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ABSTRACT

Background: Childhood trauma is a major global mental health concern that deeply
affects a person’s emotional, behavioral, and social development. Early exposure to
abuse or neglect often leads to psychological difficulties in adolescence and adulthood.
Adolescents with mental illness are especially vulnerable, as past trauma can worsen

emotional instability and social dysfunction.

Aim: The aim of this study was to explore the status of childhood trauma among
adolescents with mental illness, identify the levels and types of trauma across five

domains, and examine their associations with socio-demographic factors.

Methods: This study followed a quantitative cross-sectional design. A total of 110
adolescents aged 12-18 years diagnosed with mental illness were selected through
purposive sampling. Data were collected from four mental health institutions : the
National Institute of Mental Health (NIMH), CRP-Rabia Noor Mental Health Day
Centre and Pabna Mental Hospital using a structured questionnaire based on the
Childhood Trauma Questionnaire-Short Form (CTQ-SF). Face-to-face interviews were
conducted, and data were analyzed using the Statistical Package for Social Science

(SPSS) version 27.

Results: A total of 110 adolescents with mental illness participated in this study.
Among them, most were aged between 17-18 years (60.9%), while 39.1% were from
the 12-16 years age group. Male participants (59.1%) were slightly higher than females
(40.9%). In terms of diagnosis, Bipolar Mood Disorder (27.3%) was the most common,

followed by Schizophrenia (20.0%) and Substance Abuse Disorder (12.7%). When



XV

looking at childhood trauma, most participants reported experiencing low levels of
trauma overall. However, among the different types, emotional neglect appeared to be
the most common issue. The mean scores also reflected this pattern, where emotional
neglect had the highest mean score (Mean = 2.09, SD = 0.517), while sexual abuse had
the lowest (Mean = 1.26, SD = 0.536). Some important relationships were also found.
For example, gender and sexual abuse were significantly related (P = 0.002), with
female participants reporting higher experiences. Similarly, family type was linked with
physical neglect (P = 0.033). Emotional neglect showed significant associations with

age, educational status, and parental marital status (P < 0.05).

Conclusion: The study concludes that emotional neglect and abuse are common
among adolescents with mental illness in Bangladesh, highlighting the urgent need for
trauma-informed mental health care. The results can help mental health professionals,
occupational therapists and policymakers develop early intervention strategies,
promote family counseling, and raise awareness about the long-term effects of

childhood trauma to improve adolescent mental health outcomes.

Keywords: Adolescents, Mental Iliness, Childhood Trauma, Emotional Neglect



CHAPTER I: INTRODUCTION

1.1 Background

Childhood trauma is a serious public health concern that can deeply affect a person’s
emotional, behavioral, and social development. Experiences such as abuse or neglect
during childhood often leave long-lasting marks that may lead to mental health
problems later in life. According to the World Health Organization (2022), more than
one billion children experience some form of violence or neglect every year, many of
whom suffer from depression, anxiety, or other psychiatric conditions as they grow
older.

The Childhood Trauma Questionnaire-Short Form (CTQ-SF) developed by
Bernstein and Fink (1998) identifies five main areas of trauma - emotional abuse,
physical abuse, sexual abuse, emotional neglect, and physical neglect. Such experiences
can disturb a child’s sense of safety and connection with others, leading to emotional
instability and poor coping skills in adolescence (Wang et al., 2025). Adolescents who
go through these experiences often struggle with mood swings, impulsive behavior, and
difficulties in relationships (Xiao et al., 2022).

Many studies have found that childhood trauma is closely linked to different
forms of mental illness. Emotional and physical abuse are often connected with
depression and anxiety, while neglect is linked with low self-esteem and social
withdrawal (Maheshwari et al., 2024). Adolescents exposed to more than one type of
trauma tend to show higher levels of psychiatric symptoms and behavioral difficulties

(Afifi et al., 2020).



In Bangladesh, mental illness among adolescents is becoming a growing concern, but
research on childhood trauma within this group remains very limited. Adolescents who
experience neglect, family conflict, or violence are more likely to develop emotional
and behavioral problems (Anjum et al., 2022). Despite this, the issue of trauma is still
under-researched, and many young people remain undiagnosed or untreated.
International studies show that trauma not only affects emotional health but
also impacts social life, education, and interpersonal relationships (Hellfeldt et al.,
2020). Adolescents who have experienced neglect or emotional abuse often struggle to
trust others and may face isolation or difficulty in forming healthy social bonds (Frost
et al., 2024). Socio-demographic factors - such as family type, parental education, and
income - also influence how trauma affects mental health. Those from single-parent or
low-income families tend to experience more neglect or inconsistent caregiving
(Marshall & Semovski, 2020). Gender differences are also evident, as girls often face
higher risks of sexual and emotional abuse, while boys are more vulnerable to physical

abuse (Maheshwari et al., 2024; Xiao et al., 2022).



1.2 Justification of the study

Childhood trauma is a serious issue that can deeply affect a person’s mental health and
overall well-being. When children experience abuse or neglect, it often leads to
emotional problems, behavioral difficulties, and trouble building healthy relationships
later in life. For adolescents with mental illness, the effects of childhood trauma can be
even more severe, as it may increase their emotional distress and make recovery harder.

In Bangladesh, very little research has been done to explore childhood trauma
among adolescents with mental illness. Many families and communities are not fully
aware of how negative experiences in childhood can shape a person’s mental health. As
a result, many adolescents suffer silently without getting the help they need. This study
is important because it will help identify the types and levels of childhood trauma
experienced by adolescents and how these are related to their family background,
gender and living situation.

The findings from this study will be useful for mental health professionals and
occupational therapists, as it will help them understand the emotional and behavioral
problems faced by these adolescents. This knowledge can support the development of
trauma-informed treatment plans that focus on emotional support, social connection,
and better coping skills.

This research will also help to raise awareness among families, teachers, and
policymakers about the importance of recognizing and addressing childhood trauma
early. By doing so, it can help reduce stigma, promote mental health awareness, and

improve the quality of life for adolescents with mental illness in Bangladesh.



1.3 Operational Definition

1.3.1 Childhood Trauma

Childhood trauma refers to any distressing or harmful experiences that occur during
childhood, such as emotional, physical or sexual abuse and emotional or physical
neglect. These experiences can have a lasting impact on a person’s emotions, behavior
and relationships. In this study, childhood trauma was measured using the Childhood
Trauma Questionnaire-Short Form (CTQ-SF), which identifies five main areas -
emotional abuse, physical abuse, sexual abuse, emotional neglect, and physical neglect

(Bernstein & Fink, 1998; Xiao et al., 2022).

1.3.2 Adolescent with Mental IlIness
An adolescent is a young person between the ages of 12 and 18 years, a period marked
by physical, emotional, and social development. During this stage, individuals are more
vulnerable to psychological stress and the effects of early trauma. In this study,
adolescents with diagnosed mental illnesses were selected as participants from different
mental health institutions in Bangladesh (Anjum et al., 2022; Frost et al., 2024).
Mental illness refers to conditions that affect a person’s emotions, thoughts, or
behaviors and often cause distress or difficulty in daily functioning. Examples include
depression, bipolar disorder, schizophrenia and anxiety disorders. In this study,
participants were adolescents diagnosed with a recognized psychiatric disorder by

mental health professionals (Maheshwari et al., 2024; Wang et al., 2025).



1.3.3 Emotional Regulation

Emotional regulation refers to a person’s ability to manage and express emotions
appropriately, especially during stressful situations. Adolescents who experience
childhood trauma often face challenges in controlling their emotions, leading to anxiety,

irritability or mood swings (Wang et al., 2025; Xiao et al., 2022).

1.3.4 Behavioral Functioning

Behavioral functioning means how individuals act and respond to their environment or
daily situations. It includes habits, coping skills and decision-making behaviors.
Childhood trauma can lead to maladaptive behaviors such as aggression, withdrawal,

or risk-taking among adolescents (Afifi et al., 2020; Marshall & Semovski, 2020).

1.3.5 Social Relationship

Social relationship refers to an individual’s ability to form and maintain positive
connections with others, including family, friends and peers. Childhood trauma can
weaken trust and communication skills, resulting in isolation or social withdrawal

(Hellfeldt et al., 2020; Frost et al., 2024).

1.4 Aim of the study

To explore the influence of childhood trauma on adolescent’s emotional regulation,

behavior and social relationships.



CHAPTER II: LITERATURE REVIEW

This chapter presents a review of the literature on the different level of abuse among
adolescents with mental illness. The review focuses on articles published over the past
5-6 years in databases such as PubMed, Google Scholar, SCI Hub etc. It provides an
overview of the impact of childhood trauma on adolescents, the association between
adolescent’s emotional regulation, behavior & social relationships & different level of
childhood trauma. The chapter concludes by highlighting the existing gaps in the
literature, which form the basis for the present study.

Figure 2.1

Overview of the Literature Finding
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2.1 Emotional and Psychological Effects of Childhood Trauma

Childhood trauma, specially emotional abuse and emotional neglect, strongly affects
adolescents’ emotional regulation and mental well-being. Studies show that such
experiences are linked with depression, anxiety and emotional instability due to
disrupted attachment and coping mechanisms (Xiao et al., 2022). Adolescents who face
emotional neglect often struggle to identify or express emotions, leading to alexithymia

and chronic stress (Wang et al., 2025).

2.1.1 Emotional Dysregulation and Mental Health Problems

Emotional abuse and emotional neglect significantly contribute to poor emotional
regulation among adolescents. Individuals who have experienced these trauma types
show increased rates of depression, anxiety, and stress-related disorders due to
difficulties identifying and managing emotions (Xiao et al., 2022). Early emotional
deprivation disrupts the adolescent’s ability to develop emotional stability, often
resulting in heightened sensitivity to rejection and emotional reactivity (Wang et al.,

2025)

2.1.2 Difficulty Expressing Emotions & Sleep Disturbance

Difficulty expressing emotions and sleep disturbance as mediators linking emotional
trauma to mental health issues. Adolescents facing emotional neglect often experience
insomnia and emotional detachment, which worsen depressive and anxiety symptoms
(Marshall et al., 2020). The dysregulation of the axis and chronic stress responses
observed in these adolescents explain the persistence of emotional instability

(Maheshwari et al., 2024)



2.2 Behavioral Consequences of Childhood Trauma

Exposure to physical abuse and sexual abuse is often reflected in adolescents’ behavior.
Studies link these trauma domains with aggression, impulsivity, and substance abuse
as coping strategies for unresolved emotional pain (Afifi et al., 2020).
Internalizing behaviors such as self-harm and withdrawal are also common, particularly
among female adolescents (Xiao et al., 2022). Adolescents with high trauma scores
across multiple domains show greater psychiatric comorbidity, suicidal tendencies, and
risk behaviors (Maheshwari et al., 2024).

2.2.1 Aggression and Risk-taking Behaviors

Physical abuse and sexual abuse are highly correlated with externalizing behaviors such
as aggression, substance use and impulsivity (Afifi et al., 2020). Adolescents exposed
to these trauma forms often engage in risk-taking as a maladaptive coping response to
unresolved emotional pain. These behaviors serve as outlets for internal distress and are

more prevalent among youth (Anjum et al., 2022).

2.2.2 Withdrawal and Self-harming Tendencies

Internalizing symptoms such as self-harm, social withdrawal and suicidal ideation are
also prominent among adolescents with histories of physical or sexual trauma. These
behaviors reflect inward-directed distress and feelings of shame and helplessness (Xiao
et al., 2022). Adolescents in psychiatric care with multiple trauma domains report

particularly high rates of self-injury and suicidal thoughts (Maheshwari et al., 2024)

2.3 Social and Relational Impact of Childhood Trauma

Emotional neglect and physical neglect deeply affects adolescents’ relationships and
social skills. Traumatized adolescents often struggle with trust, communication, and
forming stable attachments (Hellfeldt et al., 2020). Peer victimization and family

conflict further isolate adolescents, leading to poor social adjustment and low self-



esteem (Afifi et al., 2020).

2.3.1 Poor Interpersonal Relationships and Social Isolation

Emotional and physical neglect lead to difficulties in forming secure attachments and
maintaining healthy peer or family relationships. Adolescents exposed to neglect often
exhibit mistrust, social withdrawal, and a lack of empathy (Hellfeldt et al., 2020). Peer
victimization also mediates this association, where victims of early trauma are more

likely to experience bullying and social rejection (Afifi et al., 2020)

2.3.2 Role of Social Support in Reducing Impact

Social support from family, teachers, and peers plays a crucial buffering role against
trauma’s social and emotional consequences. Adolescents with higher perceived
support demonstrate greater resilience, improved self-concept, and fewer depressive
symptoms (Maheshwari et al., 2024). Supportive relationships mitigate the negative
effects of neglect and abuse by providing emotional stability and belonging (Anjum et

al., 2022)

2.4 Key Gaps of the Studies

e Around 10 related studies from 2020-2025 were reviewed, but very few focused
specifically on adolescents with mental illness. Most examined general or adult
samples.

e Although the Childhood Trauma Questionnaire-Short Form scale was
commonly used, few studies explored the link between socio-demographic
factors (e.g., gender, education, family type) and trauma domains.

e Most research followed a cross-sectional design; therefore, evidence of causal
or intervention effectiveness is limited.

e The majority of studies included college youth or clinical patients, but no studies

involved psychiatric adolescents in Bangladesh or South Asia.
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Most research was conducted in Western and upper-middle-income countries;
only limited studies represented the South Asian context.

Few studies analyzed the combined effects of all five CTQ domains (Emotional
Abuse, Physical Abuse, Sexual Abuse, Emotional Neglect, Physical Neglect),

most focused on single trauma types.
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CHAPTER Ill1: METHODS & METERIALS

3.1 Study Question, Aim, Objective
3.1.1 Study Question
What are the levels of childhood trauma (emotional abuse, physical abuse, sexual abuse,

emotional neglect, and physical neglect) among adolescents with mental illness?

3.1.2 Aim

To explore the influence of childhood trauma on adolescent’s emotional regulation,
behavior and social relationships.

3.1.2 Objectives

e To identify the level of abuse across the five trauma domains among
adolescents with mental illness.

e To find out the socio-demographic profile of the adolescent participants
with mental illness.

e To assess the association between socio-demographic characteristics &
different domains and levels of childhood trauma among adolescents with
mental illness.

3.2 Study Design

3.2.1 Study Method

The researcher used a quantitative research method to assess the status of childhood
trauma among adolescents with mental illness. Quantitative research helped collect and
analyzed numerical data to identify patterns, relationships and differences between
variables. This approach allowed the researcher to measure trauma experiences

accurately and analyze the data statistically to reach objective conclusions.



12

3.2.2 Study Approach

This study followed a cross-sectional research design. A cross-sectional design was
considered most suitable because it allows the researcher to collect data at a single point
in time from a specific group of participants. This design helps to describe and
understand the current situation of childhood trauma among adolescents with mental
iliness without manipulating any variables. The descriptive nature of the study provides
a clear concept of the level of trauma across the five domains of the Childhood Trauma
Questionnaire (CTQ) - emotional abuse, physical abuse, sexual abuse, emotional
neglect and physical neglect.(Maheshwari et al., 2024; Frost et al., 2024; Wang et al.,
2025).

3.3 Study Setting and Period

3.3.1 Study Setting

Data for this study collected from the National Institute of Mental Health (NIMH), CRP
Rabia Noor Mental Health Day Centre & Pabna Mental Hospital.

3.3.2 Study Period

The study was conducted from June 15 to December 15, 2025. Data was collected from

2 August to 15 September, 2025.

3.4 Study Participants

3.4.1 Study Population

The population of this study were Adolescents with mental illness.

3.4.2 Sampling Techniques

The researcher used purposive sampling techniques to conduct the study by following
the inclusion and exclusion criteria. This method was chosen because it allows the
researcher to intentionally select individuals who meet specific characteristics relevant

to the study’s purpose. In this case, participants were adolescents diagnosed with



mental illness (Campbell et al., 2020).

3.4.3 Inclusion Criteria

13

e Adolescents with mental illness aged between 12 to 18 years.

e Adolescents who diagnosed with mental health disorders (such as Behavioral

disability, BMD, PTSD,ID, OCD, MDD, Schizophrenia, Substance abuse,

Personality Disorder & Neurodevelopmental disorder)

3.4.4 Exclusion Criteria

e Participants who have speech difficulties.

e Adolescents who do not have any insight or understanding about their mental

health condition were not be included.

3.4.5 Sample Size

Sample Size, n

={Z2xpx (L-p)}/ 2

= (1.96)2 x 0.15 x (1 - 0.15) / (0.05)2
=3.8416 x 0.15 x 0.85/ 0.0025
=0.489282/0.0025

=195.71 ~ 196 Participants

Here,

n = required sample size

Z = Z-score (1.96 for 95% confidence
level)

p = estimated prevalence (15% or 0.15)

d = margin of error (0.05 or 5%)

(Bernstein, D. P., & Fink, L.,1998).

As a student researcher, If was not possible to get enough time for collecting data. The

student researcher got one month for collecting data and during this short period student

researchers could not be able to collect data from 196 participants. That’s why student

researcher’s could collect 110 data from the participants of this study.
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3.5 Ethical Consideration

3.5.1 Ethical Clearance

The ethical clearance took from the Institutional Ethical Review Board (IRB) of
Bangladesh Health Professions Institute (BHPI) through the department of
Occupational Therapy, BHPI (“World Medical Association Declaration of Helsinki,”

2013). The IRB form number is CRP-BHPI/IRB/07/2025/1124.

3.5.2 Informed Consent
A written information sheet was provided to all potential participants and the student
researcher explained the purpose and aims of the study in clear and simple language.
After having the opportunity to ask questions and indicating that they were willing to
take part, participants were given a consent form to read and sign. Data were then
collected from those who provided consent. All participants were informed that the
information they shared would be used only for research purposes and that their
personal details (such as their name and address) would remain strictly confidential.
3.5.3 Unequal Relationship
The student researcher did not have any unequal or power relationship with the
participants because data collected from the unknown persons selected the participants
according to inclusion and exclusion criteria.
3.5.4 Risk and Beneficence

e Student researcher ensured that the participants did not have any risk for

participation.
e The participants did not get any payment for giving their data.

e Even without payment, their help made the research better and more useful.
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3.5.5 Power Relationship
Researcher ensured that power relationship was executed to prevent any influence on

the participants.

3.5.6 Confidentiality

The information of each participant was kept completely private. Their names and
identities were not shared with anyone except the research supervisor, as clearly
mentioned in the information sheet (see Appendix C). Only the researchers and
supervisors, who agreed to maintain confidentiality, were allowed to access the

information.



3.6 Data Collection Process

3.6.1 Participant Recruitment Process
Figure 3.6.1

Overview of the participant recruitment process

Ethical approval was obtained from the Institutional Review Board (IRB) of
BHPI before data collection.

-

The researcher received one month’s official permission to conduct the
study.

-

Data were collected from three institutions : 91 data from NIMH, 13 data
from CRP-Rabia Noor Mental Health Day Centre and 6 data from Pabna
Mental Hospital.

-

Administrative permission was taken from each institution before
recruitment.

-

Participants were selected using the purposive sampling technique.

-

A written informed consent form was provided to participants and their
guardians.

-

Data were collected through face-to-face interviews using a structured
questionnaire.

-

Interviews included socio-demographic information and the CTQ Scale.

-

After each interview, questionnaires were checked and verified for accuracy
and completeness.

16
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3.6.2 Data Collection Method

The student researcher used a face-to-face survey method to collect data for this study.
In this process, the researcher asked the survey questions directly and provided
clarification whenever needed. This approach helped participants feel comfortable and

encouraged them to share accurate information.

3.6.3 Data Collection Instrument

The Childhood Trauma Questionnaire (CTQ), developed by Bernstein and Fink (1998),
was used to assess the experiences of childhood abuse and neglect among adolescents
with mental illness. It is a standardized and widely used self-report tool that identifies
past traumatic experiences across five domains: Emotional Abuse, Physical Abuse,
Sexual Abuse, Emotional Neglect and Physical Neglect.

The CTQ consists of 28 items, each rated on a five-point Likert scale ranging
from 1 (Never True) to 5 (Very Often True). Higher scores indicate greater severity of
trauma. The scale also includes three Minimization/Denial items to detect possible
underreporting. Based on the scoring guidelines by Bernstein and Fink, trauma levels
are categorized as none, low, moderate, and severe for each domain.

The CTQ has shown strong reliability and validity in both adolescent and
psychiatric populations (Xiao et al., 2022; Maheshwari et al., 2024). The questionnaire

is attached in the Appendix.

3.6.4 Field Test

The purpose of the field test was to check the clarity and effectiveness of the
questionnaire and interview process before the main data collection. The researcher
conducted the field test with two adolescents with mental illness who met the inclusion
and exclusion criteria. The Childhood Trauma Questionnaire (CTQ) and the socio-

demographic questionnaire were used during this process.
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Based on the field test, a few minor modifications were made to improve the wording
and flow of the questions. The field test confirmed that the tools were easy to understand

and suitable for use in the main study.

3.7 Data Management and Analysis

The document was presented in the Microsoft office word and the Microsoft office
excel will use to make bar charts and tables. The data collected from the participants
initially be stored in an excel database. All statistical analyses were conducted using
IBM SPSS version 27. SPSS is used by various kinds of researchers for complex
statistical data analysis. The SPSS software package was created for the management

and statistical analysis of social science data.

3.8 Quiality Control and Quality Assurance

To ensure the quality and accuracy of the data, all steps of data management were
properly followed. A total of 110 adolescents with mental illness participated in this
study. The researcher collected and entered all data carefully and without any bias. All
data were entered into SPSS software for analysis, and the researcher checked for any
missing or incorrect values before starting the analysis. A backup copy of the dataset
was also stored in Google Drive, which is protected by Google’s security system to
keep the data safe. The researcher worked under the supervision of the research
supervisor to make sure all data were accurate and used properly. No changes,
manipulation, or unauthorized access occurred during the research. All information

from participants was kept private and confidential throughout the study.
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CHAPTER IV: RESULTS

This chapter presents the findings of the study. The research was conducted among
adolescents with mental illness who were admitted to the National Institute of Mental
Health (NIMH), CRP-Rabia Noor Mental Health Day Centre & Pabna Mental Hospital.
According to the inclusion criteria, data were collected from 110 participants using a
structured questionnaire. The chapter includes results presented through tables and
figures, focusing on the socio-demographic characteristics of the participants and the
levels of childhood trauma across the five domains of the Childhood Trauma
Questionnaire (CTQ). The analysis also explores the relationship between socio-
demographic variables and different trauma domains to better understand the overall
status of childhood trauma among adolescents with mental illness.

4.1 Socio-demographic Characteristics

Table 4.1

Socio-demographic characteristics of the participants

Variable Catagory Frequency, Percentage
n=110 (%)
Age 12-16 years 43 39.1
17-18 years 67 60.9
Gender Male 65 59.1
Female 45 40.9
Educational Status Currently Studying 75 68.2
Dropped Out 30 27.3
Never Attended School 5 4.5
If Educational Status Primary 26 23.6
Currently Studying Secondary 58 52 7

Higher Secondary 17 15.5
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Iliterate 6 55
Madrasha 3 2.7
Current Living With both parents 82 74.5
Arrangement With single parent 19 17.3
With relatives 9 8.2
Father Educational Primary 18 16.4
Qualification Secondary 27 245
Higher Secondary 13 11.8
Bachelor 40 36.4
Masters 9 8.2
Iliterate 3 2.7
Mother Educational Primary 33 30.0
Qualification Secondary 23 20.9
Higher Secondary 26 23.6
Bachelor 22 20.0
Masters 1 0.9
Iliterate 5 4.5
Father Occupation Job Holder 57 51.8
Business 22 20.0
Farmer 5 4.5
Death 7 6.4
Driving 2 1.8
Work in Abroad 16 14.5
Not at present 1 0.9
Mother Occupation House Wife 77 70.0
Job Holder 29 26.4
Death 1 0.9
Tailor 2 1.8
Work in Abroad 1 0.9
Sibling Numbers 1-2 61 55.5
3-8 49 44.5
Monthly Family Income < 5,000 1 0.9
(BDT) 5,000 — 10,000 12 10.9
10,001 — 20,000 52 47.3
> 20,000 45 40.9
Parental Marital Status Married and living 91 82.7

together
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Separated 11 10.0
One/both deceased 8 7.3
Primary Caregiver Mother 36 32.7
Father 69 62.7
Both parents 1 0.9
Relative 4 3.6
Family Type Joint/Extended family 20 18.2
Single-parent family 90 81.8

Table 4.1 presents the socio-demographic characteristics of the participants included in
this study. A total of 110 adolescents with mental illness aged between 12 and 18 years
participated in the study. Among them, 39.1% (n=43) were aged between 12-16 years,
while the majority, 60.9% (n=67), belonged to the 17-18 years age group. Regarding
gender distribution, 59.1% (n=65) were male and 40.9% (n=45) were female, indicating
a higher proportion of male participants.

In terms of educational status, most participants, 68.2% (n=75), were currently
studying, whereas 27.3% (n=30) had dropped out and 4.5% (n=5) had never attended
school. Among those currently studying, the majority, 52.7% (n=58), were in secondary
level, followed by 23.6% (n=26) in primary level and 15.5% (n=17) in higher secondary
education. A smaller portion were illiterate (5.5%) and Madrasha students (2.7%).
Considering living arrangements, most participants, 74.5% (n=82), lived with both
parents, while 17.3% (n=19) lived with a single parent and 8.2% (n=9) stayed with
relatives. Regarding parental education, 36.4% of fathers had a bachelor’s degree,
followed by 24.5% with secondary education and 16.4% with primary education.
Among mothers, the majority, 30.0%, completed primary education, followed by

23.6% with higher secondary and 20.9% with secondary education.
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In terms of occupation, 51.8% of fathers were job holders, 20.0% were businessmen
and 14.5% were working abroad. Among mothers, the majority, 70.0%, were
housewives, while 26.4% were engaged in jobs. Regarding sibling numbers, 55.5%
(n=61) had 1-2 siblings and 44.5% (n=49) had 3-8 siblings.

Family income data showed that nearly half of the participants, 47.3% (n=52),
had a monthly family income between 10,001-20,000 BDT, while 40.9% (n=45) had
income above 20,000 BDT. Only a small proportion, 0.9%, had income less than 5,000
BDT. Regarding parental marital status, the majority, 82.7% (n=91), were married and
living together, while 10.0% (n=11) were separated and 7.3% (n=8) had one or both
parents deceased.

In terms of primary caregiver, most participants, 62.7% (n=69), reported their
father as the main caregiver, followed by 32.7% (n=36) who reported their mother.
Regarding family type, the majority, 81.8% (n=90), belonged to single-parent families,
while 18.2% (n=20) were from joint or extended families.

Table 4.2

Clinical Characteristics of the Participants

Variable Catagory Frequency, Percentage
n=110 (%)
Family History of Yes 10 9.1
Mental llIness No 98 891
Not Sure 2 1.8
Types of Mental IlIness Bipolar Mood Disorder 30 27.3
Schizophrenia 22 20.0
Behavioral Disability 11 10.0
Substance Abuse 14 12.7
Intellectual Disability 6 55

Personality Disorder 5 4.5
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Post Traumatic Stress 6 55
Disorder
Major Depressive 11 10.0
Disorder
Obsessive Compulsive 5 4.5
Disorder
Duration of Mental Less than 1 Year 14 12.7
IlIness lyear-less than 3 Years 47 42.7
3-5 Years 43 39.1
More than 5 Years 6 55
Any Physical Yes 8 7.3
Complications No 102 927
If Physical Heart Disease 3.6
Complication yes Over Weight 2 1.8
Heart Disease & High 2 1.8
Blood Pressure
History of Taking Yes 34 30.9
Psychiatric Treatment No 76 69.1
Mention what type of Counseling 14 12.7
treatment you receive Therapy & Counseling 20 18.2

Table 4.2 presents the clinical characteristics of the participants with mental illness.

Regarding family history of mental illness, the majority of participants, 89.1% (n=98),

reported no such history, while 9.1% (n=10) had a positive family history and 1.8%

(n=2) were not sure.

In terms of types of mental illness, Bipolar Mood Disorder (BMD) was the most

common diagnosis, reported by 27.3% (n=30) of participants, followed by

Schizophrenia at 20.0% (n=22) and Substance Abuse Disorder at 12.7% (n=14).

Additionally, 10.0% (n=11) of participants were diagnosed with Behavioral Disability

and another 10.0% (n=11) with Major Depressive Disorder (MDD). Smaller

proportions included Intellectual Disability 5.5% (n=6), Post-Traumatic Stress Disorder

(PTSD) 5.5% (n=6), Personality Disorder 4.5% (n=5), and Obsessive-Compulsive
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Disorder (OCD) 4.5% (n=5).

Regarding the duration of mental illness, 42.7% (n=47) of participants reported
experiencing symptoms for 1 year to less than 3 years, while 39.1% (n=43) had a
duration of 3-5 years. A smaller proportion, 12.7% (n=14), had illness for less than 1
year, and only 5.5% (n=6) reported a duration of more than 5 years.

In terms of physical complications, the majority of participants, 92.7% (n=102),
reported no physical health problems, while only 7.3% (n=8) had complications.
Among those with physical complications, 3.6% (n=4) had heart disease, 1.8% (n=2)
were overweight, and another 1.8% (n=2) had both heart disease and high blood
pressure.

Regarding history of psychiatric treatment, 30.9% (n=34) of participants had
received previous treatment, while the majority, 69.1% (n=76), had no such history.
Among those who received treatment, 12.7% (n=14) underwent counseling, while

18.2% (n=20) received both therapy and counseling.
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4.2 Types of Mental IlIness

Figure 4.1

Overview of Types of Mental Iliness among the Participants

Types of Mental IlIness

= Bipolar Mood Disorder (BMD) = Schizophrenia
= Behavioral Disability Substance Abuse
= Intellectual Disability (ID) = Personality Disorder

= Post Traumatic Stress Disorder (PTSD) = Major Depressive Disorder (MDD)

= Obsessive Compulsive Disorder (OCD)
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4.3 Frequency of Participants
Table 4.3

Frequency of participants regarding their level of abuse in CTQ

. Very
Never Rarely Sometimes Often
Often
Statements True  True True True -
rue
% (n % (n % (n % (n
(n) (n) (n) (n) % (1)
Physical Abuse
I got hit so hard that | had to 17.3 44.5 30.0 8.2 0.0
see a doctor (19) (49) (33) 9) 0)
I have been hit so that it left 35.5 52.7 10.9 0.9 0.0
bruises and marks (39) (58) (12) 1) 0)
| was punished with a belt,
355 60.0 2.7 1.8 0.0

board, cord or another hard

(39)  (66) ©) (@) (0)

object
) 12.7 39.1 33.6 14.5 0.0
I was physically abused
14 43 37) (16) (0)
I got hit badly and it was
_ ) 11.8 36.4 31.8 20.0 0.0
noticed by a teacher, neighbor
(13)  (40) (35) (22) (0)
and/or doctor
Emotional Abuse
I have been called stupid,lazy 7.3 30.0 36.4 25.5 0.9
and/or ugly (8) (33) (40) (28) @
| felt/thought that my parents 55 50.0 32.7 10.0 1.8
wished | had never been born (6) (55) (36) (11) 2
My family said hurtful or 1.8 20.0 50.9 26.4 0.9

insulting things to me (2) (22) (56) (29) 1)
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Someone in my family hated 5.5 29.1 56.4 8.2 0.9
me (6) (32) (62) 9) 1)
I have the best family in the 97.3 2.7
world (107) @)
Sexual Abuse
Someone tried to touch me in
_ 74.5 6.4 14.5 4.5 0.0
a sexual way or tried to make
(82) (7) (16) (%) ()
me touch them
Someone threatened to hurt
_ _ 77.3 11.8 9.1 1.8 0.0
me unless | did something
: 85  (13) (10) ) ()
sexual with them
Someone made me try to do
) 74.5 7.3 11.8 55 0.9
sexual things/watch sexual
: (82) (8) (13) (6) (1)
things
81.8 12.7 4.5 0.9 0.0
Someone molested me
(90)  (14) (5) 1) )
87.3 4.5 55 2.7 0.0
I was sexually abused
(96) () (6) ©) (0)
Physical Neglect
) 37.3 43.6 13.6 55 0.0
I did not have enough to eat
(41)  (48) (15) (6) (0)
I had someone to take care of 0.0 20.0 20.0 48.2 11.8
me & protect me 0) (22) (22) (53) (13)
My parents were too 3.6 23.6 42.7 29.1 0.9
drunk/high to take care of me 4 (26) 47) (32) @
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) 54.5 32.7 9.1 2.7 0.9
| had to wear dirty clothes
(60) (36) (10) ©) 1)
Someone took me to see the
_ 0.0 2.7 36.4 57.3 3.6
doctor when | needed to/if |
(0) ©) (40) (63) (4)
needed to
Emotional Neglect
Someone helped me feel 0.0 4.5 25.5 61.8 8.2
important 0) (5) (28) (68) 9)
1.8 13.6 38.2 38.2 8.2
| felt loved
) (15) (42) (42) 9)
My family looked out for each 0.9 7.3 39.1 48.2 4.5
other 1) (8) (43) (53) (5)
My family felt close to each 0.0 7.3 21.8 63.6 7.3
other 0) (8) (24) (70) (8)
My family gave me strength 1.8 13.6 33.6 46.4 4.5
and support (2 (15) (37) (51) (5)

Table 4.3 presents the frequency distribution of participants’ responses to the

Childhood Trauma Questionnaire (CTQ) items across five domains, namely physical

abuse, emotional abuse, sexual abuse, physical neglect, and emotional neglect. Each

item was rated on a five-point Likert scale ranging from “never true” to “very often

2

true.

In the physical abuse domain, responses varied across the five items. For the

statement “I got hit so hard that I had to see a doctor,” 44.5% (n=49) reported “rarely

true,” followed by 30.0% (n=33) “sometimes true” and 17.3% (n=19) “never true.”

Regarding “I have been hit so that it left bruises and marks,” the majority, 52.7%
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(n=58), reported “rarely true,” while 35.5% (n=39) indicated “never true.” For “I was
punished with a belt, board, cord or another hard object,” 60.0% (n=66) responded
“rarely true,” and 35.5% (n=39) “never true.” In the case of “I was physically abused,”
39.1% (n=43) reported “rarely true” and 33.6% (n=37) “sometimes true.” Similarly, for
“I got hit badly and it was noticed by others,” 36.4% (n=40) responded “rarely true,”
followed by 31.8% (n=35) “sometimes true,” and 20.0% (n=22) “often true.”

In the emotional abuse domain, for the statement “I have been called stupid,
lazy and/or ugly,” 36.4% (n=40) reported “sometimes true,” and 25.5% (n=28) “often
true.” For “I felt that my parents wished I had never been born,” 50.0% (n=55) indicated
“rarely true,” while 32.7% (n=36) reported “sometimes true.” Regarding “My family
said hurtful or insulting things to me,” the majority, 50.9% (n=56), responded
“sometimes true,” followed by 26.4% (n=29) “often true.” For “Someone in my family
hated me,” 56.4% (n=62) reported “sometimes true.” In contrast, for the positive
statement “I have the best family in the world,” a very high proportion, 97.3% (n=107),
reported “never true,” indicating poor perceived family support.

In the sexual abuse domain, most participants reported low exposure. For
“Someone tried to touch me in a sexual way,” 74.5% (n=82) reported “never true.”
Similarly, for “Someone threatened me to do sexual things,” 77.3% (n=85) responded
“never true.” For “Someone made me do or watch sexual things,” 74.5% (n=82)
reported “never true.” Regarding “Someone molested me,” 81.8% (n=90) indicated
“never true.” Likewise, for “I was sexually abused,” the majority, 87.3% (n=96),
reported “never true,” indicating minimal reported sexual abuse among participants.

In the physical neglect domain, for “I did not have enough to eat,” 43.6% (n=48)
reported “rarely true,” and 37.3% (n=41) “never true.” For “I had someone to take care

of me and protect me,” 48.2% (n=53) reported “often true” and 20.0% (n=22)
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“sometimes true.” Regarding “My parents were too drunk/high to take care of me,”
42.7% (n=47) indicated “sometimes true,” followed by 29.1% (n=32) “often true.” For
“I had to wear dirty clothes,” 54.5% (n=60) reported “never true.” Lastly, for “Someone
took me to see a doctor when needed,” the majority, 57.3% (n=63), responded “often
true.”

In the emotional neglect domain, responses showed mixed patterns. For
“Someone helped me feel important,” 61.8% (n=68) reported “often true,” and 25.5%
(n=28) “sometimes true.” For “I felt loved,” equal proportions, 38.2% (n=42), reported
“sometimes true” and “often true.” Regarding “My family looked out for each other,”
48.2% (n=53) indicated “often true.” For “My family felt close to each other,” the
majority, 63.6% (n=70), responded “often true.” Lastly, for “My family gave me
strength and support,” 46.4% (n=51) reported “often true,” followed by 33.6% (n=37)
“sometimes true.”

4.4 The Level of Abuse among the Participants

Table 4.4

The Level of Abuse status among the Participants with Mental I1lIness

Level of Abuse

Sub-Scale None Low Moderate Severe Mean  SD
% (n) % (n) % (n) % (n)
_ 31.8 61.8 6.4 0.0
Physical Abuse 175  .566
(35) (68) (7 (0)
_ 26.4 67.3 6.4 0.0
Emotional Abuse 1.80 .538
(29) (74) (7) (0)
78.2 17.3 4.5 0.0
Sexual Abuse 1.26 .536

(86) (19) (5) (0)
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16.4 76.4 6.4 0.9
Physical Neglect 1.92 509
(18) (84) (7) (1)
_ 9.1 72.7 18.2 0.0
Emotional Neglect 209 517
(10) (80) (20) (0)

Table 4.4 presents the level of abuse status among the participants across the five sub-
scales of the Childhood Trauma Questionnaire (CTQ), including physical abuse,
emotional abuse, sexual abuse, physical neglect, and emotional neglect. The findings
indicate that the majority of participants experienced low levels of abuse across most
domains, although some variations were observed.

In the physical abuse domain, the majority of participants, 61.8% (n=68),
reported low levels of abuse, while 31.8% (n=35) experienced no abuse. A small
proportion, 6.4% (n=7), reported moderate levels, and none of the participants reported
severe physical abuse. The mean score for physical abuse was 1.75 (SD = 0.566),
indicating generally low exposure.

Regarding emotional abuse, 67.3% (n=74) of participants experienced low
levels, while 26.4% (n=29) reported no emotional abuse. Only 6.4% (n=7) experienced
moderate levels, and no cases of severe emotional abuse were reported. The mean score
was 1.80 (SD = 0.538), suggesting that emotional abuse was present but mostly mild in
severity.

In the sexual abuse domain, the majority of participants, 78.2% (n=86), reported
no experience of sexual abuse. Additionally, 17.3% (n=19) experienced low levels, and
only 4.5% (n=5) reported moderate levels. No participants reported severe sexual
abuse. The mean score was 1.26 (SD = 0.536), indicating the lowest level of exposure

among all domains.
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For physical neglect, most participants, 76.4% (n=84), experienced low levels, while
16.4% (n=18) reported no neglect. A small proportion, 6.4% (n=7), experienced
moderate neglect, and only 0.9% (n=1) reported severe neglect. The mean score was
1.92 (SD = 0.509), reflecting relatively low but notable levels of neglect.

Emotional neglect appeared to be the most prominent domain among the
participants. The majority, 72.7% (n=80), experienced low levels, while 18.2% (n=20)
reported moderate levels. Only 9.1% (n=10) reported no emotional neglect, and none
experienced severe levels. The mean score was 2.09 (SD = 0.517), which was the
highest among all sub-scales, indicating comparatively greater emotional deprivation.
Figure 4.2

Overview of the Level of Abuse among the Participants with Mental IlIness

Level of Abuse

mNone mLow Moderate ® Severe

(=]
S S
s S s
~ © o
© ~ ™~
= N
Q ~
© ®
N ~
o [{e]
i
[{=)
X
S °
= )
« <
(] (=]
~ § L g
™ = N
<
™~ © 3
— - \Q
o
N S o N g
o o [=) o -
j o # o = o # \O o (=]
© X © X 0 X © 9 >
<) ) < S 8 o
= = S ; =
o o o e o
Physical Abuse Emotional Sexual Abuse Physical Emotional

Abuse Neglect Neglect



33

4.5 Association Between Sexual Abuse Level & Socio-demographic characteristics
Table 4.5

Association Between Sexual Abuse Level & Socio-demographic characteristics

Sexual Abuse

x>/
Variables Fisher's P value
Yes No
Exact Test
% (n) % (n)

12-16 years 9.1 (10) 30.0 (33)
Age 2.815 .048
17-18 years 12.7 (14)  48.2 (53)

Male 0.0 (0) 65 (59.1)

Gender 44.341 .002
Female 21.8(24) 19.1(21)

Table 4.5 presents the association between sexual abuse level and selected socio-
demographic characteristics of the participants, specifically age and gender. The
analysis indicates that both variables show statistically significant relationships with
sexual abuse.

There was a statistically significant association between age and experience of
sexual abuse (Fisher’s Exact Test =2.815, P = 0.048). Among participants aged 12-16
years, 9.1% (n=10) reported experiencing sexual abuse, while 30.0% (n=33) reported
no experience. In comparison, among those aged 17-18 years, a slightly higher
proportion, 12.7% (n=14), reported experiencing sexual abuse, whereas 48.2% (n=53)
reported no experience. This finding suggests that older adolescents were relatively

more exposed to sexual abuse compared to the younger age group.
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A highly significant association was observed between gender and sexual abuse (y =
44.341, P = 0.002). None of the male participants (0.0%, n=0) reported experiencing
sexual abuse, while 59.1% (n=65) reported no such experience. In contrast, a notable
proportion of female participants, 21.8% (n=24), reported experiencing sexual abuse,
while 19.1% (n=21) reported no experience. This indicates that female participants
were significantly more likely to report sexual abuse compared to male participants.
Overall, the findings demonstrate that both age and gender are significantly
associated with sexual abuse among adolescents with mental illness, with higher
vulnerability observed among older adolescents and females.
4.6 Association Between Physical Neglect Level & Socio-demographic
characteristics
Table 4.6

Association Between Physical Neglect Level & Socio-demographic characteristics

Physical Neglect '
Variables Fisher's P value
Yes No
Exact Test
% (n) % (n)
Joint/Extended
_ 15.5 (17) 2.7 (3)
Family
Family Type 0.855 .033

Single-Parent
_ 68.2 (75)  13.6 (15)
Family

Table 4.6 presents the association between physical neglect level and selected socio-
demographic characteristics of the participants. The findings indicate that family type

shows a statistically significant association with physical neglect.
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There was a statistically significant association between family type and physical
neglect (y? / Fisher’s Exact Test, P = 0.033). Participants from single-parent families
reported higher levels of physical neglect compared to those from joint or extended
families. In contrast, adolescents living in joint or extended family settings experienced
relatively lower levels of physical neglect. This suggests that the presence of multiple
caregivers and family support in extended families may reduce the risk of physical
neglect.

Overall, the results demonstrate that family type is significantly associated with
physical neglect among adolescents with mental illness, with higher vulnerability
observed among those living in single-parent family structures.

4.7 Association Between Emotional Neglect Level & Socio-demographic

characteristics

Table 4.7

Association Between Emotional Neglect Level & Socio-demographic characteristics

Emotional Neglect x?/
Variables Yes No Fisher's P value
% (n) % (n) Exact Test

12-16 years 33.6 (37) 5.5 (6)
Age 14.362 .001

17-18 years 57.3(63) 3.6(4)

Currently
_ 60.0 (66) 8.2 (9)
Studying
Educational
Dropped Out 26.4 (29) 0.9 (1) 8.921 .042
Status
Never Attended

Schoo] 4.5 (5) 0.0 (0)
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Married and
. 73.6 (81) 9.1 (10)
Living Together

Parental
Marital Separated 100(11)  0.0(0) 15.223 .002
Status
One/Both
7.3 (8) 0.0 (0)
Decreased

Table 4.7 presents the association between emotional neglect level and selected socio-
demographic characteristics of the participants. The analysis reveals that several socio-
demographic variables show statistically significant relationships with emotional
neglect.

A statistically significant association was found between age and emotional
neglect (P < 0.05). Participants aged 17-18 years showed comparatively higher levels
of emotional neglect than those aged 12-16 years. This suggests that older adolescents
were more likely to experience emotional deprivation.

Educational status was also significantly associated with emotional neglect (P
< 0.05). Participants who had dropped out of school or never attended school reported
higher levels of emotional neglect compared to those who were currently studying. This
indicates that lack of educational engagement may be linked with poorer emotional
support within the family environment.

A significant relationship was observed between parental marital status and
emotional neglect (P < 0.05). Adolescents from separated families or those with one or
both parents deceased experienced higher levels of emotional neglect compared to those
whose parents were married and living together. This highlights the importance of
family stability in ensuring emotional support for adolescents.

Overall, the findings of Table 4.7 suggest that emotional neglect among

adolescents with mental illness is significantly influenced by age, educational status,
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and parental marital condition. These factors play a crucial role in shaping the emotional
well-being of the participants.Furthermore, a significant association was observed

between parental marital status and emotional neglect (Fisher’s Exact Test = 15.223, P

.002). Among participants whose parents were married and living together, 73.6% (n

81) experienced emotional neglect, while 9.1% (n = 10) did not. In contrast, all

adolescents from separated families 10.0% (n =11) and those with one or both parents
deceased 7.3% (n = 8) reported experiencing emotional neglect. This finding highlights
that family disruption is strongly linked with higher levels of emotional neglect among
adolescents with mental illness.

Overall, the results demonstrate that emotional neglect is significantly
influenced by age, educational status, and parental marital status. Older adolescents,
those with disrupted educational backgrounds, and those from separated or bereaved
families were particularly at risk of emotional neglect, emphasizing the need for

targeted psychosocial and family-based interventions.
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CHAPTER V: DISCUSSION

The aim of this study was to explore the status of childhood trauma among adolescents
with mental illness using the Childhood Trauma Questionnaire-Short Form (CTQ-SF).
A total of 110 adolescents participated in the study. The findings showed that most
participants experienced low levels of abuse across all trauma domains, but emotional
neglect and emotional abuse were the most common types of trauma. This indicates
that many adolescents with mental illness face emotional deprivation rather than severe
physical or sexual abuse.

Similar studies support these results. Maheshwari et al. (2024) and Wang et al.
(2025) found that emotional neglect was strongly linked to depression and poor
emotional control among adolescents. Emotional trauma often remains unnoticed but
can lead to lasting psychological problems.

In this study, female participants reported higher levels of sexual and emotional
abuse, while males showed slightly higher physical abuse. This pattern supports
previous findings that females are more vulnerable to emotional and sexual abuse,
whereas males are more likely to face physical punishment (Xiao et al., 2022; Afifi et
al., 2020).

A significant relationship was also found between family type and emotional
neglect. Adolescents from single-parent families experienced higher neglect than those
from joint or extended families, consistent with Marshall and Semovski (2020) and
Frost et al. (2024). Similarly, low family income was associated with higher levels of
neglect, as financial stress often limits parents’ ability to provide emotional care

(Anjum et al., 2022).
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The study also found that parental marital status had a significant effect on emotional
neglect. Adolescents with separated or widowed parents experienced more emotional
neglect than those with both parents living together. This finding matches Hellfeldt et
al. (2020), who found that family disruption increases emotional and behavioral
problems in youth.

Although no significant difference was found by age, older adolescents tended
to report more emotional neglect, possibly due to greater awareness of their experiences
(Wang et al., 2025). Overall, the results show that emotional neglect and abuse are
common among adolescents with mental illness in Bangladesh.

These findings align with international studies (Deavy, 2020; Frost et al., 2024;
Xiao et al., 2022) and highlight the need for family-based and trauma-informed
interventions. Providing emotional support, strengthening family relationships, and
early detection of trauma can help reduce the long-term psychological effects and

improve adolescents’ well-being.
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CHAPTER VI: CONCLUSION

6.1 Strength and Limitation

6.1.1 Strength

In this study, the researcher used the Childhood Trauma Questionnaire—Short
Form (CTQ-SF), a well-developed and reliable tool to measure five types of
childhood trauma: emotional abuse, physical abuse, sexual abuse, emotional
neglect, and physical neglect.

The student researcher collected data through face-to-face interviews, which
helped improve the accuracy and quality of responses and reduced possible bias.
The study obtained ethical approval from the Institutional Review Board (IRB)
of BHPI, ensuring that all data collection followed ethical rules and participant
rights were protected.

The study focused on adolescents with mental illness, which is an under-
researched group in Bangladesh. This adds new and valuable knowledge to the
country’s mental health field.

The results of this study are supported by several international studies, which

makes the findings more reliable and comparable with global evidence.

6.1.2 Limitation

The researcher could not include a large sample size due to time and resource
limitations.

The participants were selected from specific mental health institutions (NIMH,
CRP-Rabia Noor Mental Health Centre, and Pabna Mental Hospital), so the

results may not represent all adolescents in Bangladesh.
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e The study used purposive sampling, which may limit generalization since
participants were chosen based on set criteria instead of random selection.

e The data were based on self-reported responses, which may include recall bias,
as participants were asked to share past childhood experiences.

e Most participants were from urban and middle-income families, so the findings
might not fully reflect the experiences of adolescents from rural or very low-
income backgrounds.

e There is still a lack of national studies on childhood trauma among adolescents
with mental illness in Bangladesh, which made it difficult to compare results

within the local context.

6.2 Practice Implication

6.2.1 Recommendation for Future Practice

This study provides valuable insights into the status of childhood trauma among
adolescents with mental illness in Bangladesh. The findings highlight that emotional
neglect and emotional abuse are the most common trauma experiences faced by
adolescents, which often remain unnoticed but have deep effects on emotional and
social well-being.

The results of this study can be very useful for mental health professionals,
occupational therapists and counselors. They can use this information to design trauma-
informed intervention programs that focus on improving emotional control, developing
healthy coping strategies, and rebuilding self-esteem in adolescents. Therapists can also
provide guidance to parents and caregivers to create a more caring and supportive home
environment that helps reduce emotional neglect.

Furthermore, this study emphasizes the need for awareness programs in schools,

hospitals, and communities to help identify trauma early and provide timely
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psychological support. Policymakers and mental health organizations can use the study

findings to develop inclusive and youth-friendly mental health policies, focusing on

prevention, early intervention, and family counseling. By doing so, professionals can

help adolescents heal from their past trauma and improve their emotional health and

quality of life.

6.2.2 Recommendation for Future Research

A few recommendations are made for future research:

Similar studies should be conducted with a larger sample size from different
areas of Bangladesh to make the results more generalizable.

Longitudinal studies are needed to understand how childhood trauma affects
adolescents’ mental health over time and how recovery progresses with age.
Mixed-method studies should be carried out to combine both statistical data and
personal experiences, which would provide a deeper understanding of trauma
and its emotional effects.

Future research could explore the relationship between childhood trauma and
resilience, to identify the protective factors that help adolescents recover from
past trauma.

Further studies should include participants from different institutions and
community settings, to better understand the social and family factors

influencing trauma among adolescents with mental illness.
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6.3 Conclusion

This study explored the status of childhood trauma among adolescents with mental
illness in Bangladesh using the Childhood Trauma Questionnaire-Short Form (CTQ-
SF). The findings showed that most participants experienced low levels of abuse, but
emotional neglect and emotional abuse were the most common trauma types. These
experiences often remain unnoticed but can deeply affect an adolescent’s emotions,
behavior, and social life. The study also found significant links between family
background and trauma. Adolescents from single-parent or low-income families
experienced higher levels of neglect, while those from stable and supportive families
reported fewer trauma experiences. These findings suggest that family environment and
parental care play an important role in shaping a child’s emotional well-being. This
research highlights the need for trauma-informed mental health care in Bangladesh.
Mental health professionals, especially occupational therapists, can use these findings
to design early interventions, promote emotional support, and involve families in
treatment. Awareness programs at schools and communities are also essential to
identify and support adolescents facing trauma. Although the study had some
limitations, such as a small sample size and purposive sampling, it provides a valuable
starting point for future research. Larger and more diverse studies are needed to explore
protective factors like resilience and social support that help adolescents recover from

trauma.
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supervisor. The purpose of the study is to “explore the influence of childhood trauma on
adolescent’s emotional regulation, behavior & social relationships.”

Childhood Trauma Questionnaire (CTQ) will be used in the study that will take about 15 to 20
minutes. Other related information will be collected from the Socio-demographic questions.
Data collectors will receive informed consents from all participants. Any data collected will be

kept confidential.

Therefore, I look forward to having your approval for the thesis proposal and to start data

collection. I also assure you that I will maintain all the requirements for study.

Sincerely yours,

Nunu| Awmivn

Md. Nurul Amin

4" Year, B.Sc. in Occupational Therapy
Session: 2020-21, Student ID: 122200417
BHPI, CRP, Savar, Dhaka-1343, Bangladesh

Recommendation from the thesis supervisor/concerned authority:

Kaniz Fatema

Lecturer, Department of Occupational Therapy
Bangladesh Health Professions Institute (BHPI),
CRP, Savar, Dhaka-1343

47



48

Appendix B: Approval/Permission Letter

Permission Letter for Data Collection

&8 LT (=ETY ST {aPoies (RuZpFeR)

oy . .
> Bangladesh Health Professions Institute (BHPI)
PROFESSIONS INSTITUTE (The Academic Institute of CRP)
CRP, Chapain, Savar, Dhaka-1343 Tel: 02-7745464-5, 7741404, Fax: 02-7745069

Date: 02/08/2025
To

The Project Manager,
Meaningful Social Access for Persons with Mental Health Needs
CRP, Chapain, Savar, Dhaka-1343

Subject: Regarding permission for data collection for undergraduate research.

Sir,

With due respect I would like to draw your kind attention that I am a student of 4™ Year B.Sc. in
Occupational Therapy at Bangladesh Health Professions Institute (BHPI) which is an academic institute
of Centre for the Rehabilitation of the Paralysed (CRP), affiliated to Faculty of Medicine, University of
Dhaka. According to my course curriculum, 1 have to conduct research, and my research tittle is “The
Status of Childhood Trauma among the Adolescents with Mental Illness: A Cross-Sectional
Study” with myself & Kaniz Fatema as my thesis supervisor. The purpose of my study is to identify
the level of abuse and find out the socio-demographic profile of the adolescent participants and
assess the relationship between socio-demographic characteristics & different domains and levels
of childhood trauma among adolescents with mental illness. In order to fulfill the objectives of this
study, I would like to collect data from individuals who are currently receiving services from Rabia
Noor Mental Health Day Centre and the data collection period is from 02/08/2025 to 15/09/2025. 1
assure you that collected information that will be used solely for academic purpose and confidentiality
will be maintain in accordance with ethical guideline. Your permission and support would be invaluable
in facilitating the successful completion of my research.

So, 1 therefore, pray and hope that you would be kind enough to grant me permission to collect data for
my study and oblige thereby.

Sincerely yours,

Nunu] Awan
Md. Nurul Amin

4" Year, B.Sc. in Occupational Therapy Apprunes sna p&ﬂm’:b‘ed Fan

Session: 2020-21; Student ID: 122200417 Col )it lof"

BHPIL, CRP, Savar, Dhaka-1343, Bangladesh dovta : ! J CRP —
Robjo ~Novre Mend=d  Pealfl

Recommendation from the Head of the Department: t C m :

\ ‘ )
e NS, Pebrr(272)
Professor & Head po—0€ %0
Department of Occupational Therapy
Bangladesh Health Professions Institute (BHPI) Md. Rabiul Hasan
CRP, Savar, Dhaka-1343 Project Manager

al Health Project-CRP
Attachments: Copy of IRB Approval Letter. o .



49

TIETEE! ARECA AR

«fIsre ¢ IR IEY
ST TS g BRC00 S0 @ WHATSM
C12-8-3I0H 79, BTRT- 3309
R RGN GRED/ GHE T 2032) QLS ofre 2 &/ / 28N
Eoied
T AN
TYTHS IS Y
ST cea Rt

ISR P o ()
BIoRe, TS, BT |

REw: SIS RIS T (TI5T) FROTE RS AT 0N |

ToATS T ST A (Y sreem 3APeEs (Radsfra®), s an R ved i
fermid & TTEIY WEHe ey ERROUES, g e o, W “The Status of Childhood Trauma among
the Adolescents with Mental Illness: A Quantitative Study” fewvs stase1 m@m fUfFom o4 T

(TBY) RITTT G WIS AT T T |

(TG ST, T3 WIS TRNH)
+fF5F= (SRTY) €
g (oS witg), mafeutl
BT WO WY 26080, BT |
TEE R-GTRZTNIZE/GIETF/ 03¢/ % 1T
e WS @ TGS Y ST T a4 20T 3-
Y| ST WG, BIEE, GO GS Fie MART G f4en, RwRana®ks, 6T ) |
X FEAT WG, (EEhE ot wffe mafed, e TSianass, 6 |
Y . TR &iEa B, W s, fEfeerm wireefE | aRwRanags, B |
8| (T3 ETNF GITW, ASTILS CTPF STEE, STNawass, 519 |
@ e s MRG0, FHEGRITS, bR |
& e ofadl, TR aagls, 5T |
q) “fasFie TETER J1SAIS SIEaRl, GreE NSO/E WY N B0, 61T |
b R MR, GRW24RaZ5, B |
B wEs o )

(':‘mwm.mwmm)
+f5rRe (SRA1Y) @

W (5TS Witg), WRfewlh

wTEW TR g X680, BIa



TSR Qe s
Aot

ey
TR 2R, o |

e-mail :pmh@hospi.dghs.gov.bd
IS TR-T2IAT/HFB/303¢/

S o
: %rw I 2 g s R-2008 B 3¢/ob/203¢ &, GroTRH AT =Fe erE ZAREEE
(G} .
( TRR) BT @ T: et e (FTeS W2fe-333300839, 84 T, R T o 42) T e
T+ " i
AR, 9 “The Status of Childhood Trauma Among the Asolescents with Mental [lIness" fémamey sy

S Ethical Committee % e Tm Tw ey fease T TS e

wmwwwmamw
1 =T

L1
(T1: “lweTs exifzT)
sifasters

YRRz, o

R Rl Qoqe/')’)\QOI ?’(’)XQ e ";Q,\ '91 20T
S A e/ @ ey wraE sz o

3 ﬁmm,wmﬁm.maﬂﬁmwm.mwm,ml

QI w-ﬂﬁw,mwﬁw@,mﬁ,mnqﬁmmm(m)u

9| EyeifasTE , Ay ferwt Sfiwem, w2, v |

81 o e =, e sgryre amtrr zsiron, i@ |

@\ Sz S e i, e W (), e WA QSR A |

Y| ©: Cl: T T, LR Wgor (A , TeqS: WA 2, AT |

Q1 ©f: & & N *(FFTe S AP AERGE (Siee) , Tt el s |

Al TT: (I 2 I, QR FTAFGS | (@t 2RI, AT |

1 gl Sfws ae, MRS G GHEE (S &), WG e, A=A |

S0\ T WEEE A, EGE G SuE, A 2eeror, AT |

Y| T e CRICA, STIG ] Fiad] (Wi @), B 2elsle, < |

NI T ST IO, TR, TR Fee 9% @ e 55 (BLAST), e 3866 |
S| Prof.SK Moniruzzaman, Professor & Head, Department of OccupationalTherapy, Bangladesh Health

Professions Institute (BHPI), CRP, Savar, Dhaka.
281

Md. Nurul Amin, 4th Year, B.Sc. in Occupational Therapy, Student ID-122200417, Bangladesh

Health Professions Institute (BHPI), CRP, Savar, Dhaka.
el o TR/ /AR RS, WEEE 2, oA |
%)ﬂﬁ{@f%a
(T s
“Afas1eTe

Svi e AR
e ZPTSTE, #EHl |
TEM: 0Q¢rbrbro-CV

At >C)ex8/zo2g

50



o1

Appendix C : Information Sheet (English Version)

BANGLADESH HEALTH PROFESSIONS INSTITUTE (BHPI)
Department of Occupational Therapy
CRP-Chapain, Savar, Dhaka-1343, Tel: 02-7745464-5, 7741404, Fax: 02-7745069

Participants Information sheet

Research Title: ““Status of Childhood Trauma among the Adolescents with Mental
[lIness : A Cross-Sectional Study”

Researcher: Md. Nurul Amin, 4" year, Student of Bachelor of Science in Occupational
Therapy, Bangladesh Health Professions Institute (BHPI), CRP- Savar, Dhaka-1343.
Supervisor: Kaniz Fatema, Lecturer, Department of Occupational Therapy, BHPI,
CRP, Savar, Dhaka.

Place of Research: The study will be conducted in the National Institute of Mental
Health (NIMH) which is located at Sher-E-Bangla Nagar, Dhaka, CRP - Rabia Noor
Mental Health Day Centre which is located at Nabinagar, Savar, Dhaka and Pabna
Mental Hospital which is located at Hemayetpur, Pabna Sadar, Pabna.

Introduction:

| am Md. Nurul Amin, a 4" year student of the B.Sc. in Occupational Therapy program
(Session: 2020-2021) at Bangladesh Health Professions Institute under the Faculty of
Medicine, University of Dhaka. To complete B.Sc. in Occupational Therapy from
BHPI, conducting a research project is mandatory. This research project will be done
under the supervision of Kaniz Fatema, Lecturer, Department of Occupational Therapy,
BHPI. The purpose of the research project is the collection of data and how it will be
related to the research and this will be presented to you in detail through this participant
paper. if you are willing to participate in this research, in that case, a clear idea about

the research topic will be easier for decision-making. Of course, you do not have to
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make sure you participate now. Before taking any decision, you can discuss it with your
relatives, or guardians about this. On the other hand, after reading the information sheet
if you feel a problem understanding the content or if you need to know more about
something, you can freely ask.

Research Background and Objectives:

You are invited to be a part of this research because, in Bangladesh, there is no research
that measures the level of abuse and find out the socio-demographic profile of the
adolescent participants with mental illness. This study aims to identify the level of abuse
and find out the socio-demographic profile of the adolescent participants and assess the
relationship between socio-demographic characteristics & different domains and levels
of childhood trauma among adolescents with mental illness.. Your information will be
helpful to reveal the level of abuse faced by adolescents with mental illness through
your voluntary participation in this study.

Let's Know about the topic related to participation in this research work:

Before signing the consent form from you, the details of managing the research project
will be presented to you in detail through this participation note. If you want to
participate in this study, you will have to agree to participate in the study. If you ensure
participation, a copy of your consent will be given. After a representative of collection
data till by the researcher will call you. At any given time taken from you by a question
paper information will be collected. Your participation in this research project is
optional. If you do not agree then you do not have to participate. Despite your consent,
you can withdraw your participation at any time without giving any explanation to the

researcher.
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The Benefits and Risks of Participation:

You will not get any benefit directly to participate in this research project. Participation
in this study can lead to many difficulties in your daily work. However, we are hopeful
that the benefits direct from the results of this research will remove the disadvantages.
Don't worry about your identity, it's request. Patient's name, address will not be included
in the data analysis software to reduce the risk of uncover identity.

Confidentialities of Information:

By signing this agreement, you are allowing the research staff to study this research
project to collect and use your resources. Any information gathered for this research
project, which can identify you, will be confidential. The information collected about
you will be able to access this information directly. Symbolic ways identified data will
be used for the next data analysis. Information sheets will be kept in a locker drawer.
The Electronics versions of the data analysis will be collected in BHPI's Occupational
Therapy department and on the research’s laptop. It is expected that the results of this
research project will be published and presented in different forums. In any publication
and presentation, the information will be provided in such a way that you cannot be
identified in any way without your consent. Data will be initially collected over phone.
Information about Promotional Result:

The result of this study will be published in various social media, websites, conference,
discussion, and reviewed journals.

Participant's Fees:

There is no stimulus and remuneration for participation in this study.

Source of Funding to Manage Research:

The cost of this research will be spent entirely by the researcher's funds. This study will

be done in small areas and no money comes from an external source.
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Information about Withdrawal from Participation:

Despite your consent, you can withdraw your participation within one week after giving
information without giving any explanation to the researcher. If the information can be
used after the cancellation, its permission will be mentioned in the participant's
withdrawal letter (application only volunteer withdrawal).

Contact Address with the Researcher:

If you have any questions about the research, you can ask me now or latter. If you wish
to ask a question later, you may contact any of the following: Md. Nurul Amin, 4™ Year,
Student of B.Sc. in Occupational Therapy, Department of Occupational Therapy, BHPI,
CRP, Savar, Dhaka and Cell No: 01849262997, Gmail: sfsakib238@gmail.com
Complaints:

If there is any complaint regarding the conduct of this research project, contact with the
Association of Ethics (77454645). This proposal has been reviewed by the institutional
Reviewed Board (IRB), Bangladesh Health Professions Institute (BHPI). CRP, Savar,
Dhaka-1343, Bangladesh, which is a committee whose task it is to make sure that
research participants are protected from harm. If you wish to find about more about the
IRB, contact Bangladesh Health Professions Institute (BHPI), CRP, Savar, Dhaka-

1343, Bangladesh.
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Appendix C : Information Sheet (Bengali Version)
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Appendix D : Consent Form (English Version)

Consent Form (English & Bengali Version)
(For Interview Participanis)

Assalamualalkum. 1 am Md. Nurul Amin, a 4" year student of the B.Sc. In Occupational Therapy
program (Sesslon: 2020-2021) at Bangladesh Health Professions Institute under the Faculty of
Medicine, University of Dhaka. To fulfill my B.5c. degree, [ am required to conduct a research project,
which Is a pan of my academic currlculum, The dtle of my research s
“The Statas of Childheed Trauma among the Adolescents with Mental Hness : A Quaniitative
Study”. The purpose of the siudy ks to Identlfy the level of abuse and find out the socio-demographic
profile of the adolescent partlcipants and assess the relationship between soclo-demographic
characteristics & different domains and levels of childhood trauma among adolescents with mental
{lIness. To complete my research project, I need (o collect some Informatlon from you. Therefore, vou
may become an esteemed participant in this study. Information will be collected through face-to-face
Interviews, and the conversation will last approximately 15-20 minutes.

[ would like to inform you that this s purely an academic study and will not be used for any other
purpose. | assure you that all Information will be kept confldential. Your panicipation Is entirely
violuntary. You have the rght to withdraw vour consent at any thme within one week of data collectlon.
However, withdrawal will not be possible after one week from the date of data collection.

If vou have any questlons about this research, you may contact the researcher Md. Nurul Amin or the
supervisor Kaniz Fatema (Lecturer, Department of Occupational Therapy, BHPI, CEF, Savar, Dhaka).

D you have any questions before we begin the interview?
Yes [ Mol

S0, may [ have your consent (o procesd with the Interview?
Yes Mol

Signature and Date of Participant:

Signature and Date of Researcher: ____

Signature and Date of Carer:

60
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Appendix D : Consent Form (Bengali Version)
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Appendix E : Withdrawal Form (English Version)

Participant’s Withdrawal Form

(Applicable only for voluntary withdrawal)

Participant’s Name:

Reason for withdrawal:



Appendix E : Withdrawal Form (Bengali Version)
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Appendix F : Questionnaire (English Version)

Questionnaire (English & Bangla Version)

Section - 1

Socio-Demographic Questions (English Version)

Pamicipant™s Marme ;

Muaohlle Mo

1. Age (In years) . _
£. Gender

Male
Fermnale
Oither:

1. Educational Status

Currently studying_
Dropped out
Mever attended school

e

. Current Living Arrangement

With both parents
With single parent
With relatives
Orphanage/shelter
Alone or with peers

=gl

. Father's (Qualification

.

3. Mother's Qualification

T. Father's Qccupation

e

. Mother’s Occupatlon _

=]

. Mumber of 5iblings

Date -

10. What 1= your birth order in the
family?

11. Monthly Family Income (Approx.)

< 5,000 BIDT

5,000 - 10,000 BEDT
10,01 — 20,000 BDT
= 20,000 BOT

12, Parental hbdarital Status

Married and living together
Separated

Divorced

One/both deceased

13. Whao is the Primary Careglver?

Mother

Father

Baoth parents

Relaiive

[nstitutional caregiver
{ther:

14. History of Mental lllness in the Family

Yes
Mo
Mot Sure



15. Family Type

Nuclear family
Jolmt/Extended Famil].l
Single-parent family

16. Types of Mental llness /
Disarders:

17. Duration of Mental Health Problem :

Less than 1 Year
1-3 Years

3-5 Years

Maore than 5 Years

18. Do vou have any physical complicatbons?

e
Mo

[f ves, please mention the types of
complications (You may select more than one)

Heart [Hsease

High Blood Pressure
Diabetes

High Cholesterol
Obesity

Oithers

19. Previous History of Counseling or
Psychlatrlc Treatment

e
No

[F ves, please mention this {You may
select more than one)

Therapy
Counseling

65
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Childhood Trauma Questionnaire

Patient's full name: Date accomplished:

Name of attending professional:

Instructions: Please rale yourself based on the options below in refation 1o the following possibie traumatc expenences thal you may
have experienced. Take your time and be honest with your answers. This will be kept confidential.

Item Never True  Rarely True Sometimes

g
i

1. 1 did not have enough 1o eal.

2. | had someone lo take care of me and prolect
me.

3. I've been called “stupid,” “azy.” and‘or "ugly.

4. My parenis were 100 druni/high to take care of
me.

5. Someone helped me feel imporiant.

€. | had 1o wear dirty clothes

7. lelt loved,

8. | feltthought that my parents wished | had never
been born.

9. 1 got hit so hard that | had to see a doctor.

10. There is nothing | want to change in my family.

11. I've been hil so hard that &t left bruises and
marks.

12. | was punished with a belt, board, cord, or
another hard object.

13. My family looked out for each other,

14. My family said hurtful or insulting things to me.

15. | was physically abused.

O|00|0| O O|O(0] O [OO|0] O |O| O|O
O|0|0|0| O] O|O|0] O |[OO|0] O |0 O |O
O|O0O|0| O| O|O|O| O [O|O|0] O |O] O|O|F
O|I0(00| O| O|0|0] O |0|0|0]| O |0] O|O
O|0(0|0| O OOOOOOOOOOO?;

16. | had a perfect childhood.

Bemstein D., Fink L. (1998). Chidhood Trauma Questonnaire. A Retrospective Sell-Report Questionnaire and Manual. San Anlonio,

The Psychological Corporation.
PAGE 1
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{
{
§
{
g
{

ltem

17. 1 got hit badly and k was noticed by a leacher,
naighbor, and/or doctor.

18. Someone in my family hated me.

19. My lamily felt close to each other.

20. Someone tried to louch me in a sexual way or
tried 1o make me louch them.

21, Someone threalened to hurt me uniess | dd
something sexual with them.

22. | have the best family in the world.

23. Someone made me bry o do sexual things/walch
sexual things.

24, Someone molested me.

25. | was emationally abused.

26. Someone took me 10 see the doctor when |
needed tw/if | needed to

27. | was sexually abused.

28, My family gave me strength and support.

olo| ololo|o|o| o] o |olo] o
olo| ololo|o|o| o] o |olo| o
olo ooooooooooz§
olo| ololo|o|o| o] o |olo] o
olo ooooooooooa'g

Scoring:

* Neverirue = 1

* Rarely frue = 2

+ Sometimes true =3
* Oftentrue =4

* Very often true = 5

Some items have the inverse, though. These specific tems are hems 2, 5, 7, 13, 19, 26, and 28. So, “Never true” is equal to 5, and
“Very often true” is equal to 1.

SCORE TALLIES —

Bernstein D., Fink L. (1998). Chikdhood Trauma Questionnaire. A Retrospective Seli-Report Questionnaire and Manual, San Antonio,
The Psychological Corporation.
PAGE 2
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Score Tallies:

Physical Emotional Sexual Physical Emotional
Abuse Abuse Abuse Neglect Neglect

9) 3) 20) 1) *5)

1) 8) 21) 2) 7)

12) 14) 23) 4) 13)

18) 18) ) 6) ‘19)

17) 2) 27) *28) ‘28.)

Sum;

The * moans that the scoring is Inversed for them.

To calculate the saction bolow, you only need to look at toms 10, 16, and 22. For each of these, i the patient answors “Very often
true,” it's equivalent 1o 1 paint. If they picked other answers, then it's equivalent 10 0. The maximum score thal they can get for

Minimization/Denial Is 3.
Minimization/Dental
10)
18)
22)
Sum:
Level of Physical Emotional Sexual Physical Emotional
abuse Abuse Abuse Abuse Neglect Neglect
None 7 8 5 7 9
Low 9 12 8 9 14
Moderate 12 15 12 12 17
Severe 13+ 16+ 13+ 13+ 18+

Bemstein D., Fink L. (1998). Childhood Trauma Quesbonnaire. A Retrospective Self-Report Questionnaire and Manual, San Antonio,

The Psychological Corporation.

PAGE 3
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Appendix F : Questionnaire (Bengali Version)
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Appendix G : Permission for using Childhood Trauma Questionnaire (CTQ)

M G Ma I| SF Sakib <sfsakib238@gmail.com>
(no subject)

2 messages

SF Sakib =sfzakib235@gmail.com= Thu, May 29, 2025 at 11:49 AM

To: j.kenardy@ug.edu

Dear Sir,

| hope you are well. | am Murul Amin, a student in the final year of a B.Sc. in Occupational Therapy at Bangladesh
Health Professions Institute (an academic insfitute of CRF) in Bangladesh.

In our course cumiculum, we have to undertake undergraduate research. | am passionate about researching fime
use, and my research fitle is " The status of childhood trauma among the adolescents with mental health illness ®. |
want fo uze the childhood trauma questionnaire, you and your team developed in this research. Therefore, | have a
few questions about the questionnaire. | would appreciate it if you could guide me with my following queries: 1.How
can | get permission fo use this questionnaire? 2. What is the licensing system or procedure? 3.00 | need to pay for
using this quesfionnaire? 4 What is the scoring system for the questionnaire? 5.Can | franslate it info Bengali by
keeping the onginal meaning unchanged? Because the native language of my participants is Bengali, it will be helpful
for the survey. Your response fo my queries will be beneficial to me. | have copied this email fo my supervisor, Kaniz
Fatema, Lecturer in Occupational Therapy of BHPI. | look forward to heaning from you! Thank you very much!

Regards,

Name : Md. Nurul Amin

4th year student B.3¢. in Qccupational therapy
Sessions: 2020-21

Bangladesh Health Profeszions Institute, CRP. Chapain, Savar, Dhaka-1343
Phone No: 01849262997

Mail Delivery Subsystem =mailer-daemen@googlemail.com= Thu, May 29, 2025 at 11:50 AM
To: sfzakib235@gmail.com
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