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Understanding perceptions, service seeking behaviour and challenges
around mental health in Rohingya and host communities

Introduction
Decades of violence, discrimination and persecution in Myanmar have forced almost 1 million people
from the Rohingya minority ethnic group to seek refuge in Bangladesh. Their largest exodus began
five years ago in August 2017 after a massive wave of violence broke out in Myanmar’s Rakhine state,
forcing more than 700 000 people - half of them children - into Bangladesh’s Cox’s Bazar district. By
30 April 2022, 925,380 Rohingya refugees were living in camps in Cox’s Bazar1.
Many have lost family members, witnessed murder, experienced multiple forms of violence including
rape, abandoned their homes and livelihoods and suffered long and arduous journeys before
attempting to start life anew in Bangladesh. Once there, they live in congested camps with poor
sanitation and the threat of devastating fires and seasonal floods and landslides. Job opportunities
are scarce. The COVID-19 pandemic brought new economic hardships to these camps, limiting
population movements, putting upward pressure on food prices and constraining on-site assistance
provided by aid organizations. Such conditions undoubtedly have an impact on refugees’ mental
health.
Earlier research showed that, traumatic memories, combined with unemployment, anxiety about the
future, poor living conditions and little or no access to basic services, such as formal education for
their children, leave the Rohingya refugees vulnerable to long-term psychological harm2. The World
Health Organisation (WHO) estimated that in the aftermath of the 2017 influx, one person in five
(22%) was estimated to have mental health-related issues such as depression, anxiety, post-traumatic
stress disorder, bipolar disorder or schizophrenia.
Ukhia and Teknaf upazilas (sub districts), which host the Rohingya refugees, are among the 50 most
socially and economically deprived sub districts in the country. Their remote location, hilly terrain,
bad road conditions and insufficient infrastructure contribute to the poor living conditions of the host
communities. The massive increase in the Rohingya population since 2017 has led to dramatic social
and economic changes as well as environmental degradation in these two sub districts, increasing
competition for natural resources, jobs and education, and escalating tension and violent incidents
between the two communities. Host community members also perceive that Rohingya refugees
receive more support from humanitarian agencies than they do3. These factors are also said to have
had a negative impact on the mental health and wellbeing of host community members.
Various INGOs and NGOs in coordination with the Bangladesh Government are working to provide
much-needed mental health-related services and treatment, and psychosocial support for both
communities.

1

United Nations High Commissioner for Refugee. Accessed June 2022: https://data.unhcr.org/en/situations/myanmar_refugees

2

Rohingya Refugee crisis: Unseen wounds need to heal, available here https://www.msf. org/rohingya-refugees-bangladesh-need-more-mental-healthcare

3

The torture in my mind – the right to mental health for Rohingya survivors of Genocides living in Myanmar and Bangladesh [November 2020] [online] available at: https://www.fortifyrights.org/downloads/ The%20Torture%20in%20My%20Mind%20-%20
Fortify%20Rights%20-%20December-10-2020.pdf
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However, within both the communities, knowledge about mental health and mental illness is
insufficient, especially among the Rohingya community. Previous studies have found that knowledge
about mental health issues is virtually non-existent in the Rohingya community, and most of the time
people come to mental health facilities reporting physical ailments1. There is a lack of understanding
among the Rohingya community about what constitutes mental illness and what mental health and
psychosocial services (MHPSS) can offer1.
There are also gaps in host communities’ understanding of mental health and illness and in their
service-seeking behaviour. Both communities face barriers in accessing and seeking treatment for
mental illnesses.
The findings from this research will help both practitioners providing mental health support and BBC
Media Action’s communication team to address key issues that are facing communities, and improve
the overall modality of community engagement around mental health and illness.

Research objectives
This research was carried out by BBC Media Action to explore people’s perception of mental health,
social stigma related to mental health, service-seeking behaviour and motivation and barriers to
accessing mental health services within both host and Rohingya communities. Host and Rohingya
community members were the key participants as well as mental health practitioners.
The research aimed to meet the following specific objectives:
●

●

Understand both host and Rohingya communities’ overall perception of mental health.
»

Knowledge, attitude on mental health

»

Social norms and stigma on mental health related issues

Understand the current indigenous practices that both communities seek to address mental
health.

●

Explore available mental health-related services among both communities.

●

Communities’ service-seeking behaviour around mental health-related issues.

●

Identify communities’ and practitioners’ challenges (if any) while availing and providing mental
health related services

1

Challenges and opportunities for Rohingya mental health and psychosocial support programming, FIELD REPORT
Year : 2019 | Volume : 17 | Issue : 2 | Page : 197-205, Available here: https://www.interventionjournal.org/ article.asp?issn=1571-8883;year=2019;volume=17;issue=2;spage=197;epage=205;aulast=Elshazly
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Methodology

Tools
Step 1

A qualitative research approach was employed, using key
informant interviews (KII) and in-depth interviews (IDI) for data

KIIs with
Practitioner

collection.
At first, researchers conducted five KIIs with mental health
professionals working directly with the communities, both at the

Step 2

IDIs with
Community

field level and management level. Two KIIs with the management-level
practitioners helped to understand the modality of mental health-related services and what services
are available for the community. Three KIIs with field-level practitioners helped to understand how
awareness is raised within the community about mental health issues and associated services.
Overall, the findings from these interviews helped researchers develop a profile of the existing
services and facilities, understand challenges that practitioners and communities are facing and
communities’ primary level of knowledge and impression of mental health-related issues. The data
from the KIIs also helped researchers conclude which key areas needed to be explored with the
community and preparing the IDI tool. At the second stage, 10 IDIs were conducted with men and
women from the Rohingya community, and 10 with host community members.
To explore mental health and mental illness from the communities’ perspective, projective
techniques were used. Researchers shared case studies of people experiencing mental health
issues with participants, and used these as a basis for discussion. As advised by mental health
professionals working in the camps, the instruments talk about mental health issues through talking
about symptoms rather than using medical terminology which community members do not use or
understand. (See annex 2 for details of the case studies).

Definition of mental health
and mental illness
The terms mental health and mental

According to the WHO, mental illnesses

illness are often (wrongly) used

– sometimes referred to as mental

interchangeably. According to the World

disorders – are health conditions

Health Organization (WHO), mental

involving changes in emotion, thinking

health is a state of well-being in which an

or behaviour (or a combination of these).

individual realizes his or her own abilities,

Mental illnesses are associated with

can cope with the normal stresses of

distress and/or problems functioning in

life, can work productively and is able to

social life, work or family activities.

contribute to his or her community.
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Key Findings
The Rohingya and host communities perceive the
term ‘mental health’ as referring to illness. So they
only tend to their mental health if they are unwell.
In both communities,‘mental health’ is perceived as referring to illness, or the poor condition of body
or mind. So any reference to a person’s mental condition would indicate that the condition is poor,
suggesting that the pursuit and maintenance of a well-adjusted, functional, neutral state of being is
not widely accepted or understood.
People from the host community think if someone is physically ill for a long time, s/he becomes
mentally ill and that symptoms such as anxiety or depression always stem from physical illness. They
also believe that poor socioeconomic conditions can make people mentally ill.
Rohingya refugees also associate mental health with physical health and mental illness with physical
illness, but in the sense that they believe that some illnesses such as asthma, are caused by mental
health issues. They believe that poor mental health is related to people’s daily life circumstances,
such as whether they are living in poverty, conflict situations or facing various problems and worries in
their personal, familial or social life. Some male participants from the Rohingya community said that
only educated people understand about mental health, while uneducated people might experience
mental health challenges without understanding what constitutes mental health.

Only‘psychosis’ is perceived as a mental illness by
participants. Depression, anxiety and trauma are
considered a precondition of psychosis or reactions
to a difficult situation.
While conducting interviews with the participants, mental illnesses such as depression, anxiety,
trauma, and psychosis were discussed to understand people’s perceptions about them. In addition,
perceptions and service-seeking behaviour around epilepsy were explored as some medical providers
are providing medical support for epilepsy along with mental illnesses. These illnesses were discussed
using projective techniques and symptoms were explained to them to find out what they understand
about them.
People in both communities believe spiritual or magical forces, prolonged physical illness or poor
socioeconomic conditions cause mental illness.
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While spiritual or magical forces are commonly held to be the drivers of psychosis, people also believe
that chronic illnesses such as diabetes, gastric and liver disease, as well as poverty, business failures
and relationship and familial issues can result in someone becoming psychotic.
In both communities it became clear that people only consider psychosis a mental illness; depression,
anxiety and trauma are considered as the precondition of psychosis, or simply as a reaction to a
particular situation the person is facing, such as a physical illness, or financial worries. Participants
had the following perceptions about different mental health issues:
Depression: Although not familiar with the term, after
listening to the symptoms of depression described
in case studies such as interacting less with others,
eating less and feeling worthless, participants said that
depression was a kind of psychosis that resulted from
someone’s spirit being attacked. They felt depression
can occur due to family issues or financial worries, or
could be linked to physical illness, particularly when
people are physically ill for a long time..
Anxiety and Trauma: Some participants thought the
symptoms of anxiety and trauma indicate physical
illness or physical weakness. Some thought they
could be linked to gastric problems, which can turn
to liver cancer, which is both a physical and mental
problem. Some participants felt that someone who is
suffering anxiety or trauma is experiencing psychosis.
Participants felt this happens mostly if someone gets
attacked by something supernatural, is possessed by
evil spirits or is panicked by all the sad things that
happen in their day-to-day life. Participants said anxiety
requires the same treatment as psychosis. Some felt
that treatment from boiddo or hujur (traditional /
faith healers) could successfully remove the ill spirits
causing the illness..
Epilepsy: While epilepsy is not a mental illness, the
research found that mental health professionals
often provide support for epilepsy suffers. In both
communities, people often link epilepsy to mental
illness, although they call it “chowapiira” disease,
which means it is perceived as a physical illness. Some
participants believe epilepsy comes from the mother’s
womb and some believe that it happens if someone

BBC Media Action // Research Report // June 2021
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There is no medical
treatment for epilepsy. If someone
can fix this disease, he must be a good
hujur or muslim boiddo.”
—

A male from Rohingya community, 25
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gets attacked by a supernatural being. Every participant agreed that it is hard to cure, and most
thought there is no medical cure - it can only be cured by traditional / faith healers, such as boiddo,
hujur or kobiraaz.

Communities believe sharing problems is good for
wellbeing, but many – especially women and girls
– find it hard to discuss their concerns with others
Participants said that many factors create community tensions and worries in their life, such as
unemployment, severe physical illness, economic issues and domestic quarrels. A few participants
said they believe people’s worries cause illness, and that people should share their problems with
others as it can help them find solutions to their problems,
thereby improving their well-being. But problem sharing is
not a regular practice in the community, particularly among
women and girls.
The way some people react to others sharing their worries
or problems discourages people from doing so. Some
participants said that people occasionally make fun of them
after listening.
Female participants from both communities are reluctant
to share their feelings with others for fear of provoking a
negative reaction – although some said they share problems
with a few specific family members.
Many women do not have many options in terms of who they can talk to, as they are limited to people
within their household or their close neighbours.
Female participants told researchers that others largely do not understand their worries or anxieties
and were likely to judge them negatively if they shared them, so they prefer to keep their feelings to
themselves. That said, participants did talk about the importance of mental well-being, or how to
keep themselves happy. Participants from both communities believe most of their problems are the
result of poor economic conditions, and if these improved they would be happy, and have no further
worries in their lives.
In the host community, people talked about how they keep themselves happy. Men usually go outside
and meet friends and neighbours, and are able to gossip in tea stalls and markets which lifts their
spirits when they feel low. Women turn to their prayers, playing with their children or grandchildren,
and working more in the house.
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There is considerable social stigma around mental
illness in both communities. This is particularly the
case for women and girls as families fear it will be
difficult to marry them off.
Women and girls with any degree of mental illness face significant social stigma in both communities
because people are so concerned about their family’s respectfulness, especially with regard to
marriage. Participants said there is a fear that if anyone marries a girl who has mental illness or
someone in her family has a mental illness, the condition is likely to be passed on to their offspring.
While there is also social stigma attached to marrying a man with mental illness, it is not as common
or of such concern, as the man will not carry the child. Women and girls in particular are seen as
passing any mental illness they may experience onto any children they give birth to. This belief and
the stigma associated with it means that any girl, woman or her family members are unlikely to talk
about feeling anxious, fearful, low or distressed or to admit they are struggling to function normally
as a result. This means they are not likely to seek help.

People suffering from mental illness are often
stigmatized and abused publicly and are considered
an embarrassment to their families
When someone becomes mentally ill – especially
if they experience psychosis – their family
members will try to hide it. Participants said it is
commonplace that people, especially children,
behave abusively towards mentally ill people,
laughing at them, verbally abusing them, bullying
them, and even throwing stones when they see
them on the street.
Participants admitted that having a person with
a mental illness in a family makes life difficult for
that whole family. In some families, people hide
mentally ill family members inside the house, so
they don’t get abused by people in the street.
Participants said that people sometimes suggest
treatment options and advise a mentally ill
patient’s family to confine their relative within
the home to be cared for by their family. In both
communities, mental illness is a very sensitive
topic.
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When people do seek support for mental illnessrelated issues, it is mostly for psychosis and from
traditional / faith healers, rather than medical
professionals
For physical ailments, most people from both communities believe professionally trained
doctors and medical practitioners can solve their problems. However, participants mainly think
that mental illness can only be cured by traditional / faith healers and not by medical doctors.

Traditional / faith healers in Rohingya and host communities

Boiddo

A healer who heals spiritual/psychosomatic disorders using
healing methods based on tradition/scriptures derived from
the king, Suleman.

Fakir

A healer who heals spiritual/psychosomatic disorders using
healing methods based on Koran/spiritual messages.

Moulovi/hujir/mouloi

A mullah/ he who memorises Koran and heals spiritual/
psychosomatic disorders using methods based on
scriptures, Koran recitation and prayer to Allah.

Kobiraj

A healer who uses indigenous knowledge based
on locally-available wild medicinal plants

When discussing service-seeking behaviours for mental illness, research participants always shared
their experiences regarding psychosis, but not depression or anxiety which they consider preconditions to psychosis. Many participants believe that psychosis is not a curable disease and even if
it is, only local traditional / faith healers can cure them. Very few participants said they would go to
hospital and trust medical practitioners to treat them for psychosis.
Most community members go to traditional / faith healers. People go to traditional healers when
they get possessed by ill-spirits, if someone becomes psychotic, if someone uses black magic on
them, if they get possessed by ill spirits, or if they become scared at night.
The research found that some people would go to the doctor first and if their symptoms didn’t
improve, they would go to traditional / faith healers who would ‘cure’ them with holy water, amulets,
holy oil, or holy or religious book.
However, some participants suggested that people are gradually losing their faith in boiddos (one
kind of healer), especially in the host community. They think that as their community becomes more
educated, people’s trust in medical doctors is increasing day by day. Meanwhile, some Rohingya said
they believe some boiddos extract money from people, but cannot really heal them.
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“
“

How will poor people pay
the doctor’s visit? That is why they go
to boiddo.”
—

A female from host community, 52

If the person sees a bad
dream/ has a nightmare, he will be
taken to a moloi, boiddo. They can
treat the person there. Boiddo will
blow chants, will give holy water, holy
oil.”
—

A female from host community, 25

Regardless, people from both communities go to the traditional / faith healers because their
treatments are far less costly than those of medical doctors, and they go to satisfy their mind that
they tried all possibilities. If a patient’s situation gets worse, then they go to see a medical doctor as
the last resort.

Religious differences in traditional healers
The study found that people of all religions in the camps go to traditional healers, but these differ
by religion.
Buddhists go to Buddhist boiddos, Hindu to Hindu boiddos and Muslims to religious healers like hujurs
or moulovis, who can provide amulets from Koranic texts and holy water.
Male participants shared that hujur or moulovi will never give treatment to a non-Muslim and a Hindu
boiddo will never give treatment to a Muslim or Buddhist.
There are differences between treatments among the Muslim hujur, Hindu boiddo and Buddhist
boiddo. Although all the healers give holy water, each conduct their rituals reciting from their own
religious texts. Some of the participants stated that the Buddhist text Moga Kitab is seen as the most
effective book for treating patients with psychosis.
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Gender based
differences around
service seeking
Participants in both communities felt that
more women go to traditional healers than
men because they tend to have more problems,
including back pain, headaches, and problems
with their husbands and children. Participants
felt women trust boiddos the most. Women go
to see a boiddo when they feel like someone
used tabiz (amulet) on them, or when they lose
their appetite and don’t feel they can eat.

“
“

More women (compared to
men) go to boiddos because women
have more illnesses, they have more
problems.”
—

A female from Rohingya community, 51

Hindu, Muslim and Buddhist
healers give the treatments by their
very own individual way. Each way is
so distinctive to each other.”
—

A male from host community, 30

Financial barriers are
the main challenge to getting medical support
Participants from both communities said that lack of money is the main barrier to getting medical
treatment for mental health problems, as most people in both communities are facing immense
poverty. Participants said that distance is also a barrier: hospitals are quite far away, and it costs to
travel there. While some people in the host community could afford to call a medical doctor to their
home, Rohingya refugees were reliant on traditional / faith healers as they could not afford medical
doctors’ visits.
Participants explained that some traditional healers ask for payment, and some do not, making some
of them more affordable than medical doctors.
Mental health professionals face many
challenges in service provision. They explained
that they face language barriers in the Rohingya
community. They find it difficult to get the
community to understand different aspects of
mental health and mental illness. They face
challenges while providing outreach services,
such as not having sufficient places to conduct
private sessions and not being allowed into
Rohingya patients’ houses due to distrust of
professionals linked to bad past experiences or

“

After some women’s child
died at the time of birth in the
hospitals of the camp, they do not
want to talk with us or let us in their
house.”
—

An outreach medical professional
working in Rohingya community

negative rumours about mental health services.
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Recommendations
The following recommendations have been drawn from this study about provision of mental health
services in and around the Rohingya camps in Cox’s Bazar:
Response should be based on culture and gender sensitivity: In both communities, people have
different needs and beliefs, which also differ according to gender. Service providers need to ensure
that mental health services are provided in a gender sensitive way, and do not dismiss or ignore
people’s traditional beliefs, otherwise people will not engage.
Communication to help build understanding and empathy around mental health: Communication
should build understanding about mental health and mental illness. People need information on
how to access treatment and what to expect when accessing services.
Communication should help to build empathy and support for people experiencing mental illness,
and inspire discussions focused on practical ways in which people can support one another and
help people to access appropriate services.
Communication should build people’s understanding about the specific skills of mental health
professionals so people feel confident about seeking and receiving the appropriate treatment.
Communication materials will need to address specific needs by gender as well as age, to address
different stigmas and barriers to services and support that men and women, and younger and
older people experience. Where there are particular sensitivities, communication materials may
need to use projective techniques, stories and dramas - characters that communities can identify
with and use to reflect on their beliefs without feeling criticised and without talking about personal
experiences if they do not want to.
Dedicated communication products, such as flip charts and drama-based programmes, can help
practitioners communicate effectively with the communities around mental health and mental
illness.
Outreach activities: More sessions and awareness programmes need to be conducted within both
communities to enhance knowledge around mental health and mental illness, and reduce social
stigma around these issues. As professionals are facing some difficulties in engaging communities
in their outreach activities, trusted community leaders should be involved so that people feel they
can trust practitioners and services.
Accessible service provision: Information about who provides mental health services and where,
and when to seek support, needs to be widely accessible for all community members.
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Conclusion
Findings of this research identified that for both Rohingya and host communities, mental illness is often
limited to psychosis. Other mental illnesses are seen to be linked to the condition of people’s regular
life.
Mental illness is often seen as having a spiritual cause, or being caused by magic or a curse. Or mental
illness is seen as being caused by ongoing physical ailments, or poor socioeconomic conditions.
Research findings show that people of both communities believe that sharing their problems with
others could be helpful for mental wellbeing, but because of the social stigma surrounding mental
illness and the fear of being labelled as mentally ill, people are discouraged from talking to others. This
problem is particularly marked for women and girls who do not have that much opportunity to talk
about their problems with others, and face greater social stigma since any perception that they have a
mental health disorder could jeopardize their chances of getting married.
Moreover, people suffering from mental illness are often stigmatized and abused publicly and are
considered an embarrassment to their families.
People’s service-seeking behaviour around mental health is mostly centralised around psychosis,
and people in both communities largely depend on traditional/faith healers rather than medical
interventions, which are perceived as too costly.
In providing mental health support to the communities, medical practitioners face many challenges
regarding communication – such as language barriers with the Rohingya refugees and difficulty
conveying what constitutes mental health and illness. They also face challenges with outreach activities,
including lack of places to conduct private sessions and not being allowed into Rohingya refugees’
houses due to distrust or negative rumours.
Based on the findings of this research, support and interventions should include communication
approaches and materials that help build understanding and open discussion about mental health
and mental illness, and the skills and confidence to seek appropriate treatment. They should seek to
develop empathy and support towards people experiencing mental health issues that helps them to
access and follow appropriate treatment. Interventions and services need to consider and respond to
different needs based on ethnicity, gender, and age at a minimum, and understand and be sensitive to
the existing beliefs and understanding that people hold about mental health and mental illness.
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Annex One:
Research Questions
Research Questions
ɮ What do the community people

ɮ Are there any social norms or social

know about mental health?

stigma among the communities
related to mental health issues?

ɮ How do they think and talk
about mental health issues?

ɮ Where do they go for seeking mental health
related support? Why do they go there?

ɮ What is their response and local practice
related to mental health issues?

ɮ What are the trusted sources in the
communities for seeking support for

ɮ How do they perceive mental health issues?
ɮ Where do the community people go to

mental health-related services?
ɮ What are the available services related

seek mental health-related support?
ɮ What are the (if any) informal services the

to mental health in the communities?
ɮ Do the communities face any

community seek to avail these services?

challenges in terms of receiving
service related to mental health?

ɮ Do they come to medical centre
for mental health support?

ɮ

Are there any challenges faced by the
practitioners in terms of providing mental

ɮ How do they describe their mental

health-related services to the community?

health-related problems?
ɮ Why and when do they go for
mental health-related services?
ɮ How do they decide about getting
mental health-related services?
ɮ What are the symptoms they
think as mental illness?
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Annex two:
Case studies used to describe
symptoms of mental illness
to research participants
Case study One: Depression
There is man in a camp/Palongkhali, who is a shopkeeper. He regularly goes to his shop at 7 am and
returns to his house at 3 pm. He used to hang out with friends. But in the last three months, most of
the time he seemed depressed all the time, staying quiet always. He does not go to his shop regularly,
and does not talk to other people, even he does not eat properly. His health condition is getting
bad, he is losing weight. His family members are now very worried about this. They asked him many
times what is wrong, but he replied nothing. This man has feeling of guilt and thinks that no one in
his society or family members like him and he is worthless. Though his family and his neighbours love
him very much and they always want him to talk with them freely.

Case study two: Anxiety
A woman lives in a camp/Ukhiya bazar. She has been facing some problems for many days. There
are excessive worries surrounding her and she is always avoiding social events and other people in
her community. For many days she has been feeling nervous, restless or tense, having a sense and
fear of future danger, panic and doom. Her heart rate increased day by day, breathing rapidly, always
sweating, shaking, feeling weak or tired, struggling to focus or think about anything other than the
present worry. She is having trouble sleeping, and is experiencing gastric problems. Now she is afraid
and nervous to go outside for her daily work.
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Annex three: Definition of
different mental illness
All definitions below come from the World Health Organisation fact sheets on Mental Disorders1.
Anxiety and depression are very common mental illnesses.

Anxiety is a general apprehension about what is going to happen or could possibly happen
in the future. Anxiety disorders are characterized by thoughts of worry and a general belief
that something will go wrong. Anxiety is what someone feels when worried, tense, or afraid
– particularly about things that are about to happen, or which could happen in the future.
Anxiety is a natural human response when someone feels that we are under threat. It can be
experienced through people’s thoughts, feelings, and physical sensations.
Depression can mean a long-lasting low mood that makes normal life and
daily activities much harder to do and seem less worthwhile. At its most severe,
depression

can

be

life-threatening

as

it

can

make

someone

feel

suicidal.

These two mental health problems are not one and the same but many people do experience
both at the same time. While depression and anxiety are two different medical conditions, their
symptoms and causes, and treatments can often overlap but their treatments may differ. So, it is
also important to identify the difference for successful treatment.
Psychosis (also called a ‘psychotic experience’ or ‘psychotic episode’) is when someone perceives
or interprets reality in a very different way from people around. It is a symptom of certain mental
health problems rather than a diagnosis itself. Psychosis affects people in different ways. It might
be experienced once, have short episodes throughout in life, or people may live with it most of
the time.
Trauma is an emotional response to an event like an accident, rape, or natural disaster.
Immediately after the event, shock and denial are typical. Longer term reactions include
unpredictable emotions, flashbacks, stained relationships, and even physical symptoms like
headaches or nausea. While these feelings are normal, some people have difficulty moving on
with their lives.

1

World Health Organisation (2021) Fact Sheets on Mental Disorders. Available at: https://www.who.int/news-room/fact-sheets/
detail/mental-disorders
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