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When Norway increased its allocations dramatically to mostly public health services in the 1990s, the suicide rate went down by some 26 percent from 1990-2005. But research reports have shown that it was not more money (and better general services) that led to the reduction. Suicides are often committed by persons with depressions, schizophrenia and other mental illnesses and psychological disorders, and are an indication of severe mental illnesses. But there are many other causes, too, and many of which are social rather than psychological. Suicide is mostly just the tip of the iceberg of a society’s failure to give the required attention to overall psychosocial health, and that not only refers to health services from government and private providers; we are all responsible for our own health and we can contribute to the society’s understanding of mental illnesses. We should note that most of us in our life will suffer from some form of mental disorder or have close family members, who need help. Stress and depression are very common in our competitive world.

In this article, I shall discuss a few issues related to psychosocial health in general with reference to my home country Norway and to Pakistan, where I currently reside. On the World Mental Heath Day yesterday, which had depression as its main theme, a number of civil society and government organisations had the opportunity to hold seminars and awareness gatherings related to mental health issues. I am glad that we seem to begin to give mental health more public attention even in Pakistan. But there is a long way to go in a society that is often hypocritical and tries to hide mental disorders. Sadly, some even believe that mental disorders, and handicaps and disorders in children, are a punishment for sins and lack of faith. We must speak out openly much more about such illnesses in informed ways and not succumb to outdated explanations.

In Norway, in the 1990s, we had a PM, who took sick leave and admitted he was worn out and needed mental treatment and counselling. He was a theologian by training no less and had a great wife and family. He was the leader of a successful government in an oil-rich country. But still he developed depression and needed a break and professional help. We were all impressed that Honourable Kjell Magne Bondevik spoke about his illness. Well, we also joked that now Norway had become so filthy rich that the PM fell sick because he didn’t know where to stash away all the oil money! We should all draw lessons from him. He has retired from a generation in politics and heads a centre for peace and religious dialogue in Oslo, and he visited Pakistan recently.

Although I said above that money didn’t make a great difference in connection with the reduction of suicides in Norway, I must hasten to add that money did not worsen the situation either! 

Furthermore, it is a fact that mental health issues worldwide receive less money than they require. Hence, the term “Cinderella Syndrome”, referring to mental health being relegated to the “waiting room”, like a stepmother is said to treat a child that is not her own. It is a fact that only some 5-10 percent of health budgets, even in rich countries, are allocated to mental health and in developing countries, the figure is even lower. 

In Pakistan, there is only rudimentary government services for psychiatric patients, save in army hospitals. It is worse still in Afghanistan. When I dealt with Afghan refugee issues a few years ago, and wrote three books under the common title Learning Away from Home, I came to realise how bad the mental health situation was in Afghanistan and among the refugees in Pakistan. At least 25 percent of the Afghan refugees in Pakistan were in need of mental health care, but got close to nothing. They needed professional treatment and counselling and financial support for their upkeep, since they could often not earn money. Many had to take local narcotics to get through the day; and many had a combination of physical injuries, trauma and mental illnesses. 

If the refugees should decide to return to Afghanistan, there would be even less help and less supply of medicines. About 10 years ago, they said there were one or two psychiatrists in the whole of Afghanistan in a population of some 30 million. In Norway, we have some 15,000 for the country’s five million inhabitants. In Pakistan, the figure is dismal, some 400 psychiatrists in all, or about one per 10,000 mental patients. Furthermore, only 5-10 percent of the children, who need special education, receive it. 

Naturally, the number of specialists in the top cadre doesn’t tell the whole story, but it does give an indication. In Pakistan and Afghanistan, people do as best as they can; they use commonsense and they care for and counsel their family members. Sadly, people also give up and say that the illness is God’s will or that it is a spell. The stigma related to mental illnesses, and the ignorance is often unbelievable, even among nurses, teachers and other social sector personnel, who should know better. There is an ocean of needs for advocacy and more openness about mental illnesses and disorders. There is need for mental health policies and increased budgets.

Milder mental disorders and mental disturbances can be sorted out in good families, with some help and advice from professionals. Women are usually the social workers in the families. After the earthquake on October 8, 2005, many women in Kashmir died because they were indoors at the time the disaster struck, just before nine o’clock in the morning. The men didn’t know how to cope because they had lost their women and also many children, who were inside classrooms that collapsed. But we also need professional support and help - after the earthquake, the floods, when there is internal displacement and other sudden or lasting disasters and extreme poverty.

This leads me to take up the area of community health services. In the West, the trend is to de-institutionalise mental health care from large hospitals and patients to be partially or fully integrated in local communities. In one way, the West is returning to some of the ways we earlier used to treat persons with (mild) mental illnesses, and the way developing countries mostly have to cope today. But we must add, as the World Health Organisation (WHO) has also noted, that when mental hospitals are closed or not built, and community services not developed, that leaves a service vacuum with fewer receiving core care. The principle is correct and must be maintained, but local services and regulations must be developed. Much has to do with awareness so that persons with mental illnesses are not ridiculed, misunderstood and abused. In developing countries, including Pakistan, there is a major job to do for the government and civil society advocacy organisations. We must be taught that mental illnesses can affect anybody, rich and poor, intelligent and mediocre, successful and less successful people in society. In hospitals, too, which are still needed for some patients, we must guard against abuse and ill treatment of patients. Sometimes, patients are treated no better than prisoners, chained and without medication and treatment. Such situations are always a scare on health personnel, relatives and all others who know what goes on.

Some 3-4 percent in a society has serious mental illnesses and more than 10 percent will experience milder, temporary or longer-term illness, including stress and depression. This year, the World Mental Health Day focused in particular on depression because it is, after all, so common, often connected to abuse of alcohol and drugs, including anti-depressants. Depression can be diagnosed with reasonable certainty and most sufferers can be helped through counselling and medication.

It is often not realised that stress at work and in life leads to mental illnesses. Serious stress affects most of us, at least at certain stages in life. Sometimes expectations are overwhelming at school, work and in life in general. We may experience life-crises such as divorce or loss of loved ones; we may lose our job or not get the promotion we had expected; or we may experience natural or other disasters and violent conflicts – to no fault of our own. It is a fact that we often don’t know how to handle life’s unexpected changes, we have not been taught about it at school, and we are often ashamed of it, feeling unsuccessful and worthless. In the EU, it has recently been documented that over half of all job absenteeism has mental or psychosocial causes, partly or fully. Thus, workplaces can save money if they give attention to these issues, and it will make employees and employers happier at work and at home.

In this article, I have often used the term “psychosocial health”, rather than just mental health. The reason for this is that many mental illnesses and also physical diseases have social or societal causes and dimensions. It is also easier for us to accept mental illnesses and disorders if we learn that they may occur due to causes that we have no or little control over. And then, we may often be impressed by poor men and women, who somehow seem to keep their sanity and are able to have some kind of normal life against all odds. I wonder how I would have been able to cope if I lived in a shanty town in Karachi, seeing misery all around me and not knowing if there would be a meal for my children the next day. Sometimes, the human mind and mental health are much stronger than what is humanly possible to understand. But shouldn’t we do more to relieve the strain of our fellow human beings? Shouldn’t we also work together to find integrated, holistic ways, where physical, mental and spiritual health, well being and happiness are seen as one and developed to serve all?

