both Balochistan (19.47) and GB (19.22). These
adjusted differences indicate greater post-training gains in skills
among participants from GB and greater gains in knowledge among
participants from KP, after accounting for baseline variation.

Feedback

The quantitative feedback across all mhGAP training workshops
showed that the participants rated high levels of satisfaction (either
excellent or good) for the overall experience, training content, role
of the facilitators, teaching methodology, opportunity to participate
and learn from peers. Ten to fifteen percent of participants shared
reservations about the logistics and training duration, rating these
as fair or needing improvement.

The qualitative feedback was also encouraging as the partici-
pants consistently emphasized that the mhGAP training
strengthened their clinical capacity and confidence to identify
and manage mental health conditions in primary-care practice.
They valued the structured, interactive and supportive learning
environment, which helped foster collaboration across different
levels of care. Suggestions for continuous supervision and
refresher training emphasized the need for sustained efforts
through ongoing institutional support to integrate mental
healthcare within primary care.

Table 4 shows the thematic analysis of the participants’ feedback,
illustrating perceived improvements in clinical competence and
perspectives, and bridging the gap between theoretical understanding
and applied confidence in routine service delivery after the training.

Discussion

Our mixed-methods evaluation study enriches the literature by
offering insights into implementing mhGAP-HIG in three distinct
humanitarian contexts across Pakistan. It offers a holistic evaluation
of competencies and operational insights into implementing a large-

scale competency-oriented mhGAP-HIG program in resource-
constrained public sector settings, facing humanitarian challenges.

Use of contextualized tools and multidimensional evaluation
not only enhances methodological rigor but also offers in-depth
reflections by the participants to explain improvements in their
competencies. Embedding assessments within a scalable MHPSS
digital model enhances its feasibility and scalability, while reducing
administrative burden. Aligned with WHO guidelines, we did not
rely on self-reported measures only, but also focused on observable
competencies for a person-centered approach (Michael et al., 2020).
We have also offered insights for quality improvement for future
capacity-building initiatives to bridge the identified knowledge-to-
practice gaps (Humayun et al., 2025).

The convergence between quantitative improvements and
qualitative reflections indicates that PCPs not only assimilated
knowledge but also developed perceived competence to apply skills
in a person-centered manner. Consistent with recent scoping evi-
dence from fragile and conflict-affected settings, qualitative feed-
back proved critical for identifying gaps in functional skills, risk
assessment and psychosocial engagement that are not captured by
knowledge tests alone (Queiroz et al., 2025).

As proposed (Bohm et al., 2022), we moved beyond a didactic,
manual-focused pedagogy to a competency-focused experiential
learning through role plays, simulations, structured feedback and
supervised case discussions. Evidence from Nigeria, Malawi and
Turkey also showed that didactic teaching alone is insufficient to
change clinical practice (Karaoglan Kahilogullar1 et al, 2020;
Kokota et al., 2020; Adewuya et al., 2025).

Hitherto, the mhGAP trainings have been evaluated within a
single domain, most often knowledge, or by combining two
domains (Karaoglan Kahilogullar: et al., 2020; Kokota et al., 2020;
Asher et al.,, 2021; Aldana Lépez et al.,, 2024). It has also been
suggested that improvement in knowledge might not be the best
predictor for change in practices, as a positive association has been
shown between improvement in attitudes and confidence and
desirable practice patterns of patient engagement (Spagnolo and
Lal, 2021; Adewuya et al., 2025; Queiroz et al., 2025).

Our findings demonstrated improvement in all domains; for
instance, we observed an improvement in empathy and person-
centered perspective in PCPs, a reduction in negative attitudes and
an increase in confidence to manage mental health problems within
PHC, rather than referring them to the specialists. Based on our
experience, we strongly agree that knowledge acquisition alone is
insufficient for safe and effective task-sharing, and that the PCPs’
overall competence and confidence must also be addressed so that
they do not act primarily as gatekeepers for referral but rather
function as first-line providers of mental health care. Others have
also found that trainees improved on knowledge tests, yet struggled
with psychoeducation, mental status examination and risk assess-
ment (Tarannum et al., 2019), or were not confident to deliver
psychosocial interventions despite knowledge gains (Petagna et al.,
2023).

We agree with Kokota et al. (2020) that despite a change in
knowledge and confidence among primary care workers, a change
in their attitude is much more difficult. As observed in Malawi
(Ahrens et al,, 2020), despite improvement in knowledge and
confidence, there was no significant difference in terms of attitude
in Balochistan and GB. This might be attributed to long-standing
beliefs and prevailing stigma in primary care toward mental health
(Husain et al., 2020). Also, 5-day training may not be enough to
change attitude, and continuous supervision is needed so that
physicians may not forget the training content or revert to their
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Table 4. Thematic analysis of the participants’ feedback
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Themes/Subthemes Description Verbatim examples

1 Clinical competence
This theme captures participants’ perceptions of how the mhGAP training enhanced their knowledge and skills through a systematic approach to help
identify, manage and follow up patients presenting with common mental health conditions within primary care settings.

1.1  To assess Participants reported their practices of either dismissing “Before, | was not able to diagnose patients with mental
people with mental disorders or instantly referringthemto  health conditions, but now | can assess properly.”
specialist services without attempting to assess the “Earlier, | used to refer most cases thinking | couldn’t
problem, as they believed that diagnosing mental manage them; now [ can differentiate depression from
disorders was an exclusive domain of psychiatrists. The normal sadness and initiate treatment.”
training has equipped them with essential tools to take
focused history, explore clinical presentations and
recognize common mental health conditions to make
assessment decisions.

1.2 To manage Participants recognized the training’s role in bridging the “This workshop was very practical and helpful for managing
gap between theoretical knowledge and clinical practice, patients.”
particularly to help them manage people with mental “The training session was so much informative... learned so
health concerns. They described case-based discussions many things that | can apply in my clinical work.”
and role-play practice sessions as essential for translating  “Very experienced, hands-on training... now I can deal
knowledge into practice. These methods provided better with psychiatric patients.”
opportunities to rehearse communication techniques,
practice psychosocial interventions and make
management decisions.

1.3  To refer Participants reported a clear understanding of which “Now I know when to treat and when to refer the patient
conditions can be managed in primary care and when ahead.”
specialist care becomes necessary. The training helped “The training has been very helpful and informative to
them determine the level of intervention required, the Dos  manage patients on daily basis at primary care facilities.
and Don'’ts of their responsibilities, and the need to work Now | understand when a follow-up is needed within primary
closely with specialist services. This indicates a shiftin their  care and when specialist support is indicated.”
mindset, from spontaneous practices to referringtowarda ~ “I have more clarity on which patient needs treatment and
proactive clinical involvement to assess and manage cases  which patient needs a referral.”
where possible.

2 Training program

This theme includes the feedback related to the planning, design and logistics of training workshops.

2.1  Role of trainers Participants appreciated the crucial role of trainers in “I liked the friendly atmosphere; it made learning easy.”
creating a respectful, inclusive and engaging learning “The facilitators created a supportive and respectful
environment. They described the trainers as approachable  learning environment where all participants felt comfortable
and responsive to learner needs and highlighted their to share and ask questions.”
ability to simplify complex concepts and maintain “They explained complex concepts clearly and used
participants’ interest throughout the sessions. These practical examples that made the material easy to
factors enhanced participants’ confidence to ask understand.”
questions, encouraged open discussion to clarify
uncertainties and reduced the hesitation often associated
with addressing mental-health topics in primary care.

2.2  Teaching methodology Participants highlighted the value of interactive and “Role plays really helped to understand how to approach
practice-oriented teaching methods that bridged patients.”
theoretical learning with real-life clinical application. They  “Case discussions were very useful in remembering the
regarded role plays, case-based discussions and group important points.”
activities as essential elements that enhanced “It was very practical training; we learned how to deal with
understanding, retention and confidence and enabled patients in real situations.”
them to translate mhGAP principles into practical “Interactive sessions kept us engaged throughout the
communication, assessment and decision-making skills. training.”

The participatory approach was particularly effective in
maintaining focus and learn through reflection and peer
experiences.
2.3 Logistic and planning The workshops were generally described as well-organized ~ “Scheduling was difficult during duty hours.”

but highlighted some logistical gaps related to the venue
arrangements and timing of the workshops. The latter was
discussed by participants who had to travel long distances,
sometimes over an hour, to attend the workshop. Some
participants also found it challenging to balance
attendance with clinical duties, suggesting shorter
sessions to reduce fatigue, while others felt the

existing duration was justified given the value of
discussions.

“The duration should be minimized to three days.”

“Five days were worth it; refresher courses should be held
quarterly.”

“The admin staff at the venue were a bit slow, but sessions
and discussions were very good.”

“Food quality and stationery need improvement.”

(Continued)
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Table 4. (Continued)

Themes/Subthemes

Description

Verbatim examples

3 Clinical perspective

The training helped foster empathetic, inclusive and patient-centered approaches while reducing hesitation and stigma. Participants reported feeling
confident, motivated and a shift in their mindset from a passive role to active engagement with people facing mental health challenges, thus developing a
different outlook toward mental health care.

3.1 Collaborative paradigm

The training was described as a collaborative and engaging
experience that emphasized teamwork and fostered a
sense of partnership between primary care providers and
specialists to improve patient outcomes. Many
participants reflected that the experience reduced their
hesitation to consult mental health professionals, making
the process of managing mental health caseload more
coordinated and less fragmented, thus bridging the
disconnect that exists between primary and specialist care.

“Good opportunity for GPs to learn and enhance their skills.
Such trainings are really needed for patient welfare.”

“It created understanding between doctors and specialists
to work together.”

“We learned from each other through participation and
shared cases.”

3.2 Attitude and confidence

Participants described a marked shift in their perceptions
and attitudes toward individuals experiencing mental
health problems. Before the mhGAP training, several
reported uncertainty, discomfort or avoidance when
dealing with such cases. After the training, many expressed
a more empathetic and nonjudgmental approach; a
reduction in stigmatizing attitudes — both internal and
systemic; and a shift from fear and misconceptions toward
confidence and compassion. Participants shared a
renewed sense of responsibility toward understanding
patients’ emotional and social contexts rather than
labeling or dismissing them.

“I personally found this training highly informative, and it
enhanced my understanding... de-stigmatization of mental
illness.”

“Now | feel more comfortable talking to patients with mental
illness.”

“Before training I used to avoid such cases, now I can listen
to them with patience.”

“I feel more confident now in managing mental health
patients that come to us first.”

3.3  Shift toward evidence-based

The mhGAP training prompted critical reflection on current

“We have clearly understood the DON’TS: don’t send

practice practices and highlighted the need to uphold patient patients to rehabilitation centers, don’t prescribe

dignity and rights. Several participants acknowledged that ~ benzodiazepines, and do not judge individuals with mental
individuals with mental illness are often marginalized, health problems.”
stigmatized or maltreated. Following the training, “The training not only helped in improving our knowledge
participants emphasized the need to adopt evidence- about mental health problems but also helped us to serve
based, ethically grounded approaches when working with  patients better. Such trainings are much needed for patient
individuals experiencing mental health problems. Through  welfare.”
structured discussions and case-based examples,
participants recognized that ethical care involves not only
correct diagnosis and treatment but also respectful
communication, confidentiality and informed decision-
making.

4 Recommendations for integrating mental health in primary healthcare

Participants highlighted the need for sustained efforts to strengthen mental health care integration within primary care settings through training more
PCPs, continuous professional supervision and structured refresher training.

4.1  Recognition of mental health
care needs

Participants became more cognizant of the mental health
burden in their communities and stressed that primary-
care providers must actively respond to these unmet
needs. They emphasized that mental health care is an
essential component of holistic patient management and
how they can help improve access to care.

These insights underscore the need for extended initiatives
to build the capacity of primary healthcare providers and
foster a multidisciplinary approach toward mental
healthcare.

“Really appreciate the efforts of the team... such trainings
are really needed for patient welfare.”

“I suggest to conduct this type of training programs at
district level also.”

“In my opinion, we should encourage awareness and
encourage trainings to different healthcare workers apart
from doctors as well so that it could be a multidisciplinary
participation.”

4.2 Preservice training, ongoing
supervision and continuous
professional development

Participants repeatedly expressed their views that mhGAP
training should not be viewed as a one-time event but as
part of a continuous professional learning process. They
strongly advocated structured refresher sessions,
preservice inclusion in medical curricula and accessible
supervision mechanisms to support sustained
implementation of mhGAP guidelines.

“It was a great learning opportunity... | wish to attend more
sessions like this in future, and | hope you people arrange
more sessions like this one.”

“This training should be included in undergraduate medical
training.”

default attitude (Hana et al., 2024). Our study also observed province-
wise change in competence of physicians, which might be attributable
to variable preservice education, mandating structured training pro-
grams at undergraduate and post-graduate levels (Siddiqui, 2018).
There is emerging evidence to use ENACT or ENACT-derived
tools to assess communication and therapeutic skills as a component
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these challenges by adapting it into a structured and brief measure
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challenges in terms of resources, feasibility, cultural sensitivity and
administration (Humayun et al., 2026).

We understand that small changes in competencies may not be
best assessed immediately after training (Jordans et al., 2022). We
agree with Asher et al. (2021) that repeated ENACT assessments
can be used to identify gaps in training programs, and that it
remains to be seen whether the gains in these competencies would
be sustained over time and may best be assessed post-refresher
training or during supervision.

Despite structured debriefing on the objectives of the assess-
ments, it was observed by trainers that some PCPs were concerned
that their evaluations might have professional implications. This
underscores the importance of creating psychologically safe train-
ing spaces where participation is understood as formative and
developmental, rather than purely assessment-driven. Similar
dynamics have been reported by Tarannum et al. (2019) in humani-
tarian settings, where capacity-building efforts may appear to chal-
lenge professional autonomy or established hierarchies, particularly
in contexts influenced by organizational, gender or seniority differ-
ences.

The need to carefully recruit PCPs eligible for mhGAP programs
has been previously highlighted (Humayun and Najmussaqib,
2025). Despite providing a predefined criterion, many participants
were nominated by the district administration based on conveni-
ence. As a result, marked differences in the interest, engagement
and commitment toward delivering mental healthcare were
observed. Similar observations were reported in the Rohingya, Sub-
Saharan African and Nigeria’s mhGAP programs, reinforcing the
need for criteria-based recruitment (Tarannum et al., 2019; Jervase
et al.,, 2022; Adewuya et al,, 2025). Based on our experience, career
incentives should also be provided by the relevant health depart-
ments to encourage interested PCPs to provide mental healthcare.

We agree with Keynejad et al. (2021) that the selection, motiv-
ation and training of trainers is critical for engaging the PCPs and
creating a conducive learning environment, and believe that effect-
ive simulation-based pedagogy requires facilitators who can model
empathic communication, guide structured feedback, manage
group dynamics and apply competency scoring reliably.

Consistent with findings from the mhGAP implementation in
other humanitarian settings (Tarannum et al., 2019; B6hm et al.,
2022), we also found that systemic constraints such as work pres-
sures, high patient volumes, travel inconveniences and overlapping
administrative responsibilities influenced participation and
engagement. Yet the overall consistency of improvements across
provinces in our study demonstrates that meaningful gains are
achievable despite logistical constraints.

Limitations

The findings of the present study must be interpreted in light of
several limitations. First, without a control group, the observed
changes cannot be linked to the training alone. Future studies
may assess the effectiveness of training programs through con-
trolled or quasi-experimental designs. Second, we plan to incorp-
orate longitudinal monitoring into our programs, but this study
does not examine the sustained gains in knowledge, skills, attitude,
and confidence. Third, the selection bias cannot be ruled out since
participants were nominated by district health authorities. It is
possible that more motivated or readily accessible PCPs were
nominated, potentially limiting representation across rural-urban
settings and gender distribution. Future mhGAP implementation
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initiatives should adopt more systematic and transparent recruitment
strategies to avoid selection bias. Fourth, we used self-report measures
for assessing knowledge, confidence and attitude outcomes, which
may be influenced by social desirability bias. Finally, the study did not
include patient-level or service delivery outcomes, which limits
understanding of the training’s downstream impact on clinical prac-
tice and patient care. Future research may include objective measures
and patient outcomes or service provision indicators.

Future implications

Current evidence strongly supports scaling up of mhGAP-HIG
implementation to strengthen primary healthcare services across
regions facing humanitarian contexts. Training programs must
prioritize competency-based learning outcomes and attitudinal
transformation, with emphasis on communication and therapeutic
skills, and efforts to reduce stigma. Global evidence increasingly
supports shifting mhGAP implementation benchmarks from train-
ing completion toward demonstration of minimum competency
thresholds, supported by ongoing supervision and refresher cycles
(Queiroz et al., 2025).

Structured supervision, even if remote, and refresher cycles of
training should be institutionalized as a routine element of service
delivery (Gureje et al,, 2015). This will also help develop effective
working connections between the specialists and primary healthcare
providers. These findings also emphasize the need to strengthen
services at the primary care level and address systemic challenges
related to work environments, managerial support, medication sup-
ply and referral mechanisms.

Preservice integration of mhGAP competencies into medical,
nursing and psychology curricula is critical for effective integration
of mental healthcare as a core function of primary healthcare (World
Health Organization, 2025a). Lastly, it is also essential to redefine the
role of specialists and institutionalize their training as trainers and
supervisors of PCPs for implementing mhGAP guidelines.

Conclusion

This evaluation provides strong evidence that contextualized,
competency-focused mhGAP-HIG training can significantly
strengthen PCPs’ ability to identify and manage mental health
conditions in Pakistan. By addressing critical gaps identified in global
mhGAP literature, particularly in knowledge, attitudes, skills and
confidence, this model offers a scalable and context-sensitive frame-
work suitable for national scale-up in low-resource humanitarian
settings, aiming to integrate mental health into primary care in other
LMICs as well.

List of abbreviations

ENACT Enhancing Assessment of Common Therapeutic Factors
GB Gilgit Baltistan

KP Khyber Pakhtunkhwa

LMCs low- and middle-income countries

mhGAP-HIG mhGAP-Humanitarian Intervention Guidelines
MHPSS mental health and psychosocial support

MICA Mental Illness Clinicians’ Attitudes Scale

PCPs primary care physicians
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