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Implementing the mhGAP-HIG: the
process and evaluation of training
primary healthcare workers in Khyber
Pakhtunkhwa, Pakistan
Asma Humayun1 and Arooj Najmussaqib2

Background To address the treatment gap for
common mental disorders in low- and middle-
income countries facing humanitarian challenges,
it is crucial to build the capacity of primary
healthcareworkers (PHCWs) and integratemental
healthcare into primary care settings.

Aims To investigate the effectiveness of a
Mental Health Gap Action Programme
Humanitarian Intervention Guide (mhGAP-HIG)
adapted for use in Pakistan to build the capacity
of PHCWs in Khyber Pakhtunkhwa.

Method SixmhGAP-HIG trainingworkshopswere
conducted, each lasting for 5 days, across six
districts of Khyber Pakhtunkhwa. A total of 105
PHCWs (74 primary care physicians and 31 clinical
psychologists) were trained through these
workshops. We used multiple triangulations for
data collection and analyses. Paired-sample t-tests
were applied to compare scores on knowledge
questionnaires pre- and post-training and after
8 months. We also conducted thematic analysis to
examine participants’ feedback regarding the
training, and performed content analysis on the
participants’ reflections on the adapted guide.

Results Our findings demonstrated significant
improvements in PHCWs’ knowledge related to
the mental health conditions in the mhGAP-HIG.
Their scores improved by 12.08%, increasing from
73.86% pre-training to 85.94% post-training.
Noticeable improvements in knowledge were
recorded for the modules ‘Harmful use of alcohol
and drugs’ (22.56%), ‘General principles of care’
and ‘Other significant mental health complaints’
(15.15%), ‘Acute stress’ (13.80%) and ‘Suicide’
and ‘Epilepsy’ (13.13%). The thematic analysis of
the feedback of the PHCWs and trainers
recommended the use of the guide to strengthen
pre-service training and broaden the scope of the
initiative to train PHCWs across the province.

Conclusions This study underscores the
feasibility of implementing an adapted mhGAP-
HIG for training primary care physicians and
clinical psychologists within the existing
healthcare resources of Khyber Pakhtunkhwa.
The preliminary findings endorse the scalability
across other districts in the province.

With the increasing frequency of complex human-
itarian challenges around the world, the impact of
multiple concurrent crises onmental health is well-
established.1,2 Already strained health systems in
low- and middle-income countries (LMICs) often
lack the capacity to adequately respond to the
growing demand for mental healthcare.3 Many
regions of Pakistan have been facing similar
challenges, which are likely to worsen the existing
burden of mental health needs.4,5 The critical
situation is further compounded by low invest-
ment in mental healthcare, pervasive stigma,
cultural barriers, gaps in human resources and
inequitable service delivery.6

The province of Khyber Pakhtunkhwa, located
in the north-western region of Pakistan, has been
particularly vulnerable, as it has borne the brunt of
conflict and terrorism, natural disasters, internal
displacements and influx of refugee populations
over the past three decades.7 For a population of
over 40 million, there is a critical shortage and
uneven distribution of mental health services in
the province. There are approximately 50 psy-
chiatrists (1 psychiatrist per 800 000 individuals),
most of whom are concentrated in urban centres.8

Only 30% of Khyber Pakhtunkhwa’s women
and children have access to medical services,
owing to cultural barriers and other socioeconomic
restrictions.9

In 2021, the Ministry of Planning,
Development & Special Initiatives (MoPD&SI)
developed a multilayered, digital mental health
and psychosocial support (MHPSS) service model,
which is evidence-based and scalable.10 Thismodel
aims to build the capacity of a mental health
workforce. As part of this initiative, primary
healthcare workers (PHCWs), including the pri-
mary care physicians (PCPs) and clinical psycholo-
gists in Khyber Pakhtunkhwa, were offered training
and supervision to manage common mental
health conditions. For this purpose, the Mental
Health Gap Action Programme Humanitarian
Intervention Guide (mhGAP-HIG)11 was contex-
tualised to prepare a guide adapted for use in
Pakistan and developed into a mobile application
(app) – referred to as mhGAP-HIG-PK as training
tools.12

This paper presents the first phase of capacity
building for PHCWs, focusing on their training
using the contextualised training tools. After the
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training, PHCWs were required to seek supervision
on at least 10 cases submitted through the app to
receive their certificate. Six district-basedWhatsApp
groups were created that served as platforms for
case-based discussions and peer-support through-
out the 3-month supervision period. The detailed
structure and outcomes of the supervision phase
have been described elsewhere.13

Method
This study was conducted as part of the MHPSS
Project, approved by the MoPD&SI, Government
of Pakistan, under ethics letter no. 6(262) HPC/
2020. The authors assert that all procedures
contributing to this work comply with the ethical
standards of the relevant national and institutional
committees on human experimentation and with
the Helsinki Declaration of 1975, as revised in
2013. The trainers and PHCWs participated
voluntarily in the study. Informed verbal consent
was obtained from all participants.

We present this study in four phases: (a)
training needs assessment; (b) training of trainers;
(c) training of PHCWs; and (d) feedback and
reflections. We applied a triangulation method14

to both data collection and analysis across these
phases of the study, as outlined below.

Training needs assessment
During this phase, we aimed to conduct a training
needs assessment to determine the current condi-
tion of mental health services in Khyber
Pakhtunkhwa, with particular emphasis on under-
standing the challenges encountered by PHCWs.15

For this, we applied a triangulation method to
review the grey literature and conducted two focus
group discussions (FGDs), each lasting 2 h. We
recruited 17 participants (9 males; 8 females),
including PCPs, clinical psychologists,
International Medical Corps (IMC) staff and
Khyber Pakhtunkhwa Health Directorate repre-
sentatives, through convenience sampling. With
the consent of participants, we audio-recorded the
FGDs to collect data, which was then evaluated by
two independent researchers following Braun &
Clarke’s thematic analysis approach.16

Training of trainers
Study design and sampling
Selecting trainers posed challenges as most quali-
fied and experienced psychiatrists have full-time
academic positions and private practice. We
recruited eight trainers (five psychiatrists; three
clinical psychologists) from or close to our target
districts, using purposive sampling. The inclusion
criteria included professional qualification, with at
least 5 years of clinical and teaching experience
(postgraduation), interested in professional devel-
opment, inclined towards biopsychosocial prac-
tice, motivated to strengthen primary care services
and having a track record of adherence to ethical

standards. Trainers participated voluntarily and
received certificates for their contribution.

Training programme
We conducted online training of trainers over
3 weeks. In the first week, the digital copy of the
mhGAP-HIG-PK was shared with the trainers to
familiarise themselves with the assessment and
management protocols in the guide. In the second
week, trainers were oriented to the training
methodology and assigned a module to prepare.
In the third week, we held training sessions where
each trainer delivered a teaching session of 1 h for
the group.

To ensure uniformity in training pedagogies
andmaintainmhGAP-HIG fidelity across trainers,
two external reviewers were engaged to assess
trainers’ competence. This was done using a
single-masked (single-blind) approach, where
trainers were unaware of the evaluation. The
reviewers used a competency assessment form
and evaluated trainers’ preparation, contextual
understanding, training delivery, organisation,
time management and engagement with
participants.15

Supervision of trainers
The trainers received hands-on supervision and
guidance during the training workshops and the
period of supervision through case-based discus-
sions via the WhatsApp groups.

Training of PHCWs
The criteria for selecting the target districts
included presence of refugee villages and logistic
feasibility. Although a total of nine districts were
selected, because of logistic constraints the partic-
ipants were divided into six training workshops.
These workshops were held between August and
December 2023 in: Chitral; Haripur (for Haripur
andMansehra); Lower Dir, Mardan 1 (for Mardan
and Swabi); Mardan 2 (for Mardan and
Nowshera); and Peshawar (for Peshawar
and Kohat).

Study design and sampling
We employed a quasi-experimental pre–post
design for this phase. The respective district health
officer nominated PCPs with at least 1 year of
primary care experience and an interest in mental
health training, and IMC staff recruited clinical
psychologists who had either an MS degree or an
advanced diploma in clinical psychology and
1 year of clinical experience. We aimed to achieve
full gender parity, but only one-third of our cohort
were female.17 The demographic details of all
participants are presented in Table 1.

Training programme
A total of six 5-day training workshops onmhGAP-
HIGwere conducted in the six prioritised districts,
followed by supervision for 3 months. Before
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training, PHCWs registered on the ministry’s web
portal for MHPSS and the Learning Management
System (LMS) and downloaded the mobile app.

Daily sessions were reduced to 5.5 h to
accommodate participants’ lengthy commutes,
with an added 30 min for home study. This
structure resulted in a cumulative training dura-
tion of 30 h over 5 days. The training sessions were
conducted using interactive learning methodolo-
gies, incorporating role-play, small group discus-
sions and reflection activities to enhance
engagement and comprehension.

Each day started with a 30min ‘recap session’ of
the previous day’s modules. The average duration
of each module was 90 min. The programme
covered the introductory General principles of
care (GPC), followed by modules: Acute stress
(ACU), Grief (GRI), Depression (DEP), Post-
traumatic stress disorder (PTSD), Psychosis
(PSY), Epilepsy (EPI), Intellectual disability (ID),
Harmful use of alcohol and drugs (SUB), Suicide
(SUI), and Other significant mental health com-
plaints (OTH).

We measured the knowledge of the PHCWs
using a 25-item questionnaire administered pre-,
post- and 8 months after the training.18 Higher
knowledge scores reflect greater knowledge of the
mental health conditions in the mhGAP-HIG.

Refresher training workshops
Owing to logistical constraints, we conducted
only three refresher training workshops after
8 months; these were attended by 48 participants.

The content of these refresher workshops was
informed by the areas highlighted by participants
who attended the initial training workshops.

Feedback and reflections
We utilised data source triangulation by collecting
feedback (both quantitative and qualitative) online
from PHCWs; and module-specific reflections
from both PHCWs and trainers. These reflections
were collected during group discussions at the
start of each training day, at the end of each
module, and fromwritten reports by the respective
trainers at the end of each day.

Data analysis
Multiple triangulation analyses were used based
on data type and collection phase. All data were
cleaned, coded and anonymised before conduct-
ing analysis using IBM SPSS Statistics 26 for
Windows. Descriptive statistics were reported as
percentages or means with their corresponding
standard deviation. Ninety-nine participants’ pre-
and post-training data, and 48 participants’
8-month refresher training data were analysed.
For analysis, data were organised by district.
Knowledge scores were compared across pre-,
post- and 8-month assessments using paired t-tests,
with items grouped into clusters corresponding to
the mhGAP-HIG modules: GPC (2 items), ACU
(3), Grief (2), PTSD (1), DEP (3), PSY (3), ID (2),
SUB (3), SUI (2), EPI (2) andOTH (2). Qualitative
feedback and reflections on the modules were
evaluated using thematic and content analysis.19

Table 1
Demographics of the participating primary healthcare workers (n = 105)

Characteristic Doctors, n (%) Psychologists, n (%)

Gender

Male 49 (47%) 18 (17%)

Female 25 (24%) 13 (12%)

Experience

<5 years 17 (16%) 14 (13%)

5–10 years 37 (35%) 12 (11%)

>10 years 20 (19%) 5 (5%)

Healthcare level

Primarya 38 (36%) 29 (28%)

Secondary 35 (33%) 2 (2%)

Tertiary 1 (1%)

Education level (doctors)

MBBS 66 (89%)

MBBS + MPH 3 (4%)

MBBS + MCPS (Medicine) 3 (4%)

MBBS + FCPS/MD (Internal medicine) 2 (2%)

Education level (psychologists)

MS Clinical Psychology 13 (42%)

Advanced Diploma in Clinical Psychology 15 (48%)

BS Clinical Psychology 3 (10%)

a. This includes government and non-governmental public health facilities.
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Results
Training needs assessment
A desk review had revealed key systematic gaps in
mental health service delivery in Khyber
Pakhtunkhwa. These included insufficient human
resources, inadequate training of PHCWs, no
availability of training resources and the absence of
any formal supervision or referral mechanism.7,9,20

Pre-service training in mental healthcare is not
prioritised in the MBBS curriculum in Pakistan,
with minimal implementation, limited clinical expo-
sure, no dedicated examination and faculty shortage
resulting in low studentmotivation.21 Literature also
reports a severe dearth of specialist trainers and
supervisors, especially in remote areas, owing to
inequitable service distribution, limited incentives
for supervisors and logistical barriers.22,23

The FGDs corroborated the gaps identified in
the desk review. PHCWs face a lack of oppor-
tunities for professional development and for-
mal supervision. The participation of PCPs in
training is constrained by staff shortages, lack of
backfill and frequent transfers. There are gaps in
their knowledge, skills and confidence to man-
age people with mental health problems. The
PCPs are reluctant to deliver psychosocial care,
owing to inadequate training, low incentives and

operational constraints. They are aware of
stigma and cultural barriers experienced by
patients, which result in alternative pathways
to care and reliance on traditional and faith
healers. They are concerned that difficult work
environments, patient overload and limited
consultation times often lead to practices that
compromised patients’ rights and service qual-
ity. Although the Health Information System in
Khyber Pakhtunkhwa includes three indicators
for mental disorders (DEP, EPI, SUB) no data
are ever reported or made publicly accessible.
Despite being available, clinical psychologists
remain underutilised in public healthcare set-
tings. Health representatives expressed policy-
level challenges, including securing financial
support and evidence-informed decisions.

PHCWs’ training outcomes
Post-training outcomes
The analysis of pre- and post-training outcomes
suggested encouraging levels of baseline knowledge
among PHCWs. The percentage of correctly
answered questions on the pre-training test was
73.86%, which increased to 85.94% on the post-
training test, indicating a 12.08% increase in
knowledge.

Table 2
Knowledge comparisons by district pre- and post-training (n = 99) and after 8 months (n = 48)

Area

Pre-training Post-training Paired t-test After 8 months Paired test

Mean s.d. Mean s.d. t P Mean s.d. t P

Haripur 19.63 2.53 22.50 1.79 3.439 0.004 – – – –

Chitral 18.07 3.95 21.29 3.77 2.527 0.025 20.3 2.75 2.37 0.042

Lower Dir 17.69 3.34 21.25 2.65 3.578 0.003 – – – –

Mardan1 19.30 2.83 21.10 2.53 1.911 0.071 – – – –

Mardan2 17.88 3.20 21.50 1.51 4.389 0.001 21.42 2.68 3.82 0.002

Peshawar 18.00 2.32 21.35 2.29 4.968 <0.001 20.90 2.70 4.03 0.001

Table 3
Knowledge comparisons by clusters pre- and post-training (n = 99)

Cluster (by mhGAP-HIG module)

Pre-training Post-training Paired t-test

Mean s.d. Mean s.d. t P

GPC 1.10 0.65 1.40 0.60 3.545 <0.001

ACU 2.12 0.75 2.54 0.61 4.252 <0.001

GRI 1.90 0.30 1.95 0.22 1.393 0.167

PTSD 0.80 0.40 0.89 0.32 1.82 <0.07

DEP 2.28 0.78 2.53 0.61 2.362 0.02

PSY 2.46 0.61 2.74 0.53 3.089 0.003

ID 1.51 0.61 1.65 0.50 1.861 0.066

SUD 2.09 0.72 2.77 0.49 7.767 <0.001

EPI 1.36 0.68 1.63 0.51 3.483 0.001

SUI 1.28 0.54 1.55 0.56 3.766 <0.001

OTH 1.56 0.67 1.86 0.38 4.268 <0.001

mhGAP-HIG, Mental Health Gap Action Programme Humanitarian Intervention Guide; GPC, General principles of care; ACU, Acute stress; GRI, Grief; Dep, Depression; PTSD, Post-traumatic stress disorder;
PSY, Psychosis; EPI, Epilepsy; ID, Intellectual disability; SUB, Harmful use of alcohol and drugs; SUI, Suicide (SUI); OTH, Other significant mental health complaints.
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Table 2 demonstrates significant increase in
knowledge scores post-training across districts.
However, Mardan1 shows only a marginally signifi-
cant increase, which implies a positive but less
definitive impact of the training. Peshawar exhibited
the most pronounced improvement (P< 0.001).

The decrease in standard deviations across
districts post-training indicates a reduction in
variability in participants’ knowledge scores. This
implies that disparities in knowledge have nar-
rowed, leading to the attainment of a more
uniform level of understanding or expertise
among participants after the training, as has been
previously reported.24

Table 3 demonstrates the improvement by
clusters in participants’ knowledge comparisons.
Overall, participants’ knowledge significantly
improved, from 18.46 to 21.48 (P< 0.001).
Furthermore, each cluster also showed significant
improvement on all modules except PTSD, GRI
and ID. The module with the most noticeable
improvements in scores was SUB (22.56%). This is
followed by GPC and OTH (15.15%), ACU
(13.80%), SUI and EPI (13.13%), PTSD and PSY
(9.09%). On the other hand, the ID and GRI
modules observed insignificant improvements,
with percentage increases of 7.07 and 2.53%
respectively.

Refresher training outcomes
The evaluation of refresher training workshops
demonstrated significant improvement in mean
knowledge scores, reaching 20.3 (s.d. = 2.75),
20.90 (s.d. = 2.70) and 21.42 (s.d. = 2.68) respec-
tively (pre-training versus 8 months after the end
of training) (Table 2). The refresher training
focused on strengthening competencies in assess-
ing depression (DEP module), suicide risk (SUI
module) and children with intellectual disorders
(including presentations like bedwetting and
dissociation) (ID module). Psychosocial interven-
tions were practised in role-play for conditions
such as those in the ACU, GRI, DEP, ID and EPI
modules and targeted discussions on pharmaco-
logical management for DEP, PSY and EPI.

Feedback and reflections
Quantitative feedback
The PHCWs’ feedback provides insights into the
programme’s overall success and areas for
enhancement (see Supplementary file). Notably,
75% rated their experience as excellent and 23% as
good, indicating that the programme was highly
effective and well-received.

Qualitative feedback
Thematic analysis of qualitative feedback indicates
high participant satisfaction with both the training
programme’s content and the interactive peda-
gogy. The training appeared effective in strength-
ening knowledge and clinical skills, particularly in

identifying and managing mental health
conditions.

Overall, the trainees expressed satisfaction with
the training, deeming it both beneficial and
informative. They particularly valued the interac-
tive methodologies used, such as role-play and
group discussions. One participant highlighted
the effectiveness of these methods, stating ‘The
interactive method of training made the learning
multifold’. In addition to the instructional
approach, participants were appreciative of the
provision of hard copies of the guide, which
enhanced their learning experience.

Concerning the impact on knowledge and
clinical skills, participants reported significant
enhancements in their understanding and abilities
related to the identification, diagnosis and treat-
ment of mental disorders, incorporating holistic,
psychosocial and pharmacological approaches.
The training also improved their capabilities in
making management plans, with one participant
noting ‘It became clearer whom to refer andwhom
to treat, who needs no treatment, who needs
counseling, and who needs pharmacological inter-
vention’. The trainees recognised and appreciated
the expertise of senior trainers. They advocated
for the broader dissemination of mhGAP training,
refresher courses and the integration of the
mhGAP-HIG-PK into the pre-service training
of PHCWs.

Reflections on individual modules
The results of the analysis of trainers’ reflections
and trainees’ feedback on individual modules are
presented in Table 4 under three categories:
category 1, the most beneficial aspect of training
for enhancing knowledge, as identified by trainees;
category 2, the most valuable training component
for strengthening skills reported by trainees;
category 3, trainers’ reflections.

Discussion
This is the first coordinated effort to build the
capacity of PHCWs in Pakistan focusing on
training and supervision using the contextualised
mhGAP-HIG-PK. The model of collaboration
between the MoPD&SI (technical support), IMC
(logistic and financial support) and provincial
health department (nomination of PCPs) is likely
to help scale up the initiative effectively across the
province. Previous initiatives to build the capacity
of PCPs in Pakistan lacked long-termplanning and
any lasting impact,23,25 whereas we provided post-
training case-based supervision, which has been
established as a recommended learning strategy
for sustained impact for implementing mhGAP
guidelines.26,27 Our findings from supervision also
support the need to monitor the performance of
PHCWs, as nearly half of them sought supervision
for both assessment and management plans.13

The key highlights of our study include a
collaborative approach, a diverse group of
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Table 4
Participants’ reflections on individual mhGAP-HIG modules, by category of responsea

Module and
response
category Reflections

General principles of care

1 Discussion on examples of violations of the rights of people with mental disorders in our context
Assessment of people with mental health conditions
Reduce stress and strengthen social support (in Urdu)

2 Role-play: dos and don’ts of communication skills during a consultation
Demonstration of breathing exercise (in Urdu)

3 This module was extremely important in making a shift from a disease-centred to person-centred approach
Very detailed section, difficult to cover in 2 h

Acute stress

1 Discussion on benzodiazepines – large group discussion on prevalent practice of benzodiazepine prescriptions and lack of knowledge about their harmful consequences
Discussion on psychosocial interventions
Management of dissociative states

2 Role-play on management of a child who presents with bedwetting (psychosocial intervention)

3 PCPs did not know much about stress and showed a keen interest. Clinical psychologists had average baseline knowledge, but gaps existed even in their skills to offer psychosocial interventions
The module discussed presentation within a month of a stressful event, but trainees had many questions about the effects of stress that lasts for more than a month

Grief

1 Everyone had some experience working with grief in their lives, and a large group discussion about how people respond to a loss was very helpful
Discussion on providing support for culturally appropriate adjustment/mourning processes

2 Role-play on educating a person about common reactions to losses

3 In their existing practice, PCPs neither considered grief to be a condition nor recognised their role in supporting or guiding people in the community. At best, they would prescribe benzodiazepines to help grieving people
overcome their distress
PCPs seemed most interested in discussing the treatment of ‘insomnia’ after a loss

Post-traumatic stress disorder (PTSD)

1 Discussion on the nature of the ‘traumatic event’ and cases from clinical experience were very helpful

2 Interview questions (skills) to assess PTSD

3 PCPs had a tendency to use the label ‘PTSD’ for all people who presented to them (with any symptoms) following a traumatic event

Depression

1 High prevalence of depression is reported in primary care
Depression may present primarily with somatic symptoms in Pakistan
Pharmacological management
Special groups, such as adolescents, pregnant women, and older adults

2 Role-play on assessment of depression, initially demonstrated by the facilitator, later practised in small groups
Psychoeducation

3 Differentiating between depression and bipolar disorder was difficult and needed more time
At least 2.5 h are needed

Psychosis

1 Treatment of acute disturbance and challenges of restraining
Discussion on balancing options for a rights-based approach while preventing harm to the person and others
Anti-psychotic medicines, doses and side-effects

Continued
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Table 4
Continued

Module and
response
category Reflections

2 Role-play on assessment of psychosis (eliciting hallucinations, delusions)
Role-play on psychoeducation of carers

3 PCPs suspect cases of psychosis in their practice but lack the skills to assess systematically
PCPs were familiar with the names of antipsychotic medications but lacked knowledge about doses, side-effects, contraindications, etc.
Clinical psychologists knew very little about psychosis
Assessment needs more practice, and at least 2 h are needed to teach the module
PCPs expressed their reluctance to interview or perform a physical examination in cases of acute psychosis, including mania

Intellectual disability

1 Risk of human rights violations
Reversible causes of intellectual disability
Effects on parents and carers
Role of PCPs/psychologists to work with school systems

2 Assessment of intellectual disability
Behavioural training techniques (using simple instructions, breaking down tasks into smaller steps and discouraging punishment)
Psychoeducation of parents (providing information, inculcating hope and managing expectations).

3 A highly neglected aspect of the current training of doctors in Khyber Pakhtunkhwa
Discussion on behavioural modification, especially the concept of rewards such as affection, attention, playtime, and not gifts was new for PCPs
Clinical psychologists were inclined to discuss differential diagnoses of specific developmental disorders, such as autism spectrum disorder
Clinical psychologists were inclined to discuss the use of standardised assessment tools
The module needs at least 1.5 h

Harmful use of alcohol and drugs

1 Large group discussion on stigma associated with the use of substances and how a person using substances is blamed and dismissed by healthcare providers
Symptomatic management of opioid withdrawal
Discussion on the rights of people with forced admissions and unregulated practices at ‘detox centres’

2 Role-play on motivational interview (particularly the challenge to remain non-judgemental), initially demonstrated by the facilitator, later practised in small groups

3 The participants were unclear about their role in managing people presenting with harmful use of substances (before the training)

Suicide

1 Large group discussions of rates of suicide and common methods in their districts, stigma, social, religious and cultural factors, the role of mental health professionals in suicide prevention
Effects on families

2 Role-play on assessment of suicide risk (sensitive and non-judgmental interview), initially demonstrated by the facilitator, later practised in small groups

3 Stories shared by the participants were very helpful in highlighting issues related to suicide prevention
There were many questions about impulsive acts of self-harm (without suicide suicidal intent)
Discussion about confidentiality when someone discloses suicide intent was difficult

Epilepsy

1 Management of status epilepticus
Demonstration of recovery position (in one group, a video was shared by a participant)
Differentiating between epileptic and non-epileptic seizures (included in the Acute stress module in the mhGAP-HIG-PK)
Role of PCPs/clinical psychologists in ensuring treatment adherence

2 Role-play on psychoeducation

3 Clinical psychologists had no experience of working with people who had epilepsy. They believed that they had no role in these cases (before the training)
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trainees, including PCPs and clinical psychologists,
and a highly interactive training experience, with
follow-up refresher training. Our use of a triangu-
lation methodological approach improved the
credibility and validity of the research findings.14

Selection of PHCWs
Despite the support of key stakeholders and well-
defined criteria, we found the recruitment of PCPs
challenging. As in other studies,28 our objective
was also to select those who are motivated to learn,
have an interest in mental healthcare, and are
willing to manage cases and seek supervision.
Faregh et al29 have pointed out that relegating the
task of trainee selection to the beneficiary organi-
sation does not yield best results in terms of
training outcomes. Like Faregh et al, we also
found that it is more convenient for district health
offices to nominate PCPs who are readily available
rather than identifying those who meet eligibility
criteria. This challenge is further compounded by
Pakistan’s under-resourced and challenging
healthcare system, which has led many doctors
to emigrate for better job opportunities. Nadir
et al30 highlighted that one-third of medical
students aspire to move overseas after graduation,
leading to a critical loss of qualified medical
practitioners, attributed to suboptimal remunera-
tion, hectic work schedules, job insecurity, non-
recognition of services and ineffective manage-
ment.31 There is an imminent need to invest in
younger, ‘tech-savvy’ doctors who choose to work
in their districts, are interested in expanding their
skills and are more likely to have overcome stigma
associated with mental disorders to restore the
socio-medical landscape of Pakistan.30,31

This marked the first initiative in Pakistan in
which PCPs and clinical psychologists participated
as both trainers and trainees, which is consistent
with mhGAP implementation in some other
regions.3,32 Given the growing number of training
programmes for clinical psychologists in Pakistan,
they represent an underutilised mental health
resource whose existing training gaps can be
overcome through mhGAP training.3 The mixed
group of participants helped shift discussions from
a pure biomedical to a biopsychosocial approach
and aligned with other task-sharing models.33,34

Training methodology
Consistent with earlier studies, the availability of
training resources in the form of our printed guide
and mobile app proved to be valuable during
training.28,35 The hard copies minimised reliance
on technology and the internet, helped in better
knowledge retention with personalised annota-
tions, and enabled continuous learning outside the
formal training sessions.36 TheUrdu translation of
interview questions and psychosocial techniques in
the guide were particularly helpful for trainees
during role-play to build their confidence and
improve skills to elicit symptoms and offer psycho-
social interventions. Our efforts were aligned withT
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existing literature, recommending the contextual
adaptation of mhGAP training resources into local
languages to enhance comprehension and clinical
applicability.3,29 We also agree that role-play with
cultural examples of clinical presentations canhelp
non-specialists to elicit symptoms better.28,35 The
availability of the printed guide helped the trainers
to avoid didactic teaching and the trainees to avoid
taking notes. The workshops became more inter-
active and hands-on as the trainees engaged
proactively in clinical discussions and skills dem-
onstrations. LikeMomotaz et al,35 we also observed
that the PHCWs were effectively engaged with the
trainers’ competence using a bilingual approach
and facilitation skills. Having stated that, we found
it difficult to cover the complete guide in 5 days, as
this did not allow adequate time for desirable
practice of clinical skills in role-play.37 To compen-
sate for this, we specifically designed refresher
training to focus on skill-building through role-
play in areas flagged by the PHCWs.

Evaluation of training
In the assessment of knowledge, pre-training test
scores showed notable knowledge gaps on the
modules on general principles of care, PTSD,
suicide, harmful use of alcohol and drugs, and
epilepsy. Significant knowledge gaps regarding
suicide and the harmful use of alcohol and drugs
were also found in other studies, and particularly
in humanitarian settings.35,38,39 According to the
United Nations Office on Drugs and Crime
report,40 10.7% of the population of Khyber
Pakhtunkhwa ‘abused harder narcotics’, which
was nearly double the national average at that
time. Since then, there has been an alarming rise in
the use of illicit substances, but health professionals
are not equipped to respond with basic psychoso-
cial interventions.41 This gap is steadily being filled
by commercial and sometimes unscientific detoxi-
fication services. Hence, we also made additional
efforts to educate the PHCWs to protect the rights
of people with substance use disorder by identify-
ing it as a disorder and to prevent the common
malpractice of forced hospital admission and
unsafe practices.42

The pre-training test also revealed consistent
misconceptions about the statements that ‘People
with mental disorders cannot make decisions
about their treatment’ and ‘Asking about suicide
increases the likelihood of suicide’. These mis-
conceptions highlighted deep-rooted stigma and
misinformation related to mental illness and
people with mental disorders in our cultural
context. Mental illness is often misattributed to
weak faith, demonic possession or moral trans-
gression, and individuals experiencing it are
perceived as dangerous, ‘crazy’ and incapable of
friendship. Such perceptions contribute to their
social exclusion, denial of human rights and
reluctance to seek professional help.43,44

Alarmingly, this stigma is not limited to the general
community; it also seeps among medical students

and healthcare professionals, highlighting the
need for stronger emphasis on psychiatric educa-
tion in pre-service training.45 Despite being an
alarming public health issue, suicide remains
misunderstood owing to cultural and religious
prohibitions. It is framed as a source of familial
shame or an unforgivable sin, which prevents
people from seeking help. A recent review on the
need to address stigma for suicide prevention in
Pakistan calls for the incorporation of mental
health education into school curricula and
community-based initiatives and the establishment
of accessible mental health services.46

The reflective process also revealed commonly
held misconceptions and systemic gaps in medical
practice. For instance, we know that limited
recognition of somatic manifestations of mental
disorders in primary care, frequent misdiagnoses
and repetitive laboratory investigations act as a
barrier to timely initiation of appropriate treat-
ment.47 Similarly, the prevailing disease-centred
approach and the malpractice of prescribing
benzodiazepines without being aware of their
harmful consequences or addiction potential had
to be emphasised during the training sessions.48

The PCPs acknowledged a gap in their under-
standing of commonly neglected issues associated
with children, such as bedwetting. Role-play was
found to be effective in practising the technique of
psychoeducation in this scenario. The skill to
support the parents of children with intellectual
disability was another crucial gap. In Pakistan,
high rates of depression and anxiety were found
among such parents.49 The cumulative social,
emotional and financial burden placed on these
families highlights the necessity of equipping
PHCWs with the skills to educate and support
the families.

Evaluation of post-training knowledge
The results of the post-training evaluations were
encouraging, with a significant increase in knowl-
edge shown at the end of training and after 8
months – a trend reported in other countries.27,28

The refresher training confirmed retention of
knowledge among PHCWs over this period. We
were able to confirm long-term knowledge reten-
tion in only half of our original cohort because of
logistical and budgetary constraints. However,
based on the similarities in our demographic
analysis and post-training scores of all districts,
we believe that knowledge retention is likely to be
consistent in the other districts as well.

Limitations of the study
We acknowledge specific limitations of our work.
First, the grouping of districts was based primarily
on logistical considerations rather than contextual
variables. In future studies, district grouping could
be refined using more relevant criteria – such as
urban–rural classification, or service accessibility –

to relate to the contextual relevance. Second, our
pre- and post-training evaluations of PHCWs’
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existing capacity might have been more robust by
using additional measures to assess skills, attitudes
and confidence. Third, for sustainable outcomes
we consider it vital to engage the trainers formally,
preferably through financial or career incentives.
Fourth, we need to make greater efforts to work
with healthcare authorities to carefully recruit
PHCWs based on their clinical experience and
interest. Last, we believe that either the training
time needs to be increased or fewer modules need
to be prioritised, so that critical skills are ade-
quately demonstrated and practised during the
training.

Future directions
Mental health must be identified as a public health
priority at the provincial level. A sustainable coor-
dinating mechanism is needed between the health
department, humanitarian agencies and develop-
ment partners. Currently, many projects are
undertaken in silos, with blurred and short-term
outcomes. A clear direction needs to be set, with
focused objectives to optimise resource utilisation.

An average district inKhyber Pakhtunkhwa has
at least 100 doctors working at the primary care
level, who are a huge potential resource for
providing MHPSS services.34 Our work demon-
strates a way forward to scale up capacity-building
initiatives and develop a multidisciplinary PHCW
workforce across the province. For this reason,
regular posts for clinical psychologists should be
created in primary healthcare facilities.
Additionally, we recommend incorporating the
mhGAP-HIG-PK into pre-service medical train-
ing, as the successful implementation of the
mhGAP guidelines in undergraduate and post-
graduate programmes for medical and allied
specialties is well-documented.50
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Supplementary material is available online at https://doi.org/10.
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