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Abstract 

The study was primarily aimed at examining the psychological and social adjustment 

of epileptic and diabet ic adolescents as compared with 'healthy' group of 

adolescents. Moreover, the study also aimed at further investigating into the role of 

some demographic variables (age, gendel), clinical variables (illness duration, health 

attackji-equency) as well as altitude towards illness for the psychological and social 

adjustment of the epileptic, diabetic and 'healthy' group of adolescents who took part 

in the study. Data were collected by way of questionnaires ji-om a total 0/ j 56 

conveniently selected adolescents (52 epileptic, 52 diabetic, and 52 'healthy' 

adolescents that were matched for age and sex) ji-om two local hOjpitals and three 

government schools in Addis Ababa. The data were analyzed by making use of an 

independent t-test, one way :A NO VA, Scheffe 's procedure, and mean comparisons. -

The findings of the study revealed that adolescents with epilepjy had more 

psychological and social adjustment problems compared with 'healthy ' as well as 

diabetic adolescents. Diabetic adolescents, on other hand, exhibited relatively similar 

psychological and social adjustment outcomes as the 'healthy ' adolescents. Among 

epileptic adolescents, a relatively higher seizure ji-equency and unfavorable altitude 

towards illness were found to be significantly associated with pjychological and 
, 

social adjustment problems. However in diabetic adolescents, except Ihe female 

gender Ihat was signi/icanlly associated with psychological adjuslll1em problems, 

none of the sludied demographic variables, clinical variables as well as affilude 

lowards illness demonslraled association wilh the adolescents ' pjychological and 

social adjuslmenl 

Epileplic adolescenls seemed to endure more compromised pjychological and social 

adjuslment problems. To Ihis end the study primarily recommended Ihe inlegralion 0/ 

psychosocial supporl services with medical services. Moreover, making accessible 

appropriate epilepsy related information 10 the adolescenls was sllggesled along 

many other recommendations. 
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1. INTRODUCTION 

1.1. Background of the Study 
Human beings usuall y race through life chall enges of vari Ous proportions. Tho ugh 

anyone cou ld endure such cha llenges in li fe, it becomes grave burden when challenges 

begi n ea rl y o n in li fe and persist th rough ou t. Viewed w ith such li ght, the diffi cul t way of 

life o f adolescents w ith chronic health conditions and subsequ ent adjustment prob lems 

co uld be conceptua li zed as having tremendous seque l on the lives of ado lescents. . . 

Chronic health conditions correspond to illnesses that are life long in duration, treatab le 

but rarely cured completely, and requi rin g persistent se lf managem ent behaviors (Chronic 

ill ness self management in ch ildren, 2003) . Among few other chronic health problems 

w ith deb ili tating effect on the lives of ado lescents, epilepsy and diabetes constitute majo r 

advers iti es w ith life long suffering. Ep ilepsy is a ch ro ni c neuro logical di sorder which can 

be defined in phys io logical terms being " th e name for occasio nal, sudden, excess ive, 

rapid and local d ischarge o f grey matter". It can al so be defined clinically as an 

intermittent, stereotyped d isturbance of consciousness, behavi or, emotion, motor 

fu nction , o r sensati on that on clinical ground is be li eved to resul t from co rti ca l neuronal 

d ischarge . Ep il epsy can then be defined as a cond it io n in whi ch se izures recur, usually 

spontaneous ly (C hadwick, 1994). 

Whi le there are over fo rty types of seizures, most are c lassed within two main catego ri es: 

partia l se izures and generali zed se izures. Partia l se izures occur when excess ive e lectrical 

acti vity in the bra in is limited to one area where th e two most common types of whi ch are 

si mple partia l seizu res and complex partial se izures. Gene rali zed se izures on the other 

hand occur when th e excess ive e lectrica l activity in th e brain encompasses th e entire 

organ. The two most commo n forms are general ized absence se izure and tonic se izures 

(Epilepsy Ontario , 2008). 

Diabetes with ou t qua lifi cation us ually refers to d iabe tes mell itus whi ch is assoc iated 

w ith excessive sweet urine ("glycos uria") but th ere a re other seve ra l rare cond iti ons also 



named diabetes, the most common of wh ich is diabetes ins ipidus ( Wikipedia, 2009) . 

Diabetes Mellitus is a chronic hea lth condition in which the pancreas prod uces 

insuffic ient amounts of insulin , or in which the body's ce ll s fai l to respond appropriate ly 

to insulin. Insulin is a hormone that helps the body's cell s absorb glucose (s ugar) so it can 

be used as a source of energy. 

Epilepsy is the most prevalent non-traumatic neuro logical disorder in Africa. According 

to studies on epi lepsy in Ethiopia, there are about 400,000 people with ep il epsy (iii a 

country of 74 millio n habi tants). Around 85% are children, of who m just 3% a re 

receiving medical treatm ent due to the sti gma attached to thi s disorder (Epilepsy Support 

Assoc iat ion of Ethi op ia). The incidence of epilepsy in Ethiopia is hi gh. A hi gh incidence 

in combinat ion with a preva lence of epi lepsy are comparable to that in the res! of the 

world may be exp la ined by a high degree of spontaneous remiss ion of epilepsy and/or a 

hi gh mortality due to epilepsy (Tekle-Haimanot, Forsgren & Ekstedt, 1997). 

Diabetes, parti cularly diabetes me llitus, is a worldwide chronic d isease w ith va ri ab le 

prevalence (Fe limban, Hanif & A I-Alm2ei , 1998). It is a major cause o f elo rbioi ty and 

morta lity that place hu ge stra in on public hea lth fund ing. At pre~ent , the di ~ease has 

reached epidemic proportions, affecting more than 170 million people world wide, with 

an estimated increase of at least 50% by 2010 especia ll y in deve lop ing countri es. Its 

prevalence is expected to doub le to about 300 million by the year 2025 (Papadopoulos et 

aI. , 2007). 

Epilepsy and diabetes are hence notable chronic hea lth problems that tamper "l ith the 

developmental period o f adolesce nce. As adolescence is a turb ul ent p~ri od of 

deve lopment marked by identity fo rmati on 2nd se lf definition as wc'l as a c "~ ci2It;llle for 

acqu is iti on of kn owledge and soc ial skill s that a llow th e natural int~£ra ti o n into society, 

the psycho logica l as wel l as soc ial conseque nces o f chro ni c healt h co nd itio ns (diabetes 

and epil epsy) on those adolescents with the co nditi on need to bc po ints of a stud y 

co nce rn. 
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1.2. Statement of the Problem 

You ng people with chronic hea lth cond ition ex per'ience many sources o f stress. A chronic 

illness affects the ph ys ical , cogniti ve, soc ia l, and emotiona l spheres of deve lopmen t for 

ado lescents wi th repercussions for s iblings and parents (Yoe & Sawyer, 2005) . The 

increase in day to day ca re giving req uirement, the complex ity of di sease management 

act iviti es, life styl e, an d family dynami cs, a lone or co ll ective ly may influence long term 

hea lth outcomes. The adol escent is affected pe rsona ll y by the patho logy of the di sease, 

s ide effects of treatment, and by th e required life styl e and health manage ment (Brown et 

aI. , 2008) With this respect, some popu lat ion-based studies have led to the conclusion 

that children with chronic illness are up to three times more likely to have psycho logica l 

problems than hea lthy peers (Grey, 199 I c ited in Fe limban , Hanif & A I-Almaei, 1998). 

EpiJe.psy is characterized by its episod ic and chroni c nature , the seizure usua ll y produce 

brief period of disruption which inc lude phenomena such as lose of consc iousness, bodil y 

distortion, injuries, nnusua l and often fri ghtening psychological experience as we ll as 

uri nary bowel incont inence. The unpred ictabi lity of se izure recurrence is a constant treat 

(0 th e pat ient with epilepsy and his Ihe r famil y. Apart fro m the ep isod ic se izure there arc 

many other ever present factors, soc ia l, psycho logica l, behavioural , educat ional , cultu ral 

and so fo urth which affect the lives of chi ld ren with epil epsy, thei r families an d their 

c lose socia l networks. These facto rs va ry considerably from one person to the next but 

have s ignificant impact on daily qua lity of life in every affected individual (Ron en, 

Stre iner, & Rosenbaum, 2003) 

A diagnosi s o f epilepsy has bcen fou nd to carry wi th it; concerns abo ut se izu res, the 

burd en of hav ing to take med ication, and th e fears of others react ions. Peo ple with 

epilepsy suffer as much from a soc ia l d isease as a neurolog ica l di so rder. Individua ls wi th 

the d isorder report a s ignifi cant impact of epil epsy in terms of red uced soc ial and le isure 

opportun iti es, and poo r se lf esteem compared wi th ind ividual s wi thout the condi tion 

(Jacoby et a I. , 1996 c ited in Panter, 2004). Studi es have shown that people with ep il epsy 

arc at greatcr ri sk o f psychopathology and more like ly to bc soc ia ll y dys fu nc ti o na l thun 

peo ple with o ut ep il epsy (Epilcpsy Ontario , 2008). 

, 
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Similar to the impact o f epi lepsy on ado lescents, Sud hir et a I. , (200 I) mainta in that 

di abetes places g reater emotional d ifficult ies and stress on ado lescents due to the longer 

durati on of the d isease, illness being supe r imposed on the phase of behaviour and 

ph ysica l deve lopment, and consequence o f the di sease itse lf in te rms of life expectancy 

and compl ications. 

Diabetic care requires many inj ection o f insulin per day, multipl e glyca mic contro ls and 

speci fi c diet in order to obtai n sati sfactory metabo li c contro l with an impact on dai ly 

phys ical , emotional , and soc ia l we llbe ing of the ind iv idual and parents (Ausli et a I. , 

2007). When diabetes is not managed effec ti ve ly, there is the potentia l fo r seri ous hea lth 

consequences in both the short-term (e.g. coma) and long term (e.g. blindness, kidney 

d isease, c ircul atory prob lems) (A miel et aI. , 1986 c ited in Helgeson et a I. , 2007). 

Managing type I diabetes is pa rticul arl y d iffic ult during ado lescence, as many other 

developmental demands impinge upon the yo un g di abeti c makin g it more s tre~sful. The 

changes associated w ith ado lescence such as preoccupati on with body, stri ving for 

auto nomy and independence as aga inst the restrict ions im posed by the parents, need for 

peer affili at ion and acceptance all c lash w ith d iabetes regimen (S udhir et a I. , 200 1). Not 

surpri s ingly, ado lescents have worse metabo li c contro l than yo un ger children and adu lt s 

which is partly due to the decrease in ins ulin sensit ivity assoc iated w ith puberty and 

partly due to ado lescents engaging in less sc lfca re behavio r (Helgeso n et a I. , 2007). 

The psychosoc ia l adjustment of epilepti c and d iabet ic ado lescents is a loose ly treated 

issue in nationa l resea rch undertakin gs. Yet, a foc us on th e adjustment of these 

chronica ll y ill ado lescents fro m a psycho log ica l as we ll as socia l standpo int is essentia l to 

catch the who le p ictu re of the ir bu rden. With such convicti on, th is study tried to dea l wi th 

th e fo ll owing resea rch questi ons. 

• 
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1.2.1 . Research Questions 
The current study a ims at address ing th e foll owing research questions: 

• Is there any statistically s ignifi c3t1l diffe rence in the psychosoc ial adjustment of 

• 

• 

• 

• 

• 

epileptic, diabetic, and ' healthy' ado lescents? 

Is there any stat istica ll y significant gender di fference in the psychosoc ial adjustment 

of ep ileptic, diabetic and ' hea lth y' ado lescents? 

Is there any stati stically sign ifi cant age differencc. in the psychosocia l adjustment of 

epi leptic, di abetic and ' healthy' adolescents? 

Is there any statistically s ignificant difference . 111 the psychosocial adjustm ent of 

ep il epti c and diabetic ado lescents as a fu nct ion of hea lth attack frequency? 

Is there any statistical!y significant diffe rence in the psychosoc ia l adjustment of 

epileptic adolescents and diabetic ado lesce nts as a funct ion of il lness duration? 

Is there any statistical ly s ignificant d ifference in th e psychosoc ia l adjustment of 

epilepti c and diabetic ado lescen ts as a functi on of attitude towards illness? 

1.3. The Significance of the Study 
The current study shoul d pro ve to be s ign ifi ca nt s imply because it dea ls with iss ues 

related to ado lescents , who constitute a notable propOJ1 ion of th e popul~tion and who 

have mu ch of their lives forward. The fa ct that it dea ls with a spec ia ll y torm ented 

segment of adolescents (those with chroni c hea lth conditions - diabet ics and epileptics) 

fu rther amplify its s ignifi cance. 

The study 's foc us on the psychosoc ia l adjustment o f these segments of adolescen ts . 
, L ' 

hopefu ll y un cove rs useful information regardin g the ir psycho log ica l as we ll r.s soc ial 

adjustment problems. Co nsequently, in addi ti on (0 providing base l inc information on 

the ir psychosocia l adj ustm ent statu s, such information probab ly instigates services aimed 

at redress ing their adjustment pro blems with a renewcd focLis on psychosoc ial is sues 

paralleling the medical concern. 

5 



The study may a lso tempt hospita ls or other suppo rt cente rs to reco nside r th e adequacy 

and effi cacy of th e c lini ca l support they extend to ad o lescents w ith chro ni c hea lth 

condition in meetin g psychosoc ia l needs. 

The famil y and th e community at large, who very close ly interact w ith the ado lescents 

with the chroni c hea lth conditi ons, may a lso ga in insight rega rd ing the soc ia l and 

psycho log ica l adjustment challenges the adol escents face and may use such info rm ati on 

to better the ir chall enges. -

Obviously the study could prove to be a useful reso urce material fo r po li cy makers and 
- -

ado lescent-focused hea lth care providers in Ethiopia. Moreover it may inspire oth er 

research und ertak ings in th e area. 

1.4. Objectives 
The general objecti ve of the study is to see the psychosocia l adjustment o f ado lescents 

with chroni c hea lth cond itions, namely adolescents with epilepsy and di abetes. Moreover 

the study a ims to explore into re lati onships/assoc iat ions between certa in va ria bles and th e 

psychosoc ia l adj ustment of epilepti c/d iabeti c ado lescents. 

The spec ifi c obj ect ives or th e study include: 

6 

• To examine if the psycho log ica l and socia l adjustment o f ado lescents wi th 

chronic illness (diabetes and epilepsy) is any di fferent as compared to adj ustment 

of ' health y' ad o lescents (ado lescents w ithout a s ignificant health prob lem). 

• To examine whether some variables (age, gender, illness durati o n, attack 

frequ ency, and att itude towards illness) have ro les in the psycho log ical and soc ial 

adj ustment of epileptic and di abeti c ado lescents. 



2. REVIEW OF LlTRATURE 

2.1. Defining chronic health condition, diabetes and epilepsy 

2.1.1. A chronic health condition 

The word chronic is given a number of definitions. It is typically used for co nditi ons, 

illness and disease last in g three months or more (Finseth , 2009). A more exp lanatory 

definition to the word maintains that it is illness that is life long in duration, treatab le but 

rarely cured completely, and re1:Juiring persistent self management behaviours (Chr-onic 

illness self management in children, 2003) . 

Chr-onic illness have one or more of the following characteristics: It is long·term or 

permanent; it leaves a res idual disability; its causes, natural course, and treatment are 

ambiguous; it is degenerative ; it requires special training of the patient for rehabilitatio n ; 

and it requires a long period of supervision. Examples of chronic illness include asthma, 

allergies, heart disease, diabetes, hypertension, stroke, epilepsy, cancer, cysticjibrosis. 

sickle-cell disease, varicose veins, arthritis, cirrhosis of the liver, renal disease, and 

mental illness. As th ese examples suggest, chronic illnesses ran ge in seve rity from those 

that are relatively mild and can be contro ll ed by medical therapies and chan ges in health 

behaviors to those that are severe, degenerative, and terminal, causing di sab ility and 

creating the need for long-term , extens ive medical care (Chronic illness-s ickness in 

historical context). 

2.1.2. Diabetes 
The term di abetes with out qualification usuall y refers to diabetes mellitus which IS 

associated with excess ive sweet urine ("glycosur ia") but there are othe r several rare 

conditions also nam ed diabetes , the most co mmon of which is diabetes ins ipidus 

(Wikipedia,2009) . 

Diabetes Mellitus is a chr-on ic hea lth co ndition in which the pancreas produces 

insuffici ent amou nts of insulin , or in whic h the body's ce ll s fail to re spond appropriatel y 

to insulin. In su lin is a hormone that he lps the bod y's ce ll s absorb glucose (sugar) so it can 
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be used as a source of energy. In people with diabetes, glucose level s build up in th e 

blood and urin e, causing excess ive urination, thirst, hunger, and problems with fat and 

protein metabolism. Diabetes mellitus differs from the less com mo n diabetes ins ipid us, 

which is caused by lack of the hormone vasopressin, which controls the amount of urin e 

secreted (Encarta, 2009). 

There are three main types of diabetes: type one, type two, and gestat ional diabete s. Type 

one diabetes is an autoimmune dis6ase where the bod y immune system destroys th e 

insulin producing beta ce ll s in the pancreas. It is also known as child onset, juvenile or 

insulin dependant diabetes. It can appear at any age, although commonly under 40, and it 

is triggered by environmenta l factors such as Viruses, diet or chemicals in people 

genetical ly predisposed . People with type one diabetes must inj ect themselves with 

insulin several times a day and fo ll ow a careful d,et and exercise plan (Enearta , 2009, 

wikipedia, 2009, National Institutes of Hea lth , 2008). 

In type two diabetes which is also called adult onset, obesity related or non in su lin 

dependant diabetes, the pancreas cell makes some insu lin but cells can't usc it very we![ 

It is stro ngly genelic in o ri gin but life style factors such as excessive weight, inacti vit y, 

high blood pressure and poor di et are major risk for its development. Type two diabetes 

may be treated by dietary changes exercise and or tablet. Insu lin may later be required 

(Encarra, 2009 , w ikipedia , 2009, Natio na l Institutes of Health, 2008). 

Gestational diabetes occurs when women are pregnant. It increases the risk o f gettin g 

diabetes, mostly type two , for the rest of the pregnant wome n's li ves and it al so rai ses 

the ir children's risk of bei ng over weight and gettin g diabetes type two. ~isk factors for 

gestat ional diabetes include family history of diabetes, increasing maternal age , obes ity 

and being member of commun ity or ethn ic group with a high risk of developing type IWO 

diabetes (Encarta, 2009, wikipedia , 2009, National Institutes of Hea[th , 2008). 
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2.1.3. Epilepsy 

Ep il epsy is a chronic neurological disorder whi ch can be defined in ph ysiologica l terms 

be ing "the name for occasional, sudden, excessive, rapid and local di scharge of grey 

matter". It can also be defined clinically as an intermittent, stereotyped disturbance of 

consc iousness, behaviour, emoti on, motor fun ction, o r sensati on that on c linical ground is 

believed to result from cortical neuronal di scharge. Epilepsy can then be defined as a 

condition in which seizures recur, usuall y spontaneo usly (Chadwick, 1994). 

Peop le have seizure when the electrical signal s in the brain misfire. The brain 's normal 

.e lectrical activity is di sturbed by those ove r active electrical di scharges causing a 

temporary communication problem between nerve ce lls . When epileptic people have 

se izure, he Ishe may lose consc iousness, make invo luntary motions or experience unusua l 

fee ling or sensation such as unexpected fear. After a se izure the person may fee l tired, 

weak, or confused (Dowshen, 2007). 

Although it is difficult to pinpoint exactly what causes epilepsy in particular individuals, 

sc ientists have identified some of the thin gs that make a person more likely to deve lop 

epilepsy: brain injury, such as from a car crash or bike accident; infection or illness th at 

affect the developing brain of a foetus durin g pregnancy; lack of oxygen to an infants 

brain during child birth ; meningitis or any oth er type of infection that affect the brain; 

brain tumours or strokes; po iso nings such as lead or alcohol poisoning (Dowshen, 2007). 

Whil e there are over forty types of se izures, most are classed w ithin two main categori es: 

partial se izures and generali zed se izures. Parti al se izures occur when excessive e lectri cal 

activity in the brain is limited to o ne area where the two most common types of which are 

s imple partial seizures and complex partial seizures. Generalized se izures on the other 

hand occur when the excess ive electrical activity in the brain encompasses the entire 

organ. The two most com mo n forms are gene ra li zed absence se izure and tonic se izures 

(Ep il epsy Ontario , 2008). 

Sim il ar se izures may occur at different ages anel have va ri ed im pli cat ions; conversely, 

patients may ex pe ri ence different se izures durin g the course of th e ir ill ness (Chadw ick. 

1994). 
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Antiepilept ic dru gs (AEDS) successfull y co ntro l up to 70-80 % o f epile pti c se izu res. 

However, AEDS do not cure epil epsy, they only provide contro l. Surgery may be 

required when se izures are th e prod uct of brain problem (brain tum our) where se izures 

occur hund reds of a day mak ing no rm al life imposs ible . A we ll roun ded approach to 

se izure contro l includes dru g treatm ent, carefu l avoidance o f perso na l se izure trigge rers 

and the use of a lternative therap ies help preve nt se izures and red uce stress (Epilepsy 

Ontario, 2008). 

2.2. The prevalence of diabetes and epilepsy 

Chronic d iseases are increas ing in g loba l preva lence beco min g part of the hea lth bu rden 

in many deve lop ing co untri es. A lthough survey fro m coun tries in a ll corners of th e world 

reveal signifi cant hea lth and economic consequ ence from chronic d isease, the greatest 

impact is like ly to occur in the poo r co unt ies that are least ab le to respond to the di seases 

(Nugent, 2008). 

2.2.1. The prevalence of diabetes 

Diabetes, particula rl y di abetes mell itus, is a worldw ide chroni c d isease w ith var iab le 

prevalence (Fe limban, Hanif, & A I-A lmaei, 1998) . It is a major cause of morbid ity and 

mortal ity that place huge stra in o n public hea lth fundin g. At prese nt, the disease has 

reached epide mic proporti ons, affecting more than 170 milli on peop le wo rl d wide, with 

an estimated increase o f at least 50% by 20 10 espec ia lly in deve loping countri es. It s 

prevalence is expected to do uble to about 300 milli on by the year 2025 (Papadopo ul os et 

a I. , 2007). 

As complete census in Afri ca is ra re and migratio n in and out of the study areas is 

comm on, assessi ng the inc idence of di abetes in the populat ion is di ffi cult. However, 

some popu lati on based studies cond ucted in so me Sub-Saha ran co untri es indicated the 

prevalence of type I d iabete s as rarer in A frica than e lsew here. Though com municable 

diseases make up th e greatest burdcn at the moment, it is esti mated that by 2020 non­

communicab le di seases inc luding hypertcns ion and diabetcs w ill outstr ip communicable 

d iseases as cause of death (Ka lk,Hud dl e & Raa l, 1993 ; Laster, 1984 cited in Mba nya & 

Ram iaya , 2006) 
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In Ethi op ia a popu lat ion based study conducted near Gonder on 238 1 persons indicated 

the overa ll preva lence of di abetes to be on ly 0·.5%, however 86% of th e population 

screened were under 20 years of age and the preva lence was 2.4% in those over 40 

(Lester, 1991 ). According to the Diabetes Atlas (2003), however, the prevalence of 

diabetes in Eth iop ia was estimated to be 1.9% for those between 20-79 age limits and 

1.7% for those less than 14 years. 

2.2.2. The prevalence of epilepsy 

Ep il epsy o~ recurrent se izure is the most common serio us neuro log ica l disorder in 

childhood (Hauser 1994 & Shorvon 1996 c ited in Austin , et aI., 2006). Epilepsy is the 

world 's most common neuro logical disorder, a ffecting rough ly 50 million people 

world wide (Jacoby, 200 I cited in Panter, 2004). Popu lation based studies repo rted that the 

prevalence rates of epil epsy to be from 3.6 to 4.2 per 1000 fo r children in developed 

countries and approx imately double these ra te in developing co untri es (Ro nen, Stre iner 

& Rosenbaum, 2003). 

Studi es performed on popu latio n Size up to 1000 indi cated th e preva lence rates of 

epil epsy in African ranges from 13 to 58 per 1000 . Five case co ntrolled incidence studi es 

conducted in fiv e African countries indicated that th e nu mber of new cases of epilepsy 

detected among 100,000 peop le during one year were 85 in Burkin a Faso, 64 in Ethi opia, 

73 in Tanzani a, 199 in Togo and 156 in Uga nda .These inc idence rates are hi gher than 

those repo rted from the deve loped wo rld which usuall y range from 40 to 70 per 100,000 

(World heal th organization, 2004). 

Studies on epilepsy in Ethiopia ind icated that there are a ro und 400 ,000 people with 

epil epsy aro und 85% o f whi ch are children (epilepsy associati on Ethio pia). Ne uro logists 

in Africa region when interv iewed usua ll y report that epi le psy is th e seco nd or third 

reason fo r consu ltat ion after headaches or pe rip he ra l ne uropathies and the second or th ird 

reason for hospitalization after stroke and sp inal co rd patho logies . Like most other places 

in the worl d, the highest age speci fic in c id ence occurs from 0 to 20 yea rs (Ndiaye 2000, 

Teke lehia manot et a I. , 1997, and Hause r 1995 c ited in World health organi zation, 2004 ). 
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T he incidence of epil epsy in Ethi op ia is hi gh. A hi gh inc idence in com bination w ith a 

prevalence of epilepsy are comparab le to that in the rest o f the world may be exp la ined 

by a hi gh degree of spo ntaneous remissio n of epile psy and/or a hi gh morta li ty due to 

ep ilepsy. (Tekle-H a imanot, Forsgren & Ekstedt, 1997). 

2.3. The impact of chronic health conditions on adolescents 
Adolescence is a tu rbu lent period of deve lop ment marked by identity formation and se lf 

de finiti on. Adolesce nts engaged in social activ ities begin to prepare for employment and 

relationships. These are a ll im portan t aspects in the move towards achi evi ng 

independence. It is these recogni zed as a cruc ial time for acqu is iti o n of knowl edge and 

socia l skill s that allows the natura l integrat ion into society (Baker et aI. , 2005). 

Young people with chroni c hea lth condit ion experience many so urces o f stress. A chronic 

illness affects the phys ical , cognitive, soc ial , and emotiona l spheres of development for 

ado lescents with repercuss ions for si blings and parents (Yeo & Sawyer, 2005). The 

increase in day to day care g ivi ng req ui rement, the complex ity of di sease management 

activ ities, life style, and famil y dynamics , a lone or collective ly may influence long term 

hea lth outcomes. The ado lescent is affected perso na ll y by the patho logy of the d isease , 

side effects of treatment, and by the required life sty le and hea lth management (B rown et 

a I. , 2008). 

2.3.1. The impact of epilepsy on adolescents 

Recent studies have demonstrated that for ado lescents with e pilepsy the particul ar period 

may be difficu lt to negoti ate as epi lepsy can have impact on man y aspects of the 

ado lescent life (Baker et a I. , 2005). 

Epi lepsy is character ized by its ep isodi c and chro nic nature, the seizure usua ll y prod uce 

bri ef period of d isruption wh ich inc lude phenome na such as lose of consc iousness, bodi Iy 

d istorti on, injuri es, unusual and often frightening psyc ho log ical experience as we ll as 

ur inary bowel incontinence. The unpredi ctabi lity o f se izure recurrence is a co nstant treat 

to the patient w ith ep il e psy and hi s /he r fam il y. Apart from the ep isodic se izure th ere are 
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many othe r ever prese nt factors, soc ial , psycho log ical , behav ioura l, educati ona l, cultura l 

and so fo urth wh ich a ffect the lives of children with epil epsy, the ir famili es and the ir 

close socia l networks. These facto rs vary cons iderabl y fro m one pe rson to the next but 

have s ignifi cant impact on dai ly qua lity of li fe in every a ffected indi vi dua l (Ronen, 

Stre iner & Rosen baum, 2003). 

A diagnos is of ep ile psy has been fo und to ca rry with it; concern s abo ut se izures, the 

bu rden of having to take medicati on, and the fears o f others reacti o ns. Peop le w ith 

epil epsy suffer as mu ch from a socia l di sease as a neuro log ica l d isorder. Indi viduals w ith 

the di sorder report a s ignificant impact of epilepsy in terms of reduced soc ial and le isure 

opportuniti es, and poo r self esteem compared w ith indi v idua ls w ithout- the co nditi on 

(Jacoby et a I. , 1996 c ited in Panter, 2004). Studies have shown that peo ple with ep ilepsy 

are at greater ri sk of psychopatho logy and more like ly to be soc ial ly dys functio nal than 

people w ith out epil epsy (Epilepsy O ntario, 2008). 

2.3.2. The impact of diabetes on adolescents 

Similar to the impact o f epilepsy on ado lescents, Sudhir et a l. (200 I) maintai n that 

di abetes places greater emotional diffi culties and stress on ado lesce nts due to th e longer 

duration of th e di sease, illness be ing super imposed o n th e phase of be hav iou r and 

ph ys ical deve lopment, and conseq uence of the disease itse lf in terms o f life ex pecta ncy 

and co mpl ications. 

Diabet ic care req uires many inj ecti on of insulin per day, multipl e glyca mi c co ntrol s an d 

spec ific di et in orde r to obtain sati s factory metabo li c co ntro l w ith an im pact on da il y 

physical , emoti onal , and soc ia l we llbe ing of th e ind ividua l and pa rents (A usli et aI. , 

2007). Wh en diabetes is not managed effecti ve ly, th ere is a pote ntia l fo r serious hea lth 

conseq uences in both th e short-te rm (e.g. co ma) and long term (e.g. bli ndness , kidney 

d isease, c ircul atory pro bl ems) (A mi c i et a I. , 1986 c ited in He lgeso n et a I. , 2007). 

Managing type I d iabetes is pa rticula rl y d iffi cu lt during ado lescence, as man y o ther 

develo pmental demands im pinge upon the yo ung di abet ic makin g it mo re stress fu l. T he 

changes assoc iated with adolesce nce such as preoccupatio n wi th body, striving fo r 
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autonomy and independence against the restrictions imposed by the parents, need for peer 

affi liat ion and acceptance a ll c lash w ith diabetes regimen (S udhir et ai. , 200 I). Not 

surpri s ingly, ado lescents have wo rse metabo lic contro l than you nger ch il dren and adulls 

which is partly due to the decrease in insulin sensitivity associated w ith puberty and 

partly due to adolescents engag ing in less se lf care behav iou r (Helgeson et a i. , 2007). 

2.4. The psychosocial adjustment of adolescents with a chronic 
health condition 

The definition of psychosocial lS pertain ing to or concernmg the mental factors or 

activities which determine the soc ial re lation of an ind iv id ual (C hi-wan, 2007).Young 

indiv idua ls with chron ic health cond ition·· and their fami li es experience more difficulties 

with psychosocial adjustment than hea lthy you ng people. Secondary emotional problems 

among children w ith chronic disorders have been reported to be significantly greater than 

among healthy ch ildren. The range of psychological problem which deve lop is non 

specific and includes, depress ion , anx iety, eating disorder, conduct di sorders, 

oppos itional behaviour, suicide treats and sleep di sturbance (Swanston, Wi lli ams & 

Nun n, 2000). 

2.4.1. Self-esteem in adolescents with a chronic health condition 

Rosenberg (1965) made an im portant contributi on to defining self-esteem by introducing 

the concept of "worthiness". "Worthiness" is whether a person judges him or herself as 

good o r bad and is therefo re an evaluative altitude towards oneself. Forming attitudes 

about oneself is very complicated because it imp li es some ki nd of comparison w ith 

others, the forming of va lue judgments and is rooted in a social or cu ltura l base (James, 

2002). 

Recent studies confi rm that se lf-estee m is lower in chronically ill ch ildren than in health y 

children. In one stud y self worth was lower in asthmatic child ren than children with 

diabetes or cancer or healthy children. There were 25 subj ects per group, and the subjects 

had been ill fo r at least 6 months, attended an out patient c linic, and did not have a siblin g 

or pa rent wi th chron ic illness . Lower se lf-esteem was correlated w ith increased 

depression sco res in the asthmat ic chi ldren (B urke & Ell iolt, 1999). 
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In other study self-estee m was corre lated w ith depress ion sca les scores in 80 

consecuti ve ly referred adolescents with s ickle ce ll d isease (n=20), asthma (n=40), or 

d iabetes (n=20). In this stud y the subjects had been ill for at least 2 years and hospitalized 

at least twice in preceding year. Self-esteem was lower in chroni ca ll y ill children than in 

random sample hea lth y chi ldren drawn from local schoo l matched for age and gender 

(B urke & Elliott, 1999) 

2.4.2. Depression in adolescents with a chronic health condition 

Ado lescence is a period marked by profound bio logical, soc ia l and psychological 

deve lopment changes. Depress ion and other di sorders are common prob lems among 

adolescents, -but are under d iagnosed. Signs of depress ion are o ft en di sm issed as 

"normal" reacti o ns in thi s age group and depressed ado lescents may appear irri tated, 

board , and impuls ive (Verrotti et aI., 2008). 

Depression is a frequent and significant complication of chronic illness that increases 

med ica l morb idity as well as cost of medica l care (Burke & Elliott, 1999). It is much 

more common in ado lescents w ith chronic disease, especia ll y in epilepsy and diabetes 

(Ve rrotti ct aI. , 2008). Depression and anxiety exert a profou nd negat ive effect o n hea lth 

re lated qua li ty of li fe in chro nically ill patients ,for instance, a stud y by Ch io-Kwon et al. 

(2008) cited in Kimiskid is et al. (2007) reported that depress ion and anxiety exp la ined 

more variance in health related quality of li fe of ep il epti c patients than did any othe r 

se izure related o r demographic variables 

Depression in children and adolescents is associated w ith significant impairment 111 

socia l and fam il y relationsh ip as we ll as increased ri sk of suicide. (Burke & Elliott, 

1999). 

2.4.3. Social isolation and loneliness in adolescents with a chronic 
health condition 

Soc ia l iso lation is an object ive measure of social interaction, while soc ia l lone li ness is 

cons idered to be the subject ive express ion of dissat isfaction with a low number of soc ial 

contacts. Soc ial iso lat ion is sometimes referred to as a loneness or so litudc. Those who are 
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often alone, however, are not necessa rily lone ly, as so litude can be a perso na l cho ice. 

Soc ial lone liness is defi ned as negat ive fee lings about be ing a lone, and as such is an 

experience that occ urs irrespective o f choice. Social lone li ness, then, can be th o ught of as 

negatively perceived social iso lation . As a social concept, then, loneliness emphasizes the 

importance of social percept ions and eva luations of an indi vidual 's personal 

re lationsh ips. It includes those si tuations where the number of exist ing re lationships is 

smaller than an indi vidua l find s des irable or acceptab le. It is poss ible, then, fo r two 

persons with the same number of. soc ia l contacts to perce ive these contacts different ly. 

Therefore, one person may express soc ial lone liness whi le the other does not. (Hall & 

Havens, 1999). 

Young people with chronic illness ofte n report a sense of a lienation from th ei r pee rs and 

frustration w ith the requirements of managing the ir co nditi on and negot iat ing the hea lth 

care system (Yoe & Swayer, 2005). There may be prob lems at schoo l, inc lu d in g 

deterioration in schoo l performance or withdrawa l from soc ial interact ion. There may be 

problems in understa nding th e conditi on, the young person may not understa nd what is 

happening to them or may be li eve the condition is punishment to them (Swa nston, 

Williams & Nunn, 2000). 

2.5. The psychosocial adjustment of diabetic adolescents 

The importance of the life experience in the onset and course of diabetes has been a 

constant topic of discussion s ince Tomas wi ll s 300 years ago remarked up on the sweet 

test of urine of a few of hi s patients , and sa id that the disease was caused by prolonged 

sorrow (Katz, 195 7) .T here is a great psychological demand on the chron ica ll y ill child 

with diabetes mellitus. These demands often exceed the ir capac ity to und erstand or cope 

(A llen et ai, I 987cited in Su ltana, Oommen & Shanmugham, 2007) 

Kathryn (200 1) cond ucted a longitudina l stud y to determine the clinical and 

psyc holog ica l cou rse o f diabetes through ado lescence and the relati ons hip w ith glycemic 

control in yo un g ad ulthood. A tota l o f 76 in d ividua ls (43 ma le pati ents, 33 female 

pati ents) aged 11- 18 years comp leted baseline assessments, and 65 indi v idual s (86%) 
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were re-interviewed as young adu lts (20- 28 years of age). Longitudinal assessments were 

made of g lycemic control, weight gain, and development o f complications. Adolescents 

completed self-report questio nnaires to assess emoti onal and behavioural problems as 

well as se lf-esteem. The result showed that glycemi c control was not good in late 

adolescence and was worse in femal e parti cipants. The proportion of ind ividua ls who 

were overwe ight increased during the 8-year period from 2 1 to 54% in femal e pati ents 

and from 2 to 28% in male patients. Se ri ous di abetes-related events included death in one 

patient and cogniti ve impairment in two patients. Seven female patients (27%) and three 

male patients (8%) scored as sufferin g from a psychiatric disorder o n the Clinica l 

In te rview Schedule. During the study period , psyc)liatric referrals had been sought for 

four male patients (10%) and seven female patients (23%); reasons were varied and 

incl uded assessment for repeated time out of schoo l, treatment for an eating disorder, and 

depress ion. 

On the contrary (Hanstead , 1989 c ited in Su ltana, Oommen & Shanmugham, 2007) 

examined how Type I diabetes experienced their quality of life and whether sex, age, 

socia l statu s, education, di sease duratio n, Hbal regi men and complications had an y effect 

on quality of li fe . The study inc luded 247 Type I diabetes and results indicated that 80% 

of them repo rted adequate qua li ty o f life. The author thus concluded that a maj ority of th e 

patients experienced a satisfactory qu ality of life despite having to live with a chroni c 

illness such as di abetes. 

Helgeson et al. (2007) conducted a study to determine weather diabetes is associated with 

psychosoc ial difficulties over the transition to ado lescence. They compared 132 

ado lescents w ith diabetes with 131 healthy ado lescents on indices of psychosoc ial 

functionin g for three years and they fo und no group difference in depress ive symptom 

anxiety, ange r, or behavioral prob lems. Howeve r, ado lescents w ith diabetes showed a 

dec line of social accepta nce compared with hea lth y ado lescen ts. ove rtime dep ress ive 

symptoms and anxi ety increased and se lf-worth decreased fo r females but not males; 

however thi s diffe rences are not qualified by gro up thus they concluded that diabetes is 

not assoc iated with indicators o f psyc ho logica l di stress from early to middle adolescence 

bu t may be associated wi th thc emergence of soc ial d iffi culti es. 
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2.5.1. Self-esteem in diabetic adolescents 

Ado lescents with insulin-dependent diabetes mellitus (DM) face 
. . 
increas ing 

respo nsib ili ties fo r manag ing the ir own treatlnent. Fo r so me, im plement in g their 

treatment regimen enhances diabetes self-effi cacy be liefs because they we lcome th e 

chance to exert control over the ir illness. Other adolescent pati ents, however, fee l 

ove rwhe lmed and helpless (G rossman, Brink & Hauser, 1987). 

A growing nUjnber o f studi es have focused on stud ying the influence of DM , its 

compli catio ns and the handling of the indi viduals' quali ty of life (Q L). For so me authors, 

QL has been as important a vari able as metabolic co ntro l. Besides, it is be li eved th at 

ado lescents with DM are less suscept ible to deve lop psychiatric di sorde rs, w ith low SE 

among them (Novato, Gross i & Kimura, 2008). 

Pompili et et a l. (2009) evaluated the perceived quality of life and its assoc iation w ith 

suicide risk in 100 pati ents w ith di abetes as compared to inte rna l medi ci ne o ut patients. 

The authors used Beck hope less ness scale ; the suic ide score scale, the SF-36 hea lth 

survey question naire , and the genera l se lfe e fficacy scale . The res ults revea led that 

patients w ith di abetes showed greater hopelessness and suic ide ideation than interna l out 

patients. Poor quality of life was re lated to low se lf-effi cacy, h igh ho pe lessness, and 

sui c ida li ty . 

Su ltana, Oom men and Shanmugham (2007) after stud ying 30 Insuli n Dependent Diabetes 

Me llitus (lDDM) children and the ir mothers to understand psycho log ica l adjustment in 

juve nil e d iabetes reported th at on genera l se lf-estee m, IDDM child ren scored 

s ignifi cantl y lower than contro ls. However, on the li e sca le, th e IDDM children scored 

signi fi can tl y hi gher. Thi s cou ld indicate that the IDD M child ren a re defensive and do not 

re port honest ly about se lf-estee m issues. They a lso fo und o ut that il lness has s igni ficant 

impact on both the child and the ir famili es' .most pare nts we re wo rri ed that the ir chil dren 

cou ld inj ure themse lves whil e play in g and fo und them moody because o f the ir illness. 
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2.5.2. Depression in diabetic adolescents 
Studies suggested that diabetes is a risk for depress ion com pared to those with o ut th e 

di sorder. 

wittemore and Tamborlane (2002) c ited in Sultana, Oom men and Shanmugham (2007) 

studied the natural hi story and co rre lates of depress ion in typel diabetes in chil dren and 

indicated that, depress ion tends to be more sever, and takes longer to reso lve in youth 

with d iabetes. They al so stated that depress ion may be associated with poor metabo l ic 

control whi ch may lead to complicatio ns and poor outco mes. Youth with diabetes and 

depression are like ly to have another comorbid co nditi ons such as eating disord ers, 

adjustment disorders o r anxiety di so rders espec ia ll y in ado lescents. In another study of 

74 ch ildren w ith newly diagnosed d iabetes eva luated for 3 months after d iagnosi s, 

12% had an adj ustment disorder wi th depressed mood and 4%had major depress ion 

(Burke & Elliott, 1999). 

Mollem et a!. (200 1) reported that diabetic patients who suffe r from extreme fear of self­

injecting or fear of self-testing repo rt s ignificantl y h igher level s of diabetes re lated 

emotional di stress and poor ge nera l wel lbeing (S ultana, Oommen and Shanmugham, 

2007). 

2.5.3. Loneliness and social isolation in diabetic adolescents 

The soc ial discrim ination though subtle and vei led can not be escaped in diabeti c 

patients, and o ften seen in form o f stigma li ke de lay in marriage o r reduced job 

opprtiounity (Dwivedi , 2008). 

Groose, Wildman and mullet, ( 198 1) indicated di abetic children to be emba rrassed, 

as hamed and uncomfortable abo ut thei r disease. They suggested that they cou ld benefit 

fro m psycho ed ucation and soc ia l sk ill tra ining th at would help them to co pe more 

effecti ve ly in soc ial s ituation (S ultana , Oommen and Shanmu gham , 2007). 

Helgeson (2007) co ndu ct a stu dy to determine weathe r diabetes is assoc iated with 

psychosoc ia l d iffic ul t ies over the transitio n to ado lescence. They compared 132 

adolesce nts wi th di abetes w ith 131 healthy ado lesce nts o n indices of psyc hosocial 
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runct ionin g fo r three years and they fo und no group difference in depress ive symptom 

anxiety, anger, or behav iou ral problems. However, ado lescents with diabetes showed a 

dec li ne or soc ial acceptance compared with hea lthy ado lescents whi ch lead them to the 

conclusion that diabetes may be assoc iated with the emergence of soc ia l diffi culti es from 

earl y to midd le adolescence 

2.6. The psychosocial adjustment of epileptic adolescents 

Childhood epilepsy is one of the most im portant and preva lent neuro logical condit ion in 

the develop ing yea rs. Persons w ith childhood onset epilepsy are at greate r ri sk for poo r 

psychosoc ia l o utcome (Ronen, Streiner & Rosenbaum, 2003). 

Hi storica ll y, ep il epsy has been cons idered a cu rse of the gods, ' demonic possession,' and 

a form of madness, consequentl y ep ilepsy is a cond ition that has been feared and rejected 

(Masia el ai, 1999 c ited in Panter, 2004). 

When one sea rches the literature for the link between "psychosocia l" and "epilepsy" ,it 

yields artic les covering variety of areas includ ing psychi atric proble ms (mood d iso rde rs, 

anx iety ,attention d iso rder), fee ling of shame, fear, and worry, low self-esteem, and se lf 

mastering, edu cation , employment, dat ing, marriage and ch ild bearing, fami ly, cogn itive 

funct ion , poor qua lity of life, stigma etc (Chi-wan, 2007). 

Epilepsy is also associated with increased morbidity, both as a resu lt of se izure-related 

acc idents and injuri es as an outco me of the effects of antiepileptic medication , and as a 

resul t of psycho log ica l di stress (S horvon, 1998 cited in Panter, 2004).The prevalence of 

psycholog ica l morbidity has been shown to be substa ntially hi gher among peop le with 

ep il epsy than those wit hout. Psycho logical morbidity includes inc reased anx iety and 

depress ion, soc ia l withd rawal and iso lation and a reduced sense of maste ry and con tro l 

(Matthews & Barabas, 1981 c ited in Panter, 2004) . 

Baker et a l. (2005) in vestigated psycho logica l and social impact of epilepsy on 

adolescents in compari so n to health y contro l subjects and indicated that ado lescents with 

epilepsy showed s ignifica ntly hi gher leve l of depress ion, soc ial anxiety, and hi gher 

number o f obsess ive sym ptoms than ado lescent with out ep il epsy. Moreove r among 
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ado lescents wi th ep ilepsy hi gh se izure frequency was sign ificantl y assoc iated w ith low 

se lf-esteem and low level of ep il epsy knowledge was s ignificantly assoc iated with hi gher 

leve ls of depression, lower se lf-esteem, and hi gher soc ia l anx iety. 

A study conducted in fini sh on people w ith childhood onset epilepsy without any co 

morbidity followed for 35 yea rs showed that many patients had prob lems with soc ia l 

adj ustment and competence as ad ults (Ronen , Stre iner & Rosenbau m, 2003). 

2.6.1,' Self-esteem in epileptic adolescents 

Ep il epsy has been shown to have a negat ive effect on sel f esteem espec ially in children 

for it~s often difficult to cope with the unpred ictability of the se izure disorder. They o ften 

have fee ling of em bracement gui lt, and rejection which can make play schoo l and famil y 

life awkward and discouraging. (Epi lepsy Ontario, 2008). 

Hoare & Mann, (1994) investigated the relationship between se lf-esteem and behavioral 

adjustment in two groups of children with chronic illness, one w ith ep il epsy and the other 

diabetes. A total of 62 chi ldren with epilepsy and 9 1 ch ildren w ith diabetes were 

recruited from the tota l population of chi ldren aged 8- 15 attending the epi lepsy and 

diabetic cl ini cs at a children's hosp ital over a 12 month period. Se lf-esteem and 

behavioral adj ustment were assessed with the Harter and Achenbach Questionnaires 

respectivel y. The results showed the children with ep il epsy were consistentl y more 

behav iorall y di sturbed and had lower se lf-esteem than children w ith diabetes. 

Beker et a l. (2005) in their study of the impact of epilepsy o n ado lescents reported that 

ep ileptic adolescents had higher leve l of dep ress io n, socia l anxiety and lower leve l o f 

self-esteem compared to a random sampled hea lthy ado lescents matched fo r age and sex 

drawn from a loca l schoo l. The res ults also demonstrated that low se lfe esteem is 

assoc iated with hi gh se izure frequency and low leve l of ep il epsy know ledge. 

In contrast to these find ings out lining the negati ve impact of ep il epsy on self-esteem in 

ado lescent population , Reeve and Linco ln (2002) fo un d no signifi ca nt di ffe rence 

between adolescents w ith epi lepsy and con tro l group on measure o f se lf-esteem , affect, 

and se lf efficacy (Be ker et a I. , 2005). 



2.6.2. Depression in epileptic adolescents 

Depression is the most extens ively studied emotional problem among patients with 

epi lepsy where large number of contro lled Studies repo rting prevalence rates ran g ing 

from 3-55% (Kimi skid is et a I. , 2007). 

Depression is the most frequent psychi atri c comorbidity in patients with epilepsy .By the 

same taken, patients with depress ion are at hi gh risk of developing ep il epsy than contro ls. 

In popu lation base case con\rol study carried out in patients with newly diagnosed 

epi lepsy, Fosghen and Nystrom (1990) cited in Kanner (2006) reported that a hi story o f 

depress ion preceding the o nset of epi lepsy was seven times more frequent amo ng patient 

than age and sex matched controls. S imilarly, in population based study of th e inc idence 

of new onset ep ilepsy among adu lts aged 55 and older Hesdorffer et a l. (200 I) indicated 

epi lepsy patients were 3.7 more li ke ly to have a hi sto ry of depression preced ing their 

initial se izure than were controls (Kanner, 2006). 

Depression and suic ide tendencies are common in chronic disease espec ia ll y in epilepsy 

and diabetes (Verrotti et a l.. 2008). Two large meta anal ys is (Pompili et a I. , 2003 , 2006) 

of 30 studies compri sing 5 1, 216, people with ep ilepsy concluded th at suicide in patients 

with epilepsy is more freq uent than in genera l population (Ve rrott i et aI. , 2008). 

2.6.3. Social isolation and loneliness in epileptic adolescents 

The diagnosis of epilepsy is often fri ghtening and for patients with and their famil y. 

There remains a cons iderabl e misunderstand in g of the nature of epilepsy and is one of th e 

few organi c neu ro logica l diagnoses associated with considerable stigma. The fear evoked 

by unpredictable nature of the se izure may lead to soc ial w ithdrawa l w ith loss of exc itin g 

fr iendshi ps and inability to form new re lat ionships (Chadwick, 1994). 

Westbrook et a l. (1969) compared the socia l function ing of ado lescents with epilepsy, 

ado lescents w ith othc r chron ic illness and adolescents with ou t chronic illness. The res ult 

shows that adolescents w ith epilepsy we re s ignificantly more likely to repo rt that th ey 

rare ly di scuss their di so rder with others. Only 15% of th e rcspondents w ith ep il epsy sa id 
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that a ll of the ir friends knew about their disorder as co mpared w ith 59% of th e 

adolescents w ith othe r chronic illness (Baker et aI. , 2005). 

Baker et al. (2005) in th e ir stud y of the impact of epilepsy on ado lescents found that 

epil epsy does take a s ignificant to ll on soc ial aspects of ado lescents' li fe and manifests in 

e levated soc ia l anxiety. 

The findings outlined above suggested that ado lescents with ep il epsy face soc ia l isolation 

as the res ult of their diagnosis, to avoid the soc ial embarrassment of experi enc ing-seizure 

in publi c. The adolescents may increas ingly withdraw fro m soc ia l activ ity. In additio n, 

adolescents appear to deal w ith their diagnosis on their own beca use they are afr~id of the 

way in which the soc iety and the fam il y perceive them (Panter, 2004). 

2.7. Attitude towards illness and psychosocial adjustment 

Adjustment to one's illness durin g childhood sets the stage fo r later adjustment 111 

adulthood. Ado lescence is particu larly significant development pe riod for those w ith 

chronic hea lth co nditi on as successfu l negotiation of the ph ys ical, cogni t ive, soc ial and 

emotional chan ges takin g place as a result of puberty and maturatio n may be more 

chall enging aga inst a bac kgro und of illness (Stark, 199 1 c ited in Heimlich et a I. , 2000). 

The formation and conso lidation of personal identity and sense of self are criti ca l tas ks 

in adolescent. Feeling about ones illness may be intimate ly re lated to fee lings about one 

se lf. There for ado lescents att itud e towards their illness can inOuence th eir adjustm ent to 

their condit ion as we ll as their ability to meet some of the chall enges of ado lescence 

(Austin et a l. , 1998 c ited in Heimlich et a I. , 2000). For example, children who view th ei r 

illness negative ly (e.g ., believe the illness makes th em different fro m others or keeps 

them from ach iev ing goals) may be more li ke ly to w ithd raw o r fee l badly about 

themse lves. Children who adopt a more positi ve perspective, on the other hand (e.g. , 

foc us on positive as pects of the illness ex per ience, emphas ize what they can do rather 

than what they cannot do) , may di splay more res ili ence (A ustin & Huberty, 1993 c ited in 

LeBovidge Lavigne and Mille r, 2005) . 
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Child att itude towards ill ness was conceptualized as an impo rtant innuencc on 

adjustment. In a study of children with chronic arthritis Le80vidge Lavigne and Mi ll er 

(2005) chi ldren 's atti tud e towards their conditi on were found to moderate the relation 

between stress and chi ld adjustment .These authors proposed that a pos iti ve attitude 

buffers the impact of increased stress. 

Negative atti tude towa rd s hav ing a chronic cond it ion have a lso been related to increased 

depression , increased b~haviora l prob lems, and decreased academic ach i eveJ~ent in 

children w ith e ither ep ilepsy o r asthma (Austin et aI. , 199 1, 1993, 1994 c ited in Austin et 

a I. , 2006). 
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3. Methodology 

3.1 Research design 
The study employs a survey design in examining the psychological and soc ia l adjustment 

of adolescents endurin g an ep il eptic hea lth co ndit ion and a diabeti c health cond ition, both 

of whi ch are chronic health prob lems in adolescents. The study is so lely quantitative in 

its approach mak ing data obtained fro m the study participants open to statistica l 

procedures. 

3.2 Research setting 
The sites selected for the study were two hosp itals and three schoo ls located in Addis 

Ababa. T he hosp ita ls were the si tes where participants with ch ronic health cond itions 

(epileptic and diabetic ado lescents) we re recru ited for the study inclus ion while the 

schoo ls were the sites from which hea lthy ado lescents (those w ith no s igni ficant se lf 

repotted chron ic health profile) were taken . These stud y s ites were se lected "' 

convenience of the researcher an d in congruence wi th the research reso urces ava ilab le. 

The Yekat it 12 Hosp ital and th e St. Paulos Gcnera l Spec iali zed Hospital of Ad iss Ababa 

were the hospital sites for locat ing ado lescents with chronic health cond ition (epil ept ic 

and diabetic ado lescents). Both hos pital s operated unde r the auspices of T he FORE 

Mi ni stry of Hea lth and offered an espec ially dev oted med ica l treatment fo r diabet ic and 

ep il eptic patients on particu lar weekdays. 

The Yekatit 12 Hos pital , wh ich is located north of Addis Ababa, treated pati ents from a ll 

over the country com ing w ith referral s of other medical facilities. While th e St. Pau los 

General Specialized Hospita l, located North-West of Addis Ababa , also offe red a simila r 

service. Both hospitals offe red medica l services for epi lepti c and d iabetic o utpatient s at 

thei r pediatric and medica l departments. Ado lescents below the age of 14 were treated at 

the pediatric units and those above the age 14 at th e hos pital s ' medi cal unit. Both 

hospita ls ha ve an espec ia lly dedicated treatment day fo~ diabetic and epile ptic 

ou tpati ents, one week day for each. 
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Altho ugh a we ll documented informat ion regardin g the number and other attributes of 

epileptic and diabetic ado lescents treated at th e hos pita ls is lacking, the researcher's 

personal communicat ion with physic ians at the Yekatit 12 hospital revea l a conserv ative 

estimate of from 15-20 d iabetic and 20-25 ep il epti c ado lescents' treatment per week. A 

similar conservative estimate at the St. Paulos hosp ital a lso di sc losed a per week 

treatment of from 20-25 d iabetic and 10-1 5 ep il eptic adolescents. This rough estimate 

hence enta il s a monthly treatment of from 60-80 diabetic and from 80- 100 epileptic 

ado lescents at the former hospital and from 80- 100 di abetic and from 40-60 epileptic 

ado lescents at the later. 

Apart from the hospitals, the stud y' s other s ites were three government run schoo ls 

located in Addis Ababa. The first study s ite, Medhanialem Primary Schoo l, enroll 

students from grade 1-8 while the other s ite, Mieraf High School , enroll grade 9 and 10 

students. The other school site is Medhanialem Preparatory School that enro ll s students 

in grades II and 12. These three schoo ls are a ll located at the Gulele Sub-c ity of Addi s 

Ababa and that fed students to each other at the completion of their respective uppermost 

grades. 

3.3. Research participants 
The popu lation of the stud y constituted epileptic ado lescents and diabeti c ado lescents 

who presented themse lves for med ica l treatment at the Yekatit 12 hosp ital and the St. 

Paul os specialized hospital of Addi s Ababa durin g the study period from the beginning of 

February up to mid April 2009. Furthermore, ado lescents that were attending the 

schoo ls, Medhanialem Primary school (in grad es 5, 6, 7 and 8), th e Mieraf Hi gh Schoo l 

(in grades 9 and 10), and the Medhan ia lem Preparatory School (in grades II and 12) o f 

Addis Ababa in the study's data co ll ecti on peri od a lso constituted the popu lat ion of th e 

stud y. In a two and half months time frame , data were collected from a total of 64 

epileptic ado lescents (36 male and 28 female) and 67 di abetic ado lescents (40 male and 

27 female) who were present at th e two hosp itals durin g the data co ll ect ion period , who 

gave their consent to partic ipate in the stud y and who met the incl usion criter ia; the 

incl usion criteria being: d iagnosed as diabet ic or ep ileptic at medi ca l faci liti es and 

attendin g 
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outpatient treatment at the hospita ls, being free from other se lf reported psych iatric or 

physical co-morbid ity, belonging in the age brackets 13-21, be ing a 5'" or above grader, 

and speaking Amharic as a mother tongue. 

Among the co llected data 15 quest ionna ires, those co ll ected from 8 epileptic (5 male and 

3 female) adolescents and those col lected from 7 diabetic (4 ma le and 3 femal e) 

adolescents were discarded since they were not filled properl y (6 in numbe r) and they 

were fi ll ed by ado lescents residing other than Addis Ababa (9 in number). 

The remain ing of the part icipants (56 ep il eptic and 60 diabet ic adolescents) were then 

matched by gender (male and fema le) and age category (13 - 15 years, 16 - 18 years, and 

19 - 21 years) that led to the random exclusion of 4 epi leptic (I ma le and 3 fema le) and 8 

diabetic (6 ma le and 2 fema le) adolescents that were unab le to be matched. Hence, the 

matching further reduced the study participa nts to 52 epi leptic and 52 diabetic 

adolescents. The following tab le illustrates the above mentioned procedure: 

Table 1 : Gender a nd a g e segreg ated data on ep ileptic and dia be ti c stu dy 
participants 

Chronic Sex Age Data Data Data not Fina l study 
condition categor~ collected discarded matched ~artici~ants 

13 - 15 yrs 8 2 6 
Male 16 - 18 yrs 16 2 13 

19 - 21 yrs 12 I I I 
Epilepsy Total 36 5 1 30 

13 - IS yrs 7 I I 5 
Female 16 - 18 yrs II 2 2 7 

19 - 21 yrs 10 10 
Total 28 3 3 22 

E~ ile~sl' to ta l 64 8 4 52 
13 - IS yrs 8 I I 6 

Male 16 - 18 yrs IS 2 13 
19 - 2 1 yrs 17 I 5 I I 

Diabetes Tota l 40 4 6 30 
13 - 15 yrs 7 2 5 

Fema le 16 - 18 yrs 8 7 
19 - 21 ~ rs 12 2 10 
Total 27 3 2 22 

Diabetic total 67 7 8 52 
E~ile~sy a nd Diabetic Tota l 131 15 12 104 
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With regard to the se lecti on of the ado lescents without any se lf reported significant hea lth 

problems, that wi ll be cal led ' hea lthy ado lescents ' henceforward , the sampling procedure 

foll owed was agai n a convenience one. The above mentioned schoo ls (Med han ialem 

Primary sciLOol grades 5, 6, 7 and 8, the Mieraf Hi gh Schoo l grades 9 and 10, and the 

Medhania lem Preparatory Schoo l grades II and 12 of Addis Ababa) we re se lected in 

fa vor o f the researcher's convenience to eas il y co ll ec t dat a and because the resea rcher 

assu med that the schoo ls would provide adequate number of ado lescents that could be 

matched with the chroni ca ll y ill epileptic or diabetic adolescents, 52 each. 'From cach o f 

the schoo ls chosen by the researcher, data were co ll ected from one se lected sect ion in 

each grade leve l .by the lottery method of simple random sampling to. constitute the 

' hea lthy' study populat ion. This data col lection took place a week after the end of data 

co ll ecti on at the hospitals. Table 2 below shows the number of students fro m which data 

was co ll ected. 

Table 2: School and grade level segregated data of 'healthy ' 
adolescent study population 

School Grade level No. of students in se lected section 
from whom data co llected 

Medhan ialem Grade 5 5 1 
Primary schoo l Grade 6 49 

Grade 7 56 
Grade 8 50 

Mieraf Grade 9 55 
Hi gh Schoo l Grade 1O 52 
Medhanial em Grade I I 43 
Preparatory Grade 12 41 
School 
Total 397 

Data co ll ec tion from the schoo ls fi nall y yielded a tota l of 397 students ( 185 male and 212 

female). Among these, 96 were di scarded due to belongin g be low age 13 (47 Mal e and 

49 fe n1<l.le). Further more. 26-adolescents-(l7 male and 9 female) -were di scarded frol11 

;nclusion due to hav ing incomplete questio nnaire fillin g (8 in num ber) and having self 

eponed s igni ficant hea lth prob lel11s ( 18 in number). This procedure reduced the num ber 

r study popUlation a f' healthy' adolescen ts to 275 ( 121 ma Ie and I 54 rema Ie) . 



The rest 275 ' hea lthy' ado lescents were then stratified by sex (ma le and female) and agc 

group (13 - 15 years, 16 - 18 yea rs, and 19 - 21 yea rs). Co nsequently participants were 

rando ml y se lected from each stratum by the lottery method o f s imple random sampling in 

co ngruence with the number of partic ipa nts from the co rrespo ndin g strata in the stud y 

groups (ep il eptic and diabetic adolescents) . I-Ience, a tota l of 52 ' healthy' adolescents (30 

male and 22 female) were se lected to constitute the ' hea lth y' co ntro l group that belonged 

within the age group 13 - 15 years ( I I in number), 16 - 18 years (20 in number), and 19 

- 2 1 years (2 1 in number). Tab le 3 below illustrates tLl e se lectio n fro m each stratum. 

Table 3: Gender and age segregated data of 'healthy' study 
participants 

Sex Age category Number of Number of ado lescen ts 
ado lesce n ts fro m randomly selected for 
whom usefu l data study inclusion 
collected 

Male 65 65 6 
41 41 13 
15 15 II 
121 121 30 

Fe male 83 83 5 
58 58 7 
13 13 10 
154 204 22 

Total 275 52 

All in all, th e part icipa nts o f the stud y we rc a tota l of 156 ado lescc nts whe re epilepti c . 

diabetic and ' healthy ' ado lescents co nstituted 52 parti c ipants each. Eac h of the three 

groups (epilept ic, diabetic and health y ad o lescents) had the foll owing sex and age 

catego ry composition: Male 30 ado lescen ts (6 ado lescents of 13- 15 ye ars, 13 ado lescents 

of 16- 18 years and II adolescen ts o f 19- 2 Iyea rs) and female 22 ado lesce nts (5 

adolescen ts of 13- 15 yea rs, 7 ado lesce nts o f 16- 18 years and 10 ado lescents o r 19-

21 years) summi ng up to form a total o f 52 adolescents in each group (e pil epti c, diabeti c, 

and ' hea lth y' ado lescen ts). 
- --
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3.4. Tools of data collection 
The instrument used to co ll ect data fro m the diabeti c and epileptic ado lescents had five 

parts co mpri s ing a demographic quest io nna ire, a c linica l questi onnaire, a psyc ho logical 

adju stm ent measure, a social adjustm ent measure, and a scale to measure attitude towards 

illness . The instrument used to co ll ect data from ' healthy' adolescents on th e other hand 

was composed of demographi c, psycholog ica l and soc ia l adju stm ent measures th at were 

presented und er three parts. 

3.4.1. Demographic and clinical questionnaire 
The demographic and clinical questionna ire used to co llect data fro m the study gro up 

(epil eptic and diabetic ado lesce"ts) dea lt with demographi c deta ils as age, ge nde r, grade 

level, usua l ho useho ld , dwe lling, and c lini cal detail s as age of o nset of hea lth prob lem, 

illness duration, health attac k freq uency per year, and illness co ntrol method . 

On the other hand , the demographi c questi onna ire used to collect data from the' health y 

ado lescents' dealt w ith deta il s as age, gender, grade leve l, usual househo ld , dwe lli ng and 

hi story of any health pro blem. 

3.4.2. Attitude towards illness scale 
In order to measu re attitude towards ill ness amo ng epilepti c and d iabetic ado lescents, the 

study made use of the C hild Att itude towa rds Illness Sca le (CATI S) (A ustin an d Il ube rt y. 

1993). The 13· item sca le was deve loped to measure chi Idren 's un favo rab le or favo rab le 

fee lings about hav ing a ch ro ni c illness. Of the 13 items, 4 have a 5-po int res po nse format 

of bipolar adj ecti ves, and 9 items as k the children to rate how o ften they have feel ings 

that refl ect pos iti ve or negati ve eva luations about hav ing th e ir chroni c condi ti on, 

resulting in a scale range o f 13-65 w here hi gher sco res re fl ected favorabl e fee li ngs about 

chroni c cond iti on. Tho ugh th e CA TI S was init ia ll y deve loped fo r 8- 12 year o ld children 

who had e ithe r ep ile psy or asthm a (a = .74, Austin and Huberty, 1993), its reliab ili ty was 

also documented to be a = .89 in Austi n et al. (2000) on ado lescent epilept ic popu lat ion. 
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3.4.3. Outcome measures 
The other part of the instrument contained outcome measures in two broad adjustment 

areas: psycholog ica l and soc ia l adjustment. Thi s part of the instrument was used to a ll 

ado lescents who took part in the study. 

The psychological adjustment measure: 

The psycholog ica l dimension of adjustment was the first outcome to be measured. Hence, 

psycho logica l adjustment of adolescents was measured by makin~ use of known ind ices 

of psychologica l di stress namely self esteem and depress ion measures. 

Self esteem was measured using the 10- item Rosenberg se lf esteem scal e (Rosenberg, 

1965) which was used to asses fee lings of se lf acceptance and se lf wo rth whil e 

depress ion was measured by makin g use of the 2 1-item Beck Depress ion In vento ry 

whi ch is designed to asses depress ive feelings . 

Hence, the measures of psychologica l dis tress, whi ch the resea rcher labeled 

psycholog ica l adjustment is a summed scale of two measures that prov ide a poo l of 31 

items. The items were statements to w hi ch ado lescents responded on a five po int sca le 

ind icati ng the degree of their agreement to each statement. The response category ranged 

fro m I (strongly di sagree) to 5 (strongly agree). 

The social adjustment measure: 

The o ther set of measure that a lso indicated ado lescents' well be ing was what th e 

researcher labe led ' a social adjustment measure'. Hence, soc ial adjustment was assessed 

by aggregatin g va ri ous scal es that dea lt w ith adolescents ' se lf process rega rd in g th eir 

socia l expe ri ences. 

The soc ial adj ustment measure dea lt with components of ado lescents' perception of their 

soc ia l re latio nships as ex plained by the ir soc iab ility, perception of competencc, soc ial 

connectedn ess, shyness and lo ne liness . I-Ience the com poncnt meas ures we re: 
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(a) The Friendship Sca le, which is a short, s ix item, user-friendly sca le that was used for 

measuring soc ial iso lation and connectedness. It was developed by Howthorne (2003). 

(b) The Revi sed Cheek and Buss Shyness Sca le (RSBC), a 13 item sca le for measuring 

soc ial competence, shyness and soc iability. It was developed by Cheek and Buss ( 198 1). 

(c) The Differential Lone liness Sca le (DLS) a 14 item scale measuring subj ective 

ex press ion of dissatisfact ion w ith a low number of social contacts that was developed by 

Schmidt & Sennat ( 1983). 

The aggregate of the three sca les yie ld a poo l of 33 items bearing a similari ty to the 

construct socia l adjustment. The items were statements to which adolescents responded 

on a five point scal e indicat ing the degree of their agreement to each statement. The 

response category ran ged from I (strongly di sagree) to 5 (strongly agree). 

The instruments used for data co ll ect ion in the study were primarily prepared in Eng li sh. 

Hence, the items were translated into Amharic by the researcher and two TEFL graduate 

students with good command of Amhari c as we ll as English. Having incorporated 

comments from other profess ionally active friends , the instruments were then translated 

back to Engli sh by another TEFL graduate. Based on disparities seen in the backward 

translation, some items of the A mharic vers ion were restructured and re stated to ensure 

the trans lation equivalence. 

As to the scoring of items, those positively stated items were coded from 5 (strong ly 

agree) to I (strongly di sagree) fo r both the psycholog ical as well as soc ial adjustment 

measures. Similarly, positively stated items of the attitude towards illness sca le were 

coded from I (showing un favo rable attitude) to 5 (indicat ing a favorable altitude). But 

those negativel y stated item s were reverse coded for a ll the psychological adjustment 

measure, the soc ial adjustment measure, as we ll as the attitude towards illness scale . 
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Pilot testing 

Before employing the instrument to co llect data from respondents, a test try-o ut was 

conducted a week before the actual data co ll ection to determine the instruments' val id ity 

and re liab ility. Hence the instruments were administe red to 30 ado lescents, who did not 

take part in the actual stud y, for the purpose of revi siting and determining specificity, 

re levancc and clarity o f the items, and determining the re li ability of th e tests. Therefore . 

10 epileptic adolescents (6 male, 4 female) , 10 diabetic ado lescents (5 male, 5 female) , 

and 10' first enco untered healthy ado lescents (5 male, 5 fema le) were given the 

instrument. No t ime limit was put for the completion of th e instrum ents. 

Subsequentl y, among the items meant for the ado lescents wi th a chronic hea lth cond ition , 

two clin ica l detail items were di scarded due to eli c iting redundant information . 

Moreover, from the items meant for a ll adolescents (healthy o r chro ni ca ll y ill) an item of 

the Beck Depressio n In ventory was di sca rded s in ce it was proved problematic. 

The responses of the participants to items were th en scored fo r each scale (the 

psychologica l adjustm ent meas ure, the soc ia l adjustment measure , and the attitude 

towards ill ness sca le) and thei r re liability coeffi c ient was determin ed by computing 

Chronbach Alpha. The res ult revea led a = 0.80 I fo r the psychologica l adjustment 

measure, a = 0.787 for the social adjustment meas ure, and a = 0.83 fo r th e Att itude 

towards Illness Sca le. Thus, th e instruments were finall y used for data co ll ection after 

s light edition and improvements were made . 

As a final poi nt, ado lescents' response to the psychologica l adjustment measurin g item s 

we re summed to yie ld a total sca le sco re that co uld ran ge from 30 (higher psycho log ica l 

adjustment prob lem) to 150 (lowest psychologica l adj ustme nt prob lem). Items of the 

soc ial adjustment meas ure on the oth er hand were summed to g ive a total sca le sco re that 

could ra nge from 33 to 165 , with a hi gher sco re indicatin g lowest difficul ty in soc ia l 

adjustment. The other sca le, attitud e towards ill ness scale was a lso scored to yie ld sco res 

ranging from 13 to 65, w ith hi gher sco re indicati ng a favo rab le attitude towa rd s illness. 
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3.5. Data collecting procedure 
The data co ll ecti on procedure was diffe rent for those study group part ic ipants (ep il eptic 

and diabetic ado lescents) and the ' hea lthy ado lescents'. 

Procedure in collecting data from epileptic and diabetic adolescents: 

Hav ing secured permiss ion to underta ke a resea rch activ ity from the Yekatit 12 and St 

Paulos Specia lized hos pita ls from thei r medica l directors, the researcher tra ined a fellow 

postgraduate student as an ass istant clata co llector. The assistant was trained rega rd in g the 

objectives of the stud y, th e contents of the instruments, the response categor ies, the 

study's inclusion criteria and o n some ethical considerations. 

The researcher, together w ith th e ass istant, then made acq uai ntance with the d ifferen t 

hospital personnel who were d irectly involved in the treatment of ep ilept ic and d iabetic 

outpatients. Most of these acq uaintances were acco mpani ed by a med ical doctor wo rking 

at each of the hospita ls that we re c lose acquai ntance to the researcher. This, hence, paved 

way fo r smooth introduction w ith the hospital personnel and thei r later unreserved 

cooperation. 

The instrument was then adm in istered on indi vidua l base by the researcher and th e 

assistant on the particular weekdays dedi cated for epil eptic o r diabet ic o utpati ents 

treatment in each hospi ta l in a period of two and half months (from the beg inning of 

February to m id Ap ril) . The adm inistration followed the following procedure: 

• On each particul ar day dedicated for treatment of d iabet ic and ep ilepti c o utpatients , 

the researcher and/or ass istant v is ited the hosp itals. 

• The researcher/ass istant then approached the identi fied diabeti c/epilept ic o ut patient 

ado lescents (and their company if there were an y) on individual base, exp lained abou t 

the objecti ve of the study and th e confidentia li ty of responses, and so ught their 

consent to parti cipate in the stud y. 

• Fo r those who gave o ra l consent (the mse lves or thro ugh th c ir guardi ans), the 

resea rcher/ass istant forwarded further o ra l screening questi ons th at checked if the 

adolescents were above or attendi ng grade five , were free from other se l f reported 
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psychiatric or physica l co-morbidity, spoke Amhari c as a mother tongue, and a re to 

fill the questionnaire for the first time . Those transgress ing one of these screening 

criteria were exc luded from parti c ipation . The rest were given the instrument. 

The data collection from the avai lable participants had no time limit and has taken p lace 

in the hospita ls' wa iting hall s or some where nea r wa iting ha ll s the pa rti ci pants preferred. 

Moreover, the participants were info rm ed to prov ide thei r own responses and that there 

were no co rrect or wrong answers. 

Procedure in collecting data from other adolescents: 

Data was collected from schoo l attendi ng adolescents (from whom the control ' healthy' 

group was se lected) in a primary schoo l, a hi gh school , and a preparatory schoo l both 

located at the Gu lele sub-c ity of Addi s Ababa. 

Before the data co llection , however, the researcher first contacted the principals o f each 

school and secured each schoo l's permit to undertake the resea rch activity. The data was 

then co ll ected a week afte r the end o f the data co ll ecti on from the hospita ls. One 

randoml y se lected section of grades 5, 6, 7 and 8 o f Medhania lem Primary schoo l, grades 

9 and 10 of the Miera f Hi gh Schoo l, and grades II and 12 of the Medhaniale m 

Preparatory Schoo l were taken to constitute the ' healthy' adolescent population. 

The researcher was responsible in adm inisterin g the instrument in a face to face manner, 

at class hours, for th e group of students that were present at the time of data collection in 

each of th e se lected sections of each grade leve l. Hence, before admi ni stering th e 

instrument, th e researcher explained the goa l of the stud y to the students and so ught the ir 

consent. Having secured the verbal consent of the stud ents, the resea rch er guara nteed 

confid ential ity of responses and exp lai ned that there were no ri ght or w ro ng answers and 

th at the students sho uld g ive the ir honest responses to the questio ns presented . The 

instrum ent was then ad mini stered wit h no time limit that the students took the ir ti me in 

respond ing to the q uesti ons. 

37 



3.6. Data analysis procedure 
The study, employing the aforementioned procedure, co ll ected data from a total o f 156 

ado lescents corresponding to epilepti c, diabetic and hea lthy adolescents (52 from each 

group). 

The collected data was then organized in line wi th the objectives of the stud y and were 

ana lyzed using SPSS (Version 14:00). Gro up difference in psycho logica l and soc ial 

adjustment among epileptic, diabeti c and ' hea lthy' .adolescents was assessed by making 

use of one way ANOVA. Similarly, one way ANOVA was employed to see within group 

differences in psycholog ica l and soc ial adjustment of ado lescents as a funct ion of age 

category, illness duration, and hea lth attack frequency. To see an y within group 

difference in adol escents as a funct ion of gender and attitude towards illness, an 

independent T-test was computed. Whenever s ign ificant mean differences were observed , 

ei ther the Sheffe test was used or direct mean compari sons were made. 
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4. RESULTS 

4.1. Introduction 
This section presents soc io-demographic and cl ini ca l characteristi cs of the study 

participants as we ll as the results of the study in terms of the basic questions whi ch the 

study was set out to test. 

4.2. Demographic and clinical characteristics of participants 

Table 4: Demographic characteristics of participants 
Demographic variables 

Age (Mean, SO) 
Sex Male (n, %) 

Female (n, %) 
Ed ucational level 

5-8 grade (n, %) 
9- 10 grade (n, %) 
11-1 2 grade (n , %) 

Usua l household 
With both parents (n , %) 
With mother on ly (n, %) 
With father only (n , %) 
With s ibling (n, %) 
With re lati ve (n, %) 
A lone (n ,%) 

Epileptic 
adolescent 
N=52 
17.6 (2.4) 
30 (57.7%) 
22 (42.3%) 

15(28 .8%) 
24(46.2%) 
13(25%) 

33 (63.4%) 
8 (15.4%) 
5 (9.7%) 
2 (3.8%) 
4 (7.7%) 

Diabetic 
adolescent 
N=52 
17.77 (2.28) 
30 (57.7%) 
22 (42.3%) 

14(26.9%) 
24(46.2%) 
14(26.9%) 

28 (5 3.8'1'0) 
15 (28.8%) 
4 (7.7%) 
2 (3.8%) 
2 (3 .8%) 
I ( 1.9%) 

Healthy 
adolescent 
N=52 
17.23 (2.2 1) 
30 (57.7%) 
22 (42.3%) 

II (21.2%) 
22 (42.3%) 
19 (36.5%) 

3 1 (59.6%) 
10 (19.2%) 
5 (9.6%) 
5 (9.6%) 
I (1.9%) 

Tab le 4 presents the demo graphic data and princ ipal characte rist ics of the stud y 

participants (N= 156). The age of the participants ranged from 13 to 21 years (M = 17.5 3, 

SD = 2.296). The mean age for the three groups of pa rti ci pants was 17.6 years for 

epileptic ado lescents, 17.77 years for diabetic ado lescents and 17.23 years fo r hea lth y 

ado lescents. Regarding gender, the majority 57 .7% of the parti cipants we re male, where 

the same proportion app li ed to all the ep il epti c, diabetic, and healthy ado lescent 

participants. 

The parti c ipants' educati ona l level ranged from grade 5 to grade 12 where th ese 

ado lescents were catego rized under three educati on leve l gro ups: 5-8, 9- 10 and I 1- 12 

grade leve ls. 28.8% of ad o lescents with epilepsy and 26.9% of ado lcscent w ith d iabctes 
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were from 5-8 grade leve ls, 46.2% of adolescents with epilepsy and 46.2% of adolescents 

w ith diabetes we re from 9-10 grade levels, and 25% of adolescents w ith ep i lepsy and 

26.9 % of ado lescents w ith diabetes we re in II to 12 grade levels. Likew ise 21.2% of 

i ' ~dithy adolescents were in 5 to 8 grade leve ls while 42.3% were in 9 tolD grade leve ls 

and 36.5% were in I 1- 12 grade leve ls. 

Many of the participants lived with both their parents: 63.4% of ep ilept ic adolescent s, 

53.8% of diabetic adolescents and 59.6% of hea lthy ado lescents. The rest of the 

participant lived with their mother, father, s ibling, re lative or alone with decreasing 

proportions respect ively. 

Table 5: Clinical characteristics of participants 
Clinical variables 

Age of onset for illness 
Mean 
Std. deviation 

Illness duration for epilepti c adolescents 
< 5 years (n, %) 
5-9 years (n, %) 
> 9 years (n, %) 

Illness duration for diabetic adolescents 
< I year (n, %) 
\-3 years (n , %) 
> 3 years (n, %) 

Health attack frequency for epileptic adolescent 
< 3 times / year 
3- 13times / year 
> 13 times I year 

Health attack frequency fo r diabetic adolescents 
< 1 time I year 
\-3 times I year 
> 3 times! year 

Illness control method for epileptic adolescents 
T aking med ication (n, %) 
T aking medication and " T sebel" (n, %) 
T aking medication and pray ( n, %) 

Illness controlmcthod for diabetic adolescents 
Insu lin injection (n, %) 
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Insu lin injection, sport and mcdi cation (n, %) 
Insulin injection , dict and med icat ion (n, %) 
Insulin inj ection and sport (n, %) 
Diet and medication (11 , %) 
Taking medi cation (n, %) 

Epileptic adolescents 
(N=52) 

11.08 
3.73 

22 (42.3%) 
20 (38.5%) 
10 (19.2%) 

18 (34.6%) 
18 (34.6%) 
16 (30.8%) 

32 (61.5%) 
15 (28.8%) 
5 (9.7%) 

Diabetic adolescents 
(N=52) 

15.35 
2.6 1 

23 (44 .3%) 
14 (26.9%) 
15 (28.8%) 

24 (46.2%) 
II (21.2%) 
17 (32.6%) 

26 (50%) 
8 (15 .3% ) 
7 (13.4%) 
5 (9 .7%) 
3 (5.8%) 
3 (5.8%) 



Table 5 above presented the clinica l characteristi cs of epil eptic and d iabet ic ado lescents. 

As can be infe rred fro m the tab le, the mean age at onset o f epil epsy was 11.08 years and 

d iabetes 15.35 yea rs. 42.3% of epi leptic adolescents have endured ep ilepsy fo r less than 5 

years, 38.5% for 5-9 yea rs and 19.2% for more than 9 yea rs. On the other hand 44.3% of 

diabetic ado lescents have endured diabetes for less th an I year, 26.9% fo r 1-3 yea rs and 

28.8% for more than 3 yea rs. 

Duri ng the forego ing 12 months from data collection, 34.6% of epil epti c ado lescents 

di sc losed th at they have expe ri enced less than 3 se izu res, 34.6% from 3- 13 se izures and 

30.8% more th an 13 se izures. In contrast, about ha lf diabeti c adolescents (46.2%) have 

not experien ced any s ignifi cant hea lth attack due to diabetes during the past 12 months 

whil e 2 1.2% of them have experienced I to 3, and 32.6% have experienced more than 3 

s igni fi cant hea lth attacks due to d iabetes. 

As related to the illness contro l method adopted by the ado lescents, 6 1.5% of th e 

ep il eptic ad o lescents reported to contro l their illness by tak ing med ici ne, 28.8% by takin g 

med ici ne as well as "Tsebe l", and 9.7% by taki ng med icine and pray ing. O n the othe r 

hand ha lf of the diabet ic adolescents co ntrolled the ir illness by insulin injecti on, 15.3% 

by ins uli n inj ection , engaging in sport act iviti es and taking medic ine, 13.4% by insulin 

injection, d iet and taking medici ne, 9.7% insulin inject ion and sport act iv iti es , 5.8% by 

d iet and tak ing med icine , and 5.8% by ta king medicine onl y. 

4.3. Group Difference on Psychosocial Adjustment 
The resea rch qu esti ons treated in thi s section are re leva nt to group leve l psycholog ica l 

and social adj ustment differen ces of ep ileptic, diabet ic and ' hea lth y' ado lescen ts. 

Thus , an ana lys is was ca rr ied out primaril y to fi nd out the psycholog ical and social 

adjustment o f ep il epti c, d iabet ic and ' heal thy' ado lescents and com pariso ns were 

co nducted to see if there ex isted any statistica ll y s ignificant difference in psycho logical 

and soc ia l adjustment amo ng the th ree gro ups of ado lesce nts. The nex t table presents the 

mean and standard deviat ion for psychological and soc ia l adjustmen t of ep il epti c. 

diabetic and 'healthy ' adolescents. 
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Table 6: Mean and standard deviations for psychosocial adjustment scores 
of epileptic, diabetic and 'healthy' adolescents 

Psychological Social 
adjustm ent Ad j ustmcn t 

Epileptic Mean 83 .67 105. 12 
adolescents Std. 2 1.82 25.57 

deviation 
N 52 52 

Diabetic Mean 124.1 9 128.87 
adolescents Std. 10.25 9. i I 

deviation 
N 52 52 

' Hea lthy' Mean 124 .65 129.85 
adolescents Std. 10.55 14 .83 

deviation 
N (52) (52) 

Total Mean 110 .84 121.28 
Std. 24.48 2 1.1 3 
deviation 
N 156 156 

As ind icated in tab le 6 abovc, thc mean score of epilept ic ado lescents a ll psycholog ica l 

and soc ial adjustment was M=83.67 and M= I 05 .12, di abeti c adolescents M= 124.19 and 

M= 128.87 and ' hea lthy' ado lescents M= 124.65 and M= 129.85 respectively. ' Healthy' 

ado lescents had the hi ghest mean score on both psycholog ica l and soc ial adjustment 

measures fo ll owed by diabeti c adolescents. On the contrary, epileptic ado lescents had the 

lowest mean score on both psycholog ica l and soc ia l adjustment measu res. 

Table 7: Analysis of variance on psychosocial adjustment of epileptic, diabetic, and 

' healthy ' adolescents. 

Sum of df Mean F Sig. 
sq uares sq ua res 

Psycholog ical bet ween grou ps 5757 1.705 2 28785.853 124.620 .000 
adjustme nt within groups 3534 1.288 153 230.989 

Total 929 12.994 ISS 
Social between group 20395.0 13 2 10 197.506 3 1.966 .000 
Adjustment withi n group 48808. 135 153 3 19007 

Total 69203. 147 ISS 
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As indicated in table 7, analys is of variance revealed that there existed a signifi cant 

d ifference in psychological adj ustment f(2, 153) = 124.620, p< 0.05, and socia l 

adjustment , f(2 , 153)=3 1.966, p< 0 .05, among epil eptic. diabetic and ' hea lthy' 

ado lescents. G iven the signi ficant mean d ifferences among these three groups of 

adolescents on psychological and social adj ustment, Scheffe 's post hoc tests were 

computed examine the group responsible for the observed differe nce. Tab le 8 below 

presents the res ul t of the Sheffe test. 

Table 8: Mean comparisons of epileptic, diabetic, and 'healthy' adolescents 
on measures of psychosocial adjustment (Scheffe 's procedure) 

Group Group 'Healthy' Dia betic E pileptic 
- adolescents mean 

-

ado lescen ts ado lescents 
Psychologica l 124.65 ' Healthy ' adolescents 
Adj ustment 124.19 Diabetic adolescent .988 

83.67 Epileptic adolescents .000 ' .000' 
Social 129.85 ' Healthy' adolescents 
Adjustment 128.87 Diabetic adolescent .962 

105. 12 Epileptic adolescents .000' .000* 
' Pa ll' o f groups are slgmficantly dI ffere nt at a lpha 0.05 level 

Related to group leve l psycholog ica l adjustment d ifference, the Scheffe results showed 

that ep ileptic adolescents differed signifi cantl y fro m both diabetic and ' hea lth y' 

ado lescents on measures of psychological adjustment, whil e diabeti c adolescents and 

' hea lth y ' ado lescent' s exhi bited no statist ica ll y signifi cant di fference in psycholog ical 

adj ustment. Given that ' hea lthy' ado lescents formed the hi ghest psycholog ical adjustment 

mean sco re fo llowed by diabetic adolescents, whil e epilept ic adolescents formed th e least 

psycholog ica l adjustment score, it seemed that epi leptic ado lescents have higher 

psycholog ica l adj ustment prob lems compared to both di abet ic as well as ' hea lth y' 

ado lescents. On the contrary, the Shcffe test revea led that, diabeti c and ' hea lth y' 

ado lescents have a re latively si mi lar psyc hologica l adj ustment. 

Para ll e l to psychological adjustment, the Scheffe test reveal ed that mean score on socia l 

adjustment measure fo r epilept ic adolescents to be signifi cantly di fferent from the mea n 

score of both diabetic and ' heal th y' ado lcscents on the same measure . Give n that 
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' healthy' and diabetic adolescents had the hi gher mean sco re on social adjustment 

measure which is relative ly s imilar (M = 129.85 and M= 128.87 respective ly) than 

epi leptic ado lescents (M= 105.12), it seemed th at epi leptic ado lescents experien ce 

increased socia l adjustment difficulties compared to both hea lthy and di abet ic 

adolescents. 

4.4. Gender difference in psychosocial adjustment 
Gender was one of the demographic variables studi ed in connection w ith adolescents' . 
psychologica l and soc ial adjustment. Therefore, an independent t- test was employed to 

determine gender difference in psychologica l and soc ia l adjustment in each of th e 

epi leptic, diabetic and healthy ado lescents. 

4.4.1. Gender difference in psychosocial adjustment of epileptic 
adolescents 

Table 9: Gender difference in psychosocial adjustment of epileptic 
adolescents 

Gender N Mean St. T df Sig. 
deviation (2tailed) 

Psycho logical M 30 88.20 22. 129 1.783 50 .081 
Adjustment F 22 77.50 20.285 
Socia l M 30 108.1 7 24.468 1.005 50 .320 
Adjustment F 22 100.95 27.018 
T value IS s lgl11ficant at 0.05 level (2 taded) 

As indicated in table 9 above, there was no s ignificant difference between male and 

female epileptic ado lesce nts in psycho logica l adj ustm ent t (50) = 1.783, P < 0.05 , both 

male and female epi lept ic ado lescents had relat ively s imilar psycho logical adjustment 

scores. 

Similar to the resu lt pertinent to psycho log ica l adj ustment, res ults related to soc ial 

adj ustm ent revea led no stati sticall y s ign ifi cant ge nder re lated d ifference . Male 

ado lescents, in relatio n to female ones exhibited a re lative ly s im ila r social adjustment t 

(50) = 1.005, P < 0.05. Therefo re it could be sa id that an epil eptic hea lth condition 

affected both genders in a si milar fa shi on. 

44 



4.4.2. Gender difference in psychosocial adjustment of diabetic 
adolescents 

Table 10: Gender difference in psychosocial adjustment of diabetic 
adolescents 

Gender N Mean Std . T df Sig.(2 tailed) 
deviation 

Psycho logica l M 30 130. 13 6334 6.616 50 .000 
Adj ustment F 22 116 .09 8.986 
Social M 30 127.1 3 5.244 1.626 50 .110 
Adjustment F 22 131.23 12,394 
T value IS significant at 0.05 levels (2- taded ) 

The t-test statistic computed to see if there ex isted any gender related difference in 

psychological and social adjustment revealed ' a stati sticall y s ign ificant psycho logica l 

adjustment difference between male and female diabetic adolescents, t (50) = 6.616, P < 

0.05 , whil e it revealed no statistically s ignificant difference for social adjustme nt, t (50) 

= 1.626, P< 0.05 . That is, male diabetic adolescents seemed to be better adjusted 

psycholog ically than female ones. For socia l adjustment however both male and femal e 

diabetic ado lescents exhibited a re lat ive ly s im il ar adjustment irrespective of their gende r. 

4.4.3. Gender difference in psychosocial adjustment of 'healthy' 
adolescents 

Table 11: Gender difference in psychosocial adjustment of 'healthy' 
adolescents 

Gender N Mean SI. T df Sig.(2 tailed) 
deviations 

Psycho logical M 30 125.47 11 .664 .645 50 .522 
Adjustment F 22 123.55 8.975 
Social M 30 129.60 15.943 .138 50 .890 
Adjustment F 22 130. 18 13.532 
T va lue IS Signifi cant at 0.05 level (2 taded) 

The t-stati sti c presented in the abo ve table showed that th ere ex isted no stati st ica ll y 

s ignificant difference between ' healthy' male and fe ma le ado lescents in psycho log ical 

and soc ia l adj ustment sco res, t (50) = .645 , P < 0.05 and t (50) = .138, P < 0.05 

respecti vely. Both ' hea lthy' ma le and fema le ado lescents reported a re lative ly s imilar 

psycho logica l and soc ial adjustment irrespect ive o f the ir gender. 
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4.5. Age difference in psychosocial adjustment 
Age was the other demographic va riab le studi ed in co nnection wi th psycho log ical and 

soc ia l adjustm ent. Thus, one way anal ys is of vari ance was used to see age d iffe rence in 

psychologica l and socia l adjustment o f epil epti c, di abetic and ' hea lthy' ado lesce nts. 

4.5.1. Age difference in the psychosocial adjustment of epileptic 
adolescents 

Table 12: Mean and standard deviation on psychosocial adjustment scores for 
epileptic adolescents within different age groups 

Psychological Socia l 
adjustment adjustment 

13-15 Mean 79 98. 18 
years std. dev iat ion 22.8 30.24 

(n) I I I I 
16-18 Mean 91.47 I I 1.42 
years std. dev iation 19.05 2 I.81 

(n) 20 20 
19-2 I Mean 79.27 103.1 4 
years std. dev iati on 22.60 26.06 

(n) 21 2 1 
Total Mean 83.67 105. 12 

std. deviation 21.82 25.57 
(n) 52 52 

As indicated in the above tab le, the mean sco re o f e pilepti c ado lescents on psyc ho logical 

adj ustment w ithin the three age categories was M= 79 fo r adolescents w ithin the age 

group 13- 15, M= 9 1.47 for ado lescents w ithin the age group 16- 18, and M= 79.27 fo r 

ado lescents w ith in the age group 19-2 1. 

Epileptic ado lescents w ithin the age gro up 16- 18 had the hi ghest mean score on 

psycho log ica l adj ustment measure fo ll owed by ado lescents w ithin the age gro up 19-2 1 

and 13-1 5 respective ly . S im il arly in soc ia l adj ustm ent ep il epti c ado lescents withi n th e 

group 16-1 8 had the hi ghest mean sco re which was M= 111.42 fo ll owed by ado lescents 

within the age gro up 19-2 1 whi ch was M= I03.42 and ado lescents w ithin the age 

group 13- 15 (M =98.18). 
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Table 13: Analysis of variance on the psychosocial adjustment of epileptic 
adolescents of different age groups 

Sum of df Mea n F Sig. 
sq uares squa res 

Psychological between groups 1822.342 2 9 11. 171 
adjustment within groups 22473. 100 49 458.635 1. 987 .148 

Total 24295.442 51 
Social between group 1370.449 2 685.224 1.050 .358 
Adjustment within group 31980.859 49 652.67 1 

Total 33351.308 51 

The ana lys is of va n ance on th e table 13 above reveal no stati stica ll y s ignifi cant 

difference in psyc ho log ica l adjustment among the three age catego ri es or ep il eptic 

adolescents, F (2.49)~ 1.987, P < 0.05. It seemed that an ep il ept ic heal tll condition 

affected the psycho logical adjustment of ep ileptic adolescents in a relative ly s imi lar 

manner over the d iffere nt age level categories. Simi lar to results obta ined for age re lated 

psychologica l adjustment difference, table 13 above provides that th e ana lysis of variance 

a lso revea led no stat istically s ignificant difference on soc ial adjustment of ep il eptic 

ado lescents within the three age categories ( 13-1 5, 16-1 7 and 18-2 1 year a ids), 

F(2.49)~1.050 , P < 0.05 . Th is implicated that all epi leptic adolescents had relati ve ly 

s imilar socia l adjustment mean scores irrespective of the ir age level catego ry. 

4.5.2. Age difference in the psychosocial adjustment of diabetic 
adolescents 

Table 14: Mean and standard deviation for psychosocial adjustment 
scores of diabetic adolescents of different age groups. 

Psychologica l Social 
adjustment adjustment 

13- 15 Mean 127.64 124.09 
std. deviat ion 5.98 4.76 

(11) 11 11 
16- 18 Mean 125.25 129.65 

std. deviation 10.06 7.74 

(11) 20 20 
19-2 1 Mean 121.38 130.62 

std . deviation 11.74 11.27 

(11 ) 21 21 
Total Mean 124 .19 128.87 

std . deviation 10.25 9.11 

(11) 52 52 
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Table 14 show that the mean scores of diabetic ado lescents on psycho logica l and soc ial 

adjustment to be M= 127 .64, and M= 124.09 for the age groups 13- 15, M= 125.25 and 

M= 129.65 for the age group 16- 18, and M= 12 1.38 and M= 130.62 for the age group 

19-21 respectively. 

Table 15: Analysis of variance on the psychosocial adjustment of diabetic 
adolescents of different age groups. 

sum of df Mean F Sig. 
. squares squares 
Psychological between groups 318.829 2 159.415 1.549 .223 
adjus tment within grou ps 5043 .248 49 102.923 

Total 5362.077 5 1 
_ Social between group 327.646 2 163.823 2.054 .139 
Adjustment within group 3908.4 11 49 79.763 

Total 4236.058 5 1 

The analys is of variance on table 15 above indicate that there is no statistica ll y s ignificant 

psycho log ical adjustment difference among the three age categories o f d iabetic 

ado lescents (13-15 , 16-18 and 19-2 1), F(2.49)= 1. 549, P < 0.05. All diabetic adolescents 

reported a relatively simi lar psychological adjustment experience irrespective of their age 

category they belonged. Para llel to psycho log ica l adjustment, th e ana lys is of variance on 

soc ial adjustment of diabetic ado lescents within the three age gro ups a lso revea led no 

stat ist ica ll y s ignificant difference on social adjustment, r(2,49)= 2.054, P< 0.05. 

4.5.3. Age difference in the psychosocial adjustment of 'healthy' 
adolescents 

Table 16: Mean and standard deviation for psychosocial adjustment scores of 
'healthy' adolescents across different age groups 

Psychological Social 
adiustment adiustment 

13- 15 Mean 131.55 128.64 
std . deviation 5.98 13. 10 
(nJ II I I 

16- 18 Mean 125 .25 129.90 
std. deviation 12.8 4 14.95 
(n) 20 20 

19-2 1 Mean 120.48 130.43 
std. deviation 8.04 16.17 
(n) 2 1 21 

Total Mean 124 .65 129.85 
std. deviation 10.55 14.83 
(n) 52 52 
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As can be referred from the above table, the mean score of ' hea lthy' ado lescents o n 

psychologica l adjustment was M= 13 1.55 for. the 13- 15 age category, M= 125.25 for the 

16- 18 age category, and M= 120.48 for the 19-2 1 age category. Ado lescents w ith in th e 

age group 13-1 5 had the hi ghest psychologica l adjustment mean sco re fo ll owed by 16- 18 

and 19-2 1 age catego ry ado lescents. In soc ia l adjustment, ado lescents w ithin the age 

group 19-2 1 had the hi ghest mean sco re (M= 130, 43) fo ll owed by ado lescents w ithin the 

age group 16-1 8 (M= 129 .90), and ado lescents within the age group 13- 15 (M= 128.64) . 

Table 17: Analysis of variance on psychosocial adjustment of 'healthy' 
adolescents of different age groups 

Sum of df Mean F ~ig. 
sq uares squares 

Psychol ogical I bet ween groups 896.054 2 448.027 4.585 .0 15 
adjustment wi th in groups 4787.71 5 49 97.708 

Total 5683.769 51 
Social between group 23.28 1 2 11 .640 .051 .950 
Adjustment withi n group 11197.488 49 228.520 

Total 11 220.769 51 

' Pair of groups are s ignificantl y d ifferent at alpha 0.05 level 

Tab le 17 above sows that no statistica ll y s ignificant diffe rence was fo und , 1'(2.49) = 

0.05 1, P < 0.05 on soc ia l adjustment among the three age groups o f hea lthy ado lescents. 

All ' hea lthy ' ado lescents had a re lative ly s imilar socia l competence irrespec ti ve of the ir 

age leve l. However on psycho logical adjustment, a stat istica ll y s ignifi cant di ffe rence, I' 

(2 .49) = 4.5 85, P < 0 .05, was o bserved among the three age group ( 13- 15, 16- 18 and 19-

2 1) o f hea lth y adol escents. Therefore compari son o f group mean was taken on 

psycholog ica l adjustment to identi fy the group that caused th e over a ll di fference. 

Scheffe 's proced ure was emp loyed. Table 18 present the result oflhe test. 

Table 18: Mean comparisons of 'healthy' adolescents of different age 
groups on psychological adjustment (Scheffe 's procedure) 

Gro up mea n Group 13-15 years 16-18 years age 19-2 hl gc 
age group gro up group 

131.55 13-1 5yrs age group -

125.25 16- 1 8 yrs age group .247 -
120.48 19-2 1 yrs age gro up .0 16' .311 -

' Palf of groups are slglllfi cantly different at alpha 0.05 level 
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As indicated in table 18 above, the Scheffe test rev ea led that the mean score o f 

ado lescents w ithin the age group 19-2 1 were s ignifi cantl y different from adolescent 

wi thin the age category 13- 15 years. However there was no statisti ca ll y signifi cant 

diffe rence in the psychological adjustment of adolescents within the age category 13-1 5 

and 16-18 years as well as within the age category 16-18 and 19-2 1 yea rs at 0.05 alpha 

leve l. Thi s means that adolescents with in age group 16- 18 years had a re lati ve ly s imilar 

psycholog ical adjustment with both group of adolescents (those within the age group 13-

IS and 19-2 1 years) whi le adolescents within the age gro up \3-1 5 had significantl y 

different psycholog ical adjustment score with adolescents w ithin the age group 19-2 1 

years~ Adolescents with in the age group \3-15 had a hi gher mean (M= 131.55) while 

adolescents within in the age group 19-2 1 had a lower mean score (M= 120.48). 

Adolescents w ithin the age group 16-17 had the second higher mean score on 

psycholog ical adjustment which is not s ignifi cantl y d ifferent from both groups of 

ado lescents (those within the age group \3-15 and 19-2 1). Thus adolescents within age 

group 13- 15 had better psycho logical adjustment th an adolescents w ithin the age group 

19-2 1 years. 

4.6. Psychosocial adjustment of epileptic and diabetic adolescents as 
a function of health attack frequency 

In line w ith the objective of th e study, the psycho log ica l and soc ial adjustment of 

epileptic and diabet ic adolescents as a function of hea lth attack frequenc y is examined in 

this secti on. A one way analys is of variance is employed for this purpose. Epileptic 

adolescents were categorized into three groups: those who experienced a health attack 

(se izure) less than 3 times per year, those who experienced from 3-9 se izures per yea r and 

th ose who experienced more th an 13 se izures per yea r. On the other hand diabeti c 

ado lescents were categor ized in to three groups as those who ex peri enced no signi fica nt 

hea lth attack due to diabetes in the prev ious 12 months (less than I hea lth attack per 

yea r) , th ose who ex peri enced 1-3 hea lth attacks per yea r, and those who ex pe ri enced 

mo re than 3 health attacks per year. In both cases percent i les were used to tr isect th e 

participants into the above mentioned three catego ri es. 
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more pain to adolescents than the seizure it se lf. Once negative label s have been applied 

to people who experience se izures, the persons will be faced with negative soc ietal 

reaction which in turn can have del eterious effects on self esteem. The sti gmati z ing 

nature of thi s chronic condition can gene rate poo r psychosoc ial outcome (worry, negati ve 

fee lings about life, depress ion and inc reased risk of failure to achieve socia l, educationa l 

and vocational goa ls. In supplement, C hadwick ( 1994) and Panter (2004) contend that. to 

avoid the social embarrassment of experiencing se izure in public, epi leptic ado lescents 

may increasi ngly withdraw from soc ial activ,ty and these factors often result in anxi ety, 

depression, low se lf esteem, and fee l ings of helplessness. 

In line with the contention of the aforementioned authors, studies in regions of the world 

testify that stigma co ntribute substant ial ly to the psychological and social burden of 

epilepsy. Nowhere in the world is however epi lepsy associated stigma more disablin g 

than in su b-Saharan Africa (SSA) , w here ep il epsy rates far exceed those in deve loped 

countries (Baskind & Birbeck. 2005) . 

The lower score of ep il eptic adolescents on psychological adjustment as it is measured in 

degree of depress ion and se lf esteem is s imilar to the findings of Hoare and Mann (1994) 

who compared the se lf esteem of epi lepti c and diabeti c adolescents and reported th at 

epil eptic adolescents sco red s ignifi cantl y lower than diabetic ado lescents. S imilarl y, 

Baker et al. (2005) reported that epil epti c adolescents had lower self-estee m and hi gher 

leve l of depress ion compared with ' hea lthy ' adolescents. 

Similar to the psycholog ica l adjustment indices of depression and self esteem, the 

findings of thi s study showed that th e soc ial adjustment o f epileptic adolescents was poo r 

com pared with both diabeti c and hea lthy ado lescents. In relation to this Bake r et al. 

(2005) stated that ep ilept ic ado lescents reported s ignificantl y hi ghe r leve l of social 

anxiety as measured by the soc ial avoidance and di stress sca le than health y adolescents. 

Likewise, after comparing the soc ia l funct ionin g o f adolescen ts w ith ep il epsy, 

adol esce nts w ith oth e r chronic illness, and adolescents witho ut a chro ni c illness , 

Westbrook et a l. ( 1969) repo rted that epi lepti c ado lescents were very sec ret ive about th eir 
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illness and they faced more soc ia l iso lation as a result of the ir d iagnos is (cited in Baker et 

aI. , 2005). 

Unlike results obta ined fo r epileptic ado lescents though, the current study showed that 

d iabetic ado lescents had relative ly s imilar psycho logica l as we ll as soc ial adj ustment 

mean sco res compared w ith adolescents without any signifi cant hea lth problem (, healthy ' 

ado lescents) . This finding of the current study is s imilar w ith the resu lts of He lgeso n et 

a l.(2007) who reportee that no significant difference was found in indices of 

psycho logica l function ing (depress ive symptom, anger, behav ior problem and self 

esteem) between di abet ic and healthy ado lescents. Likew ise, Hanstead (1989) repOlted 

that the majority of diabetic patients in their study experi enced a satisfacto ry quality of 

life desp ite having to live with chroni c illness li ke d iabetes (c ited in Su ltana, Oommen & 

Shanmugham, 2007). [n supplement these s imilar findings , Aus li et al. (2007) a lso 

observed that d iabetic children had similar se lf esteem scores w ith hea lthy ado lescen ts. 

Contrary to fi ndin gs of most studies rev iewed, a somehow con fl icting cla im is held by 

Sudhir et a l. (200 I ). These authors maintain contrast ing assertions that diabetes can 

in fluence the phys iological growth of an individual (suc h as arrested deve lopment, delay 

of pubertal change) wh ich can have further impact on psychological deve lopment. 

However, they contend, the illness co ul d also have positi ve impacts as studi es report a 

trend towards hea lth y hab its and patterns of li ving in young diabet ics as compared to 

the ir norm al peers (Smoking, use of a lcohol , exe rc ise etc). Diverg ing from the findings of 

the current study however, Kathryn et a l. (2001) de monstrated that diabetic adolescents 

exhibited poor psycho logical outcomes as anxiety, depressio n and low se lf esteem in 

their longitudinal study. 

With regard to the social adj ustment of diabetic ado lescents thou gh, studi es tend to come 

up with s imilar res ul ts with th e cu rrent study. Emmanouil idou et a I. , (2008) repo rted that 

d iabetic adolescents de monstrated s imilar quality of li fe wi th non diabet ic yo uth of same 

age and socio-econom ic status. They a lso repo rted that surpris ingly diabet ic adolescent s 

reported even hi gher scores tha n th e ir healthy pee rs in the "soc ial funct ioning" sub sca le. 
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But they al so stated that the s ignificance is onl y 0.04 and that th e standard deviation of 

control s was greater than that of diabetic patients, which may be overruled by a larger 

sample of individuals. in contrast to this study, however, Hel geson et al. (2007) reported 

that diabetic adolescents have difficulties in soc ia l competence. 

Having observed such contrasting outcomes o f studi es rega rdin g the psycho logica l and 

soc ial adjustment of diabetic adolescents, the researcher would like to remain tentative 

concerning the observed results of the current study. ·I t can be ass umed that such 

di screpancies have resulted from differing methodo logies employed by the studies 

conducted so far. Hence a thorough and focused stud y might be needed to unravel the 

current dilemma of di screpant psychosoc ia l outcomes, and with thi s respect, the 

researcher recommend further study parti cularly focus ing on the health problem as 

occurring in Ethiopia . 

5.2. Gender difference in the psychosocial adjustment of 
epileptic, diabetic, and 'healthy' adolescents 

As to the independent t-test statistic o f the present study with rega rd to sex, the re exists 

no statistically s ignificant psycho logica l o r soc ial adjustment mean sco re d iffe rence in 

both the ep ileptic and ' hea lthy' ado lescents. Male and female ado lescents in the two 

study groups were found to ex hibit relativel y s imilar psycho logica l and social adjustment 

mean sco res, which indicated the absence of any gender re lated effect on th e 

psychological and soc ial adj ustment of epileptic and hea lth y adolescents. However, 

gender was found to have association w ith psycho logica l adjustment of di abetic 

adolescents where the female gender rel ated wi th low psycho log ica l adjustment sco re. 

While stud ying the innuence o f variables such as age, gend er, epilepsy dia gnos is, 

duration o f illness, age at onset, seizure seve rity, number of Anti -Epilepti c Drugs 

(AEDs), adverse medicati on effect s, treatment type, and prese nce o f co ·morbid 

neuro logica l impairments on Hea lth Related Quality o f Life (HRQOL), Mi ller et al. 

(2003) came up with a congruent result as the current stud y rega rdin g gender re lated 

psychosoc ia l adju stm ent difference in epilepti c ado lescents. They repo rted that apa rt 
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from the presence of co-morbid neurologi ca l impairments, sei zure seve rity, and th e 

number of AEDs wh ich were s ignificant pred ictors of HRQOL, the rest o f the vari ables 

(as gender) revea led no stati stica ll y s ignifi cant I-IRQOL d ifference. Victo r et al. ( 1990) 

also found no signifi cant difference between ma le and female epilepti c pati ents in a 

measure of depress ion (c ited in Dj ibut i & Shakarishvili, 2003). In contrast to th ese 

findings, a stud y reported that gender was a s ignifi cant predictor of hea lth re lated qua li ty 

of life, the female gender assoc iated with poor health related quality of li fe (Dj ibu ti & 

Shakarishvili ,2003). 

Kimiskid is et a I. , (2007) mainta in that th e effect of gender on the developme nt o f 

psycholog ica l adjustment difficult ies in epilepsy have been highly controversia l In 

perv io us studies some report ing that the male gender associated with more psycho log ical 

difficu lties and others reporti ng the oppos ite result w ith gender hav ing eithe r no effect or 

with a predominance that fema le patients with epi lepsy have more psycho log ica l 

difficu lties. However the stu dy of Kimisk idi s et a l. (2007) indicated that the female 

gender was a ri sk factor for th e development of anxiety and/or depress ion in epilept ic 

adolescents. 

S imilar to the res ul ts relat ing to ep il eptic ado lescents, the find in gs of the present stud y 

demonstrate the exi stence of no signifi cant diffe rence o n th e psycho log ica l and soc ia l 

adjustment of male and fe male d iabetic ado lescents, where both male an d fe male 

adolescents ex hi bited re lati ve ly the same psycho logica l and soc ial adj ustment 

competence. 

Simi lar to epi lepsy, prev io us research reported a contrasting resu lt of gende r hav ing an 

e fFect or no effect on psycho logica l outcomes of diabeti c ado lescents. Emmano uili dou, et 

a l. (2008) reported that th ey have fo und no d iffe rence in the qu ality of li fe of male and 

fe male diabeti c ado lescents whi ch was a lso true to the find ings of LaFfel ct a l. (2003). 

Unlike these findin gs, Helgeson et a l. (2007) reported that female ado lescents ex hibi t ing 

greater depressive symptoms, dec line in se lf esteem and adap ti ve sk ill s than ma le 

ado lescent parti c ipants in their longitudi nal study. Papadopo ul os, et aI., (2007) also 

64 



reported th at gender effect was quite prono unced in their study w ith the female gender 

assoc iated w ith worse quality of life. 

The deviation o f th e current study from most of the findings mentio ned in thi s di scuss ion 

mi ght be th e result of the diverse methodologica l approaches and differences in the 

investi gated population. Hence further population based research need to be co nducted to 

confirm the current study 's allegation of no gender based difference in psycho logica l as 

we ll as socia l adjustment of epileptic adolescents. 

5.3. Age difference in the psychosocial adjustment of epileptic, 
-diabetic and 'healthy' adolescents 

As presented in chapter four, an analysis of variance revealed that there ex isted no age 

related psycho logical and soc ial adjustment difference amo ng epi leptic as we ll as di abeti c 

ado lescents within the age brackets 13- 15 yea rs, 16-18 years and 19-2 1 years. However, 

in ' hea lthy ' ado lescents, there was a s ignifi cant psyc ho logica l adjustment differen ce 

between those ado lescents within the age brackets 13-15 years and 19-21 years impl ying 

that ado lescents within the age group 13·1 5 years had bette r psyc ho logica l adj ustment in 

co mpariso n to those adol escents within the age group 19-2 1 years. For soc ia l adju stment 

though, there ex isted no such age related stati stica ll y s ignificant d ifferen ce among the age 

groups of hea lthy adolescents. In co ntrast, in the current stud y epileptic and diabet ic 

ado lescents demonstrated no significant age related difference in both psycho logical and 

socia l adju stment measures. 

Rel ated to the findings of the current stud y, Burke and Elliott (1998) state the fact that 

most studi es come up with no relationship between age and psycho logica l di stress among 

children with chron ic hea lth cond ition. A study by Em mano uilid ou et a l. (2008) confirm 

thi s statement reporti ng no stat isti cally s ignifi cant age re lated difference in the qua lity o f 

li fe o f d iabeti c ado lescents. Differe nt age gro up of diabetic ado lescents reported simil ar 

quali ty of li fe in ph ys ica l and psycho logical domains. 

He lgeso n et al. (2007), in their longitudina l stud y of psychosoc ia l fun cti onin g of 

adolescents wi th and wi thout diabetes, co ncluded that d iabetes was not assoc iated with 
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indicators of psycho log ical di stress over time but may be assoc iated w ith the emergence 

of soc ia l diffi culti es . However th ey a lso stated that they did not want to overstate this 

finding s ince tlw effect s ize of the difference was quite small. Bes ides, Szafla rski et al. 

(2006) in the ir study of effects o f age, age at se izure onset, and duration of epi lepsy on 

hea lth-related quality of life found no significant effect of patient' s age o n quality of life. 

Mill er, Pale rmo and G rewe (2003) a lso reported th e same res ul t w ith Szaflarski et al. 

(2006) regardin g the effect o f age on quality of life on patients w ith ep ilepsy. 

Differing to the findin g of thi s study however, Djibuti and Shakarishvili (2003) indicated 

that an advance in age was sign ificantly associated with low level overall quality of li fe 

in patients with epilepsy. Similarl y, Heimlich et al. (2000) stated that o lder ad o lescents 

had more negative attitudes towards the ir epilepsy than young gro up of adolescents 

imply ing that these ado lescents are more vu lnerable to the psychosoc ial consequence of 

hav ing a sti gmatized di so rd er. T he authors exp lained this age difference in psychosoc ial 

experience of ep il epti c ado lescents as a result of the developmental task of late 

ado lescence stage which req uire more sophisticated cognitive processes involved in adu lt 

dec ision making. Mo reover acti o ns taken during thi s time may have more im mediate an d 

long-lasting imp licati ons for ad ulthood. 

The findings of thi s study however swi ng in the no difference extreme of psycho log ical 

and social adjustment controversies as a result of age. This might be ex plained in the 

continual effects of epi lepsy on psychosocial functi oning where recu rrent seizu res are 

experienced by ado lescents of any age, hinderin g an y age re lated difference to prevai l. 

5.4. Psychosocial adjustment difference in epileptic and diabetic 
adolescents as a function of health attack frequency 

In th is study analysis o f variance revea led that there was a s ignificant psycholog ica l and 

soc ia l adj ustment d ifference amo ng epi lepti c ado lescents, those adolescen ts w ith hi gher 

se izure frequency havin g hi gher psycho logica l and soc ia l adjustment pro blems. Hence , 

thi s was found to be in line with the results of other studies that acco un ted se izure 

freq uency to be a s igni ficant inve rse predictor of psycho logica l adjustmen t. 
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Ronen, Stre iner and Rosenbaum (2003) stated that a number of research conc luded th at 

patients w ith frequent seizures had poor psycho logical pro fil es th an those w ith infreq uent 

or no seizures. Similarly, Dj ibuti and Shakari shvili (2003) reported that hi gh se izure 

frequency was found to be a ri sk factor fo r the development o f poor qu a li ty of li fe across 

di fferent do mains. Baker et a l. (2005) a lso fo und th at among ad olescen ts w ith ep il epsy. 

hi gh se izure frequency to be s ignificantl y associated with low se lf esteem. Kim is ki dis et 

a l. (2007) suppl ement the above findings maintaining that hi gh seizure frequency to be an 

independent ri sk factor for th e development of anxiety and/or depress ion. 

Heimlich et al. (2000), in their stud y of ado lescents ' attitude towards epilepsy, stated th at 

more negative attitude towards illness was observed in ado lescents who ex peri enced 

frequent se izu res whi ch lead to poo r psycho logical o utcomes. They further stated that 

se izures occurring frequentl y in schoo l settin g durin g adolescence, when peer acce ptance 

is more important to the deve loping identity, may contribute to great fee ling of 

stigmati zati on and marg ina lization. 

As to the analys is of variance conducted to see the psycho log ica l and socia l adjustment 

scores of d iabetic ado lescents as re lated w ith hea lth attack freq uency, there was no 

psychological and soc ia l adjustment diffe rence amo ng th ose ado lescents who 

experienced re lative ly frequent s ignifi cant hea lth attac ks (more than 3 times per year), 

moderate ly freq uent hea lth attacks (1-3 t imes per year) and those who experienced no 

signifi cant hea lth attac k durin g th e precedin g yea r to data co llection. 

Stud ies conducted w ith these regard however tend to repo rt contrast ing outcomes with 

the findin g o f the stud y. Acco rdin g to Sudhir et al. (200 1) di abeti c 'g lyco mic ' control 

(which re fers to taking med icat io n, fo llow ing di et and exerc ise o r executin g life sty le 

changes that co incide w ith med ication or health advice) is ve ry important in d iabetes as a 

fa ilure to fo ll ow these could lead to seri o us consequ ences in th e form of hypoglycemia 

ketoac idosis or micro and macro-vasc ula r comp li cati ons. With th is regard, Anderso n et 

a l. (198 1), after compar ing fam ily environmen t of d iabeti c adolescents with va rying 
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degrees of metaboli c control , repo rted that compared to adolescents w ith poo r 'g lycom ic' 

control those with good control reported less diabetic re lated symptoms, less anxiety and 

more pos itive se lf concept. On the other hand Kathryn et a l. (200 I), in their longitud inal 

study and psycho logica l course of d iabetes from adolescence to youn g ad ulthood, 

reported that there was a trend for emot ional problems such as anxiety, depression to be 

associated w ith lower 'glycemic' contro l. They a lso stated that a referral for psych iatric 

assessment was common and was most o ften observed in those patients who also had 

recurrent hosp ita l ad miss ion for diabetic ketoacidosis further suggesting that when 

d iabetes is s ignificantly out of control , it raises the ri sk of psychological mo rbi dity. The 

finding of the cu rrent study is however simi lar to the findings of Emmanouilidou et al. 

(2008) who reported the existence of no d iffe rence in the quality of life of youth hav in g 

good, moderate and bad ' glycemic' control. 

As stated befo re in thi s study, no signifi cant difference was found on psycho logica l as 

we ll as socia l adjustment of diabet ic adolescents as a function of number of signi ficant 

health attacks incu rred due to di abetes. Thi s is ind icative of the fact that a ll the d iabet ic 

ado lescents had relatively s imilar psycho logical and soc ial adj ustment outcomes despite 

hav ing to endure varying number of d iabetes re lated hea lth attacks. However Further 

exami nation of additi onal va ri ab les like 'g lyce mic' contro l mi ght un ve il add itio nal health 

attack frequency related differences amo ng the diabet ic ado lescents. 

5.5. Psychosocial adjustment difference in epileptic and diabetic 
adolescents as a function of illness duration 

Illness durat ion being a quasi- independent va riable, the findin g of thi s stud y reveal the 

existence o f no stati stica ll y s ignificant psycholog ical as well as soc ia l adjustment 

difference among epi leptic or diabeti c ado lescents who endu red ep ilepsy or di abetes for 

re lative ly sho rter and longer tim e. 

The cu rrent study's find ing regarding ill ness duration and psycho logica l and socia l 

adjustment seem lac k ag reement w ith some research in the a rea of ep il epsy as wel l as 

diabetes. As to a stud y by SzaOarski et al. (2006), a longe r durat ion of epi lepsy has 
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signifi cant pos iti ve impact o n qua li ty of life ac ross different domains. Thi s imp li ed th at 

patients with longer experience of epilepsy were better adj usted to the psychosocia l 

consequence of their illness. What ever the direction o f effect, Ronen , Streiner and 

Rosenbaum (2003) contend; illness durati o n seemed to have effects on epilepti cs . 

Population based studies of childhood onset epilepsy do not show uniform results, some 

indicating increase in psychologica l diffi culties ove rtime whil e others indicat in g th e 

oppos ite. 

A study by Mrabet et a l. (2004) in Tuni sia, that compared patients w ith epilepsy w ith that 

of the general population , however reported a s imilar findin g with the current study. T hey 

reported that duration of epilepsy had no effect on quality of life of patients (cited in 

Szaflarski et a I. , 2006). 

As it was outlined above, the present study found no stati stica ll y s ignificant 

psycho log ica l and soc ial adjustment d ifference amo ng epi leptic ado lescents who endured 

the illness for re latively sho rt period time (less than five years), who endured it from 5-9 

years, and those who endured it fo r a re lative ly longer period (more than 9 yea rs). This 

imp li ed that all the epi leptic adol escents had expe rie nced a s imilar poor psycho log ica l 

and soc ia l adjustment irrespective of the length of time they endured the illness. 

Papadopoul os et a l. (2007) identifi ed durat io n of d iabet ics as s ignificant predictor of 

hea lth re lated quali ty o f the longer du rat ion of diabet ic gene rating poor qu ality o f life. 

Howeve r, in thi s study, s imila r to epi lepti c ado lescents no s ignifi cant psycho log ica l and 

soc ia l adjustment d iffe rence was fo und among diabet ic ad o lescents, those who end ured 

the illness for a relatively shorter time (less than a year), th ose who endured it from 1-3 

years, and those who endured it fo r a re lative ly longe r time (more than 3 yea rs) . A ll 

epi lept ic ado lescents had a re lat ive ly s imila r psycho log ica l and soc ia l adj ustment 

competence. 
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5.6. Psychosocial adjustment difference a among epileptic and 
diabetic adolescents as a function of attitude towards illness 

The t-test empl oyed to see if there existed a' psychological and soc ial adjustment 

difference in epi leptic ado lescents, between those having favorable attitude towards th eir 

illness and those who have not, revealed a statically s ignifi cant difference. Those 

ado lescents with unfav orabl e att itude having hi gher psychological and soc ial adju stment 

problems. Simi lar to this findin g Heim li ch et al. (2000) reported that adolescents w ith 

negative att itude towards eP tlepsy exh ibited more psychosoc ia l difficulti es. They a.'so 

contended that in ep il eptic adolescents, experienc ing se izure in publi c may lead to 

stigmatization and marginalization which in tum may lead to having more negati ve 

attitude towards one's epi lep-sy . 

In contrast to th e cu rrent finding regarding ep ilepti c adolescents, no stati sticall y 

significant psycholo gical and socia l adjustment difference was found am ong diabetic 

ado lescents who have favorab le att itude and those having unfavorabl e attitude towards 

their diabetes. 

LeBovidge, Lavigne, and Miller (2005) contend that responses to the Chi ld Attitude Toward s 

Il lness Sca le (CATIS), reflect personality characteri stics or cogn itive sty les that a re not 

speci fi c to fee lings about illness. For exampl e, youth who respond that they fee l just as good 

as their peers even th ough they have epilepsy/diabetes or do not fee l that epi lepsy/diabetes 

keeps them from doing things they like may be individuals who have a hi gh sense of se lf­

esteem or self-efficacy. It is also poss ibl e that a positive attitude toward illness may refl ect a 

generally optimistic attribution style (i.e. viewing causes of negati ve events as external , 

specific, and un sta bl e), while a negat ive att itude toward illness may refl ect a pessimist ic 

attribution style (v iewing causes of negati ve events as internal , global , and stable) . 

Pess imi stic attribution sty le has been fo und to interact with negati ve events to predict 

II1creases in depressive symptoms among yo uth (Abela, 200 I, Abramson , Se l igman , & 

Teasda le, 1978 c ited in LeBov id ge, Lav igne, and Mill er, 2005). Hence, the psychosocial 

adj ustment difference seen between ep il epti c adolescents, those ha vin g favorable attitud e and 

those having un favo rable attitude towards epilepsy, in thi s stud y cou ld be att ributed to 

personal ity characteri stics and cogniti ve sty les . 
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6. CONCLUSIONS AND RECOMMENDA nONS 

This study has tried to explore into some of the psycho logica l and soc ia l adjustmen t 

as pects fo r ep ile ptic and diabetic adolescents. Data were co llected fro m 52 ep il epti c and 

52 di abeti c ado lescents who were attending medi ca l treatment at Yekatit 12 and St. 

Paulos hospita ls of Addi s Ababa and 52 ado lesce nts taken from three gove rnment schoo ls 

matched fo r age and sex w ith th e ep il epti c and diabetic ado lescent partic ipants. In thi s 

sect ion co nc lus ions and recommendations are forwarded based o n th e findin gs of th e 

study . 

6.1. Conclusions 
T he findiilgs of thi s study with regard to the profil e of e pil eptic, di abetic and hea lthy 

ado lescents who pa11icipated in the study could lead to the fo llowing co ncl us ions: 

• Epilepti c ado lescents seem to have hi gher psycho logica l and soc ial adjustment 

prob lems compared to hea lthy ado lescents where as diabetic adolesce nts have 

re lat ively comparable psycho log ical as wel l as soc ia l adju stment wi th hea lthy 

ado lescents. 

• There was no statica ll y significant gender re lated difference in the psycho logical and 

soc ia l adjustme nt of both epilept ic and ' healt hy' ado lescents. W hil e gender was 

assoc iated w ith psychologica l adjustment of diabeti c ado lescents. 

• Both ma le and fema le ep ileptic and ' healthy' ado lescents reported relatively 

s imilar psycho logical and soc ial adjustment. T hus gender was not fo und to be 

an intervening factor in th e psycho log ica l and soc ial adjustment of epileptic 

and ' hea lth y' ado lescents. However gender was found to be an intervenin g 

factor in th e psycho log ica l adjustm ent o f d ia betic adole sce nts, the fe ma le 

gender associated w ith low psycho logica l adjustm ent scores. 

• The re was no stati sti cal ly s ign ifi ca nt age re lated difference in the psyc hologica l and 
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socia l adjustment of both e pilept ic and di abetic adolescents. 

• Th is indicated that the psycho logical and socia l adju st ment of epil epti c 

ado lescents was not med iated by their respecti ve age category. 



• Similarly, the psychologica l and socia l adjustment of diabetic adolescents was not 

influenced by the ir respect ive age catego ry. 

• However, in ' hea lthy' adolescents, age was found to have an interven in g effect on 

psychological adjustment where an advance in age was associated with having poo r 

psychological adjustment. 

• Among ep ileptic ado lescents, a significant difference was observed in psycho logical 

and soc ial adjustment measures as a functi on of seizu re frequency. High se izure 

frequency was found to be associated with poor psychologica l and soc ial adjustment. 

• In adolescents with a diabetes hea lth cond ition however, the number of s ignifi cant 

health attacks due to diabetes were not found to be associated with the psycholog ica l 

and soc ial adjustment of diabetic ado lescents. 

• No statica lly significant psychologica l and socia l adjustment differences were seen in 

both epileptic adolescents and diabetic adolescents as a function of illness durat ion. 

Hence illness duration was found to have no influence in the psychologica l and soc ial 

adjustment of both epileptic and d iabetic adolescents . 

• Epileptic ado lescents reported relatively similar psychological and soc ial 

adjustment irrespective of the length of time they endured with illness . 

• Simi larly, diabetic ado lescents reported a relatively sim ilar psycho log ica l and 

soc ial adjustment irrespective of the length of t ime they endured illness. 

• Attitude towards illness was fou nd to be assoc iated with psychological and socia l 

adj ustment in epi leptic ado lescents. 

• Here, unfavorable attitude towards epilepsy was associated with poor 

psychological and socia l adjustment. 

• However, in d iabet ic ado lescents attitude towards illness was found to have no 

statistically significant influence on the psycho logical and soc ial adjustment of 

d iabetic ado lescents. 
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6.2. Recommendations 
In this section recommendations are forwarded based on the fi ndin gs of the study and th e 

reviewed literature. 

This study has tried to shed light into the psycho logica l and soc ia l adjust men t leve l of 

epilepti c and diabetic ado lescents as co mpared to healthy adolescents. The res ults of the 

study indicated that ado lescents with epilept ic health cond ition have a more co mprom ised 

psychologica l and socia L adjustment compared to both diabetic and hea lthy adolescents. 

However, the study d id not try to di g into the reasons for the compromised psyc ho logica l 

and soc ial adj ustment of epileptic ado lescents'. Therefore it is hopped that future research 

will add to know ledge w ith thi s respect. 

As indicated earlier, the diagnos is of epi lepsy appears to impact negat ive ly the 

psychological and soc ial adjustment of the ado lescent. Hence, these negative effects of 

epilepsy must be approached by prov iding support to individuals to enab le the m get ho ld 

of Icontroll their ep ilepsy, the assoc iated seizure as we ll as li fe. 

Cu rrentl y adolescents are being prov ided with a medical treatment , caught between 

pediatric and adu lt serv ices, and w ith neither service being ab le to g ive th em 

psychosocial su pport. The researcher hence assumes that these adolescents need to be 

provided with a spec ia ll y tailored psychosocia l support serv ice at hosp ita ls or other health 

care fac i I iti es. 

To this end, a carefu l explanatio n of the bases of epi lepsy m ight prove helpful 'since the 

diagnosis of epilepsy is often ji-ightening for patients and their remains a cOl1>iderable 

misunderstanding about the nature of epilepsy and its consequence' (C hadw ick, 1994). 

Moreover, a c lini cal tim e is often limited and pati ents may feel unabl e to ask a quest ion 

that they want answered. T herefo re intervcntion by knowledgeab le co unse lor or specia li st 

nurse probab ly present a better way of answering thi s iss ue. Supp lemen tary written 

information can a lso be extremcl y valuable . 
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Adolescents with an ep ileptic health conditi on could benefit a lot from suffi c ient soc ia l 

support provided by health care profess ionals, Fam ily and friends. Moreover, th e 

establi shment of and profess ional ass istance to illness focu sed support gro ups mi ght a lso 

prove one remedia l measure for the compromi sed psychosocia l adjustment of epileptic 

adolescents. 

As it was stated in the literature review and di scussion part, studi es have indicated that 

the poor psychosocial outcome in epileptic adolescents might be due to the prejudices 

and misconcepti o ns associated w ith ep il epsy (Baker et a i, 2005; C hadwick, 1994; and 

Panter, 2004). Therefore commun ity awareness rai s ing programs aimed at reducing th e 

prejud ices and misconception regarding the nature epilepsy and the negative attitude 

associated with epilepsy and the epi leptic can serve to a ll eviate the strains on ado lescents 

with epilepsy. 

In thi s stud y di abetic adolescents did not manifest any significant difference in 

psychologica l and soc ial adjustment meas ures from hea lthy ado lescents . As it is indicated 

in the di scuss ion part, thi s result is found to be cons istent with some of the research 

rev iewed by the research er and contradi cts wi th some others. Hence, further research 

need to be conducted to di g deep ly into this disparity. 

The demographic variables studied (sex and age) were also found to have no effect on the 

psychologica l and socia l adjustment of epileptic ado lescents and o nl y ge nder hav ing an 

effect on the psychological adjustment of diabetic ado lescents which was also consistent 

with some of the studies and contradicts with some other research findin gs reviewed by 

the researcher. Therefore it is hopped that Future pop ulatio n based studies will 

spec ifica lly address the effect of age and gender on psychosoc ia l adjustment of epi leptic 

and diabetic adolescents. 

Attitude towards illness was found to have a signi fi can t association with psycho log ica l 

and soc ial adj ustm ent of epi leptic ado lesce nt s, un favo rab le attit ud e be ing a factor for 

poor psychosoc ia l adjustment. In work w ith yo uth epi lepsy it ma y bc he lpful to both 
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acknowledge negative aspects of the illness, as well as guide them in reframing their 

experience. Efforts in coping with ep ilepsy, for example, can also be seen as s igns of 

strength in handling difficult s ituations. Indeed, such an intervention strategy may fol low 

a cogn iti ve-behaviora l perspective, in which interventions are aimed at helping children 

deve lop new ways of interpreting their exper iences and conceptualizing problems, as well 

as building new coping templates (Kendall , 1993 cited in LeBovidge , Lavigne & Miller, 

(2005) . 

As it was indicated in the discuss ion part, findings have indicated that the negati ve 

att itude of epi leptic ado lescents towards their illness might be the resu lt of the prejudices, 

misconception and stigma peopl-e have regard ing epilepsy. Hence as recommended 

earlier, community awareness ris ing programs cou ld help reduce the prejudice and s igma 

associated w ith ep il epsy. 

Areas for future research include investigat ion of potentia l factors contributin g to attitude 

toward illness (e.g., disease status, persona lity characteristics, parental attitude and 

cultura l infl uences) and interventions a imed at promoting positi ve altitudes. 

Ado lescents may also benefit from group situations (e.g. support groups within hea lth 

care faci li ties) to talk with one another about their illness experience and how to handle 

difficu lt s ituations, so that overwhelming s ituations may be appraised as more 

manageable. 
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Appendix A 

School of Graduate Studies 

Department of Psychology 

Questionnaire to be fil led by epi leptic adolescents 

The fo ll owing questionnaire is part of a thesis work undertaken by a graduate student of 

Co unsel ing Psycho logy. Its primary a im is explo rin g into th e psychosocia l adj ustment o f 

ado lescents w ith epi lepsy. It has five parts dea ling with genera l informatio n, health 

re lated information, psycho log ical adjustment, soc ial adjustl]lent, and ado lescents' 

attitude to their hea lth condition. I would like to ask yo ur kind collaboration to take part 

in the study and a lso like to assure you the confidenti a lity o f your responses. Thank yo u 
. 

in advance for you r genuine responses. 

PART ONE: BACKGROUND INFORMATION 

DIRECTION: For the foll owing questions, please respond either by a word/phrase of 

yo ur opini on or by putting a check mark' '/ ' on th e opt ion o f your cho ice. 

I. Age 

2. Gender: Maie D Female D 

0 Grade leve l 0 

4 Usual Household: With both parents D with father o nl y D 

With mother o nly D With s ibling D Other (p lease specify) 

5 Where do you live? Add is Ababa D Other than Addi s Ababa D 

PART TWO: CLINICAL AND HEALTH RELATED DETAILS: 

DIRECTION: for the followin g questions, please respond e ith er by a wo rd/phrase of 

yo ur opinion or by putting a check mark ''/' on th e o ption of your cho ice. 

I. How o ld were yo u at the o nset of yo ur current healt h proble m? _ ___ _ _ 

2 How long have yo u stayed w ith yo ur health problem? ________ _ 

3. Have yo u experienced se izure during the past 12 months? 

Yes D No D 

4. If yo ur answer to the above question IS ' yes' , how man y times have you 

experie nced seizure du ring the past 12 months? _____ _ _ 

5. How do you contro l your epilepsy? 

By takin g ant-e pileptic dru gs D other (p lease speci fy) ___ _ 
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2. 
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4. 
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6. 
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PART THREE: PSYCHOLOGICAL ADJUSTMENT MEASURE 

Direction: The following statements refer to the experiences that people have in their 

daily life. Please read each statement carefu ll y and indicate the option that best describes 

your feeling (on a five point scale- Strongly Agree, Agree, Undecided, Disagree, and 

Strongly Disagree) by putting a check mark (,,) on the option of your choice. 

Response categories 

Items 
Strongly Agree Undecided Disagree 
Aercc 

On the whole, I am satisfied with myself. 

At times, I think I am no good at all. 

1 feel that I have a number of good qualities. 
-

I am ab le to do things as well as most other people. 

I feel I do not have much to be proud of. 

I certainly feel use less at times. 

I feel that I 'm a person of worth, at least on an equal 
plane with others. 

I wish I could have more respect for myself. 

All in all , I am inclined to feel that I am a failure . 

: take a positi ve attitude toward myself. 
I fee l sad all of the time. 
I am not di scouraged about my future. 
I fee l I am a total failure as a person. 
I can' t get any pleasure from things I used to enjoy. 
I don 't feel particularly guilty . 
I feel I am being punished. 
I dislike myse lf. 
I don ' t crit ici ze or blame myse lf more than usual. 
I would like to kill my se lf. 
I cry over every little thing. 
I am no more restless or wound up than usual. 
I have not lost interest in other people or activities. 
I trouble making any decision. 
I feel utterly worthless. 
I have as much energy as ever. 
I sleep some what less than usual. 
I am irritable all the time. 
My appetite is much less than before. 
I find that I can' t concentrate on any thino . 
I get much more tired or fatigued more eas il y than usual 

StJ-o ngly 
Disagree 

i 

-
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0 
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PART FOUR: SOCIAL ADJUSTMENT MEASURE 

Direction: The fo llowing statements refer to the experiences, perceptions, fee lings and 

react ions that people have in their dai ly interacti ons with others. Please read each 

statement carefull y and indicate the option that best desc ribes yo ur fee lings and 

experiences (on a fi ve point sca le- Strongly Agree, Agree, Undecided , Disagree, and 

Strongly Disagree) by putt ing a check mark (/) on the option of yo ur choice. 

Response categories 

Strongly Agree Undecided Disagree 

Items Agree 

I feel close to members of my family. 

I feel I reall y do not have much in common with the 
larger community in which I live. 

I have little contact with members of my family . 

I do not get along very well with my family. 

I have a good relationship with most members of my 
immediate fam ily. 

I do not feel that I can turn to my fr iends living aro und 
me fo r help when I need it. 

No one in the community where I live seems to care 
much about me. 

I feel that J have a sense of belong ing in the larger 
community or neighbourhood J live in . 

I do not have many frien ds in the city where I li ve . 

I do not have any neighbou rs who would help me out 
in a time of need. 

I get plenty of help and suppO t1 from my friend s. 

My family se ldom reall y li stens to what J say. 

Few of my friend s understand me the way I want to be 
understood. 

I know people in my community who understand and 
share my views and beliefs. 
I feel tense when with people I do n' t know we ll . 

I 3m soc iall y some what awkward. 

Strongly 
Disagree 

i 
-l 



Strongly Agree Undec ided Disa gree Strongly 
Agree Disagree 

No Items 
17 I don't find it difficu lt to ask other people for 

informati on. I 

18 I am often uncomfortable at parties and other social 
functi ons. I 

19 Whe n in grou p of peo ple, I have tro ubl e thinking of 

20 
the ri ght thin g to talk about. I 
It doesn't tak.e me long to overcome my shyness in I 

new situations. 
21 It is hard for me to act neutral when I am meeting new 

people. I 
22 I feel nervous when speaking to someone in the -

authority. 
23 I have no doubts about my socia l competence. 

24 I have tro ubl e looking someone right in the eye. 

25 I feel inhibited in soc ial s ituations. 

26 I don' t find it hard to ta lk to strangers . 

27 I am more shy with members of the opposite sex. 

28 It has been easy to relate to others . 
-

29 I fe lt iso lated from othe r people. 

30 I had someone to share my feelings with. I 

31 I fo und it easy to get in touch w ith others when I 1 needed to. 
32 When w ith other peop le, I felt separate from them. I 

I 
"" 00 I fe lt a lone and friendless. I 
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PART FIVE: THE CHILD ATTITUDE TOWARDS ILLNESS SCALE (AUSTIN & 

HUBERTY, 1993) 

Direction: This sca le IS intended to measure your favorab le or unfavorable feelings 

towards having ep il epsy making use of the below presented list of statements. Consider 

each item carefu ll y and circle the option that best represent your fee li ng. 

Item s Options 

How good or bad do you fee l it is that you have the Very A litt le Nol A littl e 

health problem? good good sure bad 

How fair is it that you have the health prob lem? Very A I ittle fair Not A littl e 

fair sure unfair 

How happy or sad IS it for you to have the health Very A little sad Not A liltl e 

problem? sad sure happy 

How good or bad do you feel it is to have your sort Very A little Not A little 

of health prob lem? good good sure bad 

How often do you fee l that your health problem tS Never Not often Some often 

your fau lt? Times 

-

How often do you fee l that your health problem Never Not often Some often 

keeps you from doi ng th ings you like? Tim es 

How often do you feel that you will always be sick? Never Not o ften Som e often 

Times 

How often do you feel that your health problem Never Not ofte n Some often 

keeps you from starting new things? Times 

How often do you fee l different from others Never Not often Some often 

because of your hea lth problem? Times 

How often do you fee l bad because of you r health Never Not often Some often 

prob lem? Tim es 

How often do you fee l sad about being sick? Never Not ofte n Som e often 

Tim es 

How often do you fee l happy even though you have Never Not often Some often 

the hea lth problem? Times 

How often do you fee l just as good as others of Never Not o ft en Some often 

yo ur age th ough yo u have the health problem? Tim es 

Very 

bad 

Very 

un fai r 

Very 

happy 

Very 

bad 

Vcry 

oft en 

Very 

oft en 

Vcry 

often 

Very 

often 

Very 

often 

Very 
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Ve ry 

o ft en 

Very 

oneil 

Ver\, 

oftell I 
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Append ix B 

School of Graduate Studies 

Department of Psychology 

Questionnaire to be filled by diabetic adolescents 

The fo llowing question naire is part of a thesis work undertaken by a grad uate student of 

Counse lin g Psycho logy. Its primary ai m is exp loring into the psychosocia l adj ustment of 

adolescents with diabetes. It has five parts dea ling with genera l info rm ati on, hea lth 

related information, psychological adjustment, social adjustment , and ado lescents ' 

attitude to their health condition. I would li ke to ask your kind co llaborat ion to take part 

in the stud y and also like to assure you the confidentia lity of yo ur responses. Thank you 
- -

in advance for yo ur genuine responses. 

PART ON E: BACKGROUND INFORMATION 

DIRECTION: For the fo llowing questions, please respond either by a word/phrase of 

your op ini on o r by putting a check mark (,/) on the option of your choice. 

I . Age ____ _ 

2. Gender: Male 0 Female 0 

3. Grade level _____ _ 

4. Usua l Househo ld : With both parents 0 With father only 0 With mother onl y 0 

With sibling 0 Other (please spec ify) _____ _ 

5. Where do yo u I ive? Addis Ababa 0 Other than Addis Ababa 0 

PART TWO: CLINICAL AND HEALTH RELATED DETAILS: 

DIRECTION: For the fol lowing questions, please respond either by a word/phrase of 

your opinion o r by putting a check mark (,/) on the opt ion of your cho ice. 

I. How o ld we re you at the onset of yo ur cu rrent hea lth problem? _____ _ 

3 How long have yo u stayed with your heal th problem? ________ _ 

4 Have you ex perienced any major hea lth attack due to d iabetes durin g the past 12 

months? Yes 0 No 0 

5 If you r answer to th e above questi on is 'yes', how man y times have yo u 

ex perienced such a major hea lth attack during the past 12 months? ___ _ 

6 How do yo u contro l you r d iabetes? 

Diet 0 Medicati on 0 Insulin 0 sport 0 other (p lease specify) ___ _ 



PART THREE: PSYCHOLOGICAL ADJUSTMENT MEASURE 

Direction: The fo ll owing statements refer to the' experiences that people have in their 

da il y life. Please read each statement ca refu lly and indicate the option that best describes 

yo ur feeling (on a five point sca le- Strongly Agree, Agree, Undecided, Disagree, and 

Strongly Disagree) by putting a check mark (/) on the option of yo ur choice. 

r 1 . Res ponse categories 

Strongly Agree Undecided Disagree Strongly ' No Items 
A~ree Di sag ree 

I. On the whole, I am satisfi ed with myself. 

2. At times, I think I am no good at a ll. -
, I fee l that I have a number of good qU2 li ties. o. 

4. I am able to do things as well as most other people. 

5. ! fee l I do not have much to be proud of. 
-~ 

6. I ce rtai nl y feel useless at times. 

7. I feel that I' m a person of worth, at least on an eq ual 
plane with others. 

8. I wish I cou ld have more respect for myself. 
-
9. All in all , I am inclined to feel that I am a fa il ure . 

I take a positive attitude toward myself. 
--, 

10 I 
II I feel sad all of the time. ---I 
12 I am not discouraged about my future . . .j .. 

13 I fee l I am a total fai lure as a rerson. 
----~I I~ I ca n'l get any pleasure from things I used to enjoy. ._-

1 15 i don' t fee l particularl y I!u ilty. 

~ 16 I fee l I am being punished. 
17 I di sli ke myself. 
18 I don ' I criticize or blame myse lf more than usual. ! 

J.2 I wo uld like to kill my se lf. - , 
20 I cry over every little thin !;\. , 
21 I am no more restless or wound UP than usua l. ~---l 22 I have not lost interest in other people or act ivitie s. 

-- --- - -~--~ 
23 I troub le making any decision. -----1 
24 I fee l utte rl y worth less . I---~I- ------i -
25 I have as m~ch ener!!\' a, ever. 
26 ! sleep some what less than usual. i--- --~i 
27 I am irritable all the time. 

t- --_. 
28 My aDDetite is much less than before. I 

29 I find that I can ' t concentrate on an y th ing. 
, 

30 I get l11u ch more tired or fatigued more easil y than lIslial ---- .-
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PART FOUR: SOCIAL ADJUSTMENT MEASURE 

Direction: The followi ng statements refer to the experiences, percept ions, fee lings and 

reactions that people have in their daily interact ions with others. Please read each 

statement ca refu ll y and indicate the option that best describes your fee lings and 

experiences (on a five point sca le- Strongly Agree, Agree, Undecided, Disagree, and 

Strongly Disagree) by putting a check mark ( / ) on the option of yo ur cho ice. 

Response categories . 
Strongly Agree Undec id ed Disagree 

Items Agree 

[feel close to members o f my family. 

[ feel [ really do not have much in common with the 
larger community in which [ live. 

[ have li ttle contact with members of my fami ly. 

[do not get along very we ll with my fam il y. 

[ have a good relationship with most members of my 
immediate family. 

J do not feel that I can turn to my friends living aro und 
me for help when [ need it. 

No one in the community where I live seems to care 
much about me. 

I feel that I have a sense of belonging in the larger 
community or neighbourhood [ li ve in . 

I do not have many friend s in the city where I live. 

I do not have any neighbours who wo uld help me out 
in a time of need. 

I get plenty of he lp and support from my fri ends. 

My famil y se ldom reall y listens to what I say. 

Few of my friends understand me th e way I want to be 
understood. 

I know people in my communi ty who understand and 
share my views and be li efs. 
I feel tense when with people I don' t know well. 

I am soc iall y some what aw kward . 

St rongly 
Disagree 

! 
I 
I 



Slron gly Ag ree Und ecided Disagree Strongly 
Ag ree Di sagree 

No Items 
17 I don' t find it d iffi cul t to ask other people for 

information. 
18 I am often uncomfo rtab le at pa rt ies and other soc ial 

functions. 

19 When in group of peo ple, I have troubl e thin king of 
the right thing to ta lk about. 

20 It doesn' t take .me long to overcome my shyness in . 
new situat ions. 

21 It is hard fo r me to act neutra l w hen I am meeting new 
people. 

22 I fee l ne rvo us when speaking to so meone 111 the . 

autho rity. 
23 I have no doubts abo ut my soc ia l competence. 

24 I have trouble loo king so meone right in the eye. 

25 I fee l inhibited in soc ia l s ituati ons. 

26 I don' t fin d it hard to ta lk to strangers. 

27 I am more shy w ith members of the opposite sex. 

28 It has bee n easy to re late to othe rs. 

29 I fe lt isolated from othe r people. 

30 I had someone to sha re my fee lings w ith. 

31 I found it easy to get in to uch with others when I 

I needed to . 
32 When w ith othe r peop le, I fe lt separate from them. 

"" I fe lt a lone and fri endl ess. I 0 0 
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PART FIVE: THE CHILD ATTITUDE TOWARDS ILLNESS SCALE (AUSTIN & 

HUBERTY, 1993) 

Direction: This sca le IS intended to measure yo ur favo rable or unfavorable feelings 

towards having diabetes making use of the below presented I ist of statements. Cons ider 

each item carefully and c ircle the option that best represent your fee ling. 

Item s Opti ons 

How good or bad do you feel it is that you have the Very A littl e Nol A littl e 

health problem? good good sure bad 

How fair is it that you have the health problem? Very A lillie fair Nol A littl e 

fair sure unfair 
-

How happy or sad is it for you to have the hea lth Very A lillie sad NOI A lill ie 

problem? sad sure happy 

How good or bad do you feel it is to have yo ur so rt Very A littl e Not A litt le 

of hea lth problem? good good sure bad 

How often do you fee l that your health problem IS Never Not o ften Some often 

you r fault? Times 

How often do you feel that yo ur health problem Never Not often Some often 

keeps yo u from doing things you like? Times 

How often do yo u fee l that you will always be sick? Never Not often Some often 

Times 

How often do you feel that your health prob lem Never Not often Some o ften 

keeps yo u from starting new things? Tim es 

How often do yo u feel different from others Never Not often Some often 

because of yo ur hea lth problem? Tim es 

How often do yo u feel bad because of your health Never Not o ften Some o ft en 

problem? Times 

How often do you fee l sad about bei ng sick? Never Not often Some often 

Tim es 

How often do you fee l happy even though you ha ve Never Not ofte ll Some often 

Ihe health pro blem? Times 

How often do yo u fee l just as good as others of Never Not o fte ll Some often 

yo ur age though yo u have the hea lth problem? Ti mes 

Very 

bad 

Very 

unfair 

Very 

happy 

Very 

bad 

Very 

o ft en 

Vcry 
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Appendix C 

Addis Ababa University 

School of Graduate Studies 

Department of Psychology 

Questionnaire to be filled by ado lescents 

The follow ing quest ionnaire is part of a thes is work un dertaken by a grad uate student of 

C~unse lin g Psychology. It has three parts dealing . w ith genera l in formation, 

psycho logical adj ustment and socia l adjustment of ad olescents. I wou ld like to ask yo ur 

kind co llaboration to take part in the stud y and a lso like to ass ure you the confidentia lity 

oTyour responses. Thank you in advance for your gen uine-responses. 

PART ONE: BACKGROUND AND CLINICAL INFORMATION 

DIRECTION: For the followin g questions, respo nd e ither by a wo rd/p hrase of yo ur 

opi nio n o r by putting a check mark (/) on the opti on o f your choi ce. 

I. Age ____ _ 

2. Gender Male 0 Female 0 

3. G rade level _ ___ _ _ 

4 Usua l Household: With both parents 0 with father on ly 0 

With mother on ly 0 With s ib ling 0 Other (please spec ify) ___ _ 

5. Have you ever got ill ? Yes 0 No D 

6. If yo ur answer for the above question is ' yes', 

A. li st the name(s) of il lnesses yo u have experi enced? 

B. From wh ich illness(s) did you suffer most? 

C. From wh ich illness did you suffer fo r a re lat ive ly longer peri od? 

D. How long did you su ffe r from the illness yo u have mentio ned above (in 

res ponse for item ' C')? _____ ______ _______ _ 
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PART TWO: PSYCHOLOGICAL ADJUSTMENT MEASURE 

Direction: T he fo llowing statements refer to the ex pe ri ences that peop le have in their 

dai ly life. Please read each statement ca refully and indicate the option that best describes 

your feeling (o n a fi ve po int sca le- Strongly Agree, Agree , Undec ided, Disagree, an d 

Stron gly Disagree) by putting a check mark (") on the opti on of your cho ice . 

Response ca tegories 

Stroqgly Agree Undecided Disag ree 
Items 

. 
Ag ree 

On the who le, I am sati s fied w ith myse lf. 

At times, I think I am no good at all. 

I feel that I have a number of good qualities. 

I am ab le to do things as we ll as most other peop le. 

I feel I do not have much to be proud of. 

I certainl y feel useless at times. 

I fee l th at I'm a perso n o f worth , at least on an equal 
plane with others. 

I wish I could have more respect for myself. 

A ll in a ll , 1 am inc lined to fee l that I am a fa ilu re. 

i take a pos itive att itude toward myse lf. 
I fee l sad a ll of the time . 
I am not discouraged about mj'_ future . 
1 feel 1 am a total fail ure as a person . 
1 can' t get any pleasure from things I used to e nj oy. 
1 don' t fee l particu larl y gui lty. 
1 fee l I am being punished. 

I dis li ke myse lf. 
1 don ' t criti cize o r blame myse lf more than usual. 
I wou ld li ke to kill my se lf. 
I cry over every li tt le thing. 
I am no more restless or wou nd up th an usual. 
I have not lost interest in other peo ple or activ iti es. 
I trou ble making any deci s io n. 
I feel utter ly worthless. 
I have as much ene rgy a~ ever. 
I s leep so me what less than usua l. 
I am irr itable all the time. 

My appetite is much less than befo re. 
I find that 1 can ' t concentrate o n an y thin g . 
I get mu ch mo re tired o r fati gued ma rc eas il y than usual 

Strongly 
Disagree 
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PART THREE: SOCIAL ADJUSTMENT MEASURE 

Direction: The fo llowing statements re fer to the experiences, perceptions, feelin gs and 

reactions that peop le have in thei r dai ly interactions with others. Please read eac h 

statement carefull y and indicate the o ption that best describes you r fee lings and 

experiences (on a five po int sca le- Strongly Agree, Agree, Undecided , Di sagree, and 

Stron gly Disagree) by pu tti ng a check mark (/) o n the opt ion of yo ur choice. 

. Response categories 
Strongly Agree Undecided Disagree 

Items Agree 

[ feel close to members of my fam ily. 

[ feel I really do not have much in common w ith the 
larger community in whi ch [ live. 

I have little contact w ith members of my family. 

I do not get along very well with my fami ly. 

I have a good re lationship with most members of my 
immediate family . 

[do not feel that [ can turn to my friends li v ing around 
me for help when [ need it. 

No one in the commun ity where [ live seems to care 
much about me. 

I feel that I have a sense of belonging in the larger 
co mmunity or neighbourhood [ li ve in. 

[ do not have many friend s in the city where I live. 

I do not have any nei ghbours who wo uld help me out 
in a time of need . 

I get plenty of he lp and support from my fr iends. 

My fami ly se ldom rea!ly li stens to what [ say. 

Few of my fr iends understa nd me the way I want to be 
un derstood. 

I know people in my com munity who und e rstand and 
share my views and beli efs. 
I fee l te nse when with peop le I don ' t know we ll. 

I am soc ially some what awkwa rd. 

Strongly 
Disagree 



Strongly Agree Undec ided Disagree Stro ngly 
Agree Di sagree 

No Items 
17 I don ' t find it difficult to ask oth er people for 

information. 
--

18 I am o ften uncomfortable at part ies and o the r soc ial 
functions. 

-- -
19 When in gro up of people, I have troubl e th inki ng of 

the right thing to talk abo ut. 
-
20 It doesn ' t take me long to overcome my shyness in 

new situations. 
21 It is hard for me to act ne utral w hen I a m meetin g new 

people. 
-

22 I feel nervous when speaking to 
-

so meone 111 the 
authority. 

23 I have no doubts abo ut my soc ial competence. 

24 I have trouble looki ng so meone ri ght in the eye. 

25 I fee l inhibited in soc ial s ituations. 

26 I don't find it hard to talk to stran gers. I 
27 I am more shy w ith members o f the opposite sex. 

28 It has been easy to re late to o thers. 
----

29 I fe lt isolated from other peo ple. 

30 I had someone to share my feelings with. 
I 

31 I found it easy to get in touch with others w hen I 1 
I 

needed to . 
32 . When with other peop le, I fe lt separate from them. 
00 I felt alone and fr iend less . JJ 
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