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The sub-speciality which deals with the interface of
law and Psychiatry is known as Forensic Psychiatry. A
forensic psychiatrist treats the mentally disordered within
the criminal justice system. The type of mental disorders
seen can range from anti-social personality disorder,
psychotic illnesses, bipolar affective disorder, sexual
offenders, and learning disability to co-morbid substance
misuse. The type of offending behaviour also varies and
can include shop-lifting, arson, theft, domestic violence,
verbal threats, physical assaults, sexual offending, man
slaughter and homicide. Unfortunately the sub-speciality
of Forensic Psychiatry is almost non-existent in Pakistan.1

But is there evidence to suggest that such a service is
required?

Prisons came into existence for mainly four reasons;
deterrence, retribution, incapacitation and rehabilitation.2

Before we embark on the issue of the feasibility of forensic
units, there is one question that needs to be answered.
Whether people with mental disorders can be violent
compared to the general population? In the context of some
studies done in the 1970's like the Baxstrom case, the risks
of violence were considered either the same as or lower than
the general population.3,4 More recent studies have shown a
different picture. The MacArthur foundation risk
assessment study5 showed that the risk increased
significantly with co-morbid substance misuse and
concluded that the prevalence of community violence by
people discharged from acute psychiatric facilities varies
considerably according to diagnosis and, particularly, co-
occurring substance abuse diagnosis or symptoms.
Similarly the NIMH CATIE study6 also showed prevalence
of any violence amongst Schizophrenic patients as 19%
with 4% reporting serious violence. The study also
demonstrated that positive psychotic symptoms increased
the risk of minor and serious violence whereas negative
psychotic symptoms lowered this risk. Walsh et al7

explained that younger age, learning difficulties, past
history of violence and substance misuse were all factors
contributing to increased risk of violence in those with a co-
morbid psychotic illness. It is also important to note that the
mere presence of mental disorder is not a risk but active
symptoms are important.

Studies suggest that there is increasing psychiatric
morbidity amongst prisoners. About 10% men on remand

and 14% women prisoners had signs of a psychotic illness.
While 59% men and 76% women on remand had signs of
a neurotic illness.8 The risk of suicide also increases in
prisons.7 There are also confounding factors within the
prison environment which can exacerbate mental
disorders.7,8 There is accumulating evidence that the
effects of psychosis on risk of violence are much greater
for women than for men.9 Men are more likely to have
been under the influence of alcohol or using street drugs
and less likely to have been adhering to prescribed
psychotropic medication, prior to committing violence.
Women are more likely to target family members and to be
violent at home.9,10

There are no official figures of the number of
mentally disordered prisoners in Pakistan but anecdotes
from mental health professionals working there suggests
that psychiatric morbidity in prisons has been steadily
increasing. There are many factors which may contribute to
this but violent laws and delayed justice can be the front
runners. There is also a critical problem of overcrowding in
Pakistani prisons. The government statistics11 in 1996
showed a distressing 74,483 persons in prison nationwide
against a total capacity of 34,014. This problem was most
severe in Punjab, which compared a prison population of
47,835 people to a capacity of 17,271. These prisoners also
face regular physical, emotional, sexual and psychological
abuse.17 The brutality of the law enforcement agencies in
handling alleged offenders has also been observed. One
study of juvenile prisoners12 concluded that 59.7% had been
subjected to major torture (severe beatings, electric shocks,
hanging, cheera, cuts, and burns) and 18.9% to minor
torture (slapping, verbal abuse, food deprivation, solitary
confinement, and being forced to maintain uncomfortable
body positions), while in police custody.

There is generally a lot of stigma attached to
Psychiatry and mentally ill patients in Pakistan. Thus
forensic patients could face dual stigma in our society. They
would be subjected to disdain attitude by the community
because of having a serious mental illness and deemed
guilty because of their history of having committed a
criminal offence. Even without this, persons with the
psychiatric disabilities, have been socially isolated from
community residents. Moreover, expectation of rejection by
individuals with mental illnesses are inversely related to
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psychological integration, or the sense of community
belonging.13,14

In the UK, hospitals which deal with the mentally
disordered in conjunction with the criminal justice system
are known as forensic or secure units. They are divided into
low, medium and high secure units and patients are placed
into them according to their index offence (crime
committed), level of risk and patient needs. These
units/hospitals are not different from a normal psychiatry
unit apart from the level of security. They offer biological
treatments as well as psychological therapies, occupational
therapy and rehabilitative services. 

In Pakistan there needs to be structural changes.15

We have come a long way from people being chained in
"mad houses" to being accepted as patients and identifying
their illnesses as biological rather than theological in origin.
But there is still a lot to do. In the public sector there were
around 2000 beds in three asylum-like hospitals based at
Hyderabad, Lahore and Peshawar in 1947 compared to
2940 now.1 Some sparse medical care is provided to
prisoners in health units within the prison but they do not
cater to the specific needs of psychiatry. 

The legal system offers no real relief and such
patients get lost owing to ineffective laws and inefficient
law makers. There is a pathological delay in the time frame
till a case is resolved. This is attributed to over-populated
prisons and the failure of police to complete investigations
within the time periods prescribed by law, the restrictive
application of bail laws, the frequent adjournment of
hearings, understaffed and underutilized parole and
probation departments, and a dearth of free legal
representation.16 This defect in the criminal justice system
can be associated with the increased incidence and further
exacerbation of mental disorders within our prisons.
Pakistan is also one of the few countries in the world which
has three parallel legal systems, the criminal courts, the
tribal courts and the anti-terrorism courts, which further
complicates the picture.

There is a need to abolish these asylum type
hospitals and set up small hostel - like accommodations in
every district.15 These hostels can then be linked to the
department of psychiatry at teaching hospitals, helping to
divert the direction of institutions to community. This would
help to train a new breed of mental health workers, who can
be part of teams which could then be further developed to
work as in-reach services into the prisons. Consultant
psychiatrists can be identified who would be responsible for
covering different geographical areas within cities, towns
and villages. These teams would function under the
guidance of these consultants. They can run weekly clinics
in prison and report back to the consultant as part of a

multidisciplinary team meeting. If they encounter more
complex cases, then an appointment with the consultant
should be set up to see them in the prison setting.

Integrated mental health and criminal justice service
systems from the UK can be developed by incorporating
probation officers13 (an officer of a court who supervises
offenders placed on probation) as team members. This
promotes effective communication and has proved
strategically important in preventing unnecessary
incarceration, by using legal leverage to promote treatment
adherence. A similar model can be adopted in Pakistan with
certain changes to suit local needs. 

Such changes would require great efforts and
support from the medical community (particularly
psychiatrists) in Pakistan. There is always a 'clear and
present danger' of such projects being left in doldrums by
lack of political will and government procrastination. It can
also be difficult to overcome such hurdles, due to the
constantly evolving political system. But regardless of our
environment, there have been multiple success stories of
courage in different aspects of life in our country. Can we
learn lessons from them?

Would it be useful if psychiatrists in Pakistan were
encouraged to attend short courses on mental health
specific to prison population and Law? Can we address the
shortage of forensic psychiatrists by providing special
incentives to psychiatrists who would like to attain
academic qualifications in law as well? Is there further
scope to develop the criminal sections of the Mental Health
Ordinance, 2001? Will it be useful to also encourage
lawyers to develop special interest in mental disorders and
related laws? How constructive will it be to run workshops
for the lawyers? It is imperative now, that we begin to
develop such services in Pakistan, where the magnitude of
mental disorders in prisons are unknown. This will not only
help the patients but also decrease offending by this patient
group.

Last but not the least; we should promote awareness
that, the government should not let prisons become a
breeding ground for mental disorders. Indeed Article 14 (l)
of the Constitution of Pakistan reads that: "The dignity of
man... shall be inviolable."17
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Abstract

Objective: To assess the general practitioners (GP) knowledge regarding the diagnosis and initial drug therapy

for acute myocardial infarction (AMI).

Methods:  A questionnaire-based survey was conducted in randomly selected GPs of Karachi. Doctors working

in community as GPs who were registered medical practitioners having a Bachelor of Medicine & Bachelor of

Surgery degree were included in the study. Doctors working at tertiary care facilities or having a post graduate

degree or post graduate training in a specialty other than family medicine were excluded from the study.

Results:  A total of 186 GPs participated in our study. GPs who studied research journals were 2.33 times more

likely to investigate serum cardiac troponins levels for the diagnosis of AMI compared to those who did not study

research journals (P = 0.02). Twenty six percent of the GPs said that they would refer a patient with suspected

AMI without treatment, while 76% said that they would consider some treatment prior to referral. Fifty eight

percent of the GPs identified ST segment elevation myocardial infarction (STEMI) of <12 hours duration as an

indication of thrombolysis while 28% identified posterior wall AMI as a thrombolytic indication.

Conclusion: GPs, although adequately aware of the presenting features of AMI, were lacking in knowledge

regarding the means for confirmation of diagnosis, initial drug therapy and were less likely to carry management

steps in their practice (JPMA 59:118; 2009).

Introduction

Coronary Artery Disease (CAD) has become a leading
contributor to morbidity and mortality in most countries.1 Its
rise of epidemic proportions in the developed countries has been
well documented.2 But the emergence of this epidemic in the
developing countries during the past two to three decades has
attracted lesser comment and public health response, even
within the healthcare enterprises of these nations. It is not

commonly realized that at present, the developing countries
contribute a greater share to the global burden of CAD than the
developed countries.1 Although this high burden of CAD deaths
in itself warrants attention, a greater cause for concern is the
early age of CAD deaths and the projected rise in CAD
mortality rates in the developing world over the next 25 years.3

The majority of patients in Pakistan present to their local
General Practitioner (GP) for most medical complaints.4 Patients
prefer GPs as they are easily accessible and probably because of


