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PREFACE

Mental and social well-being are rarely, if ever, used for measuring a country's
success. Although a few countries are assessed for success through their
Happiness Index, it is not considered a viable tool. More countries have begun to
realize that despite all the progress human race has made towards increasing
comforts in daily living through technology and infrastructure and better
opportunities for improving livelihood, happiness and peace have been harder to
achieve, whether it be for individuals or for countries. This awareness of the failure
of humans to achieve the one thing they desire — happiness — has in many ways
led to greater focus in the areas of mental health and psychosocial well-being,
especially with regard to health systems. This has been possible only because of
the inadequate and ineffective support for mental health conditions that has had
an immense economic impact.

Bangladesh, which is at the verge of entering middle-income status, has realized
that to grow economically it would also have to grow socially. Despite many
resource constraints, issues of psychosocial well-being, disability, concerns of
minority groups and other vulnerable populations, is at the forefront of
Bangladesh's economic agenda. Unfortunately, less than 1% of the annual health
budget is allocated for mental health, and medical training institutions allocate
less than 5% of the curriculum on teaching health professionals about mental
health and well-being. Therefore, developing a comprehensive mental health
plan for Bangladesh, although a daunting task, is the only way forward. Despite
every effort to ensure that the mental health plan is as broad and comprehensive
as it needs to be, this situation analysis and strategic plan document is only a first
major step towards ensuring well-being and resiliency for all Bangalees. This
document should be used as a guidebook to ensure that mental and physical
health are given equal importance in an economically and socially empowered
country.

This National Mental Health Strategic Plan document has been developed at the
request of the Ministry of Health and Family Welfare's Department of
Non-Communicable Diseases. This document has been prepared with funding
from the Department for International Development, and technical support from
the World Health Organization's Regional Office for South-East Asia and the
Shuchona Foundation. Many governmental and nongovernmental institutions
and experts have been instrumental in preparing it.






SECTION1

Key concepts of mental health

Mental health is an integral part of health and well-being as per the World Health Organization's (WHO's) definition of
health: "a state of complete physical, mental and social well-being and not merely the absence of disease or
infirmity”. Determinants of mental health and mental health conditions include not only individual attributes, such as
the ability to manage one's thoughts, emotions, behaviours and interactions with others, but also social, cultural,
economic, political and environmental factors, such as national policies, social protection, living standards, working
conditions and community social support. Exposure to adversity at a young age is an established preventable risk
factor for mental health conditions. These factors need to be addressed through comprehensive strategies for
promotion, prevention, treatment and recovery in a "whole-of-government, whole-of-society” approach.

Mental and substance use disorders, suicides and neurological disorders (such as dementia) affect more than a billion
people annually, accounting for an estimated third of the global burden of disability and 14% of global deaths (1,2).
There has been increasing global recognition of the importance of mental health and the significant global burden of
mental health conditions in both developing and developed countries. More than 80% of people experiencing mental
health conditions, including individuals experiencing neurological and substance use disorders do not get quality,
affordable mental health care.

According to the WHO, approximately 450 million people worldwide are affected by mental and neurological
conditions. Mental health conditions account for 13% of the global burden of disease and is expected to increase to
nearly 15% by 2030. Depression alone is likely to be the highest contributor to the global burden of disease by 2030,
which currently affects 400 million persons and is the single largest contributor to years lived with disability, globally.
Mental disorders are associated with high levels of mortality, such as through suicide or due to comorbid medical
conditions; people with mental disorders accounted for about 13 million excess deaths in 2010. There are strong
associations between mental disorders and other global health priorities, such as between maternal depression and
childhood undernutrition and cognitive development (3).

Mental health conditions are associated with more than 90% of the one million suicides that occur annually around the
world. Suicide mortality is high (close to 800 000 deaths per year), and disproportionately affects young people and
elderly women in low- and middle-income countries. People with mental health conditions have a heightened risk of
suffering from physical illnesses (such as acquired immunodeficiency syndrome, tuberculosis, noncommunicable
diseases (NCDs)), causing early mortality of 10-20 years. Mental health conditions account for one in five years lived
with disability globally, leading to more than US$ 1 trillion per year in economic losses. Effective treatments are
available for a wide range of mental health conditions but a treatment gap of more than 75% exists in many
low-income countries.

People living with mental health conditions are also more likely to develop physical health problems, less likely to
receive quality health care and less likely to adhere to treatment, resulting in poorer physical health outcomes,



including premature mortality. Low- and middle-income countries have a higher burden of mental disorders than
economically developed countries (4). Mental disorders have serious negative effects on survival, and when chronic
diseases are present as comorbid conditions, serious mental disorders may reduce life expectancy by about 20 years
(5).

The global burden of disease attributable to mental disorders has risen in all countries due to major demographic,
environmental and sociopolitical transitions. Human rights violations and abuses persist in many countries, with large
numbers of people locked away in mental institutions or prisons, or living on the streets, often without legal protection
(6). The quality of mental health services is often inadequate and is found to be far worse than the quality of physical
health services. The collective failure to respond to this global health crisis results in a significant loss of human
capabilities and avoidable suffering.

The Sixty-fifth World Health Assembly held in 2013 approved and adopted the resolution on the global burden of
mental health conditions and acknowledged the need for a comprehensive, coordinated response from health and
social sectors at the community level. A comprehensive mental health action plan 2013-2020 was adopted in the
Sixty-sixth World Health Assembly. Improving mental health, well-being and mental health services is an integral part
of achieving the Sustainable Development Goals (SDGs), particularly:

+ SDG 3, Target 3.4: By 2030, reduce by one third premature mortality from non-communicable diseases through
prevention and treatment and promote mental health and well-being. (Suicide mortality rate is the chosen indicator
to monitor progress towards this target.); and

+  SDG 3, Target 3.8: Achieve universal health coverage, including financial risk protection, access to quality
essential health-care services and access to safe, effective, quality and affordable essential medicines and vaccines
for all.

Furthermore, improving mental health by ensuring inclusion of persons with mental health conditions in society and
protecting the human rights of those with mental health conditions will enable social and economic development as
reflected in several other SDGs, including SDG 8 and SDG 10 and their respective targets.

The WHO Regional Office for South-East Asia (SEARO) envisions to support member countries in South-East Asia in
reducing the burden associated with mental and neurological disorders, including substance abuse and harm from
alcohol, through the promotion of mental health services and delivery of appropriate care at all levels of society. This
willinclude collection of information on determinants of mental health within populations for appropriate planning and
effective interventions. Among the South-East Asia Region (SEAR) member countries, mental health programmes have
generally concentrated on hospital-based psychiatry. However, there is increasing awareness in these countries of
the need to shift the emphasis to community-based mental health programmes. SEAR is developing strategies for
community-based programmes based on the five 'A's: Availability, Acceptability, Accessibility, Affordable
medications and Assessment.



This section highlights key factors across the lifespan associated with mental health that either cause them or
aggravate a pre-existing condition or an overlooked area that ultimately leads to disorders associated with lower
psychosocial well-being.

Mental health and noncommunicable diseases

There is consistent evidence worldwide of the link between mental health and physical health, and that they coexist
because many of the risk factors of poor physical health also are risk factors for poor mental health (7). In addition,
childhood malnutrition is a significant risk factor for later onset of NCDs (such as diabetes and heart disease), and is
also associated with poor living practices, lower immune systems and onset of mental health conditions in adulthood.
It is well known that, depression and anxiety are associated with increased risk of cardiovascular diseases, such as
strokes and myocardial infarctions, as well as poor outcomes of cardiovascular iliness (8). More research is required on
how individuals deal with the heightened stress caused by a change in lifestyle, treatment costs, and other factors,
following a diagnosis of diabetes, cancer or even heart disease, and how this may lead to depression and anxiety
disorder later. Studies have shown that depression can actually increase the risk for Type Il diabetes (9). The
prevalence of diabetes among people with schizophrenia has consistently been found to be significantly higher than
the general population (~15% vs 2—-3%) (10).

Mental health and poverty

Research has consistently shown a strong association between social disadvantage and poor mental health. Poverty,
childhood adversity and violence are key risk factors for the onset and persistence of mental disorders, which in turn
are associated with loss of income due to poor educational attainment and reduced employment opportunities and
productivity (11). In Bangladesh, 24.3% of the population lives below the national poverty line (12). Rural poverty is more
severe than poverty seen in urban areas when measured across a range of indicators. Poverty and unemployment
directly increase the risk of stress reactions and mental disorders, such as depression and anxiety. They also lead to
malnutrition, increased risk of untreated diseases, increased exposure to toxic chemicals and poor health-seeking
behaviours. Poverty can lead to other psychosocial difficulties resulting in increased exposure to conflict in the home
and violence in the community, heightened insecurity, lower stability, substance abuse and exposure to risk-taking
behaviours at an earlier age. While poverty in and of itself does not cause mental health issues and in fact can enable
greater resiliency and drive in individuals, the associated issues from lack of adequate nutrition, education, parental
supervision and health care as a result of living in poverty, are important factors that may contribute to poorer mental
well-being.

Mental health and nutrition

Acute and chronic malnutrition can lead to significant lifelong psychosocial disabilities by inhibiting physical and
cognitive development, particularly during infancy, childhood and adolescence. As per the 2014 Bangladesh
Demographic and Health Survey (BDHS) 36% children were stunted, 14% were wasted and 25-30% were born with low
birth-weight (13). A child can also be affected by malnutrition during gestation. Alarmingly 33% of all children under the
age of five years were underweight. As per 2014 BDHS, 50% of Bangladeshi women are anaemic during pregnancy (13).
This can result in congenital abnormalities and low birth-weight, which can subsequently lead to problems with



cognitive and intellectual development. Parents/caregivers who are malnourished face their own poor physical and
mental health problems which can impose challenges in providing enough psychosocial stimulation for their child with
regard to healthy cognitive, emotional and social development (14).

Mental health due to violence, trauma and displacement

The Constitution of Bangladesh recognizes equal rights for women and men in the public sphere, and there is a
reasonably strong legal and policy framework guaranteeing women's rights. The National Women's Development
Policy 2011 and its National Action Plan provide a base for government action to promote gender equality, and the 7th
Five-year plan integrates gender equality issues across a number of sectors with some new sectoral policies
addressing gender issues effectively. Currently, gender responsive budgeting is institutionalized across 43 ministries.
Bangladesh is internationally recognized for good progress on a number of gender indicators including gender parity
in primary and secondary education, and reduction in maternal mortality by 66% over the past few decades. The
Global Gender Gap Report 2017 published by the World Economic Forum, ranked Bangladesh as the highest in the
Gender Gap Index in south Asia — from 72nd position in 2016 to 47th in 2017 — among 144 countries in the world. This
was partly due to the enactment of a number of stringent laws to protect women from violence, such as Prevention of
Repression on Women and Children Act 2002, Acid Crime Control Act 2002, Dowry Prohibition Act 1980.

Despite this progress, violence against women and children remains a significant problem in Bangladesh. Violence
affects children, adolescents and adults alike with girls and women disproportionately experiencing violence from
persons known to them or strangers or the community (15). Women who have been victims of physical and/or sexual
violence are at a significantly greater risk of disability and suicidal ideation and are likely to have clinical depression.
Childhood experiences of abuse can significantly increase their risk of depression, suicidal thoughts and substance
use problems.

Mental health due to humanitarian crisis and displacement

The sudden influx of approximately 1.1 million of Forcibly Displaced Myanmar Nationals (FDMNs) has triggered an
urgent need for mental health support and services for the FDMNs and host communities. These FDMNs lost their
family members and relatives, lost their homes and belongings, and were exposed to violence, torture, abuse, rape
and injuries. Many show significant signs of developing lifelong mental health conditions. This is compounded by daily
stressors associated with reliance on humanitarian assistance for food, continued instability of their situation, and the
inability to make any concrete plans for their future. There is a need to increase availability and access to specialized
mental health services in certain parts of Bangladesh, as well as capacity of the health care workforce to manage
common mental disorders in primary health care settings across the country.

Mental health and gender

The prevalence of mental, neurological and substance use disorders varies between the two genders with common
mental disorders (such as depression and anxiety) being more often diagnosed among females. Schizophrenia and
substance use disorders, particularly alcohol use problems, are more common among men. Globally, depressive
disorders account for close to 42% of disability from neuropsychiatric disorders among women compared to 29.3%
among men. The first national survey on mental health conducted between 2003 and 2005 documented that 16.1% of
the Bangladeshi adult population had mental disorders with the prevalence being higher among women than men
(19% vs 12.9%). Pressures associated with the multiple roles and responsibilities of women within families and in the



community, and the high prevalence of negative experiences (such as domestic violence and sexual abuse) also
increases risk factors for poor mental health outcomes among women. Furthermore, common perinatal mental
disorders affect 15.6% of women during pregnancy and 19.8% women during the postpartum period in low- and
middle-income countries (16). This results in adverse consequences for the infant's physical health (such as greater risk
for low birth-weight infants, poor early mother—infant relationship and poor psychological development of children)
(17).

Perinatal mental health: Perinatal depression is an episode of depression that occurs during pregnancy and/or within
the first 12 months after delivery. Perinatal depression impacts both the mother and the infant, as it may be
experienced by both of them. Women who are depressed are less likely to care for their own needs (18), more likely to
have poor nutrition due to lack of appetite, and be at increased risk of intrauterine growth retardation, perinatal
pre-eclampsia and premature delivery. Depression also increases the risk for suicide among young women due to
abuse and stress caused likely by events such as unwanted pregnancy (19).

Postpartum mental health: Postpartum depression is a common, heterogeneous and largely undetected public health
problem in Bangladesh (20). Screening for depressive symptoms in the last trimester of pregnancy or 6—8 months
postpartum ought to be integrated into maternal and child health programmes. Interventions to reduce depressive
symptoms during postpartum need to target women who: are poor, have experienced violence during pregnancy,
have anxiety symptoms during pregnancy, and had previous history of depressive symptoms.

Gender differences also exist in patterns of help-seeking for mental health problems. Women are more likely to seek
help from and disclose mental health problems to their primary health care physician. In general, however, most
women and men experiencing emotional distress and/or psychological disorders are neither identified nor treated by
their doctors. A particularly vulnerable and understudied group is the “lesbian, gay, bisexual, transgender and queer”
group. Although Bangladesh recognizes a third gender, little has been done to study their psychological and social
well-being within the larger community.

Mental health in childhood and adolescence

In Bangladesh, children and adolescents (below 19 years of age) and young adults (below the age of 25 years)
constitute 43.6% and ~52.2% of the population, respectively (21). Most of the major mental disorders have their onset
during childhood, adolescence and young adulthood making them essential target groups for the promotion of
psychosocial well-being and mental health prevention programmes (22). Children and adolescents are at risk of
developmental delays as well as neuropsychiatric disorders such as epilepsy, learning difficulties, behavioural
disorders and emotional disorders. Young adults are also vulnerable and have the greatest need for services for
psychosis, eating disorders, disorders of childbirth, drug abuse and personality disorders (23). These disorders are
more likely to be complicated by aggression and violence in late adolescence and among young men.

Of the Bangladeshi children and adolescents (age 7-17 years), 13.6% are mentally ill; which is 5% lower than the
prevalence reported (18.4%) through a community-based study in 2009 (12). The 2019 mental health survey reported
that the occurrence of mental illness is more among boys (13.8%) than girls (12.1%); and slightly higher among urban
children and adolescents (13.2%) compared to their rural counterparts (12.7%).

Globally, mental health problems affect 10-20% of children and adolescents worldwide and account for a significant
portion of the global burden of disease (24). Suicide occurs at any age and was found to be the second leading cause



of death globally among the 15-29 year old age group in 2015 (13). Suicide rates have also increased in this age group
in recent years, particularly among young men (13). In Bangladesh, among students 13-17 years of age, 7% of boys and
6% of girls reported thinking about or attempting suicide (13).

Mental health and disability

The global prevalence of disability is estimated to be 15% of the population (25). However, the Bangladesh Census 2011
data showed a 1.41% (101 585 persons with disability) overall disability prevalence in Bangladesh, which is 7.6% points
lower than the Household Income and Expenditure Survey 2010 estimate of 9.01% overall disability prevalence (26).
Census 2011 reported six types of disabilities: vision disability, hearing difficulty, physical disability, remembering and
concentrating difficulty, self-care difficulty and speech disability.

People with disabilities are more likely to experience barriers to accessing health care, including mental health care,
which can contribute to poorer health outcomes, including mental health for people with disabilities compared to
people without disabilities. In fact, people with disabilities are known to be at greater risk of experiencing
socioeconomic exclusion and poverty, and more likely to experience violence and abuse than people without
disabilities.

In particular, children with a disability are three to four times more likely to experience violence, while children with
psychosocial or intellectual impairments are more likely to experience violence, including sexual violence than children
with other types of impairments or children without disability (27).

Mental health and substance abuse

A 2018 survey in Bangladesh reported the prevalence of substance use to be 3.3%, 1.5% and 0.2% among those 18 years
and above, 12-17 years, and 7-11 years, respectively. Prevalence of substance use was 4.8% among males and 0.6%

among females. Most frequently used substances included cannabis (42.70%), followed by alcohol (27.5%),
amphetamine (yaba) (15.20%), opioid (5.3%) and sleeping pill (3.4%).

Results of a qualitative research showed risk factors for substance use to be curiosity, bad company, easy availability
of substances, lack of supervision of guardians and maladaptive parenting. Prevalence of mental disorders was found
to be 13.7% among the 18 years and above population and 17.3% in populations below 18 years of age.

Substance abuse is a major public health problem in Bangladesh. The Government of Bangladesh (GoB) is firmly
determined to counter all kinds of drug abuse and has implemented a zero-tolerance policy against drug offences.
To fulfill this objective, the GoB has adopted three strategies — supply reduction, demand reduction and harm
reduction — prescribed and guided by the International Narcotics Control Board and United Nations Office on Drug
and Crime.

To modernize the Narcotics Control Act 1990, a new Narcotics Control Act 2018 was formulated and enacted by the
GoB which includes provision for the treatment and rehabilitation of people with drug dependency. The GoB provides
treatment services to substance users through the Central Drug Addiction Treatment Centre (CTC) located in Dhaka,
and three regional treatment centres in Chattogram, Rajshahi and Khulna. The GoB also plans to establish six
treatment and rehabilitation centres with 200 beds in each divisional headquarter to ensure treatment facilities for
men, women and children.



Mental health and suicidality

Suicidality among adolescents is a major public health concern because it is the second highest cause of death
among young people globally (28). Self-harm in adolescents is also a major concern, which often eventually leads to
suicidal attempts. Although worldwide variations exist, 10% of adolescents from community-based studies
(irrespective of their sociodemographic profile) have reported self-harm (29). In Bangladesh, more than 10 000 people
are estimated to be dying by suicide (30). Suicide or self-harm itself, accounts for an estimated 6% of all deaths among
the 15-29-year-old population and is the second leading cause of death in this age group after road-traffic injuries.
Among students aged 13-17 years, 4.4% boys and 5.8% girls consider attempting suicide (31). Although the overall
estimated average rate of suicide in Bangladesh is 6 per 100 000 population per year, like other mental health issues,
suicide is stigmatized; therefore, suicide deaths are often hidden by the family (32,33). Nevertheless, in rural areas,
adolescent females were found to be most vulnerable to commit suicide (33).

Although suicide is criminalized in Bangladesh, there is no systematic suicide surveillonce system and a nationwide
survey on suicidal risk factors is yet to be conducted.

One of the core objectives in the finalized mental health policy of Bangladesh is to reduce the risk and incidence of
suicide and attempted suicide. Suicide is largely preventable through significant evidence-based strategies.
However, more research is required to analyse the magnitude and nature of current suicidal behaviours and at-risk
populations in Bangladesh.

Mental health due to dementia

Dementia affected 47 million people worldwide (or roughly 5% of the world's older population) in 2015, and is projected
to increase to 75 million by 2030 and to 132 million by 2050. Recent reviews estimate that globally nearly 9.9 million
people develop dementia each year, i.e. one new case every three seconds. Nearly 60% of people with dementia
currently live in low- and middle-income countries and most new cases (71%) are expected to occur in those countries
(34). Dementia is one of the major causes of disability and dependency among older people worldwide.
Approximately, 115 million people in 2050 who will suffer from dementia would mostly be from less developed countries
in the WHO South-East Asia, Africa and Western Pacific regions as well as Latin America (35).

There are currently no published reports of dementia prevalence or factors associated with dementia occurrence in
Bangladesh. The prevalence of questionable dementia and definite dementia in Bangladesh was 11.5% and 3.6%,
respectively (36). Dementia prevalence increased with increasing age (adjusted OR d: 1.04; 95% Cl = 1.002-1.1) and
decreased with more years of education (adjusted OR: 0.8; 95% Cl = 0.6-0.99). Being malnourished increased the odds
of dementia by almost six-fold (adjusted OR: 5.9; 95% Cl = 1.3-26.3), while frequent participation in social activities was
associated with decreased risk of dementia (adjusted OR: 0.5; 95% Cl = 0.2-0.9). In Bangladesh, there has been a
betterment of socioeconomic and health indicators that could increase life expectancy over time, likely causing a
greater burden of dementia in Bangladesh in the near future
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SECTION 2

Situation analysis of mental health services in Bangladesh

Bangladesh is a densely populated country in South Asia, bordering Bhutan, India, Myanmar and Nepal. The
estimated population of Bangladesh in 2019 was 163.04 million (37). Impressive economic growth with a gross domestic
product per capita of US$ 1827, led to a steady drop in poverty rate in Bangladesh, from 31.5% living below the poverty
line in 2010 to 24.3% in 2016 (38,39). Amidst commendable progress in heath service delivery, almost 14% people spent
more than 10% of their total household expenditure on health care (30). Nonetheless, over the past few decades, the
country has witnessed major strides in reducing maternal and child mortality, as well as deaths due to other
communicable diseases. Child mortality had reduced to 32.4 per 1000 live births in 2017, and maternal mortality ratio
had significantly reduced to 176 per 100 000 live births in 2015 (40,41). However, the total fertility rate stagnated at 2.3
in 2014 with significant geographical disparity (13). Bangladesh's health system still faces chronic health workforce
crisis with a health workforce density of 8.3 in 2017 (42).

The magnitude of the threat posed by NCDs and mental health conditions is a matter of great concern. Recent
epidemiological transition calls for the need for a policy and legislative shift to meet the challenges of increasing rates
of NCDs. It is for this reason that world leaders, governments and stakeholders across all sectors of society have
viewed the Third United Nations General Assembly High-level Meeting on the prevention and control of NCDs as a
turning point in the global fight against NCDs and promotion of mental health and well-being (43).

WHO defines health as both the physical and mental state of well-being of all people. Untreated mental health
conditions have been identified as one of the major causes for premature death, poor health outcomes, and a
significant loss of economic activity at the global level. According to objectives of the SDGs, every member country of
the United Nations is required to ensure that health, both mental and physical, is a priority area and inclusive of all.
Improving mental health, well-being and mental health services is an integral part of achieving the SDGs, particularly
Target 3.4 of SDG 3, which states: "By 2030, reduce by one third premature mortality from non-communicable
diseases through prevention and treatment and promote mental health and well-being” (44).

Furthermore, improving mental health, ensuring inclusion of persons with mental health conditions in society, and
protecting the human rights of those with mental health conditions will enable social and economic development as
reflected in several other SDGs, including SDGs 8 and 10, and their respective targets. In May 2013, the Sixty sixth
World Health Assembly formally accepted the first ever Mental Health Action Plan of the WHO. The Plan has
recognized the essential role of mental health in achieving health for all. The four major objectives defined in the WHO
Mental Health Action Plan 2013-2020 includes: (i) Strengthening effective leadership and governance for mental
health; (i) Providing comprehensive, integrated and responsive mental health and social care services in
community-based settings; (i) Implementing strategies for promotion and prevention in mental health; and (iv)
Strengthening information systems, evidence and research for mental health.

In line with the above objectives, Target 3.1 of the Mental Health Action Plan 2013-2020 indicates that: “80% of
countries will have at least two functioning national, multisectoral promotion and prevention programmes in mental



health (by the year 2020)" (45).

Mental health disorders, despite causing enormous social burden, continue to be neglected due to stigma, prejudice,
fear of disclosing an affliction because of anxiety of losing a job and/or social standing; or because health and social
support services at the community level are not available or are out of reach for individuals and their families (46).
Countries are not prepared to deal with this ‘invisible’ and often-ignored challenge. Mental disorders are associated
with high levels of mortality, such as through suicide or due to comorbid medical conditions. In 2010 about 13 million
excess deaths occurred in people with mental disorders. Strong associations have been reported between mental
disorders and other global health priorities (such as childhood undernutrition and cognitive development) (3).

The 7th Five-year plan 2016-2020 and Vision 2021 of GoB recognized that health also includes mental health and
social well-being. It also emphasized that proper health is essential not only for physical well-being but also for
economic livelihood. The 7th Five-year plan envisions a country where all citizens enjoy a quality of life assured with
basic health care and adequate nutrition. These goals have been reflected in subsequent policy initiatives, such as
National Health Policy 2011, Population Policy 2012 and Nutrition Policy 2014.

To realize the vision of the 7th Five-year plan, the Ministry of Health and Family Welfare (MoHFW), GoB is implementing
its 4th Health, Population and Nutrition Sector Programme (4th HPNSP) from January 2017 to June 2022. The 4th
HPNSP’s objectives include strengthening governance, institutional efficiency, expanding access and improving
quality within the universal health care system. To achieve the SDG targets, the MoHFW has committed to ensuring
that mental health is a priority in this 4th HPNSP. However, due to unavailability of a national costed mental health
strategic plan, only a few ad hoc activities in mental health have been included in the operation plan for the Non
Communicable Diseases Control (NCDC) Unit of the Directorate General of Health Services (DGHS), which are not
sufficient to meet the increasing demands for mental health services by the huge population in need. This calls for the
development of a comprehensive and costed mental health strategic plan to design mental health programmes and
leverage necessary resources to ensure access to and utilization of quality mental health services.

Evolution of mental health services in Bangladesh

Bangladesh is among the first few countries in WHO SEAR to place mental health as one of its top 10 priority health
conditions. Mental health programming in Bangladesh has undergone several phases of evolution. Diagnosis and
management of priority mental health conditions with inpatient care for acute cases are provided at both district
hospitals and medical college hospitals (National Institute of Mental Health and Hospital (NIMH)/Pabna Mentall
Hospital). At every government medical college and district hospital a child development centre or Shishu Bikash
Kendro (SBK) has been established. These colleges and SBKs also provide training to primary health care providers
(such as community health care providers (CHCPs), health assistants, nurses, subassistant community medical officers
(SACMOs), and medical officers) on screening, identification and counselling for priority mental health conditions
including developmental disabilities, early interventions, parent skills development and Psychological First Aid.

Legal framework and policy for mental health in Bangladesh

National Mental Health Act 2018. The GoB replaced the outdated 105-year-old Lunacy Act, 1912 (see Annex 10) in an
effort to protect the dignity of citizens with mental health conditions, provide them with health care, ensure their right
to property and rehabilitate them. The Act has 31 sections and will oversee the direction, development, expansion,
regulation and coordination of mental health related issues and duties entrusted to the government.



National Health Policy 2011 mentions that policy decisions for mental health uses a life course approach to health and
equity. It addresses the rights of women in health along with mental health. It also calls for rights of marginalized
people and those suffering from mental health conditions. The policy also includes a strategy to arrange special
health services for those with mental and physical disabilities, as well as the elderly and marginalized populations (47).

National Social Protection Strategy of Bangladesh 2014 highlights the interaction between the poverty profile of
specific groups (point 2.3 pages 25) and psychosocial well-being. This strategy addresses disability, socially excluded
persons, support for people with mental health conditions, and its objectives to work towards integration of these

people into mainstream society (48).

Poverty Reduction Strategy considers mental health and indicates that necessary steps will be taken to formulate,

implement, review and periodically update comprehensive mental health services (38).
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National Rural Development Policy 2001 mentions health, physical disability and poverty alleviation. Poverty
alleviation relates to discrimination and social barriers which are linked to mental health. Education for rural areas calls
for social awareness, importance of self-reliance, as well as promotion of self-strength and self-confidence. Rural
health services and nutrition development will ensure access to physical and mental health services (49).

National Mental Health Policy 2019 finalized by the MoHFW provides an overarching direction by establishing a broad
framework for action and coordination, through common vision and values for programming and mental health
service delivery. The Policy document acknowledges the significance and importance of relevant and useful local
knowledge and practices and adheres to global and regional thinking, in Bangladesh’s context. The Policy positions
mental health as an integral part of the social and economic development of Bangladesh, and social determinants of
mental health, such as poverty, environmental issues and education, have been given due diligence. Notably, the
United Nations Convention on the Rights of Persons with Disabilities has been at the core of the policy. In addition, the
mental health condition of caregivers of children and adults having neurodevelopmental disorders (NDDs) and other
complicated syndromes are also acknowledged as a critical issue in the Policy.

The Policy was formulated based on the mental health needs of the population, available services, pilot projects, as
well as experiences of other countries and rigorous consultations with representatives from the government,
international organizations, professionals’ associations, universities, nongovernmental organizations (NGOs) and
persons with mental health conditions and their families. The Policy document is a part of the GoB's assurance and
reflects its political commitment to mental health issues and recommends the development of a national mental
health strategic plan to implement various policy actions.

National Strategy for Adolescent Health 2017-2030. Bangladesh has an adolescent population of approximately 36
million with more than one-fifth of its total population between the ages of 10 and 19 years. There is evidence that
investments in adolescent health can triple immediate dividends, and reap benefits for future adult life as well as for
the next generation of children. The Strategy was developed to address the overall health needs of adolescents and
has identified four priority thematic areas for intervention: adolescent sexual and reproductive health, violence
against adolescents, adolescent nutrition and mental health of adolescents. The Strategy envisions that by 2030, all
adolescents in Bangladesh attain a healthy and productive life in a socially secure and supportive environment. This
Strategy is guided by human rights principles and clearly states that all adolescents, irrespective of their gender, age,
class, caste, ethnicity, religion, disability, civil status, sexual orientation, geographic divide or human
immunodeficiency virus status, have the right to attain the highest standard of health (50).

Multisectoral Action Plan for Control of Noncommunicable Diseases 2018-2025. GoB's priority is to take all necessary
steps to ensure and maintain good health of the population; one of the fundamental rights of the people. To
implement this goal, the initiative to formulate the multisectoral action plan for prevention and control of NCDs is a
timely step (51).

This action plan is a priority blueprint for key stakeholders and includes an operational plan from 2018 to 2021 in
alignment with the 7th Five-year plan and the 4th Health, Nutrition and Population Strategic Investment Plan (HNPSIP)
of the GoB. The aim is to advocate "health in all” policies and a “whole-of-government, whole-of-society” approach.
There are four broad components of the multisectoral action plan:



i. Advocacy, leadership and partnership
ii. Health promotion and risk reduction
iii. Health system strengthening

iv. Surveillance research and monitoring

National- and subnational-level steering committees have already been formed and announced in the official 2019
gazette, along with the establishment of a National Multisectoral Noncommunicable Disease (control) Coordination
Committee (NMNCC) secretariat. In addition, biennial national-level meetings were conducted involving 42
stakeholders from various ministries, divisions, academia, religious organizations, journalists, international NGOs,
research organizations, civil society among others.

Bangladesh is progressing gradually in championing mental health in comparison with neighlbouring countries, with
the exception of Sri Lanka. The country has included mental health as one of the top 10 health priorities and has shown
a strong political commitment for issues related to autism and NDDs. Bangladesh enacted the Bangladesh Mental
Health Act 2018 by replacing the over 100-year-old Indian Lunacy Act. Furthermore, Bangladesh enacted the
Rehabilitation Council and Disability Act 2018, developed the National Strategic Plan for Neurodevelopmental
Disorders 2016-2021 and finalized the National Mental Health Policy 2019 which is under approval process.

Epidemiological and health system data related to mental disorders are scarce and not readily available in
Bangladesh although a few published articles provide some estimates of the various mental disorders. Mental
disorders are generally not perceived as a health problem and are not a priority in the Bangladesh's health care
delivery system. This means that the extent of the problem remains poorly defined and thereby it becomes difficult to
identify specific areas for prioritization (52). The results from the literature review as well as meeting with experts
identified the following predominantly researched areas.

Overall prevalence of mental health disorders: According to the recent National Mental Health Survey 2019, about
17% of the adult population suffers from mental illness. This reflects a marginal increase compared to 16% prevalence
of mental illness reported in the first National Mental Health Survey 2003-2005. The 2019 survey also reported that
mental disorders among the adult population are higher among women (18.9%) than men (15%). The rural population
(17.4%) suffers more from mental ilinesses compared to their urban counterparts (16.7%). Among the confirmed cases,
3.2% had general anxiety disorder, followed by 2.1% with unspecific somatic symptoms and related disorders; 1.9% had
major depressive disorder and 0.9% had insomnia. Apart from insomnia, data also indicated that women suffer more
from different types of mental health disorders.

The first national survey on mental health conducted between 2003 and 2005 reported that 16.1% of the adult
population had mental disorders with prevalence being higher among women than men (19% vs 12.9%) (52). A
systematic review in 2014 revealed that the prevalence of mental health conditions in Bangladesh varied from 6.5% to
31.0% among adults and from 13.4% to 22.9% among children (38). There is an alarmingly high treatment gap of 91.9% in
accessing treatment for mental illness across the country and among both males and females. However, among the
confirmed cases of mental iliness, over 4% had previous history of mental illness.



Another study reported an overall prevalence of mental disorders among 12.2% respondents; with more females than
males being affected (13.9% vs 10.2%) (53). A rural community-based study showed the overall prevalence of
psychiatric disorders as 16.5%; notably, half of the sufferers had depressive disorders (8%) and a third had anxiety
disorders (5%) (54). On the other hand, another study on females in a rural setting reported that 16.4% had mental
disorders, with depression (8.9%) being the single-most common disorder (55).

Physical comorbidities with mental iliness: In Bangladesh, there are limited large scale studies on comorbidities. An
unpublished survey conducted in 2018 by the NCDC Unit, revealed 30% prevalence of at least one chronic physical
comorbidity among mentally ill patients (95% Cl = 28%-32%); men 28% (95% Cl= 26%—-31%) and women 33% (95% Cl=
30%-36%). Overall, the most prevalent age group with at least one chronic physical comorbidity among the
respondents was the 18-29 years age group (22%; Cl: 19%—26%) followed by the 40-49 years age group (21%; CI:
18%—-25%). The most prevalent comorbidity among men was reported in the 18-29 years age group (24%; Cl: 20%-29%),
and the second most was among the 40-49 years age group (21%; Cl: 177%-26%). For women, the most prevalent
comorbidity was reported among the 30-39 years age group (23%; Cl: 18%-28%) followed by the 40-49 years age
group (21%; Cl: 17%-26%). Studies revealed that overall, patients with schizophrenia spectrum disorder had the highest
prevalence of at least one chronic physical comorbidity (28%; Cl: 24%-31%), while those with bipolar disorder reported
second highest prevalence of comorbidity (23%; Cl: 20%-27%). In terms of number of comorbidities overall, 17% had a
single chronic physical comorbidity, 5% had two and 2% had three or more chronic physical comorbidities. Among all
age groups, occurrence of a single comorbidity was higher than two, three or more comorbidities together. In almost
all mental disorders, the highest prevalence was a single comorbidity except for alcohol related disorders, where at
least two or more comorbidities were present.

Another study which was a part of a larger longitudinal epidemiological study on diabetes in rural Bangladesh, found
that 15.3% of the participants were living with depression (56). An urban facility-based study reported the presence of
depression in one out of three patients with diabetes (57). Therefore, it is important to understand and
comprehensively address the various mental health problems and its social determinants which burden Bangladeshi
society.

Epilepsy and treatment gap: Given the lack of nationally representative survey data on epilepsy, a national-level
household survey was conducted in 2017 to estimate the prevalence and type of epilepsy, proportion of active
epilepsy, treatment gap and treatment pattern, commonly used antiepileptic drugs, and perceptions of epilepsy. The
overall country prevalence of epilepsy per 1000 was 8.6 (95% Cl 6.8-10.5). In urban areas, the prevalence was 7.9 per
1000 (95% CI 5.4-10.4) and in rural areas, 9.3 per 1000 (95% Cl 6.6-12.0). The prevalence among males was 9.7 per 1000
(95% Cl 6.9-12.5) compared to 7.6 per 1000 among females (95% CI 5.2-10.0). The survey revealed a very high treatment
gap among those with active epilepsy with 94.6% not receiving appropriate anti-epileptic treatment.

Service availability and stigma around mental illness: A Service Availability and Readiness Assessment (SARA) of
Health Facilities in Providing Mental Health Related Services survey (unpublished) was conducted by the Centre for
Injury Prevention, Health Development and Research, Bangladesh and DGHS in 2018 to acquire more insight on mentall
health service availability. Data were collected from all tiers of health systems, including tertiary hospitals (79 medical
college hospitals and two specialized hospitals), 54 district hospitals, 129 Upazila heath complexes (UHCs) and 76
private hospitals or clinics. This national survey also captured valuable information regarding stigma and
care-seeking behaviours on mental iliness from caregivers or patient attendants from eight medical college hospitals
and two specialized hospitals.



This unpublished 2018 SARA survey reported the availability of mental health services in 89% of tertiary hospitals, 50%
of the sampled district hospitals, 43.4% of UHCs and 42% of private health facilities. This survey confirmed the chronic
shortage of mental health workforce at all levels. There is a severe lack of mental health professionals in both district
hospitals and UHCs — only about 15% district hospitals and 2% UHCs had a psychiatrist, and none of these facilities had
a clinical psychologist. Almost 69% of the tertiary hospitals had psychiatrists, but only 15% of them had clinical
psychologists, followed by 8% psychiatric and mental health nurses, 10% psychotherapists and 5.6% certified mental
health professionals. 62.5% of private hospitals had psychiatrists, while 6.3% had clinical psychologists. Although 11% of
district hospitals and 12.5% UHCs had mental health nurses, only 3.1% of private facilities had deployed such cadre.
Although a modest 18.2% of district hospitals and 9.4% of private hospitals had psychotherapists, none of the UHCs
had these types of service providers. Availability of mental health workforce was very negligible in district hospitals,
UHCs and private hospitals.

Research indicates that tertiary hospitals had the highest inpatient bed allocation (40.3%) followed by 15.6% in private
facilities. However, there was no bed allocation either in the district hospitals or UHCs (58). Scarcity of psychotic drugs
in district hospitals and UHCs pose great challenges in offering quality mental health services. In the UHCs, there is no
supply of the two most commonly used drugs to treat clinical depression — amitriptyline and fluoxetine. Similarly, in
district hospitals, only 2% and 1% had supply of amitriptyline and fluoxetine, respectively. However, the availability of
psychotic drugs was modest in tertiary hospitals — ranging from 21% to 56%. Private facilities had the least amount of
supplies, varying from as low as 5% to as high as 15%.

It is important to note that very few facilities providing mental health services followed national guidelines, reflecting
varying quality and standards of service delivery. Only 36% of tertiary level facilities followed national guidelines on
mental health, which was just over 14% for both district hospitals and UHCs. Impressively, 34% of sampled private
facilities followed national guidelines on mental health. In terms of availability of service providers trained in mental
health, UHCs were leading with about 43% trained staff, followed by tertiary hospitals with 39%, private facilities with
34% and district hospitals with 26%.

However, as per the provisional fact sheet of the National Mental Health Survey 2019, overall stigma towards mentall
illness was 4.5 (SD -0.7). There was no significant difference between males (4.6) and females (4.4), and stigma
towards mental illness was the same among urban and rural communities (4.5).

Prioritizing mental health disorders: Due to the limited number of studies, it is difficult to categorize priority mental
health disorders and conditions in Bangladesh. In 2017-2018, a national survey conducted in Bangladesh by the NIMH
under its NCD control programme, found 3.3% prevalence of substance use among persons aged 18 years and above.
A community-based rural study reported 3.6% psychiatric disorders, and 2.9% both psychiatric and physical disorders,
with depression and anxiety being the most common condition (59) in the participants. A later urban
community-based study reported psychiatric disorders among 28% of the participants as diagnosed by a psychiatrist
(60).

Most of these aforementioned studies identified depression as a priority mental health disorder followed by anxiety.
Several focus group discussions (FGDs) were conducted with various mental health professional groups including but
not limited to the Bangladesh Association of Psychiatrists (BAP), Bangladesh Clinical Psychology Society (BCPS) and
Bangladesh Education and Counselling Psychology Society (BECPS) to learn their experiences on the most prevalent
mental health disorders and conditions (see Annex 7 for a summary of focus group discussions and workshops with



mental health stakeholders). A generic tool for FGDs was developed following WHO guidelines in consultation with the
DGHS and mental health experts. The FGD tool covered concepts of mental health and psychosocial well-being,
perception, stigma around mental health, current services and academic programmes by these professional
societies, as well as challenges and recommendations to upscale mental health interventions. This generic tool was
customized while conducting an actual FGD with these professional societies and other ministries and attached
departments such as the Department of Narcotics Control (DNC) under the Ministry of Home Affairs (MoHA), Ministry of
Education (MoE), Ministry of Primary and Mass Education (MoPME), Ministry of Social Welfare (MoSW) and Ministry of
Women and Child Affairs (MoWCA). Members of these professional societies, officials from different ministries and
departments as well as relevant NGO partners, attended these FGDs and provided their valuable inputs. Findings
from these FGDs were used in different sections of this strategic plan, especially to identify priority mental health
conditions which are appended in the following paragraphs. In addition, these recommendations also informed the
identification of strategic priorities and actions which are included in Section 3 of this document.

It is noteworthy to mention that findings from these qualitative studies are commensurate with various study findings
narrated in the aforementioned paragraphs. FGDs with BAP members identified depression, substance abuse,
obsessive compulsive disorder and other anxiety disorders, schizophrenia and other psychotic disorders, convulsion
disorder/hysteria, somatic syndrome disorder (noncardiac chest pain, headache, unexplained physical symptoms)
and dementia among older people as major mental health disorders. BAP members also identified NDDs such as
intellectual disability, autism spectrum disorder, attention deficit hyperactivity disorder, and conduct disorders as
major disorders among children and adolescents, and conversion disorder or hysteria as a major mental health
disorder among adolescents. BAP has categorized the conditions as anxiety disorders, mood disorders (including both
bipolar and depression), schizophrenia and other psychotic disorders, substance abuse and NDDs.

However, FGDs with BCPS members identified the top mental health disorders and conditions among adults to be:
anxiety, depression, panic disorder, conversion (prevalent mainly among females), relationship problems, personality
disorders and substance abuse. BCPS also identified conduct disorders, attention deficit hyperactivity disorder and
intellectual disorders as main conditions among children. They also mentioned device dependency or process
addiction (Internet addiction) as an emerging mental health issue.

Additionally, FGDs with BECPS members identified depression as the most common disorder including
postmenopausal depression, which was followed by relationship problems (married and unmarried) among men and
women. They also stated relationship problems, particularly extramarital relations as a leading cause of depression.
Members identified higher rates of obsessive convulsive disorders and cases of conversiondisorder that ensued due
to family conflicts. Members also stated school and examination phobia, relationship problems, attention seeking
behaviour, concentration problems in school, drug addiction, suicide and Internet addiction, as other mental health
problems among adolescents. Depression and weak performance among academics were also reported to lead to
suicidal attempts and suicide. Members also mentioned that anxiety and anger issues were prevalent among
adolescents who had family disharmony.

Mental health ilinesses are underpinned by several interdependent factors and conditions including but not limited to
physical health conditions, poverty, malnutrition, gender and postpartum mental health, violence and trauma during
childhood and adolescence, and disability.

Mental health programming in Bangladesh has evolved in several phases. Mental health programming in Bangladesh
has evolved in several phases. It is imperative to mention that in 1972, Bangabandhu Sheikh Mujibur Rahman had



inaugurated the first ever mental health programme titled ‘Organizational training on mental health'.
Up wuntil 1984, mental health was not appropriately prioritized, which led to the development

of the 1984 Mental Health Action Plan, which was followed by the development of the 2006-2015 strategy and work
plan for community mental health services. In 2011, mental health was integrated into primary health care efforts. Some
mental health activities — WHO Mental Health Gap Action Programme (mhGAP) training, development and
dissemination of mental health social and behaviour change communication (SBCC) material and television
advertisement spots, awareness activities on substance use and harmful use of alcohol — were included in the 3rd
HPNSP 2011-2016 and in the ongoing 4th HPNSP 2017-2022. While finalizing the mental health policy during 2016-2018,
the MoHFW developed and initiated the implementation of a National Strategic Plan for Neurodevelopmental
Disorders 2016-2021.

Mental health is a vital part for the socioeconomic development of Bangladesh and has been integrated in the
following key policy documents: the Bangladesh Health Policy 2011, National Rural Development Policy 2001, National
Social Protection Strategy of Bangladesh 2014, Poverty Reduction Strategy Papers 2011 and Millennium Development
Goals, Persons with Disabilities Rights and Protection Act 2013, Neuro-Developmental Disability Protection Trust Act
2013, and the 2017-2030 Action for Adolescent Health Strategy. Mental health is also part of the SDGs adopted by
member countries of the United Nations in 2015. Therefore, to achieve its SDGs, the MoHFW, in its 4th five-year HPNSP,
committed to ensuring that "mental health and psychosocial well-being” is a priority area within the existing health
care system.

In October 2018, the National Parliament enacted the Mental Health Act 2018 which replaced the over 100-year-old Indian
Lunacy Act. This was a huge milestone for mental health services in Bangladesh as the new Act would ensure the
protection of the rights of persons with mental health conditions and enable their access to quality mental services
and information. The GoB also finalized the National Mental Health Policy 2019, which has been submitted to MoHFW
for attaining final approval from the cabinet division. This Policy marks an important milestone in establishing the
foundation for addressing mental health in Bangladesh. The Policy provides the overall direction for mental health by
instituting a common vision, values, objectives and a broad framework for action, which in turn helps to establish
benchmarks for the prevention, treatment and rehabilitation of persons with mental health conditions, as well as the
promotion of mental health. The principal guideline of the national mental health action plan, programmes and
service-related activities would be based on the policy document. Bangladesh is also a signatory to various human
rights conventions and treaties, which could potentially be mobilized to ensure the protection of the rights of the
people with mental disorders and psychosocial disabilities.

Mental health is managed by the NCDC Unit under the DGHS. The Line Director (NCDC) oversees all NCDC
programmes, including mental health; while a programme manager and two deputy programme managers, are
responsible for the national mental health programme in addition to other NCD activities. Also, an Autism & NDD Cell
has been established in the Health Service Division under the MoHFW, led by a Director General who is an Additional
Secretary. This Cell has been assigned to coordinate autism and NDD activities as well as disability and mental health,



as these areas require the cooperation and collaboration of multiple ministries. In 2016, the Cell commissioned
international and national expert bodies to develop a national strategic plan on autism and NDD. This life-course
based intersectoral strategic plan is to be the guideline for issues on disability and mental health (which have
traditionally not been a part of health sector operations) and will act as the framework for all programmes to be
formulated.

There is an urgent need to deploy a dedicated leadership and programme management structure for mental health
programmes. The National Mental Health Policy 2019 recommends a formal organogram and a dedicated mental
health position (equivalent to Director) within the DGHS to coordinate and monitor services and programmes for
mental health conditions/services, based on well-planned guidelines and terms of references (ToRs). Such an
individual should have demonstrable academic and practical knowledge on mental health.

The health care network in Bangladesh is under the leadership of the MoHFW and comprises implementing
authorities, regulatory bodies and health care facilities from the national to the community level. In addition, many
services are also provided through NGOs and private institutions either working alone or in partnership with public
health departments of the GoB. Given the dearth of services and the huge population size, Bangladesh has many
specialized and community-based service centres designated (and even funded) as service providers in lieu of
establishing a government service centre.

The MoHFW handles national-level policy, planning and decision-making, while the various implementing authorities
and health care delivery systems are responsible for implementing national-level policies, plans and decisions in the
provision of health care and education. The health care services provided by NGOs and the private sector are also
controlled indirectly by the MoHFW and its relevant regulatory bodies.

In March 2017, a new administrative structure of the MoHFW was created. The GoB has divided MoHFW into two
divisions: (i) Health Services Division, and (i) Medical Education and Family Welfare Division. The Health Services
Division has many roles, such as making policy regarding health-related matters, management and maintenance of
nursing care, and health financing. On the other hand, the Medical Education and Family Welfare Division makes
policy regarding family planning matters, medical education, matters relating to medical colleges and medical
universities, registration of birth and death, among others.

The DGHS is the largest implementing authority under the MoHFW with more than 100000 personnel. The DGHS
provides technical assistance to the MoHFW when new programmes and interventions are needed to improve
existing ones. Under the DGHS, the management structure and health facilities are very sound. There are six tiers of
health care infrastructure under the DGHS: national, divisional, district, Upazila (subdistrict), union and ward. At the
national level, there are institutions both for public health services as well as for postgraduate medical
education/training and specialized treatment to patients. A divisional director monitors the activity of each division,
assisted by deputy directors and assistant directors. There is one infectious diseases hospital and one or more
medical college(s) with its own hospital at each divisional headquarter. As the district health manager, the civil
surgeon is responsible for delivering secondary and primary care services. Each district has a district hospital and most
of these hospitals have superintendents for hospital management. In other districts, civil surgeons take on the
additional role of a superintendent and oversee the district hospitals. Some of the district headquarters have medical
colleges with attached hospitals, medical assistants’ training schools, and nursing training institutes (61).



Domiciliary health services in rural Bangladesh: There are domiciliary workers — one for every 5000/6000 people at the
ward or village level. Under the DGHS, there are 26538 sanctioned posts for domiciliary workers, of which 20908 are
for health assistants, 4220 for assistant health inspectors, and 1410 for health inspectors; 78.54% of these posts are
occupied. The Directorate General of Family Planning (DGFP) also has domiciliary workers at the ward or village level.
These staff members are called family planning inspectors and family welfare assistants. Recently the DGHS, MoHFW
took the initiative to recruit multipurpose health volunteers (MHVs) with support from donors and NGOs. MHVs, who
receive an honorarium and incentives, will support community engagement and work towards strengthening the
community health system which would expedite the achievement of SDG targets. MHVs should have passed the Staoff
Selection Commission examination and females are given preference while selecting MHVs (the female to male ratio
will be 2:1). Each MHV will cover 200-250 households under a community clinic. MHVs will be appointed for one year.

Community clinics: About 14000 community clinics for every 6000 population in Bangladesh are bringing health care
to the doorstep. CHCPs serve six days a week in the community clinics while health assistants and family welfare
assistants serve every three alternate days. People can avail primary health care including family planning and
nutrition services under one roof and within half-an-hour walking distance from their homes, even in remote areas
(62,63). Community clinics have contributed significantly to the overall improvement of antenatal and postnatal care
in Bangladesh. The clinics provide counselling on reproductive health and consequences of early marriage, and also
supply contraceptives and provide care for pregnant women. Treatment is also provided for diarrhoea, pneumonia
and other childhood infections. Local community members actively participate in the management and are an
important element of community clinics. Currently each community clinic has one community group and three
community support groups.

Union Health and Family Welfare Centre: The DGFP of the MoHFW has established approximately 3900 Union Health
and Family Welfare Centres (UHFWCs) in rural areas providing: family planning; menstrual regulation; vaccinations;
and general, reproductive, and maternal health services six days a week (64). The SACMO provides services to children
and for general health check-ups. About 1500 UHFWCs have been upgraded with the necessary staff and equipment
to provide normal delivery services round-the-clock in rural areas. There are 1399 union subcentres and UHFWCs
established by the DGHS. One SACMO and one pharmacist in those facilities provide primary health care to the rural
community.

Upazila Health Complexes: The 421 UHCs in Bangladesh (297 have 50 beds; 112 have 31 beds; 11 have 10 beds) play an
important role in providing primary health care as well as secondary health care as they have a specialist doctor. The
UHCs have a considerable number of sanctioned posts for professional doctors and nurses, house 31 to 50 beds
(depending on the size of the Upazila), and are also equipped with sufficient medical equipment. Patients visiting the
UHFWCs are also referred to the UHCs for primary and secondary health care services. These factors make UHCs the
health care hub at the Upazila level. According to the Health Bulletin of DGHS 2015, the largest share (38% of totall
admissions in all three types of hospitals) of patients seeking primary care services at public health facilities in
Bangladesh visit the UHCs. UHC also provides outpatient care, primary health care, family planning services and other
preventive health care services. However, the UHC does not have assigned human resources to provide mental health
services. The DGHS in partnership with WHO SEARO, has launched a programme to train selected doctors and nurses
from the UHCs to provide basic mental health care services.

Health care at the secondary- and tertiary-level facilities: Secondary- and tertiary-level health care facilities provide
more advanced or specialty care than the primary health care facilities at the ward, union and Upazila levels. District
hospitals are usually termed secondary hospitals as these have fewer facilities for specialty care compared to many



in the medical college hospitals. Although medical colleges have psychiatry units, most of the posts are not filled up.
District hospitals do not have assigned human resources to provide mental health services. The DGHS in partnership
with WHO SEARO, has launched a programme to train selected doctors and nurses from district hospitals to provide
basic mental health care services.

There are also various types of specialty-care centres, such as infectious diseases hospitals, tuberculosis hospitals,
leprosy hospitals, which fall under the health facilities of secondary care. Medical college hospitals are located at the
regional level, one for a few districts and provide specialty care in many disciplines. These hospitals are called
tertiary-level hospitals. Also, specialty hospitals like NIMH, Bangabandhu Sheikh Mujib Medical University (BSMMU),
Bangladesh Institute of Research and Rehabilitation for Diabetes, Endocrine and Metabolic Disorders (BIRDEM) and
others at the national level provide high-end medical services in a specific field and thus are considered tertiary care
hospitals.

Mental health services through the health system

WHO estimates that neuropsychiatric disorders in Bangladesh contribute to 11.2% of the total disease burden (65).
Bangladesh's national health budget was US$ 2.3 billion, of which only 0.44% was allocated for mental health (66).
According to the latest Bangladesh National Health Accounts, Bangladesh spends US$ 2.3 billion on health or US$
16.20 per person per year, of which 64% is from out-of-pocket payments. In Bangladesh, mental health conditions are
not covered by social insurance (65).

Institutional care: Bangladesh has one mental health institute — the NIMH — with a 200-bed specialized hospital
attached to it. In addition, there is a 500-bed mental hospital (Pabna Mental Hospital, located 162 km west of Dhaka),
31 community-based psychiatric inpatient units (0.58 beds per 100000 population; on average patients spend 29
days in the facility), 15 beds in forensic inpatients units, 3900 beds in residential facilities (such as homes for the
destitute, inpatient detoxification centres and homes for people with mental disability), and 50 outpatient mental
health facilities (67). The Combined Military Hospitals and Armed Forces Medical Colleges of Bangladesh also have
well organized mental health services with 0.43 mental health inpatient beds per 100000 population (52).

Of the 69 outpatient mental health facilities and 72 residential care facilities in Bangladesh, there is no follow-up care
in the community and day-treatment mental health facilities. There are 20 outpatient facilities (including services for
NDDs), and only two inpatient facilities specifically for children and adolescents (68). Most of these mental health
facilities are clustered in urban areas, particularly in metropolitan cities. The density of psychiatric beds in or around
the capital Dhaka is five times higher than that in the entire country, even though 70% of the Bangladeshi population
lives in rural areas (52).

Unlike the European Union (EU) countries, there appears to be hardly any substantial mental health care available at
primary or secondary health facilities in Bangladesh (52). Of all psychiatric beds available in community psychiatric
units and mental hospitals, Bangladesh had only one psychiatric bed for every 100000 persons which is significantly
lower than 52/100000 in EU countries (69). There were 0.13 psychiatrists per 100000 population in Bangladesh
compared to 12.9/100000 in EU countries (52). The number of government employed psychiatrists were only 250, the
total number of beds for psychiatric patients were only 840 (53). This critical shortage of trained health care providers
in Bangladesh has resulted in a widespread increase in informal unregulated providers (largely untrained providers of
western, homeopathic and traditional medicines) as alternative sources of care. Although not regulated by



government authorities, they are the principal health care providers for poor Bangladeshi populations, especially in
remote rural and hard-to-reach areas (70). Not only is access to mental health care inequitable and insufficient, but
pervasive stigma and misconceptions pose a significant barrier to adequate care for those in need of mental health
services (68). Primary health care personnel lack the skills to detect and treat mental health patients, and referrals of
patients with mental health problems to psychiatric providers by general practitioners or other health care providers
is almost nonexistent. Hence, the choice of the provider depends on various factors including the knowledge and
belief system of patients and their families, as well as the availability of care providers (52).

Mental health piloting through primary health care: Sonargaon Upazila (subdistrict), where mental health activities
were implemented for one year in 2008, demonstrated a feasible mechanism for service delivery at the primary health
care level, through strengthening of the existing system. Recommendations were made for future activities to achieve
the goals of the programme, including training, supervision, support and availability of psychotropic drugs. From 2007,
with the technical support of WHO and DGHS, about 10 030 general physicians, 4500 nurses and subassistant
community medical officers were trained in mental health by the NIMH. The three to seven days of training included
screening, diagnosis and management of common mental health conditions.”

Shishu Bikash Kendro or child development centre: SBK (established in 1992) — a first of its kind centre - is situated
within the acute care Dhaka Shishu Hospital. It provides services for developmental disabilities and neurological
impairments both in the oupatient department and for children being discharged from neonatal and inpatient units.
The SBK, run by the Neurology, Child Development & Child Psychology Unit, provides services including outpatient
neurodevelopmental screening and care of acute neurological cases and follow-up. A multidisciplinary team of
professionals comprising physicians, psychologists, developmental therapists, neurophysiologists provide key services
to the children and their families.

The MoHFW is scaling up the SBK by focusing on comprehensive care for autism and NDDs including a facility for
diagnosis and management of epilepsy as envisaged in the National Strategic Plan for NDDs (NSPNDD) 2016-2021(71).
Currently, SBKs have been established in 14 medical college hospitals and in one district hospital. The Hospital
Services Management (HSM) department under the DGHS provides overall financial and monitoring support to these
SBKs under the ongoing 4th HPNSP. There is a plan to upscale SBKs in all district hospitals and 28 government medical
college hospitals by 2022. Staff who work in SBKs are under temporary contract as project staff.

National Multisectoral Action Plan for Prevention and Control of Noncommunicable Diseases, MoHFW

The priority of the GoB is to take all necessary steps to maintain good health in a timely manner, as a fundamental
right of the people. To implement this goal, the “National Multisectoral Action Plan for Prevention and Control of
Noncommunicable Diseases, 2018-2025" has been formulated to address the rising epidemic of NCDs. This national
action plan is a priority blueprint for key stakeholders, and includes an operational plan for 2018-2021, which is aligned
with the 7th Five-year plan and the 4th HNPSIP of the GoB. The aim is to advocate “health-in-all policies” and a
"whole-of-government, whole-of-society approach” through four broad components: (i) advocacy, leadership and partnership
health promotion and risk reduction, (iii) health system strengthening, and (iv) surveillance research and monitoring.

In 2019, national- and subnational-level steering committees were formed and a NMNCC secretariat established to
ensure oversight. Biennial national level meetings are held involving 42 stakeholders from various ministries, divisions,
academic institutions, religious organizations, media organizations, international NGOs, research organizations, civil
society and others. The National Mental Health Strategic Plan (NMHSP) will be annexed as part of the multisectoral
plan and will be implemented by the NMNCC in an integrated way.



Mental health services through the Ministry of Women and Child Affairs: A multisectoral programme called Violence
Against Women (a joint initiative of the Bangladesh and Denmark governments under the MoWCA) has encompassed
important initiatives to provide psychosocial support to women survivors of violence such as the One Stop Crisis
Centre/Cell (OCC) and National Trauma Counselling Centre (NTCC).

The objective of setting up OCC's in medical college hospitals was to provide all required services for female survivors
of violence and trauma in one location. The OCC provides health care, police assistance, DNA test, social services,
legal assistance, psychological counselling and shelter. To extend support for survivors of violence (women and
children) around the country, 67 OCCs were established, including 47 in District Sadar Hospitals and 20 in UHCs.
Substantial training of staff and professionals working in these centres include orientation on OCC, DNA laboratory
activities, and psychological counselling on an ongoing basis to existing staff and others to be employed at these new
centres. Training modules for combating violence against women will be developed for OCC staff, teachers, students,
health assistants, family planning officers and other professions.

The NTCC at the Department of Women Affairs Building, provides mental health support to women and children who
have survived violence. It also offers both individual and family counselling along with other services, such as skills
training to develop a pool of skilled counsellors. The MoWCA has recently established Regional Trauma Counselling
Centres (RTCCs) in the eight divisional medical college hospitals.

Mental health services through the Ministry of Social Welfare: The MoSW has established child development centres
(formerly known as juvenile jails) to provide training and social inclusion of adolescents who come into contact with the
legal system by committing minor offences. These centres also provide rehabilitation and training specifically to girls
with disabilities and those who are socially marginalized; they also serve as a safe home for children, adolescents and
women. Although psychosocial service provision has been included in their plan of activities, the 95 MoSW-supported
institutions are unable to provide it due to lack of trained professionals.

Rehabilitation services for those recovering from chronic mental health conditions are severely lacking, although a few
NGOs have attempted to provide it. Through the Neuro-Developmental Disability Protection Trust at the MoSW,
Social Safety Net programmes are being developed through connected networks such as the Bangladesh Business
Development Network with support from the International Labour Organization. The Trust is also trying to develop
shelters for destitute persons with NDD and has prepared a development project proposal. The chairperson of the
Trust also serves as the secretary for the national steering and advisory committees for autism and NDDs, which
ensures collaboration with 16 relevant ministries such as MoHFW, MoE (primary, secondary and higher, madrasa
board), MoWCA, Ministry of Youth and Sports (MoYS), Ministry of Local Government, Rural Development and
Co-operatives (MoLGRDC) and others.

Mental health services through the Ministry of Disaster Management and Relief (MoDMR). Bangladesh has a
well-organized crisis preparedness, management and rehabilitation system in place to address its frequent natural
and manmade disasters. In 2017, the Crisis Preparedness and Management for Mental Health (CPMMH) training
manual was developed to reduce mitigating future trauma and post-traumatic stress disorder symptoms, and enable
laypersons in the community to become proficient in psychological well-being. The training manual on CPM s
designed to equip the participant with information and skills necessary to assist survivors of critical incidents in
coordination with other health and relief services. Currently, seven master trainers have graduated and the
programme is ongoing with support from local and international partners.



Mental health services through the Ministry of Education: Education has the potential to influence other SDGs that
have a bearing on mental health, such as through improved employment and reductions in income and gender
inequality. Individual cognitive and ecological social capital have also been associated with reduced prevalence of
common mental disorders (72). Ensuring mental health support through the education system has been a
long-standing service in many countries. Unfortunately, for most low- and middle-income countries, the focus until
very recently was on enrollment, passing standardized tests and graduation rates. Often, teachers are mentors and
positive role models but at times, they can also be the source of trauma. Bullying by peers and teachers is not a new
concept and has been experienced by many. Ensuring that students develop strong resiliency and the capacity to
address such experiences in a manner that does not leave them permanently emotionally scarred is an extremely
urgent and important issue that needs to be addressed without delay. Many countries have bullying prevention
programmes implemented nationally, but Bangladesh is not one of them. In fact, in secondary schools and colleges,
bullying is actually part of the culture and a part of the initiation process which predicates a 'big brother’, that is part
and parcel of daily life and follows into adulthood. This challenge, which has strong life-long debilitating effects on
psychological and social well-being and the potential to particularly impact those with underlying mental health
issues or those that have experienced trauma, needs to be addressed without delay.

Although recognized as an area of urgent need, due to the rise in suicide rates among children below 16 years of age,
mental health support programmes do not exist within the education system. Compounded with that fact is the need
for high achievement from students and high expectations from parents and teachers, and the frequent use of
physical punishment and the practice of public reprimand as a behaviour management technique. Until recently,
Bangladesh was focused on ensuring the enroliment of all students within the standardized education system and a
lot of resources (providing free books, stipends to mothers, school meals and adequate toilets) were mobilized to
achieve it. But with the advent of the SDGs and the creation of the education policy of the GoB, more focus is now
being placed on ensuring that children learn and thrive. To ensure that teachers are adequately prepared, the MoE is
reviewing various mechanisms that will enable teachers to receive training on learning and behaviour strategies,
which will help to create an inclusive learning environment for all students including those with disabilities. The Policy
also states that school psychologists are available at every school, but a severe shortage of such professionals has
been a significant hindrance to achieving that goal. Currently, Bangladesh has only one academic programme to
train educational/counselling psychologists. Psychosocial support programmes will be implemented in Bangladesh
across educational settings through a phase-wise programme and thorough review of training of teachers,
administrators and support staff.

The magnitude of mental health conditions is high compared to available mental health specialists. As of 2016, there
were 1.17 mental health workers per 100000 population, most of whom worked at a tertiary care setup situated in
large cities (53). The breakdown according to profession was: 0.13 psychiatrists, 0.01 other specialist doctors, 0.87
nurses trained to work with mental health issues (there are no psychiatric nurses), and 0.12 psychologists and other
paid mental health workers (psychotherapists and mental health counsellors). While NIMH provides postgraduate
training, the BSMMU, as well as government and private medical colleges have training facilities along with
inpatient/outpatient services. The number of trained mental health professionals is insufficient and most of the
services are confined to large cities such as Dhaka, Chattogram, Sylhet and Rajshahi.



0.43/4.28

NUMBER OF MENTAL HEALTH PROFESSIONALS IN BANGLADESH (68)

2.3.5 Infrastructure and service delivery

The limited availability of mental health facilities constrained access to and utilization of quality mental health services
in Bangladesh. Equipments for the diagnosis and treatment for mental illness are also not readily available in
hospitals, especially in district hospitals and UHCs. WHO has recently supplied four psychotropic medicines as part of
the NCD kit box to Cox's Bazar district hospital and UHC, and in other districts that still lack access to essential
psychotropic drugs. The DGHS has planned to procure some psychotropic drugs that are yet to be included in the
National Essential Drug List.

There are two specialized mental hospitals in Bangladesh: (i) a 500-bed Pabna Mental Hospital; and (i) a 200-bed
NIMH. There are 31 community-based psychiatric inpatient units (for a total of 0.58 beds per 100 000 population and
on average patients spend 29 days in the facility), 15 beds in forensic inpatients units, 3900 beds in residential facilities
(such as homes for the destitute, inpatient detoxification centres and homes for people living with chronic mental
health conditions and neurological disabilities) and 50 outpatient mental health facilities in the country (68). None of
these outpatient facilities provide follow-up care in the community. Although day-treatment mental health facilities
are yet to be established, 72 residential facilities are in operation in the country (69).

Q NATIONAL MENTAL HEALTH STRATEGIC PLAN 2020-2030



In Bangladesh, health service providers and the health-care delivery system are supposed to report routine data to
administrative levels on a monthly basis (70). The reported data reaches the MoHFW through various levels of the
administrative hierarchy, and is disseminated through health bulletins, newsletters, yearbook on health, digital health
guideline and Voice of Management Information Systems (MIS)-Health (70). Unfortunately, o large number of private
and nongovernmental health facilities are not yet under the umbrella of the formal MIS of the MoHFW (70). The MoHFW
has recently established a web-based data collection system named District Health Information System version 2
(DHIS2), to collect routine health data from public health facilities (70). In DHIS2, data can be entered at the source and
summary tables, charts and geographic information system maps can be prepared for all levels of hierarchy (73).

Variables of mental health illnesses including classification of disorders following International Classification of
Diseases, Tenth Revision (ICD-10) have not been included in the DHIS2. Therefore, routine data on mental health is not
available from government facilities (i.e. UHCs and district hospitals), which creates a huge gap in identifying real-time
data on mental health service delivery by the various health facilities providing mental health services.

Findings from a recent NIMH study indicated that the current poor quality of NIMH data is due to limitations in
accuracy, validity, reliability, completeness, timeliness and access. The study recommended improvement in data
analysis aspects (70).

A recent national mental health survey was conducted during 2018-2019, nearly a decade after the last survey during
2003-2005. The GoB needs to institutionalize the national mental health survey and conduct it after every five years
at least. There are two regular national level surveys to measure national estimates on health indexes — BDHS and
Multiple Indicator Cluster Survey (MICS). Unfortunately, none of these surveys include any indicators on mental health.

Public expenditure on mental health is very low in low-and middle-income countries (less than US$ 2 per capita). A
large proportion of available funds go towards inpatient care, especially in mental hospitals. Globally, the median
number of mental health workers is 9 per 100000 population, but there are extreme variations (from below 1 per
100000 population in low-income countries to over 72 per 100000 population in high-income countries). Nearly 63%
of WHO Member States have at least two functioning mental health promotion and prevention programmes. Of the
350 reported programmes, 40% were aimed at improving mental health literacy or combating stigma. Among the 11
WHO SEAR Member States, 9 have a standalone mental health policy/plan and eight have updated their
policy/plan in the past five years (since 2013).

Bangladesh 5th National Health Accounts estimates total health expenditure at 3% of gross domestic product (US$
451 889 million) and a relatively low per capita total health expenditure of Tk 2882 (US$ 37). The household
out-of-pocket expenditure makes up to 67% of the total health expenditure, while government financing accounts for
23% of the total health expenditure (74). The percentage of out-of-pocket health expenditure of the total health
expenditure is equally high in urban (68%) and rural (61%) areas (75). The budget allocation for mental health is
negligible with only 0.50% of the total health budget assigned to mental health services, of which a major share
(35.59%) is spent through mental hospitals (27). There is an urgent need to increase the allocation for mental health to
ensure the scaling up of evidence based on mental health interventions throughout the country, especially at the
primary health care and community levels.



The NMHSP development process included a series of reviews of programme evaluation reports; literature search;
evidence; strategy and policy documents by consultants; focus group discussions with relevant professional societies,
ministries and divisions; semi-structured interviews with experts; technical group meetings; field visits; and stakeholder
consultative workshops, for consensus building on critical issues and finalization.

In summary, while considerable progress has been made in the global mental health agenda in the past decade,
much more needs to be achieved in all countries, especially in resource-poor settings. The sustainable development
framework provides an opportunity to reframe mental health and make it a fundamental component of the broader
global development agenda. Although mental health is explicitly recognized in SDG 3, all other SDGs have been
conceptualized to be integrated and indivisible — progress on each SDG supports all others. Hence, the target of
reducing the burden of mental disorders is supported by progress made on other goals and targets and vice versa.
This two-way interaction is an important conceptual shift because mental health had always been isolated from
mainstream efforts in health and development (6).

Mental health being an inevitable part of health systems makes public health programmes comprehensive and
inclusive. If left untreated, mental disorders have serious social, psychological and physical health consequences,
leading to widespread disabilities, economic hardships for the family and increased costs to the government. Mentall
disorders affect individuals and families in all societies. It is evident that when mental disorders go unattended, they
can lead to significant morbidity and disability within the community. Increased incidence of suicide, reduced
productivity, increased poverty and unemployment, increased academic failure, increased incidence of substance
abuse and tobacco use, increased proportion of elderly population, domestic violence, child sexual abuse, family
disruption, and increased aggression and violence are some of the broader social issues that can affect the mentall
health and well-being of individuals. Furthermore, people with mental disorders are often met with significant stigma
and discrimination which can lead to the denial of basic human rights such as health, education, employment,
housing, welfare services, and other civil rights. There is mounting global recognition on the burden of mental disorders
in both developing and developed countries. The WHO increasingly encourages Member States to develop national
mental health policies and plans as reflected in the WHO Mental Health Action Plan 2013-2020.

Global mental health has much to gain by supporting sectors engaged in human development to incorporate
evidence-based interventions that can prevent mental disorders and enhance the mental health and well-being of
populations. Therefore, an expanded agenda for mental health is required that ranges from promotion and
prevention (which overlaps considerably, especially in terms of primary prevention) to treatment and rehabilitation,
mapping the dimensions from good to poor mental health as well as from risk factors to the presence of mental
disorders and disabilities.



SECTION 3

National Mental Health Strategic Plan 2020-2030

Mental health has been less prioritized in health service delivery and health service planning in Bangladesh since a
long time. Due to many limitations (such as inadequate local expertise, knowledge and practice, lack of advocacy at
policy level, absence of policy-guided strategy), Bangladesh has been taking some initiatives to strengthen mental
health services at the community level. However, these previous initiatives did not translate into improvements in
availability of and accessibility to mental health care, and did not have adequate funds allocated.

In 2018, Bangladesh passed the new Mental Health Act, which replaced the outdated 105-year-old Lunacy Act, 1912.
The final draft of the National Mental Health Policy 2019 is under approval by the cabinet division which has directed
the development of the current NMHSP 2020-2030 for achieving the objectives identified in the Policy. This NMHSP
would allow the incorporation of required priorities of the government within the broader framework of the Policy
including appropriate resource allocation. The NMHSP will identify cost-effective interventions and comprehensive
strategies for mental health prevention, mental health promotion, treatment of mental disorders and rehabilitation by
developing adequate and appropriate human resources to deliver mental health care services throughout the
country.

Vision: To ensure the mental health and psychosocial well-being of all people of Bangladesh.

Mission: To establish a sustainable, rights based, holistic, inclusive, multisectoral guidance to ensure provision of
information and quality mental health services for promoting mental health and psychosocial well-being, prevention,
treatment and rehabilitation of mental iliness throughout the life course of the people of Bangladesh. The NMHSP will
focus on a human rights based approach with a community based mental health model to ensure that services are
most easily available and accessible where people reside. The model would require strengthening of the existing
government system in health and other sectors; equity; gender equality; self-empowerment; community and family
support; enhancement and use of existing resources; and participation of individuals with mental illness and their
caregivers in the planning process. This will pave the pathway to reach the target of universal health coverage and
achieving SDGs.

The core values and principles of the NMHSP are guided by the National Mental Health Policy 2019, Mental Health Act
2018 and several global plans and charters including the WHO Mental Health Action Plan 2013-2020, United Nations
Principles for the Protection of Persons with Mental lliness and the Improvement of Mental Health Care which have
been ratified by Bangladesh.



+ Universal health coverage: Mental health promotion and mental health services are considered essential to
achieving universal health coverage. Quality mental health services should be accessible, available and affordable,
and all efforts will be made to ensure parity between physical and mental health.

+ Equity and justice: All efforts will be made to prevent discrimination of persons with mental health conditions and
ensure equal opportunities for health, education, employment and housing services. Gender equity as well as cultural
diversities will be ensured. There would be an equitable share of the national health budget, consistent with the
burden of mental health issues. The poorest and vulnerable populations will get priority assistance.

+  Rights based approach: Human rights and dignity of persons with mental health conditions will be respected,
protected and promoted according to the Mental Health Act 2018 and National Mental Health Policy 2019. This NMHSP
complies with the National Policy for Persons with Disabilities, the UN Convention on the Rights of Persons with
Disabilities and other international and regional human rights instruments to protect the rights, worth and dignity of
people with mental health conditions and psychosocial disabilities.

+ Evidence-based practice: Services and approach of delivery will be based on findings from research,
evidence-based practices, best practices, as well as feedback from service providers and service users; care will be
cost-effective and adapted to the cultural norms, values, and practices of Bangladesh.

+ Life course needs: Services and information for mental health and psychosocial well-being will take into account
the needs at all stages of the life course, including infancy, childhood, adolescence, adulthood and old age.

+  Multisectoral collaboration: The "whole-of-government, whole-of-society” approach will be the motto of the
NMHSP and partnerships with other ministries, government departments, agencies both government and
nongovernmental will be assured. Although the NMHSP will be led by the MoHFW and the Department of
Noncommunicable Diseases, a coordinated approach that incorporates all sectors (education, employment, legal,
housing, urban and rural planning, social safety nets, government planning, religion, child and women aoffairs,
information and communications technology, sports, youth and cultural), as well as private and NGO sectors will be
implemented.

+  Empowerment and community participation: All resources and evidence-based interventions will be provided on
a nonhospitalized, outpatient basis to ensure that those living with mental health conditions are living in their
community and participating in all activities to their maximum potential in a safe and secure manner. All opportunities
would be provided to those living with mental health conditions to enable access to awareness and advocacy efforts;
retain their legal rights to parenting and property; and participate in national and local decision making as well as
activities that affect their well-being.

+ Integrated inter-sectorial care: Mental health support services will be provided through existing health care
system platforms (primary to tertiary) and integrated into existing programmes, social safety net programmes as well
as the education, socioeconomic and cultural services currently provided in the country for all citizens.

+ Quality assurance: Mental health services will meet evidence-based quality standards with regular monitoring of
checks and balances, and will be made accessible and available to all.

+ Community based care: The primary focus will always prioritize ensuring that care is provided closest to the
community in which the individual resides, with adequate support systems within community health and social safety
net programmes.



The NMHSP aims to establish a comprehensive, inter-sectorial, integrated and responsive system to ensure access to
and utilization of quality mental health and psychosocial well-being services and information. To this effect, four
general objectives derived from the 'WHO Comprehensive Mental Health Action Plan 2013-2020"' have been
envisioned in the NMHSP. Notably, all 15 objectives embodied in the Bangladesh National Mental Health Policy 2019
are commensurate as seen in Table 2.

i.  To strengthen effective leadership and governance for mental health.

Table 2: Alignment between objectives of the WHO' Comprehensive mental health action plan 2013-2020 and

To provide comprehensive, integrated and responsive mental health and social care services in

community-based settings.

To implement strategies for promotion and prevention in mental health.

To strengthen information systems, evidence and research for mental health.

Bangladesh National Mental Health Policy 2019

Objectives of the WHO Comprehensive
mental health action plan 2013-2020"

i. To strengthen effective leadership and
governance for mental health and
well-being

i. To provide sustainable, comprehensive,
integrated and responsive mental health
and social care services in
community-based setting

i. To implement strategies for mental
health promotion and risk reduction for
mental health conditions

i. To strengthen information systemes,
monitoring and implementation research
for mental health

Objectives of Bangladesh National Mental Health Policy 2019

i) Strengthen effective leadership and governance for mental health issues
ix) Ensure the rights and protection of persons with mental health conditions
xi) Ensure representation from various stakeholders

xv) Establish a regulatory body for mental health professionals and services
xvi) Address mental health in all policies to create environment of mental well
being

ii) Provide mental health care at all levels of the health care system (primary,
secondary, tertiary) and facilitate access to and utilization of comprehensive
mental health services by persons with mental health conditions, and
increase access to mental health services for vulnerable groups based on the
principles of universal health coverage

iv) Support the recovery process of people suffering from mental health
conditions through rehabilitation’

v) Provide mental health and psychosocial support to survivors of disaster,
trauma and humanitarion emergencies

xvii) Ensure that adequate treatment options (medical and non-medical) are
available in the health care service centres

vi) Give special attention to children and adolescents with mental health
conditions and neurodevelopmental disabilities

vii) Enhance availability and equitable distribution of skilled human resources
for better mental health

x) Update the academic curriculum on mental health and substance abuse
xii) Address substance abuse and addictive disorders

xiv) Provide support services for caregivers of persons with mental health
conditions through a multisectoral approach

i) Promote mental health, prevent mental health conditions and enhance
awareness by reducing the stigma associated with mental health conditions
xiii) Reduce risk and incidence of suicide and attempted suicide

xviii) Promote socioemotional, communication and student centred learning
development from early childhood

viii) Promote evidence generation and research



The NMHSP envisions to achieve the 15 identified objectives of the National Mental Health Policy 2019 that are well
aligned with the four broader objectives of the WHO Mental Health Action Plan 2013-2020 (refer to page 10, Mental
Health Action Plan, 2013-2020). The detailed action plans to achieve these objectives as well as universal access to,
and utilization of comprehensive and integrated quality mental health services across different levels of the health
sector and other government and nongovernment sectors are presented below.

Bangladesh has endorsed the “National Multisectoral Action Plan for Prevention and Control of Noncommunicable
Diseases 2018-2025". For successful implementation of the NMHSP, the NMNCC and subnational level committees
were endorsed with gazette notification along with specific ToRs. This NMHSP will either be a part of the NCD
multisectoral action plan and implemented by the NMNCC or implemented by a separate high-level steering
committee with the health minister as the chair of the committee. It is noteworthy to mention that the MoHFW has
developed and has been implementing the ‘National Strategic Plan for Neurodevelopmental Disorders 2016-2021' to
address objective six of the Mental Health Policy, i.e. "to give special attention to children and adolescents with
mental health conditions and neurodevelopmental disabilities” (71).

The following section includes an action plan for the remaining 14 objectives. It starts with the mention of each general
objective of WHO's Mental Health Action Plan 2013-2020 along with a table exhibiting global and
Bangladesh-specific indicators and targets. Furthermore, the corresponding specific objectives under each of the
general objectives are appended along with the action plan for each of the specific objectives, which encompasses
columns on core responsibility, collaborative partners, advised activity, resources, output indicators and funding
allocation. It is important to note that the concerned ministries/departments/stakeholders will be responsible for
indicating the timeframe and funding allocation to perform these activities against each of the specific objectives of
the NMHSP

Effective leadership and governance for mental health will be ensured through a formal organogram and deployment
of a dedicated Directorate of Mental Health within the DGHS to implement, coordinate and monitor services and
programmes on mental health. Director, Mental Health and programme managers should have demonstrable
academic qualifications and public health experience on mental health programming and management. As per
Mental Health Act 2018, a District Mental Health Review and Monitoring Committee will be formed in every district.
Monitoring of mental health activities will be strengthened at the division, district and Upazila levels as mentioned in
the NMHSP.

Global and corresponding national targets for General Objective 1.

Global Target Bangladesh Target

Global target 1.1: 80% of countries will have National target 1.1: National Mental Health Policy
developed or updated their policies/plans for 2019 is currently under progress of approval by
mental health in line with international and regional 2019, National Mental Health Strategic Plan will be

human rights instruments (by the year 2020) developed and endorsed by the MoHFW by 2020



instruments (by the year 2020)

Global target 1.2: 50% of countries will have National target 1.2: Bangladesh has passed the
developed or updated their laws for mental health new Mental Health Act 2018 which replaced the
in line with international and regional human rights Indian  Lunacy Act 1905. Regulatory rules

development following the Mental Health Act 2018
is under progress. Neuro-Developmental Disability
Protection Trust Act 2013 was also passed in the
Parliament during 2013. In 2018, the Parliament

adopted the National Rehabilitation Council Act.

There are five specific objectives under this general objective:

i) Strengthen effective leadership and governance for mental health and well-being

ii) Ensure the rights and protection of persons with mental health conditions

iii) Ensure representation from various stakeholders and coordination with NMNCC at all levels
iv) Establish a regulatory body for mental health professionals and services

V) Address mental health in all policies to create a mental health promoting environment

Strengthen
effective
leadership
and
governance
for mental
health and
well-being

MoHFW

MoHFW

MoE

MoSW
MoWCA
MoDMR
MoHA
Ministry of
Public
Administration
(MoPA)
Ministry of
Finance (MoF)
Programme
management
office

MoE

MoSW
MoWCA
MoDRM
MoHA

MoF
Programme
management
office

Establishment of a NMMHCC formed
National Multisectoral and gazette
Mental Health notification
Coordination published
Committee (NMMHCC)

for implementation
and monitoring of the

National Mental Health Resolutions will be
Strategic Plan endorsed in
2020-2030, which will NMNCC meetings

be formed from and be
a part of the NMNCC

Sensitize national Required Preparation and GoB
policy makers to publication of
mental health and policy briefs;
human rights issues dissemination of
through the relevant scientific
preparation of policy publications;
briefs and scientific

publications, and the availability of
provision of leadership leadership courses
courses in mental in mental health
health

NATIONAL MENTAL HEALTH STRATEGIC PLAN 2020-2030



Da®
O~ )
e

Ministry of
Planning (MoP)

Secretary,
Health Service
Division,
MoHFW

DGHS, MoHFW

MoHFW

MoHFW

Integrate actions and
programmes for
mental health and
psychosocial support
services in all
government five-year
plans

A mental health
secretariat established
with defined
organogram and ToR

Create a position for
Director, Mental Health
and strengthen the
capacity of the
programme
management office

Develop organogram
and ToR for the
programme
management team
under Director, Mental
Health.

» Two deputy directors
(DDs)

DD1: Administrative
and procurement

DD2: Field operation
and service delivery

« Four additional
directors (ADs)

AD1 (Admin) General
mental health services
(adult mental health
services): Multisectoral
coordination,
advocacy,
governance,
partnership and
community mental
health services

AD2 (Research and
training): Training,
capacity building,

NATIONAL MENTAL HEALTH STRATEGIC PLAN 2020-2030

Required

NA

Required

Mental health
aspects
incorporated in
5th Five-year plan
of GoB

Functioning
secretariat in
place

New position for
Director, Mental
Health under
DGHS created
and resumed
office

New position
created for two
DDs, four ADs,
eight medical
officers, one
epidemiologist
and one
statistician; eight
support staff
resumed office

NA

GoB




monitoring, survey and
research, mental
health information
system, digital
platform for service,
training,
documentation and
reporting AD3
(Communication and
awareness building):
SBCC, information,
education and
communication (IEC),
communication,
operation and logistics
and procurement,
Help-line, media
including social media
and content
development

AD4 (Special mental
health issues and
mental health in
emergency):
Adolescent mental
health, school children
mental health, elderly
mental conditions,
workplace/
occupational mental
health, suicide
prevention, substance
use, early childhood
development (ECD),
autism, NDD and
mental health in
emergency

- Line Director, Mental
Health and ECD

+ Two programme
managers (PMs)

PM-1: One for logistics
and procurement

PM2: One for field
operations and
administration

+ Eight deputy
programme managers
(DPMs) (four under
each PM, one of the

New line director,
PM, DPM, medical
officer,
epidemiologist,
statistician and
support staffs for
Mental Health
secretariat under
DGHS created
and resumed
office

GoB/Reim
bursable
Project Aid
(RPA)/
Direct
Project Aid
(DPA
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eight DPM's will be
assigned for mental
health in emergency

- Sixteen medical
officers/two mental
health officers with
each DPM to facilitate
specific activities
assigned for the DPMs

» Two senior
psychologists

+ Four junior
psychologists

+ Two psychiatric social
workers

+ One epidemiologist
+ One statistician

+ One occupational
therapist

+ Eight monitoring
officers

+ Two psychiatric
nurses

+ Two information
technology officers

- Twelve support staff

+ One AD for
rehabilitation

DGHS, MoPA Strengthen supervision | Required i) DD and AD for GoB
MoHFW MoF and monitoring of the mental health
mental health posts created and
programme from the in place
Office of the Divisional
Director through ii) ToR for DD and
assigning: AD mental health
approved and in

One DD for mental

lace
health P

One AD for mental iii) Quarterly report
health from DD's office
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MoHFW

DGHS,
MoHFW

MoF
MoPA

Strengthen monitoring
and supervision of the
mental health
programme from the
civil surgeon'’s office by
creating new post of
one deputy civil
surgeon for mental
health

Create posts for two
medical officers
trained on mental
health conditions

Issue government
orders to assign two
medical officers at
UHCs for mental health
services”

*85 days training on
mental health by NIMH,
NCDC, WHO

Training and capacity
building of community
health personnel,
including nurses, health
workers, teachers,
social welfare workers,
MoWCA officers,
Upazila information
officers, local

Required

NA

following
prespecified
checklist

iv) Monitoring,
incorporation and
quality control of
mental health
data (conditions,
gender, age and
service accessed)
in DHIS2

v) Regular
reflection in
divisional monthly
meetings

New post of
deputy civil
surgeon for
mental health
created; and has
resumed office

i) Monthly
monitoring report
on availability and
quality of mentall
health services
including
availability of
psychotropic
drugs

ii) Uploaded
mental health
data in DHIS2,
including types of
intervention and
referral

iii) Mental health
agenda in Upazila
monthly meeting
report

GoB/ RPA/
DPA

NA
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DGHS, MoHFW government Required iv) Creation of two
officer/representatives posts for medical
, religious leaders, NGO officers
representatives,

persons with lived
experience (i.e. mental
health condition) and
their caregivers

Formation of a
Community Mental
Health Team
consisting of trained
physicians,
psychologists,
including nurses, health
workers, teachers,
social welfare workers,
MoWCA officers,
Upazila information
officers, local
government
officer/representatives
, religious leaders, NGO
representatives,
persons with lived
experience and their
caregivers

Ensure early childhood
development
monitoring; specifically,
in the social, cognitive
and language
domains by the
community health
service delivery system
(e.g. family welfare
assistants/health

assistants/CHCPs)

59 5 i 5 5 0 |
ii) Ensure the | MoHFW Deputy Establish and ensure NA District MHRMC NA
rights and MoSW Commissioner, | functionality of District formed in 64
protection of NMNCC ‘Mental Health Review districts
persons with Civil surgeon and Monitoring (government order
mental health Neuro-Develo | Committee (MHRMC)' issued and
conditions pmental which will be a part of published in

Disability the NMNCC and will gazette)
Protection report to divisional and

Trust Act, district MNCCs in eight

Ministry of Law, | divisions and 64

Justice and districts as per

Parliamentary | composition and ToR

Affairs mentioned in the
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MoLJPA and
legislative
bodies of the
government

MoHFW

(MoLJPA)
Autism & NDD
Cell

Security and
armed forces,
and legislative
bodies of the
government

NIMH

Civil society
organizations
Academia

NMNCC
NIMH

Mental Health Act 2018
and National
Multisectoral Action
Plan for Prevention and
Control of
Noncommunicable
Diseases 2018-25 and
Coordinator (NCD,
Mental Health and
Disability)

Conduct quarterly
meetings (as per need)
of MHRMC

Conduct quarterly
monitoring visits to
observe mental health
service delivery at
district level and below

Training on human
rights, United Nations
Convention on the
Rights of Persons with
Disabilities and
national laws and
policies related to
disabilities including
but not limited to
persons with autism,
NDDs, disabilities and
mental health
conditions; suicide
prevention; substance
use

Encourage and
support the formation
of independent
national and local
organizations of
people with mental
disorders and
psychosocial
disabilities and their
active involvement in
the development and
implementation of
mental health policies,
laws and services

Required

Required (to
be ear
marked by
relevant
ministry)

NA

Minutes of
quarterly MHMRC
meeting

MHRMC members
are oriented
annually

Manual developed
No. of batches
trained

Involvement of
national and local
organizations of
persons with
mental health
disorders in
national level
policy planning
and
implementation

Gob/ RPA/
DPA

Gob/ RPA/
DPA
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iii) Ensure
representatio
n from various
stakeholders
and
coordination
with NMNCC
at all levels

MoHFW

MoHFW

MoHFW
NMNCC

NMNCC
NIMH

NMNCC
NIMH

Involve people with
mental health
disorders and
psychosocial
disabilities in the
inspection and
monitoring of mental
health services

Include people with
mental health
disorders and
psychosocial
disabilities in the
training of health
workers delivering
mental health care

Incorporate strategic
interventions on
mental health from
NMHSP 2020-2030
within the National
Multisectoral Action
Plan for Prevention and
Control of
Noncommunicable
Diseases 2018-2025

Continuous follow up
with divisional, district
and Upazila levels by
Mental Health
Director's office in
DGHS in collaboration
with the NMNCC
secretariat to ensure
formation of a
committee as per

NATIONAL MENTAL HEALTH STRATEGIC PLAN 2020-2030

Required

Required

NA

NA

No. of persons
with mental health
disorders and
psychosocial
disabilities
involved in the
inspection and
monitoring of
mental health
services

No. of persons
with mental health
disorders and
psychosocial
disabilities
involved in the
training of health
workers delivering
mental health
care

Mental health
interventions of
the NMHSP are
included in the
National
Multisectoral
Action Plan for
Prevention and
Control of
Noncommunicable
Diseases
2018-2025
including
incorporation of
mental health
roles and
responsibilities
within national
and subnational
MNCC ToRs

Functioning
MNCCs at
national,
divisional, district
and Upazila levels

NMNCC meeting
minutes and
reports (monthly,
three-monthly,

NA

NA




iv) Establish a
regulatory
body for
mental health
professionals
and services

MoHFW

BSMMU
Bangladesh
Medical and
Dental Council
(BMDC)

Hospital and
clinics, DGHS

DNC, MoHA
(Rehabilitation
centre)

BMDC
Bangladesh

Rehabilitation
Council

WHO

United Nations
Children's Fund
(UNICEF)

Bangladesh
Association of
Psychiatrists
(BAP)

NIMH
academic
institutions

approved ToR and
government gazette

Organize MNCC at the
divisional, district and
Upazila levels as per
approved ToR and
ensure to include
mental health as one
of the priority agendas

Upload signed minutes
of MNCC meeting in
DHIS2/NCDC-DGHS
website

4Ws (Who is Where,
When, doing What)
mapping of mental
health and
psychosocial support
(MHPSS) service
providers at all levels

Criteria set by already
existing regulatory
bodies for mental
health professionals,
and services to be
reviewed and updated

Update school
curriculum by including
basic knowledge on
mental health and key
messages
(modify/add a section
on mental health and
well-being in a chapter
of school science
books with age
appropriate content)

Required

quarterly)
including detailed
mental health
agendas

No. of mental
health topics
discussed in
multisectoral
committee
meetings

No. of agencies
attending
multisectoral
meetings have
work/action plan
on mental health
and or related
activities

No. of mental
health agenda
items in signed
minutes of MNCC
meeting

National
database of
MHPSS service
providers
throughout the
country

Independent
regulatory
body/bodies for
mental health
professionals and
services
established and
made functional
for credentialing,
registering and
licensing

GoB/RPA
/DPA

NA

NA
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Ensure proper mental
health knowledge and

MoPME skills among MBBS
doctors by
MoDMR incorporating one

board on psychiatry in
the final professional
examination

Review the MBBS
curriculum to
incorporate more
knowledge and skills
among doctors about
psychiatry and
psychotherapy,
including mental
health

Establish a separate
discipline of psychiatry
in the MBBS curriculum

Establish regulatory
body/bodies for
mental health
professionals and
services (individual and
institutions), sets
standards for
credentialing,
registering and
licensing

As Bangladesh
Rehabilitation Council
Act 2018 has already
defined some mental
health professionals,
ensure that the
existing act does not
contradict with this or
be reviewed and
updated
accordinglyUpdate the
disaster management
protocol by including
basic information on
mental health, key
messages and basic
mental health
interventions
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ii) Address
mental health
in all policies
to create
mental health
promoting
environment

MoHFW

MoSW

MoWCA

MoPA

MoF

MoHFW

MoHFW

Relevant
ministry
(NMNCC
members)

Relevant
ministry
(NMNCC
members)

Create posts and
deploy registered
mental health
professionals including
allied mental health
professionals (speech,
language, physical
and occupational
therapists as well as
psychiatric nurses and
social workers) at
different levels of
health and other
sector ministries, such
as MoE, MoWCA,
MoSW, MoHA, MoDMR

Issue government
orders from the
Cabinet division/Prime
Minister's Office to
scrutinize all sectoral
policies/strategies to
include mental health

NMMHCC to form a
subcommittee to
scrutinize all sectoral
policies/strategies to
include mental health
and psychosocial
support

Required

NA

Required

No. of posts
created

No. of
professionals
deployed

Policy reviewed
and mental health
issues duly
incorporated (if
needed)

A functional
subcommittee is
formed under the
NMMHCC
consisting of
members from
multiple
ministries/divisions
/agencies that
scrutinized alll
sectoral policies/
strategies to
include mental
health disability

GoB/ RPA/
DPA

NA

GoB/ RPA/
DPA

GENERAL OBJECTIVE 2: TO PROVIDE SUSTAINABLE, COMPREHENSIVE,
INTEGRATED AND RESPONSIVE MENTAL HEALTH AND SOCIAL CARE SERVICES
AT ALL LEVELS

Sustainable, comprehensive, integrated and responsive mental health/social care services would be provided.

This would be ensured through a network of linked community-based mental health services that include increasing

the coverage of evidence-based interventions that are responsive to the diverse needs of the Bangladeshi population,
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short- and long-stay inpatient and outpatient care (in selected tertiary care hospitals, all public and private medical
college hospitals, district hospitals, UHCs, primary health care settings including UHFWCs and community clinics), to
support people with mental disorders living with their families. Both pharmacological and psychosocial interventions
will be provided from GoB's health and other sectors as well as through the private sector.

Global and corresponding national targets for General Objective 2

Global Target Bangladesh Target

Service coverage for severe mental Proportion of persons with a severe mental disorder
disorders will have increased by 20% (psychosis; bipolar affective disorder; moderate-to-severe
(by the year 2020) depression) who are using services increased by 25% by 2025

Proportion of district hospitals offering quality mental health
services increased by 20% by 2025

Proportion of UHCs offering quality mental health services
increased by 15% by 2025

Coverage of treatment interventions (pharmacological,
psychosocial and rehabilitation and aftercare services) for
substance use disorders increased by 20% by 2025*

*DNC, MoHA/DGHS, MoHFW/MoSW

There are ten specific objectives under this general objective:

i) Provide mental health care at all levels of the health care system (community, primary, secondary, tertiary) and
facilitate access to and utilization of comprehensive mental health services by persons with mental health conditions,
and increase access to mental health services for vulnerable groups according to universal health coverage.

ii) Support the recovery process of people suffering from mental health conditions through familial, social and
institutional rehabilitation

iii) Provide mental health and psychosocial support to survivors of disaster, trauma and humanitarian emergencies
iv) Ensure availability of psychotropic drugs in the health care service centres

v) Give special attention to social-emotional and communication development in the early years, early childhood
development [cognitive, language, student centred learning] to children and adolescents with mental health
conditions and neurodevelopmental disabilities

vi) Enhance availability and equitable distribution of skilled human resources for quality mental health services
vii) Update the academic curriculum on mental health and substance abuse

viii) Address suicide, substance abuse and addictive disorders and their prevention, treatment and rehabilitation
process

ix) Provide support services for caregivers of persons with mental health conditions through a multisectoral approach

x) Ensure comprehensive and integrated mental health services and psychosocial well-being at the workplace.



i) Provide
mentdl health
care at all
levels of the
health care
system
(community,
primary,
secondary,
tertiary) and
facilitate
access to and
utilization of
comprehensiv
e mental
health
services by
persons with
mental health
conditions,
and increase
access to
mental health
services for
vulnerable
groups
according to
universal
health
coverage

MoHFW

MoPA
BCPS

Dhaka
University (DU)

Local
Government
Engineering
Department
(LGED)

MoYS

Specialized
hospitals/tertiary care
hospitals

Upgrade Pabna
Mental Hospital as
Pabna Mental Hospital
and Training Institute

Establish residential
training facilities for
different short- and
long-term training on
mental health and
psychosocial support
services for mental
health and allied
service providers

Renovate Pabna
Mental Hospital into a
long-stay and
short-stay academic
hospital and training
centre with
accommodation
facilities for trainers
and trainees

Create posts of
different specialties
and subspecialties in
psychiatry and
psychology

Manpower required:

+ One executive
director in the rank of
professor of psychiatry

+ Two joint directors in
the rank of associate
professor of psychiatry

o Joint director
hospital and
community services

o Joint director
training, monitoring
and research

NATIONAL MENTAL HEALTH STRATEGIC PLAN 2020-2030

Required

Posts created and
human resources
deployed in place

No. of trainings
conducted

No. of patients
admitted

(mental health
condition, age
and gender
based)

No. of patients
receiving
outpatient
services

No. and type of
cases referred to
specialists or
specialized
centres
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Training:

» Two training
coordinators in the
rank of associate
professor of psychiatry

* Four assistant training
coordinators in the
rank of assistant
professor of
psychiatry/psychology*

« Eight MHPSS trainers
specialized in
psychiatry and or
psychology

» Two senior
epidemiologists in the
rank of assistant
professor
epidemiology

* Two content
specialists

Pabna Mental Hospital
service posts

+ Four senior
consultants

+ Eight junior
consultants

« Four registrars

+ Eight assistant
registrars

+ 16 medical officers

+ 16 psychiatric nurses
or nurses trained in
psychiatry™*

« Six psychologists

» Speech and
language therapists,
occupational
therapists,
psychiatric/clinical
social workers

+ Two epidemiologists
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- Two statisticians

+ One information
technology
specialist/software
specialist

» Twenty-four support
staff

Upgrade NIMH, Dhaka
into a research and
training institute

+ Two training
coordinators in the
rank of associate
professor of psychiatry

+ Four assistant training
coordinators in the
rank of assistant
professor of
psychiatry/psychology

*xw

« Eight MHPSS trainers
specialized in
psychiatry and or
psychology

+ Two senior
epidemiologists in the
rank of assistant
professor
epidemiology

+ Two epidemiologists

» Two content
development
specialists

» Two statisticians

+ One information
technology specialist

+ One software
developer for
e-training modules
and research
application
development

NATIONAL MENTAL HEALTH STRATEGIC PLAN 2020-2030



* Rapid response team
with:****

o Six specialist
psychiatrists and/or
psychologists

o Six mental health
medical officers

o Six
psychiatric/clinical
social workers

o Six psychiatric
nurses/nurses
trained in psychiatry
(training should
include
psychological first
aid

o Three counsellors/
communication
specialists (ToR will
define their
education, skill,
accreditation and
job aid)

o Nine support staff
including driver

Ensure provision of Day
Hospital Unit for at
least 10 patients

*This team will provide
emergency mental health
and psychosocial services
for different hospitals and
service
centres/prison/child-car
e settings and respond to
different national
emergency and disaster
situations

** For the emergency
mental health and
psychosocial services, all
the team members need
special training, such as
in Psychological First Aid

*** Annual mental health
bulletin

" Mental health journal
and indexing
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DGHS, MoHFW | NIMH At medical college No. of posts
hospitals: created
BAP
Establish full-fledged Bed occupancy
Bangladesh inpatient and rate
Association for | outpatient mental
Child and health and No. of patients
Adolescent psychosocial services treated
Mental Health | through department of
(BACAMH) psychiatry composed Quality of service
of: assessment
BCPS through standard
o One professor of tools
BECPS psychiatry

o Two associate
professors of
psychiatry

0 One professor of
child and
adolescent
psychiatry

o One associate
professor of child
and adolescent
psychiatry

o One assistant
professor of child
and adolescent
psychiatry

o Three assistant
professors of
psychiatry

o One registrar,

o Two assistant
registrars

o Four indoor
medical officers

o Four outdoor
medical officers

o Four clinical
psychologists

o Four assistant
psychologists/couns
ellors
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o Two speech and
language therapists

o Two occupational
therapists

o Six trained mental
health
nurses/psychiatric
nurses, Eight
support staff

Allocate beds for
indoor mental health
services at medical
college hospitals:

o Medical college
hospital, indoor
facilities in the
psychiatry
department

012 beds for a
500-bedded
hospital

0 20 beds for a
1000-bedded
hospital

0 24 bedsinthe
inpatient
department for
above
1000-bedded
hospital

Allocate five beds for
outdoor (day-care
services) mental health
services at medical
college hospitals:

o Five beds for day
hospital care, and
counselling

Establish settings,
including technology
and logistics, for group
therapy and
intervention
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DGHS, MoHFW

NIMH

BAP

BACAMH

BCPS

BECPS

At district hospitals:

Establish mental health
unit in the inpatient
and outpatient
departments with:

o One senior
consultant in
psychiatry

o Two junior
consultants in
psychiatry

o Two indoor
medical officers in
mental health

o Two outdoor
medical officers in
mental health

o Six psychologists/
counsellors

o Six trained mental
health nurses; three
for inpatient and
three for outpatient
departments

Establish an inpatient
department
comprising five beds

Integrate treatment
with incarceration of
substance users and
distributors for a
comprehensive drug
addiction planin
collaboration with the
MoHA

Establish a seclusion
room for aggressive
and delirious patients,
medical officers,
mental health clinical
psychologists,
counselling
psychologists and
trained mental health
care nurses

Posts created and
personnel
deployed

No. of patients
admitted

Bed occupancy
rate

Assessment
through service
availability and
readiness
assessment tool
and standard
monitoring
checklist
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Ministry of
Planning (MoP)

MoHFW

Each district hospital
will have a mental
health expert team
consisting of mental
health experts,
rehabilitation experts,
crisis interventionists,
coordinators with
community health
workers (CHWs), and a
mechanism to
coordinate with other
associated
departments at the
district hospitall

At the civil surgeon'’s
office:

o One deputy civil
surgeon (for mental
health)

o0 One medicall
officer in mental
health as mental
health coordinator

At Upazila level
hospitals:

o Two medicall
officers for mental
health

o Two
psychologists/couns
ellors

o Two nurses trained
in mental health

Provide training in
mental health and
psychosocial services
for junior consultants in
medicine, pediatrics,
gynecology and
obstetrics, as well as
surgery

NATIONAL MENTAL HEALTH STRATEGIC PLAN 2020-2030

Mental health
aspects
incorporated in
5th Five-year plan
of GoB

Posts created and
reporting on
district level
mental health
activity begun

No. of posts
created and
personnel
deployed

No. of personnel
trained




At union level health
facilities:

o SACMOs/family
welfare assistants
trained in MHPSS

o Two community
mental health
service organizers
(psychology/social
science based)
trained in MHPSS
and Psychological
First Aid

Train Girls Guides and
Boy Scouts in MHPSS

Promote mental health,
preventive activity,
awareness creation,
screening,
identification, referral
and reporting through
ECD monitoring,
parenting skill training
programme, geriatric
mental health care,
and collaboration with
schools in community
mental health activities
and suicide prevention

NIMH At community and field
level:

o Orient and train
CHCPs, health
assistants, health
inspectors, family
welfare assistants,
and MHVs in mental
health

o Promote mental
health, SBCC,
preventive activity,
awareness creation,
screening,
identification,
referral and
reporting through
ECD monitoring, care
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I
DGHS, MoHFW | NIMH

BAP
BACAMH
BCPS
BECPS
Bangladesh
Pediatric

Association
(BPA)

Expert
organizations
with proven
experience

I
DGHS, MoHFW | NIMH

BAP
BACAMH
BCPS
BECPS

Access to
Information
(a2i)
programme

Expert
organizations
with proven
experience

of children with
NDDs, parenting skill
training programme,
geriatric mental
health care,
collaboration with
schools and
community mental
health activities,
documentation and
reporting

Develop standard
operating procedures
(SOPs) for mental
health service delivery
for different types of
mental health service
providers including
pharmacological and
nonpharmacological
interventions from
medical college
hospitals and district
hospitals, following
internationally
recognized
research-based criteria
(such as ICD and
Diagnostic and
Statistical Manual of
Mental Disorders
(DSM-5)

Develop/update
training modules for
different types of
mental health service
providers

E-training with
multi-modal methods
using the digital
platform and
development of
e-learning modules on
geriatric mental health,
substance use disorder,
child and adolescent
mental health, mental
health of women,
perinatal mental health

Required

Required

SOPs for mentall
health developed
on
pharmacological
and
nonpharmacologi
cal interventions
to be delivered
from medical
college hospitals
and district
hospitals

Comprehensive
mental health
training modules
both printed and
e-versions
developed or
updated for
different types of
mental health
service providers
at medical college
hospitals and
district hospitals

Digital/online
training platforms
with competency
assessment for

GoB/RPA
/DPA

GoB/RPA
/DPA
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care, suicide skill based mental
prevention, ECD health training
developed or
updated for
different types of
mental health
service providers
at medical college
hospitals and
district hospitals
7 5 i J __J |
Update existing
training materials
Develop guidelines
and SOPs (covering a
one-year period) for all
levels of mental health
services
7 5 i J __J |
DGHS, MoHFW | NIMH Establish inpatient, No. of private GoB/RPA
outpatient and hospitals and /DPA
BAP community-based clinics with
services through outpatient and “GoB will
BACAMH psychiatry and clinical community based | ncentivize
f the private
psychology and psychiatry sector and
BCPS departments in all and clinical funds
private medical psychology unit as | gjocated will
college hospitals with per SOPs (50% by | be
necessary human 2025) monitored
resources, beds and and
equipment as per evaluated for
guidelines and SOPs transparency
7 i J _J |
NCDC Undertake independent | Required Evaluation of SBK | GoB/RPA
evaluation of SBK using programme /DPA
HSM, DGHS standard validated executed, report
tools (service availability disseminated and
Expert and readiness SBK programme
organizations | assessment) to redesigned
with proven re-design the
experience programme as per the
findings/situation
BAP analysis
. 7 _J |
BACAMH
Develop SOPs for SBK or| Required SOPs for SBK GoB/RPA
BCPS recommendation to developed, /DPA
integrate the services in approved and
BECPS the proposed mental disseminated
health service model (as
proposed in the NMHSP)
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Ensure physical set up
of SBK by HSM, DGHS
and coordination and
integration of SBK
services to mental
health services and
services provided by
MoSW and or MOWCA

Monitor programmatic
aspect of SBK by
NCDC/mental health
programme of DGHS

Required

Undertake necessary
administrative process
to ensure funding for
SBKs from review
budget including
salary and benefits for
staff

Required

Undertake nationwide
mapping for SBKs to
establish them in all
strategic locations of
the country (district
hospitals, public and
private medical
college hospitals) as
per national
guidelines/SOPs

Required

Establish SBKs in all
district hospitals/
medical college
hospitals/other facility
as per mapping and
SOPs

Incorporate all SBKs into
planned mental health
services in collaboration
with Maternal, Neonatal
and Child Health (MNCH)
and absorb existing
human resources within
the new system

Required

HSM, DGHS
ensured physical
set up of all SBKs

Reports on
quarterly
monitoring visits of
SBKs by PM/DPM
of NCDC/mental
health programme
of DGHS

SBK programme
(human resources,
commodities,
infrastructure)
funded from
review budget
and reflected in
NCDC operational
plan, HPNSP

Mapping exercise
on SBKs
conducted as
recommended
nationwide with
equitable
coverage of SBK

SBKs set up in the
entire country as
per mapping and
SOPs

GoB/RPA
/DPA

GoB/RPA
/DPA

GoB/RPA

GoB/RPA
/DPA

GoB

NATIONAL MENTAL HEALTH STRATEGIC PLAN 2020-2030



Community
Based Mental
Health Care

DGHS

DGHS

NIMH
Community
Based Health
Care (CBHC)
NIMH

WHO

BAP

BACAMH
BCPS

BECPS

Expert
organizations

with proven
experience

Develop SOPs for
community-/primary
health care-based
mental health services
from UHC, UHFWC,
community centres
and the community

Update/develop/
harmonize
competency-based
training modules (both
printed and e-versions)

Develop digital/
web-based learning
platform for the same
content for
community-/primary
health care-based
mental health services
(pharmacological and
nonpharmacological)
for UHCs, UHFWCs,
community centres
and the community

Required

Required

Provide training for
medical officers, senior
staff nurses, SACMOs,
family welfare visitors,
CHCPs, health
assistants and family
welfare assistants,
MHVs, NGO-CHWs

Required

SOPs on
community-/prim
ary health
care-based
mental health
services
developed and
endorsed

No. of training
modules for
community-/prim
ary health
care-based
mental health
services for UHC,
UHFWC,
community
centres and home

Applications/digit
al/web-based
learning platforms
with pre-specified
competency
check for
community/primar
y health care
compliant mental
health services
(pharmacological
and
nonpharmacologi
cal) for UHCs,
UHFWCs,
community
centres and the
community

No. of frontline
staff trained on
mental health and
passed the
competency test

GoB

GoB/RPA
/DPA
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DGHS

DGHS

DGHS

NIMH
HSM/BAP
WHO

azi

Ministry of
Information
(Mol)

Expert
organizations

with proven
experience

I
NIMH

NCDC

a2i
Shuchona
BAP
BACAMH
CBHC
DGHS
BCPS

BECPS

NMNCC
members

Department of
Primary and

Develop an electronic
register to create,
record and report
mental health profiles
of the population

Develop standard
identification,
treatment and
counselling protocols
for common mental
conditions

Develop referral and
back-referral
guidelines, and
establish referral
systems between
primary, secondary
and tertiary health
care levels

Develop orientation
modules (print,
e-version, app-based)
for CHWs and MHVs to
carry out domiciliary
follow-up service of
people with mental
health conditions

Orient CHWSs and
MHVs to carry out
domiciliary follow up
service for mental
health conditions

Required

Required

Required

Domiciliary follow up
service of people with
medical health
conditions, CHWs and
MHVs

Required

Establish
interdisciplinary
community mental
health teams (health,
education, women

Required

Electronic
database
established

Availability of
identification and
management
guidelines on
mental health

Availability of
referral guidelines
on mental health

Availability of
Orientation
module (print,
e-version, apps
based) for CHWs
and MHVs to carry
out domiciliary
follow up of
people with
mental health
conditions

No. of CHWs and
MHVs to carry out
domiciliary follow
up of people with
mental health
conditions

No. of persons
having mental
iliness visited by
CHWSs/MHVs

Guidelines and
tools developed

Guidelines and
tools implemented

GoB/RPA
/DPA

GoB/RPA
/DPA

GoB/RPA
/DPA

GoB/RPA
/DPA

GoB/RPA
/DPA
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Mass affairs, social welfare,
Education MoE | LGED) deploying
members from MNCC
LGED at district and Upazila
levels to provide
tailored mental health
and social support for
people with mental
disorders and their
families/caregivers in
the community by
developing guidelines,
collaborative
mechanisms,
assessment tools and
reporting tools for
managing cases

To collaborate with
MoWCA for the mental
health and
psychosocial support
for gender-based
violence.

Mental health fair held
once a year for mental
health promotion and
prevention

Service delivery through other sectors (MoE, MoPME, MoOWCA, MoSW)
1P 7 |

MoE o One
education/school
psychologist/school
counsellor at each
Upazila

|
i

o Two teachers
(preferably one male
and one female)
trained on MHPSS at
each school; the
number of teachers
trained should be
based on the number
of students

Administrative
accountability at each
Upazila:

The psychologist/
school counsellor will
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work in collaboration
with the Upazila
Education Office

At city corporation and
divisional
headquarters and
district headquarters,
the psychologist/
school counsellor will
be deployed
according to the
requirements of
schools

Identify technicall
supervisors (i.e., with
relevant expertise; this
can be done by
academic institutes)
for psychologists in
schools

Establish school
mental health/
psychosocial services
with the help of
education officers,
psychologists/school
counsellors (the job aid
and training needs will
be defined)

Establish mental health
services in tertiary
education (such as at
university, college)

Ensure referral to
MoHFW and also
training and report
sharing

Administrative
accountability to
MoE/MoPME officers:

Emphasize
psychosocial/mental
well-being for
nonformal education,
marginalized children,
orphanages, NGO-run
schools, religious
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MoSW

MoWCA

DGHS

BCPS

BAP

DGHS

I
DGHS
BCPS
BECPS

institutes, shelter
homes

Develop guidelines for
mental health care in
those settings and
deploy psychologists

Ensure mental health
and behavioural
services coordination
and governance at
division and district
level schools

Strengthen and
maintain RTCC at
medical college
hospitals to provide
quality psychotherapy
to those in need,
children and
adolescents; gradually
expand services to the
adult population

Ensure that posts of
one trained
psychologist and one
psychosocial counsellor
in eight medical
college hospitals are
funded from revenue
budget for
sustainability

Conduct regular liaison
for service coordination
between the psychiatry
department of the
medical college
hospital and RTCC of
MoWCA

Standardize training for
the operators to
improve the quality of
initial crisis support to

Required

Required

Required

Required

Record of gender,
ages and kind of
issues, diagnosis
received,
interventions
provided including
follow-up and
management plan

16 clinical
psychologists and
counsellor posts
are funded from
revenue budget

Service
coordination
between the
psychiatry
department of the
medical college
hospital and RTCC
of MOWCA
discussed in
NMNCC

No. of calll
operators trained
in online
counselling/

Developme
nt/revenue
budget of
MoWCA,
MoSW

Revenue
budget of
MoWCA,
MoSW

NA

Developme
nt/revenue
budget of
MoWCA
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MoWCA

MoSW

DGHS

NGOs

CBOs

WHO

DGHS

BECPS

BCPS

WHO

mentally vulnerable
people through the
"RTCC Call Centre"of
MoWCA

Develop modules,
guidelines and SOPs
for an organized
mental
health/psychosocial
support team through
public—private
partnership

Form an organized
mental health
psychosocial support
team through
public—private
partnership

Required

Conduct 4Ws service
mapping and
undertake
independent reviews
of the current situation
of psychosocial
support/counselling in
all MoSW-supported
institutions

Required

Recruit psychologists/
counsellors (male and
female) in all (now 95)
MoSW-supported
institutions with
well-defined job
descriptions, as per
recommendations from
the assessment

+ Update and scale up
child/adolescent
development centres
(former juvenile jail) as
child/adolescent
development support
and training centres

+ Update and scale up
training and
rehabilitation centres

Required

Psychological First
Aid and referral

Modules,
guidelines and
SOPs for the
organized mental
health
psychosocial
support team
through
public—private
partnership
developed and in
operation

Record of those
who have
received services
I

Four W service
mapping in place
and continuous
updating

Review report

Psychologist/coun
sellor (male and
female) posts
created and
recruitments done
for all
MoSW-supported
institutions

From
respective
governmen
t and
nongovern
ment
agencies

Developme
nt/
revenue
budget of
MoSW

Developme
nt/
revenue
budget of
MoSW
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Design and implement e-mental health services in a primary health care setting through direct

for mentally disabled
children

- Fix standard criteria
and strengthen all
Shishu Paribars

Provide training and
refresher courses to
psychologists to
render quality
psychotherapy to
various categories of
children/adolescents

Provide quality
psychotherapy or
counselling to
children/adolescents
who reside in
MoSW-supported
institutions

web-based consultation/video conference

BAP

BACAMH

BCPS

MIS

WHO

Integrate mental
health in the
MoHFW/WHO digital
health strategy

Strengthen existing
tele-counselling/
tele-medicine/emotio
nal support
helplines/suicide
prevention helplines in
collaboration with the
government

Required

Required

No. of staff being
trained on
psychotherapy/
supportive
counselling

Fix standard
criteria for service
settings of and
service delivery at
Shishu Paribars

No. receiving
counselling/
psychotherapy (by
gender, type of
therapy and
consistency in
treatment
participation)

Care needs to be
taken so that
recurring care
receivers are not
counted as new
clients but recurring
clients

Mental health
addressed and
incorporated in
the WHO digitall
health strategy

Developme
nt /
revenue
budget of
MoSW

Developme
nt /
revenue
budget of
MoSW

GoB/
RPA/DPA
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ii) Support the
recovery
process of
people
suffering from
mental health
conditions
through
familial, social
and
institutional
rehabilitation

DGHS NMNCC

I
DGHS NMNCC

Neuro-Develop
mental
Disability
Protection
Trust, MoSW

Relevant
government
organizations
and NGO
entities (such
as Centre for
the
Rehabilitation
of the
Paralysed
(CRP))

Focal points
from relevant
ministries
under NMNCC

MoHFW

NMNCC

Design an innovative
e-mental health
services model through
public-private
partnership (integrate
mental health/
Psychological First Aid
with existing health
services)

Provide quality
e-mental health
services via e-learning
platforms for capacity
building

Strengthen and
expand rehabilitation
services through
government (i.e. social
welfare, home affairs)
and private sectors (i.e.
CRP) and establish
linkages with social
protection schemes

Required

Review existing social
protection schemes to
support rehabilitation
and advocate with
relevant ministries to
include people with
mental illnesses as
beneficiaries in social
protection schemes to
support rehabilitation

Required

Strengthen the
Neuro-Developmental
Disability Protection
Trust initiative to
create job
opportunities for
people with mental
illnesses in
collaboration with
International Labour
Organization and
private sectors

Required

e-mental health
services model
developed

No. receiving
online counselling/
psychotherapy/
Psychological First
Aid
—

No. of people with
mental health
conditions
receiving support
from social
protection
schemes to
support
rehabilitation

No. of jobs
created for
people with NDDs

Relevant
ministries

GoB/ RPA/
DPA

Neuro-Dev
elopmental
Disability
Protection
Trust,
MoSW
revenue/
developme
nt budget
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MoHFW

MoHFW

iii) Provide MoDM
mental health
and
psychosocial
support to
survivors of
disaster,
trauma and
humanitarian
emergencies

Expert
organizations
with proven
expertise

Community
based
organizations

Narcotics/
Alcohol
Anonymous

I
NMNCC
members

MoYS

IOM

I
MoHFW

WHO

United Nations
Refugee
Agency
(UNHCR)

Expert
organizations
with proven
experience

IOM

Conduct parental
training and establish
self-help groups

Develop modules/
guidelines/ SOPs for
parental training and
self-help groups

Conduct awareness
building programmes

Raise awareness on
the benefits of
reintegration into the
workplace

Promote mental health
promotion and risk
reduction as well as
protective activities
(such as
entertainment/
hobby/job/ sports)
through relevant
sectors to prevent
relapse of mental
health conditions

Institutionalize MHPSS
and Psychological First
Aid in all emergencies
and national disaster
management and
planning during
preparedness,
response and recovery
phases

Incorporation of
MHPSS in its disaster
management policy,
plans and programmes
by the national
disaster management
authority in
collaboration with
MoHFW

Required

Required

NA

NA

No. of trainings
organized for
parents

No. of self-help
groups
established

No. of initiatives
by other sectors
to promote
mental health and
prevent relapse of
mental health
conditions
established

MHPSS
institutionalized in
all emergencies
and national
disaster
management and
planning

MHPSS
incorporated in
disaster
management
policy, plans and
programmes

GoB/RPA/
PA

GoB/RPA/
PA

NA

NA
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iv) Ensure
availability of
psychotropic
drugs in the
health care
service centres

DGHS

I
Directorate
General of
Drug
Administration
MoHFW

WHO

NIMH

BAP

Build capacity of crisis
responders through
the CPMMH training
(training-of-trainers,
master training,
advanced training,
foundation training) as
per approved training
module

Specify criteria for
selecting a trainee

Maintain database of
crisis responders, team
leaders and crisis
management as per
agreed template of
MoDMR

Prepare a list of
essential psychotropic
drugs/name of generic
psychotropic drugs in
accordance with
international guidelines
(WHO model list of
essential medicines
and WHO mhGAP
Intervention Guide)

Include essential
psychotropic drugs in
the essential medicines
list

Forecast/project
regular procurement
and supply of
psychotropic drugs, for
targeted facilities

Ensure supply of
psychotropic drugs at
primary, secondary
and tertiary level of
health care services

Required

NA

Required

Required

Required

Document and report
to the Logistics
Management

Required

No. of persons Revenue/

receiving training | developme

for crisis nt budget

responders, of MoDM

foundation

training,

advanced training

and master

training on

CPMMH

. J |

Database of crisis | NA

responders, team

leaders and crisis

management

developed and

updated

. J |

List of essential GoB/RPA/

psychotropic DPA

drugs prepared

. J |

Reports on GoB/RPA/

psychotropic DPA

medicine

availability in

DHIS2

. J |

Medicine audit GoB/RPA/

report including DPA

that of

psychotropic

drugs prepared

. J |
GoB/RPA/
DPA
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v) Give
special
attention to
social-emotio
nal and
communication
development
in the early
years, early
childhood
development
[cognitive,
language
student
centred
learning] to
children and
adolescents
with mental
health
conditions
and
neurodevelop
mental
disabilities

vi) Enhance
availability
and equitable
distribution of
skilled human
resources for
quality mental
health
services

DGHS

MoHFW

MoE

MoPME

Shuchona

BACAMH

BCPS

BECPS

MoWCA

MoSW

MoE

MoPME

MoPA

MoF

Information System of
the DGHS on
availability (and
shortages) of
necessary medicines
for mental disorders

To address autism and
other NDDs: Refer to
the National Strategic
Plan for NDDs
(NSPNDD) 2016-2021
for a detailed action
plan.

Develop, endorse,
implement and monitor
strategic plan on
childhood and
adolescent nonNDD
mental health issues
including process
addiction, behavioural
addiction, mental
health in school,
self-harm/suicide
prevention, and
responsible use of the
Internet

Estimate mental health
care workforce needs
and implement a
strategy for
developing and
retaining human
resources

Build capacity to
deliver mental health
and psychological
services in community
clinics, UHFWCs, UHCs,
district hospitals and
tertiary hospitals

Required

Required

Required

Strategic plan
developed and
endorsed on
nonNDD mental
health issues
including process
addiction,
behavioural
addiction, mental
health in school,
self-harm/suicide
prevention, and
responsible use of
the Internet

Projection for
mental health
workforce needs
undertaken

Strategy/SOPs for
deployment,
retention and
capacity building
for mental health
service delivery
within the health
sector workforce
developed and
implemented

GoB/RPA/
DPA from
MoHFW
and
relevant
ministries
as per
NSPNDD
2016-2021

GoB/RPA/
DPA

GoB/DPA/
RPA
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MoHFW

MoHFW

MoWCA

MoSW

MoE

MoPME

MoPA

MoF

Develop and
implement a strategy
for projection of
mental health care
workforce, building
and retaining human
resource capacity to
deliver mental health
and psychological
services through
nonhealth sectors
(such as MoE,MoWCA,
MoHA, MoSW)

Develop clear job
descriptions for all
workforce categories
providing psychosocial
well-being services
including clear
guidance on
authorities of scopes
of practice (such as
screening, diagnosis,
treatment, prescribing)

Develop human
resource development
plan, with clear
guidance on
recruitment, hiring and
deployment processes
and career
development
opportunities for
psychiatrists and other
mental health
workforce

Recruit and deploy
newly created
positions

One psychiatrist each
at district hospitals

Psychologists,
social-workers at
medical college
hospitals and district
hospitals

Required

Required

Required

Required

Strategy for
capacity building,
deployment and
retention of
mental health
workforce through
nonhealth sectors
(such as MoE,
MoPME, MoWCA,
MoSW) developed
and implemented

Job description
for all mental
health workforce
categories
including regular
competency
checks available

Guideline on
recruitment, hiring
and deployment
processes and
career
development
opportunities for
psychiatrists and
other mental
health workforce
in place

One psychiatrist
at each district
hospital;
psychologists and
social workers at
medical college
hospitals and
district hospitals;

occupational
therapist at
medical college
hospitals;

GoB/RPA/
DPA of
MoHFW
and
relevant
ministries

GoB/RPA/
DPA

GoB/RPA/
DPA of
MoHFW
and
relevant
ministries

GoB/RPA/
DPA of
MoHFW
and
relevant
ministries
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MoHFW

I
BAP

BCPS
BECPS
BSMMU

University of
Dhaka (DU)

Medical
college
hospital

Public
universities

Occupational
therapists at medical
college hospitals

Counselling
psychologists/social
workers at UHCs as per
the human resources
strategy

Design and implement
courses for
occupational therapy

Develop/update
training modules/
materials for training of
nonspecialist health
workers, and nonhealth
workers (such as social
workers, teachers,
families, community
members) including for
nongovernment service
providers to meet the
expected standards
and comply with
regulations

Develop or update the
training module to train
primary health care
workers, general
physicians, nurses,
subassistant
community medical
officers, community
health care providers

Strengthen the
capacity of NIMH and
BSMMU and DU as
centres of excellence
(for human resources,
budget, logistics and
supplies)

Required

Required

Required

Establish regional
resource hubs in eight
divisional medicall

Required

counselling
psychologists/soci
al workers at
UHCs are
recruited and
deployed as per
the human
resources strategy
on mental health

Training modules/
materials for
training of
nonspecialist
health workers,
and nonhealth
workers (such as
social workers,
teachers, families,
community
members)
including for
nongovernment
service providers
developed

Training module to
train primary
health care
workers, general
physicians, nurses,
subassistant
community
medical officers,
community health
care providers
developed

NIMH, BSMMU and
DU strengthened
as centres of
excellence as per
WHO and global
standards

Regional resource
hubs established
in eight divisional

GoB/RPA/
DPA

GoB/RPA/
DPA

GoB/RPA/
DPA

GoB/RPA/
DPA
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vii) Update
the academic
curriculum on
mental health
and
substance
abuse

MoHFW

MoHFW

MoE

I
BMDC

BCPS

NIMH

CME (Center
for Medical
Education)
BMDC
BSMMU

DNC

college hospitals and
public universities to
decentralize capacity
building on mental
health

Emphasize on
professional ethics and
required supervision
through continuous
professional
development

Develop an
accreditation board
for academic and
clinical programmes:

» Licensure from
accredited institutions

+ Programme and
course evaluations

* Integration of existing
academic associations

+ Grandfathering

Prepare guidelines for
supervision of private
practitioners and NGO
workers who are
providing mental
health services

Address, reinforce and
update mental health
content of
undergraduate
medical curriculum
(MBBS, nursing),
including substance
dependence issues as
a major subject of
medicine in the
undergraduate
medical curriculum and
increase clinical
placement for students
and intern doctors

NATIONAL MENTAL HEALTH STRATEGIC PLAN 2020-2030

medical college
hospitals and
public universities
to decentralize
capacity building
on mental health

Specialized
curriculum on
mental health,
substance
dependence and
addiction in
psychiatry
programmes
incorporated in
undergraduate
medical curriculum
(MBBS)




BCPS
BPA
BECPS
DU

Other public
universities

Review the
undergraduate medical
curriculum with special
emphasis on mental
health and behavioural
sciences

Ensure one mandatory
board on psychiatry
and behavioural science
in final professionall
examination

Review, update and
standardize
postgraduate curriculum
on fellowship (MD, FCPS)
along with increasing the!
number of postgraduate
training institutions

Design and implement
diploma course on
psychiatry including
substance use and an
academic course on
psychiatric nursing along
with increasing the
number of postgraduate
institutions

Review, update and
standardize the
curriculum and ensure
that it is inclusive of
mental health and
psychosocial support for
clinical, education and
counselling psychology,

Required

Required

Required

MD and FCPS
curriculum
reviewed,
updated and
standardized as
per WHO
standard

Record and
registration of
institutions
providing
postgraduation
(MD/FCPS)
increased

One-year diploma
course on
substance
dependence
treatment
specialization for
mental health
experts in place

Academic courses
for nurses on
mental health
designed and
implemented

Curriculum of
psychology,
clinical, education
and counselling
psychology,
industrial and
organizational
psychology as well

GoB/RPA/
DPA

GoB/RPA/
DPA

GoB/RPA/
DPA
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as well as clinical social
work and increase the
number of faculties to
meet the target of
mental health
workforce for
Bangladesh

Designated ministries
should suggest a
competency
framework

as clinical social
work reviewed
and standardized

prevention, on harm reduction, multisectoral
treatment demand reduction and activities on harm
and supply reduction of reduction,
rehabilitation substance demand reduction
process and supply
reduction of
substance

viii) Address NDC, MoHA DGHS Establish/revitalize the | Required Bi-annual meeting | GoB/
substance Steering Committee of the Steering RPA/DPA
abuse and with MoHFW, MoHA, Committee held of NDC,
addictive MoSW, MoWCA, MoE, with relevant MoHA
disorders and MoHA to coordinate ministries to

their multisectoral activities coordinate

NDC, MoHA DGHS Include psychiatrists Required Narcotics Control | GoB/

and psychologists in Act 2018 reviewed | RPA/DPA

BAP the Narcotic Control and rules revised | of NDC,
Board and updated by MoHA

BACAMH different
Review of Narcotics professional

BCPS Control Act 2018 and societies to ensure
rules by various standard

NIMH professional societies assessment,
to ensure standard treatment and

BSMMU assessment, rehabilitation
re-assessment,

NGOs detoxification, drug

addiction treatment
and rehabilitation
centre, therapeutic
community and proper
licensing of private
facilities

DGHS NDC, MoHA Develop national SOPs | Required | National SOPs GoB/RPA/
for drug addiction developed for DPA
BAP treatment/ drug addiction
rehabilitation centre treatment/
BCPS (ratio of human rehabilitation
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DGHS, MoHFW

NDC, MoHA

NDC, MoHA

BECPS

NGOs

DGHS, MoHFW

DGHS

resources -
psychologists,
psychiatrists; and
number of beds) and
national training
module for both public
and private facilities

Develop national
treatment guidelines
on drug addiction,
including referral
protocol

Ensure that it aligns
with the mhGAP
Intervention Guide -
Bangladesh version
(substance abuse)

Required

Training of service
providers/counsellors/
psychologists of alll
public and private
treatment and
rehabilitation centres

Strengthen and
expand treatment and
rehabilitation centres
at national and
subnational levels for
drug addicts following
SOPs in collaboration
with MoHA and MoHFW

Required

Conduct regular
supervision and
monitoring from health
authority to ensure
compliance to SOPs
(human resources, bed,
treatment protocol)

Emphasize monitoring
for humane treatment
of rehabilitation centre

Required

centre (ratio of
human resources -
psychologists,
psychiatrists; and
number of beds)
and national
training module
for both public
and private
facilities

National
treatment
guidelines on drug
addiction
including referral
protocol
developed and
disseminated

Treatment and
rehabilitation
centres at
national and
subnational levels
for drug addicts
following SOPs
strengthened and
expanded

Joint supervision
and monitoring of
DGHS and NDC
conducted to
ensure
compliance to
SOPs (human
resources, bed,
treatment
protocol)

GoB/RPA/
DPA

GoB/RPA/
DPA

GoB/RPA/
DPA
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ix) Provide
support
services for
caregivers of
persons with
mental health
conditions
through a
multisectoral
approach

NDC, MoHA

DGHS

DGHS

DGHS

MoWCA

DGHS

NIMH
BAP

BACAMH

BCPS

BECPS

Expert
organizations

with proven
experience

DGHS

patients and establish
a mechanism for
reporting of
malpractice

Undertake regular
research on substance
use disorders in
Bangladesh

Establish and ensure
outdoor and indoor
services for substance
users in all public and
private medical college
hospitals, district
hospitals and outdoor
services in all UHCs

Develop guidelines/
orientation modules for
caregivers of persons
with mental health
conditions (Care
Companion Program)

Provide special services
to (pharmacological
and
nonpharmacological/
counselling) caregivers
of persons with mental

Required

Required

Required

Required

Record of
research on types
of substance
dependence
services being
sought, by whom
(age, gender and
socioeconomic
status) and by
type of substance
(including alcohol)

Record of
individuals
receiving services
to reduce
substance
dependence
services from
medical college
hospitals, district
hospitals and
UHCs (data
disaggregated by
type of facility,
age, sex)

Guideline and
training module
for caregivers of
persons with
mental health
conditions (Care
Companion
Program)
developed and
disseminated to
stakeholders

Record of persons
accessing mental
health services
(data
disaggregated by
age, gender and

GoB/RPA/
DPA

GoB/RPA/
DPA

GoB/RPA/
DPA

GoB/RPA/
DPA
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Ensure
comprehensive
and integrated
mental health
services and
psychosocial
well-being at
workplace

MoWCA

MoSW

MolLG

MoHFW

health conditions
through health facilities
and MoWCA

type of services
recommended
and accessed)

Provide financiall
support/free-of-cost
medicines through
social protection
scheme of MOWCA,
MoSW (Hospital Social
Welfare) and other
ministries

Required

No. of persons
with mental health
conditions who
received social
protection
services

Incorporate industrial/
organizational
psychology/workplace
psychology into
national mental health
policies and mental
health service plan

Recruit industrial and
organizational
psychology workforce
in government and
public—private
industries/workplaces

Provide training and
courses for
strengthening mental
health service for
preventing mental
health risk related to
workplace environment

Establish employee
assistanceship
programme for
organizations through
industrial/organization
al psychologists

Strengthen capacity of
industrial/organization
al psychologists on
providing psychometric
assessment to
organizations

Incorporate artificial
intelligence and

GoB/RPA/
DPA
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behavioural insights to
provide comprehensive
mental health services

Develop guidelines and
training manuals for
mental health services
and well-being
promotion at the
workplace

Develop guidelines for
inclusive workplaces

GENERAL OBJECTIVE 3: TO IMPLEMENT STRATEGIES FOR MENTAL HEALTH
PROMOTION AND RISK REDUCTION FOR MENTAL HEALTH CONDITIONS

Mental health promotion and risk reduction can be ensured by leading and coordinating a multisectoral strategy that
combines universal and targeted interventions for promoting psychosocial well-being and preventing mental health
conditions as well as reducing discrimination and human rights violations, inclusive of specific vulnerable groups across the
lifespan. In addition to the recommended strategic priorities to promote psychosocial health among the general population
mentioned below, it aims to reduce stigma and raise awareness in enabling access to accurate information and quality
mental health services. There is an urgent need to work with medical practitioners, the education sector as well in the

workplace to eliminate stigma and create a supportive environment.

Global and corresponding national targets for General Objective 3:

80% of countries will have at least two functioning Two functioning programmes of multisectoral mental

national, multisectoral mental health promotion health promotion and prevention launched by 2025
and prevention programmes (by the year 2020).

Reduce suicide mortality rate by 10% by 2030 / \ Reduce suicide mortality rate by 5% by 2025

The four specific objectives under this general objective which are stated below:

i) Promote psychosocial well-being, prevent untreated mental health conditions, as well as enhance awareness among
families and communities to increase health seeking behaviours and reduce stigma associated with mental health
conditions.

ii) Reduce risk and incidence of suicides and attempted suicides by increasing community awareness and vigilance for
help-seeking behaviour.

ii) Promote socio-emotional communication development during early childhood and positive parenting skills (reduce
physical punishment in homes and schools).

iv) Reduce domestic violence, substance and nonsubstance use addictive behaviours (mobile, virtual and internet addiction).
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Detailed actions to achieve each of the above specific objectives

are presented below. Concerned

ministries/departments/stakeholders will include the time-frame, funding allocation and target population and prepare a

detailed micro plan to realize these activities against each of the specific objectives.

i) Promote
psychosocial
well-being,
prevent
untreated
mental health
conditions, as
well as
enhance
awareness
among
families and
communities
to increase
health
seeking
behaviours
and reduce
stigma
associated
with mental
health
conditions

DGHS, MoHFW

Mol
NMNCC
WHO
UNICEF
a2i

BAP
BACAMH
BCPS
BECPS
BHE
IEM

Behaviour
Change
Communicatio
n Working
Group

MoWCA
MoPME
MoE
BMDC

Bangladesh
Clinical Social
Worker's
Association
(BCSWA)

LGRD

National
Institute of
Local
Government

MoHA
MoSW

Develop specific
guidelines to promote
and prevent mental
health in different
sectors such as
workplace,
educational institute,
prison, juvenile
correctional institution

Conduct issue-based
research (baseline and
impact analysis)

Select target groups
focusing on child,
women, vulnerable
groups, the elderly and
persons with
disabilities

Develop appropriate
materials on mental
health, based on
community needs, and
implement in
collaboration with
trained professionals,
the local government
and stakeholders for
community
engagement

Promote mental health
in prisons and juvenile
correction institutions
by appointing
appropriately trained
mental health workers

|dentify and screen
vulnerable populations
(before they fall into
the criminal system)
who are prone to
social violence
(individual, group and
community violence)
and provide
appropriate services
for them

Required

Communication
(sBCC)
consultant/
communication
agency hired

Social and
behavioural
change campaign
to promote
psychosocial
well-being
designed,
implemented and
monitored on
social media
platforms,
television spots,
e-toolkit etc. in
place and
operational

GoB/ RPA/
DPA
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Adopt national
strategies of
preventing adverse
childhood experiences

Teachers' training at
schools on mental
health literacy

Maternal Mental
Health Literacy training
for midwifery nurses
and relevant personnel

Hire communication
(SBCC)
consultant/communic
ation agency and
mental health expert
to design the
campaign in line with
Comprehensive SBCC
Strategy for Mental
Health and Health
sector
(http://etoolkits.dghs.
gov.bd/toolkits/bangl
adesh-program-mana
gers/comprehensive-s
bcc-strategy)

Collate and review
existing SBCC
materials, campaigns,
programmes and
materials (print, online,
and electronic media,
social media) on mental
health and
psychosocial well-being

Organize workshops
with communication
experts/agencies to
identify mediums and
messages (social
media, podcast,
e-toolkit, television
spots, radio spots,
jingles) as well as
potential partners for
sensitization and
stigma reduction
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Design, implement and | Required
monitor multisectoral
social and behavioural
change campaign to
promote psychosocial
well-being, create
awareness and reduce
stigma in the

community

5 __f ____J

Graphic design, Required | IEC materials, GoB/ RPA/

printing or television/radio DPA

multiplication and spots, soap

distribution of [EC operas, jingles

materials including job and podcasts

aids developed,

I B g'sotgzg;i?e%’}d o | M—

r

Produce and Required . P GoB/ RPA/

broad di ted in mass and DPA
roadcast mass media social media

campaigns on social

media

. J | I

Monitor mass media Required GoB/ RPA/

campaigns and DPA

measure impact on
stigma, knowledge and
behaviours

Design a national
suicide prevention
programme

Advocate on gradual
decriminalization of
suicidal attempts by
amendment of the
Bangladesh Penal
Code

Make amendments to
the Mental Health Act
relating to:

- violation of persons
with mental health
conditions in the
workplace/school/
home

+ inclusion of promotion
and prevention of
mental health in the
Act
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I
BAP

BACAMH

BCPS

BECPS

* ensuring
nondisclosure rights for
mental health
professionals so that
they can maintain
patient confidentiality

Develop orientation
modules
(print/e-book/apps/di
gital learning platforms)
and video content to
sensitize and build
capacity of the health
service providers
(specialists, general
practitioners, nurses,
paramedics, CHWs) on
mental health and
psychosocial
well-being, counselling,
screening and referral

Develop orientation
modules
(print/e-book/apps/di
gital learning platforms)
and video content, to
sensitize and build
capacity of nonhealth
service providers (such
as teachers, social
workers, journalists) on
mental health and
psychosocial well-
being, counselling,
communication,
self-esteem,
motivation, coping
skills, social skills,
parenting strategies for
children with mental
health conditions and
disabilities, etc.

Skill development of
nonhealth service
professionals (such as
teachers, social
workers, journalists, law
enforcement personnel,
religious leaders, faith
healers, community

Required

Required

Availability of
orientation
module
(printed/e-book/
apps/digital
learning platform)
for health service
providers

Record of number
and frequency of
health workers
who receive the
orientation

Availability of
orientation
module
(print/e-book/ap
ps/digital learning
platforms) for
nonhealth service
professionals and
community
workers

Mental health and
psychosocial skill
integrated in
education
curriculum

Trained
teachers/counsell
ors/ social
workers/
journalists/
psychologists on
curriculum

GoB/RPA
/DPA

GoB/RPA
/DPA
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volunteers, local
government leaders,
community leaders) on
early identification of
mental health
concerns, service
options, and referral to
experts to ensure
adequate treatment
and care

Offer training on
improving
provider—patient
communication and
empathy

Integrate mental
health and
psychosocial skills in
education curriculum

Provide training and
capacity building of
teachers and
counsellors/
psychologists

Create a conducive
environment in the
workplace through
awareness raising on
psychosocial
well-being, and
establish a support
system for those
receiving treatment for
a mental health
condition (paid leave,
health insurance, task
shifting) to reduce burn
out and enhance
productivity

Organize workshops on
MHPSS including stress
management, work-life
balance, life skills and
positive workplace
environment

Required

Required

Required

Required

Module to be
developed and
disseminated to
raise awareness
to staff

Regular
awareness raising
sessions
conducted in
workplaces

GoB/RPA
/DPA

GoB/RPA
/DPA

GoB/RPA
/DPA

GoB/RPA
/DPA
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ii) Reduce risk
and incidence
of suicides
and
attempted
suicides by
increasing
community
awareness
and vigilance
for
help-seeking
behaviour

DGHS, MoHFW

Other ministries
(agriculture
and others)

Ministry of
Industry and
Ministry of
Commerce

through
NMNCC

Media

BMRC

Design staff welfare
programmes to
promote workplace
happiness, work-life
balance and
psychosocial
well-being

Promote advocacy to
include coverage for
treatment of mental
health conditions in all
health insurance
schemes by the
government and
private sectors
(medical and
nonmedical
evidence-based
treatments)

Conduct national
research studies on
suicide risk and
incidence

Develop a national
referral system to
address cases
according to the level
of severity

Develop a national
multisectoral strategy
to reduce risk and
incidence of substance
use, suicide and
attempted suicide

Develop a national
substance use and
suicide prevention

programme

Establish additional
support services for
suicide prevention
such as social
protection and rescue
services for those who
attempt suicide

Required

Required

Required

Health insurance
policies (public
and private)
include coverage
for mental health
conditions

Used data from
insurance
company payouts
for services

Conducted
baseline study on
identifying the
severity level of
cases and
provided
appropriate
mental health
support

National
multisectoral
strategy to reduce
risk and incidence
of suicide and
attempted suicide
developed,
disseminated and
to be operational
by 2021

GoB/RPA
/DPA

GoB/RPA
/DPA

GoB/RPA
/DPA
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|dentify pesticides
most commonly used
in fatal self-poisoning
and highly hazardous
pesticides used for
withdrawal

Develop/update/ado
pt orientation modules,
IEC, apps, posters,
stickers, flyers and
orient/inform farmers
and other users
through agriculture
extension workers,
CHWs, local
government and mass
media on proper use of
pesticides, withdrawal
of lethal pesticides,
availability of low-risk
alternatives and
proper storage of
pesticides

Conduct sensitization
sessions for relevant
stakeholders on the
decriminalization of
suicide
|

Organize orientation
session for farmers and
the community on the
proper usage of
pesticides, withdrawal
of lethal pesticides,
availability of low-risk
alternatives and
proper storage of
pesticides

Research on lethal
pesticides to reduce
potency; and invent
organic or low-risk
alternatives

Required

Required

Required

No. of commonly
used pesticides
for fatal
self-poisoning are
enlisted for
withdrawal

Orientation
module, [EC, apps,
posters, stickers,
flyers developed
and religious and
community
leaders oriented
through field
workers and mass
media

Record of farmers,
community and
religious leaders
trained on the
need for secure
storage and
limited access of
pesticides to
reduce risk of its
usage as d means
for suicide

Flyers developed
and distributed to
the community

Research
conducted and
disseminated on
lethal pesticides
to reduce
potency/invent
organic or low-risk
alternatives

GoB/RPA
/DPA

GoB/RPA
/DPA

GoB/RPA/
DPA
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I
BAP

BACAMH NIMH
BCPS

BECPS

NGOs
MoWCA

Civil
Registration &
Vital Statistics
(CRVS)/
MoLGRDC
MoHA

a2i

Mol

NATIONAL MENTAL HEALTH STRATEGIC PLAN

Enact and enforce
laws to restrict the use
of harmful pesticides
to reduce access to
means of suicide

Formation of a
national suicide
prevention
programme, and

gradual
decriminalization of
suicidal attempts by
amendment of the
Bangladesh Penal
Code

Adapt generic module
to country
experiences, and
conduct training for
gate keepers and
general practitioners

Strengthen existing
public helplines/calll
centres such as
Shasthya Batayan,
MoWCA National
Emergency Number —
999 and private
helplines/call centres
on suicide
prevention/mental
health counselling, and
disseminate the
numbers to the public
through mass and
social media

Develop/update
national training
modules (print and
e-learning platforms),
train call centre
operators to help
at-risk people having
suicidal ideation/
thoughts

2020-2030

Required

Required

Required

Required

No. of cases filed
to restrict the use
of harmful
pesticides

Generic module
adapted to
country
experiences and
training
conducted for
gate keepers and
general
practitioners

Record of
frequency and
types of calls
received, by
gender and age
group of callers
who received
services on mental
health/suicide
prevention

National training
module (print and
e-learning
platform) for
mental
health/suicide
prevention call
centre operators
developed

GoB/RPA
/DPA

GoB/RPA
/DPA

GoB/RPA
/DPA

GoB/RPA
/DPA




Facilitate support
group/survivor groups

Train teachers based
on WHO guidelines

Map existing services
and develop an
emergency response
and crisis team, build
their capacity and
ensure 24/7 service
through public—private
partnership

Required

Establish a national
suicide registry in
collaboration with
CRVS, local
government (Union
Parishads,
municipalities) and
home affairs

Maintain a registry of
deliberate self-harm
and suicide; produce
annual suicide
statistics including
data from MIS/DGHS

Required

Initiate active
surveillance for suicide
monitoring and log
records disaggregated
by facility, sex, age
and other relevant
variables, and collect
data on human risk
assessments

Required

Record of cases
that call centre
operators receive
by age, gender, as
well as kind of
concerns brought
up that could be
placed under
broad categories
and used for
future training

needs
I
Crisis team
members

deployed (gender
and function
performed)
Ongoing record of
how many
occasions crisis
teams were
deployed, and the
types of crisis
situations
I
National Suicide
Registry
established and
operational
I
Active surveillance
system for suicide
monitoring
established and
operational

GoB/RPA
/DPA

GoB/RPA
/DPA

GoB/RPA
/DPA
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iii) Promote MoHFW
socio -
emotional
communication
development
during early
childhood and
positive
parenting skills
(reduce
physical
punishment in
homes and
schools)

MoE

MoSW
UNICEF
MoLGRDC
Institute For
Peadiatric
Neurodisorder

and Autism

Dhaka Shishu
Hospital

NIMH

Dhaka
university

NGOs
CBOs
Parents

groups/
associations

Adopt and translate
WHO media guidelines
(Bengali) for
responsible reporting
on suicide and
disseminate to
journalists and other
stakeholders

Harmonize and
strengthen existing
ECD programmes
(social emotional
communication,
language, cognitive
etc.) by different
ministries, divisions and
NGOs

Required

Required

Build capacity of
CHWs, teachers,
opinion and religious
leaders, adolescent
peer leaders, as well
as caregivers in health,
education and other
sectors, addressing:

+ Geriatric mental
conditions

- Woman mental
health

+ Perinatal mental
health care services

+ Prevention of child
abuse and neglect

Required

Integrate, implement
and upscale the
comprehensive ECD
programme through all
sectors (public and
private)

Design and develop
standard adaptable
ECD protocol for
health service
providers and another
child development
programme

Required

Bangla guideline
developed for
responsible
reporting on
suicide

No. of harmonized
ECD programmes
implemented and
monitored by
different ministries,
departments and
NGOs

GoB/RPA
/DPA

GoB/RPA/
DPA from
different
ministries
and NGOs

GoB/RPA/
DPA

GoB/RPA/
DPA
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iv) Reduce
domestic
violence,
substance and
non-substance
use addictive
behaviours
(mobile, virtual
and internet
addiction)

DGHS
MOHFW

MOWCA
MOSW
MOHA
MOI
MOYS

Conduct qualitative
study in assessing the
community needs to
address violence

Provide appropriately
trained family
therapists to address
family crisis, mitigating
in separation/divorce
and ensuring
appropriate referrals in
case of severe cases
(in collaboration with
local government
authorities)

Develop national level
opportunities to
provide couples
counseling in
collaboration with the
local government and
expert service
providers

Provide training to the
service providers who
are working with the
substance use group

Development of
appropriate tools and
guidelines

NATIONAL MENTAL HEALTH STRATEGIC PLAN 2020-2030

Different
dimensions of
psychosocial
violence are
explored and
interventions are
formulated
accordingly

|dentification of
tools

Selection of
professionals
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GENERAL OBJECTIVE 4: TO STRENGTHEN INFORMATION SYSTEMS,
MONITORING, IMPLEMENTATION AND RESEARCH FOR MENTAL HEALTH

It is essential to integrate data on mental health services accessed, into the routine health information system (i.e.
DHIS2). Data should be disaggregated by gender, age, services accessed, specialists and diagnosis received,
including attempted self-harm and suicide wherever indicated, and satisfaction of services from the end users. The
focus of the data should be to: improve support provided by the MoHFW, gather evidence for better decision
making, review mental health service delivery, and study the impact of promotion and prevention strategies
implemented. Research on effectiveness and scalability of innovative models of care should also be conducted
incrementally to optimize potential of mass scalability and sustainability. All research should be informative and help
improve the services and programmes being supported by the government.

Global and corresponding national targets for General Objective 4:

80% of countries will be routinely collecting and

Core set of identified and agreed mental health
reporting at least a core set of mental health indicators routinely collected and reported every two
indicators every two years through their national years from 2020 onwards
health and social information systems (by the year

2020)

Core mental health indicators include those relating to specified targets of the NMHSP, together with other essential
indicators of health and social system actions (such as training and human resource levels, availability of
psychotropic medicines, admissions to hospitals). The data will be disaggregated by sex and age groups. National
mental health surveys will be conducted to complement real-time data from routine information systems (i.e. DHIS2).
There are three specific objectives under this general objective:

i) Strengthen routine information systems, monitoring and supervision for mental health
ii) Promote evidence generation and research

iii) Disseminate and utilize research data and findings.

i) Strengthen | DGHS, MoHFW Establish a central Required Core set of GoB/RPA
routine mental health research indicators on /DPA
information NCDC BSMMU body that will mental health
systems, MIS National coordinate and identified
monitoring lati showcase research
and HSM Population being conducted
supervision for Res_egrch and nationwide
mental health | CBHC Training
Institute
DGFP (NIPORT)

NATIONAL MENTAL HEALTH STRATEGIC PLAN 2020-2030




Bangladesh
Bureau of
Statistics (BBS)

MoE

NIMH

MoWCA MoSW
MoHA

National
Institute of
Preventive and
Social
Medicine
(NIPSOM)

NIPORT

Relevant
academic
institutes

|dentify core set of
mental health
indicators (including
well-being indicators)
for routine MIS/DHIS2

Recommended criteria
of well-being
indicators:

+ Behaviour — in family,
and with colleagues

* Involvement in daily
life (work/home)

- Self-care

* Social engagement/
participation

+ Sleep pattern
* Eating pattern
Coping skills
1. External support
+ Relationships
* Friends
« Spiritual leaders
* Internal skills
* Belief/religion

- Attitude

Strengthen MIS for
mental health
including substance
abuse and suicide,
integrate key variables
related to mental
health conditions and
mental health services
(segregated by age
and sex) in DHIS2 and
feed into mental
health dashboard, and
national suicide
registry

NATIONAL MENTAL HEALTH STRATEGIC PLAN 2020-2030

Required

Mental health
conditions
including suicide,
substance abuse
and related
mental health
service indicators
(data segregated
by age and sex)
for mental health
displayed in DHIS2

Mental Health
DashBoard
created in DHIS2

GoB/
RPA/DPA




Establish a national
synchronized data
keeping/tracking
system among training
institutions and service
providers

Provide training on
new mental health
indicators related to
DHIS2 (including MIS)
and build capacity of
health managers,
statisticians, service
providers and other
relevant persons

Enter real-time data
from primary,
secondary and tertiary
health facilities, as well
as nonhealth sectors
such as MoWCA and
MoSW, and private
sectors/practitioners

Build capacity to
institutionalize the
system for regular
quality data collection,
data analysis,
reporting/documentati
on and effective
feedback mechanism
to respective facilities
and inform service
planning at all service
levels

Develop and utilize
standardized
validated tools for
screening, assessment,
diagnosis and
evaluation of mental
health conditions

Required

Required

Required

Required

No. of orientation
trainings
conducted

Key mental health
indicators
reported in DHIS2
from all levels of
health and other
sectors including
private sector

No. of health
managers, service
providers and
relevant persons
trained on data
collection method,
data analysis,
reporting and
feedback

Standardized and
validated tools for
screening,
assessment,
diagnosis and
evaluation of
mental health
conditions
developed and
operational at all
levels in public
and private
sectors

GoB/
RPA/DPA

GoB/
RPA/DPA

GoB/
RPA/DPA

GoB/
RPA/DPA
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ii) Promote
evidence
generation
and research

Health Service
Division

Autism & NDD
CellNCDC

NIMH

DGHS

I
BSMMU,

Relevant
academic and
research
institutes
NIPSOM
NIPORT

BBS

BMRC

DGHS

Conduct and
strengthen regular
monitoring and
supervision activities

Develop a
comprehensive
supervision and
monitoring checklist on
mental health for
different levels of the
health system for
regular monitoring and
supervision

Conduct national level
surveys, as well as
surveillance and
operations research for
priority mental health
issues in consultation
with all stakeholders

Prioritize research that
is focused on the basic
components of the
consolidated
framework of
implementation
(prevalence and
evidence generating
research should be less
prioritized)

Publish and
disseminate reports

Establish and
strengthen an
institutional ethical
review committee on
mental health
research, survey and
surveillance

NATIONAL MENTAL HEALTH STRATEGIC PLAN 2020-2030

Required

Required

Required

Required

4/5 item checklist
developed for
neurosis/psychosi
s for primary
health care
workers

No. of monitoring
and supervision
visits

Comprehensive
supervision and
monitoring
checklist on
mental health
developed and
operational

Priority national
level research
programmes on
mental health
enlisted in
consultation with
relevant
stakeholders

No. of reports
published

Independent
ethical review
committee on
mental health
research, survey
and surveillance
established and
functional

GoB/
RPA/DPA

GoB/
RPA/DPA

GoB/
RPA/DPA

GoB/
RPA/DPA




Provide skill building on
mental health research

Provide skill building on
mental health research

Strengthen
collaboration between
universities, institutes,
teaching hospitals and
health services in the
field of mental health
research

Conduct regular
national mental health
surveys (at least after
every five years)

Ensure that advocacy
includes key mental
health indicators in
national
population-based
surveys and estimates
like Demographic and
Health Survey, MICS,
Sample Vital
Registration Statistics
and Utilization and
Essential Service
Delivery

Required

I
Required

Required

|
Required

I
Required

No. of trainings
conducted

No. of persons
trained

No. and quality of
new research on
mental health by
NIMH, BSMMU and
public university
following training
on conducting
mental health
research

No. of
collaborative
activities
conducted

Progress on
activities based
on notes from
meetings
conducted

Periodic surveys
conducted to
measure attitudes
and behavioural
changes
regarding
perception on
mental health

National Mental
Health Survey
conducted in 2014
and 2029

No. of workshops/
collaboration
meetings
conducted

Core set of mental
health indicators
included and
reported through
national surveys
and estimates

GoB/RPA/

PA
I
GoB/RPA/
PA
I

GoB/RPA/
PA

GoB/RPA/
PA

GoB/RPA/
PA
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iii) Disseminate
and utilize
research data
and findings

DGHS, MoHFW

Institute of
Epidemiology
Disease Control
and Research

I
BSMMU

Relevant
academic and
research
institutes

NIPSOM
NIPORT

Central Drug
Addiction
Treatment
Centre
(CDATC)

Develop/adapt/scale
innovative
community-/family-ba
sed mental health
service model,
including but not
limited to half-way
homes, domiciliary
services, day care
system and services for
children, adolescents,
elderly and vulnerable
population in selected
sites; and measure the
effectiveness,
scalability,
adaptability and
compliance

Publish reports and
disseminate results

Strengthen and
develop a national
research repository
(online and offline)
accessible to all
stakeholders

Utilize research
findings for developing,
designing and
adapting scale up of
mental health and
related services

Required

Required

No. of innovative
models
implemented and
results
disseminated

No. of articles
published

No. of seminars,
symposia,
workshops
conducted

A central website
developed and
established (with
institutionalized
input options)

GoB/RPA/
PA

GoB/RPA/
DPA

NATIONAL MENTAL HEALTH STRATEGIC PLAN 2020-2030

%ﬁ

/ﬁ



SECTION 4

Human resources development plan

For mental health services to be implemented effectively, it is necessary that the NMHSP includes a detailed human
resource development plan. Unfortunately, in Bangladesh not only is the availability of skilled mental health
professionals low for its population size, it is also an area of specialization that is under-paid, under-appreciated and
very stigmatized. In addition, existing academic programmes follow a traditional training model that is didactic and
places greater emphasis on clinical interventions. Moreover, due to the lack of any regulatory or credentialing system,
standardization of practitioners and their expertise is significantly lacking.

As of 2016, there were an estimated 1.177 mental health workers per 100 000 population, with most working in tertiary
care settings in large cities (67). The DGHS health bulletin 2018 reported that there were no sanctioned posts for
psychiatrists, psychologists, mental health counsellors/social workers or at district hospitals and UHCs. While 31 posts
for clinical psychologists were created in specialized hospitals, institutes and medical college hospitals in 2015, there
were no recruitments.

A needs assessment should be conducted on how many mental health service providers are required and at what
levels of the health system. To ensure that mental health services are provided at all tiers of the health system, all
health providers can be trained on psychosocial well-being, early support and referral to trained personnel. In
addition, given the significant dearth of professionals, existing MHVs and other health services providers could be
trained over time to provide services in the community for milder conditions, and to ensure that those with chronic
conditions are adequately monitored to warrant continuity of care. Utilizing the existing digital infrastructure of
Bangladesh, an e-health or m-health system could be set up where expert clinicians can play a supervisory role to
community care providers to enable more mental health services to be provided at home and in community settings.
This system can also be utilized to gather necessary data and ongoing training of personnel. To ensure this task
shifting and task sharing model of care, standardization of training as well as a system for licensing and credentialing
should be established in partnership with the MoE. In addition, adequate recruitments, salary structure, operational
procedures, as well as ethical guidelines to ensure confidentiality and protection of end users also need to be defined
prior to implementation. Moreover, to provide standardized effective care as well as collaboration and cooperation
between the various agencies and departments, it is necessary that guidelines for functional working relationships be
established to mitigate any future conflicts in roles and functions.



SECTIONS

Monitoring, evaluation and research

To ensure that this NMHSP is adequately implemented and to measure the effectiveness of the goals and activities, a
monitoring and evaluation system needs to be a necessary central component. Research that can provide valuable
information and guide future endeavours should be conducted both independently as well as in partnership with the
MoHFW. All research supported by government funds should help inform policy and practice. Based on this premise,
core indicators and targets have been identified in each section under every objective which are also commensurate
with WHO's Global Mental Health Action Plan, SDG 3 and 4th HPNSP, 2017-2022.

The issue of mental health is a complex and challenging one, which encompasses both preventative psychosocial
well-being as well as care methods that ensure human rights and empowerment. Superseding all other financial and
resource constraints is the challenge of stigma and prejudice against those experiencing poor mental health, whether
situationally or over a long period of time. Due to the pervasive misunderstanding of what negatively impacts mental
well-being, along with individual and cultural biases against those seeking or providing treatment, mental health is
going to require an innovative, cost-effective and cross-sectoral approach. Due to the recent attention to NCDs
(where mental health is currently incorporated in the health agenda) and the many overlapping risk factors, risk
factors for poor physical health are also considered as risk factors for poor mental health (75). The current
geo-political climate is well suited to effectively address this complex challenge. For low and middle-income
countries like Bangladesh, it makes financial sense to incorporate a system of care that ensures comprehensive
strategies for promotion, prevention, treatment and recovery in a “whole-of-government, whole-of-society”
approach. Thus, the current document was prepared with a brief situational assessment and a detailed
comprehensive strategic plan to holistically address mental health to help promote well-being throughout the life of
an individual, and enable them to live a productive and contented life with their family and in their community.

Bangladesh, selected as one of only six countries by the WHO to participate in its Triple Billion Initiative on Mental
Health, has a responsibility to not just demonstrate success but also pave the way for its neighbours to focus on this
important health and human rights issue. It is hoped that this NMHSP would serve as a guideline for other low-resource
countries to address mental health in an effective manner and be part of how each country achieves its SDGs.



SECTION 6

References

1. Walker ER, Druss BG. Mental and Addictive Disorders and Medical Comorbidities. Curr Psychiatry Rep. 2018 Aug
28;20(10):86. doi: 10.1007/s11920-018-0956-1. PMID: 30155583.

2. Viigo D, Thornicroft G, Atun R. Estimating the true global burden of mental illness. Lancet Psychiatry. 2016
Feb;3(2):171-8. doi: 10.1016/52215-0366(15)00505-2. PMID: 26851330.

3. Marquez PV, Dutta S. Maternal depression and stunted children: an avoidable reality. World Bank [blog]; 2018
(https://blogs.worldbank.org/health/maternal-depression-and-stunted-children-avoidable-reality, accessed 28
December 2020).

4, Hock RS, Kolappa K, Burkey MD. A new resolution for global mental health. Lancet 2012; 379 (9824):1367-68
(http://www.emro.who.int/emhj-volume-21-2015/volume-21-issue-7/mental-health-and-psychosocial-support-in
-humanitarian-emergencies.html, accessed 28 December 2020).

5. Colton CW, Manderscheid RW. Congruencies in increased mortality rates, years of potential life lost, and
causes of death among public mental health clients in eight states. Prev Chronic Dis. 2006;3(2):A42
(https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1563985/, accessed 28 December 2020).

6. Patel V, Saxena S, Lund C, Thornicroft G, Baingana F, Bolton P, Chisholm D, Collins PY, Cooper JL, Eaton J,
Herrman H, Herzallah MM, Huang Y, Jordans MJD, Kleinman A, Medina-Mora ME, Morgan E, Niaz U, Omigbodun O,
Prince M, Rahman A, Saraceno B, Sarkar BK, De Silva M, Singh |, Stein DJ, Sunkel C, UnUtzer J. The Lancet
Commission on global mental health and sustainable development. Lancet. 2018 Oct 27;392(10157):1553-1598. doi:
10.1016/S0140-6736(18)31612-X. Epub 2018 Oct 9. Erratum in: Lancet. 2018 Oct 27;392(10157):1518. PMID: 30314863.

7.  Prince M, Patel V, Saxena S. No health without mental health. Lancet 2007;370 (9590):859-877.

8. Kuper H, Marmot M, Hemingway H. Systematic review of prospective cohort studies of psychosocial factors in
the etiology and prognosis of coronary heart disease. Semin Vasc Med. 2002;2(3):267-314.

9.  Golden SH, Williams JE, Ford DE. Depressive symptoms and the risk of type 2 diabetes: the Atherosclerosis Risk
in Communities study. Diabetes care 2004; 27(2):429-35.

10. Holt RI, Bushe C, Citrome L. Diabetes and schizophrenia 2005: are we any closer to understanding the link. J
Psychopharmacol. 2005;:19(6 Suppl):56-65.

1. Lund C, Breen A, Flisher AJ, Kakuma R, Corrigall J, Joska JA, Swartz L, Patel V. Poverty and common mental
disorders in low and middle income countries: A systematic review. Soc Sci Med. 2010 Aug;71(3):517-528. doi:
10.1016/j.socscimed.2010.04.027. Epub 2010 May 12. PMID: 20621748; PMCID: PMC4991761.

12.  Rabbani MG, Alam MF, Ahmed HU, et al. Prevalence of mental disorders, mental retardation, epilepsy and
substance abuse in children. Bangladesh J Psychiatr. 2009;23:1-54.



13. Bangladesh Demographic and Health Survey 2014. Dhaka: Ministry of Health and Family Welfare; 2014
(https://dhsprogram.com/pubs/pdf/FR311/FR311.pdf, accessed 28 December 2020).

14. Ommeren M, Hanna F, Weissbecker |, Ventevogel P. Mental health and psychosocial support in humanitarian
emergencies. East Mediterr Health J. 2015; 21(7): 498-502.

15.  National Strategy for Adolescent Health 2017-2030. Dhaka: Ministry of Health and Family Welfare; 2017
(https://www.familyplanning2020.org/sites/default/files/National-Strategy-for-Adolescent-Health-2017-2030-1.
pdf, accessed 28 December 2020).

16. Fisher J, Cabral DMM, Patel V, et al. Prevalence and determinants of common perinatal mental disorders in
women in low- and lower-middle-income countries: a systematic review. Bull World Health Organ. 2012;90(2):139.

17.  Patel V, Rahman A, Jacob KS. Effect of maternal mental health on infant growth in low income countries: new
evidence from South Asia. Br Med J. 2004:328 (7443): 820-823.

18. Oates M. Suicide: the leading cause of maternal death. Br J Psychiatry 2003;183(4): 279-81.

19.  Rahman A, Surkan PJ, Cayetano CE, et al. Grand challenges: integrating maternal mental health into maternal
and child health programs. PLoS Med. 2013;10(5).
(https://journals.plos.org/plosmedicine/article?id=10.1371/journal.omed.1001442, accessed 28 December 2020).

20. Nasreen HE, Edhborg M, Petzold M. Incidence and risk factor of postpartum depressive symptoms in women: a
population based prospective cohort study in a rural district in Bangladesh. J Depress Anxiety 2015;4(2).

21.  Bangladesh Demographics Profile. Index Mundi [website]
https://www.indexmundi.com/bangladesh/demographics_profile.ntml, accessed 16 January 2021.

22. Kessler RC, Angermeyer M, Anthony JC, et al. Lifetime prevalence and age-of-onset distributions of mental
disorders in the World Health Organization's World Mental Health Survey Initiative. World Psychiatry.
2007;6(3):168-176.Jenkins R, McCulloch A, Parker C. Supporting governments and policy-makers. Geneva: World
Health Organization; 1998 (https://www.who.int/mental_health/media/en/52.pdf, accessed 28 December 2020).

23. Jenkins R, McCulloch A, Parker C. Supporting governments and policy-makers. Geneva: World Health
Organization; 1998 (https://www.who.int/mental_health/media/en/52.pdf, accessed 28 December 2020).

24. Kieling C, Baker-Henningham H, Belfer M, et al. Child and adolescent mental health worldwide: evidence for
action. Lancet. 2011;378 (9801),1515-25.

25. World report on disability. Geneva: World Health Organization; 2011
(https://www.who.int/disabilities/world_report/2011/report.pdf, accessed 28 December 2020).

26. Bangladesh Bureau of Statistics, 2015 (27). Not listed Bangladesh Bureau of Statistics (BBS). 2015. Statistical
pocketbook of Bangladesh 2015. Dhaka: BBS.

27. WHO global disability action plan 2014-2021. Better health for all people with disability. Geneva: World Health
Organization; 2015 (https://apps.who.int/iris/bitstream/handle/10665/199544/9789241509619_eng.pdf, accessed
28 December 2020).



28. Preventing suicide: A global imperative. Geneva: World Health Organization; 2014
(https://apps.who.int/iris/bitstream/handle/10665/131056,/9789241564779_eng.pdf, accessed 28 December 2020).

29. Hawton, K., Zahl, D., & Weatherall, R. (2003). Suicide following deliberate self-harm: Long-term follow-up of
patients who presented to a general hospital. British Journal of Psychiatry, 182(6), 537-542. doi:10.1192/bjp.182.6.537

30. Mashreky SR, Rahman F, Rahman A. Suicide kills more than 10,000 people every year in Bangladesh. Arch
Suicide Res. 2013;17(4):387-96.

31.  Mental health status of adolescents in South-East Asia: evidence for action. New Delhi: World Health
Organization Regional Office for South-East Asia; 2017
(https://apps.who.int/iris/bitstream/handle/10665/254982,/9789290225737-eng.pdf, accessed 24 June 2021).

32. Shah, M. M. A, Ahmed, S., & Arafat, S. M. Y. (2017). Demography and risk factors of suicide in Bangladesh: A
six-month paper content analysis. Psychiatry Journal, 2017, Article ID 3047025

33. Canetto SS. Suicidal Behaviors Among Muslim Women. Patterns, Pathways, Meanings, and Prevention. Crisis.
2015;36(6):447-58.

34. Global Dementia Observatory. World Health Organization [website]
(https://www.who.int/mental_health/neurology/dementia/Global_Observatory/en/, accessed 28 December 2020).

35. World Alzheimer Report 2013, Journey of Caring, An analysis of long-term care for dementia, http://www.alz.
co.uk/research/world-report-2013

36. Palmer K, Kabir ZN, Ahmed T, et al. Prevalence of dementia and factors associated with dementia in rural
Bangladesh: data from a cross-sectional, population-based study. Int Psychogeriatr. 2014;26(11),1905-15.

37. World Population Prospects 2019. United Nations Department of Economic and Social Affairs, Population
Division [website]. (https://population.un.org/wpp/Download/Standard/Population/, accessed 28 December
2020).

38. Bangladesh poverty assessment. Facing old and new frontiers in poverty reduction. Washington DC, World
Bank; 2019

(https://documentsl.worldbank.org/curated/en/793121572582830383/ pdf/Bangladesh-Poverty-Assessment-Faci
ng-Old-and-New-Frontiers-in-Poverty-Reduction.pdf, accessed 6 July 20217).

39. Poverty Data: Bangladesh. Asian Development Bank [website]
(https://www.adb.org/countries/bangladesh/poverty, accessed 28 December 2020).

40. Trends in maternal mortality: 1990 to 2015. Geneva: World Health Organization; 2015
(https://apps.who.int/iris/bitstream/handle/10665/194254/9789241565141_eng.pdf, accessed 28 December 2020).

41. Bangladesh: key demographic indicator. UNICEF Data [website] (https://data.unicef.org/country/bgd/,
accessed 28 December 2020).

42. The decade for health workforce strengthening in the SEA Region 2015-2024: Second review of progress,
challenges, capacities and opportunities. New Delhi: WHO Regional Office for South-East Asia; 2018
(https://apps.who.int/iris/bitstream/handle/10665/273954 /sea-rc71-9.pdf, accessed 29 December 2020).



43. Time to deliver: Third UN High-Level Meeting on non-communicable diseases. United Nations; 2018
(https://www.who.int/ncds/governance/third-un-meeting/brochure.pdf, accessed 28 December 2020).
United Nations & World Health Organization, 2018 (42)

44, Goal 3. Target 3.4. Sustainable Development Goals. World Hleath Organization [website]
(https://apps.who.int/iris/bitstream/handle/10665/208282/sdg_poster_goal3_3.4_eng.pdf, accessed 29
December 2020).

45. Mental health action plan 2013-2020. Geneva: World Health Organization; 2013
(https://apps.who.int/iris/bitstream/handle/10665/89966/9789241506021_eng.pdf, accessed 28 December 2020).

46. Marquez PV, Saxena S. Making mental health a global priority. Cerebrum. 2016
(https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5198754/, accessed 28 December 2020).

47. Health Policy 2011. Dhaka: Ministry of Health and Family Welfare; 2011
(http://www.mohfw.gov.bd/index.php?option=com_content&view=article&id=74&Itemid, accessed 28 December
2020).

48. National Social Protection Strategy (NSPS) of Bangladesh, third draft. Dhaka: Planning Commission; 2014
(http://socialprotection.gov.bd/wp-content/uploads/2016/08/NSPS.pdf, accessed 28 December 2020).

49. National Rural Development Policy. Dhaka: Rural Development and Cooperatives Division; 2001
(https://www.refworld.org/pdfid/5b2b99af4.pdf, accessed 28 December 2020).

50. National Strategy for Adolescent Health 2017-2030. Dhaka: MCH Services Unit Directorate General of Family
Planning; 2016
(https://www.unicef.org/bangladesh/sites/unicef.org.bangladesh/files/2018-10/National-Strategy-for-Adolesce
nt-Health-2017-2030.pdf, accessed 24 June 2021)

51. Multisectoral Action Plan for Prevention and Control of Noncommunicable Diseases, 2018-2025. Dhaka:
Directorate General Health Services; 2018
(https://www.who.int/docs/default-source/searo/ncd/ban-ncd-action-plan-2018-2025.pdf, accessed 29
December 2020).

52. WHO-AIMS report on mental health system in Bangladesh. New Delhi: WHO Regional Office for South-East
Asia; 2006 (https://apps.who.int/iris/bitstream/handle/10665/206149/B0765.pdf, accessed 28 December 2020).

53. Karim E, Alam MF, Rahman AHM, et al. Prevalence of mental iliness in the community. J Teacher Assoc.
2011:19(1):18-23

54. Hosain GMM, Chatterjee N, Ara N, et al. Prevalence, pattern and determinants of mental disorders in rural
Bangladesh. Public Health. 2006;121(1):18-24.

55. Ara N, Hossain GMM, Islam MT. Women mental health in rural part of Bangladesh. Bang J Psychiatry.
2001;15(2):5-10.

56. Bhowmik B, Munir SB, Hossain IA, et al. Prevalence of type 2 diabetes and impaired glucose regulation with
associated cardio metabolic risk factors and depression in an urbanizing rural community in Bangladesh: a
population-based cross-sectional study. Diabetes Metab J. 2012;36(6):422-32.



57. Rahman M, Rahman MA, Flora MS, et al. Depression and associated factors in diabetic patients attending an
urban hospital of Bangladesh. Int J Collab Res Intern Med Public Health. 2011;3(1):65-76.

58. Bangladesh WHO Special Initiative for Mental Health Situational Assessment. Geneva: World Health
Organization (no date)

(https://cdn.who.int/media/docs/default-source/mental-health/special-initiative/ who-special-initiative-countr
y-report---bangladesh---2020_f746e0ca-8099-4d00-b126-fa338a06cabe.pdf?sfvrsn=c2122a0e_7, accessed 24
June 2021).

59. Chowdhury AK, Alam MN, Ali SM. Dasherkandi project studies: demography, morbidity and mortality in a rural
community of Bangladesh. Bangladesh Med Res Counc Bull. 1981;7(1):22-39.

60. Islam MM, Ali M, Ferroni P, et al. Prevalence of psychiatric disorders in an urban community in Bangladesh. Gen
Hosp Psychiatry. 2003;25(5):353-7.

61, Health Bulletin 2018. Dhaka: Ministry of Health and Family Welfare; 2018
(http://www.dghs.gov.bd/images/docs/Publicaations/HB%202018%20final.pdf, accessed 31 December 2020).

62. Community clinics in Bangladesh: Bringing health care to the doorstep of rural people. New Delhi: WHO
Regional Office for South-East Asia; 2014
(http://www.searo.who.int/mediacentre/events/community-clinics-bangladesh-story/en/,

63. Independent evaluation of community-based health services in Bangladesh. Dhaka: Ministry of Health and
Family Welfare, Directorate General of Health Services, Community Based Health Care programme and World
Health Organization (WHO) Bangladesh; 2019.

64. Talukder et al, Union Health and Family Welfare Centers in Chittagong and Munshiganj: Are they ready to
provide 24-hour normal delivery services? Bangladesh Population Council Report, 2015. 10.31899/rh9.1073
(https://knowledgecommons.popcouncil.org/departments_sbsr-rh/901/)

65. Bangladesh health system review. Manila: WHO Regional Office for the Western Pacific; 2015
(https://apps.who.int/iris/handle/10665/208214, accessed 31 December 2020).

66. Mental Health Atlas 2011: Bangladesh. Geneva: World Health Organization; 2011
(https://www.who.int/mental_health/evidence/atlas/profiles/bgd_mh_profile.pdf, accessed 31 December 2020).

67. Nuri NN, Sarker M, Ahmed HU, et al. Pathways to care of patients with mental health problems in Bangladesh.
Int J Ment Health Syst. 2018;12:39.

68. Mental Health Atlas 2017 Bangladesh profile. Geneva: World Health Organization; 2018
(https://www.who.int/mental_health/evidence/atlas/profiles-2017/BGD.pdf, accessed 31 December 2020).

69. Fact sheets on sustainable development goals: health targets. Mental health-data and statistics.
Copenhagen: WHO Regional Office for Europe; 2018
(http://www.euro.who.int/__data/assets/pdf_file/0017/348011/Fact-sheet-SDG-Mental-health-UPDATE-02-05-
2018.pdf, accessed 31 December 2020).

70. Nuri NN, Sarker M, Ahmed HU, et al. Quality of the mental health information system in a specialized mental
hospital in Bangladesh. Acta Inform Med. 2018;26(3):180-4.



71. National Strategic Plan for Neurodevelopmental Disorders 2016-2021. Dhaka: Ministry of Health and Family
Welfare; 2016
(http://www.dghs.gov.bd/images/docs/Autism/NationalStrategicPlanfor%20NDDs2016-2021(main%20version15-M
AY-16).pdf, accessed 31 December 2020).

72. Ehsan AM, De Silva MJ. Social capital and common mental disorder: a systematic review. J Epidemiol
Community Health. 2015; 69: 1021-1028

73. DHIS - Interface for collection of nation-wide health data. Directorate General of Health Services Dhaka,
Bangladesh [website] (http://www.dghs.gov.bd/index.php/
en/e-health/our-ehealth-eservices/84-english-root/ehealth
eservice/94-dhis-interface-for-collection-of-nation-widehealth-data, accessed 31 December 2020).

74. Fifth Bangladesh National Health Account 1997-2015 (BNHA-V). Dhaka: Health Economics Unit, Ministry of
Health and Family Welfare; 2015
(https://www.researchgate.net/publication/327545331_Bangladesh_National_Health_Accounts_1997-2015_BNHA-
V, accessed 31 December 2020).

75. Tracking urban health expenditures — preliminary results from secondary analysis of Bangladesh National
Health Accounts. Washington DC: United States Agency for International Development; 2015
(https://www.hfgproject.org/wp-content/uploads/2015/05/Tracking-Urban-Health-Expenditures-Preliminary-Re
sults-from-Secondary-Analysis-of-Bangladesh-National-Health-Accounts.pdf, accessed 31 December 2020).

76. Stein et al 2019 Stein, Dan J; Benjet, Corina; Gureje, Oye; Lund, Crick; Scott, Kate M; Poznyak, Vladimir;
Ommeren, Mark Van. Integrating mental health with other non-communicable diseases. BMJ 2019 11-14



SECTION 7

Annexures

Of the 105 medical college hospitals in Bangladesh, the majority are private (63) and rest are public (42). Among the
public hospitals, 13 have allocated 891 inpatient beds for psychiatric patients. The divisional medical college hospital
in Rajshahi does not have any inpatient beds. Among the private medical college hospitals, only four of the total 38
inpatient beds are for psychiatric patients. There are 199 beds in four public “"drug addiction treatment and
rehabilitation centres”. These are operated by the DNC, MoHA and are located in Chittagong, Dhaka, Khulna and
Rajshahi. In addition, 323 private rehabilitation centres are registered by the DNC with 4093 beds for treating and
rehabilitating patients with substance use disorders.

Sl # Name of the health Location Mental health Mental health Remarks
facilities outpatient inpatient (#bed)

Government tertiary and medical college hospitals (42)

1 Pabna Mental Hospital Pabna Yes Yes (500) Oldest mental health
facility in Bangladesh

2 National Institute of Mental Dhaka Yes Yes (200)
Health and Hospital

3 Bangabandhu Sheikh Mujib Dhaka Yes Yes (40)
Medical University

4 Dhaka Medical College Dhaka Yes Yes (25)
Hospital

5 Chittagong Medical College Chittagong Yes Yes (30)
Hospital

6 Sir Salimullah .Medicoil Blhale Yes Yes (12)
College Hospital
Mymensingh Medical ;

7 Colleea| o siiel Mymensingh  Yes Yes (12)
Sylhet MAG Osmani Medical

8 College Hospital Sylhet Yes Yes (12)
Sher-e-Bangla Medical )

9 College Hospital Barisal Yes Yes (12)
Rangpur Medical College

10 Hospital Rangpur Yes Yes (12)
Shaheed Ziaur Rahman

T Medical College Hospitall Bogra Yes Yes (12)
Khulna Medical College

12 Hospital Khulna Yes Yes (12)

Faridpur Medical College
13 Hospital Faridpur Yes Yes (12)



Sl # Name of the health Location Mental health Mental health Remarks

facilities outpatient inpatient (#bed)
14 Shaheed Suhrawardy Dhaka Yes No
Medical College Hospital
15 Rajshahi Medical College Rajshahi Yes No
Hospital
16 Cumilla Medical College Cumilla Yes No
Hospital
17 Kurmitola General Hospital Dhaka Yes No
18 Mugda Medical College Dhaka Yes No
Hospital

19 Abdul Malek Ukil Medical
College Hospital
M Abdur Rahim Medical

20 College Hospital Dinajpur Yes No

Noakhali Yes No

Pabna Medical College

21 Hospital Pabna Yes No
22 Cox's Bazar District Hospital — Cox’s Bazar ~ Yes Yes (5) One psychiatrist is posted
on special arrangement
Usually, a psychiatrist is
not posted at a district
hospital
23 Cox's Bazar Medical College  Cox's Bazar Yes No
Hospital
24 Jessore Medical College Jessore Vies No
25 Satkhira Medical College Satkhira Yes No
26 Shahid Syed Nazrul Islam Kisorganj Yes No
Medical College
27 Kushtia Medical College Kushtia Yes No
28 Sheikh Sayera Khatun Gopalganj Yes No
Medical College
20 Shaheed Tajuddin Ahmad Gazipur Yes No
Medical College
30 Sheikh Hasina Medical TOﬁgO” Yes No
College
37 Sheikh Hasina Medical Jamalpur Yes NG
College
32 Colonel Malek Medicall Manikaani Yes No
College gan)
33 Shaheed M. Monsur Ali . .
Medical College Slrelgen Vize e
34 Patuakhali Medical College
Patuakh Yes No
35 Rangamati Medical College  Rangamatti Yes No

36 Sheikh Hasina Medical ; i
College Habiganj Yes No



Sl #

37

39

40

4]

42

Name of the health
facilities

Netrokona Medical College

Nilohamari Medical College

Magura Medical College

Naogaon Medical College

Chandpur Medical College

Private medical college hospitals (63)

43

44

45

46

47

48

49

50

51

52

5

54

55

56

57

58

Enam Medlical College and
Hospital

Z. H. Sikder Women's Medlical
College

Bangladesh Medical College

Uttara Adhunik Medical
College and Hospital

Dhaka National Medical
College

lbrahim Medical College

Holy Family Red Crescent
Medical College

Uttara Adhunik Medical
College

Shaheed Monsur Ali Medical
College, Uttara

lbn Sina Medical College

Community Based Medical
College

Shahabuddin Medical
College

Medical College for Women
& Hospitall

Ad-din Women's Medical
College

Kumudini Women's Medical
College Hospital

Tairunnessa Memorial
Medical College

Location

Netrokona

Nilohamari

Magura

Naogaon

Chandpur

Savar, Dhaka

Dhaka

Dhaka

Dhaka

Dhaka

Dhaka

Dhaka

Dhaka

Dhaka

Dhaka

Mymensingh

Dhaka

Dhaka

Dhaka

Tangail

Gazipur

Mental health
outpatient

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

No

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Mental health Remarks
inpatient (#bed)

No
No
No
No

No

Yes (17) Associate professor - 1,
assistant professor - 1,
medical officer - 4,
assistant registrar - 1

Yes (10)

Yes (06)

Yes (05) No separate wards, but
five beds are allocated
for psychiatric patients

No
No
No
No

No

No
No
No
No
No
No

No



Sl #

59

60

61

62

63

64

65

66

67

68

69

70

71

72

73

74

75

76

77

78

79

80

81

82

Name of the health
facilities

International Medical

College

Central Medical College
B.G.C Trust Medical College
Eastern Medical College
Islami Bank Medical College
Khwaja Yunus Ali Medical

College

Jalalabad Ragib-Rabeya
Medical College

East West Medical College

Jahurul Islam Medicall
College

North East Medical College
Institute of Applied Health
Sciences, USTC

Gonoshasthaya Samaj Vittik
Medical College

Chattagram Maa-0O-Shishu
Hospital Medical College

T.M.S.S. Medical College

Prime Medical College

North Bengal Medical
College

Rangpur Community Medical
College

Delta Medical College

Southern Medical College

Anwer Khan Modern Medical
College

Popular Medical College

Green Life Medical College

Dhaka Community Medical
College

Northern Private Medical
College

Location

Gazipur

Cumilla

Chittagong

Cumilla

Rajshahi

Sirajganj

Sylhet

Savar

Bajitpur,
Kisorganj

Sylhet

Chittagong

Savar

Chittagong

Bogra

Rangpur

Sirajganj

Rangpur

Dhaka

Chitagong

Dhaka

Dhaka

Dhaka

Dhaka

Rangpur

Mental health
outpatient

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Mental health
inpatient (#bed)

Remarks

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No



Sl # Name of the health Location Mental health Mental health Remarks

facilities outpatient inpatient (#bed)
83 Sylhet Women's Medical Sylhet Yes No
College
84 Monno Medical College Manikganj Yes No
85 MH Samorita Medical Blvela Yes No
College
86 City Medical College Gazipur Yes No
87 Marks Medical College Dhaka Yes No
88 Diabetic Association Medical Faridpur Yes No
College
89 Barind Medical College Rajshahi Yes No
90 Gazi Medical College Khulna Yes No

Northern International
i Medical College Linele = e

92 Dhaka Central International  ppgka Yes No
Medical College

93 Dr Sirajul Islam Medical Dhaka Yes No
College

o4 Mainamoti Medical College ~ Cumilla Yes No

95 CARe Medical College Dhaka Yes No

96 Bikrampur Bhuiyans Medical  Munsiganj Yes No
College

97 Universal Medical College Dhaka Yes No

98 Ashiyan Medical College Dhaka Yes No

99 US-Bangla Medical College  Dhaka Yes No
President Abdul Hamid Kisoraani

o Medical College oan = e

101 Brahmanbaria Medical Brahmanbaria Yes No
College

102 Parkview Medical College Sylhet Yes No

103 Ad-Din Sakina Medicall Yes No
College Khulna

104 Shah Mokhdum Medical Rajshahi Yes No
College

105 Monowara Sikder Medicall Shariatpur Yes No
College

*Source: https://en.wikipedia.org/wiki/List_of_medical_colleges_in_Bangladesh#Public_medical_colleges



List of drug addiction centres (public and private)*

Divisional Drug Addiction Rajshahi Yes (25) Under MoHA.

Treatment and Only 1 doctor and 3

Rehabilitation Centre nurses to run the facility
109 Divisional Drug Addiction Khulna Yes (25) Bed numbers vary

Treatment and across different facilities

Rehabilitation Centre — 10 beds to 190 beds

*DNC, MoHA, http://www.dnc.gov.bd/site/page/efb131fc-a930-43b2-aaa5-41alcd1817¢ca

A
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The MoHFW has developed a Health Essential Service Package (ESP) for the 4th HPNSP, 2017-2022. The inclusion of
mental health in ESP seeks the involvement of all levels of care for identifying signs of most common priority
conditions (autism and NDDs, epilepsy, and common mental health disorders including depression, psychosis,
anxiety and substance abuse) and their referral to union-level facilities who will also participate to support
rehabilitation and fight against stigma. The following table denotes different components of the mental health ESP,
level of health care provision and types of available providers.

Component Community (facility and providers) Union Upazila District Urban
(facility and (facility and (facility and (facility and
providers)  providers) providers) providers)
Domiciliary Satellite/  Community UHFWC UHC District Maternal Primary ~ Compreh
outreach  clinics hospital  and Child Health ensive
Welfare  Care Reprodu
Centre Centre  ctive
Health
Care
Centre
Counsellingon  Health Family CHCPs SACMOs Doctor Consulta Doctor Doctor  Doctor
identification assistants  welfare Health Family Nurses nt Family Paramedi Paramedi
and support to  Family volunteers assistants  welfare Midwives Doctor welfare  cs cs
mental health  welfare Health Family assistants ~ SACMO Nurses volunteer Counsell Counsell
cases, including assistants  assistants  welfare Midwives s (only or or
fighting stigma  MHVs Family assistants women)
and others welfare
assistants
|dentification of CHCPs SACMO Doctor Consulta Doctor Doctor  Doctor
signs of mentall Health Family Nurses nt, Family Paramedi Paramedi
health assistants  welfare Midwives Doctor welfare  cs cs
conditions and Family assistants SACMO Nurses volunteer Counsell Counsell
referral welfare Midwives s or or
assistants (only
women)
Diagnosis of SACMO Doctor Consulta Doctor Doctor  Doctor
priority Family Nurses nt, Family Paramedi Paramedi
conditions: welfare Midwives Doctor welfare  cs cs
Autism assistants ~ SACMO Nurses volunteer Counsell Counsell
NDDs Midwives s or or
Epilepsy (only
Common women)
disorders:
Depression
Psychosis
Anxiety
Substance
abuse
Management Doctor Consulta Doctor  Doctor
of priority, Nurses nt, Paramedi Paramedi
common Midwives Doctor cs cs
mental health SACMO Nurses Counsell  Counsell
conditions Midwives or or
Inpatient care Consulta
for acute, nt
severe cases Doctor
Nurses (if
trained
providers
are

available)



Component Community (facility and providers)

Support to Health

rehabilitation of assistants

mental health Family

patients welfare
assistants
MHV

Family
welfare
volunteers
Health
assistants
Family
welfare
assistants

CHCPs
Health
assistants
Family
welfare
assistants

Union

(facility and (facility and

providers)

Upazila
providers)

Doctor
Nurses
Midwives
SACMO

District
(facility and
providers)

Consulta
nt
Doctor
Nurses
Midwives

Urban
(facility and
providers)

Doctor Doctor
Paramedi Paramedi

cs cs
Counsell Counsell
or or



Mental, neurological and Medication Caution Remarks
substance use disorders
Depression Fluoxetine Can be given to adolescents
Amitriptyline Use only in adults
Do not use in children or adolescents
Psychoses
Haloperidol
Risperidone

Antipsychotic medications

Anticholinergic medications

Mood stabilizers

Epilepsy

Dementia

Dementia without
behavioural or

psychological symptoms

Dementia with
behavioural or

psychological symptoms
Disorder due to substance

use
Alcohol withdrawal

Opioid overdose

Prevent/treat Wernicke's

encephalopathy

Opioid withdrawal

Chlorpromazine

Fluphenazine

Biperiden
Trihexyphenidyl
Lithium

Sodium valproate

Carbamazepine

Carbamazepine

Phenobarbital
Phenytoin

Cholinesterase
inhibitors
(Doneperzil,
Galantamine) or
Memantine

Memantine

Antipsychotic
medication as
stated above

Diazepum
Naloxone

Thiamine (vitamin
B1)

Methadone
Buprenorphine
Morphine sulphate
Clonidine

Lofexidine

Avoid giving to women who are pregnant or
breast feeding
Do not use in children or adolescents

Avoid in women who are

pregnant or breast feeding

Use only in hospital settings having
laboratory and inpatient monitoring facilities

Use with caution in women who are pregnant
or breast feeding

Avoid giving to women who are pregnant or
breast feeding
Use lower dose in older adults

Close monitoring required in those with
Alzheimer's disease

In those with vascular diseases

Avoid if it is a risk to the
person or caregivers

Avoid i.v. Heloperidol or Diazepam

Do not use in people who are sedated

Do not use in people who are sedated



Mental, neurological and Medication Caution
substance use disorders

Prevent relapse in alcohol  Acamprosate
dependence

Naltrexone
Disulfiram

NATIONAL MENTAL HEALTH STRATEGIC PLAN 2020-2030

Remarks




Ministry of Health and Family Welfare
Directorate General of Health Services

Name of the health facility/Upazila:

District/Municipality/City Corporation:

Reporting Month/Year:

Sl#

Approved by:

Prepared by:

Age (1-19 years)
Old
Male Female Male Female

Diagnosis New
Depressive disorders
Anxiety disorders

Somatic symptoms and
related disorders

Major mental disorders
(schizophrenia spectrum
disorders)

Major mental disorders
(bipolar and related disorders)

Obsessive compulsive and
related disorders

Sleep—wake disorders
Neurodevelopmental disorders
Neurocognitive disorders

Substance related and
addictive disorders

Personality disorders
Sexual dysfunction

Disruptive, impulse control
and conduct disorders

Total

Age (20-59 years) Age (60+ years)
Old Old
Male Female Male Female Male Female Male Female

New New



Name of facility: Upazila: District:
Name and designation of the facility administrator/manager:

Contact mobile number: email:

A. SERVICE AVAILABILITY

1.  Human resource profile on mental health

Designation Total Number of Received any If yes, title of the  Provided mental
number trained training on mental training and health services?
of posts providers health? (yes/no) month/year? (yes/no)

Psychiatrist

Medical officer

Senior staff
nurse

SACMO
Psychologist

Clinical
psychologist

Counsellor
Others (specify)

Total

If no, explain
the reason

2. Has the hospital/facility administrator (civil surgeon/superintendent/Upazila health and family planning officer)

received any orientation on mental health?
i) Yes
i) No

3. Do you provide mental health services from your hospital/facility?
i) Yes
i) No

If no, why? (please explain the reasons)

If yes, do you have any designated consultation room (or NCD Corner)?
i) Yes

il No

4. Who provides mental health services in the hospital?
i) Name/designation
i) Name/designation
i) Name/designation

5. Do you have a mental health register and reporting template?
i) Yes
i) No

If yes, take a look in the register and ask the following questions:
a. Do you keep records and clinical notes, and organize documents of interviews and assessments?

b. Do you keep records and clinical notes confidential, and store in a secure place?

c. Name the variables against which information is being recorded (age, sex, type of psychiatric problem,

duration of condition, treatment so far, others)



6. Is the mhGAP master chart hung or stuck on the walll in the facility?
i) Yes
i) No

7. Is mhGAP IG V2 available on the table?
i) Yes
i) No

8. Is any other information, education and communication or behaviour change communication material available?
i) Yes
i) No

9. Availability of psychotropic drugs (as per list)
i) Yes
i) No
a. If yes, what psychotropic drugs are available? Please mention the names of the medicines.
b. If no, did you ever procure or receive these drugs?
c. If you do not procure these drugs, how did the patient get the drugs?

10. Do you have assigned beds for mental health patients?
i) Yes
i) No

a. If yes, how many?

* List Psychotropic Drugs as per NCDC.

B. SERVICE ACCESSIBILITY

[Please check with the health manager for any health facility/service mapping for the catchment area. If possible, organize a
FGD with the community or exit interview with clients with mental health issues.]

11.  Did you organize any awareness raising activity in the community to inform the availability of mental health services in
the hospital?
i) Yes
i) No

12. Have you trained/oriented your field workers (health assistant/family welfare assistant/CHCP/MHV) about mental
health services, and provided basic counselling/information to the family, and referred the patient to a facility?
i) Yes
i) No
13. a. Have you oriented community groups/local government elected members/teachers/others on mental health issues?
i) Yes
i) No
b. How do you engage other departments/sectors, such as MoSW, MoWCA, MoE?
c. Do you have any suggestions to improve awareness on and access to mental health services?
14. Are mental health services free in your hospital?
i) Yes
i) No
a) If no, please share the average/estimated cost of mental health services in your facility.
15. a. If required, where do you refer mental health patients?
b. Are there any back referral services to the referring facility (such as informing the UHC, if any patient is referred from
UHC to district hospital/medical college hospital?
i) Yes
i) No

c. Do you have any mechanisms in place at homes of patients for follow-up by front line health workers (health
assistant/family welfare assistant/MHV)?



16.

Is there any private facility or private provider for mental health in this area?
i) Yes
i) No

a. If yes, please provide names of providers or hospitals ................

C. SERVICE UTILIZATION

7.

18.

19.

20.

21.

22.

23.

24,

a. What is the average number of mental health patients per day/month?

b. Is there an increasing trend in patients coming after receiving training on mental health?
i) Yes

i) no

c. Who are the common patients, in terms of

age = child/adolescent/adult/elderly:

sex = male/female:

religion/ethnicity:

What are the commonly presenting mental health illnesses or disorders you usually see in your hospital?

Do you know the reasons for these illnesses?

i) Yes

ii) No

If yes, mention the reasons according to priority.

What types of investigations/laboratory tests do you commonly advice for mental health patients?
Do you provide any advice on psychosocial support, food or rest or family support?

i) Yes

ii) No

If yes, please elaborate:

In your opinion, what are the barriers to providing mental health services at community clinics/UHFWCs/UHCs/ district
hospitals?

How do you find the mental health treatment seeking behaviour in your community?

What are the common stigmas and discriminations related to mental health in your community?



D. EFFECTIVE COVERAGE/QUALITY OF SERVICES

(If possible, observe the consultation of a patient during the visit OR check the knowledge of the respective service provider as per
the following table.)

Competency assessment Needs work | Archived N/A
(only use competencies which apply to the task)

1 Shows respect and dignity in a culturally appropriate manner
+  Greetings
+  Expressions
+ Empathy
+  Maintains confidentiality

2. Uses effective communication skills
+  Creates an environment for open communication
+  Uses verbal and nonverbal communication skills
. Performs active listening
+  Responds to client’s perception on interview and assessment

3. Knows assessment principles and performs assessment
+  Performs history taking
+  Determines diagnosis, examines mental status

4, Knows management principles and performs management
- Uses psychosocial interventions
+  Uses pharmacological interventions (if needed)

5.  Plans and performs follow up
+ Plans for follow up
+  Performs a follow-up assessment
+  Determines management based on progress

6. Manages documentation
+  Keeps records and organizes documents related to interviews and
assessments

7. Refers to a specialist and links with outside agencies
+ Knows when to refer at any stage of the assessment and management
+  Links with other services and outside agencies

8.  Skill retention

a. How was the mhGAP training? Do you have any suggestions to improve
the training in the future?

b. Did you use mhGAP IG V2 during the interview of a patient when
necessary?

c.  What support is needed to operationalize mhGAP training?

d. How do you retain your skills after the mhGAP training? Is there a need
for any refresher training, mentorship/coaching/or on-the-job training?

e. Have you heard of/used mhGAP IOS App 2.0?

f.  If yes, is it useful to retain the skill?

9)  Others (if any)

i) Are there any changes or improvements in your skills? If yes, please specify
Behaviour
Communication skill
Time allocation
Mental state examination skill
Maintenance of confidentiality
Psychosocial interventions

g. Others
ii) Is a refresher training necessary?
i) Is supervision necessary/helpful?

=0 Q000



E. What are the other challenges you face in practicing what you have learned from the mhGAP training?

F. Recommendations/follow-up actions *

Name and designation of the assessor/monitor:

Date:

* Please share the key recommendations/follow-up actions with the hospital managers and service providers and share a copy of
the full trip report with them within two weeks of the visit.



Year:

Ministry of Health and Family Welfare
Directorate General of Health Services

National Mental Health Progress Card

Objectives of the national mental health programme

1.
2.

3.
4,

Key
perform
ance
indicat
or
(KPI)#

To strengthen effective leadership and governance for mental health.

To provide comprehensive, integrated and responsive mental health and social care services in community-based

settings.
To implement strategies for promotion and prevention in mental health.
To strengthen information systems, evidence and research for mental health.

Impact indicators Progress
(Morbidity and mortality: Are

health and development

results being achieved?)

KPI Baseline (year 2018-2019)  Quarterly progress

Result Year SourceofData Q1 Q2 Q3 Q4

Case fatality rate of
mental health conditions

Case fatality rate of
epilepsy

Case fatality rate of
substance use disorders (SUDs)

% of morbidity attributable to
mental health (prevalence of
mental health conditions)

% of morbidity attributable to
epilepsy (prevalence of epilepsy)

% of morbidity attributable to
SUD (prevalence of SUD)

Progress

Output indicators (Health coverage: Is
the population receiving the health
care services they need?)

KPI #

KPI Baseline (year 2018-2019)  Quarterly progress

Result Year SourceofData Q1 Q2 Q3 Q4

% of population receiving
treatment for mental health
conditions (with an expected
prevalence of x%)

% of population receiving
treatment for epilepsy (with an
expected prevalence of x%)

% of population receiving
treatment for SUD (with an
expected prevalence of x%)

% of mental health patients
that dropped out from
treatment last year

% of epilepsy patients that
dropped out from treatment
last year

Annual
target

Annual
target

Annual Result

Annual
result

Annual Result

Annual
result

Remarks

Remarks



12 % of SUD patients that dropped
out from treatment last year

13 % of epilepsy patients who
completed treatment

14 % of mental health, epilepsy
and SUD patients who
received domiciliary visits from
a health worker

Output indicators (Health system result:
Are mental health services available,
accessible and utilized by people who
need these services?)

KPI # KPI

15 % of health facilities (UHCs and
above) with mental health
outpatient services

16 % of health facilities (district

hospitals and above) with mental

health outpatient services

17 Total number of outpatient
cases with mental health
conditions, epilepsy and SUD

18 % of health facilities
implementing protocol for
mental, neurological and
substance use disorders (as
per national standards)

19 Number of health facilities
having required number of
trained staff in mental health
(as per national standards)

20 % of health facilities that received
a monitoring and supervision visit

in the past 3 months

21 Number of hospital beds for
mental, neurological and
substance use disorder patients

Output indicators (Health system
facilities receiving resources and
implementing activities they need to
produce quality outputs)

KPI # KPI

22 % of psychiatrists available
according to organizational
requirements/standards

23 % of mental health nurses
available according to
organizational
requirements/standards

24 % of psychologists available
according to organizational
requirements/standards
(district hospitals and above)

25 % of social workers/counsellors
available according to
organizational

requirements/standards (UHCs

and below)

Progress

Baseline (year 2018-2019)
Result Year SourceofData Q1 Q2

Quarterly progress
Q3 Q4

Progress

Baseline (year 2018-2019)

Result Year Source of Data Q@1

Quarterly progress
Q2 Q@3 Q4

Annual
target

Annual
target

Annual Result

Annual
result

Annual Result

Annual
result

Remarks

Remarks
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1. Summary of focus group discussions with the Bangladesh Association of Psychiatrists
Held on 08.07.2019 at NIMH (participants: 26)

Concept of mental health and psychosocial well-being

Good mental health is when someone can productively contribute to society and is mentally and physically sound. According to
American Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders, good mental health is having no
impairments affecting one's life at any level. There are some well-defined criteria for good mental health (including how to cope with
adversity, flexible/adjustable nature, functional effectiveness, among others), which is subjective as well as objective.

Suggestions to improve mental health

“"Catch them young.” To ensure good mental health, early upbringing needs to be all-encompassing. There is a need to ensure
nutritional food and a happy environment. Schools can play a part in early detection of mental health and psychological problems.
If it is not possible to have a school psychologist in each and every school, they can be area-based. Digital platforms, such as
telemedicine, social media, mobile phones, can be used to reach persons in need. There is a need to sensitize schools on mental
health and psychosocial well-being by involving school administrations, teachers and parents. Discussions should be held on
whether it is good to involve teachers because of inhibitions that students may feel towards authority.

Top mental health disorders in Bangladesh

Disorders among children include: autism spectrum disorder, attention deficit hyperactivity disorder, NDD, substance use disorder,
behavioural disorders, process addiction, convulsion disorder. Mental health disorders among adults include: schizophrenia and
other psychotic disorders, mood disorders (bipolar, depression), substance abuse, convulsion disorder. Suicide could be a
consequence of any of these disorders.

People’s perception of mental illness

Some doctors think that mental health is as not as important as physical health. Trained Imams, however, changed their attitude
and referred patients to psychiatrists. People think that the solution to mental health problems is sleeping pills, and that
psychiatrists themselves have mental health problems. People who even go to psychiatrists try to avoid them in public. Although
some of it is changing, stigma exists. As other doctors do not have adequate knowledge of psychiatry, mental health adds to the
stigma.

Service delivery

The number of psychiatrists is very low in proportion to Bangladesh’s population. There are no psychiatrists at district and subdistrict
levels, however some pharmacological treatment exists. However, there is telemedicine (90 centres around the country) which is
managed by the NIMH. Primary health care-level doctors who receive training from NIMH typically provide some pharmacological
support. All medicine specialists give psychotropic drugs but do not disclose it to the patient. They typically diagnose the patients
and treat it under hypertension and diabetes management. Psychiatrists are alleged to give sleeping pills, but this is more common
among other specialists. Most mental health patients go to a doctor specializing in medicine or neurology. In BSMMU, although
psychiatrists approach doctors from other departments, other doctors never come to the psychiatry department for training. Some
medical colleges do not even have a post for psychiatrist. Psychosocial counselling is provided by the psychotherapy wing in the
BSMMU, where there are psychiatrists, psychologists and social workers. Many trainees and psychologists visit the NIMH to provide
psychological support. While psychiatrists and counsellors strive to maintain privacy and confidentiality strictly, one-to-one
counselling is difficult to do. Pabna Mental Hospital has about 400 beds but has other constraints such as scarcity of specialists and
general staff. District and subdistrict facilities do not have any set-up for counselling. The health sector does not focus on much
required rehabilitation. The rehabilitation sector needs to be part of social welfare as well.

Capacity building

The BSMMU has a postgraduate programme for psychiatry and a MD degree is offered in NIMH, Social Marketing Company, BSMMU.
There are no diploma courses offered. BCPS has FCPS and MCPS. In the armed forces, there is provision for training of paramedics
(basic training for 1year and advanced for 1year). They also have a grading course after which they can practice as psychiatrists.
BSMMU has a six-month training of psychologists to give them psychiatric orientation. There are formal academic trainings and



smaller trainings on mental health. A BSc Psychiatric Nurse course has been submitted and awaiting approval. Undergraduate
curriculum needs to have psychiatry as a required course.

Media promoting mental health/psychosocial well-being

There is some media engagement as family guidebooks are distributed; there are online papers/magazines; and psychiatrists give
interviews and go on talk shows. However, other sectors such as social welfare, education, MOWCA, MoHA, Local Government
Engineering Department, Public Works Department, Programme management office, should be engaged as well.

Reporting
This is mainly hospital-based. The NIMH report goes to the government MIS. NIMH also publishes a yearly bulletin. BSMMU may/may
not have a central record for the whole university. All records may not appear in the government system.

Chadllenges
Psychotropic drugs are not supplied by the government other than in Pabna Mental Hospital and NIMH. There is no psychiatrist in
the NCDC programme of the DGHS.

Recommendations
+  Develop an integrated referral system.
+  Setup a psychiatry department in medical colleges, including private ones.
+  Develop a team approach (psychiatrist, psychologist and psychiatric social worker) to address mental health.
+  Create psychiatrist posts in district-level hospitals.

2. Summary of focus group discussions with the Bangladesh Education and Counselling Psychology Society
Held on 25.07.2019 at the Department of Education and Counselling Psychology, University of Dhaka (participants: 24)

What is mental health and psychosocial well-being?

Mental health and psychological well-being is when — ‘everybody is at peace with themselves, with their family, with their work and
their educational life’. The balance in behaviour, thinking and emotions in a person can help in achieving inner peace and peace
within the society and community.

What should be done to ensure mental health and psychosocial well-being?

In every stage of life — in every development span - positive factors give a person courage and self-confidence. The most important
aspects for well-being in a family are a healthy relationship with spouse and bonding within the family (for which a proper parenting
programme is very important). Parents should be taught to respect the likes and dislikes of their child, although they will set rules for
the child. If a parent wants to punish a child or does not want to fulfill the child's demand, they should explain the reason to the child,
so that the child grows in a healthy atmosphere. Teachers have a greater role in nurturing a student'’s childhood and adolescent
periods. To ensure mental health and well-being, cultural issues and gender issues in terms of the family background, have to be
considered.

There are two important domains for every human being — one for nurturing, and another at the structural level. When a person feels
secure and safe, it builds self-confidence. Structural level domain includes factors like policy change. At first stigma around mental
health and psychological well-being need to be addressed. Teacher training is the main approach to address stigma as well as
provide proper messages to all levels through television, drama, media, to bring changes among teachers. The message should
reach and appeal to everyone, such as the Meena cartoon that has helped to get rid of different types of stigmas.

There should be one psychologist for a couple of schools at the Thana (Upazila) level. S/he can visit each school for psychosocial
services on a weekly rotational basis as is the practice in London.

In the education sector, mental health has to be addressed at all levels — primary, secondary, university. In universities, such as DU,
there is only one regular counsellor post while there no such posts in other colleges. Some private universities (such as Brac and North
South) have counsellors. In public educational institutions (university, college or school) there is no system to recruit a counsellor,
except some examples that emerged from personal initiatives. A recruitment system can be put in place if changes happen at the



policy level and are implemented throughout the whole country. There was a plan to recruit counsellors in 317 schools, which is yet
to be realized. Presently a class of 30 minutes duration per week can be used to talk about necessary basic mental health issues by
trained teachers as an awareness programme; these can be done using existing resources without the need for extra budget.

Since there are not enough psychologists, teachers have to be trained handle basic mental health issues at the initial level. They will
be able to identify which student needs Psychological First Aid to do referrals. Teachers should not counsel, but change their
attitude towards such children. Previously, if s/he may have shouted at the student, now being aware would refrain from it. The
teacher now understands that the child’'s behaviour could further deteriorate if the child experiences more fear or depression.

Mental health should be comprehensively integrated in the curricula of the Primary Teacher Training Institute, BEd, MEd courses and
also used to build the capacity of master trainers. Madrasas should get due importance and lessons from projects like the
Generation Breakthrough project under the MoE can be used for mental health services.

There should be branding for mental health professionals as people are using the Internet even in hilly and remote areas. It should
be iterated that if someone receives mental health/psychology or counselling services it is not only for ill people. Counselling is also
required to develop the self. There should be posts of psychiatrist, clinical psychologist and counselling psychologist in public
hospitals to provide mental health services. Clinical social workers, in organizations such as the Building Resources Across
Communities can provide counselling services, where counsellor fee is reimbursed to the employee, like health insurance.

It is very important to establish community-based counselling in the context of Bangladesh. Counselling and normal talk are not
same. General people, even senior doctors, have this wrong perception — someone cannot be cured with only talking. There are
counsellors in many places, even mobile phone helplines like Robi, Grameen; but all are not appropriate for counselling. It is
important to make sure that correct messages are provided.

A mosque is also an important place in Bangladesh and can be used to create awareness on mental health while breaking the
taboo around mental health. A simple message (two lines on mental health promotion) for jummah prayer can be developed.

Priority mental health conditions

Among adults, depression and relationship problems (@mong married and unmarried) are common mental health issues. Mental
health conditions among adolescents include conduct disorders, school and examination phobia, relationship problems, attention
seeking behaviours, attention/concentration problems in school, drug addiction, suicidal thoughts, Internet addiction. Depression
and weak performance in studies could lead to suicidal attempts/suicide, anxiety, anger issues (especially due to family issues), and
Internet/device addiction.

Services and academic courses

The Society conducts Masters, MPhil and PhD in Education and Counselling Psychology. It also provides services to the community
(including parents and children) by pre-appointment (one-to-one service). There are family clinics for couples, family interventions
and community outreach programmes, such as in Vigarunnessa school, colleges, also with an organization in Charfassion that works
with underprivileged orphaned children. The Society is mostly active through the departmental webpage, and a subscription
mailing list. Clients are either referred to the Society by psychiatrists who know the programme, or they directly contact online; lately
there have been many client-to-client referrals as well as from TV and radio programmes that advertise the Society's services.

In the Department of Educational & Counselling Psychology centre of DU, various types of psychotherapy as per need of different
clients are used such as: transactional analysis, cognitive behavioural therapy, eye movement desensitization and reprocessing
therapy, neuro-linguistic programming therapy, systematic family therapy and couple therapy.

Reporting, management information system, good practice
Reporting and management are happening only in NGOs, and there is no system to share data with the government. Only service
information from the Teacher Service Commission is shared with university authorities.

Major challenges
The biggest challenges are ‘accreditation” and ‘licensing’. A gap in service delivery is fixing the service fee which varies across
providers. There is lack of monitoring and supervision of professionals. There is no standard/or guideline, such as a degree that will



qualify someone as counsellor. There is lack of coordination, strengthening and networking among the various inter-disciplines of
the mental health discipline (subjects/areas). Unlike in the western world where mental health is considered a multidisciplinary issue,
in Bangladesh there is lack of awareness. When a client comes with a situational difficulty, he gets prescribed a psychotropic drug,
while actually he may just need counselling, psychotherapy or meditation. This is a big challenge, and how to move forward with
coordination and cooperation from everyone needs to be worked out.

3. Summary of focus group discussions with MoE and the MoPME
29.08.2019 Held at the Office of the Additional Secretary, MoHFW (participants: 6)

Concept of mental health and psychosocial well-being

Mental health is when in addition to good physical health, if somebody has a positive attitude, does not become angry or anxious,
and has patience and staming, s/he can face any situation positively with mental strength. The level of mental strength depends
on both physical and mental health, patience, tolerance, decision making capacity, and not becoming silent or depressed due to
someone's comments. Depression is very prevalent but is not shared. People easily seek treatment easily for physical iliness, but not
for mental iliness due to the stigma that only mad people go to get treated for mental issues as well as lack of awareness. People
also think that mental illness will be cured automatically.

Information about mental illness is not widely known or disseminated in Bangladesh. People do not know that there are many types
mental health issues. There are limited options to seek services. There are more psychiatric doctors than psychosocial counsellers.
For any mental illness people in Bangladesh seek doctors for clinical treatment.

The Rohingya population has mental illnesses because they were forcefully removed from their home, resulting in mental trauma.
Even during the floods, they resided out of their homes for a long time as they were cheated at different levels until they reached
ClIC.

Major challenges and solutions

< Corporal punishment has been stopped in public primary schools but not in private schools like the Ideal School. There is
a need to stop the fear among students that the teacher will beat or shout at them in the class room. Early child learning where each
and every child requires to be addressed individually is important. Each child has a different development pathway. Inclusive
education is a next step, meaning children having mild form of autism and NDD will study together with normal children.

< If the teacher is not aware of a child’'s mental health and development, then solutions are difficult to implement. Early child
development course is included in Diploma in Primary Education, BEd and MEd courses to attune the teachers. But a specialized
course called Bachelor in Special Education is provided from DU (JPF, special institute of special education) with support from
MoSW. Another challenge is the need for a trained doctor. Autism and NDDs are not part of the undergraduate medical curriculum,
however, there is a national academy for autism and NDD.

< Inaddition, in the teachers training colleges there are modules on autism and NDDs. However, the challenge in the module
is that it has to be used to train 400 teachers as used in the old system. For the past one year, the Shuchona Foundation has been
reviewing the module and it is almost final. NDDs and some mental health issues will be added in this module.

< Presently teachers from public schools are overburdened with multiple tasks and thus do not find time to address the issue
of mental health. Also, as the number of students to teach is large (60 to 80 per class), a teacher cannot screen and identify every
student who needs special assistance within the 40-45 minutes of class time and cannot provide special support. In addition to
providing education, primary school students are taught different life skills, such as personal care. The negative knowledge
dissemination in the Madrasas is being changed as they are gradually being brought under a system, but it requires time to change
a pattern. Primary school teachers have basic training, which has changed their mentality. But similar training is not available for
teachers in high schools or polytechniques.

< As the BEd course (1 year-long) is mandatory for assistant high school teachers, mental health components are being
integrated in the BEd course curriculum. Special options can also be kept under the normal education system, wherein children
having mild problems study with normal children. Special provision has been kept for evaluating answer scripts, and the duration of
examination.

< There are training institutions for Madrasa teachers, where NDDs and disability are included in the curriculum. Teachers are
also trained to treat children with love and discipline and avoid physical abuse. But the attitude among the old teachers may be
different. Now with fewer number of children in families and both parent and teachers having high expectations for achieving good
results poses unnecessary mental pressure on students.



< Parents are responsible for affecting the mental health of their children by imposing huge demands on their children, such
as saying, "you must secure first place in the class”. There is an obligatory play time for one hour in the afternoon, but parents do not
follow the instruction and send their child to a private tutor.

< The education system has to be changed, especially the use of the examination process to judge a student. Questions
have to be innovative but teachers do not have the capacity to think and comprehend this new system of questions. Some of them
are even reluctant to learn the new system. There is also corruption in recruiting teachers. The rule is that it is mandatory to provide
the Non-Government Teachers' Registration & Certification Authority code while recruiting new teachers for private schools, and
that government school teachers (in secondary) must have a BEd degree (either before entering the job or enroll after joining the
job).

< Private schools (both kindergarten and English medium) teachers do not need a BEd degree. Since English medium schools
are costly, parents monitor the quality and so it is assumed that the quality of education should be good in these schools.

< Thereis no post of counsellor in schools. A teacher can be trained in psychology so that s/he can teach as well as perform
counselling.

< There are 103 disabled assistance centres (with one psychotherapist each) under MoSW. (In reality, a sanctioned post of
psychologist in most institutions is a maximum of 4 or 5 per institution). A teacher cannot act as a counsellor for the student. Global
evidence does not support that. The government can recruit a psychologist for a cluster of schools, s/he may sit in an Upazila
education office. The psychologist will visit schools as per set schedule, screen out and provide services. Teachers can assist in
primary screening as they know all students very well.

< An Assistant Thana Education Officer could also be assigned for counselling and/or screening since the recruitment of a
psychologist/counsellor is a long-term process, taking up to five years.

< A former education minister's plan to recruit about 300 plus counsellors/psychologists for schools has been on hold for
some time. There is no ongoing process to recruit psychologists for individual schools, but it is possible to provide one for a cluster of
schools.

< There have been recruitments of psychologist/counsellor in various academic institutions, such as Dhaka College through
a personal initiative — which is not sustainable. Private schools may recruit a psychologist by collecting a nominal fee from students
during admission; there will be a different line item (Tk 100 or Tk 500 per student) to recruit a full-time psychologist. DU has one
counsellor per 50 000 students, seated in the Teacher service commission (though the majority of students do not know about this).
The student-counsellor gap requires to be addressed urgently.

< There are counsellor positions in private universities, like Brac University and North South university.

< The Vicarun Nesa Noon school is yet to recruit a counsellor, despite the recent sad incidence of the suicide of a student.
The school has the finances to recruit a counsellor, but as this is not in the government policy they do not feel obligated to recruit a
psychologist. There is an urgent need of a counsellor/psychologist in every school/college. It can be even one psychologist for a
cluster or 10 schools or whatever number that could be decided later on. The Department of Education and Counselling Psychology,
DU can provide necessary technical guidance.

4. Summary of focus group discussion with Bangladesh College of Physicians and Surgeons
16.07.2019 Held at the Department of Clinical Psychology, University of Dhaka (participants:13)

Concept of mental health psychosocial well-being

Mental health requires a continuum of support. Health means well-being; but in mental health, the focus is always on illness. While
the maijority of clinical psychologists are also illness focused, some are well-being focused too. Every human being should be able
to fulfill his/her potential. A person’s physical and mental health should be ensured and such an environment created so that a
human being attains his/her potential — which is the essence of being. Mental health has three categories — promoting well-being,
productivity and preventing any mental health disorder — so that a person can lead a fully functional life

What should be done to ensure mental health and psychosocial well-being?

Good mental health requires availability of all necessary conditions to ensure someone's physical, mental and social development.
A well-developed individual can keep him/herself and others well. This is good mental health and complete well-being. A good
school environment, less pressure for study, scope for sports, opportunity to develop in school are important requirements for good
mental health. Any deviation could result in serious mental illnesses, requiring psychotherapy. Thus, the emphasis should be on
health promotion and prevention.



There is a need to fulfill age-appropriate demands, and not only physical needs. Age-specific stimulation and ensuring learning as
per the individual's level of intelligence are necessary. This will develop self-esteem and result in social, emotional and moral
maturity, so that s/he can be responsible to other members of the society. “Self" is very important, but teachers and parents often
destroy the self-esteem of children by criticism and negativity. It is important to consider a developmental approach, that does not
address pathology. This requires a resourceful environment — resourceful family, community and state environments. A child learns
by seeing and can easily pick up bad behaviours by observing bad situations. If more attractive things are offered to children, like
scope to play, it could eventually reduce the time spent on unwanted activities and risk of substance use. There is a need to be
cognizant about the immediate micro environment (family), meso environment (school and community) and macro environment
(broader country context). If the state does not provide enough funds for a school's playground, children could pick up substance
use addictions.

Parenting is also very important. The government should have a big agenda on parenting. Life skills should be taught to students:
such as how to control emotions, how to handle negative pressures. There is also the need for a resourceful — not an impoverished
— environment. Poverty is not only in terms of wealth but also poverty of the mind. People also need space to express their emotions.

There are three types of mental illness prevention methods: primary, secondary and tertiary. There is a need to work on the lowest
level — primary prevention. Secondary prevention is early detection and enrolling into treatment to prevent further consequences.
Tertiary prevention is to work on those who have already developed diseases, and bring them to full well-being or full functioning
capacity. For this strategic plan, the government needs to measure the current status of these three levels and what it would like to
achieve in 30 to 40 years.

Reasons for mental illness

There are various causes for mental illness — biological, psychological, socioenvironmental, genetic, among others. Genetic factors,
could affect a biological factor, such as diabetes. Psychological cause related to developmental factors. If development is strong,
then there is less chance of being mental ill. Social factors, such as when one in the family dominates the entire family, his/her
behaviour causes illnesses in others. Social stressors affect those who are morally unsound or lack self control.

A cultural shift is happening in Bangladesh. Resources previously available in the society, such as a cohesive and supportive
network, are no longer available. In parallel, stress is increasing due to consumerism that focuses on what one does not have rather
what one has, which creates disturbance. This starts from the parent and translates onto children, and also among colleagues.

Priority mental health conditions

The major mental health conditions that exist among adults include anxiety, depression, convulsions, relationship problems,
personality disorders, substance abuse. Common conditions among children include conduct disorders, attention deficit
hyperactive disorders, and intellectual disorders. Another emerging issue is device dependency (Internet addiction) resulting in
inadequate self-development which leads to relationship difficulties.

Perception of general people about mental health/iliness

Earlier people perceived mental disease as a matter of shame and did not want to disclose it and felt uncomfortable to talk about
it. This type of false perception is less among the poorest class. Stigma and tendency to hide mental illness is very high among
middle and upper classes; they do not want to even treat it. People from low socioeconomic status are more accepting about
mental illness and easy to work with in clinical practice. Those who are educated, come at the last minute with a tendency to hide
the iliness. Even a clinical psychologist if affected (mental illness) is unwillingly to share. There is another notion that if someone with
mental illness gets married, he will be cured (the belief is that if you can satisfy the sexual drive, the person will be cured). This is very
common belief even for severe psychotic patients. However, if they marry, the marriage does not last, thus increasing the complexity
of the mental health condition. The other belief is that the person is affected by black magic by someone who wants to harm him;
an amulet (tabij) is given to ward off black magic. However, all doctors are not knowledgeable. Even some psychiatrists refer an
adolescent patient to such cures after a couple of years; even though they only required psychological therapy because of anger
issues due to relationship problems.

Academic courses and short training

BCPS offers masters, MPhil, PhD courses. Basic counselling training is conducted for three days for staff from different organizations
who are recruited for counselling, but may not have any counselling skills or knowledge. Two-day long parenting training is also
available. In addition, BCPS also organizes a two-day “continuous skill development training” for practicing- and nonpsychologists



(who are practicing psychology) at a minimal fee with the objective to develop a minimum standard. BCPS organizes training in four
districts through Nosrullah Psychotherapy Unit and also provides outreach work at the community level. There is a need to
standardize the various trainings offered by different organizations. A concerning issue is when the training is put into practice: it is
not clear who is doing what and why? People are identifying a doctor as a psychologist, or vice versa as they (people) have no idea
who a ‘clinical psychologist’ is. Clinical psychologists are providing different types of treatment which is creating confusion. To
overcome this a common standard is needed so that everyone can be brought under one structure. The Rehabilitation Council Act
has been passed but this has some provision of registration. Endorsement by law would ensure at least a minimum standard.

Reporting, management information system

There is a system for reporting to the government. Private reporting may be less, but reports from government services is good as
the psychiatrist has a regular job under the system. BCPS has developed by documentation mechanism for its members to report
on how many patients they consulted each year. Members often feel that this is a burden. If BCPS psychologists are included in the
government system, then reporting (on psychology) would be regular and effective.

Rehabilitation — challenges and solutions

Shelter homes seemed to be worse than prisons; victims who already had trauma were experiencing subsequent trauma in shelter
homes; and attempts to commit suicide are very high. Concept of mental health is grossly absent in shelter homes. There is a need
to overhaul the structure of shelter homes. Psychiatric rehabilitation is nonexistent in Bangladesh. There is only one project in the
Centre for the Rehabilitation of the Paralysed, Savar in a limited scale for 10-15 schizophrenia patients. Patients stay only during the
day time. There is no multidisciplinary setup like in the United Kingdom to ensure psychiatric rehabilitation. One of the social
integration steps can be proving medical support or other support for employees working in public and private companies, such as
medical support for physical illness with protection of job.

5. Summary of focus group discussion with Department of Narcotics Control
07.08.2019, Held at the DNC Meeting Room (participants: 28)

Concept of substance use

Substance abuse refers to harmful or hazardous use of psychoactive substances, including alcohol and illicit drugs. Psychoactive
substance use can lead to dependence syndrome - a cluster of behavioural, cognitive and physiological phenomena that
develops after repeated substance use which typically includes a strong desire to take the drug, difficulties in controlling its use,
persisting in its use despite harmful consequences, a higher priority given to drug use than to other activities and obligations,
increased tolerance and sometimes a physical withdrawal state. Chemical-based products are substances (drugs) which provide
different psychotropic actions, perversions etc. in our body. There should be a restrictive law to make pharmaceutical companies
who produce such drugs accountable; i.e. if the drugs are ever been abused, the companies will face penalty. There are three
groups of substance use: misuse, dependence and abuse. There is no control mechanism (for these different stages) in Bangladesh.
Nonsubstance use like mobile addiction, gambling disorder, nicotine use, which is on the rise should also be considered.

Current situation of substance use

There are about 700 000 drug addicts in Bangladesh. Families of the drug addicts become codependent and they (families) also
become mentally sick. Therefore, it is required to include both addicts and their families in this strategic plan. By not including the
families, the patient will not get full treatment and his family will also suffer resulting in sleeplessness, divorce, unemployment. For this
the strategic plan has to address drug addiction — DNC needs to have a big role. DNC has been ignored in 31 operational plans
under the MoHFW. The 3.1 target of SDG states that effective interventions have to be taken to prevent and treat mental health
disorders. Substance abuse including use of narcotic drug abuse is an emerging social problem particularly among youth. Details
about the situation have yet to be determined. As per Bangladesh's Narcotics law, the Directorate is responsible for the treatment
of a drug addict. With this authority Niramoy Kendro (Drug Addiction Treatment Centre) was established and license was provided
to a drug addiction treatment centre (in the private sector). To build the capacity of the 312 Niramoy Kendros in Bangladesh in the
treatment of drug addiction, skilled manpower is needed — not of a doctor but a counsellor — without which this cannot be
successful.

Conventionally, drug issues or health issues fall under the jurisdiction of health, but no hospital under MoHFW/DGHS has provision
for treatment of drug addicts. For the past five years, there have been requests to allocate 10 bed corners for drug addicts in district



hospitals and UHCs, but this is yet to be realized. DNC has registered 312 private and public treatment centres. If resources are used
properly in these facilities by setting targets (such as detox x number of people, counsel x number of people, follow up x number of
people, counsel x numbers of families), and allocating the budget after fixing these parameters, it would bring value for money.

In Bangladesh, the cause of mental iliness is not being addressed, rather the focus is on the effect. To identify the cause, there is a
need to analyse personal and family life, and why children are becoming drug addicts in the nuclear family (feeling lonely after being
mentally disturbed, becoming depressed). Another aspect is the incidence of abuse in the work environment. Doctors are
prescribing sleeping pills without properly thinking of its consequences. There is no social institution to provide support.

Drug addiction situation in Bangladesh is devastating. DNC has been trying risk reduction activities for a long time. The challenges
are: lack of an expert in remote areas, no focal (referral) point to connect, medical officers lack training in identifying patients. The
Directorate is working as a law enforcement agency; it needs to provide treatment and licenses to private centres. Considering the
rate at which the drug addiction curve is rising, services are not being rolled out as fast. To date, treatment is focused on a medical
model. Families often do not seek support for drug addiction due to lack of knowledge about availability of services and sometimes
simply waiting it out. There is a need to raise awareness through mass media.

Ongoing programme/interventions by the government and NGOs

Training for counsellors on mental health in 312 centres is needed to improve the mental health status of drug addicts. There is a
need to collaborate with the Youth Development Directorate to rehabilitate substance abusers who receive treatment. There is a
rehabilitation programme, for low income and poor people. One of the big challenges is that the family thinks that after
discontinuing drug/substance, the person would become normal and not develop mental disorder again. It is important to raise
awareness among these families on different signs/symptoms of mental disorders after discontinuing drug/substance use. After
treatment, 40% of substance abusers get cured but the remaining 60% are at risk of relapse. Rehabilitation for all drug addicts
cannot be considered; they can only be given treatment and some counselling. Various government departments need to inform
people on these issues and prioritize low-income and middle-income families. The CTC does a primary assessment which is
confirmed by DNC by administering a primitive level dope test. There is a referral system by which the patient is referred to identify
whether he has any mental disorder and then accordingly advised for admission or for continuing treatment from home. CTC also
provides services for the guardians/parents in parallel.

At the public level, there are 20 official beds in Regional Drug Addiction Treatment Centres in Rajshahi, Sylhet, Khulna and
Chottogram. In addition, Pabna Mental Hospital has 25 beds for detoxification. At DNC (in Dhaka) only detoxification is done, as
there are not enough human resources or infrastructure for relapse prevention and rehabilitation.

In the private sector, the Bangladesh Rehabilitation and Assistance Center for Addicts started drug addiction treatment services in
1980. They used a therapeutic community model for detoxification; which later the Asokti Punorbason Nibash and subsequently the
Ahsania Mission followed. Although not of a high standard, but in the Bangladesh context, they are providing good therapeutic
community service. However, root level service, known as Assertive Outreach is required. NIMH has a 50-bed unit. The BSMMU has
recently started a deaddiction clinic, where there is provision to treat nonsubstance disorders as well.

Short-, medium- and long-term strategic plans are required to address mental health issues. In the short term — identify what to do
quickly as the numbers are very high. This will include a protocol for degradation, detox, as per a national guideline for Bangladesh.
For the medium term — operationalize protocols and organize massive training for primary care physicians who work in UHCs, and
for nurses, health managers, civil surgeons and others. For the long term — plans cannot be made as there is no cure for drug
addiction.

For a strategic plan, there is a need to clarify that drug addiction is a condition like diabetes which cannot be cured. Miswording of
“cure” in the Narcotics Control Act needs to be replaced with “treatment”

Human resources need to be reviewed. Even with enough budget, addiction specialists or psychiatrists cannot be produced within
a year (it takes eight years to be one). Thus, a long-term plan to produce psychiatrists, clinical psychologists, counsellors, should be
put in place. During the first year, university faculty can be appointed. For country-wide planning there is a need for 24 supervisors
for each field (i.e. clinical psychology, psychiatry, rehabilitation). In addition, psychiatry social workers are also required. Thus, the
long-term plan would span 10 years. After receiving training from overseas such personnel can be deployed in universities to train
others as a way to get optimum number of workforce. BSMMU has recently started a drug deaddiction clinic that lays emphasis on
chemical substances. However, there is a growing number of people with Internet addiction, game addiction (i.e. process addiction



or behavioural addiction). In collaboration with CTC, BSMMU could start an addiction psychiatry course. DNC is providing treatment
for drug addiction, even for drug addicts in jail. DNC has registered 312 private centres. CTC and the four regional centres report
every month. Treatment coverage by these facilities can be calculated based on the number of drug addicts (460 000-700 000) in
the country. This year the target is to set up 500 private treatment centres as included in the government election manifesto and
aligned with the programme. There is a short speech for the khutbah on drug addiction. There are also many television channels that
could disseminate messages on narcotics, but that would require funds.

6. Summary of focus group discussion with Ministry of Social Welfare
29.08.20719 Held at the Room of the Additional Secretary, MoSW (participants: 4)

Ongoing programmes/interventions

Neuro-Developmental Disability Protection Trust, which started from 2014, works on four disorders — autism, intellectual disability,
cerebral palsy and Down's syndrome. The Trust though still very new (previously under Jatiya Protibondhi Unnayan Sangstha), is
providing financial support (one-time) for treating children with NDDs. The NDD Trust plans to establish eight shelter homes at the
divisional level which would be integrated centres for treatment, rehabilitation and other support. As per the Social Welfare
Department, there are more than 261000 NDD cases and about 160 000 disabled cases in Bangladesh. The GoB wants to integrate
treatment of NDD and disabled persons together. The Department of Social Welfare (DSW) supports hospital social welfare
activities to help hospital admissions and treatment, prioritizing the poor and marginalized patients. These supports include
purchasing drugs, equipment and artificial limbs. There is a social work office in each district level hospital and also in National
Institute of Traumatology & Orthopaedic Rehabilitation, Dhaka Medical, Mohammadpur Fertility Centre. Patients with mental health
conditions should get priority (with support from social work office) and should be mentioned in this NMHSP. DSW also provides Tk
50 000 as one-time lump sum support to patients having chronic diseases such as kidney failure, liver cirrhosis, congenital heart
diseases, among others. Tk 50 000-200 000 is sanctioned to institutions under the DSW; Tk 50 000-200 000 is sanctioned to the
Rogi Kollayan Somittee; Tk 1000 is provided to each individual after any sudden crisis or accident — as this may affect mental health.
There is a need to provide capitation grant to orphans throughout the country.

Under the recently integrated education policy for the disabled, DSW supports 12 types of special schools, eight types for addiction
and four for NDDs. These schools will be under the online application and payment process and teachers will receive
salary/benefits. Disabled students will receive stipend. For treatment, the Neuro-Developmental Disability Protection Trust Fund is
providing support to children with NDDs. Somaj Kollayan Parishad also provides similar support. Jatiya Protibondhi Unnaan
Foundation also supports 103 institutions (Protibondi Seba and Service Centre) at district and Upazila levels. They provide therapy,
procure medicines and deliver advice through mobile phone.

Only one institution of its kind, the Roufabad Training and Rehabilitation Centre for Mentally Disabled Children at Roufabad,
Chittagong houses children with mental disability, and imparts them education and other skills for rehabilitation. The institution has
grown from providing space to 75 children to 178 children. Due to this overload, per the direction of the Prime Minister, an additional
seven centres (each with a capacity to accommodate 200 children) will be established in the remaining seven divisions through DPP;
the project is awaiting approval from the Executive Committee of the National Economic Council.

The challenge is limitation of man power. Ideally, there should have one caregiver for each child as they need full-time supervision,
because they tend to fight with each other, or sometimes defecate in the room. Of the only four posts for caregivers, two are on
leave before retirement and two have been transferred to other institutions. Two positions are being recruited through outsourcing
to run the institution.

Some students may not be good in studies and thus there should be a lot of classes on music, art, dance. However, as seen in the
Chottogram centre there is only one Assistant Teacher for music.

In Bangladesh, the DSW is covering four NDDs as per the approved law but in overseas countries 12 NDDs are covered. Recently, the
Prime Minister has advised for integration of these four NDDs and eight others, which is in process. DSW is working mainly on
rehabilitation, and providing training and other skills. These may be not up to the expected standard but efforts are going on.

Two psychiatrists (psychologists) work in Gazipur Kisor Unnayan Kendra (child development centre). Disabled children in Choto Moni
Nibash in Azimpur are being treated together with NDD children in line with Prime Minister's guidance to do integrated work.



The DSW also faces another challenge: it gets orders from the court to send a particular child to Shishu Paribar without
understanding whether the child is normal or disabled. It is difficult to keep a disabled child with a normal child. There are 17 juvenile
jails that keep both normal and disabled children together. There are three Sishu Unnayan Kendras (previously known as subjail) or
child development centres (housing 700 children in Jessore, Tongi and Konabari (only for girls)) where children who face legal
conflict/contact are brought. These are always overcrowded except for the one for girls. If any child below 18 years commits any
crime (juvenile crime), they are sent to these centres (instead of jails) and are provided counselling, and means to continue their
education. There is a psychosocial counsellor and psychologists supported by UNICEF and Save the Children. In addition to
education, these children are trained in vocational skills, such as electric work, driving, computers, so that they do not return to a life
of crime. The limited number of staff for counselling is a major challenge.

The DSW has only three child development centres but the process of getting the remaining 14 unused (abandoned) subjails in
different parts of the country, is underway. There are 11 autism schools under Protibondhi Unnayan Foundation and three vocational
training centres for disabled children. There is no provision for counselling in orphanages under social welfare where children are
more vulnerable and feel insecure. Counsellors are needed to provide counselling in these centres.

Reporting, management information system, good practice
There are no follow up data: such as how many return to normal life after leaving the centres. Social welfare institutions also do not
have information. The only information is how many of them got bail and were re-integrated with families.

7. Summary of focus group discussion with Ministry of Women and Children Affairs
24.09.2019 Held at Department of Women's Affairs (participants: 2)

Ongoing projects /interventions /service delivery

MoWCA had established a OCC in Dhaka Medical College Hospital in 2001 to support women survivors of violence (more than 90%
of victims were suffering from different types of trauma). Then a National Trauma Counselling Centre was established in 2009 to
provide psychosocial counselling. Initially, MoWCA had provided services to only women and children who were victims of violence,
particularly who were visiting OCCs. Then the MoWCA realized that preventive service is also required. This meant a huge demand
for professionals trained to operate shelters (safe homes), and work on violence against women. Bangladesh Rural Advancement
Committee (BRAC) District Coordinators and some headquarter staff who worked in the field of violence against women and gender
were trained. The Meyeder Jonnyo Nirapod Nagorikotto programme was started for teachers who were trained on these issues.
Teachers have suggested that this training be given as a part of their foundation course at the Primary Teachers Training Institute
and Higher Secondary Teachers' Training Institute

MoWCA has identified three vital areas for interventions.

(i) Hospitals. A huge number of people visit tertiary, secondary and primary level hospitals. In 2014, a DGHS study showed about 11
core people visiting hospitals each year. It is the most common place to interact with a majority of people as about 80% of the entire
population visits hospitals. This is the rationale to choose a health facility-based programme. Every day approximately 2% hospital
patients develop mental illness, of which only a small fraction requires psychiatric support. More than 80% of admitted hospital
patients require counselling support; which is unavailable.

There was a proposal to recruit 31 clinical psychologists 4-5 years ago, which has not yet materialized. If these posts were filled, then
there could be two different units in a hospital — psychiatry and psychology. In 2017, the MoWCA opened a counselling unit (the
RTCC) in each of the eight medical college hospitals. Clinical psychologists were deployed in the RTCC. Due to shortage of clinical
psychologists, some had only one clinical psychologist. RTCC is very effective, because if a psychologist thinks that a particular
patient should see a psychiatrist, the patient is referred to a psychiatrist. If a doctor in the psychiatry department thinks a patient
needs physiological support, he/she can refer the patient to the clinical psychologist at RTCC.

All RTCCs are located in divisional medical college hospitals like the OCC. RTCC is a separate unit for general patients who require
psychological support (women and children only). If the RTCC is effective and popular, then MoWCA may expand and promote
them for: hospital-based counselling (OCC, RTCC); school-based counselling; and community-based counselling.



il Educational institutes, starting from primary school is another major area for interventions. There is an urgent need for
school-based counselling, up to university level, including colleges and Madrasas. For school-based counselling, the MoWCA has a
memorandum of understanding with BRAC, which has been providing joint training to the teachers since 2013. Training has also
been organized through MoWCA's support but could not be done on a larger scale due to lack of trainers and resources to bring
the participants to Dhaka or organize it in peripheral locations.

MoWCA provides supportive five-day counselling training to teachers with the main focus to enable teachers to deal/handle
students in a nonjudgmental way. There should be empathic listening and then finding a way out in a nonjudgmental way. There is
also a government funded school-based programme in place through BRAC partnership.

(i) Community counselling. Government officials at the district level, such as social welfare officers and health education officers
(in civil surgeon’s office) under the MoHFW, and youth development officers are trained in Psychological First Aid. Local national
NGOs, journalists of local newspapers, participants from government cooperatives, ministries of education and youth are also
included in the training. Training is based at Sador Upazilas of selected districts. Currently, there are pilots in 18 districts. A total of
five teachers, four student representatives and also religious leaders like Imams and Madrasa teachers are included in the training.
Two members of the school governing body and two Union Parishad ward members are also included. This training addresses the
immediate crisis of mental health of an individual in the community.

Adolescent students (studying in class é to 12 or 14 (honor's level) are at risk to be delinquent due to high emotional crisis. Sometimes
workshops with both teachers and students are organized to help in behaviour modification. This is a sort of awareness raising
training that lasts for one or two days where emotional crisis during adolescence and how to manage stress are discussed. Since
2010, MoWCA provides school-based training (through government funding) in selected government boys and girls schools in 64
districts. One teacher from each school is provided with “supportive counselling training”.



(not as per order of precedence or seniority)

Name

Focus group discussion with the Bangladesh Association of Psychiatrists, 8 July 2019

Professor Md Waziul Alam Chowdhury
Professor Mohit Kamal

Dr Md Delwar Hossain

Professor Nilufar Akhter Jahan

Dr Mohammad Tariqul Alam

Dr Sifat E Syed

Dr Sohaila Ahmed

Dr Sultana Algin

Professor Khasru Parvez

Dr Farzana Rahman

Dr Md Mahbub Hasan Bappi
Dr Ahsan Aziz

Dr Rubina Hossain

Dr Zinat De Laila

Dr Nayem Akhter Abbassi

Dr Saifun Nahar

Dr Mekhala Sarker

Dr Niaz Mohammad Khan
Dr Mohammad Sibli Sadig
Md Jamal Hossain

Dr AK Md Khalequzzaman
Professor MMA Shahidullah Qusor
Professor Md Farugue Alam
Dr Helal Uddin Ahmed

Professor Golam Rabbani

Brigadier Prof Dr Md Azizul islam

Focus group discussion with the Bangladesh Clinical Psychology Society, 16 July 2019

Dr Mohammad Mahmudur Rahman
Tarun Kanti Gayen

Mosammat Nazma Khatun

D Farhah Deba

Zohara Parveen

Designation

President BAP
Director

Associate Professor
Professor

General Secretary, BAP and Associate
Professor

Associate Professor
Junior Consultant
Associate Professor
Professor

Associate Professor
Medical Officer

Assistant Professor
Honorary Medical Officer
Assistant Professor
Senor Occupational Therapist
Assistant Professor
Associate Professor
Associate Professor
Assistant Register
Psychiatric Social Worker
Assistant Register
Chairman, Psychiatry
Former Director
Associate Professor

Chairperson

Professor of Psychiatry

President BCPC
EC Member
Associate Professor and Chairperson

Associate Professor

EC Member, BCPS Office Head

Organization

Consultant, Square Hospital
NIMH
NIMH
NIMH
NIMH

BSMMU
NIMH
BSMMU
NIMH
NIMH
NIMH
NIMH
NIMH
NIMH
NIMH
NIMH
NIMH
NIMH
NIMH
NIMH
NIMH
BSMMU
NIMH
NIMH

Neuro-Developmental Disability
Protection Trust Board

CMH

University of Dhaka (DU)

BCPC

Department of Clinical Psychology, DU
Department of Clinical Psychology, DU
North South University



Name
Jobeda Khatun
Liza Akter
SM Abul Kalam Azad
Dr M Kamruzzaman Mojumdar
Md Taifur Rahman
Habiba Sultana Runty
Shahnur Hossain

Md Zahir Uddin

Designation
Assistant Professor
EC Member
Associate Professor
Associate Professor
MS Student
MS Student
Associate Professor

Assistant Professor, NIMH
General Secretary, BCPS

Organization
Department of Clinical Psychology, DU
BCPC
Department of Clinical Psychology, DU
Department of Clinical Psychology, DU
Department of Clinical Psychology, DU
Department of Clinical Psychology, DU
Department of Clinical Psychology, DU
NIMH

Focus group discussion with Bangladesh Society of Education and Counselling Psychology Society, 25 July 2019

Professor Shamim F Karim

Sabrina Mahmud

Md Mogsud Malaque

Umme Kawsar

Nuzhat E Rahman

Professor Dr Mehjabeen Haque
Professor Shaheen Islam

Arifun Nahar Soma

Ulfat Ara Khatun

Jahan Ara Begum Asma
Jakiya Sultana

Nurunnahar Begum

Sadia Afrin

Zinnatul Borak

Md Salim Chwdhury
Farhana Ahmed
Safina Binte Enayet
Abu Tareque

Md. Ashiqur Rahman
Sayma Akter Pata
Md Shahin Howlader
Azhrul Islam

Kazi Rumana Haque

Honorary Professor

Senior Demonstrator and Educational
Psychologist

Consultant

Assistant Professor

Assistant Counselling Psychologist
Professor and Chairperson
Professor

Supervisor Help Desk, GBT
Counsellor Help Desk, GBT
Counsellor Help Desk, GBT
Counsellor, GBT

Psychological Services

Educational Psychologist

Assistant Professor

Assistant Professor (Psychology)
Psychosocial Counsellor
Psychosocial Counsellor and Lecturer
Assistant Psychologist

Trainee Psychologist

Trainee Psychologist

Counsellor

Assistant Professor

Psychosocial Counsellor and Lecturer

Focus group discussion with Department of Narcotics Control, 7th August 2019

Dr AIM Masum
Md Nuruzzaman SHarif

SM Zakir Hossain

RABBAM
Director

Director

Department of Education and
Counselling Psychology (DECS), DU

DECS, DU

Department of Clinical Psychology, DU
DECS, DU

North South University

DECS, DU

DECS, DU

Plan International

Plan International

Plan International

Plan International

DECS, DU

Institute of Paediatric Neurodisorder
and Autism, BSMMU

DECS, DU

PhD Research Fellow, DECS, DU
BIRDEM-2 Hospital

Brac University

Dhaka Medical College and Hospitall
DECS, DU

DECS, DU

Soft Call Associated with Plan International
DECS, DU

Brac University

DNC- Headquarters
DNC- Headquarters
DNC- Headquarters



Name

Dr Syed Imamul Hossain

Md Mosaddeq Hossain Reza
Md Mehedi Hasan

Dipjoy Khisa

Dijen Chandra Goap

Dr Md Rahenul Islam

Mohammad Khurshid Alam
Shafiqul Islam Shafique
Md A Wahid Akand

Md Fazlur Rahman

Palash Rozario

Stephen Corraya
Rabiul Alam Chowdhury
Md Shamim Khan

Imamul Islam Rony

Rasiduzzaman Rony

Lutfor Rahman Manik

Urmy Day

Sanjoy Kumar Chowdhury
Md Lokaman Hossain

Dr Md Delwar Hossain

Md Azizul Islam

Dr Md Shamsul Ahsan

Designation

Chief Consultant

Additional Director, Detective Branch
Assistant Director (Board)

Assistant Director

Assistant Programmer

Resident Physician

Assistant Director
Director

Ex-Line Director, DGHS
Additional Director

Representative

Representative
Liaison Officer
Representative

Director

Director

CEO

Additional Director
Additional Director Generall
Additional Director (C/S)
Associate Professor
Director (Admin.)

Associate Professor

Focus group discussion with Ministry of Social Welfare, 29th August 2019

Mohammad Ismail

Md Saiful Islam

Shabnam Mushtary Rikta
Md Abu Masud

Additional Secretary
Director (DS)

Deputy Secretary

Director

Organization

Central Drug Addiction Treatment
Centre, DNC

DNC- Headquarters
DNC- Headquarters
DNC- Headquarters
DNC- Headquarters

Central Drug Addiction Treatment
Centre, DNC

DNC-Dhaka Metro
Promises Medical Ltd
Ex-LD, DGHS

Divisional Office, Dhaka

Bangladesh Rehabilitation and
Assistance Center for Addicts

Asokti Punorbason Nibash
Bangladesh Youth First Conscience
Asroy

Sober Life Madoka Shokti Niramoy
Kendro

Asroy NIR Madoka Shokti Niramoy
Kendro

Safe Home Madoka Shokti Niramoy
Kendro

DNC- Headquarters
DNC- Headquarters
DNC- Headquarters
NIMH

DNC- Headquarters
BSMMU

MoSW

Neuro-Developmental Disability
Protection Trust
MoSW

DSS-MoSW

Focus group discussion with Ministry of Primary and Mass Education and Ministry of Education, 29th August 2019

Salma Jahan

Dr AM Parvez Rahim
Nazma Sheikh
Md Abdur Rahman

Additional Secretary

Joint Secretary
Deputy Secretary
Deputy Secretary

Division of Secondary and Higher
Secondary Education, MoE

Autism & NDD Cell, MoHFW
MoPME

Technical and Madrasa Division, MoE *



Name
Huzur Ali
Md Saidur Rahman

Dr Abul Hossain

Ismat Jahan

Designation
Senior Assistant Chief

Additional Secretary

Deputy Secretary
Clinical Psychologist

Organization
DNC- Headquarters

Director General - Autism & NDD Cell,
MoHFW

MoWCA

NTCC, Multi-Sectoral Programme on
Violence Against Women, MoWCA

Dr Riad Mahmud (Public Health Specialist, Management Sciences for Health/UK Department for International Development

Transactional Analysis Project to MoHFW) moderated all six focus group discussions



Designation

Director,
Mental Health

Programme
manager
(Coordination,
Advocacy and
Partnership)

Programme
manager
(Capacity
Building and
Research)

Programme
manager
(Logistics and
Operations)

Programme
manager
(Autism, NDDs,
Disaster Risk
Reduction)

Deputy

programme
manager

Medical officer/
mental health
officer

Data manager

Mental health
officer

Total

Number
of posts

1

87

Organizational
level/office

DGHS

DGHS

DGHS

DGHS

DGHS

DGHS

DGHS

DGHS

Civil surgeon’s
office

Academic background and
experiences

Degree in psychiatry with public
health experience at field level

Degree in psychiatry with public
health experience

Degree in psychiatry with public
health and research experience

Degree in public health

Degree in psychiatry with public
health experience

Degree in psychiatry with public
health experience

MBBS/public health;
clinical psychology;
educational psychology

Master's in IT/statistics

MBBS with mental health training
or clinical psychologist;
educational psychology

Job responsibility

Mental health programme design,
advocacy, coordination and
resource mobilization

Report to Additional Director
General (Planning)

Mental health programme
management; liaise with partner
and manage NMSPNCD

Report to Director, Mental Health

Capacity building of government
organization and NGO staff on
mental health; oversee research
portfolio

Report to Director, Mental Health

Oversee field implementation,
procurement and financial
management

Report to Director, Mental Health

Oversee autism, NDDs and mental
health in disaster risk reduction

Report to Director, Mental Health

Assist programme managers in
programme design,
implementation and monitoring

2 deputy programme managers
under each programme manager

Tunder each deputy programme
manager

Medical officer/medical health
officer having psychology training
will work under the programme
manager/deputy programme
manager for autism and NDDs

Design mental health-MIS, data
entry and analysis of routine MIS
and research

Report to programme manager
(Capacity Building and Research)

Oversee capacity building,
coordination, implementation,
monitoring and reporting of the
mental health programme at the
district level and below

Report to civil surgeon
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1. Representative, Ministry of Information (not below the rank of Joint Secretary)

12. Representative, Ministry of Youth and Sports (not below the rank of Joint Secretary)

13. Ministry of Disaster Management and Relief (not below the rank of Joint Secretary)

14. Representative, Ministry of Cultural Affairs (not below the rank of Joint Secretary)

15. Representative, Local Government Division, Ministry of Local Government, Rural Development and Cooperatives
(not below the rank of Joint Secretary

16. Representative, Autism & NDD Cell, Health Services Division, Ministry of Health and Family Welfare

17.  Joint Chief, Health Services Division, Ministry of Health and Family Welfare

18. Professor Kamruzzaman Rahat, Chairman, Department of Clinical Psychology, Dhaka University

19.  Professor Mohammad S | Mollick, Professor of psychiatry, Bangabandhu Sheikh Mujib Medical University

20. Director, Institute of Pediatric Neurology and Autism (IPNA), Bangabandhu Sheikh Mujib Medical University (BSSMU),
Dhaka
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Members:

21. Line Director, Non-Communicable Diseases Control (NCDC)

22. Line Director, Hospital Service Management (HSM)

23. Line Director, Maternal, Neonatal, Child & Adolescent (MNCAH), DGHS
24.  Line Director, Community Based Health Care (CBHC)

25. Ms Mahjabeen Hagque, Associate Professor and Chair, Department of Education and Counseling Psychology,
University of Dhaka

26.  Secretary, Psychiatric Society of Bangladesh

27. Two Representatives, Shuchona Foundation

28. Two Representatives, NIMH (not below the rank of Associate Professor)

29. Program Manager-2, NCDC, DGHS

30. Deputy Program Manager-3, NCDC, DGHS

31.  Dr. Tara Kessaram, Medical Officer, Non-Communicable Diseases, WHO Bangladesh
32. Ms Hasina Momotaz, National Consultant-Mental Health, WHO Bangladesh

33. Ms Olga Rebolledo, MHPSS Project Officer, IOM

34. Representative, UNICEF

35. Representative, UNHCR

36. Executive Director, Centre for Disability & Development (CDD), Savar, Dhaka

37. Executive Director, Centre for Injury Prevention and research Bangladesh (CIPRB), Mohakhali, Dhaka
38. Representative, Media

39. Self-Advocate (Mental Health)

40. Representative, Care Givers of persons with mental health problems

41.  Representative, Rehabilitation Council of Bangladesh

Member-Secretary:
Director, National Institute of Mental Health and Hospital (NIMH)



Convenor:
Professor Dr. Golam Rabbani, Chairman, NDD Protection Trust

Member:

—

10.

1.

2.

13.

4.

15.

Representative, Secondary & Higher Education Division, Ministry of Education

Representative, Ministry of Women and Children Affairs

Representative, Ministry of Social Welfare

Representative, Ministry of Disaster Management and Relief

Professor Mohammad S | Mollick, Professor of psychiatry, Bangabandhu Sheikh Mujib Medical University
Dr. Niaz Mohammad Khan, Associate Professor, Psychiatry, OSD, DGHS

Professor Dr. Kamruzzaman Mozumder, Chairman, Department of Clinical Psychology, University of Dhaka

Ms Mahjabeen Haque, Associate Professor and Chair, Department of Education and Counseling Psychology,
University of Dhaka

Md. Muzibor Rahman, Education Officer (IE), Policy and Operation Division, Directorate of Primary Education,
Mirpur, Dhaka

Dr. Tara Kessaram, Medical Officer, NCD WHO

Hasina Momotaz, National Consultant-Mental Health, WHO

Malka Shamrose, COO, Shuchona Foundation

Nazish Arman, Lead Coordinator, Content Development, Shuchona Foundation
Ms Olga Rebolledo, MHPSS Project Officer, IOM

Professor Saidur Rahman Mashreky, Director, Centre For Injury Prevention and Research Bangladesh (CIPRB)

Member-Secretary:
Dr Helal Uddin Ahmed, Associate Professor, Child Adolescent and Family Psychiatry, National Institute of Mental
Health (NIMH)

Coordinator:
Dr. Md. Rizwanul Karim, Associate Professor (Epid) PM-2, NCDC, DGHS

Rapporteur:
Dr Maruf Ahmed Khan, DPM-3, NCDC, DGHS



Zahid Maleque, MP
Honourable Minister, Ministry of Health & Family Welfare

Lokman Hossain Miah
Senior Secretary, Health Services Division, Ministry of Health and Family Welfare

Md. Ali Noor
Secretary, Medical education and Family Welfare Division, Ministry Health and Family Welfare

Professor Dr. Abul Bashar Mohammad Khurshid Alam
Director General, Directorate General of Health Services

Professor A HM Enayet Hussain
Director General, Directorate General of Medical Education

Md. Tahmidul Islam
Additional Secretary and DG, Autism and NDD cell, HSD, Ministry of Health and Family Welfare

Dr. AM Pervez Rahim
Joint Secretary and Chief Coordinator, Autism and NDD Cell, HSD, Ministry of Health and Family Welfare

Professor Dr. Nasima Sultana
Additional Director General (Admin), Directorate General of Health Services

Professor Dr. Meerjady Sabrina Flora
Additional Director General (Planning & Development), Directorate General of Health Services

Professor Dr. Mohammad Robed Amin
Line Director, Non Communicable Disease Control Program, Directorate General of Health Services

This Strategic Plan was approved by the Health Services Division,
Ministry of Health and Family Welfare in May 2022
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