ASSEESSMENT OF HEALTH RELATED QUALITY OF LIFE AND ASSOCIATION
WITH SELF CARE PRACTICE AMONG PEOPLE LIVING WITH HIV /AIDS

FOLLOWING ART CLINIC IN JIMMA UNIVERSITY SPECIALIZED HOSPITAL,
SOUTH -WEST ETHIOPIA

BY

TAMIRU TESFAYE (RN, BSC)

A RESEARCH THESIS TO BE SUBMITTED TO DEPARTMENT OF NURSING,
COLLEGE OF PUBLIC HEALTH AND MEDICAL SCIENCES, JIMMA UNIVERSITY;

IN PARTIAL FULFILLMENT FOR THE REQUIREMENT OF MASTERS OF
SCIENCE IN ADULT HEALTH NURSING

JUNE, 2014

JIMMA, ETHIOPIA




JIMMA UNIVERSITY
COLLEGE OF PUBLIC HEALTH AND MEDICAL SCIENCES

DEPARTMENT OF NURSING

ASSEESSMENT OF HEALTH RELATED QUALITY OF LIFE AND ASSOCIATION
WITH SELF CARE PRACTICE AMONG PEOPLE LIVING WITH HIV /AIDS

FOLLOWING ART CLINIC IN JIMMA UNIVERSITY SPECIALIZED HOSPITAL,
SOUTH -WEST ETHIOPIA

BY: TAMIRU TESFAYE (RN, BSCN)

ADVISORS:

1. PROFESSOR TEFERA BELACHEW (MD, MSC, PHD)
2. ABEBE ABERA (BScN, MScN)

JUNE, 2014
JIMMA, ETHIOPIA



ABSTRACT

Background: Globally, 35.3 million people are living with HIVV/AIDS at the end of 2012, Sub-Saharan
Africa remains most severely affected, with nearly 1 in every 20 adults (4.9%) living with
HIV/ADIS,Ethiopia is among the countries most affected by the HIV epidemic. A large number of people
living with HIV and about 1 million HIV/AIDS orphans. HIV care is crucial for successful HIV
prevention , treatment and to provide Quality of life .HIV/AIDS is chronic disease with advances in
treatment to receive benefits of current HIV treatments, patients must be adherent to care.

Objectives: To asseess the Health Related Quality of Life and its association with self care practice
Among People Living with HIV /AIDS following ART Clinic in Jimma University Specialized Hospital,
South -West Ethiopia, 2014.

Methods: Institution based retrospective cohort study design that employed with systematic random
sampling technique was used.From 351 participants Data were collected using pre tested structured
questionnaires from March 1-30 Jimma University Specialized hospital ART clinic.The dimensions of
HRQoL were compared using internal cohort analysis, Chi-square, independent t-tests for both low and
high exposed to self care. Univariate linear regression technique was done to see the association between
the independent variables and the dependent variable. Multivariable analysis using forward stepwise
multiple leaner regressions was done to evaluate independent effect of each variable on dependant
variables. The results were summarized and presented by tables, charts and graphs.

Result: Overall; Those 36% High exposed to self care had high health related goulity of life(HRQOL) in
domain; general health, Vitality /Energy and mental health scels; For a unit increase in perceived self care
practice index, the quality of life increased by an average of 0.33 at (p=0.001,C1=.135, .533) as compaired
to those 63% less self care exposed.As number of ART dose refilling increases by 0.65 quality of life
decreased at (p=0.001,CI=-1.012, -.283) as compaired to those refill sing dose.In the presence of co
morbid disease increases by an average of 0.32 the quality of life decreased at (p=0.006,Cl=-.545, -.092)
when compaired to those has no co morbid disease. For one month increase by 0.33 in follow up duration,
quality of life increased at (p=0.04,CI=.019,.636) when compaired to less duration on follow up.
Conclusion and recommendation: Early initiation of HIV/AIDS care should focus on addressing
patient’s concerns such as; better quality of life among those;high self care practice, increase duration of
care.Low quality of life among those Increased number of dose refill, presence of co morbid desease
were found. The study recommend that clinicians caring for HIV infected persons should make an effort
to measure HRQoL as this would help identify persons in need of self care perception, psychosocial
support, thereby promoting holistic HIV care.

Key words: Health related Quality of life, self Care; People live with HIV/ADIS, JUSH, ON ART.
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CHAPTER ONE: INTRODUCTION

1.1. Back ground

Globally, 35.3 million people are living with HIV/AIDS at the end of 2012. An estimated
32.1 million of adults aged 15-49 years worldwide are living with HIV, although the burden
of the epidemic continues to vary considerably between countries and regions(1). HIV/AIDS,
pandemic continuous to spread worldwide and one of serious health challenges; global
solidarity in the AIDS response during the past decade continues to generate extraordinary
health gains. Historic success in bringing HIV programmes to scale — combined with the
emergence of powerful new tools to prevent people from becoming infected and from dying
from AIDS-related causes(2).Although much of the news on AIDS is encouraging,
challenges continue. The number of people newly infected globally is continuing to decline,
but national epidemics continue to expand in many parts of the world. Further, declines in the
numbers of children dying from AIDS-related causes and acquiring HIV infection, although

substantial, need to be accelerated to achieve global AIDS targets(3).

The part of the world most impacted by HIV, Sub-Saharan Africa, has cut the number of
people dying of AIDS-related causes by 32% between 2005 and 2011. The largest drop in
AIDS-related deaths was in some of those countries where HIV has the strongest grip. In
South Africa, 100 000 fewer deaths occurred, followed by nearly 90 000 in Zimbabwe, 71
000 in Kenya, 59 000 in Ethiopia and 48 000 in the United Republic of Tanzania(4). Sub-
Saharan Africa remains most severely affected, with nearly 1 in every 20 adults (4.9%) living
with HIV and accounting for 69% of the people living with HIV worldwide(5). Ethiopia is
among the countries most affected by the HIV epidemic. With an estimated adult prevalence
of 1.5%, it has a large number of people living with HIV (approximately 800,000); and about
1 million AIDS orphans(5).

To overcome the problem of HIV/AIDS Medical Care Service are categorizes to provide
routine care, non-emergency care, outpatient medical care, case consultation, patient
education, and OB/GYN services. The overall objectives of Medical Care Standards are to:
Ensure programs are licensed and accredited; have policies that respond to the needs of
incapacitated clients and that address advance directives; and Provide high quality services
with licensed staff. The service specific standards of care for Medical Care provide additional
requirements (6).HIV counseling and testing and linkage to care are crucial for successful

HIV prevention and treatment. Abbreviated counseling could save time(7).Health-Related
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Quality of Life (HRQoL) and functional exercise capacity are important area of therapeutic
interventions needed to improve the general health of People Living with HIV/AIDS
(PLWHA) (8).Generally, the ART policy is to reducing mother to child transmissions,
prolonging and improving the quality of lives of PLWHA and reducing accidental HIV
infection within health institutions(9). Measures of quality of life (QoL) present an
opportunity to evaluate interventions from the perspective of the patient. (10) According to
the World Health Organization (WHO), QOL is defined as an individuals’ perception 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. This definition considers
individuals’ satisfaction on their physical, psychological, social relationships, environment,
and spiritual aspects of their life. HIV has increasingly become recognized as a chronic
disease with advances in treatment to receive benefits of current HIV treatments, patients
must be adherent to care which decrease in HIV- related morbidity, mortality and health care
costs and increases HRQOL (11).

1.2. Statement of the problem

The major challenge in Ethiopia and other resource-limited settings in Africa is lack of
information on HRQOL of populations affected by HIV/AIDS, despite the abundance of
information on there was significant improvement in the mean HRQOL scores of participants
which was not associated with significant improvement in the CD4 cells status after six
months of ART. The evaluation of HRQOL alongside the clinical and immunological
parameters when monitoring treatment outcomes is recommended (12). Self-care is used to
describe a process in which people actively function on their own behalf in health promotion
and prevention, and in disease detection and treatment. Self-care practices included elements
such as prevention of infection; nutritional care; respite; exercising; care seeking; and

psychological care

Patients newly diagnosed with HIV contrast show disparities in access to HIV care favoring.
Overall, the proportion of patients who linked to appropriate HIV care was very low given
the availability of effective treatment(13).With the increased availability of antiretroviral
treatment (ART), HIV is no longer a death sentence in developing countries. Consequently,
the responses of health are systems is changing from acute to chronic disease management.

Treatment outcomes other than CD4 and viral load are therefore needed. The Quality of life,
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Short Form 36, Version 2 (SF-36) will be used to evaluate functional status and HRQOL. The
SF-36 is widely used and has been found to have acceptable psychometric properties across
different illness and age populations. The SF-36 has been utilized in monitoring health out-
comes in patients with a variety of illnesses including HIV as well as a wide range of diseases

and chronic conditions (14)

Despite these mounting challenges, the global response has been a reason for hope and
optimizing fighting the epidemic. Application of effective and feasible preventive
interventions to avert infection, use of Highly Active Antiretroviral Therapy (HAART) and
sustained global and national commitment continue to register success in the response to the
epidemic(3). In 2001, the Ethiopia Strategic Framework for National Response to HIVV/AIDS

was launched.

In 2002 antiretroviral therapy (ART) and on prevention of Mother-to-Child Transmission of
HIV, as a road map for accelerated access to HIV prevention, treatment and care in Ethiopia
was started. 2007- 2010, Plan of action for universal access to HIV prevention, treatment,
care and support were also developed.

The first five-year strategic plan was implemented from 2004-2008. Evaluation of its
implementation has shown remarkable progress in expanding access to HIV services. The
number of health facilities providing HIV prevention, care and support services has
substantially expanded. The second five year strategic plan (SPM 11 2010/11-2014/15) was
developed based on lessons and experiences from implementation of SPM I, and gives due
consideration of the current state of the epidemic. The SPM Il has five thematic areas:
creating an enabling environment; intensifying HIV prevention; increasing access to and
improving quality of chronic care and treatment; intensifying mitigation efforts against the
epidemic; and strengthening the generation and utilization of strategic information(5).

Caregivers are very important in the care of PLWHAs due to the devastating and increasing
number of PLWHASs; therefore, there is an increasing need for care. The load of care in
addition to other responsibilities that the caregiver has a profound effect on the health of the
caregiver .Care giving in itself makes them more vulnerable to physical, emotional and
psychological ailments and therefore there is a critical need for them to be able to cope with
the care giving stress to prevent burnout and exposure to infection(15).



Globally, scaling up antiretroviral treatment (ART) has considerably relieved the
socioeconomic and health burden of HIV/AIDS epidemics. HIV/AIDS patients who are
receiving ART could achieve suppressed viral loads, improved immune and physical
functions, and reduced opportunistic infections and co-morbidities. In addition, they might

continue to be productive, more socially inclusive, and have better quality of life (16).

There is a relationship between ART and quality of life of people living with HIV and AIDS,
and a strong positive association between ART and improved quality of life in different
domains among people living with HIV and AIDS in both developed and developing

countries(17).



CHAPTER TWO: LITERATURE REVIEW

A systematic review of Thirty-four studies showed that in low income settings, epidemiological
research on access to HIV/AIDS services focused on socio-economic and health system factors
while in high income countries the focus was on medical and psychosocial factors. These
differences depict the perceived different barriers in the two regions. Common factors between
the two regions were also found to affect HIV testing, including stigma, high risk sexual

behaviors such as multiple sexual partners and not using condoms, and alcohol abuse(18).

Study in USA showed that, relatively high rates of depression, overall QoL mental health was
not the major QoL variable that was influenced by the presence of additional chronic illnesses.
When looked at QoL variables, it was physical functioning that was most impacted by the
addition of other chronic health problems, followed by social functioning and finally mental
health functioning. Results demonstrated a moderate level of overall stress for the sample which

significantly increased with addition of other chronic health problems(14).

Survival study in USA showed that, With HIV were interviewed at baseline, physical HRQOL
those alive at follow-up, versus among those who had died a highly significant difference.
Similarly, the baseline mental HRQOL summary score was significantly higher among those
who went on to survive the follow-up period versus those who did not. In addition, those who
died during the follow-up period were more likely to be older, and have less education, low
income, public insurance, other mode of HIV infection, CD4 counts less than 50, and an

advanced stage of HIV infection, compared to those still alive at follow-up(19).

Study in Australia showed that, negatively impacting on HRQL across many of the subscale
scores were clinical factors: suffering from depression, another comorbidity, sexual
dysfunction and frequency of experienced symptoms. The number of symptoms, in particular,
was highly predictive of reduced HRQL across all domains except stigma. Symptoms were
more prevalent amongst patients receiving Pl regimens compared with those on NNRTI

regimens but were not confined to patients receiving ART(20).

AIDS is associated with many social consequences such as stigma and discrimination which
have negative impacts on Qol (21).Risk factors of low-adherence, in both rich and poor

countries, were stigma and discrimination, alcohol and drug abuse, depression and low self-



efficacy. Social support was the only factor that showed. This comparative nature yielded
valuable information about the differences and similarities of social and cultural processes

that affect access to treatment in each context.(18).

Study in Vietnam showed that, those patients who had higher education reported significantly
higher scores in Performance, Environment, Physical and Social domains; and who had stable
jobs reported in higher scores in Physical and Morbidity domains. Moreover, HIV/AIDS
stage, immunological status, and the duration of ART remained in the reduced model in
predicting HRQOL domains. Compared to asymptomatic patients, those at more advanced
staged reported significant decreases in all HRQOL domains. Significant improvements in
Physical and Morbidity were found in patients who had CD4 cell count of [350-500]
compared to those had [<=200] cells/mL. As for duration of ART, patients in the 1st year
ART reported significantly lower scores compared to those yet not treated(16).In South
Africa Study shows that, higher educational, lower psychological distress, having fewer
chronic conditions and being HIV negative were significantly positively associated with
physical health QoL, and low poverty, low psychological distress and being HIV positive
were positively significantly associated with mental health QoL. Other low psychological
distress (depression) was associated with higher QoL in TB patients. Being diagnosed with
several chronic conditions and scoring high on the psychological distress scale, may further
increase levels of anxiety and depression given the rigorous treatment regimen. The finding
that indicators of higher socio-economic status in study were associated with better QoL in
TB patients is in agreement with a number of studies did not find age and gender differences
in relation to health-related QoL in TB patients(22).

Study in Nigeria showed that, the psychosocial constructs such as HRQoL does not influence
functional exercise capacity in clinical stage | PLWHA. It is implied that HRQoL and
functional exercise capacity performance in PLWHA are not interdependent. Therefore,
therapeutic interventions targeted at improving functional exercise capacity in PLWHA may
not adequately address psychosocial impairment resulting from HIVV/AIDS infection(8).

Study showed that in Malawi that, Women had lower risk of program attrition compared to
men, and the risk of attrition increased in patients with more advanced HIV disease at ART
start for clinical stage 2 and for stage 4, compared to stage 1. The risk of program attrition
decreased with higher BMI at the start of ART compared with longer duration of ART

follow-up from for the 3-6 month period, to 6-24 month period, compared to <3 months). It



was lower in patients with higher baseline CD4 cell counts and higher in patients with lower
adherence(23).

Study conducted in Zambia shows that, PHIV used therapeutic and physical health
maintenance, psychological well-being and healthy lifestyle self-care practices to maintain
physical health and mitigate HIV-related symptoms. Herbal remedies, faith healing and self-
prescription of antibiotics and other conventional medicines to treat HIV-related ailments
were used for therapeutic and physical health maintenance purposes. Psychological well-
being self-care practices used were religiosity/spirituality and positive attitudes towards HIV
infection. These practices were modulated by close social network relationships with other
PLHIV, family members and peers, who acted as sources of emotional, material and financial
support. Cessations of sexual relationships, adoption of safe sex to avoid re-infections and
uptake of nutritional supplements were the commonly used risk reduction and healthy
lifestyle practices respectively(24).

Study in Uganda showed that, Physical and mental health summary scores improved
substantially between ART initiation and 12-month follow- up. After 12 months on ART,
PHS and MHS scores improved by Effect sizes were large and positive, indicating a
substantial positive effect of ART on PHS Clinical markers also changed dramatically
between ART initiation and 12-month follow-up, with increases in CD4 cell count and
decreases in viral load. (25).

Study showed in Uganda that, ART experienced patients had higher HRQoL than ART-naive
patients in the physical and mental health respectively. Low HRQoL scores were associated
with low education level, unemployment and presence of symptoms(26).The same study in
Uganda showed that, there were no significant differences in other HRQoL dimensions like
pain, physical functioning, role functioning, social functioning, mental functioning, vitality,
health distress, and cognitive functioning in both ART experienced and ART naive adults
attending an urban HIV treatment clinic in Kampala(26).Study in Ethiopia showed that,
absence of a source of income and poor adherence to ART had a negative effect on the
physical dimension of QoL of all patients. A severe form of CMD was strongly associated
with poorer physical QoL among TB/HIV co-infected individuals and HIV infected patients
without TB (27).



2.1 Conceptual Framework of associatin of Self Care on HRQOL

Self-care Socio demographic
e Exercise factor
e Education
e Dietary + Sex
e smoking e Age
e alcohol ¢  Marital status
e chewing chat ¢ Religion
e Health seeking ® Income
® Occupation
\ e Education
Clinical marker related Health Related
factors; __—"|  Quality Of Life
* CD4 counts, vy \ Community factors;
e WHO staging
e Clinical symptoms e Social support,
e Co-morbidities, e Family support

Treatment delivery related factors;

e Type of ART Regimen
e Duration on ART
e Fear of medication side effects

Figure 1: conceptual frame work on Health Related Quality of Life and its association with
self care practice Among People Living With HIV /AIDS following ART Clinic In Jimma
University Specialized Hospital, South -West Ethiopia, 2014

Conceptual frame work has been developed after reviewing different literature based on the
objectives of the study (26),( Horberg et al. 2010),(29).



2.2. Significance of the Study

This study was conducted to show the gaps in the existing body of knowledge and how this
information influence public health and practice. Assessment of quality of life has become an
important outcome measure in the management of chronic afflictions such as HIV and AIDS.
It sheds light on what really is considered to be important to PLWHA, and not what the
medical profile depicts. This assessment help clinicians to make judgments about areas of
need of PLWHA and will be of assistance in planning interventions to address these needs
with the overall aim of improving quality of life (30). Conducting this typical research do
have significance by providing information to decision makers and health care providers to
develop time relevant intervention strategies targeted to increase HRQOL of PLWHA from

care after initiation ART follow up.

Furthermore, understanding where, when and why patients become to low self care during
ART follow up period helps for monitoring and measuring individual HRQOL, since no
previous study attempts to address the association of self care and HRQOL follow ups given
to HIV positive patients during follow up period in JUSH ART clinic.

Finally since there is a limited research at country and lower level this study can be used as
resource for other studies to be conducted on assocition of self care related on health related
quality of life in PLWHA.



CHAPTER THREE: OBJECTIVES OF THE STUDY

3.1 General objective
To asseess the health related quality of Life and association with self care practice Among
People Living with HIV /AIDS following ART Clinic in Jimma University Specialized Hospital,
South -West Ethiopia, 2014.

3.2 Specific objectives
1. To determine the quality of life among people living with HIV AIDS in JUSH ART clinic.

2. To determine the association factors between self-care and health related quality of life
among PLWHA attending ART clinic in JUSH.

10



CHAPTER FOUR: METHODS MATERIALS

4.1. Study area and periods

The data were collected in JUSH ART clinic from March 1 to 30, 2014 Jimma University
Specialized Hospital (JUSH) which is one of the oldest public hospitals in the country. It was
established in 1930 E.C by Italian invaders for the service of their soldiers. Geographically, it is
located in Jimma city which is located at 357 km from Addis Ababa. JUSH is the only teaching
and referral hospital in the southwestern part of the country, with the bed capacity of 450 and a
total of more than 750 staffs of both supportive and professional. It provides services for
approximately 9000 inpatient and 80000 outpatient attendances a year(31). The hospital gives
both inpatient and outpatient services. As one of the outpatient services, the hospital has
specialty clinics where patients with specific chronic disease are referred for follow-up. ART
clinic is one of those clinics which give service for patients with HIV/AIDS. The clinic currently
gives follow up service for about 6260 HIV/AIDS patients. On average 50 -100 patients was
visiting the clinic on a day the follow up appointmentsi given for every one to two months. The
clinic is staffed with internist, senior health officer and nurses who are trained in specific
HIV/AIDS disease patient follow-up.

JUSH ART clinic pioneered the use of antiretroviral drugs in Ethiopia in -2002 and JUSH ART
clinic since 2005 provides care to over 6260 adults and children’s of mixed heritage, some on
first line therapy and others on second line therapy.

Medical cares were free of charge but adults are expected to meet their transportation costs to the
clinic. It also has a fully functional laboratory network and provides adherence counseling and
peer support group though not all patients fully utilize these services, some decide to ignore them
claiming to have limited time. This centre also provides a few drugs to treat opportunistic

infection to its patients.

4.2. Study design
Institutional based retrospective cohort study design using quantitative methods of data

collection were used.

4.3. Population

4.3.1. Source population
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All PLWHA clients who were in follow up in JUSH ART clinic.
4.3.2. Study population

The sampled patients who were currently on ART clinic in follow up in JUSH during the study

period.

4.3. Inclusion and exclusion criteria

4.3.1. Inclusion criteria

All patients living with HIV whose aged >18 years and who has been on ART follow up clinic
for > 6 months in JUSH ART clinic.

4.3.2. Exclusion criteria

Clients those were critically sick to be interviewed.

4.4. Sample size determinations

The required sample size were determined by using two population proportion formula using EPI
Info 7.1.0.6 version were applied.

Assumptions

Population proportion = 76% (study done in urban HIV clinic in Kampala, Uganda)(Rogers S, et
al Uganda).

B Two sided Confidence interval level = 95%
B power =80%,

B Ratio (unexposed :exposed)=1.3,

B %out come in exposed group = 76,

B % out come in exposed = 88.2

Therefore, sample size was obtained 351.
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4.5. Sampling technique and procedure

The respondents sample was obtained by using systematic sampling technique from the sampling
frame of their Unique ID ART number. The sampling interval (K) was determined by K= N/n.
N= total number of population served in one-two months

n=sample size
K= N/n =6220/351=18

Then k=18. The first study participant was selected by lottery method from their Unique ID ART
number. Then data were collected from every 18™ PLWHA on ART who were eligible to

participate in ART care.
4.6. Study variables

4.6.1 Dependent Variables
Health related quality of life (HRQOL).

4.6.2. Independent Variables

v' Socio demographic factor: Sex, Age, marital status ,religion, ethincety, education,
Income, occupation,

v Self-care: Exercise, Education, Dietary, chewing chat, smoking, alcohol, Health seeking

v Clinical marker related factors: CD4 counts, WHO stage, clinical symptoms and co-
morbidities,

v' Treatment delivery related factors: type of ART Regimen, Duration on ART, and fear
of medication side effects

v' Community factors; social support, family support

13



4.7. Data collection tools and procedures

4.7.1 .Data collection tools

The data were collected from PLWHA patients by reviewing relevant clinical data such as CD4+
coun and WHO stages from their medical charts and using structured questionnaires patient
chart which were pre-tested in Shanan Gibe Hospital before the actual data collection were done
and then modified based on the result of pretest. The questioners were culturally adapted from
validated S-F 36 tools items which were previously used to measure HRQOL (32). A few of
additional items questionnaires were from different literature have been included after reviewing.
The questioners were translated into two local languages (Ahmaric and Afan Oromo) by four
experts of languages masters’ students and then back to English to make sure the consistence of
the questioner then correction were done.The reliability (Cronbatch’s, alpha ) of the sf-36
questioner items, had 0.79.other items such as Self care, community factor, clinical marker, with
HIV/AIDS were associated with quality of life (P > 0.05). The questioners were likert scale,
dichotomy item which grouped under six questionnaires grouped under main sections namely
(socio demographic data, Self-care, disease related care factors, community factors, and

treatment delivery related factors.
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Table 1. The structure of the questioners used to collect data among PLWHA in ART clinc of
JUSH, 2014.

Variable Number of items

1 Socio demography 8
2 Self-care 7
4 Community factors 6
3 Clinical markers factors 7
5 Treatment delivery related factors 7
6 Health related quality of life 36

Total 71

SCORING RULES FOR THE SF- 36 ITEM HEALTH SURVEY (VERSION 1.0)

A widely used, valid, and standardized questionnaire used to measure an individual's overall
subjective health status. The eight concepts measured by the survey were body pain, general
mental health, perception of general health, physical functioning, role limitations caused by
mental condition, role limitations caused by a physical condition, social functioning, and vitality.
Physical Functioning, role limits due to physical health, bodily Pain, and general health scales
are constitutes of physical health summary component. Vitality, Mental health, role emotional
and social functioning constituents of mental health summary component The SF-36 version 1
was a generic measure of health-related quality of life. Contained 36 items .It takes 5-10 minutes
to complete and is self-administered. Responses to the items comprise ‘yes/no’ or a six-point
Likert scale from ‘none’ to ‘very severe. By using sf-36 scoring soft ware resultant 36 scores
were then summed and transformed into norm-based scoring. Thus each scale were scored to
have same average (50) and the same standard deviation (10 points).Scoring below 50 said poor
health related quality of life. Recommend that responses be scored as described below. The
scoring method described here (a simpler and more straightforward procedure).This scoring
method as RAND 36-Item Health Survey 1.0.were done.Scoring the RAND 36-Item Health
Survey is a two-step process. First, recoded numeric values are recoded per the scoring key given

in Table 1. Note that all items were scored so that a high score defines more favorable health
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state. In addition, each item were scored on a 0 to 100 range so that the lowest and highest

possible scores was 0 and 100, respectively. Scores represent the percentage of total possible

score achieved. In step 2, items in the same scale were averaged together to create the 8 scale

scores. Table 2 lists the items averaged together to create each scale. Items that were left blank

(missing data) were not taken into account when calculated the scale scores. Hence, scale scores

represent the average for all items in the scale that the respondent answered further showed on

the step 1 and 2.

Step 1: Recoding Items

Item numbers Changed original response category To recoded value of
1, 2,20,22,34,36 1> 100
2 75
3> 50
4> 25
5- 0
3,4,5,6,7,8,9,10,11,12 1- 0
2> 50
3> 100
13, 14, 15, 16, 17, 18, 19 1> 0
2 100
21, 23, 26, 27, 30 1- 100
2 80
3> 60
4- 40
5-> 20
6 > 0
24,25, 28, 29, 31 1> 0
2> 20
3> 40
4> 60
5-> 80
6> 100
32,33,35 1> 0
2> 25
3> 50
4- 75
5-> 100

Step 2: Averaging Items to Form Scales

Scale

Number of After recorded per tablel
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items average the following items

Physical functioning(PF) 10 3456789101112

Role limitations due to physical health(RP) 4 13141516
Role limitations due to emotional problems(RE) 3 1718 19
Energy/fatigue(VT) 4 23272931
Emotional well-being(MH) 5 24 25 26 28 30
Social functioning(SF) 2 20 32

Bodily Pain(BP) 2 21 22

General health(GH) 5 133343536

4.7.2. Data collection procedure

The data were collected by 5 nurses working in other than JUSH ART clinic who could speak
both Amharic and Afan Oromo through face to face interview. One supervisor was assigned at
the time of data collection. The data was collected every days Monday to Saturday; those days
are patients comes to follow up .instruments were checked by using a pre tested structured
questionnaire, and by reviewing patient chart. The patient was interviewed after they got the
service they required from the ART clinic. Also Patient chart was reviewed by using structured
instrument. The items are formulated in a manner that elicits the required data such as laboratory
results during starting time and current CD4, viral load etc. based on structured questioners from
the chart.

4.7.3. Data Collection techunique

Data were collected using structured questionnaire through face to face interview and recored

reviewed.

4.7.4. Personnel for data collection:
Five diploma Nurses data collector and one BSc Nurse Supervisor were recruited for data

collections.
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4.8. Operational definitions

Self care index: the aggregation of self care variable settled as one variable through factor
analysis method used to compare the cohort group.

Self care: which when data analysis of self care divided into tertile; the lowest and middile
combined were define as poor self care whereas, the high score were named as high self care.
Bodily Pain: Subjective feeling of bodily distress or discomfort.

Physical Functioning: Limitation in performing physical activities including self-care.

Role Functioning: Performance of usual role activities such as working at a job, housework,
childcare, community activity and volunteer work.

Vitality: Personal evaluation of one’s energy to do things that one wants to do

Social Functioning: Functioning normal Social activities with family, friends, neighbors,
marital functioning and social problems.

Mental Health: Positive and negative psychological states including anxiety, depression,
loneliness, positive affect and feeling of belonging.

Health Transition: Patient’s current perception of mental and physical health condition.

Item: Specific questions that make up a dimention

Health Related Quality of Life (HRQoL): Considered as part of the individual’s quality of life
that is primarily determined by two dimension measure which is represented by scales that
aggregate physical heath summary measures which are from eight domain four components are
categorized into ( physical Functioning( PF), Role-physical(RP), Body pain(BP), General
health (GH)) and scales that aggregate mental health summary measures contains four
components which are Vitality(VT), social functioning(SF), Role emotional(RE),And mental
health(ME) rating score 0-100.

SF-36 (Short Form-36 Health Survey): contains 36 items which measure eight Health concepts:
physical activity, role-physical, body pain, general health perceptions, vitality,Social,
functioning, role-emotional, and mental health. Responses to the items comprise ‘yes/no’ or a
six-point Likert scale from ‘none’ to ‘very severe’. Resultant 36 scores are then summed and
transformed into a scale from 0 -50(poor health) 51-75 intermediate health 76 to 100 per cent
(good health).
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Antiretroviral Therapy: A treatment combination with two or more antiretroviral drugs to
effectively suppress the Human immune deficient virus resulting into a marked drop in the viral

load.

Dimension: A practical & meaningful set of related actions, tasks or areas of life. It relies on
standard self report scales that ask about different aspects of life, including physical symptoms,
pain and fatigue, ability to carry out chores and care for oneself, mental health, work

performance, social activities and general health and well-being.
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4.9. Ethical considerations

Before the data collection, Ethical clearance and approval to conduct this research were obtained
from the Ethical review Committee of College of Public Health and Medical Sciences, Jimma
University, Permission were obtained from JUSH to implement the study. Prior to administering
the questionnaires, the aims and objectives of the study were clearly explained to the participants
and orally informed consent was obtained. Confidentiality and anonymity was ensured
throughout the execution of the study as participants were not requiring disclosing personal
information on the questionnaire number was used instead of name. Participants have been
informed that their participation was voluntary and that they can with draw from the study at any
time if they wish to do so.

4.10. Data processing and analysis procedures

The data were edited, entered into EpiData 3.0 version for cleaning then, exported to SPSS
version 20.0 for checked completeness and missing values and further analysis. Percentage,
Frequency and mean were calculated. Bivariate analysis using linear regression technique was
done to see the independent association between the independent variables and the dependent
variable. All independent variables which had significant association in bivariate analysis with p
value less than 0.25 were included in multiple leaner regression model. Multivariable analysis
using forward stepwise multiple linear regression method was done to evaluate independent
effect of each variable on dependant variables. P-value of less than 0.05 was considered as
statistical significance. Finally the results were summarized and presented by tables and graphs.
The cohort division was based on the prepared self care variable scores. Then in internal cohort
analysis through using SPSS software program compute to rank cases assigned to ties
statistical, mean, low and high percentiles based on practice of the respondents to self care
activities those had both low and mean groups named as ; low exposed to self care cohort group
whereas ;the high percent were grouped under high exposed to self care cohort group. .
Descriptive methods of statistical analysis were used, which included: frequencies and
percentages. The findings were presented in the form of cross-tabulations, tables, and graphs.

Significant statistical tests were carried out using Pearson chi-square.
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4.11. Data quality management

The quality of data was assured by pre-testing the instruments on out of the study population in
shanan Gibe Hospital, Proper training of the data collectors and supervisors on the data
collection procedures, Proper categorization and coding of the questionnaire and rechecking

completeness of the questionnaire immediately after data collection were done.
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CHAPTER FIVE: RESULTS

5.1: Characteristics of the Study Participants

A total of 351 study participants were enrolled in the study with the response rate of 100 %.
From all population female respondents were the greater parts whose accounting of 252(72%),
and male were 99 (28%).The age ranges from 18-67 those in age group between 26-35 lead with
49.3 %, Whereas those never married dominant regarding  marital status accounts
43%,regareding to educational level pre-secondary were the dominant that accounting 41%,
regareding to Ethnicity 42.7% were Oromo largest number with among religion Muslims
followers were the largest number accounts 29%,amang occupation unemployed lead with
70.2% others further explained on table 2.

Table 2: socio demographic characteristics of PLWHA on follow up in Jimma University
Specialized hospital in ART clinic, southwest Ethiopia, 2014

variables Low exposed to self care High exposed to self care
Age Category No (%) No (%)
18-25 11(8.5) 28(12.6)
26-35 68 (52.7) 105(47.3)
36-45 39(30.2) 59(26.6)
46+ 11(8.5) 30(13.5)
Sex Female 91(70.5) 154(69.4)
Male 38 (29.5) 68(30.6)
Ethnicity Oromo 47(36.4) 103(46.6)
Ambhara 36(27.9) 60(27.0)
Tigre 8(6.2) 10(4.5)
Daworo 15(11.6) 19(8.6)
Kefa,yem 23(17.8) 30(13.5)
Educational level | No education 22(17) 48(21.6)
Primary education 46(35.7) 98(44)
Secondary education | 61(47.3) 76(34.2)
Marital status Never married 24(18.6) 77(34.7)
Married 65(50.4) 86(38.7)
Widowed 40(31) 59(26.6)
Monthly income | 0-500 93(72.1) 160(72)
501-1000 17(13.2) 31(14)
1000+ 19(14.7) 31(14)
employment Not employed 30(23.3) 74(33.3)
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' Employed | 99(76.7) | 148(66.7) |

5.2 Clinical marker characteristics of the participants

The respondent with CD4 >250 cell/ml value were 96(62.5%), similarly, 165 (64%) of cd4
<250 cell/ml were, among the low self care cohort group; WHO stage Il accounts 97(60.2%),
having clinical symptoms 148(63%), co morbidityl161(62%) and hypertension 29 (64.4)
responded regarding the low self care cohort group. On the other hand, the description of low
self care exposed group of these categories showed for notably significance as showed in table 3.

Table 3: Clinical marker of the study participants comparing low and high exposed to self
care using a chi square test, JUSH, south west Ethiopia, 2014.

Variables Response Low self care  High self care P
items 222(63.75%) 129 (63.25%)
CD4 count when ART CD4>250 96 62.3% 58 37.7% .42
started CD4 < 250 126  64.0% 71 36.0%
CD4 count current CD4 > 250 165 62.5% 99 37.5% .36
CD4 < 250 57  65.5% 30 34.5%
WHO stage at initiation I 97  60.2% 64 39.8% .52
I 80 63.5% 46 36.5%
i 38  T17% 15 28.3%
v 7 63.6% 4 36.4%
WHO stage current | 33 63.5% 19 36.5% .45
I 49  69.0% 22 31.0%
i 14 77.8% 4 22.2%
v 1 50.0% 1 50.0%
Treatmentone 125 60.1% 83 39.9%
Clinical symptoms for Yes 148 63.2% 86 36.8% .54
HIV No 74 63.2% 43 36.8%
Co morbid Conditions No 61 66.3% 31 33.7% .20
Yes 161 62.2% 98 37.8%
Types of Co morbid Hypertensive 29 64.4% 16 35.6% .18
Conditions Asthma 20 76.9% 6 23.1%
Heart disease 9 69.2% 4 30.8%
TB 2 100.0% O 0%
diabetes 0 0.0% 1 100%
others 1 25.0% 3 75.0%

**Pearson chi-square (p<0.05)
* Fisher test

5.3. Community related factor for the participants between low and high exposed to self
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Of the low self care respondnts those live with their family were accunts 88(66.7%) ,whereas
from high self care respondents the large number were among those live their children accounts
49 (41.2%) on the other among the response of the drug reminder time of the respondents of low
112(40.7%) self dose time

reminder respectively.The other reminder character were showed on the table 4 below.

& high self carerespondents large number were 163 (59.3%),

Table 4: Community related characteristics of the participants between low and high
exposed to self care of PLWHA attending ART clinic in JUSH, Jimma, 2014.

Variable Response Low to self care High to self care
N=222 % N=129 % p.v
With whom you live Family 88 66.7% 44 33.3% .30
Children 70 8.8% 49 41.2%
Alone 28 571% 21 42.9%
Spouse 36 70.6% 15 29.4%
Friend 8 88.9% 1 11.1% .01**
who reminding the time of dose Self 163 59.3% 112 40.7%
Family 51 76.1% 16 23.9%
Disclosed living with HIV Virus Yes 138 61.1% 88 389% 15
No 84 67.2% 41 32.8%
What you think of the community Friendly 139 58.9% 97 41.1% .02
towards Un friendly 75 743% 26 25.7%
Discriminat 8 571% 6 42.9%
ory
Perceived HIV related stigma High 68 77.3% 20 22.7% .00*
Low 152 59.6% 103 40.4%
negative consequence of lack of care  Yes 51 63.8% 29 36.2% .54
and support among the Community No 170 63.9% 96 36.1%

**Pearson chi-square (p<0.05), * Fisher test*

5.3. Quality of life of the participants

Table 5 presented the average mean scores of HRQOL in 8 domain of quality of life in both low
exposed and high exposed groups and their significance value. Both recorded the medium mean
score .As showed the variation in the HRQoL dimensions between low and high exposed to self
care ART follow up adults those scored to high self care cohort group had higher HRQoL
scores. In the domain of general health (GH) 80.85, large difference between low exposed to self
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care. In low self care group the highest scores of HRQOL were observed in social function (SF)

with mean score of 75.20, and lowest score were observed in the bodily pain( BP) with mean

score of 27.20.and also in high exposed to self care were observed in the bodily pain(BP) domain

mean score of (29.94). There were insignificant (P= <.05) in the domain: (BP) bodily pain,(GH )

general health, (VT) vitality / energy, (MH) mental health.other illustrated on the table 5 below.

Table 5: mean score of the dimensions in the scale for quality of life in comparison between
low and high exposed to self care of PLWHA attending ART clinic in JUSH, Jimma, 2014

Mean score of HRQOL

low exposed to self care High Exposed to self care

222(63.25%0) 129(36.75%0)
Domain of HQOL "Mean | SD | Mean  |SD  P.value
(PF)physical function 66.07 14.20 66.16 14.36 .903
(BP)bodily pain 27.42 14.41 29.94 16.67 | .004*
(GH )general health 73.09** 15.53 80.85** 12.75 .000*
(RP) roll limitation physical 69.37 35.38 71.51** 37.21 347
(VT) vitality / energy 59.12 25.88 59.84 20.23 .001*
(MH) mental health 51.55 28.58 52.09 22.19 .000*
(SF) social function 75.20** 17.41 76.43** 15.57 325
(RE) roll limitation emotional | 68.24 30.67 70.54** 32.09 .148

*P= < 0.05 significance level, ** Direct scale, higher scores indicate better quality of life

Health related quality of life domain in, General health ( GH),mental health (MH) ,roll limitation

due to physical health (RP) were siginficat stastical association with with self care index at

(p=0.05).




Table 6: Coefficients of self care index with eight HRQOL domain of PLWHA on follow up

in Jimma University Specialized hospital in ART clinic, southwest Ethiopia, 2014.

Standardized

Unstandardized Coefficients |Coefficients 95% Confidence Interval for B
self  care gUpper
index B Std. Error  [Beta P.V Lower Bound Bound
PF 2.880 1.521 101 059 [-.112 5.87
BP -1.139 1.640 -.037 49 -4.36 2.09
GH -4.595 1.592 -.153 .004* | -7.73 -1.47
RP -7.566 3.840 -.105 .040* |-15.12 -.01
VT 5.611 2.548 A17 .028 .60 10.62
MH 9.906 2.778 .188 .000* |4.44 15.37
SF 1.297 1.794 .039 47 -2.23 4.82
RE -5.094 3.330 -.08 13 -11.64 1.46
*P<.05

5.4. Bi variable analysis factors associated with quality of life

Table 8 In the bivariable analysis 25 factors were entered independently to see the independent

effect of each on quality of life.Eight variables were found to be significant and 5 variables were

found to have p<0.25 which were candidate for multivariable analysis. The maximum variability

explained in the bivariable model was by 80 (%).
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Table 7: Bivariable analysis of factors associated with quality of life among PLWHA in
JUSH ART follow up clinic, Jimma town, 2014.

Model Unstandardized Standardized | Adjuste | Sig. 95.0% CI for
Coeff Coef d R2 B
B SE Beta L U

Socio
demography
age 011 .006 .097 .070* | -.001 | .023
Sex -.313 185 -.149 -1.697 .092* | -678 | .052
Religion 119 .060 105 1.978 .049 .001 237
Educational 146 .093 137 1.560 J121* | -.039 | .330
level
marital status -.234 121 -.169 -1.931 .056* | -.473 | .006
monthly 229 160 126 1.431 155* | -.088 | .545
income
Self care
physical 331 139 158 2.372 .019* | .056 .605
exercise
Dietary -512 148 -.227 -3.460 .001* | -.803 | -.220
Attended health | -.455 150 -.200 -3.032 .003* | -751 | -.159
education
Health seeking -.276 149 -.124 -1.850 .066 -571 | .018
Smoke -.327 179 -.122 -1.825 .069 -.681 | .026
Chew khat -.259 210 -.083 -1.234 218 -672 | 154
Drink alcohol -.386 192 -.135 -2.015 .045* | -764 | -.009
Social
relations
currently with | -.184 104 -.154 -1.760 .081* | -390 | .023
whom do you
live
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reminding the | .261 246 .094 1.060 291 -226 | .748

time of dose

Perceived -.499 231 -.188 -2.160 .033* | -.955 | -.042

stigma

Currently, 100 .087 101 1.141 .256 -073 | .273

dose refill?

Self care index -6.034 | 1.986 | -.201 -3.039 .003* | - -
9.947 | 2.121

Treatment

delivery info.

3-12 month -.276 149 -.124 -1.850 .046 -571 | .018

*P=<0.25

5.5. Multivariable linear regression

From the total predictor variables having p<0.25 in Bivariable analysis were candidates for
multivariable linear regression model through enter method and four variable were found to be a
significant predictor ; self care index, number of dose refill, duration in follow up 3-12 months ,
having co morbidity disease were found to potential predictor of quality of life from those
variable; self care index & duration of ART follow up had positive association in the outcome
variable where as; number of dose refill and duration of follow up 3-12 moths predicted the
outcome variable negatively.the strongest predictor in the model was number of dose refill the

least predictor was having co morbidity.

Overall, 129(36.75%) High exposed to self care had higher HRQoL scores than 222(63.25%)
low exposed to self care. five predictors of variables explained 69% of the variance in quality of
life. Those variables were;For a unit increase in perceived self care practice index, the quality of
life increased by an average of 0.33 at p=0.001(Cl=.135, .533).As number of ART dose refilling
increases quality of life decreased by0.65 at p=0.001(Cl=-1.012, -.283).As the number of co
morbid diseases increases the quality of life decreased by an average of 0.32 at p=0.006(Cl=-
545, -.092) .For one month increase in follow up duration ,quality of life increased by 0.33 at
p=0.04(Cl=.019,.636).
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Table 8: Multi variable factors that predict effect of self care on quality of life among
PLWHA in ART follow up clinic JUSH, Southwest Ethiopia, 2014.

Model B p-value 95.0% CI
refrrence(low self care)

A number of dose refill -.647 .001 -1.012 -.283
reference(single dose refill)

Having co morbidity -.319 .006 -.545 -.092
Reference(no comorbidi desease)

3-12 months 327 .037 019 .636

reference(>12 months)

N.B Adjusted R7=.069, Max VIF = 1.018



Chapter six: Discussion

According to EDHS, 2011, this study somewhat similar with, the age ranges from 18-67 those
age group between 26-35 lead with 49.3 % of the respondents and also, female the most exposed
and venarable for HIV/AIDS EDHS 2011 shows the percentage of adults age 15-49 in Ethiopia
who were infected with HIV. Among women age 15-49 HIV prevalence is 1.9 percent, and
among men age 15-49 and 15-59, HIV prevalence is higher for women than men in most age

groups. In female respondents were the greater parts with accounts 71.8%..(33)

significant effects remained that as high self care for the HRQOL increase as compared to those
low self care practice HRQOL is decreases; this finding agree with other research done,
HIV/AIDS self-management can improve adherence to care(11) more likely due to active adhere
to follow step by step can improve self care practice. These finding were consistent with; the self
care practices were modulated by close social network relationships with other PLWHA,
institutional service, family members and peers, who acted as sources of emotional, material and
financial. The study similar to responses revealed barriers to self-care(34), a need for social and
emotional support Uptake of nutritional supplements were the commonly used risk reduction and
healthy lifestyle practices respectively (35) ,this study all similar with adherence to self care

improves outcomes for patients with HIV infection (11).

Those riffle single dose has high QOI as a reference of those collect more than one dose, this
basically agree with study done in south Africa; the antiretroviral drugs has significantly
changed the perception of HIV/AIDS from a very fatal to a chronic and potentially manageable
disease, and the avail- ability and administration of antiretroviral therapy (ART) has significantly
reduced mortality and morbidity associated with HIV and (36), regimen tolerability, worse
patient adherence to care (17) The explanation may be a number of drug dose refill makes them
hate to collect based on the schedule that may be the resean having collect more than one dose
can affect HRQOL. This is consistent with the findings of (37) In this study, patients on a lower
pill regimen had better QoL. The explanation is probably related to fewer side effects, fewer
tablets to swallow, and a smaller container. This study confirms the findings that improvements
in overall evaluations of QoL occurred for patients on a single daily dose  again; This is
consistent with the fi ndings of Study in University of Gondar, Ethiopia find out on effect of
nutritional factors on adherence to antiretroviral therapy among HIV-infected adults,(38)
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adherence to antiretroviral treatment is defined as taking 95% or more of the prescribed doses on

time and in the correct way(17) ,

In the presence of co morbidity had less QoL with the reference of not having co morbid, this
similar with the study done in Sub-Saharan African, to assess HRQL they used the SF-36
instrument and found evidence that treatment duration, less co-morbidity, and better social
support improved physical functioning (39) This may be due to double drug collection and
severity additional problem of health condition. Our study Agree with the study done on
Tuberculosis and HIV co-infection its impact on quality of life done in Jimma, Ethiopia , TB/HIV
co-infected patients had a lower quality of life in all domains as compared to HIV infected
patients without active TB mean that in addition to HIV others diseases can affect the individual
self care practice that delivers to decrease HRQOL (40),

Those had in ART follow up duration less than 12 month less quality of life compared to more
than 12 months duration in ART followup; consistantily study done in vetinam As for the
duration of ART, there was a consistent finding that patients might experience HRQOL
reduction during the first year of treatment . Besides, the study have found significant higher
HRQOL among those patients who had taken ART for 2 years or more (16) . Similalr with Study
done in Austaralia,which found out ; longer duration of HIV were associated with an
improvement in HRQL (20) . This might be due to the negative impact of side effects during
early ART which was observed.means that as the duration of ART care follow up increase
HRQOL improvement seen in HRQOL.This may be; as the time of care adherence increase the
fear of dose collection, discosed of ART to the relatives, and other dilemma become decrease
and new life style, adaptation were created then their HRQOL increase as compared to those in
the first month initiation.study done in JUSH time of adherence (41)
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Chapter seven: Conclusions and Recommendations

7.1. Conclusions

This study identified that self care significantly limits quality of life in approximately half of the
PLWHA. Despite that, this study has revealed that PLWHA on ART follow up with low self care
status have a significantly lower quality of life as compared to their high exposed to self care
statuse of the participants .While these self-care practices may promote well-being, increases
HRQOL and access to ART care follow up there by prevent putting at risk of early AIDS-related
mortality. The use of scientifically proven of self care practice raises health of individual
HRQOL to treat HIV-related infections raises concerns about future development of microbial
Collectively, these self-care practices un dermine efforts to effectively abate the spread and
burden of HIV and reduce AIDS-related mortality.

7.2. Recommendations

® ART clinic for PLWHA on follow up program should focus on care strategies in the area of
mental and cognitive health, which directed towards individual on self care, by virtue of
complaints made by patients.

# Nursing interventions are crucial and thus must be further Integrated and sustained by
designing large scale strategy developments manpower with maximum proficiency.

® We recommend that clinicians caring for HIV infected persons should make an effort to
measure HRQoL as this would help identify persons in need of self care perception,
psychosocial support, thereby promoting holistic.

# Through education and participation in exercise, nutrition it is hoped that individuals with
HIV will have greater social support, reduced being low self care, and increased quality of
life.

# Police makers, JUSH and other stakeholders should scale up nursing interventions that
ultimately improve the health of PLWHA have the potential to reduce individual disability,
improve individual quality of life, and have an effect on the organization of care.
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7. 3.Limitations

This study had not explore the extent of social support (formal services as well as informal
support from friends and family) available for our PLWHA participants.

All of the questions forwarded to respondents require subjective responses that may result social
bias. This decreased by explaining to the respondents the purpose and objectives of

the study in details as it not have any risk on them due to their responses. A limitation that
Health-related quality of life data is to a large , to assess spiritual did not included in the tools
and other more important social factor in context of our countries and in addition more extent to

subjective response.
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Annexes
English, Oromifa and Amharic version interview questionnaires

JIMMA UNIVERSITY
COLLEGE OF PUBLIC HEALTH AND MEDICAL SCIENCES
DEPARTMENT OF NURSING

A questionnaire prepared to collect data on to asseess the Health Related Quality of Life and its
association with self care practice Among People Living with HIV /AIDS following ART Clinic
In Jimma University Specialized Hospital, South -West Ethiopia, 2014.
Dear Sir/madam;
My name is I am Master’s Degree students from Jimma University.
As part of my academic requirements, | am expected to conduct a research. A study to measure
the on quality of life among effect of self care on PLWHA. The information from this study will
facilitate clinicians to improve on the provision of care and policy makers in their planning
activities. Your participation in this study is voluntary and all the data provided will be treated as
confidential and anonymous. You have a right to withdraw from the study anytime. Therefore;
we politely request your cooperation to participate in this interview. But your input has great
value for the success of the objectives the research.

Did you agree? 1. Yes 2. No

Thank you for your cooperation!!!
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Consent Form

While putting my sign in this sheet, I am giving my consent to participate in the study titled *
effect of self care on health related quality of life among people living with HIV AIDS in Jimma
University specialized hospital ART clinic, south -west Ethiopia.

| have been informed that the purpose of this study is to assess effect of self care on health
related quality of life among people living with HIV AIDS following ART clinic in Jimma
university specialized hospital, south -west Ethiopia..

| have understood that participation in this study is entirely voluntarily. | have been told that my
answers to the questions will not be given to anyone else and no reports of this study ever
identify me in any way. | have also been informed that my participation or non-participation or
my refusal to answer questions will have no effect on me. | understood that participation in this
study does not involve risks.

Address of the principal investigator:

Name: Tamiru Tesfaye

Cell phone: 0911978446

E-mail: tamirutesfaye00@gmail.com

Start your interview. Date: Time started: Time finished:

Supervisor’s name signature

Part 1: socio-demographic information of respondents following ART clinic in JUSH
among PLWHA Jimma, Ethiopia, 2014.

Instruction: Please circle the number in front of the option you choose on the right side of the
table.

S.No Questions Choice of response

101  Your age in years

102  Gender 1=male
2=female

103  Ethnicity 1=0romo
2=Amhara
3=Tigre
4=Dawro

5=Other(Specify___ )

104  Your educational level 1=no education
2=pre-secondary
3=secondary
4=post secondary

105 Religion 1=orthodox
2=protestant
3=Muslim
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106

107

108

4=0thers-----
5=other(specify )

Marital status 1=never married
2= married
3=divorced

Your occupation 1=currently employed

2=currently not employed
Your monthly income(in Ethiopian birr) s

Part 11: Self-care related information of respondents in JUSH ART clinic among PLWHA
Jimma, Ethiopia, 2014.

Sno

201
202
203

204
205
206
207

Items Yes= No=
1 2

do you perform any physical exercise based on your health condition

Do you attended health education given from institution, peer group

Do you give care for your Dietary in good manner

Do you smoke cigarette

Do you drinks alcohol eg . Beer or local drinks
Do you chew khat

Dou you vests clinic for health seeking

Part I11: Community related factors of respondents following ART clinic in JUSH among
PLWHA Jimma, Ethiopia, 2014

301) Currently with whom do you live?
1. Family
2. Children
3. Alone
302) While you are taking drug who reminding the time of dose?
1. Self
2. Family
3. friend
303) Are you disclosed living with HIV Virus?
1. Yes
2. No
304) What do you think of the community towards you?
1. Friendly
2. Unfriendly
3. Discriminatory
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305)How do you Perceived HIV related stigma
1. high
2. low
306) Is there any negative consequence of lack of care and support among the
Community?
1. Yes
2. No
Part- 1V: Clinical markers factors of respondents following ART clinic in JUSH among
PLWHA Jimma, Ethiopia, 2014

S.No Questions Choice of response Remarks
401 CD4 count (when ART started) 1. >250
2. <250

402 CD4 count (Currently) 1. >250
2. <250
403 WHO stage when ART started 1=Stage |
2= Stage Il
3=Stage Il
4 =Stage IV

404 WHO stage currently 1=Stage |
2= Stage Il
3=Stage Il
4 =Stage IV

405 Have you had any Clinical symptoms for HIV 1=Yes
2=No

406 Have you had Co morbid Conditions? 1=Yes
2=No
407 If yes, for ques.209, which one of the following 1= Hypertensive
have you had? 2= Asthma
3= heart disease
4=TB
5= diabetes

Part V: Treatment delivery related factors information of respondents in JUSH ART
clinic among PLWHA Jimma, Ethiopia, 2014
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501) Currently, how much antiretroviral medications dose do you refill?

1) No antiretroviral
2) one antiretroviral
3) Two or more antiretroviral
502) . How long do you with the treatment in months?
1) 3-12
2) 12-24
3) >24
503) Are you Perceived ART side effects?
1) Yes
2) No
3) Idon’t know

504) Would you say taking ART worries me
1) Agree
2) Disagree
3) Not sure

505) Do you say | worry about long-term effects of ART
1) Agree
2) Disagree
3) Not sure

506) Do you say therapy disrupt my life?
1) Agree
2) Disagree
3) Not sure

507) Are you embarrassed taking ART
1) Agree
2) Disagree

Part-VI: RAND 36-Item Health Survey

Section — VI : General health perception and medical outcome status item(SF-36)

v The following questions ask about the GHP and the MOS (HRQoL) PLWHA; so respond
by circling among the given alternatives for each question.

S.No | Questions Response

601 | In general, would you say your health | 1. Excellent
is? 2. Very good
3. Good

4. Fair

5. Poor
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602 | Compared to one year ago, how would | 1. Much better now than a year ago
you rate your health in general now? 2. Somewhat better now than a year ago
3. About the same as one year ago
4. Somewhat worse now than one year ago
5. Much worse now than one year ago
Fs. | The following items are about activities you might do during a typical day. Does your
health now limit you in these activities? If so, how much?
Response
Questions g | g o é o
sEH s E ET
SEJSEJEEs
603 | Vigorous activities, such as running, lifting heavy | 1 2 3
objects, participating in strenuous sports.
604 | Moderate activities, such as moving a table, pushing a | 1 2 3
vacuum
cleaner, bowling, or playing golf?
605 | Lifting or carrying groceries. 1 2 3
606 | Climbing several flights of stairs. 1 2 3
607 | Climbing one flight of stairs. 1 2 3
608 | Bending, kneeling or stooping. 1 2 3
609 | Walking more than one mile. 1 2 3
610 | Walking several blocks. 1 2 3
611 | Walking one block. 1 2 3
612 | Bathing or dressing yourself. 1 2 3
Fa. During the past 4 weeks, have you had any of the following problems with your work
or other regular daily activities as a result of your physical health?
613 | Cut down the amount of time you spent on work or other | 1. Yes
activities? 2. No
614 | Accomplished less than you would like? 1. Yes
2. No
115 | Were limited in the kind of work or other activities 1. Yes
2. No
116 | Had difficulty performing the work or other activities (for | 1. Yes
example, it took extra time) 2. No
Fs. During the past 4 weeks, have you had any of the following problems with your work
or other regular daily activities as a result of any emotional problems (such as feeling
depressed or anxious)?
617 | Cut down the amount of time you spent on work or other | 1. Yes
activities? 2. No
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618 | Accomplished less than you would like 1. Yes
2. No
619 | Didn't do work or other activities as carefully as usual 1. Yes
2. No
620 | During the past 4 weeks, to what extent has your physical | 1. Not at all
health or emotional problems interfered with your normal | 2.  Slightly
social activities with family, friends, neighbors, or groups? | 3. Moderately
4. Quite a bit
5. Extremely
621 | How much bodily pain have you had during the past 4 | 1. Notatall
weeks? 2. Slightly
3. Moderately
4. Quite a bit
5. Extremely
622 | During the past 4 weeks, how much did pain interfere with | 1. Not at all
your normal work (including both work outside the home | 2.  Slightly
and housework)? 3. Moderately
4. Quite a bit
5. Extremely
Fs. | These questions are about how you feel and how things have been with you during the
past 4 weeks. For each question, please give the one answer that comes closest to the
way you have been feeling.
v How much of the time during the past 4weeks.
Response
g g |5 g 2g
_ e |5 ]lw|% e
Questions S > |3 E o = Z
=g8E>2|51=i5¢E
<E 25 <SS | hi<i 25
623 | Did you feel full of pep? 1 2 3 4 5 6
624 | Have you been a very nervous person? 1 2 3 4 6
625 | Have you felt so down in the dumps nothing | 1 3 4
could cheer you up?
626 | Have you felt calm and peaceful? 1 2 3 4 5 6
627 | Did you have a lot of energy? 1 2 3 4 5 6
628 | Have you felt downhearted and blue? 1 2 3 4 5 6
629 | Did you feel worn out? 1 2 3 4 |5 6
630 | Have you been a happy person? 1 2 3 4 5 6
631 | Did you feel tired? 1 2 3 4 5 6
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632 | During the past 4 weeks, how much of the | 1. All of the time
time has your physical health or emotional | 2. Most of the time
problems interfered with your social | 3. Some of the time
activities (like visiting friends, relatives, | 4. A little of the time
etc.)? 5. None of the time
Fe. How TRUE or FALSE is each of the following statements for you?
Items Definitely |Mostly Don't [Mostly Definitely
true True know |false |[false
633 | | seem to get sick a little easier
than other people
634 || am as healthy as anybody |
know
635 | | expect my health to get worse
636 | My health is excellent
Thank you!!!
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Oromifa version interview questionnaires

Yuniversitii Jimmatti Kollejjii Fayya Hawasaa Fi Saayinsii Meedikaala, Muummee
Nursii.

Guuca Eyyama Fi Gaafilee Afaanin Gaafatamanafaan Oromotiin

Eyyama Barrefama

Qoranno buu’a kunuunsa dhuunffa namoota dukkuba HIV/AIDS wajiin jiratan sadarkaa
fayyaa jireeyna isaani qoratuudha dha.

Obbo/Ayoo
Akkam jirtuu, Nagaa kessanii

Ani magaan koo Ani yuniversitii Jimmaatti digirii lammafaan barachaa jira.Akka
gaama barnootaa kennamutti, waggaa dhumaa ebbifamuuf qorannoo gaggeessun gaba.kanaafuu
mata dureen gorannoo kootii haala buu’a kunuunssa dhuunffa namoota dhukkuba HIV/AIDS
wajjiin  jiraatan sadarkaa fayyaa jireeyna isaani qorachuuf gafii dhiyate irrati
xiyyeeffata.Qoranoon kun HospitaalaUniversiiti Jimmaa iratti ademisifama.Sababii kaanaf
gaaffilee muuraasa Kan dhima kana illaalan siigafachuun barbaada.Bu‘aanqoraanoo kanas
tajaajila fayyaa namoota dhibee HIV/AIDS amma keenama jiruu foyyeesudhaaf ni fayyada.
Deebin isiin kennitan fedhii keessanin ala eenyumatuu hin himamu. Akkasumas magaan fi
eenyumaan keessan asirratti hinkatabamu. Hirmaannaan keessan fedhii irrati kan hunda‘eedha.
Yaadnii isiin keennitaan Kun tajaajila fayyaa hordoofii isin argatan irraati takkumaa isiinmiidhuu
hin danda’u waan ta’eesuu hin sodaatina. Yeroo barbaaddanis gaaffii fi deebii
kanadhaabu/dhissuu ni dandessu. Gaafii fi deebiin gorannoo Kun dagiigga 20 fudhachuu
danda‘a.

Nii hirmmata janee abdii gaba.lllalchii atti gabduus baay’issee nu fayyada.
Gaaffii si gafachuu eegaluu? 1. Eyyee 2.Lakki

Yoo eyyamamee gaaffii gaafachuu ni jalgabama.
Magaa gaaffii gafaataa mallaattoo guyyaa

Magqaa to‘aata mallattoo gUYYAQ--mmmmmmmmmmmmmn

46



Gabatee 1: Odeefannoo Hawaasumaafi Haala Ummataa Gaafii buu’a kunuunssa dhuunffa
namoota dhukkuba HIV/AIDS wajjiin jiraatan

Garee |

sadarkaa fayyaa jireeyna isaani qoratuu kilinika ART Hospitaala univarisiity jimmmaa Dhi’a-
kibba Ethiopiaa

Hajaaja deebi sirii ta’e ittimarii.

Gabatee 1: Odeefannoo Hawaasumaafi Haala Ummataa Gaafii buu’a kunuunssa dhuunffa
namoota dhukkuba HIV/AIDS wajjiin jiraatan

Lak. Gafiiwaan Deebii
101 Humurii kee meeqa?
102 Saala 1. dhiira
2. dhaala
103 Sabni kee maali? 1. oromo
2. amaaraa
3. tigree
4. dahooroo
5. kanbiiroo
104 Sadarkaa barumsa 1. Hin barannee
keetii meega 2. Sadarkaa tokkoffaa

3. Sadarkaa lammaffaa
4. Sadarka ( kolejii,digirii fi isa oli)
105 1. Ortoodokisii
Amantaa 2. pheenxee
3. Musiiliima
4. Kanbiroo yoojiraatee
106 1. hin Heerumte/kan infuune
Haala Heerumaa/fuudha 2. heerumne/fuudhe
3.kan hiktee/hikee
107 1.Hojeetan jira
Hojiin kee maali? 2. Hojeeta hinjiru

108 Galiin kee baatiin meegaa garsiin =~ ------m--m-—--

Garee Il Gabatee 2: Odeefanno gaffii Kununissa dhunfaa namoota dhibee HIV/AIDs wajjin
jirataan kilinika ART Hospitaala univarsiiti Jimma.

Lak.
201 | Hoojii gaama jabeesuu ni hoojjetta 3. eyyee
4. lakkii
202 | Bararnoota fayyaa ilaalchisee hospitaala,hiriyaa irra | 3. eyyee
kennamu nihoojeeta 4. lakkii
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203 | llaalcha adda nyaata keetiif niikeenitaa 3. eyyee
4. laakkii
204 | Sijaara ni xuuxa? 6. eyee
7. lakkii
205 | Dhugaatii nama macheesan nidhugdaa ? fkn biraa, | 6. eyyee
haragee... 7. lakkii
206 | Jiimaa nii gamaata ? 6. eyyee
7. lakki
207 | Yero siidhukkubuu manaa yaaylaa nidemitta ? 1.eyee
2.lakkii
Garee 11l : Rakkoo hawaasumman waligabatan namoota dhibee HIV/AIDs wajjin jirataan
kilinika AR T Hospitaala univarsiiti Jimma hordofaan.
301 | Yeroo hamma enyuun faana jiratta ? 1 .Maatii koo faana
2. ljoolee koo faana
8. Koophaa koo
302 | Yeroo goricha fudhaattu eynuu siyaadachisaa 1l.anuuma
2 . maatii koo
5. hiiriyaa koo
303 | Dhibee HIV/AIDS wajiin jiraachu kee namini 1) eyyee
biraa nibeeka ? 2) laakkii
304 | Haawasiin sii akkamiti ilaala 1) akka hiriiyaatii

2) akkairiiyaan allatti
3) naagoodu

305 | Dhibee HIV/AIDS wajjin jirachu keetiif 1) baayeedha

sibalaalefachuun hamaami taa’a? 2) xiiqoodha
306 | Midhaan hawasuummatiin gargarsa kunuunsa 1) Eyyee
argachuu gabduu siraa ga,e jiraa? 2) lakki
307 |yoo gaafii 306 ,eyyee taa’e rakoo akkamituu | 1.balaafii iyuumma
sirra ga’e 2.maanaa kiiraa keessa akkan ba’u
natasiise
Garee IV :

Lak. | rakoo dhukubbaan waligabataan namoota dhibee HIVV/AIDs wajjin jirataan Hospitaala
univarsiiti Jimma kilinika ART hordofaan.

401 | Yeroo ART jaligabduu CD4 kee meeqa ? 5. >250
6. <250
402 | yeroo hamma CD4 kee meeqa ? 6. >250
7. <250
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403 | Baayinni  virasii  yeroo ART jalgabduu | 5. >10,000 copies/ml
lakoofisaan meegaa ? 6. < 10,000 copies/ml
404 | Yeroo kaa bayiin virasii gamma kessa meega dha | 8. >10,000 copies/ml
? 9. >10,000 copies/ml
405 | Yero ART jalgabiduu sadarka WHO garee | 1) sadarkaa |
meqaa irra jirta ? 2) sadarkaa Il
3) sadarkaa IlI
4) sadarkaa IV
406 yeroo hamma sadarka WHO garee meqaa irra | 1) Eyyee
jirta? 2) lakki
407 | yeroo hamma malatoon dhibee kanaa sira jiraa? 1) Eeyyee
2) laakki
408 | Dhibee HIV/AIDS malee kana biraa jiraa ? 1) eyyee
2) lakkii
409 | Gaafi 408 deebiin kee eyyee yoota’e kamiituu | 1) Dhibee dhibbaa dhiggaa

sidhukkuba?

2) Dhibee asmii

3) Dhibee onnee

4) Dhibee sonbaa

5) Dhibee sukkara

6) Kanbiroo yoojiratee--------

Garee V: Gafii keenna gorichaan waligabaatan

501 | yeroo amma,Qorichaa ART meega fudhaatta? 1.Qoricha fudhacaa hinjiru
2.Qoricha ART tokko
3. Qoricha lamaa oli
502 | Baati meeqa taa’a egga qooricha ART |1) 3.0-12
jaalgaabdee? 2) 12.1-24
3) >24
503 | gorichii ART dhibbaa cinaa gabaa jetta? 1. eyyee
2. lakki
3. hinbeeku
504 | fuudhacuun gorichaa ART naa yaadessa jeetta ? 1. walii galla
2. walii hin gallu
3. siriitti hin hubaanne
505 | yeroo dheeraf fudhacuun yaaddoo rakkoo cinaa | 1) Walii galla

ART dhuufu fidaa jeette yaadda?

2) Walii hingallu
3) siriitti hin hubaanne
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506 | waa’ee qoriichii ART hangiina hubannoo akka | 1) walii galaa
ittii hojeetu gabaa jetta ? 2) walii hingallu
3) siriiti hin huubanne
507 | Qoriichi ART jireeynaa koo adaan kuuta jeette | 1.walii galla
yaadda? 2.walii hingalu
3.siiriiti hin huubanne
508 | Yeeroo hamma qoorichaa ART fuudhacuun | 1.walii galla

nagaanessa jetta ?

2.walii hingallu

Garee VI: gafii 36 goranoo fayyaa
Deebii sirii ta’etti marii

Gaafi guuca qooranno buu’a hordoofii fayaa ilaalu ilaalu dha.

Lak. | Gaafii Deebii
601 | Walii gallatii,fayyaan koo akkana | 6. Bayyee bayyee gaariidha
jeetta? 7. Baayee gariidha
8. Gariidha
9. Giduu galeessa
10. Yaraadha
602 | Yoo waagaa tokkoon  duraan | 6. Gariidha hamma wagaa tokoon duuraa
dorgomisiifitu fayaan kee ammaa | 7. Waa xigoo gariidhaWagaa tokoo asii
waluma galatti akkamii 8. Waali fakkata
9. waa badaadha wagga tokoo asii
10. Baayee baadaadh wagaa tooko asii
F2. | Gaffi kana gadii hoojii kee guuyya irratti fayaan kee hojii sidhorkeeraa
Deebii
aafii = o
: $328 E5g5
FEEREETEE
603 | Wojii yeroo fayaa rawataamu fkn. Fiiguu,waabaacuu | 1 2 3
hojii jabina gaama hojeechu.
604 | Hojii giduu galeessa fkn tesso kaasu,dhiibuu k.k.f 1 2 3
605 | Suukii dhaquu , nyaata hojechuu 1 2 3
606 | kaabaa waltajii tookko baa’u daandeessa 1 2 3
607 | Kaabaa tookko baa,ufi bu.u 1 2 3
608 | Gadijeechuu,jillbenfachuu,dhaabbachuu 1 2 3
609 | Millan kilo metira tokkofi cinaa demmitta 1 2 3
610 | Kaabaa bayee deemu dandessaa 1 2 3
611 | Blokii tokko deemitta 1 2 3
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612 | Dhagiinna dhigaacuuf,hucuu uffacuu 1 2 3
Fs. | Torbaan 4 darbban rakoowaan kunii hojiikeerati ykn hoojii yeroo hundaa sabaaba
faayaa qaama keetiitin ga’e jiraa.
613 | Yeeroo hoojii koorra fi hoojii birraa irra naakuteera 3. eyyee
4. lakii
614 | Haamman hojeechuu gaabuu gaadii nataasisee jira 3. eyyee
4. lakkii
615 | Hoojii kootiif sochii gaamaa irrattii na dhorkeera 3. eyyee
4. lakki
616 | Hoojii hulfaata hojeechu ykn sochiibiraa fkn. Hummina | 3. eyyee
danuu waanfudhatan 4. lakkii
Fs. | Torbaan 4  darbaan  rakoowan kaan gabiidda miraa = samuun
waliigabaatan(gadda,draaramuu,haarii)
617 | Yeroo Woojjii irratti dabarsiitu fi soochii irra sikutuu 1. eyyee
2.lakki
618 | Amma dandeesuu gadii wojeetta 1) eyyee
2) lakkii
619 | Akka durratti hoojii koo siriitti hinraawadhu 1) eyyee
2) lakkii
620 1) huumaa iyyuu
Torbban 4 darbaan rawwii hoojii keeti hammile 2) Xxiqoo
waligaabtee maatii, hirriyaa,oolla ,garee wajiin 3) gidduu galeess
4) baayee xiqoo
5) baayee guudda
621 | Qaamma kee haammamii sidhuukuba baatiiwaan torbban | 1.huumaa iyyuu
4 darbban 2. Xigoo
3.gidduu galeess
4.baayee xiqoo
5.baayee guuddaa
622 | Torbban 4 darbban hammamam hoojiikee yeeroo | 1.huumaa iyyuu
maraa(hojii maannaafi hojii allaa siidhoorke) 2. Xigoo
3.gidduu galeess
4.baayee xiqoo
5.baayee guuddaa
Fs. Gaafiiwan kaana guuti toorbaan 4 darbaan waantoon hunidii siifaana akkami

filaannoo
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o o
s X | g =
Gaafiiwan S o £ =g
sEefg2/ 82|58
2088|212 | =2E
623 | Daadhabiin sammuu gaabdaa 1 2 3 4 5 6
624 | Naamaa baayee aruu dha? 1 2 3 4 5 6
625 | Baayee hin gammaduu waanti sigaaddisiisu | 1 2 3 4
jiraa?
626 | Caalisuuf nageeyn sittii dhagaa’amaa? 1 2 3 4 5 6
627 | Huuminaa baayee gaabiddaa ? 1 2 3 4 5 6
628 | Gaadii baayee sitti dhaaga’maa ? 1 2 3 4 5 6
629 | Waan midhaamitte sitti fakaataa ? 1 2 3 4 5 6
630 | Namaa gammadaadhaa? 1 2 3 4 5 6
631 | Daadhabiinsii siiti dhaaga’ama ? 1 2 3 4 5 6
632 | Torbaan 4 darbbab fayaan qaamaafii [ 6. yeeroo huunda
sammuu kee hariiroo sidhoowaan fkn | 7. yeroo took tookoo
(hiriiyaa firraa gaafachuu k.k.f.) 8. yeroo baayee
9. Yeeroo xigoo
10. Yeroo kaamiyuu
F11. | Hangaam dhugaa ykn sobaa gaaffiwaan asiigadii siif ?
Gaafiiwaan Siriiti Bayeen  |hiinbeek/BaayeenSiitii sooba
dhuugaad |issadhuuga|uu issaa
ha adha sobaa
633 | Warraa kaan yoon ilaalu ana
salphaa naadhukuuba
634 | Akkumaa warra kaanii
fayuumma natii dhaga’amma
635 | Dhiibeenii koo bayyee ciimeera
636 | Fayaani koo baayee siiriidhaa

Gallatoomaa !!!

Amharic version interview questionnaires
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N QLNCAL PUNLTAN MSS Vag°s ARTOT hAE:

PICh T9PVCT NS

0297 2Y0NCAT AmPAL 28.44 PATHA O 04- bT A 0. b0 Uh9°G hGA FhalPTF AdATFa.
NLLLCT TR (191941 PULOITFAL Peat AL NANTAL RCHF aoMmPdP PR
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mS SOTAT I

Ny LOAN PooMU-T h B9 QUNCAA: 1CAN T T9°VCT SN 10 O 84-
AT A2 0. k&0 UhT he&A FholPT ACATFAQ (T.LECHT TIPE 75T ULOFTFA TiT AL
QANF@. RCFT TGT (991247 AL P71 AT ACOP OHU- TG A78AT4 0Imes
NF3AL ARNCT 10 19747 01°1LCT® (LY TS FAd4 AT hCh®P NHY (O 84- AT
Ae T ALO AT TA AGA A ALLCT FMPT ACATFR N9LLLCH T1oE N719%T
PULOFFD. Tt PAOMLP ALCANFAU:L% TG T A FMPF AGOTF@ NT.0LCHF T9%
N9LF4 4 QURDIFa. PLAVa0-2TT PULAMM. T VRS A “TAGA hevHs AT P91.02C7 '1a.::

APA aomle A18.A T4 NIMLP: PAceMLE PULLLE®. (L1 20 L¢P AVP7: PACHEL NI°9°
1 aLéh Noom@d @NT aQhb 19 AT U9° POCAL 2179 1 fwart 9PAT
POCNEL Ao N9°79° U3 hQIAAY°: HY TGT A%1ATE AT PACNPT ovh
SLLAT NIMBP LA ANISETE AT APLE WA hovEanlf@9° U1 P
aMmE4¢7 hfaod. 1A Navhin TILLT LA

NTGE AT LPLEIPT, AP i PN ooMP T LEI°S

ALLAU-9°: haoN7i1@. Pdav-::

¢ meem. N9° &G
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%A h28:- (N ACN2 oomed

Y 03T CHHLHGFT PLEDT AHPIFoPT T NaomPd aodO-7 h-FHLHSGT @01 fan-
oL NAst+ NFm- AL Lav-p-t::

gPet £PC Pl No° PAPNN ), NI
hea 1:
101 06873
102 2 3. @38
4. At
103 6. nCpE
7. ho1¢-
N%C 8. 196
9. 80.C
10.  AA DA
104 ORIUCT Ui 1. NG [+ NtTILT 2. W85 2% 3.

UOHE LF 4. 008 /T

105 727157 1. KRR 2. TEEOFTE 3. avAA9® 4. (A
£1:6

106 4G U 1. 10/F 2. ea/F 3. 43/ T

107 Né- 1.A204-U- 100

2. K8OCU- WRLAT°

108  foC M. 0NC e

hea 2

A my Winflnh, ¢toevant Ted
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+. &7 TeE go(Cem,
201 eN@-1 T RrENF 0 TOhé-aV /a0 7. hP

8. ALLAI®
202 emy TICUCT WL A Fhdday/ La?

2.ALLAT°
203 ARG N AL Fied-T LAMA? 7. AP

8. ALLAI®
204 0ND¢- Lanine? LAP

2. AL LAT®
205 eavmP 0 AANT? La®

2. heL.A9°
206 vt SP70? 9. A9

10. hLL.09°
207 emy A 24102 1. h®

2. ALLAT®

h&a 3: e7wnsaN +ng TP

301 | QAUT A% PGS/ 4@. 0Ty OC 107 ? 1.h WALE ¢
2. h&ZE OC
11. NFY

302 | avCULt PaP @G LHYUT? 700 @0/ (Y 777 10?7 1. &
2. O
3. 2L%

303 AT APT DAL IC WILIPHTCS PO P? 3) A?
4) heAA9°

304 | WNLAN ARTH/T PAD- Aavahrt 9P LaPAAN? 4) 140
5) T4 ALLAI°
6) aPPE 10+

305 | hagdd- 2C 0ov§cofa eLLaNv/t aP1ad 97 L.aPAAAN? 3) hetd
4) HPt+G

306 | hmwncan &2 AThNa0 QA9TTHY LLLANY/G 3) h?
9t AN? 4) hLLAI®

307 | ATPE &7C 306 AP AD NUP1E PG D ALY T8 TE | 1. heHS ZuN
2. hefu-0t (Lt aralc
3. ALE 0L 185 OTFPA

NG 4 hvaod® IC OHLPH TOTPT 0L OhTall, oot A%Lmeao- | E/R/0/IP 0L
T Al N, oot oo®0EBG A AGA AT A% 1 1840 IC A%154 vav-a9; B0y
LA 9°%-AN ATEEP 2014

0l OhTali, aopf RPCommmememmeme

+ TEEPT PaoNOFFar- AhS et
7°Cm,
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401 P02 OWThaLN, oo (Lo 1. >250

1 PL9° VPN ¢ TC
2. <250

402 0L ATl M. P19 PLI° vPh TC 1. >250
N AU'T 9°Caod~[",
2. <250

403 P24 oomT  POL  OhTALH. 1.>10,000 AW
ao @'+ (Lo /ml

2.<10,000 NH+
/ml

404 POLLO aoMF N AUt 9°Tavd-/IN, 1.>10,000 N+
s/ml

2.<10,000 NW.+
/ml

405 WHO £.% P04 OhThLil oot 2.8 |
N.CaoC 2=02L% 11

3= LE I

4= LLE IV

-
1

406 WHO £.4& I AUt 9°Covd- /N, 1= LLE |
2= 248 11
3= LB 1
4= LLEAIV

407 ¢ hThLO Vaod° °ANPTT TCV/IT 1= AP
L@ FN?
2= AL M-PI°

n&A 5

0899 LACAT PATHA PA4 b ARG, aLUY T VNIPG AANT AG (9PMPI° AL P TIAIPT PATF@- avl 8
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501

502

503

504

505

506

507

508

NAUT ORT 9°7 PUA PA4 AT hON. avLUL T
LONA4(;

a1k aomdg® nEorCh/t 9°7 Phi @C
SR (aVAVAOTA

PAL b1 AQNL a0V R Lo 7700 T
0¢;

P2l AT RN, v U T Nav@-aLy /1 9°n1 9T
P99.0060, 7P 0 T1C A

P2l T ARO. PLVLPT 04890 1H, P78
ot PO IPTA NAV/T F00AY/FOLLAT;

P2l AT W0 VLT N E AT A8 T
A7L9.04 NHI° hAd.PI°

Pal kT heN. UhPSa. VePEY/rERT
LLANPA;

P2l kT ALO. ULt (r@ny/i
LavZ(101/9994.C. 98T LOTT70/ L0710 ;

1. 9°79° AdOOLI°

1. 3-12

1. A?

LAL ANT1TIAU-

LAL ANT1TIAU-

1. AP A0

LAL A0T17U-

LAL A0T17U-

2878 P24 AT 3.U-0F AT hH NAL

AL oLVt

2. 12.1-24

2. P09

2.A00T7T°

2.A007779°

2.A007779°

2.A0N77779°

2.A0N77779°

3. h24 oc nAL

3. hA@.pg°

3.ACIMG ARLAUIP

3.ACIMG AR LAU-I®

3.ACIMG AR LAU-I®

3.ACIMG ARLAU-IP

3.ACIMG ARLAUIP

h&A 6:mPA4 Fms AdML AS PURI™S B 047 HCHETF(A0 55 36)

PrLntAt PERPT bt A8, 0L (RTPFQ. PAVFAT OPT mPAd fm S Ad 2 AS PURIPS @mt?

vsF PPIMELE STA. QAPHP AAP524 TES I°CBPFS ehill:

T.¢

TP T

goCen,P

601

NAMPAL OA MS V33V 9°7 TAAU?

11.22< (N9° P4
12. AMg° 74

13. 74

14. aomi§

15. HP+G

602

NAMPAL NAZL Aot (4t R1INCAT .S
U3 DAt OC O F196C@. 97 LaPOAN?

1. hOAL@. Aaet A .

2. Noom'’r hOAL@. havt SHAN 1.
3. hOAL@. havt DG +ardqg, .
4. hapada@. havt ean 1o
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F2. | P9ttt POEPT CATET PANT FAAT A1PAPOT PTLMEE GF@:: MGV vBd AIHUY
PATT? CANT TAAT A1PASOYT 29018 (¢ SF@? Pt (9°7PVA om'7?

IoCen),
TORPT £ 4
&g ¢ 2] T
NS g o~
8 S € .
REEY  gi f¢
603 | hO& ATPAPALTT APAN ¢BINNE APPTT TAtimTne | 1 2 3
A7 G AL avdte::
604 | °hhAG ATPOPALTT APAN ME&HT TTrPAPaE hha | q 2 3
TnC P r
605 | APPTT TAt @LII° avhye 1 2 3
606 | @L AL NI LCHFY av.mt 1 2 3
607 | @& AL A8 LCETT vt 1 2 3
608 | @tMMEINTANT T&E NLCA +7k ThAG Ad07 719G T 1 2 3
609 | AL 7124 NAL 9P DH 1 2 3
610 | N V1927 av@.nt 1 2 3
611 | A7& V9P av@.Mf 1 2 3
612 | 00V a°Fm(G aPhNN 1 2 3

Fs. OA$<t hét At AT (ANAR M7V PR iy Ot nFHHSE et 0acy AL
0L (\toT CANT ThAT R1POPAY AL thata. 10C?

613 | 00 AL P°FANLA@T LH APCMTA? 5. A®7
6. ALLAI®
614 | aoagot NI HLATD. T ALCV INC? 1. AP7
2. ALLAI®
115 | A&U7 @LI° CANT ThAT Ri1POPOYT P70V 10C 1. h®7Y
2. ALLAY®
116 | 0GV7T ORI PhNT +hAT A1PALAVT TIC 1PV I0C(OH LH | 1. AP
LONLAY 1NC) 2. AhRLAP®

Fa. AA$<t At A9t AT A9BFR m7rtY et Wy O3t ntHHSE Tt 00y AL
OR.9° NN PANT FAdT A1POFPAY AL Hhata. 10C?

617 | (Né- AR PI°FANLAT LH APCMTN? 1. A%
2. hRLAP
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618 | avht MIPHEAI NFF ALCHIV 10C? 1. h®7
2. hRLAP
619 | &UT @R PANT TANT Ar1PAPOUT AL FALA. (FFhhd | 1. 497
aT0e9° 1NC 2. hRLAI®
620 | A% Ac-t AP @O ANAR A% 3R M7tV NOLAFANTVE | 1, 97990 ARLPCI®
NOLETVINLOATY 2C NFWNER ATD-APAY AL PANTAY | 2. (FHE LLTEA
To? 3. oPhhAT L4 TEA
4. Naom'r L4140
5. M9 24.7éA
621 | How much bodily pain have you had during the past 4 | 1) 7°7%° A4 TCP°
weeks? 2) (70 BETEAN
3) aPhhAT LA TEA
0A%F 4 AP @.AT 9°7 Phd LAQ T Yarge +AIPEPIA? 4) (eem'r LA TEAN
5) QN9 LLTEA
622 | 044t 4 a9t @OT PUord® QTP (9047 ATt OG0T | 1. 9790 AL TCI°
@ P Nt QAT 06-PT) AL TIC LETEN ? 2. (VF RETEAN
3. @PhAT 24T
4. oM’ LE.TE0
5. 0Mg° 241eA
Fo. | C7LEOT T02PT RCAP NS 4 AT OAT 97 A% ATRAPT § TICT W%t W1Li04 PTLIAR.
TR :ARE TR TS TEE ACOL L1007 AT PILIAMT aPAN LI°Lme::
V' Q¢ 4 AP @ 7 Phi L
fooA oCRPT
TOEPT i e,
= <] S
= = 2 | = &
o~ o o~ o~ ~
o= d KE ~ = 13\
o~ K= = < &
< = = 8 & <
S = g E | & e
623 | fott AT FARPT PaLPA? 1 2 3 4 |5 |s6
624 | NN Nheks A 104 ? 1 2 3 4 5 6
625 | PHPFITE 0%t § QU7 ACIN@IL PULNNL (9% F | 2 3 4 5 6
TAPOFPE POPN?
626 | AA9PS 240 09t HAIOFPT POPA? 1 2 3 4 5 6
627 |t VLA 1NLPH? 1 2 3 4 5 6
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628 | oohdet § 0NCT M9 THOAPFPT PDPA? 1 2 3 4 5 6
629 | hPP9° @ PaoPy A%t LATITA? 1 2 3 4 5 6
630 | ?9°rLAF AaL inch/a? 1 2 3 4 5 6
631 | 2&h9° A%t LATIYA? 1 2 3 4 5 6
632 | 0A¢-+ 4 aiFt @OT (kAR OLP Q1| 11. paLh
ARTPOC PG TACT PPRET N9TNER | 12, rugms 1
Hov: © OHF T90t) 9°7 PhA FIC 4TC | 14 1mgo 27 1
faO.30? 15. 9°39° AhA KALLTCI
Fe. PrLtAF TEEPT AACAL 9P PR YT 0L VAT GF@?
P ep DT thha A7 LHRAQPP (OHAT  |(1+hhd
jXOREN At L1 Ot Uat
633 | hatet aPT A (T f90 avge
AN~
634 }\%}S’.”‘Iﬂ)«ﬁ’;f:m Mg APTF ki Mg
b
635 | PmSP vz APON LAPANTA
636 | mS% nM 74 10
AP(191GAU- |
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