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ABSTRACT

Background: -Epilepsy is a chronic neurologic disorder which affects the individual in
different aspect of health domain. Health related quality of life incorporates the increasing
awareness of one's psychological, social, and behavioral well-being in addition to physical
well-being in chronic disorder. Adolescents with epilepsy has diminished health related
quality of life due to the stigma of the disease, the dramatic and often frightening nature of
seizures, the lack of control over epileptic activity, and the risk for physical harm.

Objective: - This study aimed to assess health related quality of life and associated factor
among adolescent with epilepsy in government hospitals, Addis Ababa, Ethiopia.

Methods: - An institutional based cross sectional study was employed from March 10 to May
10/2019 at Tikur Anbessa and Amanuel Mental specialized hospitals. Random sampling
methods and face to face interview data collection method was used. Adolescents were
completed PedsQL™ 3.0 Epilepsy Module. Multivariable linear regression was done and
significant association was declared at p<0.05.

Result: -A total of 415 adolescents participated in this study with the response rate of 98.3 %.
The participants consist of 214 (50.7%) females, 218(51.7) generalized type of seizure and
58.3% on polytherapy. The mean age was 14.19+2.71 years old. Age of first onset of seizure
was reported 8.37+ 4.03 years and duration on follow up were 5.74+ 3.25 years. The total
mean score points for health related quality of life with PedsQL ™ 3.0 epilepsy module was
43.28+22.44. The sub scale had different scores with impact of illness, sleep disorder and
family or friend support had greater mean scores than the total mean of health related quality
of life scores while cognitive function, executive function and emotional change reported
lower mean scores than the total score.

Conclusion and Recommendation: -This study found that type of seizure, marital status,
family income, frequency of seizure, age and maternal education level were independent
predicting factors for HRQOL among adolescent with epilepsy. This study recommends for
health professionals to treat adolescents with epilepsy with all domains of health focusing on

psychological aspects.

Key words= Quality of life, Adolescent, HRQOL, Epilepsy and Seizure.



CHAPTER ONE

1. INTRODUCTION
1.1 Background

Epilepsy is globally a chronic neurologic disorder defined as two or more unprovoked
seizures with greater than 24 hours apart or one unprovoked seizures and have more than 60%
of chance to occur again(1). It is described as brief episodes of involuntary movement that can
be some part of body (partial) or the whole part of the body which is generalized. Sometimes

there is loss of consciousness(2).

Epilepsy can be idiosyncratic epilepsy or secondary epilepsy due to head injury, birth trauma,
asphyxia, cerebrovascular disease, and intracranial infections and genetic factors(3). The
diagnosis of epilepsy is usually clinical based on history of epileptic seizures that is reported
by the patient and examinations like electroencephalography demonstrate the type of the
seizures(4). By antiepileptic drugs the seizure ceases for some patients while it is life- long

for others though they take the medications(5).

Quality of life (QOL) in individuals with epilepsy is resolved principally by the term of the
illness and the degree of seizure control (6). Surveying QOL in pediatric epilepsy is
particularly imperative in light of the fact that both cognitive and social abilities are created in
adolescence. Mental and psychosocial difficulties and co-morbidities are more typical in

pediatric epilepsy than in other youth chronic medicinal problems(7).

Health related quality of life (HRQOL) is subjective as the appraisal of the quality of one's
own life as it relates to personal expectations, capabilities, and experiences. HRQOL
incorporates the increasing awareness of one's psychological, social, and behavioral well-
being in addition to physical well-being in chronic disease(8). Adolescents with epilepsy has
diminished HRQOL due to the stigma of the disease, the dramatic and often frightening
nature of seizures, the lack of control over epileptic activity, and the risk for physical harm(8).



1.2 Statement of the problem

Worldwide about 50 million people have epilepsy which makes it widespread neurological
diseases(9, 10). From these 80% of the people with epilepsy are exist in low- and middle-
income countries(11). Among the epileptic people children accounts about 40%(9). Globally

people with epilepsy and their families go through stigma and discrimination(10).

In Ethiopia an estimate of 1% of people live with epilepsy(12) of which 85% are children and
only 3% of them get treatment to control the seizure due to associated stigma with the disease

and due to other social and economic factors(13).

Growing up with seizures influences the adolescent’s identity and intellectual improvement
and interferes with numerous parts of regular day to day existence, including learning at
school, relaxation and physical related exercises. Epilepsy has been appeared to highly affect

the quality of life (QOL) when adolescents have refractory seizures and extra disability(14).

Epilepsy can profoundly affect wellbeing and QOL. It might upset the advancement of
autonomy, social working, peer connections, and confidence, which are all especially vital
during adolescence(15). In this formative period, people shape a feeling of character and self-
sufficiency, depending intensely on companion connections. Young people start to make

instructive, profession, and close relationship choices(16).

At the point when youngsters keep on encountering seizures regardless of hostile to epileptic
medication treatment, they are bound to be influenced by other co-morbidities. Basic co-
morbidities incorporate, learning debilitation because of brain contortion, depression or social
maladjustment because of seizures, intellectual difficulty because of their antiepileptic
treatment, behavioral issues, and trouble sleeping(17). Regardless of not having a related
incapacity all children and adolescents with epilepsy are in risk of social and learning
troubles(18).

Even though in Sub-Saharan Africa greater part of patients with epilepsy found, there are few
studies done on these area(19). In study done in Uganda, health-related quality of life
(HRQOL) mean score very low 58 out of scale 0- 100 in patients with epilepsy though they

are taking the antiepileptic medications(20).



Even if in our country 85% of epileptic patients are pediatrics there is less researches done on
this area. Study on health related quality of life among adolescents with epilepsy is not done.
But there are studies conducted on the topics behavioral problems in pediatric epilepsy and
short term outcome of children with status epileptics. In addition to this, adolescence is the
time of puberty (secondary characteristics) and transitional stage to adulthood which they
practice to decide by themselves, start intimacy relationships and make choice for their future
so, if there is problems like epilepsy make their health condition more difficult. The purpose
of this study is to assess the health related quality of life among adolescents with epilepsy and

to identify associated factors.



1.3 Significant Of the Study

Assessing health related quality of life provides valuable information about the effect of
epilepsy in the adolescent and the co-morbidities related to epilepsy. This study will give a
clue, for health profession to consider general health perception of the patients in conjunction
of medical management, aiming to them to develop specific management programs respect
patient’s condition, help them think broadly to identify negative impact of other co-

morbidities which are mostly psychological and social than of controlling the seizure.

It helps guideline developer to incorporate health related quality of life assessment in medical
practice in the process of guideline development and enhance them to enforce health
profession to enact it in practice for patients care.

Finally this study will be basis for other researchers who want to study on related topics.



CHAPTER TWO

2. LITERATURE REVIEW
2.1 Magnitude of Epilepsy

It is evaluated that almost 50 million individuals live with epilepsy around the world; of these

individuals, 10 million live on the African mainland(21).

The prevalence of epilepsy vary between developed and developing nations with a
predominance rate going from 16 to 51 for each 100,000 population in the developed nations

and 35— 111 for each 100,000 population in the developing nations(22).

The estimated of an age-specific global incidence of 3.5 million people developing epilepsy
on an annual basis from these 40% are children under 15 years old. Approximate 700 per
100,000 children under the age of 16 years have epilepsy in comparison to 330 per 100,000 in
adults(18).

The prevalence of epilepsy studies done in Europe(3), Canada(23), Australia(24) and Saudi
Arabia(25) showed that 6.2 per 1000, 5.2 per 1000, b/n 6 - 7.5 per 1000, 6.5 per 1,000
population respectively. A study conducted to assess the prevalence, incidence and etiology of

epilepsy was found that high prevalence in adolescents and early age group(3).

A community based study in Egypt found that the crude lifetime prevalence rate of epilepsy
12.67 per 1000 people, while the prevalence rate is 9.3/1000 and the incidence rate is
1.5/1000(26). While in Ghana study reveals that the prevalence of epilepsy in the population
was 29.2 per 1000 people(27).

Studies covering the weight of epilepsy in African youngsters go between 7.3 per 1,000 in
South Africa and 41 for each 1,000 in Kenya(28).

In Ethiopia the crude incidence of epilepsy is 64 per 100,000 while age-adjusted incidence of
epilepsy is 43 per 100,000(29).



2.2 Health related quality of life among adolescent with epilepsy

Epilepsy is related to critical psychosocial challenges and shame, which is psychosocial
trouble looked by patients with epilepsy that can show influence in their quality of life
(QOL)(30, 31). The impression of stigma can impact psychosocial wellbeing and self-esteem,
particularly in adolescents with epilepsy, in light of the fact that the improvement of self-
character and companion connections is of basic significance in puberty(32).

The results of epilepsy regularly advance in an intricate manner and can be represented by
various elements including the impacts of brief chronic dysfunction on the developing brain,
the nearness of co-morbid disability, the consequent cognitive issues, and the response of the

people and their families to the diagnosis and treatment(6, 33).

Epileptic adolescents are at more risk of cognitive and mental weaknesses; they frequently
encounter overwhelming restrictions and social stigma, worry of next seizure, AED reactions,
and poor academic accomplishment; along these lines, epilepsy weakens children physical
and intellectual wellbeing and psychosocial similarity as prove by emotional, conduct, social,

and learning troubles which diminishes the HRQOL as a whole(34).

On study conducted in Montenegro, adolescents with dynamic epilepsy had low QOL and felt
the negative effect of the disorder. They additionally had progressively cognitive weaknesses,
felt more stigmatized, and had a significantly more distorted impression of their wellbeing
than adolescents with latent epilepsy. Not surprisingly, adolescents with the most number of

seizures in the previous two years had the low QOL(7).

Study done in Iran on HRQOL among 108 children and adolescents institution based cross-
sectional study was assessed by Child Health Questionnaire and QOL in Childhood Epilepsy
Questionnaire separately, showed that the HRQOL poorer in the psychosocial aspect and
parental emotional have a negative impact on the children and adolescents. It also showed that

girls with epilepsy had poorer HRQOL compared to boys with epilepsy(35).

Clarke et al. found that adolescents had poor psychosocial functioning when they experience

seizure in the last month, came from lower family functioning, and made greater use of non-



productive (emotion-focused) coping strategies such as wishful thinking, withdrawal, and

worry(36).

A cross-sectional study done by Fong Cy. and his colleagues in age group of 8- 18 years
children who have epilepsy to assess the QOL in Malaysia, showed that poorer QOL were
related with focal seizure and seizure frequency greater than one seizure per month. There
was also difference in the report of Malaysian parent and child with epilepsy score agreement

poor to moderate(37).

Studies reveal that when adolescents keep on encountering seizures regardless of against
epileptic medication treatment, they are bound to be influenced by other co-morbidities.
Normal co-morbidities incorporate learning difficulty because of brain contortion, sorrow or
social stigma because of seizures, intellectual debilitation because of their antiepileptic

treatment, conduct issues, and trouble of sleeping(18).

In fact, cognitive problems have been found to be the strongest risk factor for compromised
HRQOL two years after diagnosis, while a combination of emotional and behavioral difficulty
and low verbal memory have been shown to produce a 17-fold increase in risk of lower
HRQOL(38).

2.3 Factors affecting HRQOL

There are several factors contributing to HRQOL in adolescents with epilepsy. Studies
identified epilepsy related factors such as type of seizure, onset of seizure, duration, frequency
of seizure and AEDs and adolescent related factors like gender and age as major predictors(7,
35). Other factors related to the HRQOL of AWE are cognitive functioning, impact of illness,
sleep disorder/fatigue, executive functioning, behavior/mood change, family education and
income(39).

Socio-Demographic factors

There were contrasts in explicit HRQOL scores among male adolescents and female
adolescents. In the study done in Iran, HRQOL score was brought down in females contrasted

to males(35) while study done in Montenegro adolescents showed females announced



preferable social help from the family and peer which has positive aspect in HRQOL than

males(7).

A study conducted in pediatric neurology outpatient clinic in Surabaya on adolescents aged
b/n 10- 16 years, found that increasing age was significantly decreased the HRQOL but the
sex of the adolescent was not significantly correlated(40).

A comparative study conducted in Greece on 100 children ages grouped between 8- 16 years
reported that no association with sex was observed in the HRQOL scores when age in all age
groups and for all dimensions, lower HRQOL scores were reported for the group with
epilepsy, but the difference was statistically significant only in the age group of 13.5-16
years(41).

Study done to assess quality of life in children with epilepsy in private and public tertiary care
centers in India on 601 participants found educational status of parents (guardians), explicitly
of the mother, is an essential contributor toward HRQOL as it help to understanding of the
conditions of their child. This study showed that higher education and higher income
contributed to better score in HRQOL(42).

Epilepsy related factors

A case- control study conducted in China adolescents with epilepsy to determine the QOL and
related factors on 47 pairs of active adolescents with epilepsy and matched normal controls,
the mean total score of QOLIE-AD-48 of epileptic subjects was 65.6 + 14.1 and age of

onset, seizure worry, and fear of injury were all significantly associated with QOL(43).

In New Delhi India, quality of life was assessed in 108 epileptic children (6-15 years), using a
Hindi translation of Quality of Life in Children with Epilepsy questionnaire revealed quality
of life was significantly more compromised in patients with partial type of epilepsy compared

to generalized epilepsy(44).

The study done by Karnavat et al. in India using the Pediatric Quality of Life Inventory (Peds
QL) by proxy report confirms that polytherapy is associated with poor QOL. Specific to
adolescents only side effects of AEDs were found as strong predictors for lower QOL(42).


https://www.sciencedirect.com/topics/medicine-and-dentistry/onset-age
https://www.sciencedirect.com/topics/medicine-and-dentistry/onset-age
https://www.sciencedirect.com/topics/medicine-and-dentistry/seizure

On study conducted in Greece showed that the number of AEDs, the duration of treatment,
and the physical disability had a statistically significant effect on HRQOL while the age at
onset, the duration of symptoms, side effects of AEDs, seizure control, the time without
seizures, and heredity were not statistically significant factors for HRQOL(41).

A study conducted in Egypt to assess HRQOL in children with epilepsy by cross- sectional
case- control on 50 epileptic children aged 8- 12 years with control of 50 healthy children
found that epilepsy-related risk factors such as age at onset of seizures, types of seizures,
duration of the illness, number and duration of antiepileptic drugs were found to be
significantly strong predictors of poorer HRQOL life in children with epilepsy(45).

Bravcova D. et al showed in their study that adolescents with epilepsy have significances in
lower academic achievement and self-concept. It affects academic self- confidence.

Adolescents with epilepsy and learning disability had significantly lower QOL scores(46).

Study done in Turkey to examine sleep problems and association with QOL on 53 children
with epilepsy age b/n 7- 18 years and 28 controls children with minor health problem on the

same age group showed that sleep problem in children with epilepsy lead to poor QOL(47).

An exploratory study done to assess the relationship between executive functioning and QOL
in pediatric intractable epilepsy on fifty-four consecutively referred pediatric epilepsy surgery
candidates and their parents were administered 1Q measures, the behavior rating inventory of
executive function (BRIEF), and the quality of life in childhood epilepsy (QOLCE) showed
that poor executive functioning had 9.7 times risk of having poor QOL in adolescents with

epilepsy(48).

Geerlings P.J. et al that they conducted to identify risk factors on adolescents and young
adults to long term outcome of epilepsy on psychosocial and health related long term problem
reveled by their study that unsupportive and unstable family environment had higher risk

factor for poor psychosocial and health related outcome(49).

An institution based study conducted in Ethiopia to assess the prevalence of behavioral
problems on 384 children and adolescents with epilepsy on follow 36.2% of the CWE have
high or abnormal total difficulty score. On adolescents b/n age 11-14 were more likely to have



conduct problem and peer relationship problem which affect the QOL of the adolescents(13).

2.4 Conceptual Framework

The conceptual framework is done from different literatures findings. It shows that the
outcome HRQOL has association with those domains listed below and this study will gone
show if it happen on this research(7, 13, 35, 39, 40, 42, 44, 46-48).

\ /éuciu—demngraphic \

/]—i'.pilep sy related

factor
v Tvpe of epilepsy

v Age of onset v (Gender
v Duration v Age
v AEDs v Child Educational
v Frequency of status
seizure v Parent Educational

status

\ / v Family Income
\.

Figure 1:- Conceptual framework on HRQOL among adolescents with epilepsy 20109.
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CHAPTER THREE

3. OBJECTIVES

3.1 General objective

» To assess health related quality of life and associated factors among adolescents with

epilepsy in government hospitals, Addis Ababa Ethiopia, 2019.
3.2 Specific objectives

» To determine health related quality of life among adolescents with epilepsy.

» To identify associated factors with HRQOL among adolescents with epilepsy.

11



CHAPTER FOUR

4. MATERIALS AND METHODS

4.1 Study area and period

This study was conducted in Addis Ababa from March 10- May 10/2019. Addis Ababa is the
capital city of Ethiopia and the largest city geographically located at center of Ethiopia.
According to the Central Statistical Agency of Ethiopia (CSA), by population projection in
2015 the total population of Addis Ababa is 3,273,000 persons(50). Based on Addis Ababa
Regional Health Bureau (AARHB) 2006 report, under its administration there are six
hospitals, one Public health laboratory and two health Science colleges and 5 by federal
government (51). The study was conducted from March 10- May 10/2019 in government

hospitals in Addis Ababa namely Tikur Anbessa and Amanuel Mental specialized hospitals.

4.2 Study design

e An institutional based cross sectional study was conducted.

4.3 Population
4.3.1 Source population
e All adolescents with epilepsy attending seizure/ neurology clinic in government
hospitals in Addis Ababa.

4.3.2. Study population
e The selected adolescents with attending seizure/ neurology clinic in selected

government hospitals in Addis Ababa.

4.4 Eligibility Criteria
Inclusion criteria
» Adolescents aged 10-18 years with epilepsy who had been on follow up for at least 3
months.
Exclusion Criteria
» Adolescents who have severed defects cannot respond like autism, cerebral palsy.
» Adolescents who are not willing to participate in the study.
» Adolescents who are on repeated follow up.

12



4.5 Sample size determination

Sample size is calculated using single population proportion formula. By considering the
following assumption, about 50% of the population proportions have good health related
quality of life, 95% confidence interval, 5 % margin of error the sample size calculated as

follows.
N = (Zu2)*Xxp(1- p)
d2
Where

n- Initial Sample size
z- Standard normal value at 95% CI which is 1.96
P-50% Estimated the population proportion have good health related quality of life
d- Possible margin of error tolerated which is 5%.
n = (1.96)?x0.5( 1-0.5)
(0.05)?
n =384

By adding 10% of non-respondents rate final sample size will be 422.

4.6 Sampling technique and procedure

The study subjects were selected from the selected government hospitals in Addis Ababa
which were Tikur Anbessa Specialized Hospital (TASH) and Amanuel Mental Specialized
Hospital (AMSH) selected by lottery method from St. Peter, Zewditu, Abet, TASH, St. Paul

and AMSH hospitals. There were total of 530 adolescents identified who had been on

epilepsy follow up for the last three month from September to November 2018 in the selected

hospitals. The need sample size was proportionally allocated for each hospitals.( see figure 2)

Study participants were selected from each hospitals using manually random sampling
method from the frame eligible patients visiting the neurology/ seizure clinic during the data
collection period were interviewed. Study participants who had been on repeated follow up

during data collection time was excluded by using code number given on their medical chart

and the next study subject was selected.

13



Proportional allocation for each selected hospital
TASH = AWE on follow up at TASHX Total sample size

AWE on follow up in selected hospitals
TASH = 247x422 =197

530
AMSH = AWE on follow up at AMSHX Total sample size

AWE on follow up in selected hospitals
AMSH = 283x422 = 225
530

Government hospitals in Addis Ababa those who have
seizure/ neurology climic. From St. Peter, Zewditu, Abet,
TASH and AMSH

Lottery Method —™

Figure 2: Schematic presentation of sampling technique and sample size proportional
allocation 2019.

4.7 Operational definition

Health-Related Quality of Life (HRQOL):- represents the functional effects of an illness

and its resulting therapy on a patient, as perceived by the individual patient. It is measured by

PedsQL ™ 3.0 Epilepsy Module with 36 total items with 6 sub scales impact of illness,

cognitive functioning, sleep disorder, executive functioning, emotional change and family or

friends support. The mean scores of each sub scales is taken to measure HRQOL as a total

scores from 0 — 100 points.

14



Epilepsy: - is a chronic neurological condition with abrupt disturbances in the
electrochemical firing of neurons in the brain cause seizures. It’s causing change in an
individual’s sensation, awareness, and/or behavior and has various origins, symptoms,

courses, and prognoses.

Seizure: -A seizure is an individual episode in which an abrupt discharge of electrical activity

in the brain may cause changes in sensation, behavior or consciousness.
Monotherapy: - refers to the use of one antiepileptic drug.
Polytherapy: - refers to the use of more than one type of antiepileptic drugs.

PedsQL ™ 3.0 Epilepsy Module: - for adolescent report composed of 36 items comprising 6
dimensions. Which are impact (12 items), cognitive functioning (6 items), sleep/rest (3 items),
executive functioning (6 items), emotional/mood problems (5 items) and support from
family/friend (4 items). The rating is in Likert scale from O (Never) to 4 (Almost always).
Scores are reversed scored and linearly transformed to a 0-100 scale as follows: 0=100, 1=75,
2=50, 3=25 and 4=0. If greater than 50% of the items in the scale are missing, the scale scores

should not be computed. Mean score is Sum of the items over the number of items answered.

Adolescents: - According WHO they are age group from10 to 18 years when early adolescent

are between 10- 14 years and late adolescents between 15- 18 years.

4.8 Variables
4.8.1. Dependent variable

Health related quality of life

4.8.2. Independent variables

Socio- Demographic factor Epilepsy related
v Type of seizure
Gender 7P
Age of onset of seizure
Age

v

v" Duration on follow up
v" Number of AEDs
v

Frequency of seizure

Child Educational status

Parent Educational status

AN NN

Income

15



4.9 Data collection tool and procedure

Data collection instrument had two parts these were part-1 Socio- demographic and medical
condition and part -11 PedsQL ™ 3.0 Epilepsy Module for adolescent report. It is adopted
from Mapi Research Trust online questioner provider(52). The instrument adopted in English
and was translated to Amharic. It was translated back to English by independent translator to
check for consistency. Data collection was started by obtaining permission from TASH and
AMSH. Adolescents those meet the inclusion criteria and their parents was explained to the
purpose of the study and reassured the confidentiality. Both adolescents and their parents
those willing for participation in study was interviewed. The data collectors and supervisors
were four and two BSC trained health professionals respectively. The principal investigator
trained the health professionals on the instrument and way of collecting the information to
have common understanding on the tool. The principal investigator also checked the collected
data every day for its completeness. Data was collected through face to face interview from
March 10- May 10/2019. The internal consistency reliability coefficient of Cronbach's a

for adolescents self-report was 0.97.

4.10 Data quality control

Data quality was ensured during collection, coding, entry and analysis. To increase the quality
of data during data collection three teams namely data collectors, supervisors and
investigators were assigned and properly designed, structured and pretested questioner were
used. Pretest was conducted before data collection on about 10% of sample in Abet Hospital.
Supervision of data collectors was done by supervisors and includes observation of how the
data collectors were collecting data. The filled questioner was checked by data collectors,
supervisors and principal investigator for completeness and clarity on a daily basis.

4.11 Data Processing and Analysis

All returned questioners were checked for completeness and clarity, cleaned manually, coded
and entered and analyzed in SPSS version 21 statistical package by the principal investigator.
Frequencies and Percentage were used to summarize descriptive statistics, mean and standard
deviation tables and charts were used for data presentation. Multivariable linear regression

analysis was conducted to identify factors associated with health related quality of life.
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Statistical significance was declared at p< 0.05.To select variables to Multivariable linear
regression, variables were calculated by independent t- test and ANOVA tests, then variables
which had significant difference at p< 0.05 on the bivariate analysis were taken to the
multivariable analysis to calculate the predicting factors to HRQOL among adolescents with

epilepsy.
4.12 Ethical consideration

Ethical clearance was obtained from institutional review board (DRPC) of Addis Ababa
University, college of health sciences, school of nursing and midwifery. After ethical
clearance received, permission to conduct the research was obtained from Tikur Anbessa
Specialized Hospital and Amanuel Mental Specialized Hospital. Information sheet was
prepared and read to all eligible participants of the study. All participants was informed the
purpose of the study and their participation is on voluntary basis. Verbal informed consent
form parents/ caregivers and assent form adolescents was received from all participants. In
order to keep the confidentiality, codes was used in place of name and medical registration

number of the participants.

4.13 Dissemination of the result

The result of this study will be presented to Addis Ababa University College of health
sciences, school of nursing and midwifery as partial fulfillment of the requirement of master
degree in pediatrics and child health nursing. Furthermore the result will be shared with
neurology/ seizure unit of Tikur Anbessa Specialized Hospital and Amanuel Mental
Specialized Hospital. The document of the research will be prepared and submitted to

appropriate journals for possible publication.
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CHAPTER FIVE
5. RESULT

5.1 Socio-demographic Characteristics

A total of 415 participants included in the study with the response rate of 98.3 %, from this
about 201 (48.4%) of them were males and about 214 (51.6%) of them were females. The
mean age of adolescents was 14.19+2.71. About 64.8% of them were married parenting.
Regarding educational status of parents, about 60 (14.7%) of adolescents mother and about 23
(6.3%) adolescents father were unable to read and write while 26.2% of mothers and 36.7%
of fathers were above grade 12. The mean income of the respondents family per month were
2934.84 + 2802.16.

Table 1:- Socio-demographic characteristics of adolescent with epilepsy in government
hospitals, Addis Ababa, Ethiopia 2019.

Frequency
Variables (n=415) Percent (%)
Sex Male 201 48.4
Female 214 51.6
Age Early Adolescent 213 51.3
Late Adolescent 202 48.7
Grade Under grade 5 137 33.0
Grade 6- 8 117 28.2
Grade 9- 12 161 38.8
Family Marital Single 7 1.7
status Married 269 64.8
Divorced 97 23.4
Widowed( partner died) 42 10.1
Mother Education  Unable to read and write 60 14.7
Level(n=409) Read and write 90 22.0
Gradel-8 75 18.3
Grade 9-12 77 18.8
Above 12 107 26.2
Father Education Unable to read and write 23 6.3
Level(n=368) Read and write 59 16.0
Grade 1-8 61 16.6
Grade 9-12 90 24.5
Above 12 135 36.7
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Continued Table 1

Occupation of Unemployed 144 35.7
Mother(n=403) Government/ private 135 335
employee
Self employed 64 15.9
Other 60 14.9
Occupation of Unemployed 4 1.1
Father(n=350) Government/ private 100 311
employee
Self employed 172 49.1
Other 65 18.6
Family Income per Low 138 33.3
Month Medium 257 61.9
High 20 4.8

5.2 Clinical Characteristics

The mean age of seizure onset for participants were 8.3714.03 years (mean +SD)

and the mean duration on follow up for the respondents were 5.75+3.25 years

(mean £SD). 218(52.5) of adolescents had generalized type of seizure and

246(59.3%) of participants were taking more than one AEDs. About 51.6% of

adolescents with epilepsy had occasional seizure and 42.9% of participants

responded their condition that they had not at all severed from their last

visits.17.3% of participants reported that they had family history of seizure. A
208(50.1%) of the respondents had injuries during seizure and 223(53.7%) had side

effects from the AEDs.
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Table 2:- Clinical characteristics of adolescent with epilepsy in government
hospitals, Addis Ababa, Ethiopia 2019.

Variables Frequency(n=415) | Percent
Age of onset Less than or equal 7
169 40.7
years
Greater than 7 years | 246 59.3
Duration on follow up Less than or equal 5
203 48.9
years
Greater than 5 years | 212 51.1
Type of seizure Partial 197 47.5
Generalized 218 52.5
Number of AEDs Monotherapy 169 40.7
Polytherapy 246 59.3
Frequency of seizure  None 96 23.1
Once/ few times per
42 10.1
week
Few times per month |63 15.2
Occasionally 214 51.6
Severity from last Extremely sever 18 4.3
visit Very sever 46 11.1
Moderately sever 100 24.1
Somewhat sever 73 17.6
Not at all sever 178 42.9
Family History with ~ Yes 72 17.3
epilepsy No 343 82.7
Injury during seizure  Yes 208 50.1
No 207 49.9
Side effect of AEDs  Yes 223 53.7
No 192 46.3
Interference with Yes 169 40.7
Daily activities No 246 59.3
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5.3 Adolescents self-report of HRQOL

Total mean scores of adolescents self-report for total PedsQL™ 3.0 Epilepsy Module scoring
was 43.28+22.44 points. The minimum total score PedsQL™ 3.0 EM was 0, and the
maximum was 100. Among the subscale scores, family or friend support had the highest mean
of 62.36 points, and the lowest mean was observed for item in emotional changes 26.60
points. On the sub scales cognitive functioning, executive functioning and emotional changes
were below the mean of the total HRQOL scores, while the sub scales impact of illness, sleep

disorder and family or friend support were above the mean of total HRQOL scores.

Table 3: -Adolescents Self-report on PedQL ™ 3.0 Epilepsy Module of adolescents (mean +
Standard deviation), in government hospitals, Addis Ababa, 2019.

PedsQL EM sub Scales Mean Std. Deviation Minimum Maximum
Impact Of IlIness 44.46 31.87 .00 100.00
Cognitive Functioning 40.08 30.03 .00 100.00
Sleep Disorder 45.86 31.17 .00 100.00
Executive Functioning 40.35 28.47 .00 100.00
Emotional Changes 26.60 25.60 .00 100.00
Family/ Friend Support 62.36 29.57 .00 100.00
Total HRQOL Score 43.28 22.44 .00 100.00

EM = Epilepsy Module  Higher score indicate better quality of life.
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5.4. Bivariate analysis of HRQOL

The bivariate analysis of PedsQL™ 3.0 Epilepsy module Core Scales of adolescents in t-test
according to their different socio-demographic and clinical characteristics, revealed that total
mean HRQOL score of adolescents were associated with age group (t=4.730,
p=0.000),family marital status (t=5.362,p=0.000), , duration on follow up(t=3.617,p=0.000)
and type of seizure (t = 9.052,p=0.000), number of AEDs taken(t=8.189,p=0.000).

Table 4:- PedsQL™ 3.0 epilepsy module Scales items in t-test according to socio-
demographic and clinical characteristics of adolescent with epilepsy in government hospitals,
Addis Ababa, 2019.

Variables N% t-test p-value

Age Early 51.3 4.730 0.000
Late 48.7

Sex Male 48.4 1.471 0.142
Female 51.6

Marital status Married 64.8 5.362 0.000
Single/ others 35.2

Age of onset <7 years 40.7 0.639 0.523
>7 years 59.3

Duration of follow up <5 years 48.9 3.617 0.000
>5 years 51.1

Type of seizure Partial 47.5 9.052 0.000
Generalized 52.5

No of AEDs Monotherapy 40.7 8.189 0.000
Polytherapy 59.3

The mean difference is significant at the p< 0.05 level.

The bivariate analysis of PedsQL™ 3.0 Epilepsy module Core Scales of adolescents in
ANOVA according to their different socio-demographic and clinical characteristics, revealed
that total mean HRQOL score of adolescents were associated with grade of the adolescent
(F(2,414)=5.261,p=0.006), maternal educational level (F(4,408)=3.530,p=0.008), family
income per month (F=12.311,p=0.000) and frequency of seizure (F(3,414)= 10.126, p=0.000)
adolescents.
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Table 5:- PedsQL™ 3.0 epilepsy module Scales items in ANOVA according to socio-
demographic and clinical characteristics of adolescent with epilepsy in government hospitals,
Addis Ababa, 2019.

Variables N% F—test P —value
Family income per Low 333 12311 0.000
month Medium 61.9
High 4.8
Grade Under 5 33.0 5.261 0.006
Grade 6-8 28.2
Grade 9-12 38.8
Mother Education Unable to read and write 14.7  3.530 0.008
Read and write 22.0
Grade 1-8 18.3
Grade 9-12 18.8
Above 12 26.2
Father Education Unable to read and write 6.3 1.976 0.098
Read and write 16.0
Grade 1-8 16.6
Grade 9-12 24.5
Above 12 36.7
Frequency of seizure None 23.1 10.126 0.000
Few times a week 10.1
Few times a month 15.2
Occasionally 51.6

The mean difference is significant at the p< 0.05 level.

5.5. Multivariable linear regressions analysis of factor associated with
HRQOL

Multivariable linear regression analysis was adjusted for significant confounder of
PedsQL™3.0 epilepsy module scales of adolescents such as age, family marital status, family
income per month, grade of the adolescent, maternal educational level, durations on follow
up, type of seizure, number of antiepileptic drugs taken and frequency of seizure, those were
some of characteristics of adolescents which had make difference in HRQOL scoring of
adolescents with epilepsy indicted in bivariate analysis. The multivariable result reveled that
late adolescent, married parents, medium income, unable to read and write, partial type of
seizure, monotherapy of AEDs and seizure free (none for frequency of seizure) were an

independent influencing factors for HRQOL scoring of adolescents with epilepsy which
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explain 32.3% of the variability of total HRQOL score of adolescents (R*=0.323, Adjusted
R?=0.312, F (7.414) = 27.769, p<0.001).

Type of seizure, parent’s marital status, parent’s monthly income, frequency of seizure and
number of antiepileptic drugs had significance to higher the HRQOL while age of the
adolescents and maternal education level had significance to lower the HRQOL.

Adolescents who had a partial type of seizure had a higher HRQOL (p -9.044, p=0.000) than
adolescents with generalized type of seizure. Followed by married parents (p= 9.265,
p=0.000) and medium income parents (f=8.121, p=0.000).

Similarly adolescents who had seizure free (none) frequency of seizure had variability (p =
8.474, p=0.000). Adolescents who had taken monotherapy of antiepileptic drugs were
significantly had higher HRQOL (= 6.732, p=0.005).

On the other hand, adolescents who were in late adolescence had lower HRQOL (B=-7.572,
p=0.000). Also maternal education level, those mothers’ of adolescents who were unable to
read and write, had lower HRQOL (B=-7.365, p=0.007).
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Table 6:- Multivariable linear regression analysis predictors for HRQOL of adolescents with epilepsy in governmental hospitals,

Addis Ababa, 2019.

Variable Unstandardized Standardized T Sig. 95.0% Confidence Interval Collinearity
Coefficients Coefficients for B Statistics
B Std. Beta Lower Bound Upper Toleran  VIF
Error Bound ce
(Constant) 28.009 2.333 12.008  .000"  23.424 32.594
Type of Seizure 9.044 2.341 201 3.863 0007 4.442 13.645 .612 1.635
Family Marital Status 9.265 1.964 197 4718 .000™ 5.405 13.126 .950 1.052
Family Income 8.121 1.957 176 4.150 000"  4.274 11.968 926 1.080
Age -71.572 1.879 -.169 -4.031 .000” -11.265 -3.879 948 1.055
Frequency of Seizure 8.474 2.289 159 3.702 .000™ 3.975 12.974 .897 1.115
No of AEDs 6.732 2.380 .148 2.829 .005" 2.054 11.410 611 1.636
Maternal Education -7.365 2.699 -.116 -2.729 .007" -12.671 -2.060 .928 1.078

Dependent Variable: HRQOL

Predictors: (Constant), Partial type, Married, Medium, Late, None (seizure free), Monotherapy, Unable to read and write

**p<0.001, *p<0.01
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CHAPTER SIX
6. DISCUSSION

This study demonstrated the health related quality of life among adolescent with epilepsy in
government hospitals, Addis Ababa Ethiopia. The study revealed that , adolescents scores in
emotional change, cognitive functioning and executive functioning sub scale of HRQOL
were the lower than the total mean score reported of HRQOL of adolescents which was
similarly reported with study conducted in Nigeria which was 46.24+1.73(53). This might be
due to their presence in similar geographical location, Sub Saharan region, and low-medium
income countries. The lower emotional sub scale might be due to cultural misconception

about epilepsy seen as evil sprite or cures.

In this study age was negatively associated with HRQOL of adolescents and sex of the
adolescent was not associated with HRQOL which was similar with the study conducted in
Surabaya(40) and Greece(41) while the study done in Iran(35) reported that sex of the
adolescent had significant difference which being a girl had a negative association to HRQOL
compared to boys. This might be explained as adolescents are disturbed with anything they
faced because of it is sensitive stage of development that they try to do and decided
everything by their own. Older adolescents felt embarrassed and fear of stigma they face. The
sex difference might be due to their culture and religion effects on girls had too many

restrictions.

This study also showed that maternal education level which was unable to read and write had
independent predictor factor with negative association to HRQOL, while study done in
India(42) showed that increased in education level increased the HRQOL. This might be the
reason that when they know and understand the condition more, they may worry and be
anxious more about their child’s condition. On the same study reported that higher income
had positive association with HRQOL. On this study medium income had positive association
and predicting factor for HRQOL. This might be due to the difference of income classification

from country to country from job to job.

In addition this study revealed that marital status of the family was significant to HRQOL

being married had a positive association and predicting factor for HRQOL of adolescents with
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epilepsy. This finding has similarity with Study done to assess risk factors for AWE on long
term effect on health by Geerlings P.J. et al.,2015 showed unstable family setting were risk
for poor health related outcome.(49). This might be due to the disease need for the support of

family and had great effect on the adolescent condition with family functioning.

In contrast to study conducted in China(43), this study revealed that the age of onset of first
seizure had no significance and association with HRQOL when their study showed that onset
had significance with QOL. This might be due to the difference in the study design that they

used case-control study design.

This study reported that monotherapy had a strong positive association and predicting factor
which higher HRQOL. But Karnavat et al (42) had reported polytherapy had association and
study conducted in Italy(54) showed no significance difference the number of antiepileptic
drugs. This might be due to the treatment guideline difference among the areas of the study. It
might also be due to there is treatment gap and shortage of treatment in low and medium
income countries like ours with a single drug had a great effect of perception response on
adolescents and since HRQOL is subjective response it had difference.

Study done in Malaysia(37) revealed partial seizure and frequency of more than once per
month had negative association on QOL while this study showed partial seizure and
frequency of seizure being none had a strong positive association and independent predicting
factor. This might be the reason of they used parent proxy report and had a difference with
that of self-report. It also might be due to the seizure causes injury, stigma and embarrassment

that adolescents faced at the time.
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CHAPTER SEVEN

7. STRENGTH AND LIMITATION
7.1 Strength

The strength of this study was, the sample size was taken maximum number of participants
and was obtained from two different hospitals of Addis Ababa which increased the
representativeness of data. And the study used a tool which was developed and validated for

the purpose of research use and clinical use.

7.2 Limitation

The main limitation of this study was it had no comparative group to compare with the study
group. Furthermore other determinant factors for HRQOL are not explored in this study such

as family functioning and comorbidities.
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CHAPTER EIGHT
8. CONCLUSION AND RECOMMENDATION

8.1. Conclusion

In conclusion, this study found that health related quality of life mean score of 43.28+ 22.44
points. On this score the sub scales had different scores. Impact of the illness, sleep disorder
and family or friend support had better mean score than the total mean score of HRQOL and
the rest sub scales cognitive functioning, executive functioning and emotional change had

lower mean score than the total HRQOL scores.

This study also concluded that type of seizure, marital status of parent, family income per
month, frequency of seizure and number of AEDs were predicting factors that higher

(increases) HRQOL score among adolescents with epilepsy.

On this study age of adolescents and maternal educational level predictor of lower (decreases)

HRQOL score among adolescents with epilepsy.
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8.2. Recommendations
Based on this study finding, the following recommendations could be forwarded for the
respective bodies:-

Health profession: Health professionals must work on all aspect of health to overcome
cognitive functioning, executive functioning and especially emotional change since it was the

lowest of the others to improve health related quality of life of adolescents with epilepsy.

Government and non-Government (NGO) organizations: - organizations working on
epilepsy should focus on adolescents those who are in late adolescence and mother’s
education level those who are unable to read and write since these were predicting factors to
lower the health related quality of life among adolescents with epilepsy.

Researchers: There might be other factor which determine health related quality of life
beyond what were examined, this study recommend researcher to explore other factors.
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10. APPENDIX
Annex A: Information sheet

Hello. My name is and | am data collector of the study

conducted by Olantu Mekonnen student at Addis Ababa university college of health
sciences , conducting this research for partial fulfillment of master’s of science degree
in pediatrics and child health nursing. We would very much appreciate your participation in
this study. The information you provide will help us to know health related quality of life and
to improve quality of life of adolescents with epilepsy.The interview takes between 10-20
minutes to complete. | shall also interview your child.

Name of advisor: - Mr. Zeleke Argaw (MSN, Asst. professor) and Mr. Tewodros Tesfaye
(MSC)

Name of the organization: Addis Ababa University, College of Health Sciences, School of
Nursing and Midwifery.

Name of the Sponsor: Addis Ababa University

Title of the Research Project:- Assessment of health related quality of life among
adolescents with epilepsy in government hospitals Addis Ababa, Ethiopia, 2019
Introduction: Information sheet , consent and assent form will be prepared for parents and
adolescents respectively. Who attending service in neurology/seizuer clinic who will be
volunteer to participate in research project.

Purpose: The purpose of this study is to find out health related quality of life of adolescents
with epilepsy. The information that you provide are very essential, not only for the successful
accomplishment of the study but also for producing relevant information which will help in
improving the provision of the service to adolescents with epilepsy. I will provide research
results to concerned body for intervention.

Procedure:: In order to achieve the above objective, information which is necessary
for the study will be taken from adolescents with epilepsy. Your responses will not be
linked to you or your child and are completely anonymous and confidential. There is no right

or wrong answers in this study.
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Risk/ Discomfort:- By participating in this research project, you may feel that it has some
discomfort especially on spending your time.You can stop but | am Sure there is no risk in
participating in this research project.

Benefits:- There may not be direct benefit to you but your participation is likely to help us in
assessing health related quality of life and assocated factor in aldolescent with epilepsy. So
that it help to improve health related quality of life and healthcare service delivery for patients
with epilepsy. You will not be provided any incentive or payment to take part in this project.
Alternative Procedures:- You may choose your child not to participate in this study and it
will not affect the health care that will be given to your child.

Confidentiality: The information collected from this research project will be kept
confidential and all records and other information obtained will be kept strictly confidential
and your child’s protected health information will not be used without permission. All data
collection tools will be identified by number or otherwise coded to protect any information
that could be used to identify your child or you.

Number of Participants: 422 adolescents with epilepsy.

Voluntary Participation: It is up to you to decide whether your child takes part in this study
or not. Refusal to participate research has no penalty or loss of benefits to which your child is
otherwise entitled. This will not affect your relationship with the investigators. If you are
voluntery to give information for the study, you can show your willingness by saying “yes”.

1. If yes, proceed to the next page 2. If no, thank you, and skip to the next participant
Name of data collector Signature of interviewer: --------- Date: ------ [-==-=[~-=--=---

If you have questions, complaints or concerns about this study, you can contact the principal
investigator Olantu Mekonnen

Cell Phone; +251921063002

Email address: olaniigutema@agmail.com.
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Annex B: Consent and assent form
1. Consent form

I understand all conditions stated above. | have understood that Participation in this study

is entirely voluntarily. I will tell that the answers to the questions will not be given to anyone
else. If respondent does not agree to be interviewed, lets them thanks and go to the next
respondent. You can stop at any time. If respondent say “YES” continues.

1. Name of interviewer Signature date / /

(Signature of interviewer certifying that respondent has given informed consent verbally)
2. Assent form (10-18 years)

Your parent has agreed that you take part in our study where we are looking at the health
related quality of life among adolescents with epilepsy. Your participation in the study is fully
voluntarily. Any information you provide not be given to anyone else. You can stop at any
time. If respondent does not agree to be interviewed, lets them thanks and go to the next

respondent. If respondent say “YES” continues.

1. Name of interviewer Signature date / /

(Signature of interviewer certifying that respondent has given informed consent verbally)
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Annex C: English version of questionnaire
Part I. Socio-Demographic and medical questioners

Title: Assessment of Health related quality of life among adolescents with epilepsy in
government hospitals, Addis Ababa Ethiopia 2019.

Code # Date of data collection

Name health facility

Direction: The following socio-demographic and medial related questioners are developed
from different Literature. For each question parents will be participated if question is difficult

for adolescents to answer it.

A. Socio-Demographic questioners

No | Question Coding Categories
100 | What is the age of the child (Enter in the year
space)
101 | The child sex? 1. Male
2. Female

102 | Family Setting: Who do you live with? 1. Lives with both parents
2. Lives with mother

3. Live with father
4

. Others, specify

103 | Number of children in family ( enter space ) number

104 | What is the child mother educational level? 1. Unable to read & write
2. Read and Write

3. Grade 1-8

4. Grade 9-12

5. Above 12

105 | What is the child father educational level? 1. Unable to read & write
2. Read and Write
3. Grade 1-8
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4. Grade 9-12
5. Above 12

106

What is the child parents/guardian marital

status

1. Single

2. Married

3. Divorced

4. Widowed/partner died

107

Occupation of the child mother/guardian

1. Unemployed

2. Government/private
employee

3. Self employed

4. Other specify

108

Occupation of the child father/guardian

1. Unemployed

2. Government/private
employee

3. Self employed

4. Other specify

109

What is the average family income per

months?

birr
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B) Medical related questioners

110 | Age of first seizure (excluding febrile year or/month
seizure)?
111 | How long has he/she been on year or month
medication/follow up?
112 | What is the type of seizure does he/ she have? | 1. Partial
2. Generalized
113 | How many Antiepileptic drugs do he/ she 1. Monotherapy
takes totally? 2. Polytherapy
114 | What grade is your child? grade
115 | Does he/ she have any family with epilepsy? | 1. Yes
2. No
116 | How would you rate its severity from his/her | 1. Extremely severe
last visit? Please check one answer. 2. Very severe
3. Moderately severe
4. Somewhat severe
5. Not at all severe
117 | How many times is the frequency of seizures? | 1. None
2. Once/few times per week
3. Few times per month
4. Qccasionally
118 | Is there any injury during seizures? 1. No
2.Yes specify
119 | Is there any side effect of antiepileptic drugs? | 1.No
2.Yes specify
120 | Is there interference of epilepsy or drugs with | 1. No
daily activities? 2.Yes specify
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Part I1: - PedsQL™ Epilepsy Module Version 3.0 TEEN REPORT

Direction: - On the following page is a list of things that might be a problem for you. Please
tell us how much of a problem each one has been for you during the past ONE month ,0 if it
is never a problem, 1 if it is almost never a problem ,2 if it is sometimes a problem,3 if it is

often a problem,4 if it is almost always a problem.

In the past ONE MONTH, how much of a problem has this been for you?

Never | Almost | Some- Often | Almost

Never | times always

Impact of Epilepsy/Treatment

201 | Itis hard for me to do the same 0 1 2 3 4
physical activities or sports as
other teens

202 | It is hard for me to be as 0 1 2 3 4
independent as other teens my age
(e.g., driving, riding bikes)

203 | 1 am not allowed to do activities 0 1 2 3 4
because of my epilepsy
204 | It is hard for me to take epilepsy 0 1 2 3 4

medicine and/or other treatments
(e.g., a special diet)

205 | Ido not like being left alone in 0 1 2 3 4
case | have a seizure

206 | I miss school or social activities 0 1 2 3 4
because of epilepsy, and/or its
treatments

207 | | feel different from other teensor | 0 1 2 3 4
family members

208 | | feel embarrassed when a seizure | 0 1 2 3 4
happens

209 | Itis hard for me to avoid seizure 0 1 2 3 4
triggers (e.g., flashing lights, being
tired)

210 | 1 use epilepsy or medication side 0 1 2 3 4

effects as an excuse to avoid doing

something I didn’t really want to
do?

211 | | feel that epilepsy or medications | 0 1 2 3 4
limited my social activities (such
as hanging out with friends)
compared to others my age?

212 | | feel alone and isolated from 0 1 2 3 4
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others because of my epilepsy/
seizures

Cognitive Functioning

213 | Itis hard for me to think quickly |0 1 2 3 4

214 | Itis hard for me to remember 0 1 2 3 4
things

215 | Itis hard for me to learn new 0 1 2 3 4
things

216 | I need extra help at school (e.g., 0 1 2 3 4
tutor, extra time on tests)

217 | Itis hard for me to keep up with 0 1 2 3 4
schoolwork

218 | Itis hard for me to understand 0 1 2 3 4
what | read

Sleep/Fatigue

219 | | feel tired during the day 0 1 2 3 4

220 | Itis hard for me to sleep (e.g., 0 1 2 3 4
falling and staying asleep)

221 | I need more sleep than other teens | 0 1 2 3 4

Executive Functioning

222 | Itis hard for me to stay organized |0 1 2 3 4

223 | Itis hard for me to do what | am 0 1 2 3 4
told

224 | It is hard for me to pay attention 0 1 2 3 4

225 | Itis hard for me to finish things1 |0 1 2 3 4
started

226 | | act without thinking 0 1 2 3 4

227 | Itis hard for me to sit still 0 1 2 3 4

Emotional problems

228 | | feel grouchy 0 1 2 3 4

229 | | feel angry 0 1 2 3 4

230 | | feel sad or blue 0 1 2 3 4

231 | | feel tense or anxious 0 1 2 3 4

232 | | feel easily frustrated 0 1 2 3 4

Support from family/friends

233 | | have someone available to help 0 1 2 3 4
me if | needed and wanted help

234 | | have someone | could confidein |0 1 2 3 4

or talk to about things that were
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troubling me

235

| have someone | could talk to
when | am confused and needed to
sort things out

236

| have someone who accepted me
as | am both my good points and
bad points
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Annex D Amharic version
P‘“‘d:ﬁ m/leT

M5 LATAT PAL A9 2NAQA: AL PG+ aoZ8 ANAN, 17

At NARN ANN RLNCAt P ARTN DAE PICAT AT PARLEPLLL TIUCT A&EA BN
+as PP AATHR APNYT N9, PNY8F MG AT JRLIRC AL aBZ8 ANAN, 15 NHU mTF
AT IPCIPC AL AY8A+TE NMIR ATNZFFAT:: ACAPI® PF AL PARAM-T dBZE P MA
NAF PANFOY +87 AETF MG JC PHHAPRMY PR Mt ATIMSP AT ATIARA
228TA: PA-TOMERT ATRELAN N10-20 L2 PTF LMNBA: AEPT $A TPMER AL
ABATE PACNT 8L £4AIA:

PAMNLPT NIP:- AT HAP ACID AT AT £PLCH TN4R

PLCE+ NIP:- AN ANN RLACAL MT ALTN NAE PICAT AT PTLEPLLL +I°UCT
&4

POAZIAC NI™:- A8.N ANN RLACAT

PGS IOCIC TECENT CON:- POO.MA NAF PANFDY F81 ABT MG PARAPAN+
PULMF 228 90Y1F P8AA mLF NALA ANN PARTINT PATH AT @Nm 2011:

ano), P:- NTLHA NAF ML 1Nt PATHAT NLO-CAE AALH &-ND  ARIAI AT
MLI° ARTFA PRADM. AT MG+ AL AMA+HE £ PLF PP MALT AT AFS1 AT
PaRLE HCHC P& L AT PADNRARF @GR +HIBPA:

QAM:- PHYU mTF GAT Py mA NG PANFD: F87 AET NMITF JIC PHHARS. A
PULDF BZEFM 9T AL AT8A ATIDP 8A:: ACAP Ur AEP PTRAM-T AB/E AmG+
ANFM7t NF ALPT ATA%A+RT ATIARA AT PTLMA NAF PANFE F+81 AET Pul8
M$mM, A/EY ATES/N NE+E &CA LFLPA: PMe+ @Mt 88 ATR,APANFFO- ANA
LAmA:

PAWLC L2%:- NAL PHMeTT GATMPT ATYANT Pa PALATM"Y ABZE PaRmA NAF
NANF@®- 387 AET AT NOAEFF@D LMASA: LUYIR OBZE i Ak PAHE 4D
MAMER e +827 ATFAT AR ALAMD LadmA: 2U IPART hACHP ML
AAEP NTAD A1AT IC AR PPHIP=NHU mET A ThAAAT MLIP P+AA+ ADANT
pAge::
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R8I/ NI% : - NHU DTFAL NPA+E THPY ATLIPVAMPE AATPPTF LFAA: PRI
IY PGk O-Mt ATLLAMA AG-T NAD- ATLTA+E ATTOTATHATL I NG+
NARA+E JoYgR ARYF F8F kP LCANTIR::

mPa MPIOF: - AACAP NeMF mPIR ALPCPT LFAA: 116 17 PCACAPIR P PAR
+ATE NDA NAF A+PH F87 AET MTT ATIANTPNAD Pt BZET O+PPH
8L IC NARIMMI® ALBY £FAA: PAR.mA NAF AANTFE: FNPT PR Mt AT PMS
ATANNN A74%4TF AR PTT ATIARA £484A: NHU TCENT AdPA+& 9279 905%
mMNLFF DLI® A& P ARAMPFID::

+AP ANLLTF: - NHU »TF NP +AFL AT8LPT aPgRLm BFAN: AT AACNP
PAMNPTT PMa ATANNN U7 A7414T ARTNIP:

PAAFLPE €MDC:- 422 NTLA NAF A+PH F81 ALT 47CF EMASA:

OAMERIF:-NHY DFTF PHANAN A28 NA™x JPAMEPIF EMNPA: ATR AOHINT
AT AdeT CZEPT SPAMC PHMNE §F@:: PATP P+MNP PMT AOLE PAGPLE MmdgD
AR ARMATR: AR PADZE AANAT CRALPPT NkMC MLID NAA AL ASPTY
AGOARYE A PTAIA PARFA hRT £272JA:

NHG+E PAA+E AONF:- ACATE U AEP NHU mTF AOA+E DLID AATRA+&PT
PaRMAY aNF ACAP @A 10 MG+ MND Ak DPRPF MRAN AATPAMT LFAN ::
NMITDI° AAT DG+ MSI° BFAN: AMG+ a5 AAAMT £ L5 NPF £ L7571 PT
"APT" NAG- NARGIC TALE BT AN

1. AP SAPMELT BPm
2. RRRALI® $ATMEEY NIPY, ACPACITAL, AT METLSMAD- +AFd SHAN
T OLT N Y L —— L., IR— B y— / ---

NHU ®FTF @-ND DPEPTF, AN+FPT MLI® NJIFF NAPF NTN+AD- Ndh a2 LMA
2 AN

AATE @PGT PNAR *PC + 251921063002

PATRA AL ¢-A: olaniigutema@gmail.com
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PP L AT PhIRIRyTaDAsh, PO
1. PMAS L P2

NAL P+HZHGFT LATIR Ui FPF + 8 FAL: NHU mTT @AM PIRA+L M- ah A
NELLAYT 10r:: ATL+TILH AMPRPE PIPAMM: APANT AAA TQIFMI° NGk AL&AMID::
AT IR AATITIE ATRTIR ARIAMTCHAALRTIR NG+ AL ATRA+E & PLT 13 +AFL D
&PLG NALF AN ML M PHPAD- +AFL BAGHAFLD &PLE NPT 07T LMk =

PMPem HIm &CTM ¢ / /

(PPA-TPMELE MPb ALY +NFL O O NAA §PLET ADIPRY PLITMA)
2. PAET P94+ 26 (N10-18 a0 )

PAYMA NAF PANFA F87 AET NUFENF 1Hh MG JC PHHAR LMY PR Mt 828
PtaANT® MTFTT AL ABNL A MAEP +ATMIR+PA: NG+ MNP P PLLLTFF +ATE
o NAA (4P LAY 10 PAYAM-T TITM-I° A28 AAAND ATHIID KR AMID::
NRIFa-9° UH, THI° LFAN: PA-COMEP ATPMPS NATATHA™ 917 ATARANTAT AT ME,
M bMAD- +AFL LPmi:

Pmpe@m oo &CTM P / /

(PPA-TPMELE MPb LLCTY +NFL D A NAA §PLT ADPRY PLITMA)
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PAMICE ™MMLP o

®PC

am/Em- P+ANANNTF $7

a/8 e+mALNt +dge

Chh:- P mA NRF PANTFO-T 387 ALTF MG P, Ah+k PUL DT 228 1%
P2NANA Tt NALA ANN N+AZM- PAFNT PATHATF @-hp 2011::

N&EA 1:- MUYNERT IAR AT AD9°T Th D PEPT

aan/ p:- e N+t MINEP AT PAhNTRT D PEPTF NHALR MTT AL P+TF TF@-::
ARLT1818 M PR AL ARAN APAMT F81M-/P NNE NPINTFH MALT aRA+& SFAA:

U. MUNER AT AR 2 PEPF

t/%®

MUNEP AT IAR 2 PEPF

100

PAL 6 N1F 1@ (NNF@ ™D Lamp)

qao¥

101

PAL &2

e
Nt

102

PA+HAN 78+ N IC ATLMTE?

Bwon =N o

NUA+RI® @ABFF@ IC
.hASH ac
.NANT 2C

At

103

PAST NHF NN+AN D-NH?

L

104

PATT PHIRUCT BB

. MINN AT AOR& ARFAID
. INN AT aRR& £FAN

. 16-85 N&A

.h9q -127 h&d

. N 128 AT NH.PNAL

105

PANT PFIRUCT 225

. M@INA AT ADRE ALFAGD
.MMINN AT APR& EFAA
.15-8% h&a

.Nh9gF -127 head

.N 12 A9 hH.PNAL

106

PAS. MALST / KO8T PINF U3

fA9INT
£10+

. Pté T
N4 PeR+N+

107

PAE. ATTF N

. N PAFIP
. PAR9NT / P9A NG
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3. 0974 Ne

4. AA
L£9A&( )
108 | PAB. ANt N 1. N¢- PAD-9P
2. P90 / P9A Ntg
3. P94 N
4. At PHIAR
109 | NAC &AM A99NL PN+NAN N, ATF 1@-? 1NC
A) hAhhoeg IC P+15F D P PFH
+/€ | hhh9°s 2C 0+19F 2 PR PF
110 MmPan/ P PADMA (AB5 L) Fo1C NI+ APF n qani
ARIM@-?(h+hhF 2C 0+ PPH APNTTIP) mLege / M
111 Ay / RO NARESLE / ATN+| / IR PUA qaoi} Me,ge
&L+PA? mC
112 | Afr / AQ 907 9L27F PARMA (ARG L) FoIC 10»? 1. NNEA
2. AMPAL (Ao NA™H)
113 NAMPAL 9o PUA aP Y%+ 1. A
LMNSA(FDNEAT)? 2. AT AF NH.P NAL
114 | PF9PUCT BCEM-/ P n&EA
115 PmmA NAF PANT N+AN A AA? 1. AP
2. he
116 | NAPEZA®T $MEC F947 927 PUA ANETF 1. A& NM9® hne
2AM-FA? 2. NmMg= hne
3. NA®M* h2175
4. N+mNAY 828 Phs-
5.NN4 8% AL LAgD
117 paomA (ang &) FoIC N1t 1 10?2 1.PAg®
2.NN°YF AL, mLgD
P+amnT 18
3.NMC A8, MLIP P+MAY
H
4 RAR hAR
118 | N@mA@- 1H +8%F LCAN/NF POr$A? 1. h2

2.AP LoAR
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119 P LY T 0990 R8T LCAN/NT POrPA? 1. h2
2.AP LoIAR

120 P MA NAF MLID AD LY $F OAFP 1. h2
ATPNS AT NTMANT MAP dPINT AA? 2.AP LR

NEA UAT:- PedsQL ™ P, mA NHiJ I E.A NéT 3.0 PAET HIN

APmen,: - N PHAD- 1% AL AACNP FIC AL POUFA 17CF HCHC §F @ ANNP
NALM- A8 OC N 9o PUA F9IC PAAPT ALY £7747: 0 NACH £&T° F9IC
NALTE1 ALY F9IC NALTE2 A78718 1H F9IC P 3 NHE @Y 1H F9IC hUY A5 4
UALHI® T Py

NALE A1E OC NP 2U ARCNP 2T PUA TIC A DTRPFA?

+/4% | o |1 |2 [3 |4

+20%

201 AR ANTE ART AL ARYTT PANA 0 1 2 3 |4
ATPNPAPTT @LID N7 CETT MeZ9 hne
M-

202 AL PAETMR PA AT ART (A72 NAAAT | O 1 2 3 |4
am18%) NAdT IC 18 UF a075+ PAFZ5 A

203 N@HA NAFS NPT ATPNPAPTTY 0 1 2 3 |4
A18.PLLC AAL P Ngo::

204 PMAA NAF L Y1T AT/ DEI® AdeT 0 1 2 3 |4
UngeePFy ammA L ANTFIL 10

205 NF Pt AALATI® A oM, hMA% 0 1 2 3 |4

206 P MA NAF MLID HAJRTPE 9o O+ 0 1 2 3 |4
FTIRUCT AT TUNGP AT1PNPAPT
PAPAMGA

207 NAAT AET MEI® NN+HAN ANAT P+AP 0 1 2 3 |4
Nt £ATI5A

208 PaRq e FoC NTLMEONT 1H ASLT £2ATI5A | O 1 2 3 |4

209 AA%L PODG L Fo)C DbASAPTT ATHHD L 0 1 2 3 |4
(AFAA NAS L9 PO A DA\ (. $F)
nne 1am-

210 P mA NASF MLI Pan eyt AN NIL T | O 1 2 3 |4
AL ML PMALATIDT 11C AATIELT
AMPTHAD-
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211 P MA NASF LGP ap ey +F PALTY 0 1 2 |3 |4
MYNLP ATRNPAPT (NALETF IC A1NC
amYye) 278 AL 02T NAAT IC AIRAC
@AY ATLLPY £ATHTA
212 N NASF / NAMT e Y1 +F Ahd 0 1 2 |3 |4
goNY LT NAAT PHAPD: AT PHIAAN NTRF
LATTA
eANFANN +aNC
213 N&EMT MAN LhNLFA 0 1 2 |3 |4
214 11CFY @AFON £NNLFA 0 1 2 |3 |4
215 A8.N FIRUCETT aRagC £nNNLTA 0 1 2 |3 |4
216 NFIRUCTH NF e ACS T ALAIAL 0 1 2 |3 |4
(APAA-ANMT T NETTPTF AL a2 1H)
217 Nt9RUCT NF NPT IC aP3H ANFIL 0 1 2 3 4
PPNGFA
218 ATNN ATRZ8F ANTFIZL PPNEA 0 1 2 |3 |4
A7$A& / &hoo
219 Ne'r @AM Shoe LA A 0 1 2 |3 |4
220 ATPAG MO+5T ENNLTA (ATPAA-ATPAGE |0 1 2 |3 |4
mm-A L § +5 a§PT)
221 NAAT OMTT 2A% N ATPAF ALAIAL |0 1 2 |3 |4
ANLRM, +NsT
222 NtL4B Ui &P+ AL ANFIZ 10 0 1 2 |3 |4
223 AAL P+1723T @eZ9 hne o 0 1 2 3 4
224 Tt @Amm NMge hne 1o 0 1 2 |3 |4
225 PEMCHFT 11CF TMST+P NNLTFA 0 1 2 |3 |4
226 AANND- PARLCIM-T 17CF Ak 0 1 2 |3 |4
227 6 N AMRPaRM LNNLEFA 0 1 2 |3 |4
ha / NUe
228 ¢m &M LAFA 0 1 2 |3 |4
229 ATLBAL 0 1 2 |3 |4
230 AHTAL 0 1 2 |3 |4
231 AT 2AL 0 1 2 |3 |4
232 NeAX PECUT N2t 2ATH5A 0 1 2 |3 |4
AC2F NN+NAN/haLPE
233 ACSF P9, PNLATH NPT NEASTh ATHTH 0 1 2 |3 |4
PR LIHE A AAT
234 P PR TRET 11CF NHARAN+ FRAM.C 0 1 2 3 4
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PIRTICNT A AAT

235 ¢ ATL+HINUT 11CTT ATN+hhA
NPNLATH AD hAT
236 AL ATELPTINT me By @ 11T AT8AL

PPNAY AD- AAY
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