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Worldwide, mental disorders are on the increase 

(Gadit, 2007) and an estimated 10–20% of children 
have one or more mental or behavioural problems (Park, 
2002). There is an urgent and serious need to pay atten-
tion to the mental health needs of children in low- and 
middle-income countries (Rahman et al, 2000). The initial 
survey for the World Health Organization’s Atlas project 
(Sherer, 2002) showed that 41% of countries surveyed had 
no mental health policy and 28% had no separate budget 
for mental health.

In Pakistan, with a population of 169 million, the alloca-
tion to adult mental health is hardly 1% of the annual health 
budget, and there is no specific allocation for children and 
adolescents. The provision of child and adolescent mental 
health services is very fragmented nationally.

This paper highlights the status of child and adolescent 
psychiatry services in Pakistan and makes some suggestions 
on how to develop them within the available resources.

Current situation
The current situation in Pakistan is that there is no formal 
referral pathway to psychiatric services for children. Children 
with mental and behavioural problems present to general 
practitioners in the community or to psychiatric out-patient 
departments, where they are seen by general adult psychia-
trists, most of whom have little if any formal training in child 
psychiatry. However, it would not be improper to hypothesise 
that children reach these services after attending spiritual and 
faith healers.

The more common referrals involve neuropsychiatric 
and neurodevelopmental disorders, including behavioural 
sequelae of epilepsy and brain injury, pervasive developmental 

disorders, attention-deficit hyperactivity disorder, Tourette 
syndrome, early-onset psychosis, other psychoses, psycho-
somatic/dissociative disorders, eating disorders, depression, 
anxiety and obsessive–compulsive disorders.

If children require admission, they stay on general adult 
psychiatric wards with adults who are acutely mentally 
unwell. The staff have very little formal training in managing 
children. Hence, the burden falls on the parents and carers to 
look after and manage them, leading to further anxiety and 
distress, especially if a parent has to take time off work. 

Future directions and possible 
solutions
Developing paediatric–psychiatric liaison services
In Pakistan, in order to make use of scarce resources and still 
provide an appropriate in-patient setting, a suitable model 
could be for admissions to be to the paediatric ward, but with 
full support from the psychiatric team. Each adult psychiatry 
department could set up a paediatric liaison facility. Where 
the child is acutely disturbed and is difficult to manage in the 
paediatric ward, there could be a designated area on the psy-
chiatric ward, preferably away from adult patients.

Lack of communication among existing paediatric and 
psychiatric specialties needs to be addressed through inte
gration. One way to establish services would be to hold joint 
departmental meetings once a month, to which ward nurses, 
psychologists and local general practitioners should also be 
invited, to increase their awareness of psychiatric disorders 
in children. Attendance at paediatric ward rounds and joint 
teaching sessions, journal clubs, case presentations and so 
on would allow a clearer understanding of the issues faced 
by all involved.
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Establishing multidisciplinary teams
In child psychiatry, an ideal team consists of professionals 
from different disciplines, including psychiatrists, psycholo-
gists, occupational therapists, nursing staff, family therapists, 
teachers and psychotherapists. There are usually close links 
with paediatricians and local social services.

In Pakistan, it is difficult but not impossible to develop 
a multidisciplinary team. Currently, teams consist mainly 
of psychiatrists, psychologists and nurses. Many units have 
occupational therapy as part of the in-patient experience and 
this is an area that could be developed in a more structured 
way. Psychiatrists working in adult psychiatric units attached 
to a general hospital (which is now the usual arrangement) 
often have good links with teams in the rest of the hospital 
and frequently receive and send referrals to them. Similar 
links could be developed with local paediatricians, where a 
child psychiatry service is to be developed.

Foreign aid
Given the shortage of specialist child psychiatry services, one 
way forward could be for child and adolescent psychiatrists 
trained abroad to join with local psychiatrists. Working as 
a team, they could develop culture-specific guidelines. This 
would be especially helpful if there were clear protocols 
for the management of various mental health problems 
in children. Currently this is happening in an ad hoc way 
(Rahman et al, 2000). The help of other organisations could 
be enlisted in achieving this; for example, the Royal College 
of Psychiatrists has its Volunteer Programme for Senior Psy-
chiatrists and Specialist Registrars, which aims to match 
senior professionals working in the UK with departments in 
different parts of the world looking to develop expertise in 
particular areas (see http://www.rcpsych.ac.uk). The South 
Asian Forum for Psychiatry provides training in various coun-
tries; this will also prove to be a useful resource in providing 
training in child and adolescent mental health services.

Similarly, the Higher Education Commission of Pakistan 
welcomes foreign-trained professionals who are willing to 
contribute to service development in the country. 

Another example worth mentioning is DRIP – Disaster 
Relief by Irish and Pakistani doctors (see http://www.
dripireland.org). A voluntary organisation of Pakistani-origin 
doctors living in Ireland, DRIP is developing emergency 
medical services in Pakistan and extending its input to all 
branches of medicine with a view to introducing cultur-
ally appropriate protocols and guidelines in all the fields of 
medicine. Local and foreign experts will provide a platform 
for future developments in the field. DRIP has recently estab-
lished an adult and child psychiatry branch.

Training of health professionals
Medical training at undergraduate and postgraduate levels 
needs both to create awareness and to stress the importance 
of child and adolescent psychiatry.

Joint problem-based training sessions with paediatricians 
and psychiatrists needs to be rolled out in teaching set-ups, 
with a view to developing liaison services.

Nurses need to be trained in the management of children 
with psychiatric disorders. They should develop counselling 
skills and be able to run structured and unstructured groups. 
These skills can be imparted to them during their training 
years by psychologists and psychiatrists.

There is also a question of training general practition-
ers (GPs). The aim would be to increase their awareness of 
protocols and referral pathways. It should be made manda-
tory for GPs to do 6 months of psychiatry to obtain their 
licence. Currently, 1-week programmes in psychiatry for GPs 
are conducted at Fountain House, Lahore, which is affiliated 
with the World Psychiatric Association’s section on educa-
tion (these contribute to the GPs’ programme of continuing 
medical education). 

In Pakistan mental health professionals need first to 
identify their area of special interest in treatment modali-
ties, such as cognitive–behavioural therapy, family therapy, 
psychotherapy, education or occupational therapy. They 
then need to develop their interests by pursuing the appro-
priate training. The Royal College of Psychiatrists is looking 
to offer short periods of training to appropriately qualified 
individuals.

In hospitals, heads of departments have been organising 
training programmes and inviting local and foreign speakers, 
in this way keeping staff abreast of innovative and exciting 
developments in the field. Overseas Pakistani psychiatrists can 
be a useful source of training. At the Institute of Psychiatry 
at Rawalpindi General Hospital, email consultation and super
vision with child psychiatrists in the UK has proved to be a 
very useful resource (Rahman et al, 2006). Similar set-ups 
could be developed in other parts of the country.

Involvement of the community
Discharge plans need careful consideration to ensure that 
all supports and follow-up plans are in place. In Pakistan the 
family and carers take on this role. Family psychoeducation 
for the early identification of symptoms of relapse is desir-
able, especially when families live in areas where they cannot 
easily come for regular follow-up. This information needs 
to be provided by the treating mental health professionals. 
Training/psychoeducation of the community is being carried 
out by mental health professionals in a number of areas; for 
instance, a programme in Lahore involving mothers, Imams 
(religious leaders) and teachers is running an awareness 
campaign on psychiatric disorders.

Given the importance of school in the lives of children, 
teacher training is another area to focus on. Several voluntary 
organisations, such as Amin Maktab and the National Society 
for Emotionally and Behaviourally Handicapped Children, 
have been running outreach programmes, training parents 
and local community volunteers.

Research and audit
There is a need to develop robust research projects to identify 
the prevalence of childhood mental illness. (Currently the 
lead author is conducting one such project in a teaching 
hospital in Lahore.) A summary of significant international 
epidemiological studies concluded that the rate and range 
of psychiatric symptoms in children is similar in lower- and 
higher-income countries (Fayyad et al, 2001). However, the 
prevalence of child mental health problems in Pakistan is 
higher than has been reported in studies from other countries 
(Syed et al, 2007a). Research in the area of understanding 
the psychopathology of mental disorders in children in our 
cultural context needs to be explored (Nikapota, 1991). 
Furthermore, ‘needs assessment’ of the target population is 
another area worth exploring.
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Conclusion
In Pakistan, the national annual budget for mental health is 
far below what would be necessary to meet the needs of the 
population. There are very few child mental health facilities in 
the country (Syed et al, 2007b).

Collaborative working between professionals managing 
children needs to be strengthened. Management guidelines 
have to be developed, as this will enable good clinical care 
and also facilitate research and audit. Research is needed 
to identify the prevalence, psychopathology and needs of 
mental health problems in children and priorities for manage
ment. Psychiatrists trained abroad could be a source of 
support and training, preferably on a longer-term basis, 
through email consultation and supervision. The transfer of 
skills through workshops and short training courses also is 
effective.

Children lacking in mental health have an adverse effect 
on the country’s productivity, economic stability and viabil-
ity. Recent research from Karachi, Pakistan, has highlighted 
effective models of utilisation of scarce child mental health 
resources within the current health and educational set-
up (Syed et al, 2007b). Policy-makers in the face of lack of 
finances and resources need to make decisions based on the 
efficacy of proposed and evaluated interventions which are 
not only beneficial to the population in question but also 
cost-effective. 
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The Kingdom of Belgium is a high-income country in 
northern Europe with an approximate area of 33 000 km2 

and a population of 10.5 million. The proportion of the 
population under the age of 15 years is 17% and the pro-
portion of the population above the age of 60 years is 22%. 
Life expectancy at birth is 75.2 years for males and 81.5 
years for females. As a founding member of what is now the 
European Union, it hosts the headquarters of the European 
Commission and the European Parliament, as well as other 
major organisations, including NATO. 

Belgium is divided into the Flemish-speaking region of 
Flanders, in the north, with 58% of the population, the 
French-speaking southern region of Wallonia, inhabited by 
32%, and the Brussels capital region, officially bilingual, in-
habited by 10% of the population. A small German-speaking 
community exists in eastern Wallonia. Belgium’s linguistic 

diversity is reflected in the organisation of its psychiatric insti-
tutions and legislation. 

Mental health policy
In Belgium, as both federal government and communities are 
in charge of different parts of the mental health service, there 
is both a national mental health policy, formulated in 1988, 
and a community mental health policy. A substance misuse 
policy is present which was initially formulated in 1921 and a 
national mental health programme was formulated in 1990 
and updated in 1999. 

Belgium has a suicide prevention policy, implemented by 
the Mental Health Centre in Brussels. It focuses on the quality 
of help offered and on the efficacy of the services from the 
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