JMIR FORMATIVE RESEARCH Alam et al
Original Paper

Smartphones and Mental Health Awareness and Utilization in
a Low-Income Urban Community: Focus Group Study

Nadia Alam'?, MSc; Domenico Giacco'?, MBBS, PhD; Bulbul Siddigi*, PhD; Swaran Singh!Z, MBBS, MD, DM;
Sagar Jilka'2>, PhD

IWarwick Medical School, University of Warwick, Coventry, United Kingdom

ZWarwick Centre for Global Health, University of Warwick, Coventry, United Kingdom

3 Coventry and Warwickshire Partnership NHS Trust, Coventry, United Kingdom

4Department of Political Science and Sociology, North South University, Dhaka, Bangladesh

SInstitute of Psychiatry, Psychology and Neuroscience, King's College London, London, United Kingdom

Corresponding Author:

Nadia Alam, MSc

Warwick Medical School
University of Warwick

Gibbet Hill Road

Coventry CV4 7AL

United Kingdom

Phone: 44 07300311294

Email: nadia.alam@warwick.ac.uk

Abstract

Background: Mental health disorders pose a significant challenge in low- and middle-income countries (LMICs), contribu-
ting substantially to the global disease burden. Despite the high prevalence of these disorders, LMICs allocate less than
1% of health budgets to mental health, resulting in inadequate care and a severe shortage of professionals. Stigma and
cultural misconceptions further hinder access to mental health services. These challenges are present in Bangladesh, with high
prevalence rates of depression and anxiety, as well as a centralized and underresourced mental health care system. Digital
tools, such as smartphone apps and online platforms, offer innovative solutions to these challenges by increasing accessibility,
cost-effectiveness, and scalability of mental health interventions.

Objective: This study aims to characterize the views around digital tools for mental health among residents of Korail (a
major slum in Dhaka, Bangladesh), including the use of smartphones, and investigate acceptable digital tools and barriers and
facilitators for digital mental health tools.

Methods: A total of 8 focus group discussions were conducted with 38 participants, including individuals with serious
mental disorders and their caregivers. The focus group discussions were guided using a semistructured topic guide, which
included broad questions on smartphone usage to contextualize digital access, primarily focusing on perceptions of using
mobile technology for mental health care. Focus groups were held in Bangla, audio recorded, and transcribed and translated in
English. Data were analyzed using thematic analysis in NVivo 14.

Results: Participants (mean age 37 y, SD 13.7) were mostly female (30/38, 79%), and 45% (17/38) personally owned
smartphones, although 92% (35/38) reported smartphone access within the household. The findings revealed a general lack
of awareness and understanding of digital mental health tools among slum residents. However, there was a notable appetite
for these tools; participants recognized their potential to provide timely and cost-effective support, reduce hospital visits, and
make health care more accessible. Participants highlighted the convenience and communication benefits of smartphones but
expressed concerns about misuse such as excessive use, particularly among adolescents. Barriers to the utilization of digital
mental health tools included limited technological literacy and accessibility issues. Despite these challenges, participants
acknowledged the potential of these tools to bridge the gap in mental health services, especially for those unable to travel. The
importance of providing proper guidance and education to maximize the effectiveness of digital tools was emphasized.

Conclusions: Digital mental health tools hold promise for improving mental health care in underserved slum communities.
This study underscores the need for further research and investment in tailored digital mental health solutions to address the
unique needs of slum populations in LMICs.

https://formative jmir.org/2025/1/e65650 JMIR Form Res2025 | vol. 91e65650 | p. 1
(page number not for citation purposes)


https://formative.jmir.org/2025/1/e65650

JMIR FORMATIVE RESEARCH

JMIR Form Res2025;9:e65650; doi: 10.2196/65650

Alam et al

Keywords: mental health; mHealth; lower- and middle-income countries; smartphones; awareness; developing countries;
focus group study; mental health disorders; LMICs; digital tools; digital health; digital mental health; thematic analysis

Introduction

Mental Health in Low- and Middle-
Income Countries

Mental health disorders significantly contribute to the global
burden of disease, with 11.1% of the total burden in low-
and middle-income countries (LMICs) attributed to mental
health issues [1-4]. The World Health Organization reports
that unipolar depressive disorder, schizophrenia, and bipolar
disorder are among the leading causes of disability in these
regions [5]. Furthermore, substance use disorders, particularly
alcohol use, account for a significant portion of the disease
burden in LMICs [6]. Despite the high prevalence of mental
health disorders, resources are severely limited [2]. Less than
1% of health budgets in many LMICs are allocated to mental
health, resulting in inadequate care for the majority of those
affected [7].

Mental Health in Bangladesh and Slums

Mental health disorders are prevalent in Bangladesh, affecting
approximately 16.1% of the population [8], yet they are often
underreported and inadequately addressed due to limited
resources, infrastructure, and a severe shortage of mental
health professionals, with only 0.5 psychiatrists and 0.2
psychologists per 100,000 people [9]. In urban slum areas like
Korail in Dhaka, mental health disorders are disproportion-
ately high due to adverse living conditions such as poverty,
overcrowding, and lack of basic services, with prevalence
rates 30%-50% higher than in non-slum urban areas [10-15].
These environments are marked by high levels of violence,
substance abuse, and chronic stress, exacerbating mental
health issues while social support networks are often weak
or absent, leading many to rely on informal support or go
without care [16]. Efforts to improve mental health services,
including policy initiatives and the establishment of mental
health units in district hospitals, have been slow, with services
often underfunded and lacking trained professionals [2,8,17].
This highlights the urgent need for innovative solutions to
address mental health care in these regions.

Mental Health and Digital Tools

Digital tools, such as smartphone apps and online plat-
forms, have been utilized to deliver mental health interven-
tions such as cognitive-behavioral therapy and mindfulness
training [18], provide psychoeducation, and offer support
networks [19-21]. These tools can bridge the gap in mental
health services, especially in regions with limited access to
traditional mental health care [22]. Digital tools offer several
advantages, including accessibility, cost-effectiveness, and
scalability [23]. Furthermore, digital platforms can facilitate
self-monitoring and provide users with real-time feedback
and support, enhancing the effectiveness of mental health
interventions [24].
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Evidence demonstrates that some LMICs have success-
fully adopted digital technology to raise awareness, screen,
diagnose, and manage common mental health disorders for
wider populations [23,25-28]. For instance, in India, mobile
health (mHealth) initiatives have been used to deliver mental
health services to rural and underserved populations, showing
promising results in improving access and outcomes [28].
Similarly, in Kenya, digital platforms have been utilized
to provide mental health education and support, signifi-
cantly enhancing mental health literacy and reducing stigma
[29]. A study in South Africa found that a mobile phone—
based intervention for depression was effective in reducing
symptoms and improving quality of life among participants
[30]. Another example is the use of telepsychiatry in remote
areas of Brazil, which has improved access to mental health
care and reduced the need for travel to urban centers [31].
These examples highlight the potential of digital tools to
address the mental health care gap in LMICs.

Digital tools can be particularly useful in impoverished
communities like slums, where traditional mental health
services are scarce [2,11,14], but smartphone ownership is
vast [32]. However, understanding slum residents’ perception
of smartphones and digital tools for mental health is crucial
for the successful implementation of these technologies.
Perceptions influence the acceptance and utilization of digital
interventions, and addressing concerns such as privacy,
usability, and cultural relevance is essential [33]. Under-
standing general patterns of smartphone use in this commun-
ity provides critical context for interpreting how residents
might engage with or resist mobile mental health solutions.
Engaging communities in the design and implementation
process can enhance the effectiveness and sustainability of
digital mental health programs [34].

Given the increasing availability of smartphones in
low-resource settings and the growing potential of digital
tools to support mental health care, it is essential to under-
stand how these tools are perceived by underserved popula-
tions. This study therefore aimed to explore the awareness,
perceptions, and acceptance of smartphone-based mental
health tools among residents of Korail slum in Dhaka,
Bangladesh. Specifically, the objectives were to assess
familiarity with digital mental health tools, identify barriers
and facilitators to their use, and understand how such tools
might support mental health care in this context.

Methods
Study Design

This research formed part of a larger collaborative research
project on mental health in slums of LMICs [11]. This study
employed a qualitative research design to explore perceptions
on smartphones and use of digital tools for mental health
among residents of the Korail slum in Dhaka, Bangladesh.
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The qualitative approach was chosen to gather in-depth
insights into the participants’ perceptions and attitudes toward
digital tools for mental health. The study is part of a larger
mixed-methods project aimed at understanding and predicting
mental health relapse using digital phenotyping in LMICs.

Study Site and Participants

This study was conducted in Korail slum, Dhaka, Bangla-
desh, through group discussions with patients and caregivers.
Korail is one of the largest slums in Bangladesh, located
in the center of the city, encroaching on parts of Dha-
ka’s most affluent neighborhoods. The majority of Korail’s
population (estimated to be around 200,000) [12] subsist
below the poverty line and work in low-income jobs. They
have limited access to the city’s health care services, and
there is little connection with the surrounding major roads
[35]. Participants had to have been residents of the Korail
slum, aged 18 years or older, and either diagnosed with
a serious mental disorder (SMD) or caregivers of individ-
uals diagnosed with SMD. We used purposive sampling
to ensure inclusion of individuals with lived experience of
SMDs and their caregivers, reflecting diverse perspectives
on smartphone and digital health tool usage. Recruitment
was facilitated by community engagement representatives
associated with the TRANSFORM (Transforming Access to
Care for Serious Mental Disorders in Slums) Project [11],
who are trusted members of the local community. These
trusted contacts played a key role in introducing the study
to potential participants and delivering culturally sensitive
explanations about its purpose and procedures. Recruitment
was conducted through informal community engagement
strategies, including conversations at local tea stalls and the
TRANSFORM project field office. No public advertisements
were used. All potential participants received an information
sheet and were given at least 24 hours to consider participa-
tion.

Ethical Considerations

Human Subject Ethics Review Approvals

This study received ethical clearance from the Biomedical
and Scientific Research Ethics Committee at the Univer-
sity of Warwick (reference number: BSREC 100/22-23).
It formed part of the wider National Institute for Health
and Care Research—funded TRANSFORM project [11],
which underwent rigorous ethical review both in the United
Kingdom and by partner institutions in Bangladesh to ensure
compliance with local ethical standards.

A safeguarding and risk management plan was developed
to prioritize participant well-being throughout the study.
Given the sensitive nature of the topic—discussions about
personal or family experiences with mental illness—there
was potential for emotional distress. Data collection was led
by NA—a trained researcher and doctoral candidate with a
background in psychology who was trained in research ethics
and working with vulnerable populations. The safeguarding
protocol allowed for immediate responses if a participant
showed signs of distress, including pausing or stopping the
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session, checking in with the participant, and offering referral
to psychiatric support available through the local study team.

Informed Consent

Informed written consent was obtained from all participants
before data collection activities began. Study information
sheets and consent forms were provided in both English
and Bengali to ensure accessibility. Participants were given
a minimum of 24 hours to consider their involvement. For
participants with lived experience of mental illness, we used
a previously validated capacity assessment tool from the
TRANSFORM project to confirm ability to consent. In cases
where participants could not sign, a thumbprint was collec-
ted in the presence of a witness. Verbal consent was also
recorded at the beginning of each focus group. Participants
were informed of their right to withdraw at any time without
providing a reason.

Privacy and Confidentiality

All participant data were anonymized and stored on encrypted
devices in compliance with the UK General Data Protec-
tion Regulation and the UK Data Protection Act (2018).
Signed consent forms were stored separately in locked filing
cabinets. Focus group discussion (FGD) transcripts were
deidentified before analysis, and no personally identifying
information is included in this paper or any outputs. Digi-
tal files were stored on secure, access-restricted university
servers.

Compensation

Each participant received compensation of 800 Bangladeshi
Taka (approximately £5.30/US $6.60) to cover their time and
any expenses. This amount reflected local wage and travel
standards, especially considering that Korail is a large urban
slum where travel to field offices requires time and costs.
They were assured that compensation was not conditional
upon completion of the study and would still be given in the
event of early withdrawal.

Participant Identification in Study Materials

No identifying information will be disclosed in any study
publications or supplementary materials. All data were
anonymized prior to analysis, and each participant was
assigned a unique code to maintain confidentiality.

Data Collection

The FGDs were conducted in the Korail slum, within the
established research office of the TRANSFORM Project [11].
The FGDs were structured to ensure a diverse representa-
tion of the community, including different genders, ages,
and socioeconomic status. Each session was moderated by
a trained facilitator, with the assistance of a notetaker and
qualitative researcher, and lasted for a duration of 30-45
minutes. The moderator (NA) guided the discussions using
a semistructured topic guide, which included broad ques-
tions on smartphone usage to contextualize digital access,
but the primary emphasis was on discussing perceptions of
using mobile technology for mental health care, including
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reactions to examples of existing platforms. As part of
the discussion, participants were introduced to examples
of existing Bangladeshi digital health tools used on smart-
phones, including Doctime (a telemedicine platform) [36]
and Maya Apa (a mobile app offering health and mental
well-being support) [37], to help them conceptualize how
digital mental health support might be delivered. The FGDs
were audio recorded in Bangla, the local language, to ensure
accurate capture of the discussions. The recordings were then
transcribed verbatim and translated into English. To maintain
confidentiality, all personal identifiers were removed during
transcription. The translated transcripts were reviewed by the
research team to ensure accuracy and fidelity to the original
conversations.

Data Analysis

The qualitative data from the FGDs were analyzed using
NVivo 12 (Lumivero) software. A thematic analysis approach
was employed to identify patterns and themes within the
data. The analysis followed the five stages of data analysis:
familiarization, identifying a thematic framework, indexing,
charting, and mapping and interpretation [38].

Each transcript was read multiple times to enhance
familiarity with the data. Initial thoughts, reflections, and
preliminary codes were noted. The transcript was then read
again, and preliminary themes were recorded. Preliminary
themes were then grouped into clusters based on common
features and meanings. A coding tree was developed to
systematically organize the themes, capturing the hierarchical
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relationships between main themes, subthemes, and associ-
ated codes. This framework enabled a nuanced analysis
of participants’ perspectives and experiences. The cod-
ing structure was iteratively refined through regular team
discussions, and each theme was cross-checked against the
transcripts to ensure accurate representation of the data. This
process was applied consistently across all transcripts to
enhance the rigor and coherence of the analysis. The final
coding tree is presented in Figure 1. These themes were
validated by cross-checking with the transcript to ensure they
accurately represented the data. This process was repeated
for each transcript to maintain consistency. The themes
from all transcripts were then compared and combined into
master themes to create a comprehensive portrayal of the
participants’ experiences. The master themes were thoroughly
reviewed against the transcripts to ensure they accurately
reflected and were firmly rooted in the participants’ accounts.
Commonalities among the preliminary themes were identified
and represented as subthemes, reflecting lower-order aspects
of the master themes. To enhance confirmability [39], the
analysis was grounded in participants’ accounts through the
use of direct, anonymized quotes that illustrate each theme.
A clear audit trail was maintained throughout, documenting
coding decisions, thematic development, and reflections in
analytical memos to ensure dependability [39]. The final
coding framework was reviewed and refined collaboratively
by multiple researchers to ensure consistency and rigor, with
any discrepancies resolved through discussion and consensus.

Figure 1. Coding tree illustrating key themes and subthemes derived from the thematic analysis. Focus group discussions on smartphone use and
perceptions of digital mental health tools among individuals with serious mental disorders and their caregivers in Korail slum, Dhaka, Bangladesh.

Themes Subthemes
e * Perceived benefits
challenges of » Concerns about
smartphones smartphone misuse

e Limited awareness

Digital Access & Usage

Use of digital tools
for mental health

¢ View of in-person care
¢ Growing openness

* Barriers related to digital

Potential challenges
of digital tools for
mental health

literacy
e Safety concerns

—_
—_

Reflexivity [40] was integrated throughout the analytical
process. The research team actively reflected on their
positionalities, including cultural backgrounds and profes-
sional roles, to remain aware of how these factors might
shape data interpretation. Regular team discussions were
held to critically assess assumptions and ensure the analy-
sis remained anchored in participants’ lived experiences. To
support credibility [39], emerging themes were continuously
reviewed through peer debriefing and iterative comparisons
across focus groups. This process helped validate thematic
consistency and ensure findings captured the breadth of
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perspectives shared by both individuals with SMDs and their
caregivers.

Transferability [39] was supported by providing rich
contextual detail about the study setting and participant
demographics. Descriptions of life in Korail slum, including
social and infrastructural challenges, offer important context
for assessing how these findings may resonate with other
low-resource, urban communities in Bangladesh and similar
LMIC settings [2/41]. The transparent analytical process
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and inclusion of participant narratives further support the
relevance of these findings for broader application.

Results

Demographic Information

A total of 8 FGDs were conducted, each group compris-
ing 4-6 participants who were either people with lived

Table 1. Participant demographic information (N=38).
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experiences or caregivers. The total number of participants
for the 8 FGDs was 38 (Table 1). The average age of
participants was 37 (SD 13.7) years, mostly comprising
female participants. Out of the 38 participants, 17 (45%)
personally owned a smartphone, while 35 (92%) reported
having access to one within their household. The average
duration of personal smartphone ownership was 3.3 (SD 1.15)
years, with most users relying on low-cost Android phones.

Characteristics Count
Age (y), mean (SD) 37(13.7)
Gender (female), n (%) 30 (79)
Education level, n (%)

No education 5(13)

Primary 11 (29)

Middle school 16 (42)

High school 4(11)

Undergraduate 2(5)
Marital status, n (%)

Married 29 (76)

Unmarried 4(11)

Widowed 4(11)

Divorced 1(2)
Employed, n (%)

Yes 12 (32)

No 26 (68)
Smartphone ownership, n (%)

Yes 17 (45)

No 21 (55)
Average time of Smartphone ownership (y), mean (SD) 333 (1.15)
Smartphone ownership in family, n (%)

Yes 35(92)

No 3(8)

Overview of Qualitative Themes

We found three major themes: smartphone use and benefits,
digital awareness and attitudes, and challenges in using digital
tools for mental health (Figure 1). These are expanded on
further below.

Benefits and Challenges of Digital Tools

Perceived Benefits

Overall, participants were familiar with digital tools for
other parts of their lives and acknowledged its convenience
within everyday life. For instance, one participant mentioned,
“Before we had to stand at the bank all day to withdraw
disability allowance now it directly comes to the phone.”
Participants emphasized the importance of communication,
video calls, and messaging apps in maintaining relation-
ships, especially with family members living abroad, and the
ability to access news and information through social media
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platforms like Facebook and WhatsApp was also highligh-
ted as a significant benefit. One stated, “People before used
to send letters to seek updates, it took time to hear back.
Now it is easy to know about people (using smartphones).”
Another participant added, “Communication with friends and
family is much easier with smartphones.” There was also
discussion about convenience of access to information using
smartphones. One participant added, ‘“Phones are used for
accessing information about health and various services.”
They expressed that access to timely and relevant information
is valued and seen as potentially helpful, particularly when it
is available in a convenient and familiar format.

Concerns About Smartphone Misuse

Participants highlighted various ways in which smartphones
can be misused, particularly by adolescents. Concerns were
raised about inappropriate content, the facilitation of risky
behaviors, and negative impacts on academic performance.
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Others highlighted concerns about addiction, particularly
among the younger generation, as children and teenagers
spend excessive amounts of time on their phones, often at
the expense of studying or socializing with family. Another
participant expressed frustration with the excessive gaming
and its impact: “Every kid is so busy playing games, it seems
that they have no time to pick up the call from family,” and
another added, “Whole day they (younger family members)
are on it (phones), even if you slap them, they will not let it

2

£o.
Use of Digital Tools for Mental Health

Limited Awareness of Digital Mental Health
Tools

Despite familiarity of digital tools, awareness of digital
mental health tools was generally low among the partici-
pants. Many were unaware of the existence of apps and
online services designed to provide mental health support.
One participant stated simply, “I have no idea” when asked
about health services through phones. Another echoed, “No, I
don’t know” about apps for mental health. Another partici-
pant mentioned, “We directly communicate with the doctor;
no service was ever taken over the phone.” This lack of
knowledge extended to the potential benefits of such tools,
with several participants indicating that they had never used
or even heard of mental health apps, “No, I have never used
any such app.” However, one participant shared, “I once
spoke to an Indian doctor through an app. He told me how
to talk to my sister-in-law, how to behave, all of this.”

View of In-Person Care

Despite the potential of digital tools, many participants
preferred traditional methods of seeking mental health care.
They commonly visited doctors in person and relied on
face-to-face consultations for treatment and advice. One
participant shared, “We go to a doctor; the doctor gives one
month of medicine.” This preference was attributed to the
trust and reassurance that comes with direct interaction with
health care professionals.

Growing Openness to Mobile-Based Mental
Health Support

While most participants had limited experience with online
consultations, there was a general interest in exploring this
option. One participant added, “Consulting a doctor through
an app can be very helpful.” Some expressed the view
that online consultations could save time and reduce the
costs associated with traveling to health care facilities. One
participant noted, “Online consultations could save us a lot of
travel time and cost.” The convenience of receiving medical
advice from home was highlighted, especially for those with
mobility issues or residing in remote areas. The potential of
health apps to provide immediate assistance and support was
recognized by several participants. They suggested that apps
could offer valuable information on managing mental health
conditions, including treatment schedules and medication
reminders, with one stating, “If counseling, doctor’s advice,
what kind of treatment should be given to them can be
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provided (through phones), it would be good.” Participants
also noted that health apps could serve as a resource for
caregivers, providing guidance on how to care for individ-
uals with mental health issues, “health apps can guide us
on how to care for our loved ones better.” Another partici-
pant reflected on the need for such tools, saying, “It would
be great if there is a service available through the app for
such problems,” acknowledging the limitations they face in
accessing in-person services. Caregivers also recognized the
potential benefits of digital tools in guiding them on how to
care for individuals with mental health issues: “Health apps
can guide us on how to care for our loved ones better.” This
indicates that digital tools can serve as valuable resources for
those supporting individuals with mental health challenges.
The general sentiment was positive toward the potential of
these services, with one participant mentioning, “If I get
advice from a good doctor from home, it will be good,” and
another stating, “Consulting a doctor through an app can be
very helpful.”

Potential Challenges

Barriers Related to Digital Literacy and
Usability

Despite widespread appetite for digital mental health tools,
participants acknowledged challenges such as the digital
divide and lack of technological literacy, and concerns about
the reliability of online services were also mentioned. One
participant highlighted, “It saves time and travel costs but
not everyone knows how to use the apps properly.” Another
added, the importance of addressing these challenges to
ensure the successful implementation of digital mental health
interventions was emphasized, “It will be good, but we need
proper guidance on how to use these services.”

Safety Concerns for Individuals With Mental
lliness

Participants also expressed concerns about the usability of
these tools for older family members, stating, “It can be
challenging to teach older family members how to use health
apps.” The need for user education and support to maxi-
mize the effectiveness of these digital tools was stressed.
Furthermore, participants discussed the risks for mentally
ill individuals using digital tools. One participant shared
an experience: “When my sister-in-law was sick and had
the phone on her, she used to make such bad comments,
leave bad images, and she used to make very bad posts
on people’s profiles.” Another participant emphasized the
potential risks: “Mentally ill patients can do many things on
the phone without realizing it... Harassment can be due to
political reasons.” These accounts highlight the importance of
considering the specific vulnerabilities of certain user groups
when developing and implementing digital health interven-
tions. Ensuring that appropriate safeguards and support
mechanisms are in place is crucial to mitigate these risks.
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Discussion

Principal Results

This study explored the perceptions and awareness of digital
mental health tools among residents of Korail slum in
Dhaka, Bangladesh. Participants were generally unaware of
existing mental health apps but expressed strong interest in
using mobile-based tools if appropriate support, content, and
guidance were available. Key barriers included low digital
literacy, stigma, and a preference for face-to-face consulta-
tions, while convenience and cost-saving were cited as major
facilitators.

The findings reveal a general lack of awareness and
understanding of digital mental health tools among the
residents of the Korail slum. Many participants were unaware
of the existence of apps and online services designed to
provide mental health support, which highlights a significant
gap in mental health literacy within the community. Despite
this lack of awareness, there was a noticeable interest in
the potential of digital mental health tools, with participants
acknowledging that these tools could provide timely and
cost-effective support, reducing the need for frequent hospital
visits and associated expenses.

Several barriers to the utilization of digital mental health
tools were identified, including technological literacy and
accessibility. The digital divide was a prominent concern,
with participants highlighting the lack of technological
literacy as a significant barrier. This issue is compounded
by the challenges of teaching older family members how to
use these tools. Additionally, concerns about the reliability
and effectiveness of online services were mentioned, and
traditional doctor visits are still preferred by many due to the
trust and reassurance that comes with face-to-face interac-
tions [42]. This preference may reflect deeper cultural and
perceptual factors related to mental health [43,44] rather than
a direct rejection of digital mental health interventions. In
contexts where mental illness is often stigmatized, seeking
face-to-face care from a trusted physician can offer a sense
of legitimacy and reassurance [25.43,45]. Additionally, low
awareness of mental health as a medical issue or tools to
support this issue may lead to underappreciation of the value
of remote or digital forms of care [44,45]. These findings
suggest that efforts to introduce digital interventions should
be accompanied by broader awareness and stigma reduction
campaigns to reframe how mental health is understood and to
position digital tools as complementary rather than substitu-
tive to traditional care.

Despite these barriers, several facilitators to the utilization
of digital mental health tools were identified. Participants
recognized the potential of these tools to make health care
more accessible, especially for those who cannot travel. This
reflects the potential for digital tools to bridge the gap in
mental health services, particularly in underserved areas like
slums. The study also highlighted the importance of providing
proper guidance and education on using these services.
Participants stressed the need for user education and support
to maximize the effectiveness of digital tools. This suggests
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that initiatives aimed at improving technological literacy and
providing support could significantly enhance the adoption
and effectiveness of digital mental health interventions [29].

Cultural beliefs, norms, and attitudes toward mental illness
and technology can significantly influence the acceptability
and use of digital mental health tools across LMICs [20,
46.,47]. While our study reflects the context of a Banglade-
shi urban slum, where religious values, stigma, and infor-
mal care networks play a central role, these dynamics may
differ in other regions [11]. For example, communities in
sub-Saharan Africa may have different levels of mHealth
adoption, while Latin American settings may feature stronger
public mental health infrastructures or community health
outreach programs. Such differences may shape trust in
digital platforms, preferences for in-person versus remote
care, and openness to app-based interventions. Therefore,
further context-specific studies are needed to examine how
cultural, technological, and health system factors affect digital
mental health engagement across diverse LMICs.

While participants were introduced to both a telemedi-
cine-style app (Doctime) and an autonomous, informational
app (Maya Apa), most responses focused on the former.
This suggests a preference or at least greater conceptual
familiarity with real-time, doctor-driven models. The limited
commentary on autonomous, non-telemedicine interventions
likely reflects both unfamiliarity with such models and
cultural expectations around personal interaction in health
care. These perceptions are important, as they highlight a
potential barrier to the implementation of scalable, self-gui-
ded digital mental health tools in this context. As the field
moves toward autonomous solutions for scalability, especially
in LMICs, our findings suggest that greater user education
and co-design with target communities may be necessary to
improve acceptability and uptake of these newer models of
care.

These findings add to the growing body of evidence on the
acceptability of digital mental health tools in low-resource
settings. While global momentum is increasing around
mHealth innovations, this study highlights the need for
contextualized, culturally appropriate, and socially supported
implementation strategies in urban slum environments.

Ethical Considerations in
Implementations

Implementing digital mental health tools in low-resource
settings presents several ethical challenges that must be
carefully addressed to ensure safe and equitable access.
As participants in this study highlighted, concerns about
privacy, misuse of technology, and safety, particularly for
individuals with SMDs, can pose real risks. In contexts
where digital literacy is limited and access to trusted online
health information is inconsistent, users may misinterpret
content, misuse apps, or fall victim to misinformation or
exploitation. These risks are amplified in environments with
weak data protection infrastructure or low public aware-
ness of digital rights [25]. Moreover, reliance on technol-
ogy without adequate support mechanisms may marginalize
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users with low literacy, older adults, or individuals with
cognitive impairments [48,49]. To mitigate these risks,
digital mental health tools should be developed with clear
privacy safeguards, culturally appropriate guidance, and
integrated referral pathways for offline support. Involving
local stakeholders and end-users in co-design is critical to
ensure ethical alignment and social acceptability.

Limitations

Despite the valuable insights provided by this study, several
limitations need to be acknowledged. First, the study was
conducted in a single slum community in Dhaka, Bangladesh,
which may limit the generalizability of the findings to other
slum areas or LMICs with different sociocultural contexts
[50]. The sample size, though appropriate for qualitative
thematic analysis, is relatively small (n=38), which may
limit the breadth and variability of perspectives captured
[50]. Second, the study relied on self-reported data from
FGDs, which may introduce biases such as social desirabil-
ity bias, where participants might overstate positive aspects
or underreport negative aspects to conform to perceived
expectations [29]. Furthermore, while purposive sampling
was appropriate for the exploratory and context-specific aims
of this study, we acknowledge that it may have introduced
some degree of selection bias. Participants were recruited
through trusted community representatives affiliated with the
TRANSFORM project [11], which likely facilitated openness
and trust during data collection. However, this approach may
have favored individuals who were more socially engaged
or willing to discuss mental health—related topics in a group
setting. As with many qualitative studies in marginalized
communities, those with the most severe symptoms or highest
levels of stigma may have been less likely to participate
[51]. While the sample captured a diverse range of perspec-
tives, future research could incorporate additional recruitment
strategies such as household outreach or individual interviews
to ensure broader inclusion. While our findings offer valuable
insights into community-wide perceptions of digital mental
health tools, we were unable to explore differences between
smartphone owners and nonowners. Although we collected
demographic data on smartphone access, transcripts from
the FGDs were anonymized and not linked to individual
participants’ ownership status. As a result, it was not feasible
to systematically compare viewpoints across these two
groups. Given that personal experience with smartphones may
significantly shape perceptions of digital health interventions,
future research using individually linked or interview-based
data could help unpack these differences. This would allow
for a more nuanced understanding of how digital familiarity
influences the acceptability and perceived utility of mobile
mental health tools in slum settings.

Additionally, the lack of awareness and understanding of
digital mental health tools among participants could have
influenced their responses, potentially limiting the depth of
insights regarding the barriers and facilitators to utilizing
these tools [33]. Technological literacy was identified as a
significant barrier, yet the study did not quantitatively assess
the participants’ actual proficiency with digital tools. This
gap indicates a need for future research to include objective
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measures of technological literacy to better understand this
barrier [19]. As this was a focus group study designed to
encourage open dialogue within groups rather than attrib-
ute views to individual characteristics, we did not analyze
responses based on smartphone ownership status. While
this approach captured a collective understanding of digital
mental health perceptions in the community, future stud-
ies may benefit from comparing views across subgroups,
such as smartphone users and nonusers, to better tailor
digital interventions. Additionally, while full data saturation
may not have been achieved, several key themes, such as
attitudes toward smartphone use, digital literacy challenges,
and preferences for traditional care, emerged consistently
across the FGDs. The final two discussions reinforced
earlier findings, suggesting thematic convergence. Given the
formative and exploratory nature of this study, the insights
remain valuable and provide a foundation for future quali-
tative work. This study was conducted in a single urban
slum in Dhaka, Bangladesh, which may limit the extent
to which the findings can be generalized to other LMIC
contexts. However, many of the challenges identified, such
as stigma, low mental health literacy, and limited digital
access, are common across underserved urban settings in
other LMICs [2,4,11,2545]. As such, the insights gained
may still be relevant and transferable. Future research
should aim to include multiple communities across different
regions or countries to better capture contextual variation and
enhance generalizability. While this study provides founda-
tional insights into the awareness and perceptions of digital
mental health tools in a slum setting, its limitations highlight
the need for further research to expand these findings and
address the identified gaps.

Comparison to Prior Work

This study adds to a growing body of literature demon-
strating the promise of digital mental health interventions
in resource-constrained settings, particularly within LMICs.
Our findings are consistent with previous work showing
that digital tools can expand access, reduce treatment gaps,
and provide cost-effective support in communities with
limited formal mental health infrastructure [23,25,46,47,52]
However, our study extends this literature by focusing on
an underserved slum community where the digital health
ecosystem remains nascent. In contrast to digital health
successes reported in countries where mental health apps
and mobile services have shown promising engagement [27,
53,54], our participants demonstrated limited awareness of
digital mental health tools and low technological literacy.
For instance, the Enhanced mHealth mental health screening
for adolescents living with HIV transitioning into adult care
(EMMATAC) study conducted in Nairobi, Kenya, assessed
a self-administered mHealth screening tool among adoles-
cents and young adults living with HIV [54]. The study
reported high feasibility (83%) and acceptability (80%),
with a significant prevalence of mental health conditions
such as post-traumatic stress disorder and depression among
participants [54]. Similarly, the A Sequential, Multiple
Assignment Randomized Trial (SMART) for Non-Special-
ist Treatment of Common Mental Disorders in Kenya:
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Leveraging the Depression and Primary-Care Partnership for
Effectiveness-Implementation Research (DAPPER) Project
(SMART-DAPPER) in western Kenya evaluated the delivery
of psychotherapy and medication for depression and post-
traumatic stress disorder via mHealth [27]. Several partic-
ipants preferred mHealth over in-person treatment, citing
affordability and convenience as primary reasons [27]. These
findings suggest that while digital interventions may be viable
at a systems level, community-level barriers persist that
hinder their equitable adoption and meaningful use.

Our findings align with broader evidence from other
LMICs. For example, previous studies demonstrated the
effectiveness of mHealth interventions for improving mental
health outcomes in rural Indian communities, particularly
when combined with community-based education and
engagement strategies [28]. However, concerns about the
usability, reliability, and safety of digital platforms, particu-
larly for individuals experiencing SMDs, were consistent with
previously reported challenges in implementing digital mental
health intervention [21]. This highlights the importance of
designing interventions that are not only technologically
accessible but also culturally resonant and ethically secure.
Additionally, our study supports previous findings that the
successful adoption of digital mental health interventions in
marginalized communities requires more than mere access
to technology [34.,49]; it also demands a nuanced understand-
ing of social contexts, trust dynamics, and user capabilities.
Without deliberate efforts to address these factors, digital
tools risk perpetuating rather than reducing existing health
inequities.

In summary, while our findings are consistent with
global evidence that digital tools hold promise for expand-
ing mental health care in LMICs, they also highlight the
importance of grounding digital health interventions in the
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lived realities of the communities they aim to serve. Tailored
educational initiatives, community involvement in design and
delivery, and safeguards for vulnerable users are essential to
ensure these tools are not only available but also accessible,
acceptable, and effective in slum settings.

Conclusion

Based on our findings, we propose several practical recom-
mendations for developing and implementing digital mental
health tools in low-resource slum settings. First, interventions
should be accompanied by structured digital literacy training,
particularly targeting older adults and individuals with limited
experience using mobile technology. Second, culturally
relevant content in local languages is critical to improve
usability and engagement. Third, involving caregivers and
community members in the design and delivery process
can build trust and ensure that tools align with community
needs. Fourth, mental health apps should include safeguards
to support users with SMDs, such as guidance for caregivers
and emergency contact features. Finally, these tools should
be positioned as supplements to rather than replacements for
face-to-face care to increase acceptance among users who
strongly value in-person consultations.

This study shows people with lived experience are
receptive and interested in the transformative power of digital
tools for mental health care in slum settings like Korail.
However, for these tools to be effective, it is crucial to
address the existing barriers and provide adequate support
and education to users. By doing so, digital interventions
can become a significant solution to the mental health care
challenges faced by underserved communities in LMICs. The
findings highlight the need for further research and invest-
ment in digital mental health solutions tailored to the unique
needs and contexts of slum populations.

Acknowledgments

We would like to acknowledge Md. Jakaria Habib and Sheikh Rasel for facilitating the focus group discussions. We also
acknowledge the support of our local community representatives: Aulia Khatun, Md. Abdur Rahman, Ragina Aktar Rumi,
Md. Abul Kashem Titu, Raseda, and Rashida Begum. We also acknowledge the work of the TRANSFORM (Transforming
Access to Care for Serious Mental Disorders in Slums) Project, TRANSFORM consortium, and Telepsychiatry Research and
Innovation Network Ltd. Team. This study is part of the TRANSFORM Project and is funded by the United Kingdom’s
National Institute for Health and Care Research (award number: NIHR200846).

Data Availability

Data are available upon reasonable request to the corresponding author and in line with the TRANSFORM (Transforming
Access to Care for Serious Mental Disorders in Slums) study data sharing agreement, whereby all requests will be discussed
with the study's principal investigator.

Authors’ Contributions

NA and SJ wrote the manuscript. NA collected the data, and SJ supported the analysis. All authors designed the study and
supported the manuscript writing.

Conflicts of Interest
None declared.

References

1. Patel V, Flisher AJ, Hetrick S, McGorry P. Mental health of young people: a global public-health challenge. Lancet. Apr
14,2007;369(9569):1302-1313. [doi: 10.1016/S0140-6736(07)60368-7] [Medline: 17434406]

https://formative jmir.org/2025/1/e65650 JMIR Form Res2025 | vol. 91e65650 | p. 9

(page number not for citation purposes)


https://doi.org/10.1016/S0140-6736(07)60368-7
http://www.ncbi.nlm.nih.gov/pubmed/17434406
https://formative.jmir.org/2025/1/e65650

JMIR FORMATIVE RESEARCH Alam et al

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

Rathod S, Pinninti N, Irfan M, et al. Mental health service provision in low- and middle-income countries. Health Serv
Insights. 2017;10:1178632917694350. [doi: 10.1177/1178632917694350] [Medline: 28469456]

Witter S, Sheikh K, Schleiff M. Learning health systems in low-income and middle-income countries: exploring
evidence and expert insights. BMJ Glob Health. Sep 2022;7(Suppl 7):e008115. [doi: 10.1136/bmjgh-2021-008115]
[Medline: 36130793]

Javed A, Lee C, Zakaria H, et al. Reducing the stigma of mental health disorders with a focus on low- and middle-
income countries. Asian J Psychiatr. Apr 2021;58:102601. [doi: 10.1016/j.ajp.2021.102601] [Medline: 33611083
Saxena S, Herrman H, Moodie R. Promoting Mental Health: Concepts, Emerging Evidence, Practice: A Report of the
World Health Organization, Department of Mental Health and Substance Abuse in Collaboration with the Victorian
Health Promotion Foundation and the University of Melbourne. World Health Organization; 2005. ISBN: 92-4-156294-3
Neufeld SAS. The burden of young people’s mental health conditions in Europe: no cause for complacency. Lancet Reg
Health Eur. Mar 24, 2022;16:100364. [doi: 10.1016/j.lanepe.2022.100364] [Medline: 35345644]

Saxena S, Thornicroft G, Knapp M, Whiteford H. Resources for mental health: scarcity, inequity, and inefficiency.
Lancet. Sep 8, 2007;370(9590):878-889. [doi: 10.1016/S0140-6736(07)61239-2] [Medline: 17804062]

Hossain MD, Ahmed HU, Chowdhury WA, Niessen LW, Alam DS. Mental disorders in Bangladesh: a systematic
review. BMC Psychiatry. Jul 30, 2014;14(1):216. [doi: 10.1186/s12888-014-0216-9] [Medline: 25073970]

Hasan MT, Anwar T, Christopher E, et al. The current state of mental healthcare in Bangladesh: part 1 - an updated
country profile. BJPsych Int. Nov 2021;18(4):78-82. [doi: 10.1192/bji.2021.41] [Medline: 34747942]

Riley LW, Ko AI, Unger A, Reis MG. Slum health: diseases of neglected populations. BMC Int Health Hum Rights. Mar
7,2007;7(1):2. [doi: 10.1186/1472-698X-7-2] [Medline: 17343758]

Singh SP, Jilka S, Abdulmalik J, et al. Transforming access to care for serious mental disorders in slums (the
TRANSFORM Project): rationale, design and protocol. BJPsych Open. Oct 13, 2022;8(6):e185. [doi: 10.1192/bjo.2022.
584] [Medline: 36226591]

Sinthia SA. Analysis of urban slum: case study of Korail slum, Dhaka. International Journal of Urban and Civil
Engineering. Nov 2020;14(11):416-430. URL: https://www.researchgate.net/publication/352785100 [Accessed
2025-10-22]

Khan S, Rathore D, Singh A, Kumari R, Malaviya P. Socio-economic and environmental vulnerability of urban slums: a
case study of slums at Jammu (India). Environ Sci Pollut Res Int. Mar 2024;31(12):18074-18099. [doi: 10.1007/s11356-
023-30630-5] [Medline: 37919511]

Gruebner O, Khan MMH, Lautenbach S, et al. Mental health in the slums of Dhaka - a geoepidemiological study. BMC
Public Health. Mar 9,2012;12(1):177. [doi: 10.1186/1471-2458-12-177] [Medline: 22404959]

Koly KN, Khanam MI, Islam MS, et al. Anxiety and insomnia among urban slum dwellers in Bangladesh: the role of
COVID-19 and its associated factors. Front Psychiatry. 2021;12:769048. [doi: 10.3389/fpsyt.2021.769048] [Medline:
34925097]

Patel V, Kleinman A. Poverty and common mental disorders in developing countries. Bull World Health Organ.
2003;81(8):609-615. [Medline: 14576893]

Alloh FT, Regmi P, Onche I, Teijlingen EV, Trenoweth S. Mental health in low-and middle income countries (LMICs):
going beyond the need for funding. Health Prospect. Jun 19, 2018;17(1):12-17. [doi: 10.3126/hprospect.v17i1.20351]
Donker T, Petrie K, Proudfoot J, Clarke J, Birch MR, Christensen H. Smartphones for smarter delivery of mental health
programs: a systematic review. J] Med Internet Res. Nov 15, 2013;15(11):e247. [doi: 10.2196/jmir.2791] [Medline:
24240579]

Torous J, Kiang MV, Lorme J, Onnela JP. New Tools for new research in psychiatry: a scalable and customizable
platform to empower data driven smartphone research. JMIR Ment Health. May 5, 2016;3(2):e16. [doi: 10.2196/mental.
5165] [Medline: 27150677]

Chakrabarti S. Digital psychiatry in low-and-middle-income countries: new developments and the way forward. World J
Psychiatry. Mar 19, 2024;14(3):350-361. [doi: 10.5498/wjp.v14.i3.350] [Medline: 38617977]

Torous J, Wisniewski H, Bird B, et al. Creating a digital health smartphone app and digital phenotyping platform for
mental health and diverse healthcare needs: an interdisciplinary and collaborative approach. J Technol Behav Sci. Jun
2019;4:73-85. [doi: 10.1007/s41347-019-00095-w]

Lattie EG, Adkins EC, Winquist N, Stiles-Shields C, Wafford QE, Graham AK. Digital mental health interventions for
depression, anxiety, and enhancement of psychological well-being among college students: systematic review. ] Med
Internet Res. Jul 22, 2019;21(7):e12869. [doi: 10.2196/12869] [Medline: 31333198]

Mohr DC, Burns MN, Schueller SM, Clarke G, Klinkman M. Behavioral intervention technologies: evidence review and
recommendations for future research in mental health. Gen Hosp Psychiatry. 2013;35(4):332-338. [doi: 10.1016/j.
genhosppsych.2013.03.008] [Medline: 23664503]

https://formative jmir.org/2025/1/e65650 JMIR Form Res2025 | vol. 9 165650 | p. 10

(page number not for citation purposes)


https://doi.org/10.1177/1178632917694350
http://www.ncbi.nlm.nih.gov/pubmed/28469456
https://doi.org/10.1136/bmjgh-2021-008115
http://www.ncbi.nlm.nih.gov/pubmed/36130793
https://doi.org/10.1016/j.ajp.2021.102601
http://www.ncbi.nlm.nih.gov/pubmed/33611083
https://doi.org/10.1016/j.lanepe.2022.100364
http://www.ncbi.nlm.nih.gov/pubmed/35345644
https://doi.org/10.1016/S0140-6736(07)61239-2
http://www.ncbi.nlm.nih.gov/pubmed/17804062
https://doi.org/10.1186/s12888-014-0216-9
http://www.ncbi.nlm.nih.gov/pubmed/25073970
https://doi.org/10.1192/bji.2021.41
http://www.ncbi.nlm.nih.gov/pubmed/34747942
https://doi.org/10.1186/1472-698X-7-2
http://www.ncbi.nlm.nih.gov/pubmed/17343758
https://doi.org/10.1192/bjo.2022.584
https://doi.org/10.1192/bjo.2022.584
http://www.ncbi.nlm.nih.gov/pubmed/36226591
https://www.researchgate.net/publication/352785100
https://doi.org/10.1007/s11356-023-30630-5
https://doi.org/10.1007/s11356-023-30630-5
http://www.ncbi.nlm.nih.gov/pubmed/37919511
https://doi.org/10.1186/1471-2458-12-177
http://www.ncbi.nlm.nih.gov/pubmed/22404959
https://doi.org/10.3389/fpsyt.2021.769048
http://www.ncbi.nlm.nih.gov/pubmed/34925097
http://www.ncbi.nlm.nih.gov/pubmed/14576893
https://doi.org/10.3126/hprospect.v17i1.20351
https://doi.org/10.2196/jmir.2791
http://www.ncbi.nlm.nih.gov/pubmed/24240579
https://doi.org/10.2196/mental.5165
https://doi.org/10.2196/mental.5165
http://www.ncbi.nlm.nih.gov/pubmed/27150677
https://doi.org/10.5498/wjp.v14.i3.350
http://www.ncbi.nlm.nih.gov/pubmed/38617977
https://doi.org/10.1007/s41347-019-00095-w
https://doi.org/10.2196/12869
http://www.ncbi.nlm.nih.gov/pubmed/31333198
https://doi.org/10.1016/j.genhosppsych.2013.03.008
https://doi.org/10.1016/j.genhosppsych.2013.03.008
http://www.ncbi.nlm.nih.gov/pubmed/23664503
https://formative.jmir.org/2025/1/e65650

JMIR FORMATIVE RESEARCH Alam et al

24.

25.

26.

217.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

Henson P, Barnett I, Keshavan M, Torous J. Towards clinically actionable digital phenotyping targets in schizophrenia.
NPJ Schizophr. May 5, 2020;6(1):13. [doi: 10.1038/s41537-020-0100-1] [Medline: 32372059]

Naslund JA, Deng D. Addressing mental health stigma in low-income and middle-income countries: a new frontier for
digital mental health. Ethics Med Public Health. Dec 2021;19:100719. [doi: 10.1016/j.jemep.2021.100719] [Medline:
35083375]

Carter H, Araya R, Anjur K, Deng D, Naslund JA. The emergence of digital mental health in low-income and middle-
income countries: a review of recent advances and implications for the treatment and prevention of mental disorders. J
Psychiatr Res. Jan 2021;133:223-246. [doi: 10.1016/].jpsychires.2020.12.016] [Medline: 33360867]

Meffert S, Mathai M, Neylan T, et al. Preference of mHealth versus in-person treatment for depression and post-
traumatic stress disorder in Kenya: demographic and clinical characteristics. BMJ Open. Nov 18, 2024;14(11):e083094.
[doi: 10.1136/bmjopen-2023-083094] [Medline: 39557549]

Joshi V, Joshi NK, Bhardwaj P, Singh K, Ojha D, Jain YK. The health impact of mHealth interventions in India:
systematic review and meta-analysis. Online J Public Health Inform. 2023;15:€50927. [doi: 10.2196/50927] [Medline:
38046564]

Gonsalves NJ, Ogunseiju OR, Akanmu AA, Nnaji CA. Assessment of a passive wearable robot for reducing low back
disorders during rebar work. Journal of Information Technology in Construction. Nov 2021;26:936-952. [doi: 10.36680/
jitcon.2021.050]

Tomlinson M, Grimsrud AT, Stein DJ, Williams DR, Myer L. The epidemiology of major depression in South Africa:
results from the South African stress and health study. S Afr Med J. May 2009;99(5 Pt 2):367-373. [Medline: 19588800]
Diniz PRB, Ribeiro Sales FJ, de Aratijo Novaes M. Providing telehealth services to a public primary care network: the
experience of RedeNUTES in Pernambuco, Brazil. Telemed J E Health. Aug 2016;22(8):694-698. [doi: 10.1089/tm)j.
2015.0209] [Medline: 26953495]

Kuffer M, Vanhuysse S, Abascal A, et al. Data and urban poverty: detecting and characterising slums and deprived urban
areas in low- and middle-income countries. In: Mustak S, Srivastava PK, Singh D, editors. Advanced Remote Sensing
for Urban and Landscape Ecology. Springer; 2023:1-22. [doi: 10.1007/978-981-99-3006-7 1] ISBN: 978-981-99-3006-7
Naslund JA, Aschbrenner KA, Scherer EA, McHugo GJ, Marsch LA, Bartels SJ. Wearable devices and mobile
technologies for supporting behavioral weight loss among people with serious mental illness. Psychiatry Res. Oct 30,
2016;244:139-144. [doi: 10.1016/j.psychres.2016.06.056] [Medline: 27479104]

Lipschitz JM, Pike CK, Hogan TP, Murphy SA, Burdick KE. The engagement problem: a review of engagement with
digital mental health interventions and recommendations for a path forward. Curr Treat Options Psychiatry. Sep
2023;10(3):119-135. [doi: 10.1007/s40501-023-00297-3] [Medline: 38390026]

Azad R, Fahmi R, Shrestha S, et al. Prevalence and risk factors of postpartum depression within one year after birth in
urban slums of Dhaka, Bangladesh. PLoS One. 2019;14(5):e0215735. [doi: 10.1371/journal.pone.0215735] [Medline:
31048832]

Online doctor consultation & telehealth in BD. DocTime. URL.: https://doctime.net/doctors?online_now=1 [Accessed
2025-05-25]

Maya Apa - Help at hand - Bangladesh’s first app by women for women. BRAC. URL: https://www.brac.net/latest-
news/item/691-maya-apa-help-at-hand-bangladesh-s-first-app-by-women-for-women [Accessed 2025-05-25]

Pope C, Ziebland S, Mays N. Qualitative research in health care. Analysing qualitative data. BMJ. Jan 8,
2000;320(7227):114-116. [doi: 10.1136/bm;j.320.7227.114] [Medline: 10625273]

Ahmed SK. The pillars of trustworthiness in qualitative research. J Med Surg Public Health. Apr 2024;2:100051. [doi:
10.1016/j.glmedi.2024.100051]

Braun V, Clarke V. Toward good practice in thematic analysis: avoiding common problems and be(com)ing a knowing
researcher. Int J Transgend Health. 2023;24(1):1-6. [doi: 10.1080/26895269.2022.2129597] [Medline: 36713144]

Patel V. Mental health in low- and middle-income countries. Br Med Bull. 2007;81-82:81-96. [doi: 10.1093/bmb/
1dmO010] [Medline: 17470476]

Moulaei K, Sheikhtaheri A, Fatehi F, Shanbehzadeh M, Bahaadinbeigy K. Patients’ perspectives and preferences toward
telemedicine versus in-person visits: a mixed-methods study on 1226 patients. BMC Med Inform Decis Mak. Nov 15,
2023;23(1):261. [doi: 10.1186/s12911-023-02348-4] [Medline: 37968639]

Renn BN, Hoeft TJ, Lee HS, Bauer AM, Aredn PA. Preference for in-person psychotherapy versus digital psychotherapy
options for depression: survey of adults in the U.S. NPJ Digit Med. 2019;2(1):6. [doi: 10.1038/s41746-019-0077-1]
[Medline: 31304356]

Mohtar L, Badr N, Asmar MK, Bou-Orm I, Maalouf FT, Haddad PE. Adoption of tele health technology in mental and
psychiatric services in Lebanon: a quantitative study. Discov Ment Health. Mar 20, 2025;5(1):40. [doi: 10.1007/s44192-
025-00169-7] [Medline: 40111657]

https://formative jmir.org/2025/1/e65650 JMIR Form Res2025 | vol. 9 165650 | p. 11

(page number not for citation purposes)


https://doi.org/10.1038/s41537-020-0100-1
http://www.ncbi.nlm.nih.gov/pubmed/32372059
https://doi.org/10.1016/j.jemep.2021.100719
http://www.ncbi.nlm.nih.gov/pubmed/35083375
https://doi.org/10.1016/j.jpsychires.2020.12.016
http://www.ncbi.nlm.nih.gov/pubmed/33360867
https://doi.org/10.1136/bmjopen-2023-083094
http://www.ncbi.nlm.nih.gov/pubmed/39557549
https://doi.org/10.2196/50927
http://www.ncbi.nlm.nih.gov/pubmed/38046564
https://doi.org/10.36680/j.itcon.2021.050
https://doi.org/10.36680/j.itcon.2021.050
http://www.ncbi.nlm.nih.gov/pubmed/19588800
https://doi.org/10.1089/tmj.2015.0209
https://doi.org/10.1089/tmj.2015.0209
http://www.ncbi.nlm.nih.gov/pubmed/26953495
https://doi.org/10.1007/978-981-99-3006-7_1
https://doi.org/10.1016/j.psychres.2016.06.056
http://www.ncbi.nlm.nih.gov/pubmed/27479104
https://doi.org/10.1007/s40501-023-00297-3
http://www.ncbi.nlm.nih.gov/pubmed/38390026
https://doi.org/10.1371/journal.pone.0215735
http://www.ncbi.nlm.nih.gov/pubmed/31048832
https://doctime.net/doctors?online_now=1
https://www.brac.net/latest-news/item/691-maya-apa-help-at-hand-bangladesh-s-first-app-by-women-for-women
https://www.brac.net/latest-news/item/691-maya-apa-help-at-hand-bangladesh-s-first-app-by-women-for-women
https://doi.org/10.1136/bmj.320.7227.114
http://www.ncbi.nlm.nih.gov/pubmed/10625273
https://doi.org/10.1016/j.glmedi.2024.100051
https://doi.org/10.1080/26895269.2022.2129597
http://www.ncbi.nlm.nih.gov/pubmed/36713144
https://doi.org/10.1093/bmb/ldm010
https://doi.org/10.1093/bmb/ldm010
http://www.ncbi.nlm.nih.gov/pubmed/17470476
https://doi.org/10.1186/s12911-023-02348-4
http://www.ncbi.nlm.nih.gov/pubmed/37968639
https://doi.org/10.1038/s41746-019-0077-1
http://www.ncbi.nlm.nih.gov/pubmed/31304356
https://doi.org/10.1007/s44192-025-00169-7
https://doi.org/10.1007/s44192-025-00169-7
http://www.ncbi.nlm.nih.gov/pubmed/40111657
https://formative.jmir.org/2025/1/e65650

JMIR FORMATIVE RESEARCH Alam et al

45. Nazari A, Garmaroudi G, Foroushani AR, Hosseinnia M. The effect of web-based educational interventions on mental
health literacy, stigma and help-seeking intentions/attitudes in young people: systematic review and meta-analysis. BMC
Psychiatry. Sep 4,2023;23(1):647. [doi: 10.1186/s12888-023-05143-7] [Medline: 37667229]

46. Naslund JA, Aschbrenner KA, Araya R, et al. Digital technology for treating and preventing mental disorders in low-
income and middle-income countries: a narrative review of the literature. Lancet Psychiatry. Jun 2017;4(6):486-500.
[doi: 10.1016/S2215-0366(17)30096-2] [Medline: 28433615]

47. Merchant R, Torous J, Rodriguez-Villa E, Naslund JA. Digital technology for management of severe mental disorders in
low-income and middle-income countries. Curr Opin Psychiatry. Sep 2020;33(5):501-507. [doi: 10.1097/YCO.
0000000000000626] [Medline: 32520747]

48. Torous J, Nebeker C. Navigating ethics in the digital age: introducing Connected and Open Research Ethics (CORE), a
tool for researchers and institutional review boards. J] Med Internet Res. Feb 8, 2017;19(2):e38. [doi: 10.2196/jmir.6793]
[Medline: 28179216]

49. Lupton D. Critical perspectives on digital health technologies. Sociol Compass. Dec 2014;8(12):1344-1359. [doi: 10.
1111/s0c4.12226]

50. Burchett HED, Kneale D, Blanchard L, Thomas J. When assessing generalisability, focusing on differences in population
or setting alone is insufficient. Trials. Mar 20, 2020;21(1):286. [doi: 10.1186/s13063-020-4178-6] [Medline: 32197623]

51. Palinkas LA, Horwitz SM, Green CA, Wisdom JP, Duan N, Hoagwood K. Purposeful sampling for qualitative data
collection and analysis in mixed method implementation research. Adm Policy Ment Health. Sep 2015;42(5):533-544.
[doi: 10.1007/s10488-013-0528-y] [Medline: 24193818]

52. Cohen A, Naslund JA, Chang S, et al. Relapse prediction in schizophrenia with smartphone digital phenotyping during
COVID-19: a prospective, three-site, two-country, longitudinal study. Schizophrenia (Heidelb). Jan 27, 2023;9(1):6.
[doi: 10.1038/s41537-023-00332-5] [Medline: 36707524]

53. Kharono B, Kaggiah A, Mugo C, et al. Mobile technology access and use among youth in Nairobi, Kenya: implications
for mobile health intervention design. Mhealth. 2022;8:7. [doi: 10.21037/mhealth-21-23] [Medline: 35178438]

54. Gitahi N, Kiplagat A, Waruinge S, Lukoye A, Bukusi E. Implementing enhanced m-health mental health screening for
adolescents living with HIV transitioning into adult care. Research Square. Preprint posted online on Aug 11,2023. [doi:
10.21203/rs.3.rs-3178508/v1]

Abbreviations

EMMATAC: Enhanced mHealth mental health screening for adolescents living with HIV transitioning into adult care
FGD: focus group discussion

LMIC: low- and middle-income country

mHealth: mobile health

SMART-DAPPER: A Sequential, Multiple Assignment Randomized Trial (SMART) for Non-Specialist Treatment
of Common Mental Disorders in Kenya: Leveraging the Depression and Primary-Care Partnership for Effectiveness-
Implementation Research (DAPPER) Project

SMD: serious mental disorder

TRANSFORM: Transforming Access to Care for Serious Mental Disorders in Slums

Edited by Amaryllis Mavragani; peer-reviewed by Diego Hidalgo-Mazzei, Karthik Sarma; submitted 21.Aug.2024; final
revised version received 19.Jun.2025; accepted 23 .Jun.2025; published 20.Nov.2025

Please cite as:

Alam N, Giacco D, Siddiqi B, Singh S, Jilka S

Smartphones and Mental Health Awareness and Utilization in a Low-Income Urban Community: Focus Group Study
JMIR Form Res2025;9:¢65650

URL: hitps://formative jmir.org/2025/1/e65650

doi: 10.2196/65650

© Nadia Alam, Domenico Giacco, Bulbul Siddiqi, Swaran Singh, Sagar Jilka. Originally published in JMIR Formative
Research (https://formative.jmir.org), 20.Nov.2025. This is an open-access article distributed under the terms of the Creative
Commons Attribution License (https://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and
reproduction in any medium, provided the original work, first published in JMIR Formative Research, is properly cited. The
complete bibliographic information, a link to the original publication on https://formative.jmir.org, as well as this copyright
and license information must be included.

https://formative jmir.org/2025/1/e65650 JMIR Form Res2025 | vol. 9 165650 | p. 12
(page number not for citation purposes)


https://doi.org/10.1186/s12888-023-05143-7
http://www.ncbi.nlm.nih.gov/pubmed/37667229
https://doi.org/10.1016/S2215-0366(17)30096-2
http://www.ncbi.nlm.nih.gov/pubmed/28433615
https://doi.org/10.1097/YCO.0000000000000626
https://doi.org/10.1097/YCO.0000000000000626
http://www.ncbi.nlm.nih.gov/pubmed/32520747
https://doi.org/10.2196/jmir.6793
http://www.ncbi.nlm.nih.gov/pubmed/28179216
https://doi.org/10.1111/soc4.12226
https://doi.org/10.1111/soc4.12226
https://doi.org/10.1186/s13063-020-4178-6
http://www.ncbi.nlm.nih.gov/pubmed/32197623
https://doi.org/10.1007/s10488-013-0528-y
http://www.ncbi.nlm.nih.gov/pubmed/24193818
https://doi.org/10.1038/s41537-023-00332-5
http://www.ncbi.nlm.nih.gov/pubmed/36707524
https://doi.org/10.21037/mhealth-21-23
http://www.ncbi.nlm.nih.gov/pubmed/35178438
https://doi.org/10.21203/rs.3.rs-3178508/v1
https://formative.jmir.org/2025/1/e65650
https://doi.org/10.2196/65650
https://formative.jmir.org
https://creativecommons.org/licenses/by/4.0/
https://formative.jmir.org
https://formative.jmir.org/2025/1/e65650

	Smartphones and Mental Health Awareness and Utilization in a Low-Income Urban Community: Focus Group Study
	Introduction
	Mental Health in Low- and Middle-Income Countries
	Mental Health in Bangladesh and Slums
	Mental Health and Digital Tools

	Methods
	Study Design
	Study Site and Participants
	Ethical Considerations
	Data Collection
	Data Analysis

	Results
	Demographic Information
	Overview of Qualitative Themes
	Benefits and Challenges of Digital Tools
	Use of Digital Tools for Mental Health
	Potential Challenges

	Discussion
	Principal Results
	Ethical Considerations in Implementations
	Limitations
	Comparison to Prior Work
	Conclusion



