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Abstract

Background: Schizophrenia is one of the most severe, chronic and disabling mental disorder
found globally. The chronic nature of the illnesses significantly interferes with functioning in
domains like physical, psychological, social and economic at last results in poor quality of life.
Objectives: To assess quality of life and associated factors of patients with schizophrenia
attending follow up treatment at Jimma University Medical Center psychiatric clinic, Jimma,
South West, Ethiopia, 2018.

Methods: A hospital based cross sectional study design was employed. Data was collected by
interviewer administered pre-tested semi structured questionnaire from 352study participants
who were selected by systematic random sampling technique. Quality of life was assessed by
using the world health organization quality of life assessment brief version and severity of
symptoms (psychopathology) and medication adherence was assessed by positive and negative
syndrome scale and Morisky medication adherence scale respectively. Data entry and analysis
was done using Epi data version 3.1 and SPSS 20 statistical software. Different assumptions of
linear regression model were checked. Linear regression analysis was performed to determine
an association between independent and dependent variables.

Result: A total of 351 patients with schizophrenia were participated in this study with 99.7 % of
response rate. The mean (£ SD) age of the participant was 33.57 £+ 7.96 years, and ranges from
18 to 54.The mean (x SD) score of the WHOQOL-BREF scale in this study was 74.34 + 15.83.
Patients with schizophrenia had lowest mean score on the social relationship domain of
WHOQOL-BREF scale. Income (5: 5.81, 95% CI: 3.45-8.18) was found to be positively
associated with QOL. On contrary positive symptoms (f: -0.33, 95% CI: -0.49-(-0.17)), negative
symptoms (f: -0.26, 95% CI: -0.45-(-0.06)), general psychopathologies (f: -0.22, 95% CI: -0.32-
(-0.12)), comorbid physical illness (5: -4.69, 95% 95% CI: -8.50-(-0.88)), ever use of tobacco (5:
-3.95, 95% ClI; -5.34-(-0.95)), ever use of Khat (5: -3.95, 95% CI; -6.02-(-1.88)) and medication
non-adherent(f: -5.81, 95% ClI: -8.24-(-3.41))were found to be negatively associated with QOL.
Conclusion and recommendation: The domain of social relationship was the lowest domain of
quality of life for patients with schizophrenia. Therefore, in schizophrenic patients, priority
interventions to improve the social deficits are important.

Key words: Quality of life, schizophrenia, WHOQOL-BREF, Jimma, Ethiopia
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Chapter 1: Introduction

1.1 Background

Schizophrenia is a severe and chronic mental disorder characterized by a group of symptoms that
include distortions of thinking and perception, cognition and psychomotor abnormalities
avolition and apathy as well as emotional and communication and emotional difficulties(1).
These symptoms are categorized by positive symptoms (an excess or distortion of normal
functions like hallucinations, delusions, abnormal thinking) or negative symptoms (diminution or
loss of normal functions blunted affect, poverty of speech, Anhedonia and asociality), together

with a significant decline in cognition and psychosocial functioning(2).

The lifetime prevalence of schizophrenia has generally been estimated approximately 1%
worldwide and it is about the same in men and women(3).The two genders differ, however, in
the onset and course of illness. Onset is earlier in men than in women. The peak ages of onset are
10 to 25 years for men and 25 to 35 years for women(4).

In treating and managing Schizophrenia, clinicians often focus on treating psychotic symptoms
and ignore factors that are directly related to quality of life and prognosis of disease even though
evaluation of patient’s quality of life can help a lot in improving quality of care in patients with
schizophrenia(6).The course of schizophrenia appears to be favorable in about 20% of those
patients with schizophrenia, and a small number of individuals are reported to recover
completely(7). Thus, there was a shift in concept of treatment with more emphasis on the aspect

of patient’s perspective one which a more important was quality of life(8).

Quality of life (QoL) in individuals with schizophrenia has been measured from both subjective
and objective points of view. Subjective measures of QOL include general indicators of life
satisfaction and a number of life domains such as satisfaction with work, family, social relations,
finances, and housing situations. On the other hand, the objective measures of QOL usually
include indicators of external life conditions, socio-demographic items, and a functioning role in
society(9). However, the World Health Organization (WHO) focused on subjective aspect and
defines quality of life as 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(10).



As quality of life was considered as a measure of clinical outcome that prioritizes client
assessment itself and the effects of a disease, a life change or a treatment has on their daily life
and their level of satisfaction and well-being, their evaluation allows obtain a safe parameter for
implementing clinical interventions that may have more positive impact on the lives of these
people. Thus, the measurement of quality of life through the perception of the patient has been

recommended(11).



1.2 Statement of the problem

Schizophrenia is one of the most severe, chronic and disabling mental disorders found anywhere
in the world(4). It affects general health, functioning, autonomy, subjective wellbeing, and life
satisfaction of those who suffer from it by altering individuals’ perception of reality, often
making them think and act in ways that are strange or abnormal by socially approved
standards(12).

Globally, As estimated by the World Health Organization (WHO), about 24 million people
suffer from schizophrenia(13).Also, it was ranked as one of the top ten illnesses contributing to
the global burden of disease(3), accounting for 1.1% of the total disability-adjusted life years
(DALY’s) and 2.8% of years lost due to disability (YLD’s). Furthermore, it was listed as the
fifth leading cause of loss of DALYSs in patients with 15-44 years(14).

In developing countries around 90% of people with schizophrenia remain untreated. However,

the outcome of schizophrenia appears to be better in low and middle income countries(15).

In Ethiopia, mental illness is the leading non-communicable disorder in terms of burden. Indeed,
in a predominantly rural area of Ethiopia, mental illness comprised 11% of the total burden of
disease, with schizophrenia and depression included in the top ten most burdensome conditions,
out-ranking HIV/AIDS (16).

As schizophrenia affects many areas of functioning, people with illness often lead an isolated
and a marginalized existence in poor housing, with a low income, little education and poor
vocational and social skills(12). Most individuals are employed at a lower level than their
parents, and most, particularly men, do not marry or have limited social contacts outside of their
family(7).Patients with schizophrenia are also prone to stigma, which leads to discrimination and
thus affects their life opportunities, such as health care services, housing, education, employment

and social relationships and all these leads to poor quality of life(17).

In schizophrenia, QoL may represent the functional effect itself and its treatment as perceived by
the patient(18). The psychopathology has substantial impact on QoL, well-being and social and
occupational function(19) and thus creates a considerable socio-economic burden(20). In

schizophrenia, QoL is associated with emotional distress(21), depressive and negative



symptoms(22), low self-esteem and self-efficacy, as well as, lack of emotional and social
support(21). Financial problem is associated with low QoL (18). In addition diseases duration and

psychopathology severity are related with low QoL(23).

There is a little information available regarding quality of life of patients with schizophrenia in
Ethiopia and there were a single study in our country which was limited to address factors like
severity of illness and psychopathology of the schizophrenia. Thus, this study is aimed to assess
the quality of life and associated factors of schizophrenia patient attending follow up treatment at

Jimma University Medical Center (JUMC) psychiatric department.



Chapter 2: Literature review

2.1 Quality of life of patients with schizophrenia

Compared to the general population, a study from China found that patients with schizophrenia
who were treated in primary care had lower level of QOL(24). According to one cross-sectional
comparative study done in Pakistan among fifty consecutive patients with schizophrenia showed
that patients with schizophrenia had significantly poorer quality of life when compared with
healthy subjects(25)and also they have worse than that of other physically ill patients(26).

One cross sectional study conducted in Bangladesh among 83 patients with schizophrenia using
convenient sampling and WHOQOL-BREF tool find out that most of the participants lead poor
to moderate quality of life in four domains of the WHOQOL-BREF scale. Furthermore, this

study indicated that, quality of life was poor on psychological domain(27).

A descriptive cross-sectional study done in Jordanian patients with schizophrenia showed that
environmental health domain was the lowest among Jordanian patients with schizophrenia and
the highest domain of QOL was the social relationship domain, and the highest source of social

support was perceived from significant others(28).

According to one cross sectional study done in Southern Nigeria on the assessment of quality of
life of patients with schizophrenia, it was described as the patients with schizophrenia were

enjoying low quality of life(29).
2.2 Factors affecting quality of life of patients with schizophrenia

The quality of life in patients with schizophrenia can be affected by various factors including:
socio-demographic, clinical, economic or social factors(30).Thus, the relationship between the
quality of life of patients with schizophrenia and socio-demographic,clinical, environmental and

treatment factors have been explored in many cross-sectional studies.

2.2.1 Socio-demographic factors and quality of life of patients with schizophrenia

A study done in Latin America on religion involvement and quality of life in patients with
schizophrenia found that there was significant positive associations between religion and QoL,



but being a woman, older patient, having low educational level were associated with low QoL
level(31).

A study done in Spain among patients with schizophrenia found that young people, women,

married persons, and those with a low level of education report a better quality of life(26).

As a study conducted in Bangladesh, there was significant association between age and social
relationship domain; marital status and physical health domain; educational level and physical
health domain and environmental health domain, but, no association found between gender and
other variables(27).

A study done in Poland in a group of 115 patients with schizophrenia from community mental
health service centers found lower quality of life in the subgroups of: men, subjects who were
divorced or widowed, living with parents, with worse living conditions and worse financial
situation, financially dependent(32).Thus, higher income and better financial situation were also

proved as significant determinants of better quality of life(33).

Also a study from Jordan reveals that QOL of patients with schizophrenia was correlated
positively with social support, patients' educational and income level, and employment(28). But,
one study done in Sweden showed that the socio-demographic indicators has a weak influence on
the patient’s self-assessed quality of life(34).

Professional activity is another important factor that has an influence on the quality of life of
patients with schizophrenia. The majority of research showed that patients who were employed
declared better quality of life; mainly in general perception of health status and in physical
health, psychological health and social relationships domains of WHOQOL-BREF(35).

One study done in India among patients with schizophrenia found that Social relationship
domain of QOL was significantly negatively correlated with occupation with employed patients
reporting better QOL in this domain. There were significant positive correlation of total monthly

income with social relationship domain and total QOL(36).

A study done in south India, also described as age and professionals can affect the QOL of
patients with schizophrenia. According to this study, QOL of patient improves with age,

especially in the physical domain and it was significantly poor in professionals, in the

6



environmental domain of QOL scale. Although professionals have poor QOL in the

psychological domain, it is not statistically significant(37).

One study done in 159 Saudi Arabian people with schizophrenia on factors affecting their quality
of life found that religion helps people with schizophrenia to cope with and manage their mental
illness, which improves their QoL, but the shame of having a mental illness negatively affects
the social engagement of people with schizophrenia, limiting their participation in leisure and

work activities and therefore diminishing their QoL (38).

According to one study done in Nigerian to examine the relationship between socio-demographic
characteristics and subjective QoL among 99 outpatients with schizophrenia using the
WHOQOL questionnaire, poor subjective QOL was associated with unemployment and poor

social support(39).

As an institution based cross-sectional study done at Amanuel Mental Specialized Hospital
among 422 patients with schizophrenia in 2017 on quality of life and associated factors, it was
described as educational status (unable to read and write) and occupation (working in Non-
Governmental Organization) is factor that is significantly associated with poor quality of
life(40).

2.2.2Clinical factors and quality of life of patients with schizophrenia

Several studies have evaluated the associations between quality of life and clinical factors among
individuals with schizophrenia. Studies on the impacts of clinical variables have shown that

psychiatric symptoms have effects on overall QoL and daily living activities.
2.2.2.1 Psychopathology and quality of life of patients with schizophrenia

One meta-analysis done on psychiatric symptoms and quality of life of patients with
schizophrenia found that positive and negative symptoms were more strongly related to poor
QOL among studies of schizophrenia outpatients, whereas general psychopathology showed a

consistent negative relationship with QOL across all study samples and treatment settings(41).

As a study done in Jordan, QOL of patients with schizophrenia was correlated negatively with
severity of psychiatric symptoms, duration of untreated illness, and duration of treatment.



Furthermore, it was described as severity of affective symptoms was the highest, and severity of
positive symptoms was the lowest.(28). Thus, the longer the length of the illness is associated

with the worse the quality of life of patients with schizophrenia(26).

A cross sectional study done in India among 50 consecutive patients with schizophrenia
outpatients on correlation of quality of life with illness severity and psychopathology found that
quality of life is negatively correlated with negative symptoms and general psychopathology;
but, there is no correlation observed between positive symptoms and overall quality of life.
Furthermore, the perceived health domain had shown negative correlation with positive
symptoms and illness severity. And also severity of illness is found to be negatively correlated

with overall quality of life, perceived health and quality of life in environmental domain(6).

Another study done in India among patients with schizophrenia also showed that there were no
statistically significant correlation between QOL parameters and clinical characteristics in
patients with schizophrenia. Scores on positive subscale and total PANSS were significantly
negatively correlated with physical, Psychological, social relationship domains and total QOL.
Negative subscale had significant negative correlation with physical and psychological domains
and total QOL. General psychopathology subscale had significant negative correlation with all
subscales of QOL(36).

One study conducted in Thailand among eighty patients with schizophrenia on the predictors of
quality of life found that, the Positive and Negative Syndrome Scale total score, positive
symptoms, negative symptoms, disorganized thought, and anxiety/depression had showed a
significant correlation with the overall quality of life and most of the four domain scores.
According to this study the negative symptoms are found to be the main factors predicting a
decrease in the four domains of quality of life — physical health, psychological, social

relationships, and environment(42).

A one year randomized clinical trial (RCT) study done in United Kingdom (UK) among 363
patients with schizophrenia has indicated as improved adherence to medication leads to
improved QOL(43).

As a study done in Nigeria among 313 patients with schizophrenia attending outpatient

treatments, 40.3% of the respondents were medication non-adherent and respondents with poor

8



medication adherence had lower scores on all domains of the WHOQOL-BREF and on the facets
of Overall QOL and General Health compared with medication-adherent subjects(44). Also,
another study done in Nigeria found that there is significant negative correlations between the
overall, health satisfaction, physical and psychological domains of quality of life and medication
adherence: i.e. participants with poorer medication adherence were more likely to have poorer
mean scores on the overall QOL, health satisfaction, physical and psychological domains of the
WHOQOL(45).A study from Nigeria also have found as poor quality of life was reported to be
associated with another illness- related factors such as co morbid medical problems(46).

According one study done at Amanuel Mental Specialized Hospital among 422 patients with
schizophrenia in 2017 on quality of life and associated factors, it was described as having
depression and sexual dysfunction are factors significantly associated with poor quality of
life(40).

2.2.2.2 Substance use and quality of life of patients with schizophrenia

Another clinical factor that affects the quality of life of patients with schizophrenia is substance
use status. According to one study conducted in Turkey among patients dually diagnosed with
schizophrenia and substance use disorders, and in non-substance-using male schizophrenia
outpatients there are significantly lower QoL scores in the co morbid group, specifically in the
psychological domain of WHOQOL-BREF(47).Contrary to this, dual-diagnosed patients with
schizophrenia and substance use in the study from Australia expressed higher levels of

satisfaction with their QoL compared with non- comorbid patients(48).

In general, patients with schizophrenia suffer from worse living conditions and they have a lower
quality of life as compared to the general population. Several studies also have described as the
quality of life in patients with schizophrenia can be affected by various factors including: Socio-
demographic factors like age, sex, marital status, religion, income, occupation, educational status
and employment: Clinical factors such as age at onset, duration of treatment, severity of the

illness, and duration of the illness, medication adherence and substance use status.



2.3 Conceptual framework
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2.4 Significance of the study

Schizophrenia is one of the most chronic, devastating psychiatric disorders. It affects all aspects
of person’s life such as physically, psychologically, socially and economically. Also, because of
the chronic nature of illness, impact of schizophrenia on quality of life of the patient causes
worse functioning. So, in order to minimize the impact of this disorder and improve the quality
of life of patients with schizophrenia, assessing and knowing status of quality of life of patients
with schizophrenia and those factors affecting quality of life is very helpful. However, there were
a single study in our country which was limited to address factors like severity of illness and

psychopathology of the schizophrenia.

Thus, this study was aimed to assess the quality of life and associated factors of schizophrenia
patient attending follow up treatment at Jimma University Medical Center (JUMC) psychiatric
department which will fill the knowledge gap on the quality of life and associated factors of
schizophrenia. It will provide knowledge for mental health professionals and other care providers
for evidence based medical practice. The finding of the study will be also used as a base line data
for health planners and managers for the development of strategies to improve quality of life of
patients with schizophrenia, will give an input to improve quality of care and will guide
researchers to study in this area. Furthermore, the finding of the study will help clinicians in
making judgments about the areas in which a patient is most affected by disease, and in making

management decisions.
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Chapter 3: Objectives

3.1 General objectives

» To assess quality of life and associated factors of patients with schizophrenia

attending follow up treatment at JUMC psychiatry clinic, 2018.

3.2 Specific objectives

» To describe the QoL of patients with schizophrenia attending follow up treatment
at JUMC psychiatric clinic, 2018
» To identify factors associated with QoL of patients with schizophrenia attending

follow up treatment at JUMC psychiatric clinic, 2018

12



Chapter 4: Methods and Materials

4.1 Study area and period

The study was conducted in Jimma University Medical Center (JUMC) psychiatry clinic from
April 15 - Junel5, 2018. JUMC was found in Jimma town, Oromia regional state, which was 352
km south west of Addis Ababa, the capital city of Ethiopia. JUMC was one of the oldest
governmental hospitals, which was established in 1937 during Italian occupation for the service
of their soldiers. After the withdrawal of the colonial conquerors, it has been running as public
hospital under the Ministry of Health by different names at different times and currently named
as “Jimma University Medical Center”. Psychiatric clinic of JUMC was established in 1996 next
to Amanuel mental health specialized hospital and renders service including inpatient and
outpatients for about 15 million population as catchment in south west Ethiopia. Currently there
are more than 1000 patients who are attending follow up treatments at OPD monthly and on
average around 50 patients are visiting daily. Officially the psychiatric clinic has 40 beds for

inpatient services and 7 OPD.

4.2 Study design

Hospital based cross-sectional study design was employed

4.3 Population

4.3.1 Source population

All patients with schizophrenia attending follow up treatment at JUMC psychiatric clinic.
4.3.2 Study population

Sample of patients with schizophrenia who attended the outpatient treatment of JUMC

psychiatric clinic during the study period

4.4Inclusion and Exclusion criteria
4.4.1 Inclusion criteria
Patients with schizophrenia aged 18 or above
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4.4.2 Exclusion criteria

Patients who are acutely disturbed and unable to communicate due to their illness

4.5Sample size and sampling techniques
4.5.1 Sample size determination

The minimum number of sample size required for this study was determined by using the

formula to estimate single population mean, using the following assumptions

Where, n = minimum required sample size
Zyo= 7 value at (0 =0.05)=1.96
6 = Standard deviation (SD) of the mean for quality of life score, taken from previous published
study at Amanuel Mental Specialized Hospital which was 9.13(34).
D = Margin of error (1)

Z0 5 2
_ (3?8 (1.96)2+9.13%

n d2 ! (1)2
n =320

Then adding 10% (320 x 0.10 = 32) of non-respondent the total sample size for this study was
320+32=352

4.5.2 Sampling techniques

The average number of patients with schizophrenia who visit the outpatient department per two
month period of data collection was around 720. The sample size required for this study was 352.
Systematic random sampling was used to select the sample patients. The sampling fraction was:
720/352 = 2.04. The number of the first patient included in the sample was determined by lottery
method. Thus every 2" patients were included for the study. While a patient was found ineligible
based on inclusion and exclusion criteria, the next patient was considered. Patient card number

was used as a code to avoid repeated interview of a single patient.
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4.6Study variables
4.6.1Dependent variable
Quality of life score

4.6.2Independent variables

% Socio-demographic factors

> Age » Monthly income

> Sex » Marital status

» Ethnicity » Educational status

> Religion » Occupational status

% Clinical factors

> Duration of the illness » Substance

> Positive symptom use(alcohol, Khat &

> Negative symptom cigarette)

» General » Duration of treatment
psychopathology » Medication adherence

» History of admission » Physical illness

4.7. Data collection procedure and instrument
4.7.1. Data collection Instrument

Patient’s quality of life was measured using the World Health Organization Quality of Life Scale
— Brief version (WHOQOL — BREF) which is a 26-item self-administered generic questionnaire.
It is a short version of the WHO QOL — 100 scale(49).The WHOQOL-BREF is a sound, cross-
culturally valid assessment of QOL, as reflected by its four domains: physical, psychological,
social and environment(50).1t is a suitable for the assessment of QOL in patients with

schizophrenia(51). It produces a profile with four domain scores: physical health (7 items),
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psychological health (6 items), social relationships (3 items), environmental domain (8 items) as
well as two separately scored items about the individuals’ perception of their quality of life (QI)
and health (Q2). Each item was scored in a Likert format from 1(very dissatisfied) to 5 (very
satisfied).The scores of questions 3, 4 and 26 are reversed, so as to transform these negatively
framed questions to positively frame. Then the scores of items in each domain are added and the
mean calculated to give the domain score. The mean of each domain and the mean of total score
were also calculated. The mean score in each domain indicates the individual’s perception of
their satisfaction with each aspect of their life, relating it with quality of life. Mean scores of
WHOQOL-BREF was used to describe Quality of Life of the patients. Hence, higher scores on
each of the domains indicates higher quality of life in that particular area(52). The Cronbach’s a

in this study was 0.96.

Regarding medication adherence, it was measured by 4-item Morisky Medication Adherence
Scale (MMAS-4)(53). It was a self-reported, medication taking behavior scale. It consists of four
items with a scoring scheme of Yes=1 and No=0.The items in MMAS-4 were summed to give a
range of scores from zero to four (0-4). For this study, any participant who scored 1 or more was
considered as non- adherent while those who score 0 were taken as adherent. The Cronbach’s a
in this study was 0.77.

Positive and negative syndrome scale (PANSS) was used to measure the positive and negative
symptoms of schizophrenia and severity of symptoms. It has 30 items which was rated on 7 point
Likert scale (Absent= 1, minimal= 2, mild= 3, moderate= 4, moderate severe= 5, severe= 6 and
extreme= 7). The scale was conceived as a carefully defined and operationalized method that
evaluates positive, negative, or other symptom dimensions on the basis of a formal semi-
structured clinical interview and other informational sources. In the 30 items, 7 are grouped to
form a positive scale, measuring symptoms that are superadded to a normal mental status, and 7
items constitute negative scale, assessing features absent from a normal mental status, remaining
16 items constitute general psychopathology scale that measures the general psychiatric
symptoms(54).The Cronbach’sa in this study was 0.97. Patient card was reviewed for presence

of physical illness.

The Alcohol, Smoking and Substance Involvement Screening Test (ASSIST) was used to assess

substance use related problems(55). It was developed under the auspices of world health
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organization by an international group of addiction researchers and clinicians and it has 8 items.

Score of 0-3 indicates lower risk, 4-26 indicates moderate risk, >= 27 indicates high risk.

4.7.2Data collection procedure

The data was collected by face to face interview by using semi structured and pre-tested
interviewer administered questionnaires. Four data collectors (MSc psychiatric professionals)
were employed for 2 months data collection periods. Study participants were identified by data
collectors by reviewing patient record. Then, data was collected from selected study participants.
The questionnaire covered a range of topics including QOL, socio-economic and demographic
factors and clinical factors. Two day training was given for data collectors and the supervisor.

4.80perational definitions

e Adherence to medication — Any participant scoring more than 0 by Morisky Medication
Adherence Scale (MMAS-4) was considered as non- adherent while those with 0 scores
were taken as adherent.

e Physical illness — is any diagnosed medical problems like hypertension; diabetic
mellitus, heart failure made by clinician during follow up period

e Quality of life — is an individuals’ perception of their position in their life for the past
two weeks. It will be measured by WHOQOL-BREF which contains 4 domains and 2
general questions (a total of 26 items). High score indicates good QOL and low score
indicates poor QOL.

e Schizophrenia — It is a clinical diagnosis reached by clinician based on DSM-1V/DSM-5
diagnostic criteria as reviewed from patient card.

e Substance use —Ever use of any psychoactive substance in their life time.
4.9Data quality control

The questionnaire was prepared first in English and translated into Afaan Oromo/Ambharic then
back translated to English by another person who was blinded for English version to check
clarity of questionnaire. Two days of training was given for data collectors and supervisor. Pre-
test was conducted (5% of the sample size) at Agaro General Hospital before the main study was

conducted to identify potential problems on data collection tools and to check consistency of the
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questionnaires’ and modification of the questionnaire. Regular supervision and support was
given for data collectors by the supervisor and principal investigator to ensure that all necessary
data are properly collected. The collected data were checked for completeness and consistency
by supervisors and principal investigator on daily bases during data collection time.

4.10Data Processing and Analysis

The collected data were checked, coded and entered into Epi data version 3.1, and then data was
exported to SPSS version 20 statistical software for cleaning and analysis. The patients’ socio-
demographic and clinical related characteristics were analyzed using descriptive statistics: i.e.
frequencies and percentages were calculated for the categorical variables while means and
standard deviations were calculated for continuous variables. Bivariate/simple linear regression
analysis was done for each independent variable against the dependent variable. In simple linear
regression analysis variables with p-value <0.25 were considered as candidate for multiple linear
regression to establish the variables that independently predict quality of life after verifying the
lack of multi-co linearity among explanatory variables, linearity of relations, normality of the
distribution. After checking the assumptions of for linear regression, transformation of some
variables were done that violate the assumptions such as participants’ income. Statistical
significant of independent predictors were declared at 95% confidence level and (P-value <0.05)
and unstandardized B was used for interpretation. Finally, the results of the study were

summarized by using tables, graphs and narrative descriptions.
4.11Ethical consideration

Ethical clearance was obtained from the Ethical review board of Jimma University Institute of
health. The data collectors clearly explained the aims of the study for study participant. Data was
collected after obtaining written consent from each participant. The right was given to the study
participants to refuse or discontinue participation at any time they want and the chance to ask any
thing about the study. For the purpose of anonymity participant’s name was not use at the time of

data collection and all other personnel information kept entirely anonymously and confidentially.
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4.12Dissemination plan

The results of the study would be submitted to Jimma University Faculty of Medicine, Institute
of Health and the copies of papers also submitted to hospital administration of JUMC department
of psychiatry and to JUMC administrative office psychiatry clinic. The research paper will be
presented in health professional organizations™ annual meetings, professional conferences and
trainings. Finally, attempts will be made to publish results in national and international journal to

disseminate worldwide.
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Chapter 5: Result

5.1Description of socio-demographic and clinical characteristics of the study
participants

A total of 352 patients with schizophrenia were participated in this study and the response rate is
n = 351 (99.7%). Of 351 patients with schizophrenia participated in this study, more than two-
third 242 (68.9%) of them were male. About two-third 228 (65%)of the participants were
Muslims followed by Orthodox 66(18.8%). About two-third of them 236(67.2%) were Oromo
and 38(10.8%) were Amhara by ethnicity. More than half of the study participants 193 (55%)
were married, 120 (34.2%) of them were single(never married) and the remaining were divorced
and widowed. As to the educational status, more than one out of four 95(27.1%) of the study
participants had no formal education and 99(28.2%) of the participants has attended the primary
school. Also the study has revealed that 84 (23.9%) were farmers and majority of the participants

203 (57.8%) were from urban area.

The mean(+ SD) age of participants was 33.57 + 7.961 year, and range from 18 to 54 years. The
median score of the average monthly income of the participant was 600 Ethiopian Birr with inter
quartile range of 1000 Ethiopian Birr.
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Table 1: The basic socio-demographic characteristics of the participants (n= 351)

Variables Variable categories Frequency(n=351) Percentage(100)
Sex Male 242 68.9
Female 109 31.1
Marital status Never married 120 34.2
Married 193 55.0
Divorced 30 8.5
Widowed 8 2.3
Religion Muslim 228 65.0
Orthodox Christian 66 18.8
Protestant Christian 57 16.2
Ethnicity Oromo 236 67.2
Ambhara 38 10.8
Yem 6 1.7
Dawuro 13 3.7
Kaffa 30 8.5
Other* 28 8.0
Occupational status Government worker 79 22.5
Farmer 84 23.9
Merchant 35 10.0
House wife 45 12.8
Daily labor 45 12.8
Other** 63 17.9
Educational status ~ No formal education 95 27.1
Primary school 99 28.2
Secondary school 77 21.9
Above secondary 80 22.8
Residence Urban 203 57.8
Rural 148 42.2

Other* Tigre, Walayta: other**:-student,
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5.2 Clinical related characteristics of the study participants
5.2.1 Severity of the illness (by PANSS)

Severity of the illness of the study participant was measured by positive and negative syndrome
scale (PANSS). The mean (+ SD) total score of PANSS was(63.70 +34.78). General
psychopathology were found to be the most severe (highest)psychiatric symptoms among
patients with schizophrenia with mean(xzSD) score of (30.26+18.13) followed by negative
symptoms mean(+SD) score of (18.22+9.52), then, positive symptoms mean(+SD) score of
(15.21+9.28) (Table 2).

Table 2: Participants mean distribution of PANSS scale.

Range
Variables Mean (= SD) Minimum Maximum
PANSS total 63.70+ 34.78 30 159
Domains of PANSS
Positive symptom 15.21 +9.28 7 38
Negative symptom 18.22 + 9.52 7 40
General psychopathology 30.26 + 18.13 16 81

SD — standard deviation

5.2.2 Duration of illness, admission history and co morbid medical illness

The median score of duration of the illness was 4 year with IQR of 6, and the median score of
duration on treatment was 4 year with IQR of 4. Almost half of the study participants
169(48.1%) have a history of admissions and the rest 182(51.9%) has no history of admissions.
As reviewed the patients chart, 20(5.7%) of the study participants had co morbid medical illness
and 331(94.3%) have no the history of the co morbid medical illness. These co morbid physical
illnesses were(13 participants) hypertension, (1 participant) diabetes mellitus, (1 participant)

HIV/AIDS, (2 participants) asthma and (3 participants) gastritis.
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5.2.3 Medication adherence

Regarding the medication adherence status of the patients as measured by MMAS-4, of the 351
patients with schizophrenia who participated in this study, 240(68.4%) are adherent to the
medications and 111(31.65%) are non-adherent.

5.2.4 Substance use

Regarding the substance use related factors, 152(43.3%), 248(70.7%) and 97(27.6%) had used

tobacco, Khat and alcohol in their life time respectively (Figure 2).

® Frequency(351)
248(70.7%)
152(43.3%)
97(27.6%)
Tobacco
Khat T —

Figure 2: Participants ever use of substances

5.3 Quality of life of patients with schizophrenia

Study participants quality of life was assessed by world health organization quality of life brief
version scale (WHOQOL-BREF) and the mean total quality of life score was found to be
(74.34+15.83).The highest QOL domain of the patients with schizophrenia in this study was
environmental health domain mean score of (22.42 + 5.09), followed by physical health domain
mean score of (20.49 + 4.25), psychological health domain mean score of (18.15 +4.14) and
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social relationships domain mean score of (7.57 + 2.36) (Table 3). The WHOQOL-BREF scale

demonstrated a high internal consistency reliability coefficient (Cronbach's alpha=0.96).

Table 3: Mean distribution of QOL of patients with schizophrenia attending follow up
treatment at JUMC, 2018.

Range
Variables Mean ( £ SD) Minimum Maximum
WHOQOL-BREF 74.34 + 15.83 32 107
Domains of WHOQOL-BREF
Physical health 20.49 + 4.25 9 29
Psychological health 18.15+4.14 6 27
Social relationships 7.57 +2.36 3 15
Environmental health 22.42 +5.08 8 34
Items
Item 1 2.79 +0.89 1 5
Item 2 2.87+0.93 1 5

SD- standard deviation

On QOL descriptions, patients with schizophrenia had lowest score on the social relationship
domain of WHOQOL-BREF. Patients with chronic mental illness dislike the stigma of mental
illness, which excludes them from social life. These patients are subject to many different kinds

of formal and informal discrimination.

5.4 Factors associated with quality of life

Bivariable analysis

Bivariable and multivariable regression analysis were done to identify predictors of quality of
life of patients with schizophrenia.

During a bivariable analysis variables like participants monthly income, positive symptom,
negative symptom, general psychopathology, being medication non-adherent, having no history
of admission, having co morbid physical illness, ever use of tobacco and ever use of Khat were
found to have statistical association with the outcome variable and considered as a candidate for
the final model (Table 4).
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Table 4: Bivariable Linear Regressions of QoL of patients with schizophrenia attending
follow up treatment at JUMC, 2018.

Variable R’ B 95% CI P-value
Age of participants 0.001 0.002 -0.208-0.211 0.987
Female participants 0.009 3.225 -0.357-6.807 0.077
Participants marital status

Married * 0.003 0

Single 0.006 -2.625 -6.124-0.873 0.141
Divorced 0.000 0.361 -5.593-6.316 0.905
Widowed 0.004 6.563 -4.570-17.697 0.247
Participants educational status

College or above * 0.001

No education 0.002 -1.688 -5.430-2.055 0.376
Primary education 0.005 2.388 -1.303-6.079 0.204
Secondary education 0.000 0.451 -3.571-4.474 0.826
Participants occupational status

Government * 0.000 -0.058 -4.044-3.928 0.977
Private 0.002 -1.741 -5.638-2.157 0.380
Unemployed 0.000 0.071 -5.485-5.627 0.980
Other 0.000 0.761 -4.217-5.740 0.764
Monthly income 0.150 15.998 11.995-20.000 <0.001
Duration of illness 0.004 -2.850 -7.718-2.018 0.250
Duration of treatment 0.003 -0.193 -0.539-0.154 0.275
Positive symptom 0.572 -1.289 -1.407-(-1.172) <0.001
Negative symptom 0.628 -1.317 -1.424-(-1.210) <0.001
General psychopathology 0.620 -0.688 -0.744-(-0.631) <0.001
Medication non adherent 0.427 -21.061 -23.627-(-18.494) <0.001
No history of admission 0.040 6.385 3.087-9.682 <0.001
Co morbid physical illness 0.080 -19.338 -26.225-(-12.451) <0.001
Ever use of tobacco 0.321 -18.069 -20.838-(-15.299) <0.001
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Ever use of Khat 0.122 -12.111 -15.537-(-8.684) <0.001
Ever use of alcohol 0.003 1.829 -1.889-5.547 0.334

*- reference group, other- house wife, student
Multi variable analysis

In the final multi variable linear regression model, participants’ average monthly income (B:
5.81, 95% CI: 3.45-8.18) medication non-adherence(p: -5.81, 95% CI: -8.24-(-3.41)), positive
symptom (B: -0.33, 95% CI: -0.49-(-0.17)), negative symptom (f: -0.26, 95% CI: -0.45-(-0.06)),
general psychopathology (B: -0.22, 95% CI: -0.32-(-0.12)), ever use of tobacco (B: -3.95, 95%
Cl; -5.34-(-0.95))ever use of Khat (B: -3.95, 95% CI; -6.02-(-1.88)) and co morbid physical
illness (B: -4.69, 95% CI: -8.50-(-0.88)) were found to be statistically significantly associated
with quality of life (Table 5).

Predictors of quality of life of patients with schizophrenia in this study like monthly income,
medication non adherent, positive symptoms, negative symptoms, general psychopathology,
having comorbid physical illness, ever use of Khat and tobacco contribute to 76% of the
variation in the quality of life patients with schizophrenia (R=0.872, R®=0.760, F=82.058,
P<0.001)

Table 5: Final regression model

R R* Adjusted R* P-value at 95% Cl

0.872 0.760 0.751 <0.001
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Table 6: Multivariable Linear Regression model for quality of life of patients with

schizophrenia

Unstandardized  P-value 95% Confidence
Coefficient at 95% Cl  Interval for
B Lower Upper
Constant 74.23 0.000 71.06 87.39
Monthly income 5.81 0.000 3.45 8.18
Medication non adherent -5.82 0.000 -8.24 -3.41
Positive symptom -0.33 0.003 -0.49 -0.17
Negative symptom -0.26 0.009 -0.45 -0.06
General psychopathology -0.22 0.000 -0.32 -0.12
Comorbid physical illness -4.69 0.016 -8.50 -0.88
Ever use of tobacco -3.15 0.005 -5.34 -0.95
Ever use of Khat -3.95 0.000 -6.02 -1.88

R=0.872, R?=0.760, F=82.058, P<0.001
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Chapter 6: Discussion

Our study indicates that, patients with schizophrenia had lowest score on the social relationship
domain of WHOQOL-BREF. Variables like income, positive symptoms, negative symptoms,
general psychopathologies, co morbid physical illness, ever use of tobacco, ever use of Khat and

medication non-adherent are the main predictors for QOL in patients with schizophrenia.

In this study, the lowest score on social relationship domain of QOL in schizophrenic patients
could be due to the negative symptoms present in these patients, which affect the patient’s ability
to live independently, to perform activities of daily living, to be socially active and maintain
personal relationships. Also, it could be due to patients with chronic mental illness like
schizophrenia dislike the stigma of mental illness, which excludes them from social life.
Furthermore, the self-stigma that the patients with mental illness have could also be the possible

explanation as it was studied at Dilla University referral hospital, south Ethiopia(56).

A birr increase in the monthly income of the patient, the total quality of life score increased by
5.81(p<0.001) point. This indicates that there were significant positive correlation between
average monthly income of the patients with schizophrenia and their total QOL. Similar results
about relationship of income and QOL were also reported from different countries like Jordan
and India(31, 41). This was understandable as patients who were financially satisfied had

expectations like normal people and able to meet their basic needs.

Our study found that about three in ten of patients with schizophrenia are non-adherent to the
medications and the rest are adherent to their medications. Being non-adherent to medication
decreases the total quality of life score by 5.82(p<0.001) points as compared to those patients
with schizophrenia who are adherent to their medications. These participants who are non-
adherent to the medications were more likely to have lower mean score of the total QOL scores
indicating that they have negative correlations with the total QOL scores. This finding was
supported with the study done in Nigeria that showed medication non-adherent was negatively
correlated with the good QOL scores(45). This could be explained by being non- adherence to
medications may lead to the relapse, worsening of symptoms and deterioration of the patients’

mental health.

28



The result from this study indicates that there were negative relationships between QOL and the
severity of the psychiatric symptoms. As the mean score of positive symptom increase by one
unit, the total quality of life score decreased by 0.33 (p<0.001). As the mean score of negative
symptom increases by one unit, the total quality of life score decreased by 0.26 (p=0.009) point.
And also a point increase in the mean score of general psychopathology resulted in 0.22 point
decrease in the total score of quality of life (p<0.001) of patients with schizophrenia. These
results were in accordance with previously reported results in similar populations which reported
that severity of the illness affects the QOL of patients with schizophrenia(7,27,31,41,45). This

could be due to the nature and chronic course of the illness.

The result of this study also found that being ever user of tobacco decreases the score of total
quality of life by 3.15 (p=0.005) as compared to those who are none user of tobacco.
Additionally, being ever user of Khat decreases the score of total quality of life by 3.95
(p<0.001) as compared to those who are none users of Khat. Similar to the results of our current
study, one study from Turkey reported that patients who are dually diagnosed with schizophrenia
and substance use had significantly lower QoL scores than those non-substance-using patients
with schizophrenia(47). This could be due to those patients with schizophrenia who have co
morbid substance use problems have poorer course of the illnesses and it is more attributable to
the direct effect of drugs on the worsening symptoms and the financial costs. Contrary to our
results, dual-diagnosed patients with schizophrenia and substance use in the study from Australia
(48)expressed higher levels of satisfaction with their QoL compared with non- co morbid
patients. This inconsistency could be related to several factors, such as differences in the samples
and the selected QoL measures (WHOQOL-BREF vs the Quality of Life Scale).

Our study also indicated that having comorbid medical illness leads to poor quality of life mean
that having comorbid physical illness decreases the total quality of life score by 4.69 (p= 0.016)
points as compared to those patients with schizophrenia who have no comorbid physical
ilinesses. This result was supported by a study from Nigeria that found as poor quality of life was
reported to be associated with another illness- related factors such as co morbid medical
problems(46). This could be explained as it is obvious that having more than one illness could

result in worse outcome.
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LIMITATION OF THE STUDY

Our study investigated the quality of life and its associated factors of patients with schizophrenia
who are on follow up treatments. Therefore, our study uses sound and cross-culturally valid data
collection tools and incorporate several factors to reflect an actual representation of the quality of

life of patients with schizophrenia in that area. It also has sufficient response rate.

However, our study has also certain limitations; The WHOQOL-BREF mainly focuses on the
subjective domain of QOL which may lead to lack of the objective measure and an over
reporting of QOL in individuals with schizophrenia. Comorbidity of physical illness was
reviewed from patient record. Tools like PANSS needs longer time training to be efficiently
used.
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CONCLUSIONS

The domain of social relationship had the lowest mean score of WHOQOL-BREF for patients
with schizophrenia. Positive symptoms, negative symptoms, general psychopathologies, co
morbid physical illness, ever use of tobacco, ever use of Khat and medication non-adherent were
negatively associated with good QoL of patients with schizophrenia. However, only income is

positively associated with good QoL of patients with schizophrenia.
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RECOMMENDATIONS

For Jimma Zone Health Bureau and Jimma Town Health and Administration Offices;

We recommend to plan and develop strategies for community support programmes to increase
and enhance social relationships and support for patients with schizophrenia and give them
opportunities to develop close relationships. By doing so, improving the social relationship of

those patients with schizophrenia will have a positive effect on their QOL.

We also recommend for creating income generating activities for patients with schizophrenia and
encourage mental health service delivery institutions to provide at least “fee free” mental health

service.

We recommend also to creating and developing public education and awareness; Well-planned
public awareness and education campaigns can reduce stigma and discrimination, increase the

use of mental health services, and bring mental and physical health care closer to each other.
For Jimma University Medical Center and department of psychiatry;

Assessing and treating the non- psychotic signs and symptoms present with patients of
schizophrenia has to be the targets of clinicians for treatments aiming to improve their QoL. We
also recommend to give due attention for the co morbidities present with schizophrenia like
physical illness and substance use problems especially Khat and cigarette in order to improve
their QOL. Furthermore, we recommend establishing rehabilitation center for patients with

schizophrenia.

Pay attention towards enhancing the adherence of patients with schizophrenia towards their
medications by strategies like patient education, treating side effects early, because of it will

have a significant contribution in enhancing their QoL.

Also, we recommend encouraging psychosocial treatments like case management services and
peer support programs in order to enhance the patients’ capacity on building broader networks of

relationships and income generating activities.
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Appendices
Annex |: Information sheet

» Title of the research project:

> Assessment of quality of life and associated factors of patients with schizophrenia
attending follow treatment at Jimma University Medical Center (JUMC) psychiatric
clinic, Jimma, south west, Ethiopia, 2018.

» Name of the principal investigator:
Defaru Desalegn Likasa

» Name of the organization
Jimma University

» Name of the sponsors:
Jimma University

» Introduction:
Schizophrenia is one of the most chronic, devastating psychiatric disorders. Because of
the chronic nature of illness, it affects all aspects of person’s life such as physically,
psychologically, socially and economically, that results in poor quality of life. Therefore
to help them, the level of quality of life and associated factors needs to be known.

» Purpose of the research project:

The purpose of this research is to assess quality of life and associated factors of patients with
schizophrenia attending follow treatment at JUMC psychiatric clinic, Jimma, south west,
Ethiopia. The study will help to know the level of quality of life and associated factors
among patients with schizophrenia and to improve quality of life of patients with
schizophrenia and will guide researchers to study in this area. Furthermore, the finding of the
study will help clinicians in making judgments about the areas in which a patient is most

affected by disease, and in making management decisions.

» Procedure:
We invite you to participate in this project. If you are willing to participate in this project,
you need to understand and sign the agreement form. Then after, you will be interviewed by

the data collectors. You do not need to tell your name or to give your telephone number to
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the data collector and all your responses and the results obtained will be kept confidentially

by using coding system whereby no one will have access to your response.
» Risk/Discomfort:

By participating in this research project, you may fill that it has some discomfort especially
on wasting time about 40 minutes. We hope you will participate in the study for the sake of
the benefit of the research result. There is no risk in participating in this research project.

> Benefits:
If you participate in this research project, there may not be direct benefit to you but your
participation is likely help us to meet the research objective. Ultimately, this will help us to

improve quality of services provided to patients with schizophrenia in this country.

» Incentives:

You will not be provided any incentives or payment to take part in this project.

» Confidentiality:

The information collected for this research project will be kept confidential and information
about you that will be collected by this study will be stored in a file, without your name, but
code number assigned to it. It will not be revealed to anyone except the principal investigator
and it will be kept locked.

» Right to refuse or withdraw:

You have full right to refuse from participating in this research. You can choose not to
respond to some or all questions if you do not want to give your response. You have also full
right to withdraw from this study at any time you wish without losing any of your right.

» Person to contact:

This research project was reviewed and approved by the ethical committee of Jimma
University. If you have any question you can contact any of the following individuals and

you may ask any time you want.
1. Defaru Desalegn: Jimma University

Tell: +251-917 28 48 22
E-mail: defdesalegn2007 @gmail.com
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Annex I: Informed consent form
Are you voluntary to participate in the study? ~ Yes 1] No [ ]

| hereby confirm that | understand the contents of this document and the nature of the research
project, and | consent to participating voluntarily in the research project. I understand that | am at

autonomy to withdraw from the project at any time.

Signature of participant Date

Name and signature of data collector Date
Name and signature of supervisor Date
Annex I11: Questionnaire English version

Questionnaires for the assessment of quality of life and associated factors of patients with
schizophrenia attending followup treatment at Jimma University Medical Center (JUMC)
psychiatric clinic, Jimma, south west, Ethiopia, 2018.

INTRODUCTION: Thank you for agreeing to take part in this brief interview. This study is
intended to assess the QOL of patients with schizophrenia in our country above all aiming to
know the level of their quality of life and giving the way for the holistic integration of mental
health service in the care of people with schizophrenia there by increasing the quality of care for
these people. You are not expected to give your name or phone number. Every data obtained
from you will be kept confidential. Without permission from you and legal body any part of this
study will be disclosed to third person.

INSTRUCTION: The questionnaire has six parts. It will take about 40 minutes to complete the
interview. Please try to respond all questions. Thank you very much for your patience!

The questionnaire consists of five parts;

Part I: Questions related to the socio demographic characteristics of the patient

NO Age | Religion | Ethnicity | Educational | Occupatio Place of Marital Family
status nal status residence status size

SR1

to

SR
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Educational status:

1. No formal
education

2. Primary school

3. Secondary

4. Above secondary

Marital status:

1.

2.
3.
4.

Never married
Married
Divorced
Widowed

Religion: Ethnicity:
1. Muslim 1. Oromo
2. Orthodox 2. Kaffa
3. Protestant 3. Yem

4. Other 4. Dawuro

specify 5. Amhara
6. other

Residence
1.Urban
2.Rural

Occupational status:
Gov/ worker
Farmer

Merchant

House wife

Daily labor

Other

oA wWwNPE

Part 11: World Health Organization Quality of Life Assessment Questionnaire

Instructions:

This assessment asks how you feel about your quality of life, health, or other areas of your life.

Please answer all the questions. If you are unsure about which response to give to a question,

please choose the one that appears most appropriate. This can often be your first response.

Please keep in mind your standards, hopes, pleasures and concerns. We ask that you think about

your life in the last two weeks.

Please read each question, assess your feelings, and circle the number on the scale for each

question that gives the best answer for you.

very poor Poor Neither poor | Good Very good
nor good
1 How would you rate your 1 2 3 5
quality of life?
Very Dissatisfied | Neither Satisfied Very
dissatisfied dissatisfied satisfied
nor satisfied
2 How satisfied are you with 1 2 3 5
your health?

The following questions ask about how much you have experienced certain things in the last two weeks.
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Not at all A little A moderate Very much | An extreme
amount amount
3 To what extent do you feel that 1 2 3 4 5
physical pain prevents you
from doing what you need to
do?
4 How much do you need any 1 2 3 4 5
medical treatment to function
in your daily life?
5 How much do you enjoy life? |1 2 3 4 5
6 To what extent do you feel 1 2 3 4 5
your life to be meaningful?
Not at all A little Moderately Mostly Completely
7 How well are you able to 1 2 3 4 5
concentrate?
8 How safe do you feel in your 1 2 3 4 5
daily life?
9 How healthy is your physical 1 2 3 4 5
environment?

The following questions ask about how completely you experience or were able to do certain things in

the last two weeks.

Not at all A little Moderately Mostly Completely
10 Do you have enough energy 1 2 3 4 5
for everyday life?
11 Are you able to accept your 1 2 3 4 5
bodily appearance?
12 Have you enough money to 1 2 3 4 5
meet your needs?
13 How available to you is the 1 2 3 4 5
information that you need in
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your day-to-day life?
14 To what extent do you have 1 2 3 4 5
the opportunity for leisure
activities?
very poor Poor Neither poor | Good Very good
nor good
15 How well are you able to get 1 2 3 4 5
around?
The following questions ask you to say how good or satisfied you have felt about various aspects of your
life over the last two weeks.
Very Dissatisfied | Neither Satisfied Very
dissatisfied dissatisfied satisfied
nor satisfied
16 How satisfied are you with 1 2 3 4 5
your sleep?
17 How satisfied are you with 1 2 3 4 5
your ability to perform your
daily living activities?
18 How satisfied are you with 1 2 3 4 5
your capacity for work?
19 How satisfied are you with 1 2 3 4 5
yourself
20 How satisfied are you with 1 2 3 4 5
your personal relationships?
21 How satisfied are you with 1 2 3 4 5
your sex life?
22 How satisfied are you with the | 1 2 3 4 5
support you get from your
friends?
23 How satisfied are you with the | 1 2 3 4 5
conditions of your living place
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24 How satisfied are you with 1 2 3 4 5
your access to health services
25 How satisfied are you with 1 2 3 4 5
your transport?
The following question refers to how often you have felt or experienced certain things in the last two
weeks.
Never Seldom Quite often Very often Always
26 How often do you have 1 2 3 4 5
negative feelings such as blue
mood, despair, anxiety,
depression?
Part I11: Positive and Negative Symptom Severity Assessment Questionnaire
Absent | Minimal | Mild | Moderate | Moderate | Severe | Extreme
severe
P1 Delusions 1 2 3 4 5 6 7
P2 Conceptual disorganization | 1 2 3 4 5 6 7
P3 Hallucinatory behavior 1 2 3 4 5 6 7
P4 Excitement 1 2 3 4 5 6 7
P5 Grandiosity 1 2 3 4 5 6 7
P6 Suspiciousness/persecution | 1 2 3 4 5 6 7
P7 Hostility 1 2 3 4 5 6 7
Absent | Minimal | Mild | Moderate | Moderate | Severe | Extreme
severe
N1 Blunted affect 1 2 3 4 5 6 7
N2 Emotional withdrawal 1 2 3 4 5 6 7
N3 Poor rapport 1 2 3 4 5 6 7
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N4 Passive/apathetic social 1 2 3 4 5 6 7
withdrawal

N5 Difficult in abstract 1 2 3 4 5 6 7
thinking

N6 Lack of spontaneity and 1 2 3 4 5 6 7
flow of conversation

N7 Stereotyped thinking 1 2 3 4 5 6 7

Absent | Minimal | Mild | Moderate | Moderate | Severe | Extreme
severe

G1 Somatic concern 1 2 3 4 5 6 7

G2 Anxiety 1 2 3 4 5 6 7

G3 Guilt feelings 1 2 3 4 5 6 7

G4 Tension 1 2 3 4 5 6 7

G5 Mannerisms and 1 2 3 4 5 6 7
posturing

G6 Depression 1 2 3 4 5 6 7

G7 Motor retardation 1 2 3 4 5 6 7

G8 Uncooperativeness 1 2 3 4 5 6 7

G9 Unusual thought content 1 2 3 4 5 6 7

G10 Disorientation 1 2 3 4 5 6 7

G11 Poor attention 1 2 3 4 5 6 7

G12 Lack of judgment and 1 2 3 4 5 6 7
insight

G13 Disturbance of volition 1 2 3 4 5 6 7

Gl14 Poor impulse control 1 2 3 4 5 6 7

G15 Preoccupation 1 2 3 4 5 6 7

Gl16 Active social avoidance 1 2 3 4 5 6 7

Part IV: Medication Adherence Questionnaire
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S/No: Questions Yes No
MAl Do you ever forget to take your medicine? 1 0
MA2 Are you careless at times about taking your medicine? | 1 0
MA3 When you feel better do you sometimes stop taking 1 0
your medicine?
MA4 Sometimes if you feel worse when you take the 1 0
medicine, do you stop taking it?
Part V: Clinical Related Factors
S/No: Questions Responses
CR1 How long the duration of the illness? 1. In month
2. Inyear
CR2 How long the duration of the illness?
CR3 Is there diagnosed comorbid physical illness? (card 1.Yes
review) 2. No
CR4 If your response to question CR4 is ‘yes’ write the
diagnosis.
CR5 Have you ever used substance in the past 12 months? | 1. Yes 2. No
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Part VI: Substance Related Factors

ASSIST QUESTIONNARIE o = Eg, % o " 3 g g 8
S | 28|32 |5 s |3 2 |3 s | &2
S |8¢|5 |8 |2 |3 RIERIEREE
e <8 = |8 S | & <E| 5|2 |P3
1. Inyour life, which of the 1 1 1 1 1 1 1 1 1 1
following substance(s) have you
ever used?
| 2. In the past three months, how often you have used the substances you mentioned?
NEVER 0 0 0 0 0 0 0 0 0 0
ONCE OR TWICE 2 2 2 2 2 2 2 2 2 2
MONTHLY 3 3 3 3 3 3 3 3 3 3
WEEKLY 4 4 4 4 4 4 4 4 4 4
DAILY OR ALMOST DAILY 6 6 6 6 6 6 6 6 6 6
| 3. In the past three months, how often have you had a strong desire or urge to use ?
NEVER 0 0 0 0 0 0 0 0 0 0
ONCE OR TWICE 3 3 3 3 3 3 3 3 3 3
MONTHLY 4 4 4 4 4 4 4 4 4 4
WEEKLY 5 5 5 5 5 5 5 5 5 5
DAILY OR ALMOST DAILY 6 6 6 6 6 6 6 6 6 6
4. In the past three months, how often has your use of led to health, social, legal or financial
problem?
NEVER 0 0 0 0 0 0 0 0 0 0
ONCE OR TWICE 4 4 4 4 4 4 4 4 4 4
MONTHLY 5 5 5 5 5 5 5 5 5 5
WEEKLY 6 6 6 6 6 6 6 6 6 6
DAILY OR ALMOST DAILY 7 7 7 7 7 7 7 7 7 7
5. In the past three months, how often have you failed to do what was normally expected of you because
of your use of ?
NEVER 0 0 0 0 0 0 0 0 0 0
ONCE OR TWICE 5 5 5 5 5 5 5 5 5 5
MONTHLY 6 6 6 6 6 6 6 6 6 6
WEEKLY 7 7 7 7 7 7 7 7 7 7
DAILY OR ALMOST DAILY 8 8 8 8 8 8 8 8 8 8
| 6. Has a friend or relative or anyone ever expressed concern about your use of ?
NO, never 0 0 0 0 0 0 0 0 0 0
YES, in the past 3 months 6 6 6 6 6 6 6 6 6 6
YES, but not in the past 3 months 3 3 3 3 3 3 3 3 3 3
| 7. Have you ever tried and failed to control, cut down, or stop using ?
NO, never 0 0 0 0 0 0 0 0 0 0
YES, in the past 3 months 6 6 6 6 6 6 6 6 6 6
YES, but not in the past 3 months 3 3 3 3 3 3 3 3 3 3
Have you ever used any drug by ° *Specify “other” Drugs here:
injection? Non-medical use only S g 2 o 9
£28,| 25§
o 7ES| gcd
T | X858 %88
o o E| & Edg
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YuunibarsiitiiJimmaa
InistiyuutiiSaayinsiiFayyaa
Muummeekutaayaalaasammuu (Psychiatry)
GucaOdeeffannoolttinFunaannatan
Galma

waliin wal
(schizophrenia)

Gaaffilenkunnen waa’ee sadarkaaqulqullinajireenyaa fi wantoota isaan
gabataniidhukkubsattootadhibeesammuucimaa

hospitaalamedikaalaajimmaattiyaaladeddebi’insaargachaajiraniiqorachuufkanqophaa’e dha.

Qajeelfama: Gaafannoonkunisfulaafulatttidhukkubsattootadhibeesammuucimaa(schizophrenia) gorannoo kana irratti
hirmaatanittiingaafachuufi. Innis kutaaleeja,a of keessaa kan gabu yoo ta’udaqgiiqaa 30 hanga 45tti kan fudhatudha. Kanaaf
gaaffilee maradeebisuuyaala.Hirmaachukeessaniif baay’ee galatoomaa!

Hub.Gaafannonkun kan guutamuudanda’ugaafataagaaffichaan qofaa ta’echirmaattotafedhaqabanii fi waliigalteegutanirraa
dha. Lakkoofsa deebii sirriigabateguuti ykn ittimari.

[ ] [ ]

Qorannoo kana irratti hirmaachufeeyyamamadhaa?EeyyeeL akki

mallattoohirmaataa Guyyaaa

Lakkoofsaaddaahirmaattotaa /koodiihirmaattotaa

Magaa fi mallattoo gaafataa Guyyaa

Magaa fi mallattoo to’ataa Guyyaa

kutaa 1ffaa: GaafannooRagaaleeEenyummaaHawwaasummaa fi Dinagdee

saalaa | Galiiji’a | Umurii Amantaa Sabummaa Sadarkaabar | HaalaOgum Bakka HaalaFudhaa | Baayina
an umsaa maa Jireenyaa | fi Heerumaa Maatii
Amantaa: Lammummaa: | HaalaBarumsaa: HaalaFudhaa fi HaalaOgummaa:
1. Musliima 1. Oromoo 1. Barumsaidilee Herumaa: 1. HojjetaaMootu
2. Orthodox 2 Kafaa kan hinbaranne 1. Kan hin herumne/ mmaa
3. Protestant 3. Yemi 2. Sad. Jalgabaa hin fuune 2. Qoteebulaa
4. Kan biro 4. Dawuro 3. Sad. 2ffaa 2. Kan 3. Daldaalaa
5. Amhara 4. Sad 2ffaa oli heerumte/fuudhe 4. Haadha warraa
6. Kan biroo Bakka jireenyaa 3. Kan addabahan 5. Hojjetaa
1. Magaalaa 4. Kan jalaadu’e/te guyyaa
2. Badiyyaa 6. Kan biroo
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Kutaa 2ffaa: DhaabbataFayyaaAddunyaatti Gaaffilee Waa’ee QulqullinaJireenyaaQoratan

Qajeelfama: Gaaffilee kunneen waa’ee sadarkaaqulqullinajireenyakeessanii, fayyaakeessanii fi kan biroo isaan
waliin wal gabataniimaaltuakkaisinitiidhagahamu kan gaafatu dha. Kanaaf gaaffilee hundaaf deebii keessan kenna.
Yeroo deebii keessan kennitan, filannowwanjirankeessaa irra caalatti deebii koonaafta’akanjettanfiladhaa. Innis

deebii keessan isa tokkoffata’a jechuun dha.

Yeroo isingaafannutorban 2’n  darban  keessatti  waa,eejireenyakeessanii  ni  yaaddujenneetu  dha.

Kanaafsadarkaajireenyakeessanii, abdii fi gammachuugabdanii, fi akkasumasyaaddogabdanii hin dagatiinaa.

Tokkon tokkoon gaaffilee dubbisun fedhii keessan madaalatilakkofsa deebii keessanii isa sirriita’eettimara.

Garmaleegadibu’aa | Gadibu’aa | Gaarishadaas | Gaarii | Baay’ee
miti dha gaarii
dha
Haalaqulqullinajireenyakeessaniiakkamittimadaaltuu? | 1 2 3 4 5

Baay’ee Natti hin | Nattitoluunistoluudhiisunisnatti | Nattitoleera | Baay’ee

natti hin tolle hin dhagahamu nattitoleera
tolle
Haallifayyummaakeessani 1 2 3 4 5

hammam sinittitoleeraa?

Gaaffileenarmaangadiitorbanlamaan darban keessatti wantootnigaragaraahangamakkasi mudatan kangaafatudha

Gonkumaa | Xigqoo | Gidduugaleessa | Baay’ee | Garmalee
baay’ee

Dhukkubbingaamaa waanta 1 2 3 4 5
atidalaguufeeturraasidhorkuudhanhangamsittidhagahamaa?
Jireenyakee guyyaa guyyaa keessatti 1 2 3 4 5
yaalaanmeedikaalahangamsibarbaachisaa?
Jireenyakeettihangambohaartaa? 1 2 3 4 5
Jireenyikeehangamhiikaqabeessata’eesiitidhagahamaa? 1 2 3 4 5

Gonkumaa | Xigqoo Gidduugaleessa | Irra caalatti Dhibbaadhibbatti

Haalliyaadakee walitti qabachuukee 1 2 3 4 5

hammam fayyaadhaa?
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8 Jireenyikee guyyaa guyyaa hammam 1 2 3 4 5
fayyaalessata’eesittidhagahamaa?
9 Naannoonjireenyakee hammam 1 2 3 4 5
fayyaagabeessadhaa?
Gaaffileenarmaangadiitorbanlamaan darban keessatti wantootnigaragaraahangamakkadhibbaadhibbattisi mudatan
ykn raawwachuu dandeessu kangaafatu dha
Gonkumaa | Xiggoo Giddugaleessa | Irra Dhibbaadhibbatti
caalatti
10 | Jireenyakee guyyaa 1 2 3 4 5
guyyaafannisaagahaagabdahoo?
11 Haalauumamagaamotakeetti hammam 1 2 3 4 5
gammadaadha?
12 Fedhiikeeguuttachuufgarshiigahaagabdahoo? 1 2 3 4 5
13 | Odeeffannoonjireenyakee guyyaa guyyaa 1 2 3 4 5
keessatti
sibarbaachisanhangamsittiargamuudanda’uu?
14 | Bashannanaaf yeroo 1 2 3 4 5
mijataahangamargachuudandeessaa?
Baay’ee Yaraa Yaraasgaariis | Gaarii Baay’ee
yaraa dha | dha miti dha gaarii dha
15 Dandeesseeqe’eckeessasocho’uufthangamfayyaadhaa? | 1 2 3 4 5
Gaaffileenarmaangadiitorbanlamaan darban keessatti waa’ee wantootagaragaraajireenyakee waliin wal
gabataniiwantasittidhagahame hammam gaarii ykn akkasittitoleerukangaafatu dha
Baay’ee | Natti | Nattitoluunist | Nattitoleera Baay’ee
natti hin oluudhiisunis nattitoleera
hin tolle | natti hin
tolle dhagahamu
16 | Hirribnikeeakkamsittitoleeraa? 1 2 3 4 5
17 | Raawwiikee guyyaa 1 2 3 4 5
guyyaanraawwachuufhaallidandeettikee hammam
sittitoleeraa
18 | Dandeettinkeeatihojiifqabduhangamsittitoleeraa? 1 2 3 4 5
19 | Atiofiinkee/mataankeehangamsittitoleeraa? 1 2 3 4 5
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20

Hariiroon nama waliin gabduhangamsittitoleeraa?

21

Jireenyisaalqunnamtiikeehangamsittitoleeraa?

22

Gargaarsiatihiriyyootakeerraargattuhangamsittitoleeraa?

23

Haalli bakka jireenyakeehangamsittitoleeraa?

24

Tajaajilafayyaaargachuunkeehangamsittitoleeraa

25

Haalligeejibakeehangamsittitoleeraa?

R R R R R e
N N N N NN

W Wl W W w w

E N NI R

ol o1 o1 o1 o1 o1

Gaaffiinarmaangadiitorbanlamaan darban keessatti wantootnigaragaraa yeroo hammamiifakkasittidhagahaman ykn

si mudatan kangaafatu dha

Gonkumaa Darbeedarbee | Yeroo baay’ee | Irracaalaatti | Yeroo hundaa
yeroo baay’ee
26 Yeroo hammamiif waanta 1 2 3 4 5
hintaaneyaaduun, dhiphachuun,
gadduun, sittidhagahamaaturee
Kutaa 3ffaa: Gaaffilee waa’ee sadarkaa ciminaa amalootadhukkubasammuupoozetivii fi negatiiviigoratan
(Positive and Negative Symptom Severity Assessment Questionnaire)
Hin | Baay’ee | Xiggqoo | Giddugaleessa | Giddugaleessata’eecimaa | Cimaa | Garmaleecimaa
jiru | xiggoo kan kan ta’ee
ta’e
P1 | Amantaaaddaadogoggorata,ee | 1 2 3 4 5 6 7
(Delusions)
P2 | Hubannaawalxaxaa 1 2 3 4 5 6 7
(Conceptual disorganization)
P3 | Wanta nu bira hin 1 2 3 4 5 6 7
jirreakkawaan nu bira jirutti
himuu (Hallucinatory
behavior)
P4 | Gammachuugabaachuu 1 2 3 4 5 6 7
P5 | Sababigahaa 0soo hin 1 2 3 4 5 6 7
gabaatinolol of gabu
P6 | Sababi tokko maleenamootni 1 2 3 4 5 6 7
na miidhuufijedhaniishakkuu
P7 | Amala diinummaa (hostility) 1 2 3 4 5 6 7
Hin | Baay’ee | Xiqgoo | Giddugaleessa | Giddugaleessata’eecimaa | Cimaa | Garma
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jiru | xigqoo kan leecim
ta’e aa kan
ta’ee

N1 | Fuulamiirri isaa gad-bu’e (blunt 1 2 3 4 5 6 7
affect)

N2 | Ta’iwwanjireenyafmiiradhabuu 1 2 3 4 5 6 7

N3 | Walitti dhufeenyagadibu’aa 1 2 3 4 5 6 7

N4 | Hirmaannahawwaasummaf fedhii fi 1 2 3 4 5 6 7
kaka’umsadhabuu

N5 | Haalagaragaraan (gadfageessanii) 1 2 3 4 5 6 7
yaaduudadhabuu

N6 | Dubbiigindeessaniidubbachudadhabuu | 1 2 3 4 5 6 7

N7 | Yaada faayidaa hin 1 2 3 4 5 6 7
gabneendeddebisaniigabamuu

Hin | Baay’ee | Xiqqoo | Giddugaleessa | Giddugaleess | Cimaa Garmal
jiru | xigqoo ata’eecimaa kanta’e | eecimaa
kan
ta’ee

G1 | Qaamaan kan walgabaterakkooilaalchaa 1 2 3 4 5 6 7

G2 | Dhiphachuu 1 |2 3 4 5 6 7

G3 | Ballessan kan kootijedhanii of ceepha’uu 1 2 3 4 5 6 7

G4 | Sodaachuu 1 2 3 4 5 6 7

G5 | Sochiigaamaa kan uumaman ta’uu hin 1 2 3 4 5 6 7

dandeenye

G6 | Gadduu/gammachuudhabuu 1 2 3 4 5 6 7

G7 | Hir’achuusochiiqgaamaa 1 2 3 4 5 6 7

G8 | Eeyyamamaa ta’uu dhiisuu/beekaadiduu 1 2 3 4 5 6 7

G9 | Yaada gabiyyeen isaa duraan hin baratamne | 1 2 3 4 5 6 7

G10 | Yeroo, bakka fi nama addabaasudadhabuu 1 2 3 4 5 6 7

G11 | Xiyyeeffannoo dhabuu 1 |2 3 4 5 6 7

G12 | Murteesirrikennuudadhabuu fi 1 2 3 4 5 6 7

dhukkubagabaachubeekuudadhabuu
G13 | Rakkookaka’umsaaqabaachuu fi yaada, 1 2 3 4 5 6 7
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amala, sochii fi dubbiiofiito’achuu

G14 | Fedhii fi raawwiiofiito’achuudadhabuu 1 2 3 6
G15 | Yaada tokkon dursaniigabamuu 1 2 3 6
G16 | Sababiishakkii ykn soda irraan kan 1 2 3 6
ka’edhimmootahawwasummaarraabaqachuu
Kutaa 4ffaa: Gaaffilee waa’ee goricha/dawaaseeraanfayyadamuu
S/No: Gaaffiwwan Eeyyee Lakki
MA1 Qorichakeefudhachuudagattteebeektaa? 1 0
MA2 Waa’ee qorichakeefudhachuumaalnadhibejetteebeektaa? 1 0
MA3 Yeroo dhukkubnikeesittifooyya’udarbeedarbeeqorichafudhachuu ni 1 0
dhiistaa?
MA4 Yeroo qorichafudhachaa jirtutti darbeedarbee 0soo 1 0
dhukkubnisitticimee, gorichichafudhachuu ni dhaabdaa?
kutaa 5ffaa: Wantootakilinikaala waliin wal gabatan
S/No: Gaaffiwwan Deebii
CR1 Turtiindhukkubichaahangamta’a?
CR2 Yeroo hangamiifyaalaarraturte?
CR3 Ciisteeyaalamteebeektaa? 1. Eeyyee 2. Lakki
CR4 Yoo deebiinkeegaaffii CR3 “eeyyee” ta’e, yeroo
hangamiifakkaciistebarreessi
CR5 Dhukkubagaamaa kan biroo ni gaba/bdi? (kaardiiilaali) 1. Eeyyee 2. Lakki
CR6 Yoo deebiinkeegaaffii CRS “eeyyee” ta’e, gosadhukkubichaabarreessi
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kutaa 6ffaa: Wantootasammuu nama hadoochanfayyadamuu waliin wal gabatan

= 3= =
GAAFFILEE WAA’EE ° - | 2= 2 |z £ g |5
WANTOOTA SAMMUU NAMAA é S :§ § é = ;:_*_5 2 ._| S c 3
113 99 4 Y4 -_ = [
HADOOCHAN “ASSIST 8 2 g o S & § E =| 85 = S =
1. Bara jieenyakee keessatti 1 1 1 1 1 1 1 1 1 1
wantootasammuunamahado
ochankamfayyadamteebeekt
aa?
| 2. ji’a 3 darban keessatti, wantootasammuunamahadoochansi’ahangamfayyadamtee?
GONKUMAA 0 0 0 0 0 0 0 0 0 0
SI’A TOKKO YKN LAMA 2 2 2 2 2 2 2 2 2 2
J’AJ’AAN 3 3 3 3 3 3 3 3 3 3
TORBEE TORBEEN 4 4 4 4 4 4 4 4 4 4
GUYYAA GUYYAAN 6 6 6 6 6 6 6 6 6 6
| 3. ji’a 3 darban keessatti, si’ahangam waanticha fidifidisiinjedheebeckaa?
GONKUMAA 0 0 0 0 0 0 0 0 0 0
SI’A TOKKO YKN LAMA 3 3 3 3 3 3 3 3 3 3
JCAJIAAN 4 4 4 4 4 4 4 4 4 4
TORBEE TORBEEN 5 5 5 5 5 5 5 5 5 5
GUYYAA GUYYAAN 6 6 6 6 6 6 6 6 6 6
4. ji’a 3 darban keessatti, wantootasammuunamahadoochanfayyadamuunkeerakkoofayyaa,
hawwasummaa, seeraa ykn qarshiisi’ahangamsirraangahee?
GONKUMAA 0 0 0 0 0 0 0 0 0 0
SI’A TOKKO YKN LAMA 4 4 4 4 4 4 4 4 4 4
JPA J’AAN 5 5 5 5 5 5 5 5 5 5
TORBEE TORBEEN 6 6 6 6 6 6 6 6 6 6
GUYYAA GUYYAAN 7 7 7 7 7 7 7 7 7 7
5. ji’a 3 darban keessatti, sababiiwantootasammuunamahadoochanfayyadamtuuf waanta
sirraaeegamusi’ahangamraawwachudadhabdee?
GONKUMAA 0 0 0 0 0 0 0 0 0 0
SI’A TOKKO YKN LAMA 5 5 5 5 5 5 5 5 5 5
J’A J’AAN 6 6 6 6 6 6 6 6 6 6
TORBEE TORBEEN 7 7 7 7 7 7 7 7 7 7
GUYYAA GUYYAAN 8 8 8 8 8 8 8 8 8 8
| 6. Hiriyyaankee, firrikee ykn namni biroon waa’ee fayyadamuukeesittihimeebeckaa?
LAKKI, gomkumaa 0 0 0 0 0 0 0 0 0 0
EEYYEE, ji’a 3 darban keessan 6 6 6 6 6 6 6 6 6 6
EEYYEE, garuu ji’a 3 darban keessa | 3 3 3 3 3 3 3 3 3 3
miti
| 7. Of'to’achuuf, ykn fayyadamuudhaabuufyaaliigootee osoo hin milkaa’inhafteebeektaa?
LAKKI, gomkumaa 0 0 0 0 |0 0 0 0 0 0
EEYYEE, ji’a 3 darban keessan 6 6 6 6 |6 6 6 6 6 6
EEYYEE, garuu ji’a 3 darban keessa | 3 3 3 3 13 3 3 3 3 3
miti
Waantootasammuu nama _ ® *kan biroo :
hadoochanlilmootinfudhatteebeektaa | < DNen 2.
2? Dhukkubameedikaalanaddatti ;‘,“ E S B ;;“
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NEAUAT: PAATPAPEPMTECETPUL DT ML FAMHTSAMDMLP

anan/ p:
LUAPITMAAACNPUL DT DL MTDLICATPULDFLLEPTITATRMAMPTLMLPAANAPIALAT D P
EPFICARLNM:AD PEPFICTITPANATLNDACIME NAL FOHAATONAD-PR PAMF TR IR M: 2UTPTAANT
gopanBany PIRARA P 1R FAA=ANALIPACNTLLE PFI+N4PFTe T+ PN F NI LANAYL DFATE PN
NFAIML LAT=NAGTUIATATYFTAAULDFATELANTATMEPD FAT::

ANNTAT L1818 I PEPTF P YINNTFAO-EAIRTLITPNITAAC ARG 1D TIPARNMR M HF M-\ M LA TR ML LN

NMICHP+E | HP+E OMEIOMEGIPRLLATD | Mé NMIoM4.

PULDFMLRTATLF L Mmoo g4 | 1 2 3 4 5

NMICACNFRLATIEID | ACNFALATHTIR | AOChFIRRA | AChFE | NMIRACHS
arNFIRRL | ATHFA (A LLT
hegFge

NMYI+IRYUARCHFRNT®P | 1 2 3 4 5
e

P N+ATH PEPTFNAGFEATATIFFENDIRTILUATICTATSIMIFEME S A

Nec-h | NheT | NAPM* | NMI> | ABINMI®
ANA@Y@RGRNgRY PYATMIATALTNANFACANTIeFA? | 1 2 3 4 5
POAT+OAT+INCHFIATNDITET PUAUNTCT LLAIA? 1 2 3 4 5
N1 PUAMINALOFLNTETH? 1 2 3 4 5
N2y PUATMIYLDFFCFIPAAD-NAD-PANA? 1 2 3 4 5
(N[ Nmet NaMm'r NHLH ao- e ao
FOYPUATZ TR L L TFAN 2 1 2 3 4 5
NAAFRULDFHLLIPTPUALUTITRATMPFA? | 1 2 3 4 5
®NANARANNNPICTPUAMS T I@-? 1 2 3 4 5

PN+ATHPLRPTNASTEATATRTFHNICTLUAT M AN ATICFIACNDIPINCTIATELME P

Ned-n | Nt | NAPMY NHLL | (ANTA

AOATTOATATPNLAPTNEAPTOAAPT ? 1 2 3 4 5

Nt+EME&RANATEN+ETTF? 1 2 3 4 5

58




12 | &A1 YA ATNRTITHNAAPH? 1 2 3 4
13 | NAATHOATULOFPMLATFTITRZENTCT PUATE MY L5 A ? 1 2 3 4
14 | ACPHTTFIRTIPUAOLARAPT? 1 2 3 4
Netes-A Nmet Naem NH1H ao- N ao- e
15 NANNNPTICLAPTRCEFIIPUAID? | 1 2 3 4 5
P Nt AT PEPTFNASTUATATE Y FHNTALRPUL DS MDANMELATFDLICACN FATLHATIPFLME P
Ne=-NAZNID | AN ancht ACNAD- nmge
go goRADRLC AZNA
NtIRAA o
+Aa9%
91:
16 | N+ %FATPAENTCTLUATMTLLNA? 1 2 3 4 5
17 1 e0AF+OAT+INCIATNDINATARICNI T LUATMELLA? | 1 2 3 4 5
18 | AN FNAFTTAFNTCTPUATMILLNA? 1 2 3 4 5
19 | ngeyeyATMINALATLLNA? 1 2 3 4 5
20 | NA@-2CNAFITTRIFNIRTPUATMTLLNA? 1 2 3 4 5
21 | N4 R AFP)N - I FNIR T PUAT ML LN A? 1 2 3 4 5
22 | N3 LBFNM P71 FFACSFNICTLUALLNA? 1 2 3 4 5
23 | NAFPLeNFPULFIRTLUALLNA? 1 2 3 4 5
24 | NAPTPMSTARCNTNICTPUALLNA? 1 2 3 4 5
25 | NAPFPARIaHAPCNTINTLUALLNA? 1 2 3 4 5
P N+AT I PRPTFP PADANEFO+DARITICTINAGTFFATATCTIFFLHO-NADIC T PUARATLHATIPFATLAIM
MPTLML P,
Nép-¢-n RARA | NHLH nmyeNH | U
AR 1H A
1
H
26 | NANHE @ LHANFPATLFMATIOPsR 7 9N FI+A4. DG | 1 2 3 4 5
LI YPHTENELATIP A ?

NEAYNT: MTNGAPIFRPATAAF R ANTFFIOD IR0 P PR PF
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PA9R | #TR | RANE | aPNNAT | ahNAFMINCLA | hNE | AB<INMID
nne
PL | p+AA+ARATRYST 1 2 3 4 5 6 7
P2 | Po1YHNADHNF ML IOFoIC 1 2 3 4 5 6 7
P3 | PAAYIICAYBARECITDL 8% 1 2 3 4 5 6 7
P4 | arent 1 2 3 4 5 6 7
P5 | PANGICATPFALNTNENG L) 1 2 3 4 5 6 7
P6 | PATRYITRIRRTPFAPTFPMRTAPTLARTR T | 1 2 3 4 5 6 7
P7 | mA®y%+ 1 2 3 4 5 6 7
PAGD | AR | RAREE | aBNNAT | aRNNATMINCPA | hNE | ABaNmIehne
N1 | enseamesrentedtigs | 1 2 3 4 5 6 7
N2 N +am+ 1 2 3 4 5 6 7
N3 | ehagepyanh+INC 1 2 3 4 5 6 7
N4 | myneet+hterAmes | 1 2 3 4 5 6 7
NS | eNHAPMEnIRANFTFoIC 1 2 3 4 5 6 7
N6 | pyooc@eraeantFac | 1 2 3 4 5 6 7
N7 | gAmPAAD-+L2I7UAN | 1 2 3 4 5 6 7
PAT® | YR | ANt | RhhAT | hhAFMINCLA | hNg | AB9INmgehn
g £
Gl | hhArnN+aeAn+emy- 1 2 3 4 5 6 7
ANTFIC
G2 | syt 1 2 3 4 5 6 7
G3 | em4t+AyFNT 1 2 3 4 5 6 7
G4 | >mroeeeCUT 1 2 3 4 5 6 7
G5 | aAmeAAD+LI M et | 1 2 3 4 5 6 7
FATNH D CRPAD- 1P
R E-gh, AT L9
G6 | ent 1 2 3 4 5 6 7
G7 | eATPNPAMPYIN 1 2 3 4 5 6 7
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heANENT NALTHH, AR MP I IC0+LPHTN LT

- (5]
n 5o IS ]
5 |88|5§ |8 |8 |8 2.2 |2 |53
S <8|= |8 S | & 2| fe| = -
8. NUEMY HAPRINAN+AT ALTHT 1 1 1 1 1 1 1 1 1 1
09T aohnA P+EY +MPaPA? i i il il
| 9. NA4F WAt Ot @NmT NAL Pt ALTHH 06 NT°T PUA E91919°R +MPPA?
Nee-f 0 0 0 0 0 0 0 0 0 0
AL, MR A 2 2 2 2 2 2 2 2 2 2
nemes 3 3 3 3 3 3 3 3 3 3
NPATE+ 4 4 4 4 4 4 4 4 4 4
NP+ MLID NPPr NTRNA &5 6 6 6 6 6 6 6 6 6 6
| 10. NA$F wAT @&t @ADT ALTHH 087 ATPMPI® 23 PUA MINE &ATF INCH?
Népc-f 0 0 0 0 0 0 0 0 0 0
AL MR UAE 3 3 3 3 3 3 3 3 3 3
nPme 4 4 4 4 4 4 4 4 4 4
NPATR I+ 5 5 5 5 5 5 5 5 5 5
NP+ MLID NP NTRNA &5 6 6 6 6 6 6 6 6 6 6
11. NA&F WAt @LT @AM PAMPa™F ReTHH 08 AMTIATUNGRIARNTTPRIAT ADTEATICT NT°T PUA
I, MY LCIFA ?
Népc-f 0 0 0 0 0 0 0 0 0 0
A8, MEID At 4 4 4 4 4 4 4 4 4 4
neme4 5 5 5 5 5 5 5 5 5 5
NPATR I+ 6 6 6 6 6 6 6 6 6 6
NP$r METP NP NTANA £25 7 7 7 7 7 7 7 7 7 7
12. NA&EF PRt @LT @AM PO Mea™F ReTHH 08 EMNPNT PIND-T AAGTT AT18LMM- NTL,Y PUA “IH A°MY
&5 ANECNFA?
Népes-N 0 0 0 0 0 0 0 0 0 0
AL, MEIR A 5 5 5 5 5 5 5 5 5 5
nemé 6 6 6 6 6 6 6 6 6 6
NPATE Y+ 7 7 7 7 7 7 7 7 7 7
NP$'r MEIP NP NTANA £25 8 8 8 8 8 8 8 8 8 8
| 13. 185 PHIHMLE MLI® AA A PACH ALTHT 687 APM$9® AANLFD ParPA 2
Ke Nedh 0 0 0 0 0 0 0 0 0 0
AP, NA&T WhT BT dAm 6 6 6 6 6 6 6 6 6 6
AP, Y NAST WAT @+ AR ReLATE | 3 3 3 3 3 3 3 3 3
| 14. P meamty ALIHH 08 ATISI LI® ATIR/ D PR ALANFT LT PO-PA?
AL, NELR 0 0 0 0 0 0 0 0 0 0
AP, NA&T WhT DT dAm 6 6 6 6 6 6 6 6 6 6
AP, 917 NAGT wAT @&t AT h2LAT | 3 3 3 3 3 3 3 3 3 3
h2.7 nP+PT £
NaeCg, PaqAm. & ALEFY +MPaeo-: A%, £ o | ACET ELALRFY A £1AR:
POA 2 ARNILS NTYAM. Or6pe PAFTY Nt | ¢ &
wht | S &
ﬁ et S
‘g oA i g’
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