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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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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 Illness  

 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 
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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
https://www.tandfonline.com/author/Ndetei%2C+David
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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 
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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. 
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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. 
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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 Illness 

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 
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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.  
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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.  
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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, Rüsch & 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 



11 

 

(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 
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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.  
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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.  
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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.  
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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 

the patient 

1 Male  25 Middle-middle Unmarried 

2 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
th
 October 2019 to 

8
th
 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.  
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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 

barrier 

Contrasting cultural belief 

Stigma 

 

Lack of acceptance 

 

Social gossiping 

Discrimination  

 

 

 

Diminished respect 

Social isolation 

Perceptual 

barrier 

Limited mental health literacy 

Unimportance  

Maintaining status quo 

Treatment induced worsening of 

condition 

Disapproval by other 

Lack of preparedness  
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Category Subcategory Theme  

Experiential 

barrier  

Disease characteristics 

 

 

Treatment characteristics 

 

Lack of positive example 

 

Alternative coping  

Symptom itself  

Invisibility 

 

Adverse effect  

Slow progress 

 

 

Seeking informal treatment 

Engaging in self-damaging 

practices  

Structural 

barrier 

Resource  

 

 

 

 

 

 

 

Lack of professionalism among 

practitioners 

Financial constraints 

Need for Multi-dimensional 

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.  

 

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 

Socio Cultural 
Barriers 

Contrasting 
Cultural Belief 

Stigma 

Lack of acceptance 

Diminished respect 

Social isolation 

Scoial Gossiping 

Discrimination 
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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 

illness]. 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 

quotation. 

“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. 



28 

 

“If I am the eldest daughter or eldest daughter-in-law in a family, I would have a 

position, some weights. But if for some reason I 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 

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

person.  

“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, I 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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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 I 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. I 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 I 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. 

 

Figure 3.4: Theme and sub-theme of structural barriers 

S
tu

rc
tu

ra
l 
b
ar

ri
er

s 

Limited resource 

Financial Constraints 

Need for multi-
dimensional resources 

Limited sources of 
information 

Lack of human resource 

Time constrains and 
business 

Lack of professionlism 
among practitioners 

Lack of warmth 

Limited availability 

Hasty interaction 

Limited or no 
explanation 

Judgemental approach 

Breach of confidentiality 



39 

 

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 I 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 . . . . . I 

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. I 

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. I 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 

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

illness 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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CHAPTER 5 

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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Appendix A 

Topic guide 

K) gvbwmK †ivM ej†Z Avcwb wK †ev†Sb ? 

L) Kv‡iv gvbwmK †ivM n‡j †m wK K†i ?  

M) gvbwmK †iv‡Mi wPwKrmv m¤c†K© Avcwb wK Rv‡bb ? 

N) gvbwmK †iv†Mi wPwKrmv MÖn†Yi ‡¶‡Î gvbyl wK wK evuav †eva K‡i e‡j Avcwb g‡b K‡ib ? 

1) e¨w³i w`K †_‡K wK wK evav _vK†Z cv‡i ? 

2) cvwievwiK w`K †_‡K wK wK evav _vK†Z cv‡i ? 

3) mvgvwRK w`K †_‡K wK wK evav _vK†Z cv‡i ? 

4) †mevcÖ`vbKvixi w`K †_‡K wK wK evav _vK†Z cv‡i ? 

5) wPwKrmv cÖwZôv‡bi w`K †_‡K wK wK evav _vK†Z cv‡i ? 

P) gvbwmK wPwKrmv †mev kãwU ïb‡j †Kgb †eva K‡ib ? 

Q) Avgv‡`i †`‡k wK wK gvbwmK wPwKrmv †mev i‡q‡Q ? 

 1| Kviv w`‡q _v‡K ? 

 2| †Kv_vq †M‡j cv‡eb ? 
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Appendix B 

CONFIDENTIAL 

Contact Details 

 

Code: B G  y m d  s l 

Code: B P  y m d  s l 

Code: B C  y m d  s l 

 

 

Name: 

Address: 

Note: 
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Appendix C 

Demographic Information 

 

 

Field Note: 

 

Date        Code          

1)wj½t   †Q‡j    †g†q  Ab¨vb¨  2)eqm: 

3)•eevwnK Ae¯’v: 4)ag©: 

5)†ckv: 6)wk¶vMZ †hvM¨Zv: 

7)cwiev‡ii m`m¨ msL¨v: 8)cvwievwiK Avq: 

9)fvB †evb msL¨v : 10)Rb¥µg: 

11)Avevmbt  

 

 

 

12)Avcbvi †Kvb gvbwmK mgm¨v Av‡Q e‡j wK g‡b K‡ib ?      n¨vu           bv 

 

n¨vu †¶†Î cÖ‡hvR¨ 

 

12.1)cÖ_g mgm¨vwU eyS‡Z †c‡i‡Qb KZw`b Av‡M?......... 

 

12.2)Zvi Rb¨ †Kvb wPwKrmv wb‡q‡Qb wKbv?.................. 

 

12.3)mgm¨vwU †evSvi KZw`b ci wPwKrmv wb‡q‡Qb?......... 

 

13)Avcbvi cwiev‡ii Kv†iv gvbwmK mgm¨v Av‡Q wKbv? 
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Appendiz D 

Explanatory Statement Form 

M‡elYvq AskMÖnYKvixi Rb¨ e¨vL¨vg~jK wee„wZ 

 

ZvwiLt..../..../ 2019  

M‡elYvi wk‡ivbvgt Exploring barriers in seeking mental health services. (gvbwmK wPwKrmv MÖn‡Yi 

evavmg~n AbymÜvb) 

 

GB e¨vL¨vg~jK Z_¨mg~n, Avcbvi Kv‡Q ivLvi Rb¨ 

 

 

Avwg dvnwg`v myjZvbv, Avgvi Gg. wdj. wWwMÖi Ask wnmv‡e XvKv wek¦we`¨vj‡qi wPwKrmv g‡bvweÁvb wefvM Gi 

mn‡hvMx Aa¨vcK, W. gynv¤§` Kvgi‚¾vgvb gRyg`vi Gi ZË¡veav‡b GKwU M‡elYv KiwQ| 

M‡elYvi j¶¨t  

Avgv‡`i mgv‡Ri A‡b‡KB Av‡Qb hviv gvbwmK fzM†Qb| wKš‘ wPwKrmv MÖn‡Yi ‡¶‡Î †`Lv hvq Zviv A‡bK ai†bi 

mvgvwRK, AvPiYMZ, Av‡eMxq, wPš—vMZ Ges KvVv‡gvMZ evavi m¤§~Lxb nb| hvi d‡j Zviv nqZ wPwKrmv wb‡‛Q bv 

A_ev wPwKrmv wb‡jI Zv †`wi‡Z wb‡‛Q| GB M‡elYvi j¶¨ n‡‛Q †mB evav¸‡jv wK wK Zv Lyu‡R †ei Kiv | 

†Kb Avcbv‡K GB M‡elYvq AskMÖn‡bi Rb¨ Aby‡iva Kiv n‡”Q? 

GB M‡elYvq, gvbwmK wPwKrmv MÖn‡Yi ‡¶‡Î evavi mg~n Rvbvi Rb¨ Avwg wKQz e¨w³i mv¶vrKvi wb‡Z PvB| Avwg 

Avcbvi Kv‡Q G‡mwQ Kvib Avgvi g‡b n‡q‡Q †h Avcwb GB M‡elYvq g~j¨evb Z_¨ w`‡Z cvi‡eb| wKš‘ GB 

M‡elYvq AskMÖn‡bi c~‡e© Avgvi Rvbv `iKvi †h, Avcbvi eqm 18 eQ‡ii Kg bq, Avcwb K_v ej‡Z cv‡ib I 

eyS‡Z cv‡ib, Avcwb GB gyn~‡Z© gv`KMÖ¯’ bb Ges Avcbvi ¯§„wZkw³ ¯^vfvweK| Kvib, †m‡¶‡Î GB M‡elYvq 

AskMÖnb Kiv Avcbvi Rb¨ KóKi n‡Z cv‡i Ges Avcbvi †`Iqv Z_¨ M‡elYvq ¸i‚Z¡c~Y© fzwgKv ivL‡Z m¶g n‡e 

bv|  
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M‡elYvq hv Kiv n‡e? 

cÖ_gZ, M‡elYvq Aš—f©zw³ welqK cÖkœgvjv e¨envi K‡i †`Lv n‡e †h Avcwb G M‡elYvq AskMÖn‡bi Rb¨ h_vh_ 

e¨w³ wKbv| hw` Zv n‡q _v‡Kb Zvn‡j, GKK mv¶vrKvi Gi gva¨‡g Avcbvi KvQ †_‡K Z_¨ wb‡q, Zv AwWI 

K¨v‡mU I wjwLZfv‡e msi¶Y Kiv n‡e| 

M‡elYvq AskMÖnb Ki‡j †h cwigvb mgq w`‡Z n‡e? 

cÖ_gZ, M‡elYvq Aš—f©zw³ welqK cÖkœgvjv e¨envi Ki‡Z mgq jvM‡e 5 wgwbU| Avcwb M‡elYvq AskMÖn‡bi 

Dchy³ n‡j, Zvici GKK mv¶vrKvi Gi Rb¨ Avcbv‡K 30-50 wgwbU mgq w`‡Z n‡Z cv‡i| cieZ©x‡Z cÖ‡qvRb 

Abymv‡i GK ev GKvwaK evi Avcbv‡K mv¶vrKvi w`‡Z n‡Z cv‡i| Zvi mgq I ZvwiL Avcbvi mv‡_ Av‡jvPbv 

mv‡c‡¶ wba©viY Kiv n‡e| 

mv¤¢ve¨ myweav t 

eZ©gvb M‡elYv, gvbwmK wPwKrmv MÖn‡Yi †¶‡Î wK wK evav i‡q‡Q †m¸‡jv †Lvu‡R †ei Ki†Z ¸i‚Z¡c~Y© f’wgKv 

ivL‡e e‡j Avkv Kiv hvq| hv wKbv h_vh_ Ges `ª‚Z wPwKrmv MÖn†Yi †¶‡Î cÖavb Aš—ivq| eZ©gvb M‡elYvq 

AskMÖnb Avcbv‡K mivmwi †Kvb myweav bv w`‡jI, G M‡elYvi djvdj Avgv‡`i †`‡k gvbwmK wPwKrmvi evav¸‡jv 

wPwýZ Ki‡Z mvnvh¨ Ki‡e| hv Avgv‡`i †`‡ki gvby‡li m‡PZbZv e„w× Ges cÖKí cÖYq‡b mvnvh¨ Ki‡e e‡j Avkv 

Kiv hvq|  

M‡elYvq AskMÖn‡b mv¤¢ve¨ Amyweav t 

Avwg †h wel‡q K_v ej‡ev Zv Avcbv‡K mvgwqKfv‡e Av‡eMxq Ki‡Z cv‡i ev wKQz ev¯—e mgm¨vi K_v g‡b Kwi‡q 

gb Lvivc ev A¯^w¯Zi Kvib n‡Z cv‡i| wKš‘ GB wel‡qi Rb¨ Avcbvi `xN©¯’vqx ev gvivÍK †Kvb Amyweav n‡e bv 

e‡j g‡b Kiv nq| cÖ‡qvR‡b Avcwb weGmGgGgBD A_ev RvZxq gvbwmK ¯^v¯’¨ BbmwUwUDU G gvbwmK ¯^v¯’¨ †mev 

wb‡Z cvi‡eb|  

M‡elYvq AskMÖnb cÖZ¨vnvi t 

G M‡elYvq Avcbvi AskMÖnb eva¨Zvg~jK bq ev Avcwb AskMÖn‡bi †¶‡Î †Kvb cÖKv‡ii `vqe× bb| Avcbvi 

AskMÖnb m¤c~Y© †¯^‛Qvaxb| Ggb wK AskMÖn‡bi wm×vš— †bqvi ciI GKK mv¶vrKvi †_‡K cÖvß Z‡_¨i Abywjwc 

Aby‡gv`‡bi c~e© ch©š— Avcwb Avcbvi AskMÖnb cÖZ¨vnvi Ki‡Z cv‡ib| 

†MvcbxqZv t 

G M‡elYvq Avcbvi †MvcbxqZv m¤c~Y©iƒ‡c i¶v Kiv n‡e Ges G wel‡q me©vwaK ¸i‚Z †`Iqv n‡e| Avcbv‡K 

†Pbv hvq Ggb me Z_¨ ( †hgb Avcbvi bvg, wVKvbv) Avjv`v GKwU KvM‡R †jLv _vK‡e Ges Avcbvi †`qv 

mv¶vrKvi Gi Z_¨ †_‡K Avjv`v fv‡e ivLv n‡e| hv GKwU mvs‡KwZK wPý Gi gva¨‡g GKwÎZ Kiv hv‡e Ges GB 
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wPý Avwg Qvov †KD Rvb‡e bv| Avcbvi †`qv Z_¨ ev wi‡cvU© Ggb fv‡e cÖKvk Kiv n‡e †hb Avcbv‡K †Kvb fv‡eB 

wPwýZ Kiv bv hvq| 

msM„nxZ Z‡_¨i msi¶b t 

M‡elYvq msM„nxZ mKj Z_¨ M‡el‡Ki Kv‡Q wbivc` ’̄v‡b 5 eQi msiw¶Z _vK‡e| M‡elYv †_‡K AvnwiZ Z_¨ 

w_wmm †jLvi †¶‡Î Ges GK ev GKvwaK †gŠwLK Dc ’̄vcbvi †¶‡Î e¨envi Kiv n‡e| M‡elYvi wi‡cvU© cÖKv‡ki 

†¶‡ÎI G Z_¨ e¨envi Kiv n‡Z cv‡i| G‡¶‡Î AskMÖnbKvix‡`i †MvcbxqZv m¤c~Y©iƒ‡c i¶v Kiv n‡e hv‡Z Zv‡`i 

wPwýZ Kiv bv hvq|  

M‡elYvi djvdj t 

Avcwb hw` G M‡elYvi djvdj Rvb‡Z Pvb Z‡e Avgvi mv‡_ (01914045210) G b¤^‡i A_ev 

fahmidashultana26@gmail.com Gi ga¨‡g †hvMv‡hvM Ki‡eb|  

  

Avcbvi mn‡hvwMZvi Rb¨ ab¨ev` | 

.......................................... 

dvnwg`v myjZvbv 
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Appendix E 

Consent Form 

m¤§wZ cÎ 

M‡elYvi wk‡ivbvgt gvbwmK wPwKrmv MÖn‡Yi Ÿvavmg~n AbymÜvb| 

GB m¤§wZ cÎwU M‡elYvi †iKW© wnmv‡e XvKv wek¦we`¨vj‡qi M‡el‡Ki Kv‡Q Rgv _vK‡e|  

Avwg XvKv wek¦we`¨vj‡qi Dc‡iv‡jwLZ M‡elYvq AskMÖn‡bi Rb¨ m¤§wZ w`w‛Q| Avgv‡K M‡elYvwU m¤c‡K© we¯—

vwiZ eywS‡q ejv n‡q‡Q Ges Avwg GB msµvš— e¨vL¨vg~jK wee„wZ c‡owQ (ev Avgv‡K c‡o ïbv‡bv n‡q‡Q) hv Avgvi 

Kv‡Q †iKW© wnmv‡e ivLv Av‡Q| Avwg eyS‡Z cviwQ †h, m¤§wZ cÖ`v‡bi gv‡b n‡‛Q †h-  

 

Avwg M‡el‡Ki Kv‡Q mv¶vrKvi cÖ`v‡bi m¤§wZ w`w‛Q,  n¨vu  bv 

Avwg mv¶vrKviwU K¨v‡m‡U †iKW© Kivi AbygwZ w`w‛Q,  n¨vu  bv 

Avwg cÖ‡qvR‡b cieZ©x‡Z Avev‡iv mv¶vrKvi cÖ`v‡bi m¤§wZ w`w‛Q,       n¨vu  bv 

 

Avwg eyS‡Z cviwQ †h, M‡elYvq AskMÖnb Kiv Avgvi †¯^‛Qvg~jK, Avwg PvB‡jB AvswkK ev m¤c~Y© AskMÖnb Kiv 

†_‡K weiZ _vK‡Z cvie Ges M‡elYvi †h ‡Kvb ch©v‡q Avgvi AskMÖnb cÖZ¨vnvi Ki‡Z cvie| G‡Z Avgv‡K 

†Kv‡bviKg ¶wZMÖ¯’ Kiv n‡e bv|  

Avwg AviI eyS‡Z cviwQ †h, M‡elYvq cÖvß mKj Z_¨ †Mvcb _vK‡e Ges Ggb †Kvb Z_¨ Kv‡iv Kv‡Q ev †Kvb 

wi‡cv‡U© cÖKvk Kiv n‡e bv, hv †_‡K Avgv‡K †Pbv m¤¢e|  

mv¶vrKv‡ii †iKW© Ges Zv †_‡K cÖvß Z‡_¨i wjwLZ Abywjwc mg~n GKwU wbivc` ’̄v‡b msiw¶Z _vK‡e Ges Zv ïay 

M‡elK Qvov Ab¨ Kv‡iv Kv‡Q mnRjf¨ n‡e bv| GQvovI 5 eQi msi¶‡Yi ci Gme Z_¨ aŸsm K‡i †djv n‡e, 

hw` GB Z_¨ Ab¨ †Kvb M‡elYvq e¨env‡ii Rb¨ Avgvi c~e©vbygwZ bv †bqv nq| 

 

 

AskMÖnbKvixi bvgt .............................................................................. 

¯^v¶it ............................................ev wUcmB...................................... 

ZvwiLt............................................................................................... 
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Appendix F 

SRQ-20 

Gm, Avi, wKD, (SRQ) 

 

Avcbvi Rb¨ cÖ‡hvR¨ 

 

wb‡gœi cÖkœvejxi DËi cÖ‡kœi cv‡k¦© wjwLZ nu¨v I bv Rev‡e wUK wPý Øviv cÖKvk Kiyb| 

 

bb-mvB‡KvwUK 

1. Avcbvi wK NbNb gv_v e¨_v nq? nu¨v  bv  

2. Avcbvi wK ¶zav g›`v Av‡Q? nu¨v  bv  

3. Avcbvi wK Ny‡gi mgm¨v n‡”Q? nu¨v  bv  

4. Avcwb wK Aí wKQz‡ZB AvZswKZ n‡”Qb? nu¨v  bv  

5. Avcbvi wK nvZ Kuv‡c? nu¨v  bv  

6. Avcwb wK wePwjZ, mœvqyweKfv‡e D‡ËwRZ A_ev DwØwMœZ n‡”Qb? nu¨v  bv  

7. Avcbvi wK nR‡g Amyweav Av‡Q (nRg Kg nq)? nu¨v  bv  

8. cwi¯‹vifv‡e wPš—vfvebv Ki‡Z †Kvb Amyweav n‡”Q wK? nu¨v  bv  

9. Avcbvi wbivb›` †eva nq wK? nu¨v  bv  

10. Avcbvi wK AwZ mn‡RB Kvbœv cvq? nu¨v  bv  

11. Avcbvi cÖwZw`‡bi KvR K‡i Z…wß cvb wK? nu¨v  bv  

12. Avcbvi wK wm×vš— wb‡Z Amyweav nq? nu¨v  bv  

13. Avcbvi •`bw›`b KvR wK e¨vnZ n‡”Q? nu¨v  bv  

14. Avcwb wK Rxe‡bi †¶‡Î Ae`vb ivL‡Z Amg_© n‡”Qb? nu¨v  bv  

15. Avcwb wK •elwqK wel‡q AvMÖn nvwi‡q †d‡j‡Qb? nu¨v  bv  

16. Avcbvi wK Abyf~wZ n‡”Q †h, Avcwb GKRb g~j¨nxb e¨w³? nu¨v  bv  
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17. Avcbvi wb‡Ri Rxeb †kl K‡i †`Iqvi wPš—v wK Avcbvi g‡b Avm‡Q? nu¨v  bv  

18. Avcbvi wK mviv¶Y K¬vwš— †eva nq? nu¨v  bv  

19. Avcbvi cvK ’̄wj‡Z wK Avcwb A¯^w ’̄ (†MvjcvK Lvq) †eva K‡ib? nu¨v  bv  

20. Avcwb wK AwZ mn‡RB DwØMœ nb? nu¨v  bv  

 

 

 

‡gvU nu¨v DËi  wU  

 

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

 

DSM III-R diagnosis:          Non case   : 

 

                  Possible case : 
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Appendix G: Ethical Approval Letter 
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Appendix H: 

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.” 

AÜ wek¦vm| GUv AÜ wek¦vm †_‡K nq 

hyM hyM a‡i P‡j Avm‡Q gvbyl g‡b K‡i 

Svo dzuK Ki‡j fvj n‡q hv‡e|  

 

 

Stigma “This is a problem. It will be a public 

knowledge that [my] daughter is 

mad. This is a matter of shame.” 

GB GKUv mgm¨v †jvK RvbvRvwb n‡q 

hv‡e ‡g‡q cvMj| GB GKUv j¾v| 

 

 

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.”  

†m nqZ BÝvwdwm‡q›U ev Bb†Kcvf¬ 

wRwbmUv cÖgvwbZ n‡e ev cvMj| GB 

ai‡Yi wewfbœ †UM jvBb _v‡K hv 

Avgvi Mv‡q †j‡M hv‡e †mB iKg fxwZ 

†_‡KI gvbyl Avm‡j hvq bv| 

 

 

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.” 

AvZ¼ jv‡M, fq jv‡M G¸‡jv Kv‡iv 

†hb bv nq --- n‡j Amy¯’ _vKe, 

Avgv‡K †KD gvbyl e‡j g‡b Ki‡e bv| 

mevB N„Yvi †Pv‡L †`L‡e| 
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Theme/Sub 

theme 

English Bangla 

Lack of 

acceptance 

“Actually, the main fear is 

acceptance. In reality, society does 

prevent anyone from seeking help. 

We wonder if others will say 

something for my situation – this is 

the fear” 

G‡·†Þ K‡i †bqvUvB Avm‡j 

gvbylR‡bi fq| mgvRZ Avm‡j evuav 

†`q bv ev Kv‡iv Kv‡Q †ní wmK Ki‡Z 

†M‡j wKš‘ †KD evuav †`q bv| Avgv†`i 

Avm‡j g‡b nq Iiv wK Avgv‡K wKQz 

ej‡e Avgvi GB wmPz‡qkb Gi Rb¨| 

GBUv‡K gvbyl fq cvq|  

 

Lack of 

acceptance 

“[It] affects your professionalism. 

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” 

Av‡iKUv PvKwii †¶‡Î, Avcbvi 

cÖ‡dmbvwjRg A‡bKUv ¶zbœ nq hLb 

Avcwb GB G·wKDR w`‡‛Qb Avcbvi 

gv_v e¨v_v ev Avcbvi R¡i †mUv 

A‡bKUv †iwWwj G‡·c†UW †`b †h 

Avcwb wW‡cÖk†bi Gi Rb¨ `yB w`b 

Ge‡mÝ wQjvg A_ev GB mg¯Z Kvi‡b 

Avm‡Z cvwi bvB ev Kwgwb‡Kkb Ki‡Z 

cvwi bvB| G¸‡jv cÖ‡dmbvwjRg†K 

Lvivc K‡i| 
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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, I would 

have a position, some weights. But if 

for some reason I 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.” 

cwiev‡i hw` Avwg eo †g‡q nB ev eo 

eD nB Avgvi GKUv Ae¯’vb _vK‡e, 

GKUv I‡qU _vK‡e| wKš‘ Avwg hw` 

†Kvb Kvi‡Y gvbwmK †iv‡M AvµvšZ 

nB ---------GLb Avgv‡K H RvqMvq 

†i‡L K_v ej‡e bv| eo wn‡m‡e m¤§vb 

w`‡e bv| Avgv‡K †nq cÖwZcb¨ Kivi 

†Póv Ki‡e| 

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] 

Avgv‡K †g›Uvj †Km ej‡e Avgv‡K 

†mvmvBwU †_‡K mvb K‡i ivL‡e, 

Avgv‡K AvDU Kvó K‡i ivL‡e, GB 

f‡q A‡b‡K nqZ wb‡Z Pvq bv ev wb‡Z 

cv‡i bv|  

  

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, I have seen 

[him/her] going to that hospital. This 

thing is common in our society” 

†h‡Z †M‡j mevB †`L‡e AgyK H 

nvmcvZv‡j hv‡‛Q| Agy‡Ki AvZœxq 

gvbwmKfv‡e Amy¯’| ---------mgv‡Ri 

gvbyl gvbwmKfv‡e Amy¯’ n‡j Zv‡K 

cvMj e‡j G‡Wªm K‡i| †`Lv hvq †h 

mevB ej‡e Agy‡Ki †Q‡j ev Agy‡Ki 

fvB cvMj n‡q †M‡Q| GB wgTv Zzwg 

wKfv‡e Rvbjv| GB wgTv †`Ljvg 

AgyK nvmcvZv‡j †Mj | GB wRwbmUv 

Lye cÖPwjZ|  
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Theme/Sub 

theme 

English Bangla 

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.”  

Avwg Avgvi KwjM‡`i mvnvh¨ cve bv, 

Avgvi Kv‡Ri RvqMv K‡g hv‡e, Avgvi 

c Ö‡gvkœ K‡g hv‡e| Avgvi †Kwiqv‡ii 

†MÖv_ K‡g hv‡e, Avgvi R‡ei †MÖv_ eÜ 

n‡q †h‡Z _vK‡e| 

  

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” 

GLb Avevi †`Lv hvq †h gvbyl G 

iKgI e‡j gvbyl depression G 

†`Lvb n‡‛Q| depression n‡‛Q 

fasionable, †KD hw` e‡j †h Avwg 

depressed Zvn‡j mivmwi †UM 

jvwM‡q †`qv n‡e †h †m gvb~l†K 

†`Lv‡bvi Rb¨ Ki‡Z‡Q ev GB ai‡Yi 

wKQz| Avwg g‡b Kwi GB wRwbmUv 

GKUv bother mvgvwRK w`K †_‡K| 

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”. 

gvbwmK †ivM ej‡Z Avwg GLb ch©šZ 

hv eywS hviv Lye e`†gRvRx, wmPz‡qkb 

†n‡Ûj Ki‡Z Rv‡b bv, †i‡M †M‡j hv 

B‛Qv Zv K‡i, fvsMPzi K‡i GB 

†KUvMwii gvbyl‡K Avwg gvbwmK †ivMx 

g‡b Kwi| 

 

Mental health 

literacy 

“The family think, how come he is 

depressed, what is his/her anxiety, I 

am already providing him with 

everything.”  

d¨vwgwj †_‡K Ggb nq †h I‡K †Zv 

Avwg LvIqvw‛Q covw‛Q Ii GZ wK‡mi 

wW‡cÖkb| wK‡mi `ytwðšZv,  
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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 

work on behavioral or habit 

development to reduce mental 

stress”.  

Avwg †gvUvgywU `yBUv Rvwb hw` eySv hvq 

†h gvbwmK †ivM Zvn‡j mvBwµqvwUª÷ 

I mvB‡KvjwR÷ GB `yB Rb KvR 

K‡i| mvBwµqvwUª÷ iv ch©vq¸‡jv ey‡S 

Jla †`q Avi mvB‡KvjwR÷ hviv Zviv 

†_ivwc †`q ev we‡nwfqvi 

†W‡fjvc‡g†›Ui gva¨‡g ev GKUv 

†nwfU †W‡fjvc‡g†›Ui gva¨‡g wKfv‡e 

†mB GKB †g›Uvj †m÷Uv Kgv‡Z cv‡i 

†mUv wb‡q KvR K‡i| 

Unimportance “Spending money on mental health 

treatment! It is not necessary. It will 

be fine automatically. No need to 

spend money.” 

gvbwmK †iv‡Mi Rb¨ wPwKrmvi UvKv 

LiP Kie, GUvi g‡b nq cÖ‡qvRb bvB, 

Ggwb fvj n‡q hv‡e| UvKv LiP Ki‡Z 

n‡e bv| 

 

 

Maintaining 

status quo 

“People who go for faith healing, are 

mainly indolent. They do not want 

solution from acting out. They want 

things to come from God. I will be 

sitting and it [solution] will come to 

me automatically.”  

hviv Svo dz‡K wek¦vmx Zviv Kg© wegyL 

nq| Kv‡Ri gva¨‡g Zviv mdjZv 

†c‡Z Pvq bv| Zviv Mv‡qex fv‡e †mUv 

Pvq| Avwg GLv‡b e‡m _vKe A‡Uv GUv 

Avgvi Kv‡Q P‡j Avm‡e|  

Treatment 

induced 

worsening in 

condition  

“It will harm [him/her], it will 

worsen the condition. He’/she might 

have had one problem; it will add 

more to that.” 

¶wZ n‡e †m Av‡iv Lvivc n‡Z _vK‡e, 

Zvi nqZ GKUv gvbwmK mgm¨v wQj 

Av‡iv GKUv gvbwmK mgm¨v n‡Z 

_vK‡e, gv‡b mgm¨v GwWkb n‡e| 
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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.” 

mevB ej‡e †Kb? †K †Zvgv‡K G¸jv 

†`Lv‡Z ej‡Q? G‡`i Kv‡Q wM‡q wK 

jvf n†‛Q? gv‡b GKUv gvbyl‡K 

wWgywU‡f‡UU K‡i †dj‡ZwQ| Avgvi 

g‡a¨ GKUv BbwmwKDwiwU Avm‡e| 

Avwg Rvbe bv †m Avgv‡K wb‡q wcQ‡b 

wK wK ej‡e? Avgvi AvZœxq ¯^Rbiv 

nqZ Zviv †mUv‡K iO PO w`‡q Av‡iv 

evov‡q ej‡e? 

 

  

Lack of 

preparedness  

“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 I am not 

ready to take the chance yet”.  

Avwg e¨vcviUv wWj Kivi Rb¨ 

gvbwmKfv‡e cÖ¯‘Z wKbv †mUv wb‡q 

Avwg wkEi bv| Avwg hvi Kv‡Q hve 

Avwg Zv‡K KZUzKz wek¦vm Kie GB 

e¨vcviUv‡Z Avgvi GKUz mgm¨v Av‡Q| 

n¨vu PvÝ bv wb‡j Avwg KL‡bv AvMv‡Z 

cvie bv Avwg Rvwb| wKš‘ PvÝ †bqvi 

Rb¨ Avwg GLbI cÖ¯‘Z bv|  

 

 

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” 

GKUv welq hw` †c‡k›U bv ey‡S Zvi 

mgm¨v Zvn‡jZ Zv‡K wb‡q hvIqv 

GKUv mgm¨v, Zv‡KZ Avcwb †e‡aI 

wb‡q †h‡Z cvi‡eb bv| 
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Symptom 

itself 

“I can’t get the motivation to go out 

and talk with anyone, so I missed the 

appointment.” 

Avgv‡K evmv †_‡K †ei n‡q Kv‡iv 

mv‡_ K_v ej‡Z n‡e GB gwU‡fkb 

Avwg bvI †c‡Z cvwi| GB Kvi‡b Avwg 

nqZ Gc¨v‡q›U‡g›U wgm w`‡Z cvwi  

Invisibility “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.” 

GKUv wRwbm n‡‛Q †KD hLb 

wdwRK¨vwj nvU nq ZLb †mB wRwbmUv 

wfwRe¨vj †mB‡¶‡Î gvbyl BwgwW‡qU 

wmK K‡i Avgvi wPwKrmv `iKvi| wKš‘ 

gvbwmK e¨vcviUv wfwRe¨vj bv| †mRb¨ 

Avgiv eywSI bv hvi Rb¨ Avgiv hvB 

bv|  

 

Adverse effect “Anything [Medicine] has adverse 

effect such as excessive sleep, I didn’t 

feel good that’s why did not continue 

[treatment].” 

†h †Kvb wRwbm Gi GWfvm© B‡d± 

†hgb Nyg †ewk nIqv BZ¨vw` Kvi‡Y 

Avi fvj wdj KiwQjvg †m Rb¨ Avi 

KbwUwbD Kiv nq bvB| 
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Slow progress  “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 

medicine do not work until it is taken 

for [at least] one month. In such case 

those who knows or doesn’t know 

[this] face difficulty to keep 

patience”. 

GUvi †ewbwdU Avm‡ZI A‡bK mgq 

jv‡M|--------GKUv wW‡cÖkb Gi 

†¶‡Î Zv‡K Gw›UwW‡cÖkb w`‡q 

†gvUvgywU GKUv RvqMvq Avb‡Z mgq 

jv‡M| Avgiv wb‡RivB ewj A‡bK 

Jla GK gv‡mi Av‡M KvRB K‡i bv| 

†m‡¶‡Î hviv Rv‡b bv ev Rv‡bI Zv‡`i 

•ah ©̈ a‡i ivLvUv wWwdKvë|  

 

Lack of 

positive 

example 

“We have very little examples where 

someone got cured of mental health 

problem through treatment.”  

Avgv‡`i wKš‘ GB iKg G·vgcj Lye 

Kg †h †KD gvbwmK wPwKrmv wb‡q fvj 

n‡q †M‡Q|  

Seeking 

informal 

treatment  

“I think at first people did not seek 

out for doctor or counselor. They 

[follow advice of] people around 

them - go for a tour, talk to friends - 

you will feel better. They try to 

manage in this way.” 

cÖ_‡g †hUv K‡i e‡j Avgvi g‡b nq, 

gvbyl cÖ_‡gB Wv³vi wmK AvDU ev 

KvDwÝji wmK AvDU K‡i bv| Zviv 

gv‡b Av‡k cv‡k hviv e‡j GLvb †_‡K 

Ny‡i Avm, Ii mv‡_ K_v e‡j Avm, 

eÜy‡`i mv‡_ AvÇv †`I Zvn‡j nqZ 

†Zvgvi fvj jvM‡e| Gfv‡e †g‡bR 

Kivi †Póv K‡i|  
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Seeking 

informal 

treatment 

“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.” 

Avwg hv‡`i Kv‡Q wiP AvDU KiwQ Zviv 

Avgvi gZ gvbyl| Avwg g‡b Kwi Zviv 

A‡bK †mÝ‡mej Ges Zviv welq¸‡jv 

ey‡S Ges †m iKgfv‡e gvbyl‡K wUªU 

K‡i| 

 

 

Engaging in 

self-damaging 

practices 

“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” 

†m nqZ Wªv‡Mi g‡a¨ Bbf¬f n‡q †h‡Z 

cv‡i| †KD nqZ hviv ‡¯§vKvi Zviv 

hLb ‡¯§vK K‡i H mgqUv‡Z Zv‡`i 

g‡a¨ ev‡R wPšZv Av‡m bv †`‡L †m 

wPšZv K‡i, Zvi †nj_ Gi Rb¨ 

BÄzwiqvm| 

 

 

Financial 

constraints 

“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.” 

gvbwmK †iv‡Mi wPwKrmv wb‡Z †M‡j 

K‡qKUv wmwUs Gi cÖ†qvRb nq| hvIqv 

Avmvi LiPZ Av‡QB| GB †h K‡qKUv 

†mwUs Gi LiP, hvIqv Avmvi LiP, 

Wv³v‡ii LiP GB LiPUv‡KZ G·Uv 

LiP g‡b K‡i| GB LiPUv Ki‡Z ivwR 

nq bv| 
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Financial 

constraints 

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. 

Avgv‡`i †`‡ki †ewki fvM †g‡qivB 

A‡b¨i Dci wbf©ikxj| A‡b¨i gv‡b 

nq evevi Dci bv nq ¯̂vgxi Dci| 

Avgv‡`i wb‡R‡`i †Kvb BbKvg bvB| 

hv‡Z Avgiv wb‡Riv wm×všZ wb‡Z 

cvwi| †h‡nZz Zv‡`i Dci wbf©ikxj 

Avgiv Zv‡`i wm×všZUvB Avgv‡`i 

†g‡b wb‡Z nq| Zviv hw` e‡j bv 

Avgiv GB e¨vcv‡i †Kvb iKg cqmv 

LiP Ki‡Z cvie bv wPwKrmv nqI bv 

e¨vcviUv AvMvqI bv|  

 

Need for 

multi-

dimensional 

resources 

“Really, it’s difficult because it need 

multi-system involvement, need 

multiple person involvement. If I 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.” 

GUv Avm‡jB wWwdKvë KviY GLv‡b 

gvwë wm‡÷g Bbf¬f†g›U jv‡M, gvwë 

cvm©b Gi Bbf¬f‡g›U jv‡M, Avwg 

Wv³v‡ii Kv‡Q hvw‛Q †mUv ïay Avwg 

Rvb‡j n‡‛Q bv Avgvi †c‡i›U †K I 

Rvb‡Z n‡‛Q A_ev Ab¨ †KD hw` 

Bbf¬f _v‡K Zv‡KI Rvb‡Z n‡‛Q|  

Limited 

sources 

information 

“The number 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.” 

Avwg †h Kqevi cÖe‡jgUv †dm KiwQ 

Avgvi Kv‡Q UvKv wQj, gvbyl wQj wKš‘ 

GB welqUv m¤c†K© G·cvU© ev Rv‡b 

GB iKg †Kvb †jvK wQj bv| 
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Lack of 

human 

resources 

“[To take him to hospital] it requires 

ten person to give him an injection . . 

. . . I may not have the human 

resource when need that, it is a 

barrier” 

`k Rb gvbyl wg‡j Zv‡K Bb‡RKkb 

w`‡Z n‡e ------cÖ‡qvR‡bi mgq Avgvi 

Kv‡Q Rbej bvI _vK‡Z cv‡i GUv 

GKUv evuav|  

 

  

Time 

constrains and 

business 

“It seems treatment is extremely 

needed but I couldn’t go because of 

my business”.  

Avgvi g‡b n‡qwQj Avgvi wRwbmUv 

G·wUg©wj `iKvi Ges Avwg n‡‛Q H 

mgq e¨¯ZZvi Kvi‡b †h‡Z cvwi bvB| 

Limited 

availability  

“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. 

This type of practice is not usually 

seen.” 

Avgiv hw` †`LZvg gvbyl Lye mn‡RB 

hv‡‛Q gv‡b †ní wmKvi Ges †ní 

cÖfvBWvi `yB RbB G‡f‡j‡fj ZLb 

wKš‘ Avgiv Lye mn‡RB wPwKrmv †mevUv 

wb‡Z †hZvg| †hgb Avgiv †gv‡o 

†gv‡o Wv³v‡ii †P¤^vi †`LwQ wKš‘ 

†gv‡o †gv‡o gvbwmK wPwKrmvi †P¤^vi 

†`wL bv| GB ai‡Yi cÖw±m Avgiv 

mPivPi †`wL bv| 
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Lack of 

warmth  

“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 

psychiatrist.” 

Avgiv GKRb ¯^vfvweK gvby‡li mv‡_ 

†hfv‡e m¤§vb w`‡q K_v eje, gvbwmK 

weKvi MÖ¯Z gvby‡li mv‡_ Avgiv 

†mfv‡e K_v ewj bv| GKRb 

wPwKrm‡KiZ †mUv Ki‡j n‡e bv| Zvi 

†c‡k›U†K Av‡iv m¤§vb w`‡q K_v 

ej‡Z n‡e| hv‡Z †c‡k›U wPwKrm‡Ki 

Dci fimv Ki‡Z cv‡i|  

Hasty 

interaction 

“He didn’t talk too much;………… 

they said they understand everything 

by looking at her face”.  

wKš‘ K_v ejj bv †ewk GKUv|--------

-Z K_v ejj bv †ewk GKUv Ibviv 

e‡j †Pnviv ‡`‡LB me ey‡S †d‡j| 

Limited or no 

explanation 

“He [Doctor] is totally unwilling to 

disclose anything. Didn’t tell me 

anything. I 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.”  

wn BR †UvUvwj AvbA‡qwjs Uz wWR‡K¬vR 

Gwbw_s| wKQzB e‡j bvB Avgv‡K| 

Avgvi Kv‡Q g‡b n‡q‡Q GB 

e¨vcviUv‡Z Av‡iv AšZwiKZv _vKv 

DwPr| †KD hLb wb‡R hv‡‛Q, wb‡Ri 

wmPz‡qkb Uv eyS‡Z Pv‡‛Q GU wjó Zv‡K 

e¨vcviUv Rvbvb DwPr| Avcbvi Ae¯’v 

n‡‛Q GUv Ges Avcbvi GB Ae¯’vi 

Rb¨ GB GB Kiv DwPr| gv‡b GB iKg 

bv †h ïay Jla LvI wVK n‡q hv‡e|  
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Judgmental 

approach 

“I have said something, but he did 

not take it seriously. Sometimes I felt, 

what if I 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.”  

Avwg wKQz GKUv ejjvg †m Avgvi 

K_vUv wmwiqvmwj wbj bv| gv‡S gv‡S 

g‡b nB‡Q hw` Ggb N‡U Avwg hvB Avi 

Avgv‡K RvR K‡i, Avwg Av‡iv Lvivc 

jvMv wb‡q wd‡i Avmjvg| H wdwjs Uv 

Avwg PvB bv| 

 

  

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.” 

Avgv‡`i mgv‡R fvj GKUv B‡q bvB| 

hviv †`L‡Qb, hviv K_v ej‡Qb hviv 

†Uªb Ki‡Qb GLv‡b Avmvi Rb¨ 

Zv‡`iI GB RvqMvUv‡Z NvUwZ Av‡Q 

Zviv GUv‡Z empress Ki‡Z cvi‡Q 

bv, gv‡b GUv‡Z stigma bvB| gv‡b 

GB K_v ¸‡jv Zv‡`i gva¨‡g Qovq| 

Agy‡K Zvi Kv‡Q hvq, Agy‡K Zv‡K 

†`Lvq, GB mgm¨v| GB e¨vcv‡i Av‡iv 

m‡PZb nIqv DwPZ| 
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