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Abstract

Background: Worldwide ADHD is the common neurodevelopmental disorder which is commonly
diagnosed in children and adolescents with a significant global prevalence. In Ethiopia VADPRS
and the scales full psychometric properties were not yet conducted. Adapting and validating
screening tool for ADHD is crucial for facilitating early identification, assessing the severity of
psychopathology, and guiding targeted interventions in contexts similar to the current study setting
in Ethiopia

Methods: A Pilot study was used to adapt VADPRS into the Amharic language. A purposive
sampling technique was implemented to gather preliminary data for the study, with the sample size
is 26 participants. To assess the clarity, comprehension, and cultural relevance cognitive
interviewing was conducted and this data also helps to assess and determine face validity. To
evaluate content validity of the experts was invited to review and rate the translated version. To
determine internal consistency of the tool Cronbach alpha was used.

Objectives: The main objective of this study was to adapt and evaluate the preliminary
psychometric properties of the Vanderbilt Attention Deficit Hyperactive Disorder Diagnostic
Parent Rating Scale (VADPRS) into Amharic language.

Result: The cognitive interviewing conducted in 9 participants shows 37 items in the tool get the
highest values this indicate that these items have linguistic clarity and cultural appropriateness and
also the tool shows high face validity. The tools average content validity index was found 0.91
clarity, 0.93 cultural appropriateness and 0.94 relevance, these results meet the recommended
threshold for content validity. Additionally, the total scale shows a = .95 value which indicates
acceptable internal consistency.

Conclusion: The adapted Amharic version of the VADPRS has demonstrated strong face and
content validity in assessing ADHD in Ethiopian children.

Recommendation: Conduct validation studies to determine the psychometrics properties of the
adapted Amharic version of ADHD.

Key words: Cognitive interviewing, face validity and content validity
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1. Introduction

1.1 Background of the study

Attention Deficit Hyperactivity Disorder (ADHD) is a neuropsychiatric condition mostly which
affects children adolescents, and adults around the world, characterized by a pattern of diminished
sustained attention, and increased impulsivity or hyperactivity recognized as a multiple condition,
with genetic, neurobiological, and environmental factors contributing to its onset and development
(1). According to Diagnostic and Statistical Manual of Mental Disorders Fifth edition Text
Revision, (DSM 5 TR) Attention Deficit Hyperactivity Disorder is neurodevelopmental disorder
which is characterized as a persistent pattern of inattention and/or hyperactivity-impulsivity that

interferes with functioning or development (2).

Worldwide ADHD is the common neurodevelopmental disorder which is commonly diagnosed in
children and adolescents with a significant global prevalence (3). According to Kaplan and Sadock
(2013) 5% to 8% of children affected by ADHD, with 60% to *80% of these children meet full
criteria for the disorder in adolescence ((1). Some recent studies show the prevalence of ADHD is
a significance public health concern. A systematic review and meta-analysis study done in 2023
shows that the prevalence of ADHD in children aged 3-12 and adolescents aged 12-18 is 7.6% and
5.6% respectively (4). On other systematic review and meta-analysis done in 2015 shows the
prevalence of ADHD estimates with an overall pooled estimate of 7.2% (5) Additionally, a meta-
analysis study of the worldwide prevalence of mental disorders in children which include 41studies

conducted in 27 countries across the world estimated the prevalence of ADHD 3.4 % (6).

Study done in 2020 in South Africa estimated the prevalence of ADHD symptoms 7.7% presented
with the combined subtype, 6.7% presented with hyperactivity and impulsiveness, and 11.0% with
inattentiveness (7). A recent meta-analysis study done in Sub Saharan country mainly on the
prevalence of Youth mental disorders estimated around 6.55% attention-deficit hyperactivity

disorder (8).



In Ethiopia, the prevalence of ADHD is higher than the global averages which is estimated around
14.2%(9). Recent cross-sectional studies done in Ethiopia indicates high prevalence rate. A
community based Cross-sectional study done in Shewa Robit town estimates the prevalence of
ADHD among children aged 6 to 17 around 13% (10). In other cross-sectional study which is
done in hospital setting among children attending pediatric OPD estimated to 8.4% (11).

Some of the tools that are widely used to screen and assesses ADHD are: Conners Rating Scales-
Revised (CRS-R), IOWA Conners Teacher Rating Scale, Swanson, Nolan, and Pelham-IV
Questionnaire SNAP 1V, the Attention Deficit Disorder Evaluation Scale-Second Edition
(ADDES-2, and VADPRS/VADTRS, these tools are have their own characteristics and normative
value (12). The Vanderbilt Attention Deficit and Hyperactivity Disorder Diagnostic Parent Rating
Scale (VADPRS) is a widely used and well-validated tool for assessing ADHD symptoms in
children and adolescents (13). The rating scale consists of 18 items of DSM criteria to diagnosis
ADHD, characterized by inattention, hyperactivity and impulsivity scales by parents. and it
consists 8 items of oppositional defiant behaviors, 12 items of conduct disorder and 7 items of

mood related disorders. Additionally, the rating scale consists 8-item performance section ((14).

1.2 Statement of the problem

Core symptoms of ADHD inattention, hyperactivity, and impulsivity have significant impact on
children's overall development. In children, inattention is characterized by difficulty in staying
focused on one task. Symptoms may include making careless mistakes in schoolwork, overlooking
details, or finding it hard to follow through on instructions. Often, these children may be labelled
as lazy or underachieving due to the gap between their potential and actual performance.
Hyperactivity characterized by constant motion, inappropriate running, or difficulty playing
quietly. This symptom noticeably impacts school settings, where conventional systems might not
accommodate their need for movement. Impulsivity in children may characterized as acting swiftly

without considering consequences ((2).

Considering the Developmental impact of the disorder evaluation, diagnosis, and treatment are a

continuous process (15) A defining trait of ADHD is the vast symptom variability among
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individuals, often making diagnosis and treatment trickier. Here in is where assessment scales
come into play, serving as invaluable tools to categorize, analyze, and monitor these diverse
symptoms (16). Studies show that for the assessment and screening of ADHD VADRS is suitable
for a general population screen for ADHD and it is helpful in the clinical diagnosis of ADHD ((17).
The tool is available in English and Spanish and design to assesses ADHD in two setting for

impairment in school and home (14).

In Ethiopia most of studies focusing on ADHD prevalences use tools like Disruptive Behavior
Disorder Rating Scale and VADPRS and the scales full psychometric properties were not yet
conducted. In the study done in Southwest Ethiopia a community-based found the VADHD rating
internal consistency (Cronbach’s alpha=0.94 (11,18,19). additionally, Ethiopia has the high
prevalence of ADHD highlights the need for accurate and reliable diagnosis tool for the disorder
(9,10). Making early assessment and intervention using culturally relevant and accurate assessment

tool is essential in improving the diagnosis and treatment of ADHD in the local context.

Adapting and validating a screening tool for ADHD is crucial for facilitating early identification,
assessing the severity of psychopathology, and guiding targeted interventions in contexts similar
to the current study setting in Ethiopia. A well-validated tool enhances the accuracy of screening,
ensuring that individuals at risk receive timely assessment and appropriate support (20). Moreover,
it helps clinicians and researchers better understand symptom severity, comorbid conditions such
as CD, anxiety and depression symptoms, and functional impairments, ultimately improving

intervention planning and treatment outcomes (21).

1.3 Rationale of the study

Despite Ethiopia's high prevalence rate in ADHD a significant gap exists in culturally validated
and adapted tool for assessment. According to the researcher’s knowledge, no culturally adapted

tools had validated to assess the ADHD.

This study was aim to address the gap issue by adapting the VADPRS into the Amharic language,

ensuring its cultural and linguistic relevance for Ethiopian children. The primary aim of this study



was adaptation of the Vanderbilt ADHD Diagnostic Parent Rating Scale (VADPRS) of Amharic.
Culturally adapted and validated assessment of ADHD will provide standardized instrument for
accurate assessment of attention Deficit Hyperactive Disorder and associated Impairment in
Ethiopia. This adaptation work will allow for the validation and use of standardized Ambharic
version of VADPRS for the diagnosis of ADHD, Measuring the prevalence of ADHD through

validation and the design of culturally contextualized interventions.

1.4 Literature Review

1.4.1 Introduction to ADHD

Attention-deficit hyperactive disorder (ADHD) is one of the most frequent neurodevelopmental
disorders within child and adolescent psychiatry with high prevalence which is estimated around
5% to 8 % worldwide (1). Studies show that for the past ten years there are thousands of published
papers on the assessment and treatment of ADHD (22). The nosological criteria for ADHD were
first recognized by American Psychology Association (APA) in the Diagnostic and Statistical
Manual of Mental Disorders (second edition; DSM-II) published in 1968. The disorder categorized
in behavior disorders of childhood and adolescence as a hyperkinetic reaction of childhood which
is characterized by over activity, restlessness, distractibility, and short attention span, especially in
young children; the behavior usually diminishes in adolescence (23). The current version of DSM
5 TR categorizes ADHD as one of neurodevelopmental disorder which is characterized by
persistent pattern of inattention and/or hyperactivity-impulsivity that interferes with development

and functioning (2) .

International Classification of Diseases (ICD) define ADHD as symptoms that is outside the limits
of normal variation expected for age and level of intellectual development which is characterized
by persistent pattern of inattention symptoms and/or a combination of hyperactivity and
impulsivity (24) . Despite these nosological criteria for diagnosis of the disorder, some studies
show that lack of specific and narrow explanations of the disorder, arguing that the criteria's have

become broader placing more emphasis on the specialist’s expertise and experience (25) .



1.4.2 Diagnosis of ADHD

The DSM 5 TR diagnostic criteria for ADHD mainly depends on exclusion criteria for other
disorders. If the behavioral symptoms are explained by psychotic disorder, mood or anxiety
disorder, personality disorder, substance intoxication, or withdrawal ADHD should not be
diagnosed (APA, 2022). ADHD diagnostic classification is based on the observation of behavioral
symptoms which defined as a neurodevelopmental disorder (25). The DSM-5 TR classify the
symptoms of ADHD into symptoms of inattention (9 symptoms) and hyperactivity/impulsivity (9
symptoms). The diagnosis of the disorder to met the criteria only require 6 symptoms out of nine
for each sub-type. The presentation of the symptoms in the DSM 5 TR categorized into three;
predominantly inattentive, predominantly hyperactive/impulsive, and combined presentation. For
the criteria to be met symptoms have to be present in two or more settings before the age of 12
years for at least 6 months and have to reduce or impair social, academic, or occupational
functioning (2). The ICD 11 diagnostic criteria for ADHD is much similar to the DSM 5 TR in the
presentation of the symptoms, in contrast ICD 11 differ from DSM 5 TR it describes the essential
features of the disorder, without giving a precise age of onset, duration, or number of symptoms

(ICD 11) (24).

1.4.3 Epidemiology

The epidemiology of ADHD is found to be increasing worldwide which is commonly diagnosed
in children and adolescents with a significant global prevalence (3). A systematic review and meta
regression analysis conducted in 2007 including more than 9000 records from the year 1978 to
2005 worldwide-pooled prevalence of ADHD is estimated around 5.29% (26) . According to
Kaplan and Sadock (2013) 5% to 8% of children affected by ADHD, with 60% to 80% of these
children meet full criteria for the disorder in adolescence (1) . Some recent studies show the
prevalence of ADHD is a significance public health concern. A systematic review and meta-
analysis study done in 2023 shows that the prevalence of ADHD in children aged 3-12 and

adolescents aged 12-18 is 7.6% and 5.6% respectively (4). On other systematic review and meta-



analysis done in 2015 shows the prevalence of ADHD estimates with an overall pooled estimate

of 7.2% (5).

Additionally, a meta-analysis study of the worldwide prevalence of mental disorders in children
which include 41studies conducted in 27 countries across the world estimated the prevalence of
ADHD 3.4 % (6) Furthermore studies show that the prevalence of ADHD has some difference in
the study area. A systematic review and meta-analysis study done in 2024 including 117 studies
shows the overall prevalence of ADHD in register studies estimated around 1.6%, in survey studies

5.0%, in one-stage clinical studies 4.2%, and in two-stage clinical studies 4.8% (27) .

The prevalence of ADHD in Africa differs significantly. One study which a review literature from
Africa on the epidemiology of ADHD and associated co-morbid conditions among African

children. The prevalence of ADHD varied with rates of between 5.4% and 8.7% (28) .

In meta-analysis study shows the pooled prevalence of ADHD in children and adolescents in Africa
estimated around 7.47%, with significant difference in gender which is greater in boys (10.60%)
than in girls (5.28%). The meta-analysis study also found predominantly inattentive type (ADHD-
I) was found to be the most common subtype of ADHD, followed by hyperactive—impulsive type
(ADHD-HI) and the combined type (ADHD-C) with the prevalence of 2.95%, 2.77%, and 2.44%
respectively. The predominantly inattentive type (ADHD-I) was the most common type of ADHD
in both boys (4.05%) and girls (2.21%) (29) .

Study done in 2020 in South Africa estimated the prevalence of ADHD symptoms 7.7% presented
with the combined subtype, 6.7% presented with hyperactivity and impulsiveness, and 11.0% with
inattentiveness (7)A recent meta-analysis study done in Sub Saharan country mainly on the
prevalence of Youth mental disorders estimated around 6.55% attention-deficit hyperactivity

disorder (8).



1.4.4 ADHD In Ethiopia

In Ethiopia the prevalence of ADHD is higher than the global averages which is estimated around
14.2% (9) . Recent cross-sectional studies done in Ethiopia indicates high prevalence rate. A
community based Cross-sectional study done in Shewa Robit town estimates the prevalence of
ADHD among children aged 6 to 17 around 13% (10) . In other cross-sectional study which is
done in hospital setting among children attending pediatric OPD estimated to 8.4% (11). In contrast
study done in rural area of Ethiopia found that the prevalence of ADHD in children aged 6-17
similar with global prevalence which is estimated around 7.3% (19) . Additionally, a recent meta-
analysis study on the prevalence of ADHD found that 8.81% with children aged 6-12 and
concluded that out of every 12 children in Ethiopia one suffers from ADHD (30). In addition to
the high prevalence rate in Ethiopia studies found some risk factors associated with ADHD. The
most highlighted risk factors are living with single parent, low socioeconomic status, maternal
complication during pregnancy and life time substance use of parents found to be high potential

for risk factors for ADHD (9,10,19,30) .

1.4.5 Cultural adaption of tools

Psychometric tools have significance role in understanding and quantifying psychological
parameters (31) . For researchers and clinicians to access reliable and valid measures of
psychometrics in their own language studies suggest that a significant of cross-culturally validated
instruments or scales to conduct cross-cultural research and provide quality patient care (32) .
Since the majority of developed psychometrics tools are in English language studies show that
there are lacks of cross cultural adapted and validated psychometrics instruments. Studies also
recommends for populations culturally differ from the developed population and speaks different
language, translating and adapting the instrument is an efficient solution for the lack of available
instruments (33) . The nature of cross-cultural validation and adaptation of tools requires careful
consideration, since the procedures (translation, adaptation and validation) of instruments is very

time-consuming and requires careful planning and the adoption of rigorous methodological
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approaches to derive a reliable and valid measure of the concept of interest in the target population
(32) . Culturally sensitive assessment instruments are needed, but many challenges exist in
obtaining valid and reliable measurement. Some studies done to describe important consideration
in the process of cross-cultural adaption and translation of instruments suggests that
“methodological pitfalls related to colloquial phrases, jargon, idiomatic expressions, word clarity,

and word meanings” (34).

Werner and Cambell (1970) cited in Bracken and Barona (1991) offer a five basic consideration
for good quality translation of instruments; Test items should be consists of simple sentences nouns
should be repeated pronouns should be avoided in the test directions, test items should not contain
metaphors and colloquialism, the passive tense in the test direction and items should be avoided,
hypothetical phrasing and subjunctive mood in the test direction items should be avoided (35) .
The guideline for translating psychometric instrument from original language to target language
have five stages; first forward translation at least by two independent translators to target language,
second synthesis of the two forward translations, third back translation, fourth expert committee

discussion, fifth pretesting (32).

After the translation process for cross-cultural adaptation the psychometrics properties of the
translated instrument should have to be conducted. Research shows that the more complete the
psychometric approaches for evaluation of the translated instrument the more confidence will be
generated in its psychometrics properties (36) . There seven psychometric properties commonly
used psychometric approaches in this step are estimation of: internal consistency reliability (or
sensitivity and specificity); stability reliability (test—retest reliability); homogeneity; construct-
related validity such as convergent and/or divergent (discriminant) validity; criterion-related
validity such as concurrent and/or predictive validity; factor structure of the instrument

(dimensionality); and model fit (32,36).

1.4.6 Assessments tools for ADHD

ADHD assessment is important for understanding an individual's functioning and guiding

treatment decisions. Reliable assessment tools and effective therapeutic support are crucial for
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managing ADHD. This understanding is supported by extensive research showing its connection

to brain-behavior relationships and executive function, often manifesting in childhood (37).

A systematic study done from the year 1985 to 2021 show that there are multiple screening and
assessment of which is more than 41 screening tools that were grouped into four categories
(Achenbach System of Empirically Based Assessment (ASEBA), DSM-IV symptom scales,
Strengths and Difficulties Questionnaire (SDQ), and Other Scales. This study found that the pooled
Area Under the Curve (AUC) for studies using a combined ADHD symptoms score was 0.82 (95%
which is indicating a good overall ability to differentiate between children with and without ADHD
(398).

Some of the tools that are widely used are: Conners Rating Scales-Revised (CRS-R), IOWA
Conners Teacher Rating Scale, Swanson, Nolan, and Pelham-IV Questionnaire SNAP IV, the
Attention Deficit Disorder Evaluation Scale-Second Edition (ADDES-2, and VADPRS/VADTRS,
these tools are have their own characteristics and normative value. The CRS-R, the SNAP-IV, the
Attention Deficit Disorder Evaluation Scale-Second Edition (ADDES-2), are most likely to
provide scale’s normative base and psychometric properties thorough assessment. The IOWA
Conners Teacher Rating Scale has found useful for treatment monitoring, especially its limited

range of items may miss symptoms of interest (12).

A gold-standard approach involves evidence-based assessments that adhere to DSM-5 criteria and
incorporate multi-informant, multi-method data collection. The VADTRS and VADPRS has good
sensitivity to rapidly identify as many true cases. The Academic Performance and Behavioral
Performance subtypes make the tool that should help to tease out the effects of ADHD in children’s
functioning. the VADPRS, a parent-report scale demonstrating strong internal consistency, factor
structure, and concurrent validity(12). This scale is a valuable resource for assessing ADHD in

children and adolescents, contributing to a comprehensive evaluation process.



1.4.6 Psychometrics properties VADPRS

Across the multiple studies in a community level and clinical setting the psychometric properties
of VADPRS found to be support the tool as a diagnostic scale for ADHD. On the study done in
community population in USA found estimates of coefficient alpha ranged from .91 to .94 and the
analogous KR20 coefficient for a binary item version of the scale ranged from .88 to .91. Test-
retest reliability exceeded .80. The VADPRS produced a sensitivity of .80, specificity of .75,
positive predictive value of .19, and negative predictive value of .98 (13). The English version of
VADPRS was initially validated in a clinical population of 243 children with high internal
consistency .90) for each of the presentations of ADHD, as well as the externalizing (ODD/CD)

subscale and the internalizing (anxiety/depression) subscale (14) .

The Czech version of parenting scale find indicate that the VADPRS scale is more accurate in
identifying individuals with ADHD when professionals provide the diagnosis with Cronbach’s
alpha .94, .91 and .91 for ADHD combined, inattentive and hyperactive respectively (39) . Study
done in Tamil clinical and school setting the reliability statistics (Internal consistency) of VADPRS
found Cronbach's alpha- 0.925 (40) . The VADPRS Greek version reliability of all factors

presented was found adequately high, confirming the high internal consistency of the items ((20)
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2. Research Questions

How effectively can the original English version of the Vanderbilt ADHD Diagnostic Parent Rating
Scale (VADPRS) be translated into the Amharic language?

What are the content and face validity of the Amharic Vanderbilt ADHD Diagnostic Parent Rating
Scale (VADPRS) in Ethiopian children?

What is internal consistency of translated VADPRS scale?

11



3. Research Objectives

3.1 General Objective

To adapt the Vanderbilt Attention Deficit Hyperactive Disorder Diagnostic Parent Rating Scale
(VADPRS) into Amharic language.

3.2 Specific objectives

To assess the semantic validity of the Amharic version of the VADPRS at Tikur Anbessa
Specialized Hospital (TASH).

To evaluate face and content validity of the translated Amharic version of the Vanderbilt Attention

Deficit Hyperactive Disorder Diagnostic Parent Rating Scale (VADPRS)

To calculate internal consistency of the translated VADPRS scale

12



4. Research Methods

4.1 Study design

A Pilot study was used to adapt the Vanderbilt ADHD Diagnostic Parent Rating Scale (VADPRS)
into the Amharic language. A pilot study is useful in verifying whether the adopted tool is aligned
with the cultural context (41).

4.2 Study setting

The study was conducted at the child psychiatry outpatient department of Tikur Anbessa
Specialized Hospital. TASH serves as a referral hospital, attracting a diverse patient population.
TASH treats a broader range of individuals experiencing common mental disorders, trauma,
medical conditions with co-occurring symptoms. Notably, its dedicated psychiatric unit

experiences a high volume of outpatients.

4.3 Study period

The study period was from March to June 2025.

4.4 Study population

The participant of this study was Parents or primary caregivers of children aged 6—12 years from
child psychiatry outpatient department of Tikur Anbessa Specialized Hospital and Expert with
different background.

4.5 Sample size

A purposive sampling technique was implemented to gather preliminary data for the study, with
the sample size 26 participants including experts and parent/caregivers. A sample size of 10—40
individuals is recommended for pilot testing (42). The small sample size is sufficient for this study
as it would be a pilot study focusing on assessing the feasibility and gathering preliminary data on

psychometric properties.
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4.6 Instruments

Socio-demographic

To collect data on socio-demographic information of Parents and children structured questionnaire

was developed and used to get information like, sex, age, grade level.

Vanderbilt Diagnostic Parent Rating Scale (VADPRS

The VADRTS were developed originally for inattention and hyperactivity of DSM-IV criteria but
it remains similar with DSM-V diagnostic criteria of ADHD (43).  The parent informant
assessment scale of the behaviour of the child consists of 55 items which is 18 items criteria for
the Inattention and Hyperactivity / Impulsivity domains and also consisting of scale 8, 14 and 7
items to screen for oppositional defiant disorder (ODD), conduct disorder (CD) and mood and
anxiety symptoms respectively. The scale utilizes a 4-point scale from never (0) to very often (3).
In addition, 8-item performance section of the VADPRS is also available and assesses functioning
in general school settings, reading, mathematics, written expression, parent relations, sibling
relations, peer relations, and games and team activities. Ratings for performance items range from

“Problematic” to “Above Average.” ((14)

Cognitive interviewing

To ensure the Amharic version of VADPRS clarity, culturally appropriateness,
and properly understood by parents Cognitive interviewing was applied for parents of children
aged 6-12 years. The interviewer was followed a structured think-aloud protocol, which consisted

probe questions for item specific, domain level, and overall feedback.

4.7 Translation Process

The translation process of the original VADPRS tool from English to Amharic was conducted using
recommended established procedures (44). First, the VADPRS was translated independently from
English to Amharic by two bilingual translators (1) Language Expert and (2) Subject matter.
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Second, Experts were synthesized and carefully modified the results of the forward translations.
Finally, the translated versions were evaluated and reached consensus among mental health and

psychometric experts.

4.8 Data collection and analysis

Data was collected from participant using structured questionaries and the translated Amharic
version of VADPRS. The collected data was checked for completeness and consistency and coded
into SPSS and Microsoft excel for further analysis. To assess the clarity, comprehension, and
cultural relevance of the adapted VADPRS cognitive interviewing was conducted and this data
also helps to assess and determine face validity of the adapted tool. Each participant was
interviewed to rate the clarity of the instructions and items of the scale using semi structured
interview questions. Participants who rate the instructions any item of the instrument as unclear
are asked to provide suggestions as to how to rewrite the statements to make the language clearer.
To evaluate content validity of the experts was invited to review and rate the translation version to
ensure its clarity, cultural appropriateness and relevance of the item. The content validity is
computed using Content Validity Index. To assess the internal consistency of the translated

Ambharic version VADPRS, Cronbach’s alpha was used.

4.9 Ethical Consideration

Ethical clearance was sought from Department of Psychiatry. College of Health science, Addis
Ababa University. Informed written consent was obtained from all participants after explanation
of study's purpose, procedures, and their right to withdraw at any time. Data confidentiality and
anonymity was ensured. Permission from the author of VADPRS Dr. Mark Wolraich, Professor of
Developmental and Behavioral Pediatrics, Oklahoma University Health Centre was sought by

email.
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5. Results

5.1 Sociodemographic variables of participants

A total of 26 participants was participated in the study; seven experts (3 Males and 4 Females) for

a panel review of the translation process with different backgrounds, 9 parents (7 female and 2

male) for a cognitive interview, and 10 experts (4 female and 6 male) to review the tools for content

validity index.

Table 01: Sociodemographic variables of parents/caregivers and Experts

Variables Experts for | Parents/caregivers | Expert
CVI panel

Gender Male 6 2 3
Female 4 7 4

Age Range 28-60 31-50 Not

specified

Mean 37.8 40.67 -

Profession/Expertise’s | Psychiatry resident 5 - -
Child and adolescents | 2 - -
psychiatrist
Forensic Psychiatry 1 - -
Psychiatrist 1 - -
Clinical psychologist | 1 - -

Educational status Elementary - 5 -
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High school - 4 -

Years of experience Range 3-20 - Not
specified

Mean 7.8 - -
Employment status Employed 10 4 7

Unemployed - 5 -
Residency Addis Ababa Not 7

specified
Oromia - 2

For the evaluation of the quality and accuracy of the Amharic-translated version of VADPRS
participated. The review panel included seven (3 Male and 4 Female) bilingual experts with
experience in child and adolescent psychiatry, counseling psychology, clinical psychology,
psychometrics experts, and mental health epidemiology. For cognitive interviewing, nine
parents/caregivers participated, ranging in age from 31 to 50 years, with a mean age 0f 40.67 years.
Regarding the participants' educational background, five participants had completed elementary
school, and four had completed high school. Most participants (five) were unemployed, while the
remaining four were working. Additionally, the majority (seven) live in Addis Ababa, and two
were from Oromia region. For content validity, 10 experts (4 female and 6 male) professionals
with different expertise were participated; 5 psychiatry residents, 2 child and adolescent
psychiatrists, 1 psychiatrist, 1 forensic psychiatrist, and 1 clinical psychologist ranging from age
28 to 60 years, with a mean age of 37.8 years. Additionally, their experience in their fields ranges

from 3 years to 20 with a mean of 7.8 years
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5.2 Translation and adaptation process

After the two forward translations of the VADPRS Ambharic version 1A & 1B were completed by
two different translators, experts in panel review reached on consensus to develop version 2 of the
tool. In expert review panel experts asked questions like “what this sentence means clinically? and
what should be the appropriate meaning in Amharic to get the exact meaning and measurement. In
attention domain some phrases raise a question on linguistically clarity of item 1, 4, 5 and 6. The
word “detail” in Item 1 raised the question of the direct Amharic translation for detail is “HCHC”
for this expert agreed that parents may not understand the purpose of the item so it is easier to put
the Amharic word “+7#i 71C” to capture the meaning of the item. The direct Amharic translation
of the word “Direction” in item 4 is “apawé®” expert commented that it is more directed and
inappropriate to ask children and it changed to “+0HH”. To make it clear and understandable the
phrase “organizing tasks” in item 5, some examples are included. Additionally, on item 6 “ongoing
mental effort” was translated in Amharic to the action of the phrase which is in Amharic “4H9" A
L ol 020 159 expert agreed that this phrase can catch the meaning of what is going to
be asked

In the hyperactive domain only item 13 was modified which is to make it clear and understandable
"quiet play activities" for the parent examples of quite play activities were included in the item.
Additionally, in the Oppositional defiant disorder domain Item 23 and 24 some phrases were
looked if they can capture the intended construct. On the original item 23 “his/her mistake” can be
captured by the Amharic words “P4-+7 AG W17 expert agreed that this Amharic phrase can
capture the whole concept of what was asking in the English. On item 24 the word “Touchy or
annoyed easily annoyed by others” raised a question of what is measured by this word? it was
agreed that touchy going to measure the child's emotional sensitivity or irritability the best Amharic

version word is “00 @LI° NPAx- NPT Lo2L00/29° 1400 .

Conduct disorder domain Item 27, 30, and 31 raised questions because in this domain the items
ask exhibitions of some behavior that the child exhibits. On item 27 the word “Bullies” is

translated based on the exact definitions of the word which shows patterns of aggressive or
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dominating behavior toward peers. For this word, the appropriate Amharic word is “Ti"1¢®”
because this word can capture the manipulation of the action. On Item 30 for the word truant the
Ambharic version is “e96:44” questions was raised if it is appropriate to use slang language. Finally,
experts agree that the word is easier and most parents can understand it. Additionally, on this
domain original item 31 and also other items in the original tool use the verb “has” repeatedly to
show a certain behavior or characteristic. Expert agreed that the two Amharic words ““?9¢+" and
“Lm#7IN” can describe the experience that happened and is still relevant and connected to the
present and used to capture the items meaning for the repetitiveness and the occurrence of the

behavior response item.

In the domain of conduct disorder according to DSM questions were asked if the child exhibits or
is involved in some behaviors. Additionally, in item 47 the phrase “self-conscious” is excluded
because of the lack of words that can capture the exact meaning and the expert agreed that only
translating the phrase” easily embarrassed” to Amharic is enough to capture what is going to be
measured. Expert agreed that for every item in the questionary, using a pronoun is mandatory, such

as "she/he," to make the sentence clear and understandable for the parent.

Table 2: Revised item in expert panel review

Items | Original phrase | Initial translation | Initial translation | Revised
V1A V1B Translation/Experts
consensus V2
1 Detail ATICT ‘HCHC Y TICT
4 Direction avavy, @ avav ¢ P FoHH
5 Organized tasks | No example No example aPI:  ATVCT  AY
0+ 0P et
6 Ongoing mental | ZH® Ad L1 | CARTC OC7 ZHP° AQ LH Tl 9O
effort TheT ety
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13 Quite play | No example No example WOA avap: ov-l. & T){ao P
activities
23 his/her mistake | P4-k% OWA-tFFm-y P&T KT W7
24 Touchy NPAd- AN AL | LNATLA/ LT LS | AN
a1t
27 Bullies M7 TINELCT | T LN PO T P
30 Truant 0 GPL 0 GPL av6.Le
31 “has” T4 L0 LPTIN/ TN
43 Self-conscious - - Removed

5.3 Cognitive Interview

Clarity rating

To assess the clarity, comprehension, and cultural relevance of the VADPRS version 2 each
participants rated whether each item was clear or unclear, and they were asked to give comments
on items wording, sentence structure and clarity using cognitive interviewing technique. On the
cognitive interviewing participants comments related to problems of unclear phrases and unclear
items. Participants reactions to problematic wording and phrase were especially helpful in

identifying items that were inappropriate and unclear in the context.
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Table 3: participant rating for clarity of items

Itemno | Description Clear Unclear
1. Careless mistakes 7 2
2. Difficulty keeping attention 9 9
3. Doesn’t listen 9 9
4. Difficulty following instruction 9 9
5. Difficulty organizing tasks 9 9
6. Avoids tasks need mental effort 8 1
7. Loses things 9 0
8. Easily distracted 7 2
0. Forgetfulness 9 0
10. Fidgets or squirms 6 3
11. Leaves seat 9 0
12. Runs or climbs 9 0
13. Difficulty in quiet play activities 9 0
14. Restlessness 7 2
15. Talkative 9 0
16. Blurt out answers 9 0
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17. Difficulty waiting his turn
18. Interrupts others

19. Argues with adult

20. Loses temper

21. Defies rules

22. Deliberately annoying others
23. Blames others

24, Easily annoyed by others
25. Resentful

26. Spiteful

217. Bullies other

28. Start psychical fight

29. Lies

30. Skip school

31. Physically cruel to people
32. Steals

33. Destroys other properties
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34. Uses weapons 9 0
35. Cruel to animals 9 0
36. Fire setting 9 0
37. Breaks into places 9 0
38. Stay out overnight 9 0
39. Run away 9 0
40. Forces sex 9 0
41. Fearful 9 0
42. Afraid to try new things 9 0
43. Worthless feeling 7 2
44. Self-blame 9 0
45. Lonely feeling 9 0
46. Sadness 9 0
47. Easly embarrassed 9 0

In the VADPRS Amharic version attention domain items which is rated by 9 participants for its
clarity of the items, most items (item 2, 3, 4, 5, 7 and 9) was rated clear by whole participants.
From 9 item in this domain item 6 was rated clear by 8 participants and unclear by 1 participant.
On the other hand, item 1 and 8 were get the lowest clarity rating which only rated clear by 7
participant and rated unclear by 2 participants unclear. In the Hyperactivity/impulsivity domain

all participant rated 6 items clear from 9 items (item 11, 12, 13, 15, 16 and 18). However, one item
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(items 10) received the lowest clarity scores in this domain and also overall other domains with 6
participants rated clear and 3 participants rated this item as unclear. Additionally, I[tem 14 and item

17 was also rated by two participants unclear and one participant as unclear respectively.

The majority of items 6/8 in the oppositional defiant disorder domain, (Items 20, 21, 22, 23, 25,
and 26) were rated as clear by all participants. However, two items in this domain which is Item
19 and 24 were each rated as unclear by 1 participant and clear by 8 participants. All items 14 in
the conduct disorder domain rated by all participant clear. In the domain of Anxiety/Depression
the majority of items rated clear by all participants except item 43. Two participants found the
Ambharic version of item 43 “Feels worthless or inferior (P25t ®BI® PIONFT av(“¥t)” as

unclear and 7 participants rated as clear.
Cultural appropriateness and language expression of items

In addition to clarity rating participant commented on some items that need clarification on
expression of the child’s behavior, clarity, cultural appropriateness of certain items and specific

language expressions of items in every domain

In attention domain some terms in four Items (1, 6, 8 and 9) raised concern toward interpretation
and language expression. For example, one participant reported that the expression of item 01 is

not clear and it is not understandable
P05 “the expression is not clear .... it is not understandable”

Another participant stated that in item 6 the Amharic translated phrase for “ongoing mental effort”

which is “ZH9® AQ LW, 0l LU0 59T is not clear.
P03 “ZH9° AA ‘LK t+ndit PO T4 COLA@- NAR ALLAT
Additionally, item 08 was flagged by two participants as unclear, the participants reported that the

Amharic version of the item’s language is unclear.
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P02 “I didn’t understand the term distracted by noises ((MALE LI°A% avlii)’.

Furthermore, despite the clarity of the items four participants raised concern about the term
“forgetful (W7 aP%)” in the Amharic version of item 09 and some participant “H7* @7’ with
a more common and clearly understood term like “reckless (FATE aoif7)” P03, P04 and PO6.

In the hyperreactivity domain phrases and words in three items (10, 14 and 17) raised concern.
Participants reported that the clarity of two phrase “squirm (eo€¥PrP)” and “fidgets with hand
or feet (A°1C? “19-FA-TA)” in the item 10 are unclear. Additionally, one participant reported that
these two phrases squirm(e»¢rP1?P)” and “fidgets with hand or feet (A9C7 “75-t&tA)” on item

10 are different across every child so should be asked separately

P02 “the word fidgeting with feet is unclear....it is little bit difficult because it differs
child to child.

P05 “Fidgets with hands or feet or squirms are different child to child.... should has
to be asked separately.

Three participants reported the phrase “Driven by motor (*+C ¢+1Taed+)” in the Amharic
version of item 14 is unclear and inappropriate term. One participant suggested that the question
should more directly reflect if the child is unusually active and another participant reported that it
should have to be excluded because it is not clear and it is inappropriate term. Additionally other
participant commented that this phrase should have to be replaced by the term “aAd&t fa.0a@-
(restless)” instead of saying “Driven by motor (°+C ¢11Panr)”.

P05 ‘T didn’t understand it ... is it asking if the child is active?”

P06 ‘the question is not clear should have to removed it is inappropriate to ask”

P09 “.....it is good if the term replaced by restlessness (héG<t Sh0M-)
Furthermore, one participant reported that item 17 (has difficulty waiting his or her turn) is not

clear because it needs more clarification and examples to be understood.

POI “in which place he has difficulties waiting for his turn?... it is not clear it needs”
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On the oppositional defiant disorder domain three items (19, 21, and 24) raised concern by
participants. One participant found the Amharic version of item 19 (argues with adult “hAP+PF
IC avae-nC”) unclear, especially regarding who the child is arguing with and the use of the term
“hAP<E”. Additionally, this participant also commented that to replace the term “adult (AP&)” to
“argues with elders or parents (WFAAP AL IC @LI° hwA% IC avhe-nC)”.

POl “how old is adult should have to be? ....... for example, everyone above 18 is

adult......... it should have to be corrected with it argues with elders or parents...”
Another participant found the Amharic version of item 21 “defies or refuses to go along with
adult’s requests or rules (PAPEL T +OHH AS TF Ut Al Adavd(h ®LI avP@I°)” is
inappropriate because her child defies or refuses to go along with adults ‘requests or rules and this

may be due his condition so considering his age it is not appropriate to ask this item

P06 “due to his illness he defies .... Considering his age, I think his question is
shouldn’t be asked.... because it is due to his illness.”
Additionally, on the oppositional defiant disorder domain item 24 (“40 @@ NPAX- MO
22401 /9av+400” ) found unclear by one participant and specifically the term “touchy (0d)” is also

unclear for another participant.

P03 “the word touchy is not clear....”
P05 “the whole question is not clear, especially the word touchy”

Participant reported a comment on specific terms and inappropriateness of the items in conduct
disorder domain. For example, one participant raised a concern on the item 34 “Has used a
weapon that can cause serious harm (h¢t% 14t C72LLLH aPALLPLT LMPTIN/TMPIINT
(9°a0:- NAT %A &1L HT)”), she reported that her son throws stone but she believes that it is
because his illness, so in this item some terms are should be included that ask if the child is doing

what he does deliberately or intentionally.

P05 “my son throws stone... due to their illness it should have to be asked if they
do it intentionally...... it should have to be mentioned if does it deliberately or
intentionally”
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Other participants raised concern about if it is appropriate to ask item 40 “forcing someone into
sexual activity (@0-A Th AU Tt APFF “IV1LL7) considering their Child age. Participant
reported that their child is not capable of forcing others into sexual activity, considering age it is

not appropriate to ask.

P01 ‘the phrase sexual activity should be sked considering age.... It is not appropriate
to ask a child.... their age is not yet gotten to that”

P04 ‘the question is not according to age.... it is not appropriate for her.....it may
happen in the future”

Additionally, one participant reported that all items included in conduct disorder domain are not

appropriate to ask considering her child’s age.

In anxiety/depression domain participant reported on two items (43 and 44). In item 43 some
participants stated that the term “worthless (P20.0%T)” is not clear and one participant stated that
it is not the time that the child thinks this way.

P03 “the word worthless is not clear.... I didn’t understand the whole question”
P06 “it is not the time that he thinks like that”
Additionally, one participant commented that the term in item 44 “self-blame (&07 ava-¢n)”

should be replaced by “Umbrage (?77h-C4*)” because the child doesn’t feel this way at this age

P01 ‘it is good instead of saying he blames himself saying umbrage by it..... because
the child doesn’t know this feeling yet”

5. 4 Face validity of the VADPRS

The cognitive interviewing conducted in 9 participants indicates that the Amharic version of
VADPRS shows that high face validity, despite some items that are get low clarity rate in the tool.
In the attention and hyperactive domain item 1, 8, 10 and 14 and in the anxiety/depression domain
item 43 was flagged out by at least two participants and seems unclear in terms of clarity of

wordings and cultural familiarization. This indicates that these items lack some clarity on what
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they tend to measure and appropriateness. Additionally, on the Oppositional defiant disorder and
conduct disorder domain get high face validity but items in these domains raised questions by
participants on the appropriateness of the items considering the age of the children and cultural
aspects. Overall, this study shows that the majority of items in the Amharic version of VADPRS
shows high face validity.

5.5 Content validity Index

Experts were asked to rate the relevance of each item on the instrument using a 4-point Likert scale
and I-CVI was calculated for each item and each domain separately on the second version of the
instrument based on the proportion of experts’ rate. The average scale-level CVI (S-CVI/Ave) was

calculated for each domain.

Table 4. Content validity Index

Items I-CVI
Clarity Cultural Relevance
appropriateness

Item 1 0.9 0.9 0.9

Item 2 0.7 0.9 1

Item 3 0.9 0.9 0.9

Item 4 0.9 0.9 0.9

Item 5 0.7 1 1

Item 6 0.7 0.9 1

Item 7 0.9 0.9 1
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Item 8 0.9 1 1
Item 9 0.9 1 1
S-CVI/Ave for attention domain 0.85 0.93 0.96
Item 10 0.9 1 1
Item 11 1 1 1
Item 12 1 1 0.9
Item 13 1 1 1
Item 14 0.8 0.8 1
Item 15 1 0.9 1
Item 16 1 0.9 1
Item 17 1 0.9 1
Item 18 1 0.9 1
S-CVI/Ave for Hyperactive domain 0.96 0.93 0.98
Item 19 0.9 0.8 0.9
Item 20 0.9 0.9 0.9
Item 21 0.9 0.9 0.9
Item 22 0.9 0.9 0.9
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Item 23 0.9 0.9 1
Item 24 0.6 0.9 1
Item 25 0.8 0.9 1
Item 26 0.7 0.8 0.9
S-CVI1/Ave ODD domain 0.82 0.87 0.93
Item 27 1 0.9 1
Item 28 0.9 0.9 1
Item 29 0.9 0.9 1
Item 30 0.9 1 1
Item 31 0.8 1 1
Item 32 0.9 1 0.9
Item 33 0.9 1 0.9
Item 34 0.9 1 0.9
Item 35 1 1 0.9
Item 36 1 0.9 0.9
Item 37 1 1 0.9
Item 38 1 0.8 0.9
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Item 39 1 1 0.9
Item 40 1 0.9 0.9
S-CVI/Ave CD domain 0.94 0.95 0.93
Item 41 0.8 0.9 0.9
Item 42 1 0.9 0.9
Item 43 1 1 0.9
Item 44 1 1 0.9
Item 45 1 1 0.9
Item 46 1 1 0.9
Item 47 1 1 0.9
S-CVI/Ave domain Anxiety/ | 0.97 0.97 0.9
depression domain

S-CVI/Ave 0.91 0.93 0.94

The content validity of the adapted VADPRS version 2 attention domain was rated by 9 experts
for clarity found that most of the items meet the threshold of the recommended I-CVI cutoft (0.78).
Items 1, 3, 4, 5, 7, 8, and 9 meet the threshold for the recommendation 0.9, however, three items
2,5 and 6 (0.7) the lowest value. In addition to the clarity of the items, experts rate on dimensions
of cultural appropriateness and relevance of each item in the attention domain range from 0.9 - 1.
The I-CVI for cultural appropriateness was found higher than the recommended threshold with
three universally agreed items. The result of [-CVI for the relevance of the items in the attention
domain was also shown to be excellent with six universally agreed items. S-CVI/Ave of the
domain’s clarity, appropriateness and relevance was found 0.85, 0.93, and 0.96 respectively.
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[-CVI hyperactivity/impulsivity domain for clarity, appropriateness and relevance was found
highest score for whole item ranged from 0.8 — 1 with 7, 4, and 8 universally agreed items.
Additionally, the S-CVI/Ave of this domain’s clarity, appropriateness and relevance was 0.96, 0.93,
and 0.98 respectively which is the highest average score in the relevance of the items in the
Ambaric version of VADPRS. On the oppositional defiant disorder domain, I-CVI for clarity
dimension except item 24 (0.6) and 26 (0,7) the whole items score is higher than the recommended
cut off score ranged from 0.8 — 0.9. Item 24 (0.6) I-CVI score is the lowest in this domain and from
the whole Amharic version of VADPRS items. In addition to the clarity, cultural appropriateness
ranged from 0.8 - 0.9 and relevance ranges from 0.9 — 1 was found higher than recommended
cutoff with four universally agreed item in the relevance dimension. The S-CVI/Ave oppositional
defiant disorder domain was found clarity 0.82, cultural appropriateness 0.87 and relevance 0.93.
The S-CVI/Ave for clarity 0.82 is the lowest score average in the domain even if it meets the

recommended cut off.

The I-CVI score for conduct disorder domain was found between 0.8 — 1 for clarity, cultural
appropriateness and relevance of the items with 7, 8 and 5 universally agreed items respectively.
The average score for this domain is clarity 0.94, cultural appropriateness 0.95 and relevance 0.93
The I-CVI score for anxiety/depression domain was found between 0.8 — 1 for clarity, cultural
appropriateness and relevance of the items with 6 clarity and 5 cultural appropriateness universally
agreed items respectively. The average score for this domain is clarity 0.97, cultural
appropriateness 0.97 and relevance 0.94 which is the highest average score in the clarity and

cultural appropriateness of the items in the Amharic version of VADPRS.

The overall S-CVI/Ave for the Amharic version of VADPRS rated by 9 experts was found 0.91
clarity, 0.93 cultural appropriateness and 0.94 relevance, these results meet the recommended

threshold for content validity.
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Reliability statistics

Table 5. internal consistency of the Amharic version of VADPRS

Domains Values (Cronbach alpha)
Attention .89
Hyperactivity .60

Oppositional defiant disorder | .72

Conduct Disorder .84
Anxiety/depressive .60
VADPRS-A .95

The above table shows that pilot testing of internal consistency (Cronbach’s alpha) of five domains
was found .89, .60, .72, .84, and .60 respectively. This indicate that except hyperactivity (.60) and
anxiety/depressive (.60) domain which has lowest value, others demonstrated high internal

consistency. The total scale shows .95 value which indicates that high internal consistency.
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6. Discussion

The aim of this study was to adapt, assesses and determined preliminary psychometrics properties
of the adapted Amharic version of VADPRS. The cognitive interviewing conducted in 9
participants indicates that the Amharic version of VADPRS shows that high face validity, despite
some items that are get low clarity rate in the tool. Using cognitive interview to determine validity
and reliability of an instrument by assessing the relevance and clarity of items for the target

population potential to improve the of the measuring instrument psychometric properties (45).

Study done in focusing culture and global mental health suggested that the barriers towards
communication in mental health issues make the clinical contexts of diagnostic interviews and
treatment interventions (46). This study addresses the concern by conducting structured face
validity and content validity of Amharic version of VADPRS, ensuring the adapted tool reflects
both linguistic and cultural meanings relevant to Amharic-speaking parents. This study was
conducted following rigorous procedures for translation and adaptation, including forward
translation, expert panel review, cognitive interviewing, and content validity index. Studies
recommended cross cultural adaption of tools requires careful planning and following rigorous
methodological procedures. Translating and adapting tools for cross cultural following rigorous
procedures will lead to more accurate adaptation and cross-cultural validation of a translated

instrument (32,36).

Few item (1, 8, 10, 14 and 43) in this study was flagged out by at least two participants and seems
unclear in terms of clarity of wordings and cultural familiarization This indicate that these items
lack some clarity on what they tend to measure and appropriateness. Additionally, on the
Oppositional defiant disorder and conduct disorder domain get high face validity but items in these
domains raised questions by participants on the appropriateness of the items considering the age
of the children and cultural aspects. Overall, this study shows that the majority of items in the

Amharic version of VADPRS shows high face validity.

Werner and Cambell (1970) cited in Bracken and Barona (1991) suggested that to ensure good

translation quality of instruments there are five considerations. The recommendations clarify that
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items in the instrument should be consists of simple sentences, pronouns should be avoided in the
test directions and test items should not contain metaphors (35). In this study considering the nature
of Amharic language and to make the tool clearer and understandable to parents some pronouns
are used in some items. Additionally, the guidelines, raise caution against the use of metaphors. In
this study the metaphor "acts as if driven by a motor" in Item 14 was noted as culturally confusing,

supporting the recommendation to use simple, literal language in translations.

A study focusing on critical examination of the face validity identified four types of conception
towards face validity term. validity by assumption, validity by definition, validity by appearance
and validity by hypothesis. The paper argues that mostly face validity tends to be overlooked and
misunderstood (47). The adapted version of this tool aligns most closely with the appearance of
validity view, where the focus is on how well the test items seem relevant, clear, and appropriate

to Ambharic-speaking parents

The result rated by 9 experts was found 0.91 clarity, 0.93 cultural appropriateness and 0.94
relevance, these results meet the recommended threshold and shows high content validity of the
adapted tool. The recommended threshold is when six or more experts are used, [-CVI values
should not be less than 0.78 (48). Despite the overall CVI/Ave score five items (2, 5, 6, 24, and
26) in the tool get the lowest score that is below the threshold this indicate that items with an I-
CVI near 0.78 should be revised and items with a low I-CVI should be deleted, Polit et al., 2007
cited in (49). In this regard only item 2, 5 and 6 from attention domain and item 24 and 26 from
ODD domain get the lowest rating score which range from 0.6 — 0.7 clarity rating. This indicate
that the Ambharic version VADPRS tool is linguistically clear, culturally appropriate, and relevant

to the intended construct within the Ethiopian context.

Studies suggested that in the process of adapting and translation process from original language to
targeted Pilot testing of a translated instrument enhances the quality of the final version of the
translated instrument (32,36). The pilot testing of the Amharic version for internal consistency
aligns with Arabic version of VADPRS adaptation, which also reported high Cronbach’s alpha

values (e.g., o= 0.90 — 0.95), with an overall Cronbach's alpha of 0.95, indicating excellent internal
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consistency (21). Cronbach « values of 0.7 to 0.8 are regarded as satisfactory (50), However, the
hyperactivity (o = 0.60) and anxiety/depression (o = 0.60) domains show lower internal
consistency, but given the relatively small sample size, statistical outputs should be interpreted

with caution.

Over all in this study 10 items (1, 2, 5, 6, 8, 10, 14, 24, 26, and 43) get lower values from the
Cognitive interviewing and expert review based on participant comment and suggestion these
items were revised and reached on consensus. Furthermore, 37 items in the tool get the highest

values this indicate that these items have linguistic clarity and cultural appropriateness.
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7. Strength and limitations

This study is acknowledging some limitations. The first one is the number of participants
participated in the cognitive interviewing. These parents represented a small range of backgrounds,
possibly limiting the Ambharic version of VADPRS evaluation across different cultural groups.
Additionally, the study only focusses on adapting and working on face and content validity, other
important psychometrics properties are not included in the study. Despite these limitations, the
study gives valuable adapted tool that its preliminary psychometrics properties are determined to

conduct other psychometrics properties.
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8. Conclusion

The adapted Ambharic version of the VADPRS has demonstrated acceptable face and content
validity in assessing ADHD in Ethiopian children. Thus, it can be effectively utilized to conduct
and determine other psychometrics properties (different indicators of reliability and validity).

However, it is important to recognize the need for further evaluation of its use beyond this group.
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9.Recommendations

1. Conduct validation studies to determine the other psychometrics properties (internal
consistency, test rest reliability and construct validity) of the adapted Ambharic version
VADPRS using large sample size.

2. Conduct a study with larger and more demographically diverse samples of both parents
and experts to establish the psychometric properties of the Amharic version VADPRS
across different cultural groups in Ethiopia.

3. Since the original VADPRS has parent and teacher format, any future validation work

should focus on adaptation and assessment of the teacher format in Amharic.
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Annex I

Informed Consent for Parents or caregivers

My name is Ashenafi Tareku. I am a second-year clinical psychology trainee at Addis Ababa
University. I am conducting research titled “Adaptation of Vanderbilt Attention Deficit and
Hyperactivity Disorder Diagnostic Parenting Scale into Amharic language: in Tikur Anbessa

specialized Hospital and Nehemiah Autism Center”

You are invited to participate in a research study that aims to adapt and validate the Vanderbilt
Attention Deficit and Hyperactivity Disorder (ADHD) Diagnostic Parenting Scale into the

Ambharic language.

Purpose of the Study: The purpose of this study is to ensure that the scale is culturally relevant
and accurate for use in Ethiopia. By participating in this study, you will contribute to improving

the diagnosis and treatment of ADHD in the local context

Procedures: If you agree to participate, you will be given to complete the Vanderbilt ADHD
Diagnostic Parenting Scale in Amharic. This will involve responding to a series of questions about

your child’s behavior, the questionnaire will take approximately 60 minutes to complete.

Voluntary Participation

If you are eligible for this research, you will be asked for your consent to participate in this study.
Your participation in this research is on a voluntary basis. You have the right to refuse participation
in the study. You can also withdraw from the study at any point during the data collection period.

If you decide not to participate; there will be no negative consequences to you.

Benefits of Participation: There are no direct benefits to participating in this study. However,
your participation may you will contribute to the development of a culturally adapted tool for
diagnosing ADHD in Ethiopia. This could help improve the accuracy of ADHD assessments and

potentially lead to better outcomes for children in your community.

Risks of Participation: There are no known risks associated with participating in this study.
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Confidentiality: All information collected in this study will be kept confidential. Your name will
not be used in any reports or publications. Only the principal investigator and the research team

will have access to your data.

Right to Withdraw: You have the right to withdraw from this study at any time without penalty.
If you decide to withdraw, you can simply stop participating and no further data will be collected

from you.

If you would like to get more information about the study or have any concerns, please contact the

primary investigator
Ashenafi Tareku +251 965006509.

Email- atsay236(@gmail.com

Advisors: Dr. Awoke Mihiretu

Dr. Eyerusalem

Address of Department of Psychiatry clinical psychology program, Addis Ababa University:

Address of Department of Psychiatry clinical psychology program, Addis Ababa University:

Phone- (+251)118962052

If you are willing to participate in the study, you will be given a copy of the information sheet and

you will be asked to sign an informed consent form
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Informed Consent Form

I have read and received information and understood the information provided about the research,
procedure, risks, benefits and that participating in the research will not affect me. I am informed
that the researcher will ensure my confidentiality. I consent to participate voluntarily in the
research Adaptation and Validation of Vanderbilt Attention Deficit and Hyperactivity Disorder
Diagnostic Parenting Scale into Amharic language: in Tikur Anbessa Specialized Hospital and

Nehemiah Autism Center

Participant's Signature Date
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Date:

Identification Number:

Thank you for agreeing to participate in this study.

Demographic Information: For parents or primary caregiver

o Age:

e Sex: (Male/Female)

o Residence:

o Religion:

e Marital Status: (Single/Married/Divorced/Widowed/Separated)
e Educational Status: (Highest level of education completed)

e Occupation: (Current or most recent occupation)

Demographic Information of the child

o Age:
e Sex: (Male/Female)
e Grade level




Annex I1

Information sheet for expert

My name is Ashenafi Tareku. I am a second-year clinical psychology trainee at Addis Ababa
University. I am conducting research titled “Adaptation of Vanderbilt Attention Deficit and
Hyperactivity Disorder Diagnostic Parenting Scale into Amharic language: in Tikur Anbessa

specialized Hospital”

You are invited to participate in a research study that aims to adapt the Vanderbilt Attention Deficit

and Hyperactivity Disorder (ADHD) Diagnostic Parenting Scale into the Amharic language.

Purpose of the Study: The purpose of this study is to ensure that the scale is culturally relevant
and accurate for use in Ethiopia. By participating in this study, you will contribute to improving

the screening, diagnosis and treatment of ADHD in the local context

Procedures: If you agree to participate, you will be given to complete the Vanderbilt ADHD
Diagnostic Parenting Scale in Ambharic. This will involve responding 5 domains and 47 items
rating it for the degree of relevant each item, clarity of each item and cultural appropriateness of
the items in Ethiopian context. The questionnaire will take approximately 30- S0 minutes to

complete

Voluntary Participation

If you are eligible for this research, you will be asked for your consent to participate in this study.
Your participation in this research is on a voluntary basis. You have the right to refuse participation
in the study. You can also withdraw from the study at any point during the data collection period.

If you decide not to participate; there will be no negative consequences to you.

Benefits of Participation: There are no direct benefits to participating in this study. However,
your participation will contribute to the development of a culturally adapted tool for screening
ADHD in Ethiopia. This could help improve the accuracy of ADHD assessments and potentially

lead to better outcomes for children in your community.
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Risks of Participation: There are no known risks associated with participating in this study.

Confidentiality: All information collected in this study will be kept confidential. Your name will
not be used in any reports or publications. Only the principal investigator and the research team

will have access to your data.

Right to Withdraw: You have the right to withdraw from this study at any time without penalty.
If you decide to withdraw, you can simply stop participating and no further data will be collected

from you.

If you would like to get more information about the study or have any concerns, please contact the

primary investigator

Ashenafi Tareku +251 965006509.

Email- atsay236(@gmail.com

Advisors: Dr. Awoke Mihiretu

Dr. Eyerusalem

Address of Department of Psychiatry clinical psychology program, Addis Ababa University:

Address of Department of Psychiatry clinical psychology program, Addis Ababa University:

Phone- (+251)118962052

If you are willing to participate in the study, you will be given a copy of the information sheet and

you will be asked to sign an informed consent form
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Informed Consent Form

I have read and received information and understood the information provided about the research,
procedure, risks, benefits and that participating in the research will not affect me. I am informed
that the researcher will ensure my confidentiality. I consent to participate voluntarily in the
research Adaptation of Vanderbilt Attention Deficit and Hyperactivity Disorder Diagnostic

Parenting Scale into Amharic language: in Tikur Anbessa Specialized Hospital

Participant's Signature Date
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Please complete the following form to provide your background information. This information

will be used only for research purposes and will remain confidential.

Expert ID (Assigned by researcher):

Gender:

Age:

Profession:

Area of Specialization:

Years of Experience in the Field:

Workplace/Institution:
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Annex 111

NICHQ Vanderbilt Assessment Scale—PARENT Informant

Today’s Date: Child’s Name: Date of Birth:
Parent’s Name: Parent’s Phone
Number:

Directions: Each rating should be considered in the context of what is appropriate for the age of
your child. When completing this form, please think about your child’s behaviors in the past 6

months.

Is this evaluation based on a time when the child was on medication was not on medication not

sure?
Symptoms Never Occasion = Often Very Often
ally
1. Does not pay attention to details or 0 1 2 3
makes careless mistakes with, for
example, homework
2. Has difficulty keeping attention to what needs to 0 1 2 3
be done
3. Does not seem to listen when spoken to directly 0 1 2 3
4. Does not follow through when given 0 1 2 3
directions and fails to finish activities (not
due to refusal or failure to understand)
5. Has difficulty organizing tasks and activities 0 1 2 3
6. Avoids, dislikes, or does not want to start tasks 0 1 2 3

that require ongoing mental effort

55



7. Loses things necessary for tasks or activities
(toys, assignments, pencils, or books)

. Is easily distracted by noises or other stimuli

. Is forgetful in daily activities

10. Fidgets with hands or feet or squirms in seat

11. Leaves seat when remaining seated is
expected

12. Runs about or climbs too much when
remaining seated is expected

13. Has difficulty playing or beginning quiet
play activities

14. Is “on the go” or often acts as if “driven by a
motor”

15. Talks too much

16. Blurts out answers before questions have
been completed

17. Has difficulty waiting his or her turn

18. Interrupts or intrudes in on others’
conversations and/or activities

19. Argues with adults

20. Loses temper

21. Actively defies or refuses to go along with
adults’ requests or rules

22. Deliberately annoys people
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23. Blames others for his or her mistakes or
misbehaviors

24. Is touchy or easily annoyed by others

25. Is angry or resentful

26. Is spiteful and wants to get even

27. Bullies, threatens, or intimidates others

28. Starts physical fights

29. Lies to get out of trouble or to avoid
obligations (ie,“cons” others)

30. Is truant from school (skips school) without
permission

31. Is physically cruel to people

32. Has stolen things that have value

Symptoms (continued) Never

33. Deliberately destroys others’ property

34. Has used a weapon that can cause serious
harm (bat, knife, brick, gun)

35. Is physically cruel to animals

36. Has deliberately set fires to cause damage

37. Has broken into someone else’s home,
business, or car

1 2
1 2
1 2
1 2
1 2
1 2
1 2
1 2
1 2
Occasiona Often
lly
1 2
1 2
1 2
1 2
1 2

Very Often
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38. Has stayed out at night without permission 0

39. Has run away from home overnight 0
40. Has forced someone into sexual activity 0
41. Is fearful, anxious, or worried 0

42. Is afraid to try new things for fear of making 0
mistakes

43. Feels worthless or inferior 0
44. Blames self for problems, feels guilty 0
45. Feels lonely, unwanted, or unloved; 0

complains that “no one loves him or her”

46. Is sad, unhappy, or depressed 0

47. Is self-conscious or easily embarrassed 0
Performance Excellent Above Average
48. Overall school 1 2
performance

49. Reading 1 2

50. Writing 1 2

51. Mathematics 1 2

52. Relationship with parents 1 2

Average

Somewhat
Problem

Problematic
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53. Relationship with siblings

54. Relationship with peers

55. Participation in organized
activities (eg, teams)

1
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Annex IV

PaolB d% (ATAFRPT)

MS LATNHE Ak AlGE ot KOAAD: OA%O AN RLACAL S AR70 hAE © UATHE Aovt 201-ANS Vh°S
(Clinical Psychology) AAM7Y Th: KiL AAMSD: K1 KA N PRC AMNA WFALALHL PATIHA h .S W4,
(ADHD) AgPaol} RS AGPMPP P7LLINTMN aPMBP DL A7UE PL4 (TCTHL) OHY RTR LAD-T 0Lt

ATUIT KEMGU- 1D

hA9T - PHY TG AT OMATORP ATLTT hIGT TPI° AL KP8.@A QAR MmPoLF D+ AG +910Prt ATWKIDT
10 HY TF 09Pate ¢ ADHD 9°Cavs- AS Vh9°S7 A990AA 099,010+ 7t AL At PEh PLCIN=

Yot (Y TG rhh9ler- QA AP Qs PTULML R PR eamFd: LUT taomed Pb Aavav-dt hith 60

Lo (2L STad:

TPP:- U T ARTHT PP T TPI° ARSZE- & TAN: TIC PACAP TATE (AR T b L. hT 4
(ADHD) A@Pa2H} 1S AgmPP P11\ aPmLP K950C At PZh ALLCA LFAdx

N2.2PL7PE AL PtavNt TATET AHY TS htavZmed (&P AL PHavast P9I PR K18I°N

embPie: MHY T OQT PAPT TATE N4.PLN 1T 10 ATPATE DRI° AN Paogo2p 191 AAP =
NPGE AATPATE hON'H: 0028 N TANGNNT OP T 0PT 0PSE 91900 S TAN:: (LU °hLeT NACOHL AL
IOV AP DT ARTGIO::

PHATE TP T OHY TTF NPVRE 9O19° ARYE PTHE TPI° QAP PTICF PACADL HATE PhAPRET

VA 90T £2L b B kTt (ADHD) AGPaPH} KRS AGPmPP 09, L1000 o TIHILT AL TAP ANZh TP
AND-z

P REIPTFT (Y TGT @O PAPT TATE I°19° SR AT @LI° LUMITHP AL hL.D AGSZM-9°:
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YATLRY: (LY TS @AT P7LANAN aPZ8PF Navh NTLATC LParNps: A° (95 D-I° S7°CHF OgI°
VTaORF @O PPI° AL ALD-AIC: PG~ aPCI9S RS PIPCICC (H& 1F 0ol B M- RS FPh:

QA Tk TeRTIS 9028 TITTT hé.AT @LRI° 099 LANNPT T1C NA PTGET PG 004718 LT

AGE Fohe +251 965006509, A%%4\- atsay236@gmail.com

ATPNSPT:

o 2/C hdP °UL+®
o  A™A- awoke.mihretu@aau.edu.et

o A2/C APENAAT NATRY

0 AT eyerusalemsolomon4@gmail.com

NA%O ANQ LZOCAT PAh TS hAZhA ARDANRE, TCALI° hed ALSa:- ddh- (251)118962052

NPGE ATPAHG 8.PLT NPT Pl MLt L. LOATPIA hS K18.4.007 SmPPivs:
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NaoLF 1294, TPt PR

av B KO HLLE +PNPAU- AGT° QA I°CI%% YL+ TALID- 1 PPIVE K NI°CI% MO T aPatHE, J°F9I°
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PPA @ ML P aoan/p

ms LAPA™Y (72 ANGé J-éhr LOAA=: PPGE AhA KiLaPr oot hhCoP IC Pharmly A71L:4
KAIND=: PA-omld: Adh 60 Lk LLTA= NPArmed: OPT (TIFOP W RGFT 124
AT A0nPT MArT LT14E VPRI PAmEET AGTPI° KTHFANTE: LV 0 aomLe LOLNNT
PNLeT b b 4% (ADHD) Aavavly 2GS Aoem®P 9L aomedy AL ACOHP o7 VAT
AT AOTEOTTP ATIOP W

Y Paemlr @0T Fnnay oL ¢t AN Ca9°: V0TFLT RS ANELOETL (19900
ATIONP oot 1T AT PO RELOTIPT RTLAINT:

VT TIC AoV 0GTE FATE AN CPArmeET NG LH 1290 PS5 AT 0TI
o0t “INFO0PLTT AT ATAAD-= (9P CLI°0 PRD- AL £LM AT NPhmLE: OPT RCOAPT
AMWO RPC L9ImPP° LUGTA: hPaormLd (A L9900 Po.@7 ®L 60§ Nvd¢C PL.@-
LLavadA: (PhormLe: @-OT O mP0@ K707 \WE L0 ®L UG 19°7LC0T OPT+
CtmPO@7 09 ATIAT: 0L 0U-G CTPCLmr M ML L% PGk AhA U AF
T e8P GFm-:

775 O W PO oMLt AP ®LI° L0 PEMT AT1PI° NTLNNMT LH A1 LFAME
AT AGPTINTEE (HY PG @0T AAPATG: V@10 PEE Adorarp: LT nPel S0P
NN AN LUTT NMILLAP 0PGE HavdT1ePT LI AT 90 9Lt avPEl avhilT
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AP Ao(E: AN+AT MLID ARAST

o AL

o« 2 (vt @)

o PMFENT ANNN,
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o PHIOUCH BV
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ARLI8TS. DPRPF

o 28U MmPP AR 10> NAD PNNA
o BU MPPT AIRCEST $AA 1O NAD- PHNA

e AMCET LN PHAR PAFTU AX? AP NPT ARANPT AIRCST PAA ATIECT
oY AT P4 MPMPIR LORLCMA?
o RUTY mPE AAA AR A1RIS NALNP PA MPP NANPT AT1EF MBPA?

hAMPAL
o ANEAL TF@- NAG- £99 PNMMF APMPS PLATTFE: MPRPTF A?

e NA-TPMEE AMPAL UANTF/ANTLPFT?
e NAMPAL C®MLE MNP A$PC AANFD- NAD- £ PAMNT HPR?
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Annex V

Dear expert

This VADPRS-A version contains 5 domains and 47 items we need your judgment

for the degree of relevant each item, clarity of each item and cultural appropriateness

of the items in Ethiopian context.

Please rate using the following rating scale

Degree of clarity
1 =Not clear
2 = Somewhat clear
3 = Quite clear
4 = Very clear
Degree of appropriateness
1 =Not appropriate
2 = Somewhat appropriate
3 = Quite appropriate
4 = Culturally appropriate
Degree of relevance
1 =Not relevant
2 = Somewhat relevant
3 = Quite relevant

4 = Highly relevant
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Attention domain

This domain assesses a child’s difficulty with sustaining attention:

Item | Symptoms Clarity | Cultural Relevance Comment
no appropriateness

L | aF7r TICF  H0edFT Avmr oo FIC
oL (FENTTrr W7 oo0der
(A°ah:- P 0 AUT L7HAR)

2.| avLL avnd-t CAVF@- ICHT AL el
OAPt- oo a0

3.| N92.09%-r/&t ML CULERIP/R9° 4P
ANTOION

4. a4 072070+ W Thrde  AgPOCT
i C: AU LCLEET 290
AImSPP o FIC  (DAHATrE @89
NAaCHr Phav)

5. 0GP @89 NEFT ATILE-E
i (AW ATAPIT ATIVCT AT
0+ @0 HeT)

6.| CHI® AA LH, 07 07200 58717 avtitiz
avZav(; hAaLA1 DLI° hhavm-L.L:

7.1 &tafe AN CULLVNT  APLET
aMA (AN LAEC: A BT A PP
ACAN AS 0T OC-PF)

Q.| MALE LI°%% @LI° NN TICHT (PAN-
TG aOCP

9. NANT AlT Ne-T HTE oo

Hyperactivity/impulsivity domain
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This domain measures excessive motor activity, restlessness, and impulsive actions

Item Symptoms Clarity Cultural Relevance | Comment
no appropriateness
10. | A% AT &KACT A A i)
teamlt/tPaorm 0T oI PIP
11. | aopar P (192SCO/0T LH oVt
12. | aopar P QANT/AT 0%t A-(TH-F ov10T: v P
AT o imAmA
13. | NACOF  099N3% e PHP5T  QavEao(
AU A o FIC (AN (0AT
oo & T]5avP)
14. | U09° RT1P0P0. AL RSA/RHE0T @8I T1C
S Imaoe /AT avgPOA
15. | - “jm-¢-r
16. | PP tmOPm- ALmMGPE N7FpA avavp(
17. | ¢ aom® avFIC
18. | e AL AHC @L9° FINC AL MAP

a M+ LT TR

ODD domain

This domain captures patterns of angry, argumentative, and defiant behavior, especially toward

authority figures
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Item Symptoms Clarity | Cultural Relevance | Comment
no appropriateness
19. | hAPLPF IC avhe-nC
20. | 1 TNt @2 Fie avG R
21. | CAPELHT  rOMH RS T U1 A
AQPIA LI av DI
22. | U b ALET TRt
23. | P&T AT T AT “7ADh/7100-)
24. | 0 @L9° NPAX MNP CILLNN/ a0
25. | 949 A9 .09 C9° LU/ tH @LI° TP
26. | NPT AG ANLC avav\( a4l
CD domain
This domain includes more serious behavioral violations
Item no | Symptoms Clarity | Cultural Relevance | Comment
appropriateness
27. MO TTATNPPT TINLLC LI TN
28. L£ALAT TN
29. ALYt aovlitt @890 M0+ FUC Ar@- TN Pl
(amap:- AT InNCNL)
30. 6LG/ LAGP L DPPUCT L+ vl
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31. N0P5 AL AhAL Frhz 100
32. P PAFM®- PNLATFT avOlP
33. N7 LT U Ae TI0AGT
34. Nty T8 CULLLLH aASLPT  LmPTIN/TmPTINGT
(P00 AT Sar €398 H1P)
35. AT AL gt 7100
36. Ut e H51 Q%1840 CANVT Pl KN T1L:4
37. LN P57 L oo @890 1L 0 ANE avl0t
38. LAGPL N0+ bt @B avdPi
39. e+ fas2L n+ Pt “1LC
40. oA T AU N OPETT TINILL:
Anxiety/depression domain
This domain evaluates emotional symptoms
Item no | Symptoms Clarity | Cultural Relevance | Comment
appropriateness
41. | 4.6 O0F AG TenSE a7
42. | QU AdeeOCT A A%0 TIC A9PTPhC av§-C-1
43, | NI @890 PO av( P
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44, | P41t (U AFNCT Ut 0T ava-d(

45. | Lam@LL: LALATN KG CFFTT 0Tbt ovNTPrE
NP5 AL®S™9° Ade/NA “7714C

46. | L7 Laov Lt 0L Cavflt N7

47. | Pan- avti”ide/ T14.C
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Annex VI
VADPRS Ambharic version 1A

Date: April 04, 2025

Translator: Abel Nigussie (MSc. Clinical psychology)

PMAS: aomPyp
P+ eAS (9° Orm-AL P77
PMAL: (9° PmAL (AN RPC

MTT VNG DALY LLE @ nlmP@- RTAC K18V Lort@-(-

6:Covt 0P AL-P QG 6 @it CINLNTT Ve ALt

W12 CLETHT AEP Cav &Pt Und°T af@NL CiLNTT P AL taonCto-

m-?

ALLAP? RCANT KLLAUI°

ez =0

ANG: AAG: =1

ANH®-7 L0, = 2

Mg o7 W, = 3
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O 00 a9 N W

10
11
12
13
14
15
16
17
18
19
20
21
22
23

ATICT DL APOMT aFIC 0L eILmdk AN AVARTT aogT
(AP0 0T O AU L7AR))

erOm: 0&PFT MLt MG O oFIC

NPPF ALIWT APA A“IZDP aIC

ANCG-CF@- 1D Ctdarm (C-P5F avavd €% Fotte Aov0l-t RIU9° 29°C

AT PP O FIC

027 AL A1 v FIC

ZHY® AQ LH Tl CULmBe NC-PTT AL AP havd.Al LI v
a1 0PPET avMA (AN~ AVLA TR RCANT avRVGT)

(-6 L@~ 192a0M {450 avls (1PAd- Dithrdt ao@- Nt

oAt Toat et avCAt

A% LI RACTTT “19tNtA @89 (MrPormt oI

avparP TLNFF@- ‘L havgavs®), vk avjbadn (A9°A0:- DA O-OT)
apa P 1VNF@- (Yt avParFLPT AL av@- T @LI° AANHA v T
NACIF 7202885 CarliSs amPFP5 AL AavAtG avFIC

U-02° 27P0P0, AL A4S0 @LP° T°1C O Imarat C7lav(i

N “o-C-t

PLEP T TmLP®- ACmGTPE Fnbe aPAO POk

@< /1P army avFIC

O 0P VU ALEHLA ARCM™ w5 CE NP o))t

WAPELT IC avhd-hC

=1 710t

NAPEL C7ovm- NPT LI avav P51 ANavL.09° av (.

U7 e AP5T TN

Pé7 NN 72000, “7A0N
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24 PAQ- AL AL AT

25  FGEEVLG mvr

26 BTG aoNPd LA

27 MOFT TINLLCT

28 615 MM OOP AW 5O AU

29 ALY AoviiTi @LY° W FIC APO-NT Pl

30 PALPE DTPUCT (LI, aoplir

31 A2 AL (Fhe AMAR M W40

32 P PAFM TNLAT oOLP

33 AN TS UT e “INAGE-

34 DEAE MG ALPLCH PO ao0SEPTH admdd® (547 AP £1IL AT WD)

35 AWATT 19hE LA

36 18T A%1L:40 CAVT Pade A1 T1L:4

37 AN AP O hG 0L FIL N PALPL A

38 LANAON 4L AT @F TILC

39 DA Phe OFF L

40 ®AAP SCLET AL AT MATFT TINILE

41 PGLAG PGy 00L

42 (W AAGNGT e A%0 TIC AGPPIRC oGS

43 AN A 070G SO (0BT

44 ReNT DPAT PPETIT 0OV GC

45 AFFE RISUIS TI0 RILTILOEME RILTILLNID- a0V (T ALOLTII
0D LLaM)

46 PaLN Pavhdr LA LI AOY-

47 00 7L
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VADPRS Ambharic version 1B

Date: March 06, 2025

Translator: Keturah Campbell (BA degree In English language and

Literature)

00N ao PP
Hom- 7 : PAL: (9P : Pra-0e P77 /0T 7
LDAP: (9P : AP AAh €TC

AETAT% avl8 POEPT K& PoNA PPy AANE: D RUTY ECI° /PO AP AEP QA+ 6 D¢t
OAT PAPD-Y/ LARTF@F QUG 9>t @< LAt /Lalt::

2V Po PTPAD- ABP av87t NaomPI® AL 1NC? ACTIMT ARLAUI® [AAINLIP?

0-Fetw- hew-¢ge/
1-x18u @/
2-0+nz>te/
3-0m9° (t+hrre

oAh-PT

AHCHC olBPF Hoedit AEAMI® ORI° LA AU-HP17 Lact APAN 0 (PO (&P T)

av@ /o1 ao(\ gt AANVFD- (&PT Fhedt AAmt &F16-(e

NPPF N99L.LLT T91°1CTF OPF N thedt AAT800 T

a@aCPPF  (PTH  AAM  AdPhtd K0P ACPTY/ 0T N0%YE AnGO-F
ANT@LLN(PNFAFTTE @RI PARIPO:HTrH ORIP NATRLATHLLAIP)

WGP T/ FA0EATFT ATILLET DEI° ATIPG e+ avFC

PAAICC (&7 PTLNT Fo104-FT TA TN e oo PAT

ATALR +0s+ PoLLNLANT ®OT7
aM\iaoCAt(aPsrMFThA L0 PR ACAN LAC/ aPRYS )

NPAN OFALR LT Fhedt av(ld/avlN
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ANt At to0et @0 (PAK aoCat

10-

a@pIPI A8 TettA

-

avpaop (|TGCCAFD P+ avidt+

12-

avarp (19GE0VTFD- % LAAINN Pz PiLAAINAN P IMAMA:

13-

APHOF OLI° (HICH 091847 enPFPT7 Aavav( avifiC

14-

U-0AI° ACT/AavPAaPh HOE. 10
A1878,9° (9 C KrLo11bAPaI0Y

15-

NN ORI° AL (Gt POLN/FOENT

16-

PP T NTINPTFO (4t DRI° avf Agv(+ oM P FD- (4 (&ETTH AN aPapQ

17-

P07 e AarmN$ avFIC

18-

PAACT G- AL MRIP T91°1C AL MAP avo} DRI 99l

19-

nFaag+ oC avhenc

20-

av(14¢nt

21-

OPY51rF 0FAAPTT aoavCP RGP +hHH hAarhrhd

22-

v Ode APT7 TNt

23-

AP JSFFO ORI (WHFFF07 0ALT 7900

24-

NPAN NAPT 2NABN /LG50

25-

N0 TFO ORI° PCLAT N

26-

ANDG AS IC SFo-

27-

AOTT POAPN/ LOEL e

28-

LAL0TT S1aan

29-

NP4 Aol SPAN/ ALY AN (TInt® APTT LAm-8ir)

30-

PO &L FIPUCT (Wt Pt

31-

AMLNT APT sPhyT AL

32-

N & PA P2 PATODY APPT ACPD- PO-Pk

33-

N9 PARYTE A0 T? &7 NLTU PNAG A

ALD ALRCH PTLFA 0 FmdPar® Lo-Pi(ATAANSNFELIILIATT)

35-

K0 ARF7 2280/ LenhSie

36-

U NAD AT AT PO-Ph

37-

PAPTT (vt @E9° av G ANLD+ T +D- PO-Piv

38-

PA &L DT @ hI°UTD- LO-Pik

39-

Aot nt oo mEto- Lo

40-

AP T7 ©f OAOP T A0 AELD PP

41-

LLETHT MLI° PrbI P GFO-

42-

AU §F h8.0 TICT7T AdPPRC L4.l-(r

43-

PNt A%t @RI° (160 AAaP+TIary ATFFPA

44-

ATt COFOY FOFPN PLCIN

45-

WFATE TAALATEANTPDLL: N7 LATPFPA DRI NPT WiLTILOLTFMD- PTIC L

46-

PHSAIRERS 1PN/ ONYHY AS bt (9%F OO SFo-

47-

OPAN OIS0
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VADPRS Ambharic version 2

+7

fmAS @-LP° AATL aomfP

AR g° CTro-L P

LOAL: (9° POAL: (Ah 2PC

APMNEY- REIEIS. avlB CARPT ALY £7Th T AV LUTT 6L
L@/ LA @7 WS 1T @-OP LN /200

/P06 OPh AL NG+ 6 @i+ OO

£U 0 OTPAD- ARP 8 lovmdd® AL UIC? AP ACOL: ML APONE: ALEAT  ACAMT ALLAUS®
+. & TANET 15a9° AR AAE - 0N O 10
M

L A vICF e dedai oo FIC @B FEATTIRE WEETY oonger 0 1 2 3
(A0 PO OG- AT LTFAR)

2 gy mngr LAFD- FICE AL LT (DR BT TG 0 1 2 3

3 e/ U, PTERID/RTIEIP AAMINA 0 1 2 3

N AT U e oG IC RIADP SCLETY BRC 0 1 2 3
AMG PP I (WHATT 0L WNCET LAav)

S NET 0L 1A ANLLET FIAC (MU AFAPIT NTIVCT S 0 1 2 3
e @0P 408

6 i An U ANCAT PO 1AEET  aviitis @EaoC ANPLAT DL 0 1 2 3

Ah0ao@-£
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ATALE NG PTLLNLNT APPHT avMA (AN LAVECE avE@F
APPHT ACAN AT A OG-PF)

ALE L5 @LI° MMt TICT (PAd- +hdit om0CP

Mant adt e+ Wl oaoUy

10.

AZ AT RACT “15-tAtA Poom /0P mi 0 o TIP

11.

apa P (17FCOT/T WL it

12.

apa P QWNVT/VE 0% A o P KT imAmh

13.

NACIH Ln4S mPHPHT AEa( KISV At aFIC (A0
O0A: avil b TGaoP)

14.

U09° RP0d0 AL ASO/ATSNT @LI° PC O ImarN /AT avPP O

15.

A “1@-C-r

16.

PLEPT TmLbm- ALMTPE 15FhA avavp

17.

Té- aomP v FIC

18.

0T AP AFNC 0L FUNC AL MAP N LI TIRLP

19.

NAPLL IC avnenC

20.

=N 7T 0L e G L

21.

CAPEL T TOHH AT TF Ut e Adavd(lA @LI° avd@P°

22.

U Ade AL5F7 TN
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23.

P47 RS QUTFTT A5 “1ADR/ 100

24.

an @L° Nban MNP LoLLNN/CI° 4N

25.

TG88: AT P72 LU/ LN @8I LY

26.

NPT AT NLC avavph avd.A7

217.

AT TITIPPT TINLLCT LI TN

28.

L£ANLAT Tt

29.

NALEE AT @L90 WM FEIC A@-NVE P (mad- AT
BCNL)

30.

LT/ LGP L WFPUCT (W vl

31

025 AL ANAR Phs 7100+

32.

PI PAFM- TNLATT a0l

33.

CO0CTTET TN U e TI0ATET

34.

NEAE FLT PULLCH ALEPTT LPTINMPUING: (A0 NAT SAF
L1087 WHP)

35.

&Y AL Phi 00T

36.

Ur e 451 A71%40 Ca0T Pate BHLIN 714

37.

0T AP T oS 0L 1L N AIC a0

38.

LAGPL T DT @< ovfet
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39.

et Lag2L nr ot 180

40.

o0A T AP TN 0PN TN

41.

46t F AS tamSd oo

42,

T AdGeNLT A A0 TIC AaPThC av§ et

43.

N5 0L PIONNFT vt

44.

P4 ATV AT U-he ST v

45.

LAOLLT PALAN RS CFFTFE M2 o0 P (P ALDSYP° /A
774C

46.

7T LA LNt LT Cav LVt (LT

47.

PAd (1P P/ TYLL
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Revised item in v2

Item Previous Items Revision v3
No
1 MFTHT TICHE Ml Aovamt ovFIC @L9° | ANCHC TAET
FENTTrE W77 ovhéar (A9°00:- PO OG- AL
A7 £5AA) By parent/caregivers
2 ICF AL Nl AP avgQ avF)C Expert av .l aopét LAPTF@- (excluded)
5 AP @LI° TMNET ATILL-E avFIC (A9 | APTRF ATThGD7
ABPF: ATIUCT AT 0T @OP F1e-1) Expert
CVI
6 CH9® AA "L hlt? OO0 140517 aviitiz av€av( | LHI® AQ 'L CAO°C Pl C7LANT (W18 T @00
ANTPLAN°l OLT° Ahar@-L££: expert CVI MPIFP) FETT ootz av€av(( AAGPLA1 @L9P°
hhaom-£.L
8 NHALE ST ML NAAT TICTHE OPAd hdir | QHGLOYP NLhavk TICT
a(\C® parent/caregivers
9 W7l aoU; aCAt (included)
10 teamlir/0tParmF 0T oRrPIP  parent  the | A% AT A9CT “19-tAFA (excluded)
lowest
14 U09°  RIpaP0, AL ASN/AISNT @RI AC | hFT SAD aOUPY

1 Imordt/AT av9°AN parent

19

NAPLP T OC avhe-nc

hFAAd IC @89 hwA® IC avhe-nC”.

24

0N @&’ NPAd- NANTF  APF POLLN/C9° N0
expert the lowest

PILNAT /PRI HNAT

26

NPAF AG 1LC avava( avdA9 expert

kav-y) 997 av @AVt
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27

)PP

TG ooy

29

n2ALET Ao

0¢7 Adaoag-t (included)

43

0T 0LI° PINNFT aP(\“I parent

Caregivers

0%t (included)
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VADPRS Amharic version 3 (final)
POAE @-LP° KO8 aomPP

7 AL (g° Crm-AL b7

AL O9° fmAL: 0An ¢PC

APNEY- KOS avlB COEPT ALY L7 oo Adt: LUTT 6CP° /P60 OTPh ASDP
M0 6 O+ ONT LACDT/ LACTOF WS 19T O-NT LN /200

LY 26 ¢TPA@- ALP & diit loomPd® AL WC? AP SOOIl ASDNL: ALLAT
KCNINT ALLAUI°

. & PFARFF 1\ AA\G. A 0P Ak
Lat-: () S

AHCHC 1585 thdt oot oo FIC L9 (FFATTrT 0 1 2 3
W57 aonet (A9°A0:- P0G OG- AL AT LB5AA)

ICF AL Tt AT et v FC 0 1 2 3
3. N2.05%U-1/&r L0, CTLERIP/CP° I8P hAavI° (A 0 1 2 3
4. FAHH 20T WH Fhrde AvNSt TEICE WU 0 1 2 3

LCUFTT EPC ATImSPP oo FIC (AT 0L
GAovCS1 LharM)
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0CPFT O TNETT  ATILLTT OLP hPG T
ATINGOF v (AP AP ARPUCT RS 0T
@O A<0ET)

ZHP® AQ UL PROPC PLr CTLLAT (WL M @-0-00
MPFP) TESTT ootz av€av( AAoLA 0L
hAhar@-£.L:

AFALE T CTLLNLAT APPET avMA (APAM-
LAVC: avBOF APPT ACAN AT 0T 0P

HAfe L2 mLI° H6L/P N72h0k: TICTH NPAn:
Thdt aoNldd

CANT A0 HMNETT aPCAT ORI T avU)

10.

bt/ tbarmi0t ooy PrT

11.

avpar P (1928COT/ 0T L a1t

12.

avpar P AN/ 0P AHE o1 ST ARG

av’imAmA

13.

NACIF 785 PFPFT AavLavC RreU-9° +HCIOM-
AE@F aFC (AN NOAT ov-H P 7750 TP)

14.

U09° A7P0P0, AL ASA/ATANT OLI° RLGFT CO0M-/AT
af’y
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15.

N 11

16.

PLEPF tmLPm- ALMGTPE FFpA avavpn

17.

T¢ aomle a7 FIC

18.

AT APF FUC ORI FIIC AL MAP @NT OLP
Tk P

19.

nFaAdsi IC oL howA® IC avnénC

20.

=71 70t LT e PG LL

21.

CAPLL T TOHH RS TF U A AdorPA @LI°
aw PO

22.

U e AL TN

23.

P47 AG W7 (AN “7ahn/7 1000

24,

(152 Vo SO 11 G S |4 Vo SR € ' | [ VA e A | [ N 0
C2NE /LI NP

25.

TGEE KT P27 CPLHLITH @LI° P LY

26.

NPAT AG 2ov7/e0T @V CULLNVCI TN

27.

ANTET TP (FANTE ooPF) T TNEL-LT BT TIn
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LALAT TN

29.

WIALYE AGPliTi (0¢F AAONCT) LY WINT FIC
APO-N PR (AdE AT PR NCNL)

30.

LAG 2L 0 rPPVCT (L avplot

31.

NP5 AL AhAR Phi 7190+

32.

PD LNF®- TNLATTT a0l

33.

eO0CTT LT U e TG

34.

NGEAT 18 QULeLCH aALEPTT  LOPUIN A MPTINT:
(9°00- Az 845 £77987 WHP)

35.

A0 AL FheT 100

36.

Ut e 5T A1 CAYT Pmde A1 7L

37.

o0 OLTT 0 oS @L9° 1L 0 ANC oot

38.

AT P L N9°0F DT @-F avdQr

39.

o+ LAFPL i+ P T80

40.

oA T AUF AN 0PTET TINILL
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461 (V' AS TnSE a7

42.

W+ AdaeOl-T A 220 TIC APl av§d-t

43.

O 0% @L° PINNTT aPNTPr

44.
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