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ABSTRACT 

Background: suicide in adolescent age group is a growing global health challenge. Suicide 

behaviors serve as significant predictors of completed suicide and occur at a higher rate 

compared to suicide death. Understanding how common suicidal behaviours are and the factors 

linked to them is crucial for designing programs aimed at lowering the risk of completed suicide 

within this specific population. 

Objective: To estimate the prevalence of suicidal behaviors and related factors among high 

school adolescents in Arada subcity, Addis Ababa, Ethiopia. 

Method: A quantitative cross-sectional study design was used. Random sampling method was 

employed to choose the high schools from high schools found in the subcity and to select sections 

from every grade level. Data were gathered through self administered structured questionnaires. 

Data entry and analysis were performed using SPSS software. 

Results: Lifetime prevalence of suicidal thought was 26.9%, suicidal plan was 18.8% and 

suicidal attempt was 17.0% in high school adolescents. The last 12 months prevalence of 

suicidal thought, plan and attempt were 13.5%, 8.7% and 7.2% respectively. Age (AOR=2.82), 

gender (AOR=2.80), anxiety (AOR=3.59) and social support (AOR=0.26) had significant 

association with suicidal thought. Gender (AOR = 2.80), anxiety (AOR = 3.68), school 

absenteeism (AOR = 2.20), social support (AOR = 0.35) and family relative wealth (AOR = 

11.77) were significantly associated with suicide attempt among the study participants.  

Conclusions and Recommendation: Suicidal behaviors were prevalent among high school 

adolescents in Arada subcity of Addis Ababa, posing a major public health challenge. Female 

gender, anxiety, school absenteeism, and poor social support increased the likelihood of suicidal 

behaviors. Addressing this requires understanding these factors to develop targeted prevention 

and intervention strategies, emphasizing mental health education in schools. 

Key words:  Suicidal behaviors, adolescents, highschool, Arada subcity.  
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1. INTRODUCTION  

1.1. Background  

The term Suicide originates from Latin and its meaning is killing oneself. It refers to a self-

inflicted death with clear evidences as the person had intention to end his or her life (1). Suicide-

related phenomental encompass a spectrum that extends from contemplation of death and 

idሠeation to actual suicide attempts (2). One person dies every 40seconds globally making it a 

public health problem throughout the world (3). 

More than 700,000 people commit suicide every year globally making it a worldwide issue and 

one of the major causes of mortality across the globe. In 2019, the worldwide age-standardized 

suicide rate was estimated to be 9.0 deaths per 100,000 population(3).  However, its distribution 

and changes in rate over time varies across places or people. The global suicide rate in 

adolescents was 3.8/100,000 individuals. Suicide was recognized as one of the top causes of 

mortality in adolescents and ranked as the fourth leading cause of mortality in those aged 15–29 

years in 2019 (3,4).  

More than 3/4 of suicidal fatalities took place predominantly in countries with low and middle 

income. According to WHO 2019 report, 88% of the adolescents who ended their life by suicide 

were from LMIC (3). Ethiopia also carried high burden of deaths due to suicide and the World 

Health Organization (WHO) estimated as the suicide rate  was 9.4/100,000 people when 

standardized for age which was above the global average for the same year(3).  

Suicidal behavior occurs more often than completed suicide (5-7).  Suicidal behavior 

encompasses suicidal thought (ideation), creation of a suicidal plan and execution of suicide 

attempts(7). They are strong predictors of completed suicide and estimates indicating that for 

each completed suicide, 10 to 20 people attempt it (5).  A commentary assessing trends in 

suicidality in a decade in the Ethiopian general population, derived from 9 published studies 

between 1999 and 2022 showed as suicidal thoughts affected 1% - 55% of the population, and 

suicide attempts occurred in 0.6% to 14% of individuals. Moreover, there was an overall increase 

in suicidal behaviors during this period (8). According to a community and school based studies 

done in different towns of Ethiopia, the lifetime prevalence of suicidal ideation among 
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adolescents was 22.5% - 58.3%.Additionally, the prevalence of suicidal planning was 37.3%, 

and attempts ranged from 4.4% to 16.2% (9-14).  

Despite the fact that suicide is claiming the life of many people, it can be markedly reduced if 

associated risk factors are identified and preventive measures are taken timely. There are 

multiple identifiable associated risk factors of suicide and suicide behaviors which can serve as 

warning signs for appropriate intervention to be taken (5). 

Suicide risk factors are not universal, and it's essential to consider how various individual and 

psychosocial risk and protective factors interact, as they can affect people and communities 

differently depending on the situation and timing. Understanding what contributes to resilience 

or vulnerability to suicide and suicidal behavior requires recognizing this complexity. Risk can 

shift with changing circumstances and even in similar conditions factors that function as risks or 

protections for an individual may not exert equivalent influences on others. Therefore, to better 

understand the various suicide risk factors across cultures, it is essential to produce locally 

relevant evidence and develop culturally sensitive prevention strategies (5, 33).  

1.2. Statement of the problem 

According to a 2019 fact sheet published by WHO, suicide claims the life of one individual 

every 40 seconds, resulting in the loss of thousands of lives each year. It impacts individuals of 

all ages, from children to the elderly, in every country. However, it was identified as the fourth 

most common cause of mortality for individuals in the age range of 15 to 29 in 2019. It is even 

more prevalence in LMICs, where majority of the world population resides, particularly among 

adolescents (3). 

In Ethiopia, the suicide rate exceeds the global average (3). On the other hand, 71% of the 

population under the age of 30, which comprises the majority of the Ethiopia‘s workforce(15). 

As a result, suicide will pose psychological, social and functional (academic in adolesents) 

impact on individual, family, and community at large and make the country lose a large portion 

of its workforce, which will have a huge impact on the socioeconomic development of the 

country.  
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1.3. Rationale of the Study 

Although thousands of youths commit suicide worldwide each year, the majority of these deaths 

occur in LMIC. However, there are multiple identifiable factors associated with it which that can 

act as alarms prior to the act providing an opportunity to recognize and implement effective 

preventive measures. For every completed suicide, about 20 additional individuals make an 

attempt and it is a strong predictive of suicide deaths in the future (5). Suicide attempts often 

reflect a plea for help rather than a strong desire to end one's life. So, effective suicide prevention 

depends on addressing this plea.  

Researches show that despite the fact that majority of suicide and suicidal burden occurring in 

LMIC, fewer than 15% of researchs related to suicide take place in these countries. In Ethiopia 

also researches done on suicide and suicidal behaviors are only few and most of them are done 

on adult population.  

Cognizant of the fact that Ethiopia is among the countries where there is a paucity of data about 

suicide and suicidal behaviors, it‘s critical to produce evidence locally concerning the extent of 

the problem and its related factors to devise appropriate preventive strategies. Up to the 

knowledge of the investigator most studies done on adolescent suicidal behavior were done 

outside Addis Ababa city and those conducted in Addis Ababa focus maily in adolescents 

receiving medical care in health facilities. This might inflate the prevalence of the problem 

unlike studies done on the general population. On the other hand, as most of the adolescents are 

found in schools, studies done in school setup gives better representation of the extent of the 

issue in adolescents. Additonally, studies done in school adolesents focused mainly only 

government led schools. So, this study involved adolescents attendind their education in both 

government and nongovernment led schools and it gives a better picture about suicidal behaviour 

about this neglected issue.  

In Ethiopia, there are instances of adolescents engaging in self-poisoning that go unrecorded, and 

there is there is a notable gap in linkage to psychiatric care services. The issue is often not 

recognized as suicidal behavior by both healthcare providers and other stakeholders. Our study 

also tried to address this gap by actively exploring the presence of these behaviours even if they 

don‘t report it actively 
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As this study was conducted in the subcity found in the neighbourhood of Addis Ababa 

university school of health sciences, it represents a contribution by the college to the surrounding 

community by generating health-related evidence.      

Our findings will be of value to healthcare providers, planners and government authorities to 

devise appropriate suicidal behavior preventive strategies in Arada subcity of Addis Ababa city 

administration and to the city adminstration too. It will also act as a milestone for further large 

scale studies on the subject matter by other researchers in the future. 

1.4. Significance of the study 

This study is important because it focuses on suicidal behavior, a critical public health concern 

which is recognized as the leading risk factor for suicide.Suicide is claiming the life of thousands 

of adolescents each year globally in general and in LMIC countries including our country in 

particular. Given the high magnitude of suicidal behavior among adolescents, it is crucial to 

comprehend its local prevalence and associated factors to devise effective prevention and 

intervention strategies.  

This study will contribute to the current understanding of adolescent suicidal behaviors in 

Ethiopia. It examines how common suicidal behaviors and factors associated with them are 

among adolescents enrolled in both government and non-government high schools in a sub-city 

of Addis Ababa's city administration. Given the differing socioeconomic backgrounds of 

students in these institutions, this study provides valuable insights. Education is free at primary 

and secondary government led schools and students in government high schools typically come 

from families with lower socioeconomic status. On the other hand students attending their 

education in non-government schools are generally from middle- or high-socioeconomic 

backgrounds as students have to pay fee for their education in these schools. By including 

adolescents from both types of schools, this study offers a more comprehensive understanding 

regarding suicidal behavior in high school adolescents and its relationship to varying 

sociodemographic characteristics, compared to studies that focus solely on government schools.  

The study‘s results can serve as a useful resource to the schools where the research was 

conducted, as well as for the Addis Ababa City Administration Education Bureau, in 

collaboration with the City‘s Health Bureau. These results can inform the designing of initiatives 
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to prevent suicide in high school adolescents, including awareness campaigns delivered through 

mini-media platforms, social media channels, workshops, and other educational initiatives. 

Additionally, the study can guide the design of intervention strategies aimed at strengthening or 

establishing referral systems between high schools and adolescent mental health facilities within 

the sub-city. It also highlights the importance of creating adolescent-friendly mental health 

services, ensuring that students with suicidal behaviors can access support easily and 

comfortably. 

Finally, our study lays the groundwork for future researches, paving the way for more in-depth 

exploration of adolescent mental health and suicide prevention strategies. 
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2. LITERATURE REVIEW 

2.1. Overview of sucide and suicidal behaviours  

The term Suicide originates from Latin and its meaning is killing oneself. It refers to a self-

inflicted death with clear evidences as the person had intention to end his or her life(1). Suicide 

related phenomental encompass a spectrum that extends from contemplation of death and 

ideation to actual suicide attempts (2).  

Suicidal behavior encompasses suicidal thought (ideation), creation of a suicidal plan and 

execution of suicide attempts (7). For each suicide that is completed, there are upto 20 times as 

many individuals who make an attempt (5). Suicidal thoughts and attempts results in in many 

consequences including health complications and financial strain and they are strong predictors 

of suicide-related deaths. 

Various theories of suicide offer different explanations for why individuals may attempt to take 

kill themselves. Edwin Shneidman‘s theory of suicide suggests that the main factor driving 

individuals to engage in to suicidal attempt is psychache.According to this theory, i.e., suicide 

happens when a person fails to endure psychological pain any longer. Roy Baumeister‘s suicide 

theory integrates cognitive, personality and social psychology concepts and proposes that suicide 

attempts stem from a desire to escape painful self-awareness in a significant number of cases. 

According to Thomas Joiner‘s interpersonal theory, the interest for suicide arises from the 

interplay between feeling burdensome to others and a disrupted sense of belonging. 

Hopelessness, problem-solving, impulsivity, and interpersonal communication are also 

mentioned to motivate suicide attempt in some theories (16-19). 

2.2.  Prevalence of suicide and suicidal behaviours in adolescents. 

Suicide is a serious health problem, but in many cases, it can be prevented. More than 700,000 

people commit suicide every year globally making it a worldwide issue and one of the major 

causes of mortality across the globe. It kills more people compared to breast cancer, HIV/AIDS, 

malaria, as well as war and homicide. Suicide accounted for over one out of every 100 deaths 

worldwide in 2019(3).  
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In 2019, the worldwide age-standardized suicide rate was estimated by World Health 

Organization to be 9.0 deaths per 100,000 population. However, rates are not uniform but varied 

between WHO regions and countries and it ranges from less than 2 deaths per 100 000 to more 

than 80 per 100 000.  In 2019, regional variations in suicide rates standardized by age were 

evident with the African region, Europe, and South-East Asia having rate of 11.2, 10.5 and 10.2 

per 100,000 respectively exceeding the worldwide average of 9.0 per 100,000. On the other 

hand, the Eastern Mediterranean region recorded the lowest rate, at 6.4 per 100,000.When 

country level report is seen, the lowest rate of 0.3/100,000 was reported from Antigua and 

Barbuda and Barbados which are countries from WHO Region of the Americas whereas the 

highest rate of 87.5/100,000 was reported in Lesotho from Africa(3).  

Although suicide is a significant global issue affecting countries regardless of income level, more 

than 3/4 of suicidal fatalities took place predominantly in countries with low and middle income. 

As being part of low income countries, Ethiopia also carried high burden of deaths due to 

suicide. Based on the 2019 WHO global health estimates, Ethiopia's suicide rate standardized by 

age was 9.4 per 100,000 people, surpassing the global average for same year. (3).  

Adolescence is a time of rapid biological and social changes in an individual‘s life which has a 

role to increase their vulnerability to developing suicidal thoughts and behaviors. Consequently, 

prevalence of suicide and suicidal behaviours increases dramatically during the adolescent 

transition (20). 

Suicide is among the major cause of mortality in youth globally (4). The worldwide suicide rate 

among adolescents is 3.8 per 100,000 individuals with older adolescents and male sex 

adolescents being affected more than younger and female ones (4). It   was the fourth most 

common cause of mortality in those aged 15–29 years. When separated by sex, it ranked the third 

main cause of mortality for females and the fourth for males in this age group. Low- and middle-

income countries accounted for 88% of adolescents‘ suicidal death (3). 

Suicidal behavior occurs more often than actual suicide (5-7) globally with LMIC being the most 

affected regions in the world. Worldwide, the lifetime prevalence of suicidal thoughts and 

attempts ranged 3.1% to 56% and 0.4% to 5.1% respectively in the general population (21).  

Reasearch conducted in Germany showed that among young adults and adolescents, the lifetime 

rates of suicide thoughts, plans, and attempts were 10.7%, 5.0%, and 3.4%, respectively (7). 



9 

 

Studies showed that in countries with low to middle income levels, prevalence studies 

demonstrate as having thoughts commiting was 16.9% and suicide attempts was 17% over the 

past year. African countries and Western Pacific region indicating the highest levels of suicidal 

thoughts (20.4%) and suicide attempts (20.5%), respectively (22, 23).  

A systematic review and meta-analysis exploring thought of killing onself or attempts of suicide 

worldwide prevalence of among youth found that 14–23% experience active suicidal thoughts, 

4–24% develop a plan to take their own lives, and 5–16% have attempted suicide across the 

globe(24). 

A study was done using Global School-based Student Health Survey pooled data to explore the 

prevalence of self-reported suicidal ideation and attempt as well as factors associated with them 

among adolescents across 90 countries involving both high- and low-income nations. The 

findings showed as lowest levels of suicidal ideation were observed among 13–15-year-old girls 

(0.8 ± 0.5%) and boys (0.7 ± 0.7%) in Myanmar, and among 16–17-year-old girls (1.6%) and 

boys (3.9%) in Laos. In contrast, the highest rates of suicidal ideation were reported among 13–

15-year-old girls in Kiribati (36.2%) and 16–17-year-old girls in Wallis and Futuna (35.9%). For 

boys, the highest prevalence was found in 13–15-year-olds in Samoa (37.1%) and in 16–17-year-

olds in Liberia (22.8%) according to the report of this study (25).  

The above study revealed that rates of attempts of committing suicide were lowest among 16–17-

year-old boys in Laos (3.8%) and 13–15-year-old boys in Suriname (4.2%). Among girls, the 

lowest prevalence was reported in Indonesia, with 2.7% for those aged 16–17 and 3.6% for those 

aged 13–15. Conversely, the highest rates among 13–15-year-olds were observed in Samoa, 

where 67.2% of boys and 53.7% of girls reported suicide attempts. Prevalence of attempts of 

committing suicide in 16–17-year-olds was highest (33.6%) for boys in Liberia and 35.2% for 

girls in Ghana (25). 

A population based study conducted across 59 countries with low as well as middle income 

assessed the magnitude of thought about committing suicide, making plan to do, and attempting 

it in adolescents.It revealed that the 12-month prevalence rates of ideation to be 16.9% whereas 

the plans made and attempted suicide constituted 17.0% for each. According to the Result, the 

highest rate of attempted suicides (20.5% was found in the Western Pacific region and of suicidal 

ideation (20.4%) and planning (23.7%) were seen in the African region. Conversely, Southeast 
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Asia region showed the lowest prevalence rate of suicidal behaviours (thought of commiting 

suicide (8.0%), planning (9.9%), and made trials to kill oneself (9.2%). The study also found that 

girls and adolescents aged 15–17 were more prone to experiencing thoughts, make plans, as well 

as attempt suicide relative to boys and younger adolescents aged 13–14. 

In Ghana, nationwide student health survey was done in schools among senior high school 

adolescents which showed that 18.2% experienced suicidal thoughts, 22.5% engaged in suicide 

planning, and 22.2% had attempted suicide (26). Another study carried out in Lagos, Nigeria, 

revealed that the weighted prevalence of high school students experiencing suicidal thoughts 

within a one-month period was 6.1%. Furthermore, the prevalence of those who had developed 

specific plans to commit suicide during the same timeframe was found to be 4.4% and  2.8% of 

the students actually made a trial to kill themselves within the last month  (27).  

A systematic review and meta-analysis showed that prevalence rate of  suicidal thoughts was 1% 

to 55% and  suicide attempts was  0.6% to 14% in the general population of Ethiopia.  

Furthermore, the pooled 12-month prevalence was 9% (ranging from 5% to 16%, I² = 99.64%, p 

< 0.001) for suicidal ideation and 4% (1% to 8%) for suicide attempts. The estimated combined 

lifetime prevalence of attempts to end one‘s life was   4%, with a range of 3% to 6% (28). 

Another study tracking suicidality trends in Ethiopia from 1999 to 2022 indicated a rise in 

suicidal behaviors prevalence during the last decade. (8). 

A community-based study conducted in Gonder town, located in northwest Ethiopia, found that 

5.5% of youths had made attempts to kill themselves at one time in their life time in this world 

(95% CI: 4.4% to 6.8%) (10). Another school based study done northwest Ethiopia Dangla town, 

reported that 22.5% of high school students experienced suicidal ideation, while 16.2% had 

attempted suicide (11). In a high school based study conducted in woldia town, northeast 

Ethiopia, the rates of thought of killing oneself and attempts done in students learning in high 

schools were found to be 16.29% and 12.87%, respectively. (29).  

An institutional cross-sectional study carried out in Oromia Region Fitche Town, revealed that 

20.5% of adolescents in high school experienced thought of ending their life in their lifetime, 

while 12.5% had attempted suicide (14). In another study done on students at Mettu University 

in Southwest Ethiopia, 34% experienced suicidal thoughts over the past year, with lifetime 

prevalence rates of suicidal thought, planning, and attempts being 58.3%, 37.3%, and 4.4%, 
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respectively (12).  A study carried out in Addis Ababa government high school students from 

grades 9 to 11 revealed that 14.3% of the participants had tried to commit suicide at least once in 

their lives (13). 

2.3. Factors associated with suicidal behaviours 

Suicide and suicidal behaviors are associated with numerous factors. Many of these factors can 

be recognized as early warning signs, which offer a chance to foresee the risk and apply timely 

interventions to stop suicidal actions and prevent death by suicide(5). 

World health organization mphasizes the need to recognize and address the root causes of 

suicide, as well as the factors that help protect individuals from it. It addresses that suicide is 

rarely the result of a single issue; instead, it usually stems from a combination of contributing 

factors. These can include mental and physical health problems, substance use, long-term 

illnesses, severe emotional turmoil, experiences of violence, major life disruptions and cultural 

or socio-economic difficulties. These influences often overlap and interact in complex ways. 

Additionally, the role of mental health challenges can differ depending on the specific context 

(30, 31). 

Psychological autopsy studies meta-analysis finding identified attempts to commit suicide and 

deliberate harm inflicted on self as strongest risk factors linked to suicidal behaviors. 

Additionally, having a family member who attempted suicide was found to significantly raise the 

likelihood of an individual attempting suicide (32).   

Suicide risk factors are not universal, and it's essential to consider how various individual and 

psychosocial risk and protective factors interact, as they can affect people and communities 

differently depending on the situation and timing. Understanding what contributes to resilience 

or vulnerability to suicide and suicidal behavior requires recognizing this complexity. Risk can 

shift with changing circumstances and even in similar conditions what serves as a risk factor for 

one individual might not impact another person similiarly and the same is true for protective 

factors. Therefore, to better understand the various suicide risk factors across cultures, it is 

essential to produce locally relevant evidence and develop culturally sensitive prevention 

strategies (5, 33).  
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Risk factors of suicidal behaviors in youths in LMICs are organized into three distinct levels 

according to socio-ecological model of suicide: 1) Individual level: includes personal factors 

such as psychiatric conditions, HIV infection, low income, lack of food security, and limited 

educational achievement; 2) Interpersonal level: includes poor family bonds, family disputes, 

poor social connections, Bullying, Interpersonal violence, romantic relationship difficulties, 

traumatic childhood experiences; 3) Community level: involves  broader societal influences such 

as restricted access to healthcare services and exposure to adverse conditions during early 

life(23).  

A systematic review revealed that major depressive disorder, a history of previous suicide 

attempt and family dysfunction are leading factors considered as risks for suicide attempts in 

adolescent populations in Latin America and Caribbean region (5). 

A study done on high school students in Nigeria found being female, not living with one's 

mother, having a mother who drinks alcohol, witnessing domestic violence, experiencing 

academic difficulties (both past and present), lacking close friends at school and facing 

difficulties interacting with schoolmates as well as teachers, having long standing physical health 

problem and experiencing mental health problems to have significant association with adolescent 

suicidal behaviour (27). 

According to a study done on high school adolescents in Ghana, feeling anxious, experiencing 

bullying, physical attacks or involvement in physical fights, and food insecurity raises the 

likelihood of exhibiting suicidal behaviors in general.   The odds of having suicidal thought 

increases with truancy, where as the odds of making suicidal plan increases in those experiencing 

lonliness. Additionally, having more intimate friends was associated with an increased odds of 

attempting suicide (26). 

In a community and high school-based studies done in different towns of Ethiopia, having 

female gender, lacking strong social support, feelings of loneliness and hoplessness, 

experiencing academic disappointment that leads to academic underachievement, history of a kin 

who took their own life showed significant association with suicide thought and attempting 

suicide.  

It was also found as suicide ideation has strong association with having history of alcohol 

intoxication in life-time, chewing khat and absenteeism from school. Engaging in risky sexual 
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behaviors, experiencing common mental health issues, having personal income, violence history 

and experiencing physical harm showed significant association with suicide attempt (10, 11, 14). 

Gender or alcohol use didn‘t show an association with both suicidal thoughts and attempts (11).    

In a study done in Mettu University, being female, having inadequate social assistance, history of 

a kin who attempted suicide, ever use of alcohol, living in countryside, and engaging in spiritual 

practices seldomly were identified as having significant association suicidal ideation (12). 
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3. OBJECTIVES 

3.1. General Objective 

 To estimate the prevalence of suicidal behaviors and related factors among high school 

adolescents in Arada subcity, Addis Ababa, Ethiopia. 

3.2. Specific objectives 

 To estimate the prevalence of suicidal behaviors among high school adolescents in Arada 

subcity, Addis Ababa, Ethiopia.. 

 To identify factors connected with suicidal behaviors among high school adolescents in Arada 

subcity,Addis Ababa, Ethiopia. 
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4. MATERIALS AND METHODS  

4.1. Setting of the Study 

This research was done in high schools within Arada subcity of Addis Ababa city administration, 

the largest city and capital of Ethiopia and it is divided in to 11 adminstrative units called 

subcities. In 2016EC (2023/24GC), there are a total of 229 high schools in the city among which 

78 are governmental and 151 are non-governmental.  

Arada subcity is found in the city‘s northern part, nearby the centre. It shares border with 

Yeka, Gullele, Lideta,  Kirkos and Addis Ketema subcities. It covers 9.91 km
2
. There are a total 

of 19 high schools in this subcity among which 7 are governmental and 12 are non-

governmental.     

 

 

Figure 1.Addis Ababa Map with its subcities. Source: Ethio GIS (2022)(34). 

https://en.wikipedia.org/wiki/Yeka
https://en.wikipedia.org/wiki/Gullele
https://en.wikipedia.org/wiki/Lideta
https://en.wikipedia.org/wiki/Kirkos
https://en.wikipedia.org/wiki/Addis_Ketema
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4.2. Period of the study 

This reaserch was carried out between February 01 and April 05/2024. 

4.3. Design of Study  

A quantitative cross-sectional survey was done at an institutional level to quantify the prevalence 

of suicide behavior in adolescents found in high schools and to see its association with different 

factors identified in other studies as having association with it.  

4.4. Source population 

All high school students attending their education in grades 9 to 12 in both governmental and 

non governmental schools included in the research during the study time was the source 

population. 

4.5. Study population with eligibility criteria 

Populations of the study were all subjects selected from the source population using sampling 

technique and fulfill eligibility criteria to participate in the study. They are those from whom data 

was collected. 

Eligibility criteria: Inclusion and exclusion criterias: 

 Adolescents attending their education in 9-12grade who consented (18-19yrs of age) or 

assented and their caregivers consented (<18years old) were included.  

 Adolescents attending their education in 9-12grade who declined to consent were not 

included. 

 14-19 years old adolescents who were ill during the study time were not included. 

 Adolescents who had difficult of understanding the study process were not included. 

4.6. Determination of sample size  

Sample size was determined using the formula for a single population proportion.It became 730 

by using suicidal ideation prevalence of 20.5% among adolescents in high school from a study 

done in Fitche town of Ethiopia (14),95% confidence interval, a 3% margin of error, and a 5% 

non-response rate. 
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4.7. Sampling technique/procedure  

High schools found in the selected subcity were stratified into governmental and 

nongovernmental. Sampling frame of governmental high schools and nongovernmental high 

schools was prepared separately by taking their list from education bureau of the city 

administration. Two high schools were selected from the governmental and two high schools 

from the nongovernmental high schools by simple random sampling method.                                                                                                                                                                                                                                                                                                 

After selecting schools, sample size was distributed among the four schools proportionally 

according to the student population in each high school (source population). Accordingly 1 to 3 

sections were selected from each of 9-12 grades in each school by simple random method after 

preparing sampling frame by taking list of all sections found in each grade. Every student in the 

chosen sections were included if they fulfill eligibility criteria. 

4.8. Instruments for data collection  

Structured questionnaire were utilized to gather information. Eight sunsections were included in 

the questionnaire; (1) Socio-demography, (2) suicidal behaviors screening, (3) social support, (4) 

mental health screening, (5) substance use screening, (6) Screening for history of mental illness 

and suicide in the family (7) chronic physical illness screening (8) bullying victimization 

screening. Instruments which were translated to Amharic language and were culturally adapted 

by previous researchers were used. For instruments which were not translated to Amharic 

language and were not adapted culturally, translation and back translation were done by people 

who are proficient in both Amharic and English languages and cultural adaptation were done by 

conducting expert meeting.  

Socio-demography characterstics: of participants included their age, gender, grade, their last 

semister‘s rank in class, their feeling about their rank, school abscentee days, religion, 

relationship status, of family‘s relative wealth and with whom the student is living during the 

data collection period. 

Suicidal behavior: suicidal behavior was assessed using Composite International Diagnostic 

Interview (CIDI) Suicide Questionnair. CIDI is developed by WHO and is a comprehensive and 

standardized tool for assessing mental disoders in various populations. It asks the life time and 

12months history of suicidal thought, plan and attempt. If participant answered yes to any of the 
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suicidal behavior questions, it asked at what age it occurred. If the study subject gave history of 

suicidal attempt, it asks in detail about suicidal attempt like how many times it occurred, what 

method was used etc. The questionnaire‘s Amharic version was validated in clinical and 

community settings in Ethiopia, showing internal consistency with Cronbach's alpha of 0.87 (45, 

46). 

Social support status:  assessment used Oslo Social Support Scale (OSSS-3) adapted version 

which has three item and scores of responses to each item were summed. Social support levels 

were categorized into poor, moderate and strong based on the score (36). It‘s Cronbach's alpha is 

0.64 (37). Most studies used it to assess social support in adolescents in Ethiopia although it was 

not validated for adolescent population in Ethiopia. It was adapted to adolescent context by 

adding neighbours in addition to family or relatives to get practical help if they should need it in 

the first question as neighbours are one of the main social support structures for adolescents in 

Ethiopian setup.   

Depression: it was assessed using Patient Health Questionnaire for Adolescence (PHQ-9A). 

This tool has 9 items and every item was measured on likert scale. Values rated from 0(symptom 

didn‘t occur at all) to 3(symptom occurred nearly every day). It assesses depressive symptoms in 

teenagers in the last 2-weeks period. Resposes to each item were added with total scores of 0 -27. 

A score of 0-4 is suggestive of not having depression while a score of 5 or above is suggestive of 

depression (38). It has a sensitivity of 89.5% and a specificity of 77.5% (39). In one study done 

to assess the psychometric properties of PHQ-9 modifeid for MDD in adolescents, the 

Cronbach‘s alpha values for internal consistency at baseline, 4 weeks, and 8 weeks were 0.879, 

0.859, and 0.827, respectively(40). 

Anxiety:  Generalized Anxiety Disorder questionnaire (GAD-7) was used. This tool has 7 items 

and every item was measured on likert scale. Values rated from 0(symptom didn‘t occur at all) to 

3(symptom occurred nearly every day). Resposes to each item were added with total scores of 0 -

21.It assesses generalized anxiety symptoms in the last 2-weeks period. It is a valid tool to screen 

for generalized anxiety disorder in adolescents. It has internal consistency of Cronbach‘s a = 0.69 

(41).  

Substance use: selected items from the WHO Alcohol, Smoking and Substance Involvement 

Screening Test (ASSIST) was used. It assesses current use as well as ever use of substances. This 
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tool was developed to support early detection of substance use disorders and health problems 

related to substance use. It can be used in different settings including health care settings. It is 

useful to screen for substance use and was created to be culturally neutral and applicable in a 

diverse cultureal settings. It uses 8 items to assess life time and last 3 months use of substances 

(44).  

Expert consensus meeting was conducted and some questions from the WHO ASSIST 

questionnaire were omitted as the total number of questions to be answered by the adolescents 

became a lot. 

History of Bullying:  it was assessed using Forms of bullying scale victimization version (FBS-

V). This tool has a both victimization and perpetration versions. FBS-V was composed of ten 

questions and response to each question was rated from 1 to 5. Resposes to every item were 

added with the sum of the scores being 10 - 50. Greater levels of bullying were indicated by 

higher scores. In a study done in Ethiopia, this instrument showed high internal consistency and 

its Cronbach α  was 0.90)(43). 

4.9. Data collection procedures  

Data collection was done on school days during break time or in periods they were free. Data 

collectors and supervisors gave the self admintered questionnaire to students. Questionnaires 

were pre-tested in schools with similar setting to check for clarity of the questions, their 

sensitiveness, and completeness. Appropriate correction was done to the questionnaires where 

gaps were found during pretesting. 

4.10. Operational definitions  

Adolescent 10-19years old person (47). 

Anxiety Minimal Anxiety- if a study subject scores 0-4 on GAD 7. 

Mild Anxiety- if a study subject scores 5-9 on GAD 7.  

Moderate Anxiety- if a study subject scores 10-14 on GAD 7.  

Severe Anxiety - if a study subject scores 15-21 on GAD 7. (48) 

Bully  ‗‘Any unwanted aggressive behavior(s) by another youth or group of youths, who are 

not siblings or current dating partners that involves an observed or perceived power 

imbalance and is repeated multiple times or is highly likely to be repeated‘‘ (CDC 

definition). 
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Bullying victimization- if a subject scores above the mean on  FBS-V 

No  Bullying victimization- if a subject scores below the mean on  FBS-V 

Depression  Mild depression - if a study subject scores 5-9 on PHQ 9A  

Moderate depression - if a study subject scores 10-14 on PHQ 9A   

Moderately severe depression - if a study subject scores 15-19 on PHQ 9A   

Severe depression - if a study subject scores 20-27 on PHQ 9A(38)   

Social Support  

 

Strong—if a study subject scores 12-14 on the OSSS- 3  

Moderate —if a study subject scores 9-11 on the OSSS- 3. 

Poor —if a study subject scores 3-8 on the OSSS- 3. 

(36). 

Suicide ‗‘Self inflicted death with explicit or implicit evidence that the person intended to 

die‘‘(1). 

Suicidal 

behaviours 

Suicidal thought, suicidal plan and suicidal attempt(7) 

Suicidal 

ideation 

‗‘Thought of serving as the agent of one‘s own death‘‘(1).  

Suicidal plan ‗‘A proposed method of carrying out a design that will lead to a potentially self-

injurious outcome; a systematic formulation of a program of action that has the 

potential for resulting in self-injury‘‘ (49). 

Suicidal 

Attempt 

‗‘Self-injurious behavior with a nonfatal outcome accompanied by explicit or implicit 

evidence that the person intended to die‘‘(1) . 

Risk factor for 

suicide 

Any identifiable attribute of an individual or group that has been shown to correlate 

with a greater risk of suicide (5). 
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4.11. Analysis of the Data  

The software which was used enter the data was SPSS version 20.0. Data analysis was also done 

by the same software. To present the data on the prevalence of suicidal behaviors, percentages, 

frequency distributions ratios, measures of dispersion and measures of central tendency were 

utilized. Chi-square test was employed to analyze the association between suicidal behaviours 

and independent variables. Binary logistic regression was used for multivariable analysis to 

identify variables with significant associations and controlling confounding variables. P-value 

below 0.25 was used to identify variables to be included in the final multivariable model during 

bivariable analysis. Associations were taken as significant by calculating Adjusted Odds Ratios 

including 95% Confidence Intervals and p-values < 0.05. 

Study variables:  

i. Dependent variable  

 Suicidal thought(ideation) 

 Suicidal plan 

 Suicidal attempt 

ii. Independent variables 

 Sociodemographic characteritiscs 

 School related factors 

 Social support 

 Mental health including substance use and physical health. 

 Family hx of mental illness, substance use, suicidal attempt and death by suicide. 

 Bullying victimization 

4.12. Data quality assurance. 

Study participants were given brief orientation on how to respond to the questions on self 

adminsterred questionnaire before they start filling the questionnairs.  
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Half-day training was held for data collectors and supervisors, focusing on the tools and 

procedures for data collection. The data collection formats were reviewed for clarity and 

completeness before data gathering. Pre-testing of questionnaires was in schools with similar 

setting to check for clarity of the questions, their sensitiveness, and completeness. Appropriate 

corrections were done to the questionnaires on gaps found during pretesting. Study participants 

were supervised through out for any difficulties during data collection period. 

The PI did carefully selecte and gathere completed and relevant data. To maintain data quality, 

gathered informations were reviewed by the PI for completeness, accuracy, consistency and 

relevance before entered and analyzed in the software. Double data   entery was performed in to 

the software and cleaned before analysis. 

4.13. Ethical considerations  

Ethical Approval and clearance from the Department of Psychiatry were secured for ethical 

purposes. To obtain approval for conducting the study in the selected schools, an official letter 

was handed to Addis Ababa education bureau and schools selected for the study.  Students aged 

18 - 19 years were required to provide informed consent by writing, while those under 18 had to 

give verbal assent along with written consent from their parents or caregivers. After an informed 

assent and/or written consent were taken from study participants, data collection was started. To 

get informed consent form parents or care givers for their adolescent child‘s participation in the 

research, information sheet and consent paper were sent to them via the student. The signed 

consent was collected from the students before they start filling the questionnaire. 

Before the participant provided informed consent, introduction about the study topic, name of the 

investigator and reason their selection for the study were made. Next, necessary explanation 

about description of the study procedures, purpose of study,  benefits and risks/discomforts 

which might occur because of participation, their right to refuse participating in the study or 

withdraw anytime after they have started participation, how to ensure confidentiality, right to ask 

questions and as they have full right to raise concerns was explained to the participants. After the 

provision of the above detailed information, an informed written consent was obtained. This was 

done for caregivers by sending them the information sheet. Status of study participation didn‘t 

have any impact on the service the adolescents were getting in the school. 
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If adolescents who were participating in the study were found to have concerning mental health 

issue including active suicidality based on their scores for different items during data analysis 

period, arrangements were made to help them accecc psychiatric care in health facilities. To trace 

theses students to link them to the necessary intervention, there was a record of their 

questionnaire code on their signed consent form. The consent form to be signed by the student 

had his/her and his/her parents/caregivers name and telephone number. The signed consent forms 

are kept with the PI in a secure place insuring its confidentiality. 
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RESULTS 

Sociodemopgraphic characteristics of research subjects  

600 out of 730 planned participants participated equating with 82.2% response rate. Their age 

ranged from 14 to 19 years and  17.14±1.27years was their mean age. The gender distribution 

indicates a higher representation of females, with 56.8% compared to 43.2% males. In terms of 

educational status, Grade 11 students represent the largest group at 31.2%, while Grade 10 has 

the lowest at 19.0%[Table 1]. 

Table 1.Social and demographic profile of participants, Arada subcity, Addis Ababa, 

Ethiopia. (n=600) 

Variable Number  Percent (%) 

Gender Male 259 43.2% 

Female 341 56.8% 

Age 14 15 2.6% 

15 64 10.7% 

16 102 17.0% 

17 118 19.7% 

18 241 40.2% 

19 60 10.0% 

Grade  9
th

 grade  132 22.0% 

10
th

 grade 114 19.0% 

11
th

 grade 187 31.2% 

12
th

 grade 167 27.8% 

Religion 

(n=593) 

Christian  483 74.2% 

Muslim 103 17.4% 

Others 7 1.2% 

Marital status 

(n=584) 

Single 545 93.3% 

Unmarried 

couple's 
22 3.8% 

Married 15 2.6% 

Others 2 0.3% 
Family Relative wealth compared 

to neighbourhood families 

(n=596) 

The same 514 86.2% 

Below 48            8.1% 

Above          34             5.7% 

Living with whom (n=595) With family 544  91.4% 

With relatives 42 7.1% 

Alone 5 0.8% 

Others 4 0.5% 

School Related Factors  
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Around 72% of study participants reported attending their education in the majority of the school 

days missing school only three or less days in the last month. Regarding their feelings about their 

academic performance in the last semester, 24.1% expressed dissatisfaction. 

Social Support Status  

Social support status of participants were categorized  in to poor if they scored 3–8, moderate if 

they scored 9–11 or strong if they scored 12–14 on Oslo 3 social support scale. Accordingly, 

37.5% had strong, while the remaing had moderate or poor social support. 

Health Profile of the Study Participants 

1. Mental health profile of study participants 

Participants were screened for depression using PHQ 9A and for anxiety using GAD 7.  The 

results showed as 36.3% of participants were found to have depression ranging from mild to 

severe degree. Similarly, significant portion of the individuals exhibited anxiety symptoms 

(42%) among whom 8.6% had fulfilled criteria for severe anxiety.   

2. Substance use profile of study participants 

Study participants were screened for life time use of substances. Accordingly, 25% (145/588) of 

the participants reported having history of ever use of at least one substance. Among the 

substances used, the most used one was alcohol (12.6%) followed by tramadol or other drugs 

(3.8%) and tobacco (3.6%) while the least used were khat (2.4%) and cannabis (2.4%). From 

those who reported ever used any of the asked substances, around 70% had also used substances 

in the last 3 months. Alcohol was found to be the most frequently used when compared to the 

other substances. 

3. Chronic physical illness screening results. 

Chronic physical illness screening of the study subjects showed that the majority didn‘t have any 

chronic physical illness however, 13.9% reported having at least one chronic physical illness.  

Screening result for mental illness,use of substance and suicidality in the family. 

The study finding showed that the 7.3% acknowledged having mental illness and 13.9% 

problematic substance history in their family. Concerning suicidal attempt history, 8% of them 
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reported history of suicidal attempts in their family where as 0.2% were uncertain. In terms of 

suicide completion, 5.9% of participants gave history of family member committing suicide. 

Bully victimization status of study participants  

The findings from the study on bulling victimization history revealed that near a quarter of the 

study participants indicated that they had experienced bullying victimization. However, that a 

substantial majority of study them had no experience of being bullied. 

Suicidal Behaviour Related Assessement of the Study Participants 

The study assessed in detail about life time and 12 months suicidal behaviours of study 

participants which include suicidal thought, plan and attempt using CIDI tool. Accordingly, the 

life time and 12 months suicidal thought is 26.9% and 14% respectively although a significant 

proportion of participants said they don‘t know if they ever had suicidal thought or not. Nearly 

one in five participants in the study reported making suicidal plan at some point in their life and 

8.7% responded as they had a plan in the last 12 months.  

This research showed a troubling prevalence of suicidal attempts in adolescents who participated 

in the study, with 17% reporting making at least one lifetime suicidal attempt. Among those who 

attempted suicide, 36% of them did so more than once. Regarding the last 12months suicidal 

attempt, 7.2% reported attempt history. Substantial percent (44.4%) of these recent suicidal 

attempts resulted in injury or poisioning or required medical attention (26.3%) including over 

night admission (13.9%). The most common method used in recent attempts was using sharp 

materials like razor  followed by over-the-counter medications overdose or by mechanical 

methods like strangulation. The rest mentioned using poisioning (10.5%), over dosing with 

prescription medication or other drugs like alcohol (2.6%) or using gun (2.6%). Sadly, 34.1% 

and 35.1% of those who had life time and 12 months history of suicidal attempt respectively 

indicated that their initial attempt was a serious effort to end their lives and they survided just 

because of luck. On the other hand, 12.2% and 10.8% among those who attempted suicide in 

their life time and 12months back respectively said they attempted sucide as to seek help rather 

than intention to end their life. 

The mean age of study participants when they experienced suicidal behaviours (thought, plan 

and attempt) for the first time in their life was 14years and the mean age when they last 
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experienced suicidal behaviours in the last 12 months from the time of data collection  was 

16years . Females (33.8%) reported having life time suicidal thought more than males (17.8%). 

They also make more plan (22.8% vs 13.5%) and attempt (21.8% vs 10.5%) than males. When 

we see the last one year suicidal behaviour, the percentage of females who exhibited it was 

higher than that of males. On the contrary, the proportion of males who said they don‘t know if 

they ever experienced the suicidal behaviours or are not willing to tell out number females [table 

3].  

Table 2. Magnitude of Suicidal Behaviours in participants,  Arada subcity, Addis Ababa, 

Ethiopia. 

Suicidal behavior Number Percent (%) 

Life time suicidal thought(n=598) 

Yes 161 26.9% 

No 177 29.6% 

I don't know 248 41.5% 

Not willing to tell 12 2.0% 

12 months suicidal thought(n=586) 

Yes 79 13.5% 
No 213 36.3% 

I don't know 276 47.1% 

Not willing 18 3.1% 

Life time Suicidal Plan(n=586) 

Yes 110 18.8% 

No 200 34.1% 

I don't know 261 44.5% 

Not willing to tell 15 2.6% 

12 months suicidal plan 

Yes 50 8.7% 

No 239 41.8% 

I don't know 268 46.9% 

Not willing to tell 15 2.6% 

Life time Suicidal Attempt (n=554) 

Yes 94 17.0% 

No 310 56.0% 

I don't know 141 25.5% 

Not willing to tell 9 1.6% 

Lifetime number of suicidal 

attempts (n=72) 

  

Once  26 36.1% 

Twice  14 19.4% 

Three times or more  12 16.7% 

I don‘t know 12 16.7% 

Not willing to tell 8 11.1% 

12 months Suicidal Attempt  

Yes 39 7.2% 

No 246 45.1% 

I don't know 252 46.2% 

Not willing to tell 8 1.5% 
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Table 3. Suicidal behaviours segregation by gender among adolescent high school students, 

Arada Subcity, Addis Ababa 

 Variable  yes no I don't know I am not willing to 

tell 

No Percent 

(%) 
No Percent 

(%) 
No Percent 

(%) 
No Percent 

(%) 

Life time 

Suicidal 

thought  

Male 46 17.8 85 32.9 121 46.9 6 2.3 

Female 115 33.8 92 27.1 127 37.4 6 1.8 

Life time 

Suicidal plan 

Male 34 13.5 88 34.9 122 48.4 8 3.2 

Female 76 22.8 112 33.5 139 41.6 7 2.1 

Life time 

suicidal 

attempt 

Male 25 10.5 145 61.2 63 26.6 4 1.7 

Female 69 21.8 165 52.1 78 24.6 5 1.6 

Associated factors of Suicidal behaviours in participants. 

Association between suicidal behaviour with different factors was checked by multivariable 

analysis.  Binary logistic regression was employed and factors significantly associated with 

suicidal behavior were identified after control of confounding factors.  If factors were found to 

have P-value below 0.25, entering them to the final model followed by multivariable analysis 

was performed. P-values lower than 0.05 was taken as an indication of significance of 

association. 

1. Factors Associated with Lifetime Suicide Thought in participants.  

Many factors were significantly associated with suicide thoughts. Older students (18-19 years) 

were found to have significantly higher odds of suicidal thoughts (AOR. =2.81) compared to 

their younger (14-15 years) counterparts. Gender also played a role, with females exhibiting 

significantly higher odds of suicidal thoughts (AOR. = 2.80) than males. Anxiety is another 

factor which showed an association with odds of having suicidal thoughts being higher in 

students experiencing anxiety (AOR. = 3.59). Social support acted as a protective factor as 

participants with strong social support showed was lower odds of experiencing suicidal thoughts. 

Other factors examined, including school absenteeism, family wealth, living arrangements, 

alcohol use, chronic medical illness, depression, and bullying victimization, showed crude 
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association with suicidal thought but when entered in to the final model , they did not show 

statistically significant associations [table 4]. 

Table 4. Results of Multivariable logistic regression analysis on suicidal thought in 

participants, Arada subcity, Addis Ababa, Ethiopia. 

 COR (95% CI) AOR (95% CI) P-value 

Age    

   14-15years 1 1  

   16-17 1.80(0.95,3.41) 1.73(0.68, 4.41) 0.25 

   18-19years 4.01(2.09, 7.69) 2.82(1.04, 7.59) 0.04 

Gender       

    Male  1 1  

    Female    2.31(1.47, 3.63) 2.25(1.06, 4.77) 0.03 

School Absenteeism    

    3 or less days  1 1  

    More than 3 days 1.55(0.93,2.58) 1.05(0.48, 2.29) 0.91 

Family Relative wealth    

    Below  1 1  

    The same     0.29(0.11, 0.77) 2.10(0.49, 8.94) 0.32 

    Above  0.32(0.09, 1.14)   2.09(0.33, 13.34) 0.44 

Living Arrangement    

    Lives alone/ with others 1 1  

    Lives with family  0.33(0.14, 0.78) 0.33(0.08, 1.37) 0.13 

Alcohol    

    No  1 1  

    Yes     2.52(1.32, 4.81) 1.79(0.71, 4.51) 0.22 

Chronic medical illness    

     Yes  1 1  

     No    0.31 (0.16, 0.61) 0.65(0.25, 1.85) 0.41 

Social Support    

     Poor  1  1  

     Moderate   0.25(0.13, 0.46) 0.43(0.17, 1.06) 0.07 

     Strong   0.13(0.07, 0.24) 0.26(0.10, 0.64) 0.004 

Depression    

     No Depression 1 1  

     Depression 6.93(4.20,11.43) 2.07(0.91, 4.74) 0.08 

Anxiety    

     No anxiety  1 1  

     Anxiety  6.01(3.70, 9.75) 3.59(1.61, 7.99) 0.002 

Bullying victimization     

     No  1 1  

     Yes  1.66 (1.00, 2.76) 1.08(0.49, 2.37) 0.86 
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2. Factors Associated with Lifetime Suicide Attempt in participants.  

Four factors were significantly associated with suicidal attempt. Gender showed significant 

association as females had higher odds of attempting suicide than males (AOR = 2.80).  

Experiencing anxiety is another factor which showed significant association with suicidal 

attempt with those experiencing having 3.68times higger odds than those who doesn‘t experience 

anxiety (AOR = 3.68). The third factor was increased school absenteeism (AOR = 2.20). The last 

factor was family relative wealth being "Above" the neighbouring family (AOR = 11.77). 

On the other hand, moderate to strong social support acted as protective of suicidal attempt. 

Having moderate support resulted in 0.35 times odds of attempting suicide compared to poor 

support (AOR = 0.35). Similarly, strong support demonstrated 0.27 times odds of a suicide 

attempt compared to poor support (AOR = 0.27). Age, alcohol use, chronic medical illness, 

depression, living arrangements, and bullying victimization did not show statistically significant 

associations in this model although they had crude association. See the below table for the 

details. 

Table 5. Results of Multivariable logistic regression analysis on suicidal attempt in 

participants, Arada subcity, Addis Ababa, Ethiopia.  

 
COR 

(95% CI) 

AOR 

(95% CI) 

P-value 

Age    

   14-15years 1 1  

   16-17 1.71 (0.80,3.70) 2.14(0.75, 6.13) 0.16 

   18-19years 2.48(1.18, 5.22) 1.58(0.57, 4.42) 0.38 

Gender     

    Male  1 1  

    Female  2.43(1.46, 4.04) 2.80(1.26, 6.22) 0.011 

School Absenteeism    

    3 or less days  1 1  

    More than 3 days 1.76 (1.05,2.95) 2.20(1.06, 4.58) 0.04 

Family Relative wealth    

    Below  1 1  

    The same          0.75(0.34,1.69)  2.05(0.56, 7.46) 0.28 
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    Above       1.64(0.51.5.27)  11.77(2.05, 67.67) 0.01 

Living Arrangement    

    Lives alone/ with others 1 1  

    Lives with family  0.51(0.25,1.02) 0.69(0.25, 1.90) 0.47 

Alcohol    

    No  1 1  

    Yes       2.07(1.13, 3.78) 1.46(0.63, 3.36) 0.38 

Chronic medical illness    

     Yes   1  

     No         0.40(0.22,0.71)  0.71(0.30, 1.72) 0.45 

Social Support    

     Poor  1 1  

     Moderate  0.41(0.23,0.72) 0.35(0.16, 0.76) 0.01 

     Strong         0.26(0.14,0.47)  0.27(0.11, 0.64) 0.003 

Depression    

     No Depression 1 1  

     Depression 5.28(2.97,9.38) 1.53(0.63, 3.72) 0.35 

Anxiety    

     No anxiety  1 1  

     Anxiety  6.74(3.80,11.93) 3.68(1.60, 8.47) 0.002 

Bullying victimization     

     No  1 1  

     Yes  1.34(0.80,2.26) 0.98(0.47, 2.03) 0.96 
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DISCUSSION  

The primary objective of the research was to assess prevalence of suicidal behaviors in 

adolescents attending high school education and its associated factors in Arada subcity of Addis 

Ababa, Ethiopia.  

Life time suicidal thought, plan and attempt were 26.9%, 18.8% and 17.0% in sequence and the 

one year prevalence of were 14%, 8.7% and 7.2% in sequence. Females had higher percentage of 

suicidal behaviour than males.  Around a third of those who had life time and 12 months history 

of suicidal attempt indicated that their initial attempt was a serious effort to end their lives. 

Several factors which have significant association with lifetime suicidal behaviours were 

identified in this study. 

This study showed that 26.9% of high school adolescents had experienced life time suicidal 

thoughts, which is similar to a study in Vietnam (26.3%) (50). However, our rate is higher than 

those found in studies of high schoolers in Fitche (20.5%), Dangla (16.2%), and Woldia 

(16.29%) towns of Ethiopia (11, 14, 29). This difference might be because urban areas, like 

where our study was conducted, tend to have more stress from school, social expectations, and 

financial difficulties compared to smaller towns. Also, bigger cities can sometimes mean weaker 

social connections compared to the stronger community bonds found in smaller towns.  

This study‘s prevalence of suicidal thoughts is also morethan finding of a nationwide health 

survey of students in Ghana (18.2%), a community study in Germany(10.7%) on adolescents and 

young people, and a global review indicating suicidal thought‘s and attempt‘s mean prevalence 

in young individuals at 14-23% (7, 24, 26). This can be as a result of variations in the study‘s 

context and the population examined. The Ghanan study was a nationwide survey however ours 

is focused on the one Subcity of a big city making the denominator for the two studies differ 

aftecting the prevalence rate. Additionally, national averages can mask significant regional 

variations and tressors. The German community study includes young adults in addition to 

adolescents while ours only included adolescents which might dilute the prevalence compared to 

a study focused solely on high school students. Also, Germany has a very different cultural and 

socioeconomic context than Ethiopia. Factors like access to and cultural attitudes towards mental 

health and its services and economic conditions could all contribute to the difference. On the 

other hand the meta-analyses give us average results across many different studies which uses 
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different methodologies and unlike our study which focuses only a small population of 

adolescents. 

This study found the last 12 months prevalence of suicidal thought to be 14% in high school 

adolescents. This finding is below the prevalence of suicidal thoughts in adolescents (16.9%) 

reported from a study conducted in populations within countries with low and middle incomes 

(22). The 16.9% figure is an average of many countries and individual countries within that 

study likely have prevalence rates both higher and lower than our study. However, some 

countries within the 59-country study might have particularly high rates of suicidal ideation due 

to specific factors like conflict, poverty, or political instability.  

Our study found study subjects‘ lifetime prevalence of suicidal plan as 18.8%. This prevalence is 

in the range of prevalence of 14-23% in youths which was found in a metanalysis done on the 

international prevalence of thoughts about suicide and conducting attempts (24). However, our 

rate exceeds that of study done in Germany which found a 5.0% prevalence of suicide planning 

in a community-based study (7), and lower than a nationwide health survey of Ghana students in 

senior high schools, which reported 22.5% prevalence (26). These discrepancy might occure as a 

result of difference in context  and study population between theses studies and ours. 

In our reasearch, participants‘ last one year prevalence of suicidal plan was 8.7%. This 

prevalence is below the 17.0% prevalence of suicide planning in adolescents in LMIC based on a 

population-based study across 59 countries (22). The 17.0% figure is an average of many 

countries and individual countries within that study likely have prevalence rates both higher and 

lower than our study. However, some countries within the 59-country study might have 

particularly high rates of suicidal ideation due to specific factors like conflict, poverty, or 

political instability similar to that for suicidal thought. 

Our study found that 17.0% of participants reported attempting suicide in their lifetime. This 

aligns with prevalence of suicidal attempts in youths ((5-16%) which was found in a metanalysis 

done on the international prevalence of suicidal attempts (24), as well as a school-based study in 

Dangla town, which reported high school students suicidal attempt prevalence to be 16.2% (11). 

This rate exceeds rates documented in community-based studies in Germany (3.4%) (7) and 

Gondar, Ethiopia (5.5%) (10), as well as high school-based studies in other Ethiopian towns, 

including Woldia (12.87%) (29), Fiche (12.5%) (14) and Addis Ababa (14.3%) (13). However, 
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our finding is exceeded by the rates from high schools of Ghana (22.2%) (26). This migh be 

explained by even within Ethiopia, regional differences in socioeconomic status, cultural 

practices including stigma associated with suicidal behaviours, and availability of resources may 

exist resulting in local difference in suicidal behaviour magnitude.  On the other hand Germany 

being a high-income country with a well-developed healthcare system and social safety net 

which likely contributes to suicide attempts‘ lesser prevalence when contrasted with countries 

with lower income such as Ethiopia. The community-based design also likely captures a broader, 

less at-risk population compared to the school-based studies. 

This study found 12 month‘s suicide attempt prevalence rate to be 7.2%. This is below the 

prevalence of a study involving 59 countries with low and middle income (22). This might 

happen because the methodological studies between the two studies and also some individual 

countries within that larger study likely had higher or lower rates than observed in our study 

because of different regionally found problems affecting the adolescent population. 

The average age at which participants in our study first experienced suicidal behaviors (thoughts, 

plans, or attempts) was 14 years. This is similar with school based reasarch in Harari region of 

Eastern Ethiopia which found that suicidal ideation began around the age of 14 (54). 

Our study revealed that suicide was attempted three or more times in 16.7% of adolescents with 

last 12 months suicide attempt history, highlighting the severity and ongoing nature of suicidal 

behavior in this group. This substantial percentage indicates that many adolescents are not 

simply experimenting but are repeatedly attempting suicide, significantly increasing their risk of 

death. The fact that 34.1% believed their initial attempt was nearly fatal emphasizes the serious 

nature of these actions from the start, challenging the idea that first attempts are mere gestures 

and underscoring their potential lethality. The high rate of repeat attempts (16.7%) also suggests 

a critical gap in effective intervention following the initial attempt, implying that the root causes 

of suicidal behavior are not being adequately addressed. 

Life time and 12months prevalence of suicidal behaviours found to show difference with regards 

to gender, with females reporting higher lifetime and 12-month rates than males. This may be 

attributed to specific stressors faced by females, such as challenges in interpersonal relationships, 

societal pressures, and victimization, which could lead to increased suicidal ideation. Females 

may also be more willing to express emotions and discuss mental health issues, contributing to 
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higher reported rates of suicidal behaviors.In contrast, males might experience societal pressure 

to present a strong image resulting in underreporting of suicidal behaviours. Cultural norms 

related to gender roles may further influence how individuals perceive and report their 

experiences with suicidal thoughts. 

Additionally, a lot study participants in this study reported being uncertain about whether they 

had experienced suicidal behaviors in their lifetime or not. Notably, more males expressed 

uncertainty or were unwilling to disclose their experiences compared to females. This reluctance 

may reflect the stigma surrounding mental health issues. A systematic review indicates that 

adolescents often hesitate to discuss their mental health due to fear of judgment or 

misunderstanding, which can worsen their emotional distress. (51).  

Suicidal behaviours’ associated factors. 

Lifetime suicidal behaviours were found to have significant association with several factors. Age 

showed association with suicidal thought and older adolescents were found to have increased 

odds of experiencing it than younger ones. This might be due to the fact that when they get older 

responsibilities of taking care of their matter shifts towards them from care givers more than the 

younger ones and also the older they are might tend to solve any problems they face than trying 

to ask for help. These factors creats more stress on them and frustrates them leading to thinking 

suicide as an escape mechanism. 

Gender showed association considered to be significant with thought of commiting suicide with 

females exhibiting 2.8 times higher odds than than males. This is consistent with different studies 

done in community and high school based studies done in Ethiopia (10, 11, 14) and in a study 

done in Nigeria. The female preponderance might be explained by the chance that females being 

more engaged in housechores on top of their academic responsibility than males affecting the 

time they have to allocate for academic activites. This in turn might affect their acedmic 

performance and disappoints and stresses them more. It migh also be related to gender related 

psychopathology like females are known to have high prevalence of depression than males. On 

the other hand males might referain reporting about their suicidal behaviours thinking that 

having it is a sign of weakness and inability to solve their problems as males are precieved to be 

stronger in most societies.  
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Anxiety is another factor which showed a significant association with suicidal thought. It 

increases odds of experiencing suicidal thought. This was also seen in study done in Nigeria 

(27). This might be occur as a person with anxiety symptoms often have lower capacity 

tolerating day to day life stressors as they exaggerate the consequences of the problems they 

faced. Additionally, there is also high chance of having comorbid mental health problems like 

depression increasing their chance of considering suicidal behaviours as a relief from their 

problems tha suffering more. 

In contrast, strong social connections appear to act as a buffer, significantly reducing the 

likelihood of suicidal thoughts. This aligns with research from community and school based 

studies (10, 11, 14, 53). This protective effect may stem from the sense of belonging, care, and 

mutual responsibility that social support provides, potentially lessening the risk of suicidal 

ideation especially in Ethiopia where people tend to do things together and share their burden 

and look for a solution together than struggling alone. Additionally, social support can equip 

individuals with better coping mechanisms for stress and mental health challenges. 

Other factors examined, including school absenteeism, family wealth, living arrangements, 

alcohol use, chronic medical illness, depression, and bullying victimization, showed crude 

association with suicidal thought but when entered in to the final model , they did not show 

statistically significant associations. 

In this study, being female and experiencing anxiety were found to increase the odds of    of 

engaging in suicidal attempts. The increased odds of suicidal attempt can be due to have similar 

reasons explained for suicidal thought. Sucidal behaviours lie along a spectrum from suicidal 

though to commitiing suicide (2) and if not peaked timely and aborted it will progress along the 

spectrum. So, as being female and having anxiety increases the odds of having suicidal though, if 

they don‘t get help there is a high probability to progress to suicidal attempt then those who 

don‘t have the thought. 

Our study result also demonstrated as suicidal attempt had significant association with increased 

school absenteeism. Study participants with school abscentism of more than three days in the last 

month had 2.2time odds of suicidal attempt than those with three or less days of school 

absenteeism. This is in line with other studies which have shown that students who frequently 

miss school have more risk of developing mental health problems increasing their chance of 
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experiencing suicidal behaviors (52). Increased school absenteeism increasing the odds of 

suicidal attempt might be explained by absenteeism can lead to falling behind in school, resulting 

in academic stress, feelings of inadequacy, and a sense of hopelessness leading to mental health 

problems and hence suicidal attempts. Additionally missing school can disrupt social 

connections with peers, leading to feelings of loneliness, isolation, and rejection.  On the other 

hand absenteeism can result from family problems such as economic problem, problems students 

face at school like bullying or they might have underlying psychiatric problems like depression 

increasing their chance of making attempts to end their life.  

Poor social support showed significant association with suicidal attempt. Social support provides 

a sense of being loved and cared for and lack of it make adolescents feel isolated and lonely, 

leading to feelings of worthlessness and hopelessness. Lack of it also reduces their copying 

mechanisms as social support networks often help individuals cope with stress and difficult life 

events. Ultimately suicidal attempt might be perceived as an easy way out. 

Having family relative wealth being "Above" the neighbouring families was found to increase 

the odds of attempting suicide in study participants. The possible explanation colud be 

adolescents from wealthier families may face increased pressure to succeed academically and 

professionally leading to stress, anxiety, and a fear of failure or may predispose adolescents for 

lack motivation to work hard or pursue their goals, knowing that they have a financial safety net 

leading to a lack of purpose and fulfillment. Additionally, adolescents from wealthier families 

may feel isolated or alienated from their peers who come from less affluent backgrounds as they 

might not be allowed by their parents to mix and socialize with these students affecting their 

social network. 

In this study, depression did not show statistically significant associations, which differs from 

findings in previous research. This difference may arise from the use of various assessment 

methods for depression and suicidal behavior, such as self-report measures, clinical interviews, 

and diagnostic criteria, all of which can affect the results. Additionally, adolescence is 

characterized by heightened impulsivity and mood swings, leading individuals to engage in 

suicidal behaviors even in the absence of depression. Moreover, stigma related to mental health 

issues may cause some students to underreport their depressive symptoms, resulting in 

depression showing no association association with suicidal behaviors in our study. 
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STRENGTHS AND LIMITATIONS 

To conduct our study probability sampling method was used except when selecting the study 

setup and most of the tools used in this study are tools adapted for our for Ethiopian setup which 

are the strengths of our study. On the other hand there are limitations in our study as most of the 

adaptaion for tools we used were done for the adult population but not for the adolescent 

population in Ethiopian. Additionally, study participants filled the questionnaire by themselves 

which might compromises quality of the collected data and also relies on self-reporting by the 

study participants again subjecting the information collected to recall bias and social desirability 

bias.
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CONCLUSIONS 

The prevalence of suicidal behaviours is high among adolescents in high school in Arada subcity 

of Addis Ababa and is significant public health concerns. Being female, having anxiety, school 

absenteeism as well as poor social support increased odds of experiencing suicidal behaviours in 

high school adolescents in this study. Finding out burden of suicidal behaviours as well as 

conditions associated with them is very important to develop effective strategies for health 

promotion and illness prevention or intervention activities concerning mental health realted 

phenomenon. Future research should focus on identifying specific interventions designed to meet 

needs of different adolescent populations and evaluation of effectiveness of them in reducing 

suicidal behavior. The results of our study can be an impotrtant addition to what is known so far 

about adolescent suicidal behaviours. The finding underscore the urgency of availing mental 

health related services in schools at the soonest possible time, aiming to reduce stigma and 

encourage open dialogue about mental health issues among adolescents. 



40 

 

RECOMMENDATION 

School-based programs to increase awareness on suicide, suicidal behaviours and factors 

associated with suicidal behaviours can have the potential of improving the health seaking 

behaviours for those who faces the problem and reducing stigma associated with health seaking 

behaviours for adolescents in Arada subcity of Addis Ababa.  

Providing trainings for teachers and parents to recognize the signs of adolescent suicidal 

behavior to link them to mental health services timely and designing strategies to minimize 

school absenteeism and improving social support of adolescent students can help in reducing 

suicidal behaviour in adolescent high school students. Improving the general mental health 

wellbeing of adolescent students by implementing regular mental health well being and mental 

illness awareness creation programs on including illness preventive and health promotion 

strategies for adolescent students, teachers and families of students is also very important.  

Additionally, it is important to work with health sector closely to devise a mechanism to make 

arrangements for linkage or referral of students to health facilities timely for those who need the 

service and also to arrange out reach services by health facilities in schools to do mental health 

promotion and mental illness disease prevention campaigns. 

Finally, I recommend to other reaserchers to conduct studies in high schools at larger scale 

follow-up studies and see the magnitude of the problem and also to conduct qualitative studies to 

do indepth exploration of the reason why adolescents engage in suicidal behaviours.
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APPENDIXES 

Appendix I.  Participant Information Sheet and Informed consent form in English 

Participant Information Sheet 

1. Information form for study subjects 

Department REC Reference Number:  

You will receive a copy of the information form. 

Title of study:  Magnitude and factors associated with suicidal beahviors among highschool 

adolesents. 

Principal Investigator:     Dr Dureti Kassim 

Supervisor: Dr Fikirte Girma and Dr Awoke Mihretu 

Coordinating office: Addis Ababa University, Schools of Medicine, Department of Psychiatry  

We invite you to take part in this study. Participation is entirely voluntary; opting out will not 

affect you in any way. Before making your decision, it‘s essential to understand the purpose of 

the research and what your involvement entails. Please read the following information 

thoroughly and feel free to discuss it with others. If you have any questions or need more details, 

don‘t hesitate to ask us. 

Addis Ababa University is conducting this study.  

Goals of this study 

Suicide and suicidal behaviours are a public health problem globally and near three fourth of 

suicides deaths take place in low- and middle income countries including our nation. It affects all 

age groups and adolescents are among thehighly affects segments of the population. There are 

multiple identifiable risk factors associated with it which can serve as warning signs. However, 

data is lacking about the problem in the nations where the majority of suicide occurs. This study 

is designed to produce evidence locally concerning the magnitude of suicidal behaviours in high 

school adolescents and factors contributing for it to devise appropriate preventive strategies. 
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Who are we recruiting? 

We are recruiting highschool adolescent students, care givers of highschool adolescent students 

and school counselors to participate in our reaseach. 

What will occur if you consent to take part? 

The data collection will be conducted through interviewer administered  questionnair and if we 

get your consent to participate, we will ask you to give your answer to each variable on our 

questionnair. Answering the questions will take about 40-50 minutes.  

Risks due to participating in the reasearch  

No significant risks are anticipated but you could feel distressed with some of the questions 

which might remind you experiences you might not want to remember. Additionally, you will 

spend some of your time which you might use for other personal issues. 

Potential advantages 

We aim for the information gathered to enhance mental health services in our nation and similar 

nations. When the study is finished, we will share our findings to you with any possible means 

such as arranging a meeting, handing you a pamphlet or sharing publicly in the district. 

 Privacy and Confidentiality  

The study records will be maintained confidentialy. Your name is not going to be used during 

data collection process and instead code will be used. But there will be a record of your Consent 

Information Sheet matching with your interview questionnaire code which will be kept with the 

PI to help the investigator trace you if there comes a situation in which your health condition 

necessitates urgent medical intervention. All collected data will be stored in confidential 

conditions and no personal identifier will be used in any result dessimination forums including 

publications. 

Voluntary Participation: 

If you volunteer to take part in the research, we will make you sign consent document to be 

provided to you next.  
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What we will do with your data  

We will present the result of our research to schools which participated in the research and 

different organizations that facilitate the study. It will also be presented in scientific conferences 

and published in a scientific journal. 

Concerns or Questions   

You are entitled to inquire about the study and receive responses from the principal investigator 

Dr Dureti Kassim before, during or after the research.  

Main researchers: 

Dr Dureti Kassim. You can contact me at Black lion Hospital on phone number ********,on 

weekdays within business hours.  

The choice to participate is yours. You can stop your participation at any moment without 

needing to provide justification evenif you consented to participate initially. 

If you have experienced any harm from this reasearch, you can reach out to the Department of 

Psychiatry at the College of Health Sciences, Addis Ababa University, using the contact 

information provided below.  

 Department of Psychiatry, School of health sciences, Addis Ababa University 

Contact Number: 

 You can remove your data from the project at any point before it is transcribed for the final 

report. 

 In case you choose to participate, we will give you this information templet to keep and a 

consent to sign. 

2. Participant Information Sheet for caregivers of students recruited to participate in a 

study 

Department REC Reference Number:  

You will receive a copy of this information templet. 

Title of the project: Magnitude and factors of suicidal beahviors in highschool adolesents. 
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Principal Investigator:     Dr Dureti kassim 

Supervisor: Dr Fikirte Girma and Dr Awoke Mihretu 

Coordinating office: Addis Ababa University, Schools of health sciences, Department of 

Psychiatry  

The principal investigator would love to invite your child to take part in this original study.  

He/she will be involved in the study only if you wish; opting out doesn‘t cause him/her any 

harm. Prior to deciding to let him/her to be involved, it is essential  for you to know the purpose 

of this study with what his/her involvement will include.  it is advised if you take a moment to 

read the information provided thoroughly and you can talk about it with others if you want. If 

you have any questions or need further clarification, don‘t hesitate to reach out to us. 

Addis Ababa University is conducting this study.  

Goals of this study 

Suicide and suicidal behaviours are a public health problem globally and near three fourth of 

suicides deaths take place in low- and middle income countries including our nation. It affects all 

age groups and adolescents are among thehighly affects segments of the population. There are 

multiple identifiable risk factors associated with it which can serve as warning signs. However, 

data is lacking about the problem in the nations where the majority of suicide occurs. This study 

is designed to produce evidence locally concerning the magnitude of suicidal behaviours in high 

school adolescents and factors contributing for it to devise appropriate preventive strategies. 

Who are we recruiting? 

We are recruiting highschool adolescent students, care givers of highschool adolescent students 

and school counselors to participate in this study. 

What will happen if you consent for your child to be part of the study? 

The data collection will be conducted through interviewer administered questionnair and if we 

get your consent for your son/daughter to participate, we will ask your son/daughter to give 

his/her answer to each variable on our questionnair.. Answering the questions asked on the 

questionnair will take about 40-50 minutes. 
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Risks due to participating in the reasearch  

No significant risks are anticipated but your son/daughter could feel distressed with some of the 

questions which might remind him/her experiences he/she might not want to remember. 

Additionally, he/she will spend some of his/her time which he/she might use for other personal 

issues. 

Potential advantages 

We aim for the information gathered to enhance mental health services in our nation and similar 

nations. When the study is finished, we will share our findings to you with any possible means 

such as arranging a meeting, handing you a pamphlet or sharing publicly in the district.  

 Privacy and Confidentiality  

The study records will be maintained confidentialy. Your son‘s/daughter‘s name is not going to 

be used during data collection process and instead code will be used. But there will be a record 

of your son‘s/daughter‘s Consent Information Sheet matching with your interview questionnaire 

code which will be kept with the PI to help the investigator trace him/her if there comes a 

situation in which his/her health condition necessitates urgent medical intervention. All collected 

data will be stored in confidential conditions and no personal identifier will be used in any result 

dessimination forums including publications. 

Voluntary Participation: 

If you volunteer to take part for your son/daughter in the research, we will make you sign 

consent document to be provided to you next.  

What we will do with data collected from your son/daughter  

We will present the result of our research to schools which participated in the research and 

different organizations that facilitate the study. It will also be presented in scientific conferences 

and published in a scientific journal. 

Questions and Concerns 

You are entitled to inquire about the study and receive responses from the principal investigator 

Dr Dureti Kassim before, during or after the research.   
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Main researchers: 

Dr Dureti Kassim. You can contact me at Black lion Hospital on phone number *********, on 

weekdays within business hours.  

The choice to have your son/daughter participate is yours. You can make your son/daughter to 

stop your participation at any moment without needing to provide justification even if you 

consented initially. 

If your son/daughter has experienced any harm from this reasearch, you can reach out to the 

Department of Psychiatry at the College of Health Sciences, Addis Ababa University, using the 

contact information provided below.  

 Department of Psychiatry, School of health sciences, Addis Ababa University 

Contact Number: 

 You can remove your son‘s/daughter‘s data from the project at any point before it is transcribed 

for the final report. 

 In case you choose for your son/daughter to participate, we will give you this information 

templet to keep and consent to sign.  
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B) Informed consent document 

Kindly fill out this consent form once you have reviewed and/or heard about informations on the 

Information templet. 

Title of study:  Magnitude and factors associated with of suicidal beahviors in highschool 

adolesents. 

REC Ref number:  

Thanks a lot for your consideration to be part of this study. The researcher is obliged to provide 

you with explanation of the study prior to getting your consent to participate.  Please make sure 

addressing any queries you have regarding the information you gathered from the Information 

Sheet or the provided explanations with the researcher prior to making a decision to participate. 

We will provide you with a copy of this consent document to retain to refer to whenever needed. 

 I recognize that this project is part of a postgraduate degree and fulfills part of the requirements 

for a subspecialty certificate in child and adolescent psychiatry. 

 It was made clear for me if I want for myself or for my child to stop taking part in this project 

anymore, I can inform the researchers and exit the study the moment I decided to do so without 

providing a reason. Additionally, I understood as I can takeout my data or my son‘s/daughter‘s 

data  until it is published.  

 I consent to the processing of my personal or my son‘s/daughter‘s information as outlined to me. 

It is clear for me as such data will bemanaged according to the nation‘s data protection 

regulations. 

 If I or my child is chosen for a more detailed interview, I consent to the interview being audio 

recorded. 

 The report format of the information you provided will be published. Be assured that 

confidentiality and anonymity will be preservedensuring that you can‘t be identifies in any 

published materials. 

 I give my consent to the researchers to use the anonymized data in the future for researches. 
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Participant of the study’s Aggreement  

I ____________acknowledge as I have got enough explanation about the study and I consent to 

participate in it. I have read about the study from the notes provided above and the Information 

document and got good understanding about what the study involves. 

Signature______________ Date_______________ Tel.Number______________ 

Name of primary care giver_______________ Tel. Number_____________________ 

Testimony of a witness for a participant who is not literate: 

I _____________acknowledge as ____________ have got enough explanation about the study 

and he/she consent to participate in it. The reasearchers have read for him/her about the study 

from the notes provided above and the Information document and he/she has got good 

understanding about what the study involves. 

Signature______________ Date_______________ Tel.Number______________ 

Name of primary care giver_______________ Tel. Number_____________________ 

Participant’s care giver Statement 

I ______________care giver of student _____________ acknowledge as I have got enough 

explanation about the study and I consent forhim/her to participate in it. I have read about the 

study from the notes provided above and the Information document and got good understanding 

about what the study involves. 

Signature______________ Date_______________ Tel.Number______________ 

Investigator’s Statement: 

I, Dr Dureti kassim, affirm that I have fully outlined the nature, requirements and any possible 

risks (if relevant) of the proposed study to the study subject. 

Signature _______________________ Date___________________________ 



55 

 

Appendix II.  Participant Information Sheet and Informed consent form, Amharic version 

ሀ) የተሳታፉዎች የመረጃ ቅጽ 

የትምህርት ክፍለ REC Reference Number:  

የዚህ የመረጃ ቅፅ አንዴ ኮፒ ይሰጥሀሌ/ይሰጥሻሌ 

የፕሮጀክቱ ርእስ:  በሁሇተኛ ዯረጃ ትምህርትቤት ያለ ተማሪዎች እራስን የማጥፊት ባህሪያት መጠን እና ከእሱጋር ቁርኝት ስሊሊቸው 

ነገሮች 

ዋናተመራማሪ: _ድ/ር ደሬቲ ቃሲም(ሳይካትሪስት) 

ሱፐርቫይዘር: ድ/ር ፍቅርተ ግርማ እና ድ/ር አወቀ ምህረቱ 

ማስተባበሪያ ቢሮ: አዱስ አበባ ዩኒቨርሲቲ፤ የሕክምና ትምህርት ቤት፤ የሥነ አእምሮ ትምህርት ክፍሌ 

በዚህ የምርምር ፕሮጀክት ሊይ እንዴትፇሌ/እንዴትካፇዪ ሌንጋብዝህ/ሽ እንፇሌጋሇን። መሳተፍ ያሇብህ/ሽ ፍቃዯኛ ከሆንክ/ሽ ብቻ 

ነው፡፡በዚህ ጥናት ሊሇመካፇሌ መምረጥህ/ሽ በምንም መንገዴ የሚዯርስብህ/ሽ ጉዲት የሇም። በዚህ ምርምር ሇመካፇሌ ከመወሰንህ/ሽ 

በፉት ምርምሩ ሇምን እየተዯረገ እንዯሆነና ተሳትፎ ማዴረግ ምን ነገሮችን እንዯሚያካትት መረዲት አስፇሊጊ ነው። እባክህ/ሽ ጊዜ 

ወስዯህ/ሽ የሚከተለትን መረጃዎች በጥንቃቄ አንብብ/ቢ፤ ከፇሇግክ/ሽ ከላልች ጋር ሌትወያይበት ትችሊሇህ/ሽ። ግሌጽ ያሌሆነ ጉዲይ ካሇ 

ወይም መረጃ እንዱጨመርልት ካስፇሇጎት እኛን መጠየቅ ይችሊለ፡፡ 

ጥናቱ የሚካሄዯዉ በአዱስአበባ ዩኒቨርስቲ ነው። 

የጥናቱ ዓሊማ 

እራስን ምጥፊት እና እራስን የማጥፊት ባህሪያት አሇም አቀፍ የማህበረሰብ የጤና ችግር ናቸው፡፡ በአሇም ሊይ ከሚከሰቱት እራስን 

ማጥፊቶች 77% የሚሆኑት አነስተኛ ነዯ መካከሇኛ ገቢ ባሊቸው ሀገራት ውስጥ ነው የሚከሰተው፡፡እራስን እራስን የማጥፊት ችግር 

በሁለም የእዴሜ ዯረጃ ያለ ሰዎችን የሚያጠቃ ሲሆነ በጉርምስና እዴሜ ሊይ ያለ ሰዎችን ግን የበሇጠ የተጠቁ የማህበረሰቡ ክፍሌ 

ናቸው፡፡ ሇዚህ ችግር እንዯ ማስጠንቀቂያ ሉያገሇግለ የሚችለ ብዙ አጋሊጭ ነገሮች፡፡ ይሁን እንጂ አብዛኛው እራስን ማጥፊት 

በሚከሰትባቸው ሀገራት በችግሩ ዙሪያ የመረጃ እጥረት አሇ፡፡ ይህ ጥናት የተዘጋጀው በ2ኛ ዯረጃ ትምህርት ቤት የሚማሩ በጉርምስና 

እዴሜ ያለ ተማሪዎች ስሇ እራስን የማጥፊት ባህሪያት ችግር መጠንና ከእሱ ጋር ተያያዥነት ያሊቸው ነገሮች አከባቢያዊ መረጃ ሇመፍጠር 

እና ይህንን መረጃ፡፡በተጨማሪም ይህ መረጃ ችግሩን ሇመከሊከያ ተገቢ የሆኑ ዘዳዎችን ሇመቀየስ እነዱጠቅም ታስቦ ነው፡፡ 

ሇጥናቱ የምንመሇምሇው ማንን ነው? 

ከ9ኛ እስከ 12ኛ ክፍሌ የሚገኙ የሁሇተኛ ዯረጃ ትምህርት ቤት ተማሪዎች ይመሌማለ 

በዚህ ጉዲይ ሇመካፇሌ ከተስማሙ ምን ይሆናለ? 

ይህ ጥናት መጠይቆችን በማስሞሊት ይሰራሌ፡ እርስዎም በጥናቱ ሇመሳተፍ ፍቃዯኛ ከሆኑ መጠይቆቹን በራሶት ይሞሊለ፡ ጥያቄዎቹን 

ሇመመሇስ በአማካይ 30-40 ዯቂቃ ይፇጃሌ 

በጥናቱ በመሳተፎ ምክንያት የሚመጡ ጉዲቶች፦በዚህ ጥናት ከመሳተፍ ጋር ተያይዘው የሚመጡ የጎለ ጉዲቶች የለም።ነገረ ግን 

ሇጥያቄዎቹ መሌስ ሲሰጡ ምናሌባት አንዲንዴ ጥያቄዎች በህይወትዎ ውስጥ ያጋጠምዎትን ጥሩ ያሌሆኑ አጋጣሚዎች እና 
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ሉያስታውሱዋቸው የማይፇሌጉዋቸውን ትዝታዎች ሉቀሰቅሱ ይችሊለ። በተጨማሪም ሇላሊ ጉዲይ ሉያውለት  ከሚችለትን ሰአት 

በጥናቱ ሊይ ይውሊሌ። 

በጥናቱ ሉገኙ የሚችለ ጥቅሞች፡ የተገኘው መረጃ በኢትዮጵያም ሆነ በላልች ተመሳሳይ ሀገራት የአዕምሮ ጤና አገሌግልትን ሇማሻሻሌ 

እንዯሚረዲ ተስፊ እናዯርጋሇን። አጠቃሊይ ጥናቱ ከተጠናቀቀ በኋሊ ያገኘነውን ውጤት ስብሰባ ሊይ እንዴትገኙ በመጋበዝ፣ በራሪ 

ወረቀቶችን በመስጠት አሉያም በትምህርት ቤቱ ውስጥ ያገኘነውን ውጤት በአካባቢው ውስጥ ሊለ ማህበረሰቦች በማሳወቅ እናዱዯርሳቹ 

እንዯርጋሌ።  

ግሊዊነት እና ምስጢራዊነት - ይህ የጥናቱ መረጃ በሚስጥር ይያዛሌ። መጠይቆቹ ሊይ ስሞ ሣይሆን ኮዴ ነው የምንጠቀመው አይጠቀስም: 

ነገር ግን ምናሌባት የጤናዎጉዲይ የህክምና እርዲታ ያስፇሌገዋሌ ተብል ከታሰበ እርሶን መሌሶ ሇማግኘት ይረዲ ዘንዴ ሇተሳትፎ 

ፇቃዴኝነቶትን የፇረሙብተ ቅጽ ሊይ የመጠይቆ ኮዴ የሚሞሊ ይሆናሌ፡፡ የግሌ መረጃዎ ተቆሌፎበት ዋናው ተመራማሪ ጋር ብቻ 

በሚስጥር ይቀመጣሌ። የምርምሩ ውጤት ይፊ ሲዯረግ ማንነቶትን ሉያሳውቅ የሚችሌ መረጃ በምንም መሌኩ ይፊ አይዯረግም። 

የተሳትፎ ፇቃዴኝነት- ተሳትፎ በፇቃዯኝነት ሊይ የተመሰረተ ነው።በምርምሩ ሇመካፇሌ ፇቃዯኛ ከሆኑ ቀጥልየሚሰጦት የፇቃዯኝነት 

ስምምነት ሊይ ይፇርማለ።   

ከእናንት የተሰበሰበውን መረጃ ምን እናዯርግበታሇን- የዚህ ጥናት ውጤት በጥናቱ ሇተሳተፈ ትምህርት ቤቶች እን ይህ ጥናት እንዱሳሇጥ 

ሊዯረጉ ዴርጅቶች ሁለ ይቀርባሌ ።በተጨማሪም በሳይንሳዊ ስብሰባዎች ሊይ የሚቀርብ እና በሳይንሳዊ መጽሄቶች(ጆርናልች) ሊይ 

ይታተማሌ. 

ጥያቄዎች እና ስጋቶች  

በጥናቱ ዙሪያ ጥናቱ ከነጀመሩ በፉት፣ ጥናቱ እየተካሄዯ እያሇ ወይም ጥናቱ ካሇቀ በሁዋሊ ማንኛውንም ጥያቄ የመጠየቅ እና ሇጥያቄዎቾ 

መሌስ ከዋናዋ ተመራማሪ ድ/ር ደሬቲ ቃሲም የማግኘት መብት አልት።    

ዋና ተመራማሪ: ድ/ር ደሬቲ ቃሲም. ከሰኞ እስከ ዓርብ በስራ ሰዓት በጥቁር አንበሳ ሆሰፒታሌ በስነአዕምሮ ህክምና ክፍሌ ሉያገኙኝ 

ይችሊለ   

በዚህ ሇመካፇሌ ወይም ሊሇመሳተፍ የመወሰን መብት የእርስዎ ነው።በዚህ ሇመካፇሌ ከወሰኑም በሁዋሊ በማንኛውም ጊዜም ሆነ ምንም 

ምክንያት ሳይሰጡ ተሳትፎዎን የማቆም ነፃነት አሇዎት። 

ይህ ጥናት በማንኛውም መንገዴ ጉዲት ካዯረሰባችሁ ከዚህ በታች ያለትን አዴራሻ በመጠቀም ዝርዝር ምክሮችና መረጃዎች ማግኘት 

ይችሊለ፤ 

 የስነ-አእምሮ ህክምና ክፍሌ, የጤና ሳይንስ ኮላጅ, አዱስአበባ ዩኒቨርስቲ   

 ስሌክቁጥር:  …………… 

 ጥናቱ እስኪታተም ዴረስ መረጃዎቾን ከጥናቱ ማውጣት  ይችሊለ ። 

 በዚህ ጥናት ሇመካፇሌ ከወሰኑ, ይህ የመረጃ ቅጽ እንዱወስደት የሚሰጦት ሲሆን ሇተሳትፎ የፇቃዯኝነት መጠየቂያ ቅጽ እንዱፇርሙ 

ይጠየቃለ፡፡ 
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ሇ) የፇቃዯኝነት መጠየቂያ ቅጽ 

ስሇጥናቱ ማብራሪያ የተዘጋጀውን የመረጃ ቅጽ ካነበቡ ወይም ከሰሙ በሁዋሊ እባክዎን ይህንን ቅጽ ይሙለ፡፡  

የጥናቱ ርእስ:  በሁሇተኛ ዯረጃ ትምህርትቤት ያለ ተማሪዎች እራስን የማጥፊት ባህሪያት መጠን እና ከእሱጋር ቁርኝት ስሊሊቸው ነገሮች 

REC Ref number:  

በዚህ ጥናት ሇመካፇሌ ስሊሰባችሁ አመሰግናችኋሇሁ ። የጥናቱ አስተባባሪ በዚህ ሥራ ሇመካፇሌ ከመስማማትዎ በፉት ስሇ ፕሮጀክቱ 

እንዱያስረዲዎት ይጠበቃሌ።  ከመረጃ ወረቀት ወይም ቀዯም ሲሌ ከቀረበው መረጃ ጥያቄ ከኖሮት፤ ሇመሳተፍ ወይም ሊሇመሳተፍ 

ከመማቀድት አስቀዴመው እባክዎ ጥናቱን አዴራዚውን ሰው ይጠይቁ፡፡ በየትኛውም ወቅት ሇመመሌከት እንዱችለ የዚህን ስምምነት 

ፎርም ቅጂ ይሰጥዎታሌ። 

የጥናቱአስተባባሪ በዚህ ሥራ ሇመካፇሌ ከመስማማትዎ በፉት ስሇ ፕሮጀክቱ ሇእርስዎ ማስረዲት ይኖርበታሌ።  ከመረጃ 

ወረቀትወይምቀዯምሲሌከተሰጠዎት ማብራሪያ የሚነሱ ጥያቄዎች ካለዎት፤ ሇመሳተፍ ወይም ሊሇመሳተፍ ከመወሰንዎ በፉት እባክዎ 

ተመራማሪውን ይጠይቁ፡፡ እንዱያስቀምጡት እና በማንኛውም ጊዜ ሇመመሌከት እንዱችለ የዚህን ስምምነት ፎርም ቅጂ ይሰጥዎታሌ። 

 ይህ የምርምር ስራ በሌጆች እና ወጣቶች ስነአእምሮ ጤና የሰብ ስፔሻሉቲ ዴህረ ምረቃ ዱግሪ ከፉሌ ማማያ የሚሰራ እንዯሆነ 

ተረዴቻሇሁ፡፡ 

 ከዚህ በኋሊ ተሳትፎ ማዴረግ ካሌፇሌኩ ወይም ሌጄ በዚህ ፕሮጀክት ሊይ እንዱሳተፍ ካሌፇሌኩ ጉዲዩ ሇሚመሇከታቸው ተመራማሪዎች 

ማሳወቅና ምንም ምክንያት ሳይሰጥ ወዱያውኑ ከጥናቱ መዉጣት እንዯምችሌ ተረዴቻሇሁ። ከዚህም በተጨማሪ፤ መረጃዎቼ 

እስኪታተሙ ዴረስ ከጥናቱ ማውጣት እንዯምችሌ ተረዴቻሇሁ ። 

 ሇተገሇፁሌኝ ዓሊማዎች የግሌ መረጃዎቼን ሇመስጠት እስማማሇሁ።  እንዱህ ዓይነቱ መረጃ በሀገሪቱ የመረጃ ጥበቃ ዯንብ መሰረት 

እንዯሚስተናገዴ ገብቶኛሌ። 

 የሰጡን መረጃ እንዯ ሪፖርት ይታተማሌ። እባክዎን ምስጢራዊነቱ እና ማንነትዎ በማይታወቅ መሌኩ እንዯሚዘጋጅና እና ከማንኛውም 

ጽሑፍ የእርስዎን ማንነት ሇይቶ ማወቅ እንዯማይቻሌ ሌብ ይበለ፡፡ 

 የምርምር ቡዴኑ ወዯፉት ሇሚዯረጉ ምርምሮች ስምሳይገሇጽ መረጃዎችን ሉጠቀም ይችሊሌ በሚሇው ሐሳብ እስማማሇሁ። 

የተሳታፉ ስምምነት መግሇጫ 

እኔ________________________ከሊይ  የተገሇጸው ጥናት  በሚገባ ስሇተብራራሌኝ በጥናቱ ሇመካፇሌ ስምምነቴን ሰጥቻሇሁ 

።ከሊይ የተከተቡትን ማስታወሻዎችም ሆነ ስሇጥናቱ መረጃ ቅጽ አንብቤ፣ የምርምር ጥናቱ ምን እንዯሚያካትት ተረዴቼአሇሁ። 

ፉርማ_______________________  ቀን________________________________ስ.ቁ-

__________________________ 

የዋና አሳዲጊ ስም________________________________________ስ.ቁ__________________________ 
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የምስክር ቃሌ (መፃፍ እና ማንበብ  ሇማይችሌ የጥናቱ ተሳታፉው) 

እኔ_____________________________ ከሊይ የተገሇጸው ጥናት  በሚገባ ሇ__________________ (ተሳታፉ) 

እንዯተብራራሊትና በጥናቱ ሊይ ሇመሳተፍ መስማማቷን ተመሌክቻሇሁ።  ከሊይ የተፃፈት ማስታወሻዎችም ሆኑ ስሇፕሮጀክቱ 

የኢንፎርሜሽን ወረቀት ሇተሳታፉዋ ተነበዉሊታሌ። የምርምር ጥናቱ ምን እንዯሚያካትትም ተረዴታሇች። 

ፉርማ_______________________________________________          

ቀን________________________________ 

የዋና አሳዲጊ ስም________________________________________ስ.ቁ__________________________ 

 

የተሳታፉ ወሊጅ/ አሳዲጊ ስምምነት መግሇጫ 

እኔ____________________________________________የተማሪ ______________________ወሊጅ/ አሳዲጊ 

ከሊይ የተጠቀሰው የምርምር ፕሮጀክት በሚገባ ስሇተብራራሌኝ ሌጄ በጥናቱ እንዱካፇሌ/እንዴትካፇሌ ተስማምቻሇሁ።ከሊይ የተጻፈትን 

ማስታወሻዎችም ሆነ ስሇፕሮጀክቱ መረጃ ቅጽ አንብቤ፣ የምርምር ጥናቱ ምን እንዯሚያካትት ተረዴቼአሇሁ። 

ፉርማ_______________________  ቀን________________________________ስ.ቁ-

__________________________ 

 

የምስክር ቃሌ የተሳታፉ ወሊጅ/ አሳዲጊ መፃፍ የማይችሌ ከሆነ) 

እኔ___________________________________________________________________ 

ከሊይ የተጠቀሰው የምርምር ፕሮጀክት በሚገባ ሇ__________________ (ተሳታፉ) እንዯተብራራሊትና በጥናቱ ሊይ ሇመሳተፍ 

መስማማቷን ተመሌክቻሇሁ።  ከሊይ የተፃፈት ማስታወሻዎችም ሆኑ ስሇፕሮጀክቱ የኢንፎርሜሽን ወረቀት ሇተሳታፉዋ ተነበዉሊታሌ። 

የምርምር ጥናቱ ምን እንዯሚያካትትም ተረዴታሇች። 

ፉርማ_______________________________________________          

ቀን________________________________ 

ሐ) የተሳታፉዎች ተማሪዎች ወሊጆች/ አሳዲጊዎች የመረጃ ቅጽ 

Department REC Reference Number:  

የዚህ የመረጃ ቅፅ አንዴ ኮፒ ይሰጥዎታሌ 

የፕሮጀክቱ ርእስ:  በሁሇተኛ ዯረጃ ትምህርትቤት ያለ ተማሪዎች እራስን የማጥፊት ባህሪያት መጠን እና ከእሱጋር ቁርኝት ስሊሊቸው 

ነገሮች 

ዋናተመራማሪ: _ድ/ር ደሬቲ ቃሲም(ሳይካትሪስት)
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ሱፐርቫይዘር: ድ/ር ፍቅርተ ግርማ እና ድ/ር አወቀ ምህረቱ 

ማስተባበሪያ ቢሮ: አዱስ አበባ ዩኒቨርሲቲ፤ የሕክምና ትምህርት ቤት፤ የሥነ አእምሮ ትምህርት ክፍሌ 

በዚህ የምርምር ፕሮጀክት ሊይ ሌጅዎ እንዱካፇሌ/እንዴትካፇሌ ሌንጋብዛት እንፇሌጋሇን። ሌጅዎ በጥናቱ መሳተፍ ያሇበት/ያሇባት እሱ/እሳ 

ፍቃዯኛ ከሆነ/ከሆነች እና እርሶም ከፇቀደ ብቻ ነው፡፡ሌጅዎ በጥናቱ ሊሇመካፇሌ መምረጣችሁ በምንም መንገዴ ሌጅዎ ሊይ የሚዯርስበት 

ጉዲት የሇም። ሌጅዎ በዚህ ጥናት እንዱካፇሌ ከመወሰንዎ በፉት ምርምሩ ሇምን እየተዯረገ እንዯሆነና ሌጅዎ በጥናቱ ተሳትፎ 

ማዴረጉ/ምዴረጋ ምን ነገሮችን እንዯሚያካትት መረዲት አስፇሊጊ ነው። እባክዎ ጊዜ ወስዯው የሚከተለትን መረጃዎች በጥንቃቄ ያንብቡ፤ 

ከፇሇጉ ከላልች ጋር ሉወያዩበት ይችሊለ። ግሌጽ ያሌሆነ ጉዲይ ካሇ ወይም መረጃ እንዱጨመርልት ካስፇሇጎት እኛን መጠየቅ ይችሊለ፡፡ 

ጥናቱ የሚካሄዯዉ በአዱስአበባ ዩኒቨርስቲ ነው። 

የጥናቱ ዓሊማ 

እራስን ምጥፊት እና እራስን የማጥፊት ባህሪያት አሇም አቀፍ የማህበረሰብ የጤና ችግር ናቸው፡፡ በአሇም ሊይ ከሚከሰቱት እራስን 

ማጥፊቶች 77% የሚሆኑት አነስተኛ ነዯ መካከሇኛ ገቢ ባሊቸው ሀገራት ውስጥ ነው የሚከሰተው፡፡እራስን እራስን የማጥፊት ችግር 

በሁለም የእዴሜ ዯረጃ ያለ ሰዎችን የሚያጠቃ ሲሆነ በጉርምስና እዴሜ ሊይ ያለ ሰዎችን ግን የበሇጠ የተጠቁ የማህበረሰቡ ክፍሌ 

ናቸው፡፡ ሇዚህ ችግር እንዯ ማስጠንቀቂያ ሉያገሇግለ የሚችለ ብዙ አጋሊጭ ነገሮች፡፡ ይሁን እንጂ አብዛኛው እራስን ማጥፊት 

በሚከሰትባቸው ሀገራት በችግሩ ዙሪያ የመረጃ እጥረት አሇ፡፡ ይህ ጥናት የተዘጋጀው በ2ኛ ዯረጃ ትምህርት ቤት የሚማሩ በጉርምስና 

እዴሜ ያለ ተማሪዎች ስሇ እራስን የማጥፊት ባህሪያት ችግር መጠንና ከእሱ ጋር ተያያዥነት ያሊቸው ነገሮች አከባቢያዊ መረጃ ሇመፍጠር 

እና ይህንን መረጃ፡፡በተጨማሪም ይህ መረጃ ችግሩን ሇመከሊከያ ተገቢ የሆኑ ዘዳዎችን ሇመቀየስ እነዱጠቅም ታስቦ ነው፡፡ 

 

ሇጥናቱ የምንመሇምሇው ማንን ነው? 

ከ9ኛ እስከ 12ኛ ክፍሌ የሚገኙ የሁሇተኛ ዯረጃ ትምህርት ቤት ተማሪዎች ይመሌማለ 

በዚህ ጥናት ሌጅዎ እንዱካፇሌ/እንዴትካፇሌ ከተስማሙ ምን ይሆናለ? 

ይህ ጥናት መጠይቆችን በማስሞሊት ይሰራሌ፡ ሌጅዎም በጥናቱ ሇመሳተፍ ፍቃዯኛ ከሆነ/ች እና እርሶም ከፇቀደ ሌጅዎ መጠይቆቹን 

በራሱ/በራሷ ይሞሊሌ/ትሞሊሇች፡ ጥያቄዎቹን ሇመመሇስ በአማካይ 30-40 ዯቂቃ ይፇጃሌ 

በጥናቱ በመሳተፎ ምክንያት የሚመጡ ጉዲቶች፦በዚህ ጥናት ከመሳተፍ ጋር ተያይዘው የሚመጡ የጎለ ጉዲቶች የለም።ነገረ ግን 

ሇጥያቄዎቹ መሌስ ሲሰጡ ምናሌባት አንዲንዴ ጥያቄዎች ሌጅዎ በህይወቱ ውስጥ ያጋጠመው ጥሩ ያሌሆኑ አጋጣሚ እና ሉያስታውሳቸው 

የማይፇሌጋቸው ትዝታዎች ሉቀሰቅሱ ይችሊለ። በተጨማሪም ሇላሊ ጉዲይ ሉያውሇው  ከሚችለትን ሰአት በጥናቱ ሊይ ይውሊሌ። 

በጥናቱ ሉገኙ የሚችለ ጥቅሞች፡ የተገኘው መረጃ በኢትዮጵያም ሆነ በላልች ተመሳሳይ ሀገራት የአዕምሮ ጤና አገሌግልትን ሇማሻሻሌ 

እንዯሚረዲ ተስፊ እናዯርጋሇን። አጠቃሊይ ጥናቱ ከተጠናቀቀ በኋሊ ያገኘነውን ውጤት ስብሰባ ሊይ እንዴትገኙ በመጋበዝ፣ በራሪ 

ወረቀቶችን በመስጠት አሉያም በትምህርት ቤቱ ውስጥ ያገኘነውን ውጤት በአካባቢው ውስጥ ሊለ ማህበረሰቦች በማሳወቅ እናዱዯርሳቹ 

እናዯርጋሌ።  

ግሊዊነት እና ምስጢራዊነት - ይህ የጥናቱ መረጃ በሚስጥር ይያዛሌ። መጠይቆቹ ሊይ የሌጅዎ ስም ሣይሆን ኮዴ ነው የምንጠቀመው: ነገር 

ግን ምናሌባት የሌጆ የጤና ጉዲይ የህክምና እርዲታ ያስፇሌገዋሌ ተብል ከታሰበ እርሶን መሌሶ ሇማግኘት ይረዲ ዘንዴ ሌጅዎ በጥናቱ 
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ሇተሳትፎ ፇቃዴኝነቶትን የፇረመበት ቅጽ ሊይ የመጠይቁ ኮደ የሚሞሊ ይሆናሌ፡፡ ሌጅዎ የግሌ መረጃ ተቆሌፎበት ዋናው ተመራማሪ ጋር 

ብቻ በሚስጥር ይቀመጣሌ። የምርምሩ ውጤት ይፊ ሲዯረግ የሌጅዎ ማንነትን ሉያሳውቅ የሚችሌ መረጃ በምንም መሌኩ ይፊ 

አይዯረግም። 

የተሳትፎ ፇቃዴኝነት- ተሳትፎ በፇቃዯኝነት ሊይ የተመሰረተ ነው።ሌጅዎ በምርምሩ እንዱካፇሌ ፇቃዯኛ ከሆኑ ቀጥል በሚሰጦት 

የፇቃዯኝነት ስምምነት ሊይ ይፇርማለ።   

ከእናንት የተሰበሰበውን መረጃ ምን እናዯርግበታሇን- የዚህ ጥናት ውጤት በጥናቱ ሇተሳተፈ ትምህርት ቤቶች እን ይህ ጥናት እንዱሳሇጥ 

ሊዯረጉ ዴርጅቶች ሁለ ይቀርባሌ ።በተጨማሪም በሳይንሳዊ ስብሰባዎች ሊይ የሚቀርብ እና በሳይንሳዊ መጽሄቶች(ጆርናልች) ሊይ 

ይታተማሌ. 

ጥያቄዎች እና ስጋቶች  

በጥናቱ ዙሪያ ጥናቱ ከመጀመሩ በፉት፣ ጥናቱ እየተካሄዯ እያሇ ወይም ጥናቱ ካሇቀ በሁዋሊ ማንኛውንም ጥያቄ የመጠየቅ እና ሇጥያቄዎቾ 

መሌስ ከዋናዋ ተመራማሪ ድ/ር ደሬቲ ቃሲም የማግኘት መብት አልት።    

ዋና ተመራማሪ: ድ/ር ደሬቲ ቃሲም. ከሰኞ እስከ ዓርብ በስራ ሰዓት በጥቁር አንበሳ ሆሰፒታሌ በስነአዕምሮ ህክምና ክፍሌ ሉያገኙኝ 

ይችሊለ   

በዚህ ጥናት ሊይ ሌጅዎ እንዱካፇሌ ወይም እንዲይካፇሌ የመወሰን መብት የእርስዎ እና የሌጅዎ ነው። ሌጅዎ በዚህ እንዱካፇሌ ከወሰኑም 

በሁዋሊ በማንኛውም ጊዜም ሆነ ምንም ምክንያት ሳይሰጡ ሌጅዎ ተሳትፎዎውን የማስቆ ነፃነት አሇዎት። 

ይህ ጥናት በማንኛውም መንገዴ ሌጅዎ ሌይ ጉዲት ካዯረሰ ከዚህ በታች ያለትን አዴራሻ በመጠቀም ዝርዝር ምክሮችና መረጃዎች ማግኘት 

ይችሊለ፤ 

 የስነ-አእምሮ ህክምና ክፍሌ, የጤና ሳይንስ ኮላጅ, አዱስአበባ ዩኒቨርስቲ   

 ስሌክቁጥር:  …………… 

 ጥናቱ እስኪታተም ዴረስ መረጃዎቾን ከጥናቱ ማውጣት ይችሊለ ። 

 በዚህ ጥናት ሌጅዎ እንዱካፇሌ ከወሰኑ, ይህ የመረጃ ቅጽ እንዱወስደት የሚሰጦት ሲሆን ሇተሳትፎ የፇቃዯኝነት መጠየቂያ ቅጽ 

እንዱፇርሙ ይጠየቃለ፡፡ 
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Appendix III. Structured English version Questionnaire 

1. Study subject demographic related variables  

SN Questions Classifications 

101.  How old are you?  __________years 

102.  Gender  Male ------1       Female ------2 

103.    Educational status at the moment 9
th

 grade------------1      

10
th

 grade----------2       

11
th

 grade----------3        

12
th

 grade----------4 

104.  What was your rank in your class last year?  ________________ 

105.  How did you feel about your  result(rank)                   Good------------1 

Medium---------2 

Not good-------3 

106.  How many days were you not in school in the 

previous month? 

 

---------------days 

107.  What faith do you follow? Muslim----------1 

Orthodox-------2 

Protestant -----3 

Catholic --------4 

Other (specify)------5 

108.  In what relationship condition are you currently? Single ----------------1 

In a relationship-----2  

Married ---------------3 

Divorced--------------4 

Widowed -------------5 

Other((specify) ------6 

109.  What is your family‘s relative wealth? Below other families in your 

living area--------1 

Below other families in your 

living area--------2 

Above other families in your 

living area--------3                                            

110.  With whom are you living currently? Alone--------------------1 

With my family--------2 

With relatives---------3 

With my friend(s)-----4 

Others(specify)-------5 
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2. Suicidal behavior screening- CIDI Suicide- questionnaire 

SN  Questions  Classifications 

 The next few questions are about thoughts of hurting yourself. 

201.  Have you ever seriously thought about 

committing suicide? 

Yes...................1      No...............2 

Don‘t know.......8      Refused ......9 

 If the answer is yes 

How old were you the first time this happened? 

_______ Years old  

Don‘t know.................998 

Refused ......................999 

202.  Have you seriously thought about committing 

suicide at any time in the past 12 months? 

Yes...................1      No...............2 

Don‘t know.......8      Refused ......9 

 If the answer is yes 

How old were you the last time this experience 

happened to you? 

_______ Years old  

Don‘t know.................998 

Refused ......................999 

203.  Have you ever made a plan for committing 

suicide? 

Yes...................1      No...............2 

Don‘t know.......8      Refused ......9 

 If the answer is yes 

How old were you the first time this happened? 

_______ Years old  

Don‘t know.................998 

Refused ......................999 

204.  Did you make a plan for committing suicide at 

any time in the past 12 months? 

Yes...................1      No...............2 

Don‘t know.......8      Refused ......9 

 If the answer is yes 

 

How old were you the last time this experience 

happened to you? 

___________Years old 

Don‘t know.................998 

Refused ......................999 

205.  Have you ever attempted suicide? Yes...................1      No...............2 

Don‘t know.......8      Refused ......9 

 If the answer is yes 

How many times have you attempted suicide in 

your lifetime? 

______Number of times 

Don‘t know..................998 

Refused .......................999 

206.  How old were you the first time? ___________Years old 

Don‘t know.................998 

Refused ......................999 
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207.  There are three statements i will read out loud. 

Please tell me which of these three statements 

best describes 

Your situation when you attempted suicide the 

first time – one, two, or three? 

 

―one, i made a serious attempt to kill myself and 

it was only luck that i did not succeed.‖ 

―two, i tried to kill myself, but knew that the 

method was not fool-proof.‖ 

―three, my attempt was a cry for help, i did not 

intend to die.‖ 

I made a serious attempt to kill myself and 

it was only luck that i did not succeed ......1 

I tried to kill myself, but knew that the 

method was not fool-proof .......2 

My attempt was a cry for help. I did not 

intend to die.............3 

Don‘t know.................8 

Refused .....................9 

208.  Have you attempted suicide in the past 12 

months? 

Yes...................1      No...............2 

Don‘t know.......8      Refused ......9 

 How old were you (when/the last time) you 

attempted suicide? 

 

__________ Years old 

Don‘t know..... ....998  

Refused .... ......999 

209.  Did it result in an injury or poisoning? Yes...................1      No...............2 

Don‘t know.......8      Refused ......9 

210.  Did it require medical attention? Yes...................1      No...............2 

Don‘t know.......8      Refused ......9 

211.  Did it require overnight hospitalization? Yes...................1      No...............2 

Don‘t know.......8      Refused ......9 
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212.  There are three statements i will read out loud. 

Please tell me which of these three statements 

best describes your situation when you attempted 

suicide (the last time) – one, two, or three? 
 

―one, i made a serious attempt to kill myself and 

it was only luck that i did not succeed.‖ 
 

―two, i tried to kill myself, but knew that the 

method was not fool-proof.‖ 
 

―three, my attempt was a cry for help, i did not 

intend to die.‖ 

I made a serious attempt to kill myself and 

it was only luck that i did not succeed ......1 

I tried to kill myself, but knew that the 

method was not fool-proof .......2 

My attempt was a cry for help. I did not 

intend to die.............3 

Don‘t know...............8 

Refused ....................9 

213.  What method did you use? (just give me the 

letter.) 

A. Gun............. ..................1 

B. Razor, knife or other sharp 

instrument..... ...............2 

C. Overdose of prescription 

medications........................3 

D. Overdose of over-the-counter 

medications ................4 

E. Overdose of other drug (e.g. Heroin, 

crack, alcohol) .........5 

F. Poisoning (e.g. Carbon monoxide, rat 

poison)............6 

G. Hanging, strangulation, suffocation..7 

H. Drowning... ......................8 

I. Jumping from high places .....9 

J. Motor vehicle crash ....... ...10 

K. Other (please describe) ........11 

Don‘t know ..................98 

Refused...................................99 
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 3.  Study subjects Social Support  - Oslo Social Support Scale,OSSS-3    

 SN  Questions  Classifications 

301.  How easy is it to get practical help from your 

family or relatives if you should need it? 

Very difficult ------------------------1 

Difficult----- -------------------------2 

Possible -----------------------------3 

Easy ----------------------------------4 

Very easy----------------------------5 

302.  How many people are so close to you that you can 

count on them if you have great personal 

problems? 

None----------------------------------1 

1-2-------------------------------------2 

3-5-------------------------------------3 

More 5--------------------------------4 

303.  How much interest and concern do people show 

in what you do? 

None ----------------------------------1 

Little-----------------------------------2  

Uncertain-----------------------------3  

Some----------------------------------4  

A lot------------------------------------5 

 

 4. Mental illness realted screening questionnaire 

           A) Depression screening questions – PHQ 9 teen version  

SN  Questions Classifications 

How often have you been bothered by each of the 

following symptoms during the past two weeks? 

Not At 

All  

[0] 

Several 

Days  

[1] 

More Than 

Half the 

Days [2] 

Nearly 

Every Day 

[3] 

401.  Feeling down, depressed, irritable, or 

hopeless? 

    

402.  Little interest or pleasure in doing things?     
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403.  Trouble falling asleep, staying asleep, or 

sleeping too much? 

    

404.  Poor appetite, weight loss, or overeating?     

405.  Feeling tired, or having little energy?     

406.  Feeling bad about yourself – or feeling 

that you are a failure, or that you have let 

yourself or your family down? 

    

407.  Trouble concentrating on things like 

school work, reading, or watching TV? 

    

408.  Moving or speaking so slowly that other 

people could have noticed? 

Or the opposite – being so fidgety or 

restless that you were moving around a 

lot more than usual? 

    

409.  Thoughts that you would be better off 

dead, or of hurting yourself in some way? 

    

410.  In the past year have you felt depressed 

or sad most days, even if you felt okay 

sometimes? 

Yes  No 

0 1 

411.  If you are experiencing any of the 

problems on this form, how difficult have 

these problems made it for you to do 

your work, take care of things at home or 

get along with other people? 

Not 

difficult 

at all  

Somewhat 

difficult 

Very 

difficult  

Extremely 

difficult 

0 1 2 3 
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B)  Anxiety screening questions-   GAD 7 

SN  Questions Classifications 

Over the last 2 weeks, how often have you been 

bothered by any of the following problems? 

Not at all 

[0] 

Several 

Days 

[1] 

More than 

half the 

days [2] 

Nearly every 

day 

[3] 

412.  Feeling nervous, anxious or on edge 0 1 2 3 

413.  Not being able to stop or control worrying 0 1 2 3 

414.  Worrying too much about different things 0 1 2 3 

415.  Trouble relaxing 0 1 2 3 

416.  Being so restless that it is hard to sit still 0 1 2 3 

417.  Becoming easily annoyed or irritable 0 1 2 3 

418.  Feeling afraid as if something awful might 

happen 

0 1 2 3 

 

5. Substance use related screening -ASSIST questionnaire  

SN Questions  Classifications 

501 In your life, which of the following substances have you ever used (non-medical use only)? 

 1. Tobacco products (cigarettes, chewing tobacco, cigars, 

etc.)  

0.No    1.Yes  

2. Alcoholic beverages (beer, wine, spirits, etc.)  0.No    1.Yes  

3. Amphetamine-type stimulants   0.No    1.Yes  

4. Cannabis (marijuana, pot, grass, hash, etc.)  0.No    1.Yes  

5. Tramadol or other drugs  0.No    1.Yes  

If all answers are ―No‖ to all items, stop interview. If  the answer is ―Yes‖ to any of these items, 

answer the following questions 
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502 In the past three months, how often have you 

used the substances you mentioned (first 

drug, second drug, etc)? 

Never  Once 

or 

twice 

monthly weekly Daily or 

almost 

daily 

 1. Tobacco products (cigarettes, chewing 

tobacco, cigars, etc.)  

0 2 3 4 6 

2. Alcoholic beverages (beer, wine, spirits, 

etc.)  

0 2 3 4 6 

3. Amphetamine-type stimulants   0 2 3 4 6 

4. Cannabis (marijuana, pot, grass, hash, 

etc.)  

0 2 3 4 6 

5. Tramadol or other drugs  0 2 3 4 6 

 

7.  History of mental illness and suicide in the Family 

SN  Questions Classifications 

701.  Do you have anyone in your close family member with mental 

illness history?  

1)No      2)Yes 

702.  Is there anyone in your close family member has substance 

addiction (including alcohol)? 

1)No      2)Yes 

703.  Did anyone in your close family has suicide attempt history?  1)No      2)Yes 

704.  Did any member of your close family commit suicide? 1)No      2)Yes 
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8. Physical illness related screening of the study participants 

SN Questions Classifications 

801.  Do you have history of any chronic physical (medical) illness?  1)Yes  2)No 

 

9- Bullying victimization screening -    Forms of Bullying Scale Victimization Version (FBS-

V) 

SN Questions  Classification 

How often were you bullied (including 

cyberbullying) by one or more young 

people in the following ways 

This did not 

happen to 

me 

[1] 

 

Once or 

twice  

 

[2] 

Every 

few 

weeks  

 

[3] 

About 

once a 

week 

 [4] 

Several times 

a 

week or more 

[5] 

901.  I was TEASED in nasty ways 1 2 3 4 5 

902.  SECRETS were told about me to 

others to hurt me 

1 2 3 4 5 

903.  I was hurt by someone trying to 

BREAK UP A FRIENDSHIP 

1 2 3 4 5 

904.  I was MADE TO FEEL AFRAID 

by what someone said he/she 

would do to me 

1 2 3 4 5 

905.  I was deliberately HURT 

PHYSICALLY by someone and/or 

by a group GANGING UP on me 

1 2 3 4 5 

906.  I was CALLED NAMES in nasty 

ways 

1 2 3 4 5 

https://scales.arabpsychology.com/s/victimization/
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907.  Someone told me he/she 

WOULDN‘T LIKE ME UNLESS I 

DID what he/she said 

1 2 3 4 5 

908.  My THINGS were deliberately 

DAMAGED‚ DESTROYED or 

STOLEN 

1 2 3 4 5 

909.  Others tried to hurt me by 

LEAVING ME OUT of a group or 

NOT TALKING TO ME 

1 2 3 4 5 

910.  LIES were told and/or FALSE 

RUMOURS spread about me by 

someone‚ to make my friends or 

others NOT LIKE me 

1 2 3 4 5 



71 

 

Appendix IV. Structured Amharic version Questionnaire  

ክፍሌ አንዴ- ስሇማህበራዊና ስሇህዝባዊ ሁኔታ የሚመሇከቱ ጥያቄዎች:: 

ተ.ቁ   ጥያቄ ምርጫዎች  

101.  እዴሜህ/ሽ---- ስንት ነው? -------አመት/በሙለ አመት ይገሇፅ  

102.  ፆታህ/ጾታሽ ምንዴን ነው? ወንዴ------1     ሴት--------2   

103.  የትምህርት ዯረጃህ/ሽ ምን ያህሌ ነው? 9ኛ ክፍሌ-----------1      

10ኛ ክፍሌ---------2      

1ኛ ክፍሌ-----------3     

12ኛ ክፍሌ---------4 

104.  ባሇፇው ዓመት ከክፍሌህ ስንተኛ ዯረጃ ወጣህ/ሽ?  ________________ 

105.  ከዯረጃህ ጋር በተያያዘ ምን   ተሰማህ? ጥሩ-----------------1 

መካከሇኛ-----------2 

ጥሩ ያሌሆነ--------3 

106.  ባሇፇው ወር ውስጥ ስንት ቀን ከትምህርት ቤት ቀርተሀሌ/ሻሌ? ----------------- ቀናት 

107.  ሀይማኖትህ/ሽ ምንዴን ነው? ሙሰሉም-----------1     

ኦርቶድክስ----------2                   

ፕሮቴስታንት-------3 

ካቶሉክ-------------4 

ላሊ ካሇ ይገሇፅ-----5 

108.  በአሁኑ ወቅት የጋብቻ ሁኔታህ/ሽ እንዳት ነው? ያሊገባ ወይም ያሊገባች------------1  

ያሌተጋቡ ጥንድች-----2 

ያገባ ወይም ያገባች-----------------3 

የተፊታ ወይም የተፊታች--------------4  

ሚስት የሞተችበት/ባሌ የሞተባት-----5          
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ላሊ ካሇ (ይገሇፅ-------6 

109.  ጠቅሊሊ የቤተሰብህ/ሽ የሀብት መጠን በአካባቢው ካለ ላልች 

ቤተሰቦች ጋር ሲወዲዯር ምን ያህሌ ነው? 

1) ያነሰ ነው 

2) ተመጣጣኝ ነው 

3) የበሇጠ ነው                                                                                                                                  

110.  በአሁን ሰዏት የምትኖረው ከማን ጋር ነው? ብቻዬን----------------1 

ከቤተሰቦቼ ጋር--------2 

ከዘመዴ ጋር-----------3 

ከገዯኛዬ/ ከገዯኞቼ ጋር-------------4 

ላሊ ካሇ (ይገሇፅ)------5 

 

ክፍሌ 2. እራስን ከማጥፊት ባህሪያት ጋር የተያያዙ ማጣሪያ ጥያቄዎች - CIDI Suicide- questionnaire 

ተ.ቁ   ጥያቄዎች መሌስ ሉሆኑ የሚችለ ምርጫዎች  

 ከዚህ ቀጥሇው የሚመጡት ጥቂት ጥያቄዎች እራስን ስሇመጉዲት ሀሳቦች  ናቸው፡፡ 

201.  በህይወት ዘመንህ/ሽ እራስህን ስሇማጥፊት በቁምነገር 

አስበህ/ሽ ታውቃሇህ/ሽ 

1) አዎ                                    2) አይዴሇም   

8) አሊውቅም                           9) ፍቃዯኛ አይዴሇሁም 

 መሌሱ አዎ ከሆነ  

ይህ ሀሳብ ሇመጀመሪያ ጊዜ ሲከሰት እዴሜህ/ሽ ስንት 

ነበር 

_______ ዓመት  

998) አሊውቅም                 999) ፍቃዯኛ አይዴሇሁም 

202.  ባሇፈት 12 ወራት ውስጥ  እራስህን/ሽን  ስሇማጥፊት 

በቁምነገር አስበህ/ሽ ታውቃሇህ/ሽ 

1) አዎ                                    2) አይዴሇም   

8) አሊውቅም                           9) ፍቃዯኛ አይዴሇሁም 

 መሌሱ አዎ ከሆነ  

ይህ ሀሳብ ሇመጨረሻ ጊዜ ሲከሰትብህ/ሸ እዴሜህ/ሽ 

ስንት ነበር? 

_______ ዓመት  

998) አሊውቅም                 999) ፍቃዯኛ አይዴሇሁም 

203.  በህይወት ዘመንህ/ሽ እራስህን ስሇማጥፊት እቅዴ 

አውጥተህ/ሽ  ታውቃሇህ/ሽ 

1) አዎ                                    2) አይዴሇም   

8) አሊውቅም                           9) ፍቃዯኛ አይዴሇሁም 
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 መሌሱ አዎ ከሆነ  

ይህ ሀሳብ ሇመጀመሪያ ጊዜ ሲከሰት እዴሜህ/ሽ ስንት 

ነበር 

_______ ዓመት  

998) አሊውቅም                 999) ፍቃዯኛ አይዴሇሁም 

204.  ባሇፈት 12 ወራት እራስህን ሇማጥፊት እቅዴ 

አውጥተህ/ሽ  ታውቃሇህ/ሽ 

1) አዎ                                    2) አይዴሇም   

8) አሊውቅም                           9) ፍቃዯኛ አይዴሇሁም 

 መሌሱ አዎ ከሆነ  

ይህ ሀሳብ ሇመጨረሻ ጊዜ ሲከሰት እዴሜህ/ሽ ስንት 

ነበር? 

_______ ዓመት  

998) አሊውቅም                 999) ፍቃዯኛ አይዴሇሁም 

205.  በህይወት ዘመንህ/ሽ እራስህን ስሇማጥፊት ሞክረህ/ሽ 

ታውቃሇህ/ሽ 

1) አዎ                                    2) አይዴሇም   

8) አሊውቅም                           9) ፍቃዯኛ አይዴሇሁም 

 መሌሱ አዎ ከሆነ  

በህይወት ዘመንህ/ሽ እራስህን/ሽን ስሇማጥፊት ስንት ጊዜ 

ሞክረህ/ሽ ታውቃሇህ/ሽ 

_______ ዓመት  

998) አሊውቅም                 999) ፍቃዯኛ አይዴሇሁም 

206.  የመጀመሪያ ጊዜ እዴሜህ/ሽ ሰንት ነበር 

 

_______ ዓመት  

998) አሊውቅም                 999) ፍቃዯኛ አይዴሇሁም 

207.  ሇመጀመሪያ ጊዜ እራስህን/ሽን ስሇማጥፊት በሞከርክ/ሽ 

ጊዜ የነበርክበትን /የነበርሽበትን ሁኔታን ከነዚህ ሶስት 

ኣረፍት ነገሮች ውስጥ የትኛው በዯንብ እንዯሚገሌጽ 

እባክህን/ሽን ንገረኝ/ንገሪኝ 

1) እራሴን ሇማጥፊት በጽኑ ሞክሬ ነበር እና የእዴሌ ጉዲይ ሆኖ ነው 

ያሌተሳካሌኝ 

2) እራሴን ሇማጥፊት ሞክሬ ነበር ነገር ግን የተጠቀምኩት መንገዴ 

አስተማማኝ እንዲሌ ነበረ አውቅ ነበር 

3) ሙከራዬ እርዲታ የማግኘት ሇቅሶ ነበር, የመሞት እቅዴ 

አሌነበረኝም 

8) አሊውቅም 

9) ፍቃዯኛ አይዴሇሁም 

208.  ባሇፈት 12 ወራት እራስህን የማጥፊት ሙከራ አዴርገህ 

ታውቃሇህ/ታውቂያሇሽ 

1) አዎ                                    2) አይዴሇም   

8) አሊውቅም                       9) ፍቃዯኛ አይዴሇሁም 

 እራስህን/እራስሽን የማጥፊት ሙከራ ሇመጨረሻ ጊዜ 

ስታዯርግ/ስታዯርጊ እዴሜህ/ሽ ስንት ነበር? 

_______ ዓመት  

998) አሊውቅም                 999) ፍቃዯኛ አይዴሇሁም 
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209.  ጉዲት ወይም መመረዝ አዴርሷሌ? 

 

1) አዎ                                 2) አይዴሇም   

8) አሊውቅም                        9) ፍቃዯኛ አይዴሇሁም 

210.  የህክምና እርዲታ አስፇሌጎታሌ? 

 

1) አዎ                                 2) አይዴሇም   

8) አሊውቅም                        9) ፍቃዯኛ አይዴሇሁም 

211.  በሆስፒታሌ ማዯር አስፇሌጎት ነበር?                          

 

1) አዎ                                 2) አይዴሇም   

8) አሊውቅም                        9) ፍቃዯኛ አይዴሇሁም 
212.  ሇመጀጨረሻ ጊዜ እራስህን/ሽን ስሇማጥፊት በሞከርክ/ሽ 

ጊዜ የነበርክበትን /የነበርሽበትን ሁኔታን ከነዚህ ሶስት 

ኣረፍት ነገሮች ውስጥ የትኛው በዯንብ እንዯሚገሌጽ 

እባክህን/ሽን ንገረኝ/ንገሪኝ፡  

1) እራሴን ሇማጥፊት በጽኑ ሞክሬ ነበር እና የእዴሌ ጉዲይ ሆኖ ነው 

ያሌተሳካሌኝ‖ 

2) እራሴን ሇማጥፊት ሞክሬ ነበር ነገር ግን የተጠቀምኩት መንገዴ 

አስተማማኝ እንዲሌ ነበረ አውቅ ነበር 

3) ሙከራዬ እርዲታ የማግኘት ሇቅሶ ነበር, የመሞት እቅዴ 

አሌነበረኝም 

8) አሊውቅም 

9) ፍቃዯኛ አይዴሇሁም 

213.  ምን ዘዳዎችን ተጠቀምክ/ተጠቀምሽ? (የመጨረሻውን 

ንገረኝ/ንገሪኝ  

 

1). ሽጉጥ  

2)ምሊጭ ቢሊዋ ወይም ላሊ ስሇታማ መሳሪያዎች 

3)በባሇሙያ የታዘዙ መዴሀኒቶችን ከመጠን በሊይ በመውሰዴ 

4)በባሇሙያ ያሌታዘዙ መዴሀኒቶችን ከመጠን በሊይ በመውሰዴ 

5)ላሊ መዴሀኒቶችን ከመጠን በሊይ በመውሰዴ (ምሳላ 

ሄሮይን፣ክራክ፣አሌኮሌ) 

6) መመረዝ (ምሳላ ካርበን ሞኖኦክሳይዴ፣ የአይጥ መርዝ)  

7) መሰቀሌ፣ መታነቅ፣ መታፇን 

8) በውሀ መስመጥ 

9) ከከፍታ ቦታ መዝሇሌ 

10) የሞተር ተሸከርካሪ ግጭት 

11) ላሊ(ይገሇጽ)___________________________ 

98)አሊውቅም 

99)ፍቃዯኛ አይዴሇሁም  
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ክፍሌ 3- ኦስል 3 አይተም ማህበራዊ ዴጋፍ መመዘኛ ጥያቄዎች 

ተ.ቁ    ጥያቄዎች መሌስ ሉሆኑ የሚችለ ምርጫዎች  

301.  ከቤተሰቦችሽ/ህ, ከዘመድችህ ወይም ከጎረቤቶችህ 

እርዲታ/ዴጋፍ ቢያስፇሌግህ/ሽ ማግኘት ምን ያህሌ ቀሊሌ 

ነው? 

በጣም አስቸጋሪ-----1      አስቸጋሪ --------2 

ቀሊሌም ባይሆን የሚቻሌ--------------------3 

ቀሊሌ ---------4        በጣም ቀሊሌ---------5 

302.  ከፍተኛ ችግር ቢያጋጥምዎ የቅርብ የሆኑ እና ይረደኛሌ 

ብሇው የሚተማመኑባቸው ምን ያህሌ ሰዎች ይኖራለ? 

ምንም---------------------------------------1 

1-2-------------------------------------------2 

3-5-------------------------------------------3 

5+--------------------------------------------4 

303.  ላልች ሰዎች ስሇ እርሶ ጉዲይ ምን ያህሌ ግዴ ይሊቸዋሌ 

ወይም ያስቡሌዎታሌ? 

ምንም -------1                 ትንሽ----------2  

አሊውቅም----3                  የተወሰነ ------4  

በጣም -------5 

ከፍሌ-4 ከአዕምሮ ህመም ጋር የተያያዙ መጠይቆች 

4.1 ስሇ ዴብርት ስሜቶች ማጣሪያ መጠይቅ- ፒኤች ኪው 9 ቲን ቨርቨን -PHQ-9 teen version 

ተ.ቁ ጥያቄዎች መሌስ ሉሆኑ የሚችለ ምርጫዎች  

 ባሇፈት ሁሇት ሳምንታት ከታች በተዘረዘሩት ገጠመኞች 

ምን ይህሌ ተቸግረው ነበር 

በፍፁም  

[0] 

ብዙ ቀናት  

[1] 

ከግማሽ  

ቀናት በሊይ [2] 

በየቀኑ 

[3] 

401.  የበታችነት፣የጭንቀት፣የመዯበር ወይንም ተስፊ 

የመቁረጥ ስሜት ነበረዎት? 

    

402.  ነገሮችን ሲሰሩ ፍሊጎትዎ ወይም የሚያገኙት ዯስታ 

በጣም ትንሽ (እምብዛም) ነበረ? 

    

403.  እንቅሌፍ ሇመተኛት ወይም ተኝቶ የመቆየት ችግር 

ወይንም ብዙ ከመጠን በሊይ የመተኛት ችግር 

ነበረዎት? 

    

404.  የምግብ ፍሊጏት አሇመኖር ወይንም በጣም ብዙ     
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የመብሊት ችግር ነበረብዎት?  

405.  ዴካም የመሰማት ወይንም አቅም የማነስ ሁኔታ 

ነበረዎት? 

    

406.  ራስዎን የመጥሊት ወይም ዋጋ የሇኝም ብል የማሇት 

ወይም ራሴንም ሆነ ቤተሰቤን አሳዝኛሇሁ የሚሌ 

ስሜት ተሰምትዎት ነበር?  

    

407.  በሚሰሩት ስራ ሊይ ሃሳብዎን መሰብሰብ/ ትኩረት 

መስጠት አስቸግርዎት ነበር? (ሇምሳላ፣ ከሰዎች ጋር 

ሲጨዋወቱ ትኩረት ሰጥቶ ማዲመጥ) 

    

408.  ሇላልች ሰዎች አስኪታወቅ ዴረስ በእንቅስቃሴዎ 

ወይም በንግግርዎ በጣም ቀስ ብሇው ነበር 

ወይም 

ሇላልች ሰዎች እስኪታወቅ ዴረስ መረጋጋት አቅትዎት፣ 

አንዴ ቦታ አርፎ መቀመጥ ወይም መቆም እስከማይችለ 

ዴረስ ሆነው ነበር? 

    

409.  ከምኖር ብሞት ይሻሇኛሌ ብሇው አስበው ወይም 

ራስዎን በሆነ መንገዴ ሉጎደ አስበው ነበር? 

    

410.  አሁን ከተነጋገርነው በተጨማሪ ባሇፈት 12 ወራት 

ውስጥ ሁሇት ሳምንትና ከዚያ በሊይ የቆየ የመዯበር/ 

የመዯበት እና በብዙ ነገሮች ፍሊጎት ማጣት ተሰምቶት 

ነበር? 

አዎን  

 

አይ 

0 1 

411.  ከሊይ ከተዘረዘሩት ጥያቄዎች መካከሌ ሇአንዲቸውም 

አዎ የሚሌ ምሊሽ ከሰጡ የሚከተሇውን ጠይቅ በእነዚህ 

ችግሮች ምክንይት ስራዎን ሇመስራት፣ የቤት 

ሀሊፉነትዎን ሇመወጣት ወይም ከሰዎች ጋር 

ተስማምተው ሇመኖር ም7ን ያህሌ አስቸጋሪ ሆኖብዎት 

ነበር? 

በጭራሽ 

አሌተቸገርኩም 

 

በመጠኑ ተቸግሬ 

ነበር 

በጣም ተቸግሬ ነበር 

 

እጅግ በጣም ተቸግሬ 

ነበር 

0 1 2 3 

 

 



77 

 

3.2 ስሇ ስሇ ጭንቀት ስሜቶች ማጣሪያ መጠይቅ- ጄኤዱ ሰቨን- GAD-7 version 

ተ.ቁ ጥያቄዎች መሌስ ሉሆኑ የሚችለ ምርጫዎች  

 ባሇፈት 2 ሳምንታት ውስጥ በሚከተለት ችግሮች ምን ያህሌ 

ጊዜ ተረብሸዋሌ? 

 

በፍፁም ብዙ ቀናት ከግማሽ 

ቀናት በሊይ 

በየቀኑ 

412.  ስሇ የተሇያዩነ ገሮች ከመጠን በሊይ መጨነቅ 0 1 2 3 

413.  ጭንቀትን ማቆም ወይም መቆጣጠር አሇመቻሌ 0 1 2 3 

414.  ዘና ሇማሇት መቸገር      0 1 2 3 

415.  በጣም እረፍት የላሇው መሆን ወይም ዝም ብል መቀመጥ 

ከባዴ መሆን   

0 1 2 3 

416.  በቀሊለ የሚናዯዴ ወይም ብስጩ መሆን     0 1 2 3 

417.  አንዴ አስከፉ ነገር እንዯሚከሰት የመፍራት ስሜት 0 1 2 3 

418.  የመረበሽ ስሜት፣ የመስጋት ወይም በተጠንቀቅ የመሆን 

ስሜት      

0 1 2 3 

 ከነዚህ ከጠቀስናቸው ችግሮች አጋጥሞዎት ከነበር፡ ችግሮቹ 

ስራዎትን ሇመስራት፡ ቤትዎ ያሇን ነገር ሇመንከባከብ፡ ራስዎን 

ሇመጠበቅ ወይንም ከላልች ሰዎች ጋር ባሇዎት ግንኙነት 

ሇእርስዎ ምን ያህሌ አስቸጋሪ ነበሩ? 

ምንም 

አስቸጋሪ 

አሌነበሩም 

 

0 

በተወሰነ 

ዯረጃ ብቻ 

 

1 

በጣም 

አስቸጋሪ 

ነበሩ 

 

2 

እጅግ 

በጣም 

አስቸጋሪ 

ነበሩ 

3 

ክፍሌ 5: የመጠጥ ፥ ማጨስና ዕጽ ተጠቃሚነት መሇኪያ(መማዕተመ 3.1) 

ተ.ቁ ጥያቄዎች መሌስ ሉሆኑ የሚችለ ምርጫዎች  

501.  ከሚከተሇት ውስጥ በህይወት ዘመንዎ የትኛውን ንጥረ ነገር ተጠቅመዋሌ? 

  አሌተጠቀምኩም ተጠቅሜያሇሁ 

 1. የትምባሆ ምርቶች /ሺሻ፤ሲጋራ፤የሚታኘክ ትመባሆ፤ኮሸ 0 1 

 2. የአሌኮሌ መጠጦች /ጠሊ፣ጠጅ፣አረቄ፣ቢራ፣ወይን፣ወዘተ 0 1 
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 3. ጫት 0 1 

 4. ሀሺሽ፥ ጋንጃ፥ ካናቢስ፥ ዊዴ 0 1 

 5. ትራማድሌ ወይም ላሊ መዴሀኒት 0 1 

502.  የሁሇም ጥያቄዎች መሌስ አሌተጠቀምኩም ከሆነ የሚከተለትን ጥያቄዎች ዘሇው ወዯ ክፍሌ 5 ይሂደ። ሇአንዴ ወይም ከዚያ በሊይ 

ጥያቄ ―ተጠቅሜያሇሁ‖ የሚሌ መሌስ ከሰጡ የሚከተለትን ጥያቄዎች ይመሌሱ። 

  በጭራሽ አንዴ ወይም 

 ሁሇት ጊዜ 

በየወሩ  በየሳምንቱ  

 

በየቀኑ (ከሞሊጎዯሌ 

በየቀኑ 

 1. የትምባሆ ምርቶች /ሺሻ፤ሲጋራ፤የሚታኘክ 

ትመባሆ፤ኮሸ 

0 2 3 4 6 

 2. የአሌኮሌ 

መጠጦች/ጠሊ፣ጠጅ፣አረቄ፣ቢራ፣ወይን፣ወዘተ 

0 2 3 4 6 

 3. ጫት 0 2 3 4 6 

 4. ሀሺሽ፥ ጋንጃ፥ ካናቢስ፥ ዊዴ 0 2 3 4 6 

 5. ትራማድሌ ወይም ላሊ መዴሀኒት 0 2 3 4 6 

 

ክፍሌ-7. የቤተሰብ አዕምሮ ህመም እና እራስን አጥፍቶ መሞት ታሪክ ጋር የተያያዘ መጠይቅ 

No  Questions Coding classification 

701.  ከቅርብ ቤተሰብ የሚታወቅ የአይምሮ ህመም ያሇበት ሰው አሇ? 1)የሇም        2)አሇ 

702.  ከቅርብ ቤተሰብ ውስጥ ሱስ አምጪ ንጥረ ነገሮችንአሌኮሌን ጨምሮ) በብዛት 

የሚጠቀም(ሱስ ያሇበት) ሰው አሇ? 

1)የሇም        2)አሇ 

703.  ከቅርብ ቤተሰብ ራሱን ሇማጥፊት ሞክሮ የሚያውቅ ሰው አሇ? 1)የሇም        2)አሇ 

704.  ከቅርብ ቤተሰብ ራሱን አጥፍቶ የሞተ ሰው አሇ? 1)የሇም        2)አሇ 

ክፍሌ-8   ስር የሰዯደ የውስጥ ዯዌ ህመሞች ጋር የተያያዙ ጥያቄዎች 

ተ.ቁ    ጥያቄዎች መሌስ ሉሆኑ የሚችለ ዝርዝሮች  

801.  ስር የሰዯዯ የውስጥ ዯዌ ህመም አሇህ/ሽ? 1)አዎ         2-)የሇኝም 

 



79 

 

ክፍሌ 9- ከማሸማቀቅ (bullying) ጋር የተያያዙ የማጣሪያ ጥያቄወች -    Forms of Bullying Scale 

Victimization Version (FBS-V) 

ተ.ቁ   ጥያቄዎች  መሌስ የሚሆኑ ምርጫዎች 

በሚከተለት መንገድች በአንዴ ወይም በብዙ ሌጆች 

ምን ያህሌ ጊዜ ማሸማቀቅ (bullying) ዯርሶብህ 

ነበር (በኤላክትሮኒክ መገናኛዎች/  

cyberbullying ጨምሮ) 

ይህ በእኔ  

ሊይ  

አሌዯረሰም  

[1] 

አንዳ ወይ  

ሁሇቴ  

ዯርሶብኛሌ  

[2] 

በየጥቂት  

ሳምንታት  

ይዯርስብኛሌ  

 

 

[3] 

በሳምንት  

አንዴ ጊዜ  

ገዯማ  

ይዯርስብኛሌ 

 

 [4] 

በሳምንት ብዙ 

ጊዜ ወይም ከዛ  

በሊይ 

ይዯርስብኛሌ 

    [5] 

901.  በአስቀያሚ መንገድች  

አብሽቀውኝ ነበር 

1 2 3 4 5 

902.  እኔን ሇመጉዲት ስሇ እኔ ሚስጥሮች 

ሇላልች ተነግሯሌ 

1 2 3 4 5 

903.  ጓዯኝነትን ሇማቋረጥ (ሇመጣሊት) 

በሚሞክር ሰው ተጎዴቻሇሁ 

1 2 3 4 5 

904.  የሆነ ሰው እኔ ሊይ  

አዯርስብሀሇሁ ባሇው ነገር የተነሳ 

ፍርሀት እንዱሰማኝ ተዯርጌያሇሁ 

1 2 3 4 5 

905.  በሆነ ሰው እና/ወይም  

በተባበሩብኝ ቡዴኖች  ሆን ተብል 

አካሊዊ ጉዲት ዯርሶብኛሌ 

1 2 3 4 5 

906.  በአስቀያሚ መንገድች ስም ተሰቶኛሌ 

(ተጠርቻሇሁ) 

1 2 3 4 5 

907.  የሆነ ሰው እሱ/እሷ  

ያሇውን/ያሇችውን ካሌፇጸምኩ 

በስተቀር እንዯማይወዯኝ  

ነግሮኛሌ/ነግራኛሇች 

1 2 3 4 5 
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908.  ንብረቶቼ ሆን ተብል  

ተጎዴተዋሌ፣ ወዴመዋሌ ወይም  

ተሰርቀዋሌ   

1 2 3 4 5 

909.  ላልች እኔን ከቡዴን ውስጥ 

በማግሇሌ ወይም ባሇማዋራት  

ሉጎደኝ ሞክረዋሌ    

1 2 3 4 5 

910.  ጓዯኞቼ ወይም ላልች ሰዎች እኔን 

እንዲይወደኝ ሇማዴረግ ስሇ እኔ 

ውሸት ተነግረሯሌ  

እና/ወይም የውሸት  

አለባሌታዎች በሆነ ሰው 

ተሰራጭቷሌ 

1 2 3 4 5 
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