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ABSTRACT

Background: Bipolar Mood Disorder (BMD) is a chronic mental health condition
characterized by alternating episodes of mania and depression, which significantly
affect an Person’s daily functioning, social participation, and overall wellbeing. Social
support from family, friends, and spouses plays a vital role in helping patients cope with
the challenges of the disorder and maintain mental health. In Bangladesh, research on
social support among patients with BMD is limited. Stigma, discrimination, and lack
of social support often exacerbate the difficulties faced by these individuals, restricting
their engagement in social, occupational, and community activities. Understanding the
level and sources of social support is essential for developing culturally appropriate
interventions that enhance social participation and improve mental health outcomes.
Aim: The aim of this study was to assess the level of social support among patients
with Bipolar Mood Disorder and to identify key gaps in support from family, friends,
and spouses, as well as the impact of stigma and loneliness on social participation.
Methods: A cross-sectional quantitative study was conducted among 106 patients
diagnosed with BMD at the National Institute of Mental Health (NIMH). Data were
collected through face-to-face interviews using structured questionnaires and the
Multidimensional Scale of Perceived Social Support (MSPSS), which measures.
Results: The findings showed that 6.6%(7) of participants experienced low social
support, 59.4% (63) had moderate support, and 33.96% (36 ) reported high support.
Family support was the highest, followed by support from friends and spouses.
However, stigma, loneliness, and limited peer and spousal support were identified as

key gaps affecting social participation and overall wellbeing. These findings suggest



XV

that while family provides strong support, additional interventions targeting peer and
spousal support, as well as stigma reduction, are necessary to improve social inclusion
and quality of life among patients with BMD.

Conclusion: The study shows that the critical role of social support in the lives of
patients with Bipolar Mood Disorder. Despite moderate to high levels of family
support, gaps in peer and spousal support, combined with stigma and loneliness,
continue to limit social participation. These findings emphasize the need for targeted
interventions, including peer-led support groups, family counseling, and community-
based programs, to enhance social support, reduce stigma, and improve overall quality
of life for individuals living with BMD in Bangladesh

Keywords: Bipolar Mood Disorder, Social Support, Family Support, Friends Support,

Spousal Support, Mental Health, Psychosocial Factors.



CHAPTER I: INTRODUCTION

1.1 Background

Bipolar Mood Disorder (BMD) is a chronic psychiatric disorder characterized by
frequent episodes of mania, hypomania, and depression, which significantly affect
mood regulation, cognitive function, behaviour, interpersonal relationships, and daily
functioning. Human with BMD often experience emotional instability, social
withdrawal, and difficulty maintaining routines, which negatively impacts their overall
quality of life (World Health Organization, 2022). Social support, defined as emotional,
informational, and practical assistance received from family, friends, and significant
others, plays a critical role in the psychosocial management of patients with BMD.

Bipolar mood disorder affects mood, energy, behavior, and cognitive functioning, and
follows a cyclical pattern throughout the lifespan. The disorder is relatively common,
affecting almost 1.3% to 1.6% of the global population. Despite its prevalence, it is
associated with severe consequences: the mortality rate is two to three times higher than
that of the general population, and 10-20% of individuals ultimately die by suicide.
Moreover, nearly one-third attempt suicide at least once. Although both men and
women are affected, rapid cycling characterized by frequent shifts between depressive
and hypomanic/manic episodes is more commonly observed in women. Owing to its
recurrent nature and the high risk of relapse, continuous long-term treatment is often
required to help stabilize mood fluctuations and reduce the frequency of episodes
(Miiller-Oerlinghausen et al., 2002). According to the DSM-5, depressive episodes in
bipolar disorder are marked by persistent hopelessness, loss of interest in enjoyable
activities, reduced energy, impaired concentration, and suicidal ideation. In contrast,

hypomanic or manic episodes are characterized by elevated mood, a decreased need for



sleep, rapid thoughts, pressured speech, increased activity, and impulsive decision-
making. Diagnostic criteria require individuals to exhibit symptoms such as inflated
self- esteem, reduced sleep requirement, heightened talkativeness, and increased goal-
directed behavior during these elevated mood phases. On the depressive end,
individuals typically present with low mood, diminished motivation, and significant

disruption in social and occupational roles.

1.2 Justification of the study

Bipolar Mood Disorder (BMD) is a chronic psychiatric condition that significantly
affects emotional regulation, interpersonal relationships, occupational functioning, and
overall quality of life. Globally, bipolar disorder is associated with high relapse rates,
functional impairment, and increased suicide risk (American Psychiatric Association,
2013; WHO, 2022). Research consistently highlights the importance of social support
as a protective factor in the management of bipolar disorder. Strong emotional and
practical support from family, friends, and significant others has been associated with
improved treatment adherence, reduced relapse, and better psychosocial functioning
(Cohen & Wills, 1985; Miklowitz, 2007).

Studies suggest that inadequate social support increases vulnerability to depressive
symptoms, emotional instability, and suicidal ideation (Perlick et al., 2007).
Furthermore, stigma and social isolation often limit patients’ participation in social and
occupational activities, thereby negatively impacting recovery outcomes (Corrigan &
Watson, 2002). Family psychoeducation and supportive interpersonal environments
have been shown to reduce relapse rates and enhance coping abilities (Miklowitz &
Goldstein, 1997).

Despite strong international evidence, limited research has been conducted in

Bangladesh regarding the level and pattern of social support among patients with



Bipolar Mood Disorder. Cultural values, family structures, stigma, and limited mental
health resources in Bangladesh may significantly influence perceived social support.
Without local evidence, mental health professionals cannot design culturally
appropriate psychosocial interventions, family-centered programs, or community-
based rehabilitation strategies.

Therefore, assessing the level of social support among Bangladeshi patients with
BMD is essential to identify existing gaps and to guide clinical practice, policy
development, and occupational therapy interventions aimed at improving social

participation and quality of life.
1.3 Operational Definition

1.3.1 Bipolar Mood Disorder

Bipolar disorder, previously known as manic depression, is a mental disorder
characterized by periods of depression and periods of abnormally elevated mood that
each last from days to weeks.(I. M. Anderson et al., 2012; Vahia, 2013) If the elevated
mood is severe or associated with psychosis, it is called mania; if it is less severe and
does not significantly affect functioning, it is called hypomania(l. M. Anderson et al.,
2012) . During mania, an individual behaves or feels abnormally energetic, happy or
irritable, and they often make impulsive decisions with little regard for the

consequences.

1.3.2 Social Support

Social support refers to the overall emotional, informational, and practical assistance
an individual receives from people within their social network. For this study, social
support is operationalized as the availability, frequency, and perceived adequacy of
support coming from family members, spouse, friends, and significant others. It

includes emotional support (care, empathy), instrumental/tangible support (help with



tasks), informational support (guidance), and companionship. The level of social
support is measured using structured items, and categorized into low, moderate, or high

support based on score ranges. (WHO, 2004).

1.3.3 Patients with BMD

Patients with BMD in this study refer specifically to individuals aged 18 years and
above who have been diagnosed with Bipolar I or Bipolar II Disorder by a qualified
psychiatrist and who are receiving treatment, therapy, or follow-up services at the
National Institute of Mental Health (NIMH). Patients must meet the inclusion criteria,
provide informed consent, and be mentally stable enough at the time of data collection
to participate. This operational definition ensures a reliable and clinically relevant
sample population. (American Psychiatric Association, 2013).

1.3.4 Mental Health Illness

A mental disorder is a clinically significant disturbance in an individual's cognition,
emotional regulation, or behaviors. It frequently comes with distress or functional
impairment in key areas (WHO, 2022).

1.4 Aim of the study

To find out the level of Social Support among patients with Bipolar Mood Disorder.



CHAPTER II: LITERATURE REVIEW

This literature review chapter overviews the findings of a few articles about the status
social support among patient with Bipolar Mood Disorder. This chapter discussed the
evidence for Family support, Peer relationships and networks, Stigma, Loneliness and
suicide, Psycho social functioning, Lower quality of life and poorer wellbeing. This
chapter summarized to provide a clear overview.

Figure 2.1

Overview of Social Support and Bipolar Mood Disorder.

Family support
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Peer Relationships and
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2.10verview of Social Support and Bipolar Mood Disorder

Social support is a key protective factor for people living with Bipolar Mood Disorder
(BMD). It helps stabilize mood, supports regular medication use, and reduces the risk
of relapse. Support from family, spouses, friends, and the wider community offers
emotional comfort, practical help, and a sense of belonging. Together, these factors
make it easier for individuals to cope with stress and manage daily life. (Johnson et al.,
2000)

Research consistently shows that people with stronger social support report
fewer depressive symptoms, greater resilience, and a better overall quality of life.
Johnson et al. (2018) found that interpersonal support improves psychosocial
functioning, while Sajatovic et al. (2020) reported that adequate support is linked to
significantly lower symptom severity. Overall, social support plays a direct and central
role in promoting better clinical outcomes and long-term stability in BMD.

2.2 Environmental Challenges and Barriers to Social Support

Despite its importance, many people with BMD face environmental barriers that limit
their access to consistent social support. Stigma is one of the most significant obstacles.
It can lead individuals to hide their symptoms, avoid disclosing their diagnosis, and
withdraw from relationships.( WHO, 2022, Corrigan, Druss, & Perlick, 2014; Stuart,
20006).

Limited mental health awareness among families and communities often leads
to misunderstanding of mood episodes and unpredictable behaviour. As a result,
empathy and support may be reduced at precisely the times they are most needed.
Practical challenges such as financial strain, lack of transportation, and caregiver
burden also make it harder to access services and maintain supportive relationships over

time. (WHO, 2022, Awad & Voruganti, 2008, Fadden, Bebbington, & Kuipers, 1987 ).



Corrigan and Watson (2007) note that stigma can severely restrict social interaction,
while Perlick et al. (2016) highlight how ongoing logistical and financial stressors can
weaken long-term family support. In addition, cultural norms that discourage open
discussion of mental illness can further isolate individuals. Together, these barriers
make it difficult for people with BMD to maintain stable emotional and practical
support networks.

2.2.1Family Support

Family support is central to the clinical stability and emotional wellbeing of individuals
with BMD. Families can provide reassurance during depressive episodes, help with
monitoring and regulating behaviour during manic phases, and encourage regular
medication use and follow-up care. (Miklowitz, 2008; Reinares, Colom, Martinez-
Aran, & Vieta, 2004; WHO, 2022).

Evidence shows that strong family involvement reduces relapse, strengthens
coping skills, and fosters resilience. Reinares et al. (2016) found that family-focused
psychoeducation significantly decreases recurrence rates in bipolar patients. Similarly,
Miklowitz (2014) showed that positive family communication, lower expressed
emotion, and supportive interactions are closely associated with better treatment
outcomes.

In this way, family support acts as a protective buffer against stress and illness-
related challenges. It promotes long-term stability and improves the person’s ability to
manage BMD in everyday life.

2.2.2 Peer Relationships and Social Networks
People with BMD often find it difficult to maintain stable peer relationships because of
mood swings, impulsive behavior, and emotional instability. However, when peer

relationships are strong, they can have a powerful positive impact. Supportive friends



and broader social networks can improve self-esteem, encourage healthier behaviour,
and reduce feelings of loneliness and social exclusion.

Studies show that individuals with richer social networks tend to experience lower
symptom severity and better functional outcomes. A systematic review by Samamé
(2013) and a meta-analysis by Bora et al. (2016) indicate that impairments in social
cognition such as difficulty understanding others’ emotions or intentions can interfere
with forming and maintaining friendships. Strengthening peer relationships and social
skills can therefore play an important role in improving social integration, daily
functioning, and overall recovery in BMD.

2.2.3 Stigma, Loneliness, and Suicidal Risk

Stigma is one of the most powerful barriers to recovery for people living with bipolar
disorder. Public stigma, stigma within families, and internalized self-stigma all
contribute to social withdrawal and deep feelings of loneliness. This emotional isolation
is strongly associated with suicidal thoughts and behaviours.

Tidemalm et al. (2014) reported that suicide risk is notably higher among individuals
with bipolar disorder who perceive low levels of social support. Yildiz et al. (2020)
likewise found that loneliness and negative social interactions predict suicidal
behaviour even during periods of remission. Stigma can also discourage people from
seeking treatment, reduce their confidence in managing the illness, and undermine hope
for the future. Together, these factors create a cycle of emotional vulnerability that
significantly increases the risk of self-harm and suicide.

2.2.4 Psychosocial Functioning

Psychosocial functioning refers to a person’s ability to carry out everyday activities,
maintain relationships, work or study effectively, and cope with stress. In BMD,

episodes of mania and depression can disrupt cognition, emotional regulation, and



behaviour. These difficulties often persist between episodes, leading to impaired
functioning even when individuals are considered clinically stable.

Research suggests that poor social support, negative social experiences, and difficulties
in social cognition are all associated with worse psychosocial outcomes. Martinez-Aran
et al. (2004) found that social cognition and emotional processing are key predictors of
functional recovery. Johnson et al. (2018) also reported that individuals with low levels
of interpersonal support tend to have poorer social adjustment and reduced role
functioning. Thus, psychosocial functioning in BMD is closely tied to the presence of

stable support networks and the ability to regulate emotions effectively.

2.2.5 Lower Quality of Life and Wellbeing
Quality of life in bipolar disorder is often lower than in the general population. This is
influenced by the chronic nature of the illness, frequent relapses, medication side
effects, stigma, and unstable social support. Weak family and peer support, high levels
of loneliness, and recurrent mood episodes all contribute to reduced emotional, social,
and physical wellbeing.

Michalak et al. (2005) reported that even during remission, many individuals
with BMD experience significant impairments in life satisfaction and overall wellbeing.
Szentagotai-Tatar et al. (2019) found that social support is a strong predictor of higher

quality of life, while low support is associated with poorer outcomes.
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CHAPTER III: METHODS & METERIALS

3.1 Study Questions, Aim and Objectives

3.1.1 Study Question
What is the level of social support received from family, friends, and spouse among
patients with bipolar mood disorder?
3.1.2 Aim
To find out the level of Social Support among patients with Bipolar Mood Disorder.
3.1.3 Objectives
e To find the level of social support (Family,Friends,Spouse) among the patients.
e To assess the associated factors of Social Support.

e To find the sociodemographic information.

3.2. Study Design

3.2.1 Study Method

In this study, the researcher used a quantitative research method because it helps
Measure occurrences through numbers and calculations through numbers and
calculations. Quantitative studies focus on aspects like frequency and quantity by
testing objective theories and examining the relationships between variables. The data,

presented in numerical form, can then be analyzed using statistical methods (John W.
Creswell & J. David Creswell, 2018).

3.3.2 Study Approach

Cross-sectional studies are observational studies that analyze data from a population at
a single point in time. They are often used to measure the prevalence of health

outcomes, understand determinants of health, and describe features of a population.
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Unlike other types of observational studies, cross-sectional studies do not follow
individuals up over time. They are usually inexpensive and easy to conduct. They are
useful for establishing preliminary evidence in planning a future advanced study.

By using this design, the study will be able to explore the prevalence of social
support among patients with bipolar mood disorder and the variations in its effects,
depending on factors such as the source of support, the severity of the disorder, and

demographic variables (Creswell, 2014).
3.3 Study Setting and Period

3.3.1 Study Setting

The National Institute of Mental Health (NIMH) in Bangladesh is a leading government
hospital and Research center for mental health care. Located in Dhaka, it provides
specialized treatment for psychiatric Disorders, including bipolar disorder,
schizophrenia and depression. NIMH also conducts research, training, and education
for mental health professionals. It plays a crucial role in improving mental health

services in Bangladesh.
3.3.2 Study Period
This research was conducted from June 2025 to December 2025.

3.4.1 Study Participant Study Population

The person who are clinically diagnosed with Bipolar Mood Disorder.

3.4.2 Sampling Techniques

Purposive sampling technique was used to select the participants for this study. In this
method, individuals are intentionally chosen based on the researcher’s judgment and
specific characteristics relevant to the study objectives. For this research, only clinically

diagnosed patients with bipolar mood disorder who met the inclusion criteria were
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selected. This approach ensured that the sample consisted of participants who could
provide accurate and meaningful information related to their level of social support.
3.4.3 Inclusion Criteria

e Patients aged 12—65 years diagnosed with bipolar mood disorder

e Individuals receiving mental health treatment for at least six months.

e Currently receiving treatment or follow-up.
3.4.4 Exclusion Criteria

e Patients with severe cognitive impairments prevent participation in the survey.

e Individuals unwilling to provide informed consent.

3.4.5 Sample Size

_Z’p(1-p)
n ——d2

_ (1.96)%0.50(1 - 0.5)
a (0.05)2

n = 384

Here,

n=sample size

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

p= the investigator did not know the prevalence rate so the prevalence is 50% (0.5)

q=(1-p)=0.5; proportion in the target population not having the particular .
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3.5 Ethical Consideration

3.5.1 Ethical Approval from IRB

e Ethical clearance will be sought from the Institutional Review Board (IRB) of
the Bangladesh Health Professions Institute (BHPI) through the Department of
Occupational Therapy.
e Permission will be obtained from relevant authorities within mental health
organizations and clinics to recruit participants for the study.
e All participants will be informed about the aim and objectives of the study.
3.5.2 Informed Consent

e An Information Sheet was provided explaining the study.

e A Consent Form was given to the participants.
3.5.3 Withdrawal Form
Withdrawal form is a document that describes the procedure and conditions of
withdrawal participation. By using this form, the participant can voluntarily withdraw
participation from the research.
3.5.3 Unequal Relationships
There had been no prior relationship between the participants and the student
researcher. To avoid any unequal dynamics with individuals he was already acquainted
with in another capacity and to prevent any form of bias, the student researcher
deliberately refrained from selecting participants from within his institute, including
those he already knew or had a prior relationship with.
3.5.4 Risk and Beneficence
The participants did not involve any risk and did not get any beneficence participants

the study.
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3.5.5 Power Relationship

The researcher maintained a neutral role throughout the study. Participation was fully
voluntary, and no pressure or influence was exerted on any participant. All respondents
were treated with equal respect and autonomy to ensure that no power imbalance

affected the data collection process.

3.5.6 Confidentiality

All participant information will be kept confidential. No personal identifying details
will be published in any reports. A unique code will be assigned to each participant to
ensure anonymity during data analysis. Only the research team will have access to
identifying information, and data will be stored securely on a password-protected
computer system. All hard copies of the data will be stored in locked filing cabinets to

ensure privacy and security.
3.6 Data Collection Process

3.6.1 Participant Recruitment Process

Contact the patients who have bipolar mood disorder and their caregivers. First, the
student researcher communicated with the responsible psychiatrist and occupational
therapist at NIMH. The researcher then observed patients diagnosed with Bipolar
Mood Disorder and selected individuals who met the inclusion and exclusion criteria.
After introducing the study to the participants and providing them with information,
the student researcher contacted them either by phone or in person to obtain verbal
consent and schedule the interviews. The researcher then visited the pre-scheduled
location and conducted the interviews as planned.

3.6.2 Data Collection Method

The data was gathered face to face interviews by both the researcher and trained

interviewers. During this process, the interviewers followed a specific sequence when
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collecting the data. It was essential to preserve the order of the questionnaire to avoid
potential bias that could have arisen if questions were answered out of sequence
(Kielhofner, 2017). Given the wide geographic spread, it was not feasible to reach all
participants in a short timeframe for data collection. Additionally, in-person visits
would have been costly for the student researcher. Face-to-face interviews allow for the
student researcher. Face-to-face interviews allow for detailed responses, observation of
non-verbal cues, and immediate clarification of questions.
3.6.3 Data Collection Instrument
A structured questionnaire will be used, incorporating the Multidimensional Scale of
Perceived Social Support (MSPSS) to assess the level of social support among BMD
patients. Additionally, demographic data will be collected to analyze correlations
between social support and other relevant factors.
Demographic Variables
The demographic section of the questionnaire includes the following:

o Age

e Gender

e Marital status

e Educational level

e Employment status

¢ Duration of bipolar mood disorder diagnosis

e Family structure and living arrangements
Survey Questionnaire
The MSPSS, a widely validated instrument, is used to assess three dimensions of social
support: support from family, friends, and significant others. Additional questions

related to the availability of formal and informal support networks will be included.
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The questionnaire will be reviewed and pre-tested for cultural relevance and clarity.

3.6.4 Field Note

Field notes were systematically maintained by the researcher throughout the data
collection process. These notes captured important observations related to the physical
environment, participant behavior, and contextual elements that could indirectly
influence the study. Recording such information helped the researcher maintain
awareness of situational factors, ensure consistency in the administration of the
questionnaire, and support interpretation of the data during analysis. Field notes also
served as supplementary documentation that enhanced the transparency of the research

procedures.

3.6.5 Reflective Diary

A reflective diary was kept by the researcher as part of the self-monitoring and reflexive
process. This diary included the researcher’s personal reflections on the research
experience, observations about challenges faced during data collection, decisions taken
in the field, and reflections on potential biases. Maintaining a reflective diary allowed
the researcher to remain mindful of her own perspectives and reactions, promoting
greater objectivity and reducing the risk of personal bias influencing the research. It
also supported continuous improvement of the research procedure by helping identify

areas that required adjustment.

3.6.6 Non-participant

During the data collection phase, the researcher maintained a non-participant role.
This means the researcher did not take part in any activities of the participants and did
not attempt to influence their responses in any way. The researcher’s presence was
limited to providing instructions, clarifying questions when needed, and collecting the

completed questionnaires. Maintaining a non-participant position ensured that the
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participants’ responses remained natural, voluntary, and free from researcher influence.
This approach helped preserve the integrity and authenticity of the data.

3.7 Data Management and Analysis

All collected questionnaires were checked for completeness before data entry. Data
were coded systematically, entered into SPSS, and stored securely with restricted access
to maintain confidentiality. Data cleaning procedures were followed to identify missing
values or entry errors. Both descriptive and inferential statistical analyses were
conducted based on the objectives of the study. Descriptive statistics such as mean,
standard deviation, frequency, and percentage were used to describe the level of social
support. Inferential tests were applied where appropriate to examine associations
between variables. The overall management process ensured accuracy, reliability, and

ethical handling of the data.

3.8 Quality Control and Quality Assurance

Quality control and quality assurance were maintained at every stage of the research to
ensure the credibility and reliability of the study findings. The data collection process
followed standardized procedures, and participants were provided with clear and
consistent instructions. A validated and widely used instrument (MSPSS scale) was

utilized to ensure measurement reliability.
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CHAPTER IV: RESULTS

This chapter represents the findings of the study. The chapter contains the study
findings in tables and figures focusing on the socio demographic information, the
overall level of Social support of spouse, family ,friends and factors associated with

social support. A total of 106 respondents participated.

4.1 Sociodemographic information
Table 4. 1

Sociodemographic characteristic.

Variable Category Frequency(n=106) Percentage (%)
Age <25 Years 55 51.9
>25 Years 51 48.1

Median=25 IQR= 18.75-30 Minimum=12 years,
Maximum=65 years

Gender Male 53 50.0
Female 53 50.0
Living Rural 61 57.5
Urban 45 42.5
Marital status Unmarried 57 53.8
Married 45 42.5
Divorced 4 3.8
Educational Primary 42 39.6
qualification Secondary 36 34.0
Higher secondary 17 16.0
Graduate 11 10.4
Monthly income < 10000 BDT 58 54.7
>10000 BDT 48 453
Family types Nuclear family 85 80.2
Joint family 21 19.2
Caregiver Parents 82 774
Siblings 17 16.0

Friends 7 6.6




19

Table -1 showed that the sociodemographic characteristics of individuals with Bipolar
Mood Disorder (BMD) total of 106 participants in the study. Minimum age 12 years
and maximum age 65 years. Their ages ranged from 12 to 65 years, with most (55.7%)
belonging to the 2140 years age group. Gender distribution was equal, with 50% males
and 50% females. More than half of the respondents (57.5%) lived in rural areas, while
(42.5%) lived in urban settings. Regarding marital status, (53.8%) were unmarried,
(42.5%) were married, and 3.8% were divorced. Educational levels varied, with most
completing primary (39.6%) or secondary (34%) education. The majority (66%) %
belonged to the 3001-50,000 TK monthly income group, indicating middle-income
status. Most participants (80.2%) came from nuclear families, and the primary

caregivers were mostly parents (77.4%), followed by siblings (16%) and friends (6.6%).



4.2 Treatment-related information

Table 4. 2

Medical related information.

Variable Category Frequency(n=1 Percentage
06) (%)

Family history of Yes 33 31.1
mental illness

No 73 68.9
currently taking any Yes 100 943
kind of medication No 6 57
under the regular Yes 74 69.8
follow up treatment

No 32 30.2
Duration of treatment  1-365 days 57 53.8

366-2555 days 38 35.8

2556-7000 days 11 10.4
For how long have 1-365 days 10 12.5
you been taking 366-2555 days 56 52.8
medication for 2556-7000 days 41 387
Bipolar Mood
Disorder
Are you regularly Yes 103 97.2
taking your No 3 78
prescribed medication
Do you feel isolated Always 13 12.3
or lonely in your Often 76 71.7
daily life

sometimes 17 16.0
Do you feel Yes with everyone 62 58.5
comfortable
discussing your -
mental health with Only Wlth. close 10 94
others family/ friend

Only with 6 5.7

professionals

Not at all 28 26.4
Do you receive any Yes 9 8.4
financial support
from others foryour ~ No 97 91.5

treatment
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Table - 2 shows that most of the participants were actively engaged in treatment, as
(94.3% ) were taking prescribed medication and (69.8%) maintained regular follow-up
treatment. About (31.1%) reported a family history of mental illness, while the majority
had no such background. The duration of treatment varied widely: (53.8%) % had been
receiving treatment for (1-365) days, (35.8%) for (366-2555) days, and (10.4%) for
more than 2556 days. A similar pattern was observed in the duration of taking
medication for bipolar disorder, with more than half (52.8%) taking medication for
several years. Medication adherence was very high, with (97.2%) regularly taking their
prescribed medicines. Feelings of isolation were common, as most participants (71.7%)
reported often feeling lonely. Regarding mental health disclosure, (58.5%) felt
comfortable discussing their condition openly, while (26.4%) were not comfortable
sharing at all. Only (8.4%) received financial support for treatment, indicating that most

participants managed treatment expenses independent.



4.3 Frequency distribution of Social Support across the Spouse domain among patients with Bipolar Mood Disorder

Table 4.3

Levels of Social Support Across the Spouse Domain Among Patients with Bipolar Mood Disorder.

22

Specific partner or spouse support very strongly Mildly Neutral Mildly Strongly very strongly
strongly disagree disagree % (n) agree agree agree
disagree % (n) % (n) % (n) % (n) % (n)
% (n)

There is a special person who is 38.7 (41) 5.7(6) 4.7 (5) 9 (1) 11.9 (12) 1.9 (2) 36.8 (39)

around when 1 am in need

There is a special person with whom 41.5 (44) 5.7 (6) 5.7 (6) 9 (1) 9.4 (10) 2.8 (3) 34.0(36)

I can share my joys and

SOITOWS

I'have a special person who is a 42.5 (45) 3.84) 3.8(4) 6.6 (7) 8.5(9) 3.8(4) 31.1 (33)

real source of comfort to me

There is special person in my life 41.5(44) 5.7 (6) 3.8(4) 5.7 (6) 7.5(8) 2.8(3) 33.0 (33)

who cares about my feelings

The Table - 4.3 shows that a large proportion of participants reported very low perceived support from their significant others. Highest percentage

repeatedly appeared in the Very strongly disagree category (38.7 to 42.5%) %. This indicates that many participants do not have a reliable or supportive

significant person in their lives. Only a small proportion selected positive agreement categories such as Mildly agree, Strongly agree or Very strongly

agree .For example, agreement responses for emotional comfort, care, and companionship ranged between (30-36%), showing that although some

participants do receive support, the majority lack consistent emotional support from a special person. Overall, the spouse support domain demonstrates

low perceived support, indicating weak or absent intimate relationships for many respondents.



Table 4.4

Levels of Social Support Across the Family Domain Among Patients with Bipolar Mood Disorder.
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Family support very strongly  strongly Mildly Neutral Mildly agree  Strongly very
disagree disagree disagree % (n) % (n) agree strongly
% (n) % (n) % (n) % (n) agree
% (n)
My family really tries to help me 2.8(3) 0 (0) 0 (0) 0 (0) 4.7(5) 3.8(4) 88.7 (94)
I get the emotional help and support .9 (1) 0(0) 0(0) 9(0) 6.6 (7) 4.7 (5) 86.8 (92)
I need from my family
I can talk about my problems with 2.8 (3) 9 (1) 1.9 (2) 0(0) 2.8 (3) 6.6 (7) 84.9 (90)
my family
My family is willing to help me 4.7 (5) 1.9 (2) 9 (1) 0(0) 2.8 (3) 1.9 (2) 87.7 (93)

make decisions

The table -4.4 shows that family is the strongest source of support among participants. A substantial proportion of participants selected agreement

categories such as Mildly agree, Strongly agree, and Very strongly agree .This indicates that many respondents perceive their families as reliable, caring,

and emotionally supportive. Even though a few participants selected neutral or disagreement options, the percentage of positive responses is clearly
higher compared to the spouse and friends domains. This suggests that, for most respondents, families play a primary role in meeting emotional and

practical support needs. Overall, the family domain reflects high perceived support and appears to be the most stable and dependable support system for

the participants.



Table 4.5

Levels of Social Support Across the Friends Domain Among Patients with Bipolar Mood Disorder.
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Friends support very strongly Mildly Neutral Mildly Strongly very
strongly disagree disagree % (n) agree agree strongly
disagree % (n) % (n) % (n) % (n) agree
% (n) % (n)

My friends really try to help me 38.7(41) 3.8 (4) 7.5 (8) 8.509) 29.2 (31) 1.9 2) 10.4 (11)

I can count on my friends when things go 39.6 (42) 4.7 (5) 9.4 (10) 12.3 (13) 23.6 (25) 1.9 (2) 8.5(9)

wrong

I have friends with whom I can share my 40.6(43) 5.7 (6) 9.4 (10) 15.1 (16) 15.1 (16) 3.8(4) 10.4 (11)

joys and sorrows

I can talk about my problems with my 48.1 (51) 5.1 (6) 2.8(3) 13.2 (14) 8.5(9) 5.7 (6) 16.0 (17)

friends

The table - 4.5 shows a mixed pattern of support. Very strongly disagree (ranging from 38.7 to 48.1%) indicating that many respondents feel

that they cannot depend on their friends for emotional support, problem sharing, or mutual help. Moderate percentage (15-30%) marked Mildly

agree or higher, showing that some participants do receive meaningful social support from friends, such as comfort, help during difficulties, and

the ability to share personal feelings. Overall, the friends domain shows moderate perceived support, with noticeable variations among

participants. Some benefit from strong friendships, while many others lack reliable or emotionally available peer support.
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4.4 Level of social support among patient with Bipolar Mood Disorder

Figure 4.1

Level of social support among patient with Bipolar Mood Disorder.

59.4%

33.96%

6.6%

Low support Moderate Support High Support

Figure 4.1 shows gives us a clear picture of the levels of social support among the
respondents. In this column chart, it can be seen that the largest group, 59.4% (63), reported
receiving moderate support. This shows that more than half of the participants have a fair
level of social support in their lives.

On the other hand, 33.96% (n=36) experienced high levels of support, showing that
a significant portion of respondents have strong social backing. At the same time only
6.6% (7) reported low support, making it the smallest group.

Overall, the results highlight that while most respondents have moderate to high
social support, a small fraction still experience inadequate support, underlining the

importance of addressing the needs of those with low social backing.



26

Table 4.6

Distribution of Social Support Levels Among Participants

Items Mean SD
Spouse support 15.12 10.161
Family support 23.95 3.707
Friends support 12.69 8.011

The Table 4.6 shows the descriptive statistics of social support domains among the
participants. Family support had the highest mean score (M =23.95, SD =3.71), indicating
that participants generally perceived strong support from their families. Spouse support
showed a moderate mean score (M = 15.12, SD = 10.16), while friends’ support had the
lowest mean score (M = 12.69, SD = 8.01), suggesting comparatively less support from
friends. The standard deviations indicate more variability in spouse and friends’ support

compared to family support.



4.5 Association between Social Support and Sociodemographic Information

Table 4.7:

Association between Social Support and sociodemographic information (Living area,

Marital status, Family history of mental illness, Caregiver)
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Social Support
Variables  catagory Low Moderate High 2 P value
support support support x
%(n) % (n) % (Il) Fishers
Exact
Living area Rural 4.0(3) 36.3(43) 20.7(15) 7287  .022
urban 3.0(4)  26.7(20) 15.3(21)
Marital Unmarried 3.8(4) 33.9(41) 19.4( 12) 15.005 .002
status
married  3.0( 2) 26.7(19) 1532 4)
Divorced  3(1) 2.4(3) 1.4(0)
Family Yes 2.2( 4) 19.6(23) 11_2( 6) 6.661 .025
history of
mental  No 48(3)  43.4(40) 24.8 (30)
illness
Caregiver  Parents 5.4(3) 48.7( 52) 27.8( 27) 10.571 .020
Siblings  1.1( 4) 10.1( 9) 5.8(4)
Friends  .5(0) 42(2) 2.4(5)

Notes: (Chi-Square Test)
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The Table 4.7 shows Association between Social Support and sociodemographic
information (Living area, Marital status, Family history of mental illness, Caregiver). Living
area (P = 0.022), marital status (P= 0.002), family history of mental illness (P = 0.025),
and caregiver type (P= 0.020) were significantly associated with participation restriction.
These findings indicate that sociodemographic characteristics play an important role in
determining the level of participation restriction among the participants. Differences in
living environment, marital status, family background, and caregiver support may affect

individuals’ opportunities for social involvement and engagement in daily activities.
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CHAPTER V: DISCUSSION

The present cross-sectional study was conducted among 106 participants diagnosed with
Bipolar Mood Disorder to assess the level of perceived social support and its association
with selected sociodemographic variables. Social support is widely recognized as a critical
psychosocial determinant that influences the course, severity, and long-term outcome of
mood disorders (Cohen & Wills, 1985; Thoits, 2011). According to the World Health
Organization (2022), mental disorders are among the leading contributors to global
disability, and psychosocial determinants such as family involvement, community
integration, and interpersonal relationships significantly affect recovery trajectories. In
individuals with Bipolar Mood Disorder, fluctuations between manic and depressive
episodes often disrupt interpersonal relationships, occupational functioning, and emotional
regulation, making stable social support an essential protective factor (Goodwin &
Jamison, 2007). Therefore, examining the level and pattern of perceived social support
provides important insight into psychosocial wellbeing and rehabilitation needs.

The findings of the present study revealed that 59.4% of participants experienced a
moderate level of social support, 33.96% reported high support, and 6.6% experienced low
social support. These findings indicate that the majority of individuals receive some degree
of emotional and practical assistance; however, a small yet clinically significant subgroup
remains socially vulnerable. Moderate social support suggests partial availability of
assistance, but it may not always be sufficient during periods of acute mood instability,

particularly during severe depressive episodes characterized by hopelessness, withdrawal,
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and low motivation (Ozbay et al., 2007). Individuals experiencing low social support may
face greater challenges in adhering to medication, attending follow-up appointments, and
maintaining daily routines, which can ultimately increase the risk of relapse (Miklowitz,
2007). The presence of high support among one-third of the participants is encouraging, as
strong interpersonal connections are often associated with improved resilience, emotional
regulation, and coping capacity (Taylor, 2011).

The domain-wise analysis demonstrated that family support had the highest mean
score (M = 23.95, SD = 3.707), indicating that family members are the primary source of
perceived support among participants. This finding reflects the collectivist sociocultural
structure of Bangladesh, where family units play a central role in caregiving and decision-
making (Hofstede, 2001). In many cases, individuals with Bipolar Mood Disorder rely on
parents, spouses, or siblings for medication supervision, financial assistance, and emotional
reassurance. Strong family cohesion may contribute to greater illness monitoring and crisis
management, thereby reducing the likelihood of severe complications (Miklowitz et al.,
2003). However, the quality of family interaction remains crucial. Supportive
communication, empathy, and accurate understanding of symptoms are essential to ensure
positive outcomes. Negative emotional expressions such as criticism, blame, or
misunderstanding of manic behaviors may increase stress and potentially trigger relapse
(Hooley, 2007). Therefore, while high family support is a positive finding, structured
family psychoeducation programs remain necessary to enhance constructive involvement
and reduce caregiver burden.

In contrast, support from friends showed a comparatively lower mean score (M =

12.69, SD = 8.011), suggesting weaker peer engagement. Bipolar Mood Disorder often
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affects interpersonal functioning due to mood instability, impulsivity during manic phases,
and social withdrawal during depressive phases (American Psychiatric Association, 2013).
These behavioral fluctuations may strain friendships and reduce social confidence.
Additionally, stigma surrounding mental illness in many communities may discourage
open discussion about psychiatric conditions, leading individuals to conceal their diagnosis
from peers (Corrigan, 2004). As a result, perceived support from friends may remain
limited even when family support is available. Reduced peer support can contribute to
feelings of isolation and loneliness, which are known to negatively impact emotional
wellbeing (Hawkley & Cacioppo, 2010). Peer interaction, however, is essential for social
identity, belongingness, and community participation. Therefore, interventions such as
peer support groups and community awareness programs may help strengthen this domain
of support.

Spouse support demonstrated a mean score of 15.12 (SD = 10.161), indicating
moderate variability in perceived marital support. Bipolar Mood Disorder can significantly
influence marital relationships due to mood fluctuations, occupational disruption, financial
instability, and caregiver stress (Reinares et al., 2006). During manic episodes, impulsive
spending or irritability may strain relationships, whereas depressive episodes may lead to
emotional withdrawal and reduced communication. These challenges may explain the
variability observed in spousal support scores. Nevertheless, supportive spouses can play
a crucial role in encouraging treatment adherence, promoting healthy routines, and
providing emotional reassurance (Miklowitz, 2007). Strengthening marital communication
through counseling and psychoeducation may enhance spousal support and reduce

relational stress.
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The study further identified statistically significant associations between perceived
social support and selected sociodemographic variables, including living area (p = 0.022),
marital status (p = 0.002), family history of mental illness (p = 0.025), and caregiver type
(p = 0.020). These findings suggest that contextual and family-related characteristics
significantly influence the perception of support (House, 1981). Differences between rural
and urban living areas may reflect variations in family cohesion, community closeness, and
accessibility of mental health services (Patel et al., 2010). Rural communities may offer
stronger interpersonal bonding but limited specialized care, whereas urban settings may
provide better healthcare access but comparatively weaker extended family networks.
Marital status influences access to spousal support, while caregiver type determines the
consistency and quality of daily assistance. Individuals cared for by emotionally supportive
and informed caregivers may perceive higher levels of support compared to those receiving
fragmented or inconsistent care.

Although the majority of participants reported moderate to high levels of support,
the existence of low support among a subgroup highlights the importance of targeted
psychosocial interventions. Social support should not only be available but also
emotionally meaningful and sustainable. Perceived loneliness may persist despite the
presence of family members if emotional validation and empathetic communication are
lacking. Emotional isolation has been associated with depressive relapse and reduced
quality of life among individuals with mood disorders (Santini et al., 2015). Therefore,
strengthening the emotional dimension of support is essential for holistic recovery.

The findings of this study have important implications for clinical practice and

occupational therapy. Occupational therapists can facilitate structured group activities to
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enhance peer interaction, promote social skills training to improve interpersonal
confidence, and design community reintegration programs to strengthen social
participation (American Occupational Therapy Association, 2020). Family-centered
interventions, including psychoeducation and caregiver counseling, may improve illness
understanding and reduce expressed emotion within households. Community-based mental
health awareness initiatives may reduce stigma and encourage supportive environments
(Corrigan, 2004). Additionally, integrating psychosocial rehabilitation strategies within
routine psychiatric care may enhance long-term outcomes.

Despite its strengths, including quantitative assessment and domain-specific
analysis of social support, this study has certain limitations. The cross-sectional design
restricts causal interpretation, and findings cannot establish whether low support leads to
poorer outcomes or vice versa. The study was conducted within a limited setting, which
may affect generalizability. Furthermore, self-reported measures may introduce response
bias, as participants may overestimate or underestimate perceived support (Podsakoff et
al., 2003). Future research using longitudinal designs and larger samples is recommended
to explore changes in social support over time and its impact on relapse and functional
outcomes.

In summary, the present study demonstrates that most individuals with Bipolar
Mood Disorder experience moderate levels of social support, with family serving as the
primary source of assistance. However, comparatively lower peer support and variability
in spousal support indicate areas requiring improvement. Significant associations between
social support and sociodemographic variables further highlight the contextual nature of

support perception. Strengthening family involvement, enhancing peer engagement, and
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promoting community awareness are essential strategies to improve psychosocial

wellbeing and recovery outcomes among individuals living with Bipolar Mood Disorder.
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CHAPTER VI: CONCLUSION

6.1 Strengths and Limitations
6.1.1 Strengths
e Used a standardized and validated tool: Multidimensional Perceived Social
Support Scale (MPSSS), ensuring reliable measurement of social support.
e Cross-sectional design with 106 participants, providing a clear snapshot of social
support levels.
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 Focused on a culturally under-researched area in Bangladesh, filling an important
gap in the literature.
e Clear inclusion criteria and structured methodology increased scientific rigor.
6.1.2 Limitation
e Conducted in a single hospital, limiting generalizability to other settings.
e Cross-sectional design cannot establish causal relationships between social
support and mental health outcomes.
e Reliance on self-report measures may introduce bias (social desirability, recall
bias).
e Did not control for other influencing variables (e.g., duration of illness,
Due comorbidities, relapse episodes, socioeconomic status).

e Due to lack of time 106 participants data were collected.
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6.2 Practice Implication

e Implement family-centered psycho education to improve understanding and
support.

e Use occupational therapy interventions: peer-support groups, social participation, and
community integration.

e Introduce spousal interventions, communication training, and counseling to
improve intimate relationships.

e Integrate supportive counseling and case management in hospital settings.

e Reduce stigma through community awareness programs to enhance social
inclusion.

6.2.1 For Policy & Service Development

e Strengthen policies on family involvement and caregiver support programs.

e Adopt multidisciplinary mental health care models involving psychiatrists,
occupational therapists, social workers, and psychologists.

6.2.2 For Future Research

e Conduct multi-center or community-based studies for better generalizability.

e Use longitudinal designs to track changes in social support over time.

e Assess how peer-led groups improve outcomes and scalability

e Combine quantitative and qualitative approaches for a deeper understanding

e Investigate relationships between social support and relapse rate, functional
outcome, and quality of life.

e Examine the impact of stigma, loneliness, and cultural factors on social support.
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Conclusion

To conduct this study, it was essential to collect comprehensive information that reflects
the lived experiences of individuals with Bipolar Mood Disorder (BMD) and the factors
influencing their social participation. Sociodemographic details such as age, gender,
education, occupation, and living arrangement were gathered to understand how personal
characteristics shape their level of involvement in society. Clinical information, including
the type and duration of BMD, treatment status, and episode history, was needed to explore
how illness-related factors affect functioning. Data on social support from family, spouse,
friends, and the community were essential as weaker support networks were found to
significantly limit participation. Information related to stigma—both social and self-stigma

was also collected to researcher how negative attitudes and discrimination.
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Therapy at Bangladesh Health Professions Institute
(an academic institute of CRP) in Bangladesh. In our
course curriculum, we have to undertake
undergraduate research. | am passionate about
researching time use, and my research title is "status
of social support among patients with bipolar mood
disorder A Cross-sectional Study". | want to use the
"multidimensional scale of perceived social support"
you and your team developed in this research.
Therefore, | have a few questions about the
questionnaire. | would appreciate it if you could guide
me with my following queries:

1. How can | get permission to use this
questionnaire?

2. What s the licensing system or procedure?

3. Dol need to pay for using this questionnaire?

4. What is the scoring system for the questionnaire?
5. Canltranslate it into Bengali by keeping the
original meaning unchanged? Because the native
language of my participants is Bengali, it will be
helpful for the survey.

Your response to my queries will be beneficial to me. |
have copied this email to my supervisor, Arifa Jahan
Ema, Lecturer in Occupational Therapy and Course
Coordinator of MSc in Occupational Therapy of BHPI.
I look forward to hearing from you! Thank you very
much!

Regards,

Mahmuda Suchana

3rd year student

B.Sc. in Occupational therapy

Sessions: 2020-2021
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Appendix B: Information Sheet, Consent from, Withdrawal From
(English version)

Bangladesh Health Professions Institute (BHPI)
Occupational Therapy Unit
CRP, Savar, Dhaka-1343
Information Sheet
Research title: The status of social support among patient with Bipolar Mood
Disorder
Name of researcher: Mahmuda, 4th year, B.Sc. in Occupational Therapy.
Supervisor: Md. Saddam Hossain, Lecturer, Department of Occupational Therapy,
Bangladesh Health Professions Institute (BHPI), CRP, Savar, Dhaka.
Purpose of the Research
The purpose of this study is to find out the status of Social Support among patients with
Bipolar Mood Disorder using the Multidimensional Scale of Perceived Social Support
(MSPSS)This research aims to find out the status of social support among patient with
BMD including support from family, friends, and significant others. By investigating the
role of social support, the study seeks to contribute to a better understanding of its impact
on the mental well-being and recovery process of patients, leading to the development of
improved support systems and interventions.
What Does the Research Involve?
Participants will be invited to complete a structured questionnaire designed to assess their
perceived social support levels using the MSPSS. The survey will take approximately 20-
30 minutes to complete and will be administered either in person or online, depending on

the participant's preference. . In addition to the MSPSS, the questionnaire will include



45

demographic questions and other relevant mental health assessment tools to provide a
comprehensive understanding of social support status among bipolar mood disorder
patients.

Why Were You Chosen for This Research?

Your participation in this study is valuable because you have been diagnosed with bipolar
mood disorder and are currently receiving mental health support. Your experiences will
provide critical insights into the role of social support in managing bipolar disorder, which
is essential for understanding and addressing the needs of individuals with similar
conditions.

Source of Funding

This research is funded by the researchers themselves and is conducted without external
funding or sponsorship. The study is part of an academic project aimed at contributing to
the field of mental health and social support research.

Consenting to Participate in the Project and Withdrawing from the Research

Your participation in this study requires your consent, which you can provide by signing
the consent form prior to completing the survey. Participation is entirely voluntary, and
there is no obligation to participate. If you decide to withdraw from the study at any point
before the analysis phase, you may do so without any penalty or consequence. You may
also choose to skip any questions you are uncomfortable with.

Possible Benefits and Risks to Participants

While there may not be any direct personal benefits from participating in this research,
your contribution will help advance knowledge about social support and its effects on

individuals with bipolar mood disorder. This research aims to improve interventions and
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support systems for patients experiencing bipolar disorder. The study is designed to be low-
risk, but there is the Potential for psychological discomfort when discussing social support
and personal experiences.

Confidentiality

All participant information will be kept confidential. No personal identifying details will
be published in any reports. A unique code will be assigned to each participant to ensure
anonymity during data analysis. Only the research team will have access to identifying
information, and data will be stored securely on a password-protected computer system.
All hard copies of the data will be stored in locked filing cabinets to ensure privacy and
security

Storage of Data

The collected data will be stored electronically on password-protected systems and in
physical storage at secure locations. Only authorized research personnel will have access
to the data. These measures ensure that all participant information is kept confidential and
protected throughout the duration of the study.

Results

The data collected from this study will be analyzed quantitatively, and the results will be
compiled into a detailed report. . Findings may be published in peer-reviewed academic
journals or presented at academic conferences. A summary of the results will be available

to participants upon request.
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Complaints

If you have any concerns or complaints about the research's conduct, you are welcome to
contact the supervisor.

MD. Saddam Hossain Assistant Professor

Department of Occupational Therapy

Bangladesh Health Professions Institute (BHPI), CRP Call; 01766494605

Email : saddamot6@gmail.com

Thank you


mailto:saddamot6@gmail.com
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Consent Form

I, Mahmuda Akter , a 4th year student of B.Sc. in Occupational Therapy at Bangladesh
Health Professions Institute (BHPI), under CRP, Savar, Dhaka, I am conducting a study
titled - Status of Social Support Among Patients with Bipolar Mood Disorder. This
study is being carried out as part of the academic curriculum of the Department of
Occupational Therapy.

As part of the research, I will collect answers from participants through a set of questions,
and this information will be used solely for research purposes. All collected data will
remain confidential. I assure you that participation in this research will have no harmful
effect on you. You may withdraw from the study at any time if you wish.

Please read the following statements carefully and tick Yes or No to indicate that you have
read and understood the information, and that you voluntarily agree to participate in the
study.

I confirm that I have read the research-related information thoroughly, understood its
purpose and benefits, and agree to participate in the study.

Yes / No

I have received satisfactory answers to my questions related to this study.

Yes / No

I understand that my participation in this study is completely voluntary and that I may
withdraw my consent at any time. | am aware that the results of this study may be
published, and it will not cause me any harm.

Yes /No
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If I have any further questions about the study, I will discuss them with the researcher and
participate only after receiving satisfactory answers.

Yes /No

I have given enough time to those who are interviewing me for the purpose of this study.
Yes /No

I agree to participate in this study .

Yes / No
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WITHDRAWAL OF CONSENT FORM
Research title: The status of Social Support among patients with Bipolar
Disorder
Student investigator: Mahmuda Akter
I,
(the PATtICIPANL), . ..ttt ettt et et et et e e et et e e e e e e e e aaeenens wish
to WITHDRAW my consent to the use of data arising from my participation. Data
arising from my participation must NOT be used in this research project as described in the
Information and Consent Form. I understand that this notification will be retained
together with
my consent form as evidence of the withdrawal of my consent to use the data I have
provided specifically for this research project.

Name of the participant..................cooeeiiiinn... Signature of participant/ thumb
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Appendix B: Information Sheet,Consent from,Withdrawal From
(Bangla version)
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Appendix C: Questionnaire (English)

Sociodemographic Questionnaire (English version)

Participant ID: ,
Phone Number: ,

Address:

1. Age of the participant
Please mention: _ years
2. Gender

a) Male

b) Female

c) Other

3. Place of Residence

a) Rural area

b) Urban area

4. Number of family members
Please mention:  members
5. Marital Status

a) Unmarried

b) Married

c) Divorced

6. Educational Qualification

a) Primary



b) Secondary
c¢) Higher Secondary
7. Occupation

Please mention:

8. Approximate Monthly Income

Please mention: BDT

9. Type of Family

a) Nuclear family

b) Joint family

c) Extended family

10. Family History of Mental Illness

a) Yes

b) No

11. Are you currently taking any medication?
a) Yes

b) No

12. Are you under regular follow-up treatment?
a) Yes

b) No

13. Duration of Treatment

Please mention:

years / months

14. For how long have you been taking medication for Bipolar Mood Disorder?

58
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Please mention:
years/ _ months
15. Are you regularly taking your prescribed medication?
a) Yes
b) No
¢) Sometimes
16. Do you feel that people around you understand your mental health condition?
a) Yes
b) No
17. Do you feel isolated or lonely in your daily life?
a) Always
b) Often
¢) Sometimes
d) Never
18. Do you feel comfortable discussing your mental health condition with others?
a) Yes, with everyone
b) Only with close family/friends
c¢) Only with professionals
d) Not at all
19. Do you receive any financial support from others for your treatment?
a) Yes

b) No



Scale name: Multidimensional Scale of Perceived Social Support
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Iteam

Very Strongly

disagree

Strongly

disagree

Mildly

disagree

neutral

Mildly

agree

strongly

agree

Very
Strongl y
agree

There is a special person who is around

when [ am in need

There is a special person with whom I

can share my joys and sorrows

My family really tries to help me

I get the emotional help and support I

need from my family

I have a special person who is real source

of comfort to me

My friends really try to help me
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I can talk about my problems with family

I have friends with whom I can share my

joys and sorrows

There is a special person in my life who
cares about my feeling

My family is willing to help me make

decisions

I can talk about my problems with my

friends

I can count on my friends when things go

wrong
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Appendix D: Supervision Record Sheet
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