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PREFACE. 
 

 

 
Disability is not a curse. However, persons with disabilities are often unfortunately treated with contempt 
and hatred. In Bangladesh, despite concerted efforts and tangible steps taken by the Government and 
civil society alike, the situation for persons with disabilities has not improved as desired. ADD 
International has been working in Bangladesh since 1995. Our mission is to increase the inclusion of 
persons with disabilities in all areas of life. We are an ally to the global disability movement, supporting 
persons with disabilities to realize their rights and deepen their participation in mainstream development. 

 
ADD works directly with Self-Help Groups (SHG) and Organisations of Persons with Disabilities (OPD). 
We support them to raise awareness of disability rights, disability issues and to create an inclusive 
culture in their society. 

 
As part of the Bangladesh Country Strategy, ADD has been working with one of the most neglected and 
deprived groups - persons with psychosocial disabilities (PPD). Together with our partners, we are 
challenging mental health stigma, negative stereotypes and discrimination. We are working to raise 
community awareness and undertake national advocacies to help OPDs identify people with 
psychosocial disabilities, integrate them in development initiatives, and access support services. 

 
The Community based Mental Health of Children and Youth at Risk and Support Services is a four- year 
project financed by Comic Relief, UK. The aim of this baseline survey is to understand the current context 
of mental health in the project locations. The study captures peoples’ understandings and perceptions on 
mental health issues as well as available services. The baseline has also, to some extent, focused on the 
mental health impact of the COVID 19 pandemic. 

I would like to acknowledge Nasirullah Psychotherapy Unit (NPU), Clinical Psychology Department of 
University of Dhaka, for undertaking this important work with our other project partners - Innovation 
and Wellbeing Foundation, Disabled Child Foundation and ADD International Bangladesh (the project 
holder). Findings from the baseline survey were disseminated in a virtual sharing meeting, and we have 
been very happy to receive comments/ feedback from participants. The lead survey researcher, Mr. 
Omor Faruq, has done his best to collect and incorporate as much information as possible and make this 
survey a valuable source of reference and analysis. 

Mental health and psychosocial disability is a global phenomenon. The situation in Bangladesh demands 
more attention and intervention from the Government and private organizations. I hope this study will 
assist work on this issue and much needed collaborations. I would also like to thank all the participants 
particularly our OPD members, schools, partner organizations, and ADD staff members for their untiring 
engagement in the survey process, despite the pandemic situation. 

 
Md. Shafiqul Islam  

Country Director 

ADD International Bangladesh 
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BACKGROUND. 
 

Mental health problems in children and 

young people have gained considerable 

attention as a global public health 

concern (Boyer et al., 2013). 

Approximately 20% of children and young 

people are suffering from mental health 

problems alongside chronic conditions 

(Gutmann et al., 2019). 

The World Health Organization (WHO) has 

predicted that by the end of 2020 mental health 

problems among children and young 

 

people will increase by 50% worldwide 

(Boyer et al., 2013). 

Children with disabilities are three to four times 

more likely to experience mental health problems. 

Children with psychosocial or intellectual 

disabilities are more likely to experience violence 

including sexual violence than children with other 

types of disabilities or without disabilities (World 

Health Organization, 2015). 

 
 

 

Mental health problems can impact people 

irrespective of age, socioeconomic status, 

or geographical location. 

It is an issue that requires considerable 

attention in both urban and rural contexts. 

Mental health issues among children, 

adolescents, adults, and the elderly are of 

grave concern in Bangladesh. 

Recent evidence suggests that 13.6% of 

children and young people (age 7-17) suffer 

from mental health problems (National Mental 

Health Survey Bangladesh, 2019). 

The prevalence of mental illness, including 

suicidal ideation or suicide attempts, is higher 

among boys than girls (National Mental Health 

Survey Bangladesh, 2019; Bangladesh 

Demographic & Health Survey, 2014). 

Evidence suggests that signs of mental 

distress can be seen during childhood and 

adolescence. Early interventions can 

potentially reduce the impact of distress 

across the life course (Kessler et al., 2007). 

Many children and young people with mental 

health problems in Bangladesh remain outside 

of mental health care. This lack of support can 

mean problems escalate and intensify. To 

address children and adolescents' mental health 

issues, initiatives, especially community-based 

approaches at the grassroots level, are 

necessary. 

The unprecedented COVID-19 crisis has 

increased mental health problems for many 

people. 

Like other countries, Bangladesh went into 

lockdown. The prolonged stay at home, 

restricted movement and entertainment 

opportunities, the closure of educational 
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institutions, and income and job losses all 

contributed to people’s heightened distress 
during the pandemic. 

The ongoing pandemic has escalated the risk 

of developing mental health problems such as 

posttraumatic stress disorder (PTSD), 

depression, suicidal ideation, anxiety (Yeasmin 

et al., 2020; Islam et al., 2020; Mamun et al., 

2020; Banna et al., 2020), and domestic 

violence (Sediri et al., 2020; Maiti, Rai, & 

Biswas, 2020). 

Addiction to social media and the internet and 

exposure to abuse and family violence were also 

reported as risk factors leading to heightened 

mental health problems during the pandemic 

(Rahman, Lassi & Islam, 2020). 

The pandemic has taken a heavy toll on 

children and young people with disabilities. This 

present study aims to understand this impact 

using a mixed-methods approach. 

ADD International Bangladesh, along with our 

partners - Nasirullah Psychotherapy Unit (NPU), 

Innovation for Wellbeing Foundation (IWF) and 

Disabled Child Foundation (DCF) – implemented 

this work. 

We want to bring about systematic changes to 

the Bangladesh mental health system - from 

tackling stigma to strengthening family and 

community engagement and service provider 

capacity. 

We hope results from this study can help 

improve access to quality mental health services 

for children and young people with mental 

health (CYMH) issues or those at risk. We want 

to facilitate increased support from families, 

communities, and organizations of persons with 

disabilities 

(OPDs) within an inclusive and empathetic 

environment. Bangladesh needs more equitable 

and accessible community mental health care 

provided by the government and non-

government organisations. 

Data collection for this study took place in parts 

of Dhaka City Corporation, Bagerhat, and 

Jashore districts. A community consultation 

conducted by ADD International in December 

2018 found that poverty, natural disasters, and 

disability contribute to the compromised 

psychological well-being of children and young 

people who refrain from seeking care and suffer 

abuse and social exclusion in these areas. 

Findings indicated that a community-based 

approach to ensuring quality mental health for 

children, young people and at-risk people was 

required. 

Overall Objective. 

The overarching objective of this study is to gain 

insight into the mental health status of CYMH 

and at-risk groups in marginalized communities. 

We also explored the impact of COVID-19 on 

children, young people, and adult mental health 

and the available community services to address 

these challenges. 

Specific Objectives. 

The specific study objectives were: 

• To understand the mental health status 

and risks among CYMH and to assess 

mental health-related stigma and 

discrimination among family 

member/caregivers, community leaders. 
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• To explore the help-seeking behaviour 

of CYMH within the project locations. 

• To identify the services available for 

mental health care in the project 

locations. 

• To assess the strengths and capacities 

of mental health service providers 

within the Government, NGOs, 

educational institutions, community 

leaders, and OPDs in the project 

location. 

• To understand the impact of COVID- 19 

on CYMH. 

• To explore challenges and opportunities 

for implementing the Mental Health Act 

and other related policies. 

• To recommend strategies to be 

incorporated into the project 

program. 

Several recommendations were made 

based on the study findings. 

Overall Approach. 

The study followed a mixed-methods approach. 

The study recruited 640 participants for the 

quantitative work and another 76 participants 

took part in focus groups and key informant 

interviews. Three participants did not give 

permission for their data to be used, leaving a 

total sample size of 713 participants. 

Quantitative. 

Quantitative work examined mental health 

stigma among family members, caregivers, 

community leaders, and health care providers. 

Quantitative work investigated anxiety, 

depression, stress, well-being, and 

mental health status, including feelings and 

moods of children and young people. 

a) Quantitative measures: Days’ Stigma 
Scale (Day, Edgren & Eshleman, 2007), 
Short Mood and Feeling Questionnaire 
(SMFQ) (Deeba, Rapee & Prvan, 2015), 
WHO-5 Wellbeing Index (Faruk, Alam, 
Chowdhury & Soron, 2020), and DASS- 21 
(Alim et al., 2017) were used as 
psychometric measures. DASS-21 
demonstrated satisfactory psychometric 
properties with Cronbach’s alpha for 
depression, anxiety, and stress were 
0.987, 0.957, and 0.964 respectively. The 
WHO-5 Well-being Index was validated 
among the general population in 
Bangladesh and yielded satisfactory 
psychometric properties. The index 
demonstrated test-retest reliability, 
r=0.713, divergent validity, r=-0.443 (with 
respect to the Bangla version of Perceived 
Stress Scale), and concurrent validity, 
r=0.542 (with respect to the Bangla 
version of Warwick-Edinburgh Mental 
Wellbeing Scale). The Cronbach’s alpha for 
SMFQ was found to be 0.80. The 
psychometric properties of the Days’ 
Stigma Scale could not be found. A total of 
640 participants took part in the survey. 
The data collectors received prior training 
on data collection. 

Qualitative. 

Qualitative methods were used to explore 

people’s awareness of mental health 

problems, help-seeking behaviour, the 

strengths and capacities of health care 

providers, and the challenges and 

opportunities for implementing relevant 

mental health policies. 
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b) Qualitative approach: Semi- 
structured interviews exploring mental 
health awareness, help- seeking 
behaviour, attitudes toward mental 
illness, available community services, 
and the impact of COVID- 19 on 
mental health. The primary mode of 
this approach was focus group 
discussions (FGD) and key informant 
interviews (KII). Eight FGDs were 
conducted with six participants in each. 
16 KIIs were conducted in eight 
different locations of Dhaka, Jessore, 
and Bagerhat. Family members, 

caregivers, and community leaders 
participated in the FGDs whereas 
health care providers and local 
government representatives comprised 
participants in KIIs. The semi-
structured topic guides were prepared 
through a mind-map exercise and was 
piloted on 15 participants in Dhaka and 
Bagerhat. The topic guide was modified 
based on the suggestions, observations, 
and findings of the pilot. Four persons 
were trained in conducting the FDGs 

and KIIs. 
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FINDINGS. 
 

 

  Quantitative Approach.  

The following section represents the 

quantitative study design, including 

an overview of the methods, analysis 

and results. 

A total of 640 participants (320 children and 

adolescents and 320 adults) were recruited from 

eight zones using cluster sampling techniques. 

Various psychometric tools were used to 

measure levels of anxiety, depression, stress, 

well-being, stigma, mood and feeling. The 

tools were validated and translated taking 

the Bangladeshi culture into account. 

The questionnaires were administered by a 

group of trained research assistants. 

Results indicated several issues such as ideas 

about mental health problems, the impact of 

COVID-19 on mental health, and gender 

differences of anxiety, depression, stress, well-

being and mood and feeling. 

Study design. 

This study was conducted in three wards in 

Dhaka (Badda, Khilgoan, and Bauniabad, 

Jashore Sadar) and four zones in Bagerhat 

(Bagerhat Sadar Upazila, Shatgambuz and 

Gotapara Union, and Bastali and Rampal 

Union). The areas were divided into several 

clusters from which the study areas were 

 
 

 
randomly selected. 

Participants were split into three age 

categories: 

1. Participants aged between 5-10 years 

2. Participants aged between 10 -18 years 

3. Participants aged between 19-30 years 

Participants were recruited purposively in the 

areas under study. 

Participants. 

Children, young people, and adults comprised 

the main sample of the study. However, the 

study also recruited community leaders, 

government and NGO health and mental health 

service providers to assess strengths and 

capacities and explore challenges and 

opportunities for implementing the mental 

health act and policies for community people. 

Family members or caregivers of children and 

adolescents were also recruited to assess 

awareness, stigma and discrimination 

associated with mental health. 

The following table represents the locations and 

gender split of participants. 
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Table 1 

Representation of participants in terms of sex across the project areas 
 

Location Zone Child 

(Male) 

Child 

(Female) 

Adult 

(Male) 

Adult 

(Female) 

Total 

Dhaka Badda 

Khilgoan 

Bauniabad 

20 

20 

20 

20 

20 

20 

20 

20 

20 

20 

20 

20 

80 

80 

80 

Jessore Jessore 

Sadar 

20 20 20 20 80 

Bagerhat Shatgambuz 20 20 20 20 80 

 Union      

 Gotapara 20 20 20 20 80 

 Union      

 Bastali 20 20 20 20 80 

 Union      

 Rampal 20 20 20 20 80 

 Union      

 Total     640 
 

Materials. 

The following psychometric measures were 

used: DASS-21 (Alim et al., 2017), WHO-5 Well-

being Index (Faruk et al., 2020), Short Mood 

and Feeling Questionnaire-Child form (Deeba, 

Rapee & Prvan, 2015) completed by 

parents/caregivers to report on their child’s 
mood, and Day’s Mental Illness Stigma Scale 

(Day, Edgren & Eshleman, 2007). 

Demographic information forms were also 

used. 

Procedures. 

The study measures were piloted in Dhaka and 

Bagerhat to review data collection times and 

participants comprehension of measure. Some 

of the items on the stigma scale seemed to be 

confusing for some participants. However, with 

additional clarification they seemed to 

understand the meaning of the items. It was also 

found that the survey took approximately 50 

minutes 

to complete. Participants completed a consent 

form prior to their participation. Permission from 

parents or legal guardians for children and 

young participants was also sought. A thumb 

mark was used for participants with no literacy. 

The data collectors received in-depth training 

on data collection procedures. 

Ethical Approval. 

The research ethics committee of the 

Department of Clinical Psychology, University of 

Dhaka, Bangladesh approved the study. Strict 

COVID-19 safety protocols were put in place. 

Disability etiquettes such as using dignified 

words for children, adolescents, and adults with 

disabilities while carrying out the study were 

also taken into consideration. Gender balance 

was ensured through the equal representation 

of male and female participants in the study. 
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Data analysis. 

Demographic data was analysed via 
descriptive analysis. An independent sample t 
test was used to compare the gender 
difference in the level of stigma, depression, 
anxiety, stress, wellbeing, and mood and 
feeling. PASW 18 (SPSS Inc., 2009) was used 
to analyse the data. 

 Results.  

The mean age of adult participants was 
23.26 (SD=3.98) and 12.35 for children and 
young people (SD=3.28). Other demographic 
properties are presented in the following table. 

 

 

Table 2 

Demographic characteristics of children, young, and adult participants 
 

Adults Children and Young 

Variables N (%) N (%) 

Sex   

Male 160 (50%) 160 (50%) 

Female 160 (50%) 160 (50%) 

Occupation   

Service Holder 55 (17.2%) 149 (46.6%) 

Business 29 (9.1%) 1 (.3%) 

Unemployed 31 (9.7%) 18 (5.6%) 

Student 111 (34.7%) 139 (43.4%) 

Housewife 82 (25.6%) 13 (4.1%) 

Marital Status   

Married 131 (40.9%) 3 (.9%) 

Unmarried 178 (55.6%) 314 (98.1%) 

Divorced 5 (1.6%)  

Type of Disability   

Physical 49 (15.3%) 46 (14.4%) 

Intellectual 17 (5.3%) 24 (7.5%) 

Others 18 (5.6%) 19 (5.9%) 

No disabilities 233 (72.8%) 226 (70.6%) 

 

Help-Seeking behaviour. 

The following sections represent the major 

findings regarding help-seeking behaviour for 

mental health problems including the ideas 

and plans for mental health problems, and the 

impact of COVID-19. 

a) Service seeking behavior: Adult 

perspectives. 76 (23.8%) participants 

received treatment whereas 238 
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 ai) Ideas about mental health problems  

The following ideas relating to mental health 

problems were expressed. 70% of 

Table 3 

mental health problems were understood to 

stem from physiological reasons. 

Although superstitious ideas such as mental 

health as the result of possession, a curse, or 

evil spirits accounted for lower percentages 

compared to other options, the findings suggest 

that stigma and myths prevail. 

Ideas of mental health problems and the corresponding frequencies 
 

SL No. Origin of Mental Health Problems Frequency % of 

cases 

1 It is caused by the possession of evil spirits 48 15.09 

2 It is a curse of the Almighty 61 19.18 

3 Pretentious behaviour 23 7.23 

4 Congenial/genetically transmitted 169 53.14 

5 Due to physiological reason 224 70.44 

6 Someone has done something evil 46 14.47 

7 Problems in the head 210 66.04 

8 The environment can cause mental health problems 190 59.75 

 

 
 
 

When participants were asked what they 

would do in the case of future mental 

health problems in the family, seeing a 

psychiatrist and psychologist were the most 

popular response. 

 

Table 4 

Plans for future mental health problems and the corresponding frequency. 
 

SL 

No. 

Plan for mental health problems Frequency % of 

cases 

 

1 Will not do anything 15 4.7  

2 Will go to a pharmacy 68 21.32 

3 Will seek the guidance of relatives or neighbours 152 47.65 

4 Will go to the Upazila Health Complex 156 48.9 

5 Will see a private doctor 134 42.01 

6 Will see a psychiatrist 247 77.43 

7 Will go to a shaman (Ojha in Bangla) 23 7.21 

8 Will go to a traditional healer (kabiraj) 61 19.12 

9 Will see a psychologist 139 43.57 

 (74.4%) did not receive any treatment 

for mental health problems. 

aii) Plans for future mental health 

problems 
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Table 5 

Parents or caregivers reported several ideas 

responsible for mental health problems among 

children and young people as represented in the 

following table: 

Ideas deemed responsible for mental health problems among children and young people 
 

SL 
No. 

Ideas about mental health problems 
Frequenc

y 
% of 
Cases 

1 It is caused by the possession of evil spirits 58 18.18 

2 It is a curse of the Almighty 70 21.94 

3 Pretentious behaviour 11 3.45 

4 Congenial/genetically transmitted 142 44.51 

5 Due to physiological reason 211 66.14 

6 Someone has done something evil 55 17.24 

7 Problems in the head 199 62.38 

8 Environment can cause mental health problems 169 52.98 

bi) Caregiver’s perspectives of children 
and young people’s mental health 

problems. 

b) Service seeking behavior: Children 

and young perspectives. 49 (15.3%) 

children and young people received 

mental health care. 82 (25.6%) family 

members of the children and young 

people received mental health care. 
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People described the following plans in case of 

any mental health problems among children and 

young people: 

 
 

Table 6 

Plans for mental health problems among children and young people. 
 

SL 
No. 

Plans for mental health Frequency % of Cases 

1 Will not do anything 6 1.88 

2 Will go to a pharmacy 57 17.81 

3 Will seek guidance of relatives or neighbours 161 50.31 

4 Will go to the Upazila Health Complex 167 52.19 

5 Will see a private doctor 145 45.31 

6 Will see a psychiatrist 250 78.13 

7 Will go to a shaman (Ojha in Bangla) 34 10.63 

8 Will go to a traditional healer (kabiraj) 61 19.06 

9 Will see a psychologist 109 34.06 

bii) Perspective of children and young 

people: Plans for future mental health 

problems. 
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Table 7 

Aspects of children and adolescents’ life seriously impacted by COVID-19 
 

SL No. Aspects Frequency 
% of 
Cases 

1 
Behaviours or normal daily activities get affected 

Education gets hampered Sports or entertainment 

gets impacted 

 
Communication with friends and others is affected 

174 55.06 

2 283 89.56 

3 219 69.3 

4 154 48.73 

 

Adults were also adversely impacted by the 

sudden onset of the pandemic. The following 

areas of life were severely affected by the 

pandemic: 

• 60.94% people reported that their 

personal life was the most impacted 

area of life during the pandemic. 

• Occupational life was severely 

impacted for 69.37% people. 

• 55% people reported that education 

was the most impacted aspect of their life 

during the pandemic. 

• 38.13% people reported relationship as 

the noteworthy area where the 

pandemic had an adverse impact. 

• 86.25% people reported that their 

financial ability had been profoundly 

impacted. 

• 25% people reported recreation as 
severely hit during the pandemic. 

 

 

Both the physiological and psychological 

wellbeing of adult participants were impacted 

by COVID-19 as documented by the following 

tables. 

c) Impact of COVID-19 on different 

areas of life: Children, 

adolescents, and adults. Only two 

adult 

participants (0.55%) and one child 

participant (.3%) had COVID-19. 

ci) Adult participants perception of 

the impact of COVID-19 on mental 

health 
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Table 5 

Impact of COVID-19 on physiological and psychological wellbeing 
 

SL No. Issue

s 

Yes No Not Certain 

1 My mental health has deteriorated 223 (69.7%) 45 (14.1%) 50 (15.6%) 

2 My daily activities have been seriously impacted 246 (76.9%) 52 (16.2%) 21 (6.6%) 

3 I feel sadder than before 212 (66.2%) 60 (18.8%) 47 (14.7%) 

4 I worry more than before 247 (77.2%) 31 (9.7%) 40 (12.5%) 

5 My health is worse than before 140 (43.8%) 139 (43.4%) 41 12.8%) 

 
Different aspects of life were reported as 

impacting the mental health of children and 

young people by themselves and their parents 

or caregivers. 

 

Table 2.7 

Representation of physiological and psychological wellbeing 
 

SL No. 
Issue

s 
Yes No Not Certain 

1 His/her mood is worse than before 211 (65.9%) 70 (21.9%) 39 (12.2%) 

2 
His/her activities has been seriously 
impacted 

212 (66.2%) 63 (19.7 %) 42 (13.1%) 

3 He/she is more restless than before 198 (61.9%) 97 (30.3%) 25 (7.8%) 

4 His/her health is worse than before 
134 

(41.9%) 

145 

(45.3%) 
41 12.8%) 

 

 

This study found that on average female participants of focus groups and key informant interviews had 

higher stigma (125.77 ± 25.74) than men (116.24 ± 25.83). An independent t- test showed that the 

differences were not statistically significantly different t(71) = -1.578, p = 0.119. 

cii) Children and young people’s 

perceptions of the impact of COVID-19 

on their mental health 

d) Gender comparison: Stigma, Anxiety, Depression, Stress, Well-being and Mood and  

Feeling 
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Table 2.8 

Results comparing mental health outcomes between the two genders in adults, children and young 

people. 

 
  Male 

M 

 

SD 

Female 

M 

 

SD 

 

t(318) 

 

p 

Cohen’s 

d 

Adults        

Stigma 125.64 23.01 128.69 20.97 -1.237 .217 0.14 

Depression 8.13 4.49 8.57 4.20 -0.912 .362 0.10 

Anxiety 8.46 4.53 9.58 4.56 -2.201 .028* 0.25 

Stress 7.25 4.93 8.43 4.38 -2.266 .024* 0.25 

WHO Well 11.57 5.26 10.86 5.07 1.233 .218 0.13 
Being        

Children and 
       

Young        

Mood and 8.97 5.51 9.16 5.57 -0.313 .755 0.03 
Feeling        

*p < 0.05 

Note. Mean parameter values for each of the analyses are shown for men (n = 160) and women (n = 

160), as well as the results of t tests (assuming equal variance) comparing the parameter estimates 

between the two genders. 

Table 2.9 

Comparison between persons with physical disabilities and intellectual disabilities 
 

Indicators F t df p Mean Difference 

Stigma 0.073097 -0.49389 64 0.62 -2.87035 

Depression 2.320167 -0.36784 64 0.71 -0.44658 

Anxiety 0.715576 0.748115 64 0.46 1.068427 

Stress 1.026426 -0.2335 64 0.82 -0.32413 

Well-being 1.187461 2.440114 64 0.01* 3.495798 
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Table 2.10 

Comparison between persons with physical disabilities and persons with no disabilities 
 

Indicators F t df Sig. (2-tailed) Mean Difference 

Stigma 1.482 1.544 280 .124 5.353 

Depression .272 2.588 280 .010* 1.720 

Anxiety 1.300 4.040 280 .000* 2.816 

Stress .006 3.580 280 .000* 2.507 

Well-being .034 -.321 279 .749 -.262 

 
Table 2.11 

Comparison between persons with intellectual disability and persons with no disabilities 
 

Indicators F t df Sig. (2-tailed) Mean Difference 

Stigma 0.212 1.465 248 0.14 8.224 

Depression 1.641 1.985 248 0.04* 2.166 

Anxiety 3.27 1.58 248 0.11 1.747 

Stress 1.761 2.506 248 0.01* 2.831 

Well-being 1.239 -2.936 247 0.00* -3.758 

 

Findings suggest that there is no difference 

between men (M=125.64, SD=23.01) and 

women (M=128.69, SD=20.97) in levels of 

stigma about mental health. Both male and 

female participants have a similar degree of 

stigma consistent with the findings of the 

National Mental Health Survey, 2019. 

Findings also suggest no sex difference in 

rates of depression - men (M=8.13, 

SD=4.49) and women (M=8.57, SD=4.20). 

However, anxiety and stress were found to 

have a gender difference. Females suffer more 

stress and anxiety than men. The 

effect size for anxiety and stress (d = 0.25) 

was found to fall within Cohen’s (1988) 
convention for a small effect (0.20 ≤ d ≤ 

0.50). Wellbeing levels had no significant 

gender difference. 

Findings for children and young people suggest 

that there is no significant gender difference 

between boys (M=8.97, SD=5.51) and girls 

(M=9.16, SD=5.57) in reporting their mood and 

feelings (p<0.05). 



21 | P a g e  

  Qualitative Approach  

A qualitative research approach was 

chosen to explore participants 

experiences and observations. Focus group 

discussions (FDGs) and key informant 

interviews (KIIs) were conducted to 

collect the data. 

Study design. 

The procedures followed to recruit 

participants, collect, and analyse the data are 

described here. 

Participants. 

A total of 48 participants took part in eight 

FGDs in Dhaka, Jessore, and Bagerhat. 

Participants included family members, 

caregivers, and community leaders. 

16 KIIs were conducted with 32 participants in 

the same locations. Participants were health 

care providers and local government 

representatives. 

Participants were selected purposively based 

on their expertise (Lincoln & Guba, 1985, p. 

234). Participants were provided with a 

consent form prior to their participation. A 

thumb mark was used for illiterate participants. 

Project coordinators of each OPD conducted 

the FGDs and KIIs. Training in data collection 

was given to the teams running the FDGs and 

KIIs. 

Data collection methods. 

a) Focus group discussions. 

Focus groups are often used to help gain an in-

depth understanding of social phenomena (O. 

Nyumba, Wilson, Derrick & 

Mukherjee, 2018). The present study 

embraced this approach to discover: 

• ideas and understandings of mental 

health problems, 

• the type and nature of mental 

health problems frequently 

observed 

• attitudes towards mental health 
problems 

• help-seeking behaviours 

• available services in project localities 

• the impact of COVID-19 on mental 

health. 

A semi-structured topic guide was prepared to 

explore key concepts. Semi-structured 

interviews can help provide rich data necessary 

for qualitative analysis (Lofland, 1971). They 

can give participants more room to answer in 

terms of what is important to them (Miles & 

Huberman, 1994) and help to structure and 

control the introduction and flow of topics 

(Mishler, 1986). 

The semi-structured interview guide was 

piloted and modified accordingly. The time 

allocated for each FGD was an hour. 

However, a few FGDs, ran over. An equal 

participation of male and female participants 

was kept in mind during the recruitment 

process. Discussions were audio-recorded in 

order to provide complete transcripts for 

analysis (Rubin & Rubin, 1995; Merriam, 

1998). 

The following table represents the nature of 

participants attending the FDGs in the project 

locations: 



22 | P a g e  

Table 3.1 

Focus groups project locations including the zones, the type and number of participants. 
 

Location Zone 
Type of FGD 

participants 
No. of participants 

Dhaka 

Badda 

Khilgoan 

Bauniabadh 

Family Members 

Community Leaders 

Family Members 

6 

8 

8 

Jashore Jashore Sadar Community Leaders 8 

Bagerhat Shatgambuz Union Family Members 8 

 Gotapara Union Community Leaders 6 

 Bastali Union Family Members 8 

 Rampal Union Community Leaders 8 

Total 60 

 

b) Key informant interviews. 

Key informant interviews (KIIs) began as an 

ethnographic research method. However, they 

are now widely used in other branches of social 

science especially in psychological exploration 

(Marshall, 1996). 

KIIs provide an opportunity to gather 

information from an expert source. The current 

study aimed at understanding the first-hand 

experiences of people who provide health care 

services. Government representatives were also 

included to explore opportunities to implement 

mental health care policies. 

The guidebook used in FGDs was also used for 

the KIIs. Two pilot KIIs were conducted. 

A purposive sampling methodology was 

used. A total of 16 health care providers and 

local government representatives’ 

participated in KIIs across eight project 

areas. 

Data analysis. 

Thematic coding was used to analyse the data. 

Interviews were transcribed by four research 

assistants who received training. 

Open coding was used to extract information 

from the transcribed data. The observed codes 

were categorized into subthemes and broad 

themes. The codes and themes were iteratively 

modified and solidified as the framework 

developed. 

Results. 

The mean age for participants in FGDs was 

40.71 (SD 1.63) and 37 for KIIs (SD 1.13). 

The other demographic properties are 

presented in the following table. 
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Table 3.2 

Demographic information of participants in the FGDs and KIIs 
 

 Type of participants 

FGD (N=57) KII (N=16) 

Variables N (%) N (%) 

Sex   

Male 30 (52.6%) 8 (50%) 

Female 27 (47.4%) 8 (50%) 

Occupation   

Service Holder 23 (40.4%) 16 (100%) 

Business 9 (15.8%)  

Unemployed 2 (3.5%)  

Student 4 (7.0%)  

Housewife 15 (26.3%)  

Marital Status   

Married 48 (84.2%) 15 (93.8%) 

Unmarried 6 (10.5%) 1 (6.2%) 

Divorced 1 (1.8%)  

Widow 
Type of Disability 

2 (3.5%)  

Physical 17 (29.8%)  

Intellectual 2 (3.5%)  

Others 2 (3.5%)  

No disabilities 35 (64.4%) 16 (100%) 

 

The findings from the FGDs and KIIs with 

caregivers and community leaders are 

presented here: 

 

• Unusual behaviours, signs, activities, 

and the way they talk bears testimony 

to mental health problems (17) 

• The internal feelings, processes, and 

thoughts are connected with mental 

health (3) 

• “Mental health care is expensive” (5) 

• Women suffer more than men (12) 

• Excessive tension can cause sleep 

disturbance (6) 

• Frustration, sadness, and 
hopelessness can escalate mental 
health problems (11) 

• “Violent and aggressive patients 
need to be hospitalized as they 

i) General ideas about mental health.  

Key Findings: Women are more prone to 
mental health problems, negative 
affective issues can cause mental health 

problems, getting treatment is 
expensive, lack of openness on mental 

health problems. 
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inflict harm upon themselves and try to 
commit suicide”. 

• “Many people suffer mental health 

problems. They do not eat properly, cut 
their nails, brush their teeth, they are 

aggressive, and short- tempered.” 
• “People with intellectual disabilities (ID) 

have different attitude than people 

without ID. They have little knowledge 

about what’s wrong and right. They do 

what they like. People with ID bring 

serious trouble to the family. Talk 

nonsense, have difficulty maintaining 

relationship, like to be alone, and 

people feel discomfort when they get 

close to each other” 
• “If there is a person in the family with 

mental health problems, it becomes a 
collective problem. All of them need 
separate care and 

guidance. They may need medication if 
the problem is severe. They may need 
to be hospitalized.” 

• “There is always a family discord 

regarding the patient in the family.” 
• “Seeing doctors can help. People can get 

better.” 
• “Mental health is as important as 

physical health. But people are not as 
aware. Around 80-90% people do not 
think about even though mental health 
has deteriorated in about 40% family. 
There should be an openness.” 

• Some people believe people (with 

mental health conditions) are 

possessed by evil spirits. Or someone 

did something bad to him (15) 

  
 

Social service department has a 

provision to help such people, 

however, this is not adequate.” 
• A sense of hopelessness can be seen 

among children and young people due 

to the closure of educational institutions 

(11) 

 

a) Children and young people’s 

mental health problems. 

 

• Children are hyperactive, concentrate 

less and are reluctant to study (6) 

• Disruptive sleep patterns (8) 

• Intellectual disability, “He cannot go to 

school. His parents are worried about 

him. We also feel pity for him. 

b) Adult mental health problems. 

 

“It is a matter of sorrow. My 

daughter-in-law is diagnosed with 

schizophrenia. She got suspicious and 

accuses family members of plotting to 

kill her, she would often file cases 

against them. She would break 

everything and roam around the 

streets. She would not take anything 

besides water. She would 

ii) Types of mental health problems. 

Key Findings: Several mental health 

concerns were reported as frequently 

observed, including intellectual 

disability, hyperactivity, frustration, 

depression, anger, sleep difficulties, and 

substance abuse. 
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discourage others from eating as the 

foods were mixed with poison. She 

would cry for help in the streets saying 

that she was going to be abducted by 

family members. She would tell others 

to remain cautious because someone 

could frame them with drug charges. 

She took harpic (a toilet cleaning liquid) 

one day and told everyone that she was 

going to Allah. She set fire to the house 

one day. Almost everything was reduced 

to ashes by the fire. We broke open the 

door. It is getting expensive to get her 

the treatment. We sold lands for that. 

This puts extra pressure on family 

members. She was in a clinic for 11 

months. She seemed calm after the 

release. Trained persons need to look 

after them.” 

• Domestic violence (women are 

getting beaten up by their 

husbands) (7) 

• Feelings of depressions/excessive 

anxiety/uncertainty over future (19) 

• Sleep difficulties (15) 

• Substance use (9) 

• Intellectual disability (11) 

• Self-muttering (5) 

• Walking randomly and alone (6) 

• Inappropriate shouting at others in the 

streets (10). 

 

c) Mental health problems in old 

age. 

 

• “Older people are witnessing mental 
health problems. They are being taken 

care of less, they worry over their future 

anticipating they will 

end up in old age homes. They are 

frustrated and therefore, they suffer 

more mental health problems. 

Besides, they receive less support 

from the family”. 
 

 
 

• “It totally depends on the 
consciousness of a person.” 

• People usually term others with mental 
health issues as mad (Pagol in Bangla), 
therefore, they make fun of the person 
(17) 

• Lack of awareness about the nature of 
mental health problems (15) 

• “Family support can bring relief for 
people with mental health illness.” 

• Family members yell at children with 

intellectual disability (5) 

iii) Attitude toward mental health 

illness. Key Findings: Attitude 

toward mental health illness 

includes negative feeling about the 

condition, making fun of the person, 

labeling with derogatory names, 

indifference to proper care, lack of 

support and sympathy, feelings of 

embarrassment, lack of awareness 

on mental health literacy, and 

inappropriate behavior to the 

person. 

However, people also emphasized 

family support as a vital element of 

recovery and good prognosis. 

Concerns for caregivers or family 

members dealing with mental 

health conditions in the family 

were 

also reported. 
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• “I do not think people show 

sympathy/empathy to people with 

mental health needs when we really 

should, and it is very important for 

recovery” 
• “They (family members and caregivers) 

feel helpless, have sleep difficulties, 

trouble looking after the family, children 

get disrupted with their education, 

caregivers experience sleep difficulties, 

and finally they can also have their own 

mental health problems, for example, 

depression, anxiety, and fear” 
• “They do not behave well with the 

person. But behaving well can help 

recovery. Behaving well with them will 

not affect me.” 
• People do not tell others that they 

have a family member with 
intellectual disability. They hide them 
because it can be a matter of 
disrespect. 

• “I feel embarrassed to tell others 
that my son has an intellectual 
disability.” 

• “No sympathy, no rights, family 
members are indifferent, they make fun 
of the patients, humiliate the patients, 
deny them rights to land” 

• Sometimes people with mental 

health conditions are chained so that 

they cannot go outside or do 

something undesirable (11) 

• “They term it madness. There is a 
concept that they should be 
separated, you should not go near 
him/her otherwise healthy people can 
be affected as well. This is a 
superstition, I think” 

• “If a mad person comes near you, 
throw a stone to get him away from 
you. This is also a superstition.” 

• “People do not show due respect to 

people with disabilities (physical), some 

people call them names, they treat 

him/her differently, give them less 

priority, dream less with them which can 

prolong a mental health crisis. They are 

neglected, and feelings of fatigue 

remain there with them. They grow up 

listening to that discrimination and get 

accustomed to it. And these ideas 

remain with them even after they grow 

big. S/he cannot come to terms with 

that and cannot even express with 

others - not even in the family. Hence, 

they are bound to keep it all inside. This 

can make them vulnerable to many 

diseases. People who suppress these 

emotions and pain become more prone 

to illnesses.” 
• Older people are a burden to the 

family. They cannot express their 

feelings in the face of fear. They 

become depressed and this can inflict 

heavy pressure upon them (7) 

• “They (people with a mental health 

condition) are agitated, break things, 

and beat others. We should help them 

manage their anger. But nobody does.” 
• “I have a student who has speech 

difficulties. Students in the class make 

fun of him saying, ‘why do you speak 

like a dog?’ He spells Apple as ‘Appel’. 
He avoids their contact and prefers 

loneliness. He breaks into 



27 | P a g e  

tears sometimes. This is happening 

everywhere across the country.” 
• Sometimes people get jealous over the 

success of a child with disability. ‘If he 
can do it with disability, why cannot 

you? You do not have disability.’ 
• Women with disability endure 

sufferings in the houses of their in- 

law’s. In-laws demand the husband 

gets married again (4) 

• “People with mental health 

conditions sometimes loathe 

themselves. Even some of them 

commit suicide.” 
• “Sometimes people with disabilities get 

worried that if I have a child, it might 

be born with disabilities like me. S/he 

will endure public humiliation like me.” 
• “They believe he/she got possessed by 

evil spirits. They take them to quacks 
or traditional healers. If he does not 
get well, then they keep them 
chained.” 

treatment often comes to a halt 

because of the financial burden (17) 

● “They first go to see the traditional 
healers. But people who have the 

awareness take the person to a 

doctor. Traditional healers give 

superstitious treatments.” 
 

 
● Pabna Mental Hospital (18) 
● Jashore Medical College (7) 
● Khulna Medical College and Hospital 

(18) 
● National Institute of Mental Health and 

Hospital (7) 

● Pragati Mental Hospital, Khulna (1) 

● Surjer Hasi Clinic (refers to the 

institutions where mental health 

care is available) (1) 

● Some clinics in Khulna (8) 

 
 

● At the outset people go to a village 

doctor (5) quacks or traditional 

healers (20) and then a doctor (25) in 

the city if needed. But the 

iv) Help-seeking behaviors. Key 

Findings: Seeing village doctors and 

traditional healers were reported as 

the initial steps people follow in the 

case of a mental health issue. 

However, some people who have 

better awareness of mental health 

go 

to see doctors instead. 

v) Available mental health care 

services. Key Findings: No access to 

mental health care at Upazila and 

district level was found. 

However, divisional hospitals provide 

mental health care. Pabna Mental 

Hospital, National Institute of Mental 

Health and Hospital, Khulna Medical 

College and Hospital, Jashore Sadar 

Hospital were the frequently reported 

mental health care 

institutes. 
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a) Impact on children and 

young people. 

● Children are panicked and 
depressed due to the lockdowns. 

They cannot play with peers, are 
experiencing domestic violence, 

fatigue, increased tension, and 
excessive anger (7) 

● Children and young people are 

getting derailed amid the closure of 

educational institutions (5) 

● The normal rhythm of life has been 

disrupted, children used to go to 

school and share with friends, now 

they are trapped at home (12) 

● “Children and youngsters are 

becoming addicted to mobile phones. 

They tease others, some of them may 

orchestrate rape. Access to 

pornography is alarming. They hardly 

pay heed to others in the 

family when spending time on their 

mobiles”. 
● Cyber bulling and crimes are being 

committed (7) 

● “Child marriages are on the rise. 
They can suffer injury due to 

immature physique” (5) 

● Guardians are compelled to marry their 
daughters off (3) 

● Poor people cannot afford online 
education. They do not have smart 
phones and have no internet access (1) 

● “Mental health of children and 

youngsters is worsening. They are 

depressed due to lack of sharing with 

friends” (6) 
 

b) Impact on adults. 

● Loneliness, depression, heightened 

anxiety, and fear of infection (10) 

● It creates a pressure and uncertainty 
about the future (8) 

● Financial crisis, business closures and loss 

of income. People who are infected 

cannot do the test due to financial crisis. 

People want to make money one way or 

another (20) 

● Family discord is on the rise. Social 

conflict, filing of cases have increased. 

● Relationship between teachers and 

students have discontinued (8) 

● Rape, mugging, theft and drug abuse are 

on the rise (4) 

● “Sometimes people kill others or get locked 

in clashes. Level of tolerance has reduced” 
(5)

vi) Impact of COVID-19 on mental 

health. Key Findings: The 

unprecedented COVID-19 crisis has 

adversely impacted children, 

youngsters, adults, and the elderly in 

all areas of life from education, to 

work, psychological as well as 

physiological health. Panic, anxiety, 

depression, excessive fear, anger, and 

domestic violence were widely 

reported psychological complaints 

among children, young people, adults, 

and the elderly. High screen time is 

causing a lack of motivation for study 

among children and young people. 

Financial crisis have deepened amid 

the discontinuation of income, and 

businesses. 
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● Impact on the elderly.  

• Breathing difficulties (3) 

• Physical weakness (2) 

• “Older people have plunged into a 

deep uncertainty. They are 

frustrated, and depressed” (3) 

• Trying to get a massage (1) 

• Reassuring others in the family to not 
get tense (2) 

• “I exercise, I prefer loneliness, I try to 

divert my mind, and get medication if 

needed” (1) 

 

  
 

• General awareness about the infection 
and safety measures (using sanitizer, 
masks, and maintaining social distance) 
(9) 

• Avoiding foods from outside (1) 

• Making social movement (8) 

• Intake of herbal foods (1) 

• “People in rural areas are not aware of 
the impact the pandemic could have on 
them. They do not follow safety 
measures.” (5) 

● Mass awareness on mental health 

care among rural people (9) 

● Spreading awareness through 

leaflets (1) 

● Enforcing laws to protect people 

with mental health illness from 

harassment (4) 

● Ensuring extra care of people with 

disabilities including mental health 

illness (15) 

● Looking after children and young 

people and spending quality time with 

them (11) 

● More and more organizations 

should come forward (9) 

● Civil society members should come 

forward (6) 

● Need mental health care at the 

Upazila level and district level (1) 

vii

) 

Safety during the COVID-19 

pandemic. Key Findings: While 

some people were aware of 

pandemic safety measures and 

observed them, others didn’t 
know or ignored them. 

xi) Recommendations made by 

Caregivers and Community Leaders. Key 
Findings: People made several 
recommendations to address mental health 
problems at the grassroots level including mass 
community awareness campaigns and setting 
up grassroots mental health care units. 

viii) Coping mechanisms. Key 
Findings: People who were aware 
of the impact of mental health 
problems on their wellbeing utilized 
coping methods like massage, 
spending time with family, exercise, 
and seeing doctors in times of 
need. 
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DISCUSSION. 
 

 

This study aimed to provide insight into 

the situation of children and young 

people with mental health issues in 

marginalized communities. The study also 

explored help-seeking behaviour and 

mental health services available in the 

project communities. 

Data was collected via qualitative and 

quantitative approaches in eight project 

locations within Dhaka, Jashore, and 

Bagerhat. 

640 participants took part in the 

quantitative survey, while eight focus 

groups with 60 participants and 16 key 

informant interviews were conducted. 

The quantitative findings suggest that 24% of 

participants have received mental health 

treatment whereas 75% did not seek or receive 

treatment for mental health problems. 

Participants understand mental health 

issues to result from physiological 

conditions, problems in the head, or 

environmental issues. 

Myths about mental health were also present, 

with some participants believing mental health 

challenges were a curse from God, the result of 

being possessed by evil spirits, or a punishment 

for wrongdoing. 

Participants reported that for a future mental 

health concern, they would be willing to see a 

mental health professional as well as traditional 

healers and shamans. 

The impact of COVID-19. 

The impact of COVID-19 on mental health was 

also investigated in the study. 86.25% of 

people reported their finances as being 

significantly hit by the pandemic. This finding is 

reflected in a study conducted by Iqbal et al., 

(2020). 

About 70% of people reported that their mental 

health had deteriorated with 66.2% of people 

feeling sad during the pandemic. 

65.9% of children and young participants 

reported their mood had worsened with 

61.9% of parents and caregivers reporting 

feelings of restlessness in their children. 

Parents in Bangladesh reported struggling to 

manage their children during the lockdown 

(Iqbal et al., 2020). 

In addition, the physical health of adults 

(43.8%) and children as well as young 

people (41.9%) was also found to be 

impacted during the pandemic. 

Gender differences. 

Mental health stigma was found to have no 

significant gender differences a finding 

consistent with work conducted by the National 

Institute of Mental Health (NIMH) and Hospital 

in conjunction with the World Health 

Organization (National Mental Health Survey, 

2019). 

Evidence suggests that the discriminatory 

behaviours and human rights violations directed 

to and experienced by persons with mental 

health issues can be attributed to the stigma, 

myths, and misconceptions surrounding mental 

illness (Baldwin & 



31 | P a g e  

Marcus, 2011). No gender difference were 

found in the reporting of depression and 

wellbeing. Evidence suggests that gender is 

found to have worked as a mediator in 

experiencing depression and wellbeing (Girgus 

& Yang, 2015; Albert, 2015; Matud, López-

Curbelo, & Fortes, 2019). 

Socioeconomic factors and attribution styles 

should be explored as potential mediating 

factors. The present study revealed a gender 

difference in the reporting of stress and 

anxiety. Female participants reported 

experiencing more anxiety and stress than 

men. 

Studies show a gender variance in the 

experience of stress and anxiety with women 

more frequently experiencing anxiety and 

stress than men (Christiansen, 2015; McLean, 

Asnaani, Litz, & Hofmann, 2011; Verma, 

Balhara, & Gupta, 2011). 

Evidence also revealed that women were 

found to have been more anxious during the 

pandemic (Hou et al., 2020). 

No gender difference was found among 

children and young people when reporting 

mood and feeling. 

Gender norms can cause differences in how 

emotions are expressed by men and women. 

Studies also show that emotional attributes vary 

across age (Chapline & Aldao, 2013; Sanchis-

Sanchis, Grau, Moliner, & Morales-Murillo, 

2020). 

Therefore, it is important to understand the 

cultural influence of gender emotion rules in 

each region as well as personal lived 

experiences, and how these might influence the 

gender-specific emotion scripts of individuals 

(Fischer, 1993). 

Underlying factors such as culture and 

attribution styles should be explored to 

understand how mood and feeling are 

experienced and expressed by children and 

young people. 

Mental health stigma. 

Our qualitative findings suggest negative 

attitudes towards mental health can intensify 

mental health problems. A lack of openness 

about mental health problems was a major 

barrier in communities. 

Intellectual disability, anxiety, hyperactivity, 

depression, sleep difficulties, and substance 

abuse were found to be the most observed 

mental health problems among children and 

young people, adults, and the elderly. 

A lack of support, widespread stigma, and 

discrimination were noteworthy attitudes 

toward mental health illness. 

Going to the traditional healers and village 

doctors were the primary step toward seeking 

mental health care which is reflective of the 

findings in WHO-led situational assessment of 

mental health in Bangladesh (WHO, 2020). 

Access to services. 

Access to mental health care at Upazila and 

district level was very limited. Pabna Mental 

Hospital, National Institute of Mental Health and 

Hospital, and divisional medical college hospitals 

were the major sources of mental health 

treatment. The institutions or hospitals offering 

mental health care are concentrated in principal 

cities leaving the urban and rural health care 

systems with no mental health professionals. 

Although the number of mental health 

professionals (psychologists, psychiatrists, 
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and other allied professionals) is increasing 

gradually, it is still inadequate in the face of the 

scale of mental health issues. 

The gravity of Bangladesh’s mental health crisis 

was also reflected in the scarcity of mental 

health care in the project locations. 

The unprecedented crisis caused by COVID- 19 

has disproportionately impacted children with 

their education, adults with their finances, and 

the elderly with deep frustration and 

uncertainty. 

While some people observed the pandemic 

safety measures others were less compliant. 

Spending quality time with family members and 

physical exercise were the primary coping 

strategies for participants. 

Raising mass awareness of mental health 

care and making it available at the 

grassroots level were the prominent 

recommendations participants made to 

address our current mental health 

challenges. 

To our knowledge this is the first study 

carried out in marginalized communities with 

children, adolescents, and adults to explore 

their mental health status during COVID-19. 

The study will contribute to our 

understanding of the mental health plight 

caused by this unparalleled global crisis. 

The study also acknowledges some limitations. 

The Days’s stigma scale lacks psychometric 

properties, and the sample size was relatively 

small. A large sample size with more robust 

psychometric tools is recommended for future 

studies. 

Findings from this study will be used to help 

design community-specific mental health 

services in the project locations. The efficacy of 

the services can be examined by either 

experimental or quasi-experimental research 

designs going forward. 
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RECOMMENDATIONS. 
 

 

 

The following recommendations are 

proposed based on the findings of 

this study: 

 

 

a) Raising mental health awareness at 

the community level: Mass awareness to 

improve mental health literacy and 

sensitize people from all walks of life is 

needed in the communities, especially in 

rural areas. Increased awareness could 

reduce stereotyping, stigma, and 

discrimination. Reducing stigma will also 

potentially facilitate more people seeking 

appropriate treatment for mental health 

problems. 

 
Potential implementation activities: 

 
• Mass awareness campaigns in the 

form of courtyard meetings with local 

influencers. 

• Circulating posters, leaflets, 
stickers, banners. 

• Organizing community mental 

health camps in different 

locations: 

• Circulating mental health- 

related information on local 

newspapers and media 

channels 

• Developing apps for young 

people with different mental 

health issues 

• Observing mental health 

related national and 

international days and 

involving community people to 

raise public awareness on 

mental health. 

 

b) Advocacy and lobbying at different 

levels: Mental health care at the 

Upazila and district level is needed. To 

get services implemented will require 

advocacy campaigns with the relevant 

authorities to highlight the grave mental 

health scenario. This work also needs to 

happen at the national level to create 

political buy-in and policy changes to 

support mental health. 

 
Potential implementation activities: 

 
• National level dissemination of 

baseline and needs assessment 

findings to policymakers to raise 

awareness and source feedback. 

• Public dissemination of findings to 

raise awareness and build support 

for mental health issues. 

• National level media event to 

share field-level experiences. 

 

c) Training on early identification and 

basic support provision: Training for 

community volunteers on understanding 

and identifying basic mental health 

problems 

 
Potential implementation activities: 
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• Volunteers and OPD leaders can 

provide awareness sessions on 

basic mental health issues. 

• Use Mental Health First Aid 

(MHFA) and Psychological First 

Aid (PFA) training to attend to 

people in mental health crisis 

• Build referral linkages between the 

community and mental health service 

providers. 

 

d) Building community links and 

capacity: Community workers, and 

health care providers at the primary, 

secondary, and tertiary care levels need 

training on mental health problems with 

a special emphasis on challenging stigma 

and discrimination. 

 
Potential implementation activities: 

 
• Arrange ‘Training for Trainers’ 

(TOT) on mental health disorders 

and appropriate care. 

Implementation of the Mental 

Health Gap Action Program 

(mhGAP) can be a useful method 

for achieving this. 

 

e) Engaging families and caregivers: 

Training for families, caregivers, and 

people in need on how to manage 

mental health problems (e.g., anger, 

stress, anxiety, and addiction 

management). 

 

f) Special beneficiary-focused 

service development: Children and 

young people with and without 

disabilities are more prone to mental 

health problems. To address their 

mental 

health needs, developing early 

intervention programs especially 

rehabilitation services could improve 

wellbeing. Training parents on how to 

deliver quality care within the home 

could also be useful. 

Support groups could help caregivers 

manage the stress of supporting 

people with mental health problems 

as well as spread awareness on 

mental health conditions. 

 

g) Self-help materials: Self-help 

materials such as accessible booklets, 

brochures, and leaflets for people with 

disabilities including children and 

youngsters could help ensure increased 

awareness and inclusive mental health 

care. 

 

h) Emergency Helplines: Emergency 

helplines for people to seek guidance 

and support during mental health crisis 

could also be beneficial. Community 

volunteers would need training in how 

to operate the helplines. 

 

i) Addressing gender-based violence: 

Incidents of gender-based violence have 

been associated with mental health 

issues and this has increased during the 

COVID-19 pandemic. Awareness of 

gender-based violence and what steps 

can be taken is needed to mitigate its 

mental health impacts. 

 

j) External resources: There are 

several resources available on the 

World Health Organization’s (WHO) 
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website for mental health and 

psychosocial support during the 

COVID-19 pandemic. The resources are 

for children and individuals with existing 

physiological and psychological issues, 

and children with specific needs (the 

link is 

available here: 

http://www.emro.who.int/mnh/pub 

lications/mental-health-support- during-

covid-19.html). The resources could be 

translated into local languages and 

adapted for people with disabilities. 

http://www.emro.who.int/mnh/pub
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CONCLUSION. 
 

 

This baseline report explored the mental 

health status and risks among children 

and young people with mental health 

issues. 

We also assessed the awareness levels and 

prevailing stigma among family members, 

caregivers, and community leaders. The study 

also explored help-seeking behaviours, and the 

challenges and opportunities for implementing 

the Mental Health Act and other relevant 

policies, finally assessing health care providers’ 
strengths and capacities. 

We used various psychometric measures, such 

as anxiety and depression, to explore the 

mental health status of children, youngsters, 

and adults and mental health stigma. 

Mental health status, stigma, and discrimination 

were also explored by conducting focus groups 

and key informant interviews. 

We also reviewed help-seeking behaviour, 

mental health awareness, and health care 

providers strengths and capacities in the 

project locations. 

The results revealed that adult female 

participants were more anxious and stressed 

compared to men. Depression and stigma were 

found to be equally prevalent among genders. 

Both boys and girls have mood and feeling-

related disturbances, with no significant gender 

difference was found. 

The pandemic has affected all age groups. 

This study highlighted a lack of mental health 

awareness and service provision in project 

locations, as well as prevailing stigma and 

discrimination. 

A set of recommendations were made based 

on the baseline findings. It is expected that 

implementation of these recommendations 

will result in increased mental health 

awareness, less stigma and discriminatory 

behaviours, and improved wellbeing. 
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