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ABSTRACT

Back ground: Podoconiosis is non-infective, usually crystalline Blockage of the limb
lymphatic, almost always affecting the lower limbs. In Ethiopia Podoconiosis is an important
public health problem in endemic areas like Wolaita zone. Podoconiosis has a serious social
and psychological burden. The importance of assessment of quality of life has gained

considerable value in recent years .There are several benefits of measuring QOL.

Objectives: The objective of the study was to asses the applicability of DLQI in measuring

the quality of life of Podoconiosis patients.

Methods: A cross sectional study was conducted in wolaita zone, SNNPR Ethiopia in eight

MFTPAs outreach sites using the translated Amharic version of DLQI.

Results: the questioners were administered to 148 Podoconiosis patients, 80 males and 68
females. Patients' ages ranged from 17-78 years (mean 35.95 years, SD 16.112,).fifty percent
were new patients and the rest were patients treated for a minimum of three months at
MFTPA. Twenty eight (18.9%) of patients were from urban areas and the rest were from rural
sites. The Cronbach’s alpha was 0.71 among treated patients and (.78 among new patients.
Item total correlation ranged from 0.39-0.47. The DLQI score for new patients ranged from 4
to 21 (mean 12.76, median 13.00, SD 3.81) and those for treated patients ranged from 1 to 18
(mean 4.08, median 3.00, SD 3.16). The ranked mean difference between the two groups was
statistically significant. (Z=-0.9477, p value< 0.000). There was no statistically significant

difference between age, sex and outreach sites groups regarding the overall DLQI score.

Conclusions: In conclusion it was found that the Amharic version of the DLQI was a valid,
reliable and acceptable for measuring the quality of life of Podoconiosis patients in the study
settings and a three or more month treatment by MFTPA is associated with improving the

quality of life.
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1. INTRODUCTION AND STATEMENT OF THE PROBLEM

Podoconiosis (endemic non-filarial elephantiasis) is a non-infective, crystal-mediated
inflammation of the limb lymphatic, almost always affecting the lower limbs, especially
the feet. It is widely distributed in a number of countries of tropical Africa, Central and
South America, North India, Indonesia, Colombia, Ecuador, Brazil and Sri Lanka L2 A
recent study in wolaita zone has shown that Podoconiosis patients suffer from social
burdens apart from the physical burden throughout their life due to the societal values
attached to the disease. Patients are stigmatized and isolated in the society. They face
difficulty in getting married, getting friends, getting neighbors and many more. Similarly
a recent study in the same zone has revealed that the total cost of the disease to a zone of

1.5 million people is more than $16million. *”

The importance of assessment of quality of life has gained considerable value in recent
years. When the WHO defined health as "A state of complete physical, mental and social
well-being, not merely the absence of disease or infirmity," it implied that the assessment
of health and health care should not only include traditional measures of morbidity and
mortality, but should also include broader assessment of quality of life (QOL) @,
Measuring the quality of life has important uses in many areas in medical practice,
including improving the doctor-patient relationship, assessing the effectiveness and
relative merits of different treatments, evaluation of health services, undertaking research,
and in policy making. @

There are two types of QOL measurements: general measures and specific measures.
General measures, such as the SF-36 (Short Form-36), Euroqol-5 or Sickness Impact
Profile, are designed to be used across all diseases. Disease-specific measures include the

Psoriasis Disability Index (PDI), the Cardiff Acne Disability Index (CADI), the Acne-
Specific Quality of Life Questionnaire (Acne-QOL), amongst others. ©)

Different inflammatory skin diseases affect individuals in similar ways suggesting that
dermatology-specific measures may be used across all skin diseases. ® The Cardiff
Dermatology Life Quality Index (DLQI) is a well-established dermatology-specific QOL
measure. The Dermatology Life Quality Index (DLQI) was chosen for this study in view
of its ease of application to a variety of skin diseases, its ease of use in a busy outpatient
setting, and because it has been widely validated.



This study was therefore designed to investigate use of the DLQI in measuring self-
reported quality of life among out-patients with Podoconiosis in Wolaita Zone, southern
Ethiopia.

2. Literature Review
2.1 Podoconiosis definition and distribution

Podoconiosis is widely distributed in many areas of the world, occurring in Africa,
Central America, Colombia, Ecuador, Brazil, Indonesia, northwest India, and Sri Lanka.
It is seen in susceptible families of bare-footed farmers in well-defined fertile volcanic
highland zones of these areas, and also in the lowlands irrigated by rivers from these

highlands *®.

Podoconiosis is widely distributed in Africa and especially in the higher altitude Regions
of eastern, central and western parts of the continent. In Africa the disease is said to be
highly prevalent in the highlands of Angola, Mozambique, and Madagascar @ ).
Observations have shown that the disease occurs in bare footed people who work on soil
of volcanic origin, under tropical conditions at altitudes around 1500 meters ' 'V~ A
study done in the Cameroon highlands, in West Africa, showed that the prevalence of
elephantiasis closely follows the distribution of the red clay area, mainly above 1000
meters altitude "> '¥. The presence of elephantiasis of the lower legs of unknown cause

in Ethiopia has been recognized for a number of years ‘"

Podoconiosis is highly spread over a large area of Ethiopia '”’. Earlier studies, between
1935 and 1940, of numerous cases of elephantiasis in Shoa, the then central province of
Ethiopia, revealed no micro filariae in the peripheral blood taken either by day or by
night. Similarly, no micro filariae were detected in 50 cases of elephantiasis examined in
Harar province “* ' .In a recent study conducted in wolaita a capillary blood sample was
taken at midnight for thick film from 205 patients and in a sub sample of 117 patients,

rapid antigen testing using Binax™ antigen cards was also performed. Both tests were



negative in all patients. In Podoconiosis-endemic areas, clinical examination is a valid

. . L (16
means of diagnosing Podoconiosis "'”

The most recent survey on Podoconiosis in Ethiopia was conducted in 2001 in Wolaita
zone, Southern Ethiopia among 4210 households. The mean zonal weighted prevalence
of Podoconiosis was 5.46%. The majority (64%) of the cases found were between 16 and
45 years. The male to female ratio of cases was very similar to the sex ratio in the general
population ©- Endemic elephantiasis is a major health and economic problem in Ethiopia.
The disease, although not fatal, causes progressive deformity and disability, which
degrades the quality of life and the already poor economic situation '” Podoconiosis
could be completely prevented if those at risk were to wear shoes. Early stage disease can
be reversed by washing the feet with soap and water, and using hydrating ointment and
footwear. Once advanced stage disease has developed, treatment is only partially
successful, and includes elevation, use of compression bandages and at a last resort,

nodulectomy. (10,13, 18).

There is lack of knowledge of the cause, prevention and treatment of the disease among

health professionals. (19

2.2 Quality of life definition and relevance

Skin diseases have been shown to have a significant adverse impact on the health-related
quality of life of patients which may be underestimated by objective assessments of

clinical severity

In a study to select an instrument for cross-cultural measurement of health-related quality
of life applied to dermatology, six dermatology-specific scales were identified: Impact of
Skin Disease Scale (IMPACT), Dermatology Life Quality Index (DLQI), Skindex,
Dermatology Quality-of-Life Scales (DQOLS), Dermatology Specific Quality of Life
(DSQL) and Qualita di Vita Italiana in Dermatologia (QUAVIDERM). The ADAPT
Index for each of the above was determined at the time of the study and the DLQI was

chosen for adaptation (ADAPT = 77, October 1997). 25)

2.3 The DLQI - scoring and Interpretations



The DLQI consists of 10 questions with simple tick-box answers scored from 0 to 3. The
Dermatology Life Quality Index questionnaire is designed for use in adults, i.e. patients
over the age of 16. Each question is answered by a tick box, selecting one of four
possible answers. Questions are scored on a 4-point Likert type scale with 0 = “not at
all”, 1= “a little”, 2 = “a lot *, and 3 = “very much”. The total score is calculated by
summation of the scores for each item with a maximum of 30 and a minimum of 0 (zero).
If one question is unanswered, it is scored 0 and the scores are summed and expressed out
of a maximum of 30.If two or more questions are unanswered the questionnaire is not
scored; if question 7 is answered “yes” this is scored as 3. If question 7 is answered “no”
or “not relevant”, then either “a lot” or “a little” is ticked. This is then scored as 2 or 1,
respectively; The DLQI is calculated by summing the score of each question resulting in
a maximum of 30 and a minimum of 0. The higher the score, the more quality of life is
impaired. The DLQI can also be expressed as a percentage of the maximum possible

score of 30, @+

Interpretation of the meaning of DLQI scores is usually performed as follows: 0-1 = no
effect at all on patient's life; 2-5 = small effect on patient's life; 6-10 = moderate effect on
patient's life; 11-20 = very large effect on patient's life; 21-30 = extremely large effect on

patient's life .29,

In a study done among general dermatological patients and controls, the DLQI was
completed by 100 healthy volunteers; their mean score was very low (1.6%, SD 3.5)
compared with the mean score for the dermatology patients (24.2%, SD 20.9). The
reliability of the DLQI was examined in 53 general dermatology patients using a 1-week

test-retest method and reliability was found to be high (gamma s = 0.99). ®®

In one study conducted to assess the MID that is the minimal important difference in
mean DLQI after treatment among chronic urticaria patients it was found that a threshold,
in the range of 2.24 to 3.10, could be used to interpret meaningful change in clinical

studies ©”



Studies have shown evidence of validity for the DLQI, because the instrument
demonstrated the ability to detect small but meaningful changes in clinical status over

time in a large sample of patients with psoriasis. "

DLQI scores were measured among 203 LF patients recruited from a clinic and from the
community in Orissa, India. The DLQI score ranged from 0 to 17, with a mean score of
2.7 (SD 4.4) or 9.0% disability @3- This is lower than for many skin diseases reported so
far, so a modified DLQI that focused on the affected limb rather than the entire skin was

developed. The mean score using this modified DLQI was 8.2. %

2.4 DLQI Translations

In a study to assess the Turkish version of DLQI among general dermatological patients
the mean score of DLQI was 7.61. The median of item—total correlation coefficient was
found to be 0.66, within a range of 0.48-0.81. The internal consistency (0.85) of the
index was found to be satisfactory, and it was concluded that the Turkish version of the

DLQI was acceptable to dermatologists and dermatology patients, valid and reliable. @3

The Danish version of DLQI was administered to 200 outpatients and 100 hospitalized
patients suffering from a range of dermatological diseases and to 100 sex- and age-
matched healthy controls. Mean scores, internal consistency and test-retest reliability

were comparable to the results reported for the original English version. ¥

In a study of reliability and validation of the Persian version DLQI among vitiligo
patients, scores ranged from O to 24 (mean = SD, 7.05 * 5.13). Reliability analysis

showed satisfactory result (Cronbach’s a coefficient = 0.77). "

The DLQI instrument was also translated into Japanese and tested among acne patients
the participants reported no difficulties in answering the DLQI items. The mean score of
DLQI was 3.99(SD: 3.99), and responses were found to be reproducible and stable.
Results of principal-component and factor analysis suggested that this scale measured a
single construct. The Japanese DLQI provided valid and reliable data despite having only

a small number of items



Skin hygiene and skin care are effective and important interventions in the management
of lymph edema secondary to lymphatic filariasis. The impact of education and foot
hygiene on quality of life as evidenced by change in DLQI score was found to be

significant #% *%.

The DLQI has been described in at least 36 skin diseases in more than 130 articles and
published abstracts, in 17 countries and 21 languages @®_ Use of the DLQI has allowed

new insights into several aspects of clinical dermatology ®



3. Objectives
3.1 General objective

The general objective of the study was to assess the applicability of the DLQI in

measuring the quality of life of Podoconiosis (chronic non filarial elephantiasis) patients
3.2 Specific objectives
3.2.1) To measure the quality of life of Podoconiosis patients using the DLQI instrument

3.2.2) To assess whether treatment for 3-months or more by the Mossy Foot Treatment

and Prevention Association (MFTPA) is associated with lowering in DLQI score

4. METHODOLOGY
4.1 Study area and period

The study was undertaken from August 2006 to June 2007 in Wolaita zone of the



Southern Nations Nationalities and Peoples' Region (SNNPR), Ethiopia. Wolaita zone
has a total area of 4541 square kilometer divided into 10 'woredas’. It is approximately
2000 meters above sea level. The Wolaita population is about 1.5 million. Of these,
115,569 (7.78%) live in urban areas and the rest 1,370,652 (92.22%) live in rural areas
Wolaita is densely populated area with an average of 290 people/km?2. The dominant soil
geology is basalt and the climate is mainly (75.7%) 'woinadega’ (medium altitude, 1500-
2500 meters) followed by 'dega' (highland > 2500 meters,13.9%). The majority of the
population earns their livelihood from crop production (61.3%) followed by livestock
rearing (22.3%). "> '73¥_ The literacy status of the Ethiopian population is low. The total
adult literacy rate is 36% (46% for males and 25% for females) “”.A recent study in
wolaita zone has shown that 74.4% (n=234) of Podoconiosis patients can’t read and write
and 10.7% of them were less than grade 1 '”. Because of this fact the questioner was

administered by trained MFTPA outreach site workers.

According to the survey performed in 2001, there were at least 81,000 Podoconiosis

patients in the zone ©

. Wolaita zone was therefore selected for endemicity of
Podoconiosis, the presence of the Mossy Foot Treatment and Prevention Association

(MFTPA), and previous experience of the place by the principal investigator and advisor.
4.2 Study design
Phase 1 Development of Amharic DLQI

The DLQI was first translated according to procedures listed on the Cardiff DLQI . In
brief, the DLQI was translated by two translators into Ambharic (the language of
officialdom in Ethiopia), and then back translated by two translators independent of each
other and the original translator. The back translation was reviewed by Prof Andrew
Finlay, revisions made to the Amharic version, and a final independent back translation
made. Emphasis was given to maintain the original context and meaning of the words
rather than a direct word by word translation. The Ambharic version developed is now

available on the DLQI website.

The Amharic DLQI was reviewed by health workers at the MFPTA and Wolaita hospital

who had experience with Podoconiosis patients. Their comments helped to establish face



validity before the DLQI was used among patients.
Phase 2 Use of Amharic DLQI among Podoconiosis patients
4.3 Source and study population

The source population was all Podoconiosis patients in Wolaita zone (age >16 years).
The study population was Podoconiosis patients newly registering at MFTPA outpatient

sites and patients treated for >3 months at these sites.

4.4 Sample size determination

Sample size was determined using the formula for comparison of two means
N =2[1+1/1 [Z o2+ Zp] > 7/ [ -1 2] °

Assumptions include equal variance of 6, a confidence level of 95 %, power of 90%, a

design effect of 2 and 10 % allowance for non- response and missed cases.

n; -the sample size in each group of patients. r is the ratio of the size of sample 2 to

samplel, as the two samples are equal r = 1.

In a study conducted among general dermatology patients the mean DLQI score was

found to be 7.26, SD= 6.27 for patients and 0.48, 1.05= 3.5 for healthy controls @8)

In another study conducted to identify clinically meaningful change in DLQI score a
score change in the mean DLQI of five or more was found to an important cut-off point.
Therefore the difference in DLQI score between the two groups of patients (U j-u 2) was

set at five. ©

The sample size n; (the sample size in each group) was calculated to be 67, and after
adding 10% of the calculated sample size (7) for non response the final sample size in

each group becomes 74 thus the total sample size was 148.

Figure 1.Schematic presentation of data collection



15 outreach
treatment sites

11 rural
Sites.

6 rural
Sites.

148 study
participants

4.5 Inclusion criteria

Podoconiosis patients aged >16 years newly registering at or returning to an MFTPA
outreach site. Sixteen years of age was set as a cut-off point for consistency with previous

studies using the DLQI *¥
4.6 Exclusion criteria

People with other physical disabilities, blindness or major psychiatric illness were

excluded from the study because these conditions may already affect their quality of life
4.7 Sampling procedure

The fifteen MFTPA outreach sites were stratified into 11 rural and 4 urban sites, the two
urban sites were Gesssuba and Boditi , the number of patients to be included in the study
from each site was calculated by PPS and it was 10 and 18 respectively in the two
urban sites the number of patients including treated and expected new patients in the two
sites were 384 and 601 respectively . The six rural sites were Damot Fallosa, Gello,

Kercheche, Belloso Sore , Guneno and Bonbe , the number of patients included in the
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study from each sites was calculated by PPS and it were 16,12,20,12,26, and 34
respectively in the six rural sites. The number of patients including treated and expected
new patients in the six rural sites was 509,420,387,749,938 and 1188 respectively. The
source of the patients estimates in each site is from MFTPA preliminary survey that was
done before establishing treatment center in the sites, which includes both new and
treated patients. All newly registering patents in the specified data collection period were
included in the study until the required sample size was reached. Systematic sampling
using the MFTPA registration book as a sampling frame from a random start point was
employed to recruit treated patients. The outreach sites workers with close supervision by
the supervisors and PI recruited the study subjects and interviewed at the respective

outreach sites.
4.8 Pre- testing

The Amharic DLQI was pre-tested in one rural and one urban 'kebele’ among 8 people.

The instrument was found to be clear, short and, understandable.

4.9 Variables of the study

4.9.1 Independent variables: patient factors: age, sex, treatment site, duration of

treatment.
4.9.2 Dependent variable: DLQI score among new and treated patients.

4.10 Data processing and analysis

Data were entered into EPI-Info 2002 software, cleaned and then exported to SPSS v13
for further analysis. Analysis included frequency distributions followed by the
Kolmogorov-Smirnov and Shapiro-Wilk tests for normality. Means, modes, medians,
and standard deviations were calculated. The Kaiser-Meyer-Olkin measure of sampling
adequacy and Bartlett's test of sphericity were calculated to assess whether factor analysis
could be carried out appropriately. Average inter-item correlation, item total correlation
and Cronbach's alpha were calculated to assess reliability. In all cases p value less than

0.05 was considered to be statistically significant unless otherwise it is specified.

11



4.11 Data quality assurance

All data for each treatment center were checked for completeness, accuracy, clarity and
consistency by the principal investigator and the field supervisor immediately after the

collection.

About 10% of the data were re-entered to verify the accuracy of data entry (average inter-

correlation = 0.99).
4.12 Ethical Considerations

Ethical approval and clearance was obtained from ethical committees of the Department
of Community Health and Faculty of Medicine. Local officials were contacted and
permission was secured. Explanation about the purpose and procedures of the study was
given and verbal consent was obtained from each respondent. Health education was

provided about the disease for the patients.

5. Results
5.1 Back Ground Information

One hundred and forty eight patients with Podoconiosis were studied, eighty males and
sixty eight females. Patients' ages ranged from 17-78 years (mean 35.95 years, SD
16.112, median 35).Patients were selected such that seventy four (50%) were new
patients and seventy four were patients treated for a minimum of three months at

MFTPA.

All participants responded to all questions in the DLQI questionnaire, and all

questionnaires were marked legibly and correctly.

12



Twenty eight (18.9%) of patients were from urban areas and the rest were from rural

sites.

The Kolmogorov-Smirnov and Shapiro-Wilk tests of normality for the dependent
variable DLQI for the two groups of patients were performed. They showed that the data
were not symmetrically distributed for the treated patients but the data were
symmetrically distributed for new patients. The value of skew ness was -0.17 and of
kurtosis was —0.55 and the ratio of skew ness and kurtosis to their standard errors were
0.61 and 1.0 respectively for new patients suggesting that the data were normally
distributed. The value of skew ness was 2.24 and of kurtosis was 6.06, and the ratio of
skew ness and kurtosis to their standard errors were 8.05 and 10.97 respectively for new
patients which are out of the range of -1.96 to 1.96 suggesting that the data were not
normally distributed. Neither log nor reciprocal transformation made the data of treated
patients normally distributed, so non parametric methods were employed in the analysis

when ever appropriate.

Table 1 Tests of normality of DLQI score for new and treated patients, Wolaita

zone, SNNPR, 2007

Kolmogorov-Smirnova Shapiro-Wilk
category of patients | Statistic df Sig. Statistic df Sig.
mean DLQI score  new patients .083 74 .200* .978 74 .237
treated patients .253 74 .000 757 74 .000

*. This is a lower bound of the true significance.
a. Lilliefors Significance Correction

5.2 DLQI score by Category of Patients and Demographics

The DLQI scores ranged from 1 to 21 (mean 8.42, median 7.50, SD 5.58). DLQI scores
for new patients ranged from 4 to 21 (mean 12.76, median 13.00, SD 3.81) and The
DLQI score for treated patients ranged from 1 to 18 (mean 4.08, median 3.00, SD 3.16).

13



Table 2.DLQI by category of patient, Wolaita zone, SNNPR, 2007

Patient Mean Median SD.

Category | DLQI DLQI N Deviation

New 12.76 13.00 74 3.813

Treated 4.08 3.00 74 3.161

Total 8.42 7.50 148 5.579 The difference in DLOI

score between new and treated patients was tested using the Mann-Whitney U test and
the ranked mean difference between the two groups was statistically significant. (Z= -

0.948, p value < 0.001

The variable age was categorized it to three groups the first group was the youths (17 to
24), the second group was the adults (25-65) and the third group was the olds (above 65)
the variable is categorized in this manner because the subjects in each group are believed
have similar life expectations and experiences. Before categorization, correlation of age
and mean DLQI score for the new patients was performed the Pearson correlation
coefficient was 0.02 and p value was 0.89 suggesting that the correlation was not
statistically significant. Similarly before categorization, correlation of age and mean
DLQI score for the treated patients was performed using spearman’s correlation the
spearman’s rho was -0.14 and p value was 0.39 suggesting that the correlation was not
statistically significant. Mean DLQI scores for new patients ranged from 12.76 to 15 in
the various age groups and The DLQI score for treated patients ranged from 1.5 to 4.25 in

the various age groups (mean 4.08, median 3.00, SD 3.16)

Table 3 DLQI score by category of patients and age groups, Wolaita zone, SNNPR,
2007

Category of Std.
patients age groups |N Mean Median | Deviation
new patients 17-24

25 12.76 13.00 4.126

14



(youth)
25-65(adult) | 45 12.56 12.00 3.513
above

4 15.00 17.00 5.416
65(old)
Total 74 12.76 13.00 3.813

treated patients ~ 17-24

20 4.25 4.00 3.024
(youth)
25-65(adult) | 50 4.22 3.00 3.278
above

4 1.50 1.50 577
65(old)
Total 74 4.08 3.00 3.161

Total 17-24

45 8.98 8.00 5.614
(youth)
25-65(adult) | 95 8.17 8.00 5.375
Above

8 8.25 4.50 8.049
65(old)
Total 148 8.42 7.50 5.579

ANOVA analysis among the new patients showed that there was no statistically
significant differences among the age groups (f= 0.75, DF= 2, p value= 0.48). Similarly
krusewallas test among the treated patients was done and showed that there was no
statistically significant difference among the various age groups (chi-sq. =4.23, DF= 2, p

value= 0.12).

The mean DLQI scores for new patients among males was 12.2, SD= 4.34 and 13.14,
SD= 2.83 among females in the same category of patients. T test has shown that there

was no statistically significant difference between males and females among new patients
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(t= -0.69, DF= 72, p value=0.50). The mean DLQI scores for treated patients among
males was 4.51, SD= 3.30 and 3.69, SD= 3.03 among females in the same category of
patients. Mann-Whitney U test has shown that there was no statistically significant

differences between male and females (Z= -0.99, p value= 0.32) among treated patients

Table 4 DLQI score by sex and category patients, wolaita zone, SNNPR, 2007

category of Std.
patients Sex N Median | Mean Deviation
new patients Male 45 12.00 12.51 4.346
Female |29 14.00 13.14 2.825
Total |74 13.00 12.76 3.813
treated patients ~ Male 35 3.00 4.51 3.293
Female | 39 3.00 3.69 3.028
Total |74 3.00 4.08 3.161
Total Male 80 9.00 9.01 5.579
Female | 68 5.00 7.72 5.539
Total 148 7.50 8.42 5.579

Six outreach sites which were identified by MFTPA as rural are categorized together as
rural and two outreach sites which were identified by MFTPA as urban are categorized
together as urban. The over all Mean DLQI ranged from 8.05 (SD 5.44) in rural sites, to
10.00 (SD 5.96) in urban sites. Among the new patients Mean DLQI was 14.71 (SD
2.84) in urban sites and 12.30 (SD 3.89) in rural sites. Among the treated patients Mean
DLQI was 5.29 (SD 4.21) in urban sites and 3.80 (SD 2.83) in rural sites

Table 5 DLQI score by patient category and out reach sites, Wolaita zone, SNNPR,
2007
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category of fout reach  sites Std.
patients grouped N Mean Median | Deviation
new patients Urban 14 14.71 15.00 2.840
Rural 60 12.30 12.50 3.885
Total 74 12.76 13.00 3.813
treated patients ~ Urban 14 5.29 4.00 4.214
Rural 60 3.80 3.00 2.833
Total 74 4.08 3.00 3.161
Total Urban 28 10.00 11.00 5.957
Rural 120 8.05 7.00 5.448
Total 148 8.42 7.50 5.579

Among the treated patients Mann-Whitney U test was performed and has also shown
that there was no statistically significant differences between the out reach sites (Z= -
1.83, p value 0.07). Similarly T test among the new patients has shown that there was no

statistically significant differences between the out reach sites
5.3 Symptom and Item Analysis

The mean score for each item ranged from 0.048 to 1.320 and the median ranged from
zero to one. The lowest score was for the item asking about interference with sport, while
the highest score was for the item concerning feeling self consciousness, signifying the

psychological trauma of Podoconiosis.

5.3.1 Item 1/ Pain: The score for this item ranged from O to 3 (mean 1.29, median 1.00,
SD 1.01). Among new patients the score ranged from 1 to 3 (mean 2.08, median 2.00, SD
0.64) and among treated patients it from O to 2 (mean 0.50, median 0.00, SD 0.60).In the

treated patients the mean rank for this item among males was 43.94 and 31.72 among
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females. Mann- Whitney U test was done and There was statistically significant
difference between males and females (Z= -2.78, , p value = 0.005).There was no
statistically significant difference based on age and out reach sites regarding this item
among treated patient There was no statistically significant difference based on age ,sex
and out reach sites regarding this item among new patients. Of the over all 148 responses
to this item, 41 (27.5%) scored 0, 41 (27.5%) scored 1, 48 (32.2%) scored 2, and 18
(12.1%) scored 3. The ranked mean difference test for this item between new and treated

patients was statistically significant (Z= -9.69, p<0.05)

5.3.2 Item 2/ Self-consciousness: The score for item 2, which asked about feeling self
conscious, ranged from O to 3 (mean 1.32, median 1.00, SD 1.02). The score for this item
among new patients ranged from O to 3 (mean 2.00, median 2.00, SD 0.84), and among
treated patients from O to 2 (mean 0.64, median 1.00, SD 0.65). Of the 148 responses to
this item, 35 (23.5%) scored 0, 56 (37.6%) scored 1, 32 (21.5 %) scored 2, and 25
(16.5%) scored 3.There was no statistically significant difference based on sex, age and
outreach sites in new patients but There was statistically significant ranked mean
difference based on age groups among treated patients. The age group 17-24 had the
highest ranked mean and the age group >65 had the lowest mean rank. (chi. sq. =6.59,
DF= 2, p value= 0.04) The ranked mean difference test for this item between new and

treated patients was statistically significant (Z= -8.23, p<0.001).

5.3.3 Item 3/ Shopping Activity: The score for item 3, concerning shopping activity,
ranged from 0 to 3 (mean 0.98, median 1.00, SD 0.88). The score for this item among
new patients ranged from 0 to 3 (mean 1.59, median 2.00, SD 0.66) and among treated
patients from O to 2 (mean 0.36, median 0.00, SD 0.59). Of the 148 responses to this item
52 (34.9%) scored 0, 53 (35.6%) scored 1, 37 (24.8 %) scored 2, and 6 (4%) scored 3.
There was no statistically significant difference based on sex, age and outreach sites in
both new and treated patients. The ranked mean difference test for this item between new

and treated patients was statistically significant (Z= -8.77, p<0.001).

5.3.4 Item 4/ Clothes choice: The score for item 4 (about the affect of the condition on
choice of clothes) ranged from O to 2 (mean 0.93, median 1.00, SD 0.58). The score for

this item ranged from O to 2. Among the new patients the score was (mean 1.19, median
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1.00, SD 0.49). The mean score for this item among urban patients was 1.43 and among
rural patients 1.13. There was statistically significant mean difference between the
outreach sites (t=2.09, DF= 72, p value = 0.04) but there was no statistically significant
differences by sex and age groups. The score for this item among treated patients was
(mean 0.66, median 1.00, SD 0.56) and There was no statistically significant difference
based on sex, age and outreach sites among treated patients. Of the overall 148 responses
to this item, 31 (20.8%) scored 0, 97 (65.1%) scored 1, and 20 (13.4 %) scored 2. The
ranked mean difference test for this item between new and treated patients was

statistically significant (Z=-5.52, p<0.001).

5.3.5 Item 5/ Social Activities: The score for item 5, which concerned social activities,
ranged from O to 3 (mean 0.89, median 1.00, SD 0.80). The score among new patients
ranged from O to 3 (mean 1.42, median 1.00, SD 0.64).The score among treated patients
ranged from 0 to 2 (mean 0.36, median 0.00, SD 0.56) There was no statistically
significant difference based on age ,sex and out reach sites regarding this item both
among new and patients. Of the overall 148 responses to this item 54 (36.3%) Scored 0,
58 (38.9%) scored 1, 34 (22.8 %) scored 2 and 2 (1.3%) scored 3. The ranked mean
difference test for this item between new and treated patients was statistically significant

(Z=-8.16, p<0.001).
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Figure 2. Mean score of the 10 items of DLQI, Wolaita zone, 2007
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5.3.6 Item 6/ Sport: The score for item 6, about the affect of the condition on ability to
do sport ranged from O to 2 (mean 0.05, median 0.00, SD 0.30). The score for this item
among new patients ranged from 0 to 2 (mean 0.08, median 0.00, SD 0.40), and among
treated patients from O to 2 (mean 0.01, median 0.00, SD 0.12).0f the 148 responses to
this item, 143 (96%) scored 0, 1 (0.7%) scored 1, and 3 (2%) scored 2. There was no
statistically significant difference based on sex, age and outreach sites both among new
and treated patients. The ranked mean difference test for this item between new and

treated patients was not statistically significant (Z=-1.02, p=0.31).

5.3.7 Item 7/ Work and School: The score for item 7, about the affect on work and
school, ranged from 0 to 3 (mean 0.94, median 1.00, SD 0.85). The score for this item
among new patients ranged from O to 3 (mean 1.45, median 1.00, SD 0.79), and among
treated patients, from 0O to 2 (mean 0.43, median 0.00, SD 0.55). The mean score for this
item among urban patients was 1.93, and SD=0.73 and among rural patients the mean

score was 1.33, and SD= 0.77. There was statistically significant difference in mean score
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between the outreach sites among new patients (t=2.62, DF =72, p value = 0.01) but there
was no statistically significant differences by sex and age groups in the same patient
groups. There was no statistically significant difference based on sex, age and outreach
sites among treated patients. Of the over all 148 responses to this item, 49 (32.9%) scored
0, 68 (45.6%) scored 1, 22 (14.8 %) scored 2 and 9 (6%) scored 3. The ranked mean
difference test for this item between new and treated patients was statistically significant

(Z=-17.51, p<0.001).

5.3.8 Item 8/ Close Friends: The score for item &, the influence of the condition on close
friends, ranged from O to 3 (mean 0.87, median 1.00, SD 0.67). The score for this item
among new patients ranged from O to 3 (mean 1.27, median 1.00, SD 0.56), and among
treated patients from O to 2 (mean 0.47, median 0.00, SD 0.53). The mean score for this
item among urban patients was 1.57 and SD =0.52 and among rural patients the mean
score was 1.20 and SD= 0.55. There was statistically significant difference in mean score
between the outreach sites among new patients (t=2.32, DF=72, p value = 0.02) but there
was no statistically significant differences by sex and age groups in the same patient
groups. There was no statistically significant difference based on sex, age and outreach
sites among treated patients. Of the over all 148 responses to this item, 83 (55.7%) scored
0, 50 (33.6%) scored 1, 13 (8.7%) scored 2 and 2 (1.3%) scored 3. The ranked mean
difference test for this item between new and treated patients was statistically significant

(Z=-17.31, p<0.001).

5.3.9 Item 9/ Sexual Difficulties: The score for item 9, concerning sexual difficulties,
ranged from 0 to 3 (mean 0.55, median 0.00, SD 0.71). The score for this item among
new patients ranged from 0 to 3 (mean 0.55, median 1.00, SD 0.75) and among treated
patients from O to 2 (mean 0.26, median 0.00, SD 0.53).The mean score for this item
among the new patients in the age group 17 to 24 were 0.48 SD= 0.65, in the age group
25 to 65 were 1.04, SD = 0.77 and in the age group > 65 were 1.00, SD = 1.00.There
were statistically significant difference in mean score among the various age groups.(
F= 5.12, DF = 2, P value = 0.008). Further analysis has showed that there was
statistically significant difference in mean score between the age groups (17 to 24 and

above 65) and (25 to 65 and above 65 ). There was no statistically significant difference
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based on sex, and outreach sites among new patients. There was also no statistically
significant difference based on sex, age and outreach sites among treated patients Of the
overall 148 responses to this item 83 (55.7%) scored 0, 50 (33.6%) scored 1, 13 (8.7%)
scored 2 and 2 (1.3%) scored 3. The ranked mean difference test for this item between

new and treated patients was statistically significant (Z= -5.39, p<0.001).

5.3.10 Item 10/ Perceived Treatment Difficulties: The score for item 10, about
difficulty with the treatment, ranged from O to 2 (mean 0.56, median 1.00, SD 0.56). The
score for this item among new patients ranged from O to 2 (mean 0.8, median 1.00, SD
0.55) and among treated patients from O to 1 (mean 0.32, median 0.00, SD 0.47). Among
treated patients the mean score for urban sites was 0.57 and SD= 0.51 and for rural sites
the mean score was 0.27 and SD= 0.45. There was statistically significant difference
between the out reach sites. (Z=-2.18, p value = 0.03).There was no statistically
significant difference based on age and sex regarding this item among treated patient.
There was no statistically significant difference based on age, sex and out reach sites
regarding this item among new patients. Of the over all 148 responses to this item, 70
(47%) scored 0, 73 (49%) scored 1, and 5 (3.4%) scored 2. The ranked mean difference
test for this item between new and treated patients was statistically significant (Z= -5.10,

p<0.001).
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figure 3. DLQI items mean score by category of patients, wolaita zone, 2007
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Before performing factor analysis, the Kaiser-Meyer-Olkin (KMO) measure of sampling

adequacy and Bartlett's test of sphericity were calculated, to establish whether the sample

was appropriate for factor analysis. for the new patients group The KMO value was 0.77,

and Bartlett's test of sphericity was significant (X* = 206.48, DF = 45, p<0.001),and for

the treated patients group The KMO value was 0.71, and Bartlett's test of sphericity was

significant (X* = 18.62, DF = 45, p<0.001 both indicating that both samples were

adequate and appropriate for factor analysis.

After performing principal component analysis among the new patients three

components, items 1, 2, and 3 were found to have eigen values greater than 1, indicating
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that these three items constituted the most important part of the DLQI score for both the

new and treated patients groups in this setting.

Table 6 Total variance explained by factor analysis among new patients Wolaita

zone, SNNPR, 2007
Initial Eigenvalues Extraction Sums of Squared Loadings
Component Total % of Variance | Cumulative % Total % of Variance | Cumulative %
1 3.700 36.998 36.998 3.700 36.998 36.998
2 1.263 12.630 49.628 1.263 12.630 49.628
3 1.174 11.737 61.366 1.174 11.737 61.366
4 .896 8.960 70.325
5 .805 8.046 78.371
6 .608 6.078 84.449
7 497 4.969 89.418
8 429 4.294 93.712
9 .356 3.558 97.270
10 .273 2.730 100.000

Extraction Method: Principal Component Analysis.

In this analysis, the three items with eigen values greater than 1 together explained
61.37% of the variance. Examination of the scree plot also suggests that these three items

were the most important in explaining the observed variability

figure 4 scree plot of the ten DLQI items among
new patients Wolaita zone, SNNPR, 2007.
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After performing principal component analysis among the treated patients three

components, items 1, 2, and 3 were found to have eigen values greater than 1, indicating
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that these three items constituted the most important part of the DLQI score for both the

new and treated patients groups in this setting.

Table 7 Total variance explained by factor analysis among treated patients Wolaita

zone, SNNPR, 2007.
Initial Eigenvalues Extraction Sums of Squared Loadings
Component Total % of Variance | Cumulative % Total % of Variance | Cumulative %
1 3.245 32.446 32.446 3.245 32.446 32.446
2 1.514 15.141 47.587 1.514 15.141 47.587
3 1.211 12.107 59.694 1.211 12.107 59.694
4 .923 9.230 68.924
5 .901 9.012 77.936
6 672 6.725 84.661
7 449 4.494 89.154
8 407 4.069 93.223
9 .381 3.813 97.036
10 .296 2.964 100.000

Extraction Method: Principal Component Analysis.

In this analysis, the three items with eigen values greater than 1 together explained 59.69
% of the variance. Examination of the scree plot also suggests that these two items were

the most important in explaining the observed variability

figure 5 Scree Plot of the ten DLQI items among
treated patients wolait zone,SNNPR, 2007.
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The inter-component correlation matrix was subjected to another round of principal

component analysis to see whether higher order component (component of the
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components) could be identified. Using the PCA, one component solution emerged for
both categories of patients. This indicated that all the components could measure one

single construct.
5.5 Validity and reliability analysis
5.5.1 Validity

5.5.1.1 Content validity. Preservation of content validity through the translation process
was achieved by following standardized translation procedures set by the investigators
who had originally developed the DLQI. Prof Andrew Finlay was consulted at each

translation stage, and areas of difficulty in translation were reviewed by him.

5.5.1.2 Face validity: face validity of the Amharic version of the DLQI was assessed by
the MFTPA workers and wolaita hospital staffs who are familiar with Podoconiosis.

They have found that the Amharic version of DLQI have acceptable face validity

5.5.1.3 Concurrent validity: the ability of the test to distinguish between groups that
theoretically it should distinguish between was fulfilled, in that the mean score of new

and treated patients differed significantly.
5.5.2 Reliability

To assess the reliability of the DLQI instrument among Podoconiosis patients, internal

consistency was measured. Three aspects of internal consistency were measured.

5.5.2.1 Average inter-item correlation: the average inter-item correlation is the average
correlation between items, and was found to be 0.34 among new patients which is greater

than 0.2 suggesting good reliability.

Table 8 Inter item Correlation Matrix of the ten DLQI items among new patients.

Wolaita zone, SNNPR, 2007.
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item item
item 2 item 5 7 9 item 10
(self item4 | (socia (work item 8 (sexu | (treatm
consc item 3 (clothe | and (influen al ent
item 1 iousn | (shoppin s activit item 6 scho ceon | difficu | difficulti
(pain) ess) | g activity) | choice) es) (sport) ol) friends) | lties) es)
item 1 (pain) 1.000 .383 471 A71 .285 .082 .388 .324 140 .323
item 2 (self
consciousnes .383 | 1.000 467 .333 .481 163 .530 496 172 .326
s)
item 3
(shopping 471 467 1.000 .284 439 127 .505 .265 .015 .262
activity)
item 4
(clothes A71 .333 .284 1.000 .356 .061 .485 213 .078 .248
choice)
item 5 (social
activites) .285 .481 439 .356 | 1.000 -.135 514 254 .188 .245
item 6 (sport) .082 163 127 .061 -.135 1.000 317 271 | -142 .076
item 7 (work
and school) .388 .530 .505 .485 514 .317 | 1.000 435 135 461
item 8
(influence on .324 .496 .265 213 .254 .271 435 1.000 424 182
friends)
item 9 (sexual
difficulties) 140 172 .015 .078 .188 -.142 135 424 | 1.000 .059
item 10
(treatment .323 .326 .262 .248 .245 .076 461 182 .059 1.000
difficulties)

The covariance matrix is calculated and used in the analysis.

The average inter-item correlation was found to be 0.27 among treated patients which is

greater than 0.2 suggesting good reliability.

Table 9 Inter item Correlation Matrix of the ten DLQI items among treated

patients. Wolaita zone, SNNPR, 2007.
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item item
2 item 7 item
(self item 4 5 (wor | item8 9 item 10
con item 3 | (cloth (soci | item k (influe | (sexu | (treatm
scio | (shopp es al 6 and | nce on al ent
item 1 usn ing choic | activit | (spo | scho | friend | difficu | difficulti
(pain) | ess) | activity) e) es) rt) ol) s) Ities) es)
I(t::;n; 1.000 | 572 | 573 | 302 | 435 |-097 | 467 | 206 | 202 | -.089
item 2 (self
conscious 572 | 1.00 .359 .370 .336 | .248 | .415 118 .202 -.050
ness)
item 3
(shopping 573 | .359 1.000 .264 459 |-.074 | .306 225 222 .056
activity)
item 4
(clothes .302 | .370 .264 | 1.000 407 | .073 | 178 .046 .024 .064
choice)
item 5
(social 435 | .336 .459 .407 | 1.000 |-.078 | .408 .420 185 162
activites)
item 6 -.097 | .248 -.074 073 | -.078 | 1.00 [-.094 -107 | -.059 -.082
(sport) . . . . . . . . . .
item 7
(work and 467 | .415 .306 178 .408 |-.094 |1.000 .363 .223 -.028
school)
item 8
(influence .206 | .118 225 .046 420 |-.107 | .363 1.000 144 .083
on friends)
item 9
(sexual 202 | .202 222 .024 185 [-.059 | .223 144 | 1.000 487
difficulties)
item 10
(treatment -.089 |-.050 .056 .064 162 |-.082 | -.028 .083 487 1.000
difficulties)

The covariance matrix is calculated and used in the analysis.

5.5.2.2 Average item total correlation: this value ranged from 0.148-0.720 among the
new patients. Only item 6 (about sport) had a value less than 0.2. The average item total

correlation was 0.47 suggesting that the instrument has good reliability in this setting.

Table 10 Item-Total Correlation Matrix of the ten DLQI items among new patients
Wolaita zone, SNNPR, 2007.
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Scale Cronbach's
Scale Mean | Variance if | Corrected Squared Alpha if
if ltem Item Item-Total Multiple Item
Deleted Deleted Correlation | Correlation Deleted

item 1 (pain) 10.65 12.094 490 .309 775
item 2 (self
consciousnes 10.73 10.419 .649 464 .752
s)
item 3
(shopping 11.14 11.762 545 407 .768
activity)
item 4 (clothes
choice) 11.54 12.937 425 .262 .783
item 5 (social
activites) 11.31 11.916 .528 449 770
item 6 (sport) 12.65 14.067 148 .310 .804
item 7 (work
and school) 11.28 10.343 .720 613 .740
item 8
(influence on 11.46 12.197 .556 454 .769
friends)
item 9 (sexual
difficulties) 11.88 13.012 .200 .266 .813
item 10
(treatment 11.93 12.749 413 254 .784
difficulties)

The average item- total correlation value ranged from -0.41-0.62 among the treated
patients. Item 6 (about sport) and item ten about treatment difficulties had a value less
than 0.2. The average item total correlation was 0.39 suggesting that the instrument has

good reliability in this setting.

Table 11 Item-Total Correlation Matrix of the ten DLQI items among treated
patients. Wolaita zone, SNNPR, 2007
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Scale Corrected Squared Cronbach's
Scale Mean if Variance if Item-Total Multiple Alpha if ltem
Item Deleted | Item Deleted | Correlation Correlation Deleted
item 1 (pain) 3.55 6.612 .602 .557 .698
item 2 (self
consciousness) 3.41 6.634 .527 491 .710
item 3 (shopping activity) 3.67 6.835 .540 .392 .709
item 4 (clothes choice) 3.38 7.434 .361 .261 737
item 5 (social activites) 3.67 6.724 .615 .453 .697
item 6 (sport) 4.03 8.860 -.041 175 762
item 7 (work and school) 3.60 7.048 .509 .362 715
item 8 (influence on
friends) 3.56 7.611 .326 .247 741
item 9 (sexual difficulties) 3.78 7.590 .336 .342 .740
item 10 (treatment
difficulties) 3.71 8.291 121 .325 .765

5.5.2.3 Cronbach's alpha was calculated as the third estimate of reliability. The overall
alpha value was found to be 0.78 and the standardized item alpha to be 0.79 among new
patients and The overall alpha value was found to be 0.75 and the standardized item alpha
to be 0.71 among treated patients, in both cases the values were higher than the
traditional cut-off point of 0.7, again suggesting the DLQI instrument to be reliable in this

setting.

6. Discussion

Quality of life in dermatology has been measured for clinical, research, political and
financial purposes. Health-related quality of life measures have recently been used as

outcome measure in addition to clinical outcomes in dermatology. ©
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It may be very important to develop disease-specific and country-specific instruments
but to develop a tool for every condition is not feasible and practical. Using a very
general quality of life measurement may also dilute the outcome of interest in a specific
disease. These facts have lead to the development of the Cardiff DLQI which addresses
these problems and gives the opportunity to make cross-cultural comparisons of the

potential effects of internationally accepted treatment models in the field of dermatology.
@7

The DLQI questionnaire is a well-known and widely-used area-specific and dermatology-
specific HRQOL instrument developed in the UK for measuring the effects of various

dermatological disorders on patients” HRQOL. "

In this study, the questionnaire was administered by interviewers because most of the
patients were unable to read and write “0 In this respect, the study differs from those in

which self-completion has been used.

The mean DLQI score of the over all studied Podoconiosis patients was 8.42, which is

comparable to other studies by Finlay and Khan "

. A range of mean DLQI scores have
been reported in relation to different diseases: among patients with vitiligo, 7.5; psoriasis
8.9; pruritus 10.5; a topic eczema 12.5; viral warts 6.7, and (using DLQI modified to

reflect the leg rather than the whole skin) filarial lymph edema 8.0 62

The mean DLQI for new patients ranged from 4 to 21 (mean 12.76,) and those for treated
patients ranged from 1 to 18 (mean 4.08). The difference was statistically significant;
suggesting that the intervention offered to patients by the MFTPA improves the quality of
life of the patients. However, this was a comparative cross-sectional study, and without a
follow-up study, it is not possible to definitely ascribe these differences to MFTPA
activities. A follow-up study among psoriasis patients showed an improvement of mean

DLQI from 13.7 to 6.7 after intervention. @D

There was no statistically significant difference in DLQI score based on sex, age or
outreach site. In contrast to other studies, women had slightly lower scores than men. It is
not clear what lies behind this, but it may reflect that rural Ethiopian women are not used

to expressing their problems.
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Individual DLQI item scores did not differ statistically by sex among new patients. The
lowest score was for the item asking about interference with sport, while the highest
score was for the item concerning feeling self consciousness, signifying the psychological
trauma of Podoconiosis. A study that was done in Turkey among general dermatological
patients also recorded highest scores for items one and two (pain and self-consciousness).
These aspects of concern to the patient are often neglected by traditional out come
measures. This finding will help us to better understand the impact of the disease and will

add a valuable extra perspective in our evaluation of Podoconiosis patients.

All items except item 6 (sport) showed a statistically significant difference between the
two categories (new and treated patients). A study done among psoriasis patients showed
that most individual DLQI items distinguished patients with varying degrees of overall

QOL impairment. ?"

Among the new patients Item 4, 7, and 8 showed statistically significant differences
between the out reach sites. Item 4 which deals with clothes choice, and item 8 which are
assesses the influence of the condition on close friends and item 7 which assesses the
influence of the condition on work and school had higher mean score among urban
residents. It is not clear what lies behind this but it is believed that on such matters rural
people are less likely to perceive and expresses there views. In addition to this the
education level also varies between urban and rural areas thus affecting the influence of

the condition on this item.

Among the treated patients Item 1 (about pain) showed statistically significant
differences by sex males had higher score than females. Item 2 (about self
consciousnesses) showed statistically significant differences among the age groups the
age group 17 to 24 had higher score in the treated patients’ category. Item 10 (about
perceived treatment difficulties) showed statistically significant differences among the
out reach sites in the treated patients category patients from urban outreach sites had
higher score among the rural sites this may be explained by the fact that people from
urban and rural areas may differ in their level of perception and expression of the

treatment difficulties.
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Item 9 (about sexual difficulties) showed statistically significant differences between the
age groups among new patients the age group 25 to 65 had the highest score ad the age
group 17 to 24 had the lowest score. This difference may be explained by the fact that
patients in the various age groups may vary in their sexual practices and thus can have

different scores.

The item with the highest score among new patients was item 1 (pain), while that for
treated patients was item 4 (clothes choice). It would appear that pain is a symptom that
can be controlled relatively easily with simple foot hygiene management, and become
less of a problem for treated patients. For treated patients, many issues improve including
pain and self-consciousness, but because complete reversal of lymph edema is rarely
achieved, wearing mormal' footwear may not be achieved, leading to some residual

stigma.

The concurrent, content and translation validity of the instrument has shown that the
DLQI is a valid instrument. Only item 6 (sport) was questioned during the content
validation step and indeed there was no observed benefit of incorporating this item

beyond maintaining the uniformity of the instrument.

Reliability of the DLQI instrument was assessed using Cronbach's alpha, inter item
correlation and item total correlation. The Cronbach's alpha value was 0.78 among new
patients and 0 .75 among treated patients, and in fact it is greater than the traditional cut-
off point of 0.7, suggesting the DLQI instrument is highly internally reliable. The average
inter-item correlation was found to be 0.34; only items 5 versus 6 and 9 versus 6 had
correlations less than 0.2 among new patients and among treated patients The average

inter-item correlation was found to be 0.27 both suggests that the instrument is reliable.

The DLQI has been used in other developing countries in relation to vitiligo, acne and
atopic dermatitis and to common skin diseases in South Africa and Tanzania. A study
conducted in Guyana showed that the DLQI was an appropriate tool to assess how limb
lymph edema affected patient quality of life and in particular to monitor an intervention

that concentrated on skin care treatment. ¢
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This study has shown that the DLQI instrument can be used among Podoconiosis patients
in the study context. Firstly, it was feasible to use the DLQI to measure quality of life
among these patients. The patients found it acceptable, and the average time taken to
complete the questionnaire was around 5 minutes. Secondly, the DLQI demonstrated an
ability to detect meaningful changes after treatment. A mean difference of 8.5 between
new and treated patients was measured, which is considerably greater than the

conventional difference of 5 or more ©.

This study has demonstrated that the DLQI is quick and easy to administer to large
numbers of patients in a rural setting in Ethiopia with low literacy levels. A valid and
reliable quality-of-life measure such as the DLQI has significant potential to aid both
clinical and policy decisions in dermatology, because measurement of patient-rated
quality of life provides access to patients’ perceptions of their health, and helps to give a

more comprehensive account of the overall impact of skin disease.

In the future DLQI can be used among Podoconiosis to assess their quality of life before
and after surgery, in day to day patient evaluation, follow up of patients, compare

treatment options and sites and still there are many more potential uses.

7. STRENGTHS AND LIMITATIONS

7.1 Strengths
> A structured, previously validated instrument (the DLQI) was adapted and used.

> The researcher who developed the DLQI tool originally was involved in its

translation and adaptation.
7.2 Limitations

> The performance of the Amharic DLQI against different levels of disease severity

and treatment durations was not tested.
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> The narrow scope of the study area and population may limit generalizability

> Resource restrictions meant the study had to be cross-sectional. A cohort study

would demonstrate improvement in QOL with treatment more clearly.

8. CONCLUSIONS

It was found that the Amharic version of the DLQI was an acceptable instrument for
measuring the quality of life of Podoconiosis patients in the study settings. Age, sex, and
outreach sites didn’t affect the quality of life but category of patient affected the overall
DLQI score. Item 4, 7, and 8 were affected by outreach sites among new patients,
similarly item 9 is affected by age among new patients. Item 1 was affected by sex, item
2 was affected by age and item 10 were affected by outreach sites among treated patients.
Comparison of two groups of patients that is new and treated patients by the MFTPA foot
program has showed that those treated patents had better quality of life suggesting that a
three or more month treatment By MFTPA is associated with a change in quality of life

patients.

A significant proportion of the study subjects experienced pain and embarrassment about

the condition. Local pain is a much more common and dominant characteristic among
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new Podoconiosis patients. Among the treated patients close choice option had a high
score showing how the change in body image affects the person. These results provide
an indication of the magnitude of the psychological impact of the disease, thus

psychological support should be further strengthened in the treatment.

DLQI questionnaire is relatively quick and easy to administer, it may be incorporated in a
routine clinic setting with ease, enabling clinicians to identify problem areas for each
patient. In places where there is shortage of trained professional, even it can be scored by
non professional persons with short term training the instrument is short and easy to
administer to large numbers of patients. A valid and reliable quality-of-life measure such
as the DLQI has significant potential to aid both clinical and policy decisions in
dermatology. This kind of out come measure will add a patient perspective and hence it
may help to give a more comprehensive and holistic understanding of the impact and the
progress of the condition. This study contributes to building evidence of validity for the
DLQI, because the instrument demonstrated the ability to compare and detect meaningful

changes in clinical status over time.

Measuring quality of life as an out come indicator for chronic illness like Podoconiosis
has paramount significance. There is considerable potential for measurements like DLQI
to be of value in informing clinical decisions, especially in this era where we are facing

double tragedy of infectious and non infectious diseases.

DLQI instrument have been found to be valid, reliable, and clinically useful outcome

measure for assessing QOL in Podoconiosis patients.
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9. Recommendations

Based on the findings of this study it was found that the DLQI instrument is a valid,
reliable, and clinically useful outcome measure for assessing QOL in Podoconiosis
patients in the rural Ethiopian setting. Based on this, the following recommendations are

made:
1 To clinicians.

As the DLQI questionnaire is relatively quick and easy to administer, clinicians and
other personnel practicing dermatology among Podoconiosis patients should incorporate

this DLQI tool as an additional outcome measure.
2 To researchers.

Although the DLQI instrument has been translated and validated in a number of
conditions and languages it should still be assessed in more settings and skin conditions.
A follow-up study should be performed to assess changes in DLQI among Podoconiosis

patients on treatment.
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3 To MFTPA foot program

The activities that are being run by the program appear to be associated with better
quality of life among patients, so the MFTPA should be encouraged to strengthen these

activities.
4 To the Federal Ministry of Health

This research underscores the social and psychological burden imposed by Podoconiosis,
a condition which is still neglected by the Ministry of Health. Attention should be drawn
to the apparent effects of the MFTPA activities on quality of life among Podoconiosis
patients, and resources made available to the MFTPA to continue and expand these

activities.
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CONSENT FORM

My name is . I am working with the research team of Addis Ababa

University. Here in Wolaita zone we are interviewing people to Measure the quality of
life of people with Podoconiosis. We believe that this study would help to bring about
practical changes on the problems related to the disease. We would like to assure you that
your name will not be mentioned in this form and the information that you give us will be
kept confidential. You have full right to; to take part or to interrupt the interview at any
time and your participation or non participation will not affect your treatment. But the
information that you give us would be quite useful for the study. The interview will

roughly take ten minutes. Are you willing to participate in the interview of this study?
1. Yes
2. No

Signature of the respondent which shows that the respondent has consented to
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DERMATOLOGY LIFE QUALITY INDEX

Hospital No: Date:
Name: Diagnosis:
Address:

Score:

DLC

The aim of this questionnaire is to measure how much your skin problem has affected your life OVER THE LAST WEEK. Please tick one box for each question.

Over the last week, how itchy, sore, painful or stinging has your skin been?

Very much
Alot

A little

Not at all

Over the last week, how embarrassed or self conscious have you been because of your skin?

Very much
Alot

A little

Not at all

Over the last week, how much has your skin interfered with you going shopping or looking after
your home or garden?

Very much
Alot

A little

Not at all

Not relevant O

Over the last week, how much has your skin influenced the clothes you wear?

Very much
A lot

A little

Not at all

Not relevant O

Over the last week, how much has your skin affected any social or leisure activities?

Very much
Alot

A little

Not at all

Not relevant O

Over the last week, how much has your skin made it difficult for you to do any sport?

Very much
A lot

A little

Not at all

O000| OOo0O0| Oo0o| Ooooo| oooo| oooo

Not relevant O

Over the last week, has your skin prevented you from working or studying?

yes
no

oo

Not relevant O

If "No", over the last week how much has your skin been a problem at work or studying?

Alot
A little
Not at all

ooUd

Over the last week, how much has your skin created problems with your partner or any of your
close friends or relatives?

Very much
A lot

A little

Not at all

oooo

Not relevant O

Over the last week, how much has your skin caused any sexual difficulties?

Very much
Alot

A little

Not at all

ooono

Not relevant O

Over the last week, how much of a problem has the treatment for your skin been, for example by
making your home messy, or by taking up time?

Very much
Alot

A little

Not at all

oooo

Not relevant O

Please check you have answered EVERY question. Thank you.
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Annex II1

Table III 1: the mean score of the ten DLQI items by sex among new patients Wolaita

zone, 2007




item item item
2 item 7 item 8 9
(self item 4 5 (wor | (influe | (sex | item 10
cons item3 | (cloth (soci | item k nce ual (treatm
ciou | (shopp es al 6 and on diffic ent
item 1 snes ing choic | activit | (spor | scho | friend | ultie | difficulti
sex (pain) s) activity) e) es) 1) ol) s) s) es)
male N 45 45 45 45 45 45 45 45 45 45
Mean 2.00 | 1.89 1.62 1.16 1.38 13 | 1.49 1.22 .82 .76
Std.
Deviatio .707 .885 .716 475 .716 .505 .895 517 .747 .529
n
female N 29 29 29 29 29 29 29 29 29 29
Mean 2.21 217 1.55 1.24 1.48 .00 | 1.38 1.34 .90 .86
Std.
Deviatio 491 .759 572 511 .509 .000 .622 614 772 .581
n
Total N 74 74 74 74 74 74 74 74 74 74
Mean 2.08 | 2.00 1.59 1.19 1.42 .08 | 1.45 1.27 .85 .80
Std.
Deviatio .636 | .844 .660 .488 .641 397 | 796 .556 | .753 .548
n

Table III 2: the mean score of the ten DLQI items by outreach sites among new patients
Wolaita zone, 2007

item item
2 item 7 item
(self item 4 5 (wor | item 8 9 item 10
item | cons item3 | (clothe | (soci | item k (influe | (sexu | (treatme
1 ciou | (shopp s al 6 and nce on al nt
(pai | snes ing choic | activit | (spo | scho | friend | difficu | difficulti
out reach sites n) s) activity) e) es) rt) ol) s) Ities) es)
urban N 14 14 14 14 14 14 14 14 14 14
Mean 2.07 | 214 1.64 1.43 1.57 14 | 1.93 1.57 1.14 1.00
Std.
Deviation | .616 .949 .633 514 514 .535 .730 514 .949 .392
rural N 60 60 60 60 60 60 60 60 60 60
Mean 2.08 | 1.97 1.58 1.13 1.38 .07 | 1.33 1.20 .78 .75
Std.
Deviation | .645 | .823 671 .468 666 | .362 | .774 .546 .691 571
Total N 74 74 74 74 74 74 74 74 74 74
Mean 2.08 2.00 1.59 1.19 1.42 .08 1.45 1.27 .85 .80
Std.
Deviation | .636 | .844 .660 .488 .641 | .397 | .796 .556 .753 .548

Table III 3: the mean score of the ten DLQI items by age groups among new patients
Wolaita zone, 2007



item item
2 item 7
(self item 4 5 (wor item9 | item 10
item con item 3 | (clothe | (soci item k item 8 (sexu | (treatme
1 scio | (shoppi s al 6 and (influen al nt
(pai usn ng choic | activit | (spor | scho ceon difficul | difficulti
n) ess) | activity) e) es) 1) ol) friends) ties) es)
age 1724 Mean [N=2. [ N=2. [ N=1. [ N=1. = [ N=t. [ B ~
groups 08 28 N=1.60 o8 20 24 48 N=1.32 N=.48 | N=.80
Std
. N=. N=. N=. N=.
?ewa 57 89 N=.65 N=.54 | N=.65 66 87 N=.63 N=.65 | N=.58
on
No[N=2 IN=2t g o5 | Ncos | Ne2s [ N2 [N=2 I o5 | Ne2s | N-25
5 5 5 5
Medi | N=2. | N=3. N=1. N=1. =. N=1.
an 00 00 N=2.00 00 00 00 00 N=1.00 | N=.00 | N=1.00
26-65 Mean | N=2. | N=1. N=1. | N=1. | N=. | N=1. N=1.
07 |sa |N=156 |4y 51 oo |36 |NT22 |04 N=80
Std _ _ _ _
[_)ewa 65 80 N=.66 N=.44 | N=.63 00 65 N=.52 N=.77 | N=.55
tion
N©IN=A IN=4 |45 [ Ncas [ Neas | N=4 [ N=% | NC4s | Neds | Neds
5 5 5 5
Medi | N=2. | N=2. N=1. | N=1. = | N=t. N=1.
an |oo |00 |N=100 [go 00 |oo |oo |N=100 |qg N=1.00
above Mean | N=2. | N=2. N=1. N=1. =. N=2. N=1.
65 25 0o | N=200 | g4 75 00 25 N=1.50 | 49 N=75
Std
_IN=. [ N= N=. | N=1.
D = = = = = =
ﬁ:r:na % a2 N=.82 N=.58 | N=.50 00 50 N=.58 N=.00 | N=.50
N N=4 | N=4 | N=4 N=4 N=4 N=4 N=4 N=4 N=4 N=4
Medi | N=2. | N=2. N=1. | N=2. | N=. |N=3. N=1.
an 50 o0 | N=200 | 5 00 00 00 N=1.50 | oo N=1.00

Table V4: the mean score of the ten DLQI items by sex groups among treated patients
Wolaita zone, 2007

item
2 item item
(self item 4 5 7 item 10
cons item3 | (cloth | (soci item | (work | item8 item 9 (treatme
cious | (shoppi es al 6 and (influen (sexual nt
item 1 nes ng choic | activit | (spor | scho ceon difficultie | difficulti
sex (pain) s) activity) e) es) 1) ol) friends) s) es)
male N 35 35 35 35 35 34 35 35 35 35
Mean .69 74 46 .60 .37 .03 49 .54 .29 .26
Std.
Deviation .583 741 611 .604 | .598 A7 .507 561 519 443
female N 39 39 39 39 39 39 39 39 39 39
Mean .33 .54 .28 72 .36 .00 .38 41 .23 .38
Std.
Deviation 577 .555 .560 510 | .537 .000 | .590 498 .536 493
Total N 74 74 74 74 74 73 74 74 74 74
Mean .50 .64 .36 .66 .36 .01 43 A7 .26 .32
Std.
Deviation .603 .653 .587 556 | .563 117 | 551 529 .525 471

Table V5: the mean score of the ten DLQI items by outreach sites among treated

patients Wolaita zone, 2007



item
item item 9
item 2 item 4 5 7 item8 | (sex | item 10
item (self item3 | (cloth (soci | item | (work | (influe ual (treatm
1 consc | (shoppi es al 6 and nce on | diffic ent
(pai iousn ng choic | activit | (spo | scho friend ultie | difficulti
out reach sites n) ess) activity) e) es) rt) ol) s) s) es)
urban N 14 14 14 14 14 14 14 14 14 14
Mean .50 .86 .29 .86 57 .00 57 .50 43 57
Std.
Deviation | 650 770 611 .663 .756 | .000 .756 519 | .756 514
rural N 60 60 60 60 60 59 60 60 60 60
Mean .50 .58 .38 .62 .32 .02 40 A7 22 27
Std.
Deviation | %7 619 .585 524 504 | .130 494 536 | .454 446
Total N 74 74 74 74 74 73 74 74 74 74
Mean .50 .64 .36 .66 .36 .01 43 47 .26 .32
Std.
Deviation .603 .653 .587 .556 563 | .117 .551 529 | 525 471

Table V6: the mean score of the ten DLQI items by age groups among treated patients

Wolaita zone, 2007
item item item
2 item 7 9
(self item 4 5 (wor (sex item 10
cons item3 | (clothe | (soci | item k item 8 ual (treatme
ciou | (shoppi s al 6 and | (influen | diffic nt
item1 | snes ng choic | activit | (spo | scho ceon ultie | difficultie
(pain) s) activity) e) es) rt) ol) friends) s) s)
age 17-24  Mea _ =. _ _ _ N=. =. _ = _
groups n N=.40 85 N=.35 N=.75 N=.25 05 45 N=.40 30 N=.35
Std
Devi =. N=. =. =.
ation N=.60 67 N=.59 N=.55 N=.55 25 60 N=.50 57 N=.49
N N=2 N=2 | N=2 =2
N=20 0 N=20 N=20 N=20 0 0 N=20 0 N=20
Medi N=1. N=1. =. =. =.
an N=.00 00 N=.00 00 N=.00 00 00 N=.00 00 N=.00
26-65 Mea =. =. =. =.
n N=.58 60 N=.36 N=.66 N=.44 00 44 N=.52 26 N=.32
Std
Devi = =. = =
ation N=.61 64 N=.60 N=.56 N=.58 00 54 N=.54 53 N=.47
N N=5 N=4 | N=5 =5
N=50 0 N=50 N=50 N=50 9 0 N=50 0 N=50
Medi | N=1. N=1. N=1. =. =. =.
an 00 00 N=00 1 g9 N=00 | 55" | 00 N=50 | g9 N=.00
above Mea =. =. =. =.
65 n N=.00 00 N=.50 N=.25 N=.00 00 25 N=.25 00 N=.25
Std
Devi =. =. =. =.
ation | N=-00 00 N=.58 N=.50 | N=.00 00 50 N=.50 00 N=.50
N N=4 N=4 | N=4 N=4 N=4 N=4 | N=4 | N=4 N=4 | N=4
Medi = N=. = =
an N=.00 00 N=.50 N=.00 N=.00 00 00 N=.00 00 N=.00




