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ABSTRACT 

Background: Epilepsy is a paroxysmal disorder in which a person has two or more unprovoked 

seizures. A seizure results from an abnormal electrical discharge and the clinical manifestations vary 

greatly. Seizure manifestations range from brief sensory experience, to microsecond lapses in 

concentration, to convulsive status epilepticus. 

                              Objective :  To assess risk factors of epilepsy and stigma experienced by patients 

and relative of people with epilepsy in Me’enit tribe Bench Maji Zone in 2011                                 

Methods and materials: Community based matched case-control study was conducted, in Me’enit 

tribe from March-April/2011 G.C.A sample of 114 cases and 114 controls, a total of 228 study subject 

were selected from the source population. Cases were people living with epilepsy or people who have a 

history of two unprovoked seizure confirmed by experienced medical doctor and Controls were people 

confirmed not to have epilepsy by a experienced medical doctor. By using standard questionnaires the 

data about risk factors and social stigma from these confirmed case’s and controls were collected by 2 

experienced physicians and 2 diploma nurse translators. The historical details and the seizure patterns 

were obtained through interviews with each case and accompanying relative. Data were edited, recoded 

and entered in to computer and analyzed using Epi-info version 3.4.3 windows for the matching 

analysis. 

Result: Those risk factors found to be significantly associated with epilepsy by bivariate analysis were 

entered into multiple logistic regression models with conditional logistic regression method, with 

probability for entry of the variables fixed at 0.05.In the final multivariate model, family history of 

epilepsy (OR=12.13, 95%CI 3.26-45.1 P = 0.0002), and a history of febrile seizures (OR=4.21, 95%CI 

1.0-16.20 P = 0.03), emerged as strong independent predictors of epilepsy. 

Conclusion and Recommendations: In conclusion, this population-based case–control study identified 

family history of epilepsy, and antecedent history of febrile seizures as strong independent predictors of 

epilepsy, Pork consumption, outdoor defecation and latrine availability were prevalent in the study area.  

. The information that adverse fibril seizure increased the risk of epilepsy by four fold suggests that 

much of the epilepsy in Me’enit community may be preventable by improved maternal, neonatal and 

child care and it is recommended that MOH at different level and stakeholders should work on it. 
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CHAPTER ONE: INTRODUCTION 

1.1. Background 

 

Epilepsy is a paroxysmal disorder in which a person has two or more unprovoked seizures. A 

seizure results from an abnormal electrical discharge and the clinical manifestations vary 

greatly. The peak incidence is in younger and older people. Childhood febrile convulsions 

occur in about 5% of the population, and there is a2–5% lifetime prevalence for one or more 

seizures. Two-thirds of patients go into remission. The minorities are refractory and need 

reassessment of both the diagnosis and management. (1) 

Epilepsy is associated with at least twice the standardized mortality ratio. In the economically 

disadvantaged world epilepsy is even more common, compounded by far fewer resources to 

deal with it. (1)  

 

Seizure manifestations range from brief sensory experience, to microsecond lapses in 

concentration, to convulsive status epilepticus. Aetiology, associated morbidity, natural history 

and prognosis differ. Some writers prefer ‘the epilepsies’ to ‘epilepsy’ to highlight this 

variability but the term ‘epilepsy’ does convey important shared features.(1) 

 

Early records of epilepsy from 1000BC suggested it was due to demons, misdeeds, magical or 

astrological influence. This concept still has an impact on lay views of epilepsy. From 

Hippocrates (400 BC) others viewed epilepsy as having a natural but unknown cause. 

Hughlings Jackson viewed epilepsy as the result of abnormal cerebral discharges. (1) This 

paradigm shift in the 1800s built on Ferrier and Todd’s experiments at the time when the first 

modern treatment for epilepsy (potassium bromide) further stimulated interest in the subject. 

Since then epileptology has expanded on Jackson’s concepts and range of therapies (2)  

Many manifestations are seen in different types of epilepsy and are not specific. For example, 

simple partial and tonic–clonic seizures may occur in one person due to focal epilepsy, such as 
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due to a tumour. Some epilepsy syndromes have more than one seizure manifestation. For 

example, juvenile myoclonic epilepsy may manifest as myoclonus, absences and convulsions.  

Classification becomes complex because it attempts to categorize: - by onset of the clinical 

manifestations and EEG features of the seizure: generalized or focal (partial) epilepsy, by 

cause:idiopathic(primary),cryptogenic and symptomatic epilepsies,by syndrome (incorporating 

clinical, etiological and EEG and other diagnostic factors) by triggering factors (e.g. reading 

epilepsy).The International League against Epilepsy (ILAE) classification scheme was agreed 

in 1981,(3) revised in 1989(4)  

 

The main seizure types are:- 

Absence: this is an abrupt loss of awareness, with staring, sometimes with rapid blinking, 

eyelid flickering and subtle clonus of eyelids, face or limbs. Episodes usually last less than 10 

seconds and occur many times daily. Typical absences (petit mal) area form of primary 

idiopathic epilepsy associated with 3–4 cycles/ second generalized spike and wave activity on 

electroencephalogram (EEG). Atypical absences are seen in generalized symptomatic or 

cryptogenic epilepsy and have a poor prognosis. Sudden brief episodes of loss of awareness 

may occur in complex partial seizures. 

Myoclonus: this refers to sudden, irregular, jolt-like movement of the head, neck, trunk, limbs 

or a combination. If it affects the legs, it may cause a fall (see drop attack below). Myoclonus 

classically occurs as a generalized seizure. However it can also occur as physiological 

myoclonus, as part of focal epilepsy, or due to various cortical, brainstem or spinal cord 

pathologies. 

Clonic seizure: rhythmic, symmetrical shaking of limbs, face and neck that can be due to focal 

or generalized epilepsy. 

Tonic seizure: stiffness and extension of limbs and trunk. It can be due to focal or generalized 

epilepsy. When generalized, there is usually loss of consciousness, often with a fall. 

Tonic–clonic seizure (convulsion): a seizure with loss of consciousness and a tonic 

(stiffening) phase followed by a clonic (rhythmic shaking) phase. During a seizure, which often 

starts with a cry, there may be lateral tongue biting and incontinence of urine or faeces. There 

is usually a post-ictal phase of confusion, sometimes with aggression and tiredness. 

Convulsions may be primarily or secondarily generalized. 
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Atonic (astatic seizure): a sudden loss of tone, a fall results if the person is standing. ‘Drop 

attacks’ (sudden falls withoutvertigo) can also be tonic or myoclonic, or not due to epilepsy. 

Simple partial seizure: this is a partial seizure with retained consciousness. It may be a 

subjective sensory experience (auditory,autonomic, visual, sensory or psychic) or a motor 

manifestation (myoclonic, clonic, tonic or dystonic). They are brief 

(seconds or minutes), unless there is complex partial status (see status epilepticus below). 

Complex partial seizure: the hallmark is loss of awareness, sometimes associated with other 

seizure phenomena (such as hallucinations and automatic movements). These must be 

distinguished from absences. 

Partial seizure evolving into secondarily generalized seizure: a partial seizure may progress 

to a convulsion. The person may not recall an aura, so it may be indistinguishable from a 

primary generalized seizure. 

Status epilepticus: these are prolonged seizures or repeated seizures without full recovery in 

between. This can occur with all seizure types. The most dangerous form is convulsive status 

epilepticus, a medical emergency, defined as convulsions occurring continuously or without 

full recovery of consciousness between them for more than 30 minutes. 

Classification of seizures 

Generalized seizures                         

Tonic–clonic (in any combination), Absence, Typical, Atypical, Absence with special features 

Myoclonic absence, Eyelid myoclonia, Myoclonic, Myoclonic atonic, Myoclonic tonic,Clonic 

Tonic,Atonic 

Focal seizures 

Unknown,Epileptic spasms 

A seizure that cannot be clearly diagnosed into one of the preceding categories should be 

considered unclassified until further information allows their accurate diagnosis. This is not 

considered a classification category, however (5).  

Stigma research has generally characterized stigma as felt versus enacted. Enacted stigma 

manifests as discrimination against the stigmatized person imposed by others, whereas felt 

stigma is the fear of enacted stigma experienced by the stigmatized person. Felt stigma may 

result in the stigmatized person volitionally limiting their life experiences and opportunities in 

an effort to avoid enacted stigma. Courtesy stigma is the ‘‘stigma by association’’ experienced 
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by individuals in close social or physical proximity to someone who is stigmatized (6). 

Courtesy stigmas may have components of felt or enacted stigma. Data from developed 

countries indicate that today felt stigma may be more limiting for PWE than enacted stigma, 

but this probably is not true in SSA, where the burden of enacted stigma remains substantial 

(7).   

 

Despite being a common neurological disorder, epilepsy seems to be the least understood and 

most feared disorder in most parts of the world which is further complicated in developing 

countries by its traditional attribution to demonic possession, and the perception that it is 

transmissible by physical contact. All these misperceptions might explain why epilepsy carries 

more stigma than other disorders, including mental illnesses. The reports from earlier studies 

that people with these disorders have been marginalized within their societies, and have had  

reduced opportunities for education, employment, marriage and social relationships as has been 

reported in earlier studies in developing countries including Ethiopia (8). 
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1.2 Statement of the Problem. 

 

Epilepsy is a neurological condition that knows no geographic,social, or racial boundaries, 

occurring in men and women and affecting people of all ages, though more frequently affecting 

young people in the first two decades of life and people over the age of 60 (9). 

 

There are over 50 million sufferers in the world today, 85% of whom live in developing 

countries. At least 50% of cases begin at childhood or adolescence. An estimated 2.4 million 

new cases occur each year globally (10).  

Approximately 4 million persons in the European Union and the United States have epilepsy, 

and 3% of the general population will have epilepsy at some point in their lives (11). 

In some Asian countries, in particular in South-East Asia, the importance of the disease has not 

been well documented. Studies in Japan, China and Singapore suggest prevalence’s between 

3.8 and 7.3‰ which are similar to the average global figure [12-14).  

In developing countries, 60% to 90% of people with epilepsy receive no treatment due to 

inadequacies in health care resources and   service delivery, and due to social stigma. 70% to 

80% of people with epilepsy could lead normal lives if properly treated (10). 

More than 10 million peoples in Africa are living with epilepsy (15). High prevalence rates 

have been reported in Cameroon (58‰), Liberia, (3 and 28‰), Nigeria (37‰) and Ethiopia 

(43‰). The lowest rates were shown in Northern African countries and in South Africa 

(21‰).Between the extremes, various average rates (ranging from 10 to 20 per 1000) were 

shown indifferent places, using different methodology, including WHO or other protocols (16, 

17). According to studies on epilepsy in Ethiopia, there are about 400,000 people living with 

epilepsy. Around 85% are children, of whom just 3% are receiving medical treatment due to 

inadequacies in health care resources and stigma attached to this disorder (15). IS LIVING P 
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CHAPTER 2: LITERATURE REVIW 

2.1. Prevalence and Risk Factors for Epilepsy 

The great majority of studies of the prevalence of epilepsy have reported rates between 4 and 

10 per 1000 (18, 19, 20). Some studies from resource-poor countries have given higher 

prevalence rates; these studies usually are small-scale studies from isolated geographic areas 

where unique genetic or environmental factors may apply or else are compounded by 

methodological problems (18).  

Most large-scale studies in resource-poor countries report prevalence rates for active epilepsy 

of between 6 and 10 per 1000; many of these studies also report higher rates in rural areas. 

Lifetime prevalence rates are much higher than rates for active epilepsy; this is even the case in 

resource-poor countries, where there is a huge treatment gap and, indeed, AEDs may not be 

available (18, 20). This suggests that most people developing epilepsy will either cease to have 

seizures or die prematurely, probably the former.  

Epilepsy is, however, associated with an increased mortality rate, although the impact of 

mortality on prevalence in resource-poor countries is not known (21, 22). 

 

2.1.2 Risk Factors for Epilepsy 

 

Epilepsy is a symptom complex, and many different conditions are known to be risk factors. 

These vary with age and geographic location. Congenital, developmental, and genetic 

conditions are associated with developing epilepsy when young.  

Epilepsy associated with head trauma, central nervous system infections, and tumors may 

occur at any age, although tumors are more likely in the elderly (20). Cerebrovascular disease 

is, however, the most common risk factor in the elderly (23). Parasitic conditions such as 

falciparum malaria and neurocysticercosis are associated with epilepsy in endemic areas and 

are probably the most common preventable cause of epilepsy worldwide (23).A family history 

of epilepsy seem to increase the influence of other risk factors. The susceptibility to epilepsy 
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may be partly genetically determined, and this may interact with brain maturation and 

environmental factors.  

These interactions may be responsible for the shortcomings of our understanding of the 

dynamics of epilepsy in the population (20, 23). For instance, the relative risk of developing 

epilepsy with different conditions in different populations is not known. 

 

A case-control study conducted in Nigeria emphasized that  from the cases of epilepsy Partial 

seizures predominated in the study in  (59.4%) keeping with the pattern observed in recent 

investigations of epilepsy based on clinical series of cases in Nigeria and in developed 

countries as well (24). The absence of other types of generalized seizures commonly seen in 

children is due to the fact that most of cases in this study were adults. 

Among the risk factors the results shows that febrile convulsion significantly increases the risk 

of developing epilepsy ( OR 11.0, p < 0.001) and supports the previously reported association 

of febrile seizures with subsequent epilepsy in a study based on cases in the Rochester, 

Minnesota, U.S.A., population(OR7.2,  p < 0.001) (25). 

The results also suggest an increased risk of epilepsy following more than one episode of 

febrile seizure because most of the cases were in this category and the result give an eleven-

fold increased risk of epilepsy following febrile seizures which can be compared with the 

relative risk shown in studies conducted in U.S.A., India and Tanzania 7.2,8.86,2.4 (25, 26,27). 

The seizure type that is associated with febrile convulsions remains controversial the results 

show in this study subjects who experience febrile seizure are at increased relative risk for both 

complex partial and generalized tonic-clonic seizure types (24). 

Findings by other study, also using a case-control approach in a white population, showed a 

similar association between febrile convulsion and various seizure types. They reported ORs of 

15.3 and 12.0 for complex partial and absence seizures, respectively (28). The finding that 

febrile convulsion increased the risk for the two predominant seizure types analyzed in this 

study is compatible with the suggested hypothesis that febrile convulsion increases the risk for 

all kinds of seizures and not just complex partial seizures (29) 

The results confirm the established association between antecedent head trauma and epilepsy 

(OR 13.0,p<0.001) and the data shows a negative association between  immunization and the 

development of epilepsy. It is conceivable that the mechanism of protection conferred by 
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previous immunization was a reduction in the number of controls who might have had a febrile 

illness that could cause febrile convulsion. This contrasts with the findings in some studies in 

developed countries where immunization, especially with diphtheria-pertussis-tetanus vaccine, 

is associated with infantile spasms following encephalopathy, and the use of this vaccine is still 

controversial (24). 

 

A case-control study conducted in rural Laos shown that a family history of epilepsy or of head 

trauma were major risk factors. It shows both these factors in 12.9% of cases, 5 fold higher 

than in the control group (OR 12.8, 4.7) respectively (30). The proportion of those with head 

injury was similar to that found in a population-based survey of epilepsy in Taiwanese adult 

patients (30, 31). Head injury is a known etiology of epilepsy in adolescents and adults. It may 

be caused by a variety of mechanisms, but the probability of epilepsy development, from 1.5 to 

17.0 fold, is relating to the gravity of trauma (32).  

A positive family history of epilepsy is another classical risk factor for epilepsy. It increased 

the risk of developing epilepsy by 3 folds in a case-control study of childhood epilepsy in Iran 

(33).  

And Pork meat consumption was significantly less frequently reported in the epilepsy group 

(OR=0.1, p<0.01) (30). 

 

A  study conducted in Kenya and Tanzania shows that a history of febrile seizures and a family 

history of seizures were identified as the most important risk factor (OR 4.91,2.96,2.4,3.5) 

respectively(27,34). A family history of seizures was an important risk factor identified in 

these studies, which has been found in earlier studies in Kenya community .This may be 

related to genetic factors, which predispose individuals in a family to epilepsy, although, 

environmental factors may also contribute. The finding that a seven and three-fold increased 

risk of lifetime and active epilepsy, respectively following febrile seizures highlight the 

importance of infections as a possible cause of epilepsy(34). A history of intrapartum 

complications was found in 12.1% of patients and 1.8% of controls (odds ratio 7.3, 95% CI 

2.5-25.2; p < 0.002). Head injury was not a significant risk factor for epilepsy in the study 

conducted in Tanzania rural community (27). 
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These results indicate a strongly independent association between four factors and the risk of 

developing epilepsy. 

The occurrence of psychosocial problems related to epilepsy is well recognized and 

documented and in certain situations these problems are believed to be more troublesome than 

the seizure disorders themselves.  

The study conducted in Butajira show that social stigma is a common experience of people 

with epilepsy and their relatives, as reported by 81% of the study subjects. This finding is 

consistent with reports from other studies which show clear evidence of stigma among persons 

suffering from epilepsy (35).  

In a recent European study only about 13.5% of the respondents did not feel stigmatized or 

scored 0 on the presented stigma scores (36).If it compared with the Butajiras study the ways in 

which the respondents experience stigma is likely to be different from the European study 

because of differences in the culture, setting and other factors there are also a number of 

similarities.  

 

2.2 Significance of the Study  

Health care in less developed countries tends to focus on infectious diseases such as malaria, 

tuberculosis, diarrheal diseases and HIV/AIDS. A study published by WHO in 1996 predicted 

a massive rise in non-communicable diseases, an ‘Epidemiological Transition’ that urgently 

needs to be prepared for(38).The greatest burden of this will be felt by less developed 

countries, and areas that still suffer significantly from  infectious disease face the danger of a 

‘double epidemic(39) 

According to studies on epilepsy in Ethiopia, there are about 400,000 people living with 

epilepsy. Around 85% are children, of whom just 3% are receiving medical treatment due to 

inadequacies in health care resources and stigma attached to this disorder (15). 

Since there is a burden of epilepsy in Ethiopia, still there is no study about the risk factors of 

epilepsy. So the number of literature for local context to analyze risk factors for epilepsy is 

scarce. But there are some literatures abut stigma perceived by patients and families of people 

living with epilepsy and Attitude of people towards epilepsy which is done in Butajira (35, 37).  
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The result of two unpublished studies which is conducted in Me’enit trib abut the attitude of 

peoples towards epilepsy and Social exclusion and epilepsy shows that the community 

consider these peoples as a guilt and they are punished by God. And so from the wrong belief 

of the community the person who has epilepsy will be avoided from the family even from the 

community. From the exclusion study those excluded peoples are not accessible for basic 

needs, education, income generating activities, health service, housing, employment 

opportunity. The finding of this study will give pertinent information about risk factors of 

epilepsy, social stigma of epileptic clients and haw to intervene these problems.    
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 Figure 1: Conceptual Framework of risk factors of epilepsy 
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CHAPTER 3: OBJECTIVES 

  3.1General Objecti  

 To assess risk factors of epilepsy and stigma experienced by patients 

and  relatives of people with epilepsy in Me’enit tribe Bench Maji Zone 

in 2011. 

3.2. Specific Objectives 

 To identify socio-demographic factors associated with epilepsy among Me’enite tribe 

Bench Maji Zone. 

 To identify past medical illnesses and family history associated with epilepsy among 

Me’enite tribe Bench Maji Zone. 

 To examine the level of stigma experienced by patients and relatives among Me’enite tribe 

Bench Maji Zone. 

. 

. 
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CHAPTER 4: METHOD AND MATERIALS          

4.1 Study Area and Period 

Bench Maji Zone is found in SNNPRS, of Ethiopia. Based on the 2007 Census conducted by the 

Central Statistical Agency of Ethiopia (CSA), Bench Maji Zone has a total population of 659,046 

consisting of 326,622(49.56%) male and 332,424(50.44%) female; urban inhabitant’s from the 

total population are 76,848(11.66%), malea ccount’s 39,280(5.96%) and female 

37,568(5.70%).Rural inhabitant’s are582,198(88.34%) male account’s287,342(43.57%)and 

female accounts 294,856(44.77%). It has a distance of 561km south west from Addis Ababa. 

Bench Maji Zone has nine weredas and one town administration. There are six tribes living in it. 

The study will be carried out in Me’enit tribe, one of the six tribes living in two weredas i.e. 

Me’enit Goldiya and Me’enit Shasha which is located 86km & 118km distance from Mizan 

teferi which is the main town of Bench Maji zone. Me’enit goldia has a total population of 

89,481 consist of 45,587(50.95%) female and 43,894(49.05%) male. Urban inhabitants account 

for 2,543(2.84%) and rural 86,938(97.16%). Me’enit shasha has a total population of 44,766 out 

of which 22,549(50.37%) are female and 22,217(49.63%) are male. The sizes of urban and rural 

population are 2,778(6.2%) and 41,988(93.8) respectively. 

Regarding infrastructure the two woredas are not accessible to transportation, postal, electric 

power, water and telephone services for along time. But road and mobile telephone network 

installation are on the way of construction. There are 1 high school, 51 first cycles and 12 

complete elementary school. There are also 2 health center, and 43 health posts in these woredas. 

Me’enit communities live as agrarian society at subsistence level and they cultivate land mostly 

with hand made tools and they produce crops, such as sorghum, maize, teff, and other crops that 

are known at the local level and rearing of cattle.     

 

 

 

 

http://en.wikipedia.org/wiki/Central_Statistical_Agency_(Ethiopia)
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4.2 Study design 

 Community based matched case-control study was conducted, in Me’enit tribe April/2011 G.C. 

(Matching variable was age and the type of matching was frequency matching) 

4.3. Population  

4.3.1 Source Population: 

The source population was all Me’enit tribe members living in selected Wereda’s of Bench Maji 

Zone.  

4.3.2. Study population. 

A sample of 114 cases and 114 frequency age matched (for each adult case one control between 

±5 years difference and for each children case between ±2 years difference) controls, a total of 

228subjects were selected from the source population and taken as a study population.  

Cases: peoples living with epilepsy or peoples who have two unprovoked seizure screened by 

screening question and confirmed by witness and medical doctor.  

Controls: peoples confirmed not to have epilepsy by witness and medical doctor.  

 4.3.3 Inclusion criteria  

Subjects who have at least two unprovoked seizures for the last 5 years (epileptic clients) and 

should be a member of me’enit trib. 

4.3.4 Exclusion criteria  

 Those subjects who hade: - history of febrile convulsions, history of provoked seizures, history 

of isolated (single) seizures and a person who was severely ill during the study were excluded.  
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4.3.5. Sample size and sampling technique  

4.3.5.1. Sample size 

The sample size was calculated using formula for matching in case-control study. To calculate 

sample size, the proximate determinants (main exposure variables) such as family history of 

epilepsy, perinatal insult (complication), head injury, febrile seizure and cerebral infection were 

considered. Family history was chosen as an independent variable since it gave maximum 

sample size as compared to other proximate determinants. 

By considering that the proportion of peoples who have family history of epilepsy among cases 

and controls was chosen as main exposure variable, 95% CI, 80% power of the study and case to 

control ratio of 1:1 to detect an odds ratio of 3.5, which is estimated from a study done in 

Tanzania (37), number of discordant pairs (22.8) and probability of discordant pair which was 

assumed to be 0.2. Accordingly, 114 cases and 114 controls with a total sample size of 228 were 

included for the final study. 

          

π
2d

p

p
n       ,   where     dp= [z α/2( +1) +2 z β  ]

 2
 

                                   where 


  n  = Total number of pairs 


 zα/2=Two tailed significance level at 95% confidence interval=1.96 


 power (1- β) = 80% which is  zβ = 0.84 


 dp  = Number of discordant pairs=22.8 


 p

= Assumed probability of  discordant pairs  = 0.2    


  = odd ratio=3.5       


 m (case to control ratio) =1                 

 

 

 

( -1)
2 
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4.3.6 Sampling technique. 

A survey was conducted in purposively selected three villages from the two wereda’s for 

screening of cases and controls. During the survey code numbers were given for all screened 

cases and controls. From these screened cases and controls by using their code number as a 

sampling frame 114 case and 114 frequency age matched (for each adult case one control 

between ±5 years difference and for each children case between± 2 years difference) controls, a 

total of 228 subjects were selected using simple random sampling technique.   

4.5 Measurements and variables 

4.5.1 Instrument 

Structured questionnaire, which was pretested for clarity was used. The questionnaire was 

assessed demographic data such as age, sex, occupation, marital status and educational status; 

seizure history seizure description and history of treatment. It includes detailed information on 

adverse events such as febrile convulsions; previous head trauma; family history of epilepsy; 

cerebral infection; risk factor for cysticercosis; history of drinking alcohol before the onset of 

epilepsy. And also assessed misperception about stigma components.  

4.5.1 Dependent Variables  

       Having Epilepsy 

4.5.2. Independent Variables  

 Sex ,Occupation 

 Educational status 

 Marital status 

 Family history 

 Drinking alcohol 

 Head injury  

 Cerebral infection  

 Febrile seizure 

 Risk factor for cysticercosis  

 Miss perception towards the components of stigma.  
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4.6 Data Collection Procedures 

 Door-to door screening was performed on the entire population of 3 purposively selected 

villages in Me’enitshasha and Me’enit goldia districts, using an internationally validated and 

standardized questionnaire. The screening was performed by 3 trained diploma nurses, 3 HEW 

translators and two BSc public health professionals (H.O) supervisors. In the 3 villages, 150 

suspected cases of epilepsy were identified. All suspected cases identified by the questionnaire 

were underwent a clinical examination by experienced medical doctor. One hundred twenty five 

persons with epilepsy were identified. All cases were volunteers to participate in the study but 

we were selected 114 randomly. Standard questioner for the assessment of risk factors were 

adopted and translated in to Amharic language and the 'stigma' section of the modified Family 

Interview Schedule which was developed for use in the World Health Organization (WHO) 

study on the course and the outcome of schizophrenia were used (41, 42). The data about risk 

factors and social stigma from these confirmed cases and controls were collected by 2 

experienced physicians and 2 diploma nurse translators. The historical details and the seizure 

patterns were obtained through interviews with each case and accompanying relative.  

4.7. Data analysis procedure 

Data were edited, coded and entered in to computer, cleaned with SPSS V16 and analyzed using 

Epi-info version 3.4.3 windows for the matching analysis. The data were presented using 

descriptive statistics like frequency tables. Confidence interval (95%) odds ratio and p-value 

were estimated. Discordant pair matching analysis and logistic regression were used to determine 

the independent effect of explanatory variables on outcome variable.  Each independent variable 

were entered separately together with the outcome variable into bivariate analysis and multiple 

logistic regressions were applied to assess independent effects of each risk factor by including 

those factors that showed a significant association at a P value < 0.05 in bivariate analysis. 

Depending on the findings obtained after data analysis, the interpretation of data were made by 

using p-value and odd ratios contrasting with other similar studies conducted in different 

countries. 
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4.8. Data quality management 

Standard questionnaires were adopted and translated into Amharic. Data collectors and 

supervisors were trained for three days. On each data collection day all collected data were 

reviewed by principal investigator for completeness, accuracy, and clarity. Any error, ambiguity, 

incompleteness, or other wise encountered were addressed on the following day. Data collection 

instrument was pre-tested on 5% of the sample size at the pilot area, which was not included in to the 

final study.  

 4.9. Ethical Consideration 

Ethical clearance was initially obtained from Jimma University faculty of Public Health and 

Medical Science Ethical committee. Further, written permissions were secured from Zonal 

Health Bureau and wereda (district) Health office. Each study subject and their relatives were 

informed by data collectors about the study and verbal consent was obtained. Emphasis to ensure 

confidentiality and respect of the right of the respondents to refuse answering few or all of the 

questions was made. Free treatment was available to participants found suffering from acute 

illness at the time of interview. 

4.10 Dissemination plan    

The result of this study will be disseminated to relevant bodies such as faculty of Public Health 

and Medical Science of Jimma University, Federal Ministry of Health, SNNP Regional Health 

Bureau, Bench Maji Zone Administrator office, Bench Maji Zone Health Department, menit 

goldia and menit shasha wereda Administrator office, menit goldia and menit shasha wereda 

Health office. Publication will be attempted on scientific Journal 
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4.11 Operational Definitions 

Epilepsy: is defined by recurrent (two or more) epileptic seizures, unprovoked by any immediate 

cause.     

Febrile convulsion: a tonic-clonic convulsive attack occurring before the onset of seizure, 

associated with fever, but without evidence of intracranial infection.     

 

Head trauma: recorded as present only when associated with loss of consciousness or 

posttraumatic amnesia, which must be corroborated by a close relative. 

Perinatal insult (complication): a history of features suggestive of birth asphyxia, neonatal 

tetanus, jaundice or sepsis 

Stigma: negative psychosocial consequences of the disorder including decreased social and    

leisure opportunities, low self esteem and feelings of shame and guilt compared with individuals 

without epilepsy. 
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CHAPTER 5: RESULT 

5.1. Demographic and clinical characteristics 

Table 1 summarizes the characteristics of cases and controls. The cases and controls were 

matched for age with frequency age matching 114 cases and 114 controls were enrolled with 

response rate of 100%.There were no significant differences between cases and control in gender 

seventy three (64%) of cases and 67 (58%) of controls were female and 41(36.0%) of cases and 

forty seven(41%) of controls were male (p=0.5). Compared with controls, cases were less access 

for education (22(19.3%) vs2 (1.8%) P=0.000) they were less often married (86(75.4%) vs. 

66(57.9%) P = 0.0005). Majority of the participants, 65 (57%) of cases and 91 (79.8%) control 

participants were farmers by occupation and others are students and daily laborers. 

Table 1: Comparison of socio demographic characteristic of cases and controls Me’enit 

community, April2011 

  ++ +- - + - - COR  95%CI 

Sex Female 

Male 

42 

  

31 25 16 1.24  0.73-2.10 

Occupation Farmer 

Others 

60 

  

4 31 19  0.12 

  

 0.04-0.36 

Educational 

status 

Illiterate 

Literate 

80 

  

30 2 2  15 

  

 3.58-62.8 

Marital 

status 

Single 

Married 

23 

  

25 5 61  5.00 

  

 1.91-13.06 

+ +, factor present in both case and control; + - , factor present in case but absent in 

control; - +, factor absent in case but present in control; - - , factor absent in both case and 

control. *Variables which have shown significant association during the bivariet analysis. 

Distribution at the onset of unprovoked seizures is shown in Table 2. Males constituted 35.9% of 

the cases and females 64.04%. Onset of epilepsy was within the first two decades of life in 

85.96% of the cases. Generalized seizures were encountered in 91(79.82%) of the patients (Table 



21 
 

3). Within the group, generalized tonic clonic seizures were the commonest type. All patients 

with partial seizures had the secondary generalized type. 

Currently 60(52%) of cases were on treatment, 17(11.8) cases had stopped treatment the rest 

37(25.69) didn’t start the treatment. 

Table 2: Age at the onset of unprovoked seizure Me’enit community, April2011. 

Age in year sex           Total               % 

Male   % Female  %  

0-9    4(3.5)   10(8.77)           14 12.3 

10-19   33(28.94)   51(44.73)        84 73.9 

20-29     4(3.5)   11(9.65)        15 13.2 

30-39       0(0)     1(0.87)          1 0.9 

Total    41(35.96)  73(64.04)        144 100 

 

 

Table 3: Distribution of seizure types among study cases Me’enit community, April2011. 

Type                                                                            Frequency % 

Generalized  

     Tonic-clionic 

              91(79.9) 

Partial  

Secondary generalized                                                      23(20.2) 

Total                                                                              114(100) 

5.2 Risk factors 

A past history of febrile convulsion was encountered in 58 (25.43%) of the cases as against 

8(3.50%) of the controls (Table 4), and the difference is highly significant OR of 7.00(3.33-

14.68). A family history of epilepsy was obtained in 67(58.8%) cases as compared with 

11(9.6%) of the controls, and the difference is statistically significant OR 15.00(95% CI 5.45-

41.27). History of pork consumption (OR 2.8(95% CI 1.55-5.04)), outdoor defecation (OR 

23.50(95% CI 5.7-96.74)) and latrine availability (OR 0.20(95% CI 0.11-0.38)) were 

significantly prevalent with absence or presence of epilepsy. No significant difference was 
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shown between the cases and the controls with respect to Head trauma alcohol intake and history 

of cerebral malaria (Table 4). 

Table 4:Bivariate analysis result of the distribution of risk factors between controls and cases 

Me’enit community, April2011. 

Exposure  

status 

++ 

(exposed 

cases, exposed 

controls) 

+-

(exposed 

cases,none 

exposed 

controls) 

- +(none-

exposed 

cases 

exposed 

controls 

_ _(none-

exposed 

cases, none 

exposed 

controls 

OR 

 

 95%CI 

Febrile sizure 3 58 8 47 7.00  3.33-14.68 

Head trauma 0 1 3 110 0.33 

 

 0.03-3.2 

Family 

history 

7 60 4 43 15.00  5.45-41.27 

History of 

drinking 

alcohol 

89 9 12 4 0.75  0.31-1.7 

History of 

cerebral 

malaria 

0 5 2 107 2.5  0.48-12.8 

eating pork 37 42 15 20 2.8  

 1.55-5.04 

Outdoor 

defecation 
65 

47 2 0 23.50  5.7-96.74 

Latrine 

availability 

20 13 62 0 0.20  0.11-0.38 

  + +, factor present in both case and control; + - , factor present in case but absent in 

control; - +, factor absent in case but present in control; - - , factor absent in both case and 

control.* variables which have shown significant association during the bivariet analysis. 
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5.3 Predictors of epilepsy using multivariate analysis 

Those risk factors found to be significantly associated with epilepsy by bivariate analysis were 

entered into multiple logistic regression models with the conditional logistic regression method, 

with probability for entry of the variables fixed at <0.05 and that for removal at 0.10. Table 5 

summarizes the results for the whole sample. In the final multiple logistic model, family history 

of epilepsy (OR=12.13, 95%CI 3.26-45), and a history of febrile seizures (OR=4.21, 95%CI 1.0-

16.20), emerged as strong independent predictors of epilepsy. 

 

Table 5: Predictors of epilepsy using multivariate analysis Me’enit community, April2011. 

Independent variables                                                      Epileptic 

COR AOR 95%CI 

Family history of 

epilepsy 

15.00 12.13 3.26,45.1 

History of febrile sizure 7.00 4.21 1.0,16.20 

*variables which shown significant association.  

5.4 Perception of stigma:  

The data were collected from 114 cases and 114 of their relatives a total of 228 subjects and the 

distribution of positive responses to stigma items is shown on Table 6. The occurrence of 

psychosocial problems related to epilepsy is well recognized and documented and in certain 

situations these problems are believed to be more troublesome than the seizure disorders 

themselves. The results of this study show that social stigma is a common experience of people 

with epilepsy and their relatives. About 98% of patients were worried to be avoided and worried 

people would know about it and Felt the need to hide this fact were the second and the third 

highest score (97.8%, 93.4%). 
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Table 6: FIS items presented to patients and care providers and the corresponding response 

Me’enit community,April2011. 

Can you please tell me whether any of the following things have happened – since (you /your----

----/name/) developed epilepsy: Not at all (0), Sometimes (1), Often (2), A lot (3). 

Items 0 1 2 3 Any positive response 

Worried to be treated differently. 180 16 14 0 30(13.1) 

Worried people would know  about 

it 

5 4 18 201 223(97.8) 

Felt the need to hide this fact 15 18 5 190 213(93.4) 

Helping other people to understand 

what it is like to have a family 

member with psychiatric problem 

222 5 1 0 6(2.63) 

Worried to be avoided 3 9 21 195 225(98.6) 

Explaining to others that -(name)- 

isn't like their Picture of "crazy" 

people 

204 5 4 15 24(10.52) 

Worried that people would blame 

you for his or her Problems 

130 2 12 84 98(42.98) 

Worried that a person looking to 

marry would be reluctant to marry in 

to your family 

31 0 17 180 197(86.4) 

Worried about taking him or her out 16 0 11 200 211(92.54) 

Felt ashamed or embarrassed about 

it. 

76 0 12 140 152(66.6) 

Sought out people who also have 

afamily member who has had 

psychiatric problem 

80 29 19 100 148(64.9) 

Felt guilt or depression because of it. 20 4 34 180 208(91.22) 

Felt that somehow it might be your 

fault 

80 15 23 110 148(64.9) 
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CHAPTER 6: DISCUSSIONS 

It should be emphasized that the cases of this study were derived from peoples who were isolated 

from the community because of the seizure disorder (epilepsy) and living in the selected 3 

villages. Most of the cases were interviewed together with care providers and their relatives. The 

findings provide some information about factors associated with epilepsy in Me’enit community. 

 

The result of this study show that febrile seizure significantly increases the risk of developing 

epilepsy in four fold OR 4.21, 95%CI 1.0-16.20 and this is consistent with study findings in 

Kenya (34),Tanzania (27),Nigeria (24), Minnesota, U.S.A (25), findings by other study, also 

using a case-control approach in a white population, (28) and south India(29).The finding that 

documented a four-fold increased risk of epilepsy, following febrile seizures highlight the 

importance of infections as a possible cause of epilepsy. 

 

Other major finding is strong associations between positive family history of epilepsy in first-

degree relatives and risk of developing epilepsy that showed 12 fold increased risk of developing 

epilepsy in accordance with those from a majority of analytical studies done in Kenya (34), 

Tanzania (27), rural Laos (30) Iran (33), south India (29), This might be related to genetic 

factors, which predispose individuals in a family to epilepsy. 

 

Head injury is a known etiology of epilepsy in adolescents and adults. It may be caused by a 

variety of mechanisms, but the probability of epilepsy development, from 1.5 to 17.0 fold, is 

related to the gravity of trauma (32). Haw ever studies conducted in Nigeria (24) and rural Laos 

(30) confirm the established association between antecedent head trauma and epilepsy. This 

study does not show association between head trauma and epilepsy and this is consistent with 

another study in Tanzania (27). 

Epilepsy associated with head trauma, central nervous system infections, and tumors may occur 

at any age, although tumors are more likely in the elderly (20).But the reason why it is not 

significant in our study is head trauma is more common in urban areas than rural and rural, 

mountainous environment and houses on piles explain the high risk for trauma in children. This 
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study obtained history from each individual and their relatives so it’s difficult to obtain child 

hood history from adult clients. Poor recall about the events that occurred during child hood.   

All the other potential risk factors drinking alcohol and cerebral malaria investigated in other 

studies were not significantly different between the cases and controls in our study. Any possible 

association between perinatal factors and epilepsy could not be assessed in this study because 

only children over 5-years were included in the study, the reason is we couldn’t get <5 children 

who hade epilepsy during in our screening. Poor recall about the events and adult epileptics 

having accurate information concerning details of events that occurred at the time of their births 

were difficult. 
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CHAPTER 7: CONCLUSION AND RECOMMENDATION 

In conclusion, this population-based case–control study identified family history of epilepsy, and 

antecedent history of febrile seizures as strong independent predictors of epilepsy, pork 

consumption, outdoor defecation and latrine availability were prevalent in the study area. The 

occurrence of psychosocial problems related to epilepsy is well recognized and documented and 

in certain situations these problems are believed to be more troublesome than the seizure 

disorders themselves (35). The results of this study show that social stigma is a common 

experience of people with epilepsy and their relatives. 

Based on this fact.The information that adverse fibril seizure increased the risk of epilepsy by 

four fold suggests that much of the epilepsy in Me’enit community may be preventable by 

improved maternal, neonatal and child care and it is recommended that MOH at different level 

and stakeholders should work on it. It is better to conduct research to assess the prevalence of 

cystisercosis in Me’enit community. Strengthening IEC and BCC to minimize misperception of 

peoples towards epilepsy in the studied community by considering local beliefs and traditional 

practices is also recommended. This study has limitation to assess all possible risk factors for 

epilepsy and large scale farther study should be conducted.  

 

Strength and limitation of the study 

We acknowledge the following limitations of our study. Although we made every attempt to 

supplement and cross-check the accuracy of information gathered by questionnaire interview 

with the information provided by caregivers it was very difficult to obtain birth histories, 

especially from older clients and most of our cases were living with care providers. All of our 

cases were born outside a medical facility. Due to this fact we could not assesed perinatal insult 

in this study. We also ascribed to recall bias, which is one of the inherent limitations of case-

control study. We reduced recall bias by using a standardized questionnaire and systematic 

interview, and by obtaining corroborative evidence through interviews of close relatives. And the 

design that we used was also strength of this study.  
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Questionnaire                                                              

                                                                   Annex- I 

Jimma University 

College Of Public Health And Medical Sciences 

Department Of Epidemiology  

 

Screening questionnaire on   assessment of epileptic cases in Me’enit tribe, Bench 

Maji Zone,SNNPR, Ethiopia. [based on 23] 

Hello, my name is ___________ and I am working as a data collector in this survey. I would like 

to inform you that I am going to have a short discussion concerning this study. Before we go to 

our discussion, I will ask you to listen carefully to what I am going to read to you about the 

purpose and general condition of the study and tell me whether you agree or disagree to 

participate in this study. As part of this survey we are collecting information on screening of 

epileptic clients. The purpose of this survey is to identify peoples living in epilepsy and to 

conduct another survey on risk factors of epilepsy and social stigma of epileptic clients.This 

enables the concerning and pertinent bodies to develop programs to prevent, treat epilepsy and 

create awareness about epilepsy among the society. So to do this it needs reliable information. 

That is why we are now collecting information from peoples with epilepsy. The results will be 

kept confidential. If a report of the result to be published, only summarized information of the 

total group will appear.  

Do you have any questions? 

Are you volunteer to participate in the survey? 

Yes__________ continue the interview 

No __________ stop the interview and thank the respondent  

Name and signature of interviewer __________________________ 
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Translator--------------------------------------------------------------         Code No------------------------ 

History Obtained from: patient   witness/relative 

Age______________  Age ____________ 

Sex_______________                                                  Sex_____________ 

screening question 

Q. No Questions Coding Classification Skip to  

 Does the subject have a history of:-    

01 Loss of consciousness and/or loss of bladder 

control and/or foam at the mouth? 

1=Yes 

2=No 

 

02 Absence(s) or sudden lapse(s) of consciousness 

during a short time? 

1=Yes 

2=No 

 

03 Involuntary clonic movements or muscular 

jerks of arm(s) and/or leg(s) (convulsions) that 

start suddenly and stop within minutes? 

1=Yes 

2=No 

 

04 Does the subject sometimes experience sudden 

and brief bodily sensations, see or hear things          

that are not there, or smell strange odors? 

1=Yes 

2=No 

 

05 Did someone tell the subject that he/she had 

epilepsy or that he/she already had epileptic  

fits? 

1=Yes 

2=No 

 

 

Code Number ___________________ Date: ___________________ 

    .   
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Part I. Socio-Demographic Characteristics  

Q. No Questions Coding Classification 

101 Age   

102 Sex  1= Female  

2= Male  

103 Occupation 1=Farmer 

2=daily laborer 

3=Government employer 

4=Merchant 

5= Housewives  

6=other (s specify)________ 

104 Family ID  

105 Educational status 1=Illiterate 

2=Read and write 

3=Primary education 

4=Secondary education 

5=Higher school education 

6=College education 

106 Marital status 1=Single 

2=Married 
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3=Divorced 

4=widowed 

107 Kebele     

108 Gote   

109 Age of the relative  

110 History obtained from 1= client  

2= relative 

3= witness 

 

 

Part II. Seizure history 

 

Q. No Questions Coding Classification Skip to  

201 Neonatal seizures (in first 4 weeks of life)       1=yes  

2= No  

203 Age at onset of unprovoked seizures   
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Part III. SEIZURE DESCRIPTION 

Q. No Questions Coding Classification Skip to  

301 Did he/she have a history of seizures with 

loss of awareness? 

 1=yes              

 2=No 

302 

301.1 With what frequency did he/she has 

seizures with loss of awareness and 

With rigidity or Jerking of  all  4 limbs? 

1=    1/day  

2=    1/week  

3= 1/month  

4=    1/3 months  

5=   1/6 months  

6=   1/ year  

301.2 With what feature did he/she has seizures 

with loss of awareness and 

With rigidity or Jerking of  all  4 limbs? 

1= Warning or aura  

2= Focal onset  

3= Fall  

4= Rigidity  

5= Jerking of limbs  

6= Tongue biting  

7= Post-ictal confusionor drowsiness  

8= Incontinence   

301.3 With what frequency did he/she has 

seizures with loss of awareness and 

1=  1/day  

2= 1/week  
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Without  rigidity or Jerking of  all  4 limbs? 3= = 1/month  

4==    1/3 months   

5==   1/6 months  

6=  1/ year  

301.4 With what feature did he/she has seizures 

with loss of awareness and 

Without rigidity or Jerking of  all  4 limbs? 

1= Warning or aura  

2=  Focal rigidity  

3=  Focal jerking  

4=  Duration < 10 s  

5= Duration  > 10 s  

6= Post-ictal confusionor drowsiness  

302  Did he/she have a history of   Seizures with 

retained awareness? 

1=yes 

2=No 

 

302.1  With what frequency? 1=    1/day  

2=    1/week  

3= 1/month  

4=    1/3 months  

5=   1/6 months  

6=   1/ year  

302.2  With what feature?  1= Isolated aura                         

 2= Focal rigidity                        
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 3= Focal jerking                   

 4= Bilateral limb jerk (s)   

5= Tongue biting   

 6=  Incontinence         

303 Clinical classification of the type (s) of 

seizure 

__________________________________  

304 Complications   

304.1 Status (Did he/she have a history of 

Prolonged or recurrent tonic-chronic 

seizures of > 30 minutes) 

1=yes 

2=No 

 

304.2 Do you have Injuries 1=Burn  

2= Fractures  

 

Part IV. Treatment 

Q. No Questions Coding Classification Skip to  

402 What is your Current Treatment? 

 

1= None 403 

2Traditional(Specify)___________ 

___________________________ 

 

3= Medical treatment  

403 What is your Previous Treatment? 

 

1= None 405 

2Traditional(Specify)________________  
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3= Medical treatment  

404 What is your Reason for stopping Previous 

treatment?  

 

1= Lack of efficacy  

2= Adverse effects  

3=others(specify)_______________ 

_____________________________ 

 

405 What is your Reason  not starting treatment? 

 

1= Inaccessibility of servise  

2=Affordability of the drug  

3=Others (specify)__________________  

 

Part V. Risk Factors 

Q. No Questions Coding Classification Skip to  

501  Is there any person from your family who has 

epilepsy? 

1=Yes   

2= No  

502 Did he/she/do you have a history of febrile 

seizures  during  (in childhood, after age 6 

month and up 6 years, associated with 

febrile illness not caused by infection of the 

CNS, without previous neonatal or 

unprovoked seizure)or before the onset of 

unprovoked seizure. 

1=Yes 

2= No 
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503 Do you have a history of head injury? 

(open head injury including surgery, closed 

head injury with focal neurological deficit, 

depressed skull fracture, or unconsciousness or 

post traumatic amnesia of 

1= Yes 

2=No 

 

 

504  Did he/she/do you have Previous history of  

illness like 

1=Cerebral malaria  

2=Pyogenic meningitis  

3=TB meningitis  

505 Do you drinking Alcohol and haw? 

  

1=None  

2=Occasional  

3=Every day  

506 risk factors for cysticercosis   

506.1 Do you have history of eating pork 1=Yes 

2=No 

509.3 

506.2 If yes? is that undercooked  (raw) pork 1=Yes 

2=No 

 

506.3 Do you Use human-faeces  for fertilizers ?              1=Yes 

2=No 

 

506.4 Do you have Latrine ? 1=Yes 

No 

 

507 Do you have any other medical history of 1=Hypertensio 

2=Diabetes 

3=Rheumatic heart disease 

4=Depression  

5=Psychosis 
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Part . Physical Examination 

Q. 

No 

Questions Coding Classification Skip to  

601 Height   

602 Weight   

603 Blood pressure   

604  

Microcephaly (HC < 2SD) 

Delayed speech 

Delayed motor development 

mental retardation 

Cerebral Palsy  

Memory impairment 

Dysphasia/impaired comprehension 

Visual impairment 

Deafness 

Motor deficit (specif 

  

604 General Examination (list abnormal findings)  

____________________________________

__________________________ 

____________________________________

__________________________ 

__________________________________________

____________________ 
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Part VII. 'Stigma' section of the modified Family Interview Schedule (FIS) 

 

Q. No Questions Coding Classification Skip to  

 Can you please tell me whether any of the 

following things have happened – since (you 

/your--------/name/) developed epilepsy: 

  

701 Worried to be treated differently 0= Not at all  

1= Sometimes  

2= Often  

3= A lot  

702 Worried people would know out about it 0= Not at all  

1= Sometimes  

2= Often  

3= A lot  

703 Felt the need to hide this fact 0= Not at all  

1= Sometimes  

2= Often  

3= A lot  

704 Helping other people to understand what it is 

like to have a family member with psychiatric 

problem 

0= Not at all  

1= Sometimes  

2= Often  
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3= A lot  

705  

Worried to be avoided 

0= Not at all  

1= Sometimes  

2= Often  

3= A lot  

706 Explaining to others that -(name)- isn't like their 

Picture of "crazy" people. 

0= Not at all  

1= Sometimes  

2= Often  

3= A lot  

707 Worried that people would blame you for his or 

her problems. 

 

0= Not at all  

1= Sometimes  

2= Often  

3= A lot  

708 Worried that a person looking to marry would 

be reluctant to marry in to your family. 

 

0= Not at all  

1= Sometimes  

2= Often  

3= A lot  

709 Worried about taking him or her out 0= Not at all 

 

 

1= Sometimes  
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2= Often  

3= A lot  

710 Felt ashamed or embarrassed about it 0= Not at all  

1= Sometimes  

2= Often  

3= A lot  

711 Sought out people who also have a family 

member who has had psychiatric problem 

0= Not at all  

1= Sometimes  

2= Often  

3= A lot  

712 Felt guilt or depression because of it 0= Not at all  

1= Sometimes  

2= Often  

3= A lot  

713 Felt that somehow it might be your fault 0= Not at all  

1= Sometimes  

2= Often  

3= A lot  
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                                             °´M- 1 

Í=T ¿’>y`c=+ 

¾Iw[}cw Ö?“ •“ Q¡U“ dÃ”e ¢K?Ï ¾›?úÇ=T>*KAÍ= ƒ/ƒ ¡õM  

uT@•’>ƒ Ôd KT>ØM IS<T” SKÁ ØÁo‹ u?”‹ TÍ= µ”        

Åu</w/w/Q/¡ ›=ƒÄâ=Á 

Ö?“ÃeØM‡ eT@-------------------------ÃvLM u²=Q Ø“ƒ LÃ ¾S[Í cwdu= J‟@ ’¨< ¾Uc^¨<:: 

uSËS]Á Ø“~” u}SKŸ} ƒ”i ¨<ÃÃƒ eKT>„[” uØV“ ›ÇUÖ/Ü‡; eKØ“~ 

¯LT&ØpU •“›ÖnLÃ G<’@• u}SKŸ}:- 

¾Ø“~ ¯LT Ÿ²=I kØKA KT>”H@Å¨< KISS< ¾T>ÁÒMÖ< ’Ña‹ •“ ¾ITS<T’< 

eKT>Å`ev†¨< SÑKM KTØ“ƒ •”Ç=ÁS‹ c=J” ¾�’²=I Ø“„‹ ØpU ¾T>SKŸ�†¨< 

¡õKA‹ ýaÓ^V‹” uS”Åõ ISS<” SŸLŸM&IS<T’<” TŸU �”Ç=G<U Qw[}c<” 

eKISS< uTe}T` •¨<k~” uSÚS` ¾IS<T’<” SÑKM KTek[ƒ ¾T>Áe‹M e^ 

KSe^ƒ ’¨<:: ÃI” KTÉ[Ó ƒ¡¡K† S[Í ŸIS<T’< TÓ‟ƒ ÁeðMÒM eK²=I •’J 

ŸIS<T’< S[Í �¾cucw” ’¨<:: uS[Í¨< LÃ eUI/i ›ÃéõU&›ÖnLÃ T>eØ`I/i 

ÃÖunM&Ø“~ •”"D” c=�}U u›ÖnLÃ ÁK¨< ¾G<K<S[Í ¾}ÚSk ’¨< ¾T>k`u¨< �”Í= 

Á”}/• Kw‣¨< ›ÃÅKU::  

 ØÁo ›KI/i; 

KSd}õ õnÅ† ’I/i; 

›__________ nKSÖÃl” ÃkØK< 

¾KU __________ ›SeÓ’¨< ÃK¿ƒ  

¾nKSÖÃp ›É^Ñ>¨< eU •“ ò`T __________________________ 

›e}`ÕT>¨<--------------------------------------------------------------         SKÁ lØ`---------------- 

•]Ÿ< ¾}¨cÅ¨< Ÿ•TT>¨<  ŸUe¡`/Ÿu?}cw 

°ÉT@________ ë•---------                                    °ÉT@ ____________ ë•_____________ 
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SKÁ ØÁo‹ 

}.l SÖÃp SKÁ  ¡õõM 

 }ÖÁm¨< ¾T>kØK<ƒ ¾ISS< •]¢‹ ›K<ƒ/LDƒ  

01 •^c<” e„ •“ ò†¨<” Sq×Ö` ›p„ƒ �“ ¨ÃU u›ñ ›[ó Åõqƒ 

Á¨<nM;  

1= ›   

 

2==¾KU 

02 K›ß` Ñ>²? •^c<” e„ ¨ÃU ¨Éq Á¨<nM; 1= ›   

 

2==¾KU 

03 uÉ”Ñƒ }”c„ Ÿ^c< lØØ` ¨<ß ¾•Ð‡/• •“ ¨ÃU ¾•Óa‡/• 

}w[¡[Ÿ¨< ¨ÃU }”kØpÖ¨< uƒ”i Åmn ¨<eØ ›lS¨< Á¨<nK<; 

 

1= ›   

 

2==¾KU 

04 ›Ç”È uÉ”Ñƒ •“ ÓMî ¾J’ ux�¨< ¾K?K ’Ñ` S�¾ƒ ¨ÃU SeTƒ 

¨ÃU M¿ i� Siƒ eT@ƒ ›K¨<; 

 

1= ›   

 

2==¾KU 

05 ¾T>ÖM ui• �”ÇKwI/i �”ÅT>ØMI ¾’Ñ[I/i c¨< ›K; 

 

1= ›   

 

2==¾KU 
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¡õM 1&›ÖnLÃ S[Í.  

}.l SÖÃp SKÁ  ¡õõM 

101 °ÉT@  

102 ï•  1= ¨”É  

2= c?ƒ 

103 Y^ 1=Ñu_ 

2=k” Y^ 

3=S”Óeƒ c^}† 

4=”ÒgÈ 

5= u?ƒ •Su?ƒ 

6=K?L ________ 

 

 

104  Áu?}cw SKÁ lØ`  

105 ¾ƒUI`ƒ ÅKÍ 1=ÁM}T[ 

2=T”uw •“ Séõ T>‹M 

3=¾SËS]Á Å[Í ƒ/ƒ 

4=G<K}† Å[Í ƒ/ƒ 

5=Ÿõ}† G<K}† Å[Í ƒ/ƒ 

6=¢K?Ï ƒ/ƒ 
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106 ƒÇ` G<’@• 1= ÁLÑv 

2=ÁÑv/‹ 

3=¾ð•/‹ 

4=uVƒ ¾}K¾ /‹ 

 

107 kuK?     

108 S”Å`  

109 °ÉT@ ¾u?}cw/}”Ÿv”u=  

110 •]Ÿ< ¾}¨cÅ¨< 1= ŸISU}†¨<  

2= ›waƒ ŸT>„` 

3=Ÿ›” Ue¡` 

 

¡õM2.¾ T”kØkØ •]¡ 

}.l SÖÃp SKÁ  ¡õõM •Kõ 

201 u}¨KÅ uSËS]Á¬ ›^ƒ dU”ƒ 

›”kØpÙƒ ’u` 

 

      

1=›  

2=¾KU  

3= •’@ ›L¨<pU  

203 T>ØM ug=•¨< c=ËU[¨< e”ƒ ›SƒI/i/~ 

’u` 
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¡õM3. ¾T”kØkÖ< SÑKÝ 

}.l SÖÃp SKÁ  ¡õõM •Kõ 

301 T”kØkÖ< 

c=ËU[¬/c=”kÖkØ/eƒ”kÖkØ 

^c<”/^eª” Ãe•M/ƒe�M‹; 

 

 1=  ›           

 2=¾KU 

302 

301.1 uU” ÁIM Ñ>²? ÉÓÓVi •^c<” e„ 

c¨<”~ Ó`ƒ` wKA �Ð‡U �Óa‡U 

Ãw[Ÿ[“K<; 

1=    1/k”  

2=    1/dU”ƒ  

3= 1/¨`  

4=    1/3 ¨`  

5=   1/6 ¨`  

6=   1/ ›Sƒ  

301.2 uU” ›Ã’ƒ Ñî• �^c<” e„ c¨<”~ 

Ó`ƒ` wKA •Ð‡U �Óa‡U Ãw[Ÿ[ŸK<; 

1= TeÖ”kmÁ ÉUî ›K¨<( 

aura) 

 

2= ¾}¨c’ S’h (Focal 

onset) 

 

3=Ã¨ÉnM (Fall)  

4=c¨<’~ 

ÃÑ•}^M(Rigidity) 

 

5=G<Kƒ•Ì•“ •Óa‡ 

Ãw[Ÿ`”K< 

 

6= ULc<” Ã’¡dM  
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7= ŸØn~ uªL S[ui 

S”ÑLËÏ 

 

8= i”ƒ“ cÑ^¨<” 

›Ãq×Ö`U 

 

301.3 uU” ÁIM Ñ>²? ÉÓÓVi •^c<” e„ 

c¨<”~ Ó`ƒ` dÃM �Ð‡U �Óa‡U 

dÃw[Ÿ[Ÿ< ÃqM; 

 

 

 

 

 

1=    1/k” 

 

 

 

2=    1/dU”ƒ 

 

 

3= 1/¨` 

 

 

4=    1/3 ¨` 

 

5=   1/6 ¨`  

6=   1/ ›Sƒ  

301.4 uU” ›Ã’ƒ Ñî• �^c<” e„ c¨<”~ 

Ó`ƒ` dÃM �Ð‡U �Óa‡U dÃw[Ÿ[Ÿ< 

ÃqM? 

1 TeÖ”kmÁ ÉUî ›K¨<( 

aura) 

 

2= u}¨c’ ¾c¨<’ƒ ¡õM 

SÑƒ}`  

 

3= u}¨c’ ¾c¨<’ƒ ¡õM 

Sw[¡[¡  

 

4=  qÃ• < 10 cŸ”É  

5= qÃ• > 10 cŸ”É  

6= = ŸØn~ uªL S[ui  
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S”ÑLËÏ 

302  ^eI”/i” dƒeƒ/‹ Á”kÖpØGM; 1= ›           

 2=¾KU 

 

 

302.1  uU” ÁIM ÉÓÓVi; 1=    1/k”  

2=    1/dU”ƒ  

3= 1/¨`  

4=    1/3 ¨`  

5=   1/6 ¨`  

6=   1/ ›Sƒ  

302.2  uU” ›Ã’ƒ Ñî•;  1= ¾}K¾ TeÖ”kmÁ ÉUî 

›K¨<                       

 

 2= u}¨c’ ¾c¨<’ƒ ¡õM 

SÑƒ}` 

 

 3= = u}¨c’ ¾c¨<’ƒ ¡õM 

Sw[¡[¡ 

 

 4= ¾G<Kƒ •Ð‹ ¨ÃU 

�Óa‹ Sw[¡[¡  

 

5= ULc<” Ã’¡dM   

 6=  i”ƒ“ cÑ^¨<” 

›Ãq×Ö`U        

 

303 ¾T”kØkÖ< I¡U“ ¡õõM ›Ã’ƒ  

 

________________________

________________________ 
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304 ¨<ewew’ƒ (Complications)   

304.1 u}ÅÒÒT> Ÿ30 Åmn uLÃ ¾T>qÃ 

T”kØkØ ›K¨</›Lƒ;(Status) 

1= ›           

 2=¾KU 

 

304.2 Ñ<Çƒ ›ÒØVNM/hM; 1=SnÖM  

2= ew^ƒ  

 

¡õM 4.¾Sƒ¨eÅ/Í=¨< SÉ•’>ƒ 

}.l SÖÃp SKÁ  ¡õõM •Kõ 

402 ›G<” ¾Uƒ¨eÅ/Í=¨< SÉ•’>ƒ 

 

1= U”U ›M¨eÉU 403 

2vIL©(eS<”)___________ 

___________________________ 

 

3= u•Ÿ=U ¾�²² SÉ�’>ƒ  

403    Ÿ²=I uòƒ ¾Uƒ¨eÅ/Í=¨< SÉ•’>ƒ 

 

 

1= U”U ›M¨eÉU 405 

2vIL©(eS<”)_______________ 

___________________________ 

 

3= u•Ÿ=U ¾�²² SÉ�’>ƒ  

404 SÉ•’>~” ÁqS<uƒ U¡”Áƒ U”É’¨<; 1= ¾Sð¨<e ›pU ¾K¨<U  

2=¾Ô”Äi Ñ<Çƒ  

3=K?L"K 

ÃÓKÖ<_____________________ 

_____________________________ 

 



53 
 

405 SÉ•’>~” ÁMËS\uƒ U¡”Áƒ U”É’¨<; 1= ›ÑMÓKA~ ÁMU„`  

2=SÉ•’>~” ¾SÓ³ƒ ›pU 

ÁKS„` 

 

3=K?L"K 

ÃÓKÖ<______________________ 

_____________________________ 
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¡õM 5. Kui•¨< ¾T>ÁÒMÖ< ’Ña‹ 

}.l SÖÃp SKÁ  ¡õõM •Kõ 

501  uu?}cv‹G< ¨<eØ ¾T>ØM ui• ÁKuƒ c¨< 

›K; 

1= ›            

 2=¾KU  

3= •’@ ›L¨<pU  

502 uMÏ’ƒ •ÉT@¨< ›}Ÿ<fƒ ›”kØpÙƒ 

Á¨<nM SKƒU Ÿ6 ¨` �eŸ 7 ¯Sƒ 

°ÉT@¨< ƒŸ<dƒ ¾T>ÁSÖ< ui�‹ 

�”Å ¨v ÁK< Ã²¨<ƒ/ªƒ; 

 

 

1= ›           

 

2=¾KU  

 

3= •’@ ›L¨<pU  

 

503  

  ß”pLƒI LÃ }S}I •¨<nMI 

•”Å}S•I •^eI” eƒI ¨ÃU 

¾ß”pLƒI ›Ø”ƒ }cwa ¨ÃU ÔÉÑ<Ê 

’u`; 

1= ›   

 

2==¾KU  

 

504 Ÿ²=I uòƒ •”²=I ui‹ Ã²¨<I Á¨<nK<; 

 

1=¾ß”pLƒ ¨v  

2=TÍ=^ƒ Ñƒ`  

3=u’k`d U¡”Áƒ 

¾T>S× ¾TÍ=^ƒ Ñƒ` 

 

505 SÖØ ƒÖ•KI 

  

 

1=›MÖ×U  

2=›Mö›Mö  

3=k” uk”  
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506 ¨Å ß”pLƒ ¾T>ÁMõ ¾›dT ¢f ¾T>ÁÒMÖ<   

506.1 ¾›dT eÒ uM}I •¨<nKI; 1= ›   

 

2==¾KU 

509.3 

506.2 › "K uŸòM ¾ucK ¨Ãe Ø_  1= ›   

 

2== ¾KU 

 

506.3 ¾c¨< •Ç] KTÇu]’ƒ ƒÖkTL‹G</KI             1=  ›   

 

2== ¾KU 

 

506.4 SçÇÍ u?êƒ ›L‹G<; 1=  ›   

 

2== ¾KU 

 

 

507 •”Å’²=I ›Ã’ƒ IU ›KwI; 1= ÅU Óòƒ  

 

 2= e£` ui•  

3= ¾Mw ui•  

4= Éw`ƒ  

5= ¾›Ua ISU(�wÅƒ)  
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¡õM 7. SÑKM” u}SKŸ} ¾u?}cw ØÁo 

}.l SÖÃp SKÁ  ¡õõM •Kõ 

  •v¢” ¾T>Ÿ}K<ƒ ’Ña‹ u•`f ¨ÃU 

u�`f(MÏ:¨”ÉU:�Iƒ)LÃ ¾T>ØM ui� 

eLMv†¨< u=Ÿcƒ ¾T>eTƒ” Ã”Ñ\‡  

  

701 }KÃ}/„¨< uS•ŸV/S< G²” ÃeT•M; 0= ðîV  

1= ›”Ç”É Ñ>²?  

2= ²¨ƒ`  

3= w²< Ñ>²?  

702 c‹ eK ISS< uT¨n†¨< G²” ÃeTGM; 0= ðîV  

1= ›”Ç”É Ñ>²?  

2= ²¨ƒ`  

3= w²< Ñ>²?  

703 ÃI” •¨<’� KSÅup ƒV¡^MI; 0= ðîV  

1= ›”Ç”É Ñ>²?  

2= ²¨ƒ`  

3= w²< Ñ>²?  

704 K?KA‹” c‹ ¾e’-¯°Ua ISU}† uu?•†¨< 

S„` U” �”ÅT>SeM �”Ç=Ñ’²u< �[É}HM;  

0= ðîV  

1= ›”Ç”É Ñ>²?  

2= ²¨ƒ`  
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3= w²< Ñ>²?  

705  uSÑKKA/K< Á´“K<;  0= ðîV  

1= ›”Ç”É Ñ>²?  

2= ²¨ƒ`  

3= w²< Ñ>²?  

706 •”Å •wÉ ÁKSJ’<” KK?KA‹ ƒÑMéKI; 0= ðîV  

1= ›”Ç”É Ñ>²?  

2= ²¨ƒ`  

3= w²< Ñ>²?  

707 .c‹ eK`c< ¨ÃU cK•`eª ‹Ó` 

eKT>¨pc<I �´“KI;  

 

0= ðîV  

1= ›”Ç”É Ñ>²?  

2= ²¨ƒ`  

3= w²< Ñ>²?  

708 .TÓvƒ ¾T>ðMÑ< c‹ "”}/• u?}cw 

KTÓvƒ ðnÅ† vKSJ“†¨< G²” 

ÃcTGM/hM;  

 

0= ðîV  

1= ›”Ç”É Ñ>²?  

2= ²¨ƒ`  

3= w²< Ñ>²?  

709 •c<”/•Dd” Ã²I ¨Å ¨<ß ¨× TKƒ 

ƒð^MI; 

0= ðîV  

1= ›”Ç”É Ñ>²?  

2= ²¨ƒ`  

3= w²< Ñ>²?  
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710 cK ISS< •õ[ƒ ¨ÃU ›KSS†ƒ 

ÃcTGM/hM; 

0= ðîV 

 

 

1= ›”Ç”É Ñ>²? 

 

 

2= ²¨ƒ` 

 

 

3= w²< Ñ>²?  

711 uu?}cu< ›vM ¾c’¯°Ua ISU}† ÁK¨< c¨< 

ÃÁ³M; 

0= ðîV  

1= ›”Ç”É Ñ>²?  

2= ²¨ƒ`  

3= w²< Ñ>²?  

712 uISS< U¡”Áƒ ¾Øó}‡’ƒ eT@ƒ ¨ÃU 

Éw`ƒ ÃcTGM 

0= ðîV  

1= ›”Ç”É Ñ>²?  

2= ²¨ƒ`  

3= w²< Ñ>²?  

713 Á”}/• eI}ƒ SeKA ÃcThM; 0= ðîV  

1= ›”Ç”É Ñ>²?  

2= ²¨ƒ`  

3= w²< Ñ>²?  
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