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Abstract 

The main objective of this study was to determine and compare differences in the level of 

functionality in 180 patients with SMI in WHODAS 2.0 according their demographic characteristics- 

gender, marriage, education, and professional arrangement/income before establishing Community Based 

mental healthcare in Skopje, North Macedonia.  

Results show that on subscale Life activities and Participation selected patients are with lower 

level of functionality. Results for lower level of functionality are obtained on the subscales Cognition and 

Mobility, and mild level of disability are obtained on the subscales Getting along and Self-care.  

The general level of functioning of all examined participants is on moderate level of 

dysfunctionality. 
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Introduction 

In the last two decades the health authorities in the The Republic of North Macedonia have 

undertaken various efforts in order to develop the community mental health system [1-5].   

The key reforms were started in the period 2000-2007. The First National Mental Health Strategy 

was adopted in 2005 for a period of seven years. The Mental Health Act was enacted in 2005, with a 

major emphasis on the human rights of people with mental illness, although its application has remained 

limited.  

The conclusions from many reports from domestic and international authorities have pointed to 

slow development and transformation of mental health practices in community mental health system after 

the end of the WHO program, and in particular to the decentralization and deinstitutionalisation processes 

[1-7].  

However, the process for reforms towards community mental health system has been re-enforced 

with the Second Mental Health Strategy and Action Plan 2018-2025, and with start of Horizon 2020 

project Recover lead by Trimbos Institute – Utrecht, and University Clinic of psychiatry Skopje as 

implementation partner (Clinical Trials NCT03892473). 

The determined conditions of the plan of psychiatric services in the Republic of Northern 

Macedonia indicated the necessary redefinition of the role of psychiatry and psychiatric institutions in 

terms of their therapeutic-rehabilitation function, social function, systemic organization, financing and 

cooperation with other services that emphasizes community mental health system to improve the life of 

people with mental disorders.  

Special emphasis in this strategy is given to the prevention of diseases and the promotion of 

mental health, with an appropriate plan for the organization of mental health institutions at each level of 

health care, with the development of a community-oriented mental health system.  

The focus of this strategy is each individual and their needs for improving mental health. It is 

expected that the implementation of this Strategy, in the medium and long term, by 2025, will achieve the 
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expected effect: reduction of hospital capacity and establishment of a system of mental health in the 

community [2-3, 6-7]. 

The focus is on people with SMI (severe mental illnesses), and organizing a system for improving 

their psychosocial rehabilitation, level of functioning and reintegration in the community. Therefore, 

resocialization and processes for improvement of the social skills of people with mental illnesses are at 

the center of the reformed mental health system.  

The concept of lower level of functionality of persons with SMI covers aspects of physical and 

social level [8-9]. People with SMI have lower level of functionality, in almost all areas of life, on a 

cognitive, conative and emotional level, as well as in relation to family and social relations (10-12). In 

terms of professional functioning, people with SMI are more often with reduced achievement or generally 

unemployed [13-16]. 

 

The main objective of this study was to is to identify factors associated with functioning among 

people with severe mental illness in a sample in Skopje, North Macedonia before establishing Community 

Based mental healthcare as a part of RECOVER-E Horizon 2020 funded project.    

 

Materials and Methods 

Participants 

180 Patients at University Clinic of Psychiatry, Skopje, North Macedonia who were referred by 

the clinicians in the their initial evaluation in ambulance or hospital, with SMI, diagnosis of 

schizophrenia, bipolar disorder, and/or severe depression, based on the guidelines ICD-10, from 18 to 65 

yrs and have severe limitations in social and community functioning and are not in functional remission.  

In all cases, they were men or women of legal age who had agreed to participate in the study and 

signed the corresponding informed consent form. 

Instrument 

Еach respondent answers questions regarding their gender (male, female, I do not want to 

answer), level of education (primary, secondary, faculty and more), marital status (have partner, does not 

have, do not want to say) and have monthly income (yes, no, do not want to say). 

The second version of WHODAS 2.0 is used in this study. It provides an objective profile of 

functioning and the subjective perception of the patient on the impact his or her illness produces in each 

one of the areas, with a higher score indicating greater disability. 

 It consists of 36 items with 5-point Likert responses, where 1 refers to no disability in performing 

the activity and 5 to a total inability to perform the activity. Two types of scores were obtained, referring 

to each sub-scale and a global score.  

The subscales are composed of different numbers of items. For this reason, it is necessary to 

convert the initial scores by taking into account the importance of each item according to the score 

manual[(17].  

Üstün et al. confirmed that WHODAS 2.0 has a Cronbach’s alpha global internal consistency of 

0.86 (ranging from 0.82 to 0.98 for its different subscales), one-week test-retest reliability of 0.98, and 

good concurrent validity with other instruments measuring a similar concept of disability [18]. 

Data analysis  

Data were analyzed using the SPSS-26 version, for Windows, PC. The descriptive analyses were 

conducted on the basis of means, standard deviations. ANOVA test for each of the patient groups was 

used to determine whether there were differences in socio-demographic variables by WHODAS scores 

among groups of patients. 

 

Results  

The subscale Life activities is a subscale where the patients have the highest scores, followed by 

the subscale Participation with severe level of disability. The lowest scores, are obtained on the subscales 

Getting along and Self-care (tab.1). 
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Table 1. Baseline WHODAS scores among people with severe mental illness in a sample in 

Skopje, North Macedonia (N=180). 

 

 M SD 

whodasD_participation 46.48 22.71 

whodasD_life activities 59.70 42.83 

whodasD_getting along 27.26 21.02 

whodasD_self care 21.06 25.18 

whodasD_mobility 32.29 31.08 

whodasD_cognition  33.43 26.35 

whodasD 33.75 19.52 

 

 

Table 2.  WHODAS scores by gender  

 M female SD M male SD F Sig. 

whodasD_participation 48.92 21.87 42.41 23.24 3.594 .060 

whodasD_life activities 62.17 41.29 56.06 45.14 .641 .425 

whodasD_getting along 27.26 19.88 27.28 22.67 .000 .995 

whodasD_self care 21.04 25.07 20.68 20.45 .009 .925 

whodasD_mobility 35.29 30.76 27.36 20.82 2.882 .091 

whodasD_cognition  33.12 24.05 33.94 29.74 .040 .841 

whodasD 35.40 18.80 31.15 20.52 1.428 .234 

 

Female respondents have slightly higher scores on all subscales. There is no significant difference 

between male and female participants on the WHO-DAS scores, but there is a trend among females to 

have higher functioning scores on all sub-scales  (tab. 2). 

 

Table 3. WHODAS scores by education  

 M 

primary 

M 

secondary 

M 

faculty F Sig. 

whodasD_participation 46.50 57.73 45.34 .990 .374 

whodasD_life activities 59.89 46.42 60.28 .197 .821 

whodasD_getting along 30.70 31.25 24.69 1.837 .162 

whodasD_self care 20.00 25.71 21.16 .176 .839 

whodasD_mobility 23.36 38.39 37.37 4.563 .012 

whodasD_cognition  34.92 35.00 32.37 .198 .821 

whodasD 33.58 37.29 34.54 1.130 .326 
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According the level of education the groups do not differ in the subscales and in general in their 

level of functionality.  Only in the subscale of Mobility respondents with primary education show better 

functionality compared with the other groups (Tab 3). Оn the variable- education the respondents with 

severe mental health problems show no statistical differences in terms of functionality. 

 
 
Table 4. WHODAS scores by marriage status  

 M 

single 

M not 

single 

M preferes 

not say F Sig. 

whodasD_participation 42.72 53.15 53.44 4.169 .017* 

whodasD_life activities 53.81 95.60 77.85 7.042 .001** 

whodasD_getting along 24.51 30.30 37.50 4.254 .016* 

whodasD_self care 17.28 27.57 29.16 3.717 .026* 

whodasD_mobility 27.93 36.55 45.05 3.590 .030* 

whodasD_cognition  29.28 38.43 48.75 6.284 .002** 

whodasD 31.32 46.54 43.96 5.001 .008** 

 
 

On tab. 3 we can see that respondents that are single show higher level of functionality, than the 

one that do not want to explain their status, and the respondents with a partner have higher level of 

dysfunctionality. 

All patients with SMI have highest level of dysfunctionality on Life activities– domestic 

responsibilities, leisure, work and school. On the subscale Participation– joining in community activities 

the one that are single and those one that do not express their status show higher level of dysfunctionality 

compared with the single one. On Self-care– hygiene, dressing, eating and staying alone respondents that 

are single have lower level of dysfunctionality, compared with the other two groups. 

Statistically significant differences are observed for all subscales as well as the global functioning 

of the respondents compared to the marital status. Best functionality is seen in respondents that are single, 

and worst in respondents that have partners (Tab. 4). 

 

 

 

Table 5. WHODAS scores by income 

 M (have 

income) 

M (does not 

have income) F Sig. 

whodasD_participation 43.03 48.57 2.506 .115 

whodasD_life activities 56.91 62.28 .513 .475 

whodasD_getting along 23.60 29.46 3.304 .071 

whodasD_self care 20.00 21.69 .189 .664 

whodasD_mobility 27.89 34.90 2.152 .144 

whodasD_cognition  27.87 36.77 4.798 .030* 

whodasD 31.49 35.93 1.637 .203 
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Respondents without income in all subscales and in general show lover level of functionality, i.e. 

greater impairment in functioning in all categories compared with the one that have income but without 

significant differences. Only on subscale cognition respondents with no income show significantly lower 

level of functionality comparing with the one with income (tab. 5). 

  

Discussion 

This study examines disability in patients with severe mental health problems using WHODAS-II 

and compares it to their level of functionality.  

SMI patients generally report the highest severity of disability in terms of functionality in society 

- life activities and participation, which is a reflection of the level of loneliness and psychological distress 

associated with their mental health as a result of several factors, such as poor social skills, lack of 

motivation and stigmatization. Psychosocial interventions that address these factors can help improve 

patient participation in the community, as well as their level of disability. 

In terms of level of education, patients with SMI with primary education are more mobile than 

those with higher education.  

The results of the study also show that patients with serious mental health problems report 

significant disability, but the relationship is monitored only in terms of marital status and level of 

functionality, with a significant difference in their disability in each of the domains of WHODAS-II. 

These findings are consistent with previous studies from developed countries [19-20].  

Marital status has proven to be an independent predictor of outcome in studies and in high- and 

low- and middle-income countries [21-22].  

Other studies show that higher rates of celibacy in patients probably reflect the effects of 

schizophrenia, depression, and bipolar disorder on interpersonal and intimate relationships, but in this 

study the results were the opposite [23-24].  

Patients with SMI with income are more functional in the cognitive sphere than those without 

income. Social determinants of health, such as education and income are important factors influencing 

mental health outcomes [25].  

In our study, we found that those without an income had higher levels of disability (i.e lower 

functioning) compared to those with a source of income. Prior research has found that people with severe 

mental illness have improved mental health outcomes through engagement in meaningful employment 

and income generating opportunities [26,27]. 

 In the RECOVER-E project, the community mental health teams facilitate access to social 

supports where possible, but in the Macedonian context it is important to continue to develop social care 

opportunities and benefits for people with mental ill-health.  

That is why it is important to focus the intervention on changing mental health care systems to 

provide community-based mental health care. This will be done through the development and 

implementation of multidisciplinary community mental health teams.  

These community mental health teams are part of an evidence-based service delivery model that 

provides flexible, assertive community mental health teams providing integrated services to people with 

severe mental illness (SMI), to structurally attain their recovery goals, as well as timely and appropriate 

care in the event of a crisis: 

 

Conclusions 

Psychosocial interventions such as social skills training targeted towards increasing patients’ 

involvement in community activities may help in reducing disability in patients with schizophrenia. The 

level of disability is associated with the severity of depressive and other bipolar symptoms, negative and 

positive symptoms of schizophrenia, as well as number of relapse and marital status. Community mental 
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health services, multi-professional approach and peer involvement can be crucial for processes of 

psychosocial rehabilitation, resocialization and community reintegration of people with severe mental 

illnesses. 
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