
 

 
 
 

Speakers’ Forum Series on Religion and Development 
 Faith, Mental and Emotional Well-Being in Bangladesh  
	 	
The fifth Speakers’ Forum1 “Faith, Mental and Emotional Well-Being in Bangladesh” was 
held in Dhaka on May 20, 2017. The objective of this forum was to explore the often overlooked 
topic of mental health in Bangladesh and the many critical intersections with religious belief and 
practice. The focus was on analyzing particular areas of success and building on these positive 
reflections. 
 
Delegates were drawn from diverse multidisciplinary backgrounds and included over 120 
participants. The majority were practitioners from public health backgrounds and faith-based 
communities.  
 
The workshop had two separate thematic panels: (i) overview of mental health, mental wellness, 
and gaps in understanding and action: regional and local perspectives, and (ii) engaging religious 
leaders and faith inspired approaches to overcome stigma around mental illness.   
 

 

                                                
1 The Speakers’ Forum series is a joint initiative of the World Faiths Development Dialogue (WFDD); Georgetown 
University’s Berkley Center for Religion, Peace, and World Affairs; and BRAC University’s Department of 
Economics and Social Sciences. Drawing on the experience and expertise of scholars and development practitioners 
from local, regional, and international contexts, it offers a non-politicized space for constructive dialogue on the real 
and potential contributions of faith-inspired actors to critical development topics. The forum involves a series of 
daylong events organized around critical social issues and development challenges, coupled with continuing 
dialogue and policy research.  
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Opening	Remarks	
 
Opening the forum, Professor Samia Huq highlighted the synergies between faith-practitioners 
and the biomedical paradigm of looking at mental wellness. She emphasized the overlap between 
mental wellness and faith, both in terms of cultural conceptions and service delivery. She noted 
the dearth of research on mental health, both qualitative and quantitative. The purpose of this 
forum is to explore what informs cultural constructions of mental wellness and how 
organizations involved in service delivery can learn from faith discourses. She ended her 
statement with quick introductions of the esteemed panel, which consisted of researchers and 
practitioners sharing real-life stories and experiences.  
 
Katherine Marshall: WFDD’s Executive Director and Georgetown University  
Ms. Katherine Marshall welcomed the audience with a quick recap of how the forum came into 
existence. She explained that the forum’s purpose is to provide a non-politicized space for 
constructive dialogue on the real and potential contributions of faith-inspired actors on critical 
development topics, with a view toward deepening the national conversation on religion more 
broadly. The forum draws on the experience and expertise of scholars and development 
practitioners from local, regional, and international contexts to provide points of comparison and 
opportunities for mutual learning. In appreciating the challenges of countering and preventing 
violent extremism, the Bangladesh experience is one of the most significant in the world.  
 
She noted that not very many years ago, after the East Asia crisis, it was frequently argued that 
mental health is a luxury of wealthy countries. Likewise, roles of religion in development 
agendas were rarely considered. She believes we’ve come a long way since then. Discussions at 
the 2017 G20 international forum as well as many United Nations events included “religious 
issues” and there is a sharp new focus on issues of mental health in these forums. The link 
between the two topics derives in part from the fact that significant shares of healthcare are 
provided by religious institutions. She highlighted that both WFDD and Georgetown University 
have a keen interest in the results of the forum deliberations and in ideas as to how to move 
forward with further dialogue and action.  
 
Sabina Faiz Rashid: Dean, JPGSPH, BRAC University 
Dr. Sabina Rashid outlined the case for rethinking mental health by contextualizing it in its social 
and cultural “living” space. She noted that until now, public health has primarily been dealt with 
from a very biomedical angle. That means that we understand public health as the absence of 
disease. We’ve homogenized public health to the point that it exists separately from being 
human. She posed the central question: What does it mean to be human? 
 
While there’s been plenty of literature on traditional Ayurvedic medicine, Chinese medicine etc., 
the point remains that we hardly talk about the emotional and spiritual dimensions of health. Dr. 
Rashid commended WHO’s efforts in pioneering holistic approaches to public health, but also 
pointed out that there were new debates and new discussions around individual health which 
needed to be added to the WHO definition. 
 
She concluded that as schools of public health, we have a commitment to not only do research 
but also challenge the old models of public health through our content, curriculum, and training. 
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Panel	1:	Overview	of	Mental	Health,	Mental	Wellness,	and	Gaps	in	Understanding	and	Action:	
Regional	and	Local	Perspectives	
 
Dr. Rahul Shidhaye: Research Scientist and Adjunct Assistant Professor, Public Health 
Foundation of India 
Dr. Shidhaye organized his talk around four key questions: 
 
Is faith or religion relevant to development? 
Dr. Shidhaye focused on the burden of mental health as a percentage of the “global burden of 
disease”—a term coined and used by the World Bank to measure the state of affairs in the field 
of development. Mental substance disorders and neurological disorders are estimated to 
contribute to about 8 percent of the global burden of disease. Given that mental health constitutes 
such a significant burden, it is problematic that it is still not part of the discourse. There is 
convincing evidence about what works (in terms of drugs and therapies) in mental health 
disorders. However, there are important gaps that practitioners are still grappling with, notably 
how to take these interventions to the people.  
 
Since most of the intervention theories originate in the Americas and Western Europe, Shidhaye 
commented on the need to adapt the evidence-based interventions for local social, economic, and 
cultural contexts. In the local context, there is also a need to differentiate and better understand 
the terminologies—religion, religious practices, and spirituality. As an example he mentioned the 
use of confusing associations such as faith-inspired organizations, faith-based organizations, and 
faith-related organizations. 
 
Shidhaye went on to discuss the importance of understanding two aspects: (a) religion as an 
intervention, and (b) the organization of religion as a vehicle to deliver the secular scientific and 
objective health services to the community.  
 
What role can religion play in 
mental health and 
development?  
 
Dr. Shidhaye highlighted an 
ethnographic research study 
that looked at the participation 
of tribals in the religious 
rituals and festivities of Holi. 
The research findings show 
that participation in these 
practices was effective in 
reducing stress (cortisone 
levels) and anxiety symptoms 
and improving overall well-
being.  
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Do we need to move from traditional healing practices to more knowledge systems? 
In speaking about religion and faith, Shidhaye stressed the need to understand traditional 
knowledge systems as a different entity from traditional healing systems. He spoke about 
multiple systematic reviews on randomized control trials (RCTs) of mindfulness that has shown 
positive results from yoga (which is embedded within Hindu traditions), tai chi, Ayurveda, and 
Buddhism. He also pointed at the Ubuntu philosophy as a traditional knowledge package in parts 
of Africa.  
 
Is metaphysics of any practical or physical value? 
Dr. Shidhaye drew attention to the teachings of Hindu monk and philosopher Swami 
Vivekananda who theorizes, “Thou is that.” He believes that the whole metaphysical concept of 
oneness can be used to stop discrimination, as opposed to an individualistic autonomist view. 
 
Dr. Shidhaye details that service providers are not motivated for change, and so there is a need to 
develop collaborative relationships based on mutual respect and building on each other’s 
strengths. He ended his presentation by saying that in order to understand the ecosystem, we 
need to go beyond the ego system, and religion gives us a way to understand that.  
 

 
 
Monira Rahman: Founder and Executive Director, Innovation for Wellbeing Foundation 
Monira Rahman spoke largely from her experience in working on issues relating to violence 
against women for 23 years. As a country leader for the mental health first-aid program in 
Bangladesh, she’s also the managing trustee of the mental health network initiated by the BRAC 
James P grant school of Public Health. 
 
Ms. Rahman observed that about 450 million people suffer from mental illness across the globe. 
With rapid globalization and the complexities brought on by sociocultural and political 
influences, we can assume that this number is growing at an alarming rate. Ms. Rahman also 
pointed out that more women and children suffer from mental illness than men. According to a 
2011 national survey, 82 percent of married women suffer from psychological violence by their 
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intimate partner. Suicide remains the leading cause of death among 15 to 29 year olds. 
According to the Bangladesh Health Injury Report, more than 24,000 people committed suicide 
in 2016, with higher vulnerability among adolescent females. 
 
Less than 0.5 percent of the national health budget is allocated to mental health, which explains 
why there are only 200 psychiatrists, 15 clinical psychologists, and 800 psychiatric beds (500 
beds in Pabna and 200 in Dhaka) for 170 million people. She reminded us that Bangladesh still 
follows the Lunacy Act of 1912, which is about confining people and is in sharp conflict with 
human rights provisions. Additionally, mental illness is considered a criminal case within the 
civil legislation. Although the law commission has taken into account many of the 
recommendations suggested by psychiatrists, unfortunately the Health Ministry still officially 
regards mental health as a simplistic medical problem.  
 
Most people associate mental health with mental illness, particularly schizophrenia. For many 
Bangladeshis, cultural and religious beliefs largely inform their understandings of mental illness, 
which is seen to derive from a number of causes including jinn possession/possession by 
supernatural spirits. Through discussions and trainings with participants across all demographics 
in Bangladesh (including professionals, students, non-literate people), she has found that most 
people used negative associations to describe mental health patients. No one used positive 
associations such as “human” or “resilient.”  This was a reflection of the deeply rooted stigma 
associated with mental illness and patients being branded with negative terms.  
 
The situation is worse in rural areas where there is a gendered mindset regarding mental health. 
When girls suffer from mental illness, the general concern is who will marry her, whereas when 
a boy suffers from mental illness, more often than not, the solution is to marry him off.  
 
The most common form of treatment in the rural areas is to go to the traditional faith healers or 
ojhas. For urban areas, services are mostly centralized in Dhaka and many of the treatment 
options are inhumane. Thus, even the biomedical model of treating mental health is incomplete. 
She concluded her presentation by saying that the solution is not to employ more psychiatrists, 
but to engage more stakeholders and stress the need to increase mental health literacy.  
 
Panel	2:	Engaging	Religious	Leaders	and	Faith-inspired	Approaches	to	Overcome	Stigma	around	
Mental	Illness	
 
Naomi Iwamoto: Nurse & community leader at L’Arche Community 
Ms. Iwamoto opened her presentation with an overview of the L’Arche community and its 
values. L’Arche was founded in the Roman Catholic tradition by Jean Vanier in a French village. 
In 1964 Jean Vanier visited asylums throughout France where people with intellectual 
disabilities were sent to spend their days hidden away from society. Vanier was overwhelmed by 
what he saw and the atmosphere of sadness within the concrete walls, where men simply walked 
in circles.  Today, L’Arche runs operations in 147 communities in 35 countries. The 
communities of L’Arche around the world reflect the predominant faith tradition of the local 
populations.  
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Most of the residents in L’Arche communities are deprived of a family, so the community works 
to build a sense of belonging among these individuals. Residents learn skills like communication, 
develop personal relationships, earn money, and receive specialized attention through L’Arche’s 
various programs. She spoke particularly about Russell and Salma (accident survivors) and the 
vulnerabilities they had been subjected to at an early age. Outlining her mode of practice, Naomi 
explained that a daily prayer is offered every morning and evening to evoke a sense of gratitude; 
silence plays an important role as a healer and common language amongst the survivors. 
 

Ms. Ashna Chowdhury: Learning & Development Specialist and Founder of Thrive 
Ms. Chowdhury began her talk with a five-minute mindfulness session. She explained her 
interest in mental health, stemming largely from the works of Carl Jung. She identifies herself as 
a psycho-educator, working in schools and garment industries to train women leaders. Her work 
mostly merges psychological tools and coaching frameworks to nurture leadership and well-
being skills, including emotional intelligence, effective communication, and stress-management. 
 
Ms. Chowdhury talked about psychology and spirituality being two sides of the same coin. She 
believes that anyone who has good emotional well-being will have some sort of container like 
faith as opposed to the other way around (i.e., anyone who has faith may not necessarily have 
good emotional well-being). The rationale behind this is that faith can be sterilized and 
politicized.  
 
Human beings experience life through stories: stories being our currency and psychological 
containers for moving forward and relating to each other. Many stories get sterilized and sliced 
up and resown and it’s very possible we don’t see ourselves in them. She relates an example of 
how she never saw herself reflected in Disney princesses, and how similarly, one may not 
necessarily connect with certain religious containers.  
 
She moved on to Carl Jung’s works on “individuation” and “projection,” citing the infamous 
line: “Amaderke boner bagh khaina, moner bagh khay” (It is not the external world that cripples 
us, it is our own minds that get in our way). Drawing from her lessons on working with women 
in factories, she shared stories of women who did not believe in their self-worth, despite having 
the technical know-how and experience and were thus opting out of senior managerial roles. 
They were caught in a fragmented narrative. The way out is to generally help them with 
mindfulness and make them see their community of support.  
 
As we become more “glocal” (simultaneously global and local), our sacred life becomes very 
private. Ms. Chowdhury concluded her talk with a few questions for the audience to take back: 
Are you able to make meaning to your suffering? How do you honor the sacred and divine in 
your life? Do you believe you have impact in the world? And what is your purpose?  
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Forum	Conclusions	and	Next	Steps	
	
The forum concluded with reflections by Katherine Marshall, emphasizing the challenge of 
addressing gaps in translating enormous advances in empirical knowledge into action. She 
highlighted the need to draw attention to the factors that can influence action. Various promising 
ideas advanced during the discussions. These included a focus on the informal as well as formal 
health approaches and engaging the private sector as well as religious and spiritual communities. 
Addressing stigma, raising levels of understanding of mental health and illness, and building 
trust have critical importance. So do the law and pertinent regulations. In addressing the 
challenges of scaling up, there is a need for careful reflection and caution around terminology 
and discourse. She ended by reiterating her hopes that the speakers’ series will remain an open 
door for continued reflection, and that this event will make it possible to engage with the 
Bangladesh example at a global level.  


