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Abstract

Background: Mental illness adversely affect individuals because it severely limits their
ability to function and engage in daily life. Care for those who suffer from mental iliness

can have a positive impact on people's lives.

Aim: the aim of the study is to investigate the level of participation at community
among person with mental illness after getting treatment from Mental Health Day

Centre.

Method: This study was employed through a cross-sectional approach to achieve study
aim and objectives. Purposive sampling was used to collect data from 72 participants
of different diagnosis of mental illness who had completed rehabilitation service by a
structural questionnaire with face to face interview. World Health Organization
Disability Assessment Schedule 2.0 was used to conduct this study and data was

analyzed by using Statistical Package for Social Science.

Result: After analyzing data, it was found that most of the participants have mild (n=
28) to moderate (n=23) level of impairment and so they face problem in overall
community participation. Out of 72 participants, rate of mobility level was very high
(84.7%), then the rate of Self-care level (83.1%). 66.7% had cognitive stability. Among
them participation in life activities and social functioning rate was comparatively low
(47.2%). The rate of getting along level was very low (45.8%) at community setting.
Majority of the participants (68.1%) were diagnosed with schizophrenia whereas 18

participants have mild impairment and 18 participants have moderate impairment.

Conclusion: After rehabilitation, the vast majority of participants have no difficulty in
mobility or self-care activities. They face difficulties in life activities. Rehabilitation

service should be more community-based in order to increase life satisfaction, decrease
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dependence on others and increase employment as much as possible. Occupational

Therapist have an important role to promote a better social and psychological for quality

of life of person with mental illness following rehabilitation.

Key words: Community participation, Mental illness, Rehabilitation



Introduction

1.1 Background

Mental health is a basic human right issue. In order to cope with life's stresses, realize
one's potential, learn and function well, and give back to one's community, one must be
in a state of mental well-being known as mental health (WHO, 2022b). It is a crucial
element of health and well-being that supports our individual and societal capacities to
make decisions, form relationships, and influence the world in which we live (WHO,
2022b). Everyone is impacted by the problem of mental health (Chest, 2022). The world
and the lives of individuals all over the World can be changed by providing care for

those who struggle with mental illness or addition (Chest, 2022).

Unfortunately, most nations place little emphasis on mental health and disorders, and
there are no facilities available in the local community for their treatment or general
well-being (Janardhana & Naidu, 2012). Although mental, psychological and
behavioral problems cause a tremendous amount of suffering, they are chronically
underrepresented in traditional public health statistics (Janardhana & Naidu, 2012). A
person is deemed disable if they are unable to do a certain task owing to a physical
impairment or sickness (Chest, 2022). Psychiatric disorders can not physically harm a
person, but they might prevent them from doing numerous task that are expected of
them (Chest, 2022). Around the world, 970 million people battle some form of mental
illness or drug addiction. One of the four people are experiencing mental iliness at some
point in their lives (Chest, 2022). Mental illnesses are a contributing factor in 8.3
million death annually or 14.3% of all deaths worldwide (Chest, 2022). In 2019, 1 in
every 8 people, or 970 million people around the world were living with a mental

disorder (WHO, 2022a). 301 million people worldwide suffer from anxiety disorder,



280 million from depression, 40 million from bipolar disorder, 24 million from
schizophrenia, 14 million from eating disorder, 40 million from disruptive behavior and
dissocial disorder (WHO, 2022a). More than 23% of the world's population resides in
South Asia, where 150-200 million people are thought to be affected by mental
illnesses (Hossain et al., 2020). Numerous sociocultural obstacles, such as the stigma
associated with mental illnesses and a lack of knowledge, frequently cause
underreporting or late reporting of mental illness, which adds to the burden of mental
iliness on the general population (Hossain et al., 2020). Recent research has shown that
Bangladesh has a relatively high prevalence of mental health issues (Psychology,
2022). According to the WHO, Bangladesh is one of the top 10 nations in the world for
the prevalence of mental health issues and according to the report, 30% of people have

mental health issues (Psychology, 2022).

People who have lived experiences of mental health conditions can benefit from
community involvement and cultural engagement in terms of recovery, symptom
management, and increased social connections (Baxter, Burton, & Fancourt, 2022).
Community participation is essential for developing health-enabling community
contexts that support effective prevention, care, treatment and local advocacy (LSE,
2012). It can lead to increased access to information about health problems, better
access to practical, emotional and material support for the ill, and increased
empowerment (LSE, 2012). The principles of self-empowerment, community and
family support, utilization of available resources, involvement in decision-making, and
inclusion in community will serve as the foundation for mental health promotion,
prevention (WHO, 2016). Community-based psychiatric rehabilitation is a
comprehensive approach that unifies the efforts of numerous specialists,

pharmacological treatment, the patient’s primary caregivers, and community education



on mental disease (Saha et al., 2020). The key elements of this strategy help people
with mental illnesses recover quickly and reintegrate into their families and
communities (Saha et al., 2020). The cornerstones of rehabilitation research and
practice are the reduction of disability and restoration of functioning (McKibbin et al.,
2004). In 2020, 9.1 million (64.5%) of the 14.2 million adults with major mental
ilinesses got mental health care in the previous year (Chest, 2022). Young adults (18 —
25 years) with major mental illnesses were more likely to obtain treatment (57.3%) than
adults (26-49 years) and older individuals (72.9%) with serious mental illnesses (Chest,
2022). In CRP-Ganakbari, a new service for individuals with mental health needs was
established as of 2018, allowing the beneficiaries to participate in multifaceted duties
which helps them to return to their normal life (CRP, 2020). Around 199 clients with
mental health needs have completed their rehabilitation and return their community

(CRP, 2020).

The investigator finished his 3 year placement at the CRP, Ganakbari and National
Institute of Mental Health (NIMH) in Dhaka. He had some prior experience working
with people with mental illnesses (PWMI). The investigator observed the physical,
psychosocial, emotional, social and financial well-being of person with mental illness
(PWMI). From that idea, he was motivated to carry out a study to gauge the extent to
which PWMI participated in their community after completing their rehabilitation from
Ganakbari and returning to it. The 4" year project for the investigator is to conduct a
study in accordance with the course curriculum. However, little is known about
community participation, the investigator then tried to determine the level of post-

rehabilitation community participation among people with mental illness (PWMI).



1.2 Justification of the Study

Severe mental disorders deleteriously affect individuals by substantially interfering
with their functioning and life participation (Chronister et al., 2021). Many people
recovering from mental illness and their family members have joined self- help groups

of people with disabilities (Janardhana & Naidu, 2012).

Firstly, the extent to which a person with mental health needs can return to their daily
activities through rehabilitation service will be determined by this study. Secondly,
factors that hindering their participation level will also be identified. The findings of
this study will pave the way to work on how to make mental health rehabilitation
services more quality full. The Occupational Therapy students and interns will be
knowledgeable about the level of community participation among person with mental
illness. Moreover, in the first of research, it will serve as an evidence base for those
working in mental health rehabilitation service. To my knowledge, this is the first study
to look into how much people with mental illnesses can participating in their

communities in low and middle-income countries or South Asian nations.

1.3 Operational Definition

1.3.1 Mental IlIness

Mental illnesses are health conditions involving changes in emotion, thinking or
behavior (or a combination of these). Mental illnesses can be associated with distress
and/or  problems functioning in social, work or family activities

(AmericanPsychiatricAssociaton).

1.3.2 Community Participation
According to World Health Organization 2001,Community participation is defined as

independent engagement in community-based contexts across any of the following



social life domains: domestic life (e.g., cleaning, shopping); interpersonal life (e.g.,
formal relationships, intimate relationships, family relationships); major life activities
(e.g., education and employment); and community, civic, and social life (e.g., politics,

religion, culture) (Terry et al., 2018).

Programs that assist people with serious mental illness frequently hold community
inclusion as an objective and goal. Community integration has been described as having
three components, though definitions vary: physical integration (extent to which an
individual participates in activities and uses community goods and services), social
integration (extent to which an individual engages in social interactions with
community members), and psychological integration (extent to which an individual

feels a part of the community)(Baumgartner & Herman, 2012).

1.3.3 Rehabilitation
Rehabilitation is defined as “a set of interventions designed to optimize functioning and
reduce disability in individuals with health conditions in interaction with their

environment”(WHO, 2021).

1.3.4 Psychiatric Rehabilitation

The definition adopted by USPRA in 2007 is: Psychiatric rehabilitation promotes
recovery, full community integration and improved quality of life for person who have
been diagnosed with any mental health condition that seriously impairs functioning.
Psychiatric  rehabilitation services are collaborative, person-directed, and
individualizes, and an essential element of the human services spectrum and should be
evidence-based. They focus on helping individuals develop skills and access resources
needed to increase their capacity to be successful and satisfied in the living, working,

learning and social environments of their choice (Pratt et al., 2014). A crucial part of



the community support networks for those with severe and persistent mental illness is
psychosocial rehabilitation (Barton, 1999). Psychiatric rehabilitation could provide the
clinical methods and techniques for helping people achieve recovery and overcome

disabilities (lyer et al., 2005).

1.4 Study Question and Aim, Objectives

1.4.1 Study Question
What is the level of community participation of person with mental illness following

rehabilitation?

1.4.2 Aim
The aim of the study is to investigate the level of participation at community among
person with mental illness after getting treatment from Ganakbari Mental Health Day

Centre.

1.4.3 Objectives

» To state the socio-demographic characteristics of person with mental illness after
rehabilitation.

» To find out the cognition level and level of getting along at community setting.

» To explore the level of mobility and level of self-care at community setting.

» To determine the level of life activity engagement among person with mental illness
at community.

» To find out the participation level of person with mental illness in social
functioning.

» To investigate the level of impairment of person with mental illness at community
setting.

» To determine the association between condition and level of impairment of person

with mental illness after rehabilitation.



CHAPTER II: LITERATURE REVIEW

This chapter provides information on the health status and community participation of
people with mental illness after rehabilitation. This chapter also discuss the signs,
consequences, and significance of mental illness rehabilitation. At first it is needed to
search the key terms of the research title on different sites like Scopus, PubMed,
Embase, Google Scholar etc. For this literature review, related articles that have been
published within the last ten years are given more priority. Please see figure 2.1 for the

overview of literature review findings.

Figure 2.1

Overview of Literature review findings
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2.1 Mental IlIness

The prevalence of mental illnesses is high in the US. In America, nearly one in five
adults suffer from a mental illness (52.9 million in 2020). There are numerous
conditions that fall under the umbrella of mental ilinesses, and they can range in severity
from mild to severe. These ailments can be divided into two broad categories: Any
Mental Illness (AMI) and Serious Mental Iliness (SMI). All recognized mental illnesses
are covered by AMI. A smaller and more severe subset of AMI is SMI. An emotional,
behavioral, or mental disorder is referred to as any mental iliness (AMI). AMI can have
a range of effects, from no impairment to mild, moderate, or even severe impairment.
SMI is defined as a mental, behavioral, or emotional disorder that causes serious
functional impairment and significantly limits one or more major life activities. People
who experience disability as a result of SMI are particularly affected by mental illnesses

(NIMH, 2020).

2.2 Health Status
This part of literature review describes the overall health status of person with mental
illness which includes physical and mental health, physical, mental and psychosocial

issues associated with mental illness.

2.2.1 Physical Health

The World Health Organization (WHO) has published "Guidelines for the Management
of Physical Health Conditions in Adults with Severe Mental Disorders,” which states
that people with serious mental disorder have a significantly higher risk of developing
a number of physical health issues. The non-communicable and communicable diseases
are among these health risks. The risk of cardiovascular morbidity and mortality is
roughly one to three times higher in people with serious mental disorder than in the

general population. In comparison to the general population, diabetes risk is doubled



for people with schizophrenia, bipolar disorder, and depression, and is 1.5 times higher
for those with bipolar disorder. An elevated risk of death appears to be associated with
infectious diseases, such as hepatitis and tuberculosis, in serious mental disorder
patients (WHO, 2018). A qualitative interview study was conducted with 23 individuals
who had mild to moderate mental health issues. This study found that some participants
had physical obstacles to overcome, such as fatigue or physical health issues (Baxter,

Burton, Daisy, et al., 2022).

2.2.2 Mental Health

A nationwide cross-sectional survey on mental health literacy was conducted in
Singapore with 3,006 participants from March 2014 to April 2015. It concluded that
public perceptions of mental illness may affect how the general public interacts with,
supports, and helps those who are affected by it. The Attitudes to Mental Iliness
questionnaire among the general Singaporean population was found to have a 4-factor
structure, consisting of social distance, tolerance/support for community care, social
restrictiveness, and prejudice and misconception. More unfavorable attitudes toward
those who suffer from mental illness were linked to older age, male gender, lower
education, and lower socioeconomic status. Chinese exhibited more unfavorable
attitudes than Indians or Malay people (except for prejudice and misconception) (Yuan

etal., 2016).

2.2.3 Psychosocial issues

Psychosocial issues brought on by mental illness can include decreased social
connectedness and quality of life issues for the person with mental illness as well as
their family members. The stigma associated with mental illness, which affects not only
the patient but also the family as a whole, makes psychosocial challenges even more

difficult. It has been discovered that people with mental illness frequently struggle to
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make money and frequently depend on family member’s financial assistance to cover
their basic living expenses and any medical costs related to their illness. According to
a study conducted in rural Ghana, the main challenges faced by caregivers were lack of

time, depression, social exclusion, and financial difficulties (Iseselo et al., 2016).

2.3 Community participation

Mark S Salzer, Eugene Brusilovskiy, Janet Prvu-Bettger & Petra Kottsieper conducted
a study on May 2014 among 119 individuals with a diagnosis of schizophrenia, bipolar
disorder or major depression. It is found that in rehabilitation research and assessment
studies with this population, community engagement of people with psychiatric
impairments may be accurately monitored utilizing two administration approaches.
These people participated in a variety of essential community activities to varied
degrees, though typically not to the extent they would like. More intervention activities

were required to boost community engagement levels sufficiently (Salzer et al., 2014).

Joy Noel Baumgartner & Daniel B. Herman conducted a research and stated that
explicitly focused on promoting active participation in civil society (including
employment), will be needed to enhance community integration for persons with severe
mental illness. The integration measures we used for the study could have left out
crucial aspects, like psychological integration and interactions with people the
respondent doesn't know, which could have caused us to overestimate the true impact
of the CTI. A randomized trial that enrolled 150 participants with severe mental illness
after discharge from inpatient psychiatric treatment, 95 of whom completed 18-month
outcome measures. It was investigated how the social and physical components of
community integration related to demographic data, symptom ratings, housing
situation, and treatment condition. Housing security was therefore not linked to

successful integration outcomes. Physical and social integration were negatively
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correlated with both general and negative symptoms. Future studies should focus on
improving measurement of community integration so that it can be effectively studied
as an important outcome of mental health interventions for this population (Vava et al.,
2022). An investigation was conducted by Daish Fancourt and Louise Baxter among
the 7241 respondents to the taking part survey, an English household survey that was
conducted at random face to face. Lower levels of physical, social, and psychosocial
opportunity, as well as psychosocial capability, were found to reduce levels of cultural
participation among people who have low happiness levels, according to behavior
change theory research. However, other real and perceived barriers still need to be

investigated (Fancourt & Baxter, 2020).

In a different study, 352 schizophrenia patients were recruited from Spain with the goal
of achieving full recovery or, if that were not possible, a level of recovery that would
lessen the disease's negative effects on the patient’s daily lives. A thorough battery of
tests was completed by them, including ones for psychopathology, functionality, and
quality of life. Its temporal stability was evaluated by testing 36 patients again six
months later. The results showed a correlation between symptomatology and quality of
life, with higher symptomatology being associated with lower social and occupational
functioning. This observation was in line with some studies that have linked low
functioning, poor quality of life, and high disability levels with the depressive
symptoms that schizophrenia patients typically experience (GAYNES et al., 2003;

Guileraetal., 2012).

People with lived experience of mental health conditions could benefited from recovery
support, symptom management assistance, and increased social connections through
community and cultural engagement. In 2022, Baxter et al. conducted a study to

examine the constraints and opportunities for people with mental health conditions to
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engage in social and cultural activities. The study discovered that participants were
driven to participate in cultural and community activities by "a creative identity," the
conviction that doing so would aid in the recovery from mental illness, and a desire to
socialize and make friends. The enjoyable nature of activities-maintained participation
motivation. However, the cost of the event, the activities’ inaccessibility and
occasionally lack of structure, as well as the attendant social anxiety, hindered

participant’s ability to participate (Baxter, Burton, Daisy, et al., 2022).

The community functioning of Chinese people with common mental disorders and their
relationships to various factors were examined in a study of China. A stratified random
sample of 238 patients over the course of a year in three public outpatient psychiatric
clinics in Hong Kong. The patients participated in baseline and follow-up evaluations
of their community functioning in four areas (self-care, independent living skills, social
skills, and work skills), as well as evaluations of their self-efficacy, self-esteem,
physical functioning, behavioral regulation, mental states, family expressed emotion,
and perceived social stigma. Data revealed that the patients had improved self-care,
work skills, and behavioral regulation after a year. Patients with higher baseline self-
esteem and diminished stigma-related negative reactions were more likely to improve
their social skills, whereas patients with higher baseline self-esteem and increased self-
esteem were more likely to improve their work skills. The results suggested that
rehabilitation services for people with common mental disorders might emphasize
raising self-esteem and reducing discrimination experiences to support their

development of social and occupational skills (Chan et al., 2017).

Elise Whatley, Tracy Fortune, and Anne Williams carried out a qualitative study in
Australia. Based on their findings, they came to the conclusion that sprout had

developed an active participation philosophy. The research highlighted the possibilities
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that community development initiatives present for fostering environments that
promote participation and social inclusion (Whatley et al., 2015). Kuei-Ru Chou and
colleagues conducted a study among 190 outpatients with schizophrenia at 10
community rehabilitation centers in Taipei. Findings showed that empowerment in
outpatients with schizophrenia mediates QOL, whereas psychosocial rehabilitation
activities seem to increase empowerment, which may in turn increase QOL. Psychotic
symptoms seem to have a direct effect of decreasing QOL that could not be mediated
by empowerment. The results of this study confirm the value of rehabilitation and
empowerment programs in improving community outpatients' quality of life. We
suggest that various rehabilitation programs and empowerment health education are
required to enhance the quality of life (QOL) for schizophrenia outpatients in the
community. (Chou et al., 2012). severe psychotic symptoms were an important factor

that could decrease QOL for patients with schizophrenia living in the community.

337 people participated in a study in Italy that looked at the outcomes of every patient
who left a psychiatric hospital there. There were no differences in psychopathology or
social functioning among patients who moved into the community after being followed
up on. The majority of long-term psychiatric patients can successfully transition from
inpatient facilities to community housing, according to the results (Barbato et al., 2004).
People with mental disorders in general and patients with severe mental illness in
particular experience transitions from inpatient to outpatient or community. Ranging
between 22% and 90%, the average rate of utilization of after care is about 50%. Large
number of psychiatric patients do not receive aftercare in the period immediately
following hospital discharge. Community Care Units (CCUs) were created as part of
the deinstitutionalization of psychiatric services to offer patients who were being

discharged from a large psychiatric hospital's long-stay open wards housing, clinical
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care, and rehabilitation. The subjective aspects of the new environment that affected
patients the most were CCUs, which improved living conditions for patients. However,
over the course of the first year after transfer, the levels of symptoms and disability
barely changed on average. A longer follow-up period may allow for the detection of
further change, but this is complicated by the fact that the cohort, which was not
particularly young to begin with, is aging and that this has its own negative effects.
patient population could be to blame for the outcome. Patients being transferred to a
community living option with clinical staff may have contributed to the positive
outcome because families may have been more willing to trust this option than

discharge options with less intensive support (Trauer et al., 2001).

2.3.1 Cognitive Independence

The way in which neurocognitive change, functional change and service intensity
during community based psychosocial rehabilitation for schizophrenia are regulated
was studied extensively by J. S. Brekke, M. Hoe and M. F. Green (Brekke et al., 2009)
in 2009. 130 individuals diagnosed with schizophrenia were chosen to have a year of
community-based psychosocial treatments to see how much their neurocognitive
function changed. 42% of the group did not show improvement in neurocognitive
functioning whereas 58% did.(Brekke et al., 2009). According to a US study,
researchers, policymakers, and advocates for mental health have prioritized community
integration (Nelson et al., 2001; Ware et al., 2007; Yanos, 2007). Adults with serious
mental illnesses may need special attention because of the lack of resources in the
community and participation opportunities. Therefore, finding ways to encourage
community integration and, ultimately, recovery, may be crucial. Therefore, the results

from the present study emphasize the significance of community-based factors,
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particularly community participation and a sense of community, in promoting favorable

mental health outcomes for adults with serious mental illnesses (Chen et al., 2022).

2.3.2 Independence in activities of daily living (ADLS).

The fundamental abilities required for people to live independently or lead fulfilling
lives are activities of daily living. These abilities may deteriorate in people with
complex psychosis as a result of the cognitive effects or adverse symptoms. People who
are receiving rehabilitation are encouraged to participate in structured group activities
and receive training to improve their daily living skills (UK, 2020). Person with mental
iliness have a significant association with impaired engagement in activities of daily
living (ADL). Musculoskeletal, neurological, circulatory, or sensory conditions can
lead to decreased physical function leading to impairment in ADL. Other factors such
as side effects of medications, social isolation, or the patient's home environment can

influence the ability to perform ADLs (Edemekong et al., 2022).

2.3.3 Mobility

Independence and a high quality of life in terms of health depend on mobility (K & J,
2018). Humans are social creatures in that we require regular interaction with other
people. A brief conversation at the neighborhood shop, a trip to the library, getting a
haircut, or joining a social club can all significantly improve mental health and
happiness. Although this makes life easier for us and keeps us connected, many people
with mobility issues stop going out and rely more and more on deliveries and the
Internet, which means they have little to no real human contact (Wade, 2019). Mobility
issues and mental health symptoms are common in the general population of Finland.
Socio-demographic and health-related factors were unable to fully account for the
observed associations. Health professionals should be aware of the overlap between

mobility restriction and mental health symptoms. The relationship between mental
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health symptoms and mobility restriction needs to be taken into consideration when
developing health services and health promotion because it is well known that people
with mental illness face more barriers to accessing health care than the general

population (Rask et al., 2015).

2.3.4 Occupational Engagement

In Occupational Therapy, occupation means activities of daily living which includes
self-care, productivity and leisure. Engagement in occupation hampers most by the
cause of mental illness. It is possible to recover from mental illness and resume work
and other worthwhile activities. When the focus is on independence, self-reliance, and
community integration, recovery rates are higher. As soon as possible, start doing work
that is meaningful to you. Additionally, recovery is aided by setting and achieving
personal goals (Kelsey-Sugg, 2015). According to findings from numerous studies,
recovery is an ongoing occupational process that appears to involve gradual re-
engagement, participation in day-to-day occupational activities, and full community
involvement. The promotion of connectedness, hope, identity, meaning, and
empowerment as well as the establishment of routines and support for people in
managing illness appear to be ways that meaningful and valued work appears to aid in

recovery (Doroud & Fortune, 2015).

2.4 Stigma and Barriers in participation

Stigma is one of the most fundamental and unceasing challenges that individuals with
mental illness face. Stigma can be associated with a variety of health conditions, but
mental illness stigma remains especially severe and pervasive. Negative attitudes,
discrimination, and a lack of knowledge are the three main causes of stigma. The

prevalence of self-stigma is high, ranging from 22.5% to 97.4% and is thought of as a
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"second illness" by those suffering. Mental illness stigma is multifaceted and can be
caused by both social and psychological factors (Conklin, 2021). Stigma associated
with mental illness, including that which exists within the healthcare system and among
healthcare providers, poses significant obstacles to access and high-quality care (Knaak
et al., 2017). People with mental illnesses and the people who care about them, such as
their family members, are both negatively impacted by stigma. Many diverse racial and
ethnic communities struggle with the stigma associated with mental illness, which
makes it difficult for members of those communities to access mental health services
(AmericanPsychiatricAssociation, 2020). According to research, participation is
significantly hampered for those who are dealing with mental health issues. In 2022,
Baxter et al. proposed that people with mental health conditions may be at risk of
encountering barriers to community and cultural engagement due to existing social
inequalities and social anxiety, but that believing that involvement will support mental

health was an enabler to participation (Baxter, Burton, Daisy, et al., 2022).

2.5 Mental Health and Occupational Therapy

In both modern and historical societies, mental health issues are pervasive. The
historical foundation of occupational therapy development also centers on mental
health. Therefore, a special issue of the British Journal of Occupational Therapy with a
focus on mental health occupational therapy is greatly needed and appreciated (Eklund,
2021). A qualitative study from the UK of veterans with mental health issues who took
part in a workshop to improve daily tasks and resilience reveals that the participants set
occupational goals and started to change their lifestyles, gained insight into the
relationship between work and health, and thought back on their recovery journeys
(Vaughan-Horrocks, 2020). The advantages of being in a group were emphasized, just

like in numerous other group-based occupational therapy programs (Lund et al., 2019).
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Another Australian study looks into the activity and participation of people who use
mental health services (Jennings et al., 2021).The objective of this quantitative cross-
sectional study was to find any correlations between these patterns and demographic
traits (Bejerholm & Eklund, 2006). Home-based activities and unpaid work were the
most prevalent activities, according to the findings, which are consistent with earlier
research (Bejerholm & Eklund, 2006). The study also identifies some demographic
traits that are linked to activity and participation patterns, such as older users being less
active in employment and physical activity, and female and culturally diverse users
being less likely to participate in community activities (Bejerholm & Eklund, 2006).
The fact that so much about occupational therapy for mental health is already known is
encouraging, and the unknown opens up intriguing and alluring possibilities for future

study (Eklund, 2021).

2.6 Key gaps of the study

Most of the studies was conduct in a specific hospital. So, the results cannot be

generalized all over the world.

e Some studies focused on social integration. But other important areas of community
functioning such as physical independence, financial dependency was not focused
well.

e Also, Employment, empowerment is not well focused in maximum studies.

e In Bangladesh, no study has been conducted regarding community participation of

person with mental illness following rehabilitation.
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CHAPTER I1l1: METHODS

3.1 Study Design

3.1.1 Study method

To conduct this study the investigator used quantitative study design with cross
sectional study/approach to explore the participation level of person with mental illness
when they return back to their community after completing rehabilitation from
Ganakbari mental health day centre. Since the issue is well-known, straightforward,
and clear-cut, a quantitative approach was appropriate for this study. In a quantitative
study contracting the quantity of responses, collecting numerical data; analyzing the
data in how many or how much, so it was the best study design for the student researcher

to collect data (Madisha, 2018).

3.1.2 Study approach

Cross sectional approach was used to conduct this study. The best technique to assess
prevalence is through a cross sectional study that is one type of observational study,
which is also helpful in detecting associations that may later be more thoroughly
investigated through the use of a cohort or a randomized controlled research (Mann,
2003). The main benefit of cross-sectional studies is that they are typically quick and
affordable. Less resources are needed to carry out the study because there is no follow
-up (Mann, 2003). On the other hand, a cross sectional study involves collecting data
from populations at a specific point at a time, so this study design was also the best

study design of this research (cherry, 2019).
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3.2 Study Setting and Period

3.2.1 Study Setting
This study was conducted at the community of person with mental illness who took

rehabilitation service from CRP, Ganakbari.

3.2.2 Study Period
The study was conducted on August 2022- February 2023. Data of this study was

collected from November 2022 to December 2022.

3.3 Study Participants

3.3.1 Study Population
The person who had mental health needs and got Occupational Therapy treatment from

Ganakbari Mental Health Day Centre and go back to their community.

3.3.2 Sampling Technique
Sampling is the process of selecting a portion of the population to represent the entire
population so that inferences about the population can be made. The researcher used

purposive sampling method for collecting the sample in the study.

Purposive sampling represents a group of different non-probability sampling
techniques. Also known as judgmental, selective or subjective sampling, purposive
sampling relies on the judgement of the researcher when it comes to selecting the unit
(e.q., people, cause/organization, events, pieces of data) that are to be studied. Usually,
the sample being investigated is quite small, especially when compared with probability

sampling technique(dissertation).

3.3.3 Inclusion Criteria
» Both male and female who were 18 or above 18 years old and completed the

rehabilitation service from Ganakbari mental health day Centre.
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» Individual with pure mental illness like Schizophrenia, Bipolar Mood Disorder,
Major Depressive Disorder, Obsessive Compulsive Disorder, Generalized Anger
Disorder, Personality Disorder, Conduct Disorder, Anxiety Disorder.

> In medical note, it was clearly mentioned that participant’s insight was good.

3.3.4 Exclusion Criteria
» Individual with neurodevelopmental disorder like ASD, ADHD, Intellectual

Disability.

3.3.5 Sample Size

_z%xpq
=T

Here,

n=sample size

N= Population

z= the standard normal deviate usually set at 1.96; 95% confidence interval.

p= anticipated prevalence (0.5); though the prevalence of person with mental illness is

yield, so total amount of disability (50%) is consider.

g= (1-p) = 0.5; proportion in the target population not having the particular

characteristics

d= Allowable error (0.05); degree of accuracy required (level of significance/ margin

of error)

(1.96)% x0.5 x0.5
(0.05)2

So, the sample size= n=

_ 3.8416 x0.5 x0.5
.0025




_ 0.9604
0.0025

=384.16
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About 199 clients with mental health needs completed their rehabilitation and return

their community. And in case of this study sample size < population.

When, Ss< N

Finite correction =

=131.11262

According to this calculation, the standard sample size was 131. But the investigator

selected only 72 participants who completed their rehabilitation service from

Ganakbari, CRP for the time limitation (October 2022- November 2022).

3.4 Ethical consideration

e First of all, Ethical clearance was sought from the Institutional Ethical Review

Board of Bangladesh Health Professions Institute (BHPI) through the department

of Occupational Therapy, BHPI.

e Then the investigator took consent form from the Institutional Review Board (IRB).

e The investigator also informed the entire participants about the purpose and aim of

the study.



23

e All the participants were informed that their information would be used in the
research but their name and address would be confidential.

e All participant participated voluntarily in this study.

e After receiving the clearance (CPR/ BHPI/ IRB/ 09/ 22/ 630 attached on appendix)

from the board, the investigator continued the further process.

3.4.1 Informed Consent

Before conducting the data collection, the investigator read out the information sheet
where the title of the study, aim and objectives of the study mentioned clearly. After
understanding the purpose of the study, the populations had full freedom to make the
decision if they wanted to participate or not. After confirming it, the investigator again
read out the consent form where ethical consideration, confirmation was described.
After hearing and understanding everything, the participants gave their consent.
Participants have the right and can voluntarily withdraw to participate in the study
before starting the data analysis. Those who rejected their participation in the study, the

investigator thanked them for giving their time.

3.4.2 Unequal Relationship
The investigator did not know the participants personally. He selected the participants

according to inclusion and exclusion criteria. So equal relationship was ensured.

3.4.3 Risk and Beneficence

> Investigator ensured that he would not occur any risk for the participants.

> Investigator also contacted with a psychologist and referred the wvulnerable
participants.

» Monetary Benefit
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Investigator did not pay the participants for their given data. But include the benefit that

came from giving this data.

3.4.4 confidentiality

The information of each participant was kept private. Their name and identity were not
disclosed to anyone except for the supervisors and it was state on the information sheet.
3.5 Data Collection Process

3.5.1 Participant Recruitment Process

Figure 3.1

Flow chart of Participant Recruitment Process

N
Mental Health Day Care Centre,
CRP, Ganakbari
I’L N
Initial List of Participants
(199) )
l I 11

Provide Did not Did not Not able to Died
Consent provide meet contact (53) (5)

Inclusion
and

Phone Call
(3 Times)
Participated Not Participated
(72) | N (127)

72 participants with different condition were recruited with different background.

Participant recruitment diagram is given in figure 3.1. The participants were recruited
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through meeting the inclusion and exclusion criteria. Those who had completed their
rehabilitation from a mental health day centre within the age of 18 years or above.
Individual who had pure mental illness such as Schizophrenia, Bipolar Mood Disorder,
Obsessive Compulsive Disorder, Depressive Mood Disorder, Personality Disorder,
Generalized Anxiety Disorder were included in this study. After collecting the initial
list of total participants, the investigator contacted with the participants through phone
call. Whom did not able to contact, the investigator tried for 3 times to connect.
Individual who did not interested to participate willingly were excluded from this study.

Person with neurodevelopmental disorder would not be able to participate in this study.

3.5.2 Data Collection Method

First, the investigator introduced to the participants prior to data collection. Investigator
also verbally presented the details of the study, including aim, objectives and purpose
of the study. After that, he allowed the participant to ask relevant question. Before
starting data collection, the investigator asked the participant about his/her location,
place and time of interview. When the participant agreed with the investigator and they

felt comfort with the place, then the he started taking data from the participants.

3.5.3 Data Collection Instrument

WHODAS 2.0 is a practical, generic assessment instrument that can measure health
and disability at population level or in clinical practice (WHO 2023). WHODAS 2.0
captures the level of functioning and questionnaire contains the interviewer
administered 36-item version in six domains of life. For all six domains, WHODAS 2.0
provides a common metric of the impact of any health condition in terms of functioning.
Being a generic measure, the instrument does not target a specific disease- it can thus
be used to compare disability due to different diseases (WHO 2023). WHODAS 2.0

also makes it possible to design and monitor the impact of health and health related
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interventions. The instrument has proven useful for assessing health and disability
levels in the general population and in specific groups (people with a range of different
mental and physical conditions). Furthermore, WHODAS 2.0 makes it easier to design
health and health related interventions and to monitor their impact. The six domains

are: Cognition, Mobility, Self-care, Getting-along, Life activities and Participation.

The investigator took face to face interview to collect data. In this study WHODAS 2.0
questionnaire was used as data collection tool.The investigator used simple scoring
where the scores assigned to each of the items: This method was referred to as simple
scoring thus there was no weighting of individual items. This approach was practical to
use as a hand-scoring approach and may be the method of choice in busy clinical

settings or in paper-pencil interview situations.

Simple scoring of WHODAS was specific to the sample at hand (Ustun et al., 2012).
WHODAS 2.0 World Health Organization Disability Assessment Schedule 2.0 (0-100,
higher greater activity limitations and participation restrictions). Data was collected
from the participants who have completed their rehabilitation and return to their

community.

3.6 Data Management and Analysis

After completing the initial data collection, every questionnaire was check again to find
out any mistake or unclear information. Then the investigator did set up the variable
and input the all data in SPSS version 26. Then data was analyzed through Statistical
package of social science (SPSS) version 26 and data was levelled in Microsoft Excel
worksheet and arranged in results. Then data was analyzed through descriptive statistics
to find out the frequency, percentage, mean, minimum, maximum and standard

deviation value.



27

3.7 Quality Control and Quality Assurance

All data was done accurately under the supervision of the respected supervisor and
followed all the instructions. Before selecting the study methodology, it was ensured
that it may fulfil the study purpose. The data was collected by using the “Bangla
version” question. The question was selected from the published research, the name of
the scale was “WHODAS 2.0. The scale was already translated into Bangla. As the
participant was the community people, a field test is done with 3 participants to find
out any understanding difficulty and cultural issues. After the field test, the question
was modified to match our cultural perspective to get wider information and make it

understandable.
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CHAPTER IV: RESULT

In this chapter the results of the investigation are presented. The findings of this study
are represented in the chapter by use of tables and figures, with an emphasis on
sociodemographic data, cognition levels, mobility levels, levels of self-care, levels of
getting along, and levels of life activity engagement and participation level among
people with mental illness in the community. The socio-demographic characteristics of

person with mental illness after rehabilitation were given in table 4.1.
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4.1 Socio-Demographic Characteristics of person with mental illness

Table 4.1

Socio-Demographic Characteristics of person with mental illness following

rehabilitation (N=72).

Variable Category Count Percentage
Age 18- 31 years 42 58.3%
32- 45 years 27 37.5%
46- 59 years 3 4.2%
Gender Female 26 36.1%
Male 46 63.9%
Living situation at the  Independent in community 47 65.3%
time of interview Assisted living 23 31.9%
Hospitalized 2 2.8%
Education (years) Iliterate 2 2.8%
Primary Level 9 12.5%
Secondary level 42 58.3%
Higher Secondary level 19 26.4%
Current Marital Status Never married 43 59.7%
Currently Married 19 26.4%
Separated 4 5.6%
Divorced 5 6.9%
Widowed 1 1.4%
Occupation Paid Work 16 22.2%
Self-employed, such as own 10 13.9%
your business or farming.

Student 9 12.5%
Keeping house/ Home maker 7 9.7%
Unemployed (health reasons) 28 38.9%
Unemployed (other reasons) 2 2.8%
Diagnosis Bipolar mood disorder 15 20.8%
Schizophrenia 49 68.1%
Obsessive Compulsive 1 1.4%

Disorder
Generalized Anxiety 4 5.6%

Disorder
Depressive mood disorder 1 1.4%
Personality Disorder 2 2.8%
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Table 4.1 provides an overview of socio-demographic information including living
situation at the time of interview, gender, age, educational status, current marital status,
occupation, and diagnosis of people with mental health issues after completing
rehabilitation. Male involvement was higher (63.9%) than female participation
(36.1%). The major number of participants 68.1% (n=49) had the diagnosis of
Schizophrenia, whereas 15% (n= 15) Bipolar mood Disorder, 5.6% (n=4) Generalized
anxiety Disorder, 2.8% (n= 2) Personality Disorder, Obsessive Compulsive Disorder
and depressive Mood Disorder are same as 1.4%. 42 (58.3%) participants of the study
were between the age range of 18 years to 30 years, 27 (37.5%) were between the ages
of 31 years to 40 years, and 3 (4.2%) were above 40 years.

Table 4.1 showed that, During the interview, 65.3% (n= 47) were self-sufficient and
gave the data by own, 31.9% (n= 23) were in assisted living, and 2.8% (n=2) were
hospitalized. Out of 72 participants, 58.3% (n= 42) were in secondary level of
education, 26.4% (n= 19) were in higher secondary level, 12.5% (n= 9) were in primary
level of education, and 2.8% were illiterate. It also showed that 59.7% were unmarried,
26.4% were married, 6.9% were divorced, 5.6% were separated and 1.4% were
widowed.

Additionally, after returning their community 41.1% were unemployed because of their
health conditions and other reasons, 22.2% joined in paid work, 13.9% were self-
employed and maintaining their own business or farming. 12.5% were continuing their

study. 9.7% were keeping their house.
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4.2 To Identify the level of cognition, mobility, self-care, getting along, life
activities and participation of person with mental illness following
rehabilitation.

According to WHODAS 2.0, Here level of cognition, mobility, self-care, getting along,
life activities and participation range 0-100, where 0= normal or no disability, 100= full
participation restriction or disability for 72 participants. The investigator used complex
scoring; it takes into account multiple levels of difficulty for each WHODAS 2.0 item.
This type of scoring for WHODAS 2.0 allows for more fine-grained analyses that make
use of the full information of the response categories for comparative analysis across
populations or subpopulations. It took the coding for each item response as none, mild,
moderate, severe, extreme separately, and then used a computer to determine the
summary score by differentially weighting the items and the levels of severity.
Basically, the scoring had three steps; 1= summing of recorded item scores within each
domain, 2= summing of all six domain scores, 3= converting the summary score into a
metric ranging from 0 to 100 (WHO, 2012). After calculating the scores of the domains,
the investigator divided the scores into different range (lower to higher percentage)
where 0 to 24 means no disability, 25- 49 means mild disability, 50 to 74 means
moderate disability and 75 to 100 means fully disable. No disability indicated that
highest level of community participation and fully disable indicated the lowest level of
community participation. Mild disability means good community participation level
with minimum difficulties and moderate disability means low level of community
participation.

4.2.1 Level of Cognition

Level of Cognition was identified in the figure 4.1.
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Figure 4.1

Level of Cognition of person with mental illness following rehabilitation (N=72).

E No cognitive impairment

M Mild cognitive impairment

M Moderate cognitive impairment
[H Severe cognitive impairment

Closer inspection of the figure 4.2 shows that out of 72 participants, 66.7% (n= 48) of
participants have no cognitive impairment, 20.8% (n= 15) have mild cognitive
impairment, 6.9% (n= 5) have moderate cognitive impairment, and 5.6% (n= 4) have
severe impairment or disability. It can be seen from table 4, 84.7% of the total
participant has no problem in mobility and 15.3% have mild problem. No participant

has moderate or severe problem in this component.

4.2.2 Level of Mobility

To know the level of mobility, see in table 4.2.

Table 4.2

Level of Mobility of person with mental illness following rehabilitation (N=72).

Points Frequency Percentage
No problem 61 84.7%
Mild problem 11 15.3%

Total 72 100%
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From table 4.2, It was founded that out of 72 participants 84.7% (n = 61) have no
problem in their Mobility issues. They were independent to move in home and out of
their home. 15.3% faced mild problem in mobility. No participants disclosed having
moderate or severe problem in this domain.

4.2.3 Level of Self-care

Self-care level of person with mental illness was identified in the table 4.3.

Table 4.3

Level of self-care of person with mental illness following rehabilitation (N=72).

Points Frequency Percentage
No problem 60 83.3%
Mild problem 7 9.7%
Moderate problem 4 5.6%
Severe problem 1 1.4%
Total 72 100%

The majority of the participants (n = 60), as shown in table 4.3, stated that they were
capable of performing self-care tasks like bathing, dressing, eating, and staying alone
for a few days. About 83.3% were able to take care of themselves by their own. 9.7%
of participants (n = 7) had some difficulty in doing their selfcare. 5.6% of the sample
(n =4) had moderate issues in this domain. 1.4% of respondents reported having serious
difficulties carrying out self-care tasks at home. The most striking result to emerge

from the data was that no participant reported having problem in their sexual activities.

4.2.4 Level of Getting-along

In the table 4.4, Level of Getting-along was identified.
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Table 4.4

Level of Getting along of person with mental illness following rehabilitation (N=72).

Points Frequency Percentage
No problem 33 45.8%
Mild problem 30 41.7%
Moderate problem 8 11.1%
Severe problem 1 1.4%
Total 72 100%

According to the findings which were presented in Table 4.4, 45.8% of the sample (n =
33) were capable of maintaining friendships, interacting with strangers, getting along
with people in their immediate circle, making new friends, and performing their sexual
activity. Getting along was a challenge for 41.7% of the population (n = 30). A
moderate problem was mentioned by 8 participants (11.1%). 1.4% of people (n = 1)

had serious problems and were unable to engage in getting along activities.

4.2.5 Level of Life-activities at community

Level of Life-activities at community was given below in the figure 4.2.

Figure 4.2

Level of Life activities of person with mental illness following rehabilitation (N=72).

S0

Percent

Mo Problem Mild Problem Moderate Problem Severe problem
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It was apparent from this chart that 47.2% (n = 34) participants had no difficulties in
their life activities. 26.4% (n = 19) of respondents reported minor difficulties with their
homes, jobs, or studies. Participants who faced moderate problems with daily tasks
comprise 23.6% (n = 17). Only 2.8% (n = 2) of participants did not perform or face

severe problem in their life activities including household activities and work activities.

4.2.6 Level of Participation of person with mental illness

Participation level of person with mental illness was described. in the table 4.5

Table 4.5
Level of Participation in Social Functioning of person with mental illness following

rehabilitation (N=72).

Points Frequency Percentage
No problem 34 47.2%
Mild problem 24 33.3%
Moderate problem 12 16.7%
Severe problem 2 2.8%
Total 72 100%

Table 4.5 highlighted the level of participation in social functioning of person with
mental illness at their community. Whereas 47.2% (n = 34) claimed that they had no
trouble taking part in social activities. 33.3% of people (n = 24) experienced mild
problems. 16.7% (n = 12) of participants said it was somewhat difficult to get involved
in community activities. Only 2.8% (n=2) of people faced numerous obstacles, which
prevents them from participating in social activities and from living with dignity.

We found that 66.7% people had no problem in cognition, 84.7% participants were
fully independent in their mobility, 83.3% participants were fully independent in their
self-care activities, 45.8% people were fully independent in getting along, 47.2% people

had no problem in their life activities and participation in the community.
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4.3 ldentify the Association between Condition and Level of

Impairment.

Table 4.6
Association between Condition and Level of Impairment of person with mental illness

following rehabilitation (N=72).

Condition None Mild Moderate Severe Total

Bipolar Mood 26.7% 60.0% 13.3% 0% 100%
Disorder 4) 9) (2) (15)

Schizophrenia 18.4% 36.7% 36.7% 8.2% 100%
9) (18) (18) (4) (49)

Obsessive 0% 100% 0% 0% 100%
Compulsive Disorder (1) 1)

Generalized Anxiety 50% 0% 50% 0% 100%
Disorder 2 (2 4)

Depressive Mood 0% 0% 100% 0% 100%
Disorder (1) 1)

Personality Disorder 0% 0% 0% 100% 100%
) )

Total 20.8% 38.9% 31.9% 8.3% 100%

(15) (28) (23) (6) (72)

According to table 4.6, The most striking result to emerge from the data was that out of
72 participants 28 participants had mild impairment (where 18 with schizophrenia, 9
with bipolar mood disorder and 1 with obsessive compulsive disorder), 23 participants
had moderate impairments (where 18 participants with schizophrenia, 2 with bipolar
mood disorder and 2 with generalized anxiety disorder and 1 depressive mood
disorder), out of 15 participants who had no impairment 9 were diagnosed with

schizophrenia, 4 diagnosed with bipolar mood disorder, 2 diagnosed with generalized
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anxiety disorder. 5 participants had severe impairment (whereas 4 with schizophrenia,
and 1 with personality disorder. 1 participant diagnosed with personality disorder had

extreme level of impairment though completing rehabilitation service and returning his

community.
Chi-Square Test
Value Exact Significance (1-sided)
Fisher’s Exact test 33.201 .002
N of Valid Cases 72

Association between diagnosis of participants and their level of impairments were
showed in the above. The investigator did a chi-square test to identify the significance
of the association. And the result of chi-square test was 0.00 (p < .05). so, it can say
that the level of impairment and the diagnosis of participants were associated to each

other.

From this study it was identified that 20.8% (n=15) participants can fully participate in
their community activities and their community participation level is highest. 38.9%
(n=28) participants considerably participate in their community activities which
indicates good community participation level with minimum difficulties. 31.9% (n=23)
participants faced moderate problem and their community participation level is low.
8.3% (n=6) participants did not participate in their community activities and that means

their community participation level is very poor or lowest.
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CHAPTER V: DISCUSSION

This was the cross-sectional study to investigate the level of community participation
of person with mental illness who have completed their rehabilitation from Ganakbari
mental health day centre, CRP and return to their community. The study also identifies
the socio-demographic characteristics and the level of impairment of the participants.
The investigator contacts the participants over telephone and collected data through

face-to-face interview with the response rate 50%.

Among 72 participants, 65.3% are independent in community, 31.9% person are
assisted living and 2.8% are hospitalized where majority participants (47) are within
the age range 18 to 29 years another study stated that all the participants were assisted
in living and all of them were middle aged. That study also stated that most of the
participants were male (McKibbin et al., 2004) which is similar to this study. This study
indicates that most of the participants 68.1% are diagnosed with schizophrenia whereas
18 participants have mild impairment and 18 participants have moderate impairment.
Participants in the study of Mckibbin, Patterson et al. reported the greatest disability
severity in the area of social participation, reflecting the isolation, emotional distress,
and financial loss associated with schizophrenia (McKibbin et al., 2004). In the study
of Mckibbin, patients with more severe depressive symptoms reported a higher level of
disability. Another study says that Depressive symptoms, which are common in people
with schizophrenia, have been linked to poorer functioning and a lower quality of life

(GAYNES et al., 2003).

M.B.A. Rahman and S.K. Indran conducted a study where the participants are between
the overall age range of 18 to 65 years as like the current study. But the diagnosis of

the participants are schizophrenia and mood disorder and the range of recovery varies
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greatly throughout their lives; a reasonable estimate is that 20-30% are able to live
relatively normal lives. However, 20-30% of patients continue to have mild symptoms
and 40-60% continue to be significantly impaired throughout their lives (Indran, 1996;
Mahurin et al., 1996). The finding of the study also states that in patients with chronic
schizophrenia, 28 (35%) had no dysfunction, while 52 (65%) had some form of
dysfunction, ranging from mild to severe. In patients with chronic mood disorders, 19
(40%) had no dysfunction, while 29 (60%) had mild to severe behavioral dysfunctions.
The severity of dysfunctions was the same in both groups. Most subjects (84% of
chronic schizophrenics and 10% of patients with chronic mood disorders) were
described by their informants as well adjusted to their illness and managing their lives
fairly well (Indran, 1996). Where the current study state that out of 72 patients with
mental illness 28 (38.9%) have mild impairment, 23 (31.9%) have moderate
impairment and 15 (20.8%) have no problem or disability (table 8). According to the
study of Indran 1996, there is no statistically significant difference in the prevalence
and severity of psychiatric disabilities between patients with schizophrenia and those

with mood disorders. The current study also finds the same result.

The current study finds the level of cognition, mobility, self-care activities, getting
along, life-activities and participation in social functioning. The result of association
between impairment level and diagnosis is fully significant (p < .005). It was also
identified that the level of mobility and self-care participation are very high rather than
the other domains among person with mental illness after getting treatment from a
mental health day centre. In astudy, the domains with the greatest difference in
disability level compared to controls were life activities, participation in society,
understanding and communicating with the world, and getting along with people,

whereas self-care appeared to be relatively less affected. According to one study,
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disability in schizophrenia begins primarily in social and occupational roles and
interpersonal relationships, and in more severe cases, self-care begins to suffer. The
study found no link between disability and deficits in attention, visual memory, or
executive functions in people with schizophrenia. (ErtugZ&rul & B, 2002). In some of
the previous studies, neurocognitive functions and social functioning were found to be

related (Mahurin et al., 1996).

Participation rates have been associated with levels of functioning during inpatient
rehabilitation and after discharge. Higher levels of participation have been linked to
higher levels of affect, adherence, and attendance as well as lower levels of depression

(Bright et al., 2015).

This study found the overall impairment level among the respondents. Not only that but
also identify the individual level of six domain of WHODAS 2.0 (1. Understanding and
communication, 2. Mobility, 3. Self-care, 4. Getting along, 5. Life activities, 6.
Participation). From the result it is identified that out of 72 participants rate of mobility
level is very high (84.7%), then the rate of Self-care level (83.1%). 66.7% have
cognitive stability. Among them participation in life activities and social functioning

rate is comparatively low (47.2%). The rate of getting along level is very low (45.8%).
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CHAPTER VI: CONCLUSION

6.1 Strength and Limitations

6.1.1 Strength

e This is the first attempt in Bangladesh on this topic. There has previously been no
research on this phenomenon in Bangladesh.

e The data of the study is completely valid because it was conducted through a face-
to-face interview rather than a telephone survey.

e It is a significant strength of this research. This study will pave the way for future

research in this area as well as in the mental health sector.

6.1.2 Limitations
There were some limitations that the investigator considered while conducting the

study. They were:

e The participants discharged from a specific rehabilitation center, so the population
of the study was a small group of people. As a result, there were only a few
participants.

e There were numerous invalid phone numbers in the database, making it difficult to
reach the entire population.

e It was too difficult and expensive for an investigator to collect data from a

community setting within a short period of time.
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6.2 Practice implication

6.2.1 Institution based implication

CRP's current mental health project focuses on both adult and non-adult patients with
mental health needs. This project should make the follow-up system more accessible
and increase the frequency of community visits. A massive free health camp and
community awareness program at the community level may be more effective in

reducing stigma associated with mental illness.

6.2.2 Community based implication

They should also inform the community about the needs, rights, and challenges that
people with mental illnesses face after rehabilitation. The Occupational Therapist
should be their patient's community advocate. The Occupational Therapist should
inform the patients' families as well as the surrounding community about their mental

illness.

6.2.3 Recommendation

e Further research should be conducted to investigate the environmental and societal
barriers that people with mental illnesses face after rehabilitation.

e More research is needed to determine the need for follow-up and environmental
facilities for people with mental illnesses.

e Investigate the lived experience of a person with mental illness after rehabilitation.

e Explore the life satisfaction of people who have recovered from mental illnesses.

e Determine the quality of life and the relationship between socio-demographic
characteristics and quality of life.

e Investigate caregiver satisfaction with the rehabilitation of a person with a mental

illness after rehabilitation.
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6.3 Conclusion

To determine level of community participation after rehabilitation of a person with
mental illness was the main goal of the study. This is Bangladesh's first report on the
health status of this population. According to the findings of this study, the overall
impairment level among this group is low, indicating a high level of participation in
community activity. After rehabilitation, the vast majority of participants have no
difficulty in mobility or self-care activities. Their comprehension and communication
abilities are also relatively high. However, they encounter difficulties in carrying out
life activities (such as household and work). Many of them are even unemployed. As a
result, it is necessary to schedule follow-up sessions within a certain time frame after
rehabilitation. In this sector, Rehabilitation service should be more community-based
in order to increase life satisfaction, decrease dependence on others and increase

employment as much as possible.
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Sr. No. ! Name of the Documents

1 Thesis Proposal

2 Questionnaire

3 Information sheet & consent form.

The purpose of the study is to “identify the level of community participation among person
with mental illness following rehabilitation”. The study involves use of a WHODAS 2.0 scale
to identify the level of community participation that may take 12 to 20 minutes to answer
and there is no likelihood of any harm to the participants. The members of the Ethics
committee have approved the study to be conducted in the presented form at the meeting
held at 8.30 AM on 27" August, 2022. at BHPI (32™ IRB Meeting).

The institutional Ethics committee expects to be informed about the progress of the study,
any changes occurring in the course of the study, any revision in the protocol and patient
information or informed consent and ask to be provided a copy of the final report. This
Ethics committee is working accordance to Nuremberg Code 1947, World Medical
Association Declaration of Helsinki, 1964 - 2013 and other applicable regulation.

Best regards,
Muhammad Millat Hossain
Associate Professor, Dept. of Rehabilitation Science

Member Secretary, Institutional Review Board (IRB)
BHPI, CRP, Savar, Dhaka-1343, Bangladesh

rermaf™i-51eii&e, S, TIat-308, IRATTH | F: +bb 0 13888¢BYS-¢, +bbr 03 338883808, (WRIZ: +¥br 03990 0EHUEY
CRP-Chapain, Savar, Dhaka-1343, Bangladesh. Tel: +88 02 224445464-5, +88 02 224441404, Mobile: +88 01730059647
E-mail ; principal-bhpi @crp-bangladesh.org, Web: bhpi.edu.bd



Appendix B: Permission for data collection

Mental Health CRP 2710/2022
to me, rabiul, Shakawat, MEAL ~

<«

Dear Rafee

I am happy to let you know that we are happy to
allow you data collection against your proposal.
Congratulations! However, you have to maintain the
following conditions:

1. In your research paper, please acknowledge the
donor, The Kadoorie Charitable Foundation, for all
purposes in the future.

2. You must include a project team member as your
co-author during any publication.

3. Please consider clients' vulnerability during data
collection. Any vulnerable situation with the client
group may suspend your data collection.

You are advised to contact Rabiul, Sr. OT from
Ganakbari Day Centre or Sakhawat, Rehab Officer,
for your potential participants.

Thank you
Kind regards
Mohsiur

Md Mohsiur Rahman

Project Manager

Meaningful Social Access for Persons with Mental
Health Needs

Centre for the Rehabilitation of the Paralysed
(CRP)

Phone: +8801730059505

Email: map.crp2022@gmail.com

Website: hitps://www.crp-bangladesh.org
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Appendix C: Information Sheet and consent form (English version)

Participants Information and Consent Sheet

Research topic: Level of Community Participation of Person with Mental IlIness

following Rehabilitation.

Investigator: Abdullah Al Mamun Rafi, 4th year student of B.Sc. in Occupational

Therapy, 2017-18 session, Bangladesh Health Professions Institute (BHPI).

Supervisor: SK. Moniruzzaman, Associate Professor & Head of the department of

Occupational Therapy Department, Bangladesh Health Professions Institute (BHPI).

Place: Community of person with mental illness who took rehabilitation service from

“Mental Health Project for Person with Mental Illness,” CRP, Ganakbari.
Information Sheet

Participant explanatory statement/ Information Sheet Introduction

| am Abdullah Al Mamun Rafi, 4th year student of B.Sc. in Occupational Therapy,
2017-18 session, at Bangladesh Health Professions Institute (BHPI). Conducting a
research project is required to complete B. Sc in Occupational Therapy from BHPI.
This research project will be done under the supervision of SK Moniruzzaman,
Associate Professor & Head of the department of Occupational Therapy and Khadija
Akter lily, lecturer of Occupational Therapy Department. This participant paper will
give you a detailed explanation of the research project's goals for data collection and
how those goals relate to the research. It will be simpler to make decisions if you have
a clear understanding of the research topic and are willing to participate in the study.
Of course, you are not required to confirm your participation at this time. Before taking

any decision, you can discuss with your relatives or guardian about this. Before you
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decide, you can talk to anyone you feel comfortable with about the research. If the
information sheet contains some words that you do not understand, please ask me to

stop. I will take time to explain.

Background and Purpose of the study:

You are being invited to be a part of this research because as a person with mental
health issues you have better understanding about community participation. The
purpose of my study is to identify the level of participation at community among person

with mental illness after getting treatment from Ganakbari Mental Health Day Centre.

Research related information:

The research related information will be discussed with you throughout the information
sheet before taking your signature on consent form. After that participants will be asked
to complete a WHODAS 2.0 scale which may need 15-20 minutes. In this scale there
will be questions on socio-demographic factors (for example: Age, sex, current
occupation etc.). It will also contain some specific questions related to community
participation. Particularly, we have selected persons who had mental illness and
completed their rehabilitation for the study. The information will be confidential and

your identity will not be disclosed.

Benefits and risks of the participants:

We will ask you some questions, and some of them might make you uncomfortable. If
you choose not to participate in the discussion interview or survey, that is also
acceptable. On the other hand, you may not have any direct benefit by participating in
this research, but your valuable participation is likely to help to find out the possible

finding of the purpose.
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Confidentiality of information:

Information about you will not be shared to anyone outside of the research team. The
information that we collect from this research project will be kept private. Only the
investigator will know about your information’s, and we will lock that information up
with a lock and key. It will not be shared with or given to anyone except study

supervisor and co-supervisor.

Sharing the results:

Nothing you shared today will be disclosed to any other than the research team and
your name won't be mentioned anywhere. We'll let you know what we learn from this
research before making it widely known to the general public. There will also be small
presentation, and these will be announced. Following the presentations, we will publish

the results so that other interested people may learn from the research.

Source of funding to conduct the research:

The cost of the research will be spent entirely by the investigator’s own fund. No money

comes from external source.

Contact address with the researcher and complaints:

If you have any questions, you can ask me now or later. If you wish to ask questions
later, you may contact any of the following: Abdullah Al Mamun Rafi, Bachelor science
in Occupational Therapy, Department of Occupational Therapy, Cell phone-
01640781070. This proposal has been reviewed and approved by Institutional Review
Board (IRB), Bangladesh Health Professions Institute (BHPI), CRP-Savar, Dhaka-

1343, Bangladesh, which is a committee whose task is to make sure that research
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participants are protected from harm. If you wish to find about more about the IRB,

contact Bangladesh Health Professions Institute (BHPI). CRP

Savar, Dhaka-1343, Bangladesh. You can ask me any more questions about any part of

the research study if you wish to. Do you have any questions?

Consent form

Research Title: Level of Community Participation of Person with Mental Iliness

following Rehabilitation.

Purpose: The purpose of my study is to identify the level of participation at community

among person with mental illness following rehabilitation.

Abdullah Al Mamun Rafi (investigator) is a 4" year student of B.Sc. in Occupational
Therapy Department, 2017-18 session at Bangladesh Health Professions Institute
(BHPI), the academic institute of Centre for the Rehabilitation of the paralyzed (CRP).
This study is a part of the course curriculum of Occupational Therapy Department. The
study supervised by SK. Moniruzzaman, Head of the department & Associate Professor
of Occupational Therapy Department, Bangladesh Health Professions Institute (BHPI).
All participants are informed about the purpose and nature of the study. After knowing

the following information, participants will decide to participate in the study-

e Investigator will receive permission from participants to take part in the study.

e The participant will not be harmed for participating in the study.

¢ Investigator will be available to answer the participants any questions related
to this study.

e Participants are free to decline to answer any question during interview.

e Investigator will maintain the confidentiality of the participants

e Participants can withdraw from the study at any time.
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I am a participant of this study is

clearly informed about the aim of the study. | am participating willingly in this study.
I have right to withdraw my name from this study at any time and | am not bound to

answer anyone for that.

Signature:
Signature of the participant Date:
Signature of the investigator Date:
Signature of the Witness Date:

Withdraw from this study

You can cancel any information collected for this research project at any time. After
the cancellation, we expect permission from the information whether it can be used or

not.
Withdrawal form (Applicable only for voluntary withdrawal)
Participants Name:

Reason for withdrawal:

Permission from the information whether it can be used or not. 1) Yes/2) No

Participants signature & date:
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Appendix D: WHODAS 2.0 Questionnaire (English and Bangla Version)

WHODAS 2.0

o
VY
\\‘i\ A\/ WORLD HEALTH ORGANIZATION
— DISABILITY ASSESSMENT SCHEDULE 2.0

36-item version, self-administered

This questionnaire asks about itions. Health conditions include diseases or
illnesses, other health problems that may be short or long lasting, injuries, mental or emotional problems,
and problems with alcohol or drugs.

Think back over the past 30 days and answer these questions, thinking about how much difficulty you
had doing the following activities. For each question, please circle only one response.

In the past 30 days, how much difficulty did you have in:

Understanding and communicating

D1.1 Concentrating on doing something forten. | None | Mild | Moderate Severe | Extremeor

minutes? cannot do
D1.2 Remembering to do important thinas? None | Mild Moderate Severe | Extremeor
cannot do
D1.3 Analysing and finding solutions to None | Mild Moderate Severe | Extremeor
problems in day-to-day life? cannot do
D14 Learning a new task, for example, learning | None | Mild Moderate Severe | Extremeor
how to get to a new place? cannot do
D1.5 Generally understanding what people say? | None | Mild Moderate Severe | Extremeor
cannot do
D1.6 Stading and maintaining a conversation? None | Mild | Moderate Severe | Extremeor
cannot do
Getting around
D2.1 Standing for long periods such as 30 None | Mild Moderate Severe | Extremeor
minutes? cannot do
D22 Standing up from sitting down? None | Mild | Moderate Severe | Extremeor
cannot do
D23 Moving around inside your home? None | Mild Moderale Severe | Extremeor
cannot do
D24 Getting out of your home? None | Mild | Moderate Severe | Extremeor
cannot do
D25 Walking a long distance such as a None | Mild | Moderate Severe | Extremeor
kilometre [or equivalent]? cannot do

Please continue to next page ...

Page | of 4 (36-item, self-administered)
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) WHODAS 2.0

36

v
2 WORLD HEALTH ORGANIZATION
=<F DISABILITY ASSESSMENT SCHEDULE 2.0 Self
el
In the past 30 days. how much difficulty did you have in:
Self-care
D31 Washing your whole body? None | Mild | Moderate | Severe | Extreme or
cannot do
D3.2 Getting dressed? None | Mild | Moderate | Severe | Extreme or
cannot do
D33 Eating? None | Mild | Moderate | Severe | Extreme or
cannot do
D34 Staying by yourself for a few days? None | Mild | Moderate | Severe | Extreme or
cannot do
Gotting along with people
D4.1 Dealing with people you do nol know? None | Mild | Moderate | Severe | Extreme or
cannot do
D4.2 Maintaining a friendship? None | Mild | Moderate | Severe | Extreme or
cannot do
D4.3 Gelting along with people who are close to | None | Mild | Moderate | Severe | Extreme or
you? cannot do
D44 Making new friends? None | Mild | Moderate | Severe | Extreme or
cannot do
D4.5 Sexual activilies? None | Mild | Moderate | Severe | Extreme or
cannot do
Life activities
D§.1 Taking care of your household None | Mild | Moderate | Severe | Extreme or
responsibllities? cannot do
D5.2 Doing most important household tasks None | Mild | Moderate | Severe | Extreme or
well? cannot do
D5.3 Getling all the household work dona that None | Mild | Moderale | Severe | Extreme or
you needed to do? cannot do
D54 Getting your household work done as None | Mild | Moderate | Severe | Extreme or
quickly as needed? cannot do

Please continue to next page ...

Page 2 of 4 (36-item, self-administered)
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N
== DISABILITY ASSESSMENT SCHEDULE 2.0

If you work (paid, non-paid, self-employed) or go to school, complete questions D5.5-D5.8, below. Oth-

\ WHODAS 2.0

Y WORLD HEALTH ORGANIZATION

erwise, skip to D6.1.

36

Self

Because of your health condition, in the past 30 days, how much difficulty did you have in:

D5.5 Your day-to-day work/school? None | Mild | Moderate | Severe | Extremeor

cannol do

D5.6 Doling your most Important work/school None | Mild | Moderate | Severe | Extremeor
tasks well? cannot do

D5.7 Getting all the work done that you needto | None | Mild | Moderate | Severe | Extremeor
do? cannot do

D5.8 Getting your work done as guickly as None | Mild | Moderate | Severe | Extremeor
needed? cannot do

Participation In soclety

In the past 30 days:

D6.1 How much of a problem did you have in None | Mild | Moderate | Severe | Extreme or
loining in community activities (for example, cannot do
festivities, religious or other activities) in the
same way as anyone else can?

D6.2 How much of a problem did you have None | Mild | Moderate | Severe | Extreme or
because of barriers or hindrances in the cannot do
world around you?

D6.3 How much of a problem did you have living, | None | Mild | Moderate | Severe | Extreme or
with dignity because of the attitudes and cannot do
actions of others?

D6.4 How much {ima did you spend on your None | Mild | Moderate | Severe | Extreme or
health condition, or its consequences? cannot do

D6.5 How much have you been gmolionally. None | Mild | Moderate | Severe | Extreme or
affected by your health condition? cannot do

D6.6 How much has your health been a drainon | None | Mild | Moderate | Severe | Extreme or
{he financial resources of you or your cannot do
family?

D6.7 How much of a problem did your family None | Mild | Moderate | Severe | Extreme or
have because of your health problems? cannot do

D6.8 How much of a problem did you have in None | Mild | Moderate | Severe | Extreme or

cannot do

doing things by yoursell for relaxation or,
pleasure?

Please continue to next page ...

Page 3 of 4 (36-item, self-administered)
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Appendix E: Supervision schedule sheet
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