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Abstract
Objectives: This study was aimed to investigate the disability, social functioning and subjective recovery of patients
who have been followed up and do not followed up in the Community Mental Health Center (CMHC).
Methods: This cross-sectional and descriptive research was conducted with patients who have been followed up in
CMHC (n=19) and do not followed up in CMHC (n=19) in between dates of June-August 2018. Questionnaire form, Social
Functioning Assessment Scale (SFAS) and Subjective Recovery Assessment Scale (SubRAS) were used for data collection.
Data were analysed by the use of Independent-Samples t test, Chi-Square test and Spearman correlation Analysis.
Results: There was no statistical significance between the patients who followed up CMHC and do not followed up
CMHC. It was determined that patients who followed up in CMHC had less disability, better functioning and subjective
feeling of recovery. It was determined that as age of onset and income increased, the social functioning of the patients
also increased (p=0.031, p=0.032, respectively). Significant negative correlation were found between SFAS and WHODAS-II (p=0.045) and positive correlation between SFAS and WHO-DAS-II total score (p=0.020). Significant negative
correlations were found between WHO-DAS-II and SubRAS total score (p=0.002).
Conclusion: There was no significant difference between disability, social functioning and subjective feeling of recovery of patients who followed up in CMHC and do not followed up in CMHC.
Keywords: Community mental health center; mental illness; recovery; social functioning.

W

ith community mental health services and protection
coming to the fore across the world in the 1960s, it was
aimed to be able to treat patients in the community. Hence, it
was enabled that the patient was treated in his own environment thanks to the transition from the hospital-based model
to the community-based service model.[1,2] The improvement
of psychiatric treatment and rehabilitation services in our
country, Turkey, was launched in the 1960s. By providing community mental health services through mental health dispensaries, which was established for this purpose, it was intended
to reintegrate patients into society.[3,4] In line with the study of
Turkey Mental Health Profile (1998) and the National Mental

Health Policy recommendations published by the Republic of
Turkey, Ministry of Health in 2006, the studies on community-based mental health care services were initiated in 2008.
Based on the patient-centered approach, it has been planned
to make the system widespread through community mental
health centers (CMHC) to be opened.[2]
Severe mental illnesses are psychiatric conditions that progress with relapses and recovery and may lead to loss of functionality and disability in a significant number of patients.
Reasons, such as frequent recurrences, delay in treatment, and
inability to administer appropriate treatment, may increase
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What is known on this subject?
• The disability, social functionality and subjective recovery perception
levels of the patients who have received a regular health care service
from the community mental health center are at a better level than the
patients who have not received a regular health care service from the
community mental health center.
What is the contribution of this paper?
• The findings reveal that there is no difference between the disability,
social functionality, and subjective recovery levels of the patients who
have received a regular service from the community mental health center and those who have not received regular service.
What is its contribution to the practice?
• The fact that there is a significant difference between the disability, social functionality and subjective recovery levels of patients who have
received a regular service from community mental health centers and
those who have not received suggest that the content of the provided services, the frequency of their implementation, and the factors that
impact the quality of the services, such as the team, which provides the
service should be reconsidered.

the severity of disability in the patient. Due to disability, the
functionality of individuals decreases and they experience
difficulties in fulfilling their expected academic, professional,
and social roles.[5] Some studies in the literature suggest that
in addition to medications, training, such as mental education,
social skills training and parental education, can have a positive impact on recovery and enhancement in functionality. [6–8]
Recovery emerges as a crucial term, and in general, it can be defined as amelioration of symptoms or a decrease in their severity
and enhancement of functionality level.[9,10] When the notion of
recovery is examined more closely, it is noticed that it involves
factors, such as the ability to benefit from social resources, establish satisfactory interpersonal relationships, take responsibility, acknowledging the disease, manage the disease, hope,
and self-esteem.[11,12] Briefly, the ill person realizes the illness
and continues the life by understanding it, that is, perceiving
himself as healed.[13] It has been found in a study that at the end
of the therapeutic intervention applied to patients, it was easier for patients to recover by realizing positive values regarding
themselves.[14] In the study of Knutson and Newberry (2013)[15]
on psychiatric patients, patients were provided with psycho-education with a recovery model to. The stages of psycho-education included developing interpersonal relationships, taking
responsibility, symptom management, coping with problems,
feeling safe and hope. Their findings showed that 37% of the
patients rated the impact of psycho-education on recovery as
very good, while 35% rated its impact as excellent.
Severe mental illnesses, such as schizophrenia, schizoaffective disorder and bipolar disorder, may lead to insufficiency in
many aspects of life, such as self-care, interpersonal relationships, work-life and daily life skills, as well as decreased social
and cognitive functions.[12,16] Through psychosocial support
and skills training, which is provided in community mental
health centers, the functionality level of patients with severe
mental illness is enhanced and it is aimed to reintegrate patients as independent individuals in society.[8,17]
As a problem with social, economic, legal, and medical dimensions, severe mental illnesses affect patients and society in var-

ious ways[18] Disability and loss of functionality lead to social
and economic losses in individuals. As a result, individuals experience difficulties since they cannot fulfill the roles expected of them in society.[19] This outcome might have a negative
impact on the treatment compliance and recovery processes
of individuals. During the patient's treatment compliance and
psychiatric rehabilitation period, psychiatric nurses provide
training programs in the use of drugs, give education and
enhance social functionality. Frequent hospitalizations of
the patients can be prevented, and their social functionality
could be enhanced through the training programs that are
implemented by the psychiatric nurse and the CMHC team.[20]
Hence, the present study aims to examine the disability and
social functionality levels and subjective recovery perceptions
of patients who have been provided with service by community mental health centers and have not been provided. In this
research, answers for the following questions were sought:
1. Is there a difference between disability, social functionality levels, and subjective recovery perceptions of patients
who receive and do not receive service from community
mental health centers?
2. Is there a correlation between disability, social functionality levels, and subjective perception of recovery, and
individual characteristics of patients who received service
from community mental health centers and have not received it?

Materials and Method
Study Population and Sample
The data of this comparative and correlational study were
collected from patients who were registered in a Community
Mental Health Center between June 2018 and August 2018.
According to the weekly program of the center, social skills
training and patient psycho-education are provided once a
week under the supervision of a nurse or psychologist. Individual counseling services are provided by nurses, psychologists, and social workers. In the center, artistic activities, such
as painting and occupational therapy, music therapy, drama
are carried out with a qualified instructor who was assigned
by the public education center every day, and activities, such
as movie screening, cooking, doing sport, computer courses,
and exam preparation courses are carried out.
The population of this study consisted of 672 patients with severe mental illness who were registered in CMHC. The sample
group consisted of 38 patients, 19 of whom participated in rehabilitation programs regularly (at least one day a week) for the
last year and 19 who did not participate in rehabilitation programs at all. The inclusion criteria were determined as having a
severe mental illness (having a diagnosis of schizophrenia, bipolar disorder, schizoaffective disorder, and atypical psychosis),
having insight, not having language problems at a level that
hinders speech and understanding, and volunteering to participate in this study. Written informed consent was obtained from
patients who agreed to participate in this study. Patients not
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receiving services from CMHC were determined using a simple
random sampling table from the patient list. New patients were
selected from the list using the sampling table, in substitution
for the patients who did not agree to participate in this study.
Patients who did not receive regular service from CMHC were
the patients who were followed up in the psychiatry outpatient
clinic of the state hospital to which CMHC was affiliated. The
characteristics of the patients who received and did not receive
services from CMHC were similar concerning age, sex, marital
status, educational status, employment status, diagnosis of disease, and the number of hospitalizations (p>0.05).
Data Collection Tools
The data were collected using the Information Form prepared
by the researchers, the Disability Assessment Schedule (WHODAS-II), the Social Functioning Assessment Scale (SFAS), and
the Subjective Recovery Assessment Scale (SubRAS).
Demographic Information Form: In line with the literature review[4,6–11,16] conducted by the researchers, it consisted of 13
queries, including seven questions about the sociodemographic characteristics (age, income per capita, gender, marital status, educational status, employment status, cohabitation) of the patients who volunteered to participate in this
study and six queries about the characteristics of the disease
history (disease diagnosis, age of onset, the number of hospitalizations, mental illness in the family, physical violence behavior, suicide attempt).
World Health Organization-Disability Assessment Schedule-II;
WHO-DAS-II: It was developed by the World Health Organization in 1999 to investigate the limitations of the individual's
level of efficiency and participation in society, independent of
medical diagnosis.[21] It uses the "International Classification
of Impairments, Disabilities and Handicaps-ICIDH-II" classification system. There were forms containing 36 or 12 items
administered by the patient, interviewer, or patient relative.
Its Turkish validity and reliability study was performed by Ulug
and Ertugrul[22] (2001). In this study, a 12-item screening form
was used. The increase in the score, which is obtained from
the scale, indicates that the individual's disability increases.
The Cronbach's Alpha reliability coefficient of the scale in the
present study was determined to be 0.920,[21] and test reliability for this study was assessed using Cronbach's Alpha, and its
alpha coefficient was 0.868.
Social Functioning Assessment Scale (SFAS): It is a 19-item
Likert-type scale, specific to Turkish culture, and the scale has
been developed by Yildiz et al.[23] in 2018 for patients with
schizophrenia. Each item is scored from 1 to 3. Higher scores
obtained from the scale suggest that the individual's social
functionality is better. The Cronbach's Alpha coefficient of the
scale in the present study was 0.842,[22] the test reliability for
this study was assessed using Cronbach's Alpha, and the alpha
value was 0.780.
Subjective Recovery Assessment Scale (SubRAS): It is a 17-item
Likert-type self-administered scale, which has been developed
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by Yildiz et al.[24] in 2016. Each item is scored from 1 to 5. Higher scores obtained from the scale indicate that the individual
perceives himself as recovered better. The Cronbach's Alpha
coefficient of the scale in the present study was determined to
be 0.987[23] and the test reliability for this study was assessed
using Cronbach's Alpha, and the alpha value was 0.908.
Process
Before starting the data collection, the participants were informed about the objective of this study, and the verbal and
written consent of the participants was obtained. The questionnaire forms used in this study were filled in by the researcher using the face-to-face interview in an average of 10
to 15 minutes in the interview room at the CMHC. The forms
for the patients who did not receive services from the CMHC
were also filled in the interview room by the researcher using
the face-to-face interview in an average of 10 to 15 minutes.
Participants were informed about the number of queries and
their contents before answering their queries, and the fact
that it was avoided to include open-ended questions in the
questionnaire, and the expressions were explained with simple sentences made it easier to answer the queries.
Data Analysis
The data obtained in this study were analyzed using the software of SPSS (Statistical Package for Social Sciences) for Windows 20.0. Cronbach-alpha coefficients for the scales were
calculated. Since the number of people included in each
sample group was less than 30, the non-parametric statistics
Mann-Whitney U and Chi-Square tests were used.[25] To examine the correlation between the continuous variables of the
study (n=38), the conformity of the variables to the normal
distribution was examined using visual (histogram and probability graphs) and analytical methods (Skewness and Kurtosis
values).[26] Pearson Correlation analysis was used as the distribution of the data was normally distributed. Number, percentage, mean and standard deviation were used as descriptive
statistical methods. The results were considered statistically
significant at p<0.05.[27]
Ethical Aspect of the Research
The ethical approval was obtained from the scientific research
ethics committee of a university's medical faculty (TÜTF-BAEK
2018/197), and the written permission was obtained from the
institution where this study was conducted for the ethical compliance of the study. This study adhered to the ethical principles of the Declaration of Helsinki. Moreover, written consent
was obtained from the patients who participated in this study.
Limitations of the Study
The limitations of this study included that this study was performed on only patients who had received service from one
CMHC, and the sample size was small.
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Table 1. Comparison of characteristics of the patients received and did not receive service from community mental health center
Characteristics of patients
		

Receive services
from CMHC (n=19)

Did not receive services
from CMHC (n=19)

Age (mean±SD)
42.05±11.01
42.08±11.92
				
Income per capita (mean±SD)
689.47±423.47
1123.68±816.38
				
Gender, n (%)
Female
10 (52.6)
10 (52.6)
Male
9 (47.4)
9 (47.4)
Marital status, n (%)
Single
12 (63.2)
11 (57.9)
Married
1 (5.3)
4 (21.1)
Divorced/widowed
6 (31.6)
4 (21.1)
Educational status, n (%)
Primary school
7 (36.8)
5 (26.3)
Secondary school
3 (15.8)
5 (26.3)
High school and equivalent
8 (42.1)
4 (21.1)
College
1 (5.3)
5 (26.3)
Employment status, n (%)
Unemployed
17 (89.5)
15 (78.9)
Retire on disability
1 (5.3)
1 (5.3)
Employed
0
2 (10.5)
Student
1 (5.3)
1 (5.3)
Cohabitation, n (%)
Wit family-mother/father
15 (78.9)
14 (73.7)
Spouse/
2 (10.5)
3 (15.8)
Alone
2 (10.5)
2 (10.5)
Disease diagnosis, n (%)
Schizophrenia
6 (31.6)
7 (36.8)
Schizoaffective disorder
3 (15.8)
8 (42.1)
Atypical psychosis
7 (36.8)
2 (10.5)
Bipolar disorder
3 (15.8)
2 (10.5)
Age of onset (mean±SD)
21.4±6.3
24.5±6.8
The number of hospitalizations, n (%)
1
8 (42.1)
5 (26.3)
2–5
6 (31.6)
5 (26.3)
6–10
3 (15.8)
5 (26.3)
Over 10
2 (10.5)
4 (21.1)
Mental illness in the family, n (%)
1. degree relatives
3 (15.8)
7 (36.8)
2. degree relatives
3 (15.8)
1 (5.3)
1. ve 2. degree relatives
1 (5.3)
–
None
12 (63.2)
11 (57.9)
Physical violence behavior, n (%)
No
16 (84.2)
14 (73.7)
Yes
3 (15.8)
5 (26.3)
Suicide attempt, n (%)
No
14 (73.7)
11 (57.9)
Yes
5 (26.3)
8 (42.1)
χ2= Chi-Square Statistic (a: Pearson Chi-Square; b:Fisher Exact Test) Z=Mann-Whitney U Test. SD: Standard deviation.

Statistical
analysis
Z=-0.175
p=0.868
Z=-2.491
p=0.012
χ2: 1.000
p>0,05a
χ2: 2.243
p=0.326a

χ2: 4.833
p=0.184a

χ2: 2.125
p=0.547a

χ2: 0.234
p=0.889a

χ2: 5.327
p=0.149a

t: 1.434*
χ2: 1.950
p=0.583a

χ2: 3.643
p=0.303a

p=0.693b

χ2: 1.052
p=0.305a
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Table 2. Comparison of the mean scores of WHO-DAS II, SFAS and SubRAS of the patients who received and did not receive service
from CMHC
Receive services from CMHC
(Mean±SD)

Did not receive services from CMHC
(Mean±SD)

Statistical analysis

WHO-DAS II
25.63±7.82
27.89±10.39
Z=-0.453
			p=0.659
SFAS
42.11±4.69
41.79±8.07
Z=-0.132
			p=0.902
SubRAS
62.26±15.52
61.42±15.39
Z=-0.146
			p=0.891
Z=Mann-Whitney U Test; WHO-DAS II: Disability Assessment Schedule; SFAS: Social Functioning Assessment Scale; SubRAS: Subjective Recovery Assessment Scale; SD: Standard
deviation.

Table 3. Relationship between the mean scores of WHO-DAS II, SFAS and SubRAS and some characteristics of the patients
		
Age of onset
Income per capita
WHO-DAS II
SFAS

rp
p
rp
p
rp
p
rp
p

WHO-DAS II

SFAS

SubRAS

-0.261
0.114
-0.085
0.613
–
–
-0.327*
0.045

0.351
0.031*
0.349
0.032*
-0.327*
0.045
–
–

0.222
0.180
0.060
0.718
-0.482**
0.002
0.377*
0.020

rp: Pearson Correlation Analysis; *p<0.05; ** p<0.005; WHO-DAS II: Disability Assessment Schedule; SFAS: Social Functioning Assessment Scale; SubRAS: Subjective Recovery
Assessment Scale.

Results
When the introductory characteristics of the patients were examined, the mean age of the patients attending CMHC was
42.05±11.01, the mean income per capita was 689.47±423.47,
52.6% were female, 63.2% were single, 42.1% had an educational status of high school and equivalent, 89.5% were unemployed, 78.9% lived with their families, 31.6% had a diagnosis of
atypical psychosis, the mean age of onset was 21.4±6.3, 42.1%
had one hospitalization, 63.2% of the patients had a mental
illness in their first and second-degree relatives, 15.8% were
exposed to physical violence, and 26.3% had suicide attempts.
When the introductory characteristics of the patients who did
not receive services from CMHC were examined, the mean age
was 41.08±11.92, the mean amount of income per capita was
1123.68±816.38, 52.6% were female, 57.9% were single, 21.1%
were high school graduates, 78.9% of the patients were unemployed, 73.7% lived with their families, 42.1% had a diagnosis
of schizoaffective disorder, the mean age of the patients' disease onset was 24.5±6.8, 21.1% had more than 10 hospitalizations, 57.9% of the patients had a mental illness in their first
and second-degree relatives, 26.3% of them were subjected
to physical violence, and 42.1% had suicide attempts (Table 1).
While the mean score of WHO-DAS-II of patients receiving ser-

vices from CMHC was 25.63±7.82, the mean score of SFAS was
42.11±4.69, and the mean score of SubRAS was 62.26±15.52,
the mean score of WHO-DAS-II of patients not receiving services from CMHC was 27.89±10.39, the mean SFAS score was
41.79±8.07, and the mean score of SubRAS was 61.42±15.39.
There was no significant difference between the mean scale
scores of the patients who received CMHC service and those
who did not receive it, whereas the patients who received
CMHC service had a lesser disability, their functionality and
subjective perception of recovery were better (Table 2).
When the correlation between the mean scores of WHO-DAS
II, SFAS and SubRAS was examined, a statistically significant
positive correlation was found between SFAS and SubRAS
(r=0.377; p=0.020), whereas there was a significant negative
correlation between the mean scores of WHO-DAS II and
SubRAS (r=-0.482; p=0.002) and there was a statistically significant negative correlation (r=-0.327; p=0.045) between the
WHO-DAS II and the mean score of the SFAS. Accordingly, as
the subjective perception of recovery increased, social functionality increased, and as disability increased, their subjective
perception of recovery and social functionality decreased.
When the correlation between the mean scores of WHO-DAS
II, SFAS, and SubRAS and some individual characteristics were
examined, a statistically significant positive correlation was
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determined between the onset age of the disease and the
mean score of SFAS (r=0.351; p=0.031). Based on this finding,
as the onset age of the disease increased, its social functionality also increased. A statistically significant positive correlation was found between the patients' income amount and the
mean SFAS score (r=0.349; p=0.032). Accordingly, the findings
showed that as the income amount of the patients increased,
their social functionality also increased (Table 3).

Discussion
Based on the results of this study, which examined the disability, social functionality levels, and subjective recovery perceptions of the patients who received and did not receive service from the community mental health center, the findings
showed that there was no significant difference between the
levels of disability, and social functionality and subjective recovery perceptions of the patients who received and did not
receive service from the community mental health center. This
finding suggests that both patients cannot have the same
characteristics concerning their individual characteristics and
that the services provided by CMHCs cannot have the same
content and quality in every center. The primary goal of the
services provided to patients in CMHCs is to improve the cognitive, social, and physical skills of patients to increase their
functionality, to continue their lives independently in society,
and to ensure recovery. When previous studies on this subject
were examined, the findings suggested that the rehabilitation
training had a positive impact on patients.[6,8,28] It should be
noted that in this study, the social functionality, subjective perception of recovery, and disability levels of patients who have
received regular services from CMHC are higher than those
who did not receive regular services from CMHC, although the
difference is insignificant. It should be noted that patients who
did not receive regular services from CMHC were frequently
followed up by the same physician by the psychiatry outpatient clinic of the state hospital to which CMHC is affiliated.
Having a regular follow-up in outpatient clinics increases the
compliance of the patients to the treatment and concordantly
and the social functionality.[29]
Social functionality also increases with individuals' rebuilding
their lives, re-finding their self and being hopeful for the future, that is, perceiving themselves as cognitively, emotionally,
socially, physically, and mentally recovered.[30] In parallel with
this situation, in this study, the findings showed that the social
functionality of the participants increased as their subjective
perception of recovery increased. Oorschot et al.[31] (2012) determined in their study on schizophrenia patients that functionality increased as the subjective perception of recovery increased. The results of this study are consistent with the results
of similar studies in the literature.[32–34]
As the disability of the individuals participating in this study
decreased, their subjective perception of recovery became
higher. Similarly, Temesgen et al.[35] (2019) found that as the
subjective perception of recovery of individuals with severe
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mental illness increased, their disability level decreased. Likewise, Candan[36] (2019) revealed that as the disability of individuals with severe mental illness decreased, their subjective
recovery increased. The higher subjective recovery perception
of the individual with mental illness allows the individual to
realize his/her illness and perform activities, which enable the
individual to continue his life independently, and at the same
time, a decrease in the disability level of the individual.
When the correlation between the social functionality of the
participants and their disability was examined, their disability
decreased as their social functionality increased. It was found
in the study of Ensari et al.[6] (2013), which assessed the functionality and disability levels of patients who regularly attended CMHC, that disability scale scores decreased and functionality scale scores increased. The primary goal of the training,
which is organized at CMHC, is to increase the functionality
level of the patients and to reduce their disability. It is aimed to
regain or prevent the deterioration of the skills necessary for
the patients to carry out their daily life activities independently, self-care, interpersonal relationships, and job success.
As the onset age of the disease and the income amount of the
participants increased, the level of social functionality also increased. When we examined the previous studies in the literature, in a study performed on patients with a diagnosis of bipolar disorder, the findings showed that those with a later age
of onset had better functionality.[37] When we examined other
similar studies, as the onset age of the disease increased, the
functionality level of the patients increased.[38–40] The prognosis and functionality level of the disease was better in patients
with late-onset of severe mental illness.[41] It was found that as
the income amount of the participants increased, their social
functionality level also increased. Sirin[42] (2008) found in her
study that the functionality level of those with lower income
levels was lower. The higher level of income suggests that it is
easier to access services related to the rehabilitation of psychiatric diseases. The prevalence of psychiatric disorders is higher
among people with lower income levels, and it is a perpetual
cause concerning the continuity of the disease.[43]

Conclusion
When the results of the study are considered in general, it is
noticed that subjective recovery, disability, and functionality
are interrelated for those with severe mental illness. There was
no difference between the patients who received regular service from CMHC and those who did not, concerning levels of
disability and social functionality as well as subjective perceptions of recovery. However, the subjective recovery, disability,
and functionality levels of patients who received regular services from CMHC were higher than patients who did not receive regular services from CMHC. It is crucial to perform longterm follow-up studies to assess the impact of these results
on the course of the disease. When we consider all patients,
it is clearly seen that disability decreases as the subjective
improvement and functionality of the patients increase. This
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situation shows the positive effects of improvement studies,
which increase the subjective perception and functionality
of the patients in the psychiatric rehabilitation process, and
suggests that improvement efforts should be prioritized. It is
suggested that more comprehensive studies should be performed to assess the effectiveness and content of the training,
which are provided to patients by psychiatric nurses in community mental health centers, and the factors impacting the
quality of the provided services should be reviewed.
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