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Abstract:  

Aims: Pakistan has a literacy rate of 58%.  Mental health issues are widely stigmatized and are thought to be caused 

by supernatural causes. There is social disapproval of mentally ill individuals which leads to issues regarding 

marriage & divorce. This research was conducted to find reasons as to why people delay in seeking professional care 

for their mental health issues and the duration of delay present.   

Methodology: The cross-sectional study on 50 patients was conducted in three hospitals with mental health care 

centers accessible to both rural and urban population. Non-probability convenient sampling technique was used to 

select the study sample. The data collection tool was a questionnaire. The completed questionnaire data was entered 

into computer for data analysis on SPSS-23.   

Results: The results showed that the duration of delay ranged from one month till six years. Not considering mental 

health issues as a problem was the most common reason for delay. The number of female participants were greater 

than male participants.   

Conclusion: Our study concluded that main reason for delay in seeking professional care was never considering their 

mental health state a problem. The largest time gap between onset of symptoms and seeking help was of six years.  
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INTRODUCTION:  

Mental health as defined by World Health 

Organization (WHO) is “ a state of well-being in 

which every individual realizes his or her own 

potential, can cope with the normal stresses of life, can 

work productively and fruitfully, and is able to make a 

contribution to her or his community”1. More than 300 

million people are affected with mental health issues 

making them one of the commonest worldwide health 

problems. Depression is different from short term 

emotional responses to everyday challenges or mood 

fluctuations experienced on day to day basis.2 Anxiety 

and mood disorders are the most common psychiatric 

conditions which make up for more than half of the 

total mental health issues globally.3 WHO has 

asserted that socioeconomic burden caused by mental 

health issues will exceed that of cardiovascular 

disorders and cancer.4   

 

Epidemiological studies have shown that failure at 

school or failure in seeking job is one of the 

contributors behind mental illnesses. Other factors 

contributing are teenage child bearing- early 

pregnancies when there was no financial stability. 

Early violent and unstable marriages are also 

associated with early onset of mental disorders which 

go untreated.5 6 7 The rising use of social media where 

everyone displays the good parts of their lives often 

leads others to think negative of their own or the 

display of wealth puts one under society’s pressure to 

match them leads to depression.8 Low self-esteem is 

also reported to play a role as one of the reasons behind 

depression.9 However, if the mental illness goes 

untreated it results in the following severe 

consequences which range from Suicide, Drug and 

substance abuse, self-injury, reckless behavior, 

relationship problems, health issues and homicides. 

Around 800,000 people die due to suicide each year. It 

is said to be second leading cause of death in 15-29-

year-olds around the world.10   

 

Majority of people with mental health issues didn’t get 

any treatment11. Those who did seek treatment went 

for it in later stages. The median delays ranged from 

1-14 years for mood disorders, 3-30 years for anxiety 

disorder and 6-18 years for substance abuse.12 Almost 

28% people went to seek help within first year of onset 

at special anxiety clinics in Australia.13 All over the 

world the median rate for untreated patients is said to 

be 56.3%.14 The percentage difference between 

number of people needing treatment for major 

depression and the number of people which are 

currently seeking help ranged between 15.9% (12 

month, Florence)15 16and 83.9% (current, UK).17 

According to a recent study conducted in Pakistan 

61% of delay was contributed to lack of awareness and 

false beliefs in consultations for psychosis.18  Clinical 

trials have shown that if the disorder is picked up on 

time and treated the suicidal tendency decreases. A 

few delays that have been known were caused by 

person not accepting the state they are in and tend to 

try it make it better on their own.19 Another factor that 

contributes is if the age of onset is early and they have 

to rely on adults to help them get the treatments 

needed. and also the stigma associated with mental 

health problems which causes them to feel ashamed 

and embarrassed while seeking help for such issues. 

20 21   

 

Pakistan is a developing country where mental 

illnesses are thought to be caused by supernatural 

powers22 and even educated people are 

stigmatized.23 The number of suicides in Pakistan 

have been 0.43 per 100,000 in Peshawar to 2.86 per 

100,000 in Rawalpindi. The rates for men have been 

higher in Larkana, Sindh with 7.06 per 100,000 in age 

group of 20-40 years. .24 The male percent of the 

population affected by depression is 25.5% and female 

perfect affected is 57.5%.25 Overall prevalence of 

anxiety and depression is Pakistan was 34%.26. There 

has not been any significant study done regarding why 

people delay in seeking treatment after realization of 

their condition and the duration for how long this delay 

lasted in Lahore, Pakistan. This research will highlight 

those reasons which are causing delays in seeking 

treatment for mental health issues and will then 

suggest different ways which will help in reducing 

these delays.  

 

MATERIALS AND METHODS:  

Study design: Cross sectional descriptive study  

Setting: Among three public hospitals in Lahore, 

which are accessible to both urban and rural 

population.  

 

Duration of Study: Study was conducted from 9th July 

2018 till 20th August 2018  

 

Study Population: All the patients presenting to 

psychiatry wards during the duration of study  

Sample Size: 50 Patients   

Sampling Technique: Non-probability convenient 

sampling technique was used to select the study 

sample.  

 

Sample Selection:   

Inclusion Criteria: Patients presenting with delay in 

seeking help. Delay will be found out by time gap 

between first onset of symptoms till first contact for 

help made.       

 

Exclusion Criteria: Refusal to participate  



  

                                                                                                                                                                                     

 

Data collection procedure: Jinnah Hospital, Lahore 

General Hospital & Mayo Hospital were selected on 

convenience basis after seeking approval from the 

authority. The questionnaire was translated into Urdu 

for easy understanding, consent was taken from the 

patient and the verbal responses written down.   

 

Data Collection Tool: Self-administered 

Questionnaire designed by investigators after 

extensive literature search was used. Pre-testing was 

done on 5 patients, data was discarded and not made 

part of this study. The questionnaire has two parts. One 

consisting of the biodata and second consisting of 

questions related to the problem. The questionnaire 

was shown to the experts at Azra Naheed Medical 

College to verify the clarity of the questions as content 

validity.the experts indicated that the surveys are 

suitable for both patients and doctors and could answer 

the intended research questions in details.  

 

Data analysis Procedure: The completed questionnaire 

data was entered into computer for data analysis on 

SPSS v23.0. Descriptive stats are applied.  

 

RESULTS:  

Here 55 patients participated in this study out of which 

50 were chosen as the information was complete. 

From the patients 18 were from Jinnah Hospital 

Lahore, 16 were from General Hospital Lahore and 16 

from Mayo Hospital Lahore. (Table 1) shows the 

number of males and females in this study out of which 

38% were male and 62% were females. The sample 

distribution was 22% from rural areas and 78% from 

urban areas (Fig 1). The age distribution is shown in 

(Fig 2). Family setting is shown in (Fig 3) in which 

64% were from joint family system and 36% were 

from separate family system. History of past 

emotional trauma in family was present in 58% of the 

patients (Table 2).  The Marital status was 42% 

unmarried and 58% married.  Number of family 

members per person is shown in the (Fig 4). Previous 

Consultations made by the patient are shown is (Fig 

5). 72% of the patients were referred by someone else 

to the professional whereas 28% went on their own. 

The occupational percentages were 6% Landlords, 

38% Office Going, 14% Outside Workers, 20% 

Students, 22% Housewives. The different reasons for 

delay were reported to be 6% Financial constraints, 

4% transport issues, 28% considering the problem not 

big enough, 12% stigma in society & 50% never 

considering it a problem as shown in (Fig 6). The 

durations of delay can be seen in (Table 3) which 

ranges from one month to six years. The duration of 

delay correlated with gender is shown in (Fig 7). In 

(Table 7) the chi-square value is 0.124 which means 

there is no statistically significant association between 

them.   

  

  

               
Figure 1 Location of the Patients 
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Figure 2 Age of the patients participating 

  

                     
  

Figure 3 Family setting of the patients 
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Figure 4 Family Members per Patient 
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Figure 5 Previous Consultations 

  

            
Figure 6 Reasons Behind Delay 

  

Table 1 Gender of Participants 

Gender  Frequency  Percent  

Male  19  38  

Female  31  62  

Total  50  100  

  

Table 1 Presence of emotional trauma in family 

  Frequency  Percent  

Yes  29  58  

No  21  42  

Total  50  100  

Table 2 Duration of Delays 
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Delay  Frequency  Percent  

Less than 6 months  21  42  

6 months to 1 year  23  46  

More than 1 year  6  12  

Total  50  100  

  

Table 4 Gender and Marital status of participant 

Gender  

Marital status of patient  

Total  
Unmarried  Married  

Male  11  8  19  

Female  10  21  31  

Total  21  29  50  

  

Table 5 Gender and Family setting of participant 

Gender  

Family setting of patient  

Total    

 Joint Family  Seperate Family   

Male  13  6  19  

Female  19  12  31  

Total  32  18  50  

  

  

 
Figure 7 Association of duration of delay with gender of participants. 

  

Table 6 Chi-Square test for Correlation between delay duration and gender. 

  Value  df  Asymptotic Significance (2-sided)  
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Pearson Chi-Square  4.181a  2  .124  

Likelihood Ratio  4.223  2  .121  

Linear-by-Linear Association  4.084  1  .043  

N of Valid Cases  50      

a. 2 cells (33.3%) have expected count less than 5. The minimum expected count is 2.28.  

  

  

DISCUSSION:  

In this study 62% (31) of the subjects were females 

and 38% (19) were males. A similar Study conducted 

in Hindukush mountains of north west frontier showed 

that more prevalent depression and anxiety was in 

females with 46% and males had 15%.45 A study 

conducted in UK showed that married women with no 

jobs outside home were more likely to suffer from 

mental health issues46, this was supported by our 

findings as 22% of the patients were housewives. 

According to our study 64% of patients were from 

joint family systems and 36% were from separate 

family systems. This finding goes along the study 

conducted on females living in joint family systems 

which reported that role of interference by in-laws in 

daily life had greater impact of stress and anxiety.47 

On the other hand it is opposed by a study conducted 

on elderly patients who were more prone to depression 

in separate household systems.48 About 72% of the 

subjects in this study were married females which is in 

favor of the previous study conducted on married 

females, which reported that they are usually burdened 

with child care along with household chores alone 

which makes them more susceptive to depression.49 

Also conflict with husband 80% and conflict with in 

laws 43% lead women to have more suicidal 

thoughts.50 Here 50% of the patients in this study 

reported that they never considered their current state 

a problem and 28% considered it a problem but not big 

enough to seek help. 12% were afraid of stigma in 

society. Only 6% had financial constraints and 4% had 

transport issues. In Japan low perceived need for 

seeking treatment was reported to be a reason for delay 

in 63.9% patient. Considering the problem small and 

trying to resolve on own was also present as a factor 

in 68.8% patients. Also, women and younger age 

patients had more issues in seeking professional care 

at the right time because both are dependent on 

others.51 Many people reported that they would be 

embarrassed if their friends got to know about their use 

of mental health services which led them to avoid 

getting treated as per the study conducted in USA & 

Canada.52.  

 

CONCLUSIONS:  

Our study concluded that main reason for delay in 

seeking professional care was the lack of awareness 

among people as half of the patients never considered 

their mental state a problem and tried to live on their 

life. Others who did recognize it a problem didn’t seem 

to pay much attention as they thought it wasn’t big 

enough and tried to solve it on their own. They do not 

realize due to the lack of knowledge that this kind of 

problem is treated by a psychiatrist or a psychologist. 

The largest gap between onset of symptoms and 

seeking professional care was of six years.  
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