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Abstract

Background: Mental illness is a critical global health issue, with stigma and
discrimination significantly impacting those affected. Individuals with mental health
disorders often face societal exclusion, which exacerbates their conditions and hinders
recovery. In Bangladesh, despite improvements in mental health awareness, stigma and
discrimination remain prevalent, adversely affecting mental health treatment and social

integration.

Aim: To find out the level of discrimination and stigma experienced by individuals with
mental illness and its impact on their social, emotional, and psychological well-being.

Methods: Cross-sectional study was conducted with 140 participants diagnosed with
mental illnesses. Discrimination and Stigma Scale-12 was used to collect data among
individual with mental illness. The data was analyzed using the Statistical Package of

Social Science (SPSS) 20 version for descriptive and inferential analysis.

Results: The study focused on the socio-demographic characteristics of the participants
and assessed the levels of discrimination and stigma experienced. The majority of
participants were aged between 18 and 31 years (61.4%) and resided in rural areas
(55.7%). The most common diagnoses were schizophrenia (40.7%) and bipolar disorder
(25.7%). The data revealed significant levels of discrimination across various life
domains, including work, housing, and social participation. Moreover, perceived and
anticipated discrimination were prominent issues, with a notable association between
higher educational levels and increased reported stigma. The study further indicated
that individuals with mental illness faced both public stigma and self-stigma, which

affected their emotional, social, and psychological well-being.



XIV

Conclusion: The findings underscore the persistent challenge of stigma and
discrimination faced by individuals with mental illness in Bangladesh. Despite
treatment availability, individuals continue to encounter social exclusion, which
exacerbates their conditions and hinders recovery. This study highlights the urgent need
for policy reforms and targeted interventions to address the stigma associated with
mental illness. Occupational therapy practices, in particular, must integrate strategies to
reduce stigma, promote inclusion, and improve the quality of life for individuals with
mental disorders.

Keywords: Mental Health, Mental Illness, Stigma, Discrimination, Occupational

Therapy.



CHAPTER I: INTRODUCTION

1.1 Background

Mental illness represents a vital public health challenge which comprises 13% of global
health burdens. People face a decrease in life expectancy of about 20 years because
mental health realities combine with persistent diseases. Survival scores lower when

someone is suffering from mental illness (Hossain et al., 2014).

All over the world, stigma and discrimination are the pandemics that ride on the
coattails of mental diseases. There’re two battles that people who suffer any kind of
mental illness need to wage. In their attempts to publicise mental illness, mental health
advocates might also fail to address human rights abuses, which adversely affects both
the prevention and treatment of mental illnesses, as well as the rehabilitation and
protection of the wellbeing of individuals with mental disorders (Kapungwe et al.,

2010).

According to World Health Organization (WHO), 40 million people worldwide
have serious mental illnesses, such as dementia and schizophrenia. Less severe mental
and neurological problems disable another 200 million. It is even higher when
counting issues of drug and alcohol treatment or mental disorders are secondary to
physical illness. According to research in wealthy countries such as the United States,
Australia and England, 15 to 25 percent of the general population suffers from
psychiatric disorders. Prevalence rates for psychiatric diseases were reported to be 20%
in Uganda 57% in Brazil 25% in Chile 50% in Nicaragua 66% in Sudan 31% in India

and 25% in Spain (Karim et al., 2011).



The National Institute of Mental Health (2021) conducted a nationwide survey
revealing that men face increased stigma from mental health issues than women (37.6%
to 98.2%) and stigma affect individuals across Bangladesh. All patients across
Bangladesh experienced the same level of discrimination regardless of their geographic

location (Roy & Chowdhury, 2024).

Although stigma and discrimination are now acknowledged as major obstacles
to full social inclusion for people with mental illness across the world (Semrau et al.,
2014). Stigma and discrimination impact not only the lives of patients but also those of
their families, relatives, and mental health professionals (MHPs). It is viewed as a
burden that affects both the personal and social aspects of patients' lives. As a result,
patients and their family members may hesitate to seek treatment for mental illness,
which can lead to a worsening of their psychological conditions (Roy & Chowdhury,

2024).

1.2 Justification of the Research

This study focuses on discrimination and stigma against individuals with mental
illness, a global concern. One out of every four people in the world suffers from some
form of mental illness, with estimates in the United States alone placing the number at
about 59.3 million (Merikangas et al., 2010). Stigma and discrimination are
widespread societal issues that harm those suffering from mental health problems by

isolating, excluding, and devaluing these individuals (Ahad et al., 2023).

OT which aims to improve individuals' ability to engage in meaningful activities
and participate fully in society, is directly affected by stigma and discrimination. This
research contributes to occupational therapy by enhancing client-centered practice,

improving therapeutic relationships, advancing holistic care, promoting social



inclusion, and enhancing professional development (McNamara, n.d.; Vanpuymbrouck
et al., 2024). The study also advances science, society and policy by contributing to
building the scientific literature on stigma and discrimination in mental health, raising
awareness and furthering the science—policy interface and evidence informed
policymaking. It further enhances mental health service delivery and care integration
(Bolster-Foucault et al., 2021). By addressing the critical issue of stigma and
discrimination, this study has the potential to drive meaningful change in mental health

care and occupational therapy practice.

1.3 Operational Definition

1.3.1 Mental Health & Mental Illness

According to WHO, mental health is a state of mental well-being that enables people
to cope with the stresses of life, realize their abilities, learn and work well, and
contribute to their community. Mental illness is any diagnosable mental problem that
causes substantial changes in thought, emotion, and/or behavior and distress or
impairment in social, vocational, or other crucial areas of functioning (Tawiah et al.,
2015).

1.3.2 Discrimination

Discrimination is the unfair or unequal treatment of individuals or groups based on
certain characteristics such as mental illness, disability, race, gender, religion, or age.
In the context of mental health, discrimination often involves negative attitudes,
behaviors, or institutional practices that disadvantage people with mental illness.
Discrimination refers to the behavioral manifestation of stigma, resulting in the unfair
treatment of individuals based on their membership in a stigmatized group (Thornicroft

et al., 2009).



1.3.3 Stigma

Stigma is a negative attitude or belief that society holds about a person or group based
on certain characteristics, such as mental illness, disability, race, gender, or social status.
Stigma is one of the most profound barriers to the full social inclusion and community
participation of persons with mental illness (Ritsher et al., 2003).

1.3.4 Discrimination & Stigma in Mental Illness

Individuals with mental illness often struggle a doubleedged sword battle. Coping with
the symptoms of the condition itself is already difficult enough whilst misperceptions
of the condition create further complications such as suffering negative connotations -
‘stigma’ — and discrimination. Stigma and discrimination are also suggested to be
significant barriers to mental health help seeking, mental health recovery and social

inclusion (Hanafiah & Van Bortel, 2015).

1.4 Aim of the Study

To find out the level of discrimination and stigma experienced by individuals with

mental illness and its impact on their social, emotional, and psychological well-being.



CHAPTER II: LITERATURE REVIEW

This chapter covers information on discrimination and stigma faced by individuals with
mental illness. It includes findings from existing literature on the prevalence and nature
of stigma, as well as cultural variations in stigma. Additionally, the chapter discusses
the discrimination and stigma experienced by individuals with mental illness and
examines the impact of these factors on their emotional, psychological, and social well-

being.

Figure 2.1

Overview of literature findings

Discrimination and Stigma in
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2.1 Overview of Mental Illness

Mental illness is a serious public health issue worldwide with immense implications for
individuals, communities, and health systems everywhere that affect mood, thinking,
and behavior. Mental illnesses are the outcome of complex interactions between

biological, psychological, and social factors (Sathyanath M et al., 2023).

About one billion individuals worldwide suffer from mental health illnesses in
one form or another, with the most common being depression, anxiety, and bipolar
disorder, according to the World Health Organization. Mental illness has a substantial
impact on family and community welfare in addition to individual wellbeing. Globally,
mental health issues are estimated to result in yearly economic losses of approximately
$1 trillion, mostly from lower productivity and higher medical costs. Despite rising
prevalence rates and growing social impacts, stigma remains pervasive in many
societies (Machenyue, 2025).

Stigma brings widespread damage in individual and social spheres. Stigma
discourages help seeking, delays treatment, and exacerbates mental illness (Clement et
al., 2015). Discrimination leads to isolation, reduced education and employment
opportunities, and economic deprivation. Self-stigma has been associated with poorer
recovery, increased depression, and reduced quality of life (Nica et al., 2016). Stigma
and discrimination aid in worsening poor treatment-seeking behavior, with studies
indicating that 56% of people afflicted with mental illness are discriminated against
(Raosaheb & Sreedevi, 2018).

In Bangladesh, a very large proportion of people with disorders do not receive
treatment, and social determinants (poverty, gender inequality, low literacy) and
cultural beliefs about mental illness fuel stigma and discrimination. These findings

underscore the importance of measuring both individual-level stigma and structural



drivers (service availability, policy) when studying discrimination in Bangladesh (Roy
& Chowdhury, 2024).

2.2 Sociodemographic Traits

2.2.1 Age

A Cross-sectional study was conducted among persons with mood and anxiety
disorders in Portugal, where the sample size was 3849. This study aimed to characterize
the association between perceived stigma and mental disorders. The study shows that
retired participants had 2.48 (95% CI: 1.24-4.94) higher odds of reporting stigma when
compare to those working or students (Antunes et al., 2022).

2.2.2 Gender

In Kenya, a study reported that females (Mean: 10) had experienced high level of
discrimination as compared to male. Females reported an overall higher experienced
discrimination than males (Mean: 7.7). In this study females reported significantly
higher experienced discrimination (unfair treatment subscale) in finding and keeping a
job, in housing, and in their personal safety and security while men experienced more
discrimination in being shunned or avoided by people who know that they have a
mental health problem, in their education, and by the police (Ebuenyi et al., 2019).

2.2.3 Education and Occupation

A cross-sectional study was conducted in Nigeria from January 2010-December2010,
where the sample size was 103. The study shows that a higher proportion of patients
with tertiary education compared with those with secondary or lower level of education
showed experienced stigma (78.0 vs 51.1 %; p=0.005, Fisher’s exact test). The multiple
logistic regression model showed that these associations remained significant, with

younger people with higher educational level more likely reporting to experience



discrimination (OR =3.16 95 % CI 1.27-7.90 for age\40 vs C 40; OR =3.23 95 % CI
1.32-8.33 for tertiary vs secondary or lower education) (Oshodi et al., 2014).

Another cross-sectional study was conducted in England from 2008-2011,
where the sample size was 3579. This study shows that older people reporting lower
levels of discrimination. People in employment or who had retired reported
significantly lower levels of discrimination compared to people who were unemployed
or currently studying or volunteering.

Moreover, according to Ebuenyi et al., 2019, this study shows that unemployed
participants 81.6% (n=40) had slightly increased rates of experienced and anticipated
discrimination compared to employed participants 71.0% (n=32).

2.2.4 Geographical Context

A Cross-sectional study was conducted in Ethiopia from December 2014 to July 2015,
where the sample size was 300. In this study they used Discrimination and Stigma
Scale. This study find out urban residents were significantly more likely to have
experienced unfair treatment from friends (¥2(1) = 4.80; p = 0.028), the police (¥2(1)
=11.97; p = 0.001), in keeping a job (¥2(1) = 5.43; p = 0.020), and in safety (y2(1) =
5.00; p=0.025), and had a significantly higher than those living in rural areas (Forthal
et al., 2019).

2.3 Impact on Social Well-being

2.3.1 Social Relationships

A qualitative study was conducted in United Kingdom among young people (age: 17-
25 years) with depression symptoms (n=22). The study shows that stigma is a major
factor that can interfere with social relationships for those with mental illness. People
with mental health problems are often misunderstood and judged by others, which

makes them feel lonely and social isolated. Public stigma, or prejudice and



discrimination by society, often leads to social exclusion and a lack of empathy from
social relations such as peers, family and partners (Prizeman et al., 2023).
2.3.2 Employment
In Netherlands, a narrative Study showed that individuals with mental illness often
experience significant challenges in the workplace due to discrimination. Mental illness
is one of the most stigmatized disabilities, leading to exclusion from employment
opportunities. This study also reflected how negative stereotypes, such as assumptions
of incapacity or unpredictability, prevent individuals with mental illness from gaining
employment. Furthermore, even if employed, individuals may face prejudice, reduced
opportunities for advancement, and hostile work environments, all of which contribute
to job instability and lower income levels (Brouwers, 2020).
2.3.3 Community Integration
A mixed method study was conducted in United Kingdom, where participants was 144.
This study shows that community integration is another critical area affected by stigma.
Mental health stigma can limit social participation, leading to isolation (Clement et al.,
2015). According to Link & Phelan, 2001, the process of stigma involves labeling,
stereotyping, separation, and discrimination, all of which can marginalize individuals
with mental illness from community networks. This lack of integration not only affects
social relationships but also reduces access to social support, which is essential for
recovery. Goffman (1963) suggests that stigma contributes to a "spoiled identity,"
making it difficult for individuals to establish connections outside of therapeutic
settings (Link & Phelan, 2001).

In contrast, A narrative study shows that public attitudes often reflect fear,
misunderstanding, and a desire for social distance, leading to social exclusion and

isolation. This can manifest in various forms, such as resistance to housing initiatives
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for individuals with mental illness, reluctance to engage in social interactions, and
negative reactions from neighbors (Schomerus & Angermeyer, 2008).

2.4 Emotional and Psychological Consequences

2.4.1 Self-Esteem and Self-Efficacy

According to, Watson et al., 2007, the internalization of stigma can have severe effects
on self-esteem. As individuals face societal rejection, their perception of self-worth can
diminish. Internalized stigma is strongly associated with lower self-esteem and higher
levels of self-blame. The importance of self-efficacy in overcoming adversity and
achieving personal goals. However, discrimination and stigma can undermine self-
efficacy by fostering a sense of helplessness and reduced aspiration

2.4.2 Recovery and Treatment-Seeking Behavior

A Cross-sectional study was conducted in Spain which revealed the psychological
impacts of stigma, in particular internalized stigma, can adversely affect mental illness
recovery. Research implies that self-stigma is a mediator in the correlation between
recovery and symptomatology, thus tackling self-stigma could facilitate recovery
(Penas et al., 2024).

A Systemic review was conducted with the aim to evaluate the effect of
stigmatization on psychiatric illness outcomes, particularly its influence on treatment
adherence, treatment-seeking behavior, and care outcomes. Finally, this study reviews
39 studies published between 2010 and 2024, focusing on the effects of stigmatization
on psychiatric illness outcomes. Stigma in psychiatric illness is significantly linked to
illness duration (mean effect size = 0.42, p < 0.05), reduced clinic attendance (mean
reduction = 2.3 visits/year), and psychotic disorders (OR = 1.78, 95% CI: 1.20-2.65).
It arises from misinformation, prejudice, and discrimination, creating major barriers to

treatment access and adherence. Consequently, stigma contributes to delayed help-
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seeking, poor medication compliance, worsened symptoms, reduced self-efficacy,
lower quality of life, and overall negative psychiatric outcomes. Its impact also extends
to caregivers and healthcare providers, further complicating care. These findings
underscore the need for comprehensive, evidence-based anti-stigma strategies
particularly educational interventions to improve treatment engagement and mental
health service outcomes (Chukwuma et al., 2024).

In contrast, another cross-sectional study was conducted in Serbia, where the
sample size was 52. The study showed that the majority of participants reported no
discrimination in medical treatment, in contact with staff in institutions for mental and
physical health, in realms of personal safety and security (Milacic Vidojevic et al.,

2015).

2.5 Cultural Influences on Stigma

According to Abdullah & Brown, 2011, In many Eastern societies, mental illness is
often seen as a moral failure, whereas in the West, it is more likely to be viewed as a
medical condition, resulting in comparatively lower stigma and greater access to
professional treatment.

Another cross-sectional study was conducted in Bangladesh, where the sample
size was 349, This study reflects that, stigma is strongly influenced by cultural
narratives and social norms. Strong social norms surrounding family reputation and
honor often lead individuals to hide mental health problems to avoid perceived shame.
Consequently, people with mental illness frequently encounter discrimination in both
social and professional settings, particularly in rural areas where traditional beliefs and

stigma are more deeply rooted (Faruk & Rosenbaum, 2023).
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2.6 Key Gaps in the Studies

Around 20 related articles were extracted from 2001 to 2025. However, most of
the articles were concentrated in the 2010 and early 2020s.

The majority of studies focused on adults, particularly those aged 17-50. In
contrast, youth (under 18) and elderly individuals (above 60) were less
frequently included in the research. Few studies specifically targeted
adolescents or older adults, and gender-focused investigations on either females
or males were also limited.

Most of the studies followed cross-sectional & qualitative design, however there
is limited longitudinal research and experimental design that could offer insights
into the effectiveness of anti-stigma interventions.

The majority of research focused on urban populations or young adults, with
less emphasis on rural communities, which may face different forms of stigma.
The research was conducted in countries such as the United States, Kenya,
Portugal, Nigeria, and the United Kingdom among others. However, there is
comparatively less research in the South Asian context, particularly in countries

like Bangladesh.
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CHAPTER III: METHODS AND MATERIALS

3.1 Study Question, Aim and Objectives

3.1.1 Study Question

What are the levels of discrimination and stigma experienced by individuals with
mental illness?

3.1.2 Aim

To find out the level of discrimination and stigma experienced by individuals with
mental illness and its impact on their social, emotional, and psychological well-being.
3.1.3 Objectives

e To find out the sociodemographic characteristics among the participants.

e To assess the extent of experienced discrimination and stigma in various areas
of life (e.g., social participation, including work, marriage, parenting, housing,
leisure and religious activity) among individuals with mental illness.

e To assess the level of discrimination and stigma (perceived discrimination,
anticipated discrimination, overcoming stigma and positive treatment) among
the participants.

e To identify the association between sociodemographic information and levels

of experienced stigma & discrimination.
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3.2 Study Design
3.2.1 Study Method
A quantitative study was suitable for this research because it allowed for the objective
measurement of levels of discrimination and stigma. This method was crucial when
examining extensive issues like mental health stigma and discrimination. Quantitative
research methods delivered fast and efficient data collection with analysis of sizeable
datasets that occurs within reduced timeframes (Williams, 2021). The structured design
of quantitative research allowed the study to be replicated with consistent results,
supporting the validation of findings and the development of reliable knowledge in
mental health stigma research. The systematic investigation of mental health
discrimination as well as stigma benefited from quantitative research methods because
it produced efficient results (GajdoSova & Jani¢ova, 2021). Overall, quantitative
research proved to be an effective and efficient approach for understanding the complex
dynamics of discrimination and stigma in mental health.
3.2.2 Study Approach
A Cross-sectional study was suitable for this research because this study approach
facilitated data collection at a single point in time, providing a snapshot of the current
state of mental health stigma and discrimination (Oudejans et al., 2021). This approach
was efficient for estimating prevalence and identifying associations. According to
research aim, a cross-sectional approach allowed to assess the current levels of
discrimination and stigma without the need for long-term follow-up.

Cross-sectional studies were particularly important for measuring the
prevalence of conditions and associated factors in a particular population (Oudejans et
al., 2021). This approach helped quantify the current levels of discrimination and stigma

experienced by individuals with mental illness, providing a clear picture of the extent
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of the problem. The cross-sectional design was also cost-effective and allowed the
assessment of multiple variables simultaneously (Oudejans et al., 2021). The research
aim aligned well with this approach because it enabled study of discrimination and
stigma intensity together with their effects on emotional and psychological well-being.
3.3 Study Setting and Period

3.3.1 Study Setting

The data was collected from National Institute of Mental Health (NIMH) which is
located at Sher-E-Bangla Nagar, Dhaka, CRP - Rabia Noor Mental Health Day Centre
in Nabinagar, Savar, Dhaka.

3.3.2 Study Period

The study period was from June 2025 to December 2025, and the data collection period

was from August 2025 to September 2025.

3.4 Study Participant

3.4.1 Study Population

The study involved people with mental illness who were admitted to the National

Institute of Mental Health (NIMH), CRP - Rabia Noor Mental Health Day Centre.

3.4.2 Sample Size

Z2 . P.q
d2

According to Cochran's formula, n =

Here, n=required sample size

z= standard normal deviation; usually set at 1.96 which corresponds to a 95%

Confidence Interval (CI).

p=0.187, q= (1-p) = (1-0.187) = 0.813
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d= degree of accuracy desire, usually set at 0.05
Then, z= 1.96, p=0.187, q= 0.813 and d= 0.05

1.96%. 0.187. 0.813
0.052

Sample size, n=

=234+ 10% = 257 (10% non-response rate would be added)
Because of the short time, the student researcher reached 140 participants and collected
data from them.
3.4.3 Sampling Techniques
In this research, the student researcher used a convenience sampling. This type of
sampling allowed to easily accessible, cost-effective (Ahmed, 2024), time-efficient,
provided preliminary insights, and was feasible in the mental health context. This
approach facilitated the recruitment of a larger sample size, which ensured adequate
statistical power, and enabled rapid data collection, making it suitable for a cross-
sectional quantitative design (Stratton, 2021). In addition, it reduced research costs by
permitting quick data collection when time was limited.
3.4.4 Inclusion Criteria
* Diagnosed with a mental illness (e.g., schizophrenia, BMD, MDD, PD,
Depression, Anxiety disorder, OCD, Substance Use Disorder, Eating Disorder
etc.) by a qualified psychiatrist or mental health professional.
* Having at least partial insight into their mental condition and capable of
reflecting on personal experiences of discrimination and stigma.
* Both male and female who are at 18 or above 18 years old
3.4.5 Exclusion Criteria
» Currently experiencing an acute psychiatric episode (e.g., severe psychosis,
mania) that impairs the ability to understand and respond to the questionnaire.

» Severe cognitive impairment (e.g., dementia or profound intellectual disability).
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3.5 Ethical Considerations

3.5.1 Ethical Clearance

Ethical approval was obtained from the Institutional Review Board (IRB) at the
Department of Occupational Therapy, Bangladesh Health Professions Institute (BHPI).
The IRB form number is CRP-BHPI/IRB/07/2025/1088 (see in details appendix-A).
Permission was also obtained from the Head of the Occupational Therapy department,
BHPI, to collect data from the National Institute of Mental Health (NIMH) & CRP -
Rabia Noor Mental Health Day Centre. (see in details appendix-C).

3.5.2 Informed Consent

The student researcher provided an information sheet explaining the aim, objective, and
purpose of the study, consent form and withdrawal form to the participants (see in
details appendix-D).

3.5.2 Unequal Relationship

There was no personal relationship between the student researcher and the participant.
Before data collection, the data collector did not know the participants.

3.5.3 Risk and Beneficence

Participants had no risk in participating in this study. There was no personal or financial
benefit between the participants and the student researcher.

3.5.4 Confidentiality

The student researcher-maintained confidentiality regarding all the participants
throughout the research procedure. The student researcher ensured and maintained the
confidentiality of participants. Only the student researcher and responsible supervisor
had access to the data, and that information was clearly stated in the information sheet

and provided before collecting the data.
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3.6 Data Collection Process

3.6.1 Participant Recruitment Process

Figure 3.6.1 overview of participants recruitment process

Total participant (n=300)
Access from the National Institute of Mental Health & Hospital (NIMH&H) &
CRP - Rabia Noor Mental Health Day Centre

NS

Rechecked and confirmed the admitted patient with caregiver 275 participants

NS

192 participants match the inclusion criteria and not interested in participating 52

NS

Total number of respondents, n=140

3.6.2 Data Collection Method

The data collected by face-to-face survey through a socio-demographic questions, and
the Discrimination and Stigma Scale (DISC-12) questionnaire. The student researcher
physically presented and the (DISC-12) questionnaire was conducted by the student
researcher. Face-to-face survey maintained the quality of data and decreased the
potential biasness (Doyle, 2005).

3.6.3 Data Collection Instrument

e A self-administrated semi-structured questions was developed based on collecting
socio-demographic information from the respondents (see details in Appendix F).
e Discrimination and Stigma Scale (DISC-12): Discrimination and Stigma Scale

(DISC-12) ask participants about the experiences of discrimination in various areas
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of life including employment; mental health care; and interactions with friends,
neighbors, and family (Kumar et al., 2020). The scale consists of 32 items, four
subscales and scores on a 4-point scale from 0 (not at all) to 3 (a lot). The four
DISC-12 subscales are as follows: patient experienced discrimination (Item 1-21),
defined as unfair treatment and unjust distinction in how different people are being
treated by others. A higher score indicates greater experienced discrimination.
Anticipated discrimination (Item 22-25), refers to the extent to which the patients
limit their involvement in important aspects of daily life, such as intimate
relationships and work, because of anticipation that stigma might occur. A higher
score indicates greater limitation in their daily life. Two items on overcoming
stigma (Item 26-27), assess the coping mechanisms patients use to overcome
discrimination. A higher score indicates more methods know to overcome
discrimination. Positive treatment due to the mental illness (Item 28—32), meaning
reported positive treatment received by others as a result of their mental illness. A
higher positive treatment score indicates more positive treatment being reported (Li
et al., 2017)

3.6.4 Field Test

The student researcher, with the help of the supervisor and an expert in formal Bengali

writing, translated the questionnaire into Bengali, which is the native language of

Bangladesh. To identify potential problems with the questionnaire, it was pretested

between two respondents who were similar to the study population but outside the study

area. After pretesting, the questionnaire was finalized with the necessary corrections for

the study.
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3.7 Data Management and Analysis

Statistical analysis was conducted using IBM SPSS Statistics (version 20.0; IBM
Corporation, Armonk, NY, USA). Descriptive statistics including the mean, median,
IQR, standard deviation (SD), frequency and proportion were used to summarize the
demographics, subscale scores and mean scores of rating scales. Item-total correlations
were calculated with Kruskal-Wallis Test. Linear regression was used to assess the
association of relative factors with stigma and discrimination. Unstandardized
Coefficients (B) and 95% confidence intervals (95% CI) were calculated. Statistical

significance was set at the level P<0.05.

3.8 Quality Control and Quality Assurance

All data was done accurately under the supervision of the respected supervisor and
followed all the instructions. Before selecting the study methodology, it was ensured
that it may fulfil the study purpose. The data was collected by using the “Bangla
version” question. The question was selected from the published research, the name of
the scale was Discrimination and Stigma Scale (DISC-12). The scale was already
translated into Bangla. After the field test, the question was modified to match our

cultural perspective to get wider information and make it understandable.
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CHAPTER IV: RESULTS

A cross-sectional study was conducted on the Level of Discrimination and Stigma for
Individuals with Mental Illness. This chapter presents the study’s findings in tables,
with an emphasis on the socio-demographic information, level of discrimination,
stigma, perceived discrimination, anticipated discrimination, overcoming stigma,

positive treatment of individual with mental illness in Bangladesh.

4.1 Sociodemographic Characteristic

Table 4.1

Sociodemographic Characteristic

Variable Category Frequency  Percentage
(n=140) (%)
Sex Male 67 47.9
Female 73 52.1
Age 18-31 years 86 61.4
32-45 years 40 28.6
>45 years 14 10.0

Median = 28 years, Median (IQR) = (23-36) years,
Minimum= 18 years, Maximum = 68 years

Religion Islam 132 94.3
Hinduism 6 4.3
Others (Christianity, 2 1.4
Buddhism)

Current Residence Urban 62 44.3
Rural 78 55.7

Educational Signature 10 7.1

Qualification Primary education 37 26.4
Secondary education/ Dakhil 43 30.7
Higher Secondary/ Alim 26 18.6
Graduate/Fazil 22 15.7
Others (Postgraduate/ 2 1.4
Kamil)

Marital Status Unmarried 60 42.9
Married 62 44.3
Divorced 8 5.7
Separated 9 6.4
Others (Widowed) 1 0.7

Current  Occupational Employed (Full time/ Part- 17 12.1

Status time)
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Unemployed (Looking for 14 10.0
job)
Unemployed (Not looking 25 17.9
for job)
Student 29 20.7
Homemaker 39 27.9
Business 11 7.9
Others  (Farmer, Driver, 5 3.6
Freelancer, Retired)
Type of Housing Owned 105 75.0
Rented 35 25.0
Family Member <3 Persons 30 21.4
3-5 Persons 80 57.1
>5 Persons 30 21.4
Monthly Family <15000 Taka 48 34.3
Income 15000-32000 Taka 51 36.4
33000-50000 Taka 28 20.0
>50000 Taka 13 9.3

Median = 20000 BDT, Median (IQR) = (15000-40000)
BDT, Minimum= 5000 BDT, Maximum = 90000 BDT

Primary Caregiver Father 8 5.7
Mother 82 58.6
Brother 9 6.4
Sister 5 3.6
Husband 3 2.1
Wife 15 10.7
Son 5 3.6
Daughter 7 5.0
Paid Caregiver 5 3.6
Others (Neighbor) 1 0.7

Type of Mental illness _ Schizophrenia 57 40.7
Bipolar Disorder 36 25.7
Major Depressive Disorder 11 7.9
Personality Disorder 5 3.6
OCD 7 5.0
Substance Related Disorder 17 12.1
Others (Anxiety, Depression, 7 5.0
Schizoaffective Disorder)

Duration of Mental <2.0 years 49 35.0

Illness 2.0-4.0 years 29 20.7
5.0-7.0 years 33 23.6
>7.0 years 29 20.7

Median = 4 years, Median (IQR) = 4 (2.0-6.75) years,
Minimum= 0.5 years, Maximum = 15.0 years

Table 4.1 portrays an overview of the socio-demographic details of 140 individuals with

mental illness. The findings show that females 52.1% (n=73) slightly more than males
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47.9% (n=67). Most respondents were young adults, with 61.4% (n=86) aged between
18-31 years, and the median age was 28 years (IQR: 23-36). The majority of
participants were Muslims 94.3% (n=132), while 4.3% (n=6) were Hindu and 1.4%
(n=2) belonged to other religions. Most of the respondents resided in rural areas 55.7%
(n=78), while the remaining 44.3% (n=62) lived in urban locations. Regarding
education, 30.7% (n=43) had completed secondary education. Regarding marital
status, 44.3% (n=62) were married and 42.9% (n=60) were unmarried, with only a few
being divorced, separated, or widowed. Among the respondents 27.9% (n=39) were
homemakers, followed by students 20.7% (n=29), unemployed individuals not seeking
work 17.9% (n=25) and only 12.1% (n=17) were employed. Most of the respondents
lived in owned houses 75% (n=105) and came from families with 3—5 members 57.1%
(n=80). Among the respondents, 36.4% (n=51) reported a monthly family income range
of 15,000-32,000 BDT and 34.3% (n=48) earning below 15,000 BDT. Furthermore,
the median income was 20,000 BDT (IQR: 15000-40000). Mothers served as the
primary caregivers for the majority of respondents 58.6% (n=82), followed by wives,
brothers, and other family members. Regarding clinical diagnosis, schizophrenia was
the most prevalent condition, followed by bipolar disorder, substance-related disorders,
major depressive disorder, OCD, personality disorders, and other disorders (e.g.,
anxiety or schizoaffective disorder), with their respective frequencies being 40.7%
(n=57), 25.7% (n=36), 12.1% (n=17), 7.9% (n=11), 5% (n=7), 3.6% (n=5) and 5%
(n=7). Among the respondents, 35% (n=49) had an illness for less than 2 years, while
20.7% (n=29) had a duration exceeding 7 years, but the median duration of illness was

4 years (IQR: 2.0-6.750).
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4.2 Currently Receiving Treatment status

Table 4.2

Currently Receiving Treatment status among the respondents

Variable Category Response
Frequency Percent of Cases
(n=140) (n=140)
Currently Receiving Medication 140 100.0%
Treatment Therapy 105 75.0%
Counseling 129 92.1%
In Patient 135 96.4%
Hospitalization

Table 4.2 represents that most of the respondents receive multiple treatment services.
Among the respondents, 100% (n=140) were receiving medication and the majority
also received counseling 92.1% (n=129). Additionally, 75.0% (n=105) were received
in occupational therapy, while 96.4% (n=135) had experienced in-patient

hospitalization.

4.3 Comorbidity Disease Status

Table 4.3

Comorbidity disease status among the respondents

Variable Category Response
Frequency Percent of Cases
(n=140) (n=140)
Comorbidities No existing comorbidities 91 65.0%
Heart Disease 4 8.2%
High Blood Pressure 45 91.8%
Diabetes 14 28.6%
High Cholesterol 11 22.4%
Obesity 4 8.2%

Table 4.3 displays the participants’ responses to comorbid disease. 65.0% (n=91)
reported no comorbid diseases, while 91.8% (n=45) had high blood pressure, 28.6%

(n=14) had diabetes and 22.4% (n=11) had high cholesterol.
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4.4 Frequency Distribution of the Respondents’ on Perceived
Discrimination, Anticipated Discrimination, Overcoming Stigma and
Positive Treatment

Table 4.4

Frequency distribution of the respondents’ on perceived discrimination

Variable Category
Perceived Discrimination Notatall A little % Moderately A lot Not
% (n) (n) % (n) % (n)  Applicable
% (n)
1. Have you been
treated unfairly in 24.3% 5.0% 7.1% 47.9% 15.7%
making or keeping (34) (7) (10) (67) (22)

friends?

2. Have you been
treated unfairly by  29.3% 2.9% 22.1% 45.7% -

the people in your (41) 4) (€2 (64) -
neighbourhood?

3. Have you been
treated unfairly in  30.0% 18.6% 17.1% 27.9% 6.4%

dating or intimate  (42) (26) (24) 39) )
relationships?

4. Have you been
treated unfairly in = 23.6% 6.4% 10.7% 50.0% 9.3%

housing? (33) ) (15) (70) (13)
5. Have you been

your education? (21) (6) (10) (34) (69)
6. Have you been

marriage or (35) (7N &) (26) (67)

divorce?

7. Have you been
treated unfairly by 29.3% 6.4% 17.1% 46.4% 0.8%

your family? (41) ) (24) (65) @)
8. Have you been

treated unfair]y n 3.6% 1.4% 7.1 16.4% 71.5%

finding a job? (5) 2) (10) (23) (100)
9. Have you been

treated unfair]y in 5.7% 2.9% 2.1% 16.4% 72.9%

keeping a job? (8) “4) A3) (23) (102)
10. Have you been

treated unfair]y 87.9% 5.0% - 1.4% 5.7%

when using public  (123) (7 - (2) )

transport?
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11.Have you been

treated unfairly in = 2.1% - 0.7% - 97.2%
getting welfare (3) - (1) - (136)
benefits or disability

pensions?

12. Have you been
treated unfairly in 70.0% 15.7% 5.0% 5.0% 4.3%

your religious  (98) (22) (7 (7) (6)
practices?

13. Have you been
treated unfairly in 21.4% 7.9% 26.4% 43.6% 0.7%

your social life? (30) (11) (37) (61) (1)
14. Have you Dbeen
treated unfairly by 88.6% 0.7% - 2.9% 7.8%
the police? (124) ) - “) (11)
15. Have you been
treated unfalrly 87.1% 5.7% 3.6% 3.6% -
when getting help  (122) (8) (%) (%) -
for physical health
problems?
16. Have you been
treated unfalrly by 92.9% 4.3% 1.4% 1.4% -
mental health staff?  (130) (6) (2) (2) -
17. Have you been
treated unfairly in  96.4% 1.4% - 2.1% -
your levels of  (135) (2) - 3) -
privacy?

18. Have you been
treated unfairly in  55.0 % 13.6% 8.6% 22.9% -

your personal safety ~ (77) (19) (12) (32) -
and security?

19. Have you been
treated unfairly in  26.4% 1.4% 5.0% 23.6% 43.6%

starting a family or ~ (37) (2) (7) (33) (61)
having children?

20. Have you been
treated unfairly in  15.7% 2.9% 5.7% 27.1% 48.6%

your role as a parent (22) 4) (8) (38) (68)
to your children?

21. Have you been
avoided or shunned 12.1% 13.6% 14.3% 60.0% -

by people who  (17) (19) (20) (84) -
know that you have

a mental health

problem?

Table 4.4 shows that many respondents reports experiencing discrimination “a lot” in

making or keeping friends 47.9% (n=67), housing 50.0% (n=70), neighbourhood
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interactions 45.7% (n=64), social life 43.6% (n=61), and being avoided due to mental
illness 60.0% (n=84). In contrast, most of the participants reports no discrimination
(“Not at all”) in mental health care settings 92.9% (n=130), physical health services
87.1% (n=122), police interactions 88.6% (n=124), and public transport 87.9%
(n=123).

Table 4.5

Frequency distribution of the respondents on anticipated discrimination

Variable Category
Anticipated Discrimination Notatall — Alittle Moderately A lot Not
% (n) % (n) % (n) % (n)  Applicable
% (n)

22. Have you stopped

yourself from 12.1% 5.7% 0.7% 12.9% 68.6%

applying for work? (17) (8) (1) (18) %96)
23. Have you stopped

applying for (20) (21 “4) (30) (65)

education or training

courses?

24. Have you stopped
yourself from having ~ 29.3% 32.9% 7.1% 27.1% 3.6%

a close personal  (41) (46) (10) (38) (%)
relationship?

25. Have you concealed
or hidden your 56.4% 13.6% 12.1% 17.9% -

mental health (79) (19) (17) (25) -
problem from others?

Table 4.5 shows that a significant proportion of respondents restricted their activities
due to fear of stigma. Specifically, 21.4% (n=30) stopped themselves “a lot” from
applying for education or training, and 27.1% (n=38) avoided close personal
relationships. Additionally, 17.9% (n=25) hiding their mental health illness “a lot,”

while 12.1% (n=17) did so “moderately.”
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Frequency distribution of the respondents on overcoming stigma

Variable Category
Overcoming Stigma Notatall  Alittle Moderately A lot Not
% (n) % (n) % (n) % (n)  Applicable
% (n)
26. Have you made
friends with people  79.3% 6.4% 4.3% 9.3% 0.7%
who don’t use mental (111) 9) (6) (13) (1)
health services?
27. Have you been able
to use your personal ~ 56.4% 18.6% 7.1% 11.4% 6.5%
skills or abilities in  (79) (26) (10) (16) )

coping with stigma
and discrimination?

Table 4.6 shows that most respondents have not actively engaged in overcoming stigma.

79.3% (n=111) reported “not at all” making friends outside mental health service users

and 56.4% (n=79) stated they had not been able to use personal skills or abilities to

cope with stigma. Only a small proportion reported to moderately 7.1% (n=10) and a

lot 11.4% (n=16) engagement in stigma-coping activities.

Table 4.7

Frequency distribution of the respondents on positive treatment

Variable Category
Positive Treatment Notatall Alittle Moderately A lot Not
% (n) % (n) % (n) % (n)  Applicable
% (n)
28. Have you been
treated more  25.0% 17.1% 15.0% 42.1% 0.8%
positively by your  (35) (24) (21) (59) (1)
family?
29. Have you been
treated more 1.4% 0.7% - - 97.9%
positively in getting (2) (1) - - (137)
welfare benefits or
disability pensions?
30. Have you  been
treated more 321% 164% 100% 293% 122%
positively in (45 (23) (14) (41) (17)

housing?
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31.Have you been
treated more  9.3% 19.3% 9.3% 60.7% 1.4%

positively in your  (13) (27) (13) (85) (2)
religious activities?
32.Have you been

treated more  16.4% 1.4% 1.4% 2.1% 78.7%
positively in (23) (2) (2) 3) (110)
employment?

Table 4.7 shows that respondents report experiencing positive treatment in family and
religious contexts. Many respondents reported being treated more positively “a lot” by
their family 42.1% (n=59) and in religious activities 60.7% (n=85). Additionally, most
of the participants reports “not applicable” in employment 78.7% (n=110) and welfare

benefits 97.9% (n=137) which indicating had not experience in these areas.

4.5 Level of Discrimination and Stigma Status among the Respondents’

Table 4.8

Level of Discrimination and Stigma status among the respondents

Subscale Level of Discrimination & Stigma Mean +
Not at A Moderately A lot Not SD
all % little % (n) % (n) Applicable
m  %@m % (n)

Perceived 30.7% 64.3% 5.0% - - 1.1843 +
Discrimination  (43) (90) (7 57874
Anticipated 16.4% 36.4% 20.0% 5.7% 21.5% 1.2077 £
Discrimination  (23) (51) (28) (8) (30) .88041
Overcoming 52.9% 22.1% 4.3% 4.3% 16.4% 5857+
Stigma (74) 31 (6) (6) (23) 81121
Positive 7.1%  33.6% 25.0% 22.1% 12.2% 1.7345 £
Treatment (10) (47) (35) 3D (17) .95897

Table 4.8 illustrates the level of discrimination and stigma experienced or anticipated
by respondents across four subscales. For perceived discrimination, most respondents
experience it only “a little” 64.3% (n=90), with a mean score of (1.18 & 0.58), reflecting
minimal perceived discrimination. Anticipated discrimination also remains low but
slightly higher than perceived discrimination, with 36.4% (n=51) reporting a little and

a mean of (1.21 £ 0.88). For overcoming stigma, 52.9%, (n=74) report “not at all,” and
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only small proportions report moderate or high levels 4.3% (n=6). The low mean score
of (0.59 £ 0.81) shows that most respondents experience minimal barriers to
overcoming stigma. In contrast, positive treatment shows comparatively higher scores.
While 33.6% (n=47) reported “a little,” substantial proportions report moderate 25.0%
(n=35) and high 22.1% (n=31) levels of positive treatment. The mean of (1.73 = 0.96)
is the highest among all subscales, reflecting that respondents experience positive social

interactions more frequently than discriminatory ones.

4.6 Association between Sociodemographic Factors and Perceived
Discrimination, Anticipated Discrimination, Overcoming Stigma and
Positive Treatment

Table 4.9

Association between Sociodemographic Factors and Perceived Discrimination

Variable Perceived Discrimination
Frequency = Mean Rank K2 df P
value
Marital Unmarried 60 70.29
status Married 62 61.02
Divorced 8 86.25 20.263 4 0.000
Separated 9 123.94
Others 1 64.00
(Widowed)
Duration <2.0 years 49 58.71
of mental
2.0-4. 2 4.
iness 0-4.0 years 9 74.33 9.193 3 0.027
5.0-7.0 years 33 70.15
>7.0 years 29 86.98

Table 4.9 shows the Kruskal-Wallis test reveals a statistically significant difference in
perceived discrimination across marital status groups (p-value = 0.000) and duration of

mental illness groups (p-value = 0.027), which are <0.05).



Table 4.10
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Association between Sociodemographic Factors and Anticipated Discrimination

Variable Anticipated
Discrimination
Frequency = Mean Rank X2 df P
(n=140) value
Marital Unmarried 60 73.22
Status Married 62 62.45
Divorced 8 103.19
Separated 9 85.28 11.305 4 0.023
Others 1 12.00
(Widowed)
Current Employed (Full 17 67.59 15.255
Occupational time/ Part-
Status time)
Unemployed 14 73.86
(Looking  for
job)
Unemployed 25 87.96
(Not  looking
for job) 6 0.018
Student 29 76.53
Homemaker 39 66.56
Business 11 34.00
Others 5 59.70
(Farmer,
Driver,
Freelancer,
Retired)

Table 4.10 shows the Kruskal-Wallis test results a statistically significant difference in

anticipated discrimination across marital status groups (p-value = 0.023) and current

occupational status groups (p-value = 0.018), which are <0.05).
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Table 4.11

Association between Sociodemographic Factors and Overcoming Stigma

Variable Overcoming Stigma
Frequency Mean X2 df P value
(n=140) Rank

Type of Schizophrenia 57 58.25

%’{emal Bipolar 36 69.82

HHIness Disorder
Major 11 84.86
Depressive
Disorder
Pe.rsonahty 5 93.10 19924 6 0.003
Disorder
OCD 7 97.14
Substance 17 92.03
Related
Disorder
Others (Anxiety, 7 56.14
Depression,
Schizoaffective
Disorder)

Table 4.11 shows the Kruskal-Wallis test reveals a statistically significant difference in
overcoming stigma across type of mental illness groups (p-value = 0.003), which is
<0.05).

Table 4.12

Association between Sociodemographic Factors and Positive Treatment

Variable Positive Treatment
Frequency = Mean Rank X? df  Pvalue
(n=140)
Marital Unmarried 60 71.20
status Married 62 78.29
Divorced 8 45.06 12.123 4 0.016
Separated 9 36.56
Others 1 54.50
(Widowed)

Table 4.12 shows the Kruskal-Wallis test results a statistically significant difference in

positive treatment across marital status groups (p-value = 0.016), which is <0.05).
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4.7 Linear Regression Assessing the Association between Sociodemographic Factors and Perceived Discrimination,
Anticipated Discrimination, Overcoming Stigma and Positive Treatment

Table 4.13

Linear regression assessing the association between Marital Status and perceived discrimination, anticipated discrimination and positive

treatment
Predictor Perceived Discrimination Anticipated Discrimination Positive Treatment
Marital Status B (95% CI) P value B (95% CI) P value B (95% CI) P value
Unmarried Reference Reference Reference
Married -.045(-.143, .054) 374 -.126(-.278, .027) 105 .096(-.071, .262) 257
Divorced .090(-.047, .227) 196 .234(.022, .445) 031 -.209(-.072, .229) .075
Separated 175(.077, .272) 001 .079(-.072, .229) 302 -.206(-.370, -.042) 014
Others .007(-.213, .228) 947 -.254(-.593, .086) 142 -.048(-.418, .322) 798
(Widowed)

**Note: B= Unstandardized Coefficients, CI=Confidence Interval

Table 4.13, In regression output, separated group unstandardized coefficient is 0.175 which means separation is 0.175 times higher the
perceived discrimination with a range (.077 to .272) than unmarried and it is statistically significant. Moreover, separated group is 0.206
times lower the positive treatment with a range (-.370, -.042) and divorced group 0.234 times higher the anticipated discrimination with a

range (.022, .445) than the unmarried group and it is statistically significant.
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Table 4.14
Linear regression assessing the association between Current Occupational Status and

Anticipated Discrimination

Predictor Anticipated
Discrimination

Current Occupational Status B (95% CI) P
value

Employed (Full time/ Part-time) Reference

Unemployed (Looking for job) .068 (-.236, .371) .659

Unemployed (Not looking for job) 138 (-.038, .315) 123

Student .045 (-.083, .174) 489

Homemaker -.009 (-.107, .089) 851

Business -.123 (-.231,-.014) 027

Others (Farmer, Driver, Freelancer, Retired) -.033 (-.155,.090) .598

**Note: B= Unstandardized Coefficients, CI=Confidence Interval

Table 4.14 in regression output, business group is 0.123 times lower the anticipated
discrimination with a range (-.231 to 0.014) than the employed group and it is
statistically significant. Moreover, looking for job group, looking for no job group and
student group is 0.068,0.138 and 0.045 times higher the anticipated discrimination than
the employed group but it is not statistically significant. In contrast, homemaker, others
occupational status group is 0.009 times and 0.033 times lower the anticipated

discrimination but it statistically not significant.
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Table 4.15
Linear regression assessing the association between Type of Mental Illness and

Overcoming Stigma

Predictor Overcoming Stigma
Types of Mental Illness B (95% CI) P
value
Schizophrenia Reference
Bipolar Disorder 120 (-.048, .287) .160
Major Depressive Disorder .144 (-.029, .317) 101
Personality Disorder .154 (-.030, .337) .100
OCD 151 (.025, .277) 019
Substance Related Disorder .068 (-.004, .140) .066

Others  (Anxiety, Depression, Schizoaffective -.014(-.104,.076)  .753
Disorder)

**Note: B= Unstandardized Coefficients, CI=Confidence Interval

Table 4.15 in regression output, OCD group is 0.151 times higher the overcoming
stigma with a range 0.025 to 0.277 than the group of schizophrenia and it is statistically
significant. Moreover, bipolar disorder, major depressive disorder, personality disorder,
substance related disorder is (0.120, 0.144, 0154, 0.068) times higher the overcoming
stigma than the schizophrenia group but it is statistically not significant. However,
others mental illness 0.014 times lower the overcoming stigma than the schizophrenia

but it is statistically not significant.
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Table 4.16
Linear regression assessing the association between Duration of Mental Illness and

Perceived Discrimination

Predictor Perceived Discrimination
Duration of Mental Illness B (95% CI) P value
<2.0 years Reference

2.0-4.0 years 121 (-.010, .252) .069
5.0-7.0 years .058 (-.026, .142) 174
>7.0 years 101 (.035, .166) .003

**Note: B= Unstandardized Coefficients, CI=Confidence Interval

Table 4.16 in regression output, >7 years mental illness duration group 0.101 times
higher the perceived discrimination than the <2 years mental illness group with a range
0.035 to 0.166. Moreover, 2-4 years, 5-7 years mental illness group (0.121 ,0.058) times
higher the perceived discrimination than the <2 years group but it is statistically not

significant.
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CHAPTER V: DISCUSSION

The study aimed to the level of discrimination and stigma experienced by individuals
with mental illness in Bangladesh and examined how these experiences influence their
social, emotional, and psychological well-being. Although individuals face noticeable
discrimination in various social contexts, the overall pattern of stigma varies across
sociodemographic and clinical characteristics. The results further reflect that stigma
remains a persistent challenge, deeply shaped by the cultural, familial, and social
environment of Bangladesh.

This study indicated that respondents encountered discrimination primarily in
social and interpersonal spheres, particularly within friendships, neighbourhood
relations, and general social life. Clement et al., 2015 emphasized that social exclusion
and reduced participation are common manifestations of stigma. Similar findings were
reported by Prizeman et al., 2023 who observed that individuals with mental illness
frequently face loneliness, misunderstanding, and rejection. The present results also
align with the conceptual framework of Link & Phelan, 2001 which describes stigma
as a cycle of labeling, stereotyping, and discrimination, ultimately leading to social
withdrawal.

Anticipated discrimination also emerged as a significant concern among
participants. Many respondents avoided applying for work or education and concealed
their mental illness due to fear of rejection. Watson et al., 2007 highlighted that
internalized stigma reduces self-esteem and self-efficacy, thereby limiting individuals'
willingness to pursue opportunities. Similarly, Brouwers, 2020 emphasized that
anticipated stigma can negatively affect employment and personal development. These
findings suggest that the fear of being discriminated against can be just as impactful as

actual discriminatory events, reflecting a global trend where perceived social judgment
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becomes a barrier to participation.

The study also identified important associations between discrimination and
sociodemographic factors such as marital status, occupation, and illness duration.
Participants who were separated or divorced experienced higher levels of stigma.
Antunes et al., 2022 reported that vulnerable social groups often experience greater
discrimination. Employment status also played a role, echoing the findings of Ebuenyi
et al., 2019 who noted employment-related variations in stigma experiences.
Additionally, differences in stigma-coping abilities were observed across mental illness
types, with participants diagnosed with OCD exhibiting stronger coping abilities
compared to those with schizophrenia. Nica et al., 2016 found that psychotic disorders
tend to be more heavily stigmatized than other conditions.

Few of the studies from various countries have reported high levels of stigma
from healthcare workers, police, and institutional settings (Forthal et al., 2019),
respondents in this study reported minimal discrimination in these areas. This difference
may be attributed to the treatment-seeking nature of the sample, as participants likely
had established trust with healthcare providers. Moreover, mental health professionals
in tertiary care settings in Bangladesh may be more sensitive to stigma-related issues,
and long-term family-centred care models may foster supportive therapeutic
relationships.

The study found that participants experienced significant positive treatment
from family members and within religious settings. This contrasts with Western studies
where stigma can weaken family support. In the Bangladeshi context, strong cultural
norms emphasizing family responsibility, particularly the caregiving role of mothers
and close relatives, may contribute to this supportive environment. Religious

institutions also often promote compassion and acceptance, serving as protective
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factors. These findings highlight that cultural context can soften the impact of stigma
by fostering supportive family dynamics.

Overall, the study highlights that stigma remains a pervasive issue affecting
individuals with mental illness in Bangladesh, particularly in the realms of social
relationships, community engagement, and emotional well-being. The findings
demonstrate that interpersonal rejection and internalized fear continue to serve as
critical barriers to integration and recovery. However, unlike many international
settings, treatment environments and family structures in Bangladesh appear to be
comparatively supportive, partly due to the cultural values of collectivism and family
cohesion. These contextual differences underscore the importance of considering
cultural influences when interpreting stigma and its impact on individuals with mental

illness.
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CHAPTER VI: CONCLUSION

6.1 Strengths and Limitations
6.1.1 Strengths

e The student researcher was permitted to use the tool.

e The student researcher used a forward and backward Bengali translated
questionnaire to align it with the cultural context and did two field tests.

e The study conducted a face-to-face survey that maintained the quality of the data
and decreased potential biases.

e The study directly links stigma and discrimination to social participation,
emotional well-being, and psychological health, which are core outcomes of
occupational therapy practice.

e The Discrimination and Stigma Scale provided a structured and reliable way to
measure multiple dimensions of stigma, including perceived discrimination,
anticipated discrimination, overcoming stigma, and positive treatment.

6.1.2 Limitations
There are some limitations of the study. There are,

e The study was not time-effective. The sample size was 257, but the student
researcher collected 140 data only due to the time limit of data collection
duration.

e The participants were taken from a selected hospital which did not generalize
for country perspective

e The quantitative approach did not allow in-depth exploration of personal
experiences, meanings, and coping strategies related to stigma and

discrimination.
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The study included only individuals aged 18 years and above and excluded those
with severe cognitive impairment or acute psychiatric episodes, limiting insights

into these populations

6.2 Practical Implication

6.2.1 Recommendation for Further Practice

Occupational therapists should work closely with mental health professionals to
integrate occupation-based approaches into comprehensive mental health
services, ensuring holistic care.

Training programs for occupational therapists should strengthen competencies
related to stigma reduction, psychosocial rehabilitation, and community mental
health practice.

Policymakers should recognize occupational therapy as a key profession in

mental health promotion, social inclusion, and rehabilitation planning.

6.2.2 Recommendation for Future Research

Conduct qualitative studies to explore in-depth lived experiences of stigma and
their impact on occupational roles and identity.

Conduct longitudinal and mixed-method designs to explore changes in stigma
and discrimination over time and to evaluate the effectiveness of anti-stigma
interventions.

Further research should focus on rural populations, older adults, and
adolescents, who remain underrepresented in stigma research.

Conduct comparative studies across different cultural and service contexts in

Bangladesh would strengthen evidence-informed OT practice.
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6.3 Conclusion

The primary objective of this study was to assess the level of discrimination and stigma
(perceived discrimination, anticipated discrimination, overcoming stigma and positive
treatment) among the participants in Bangladesh and examined its impact on their
social, emotional, and psychological well-being. The findings revealed that stigma and
discrimination remain widespread and continue to affect multiple areas of life, including
employment, social participation, family relationships, and community integration. The
study showed that sociodemographic factors such as age, employment status, education,
and duration of illness influenced experiences of stigma and discrimination. Despite
receiving medical treatment and counseling, stigma remains a significant barrier to
recovery and quality of life. The study also suggested that Comprehensive anti-stigma
interventions, increased public awareness, inclusive policies, and client-centered mental
health services are essential to reduce discrimination and promote recovery, dignity, and

social participation.
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the questionnaire and there is no likelihood of any harm to the participants. There is no benefit to
the participants. The members of the Ethics committee have approved the study to be conducted
in the presented form at the meeting held at 8:30 AM on 17 June, 2025 at BHPI (50% IRB
Meeting).

The institutional Ethics committee expects to be informed about the progress of the study, any
changes occurring in the course of the study, any revision in the protocol and patient information
or informed consent and ask to be provided a copy of the final report. This Ethics committee is
working accordance to Nuremberg Code 1947, World Medical Association Declaration of
Helsinki, 1964 - 2013 and other applicable regulation.

Best regards,

Muhammad Millat Hossain

Associate Professor, Project and Course Coordinator, MRS
Member Secretary, Institutional Review Board (IRB)
BHPI, CRP, Savar, Dhaka-1343, Bangladesh

Frmafr-517127, TS, T13T-080, IRATT | (FTH: +vb o 388828Y8-¢, +bbr 0 CTIRIRA

o, : : -a, R 338885808, e

CRP-Chapain, Savar, Dhaka-1343, Bangladesh. Tel: +88 02 224445464-5, +88 02 224441404, Mobile: +5§3?‘;§03€::;
E-mail : principal-bhpi@crp-bangladesh.org, Web: bhpi.edu bd i
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Appendix B: Permission Letter for Scale

M Gmail Nazmul Hossain <nazmulhossain_oti@gmail com>
Queries regarding permission and scoring of Discrimination and Stigma Scale
(DISC-12).

3 messages

Hazmul Hossain <nazmulhossain. otiiigmail com® 3 June 2025 at D0:14

Tao: Claire.1 hendersoni@kelac.uk

Drear Sir,

| hepe you are well. | am Mazmul Hossain, a student in the final year of a B.5c. in Occupational Therapy at
Bangladesh Health Professions Insfitute (an academic institute of CRP) in Bangladesh. In our course curriculum, we
hawe to undertake undergraduate research. | am passionate about researching time use, and my research title is
"Level of Discrimination and stgma for individuals with Mental lliness: & Cross-sectional Study”. | want to use the

Discrimination and Stigma Scale (DISC-12) that your team developed in this research. | mailed you and you gave
me permission to use the questionnaire. My title has been selected for research. Therefore, | have a question abouwt
the questionnaire. | would appreciate it if you could guide me with my following gueries:

1. Can | translate it into 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 to my queries will be beneficial to me. | have copied this emai to my supervisor, Kaniz Fatema ,
Lecturer in Oecupational Therapy Department, BHPI. CRP.

| look forward to hearing from you! Thank you very much!

Regards,

Mazmul Hossain

4th year student

B.Sc. in Occupational therapy

Sessions: 2020-21

Bangladesh Health Professions Insfitute,

CRP, Chapain, Savar, Dhaka-1343

Phone Mo: +BE01384548985

Claire Henderson <claire.1.hendersoni@kclac.uk> 3 June 2025 at 14:54
To: Nazmul Hossain <nazmulhossan.otiigmai.com=
Ce: Maria Milenowa <maria.milenovai@kel_ac.uk>

Dear Nazmul,

Thank you for your email (please note “Sir' is only to address men).

There is some guidance for translation (including backtranslation) on the website and you may find the attached
paper helpful.

If you do translate it please send me and Maria cced a copy 50 that others can use it rather than duplicate your
work unnecessarily, and if you publish a paper on the translation please send this too_

Best wishes

Claire Henderson PhD FRCPsych (she/her)

Clinical Professor of Public Mental Health

Health Services and Population Research Department PO29,

David Goldberg Centre, King's College London Institute of Psychiatry, Psychology and Neuroscience
De Crespigny Park

London SES BAF.
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Appendix C: Permission Letter for Data Collection

IR (Y TR IAPBHes (RuZpPER)

Bangladesh Health Professions Institute (BHPI)
(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, I have to conduct research, and my research tittle is “Level
of Discrimination and Stigma for Individuals with Mental Illness: A Cross-Sectional Study” with
myself & Kaniz Fatema as my thesis supervisor. The purpose of my study is to find out the level of
discrimination and stigma experienced by individuals with mental illness and its impact on their social,
emotional, and psychological well-being. 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. I 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. Yy

So, 1 therefore, pray and hope that you would be kind enough to grant me permission to collect data for ‘(‘J (}!\

my study and oblige thereby. Q)’o (f)
. N
Sincerely yours, 0 )

Naz mul \ <
Nazmul Hossain ’@\ 'ﬁQ’
4" Year, B.Sc. in Occupational Therapy o \)é\ Q/’ 39
Session: 2020-21; Student ID: 122200424 & . Go‘
BHPI, CRP, Savar, Dhaka-1343, Bangladesh b (V_Q
Recommendation from the Head of the Department: i e [ Q .,QQ

\\ ’2"5’\ O
WL S ¢ (g — e
"Moni et
Prof. Sk. Moniruzzaman > & .0' R
Professor & Head 0‘(‘ >, o%e®
. SN
Department of Occupational Therapy a\ U N
Bangladesh Health Professions Institute (BHPI) GP’ A
CRP, Savar, Dhaka-1343 Q\l

Attachments: Copy of IRB Approval Letter. v(Q
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Appendix D: Information Sheet and Consent Form (English Version)

Participants Information sheet

Research Title: “Level of Discrimination and Stigma for Individuals with Mental
Illness: A Cross-Sectional Study”

Researcher: Nazmul Hossain, 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 in Nabinagar, Savar, Dhaka.

Introduction:

I am Nazmul Hossain, 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
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.
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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 discrimination and stigma faced by individuals with mental
illness. This study aims to find out the level of discrimination and stigma experienced
by individuals with mental illness in Bangladesh and its impact on their social,
emotional and psychological well-being. Your information will be helpful to reveal the
level of discrimination and stigma faced by individuals 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.

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.
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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.

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).
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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: Nazmul Hossain, 4" Year,
Student of B.Sc. in Occupational Therapy, Department of Occupational Therapy, BHPI,
CRP, Savar, Dhaka and Cell No: 01884549995, Gmail: nazmulhossain.ot@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.

Consent Form

(For Interview Participants)

Assalamualaikum. I am Nazmul Hossain, 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 fulfill my B.Sc. degree, I am
required to conduct a research project, which is a part of my academic curriculum. The
title of my research is “Level of Discrimination and Stigma for Individuals with
Mental Illness: A Cross-Sectional Study”. The purpose of the study is to find out the
level of discrimination and stigma experienced by individuals with mental illness and
its impact on their social, emotional and psychological well-being. To complete my

research project, I need to collect some information from you. Therefore, you may
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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.

I would like to inform you that this is purely an academic study and will not be used for
any other purpose. I assure you that all information will be kept confidential. Your
participation is entirely voluntary. You have the right to withdraw your consent at any
time within one week of data collection. However, withdrawal will not be possible after
one week from the date of data collection.

If you have any questions about this research, you may contact the researcher Nazmul
Hossain or the supervisor Kaniz Fatema (Lecturer, Department of Occupational
Therapy, BHPI, CRP, Savar, Dhaka).

Do you have any questions before we begin the interview?
Yes [J No I
So, may I have your consent to proceed with the interview?

Yes O No OO

Signature of the investigator and Date:

Signature of the participant and Date:

Signature of the witness and Date:
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Participant’s Withdrawal Form

(Applicable only for voluntary withdrawal)

Participant’s Name:

Reason for withdrawal:

Whether permission to previous information is used?

Yes / No

Signature / fingerprint of the participant and Date:

Signature / fingerprint of the witness and Date:
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Appendix E: Information Sheet and Consent Form (Bangla Version)

Information Sheet Bangla
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Consent Form Bangla
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Appendix F: Questionnaire (English Version)

f—

Section 1: Sociodemographic Part

. Participant's Name:

Age: years

Address:

Mobile Number:

Date of Assessment:

Gender:
1. Male
2. Female

3. Others:

Religion:
Islam
Hinduism
Christianity
Buddhism
Others:

A e

Educational Qualification:
1. Signature

2. Primary education

3. Secondary education /
Dakhil

4. Higher secondary / Alim
5. Graduate / Fazil

6. Postgraduate or above /

Kamil

10.

11.

12.

13.

9. Marital Status:
1. Unmarried

Married

Divorced

Widowed

A

Separated

Current Occupational Status:

1. Employed (Full-time/Part-time)
2. Unemployed (Looking for
work)

3. Unemployed (Not looking for
work)

4. Student

5. Retired

6. Homemaker

7. Others:

Who is the primary earner in your

family?

Monthly Family Income (in Taka):
1. Less than 10,000
2. 10,001 — 20,000
3. 20,001 — 40,000
4. More than 40,000

Area of Current Residence:
1. Urban
2. Rural



14. Type of Housing:

15.

16.

1. Owned
2. Rented
3. Family property

4. Homeless
Number of Family Members:

Who do you live with?
1. Alone

2. With spouse
3. With children
4. With parents
5. With siblings

17. Who is your primary caregiver?

18. Are you involved in any social
activities?
1. Yes
2. No
If yes, please specify the type

of activity:

19. Type of Mental Illness (As
diagnosed by a doctor):

Depression

Schizophrenia

Bipolar Disorder

Major Depressive Disorder

Anxiety Disorder

Personality Disorder

Others:

N R

20. Duration of Mental Health

Problem:

21.

22.

64

1. Less than 1 year
2. 1-3 years

3. 3-5 years

4. More than 5 years

Are you currently receiving mental
health services?

1. Yes

2. No

If yes, what kind of treatment are
you receiving? (You may select
more than one)

1. Medication

2. Therapy

3. Counseling/Psychotherapy

4. In-patient Hospitalization

5. Community Mental Health
Services

6. Others:

Do you have any physical health
complications?

1. Yes

2. No

If yes, please mention the types of
complications (You may select
more than one):

1. Heart disease

High blood pressure

Diabetes

High cholesterol

Obesity

Others:

A




Section — 2: Discrimination and Stigma Scale (Bangla)

Section 1

Instructions for interviewer to read to participant

65

“In this section, I would like to ask about times when you have been treated unfairly

because of mental health problems. There are 21 questions in this section. Please choose

one answer only for each question.”

Questions

Not at
all

little

Moderately

A lot

Not
applicable

1. Have you been treated
unfairly in making or
keeping friends?

Give an example:

2. Have you been treated
unfairly by the people in
your neighbourhood?

Give an example:

3. Have you been treated
unfairly in dating or
intimate relationships?

Give an example:

4. Have you been treated
unfairly in housing?

Give an example:

5. Have you been treated
unfairly in your education?

Give an example:

6. Have you been treated
unfairly in marriage or
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Questions

Not at
all

A
little

Moderately

A lot

Not
applicable

divorce?

Give an example:

7. Have you been treated
unfairly by your family?

Give an example:

8. Have you been treated
unfairly in finding a job?

Give an example:

9. Have you been treated
unfairly in keeping a job?

Give an example:

10. Have you been treated
unfairly when using public
transport?

Give an example:

11. Have you been treated
unfairly in getting welfare
benefits or  disability
pensions?

Give an example:

12. Have you been treated
unfairly in your religious
practices?

Give an example:

13. Have you been treated
unfairly in your social life?

Give an example:
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Questions

Not at
all

A
little

Moderately

A lot

Not
applicable

14. Have you been treated
unfairly by the police?

Give an example:

15. Have you been treated
unfairly when getting help
for physical health
problems?

Give an example:

16. Have you been treated
unfairly by mental health
staff?

Give an example:

17. Have you been treated
unfairly in your levels of
privacy?

Give an example:

18. Have you been treated
unfairly in your personal
safety and security?

Give an example:

19. Have you been treated
unfairly in starting a family
or having children?

Give an example:

20. Have you been treated
unfairly in your role as a
parent to your children?

Give an example:
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Questions

Not at
all

A
little

Moderately

A lot

Not
applicable

21. Have you been avoided or
shunned by people who
know that you have a
mental health problem?

Give an example:

Section 2

Instructions for interviewer to read to participant

“In this section, I would like to ask about times when you have stopped yourself from

doing things that are important to you because of how others might respond to your

mental health problem. There are 4 questions in this section. Please choose one answer

only for each question.”

Questions

Not at
all

A
little

Moderately

A lot

Not
applicable

22. Have you stopped yourself
from applying for work?

Give an example:

23. Have you stopped yourself
from applying for
education or training
courses??

Give an example:

24. Have you stopped yourself
from having a close
personal relationship?

Give an example:

25. Have you concealed or
hidden your mental health
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Questions Not at A | Moderately | A lot Not
all little applicable

problem from others?

Give an example:

Section 3
Instructions for interviewer to read to participant

“In this section, I would like to ask you about examples of overcoming stigma and
discrimination because of mental health problems. There are 2 questions in this section.

Please choose one answer only for each question.”

Questions Not at A Moderately | A lot Not
all little applicable

26. Have you made friends
with people who don’t use
mental health services?

Give an example:

27. Have you been able to use
your personal skills or
abilities in coping with
stigma and
discrimination?

Give an example:

Section 4
Instructions for interviewer to read to participant

“In this section, I would like to ask about times when you have been treated more
positively because of mental health problems. Being treated “more positively” means
receiving special or favourable treatment. I would like to know if you have experienced
any favourable treatment compared with how you were treated before you developed a
mental health problem or compared with how people who don’t have a mental health
problem are treated. There are 5 questions in this section. Please choose one answer

only for each question.”
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Questions

Not at
all

A
little

Moderately

A lot

Not
applicable

28. Have you been treated
more positively by your
family?

Give an example:

29. Have you been treated
more positively in getting
welfare benefits or
disability pensions?

Give an example:

30. Have you been treated
more positively in housing?

Give an example:

31. Have you been treated
more positively in your
religious activities?

Give an example:

32. Have you been treated
more positively n
employment?

Give an example:
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