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Abstract
Background  Frail older adults in rural Bangladesh face a high burden of unmanaged depression and anxiety due to 
limited access to mental health care. Tele-mental health services offer a promising alternative to address these gaps. 
This study explored how frail older adults cope with mental health challenges and assessed a facility-based tele-
mental health intervention, including its acceptability, barriers, adoption, appropriateness, and provider insights on 
feasibility and sustainability.

Methods  We conducted a qualitative phenomenological study in 3 rural districts of Bangladesh. Purposive sampling 
was used to recruit frail older adults (≥ 60 years) with depression and anxiety, alongside psychologists and medical 
officers engaged in tele‑mental health counselling. Data were collected between March and June 2025 through 12 
in‑depth interviews with older adults and 8 key informant interviews with service providers using semi‑structured 
guideline.

Results  Older adults often viewed emotional distress as part of aging and coped through prayer and daily routines. 
Stigma, low awareness, and practical barriers especially for women hindered access to mental health care. Those 
who used the tele-mental health counselling service, initially skeptical, later found it helpful and encouraged peers 
to attend. Providers described the service helpful for underserved older adults but identified gaps in infrastructure, 
awareness, and integration with the public healthcare system.

Conclusion  Participants described facility-based tele-mental health counselling as acceptable and appropriate 
for frail older adults, meeting their needs and preferences for privacy, empathy, and culturally familiar coping. So, 
improving support for this group requires reducing stigma, raising awareness, and integrating services into routine 
primary healthcare.
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Introduction
Frailty has emerged as a critical geriatric syndrome 
characterised by a progressive decline in physiologi-
cal reserves and resilience. This condition, marked by 
increased vulnerability to minor stressors, predisposes 
older adults to adverse outcomes, including functional 
impairment, hospitalisation, and early mortality. Glob-
ally, frailty affects around 10.7% of older adults, but the 
prevalence is significantly higher in South Asia (25–65%) 
[1, 2]. In Bangladesh, over 60% of adults aged 60 years 
and above experience moderate to severe frailty, with 
functional decline often starting by 55 years, amid a rap-
idly rising elderly population projected to reach 17.2 mil-
lion by 2025 [2, 3].

Frailty affects not only physical but also mental 
health, yet the mental health dimension remains largely 
neglected. Declining coping capacity in frail older adults 
often leads to depression and anxiety, which if unad-
dressed may result in disability or even suicide, exacer-
bated by stigma and limited access to mental healthcare 
[1, 4]. In Bangladesh, depression and anxiety affect an 
estimated 81.6% of older adults but remain widely under-
diagnosed and inadequately managed [5]. Despite this 
significant burden, mental health remains sidelined, 
overshadowed by physical health [2, 6].

Older adults often internalise emotional distress as a 
normal part of aging, leading to low recognition of symp-
toms and delayed or avoided help-seeking [7]. Moreover, 
this growing population receives less mental health atten-
tion than youth, with many trials excluding those over 65 
or with comorbidities. This results in a lack of evidence-
based strategies to manage late-life depression and anxi-
ety [8].

Major barriers to seeking professional mental health 
care among older adults include stigma, older age, cost, 
and limited education [9]. These challenges are high 
in rural and disadvantaged communities, where access 
to healthcare is limited and social support systems are 
weak [10]. Even though barriers exist, many still seek 
professional care when it is available and accessible [11]. 
Recent efforts by the Government of Bangladesh, such as 
establishing Well-being Centers and expanding services 
through the National Institute of Mental Health (NIMH), 
point towards a growing commitment to mental health. 
This facility-based tele-mental health services through 
Well-being Centre, build on these efforts and may offer 
a promising solution to address specialist shortages and 
mobility limitations in rural settings [12].

Previous studies have explored factors associated with 
mental health among older adults in both rural and 
urban settings [13, 14]. However, there is a notable gap 
in qualitative evidence that captures the lived experiences 
of this population. In particular, no study has exam-
ined the mental health of frail older adults who receive 

services from tele-mental health centres in resource-lim-
ited settings in Bangladesh. This study aimed to explore 
the understanding and coping mechanisms of frail older 
adults in relation to mental health conditions within 
tele-mental health centres. In addition, the perspectives 
of healthcare providers offers important insights into 
the feasibility and sustainability of integrating these ser-
vices into the public health system. Understanding these 
real-life experiences, needs, and barriers is essential for 
informing the design of effective interventions that can 
improve mental health care for vulnerable older popula-
tions in similar contexts.

Methods
Study design and participants
This study was guided by an interpretivist paradigm to 
understand the meaning and experiences of individuals 
within their social and cultural contexts. We employed a 
phenomenological research design with frail older adults 
(≥ 60 years) who accessed tele-mental health services 
through “Well-being Centres,” as well as with the health-
care providers. Using purposive sampling, we selected 
older adults who had attended at least one counselling 
session and psychologist identified them for the follow-
up session. Before taking the follow-up counselling, 
field attendant assessed for the frailty criteria using the 
Gerontopole Frailty Screening Tool and all elderly par-
ticipants screened for depression and anxiety using the 
Patient Health Questionnaire (PHQ-9) and the Gener-
alised Anxiety Disorder scale (GAD-7) [15–18]. Frail 
older participants were considered as eligible if they 
found the presence of symptoms (cut-off score of 10 for 
both PHQ-9 and GAD-7) for depression and anxiety 
[16]. Additionally, frail older adults with severe cogni-
tive impairment, inability to consent, or serious medical 
conditions were excluded from the study. To capture het-
erogeneity in experiences, we ensured variation in age 
(more than 60 years) and gender. Additionally, health-
care providers were purposively selected to include both 
project-assigned psychologists and facility-based medical 
officers representing different professional roles in tele-
counselling. A total of 20 participants were included for 
the interview: consistent with the eligibility criteria, a 
small number of service recipients were older adults aged 
over 60 years. Among them, a total 12 frail older were 
included in the in-depth interviews (IDIs), along with 
four psychologists and four medical officers in key infor-
mant interviews (KIIs).

Study setting
The study was conducted at three rural public healthcare 
facilities in northern Bangladesh: in district hospital at 
Netrokona and Dinajpur and in Upazila Health Complex, 
at Chirirbandar sub-district of Dinajpur district (Map 
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provided in online supplementary Appendix-1). These 
sites are part of an ongoing tele-mental health interven-
tion implemented by the Non-Communicable Disease 
Control (NCDC) programme of the Ministry of Health 
and Family Welfare (MoHFW), with technical support 
from icddr, b. The intervention, known as the “Well-
being Centre,” offers video-based mental health counsel-
ling services to underserved populations [12].

Data collection
Data were collected during March to June 2025 by trained 
psychologists and a qualitative experienced research 
assistant (RA). Psychologist engaged in counselling at 
the Well-being Centres, conducted IDIs with older adults 
using a semi-structured guide that captured understand-
ing and coping mechanisms of mental health. In addition, 
interviews on experiences of counselling services were 
conducted by the research assistant from the frail older 
adults after receiving their counselling sessions. In par-
allel, a research assistant, trained in qualitative research 
and interviewing skills, conducted KIIs with the psychol-
ogists and medical officers using separate semi-struc-
tured guides. All interviews were audio-recorded and 
supplemented with brief field notes. Demographic infor-
mation was also collected during each interview. Satura-
tion was considered to have been achieved when further 
interviews did not yield any new insights related to the 
study objectives. This process assessed through continu-
ous and iterative review of the transcripts, during which 
recurring themes were observed and no additional novel 

ideas emerged, indicating that both code saturation and 
meaning saturation had been reached [19].

Data collection tool
The semi-structured interview guide was developed 
based on the World Health Organization’s (WHO) imple-
mentation research framework [20]. This framework 
informed the design and structure of the data collection 
process, focusing on both individual experiences and sys-
tem-level factors influencing mental health service deliv-
ery and use.

Four core themes with seven domains guided the tool 
development based on the current evidence, aligned 
with the study objectives and background framing of the 
WHO implementation framework (Fig.  1). Older adult 
participants were asked about: Coping with emotional 
distress, Acceptability, Adoption, Appropriateness, and 
Barriers to accessing care from the patient perspec-
tive. Healthcare providers and psychologists were asked 
about: Feasibility, Sustainability, and Barriers to accessing 
care from the provider’s perspective. The domains were 
defined as follows: acceptability (how people feel about 
using tele-mental health services), adoption (whether 
participants have adopted tele-mental health services 
and their experiences), appropriateness (whether tele-
mental health services are considered suitable), feasibility 
(how easy or difficult participants find using tele-mental 
health services), and sustainability (whether tele-men-
tal health services are perceived as viable in the long 
term). Further details of the thematic framework and 

Fig. 1  WHO implementation thematic framework

 



Page 4 of 9Manna et al. BMC Psychology          (2026) 14:636 

interview guidelines are provided in the online supple-
mentary material appendix 2 & 3 accordingly. The tools 
were reviewed by a psychologist and an anthropologist to 
refine their clarity, cultural appropriateness, and contex-
tual sensitivity.

Data analysis
Audio-recorded interviews, supplemented with brief field 
notes, were transcribed verbatim by a research assistant 
(RA) trained in social anthropology. All transcripts were 
anonymised and reviewed for accuracy by the original 
interviewer.

Thematic analysis followed a largely deductive 
approach, structured around key implementation 
domains (acceptability, adoption, appropriateness, feasi-
bility, and sustainability). Within these domains, induc-
tive coding was applied to capture unanticipated insights 
emerging from participant narratives. Braun and Clarke’s 
six-phase framework like familiarisation, coding, theme 
identification, review, definition, and synthesis was 
applied using NVivo version 14 [21]. Bengali quotes were 
translated into English, preserving meaning. Triangula-
tion was achieved by comparing perspectives across par-
ticipant groups to enhance credibility.

Positionality and reflexivity
To enhance credibility and address positionality, we 
built rapport with participants by clarifying our back-
grounds, motivations, and study aims, encouraging open 
and honest dialogue. Findings were critically reviewed 
with domain experts to strengthen analytical validity and 
reliability.

Ethical approval and consent of participation
Ethical approval was taken from the International Cen-
tre for Diarrhoeal Disease Research, Bangladesh (icddr, 
b) Institutional Review Board (protocol PR-22103) on 27 
May, 2024. The study adhered to the principles outlined 
in the Declaration of Helsinki. Their participation had 
entirely voluntary, and their willingness was provided 
with an informed consent.

Results
We interviewed a total of 20 participants. Among them, 
twelve were frail older adults who utilised the tele-men-
tal health services and eight were healthcare providers. 
Among the eight healthcare providers, four were psychol-
ogists who provided counselling to the patients through 
the tele-mental health system, and four were medical 
officers who were involved in direct in-person primary 
healthcare, mental healthcare and referred patients to the 
tele-mental health system.

The descriptions of demographic characteristics of 
the user participants and psychologists & healthcare 

providers provides in online supplementary appendix 4 
and 5 accordingly.

Thematic analysis of the interviews generated four 
main themes reflecting outcomes. Each theme contained 
sub-themes capturing perspectives of participants and 
healthcare providers. The results are presented below, 
organised by themes and sub-themes:

Theme 1: Understanding and managing emotional distress 
in later life (coping mechanism)
Many participants perceived emotional distress as an 
expected and often unavoidable part of aging, influenced 
by declining health, social withdrawal, loss of loved ones, 
and changing household relationships. These experiences 
were often accepted silently as “just part of getting old” 
rather than actively addressed. A participant shared:

“Worry and sadness are part of growing old. We all 
carry these silently. What can we do? My body hurts, 
my relatives, friends are gone, and children are busy 
with their lives. I just sit alone with my thoughts 
now. There is no point in sharing these feelings, how 
many days do I have left anyway?” — Participant 1, 
age 65 years, female, depression.

Alongside this perception, participants actively employed 
various coping strategies to manage emotional dis-
tress. Spirituality played a central role, engaging in reli-
gious rituals, particularly prayer and reading the Quran, 
offered both comfort and emotional relief. A participant 
mentioned:

“After Fajr prayer, I sit with the Quran. It brings me 
peace. I sometimes cry as I read, and those tears 
feel like they wash away the heaviness in my chest. 
It’s like I can breathe again and make my head feel 
light, feeling like I have cleared my burdens from my 
mind.“— Participant 3, age 72 years, male, depres-
sion and anxiety.

Theme 2: Barriers to seeking mental health service
Participants described widespread social stigma sur-
rounding mental health. They noted that this stigma con-
tributed to a culture of silence, where emotional struggles 
were kept hidden due to fear of judgment or ignorance. 
Several participants shared that seeking psychological 
help might cause others to label them as ‘mad’ or men-
tally unstable. The fear of community gossip, misinter-
pretation, and social exclusion discouraged many from 
seeking support. One participant mentioned:

“In our village… if someone hears that you’re going to 
see a doctor for your mind… they won’t think twice 
before calling you mad, crazy. That word sticks, you 



Page 5 of 9Manna et al. BMC Psychology          (2026) 14:636 

know? And once they label you like that… they look 
at you differently. They start whispering behind your 
back… even the kids stop coming near you. No one 
wants to be treated like that. So better to stay quiet 
and keep our problems to ourselves… It’s easier than 
being laughed at or pushed aside.”— Participant 11, 
age 67 years, female, depression.

In addition to stigma, participants highlighted limited 
knowledge and awareness about available mental health 
services in rural settings. Despite visiting health facili-
ties for other health issues, they often remained unaware 
of the Well-being Centre or that mental health counsel-
ling was available in government facilities. A participant 
shared his experience as:

“I used to sit at home alone all day, thinking about 
my pain… my chest would feel heavy, I felt like I had 
a heart problem, for I felt anxious and stressed that 
anything could happen to me anytime. But I never 
thought there was a doctor for this… One day, my 
neighbor came and told me about this mental coun-
selling service. I was surprised and did not care, and 
believed that ‘Such a thing exists in our village?’ I 
had been coming to this hospital for my back pain, 
but never knew there was treatment for the mind, 
too. If he hadn’t told me, I would have never known 
this. I thought maybe this sadness was normal and 
just mine to carry till the end.”— Participant 8, age 
62 years, male, anxiety.

Practical barriers further constrained access. Participants 
described the burden of high transport costs, long travel 
distances, and household responsibilities, particularly for 
women. One participant narrated:

“The hospital is far from our village. I have to take 
two rickshaws and walk a bit. It costs around 100 
BDT. That’s a lot for me. If I come here, I won’t be 
able to buy rice, lentils, or oil for the house. And my 
husband… he doesn’t like me coming here. He says, 
‘What’s wrong with you now? You’ve grown old, not 
mad.’ I also have chores to do at home. Who will 
cook or sweep if I come for these issues? So, I end 
up skipping the follow-ups. It’s too much for me to 
manage everything.“— Participant 9, age 63 years, 
female, depression and anxiety.

Psychologists also noted that older women were particu-
larly vulnerable, describing how fear of family judgment 
limited their openness in early sessions. The internal fear 
of being misunderstood or shamed restricted self-expres-
sion during sessions. A psychologist explained:

“I often see women hesitate during the first session. 
They look around the counselling room being afraid 
that someone might overhear. Once they realise we, 
as psychologists, are here to listen and not judge, 
they open up, but it takes time, and they are not free 
at the very first visit. The fear of being judged by their 
own family is very real.”— Psychologist 3.

Providers highlighted several feasibility challenges in 
implementing the tele-mental health services. They 
described that low digital literacy among older adults 
often required additional guidance, while stigma con-
tinued to make disclosure of symptoms difficult. Infra-
structure issues, including poor internet connectivity and 
limited private space for counselling, were also noted. A 
psychologist mentioned:

“Many older patients don’t understand how to use 
a screen. Some keep looking at the door, wondering 
who’s watching them. We have to spend time just to 
calm them down and explain everything. It’s doable 
but takes more time and effort.“— Psychologist 1.

Medical officers reported that many patients avoided 
disclosing mental health symptoms during initial consul-
tations and were hesitant to return for follow-up visits. 
They linked this to repeated travel costs, lack of fam-
ily support, and fear of gossip. As one medical officer 
described:

“Some of them don’t return for follow-up visits. Even 
if we refer them to the well-being center for support. 
The journey is long, and if the husband or family is 
not supportive, they do not come back. We see many 
who start service once but then drop out.“— Medical 
Officer 2.

Theme 3: Facilitators of access and support
Participants highlighted the appropriateness of locating 
the service within a public hospital felt more convenient 
and accessible, especially for those with mobility chal-
lenges and financial constraints:

“It’s good that this service is in the same hospital 
where I come for check-ups and to see a doctor for 
my health conditions. If it were somewhere far away 
or another place, I couldn’t go. We are old… how 
much can we run around? Going to different places 
for different problems is not possible at this age. I 
can’t walk long. Even coming here is tough. But since 
this was in the same place, I thought I could man-
age to come.“— Participant 4, age 66 years, female, 
anxiety.
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These findings show that older adults found tele-mental 
health meaningful because it met emotional needs and 
offered through public health facilities.

Participants initially expressed hesitation about 
using a tele-mental health service, mainly due to unfa-
miliarity with technology and doubts about whether 
an emotional connection could be made through a 
screen. However, over the time several participants 
described feeling heard and respected by psycholo-
gists, which helped them open up. Yet, a few noted 
difficulties due to the lack of face-to-face interaction 
or technical interruptions. Adoption was evident in 
participants willingness to continue using the service. 
Some reported recommending it to others, suggesting 
that word-of-mouth gradually built trust. As one par-
ticipant shared:

“At first, I didn’t understand how talking to a doctor 
through a screen could help… I began to feel lighter… 
a weight I was carrying in my chest for so long had 
finally lifted… I want to talk more and come back 
again, as she suggested.”— Participant 7, age 66 
years, female, depression and anxiety.

While most participants accepted tele-mental health over 
time, some felt it lacked the emotional connection of in-
person care. A female participant shared experience:

“This system is good, but still, talking on a screen 
feels a bit awkward… I am used to seeing doctors 
face-to-face… sometimes the voice breaks, or I 
need help with the device… If I could sit in front of 
the doctor, the treatment would be faster”—Par-
ticipant 4, age 66 years, female, anxiety.

Beyond the barriers, some participants adopt the ser-
vice. They indicated that, they would reuse the service 
and had already recommended it to others, showing 
growing trust. This peer endorsement may help increase 
acceptance in rural areas where word-of-mouth strongly 
shapes older adult’s health decisions. One participant 
explained:

“After I got help, I told my neighbor about it. She 
was feeling low after her husband died a few months 
back and was staying alone at home. I told her, ‘You 
should go to this place and talk about what you’re 
going through. You might start to feel better like I 
did.’ I think when someone hears it from a person 
who has been through the same thing and found 
help, they believe it more.“— Participant 9, age 66 
years, female, depression.

Theme 4: Sustainability of tele-mental health service
Providers suggested that the sustainability of tele-mental 
health services depended on strong government commit-
ment to expand mental health support. They described 
the need for recruitment and training of psychologists, 
continuous capacity building of healthcare staff, and inte-
gration of the service into routine health systems rather 
than reliance on donor-dependent, project-based efforts.

A medical officer mentioned:

“This service cannot extend as a pilot or individual 
project work. If we want it to last, it must be part 
of our national mental health strategy with regular 
staff, equipment, and funding.“— Medical Officer 4.

Financial constraints were further described as limiting 
scalability. Providers emphasised that additional invest-
ment would be necessary to ensure the continuation of 
services. A medical officer said:

“Establishing more of these centers will require 
proper financial planning. The government must 
increase its budget for mental health if we want this 
to expand. Otherwise, it will stay limited to a few 
locations and gradually won’t be of value”— Medical 
Officer 3.

Providers also suggested that long-term sustainabil-
ity was linked to expanding services and raising public 
awareness. A psychologist mentioned:

“We need to expand services to hard-to-reach areas 
and public awareness campaigns especially through 
social media and other ways to let people know that 
these services are available.”— Psychologist 3.

Psychologists further emphasised that improving follow-
up and client retention was closely connected to greater 
awareness of the service. They reported that when more 
people are informed especially through direct outreach 
and word-of-mouth clients are more likely to return for 
follow-up and continue their care. One psychologist 
highlighted:

“Many patients don’t realise they need to come back 
to take service for their good. If we spread the mes-
sage more and send reminders through SMS or calls, 
follow-ups will increase.” — Psychologist 2.

Discussion
This study offers new insights into how frail older 
adults in rural Bangladesh experience depression and 
anxiety and engage with facility-based tele-mental 
health services. It also reflects provider perspectives on 
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system-level enablers and barriers, highlighting the cul-
tural, gendered, and structural factors shaping access 
towards digital mental health service in a low-resource 
setting like Bangladesh.

Emotional distress as a normalised part of aging
Frail older adults in our study often perceived emotional 
distress as a natural and inevitable consequence of aging, 
in contrast to younger populations who may more read-
ily identify and address mental health issues [7]. Many 
participants attributed sadness or anxiety to deteriorat-
ing health, spousal loss, or family-based neglect, view-
ing these emotions as part of life rather than symptoms 
requiring care. This internal acceptance contributed to 
under-recognition and underreporting of mental dis-
tress. In Bangladesh, this is especially common among 
older women, who often face reduced independence and 
heightened social isolation [2].

Coping mechanisms rooted in spirituality, routine, and 
social ties
Participants commonly relied on spiritual and routine-
based coping strategies, such as prayer, Quran recitation, 
or engaging in domestic tasks. These personal mecha-
nisms offered temporary relief in the absence of formal 
mental health care. Similar patterns have been observed 
globally in Nigeria [22]; the United States [23] and Euro-
pean [24] where religious and social supports are com-
monly used by older adults. However, such strategies 
were not always sufficient, some participants reported 
persisting or worsening symptoms, including suicidal 
thoughts.

Stigma, awareness gaps, and structural barriers to access
Despite some relief from personal coping, persistent 
stigma and low mental health literacy continued to 
inhibit service uptake. Participants feared being labelled 
“mad,” often concealing their visits by describing them 
as physical checkups, echoing findings from Bangladesh 
and other LMICs where mental illness is associated with 
spiritual weakness or disgrace [25]. Additionally, many 
were unaware that counselling services were available at 
facilities they routinely visited for other health concerns 
reflecting a failure of community-level awareness and 
integration into routine care [26].

Practical obstacles particularly among women further 
compounded these issues. Many participants in our study 
cited long distances, lack of transport, costs, and house-
hold obligations as deterrents to seeking care. Moreover, 
in Bangladesh, only 36% of women report decision-mak-
ing autonomy in health care, and access remains espe-
cially constrained in rural areas [27]. Whereas, older 
women were especially disadvantaged due to financial 
dependency and needing approval from male family 

members to travel. The cultural expectations often priori-
tise family caregiving over self-care, discouraging help-
seeking [3, 28].

Evolving attitudes toward tele-mental health: from 
skepticism to acceptance
Despite initial hesitation, participants reported growing 
trust and comfort with tele-counselling after their first 
sessions. While some doubted whether a remote counsel-
lor could truly understand them, many later appreciated 
the empathetic listening and respectful interaction. Simi-
lar patterns have been observed in rural Australia, where 
older patients gradually accepted telemedicine after 
experiencing its human-centered delivery [29].

Peer influence as a key enabler of adoption
As participants became more comfortable with the ser-
vice, some began actively recommending it to peers. This 
peer advocacy served as a powerful enabler in closely 
connected rural communities, where personal recom-
mendations often guide health-seeking behavior. Com-
munity support has been shown to increase the uptake 
of health interventions, particularly when trust in for-
mal systems is low. Thus, the community champions 
and personal recommendations are key in scaling health 
interventions [30]. Engaging these community rooted 
networks could help broaden awareness and uptake of 
tele-mental health among elders.

Health system-level barriers to feasibility and sustainability
From the provider perspective, feasibility challenges 
included poor internet connectivity, lack of separate 
counselling spaces in facilities, and high patient loads 
limiting time for follow-up [31]. These are common hur-
dles in integrating mental health into public systems in 
LMICs [32]. Providers emphasised that in their views, 
long-term sustainability would require embedding tele-
mental health into existing health systems rather than 
relying on donor-funded projects. Bangladesh’s Men-
tal Health Policy (2021) and Strategic Plan (2020–2030) 
support such integration [3], but operationalising this 
vision requires funding and resource allocation. These 
challenges were partly addressed through orientation 
sessions, private counselling setups where feasible, and 
leveraging existing facility visits to reduce travel needs.

Currently, mental health receives only 0.5% of the 
national health budget [25]. Without structural integra-
tion and policy support, promising initiatives like the 
Well-being Centre may fail to scale or endure.

Strengths and limitations
This study focused on a physiologically vulnerable group 
of older adults with depression and anxiety and incor-
porated both service user and provider perspectives, 
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providing rare insights into facility-based tele-mental 
health in a rural setting. However, the study had certain 
limitations. First, it captures only the cross‑sectional 
nature of qualitative data, which restricts understand-
ing of how participants’ perceptions may evolve over 
time. Second, small sample size from only three sites may 
affect transferability. Third, lack of perspectives from 
non-users or those who dropped out may constrain the 
interpretation regarding their perception, coping mecha-
nisms, and user experiences of the tele-mental health ser-
vices. Fourth, we used the Gerontopole Frailty Screening 
Tool (GFST) in participants aged 60–64 years–a group in 
which the tool has not been validated that may have led 
to misclassification of frailty and reduced comparability 
of findings. Finally, recall bias during follow-up counsel-
ling interviews, social desirability bias, and the transla-
tion of interview data from Bangla to English may have 
influenced the interpretation of the findings.

Implications for policy and practice
Our findings indicate several steps to strengthen tele-
mental health delivery in Bangladesh and similar LMICs. 
First, increased budget allocation and implementation 
of the national Mental Health Policy (2021) and Strate-
gic Plan (2020–2030) are needed to ensure sustainability 
beyond donor-funded projects. Second, gender-sensitive 
approaches are required, given the limited autonomy and 
vulnerability of older women. Policies should include 
transport subsidies, community outreach, and mobile 
counselling units to reduce structural barriers. Third, 
awareness campaigns and integration of counselling into 
routine facility visits could reduce stigma and improve 
service uptake. Finally, peer advocacy and engagement 
of community champions may support adoption in rural 
settings where trust in formal systems is low. These mea-
sures, combined with investments in internet connectiv-
ity, private counselling spaces, and workforce capacity, 
are necessary to embed tele-mental health within public 
health systems and ensure long-term feasibility.

Conclusion
This qualitative study highlights how frail older adults in 
rural Bangladesh experience depression and anxiety and 
how they perceive a facility-based tele-mental health ser-
vice. Participants and providers described the service as 
acceptable and appropriate in this setting, while pointing 
to constraints in connectivity, private counselling space, 
awareness, and health-system integration. Future work 
should focus on strengthening infrastructure, integrat-
ing services within routine primary care, and evaluating 
uptake and retention at scale. These findings provide con-
text-specific insights to inform scale-up and implementa-
tion of facility-based tele-mental health services like the 
Well-being Centre, but do not establish effectiveness.
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