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Abstract

Prevalence of mental health condition in Bangladesh indicates a huge need for
psychological sufferer. However, many of inidviduals with the disorders do not seek
psychiatric treatment. In the context of high treatment gap (92.3%) in our country it is
important to explore the barriers to seek treatment for mental illness in Bangladesh, which
was the objective of the present study. Qualitative research design using grounded theory
approach was used for the aimed exploration. Eleven participants were interviewed
including three groups which were patient group, non patient group and caregiver group.
In the patient group there are two sub divisions; non treatment-seeker and delay treatment-
seeker. Non seekers are those who go through the problem but did not receive any
treatment and delay seeker reeived service after suffering a long time. For screening
purpose SRQ-20 was administer. In-depth face to face interview was conducted by the
researcher using a topic guide. Data analysis was done with support from qualitative

reserach software.

Analysis though open and axial coding identified twenty themes which were
organized under eighteen sub-categorizes from four broad categories. The four categories
were socio cultural barrier, perceptual barrier, experiential barrier and structural barrier. It
was found that stigma and mental health are strongly connected with each other and
different cultural beliefs make the condition worse. When a person goes for treatment, it
becomes a part of social gossip. That reduces the social acceptance of a patient and his/her
caregiver and they would be victimized by different types of discrimination. Perceptual
barriers also play an important role, mostly of which is due to poor mental health literacy
for which they do not perceive the need treatment. Patient and care giver do not give

enough importance in mental health issue and also discourage patient to go for treatment.
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Experiences around support around psychological problems also contribute towards the
choice of seeking or not seeking treatment. Individuals adopt different types of alternative
coping when they have psychological problems, and by giving some transient relief, these
in turn creats a barrier to seek formal treatment. Additionally in our country there are
limited resources, thus lack of availability and access act as a structural barrier for seeking
treatment. Concerns about the inapropriate professional practices such as hasty interaction,
judgmental approach, and violation of confidentiality among the mental health service

providers also create a barrier for access.

Finding of this study indicates that services seeking for mental health problems are
contributed by factors from multiple dimensions. This research may contribute in planning
and implementing intervention related to increasing access and thus help policy makers
become more effective in ensureing quality service for patients with mental health

conditions.
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Chapter 1

INTRODUCTION
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Introduction

The 2018-2019 prevalence survey of mental health problems in Bangladesh
indicated 16.8% of adults and 13.6% child have a mental disorder where only 7.7%
receives service (WHO, 2020). With a huge treatment gap of 92.3% (WHO, 2020) the
scenario causes huge concerns among the policy makers. With support from WHO, the
government of Bangladesh has initiation comprehensive training for professionals to
reduce the treatment gap in mental health area. Although this initiative focused on
availability of and access to services, it is well known that these are not the only barriers in
seeking treatment (Nuri et al, 2018). The effectively reduce treatment gap, it is therefore,

essential to understand the treatment seeking behavior and the associated barriers.

The World Health Organization defines mental health as "a state of well-being in
which the individual realizes his or her own abilities, can cope with normal stresses of life,
can work productively and fruitfully, and is able to make a contribution to his or her
community” (WHO, 2004). In this definition, it is very clear that good mental health is
necessary not only for a person but also for the community and the nation. Thus, untreated
mental illness is a major concern for the individual wellbeing as well as the greater society

and the country.

1.1. Impact of Untreated Mental Iliness

Mental illness affects individuals, families and society at large. It has direct
implication to the quality of life and well-being of the person. Close connection between
mental and physical health problems are increasingly raising concerns among health
service providers. Different types of physical diseases and psychological diseases are
closely link, such as, pulmonary disease, diabetics, asthmas. Mental health and pulmonary

disease are associated (Ohayon, 2012). It was found that mentally sick people do not
2
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maintain their daily activities. As a result, they cannot take proper care about diabetics
(Robinson, Coons, Haensel, Vales & Yale, 2018). Asthma is another physical disease that
is connected with mental illness. The patient with asthma with mental illness has higher
functional impairment than patient without mental illness (Goodwin, Pagura, Cox &
Sareen, 2010). Individuals with serious mental illness have been shown to have higher

mortality compared to general population (Colton & Manderscheid, 2006).

It has also been shown that the suicidal risk for a mental health patient is higher
than the general population (Bolton, Gunnell & Turecki, 2015). Sometimes people are not
taking their mental illness very seriously and the subsequent delays results in poor
prognosis and worsening of problems (Large, Nielssen, Ryan & Hayes, 2008). This
impacts productivity of the person and increases school dropout, irregularity of school and

work, and unemployment (Ngui, Khasakhala, Ndetei & Roberts, 2021).

Untreated parental depression effect on child’s developmental stage and also has
risk of future psychiatric disorders (Gentile & Fusco, 2017). Besides that, it was also
shown that people with untreated mental illness have higher prevalence of domestic
violence, and relationship breakdown (Walker, 2010). People with poor mental health

have a risk of social exclusion (Walker, 2010).

The cost of untreated mental illness has a huge impact on the economy of any
nation. An estimate from the United States of America suggests that in every year,

untreated mental illness costs them $300 billion (NAMI, 2018).

1.2. Mental Health Services

There are different professionals in the mental health area. Each professional has

different trainings and they have different roles and address the mental health problems


https://www.tandfonline.com/author/Khasakhala%2C+Lincoln
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from different perspectives and strategies. The following section presents a summary of

the different mental health professionals in Bangladesh.

1.2.1. Psychiatrist. A psychiatrist has medical degree along with postgraduate
specialized training in psychiatry. They work from medical model of mental illness and
rely on diagnosing the condition for prescribing medication. Due to huge patient’s loads,
the time for psychiatric consultation is usually limited and may range from a couple of
minutes to 15 minutes with some exceptions. Psychiatric services are available across the

district headquarters and are almost nonexistent in rural areas.

1.2.2. Clinical psychologist. Clinical psychologists have one year intensive
training on mental health area. They are assessing the problem and formulating a treatment
plan. The consultant time of a clinical psychologist is approximately one hour. They are
working in district headquarters level. But they are not available in rural or native area.

Clinical psychologists mainly practice cognitive behavior therapy.

1.2.3. Counseling psychologist. Counseling psychologist mainly work on
humanistic approach based therapy. They are mainly practicing on major cities in our
country. Counseling psychologist generally works with healthy people or those with less

serious psychological problems.

1.2.4. Occupational therapist. Occupational therapy is an emerging field in our
country. They are available only in major cities. They mainly help patients to regain
functionality and to maintain daily activities. They also help to rehabilitee the people with

mental and physical disability.

1.2.5. Social worker. They work for case management such as linking the person

or family with referral resources, housing for homeless people, etc. Social workers have

4



been part of the health system for a long time in Bangladesh. In recent time, there is a new
branch named, clinical social workers who are showing some progress enhancing quality

of treatment for patients with mental illness.

1.2.6. Psychiatric nurse. They help patients and their caregivers to assess their
mental health needs and make a plan for nursing care. There are only a handful of
psychiatric nurses’ working in our country but there is no professional training course on

becoming psychiatric nurse.

1.3. Help-seeking Behavior

According to Cornally & Geraldine McCarthy, (2011) help-seeking behavior was
shown to be a complex decision-making process instigated by a problem that challenges
personal abilities. As per research literature, the process is characterized by being
problem-focused, rooted in intentional action and connected with interpersonal interaction.
According to the definition, for a health problem, help-seeking behavior will be problem
focused, to solve the problem behaviors will be planned and involved different types of
interaction with some selected professional (Cornally & Geraldine McCarthy, 2011).

Generally, there are three types of help-seeking behavior

1.3.1. Formal help-seeking. Formal help-seeking means people search for any
type of legitimate professional service. This type of help-seeking is considered an adaptive

and problem focus coping.

1.3.2. Informal help-seeking. Informal help-seeking means people search for help
from those who have no legitimate professional role. It can be friends, family, relatives,
acquaintances who have no professional expertise. People often seek services from quakes

and faith healers which also falls under informal help seeking.



1.3.3. Self-help. Recently self-help behavior emerges as a significant modality to
cope with mental illness (Musiat, Goldstone & Tarrier, 2014). In this type of help-seeking
behavior, people do not go for external sources of support and they try to cope with the
problems and alleviate the sufferings by using their own coping resource. With the
advancement in IT, self-help has now becoming increasingly popular among youths with

mental health conditions (Musiat et al., 2014).

1.4. Theoretical Perspective of Help-seeking Behavior

Different psychological theories try to explain help-seeking behavior, these include

reactance theory, attribution theory, equity theory, and threat-to self-esteem theory.

According to reactance theory (Brehm, 1966), people have certain value states like
freedom of choice and autonomy. If these states get threatened the reactance occurs. In
this situation, people try to restore the state again. The degree of reactance depends on the
perceived threat of the recipient. The more threat to freedom is perceived by the person,
the more negatively he/she reacts to seek aid or assistance. A very closely connected to
reluctance theory is the threats-to-self-esteem model (Nadler & Jeffrey, 1986). According
to this model, help-seeking behavior depends on the positive and negative characteristics
of the four components which are aid, helper, recipient, and context. The recipient feels
self-threaten when the aid (i.e., treatment) focuses on their inferiority; on the other hand,

the recipient becomes positive about the aid when he/she feels supported.

Equity theory (Walster, Berscheid & Walster’s, 1973) came from social exchange
theory where it is expressed that, people want equity in their relationships. They feel
distressed when there is inequity. For ensuring seeking service, the role of recipient and
provider need to be equitable. Otherwise, the discomfort of inequity will prevent help-

seeking process.



Prochaska, DiClemente and Norcross (1992) propose the stages of change model
with five stages which are precontemplation, contemplation, preparation, action and
maintenance. In precontemplation stage people are not aware of his disease, so he does not
feel any need for treatment. In contemplation stage people recognize that they have a
problem but do not understand what they need to do for recovery. In preparation stage are
getting ready and gathering information to go for treatment. In action stage people take
action to make some change, i.e., they go for treatment. In maintenance stage, people

maintain the change, i.e., they continue treatment regimen.

A popular model for understanding health behavior is the Health Belief Model
(Champion & Skinner, 2008). This model mainly discusses the perception about the
disease and the perceived threat of the disease creating a belief pattern to adopt a
recommended health behavior. This model discusses six components. These are - 1)
Perceived Susceptibility- people take treatment when they think they are at risk; 2)
Perceived Severity- the perception of the seriousness of the illness or its consequence
contribute towards taking action; 3) Perceived Benefit- the person need to see the benefits
from cost-benefit analysis in choosing treatment; 4) Perceived Barrier- individuals check
for barrier (e.g., cost, time, discomfort, etc.) before going for treatment; 5) Cue to action-
this is the stimulation that triggers the person to take a decision for recommended

treatment; and 6) Self-efficacy- the belief and confidence about self to make the change.

1.5. Help-seeking Process for Mental Iliness

Help-seeking behavior has multiple stages. Saunder and Bowersox (2007)
proposed seven steps for the help-seeking process for mental illness and also discuss the

barriers to each step. This is a sequential process and the parson needs to go through the



earlier steps to reach the next steps. The following section presents the details of the seven

steps.

Step 1. Problem recognition. Problem recognition is the first step for voluntary
treatment-seeking. Denial and lack of knowledge is therefore the first barrier in seeking

treatment.

Step 2. Concluding the problem is related to mental health. One the person
recognizes the problem the next step is to decide whether the problem is related to mental
health or not. This is a difficult process because the person needs to exclude alternative
explanations such as physical or situational causation. Lack of knowledge on mental

illness and social or self-stigma can impede progression to this step.

Step 3. Deciding change is necessary. This step involves taking personal
responsibility to make a decision for making change. The barriers of this stage are denying

the importance of the change or minimizing the seriousness of the problem.

Step 4. Self-help efforts. After deciding on change, the initiation is not so easy to
step. At the primary level, the person tries self-help to solve the problem all by him-
herself. Self-help approach may include reading materials, or talking with
nonprofessionals. Waiting or delaying the change effort is the main barrier to seek

processional support in this step.

Step 5. Deciding professional treatment is necessary to accomplish change.
When the person realizes that self-help is not sufficient and further support may be
required for improvement. Resistance generated from shame and stigma makes it difficult
for the person to make the decision. The attitude about mental health treatment plays a

major role in this step.



Step 6. Deciding to seek professional treatment. When the person can overcome
the barriers after realizing the need to professional treatment, they make decision to do so.
Knowledge about and access to sources of services and uncertainty about the mode of

service delivery can be the main barriers in this step.

Step 7. Seeking treatment. The final step is seeking treatment. This step is
completed by getting an appointment with a professional. Accessibility and affordability

are the major barriers in this step.

1.6. Barrier in Mental Health Service Seeking

The detailed discussion presented in the earlier sections clearly indicates the
presence of numerous barriers in seeking mental health services. Published literature on
mental health services indicates numerous barriers ranging from stigma, knowledge,

accessibility, etc. These findings are discussed below-

Stigma is the common barrier in seeking mental health services across the world.
From literature, there are two types of stigma such as, “social stigma” and “self-stigma”

(Velasco, Cruz, Billings, Jimenez & Rowe, 2020).

Poor mental health literacy is another barrier in mental health service seeking.
People have lack of knowledge about mental health problem. There is also a knowledge

gap about the service (Gulliver, Griffiths & Christensen, 2010).

Many people suffer from mental illness but they think they can solve their
problems on their own. The perceived need among the mental health patient is very low

(Bonabi et al., 2016; Pagura, 2007). For that reason they do not go for service.



Lack of affordability is a strong barrier in help seeking (Byrow, Pajak, Specker &
Nickerson, 2020). As mental health service needs multi-dimensional and long term
treatment, it is expensive for many. Most of the time insurance do not cover all expense.

At a result, it is difficult for many patients to continue treatment.

Lack of access is a strong barrier in help seeking (Gulliver et al., 2010). In rural
area the facility of mental health service is very limited and sometime absent. In that case
distance (Tomczyk, Schmidt & Muehlan, 2020) and time (Hom, Stanley & Joiner, 2015)

adds up as barrier.

From literature, it was found that different types of negative emotions such as
shame (Tomczyk et al, 2019) and helplessness (Staiger, Waldmann, Risch & Krumm,

2017) are associated with not seeking service.

People have some concerns about the service which barrier to service initiation.
Among them confidentiality and trust is an important issue (Gulliver et al., 2010). Beside
this people are also concern about communication pattern of service provider. Sometime
patients have concern that the practitioner would not understand his/her problem (Staiger

et al., 1017). As a result, patient loss interest to go for treatment.

1.7. Barriers in Seeking Mental Health Services in Bangladesh

Bangladesh is a densely populated poorly resourced country. For a large
population of approximately 160 million there are only 260 psychiatrists, 565
psychologists and 700 nurses (WHO, 2020) are providing service. It is obvious that
availability of service is a major barrier in seeking treatment in our country. Additionally,
lack of public mental health facilities, scarcity of skilled workforce, inadequate financial

resource allocation, and social stigma also complicates the treatment seeking process

10



(Islam & Biswas, 2015). From our social-cultural perspective, stigma is strongly
connected with mental health services. People fear social isolation and discrimination

(Hasan et al, 2021).

Lack of knowledge and social influence is another barrier in our country. It was
found that there is a positive association between knowledge and service use. People in
Bangladesh often do not perceive mental health problems as serious issues (Nuri et al,
2018). Social influence plays an important role in seeking mental health services (Sifat et

al, 2022).

Along with general populations, mental health professionals also face difficulties
in seeking service. A study indicated that among 40 mental health professionals 38 felt the
need for the service, but only 20 of them receive service (Gayen, Fatema, Tasnim, Shaha
& Rahman 2018). Reasons for not seeking service were fear of being judged, lack of
structured service in place, issues of confidentiality and difficulty in reaching a competent

service provider (Gayen et al, 2018).

1.8. Knowledge Gap

There is very limited research around treatment seeking behavior in mental health
area in Bangladesh. Being an emerging field the, studies in mental health is more focused
on the prevalence and disease characteristics in Bangladesh. A few studies have done in
understanding the help seeking barriers however, most of them are done using quantitative
confirmatory approach. Top-down theorizing and implementation of strategies are mostly
used by the experts and policy makers in minimizing the numerous challenges faced in
mental health services. A qualitative exploration may contribute to findings informed
planning and intervention delivery which may in a bottom-up approach address the

challenges in a more adequate and effective manner. Unfortunately, such exploratory
11



studies are scares. To curb the treatment gap, it is necessary to understand the barriers of
seeking mental health services in Bangladesh. The present study was therefore necessary
for addressing the research question - why people with mental illness are not seeking

professional services in Bangladesh?

1.9. Objective of the Present Study

With the overarching goal to explore the reasons behind mental health patients for
not seeking formal treatment, the present study aimed at exploring the barriers in seeking

mental health services in Bangladesh.

12



Chapter 2

METHOD
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Method

The objective of this research was to explore the barriers to seeking treatment for a
mental health problem in Bangladesh. Due to limited published research on this matter in
the Bangladesh context, the qualitative approach of exploration seemed more suitable and

hence chosen for the study.

2.1. Study Design

In the qualitative approach, there are different types of designs such as grounded
theory, phenomenological study, and case study design. For the present research, the
grounded theory approach seemed best suited as it involved exploration of factors and

connecting them with a specific behavior.

Although in ideal sense this is not generating theory which grounded theory is
aimed to do, however, connecting factors and behaviors are precursor to generate

hypothesis leading to theory development.

In the tradition of grounded theory approaches the present research explored

process, action, and interaction involving multiple factors and individuals.

2.2. Participants

To ensure the richness of data in this exploratory research, wide variation among
participants was needed. Therefore, maximum variation sampling using the purposing
selection technique was used. The concept of theoretical sampling was used to decide the
type of participants to be interviewed. Details on the categories and characteristics of the

participants are presented in the following subsections.

14



2.2.1. Categories of participants. Three groups of participants namely patient,

caregiver of patients, and non-patient.

a. Patient. Individuals with experience of mental health problems were included as
participants to infuse the first-person perspective around treatment seeking in this
research. The patient participant group was formed of two categories of patient namely
non treatment seeker and delayed treatment seeker. To examine their mental state SRQ 20
was used. The person whose SRQ 20 score was above the cut-off point was selected for

this group.

Non-treatment-seeker. Many individuals with mental health problems never seek
professional treatment for their condition at all and are considered non-treatment-seeker.
The perspective of these participants is important to understand the reason for seeking or

not seeking treatment for a mental health problem and hence was included in this research.

Delayed treatment-seeker. People often delay in seeking treatment despite
suffering from mental health problems. Such delay can account for a few weeks to a few
years before taking any professional service. For the present research, any individual who
failed to seek treatment for the first six months of developing mental health problem was

considered delayed treatment seeker.

b. Caregiver of patients. The family members of diagnosed psychiatric patients
were also included in an interview. In Bangladesh, the decision to seek treatment often
depends on the family members of the patients and hence their perspective around
treatment seeking seemed to be a useful addition to understanding the phenomenon. The
diagnosis of the patient was done by the psychiatrist and to examine the mental state of the
patient’s caregiver SRQ 20 was applied. To include in interview SRQ 20 score must be

below cut off point.

15



c. Non-patient. People from the general community often have extended
observation regarding mental health problems, treatment options and factors associated
with seeking treatment despite not directing experiencing mental health problems
themselves. Their perspective was therefore deemed important for the present exploratory
study. SRQ 20 was used to make sure that their mental state is normal. The participants
whose score was below the cut-off point were selected for this group.

2.2.2. Inclusion and exclusion criteria. Additional to the defining feature of the
specific group of participants as mentioned in the participant section, several generic
inclusion and exclusion criteria were used for selection. As inclusion criteria, the
participants needed to be adults (i.e., age above 18 years) and communicable while poor or
lack of insight was used as exclusion criteria.

2.2.3. Characteristics of participants. Eleven individuals participated in the
interview in this study. Participants were selected from different socio-demographic
statuses with the age range of 25-49 years (see Table 2.1 for detailed characteristics of

participants).

Table 2.1 Details of participants

Sex Age Socio-economic status  Marital status

Non-patient 1 Female 27 Higher-middle Married

2 Female 31 Higher-middle Married

3 Male 29 Lower-middle Married
Patient 1 Female 25 Middle-middle Unmarried

2 Female 25 Lower-middle Unmarried

3 Female 28 Lower-middle Unmarried

4 Male 25 Middle-middle Unmarried

5 Female 27 Middle-middle Unmarried
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Sex Age Socio-economic status  Marital status

Caregiver of 1 Male 25 Middle-middle Unmarried
thepatient >  Female 38 Middle-middle Married

3 Female 49 Higher-middle Married
2.3. Tools

Several tools are used in the process of selecting participants and collecting data.

Details of the tools used are discussed below.

2.3.1. Socio-demographic questionnaire. Some demographic information of the
participants such as age, occupation, gender, religion, and socio-economic status were
collected using a socio-demographic questionnaire (see appendix: C). These data

supported the process of maximum variation sampling.

2.3.2. The Self-Reporting Questionnaire (SRQ-20; World Health
Organization, 1994). The SRQ-20 has been validated in Bangladesh (Islam, Ali, Ferroni,
Underwood, & Alam, 2000), and is widely used for screening. It has 20 summated rating
items with a Yes-No response option. A cut off score > 8 was used for screening. The
scale has been reported to have acceptable sensitivity (81%-90%) and specificity (58%-
95.2%) in screening people with and without psychological morbidity across populations
from different countries, including Italy, Brazil, Nicaragua and Kenya (World Health
Organization, 1994) (see appendix :F).

2.3.3. Topic guide. A topic guide was used to conduct the in-depth interviews. It
helped to maintain a structure and sequence of interviews. The topic guide was prepared
through a thorough mind map (brainstorming) exercise carried out by the research team.

Piloting was done to refine and finalize the topic guide before its use for collecting data.
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Necessary further probes were used during the interview using the topic guide (see

appendix: A).

2.3.4. Voice recorder. Voice recorder was used to record the interview. It helped

to collect complete data and to prepare a verbatim written transcript at a later time.

2.4. Data Collection Procedure

In this research, more than 20 individuals were approached for an interview among
them eleven agreed to participate. The in-depth interviews were conducted face-to-face
by the researcher in a suitable location chosen by the respondent. The selection

procedures for the participants in three groups were different.

In the patient group, there were five participants. Among them four were non-
treatment-seeker and one was delayed treatment-seeker. Snowball sampling was used to
select participants in this group. First, the researcher informed her friends and colleagues
about the participants. The researcher cleared them about inclusion and exclusion criteria.
The first participant of this group was collected by referral system. Then the participant
was referred to the next participant. For the interview, the referral person communicated
with the participant. When he/she became agreed, the researcher communicated with
them over the phone and set a convenient place and time for an interview. The researcher
verbally explained the total procedure of the research and also provided the explanatory
statement paper. When they agreed the consent paper was signed and filled up the SRQ

20. Then the interview was taken.

The next group was the caregiver of the patient. In this group, there were three
participants. Among them, one was selected by referral system and the other two were

selected from beacon point. The researcher took permission from the authority of the
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mental health service center. A psychiatrist visits the patient in the outpatient department
on Friday. Some patients come here for their regular follow up and they waited in the
waiting room. The researcher wanted permission from the caregiver to see their
prescription. The caregiver of the persons whose psychiatric features were diagnosed was
requested to participate in the interview. Among them, two people agreed and they were

interviewed.

In the non-patient group, there were three participants. One participant was
selected from the Dhaka University area, one participant was selected from the school
waiting room and another participant was selected by referral. At first, the researcher
approached the participant to participate in the research and briefly described the
procedure of the research. When they agreed for participating the researcher selected a
place where both participant and the researcher felt comfortable. Then researcher provided
an explanatory statement and consent form. SRQ-20 was filled up by the participants and

started the interview.

2.5. Data Analysis

In the grounded theory approach data analysis started at an early stage of data
collection. Data collection and data analysis were conducted simultaneously. As an aid to

data analysis, N vivo software (QSR International, 2012) was used.

2.5.1. Transcribing interview. Interviewing data was transcribed verbatim in
Microsoft word. All the data were transcribed by the researcher and the electronic written

transcript was imported into the N vivo project file.

2.5.2. Memo writing. Memo writing is a cognitive map of the researcher, it helped

in analyzing data by creating a link between analysis and field observation.
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2.5.3. Coding. Coding is the first major analytic part of grounded theory. It helped
in identifying and narrowing down the data into themes and categories. The coding started
with open coding and moved to axial coding after substantial categories and themes were
identified.

2.5.3.1. Open Coding. Open coding is the first step of coding for data analysis. In
this stage, the researcher revisited the entire transcripts several times to identify and locate
a significant chunk of information and themes. This review process contributed to
understanding participants’ meaning of the identified factors and themes. In this way,
coding was done by adding a descriptive name. The researcher coded the transcript line by
line. The purpose of the open coding was to break down the data regarding knowledge,
emotion, behavior, etc. The researcher makes a list of codes which helps in the next stage
of coding to categorize a different theme.

2.5.3.2. Axial Coding. In axial coding core concepts identified through open
coding were categorized into broader themes. It helps to make a relationship among the
codes and data. While the data were fractured in open coding; they become meaningfully

organized during the axial coding phase.
2.6. Ethical Consideration

This study maintained the guideline of research ethics in collecting data. The
research was approved by the ethical review committee of the Department of Clinical
Psychology, Dhaka University. The approval (project # MP-191001, 9" October 2019 to
8™ October 2021) was collected before initiating the data collection. The following section
discussed the major ethical aspect addressed in this study.

2.6.1. Informed consent. All the participants were given printed explanatory
statements (see appendix: D) containing detailed information on the research purpose,

procedures, costs and benefits of participation, confidentiality, and other rights and
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responsibilities of the participants and the researcher. They made their understood choice
regarding participation after going through that explanatory information along with
responses to their queries. Signed written informed consent was taken from the
participants where they agreed to give an interview and permitted audio recording (see
appendix: E).

2.6.2. Confidentiality. All the identifiable data from participants collected during
the interviews were treated as confidential and was de-identified during transcription. No
identification data was used in reporting.

2.6.3. Right to withdraw from the study. The participants were informed that
they had the freedom to withdraw from the interview at any time they wish.

2.6.4. Right to know the research findings. The participants' right to know the
research findings was kept under consideration. The researcher's contact number and email
address were provided to the participants for further correspondence if in case they want to

know the findings.

2.6.5. Well-being of participants. SRQ 20 was administered to the participants for
measuring their mental state possibility of having psychological illness. The researcher
provided them with information about the available service providers so that they can

access appropriate treatment if they need to.

2.6.6. Safety of the participants and researcher. The covid-19 pandemic
situation created added risk for both the participants and the researcher. To minimize the
risk of infection transmission precautionary measures such as physical distance and a face

mask was used.

21



CHAPTER 3

FINDINGS
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Findings

Data from eleven interviews were transcribed and analyzed using Nvivo (QSR

International, 2012) software for qualitative data analysis. Open and axial coding was

done during the content analysis of data. Four broad categories comprised of several

subcategories and themes were found. Table 3.1 presents the overall organization of these

categories and themes, while these are described in detail with relevant quotations from

the participants in the subsequent sections.

Table 3.1 Organization of broad and subcategories of barriers on treatment-seeking

Category

Subcategory

Theme

Socio cultural

Contrasting cultural belief

barrier Stigma
Lack of acceptance Diminished respect
Social isolation
Social gossiping
Discrimination
Perceptual Limited mental health literacy
barrier Unimportance

Maintaining status quo
Treatment induced worsening of
condition

Disapproval by other

Lack of preparedness
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Category Subcategory Theme
Experiential Disease characteristics Symptom itself
barrier Invisibility
Treatment characteristics Adverse effect
Slow progress
Lack of positive example
Alternative coping Seeking informal treatment
Engaging in self-damaging
practices
Structural Resource Financial constraints
barrier Need for Multi-dimensional

Lack of professionalism among

practitioners

resources

Limited availability

Limited sources of information
Lack of human resources

Time constrains and business

Lack of warmth

Hasty interaction

Limited or no explanation
Judgmental approach

Breach of confidentiality
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3.1. Socio-cultural Barriers
Every culture has some uniqueness, they differ from one another. The interview
revealed some socio-cultural barriers to seeking treatment for psychiatric illness. The

following sections present these in detail.

Contrasting
Cultural Belief

— Stigma

Diminished respect

Socio Cultural

Barriers - Lack of acceptance

Social isolation
— Scoial Gossiping

— Discrimination

Figure 3.1: Theme and sub-theme of socio-cultural barriers.

3.1.1. Contrasting cultural belief. In our country, people have some
preconceptions about mental health conditions, their etiology and treatment. Faith in
traditional healing of mental health problems is part of that and hence people generally go
for a traditional healer rather than seeking scientific treatment. The following quotation

from a female caregiver reflects this.

“Blind faith. This is blind faith that comes for ages. People believe that traditional

healer will cure the problem.”

- Female, Caregiver of patient

3.1.2. Stigma. Unscientific cultural beliefs around mental illness give rise to one of
the most important socio-cultural barriers i.e., stigma. Different stigmas associated with
mental health problems prevent people from seeking proper help. The stigma associated
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with mental illness causes distress in people and families suffering from mental health
problems. The ‘mad’ is strongly associated with stigma and subsequent discrimination.
Affected individuals often feel frightened to seek treatment due to these stigmas. The

following quotation reflects these.

“This is a problem. It will be a public knowledge that [my] daughter is mad. This

)

is a matter of shame.’

-Female, Caregiver of patient

“Probably he will be proven incapable or mad. These are the tag lines [for mental
iliness]. People do not seek treatment due to the possibility of being labeled with

such tag lines.”

-Female, Patient (Non treatment seeker))

Societal stigma causes anxiety among the patients and family members about
being exposed and labeled by the community. This often leads the sufferer towards
wanting to hide their problem. In an attempt to avoid exposure they often are reluctant to
seek treatment. The burden of having a mental illness can be observed in the following

guotation.

“There is panic, there is fear that these should not happen to anyone... then I will

be sick. No one considers a human being. Everyone will look at it with hatred.”

-Female, Non-patient

3.1.3. Lack of acceptance. People are afraid of losing acceptance in society due to

their mental illness. The interviews reflected concerns about losing two forms of
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acceptance which were social acceptance and professional acceptance. They think that
other people in the society won’t get along with them; they did not share with them

anything if they inform about their diseases.

“Actually, the main fear is acceptance. In reality, society does not prevent anyone
from seeking help. We wonder if others will say something for my situation — this is

the fear”

-Male, Non-patient

In the professional field, people accept physical illness very easily but they can’t
accept mental illness. Some people are afraid that their professional growth may decrease
or they may be deprived of opportunities such as promotion if their history of mental

illness is known by their colleagues.

“[It] affects your professionalism. When you gave an excuse that you could not
come [to the office] due to headache or fever, that is readily acceptable than when
you say you were absent or couldn’t communicate for a couple of days because of

depression”

-Male, Patient (Non treatment seeker)

From the fear of lack of acceptance, there are two types of other barriers are arise.

In the following section, these barriers are discussed.

3.1.3.1. Diminished respect. Discloser of the disease often results in losing a role
and position in the family and society. In one word he has no position or respect in the
family. People have also lost respect from society. Society discarded the mentally ill

people. The following quotation beautifully reflects this in a family context.
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isolatio

“If I am the eldest daughter or eldest daughter-in-law in a family, | would have a
position, some weights. But if for some reason | get a psychological disease ...they
will not address me from my [usual] position when they talk with me; will not

respect me as a senior; will try to humiliate me.’

-Female, Caregiver of patient

3.1.3.2. Social isolation. Human is a social beings, so they are frightened about

n. People often have a limited understanding of mental health conditions and are

afraid of possible bizarre behavior from the patients which led them to keep their distance

from patients with mental illness. Thus the patients become isolated from society. Such

societal isolation often extends to the family members of the patients as well. For that

reason,

people do not want to reveal their disease.
“Will call me a mental case, shun me in the society and mark me an outcast. This
fear prevents many from wanting or taking [treatment]

-Male, Patient (Non treatment seeker)

3.1.4. Social gossiping. When a person goes for treatment in mental health hospital

it’s become open. People make gossip about mental health. The family members and

patient

person.

are afraid of what people said behind him. This may destroy the social image of a

“Everyone will notice that he/she is going to that hospital; His/her relative is
mentally sick. . ........... In our society, mentally sick people are addressed as
mad. It has been observed that everyone says - his/her son or brother become mad.
Hey, how do you know? Hm, | have seen [him/her] going to that hospital. This
thing is common in our society.”

-Male, Caregiver of patient
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3.1.5. Discrimination. Mental health patients and their family members are faced
with different types of discrimination in our country. They are bullied by their neighbor

and peer groups and loses opportunities due to such discrimination.

“I will not get help from my colleagues;, my working field becomes narrow. I will
have fewer promotions. The growth of my carrier will decrease. The growth in my

)

job may start to cease.’

-Female, Patient (Non treatment seeker)

People often get bullied when they try to disclose their condition. Others often do
not consider depression as an illness, they think it is fake and the person is trying to get

attention.

“Now people say depression is fashionable. If someone says he/she is depressed
then other will directly tag the person as he/she trying to get attention or

something like that. I think this is a social bothering issue”

-Female, Patient (Non treatment seeker)

3.2. Perceptual Barriers

Perception is a process that makes sense of information. Perception has an impact
on a person’s help-seeking behavior. Six broad perceptual barriers were found from the

data which are presented in Figure 3.2.
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Limited mental health
literacy

— Unimportance

— Maintaining status quo

Treatment induced
worsening of condition

Perceptual barrier

— Disapproval by other

- Lack of preparedness

Figure 3.2: Theme and sub-theme of perceptual barriers

3.2.1. Limited mental health literacy. People demonstrate some general
understanding when they are asked about their knowledge of the mental illness. However,
it was observed that the participants generally mentioned the overt observable symptoms
of mental illness (as reflected in the quotation below). Only a few talked about covert or
internal feelings associated with mental illness. This lack of awareness around

unobservable symptoms can be associated with limited treatment seeking.

“Mentally ill are those who are very bad-tempered, do not know how to handle

situations, do whatever they want when they are angry, break things”.

-Female, Caregiver of patient

Despite the general understanding of symptoms, participants demonstrate a poor
understanding of the causation of mental illness. It is commonly perceived that mental

illness only occurs in impoverished conditions.
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“The family thinks how come he is depressed, what is his /her anxiety | am already

providing him with everything.”

-Male, Patient (Non treatment seeker)

When asked about their knowledge regarding mental health services, they
demonstrate an acceptable level of understanding regarding the differential roles of

different types of mental health professionals.

“I know about two, for mental illness both psychiatrist and psychologist can work.
Psychiatrists prescribe medicine based on stage while the psychologists provide

therapy or work on behavioral or habit development to reduce mental stress”.

-Male, Non-patient

The participants also demonstrate a fair amount of Knowledge about available
mental health facilities, especially medical hospitals. Many of them were also informed

about private setups for psychological support.

3.2.2. Unimportance. In our country, people often perceive mental illness as a
problem, not a disease, so it is always kept aside. People do not give enough importance to
mental health problems. As they do not give importance, they do not want to expense

money, time, and energy on this issue.

“Spending money on mental health treatment! It is not necessary. It will be fine

automatically. No need to spend money.”

-Female, Non-patient
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3.2.3. Maintaining status quo. Due to a lack of seriousness, people often are
reluctant to make effort in changing their situation. They want something magical or an

auto solution that needs less effort. The quotation below reflects this aspect.

“People, who go for faith healing, are mainly indolent. They do not want a
solution from acting out. They want things to come from God. | will be sitting and
it [solution] will come to me automatically.”

-Female, Caregiver of patient

3.2.4. Treatment induced worsening of condition. People are afraid of the
perceived negative consequence of treatment. They fear if they go for treatment, the
situation may get worse. Their cost-benefit analysis indicates a higher cost of seeking
treatment in the form of the person losing respect, becoming more depressed, or reduction

in confidence.

“It will harm [him/her], it will worsen the condition. He/she might have had one
problem; it will add more to that.”

-Female, Patient (Non treatment seeker)

3.2.5. Disapproval by others. Lack of positivism about treatment in support
networks is a common experience among the patients and caregivers. When people around
us are positive about a treatment option, it is easier and more likely for us to go for that
option. Negative comments or disapproval from others demotivate the person to go for

treatment. These create negative thoughts among the persons about the treatment process.

[They] said, Damn it...... there is no need for this [treatment]. You are
overthinking, Go for a trip or let’s go for a tour.

-Male, Patient (Non treatment seeker)
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“Everyone will ask why? Who told you to visit there? Is there any benefit to
visiting them? It means [they are] demotivated a person [to go for treatment]. It
will develop insecurity in me, I won’t know what they are saying behind me. Maybe

they will paint an exaggerated story and communicate that to others.’

-Female, Patient (Non treatment seeker)

3.2.6. Lack of preparedness. Some people have negative thoughts that they need
self-preparation to go for treatment. A person needs time to think about his/her readiness

to disclose or what and how much change to make.

“I am not sure, if I am mentally prepare to deal the matter? I am not sure how
much I will be able to trust worth the person. Yes, I know if I don’t take any
chance, I won't be able to move forward - but | am not ready to take the chance

yet”.
-Male, Patient (Non treatment seeker)

3.3. Experiential Barriers

When people go through unpleasant experiences it creates negative impressions of
the treatment. Such experiences create an obstacle to seeking treatment. Several themes
were observed as part of the experiential barriers which are presented in Figure 3.3 and are

discussed in the following.
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Figure 3.3: Theme and sub-theme of experiential barriers

3.3.1. Diseases Characteristics. Characteristics of an illness are the first aspects
that draw attention and trigger treatment seeking among the patients or caregivers. These
characteristics differ categorically for mental and physical health problems. Characteristics

associated with mental health conditions often serve as a barrier to seeking treatment.

3.3.1.1. Symptom itself. Symptoms associated with a mental health problem often
resist treatment seeking. For example, in psychotic conditions patients with impaired
insight are generally seen to deny treatment and are unlikely to comply with the treatment

which is reflected in the following quotation from a caregiver.

“If a person does not understand that he/she has got a problem, it is difficult to
take him/her to treatment. You can’t tie him/her up and bring him/her to

treatment”

-Male, Caregiver of patient

A person who failed to get treatment despite his willingness explained how his

disease character disrupt his treatment seeking in the following quotation.
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“I can’t get the motivation to go out and talk with anyone, so I missed the

appointment.”

-Male, Patient (Non treatment seeker)

3.3.1.2. Invisibility. Unlike many physical health problems, psychological diseases
are not visible. In most cases, the psychological conditions are hidden inside the brain. The
person can’t provide any absolute proof to make others believe that the person needs

support or treatment.

“One thing, when someone gets physically hurt, it is visible, and therefore, people

immediately go for treatment. But mental diseases are not visible, so we don’t

)

understand, and we do not go.’

-Male, Non-patient

3.3.2. Treatment characteristic. Psychiatric treatment has some characteristics

which make a barrier to seeking help. The following section is discussed in detail.

3.3.2.1. Adverse effect. Psychiatric medicines have some adverse effects such as
excessive sleep. These adverse effects interrupt people’s daily functioning. Therefore,

those who have occupational responsibilities often are not interested to take medicine.

“Anything [Medicine] has an adverse effect such as excessive sleep, I didn’t feel

good that’s why [I] did not continue [treatment].”

-Female, Patient (Delayed treatment seeker)

3.3.2.2. Slow progress. Another barrier to psychiatric treatment is that it requires

more time compared to physical treatment. For that reason, patients and caregivers feel
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reluctant to consider or seek scientific interventions and they often go for other convenient

non-scientific approaches.

“It takes time to get benefit from this [psychiatric treatment]. . . . . .. For
depression it takes time to bring some changes with antidepressant [medicine]. We
also say, many medicines do not work until it is taken for [at least] one month. In

such case those who know or doesn’t know [this] face difficulty to keep patience”.

-Female, Patient (Delayed treatment seeker)

3.3.3. Lack of positive example. In our society, mental health problems and
treatment are stigmatized, so people try to keep these hidden from others. Therefore, it is
likely that success stories of mental health treatment will not be disclosed to others. For
that reason, in our country, we have very few known examples of recovery from

psychiatric illness after receiving treatment.

“We have very little examples where someone got cured of a mental health

problem through treatment.”

-Male, General People

3.3.4. Alternative coping. People try to cope with their mental health conditions in
different ways. As they try these coping, it inadvertently delays or sometimes prevents the
person from seeking treatment. The types of coping reported in the interviews are

discussed below.

3.3.4.1. Seeking informal treatment. Some people go to a pharmacy and take
sleeping pills at the advice of the seller. Some others distract themselves by increasing

their workload, talking with friends, or engaging in prayers.
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“I think, at first people did not seek out for doctor or counselor. They [follow the
advice of] people around them - go for a tour, talk to friends - you will feel better.

They try to manage in this way.”

-Male, Patient (Non treatment seeker)

It was also found that they search for other patients for help or sharing. They think
only another patient will understand the pain. Sometimes they find out some unknown
people with similar condition, ventilate with the person and get disconnected from them

when the need is over.

“I reach out to the people who are like me [have similar problems]. I think they

are more sensible, and they understand the matter and treat people in that way.”

-Female, Patient (Non treatment seeker)

3.3.4.2. Engaging in self-damaging practices. Individuals with mental health
conditions often engage in harmful behaviors (such as drugs, smoking, or self-harm) to

cope with their mental health problems as an alternate to seek professional treatment.

“I do not have a clear idea of how they cope [when they don’t go for treatment] . .
..... he may get involved in drug. If the person has a habit of smoking, he may try

to smoke to get rid of the negative thoughts — [these] are injurious for health”

-Male, Patient (Non treatment seeker)
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3.4. Structural Barriers

The structural barriers are the external aspect that prevents a person from seeking
help. There are two broad types of structural barriers. We have discussed these in detail in

the following section.

Financial Constraints

Need for multi-
dimensional resources

Limited resource Limited sources of
information

Lack of human resource

Time constrains and
business

Lack of warmth

Sturctural barriers

Limited availability

Hasty interaction

Lack of professionlism
among practitioners

Limited or no
explanation

Judgemental approach

Breach of confidentiality

Figure 3.4: Theme and sub-theme of structural barriers
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3.4.1. Limited resource. The fewer resources we have the fewer people go for
treatment. The interviews indicated how lack of resources creates barrier to seek

treatment.

3.4.1.1. Financial constraints. As mental health treatment is a specialized form of
treatment, it is costly. Most of the people in our country are poor and uneducated. They
often do not have enough money to bear the cost of treatment. For this reason, people are
demotivated to take treatment which is clear by the following statement of a female

caregiver of the patient.

“Treatment mental health requires multiple sessions. Obviously there is transport
cost. These cost of session [fees], transport cost, doctor’s fee — [the family
member] perceive these as an extra cost. [They] are not willing to spend this extra

cost.”

-Female, Caregiver of patient

Another barrier is financial dependency. Many of the patients especially the
women and children are financially dependent on others. Therefore, the decision to seek
specialized treatment for mental health problems is often beyond their own choice. The

following quotation from a female caregiver reflects this concern.

In our country, most of the females are dependent on others. Other meaning -
father or husband. We have no income. So, we can’t take our own decision. As we
are dependent on them, we have to accept their decision. If they say we can’t spend

money on this matter then there is no treatment, and the situation gets stuck.

-Female, Caregiver of patient
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3.4.1.2. Limited availability. Availability of mental health services is limited and
mostly concentrated in the major citifies. This makes it difficult for people in need to seek
appropriate treatment for their mental health conditions.

“If we saw people going to get service very easily, the help seeker and help

provider both are available then we will go easily for service. We see the doctor’s

chambers at the corner, but we do not see the psychiatric chamber at the corners.’

-Female, Patient (Non treatment seeker)

3.4.1.2. Need for multi-dimensional resources. Psychiatric treatment is a process.
It is not as simple as just taking medicine and overcome the disease. For ensuring uptake
of service, it requires support from multiple individuals and coordination between systems.
It’s hard to manage all of these resources. The following statement represents this
difficulty.

“Really, it’s difficult because it needs multi-system involvement, needs multiple

person involvement. If | need to go to the psychiatrist, it’s not like that only I need

to know this, I have to inform my parent or others who are involved with this.’

-Female, Patient (Delayed treatment seeker)

3.4.1.3. Limited sources of information. Awareness on mental health condition
and treatment is limited in Bangladesh. Thus the lack of information makes it difficult for
people to seek service even in cases where they want to. They do not understand what the
problem is or where they need to go for proper treatment. The following quotation reflects
this.

“The numbers of times I have face this problem; I have had money, human

resource but didn’t find anyone who has expertise or knowledge on the matter.”

-Male, Caregiver of patient
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3.4.1.4. Lack of human resource. Because of poor insight some patients are
noncompliant with treatment. In such cases forced treatment are often required at the
initial stage. However, this requires human resources. The caregivers find it difficult to
bring the patient to hospital as they do not have anyone who will persuade or to use force

to make the patient to visit to doctors.

“[To take him to hospital] it requires ten persons to give him an injection . . . . . 1

may not have the human resource when need that, it is a barrier”

-Male, Caregiver of patient

3.4.1.5. Time constrains and business. Time is a big factor to get treatment. Many
people do not take treatment because they can’t manage their time. Sometimes patients’
regular activities overlap with doctor’s appointment especially for those who have jobs or
study. In other cases, the caregivers who are supposed to take them to the doctors are busy
with their own engagement. Additionally, the long que at the clinics and hospitals and
huge road traffic creates additional burden for the service seekers making the treatment a

time-consuming business.

“It seems treatment is extremely needed but I couldn’t go because of my business”.

-Female, Patient (Non treatment seeker)

3.4.2. Lack of professionalism among practitioners. Experienced or perceived
professional skills of the practitioners play an important role in treatment seeking. Nature

of interaction with the treatment providers may increase or decrease access to treatment.

3.4.2.1. Lack of warmth. Patients and caregivers expect that the practitioner will

be warm, cordial, and respectful with the patient. Sometimes, doctors and nurses do not
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treat the psychiatric patient as other patients, which is very disheartening for the patient

and caregiver.

“We do not respect the mental health patient as like a normal people. This type of
behavior is not expected from a psychiatrist. He has to respect his patient. So that
patient relies on a psychiatrist.”

-Female, Caregiver of patient

3.4.2.2. Hasty interaction. Some caregivers and patients complain that doctor did
not give adequate time required for proper intervention. They become disappointed with
the doctors behavior where they prescribes medicine with a very brief interaction without
listening or interviewing patients thoroughly. They seem not to have much time for the

patient.

“He didn’t talk too much ... they said they understand everything by looking at her
face”.

-Female, Caregiver of patient

3.4.2.3. Limited or no explanations. Explanation is vital for any treatment
especially for mental health problems where there is huge stigmas and lack of awareness.
Often the doctors do not explain about the disease and medicine to the patients and
caregivers. This can create confusion and lack of faith in the intervention among the
service recipients which may ultimately prevent treatment seeking or continuity of care.

The following quotation reflects this concern.

“He [Doctor] is totally unwilling to disclose anything. Didn’t tell me anything. 1
think it should be more cordial. When someone go of her own, wanting to

understand her situation — she should be informed about the state — your condition
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is this and you should do this and that. It should be like [saying] that you take

medicine, and everything will be fine.’

-Female, Patient (Non treatment Seeker)

3.4.2.4. Judgmental approach. Sometimes patients have a fear that the practitioner
may make some judgmental comment. This is particularly important in case of mental
health problems as there is a high prevalence of societal stigma around mental illness. The

following quotation reflects such fear can prevent treatment seeking.

“Sometimes I felt, what if I went there and got judged [by him/her] and return

[home] with the worst feeling. | do not want to have this type of feeling. ”

-Female, Patient (Non treatment seeker)

3.4.2.5. Breach of confidentiality. Concern about confidentiality and trust on the
providers regarding these is an important aspect in mental health treatment. Sometimes
patients feel afraid that their information and identity will be disclosed. This feeling is
more intense when someone experience that the practitioner disclosed the identity of the

patient.

“We do not have much of that [protection from disclosure] in our society. Those
who treat, talk about or train [encourage] other to receive therapy, they
themselves also have gaps in this aspect [disclosure] . ......... I mean, these
information are disclosed by them [the service providers] — this person [patient]

went to that person [provider]; — he [that patient] has this problem.”

-Female, Patient (Non treatment seeker)
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Discussion

The present study attempted to explore the barriers to seeking mental health
services. Findings were organized into four main categories of the barrier which were
comprised of several sub-categories. The broad categories were socio-cultural barriers,
perceptual barriers, experiential barriers and structural barriers. The first three are mainly
internal aspects and the fourth one is an external aspect. It was also seen that the
perceptual barrier is created by socio-cultural barriers and experiential barriers.
Knowledge is not only the contributory factor in seeking service. Other factors play a big
role in treatment seeking. Comprehensive discussions of all these categories are discussed

in the following section.

4.1. Socio-cultural Barriers

From our socio-cultural perspective, there are different types of barriers in seeking
mental health services cultural belief is an important one among them. People believe that
the main cause of mental illness is an evil spirit. Such belief pattern was also found in
other studies by (Mantovani, Pizzolati & Edge, 2016). When people believe in possession
by evil spirit, their first choice of treatment become traditional healing instead of formal
medical treatment. Many of them choose religious healing (Brenman, Luitel, Mall &
Jordans, 2014). People also have strong stigma around mental illness for which individuals
with mental illness are perceived as mad, crazy (Mantovani et al., 2016; Brenman et al.,
2014; Golberstein, Eisenberg & Gollus, 2008). The stigmas trigger emotional reactions
such as fear and anxiety that act as a barrier to seek treatment. People have the fear that if
they go for treatment their disease state will be revealed which will in turn result in losing
acceptance in the society (Lynch, Long & Moorhead, 2018). Gradually they will be

isolated and lose their respect from others and will be deprived of facilities available for
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everyone else in the society (Thornicroft, 2008). Eventually people lose interest to seek
service. The socio-cultural barriers are playing an important role in preventing treatment-
seeking not only in our country but also worldwide (Chilale, Silungwe, Gondwe &
Masulani-Mwale, 2017). Programs such as awareness campaign are well regarded for their
ability to reduce socio-cultural barriers (e.g., faulty beliefs, stigma) and therefore can be
useful in improving treatment seeking in Bangladesh. It is important to create awareness
that mental illness is an illness similar to other physical illnesses and there are scientific

treatments available to treat such illness.

4.2. Perceptual Barriers

The present research found six types of perceptual barriers where lack knowledge
about the symptoms of psychiatric diseases and services is a major one. Poor mental health
literacy is a barrier found not only in our country, but is also regarded globally as a major
barrier (Gulliver et al., 2010). As people have limited knowledge about mental health
problems and services, they do not understand the seriousness or importance of psychiatric
treatment. Literature indicates that, mental illness is considered as an unimportant issue in
Bangladesh and therefore, the spending on its treatment is also considered unessential
(Hossain et al., 2014). Their perceived need of seeking help for mental illness is very low
(Bonabi et al., 2016; Pagura, 2007). Many of them think that mental illness will be cured
automatically, so the cost of psychiatric treatment is unnecessary. Additionally, influences
by others play a big role in treatment-seeking (Martinez, Co, Lau & Brown, 2020). The
family members and relatives often demotivate them by expressing negative ideas and
comments about psychiatric treatment. Such negative comments create negative thoughts
within prospective service recipients and prevent them from seeking treatment due to

anticipated negative impacts and outcomes (Clement et al., 2014). The fear of isolation

46


https://www.cambridge.org/core/search?filters%5BauthorTerms%5D=S.%20Clement&eventCode=SE-AU

and disapproval from others (Salaheddin and Mason, 2016) make the condition worse. As
a consequence, they try to find a more convenient way (e.g., faith healer) which requires
less effort and are also socially approved. As suggested in research literature, action
towards removal of perceptual barriers by improving mental health literacy, increasing
social support and encouragement from others may contribute heavily in increasing help

seeking behavior for mental illness (Gulliver et al., 2010).

4.3. Experiential Barriers

Disease character, treatment character, lack of positive example and altered coping
constitute an experiential field which often prevent individuals with mental illness from
seeking treatment. Psychiatric illness has some specific characteristics which serve as a
direct barrier in seeking service (Wang et al., 2019). For example, a person with
depressive disorder has lack of energy and motivation which prevent them to seek service.
Similarly, patients with poor insight do not perceive that they have the illness and hence
refuse to seek or comply with the treatment. Another important feature of most of the
psychiatric illness is invisibility i.e., it happens inside the mind of the person and cannot
be seen, this is a major barrier to treatment across the world (Tobin, Napoli & Beck,
2017). Due to this invisibility, the family members do not understand or feel alarmed that
the patient needs treatment which results in adoption of alternative options by the patients
including harmful coping such as self-medication or substance use (Lynch et al., 2018) or

informal treatment (Martinez et al., 2020).

People have a negative attitude toward mental health treatment because of many
reasons. The common reason is psychiatric medicines have some adverse effects (Karthik,
Kulhara, & Chakrabarti, 2013) and the prognosis of the illness is very slow (Pardo &

Khizroev, 2022). This serves as an important barrier for seeking treatment. Practitioner
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can play a strong role in reducing this barrier by educating patients and caregivers about
the treatment process and the adverse effect of the medicine. This education will help the
patient and caregiver be prepared for the process of change and the effects. Positive
experience or anecdotal evidences of successful recovery form mental illness can play a
facilitating role for help seeking (Martinez et al. 2020). However, due to stigma and other
factors, people in Bangladesh hide the problems treatment history from others and thus,
successful treatments are rarely known by common people. Strategies on bringing forth
such examples of successful treatment for mental illness can be devised which may

motivate others to seek similar treatment for their illness.

4.4. Structural Barriers

In past research, it has been found that structural barriers have a poor contribution
to help-seeking behavior (Rice et al., 2020). But in low and middle income country like
Bangladesh, it has an important role in seeking mental health services. Because of as far
demand, the resource is not enough to provide service sufficiently. For mental health
services need a multi-disciplinary team such as psychiatrists, psychologists, social
workers, etc. In the service provider side they are very few in number and most of them
work in Dhaka city (Hossain et al., 2014). So in rural areas, the service is not available.
From the service receiver side, the service is so expensive. In most cases, it is very hard to
continue the service. Financial strain is a strong barrier to seeking service (Byrow et al.,
2020). So it is clear that lack of accessibility is an important barrier to help-seeking
(Gulliver et al., 2010). Another thing is that because of the stigma the publicity of the
service is very poor. So people do not have proper or exact information about the service.
Our government should give more attention to the mental health sector. The service should

be carried over to the community label.
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Practitioner characteristics have a great role in service seeking. From previous
research, it is found that confidentiality is a big issue for patients (Gulliver et al., 2010).
Not only that people also want someone who is warm and also feels comfortable talking. It
is expected that the practitioner will give proper time and listen to his/her problem
properly (Staiger et al., 2017). He will understand the patient and also help the patient to
make clear about the problem. In this process, the practitioner will be non-judgmental. The
professionalism has an important impact on treatment seeking. If professional follow their
professional code of conduct and ethics it will help to encourage patient to go for

treatment.

4.5. Strengths of the Study

From the above discussion, it is clear that mental health services always get less
propriety because of different types of barriers. Research in this area is very few, so for
better exploration qualitative research was essential which was used in this research. In
this study, face to face in-depth interview was used to find out the barrier from different
perspectives. Another strength is that maximum variation of sampling is used according to

the preplanned study.

4.6. Limitation of the Study

Despite an effort to generate in-depth insights grounded in rich data, there are
several limitations which could not be addressed in the present research. These are

discussed below for future researchers to understand and explore ways to eliminate these.

= The data do not represent perspective of people from poor socio-economic
status. Despite several attempts, the researcher could not find anyone interested

or agreeing to take part in the interview.
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= Snowball sampling was used for the patient group. It is likely, that they have
some similarity based on what they are connected. Therefore, it might have
undermined the ethos of maximum variation sampling needed for this research.
= The research data did not include any interview from patients who are currently
receiving services. It would be useful to understand how they overcome the
barriers of seeking treatment. Although the research was not focused on
exploring ways people overcome the barriers, however, such exploration might
have had added an additional perspective to better understand the barriers and

the way they work.

4.7. Implication of the Study

The help-seeking barriers found through this research are expected to expand
understanding of the large treatment gap (92%) in mental illness in Bangladesh (WHO,
2020). Lack of services and resources are generally perceived as the reason for this gap.
However, the present research clearly indicates that individuals and families with mental
iliness have other barriers which prevent them seeking treatment despite having access to
services. Thus, the findings are orienting the policy makers to have an additional focus to
reduce treatment gap in Bangladesh. It may contribute in designing and adopting a
multipronged approach necessary for effectively increase treatment seeking and reduce

treatment gap for mental health illness in Bangladesh.
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CONCLUSION AND RECOMMENDATION
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Conclusion and Recommandation

The present study explored the barriers in seeking mental health services. There are
limited studies in Bangladesh and exploration is absent. To explore service seeking
barrier; socio-cultural, perceptual, experiential and structural barriers are need to explore.
For this purpose, data are collected from three group of participants including patient
group, non patient group and care giver group. For exploration grounded theory approach

of qualitative design is used and total eleven in depth interview was conducted.

This qualitative study nineteen themes and seventeen sub categorizes are found
under four broad categories. The present study revealed four important aspects to
understand the barrier in Bangladesh context. From the finding it is clear that service
availability is not only barrier for mental health service. Stigma, cultural belief and other
perceptual barrier are playing a strong role. In our cultural context people have some
culture and spiritual belief. Moreover, stigma is highly associated with psychiatric service.
Still now in our country mental health is neglected. People do not consider mental illness

as an illness and it need treatment.

Another important finding is that the disease and treatment have some
characteristics that loss a person’s interest in service receiving. The interest is also lost
because the positive example is not published or highlighted in our society. For that reason
patient and care giver prefer alter coping mechanism. At a consequence service is not

receive in proper time.

Mental health service needs multi-dimensional approach and the treatment needs
long time. Therefore, finance is a big factor for not seeking service. It is also found that
the lack of professionalism among our practitioner is a barrier. For that reason service

receiver does not feel confident to go for a professional.
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The present study has some important value in Bangladesh context. In Bangladesh,
help-seeking barriers are not explored. To overcome from barrier, barriers identification is
so much important. This research is an attempt to reveal the barrier. That helps the policy

maker to make policies to overcome barriers and promote mental health service.

Recommendation

There are some recommendations for further study, which added the research more

value.

1. For further research need more sample size including different group such as
expert interview, service receiving patient etc. That will add the research
different view.

2. This study conduct in broad spectrum, all types of psychiatric diseases. It
will be more helpful if the research will conduct on specific disease oriented
barrier.

3. This study is found out the factors that make the barriers in treatment
seeking. The interconnection of these factors will give a different dimension,

which can conduct in futher study.
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SIS (@ R U I ©F AHAIE ANAFOII AN FACS A I 7 I AP FA [ SR
T A A SO R 200 M | g W2 REER S SeEE AR A TRE @ SRl 269 9
JCE T T T | TS oA [ROAATATZT FLQT SO WA WFT 2GBTS @ WE =gy ([t
fate ARE |

VTV TR LTI 8

Q@ SCIFA A TR PO T A A AR CFCG (I ST AR@ e | A4
SR TS CTRIAN | O [ SeRTE AT (R YRS O3 IR (AF &lY ST et
AT 57 ARG A ATATT SR SIIRIT FACS AT |

carmzTer 8

q CRFOR AN AT IfRCs T F91 7T GR @ I T4 @70 edl 76d | WS
Gl T GF I R (AN AN AN, T A G FCE @ AR 9IRS R

AT OF O (ACF HFAWT ©Itd I L | T G5 ALFoF 5T G TN GFfae 41 T 992 93
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oz TN 2T (FC TN T | AT (T 97 [T AN ST A T T @ HANICE (I SR
fofze Farar I |

RIS ORYT IRAT 3

NI RS e O NI PR 7 FE ¢ I2F AT ARFCI | I (/T RS O
RIFPT @4 (F@ G @F A GIIHF EIRE THAPHFTR CF@ 92T ¥ T3 | @R [l &=
CFCAS  ©UF YT T O AN | TG ALINRAFIRNIAR CATANTST Il 561 Tl F(S TS O
fofre w1 a1 A7 |

VN FeIPeT 8

et AWM @ IR T wiWee 5N Wil WiwiE el (01914045210) @ wWeR W9l

fahmidashultana26 @gmail.com &3 TLTT @I FACI |
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Appendix E

Consent Form
TS g
AR PRI TRl et agrem ar<PTR S |

O3 TS @S AT @S AN B! R e a F10g &N A |

I BT e SoranEe aad SIeReEd e e Wity | SINE AEwel e 7w
e IR F=T 2R0R G9R W GF RS FRIAETS K AT (I AN #[0Y ST JA0R) A SN
FIR @S AT A4 =07 | SN RS 7R @, 7o guitad Wit 20 (-

I MIACHT FICR ATFIEHR eMICTa 4o ide, t Bl
IS AFFIFRT FIENE @R T gt Wiz, Bl ar
I ST AFIEITS AT AFIE mics 7wt iz, =l 1

I RCS AR @, NIRRT AR FAT ST TR, SN H13CEE S 1 F=sfef weiaizey w41
(AT e AFCO AT QIR NI @ @ A AW NHRT OIIRA FA00 AT | QT A
(PPN FhodB T I 0 |

I W8 RS AR (@, MR Al 7T O (A A GIR A (Pl ©F FCAT FICR M (I
IS < T A M, Al (AT AE (G 78T |

FFFIER @FC IR S (AF A SIF i Saferfr g @3 faem B mafFe A 93 of vy
NI RGN S FICE I TS T 1 | GRIGIS ¢ I7F TIFCIR AT IF O H{T I (Tl 7(A,

W G O A (I ITAR FIRICE G AT At = v = |

I DIEZTIAIT TG . eeeeeeeeeeaeeeeeeeeeeeseeeeeseeseesessessessesseseesneseeeneas
TTFRG vvveeeeeeeeeeeeeeeeeeeeeseeeeeesneseeses AT B2Z e
LGl 1 5 OSSR
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Appendix F
SRQ-20

@, 97, 778, (SRQ)

AN & AT

Ao a=iedfis Bew ug <ief ke 31 e 7 e[ B o aiat a7 |

-

S. SR 6 qeee st Rt =0 &t Ll
R, S 6 o T iee? Lyl t
©. SR 5 o AT =002 & t
8. Tif 5 gy fogreg wexfee Jm=e? £l T
. SR 3o Fee? &t T
v. uify & Refere, AR Sreftre et Sfifye zmen? &t t
q, o o e SRt WitR (T I /)2 &t T
v, ARFRSI BusRA Fare @ SR 2R 7 &t t
». SR e @Y = & &t t
So. M 5 A IRESR Tt AT Eul Tt
33, W efSfrtm e e o =it 62 Bl Ll
3R, IR 3 Prar=e fre syt =z Eul =t
S0, MR (A FTE R IR Z0R? ot t
58, S 6 ST CFTa SWIT ATS ST ZU0=A? 2t t
Se. At & (Tl e o IR (FeemeeeT? Bl =t
SO, SR & Sl =R @, W GIee TR Ife? Byl el
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39, TP fTeE S (1 I (RS w6 Siromig e sieTeR? ¥t Ell
Str. MR & S FIfe @y =a? B T
5. TR AFERTS & S Sl (e 4F) @I ot T
Ro. T & wfe wrre? Tfey =2 & Bl
™G It Te7 1

ICD-10 (DCR) diagnosis: Cut off point : 8 >

DSM I11-R diagnosis: Non case :

Possible case :
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Appendix G: Ethical Approval Letter

DEPARTMENT OF CLINICAL PSYCHOLOGY

. N
ok o v " s Bl
W A rts Building oor
FM W (67 TN) L—"l@ Dhaka 1000, Banglades!
BI#1—->000, AT R

Tel: 9661900-73, Ext. 7801, Fax: 880-2-8615583, E-mail: clinpsy@ du.ac.bd

Certificate of Ethical Approval

Project Number : MP191001

Project Title . Exploring Barriers in Seeking Mental Health Services

Investigators  : Fahmida Shultana and Muhammad Kamruzzaman Mozumder

Approval Period : 09 October 2019 to 08 October 2021

Terms of Approval

Any changes made to the details submitted for ethical approval should be notified and
sought approval by the investigator(s) to the Department of Clinical Psychology Ethics
Committee before incorporating the change.

. The investigator(s) should inform the committee immediately in case of occurrence of any
adverse unexpected events that hampers wellbeing of the participants or affect the ethical
acceptability of the research.

. The research project is subject to monitoring or audit by the Department of Clinical
Psychology Ethics Committee.

. The committee can cancel approval if ethical conducti‘on of the research is found to be
compromised.

If the research cannot be completed within the approved period, the investigator must
submit application for an extension.

The investigator must submit a research completion report.

Chairperson

Ethics Committee

Department of Clinical Psychology
University of Dhaka
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Original Quotation and Translated Quotation

Theme/Sub
theme

English

Bangla

Contrasting
cultural belief

“Blind faith. This is blind faith which
comes for ages. People believe that

traditional healer will cure the

’

problem.’

o R | G5 S [T (/T =
o1 oI 40 BT PR AT N0
ATG 3 FACT ©feT =Y AMA |

Stigma

“This is a problem. It will be a public
knowledge that [my] daughter is

)

mad. This is a matter of shame.’

O3 GFG] AN (@ TSI ZC
I TIACT 219 | 93 AF0T 7eg] |

Stigma

“Probably he will be proven
incapable or mad. These are the tag
lines [for mental illness]. People do
not seek treatment due to the
possibility of being labeled with such

tag lines.”

T TS IANERNTS I INENS
fefepior eife 203 AT =M1 | @3
(e fAfeg Gof e e A
SR AT @0 AT (T2 T3 ©if
(YT T[T A AR AT |

Stigma

“There is panic, there is fear that
these should not happen to anyone...
then I will be sick. No one consider
as a human being. Everyone will look

at it with hatred.”

SISF FACA, SF A AT IICAT
T N - --- Z0T TF AT,
ACE (S AT 0T NG P 1 |
AR AR (BT (TR |
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Theme/Sub English Bangla
theme
Lack of “Actually, the main fear is | QTIACT IR (FAGIZ NPT
acceptance ; _ VISR ©F | TS ST I
acceptance. In reality, society does N N
prevent anyone from seeking help. | ¢ € (¥ it o7 11 | SN
_ _ ST W =Y & & S g
We wonder if others will say T AT % BRI @7 T |
something for my situation — this s | 920TCF T O AR |
the fear”
Lack of “[It] affects your professionalism. | SEFGT BIFRE  CFC@, SANE
acceptance

When you gave excuse that you could
not come [to office] due to headache
or fever, that is readily acceptable
than when you say you were absent
or couldn’t communicate for a couple

of days because of depression”

STFAITE SCAFG! Fy W I
e 9% gIeTE fisey wreiEE
WA G A W G OB
ARG (@R GrEAGT M &
Sofy feremiea @ & ¥2 e
G e ST 98 TS FRCT
P AN IE M SR Fa0S
Aifd R Qe ArERIfETaNE
QR FCF |
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Theme/Sub
theme

English

Bangla

Diminished
respect

“If I am the eldest daughter or eldest
daughter in law in a family, | would
have a position, some weights. But if
for some reason | get a psychological

disease They will not

address me from my [usual] position
when they talk with me; will not
respect me as a senior; will try to

’

humiliate me.’

ARz W i T© (0w 23 A @
T 72 AN UF6] S AR,
GFBT CRG AR | fvg =ify av
& FRCE TRE @ AGF o

@ U FEE A | IS RETE T
T 9| SINE (& Aferey T
(53 AT |

Social
Isolation

“Will call me a mental case, shun me
in the society and mark me an
outcast. This fear prevents many from

wanting or taking [treatment]

IJECE GO (@ N AWCE
AR (A AW F@ AR,
INCE SAMCH FB FCE AN, @2
SR WA 2 fqre B A1 A1 fAre
A T |

Social
gossiping

“Everyone will notice that he/she is

going to that hospital; His/her
relative is mentally sick. . .........
.. In our society mentally sick people
are addressed as mad. It has been
observed that everyone says - his/her
son or brother become mad. Hey how
do you know? Hm, | have seen
[him/her] going to that hospital. This

thing is common in our society”

QTS (COITT AL (AR F @
ZPTHATSICS AR | ST SRR
EICIREECIC RS it g J— S
E ARBFST TIF T ST
SATofeT JCET TG B | (T T @&
FIZ JECQ YA (A A TF
©IE TSI RO (1R | 92 el ofw
Pt @i | @2 faer e
IYF FETATSE (T | 92 &t
< T |
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Theme/Sub English Bangla
theme
Discrimination | “I will not get help from my | S SR FeTAg FRF AR I,

colleagues; my working field

becomes narrow. | will have fewer
promotions. The growth of my carrier
will decrease. The growth in my job

’

may start to cease.’

QT I A | AN (FRACER
CATY FCT T, A e 641 I
I Q@ACO AT |

Discrimination

“Now people say depression is
fashionable. If someone says he/she
is depressed then other will directly
tag the person as he/she trying to get
attention or something like that. I

think this is a social bothering issue”

G TRE A T @ NG 9
IIAe I Wegw depression 4
@A =R | depression TR
fasionable, ¢ IW =T @ =f
depressed wrzesT  EFIE G
A W W F O NGRS
(MRS &) FACOCR AT G 400
g =i v s 92 fefein
@51 bother e s (At |

Mental health
literacy

Mentally ill are those who are very
bad tempered, do not know how to
handle situations, do whatever they
want when they are angry, break

things”.

TR @ Foce ST 93T o
T IR AR 47 WG,
(T FACS TG A, @O (T A
TR ©f @, ORpT I a3
A IR

Mental health
literacy

“The family think, how come he is
depressed, what is his/her anxiety, |
am already providing him with

everything.”

Tl (F 9T W @ S&F o
Y Whexifoz sreifts e 7 ao e=
St | fem gePo~el,

75



Rubel Mia
Typewritten text
Dhaka University Institutional Repository


Dhaka University Institutional Repository

Theme/Sub
theme

English

Bangla

Mental health
literacy

“I know about two, for mental illness
both psychiatrist and psychologist
can work. Psychiatrists prescribe
medicine based on stage while the
psychologists provide therapy or
habit

work on behavioral or

development to reduce mental

stress”.

onfy oGS 935t wif afs & A
@ WP et orRee MEfeies
8 HETHEGIT G2 93 G IS

0 | MEfFATGIT [ ARt o
BTG (MY S ASCHIEAGIT IR ST
A @y 3 fReefewe
(CTSEATICD LI T GF5T
2S5 (CTEAINCEET T [Foi
(T8 G2 (T (CPHOT FACS AN
(0T 0 it 9¢3 |

Unimportance

“Spending money on mental health
treatment! It is not necessary. It will
be fine automatically. No need to

spend money.”

A6 I, GHIF VT =W TG 13,
QN Ol T AT | BT 196 FACS
I

Maintaining “People who go for faith healing, are | TR ATC F(F IR ST 3 <
status quo - T | FCSF VLGN I HPero]
mainly indolent. They do not want N S
solution from acting out. They want | B/ | ST @=ITT I6T A STHT BT
I HICR BT AT |
things to come from God. | will be
sitting and it [solution] will come to
me automatically.”
Treatment “It will harm [him/her], it will | e 23 @7 S A=A 20O AP,
induced i i ’ | o =Te 51 T A e
\C/\gonrgzatri](l)rr]]g in | worsen the condition. He/she might T -

have had one problem; it will add

more to that.”

IFCF, M AT @fe= 203 |
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Theme/Sub
theme

English

Bangla

Disapproval
by other

“Everyone will ask why? Who told
you to visit there? Is there any benefit
to visit them? It means [they are]
demotivating a person [to go for
treatment]. It will develop an
insecurity in me, I won’t know what
they are saying behind me. Maybe

they will paint an exaggerated story

and communicate that to others.”

TR TR (@FF? (F CSIE QT
MRS F#ICR? A IR e 6
1S FOR? WC I6! N[aCH
EqBretEs F6 ey | =
ey GR0T BFAFCIT =T |
I &WF A G S e e
& 5 o107 SR SIeR el
AT FECE?

Lack of
preparedness

“I am not sure, if I am mentally
prepare to deal the matter? 1 am not
sure how much | will be able to trust
worth the person. Yes, | know if I
don’t take any chance, I won’t be
able to move forward - but | am not

ready to take the chance yet”.

1111117 B o B o < B o
TS ege foar @B S
iy %7 @1 Wi T FieR IR
oify otF Fepe MPT F99 @2
AIARBITS AN GIG AT AT |
gt 51 1 et wifsr S S
AR T Y wifT | 5 o T
Ty SN @28 8FS 1 |

Symptom
itself

“If a person does not understand that
he/she has got a problem, it is
difficult to take him/her to treatment.
You can’t tie him/her up and bring to

treatment”

QT T IM (AT T LA o
S OIRCETS O W0 Ihe
QI T, SitEe S @qrae
A @S A== =7 |
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Theme/Sub English Bangla
theme
Symptom “I can’t get the motivation to go out | JNI(F I (WS (F (A FCAT
itself o talk with | missed th AL FA TS AL 43 AGCST
n nyon m

and talk with anyone, so Issed the IS S (T AR | B TR
appointment.”’ e GATESTs it e “Aifa

Invisibility “One thing, when someone gets | 96 faff TR &@C T4

physically hurt, it is visible, and
therefore, people immediately go for
treatment. But mental diseases are
not visible, so we don’t understand,

3

and we do not go.’

feferanfer =6 =7 O (12 feferioT
fefeare eiee W 2ot
fore s SR fofest vae | foe
R [IAIRGT foferarier 91 | GTey
oA e T AR T SN AR
CIN

Adverse effect

“Anything [Medicine] has adverse
effect such as excessive sleep, I didn’t
feel good that’s why did not continue

[treatment].”

@ @9 & 97 auent 3w
AN gN Q@ qew Fopin P
I O e FAlE o7 @ S|
GG T &7 712 |
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Theme/Sub
theme

English

Slow progress

“It takes time to get benefit from this
[psychiatric treatment]. . . . . ..

depression it takes time to bring some

changes with antidepressant
: > er | SR e I S

[medicine]. We also say, many | gy «= o sicet FEE @ 7|

medicine do not work until it is taken | (TCFC@ T HICT 1 A ST ©IAS

for [at least] one month, In such case | ¢°0 ¥ TTGT fEfFao |

those who knows or doesn’t know

[this] face difficulty to keep

patience”.
Lack of “We have very little examples where | SN 68 @2 IFT GHTT 4
positive A (@ (@ NP e fey ort
example someone got cured of mental health

R0 (TR |

problem through treatment.”
Seeking “I think at first people did not seek | J¥TT BT F(A ICA SN M 2T,
informal
treatment out for doctor or counselor. They T 2R sret fre Sies A

[follow advice of] people around
them - go for a tour, talk to friends -
you will feel better. They try to

manage in this way.”

FICH™E e SI1C6 F@ w1 | ST
T ST AT TIT 0T @l (AT
L@ A, 6 AL T QT A,

JFOMS ML AT (M8 OIRCE RIA©
(O O =] | 9Ot (TS
AR (BB I |
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Theme/Sub English Bangla
theme
Seeking “I reach out to the people who are | =If¥ 7 It 76 WEG FafR il
informal » e i " || ST wifir W < o
treatment ike me [have similar problems]. e —
think they are more sensible, and they | T @R @7 TR T &5
I
understand the matter and treat
people in that way.”
Engaging in “I do not have a clear idea of how | GT TT® FITo W 3TwS W ACS
self-damaging AT | (FE TFS I[N TR SR
practices they cope [when they don’t go for T T FE & VTS S
treatment] . . . . . . . he may get | 00 e fo~er et /1 o
forel a@, O @W 9F G
involved in drug. If the person has a Sl |
habit of smoking, he may try to smoke
to get rid of the negative thoughts —
[these] are injurious for health”
Financial “Treatment mental health requires | TR @I et e colte

constraints

multiple sessions. Obviously there is
transport cost. These cost of session
[fees],. transport cost, doctor’s fee —
[the family member] perceive these
as an extra cost. [They] are not

willing to spend this extra cost.”

FEeo! P W3 gew =7 | Iheat
ST AADS IR | G2 (T FCIFO!
Gbe 9T <4T6, ST AT 26,
TGRS 495 @3 LABOIFS QHGT
SEPRCEIc NRUERE DT (o
EUEIN
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Theme/Sub English Bangla
theme
Financial In our country, most of the females | SINWa M @R ST (RIS
constraints IR T ST | SR AT
are dependent on others. Other
> = IR SO A =W A T |
meaning - father or husband. We | SNITHd fTecv (I 2721 <12 |
FIee SE e Pra—e fre
have no income. So, we can’t take o | @@W%ﬂ?ﬁ@%
our own decision. As we are | I ST FRATSHIR SANICH
(T foTe =Y | ORI 0T A
dependent on them, we have to accept | syt @3 oM @I I97 =1
their decision. If they say we can’t <> P AT A Al
ARG SIS 7 |

spend money on this matter then

there is no treatment, and the

situation gets stuck.

Need for “Really, it’s difficult because it need | 957 JPTEL TREFFH IS QAT
multi-
dimensional multi-system  involvement,  need | ¥ 5 FeoT FweEs el Wi
resources _ _ A @F ITPST A, W
multiple person involvement. If | need
TISRR Ficr AR GI6T @y =ify
to go to the psychiatrist, it's not like
& PRYETHATES 1 NG ROR W AN (AT (T 8
that only I need to know this, | have | grre 2w wemr o r @ af
to inform my parent or others who | 2P® ST SIFS TFCS AR |
are involved with this.”
Limited “The number of times I have face this | S (@ FAAR ICAIGT (FH FA(R
_SO]E”CGSt_ olem. | have had ) SR 10 B feeT, W foet g
information problem, | have had money, human | o oo oo ¢ cogroris
resource but didn’t find anyone who G2 T (PIT T feT 7

has expertise or knowledge on the

matter.”

81



Rubel Mia
Typewritten text
Dhaka University Institutional Repository


Dhaka University Institutional Repository

Theme/Sub English Bangla
theme
Lack of “[To take him to hospital] it requires | W & NI (T O SACGHTHIT
human fate 7 q ------ TS I S
resources ten person to give him an injection . . | wrx w9 W18 AFTS AT BT
QBT AT |
.1 may not have the human
resource when need that, it is a
barrier”
Time “It seems treatment is extremely | SN W TR WNF f&f=1G
constrains and e e @ wif ez @
business needed but I couldn’t go because of T ST TR (A0S AR WE |
my business”.
Limited “If we saw people going to get | SN AW LS AT YJ ARSI
availability TCR= W (=g vl a2 =2\
service very easily, the help seeker ST uE e <reTe e
and help provider both are available | 8 ST 43 712t ot R
fte @i | @ St (W@iee
then we will go easily for service. We TS SISIEd G o g
(TS (e NPRe e oFre

see the doctor’s chambers at the
corner, but we do not see the
psychiatric chamber at the corners.
This type of practice is not usually

’

seen.’

@ | @3 Ko g Sar
A6 W |

82



Rubel Mia
Typewritten text
Dhaka University Institutional Repository


Dhaka University Institutional Repository

Theme/Sub English Bangla
theme
Lack of “We do not respect the mental health | SIS OF& eI NI AL
warmth _ _ | (TSI I e 9 T, WS
patient as like a normal people. This & © -
type of behavior is not expected from | I AT AT AT | GG
e EI6T F0eT =3 71 | ©F
a psychiatrist. He has to respect his | o = wizat sy o v
patient. So that patient relies on | TTe° X | TCO TG HfFT
T Sl FACO AR |
psychiatrist.”
Hasty “He didn’t talk too much;............ | € A I M @ GO |--------
interaction =S [ T T (A BT ST
they said they understand everything S % T G |
by looking at her face”.
Limited orno | “He [Doctor] is totally unwilling to | & T& GiTifer Siecafer § feege
explanation afffie | RgE @ TR OSIWI |

disclose anything. Didn’t tell me
anything. | think it should be more
cordial. When someone go of her
own, wanting to understand her
situation — she should be informed
about the state — your condition is
this and you should do this and that.
It should be like [saying] that you

take medicine, and everything will be

fine.”

NE Pl W TR 93
FHARGITS ST Sofeel AT
e | @C T frer @, e
FpCi B iTe Btz @G 12 S
ARG T SHR | A T
TR @Bl @R APEE 93 SR_IE
T 93 @3 FAT SR | T @3 TN
T T vy 7Y s 5% 27 A |
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Theme/Sub
theme

English

Bangla

Judgmental
approach

“I have said something, but he did
not take it seriously. Sometimes | felt,
what if | went there and got judged
[by him/her] and return [home] with
the worst feeling. I do not want to

have this type of feeling.”

oify PR GBI @I G SE
BT Pifameifer e a1 | Sear e
N 230 M @S 906 W B S
IAE & I, N G A=TT
T e feea sererr | @ fefere Bt
IS 512 47 |

Breach of
confidentiality

“We do not have much of that
[protection from disclosure] in our
society. Those who treat, talk about
or train [encourage] other to receive
therapy, they themselves also have
gaps in this aspect [disclosure]

I mean, these information are

disclosed by them [the service
providers] — this person [patient]
went to that person [provider]; — he

[that patient] has this problem.”

ANAR AR ©fF GF6T 8 1L |
G =Y, T FAT @0 AI€T
GT AR QU AOTE Gy
TMRE U TREGICS 9GS Sty
Rl GBITS eMPress e AR
I, T 9BITS stigma T2 1 AT
ag AN ST OAR MGG 2O |
IE OF INZ AW, AT OIS
IR, 98 AT | 98 [T SCAr
oo 26T &fbe |
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