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Abstract

Background : Sleep has been considered as occurring under the responsibility of
occupational therapy practice since it is crucial for physical, cognitive, and emotional
functioning as well as for participation and performance at work. Sleep and other basic
needs must be met for both physical and mental well-being. Concepts like sleep
latency, total sleep duration, and regular sleep schedule are all part of the concept of
sleep quality. In people with mental illnesses, poor sleep quality can lead to symptoms
like fatigue, concentration loss, hallucination, delusion, and loss of interest.

Aim : The aim of the study is to evaluate the overall sleep quality and it’s associated
factors among patients with mental illness using the Pittsburgh Sleep Quality Index
(PSQI).

Methods : The study used a cross-sectional quantitative design to conduct a face-to-
face interview among 140 participants who were the patients with mental illness. All
the participants were taken through a purposive sampling technique. The age range of
the participants was (15 -60) years, both male n= 69 (49.3%) and female n= 71
(50.7%), where individuals were diagnosed with a mental illness. A Self developed
sociodemographic questionnaire and standardized questionnaires Pittsburgh Sleep
Quality Index (PSQI) were used to collect data to know the overall sleep quality and
it's associated factors among patients with mental illness. The data was analyzed using
the SPSS software.

Results : The results mainly showed that sleep quality among the participants was
poor, with 94.3% experiencing poor sleep and only a small proportion about 5.7%
reporting good sleep. The mean sleep quality score was 1.94 , SD (x 0.233), indicating
overall poor sleep among the participants. Overall, the findings highlight a high rate

of poor sleep quality in this population.



Conclusion : The findings of the current study discussed that sleep disruption is a
common part of the presentation of mental health conditions. Recognizing and
addressing the two-way connection between mental health and sleep disorders holds
great potential for enhancing the well-being of those suffering from these issues. It is
essential to keep increasing public education and awareness of the importance of
treating sleep disorders and mental health issues. Enhancing mental health services in

Bangladesh requires more well-designed epidemiological and clinical research.

Keywords : Sleep, Sleep Disorder, Sleep quality, Mental Iliness, Mental Health.
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CHAPTER | : INTRODUCTION

1.1 Background

Sleep is a natural process where a person becomes unconscious for a while and then
wakes up due to internal or external factors (Savasan & Cam, 2019). Sleep disorders
are among the most common health issues today and a major reason people visit doctors.
Insomnia is usually divided into two types: difficulty falling asleep and waking up too
early in the morning (Hohagen et al. 1994; Sobieraj et al., 2013).Many people with
mental health issues struggle with poor sleep, especially insomnia. In both hospitals and
outpatient care, up to 78% of individuals experience this problem (O’Sullivan et al.,
2015).

Sleep is a natural state where an organism temporarily loses partial or full
connection with its environment, a state that can be reversed by stimuli of varying
intensity. Good physical and mental health relies on fulfilling essential needs like sleep.
Factors like sleep onset, total sleep duration, and consistency in sleep patterns all
contribute to sleep quality, which is a key indicator of various health conditions. Poor
sleep quality can lead to a range of emotional, mental, and motivational problems.
Studies show that between 50% and 80% of individuals with psychiatric conditions
experience sleep disorders, and these issues are especially common in people with
anxiety, depression, bipolar disorder, and hyperactivity. (Ozkan et al., 2015). People
who sleep less than seven hours a day and have poor sleep quality are more likely to
experience depression symptoms.(Savasan & Cam, 2019). Sleep problems are very
common in people with neuropsychiatric conditions throughout life. Up to 80% of
individuals with schizophrenia experience sleep issues, such as taking longer to fall

asleep, getting less sleep, and having poor sleep quality. These sleep problems are



already seen in people with early signs of psychosis and seem to be linked to the severity
of their symptoms. People with anxiety and depression also often deal with sleep
disturbances, including non-restorative sleep. When compared to healthy individuals,
those with depression and related mood disorders experience much higher rates of both
insomnia (40-90%) and hypersomnia (5-10%) (Muller et al., 2016). The Bangladeshi
government allocates 0.44% of its total health budget to mental health. Of this
expenditure, 67% is directed towards mental hospitals. Additionally, fewer than 0.11%
of the population has access to free essential psychotropic medications (Hasan et al.,
2021).
Sleep is one occupational domain that needs to be evaluated in connection to adequate
rest and sleep, sleep preparation, and sleep participation, according to the American
Occupational Therapy Association's 2008 revision of the occupational therapy practice
framework: domain and process (Fung, Wiseman-Hakes, et al., 2013). Experts in
clinical psychology have been actively exploring how sleep problems and mental health
are connected (Benedict & Formella, 2024). This review explores how sleep problems
might play a direct role in mental health issues rather than just being a side effect. If
sleep problems actually contribute to major mental disorders, they should appear before
the disorders start, be common in people seeking treatment, and most importantly,
improving sleep should help reduce other mental health symptoms (Freeman et al.,
2020).

Occupational therapists are beginning to recognise sleep apnoea as a new area
in which they can apply their knowledge and skills to help people improve their sleep
and participation in daily activities (Opp Hofmann 2008; Fung, Wiseman-hakes, et al.,

2013).



The University of Alberta, Faculty of Rehabilitation Medicine, established a
"Sleep and Function Interdisciplinary Group,” headed by a researcher from the
Department of Occupational Therapy, to advance knowledge of the significance of
sleep and how it relates to function. Critical evaluations of the data supporting non-
pharmacological sleep aids for dementia patients are among the noteworthy
contributions this group has made to the sleep literature (Brown et al 2013). In order to
improve daily occupational performance and sleep quantity and quality, we advise
additional assessments of the efficacy of occupational therapy educational, cognitive-
behavioral, and environmental interventions. These would offer a more extensive body
of evidence to guide occupational therapy practice (Fung, Wiseman-Hakes, et al.,

2013).

1.2 Justification of the study
The first occupational therapist to acknowledge the need of sleep was Adolf Meyer. He
suggested in "The Philosophy of Occupational Therapy" that rest and sleep were equally
important to working and participate in maintaining health and wellbeing (Meyer,
1922). Sleep was first defined as a daily living activity by the American Occupational
Therapy Association (AOTA). The Occupational Therapy Practice Framework:
Domain and Process (AOTA, 2008) reclassified rest and sleep as occupational domain
in 2008. This change in focus acknowledged the important impact that rest and sleep
can have on involvement (Gentry & Loveland, 2013) (Tester & Foss, 2018).
Occupational therapists are qualified to evaluate sleep issues and their impact on
participation and performance in the workplace. They can also determine when a
referral to a sleep clinic is necessary. Three crucial procedures should be involved in
this: (1) the regular examination of a person's self-reported sleep quantity and quality,

morning and energy levels, and need for naps during the day; (2) the identification of



life circumstances (e.g., anxiety, stress, caregiving and/or work obligations), behaviors
(e.g., diet, exercise, and caffeine intake), and environmental factors (e.g., light or noise)
that can either promote or inhibit sleep and (3) an awareness of how sleep and the impact
of sleep issues on a person's everyday job performance and functional capacities (Fung,
Wiseman-Hakes, et al., 2013).

After the evaluation is over, occupational therapists can educate patients and their
partners and offer strategies to support the best possible sleep quality. From a personal
standpoint, occupational therapists can teach people how to manage their time and stress
levels (e.g., through time management and cognitive behavioral techniques) in addition
to teaching them how to be conscious of their pain, energy levels, sleepiness, and fatigue
(Ponsford et al. 2012). It is possible to teach someone how to change their habits in
order to get the most out of their sleep (e.g., by establishing regular sleep and wake
times, exercising, and changing their nutrition) (AOTA 2008). Occupational therapists
can also give people techniques to deal with the effects of sleep deprivation such as
scheduling daily routines in accordance with peak energy levels, scheduling rest
periods, and pacing activities (Fung, Wiseman-Hakes, et al., 2013).

Through this study, patients are able to understand how mental illnesses such as
depression, anxiety, schizophrenia, and bipolar disorder may affect their sleep patterns,
causing them to have difficulty falling asleep, staying asleep, or waking up feeling
restless. The study's conclusions can motivate patients to seek appropriate sleep
disturbance treatment as part of their overall mental health care plan, which may involve

behavioural therapy, medication, or lifestyle modifications.



1.3 Operational Definition

1.3.1 Sleep Quality :

A person’s level of satisfaction with all aspects of their sleep experience is referred to
as sleep quality. Sleep efficiency, sleep latency, sleep duration, and wakefulness after
sleep start are the four characteristics of good sleep (Msn et al., 2022). Sleep is a natural
process where a person becomes unconscious for a while and then wakes up due to
internal or external factors (Savasan & Cam, 2019).

1.3.2 Mental illness :

All diagnosable mental diseases are generally referred to as mental illness. Changes in
thinking, emotion, or behaviour (or a combination of these) caused by suffering and/or

poor functioning are the symptoms of mental diseases (Grob, 2006).

1.4 Aim of the study
The aim of the study is to evaluate the overall sleep quality and it’s associated factors

among patients with mental illness using the Pittsburgh Sleep Quality Index (PSQI).



CHAPTER Il : LITERATURE REVIEW

This chapter provides information on the Sleep quality and it’s associated factors among
patients with mental illness. This chapter also discuss the Prevalence of Bangladesh,
Bidirectional relationship: Mental status and sleep disorder , Barriers, Sleep disorder,

Intervention with the life of individuals with mental illness.

Fig 2.1
Overview of literature review findings

Effects of anxiety & stress on
sleep quality

Sleep disorder (Insomnia,
— Sleep apnoea, Restless Leg
Syndrome)

|| Depression influence on sleep
patterns

|| Bidirectional relationship :
mental status & sleep disorder

Bipolar disorder & sleep
disturbance

Prevalence of Bangladesh (
According to 2019, All adults
=18.7%,All children =12.6%)

Narcolepsy and It’s Impact on
Mental Well-being

Barriers (Social stigma,
— inequalities & sociocultural
influence

Person with mental illness

Intervention (CBT, Mindfulness-
— based interventions , Sleep
psychoeducation )




2.2 Person with mental illness

In most of the developing world, mental health is a significant public health issue that
risks social and economic advancement. An estimated 13% of the world's disease
burden is attributed to mental diseases. WHO (2008). However, the health system in
the majority of underdeveloped nations continues to completely disregard mental
health. For instance, mental health receives a terrible 0.5% of Bangladesh's overall
health expenditure (Islam, 2015).

However, since individual expenses account for almost 65% of all health care
spending, mental illness especially impacts the underprivileged and impoverished. The
report evaluates the state of mental health in Bangladesh now based on an analysis of
secondary sources. According to the report, Bangladesh's mental health treatment
system faces a number of complex issues, including a lack of public mental health
facilities, a lack of qualified workers, insufficient funding, and social stigma.
Bangladesh still lacks a thorough mental health strategy that would support the overall
healthcare system (Islam, 2015).

How people with mental illness are treated and how policymakers make choices
are influenced by attitudes towards them. In every social and religious culture
throughout history, people with mental illness have unfortunately been socially rejected

and faced with continuously unfriendly attitudes (Vijayalakshmi et al., 2012).

2.3 Sleep disorder (Insomnia, Sleep apnoea, Restless Leg Syndrome)

2.3.1 Insomnia

Depending on the criteria, 8-40% of people in the general population struggle with
insomnia. A further 8-10% of people have chronic insomnia, and 20-30% of the general
population has poor sleep (i.e., insomnia symptoms such as trouble falling asleep or

staying asleep, early morning awakenings, or non-restorative sleep at any given



time).1.2 Additionally, 4% of people regularly take sleeping medications.3. However,
until relatively recently, the relationship between sleeplessness and serious medical
morbidity was not investigated. As a result, from the point of view of public health,
insomnia and the mental and physical health issues it causes are now considered to be
minor issues (Manuscript & Health, 2014). The Diagnostic and Statistical Manual of
Mental Disorders (DSM)-111-R4 first included sleep disorders in 1987. It offered general
diagnostic criteria for "insomnia disorders™ based on subjective complaints of difficulty
falling asleep or staying asleep or of non-restorative sleep, occurring at least three times
a week for at least one month, and related experiences related to daytime functioning.
(Manuscript & Health, 2014).

Early on in medical history, it was found that insomnia and mental health were
related. Robert Burton described how ancient Greek doctors treated patients with
depression by providing opium, consuming alcohol, relaxing music, and reading in his
book "Anatomy of Melancholia™ (1621) (Riemann et al., 2020). Different forms of
depression were linked to distinct symptoms of insomnia in Kraepelin's (1909) first
modern classification of mental diseases. In particular, patients with neurotic depression
had trouble falling asleep, but patients with chronic depression experienced trouble
maintaining their sleep. (Hertenstein et al., 2023)

2.3.2 Sleep apnoea

In the general adult population in the United States, sleep apnoea affects 13% of men
and 6% of women. It frequently occurs with a number of chronic health disorders, such
as obesity, hypertension, and chronic obstructive pulmonary disease. Research indicates
that several medical illnesses are risk factors for sleep apnoea, are made worse by it,
and develop after it first appears. Therefore, research, public health policy, and clinical

practice have made managing physical health issues among individuals with sleep



apnoea a high priority (Kaufmann et al., 2018).

Research indicates a correlation between sleep apnoea and mental health disorders,
with mood, anxiety, and post-traumatic stress disorder being strongly comorbid with
sleep apnoea. Additionally, there are indications of increased risk of sleep apnoea in
schizophrenia and psychosis. Additionally, there is more recent data that suggests a link
between suicide thoughts and actions and sleep apnoea, however these have mostly been
found in case reports and studies with smaller sample sizes (Kaufmann et al., 2018).

OSA, or obstructive sleep apnoea, is a common condition. According to studies, it
affects 2-3% of women and 3-7.5% of men. In addition to increasing mental
retardation, sleep apnoea symptoms can imitate negative symptoms of schizophrenia
and depression. Many medications used to treat mental illnesses may make OSA
symptoms worse. Additionally, OSA is a risk factor for metabolic and cardiovascular
disorders, which are major clinical issues in people with mental illnesses and limit their
expected duration of life (Szaulins et al., 2015). The breathing condition known as
obstructive sleep apnoea (OSA) is characterised by recurrent episodes of upper airway
obstruction while you're asleep. The prevalence of OSA, as defined by an apnea-
hypopnea index (AHI) > 5 and without the inclusion of a daytime sleepiness criterion,
was reported to be 24% for men and 9% for women under the age of 65 in a significant
US study of OSA diagnosed by polysomnography (PSG); the inclusion of a daytime
sleepiness criterion decreased these estimates to 4% for men and 2% for women. OSA
can be related to metabolic syndrome, which includes co-occurring diabetes,
hypertension, and obesity. Adults with OSA frequently express psychological
symptoms like worry and depression (Gupta & Simpson, 2015).

2.3.3 Restless Leg Syndrome

Willis-Ekbom illness, another name for restless legs syndrome (RLS), is a common



neurological sensorimotor disorder that is frequently related to severe sleep disruptions
and a lower quality of life (Weber et al., 2022). RLS, a sleep-related movement disorder
that has been found to be more common in women and the elderly, is characterised by
an impulse to move a person's extremities, mostly the legs. According to the
International Classification of Sleep Disorders, Third Edition, the clinical and
diagnostic characteristics of RLS include an impulse to move the legs accompanied by
pain or discomfort, which is usually eased by moving the extremities. This urge is more
severe in the evening and at rest (Talih et al, 2021).

RLS is linked to sleep fragmentation and frequent sleep arousals in addition to
making it difficult to fall asleep (mimicking insomnia).The desire to move the legs or
the actual mechanical movement of the legs is most likely the cause of the sleep
disturbance in RLS (Talih et al., 2021).

Psychiatric medications can have negative impacts on sleep patterns, while
psychiatric drugs can positively modulate sleep and occasionally improve sleep
patterns. While certain medications may promote restlessness during the day, they can
enhance sleep at night. While selective serotonin reuptake inhibitors can increase
awareness during the day, they may worsen restless legs syndrome (RLS) at night,

resulting in worse quality sleep (Talih et al., 2021).

2.4 Bidirectional relationship: mental status & sleep disorder

There is a complicated, mutual relationship between sleep issues and mental health.
Mental health issues have an adverse effect on the quality of sleep, and sleep
disturbances can lead to or worsen mental health concerns. Because of this complex
relationship, management must take a comprehensive strategy that addresses underlying

mental health issues as well as symptoms connected to sleep.
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2.4.1 Effects of anxiety & stress on sleep quality

It has been discovered that stress and anxiety have a major negative influence on sleep
quality, resulting in disorders and disruptions. According to studies, those who are more
stressed and anxious are more likely to have difficulty going asleep, staying asleep, and
having inadequate sleep (Kalmbach et al., 2016). Anxiety-related disturbing ideas and
increased physiological arousal can disrupt the onset and maintenance of sleep
(Fernandez-Mendoza et al., 2015). Moreover, long-term stress might interfere with the
hypothalamic-pituitary-adrenal (HPA) axis's regular operation and exacerbate insomnia
(Kalmbach et al., 2016) (Sun lei, 2023).

2.4.2 Depression influence on sleep patterns

Changes in sleep patterns, such as insomnia, hypersomnia, and disturbances in sleep
architecture, are closely associated with depression. According to research, people who
are depressed frequently have trouble going asleep, wake up early, and wake up
frequently during the night (Riemann et al., 2017). Depression is frequently associated
with changes in the architecture of sleep, including decreased slow-wave and rapid eye
movement (REM) sleep. Additionally, having insomnia symptoms is linked to worse
treatment outcomes and an increased likelihood of developing more severe depressive
symptoms in people with depression (Riemann et al., 2017; Sun lei, 2023).

2.4.3 Bipolar disorder & sleep disturbance

Extreme mood swings, including manic and depressive episodes, are an indication of
bipolar disorder. In both the manic and depressed stages of bipolar disorder, sleep
problems are common. People frequently suffer disrupted sleep patterns, increased
sleep latency, and decreased sleep requirement during manic episodes. On the other
hand, hypersomnia, excessive daytime sleepiness, and longer sleep duration are

frequently linked to depressive episodes (Grunze et al., 2013). The sleep abnormalities
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seen in bipolar illness are caused in part by changes in the regulation of sleep-wake
cycles and interruption of these cycles (Sun lei, 2023).

2.4.4 Narcolepsy and It’s Impact on Mental Well-being

The Effects of Narcolepsy on Mental Health The neurological condition known as
narcolepsy, which is marked by excessive daytime drowsiness and unpredictable sleep
episodes, can significantly affect mental health. The link between narcolepsy and
mental health conditions such as bipolar illness, anxiety disorders, and depression has
been brought to light by recent studies (Bassetti et al., 2021). The disruptive nature of
narcolepsy symptoms, like cataplexy (emotion-induced loss of muscular tone) and
abrupt sleep attacks, can seriously hinder day-to-day functioning and lead to
psychological discomfort. For people with narcolepsy, managing their symptoms with
a mix of behavioural techniques, medication, and lifestyle changes is essential to

enhancing their mental health (Sun lei, 2023).
2.5 Prevalence of Bangladesh

2.5.1 Adults

In Bangladesh, the first nationwide survey on mental health was carried out between
2003 and 2005. 2019 saw the completion of the second (and most latest) nationwide
representative survey. The mental health of the people of Bangladesh has been severely
damaged by the coronavirus disease 2019 (COVID-19) epidemic. According to one
study, compared to pre-pandemic rates, the prevalence of anxiety (33.7%), stress
(59.7%), and depression (57.9%) symptoms in the adult population has significantly
increased. According to a different study, stress, anxiety, and depression symptoms
were present in 28.5%, 33.3%, and 46.92% of pupils placed under home quarantine,

respectively (Hasan et al., 2021).
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Table2.5.1.1

Distribution the prevalence of Bangladesh in Adults :

1974 2005 2019

All adults 31.4% 16.1% 18.7%
Men Not reported 12.9% 12.5%
Women Not reported 19.0% 18.8%

2.5.2 Children

The frequency of mental problems in children in Bangladesh ranged from 13.4% to
22.9%, according to a comprehensive assessment of the literature conducted between
1998 and 2004. Prevalence estimates are consistent with previous decades, according
to seven community-based surveys conducted in 2004 and 2009. The 2019 nationwide
representative survey provided the most recent data, which show that the prevalence is
lower for females than for males (Hasan et al., 2021).

Table 2.5.1.2

Distribution the prevalence of Bangladesh in Children :

2004 2009 2019

All children 15.0% 18.4% 12.6%
Boys Not reported Not reported 13.7%
Girls Not reported Not reported 11.5%

2.6 Barriers (Social stigma, inequalities & sociocultural influence)
High social stigma attached to mental illness also affects help-seeking behaviour. Thus,
mentally ill persons suffer in silence, with social isolation and unfair treatment.

Morbidity from psychiatric illness remains high and is rarely regarded as a public health
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concern. Common stigma towards the mentally ill in Bangladesh is attributable to
superstition surrounding causation of mental illness. Mental disorder is perceived to be
a consequence of possession by evil spirits, as opposed to biological or psychological
mechanisms, leading to neglect and abuse of those with mental illness (Hasan et al.,

2021).

2.7 Intervention

When it comes to treating sleep disturbances in people with mental health issues,
psychological therapies are essential. The goal of these interventions is to determine
and treat the psychological issues that cause sleep problems (Sun lei, 2023).According
to Manber et al. (2011), cognitive behavioural treatment for insomnia (CBT-I) has
demonstrated notable effectiveness in enhancing sleep quality and reducing anxiety and
depressive symptoms. CBT-I helps people create better sleep habits and enhance their
overall mental health by addressing inappropriate sleep-related thoughts and actions
(Sun lei, 2023). The usefulness of mindfulness-based interventions in treating mental
health issues has been accepted. Examples of these programs are mindfulness-based
cognitive therapy (MBCT) and mindfulness-based stress reduction (MBSR). and
enhancing the quality of sleep. Developing present-moment awareness and accepting
one's thoughts and feelings are key components of these therapy (Sun lei, 2023). Sleep
psychoeducation is educating people on the reciprocal relationship between sleep and
mental health, sleep physiology, and sleep hygiene techniques. The goals of
psychoeducational therapies are to remove beliefs about sleep, encourage sound

sleeping practices, and increase understanding about sleep (Sun lei, 2023).



2.8 Summary of Key Gaps

e Lack of studies in Asian contexts Limited research on OT sleep interventions in
mental health settings.

e Limited research on integrating sleep treatments with standard psychiatric care.

e Lack of awareness and implementation of integrated approaches in clinical
practice.

e There was no information provided regarding whether there is an association
between gender and overall sleep quality.

e In Bangladesh, no evidence was studied in relevant that can evaluate overall

sleep quality and its associated factors among patients with mental illness.
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CHAPTER Il : METHODS and MATERIALS

3.1 Study Question, Aim, Objectives

3.1.1 Study Question

What are the factors that influence sleep quality among patients with mental illness?

3.1.2 Aim
The aim of the study is to evaluate the overall sleep quality and it’s associated factors

among patients with mental illness using the Pittsburgh Sleep Quality Index (PSQI).
3.1.3 Objectives

e To identify the overall sleep quality among patients with mental illness.

e To identify the prevalence of sleep disturbances, subjective sleep quality, sleep
latency, sleep duration, and habitual sleep efficiency in individuals with mental
health conditions.

e To identify sleep disturbances, use of sleeping medication and Daytime
dysfunction in individuals with mental illness.

e To identify the association between sociodemographic information and overall

sleep quality among patients with mental illness.

3.2 Study Design

3.2.1 Study Method

The student researcher followed the quantitative method to examine the sleep quality
and it’s associated factors among patients with mental illness. Researcher used this
method to find out the relationships between sleep quality and its associated factors
among patients with mental illness and analyzed numerical data. This method ensures

precise data collection. Quantitative method dominate in aetiological and health
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services research. Because items that can be measured or counted earn scientific
credibility over those that cannot, quantitative approaches have been used extensively.
Quantitative methods look at how certain conditions (independent variable) affect a
desired result (dependent variable) in ways that can be quantified (Wang & Cheng,

2020).

3.2.2 Study Approach
In this study, the student researcher used a cross-sectional approach. Researcher used
this study approach to evaluate the overall sleep quality and it’s associated factors
among patients with mental illness. A cross-sectional approach is an observational study
approach used in medical research that examines data from a population at a single point
in time. Researchers analyse study participants' exposures and outcomes simultaneously
in a cross-sectional study. In clinical research, cross-sectional studies have primarily
been used to determine the prevalence of a condition. In a cross-sectional study,
researchers usually describe the distribution of variables in a population. They may
evaluate a population's illness prevalence or the relationship between an exposure and
an outcome (Wang & Cheng, 2020).

In this study, student researcher chose this approach because it helped to conduct data
from a same target population at a single point in time so that researcher can achieve

her aim and objectives.
3.3 Study Setting and Period
3.3.1 Study Setting
This study was conducted through 4 different organizations, Such as :
¢ National Institute of Mental Health (NIMH),Sher e Bangla Nogor, Dhaka- 1207.

e CRP - Rabia Noor Mental Health Day Centre, Mirzanagar, Nabinagar, Ashulia,

Savar, Dhaka, Bangladesh.
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e Centre for the Rehabilitation of the Paralysed (CRP), Mirpur, Dhaka-1206.
e Therapist Point & Shonirvor Special School for Autism and
Neurodevelopmental Disorder, Dogormora, Savar, Dhaka
3.3.2 Study Period
The study period was between June 2025 to December 2025, and the data collection

period was from August 2025 to September 2025.
3.4 Study Participants

3.4.1 Study Population
The study population includes all individuals diagnosed with mental illness according

to inclusion criteria.

3.4.2 Sampling Techniques

To conduct the study, the participant was selected through a purposive sampling process
based on some inclusion and exclusion criteria. This technique allows the student
researcher to focus on individuals who are most relevant to the study, ensuring that the
sample provides rich, in-depth data about the relationship between mental illness and
sleep quality. Sometimes this approach is less time-consuming and less costly. It is very
useful when some of the units are very important and must be included (Rai & Thapa,
2019).

3.4.3 Inclusion Criteria

e Individuals who diagnosed with a mental illness.
e Age range (15-60) year.

e Both male and female participants.
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3.4.4 Exclusion Criteria
e Those who are not diagnosed by expert professionals.

e Patients with aggressive behaviors.

3.4.5 Sample size
Sample Size estimation :
According to the standard formula,

n = number of sample

p = sample proportion =18.7% (Hasan et al., 2021). = 0.187

g = 1-p ; proportion of the target population

=1-0.187

=0.813

z = 1.96 (constant)

d = the margin of error = 0.05;

_ (1.96)% x 0.187 x 0.813
ne (0.05)2

n = 233.61

According to the equation, the sample should be 233.61 population, but the researcher
collected 140 data from the population of the study. The researcher faced challenges in
collecting a sufficiently large sample of patients with mental illness due to time

limitation and limited budget , also the hospital granted permission for data collection
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only after 26 days- by which time the maximum possible number of participants had
already been reached. These were the main challenges faced during the data collection

process.
3.5 Ethical Consideration

3.5.1 Ethical clearance

Ethical clearance was obtainted from the Institutional Ethical Review Board (IRB) of
Bangladesh Health Professions Institute (BHPI) through the department of
Occupational Therapy, BHPI. The IRB form number is CRP-BHPI/IRB/07/2025/1114
(see in details appendix-A). Student researcher took permission from Govt. hospital,
day care center and special school to collect data from their institution. Student

researcher also took permission from the author of the scale which used in this study.

3.5.2 Informed consent

For research involving human subjects, informed consent is both ethically and legally
required. It is the procedure wherein a participant is educated about every facet of the
trial, which is crucial for the participant to make a choice, and after reviewing all
elements of the trial The participant freely affirms the importance of the research for
the improvement of medical knowledge and societal welfare, as well as their willingness
to take part in a specific clinical trial. The Nuremberg Code, the Declaration of Helsinki,
and the Belmont Report all incorporate the idea of informed consent (Nijhawan &
Janodia, 2013). Each participant was receive an information sheet from the student
researcher detailing the study’s purpose and procedures to ensure they fully understand
their participation.(See appendix-B, Part ). After explaining the study’s purpose, aim,
objective the student researcher made a written consent from the participants before

data collection begins (See appendix-B, Part II)
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3.5.3 Withdrawal Form

Participants had the right to withdraw from the study at any time before data analysis
begins, without any consequences ( See appendix-B, Part I11).

3.5.4 Unequal relationship

The student researcher had not any kind of unequal relationship with the participants.
3.5.5 Risk and Beneficence

This study does not claim any physical or psychological risks to participants, While
there are no direct benefits to the participants.

3.5.6 Power Relationship

The student researcher did not have any power relationships with any participants.
3.5.7 Confidentiality

The study will maintain confidentiality of all participant details, with their name not
disclosed in any published documentation. The original interview transcripts, featuring
the participant's name, will only be accessible to the researchers, ensuring high privacy

and security.
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3.6 Data Collection Process

Figure 3.6.1 Participant Recruitment Process

Overview of the participant's participant recruitment processs

Student researcher list down the name of the hospital, rehabilitation centre and visit
the selected place.

NS

Student researcher took the permission from the Occupational Therapy Dept. of
BHPI.

NS

Student researcher took the permission from the hospital,rehabilitation, day care
center's authority.

NS

Participants was selected according to inclusion and exclusion criteria.

NS

Researcher communicated with the patients about the study purpose, aim,
objective and invited them to join the study.

NS

Bengali information sheet and consent forms were provided to the participants and
to sign from the participants.

NS

Data was collected through face-to-face interviews using a questionnaire.




3.6.2 Data Collection Method

The data collection method for this cross-sectional quantitative study was conducted
through a structured questionnaire-based survey, including the Pittsburgh Sleep Quality
Index (PSQI) to assess the overall sleep quality. The student researcher collected data
using a structured questionnaire, which included the Pittsburgh Sleep Quality Index
(PSQI), a widely validated tool for measuring sleep patterns and disturbances over the
past month. The questionnaire was administered through face-to-face interviews,
ensuring that participants clearly understood each question and were able to provide
accurate responses. Each interview required approximately 25 to 30 minutes, privacy
and confidentiality were ensured throughout data collection.

Face-to-face data gathering has several benefits, such as participant
engagement, direct observation, deeper investigation, use of non-verbal clues, control
over data collection, improved data quality, and process supervision (Celestine, 2024).
3.6.3 Data Collection Instrument

3.6.3.1 Socio-Demographic Variables
Socio-Demographic information includes age, gender, educational background and
employment.
3.6.3.2 Measurement Variables of Data Collection Tool
e Pittsburgh Sleep Quality Index (PSQI) which assesses components like sleep
duration, disturbances, latency, efficiency, and overall sleep quality.

e Paper, Pen., Pencil etc.

Scale : Pittsburgh Sleep Quality Index (PSQI)
Pittsburgh Sleep Quality Index : The validity and reliability of the scale developed
by Buysse et al. in Turkish was conducted by Agargiin et al. PSQI is a self-report scale

with 19 titles assessing sleep quality and disorders over the last month. Each title of the

23



test was equally scored between 0 and 3. The scale comprises seven subscales assessing
subjective sleep quality, sleep latency, sleep du ration, habitual sleep activity, sleep
disorders, sleeping pill use, and daytime functionality loss. A total PSQI score between
0 and 21 was obtained by adding the subscales. The sleep quality of those having a total
score of 5 and below is assessed as “good” and those having a total score of above 5 is
assessed as “poor.” A total PSQI score being above 5 indicates that the sleep quality is
insufficient with 89.6% sensitivity and 86.5% specificity and a medium level of
dysfunctioning in at least two or three of the above subscales (Ozkan, 2016).

An overall score is obtained by adding together all seven PSQI components scores with
a mini- mum and maximum score of 0 and 21 respectively. Higher scores indicate
poorer sleep quality. Also, a PSQI total score of > 5 is indicative of poor sleep (Ong et
al., 2020).

3.6.4 Field Note

Student researcher, at first translated the sociodemographic questionnaire and the PSQI
questionnaire into Bengali with the help of an expert, so that participants could easily
understand them during data collection. Before conducting the pilot test, Student
researcher introduced herself to the participants, then took the permission from the
participants and build up rapport with the participants. The participants were informed
about the aim, objectives, and purpose of the study. The pilot test was conducted with
two participants, and they were able to understand the questionnaires easily. Therefore,

no major changes were required in the questions.
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3.7 Data Management and Analysis

3.7.1 Data Management

The data were analysed using the latest software, Statistical Package for Social Science
(SPSS). The analysis of the data was evaluated by the package software of IBM SPSS
Statistics 20.0 (IBM SPSS Inc, Chicago, IL, USA), and p<0.05 was accepted to be

statistically significant (Ozkan et al., 2015).

3.7.2 Data Analysis

Student researcher use Descriptive Statistics for data analysis. It is useful to find out the
mean, standard deviation, frequencies, and percentages to summarise participant
characteristics, evaluate the overall sleep quality and its associated factor
among patients with mental illness. Normality of the data distribution was assessed,
and the findings showed that the data were not normally distributed. Therefore, non-
parametric tests were used for inferential analysis. The Mann—Whitney U test was used
to compare differences in sleep quality between two independent groups. The Kruskal—
Wallis H test was used to compare sleep quality among three or more groups. The Chi-
square test applied to examine the association between categorical variables, as gender
and sleep quality, marital status and sleep quality, or electronic device use and sleep
quality. When expected cell counts were low, Fisher’s Exact Test was used as an
alternative to Chi-square to ensure accurate results. All statistical tests were interpreted

at a 95% confidence interval (CI).
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3.8 Quiality Control and Quality Assurance

Before collecting data, the student researcher conducted a pilot test. Permission was
obtained from the responsible authority first, followed by consent from two participants.
These participants were informed about the study’s aim, objectives, purpose, and
confidentiality measures. After that, they provided their data. Once the data was
collected, the researcher realized there was no need to change the questionnaire because
the participants clearly understood the questions in Bengali. The student researcher
properly collected the data and then reviewed it with the supervisor. In total, the student
researcher collected 140 responses through face-to-face interviews. The data is securely
stored on the desks of both the student researcher and the honorable supervisor to
prevent unauthorized access. The student researcher also rechecked the data to ensure
its accuracy and maintenance. Next, the data was entered into SPSS for analysis. It was
checked for any missing values, then recoded, and tested for normality. Since the data
was not normally distributed, non-parametric tests were conducted to determine if the

results were statistically significant.
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CHAPTER IV: RESULTS

This chapter presents the findings of the study through tables and figures, focusing on
the participants’ socio-demographic information, clinical characteristics of the
participants, and sleep quality status. The chapter also highlights the distribution of
Pittsburgh Sleep Quality Index (PSQI) components, overall sleep quality categories,
and explores potential factors associated with poor sleep quality among individuals

receiving psychiatric care.

4. 1 Sociodemographic information
Table 4.1

Distribution of sociodemographic information of the respondents

Variable Category Frequency Percentage
(n = 140) (%)
15-24 Years 43 30.7
Age (in 25-34 Years 52 37.1
years) 35-44 Years 27 19.3
45-54 Years 7 5.0
55-64 Years 11 7.9
Gender Male 69 49.3
Female 71 50.7
Unmarried 58 41.4
Marital Married 74 52.9
status Divorced 6 4.3
Widowed 2 1.4
Illiterate 3 2.1
Primary 45 32.1
Educational Secondary/ Dakhil 47 33.6
qualification Higher Secondary/ Alim 19 13.6
Bachelor’s/ Fazil 18 12.9

Master’s or above/ Kamil 8 5.7
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Monthly <25000 taka 89 63.6

family >25000 taka 51 36.4

income (in

taka)
Unemployed 52 37.1
Student (male) 7 5.0

Occupation  Student (female) 19 13.6
Housewife 33 23.6
Service holder 5 3.6
Business 13 9.3
Other 11 7.9

Table 4.1 represents the overview of the sociodemographic information, including age,
gender, marital status, educational qualifications, monthly family income, and
occupation. Among n = 140 participants, the participants were between 16 and 60 years
old, with a mean age of 31.06 years (SD +£11.21). Most belonged to the 25-34 year age
group (37.1%, n = 52) and the 15-24 year group (30.7%, n = 43), indicating a
predominantly young sample. Gender distribution was almost equal, with males
(49.3%, n = 69) and females (50.7%, n = 71). More than half of the respondents were
married (52.9%, n = 74), while 41.4% (n = 58) were unmarried, and a small number
were divorced (4.3%, n = 6) or widowed (1.4%, n = 2). Educational attainment varied,
with most having secondary/Dakhil education (33.6%, n = 47) and primary education
(32.1%, n = 45), followed by higher secondary/Alim (13.6%, n = 19), bachelor’s/Fazil
(12.9%, n = 18), and master’s/Kamil or above (5.7%, n = 8), while only 2.1% (n = 3)
were illiterate. Monthly family income ranged widely from 7,000 to 250,000 taka, with
a mean of 31,114.29 taka (SD +35,736.66), and the majority earned below 25,000 taka
(63.6%, n = 89). Occupationally, 37.1% (n = 52) were unemployed, 23.6% (n = 33)
were housewives, 13.6% (n = 19) were female students, 5% (n = 7) were male students,
9.3% (n = 13) were engaged in business, 3.6% (n = 5) were service holders, and 7.9%

(n = 11) were involved in other occupations.
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4.2 Participants’ Mental Illness Types and Health Conditions
Table 4.2

Distribution of Participants’ Mental Illness Types and Health Conditions

Variable Category Frequency Percentage
(n = 140) (%)

Depression 2 1.4
Bipolar Disorder 39 27.9
Schizophrenia 58 41.4
Personality Disorder 5 3.6
Major Depressive 11 7.9
Disorder

Type of Substance Induce 16 11.4

_mental Disorder

illness : :
Obsessive Compulsive 6 4.3
Disorder
Others (Dissociative 3 2.1

Disorder, Condcut
disorder, Somatic
symptom disorder)

Mental <60 months 79 56.4
lIness >60 months 61 43.6
duration
(in month)
Physical illness 12 66.7
Diabetes
Physical Physical illness High 10 55.6
illness Blood Pressure

Table 4.2 presents the distribution of mental illness types, illness duration, and
associated physical health conditions among the 140 respondents. Schizophrenia was
the most commonly reported mental illness, affecting 41.4% (n = 58) of the respondents,
followed by bipolar disorder at 27.9% (n = 39). Other conditions included substance-
induced disorder 11.4% (n = 16), major depressive disorder 7.9% (n = 11), obsessive—
compulsive disorder 4.3% (n = 6), personality disorder 3.6% (n = 5), and depression
1.4% (n = 2), while 2.1% (n = 3) were diagnosed with other disorders such as
dissociative disorder, conduct disorder, or somatic symptom disorder. Regarding the

duration of mental illness, over half of the with their condition for less than 60 months
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56.4% (n = 79), while 43.6% (n = 61) had experienced their illness for more than 60
months. The mean duration of illness was 78.46 months (SD £73.07), ranging from 1
to 360 months. In terms of physical comorbidity, diabetes was reported in 66.7% (n =
12) of cases, while high blood pressure was present in 55.6% (n = 10), indicating a

significant burden of physical health issues among the participants.

4.3 Lifestyle and Behavioral Characteristics of the Participants
Table 4.3

Distribution of Lifestyle and Behavioral Characteristics of the Participants

Variable Category Frequency Percentage
(n =140) (%)

Electronic device before sleep 44 83.0

Electronic phone

device Electronic device before sleep 9 17.0
TV

Duration of <20 minutes 92 65.7

device use (in

minutes) >20 minutes 48 34.3

Teal/coffee Personal habit tea 37 90.2
Personal habit Coffee 4 9.8

Teal Coffee <2 times 127 90.7

taking (in >2 times 13 9.3

times ) per

day
Personal habit Smoking 34 65.4

Personal Personal habit Alcohol 4 7.7

habit Personal habit Tobacco 12 23.1
Personal habit Cannabis 5 9.6
Personal habit betel leaf 6 115

Currently No 1 0.7

taking Yes 139 99.3

medicine

Table 4.3 presents the information related to electronic device use, tea/coffee
consumption, personal habits, and current medication status among the 140 participants.

A majority of the participants reported using electronic devices before sleep, with
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83.0% (n = 44) using mobile phones and 17.0% (n = 9) using television. Regarding the
duration of electronic device use, 65.7% (n = 92) used devices for less than 20 minutes
prior to sleep, while 34.3% (n = 48) used them for more than 20 minutes. The mean
duration of device use was 47.05 minutes (SD £88.22), ranging from 0 to 420 minutes.
In terms of beverage habits, tea consumption was highly prevalent, with 90.2% (n = 37)
reporting tea as a regular habit, compared to 9.8% (n = 4) who consumed coffee. Daily
intake patterns showed that 90.7% (n = 127) consumed tea or coffee fewer than two
times per day, while 9.3% (n = 13) consumed these beverages more than two times per
day, with a mean intake of 0.76 times per day (SD £1.66). Personal habit data further
revealed that 65.4% (n = 34) smoked, 23.1% (n = 12) used tobacco, 11.5% (n = 6)
consumed betel leaf, 9.6% (n = 5) used cannabis, and 7.7% (n = 4) reported alcohol use.
Finally, nearly all respondents were currently taking prescribed medication, with 99.3%

(n =139), whereas only 0.7% (n = 1) were not taking any medication.

4.4 Sleep Environment Characteristics of the Participants

Table 4.4

Distribution of Sleep Environment Characteristics of the Participants

Variable Category Frequency Percentage
(n =140) (%)
Room Quiet 96 68.6
Condition Noisy 19 13.6
While Sleeping  Sometimes 25 17.9
noisy
Lighting Dim light 16 11.4
Condition Bright light 6 4.3
While Sleeping  Dark 118 84.3

Table 4.4 presents the sleeping environment of the respondents, focusing on room
condition and lighting during sleep. More than half of the participants reported sleeping

in a quiet room 68.6% (n = 96), while 13.6% (n = 19) experienced a noisy environment,
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and 17.9% (n = 25) stated that their room was sometimes noisy during sleep. Regarding
lighting conditions, the majority of respondents preferred sleeping in a dark
environment 84.3% (n = 118). A smaller proportion slept with dim light 11.4% (n =

16), whereas only 4.3% (n = 6) reported sleeping in bright light.

4.5 Overall Sleep Quality of the Participants

Table 4.5

Distribution of Overall Sleep Quality of the Participants

Variable Category Frequency Percentage
(n = 140) (%)
Overall Sleep quality Good Sleep 8 5.7
Poor Sleep 132 94.3
Minimum 1
Maximum 2
Mean 1.94
SD (£.233)
Total 100

Table 4.5 presents the distribution of overall sleep quality among the 140 respondents
based on their global PSQI scores. The findings indicate that only 5.7% (n = 8) of the
participants had good sleep quality, whereas an overwhelming majority (94.3%, n =
132) were classified as having poor sleep quality. The mean global PSQI score was
1.94, SD (% 0.233), with scores ranging from 1 to 2. These results demonstrate that
most respondents experienced poor sleep quality, reflecting significant disruptions in

sleep-related behaviors and patterns.



Figure 4.5

Overview of overall Sleep Quality

Overall Sleep Quality of Participants (n=140)

Good Sleep Poor Sleep

5.70% 94.30%

Frequency Percentage

4.6 Subjective sleep quality
Table 4.6

Distribution of Subjective sleep quality among the Participants

Subjective sleep quality (PSQI Component 1)

Frequency Percent(%)
(n=140)
Very good 9 6.4
Component 1 Fairly good 62 44.3
Fairly bad 50 35.7
Very bad 19 13.6

Table 4.6 explain the first component of the PSQI that assesses subjective sleep quality,
measured by participants’ responses to question 9. Among the 140 respondents, 6.4%
(n = 9) reported their sleep as very good, 44.3% (n = 62) reported fairly good sleep,
35.7% (n = 50) reported fairly bad sleep, and 13.6% (n = 19) rated their sleep as very
bad. In scoring this component, responses are assigned points from 0 to 3: "very good"

=0, "fairly good" = 1, "fairly bad" = 2, and "very bad" = 3. These scores contribute to
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the calculation of the global PSQI score, with higher values indicating poorer subjective
sleep quality.

4.7 Sleep latency

Table 4.7

Distribution of Sleep latency among the Participants

Sleep latency (PSQI Component 2)

Frequency Percent %
(n=140)
< 15 minutes 8 5.7
Component 2 16-30 minutes 33 23.6
31-60 minutes 16 114
> 60 minutes 83 59.3

Table 4.7 explain the PSQI Component 2 that measures sleep latency, or the time taken
to fall asleep, using questions 2 and 5a. Among 140 participants, 5.7% (n = 8) scored 0,
23.6% (n = 33) scored 1, 11.4% (n = 16) scored 2, and 59.3% (n = 83) scored 3,
indicating that most participants experienced longer sleep latency. For Q2, sleep latency
is scored as follows: less than 15 minutes = 0, 16-30 minutes = 1, 31-60 minutes = 2,
and more than 60 minutes = 3. For Q5a, which assesses the frequency of trouble falling
asleep, scores are: not during the past month = 0, less than once a week = 1, once or
twice a week = 2, and three or more times a week = 3. The sum of these subscores is
converted to the Component 2 score (0 =0, 1-2 = 1, 3-4 = 2, 5-6 = 3), with higher

scores indicating worse sleep latency.
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4.8 Sleep duration
Table 4.8

Distribution of Sleep duration among the Participants

Sleep duration (PSQI Component 3)

Frequency (n=140) Percent %
> 7 hours 13 9.3
Component 3 6-7 hours 31 22.1
5-6 hours 48 34.3
< 5 hours 48 34.3

Table 4.8 explain the PSQI Component 3 that assesses sleep duration using question 4.
Among 140 participants, 9.3% (n = 13) scored 0, 22.1% (n = 31) scored 1, 34.3% (n =
48) scored 2, and 34.3% (n = 48) scored 3, indicating that a substantial proportion of
participants had shorter sleep durations. For scoring, sleep duration is categorized as
follows: more than 7 hours = 0, 67 hours = 1, 5-6 hours = 2, and less than 5 hours =

3, with higher scores representing shorter sleep duration and poorer sleep quality.

4.9 Sleep efficiency
Table 4.9

Distribution of Sleep efficiency among the Participants

Sleep efficiency (PSQI Component 4)

Frequency (n=140) Percent %
> 85% 23 16.4
Component 4 75-84% 29 20.7
65-74% 27 19.3
< 65% 61 43.6

Table 4.9 explain the PSQI Component 4 that evaluates sleep efficiency, calculated as
the percentage of hours slept relative to hours spent in bed, using questions 1, 3, and 4.

Among 140 participants, 16.4% (n = 23) scored 0, 20.7% (n = 29) scored 1, 19.3% (n =
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27) scored 2, and 43.6% (n = 61) scored 3, indicating that a considerable number of
participants had low sleep efficiency. Sleep efficiency is scored as follows: greater than
85% =0, 75-84% =1, 65—-74% = 2, and less than 65% = 3, with higher scores indicating

poorer sleep efficiency.

4.10 Sleep disturbance
Table 4.10

Distribution of Sleep disturbance among the Participants

Sleep disturbance (PSQI Component 5)

Frequency Percent %
(n=140)
not during the 2 1.4
Component 5 past month
less than once a 91 65.0
week
once or twice a 47 33.6
week

Table 4.10 explain the PSQI Component 5 that assesses sleep disturbances using
questions 5b to 5j. Among 140 participants, 1.4% (n = 2) scored 0, 65.0% (n = 91)
scored 1, and 33.6% (n = 47) scored 2, indicating that most participants experienced
some degree of sleep disturbance. For scoring, each question (5b-5j) is rated as follows:
not during the past month = 0, less than once a week =1, once or twice a week = 2, and
three or more times a week = 3. The sum of these subscores is converted to the
Component 5 score: 0 =0, 1-9 = 1, 10-18 = 2, and 19-27 = 3, with higher scores

indicating greater sleep disturbance.
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4.11 Use of sleep medication
Table 4.11

Distribution of Use of sleep medication among the Participants

Use of sleep medication (PSQI Component 6)

Frequency Percent %
(n=140)
not during the past 60 42.9 %
Component 6 month

less than once a week 7 5.0 %
once or twice a week 18 129 %
three or more times a 55 39.3%
week

Table 4.11 explain the PSQI Component 6 that measures the use of sleep medication
based on question 6. Among 140 participants, 42.9% (n = 60) scored 0, 5.0% (n = 7)
scored 1, 12.9% (n = 18) scored 2, and 39.3% (n = 55) scored 3, indicating that a
substantial proportion of participants used sleep medication with varying frequency.
Scoring for this component is as follows: not during the past month = 0, less than once
aweek =1, once or twice a week = 2, and three or more times a week = 3, with higher

scores reflecting more frequent use of sleep medication.

4.12 Daytime dysfunction
Table 4.12

Distribution of Daytime dysfunction among the Participants

Daytime dysfunction (PSQI Component 7)

Frequency Percent %
(n=140)
Never 26 18.6 %
Component 7 Once or twice 26 18.6 %
Once or twice each week 44 314 %
Three or more times each 44 31.4%

week




PSQI Component 7 evaluates daytime dysfunction using questions 7 and 8. Among 140
participants, 18.6% (n = 26) scored 0, 18.6% (n = 26) scored 1, 31.4% (n = 44) scored
2, and 31.4% (n = 44) scored 3, indicating that many participants experienced moderate
to severe daytime dysfunction. Scoring is based on the sum of subscores from Q7 and
Q8. For Q7, responses are: not during past month = 0, less than once a week = 1, once
or twice a week = 2, and three or more times a week = 3. For Q8, responses are: no
problem at all = 0, only a very slight problem = 1, somewhat of a problem = 2, and a
very big problem = 3. The sum of these subscores is converted to the Component 7
score:0=0,1-2=1, 3-4 =2, and 5-6 = 3, with higher scores indicating greater daytime

dysfunction.

4.13 Chi-Square Tests

Table 4.13

Overview of Chi-Square Tests

Chi-Square
Tests
Sleep Asymp. Sig.
quality Total (2-sided)
Good Poor
Sleep Sleep
Gender Male 5 64 69 0.441
Female 3 68 71
Total 8 132 140
Chi-Square
Total Tests
Sleep
quality
Good Poor Asymp. Sig.
Sleep  Sleep (2-sided)
Marital Unmarried 5 53 58
Status Married 3 71 74
Divorced 0 6 6 0.620
Widowed 0 2 2
Total 8 132 140
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Chi-Square
Tests
Sleep quality Total ~ Asymp. Sig.
(2-sided)
Good Poor
Sleep Sleep
Educational Iliterate 1 2 3
Qualification  Primary 2 43 45 0.088
Secondary/Dakhil 1 46 47
Higher 3 16 19
Secondary/Alim
Bachelor's/Fazil 1 17 18
Master's or 0 8 8
above/Kamil
Total 8 132 140
Chi-Square
Tests
Sleep quality Total ~ Asymp. Sig.
(2-sided)
Good Poor
Sleep Sleep
Occupation Unemployed 2 50 52
Student (Male) 0 7 7
Student (Female) 2 17 19 0.568
Housewife 1 32 33
Service holder 0 5 5
Business 2 11 13
Other 1 10 11
Total 8 132 140
Chi-Square
Tests
Sleep quality Total ~ Asymp. Sig.
(2-sided)
Good Poor
Sleep Sleep
Type of Depression 0 2 2
Mental Bipolar Disorder 4 35 39
IlIness Schizophrenia 2 56 58 0.653
Personality 0 5 5
Disorder
Major Depressive 0 11 11
Disorder
Substance Induce 2 14 16
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Disorder
Obsessive 0 6 6
Compulsive
Disorder
Others (Dissociative 0 3 3

Disorder,Condcut
disorder,Somatic
symptom disorder)

Total 8 132 140
Chi-Square
Tests
Asymp. Sig.
(2-sided)
Sleep quality Total
Good Poor
Sleep Sleep 0.372
Physical illness Diabetes No 8 120 128
Yes 0 12 12
Total 8 132 140
Chi-Square
Tests
Asymp. Sig.
(2-sided)
Sleep quality Total
Good Poor Sleep
Sleep
Room Condition Quiet 6 90 96 0.485
While Sleeping Noisy 0 19 19
Sometime 2 23 25
S noisy
Total 8 132 140
Chi-Square
Tests
Asymp. Sig.
(2-sided)
Sleep quality  Total
Good  Poor
Sleep  Sleep
Lighting Condition Dark 6 112 118 0.488
While Sleeping Dim light 1 15 16
Bright light 1 5 6
Total 8 132 140




Chi-Square
Tests
Asymp. Sig.
(2-sided)
Sleep quality Total
Good Sleep Poor
Sleep 0.435
Personal habit tea No 5 98 103
Yes 3 34 37
Total 8 132 140

The table explains the relationship between sleep quality and various
sociodemographic, mental illness types and health conditions, and environmental
factors. Across all variables, including gender, marital status, educational level,
occupation, type of mental illness, diabetes status, room and lighting conditions while
sleeping, and tea consumption, no statistically significant associations were found (all
P-values > 0.05). This indicates that poor sleep quality was consistently high among
participants regardless of their demographic characteristics, clinical diagnoses, or

lifestyle habits.
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CHAPTER V: DISCUSSION

The study aimed to know the overall sleep quality and it’s associated factors among
patients with mental illness (age range 15-60 years). For this study, data was collected
through face-to-face interview and participants were recruited through purposive
sampling techniques. Overall Sleep Quality was measured by PSQI scale. Concerning
this study purpose, it was important to find out the sociodemographic factors.

The current study found that, among 140 participants, 49.3 % (n=69) participants
were male and 50.7% (n=71) were female. So, the female participants response rate
was 1.4% times higher than male participants. Other studies also reported that patients
with mental illness are more common in female rather than male. In this study, the mean
age of the female was 64.4% (n=85) and the male was 35.6% (n=47) (Ozkan, 2016).

The current study found that, among n=140 participants, the participants were
between 16 and 60 years old, with a mean age of 31.06 years SD (+11.21); most
belonged to the (25-34) year 37.1% (n=52) and (15-24) year groups 30.7% (n=43),
indicating a predominantly young sample. Other studies reported that patients with
mental illness are more common at the age of 42-48 year (n=26) 19.7% and 29-35 year
(n=24) 18.2% (Ozkan, 2016) , which are slightly different from this study .

The current study found that, Schizophrenia was the most commonly reported
mental illness, affecting (n =58) 41.4% of the respondents, followed by bipolar disorder
at (n=39) 27.9%. Other conditions included substance-induced disorder (n = 16) 11.4%
, major depressive disorder (n =11) 7.9%, obsessive—compulsive disorder (n = 6) 4.3%,
personality disorder (n = 5) 3.6% and depression (n =2) 1.4%, while (n=3) 2.1% were
diagnosed with other disorders such as dissociative disorder, conduct disorder, or

somatic symptom disorder. Other studies reported that most, 61.0% of the participants
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had a diagnosis of schizophrenia and 16% were bipolar disorder (Shumye et al., 2021),
which is nearly matched the this study.

The current study found that, personal habit data further revealed that (n = 34)
65.4% smoked, (n = 12) 23.1% used tobacco, (n = 6) 11.5% and (n = 4) 7.7% reported
alcohol use. Other studies reported that among 387 participants, (n=47) 12.1% use
alcohol, (n=31) 8.01% use tobacco (Shumye et al., 2021). In comparison with the other
study, the prevalence of alcohol use in the current study (11.5%) was quite similar to
the previous findings (12.1%). However, tobacco use was noticeably higher in the
present study (23.1%) compared to the other study, where only 8.01% of participants
reported tobacco use.

The current study aimed to know the overall sleep quality and its associated
factors among patients with mental illness. Among the 140 respondents, The current
study findings indicate that only 5.7% (n = 8) of the participants had good sleep quality,
whereas an overwhelming majority (94.3%, n = 132) were classified as having poor
sleep quality. Other studies reported that among 132 participants, only 6.8% (n=9) had
good sleep quality, and 93.2% (n=123) had poor sleep quality (Ozkan, 2016) , which
is nearly matched the this study.

The current study could not identify any significant association between gender
and sleep problems. Among males (n = 69), 5 reported good sleep and 64 reported poor
sleep. Among females (n = 71), 3 reported good sleep and 68 reported poor sleep. The
Chi square test was not statistically significant, (Exact Sig. = 0.4) p>0.05, indicating no
relationship between gender and sleep quality. The current study did not find a
significant correlation between age and sleep quality.

The current study discussed the participants' sleep quality was unaffected by

their bipolar diagnosis. Likewise, Ozkan et al. discovered that no connection between
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PSQI scores and bipolar disorder. Ozkan et al.'s study revealed no connection between
depression and sleep quality. The current study revealed that patients' sleep quality was
not influenced by their diagnosis of schizophrenia. Patients with schizophrenia have
fewer sleep issues than those with other mental illnesses, according to Kaufmann et al.
In a similar way, Ozkan et al.'s study found no association between schizophrenia and
sleep quality. Additionally, the results of the binary analysis showed that patients’ sleep
quality was not influenced by a personality disorder diagnosis (Orsal & Eren, 2019).
The current study explored the relationship between sleep quality and various
sociodemographic, age, mental illness types and health conditions, and environmental
factors. Across all variables, including gender, marital status, educational level,
occupation, type of mental illness, diabetes status, room and lighting conditions while
sleeping, and tea consumption, no statistically significant associations were found (all
P-values > 0.05). This indicates that poor sleep quality was consistently high among
participants regardless of their demographic characteristics, clinical diagnoses, or
lifestyle habits. Other studies reported that the PSQI overall mean scores and the
patients' socioeconomic status were statistically analysed and the results of the analyses
showed that patients who were married, housewives, and residents of the city's centres
had higher PSQI general mean scores, and the correlation between them was statistically
significant (P<0.05). Subjective sleep quality scores, marital status, education level,
disease diagnosis, and career were found to be statistically significantly correlated

(P<0.05) with the PSQI subscales and other variables (Ozkan, 2016).
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CHAPTER VI: CONCLUSION

6.1 Strength and Limitation

6.1.1 Strength

The study design perfectly matched to Quantitative Cross-Sectional study
design according to the study aim and objective. Quantitative approaches look
at how certain conditions (independent variable) affect a desired result
(dependent variable) in ways that can be quantified (Wang & Cheng, 2020).
Got Author’s permission for using PSQI scale in this study.

Student researcher conducted a pilot test. Permission was got from the
responsible authority smoothly.

Participants were informed about the study’s aim, objectives, purpose, and
confidentiality measures.

The questionnaire was administered through face-to-face interviews, and
participants clearly understood each question.

A good rapport was successfully established with the participants for the face-
to-face interviews.

Diagnosis of the patients was confirmed by the expert professionals.

6.1.2 Limitations

According to sample size calculation, the study population was 233 but
researcher collected 140 data due to delay permission, time and budget
limitation, which could not generalize the results.
Some participants were reluctant to provide data.

Some patients were aggressive, so it was not possible to collect data from them.
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6.2 Practice Implication

Occupational therapists can provide strategies to encourage better sleep quality and
educate patients and their carers. From a personal perspective, occupational therapists
can teach patients how to be aware of their pain, energy, fatigue, and sleepiness as well
as how to manage their time and stress levels (e.g., through time management and
cognitive behavioural technigques) (Ponsford et al. 2012). It is feasible to teach someone
how to modify their behaviours to increase their sleep (e.g., by creating regular sleep
and wake periods, exercising, and adjusting their nutrition) (AOTA 2008).
Occupational therapists can also teach patients strategies to manage the consequences
of sleep deprivation, such as planning rest intervals, pacing activities, and structuring
daily routines in accordance with peak energy levels (Fung, Wiseman-hakes, et al.,
2013).

Even while our knowledge of the connection between mental health and sleep
disorders has advanced significantly, there are still a number of study gaps that need to
be filled. Research employing advanced neuroimaging techniques and longitudinal
designs is required to clarify the underlying mechanisms and causal links between
mental health and sleep problems (Motivala, 2019). Interdisciplinary cooperation is
essential to obtaining a thorough grasp of the mutual relationship between mental health
and sleep disorders. To combine information and skills, researchers from disciplines
like psychology, psychiatry, neuroscience, sleep medicine, and chronobiology should
work together (Grandner et al., 2014). Increasing public knowledge of the connection
between sleep and mental health is crucial for early detection, prevention, and treatment.
The bidirectional association between mental health and sleep disorders should be
emphasised in educational efforts, with a focus on how treating one might improve the

other (Thorndike et al., 2011). Healthy sleep practices, stress reduction strategies, and
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the significance of getting expert assistance for mental health issues can all be promoted

by public health programs (Crawford et al., 2020; Sun lei, 2023).

6.3 Conclusion

Sufficient and adequate sleep is one of the primary need for both physical and mental
well-being. Because it is a sign of multiple illnesses, sleep quality is crucial. Emotional,
mental, and motivational issues may result from poor sleep quality. In people with
mental illnesses, poor sleep quality can result in symptoms like fatigue, difficulty
focussing, hallucinations, delusions, and restlessness.

The study aimed to evaluate the overall sleep quality and its associated factors
among patients with mental illness using the Pittsburgh Sleep Quality Index (PSQI).
The studies found that patients with mental illness have poor sleep quality. The findings
indicate that only 5.7% (n = 8) of the participants had good sleep quality, whereas an
overwhelming majority (94.3%, n = 132) were classified as having poor sleep quality.
Poor sleep quality was 88.6% higher than good sleep quality. But the findings of the
studies did not suggest any significant relation between sleep quality and gender as the
chi square test (Exact Sig. = 0.4) p>0.05 was not statistically significant. This study also
provides additional sociodemographic data on patients with mental illness.

Based on the findings obtained, poor sleep quality are frequently seen in patients with
mental illness.

It is important that services be designed to improve the quality of sleep for patients
with mental illness (e.g., collaborating with sleep clinics, keeping updated on patients’
quality of sleep outside of hospitals, in facilities like community mental health centres,
providing patients with trainings on sleep hygiene, etc.) and that medical staff are well-

informed about these concerns and provided with appropriate guidance.
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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 Pittsburgh Sleep Quality Index (PSQI) (English & Bangla)
3 Information sheet & consent form

The purpose of the study is to evaluate the overall sleep quality and its associated factors among
patients with mental illness. The study involves use of a Pittsburgh Sleep Quality Index (PSQI) to
evaluate the overall sleep quality and its associated factors among patients with mental illness that
may take 25 to 30 minutes to fill in 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,

>

Muhammad Millat Hossain

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

PISIACI-BI1E, ATSIH, GIFl->089, AT | CFIT: +bb 03 JINBBBEBYE-E, +bb O BBBIB0S, IRIRI: +bb 03900 0&BUEQ
CRP-Chapain, Savar, Dhaka-1343, Bangladesh. Tel: +88 02 224445464-5, +88 02 224441404, Mobile: +88 01730059647
E-mail : principal-bhpi@crp-bangladesh.org, Web: bhpi.edu.bd



Part 11: Approval Letter

Date: 24/06/25

The Chairman

Institutional Review Board (IRB)

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

Subject: Application for review and ethical approval.
Sir,

With due respect I would like to draw your kind attention that I am a student of 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. I would like to conduct a thesis titled, “Sleep quality and it’s
associated factors among patients with mental illness” with myself, as the principal
investigator and Nayan Kumer Chanda, Assistant Professor, Department of Occupational
Therapy, Bangladesh Health Professions Institute (BHPI), CRP as my thesis supervisor. The
purpose of the study is to evaluate the overall sleep quality and it’s associated factors among

patients with mental illness.

Pittsburgh Sleep Quality Index (PSQI) will be used in the study that will take about 25 to 30
minutes. Other related information will be collected from the Socio-demographic questions.
Data collectors will receive informed consents from all participants. Any data collected will be

kept confidential.

Therefore, I look forward to having your approval for the thesis proposal and to start data

collection. I also assure you that I will maintain all the requirements for study.

Sincerely yours,

Meher Nigar Tanzin

4" Year, B.Sc. in Occupational Therapy
Session: 2020-21, Student ID: 122200445
BHPI, CRP, Savar, Dhaka-1343, Bangladesh

Recommendation from the thesis supervisor/concerned authority:

! &2%9‘1
Nayan Kumer Chanda

Assistant Professor, Department of Occupational Therapy
Bangladesh Health Professions Institute (BHPI),
CRP, Savar, Dhaka-1343
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Part 111: Data Collection Permission Letter from Mirpur CRP

gy IO R S SROOET (ReRpPree)

9‘?‘ Bangladesh Health Professions Institute (BHPI)
Im i (The Academic Institute of CRP)

CRP, Chapain, Savar, Dhaka-1343 Tel: 02-7745464-5, 7741404, Fax: 02-7745069

Date: 02/08/2025
To
The Deputy General Manager,
CRP-Mirpur,
Plot A/5; Block A, Mirpur 14,
Dhaka-1206

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 “Sleep
Quality and Its Associated Factors among Patients with Mental Illness.” with myself & Nayan
Kumer Chanda as my thesis supervisor. The purpose of this study is to evaluate the overall sleep
quality and its associated factors among patients with mental illness . In order to fulfill the objectives
of this study, I would like to collect data from individuals who are currently receiving services from
Mental Health Day Centre of your organization 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. 2

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.

Sincerely yours,

Meher Nigar Tanzin

4" Year, B.Sc. in Occupational Therapy
Session: 2020-21; Student ID: 122200445
BHPI, CRP, Savar, Dhaka-1343, Bangladesh

Recommendation from the Head of the Department:

Professor & Head

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

Attachments: Copy of IRB Approval Letter.
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Part 1V: Data Collection Permission Letter from National Institute of Mental Health

(NIMH)
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Part V: Data Collection Permission Letter from CRP - Rabia Noor Mental Health Day

/

Centre

F9 JREFNTH T AT P60 eo (Ra2efH=iR)

At " .
Sae Bangladesh Health Professions Institute (BHPI)
[mnsnnnt l ) (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 “Sleep
Quality and Its Associated Factors among Patients with Mental Illness.” with myself & Nayan
Kumer Chanda as my thesis supervisor. The purpose of this study is to evaluate the overall sleep
quality and its associated factors among patients with mental illness . 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 Mecntal 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.

Sincerely yours,
Ptrnnusnon 185 grianted Jon detn Gollehs
Meher Nigar Tanzin Jrien CRO-Rabia NevrL pentat Healtn Doy
4" Year, B.Sc. in Occupational Therapy — feminre. oma  Sinoglh, alvided 4o mainia
Session: 2020-21; Student ID: 122200445  £7hetod Standandy and Cnhdenhaldy, 7
BHPL, CRP, Savar, Dhaka-1343, Bangladesh  accornidanie 07/ 1he code o ef,0s
reeloged

+o 4he Psycrhosocic :
Recommendation from the Head of the Department: Psychosotia] freid

/
7 Puleirs (2249)
P M 09 .08 26

Professor & Head Md. Rabiul Hasan
Department of Occupational Therapy P'ro‘ect Manager
Bangladesh Health Professions Institute (BHPI) Mental Health Preject-CRP

CRP, Savar, Dhaka-1343
Attachments: Copy of IRB Approval Letter.
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Part VI: Data Collection Permission Letter from Therapist point and Shanirvhar
Special School

AT TR, AT RAPBBTE (RuoPrer®)

Bangladesh Health Professions Institute (BHPI)

(The Academic Institute of CRP)
CRP, Chapain, Savar, Dhaka-1343 Tel: 02-7745464-5, 7741404, Fax: 02-7745069

Date:19/08/2025
To .
The Chairperson,
Therapist point and Shanirvor Special School for Autism and Neurodevelopmental Disorder.
Dogormora, CRP Road, Savar, Dhaka-1343

Subject: Regarding permission for data collection for undergraduate research.

Dear Sir/Madam,

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 “Sleep
Quality and Its Associated Factors among Patients with Mental Illness.” with myself & Nayan
Kumer Chanda as my thesis supervisor. The purpose of this study is to evaluate the overall sleep
quality and its associated factors among patients with mental illness . In order to fulfill the objectives
of this study, I would like to collect data from who are currently receiving services from your
organization 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.

Sincerely yours,

Meher
Meher Nigar Tanzin
4™ Year, B.Sc. in Occupational Therapy
Session: 2020-21; Student ID: 122200445
BHPI, CRP, Savar, Dhaka-1343, Bangladesh

Recommendation from the Head of the Department: 4
ot M e M Mol
Prot. Sk. Moniruzzaman ¢ OT { i COUTSR)
Se.nor Occupational Theraplst & s\iD
Professor & Head Therapist Peimprsmmo: Special 3¢hool

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

Attachments: Copy of IRB Approval Letter.



Part VII: Permission from Author of PSQI scale
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About scoring database
for Pittsburgh Sleep Quality pA g
Index (PSQI) inbox

Meher. 05/06/2025 () s
¢ :

to vlachosc ~

Dear Ma'am

| hope you are well. | am Meher Nigar, a
student in the 4th year of a B.Sc. in
Occupational Therapy at Bangladesh
Health Professions Institute (an
academic institute of CRP) in
Bangladesh. In our course curriculum, we
have to undertake undergraduate
research. | am passionate about
researching sleep quality, and my
research title is "Sleep quality and its
associated factors among patients with
mental illness in Bangladesh: A Cross-
sectional Study". | want to get access to a
scoring database.

Your response to my request will be

- £~ . :

......... PR RPN G Pppe—— | |

10:36 Ga -V @ = B Nt =l 99%

< (o} = 2

Your response to my request will be
beneficial to me. | have copied this email
to my supervisor, Arifa Jahan Ema,
Lecturer in Occupational Therapy and
Course Coordinator of MSc in
Occupational Therapy of BHPI

I look forward to hearing from you! Thank
you very much!

Regards,

Name : Meher Nigar Tanzin

4th year student

B.Sc. in Occupational therapy

Sessions: 2020-21

Bangladesh Health Professions Institute,
CRP, Chapain, Savar, Dhaka-1343

Phone No : 01609245078

Viacho...

to me v

05/06/2025 @ ¢

Hi Meher,

Please see attached.

tome v

Hi Meher,
Please see attached.
Best,

Stina
C;‘ Book time to meet with me

From: Meher Nigar
<mehernigar162@gmail.com=>

Sent: Thursday, June 5, 2025 2:45 AM
To: Vlachos, Christina
<vlachosc@upmec.edu=>

Subject: About scoring database for
Pittsburgh Sleep Quality Index (PSQl)

Show quoted text

View entire message

oo

11 o <

Best,
oo
oo
= -
i o < i o <
10:36 G -C @ = B Ni =0l 99% R 1037 @S @ =«
< = o =3 3 <
Viacho... 05/06/2025 © <« H View entire message

INSTRUCTIONS FOR DOWNLOADING
PSQI SCORING DATABASE

|

Bl PsSQl-How-..d-use.pdf ¥ o
Bl PsQl-Scor..tabase.zip b oL
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Appendix B: Information Sheet and Consent Form [English Version]

BANGLADESH HEALTH ’ \ i

PROFESSIONS INSTITUTE ‘

BANGLADESH HEALTH PROFESSIONS INSTITUTE (BHPI)
Department of Occupational Therapy
CRP-Chapain, Savar, Dhaka-1343, Tel : 02-7745464-5, 7741404, Fax : 02-
7745069

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

Research information
Research title : Sleep Quality and Its Associated Factors among Patients with Mental
IlIness.
Researcher :
Meher Nigar Tanzin,
4th Year, B.Sc. in Occupational Therapy, Session: 2020- 2021,
Bangladesh Health Profession Institute (BHPI), Savar, Dhaka -1343
Supervisor:
Nayan Kumer Chanda
Assistant Professor
Department of Occupational Therapy
Bangladesh Health Professions Institute (BHPI), CRP ,Savar, Dhaka -1343

Research place : Bangladesh Health Profession Institute.



Part I: Information Sheet Introduction

Introduction :

| am Meher Nigar Tanzin, 4" year, B.Sc. in Occupational Therapy student at
Bangladesh Health Professions Institute (BHPI), session 2020-2021, have to conduct a
thesis as a part of this Bachelor course, under thesis supervisor Nayan Kumer Chanda,
Assistant Professor, Department of Occupational Therapy. You are going to have details
information about the study purpose, data collection process, and ethical issues. Before
you decide, you can talk to anyone you feel comfortable with about the research. If this
consent form contains some words that you do not understand, please ask me to stop. |
will take the time to explain.

What is the purpose of this research?

Sleep Quality and Its Associated Factors among Patients with Mental IlIness, aims to
assess the prevalence of sleep disturbances and identify factors influencing sleep quality
among individuals with mental illness.By identifying the specific factors that contribute
to poor sleep, this study will guide the development of targeted interventions to improve
sleep quality, ultimately enhancing the overall well-being of these individuals.This
study is particularly relevant to the field of occupational therapy, as improving sleep
quality is a important component of promoting engagement in meaningful activities and
daily routines.

What does the research involve?

Participants will complete a structured questionnaire, including the Pittsburgh Sleep
Quality Index (PSQI) to assess sleep patterns, along with questions on demographics,
psychiatric diagnosis, medication use, and lifestyle habits. Statistical analysis will be
conducted to identify correlations and factors associated with poor sleep quality. Data

collection will be anonymous and confidential.
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Why were you chosen for this research?
You have been selected for this study because you have first hand experience that can

provides valuable insights into the impact of sleep disturbances on mental health.

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

The research requires your approval through a consent form, which you must sign and
submit during the interview. Your participation is voluntary and there is no obligation
to grant consent. If you withdraw before the data analysis phase, there will be no
negative consequences. Your decision to refrain from answering specific questions will
also have no adverse effects. Your comfort and autonomy are our top priorities

throughout the process.

Possible benefits and risks to participants
Participation in this research may not yield direct benefits, but the information gathered
will enhance sleep quality among patients with mental illness. The research is designed
with low risk, but potential psychological discomfort may occur due to sharing
experiences. If it arises during the interview, the student researcher will minimize it in
the following way:
e You will be given a reminder that the participation is voluntary, you can
withdraw from it anytime you want.
e The researcher will offer break during interview if the discomforts impact the
interview. Additionally, the researcher will discuss about re-scheduling the

interview if you prefer to continue later.



Confidentiality

The study will maintain confidentiality of all participant details, with their name not
disclosed in any published documentation. A unique code will be used for de-
identification after interviews, ensuring anonymous data analysis. The original
interview transcripts, featuring the participant's name, will only be accessible to the

researchers, ensuring high privacy and security.

Storage of data

The data collected will be stored in a password-protected computer and cloud system,
accessible only to the researchers, and physical copies will be kept in locked filing
cabinets at the Centre for the Rehabilitation of the Paralysed (CRP) for strict
confidentiality.

Results

This research will combine interviews and data from interviews to create a
comprehensive descriptive report. Highlights may be published in scholarly journals or
conference proceedings. For a concise summary, contact project investigators using
provided contact details. The study's outcomes may also be featured in conference
proceedings.

Complaints

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

Nayan Kumer Chanda

Assistant Professor

Department of Occupational Therapy

Bangladesh Health Professions Institute (BHPI), CRP ,Savar, Dhaka -1343
Call: +8801735296444

Email ; nayanchanda2020@gmail.com
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Thank you,

Meher Nigar Tanzin

4th Year, B.Sc. in Occupational Therapy, Session: 2020- 2021,
Bangladesh Health Profession Institute (BHPI), Savar, Dhaka -1343
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Part 11: Consent Form

This research is a part of Occupational Therapy course and the name of this researcher
is Meher Nigar Tanzin. She is a student of BHPI in Occupational Therapy in 4th year.
The study is entitled as Sleep Quality and Its Associated Factors among Patients with
Mental IlIness.

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 | understand that | can withdraw from the study without repercussions at
any time whether before it starts or while I am participating. | 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 | am otherwise entitled. | 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. | give permission for my interview with the researcher and | 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 : Date:

Researcher’s Signature : Date:
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Part 111: Withdraw Form (Applicable only for voluntary withdrawers)

Research title : Sleep Quality and Its Associated Factors among Patients with Mental

IlIness.

Researcher’s Name: Meher Nigar Tanzin, 4th Year, B.Sc. in Occupational Therapy.

SRR SURRRTR (Participant’s Name) wish to withdraw

from participating myself as a participant in this study.

Reason for withdrawing

Name of the participant : Date:

Signature of the researcher : Date:
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Appendix B: Information Sheet and Consent Form [Bengali Version]
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Part I: Information Sheet Introduction
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Part I11: Consent Form
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Part 111: Withdraw Form
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Appendix C: Questionnaire

Part | (English Version)

Socio-demographic Questionnaire :

1. Participant’s Name: Date:
2. Address:

3. How old are you? Answer: __ years

4. Gender: a. Male b. Female c. Other:

5. What is your marital status?

a. Unmarried b. Married c. Divorced d. Widowed

6. Your phone number:

7. What is your highest level of education?
a. llliterate b. Primary c. Secondary / Dakhil ~ d. Higher Secondary /

Alim e. Bachelor’s / Fazil f. Master’s or above / Kamil

8. What is your occupation?
a. Unemployed b. Student (Male)  c. Student (Female) d. Housewife

e. Service holder  f. Business g. Other:

9. What is your monthly family income (in Taka)? Answer: Taka

10. What type of mental illness do you have (if diagnosed)?
a. Depression b. Bipolar Disorder c. Schizophrenia d. Anxiety

Disorder e. Personality Disorder  f. Major Depressive Disorder g. Other:
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11. Duration of your mental illness: Answer:

12. Are you currently taking medication for mental health?

a. No b. Yes (If yes, please specify):

13. Do you have any physical illness (e.g., diabetes, hypertension, renal disease, etc.)?

a. No b. Yes (If yes, please specify):

14. How many times a day do you drink tea/coffee?

a. Answer: times b. Not at all

15. Do you use TV / computer / phone before sleeping?

a. No b. Yes (If yes, how long?): Answer:

16. Which of the following personal habits do you have?

a. Smoking b. Alcohol consumption c. Tobacco use d. Other:

e. None of these

17. What is the condition of your room while sleeping?

a. Quiet b. Noisy c. Sometimes noisy

18. What is the lighting condition in your room while sleeping?

a. Dark b. Dim light c. Bright light



Pittsburgh Sleep Quality Index (PSQI)

Instructions : The following questions relate to your usual sleep habits during the past
month only. Your answers should indicate the most accurate reply for the majority of

days and nights in the past month. Please answer all questions.

1. During the past month, what time have you usually gone to bed at night?

2. During the past month, how long (in minutes) has it usually taken you to fall asleep each

night?

3.During the past month, what time have you usually gotten up in the morning?

4. During the past month, how many hours of actual sleep did you get at night? (This may

be different than the number of hours you spent in bed.)

5. During the past month, | Notduring | Less than Once or Three or more
how often have you had the past | once a week | twicea times a week
trouble sleeping because month week

you...

a. Cannot get to sleep
within 30 minutes

b. Wake up in the middle
of the night or early
morning

c. Have to get up to use
the bathroom

d. Cannot breathe
comfortably

e. Cough or snore loudly

75



f. Feel too cold

g. Feel too hot

h. Have bad dreams

h. Have bad dreams

i. Have pain

j. Other reason(s),
please describe:

6. During the past month,
how often have you
taken medicine to help
you sleep (prescribed or
“over the counter”)?

7. During the past month,
how often have you had
trouble staying awake
while driving, eating
meals, or engaging in
social activity?

No Only a very | Somewhat A very big
problem at slight ofa problem
all problem problem
8. During the past month,
how much of a problem
has it been for you to
keep up enough
enthusiasm to get things
done?
Very good | Fairly good | Fairly bad Very bad

9. During the past
month, how would you
rate your sleep quality
overall?
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No bed Partner/roo | Partner in | Partner in same
partner m mate in same room | bed
or room other room | but not
mate same bed
10. Do you have a bed
partner or room mate?
Not Less than Once or Three or
during once aweek | twice a .
more times a
the past week week
month

If you have a room mate
or bed partner, ask
him/her how often in the
past month you have
had:

a. Loud snoring

b. Long pauses between
breaths while asleep

c. Legs twitching or
jerking while you sleep

d. Episodes of
disorientation or
confusion during sleep

e. Other restlessness
while you sleep, please
describe:

7
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Part 11 Bengali Version
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Appendix D: Supervision Record Sheet
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