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ABSTRACT

Introduction In Bangladesh, Non-communicable
diseases (NCDs) account for 67% of all deaths. Mental
health services are not available in routine healthcare at
the primary facilities in Bangladesh. The protocol is for a
qualitative study that seeks to understand the perceptions,
beliefs and norms regarding common mental disorders
(CMDs) among patients with NCD with and without CMDs
to identify barriers to accessing mental health services

in rural communities in Bangladesh. We also aim to
explore the feasibility of integrating mental healthcare into
routine NCD services at primary health facilities in rural
Bangladesh.

Methods and analysis This study will be conducted at
the outpatient departments in two subdistrict hospitals and
one district hospital in Munshigan;j district in Bangladesh.
We will purposefully select patients with hypertension
and diabetes from the patient inventory generated from a
recently completed randomised control trial titled ‘Control
of Blood Pressure and Risk Attenuation Bangladesh,
Pakistan, Sri Lanka’ in two subdistricts in Munshiganj
district in Bangladesh. The selected participants will be
screened for CMD using the Depression, Anxiety and
Stress Scale - 21 Iltems (DASS-21) over the telephone.
Sixty in-depth interviews with patients and family
members, 8—10 key informant interviews with healthcare
providers and 2 focus group discussions with community
health workers will be held following consent.

The study is conceptualised under Levesque et al's
framework. Thematic analysis will be applied following the
study objectives and key issues, and commonly emerging
topics generated by the data. The findings will be
presented anonymously to corroborate the interpretation.
Ethics and dissemination Approval has been obtained
from the Institutional Review Board at icddr,b (PR-19108)
and the University of York (HSRGC/2020/382/F). Written
informed consent or audio recording consent form in
Bangla will be obtained. For dissemination, we will invite
representatives of the collaborating institutions to share
the findings in national or international conferences and
peer-reviewed journals.

234 Papreen Nahar

. Nantu Chakma,’
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Strengths and limitations of this study
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» We have purposefully selected facilities where Non-
communicable diseases (NCD) strengthening has al-
ready taken place, which may not entirely represent
a regular health facility without NCD strengthening.

» Rapport building is difficult while conducting qual-
itative interviews by phone, which might compro-
mise the qualitative data.

» We have selected patients of the previous study who
are already sensitised, which may positively portray
patients’ perspectives in the future analyses.

» We have included family members who play a vital
role in patient’s decision-making and generally get
ignored.

» The telephone interview has created a new entity
of data collection in an emergency situation, such
as COVID-19.

INTRODUCTION
Non-communicable diseases (NCDs) such
as cardiovascular disease (CVD), diabetes,
cancer and respiratory diseases account
for approximately 71% of deaths glob-
ally.! In low -and middle-income countries
(LMICs), NCDs account for the death of
nearly 32million people each year.'A signifi-
cant association between CVD and common
mental disorders (CMDs) such as depression
and anxiety has been observed in several
epidemiological studies.”™ Evidence suggests
that 9%-23% of people with one or more
chronic physical conditions (such as cancer,
diabetes and CVD) suffer from a comorbidity
with depression.”

According to the national reports gathered
by WHO’s South East Asia regional office, of
the total deaths in South Asia, the proportion

BM)
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attributable to selected NCDs ranges from 7% in Nepal to
40% in the Maldives.” CVD can be attributed to 34% of
deaths in Sri Lanka, 30% in Bangladesh, 29% in Pakistan
and 27% in India.”" In South Asia, patients with diabetes
and depression are more likely to have a poor quality
of life, increased medical complications and higher
mortality compared with patients with diabetes without
depression.'" '* Patients with diabetes and depression are
more prone to have cardiac events and complications,
such as diabetic retinopathy, increased risk of disability
and increased health service costs compared with patients
with diabetes without depression.'*™

NCDs account for 67% of all deaths in Bangladesh,
according to the WHO.'® The most common NCDs
include CVDs, diabetes mellitus, cancer and chronic
respiratory diseases.'” A meta-analysis showed that the
pooled prevalence of diabetes is 7.8% (95% CI: 6.4-9.3)
which is consistent with many other LMICs countries such
as Sri Lanka (8.0%), India (8.6%) and China (9.6%)."%%
The prevalence of the CVD is 5% which is higher in urban
areas (8%) compare to rural areas (2%) . Although
there is a dearth evidence of the magnitude of CMDs in
NCDs in Bangladesh, the prevalence of mental disorders
has been reported to vary from 6.5% to 31.0% among
adults and from 13.4% to 22.9% among children.” There
has been limited evidence from hospital-based studies
demonstrating the prevalence of depression to be 45.2%
among patients with diabetes and 70% among patients
who had a post stroke.**

The WHO highly recommends integrating mental
health services into primary health.”” In Bangladesh,
there is a very low level of awareness of mental health at
the community level. The stigma around mental health
prevents patients from seeking mental health services
when visiting primary healthcare facilities.® ?’ Health-
care providers in primary healthcare facilities often fail
to treat patients suffering from mental health issues and
are unlikely to refer patients to specialised mental health
facilities and departments.*®*

Rationale and objectives

The government plans to strengthen NCD corners
at subdistrict hospitals also known as Upazila Health
Complex (UHC), as outlined in the operational plan
for NCDs in Bangladesh. However, there are no plans or
strategies to integrate mental healthcare into NCD care
at government primary healthcare facilities.” A sister
project of the current study titled ‘Behavioural Activation
for Comorbid Depression in Non-communicable Disease
(BEACON)’ reported about the lack of preparedness of
NCD centres for managing the treatment of CMDs such
as depression and the absence of guidelines, proper
recording systems and training.”’

Family members often play a critical role in the care of
patients and have a different perspective to that of the
patient.”® The family members of mentally ill patients
are often socially isolated due to their relatives’ condi-
tion.” Women are more prone to suffer from NCDs such

as hypertension compared with men.** To mobilise any
mental health programme, it is crucial to understand the
perceptions and challenges of family members in addi-
tion to patients, especially for the women for whom their
family members play a critical role in primary decision-
making about healthcare.” The perceptions of health-
care providers and identifying the challenges from their
personal experiences should contribute to the design
of any intervention for patients and communities in the
healthcare setting.*

We propose exploring the perspectives and experi-
ences of patients with NCDs and their family members
regarding accessing healthcare for CMDs in primary
healthcare facilities, and exploring the perspectives of
healthcare providers on barriers, facilitators and demand
for mental healthcare in primary healthcare settings. The
study will contribute to understanding the experiences
of CMDs among the patients with NCD and their family
members, and identify possible strategies to integrate
mental health into primary healthcare in Bangladesh.

The specific objectives of the study are:

1. To understand the perceptions, beliefs and norms re-
garding CMDs among patients with NCDs and their
close family members in order to identify barriers for
accessing mental health service.

2. To assess the acceptability and feasibility of implement-
ing mental health services at a primary health facility
from a patients’ perspective.

3. To explore the views of healthcare providers regarding
the need of mental health services and the feasibili-
ty of integrating mental health services into primary
healthcare.

METHODS AND ANALYSIS
Study design
Qualitative.

Conceptual framework

The study is conceptualised under the Levesque et
als framework” for exploring patient-centred health-
care access and care pathways of CMD among patients
with NCD in primary healthcare in rural Bangladesh
(figure 1). This framework covers five dimensions of
access to healthcare. They are: (1) approachability; (2)

Geoprashic Tachnical and
Transparency ||  Protessional Tocation vcrooute. || intarparsonal
Gutreach waluss, Accommodation - quality
intormation narms, Hours of cpening|[ PRSIy Adequacy
Screening || cunure, gender| [ Anpointments. Coerdiration and
mochanisms continuity
o T and

=

Levesque et al’s framework.
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Table 1 Operational definition of dimension of the Levesque et al’s framework

Dimension

Definition

Approachability

Relates to the fact that people facing health needs can actually identify that some form of services exist, can be reached,
and have an impact on the health of the individual. In addition, approachability of services, the notion of ability to perceive
need for care among populations is important and determined by the factors like- health literacy, knowledge about health

and beliefs related to health and sickness.
Acceptability

Speaks about social and cultural features determining the opportunities for individuals to recognise the aspects of the

service and the appropriateness for the persons to seek care.

Refers to the fact that health services are available at the facilities and that can be reached both physically and in an

appropriate way. Availability comprised of the physical existence of health resources with sufficient capacity to produce

It is the economic capacity for people to spend resources and time to use suitable services. It results from direct prices of

services and related expenses in addition to opportunity costs related to loss of income. Therefore it can differ by type of
services and depends on the capacity to generate the resources to pay for care.

Availability

services at the facility.
Affordability
Appropriateness

the correct treatment and the services provided.
Barriers Barriers to avail mental health services.
Recommendation

Refers to fit between services and patients need, the amount of care spent in assessing health problems and determining

Possible ways to integrate mental health into the systems and ways to mitigate the risks.

acceptability; (3) availability and accommodation; (4)
affordability; and (5) appropriateness. In addition to that
we will also understand the barriers of the mental health
services and recommendations to improve pathway to
care (table 1). Levesque et al also identify the dimensions
with corresponding abilities from patient perspective that
include (1) ability to perceive (healthcare needs, percep-
tion of needs and desire for care); (2) ability to seek;
(3) ability to reach; (4) ability to pay; and (5) ability to
engage.’

Study sites

We will conduct the study in Munshiganj district, a largely
rural district in central Bangladesh with a population of
1.4 million. We have selected Munshiganj district as it has
both secondary (district hospital) and primary health-
care facilities (Louhajang and Sirajdikhan UHCs) where
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Figure 2 GPS location of Munshiganj district.

we can conduct the research (figure 2). The reasons of
selecting these facilities are: the NCD corners of these
facilities have been strengthened by the NCD Control
Program of the Directorate General of Health Services
over the past few years; and the service providers are near
to Dhaka; the community people are familiar and sensi-
tised with the research group and the research activities
due to a recent implementation of a multi component
intervention trial titled ‘Control of Blood Pressure and
Risk Attenuation’ (COBRA-BPS); and there is a pool of
patients with NCD recruited under the recent COBRA-BPS
study.38 * Due to the COVID-19 situation, field movement
is restricted and hence recruitment is challenging. There-
fore, we will recruit participants from this patient pool to
conduct interviews remotely (by phone).

Study population

We will purposefully select patients with hypertension and
diabetes. For objectives 1 and 2, the primary target group
will be adult men and women aged 30 years and above
living with hypertension and diabetes, and their family
members. For objective 3, the managers (civil surgeon
of the District Hospital and Upazila Health & Family
Planning Officer of UHCs), medical officers, nurses and
community health workers (CHWs) who are responsible
for NCD care deployed at the selected healthcare facil-
ities will be selected for key informant interviews (Kls)
(table 2).

Selection of patients and family members for in-depth interviews

We will apply DASS 21 to screen for CMD among patients
with NCD at each facility. We will recruit 10 patients from
each of the three selected facilities (n=30 in total), which
will include 5 with a CMD and 5 without a CMD per facility.
All together we will conduct in-depth interviews (IDIs)
with 30 patients, 50% of whom have a CMD (table 2).
Additionally, an adult family member of each patient
who is involved in their care and/or decision-making

Naheed A, et al. BMlJ Open 2022;12:¢052464. doi:10.1136/bmjopen-2021-052464
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Table 2 Number of study participants for IDI, Kll and FGDs across different providers

In-depth interviews (IDI)

Key informant

. . Focus group
interviews (KII)

discussion
Patients with Patients with Providers (civil (FGD) with
NCD with Family NCD without Family surgeon, UH&FPO CHWs(6-8 in
Study sites CMD members CMD members MO, nurse) a group)
Sirajdikhan subdistrict hospital 5 5 5 3 1
Louhajang subdistrict hospital 5 5 5 3 1
Munshiganj District Hospital 5 5 5 4 1
Total 15 15 15 10 3

CHW, community health worker; CMD, common mental disorder; MO, medical officer; NCD, Non-communicable disease; UH&FPO, Upazila

Health & Family Planning Officer .

for health seeking of the patient will be recruited (n=30
total). We will invite the family members over the phone,
and those who will provide voluntary consent will be
interviewed at their convenience.

The proposed study has been designed considering
the challenges of conducting field research during the
COVID-19 pandemic. We will use already available records
of patients diagnosed as having hypertension and/or
other NCDs recruited from Sirajdikhan and Louhajang
UHGs in Munshiganj district under a recently completed
study titled ‘COBRA-BPS’ which has been led in Bangla-
desh by the same Principal Investigator (PI) from icddr,b
and lead author of the paper (AN).* The study record
includes data of 167 individuals recruited from the two
UHGs and 37 (22%) participants had reported to have
visited the respective facility at least once during the
trial period between 2017 and 2019 for seeking care for
hypertension; 20 (12%) participants visited the respective
facility for a health reason other than an NCD. For the
District Hospital site, we will prospectively list the patients
who would visit the outpatient department for NCD
care and approach to them for assessment of DASS-21
following a written consent and recruit 10 patients (5 with
CMD and 5 without CMD).

We will ask each recruited patient to provide the infor-
mation of an adult family member who is involved in their
care and may be interested in being involved in the study.
The family member will be contacted by the research
team and be given information about the study. Informed
consent will be taken if they are interested in taking part
before being recruited. If they decide not to take part in
the study, the research team will discuss with the patient
about recruiting another family member involved in their
care.

Selection of the healthcare providers

KIIs will be conducted with the civil surgeon of Munshi-
ganj district, director of the District Hospital and upazila
health and family planning officers at the Sirajdikhan
and Louhajang UHGs. In addition, we will select at least
one medical officer and one nurse for Klls at each of the
selected facilities designated for NCD care. The study
PI and other investigators will contact potential key

informants over the phone and inform them about the
study and request their support. If participants express
an interest in participating information about the study
will be shared with them and they will be provided
with a scanned copy of the consent form over Viber or
WhatsApp, email or FAX as deemed appropriate, and will
be contacted at a later date for a potential interview as per
their convenience. Following informed verbal consent the
KII will be conducted over the phone. Multiple sessions
will be scheduled for completing the KII if the full inter-
view cannot be done in a single session. If a participant is
not comfortable to talk over the phone, we will arrange a
face-to-face interview at a convenient time and location.

Focus group discussions with CHWs

We will invite CHWs who provide primary healthcare
services at the community level. We will invite 6-8 CHWs
from each of the facility for a focus group discussion
(FGD). They will be approached by the research team
over the phone and be provided with information about
the study and invited to join an FGD. A scanned copy of
the consent form will be shared via viber, WhatsApp or
any other appropriate digital platform such as zoom. If
they are interested in participating in the FGD, a time
and date will be set when most of the CHWs under a UHC
can gather at a time and location convenient for them.

Data collection

Patient and family members

IDI with patients and family members will take place at a
time and place (either face to face at home or a private
room in the health facility or by phone) convenient to the
participant. This will be arranged in negotiation between
the researcher and the participants. If the interviews are
face to face the researchers will follow icddr,b COVID-19
safeguarding policy (social distancing, surface cleaning,
wearing masks, etc). The interviews will follow a prepared
topic guide and be audio recorded. The length of the
interviews is expected to be between 30 and 60 minutes.

The interviews will cover the following areas
To explore patient and family members’ perception, we
will assess the accessibility of ability to perceive the service;
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approachability of transparency of the service and belief
regarding mental health; acceptability of ability to seek,
perceived belief and norms about mental health service,
perceived need of mental health service; affordability of
ability to pay for the service; availability and accommoda-
tion of mobility and availability of transportation, occupa-
tional flexibility; barrier: possible barriers of the service
(online supplemental Annex 1.1, 1.2).

Healthcare providers

KII will take place by phone, or if preferred face to face.
If they take place face to face all COVID-19 protocols
(social distancing, surface cleaning, wearing masks, etc)
will be followed. The interviews will follow a topic-guide,
be audio recorded and expected tobe between 45 and
60 minutes .

The interviews will cover the following areas

To wunderstand the perspective of the healthcare
providers, we will assess the accessibility of healthcare
needs to seek healthcare services; approachability of
information regarding available treatments and services
and outreach activities; availability of existing services in
the primary healthcare centre; affordability: cost of the
existing service system, price of care and opportunistic
cost, capacity to generate economic resources; availability
and accommodation of appointment mechanism, hours
of opening; barrier of the system for giving service to the
patient and modifications that are required to improve
the system; recommendations of the possible ways to inte-
grate mental health in to primary healthcare and ways to
mitigate potential risks (online supplemental Annex 1.3).

Community health workers

FGDs will take place following icddr,b COVID-19 safe-
guarding policies (surface cleaning social distancing,
wearing masks, etc) at a time and place convenient for
the participants, arranged by the researchers. The FGDs
will be audio recorded and expected to be between 60
and 90 minutes.

The FGDs will cover the following information

To understand perspective of CHWs, we will assess acces-
sibility of healthcare needs to seek healthcare services;
approachability of information regarding available treat-
ments and services and outreach activities; approach-
ability of information regarding available treatments and
services and outreach activities; availability of existing
services in the primary healthcare centre; barrier of the
system for giving service to the patient and modifications
that are required to improve the system; recommenda-
tions of the possible ways to integrate mental health in to
primary healthcare and ways to mitigate potential risks
(online supplemental Annex 1.4).

Data management

Every participant will be assigned a unique identification
number. Interviews and FGDs will be recorded digitally
and verbatim responses will be transcribed line by line.

Participants may be contacted following the interviews
and asked for additional information if adequate infor-
mation is not obtained. Researchers involved in data
collection will maintain regular field notes on themes
and subthemes emerged during field data collection.
Transcription will be conducted in Bengali and directly
coded using a code list (English) developed by the bilin-
gual researchers in the team. We will use NVivo (V.12)
developed by QSR International for extracting data based
on codes and sub codes under the emerging themes and
subthemes. Data will be analysed in both inductive and
deductive approaches.

Data analysis

A qualitative approach will be taken to conduct this study.
All qualitative recorded data will be transcribed as soon as
they are collected. A thematic analysis will be employed
for data analysis. Thematic analysis will allow cate-
gorising, investigate and reflect on the data to examine
in details and with a richness."’ The content of the data
will be systematically categorised by identifying themes or
patterns for smaller unites or codes."” This coding process
will employ both inductive and deductive coding, which
will include codes either predetermined or to appear from
the data.” The analysis will be done using the ‘conceptual
framework of access to health care’ by Levesque et al by
the research team members. One qualitative expert will
ensure the quality assurance of the data coding. We will
adhere to the Consolidated Criteria for Reporting Quali-
tative research guideline for the reporting.**

Levesque’s framework conceptualises access to health-
care from both the demand and supply sides. It identi-
fies various determinants that can have impacts on the
patients’ access to health services. The current study
will explore access issues from the patients, caregivers
(demand side) and providers (supply side), using the five
determinants proposed by the framework mentioned in
an earlier section. The coded data will be interpreted and
embedded in a discussion on the five above mentioned
access-related determinants and their interrelations.
Thematic analysis will be done to answer the relevant key
questions by analysing data and triangulation would be
done to derive common themes emerging across the sites.

In order to understand the complexities of integrated
care and data permit, we will explore further to elicit and
critique a model(s) for integration from the KlIs and
IDIs under the following themes: (1) what do patients/
providers think will work? (2) what will it take to deliver
the model? (3) what potential risks must be mitigated?
and (4) what recommendations can be pulled out on
actors, settings, equipment/supplies, other health system
considerations for the policy-makers? The research team
members will be vigilant about the environment and take
notes while conducting interviews in order to describe
the setting during the interviews and the notes during the
interviews will be taken in to account while analysing data
in order to reduce subjectivity of interpretation of results.
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Patient and public involvement

Patients or the public were involved in the designing the
study and preparing the guidelines. At the developmental
phase of writing the protocol, we have had several discus-
sions with the patients that have helped us developing
the methodology. We have also tested the guidelines with
patients and healthcare providers and modified them
accordingly.

Ethics and dissemination

For patient recruitment, we will obtain consent at two
stages; first before assessment of CMD applying DASS-21
over phone among the patients with NCD listed in the
inventory to be created for identifying 10 patients from
each facility (5 with CMD and 5 without CMD) and second
before conducting IDI following assessment of CMD.
During the consenting process of stage 1 recruitment,
the interviewer will read the information sheet about
the study, answer any questions and will read the consent
form to the participants and answer any questions over
the phone. This process will be audio recorded following
the verbal consent of the participant. Those who would
give permission to complete the DASS-21 for assessment
of a CMD will be recruited into the study.

Each participant will be requested to participate in a
subsequent face to face or phone interview along with a
family member after 2weeks of recruitment, if he/she is
found eligible. Those met the criteria will be contacted
over the phone after 2weeks to conduct an interview
following a voluntary consent. Any participants found
likely having a CMD according to the DASS-21 assessment
will be provided government authorised mental health
support phone numbers.* The adult family members (18
years or older) as suggested by the patient with NCD will
be recruited following consent, unless s/he is not physi-
cally or mentally compromised.

The IDIs with the participants and their family members
will be preferably conducted over phone, but we will
also keep the provision for face-to-face interviews if the
respondents are not comfortable to talk over phone ors/
he does not have a phone on his/her own. In addition,
face-to-face interviews will be conducted with patients
if the researchers are not confident that data obtained
over phone are likely to provide valid information (eg,
if the participant is very distracted or short of hearing).
All phone calls will be made by the research staff and the
cost of phone bills will be borne by the study. Any cost
incurred by the participants or research staff due to use
of phones will be reimbursed by the study.

KIIs with the health managers will be conducted
via zoom or any other virtual platform or face to face,
provided preferred by the key informants.*° TFGDs will be
conducted via face-to-face session and the discussion will
be audio recorded with the verbal consent of the partici-
pants however if situation worsen we will use the zoom for
FGDs that has been a common platform specially amid
this COVID-19 situation.*® *’ In Bangladesh, now there
has been no lockdown due to a reduced infection rate

of COVID-19.** The number of group members will be
limited to 6-8 participants in each FGD.

We will assure the recommended social distancing
between the participants during the FGD, IDI and KII by
ensuring a sitting arrangement so that the participants are
maintained at least at 3 feet distance from one another.
Additionally, participants will be provided masks to wear
during the face-to-face interviews and FGDs. Researchers
will wear the recommended personal protective equip-
ment during any face-to-face interactions.

Any participant who reports having a fever, cough or
any other symptoms of COVID-19 will not be invited to
participate in the face-to-face interview. We will refer
participants with symptoms of COVID-19 to the nearest
government UHC for COVID-19 testing and care.

We have received ethical approval from icddr,b (PR-
19108) on 13 January 2020 and from the University of York
(HSRGC/2020/382/F) on 20 March 2020. Following the
emerging of COVID-19 situation, we have done amend-
ment of the protocol and received ethical approval from
icddr,b (PR-19108) on 13 September 2020 and from the
University of York (HSRGC/2020/382/F) on 20 October
2020. Information about the study will be provided in
a participant information letter in Bangla (to be read
verbally and given in writing to participants). A written
informed consent or audio recording consent form in
Bangla will be obtained and participants will be informed
of their right to withdraw from the study. All the collected
information will be kept in confidential and can be acces-
sible only to the study team. If any verbatim is presented in
the results it will be published anonymously. For dissemi-
nation, we will invite representatives of the collaborating
institutions to share the findings in national and interna-
tional conferences and peer reviewed journals.

Progress untill April 2021
The guidelines are pretested and revised accordingly.
A list of participants has been generated from the list
of participants included in the COBRA-BPS study that
was conducted in the same study settings, and a patient
inventory has been created. Due to the current COVID-19
situation, the study activities were delayed pending on a
thorough training of the study team members on biosecu-
rity and personal safety during the COVID-19 pandemic.
Between 14 September 2020 and 20 October 2021,
we approached to 116 patients over the phone, and 40
participants responded positively. We screened CMD
among 32 participants using DASS-21 scale (23 phone
interviews and 9 face-to-face interviews). Among them,
12 participants were recruited from Louhajang Upazila
Health Complex (9 CMD and 3 non-CMD), 11 partici-
pants from Shirajdikhan Upazila Health Complex (5
CMD and 6 non-CMD) and 9 participants from Munshi-
ganj General Hospital (4 CMD and 5 non-CMD). We
contacted the participants after 2weeks of CMD screening
and conducted IDIs following a voluntary consent. So
far, we have completed IDIs with 20 participants and
family members of 10 participants over phone; one
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key-informant interview was conducted over a face-to-face
interview. We have completed data coding of interviewed
patients and family members.
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