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A B S T R A C T   

Background: Bangladesh is a lower-middle-income country affected by a severe lack of mental health service 
availability due to a scarcity of mental health experts, limited mental health literacy, and community stigma. In 
other low and middle-income countries, the online provision of mental health care services has addressed issues 
affecting service availability, accessibility, mass awareness of services, and stigma. 
Objective: The current study sought to understand stakeholders’ perceptions of the potential of digital media- 
based mental health care delivery in strengthening Bangladesh’s mental health system. 
Method: Online in-depth interviews were conducted with seven psychiatrists and eleven people with lived ex-
periences of mental health issues. In addition, two online focus groups were conducted with ten psychologists 
and nine mental health entrepreneurs. A thematic analysis of the audio transcriptions was used to identify 
themes. 
Result: Stakeholders perceived that the benefits of digital media-based mental health services included the po-
tential of increasing the awareness, availability, and accessibility of mental health services. Participants rec-
ommended: the rehabilitation of existing pathways; the use of social media to raise awareness; and the 
implementation of strategies that integrate different digital-based services to strengthen the mental health system 
and foster positive mental health-seeking behaviors. 
Conclusion: Growing mental health awareness, combined with the appropriate use of digital media as a platform 
for distributing information and offering mental services, can help to promote mental health care. To strengthen 
mental health services in Bangladesh, tailored services, increased network coverage, and training are required on 
digital mental health.   

1. Introduction 

The global burden of mental health (MH) conditions is a major public 

health concern accounting for 32.4% of years lived with disability 
(YLDs) and 13% of disability-adjusted life-years (DALYs) (Hossain et al., 
2014; Mathers, 2008; Vigo et al., 2016). A recent systematic review 
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showed a higher prevalence (14.2%) of common mental health disorders 
(CMD) in South Asian countries compared to worldwide prevalence, 
whereas depressive disorders accounted for 9.8 million DALYs (Ogbo 
et al., 2018; Naveed et al., 2020; Polanczyk et al., 2015). 

Mental health care systems of low- and middle-income (LMIC) 
countries are closely linked to and enmeshed in the larger social and 
economic settings, resulting in significant inequities in access for com-
munity members (Ngui et al., 2010). Factors such as lack of awareness, 
stigma, government apathy, inadequacy in health systems infrastruc-
ture, limited policy considerations, and shortages of MH professionals 
contribute to these gaps in the MH care system (Siriwardhana et al., 
2013; Hanisch et al., 2016; Trivedi et al., 2007). This is also the case in 
Bangladesh, where the MH care system faces complex challenges due to 
low financial resourcing: 0.5% of the total health budget is allocated to 
ensuring MH services (Sakib, 2021; Alam et al., 2020; Islam and Biswas, 
2015). MH service availability is inadequate, with low numbers of MH 
professionals and few service facilities and hospitals (Hasan et al., 
2021). Rural primary and secondary healthcare facilities lack MH care 
services, with most MH services centralized in urban areas (Hasan et al., 
2021). In primary care settings, a lack of training on MH for nurses and 
community health workers leads to missed or sub-optimally managed 
cases of mental disorders (WHO, 2007). 

Furthermore, a lack of MH literacy has led to individual and com-
munity stigma, impacting MH help-seeking behavior at the community 
level (Arafat et al., 2021). These issues create significant barriers to MH 
service provision in Bangladesh, as in other LMICs (Collins et al., 2011; 
Semrau et al., 2015; Thara, 2012; Acharibasam and Wynn, 2018). In-
sights from other LMICs support the potential for online availability of 
MH information and services to address the scarcity of MH human re-
sources and lack of MH services in Bangladesh (Hasan et al., 2021; 
Arafat et al., 2021). 

Widespread use of digital media has offered innovations for 
increasing mental health awareness and service provision in many 
countries (Arafat et al., 2021; Bucci et al., 2019; Zhou et al., 2020; 
Hungerbuehler et al., 2016; Maulik et al., 2017). For instance, blogs on 
various websites, social media platforms, and smartphone apps have 
been used to share information about self-help and increase mental 
health literacy (Parikh and Huniewicz, 2015; Barnett et al., 2021). The 
effectiveness of digital media-based solutions has been demonstrated in 
China, India, Singapore, Australia, and many other countries, during 
crises such as pandemics and natural disasters (Zhou et al., 2020; Kanuri 
et al., 2020). During the COVID-19 pandemic, China provided tele-
medicine and psychoeducation through several online platforms like 
WeChat and Tencent QQ (Zhou et al., 2020). Similarly, the Australian 
government offered psychosocial support services through text 
messaging, online chat platforms, telephone, videoconference, online 
group chat, self-help platforms, e-mail, websites, mobile apps before and 
after the COVID-19 pandemic for common mental health issues, self- 
harm, and suicide (Zhou et al., 2020; Wilson et al., 2020). Podcasts 
have been used in an accessible and educational manner both by mental 
health specialists and the general public to provide and acquire mental 
health-related information in the United States (Casares, 2022).The 
promising contribution of digital technology in LMICs has also been 
reported in a systematic review (Naslund et al., 2017). The review 
mentioned about successful utilization of teleconferencing, mobile app, 
web-based screening tools, online platforms in many developing coun-
tries including Somaliland, South Africa, India, Brazil, Chile, Sri Lanka 
to support mental healthcare delivery in clinical and community settings 
(Naslund et al., 2017). 

Evidence demonstrates that some LMICs have successfully adopted 
digital technology to raise awareness, screen, diagnose and manage 
common mental health disorders for a wider populations (Maulik et al., 
2017; Amos et al., 2020). Bangladesh has adopted various digital health 
services to promote and protect public health, including mental health, 
which has gained greater uptake since the COVID-19 pandemic (Islam 
et al., 2021a). The introduction of digital health services, including 

telemedicine, remote data collection, surveillance, follow-up, and 
human resource development, shows the potential for a wider-scale roll- 
out of services. Artificial intelligence-based mobile applications and 
tele-psychotherapy services through e-mail, text messaging, and audio 
or video conferencing have been widely used in Bangladesh since 2020 
(Arafat et al., 2021; Islam et al., 2021a; Soron and Chowdhury, 2021). 

Thus, digital technology has the potential to address mental health 
conditions in Bangladesh by increasing awareness of mental health, 
enhancing access to mental health professionals, reducing costs and 
improving time efficiency of care, and facilitating remote service de-
livery (Acharibasam and Wynn, 2018). Although digital MH initiatives 
have been implemented, there remains a need to generate evidence 
about the advantages, possible barriers, and areas for improvement to 
implement better digital mental health services (Hasan et al., 2021; 
Arafat et al., 2021; Berry et al., 2019). Despite the successes of digital 
technology, there are considerable barriers to and inequities in digital 
MH care. Regarding rural and underprivileged populations in 
Bangladesh, digital MH service delivery inequities exacerbate due to low 
access to digital technology, a lack of therapeutic alliance among service 
users and health service providers, data privacy issues, and other orga-
nizational challenges. If these barriers are not addressed, MH care 
inequity will worsen, and treatment gap will increase. Hence, identi-
fying these barriers is critical when trying to increase the availability, 
accessibility, and affordability of MH care through digital technology 
(Arafat et al., 2021). The experiences and recommendations from the 
relevant MH stakeholders, including service providers and service users, 
can contribute to designing evidence and need-based digital MH care 
services. Hence, this qualitative study aimed to explore the perceived 
benefits and challenges associated with the digital delivery of MH care 
services in Bangladesh and develop recommendations to design more 
accessible and available technology-based MH support programs and 
services in Bangladesh. 

2. Methods 

2.1. Design 

This qualitative study attempted to explore the role of MH care 
services delivered through digital media in Bangladesh by analyzing the 
perceptions and insights from MH professionals, entrepreneurs, and 
service users. Various qualitative interview techniques were employed, 
including key informant interviews (KII), focus group discussions (FGD), 
and in-depth interviews (IDI) among three MH stakeholders and service 
users. 

2.2. Study population 

The study involved MH service providers [Psychiatrists (n = 7) and 
Psychologists (n = 10)], eminent MH advocates from civil society or-
ganizations [Entrepreneurs (n = 9)], and people with lived experiences 
of various MH issues who had received MH care services [PWLE (n =
11)]. Data collection was conducted online via the Zoom platform. The 
study design adhered to the consolidated reporting criteria for qualita-
tive studies (COREQ) (Tong et al., 2007) (Appendix A). 

Different recruitment strategies were employed for the different 
participant groups. MH service providers and entrepreneurs were pur-
posively recruited based on their professional experiences, academic 
background and clinical exposure. Given the stigma associated with 
mental illness or seeking mental health services in Bangladesh, PWLE 
who had received digital MH care services were purposively recruited 
from the existing network of the lead author with the service providers 
and entrepreneurs in Bangladesh. Detailed information about the study 
was sent to MH service providers (psychiatrists and psychologists) and 
entrepreneurs via e-mails. We contacted the PWLE by telephone and 
were then followed up with an e-mail sharing the details of the study. 
The online sessions began with an explanation of the research objectives 
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and the process of asking for informed consent. All participants provided 
consent to record and transcribe the interviews and focus group dis-
cussions before data collection commenced. Table 1 illustrates the 
qualitative methods utilized and the sample sizes associated with each 
kind of stakeholder. 

2.3. Ethical considerations 

The study was approved by the Institutional Review Board (IRB) of 
the icddr,b which included a Research Review Committee and an Ethics 
Review Committee (PR 20094). Study participants provided their 
informed consent to record and note the discussions before starting the 
interviews. No sensitive or private questions were asked to any stake-
holder groups. 

2.4. Data collection method 

The research team developed semi-structured interview guidelines 
for the study participants (Appendix B). The questions aimed to under-
stand participants’ perspectives about the role of digital technology in 
MH care services in Bangladesh. Any communication medium that uses 
one of several encoded machine-readable data formats was referred to as 
‘digital media’ for the purposes of this study and included software, 
digital photos, digital video, web pages, websites, and social media. All 
the interviews and discussions were conducted by the lead author, 
supported by other authors who took notes. Each interview lasted 
40–50 min, and FGDs lasted for 120 min on average. Key informant 
interviews (KII) sought to acquire in-depth information from individuals 
who had first-hand knowledge and experience of MH and its service 
provision in Bangladesh. They were conducted with psychiatrists 
working in private and public MH sectors. 

In-depth interviews (IDI) were employed to understand participants’ 
experiences who had received online and offline MH care services for 
MH conditions like anxiety, panic attack, suicidal thoughts, depression, 
and substance abuse disorders, among others. Pseudonyms are used in 
reporting to maintain the confidentiality of the participants. Focus group 
discussions (FGDs) were conducted with psychologists and MH entre-
preneurs to gather people from similar backgrounds and generate col-
lective information about the research topic. The psychologists included 
clinical, educational, or counseling professionals and had between 7 and 
23 years of experience. MH entrepreneurs were selected from leading 
non-government MH organizations. They were recruited based on their 
years of providing services, MH-related social media activities, advo-
cacy, and community services. Data saturation was reached when no 
new data emerged from the interviews. 

2.5. Data management 

Recorded interviews and FGDs were transcribed and translated into 
English by two of the authors. The lead author thoroughly reviewed all 
the documents to ensure the research data’s quality and consistency. 

2.6. Data analysis 

An inductive thematic analysis approach was used to analyze the 
data (Clarke et al., 2015). The authors first acquainted themselves with 
the interview data by reading the transcripts. Next, they manually coded 
the transcripts. The initial thematic codes emerged through an iterative 
procedure via several meeting sessions among the authors. The coded 
data were separated into a data matrix built into Microsoft Excel to 
create coding frameworks. Coded data was transferred into a datasheet 
and organized under themes and sub-themes informed by the research 
objectives. Every level of data analysis was discussed with the research 
team and all co-authors. 

3. Results 

The majority of the participants from all stakeholder groups were 
female. Most stakeholders had 10–15 years of experience providing MH 
and related services. The psychiatrist key informants were mostly male 
(Table 2). Three significant themes emerged: (i) perceived benefits of 
digital media in providing MH care, (ii) challenges of MH care services 
through digital media, and (iii) the role of digital media in strengthening 
MH services. These were supported by nine subthemes, summarized in 
Fig. 1. The quotes from the other stakeholders are referred to in the text 
and given in full in the supplementary section (Appendix C). 

3.1. Perceived benefits of digital media in providing MH care 

Both MH service providers (n = 26) and service users (n = 11) spoke 
about the perceived benefits of digital media in providing MH care, 
across various domains. These are discussed below. 

3.1.1. Contributing to increasing the mental health literacy of the 
population 

The majority of the service providers (n = 10/17) and users (n = 7/ 
11) stated that digital MH services share different MH-related infor-
mation and content in the websites, web pages and social media, thereby 
facilitating mass dissemination and awareness. In this regard, one 
participant said, 

“You [community members] can quickly acquire the MH information 
from online platforms, and you can easily become conscious of your MH 
status.” 

Psychiatrist 4 

One PWLE added that the information available on online social 

Table 1 
Qualitative method and sample size.  

Methods Stakeholders Types of organization Total 
number (n 
= 37) Public 

institutions 
Private 
institutions 

KII (key 
informant 
interview) 

Psychiatrists 5 2  7 

FGD (focus 
group 
discussion) 

Psychologists 4 6  10 
Entrepreneurs 0 9  9 

IDI (in-depth 
interview) 

People with lived 
experiences 
(PWLE) 

– –  11  

Table 2 
Profile of the stakeholders.  

Characteristics Focus group 
discussion (n =
19) 

Key informant 
interviews (n = 7) 

In-depth 
interviews (n =
11) 

Gender 
Male 2 6 2 
Female 17 1 9  

Years of experiences 
10–15 11 3 – 
15+ 8 4 –  

Profession 
Mental health 

service providers 
(Psychiatrist and 
Psychologist) 

10 7 – 

Mental health 
entrepreneurs 

9 – – 

Health service users 
(Clients) 

– – 11  
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media platforms helps people know about the basic symptoms of 
different MH problems. They stated: 

“Social media platforms, like [the] Women Support Initiative Forum, 
Moner Bondhu, Identity inclusion, play an important role as they publish 
educational contents on MH which help people to know about their MH 
conditions.” 

- PWLE 1 

Some entrepreneurs (n = 3) expressly indicated social media as the 
easiest method to disseminate information about MH intervention in 
interesting ways, such as videos and animations, which effectively in-
creases mass awareness. One said: 

“Normally, our organization and UNDP (donor) collaborate to raise 
awareness among a large group of people through our Facebook page and 
YouTube channel. We are trying to raise awareness by making animation 
films, cartoons andmeditation platforms” 

- Entrepreneur 6 

3.1.2. Increasing mental health seeking behavior 
Some stakeholders (n = 9) highlighted that digital media plays a 

crucial role in positively influencing MH care-seeking behaviors by self- 
referral when needed. One PLWE specifically mentioned that: 

“In previous days, our parents did not know about MH conditions. But 
nowadays due to continuous exposure to MH-related information, even 
with the mobile text-based services, they are aware and take their child to 
the MH experts.” 

- PWLE 8 

Some psychiatrists (n = 6), psychologists (n = 2) and entrepreneurs 
(n = 4) stated that online content and advertisements educated the 
community about the necessity of timely care-seeking. One psychiatrist 
shared that: 

“The advertisements about numerous MH experts in social media inspires 
the community to seek necessary supports when needed” 

- Psychiatrist 6. 

One psychologist also stated that this helped address questions of 
inequity so that individuals from different parts of the country could 
become aware of the MH management options: 

“People from outside Dhaka can take and continue their counseling as it 
happens online. This proves that community level’s MH-seeking behaviors 
increased due to the digital media.” 

- Psychologist 7 

Online platforms could help address some of the stigma-related 
concerns that people have. One entrepreneur also highlighted that on-
line platforms could assure privacy and contribute to the community’s 
increased MH-seeking behavior: 

“Sometimes we get many questions anonymously about sex and repro-
ductive health affecting their MH, and we also provide the services with 
the privilege of anonymity.” 

- Entrepreneur 6 

Stakeholders, especially service providers (n = 8), underlined digital 
media platforms’ role in providing uninterrupted MH services during the 
COVID-19 pandemic because they didn’t require an in-person presence 
for service delivery. In this regard, one psychologist noted: 

“Now tele-counseling services have been increased even more in the 
pandemic which is beneficial for delivering services throughout the 
country. We have been providing uninterrupted MH services through the 
digital media platforms” 

- Psychologist 1 

However, one psychiatrist shared concern about the lack of MH ex-
perts available to deal with the increased need for MH care services 

Challenges of mental health care
services through different digital

media

Perceived benefits of digital media
in providing mental health care

The role of digital media to
strengthen mental health services

Contributing to increasing mental health
literacy of the population

Increasing mental health-seeking behavior

Ensuring better service availability and
accessibility

Lack of therapeutic alliance between the
service provider and clients

Spreading of misinformation

Poor communication and technology

Structured social media usage to combat
stigma and misinformation’s

reformation of the existing pathway of mental
health care for including digital media

Development and implementation of new
strategies for mental health care

Fig. 1. Thematic distribution of the findings.  
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during the COVID-19 pandemic: 

“We provide telemedicine services from tertiary care centers to primary 
facilities during this pandemic. Due to the shortage of psychiatrists and the 
surge of service-seeking needs, we have to struggle to provide sufficient 
time to all patients. So, it will be easier to deliver quality services if human 
resources increase.” 

- Psychiatrist 6 

According to service providers, the availability of online MH services 
also contributes to increased treatment adherence by service users. In 
regards to support, two psychiatrists stated that it was easier for service 
users to attend their advised follow-up visits online as it reduced the 
distance and schedule-related challenges. One participant explained, 

“Another benefit of online MH services is that it enables people from 
different places to receive the services during the lockdown. So now it is 
easy to provide better follow-up and treatment adherence and to help to 
improve their prognosis.” 

-Psychiatrist 1 

However, one PWLE provided a contrasting perspective, stating that, 
even if the services are convenient, the quality of online MH services 
might differ from face-to-face services: 

“To me, face-to-face sessions are more connecting than the online sessions 
as the service providers can follow the facial expressions. The users can 
comply well with the therapeutic exercises as well.” 

- PWLE 10 

3.1.3. Ensuring better service availability and accessibility 
According to the stakeholders, digital MH care plays a significant 

role in providing better MH care service availability and accessibility. 
The PLWE (n = 11/11) mentioned that it was easy to seek care on the 
digital platforms to ensure instant availability of the service providers. 
One participant stated, 

“Because of these online services, we don’t need to worry about time 
limitations. I can communicate with my psychologist any time and 
schedule my session according to my convenience with no loss of time.” 

- PWLE 4 

One of the entrepreneurs said that even if a provider is unavailable 
when needed, service users can get instant help through their MH apps. 

“People may obtain our services immediately by using our mobile appli-
cation, and we provide them with the answer to their queries.” 

- Entrepreneur 5 

Most psychologists (n = 6) acknowledged the greater service acces-
sibility and availability of MH services by using online platforms; this 
was especially beneficial for people in remote locations of Bangladesh. 
Low-income migrants outside the country could also readily access 
digital MH care services. On this note, one psychologist stated, 

“Anyone outside Dhaka (capital city) can get online MH services any-
where. Even people from abroad can access the online services of Ban-
gladeshi MH experts as they desire someone who can understand them 
without any linguistic and cultural barriers and also financial concerns.” 

– Psychologist 8 

Another significant perspective shared by the stakeholders was about 
the contribution of digital media in simplifying the process of service 
provision, removing transportation and scheduling barriers for access-
ing care. One PWLE stated, 

“Commuting in Dhaka city is troublesome because of traffic jams. I can 
receive my service from my psychiatrist from home without wasting time.” 

- PWLE 8 

Psychologists indicated that digital media made service provision 

easier too by reducing the costs involved in delivering care, for example, 
reducing the financial investment involved in securing a physical space. 
One psychologist noted, 

“As professionals, we had to rent physical spaces to ensure therapeutic 
set-up for face to face counseling sessions. This indirectly increased the 
treatment cost both for us and our clients. Moreover, we used to set 
specific schedules for our clients, but we both had to deal with challenges 
due to traffic and distance, which caused our schedules to be delayed. But 
now, because we conduct sessions online, clients can join timely.” 

– Psychologist 7 

3.2. Challenges of providing mental health care services through digital 
media 

The majority of the stakeholders (n = 20/37) shared the perceived 
challenges of MH care services provided through digital media. 

3.2.1. Lack of therapeutic alliance between service providers and users 
Both PWLE (n = 3) and service providers (reported in 3 focus groups) 

had experienced communication gaps during digital services. In this 
regard, one psychologist shared, 

“The negative side of online counseling is that I cannot see my patient, and 
everyone doesn’t feel comfortable sharing their difficulties in a digital 
session. As I cannot see them in person, I miss out on reading their body 
language, impacting the overall session. I cannot see their expression 
during audio sessions and only hear their voices.” 

- Psychologist 8 

Service providers noted that face-to-face sessions allow them to 
monitor an individual’s emotions by observing their body language. 
This is challenging to do during an online call given that a virtual session 
creates added difficulties in determining whether the client is talking 
positively or being emotional. According to the participants, the pres-
ence of both the service providers and clients during a session can better 
impact in MH interventions. One of the PLWE further supported this 
insight stating, 

“If we can see a person’s eye and face, it helps assurance during a session. 
This is why online sessions are challenging for some of the clients.” 

– PWLE 8 

One PWLE who was diagnosed with severe MH conditions shared 
this concern, stating - 

“When I took face-to-face services, my therapist tried some stress- 
relieving exercises and taught me some easily doable strategies. Now, as 
I am taking online sessions, I don’t feel the same.” 

- PWLE 3 

Some stakeholders (n = 4) raised concerns that severe MH illnesses 
need intensive advanced management with psychiatric drugs, which is 
not feasible online. One psychiatrist mentioned, 

“Online psychiatric sessions can be challenging for schizophrenia or bi-
polar patients as there are guidelines and a list of permitted drugs for 
online sessions from BCPS (Bangladesh College of Physicians and Sur-
geons). So, we cannot always prescribe the needed drugs through online 
counseling.” 

- Psychiatrist 4 

Stakeholders (n = 6) shared their concern about the quality of the 
care via digital media as the environment might not be suitable. One 
psychiatrist noted, 

“Two or three people who were under my treatment stopped seeking on-
line services saying that technology is never going to interpret their com-
plete feelings. Also, as we provide services from home, this is very common 
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to get distracted by surrounding household activities. This is one of the 
shortcomings of technology-based MH services.” 

-Psychiatrist 4 

These comments highlighted that digital MH service provision 
brought with it other considerations in terms of accommodation; as one 
PWLE added, 

“Some people don’t have privacy in their home as they have children and 
share their room, interrupting their privacy during online sessions.” 

- PWLE 9 

In some circumstances, the lack of privacy that was necessary for 
effective MH service delivery often caused clients to discontinue coun-
seling services 

“People assume service providers, can not ensure the privacy and decide 
to discontinue the consultations.” 

-Entrepreneur 6 

3.2.2. Spreading misinformation 
While digital media offered many benefits in terms of addressing the 

stigma associated with mental illness; it also created opportunities to 
compound stigma or to exacerbate limited understandings of MH. Seven 
service providers in this study mentioned that social media might 
misguide people with misleading information, a trend that was height-
ened during the pandemic. One psychiatrist emphasized this issue, 
saying, 

“During COVID-19, some platforms created undue tension among the 
population due to the wrong presentation of the contents, which was 
rather harmful.” 

- Psychiatrist 3 

One PWLE mentioned that social media can have significant in-
fluences on an individual’s MH with negative news and peer support, 

“Technology can divert our MH in different directions. Honestly, there 
are many conflicting opinions and unproductive criticism on the social 
media, which continuously affect our MH negativelyi” 

- PWLE 6 

The comments from the stakeholders reflected the need for proper 
monitoring of the digital platforms to ensure the proper dissemination of 
MH information. 

3.2.3. Poor communication and technology 
Effective digital MH service delivery relies on reliable technological 

infrastructure. Slight interruptions on electricity and network could 
have significant impacts on service provision and access. Network drop- 
outs or signal variations could breach the flow of the conversations in a 
session, negatively affecting the experience of people seeking MH care. 
This dissatisfaction was shared by some PWLE and psychologists (n = 4), 
who expressed frustration with the device and connectivity issues during 
the critical moments of a session. For example, three service providers 
(n = 3) mentioned that the weak internet connections in remote and 
rural areas make the online services inaccessible to many people. When 
they could connect, these issues made the actual session labored, 
meaning that their usefulness was significantly constrained: 

“Internet connectivity issue is a big challenge as we have to reschedule 
frequently. Because of this, the session gets tedious, and both of us lose 
interest.” 

-Psychologist 7 

The digital divide, where people had varying expertise in using de-
vices, platforms, apps and programs according to socio-demographic 
features, further compounded the connectivity issues noted in rural 
areas, as one PWLE noted: 

“Technology-based services are unfamiliar to rural residents; they are 
unaware of operating the devices and using the services properly.” 

PWLE-1, Female 

This means that service users, especially people from rural areas, 
need to learn how to use the device and its interfaces, in addition to 
addressing all of the other considerations – finding a private space, 
allocating time, ensuring a good internet connection – in order to have 
an effective MH care session. 

Questions of education and learning extended to health care 
workers; because of the different backgrounds of service providers, there 
was some variation in the nature of services provided which needed to 
be taken into account. Seven of the stakeholders mentioned that a lack of 
trained professionals at different levels in providing digital MH services 
limited the efficacy of these services. This meant that the providers had 
to make commitments to training and education that extended beyond 
their service provision role: 

“Community health workers and other health care providers need 
training on providing digital MH care services as it requires professional 
set-up and certain therapeutic skills.” 

- Psychiatrist 1 

3.3. Recommendations about the critical role of digital media to 
strengthen mental health services 

The MH service providers (n = 26) and PWLE (n = 11) shared ideas 
for strengthening MH care services via digital media integration. 

3.3.1. Structured social media usage to combat stigma and misinformation 
Stakeholders asserted the need for structured social media usage to 

prevent the spreading of misleading MH-related information and in-
crease MH literacy. One of the common recommendations was to initiate 
collaborative efforts of the other health and MH service providers to 
create and share content via their social media platforms. In this way, 
evidence-based information could reach the community. One psychol-
ogist noted that, 

“MH experts who provide services and those involved in research can use 
social media to disseminate their knowledge, findings, and common facts. 
Apart from combatting the existing stigma, I believe this will boost peo-
ple’s trust and confidence in seeking care.” 

-Psychologist 4 

By addressing misinformation, the provision of evidence-based in-
formation on MH could further reinforce the effectiveness of mental 
health care by generating and reinforcing trust in the MH care system. 
This was a high priority for the service provider participants; as one 
psychologist outlined, 

“We can create posts about available trustable MH experts through 
authentic online platforms so that people can understand their qualifi-
cations and experiences and decide from where and whom to seek care” 

- Psychologist 7 

However, on this note, some service providers (n = 3) mentioned 
that there was also a need to consider the overflow of information in 
social media and the need to customize the social media platforms to 
control misinformation. One psychiatrist noted, 

“Everyone nowadays is an MH advocate and sharing information without 
the appropriate expertise, which is misleading. A certain level of 
commitment is necessary before establishing an online MH forum.” 

- Psychiatrist 3 

These comments speak to both a knowledge-based role (in terms of 
service provision) and the affordances of the social media platforms 
themselves, to ensure settings prevented misinformation from 
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disseminating. Furthermore, the service providers (n = 15) added that 
proper validation is necessary to prevent digital media-based malprac-
tice related to MH. One psychiatrist explained this in further detail, 

“I believe it is critical to communicate information about our certification 
and qualifications with clients so that we can enlighten them before they 
engage with unknown service providers, which can prevent malpractice in 
social media.” 

- Psychiatrist 6 

Moreover, given the lack of a therapeutic alliance and the challenges 
this poses, such as possible malpractice during online sessions, entre-
preneurs also added, 

“As a monitoring entity is absent, no one can remove misleading infor-
mation or stop the harmful practice. There should be a licensing body like 
the Bangladesh dental and medical council for the psychologists.” 

- Entrepreneur 5 

Such comments speak to an increasing role for government or non- 
government agencies to better support MH care delivery through pol-
icy or accreditation processes. 

3.3.2. Reformation of the existing pathway of mental health care for 
including digital media 

Most service providers and users (n = 14) also proposed reforming 
the existing MH services to include digital media to strengthen overall 
MH care and reduce the treatment gap, especially in marginal areas. 

However, as outlined above, a severe lack of network availability and 
technology glitches were significant challenges. To mitigate this chal-
lenge, stakeholders (n = 10) suggested increasing advocacy at the gov-
ernment level to focus on technological advancements to improve the 
networking system. One PWLE noted, 

“Government has to come forward with a positive attitude to improve the 
internet and networking system at the village level as online MH services 
will require a better network and internet so that the services do not get 
interrupted.” 

- PWLE 8 

In making such suggestions, these participants are calling for a 
whole-of-government orientation towards digital service provision – 
which could extend well beyond MH services. This speaks to broader 
questions of digital connectivity and the digital divide. 

Some service providers developed strategies to overcome connec-
tivity issues and shared that they attend online sessions by using the 
facilities at primary care facilities from the tertiary centers. 

“Suppose we can ensure internet connection at the Upazila/primary care 
level. In that case, it will be possible to build better communication be-
tween peripheral facilities with the central health system and deliver 
improved tele-MH services.” 

- Psychiatrist 5 

Digital MH services require particular expertise. Stakeholders 
mentioned the capacity building of the existing non-health professionals 
on digital MH services especially, at primary care facilities. Favoring 
this, one psychologist stated, 

“The service providers who are delivering online MH services should be 
trained in different relevant aspects particularly to build rapport and 
effective communication through digital media.” 

– Psychologist 9 

Participants (n = 7).also felt that a great emphasis should be given to 
training the MH workforce to ensure the quality of digital-based service 
delivery: 

“Digital technology plays a great role, but we need to train service pro-
viders to ensure the finest delivery. Experts should facilitate training on 
how to provide telemedicine and the recommended level of information 

that a service provider shall share. We need more workforce to accomplish 
these targets.” 

– Psychiatrist 5 

However, another service provider stressed the need for educating 
the rural and elderly population apart from training the workforce for a 
better outcome. The psychiatrist said: 

“Village people cannot easily understand many digitalized things like 
modern apps, payment methods, connection with the service provider, etc. 
We can train lay health workers to train elderly and rural people about 
how they can get MH treatment digitally, or we can see them or give 
therapy after listening to their problems.” 

- Psychiatrist 3 

Integrating low-cost digital MH services was another suggestion of 
the stakeholders (n = 6) to help the community with all socioeconomic 
characteristics. 

“In our society, people don’t agree to take expensive MH support. So, it 
should be cost-effective, especially for students and females with economic 
uncertainty.” 

- PWLE 7 

Though these opinions, stakeholders voiced the strategies to reduce 
MH care inequity in rural and underprivileged areas through integrating 
of digital technology-based services and capacity building of service 
providers and users. 

3.3.3. Designing and implementing new strategies for mental health care 
Participants felt that the digital space held significant potential for 

addressing questions of inequity and related barriers to MH service 
provision. Designing new ways of providing digital MH services was 
suggested by several service providers (n = 7). One psychologist sug-
gested launching more MH apps, 

“We should develop various online apps such as identification tools, self- 
care and meditation to help the community to support their well-being and 
MH.” 

- Psychologist 5 

Another psychologist shared the idea of developing evidence-based 
online educative materials as well as therapeutic services to promote 
treatment adherence and enhance self-efficacy in the mental health care 
journey. They noted: 

“We can share online materials that we use in a counseling therapy ses-
sion with our clients. Like apps, links, etc., they could exercise those at 
home.” 

– Psychologist 10 

Furthermore, most service providers suggested that online learning 
materials and interventions should be disseminated in easily under-
standable language. Supporting this, one entrepreneur stated, 

“MH-related information or content should be published in Bangla 
(mother tongue) so that everyone understands the meaning and comply.” 

– Entrepreneur 7 

The shift to digital services in MH care reflects broader shifts in both 
the accessibility of online MH care provision and the acceptability of 
such platforms. Highlighting this as one of the (positive) impacts of the 
ongoing COVID-19 pandemic, one stakeholder shared the prospect of 
adopting digital MH services as a proactive way of addressing the service 
limitations that exist in Bangladesh: 

“We are more dependent on digital media in this COVID-19, so we can 
use digital media to provide MH services.” 

- Entrepreneur 7 

Furthermore, digital MH care offers the potential to expand such 
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services beyond the individual to other members of the family or 
household. Citing the rise of family conflicts during the COVID-19 
pandemic and the importance of ensuring the family’s overall well- 
being, one psychologist suggested a productive role for online family 
counseling: 

“When an individual of a family receives counseling, it will not be fully 
effective if the other family members do not realize the importance of MH 
care. So, it requires a concerted effort to ensure the overall growth of the 
family.” 

- Psychologist 8 

4. Programmatic implication of the findings 

The study findings suggest that efforts at both the MH service pro-
vider and policy levels are required to provide optimal MH care 
(Table 3). It is critical to provide cost-effective and high-quality services 
tailored to community members’ needs. Additionally, mass promotion 
of digital MH services and capacity building of service providers and lay 
health workers is required to guide the general public in the appropriate 
use of digital services. Further, the government should also implement 
legislation and policies and initiate a multi-sectoral effort to strengthen 
digital MH services, focusing on regulation and universal coverage. 

5. Discussion 

Previous international studies have assessed and evaluated the po-
tential of various digital MH care services and offer insights into the 
potential for such services in LMIC settings (Arafat et al., 2021; Zhou 
et al., 2020; Hungerbuehler et al., 2016; Amos et al., 2020; Berry et al., 
2019). However, limited research has been undertaken on digital MH 
care in Bangladesh. This qualitative study is one of the first to explore 
how stakeholders and community members perceived the role of digital 
media in influencing MH care-seeking behavior. While the benefits were 
clearly articulated, participants shared their concerns regarding the 
various challenges of digital MH care and provided recommendations on 
strengthening digital MH care services. 

According to our findings, one of the significant benefits of digital 
media was increased mass awareness and MH literacy by disseminating 
readily available MH-related information, especially during the 
pandemic. For instance, given that there are reportedly more than 2.1 
billion global social media users per day, digital media offers the po-
tential to reach a large population in a short time frame and across 
geographic distances (Latha et al., 2020). In coherence with our find-
ings, globally, a range of digital platforms (social media, instant 
messaging applications, video conferencing, animations etc.) have been 
utilized as a viable method in raising mass awareness and providing care 
(Siriwardhana et al., 2013; Hanisch et al., 2016; Trivedi et al., 2007; 
Arafat et al., 2021; Hungerbuehler et al., 2016; Maulik et al., 2017; 
Amos et al., 2020; Berry et al., 2019; Iqbal, 2020; Ifdil et al., 2020). 
Digital media-based MH content has been demonstrated as leading to 
increased healthcare-seeking behaviors among the population, another 
significant benefit of such services (Siriwardhana et al., 2013; Hanisch 
et al., 2016; Trivedi et al., 2007; Arafat et al., 2021; Hungerbuehler 
et al., 2016; Maulik et al., 2017; Amos et al., 2020). 

In Bangladesh, there are limited psychiatrists and psychologists for a 
population of 163 million people, which highlights the potential role of 
an integrated digitally-based mental health services (Sakib, 2021; Alam 
et al., 2020; Islam and Biswas, 2015; Kemp et al., 2022). Currently, 
various digital media-based solutions are provided by NGOs: Kaan Pete 
Roi, for example, acts as a suicide prevention helpline (Khan et al., 
2021), while the mobile app MAYA provides countrywide health and 
mental healthcare services through doctors and psychologists via SMS 
and telecommunication (MAYA, 2022). Furthermore, peer support ser-
vices and online counseling session services through WhatsApp are 
provided by different online social media platforms (WSIF, 2018). With 

Table 3 
Programmatic implication of the findings.  

Areas of 
interest 

Constraints/ 
barriers 

Favorable 
factors 

Opportunities for 
interventions 

Challenges of 
providing 
mental 
health care 
services 
through 
digital 
media 

The 
communication 
gap between 
service providers 
and users  

Lack of cost- 
effective mental 
health services for 
the overall 
population 

Increased 
demand for 
digital mental 
health services 

Training mental health 
professionals to 
provide mental health 
support effectively 
through digital media   

Integrating low-cost 
digital mental health 
services in universal 
health coverage 

Unable to prescribe 
all kinds of 
psychiatric drugs 
online 

Existence of 
telemedicine 
services for 
other health 
issues 

Regulation and 
monitoring of digital 
mental health services 
so that professionals 
can provide need- 
based care.  

Tailoring of need 
specific personalized 
care guided by 
evidence and 
community interest  

Strengthening 
psychiatric care 
pathway through 
telemedicine 

Maintaining a 
proper therapeutic 
environment  

Lack of privacy of 
mental health 
services 

Available good 
examples of 
successful cases 
of digital 
services 

Creating evidence- 
based guidelines and 
rules for both users and 
service providers to 
ensure quality of care.  

Proper advertisements 
of successful stories. 

Misleading 
information about 
mental health- 
related issues 
creats 
misconceptions  

Malpractice among 
mental health 
service providers  

Lack of 
certification and 
licensing body for 
providing 
authentic mental 
health support 

Digital-based 
mental health- 
related 
platforms are 
available    

Existence of 
mental health 
act 2018 

Establishing 
monitoring and 
evaluation body to 
ensure ethical practice 
and improve the 
quality of care, mental 
health-related 
information on the 
websites  

Encourage other health 
and mental health 
service providers to 
create and share 
mental health content 
via their social media 
platforms.  

Proper implementation 
of the mental health 
act and monitoring the 
overall mental health 
services. 

Weak digital 
communication 
system and 
technological 
issues  

Lack of digital apps 
for mental health 
services  

Lack of knowledge 
of using digital 
media and devices 
effectively 

Widespread use 
of mobile 
phones 
nationwide   

People are 
receiving 
mental health 
care through 
digital media  

Presence of lay 
health workers 

Strengthening digital 
communication system 
and expanding the 
reach of strong 
telecommunication 
system  

Increasing advocacy at 
the government level 
to focus on 
technological 
advancement to 
improve the 
networking system. 

(continued on next page) 
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the support of existing resources of mental service providers, evidence- 
based solutions from other countries can be adopted and customized for 
integrating digital health interventions for strengthening mental health 
care in Bangladesh. 

The stakeholder participants in the current study confirmed both 
availability and heightened usage of digital mental health services in 
recent times, especially during the COVID-19. The promotion of service 
providers on social media platforms and the availability of telemedicine 
and counseling services have stimulated self-referrals, particularly in the 
ongoing pandemic (Latha et al., 2020; Koonin et al., 2020; Stoll et al., 
2020; Syed Masud Ahmed et al., 2015). The pandemic has provoked 
fear, anxiety, and depression symptoms among the general population, 
resulting in an urgent need for MH care (Fountoulakis et al., 2022; Islam 
et al., 2021b). Digital media assisted in the non-disruption of the existing 
non-digital MH care pathways even with social isolation (Di Carlo et al., 
2021). These findings align with prior studies demonstrating the 
breakthrough role of digital MH care during COVID-19, and highlighting 
their applicability for future crises (Arafat et al., 2021; Zhou et al., 
2020).Digital platforms allow the service providers to avoid costly 
physical infrastructure expenses while ensuring MH care at the conve-
nience and comfort of the service users (Trivedi et al., 2007; Islam and 
Biswas, 2015; Hasan et al., 2021; WHO, 2007; Acharibasam and Wynn, 
2018; Moner Bondhu, n.d.; Women Support Inititative Forum- WSIF, n. 
d.; Leite et al., 2020). Similarly, factors such as easy accessibility, pri-
vacy, mobility, and ample population coverage in a short time frame 
have been reported as benefits of utilizing digital media platforms 
(Trivedi et al., 2007; Islam and Biswas, 2015; Hasan et al., 2021; 
Acharibasam and Wynn, 2018). 

Despite the benefits, both service providers and users expressed 
concerns regarding distant mental health care, such as lack of in-person 
presence and breach of confidentiality. Communication gaps due to 
unavailability of non-verbal cues and asynchronous time delay in the 
feedback were also identified as possible contributors to a therapeutic 
relationship breakdown between service user and provider (Achar-
ibasam and Wynn, 2018; Amos et al., 2020; Islam et al., 2021c; Pesämaa 
et al., 2004). Furthermore, privacy was a concern: participants reported 
being worried about their counseling sessions being overhead by sur-
rounding people, while unsecured network connections led to concerns 

about compromised confidentiality of information, causing mistrust in 
services (Li et al., 2018). Similar findings were reported in previous 
studies, where cyberbreaches of confidentiality and communication 
were some of the negative aspects of digital MH care services (Amos 
et al., 2020; Leite et al., 2020; Pesämaa et al., 2004; Hjelm, 2005). Video 
conferencing, having open discussions of session plans and establishing 
a written contract to confirm mutual agreement may be used to mitigate 
the mentioned challenges (Leite et al., 2020; Pesämaa et al., 2004; Li 
et al., 2018). 

The digital divide has an impact in Bangladesh. Our study findings 
demonstrated that poor network connections and technology illiteracy 
in peripheral regions are other major challenges of digital MH care and 
may result in the digital exclusion of populations (Berry et al., 2019). 
Technology skills training of community people may be an acceptable 
solution to avoid digital exclusion (Berry et al., 2019). Publicly mobi-
lizing community resources and engaging non-profit institutions for 
such training and support have been extensively efficient in providing 
MH care via digital technology in rural areas of LMICS, including Bhutan 
and Nepal (Kumar, 2011; Thara and Padmavati, 2013). Our findings also 
infer that misinformation and stigmas spread by social media can 
negatively impact MH and healthcare-seeking behavior among service 
users. MH is already a stigmatized issue, and misleading information on 
social media can build on these stigmas (Li et al., 2018). Stigmatized 
individuals may feel devalued by, and discriminated from others, lead-
ing them to adopt harmful coping mechanisms such as secrecy or 
withdrawal from health care (Hasan, 2020; Moses, 2009; Mascayano 
et al., 2015). Therefore it is highly recommended that digital MH care 
services adopt anti-stigma campaigns via digital media to combat 
misinformation and inappropriate content, as proven effective in earlier 
studies (Fountoulakis et al., 2022; Hasan, 2020). Similarly, LMICs like 
Uganda and India have also declared various focused anti-stigma pro-
grams at policy and community levels (Fountoulakis et al., 2022; Hasan, 
2020; Moses, 2009). Moreover, these mitigation pathways suggested by 
the studies from developing countries can also be adapted in Bangladesh 
to achieve comprehensive MH care. 

In contrast to the various challenges, the stakeholders also empha-
sized various recommendations for strengthening mental health care 
services. These involved different levels of governance in establishing 
solutions: social media should be used in a structured manner to prevent 
the online dissemination of stigmas and inappropriate information, 
which may require the involvement of social media platforms. In this 
regard, different health professionals can be directly involved in content 
development and sharing. They should also maintain transparency 
regarding their qualifications, enabling them to build trustful relation-
ships with their clients; accreditation with formal bodies may play an 
important role. Online content should be robustly monitored and eval-
uated in collaboration with government bodies to provide trusted 
platforms. 

Past literature suggests that training in digital technology skills can 
decentralize health care services in hard-to-reach areas (Naslund et al., 
2017). Our findings also recommended the increased training of 
specialized and non-specialized MH care professionals who will train the 
community to use digital health care efficiently. 

Another significant recommendation of our stakeholders includes 
developing and implementing new strategies for MH care such as online 
applications such as apps, various forms of counseling options like 
family counseling, etc. These recommendations are supported by prior 
online-based initiatives like lists of available help information, self-help 
applications as potential MH illness prevention tools, and online peer- 
support communities (Koonin et al., 2020; Stoll et al., 2020; Fountou-
lakis et al., 2022). Overall, our study findings supported the literature 
and provided additional insights into the strengths, challenges, and 
recommendations of digital MH care in a limited resource setting like 
Bangladesh. 

Table 3 (continued ) 

Areas of 
interest 

Constraints/ 
barriers 

Favorable 
factors 

Opportunities for 
interventions  

Launching apps and 
software for mental 
health to share 
evidence-based online 
educative materials 
and therapeutic 
services for the general 
population.  

Capacity building of 
lay health workers in 
training community 
people in using digital 
mental health services 

Lack of 
collaboration 
among different 
level health and 
mental health 
service providers 

Presence of 
medical and 
non-medical 
mental health 
service 
providers 

Creation of 
governmental forum 
for gathering different 
level mental health 
service providers for 
increased 
collaboration and 

Lack of knowledge 
among population 
about mental 
health care and 
services. 

Existence 
different mental 
health services 
in Bangladesh 

Mass promotion of 
mental health 
professionals and 
services through 
digital media about the 
qualifications.  
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6. Strength and limitations 

The prime strength of this study lies in engaging the prominent 
stakeholders and getting their diverse insights on the issue. Views and 
perceptions from four different sets of participants helped limit subjec-
tive bias. Participants were selected purposively, which may have led to 
a social desirability bias to have positive insights on the study topic 
causing social desirability bias, and the limited sample size (n = 37) 
might lack information from a holistic point of view. These findings are 
potentially very relevant to other limited-resource settings, although 
generalizability is limited due to the qualitative study design. 

7. Conclusion 

Given the increased burden of MH disorders globally and the 
ongoing COVID-19 pandemic circumstances, the shift to digital mental 
health care was the most suitable option for service users and providers 
in Bangladesh. Hence, it was much needed to explore the contemporary 
perspectives and document the key stakeholders’ viewpoints regarding 
the widely used digital mental health care services. These study findings 
revealed how digital MH care was perceived as beneficial to increasing 
MH literacy and accessible by the people despite the challenges induced 
by the pandemic. The study findings set the foundation for further 
longitudinal studies on digital MH care to assess the effectiveness and 
explore perspectives of diverse root-level stakeholders expanding the 
geographic areas. 

8. Relevance for clinical practice 

In a low-resource setting like Bangladesh, integrating digital tech-
nology into the MH system has the potential to provide available, 
accessible, and affordable care throughout the country. MH pro-
fessionals can adopt digital technology in their daily practice to deliver 
MH interventions, and disseminate MH awareness. The findings support 
that MH care delivered through digital technologies can be adopted and 
replicated in other settings like Bangladesh and will guide researchers to 
collect more evidence to improve their practice. 
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