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ABSTRACT 
Background: Mental health awareness and access to services in rural Pakistan are limited, with residents facing barriers such 
as stigma, financial constraints, and inadequate services, particularly in rural Sindh.  
Objective: This study assessed mental health awareness and service utilization among the rural population of Sindh, Pakistan.  
Methodology: A cross-sectional, descriptive study was conducted from September 17, 2021, and September 17, 2022, with 
ethical approval from the Gambat Medical College Ethical Review Committee. A simple random sampling technique recruited 
n=478 participants from rural districts of Sindh (Thatta, Badin, Tharparkar). Data were collected using a structured 
questionnaire, including sociodemographic information and mental health awareness, utilizing the Mental Health Knowledge 
Schedule (MAKS). Data were examined by adopting descriptive statistics as well as logistic regression in SPSS.  
Results: The majority of participants (81.7%) believed in medical treatments for mental illness, and 70.3% supported the 
availability of mental health services at the communal level. However, 80.7% reported a lack of local mental health services, with 
financial constraints (68.8%) and social stigma (61.1%) as major barriers. Education level and occupation significantly 
influenced mental health knowledge, with those having higher education and professional occupations showing greater 
awareness (p<0.01).  
Conclusion: Mental health awareness is moderate, with significant knowledge gaps, especially among those with lower 
education. Barriers such as financial constraints and stigma hinder service utilization, highlighting the need for community-based 
mental health services and educational initiatives in rural Sindh. 
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INTRODUCTION 
Mental wellness is stated as "a state of comfort and security in 
which a person realizes their capabilities so that s/he can cope 
with normal pressures of life, works effectively, and contributes to 
their community" 1. While mental health is essential for overall well-
being, many nations give priority to physical health over mental 
health. This may be due to the stigma surrounding mental illness. 
2. Individuals often pay attention only to severe mental health 
problems or those that manifest later in the illness. Common 
symptoms like anxiety and hopelessness may be overlooked due 
to their prevalence or lack of awareness. 3, 4, 5, 6. 
 Mental illness is a widespread global health issue, affecting 
approximately 10% of adults at any given time. 7 8. Beyond its 
economic burden in terms of GDP loss, it imposes significant 
social costs. These include but are not limited to emotional strain 
on caregivers, reduced quality of life, social marginalization, 
stigma, and lost opportunities for personal growth. 9. The 
misconception that mental illness is self-inflicted or incurable 
further discourages individuals from seeking appropriate treatment. 
10. Negative attitudes among medical professionals toward 
psychiatry and psychiatrists also hinder the provision of quality 
mental health care. 11. 
 People with mental illness (PWMI) frequently face stigma 
within their communities. It creates difficulties for such people and 
their families to maintain normal social interactions. This stigma 
delays treatment-seeking, ultimately slowing recovery 12. A 
community’s perception of PWMI influences drug compliance, 
prevention efforts, and treatment-seeking behaviors 9. Despite 
developments in mental health learning, the attitudes of the public 
and the longing for social distance from those with mental illness 
have continued largely unchanged over time. The same is also 
highlighted by a new methodical review and meta-analysis 13. 
Community attitudes play a key role in shaping behaviors toward 
mental health, and their understanding is essential. The 
Community Attitudes Towards the Mentally Ill (CAMI) scale is a 
validated tool for measuring these perceptions 14. 
 Mental health services in rural Sindh remain scarce, 
underfunded, and unreachable to the population at large. Lack of 

specialized professionals in mental health, along with inadequate 
psychiatric facilities, deteriorate the situation. Additionally, poor 
incorporation of mental health into prime care facilities further 
worsens the situation. Rural communities primarily rely on 
traditional healers, religious interventions, and home-based care. 
These may delay or even prevent access to evidence-based 
psychiatric treatment. Additionally, financial constraints, stigma, 
and a lack of awareness also discourage individuals from seeking 
professional help. There are cases where government initiatives 
and non-governmental organizations (NGOs) have made efforts to 
improve mental health services. However, these interventions are 
limited in coverage and sustainability. Strengthening the 
infrastructure of mental health, integrating mental health care into 
primary health centers, and raising awareness through community 
engagement are critical to improving accessibility. These also 
contribute to reducing the burden of untreated mental illness in 
rural Sindh. 15. 
 Despite the undeniable presence of stigma, limited research 
has explored attitudes toward mental illness in rural Pakistani 
communities. The formation of primary health centers (PHCs) has 
improved healthcare accessibility for certain conditions. On the 
other hand, they have largely failed to address the needs of 
individuals affected by noncommunicable diseases, including 
mental illnesses. 16. This study aims to assess awareness and 
attitudes toward mental health, along with the availability and 
utilization of mental health services in rural Sindh, Pakistan. A 
better understanding of community perspectives will help 
recognize focal areas for interventions in mental health. 
 

METHODOLOGY 
This cross-sectional, descriptive study was carried out between 
September 17, 2021, and September 17, 2022. Ethical approval 
was attained from the Ethical Review Committee of Gambat 
Medical College (Ref No: PAQSJIMS/ORIC/ERC/:34). The 
research was conducted in selected rural districts of Sindh. These 
areas include Thatta, Badin, and Tharparkar. The target population 
included men and women aged 18 years and above. The people 
who had been residents of rural areas in Sindh for at least one 
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year were selected for the study. Contributors were nominated 
using a simple random sampling method. Inclusion criteria required 
individuals to be aged 18 years or older and permanent residents 
of the area. They are also willing to provide informed consent. 
Exclusion criteria comprised individuals with severe cognitive 
impairments and those unable to understand the study materials 
due to language barriers. Pregnant women, due to potential 
psychosocial factors that could influence their responses, were 
also excluded. The sample size was calculated by adopting the 
standard method for cross-sectional studies:  

n = Z2 ×
P(1 − P)

E2
 

 having Z = 1.96 for a 95% confidence level, P = 50% 
(assumed for maximum variability), and E = 5% margin of error 17. 
This calculation resulted in a required sample size of 384 
participants. To account for non-responses and unfinished data, a 
total of 500 participants were approached for the study. This 
ensures adequate statistical power for the analysis. 
 Data collection was conducted by using a structured 
questionnaire. This questionnaire included sections on 
sociodemographic characteristics such as age, gender, education 
level, and socioeconomic status. Mental health awareness was 
assessed using an improved version of the Mental Health 
Knowledge Schedule (MAKS). MKAS is a validated tool designed 
to evaluate participants’ understanding of mental health conditions, 
their symptoms, causes, and available treatments. The 
questionnaire included a series of "yes" or "no" questions, along 
with responses that were scored to determine participants’ 
knowledge levels. The median score was calculated, and 
participants were classified into two groups: The first group 
included those having sufficient knowledge (above the median 
range), and the second group included those having insufficient 
knowledge (below the median range). This classification permitted 
for a comparative valuation of mental health awareness within the 
community. 
 It was a self-administered questionnaire and trained data 
collectors were present to assist participants with the 
requirements. Participants were briefed on the study’s objectives, 
assured of discretion, and well-versed about their right to withdraw 
at any time. Informed consent was obtained from all participants in 
writing before data collection. Data were collected over three 
months. 
 Following data collection, all responses were cleaned, 
coded, and entered into Microsoft Excel (Microsoft, Washington, 
USA). After, it was exported to SPSS Statistics version 22 (IBM 
Corp., Armonk, NY) for analysis. Descriptive statistics, including 
frequencies, percentages, and means, were used to summarize 
sociodemographic characteristics, mental health awareness, and 
access to mental health services. To identify factors associated 
with mental health knowledge and service utilization, a logistic 
regression analysis was conducted. This model examined the 
relationship between mental health awareness (dependent 
variable) and demographic factors such as education levels, age, 
and gender (independent variables). 
 The study was carried out as per the principles explained in 
the Declaration of Helsinki. Confidentiality and anonymity of 
participants were strictly maintained throughout the research. 
Participants were informed about their involvement, which was as 
a volunteer. They were also informed that they could withdraw from 
the study at any time without any consequences. By evaluating 
community perspectives on mental health, this study intended to 
deliver valuable insights into the barriers and challenges faced in 
accessing mental health services in rural Sindh. 
 

RESULTS 
A total of 478 individuals contributed to the study, including 48.4% 
males and 51.6% females. The majority (63.1%) were aged 
between 18-31 years, while 41.5% of participants were married. 
67.8% had completed primary or secondary education, while 
32.2% had no formal education. Most of the participants were 

employed in unskilled labor (30.1%) and semi-skilled jobs (25.3%) 
as shown in table 1. 
 
Table 1: Sociodemographic Features of Study Participants (n=478) 

Characteristic n (%) 

Gender  

Male 267 (55.9%) 

Female 211 (44.1%) 

Age Group  

18-29 years 126 (26.4%) 

30-39 years 143 (29.9%) 

40-49 years 103 (21.5%) 

50 years & above 106 (22.2%) 

Education Level  

No formal education 132 (27.6%) 

Primary education 161 (33.7%) 

Secondary education 129 (27.0%) 

Higher education 56 (11.7%) 

Occupation  

Unemployed 191 (40.0%) 

Employed (farmers, laborers) 234 (49.0%) 

Professional 53 (11.1%) 

 
 Table 2 summarizes the knowledge of mental health 
problems among the participants. The majority of respondents 
identified that mental illness could be attributed to factors such as 
stress/tension (67.7%), accident/injury (70.8%), and brain 
functional abnormalities (71.4%). Less frequently cited causes 
included witchcraft (48.3%) and possession by evil spirits (44.9%). 
 When asked about the treatment of mental illness, 81.7% of 
respondents believed in the effectiveness of medical treatments, 
while 58.6% thought mental illness could be managed by families 
at home. 70.3% believed that mental health services should be 
available at the community level, and 75.4% expressed the need 
for government-provided counseling and mental health programs. 
 
Table 2: Knowledge of Respondents Regarding Mental Health Problems 
(n=478) 

Variable n (%) 

Caused by Mental illness  

Genetics 173 (49.4%) 

Tension/ Stress/ Anxiety 237 (67.7%) 

Injury/ Accident 248 (70.9%) 

Abnormality of brain function 250 (71.4%) 

Conflicts in family 236 (67.4%) 

Too much worrying  240 (68.6%) 

Neurotransmitter imbalances 220 (62.9%) 

Influence of Witchcraft 169 (48.3%) 

Punishment for past sins from God 177 (50.6%) 

Under Possession of evil spirits 157 (44.9%) 

Personal weakness or disease 155 (44.3%) 

Bad food & nutrition  182 (52.0%) 

Pollution 131 (37.4%) 

Treatment of Mental illness can be done by 

Old-style traditional methods 100 (28.6%) 

Religious healing 96 (27.4%) 

Medical treatment 286 (81.7%) 

Professional counseling 283 (80.9%) 

Medication effective for mental disorders 312 (89.1%) 

Psychiatric facility treatment 286 (81.7%) 

Families at home 205 (58.6%) 

Witch physicians 170 (48.6%) 

Marriage can be a cure 199 (56.9%) 

Free Govt. mental healthcare facilities 246 (70.3%) 

Counselors for mental illness 264 (75.4%) 

 
 As shown in Table 3, the availability of mental health 
services in rural Sindh was limited, with 80.85% of respondents 
reporting the lack of mental health services in their community. 
Despite this, there was moderate utilization of available services, 
with 32.4% of participants having sought psychiatric help at some 
point. Barriers to service utilization included financial constraints 
(68.9%), lack of awareness (54.3%), and stigma (61.2%). 
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 Additionally, 59.1% of respondents identified the physical 
distance to mental health facilities as a significant barrier to 
accessing services. Interestingly, 70.3% of respondents believed 
that mental health services should be available at the community 
level, and 75.4% supported the idea of increased government 
funding for mental health care. 
 
Table 3: Availability, Utilization, and Barriers to Mental Health Services in 
Rural Sindh (n=478) 

Variable n (%) 

Availability of Services 

Mental health services available locally 92 (19.3%) 

Mental health services not available locally 386 (80.7%) 

Utilization of Services 

Sought psychiatric services 154 (32.4%) 

Never sought psychiatric services 324 (67.8%) 

Barriers to Access  

Financial constraints 329 (68.9%) 

Lack of awareness 260 (54.3%) 

Social stigma 292 (61.2%) 

Physical distance 282 (59.1%) 

Desired Changes 

Services should be available locally 335 (70.3%) 

Government mental health programs are needed 360 (75.4%) 

 
 Table 4 shows that logistic regression analysis was 
conducted to examine the factors influencing mental health 
knowledge and service utilization among participants. The results 
revealed that education level significantly impacted mental health 
knowledge. Participants with no formal education had significantly 
higher odds of inadequate mental health knowledge compared to 
those with higher education levels (AOR: 1.81, 95% CI: 1.28–2.38, 
p<0.01). In contrast, individuals with higher education were 
significantly more likely to have adequate knowledge (AOR: 0.46, 

95% CI: 0.26–0.82, p<0.01). However, individuals with only 
primary education did not show a statistically significant difference 
in mental health knowledge compared to the reference group 
(AOR: 1.53, 95% CI: 0.89–2.15). 
 Occupational status also played a notable role in mental 
health knowledge. Unskilled laborers had significantly higher odds 
of inadequate knowledge compared to professionals (AOR: 1.79, 
95% CI: 1.12–2.75, p<0.01), as did skilled workers (AOR: 1.75, 
95% CI: 1.05–2.28, p<0.05). Conversely, unemployed individuals 
and semi-skilled workers did not show a statistically significant 
association with mental health knowledge after adjustment. 
 Regarding mental health service utilization, higher education 
levels were associated with an increased likelihood of seeking 
psychiatric help. Barriers to service utilization were significant 
determinants of access. Financial constraints were the most 
frequently reported barrier, reducing the likelihood of service 
utilization (AOR: 0.58, 95% CI: 0.42–0.87, p<0.01). Social stigma 
also negatively impacted service utilization; individuals perceiving 
mental illness as a source of shame were less likely to seek 
professional care (AOR: 0.51, 95% CI: 0.36–0.79, p<0.01). 
Additionally, physical distance barriers contributed to reduced 
service utilization (AOR: 0.68, 95% CI: 0.49–0.89, p<0.05). 
 The association between mental health awareness and 
demographic factors such as age and gender were also analyzed. 
Participants aged 50 years and above had slightly higher odds of 
adequate mental health awareness compared to those aged 40–49 
years (AOR: 0.85, 95% CI: 0.51–1.27) and 30–39 years (AOR: 
0.79, 95% CI: 0.53–1.08), though these differences were not 
statistically significant. Similarly, female participants had slightly 
lower odds of adequate mental health awareness compared to 
males, but this was also not statistically significant (AOR: 0.82, 
95% CI: 0.55–1.23). 

 
Table 4: Logistic Regression Analysis of Factors Associated with Mental Health Knowledge and Service Utilization (n=478) 

Variable Category Inadequate Knowledge 
(%) 

Adequate Knowledge 
(%) 

OR (95% CI) AOR (95% CI) 

Sex Male 126 (47.2%) 141 (52.8%) 0.79 (0.52-1.16) 0.82 (0.55-1.23) 

 Female 127 (60.2%) 84 (39.8%) 1 1 

Age Group 18-29 years 56 (44.4%) 70 (55.6%) 1.12 (0.86-1.75) 1.09 (0.82-1.68) 

 30-39 years 85 (59.4%) 58 (40.6%) 0.82 (0.48-1.13) 0.79 (0.53-1.08) 

 40-49 years 63 (61.2%) 40 (38.8%) 0.88 (0.55-1.34) 0.85 (0.51-1.27) 

 50 years and above 49 (46.2%) 57 (53.8%) 1 1 

Education Level No formal education 89 (67.4%) 43 (32.6%) 1.76 (1.15-2.26) ** 1.81 (1.28-2.38) ** 

 Primary school 79 (49.1%) 82 (50.9%) 1.46 (0.86-1.98) 1.53 (0.89-2.15) 

 Secondary school 67 (51.9%) 62 (48.1%) 0.55 (0.36-1.05) 0.72 (0.42-1.20) 

 Higher education 18 (32.1%) 38 (67.9%) 0.63 (0.33-0.96) ** 0.46 (0.26-0.82) ** 

Occupational 
Status 

Unemployed 88 (46.1%) 103 (53.9%) 1.55 (0.89-2.12) 1.44 (0.74-1.96) 

 Unskilled labor 82 (56.2%) 64 (43.8%) 1.72 (1.05-2.84) ** 1.79 (1.12-2.75) ** 

 Semi-skilled 72 (60.5%) 47 (39.5%) 1.62 (0.95-2.12) 1.48 (0.86-1.94) 

 Skilled 59 (61.5%) 37 (38.5%) 1.87 (1.16-2.56) * 1.75 (1.05-2.28) * 

 Professional 27 (50.9%) 26 (49.1%) 1 1 

Barriers to 
Service Utilization 

Financial constraints 235 (71.4%) 94 (28.6%) 0.63 (0.38-0.92) ** 0.58 (0.42-0.87) ** 

 Social stigma 205 (70.2%) 87 (29.8%) 0.50 (0.33-0.75) ** 0.51 (0.36-0.79) ** 

 Physical distance barrier 198 (70.2%) 84 (29.8%) 0.71 (0.52-0.94) * 0.68 (0.49-0.89) * 

OR; Odds Ratio, AOR; Adjusted Odds Ratio, 95% CI; 95% Confidence Interval, p < 0.05 is considered statistically significant (*), p < 0.01 is considered highly 
statistically significant (**). Reference Category (1): Used as a baseline for comparison in logistic regression models. 

 

DISCUSSION 
Over half (50.8%) of the survey participants in this study had only 
rudimentary knowledge of mental health and mental illness. This 
result aligns with findings from previous studies in other regions, 
such as Ravi’s cross-sectional study in New Delhi, India, which 
reported similarly low levels of understanding about mental illness 
among the general public. 18. Chu et al. also observed a significant 
lack of knowledge in Nigeria, where 96.5% of respondents 
believed that individuals with mental illnesses exhibit dangerous 
behaviors, reflecting widespread negative perceptions of mental 
health. 19. 

 This study found that several sociodemographic factors were 
statistically significant, such as education level and occupation, 
while determining mental health knowledge. Illiterate contributors 
were 1.81 times more likely to have inadequate familiarity as 
compared to those with higher education levels. This finding 
mirrors similar studies, such as one by Arinze-Umobi and O. 
Chiweta-Oduah in Nigeria, where literate individuals demonstrated 
a significantly better understanding of mental health than their 
illiterate counterparts 20. In this study, participants with higher 
education were 0.46 times more likely to have adequate 
knowledge in comparison to those having no formal education, 
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which underscores the importance of education in mental health 
literacy. 
 Regarding occupation, participants employed in unskilled 
labor and semi-skilled jobs. This exhibited significantly lower 
mental health knowledge compared to professionals. Specifically, 
unskilled laborers were 1.79 times more likely to have inadequate 
knowledge. Semi-skilled workers were 1.48 times more likely to 
lack understanding. These results suggest that occupation, 
particularly lower-level employment, may be associated with 
limited exposure to mental health education and resources. 
Similarly, studies from other countries, such as those by Abolfotouh 
et al., have demonstrated that lower socioeconomic status and 
occupation can negatively influence mental health awareness 21. 
 In terms of understanding the causes of mental illness, the 
study participants identified various factors. Stress and tension 
(67.7%) were considered a major cause, followed by 
accidents/injuries (70.9%) and brain functional abnormalities 
(71.4%). This reflects a more biomedical understanding of mental 
illness. However, a significant proportion of participants (48.3%) 
also believed that witchcraft could cause mental illness, and 50.6% 
attributed it to God's punishment for past sins. These beliefs may 
point to the influence of traditional, religious, or supernatural 
explanations for mental health issues, which can be prevalent in 
rural communities 22. 
 Regarding treatment options, the majority of respondents 
(81.7%) believed that medical treatment could address mental 
health problems, and 80.9% supported professional counseling. 
However, nearly 28.6% of participants still favored traditional 
methods for treatment, indicating a persistent reliance on non-
professional interventions. These findings are consistent with those 
from studies in similar settings. There is a Saudi Arabian study 
where a substantial portion of the population expressed a 
preference for traditional healing over modern medical practices 2. 
Moreover, 70.3% of participants desired free mental healthcare at 
government facilities. This reflects a significant demand for 
accessible and affordable mental health services. 
 The accessibility and utilization of mental health services in 
rural Sindh were found to be inadequate. w80.7% of participants 
reporting a lack of local mental health services. Despite this, 32.2% 
of the respondents had sought psychiatric services, though many 
never accessed care due to barriers such as financial constraints 
(68.8%), social stigma (61.1%), and physical distance (59.0%). 
Notably, financial constraints and social stigma were strong 
predictors of inadequate knowledge and limited service utilization, 
with those reporting these barriers having 0.58 and 0.51 reduced 
odds of adequate knowledge, respectively. These barriers are 
consistent with global trends in mental health service access, 
where stigma and cost remain significant challenges, particularly in 
rural and low-income settings 23. 
 Participants in this study also articulated a wish for changes 
in mental health services. 75.3% indicated that government mental 
health programs were needed, and 70.1% called for local 
availability of services. These findings highlight the urgent need for 
comprehensive mental health programs that are both accessible 
and acceptable to rural populations. The desire for government 
intervention aligns with the views expressed in other studies from 
low-resource settings, emphasizing the need for state-supported 
mental health initiatives to overcome both financial and cultural 
barriers to care 24. 
 One of the limitations of this study is its cross-sectional 
nature, which precludes causal inferences. Additionally, the use of 
the MAKS questionnaire, which could be susceptible to recall bias, 
may have influenced the responses. Non-respondents may have 
had different attitudes toward mental illness and mental health 
services, which could affect the overall results. 
 

CONCLUSIONS 
This study highlights that over 50% of participants in rural Sindh 
lack sufficient knowledge about mental health and mental illness. 
This underscores the requirement for targeted mental health 

education programs, especially in rural areas. Improving mental 
health literacy, addressing the stigma related to mental illness, and 
increasing the availability of affordable mental health services may 
lead to better mental health outcomes. Empowering communities 
with knowledge and enhancing access to mental health care, with 
the integration of mental health services into primary healthcare 
settings, could significantly improve the mental well-being of the 
rural population in Sindh and similar regions. 
Conflict of interest: The authors declared no conflict of interest. 
Funding: No funding was received.  
Authors contribution: All authors contributed equally to the 
current study. 
Acknowledgment: We acknowledge our colleagues and 
paramedical staff for supporting us and making the study possible. 
 

REFERENCES 
1. Kumar G, Shardha HK, Tariq W, Qazi MA, Kumar K, Maheshwari C, 

Hussain A, Tahir MJ, Bai J, Asghar MS. Assessment of knowledge 
and attitude of healthcare professionals regarding the use of 
telemedicine: a cross-sectional study from rural areas of Sindh, 
Pakistan. Frontiers in Public Health. 2022 Oct 26;10:967440. 

2. Tesfaye Y, Agenagnew L, Anand S, Tucho GT, Birhanu Z, Ahmed G, 
et al. Knowledge of the community regarding mental health problems: 
a cross-sectional study. BMC psychology. 2021;9:1-9.   

3. Gautham MS, Gururaj G, Varghese M, Benegal V, Rao GN, Kokane 
A, et al. The National Mental Health Survey of India (2016): 
Prevalence, socio-demographic correlates and treatment gap of 
mental morbidity. International Journal of Social Psychiatry. 
2020;66(4):361-72.   

4. Böge K, Zieger A, Mungee A, Tandon A, Fuchs LM, Schomerus G, et 
al. Perceived stigmatization and discrimination of people with mental 
illness: A survey-based study of the general population in five 
metropolitan cities in India. Indian journal of psychiatry. 
2018;60(1):24-31.   

5. Bhanot D, Singh T, Verma SK, Sharad S. Stigma and discrimination 
during COVID-19 pandemic. Frontiers in public health. 
2021;8:577018.   

6. Salve H, Goswami K, Sagar R, Nongkynrih B, Sreenivas V. 
Perception and attitude towards mental illness in an urban community 
in South Delhi-A community-based study. Indian journal of 
psychological medicine. 2013;35(2):154-8.   

7. Jaeschke K, Hanna F, Ali S, Chowdhary N, Dua T, Charlson F. Global 
estimates of service coverage for severe mental disorders: findings 
from the WHO Mental Health Atlas 2017. Global mental health. 
2021;8:e27.   

8. Depression W. Other common mental disorders: global health 
estimates. Geneva: World Health Organization. 2017;24(1).   

9. Javed A, Khan MN, Nasar A, Rasheed A. Mental healthcare in 
Pakistan. Taiwanese Journal of Psychiatry. 2020 Jan 1;34(1):6-14. 

10. Najam S, Chachar AS, Mian A. The mhgap; will it bridge the mental 
health Treatment gap in Pakistan?. Pakistan Journal of Neurological 
Sciences (PJNS). 2019;14(2):28-33. 

11. Ghuloum S, Mahfoud ZR, Al-Amin H, Marji T, Kehyayan V. Healthcare 
Professionals' attitudes toward patients with mental illness: a cross-
sectional study in Qatar. Frontiers in psychiatry. 2022;13:884947.   

12. Zakaria WZW, Jaafar JR. Exploring the lived experiences in formal 
volunteering among people with mental illnesses (pwmi) in Selangor. 
International Journal of Infrastructure Research and Management. 
2021;9(1).   

13. Qureshi RN, Sheikh S, Khowaja AR, Hoodbhoy Z, Zaidi S, Sawchuck 
D, Vidler M, Bhutta ZA, Von Dadeslzen P, CLIP Working Group. 
Health care seeking behaviours in pregnancy in rural Sindh, Pakistan: 
a qualitative study. Reproductive health. 2016 Jun;13:75-81. 

14. Walkden SM, Rogerson M, Kola-Palmer D. Public attitudes towards 
offenders with mental illness scale (patomi): Establishing a valid tool 
to measure public perceptions. Community Mental Health Journal. 
2021;57:349-56.   

15. Ali A, Farooq S, Khalid N, Ahmed F. Awareness, attitude and 
practices related to COVID-19 pandemic in General Public of 
Province Sindh, Pakistan. Pakistan Journal of Medicine and Dentistry. 
2020 Aug 4;9(3):90-5. 

16. Humayun A, Haq I, Khan FR, Azad N, Khan MM, Weissbecker I. 
Implementing mhGAP training to strengthen existing services for an 
internally displaced population in Pakistan. Global Mental Health. 
2017 Jan;4:e6. 

17. Haridy R, Abdalla MA, Kaisarly D, Gezawi ME. A cross‐sectional 
multicenter survey on the future of dental education in the era of 



Assessment of Mental Health Awareness and Accessibility of Services in the Rural Population of Sindh, Pakistan 

 
898   P J M H S  Vol. 17, No. 02, February, 2023 

COVID‐19: Alternatives and implications. Journal of dental education. 
2021;85(4):483-93.   

18. Ravi A. Knowledge, Attitude and Practice towards Mental Illness 
among Anganwadi Workers of Rural and Semi-Urban Area of 
Jharkhand State, India: A Comparative Study: Central Institute of 
Psychiatry (India); 2021. 

19. Chu C, Roxas N, Aguocha CM, Nwefoh E, Wang K, Dike C, et al. 
Integrating mental health into primary care: evaluation of the Health 
Action for Psychiatric Problems In Nigeria including Epilepsy and 
SubstanceS (HAPPINESS) pilot project. BMC health services 
research. 2022;22(1):333.   

20. ARINZE-UMOBI DSO, CHIWETA-ODUAH O. Mental Health 
Perceptions in Nigeria: The Role of Mass Media. Global Journal of 
Arts Humanity and Social Sciences ISSN. 2021;2583:2034.   

21. Abolfotouh MA, Almutairi AF, Almutairi Z, Salam M, Alhashem A, 
Adlan AA, et al. Attitudes toward mental illness, mentally ill persons, 

and help-seeking among the Saudi public and sociodemographic 
correlates. Psychology research and behavior management. 
2019:45-54.   

22. Mustafa G, Azmat SK, Hameed W, Ali S, Ishaque M, Hussain W, 
Ahmed A, Munroe E. Family planning knowledge, attitudes, and 
practices among married men and women in rural areas of Pakistan: 
Findings from a qualitative need assessment study. International 
journal of reproductive medicine. 2015;2015(1):190520. 

23. Gebrekidan Abbay A, Tibebe Mulatu A, Azadi H. Community 
knowledge, perceived beliefs and associated factors of mental 
distress: a case study from Northern Ethiopia. International Journal of 
Environmental Research and Public Health. 2018;15(11):2423.   

24. Hussain SS, Gul RB, Asad N. Integration of mental health into 
primary healthcare: perceptions of stakeholders in Pakistan. Eastern 
Mediterranean Health Journal. 2018;24(2):146. 

 

 


