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ABSTRACT

Background: Rheumatic heart disease has a great negative impact on the health-related quality
of life (HRQOL) of children by limiting their physical activity, cognitive and emotional, social,
and academic functioning. Children with RHD have significantly varying HRQOLSs in different
parts of the world. However, there was no study done on HRQOL of children with RHD in the
study.

Objectives: To assess health-related quality of life and associated factors among children with
rheumatic heart disease attending cardiac outpatients at selected public hospitals in Addis Ababa,

Ethiopia, 2024.

Method: An institution-based cross-sectional study, on a sample of 174 participants, and the data
were collected by an interviewer-administered structured questionnaire from February 19 to
March 19, 2024. SPSS version 26 was used for statistical analysis and Epi Data version 4.4 was
used to enter, clean, and code the data. Multivariate ordinal logistic regression analysis was
performed. Statistical significance was declared with P-values of less than 0.05.Pie- chart and

frequency tables were used to display the results.

Results: The study found that 58.6% of the population was female, and the mean age of the
study population was 13.39 = 2.960 SD years. Among study participant, 88 (50.6%) of them had
high HRQOL, 43 (24.7%) of them had poor HRQOL and 43 (24.7%) of them had poor HRQOL.
Children in lower grades, with co-morbidity, and of parent having poor knowledge were more
likely to have poor HRQOL than children at higher school, have no co morbidity, and of parent
having good knowledge respectively. Regular medication, involvement in the mitral valve, and a

small number of medications was less likely had poor HRQOL with a p-value less than .05.

Conclusion: in this study, the HRQOL among children with RHD had varying proportions for
the poor, moderate and high HRQOL. The study showed that attending cardiac outpatients
Children with lower education and co-morbidity had poor performance in all components of
HRQOL in particularly physical components.

Recommendation: Public awareness creation may contribute significantly to improving
pediatric HRQOL, and striving for awareness creation using different methods is crucial.

Keyword: Health Related Quality of Life, Children, Rheumatic Heart Disease



CHAPTER ONE

1. INTRODUCTION

1.1. Background

The term "rheumatic heart disease" (RHD) refers to the long-term damage caused to the heart by
the group A Streptococcus bacterium (GAS). It includes pericarditis, myocarditis, and valvulitis,
and it develops over years after one or more episodes of acute rheumatic fever. RHD is still a

leading cause of illness and death worldwide, particularly in underdeveloped areas (1).

The involvement of the mitral and aortic valves is the most important indicator of rheumatic
heart disease; symptoms affecting the right side of the heart are less common. Across all age
groups, it remains the most common form of acquired heart disease worldwide, accounting for
up to 50% of all occurrences of cardiovascular disease and 50% of all cardiac hospital

admissions in a number of developing countries (2).

Rheumatic heart disease is seven to eight times more common in children without symptoms
than in those with symptoms and is more common in children from low socioeconomic
backgrounds, children with limited access to healthcare facilities, and children exposed to
uncontrolled group A streptococcus bacteria. The prevalence of rheumatic heart disease rises

with age, from 4.7 cases per 1000 at age five to 21.0 cases per 1000 at age sixteen (3).

This particular form of cardiovascular illness is preventable and treatable, but because to the lack
of knowledge around its effects, many children and young people death from it, leading to a
decline in HRQOL(4).The measurement of an individual's standing in life with regard to their
goals, ideals, worries, and the social and cultural context that they live in is called their child's

quality of life (QOL) (5).

HRQOL of children with chronic disease, is not only used to provide insights into the mental,
physical, and social aspects of patient's health, but it also enables monitoring of the outcomes of
interventions, completing the traditional methods based on morbidity and mortality. It is

measured by using the Pediatric Quality of Life Inventory (Pedsql) Cardiac Module (6).



The PedsQL Measurement Model was created as a modular method to assess children's HRQOL.
It was created to combine the advantages of generic and disease-specific approaches, routinely
measuring HRQOL from the viewpoint of children and their parents in line with a consumer-

based approach to the health care system (7)

The multidimensional child self-report and parent proxy-report scales, known as the PedsQL 4.0
general core scales, were created as the general core measure of HRQOL of children that was
validated, and they have been appropriate for both pediatric populations with acute and chronic

health issues as well as healthy school and community groups (8)

Children with rheumatic heart disease experience negative physical, emotional, and social
impacts and developed complications, including infectious endocarditis, embolic events, heart
failure, pulmonary hypertension, and atrial fibrillation, due to a lack of treatment. The disease
also has a lack of public knowledge, resulting in a lack of sustained investment, an undervalued

impact of illness including death (9-11).

Rheumatic heart disease has an unrecognized economic burden that affects the quality of life of
children and their parents. Approximately 320 US dollars per patient per year is expended in
Brazil. In comparison, a secondary preventive program costs 23 US dollars per patient per year.,

Children with RHD who were not operated have significant complications (12,13).

The World Health Organization (WHO) implemented key policies to enhance the quality of life
for children with rheumatic heart illnesses, including increased healthcare accessibility, effective

prevention and management plans, and integrated health systems (14).

In developing nations like Ethiopia, complications of rheumatic heart disease such as heart
failure, arrhythmias, pulmonary hypertension, stroke, systemic embolic events, and infective
endocarditis are common among children (15).The prevalence of RHD in Ethiopia remains
challenging in which all have an effect on HRQOL(16).So this research was needed to assess
health-related quality of life and associated factors among study participants with rheumatic
heart disease attending cardiac outpatients at selected public hospitals in Addis Ababa, Ethiopia,
in 2024.



1.2. Statement of the problem

Thirty-three million people suffer from RHD, worldwide. Sub-Saharan Africa, South Asia, and
Oceania bear the greatest burden, and possibly, cause 1.4 million fatalities, or 7.5% of strokes
(17,18). Rheumatic heart disease is a major cause of cardiovascular death and morbidity during
youth and early adulthood in low- and middle-income countries (19). In Ethiopia, the occurrence
of RHD among young individuals fluctuates from 4.6 to 7.1 per 1000 children (20).RHD raises
the risk of heart failure and stroke, and it produces a permanent disability that reduces the quality

of life for children (21).

Globally, Even though the prevalence of RHD was reduced in developed country (22).RHD has
a great negative impact on the health-related quality of life (HRQOL) of children by limiting
their physical activity and impending growth, altering cognitive and emotional functions,
memory, and concentration problems; stress, anxiety, and depression; failing relationships with
peers, which can impact their self-esteem and confidence; higher rates of school dropout and
absenteeism; and parental work absenteeism, which results in lost earnings (23-25).The
implementation of rheumatic heart disease control plans in low-income countries faces problems
such as limited resources, restricted healthcare access, poverty, underestimation, and a lack of
public knowledge. the HRQOL of children in Egypt was reported as 66.2%, 27.3%, and 6.5%
for moderate, high, and poor, respectively (26).

In Ethiopia, an unpublished descriptive cross-sectional study conducted on Jimma revealed that
38.2%, 25.9%, and 6 (10.9%) had high, moderate, and poor quality of life respectively in which
co-morbidity, poor knowledge about RHD, the educational status of study participants, and the
severity of illness effect on the HRQOL of children with RHD (27) were not included.Hence
these factors were also included in this study. As a result, the aim of the study was to assess the
health-related quality of life and its associated factors among children with rheumatic heart

disease attending cardiac outpatient clinics at selected public hospitals in Addis Ababa.



1.3. Significance of the study

Information on the quality of life of children with RHD is very important for the improvement of
quality care. The findings will help patients understand their HRQOL and identify factors
affecting HRQOL. The findings also help healthcare professionals understand the level of
HRQOL of children and the impacting factors on the HRQOL of RHD children and design
relevant interventions to enhance the HRQOL of children with RHD. Health policymakers can
use this information to improve access to care, support services, and educational materials and
generate evidence for further research and studies to better understand the factors influencing

HRQOL and support future positive advancements in HRQOL.



CHAPTER TWO

2. LITERATURE REVIEWS

2.1. Introduction to health-related quality of life

Quality of life is general well-being as well as aspects of physical, psychological, and social
functioning, and it is essential for evaluating the overall health of adolescents with heart disease
(28,29). The dimensions of health-related quality of life (HRQOL) are composed of emotional,
social, physical, and school functioning (30). Many factors can affect the quality of life of
children with RHD, such as the child's age, sex, level of education, occupation, family income,
residence, severity of illness, morbidity, duration of illness, numbers of admissions, numbers of

medications, benzathine adherence, and knowledge of illness (31)

The Pediatric Quality of Life Inventory (Pedsql) 4.0 general core measures can also be used to
assess the quality of life of children with heart disease by assessing physical, emotional, social,
and role/school functioning in both the child report and parent proxy report, and the Pedsql 3.0

cardiac module addresses issues related to the heart (32,33).

Typically, we have searched several databases, including Pub Med, Google Scholar, and Sci-Hub,
for literature reviews. In addition, we have evaluated the overall HRQOL of children with
rheumatic heart disease using the Pediatric Quality of Life Inventory (Pedsql) 4.0 and have just
used the facility-based cross-sectional study design to gather data for a source of literature
reviews. However, there aren't many studies on children with rheumatic heart disease and their

HRQOL.



2.2. Health related quality of life dimensions

According to a cross-sectional study conducted in Brazil with 56 children and adolescents aged 8
to 16 with rheumatic heart disease, the total score was 70.53%, of which 78.5% had mild or
moderate dysfunction of one or more heart valves. The psychosocial domain, which includes the
emotional, social, and academic domains, had mean QoL scores of 67.1+1.8%, while the
physical domain had mean scores of 76.8+2.0%. This totally shows that the quality of life in

children and adolescents was impaired (34).

According to a study conducted in Uganda with 42 participants, latent RHD was linked to
reduced physical and emotional quality of life in children. Participants who participated in a
monthly support group for six months showed increased health-related quality of life (HRQOL)
scores, physical functioning, social functioning, and school functioning. Peer-support groups
were found to normalize decreased HRQOL scores and increase RHD disease knowledge and

social support (35).

A descriptive research design conducted in Egypt with 60 preparatory school students who were
diagnosed with rheumatic fever and registered in school health files showed that the subjects'
mean age was 13.35+1.47 years. 68.5% of them belonged to the 13—15 age groups. Out of them,
women made up 79.6%, and 3.7% of the subjects were between the ages of five and eight.72.2%
of the individuals in the study had a moderate quality of life related to their physical condition;
88.9% of them had a high quality of life in terms of their psychosocial status; 59.3% reported
having moderately affected academic success; and 53.7% of them ultimately had a high overall

quality of life (36).



2.3. Factors associated with health-related quality of life
2.3.1. Parent related factors

2.3.1.1. Knowledge about RHD

According to descriptive research conducted in Egypt with the 60 preparatory school students, in
terms of the subjects' overall knowledge, 94.4% of the subjects had poor knowledge, 3.7% had
fair knowledge, and 1.9% had good knowledge, respectively in which 2.7% the study
participants had a poor quality of life, 40.5% the study participants had a moderate quality of
life, and 56.8% of the studied subjects had a good quality of life (36).

2.3.1.2 .Parental Education Level

According to two cross-sectional studies, one in Indonesia, which included 100 children aged 8
to 12 years old, and another in Brazil, which involved 133 study participants aged 5 to 18 years
old who had rheumatic fever, higher parental education levels have been linked to better HRQOL
in children with RHD (37,38)

2.3.1.4 .Family incomes

According to a cross-sectional study done in Brazil on 133 study participants with rheumatic
fever who were between the ages of 5 and 18,in which with the younger (10-14 age) patients
having more limits (54.1%; children from lower socioeconomic backgrounds may have lower

HRQOL scores because they have less access to resources and healthcare (38).

2.3.2. Socio-demographic factors

2.3.2.1 Residence area

A descriptive cross-sectional study was carried out in Egypt's outpatient medical clinics with 100
primary school students (ages 6 to 12). The study reveals that 54% of the population is illiterate,
63% are manual workers, only 13% of households have sufficient income for saving, and 58.6%
of children miss school (39). Indonesia Other study conducted in stated that access to healthcare
services is frequently restricted in rural locations, which can cause delays in diagnosis and

treatment, worsening the disease and negatively affecting HRQOL(40)



2.3.2.2. Gender and Age

According to two cross-sectional studies: one conducted in Indonesia with 100 children aged 8 to
12 years old in which physical function was subjects (100%), emotional function was subjects
(3%), social function was subjects (3%), and school function was subjects (15.1%); another
conducted in Brazil with 133 study participants aged 5 to 18 years old who had rheumatic fever,
males and children (1318 years old) were more likely to have worse HRQOL scores, especially

in the areas of physical health and school function (37,38).

2.3.3. Treatment related factors

2.3.3.1. Number of medication

According to two cross-sectional studies, one was conducted in Brazil with 133 study
participants aged 5 to 18 who had rheumatic fever, and the other was conducted in Indonesia
with 100 children aged 8 to 12 years old. Children's quality of life may be negatively impacted
by erythromycin side effects, which might include diarrhea, an upset stomach, and allergic

reactions (37,38).

A cross-sectional study conducted in Thailand with 210 individuals, patients with rheumatic
disorders, children, and their caregivers, revealed that 46.19% of study participants who had
taken at least one medication and 52.86% had juvenile idiopathic arthritis (JIA) and poor
treatment adherence had a lower health-related quality of life (41).

2.3.4. Disease Related factors

2.3.4.1Comorbid with other diseases

In across-sectional study conducted in Brazil 133 study participants with rheumatic fever
between the ages of 5 and 18 were found to have lower HRQOL. overall, Children with RHD
with malnutrition, especially had lower scores in the domains of physical function and school

function as a common co-morbidity with malnutrition (37,38).

2.3.4.2. Severity

According to two cross-sectional studies, one in Indonesia, which included 100 children aged 8

to 12 years old, and another in Brazil, which involved 133 study participants aged 5 to 18 years



old who had rheumatic fever revealed that children with mitral regurgitation had poorer HRQOL
scores (37,38)

2.3.4.3. Hospital Admissions

A cross-sectional study conducted in Brazil on the parents of 133 patients with rheumatic fever
between the ages of 5 and 18 years revealed that the need for long-term prophylactic treatment,
which includes the uncomfortable administration of intramuscular medication, can have a
negative impact on HRQOL and result in treatment dropout. Children who discontinue therapy

may have worsening symptoms and reduced HRQOL values (38)

Other study conducted in Sudan revealed that a 48% reduction in the number of hospital
admissions related to RHD, demonstrating a good trend in the decline of hospital visits and
hospitalizations, but the HRQOL scores of RHD children who were hospitalized more frequently
were lower, which implies that prolonged hospital stays may have a detrimental effect on

HRQOL(42)
2.3.4.4 Duration of the diagnosis

A Saudi Arabian study found that the length of time it takes to diagnose RHD may have an effect
on HRQOL. In children with RHD, a longer disease duration was linked to a lower HRQOL (43).



2.3. Conceptual framework

This conceptual framework for health-related quality of life and associated factors among
children with rheumatic heart disease attending cardiac outpatients at selected public hospitals in
Addis Ababa is adapted after different literature reviews revealed that the health-related quality
of life (HRQOL) of children with rheumatic heart disease (RHD) can be impacted by a number
of factors. Younger children typically score worse on quality of life than older children.
Compared to men, women typically have lower HRQOL scores. Children in rural areas might

not have as much access to resources and health care, which could lower their quality of life.

Children of parents with higher educational attainment typically exhibit better quality of life
ratings. Children from low-income households could not have as much access to resources and
healthcare, which could lower their quality of life. The HRQOL of children with RHD can be
significantly impacted by several factors, including the number of admissions, severity, duration,
and Co morbidity of disease is associated with poor HRQOL, multiple doses of medication,

which also decreases the HRQOL of children with RHD (31,35,36).
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Figure 1: Schematic presentation to assess health-related quality of life and associated factors
among study participants with RHD attending cardiac outpatients at selected public hospitals in

Addis Ababa, Ethiopia, 2024.

Source: adapted from different literature reviews (31,35,36)
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CHAPTER THREE

3. OBJECTIVES

3.1. General objective

To assess health-related quality of life and associated factors among children with rheumatic
heart disease attending cardiac outpatients at selected public hospitals in Addis Ababa, Ethiopia,
2024.

3.2. Specific objectives
To identify the health-related quality of life of children with rheumatic heart disease attending

cardiac outpatients at selected public hospitals in Addis Ababa, Ethiopia, 2024.

To determine factors associated with the health-related quality of life of children with rheumatic
heart disease attending cardiac outpatients at selected public hospitals in Addis Ababa, Ethiopia,
2024.
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CHAPTE FOUR

4. METHODS AND MATERIALS

4.1. Study area and period

Addis Ababa is the capital city of Ethiopia, and the city is separated into 11 sub-cities. There are
twelve government hospitals and one cardiac center in the city. The Addis Ababa Health Bureau
runs five hospitals; the Federal Ministry of Health runs four; the Ministry of Education runs one;
and the Addis Ababa City Health Bureau's defense force runs two. The study was take place at
the St. Paul Hospital, Tikur anbessa Hospital, St. Peter's Hospital and Ethiopia's Cardiac Center,

that were purposely selected.

St. Paul hospital Millennium Medical College is the second-largest public health hospital in
Ethiopia and one of the tertiary governmental teaching hospitals in Addis Ababa, the capital and
seat of the African Union. The hospital gets referrals, emergency patients, and follow-up patients
from health facilities in the catchment region as well as from other hospitals across the nation.
The hospital can accommodate 350 beds, of which 45 are in the medical wards and 14 are in the
intensive care unit. It features eight normal outpatient departments (OPDs) for medicine, among

other things (45).

Tikur anbessa Specialized Hospital is a tertiary referral hospital that treats between 370,000 and
400,000 patients annually. There are 800 beds in the hospital overall. Additionally, the hospital
serves as a teaching facility for the Addis Ababa University School of Medicine. In addition,
Tikur anbessa Specialized Hospital boasts a well-equipped 20-bed intensive care unit, with 6
beds for surgery, 6 adult medical critical care beds, 4 pediatric intensive care beds, and 4 cardiac

intensive care beds (46).

St. Peter's Specialized Hospital was established in 1963. Twenty-five of the hospital's staff
members are in the medical field. Treatment for tuberculosis and HIV/AIDS patients is its main
responsibility. Additionally, the services offered by ophthalmology, internal medicine, mental
health, pediatrics, dermatology, and maternity and child health are functioning. Currently in

operation at the hospital are a cardiac ward, a cardiac -catheterization laboratory,
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echocardiography, and a critical care unit for cardiac patients requiring emergency care outside
of regular business hours. Serving St. Paul's Hospital Millennium Medical College in Ethiopia,

the service has begun. There are around 100 cardiac patients seen by the hospital each day (46).

Cardiac Center, Ethiopia (Children's Heart Fund of Ethiopia) is a hospital located in Addis
Ababa, and it was established in 1992 within Zewditu Memorial Hospital. It is currently housed
inside Black Lion Specialty Hospital. Patients from all around the nation who need cardiac
intervention can refer to this tertiary referral cardiac facility. A total of 172 employees, including
support staff, are employed. There are six cardiologists, two cardiac surgeons, two cardiac
anesthesiologists, and trained nurses on the heart team in total. Approximately 10,000
individuals have received free treatments from it since it opened for business, and 5600 of them
are pediatric patients. It is selected because it has received 75% of children with cardiac disease

from all parts of the country (47). The study was conducted from February19, March 19, to 2024.

4.2. Study design

Institution - based cross-sectional study design was employed.
4.3. Population

4.3.1. Source population

-All children with cardiac heart disease attending cardiac outpatients at public hospitals in Addis
Ababa, Ethiopia, 2024.

4.3.2. Study population

-All children with RHD attending cardiac outpatients at selected hospitals during the study
period in Addis Ababa, Ethiopia, 2024.

4.4. Inclusion and exclusion criteria

4.4.1. Inclusion criteria
All children aged 8 to 18 years old who have been diagnosed with rheumatic heart disease and

have been under follow-up care for a minimum of three months.

4.4.2. Exclusion criteria

Children recently diagnosed with acute rheumatic fever within the last three months and those
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who are severely ill without family or care givers.

4.5.1. Sample size determination
The sample size is determined by using the following formula.
n= (Z-o/2) p-q)/d

Where: Z-0/2- is the standard normal variable with 95% accuracy and 5% margin of error and its

Value equals 1.96

p- The prevalence of the problem to be studied is 0.5 since the similar studies on this problem

were not available in this study area.

g-Is=1-p

d- Is the margin of error (0.05)

_(196)205x05) _ 50,

Therefore: No 005)2

However, the average number of patients who had regular follow-ups within the previous three
months was not identified, so that the sample size calculation using a correction formula was
not done. Therefore, using a census of one-month patient flow for regular follow-up from the

selected hospitals resulting 174 samples
4.5. Sampling techniques and Sampling procedure

The study was employed in four public cardiac center hospitals in Addis Ababa, which were
purposely selected since the number of children with rheumatic heart disease having regular
follow-up for at least three months on average was very small. The census sampling techniques
were used, and study participants were included in this study through interviews conducted

consecutively during data collection.
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4.6. Operational definitions

Rheumatic Heart Disease: refers to a child diagnosed with RHD in his or her chart at a
cardiac clinic for at least three months.

Children : refers to underage children who are less than 18 years old with RHD (48).
Health-related Quality-of-Life (HRQOL): refers to expectations and perceptions of
children with RHD about their physical, emotional, and social health domains by rating
Pedqol.

High health-related quality of life: is defined as when study participant scored < 50%
(scored from 0-46)of questions related to pediatric Quality-of-Life Inventory
(PedsQLTM)(49).

Moderate health-related quality of life: is defined as when study participant scored as
50-75% (scored from 47—69)of questions related to pediatric Quality-of-Life Inventory
(PedsQLTM) (49).

Low health-related quality of life : is defined as when study participant scored > 75%
(scored from 70-92) of questions related to pediatric Quality-of-Life Inventory
(PedsQLTM)(49).

Severity of RHD: refers to the stage of RHD in children, stated by the doctor at

admission e and classified as 1 = mild, 2 = moderate, and 3 = severe (50).
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4.7. Variables

4.7.1. Dependent variables

e Health-related quality of life of children with rheumatic heart diseases.
4.7.2. Independent variables

Socio-demographic factors

o Age

e Sex

e Place of residence

¢ Education status
Parent factors

e Incomes

e Occupation

e Education status

e Knowledge about illness
Disease factors

e Duration of illness

e Severity of illness

e admission frequency

e Co-morbidity
Treatment factors

Number of medication
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4.8.Data collection Tools and procedure
4.8.1. Data collection tools

The tool is divided into four sections: the first section, 10 questions on the socio-demographic
section, 14 questions on the clinical history section, and 4 questions on knowledge-related
aspects that were all modified by researchers from various literature studies. In the last section,
the pediatric inventory generic version 4.0, which has 23 questions and four components, was
adapted from Dr. James W. Varnit (49). These all comprised semi-structural questionnaires based

on interviews.

Section: Socio-demographic factors: It consist of child's age, sex, level of education, occupation,

and family income, residence

Section two: Clinical characteristics: Clinical characteristics such as severe form of illness,

duration, no of admission, no of medication
Section three: knowledge of Parents regarding to RHD.

Section four:The Pediatric Quality-of-Life Inventory (PedsQLTM) is a brief measure of the
health-related quality-of-life of children, measured by administering a structured questionnaire
on either parents (the Proxy Report) or children and young people (the Self-Report) (51). All
questions of HRQOL were negative. It contain 23- questions regarding to children's physical (8-
questions), emotional (5-questions), social state (5-questions) and school functions (5-questions)

for both child report and parents proxy report.

Scoring system of section four:Pediatric Quality-of-Life Inventory (Pedsql) is categorized on a
5-point Likert scale from 0 (never) to 4 (almost always), in which never = 0 points, almost never
= 1 point, sometimes = 2 points, often = 3 points, and almost always = 4 points. The Likert score
was converted into a range of 0 to 100 Z-scores in accordance with the recommendations of

Pedql 4.0 in which 92 was the score of 23 questions and the mean and standard deviation of 23

_(92-30841) _ \ 001y

questions were calculated as 3.0841 and 1.10485 respectively than z (110485)

The total scores of the quality-of-life module questions ranged from 0-92. so they were

categorized into three levels: high health-related quality of life, level moderate health-related
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quality of life and lower scored as low health-related quality of life (49).

4.8.2. Data collection procedures

Just before beginning data collection, the principal investigator trained four B.Sc. nurses who
have data collection experience and one M.Sc. nurse who serve as supervisor for one day on the
objective of the study and components and contents of the tool, and informed oral consent was
also obtained from caregivers or children. Then, one week before the actual data collection, a
pretest was given out at Yekatit 12 Hospital Medical College, in which this hospital was not
included among the selected hospitals. Semi-structural questionnaires based on interviews
completed by data collectors were used to collect data from study participants after they were

included with consecutive.

4.9. Data quality control

Training was given to five nurses about the research objective, the data collection tool, and its
procedure. The questionnaire was translated to Amharic and then back to English for its

similarity. A pretest was given to 5% of the sample (n =9).

Two data collectors were gathering the pretest. The investigator also checked the completeness
of each questionnaire on a daily basis. And the supervisor supervised the whole data collection
process. The chart was bolded in order to complete any missing variables and to see the severity
of the disease. The patient’s confidentiality was protected as they did not write their name, their
information was not exposed to third parties, and oral consent was obtained from each

participant.

19



4.10. Data processing and analysis

The data was entered, cleaned, and coded by Epi Data version 4.4, and the date was analyzed
using SPSS version 26. The descriptive analysis was done, and the results were described using

descriptive statistics such as frequencies, percentages, means, and standard deviations.

The ordinal logistic regression model is a statistical technique used to analyze the relationship
between independent variables and an ordinal dependent variable that has a natural ordering. The
model fitting of the information was determined to be significant (p = 0.00), and as a whole, it is

a good fit.

Additionally, the goodness of fit was non-significant (p = 0.292), helping to ensure that the
chosen model accurately represents the relationship between the predictors and the ordinal

outcome.

The pseudo-R-square was tested with a Nagelkerke of 0.669 (67%), which provides an indication

of how well the model explains the variation in the dependent variable with higher values.

Lastly, the test of parallel was non-significant (p = 0.964) and used to evaluate whether the
relationship between each independent variable is consistent across different levels of the

dependent.

As a result, the ordinal logistic regression model was used for statistical analysis because the
outcomes have been categorized in an orderly way, like high, moderate, and poor HRQOL, and
bivariate analysis of variables with P-values of less than 0.25 for each variable was included in
multivariate ordinal logistic regressions, and an odd ratio was used to show strength and
direction of association. At the end, variables with p values < 0.05 in multivariate ordinal logistic
regressions were considered significantly associated with health-related quality of life. Finally,

the results were presented in frequency tables and pie charts.
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4.11. Ethical consideration

Ethical approval for this study was obtained from the ethical review board of the department of
nursing, the school of nursing, and midwifery. An official letter was offered from the department
of nursing to selected hospitals to get permission to conduct the study, and study participants

were informed about the objective and purpose of the investigation.

Informed consent was obtained from either caregivers or older children who could self-report
after permission had been obtained from family. All participants were informed that they had the
right not to participate in the study and that they could drop out whenever they wanted to. They
were assured that all data was used for research purposes only and was only analyzed as
aggregate software. The data confidentiality was secured by a password and kept anonymously,

and their information was not shared with others.

4,12, Plan for data dissemination

The findings of the study were submitted to Addis Ababa University repository. Finally, the

manuscript was prepared to be submitted to scientific journals for publication.
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CHAPTER FIVE

5. RESULTS

This study involved a result of 174 study participants, and produced a response rate of 100%.
This section discussed the description of major sections such as socio-demographics, clinical
characteristics, knowledge of parents about RHD, and overall extent of HRQOL. Additionally,

the relationship between factors and HRQOL was discussed.

5.1 Socio-demographic characteristics

Female children comprised above half of the sex category 102(58.6%). Above half of the study
population were in the age group of 13—18, accounting for 104(59.8%).The mean age of the
study population was 13.39 % 2.960 SD years, and the years ranged between 8 and 18 years.

Among children aged 8—12, approximately 4.3%, 4.3%, 4.3%, and 2.9% reported poor HRQOL
concerning physical function, emotional function, emotional social function, and school activity.
Meanwhile, among children aged 13-18, the prevalence of poor HRQOL was notably higher,
with approximately 38.4%, 32.7%, 31.7%, and 34.6% reporting poor HRQOL in relation to

physical function, emotional function, emotional social function, and school activity, respectively.

The majority of the study population was come from rural areas112 (64.4%). Most caretakers
were mothers 61(35.1%), who have no formal education in accounting 25(41.0%), and
housewives 104(59.8%), and 75(43.1%) of parents had good knowledge while 99(56.9%) had a
poor knowledge of about RHD.
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Table 1: Socio-demographic characteristics of study participants with RHD attending cardiac
outpatients at selected public hospitals in Addis Ababa, Ethiopia, 2024

Socio-demographic Category Frequency (n=174) Percent (%)
Factors
Age of children 8-12 70 40.2
13-18 104 59.8
Sex of children Female 102 58.6
Male 72 41.4
Rural 112 64.4
Residence of children Urban 62 35.6
Primary school 124 71.3%
Educational status of children High school 43 24.7%
College 7 4.0%
Mother 61 35.1%
Father 57 32.8%
Educational status of parents Other 36 32.2%
No formal education 25 41.0
Read and write only 12 19.7
Mothers educational level Primary School 8 13.1
Secondary School and Above 16 26.2
No formal education 16 28.0
Father educational level Read and write only 15 256
Primary School 14 24.0
Secondary School and Above 13 22.4
Other care giver educational No formal education 14 25.5
level Read and write only 11 20.0
Primary School 14 25.5
Secondary School and Above 16 29.1
Occupation status of mother House wise 104 59.8%
Self- employed 45 26.9%
Government worker 25 14.4%
Farmer 91 52.3%
Occupation status of Father Self-employed 52 29.9%
Government Worker 31 17.8%
<4374 123 70.7%
Family incomes level 4375-13886 44 25.3%
>13886 7 4%
Poor 100 57.5%
Care giver knowledge Good 74 42.5%
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5.2 .Clinical characteristics

Among the study participants who had cardiac outpatient care for RHD, 131(75.3%) of them
have regular follow-up appointments, and 72(55.0%) have appointments every 1-6 months. More
than half of the participants in the study received more than two types of medication 93(53.4%),
and among the study subjects, who took their medicine 132 (74.9%) as prescribed by their
doctors; 99(75%) of them had taken their medication for longer than twelve months. Additionally,
among children who missed medicine, 42 (24.1%), less than one-quarter 15(35.7%) of them had
missed oral medicine, and above half of the missed medicine was injection-type medication27
(64.3%). Of the 39(23.0%) children with co morbid disease, some had additional co morbidities
such as malnutrition, pulmonary hypertension 27(67.5%), and heart failure 10(25.0%) in the
study participants.
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Table 2: Clinical characteristics of study participants with RHD attending cardiac outpatients at

selected public hospitals in Addis Ababa, Ethiopia, 2024

Clinical Factors

Regular follow

Frequency to visit (131)

Number of medicines

Regularly of medicines

How long taken medicine (132)

Types of missed medicines(42)
Admitted in Hospital

Number of admissions in the hospital
(72)

Involved heart valves

Severity of disease

Comorbidity diseases

Types of co morbidity

Category

Two

More than Two

Yes
No

< 6 month

6__ 12 month
>12 month
Oral (po)
Injection

Yes

No

One
Two

More than Two
Mitral valves

Mitral valves &Aortic valves
Aortic valves
Tricuspid valves

Severe

Moderate
Mild

Yes

No
Hypertension

Heart failure
Others (PAD, Malnutrition)

25

Frequency(n
=174)
131

43
72
59
47
34

93

132
42

10

22
99
15
27
72

102
22
26

24
24

57
61
32

102

51
65
39
135

10
27

Percent

75.3

24.7
55.0
45.0
27.0
19.5

53.4

75.9
24.1

7.6

16.7
75.0
35.7
64.3
414

58.6
30.6
36.1

333
13.8

32.8
35.1
18.4

62.6

29.0
37.4
23.0
77.6
5.0

25.0
67.5



5.5 .Magnitude of Health-Related Quality of Life in Children with RHD
5.5.1. The overall extent of the HRQOL of study participants with RHD

The health-related quality of life among the study participants diagnosed with RHD, receiving
cardiac outpatient care at specific public hospitals in Addis Ababa, were identified as ; 88 (50.6%)
as having a high quality of life, 43 (24.7%) as having a moderate quality of life, and 43 (24.7%)
as having a poor quality of life among 174 study participants.

M High
B Modrate
[ Poor

Figure 2:The overall extent of HRQOL of study participants with RHD attending cardiac
outpatients at selected public hospitals in Addis Ababa, Ethiopia, 2024.
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5.5.2 .The distribution of components of HRQOL for study participants with RHD

In terms of physical functioning, this study found that 43 (24.7%) children with RHD had a poor
HRQOL, and 43 (24.7%) of them had a moderate HRQOL, and 88 (50.6%), high HRQOL.
Similarly, in terms of emotional function, 37 (21.3%) study participants had poor HRQOL, and
41 (23.6%) study participants had moderate HRQO, while around one-third of the study
participants, 96 (55.2%), had a high HRQOL.

In terms of social functioning, about 36 (20.7%),36 (20.7%), and 102 (58.6%) of the study
subjects had poor, moderate, and high HRQOL respectivily.In terms of school activities, around
38 (21.8%) had poor HRQOL, and 32 (18.4%) study participants had moderate HRQOL,
whereas over one-third of study participants, 104 (59.8%), had a HRQOL.

Table 3: The distribution of the component of HRQOL of study participants with RHD attending
cardiac outpatients at selected public hospitals in Addis Ababa, Ethiopia, 2024

Categories Frequency(n=174) Percent
Physical function High 97 55.7
Moderate 34 19.5
Poor 43 24.7
Emotional functions High 96 55.2
Moderate 41 23.6
Poor 37 21.3
Social functions High 102 58.6
Moderate 36 20.7
Poor 36 20.7
School activity High 104 59.8
Moderate 32 18.4
Poor 38 21.8
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5.6. Factors associated with HRQOL

The relationship between independent and dependent variables was analyzed using an ordinal
logistic regression analysis, so variables such as educational status, age, co-morbid illness, and
number of medications taken revealed significant associations with HRQOL among children

with RHD.

Primary school children with RHD were 14.2 times more likely to have higher categories of
HRQOL (poor HRQOL) than the children in high school or college (p = 0.041). Children with
RHD in the age group of (8-12-year-old) were 81.5% less likely to have higher categories of
HRQOL (poor HRQOL) than 13—18-year-old children (p = 0.001) across all aspects of HRQOL.

In terms of clinical factors, RHD sick children with co-morbidity were 19.6 times more likely to
have higher categories of HRQOL (poor HRQOL) than no co-morbidity (p <0.001).However,
children who took one medications were found to be 87.7% less likely to have higher categories
of HRQOL (poor HRQOL) than those taking two or more (p = 0.002) across all aspects of
HRQOL.

In the same way, children receiving regular medication were also 76.9% less likely to have
higher categories of HRQOL (poor HRQOL) than those not taking the medication regularly (p =
0.001), and similarly, children having affected mitral valve only were 83.2% less likely to have
higher categories (poor HRQOL) than those having mitral valves and aortic valves involved

RHD (P = 0.019).

In terms of parents’ knowledge, parents of children with poor knowledge were found to be 3.29
times more likely to have a higher category (poor HRQOL) than the parents with good
knowledge (P =0.007).
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Table 4: Factors associated to HRQOL of study participants with RHD attending cardiac
outpatients at selected public hospitals in Addis Ababa, Ethiopia, 2024.

Items Level of HRQOL Sig.
Cat i - Adjusted odds ratio CI
ategories High Moderate | Poor | (95%)
Age 8-12 62 3 5 0.185(0.069,0.498) 0.001
13-18 2 40 18 Ref
Female 54 29 2% 0.584(0.265 ,1.285) 0.182
Sex Mal Ref
ae 34 21 17
primary school 59 31 14 14.108(1.12,177.523) 0.041
Child
status
College 6 0 | Ref
Number of One 1 4 1 0.123(0.033,0.453) 0.002
medication
Two 18 13 3 0.294(0.108,0.801) 0.017
More than two 23 2% 39 Ref
Regularly Yes 30 29 23 0.231(0.096, 0.556) 0.001
taking
2. Ref
medication No 8 14 20 ¢
Types valves | Mitral Valves 15 3 6 0.168(0.038 ,0.745) 0.019
Mitral-Valves . 2 15 20 0.551(0171,1.770) 0.317
and Aortic
valves
Aortic-Valves 36 16 9 0.621(0.202,1.917) 0.408
Aortic-Valves 15 9 g Ref
Stage’s of Mild 2.803( 1.000, 7.856) | 0.050
. 39 17 9
involved
valves Moderate 29 1 1 1.607(0.597,4.330) 0.348
Severe 20 15 3 Ref
Comorbidity Yes 4 7 )3 19.618(6.53,58.87) 0.000
No 84 36 15 Ref
k;f(())talledge Poor 23 36 36 3.287(1.383, 7.832) 0.007
W
Good 60 6 g Ref

4 Ref: reference Sig: Significant CI; Confidence interval
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CHAPTER SIX

6. DISCUSSION

This quantitative study was conducted to assess the health-related quality of life and identify it’s
associated factors among children with rheumatic heart disease at selected public hospitals in
Addis Ababa. Regarding overall HRQOL, 43 (24.7%) of study subjects with RHD attending
cardiac outpatients had poor HRQOL, respectively. This is in contrast to descriptive research
conducted in Egypt, which showed that 2.7%, of the studied subjects had a poor quality of
life(36).This discrepancy may be due to availability of health care facility.

About 37 (21.3%) of the study participants had poor health-related quality of life (HRQOL) with
regard to emotional functioning. The study conducted in Indonesia found that 16.5% of the study
participants had poor emotional function (37). This disparity might result from a difference in

the family's understanding of the emotional well-being of their children.

Additionally, 38 (21.8%) had a poor HRQOL in relation to school activity. Unlike our study, a
study conducted in Indonesia, found that 85% of the study participants had good school
functions (37).This discrepancy can be the result of educational opportunities, including support

for education and accommodations for being at school.

About 36 (20.7%) of the study participants had a poor HRQOL with regard to social functioning
This was not similar to a study conducted in Indonesia, which reported that 3% of study
participants had poor social function (37) .This disparity because of the community support

system and care giving practices.

In terms of physical functioning, this study found that 43 (24.7%) children with RHD had a poor
HRQOL, which was less affected than the study conducted in Indonesia, which reported that the
physical function of 72.2% of study participants was poorly affected (37).Access to specialized

treatment facilities and support services may be the reason for this discrepancy.

In terms of knowledge, about 56.9% of study participants had poor knowledge about RHD.
However, the cross-sectional study conducted in Egypt found that 94.4% of the study
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participants had poor knowledge(36). Access to information resources such as health care

professionals, media campaigns, and digital resources may be the reason for this discrepancy.

In terms of associated factors, children aged 13—18 had poor HRQOL with respect to physical
function, emotional function, social function, and school activity, respectively which is almost
similar with a cross-sectional study conducted in Brazil revealed that the patients' quality of life

varied, with the younger (10—14 age) patients having more limits (54.1%)(34).

Children having co-morbidity with RHD were 19.6 more likely to have poor HRQOL than
children with RHD having no co morbidity Which is similar to the study done in Brazil and
Indonesia revealed that Children with RHD having malnutrition had lower HRQOL especially in

physical function and school function than children have no malnutrition (37,38).
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6.1 .Strengths and limitations

6.1.1. Strengths

The study was done in multi-center and used multivariate ordinal logistic regression to analysis

the variable.
6.1.2. Limitation

The main limitation of this study was its cross-sectional nature, small sample size, it did not
include variables such as intervention and NYHA-cardiac classification, which were included in

others and Lack of related local studies to compile and discuss the finding
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CHAPTER SEVEN

7. Conclusion and Recommendation

7.1. Conclusion

Based on individual summery scores of pediatric quality of life inventory version 4.0, Overall
HRQOL: 88 (50.6%), 43 (24.7%), and 43 (24.7%) of study subjects with RHD attending cardiac
outpatients had high, moderate, and poor HRQOL, respectively. All components of health-
related quality of life were affected. However, the physical component was highly affected
(24.7%) by the study subject. In general, 56.9% of study participants had poor knowledge of how
RHD, the lower educational status of children, and the children of parents with poor knowledge
about RHD and children with co -morbidity had a strong positive association with poor HRQOL.

7.1 .Recommendation

Understanding HRQOL of children with rheumatic heart disease helps healthcare providers
implement a holistic approach, improve support services, and detect issues early. Stakeholders
like the Ministry of Health, hospitals, professionals, and researchers contribute to this

improvement.

For the Ministry of Health: Increasing public awareness of the early treatment of sore throats is
crucial to preventing rheumatic heart disease, as is raising everyone's level of HRQOL. To
evaluate the quality of life of individuals with rheumatic heart disease, a checklist needs to be

created.

For hospitals: incorporating HRQOL assessment tools into clinical services to assess and

evaluate the level of quality of treatment.

For health care professionals: measuring the HRQOL among individuals with rheumatic heart
disease is helpful in determining their social, emotional, and physical requirements because
simply treating the disease is insufficient. And For researchers: it is necessary to carry out
further prospective and longitudinal research to determine the relationships between the variables

influencing HRQOL by using a large sample size
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9. ANNEXES
Annex [: Information sheet

Here, I, the undersigned, at Addis Ababa University College of Health Science, Department of
Nursing and Midwifery, I am currently undertaking research on a topic entitled Health-related
quality of life and associated factors among children with rheumatic heart disease attending
cardiac outpatients at selected public hospitals in Addis Ababa, Ethiopia. For this study, you will
be selected as a participant, and before getting your permission or assent to your participation,
you need to know all necessary information related to the study. Thus, this information will be

detailed as follows:

Objective: To assess health-related quality of life and associated factors among children with
rheumatic heart disease attending cardiac outpatients at selected public hospitals in Addis Ababa

Ethiopia, 2024.

Significance of the study: The findings will help patients understand their health, identify
factors affecting their well-being, and make informed decisions about them. It will also help
healthcare professionals understand the negative impact of RHD on health-related quality of life
and associated factors and provide psychological support. Policymakers can use this information
to improve access to care, support services, and educational materials and generate evidence for
further research and studies to better understand the factors influencing HRQOL and support
future positive advancements in Health related quality of life H(RQOL).

Participants to be included: All children with rheumatic heart disease attending cardiac

outpatients at selected public hospitals in Addis Ababa.

Confidentiality: All information you give will be kept confidential and won't be accessible to

any third party. Your name won't be registered on the question sheet, so you will not be identified.
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Risks and Benefits of the Study: The study will be carried out using semi-structural interview-
based questionnaire. The procedure doesn't cause any physical or psychological trauma.
Furthermore, you will not be forced to respond to the information you do not know. There is no
payment for your participation in the study but participating in the study and giving your
information to questions asked will have great input in efforts to improve quality of life of

children with rheumatic heart disease attending cardiac outpatients at selected hospitals in Addis

Ababa.

Assent: Your participation in the study will be totally based on your willingness. You have the
right not to participate from the beginning or to stop at any time after starting to participate. You

will not be forced to respond to a question you do not know, and you can ask any question you

like.

Name of principal investigator (PI): Bira Lema  Date: Signature:  Address

of PI: Mobile: +251932941222 E-mail: biralemal4@gmail.com

Data Collector Name: Date Signature

Supervisor Name: Date Signature
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Annexes II: Consent form

Good morning/afternoon. My name is Bira Lema, and I am a postgraduate student at Addis
Ababa University, College of Health Science, School of Nursing, and Midwifery. I am studying
the health-related quality of life and associated factors among children with rheumatic heart
disease attending cardiac outpatients at selected public hospitals in Addis Ababa Ethiopia, 2024.
I would like you to respond only if you wish to do so.

Make sure that there is no harm caused because you are involved in this study. You have the full
right to decline the interview, partly or totally. In case you consent to the interview, I need you to
provide me with your honest answer to the questions to which you want to respond, as this would
help us come up with genuine conclusions and recommendations that would potentially help
stakeholders who are concerned about child health and health facilities improve these services.
Consent

I have fully understood its contents, and I have agreed to participate in this research project.

Yes

No

Thank you for giving us your consent.

Name of data Collector sign Date
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Annex III: Questionnaire
Part one: English version

Section: 1. Sociodemographic Characteristic the participants

I. Sociodemographic factors

No | Questions

Possible answers

Rem

ark

1 What is your age? (of children) in Year?

2 Sex (of children) A. Male B.Female

3 Place of residence (of children) A. Rural B. Urban

4 What is your educational level? (of children) A. No formal education
B. Less than primary

&primary

C. High school

5 What is your educational level?(mother) A. No formal education

B. Read and write only
C. Primary

D. Secondary and Above
high school

6 What is your educational level?(father)

A. No formal education

B. Read and write only
C. Primary

D. Secondary and Above
high

7 What is your educational level?(care givers

Except parents )

A. No formal education

B. Read and write only
C. Primary

D. Secondary and Above
high
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What is your Occupation status? (mother) A.

House wife
B. Self-employed

C. Government

What is your Occupation status? (father)

A. Farmer

C. Self-employed

D. Government

10

What is family income Level per month?

A.<4374 ETB

B.4375-13886 ETB

C.>13886ETB

Section II. Clinical characteristics Possible answers Remark
11 | How long you / your child are is suffering from this illness
before diagnosed by doctor (in Month)?
12 When did you/ Your child diagnosed by doctors about the
Rheumatic Heat disease (in month)?
13 | Do you/ your child have regular followed up in the hospital? A.Yes B.No
14 | If “yes” how frequent are you/ your child come for the follow
up check up (in Month)
15 | How many medications (drug) are you using presently? A. One medicine
B. Two medicine
C. More than two
medicine
16 | Are you taking your medicine regularly? A.No B.Yes
17 | If “yes” for how long you are taking? A. Below 6 months
B. 6- 12 months
C. More than a year
18 | If “no” what form of medicine has you missed? A. oral(PO)

B. Injection (IM)
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19 | Have you ever admitted in the hospital? A. Yes.B.NO
20 If “Yes” how many times you have admitted within the last 6 A. One
months? B. Two
C. More than
two
21 | Which of the heart valve are affected to the child (Check the | A. Mitral valve
Patient Card and write it ) B. Aortic valve
C. Mitral valve and
Aortic valve
D. Tricuspid valve
22 | What are the severity/ stage of involvement of heart valve for | A. Severe
the child (Check the Patient Card and write it ) B. Moderate
C. Mild
23 The children has any other co morbid disease presently( ask | A .Yes B. No
from parents/ check from the card)
24 | If “yes “What type of Co morbidity disease the child has? A. Hypertension
B. Diabetes mulitus
C. Heart failure
D. Others(PAD)
Section III. Patients/ Care givers knowledge about RHD
25 | Do you know rheumatic fever could be lead to rheumatic Heart | A. Yes B. No
disease?
26 | Do you know sore throat could be related to your heart A.Yes B.No
Problem?
27 | Do you know untreated sore throat could increase your heart | A. Yes B. No
problem
28 | Do you know your monthly IM medication will decrease your A. Yes B.No

heart problem?
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A. Pediatric Quality of Life Inventory Version (PedsQL™)4.0

Directions

On the following page is a list of things that might be a problem for you/your child. Please tell
us how much of a problem each one has been for you/your child during the past 1 month by

circling:

0 If it is never a problem

1 If it is almost never a problem

2 If it is sometimes a problem

3 If it is often a problem

4 If it is almost always a problem

There is no right or wrong answers.

If you do not understand a question, please ask for help
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A. Child report age 8-12-year Likert scale

Code | Questions 0 |1 |2
I About my health and activity Skip

01 1. It is hard for me to walk more than one block

02 2. It is hard for me to run

03 3. It is hard for me to do sports activity or exercise

04 4. It is hard for me to lift something heavy
05 5. It is hard for me to take a bath or shower by myself
06 6. It is hard for me to do chores around the house

07 7. I hurt or ache

08 8. I have low energy

I About my feelings Skip

09 1. I feel afraid or scared

010 2.1 feel sad or blue

011 3. I feel angry

012 4. I have trouble sleeping

013 5. I worry about what will happen to me

I How I get along with other Skip

014 1. I have trouble getting along with other kids

015 2. Other kids do not want to be my friend

016 3. Other kids tease me

017 4. I cannot do things that other kids my age can do

018 5. It is hard to keep up when I play with other kids

v About school Skip

019 1. It is hard to pay attention in class

020 2. I forget things

021 3. I have trouble keeping up with my schoolwork
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022

4. I miss school because of not feeling well

023

5. I'miss school to go to the doctor or hospital

B. Parents report age 8-12-year

Likert scale

Code | Questions 0 |1 |2
I Physical Functioning Skip
001 1.Walking more than one block

002 2. Running

003 3. Participating in sports activity or exercise

004 4. Lifting something heavy

005 5. Taking a bath or shower by him or herself

006 6. Doing chores around the house

007 7. Having hurts or aches

008 8. Low energy level

I Emotional Functioning Skip
009 1. Feeling afraid or scared

0010 | 2. Feeling sad or blue

0011 | 3. Feeling angry

0012 | 4. trouble sleeping

0013 | 5. worrying about what will happen to me

I Social Functioning Skip
0014 | 1. Getting along with other teens

0015 | 2. Other teens not wanting to be his/her friend

0016 | 3. Getting tease by other teens

0017 | 4. Not able to do things that other kids my age can do

0018 | 5. Keeping up when playing with other children

v School Functioning Skip
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0019 | 1. Paying attention in class

0020 | 2. Forgeting things

0021 | 3. Keeping up with schoolwork

0022 | 4. Missing school because of not feeling well
0023 | 5.Missing school to go to the doctor or hospital

C. Child report age 12-18-year Likert scale
Code | Questions 0 |1 |2
I About my health and activity Skip

0001 | 1. It is hard for me to walk more than one block

0002 | 2. It is hard for me to run

0003 | 3. It is hard for me to do sports activity or exercise

0004 | 4. It is hard for me to lift something heavy

0005 | 5. It is hard for me to take a bath or shower by myself

0006 | 6. It is hard for me to do chores around the house

0007 | 7. 1hurt or ache

0008 | 8.1have low energy

I About my feelings Skip

0009 | 1.1 feel afraid or scared

00010 | 2. I feel sad or blue

00011 | 3.1 feel angry

00012 | 4. I have trouble sleeping

00013 | 5. I worry about what will happen to me

I How I get along with other Skip
00014 | 1. I have trouble getting along with other teens

00015 | 2. Other teens do not want to be my friend
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00016 | 3. Other teens tease me

00017 | 4. I cannot do things that other teens my age can do

00018 | 5. It is hard to keep up when I play with my peer.

v About school Skip
00019 | 1. It is hard to pay attention in class

00020 | 2. I forget things

00021 | 3. I have trouble keeping up with my schoolwork

00022 | 4. I miss school because of not feeling well

00023 | 5. I miss school to go to the doctor or hospital

D. Parents report age 12-18-year

Likert scale

Code Questions 0|1 |2
I Physical Functioning Skip
00001 | 1.Walking more than one block

00002 | 2. Running

00003 | 3. Participating in sports activity or exercise

00004 | 4. Lifting something heavy

00005 | 5. Taking a bath or shower by him or herself

00006 | 6. Doing chores around the house

00007 | 7. Having hurts or aches

00008 | 8. Low energy level

I Emotional Functioning Skip
00009 | 1. Feeling afraid or scared

000010 | 2. Feeling sad or blue

000011 | 3. Feeling angry

000012 | 4. trouble sleeping

000013 | 5. worrying about what will happen to me
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I

Social Functioning

Skip

000014

1. Getting along with other teens

000015

2. Other teens not wanting to be his/her friend

000016

3. Getting tease by other teens

000017

4. Not able to do things that other kids my age can do

000018

5. Keeping up when playing with other children

v

School Functioning

Skip

000019

1. Paying attention in class

000020

2. Forgetting things

000021

3. Keeping up with school work

000022

4. Missing school because of not feeling well

000023

5.Missing school to go to the doctor or hospital
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Part Two: Amharic version

ANZ 1: A 53 %

AT UPABNAGNANNRELACATMT ALY AN

NAZe Y CATIAT MEPLLCTRUCTRFNAULrOPTNALNANNAN+
CMPUHNPNTFATFe ¢MtNP ANAM®IPPLANTFOHT TFP ARLOT DTN M
ACONICICALRLZALT = AHUMDNTFT ACNPATL+TAFLPT @A, M
AT ATPACNPILPEDLEHATRLPTNPINAPNLT DT HICP+PP
HUATITANLALM EPFMOPAANP T NAHU

UM/ ERTLMN+TADNHC HC LT ARA.

A g 9 @

GAT: - NABN ANN ATCEP ®AD N+ M P AHN PATFEFT P AN
h@PLEF AN AP NANTFOHAITF AL NMT JC P+PPH PHLEDTT
MNeF AT AP PH UL FPTT AR 907 gOT 2024

PwThk ANEALT +: P T H9T$F FOMPTF MYy FF@T ATRTYT HMNE
LUTY FF@Y POy Ui 3rPTT AT8AR AT NAART M NAZE AL
Pt+aPAZ+ @AY AT8PRCT LLESFPA: ATAU PMST AMNNS
NAMPPT RHDNMS JC N+LPHPULDY et AT P PH UL FPT AL
PADY AAFR +FAT ATRBIITHMAGS PNYT ADGT I8 ATBAMPIH A
7AN AGMPT LUTTYT aF PATANNNT PLI& ATAINRFTFT AS
PFIUCT *AGNTT +24ATF ADMAAA AT Aten™Z °CIC AGT T +F
MACEPTFT N@M@I gt NHRQOL AL +6AF PAF®YT 77CF PNAM
A 8F AT NMT IJC N+797F PULDT méd+t (RQOL) P MRLALF ADT >
AET$TT AdeR ) &=

PN+t hF+AFLPT: VAT P ¢OER PAN AP LANFO AT TT Nh &N
ANN N+ Me AHNVPATFAET PANAM@PHETT £h F+tA A

PhAMLRY +: LA POAMT ™ F N@ARNC £mMNLAd AT AMMIET @I
AN+E @77 +L4N ARUETII: AP NmPd MlP+ AL A LAY 7 NIt
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NAHU ACNP h &FD% Io:

PARTRNIFTFATAPPT: 2T+ PN YL LMD hdd ™PPLP A ONLPT
N@®me g 7O ANLSE: PTR ALTF ANA®R AT NT74ANTER F85%F
APANTAP: N+ I AMPOdRF a5 AN AMI Mt A L7 L &I
Nme+t AL A®A+&E 9279 A LT + A&P NEFPCI NS+ M®A+& AS
A+me ¢+ mPRPF L EPFHT @®AM*T Nh-/&N ANN NI F UNTFET
Nt mP AN UmMP+EF P mzrharp ecamth PANUM@PLANTF®Y U9 5 F
UEDFT AMAAA NTMRLTIDDLT FAP ANTPOA LFPLPA

N9°9®1 +: N AT+ ®NH PAPT +A+E % NA NACNP &A1+ AL
P+aAL+ LUGTA: haogans pm B 9°C AACA+& MEJS d®A + & h B aeC h
NEA N@IEFDILH AP NF: AAU: AMP DT P PAR AN M*
ALTLBIAG POYMBTT MMIT T IO AP E AMP  LFA A=
P PG @acC @ f 9° (PI: N, & A T 7 - 4 C m:

P PIA ¢ A :

©N 2 A : 4251932941222

A T4\ ¢ biralemal4@gmail.com

P @@L NANANAI: - 7 &C M

P +&mmcn 9o S &C M
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