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| ABSTRACT |

Obijectives

The main aim of the study was to investigate the understanding and attitudes of mental health held by students, parents and
teachers using strength and difficulty questionnaire (SDQ) scores and qualitative responses. Attitudes towards mental health and
well-being are important as they can increase stigmatization and prevent young people secking help and support.

Methods

To assess the understanding of mental health needs of students the SDQ was administered to parents (n=18; rural n=12 and city
n=0), teachers (n=22; rural n=16 and city n=0), and students (n=23; rural n=17 and city n=0). In addition to this, semi-struc-
tured interviews were undertaking with students (n=14; rural n=9; city n=>5) and parents (n=14; rural n=8; city n=0). Further,
written narratives were received from teachers (n=12; rural n=06; city n=6). SDQ results were subjected to the non-parametric
Mann Whitney-U with the Bonferroni correction applied and qualitative data was analysed using thematic analysis.

Results

SDQ results showed students in the rural location had significantly higher mental health needs than those in the city location
(»<0.017). Thematic analysis revealed that parents in the rural location do not understand the term ‘mental health’ and therefore,
it is not seen as a problem despite high needs. Teachers in all locations and parents in city location have a limited understanding
of what mental health means.

Conclusion

There is a lack of understanding about what mental health by parents in the rural community and a limited understanding of
what mental health is by all teachers and parents within the city community. Even though high-SDQ scores were observed in
both the rural and city location, SDQ scores were significantly higher in the rural location. These findings support the need for
future mental health advocacy within Bangladesh schools.
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INTRODUCTION |

he global mental health treatment gap is enormous and repre-

sents a gross inequity that exists with people’s ability to access
mental health provisions in low-income and middle-income coun-
tries (LMICs).! The Wotld Health Otganisation (WHO) shows
that the global burden of mental disorders is increasing and pre-
dict health systems throughout the wotld will not be able to cope.?
Approximately, 85% of the world population reside in 153 LMICs
and more than 80% of people who have a mental disorder are
located within these LMICs.> However, approximately 90-95% of
mental health resources, including human resources for psycholog-
ical therapies are being delivered in countries that only account for
5% of the population.”® This is a global inequity and it is unjust.’

It has been estimated that 50% of all lifetime cases of
mental health begin by age 14 and 75% by age 24.” Mental health
disorders are estimated to affect 10-20% of youth in LMICs." This
conservative estimate fails to address issues related to demand side
barriers, inhibited by factors such as stigma, or supply side barri-
ers.'"> This may be related to a higher number of stress related
trigger events such as natural disasters, war and conflict or pover-

ty13

In Bangladesh, over 6 million people experience depres-
sive disorders and almost 7 million people have anxiety disorders."
It is estimated that more than 10,000 people are dying by suicide
in the country.” Among students aged 13-17 in Bangladesh, 4% of
boys and 6% of gitls consider attempting suicide.'® In the Bangla-
desh National Survey (2019) it was accepted that at least 14% of
children between 7-17-years suffer from mental health issues and
yet 94.5% do not seek medical attention.!”

Mental health stigmatization can prevent seeking help
and worsen youth mental health."®"” The National Institute for
Health and Care Excellence (NICE) guidelines,” have provided ev-
idence that awareness programmes can facilitate support for youth
with mental health issues. Emphasis is put on the dissemination of
mental health literacy being filtered down from service providers
and support networks, to communities to enable them to effec-
tively provide evidence-based psychosocial interventions for young
people.'®? Psychosocial interventions ate likely to be important in
young people for promoting resilience and reducing the prevalence
of mental health disorders."

This current research was designed to explore the under-
standing of mental health from the perspectives of teachers, par-
ents, and students, from two schools in Bangladesh, one in a rural
location and one within Dhaka, the capital city of Bangladesh. Our
mixed methods approach embraces action-research using an ev-
idence-based approach so the impact of solutions will be within
months as opposed to years or decades. This paper represents the
first stage in this approach, which is divided into two parts: 1) the
assessment of student needs and 2) the exploration of beliefs and
attitudes by parents and teachers regarding their understanding of
mental health.
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MATERIALS AND METHODS |

All respondents were briefed that the aim of the research was to
investigate ‘how to help students in school’. Schools pre-selected
students who they believe would benefit from possible future in-
tervention, either due to a mental health issue or with a learning
difficulty problem of some kind. No description of mental health
was given as a primary objective of the study was to investigate
the understanding of ‘mental health’ from the perspective of the
student, parent and teacher between the rural and the city location.
Other than the administration of questionnaire and interviews, no
additional material was given to any of the respondents. No clarifi-
cation was provided on what the term mental health means during
this stage of the investigation. This ongoing study protocol was
approved by departmental Research Ethics Committee.

The original protocol involved an additional recruitment
strategy designed to reach a greater number of respondents to en-
able the use of parametric statistics. However, the preliminary data
obtained was cut short due to coronavirus disease 2019 (COV-
1D-19) outbreak, resulting in early collation of data. The numbers
reached were considered sufficient to carry out non-parametric
statistical analysis.

The Strength and Difficulties Questionnaire

SDQs wete sent to 40 teachers, 40 students and 40 parents, with
a 50:50 split between rural and city locations and between male
and female students (52% male and 48% female). However, the
response rate regarding the completion of the SDQs was as fol-
lows: student respondents (n=23; rural n=17 and city n=0), par-
ent respondents (n1=18; rural n= 12 and city n=6) and teacher re-
spondents (n=22; rural=16 and city n=0). All student respondents
were between 7 and 14-years of age. The SDQ was available to all
respondents in English as well as a professionally translated copy
in Bengali. For access purposes, should a respondent be unable to
read or write in either English or Bengali, the questions were read
out to the respondent by the field researcher, who was fluent in
English and Bengali, and answers described when required.

The self-reporting form of the SDQ is a standardised
measurement instrument widely used for the assessment of differ-
ent emotional and behavioural problems related to mental health
in children and adolescents.”” The SDQ is made up of a total of
25 statements distributed across five scales: Emotional symptoms,
conduct problems, hyperactivity, peer problems, and prosocial be-
haviour. With the exclusion of prosocial behaviour, all total scores
accumulated results in the total difficulties score of the SDQ,
which ranges from 0-40. The higher scores representing a poor-
er mental health.”! Scores between 0-13 are considered within the
‘normal’ band, 14-16 is the ‘borderline’ band and above 17 is with-
in the ‘abnormal band’.

Significant differences were identified using the stand-
ard Mann—Whitney U tests for comparisons between two groups,
$<0.017 was considered statistically significant. Tests of the three
a priori hypotheses, that significant differences would be observed
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between rural and city locations within the teacher, student and
parent subpopulations, were conducted using Bonferroni correc-
tion adjusted alpha levels of 0.017 per test (0.05/3). In addition to
this, descriptive statistics were applied.

An accepted quantitative methodological limitation with-
in this study is a lack of a control group. Therefore, total difficul-
ties scores should be viewed with some element of caution.’

Semi-Structured Questionnaire

Due to time restrictions presented by the outbreak of COVID-19,
Teachers were asked to complete a semi-structured questionnaire
in len of a semi-structured interview. This included a SDQ com-
ponent as well as open-ended questions that explored the concept
of mental health. This included requesting a definition of mental
health and asked teachers if they have witnessed any risk-taking
behaviours, such as self-harming, drug or alcohol use, violent or
aggressive behaviours to others, etc.

Semi-Structured Interview

Students and parents undertook a semi-structured interview, de-
signed to explore their understanding of mental health and to
assess the needs of individual student’s. Questions explored ac-
cess to education, educational histories, aspirations, responsibili-
ties that impact attendance, stressful events, family dynamics and
any known learning difficulties. Questions were asked to explore
the symptomology and behaviour associated with mental health
disorders, such as hallucinations, delusions, confusion, disturbed
thoughts, obsessions, compulsions, depression, emotion regula-
tion, anxieties, eating, sleeping patterns and risk-taking behaviours.
Non-verbal active listening techniques were employed by the in-
terviewer.”

Qualitative Methods

Thematic analysis was chosen for synthesizing key concepts or
themes surrounding mental health that were embedded into the
narratives provided by parents, students, and teachers in the ru-
ral and city location in Bangladesh. Thematic synthesis was rooted
in the research tradition of grounded theory and therefore, the
themes are grounded in the data itself.”’ This method consists of
three stages 1) coding text 2) developing descriptive theme head-
ings called ‘categories’ and 3) generating analytical themes referred
to as ‘themes’ that can be generically explained.” Themes wete
independently drawn from the data grounded in the narrative by
all authors on an independent basis. Themes identified were found
to be consistent between researchers. In the inductive analysis, em-
phasis was on categories as opposed to exact words or wording
used due to 60.7% of interviews requiring translation from Bangla
into English.

Primary translation of the recorded interview had been
performed by the field researcher. An anonymised version of each
recorded interview was further sent to an independent translator
that verified the content of the transcripts. Any discrepancies were
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removed from the analysis. Translated transcripts were provided to
all researchers for thematic analysis and coding purposes.

Written narrative from teachers were not compared
against the verbal narrative from parents but narrative was ex-
plored within these separate groups. Data collated from students
and parents in rural locations where compared against student and
parents in city locations, respectively.

Because stressful events are associated with mental
health?! and the neurological response to stress is a significant bio-
logical factor associated with the onset of mental health disorders,”
narratives were explored for experiences of traumatic or stressful
events that may have had a noticeable impact on the student, from
the student perspective and from the parent perspective.

RESULTS |
Demographics

Demographic data can be viewed in Table 1. Please note, four rural
student respondents failed to provide an age and five rural parent
respondents indicated that their age was not known or known (as
oppose to leaving no response). It was known that all student re-
spondents were aged between 7 and 14-years of age.

Statistical Analysis

No significant differences in SDQ scores were observed between
male and female groups within the rural location or within the city
location. Eighty-one percent of respondents reported SDQ total
difficulty Scores that were borderline or above. This includes 100%
of all scores observed from the rural community and 36.8% ob-
served from the city community.

The difference in observed total difficulty scores between
the rural and city school can be seen in the measures of central
tendency displayed using a Box Plot (Chart 1). Interestingly, there
appears to be a greater variance and distribution of scores within
the parent city subgroup. Furthermore, all total difficulty scores o
bserved from the city group appear to be markedly lower than
those observed in the rural location.

Chart |. Box Plot Displaying the Measures of Central Tendency for Total Difficulty
Scores (Total DS) for all Respondents in Rural and City Locations
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Table I. Demographic Data Collected from Student and Parent Respondents
Demographic Data Fm‘z:;“CY ;e::ii:t
Students Rural City Rural City
Gender
Male 8 3 47.1% 50%
Female 9 3 52.9% 50%
Total 17 6 100% 100%
Age
Male 7 3 11.00 £2.09  10.67+2.08
Female 6 3 10.57+2.51 9.67+3.05
Total 13 6 10.77£2.24  10.16£2.40
Educational Plan
Compulsory Education Only 17 6 100% 100%
High School Graduate [ 6 5.88% 100%
Further Education | 6 5.88% 100%
University 0 6 0% 100%
Post Graduate 0 2 0% 29%
First Language
English [ 6 6% 100%
Bangla 16 0 94% 0%
Parents Rural City Rural City
Gender
Male 7 3 38.89% 50%
Female I 3 61.11% 50%
Total 18 6 100% 100%
Age
Male 5 3 48.75+13.74 45.3348.33
Female 8 3 35+7.94 43.005.57
Unknown 5 0 - -
Total 18 6 42.85+13.01 44.16+6.46
Highest Educational Attainment
Unable to read or write 14 - 77% -
No Schooling 16 - 89% -
gz?;fulsory Education | ) 5.55% }
High School Graduate - - - -
Further Education - - - -
University - - - 100%
Post Graduate - - - 60%
First Language
English - 5 0% 83.30%
Bangla 100% | 100% 16.70%

The non-parametric Mann—Whitney U with the Bonfer-
roni correction applied, revealed significant differences were ob-
served in SDQ total difficulties score within the student group be-
tween rural and city location schools (U=2.00; Z=-3.67; p=0.000).
Significant differences between rural and city student groups were
observed in responses hyperactivity (U=13.5; Z=-2.946; p=0.003),
conduct problems (U=2.50; Z=-3.80; »p=0.000) and emotional
symptoms (U=0.000; Z=3.98; »p=0.000) subcategory questions,
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but not with peer problems (U=23.00; Z=-2.28; p=0.027), or
prosocial behaviour ((U=35.00; Z=-1.41; p=0.175). Desctiptive
statistics viewed in Table 2 shows mean®SD, median and variance
for the rural and city student subgroups and the associated p val-
ues.

Significant differences were observed in the total diffi-
culties score within the parent group between rural and city loca-
tions (U=1.00; Z=-3.30; p=0.001), and within the teacher group
between the rural and city location schools, respectively (U=0.000;
Z7=-3.57; p=0.001).

The observed SDQ responses from parents in rural and
city locations were significantly different in most subcategories of
the SDQ scale. Specifically, prosocial behaviour (U=1.00; Z=-3.30;
$=0.000), peer problems (U=4.00; Z=-3.40; p=0.001), and emo-
tional symptoms (U=14.00; Z=-3.17; p=0.001) were all observed
as showing significant differences. However, there were no signif-
icant differences between parent SDQ responses on hyperactiv-
ity (U=14.00; Z=-2.27; p=0.041) or conduct problem questions
in rural and city communities (U=25.50; Z=-1.03; p=0.304). De-
scriptive statistics viewed in Table 3 shows mean®SD, median and
variance for the rural and city parent subgroups and the associated

p values (Table 3).

Teacher responses between the rural school and the city
school showed significant differences in all SDQ subcategories,
namely prosocial behaviour (U=2.00; Z=-3.45; p=0.000), hyperac-
tivity (U=16.00; Z =-2.50; p=0.016), peer problems (U=2.50: Z=-
3.46; p=0.000), conduct problems (U=0.000; Z=-3.46; p=0.000)
and emotional symptoms (U=3.00; Z=-3.46; p=0.000). Descrip-
tive statistics viewed in Table 4 shows mean®SD, median and vat-
iance for the rural and city teacher subgroups and the associated p
values.

Thematic Analysis

A thematic analysis was performed on the narrative provided by
the transcripts observed from the semi-structures interview re-
sponses collated from all parents (n=15; rural n=10; city n=5) and
all students (n=14; rural n=8; city=0).

Interestingly, all teachers and all city-based respondents
chose to speak in English, whereas all rural parents spoke in Ben-
gali as well as 75% of rural students.

Mental Health

The term ‘mental health’ was not understood by 91.6% of patents
in the rural location of Bangladesh, Only one rural respondent
attributed an incorrect meaning to mental health as ‘immoral de-
velopment’ in the context of ‘young boys playing card games’. In
contrast, 100% city parents viewed mental health as ‘social dys-
function’ with young people being identified as lacking abilities to
‘do’ something, whilst displaying ‘strange’ or ‘immoral’ behaviours
that ‘make others feel uncomfortable’. For all teachers and city par-
ents, all undetlying aetiology of all mental health disorders were
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Table 2. Statistical Differences in Total difficulties score Responses Between Student Groups in a Rural Location School
and a City Location School (MeanxSD; Median;Variance)
Student
Rural (N=16) City (N=7)
MeantSD Median  Variance = MeaniSD Median Variance P
Total DS 24.06+1.84 25.00 3.3% 12.86+4.38 11.00 19.143 <0.001
Prosocial 8.6x1.36 9.00 1.850 7.43£1.90 8.00 3.619 0.175
Hyperactivity ~ 6.13+0.718 6.00 0517 3.42+1.82 3.00 2619 0.003
Peer 4.88+1.20 5.00 1.450 3.00+1.83 2.00 3333 0.027
Conduct 6.5+0.894 7.00 0.800 3.43+0.976 3.00 0.952 <0.001
Emotion 6.5£0.727 7.00 0.529 3.001.00 3.00 1.000 <0.001

Table 3. Statistical Differences in Total difficulties score Responses Between Parent Groups in a Rural and a City Location
Parent
Rural (N=12) City (N=6)
MeantSD Median Variance MeaniSD Median Variance P

Total DS 23.58+1.56 24.00 2.447 15.17£3.76 14.50 14.167 <0.001
Prosocial 9.50+1.00 10.00 1.000 8.00+1.67 8.50 2.800 <0.001
Hyperactivity ~ 6.42+0.792 7.00 0.629 3.33x1.03 3.00 1.067 0.041
Peer 5.2540.965 6.00 0.932 2.67£1.03 2.00 1.067 0.001
Conduct 5.92+1.24 6.00 1.538 5.17x1.60 5.00 2.567 0.304
Emotion 6.00+0.853 6.00 0.727 4.00+2.00 4.00 4.000 0.001

Table 4. Statistical Differences in Total difficulties score Responses Between Teacher Groups in a Rural Location
School and a City Location School
Teacher
Rural (N=12) City (N=6)
MeantiSD Median Variance MeaniSD Median Variance

Total DS 23.62+1.54 24.00 2.383 11.50%1.52 11.50 2.300 <0.001
Prosocial 8.00%1.26 8.00 1.600 4.67+0.82 4.50 0.667 <0.001
Hyperactivity ~ 5.81+0.981 6.00 0.963 4.17£1.33 5.00 1.767 <0.001
Peer 5.12+0.885 5.00 0.783 1.83x1.12 1.50 1.367 <0.001
Conduct 6.38+0.806 7.00 0.650 2.50+0.548 2.50 0.300 <0.001
Emotion 6.31£1.01 6.50 1.029 3.00+0.894 3.00 0.800 <0.001

attributed to ‘lack of family bonding’. This is seen as a limited un-
derstanding of mental health.

The city teacher’s written narrative showed confusion and
conflict in their understanding of mental health. “Mental health’
is seen as ‘similar to physical health’ by all teachers, showing an
understanding that everyone has mental health, and implying that
people can improve their mental health, as they do their physical
health. However, all teachers report that any mental health ‘abnor-
mality’ is caused by a ‘lack of bonding’ and, as one teacher report-
ed, this inhibits a child’s ability to ‘cope with other people’. Ninety
four percent of rural and 100% of city teachers felt removed from
‘family matters’ and therefore, mental health prevention is seen as
largely outside their remit. The observed behaviour of students
that are seen to be ‘struggling’ are described using phrases such

as ‘different’, behave in a bad way’, ‘act deliberately’ and show a
‘refusal to share’ their thoughts with others. These singular com-
ments collectively show a clear lack of understanding of what
mental health means for someone.

Risk Taking Behaviours

There was no report of any risk-taking behaviours by any respond-
ent other than the generic written narrative provided by two teach-
ers. A city teacher noted that students have experienced ‘pressures
from teachers, parents or peers’ that have caused ‘negative behav-
iours’ towards themselves and others. A rural teacher noted chang-
es in ‘violent’ behaviour and ‘also suicide’. Both teachers noted this
was related to ‘“family bonding’ and the city teacher indicated that
this ‘was not a school matter’. This implies that teachers will be
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unable to support a student in mental health crisis, that may self-
harms or has suicidal ideation.

In the city location, 67% teachers factually report poli-
cy-type narrative, explaining that the school had two types of sup-
port for students, a ‘medical counsellot” and a ‘moralities counsel-
lor’. 'This would imply that risk-taking behaviours are required to
fall in one of these categories and diminishes the importance of
other aspects of mental health.

Learning Difficulties

Classroom strategies are not based on assessments of need and
interestingly, no respondent used any of the key terms: dyslexia,
dyscalculia, dyspraxia, autism, attention/focus, hyperactivity, cog-
nitive/cognition, auditory or processing.

Learning difficulties was not conceptually understood by
the parents in the rural locations. The notion of ‘learning diffi-
culties’ appeared absent from the vocabulary of 100% of rural
parents. Any educational or difficulties in learning that their child
was having at school was considered a school issue by 100% of
rural parents, and 88% of them believed that teachers could ‘fix’
these issues. Eighty one petrcent of rural students reported that
they were ‘badly behaved’ and needed to ‘try better’ when they
struggled to learn.

All city patents understood that learning difficulties are
associated with using ‘visual aids’ and the responsibility of a stu-
dent’s learning was joint between parents and school. All city stu-
dents used the term ‘visual aids’ when being asked about learning
difficulties, 83% of city students reported needing ‘visual aids’ to
help them learn, and 67% thought they required additional time ‘to
make sense’ of their work.

All teachers recognise that some children require addi-
tional support and used the term ‘visual aid’. Thirty three percent
of city teachers reported ‘unmet needs’ without any further dis-
closure. One city teacher noted teaching is ‘book and classroom
based’ which ‘made students think they are not good’. Eighty three
percent of city teachers provided narrative that ‘learning needs’
involved a student being unable to do something, such as ‘they
can’t talk properly’, or does something ‘wrong’, such as they display
‘immoral behaviout’. Similar, 67% rural teachers indicate students
are ‘unable’ to do something, such as ‘unable to learn equally’.

Attendance

Sixty-seven percent of rural parents reported that their child has
regular school attendance, whereas 22% indicated that absenteeism
was related to working ‘in the field” and ‘childcare responsibilities’.
One rural parent explained that her son played cricket or football
with friends. Consistently, 22% rural students attributed their ab-
senteeism to ‘working in the field’ and ‘childcare responsibilities.
One student explained they preferred playing cricket, which was
done to occupy his younger sibling whilst the rest of the family
‘worked in the field’.
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Eighty-eight percent of rural parents reported more than
three offspring and only sent the one child to school. This was al-
ways related to ‘hidden costs’, such as uniform and stationary. 38%
explained the other siblings helped work in the field as the cost of
food for the family was a bigger priority than school.

There was no written narrative on attendance provided
by city teachers other than ticking a box, indicating attendance as
‘excellent’. Consistently, city parents explained that their child at-
tended school regularly, 80% of which noted that it was important.
All city student respondents said they attended school regulatly.

Educational Values

All parents felt education and school was important and agreed
that their child was happy in school. The rhetoric used by rural
parents was that education was important to ‘get a job in the city’
whereas city parents explained school was important for their
child’s development.

There was a direct contrast in parental experiences of
education. Eighty-nine percent of rural parents had no formal ed-
ucation, 55% claimed they were unable to read or write but could
write their name and 22% claimed they were unable to read or
write and unable to write their name. Only one rural parent had
received some form of schooling during childhood. In contrast, all
city parents had completed a University degree and 60% complet-
ed a University Master’s Degree.

All students valued education and saw it as important and
were happy at school. Interestingly, all rural students stated that
their worst subject was English whereas 100% city students said
their worst subject was Bangla. Favourite subjects for 100% rural
students was Bangla whereas the city student’s favourite subjects
included English (50%), Maths (33%) or (17%) Science. All city
students believed they were clever whereas only 50% rural students
believed they were clever.

Aspirations

Only parents and students were asked about aspirations. The con-
cept of ‘aspirations’ needed to be explained to 89% rural parents,
all of whom believed they would grow up and work in the field.
Seventy-right percent of rural parents explain that they never
knew about aspiration and believed they had ‘no choice’. All ru-
ral parents believed that since they had no formal education, they
could only work in the field. Interestingly, all rural parents hoped
that their child, who was receiving an education would be ‘good
enough’ and ‘work hard enough’ to work in the city. Zero rural
parents could explain what specific jobs were available in the city
other than ‘office’ work.

The aspirations of rural students appeared to be linked
to ‘serving’ the community whereas city students used rhetoric
associated with personal enjoyment or financial reward. All rural
students had aspirations: Thirty-eight percent ‘hoped’ to work in
an office in the city, 38% ‘hoped’ to be a government official, one
‘hoped’ to be a teacher in a rural community and one ‘hoped’ to
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be a doctor within the rural community as ‘we don’t have doctors
here’. All rural students indicated that these aspirations were not
spoken about at home. No rural student provided rhetoric about
money or finance. All city students had aspirations: One student
indicated that they ‘want’ to be a ‘heart surgeon’, one stated that
they ‘want’ to be a ‘famous cricketet’, two wanted to run a ‘busi-
ness’ to ‘make money’, one ‘wants’ to be a fashion designer and
one ‘would like to’ work in government and ‘serve others’. All city
students explain that these aspirations are regularly spoken about
at home.

Problems in the Community

All parents were asked what they believed the main problems were
when raising children in their community. Sixty-three percent of
rural parents provided a narrative related to poverty; not having
enough money to buy food or clothes or to get your child to school.
Twenty-five percent of provided the narrative that poverty stops a
child attending education because they are requited to ‘work in the
field’. Fifty percent claimed children ‘do not listen” and one parent
explained the main difficulty with raising children in her communi-
ty is the ‘immoral’ activity of young boys playing card games.

Sixty percent of city parents are worried about not having
enough time with their children. Forty percent of city parents indi-
cated that they had to rely on others to provide childcare, such as
maids and family members. Interestingly, 40% of city parents also
indicated that ‘maids’ had more time with their child than they do.
Only one parent believed that their child ‘did not listen” and that
this was a problem.

DISCUSSION |

The relevant findings of this study showed that students identified
from the rural and city school in Bangladesh scored high SDQ
scores, although these scores were significantly higher in rural lo-
cation than in the city location. These scores are supported by data
collated from the parent and student interviews and suggest a high
level of mental health need in both the rural and city location.
What is worrying is that, given the high SDQ scores observed,
patents in rural locations do not know what mental health is and
parents in the city location, as well as all teachers, see mental health
only in terms of ‘Ilack of bonding’. The authors believe this view
of mental health is severely limiting. We know from previous stud-
ies that lack of understanding or limited understanding on issues
related to mental health is associated with the development and

maintenance of stigmatization.*'®

The concept that mental health was caused bya Tlack of
bonding’ and ‘family insecurities’ was a consistent findings that
could be related to insecure attachment theory, whereby a prima-
ry attachment bond is broken or contaminated by fear.® Whilst
this notion provides some insight into the development of mental
health issues, these factors alone represent a limited understand-
ing of mental health is and could possibly increase stigmatization,
thus inhibiting a young person from seeking help.*'® For example,
using attachment theory alone for all mental health issues implies
students with secure attachments will not have any mental health
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issues. This represents a form of stigmatization that has developed
through limited understanding® Therefore, to reduce the indirect
stigmatization that is likely to be present through lack of or limit-
ed understanding, one immediate implication of this study, is the
delivery of mental health advocacy within these specific schools as
our next step. The authors believe this is an essential and immedi-
ate outcome of this specific research.

The authors would like to point out, they are not indicat-
ing that mental health conditions are caused by communities hav-
ing a lack of or limited understanding of mental health issues or
conditions, but, in line with previous literature, firmly believe that
these factors are associated with increased stigmatization which
can prevent young people from talking about their mental health
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and prevent them seceking help.

This research highlights the attitudes and understanding
of mental health as well as learning difficulties from the parent and
teacher perspective as well as the student perspective. This study
highlights the differences in priorities between parents living in a
city community and parents living in a rural community that is so-
cio-economical deprived. Research focusing on stigmatisation and
discrimination towatrds those with mental health disorders, par-
ticulatly with the co-morbidity of learning difficulties, in LMICs
is conspicuous.*”""?" Reseatch has focused on the detrimental
impact on individuals with a mental health condition, as opposed
to the understanding or conceptualisation of mental health as a
construct itself.>*!"* Howevert, by focusing purely of the service
user’s perspective of stigma and not those represented by the wider
community, including the ‘discriminators’, will fail those with men-
tal health issues that requite family and community based support
in the absence of mental health professionals. Therefore, our re-
search supports the notion that mental health advocacy and aware-
ness is a primary priority in preventative strategy to support mental
health and well-being within LMICs.

Subsidiary findings of this study show that ‘storytell-
ing’ is currently being used within the classroom environment to
support the mental health and well-being of students. Therefore,
‘storytelling” would be accepted as a therapeutic tool. Storytelling
has been found to improve cognitive teappraisal” which promotes
emotional regulation and this educational teaching strategy would
be patticulatly useful for anxiety disorders.”” The use of ‘story tell-
ing’ was also used by a city teacher, but as a memory aid. Story
telling can support the retrieval of long-term memory and improve
the speed of working memory.®® Using story telling as a memory
tool improves problem solving-abilities which is associated with
improved mental health and greater efficiency in the ability to
make and change schemas.” With this is mind, the authors look to-
wards developing a ‘storytelling’ intervention tool to work directly
with this cohort group that encourages young people to talk about
their emotions and feelings.

No respondent quantifiably attributed any risk-taking
behaviour to any specific student. This contradicted written nar-
rative provided by two teachers on generic risk-taking behaviours.
One teacher adamantly denied that any of their students would
engage in ‘immoral risk-taking behaviour’. This adamant denial
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lacked consistency with the two other teachers who sign posted
the mental health service provision of the school, as well as the
report of ‘violence’ and ‘also suicide’. Although not known, the re-
searchers believe this denial may be symptomatic of stigmatization
which would prevent students from seeking mental health support,
increasing the likelihood of self-harm and suicide. Interestingly,
more than 8,00,000 people die from suicide worldwide in every
year? and in Bangladesh, there are 8.7 deaths from suicide for every
1,00,000 females and 6.8 deaths from suicide for every 1,00,000
males."” The authors believe that this is worth further exploration.

There are known socio-economic factors that divide rural
and city communities in Bangledesh." This notion suppotts out
findings that only rural parents were seen to manage the conflict
whether sending their child to school was more important than
putting food on the table. Therefore, to support the primary pre-
vention of mental health, we need to understand mental health and
well-being in the environment and context in which they exist.”
If mental health is higher amongst students within the rural com-
munity, then its key narrative is appears to be poverty. Although
we cannot eliminate poverty, we can encourage the development
of the relationship between student and teacher, and school and
parent; we can provide an understanding of what mental health is
and how to support someone who is struggling with their mental
health and well-being within their existing communities. Although
mental health awareness is necessary to move forward, the findings
of this study also suggest action to further support rural commu-
nities is essential.

The authors accept that this study has significant limi-
tations. The research data collated was cut short by COVID-19,
prompting a variation and a weakening in design. The sample
used was small and the parameters for using parametric statistical
analysis was not met. Therefore, any generalisations made should
be approached with extreme caution. Furthermore, there was a
significant language barrier, causing discrepancies between inter-
pretations and the further loss of data. However, what remains
fundamental is that this study emphasises a need for further, more
robust research where there is a high need and little in the way of
mental health resources or understanding.

CONCLUSION |

This study found high mental health needs in both a rural and a city
school located in Bangladesh. Despite both schools showing a high
prevalence of mental health needs, the results showed that overall
mental health needs in the rural location was significantly higher
than in the city location. These are preliminary findings based on
the results observed in the SDQ scores from teachers, parents and
students as well as from the parent and student interviews. Written
narrative received from teachers were also considered. This study
also showed that rural parents within this study lack an understand-
ing about what mental health is and that city parents and all teach-
ers struggle with a limited understanding of what mental health is,
attributing the causes of mental health to “family bonding’ alone.
We do not know if this leads to mental health stigmatization but
our findings support other studies that suggest it is likely to. If this
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is the case, this would prevent a student seeking out mental health
help and support within these schools.

ACKNOWLEDGEMENTH

The research was funded by Muslim Hands. The authors wish to
thank Eleanor Ryan-Haynes for her research contribution.

CONTRIBUTORS |

ZT, LEO: Conceived, planned and oversaw the study; designed
questionnaires and semi-structured interviews, methodology. KC:
field researcher, interpretation from Bengali to English. LEO: Sta-
tistical arrangement and analysis, Transcribing, Thematic analysis,
writing of the original draft manuscript. ERH: Data inputting,
transcribing, thematic validation. VSL: Thematic validation. Dis-
agreement between researchers were resolved by consensus be-
tween LEO, ERH and VSL. All authors reviewed, commented on,
and approved manuscript.

CONFLICTS OF INTERESTI

The authors declare that they have no conflicts of interest.

REFERENCES |

1. O’Raw LE, Tariq Z. An urgent request for evidence-based men-
tal health intervention tesearch in low-income and middle-income
countties. Psychol Cogn Sci Open J. 2019; 5(2): 59-61. doi: 10.17140/
PCSOJ-5-150

2. World Health Organisation (WHO). Mental Health Action Plan
2013-2020. Web site. https://www.who.int/mental_health/publi-
cations/action_plan/en/. Accessed October 29, 2019.

3. Jacob KS, Sharan P, Mirza I, Garrido-Cumbrera M, Seedat
S, Mari JJ, et al. Mental health systems in countries: Where are
we now? Lancet. 2007; 370: 1061-1077. doi: 10.1016/S0140-
6736(07)61241-0

4. Patel V, Xiao S, Chen H, Hanna F, Jotheeswaran AT, L.uo D, et
al. The magnitude of and health system responses to the mental
health treatment gap in adults in India and China. Lancer. 2016;
388: 3074-3084. doi: 10.1016/ S0140-6736(16)00160-4

5. Kauye F, Chiwandira C, Wright ], Common S, Phiri ME, Mafuta
C, et al. Increasing the capacity of health surveillance assistants in
community mental health care in a developing country, Malawi.

Malawi Med J. 2011. 23(3): 85-88.

6. Lim SS, Vos T, Flaxman AD, Danaei G, Shibuya K, Adair-Ro-
hani H, et al. A comparative risk assessment of burden of disease
and injury attributable to 67 risk factors and risk factor clusters in
21 regions, 1990-2010: A systematic analysis for the Global Burden
of Disease Study 2010. Lancet. 2013; 280: 2224-2260. doi: 10.1016/
S0140-6736(12)61766-8

22 O’Raw LE,Tariq Z et al

Original Research | Volume 6 | Number | |


http://dx.doi.org/10.17140/PCSOJ-6-155
https://doi.org/10.17140/PCSOJ-5-150
https://doi.org/10.17140/PCSOJ-5-150
https://www.who.int/mental_health/publications/action_plan/en/
https://www.who.int/mental_health/publications/action_plan/en/
https://doi.org/10.1016/S0140-6736%2807%2961241-0
https://doi.org/10.1016/S0140-6736%2807%2961241-0
https://doi.org/10.1016/%20S0140-6736%2816%2900160-4
https://doi.org/10.1016/S0140-6736%2812%2961766-8
https://doi.org/10.1016/S0140-6736%2812%2961766-8

Psychol Cogn Sci Open J. 2020; 6(1): 15-24. doi: 10.17140/PCSOJ-6-155

7. Bloom DE, Cafiero-Fonseca ET, McGovern ME, Prettner
K, Stanciole A, Weiss J, et al. The macroeconomic impact of
non-communicable diseases in China and India: Estimates, projec-
tions, and comparisons. The Journal of the Economics of Ageing. 2014
4:100-111. doi: 10.1016/j. je0a.2014.08.003

8. Lasalvia A, Zoppei S, Van Bortel T, Bonetto C, Cristofalo D,
Wahlbeck K, et al. Global pattern of experienced and anticipated
discrimination reported by people with major depressive disorder:
A cross-sectional survey. Lancet. 2013; 9860: 55-62. doi: 10.1016/
S0140-6736(12)61379-8

9. Kieling C, Baker-Henningham H, Belfer M, Conti G, Ertem I,
Omigbodun O, et al. Child and adolescent mental health world-
wide: Evidence for action. Lamcet. 2011; 378: 1515-1525. doi:
10.1016/S0140-6736(11)60827-1

10. National Institute of Mental Health. Mental Health Facts CHIL-
DREN & TEENS. Web site. https://www.nami.org/NAMI/me-
dia/NAMI-Media/Infographics/Children-MH-Facts-NAMI.pd-
fH:~:text=50%25%200£%20all%20lifetime%20cases%6200£%620
mental%20illness,local%20juvenile%20justice%20systems%20
have%20a%20mental%20illness. Accessed June 17, 2020.

11. Saxena S, Paraje G, Sharan P, Karam G, Sadana R. The 10/90
divide in mental health research: Trends over a 10-year period. Br
] Psychiatry. 2006; 188: 81-82. doi: 10.11.1192/bjp.bp.105.011221

12. Patel V, Araya R, Chatterjee S, Chisholm D, Cohen A, De Silva
M, et al. Treatment and prevention of mental disorders in low-in-
come and middle-income countties. Lancetr. 2007; 370: 991-1004.
doi: 1016/S0140-6736(07)61240-9

13. Vibhakar V, Allen LR, Gee B, Meiser-Stedman R. A systematic
review and meta-analysis on the prevalence of depression in chil-
dren and adolescents after exposure to trauma. Journal of Affective
Disorders. 2019; 255: 77-89. doi: 10.1016/j.jad.2019.05.005

14. Depression and Other Common Mental Disorders: Global
Health Estimates. Wotld Health Organization. Web site. https://
apps.who.int/iris/bitstream/handle/10665/254610/WHO-MSD-
MER-2017.2-eng,pdf;sequence=1. Accessed July 16, 2020.

15. World Health Organisation (WHO). Preventing suicide: a
global imperative. Web site. https://www.who.int/mental_health/
suicide-prevention/exe_summary_english.pdf. Accessed July 16,
2020.

16. World Health Organization (WHO), Senanayake, Sameera.
Mental Health Status of Adolescents in South-East Asia: Evi-
dence for Action. Web site. https://www.researchgate.net/pub-
lication/332012625_Mental_Health_Status_of_Adolescents_in_
South-East_Asia_Evidence_for_Action. Accessed July, 22, 2020.

17. The National Mental Health Survey of Bangladesh, 2018-2019,
Provisional Fact Sheet.Web site. https://wwwwho.int/docs/

()penventio

PUBLISHERS

default-source/searo/bangladesh/pdf-reports/cat-2/nimh-fact-
sheet-5-11-19.pdf?sfvrsn=3e62d4b0_2. Accessed July 16, 2020.

18. Khalil A, Gondal F, Imran N, Waqar Azeem M. Self-Stigmati-
zation in children receiving mental health treatment in Lahore, Pa-
kistan. Asian Journal of Psychiatry. 2020; 47: 101839. doi: 10.1016/j.
4jp.2019.10.019

19. National Institute for Health and Clinical Excellence (NICE)
Depression In Children and Young People. NICE Clinical Guide-
line. Web site. http://guidance.nice.orguk/CG28/Guidance. Ac-
cessed July 16, 2020.

20. Collishaw S, Hammerton G, Mahedy L, Sellers R, Owen M],
Craddock N, et al. Mental health resilience in the adolescent
offspring of parents with depression: A prospective longitudi-
nal study. Lancet Psychiatry. 2016; 3: 49-57. doi: 10.1016/S2215-
0366(15)00358-2

21. Goodman R. The strengths and difficulties questionnaire:
A research note. Child Psycho! Psychiat. 1997: 38(5): 581-586. doi:
10.1111/7.1469-7610.1997.tb01545.x

22. Jahromi VK, Tabatabaee SS, Abdar ZE, Rajabi M. Active lis-
tening: The key of successful communication in hospital manag-
ets. Electron Physician. 2016; 8(3): 2123-2128. doi: 10.19082/2123

23. Crowe M, Inder M, Porter R. Conducting qualitative research
in mental health: Thematic and content analyses. Aust N Z | Psychi-
atry. 2015; 49(7): 616-623. doi: 10.1177/0004867415582053

24. Maisel NC, Karney BR. Socioeconomic status moderates as-
sociations among stressful events, mental health, and relationship
satisfaction. Journal of Family Psychology. 2012; 26(4): 654-660. doi:
10.1037/20028901

25. Haynes LE, Barber D, Mitchell IJ. Chronic antidepressant
medication attenuates dexamethasone-induced neuronal death and
sublethal neuronal damage in the hippocampus and striatum. Brain
Res. 2004; 1026(2): 157-167. doi: 10.1016/j.brainres.2004.05.117

26. Lee A, Hankin BL. Insecure attachment, dysfunctional atti-
tudes, and low self-esteem predicting prospective symptoms of de-
pression and anxiety during adolescence. | Clin Child Adolesc Psychol.
2009; 38(2): 219-231. doi: 10.1080/15374410802698396

27. Bomyea ], Ball TM, Simmons AN, Campbell-Sills L, Paulus MP,
Stein MB, Change in neural response during emotion regulation is
associated with symptom reduction in cognitive behavioral therapy
for anxiety disorders. Journal of Affective Disorders. 2020; 271: 207-
214. doi: 10.1016/j.jad.2020.04.001

28. Mar RA. The neuropsychology of narrative: Story comprehen-
sion, story production and their interrelation. Nexropsychologia. 2004;
42(10): 1414-1434. doi: 10.1016/j.neuropsychologia.2003.12.016

Original Research | Volume 6 | Number | |

O’Raw LE, Tariq Z et al 23


http://dx.doi.org/10.17140/PCSOJ-6-155
https://doi.org/10.1016/j.%20jeoa.2014.08.003
https://doi.org/10.1016/S0140-6736%2812%2961379-8
https://doi.org/10.1016/S0140-6736%2812%2961379-8
https://doi.org/10.1016/S0140-6736%2811%2960827-1
https://www.nami.org/NAMI/media/NAMI-Media/Infographics/Children-MH-Facts-NAMI.pdf%23:~:text%3D50%2525%2520of%2520all%2520lifetime%2520cases%2520of%2520mental%2520illness%2Clocal%2520juvenile%2520justice%2520systems%2520have%2520a%2520mental%2520illness
https://www.nami.org/NAMI/media/NAMI-Media/Infographics/Children-MH-Facts-NAMI.pdf%23:~:text%3D50%2525%2520of%2520all%2520lifetime%2520cases%2520of%2520mental%2520illness%2Clocal%2520juvenile%2520justice%2520systems%2520have%2520a%2520mental%2520illness
https://www.nami.org/NAMI/media/NAMI-Media/Infographics/Children-MH-Facts-NAMI.pdf%23:~:text%3D50%2525%2520of%2520all%2520lifetime%2520cases%2520of%2520mental%2520illness%2Clocal%2520juvenile%2520justice%2520systems%2520have%2520a%2520mental%2520illness
https://www.nami.org/NAMI/media/NAMI-Media/Infographics/Children-MH-Facts-NAMI.pdf%23:~:text%3D50%2525%2520of%2520all%2520lifetime%2520cases%2520of%2520mental%2520illness%2Clocal%2520juvenile%2520justice%2520systems%2520have%2520a%2520mental%2520illness
https://www.nami.org/NAMI/media/NAMI-Media/Infographics/Children-MH-Facts-NAMI.pdf%23:~:text%3D50%2525%2520of%2520all%2520lifetime%2520cases%2520of%2520mental%2520illness%2Clocal%2520juvenile%2520justice%2520systems%2520have%2520a%2520mental%2520illness
https://doi.org/10.11.1192/bjp.bp.105.011221
https://doi.org/1016/S0140-6736%2807%2961240-9
https://doi.org/10.1016/j.jad.2019.05.005
https://apps.who.int/iris/bitstream/handle/10665/254610/WHO-MSD-MER-2017.2-eng.pdf%3Bsequence%3D1
https://apps.who.int/iris/bitstream/handle/10665/254610/WHO-MSD-MER-2017.2-eng.pdf%3Bsequence%3D1
https://apps.who.int/iris/bitstream/handle/10665/254610/WHO-MSD-MER-2017.2-eng.pdf%3Bsequence%3D1
https://www.who.int/mental_health/suicide-prevention/exe_summary_english.pdf
https://www.who.int/mental_health/suicide-prevention/exe_summary_english.pdf
https://www.researchgate.net/publication/332012625_Mental_Health_Status_of_Adolescents_in_South-East_Asia_Evidence_for_Action
https://www.researchgate.net/publication/332012625_Mental_Health_Status_of_Adolescents_in_South-East_Asia_Evidence_for_Action
https://www.researchgate.net/publication/332012625_Mental_Health_Status_of_Adolescents_in_South-East_Asia_Evidence_for_Action
https://www.who.int/docs/default-source/searo/bangladesh/pdf-reports/cat-2/nimh-fact-sheet-5-11-19.pdf%3Fsfvrsn%3D3e62d4b0_2
https://www.who.int/docs/default-source/searo/bangladesh/pdf-reports/cat-2/nimh-fact-sheet-5-11-19.pdf%3Fsfvrsn%3D3e62d4b0_2
https://www.who.int/docs/default-source/searo/bangladesh/pdf-reports/cat-2/nimh-fact-sheet-5-11-19.pdf%3Fsfvrsn%3D3e62d4b0_2
https://doi.org/10.1016/j.ajp.2019.10.019
https://doi.org/10.1016/j.ajp.2019.10.019
http://guidance.nice.org.uk/CG28/Guidance
https://doi.org/10.1016/S2215-0366%2815%2900358-2
https://doi.org/10.1016/S2215-0366%2815%2900358-2
https://doi.org/10.1111/j.1469-7610.1997.tb01545.x
https://doi.org/10.19082/2123
https://doi.org/10.1177/0004867415582053
https://doi.org/10.1037/a0028901
https://doi.org/10.1016/j.brainres.2004.05.117
https://doi.org/10.1080/15374410802698396
https://doi.org/10.1016/j.jad.2020.04.001
https://doi.org/10.1016/j.neuropsychologia.2003.12.016

()penventio

Psychol Cogn Sci Open J. 2020; 6(1): 15-24. doi: 10.17140/PCSOJ-6-155 PUBLISHERS

29. Emam MM, Abu Hilal, MM, Kazem, AM, Alkharousi, SJ. 30. Enns JEE, Holmqvist M, Wener P, Rothney |, Halas G, Koso-
Psychometric properties of the Arabic self-report version of the wan L, et al. Interventions aimed at reducing poverty for primary
strengths and difficulties questionnaire. Research in Developmental — prevention of mental illness: A scoping review. Mental Health &
Disabilities. 2016; 59: 211-220. doi: 10.1016/j.ridd.2016.09.002 Prevention. 2019; 15: 200165. doi: 10.1016/j.mhp.2019.200165

Submit your article to this journal | https://openventio.org/submit-manuscript/

24 O’Raw LE,Tariq Z et al Original Research | Volume 6 | Number | |


http://dx.doi.org/10.17140/PCSOJ-6-155
https://doi.org/10.1016/j.ridd.2016.09.002
https://doi.org/10.1016/j.mhp.2019.200165

	Corresponding author 

