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Abstract

Background: Schizophrenia is a chronic mental disorder that frequently result in
significant disruption of personal and as well as social performance. It has significant
effect on patients and their participation in social life but in Bangladesh, there is limited
information on personal and social performance of the schizophrenic patients.

Aim: This study aimed to assess the personal and social performance among patients
with schizophrenia.

Methods: A cross-sectional study was conducted among 124 schizophrenia patients
who were receiving treatment at selected hospitals and day care centre in Bangladesh.
Data was collected by face-to-face interview using a sociodemographic questionnaire
and the Personal and Social Performance (PSP) scale. Data were analyzed using
descriptive statistics and due to the non-normal data distribution, Mann-Whitney U and
Kruskal - Wallis test were performed. Linear regression analyses were also conducted.
Results: The average PSP score was 38.72, (SD £19.48) which indicates the low to
moderate level of functioning. Significant associations were observed between PSP
scores and household activity involvement, anger or aggression control, personal
hygiene, and family and social relationships (p < .05). These variables were identified
as significant predictors of functional performance in the regression analysis.
Conclusion: The study says those who suffer from schizophrenia have significant
impairment of personal and social functioning. Personal and social performance
depends on performance and quality of functional engagement, practice of self-care,
regulation of emotion and relationships.

Key Words: Schizophrenia, Personal and Social Performance, Functional Outcome,

Bangladesh.



CHAPTER I: INTRODUCTION

1.1 Background

Schizophrenia is a chronic, disabling, and severe mental illness. It affects the way a
person thinks, feels, and behaves. Kretschmer et al. (2022) and WHO report (2023)
this is one of the world’s most burdensome mental disorders that contributes most to
the morbidity, disability and lowering of life-expectancy. Individuals diagnosed with
schizophrenia display a range of symptoms consisting of the following positive
symptoms (hallucinations, delusions), negative symptoms (Social functioning
withdrawal, lack of motivation, flat affect) and cognitive impairment. These
combinations of symptoms often interfere with living independently and meaningfully
(Harvey & Strassnig, 2021; Bora & Murray, 2021).

Schizophrenia has a significant impact on the personal and social functioning
of individuals. It manifests as an inability to self-care, maintain social and personal
relationships, have productive roles, and participate in community life. Functional
limitations are more disabling than the symptoms themselves and persist even when the
individual improves with medications (Galderisi et al., 2018; Mucci et al., 2020).
Functional recovery is now regarded as the main goal of psychiatric rehabilitation,
necessitating the evaluation of personal and social performance as a core component of
the assessment (Rocca et al., 2021).

According to Morosini et al. (2000), one of the most widely used scales to
evaluate psychosocial functioning is the PSP, the Personal and Social Performance
Scale, in schizophrenia. PSP is a measure of functioning in 4 different areas: socially
useful activities, personal and social relationships, self-care, and disturbing and

aggressive behaviors. Recent studies show that the PSP is reliable, culture-fair, and



sensitive to clinical change which makes it useful for clinical and research purposes in
different populations (Brissos et al., 2022; Juckel et al., 2021). Functional assessment
using PSP has become important in mental health practice because it provides a
complete understanding of patient’s ability to function in real life contexts instead of
just focusing on symptomatology. (Nasrallah et al., 2008)

In Bangladesh, there is limited access to mental-health services along with
stigma and socio-economic factors which negatively affect treatment outcomes.
Schizophrenia is an important public health issue in Bangladesh (Hossain et al, 2021;
Islam et al., 2022). Bangladesh’s mental health infrastructure is not well developed and
there is a lack of long-term psychosocial rehabilitation services. Many people with the
schizophrenia continue to face functional impairments that limit their everyday life
participation and negatively affect their quality of life (Ahmed et al. 2021). Family
members are often primary caregivers. They can carry a heavy emotional, financial,
and social burden. (Awad & Voruganti, 2008)

Sociodemographic features like age, gender, education, marital status, income,
and duration of illness impact the functional outcome in schizophrenia according to
recent studies (Ventura et al 2021, Jung et al 2020). For instance, longer illness duration,
low education unemployment, leads to lower functioning level in people, essentially in
the mental illness case. Nevertheless, the study shows that the results vary. Due to the
special socio-cultural settings in Bangladesh, it is important to see the impact of these
demographic factors in the personal and social performance of Bangladeshi patients.
(WHO, 2013; Hossain et al., 202)

Occupational therapy primarily concerns the engagement in purposeful
occupations and independence in daily living and participation in social and community

activity which is essential for functional recovery. Occupational therapists assess how



people perform certain functions, look at how occupational performance and evaluating
and designing intervention to increase social interaction, self-care, productivity and
leisure participation (Boop et al., 2020; Samuel et al., 2023). Consequently, it is
necessary to know the level of personal and social performance among patients with
schizophrenia to enable the development of intervention strategies. In spite research on
schizophrenia in Bangladesh increased, studies on personal and social performance
remain scarce. Many of the published studies examine the prevalence, severity of
symptoms, treatment adherence, and caregiver burden. Psychosocial functioning is less
studied. This gap shows that there is a need for systematic research which measures
personal and social performance with a reliable scale like the Personal and Social
Performance. (Nasrallah et al., 2008)

Grasping how those with schizophrenia operate in their daily surroundings can
help shape rehabilitation plans, direct occupational therapy, and encourage mental-
health services in the community. Consequently, this study attempts to evaluate the
personal and social performance among patients with schizophrenia and the

sociodemographic factors of the functional outcomes. (Burns & Patrick, 2007)

1.2 Justification of the Study

Understanding how individuals with schizophrenia in Bangladesh function personally
and socially is very important for many reasons. Functional impairments are a critical
determinant of long-term disability and reduced quality of life. To treat the symptoms,
the help of drugs is given. However, the recovery of function needs targeted drugs. On
the other hand, occupational and psychosocial treatment can be really useful too.
Without understanding the functional difficulties people have, it is difficult to plan
rehabilitation effectively (Harvey et al., 2020; Rocca et al., 2021). The PSP scale gives

a standardized and reliable way to assess everyday functioning. Yet, there has been



limited research on the PSP scale in Bangladesh. This study will provide local evidence
about the applicability and usefulness of the PSP to evaluate functional performance in
Bangladeshi patients with schizophrenia.

In addition, it can enable clinicians, in particular occupational therapists, to
make sense of how clients operate across the range of life areas, such as self-care, social,
productive and community functioning. The information can help determine specific
occupational performance problems, develop individualized intervention and improve
the effectiveness of the rehabilitation program.

Comprehending how sociodemographic variables impact functional
performance can help offer culturally relevant mental-health services. In Bangladesh,
the experiences of mental-health people are shaped profoundly by poverty, educational
level, gender roles, and family structure. Health professionals can develop effective
strategies for populations with functional impairment and priorities populations with
the greatest need if the demographic groups most at risk of functional impairment can
be identified (Islam et al. 2022; Ahmed et al. 2021).

The findings will increase knowledge which is necessary to improve community
based mental health rehabilitation in Bangladesh. The transition of the country towards
more recovery-oriented model of mental health care requires empirical evidence on
functional performance in order to inform policies, appropriate resources and bolster
mental health programmed. Hence, this study is justified as it can facilitate improved

clinical practice, occupational therapy intervention planning and mental health policy.



1.3 Operational Definitions.

1.3.1 Schizophrenia

According to the American Psychiatric Association (2022), schizophrenia can be
defined as a chronic psychiatric disorder entailing disturbances in thought, perception,
and mood, which subsequently causes cognitive dysfunction.

1.3.2 Performance of the Personal Social

Morosini et al. (2000) developed a scale that clinicians use to assess a person’s
psychosocial functioning in schizophrenia. There are four domains that the scale looks
into: socially useful activities, personal social relationships, self-care, and disturbing
and aggressive behaviors. Higher scores indicate better functioning.

1.3.3 Personal Performance

The capacity of a person to execute ‘activities of daily living' (ADLs), in an independent
manner, for example, self-care, hygiene, household, and so on, (Bucci et al., 2021).
1.3.4 Social Performance

The power to communicate with others, make and keep friends, communicate with

others and make and take part in social and community roles. (Brissos et al, 2022).
1.4 Aim of the Study
The aim of the study is to assess the personal and social performance among patients

with schizophrenia.



CHAPTER II: LITERATURE REVIEW

This chapter reviews empirical and conceptual literature on personal and social
performance among patients with schizophrenia, with a specific focus on the Personal
and Social Performance (PSP) scale. The review is organized into five sections: (i) an
overview of schizophrenia and personal and social functioning, (ii) overall levels of
personal and social performance, (iii) clinical correlation of PSP, (iv)
sociodemographic and contextual factors and (iv) rehabilitation, occupational therapy
and assessment approaches.

Searches were conducted in PubMed, Google Scholar, Embase, Medline,
ScienceDirect and Google for articles published mainly within the last 10-15 years,
using combinations of terms such as schizophrenia, personal and social performance,
social functioning, negative symptoms, occupational therapy, social cognition and
Bangladesh. The 14 key studies selected for detailed review include quantitative,
qualitative and review papers from Europe, Asia and other regions, but none from

Bangladesh using the PSP scale.



2.1 Overview of literature review findings

Figure 2.1

Overview of literature review findings

Overview of Schizophrenia and Personal and Social Performance

Overall ‘Level of
Personal and social

performance
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2.2 Overview of Schizophrenia and Personal and Social Performance

Schizophrenia is a chronic disorder that is heterogeneous, as it occurs in various forms.

The positive, negative and cognitive symptoms of schizophrenia together produce a

substantial disability in real-life functioning. Many people with schizophrenia cannot

work or live independently or have close relationships. This is evident from large

epidemiological and clinical studies even when acute psychotic symptoms are partially

remitted.(Vauth et al., 2021). A recent macor study shows that impaired social function

is a central defining feature of schizophrenia which remains poorly understood, but is

found to be strongly linked to across domains of psychopathology and works across




positive, negative, disorganized and affective symptoms. (Handest et al., 2023).

Personal and social functioning is usually conceptualized as the capacity to
carry out age-appropriate roles in everyday life such as self-care, work, study, social
relationships and participation in community roles (Clausen & Ruud, 2024).
Importantly, functioning is now recognized as partly independent from symptom
remission; some patients retain significant functional impairment despite good
symptom control, while others maintain relatively adequate functioning despite residual
symptoms (Vauth et al., 2021).

The PSP scale is a short clinician rated measure to assess the real-world
functioning of people with schizophrenia. It evaluates four areas of functioning-socially
useful activities (such as work and study), personal and social relationships, self-care
and disturbing or aggressive behaviors on a 1-100-point scale, with higher scores
indicating better functioning. (Jelastopulu et al., 2014). The PSP was envisioned to
minimize directly overlapping with severity scales of symptomatology and to improve
upon earlier global assessments such as the Global Assessment of Functioning (GAF)
and the Social and Occupational Functioning Assessment Scale (SOFAS). (Jelastopulu
et al., 2014)Validation studies in usual outpatient settings indicate moderate negative
correlations of PSP with PANSS —more severe psychopathology is generally associated
with worse functioning, but the constructs are not identical and can diverge in some
cases.(Jelastopulu et al., 2014)

Recent methodological reviews confirm that the PSP is among the best-
supported clinician-rated instruments for social functioning in severe mental illness.
The instrument exhibits good internal consistency, structural validity and sensitivity to
change over time.(Clausen & Ruud, 2024) All the while, more recent tools like the

Practical and Social Functioning (PSF) scale, WHODAS 2.0 and performance-based



assessment have been developed within the International Classification of Functioning
(ICF) umbrella to better capture activity and participation.(Clausen & Ruud, 2024).
Tools based on digital and virtual reality technology are being developed to measure

functional capacity and everyday behavior.(Searle et al., 2022).

2.3 The level of personal and social performance in schizophrenia

In most countries, the majority of patients with schizophrenia show moderate to severe
impairment on a global functioning scale, even when receiving outpatient or
community treatment. In a very large Greek outpatient sample (n=2010), approximately
half the patients had baseline PSP scores of below 50, which according to the
explanatory notes of the scale means “A marked difficulty in more than one domain of
functioning or a severe dysfunction in at least one domain”.(Jelastopulu et al., 2014)
This means that after the patient was treated for six months, they had improved.
However, while they did get better, they still had a long way to go. Despite the
improvement, patient remained in the moderate to severe disability range. (Nasrallah et
al., 2008).

Clinical trials testing antipsychotics show that symptomatic improvement does
not equal functional recovery. In a post-hoc analysis of a paliperidone extended-release
trial, the change in the PSP score was only partially explained by the change in PANSS
and CGI-S scores, as approximately 45% of the variability in PSP remained
unexplained. This can indicate that the PSP captures functioning not explained by
symptoms. (Vauth et al., 2021). Likewise, a phase 3 trial and 52-week extension of the
long-acting injectable risperidone ISM found rapid and sustained improvements in PSP
scores versus placebo. However, mean gains of around 10 points still left many patients
short of fully independent functioning (Litman et al., 2023).

Research showed that social functioning is associated with all major
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psychopathology domains past the existence of psychosis. These association effect
sizes, whether small, moderate, or strong, include positive symptoms, negative
symptoms, disorganized symptoms, and depressive symptoms. (Handest et al., 2023).
Nonetheless, the heterogeneity of functional outcome measures and the important
recognition that there is persistent disability, even with treatment, is resulting in social
functioning being seen as more of a core manifestation of the disorder itself rather than
its downstream consequence. (Green, 1996; Harvey & Strassnig, 2012)

Almost no data exists on the use of the PSP scale to measure functional levels
of schizophrenia patients living in low- and middle-income countries. A Bangladeshi
study that involved 100 patients assessed negative symptoms using the Scale for the
Assessment of Negative Symptoms (SANS). Results show that avolition, alogia and
affective flattening were highly prevalent. All these symptoms are implicated as strong
predictors of poor functioning. (Bhuiyan et al., 2022) That study did not measure
personal and social performance directly, indicating a need for local data to be used

with PSP.
2.4 Clinical Factors Connected with Personal and Social Performance.

2.4.1 Negative symptoms and general psychopathology.

Data analysis and long-term data show that negative symptoms cause social
dysfunction. Handest and co-workers performed a systematic review and meta-analysis
in which they found general social functioning to be strongly associated with negative
symptoms but also found significant associations with positive, disorganized and
depressive symptoms, thereby challenging the view that only negative symptoms matter
for functioning.(Handest et al., 2023) Improvements in the PANSS negative and
general psychopathology scores during the intervention research are positively related

to gains in the PSP (Vauth et al., 2021).
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Data from Bangladesh, though limited, indicate that negative symptoms are

prevalent and become increasingly common with illness duration and insidious onset.
This may in part account for the high levels of disability seen clinically. (Bhuiyan et
al., 2022) These findings align with international evidence that enduring negative
indications foreshadow inferior success in jobs plus social functioning over time.
2.4.2 Cognition, social cognition and metacognition.
Cognitive impairments in areas such as concentration, recall, decision-making and
interacting socially have been often connected to daily life functioning and workplace
performance (Giuliani et al., 2024). A narrative review of metacognition, social
cognition and social functioning came to the conclusion that impairments in both
metacognitive capacity (the capacity to reflect about self and others) and social
cognition (deficits in emotion processing, theory of mind, social perception and
attributional style) are important determinants of functional disability in schizophrenia
(Montemagni et al., 2024).

Patients display social perception deficits early in the disorder which probably
will not evolve. In a Turkish study, emotion recognition and theory of mind was
evaluated in schizophrenia spectrum disorder patients of different illness durations. The
researchers found that illness duration was not related to social cognitive performance.
Therefore, social cognitive deficits may be a trait and somewhat independent of the
course of symptoms (Kamis et al., 2025). A study from Iran reveals how some emotions
cause loss of intention recognition and mis-functioning of emotional regulation and
attributional processes which ultimately shape one’s subjective experience of isolation,
marginalization as well as inability to secure and sustain one’s job and relationship

(Salarhaji et al., 2025).
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Recent studies that targeted social cognition directly showed positive effects for
cognitive and functional prognosis. The mSoCIAL intervention enhanced ability to
recognize emotions, have a theory of mind and carry out functional abilities. The study
found significant improvement in various real life domains such as work skills and
interpersonal relationships compared to treatment as usual. The data suggests that social
cognition can be altered and is a mediator between symptoms and PSP. (Giuliani et al.,

2024).

2.4.3 Stigma, internalized beliefs and emotional distress.
Social withdrawal and poor functioning are linked to stigma, shame and lack of
confidence. Adults with a legal guardian had more hospitalizations, longer illness
duration, poorer interpersonal functioning and significantly lower perceived family
support relative to those without a guardian in a Turkish inpatient sample (izci et al.,
2024). A logistic regression analysis revealed that an internalized stigma, social support
and interpersonal functioning were all related to guardianship. The findings show how
clinical and psychosocial factors interact to limit autonomy and social performance.
(Izci et al., 2024).
2.5 Sociodemographic and Contextual Factors.
Environmental Resources and Sociodemographic Characteristics can Buffer or
Exacerbate Functional Impairment. When looking at the literature concerning
functional instruments, it can be seen that better scores on outcomes such as the PSP,
PSF and the Social Functioning Scale are consistently associated with more education,
employment and greater social network size (Clausen & Ruud, 2024).

Employment is particularly salient. The narrative of patients suffering from
mental health independent is the theme of restoring identity through employment. As

the patients narrate work brings structure to life and provides identity and worth. More
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so, unemployment brings marginalization and identity crisis as they depend on families.
(Salarhaji et al., 2025).

Family and community support is also important. A recent study on
guardianship has shown that perceived social support from family and friends is
strongly associated with higher social functioning. Also, when a person has lower
perceived social support, a legal guardianship will be imposed on that person (izci et
al., 2024). Living among supportive relatives may prevent severe functional decline,
while isolation may accelerate disability because disability rates are affected by context
(Thornicroft, 2006).

In developed community mental health services high income countries,
contextual supports, such as disability benefits, supported housing and vocational
rehabilitation, can partially compensate for limitations caused by illness (Giuliani et al.,
2024). There is a lack of research on the PSP from different low- and middle-income
settings where educational opportunities, employment conditions and family roles are
markedly different. Other than the research on negative symptoms, no research in
Bangladesh has systematically examined the role of age, gender, education, marital
status, employment or income on personal and social performance measured by

PSP.(Bhuiyan et al., 2022)

2.6 Rehabilitation, occupational therapy and assessment Innovations

With consistent functional deficits, psychosocial and rehabilitative interventions are
increasingly emphasized with pharmacotherapy. A review study using various
techniques in 13 interventions found that different techniques given by an occupational
therapist including skill training, cognitive-based OT, psychosocial OT, CBT-based
OT, creative activities and peer-support programmes result in a significant

improvement in the functional level and better quality of life in people with
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schizophrenia (Anggraini et al., 2020).

Indonesia undertook an OT programme aimed at improving ADL amongst in-
patients with schizophrenia, using pre-post comparisons. Organized questioning
sessions on self-care and daily activities resulted in a great increase in independence
scores with p-value of p < 0.0001. These gains translate directly to PSP domains,
including those associated with self-care and socially useful activities (Haya &
Agustina, 2024).

The OT review also looked at other studies combining group OT with
individualized components (eg motivational interviewing, psychoeducation, self-
monitoring and discharge planning), which were found to improve cognitive
functioning, intrinsic motivation and social functioning compared to group OT alone.
Three years of follow-up revealed that creative interventions built on activities were
associated with sustained improvement in the performance and satisfaction of users
(Anggraini et al., 2020).

Improvements in emotional recognition, theory of mind, and real-life
functioning domains like work skills and social relationships have been demonstrated
by remediation of social cognition (e.g. mSoCIAL) beyond conventional OT.(Giuliani
et al., 2024) Some reviews argue that adding metacognitive and social-cognitive targets
to rehabilitation may maximise gains in PSP. Specifically, the argument is that
assistance to create coherent self-narratives and more accurate social-situational
understanding could do this (Montemagni et al., 2024).

Finally, measurement science is also evolving. Looking at functional outcome
tools reveal the shortcomings of solely focusing on global milestones like competitive
employment in short clinical trials. They recommend using a combination of

interviewer-rated measures such as the PSP or PSF, performance-based tasks and
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digital measures (Clausen & Ruud, 2024; Searle et al., 2022) Tools such as smartphone
data, ecological momentary assessment, and virtual-reality-based methods are assessed
to capture subtle changes in daily functioning that may occur before large shifts in PSP
scores (Searle et al., 2022).

Studies from diverse countries show that most individuals with schizophrenia
have moderate to severe functional impairment when assessed on the PSP, even when
clinically stable and receiving treatment. Garcia-Portilla and colleagues (2011) reported
the mean PSP score in the low to mid-range in a large Spanish cohort of out-patients
indicating marked difficulties at work, in social relationship and self-care. In a later
study focusing on negative symptoms, the same group demonstrated that patients with
major negative symptoms had especially low PSP scores and were often unemployed
or socially isolated (Garcia-Portilla et al., 2021).

The Italian Foundation for Psychosis Research is a study of more than 900
patients with physical dysfunction living in the community. Using network analysis,
Galderisi et al. (2018) showed that real-life functioning (measured with different
functional scales, including PSP and the Specific Level of Functioning scale) was
significantly impaired for the majority of participants, forming a separate cluster from
psychopathology. In a study that followed the cohort for four years, Mucci et al. (2021)
found that only a minority of patients obtained a ‘good outcome’ in terms of
functioning; most remained in the moderate-disability range despite ongoing mental-
health care.

Usually, the impairment is the greatest in social usefulness and interpersonal
relationship for specific PSP domains. Individuals often have a lack of competitive
employment, difficulties maintaining friendships and a limited ability to participate in

community roles (Giuliani et al., 2021; Montemagni et al., 2024). Self-reliance
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functioning tends to be somewhat better but still remains compromised in a good
proportion of patients (Galderisi et al., 2020). Stable patients are less likely to display
disturbing or aggressive behaviour. However, even low levels of behavioural
dysregulation can hamper integration in the community Pappa et al., 2011.
Pharmacological studies using PSP as a measure show that control of symptoms
does not equal complete functional recovery. In a trial of long-acting risperidone I. S.
M., PANSS and C G I improvements were attended by significant but moderate
increases in P S P which did not get many patients to independent functioning (Litman
et al, 2023). Broader reviews show similar patterns: “antipsychotics and other
biological treatments can improve functioning these treatments are frequently
associated with a residual impairment in personal and social functioning” (Searle et al.,

2022, p.17; Montemagni et al., 2024).
2.7 Key gaps of the study

e Very few studies assessed personal and social performance of schizophrenia
patients and most studies were conducted in hospital based.

e Most studies utilized clinical samples from high-income countries. Moreover,
there are no PSP-based studies from low-and middle-income countries
including Bangladesh.

e Usually, the rest of the research acknowledged the relevance and importance of
different sociodemographic predictors like education, income and employment,
etc. but, it did not actually make a complete study of them in relation to their

PSP scores.
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CHAPTER III: METHODS & MATERIALS

3.1 Study questions, aim and objectives.

3.1.1 Study Questions.
What is the level of personal and social performance among patients with schizophrenia
and is there any association between personal and social performance scores and

selected sociodemographic factors among patients with schizophrenia?

3.1.2 Aim of the Study.
The aim of the study is to assess the personal and social performance among patients
with schizophrenia.
3.1.3 Objectives of the Study
e To assess the overall level of personal and social performance among patients
with schizophrenia.
e To identify the sociodemographic characteristics of the respondents.
e Identify the association between Personal and social performance score and

sociodemographic factors.
3.2 Study Design

3.2.1 Study Method
Quantitative study is a technique that gathers and dissects mathematical information to
recognize examples and connections. It guarantees objectivity, dependability, and
generalizability by utilizing organized instruments like studies and state sanctioned
tests.

This study will embrace a quantitative way to deal with give a goal and
normalized evaluation of the individual and social exhibition of schizophrenia patients.

The Individual and Social Presentation (PSP) Scale will be utilized to create
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mathematical scores, taking into account examinations across people. Factual strategies
will guarantee exactness in distinguishing critical elements affecting social working.
Since the review will break down connections among segment and clinical factors, this
approach will be the most reasonable for reaching significant inferences and

illuminating proof-based mediations (Creswell and Creswell, 2018).

3.2.2 Study Approach
A cross-sectional study is one that involves the collection of data from a single
population at one given time. Health and social scientists often use surveys to identify
the prevalence of various conditions, measure other variables and study associations.
This approach is quite economical, saves time, and enables many variables to be
analyzed.

The study will take on a cross-sectional design as it will provide a depiction of
the personal and social functioning of schizophrenia patients in Bangladesh at a
particular point in time. It will make it possible to assess various psychosocial domains
such as social relations, self-care, and aggressive behaviors using the Personal and
Social Performance (PSP) Scale. In addition, this method will help to identify key
demographic and clinical factors affecting social functioning without requiring long-
term follow-up. Because of the limited resources and time constraints, a cross-sectional
method will be the most practical and effective method to achieve the study’s objectives

(Setia, 2016).



3.3 Conceptual framework

Figure 3.1

Conceptual framework

Independent variable:

Socio-demographic factors:
age, gender, marital status,
education, employment,
residence  (urban/  semi-
urban/rural), etc.

Clinical factors: duration of
illness, medication status,
number of hospitalizations,

family history, etc.

Moderating Variable:

Family support, stigma

v

Mediating Variable:
Medication adherence,

insight into illness

Dependent variable:
Level of Personal and

Social Performance

Control variable:
Age, gender, type of

schizophrenia
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3.4 Study Setting and Period

3.4.1 Study Setting
The research was conducted in selected mental health hospital and day care centre
including,

e National Institute of Mental Health & Hospital, Dhaka.

e Pabna Mental Hospital, Pabna.

e CRP-Rabia Noor Mental Health Day centre.

3.4.2 Study Period.
The total study period was from 15 June 2025 to 15 December 2025. The data collection

period was from August 02, 2025, to September 15, 2025.
3.5 Study Participants.

3.5.1 Study Population.

The study population consisted of adult aged between 18-60 years both male and
female, who had been diagnosed with schizophrenia and were receiving treatment at
mental health hospitals and day care centers across Bangladesh.

3.5.2 Sampling Techniques

The study used purposive sampling, as the subject of study was decided to utilize people
with definite clinical features, namely, cases of schizophrenia receiving care at mental
health facilities. The researcher can purposefully sample participants according to the
researcher’s own inclusion criteria, thus allowing for a sample which is directly relevant
to the researcher. In clinical and hospital-based studies, purposive sampling is therefore
appropriate and widely used as the target population has unique characteristics (Polit &

Beck, 2021; Creswell & Creswell, 2018).
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3.5.3 Inclusion Criteria
e  Diagnosed with schizophrenia by a qualified psychiatrist.
e  Aged between 18 to 60 years.
3.5.4 Exclusion Criteria
e  Suffering from severe physical illnesses or neurological disorders (e.g., stroke,
Parkinson's disease) that could affect personal and social functioning.
e Unable to provide informed consent due to cognitive impairment or
communication difficulties.
3.5.5 Sample Size.
The formula of one sample population is used to calculate the sample size:

_ z’p(1-p)
=

Where:

n = desired sample size

Z = standard normal deviation, usually set at 1.96, which corresponds to 95%
Confidence Interval (CI).

p = estimated proportion of the population with the characteristic of interest (0.5 for
maximum variability assumption)

d = margin of error 0.05 (5% margin of error)

(1.96)%2x0.5%(1—-0.5)
n=
(0.1)2

= 384.16
According to this equation, the sample should be 384 participants. After matching the
inclusion and exclusion criteria within a short period of time, the researcher reached

124 participants.
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3.6 Ethical Considerations

The researcher maintained ethical considerations according to the Helsinki Act ‘s 2013
guidelines:

3.6.1 Ethical Clearance

Ethical clearance had been sought from the Institutional Review Board (IRB)
explaining the study's aim, objectives, and purpose through the Department of
Occupational Therapy, Bangladesh Health Professions Institute (BHPI). The IRB form
number CRP-BHPI/IRB/07/2025/1119 (see in details appendix-A). The ethical
processes were followed according to World Medical Association (WMA) created for

medical research (World Medical Association Declaration of Helsinki, 2014).

3.6.2 Informed Consent

The researcher explained the aim, objectives, and purpose of the study to the
participants through an information sheet (See appendix B for more details). The
participants expressed their willingness to take part in the study and to have their data

collected. Verbal consent was obtained from the participants.

3.6.3 Unequal Relationship
There was no opportunity for bias as the researcher did not know the participants. So,
there was no chance of having a power relationship. The researcher used a standardized

questionnaire for each participant to obtain data.

3.6.4 Risk and Beneficence

The participants did not involve any risk and did not get any benefit for participating in
this study. The study's risks and benefits are among the most important considerations
when doing research on human subjects. The researcher did not pay or offer any other
benefit to the participants for giving data. The risk comprises both the possibility of

injury and its consequences (Barke, 2009). The participants' provision of the
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information was voluntary and came with no risk.

3.6.5 Confidentiality

The researcher was highly concerned about the confidentiality of the participants’
information. Their name, identity, and other sociodemographic information were not
disclosed to anyone except the supervisor which was clearly stated in the information
sheet. Besides this, any identical information of participants’ will not be revealed for
future uses, such as report writing, publication, conference, media or any written or
discussion. The participants were clearly informed about confidentiality by an

information sheet.
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3.7 Data Collection Process.
3.7.1 Participant Recruitment Process
Figure 3.2

Participant Recruitment Process

Initial contact was made with selected mental health hospitals and day care centers

NS

Formal permission was obtained from the concerned authorities

NS

Participants were screened based on the inclusion and exclusion criteria

NS

Eligible participants were approached by the researcher

NS

The purpose, procedures, potential benefits and nature of the study were clearly
explained to the participants

NS

Participants who met the inclusion criteria and expressed willingness to participate
were selected

NS

Written consent was obtained from each participant

NS

Finally, data were collected from the participants using study instruments while
maintaining confidentiality

3.7.2 Data collection method
The data was collected through a face-to-face survey by the researcher through a socio-
demographic questionnaire, and the PSP Scale (For details about the tools, see section-

3.7.3 "Data Collection Instrument"). The researcher administered the questionnaire in
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person. Face-to face administration helped data quality and enhanced trustworthiness

during data collection (Doyle, 2014). Several advantages existed for face-to-face

surveys. These surveys were flexible and structured. They were founded on

interpersonal communication and were controlled within the survey (Szolnoki &

Hoffmann, 2013)

3.7.3 Data Collection Instruments.

Sociodemographic Questionnaire: Participants’ background information was
collected using a researcher-developed sociodemographic and clinical
information form. This section contained items on age, gender, marital status,
level of education, occupation, monthly income, place of residence, duration of
illness, and current treatment status. The purpose of the form is to detect factors
possibly related to performance, both personal and social (see details in
Appendix C).
Personal and Social Performance (PSP) Scale: The researcher measured the
level of personal and social performance among patients with schizophrenia
using The Personal and Social Performance (PSP) scale. The PSP is a clinician
rated tool to assess functioning in four domains: a. socially useful activities, b.
personal and social relationships, c. self-care and d. disturbing and aggressive
behaviors.

Each domain of measure is rated on a six-point severity scale. The last
overall score is taken between 1 and 100. Higher the score better is the

functioning of the person.
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3.7.4 Field Test

The researcher, with the help of the supervisor and an expert in formal Bengali writing,
translated the questionnaire into Bengali, which is the native language of Bangladesh.
To identify potential problems with the questionnaire, it was pretested among two
respondents who were similar to the study population but outside the study area. After

pretesting, the questionnaire was finalized with the necessary corrections for the study.

3.8 Data Management and Analysis

Data was collected from participants and analyzed using the Statistical Package for
Social Science (SPSS) version 27. Research data management involves organizing,
documenting, storing, and preserving data generated during the research process
(Surkis & Read, 2015). Descriptive statistics was used to analyze and report the
demographic variables, overall PSP. Descriptive statistical analyses were calculated to
determine frequencies and percentages of survey responses, and appropriate statistical

tests were adopted to examine the association or relationship between variables.

3.9 Quality Control and Quality Assurance

To ensure the quality and reliability of data the five stages of data lifecycle management
were followed properly in this study. The data collection was conducted by face-to-face
survey, data collection from participants was unbiased. Data entry into SPSS was
carried out carefully to avoid mistakes, check out errors and missing data. Data analysis
was carried out by recoding and computing. All the data was securely stored in google
drive with a strong password to prevent unauthorized access. To protect confidentiality

all will be destroyed after the study.



27

CHAPTER 1V: RESULTS

A cross-sectional study was conducted on the Personal and Social Performance among

patients with Schizophrenia. This section provides a statistical analysis of the findings.
The findings of the study have been analyzed and represented by using table in a

systematic way.
4.1 Sociodemographic characteristics

Table 4.1

Distribution of sociodemographic characteristics of the respondents

Personal Information of the respondents

Variable Category Frequency Percentage
(n=124) (%)
Gender Male 84 67.7
Female 40 32.3
Age 18-30 years 72 58.1
31-45 years 42 339
46-60 years 10 8.1

Mean=31.38 years, SD (+ 9.580), Minimum= 18 years,
Maximum=60 years

Marital Status Unmarried 66 53.2
Married 42 33.9
Divorced 15 12.1
Widowed 1 8
Educational Level No formal education 9 7.3
Primary 38 30.6
Secondary 29 23.4
Higher Secondary 31 25
Graduate 9 73
Postgraduate 8 6.5
Current Occupational Unemployed 92 74.2
status Student 3 2.4
Housewife 17 13.7
Day laborer 2 1.6
Private job 3 2.4
Government job 1 .8
Business 5 4
Farming 1 .8
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Monthly family income Less than 15000 Taka 69 55.6
15001-60000 Taka 51 41.1
More than 60000 Taka 4 3.2
Mean=20975.81 Taka, SD (£ 23968.209), Minimum= 1500
Taka, Maximum=200000 Taka
Division Dhaka 44 355
Chattogram 21 16.9
Rajshahi 10 8.1
Khulna 10 8.1
Barishal 20 16.1
Sylhet 2 1.6
Rangpur 4 3.2
Mymensingh 13 10.5
Area of residence Urban 32 25.8
Semi-urban 15 12.1
Rural 77 62.1
Living Arrangement With family 117 94.4
Alone 3 24
Lives with maternal 1 .8
uncle 1 .8
Sister’s home 2 1.6
With Brother’s home
Religion Islam 117 94.4
Hinduism 7 5.6
Clinical characteristics of the respondents
Variable Category Frequency Percentage
(n=124) (%)
Duration of illness Less than 5 years 63 50.8
5.1-15 years 55 44.4
More than 15 years 6 4.8
Mean=6.759 years, SD (£5.2512), Minimum= O0.lyear,
Maximum=25 year
Duration of Treatment Less than 5 years 75 60.5
5.1-15 years 44 35.5
More than 15 years 5 4.0
Mean=5.822 years, SD (+5.2431), Minimum= 0.lyear,
Maximum=24 year
Type of Treatment Yes 101 81.5
Received Counseling or
Psychotherapy No 23 18.5
Type of Treatment Yes 54 43.5
Received Occupational No 70 56.5
Therapy
Type of Treatment Yes 122 98.4
Received Day care centre 2 1.6

Hospitalization




29

History of Yes 51 41.1
Hospitalization No 73 58.9
Number of 1-5 48 94.1
hospitalizations 6-10 2 3.9

11-15 1 2

Mean=1.86, SD (£2.059), Minimum= 1 times,
Maximum=13times
Family History of Yes 20 16.1
Mental Illness No 104 83.9
Substance use history Yes 34 27.4
No 90 72.6
Functional & Social Background characteristics
Variable Category Frequency Percentage

(n=124) (%)

Engage in any work, Yes 10 8.1

academic study, or

voluntary activities No H4 1.9
Participate in household Yes 67 54
tasks No 57 46
Maintaining personal Yes 80 64.5
hygiene No 23 18.5
Sometimes 21 16.9
Relationship with family Good 38 30.6
and friends Fair 32 25.8
Poor 39 32.5
None 15 12.1

Last 6 months, attending Yes 10 8.1
any social events No 114 91.9
Difficulty controlling Yes 85 68.5
anger or aggression No 39 31.5

Table 4.1 shows the findings of the sociodemographic characteristics of the

respondents. First part of the table shows the participant’s gender, age, marital status,

educational level, current occupational status, monthly family income, division, area of

residence, living arrangement and religion. The total number of participants in this

study was 124. Among them, male was 67.7% (n=84) and female was 32.3% (n=40).

A majority of participants 59.1% (n=72) were between 18 to 30 years, The average age

of the participants was 31.38 years, with a standard deviation of £ 9.580. Most

respondents were unmarried 53.2% (n=66). Regarding education, 30.6% (n=38) had
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completed primary education and 6.5% (n=8) had completed postgraduate education.
Regarding most respondents were unemployed 74.2% (n=92). The average monthly
family income was 20975.81 BDT., with a standard deviation of + 23968.209.
Furthermore, 92.7% (n=115) of the respondents reported a monthly family income
below 15000 BDT. Most respondents were from Dhaka division 35.5% (n=44) and
resided in rural areas 62.51% (n=77). And the religious distribution was Islam 94.4
(n=117) and Hinduism was 5.6% (n=7).

Next part of the table shows the findings related to the clinical characteristics of
the participants. The majority duration of illness among the participants 50.8% (n=63)
were between less than 5 years. The average duration of illness of the participants was
6.759 years, with a standard deviation of £ 5.2512 and the majority duration of
treatment among the participants 60.5% (n=75) were between less than 5 years. The
average duration of treatment of the participants was 5.822 years, with a standard
deviation of +£5.2431. The number of treatments Received Counseling or Psychotherapy
were 81.5% (n=101) and number of treatments Received occupational therapy ware
43.5% (n=54). Nearly all participants 98.4%, (n=22) had undergone hospitalization,
and only 1.6% (n = 2) reported attending a day care centre. History of hospitalization
was found in 41.1% (n=51) of respondents where majority number of hospitalization
94.1% (n=48) were between 1-5 years, and 58.9% (n=73) had never been hospitalized.
Regarding family history of Mental Illness were 16.1% (n=16) while 83.9 (n=104)
hadn’t any family history of Mental Illness. Furthermore, 27.4% (n = 34) of the
participants had history of substance use, compared to 72.6% (n = 90) who had no
substance use history.

And the last part of the table shows the Functional & Social Background

characteristics of the participants. Only 8.1% (n=10) engage in any work, academic
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study, or voluntary activities while the majority 91.9%, (n = 114) were not involved in
any work, academic study, or voluntary activities. In the term of Participate in
household tasks 54% (n=67) were participated but 46% (n=57) were not participated.
Regarding 64.5% (n=80) maintained their personal hygiene properly but 16.9% (n=21)
were maintained sometimes and 18.5 (n=23) were not maintained their personal
hygiene. In the term of relationship with family and friends 30.6% (n=38) were good,
25.8% (n=32) and 32.5% (n=39) were fair and poor. And 12.1 (n=15) were no
relationship with family and friends. Attending any social events last 6 month 91.9%
(n=114) were not attended and only 8.1% (n=10) were attended. Lastly, 68.5% (n=85)
of the participants faced difficulties controlling anger or aggression, where 31.5% (n =

39) did not face any difficulties.

4.2 Distribution of severity levels across PSP domains of the respondents.
Table 4.2

Distribution of severity levels across PSP domains of the respondents

Variable Frequency& Percentage n (%)
Absent Mild Manifest Marked  Severe Very
Severe

Socially useful 0(0) 11(8.9) 14(11.3) 32(25.8)  67(54.0) 0(0)
activities,
including work or
academic study
Personal and 1(0.8) 12(9.7) 36(29.0) 33(26.6)  42(33.9) 0(0)
social
relationships
Self-care 8(6.5) 27(21.8) 42(33.9) 33(26.6)  14(11.3) 0(0)
Disturbing and 29(23.4)  16(12.9) 10(8.1) 19(15.3)  33(26.6) 17(13.7)
aggressive
behaviors

Table 4.2 shows the Distribution of severity levels across PSP domains of the

respondents.
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4.3 Summary of Personal and Social performance total score

Figure 4.1

Summary of Personal and Social performance total score (N=124)

9,7.26%

54, 43.55% 61, 49.19%

Degree of Disability Supervision

Mean=38.72, SD (£19.475), Minimum= 11 & Maximum=80

The Summary of Personal and Social performance total score are represented in figure
4.1. Scores from 1-30 were classified as supervision, 31-70 as degrees of disability and
71-100 as mild difficulty. Almost half (49.19%) of the subjects meet the supervision
category and they require more functional support. Furthermore, 43.55% were
classified as having some degree of disability and Around 7.26% of the participants
were identified with mild difficulty. The average PSP score of the participants was
38.72, with a standard deviation of = 19.475. And the minimum and maximum PSP

score was 11 and 80.
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4.4 Normality Test
Table 4.3
Tests of Normality
Kolmogorov-Smirnov?® Shapiro-Wilk
Statistic df Sig. Statistic df Sig.
Total personal .185 124 .001 .887 124 .001
and social
performance
score

Total personal and social performance score p < .05 (K-S =.001, S-W =.001), so data is NOT normally
distributed, therefore use non-parametric tests.

Normality was checked using Lilliefors Significance Correction with Kolmogorov-
Smirnov test and Shapiro-Wilk test Based on the results, Normality testing of total
Personal and Social Performance score showed a significant deviation from normality

(K-S p <.001, S-W p <.001). Therefore, non-parametric statistical tests were used.

4.5 Mann-Whitney U Test
Table 4.4

Mann-Whitney U test for Personal and Social Performance score across selected

variables
Variable Personal and Social Performance score
Category n Mean Rank  p-value
Gender Male 84 61.99 .818
Female 40 63.58
Religion Islam 117 62.02 .540
Hinduism 7 70.57
Type of treatment received Yes 101 63.06
Counseling/ Psychotherapy No 23 60.04 716
Type of treatment received Yes 54 67.36 185
Occupational Therapy No 70 58.75
History of Hospitalization Yes 51 66.82 262
No 73 59.48
Family History of Mental Yes 20 60.88 .825

Illness No 104 62.81
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Substance Use History Yes 34 71.62 .082
No 90 59.06

Engages in Yes 10 75 251

Work/Study/Voluntary

Activity No 114 61.40

Participation in Household Yes 67 74.77 001

Tasks No 57 48.08

Attended Social Events (6 Yes 10 51.40 .308

months) No 114 63.47

Difficulty Controlling Yes 85 52.37 001

Anger/Aggression No 39 84.58

Using Mann-Whitney U test, the study aimed to investigate the differences in the
personal and social performance (PSP score) of various sociodemographic and clinical
groups. Findings showed that gender did not significantly influence PSP scores (p
=.818). This means that the levels of personal and social functioning of both genders
were more or less the same. Similarly, there were no differences in Religion (p =.540),
treatment received counselling/psychotherapy (p =.716) and occupational therapy (p
=.185) received that resulted in a difference in scores on the PSP score. Clinical
characteristics encompassing history of hospitalization, family history of mental illness,
and substance use history do not exert a significant influence on the personal and social
performance score (p =.262, p =.825, p =.082). There was no significant difference
between those who participated and those who did not participate in work, academic
study or voluntary activities (p = .251). Just like before, there were no differences in
PSP scores associated with social event attendance in the last 6 months (p =.308).
Two variables did have significant differences. Those who regularly
participated in household chores had a much higher PSP score compared to those who
did not take part regularly (p=.001). Furthermore, people who had trouble controlling
their anger or aggression had lower PSP scores than people that do not have trouble

with these things (p =.001). The more people draw from their own resources to engage



35

in functional activities, and the more they self-regulate, the better their performance at

personal and social levels.
4.6 Linear regression assessing the association between PSP Score and

Participation in Household Tasks
Table 4.5

Linear regression assessing the association between Personal and Social Performance

Score and Participation in Household Tasks

Predictor Personal and Social Performance Score t P-value
Participation in B (CD) Std. Error  Beta
Household Tasks
Yes Reference
No -7.288(-10.522- -4.054) 1.634 -0.375  -4.461 .001

According to Table 4.5, the regression model has assigned participation in household
activities as a predictor of total PSP score. This variable positively predicts personal
and social functioning, as the model suggests.

Those defined as ‘No’ had on average a total PSP score that was 7.288 points
lower than that of the reference group (those who participate in household tasks) - (B =
- 7.288, SE = 1.634, B =—.375,t =-4.461, p <.001). There is a moderate to strong
negative relationship according to the standardized coefficient (B = —375) Thus, not
participating in household activities is associated with poor personal and social

performance.
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4.7 Linear regression assessing the association between PSP Score and

Difficulty Controlling Anger/Aggression
Table 4.6

Linear regression assessing the association between Personal and Social Performance

Score and Difficulty Controlling Anger/Aggression

Predictor Personal and Social Performance Score t P-
Difficulty Controlling B (C)) Std. Beta value
Anger/Aggression Error
Yes Reference
No 9.557 (6.229-12.886) 1.681 0.458 5.684 .001

According to table 4.6 looks at Difficulty Controlling Anger/Aggression as a predictor
of total PSP score. This factor also emerged as a significant predictor.

Compared to their reference group (who have difficulty controlling their
anger/aggression), those in “No” have higher overall PSP scores by 9.557 points (B =
9.557,SE=1.681,=.458,t=5.684, p <.001). The large standard coefficient indicates
a strong positive association, significant absence of difficulty in controlling
anger/aggression leads to marginally better personal and social performance among

schizophrenia patients.
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4.8 Kruskal-Wallis Test
Table 4.7

Kruskal-Wallis Test Results for Total Personal and Social Performance Score Across

Grouping Variables

Variable Personal and Social Performance score
Category n Mean Rank  p-value
Age 18-26 47 55.06 198
27-36 43 62.28
36-44 21 68.31
45-53 6 77.50
54-62 7 83.50
Marital Status Unmarried 66 59.11 415
Married 42 69.44
Divorced 15 59.87
Widowed 1 34.50
No formal 9 47.83
Educational Level education 423
Primary 38 59.16
Secondary 29 62.07
Higher Secondary 31 73.23
Graduate 9 62.28
Postgraduate 8 55.13
Current Occupational Unemployed 92 59.19 318
Status Student 3 64.17
Housewife 17 77.12
Day laborer 2 31.25
Private job 3 87.33
Government job 1 79.00
Business 5 73.80
Farming 1 28.50
Monthly family income Less than 15000 69 63.43 439
Taka
15001-60000 Taka 51 63.02
More than 60000 4 39.88
Taka
Area of Residence Urban 32 62.63 470
Semi-urban 15 72.87
Rural 77 60.43
Living Arrangement With family 117 62.38
Alone 3 36.00 .190
Others (maternal 4 85.75

uncle, Sister’s
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home, Brother’s

home)

Duration of illness Less than 5 years 63 63.76 251
5.1-15 years 55 63.96
More than 15 years 6 35.83

Duration of Treatment Less than 5 years 75 64.31 254
5.1-15 years 44 62.32
More than 15 years 5 36.90

Number of hospitalizations 1-5 48 25.82 679
6-10 2 33.75
11-15 1 19.00

Maintain Personal Hygiene Yes 80 75.89 001
No 23 34.76
Sometimes 21 41.86

Relationship with family Good 38 76.68 .002
and friends Fair 32 68.02
Poor 39 47.13
None 15 54.77

The Kruskal-Wallis H test is use to test to see personal and social performance score
differs across categories based on sociodemographic factors. The findings have
reflected that total PSP scores were not affected by Age (p =.198), marital status (p
=.415), educational level (p =.423), current occupational status (p =.318), Monthly
family income (p =.439), area of residence (p =.470), living arrangement (p =.190),
Duration of illness (p =.251), Duration of Treatment (p =.254) and Number of
hospitalizations (p =.679).

The results show that there was a little difference between personal and social
functioning in this sample. Two variables showed statistically significant group
differences. The PSP scores for the participants significantly varied based on their
personal hygiene maintenance (p =.001). Those who maintain better personal hygiene
have better personal and social performance. There was also a significant difference
between the categories of relationship with family and friends (p =.002), suggesting
that stronger more supportive relationships are correlated with better performance on

the PSP.
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4.9 Linear regression assessing the association between PSP Score and

Maintain Personal hygiene
Table 4.8

Linear regression assessing the association between Personal and Social Performance

Score and Maintain Personal hygiene

Predictor Personal and Social Performance Score t p-value
Maintain B (CI) Std. Error  Beta
Personal Hygiene
Yes Reference
No -9.963 (-14.074 - -5.852) 2.077 -0.399  -4.798 <.001
Sometimes -5.287 (-8.128--2.447) 1.435 -0.307  -3.685 <.001

According to Table 4.8, the regression model has assigned Maintain Personal hygiene
as a predictor of total PSP score. This table showed that personal hygiene was a
significant predictor of total PSP score. The individuals categorized under “No” had a
reduction in the PSP score by 9.96 points (B=-9.963, SE=2.077, p=-.399, p<.001) as
compared to the reference group. Further, “Sometimes” individuals had a reduction of
5.29 points (B=-5.287, SE=1.435, B=307, p<.001). The study findings entail that low-

level personal and social performance are strongly related to poor personal hygiene.
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4.10 Linear regression assessing the association between PSP Score and
Relationship with family and friends
Table 4.9

Linear regression assessing the association between Personal and Social Performance

Score and Relationship with family and friends

Predictor Personal and Social Performance Score t P-value
Relationship B (CD) Std. Error Beta
with family
and friends

Good Reference

Fair -2.780 (-7.269-1.710) 2.268 -0.125 -1.226 223

Poor -4.502 (-7.345- - 1.436 -0.323 -3.134 .002
1.658)

None -2.654 (-5.507-.199) 1.441 -0.179 -1.842 .068

Table 4.9, evaluated how the nature of relationships with family and friends affected
Personal and Social Performance. The only other predictor of PSP score, Poor,
displayed a 4.50-point drop from the reference category (B = —4.502, SE = 1.436, B =
—.323, p = .002). The other categories of relationships had negative coefficients but
were not statistically significant. The study suggests that both deficient personal
hygiene and poor family or social relations are significant negative predictors of

personal and social performance in patients with schizophrenia.
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CHAPTER V: DISCUSSION

This study investigates the level of personal and social performance in schizophrenia
in Bangladesh and seeks to find an association of functioning of people with
schizophrenia with sociodemographic and functional features. In functional terms,
these results reflect that the majority of the subjects were moderately to severely
impaired as evidenced by the average PSP score of 38.72. Almost half of the
participants required supervision. The proportion of individuals with mild functional
difficulty was small within our sample. Studies from other countries show that persons
with schizophrenia have low PSP scores when clinically stable and treated. The same
pattern is seen in the clinical and functional scores in India. Studies that have used the
PSP scale in Europe, Asia and elsewhere show that this group continues to have a
markedly restricted capacity for social utility, interpersonal relationships and
community involvement, with full functional recovery being relatively infrequent The
findings from Bangladesh correspond to global evidence that functional impairment is
a central persistent feature of schizophrenia (Galderisi et al., 2018; Garcia-Portilla et
al., 2011; Mucci et al., 2021).

The findings of the study show similar difficulties for the domain. Involvement
in working, studying or volunteering is quite low, with only a small portion of study
participants claiming to be in active involvement. Many people do not go to sexual
events and many people reported that they find it difficult to control their anger or
aggression. The findings here are similar to other studies that found that people with
schizophrenia have big deficits in social participation, work function and relationship
skills (Giuliani et al. 2021; Searle et al. 2022). Limited self-care was not as common as

you would perhaps imagine. This finding is common to many international PSP studies.
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The study discovered through calculations that elderly individuals have weak
correlations with higher PSP scores. Older adults functioned a bit better than younger
adults. Some studies indicate that a longer duration of illness or earlier onset is
associated with worse functioning. As indicated by other studies, older persons who
reach a steady state of the illness may not be able to accommodate their daily routines
and family responsibilities more easily (Giuliani et al., 2021). In Bangladesh, older
adults often play a bigger role with their families in the household which seems to
support their involvement in household chores, decision-making and socialising. These
factors may be reflected in higher PSP ratings. So, age might collect personal
adjustment as well as capture the effect of strong family structures which support
functioning, in this context. (Nasrallah et al., 2008)

The researcher’s statement about the relationship of socio-demographic
variables with physical activity was as follows: “There is no association of educational
level with physical activity”. This contradicts the regression results of many studies in
high-income countries. Research from Spain and Italy found that people who are more
educated and employed are functionally better (Galderisi et al., 2018; Garcia-Portilla et
al., 2021). Most people in the study were unemployed. Also, the study found most
people didn’t involve in work, study or voluntary activity. The association could not
be detected because of the lack of variability in occupational status. Structural
unemployment and stigma, along with a lack of vocational rehabilitation options in
Bangladesh, may hinder work from turning into jobs. People who can work don’t have
the right job. This weakens the link between functioning and employment. In the same
way, the differences between these groups are not statistically different as almost all
participants live at home with similar religions. (Hossain et al., 2021; Marwaha &

Johnson, 2004)
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PSP scores did not significantly relate to the duration of illness, treatment, or
hospitalization history. According to some extensive studies, the longer a patient is ill,
and the more times they are hospitalized, the worse their functioning becomes.
However, studies like the one below that examine a single moment do not portray all
of that. (Harvey & Strassnig, 2012)

The amount of time that a person was ill and how long they received treatment
for were highly correlated in the present sample which that most people receive
treatment for almost the whole time of the illness. If we fail to analyze symptoms
affecting daily coping skills, just looking at duration won’t meaningfully predict
functioning. A number of international works have shown that, after accounting for
sociodemographic and simple clinical variables, negative symptoms, cognitive deficits
and social cognition predict functioning much better (Garcia-Portilla et al., 2021;
Montemagni et al., 2024).

PSP scores had significant association to participation in household tasks and
difficulty in controlling anger/aggression. People who help out at home are more
effective than their counterparts. According to the occupational therapy theory, the
performance of appropriate daily activities leads to better psychosocial adjustment, self-
efficacy and role competence (Haya & Agustina, 2024). Getting involved with
household chores can help you develop a daily schedule, boost motivation, make your
life more meaningful, and enhance your personal and social functioning. In fact, those
individuals who reported trouble controlling their anger or aggression had lower scores
on the PSP. It is not surprising that you came to this conclusion, as disturbing behaviour
is one of the core domains of the PSP. Previous studies have found that a lack of control

over one's behaviour leads to lower social acceptability, greater stigma, poorer
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relationship quality, and disruption to work and community participation If someone
has trouble controlling their anger, that may indicate that they have more serious
symptoms or a lack of insight. (Pappa et al., 2011; Garcia-Portilla et al., 2011).

People with schizophrenia suffer from negative symptoms, weak motivation,
low metacognition and neurocognition and also low social cognition. Systematic
reviews of functioning in SZ consistently show this. The impact of these factors
remains unknown as we do not measure them. The impact of sociodemographic factors
was likely attenuated in the sample due to unmeasured negative symptoms and
cognitive deficits that impacted functioning. Studies indicate that negative symptoms,
particularly avolition, anhedonia, and asociality, have strong aversive and dysfunctional
effects on performance in work, social and independent living domains. The processes
of social cognition and metacognitive together affect one’s capability to comprehend
social signals, maintain relations and navigate social contexts. These methods likely
had a significant but unseen influence in the shaping of PSP outcomes. (Kirkpatrick et
al., 2006; Foussias & Remington, 2010).

The results matter in real life for health-care providers of Bangladesh. The
patient’s symptoms and personal and social functioning as assessed with the PSP are
helpful in-patient assessment. Managing anger should be part of the treatment.
Emotional regulation is often overlooked. Psychoeducation and training in behaviour
along with strategies to manage irritability and behaviour ups and downs help in better
functioning.

The results highlight important messages for occupational therapy, namely, the
importance of interventions that promote daily activity participation, performance of
household chores, habit formation, and routine establishment.

Occupational therapists are important professionals that help people in enhancing
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functioning through enabling, acquiring, adapting, and rebuilding skills for
participation in meaningful activities. The study's findings on significantly low
employment levels exhibit a glaring need for enhanced vocational rehabilitation and
supported employment programmes. The author suggestions by the widening of
community-based rehabilitation services and decreasing stigma could offer better
opportunities to people with schizophrenia to use real-life roles and achieve community
living (World Health Organization, 2010).

The use of areliable assessment tool, investigation of an underserved population
and multiple service settings all lend strengths to this study. Despite this, findings were
occasionally difficult to interpret because of the cross-sectional design, purposive
sampling, absence of assessments of symptoms and cognition, and small variation in
the major predictors. The findings were consistent with international research despite
these limitations, and they also help to shed more contextual light on functional
impairment in Bangladesh. (Harvey & Strassnig, 2012; Green et al., 2000)

Schizophrenia influences the functionality of Bangladesh and the people of
Bangladesh, particularly in terms of social and productive role. When one used
household activities and controlled anger, it predicted functioning well. The remaining
sociodemographic variables did not matter. Due to these results, therapeutic actions
that concentrate on functioning rather than symptoms should be taken as soon as
possible. It consists of biological, psychosocial and occupational therapies. (Lehman et

al., 2004; Burns, 2004).
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CHAPTER VI: CONCLUSION

6.1 Strengths and Limitations

6.1.1 Strengths

Data was collected through a face-to-face survey using a standardized scale,
eliminating the possibility of bias during both data collection and data entry
processes.

The study population has a particular and focused specific group in mind.

Data life cycle management was followed to maintain the quality of the data in
this study.

Study-related data was securely stored in Google Drive with a strong password.
To ensure data validity, all data used in this study will be destroyed after a
certain period.

This was the first study about Personal and social performance among persons
with Schizophrenia in Bangladesh and globally.

This study's findings assist rehabilitation health professionals in creating a

comprehensive rehabilitation service plan for patients with Schizophrenia.

6.1.2 Limitations

There are certain limitations to the study.

The study could not be performed on a larger sample owing to time constraint.
The aim was to recruit more participants for this study but data was collected
from only 124 participants as the study was allowed.

The pool of recruitment was reduced as a few of the participants were hard to
reach or refused participation. At times, some participants did not or could not

provide information after consenting.
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e Participants were recruited from mental health hospitals and day care centres,
which may overrepresent individuals who are actively engaged in treatment.
Patients living in the community without regular service contact were not
included.

e Data were collected within a limited time frame, which may not capture
variations in functioning related to symptom fluctuations or treatment changes

over time.
6.2 Practice Implication

6.2.1 Recommendation for further practice

e Personal and Social Performance (PSP) assessment should be routinely used in
clinical settings to evaluating the outcomes alongside symptom’s severity in
patients with schizophrenia.

e Occupational therapy interventions focusing on daily livings activities,
household task, productivity should be strengthened in mental health facilities.

e Structured programs addressing personal hygiene and selfcare skills should be
integrated into treatment plans, as these factors were strongly associated with
better functioning.

e Family education and counseling should be promoted to strengthen
interpersonal relationship and social support, which are essential for functional
recovery.

6.2.2 Recommendation for further research

e A larger sample should be taken from various areas of Bangladesh to replicate
this study.

e A longitudinal study is also suggested to check the change in PSP scores over a

period of time. Furthermore, they would find out whether any socio-
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demographic and clinical variables affect functionality in either direction.

e Negative symptoms, cognition and social cognition have a strong influence on
the functional outcome Future research should use standardized measures of
these variables.

6.3 Conclusion

The aim of the study to assess the personal and social performance of patients with
schizophrenia. According to the study, schizophrenia patients experience significant
problems related to personal and social functioning. Most need supervision or have a
functional disability. Community participation in Bangladesh is hindered by low social
participation and weak social relations. Some daily movements are more significant
than some sociodemographic in influencing our functional outcomes. To have a
meaningful rehabilitation of patients, it is vital for the rehabilitation programs to be both
community-based and culturally relevant so as to improve daily functioning, not just
control symptoms. Individuals diagnosed with schizophrenia can have greater
independence and an improved quality of life with the help of an occupational therapist

for meaningful activities.
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APPENDICES

Appendix A: Ethical Approval Form & Permission letter

IRB Approval Letter

& T (T efrEer RAPEHEE (RuZpfres)

2" Bangladesh Health Professions Institute (BHPI)

m@'ﬁ%ﬁéﬁmﬁ] (The Academic Institute of CRP)
Ref: CRP-BHPIIRB/OT/2025/1119 7 Date:  21.07.2025
To

Md. Nahidul Islam Shihab

4™ Year, B.Sc. in Occupational Therapy
Session: 2020-21, Student ID: 122200423
BHPI, CRP, Savar, Dhaka-1343, Bangladesh

Subject: Approval of the thesis proposal Personal and Social Performance among Patients
with Schizophrenia by ethics committee.

Dear Md. Nahidul Islam Shihab,

Congratulations.

The Institutional Review Board (IRB) of BHPI has reviewed and discussed your application to
conduct the above mentioned dissertation, with yourself, as the principal investigator and Prof.
Sk. Moniruzzaman, Professor & Head, Department of Occupational Therapy, Bangladesh Health
Professions Institute (BHPI), CRP as thesis supervisor. The Following documents have been
reviewed and approved:

SL No. | Name of the Documents
1 Research Proposal
2 Personal and Social Performance Scale (English & Bangla)
3 Information sheet & consent form

The purpose of the study is to assess the personal and social performance of patients with
schizophrenia. The study involves use of a Personal and Social Performance scale to explore what
is the level of personal and social performance among patients with schizophrenia that may take
20 to 30 minutes to fill the questionnaire and there is no likelihood of any harm to the participants.
There is no benefit 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 17 June, 2025 at
BHPI (50" 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,

Mu&ammad Mi‘lat Hossain

Associate Professor, Project and Course Coordinator, MRS
Member Secretary, Institutional Review Board (IRB)
BHPI, CRP, Savar, Dhaka-1343, Bangladesh

FR-5IIZH, FTSIR, TTF1-5089, AMFNTRT | CFI: +bb 0% BBBEBYB-C, +bbr 0 8BB3808, CFIRE: +bbr 03990 0E>YE Y
CRP-Chapain, Savar, Dhaka-1343, Bangladesh. Tel: +88 02 224445464-5, +88 02 224441404, Mobile: +88 01730059647
E-mail : principal-bhpi@ecrp-bangladesh.org, Web: bhpi.edu.bd
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Permission for PSP Scale

Mapi =

Research Trust

SPECIAL TERMS No 120671

These Special Terms ("Special Terms") are issued between Mapi Research Trust ("MRT") and Md
Mahidul Islam Shihab (User).

These Special Terms include the terms and conditions of the General Terms together, the
Agreement, which are hereby incorporated by this reference as though the same was set forth in its
entirety and shall be effective as of the Special Terms Effective Date set forth herein.

All capitalized terms which are not defined herein shall have the same meanings as set forth in the
General Terms.

These Special Terms, including all attachments and the General Terms contain the entire
understanding of the Parties with respect to the subject matter herein and supersedes all previous
agreements and undertakings with respect thereto. If the terms and conditions of these Special
Terms or any attachment conflict with the terms and conditions of the General Terms, the terms
and conditions of the General Terms will control, unless these Special Terms specifically
acknowledge the conflict and expressly states that the conflicting term or provision found in these
Special Terms control for these Special Terms only. These Special Terms may be modified only by
written agreement signed by the Parties.

1. User information

Category of User Student

Name: Md Nahidul Islam Shihab
User contact details Email: shihabmdnahidulislam@gmail.com
Phone: 01624567142

2. General information

Date of acceptance of these Special Terms by the User :

Effective Date 16 Aug 2025

Upon completion of the Stated Purpose or full provision of

Expiration Date (Term . .
P ( ) translations, as applicable

3. Identification of the COA

SPECIAL TERMS No 120671 - 16 Aug 2025
© Mapi Research Trust,2025 . The unauthorized modification, reproduction and use of any portion of this document is
prohibited.
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Mapi

Research Trust

Name of the COA

PSP - Personal and Social Performance Scale

Developer

Morosini P

Copyright Holder

Managed by Wiley

Copyright notice

PSP © Blackwell Munksgaard 2000, managed by Wiley

Bibliographic reference

Morosini PL, Magliano L, Brambilla L, Ugolini S, Pioli R.
Development, reliability and acceptability of a new version
of the DSM-IV Social and Occupational Functioning
Assessment Scale (SOFAS) to assess routine social
functioning. Acta Psychiatr Scand. 2000 Apr;101(4):323-9
(PubMed abstract; Wiley Online Library)

Module(s)/version(s) needed

s PSP

4. Context of use of the COA

The User undertakes to use the COA solely in the context of the Stated Purpose as defined

hereafter.

4.1 Stated Purpose

Observational studies, Marketing, Clinical practice and Educational projects

Title*

Personal and Social Performance among
patients with Schizophrenia

Project reference

Type of project”

Educational purpose

Sponsor”

N/A

Disease or condition®

Schizophrenia

COA used as primary end point

Yes

SPECIAL TERMS No 120671 - 16 Aug 2025
© Mapi Research Trust,2025 . The unauthorized modification, reproduction and use of any portion of this document is

prohibited.



60

Permission from National Institute of Mental Health (NIMH) for Data Collection
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Permission from CRP-Rabia Noor Mental Health Day Centre for data collection

-
oy et @y e RS (RugseR)

D Bangladesh Health Professions Institute (BHPI)

[ .
(The Academic Institute of CRP)
CRP, Chapain, Savar, Dhaka-1343 Tel: 02-7745464-5, 7741404, Fax: 02-7745069
Date: 02/08/2025
To
The Project Manager,

Meaningful Social Access for Persons with Mental Health Needs
CRP, Chapain, Savar, Dhaka-1343

Subject: Regarding permission for data collection for undergraduate research.

Sir,

With due respect I would like to draw your kind attention that I am a student of 4™ Year B.Sc. in
Occupational Therapy at Bangladesh Health Professions Institute (BHPI) which is an academic institute
of Centre for the Rehabilitation of the Paralysed (CRP), affiliated to Faculty of Medicine, University of
Dhaka. According to my course curriculum, I have to conduct research, and my research tittle is
“Personal and Social Performance among Patients with Schizophrenia” with myself & Prof.
Sk. Moniruzzaman, Professor & Head, Department of Occupational Therapy, Bangladesh Health
Professions Institute (BHPI), CRP as my thesis supervisor. The purpose of this study is to assess
the personal and social performance of patients with schizophrenia and I have to use “Personal and
Social Performance scale” which includes Personal and Social Performance of Schizophrenia
patient. In order to fulfill the objectives of this study, I would like to collect data from individuals who
are currently receiving services from Rabia Noor Mental Health Day Centre and the data collection
period is from 02/08/2025 to 15/09/2025. 1 assure you that collected information that will be used solely
for academic purpose and confidentiality will be maintain in accordance with ethical guideline. Your
permission and support would be invaluable in facilitating the successful completion of my research.

So, I therefore, pray and hope that you would be kind enough to grant me permission to collect data for

my study and oblige thereby.
Sé'x;chni){)yours, Perzmbfén /'5 g,unfed q‘m afn Coleidrén,
Md. Nahidul Islam Shihab Jnem LRP-Rebsa Novn Mented Heatf bay

4" Year, B.Sc. in Occupational Therapy &enfne pnd 57""477‘9 nyyed%z; mw‘am

Session: 2020-21; Student ID: 122200423 hite] Stancdendl ana  tongdenhialad, in
Mundarwl. i Code of ethie,

BHPI, CRP, Savar, Dhaka-1343, Bangladesh” /5 fe y 1 " 4z 4 PeyehpSotat Jreld.-
<105 ¢
Recommendation from the Head of the Department: \ (Q_ ?—O‘By
Q,V\%fj ' 0D Dg- 25

Prof. Sk. Moniruzzaman

Professor & Head Md. ngl’:ill Hasan
; ect Manager
Department of Occupational Therapy Menul health Prcjogt-CRP

Bangladesh Health Professions Institute (BHPI)
CRP, Savar, Dhaka-1343
Attachments: Copy of IRB Approval Letter.
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Appendix B: Information Sheet & Consent Form [English and Bangla
Version]
Explanatory statement, Information Sheet, Consent and Withdrawal Consent Form
(English Version)

Participant Explanatory Statement

BANGLADESH HEALTH PROFESSIONS INSTITUTE (BHPI)
P Department of Occupational Therapy

CRP-Chapain, Savar, Dhaka-1343,
BANGLADESH HEALTH
PROFESSIONS INSTITUTE Tel: 02-7745464-5, 7741404, Fax: 02-7745069 D

Codeno.: ..........

Research information
Research title: Personal and Social Performance among Patients with Schizophrenia.
Researcher: Md. Nahidul Islam Shihab, B.Sc. in Occupational Therapy (4th Year),
Session: 2020- 2021, Bangladesh Health Profession Institute (BHPI), Savar, Dhaka-
1343
Supervisor: Prof. Sk. Moniruzzaman
Professor & Head, Department of Occupational Therapy, Bangladesh Health Profession
Institute.
Co-Supervisor: Md. Azim Hossain
Lecturer, Department of Occupational Therapy, Bangladesh Health Profession Institute.
Research place: Bangladesh Health Profession Institute.
What is the purpose of this research?
The purpose of this study is to evaluate the personal and social performance of
individuals diagnosed with schizophrenia in Bangladesh. This study seeks to better

understand how schizophrenia impacts everyday life and social integration by
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evaluating many elements of psychosocial functioning such as socially helpful
activities, personal and social interactions, self-care, and disturbing/aggressive
behaviors. The study will also look at characteristics that influence functioning, which
will provide important insights into how schizophrenia affects people's general well-
being. Finally, the data will be used to guide therapeutic treatments, enhance patient
care, and influence mental health policy in Bangladesh.

What does the research involve?

This study examines the personal and social functioning of persons diagnosed with
schizophrenia in Bangladesh. The research will assess several aspects of psychosocial
functioning, such as socially beneficial activities, personal and social interactions, self-
care, and disturbing/aggressive behaviors. It will assess patients' overall functioning
and identify factors that influence their psychological well-being, such as demographic
characteristics (age, gender, education) and clinical aspects (symptom severity,
therapy).

Why were you chosen for this research?

You were chosen for this study because you were diagnosed with schizophrenia, which
is the subject of this investigation. The purpose is to learn how people with
schizophrenia in Bangladesh interact socially and personally.

Source of funding

The research has been carried out on a self-funded basis.

Consenting to participate in the project and withdrawing from the research
Before participating, you will be given complete information about the study's
objective, methods, potential risks, and benefits. If you decide to participate, you will
have to complete an informed consent form. Participation is entirely optional, and you

may withdraw from the research at any moment without incurring any penalty or loss
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of rewards. You will also receive a withdrawal form for your records.

Possible benefits and risks to participants

You are unlikely to gain any direct benefits from participating in this research; however,
information gained from this research will contribute to the ongoing development and
improvement of rehabilitation service for the patient with schizophrenia in Bangladesh.
It leading to better treatment options, improved social integration, and targeted
interventions.

The research has been designed to have low risk. However, discussing sensitive
topics may cause discomfort. The researcher will ensure a comfortable and safe
environment to address any concerns.

Confidentiality

Your identity and personal information will remain totally secretly. The data will be
anonymized, and all identifiable information will be erased. Only authorized workers
will have access to the information, protecting your privacy and confidentiality.
Storage of data

Collected data will be stored on a password-protected computer and locked cloud
system, accessible only to the researchers conducting this study. Hard paper copies of
data will be stored in locked filing cabinets at Bangladesh Health Professions Institute
(BHPI).

Results

The results of the research will be used to assess the personal and social performance
of patients with schizophrenia and will be shared with relevant healthcare providers and
policymakers. The findings may contribute to improving mental health care and inform
interventions in Bangladesh. You may request a summary of the project results by

emailing any of the project investigators using the above contact details.
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Should you have any concerns or complaints about the conduct, you are welcome to

contact the supervisor and co-supervisor.

Supervisor
Prof. Sk. Moniruzzaman

Professor & Head

Department of Occupational Therapy
Bangladesh Health Professions Institute, CRP
Savar, Dhaka-1343

Call: +880 1716-358212

Email: skmonirot@gmail.com

Co-supervisor
Md. Azim Hossain

Lecturer

Department of Occupational Therapy

Bangladesh Health Professions Institute (BHPI), CRP, Savar, Dhaka-1343

Call: +880 1521-215034

Email: azim.bhpi_21@yahoo.com

Thank you
Md. Nahidul Islam Shihab


mailto:skmonirot@gmail.com
mailto:azim.bhpi_21@yahoo.com
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Consent form

This research is a part of Occupational Therapy course and the name of this researcher
is Md. Nahidul Islam Shihab. He is a student of BHPI in Occupational Therapy in 4th
year. The study is entitled as "Personal and Social Performance among Patients with
Schizophrenia". In this study I’m agree to participate and participating voluntarily. The
purpose and nature of the study has been explained to me clearly. I will not be bound
to answer to anybody and I understand that I can withdraw from the study without
repercussions at any time whether before it starts or while I am participating. I
understand that it will have no influence on my present or future status as a patient in
this clinic. I will receive the same care as any other patient seen in this institution. There
will be no penalty or loss of benefits to which I am otherwise entitled. I also understand
that all the information collected from interview used in the study would be kept safe
and confidentiality. Only researcher will be eligible to assess in the information for her
publication. I give permission for my interview with the researcher and I agree to
quotation/publication of extracts from my interview. My name and address will not
publish anywhere in this study. I can consult with researcher and research supervisor
about the research process and I am willing to participate in the study with consent

Participant’s

Signature..........cooviiiiiiiiiin.. Date: ...ooovviiiii

Signature/finger print: ..........cooevnnn

Phone: ...

Researcher’s

Signature..............cooiiiiiiinL. Date: ....ccoovviiiiiii
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Withdrawal of consent form

(Applicable only for voluntary withdrawers)

Research title: " Personal and Social Performance among Patients with Schizophrenia"
Name of investigator: Md. Nahidul Islam Shihab, 4th year, B.Sc. in Occupational

Therapy, BHPIL, CRP, Savar, Dhaka-1343

L (the participant), confirm that, I wish to

withdraw all of my data from the study before data analysis has been completed and
that none of my data will be included in the study. I request that all records associated
with my participation be securely removed, and I ask that my decision be fully

respected. [ appreciate your understanding and cooperation in this matter.

The signature of the participant: ........................... Date: ..ooviieiiiiiiiie
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Explanatory statement, Information Sheet, Consent and Withdrawal Consent Form

(Bangla Version)
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Appendix C: Questionnaire [English and Bangla Version]

[Sociodemographic Question English Version]
Section A: Personal Information

1. Name of the Participant:
2. Age (in years):

3. Gender:
] Male ] Female O Other

4. Marital Status:
O Unmarried 0O Married [O Divorced O Widowed

5. Educational Level:
L1 No formal education [ Primary [ Secondary
L] Higher Secondary [ Graduate [ Postgraduate

6. Current Occupational Status:
0 Unemployed [ Student [ Housewife
0] Day laborer [ Private job [ Government job [ Business [ Other:

7. Monthly Family Income (in BDT):
8. In which district is your permanent residence?

9. Area of Residence:
O Urban O Semi-urban [ Rural

10. Living Arrangement:
0 With family [ Alone [ In rehabilitation center [ Other:

11. Religion:
O Islam O Hinduism [ Christianity [ Buddhism [ Other:

Section B: Clinical Background

12. Diagnosis:
0] Schizophrenia (Confirmed by Psychiatrist? [1 Yes [ No)

13. Duration of Illness: years/months

14. Duration of Treatment: years/months



15.

16.

17.

18.

19.

Type of Treatment Received (select all that apply):
[ Medication [ Counseling/Psychotherapy [ Occupational Therapy
L] Hospitalization [ Others:

Current Medication:
0 Yes 0O No

History of Hospitalization:
L Yes [No If yes, number of times:

Family History of Mental Illness:
JYes [No If yes, specify relation:

Substance Use History:
U Yes [0 No If yes, what substance?

Section C: Functional & Social Background (related to PSP Scale)

20.

21.

22.

23.

24.

25.

Do you currently engage in any work, academic study, or voluntary
activities?
U Yes [0 No If yes, specify:

Do you participate in household tasks (e.g., cleaning, cooking)?
L Yes 0 No

Do you maintain personal hygiene (e.g., bathing, grooming)?
L Yes 0 No L1 Sometimes

How would you describe your relationship with family and friends?
0 Good 0O Fair [ Poor [ None

In the past 6 months, have you attended any social events (e.g., wedding,
birthday)?

L Yes [ No If yes, please explain:

Do you experience difficulty controlling your anger or aggression?
0 Yes 0O No If yes, how often?
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[Sociodemographic Question Bangla version]
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(a)

(b)
©
(d)

(i)

(iif)

(iv)

V)

(vi)

[Scale English Version]
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Personal and Social Performance Scale (PSP)©

Step 1. Please rate the patient on his/her level of functioning during the reference period

There are 4 main domains of functioning considered in this scale.

Absent  Mild
Socially useful activities, including 0 O
work or academic study
Personal and social relationships 0 0
Self-care 0 O
Disturbing and aggressive behaviors 0 O

The main domains (a) — (c¢) include subdomains as follows:

Manifest Marked Severe Very Severe
g g O g
g g g g
g g O g
g g O g

(a) socially useful activities include cooperation with household tasks, voluntary work, “useful”

hobbies such as gardening

(b) relationships include relationships with a partner (for persons with a partner) or relatives and social

relationships

(c) self-care includes personal hygiene, personal appearance, dressing.

For each domain, rate the worst functioning in the most relevant subdomain.

There are two different sets of operational criteria to judge the degree of difficulties: one for domains (a) —

(c¢) and one for domain (d).
Degrees of severity areas (a)-(c)

Absent @

Mild: known only to someone who is very familiar (ii)
with the person

Manifest: difficulties clearly noticeable by everyone, (iii)

but not interfering substantially with the person’s
ability to perform his/her role in that area, given the
person’s sociocultural context, sex and
educational levels

age,

Marked: difficulties interfering heavily with role
performance in that area; however, the person is still
able to do something without professional or social
help, although inadequately and/or occasionally; if
helped by someone, he/she may be able to reach the
previous level of function

Severe: difficulties that make the person unable to (V)
perform any role in that area, if not professionally
helped, or lead the person to a destructive role,
however, there are no survival risks

Very severe: impairments and difficulties of such (vi)

intensity to endanger the person’s survival

(iv)

Degrees of severity area (d)
Absent

Mild: corresponding to mild rudeness, unsociability or
whingeing

Manifest: such as speaking too loudly or speaking to
others in a too-familiar manner or eating in a socially
unacceptable manner

Marked: insulting others in public, breaking or wrecking
objects, acting frequently in a socially inappropriate but
not dangerous way (e.g. stripping or urinating in public)

Severe: frequent verbal threats or frequent physical
assaults, without intention or possibility to severe injuries

Very severe: defined as frequent aggressive acts, aimed
at or likely to cause severe injuries

Operational definitions for assessing a patient’s disturbing and aggressive behaviors (domain (d)):
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e In this context, “frequent” means the behavior occurred more than once in the reference period or is
judged likely to happen again in the next six months. If the disturbing/aggressive behavior is not
frequent, the degree of severity may be decreased by 1 level, e.g. from severe (v) to marked (iv).

e In this context, an injury is assessed as severe if it requires an emergency room visit.
e  Step 2. Please select a 10-point interval

Specific criteria for each 10-point interval, as specified below, are based on different combinations of
severity (absent to very severe) in the 4 main domains.

100-91 Excellent functioning in all four main areas. He/she is held in high consideration for his/her good
qualities, copes adequately with life problems, is involved in a wide range of interests and
activities

90-81 Good functioning in all four main areas, presence of only common problems or difficulties

80-71 Mild difficulties in one or more of areas (a)-(c)

70-61 Manifest, but not marked difficulties in one or more areas (a)-(c) or mild difficulties in (d)

60-51 Marked difficulties in one of areas (a)-(c), or manifest difficulties in (d)

50-41 Marked difficulties in two or more, or severe difficulties in one of areas (a)-(c), with or without
manifest difficulties in (d)

40-31 Severe difficulties in one and marked difficulties in at least one of areas (a)-(c), or marked
difficulties in (d)

30-21 Severe difficulties in two areas (a)-(c), or severe difficulties in (d), with or without impairment in
areas (a)-(c)

20-11 Severe difficulties in all areas (a)-(c) or very severe difficulties in (d) with or without impairment

in general areas (a)-(c). If the person reacts to external prompts, the suggested scores are 20-16;
if not, the suggested scores are 15-11.
10-1 Lack of autonomy in basic function with extreme behaviors but without survival risk (ratings 6-
10) or with survival risk, e.g. death risk due to malnutrition, dehydration, infections, inability to
recognize situations of manifest danger (ratings 5-1).
Step 3. Please use clinical judgment to adjust the score within the 10-point interval

e Adjust the score within the 10-point interval (e.g. 56, 64, 78), taking into account the level of
difficulties in other areas of social function, such as:

- physical and psychological health care - social network, friends and helpers
- lodging, area of residence, living space care - keeping of social rules
- contribution to household activities, - general interests

participation in family life or residential/day-

. - financial management
center life

- intimate and sexual relationships - use of transport, telephone
- child care - coping skills in crisis
e  Suicidal behavior and risk are not taken into account in this scale

Overallscore | | | |
Summary meaning of PSP total score
71-100: These ratings reflect only mild difficulties

31-70: These ratings reflect varying degrees of disability

1-30: These ratings reflect functioning so poor that the patient requires intensive support or supervision
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