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Abstract

Introduction: Diabetes mellitus is a chronic non-communicable disease with considerable
impact on health status and quality of life. It can have a profound effect on quality of lifein terms
of social and psychological well-being aswell as physical ill-health.

Objective: The am of this study was to assess hedlth related quality of life and its associated
factors among Type 2 diabetic patients attending in Felege Hiwot Referral Hospital.

Methods: Institutional based cross-sectional study design with both quantitative and qualitative
method was conducted April 15 to May 15, 2015. Structured and validated questionnaire was
adapted from WHOQOL-BREF for collecting quantitative data and systematic sampling
technique was used to select 344 participants while in-depth interview were conducted on eight
Participants for qualitative study. SPSS Statistics Version 20 was used, the data was summarized,
organized in tables, graphs and described with percentage and mean scores. Simple and multiple
linear regressions analysis was used to see the association between dependent and independent
variables and the result was presented by using p-value <0.05, as a cut of point.

Results: A total of 344 type |1 diabetes patients were involved in the study with the response rate
of 100% (344). Among the total respondents, majority of them 197 (53.3%) were male and more
than 30% of them were >47 years old, with a mean age of 40.54+15.208. Age, educational status,
income, marital status, occupation, presence of diabetic related Complications had a positive &
statistically significant association with health related quality of life (HRQOL). While gender,
drug regimen and duration with diabetic mellitus(DM) illness were not found to be statistically
significant predictors of Health related quality of life.

Conclusions: The overall health related quality of life was lower in older patients. Patients with
lower educational status had poor QOL than well educated once. Unemployed DM patients had
low quality of life than employed. Asincome increases health related quality of life (HRQOL) of
Patient would likely increase.

Recommendations. Health care team for diabetics should not be only disease-centered; QOL
should regularly assessed and improved accordingly, Special attention should be given to DM
patients to create job opportunities, further research need to be conducted by including large
sample size.

Key-words: Health- related quality of life, Type 2 diabetes
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CHAPTER ONE: INTRODUCTION
1.1 Background

Diabetes is one of the commonest and non communicable disease remains highly prevalent with
an increasing incidence globally. It is classified under three mgor groups, namely, type 1, type 2,
and gestational diabetes (1). World health organization defined Diabetes mellitus (DM) as a
metabolic disorder of multiple etiology characterized by chronic hyperglycemia with
disturbances of carbohydrate, fat and protein metabolism resulting from defects in insulin
secretion, insulin action, or both (2). Diabetes mellitus is one of chronic diseases that involve
people of all ages and races and it is considered as one of the most common chronic diseases in
approximately all countries, and its prevalence continues to increase mainly due to the changesin
lifestyles resulting in physical inactivity, and increased obesity (3).

Globally, 382 million people, or 8.3% of adults, are estimated to have diabetes about 80% livein
low- and middle-income countries and if these trends continue, by 2035, about 592 million
people, or one adult in 10, will have diabetes and in Africa about 19.8 million adults were
estimated have diabetes and regional prevalence of 4.9% and Africa’s most populous countries
have the highest numbers of people with diabetes, including: Nigeria (3.9 million), South Africa
(2.6 million), Ethiopia (1.9 million), Tanzania (1.7 million) According to 2013 international
diabetes federation (IDF) atlas report 1.9 million people of Ethiopia have diabetes with 4.36%
national prevalence of diabetes (1).

The total number of excess deaths attributable to diabetes worldwide was estimated to be 3.96
million in the age group 20-79 years, 6.8% of global (all ages) mortality. Diabetes accounted for
6% of deaths in adults in the African Region, to 15.7% in the North American Region. Beyond
49 years of age diabetes constituted a higher proportion of deaths in females than in malesin all
regions, reaching over 25% in some regions and age groups. Thus, diabetes is a considerable
cause of premature mortality, a situation that is likely to worsen, particularly in low and middle
income countries as diabetes prevalence increases (4).

According to the International Diabetes Federation, Type 2 diabetes accounts for 85% to 95% of
al diabetes in high-income countries and may account for an even higher percentage in low- and
middle income countries. Type 2 diabetes is a common condition and a serious globa health

problem (1). Type 2 diabetes mellitus is a multidimensiona health problem with consequences of
1



Chronicity and complications like disability, decreased heath-related quality of life (HRQOL)
and premature death (5).

Type 2 diabetes is on the rise worldwide. The International Diabetes Federation (IDF) reports
that as of 2013 there were more than 382 million people living with diabetes. The World Health
Organization (WHO) estimates that 90 percent of people around the world who suffer from
diabetes suffer from type 2 diabetes. In 2004, high blood sugar as a result of diabetes led to an
estimated 3.4 million deaths worldwide. More than eight of every 10 diabetes-related deaths
occur in low- and middle-income countries. WHO anticipates that worldwide deaths attributable
to diabetes will double by 2030. Adults ages 40 to 59 comprise the world’s age group with the
highest diabetes rates, although thisis expected to shift to adults ages 60 to 79 by 2030 (6).

Most of the chronic illness therapeutic success is measured by disease free, overall survival and
control mgjor physical symptom while this factor is play a primary role on this evaluation effort
have been made to assess the extent to which the chronic disease and their treatment affect
patient’s functional psychological and social health and overall sense of well being or quality of
life (QOL) (7).

The World Health Organization (WHO) defines Quality of Life (QOL) as individuas
perceptions of their position in life in the context of the culture and value systems in which they

live and in relation to their goals, expectations, standards and concerns (8).

Diabetes is a chronic disease, leading to many complications include micro vascular
(nephropathy, retinopathy, and neuropathy) and macro vascular (stroke, myocardia infarction,
and coronary artery disease) with co morbidities leads to a substantial decrease in the patients’

quality of life aswell as socio-economic implications (9).

Therefore, measuring health-related quality of life (HRQOL) is important, because they predict
the individual's capacity to manage his disease and maintain long-term health and well-being and
it isaso increasingly recognized as an important health outcome in its own right, representing the
ultimate goal of al health interventions (10).



1.2. Statement of Problem

Diabetes is a chronic disease with considerable impact on health status and quality of lifeand it is
considered an urgent public health issue because it has a pandemic potential (11). Most of the

increased number of adult diabetics has occurred in devel oping countries (3).

Diabetes can have a profound effect on quality of life in terms of socia and psychological well-
being as well as physical ill-health and it is one of the most psychologically demanding of the
chronic diseases; with psychosocial factors pertinent to nearly every aspect of the disease and its
treatment (12).

Severa studies have demonstrated that diabetes has a negative influence on the overall health
related quality of life (HRQOL) and its domains of physical, psychologica and socid
relationships and environment (13-19). In a longitudina study the psychosocia impact of
diabetes was found to be one of the five strongest predictors of mortality in diabetic patients,
stronger than many clinical and physiological variables (20). Additionally, chronic complications
of diseases are responsible for high morbidity and mortality of diabetes with significantly reduce
the quality of life of patients (21). Study in Canada by Harvey et a found that diabetes had a
negative impact on the HRQOL. The determinants were sex, socio-economic status, marriage,
body mass index and diabetes duration (22).Similar study done in Thailand and India revealed
that diabetes has impacts on various aspects of health related quality of life. According to these
studies, QOL is affected by level of education, socio-economic status, gender, glycemic control,
adherenceto diabetic life-style, diet and complications (23, 24).

In general, even though type 2 diabetes mellitus has many effects on the wellbeing of a person, it
is recommended that assessment should be taken on quality of life since it helps to predict the
individual's capacity to manage his disease and maintain long-term well-being and quality of life
is also increasingly recognized as an important health outcome in its own right, representing the
ultimate goal of all health interventions (19). Studies have shown that HRQOL survey scores for
diabetics are much lower than those reported for non diabetics (25, 26).

To improve the performance of everyday life activities and heath-related quality of life
(HRQOL), health care providers should strive to understand the physical, emotional, and social
impacts of having chronic disease and theoretically, such patient centered knowledge can be

incorporated into chronic disease treatment (25, 27).
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There is lack of studies in Ethiopia that are conducted on assessment of health related quality of
life and its associated factor among type 2 diabetes patients. Thus, to fill the gap in knowledge
about HRQOL of people with diabetes, measuring HRQOL and identifying the variables
affecting it are crucial to guide health care professionals towards intervention strategies tailored
to improving the HRQOL of patients with diabetes.



1.3. Significance of the study

Severa studies, in the world wide, have shown the impact of diabetes on quality of life in terms
of social, psychological and physical well being. Therefore this finding is important for further
understanding of determinants of HRQOL among individuals with diabetes could guide targeted
intervention strategies to improve outcomes for this population group and will assist health care
professionals to understand factors related to health related quality of life . This also enables them
to manage diabetes appropriately and study will be helpful to implement effective strategies that
would lead the patient to optimum level of functioning.

Potentially findings of this study will help policy makers, program planning bodies and service
providers to evaluate quality of existing policies, treatment strategies, programs and treatment
guidelines and to improve or change them to attain optimum level of functioning and also helps
as abaseline for future studies.

Finally since there is a limited research at country level, this study can be used as resource for

other studies on this regard.



CHAPTER TWO: LITERATURE REVIEW

Diabetes Méllitus (DM) is a highly prevalent chronic disease and its associated complications
are increasing worldwide (28). The estimated global prevalence of diabetesis 382 million people
and is anticipated to rise to 592 million by the year 2035. Diabetes is on the rise all over the
world with 8.3% global prevalence of DM, amost al regions of the world experiencing the
increased prevalence 5.7% prevalence in Africa 6.8% in Europe 10.9% in Middle East and North
Africa 9.6% in North America and Caribbean 8.2% in South and Central America, 8.7% in south
East Asia, 8.1% in western pacific. (1).

It is also a common and demanding health related problem that has a wide effect on every day’s
life of the patients (29). Diabetes mellitus is a chronic illness and the most common endocrine
disease, athough the disease is prevalent worldwide, there is significant difference frequency
among countries (30, 31). In the United Arab Emirates (UAE), like other parts of the world, the
prevalence of diabetes is rising dramatically and UAE ranks second highest worldwide for the
prevalence of diabetes and the disease accounts for 75% of deaths among UAE nationals (32). In
the Gaza, the prevalence of diabetes was estimated at 11% in the rura and 14% in the urban
population of the West-Bank(33) .

The prevalence of diabetes isrising in Africa and the third world countries due to adaptation of
the western lifestyle and diet (34). In Africa, the traditiona rural communities still have low
prevalence of 1-2%, while 1-13% or more adults in urban communities have diabetes with Kenya
having an estimated prevalence of between 3.3% (35).

The disease was previously thought to be rare in Africa; however, as a result of changes in the
lifestyle, feeding patterns, and levels of physical activity among other factors, the prevalence has
increased in many African countries over the past few decades. For example, the diabetic
population in Uganda, estimated at about 98,000 in 2000, increased more than fifteen times (1.5
million) in a decade (36).

Diabetes mellitus (DM) is associated with multiple medical complications that decrease the
health-related quality of life (HRQOL) and contribute to suboptimal physical and mental
functioning and earlier mortality (37, 38). HRQOL refers to the physical, psychological, and
socia domains of health that are influenced by a person’s experiences, beliefs, expectations, and

perceptions; therefore, health care providers should strive to understand the physical, emotional,
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and social impacts of chronic disease such as DM (39). In order to improve the day-to-day
functions and HRQOL, patient-centered knowledge can be incorporated into chronic disease
treatment strategies that may lead to lesser , hospitalizations and reduced health care costs(40).

The World Hedth Organization (WHO) has established two main objectives in caring for
diabetic patients: first, maintain the health and quality of life of individuals with diabetes through
effective patient care and education and second, treat and prevent complications of the disease
which should decrease morbidity and mortality as well as reduce treatment cost. To achieve these
objectives is not easy unless there is a good cooperation from patients. However, if these
objectives can be achieved, diabetic patients may obtain the same quality of life as healthy
people(41). The burdens associated with diabetes, such as anxiety, regimented lifestyle and long-
term complications have prompted researchers and clinicians to examine the impact of the
disease on the health-related quality of life (HRQOL) of people with diabetes. Although diabetes
iswidely known to have a dramatic effect on the HRQOL of people with the disease, the concept
of HRQOL is subjective and influenced by both individual and disease-specific variables (14-16,
19, 42).

Socio-demographic variables such as sex (14-16, 43-45), age, marital status (14, 16, 45), income
(46), education(47, 48), and disease-related variables such as type (13, 14, 19), duration of
diabetes and presence of complications of diabetes (13, 14, 44), can influence the perceptions of
HRQOL among people with diabetes. Now a day, diabetes is considered as a useful model
illnessfor in view of the effects of chronic disease on health-related quality of life (HRQOL) (49).

Over the past two decades, hedth care research has shifted towards studies that measure the
multidimensional nature of health and health outcomes in naturalistic care settings (50). The
focuses of these studies include physical health, quality of life and functional ability as outcome
measures. Quality of life and glycemic control are now recognized as independent and achievable

outcomes in diabetes management (51).

Measuring QOL changes usually involves soliciting peoples’ self-reported feelings, behaviors
and attitudes through interviewing or eval uating responses to questionnaires. The instruments and
techniques used to assess quality of life vary according to the identity of the respondents, the
setting of the evaluation and the type of questionnaire used. Quality of life, in general, can be

measured with generic or disease - specific instruments. The WHOQOL instrument, short version
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(WHOQOL-BREF) is generic instrument with cross cultural application and has been used as a
measure of HRQOL for other chronic medical illnesses (8, 52). In addition to WHOQOL-BREF,
avariety of instruments has been used to measure HRQOL in diabetes. Examples include SF-36
tool, QWB-SA (Quality of Well-Being Questionnaire), Euro QoL (European Quality of Life) or
EQ-5D (Euro-QOL 5-Dimensions), DQLCTQ-R (Diabetes Quality of Life Clinical Trials
k2Questionnaire Revised), ADDQOL (Audit of Diabetes Dependent QOL) instrument etc and
WHOQOL-BREF is better tool because it has good to excellent psychometric properties of
reliability and validity and it has been validated in people with type 2 diabetes (53).

Studies have shown variability in the QOL effects of type 1 and 2 diabetes. For example, Gafvels
found that patients with diabetes mellitus more frequently lived alone and remained childless,
participated in fewer socia activities, and indicated less personal satisfaction than control
patients(54). Women appear to experience a greater impact of diabetes on their QOL and

experience more worries about complications and hypoglycem;2ia than men (55).

Other studies have found that patients with diabetes mellitus have good QOL in comparison to
those with some other chronic diseases (27) Mayou et a (56) and Hanasted (57) reported that the
majority of patients with type 1 and type 2diabetes mellitus experience a high degree of well-
being, satisfaction, and enjoyment, although a minority noted that aspects of their lives were
negatively affected by both forms of diabetes mellitus. It appears that type 1 diabetes mellitus
has a greater negative impact on QOL than type 2 disease (58).

Studies also indicated that the progression of diabetic complications is associated with a
decrease in QOL. The treatment of diabetes mellitus appears to have a complex effect on
QOL. Jacobson et a found that patients with type 2 disease taking ora agents worried more
about their condition than patients receiving insulin treatment or those treated by diet
modification alone (58). The same study also reported that insulin treatment of type 2 disease
led to decreased satisfaction with HRQOL and greater impact of the illness. Mayou et a found
little difference in the QOL between patients treated by diet, oral agents, or insulin therapy (56).

In addition, other study result stated that early and aggressive intensive therapy leading to
improved glycemic control is likely to reduce the impact of diabetes mellitus on HRQOL by
dowing the onset and progression of complications (58). Low socioeconomic status had a strong

negative impact on HRQOL in the younger age group (<50 years)(46) .
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Mean scores of Quality of life with respect to physical, psychological, social and environmental
domains were significantly higher among females compared to males (p<0.01). Quality of life
domains and other continuous variables showed that there is significant positive correlation
between age and physical, psychological, socia and environmental domains (r = 0.864, 0.396,
0.549, 0.420 respectively and p<0.001)(46) .

A study that used short version (WHOQOL-BREF) tool shown that, three factors significantly
influenced the total HRQOL.: presence of diabetes complications, duration of diabetes and marital
status. Presence of complications was the most powerful variable influencing the 4 domains of
HRQOL, especialy the physica domain. Duration of diabetes did not influence the
psychological domain and marital status did not influence the physical and psychological
domains (59).

Another study result also shown that Most of the respondents performed fairly well on the World
Health Organization quality of life instrument, short verson and poor quality of life was associated
with some of the physica complications of diabetes mellitus, lower income, lower educational status,
and type 2 diabetes mellitus (60).

The heath-related quality of life (HRQOL) deficits reported by people with diabetes are
generally attributed to the disease itself, its restrictive treatment regimens including diet, and its
associated co- morbidities. Living with diabetes has financial, social and psychological handicaps
though; the patient should be encouraged to lead a “normal life”. The treatment is demanding and
often complex. The patient is expected to bear much of the responsibility for making decisions
which affect hisher health, both in the short- and long-term. HRQOL will help evauate the
efficacy, cost effectiveness, and net benefits of current programs and interventions. There is a
scarcity of data in developing countries with deteriorating economic environment compounded
with social and cultural influences and its impact on patients and care of disease(61) .



CONCEPTUAL FRAMEWORK

Concepts that directly and indirectly related to major variables of the study that is health related
quality of life derived from literature review. Among these variable socio demographic
characteristics and clinical factor expected to affect the dependent variable of the study.

Diagrammatically, it is showed as follows:

Socio Demographic

Characteristics Clinical Factor
- Gender
Age - DM duration
Marital status - Treatment regimen
Occupation status - DM complication
Educational status - BMI
Income level

Health related quality of
life
v' Physical domain

v’ Psychological
domain

v" Social domain

v" Environmental
domain

Figure 1 Conceptual Framework representation of interactions between the dependent and
independent variables.
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CHAPTER THREE: OBJECTIVES

3. 1 General objective

To assess hedlth related quality of life and its associated factors among Type 2 diabetic patients
attending Felege Hiwot Referral Hospital, Bahir Dar City, and Amhara Regional State, North
West Ethiopia, 2015.

3.2 Specific Objectives

1. To assess health related quality of life among type 2 diabetic patients attending Felege Hiwot
Referral Hospital.

2. To assess factors associated with health related quality of life among type 2 diabetic patients
attending Felege Hiwot Referral Hospital.

11



CHAPTER FOUR: METHODSAND MATERIALS

4.1 Study area

The study was conducted at Felege Hiwot Referral Hospital found in Bahir Dar which is capital
city of Amhara regiona state, located 565 kms from Addis Ababa in North West of Ethiopia
Based on centra statistical agency in 2010, this city has an estimated total population of 274,836.
Felege Hiwot Referral Hospital is a tertiary health care level hospital serving the population of
Bahir Dar town and remote areas of northwest Ethiopia. According to Felege Hiwot referral
Hospital chief executive officer (CEO) office report, the total population served by the hospital is
about 12 million(Personal communications). It is the only governmenta hospital in the city and
the regional referral hospital serving the population in the region as referral center. It has 200
beds and there are three medical OPD serves for medical patients of which one serves as referral
clinic for patients with chronic diseases. DM patients constitute larger number among attending

in the follow up clinic. The follow up clinic was opened Four years ago.

4.2 Study period

The study period was conducted from April 15 to May 15, 2015 during the routine working hours
of the hospital.

4.3 Study design
Institutional based cross sectional design was conducted by using both gquantitative and
gualitative methods.

4.4 Sour ce Population
All type 2 diabetes patients who have follow-up at Felege Hiwot Referral Hospital

4.5. Study Population
Sampled adult type 2 diabetes patients having follow-up at Felege Hiwot Referral Hospital

during data collection period and those who full fill inclusion criteria

12



4.6. Inclusion and Exclusion criteria

> Inclusion criteria —Known type 2 diabetes Patients having greater than or equal to

one year follow up and aged 18 years and above.

> Exclusion criteria - Patients who were newly diagnosed during the study period and

those have known serious clinical states, patient who has history of substance abuse, e.g
alcohol, and drugs will be excluded from the study sample.

4.7 Sample size deter minations

The overall minimum sample size, was determined using single proportion sample size

Calculation formula

n=2Z(a/2)2*p (1-p) = (1.96)2(0.52 = 384
42 (0.05%)2
n = Sample Size,

p = prevalence of health related quality of life among 2 DM patients

Z = standard normal deviation usually set at 1.96 which correspond to the 95% confidence
interval.

d = isatolerable margin of error (d=0.05)

Since the source population was 1,678 that was below 10,000 finite population correction was
used

nf = ni
1+ni
N
= 384 =312.2~ 313
1+ 384
1678
By considering 10% non response rate the final sample size will be 344
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4. 8 Sampling technique and sampling procedure

|. Quantitative part:

A systematic random sampling was employed to select study participant. The diabetic clinic
provides their service from Monday- Friday every week. On average 183 patients with Type 2
DM are treated per week while 733 patients are treated per month on average (which is the
average number of patients with in six consecutive months). Based on the decision to collect data
over the course of one month the sampling interval was determined by dividing the expected
number of type 2 diabetic patients per month into the sample size (344) which gives

approximately a sampling interval of two. Then the data was collected from each study

participant with the interval of two until the desired sample size was reached.

[1. Qualitative part:

Study participant was selected using purposive convenient sampling technique.

4.9 Data collection method

4.9.1 Data collection tool
I. Quantitative part:

The measuring instrument has two parts:

Part —I contains fifteen questionnaires on social demographic and clinical history

Part —I1 Contains WHOQOL -Brief questionnaire
The questionnaire developed through adaption from validated instrument of WHO-QOL and
incorporating some additional questions. The WHO-QOL questionnaire tool has 4 domains (69).
The four domain scores denote an individual’s perception of quality of life in each particular
domain. The WHOQOL-BREF is a 26-item instrument consisting of four domains. physica
health
(7 items), psychological health (6 items), social relationships (3 items), and environmental health
(8 items); it dso contains QOL and genera health items. Each individual item of the WHOQOL -
BREF is scored from 1 to 5 on a response scale, which is stipulated as a five-point ordinal scale.
The scores are then transformed linearly to a 0-100-scale .The higher total Scores denote higher
quality of life. The physical health domain includes items on mobility, daily activities, functional
capacity, energy, pain, and sleep (items 18-24). The psychological domain measures include self-
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image, negative thoughts, positive attitudes, self-esteem, mentality, learning ability, memory
concentration, religion, and the mental status (items 25-30). The socia relationships domain
contains questions on persona relationships, socia support, and sex life (items 31-33). The
environmental health domain covers issues related to financial resources, safety, health and social
services, living physical environment, opportunities to acquire new skills and knowledge,
recreation, general environment (noise, air pollution, etc.), and transportation ( items 34-41) it
also contains QOL and general hedth items (itemsl6, 17). Finaly the English version
questionnaire was translated to Amharic (local language) for better understanding by the data
collectors and respondents and back translated in to English language by another person to check
its semantic equivalence.

[1. Qualitative part:

The data was collected using in depth interview method. Interview guide were used as data
collection tool. The guide was semi-structured open ended questions that could €elicit information
regarding the research objectives and was developed by the researcher after different literatures
searched for. The English version interview guide was translated in to Amharic language which

is the commonest language study participants used

4.9.2 Data Collection Procedure
[. Quantitative part:

Data was collected by four diploma nursing staffs from the study areas and two supervisors using
face to face interview method. Moreover document review was done for identification of the
major DM-complications. Thereafter, the ams, objectives, purpose of the study were orally
explained to diabetic patients, who fulfill the inclusion criteria; they are given consent form to
sign after explanation. Then the Data collectors were interview eligible and voluntary patients in
afavorable place and the supervisors were monitored the data collection process.

[1. Qualitative part:

The data collection was employed interview with exploration through probing questions by the
principa investigator. Audio tape recorder was used, to avoid distraction of extensive note
taking. The interview was ranged from thirty minutes to ninety minutes in length using tape
recorded and filled note was taken by one trained note taker. Each individual were briefed about
the study by the principa investigator then after obtaining informed consent place of the

interview was arranged between the principal investigator and the interviewee. The whole
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interviews were held in the hospital by the principal investigator. The interview was conducted in
the morning and afternoon .All of the interviews was tape - recorded. Eight in-depth interviews
(3 female and 5 male) were conducted to collect required information purposively until the

information saturation reached.

4.9.3 Procedurefor data processing and data analysis

[. Quantitative part:

The data was edited, entered into Epi-Data version 3.1 and exported to IBM SPSS Statistics
Version 20 for analysis. The results was summarized and presented by tables, and charts.
Percentage, frequency and mean calculated. Three items (two from physical domain, one from
psychological domain) reversely coded in order to explain total score to be interpreted as higher
scores meaning better outcomes. HRQOL scores were calculated using the WHO-QOL BREF
tool. The mean score of items with in each domain is used to calculate the domain score in the
WHO-QOL tool. The scores are then transformed linearly to a 0-100-scale for standardization
(Higher scores denote higher quality of life).

For the purpose of analysis dummy variables created: educational status into literate vsilliterate,
marital statusin to married e vs. unmarried and occupation into employed vs. unemployed.

After checking the assumptions, simple and multiple linear regressions were done to see the
association between the predictor and the outcome variables. Predictor variables that had p- value
< 0.25 at simple linear regression taken in to multiple linear regression. B- Coefficients were
used to show independent predictors of health related quality of life. Variable with P-value of less
than 0.05 was taken as statistical significant.

[1. Qualitative part:
The recorded interviews was first transcribed in Amharic by the principa investigator then
translated to English and the main response was categorized to its theme manually. The main

response from the respondent was reported using narrative and mentioned in direct quotation.
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4.9.4 Data quality control

The collected data was reviewed and checked for completeness before data entry. The cleaning
process was done by running simple frequency after data entry for its consistency. Data which is
not consistent was checked by referring the hard copy questionnaire and finally data analysis was

started after completion of these activities.

4.9.5Pretest

Pretest was done on 10 % of sample size on similar patients following in Debre Markos Hospital
which is different from the study area. Depending on the result of the pre test, correction and
modification was made on the questionnaire before applied on the study population. The
principa investigator was assessing the content and approach of the questionnaire and correct

unclear issues on the questionnaire.

4.10 Study Variables
Dependent Variable
» Hedthrelated quality of life.
Independent Variables
> Age,
SEX,
Marital Status
Educational status,
Income level
Disease duration
DM Complication
BMI

YV V. V V V V V
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4.11 Operational Definitions

> Overall HRQOL: First the score for each domain was calculated by summing
up each item under each domain then each raw scale score was transformed to 0-100
scale by using the formula (69).

(Achial raw score - lowest possible raw HE{‘JII_"I-[
X

[ransformed Scale = ] 100

Possible raw score range

e

Then the overall HRQL was calculated by summing up each transformed
domain score and divided by four (number of domains).
% Thehigher total Scores denote higher quality of life and the lower score denote low

quality of life.

» BMI (body mass index): is calculated as weight in kilogram divided by height
meter square. Weight is taken to the nearest 0.5kg and height is to the nearest 0.5cm
according to (center for disease control and prevention) CDC updated on July 11,
2014 BMI is categorized as

BMI Weight Status

Below 18.5 Underweight
18.5-24.9 Normal
25.0-29.9 Overweight

30.0 and Above | Obese

4.12 Ethical considerations

Ethical clearance and approval to conduct the research was obtained from Addis Ababa
University College of Health Science School of allied Health Science, department of nursing and
midwifery research and Ethical committee. Official letter from department of nursing and
midwifery was written to Felege Hiwot Hospital. In addition, informed consent was obtained
from study participant to confirm their willingness for participation after explaining the objective
of the study. Respondents were clearly told that they have the right to refuse or terminate at any

point of the interview. Respondents was reassured that they would be anonymous.
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4.13 Dissemination of the results

The final report will be disseminated to the Department of nursing and midwifery, Addis Ababa
University. Also the study findings will be disseminated to the, regional health bureau, respective
health facility. Attemptswill be made to publish the findings in scientific journal.
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CHAPTER FIVE: RESULTS

5.1. Socio-demographic characteristics of the study participants

A total of 344 type 2 diabetes patients who had follow-up in DM clinic of FHRH were involved
in the study to respond to interviewed questionnaire with the response rate of 100% (344).
Among the total respondents, majority of them 197 (57.3%) were male and more than 30% of
them were >47 years old, with a mean age of 40.54+15.208. As for marital status, more than half
209 (60.8%) of the study participants were married and for educational level, magjority 143
(41.6%) had received secondary school education and above. Most of the study participants were
government employee and unemployed with percentage distribution of 30.2 and 22.4 respectively
(Tablel).
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Table 1. Socio-demographic characteristics of type 2 diabetic patient in Felege Hiwot referral

hospital, Bahir Dar, 2015.

Variable Frequency (N) Per centage (%)
Gender

Mae 197 57.3
Female 147 42.7
Age(Mean & S.D) 40.54+15.208

Educational status

Can’t read & write 117 34
Read & write but no formal educ. 23 6.7
Primary education 61 17.7
Secondary education and above 143 41.6
Religion

Orthodox 267 77.6
Muslim 70 20.3
Protestant 7 2.1
Ethnicity

Amhara 336 97.6
Gurage 4 12
Tigre 4 12
Marital status

Single 62 18
Married 209 60.8
Divorced 33 9.6
Widowed 40 11.6
Occupation

Government employee 104 30.2
Unemployed 77 22.4
Merchant 48 14.0
Student 22 6.4
Farmer 76 221
Private employee 17 4.9
Income (Mean & S.D) 1962.62+2232.873

Duration of DM (Mean & S.D) 5.275+4.5066
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5.2 Diabetic related characteristics of the study participants

5.2.1 Duration on diabetes among the study participant

More than half 193 (57%) of the study participant had been diagnosed with diabetes from 1 up to
5 years of duration and 184 (53.5%) of the participants had major DM complications as shown in
figure land 2 respectively.

Among mgjor DM complications that are recorded from the study participant, the leading once
are diabetic retinopathy, two and above complications and diabetic foot ulcer with a percentage
distribution of 25.5%, 21.7% and 21.2% respectively (Figure 3).
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Figure 2: Duration of type 2 diabetesillness, Felege Hiwot Referral Hospital, Bahir Dar, 2015
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Figure 3: Types of DM complication, Felege Hiwot referral hospital, Bahir Dar,2015
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5.2.2 BMI Measures of the Study Participants

Majority of the study participants 58.1% were rated as normal weight and 6.1% and 5.2% of
them were rated as obese and underweight respectively, according to center for disease control
and prevention measures. The mean BMI of the study participants were 23.8 + 3.7

Table 2: BMI of type 2 diabetic patient at _Felege Hiwot Referral Hospital, Bahir Dar, 2015.

BMI Leve Frequency (N) Percentage (%)
Below 18.5 18 5.2
18.5-24.9 200 58.1
25-29.9 105 30.6
30 and above 21 6.1
Tota 344 100.0

5.3 Overall HRQOL scores of the study subject

Among the four domains of HRQOL, study participant had higher mean and maximum
percentage score on social domains with frequency distribution of 57.8+14.8 & 91.7 respectively
and the lowest mean score were recorded on physica domain (48.1+20.4). According to the
transformed overall HRQOL of all study participants, the mean and maximum score of the
overall HRQOL score were 52.6+ 12.1 and 82.9 respectively, as stated in Table 3.

Table 3: The four domains of HRQOL with their mean score and overall HRQOL, Felege Hiwot
Referral Hospital, Bahir Dar, 2015

Domains of HRQOL and | N Mean Median Minimum Maximum SD
Overal HRQOL score (%)  score (%)
Physical Domain 344 48.1 46.4 7.1 92.9 20.4
Psychological domain 344 52.1 54.2 4.2 87.5 16.3
Social domain 344 57.8 58.3 .00 91.7 14.8
Environmental domain 344 52.3 53.1 6.3 84.4 13.0
Overal HRQOL 344 52.6 51.9 6.5 82.9 12.1
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5.4 The mean score of the domains of Health related quality of life on socio-demographic

variables

The mean score of socio-demographic variables on the domains of quality of life was checked
and as for the gender, the highest mean score on all except social domain were recorded by male
DM patients whereas female DM patients recorded the highest mean score only to social domain
and as for age category, the highest mean score on almost all domain of quality of life were
recorded by DM patients whose ages are between 28-37 and those whose ages are greater than 47
were recorded the lowest.

Asfor educational status, those DM patients who completed secondary education and above were
achieved the highest mean score on almost all domains of quality of life except social domain and

the lowest mean score were recorded on each domain by DM patients who can’t read and write.

As for marital status, the highest mean score were recorded on psychological and social domain
by DM patients who were single (unmarried) and for physical and environmental domains by
married respondents. As for occupational status, the highest mean score on each domains of
quality of life was recorded by merchants and government employer DM patients and the lowest

mean score for amost all domains were recorded by unemployed once.

Those DM patients who categorized under high income level were recorded the highest mean
score on all HRQOL domains and the lowest were by low income DM patients. As for DM
duration, the highest mean score were recorded for each domains of health related quality of life
by patients with less DM duration (1-5 years). Those 11-15 years duration DM patients scored
the lowest mean score on physical and psychological domains where as high mean score on

environmental domain were recorded by patients with greater than 15 years duration.

As for drug regimen of DM patients, the highest mean score were recorded on all domains of
HRQOL by DM patients who had a drug regimen of oral anti-diabetic medication and the lowest
mean score were recorded on amost al domains by those who had insulin drug regimen only.

The whole variables mean score and SD islisted in Table 4 below.
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Table 4 Mean score of domains of HRQOL of life with socio-demographic characteristics of
type 2 diabetic patients, Felege Hiwot Referral Hospital, Bahir Dar, 2015

Variables Physical Psychological ~ Social Environmental

Gender N 197 197 197 197
Male Mean 48.8 53.2 56.5 53.7
SD 20.4 16.5 15.9 13.0
Female N 147 147 147 147
Mean 47.2 50.6 59.5 50.5
SD 20.2 13.1 13.1 13.1

Age N 83 83 83 83
18-27 Mean 50.6 57.3 59.1 52.6
SD 19.9 13.9 12.9 10.7

N 77 77 77 77
28-37 Mean 55.9 56.7 61.7 53.2
SD 20.0 10.4 15.5 13.3

N 78 78 78 78
38-47 Mean 47.6 53.4 57.2 55.1
SD 20.5 14.9 16.8 13.1
N 106 106 106 106
>47 Mean 40.9 436 54.2 495
SD 18.8 15.8 135 13.9
Educational status N 117 117 117 117
Can’t read & write Mean 40.8 45.3 55.2 45.0
SD 19.4 15.0 14.6 12.7

Read and write but N 23 23 23 23
no formal education Mean 45.3 51.1 50.1 51.6
SD 19.2 18.7 12.8 16.0

Primary education N 61 61 61 61
Mean 49.1 51.3 53.1 54.8
SD 18.4 14.4 12.7 10.4
Secondary N 143 143 143 143
education and Mean 54.2 58.0 61.6 57.5
above SD 20.5 15.5 15.3 10.8
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Marital status N 62 62 62 62
Single Mean 50.6 56.6 59.7 535
SD 215 15.7 16.7 115
Married N 209 209 209 209
Mean 51.5 545 58.0 53.7
SD 18.3 15.3 14.4 12.2
Divorced N 33 33 33 33
Mean 35.8 425 53.8 48.8
SD 18.9 15.1 12.2 15.7
N 40 40 40 40
Widowed Mean 35.5 39.9 56.9 46.5
SD 22.2 14.7 15.9 14.9
Occupation N 104 104 104 104
Government Mean 494 547 60.7 54.5
employee SD 18.6 15.2 15.9 12.2
N 77 77 77 77
Unemployed Mean 40.4 45.5 55.2 46.9
SD 19.8 17.8 15.9 134
Merchant N 48 48 48 48
Mean 61.8 59.6 59.2 58.8
SD 19.7 154 10.9 9.2
N 22 22 22 22
Student Mean 46.0 55.7 57.6 59.9
SD 214 15.6 154 6.7
N 76 76 76 76
Farmer Mean 46.9 48.5 55.3 46.3
SD 18.9 13.8 14.5 12.6
N 17 17 17 17
Private employee Mean 47.6 45.2 55.4 62.3
SD 24.1 16.5 10,.3 9.8
Level of income N 11 11 11 11
Low income Mean 429 475 57.0 484
SD 19.9 17.3 16.1 15.1
N 134 134 134 134
Medium income Mean 49.4 52.1 57.9 50.3
SD 20.4 14.9 13.6 10.6
High income N 99 99 99 99
Mean 52.3 57.2 58.5 59.4
SD 20.1 15.5 15.1 10.4
Duration DM N 196 196 196 196
1-5 years Mean 54.3 57.9 60.3 52.9
SD 18.7 13.9 14.8 12.6
6-10 years N 72 72 72 72
Mean 44.8 47.2 52.2 50.5
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SD 215 174 16.4 14.4

11-15 years N 66 66 66 66
Mean 33.6 40.9 56.2 525
SD 15.7 13.0 11.4 11.8
N 10 10 10 10
>15 years Mean 46.4 45.8 58.3 53.8
SD 21.2 21.4 13.0 17.4
Drug Regimen N 74 74 74 74
Og_ anti d'abelt'C Mean 54.8 58.1 62.7 530
medication only SD 176 15.7 156 12,0
N 221 221 221 221
Insulin only Mean 46.7 49.4 56.0 515
SD 21.1 15.5 14.0 13.6
N 49 49 49 49
Insulin and oral anti  Mean | 44.8 54.8 58.2 55.2
diabetic medication SD 19.5 16.6 16.0 115

5.5 Mean score of overall HRQOL on socio-demogr aphic variables

The distribution of socio-demographic variables and overal health related quality of life among
DM patients were assessed and the following results were recorded.

Mae DM patients were recorded the highest mean score of about 53.1 with S.D +12.5 on the
overall HRQOL than females (mean=52.0 and SD+11.7). DM patients with the age category of
about 28-37 were recorded the highest mean score of 56.9 with S.D of + 12.1 on the overall
HRQOL and those whose age were greater than 47 scored the lowest with a mean of 47.1 and
S.D +12.1.

As for educational status, DM patients who completed secondary school and above were
recorded the highest mean score of 57.8 with S.D+ 11.5 on all over HRQL and those who can’t
read and write scored the lowest mean of 46.5 with S.D+ 11.7.

Among the total study participants, single (unmarried) DM patients scored the highest mean
score of 55.1 with S.D +11.9 on al over HRQOL and those widowed DM patients scored the
lowest mean of 44.7 with S.D +13.4.

Merchants and government employee DM patients were recorded the highest mean score (60.0 +
10.4and 54.9 + 11.2 respectively) on overal HRQOL where as D.M patents who are unemployed
and farmers scored the lowest mean of about 47.0+ 13.4 and 49.2 + 10.4 respectively. As for
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level of income, DM patients who had higher income recorded the maximum mean score of 56.9
with S.D +11.2 on overall HRQOL and those who had low income scored the lowest of 48.9 with
S.D +13.0.
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Table 5: Overall HRQOL of type 2 diabetic patient with the Socio-demographic characteristics
Felege Hiwot Referral Hospital, Bahir Dar, 2015 (N=344)

Variable Overall HRQOL
N Mean SD
Gender Male 197 53.1 12.5
Female 147 52.0 11.7
Age 18-27 83 54.9 9.6
28-37 77 56.9 12.1
38-47 78 53.3 121
>47 106 47.1 12.1
Educational Can’t read & write 117 46.5 11.7
status Read and write but no formal education 23 51.8 114
Primary education 61 52.1 9.1
Secondary education and above 143 57.8 115
Ethnicity Amhara 336 52.5 12.2
Gurage 4 55.8 10.4
Tigre 4 57.8 10.0
Marital status Single 62 55.1 11.9
Married 209 54.5 11.3
Divorced 33 45.3 94
Widowed 40 44.7 134
Occupation Government employee 104 54.9 11.2
Unemployed 77 47.0 134
Merchant 48 60.0 104
Student 22 54.8 10.3
Farmer 76 49.2 104
Private employee 17 54.9 10.8
Level of Low income 111 48.9 13.0
income Medium income 134 52.4 111
High income 99 56.9 11.2
Duration of 1-5years 196 56.4 10.7
DM 6-10 years 72 48.8 13.3
11-15 years 66 45.8 10.0
>15 years 10 56.9 15.7
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Drug regimen

Oral anti diabetic medication only

Insulin only

Insulin and oral anti diabetic medication

Presence of Dm complication
Yes
No

74 57.15

221  50.89

49 53.25
184 4824
160  57.56

5.6 Perceived Health satisfaction and self rating of HRQOL Study Participants

The study participants were asked to express their quality of life and health satisfaction and
according to the study result, only 5.5% of the patients rated their HRQOL as good, 29.1% of the
total sample population were satisfied with their health, however majority (39.0%) of the patients
were dissatisfied with their health. Thisis shown in (Table 6)
Table 6: Health Satisfaction and Self-rating of HRQOL among type 2 patients at Felege Hiwot

referral hospital, Bahir Dar, 2015

Self-Rating of quality of life

%

Self-reported Health satisfaction

Very poor

Poor

Neither poor nor good
Good

Very good

8.7
37.5
47.7

5.5

0.6

Very dissatisfied

Dissatisfied

Neither dissatisfied nor satisfied
Satisfied

Very satisfied

2.6
39.0
29.1
29.1
0.2

30



Factor s associated with HRQOL of type 2 diabetic patients

5.7 Simplelinear regression analysis of type 2 diabetic patientswith HRQOL

All predictor variables were entered in to the bivariate analysis and the result as showed below on

Table 7 indicated that nine predictor variables have p- value < 0.25 and these taken as candidate

variables for multiple linear regression model.

Table 7: Simple linear regression analysis result of type 2 diabetic patients, Felege Hiwot

Referral Hospital, Bahir Dar, 2015

Unstandardized standardized 95% Confidence
Variable Coefficients Cosfficients L(I)c\::rrval fL(J)|ropBer
Bound Bound
B Std. Error t R P-Value
Gender -1.136 1324  .0.85 -0.046 392 -3.741 1.469
Age -0.233 0.041 -5.642 -0.292 .000* -0.314 -0.152
Educational 3.659 0.457 8.001 0.397 .000* 2759 4558
status
Marital status 4.887 1317 3711 0.197 .000*  2.297 7.478
Occupation 5.391 1419 3799 0.201 .000*  2.600 8.182
Income -2.524 1.097  -2.301 -0.123 022  -4.681 - 0.367
Duration of -0.839 0139  -6.058 -0.311 000 -1.111 -0.567
DM
Drug regimen 0.001 0.000 2.230 0.120 .026*  0.000 0.001
Diabetic
related 9.322 1215  7.675 0.383 .000*  6.933 11.710
Complications
Body mass -0.286 0.177 -1.610 -0.087 108 -0.635 0.063
index
*P-value <0.25

31



5.8 Multiple Linear regression analysis of type 2 diabetic patientswith HRQOL

Enter method was used and predictor variable with largest p-value removed until the final model
built. Age, educational status, income, marital status, occupation and presence of diabetic related
complications were predictor variables of overall health related quality of life. These statistically
significant variables (p<0.05) explains 30.8% of the variance in the outcome variable (Health
related quality of life.).

As shown above on table 8, the multiple linear regression model indicated that Age had an
inverse association with overall health related quality of life while educationa status, income,
marital status, occupation, presence of diabetic related complications had a positive and
statistically significant association with HRQOL.

However Gender, drug regimen and Duration with DM illness were not found to be statistically
significant predictors of health related quality of life.

A unit increase in age would likely decrease health related quality of life by -0.092. As
Educational level increase overall HRQOL would likely increase by 5.864. As income increases
health related quality of life would likely increase by 3.076. Being married would likely increase
health related quality of life by 4.157. Being employed would likely increase health related
quality of life by 4.494. Absence of diabetic related Complications would likely to increase
health related quality of life by 5.904. Comparing the contribution of each independent variable,
the largest beta coefficient is Presence of diabetic related Complications (3= 0.243, p=0.000).
This variable makes the strongest unique contribution to explaining the dependent variable
(hedlth related quality of life), when the variance explained by al other variables in the model is
controlled. The 3 value Age was the lowest (I3 = - 0.116, p = 0.049), indicating that it made less
of a unique contribution to the model when the variance explained by al other variables in the
model is controlled (Table 8).
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Table 8: Multiple Linear regression anaysis of predicting variables on HRQOL among type 2

diabetic patients, Felege Hiwot Referral Hospital, Bahir Dar, 2015

Unstandar dized Standar dized 95% Confidence
Coefficients Coefficients Interval for B
Variables
B Std. t 3 P-value L ower Upper
Error Bound Bound
(Constant) 38836 3611 10.756 0.000 31.73  45.939
Age -0.092  0.047 -1.977 -0.116 0.049* -0.184  0.000
Educational
status 5.864 1.254 4,674 0.229 0.000** 3.396 8.332
Drug regimen 0.000  0.000 0.849 0.041 0.397 0.210 5.942
Marital status 4.157 1.168 3.559 0.167 0.000** 1860 6.455
Occupation 4.494 1.355 3.316 0.168 0.001** 1.828 7.159
Income 3.076 1.457 2111 0.104 0.036* 1210 6.962
Duration with
DM -0.215 0.161 -1.338 -0.080 0.182 -0.532 0.101
Diabetic related
Complications 5.904 1.281 4.609 0.243 0.000** 3.384 8.423

Dependent Variable: Overall Health Related Quality of Life
Max VIF=1.77, *p<0.05, **p<0.001, Adjusted R2=0.308, F=17.994, p=0.000
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CHAPTER Sl X: DISCUSSION

A total of 344 DM patients who had follow-up in DM clinic were involved as a study
participants. Overall HRQOL was identified from the transformed physical, psychological, social
and environmental domains of HRQOL of the study participants. The mean score of the overall
transformed HRQOL of all study participantsin this study was 52.6+ 12.1.

Diabetes and its complications affected al the domains of the HRQOL. According to this study
result, the mean score of DM patients were higher on the social and environmental domains and
lower on physical and psychological. However, the study conducted in Gaza (46) shown opposite
result as diabetes and its complications effects were strongest for the physical health and
psychological domains and weaker for the social relationships and environment domains. These
kinds of differences may be due to the presence of variations of life style, health care delivery
system, social, economical, environmental, political and religious practices and/or experiences

among DM patients who are living in Gaza and Bahir Dar.

A number of studies reported that diabetes mellitus is more common in females than males (14,
64) but on contrary to this, magjority of the study participants197 (53.3%) in Bahir Dar diabetic
clinic were male. These kinds of differences might be due to the difference in study population

and sample size.

The results revealed that male DM patients had the highest mean score on each domain and men
had higher mean score on overall HRQOL than females. The same results were reported by the
studies conducted in Gaza, Nigeriaand Iran (46, 60, 67).

In this study, most of the respondents (30.8%) were found at the age of greater than 47 with the
mean age of 40.54+15.2 and the proportion of study participants with DM in the older age group
was higher than in the younger and middle aged groups. This result was similar with the previous
study done in Germany (41). As most patients belonged to the age group of either > 50 years
(50%) or 40-49 years (36.6%).

DM patients with the younger (28-37) age category recorded the highest mean score on physical,
socia and environmental domains of HRQOL and those older DM patients were recorded the

lowest mean score. As for the transformed overall HRQOL mean result, those younger DM
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patients were recorded the highest mean score (56.9) than those older DM patients as a mean of
47.1+12.2.

Being older DM patient was significantly associated with decreased overall HRQOL according to
linear regression analysis result, i.e., as the age increases, HRQL would likely decrease by -0.092
(p<0.05). This finding is similar with the study which was conducted in India in 2014 (68). It

was al so supported by the result from in-depth interview.

For example: A 42 years old men stated that......

...... when | get older, | already lost the previous body strength to work hard and getting diet
like those of young patients. Since we are DM patients, we are obliged to be selective on our diet
and should get varieties of food during meal time. But that will be happened if work hard and
that will be difficult for the older man like me”

As for educationa status, those DM patients who completed secondary education and above
achieved the highest mean score on physical, psychological and social domains than those DM
patients that can’t read and write. Educationa status had a positive & statistically significant
association with HRQOL. The study conducted in Nigeria (60) supported this study result.
According to the result DM patients who scored poor HRQOL had lower educational level than
DM patients with better educational level and DM patients who scored good or fair HRQOL
were those who had better educational status.

Magjority (60.8%) of these study participants were married and this result was the same as the
study done in Emirate people (59) and Germany (41) as mgjority (70% and 79% respectively) of
the respondents were married. The highest mean score was recorded on psychological and social
domain by DM patients who were single (unmarried) and for physical and environmental
domains by married respondents. Those single (unmarried) DM patients had the highest mean
score (55.1+ 11.9) on overall HRQOL and widowed DM patients had the lowest (44.7 + 13.4). In
this study being married increases, over all HRQOL by 4.494. This result similar to study done
by Jacobson and colleagues, separated or divorced individuals experienced worse quality of life
than those who were single or married (58).However it is different from a study done in Saudi,
married patients had significantly worse QOL compared with non-married patients (65).This
difference may be due to socio cultural difference and married patients satisfied in their life,

support each other and have more persons who care and look them than unmarried.
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The mean score of merchants and government employees were recorded highest on the four
domains than unemployed who recorded the lowest on each. According to the transformed
overall HRQOL result, DM patients who were merchants and government employees had higher
mean score on overal HRQOL (mean score of 60.0+10.4 and 54.9 +11.2respectivelly) than
unemployed DM patients with a mean score of 47.0 +13.4. The linear regression analysis result
also shown that there was a statistically significant association between occupations and overall
HRQOL and being employed would likely increase hedth related quality of life by 4.494
(p=0.001). The study done by Issa B and colleague (60)shown that overall quality of life were
significantly correlated with occupation; according to their study result patient who had low
occupational status were more likely to have poor score on HRQOL. This result also supported

by in-depth interview, participant explained that......

.... itisknown that DM disease is the one which needs extra costs for management. In addition to
the living cost, patients always have extra cost for medication and that amount of cost will not be
easily afforded for those unemployed and low income DM patients. By these and other reasons,
most of the DM patients cannot easily start their follow-ups in the health centers and lay down on
every corner of the cities and lastly they will die.

DM patients with high income level were recorded the highest mean score on all domains of
HRQOL whereas, those who had low income scored the lowest and according to overall HRQOL
result, DM patients who had higher income recorded higher mean score on overall HRQOL than
those lower income patients as mean score of about 59.6+11.2 and 48.9+13.0 respectively.
Income was found to be statistically significant association as income increase HRQOL would

likely increase by 3.076. This result was the same as the study done in Nairobi (61).

The study result shown that majorities (57%) of the study participants were diagnosed with DM
from 1to5 years of duration. DM patient with less duration of diagnosis (1-5 years) were recorded
the highest mean score on physical, psychological and socia domains of HRQOL wheress;
patients with long duration of diagnosis (11land above years) scored the lowest. However,
patients with the longest DM duration (>11 years) recorded the highest mean on environmental
domain. This study result was similar to the study done in Kenya (61) that, above half of the
study patients (52.5%) had diabetes for 1-5 years of duration.
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According to this study result, more than half (53.5%) of patients had DM complications and
diabetic retinopathy was the leading. The study done in Gaza (46) also supported this result as
from the total respondents, 58.7% of DM patients had complications and retinopathy was the
major one. However, patients with DM complications were greater in Kenyan (more than 70%
of respondents had DM complication) than DM patients in Bahir Dar and unlike this study result,
the Kenyan DM patients study finding shown that neuropathy was the leading complication(61).

According to this study result, diabetic related complications had a positive & statistically
significant association with overal HRQOL (3= 5.904, p=0.000) and DM duration was not
statistically significant association on overall HRQOL. This results were amost similar with that
of the previous study result (61, 46) as the HRQOL of the DM patients was associated
significantly with the number of complications (p<0.001) This finding also agreed with in-depth
interview result, participants explained that majority of DM patients currently traumatized not
only by diabetes mellitus but also by other complications that will occur in association with DM.
The cardiovascular diseases, such as hypertension, heart attack, and others will be occurred as a
complication and starting treatments for each kind of complications will not that much easy for
most of them.

For example: A 42 years old women said......

o Still we are suffering and obliged to lead a very difficult life. Previously, | was leading
my own life without looking to and receiving any supports from others. By, now, life is becoming
very difficult to me. | am suffering with hypertension, heart attack and nerve problem and
currently, 1 can’t do hard works that | could before. I am tired of the disease, and becoming

hopeless with life. | will eat if | get food and sleep long if not since | can’t help it!”

The study result shown that those patients who had only oral anti diabetic medication recorded
the highest mean score on physical, psychological, socia and environmental domains and the
lowest mean score were measured by those who had insulin drug regimen only. But drug regimen

was not statistically significant in linear regression model.

Self rated quality of life and health satisfaction was studied among DM patients and according to

the study result, only 5.5% of the DM patients were rated their HRQOL as good and more than

40% of the respondents rated their HRQOL as poor. However this study result was totally

different than the previous study result (61) as stated 40% of the respondents rated their health as
37



good. This discrepancy may be because of the difference in socio economic status and difference

health care service delivery for DM patients in the two countries.

As for self rated health satisfaction, mgority of the DM patients (more than 40%) were
dissatisfied with their health and only 29.1% of them were rated as satisfied. This result was
amost similar to the study done in Kenya (61) as stated that small proportion (35%) of DM
patients were satisfied with their health status. This finding was also supported by in-depth

interview result.
For example: A 42 years old DM patient said that.....

“ehhhhnh.... life is very difficult to DM patients. Its difficultness is being started from the drug
administration mechanism. If you take the medication schedule of mine, injection is the only
method that | followed regularly for long period. But still 1 have no improvement in my health,
am tired of taking medication always and leaving with this disease,.....crying.... what is the
meaning of taking medication always without any change in your health status? Really am

getting hopeless and am not happy with my health condition.”
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CHAPTER SEVEN: STRENGTH AND LIMITATION

7.1 Strength of the Study:
% This study used both qualitative and qualitative method to explore or understand Type |1
DM patients’ experience on HRQOL.
¢+ The data collection instrument score was adopted from validated and standardized tool of
WHOQOL-BREF (69).

7.2 Limitations of the study:
Since the study was cross sectional it is difficult to infer causality (temporal relation).

Like any cross —sectional study it is difficult to know whether determinant or outcome
occurred first.
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CHAPTER EIGHT: CONCLUSION & RECOMMENDATION

8.1. Conclusions

This findings revealed that age, educational status, marital status occupational status, diabetes
related complication and income, were significantly associated with health related quality of life.
while gender, drug regimen and duration of DM have no statistically significant association with
HRQOL. As the age of DM patient increases their health related quality of life will decrease,
patients with high level of education have high HRQOL than those with low level of education,
married patients have increased HRQOL than singles, employed patients have increased HRQOL
than unemployed one, As income increases their health related quality of life will increase,
patients with no diabetes related complication have high HRQOL than those who have

complication.

8.2. Recommendations

For decision/policy makers

Specia attention should be given to DM patients to break the cycle of low occupational
status and low income. The concerned bodies should design a program that creates job
opportunities for reduce the financia stress of DM patients.

It will be better if the government give specia attention for Elderly DM patients by

establishing mechanisms to support them for improving their quality of life.

For health care providers

It is knows that education has a power for changing the overall qualities of life,
personalities and attitudes of a given society. Just to improve the quality of life of DM
patients, educational programs should be designed and offered to DM patients in focus of
improvement of understanding self care and management of DM, risk minimization,
glycemic control, lifestyle modification and perception of self worth.

Health care team for diabetics should not be only disease-centered; QOL of the diabetic
patient should always be regularly assessed and improved accordingly.
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For researchers
Further researches need to be conducted by including other hospitals in order to assess
health related quality of life of all DM patientsin our country.
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ANNEX

Annex |. Information sheet and consent form (English version)

Dear respondent my name is I am here to collect data for a study

which entitled with “Assessment of Health related quality of life and its associated Factors among Type 2
diabetic patients, attending Felege Hiwot Referal Hospital in Bahirdar” .It is conducted by Kidist Reba,
Who is a MSc student in nursing at Addis Ababa University, College of Medicine And Health Sciences,
Department of Nursing & Midwifery. The interview explores about your quality of life and its associated
factors will require about 20 to 25 minutes to be completed. As a study participant you will be benefited
when the result is utilized. The study will be carried out in the form of interview and do not cause any
harm to you. The result will be displayed in genera form not in individua. To achieve the study, your
honest and genuine participation by responding to the question prepared is very important and highly
appreciated. You have also a right to continue or to discontinue as a participant and there is no any
influence that insists you to participate unless you are volunteer.

Wewill proceed to theinterview after you under stand the following points

Objective of the study: To assess hedth related quality of life and its associated factors among Type 2
diabetic patients attending in Felege Hiwot Referral Hospital, Bahir Dar City, Ethiopia.

Benefit: The information generated from the study help policy makers and program planning, to improve
QOL and will enable health care providers to implement other care beyond metabolic control.

Harm: The participants do not have any harm by participating to the study

Duration of the study and interview: The study conducted for one month. The interview may take
from20- 25 minutes.

Alternatives to participation: You do not have to take part in this research if you do not wish to do so.
Your participation/ non-participation, or refusal to respond to the questions will have no effect now or in
the future on services that you or any member of your family may receive from any service providers. In
between, you have the right to terminate from the study by any reason, related to the study or personal
reason.

Confidentiality: We would like to assure you that the privacy will strictly be maintained throughout.
Your responses to any of the questions will not be given to anyone else and no reports of the study will

ever identify you. If areport of the results will be published, only Information about the total group will
appear.



Personsto contact: If you have any question you can contact the investigator at the following address and
you may ask at any time you want.
Kidist Reba
Tel: +251-0911178889
E-mail: Kidistreba@gmail.com

Consent form: | have read the document stated above or it has been read to me by the data collector as |
can understand all conditions stated above. Therefore, | have decided to:

1. Agree

2. Disagree on participation of the study

And | confirmed it by signature

Name of theinterviewer: Sign. Date of interview
Name of the supervisor: Sign. Date

Thank Y ou for willingnessto participate



Annell -English version Questioner
PART I- Question For Quantitative
Thisquestionnaireis designed to assess quality of life and its associated factors among among
diabetic patients attending Felege Hiwot Referral hospital.
Mark “ x” on the space provided
Part I- Socio demographic characteristics
1. What isyour gender? Mae o Female m
2. Age? years

3. What isthe highest level of education you received?
None at al

High School
College

4. What isyour religion?
Orthodox
Muslim
Protestant O
Others(specify)

5. What isyour ethinicity?

O
Primary School O
O
O

O O

Amhara
Gurage

Oromo

O 0O o g

Tigre
Others specify
6. What isyour marital status?
Single O Separated O
Married O Divorced O
Widowed O

7. What isyour occupation?

Unemployed O
Employed O
Others(specify)

8. How much money do you earn on monthly basis? Ethiopian birr.
[l



9. How long have you had diabetes? inyears.

Part 11-Factorsthat affect quality of life
10. Which drug regimen you are following currently for your diabetes?

Oral anti diabetic medication only O
Insulin only O
Insulin and oral anti diabetic medication O
Only following dietary plan as recommended O

Others(specify)
11. Do you have any diabetic related long term Complications?

Yeso No O
12. If your answer is “yes” for question no. 14 which type of complications do you have?(Multiple
answers are possible)
Diabetic Nephropathy
Diabetic Neuropathy
Diabetic Retinopathy
Diabetic foot ulcer
Diabetic related heart disease

o o o0ooog

Others (specify)
13. Weight kg
14. Height meters
15. Body mass index kg/m2

Part 111- Questionsfor assessment of self rate quality of life and health satisfaction
16. How would you rate your quality of life?

(Please circle the number)

Very poor Poor Neither poor good Very good
nor good
1 2 3 4 5

17. How satisfied are you with your health?

(Please circle the number)

Very Dissatisfied Neither satisfied Very satisfied
dissatisfied dissatisfied nor

satisfied
1 2 3 4 5




Part 1V- Physical domain related questioner
18. To what extent do you feel that physical pain prevents you from doing what you need to do?

19.

20.

21,

22,

23.

(Please circle the number)

Not at all A little A moder ate Very much An extreme
amount amount
1 2 3 4 5
How much do you need any medical treatment to function in your daily life?
(Please circle the number)
Not at all A little A moder ate Very much An extreme
amount amount
1 2 3 4 5
Do you have enough energy for everyday life?
(Please circle the number)
Not at all A little moder ately mostly Completely
1 2 3 4 5
How well are you able to get around?
(Please circle the number)
Very poor Poor Neither poor well Very well
nor well
1 2 3 4 5
How satisfied are you with your sleep?
(Please circle the number)
Very Dissatisfied Neither satisfied Very satisfied
dissatisfied dissatisfied nor
satisfied
1 2 3 4 5
How satisfied are you with your ability to perform your daily living Activities?
(Please circle the number)
Very Dissatisfied Neither satisfied Very satisfied
dissatisfied dissatisfied nor
satisfied
1 2 3 4 5




24. How satisfied are you with your capacity for work?

(Please circle the number)

Very Dissatisfied Neither satisfied Very satisfied
dissatisfied dissatisfied nor
satisfied
1 2 3 4 5
Part V - Psychological domain related questioners
25. How much do you enjoy life?
(Please circle the number)
Not at all A little A moderate Very much An extreme
amount amount
1 2 3 4 5
26. Towhat extent do you fed your life to be meaningful ?
(Please circle the number)
Not at all A little A moderate Very much An extreme
amount amount
1 2 3 4 5
27. How well are you able to concentrate on day to day activity?
(Please circle the number)
Not at all A little A moderate Very much An extreme
amount amount
1 2 3 4 5
28. Areyou able to accept your bodily appearance?
(Please circle the number)
Not at all A little moder ately mostly Completely
1 2 3 4 5
29. How satisfied are you with yourself ?
(Please circle the number)
Very Dissatisfied Neither satisfied Very satisfied
dissatisfied dissatisfied nor
satisfied
1 2 3 4 5

4




30. How often do you have negative feglings, such as blue mood, despair, anxiety, depression?

(Please circle the number)

Never Seldom Quite often Very often Often always
1 2 3 4 5
Part VI- Social domain related questioner
31. How satisfied are you with your personal relationships?
(Please circle the number)
Very Dissatisfied Neither satisfied Very satisfied
dissatisfied dissatisfied nor
satisfied
1 2 3 4 5
32. How satisfied are you with your sex life?
(Please circle the number)
Very Dissatisfied Neither Satisfied Very satisfied
Dissatisfied dissatisfied nor
satisfied
1 2 3 4 5
33. How satisfied are you with the psychological support you get from your friends?
(Please circle the number)
Very Dissatisfied Neither Satisfied Very satisfied
dissatisfied dissatisfied nor
satisfied
1 2 3 4 5
Part -VII Environmental domain related questioner
34. How safe do you fedl in your daily life?
(Please circle the number)
Not at all A little A moderate Very much An extreme
amount amount
1 2 3 4 5
35. How hedlthy isyour living physical environment?
(Please circle the number)
Not at all A little A moderate Very much An extreme
amount amount
1 2 3 4 5
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36.

37.

38.

39.

40.

41.

Have you enough money to meet your needs?
(Please circle the number)
Not at all A little moder ately mostly Completely
1 2 3 4 5
How available to you is the information that you need in your day-to-day life?
(Please circle the number)
Not at all A little moder ately mostly Completely
1 2 3 4 5
To what extent do you have the opportunity for leisure activities?
(Please circle the number)
Not at all A little moder ately mostly Completely
1 2 3 4 5
How satisfied are you with the conditions of your living place?
(Please circle the number)
Very Dissatisfied Neither Satisfied Very satisfied
Dissatisfied dissatisfied nor
satisfied
1 2 3 4 5
How satisfied are you with your access to health services?
(Please circle the number)
Very Dissatisfied Neither Satisfied Very satisfied
dissatisfied dissatisfied nor
satisfied
1 2 3 4 5
How satisfied are you with your mode of transportation
(Please circle the number)
Very Dissatisfied Neither satisfied Very satisfied
dissatisfied dissatisfied nor
satisfied
1 2 3 4 5

THANK YOU FOR YOUR TIME
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Annex |1l . Information sheet and consent form (Amharic version)
PIPCIC/ T THEELT POIPIONT aPIASE), PR
e9°CI°C TCENE
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NP+ HA2 WYEmy? 1o 4Pt a"™httt o 9 Emye o 1WAkt LH ™16
Lpan::
LRt A0 - a&h ain #rnGot

™nRa #7TL - 0911178889

hak NHGHE PHamety medEPT 2% dat ALPAl meye 4L8 nyvam mak 0 med
tfanm +yagn:: aay™ 0 rhd AR damath PUh-Amy magalk

1. +hmyeFat
2. a-ta™ e

B NAG™E dd]17mik

PmiE Afanm, aye AR
e Am, Pranannt &%
Pl thmme pye wh™




2U aomed 1401 VDT b4.60 POATHA ANC VI HETF A GE-F@D PTUFADT O'rC U3 AS THIIE Y QAFo-
AT H4P ATITGT ORHDE -

hEA A28 TN AG 01 VNN aolB oomed
1.237? o8 O Ot O
2.h877?

3.0HPUCT LLE
et 0

RLE QLB SGPP
UATE REET T S O
PhAE 0T PGP

4.heTITT ?

actLha O
av- (L AJ° O
TCEAT TN O
AA (£700)

5.cC ?
h7l¢-
&L
ACP

O g o o

96

AA (£708)
6.220F v ?

£10

£4A10
vé.
09+ AP
7.00¢ vz ?
eav Nt (&S O

o o U o

Ac- LD m
A (£108)

8.90C 1. 9°M7? PATERP C

Xl



hGA v-OF- 200G VaP9T) Té O1C U-2F KP8LT4 PTLLLCITFD- U P T
10. AARC 003 hTLam: LU LT avhhd PHFEPET (38 LOASH,

o9 PT NF O
AIOTT AF O
eI PMT A WO O
A1 hG WFPOPL 197007 AF O
A (£706)

n.0A%<F AOF ¢9T O eFHHATT COAC P LUt AIPT CUA LH DOALPA?
A7 O vAt o ot o ket o A0t o 0&0t o At O
12, QA%T Q0T $GTF OAT LIHHATT AT AT PUA L FOMPAAARTINNT T PTLPT )
A1 O v0t o ot o At O AP0t O ALt o aat O
13.  AA%<T AQF ¢9F @A LFHHATT ARG AThA AP PUA LH ONLPAANNC AThNA +m,¢"'l.9’$)
A1 O v0t o ot o At O AP0t O aght o aat O
14. AC vovar: PNT0T LoMPPPT 1S L S Ahd Ad ?
Al | A O
15. ATPE ETC 14 PANP hd» NPT LIMAPPET 8M.G AhA 2710 ANATE 1AL aoFoLT BTN

nac yaege oC eFLLH PhrAl T Yarge ]
haC vaeg® o o201 P10 varg® m|
habC yaeg® o¢ ¢4-00H PhLT Yavge O
hAnC vavge o¢ e+LLH AN Yaoge o
naC yorg® ¢ eHLeH PACIC RO m
AA (£706)

16. Pa@-rt h0+ .

17. ®avt TG

18, 08, 910 A1%00 . (T

hGA adt- P0G VPP+PTF A G EFa- PoLTFADT O -2
19. PAP P i (quality of life ) W38T 29494 7

(faoeats £7C enAY)

0Ng° Het+s HP e aphAg ety 0Ny ety

1 2 3 4 5

X1



20. (m.SP AL LAP T hChF AWt RINGFAT?

(favcats £7C ehAY)

nmge eaqesh Pa90c anAg pay.eln nmge ¢a.0.n
1 2 3 4 5
21. PO9waYP:t yaoge 9oy PhA av(igt PLATFT AIBENSD-r ASCAPIA ==
(Parsmet7 2 TC £hr)
N§6-9° 0ret NAhNKTA | Neom® hAhATA | 0N9° hAhaTA A9 1M9°
AAhAhATI® hAhiega
1 2 3 4 5
22. PANT FANT ATPOAPOPT ATINEL: 9°7 PhA PUNIPS ACRT POLAIPHA ?
(Parlmetr 2 TC £hAIr)
N&:6-9° Nret PALATTA | Neomt POLATTA | NN° PALATTA AP (Mg°
APOLATYIP PLOLAITA
1 2 3 4 5

23. Weaty 9°7 fhd L0ts 1P17?

(faocats £7C enAY)

Go9° LAty Nret Lats T8 | Qoo LAts T | NN LAt Y A8 (NP LOHG
h@LAU-I° i)
1 2 3 4 5

24. VROTF OKCAL KT I°7 TCHI® AAD-?

(favcats £7C enAY)

G69° FCTHI° AAQ
ot

0ret FCTP° Aot

Qoo+ +CTHI°
AAt

0ng° +CHP° hAt

AP NNI° ACTHI°
ANt

1

2

3

25. OANT TANT 0T Hedt 09180 0P TP 9°7 Pha 10+ ?

(faocats £7C enAY)

6-9° +hedot
PATGgP

0ret et
AN

oo’ +oedot
AN

nmye thdt AAT

AP NN9° Al
AN

X1




26. PANT FANT UR@FP 907 PhA A0HI19TY 10-?

(faocats £7C enANY)

G6-9P Nret AOF97T | Qoo A0FT97% | 0N° AGFI797Y AL NMge
Pa9. 00T II90Y AlvtgegoTy
AL

1 2 3 4 5

27. P19t AhON 9°7 £hd 597 10-?

(Paolme7 PC PhAO0F)

G6-9° MG97 NPt msTl Noom'r M5 0P M5 A% 1N M,599
AL
1 2 3 4 5
28. AANT TANT ULOTP P97 NE Y20 AAPT?
(Poolmt7 £ PC PhAOM)
(§:6-9° PATFIP NPt AAY Noom’ AA% (A NHG @ ANT 09920 AN
1 2 3 4 5
29. PO 1TP7 hEI° ATPID- LN ?
(Paolm7 £ PC PhAOM)
0§:6-9° P AAPNADP | h9PA 724 NANHG O av<(y (107+(v
AAPOAD 9P APNAPAU- APNAPAU- APNAPAU-
1 2 3 4 5
30. PLATFY ATHH@+ AaPFC PTLeNTA N TN AAPT ?
(Povlmt7 €PC £hAO(Y)
N&6-9° PAFIP 0Pt AT Nom’r Ay NANHG D AN 0Ne v hay
1 2 3 4 5
31. PA0E PILLNLANPTT avlE PTIT T A&A AAPT ?
(Povsmt? €PC £hA(Y)
(§6-9° PATFIP 0ret AT nom’r Ay NANHG D AN av (1av AT
1 2 3 4 5

XV




32. AGPHGG 0917 9°7 £hd\ LH AAPT ?

(faocats £7C enANY)

N&e-9° PATII° Nret ANT Neom'’t AAT NANHT @D~ AN av<(y a0 AATY
1 2 3 4 5
33. (ANAOLYL AavTPadh 97 Phd APT® AAPT ?
(P27 £7C PhAO-)
N&6-9° PATH9° NH9° PATII° Nom’t AAT ¢ API® AN 0MYI® P4 API°
A0
1 2 3 4 5
34. MAYPASE 29L9THT AChT 9°7 Phd 1@-?
(P27 £7C PhAO-)
amge Ahlnge FYaVAIUAd naom'r Klhu- Ko nmge xlau-
1 2 3 4 5
35. hnt TANT FINCPT N9MNMSOT NPHP 9°7F Phd LLhn?
(Pt 2PC £hA(Y)
nmye hdlhge AdZhye Y YA Al nmy® hi -
1 2 3 4 5
36. (& AaPig-t QA LH P90.5CP AP9° 9°7 fhd LLhie?
(PooZmtT £TC PhAOF)
N hdlhge Y VAT Neem’t hlho- YA nmy® hiho-
1 2 3 4 5
37. OOPTP 9°7hd elhie?
(PoZmt? £TC £hAOF)
N hdlhge PYVATA Neem’t Alhuo- YA nmy® hiho-
1 2 3 4 5
38. haPT o¢ 0A@- I7F1t 9°7 Phd 220N?
(Pt 2PC £hA(Y)
amge Ahlnge FYaVA VA naem'r Klhu- alhu- nmge xiau-
1 2 3 4 5

XV




39. NOAAN veOFP I°7 Phd hCF 7 P15 ?

(favcats £7C enAY)

N hdlhge Y VAT Neem’t hlho- Al nmy® hio-
1 2 3 4 5
40. NALETU N91.e7TTF fUaN &o& 9°7 Phd Llhn?
(Pt €7C £hA(t)
Ny hdlhge PYVATA Neem’t Alhuo- YA nmy® hiho-
1 2 3 4 5
41. 'rC U332 9°7 Phd £lhne?
(Pt 2PC £hA(Y)
Ny hdlhge PYVATA Neem’t hlhuo- YA nmy® hiho-
1 2 3 4 5
42. MG W10t ao(s®, 29T NTITTT AYC 907 PhA 2A0?
(Pt 2PC £hA(Y)
nmMge Adlhge YaVA LA Naom’r Kl nu- hlav- nm9e xlav-
1 2 3 4 5
43. (9ea3 oot 9°7 Phd elnie?
(Pt 2PC £hA(Y)
nmge Adlhge YaVA LA Naom’r Kl nu- hlav- nm9e xlav-
1 2 3 4 5

44. 9°7 PAA T4 POV N%PTF TINTI° WL T0G aPRLTE BIPt AG &ACT APt PO-PA?

(favcats £7C ehAY)

0G6-9° he@-PI°

ADNG. AAE

0t+L2o7,

N 11

AL

1

2

3

4

HATHP aGumdtIsny::

XVI




Annex V. Information sheet and consent form (English version)

Dear respondent my name is | am here to collect data for a study

which entitled with “Assessment of Health related quality of life and its associated Factors among Type 2
diabetic patients, attending Felege Hiwot Referal Hospital in Bahirdar” .1t is conducted by Kidist Reba,
Who is a MSc student in nursing at Addis Ababa University, College of Medicine And Health Sciences,
Department of Nursing & Midwifery. The interview explores about your quality of life and its associated
factors will require about 60 to 90 minutes to be completed. As a study participant you will be benefited
when the result is utilized. The study will be carried out in the form of interview and do not cause any
harm to you. The result will be displayed in general form not in individua. To achieve the study, your
honest and genuine participation by responding to the question prepared is very important and highly
appreciated. You have also a right to continue or to discontinue as a participant and there is no any
influence that insists you to participate unless you are volunteer.
Wewill proceed to theinterview after you understand the following points
Objective of the study: To assess heath related quality of life and its associated factors among Type 2
diabetic patients attending in Felege Hiwot Referral Hospital, Bahir Dar City, Ethiopia.
Benefit: The information generated from the study help policy makers and program planning, to improve
QOL and will enable health care providers to implement other care beyond metabolic control.
Harm: The participants do not have any harm by participating to the study
Duration of the study and interview: The study conducted for one month. The interview may take from
60-90 minutes.
Alternatives to participation: You do not have to take part in this research if you do not wish to do so.
Your participation/ hon-participation, or refusal to respond to the questions will have no effect now or in
the future on services that you or any member of your family may receive from any service providers. In
between, you have the right to terminate from the study by any reason, related to the study or personal
reason.
Confidentiality: We would like to assure you that the privacy will strictly be maintained throughout.
Your responses to any of the questions will not be given to anyone else and no reports of the study will
ever identify you. If areport of the results will be published, only Information about the total group will
appear.
Personsto contact: If you have any question you can contact the investigator at the following address and
you may ask at any time you want.

Kidist Reba

Tel: +251-0911178889

E-mail: kidistreba@gmail.com
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Consent form: | have read the document stated above or it has been read to me by the data collector as |
can understand all conditions stated above. Therefore, | have decided to:
1. Agree

2. Disagree on participation of the study
And | confirmed it by signature

Name of theinterviewer: Sign. Date of interview
Name of the supervisor: Sign. Date

Thank Y ou for willingnessto participate

XVIII



PART-II IN- DEPTH INTERVIEW GUIDE FOR PARTICIPANTS

This list of questions will guide the researcher. It doesn’t have to be adhered to completely: instead the

participant’s response will guide the question.

Project Name:

Interviewer:----
Fake Name (ID):----
Date:

Start Time;
End Time:

L ocation:
1. Demographic information

Can you please tell me some identifying information about yourself?

Marital status:-----------
Educational status:-------------
2. Quality of liferelated questions
A. How would you describe your quality of life?
B. How do you compare the current quality of life to the previous one (non diabetic versus
after diabetic)?
What do you think about quality of life in diabetic patients?
How could the quality of life of diabetic patients be improved?
What do you fell the expenses for medical treatment of diabetic mellitus?

mmoo

How do you perceive your quality of life (health status) compared to other genera
populations health status?

Explain how DM affects quality of life?

H. Anything else you would like to add?

@
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Annex V . Information sheet and consent form (Amharic version)
PIPCIC/ T THEELT POIPIONT aPIASE), PR
e9°CI°C TCENE

1. avI.f
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Assurance of principal investigator

| signed to accept al responsibilities for the scientific and ethical conduct of the research project.
| will provide timely progress report to my advisor and seek the necessary advice and approval
from my primary advisors in the course of the research. | will communicate timely to my
advisoOrs and all stakeholdersinvolved in the study including any source of funding and support
for this research.

Name of the student: Kidist Reba

Signature:
Date:
Advisor Mr. Zeleke Argaw ( RN,MSC.)
Signature:
Date:
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