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Figure-1: Women suffering from
mental health problems

Abstract
Mental health is an important yet often ignored agenda
in ICTD and HCI4D research [1], with prior HCI research
focusing on mental health primarily targeting people
living in Western contexts. Our work aims to fill this gap
by studying the relationship between gender, social and
cultural challenges, and mental health among women in
rural Bangladesh. Specifically, this paper presents early
findings from a one-month long ethnographic study
conducted in 13 villages of Jessore, Bangladesh. Our
findings show that women in rural Bangladesh face
numerous social and cultural challenges, including heavy
workloads, lack of access to basic resources such as
food, and frequent emotional and physical abuse
inflicted by their husbands and in-laws. These challenges

often result in women suffering from severe mental
health issues – including depression, anxiety, and selfharm – that are deeply rooted in the social and cultural
context. Through our work, we hope to identify
opportunities for designing appropriate and usable new
digital tools and technologies that might improve the
quality of life for these women. Our work contributes to
several on-going debates in the “HCI Across Borders”
community.
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Introduction
Mental health issues are extremely prevalent across the
world. For example, approximately 350 million people
worldwide suffer from depression, with depression being
identified as one of the leading causes of disability [2].
Depression is the primary cause of disease burden for
women between the ages of 15 and 44 [4,5]. In
Bangladesh, which is where our research took place, the
prevalence of depressive disorders is 4.6% [3]. Bonari

reports that at least 20% of women are depressed during
their pregnancy [6]. Studies of depression and anxiety
show their incidences to be approximately 5% in nonpregnant
women,
approximately
8–10%
during
pregnancy, and about 13% in the year following delivery
[4]. Adams et al. reported that there are high levels of
antenatal depression among rural women, who also
have limited access to diagnosis and treatment [17].
Gausia argues that 14% of women with depression
admitted to subconscious self-harm during pregnancy
[18].
In countries such as Bangladesh, mental health issues
may be further exacerbated by a complex set of social
and cultural challenges that affect women. For example,
physical and emotional abuse of married women is
commonplace, with women frequently being beaten or
abused by their husband or their husband’s family [12].
Researchers found that a woman who is subjected to
abuse by her husband has the highest probability of
suffering from depression, followed by an unhelpful or
unsupportive mother-in-law [13,14,15]. In many cases, it
is a preference for a male child and the woman’s failure
to produce one that make the husband and/or the
mother-in-law unhelpful and unsupportive [16].

Figure-2: Our target
population and their lifestyle

There is also a link between mental health and complex
socio-cultural factors [11]. For example, society is often
uncomfortable addressing and/or talking about mental
health problems due to the social stigmas and cultural
beliefs, including a belief that personal or marital
problems should not be discussed in public [10]. As a
result, many women suffering from mental health
problems live in the fear of what might happen if they
are discovered to be seeking mental health treatment,
and are also terrified of being labeled mad or “pagol” (a

Bengali word that means mentally disordered), which
might destroy their reputation and raise the possibility
that they would become an outcast [10]. Literature in
the psychiatric community suggests that cultural
practices and norms may add value to affective
wellbeing and highlights the need for culturally oriented
approaches to addressing mental health challenges
through non-pharmacological management [7].
To investigate the complex relationship between
women’s daily lives, existing social structures and
cultural norms, and the challenges and barriers that
women face due to gender, we conducted an
ethnographic field study with women in rural
Bangladesh. By gaining a deep understanding of these
women’s lives, desires, and the challenges that they
face, we hope to identify opportunities for designing
appropriate and usable new digital tools and
technologies that might improve their quality of life.
Research questions
The research questions that we aim to address in our
study are: (1) What social and cultural challenges do
rural women in Bangladesh face? (2) How do these
women currently access and use digital technologies in
their daily lives? and (3) How do the challenges that
women face impact their quality of life and mental
health?
Methodology
Our study consisted of semi-structured interviews,
observations, and focus group discussions. Access to
women in rural villages was facilitated by the Rural
Reconstruction Foundation (RRF), a non-profit, nonpolitical, and non-sectarian voluntary development
organization. Workers at the RRF helped us to reach

participants by taking us to their villages and introducing
us to them. After arriving in the village, we held a public
community meeting in association with the RRF to
explain the purpose of the research to the entire
community and ask if there were any questions,
concerns, or objections. Following this community
meeting, participants were recruited through snowball
sampling with the help of our partner organization.
We conducted 30-minute focus groups and one-on-one
semi-structured interviews with participants during
which we asked participants questions regarding their
daily life, their work and household responsibilities, their
experiences and treatment by their families (e.g.,
husband, in-laws), their current use of technology (such
as mobile phones), and the challenges that they face in
their lives. We also asked participants questions about
what makes them feel sad, frustrated, depressed, or
helpless. We took detailed notes and audio-recorded the
sessions for later transcription.
In addition to one-on-one interviews, we also observed
our participants to understand their daily lifestyle. The
observation included their daily work, hang outs, regular
meetings with other women, and doing fun activities.
The mode of observation was participatory, with the first
author taking part in each of these activities with the
participant (with their permission). During the
observations, we asked situated and spontaneous
questions to better understand participant activities.
Findings
Although we are still in the process of formally analyzing
the data that we collected, this section highlights several
of our preliminary and emerging themes.

Women frequently suffer physical and emotional abuse
Most of our participants described that they frequently
suffer physical and emotional abuse that is inflicted by
their husbands and/or in-laws. The reasons for this abuse
vary widely, but frequently include failure to produce
children (especially male children), not obeying the
husband or in-law’s wishes or disagreeing with them,
and not completing all their household and domestic
work according to the family’s wishes. The types of
abuse that women described include: beatings and other
types of physical abuse, sexual violence, not receiving
enough food to eat, being verbally abused, being
isolated, threats of divorce or abandonment, and more.
In addition, there is a tendency in the villages that we
visited for society to view this kind of abuse as
acceptable, and as a result the women are often blamed
by the village for their own abuse and do not have
access to any services that would help them to cope
with or escape abusive environments.
Women are often isolated from their support networks
When they get married, the women typically move from
their own family’s village and go to live with their
husband’s family. Many of our participants described
how their husband controls if they have access to a
mobile phone, and though this, they also control also if
and when the women are able to reach out and
communicate with their own family, friends, and support
networks. As a result, not only do women often find it
challenging to communicate with their friends and
family, but permitting this communication also becomes
another source of power or control that a husband has
over his wife.
Women frequently suffer from mental health issues

Our findings suggest that the women we spoke to suffer
from a variety of mental health issues, including
depression, anxiety, schizophrenia, break downs,
identity crises, and more. However, the vast majority of
women suffering from these issues do not seek or
receive formal diagnoses or medical treatment for their
condition for a variety of reasons, including the social
stigma surrounding mental health disorders. In addition,
the women are frequently shamed, rejected by their
husband or in-laws, or shunned by society because they
are ‘abnormal’ and suffering from mental health issues.
Discussion: HCI Across Borders
Although our analysis is still in progress and the findings
we present above are very preliminary, we believe that
our work will contribute to several broader conversations
that are relevant to the symposium’s theme of “HCI
Across Borders”, as we discuss below.
Gender
Our work is clearly relevant to the on-going discussion
within the HCI4D community that focuses on the
‘borders’ associated with gender inequality and
discrimination. Many of the women in our study lack
control of their own lives and the ability to make their
own decisions, are completely dependent on their
husbands for their livelihood, and feel helpless to do
anything to improve their situation. Our work also
focuses on a particularly hard-to-reach population of
women: low-income, illiterate, and rural women who
frequently do not even have access to a basic phone. As
a result, our insights will add depth and a new dimension
to the discussion within the HCI4D community on how to
empower women.
Access, Use, and Non-Use

As mentioned above, many of the women in our study
do not even have access to a basic mobile phone, and
any interaction with technology is controlled by their
husbands or in-laws. As a result, many women are also
afraid of technology and hesitant to use it by
themselves. The experiences of our participants are a
stark reminder that the ‘mobile revolution’ has
limitations, and that there are many populations who still
lack access to mobile devices. By analyzing both the use
and the non-use of technology by the women in our
study, we hope to gain insights into how HCI4D research
is currently often limited to those that are able to access
and use technology in ways that they choose.
Social and Cultural Barriers in Mental Health
Finally, our research reveals numerous cultural and
social challenges that affect the diagnosis and treatment
of mental health issues. In many scenarios, even
acknowledging that someone is suffering from mental
health problems could cause serious harm to their family
relationships and be highly detrimental to their place in
society. As a result, thinking about how to design health
systems or interventions that aid people suffering from
mental health issues in HCI4D contexts will require
careful navigation of these social and cultural norms
combined with strong educational and support systems.
Conclusion
This paper discusses our on-going study exploring the
relationship between gender, social and cultural
challenges, and mental health issues as they affect rural
women in Bangladesh. Although preliminary, our
findings reveal several interesting themes that will
contribute to “HCI Across Borders” conversations
centered on gender, access, and use (or non-use) of
digital technologies, among others. We look forward to

discussing our work with the HCI4D community at the
symposium.
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