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Sinhala translation, cultural adaptation and validation of
Recovery Assessment Scale-24 in a Sri Lankan population

W P M Ranwella, K Ranasinghe, C U Suraweera

The concept of recovery in schizophrenia has shifted
from a purely clinical focus to a broader, person-
centred perspective encompassing multiple
dimensions. Despite growing global interest, research
on personal recovery in Sri Lanka remains limited.
The lack of culturally adapted and validated tools has
constrained systematic evaluation in local settings.
The Recovery Assessment Scale (RAS-24) is widely used
to measure personal recovery, but its applicability in
Sri Lanka has not yet been established.

The study aimed to translate, culturally adapt, and
validate the Sinhala version of the Recovery
Assessment Scale (RAS-S 24).

This study translated, culturally adapted, and
validated the RAS-24 for Sinhala-speaking patients
with schizophrenia. It comprised forward-backward
translation, expert panel review, content validation,
and pilot testing with 20 patients to assess clarity,
relevance, and cultural acceptability. The Sinhala RAS-
24 (RAS-24-S) was administered to 50 randomly

Introduction

With advances in pharmacological and psychological
treatments for schizophrenia, it is now widely acknow-
ledged that the lives of service users extend beyond
merely coping with symptoms. The concept of
“recovery” has therefore emerged as an important and
desirable outcome, recognising a personal journey
towards hope, security, and a sense of self, and an
empowered life enriched by supportive relationships,
coping skills, social inclusion, and personal meaning (1,2).
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selected patients attending a follow-up psychiatry
clinic at the National Hospital of Sri Lanka to assess
internal consistency and construct validity.

RAS-24-S demonstrated strong cultural acceptability
and psychometric performance. Content validity was
excellent, with an S-CVI/Ave of 0.93. The total scale
showed excellent internal consistency, while domain
reliability ranged from acceptable to excellent.
Exploratory factor analysis supported a four-factor
structure that explained 79.2% of the variance.
Recovery level was significantly associated with
relapse frequency, insight, alcohol use, cannabis use,
psychiatric comorbidity, medical illness, and family
history.

RAS-24-S is a valid, reliable, and culturally appro-
priate tool for assessing recovery among patients with
schizophrenia in Sri Lanka.

Schizophrenia, Recovery Assessment
Scale (RAS-24), mental health recovery, psycho-
metrics, validation study
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Over time, multiple attempts have been made to define
recovery. Certain definitions emphasise the importance
of being at least partially symptom-free. Some have
viewed recovery as periods of remission interspersed
with symptom exacerbation, highlighting the need to con-
sider symptom variability when defining recovery (3).

More recently, there has been a gradual shift in focus

from clinical (service-based) recovery to personal
(consumer-based) recovery (4).
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A widely cited definition captures this perspective by
describing recovery as “a deeply personal, unique
process of changing one’s attitudes, values, feelings,
goals, skills and/or roles. It is a way of living a satisfying,
hopeful, and contributing life even within the limitations
caused by illness” (1).

A systematic review with a modified narrative synthesis
has further explored this concept and proposed a
framework for understanding personal recovery. It
describes recovery as a journey comprising processes
and stages. Central to this journey are five key elements:
Connectedness, Hope and optimism about the future,
Identity, Meaning in life, and Empowerment-collectively
summarised by the acronym CHIME (5).

Several instruments have been developed to assess
recovery among individuals with mental illness. Among
the more widely used are the Recovery Assessment Scale
(RAS), the Stages of Recovery Instrument (STORI), the
IlIness Management and Recovery (IMR) Scales, and
the Recovery Process Inventory (RPI) (6).

The Recovery Assessment Scale, which focuses on
personal recovery;, is available in two versions: a longer
41-item form and a shorter 24-item version. The RAS-24
has been translated into several languages and is used
in the USA, the United Kingdom, Australia, Spain,
Portugal, Israel, Sweden, and Japan (7,8).

In the present study, the Recovery Assessment Scale-24
is used to assess personal recovery among patients in a
Sri Lankan setting, addressing an area that has received
relatively little attention to date.

In many parts of the world, including Sri Lanka, recovery
from schizophrenia remains underexplored. Although
some studies from other Asian countries have examined
outcomes, data specifically addressing recovery rates
remain limited (9).

Within Sri Lanka, only a small number of studies have
examined outcomes of schizophrenia.

Mental health services in Sri Lanka have traditionally
focused on clinical improvement. However, the system
has evolved considerably — from institutional care in
asylums to more decentralised, community-based
services with a broader, more optimistic outlook grounded
in scientific evidence.

Nevertheless, such interventions are rarely guided by
national policies or by structured frameworks explicitly
focused on recovery. This may reflect limited awareness
of the concept’s importance and a lack of locally
generated research evidence. Itis therefore important to
examine current recovery rates to inform discussion and
guide future developments.
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The absence of a culturally adapted and validated tool
for assessing recovery may have contributed to the
limited research in this area. This study seeks to address
this gap by adapting and validating the Recovery
Assessment Scale (RAS) for local use. Originally
developed as a 41-item instrument, the RAS also has a
shorter 24-item version and has been translated into
multiple languages. The Australian Mental Health
Outcomes and Classification Network (AMHOCN) has
reviewed 22 recovery measures and identified the RAS
as one of the most robust instruments available (6).

The RAS-24-S is expected to be useful for clinicians,
mental health professionals, and policymakers working
to improve mental health outcomes. The study will also
provide insight into the current state of recovery and
identify key variables that may inform targeted inter-
ventions. Importantly, discussions about recovery can
help patients and their families recognise that meaningful
improvement in quality of life isachievable.

Methodology

This study involved translating, validating, and culturally
adapting the Recovery Assessment Scale (RAS-24). A
descriptive cross-sectional study was carried out to
assess recovery rates and explore relationships between
recovery and various factors, using a sample of patients
with schizophrenia attending follow-up appointments at
the National Hospital of Sri Lanka, and data were used to
inform the psychometric testing.

The translation and cultural adaptation of the Recovery
Assessment Scale-24 (RAS-24) into Sinhala followed
established guidelines, including those from the World
Health Organisation and Beaton et al.'s framework for
cross-cultural adaptation.

Theoriginal English RAS-24 was translated into Sinhala
by a bilingual expert. The translated version was then
backtranslated into English by another independent
bilingual translator with no prior knowledge of the original
scale. This process ensured that the translated scale
retained the original meaning and concepts. To assess
content validity, an expert panel, including a psychiatrist,
a clinical psychologist, a community psychiatry nurse,
an occupational therapist, and a psychiatric social worker,
reviewed all versions of the scale. They assessed
semantic and conceptual equivalence, cultural relevance,
and item clarity and appropriateness.

Each item was rated for relevance on a 4-point Likert
scale, and the Content Validity Index (CV1) was calculated
to assess each item’s validity. Items with an I-CV1>0.78
were deemed acceptable, and those below this threshold
were revised based on expert feedback.
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Face validity was evaluated by the expert panel and a
small group of patients to ensure the items were culturally
appropriate, easy to understand, and relevant to the local
context. The cultural adaptation process ensured that
the concept of recovery, as represented in the RAS-24,
was meaningful and applicable within the Sri Lankan
context. This was informed by a literature review, expert
opinions, and feedback from the target population. The
pre-final version of the Sinhala RAS-24 was pilot-tested
with 20 patients with schizophrenia from a setting different
from the study site to assess psychometric properties.
Cognitive debriefing interviews assessed participants'
understanding of the items, and necessary adjustments
were made based on their feedback.

Operational equivalence was evaluated by examining the
format, instructions, and administration methods,
informed by expert consultations and pilot testing to
ensure practicality in the local clinical setting.

The final version of the Sinhala RAS-24 was approved
by the expert panel and used in the cross-sectional study
to assess its psychometric properties. The RAS-24 is
not copyrighted, and its use in this research was
permitted.

The descriptive cross-sectional study was conducted
among a sample of 50 randomly selected patients
attending an outpatient psychiatry follow-up clinic at
the National Hospital of Sri Lanka. Systematic random
sampling was used to select participants based on their
clinic registration numbers. Those who agreed to
participate were assessed using the Sinhala version of
the Recovery Assessment Scale (RAS-S), along with a
general questionnaire and clinical interviews. Information
was supplemented by data from clinic records, with the
patient's written consent. Data collection occurred after
their follow-up consultations.

Patients who were diagnosed with schizophrenia
according to ICD-10 criteria for at least two years, aged
20-60 years (as schizophrenia typically manifests in late
adolescence or early adulthood, and cognitive decline
becomes more common after age 60, which could affect
recovery measurements), whose first language is Sinhala,
and who were able to give consent, as determined
clinically, were selected for the study.

Patients who were diagnosed with intellectual disabilities,
dementia, or severe comorbid medical conditions, and
those who were experiencing a psychotic or affective
relapse, as identified in clinic records and during the
clinical interview, were excluded.

Data were collected using the instruments mentioned
above. The principal investigator administered the
interviews, reading the questions aloud to patients who
were unable to complete the self-administered scales
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independently. All instruments were anonymised, and
each patient was assigned a serial number for
identification.

Prior to data collection, informed written consent was
obtained from each participant. Consent forms and
information leaflets were available in Sinhala, English,
and Tamil. Throughout the process, participant privacy
and confidentiality were strictly maintained.

Data was entered into IBM SPSS Statistics for Windows,
\ersion 31.0, for analysis. Descriptive Statistics, including
socio-demographic, socio-economic, clinical, and
substance use data, were described using frequencies
and percentages. Continuous variables, such as age of
onset, were summarised as means and standard
deviations.

RAS-24-S scores were calculated using standard
procedures, with higher scores indicating better recovery.
Chi-square tests were used to assess associations
between recovery and categorical variables, and a
p-value <0.05 was considered statistically significant.

Results

This study focused on translating, culturally adapting,
and validating the Recovery Assessment Scale-24 (RAS-
24) into Sinhala, and on conducting psychometric testing
among a cohort of patients with schizophrenia attending
atertiary care psychiatric clinicin Sri Lanka.

The cross-cultural adaptation of the RAS-24 into Sinhala
was completed, with agreement reached through an
expert panel (10) (Table 1). The pre-final Sinhala version
was then pilot tested with 20 patients with schizophrenia
recruited from a different setting than the main study
group. Based on their feedback, several refinements were
made to improve the tool’s clarity, interpretability, and
overall acceptability (10). Translated scale was then
administered to a randomly selected larger sample of
patients with schizophrenia attending the psychiatry
clinic at the National Hospital of Sri Lanka (n=50). The
data were used to evaluate the psychometric properties
of the translated scale, including internal consistency
and construct validity (7, 11).

Forward and backward translation of the RAS-24-S was
carried out by a bilingual expert to ensure semantic and
conceptual equivalence. The component focused on
cultural adaptation and the feasibility of the RAS-24-S.

Content validity

Content validity was assessed by a panel of five mental
health professionals. Each item was rated on a 4-point
scale (1 = not relevant, 4 = highly relevant). The Item-
level Content Validity Index (I-CV1) ranged from 0.80 to
1.00 for most items. One item had an I-CV1 of 0.60 and
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was revised in response to expert feedback. The Scale-
level Content Validity Index (S-CVI/Ave) was 0.93,
indicating excellent overall content validity.

Face validity

Face validity of the RAS-24-S was assessed by both the
expert panel (n=5) and a group of patients with
schizophrenia (n=20) during the pilot testing phase.
Participants were asked to comment on item clarity,
relevance, comprehensibility, and cultural appro-
priateness. Overall, all items were considered clear and
understandable. Based on participant feedback, minor
wording adjustments were made to improve clarity and
cultural relevance. No items were identified as confusing,
inappropriate, or offensive. Patients reported that the

items were easy to understand and relevant to their lived
experiences of recovery, indicating good acceptability of
the scale in the local context.

Cultural adaptation

Cultural adaptation led to minor to moderate changes in
some items to improve clarity and cultural relevance.
Certain terms were adjusted to better reflect locally under-
stood expressions of recovery and social functioning.
(Table 1) The expert panel agreed that the concept of
recovery, as captured by the scale, was applicable in the
Sri Lankan context. Feedback from the pilot group
indicated good acceptability, and no items were
considered inappropriate or offensive.

Table 1. The final version of the RAS-S after cultural adaptation and making

changes to improve clarity and understanding

Original Scale Items (RAS-24)

Translated scale items

Culturally adapted
final scale items

1 | have a desire to succeed.

b0 TDG g1 T GO
200 @1 DE AD.

Ped E3mw It DOOBIB
®0 1@z By,

2 | have my own plan for how
to stay or become well.

edinewns gdwus DO v VO
28300 8O OB @ »O
®ed® e (EEOS a.

RBedid So0s & BediB gow
SO ©1 RO eNOOmE BE
G Led® DR8N ®O
Bamen.

3 | have goals in life that
| want to reach.

@ ¢B8.

® g® T80 ARIBICCITD)
0 S0 QD 0®1cd

Edmed @ ¢®I 20 0 G
OCT® ©0 Bewmd.

4 | believe | can meet my current
personal goals.

®eod euidulm 9CED WD
€@ S0 ®0 (B @d W& 9®
SedDoes wOS.

& ocsm @ 0RO ®0
GO B @O SeEaes
DOB0.

5 | have a purpose in life.

.

®ed ST yim ¢dgens

@0 EBmed yi»y ¢oQens
Bewmn.

6 Even when | don't care about
myself, other people do.

0® @ B> eNBED S
20e00EE §o¢ a5’ e @ o>
BICBCEeES 0w ACS.

Q0 ®1D exNBE™I DS
20E00GEE Yen @1 o
SCBEOS 0 @ ©0 9.

7 Fear doesn’t stop me from
living the way | want to.

®0 2Dan @WI0EO D
OB @I ¥® D

®® ©0 Dy IO O eO»
O DEBOTH BB @D @G

©50e08. EBEOEO (.
8 | can handle what happens Pod Edmed 8¢ 0 ey ®od Edmed 8¢
in my life. 8edPOE0 gyen Eo® 8eDPOE0 el Yy
B0 0 Bed. @53 90 »yEoss.
9 | like myself. © 8RR ©0 ewig » B ®0 @ 8o Bewslem

OIS .

@1g, DB v OIS,
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Original Scale Items (RAS-24)

Translated scale items

Culturally adapted
final scale items

10

If people really knew me,
they would like me.

@ Y B ged YLOCHS
@3 @@ omewnrs VY
®0 OB Oy @& ©O
Bedl.

QO PBPO® e®1» Ded
emeE BUE (T »HO
eSS ¢s 0 »(O5 08
BeE ©0 Bemm .

11

| have an idea of who

| want to become

®0 RO yeocwn J90
20@u¢s 0O ¢5O.

®0 0@1) Do’ EEB ©DBID
Vg B 9@ ¢¥mon.

12

Something good will
eventually happen.

980ed @ vl §IWITEWO
@ »0 wrvu eced 8 09
a8 ©0 Be.

988w em1eIdNd v Pel®
@I8s 8¢ 008 Bue ©0
Bemren.

13

I’'m hopeful about my future.

®ed gxnoms 88T @1 ne
BN DRISBISTIID) D).

®ed NG &
RERIGNENTD) LSHODHD
ACT ©0 ¥yeo.

14

| continue to have new interests.

®® s acs ¢ BEOO v g
»¢ B0 wEB8A.

OO MO WOBID e DIB
@d0@ ®ed Edned Bwmon.

15

Coping with my mental illness is

no longer the main focus of my life.

@158 0divwn ©O® oz B8O
DOIOS Oed Edmed ym
OCBDE @ed. BT v Bw
ESm ¢0Qen 90 Sed.

@158 edinw ©O® ey
B0 D& S B Do
@d0@ ®ed Edned Bwmon.

16

My symptoms interfere
less and less with my life

¢’ Oed edio ePeen ewd
w08 @eod Edmwd ACE® ad
©@5HIE.

@158» edived ediv
CHeHmOES ®ed EBmwd
@15 Acs® ¢ D8
OO aa.

17

My symptoms seem to be a problem

for shorter periods of time each
time they occur.

O© ¢z3 @ diB O
2030 EE OO edlo B
08 Te s’ esd Baen10 O
890 DICES.

@158 edivw ciesIm D25
DO ¢ ¢3 O @edesd »o®
2 e so8esd By

18

| know when to ask for help.

®ed ediow wew @ ¢¢d A
on e @@ GOOIDEE:
B @9 ¢B8.

@18 edinn e HBwWd
@9l ¢ eDans OB
@0ewEE Bw ©0
DEDOBID ZIOB.

19

I am willing to ask for help.

VO @0ECORE gdaxs ¢c¢d
G ®(500 ©® O Pe»S.

OB @DODE OO ¢ ewd
8500 A 0100 @8
OB8.

20

| ask for help when | need it.

®0 gdaxs D VOB gOIDEE
®® ¢ A 0B,

®0 gD ewd uBmd gdaxs
OB @DEID0 ®® ¢¢d
CRROBIHD.

21

| can handle stress.

®0 B ¢S OB ¥ JO
gyyen 8O0 v (BwD g1>.

@& B’ ¢Bom 80
01 01 RO0 ©O W BwD
B,

22

I have people | can count on.

aDan g B0 ®0 ¢¢d BBeo
D08 ¢ Ped Edmed 8I8.

®0 D7 @OV gD BE®O
283600 Yeoces’ Oed Edmed
®0 93»N.

23

Even when | don't believe in myself,

other people do

®ed ¥ BwIs 88D @O
28 B WO @ © DM
&838.

@O D& © V> ©Y Ved
DB 0D ©> BB DR
@ ©0 93mda.

24

It is important to have a variety
of friends.

BBLimced 8 8oz’ 83©
DroEks.

230 dbved yéocwss, 8xdns
g B8O O1¢os Boer ©®
B,
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Reliability

Internal consistency of the RAS-24-S was assessed
using Cronbach’s alpha (Table 2). The total scale
showed excellent reliability («=0.959), indicating strong
internal consistency. Although this high value suggests
coherence, it may also reflect item overlap or
redundancy, as reported in earlier studies. However,
this does not detract from its overall reliability as a
measure of recovery. Domain-specific alpha values
ranged from 0.755 to 0.907, indicating acceptable to
excellent reliability across domains. According to
commonly accepted thresholds (o >.70 acceptable,
> 0.80 good, > 0.90 excellent), all domains met the
required standards.

Construct validity

Significant associations were observed between
recovery levels and multiple clinical variables.

Chi-square analysis showed that relapse frequency,
insight, alcohol use, cannabis use, psychiatric comor-
bidity, medical illness, and family history were all signifi-
cantly associated with recovery (all p<0.001; Table 3).

Factor analysis

Exploratory factor analysis using principal component
analysis with varimax rotation identified a four-factor
structure (Table 4). Together, the four factors explained
79.2% of the total variance, with the first component
alone accounting for 52.8%.

Table 2. Internal consistency reliability of the RAS-S 24 scale and its domains, demonstrating

acceptable to excellent Cronbach’s o coefficients across all subscales

Domain No. of items Cronbach’s o
Confidence and hope 7 0.846
Help-seeking 4 0.755
Goal and success orientation 5 0.907
Reliance on others 4 0.804
Not dominated by symptoms 4 0.871
Total RAS-S 24 Scale 20 0.959

Table 3. Association between clinical variables and recovery status using chi-square analysis,

demonstrating significant relationships for most variables, with particularly strong associations
observed for insight and medical illness

Variable %2 df p-value Interpretation
Relapse frequency 22.52 2 <0.001 Significant
Insight 106.35 4 <0.001 Strong association
Alcohol use 14.31 2 <0.001 Significant
Nicotine use 5.38 2 0.068 Not significant
Cannabis use 27.88 2 <0.001 Significant
Psychiatric comorbidity 28.66 2 <0.001 Significant
Medical illness 68.60 2 <0.001 Strong association
Family history 37.50 2 <0.001 Significant
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Table 4. Exploratory factor analysis of the RAS-S 24 items (Rotated Component Matrix (loadings > 0.40)

Item Factor 1 Factor 2 Factor 3 Factor 4
Goals in life 0.700
Meet personal goals 0.827
Purpose in life 0.826
Idea of who | want to become 0.849
New interests 0.811
Like myself 0.869
Willing to ask for help 0.874
Know when to ask for help 0.822
Others care about me 0.668
Something good will happen 0.680
Hopeful about future 0.598 0.516
Fear doesn’t stop me 0.767
Handle life 0.582 0.674
Symptoms interfere less 0.460 0.489 0.406

Items related to personal confidence, goal orientation
and recovery identity loaded on the first factor, while
self-efficacy and help-seeking behaviours loaded on the
second. Hope, optimism and perceived social support
loaded on the third factor. Symptom control and resilience
loaded on the fourth factor.

Supporting the concept of the interconnected nature of
recovery, some items showed cross-loadings across
factors. Overall, the factor structure aligned well with
the multidimensional notion of recovery and was
consistent with previously reported RAS-24 domains.

Overall, the RAS-24-S demonstrated strong psychometric
properties. The content and face validity demonstrated
were excellent, confirming cultural relevance and clarity.
Internal consistency was high across the scale, which
supports reliable measurement.

Construct validity was also well supported by significant
associations found between clinical variables and
recovery, including insight, relapse frequency and
comorbid conditions. Factor analysis found a clear four-
factor structure which included items falling into the
categories of personal confidence, self-efficacy, social
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support and symptom control. This reflects the well-
known concept of recovery’s multidimensional nature.

These findings support the validity, reliability and
cultural appropriateness of RAS-S 24 as a tool, which
can be utilised to assess recovery in individuals with
mental illness.

Discussion

This study aimed to translate the Recovery Assessment
Scale (RAS-24) into Sinhala and to evaluate its cultural
suitability and psychometric validity in a Sri Lankan
population.

The psychometric performance of the Sinhala version of
the RAS-24 (RAS-S 24) in this study is broadly
consistent with findings from international validation
studies. The excellent internal consistency of the total
scale (o= 0.959) falls within the range reported in both
Western and non-Western populations, where
Cronbach’s alpha typically ranges from 0.93 to 0.97
(7, 12, 11). While this reflects strong reliability, it may
also indicate some item redundancy, a limitation noted in
earlier work on the RAS (12).
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The four-factor structure identified in this study is
comparable, though not identical, to those reported
elsewhere. Many studies have described a five-factor
model, including domains such as personal confidence,
help-seeking, goal orientation, reliance on others, and
freedom from symptom dominance (7, 11). Differences in
factor structures are likely due to cultural variations in
how recovery is understood and to differences in
analytical approaches.

The presence of cross-loadings in this study supports
the idea that recovery domains are not entirely distinct
but overlapping, reinforcing the concept of recovery as
a multidimensional and interconnected construct (13).

Construct validity findings also align with international
evidence. Strong associations between recovery and
factors such as insight, relapse frequency, and comorbid
conditions have been widely reported, with improved
insight and fewer relapses linked to better recovery
outcomes (14, 15). Similarly, the observed effects of
substance use and psychiatric comorbidity are
consistent with findings from both Western and Asian
contexts, highlighting the influence of clinical complexity
on recovery pathways (16, 15).

The cultural adaptation process was successful, with
high content validity and good acceptability among
participants. This aligns with findings from other
adaptation studies, which show that although the concept
of recovery is broadly applicable across cultures, careful
linguistic and contextual adjustments are necessary to
ensure relevance (10, 17).

Overall, these results support the cross-cultural
applicability of the RAS framework while also highlighting
subtle differences shaped by local cultural and clinical
contexts.

Strengths and limitations

Our study used a well-validated recovery measure (RAS-
24), and this is the first work to translate a recovery
assessment tool into Sinhala, culturally adapt it, and
validate it. The methodology is strengthened through
forward and backward translation, expert panel review,
and pilot testing, thereby improving its semantic and
cultural accuracy.

However, there are also limitations. The sample size used
for the psychometric assessment is limited to 50, which
is small for a factor analysis of a 24-item scale. Therefore,
the factor analysis should be interpreted as exploratory
rather than confirmatory.

Thisis a single-centre study conducted in a tertiary-care
follow-up clinic, which might limit generalisability.
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Additionally, recovery is assessed using a self-report
scale, so responses may be affected by insight, recall,
level of understanding and social desirability bias.

Implications and future directions

The RAS-24-S can be used as a culturally appropriate
tool to assess recovery in individuals with schizophrenia
who speak Sinhala as their first language. It can help
professionals focus their care beyond symptom control
and address the elements of hope, goal setting,
confidence, help-seeking, and social support. This tool
may also facilitate future studies of recovery assessment
in Sri Lanka and inform novel models of service
provision.

Such research can be carried out with larger, more diverse
samples to improve generalisability. Conducting a
confirmatory factor analysis in an adequately powered
sample, assessing test-retest reliability, and sensitivity
to change can be the next steps. Translating and
validating the scale to Tamil can improve wider national
acceptability.

Longitudinal studies can be conducted to examine how
recovery changes over time and in response to
interventions.

Conclusion

The Sinhala version of the RAS-24 demonstrated
excellent content and face validity, strong psychometric
properties and good cultural relevance for assessing
recovery in individuals with schizophrenia in the Sri
Lankan setting. Its use may support more recovery-
oriented care and future research; further validation in
more diverse, larger samples is recommended.
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