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Abstract

Introduction Bangladesh is a developing country where 11% of the population has at least one disability,

but no community-level mental health service is available. There is limited evidence of the burden of mental health
issues and health-seeking behaviour among this population. This study assessed the feasibility of a training interven-
tion for persons with disabilities, where peer support providers provided community-based disability-inclusive mental
health services.

Methods Four stakeholder groups participated in this qualitative study: peer responders (trained persons with dis-
abilities), trainers, representatives of organisations of persons with disabilities and disability-specific organisations,
and officials of international and national non-governmental organisations. Two types of qualitative interviews were
used to collect data, and thematic analysis techniques were utilised.

Result Stakeholders perceived the peer responder training programme as acceptable for persons with disabilities
to develop themselves as peer support providers, with potential benefits including increased mental health literacy,
ensuring accessible mental health services, and improving the well-being of persons with disabilities. Potential chal-
lenges included receiving training and delivering services. Increased training duration, more fieldwork, supervision
opportunities, and refresher training were recommended to mitigate training challenges. Financial support and for-
mal community recognition were deemed necessary for training delivery.

Conclusion The peer responder training programme was feasible to ensure accessible mental health services for per-
sons with disabilities, build a workforce to screen for mental health conditions, and provide appropriate referrals.

A multi-sectoral collaboration of government and non-governmental institutions is recommended to policy advo-
cates to expand the peer responder training programme in the mainstream mental healthcare system.
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Introduction

Bangladesh is a low- and middle-income country (LMIC)
with a population of over 160 million. The prevalence
of mental health (MH) conditions in Bangladesh ranges
from 6.5 to 31% [1]. Despite this high prevalence, only
a few MH service providers (250 psychiatrists and 500
psychologists) exist nationwide, concentrated in urban
areas [2, 3]. MH-related stigma and lack of informa-
tion also negatively impact those affected [3]. Vulner-
able groups, like people with disabilities, face additional
challenges accessing MH services [4-7]. An estimated
18 million people live with a disability in Bangladesh
[8]. However, due to a lack of research, the prevalence of
MH conditions in those with disabilities in Bangladesh is
still unknown.

According to the United Nations Convention on the
Rights of Persons with Disabilities (UNCRPD), persons
with disabilities are associated with long-term physi-
cal, mental, intellectual, or sensory impairments. These
impairments interact with societal barriers, hindering
full and effective social participation. Global studies on
persons with hearing or visual impairment and limb dis-
abilities indicated above-average MH conditions such
as depression (11.4-84%), anxiety (3.4—10%), post-trau-
matic stress disorder (PTSD) (3.3-56.3%), and psycho-
logical distress (31.7%) [9-22]. Physical impairments can
have detrimental effects on quality of life (QoL) due to
reduced social interaction, financial strain, social stigma,
poor body image, or low self-esteem [9-22]. Additionally,
the COVID-19 pandemic increased stressors like disrup-
tion in accessing healthcare services, financial and food
insecurity, isolation, loneliness, interrupted daily rou-
tines, and fear of infection, further worsening MH in vul-
nerable populations [23-25].

Poor access to health information and healthcare ser-
vices is a significant barrier to seeking care among people
with disabilities [26, 27]. Countries have identified strate-
gies to improve access, such as developing an alternative
non-specialist workforce to provide services and infor-
mation to households [28]. An inadequate MH workforce
is a major challenge in the health systems of most LMICs
[29]. Consequently, low identification, treatment delay,
and lack of awareness of MH conditions are common in
these nations [29]. In Bangladesh, MH-seeking behaviour
is notably low (12%), with a 92.3% treatment gap in the
overall population, higher than in neighbouring India,
Pakistan, and Myanmar [30-32]. There is no conclusive
research on the MH-seeking behaviour of persons with
disabilities in Bangladesh.

A task-sharing approach involving non-specialists in
MH service provision through training and supervision
can address unmet MH needs in low-resource areas [33].
In many countries, non-specialists, such as peers with
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comparable socio-cultural, linguistic, and life experi-
ences, deliver community-level MH support within and
outside existing health systems [34—37]. In several stud-
ies, peers have provided psycho-social and psycho-ther-
apeutic interventions for different populations in LMICs
[38—41]. MH services through peer support programmes
have shown a positive effect on mental well-being, QoL,
empowerment, self-management skills, and treatment
adherence in groups such as persons with severe men-
tal illnesses, young adolescents, older adults, substance
users, and persons with physical disabilities [40, 42—46].
An Iranian study reported a significant association
between peer support and subjective well-being among
visually impaired adolescents [36]. In addition, a system-
atic review suggested that peer support could bridge MH
disparities and treatment gaps by reaching out to under-
served, disadvantaged groups [47].

A similar approach was adopted in Bangladesh by the
Centre for Disability in Development (CDD), with sup-
port from the United Nations Economic and Social
Commission for Asia and the Pacific (UNESCAP), to
protect and empower people with disabilities during the
COVID-19 pandemic [48]. CDD is one of the largest
national organisations that advocate for disability rights.
They implemented a peer responder training (PRT) pro-
gramme to promote community-based, inclusive MH
services for people with disabilities in Bangladesh. This
PRT programme trained peer responders who are also
persons with disabilities with lived experiences of mental
health conditions to improve access to community-based
support for MH needs. There is limited evidence about
the acceptability and feasibility of peer-mediated MH
support, particularly for people with physical and sensory
impairments in low-income settings, especially in South
Asia. Such research is crucial for generating opportunity
and momentum for changes in practice, expanding access
to services, and improving outcomes for MH conditions.
This study aimed to assess the feasibility of this commu-
nity-based inclusive MH PRT programme from different
stakeholders’ perspectives in Bangladesh.

Methodology

This qualitative descriptive study analyses interviews and
focus group discussions with peer responders (trained
persons with disabilities); trainers (psychologists); mem-
bers of organisations of persons with disabilities (OPDs),
disability-specific organisations (DSOs), non-govern-
mental organisations (NGOs), and international NGOs
[49].

Ethical considerations
Guidelines for research from the National Disability Author-
ity (NDA) and the UNCRPD were followed [50, 51]. As this
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study included a vulnerable population, clear information
about the study was provided, and verbal and written con-
sent was obtained before the interviews. The Institutional
Review Board (IRB) of icddr, b approved the study (PR
22079).

Study settings

The PRT programme falls under the CDD’s umbrella pro-
ject entitled “Protecting and Empowering Persons with
Disabilities in the context of the COVID-19 Pandemic
(PEPD COVID-19).” This 15-month project was imple-
mented in 10 catchment areas in Dhaka and Chattogram
through six OPDs and DSOs from March 2021 — May
2022. Dhaka is the capital of Bangladesh, and Chit-
tagong is the second-largest city in the country. The peer
responders went through PRT training from 5th Septem-
ber to 9th September 2021 and implemented their train-
ing in the community from 12th September 2021 to 31st
May 2022. Refresher training was conducted 5 months
after the first session of the training. The study was con-
ducted from 5th August to 31st October 2022. Partici-
pants were interviewed face-to-face or online based on
their preferences and availability.

Peer responder training (PRT) Programme

The programme was developed based on findings from
the "Promotion of Human Rights of Persons with Dis-
abilities in Bangladesh (PHRPBD)" programme facilitated
by CDD with funding support from the CBM Global
Disability Inclusion [52]. Project-related information is
published elsewhere [53]. Findings from PHRPBD sug-
gested that self-help groups could effectively promote
empowerment and peer-to-peer psycho-social support.
Therefore, the CDD, which primarily works with per-
sons with physical disabilities, speech, visual and hear-
ing impairments, developed a PRT programme at the
height of COVID-19 outbreaks to train those with physi-
cal disabilities and visual impairments as peer respond-
ers in some selected communities. The term “peer” is
characterized by people who share similar experiences
and may relate to one another easily, and thus provide
more sincere empathy and affirmation [54]. Therefore,
in the context of the peer responder training module, the
term “peer” means persons with disabilities who might
or might not have mental health challenges. The reason
for involving these persons with disabilities was that they
had similar socio-cultural backgrounds and life experi-
ences as the other people with disabilities in their com-
munities. Having similar experiences would eventually
help them to connect with their peers and empathise.
The peer responders training programme was a pilot
intervention project that intervened among persons with
physical disabilities and visual impairments. These peer
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responders were open to providing mental health sup-
port to other persons with physical disabilities, speech,
hearing, or visual impairments. As they went through
multiple levels of the capacity-building process through
different CDD projects, such as “Enhancing Community
Based Inclusive Development (ECBID)’, they were able
to communicate with persons with hearing disabilities.
Also, they were accompanied by supportive team mem-
bers for using sign-language with persons with hearing
impairments. Moreover, another inclusion criterion was
people with disabilities with secondary or higher educa-
tion. All participants were affiliated with OPDs and DSOs
in their respective communities.

An extensive literature review, alongside the for-
mation of an expert panel, was done to develop an
informed and comprehensive intervention. The panel
comprised psychiatrists, clinical psychologists, and
other professionals with experience in the disability
sector. Furthermore, people with disabilities and their
caregivers, especially those who sought help from CDD
due to a prior history of MH issues, were involved in the
intervention’s design. Training and fieldwork started in
September 2021. Refresher training occurred 5 months
after the first training session. Programme content is
outlined in Appendix A.

PRT programme activities

Phase 1: Capacity building and empowering peer responders
Thirty participants were trained as peer responders over
5 days. Training included three broad modules across
15 chapters. Module 1, “Understanding basic mental
health,” comprised discussions about what MH is and
the symptoms of different MH conditions. Peer respond-
ers were introduced to the concept of psychometric tools
and trained on administering a few of them, includ-
ing DASS-21 (Depression, Anxiety, and Stress Scale),
GAD-7 (Generalised Anxiety Disorder), PHQ-9 (Patient
Health Questionnaire), and World Health Organiza-
tion (WHO-5) Well-being Index. All these tools were
previously adapted, simplified and validated in differ-
ent mental health research. Moreover, peer responders
were engaged with CDD in other livelihood projects for
a long time, where they were trained to use these tools
for assessing the well-being of persons with disabilities.
In order to guide peer responders about the psychomet-
ric tools, trainers initially discussed the relevant men-
tal health conditions, including the signs, symptoms,
and duration of the mental health conditions, and then
explained the instruments in a simplified manner. More-
over, during supervision sessions, if the peer responders
shared any challenges of using these psychometric tools,
those were resolved during those sessions.



Koly et al. BMC Health Services Research (2024) 24:270

Module 2 covered community-based inclusive MH
support, aims and advantages of peer support, charac-
teristics, and techniques of psycho-social support (active
listening, empathy, non-judgmental approach, sum-
marising, paraphrasing), referral, and follow-up. Mod-
ule 3 encompassed the importance of MH awareness
in eliminating stigma, techniques of self-care, and basic
knowledge of MH from different perspectives, such as
disability, gender-based violence and crisis.

Phase 2: Awareness and sensitisation to the community
Following training, peer responders went door-to-door
in their communities to meet recipients of CDD services.
These visits secured their acceptance in their catchment
areas, which included urban slums, semi-urban slums,
and rural areas. Peer responders arranged regular court-
yard meetings with persons with disabilities and their
caregivers to raise awareness of their role, MH and self-
care. They also held regular meetings with community
workers, teachers, religious leaders, and representatives
of local government agencies.

Phase 3: Responding to primary mental health needs

After phases 1 and 2, peer responders made home visits
to provide needs-based services and provided their con-
tact numbers for round-the-clock tele-response. When
peer responders found any sign of distress and low mood
among the persons with disabilities in their communi-
ties, they administered screening tools such as DASS-21,
PHQ-9, and GAD-7, which they were trained through the
capacity building process. For mild to moderate cases,
immediate psycho-social support was provided by peer
responders. The peer responders provided periodic visits
and gave their phone numbers to the service recipients
so that they could access the peer responders’ support. In
terms of severe cases, urgent referrals were made as soon
as identified, and hotline numbers for professional help
were given as well.

Phase 4: Ensuring better mental health services for needs

and referrals

Dedicated hotline numbers were established with the
help of CDD MH professionals to provide immediate and
need-based tele-mental health support to persons with
disabilities. Moreover, referrals were made to the nearest
specialised hospitals if needed, with regular follow-ups
by peer responders. MH camps were organised periodi-
cally with experts, increasing the acceptance and acces-
sibility of the services to attend to the severe cases.

Phase 5: Supervision and refresher training
Peer responders received 2 hours of supervision each
week, conducted by two psychologists who were trainers,
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to discuss critical cases. The supervision was provided
in a group setting through online meetings conducted
using Zoom video communication software. The inter-
vention development team had a structured guideline for
supervision; however, it was also improvised based on
feedback from the peer responders. During these meet-
ings, the peer responders shared their daily challenges
and experiences of implementing training knowledge
at the community level. The supervisors then offered
guidance based on guidelines and real-life experiences.
MH experts from the National Mental Health Institute
(NIMH) and CDD delivered refresher training 5 months
after the first training to strengthen the knowledge of
peer responders’ understanding of MH issues. A moni-
toring committee regularly visited the catchment areas to
observe the PRT programme activities and collect feed-
back from participants.

Study population

The assessment of the feasibility of PRT, a multi-com-
ponent intervention programme, was conducted using
focus group discussions and key informant interviews
among relevant stakeholders following Bowen et al’s fea-
sibility study framework [55, 56]. The indicators included
in this study were acceptability, demand, implemen-
tation, and integration. Data was collected from peer
responders and representatives of affiliated OPDs and
DSOs. Furthermore, two interviews were conducted with
peer responders who dropped out of the programme.
The trainers (MH specialists) involved in developing and
delivering the PRT modules were also interviewed. The
study also involved CDD and CBM Global staff, who
were instrumental in project delivery and promotion of
disability care in Bangladesh. Study participants were
selected purposively from the list held by CDD.

Data collection

The data collection was conducted by the research team
consisting of three team members with degrees in global
mental health, public health and medicine with prior
experience in leading qualitative research. In-depth key
informant interviews (KIIs) and focus group discus-
sions (FGDs) were used to collect data. Semi-structured
interview guides were developed, comprised of questions
related to study objectives (Appendix B). KII and FGDs
were both employed while collecting data from peer
responders. Trainers, representatives of OPDs and DSOs,
and CDD and CBM officials participated in KlIs. Before
the data collection, peer responders and representatives
of OPDs and DSOs were approached through telephone
calls detailing the study’s purpose. Other participants
were approached through email with study-related
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Table 1 Characteristics of peer responders/ participants (n=18)
Identification and Name of the organisations Location Number of Type of disability  Qualitative
gender of Peer participants method
responders
PROT (Female) Disabled Child Foundation (DCF) Khilgaon, Dhaka 2 Lower limb disability KII
PRO2 (Female)
PRO3 (Male) Alor Chhaya Protibondhi Songstha Mirpur, Dhaka 2 Lower limb disability KII
PRO4 (Female)
PROS5 (Female) Jugantar Samaj Unnayan Sangstha (JSUS) Banshkhali, Chattogram 2 Lower limb disability FGD 1
PRO6 (Male)
PRO7 (Female) Jugantar Samaj Unnayan Sangstha (JSUS) Banshkhali, Chattogram 1 (Dropout)  Lower limb disability  KII
PRO8 (Female) Association for Women Empowerment Rangunia, Chattogram 2 Lower limb disability FGD 1
PRO9 (Male) and Child Rights (AWAC)
PR10 (Male) Alliance of Urban DPO's in Chittagong Pahartoly, Chattogram 2 Visual and FGD1
PR11 (Female) (AUDQ) Lower limb disability
PR12 (Male) Disabled Development and Research Center  Lalkhanbazar, Chattogram 3 Visual and FGD 2
PR13 (Male) (DDRQ) Lower limb disability
PR14 (Male)
PR15 (Male) Centre for Disables Concern (CDC) Bagmonirum, Chattogram 3 Lower limb disability FGD 2
PR16 (Female)
PR17 (Female)
PR18 (Male) Centre for Disables Concern (CDC) Bagmonirum, 1 (Dropout)  Lower limb disability Kil

Total 18

information. All the participants were asked to share
their interest in being involved in the study. Thus, the
participants shared their preferred schedules with the
research team through their respective communication
pathways.

Representatives of the OPDs, DSOs, CDD and CBM were
interviewed regarding perceptions of the PRT programme,
its challenges, recommendations, and the potential to scale
the programme nationwide. Researchers gathered peer
responders’ overall experiences, including their perceptions
of the PRT programme, experiences in providing MH sup-
port in the community, and perceived challenges to receiv-
ing training and providing services. They were also asked
about opportunities and recommendations for scaling up
the PRT programme for persons with disabilities in the
future. Interviews were conducted in the local language
(Bangla) by a research team experienced in qualitative
data collection. The interviews lasted for 40—50minutes,
and FGDs lasted for 110-120 minutes on average and were
audio recorded along with field notes. Face-to-face meet-
ings were conducted among peer responders and rep-
resentative OPDs and DSOs at their preferred places in
Dhaka and Chattogram. Online Zoom meetings were con-
ducted among trainers and CBM and CDD officials. Fol-
lowing each interview and discussion, the research team
completed the transcription and coding simultaneously.
Data collection ended when no new data emerged from
interviews (data saturation). All the audio recordings were
transcribed by the research team.

Data analysis

Thematic analysis was applied using both inductive
and deductive techniques. Three research team mem-
bers involved in data collection and proficient both in
English and Bengali independently and manually coded
the transcripts, translating significant findings and
quotes into English. The research team became famil-
iar with transcripts through iterative reading. Initial
coding categorised data points that corresponded with
study objectives. Individual codes were summarised
under themes and subthemes. Relevant quotes were
translated from Bangla to English. Data triangulation
was assured by meeting with supervisors, compar-
ing the data to current research, and considering the
perspectives of the various stakeholders in the study.
The team regularly consulted with co-investigators
and resolved discrepancies. This study adhered to the
consolidated reporting criteria for qualitative studies
(COREQ) (Appendix C) [57].

Result
In total, 31 stakeholders participated in the study. Most
stakeholders were peer responders (7= 18) from Dhaka
and Chattogram. (Tables 1 and 2).

Three major themes (Table 3) emerged from analy-
ses: (1) Acceptability and relevance of the PRT pro-
gramme, (2) Perceived benefits of the programme, and
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Table 2 Characteristics of all other stakeholders (n=13)
Identification of stakeholders Name of the organisations Location ~ Numberof Foci Qualitative
participants methods
Trainer 01 (Male) CDD Dhaka 2 Trainer (Psychologists) Kl
Trainer 02 (Male)
OPD 01 (Male) Disabled Child Foundation (DCF) Dhaka 2 Representative of Partner OPDs  Kll
OPDO02 (Female)
OPD 03 (Male) Alor Chhaya Protibondhi Songstha Dhaka 2 Representative of Partner OPDs
OPD 04 (Male)
DSO 01 (Male) Centre for Disables Concern (CDC) Chattogram 1 Representative of Partner DSOs K|
DSO 02 (Male) Alliance of Urban DPO’s in Chittagong Chattogram 1 Representative of Partner DSOs
(AUDC)
DSO 03 (Female) Disabled Development and Research Chattogram 1 Representative of Partner DSOs
Center (DDRC)
CBM officials 01 (male) CBM Global Dhaka 4 Official of CBM and CDD Kl
CBM official 02 (Female) CDD
CDD Official 01 (Female)
CDD Official 02 (Male)
Total 13

Table 3 Themes and subthemes

Themes and subthemes

1. Acceptability and relevance of the PRT programme
a. Perspectives
b. Motivation for participating
¢. Acceptability of programme activities

2. Perceived benefits of the programme
a. Increased MH literacy of persons with disabilities

b. Accessible MH support in the community

c. Positive impact on the well-being of the peer responders
3. Challenges of implementing PRT programme

a. Challenges of receiving PRT

b. Challenges of providing PRT services

c. Logistical Challenges

(3) Challenges and barriers. Each theme is presented
below along with representative quotes.!

Theme 1: Acceptability and relevance of the PRT
programme

Perspectives

All stakeholders generally shared positive perceptions of
the PRT programme. Peer responders described an inclu-
sive training programme that paved the way for learn-
ing about MH and the rights of persons with disabilities.

! Peer responders who participated in IDIs are denoted by “PR ##, age, type
of disability” Trainers are referred to as “Trainer ##, age, profession.” Rep-
resentative OPDs and DSOs are OPD ##, sex, type of disability and DSO
##, sex, type of disability. CDD and CBM officials are identified as “CBM
Official ##, sex, years of experiences in disability sector” and “CDD Offi-
cial ##, sex, years of experiences in disability sector”.

Representatives of OPDs and DSOs perceived a learning
environment as effective for peer responders’ capacity
building. One peer responder said,

“The training environment was welcoming and

friendly. There were around 20 to 21 participants in
the training. The understanding among participants
was outstanding. We all shared a heartfelt bond and
never felt monotonous at any point. "— PROI, age 24,
Lower limb disability.

Trainers, CDD and CBM officials, on the other hand,
perceived that capacity-building opportunities such as
the peer-responders training programme would help
create an alternative workforce to address the mental
health needs of persons with disabilities and develop an
advanced referral system by ensuring inclusive and acces-
sible mental health services in the community. Moreover,
PRT would empower the persons with disabilities and
ensure peer support as they had similar life experiences,
which would eventually help them connect with the
persons with disabilities spiritually. One of the trainers
stated,

“Our vision was to build the capacity of persons
with disabilities for mental health and who would
get back to their community to provide need-based
services. Throughout the training, one would learn to
identify mental health issues, provide referrals, and
increase awareness about mental health, ultimately
ensuring easy access to mental health services
for persons with disabilities through their peers.-
Trainer 01, age 38, Psychologist.
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Motivation for participating

When asked about motivations for participating in the
programme, most peer responders felt that understand-
ing MH was essential for themselves and other people
with disabilities. One peer responder stated,

“The president of our OPD informed me about the
training, and it intrigued me. While visiting CDD,
I learned more about it and became determined to
participate. I always felt that caring for my mental
health was essential for my physical health. How-
ever, I had little idea about it. So, I participated in
the training to better understand it” — PR02, age 28,
Lower limb disability.

Another group was willing to join the training to chal-
lenge negative perceptions about MH and disability in
the community. Some mentioned that most people in
their community refer to persons with disabilities as
“mad’, even if they are mentally well. They believed a
deeper understanding of disability and MH conditions
could help many people in their communities.

Trainers, CDD and CBM officials stated that peer
responders were motivated to join the programme
because it provided a capacity-building opportunity
and a way to empower themselves. Trainers added that
regular attendance at training and supervision sessions
reflected the motivation of peer responders. Following
sessions, they participated in the DSO’s activities with
enthusiasm. One trainer said,

“Peer responders were happy to be trained in mental
health and their rights. They were very active dur-
ing supervision sessions. They shared their positive
experiences and challenges. Their attendance and
interaction were satisfactory” — Trainer 02, age 37,
Psychologist.

One CDD official added that peer responders who
had experienced disability felt a strong need to under-
stand well-being, and supporting another person with
a disability encouraged their participation in the pro-
gramme. Trainers also added that positive feedback from
the service recipients increased motivation among peer
responders.

“According to my observations, peer responders liked
the opportunity to work with persons with disabilities
in the community. They knew the challenges a person
has to experience when they have any kind of disabil-
ity. The ability to support those people in their vul-
nerable conditions, hearing about their experiences
and solving their psychological issues throughout
the process motivated the peer responders to support
the training activity. Moreover, they received positive
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feedback and blessings from the service recipients,
which they shared with us during the supervision ses-
sions”- Trainer 01, age 38, Psychologist.

Acceptability of programme activities

Peer responders perceived the training contents as rel-
evant for learning the basics of MH conditions to support
the community. Most peer responders mentioned learning
about basic counselling techniques and managing com-
mon MH conditions through the PRT programme. One
stated,

“There are many mental health issues we were previ-
ously unaware of... We learned about the DASS-21,
through which we can screen a person’s mental state.
Also, we learned when to refer the client to a mental
health specialist” — PRO1, age 24, Lower limb disability.

Some peer responders felt the training contents reflected
their psychological well-being, provided a sense of social
protection, and provided insight into their fundamental
rights as human beings. According to one peer responder,

“We learned about different types of disabilities
and our vulnerability to mental health problems.
I learned about laws regarding disabilities. Before
training, we did not know our rights. Now, we can
raise our voices when we experience discrimination.”
- PRO4, age 30, Lower limb disability.

Training facilitators made a similar observation regard-
ing training content and process. Trainers said the ses-
sions were interactive and peer responders enjoyed
them, especially roleplays and group discussions. Peer
responders provided positive feedback after training ses-
sions and agreed that training sessions were lively and
participatory.

Regarding service delivery, some peer respond-
ers insisted door-to-door community visits were cru-
cial because these allowed people to share their inner
thoughts and feel supported. Reportedly, courtyard
meetings raised MH awareness and reduced community
prejudices against people with disabilities. Community
members who did not even speak with their families
trusted and confided in empathic peer responders. Skills
learned from the training session helped peer responders
communicate correctly. One shared:

“We learned about creating self-confidence and
handling superstitions without hurting community
people’s beliefs. This initiative was beneficial as we
could openly discuss mental health conditions and
perceived superstitions with our target participants
in a group setting” — PR10, age 27, Lower limb dis-
ability.
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Peer responders also shared that awareness raising and
door-to-door visits sensitised recipients to MH. Partici-
pants sought support for themselves, immediate family
members, and relatives. Peer responders also appreciated
their trainers’ efforts. Due to the trainers’ expertise, peer
responders could complete their tasks. Trainees acknowl-
edged the helpfulness of regular supervision sessions, as
they could discuss challenges with trainer psychologists.
Sharing field experiences with trainers created hands-on
learning of the contents taught. A peer responder said,

“Our trainers were excellent, conducting 3-4 supervi-
sion sessions a month. When we experienced any chal-
lenges, we discussed the issues at supervision sessions.
When we could not understand cases, our supervisors
discussed those issues in class so we all could under-
stand.” — PRO3, age 20, Lower limb disability.

Theme 2: Perceived benefits of the programme

Increased MH literacy of persons with disabilities

Peer responders reported the programme activities as
helpful, especially for people with physical and sen-
sory impairments. Their MH literacy increased as peer
responders shared knowledge of MH and available MH
services through flashcards, leaflets, courtyard meetings,
etc. Peer responders believed that such approaches were
instrumental in eradicating stigma while providing basic
MH services. Peer responders reported that training
activities influenced the target participants’ MH-seeking
behaviour, and the community’s demand for MH-care
echoes the statement’s relevance. One peer responder
said,

“Mental health was a new concept for people with dis-
abilities and their families. After our meetings and
door-to-door visits, people with disabilities constantly
asked questions and shared their issues about them-
selves and their family members. They asked for refer-
rals to psychologists and psychiatrists for advanced
level services” -PR04, age 30, Lower limb disability.

CDD officials, representative OPDs, and trainers con-
firmed that peer responders increased awareness among
persons with disabilities to identify their issues and
seek care. A CDD official said there weren't any MH
awareness-raising activities in the community before.
Therefore, peer responders played a positive role for
the community, especially for those who used mobile
phone services. Stakeholders also highlighted that, as
PRT services were implemented during the COVID-19
pandemic, having mobile phones helped persons with
disabilities access tele-mental health support from the
CDD hotline numbers and peer responders easily. The
inclusion of tele-mental health services helped overcome
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the geographical and other logistical barriers for a person
with disabilities.

“During the COVID-19 pandemic, peer responders
played an incredible role in ensuring basic mental
health services. Peer responders shared their phone
numbers with the beneficiaries so that they could
ask for help any time they wanted. Moreover, 24/7
tele-response services were provided through CDD
hotline numbers by psychologists. Peer respond-
ers informed the persons with disabilities about the
hotline number and the process of seeking services’-
CDD official 02, Male, 10years of work experience
in the disability sector.

Persons with disabilities are more vulnerable to
developing severe MH issues due to difficulties sharing
emotions and accessing MH services. Stakeholders pos-
tulated that peer responders could contribute to pre-
venting severe conditions by identifying and managing
early symptoms of MH conditions. They also believed
peer responders played a significant role in alleviating
inner distress.

Accessible MH support in the community

Some stakeholders asserted that MH services could be
accessible in the community through peer responders.
Peer responders provide needs-based support, such as
primary counselling or referral, especially in rural areas
where service is unavailable. An OPD representative said,

“Peer responders have a vital role to play. Although
mental health services are available in cities, they
are insufficient in rural areas. District-level or ter-
tiary hospitals are not available in remote areas.
People cannot access those services due to distance
and lack of other resources. Individuals with dis-
abilities can, however, easily access mental health
services from peer responders available in the com-
munity” - OPD 02, Male, Lower limb disability.

The training also helped peer responders to identify
severe cases such as schizophrenia, major depressive
disorder, and obsessive-compulsive disorder (OCD).
Another peer responder stated,

“We learned about OCD in our training. Before that,
we did not know why somebody would be obsessed
with cleaning, commonly known as “suchibayu” in
our society. Now we know how to support that per-
son instead of stigmatising them. We learned to talk
to that person respectfully and handle the situation
properly” — PROS, age 27, Lower limb disability.

Peer responders shared similar perceptions, men-
tioning that they were able to reach the community’s
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disadvantaged populations. They visited people living in
slums, individuals with low education, and those with
unaddressed issues to teach them about MH and help
them manage some of their MH issues.

Poor access to mental health support was a major chal-
lenge regarding the mental healthcare-seeking behaviour
of persons with disabilities. Stakeholders shared that the
peer responder training model overcame geographical,
logistical, and service accessibility challenges. The service
recipients of peer responders did not only receive psycho-
social support from peer responders but also obtained
tele-mental health support from CDD and visited mental
health camps to meet psychologists of CDD after getting
referred by peer responders. Moreover, some of them were
referred to the National Mental Health Institute (NIMH)
or other tertiary care facilities as CDD has an existing col-
laboration with NIMH. One CDD official stated,

“People with disabilities often face challenges in
accessing health services, particularly mental health,
due to various factors. They come from low-income
families and have limited access to services, such as
community clinics. Access to mental health services
is limited, and many require accessible transport,
devices, and caregivers. Parents often work full-time,
making it difficult to dedicate time to their children.
Public transportation is not always suitable for people
with disabilities, and communication is a significant
barrier. The lack of accessibility and high costs further
complicate access to mental health services for people
with disabilities. Therefore, peer responders played a
significant role in reducing these challenges as they
could easily reach the persons with disabilities through
door-to-door visits, provided basic counselling to their
mental health challenges and referred severe cases to
the specialized facilities and professionals of mental
health camps” - CDD official 01, Female, 19years of
work experience in the disability sector.

Positive impact on the well-being of the peer responders

Peer responders felt service activities were promising not
only for community members but also for themselves.
Engaging in programme activities improved the well-
being of peer responders by increasing self-confidence
and fulfilment through contributing to the community.
One responder stated,

“Most people with physical and sensory difficul-
ties could not access mental health services before,
as they didn’t know where these were available. But
through our support, they learned what to do about
their issues, which made us happy. Before participat-
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ing in the training, I used to feel low about myself. But
my job as a peer responder has provided me with the
courage and confidence that I can also do something
for others” — PRO3, age 20, Lower limb disability.

Some peer responders perceived their role as spokes-
persons for their peers with disabilities as beneficial and
important as they experienced societal discrimination.
OPD and DSO representatives and facilitators agreed
that training positively impacted peer responders as they
became more conscious of their well-being. One DSO
representative recalled a peer responder who struggled
with suicidality before the training. They encouraged
the individual to attend the training and engage in social
work activities to benefit people with disabilities. Train-
ing increased their self-confidence, pride, and overall
well-being, positively impacting their MH.

Theme 3: Challenges of implementing PRT programme
Challenges of receiving PRT

The peer responders shared some challenges they experi-
enced in the PRT programme. They stated that the train-
ing duration was inadequate to understand all the course
materials. Some trainees added that no previous exposure
to MH-related knowledge was a huge barrier to under-
standing the contents. According to a peer responder,

“It would have been better if the training period had
been longer because we had no previous academic
knowledge about mental health. Five days were insuf-
ficient to comprehend everything, especially recognising
mental health conditions. I was worried that if I did
not memorise everything, I would not be able to deliver
the best service- PRO2, age 28, Lower limb disability.

Representatives of partner OPDs and DSOs, and train-
ers made similar observations. They claimed that because
peer responders had low socio-economic and educational
statuses, training materials could sometimes be difficult to
understand. Differences in recipients’ literacy levels further
intensified challenges to full participation in the training.
Some OPD representatives felt the training required more
socio-cultural customisation. One stakeholder stated,

“Some peer responders shared that they had trouble
understanding training materials. Some content, in
my opinion, was difficult to understand and imple-
ment and needed socio-cultural customisation. They
should receive more lessons for conveying training
knowledge in a local context because they would be
interacting with members of their local communi-
ties” -OPD 01, Female, Visual impairment.
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Challenges of providing PRT services

While providing MH services, peer responders experienced
several challenges, such as pandemic-related concerns,
poor understanding of MH in the community, acceptance,
and logistical issues. As the PRT programme was initiated
to provide support during the COVID-19 pandemic, all
stakeholders, including peer responders, faced challenges
in providing home visits during the lockdown. Because
of social distancing protocols, it was hard to reach people
with disabilities in person. One peer responder stated,

“With multiple pandemic outbreaks ongoing, it was
difficult to conduct door-to-door visits. Due to fear
of infection, people did not want us to enter their
homes. Some of them forced us to leave the residence
even before we could speak to them.” — PRO3, age 20,
Lower limb disability.

Trainees shared difficulties in accessing homes dur-
ing the starting phase of the programme as they were
perceived as outsiders by the community. CDD officials
and trainers shared that it was also challenging for peer
responders to ensure privacy while providing counselling
services, as the service users were often surrounded by
other family members.

“We went to their houses every day, but people
avoided us because they didn’t want to talk to us.
They thought we were strangers and asked about our
identities. They also wanted to contact our OPDs
before allowing us into their houses” - PR13, age 32,
Lower limb disability.

CDD officials added that peer responders with visual
impairments felt significantly challenged in terms of
applying the psychometric assessment questionnaire and
demonstrating behaviour change communication materi-
als, such as flashcards and leaflets. One peer responder
dropped out due to mobility difficulties.

Most peer responders reported that providing MH ser-
vices to the community was challenging due to the low
MH literacy of people with disabilities and their fam-
ily members. Due to the stigma surrounding MH issues,
family members sometimes discouraged them from
receiving mental health support, making it challenging
to conduct community courtyard meetings and door-to-
door visits. A peer responder said,

“When we talked to someone suffering from a severe
mental health condition, people used to say we were
talking to a crazy person and that they would not
benefit from our support. People in the community
discouraged us from providing peer responder ser-
vices” -PRO3, age 20, Lower limb disability.

Page 10 of 16

Other stakeholders reflected similar observations and
stated that ensuring treatment adherence was a major
challenge due to low MH literacy. Most people stopped
taking medicines and did not attend follow-up consulta-
tions with psychiatrists in the medical college hospital.
One peer responder stated,

“We have seen people unwilling to visit hospitals
even after getting referrals. Those who visited mental
health specialists were not adhering to the prescrip-
tions. Due to a lack of understanding, they stopped
taking medicines after a few days. They did not even
attend follow-up sessions” — PR14, age 29, Lower
limb disability.

Logistical challenges

Some peer responders stated that being a person with a
disability made providing services difficult. Long walks
and a lack of convenient transportation options limited
service provision. Peer responders faced greater chal-
lenges in community outreach services during outbreaks
of natural disasters. One said,

“We faced some challenges in transportation. We
had to walk far for home visits, which was tricky
with our crutches. It became more difficult during
rainy seasons or stormy weather. Some of us were
unable to use buses or rickshaws because getting on
them is incredibly hard without assistance” — PR1S,
age 38, Lower limb disability.

Lack of financial support was another challenge iden-
tified. Most peer responders came from low-income
families and thus did not get adequate financial support
from their families. As the PRT programme provided no
remuneration or financial support, it affected the con-
tinuation of service provisions except for transport costs
and phone bills, it affected the continuation of service
provisions. Due to their physical limitations and lack of
financial support for transportation, they could not sus-
tain peer responder services. A peer responder said,

“For the benefit of others, we voluntarily offered
peer responder services without any financial
assistance. My husband is unemployed, and I
have two children with disabilities. My financial
situation is not great. So, I could not offer services
in far-off places that would be financially chal-
lenging. Hence, continuing the services without
any financial assistance would be very difficult” -
PRO1, age 24, Lower limb disability.

National and international CBM Global and CDD
stakeholders indicated that sustaining MH services by
peer responders would be challenging due to a lack of
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financial support. Because of the project-based nature
of the programme, it was impossible to provide proper
remuneration for peer responders who worked volun-
tarily. This PRT programme would be challenging to
sustain economically in the long run. A CBM official
said,

“PRT programme was a time-sensitive programmie.
We acknowledged that they faced financial chal-
lenges in carrying out training activities. Most of
the peer responders are from low-income fami-
lies, so it becomes difficult for them to manage
the transportation and communication expenses
needed to deliver the service. Therefore, we worked
with those people with disabilities who wanted to
work voluntarily as peer responders. However, in
the long run, we must ensure some financial mech-
anism to sustain the services provided by the peer
responders” — CBM official 01, Male, 15 years of
experience in the disability sector.

People with disabilities in the community also asked
for financial support from the peer responders. Accord-
ing to a peer responder,

“During our visits, people with disabilities in the
community also asked for money, being financially
vulnerable. We had to convince them that talking
to us would benefit their health. When we tried to
convince them with information about the impor-
tance of taking care of mental health, some of them
agreed and stopped asking for money. But some peo-
ple stopped taking our service midway.” - PR 11, age
28, Visual impairment.

The findings also included a pragmatic implementa-
tion plan with recommendations to strengthen the pro-
gramme (Table 4).

Discussion

Peer support is a well-recognised MH concept supported
by international evidence, especially from LMICs [58, 59].
A peer is a person who shares comparable characteristics
in terms of social status or lived experiences and is highly
empathic with a capacity for reassurance and support that
a person with shared experiences can offer to one another
in a reciprocal relationship [34, 60].

The prospect of peer support in healthcare decision-
making and communication was highlighted in the
UNCRPD. However, limited research in Bangladesh has
highlighted the availability and viability of peer-led MH
programmes for this group [61-63]. The stakeholders
in this study highlighted a wide range of perspectives
and understanding from their point of view. The peer
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responders added their concerns regarding the imple-
mentation of training at the field level, and representa-
tives of OPDs and DSOs shared their perspectives as they
were more knowledgeable about their community. On
the other hand, trainers and officials of CDD and CBM
added their concerns from administrative and policy
perspectives. This study adds to the literature about the
benefits and challenges of peer support programmes and
services and provides recommendations for scaling-up
such programmes in LMICs like Bangladesh.

Our findings suggest the PRT programme was accept-
able to all stakeholders. Stakeholders perceived the PRT
programme as an applicable way of providing MH ser-
vices to the marginalised population. They felt confident
that this non-specialist workforce could build capac-
ity for MH with appropriate funding and support. MH-
related training for non-specialists (such as community
health workers, lay health counsellors, persons with lived
experience of MH issues, and caregivers of children with
neurodevelopmental disorders) is acceptable in resource-
poor settings like Ethiopia, India, Nepal, South Africa, and
Uganda [64—68]. Previously, in Bangladesh, caregiving and
skill-building interventions integrated with psycho-social
services for mothers of children with autism reduced MH
symptoms and improved quality of life [67]. Our findings
indicate that training on identification, basic psycho-social
support, and referral techniques combined with activities
such as door-to-door visits was appropriate for delivering
basic MH services in communities with people with dis-
abilities. A study conducted in India similarly successfully
trained an MH workforce to conduct door-to-door visits
and provide counselling or referrals [69]. Our study was
able to further these findings by focusing on promoting
people with disabilities as peer responders. Our findings
show that roleplays, group discussions and participatory
question-answer sessions were enjoyable and effective.
A systematic review of WHO guidance on MH training
found that interactive group learning was one of the most
conventional methods for ensuring low dropout rates
[70]. Previous reviews also suggest that community-based
awareness programmes delivered by non-specialists have
the potential to reduce MH stigma, which aligns with our
study findings [71].

Our findings show that peer responders were highly
motivated to join the training as they viewed it as an
opportunity to support their peers. Trainees believed this
programme would strengthen their professional capa-
bilities and improve their well-being. Other studies have
also concluded that high motivation and enthusiasm are
crucial for the proper implementation and sustainabil-
ity of any MH intervention delivered by non-specialists
[72, 73]. Findings highlighted the multi-dimensional
usefulness of peer support activities, which included
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Table 4 The programmatic implications of the findings in the context of Bangladesh
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Areas of interest

Constraints/Barriers (challenges)

Existing facilitators (benefits)

Opportunities for interventions

a. Training programme content -« Inadequate/ short training duration

b. Service delivery

c. Integration and expansion

- Lack of previous exposure to MH-
related knowledge

- Difficulty in understanding training
materials/ contents

« The training was not socio-culturally
customised

- Poor understanding and acceptance
of MH in the community

- Challenges in providing home visits
during COVID-19 related lockdown

- Peer responders were perceived

as outsiders by the community

- Difficulty in ensuring privacy

while providing counselling services
- Difficulty in applying psychometric
assessment tools and demonstrating
behavioural change communica-
tion materials for peer responders
with visual impairments

- Difficulties in movement from one
place to another

+ Social stigma related to MH and dis-
abilities

+ Non-compliance/ non-adherence
to follow-up consultations

- Lack/high cost of transportation

- Lack of convenient transportation
services for the peer responders

- Lack of financial support

- Difficulties in providing remu-
neration to the peer responders due
to the small-scale project-based
nature of the PRT programme

+ MH literacy increased

- Social stigma related to MH reduced
- Improvement of peer responders’
well-being

- Participatory nature of the PRT pro-
grammes, such as-group activities,
roleplays and Q&A sessions

- Strengthening peer responders’
professional capabilities

- Contribution to preventing severe
MH issues

- Identifying and managing mild MH
issues

- Necessary referral services

- Sense of contributing to the com-
munity

- Positive influence on MH-seeking
behaviour

« Increased awareness about MH

- Applicable for the disadvantaged/
marginalised group of people

- Basic understanding of MH issues
and referral among peer responders
- Available telemedicine and tele-
counselling services

- Community sensitisation

+ Medical camps

«Increasing the number and duration
of the training sessions

«Including more content

- Practical activities/fieldwork to reduce
monotony

- Financial support

« Capacity building of the peer
responders for future peer support
programmes

« Formal recognition and provision
of ID cards

- Community awareness programmes

- Integration of PRT services in main-
stream/ existing health system

« Multi-sectoral collaboration with gov-
ernmental and NGOs

« Expanding accessibility and availabil-
ity of psychiatric medications

« Large-scale training programme

to build the capacity of peer respond-
ers

- Further research on the effectiveness
of the PRT programme

« Increasing awareness about the PRT
programme at the national level

increasing MH literacy, MH-seeking behaviour, and the
accessibility of MH services. All stakeholders reported
that training activities increased the confidence of peer
responders and contributed to reducing stigma among
peer responders and recipients. In India, grassroots-
level programmes involving non-specialists reduced
depressive symptoms and improved MH literacy and
care-seeking in rural communities [74]. A multi-country
study conducted in Ethiopia, India, Nepal, South Africa,
and Uganda reported that task sharing by involving non-
specialists could effectively increase the affordability and
accessibility of MH services [64]. Through sharing expe-
riences with clients, a non-specialist peer support worker
can develop a positive outlook on life and improve self-
esteem [75, 76]. Some studies show that non-specialist

MH-care providers have become the first line of sup-
port in reducing the MH treatment gap in poor resource
settings [64, 73, 74]. However, to ensure safeguarding
against low-quality service provision and “task dump-
ing,” which can be characterized by imposing additional
workload on non-specialist service providers, there must
be a well-trained supervisory team available to regulate
mental health care in those areas. We plan to address
this issue in future studies where a similar model will be
implemented.

Inadequate training duration, low educational status,
and lack of previous exposure to MH knowledge were
challenges indicated by stakeholders in implementing
PRT programme activities. The acquisition of knowl-
edge and skills varies based on literacy, capacity for
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understanding, motivation, and the learning environ-
ment. Robust information delivery and adequate train-
ing durations are crucial for success [77]. WHO caregiver
skill training programmes in rural Ethiopia also reported
that discrepancies in educational status impacted the
attainment of training skills and knowledge [68]. Edu-
cational backgrounds should be assessed before train-
ing, and trainees should be grouped by knowledge level.
Supervision and refresher training can also contribute to
knowledge retention [78].

Lack of knowledge about non-specialist MH-care pro-
viders and treatment, stigma, and low MH literacy in
the community lead to the underutilisation of MH ser-
vices [79, 80]. This may be due to the lack of MH-related
resources and community awareness programmes [80].
Increased government support for public awareness
campaigns and services at the primary healthcare level
is crucial [81-83].

Geographical distance, lack of convenient transport,
and absence of financial support were major barriers
for peer responders. Unfortunately, most LMICs fail to
ensure basic assistance for people with disabilities, limit-
ing their mobility and access to services [81-84]. Addi-
tionally, a lack of opportunity to engage in the economic
sector creates financial strain. A study from Tanzania
showed families and communities monetarily supple-
mented the voluntary engagements of non-specialist
health workers [72, 85]. As low financial support nega-
tively affects the providers’ motivation, it is essential
to encourage them through professional development
opportunities, monetary support, and non-monetary
remuneration, such as transportation and other logistical
supplies. These can reinforce existing altruism, amplify
commitment, and improve the sustainability of non-spe-
cialist peer support providers. Moreover, counting on the
findings of this study, policymakers and relevant stake-
holders can plan future intervention strategies by creat-
ing job opportunities with proper remuneration, which
would pave a path forward to create an alternative work-
force formed with trained persons with disabilities for
delivering mental health services not only to their peers
but also to their whole community.

To improve the PRT programme, stakeholders stressed
the need to increase the duration of the training and
include more practical activities, more content on com-
munication skills and disability rights, and guidelines for
proper referrals. Community-level health workers who
received an MH training programme in Nepal expressed
similar wishes [77]. Improving the communication skills
of MH service providers is crucial for client satisfac-
tion, alleviating distress, increasing therapeutic adher-
ence, and improving MH outcomes [86]. Programme
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facilitators should focus on supervision, monitoring, elic-
iting feedback, and refresher training.

Building capacity through train-the-trainer models and
formally recognising peer responders as MH advocates
through community awareness activities was also recom-
mended. Previous literature also emphasises the impor-
tance of advancing the capacity building of non-specialist
care providers [87, 88]. A review noted that skill-build-
ing training should include assessment, communica-
tion skills, problem-solving, professional responsibilities
and boundaries, and stress and emotion management
strategies [87]. It is important to have different types of
assistive support available, such as braille translations or
hearing devices, for those with audio/visual impairments.
The potential for formal recognition of community-level
healthcare providers to gain trust and credibility at the
community level and increase confidence was also dis-
cussed in the existing literature [88].

Stakeholders emphasised the expansion of the PRT
programme through increased advocacy among poli-
cymakers and multi-sectoral collaboration. Increasing
the availability of psychiatric medications and conduct-
ing large-scale training to increase the peer responder
workforce were also suggested. Many countries have
relied on people without MH training to deliver effec-
tive psychological interventions [34, 89]. Government-
level advocacy is also important to increase funding for
the sustainability of community-based MH services [90].
Additionally, increasing peer supporters in the com-
munity through internet-based training modalities and
subsequent telehealth service provision can be adopted
[30]. Integrating digital technology into training delivery
and MH-care provision can increase the effective use of
human resources and reduce costs [66, 91-93].

Strengths and limitations

Some limitations of this study should be noted. The
non-experimental design and small sample size limit the
generalizability of findings. Purposive selection of par-
ticipants potentially increased sampling bias by limiting
recruitment reach. Participants selected for the PRT pro-
gramme had 10 years of schooling on average, making it
unclear if the intervention would be acceptable to less
educated implementers, which is more typical of those
living in rural and semi-urban areas. Recall bias is inher-
ent to studies involving retrospective reporting of experi-
ences in MH services. The study is not immune to social
desirability bias, as the peer responders were not anony-
mous and were willing to continue their services through
the PRT programme as it was perceived as a positive sup-
port for some of them. These could influence the par-
ticipants to share positive feelings about the programme.
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Furthermore, peer responders were connected with the
programme-implementing organisation and might fear
that their negative response might affect their future
training possibilities and other kinds of support. Due to
the forward and back translation of interview guidelines
and quotes from Bangla to English, some semantics may
be lost.

Despite these limitations, our study has some notable
strengths. This study is the first of its kind to generate
evidence on the feasibility of delivering MH interventions
by persons with disabilities, highlighting the potential of
involving marginal populations in the provision of MH
services. Qualitative interviews were conducted by third-
party researchers not involved in developing and imple-
menting the PRT programme. Qualitative inquiry enables
deeper insights into programme benefits and challenges,
which can assist in future scale-up.

Conclusion

This study demonstrates that the PRT programme was an
acceptable and feasible intervention for MH support to be
delivered by people with disabilities. In a poor resource set-
ting like Bangladesh, people with disabilities are extremely
vulnerable to MH conditions, but access to MH services is
incredibly low. Findings suggest that peer support has the
potential to increase MH awareness in the community and
may facilitate increased access to basic MH services. This
programme also demonstrates the involvement of people
with disabilities in meaningful social participation and
their own rehabilitation and positive well-being.
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