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[bookmark: _Toc47601162]ABSTRACT
Background: Neuro -cognitive impairment is a widely common problem in the elderly. It encompasses mild and major cognitive impairment which will lead to disability and death. It also compromises the quality of life of patient and also it has a burden to the family and to society as a whole. There is a dearth of studies that examined the prevalence and factors associated with Neurocognitive impairment in developing world, particularly in Ethiopia.
Objective: To assess the prevalence of Neurocognitive impairment and associated factor among elderly in Bahir Dar city, Ethiopia 2020. 
Method: A community-based cross-sectional study was conducted among 423 respondents using a simple random sampling technique from June 1 to 3o, 2020. Neurocognitive impairment was measured using The Mini -Mental State Exam adjusted cut off point (presence or absence) by the level of education of the participants. Data was inter to epi data version 4.62 and exported to SPSS version 23 for analysis: descriptive statistics were used for summarization and presentation and binary logistic regression for a measure of association between exposures and outcome variable .
Result: The prevalence of Neurocognitive impairment was 42.1% (95%CI; 37.5, 46.7). Has no spouse (AOR=1.76, 95%CI;1.08,2.86), having depression (AOR=3.04, 95%CI;1.80, 5.14), alcohol use (AOR=2.90, 95%CI;1.19, 7.07), and having low (AOR=3.07, 95%CI;1.35,6.96) and moderate (AOR=1.83; 95%CI;1.10, 3.06) family social support were significantly associated with Neurocognitive impairment.
Conclusion and recommendation: The prevalence of neurocognitive impairment was high. Neurocognitive impairment was shown significant association with no spouse depression, alcohol use, low and moderate family social support and living with the relatives. It is important to give concern for old age with comorbid mental illness and also to strength social support system to prevent and manage neurocognitive impairment.
Key word: Neurocognitive, Elderly and Ethiopia
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1. [bookmark: _Toc47601163]INTRODUCTION
1.1. [bookmark: _Toc47601164]BACKGROUND
Based on the Diagnostic and Statistical Manual of Mental Disorder Fifth Edition (DSM-5) dementia is included under the new diagnostic category of Major neurocognitive disorder  and the term dementia is remained in DSM-5 and used in different settings (1). 
Dementia is a clinical syndrome caused by neurodegeneration and characterized by a progressive deterioration in cognition and capacity for independent living. It affects many cognitive domains including memory, thinking, language function, visual function, comprehension, and judgment (2). The deterioration can be caused by a number of brain disorders or injuries that primarily or secondarily affect the brain, such as Alzheimer’s disease or stroke and the cognitive impairment is commonly accompanied by a decline in emotional control, social behavior, or motivation (3).
Diagnosis is conventionally made when cognitive decline affects a person’s ability to carry out daily routine activities. There are many causes/types of dementia. Of these Alzheimer’s diseases is the most common, contributing about 60–70% of cases. Early-onset Alzheimer’s disease can present before the age of 65 and normally has a genetic cause (4). Vascular dementia accounts for 20–30% of dementia (5). Other common subtypes are frontotemporal dementia (5–10%) and Lewy body dementia (<5%). 
The main risk factor for neurocognitive impairment is advancing age, and after the age of 65 ,the prevalence doubles every five years (6). Other risk factors such as cardiovascular problems, excessive alcohol consumption, social isolation, and head injury. However, moderate alcohol consumption and estrogen have been reported to reduce the risk of developing dementia (7).
Dementia is largely under-diagnosed and often by the time of diagnosis patients are at a late stage in the disease process (8). This is a particular issue in low- and middle-income countries (LMICs), as families may not understand their relative’s behavior (9).
1.2. [bookmark: _Toc47601165] Statement of the problem 
Life expectancy is increasing across the world, with population aging rapidly increasing in low-income and middle-income countries (LMICs), where the prevalence of cognitive impairment is therefore expected to increase (10). Cognitive impairment is a very devastating problem as it is highly deteriorating the quality of life of the elderly which makes them unable to perform daily basic activities. Consequently, they requires a permanent caregiver every day to day activities which makes the problem very complex (11).
Dementia increases rapidly with increasing age and doubles every 5 years after age 65 years. In high-income countries, prevalence is 5% to 10% in those aged 65 years and older, and is usually greater among women than among men (6). In Ethiopia, there were more than 4.2 million elders in 2013 who are greater than 60 years of age and it is assumed to be projected to 5.2 million by the year 2020 (12).
Neurocognitive impairment is a major contributor to the overall worldwide disease burden in low- and middle-income countries (13). It is one of the non-communicable diseases expected to cause the greatest problem to health systems in LMICs in the incoming decades. It has a profound effect on disability and needs for care, being the major cause of dependency among the elderly worldwide (7, 13).
Globally, dementia is estimated to affect 47 million people; it is believed that the number will increase to 75 million by the year 2030, and to triple by 2050. Among those 57% of them lived in low- and middle-income countries (LMIC), and it is expected to rise to 71% by the year 2050. The worldwide costs were estimated $818 billion US dollar in 2015, and the costs will be around US $2 trillion in 2030(14). In Africa it is estimated to cost $2.9 billion US dollar (15).
  Neurocognitive impairment is one of the 15th leading causes of disability adjusted life years (DALYs) among older people in 2010 (16), and accounts for 2% of total years– lived–with–disability (YLDs) (17). In the oldest age groups (75 and above), Alzheimer’s and other cognitive impairment now rank as one of the top ten leading causes of disability in 2015 (18). 
It has been estimated that dementia rates increase between 100 to 300% in LMIC (19).  Whereas, the largest increases in projection is estimated to be in Eastern Asia and sub-Saharan Africa (20). 
Neurocognitive disorders increases the risk of mortality, morbidity and institutionalization among persons with cognitive impairment (21, 22). People with dementia often have co-existing neurological conditions, commonly stroke and Parkinson's disease (23). The impact of neurocognitive impairment goes far beyond those with the condition as it also affects their families on personal, emotional, social and financial levels, cause many of the households below the poverty line and which makes dementia a global health priority (24, 25). 
According to the World Alzheimer Report many people living with dementia have not been received a formal diagnosis and treatment. This is more prominent in low and middle-income countries, where most of the population has low level of education (26); due to this many of those affected individuals delayed in seeking medical care and has poor outcomes (27). The treatment gap for dementia is as high as 90% in LMIC as compared to higher income countries which account for 20%-50%, despite this there is limited evidence on major Neurocognitive impairment in LMIC (28).
World health organization (WHO) has reported that dementia is one of the public health priorities and launched global action plan from 2017 to 2025 to reduce its impact on the society by early diagnosis, halting the progress and supporting dementia careers (29).
There are several lifestyles, social, and health-related risk factors that have been identified for the development of dementia, such as social engagement, physical activity, body mass index and chronic health problems like hypertension(30).
Despite this all, addressing the problem associated with major neurocognitive disorder given as a low priority issue in most LMICs, as they emphasis on control and eradication of communicable diseases and reproductive, maternal and child health. Even in high-income countries they prioritize mainly for those non-communicable diseases which cause early death, like heart disease, cancer and not to those which cause YLD, such as Neurocognitive impairment (31).
Even thought, there is a high prevalence and burden of the condition in this particular age groups the magnitude and factors associated with Neurocognitive impairment was not well investigated in developing world, particularly in Ethiopia. Therefore, this study aimed to determine the prevalence and identify factors associated with Neurocognitive impairment. 

















[bookmark: _Toc506199995][bookmark: _Toc506834982][bookmark: _Toc47601166]1.3. LITRATURE REVIEW
1.3.1. Prevalence of Neurocognitive impairment 
[bookmark: _Hlk47009983]A cross-sectional study done in India, China and Malaysia showed that prevalence of cognitive impairment was 26.06%,13.6% and 36.5%, respectively(32-34). Another study in Jamaican using MMSE scale with a cut point of 21/22, 21.2% of older adults had mild cognitive impairment and whereas 11.0% had severe impairment (35).
[bookmark: _Hlk29646248]A study done in Iran, cross-sectionally in peoples 60 above and diagnosis of dementia was performed using brief cognitive assessment tool (BCAT) and DSM-IV criteria. Prevalence of dementia was 7.9%.  The prevalence of dementia increased with population aging, as the rate was 3.7% in the age group 60-64 while it reaches to 13% and in the age group 80 and above (36). 
[bookmark: _Hlk47010374][bookmark: _Hlk29646152]A retrospective cohort study which was done in Taiwan out of 946 residents. The study participants were interviewed every 3–6 months by Mini-Mental State Examination (MMSE). The prevalence of cognitive impairment (defined by MMSE <24) was 65.6%, whereas 34% of the study participants were positive for depressive symptoms (37). 
A cross-sectional study in Saudi Arabia by taking 171 participants the prevalence of Neurocognitive impairment was 45% by using Montreal Cognitive Assessment tool(38).
A cross-sectional community-based study in Benin, Cameroonians and South Africa showed that the prevalence of cognitive impairment was 3.7%, 33.3% and 16.9% respectively (39-41)
1.3.2. Socio-demographic factors
[bookmark: _Hlk29647882][bookmark: _Hlk46923343][bookmark: _Hlk46923419]A study done in Shanghai and Beijing china showed that elderly with low income and female gender were major risk factors for Neurocognitive impairments and additionally in Beijing china living in rural areas, increased with age and illiteracy were independent risk factors for cognitive impairment (42, 43). Similarly a study done in Vietnam females had two times higher cognitive symptoms than males (44). Whereas, Brazilian study in female elderly showed 21% more chances of having cognitive impairment. Increased age (80 years and above) was also associated with cognitive impairment (45).

A retrospective cohort study which was done in Taiwan using Mini-Mental State Examination (MMSE). Physical function, nutritional status, depressive symptoms, ex-drinker, multimorbidity and stool incontinence were positively correlated with MMSE score; whereas advanced age, low educational level (<6 years), presence of communication difficulty and use of psychotropic agents were inversely associated with the MMSE score (37). 
[bookmark: _Hlk46923854]A study in South Korea using the Mini‐Mental State Examination for Neurocognitive impairment Less education, lower socioeconomic status, and living alone were factors associated with cognitive impairment (46). Less educated and lives alone were also seen as a factor in Indian study (47). 
[bookmark: _Hlk29650245]A study conducted in Cameron, Jamaican and South Africa showed that Older age and lower levels of education independently predicted cognitive impairment. In Cameron study factors like female gender, single status and increasing systolic BP values were also associated with cognitive impairment(35, 40, 41).
A study conducted in sub-Saharan Africa on Dementia shows a higher prevalence in urban areas as it ranges from 2 - 3.7% in rural Nigeria and Benin to 6 - 7.6% in cities in Central Africa (48).
1.3.3. Clinical factors
Of the clinical factors hypertension and diabetes were identified as factors in cognitive impairment in a study done in Shanghai China and rural China. In addition to this in Shanghai China physical inactivity and using lipid lowering drugs was associated with cognitive impairment whereas in rural China the factors  associated was central obesity, smoking and drinking (42, 49). 
[bookmark: _Hlk46923596]Another cross-sectional study in Beijing china shows that factors associated with cognitive impairment were: stroke, hearing loss and depression (43). In a study  done at Vietnam physical inactivity, having hypertension and stroke is found to have  higher cognitive impairments (44). Presence of depression was also associated with cognitive  impairment in the Brazilian study (45). 
A study done in Indian showed that clinical factors such as increased physical health problem, presence of depression, anxiety and alcohol use were associated positively with MCI (47, 50).
Similarly a study conducted in Jamaican also showed that those with diabetes mellitus, screened positive for depression and reported dependence in one or more activities of daily living were more likely to have cognitive impairment (35).
In contrary to the above facts Neurocognitive problem is not well assessed and planned for the possible intervention program in health policy and strategies of Ethiopia. To the best knowledge of the investigator; possibly no studies have reported the prevalence and associated factors of Neurocognitive impairment among elderly in Ethiopia. Therefore, conducting research on this topic will provide important input in providing baseline information to fill the gap.










[bookmark: _Toc47601167]1.4.  conceptual frameworks
Neurocognitive impairment
Sociodemographic factors:
Age 
Gender
Marital status 
Level of education
Occupation



Behavioral factors:
Alcohol use
Cigarette smoking
Khat use 
Other drugs
Activity of daily living 




Presence of chronic illness:
HTN         trauma
malnutrition
DM           malnutrition
Stroke 
Cardiac problem
HIV/AIDS
Mental health and psychosocial factors:
Depression
Quality of life 
Social support ssssssssssupsupport





[bookmark: _Toc25439732][bookmark: _Toc47516834]Figure 1: Conceptual framework constructed based on the literature review and clinical background showing the relationship between Neurocognitive impairment and associated factors June 2020





[bookmark: _Toc47601168]2. Justification of the study
. The population of the world is growing fast and neurocognitive impairment is one of the health-related issues among the elderly as it is highly compromised the overall health and quality of life. The problem isn’t limited to the patients, it also affects the care givers since families/caregivers need to spend their time and money. Despite the high importance and burden of the condition, there was probably no or little emphasis given to identify the problem and its associated risk factors among elderly by relevant bodies in Ethiopia. 
Therefore, this study aims to evaluate the prevalence of Neurocognitive impairment among elderly by considering important variables such as socio-demography, quality of life, social support, depression and other comorbid condition to provide base line information for health planners and future researchers. It will also help to improve the patient care as it provides information to the health care providers.











[bookmark: _Toc47601169][bookmark: _Toc506200007][bookmark: _Toc506834989]3.  Objective 
[bookmark: _Toc47601170]3.1. General objective
[bookmark: _Toc506200008][bookmark: _Toc506834990]To assess the prevalence of Neurocognitive impairment and associated factor among elderly in Bahir Dar city administration, North West Ethiopia 2020.
[bookmark: _Toc47601171]3.2. Specific objectives
· To determine the prevalence of Neurocognitive impairment among elderly in Bahir Dar city administration, Ethiopia, 2020
· To identify factors associated with Neurocognitive impairment among elderly in Bahir Dar City Administration, Ethiopia, 2020.











[bookmark: _Toc18077979][bookmark: _Toc506200026][bookmark: _Toc506835010][bookmark: _Toc47601172]4. Methods 
[bookmark: _Toc510228898][bookmark: _Toc18077980][bookmark: _Toc510228899][bookmark: _Toc47601173]4.1. study area
[bookmark: _Toc470151570][bookmark: _Toc475134587][bookmark: _Toc477377659][bookmark: _Toc510228906][bookmark: _Toc18077988]The study was conducted in Bahir Dar city administration which is located 565 km from Addis Ababa in North West of Ethiopia; the capital of Amhara regional state. According to 2017 city administration report, the total population of Bahir Dar city administration is 266, 952; 124,396 males and 142,555 females. The city has nine sub cities. Those are Shimbit, (9998), Tana (6353), Fasilo (7316), Sefene selam (1684), Gishabay (3127), Shum ambo (2482), Belay Zeleke (9598) and Ginbot 20 (26070) of Ema wera and Aba wera. The health care service is provided by two specialized hospital, one specialized and four primary private hospital. There are also eleven health centers in Bahir Dar city administration. Information is taken from Bahir Dar city municipality. 
[bookmark: _Toc18077981][bookmark: _Toc47601174]4.2. Study design and period
Community  based cross-sectional study was conducted from June 1 to 3o, 2020.
[bookmark: _Toc18077982][bookmark: _Toc47601175]4.3. Source population
[bookmark: _Toc510228901]All people of old age group in Bahir Dar city adminstration was the source populaton. 
[bookmark: _Toc47601176][bookmark: _Toc18077983]4.4.  Study population
[bookmark: _Toc510228902]All old age population available in Bahir Dar city admistration  during the study period. 
[bookmark: _Toc18077984][bookmark: _Toc47601177]4.5. Inclusion and exclusion criteria 
[bookmark: _Toc510228903][bookmark: _Toc18077985]4.4.1. Inclusion criteria
Consenting participants was those age 60 and above, literate (grade 5 and above) because the assessment tool needs the participants ability to read and write; residents of the town for at least six months was included. 
[bookmark: _Toc510228904][bookmark: _Toc18077986]4.4.2. Exclusion criteria
Those who have visual or hearing problem and severe mental or physical illness was excluded. 
[bookmark: _Toc510228905][bookmark: _Toc18077987][bookmark: _Toc47601178]4.6. Sample size determination
The sample size is calculated by using Epi info 7 StatCalc software by considering the following assumptions:
Expected frequency 50% since there was no previous study done in Ethiopia; 
Z=1.96 with confidence interval of 95%
D=margin of error(d)= 5% 
Therefore n= 384
By adding 10% non-response rate the final sample size will be 423
[bookmark: _Toc47601179]4.7. Sampling method and technique
Bahir Dar city adminstration urban division has 9 subcities among which one subcity (Hidar 11) was excluded due to incomplete data from the report. Considering  this final sample size was allocated proportionally to eight subcities based on the population size. Based on this from Shimbit (64), Tana (40), Fasilo (46), Sefene Selam (11) , Gish Abay (20), Shum Abbo (16), Belay Zeleke (61) and Gimbot Haya (165) participants were included. The information regarding sample frame (households with respective old age) was obtained from Health extension workers then loterry method was applied for each households. The house hold was considered as study units, participants who fullfilled the inclusion criteria was selected from k house holds. If more than one member fullfill the criteria in one household one was selected using lottery method. If no participants in sellected household fulfill the criteria the next household was sellected.





[bookmark: _Toc477377660][bookmark: _Toc510228907][bookmark: _Toc18077989][bookmark: _Toc47601180]4.8. Study Variables	
[bookmark: _Toc475134589][bookmark: _Toc477377661][bookmark: _Toc510228908][bookmark: _Toc18077990][bookmark: _Toc47601181][bookmark: _Toc477377662][bookmark: _Toc510228909]4.8.1.Dependent variable

Neurocognititve impairment  (Yes/No )
[bookmark: _Toc18077991][bookmark: _Toc47601182]4.8.2. Independent variables

Sociodemographic factors:
Age
Gender
Educational level
Marital status
Occupation 
Income 

Clinical related factors: 
Depression 
Family history of mental illness
Past history of head trauma
presence of chronic medial illness: DM, HTN, Cardiac problem, Malnutrition
Behavioral and pschosocial factors:
Alcohol use
Khat use
Cigarette use
Other drugs 
Activity of daily living
Social support
Qulity of life
	
[bookmark: _Toc510228910][bookmark: _Toc18077992][bookmark: _Toc47601183]4.9. Operational definition
[bookmark: _Hlk29652566]Neurocognitive impairment: MMSE score of  ≤ 22 for those who attended  less than eighth grade , ≤ 24 for those who attended grade nine to twelve and ≤ 26 for those college/university graduates out of total score of 30 (51).
Depression: score of 5 using Geriatric Depression Scale (52)
Quality of life: using WHOQOL-BREF 26-item index; higher score denote higher quality of life. (53). 
Activities: using Katz index of independence in activity of daily living; score of totals is six which means individuals are independent four indicate moderate, two and below indicates dependence(54).
Multidimensional scale of perceived social support scale: any mean scale score ranging from 1 to 2.9 considered as low , 3 to 5 moderate social support and 5.1 to 7 as high social support.(55).
Current substance use: using at least one of a specific substance for non-medical purpose within the last three months (alcohol, khat, tobacco, others) (56).
Ever use of substance: using at least one of any specific substance for non-medical purpose at least once in life time (alcohol, khat, tobacco, others) (56).  
Elderly are those age is 60 and above (57). 
FAST an overall total score of 3 indicate hazardous alcohol consumption(58).
Nutritional status using Mini Nutritional Assessment which has a score ranges from 0-14 that will be interpreted as (0-7) as malnourished, (8-11) at risk for malnutrition and (12-14) as normal nutritional status(59)
Income: Using the World Bank poverty line cut point those who have average monthly income of less than 2006.4 ETB (1.9 USD/day) taking 1$=35.2  ETB were taken as low income (60)

[bookmark: _Toc510228911][bookmark: _Toc18077993][bookmark: _Toc47601184]4.10. Data collection tools
[bookmark: _Hlk29653504]A structured interviewer-administered questionnaire was used which has seven subsections: a socio-demographic questionnaire to assess the patients’ background information including age, sex, marital status, language, educational status, income, religion, and employment status. History of mental illness and presence of chronic medical illness will be assessed with yes/no questions. Yes/no questions was used to assess substance-related factors but alcohol drinking was assessed by using FAST. Neurocognitive impairment was measured by using standardized mini-mental state examination (MMSE). It has five domains of functions and each has its own score: the orientation domain has 10 score, registration out of 3, attention/calculation has 2 components: serial of sevens for literate and word reversal for less educated. Other domains: recall, language, praxis was included which have a total score out of 30. The cut of point was modified for participants based on level of education. It has been validated in Ethiopia for population who have formal education grade fifth and above with respective cut off point modified based of level of education (51). The specificity and sensitivity were 77.8% and 78.7% (61).Depression was assessed using Geriatric Depression Scale the short form 15 items which was found to have 92% sensitivity and 89% specificity when evaluated against diagnostic criteria. The validity and reliability of the tool have been supported through both clinical practice and research (62). Quality of Life was assessed using WHOQOL-BREF. It has four domains which is physical, psychological, social, and environmental. It was translated in to nine language and has internal consistency (Cronbach’s alpha >= 0.7)  (53). Mini-nutritional assessment short form has six questions and has been validated in Ethiopia. The Cronbach’s alpha was 0.65; sensitivity 80.1% and specificity of 72.5% (54). Katz index of independence in activities of daily living has six questions with each one point. The validity of Katz was found to have Cronbach’s alpha of 0.83 and test -retest and inter-rater reliability was excellent (55). The English version of the instruments was translated to local language by independent language expert and back retranslated to English by experienced mental health professionals.


[bookmark: _Toc510228912][bookmark: _Toc18077994][bookmark: _Toc47601185]4.11. Data collection procedures
[bookmark: _Toc510228913]Data was collected through interview by trained data collectors. Four  psychiatric nurses was  recuited for data collection and one mental health specialist for supervision. Training was  given for data collectors and supervisor by the principal investigator on the methods of data collection and the detail of questionnaire.The principal investigater  checked for completeness of the data.
[bookmark: _Toc18077995][bookmark: _Toc47601186]4.12. Data quality control
To assure the data quality high emphasis was given in designing data collection instruments. Structured questionnaires was used for final data collection. A standardized questionnaire was translated into local languages Amharic by language experts, then it was translated back to English by an independent person to check for consistency and understandability of the tool and pretest was conducted on 5% (21 individuals) from Hidar 11community out of the study area for clarity of questionnaires and the items of questions was modified accordingly.
Prior to data collection there was training and supervsion was under taken through out the data collection period so as to make the data consistent. 
The questionnaire was checked for its completeness on daily basis by data collectors, supervisors and by the investigator, for the incomplete data it was traced back and was completed again. 
[bookmark: _Toc18077996][bookmark: _Toc510228914][bookmark: _Toc47601187]4.13. Data management, analysis, interpretation, and presentation 
Data was entered into Epi data version 4.6 and transferred to SPSS version 23 for analysis. Descriptive statistics was used to describe the data. Binary analysis was used to assess the association between independent and dependent variables by calculating the ORs and their 95% CIs. P-value <0.05% was considered statistically significant. All variables that showed statistical significance in the bivariate analysis were included in the multivariate logistic regression model to determine the factors associated with neurocognitive impairment.  
[bookmark: _Toc510228915][bookmark: _Toc47601188][bookmark: _Toc18077997]4.14.  Ethical consideration
[bookmark: _Toc510228916] Ethical clearance was obtained from Bahir Dar University ethical Institutional Review Board. Study participants was informed on the procedure, significance of the study, risk and benefit associated with the study. Written Informed consent was obtained from participants who was participate in the study. Each respondent was informed about the objective of the study and all data obtained from them kept confidentialy by using code instead of any personal identifier which used only for the purpose of the study. Any one who was not willing to participate in the study was not forced to participate and those who start participating in the interview had the right refuse at any time during the procedure.















[bookmark: _Toc47601189]5. Result
[bookmark: _Toc17890344]5.1. Socio demographic characteristics of respondents
A total of 423 study participants were included, giving a response rate of 100%. The median age of the respondents was 65 with inter-quartile range of 8. Among participants 249 (58.9%) were females. Two-third of the participants 282 (66.7%) were Orthodox Christian, half of the respondents were married 221(52.2.1%) and 365(86.3%) were Amhara in ethnicity. Regarding educational level 260 (61.5%) were from grade five to eight. Around one-third of them 155 (36.6%) were housewife followed by retired 114 (27%). 











[bookmark: _Toc17836655]


[bookmark: _Toc47516810]Table 1: Socio-demographic characteristics of respondents in Bahir Dar city Administration, Bahir Dar, Ethiopia, 2020 (n=423)
	   Variable 
	
	frequency                                   
	Percentage (%)

	Sex
Female
Male 
	

	
174
249
	
41.1
58.9

	Age 
60-64
65-69
70-74
75-79
80 and above
Religion
Orthodox
Muslim
Protestant
Catholic
Marital status
Has spouse
No spouse
 Occupation
Employed
Merchant
Farmer
Day laborer
Housewife
Jobless
Retired
Educational status
5-8th grade
9-12thgrade
College and above
Ethnicity
Amhara
Oromo
Tigray
Gurage
Average monthly income
<2004ETB
≥2004 ETB
Current living condition
Alone
Relative
Family
      
	

	
191
127
69
18
18

282                      
117
16
8

221
202

17
105
2
26
155
4
114

260
99
64


365
14
27
17


157
266

92                                                     
269
62

	
45.1
30
16.3
4.3
4.30

66.6
27.7
3.80
1.90

52.2
47.8

4
24.8
0.5
6.2
36.6
0.9
27

61.5
23.4
15.1



86.3
3.3
6.4
4

37.1
62.9

21.7
63.6
14.7


[bookmark: _Toc17890345]

5.2. Physical health of the respondents
Regarding the physical health of the respondents 51.31% of them had medical illness. Of which   60% of them had Hypertension followed by Diabetes mellites 35%. And among the participants around 48% of them use medications. From the participants only 8% of them had family history of mental illness and 11.8% had history of head trauma. 
[bookmark: _Toc47516811]Table 2 Description of physical health of the respondents for Neurocognitive impairment among elderly in Bahir Dar city Administration, Bahir Dar, Ethiopia, 2020 (n=423)
	[bookmark: _Hlk47459683]   Variable 
	             
	frequency                                   
	Percentage (%)

	Presence of medical illness
Hypertension 
  
DM   

Cardiac problem                                                                                                                              
 
	Yes
no
yes
no
yes
no
yes
no
	217
206
130
87
76
141
25
192
	51.31
48.69
59.9
40.1
35
65
11.5
88.5

	HIV/AIDS
	yes
	26
	11.9

	
	no
	191
	88.1

	Current medication
	Yes
no
	198
225
	46.8
53.2

	Hx of head trauma
	Yes
no
	50
373
	11.8
88.2

	Nutritional status
	Malnourished
Risk
normal
	32
165
226
	75.6
39
53.4






5.3. Ever and current substance use of respondents
From total respondents around 10% of them were hazardous alcohol users. Among the participants 8% of them use khat and around 2% use cigarette in the past three months. 

Figure 2: Ever and current substance use of participants in Bahir Dar city Administration, Bahir Dar, Ethiopia, 2020 


	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	














5.4. Mental and psychosocial characteristics of respondents
Regarding the mental health of respondents around 58% of them had depression and 47.5% of them had poor quality of life.
[bookmark: _Toc47516813]Table 3 Mental and psychosocial characteristics of respondents’ participants in Bahir Dar city Administration, Bahir Dar, Ethiopia, 2020 (n=423)
	   Variable 
	
	frequency                                   
	Percentage (%)

	Family hx of mental illness
Depression

significant other social support

family social support

friend social support

quality of life

activity of daily living
	Yes
no
yes
no
low
moderate
high
low
moderate
high
low
moderate
high
poor
high
dependence
moderate dependence
independent
	34
389
245
178
57
150
216
55
136
232
56
213
154
201
222
9
14
400
	8
92
57.9
42.1
13.5
35.5
51
13
32.2
54.8
13.2
50.4
36.4
47.5
52.5
2.1
3.3
94.6








5.5. Prevalence of neurocognitive impairment 
About 178(42.1%) of respondents had neurocognitive impairment with (95%CI; 37.5, 46.7). From those 105(59%) were females and 73(41%) were males. 







[bookmark: _Toc47516836][bookmark: _Hlk46915785]Figure 2 prevalence of Neurocognitive impairment among elderly in Bahir Dar city Administration, Bahir Dar, Ethiopia, 2020 (n=423)



In Bivariable binary logistic regression variables; age above 80, presence of medical condition, has no spouse, lower income, living with relative, family history of mental illness, current mediction use, malnutrition, depression, hazardous alcohol use, poor quality of life, low social support from family, significant others, and friends were variables found to have p-value less than 0.2. These variables fulfilled minimum requirements for further multivariable logistic regression.
In multivariable logistic regression variables; depression, hazardous alcohol use, has no spouse and low and moderate family social support were found to be statistically significant association with neurocognitive impairment at p-value less than 0.05.
Participants who had no spouse were 1.76 times (AOR=1.76, 95%CI;1.08, 2.86) more likely to develop neurocognitive impairment than those who had spouse. 
[bookmark: _Hlk46761983]The odd of having Neurocognitive impairment among respondents who had depression was 3 times as compared to the one without depression with (AOR=3.04, 95%CI;1.80,5.14). 
In this study the odd of having Neurocognitive impairment among respondents who use alcohol were 3 times as compared to those who did not use alcohol (AOR=2.9, 95%CI;1.19, 7.07).
The odd of having Neurocognitive impairment among respondents who had low and moderate social support from the family was 3 with (AOR=3.07, 95%CI;1.35,6.96) and 1.83 (AOR=1.83;1.10, 3.06) times as compared to the one with high family social support.















[bookmark: _Toc47516814][bookmark: _Hlk46915687]Table 4 Bivariable and multivariable binary logistic regression analysis showing association between Neurocognitive impairment and associated factors among elderly in Bahir Dar city Administration, Bahir Dar, Ethiopia, 2020 (n=423)
	[bookmark: _Hlk46866066]Explanatory variables
	Neurocognitive impairment
	COR, (95%CI)
	AOR, (95%CI)

	
	Yes
	No 
	
	

	Age
60-64
65-69
70-74
75-79
80 AND above

	
75
47
36
7
13

	
116
80
33
11
5

	
1
0.909(0.572, 1.44)
1.68(0.969, 2.65)
0.984(0.36, 2.65)
4.02(1.37, 11.74)
	
1
0.76(0.43,1 .32)
1.41(0.72, 2.75)
0.90(0.26, 3.10)
1.00(0.29, 3.46)


	Marital status
Has spouse
No spouse
	
117
61
	
85
160
	
1
3.61(2.40, 5.42)

	
1
1.76(1.08, 2.86) *

	Living condition
alone
relative
family
	
55
38
85
	
37
24
184

	
3.218(1.97, 5.25)
3.427(1.93,6.07)
1
	
1.25(0.62, 2.53)
1.69(0.79, 3.61)
1

	Income
<2004
≥2004
	
79
99
	
78
167
	
1.7(1.14, 2.54)
1
	
1.11(0.67, 1.83)
1

	Medical condition
Yes
No
	
103
75
	
113
132
	
1.6(1.08, 2.36)
1
	
1.5(0.51, 4.45)
1

	Current medication use
yes
no
	

100
78
	

98
147

	

1.923(1.3, 2.84)
1
	

1.55(0.97,2.47)
1

	Family history of mental illness
yes
no

	

23
155
	

11
234
	

3.157(1.49, 6.66)
1
	

1.64(0.70, 3.84)
1

	Nutritional status
malnourished
risk
normal
	
23
92
63
	
9
73
163
	
6.612(2.90, 15.06)
3.261(2.136, 4.97)
1
	
2.35(0.94,5.84)
1.63(0.99, 2.68)
1

	Alcohol use
Yes
No
	
30
148
	
11
234
	
4.31(2.09, 8.86)
1
	
2.90(1.19, 7.07) *
1

	Depression
Yes
No
	
140
38
	
105
140
	
4.91(3.16, 7.61))
1
	
3.04(1.80, 5.14) *
1

	Quality of life
Poor QOL
Good QOL
	
120
58
	
81
164
	
4.18(2.77, 6.32)
1
	
1.59(0.96, 2.61)
1

	significant support
low
moderate
high
	
42
74
62
	
15
76
154
	
6.95(3.59, 13.44)
2.41(1.56, 3.73)
1
	
0.73(0.16, 3.19)
1.04(0.49, 2.21)
1

	Family support
Low
Moderate
High
	
42
69
67
	
13
67
165
	
7.95(4.01, 15.76)
2.53(1.63, 3.93)
1
	
3.07(1.35, 6.96) *
1.83(1.10, 3.06) *
1

	Friend support
Low
Moderate
High
	
42
93
43
	
14
120
111
	
7.74(3.84, 15.59)
2.0(1.28, 3.11)
1
	
2.00(0.69,5.77)
1.39(0.80, 2.41)


*Hosmer and Lemeshow test=0.757                 * =P<0.05










[bookmark: _Toc47601190]6.  Discussion
The current study showed that the prevalence of neurocognitive impairment was 42.1% with (95%CI; 37.5, 46.7) and the variables that shows an association with neurocognitive impairment were depression, has no spouse, alcohol use, low and moderate family social support. 
The prevalence of this study was almost in line with the finding of studies done in Saudi Arabian 45%(38). The prevalence of this study is lower than the study done in Taiwan which was 65.6%(37).The possible reason for this discrepancy might be; the difference in sample size and age of participants. There were about 946 participants and their age was 80 and above. In addition to this, there were individuals with educational level of less than six grade but it uses MMSE cut off point similar to the rest of the others which might inflate the result.
[bookmark: _Hlk47009644][bookmark: _Hlk46931950]However, the finding of the current study was higher than the studies done in India 26.06%(33). china13.6%(34), Iran7.9%(36), Cameroonians and South Africa with prevalence of 33.3% and 16.9% respectively(40, 41). The reason for the discrepancy might be due to difference in sample size, study design, data collection method, and tools.
 In the study done in India, it uses the tool Addenbrooke’s cognitive examination in which each area of domain (attention, memory, fluency, language and visuospatial processing) had individualized cut off point adjusted to educational level whereas in MMSE the overall domain   had single cut off point adjusted to educational level and data was collected by physician researchers who had trained in administering the neuropsychiatric inventory and in addition to this it only assesses mild cognitive impairment despite this the current study use MMSE and assess the presence or absence of neurocognitive impairment in general. 
 The study in Iran uses the brief cognitive assessment tool (BCAT) and DSM-IV criteria to assess dementia specifically (36). For the study of china even if it uses the same tool which is MMSE the cut-off point was different from the current one  that was ≤ 17, 17–20, 21–22, and 23–24, for those who were illiterate, primary school, middle school, and university respectively that might decrease the prevalence. The Cameroonian study include age group 50 and above but the current one includes above 60 years old since age associated in most of the studies the lesser the age the lesser cognitive impairment may occur(40). 
The other reason could be small sample size 302 participants in South Africa compared with the 423 and also the factors like presence of comorbid physical and mental health problems may increase the prevalence of the current study which was not seen in the study of the South African(41).In general, we need to consider socio-demographic characteristics like culture and health seeking behavior that might be another reason for the variation.
6.1. Associated factors
This study found that has no spouse, depression, low and moderate family social support and alcohol use are the factors associated with Neurocognitive impairment. 
[bookmark: _Hlk47484605]In this study, those who had no spouse (separated, widowed, and divorced) were1.76 more likely to develop Neurocognitive impairment. This is supported by studies like Shanghai China(42) and Cameron(40). The possible reason might be due to less social engagement because of loss of their spouse since relationship helps once to grow once social integration. Another reason could be depression that might be associated with loss of loved one that will deteriorate cognitive function(63).
  Participants with depression  had three chance of developing cognitive impairment and it is also supported by studies in Indian(33) Jamaican(35) and Brazilian (45).The possible explanation could be depression could be an early sign of cognitive impairment or risk factor for the development of dementia especially if the condition is untreated. But still, the relationship between the two is not clear enough which requires further investigation. And in addition to this it could be pseudodementia, a condition were individuals who had mental illness especially depression might mimic signs of dementia as a consequence of the mental problem.
Those who had low family social support has three times risk of developing Neurocognitive impairment than those who has high family support and also those with moderate family social support also had around twice the chance of having Neurocognitive impairment. This finding is also supported by other literature like the study in Malaysia on the influence of social support on cognitive impairment(32).The possible explanation for the association could be people who receive good baseline social support especially from the family has a better cognitive outcome. Social integration and good family integration lessen psychological stress and even improve physical health that can prevent cognitive decline. The more people involve in social activities and receive family support the more they become expose to different stimuli so improve their cognitive ability but on the contrary as people lack social support especially from the family members the more the risk of having a cognitive impairment(34).
The other factor which is associated with cognitive impairment was alcohol use, which had three times more likely to develop Neurocognitive impairment. This is also supported by the study in Taiwan and India. This might happen due to since alcohol will prevent the regeneration of neurons will deteriorate cognitive ability plus alcohol affect memory formation, visuospatial capacity and executive function due to multiple brain lesions. There will be premature aging of the brain in the elderly because alcohol could induce brain atrophy. In addition, since alcohol may lead to other physical and mental problems it can indirectly create cognitive impairment(64).















[bookmark: _Toc47601191]7. Limitation of the study
· The generalizability of the study might be limited for those who had formal education since the tool is adapted based on educational level in this setup
· Age was taken only subjectively where there was no recorded birth certificate
















[bookmark: _Toc47601192]8.  Conclusion 
In the current study, the prevalence of Neurocognitive impairment was high as compared to studies done in sub-Saharan countries. Those who have Neurocognitive impairment were shown significant association with no spouse, depression, low and moderate family social support and alcohol use.
















[bookmark: _Toc47601193]9. Recommendation
Recommendation to Amhara regional bureau of health
·  Using mass media or community workers provide information about cognitive impairment and its relation with depression, alcohol and social support
· Training of community workers so as to screen and link the elderly with cognitive decline to hospitals for early management.
Recommendation to the family of the elderly
· Old ages need care and support from the community and families to maintain their cognitive functioning so it is better to provide such care for them.
Recommendation for community health workers 
· Provide information for care giver about the need of social support for elderly
· Educating both families and old ages on the consequence of alcohol on health and early sign of cognitive impairment
Recommendation to future researchers 
· To do similar researches on Neurocognitive impairment using other study designs like cohort study.
· To adopt tools that are appropriate for our country setup to include all old age at a different educational level.
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[bookmark: _Toc27666955][bookmark: _Toc25440911]ANNEX I: English version Patient information consent
Dear Participants: Code No: ________
My name is Betelhem Fekadu; I am a student undertaking a Master's degree in Integrated clinical and community Mental Health at Bahir Dar University. One of the requirements for the degree is to conduct a research project. This letter serves to ask consent from you to take part in this research. The purpose of this study is to assess the prevalence and associated factors of Neurocognitive impairment among elderly in Bahir Dar city. This will be a critical input for policymakers and institutions involved in care and support for this particular age group. Your participation in this research is voluntary. If you decide not to participate there will be no negative consequences for you. Your participation on this study is very important for the achievement of the study objectives. There is no any risk that will come to you because of your participation in this study. All the responses given by you and results obtained will be kept confidential using coding system whereby no one will have access to your response. You are not expected to give your name or phone number. Without permission from you and legal body, any part of this study will not be disclosed to third person. You have full right to refuse and withdrawal to participate in this study if you don't wish. The interview period will take about 15 minutes. If you are willing to participate in this study, you need to understand and sign the agreement form, and then you will be asked to give your responses to data collectors.  
Name of investigator: Betelhem Fekadu     0921778286(fekadubetelhem@gmail.com )
Are you volunteered to participate in the interview?    Yes                           No





[bookmark: _Toc511627270][bookmark: _Toc27666956][bookmark: _Toc25440912]ANNEX II: Informed Consent and Questionnaire
INFORMED CONSENT 
I have been briefly informed about the study and I clearly understood the objective. Since it doesn't affect my personal life, I agreed to take part in the study. Consequently, I here approve my consent to take part in the study as an interviewee with my signature. 
Agreed to participate, sign and proceed to interview 
Not agreed to participate, thank the respondent and end the interview 
Signature ____________________ Date ______________________















Section I: Socio-demographic information
	Code  
	Questions 
	Response

	101
	How old are you?
	Age in years_______

	102
	Sex 
	1. Male         2. Female

	103
	What is your religion?
	1. Orthodox                   2. Muslim 
3. Protestant                 4. Catholic 
5. Others (specify------------------------

	104
	What is your marital status?
	1. Single      2. Married         3. Separated 
4. Divorced         5. Widowed/widower

	105
	What is your level of your education?
	1. Primary school (5-8)        2. High school (9-12)         3. college graduate and above

	106
	What is your occupation?
	1. Government employer       2. Merchant   
3. Farmer         4. Day laborer
5. Housewife     6. jobless 
 7. Retired         8. Others(specify--------------)

	107
	What’s your average monthly income?
	
__________________

	108
	With whom you live currently?
	1. Alone           3. Relative
 2. Family         4. Others-----------------------











Section II Physical and mental health 
	Code
	Question
	

	
200
	Did you have any of the following confirmed medical condition by health professional
	1. Hypertension
2. Diabetic mellitus 
3. cardiac problem
4. HIV/AIDS
5. Other….


	201
	Any mediction currently in use
	1 yes
2 No

	202
	Family history of mental illness
	1 Yes
2 No

	203
	Any history of head trauma 
	1 yes
2 No












Section III. Mini-Mental Status Examination for Neurocognitive assessment.
	CODE
	Maximum Score 
	Patient’s Score 
	Questions 

	301
	5
	
	“What is the year?  Season?  Date?  Day of the week?  Month?” 

	302
	5
	
	“Where are we now: State?  County?  Town/city?  Hospital?  Floor?”

	303
	3
	
	The examiner names three unrelated objects clearly and slowly, then asks the patient to name all three of them. The patient’s response is used for scoring. The examiner repeats them until patient learns all of them, if possible. Number of trials: ___________

	304
	5
	
	“I would like you to count backward from 100 by sevens.” (93, 86, 79, 72, 65, …) Stop after five answers. Alternative: “Spell WORLD backwards.” (D-L-R-O-W) 

	305
	3
	
	“Earlier I told you the names of three things. Can you tell me what those were?” 

	306
	2
	
	Show the patient two simple objects, such as a wristwatch and a pencil, and ask the patient to name them. 

	307
	1
	
	“Repeat the phrase: ‘No ifs, ands, or buts.’”

	308
	3
	
	“Take the paper in your right hand, fold it in half, and put it on the floor.” (The examiner gives the patient a piece of blank paper.) 

	309
	1
	
	“Please read this and do what it says.” (Written instruction is “Close your eyes.”) 

	310
	1
	
	“Make up and write a sentence about anything.” (This sentence must contain a noun and a verb.) 

	311
	1
	
	“Please copy this picture.” (The examiner gives the patient a blank piece of paper and asks him/her to draw the symbol below. All 10 angles must be present and two must intersect.) 
[image: ]

	
	30
	
	Total


 
Section IV: life time and Current substance use
	Code 
	Questionnaires
	Rating 

	401
	Have you ever used any of the following substances in your life?
	1 Khat
2 Tobacco
3 cannabis
4Others specify--------------

	402
	In the past 3 months, have you used any of the following substances?
	1 Khat
2 Tobacco
3 Cannabis
4 Others specify-------------- 



Section V: Multidimensional social support scale
	code
	
	Very strongly disagree
	strongly disagree
	mildly disagree
	neutral
	Mildly agree
	strongly agree
	Very strongly agree

	501
	There is a special person who is around when I am in need.
	1
	2
	3
	4
	5
	6
	7

	502
	There is a special person with 
whom I can share joys and sorrows.
	
	
	
	
	
	
	

	503
	My family really tries to help me.
	
	
	
	
	
	
	

	504
	I get the emotional help & support 
I need from my family.
	
	
	
	
	
	
	

	505
	I have a special person who is 
a real source of comfort to me.
	
	
	
	
	
	
	

	506
	have a special person who is 
a real source of comfort to me.
	
	
	
	
	
	
	

	507
	I can count on my friends when 
things go wrong.
	
	
	
	
	
	
	

	508
	I can talk about my problems with 
my family.
	
	
	
	
	
	
	

	509
	I have friends with whom I can 
share my joys and sorrows.
	
	
	
	
	
	
	

	510
	There is a special person in my 
life who cares about my feelings.
	
	
	
	
	
	
	

	511
	I can talk about my problems with 
my friends.
	
	
	
	
	
	
	

	512
	I can talk about my problems with 
my friends.
	
	
	
	
	
	
	



Section VI: MINI-NUTRITIONAL ASSESSMENT
	


601
	A Has food intake decline over the past three months due to loss of appetite, digestive problem, chewing or swallowing difficulty
0= severe decrease in food intake
1= moderate decrease in food intake
2=no decrease in food intake

	602
	B weight loss in the past three months
0= weight loss more than 3 kg
1= does not know
2= weight loss1 to 3 kg
3= no loss

	603
	C mobility
0= bed or chair bound
1= able to get out of bed/ chair but does not go out
2=goes out

	604
	D Has suffered psychological stress or acute disease in the past 3 months?
0= yes
2 =no

	605
	E neuropsychological problem
0= sever dementia or depression
1= mild dementia
2= no psychological problem

	606
	F calf circumference
0= CC less than 31
3= CC 31 or greater 






Section VII: FAST Alcohol screening test
	Code
	Question
	never
	< month
	monthly
	Weekly
	Daily or almost
daily

	701
	How often do you have 8 drinks (men) / 6 drinks (women) or more on one occasion?
	0
	1
	2
	3
	4

	702
	How often in the last year have you not been able to remember what happened when drinking the night before?
	0
	1
	2
	3
	4

	703
	How often in the last year have you failed to do what was expected of you because of drinking?
	0
	1
	2
	3
	4

	704
	Has a relative / friend / doctor / health worker been concerned about your drinking or advised you to cut down on your drinking?
	No
	Yes, on one occasion
	Yes, on more than one occasion
	
	











Section VIII: Katz index of independence in activity of daily living 
	code
	ACTIVITIES
POINTS (1 OR 0)
	INDEPENDENCE:
(1 POINT)
	DEPENDENCE:
(0 POINTS)

	801
	BATHING
POINTS: ___________
	(1 POINT) Bathes self completely or
needs help in bathing only a single part of the body such as the back, genital area or disabled extremity.
	(0 POINTS) Needs help with bathing
more than one part of the body,
getting in or out of the tub or shower.
Requires total bathing.

	802
	DRESSING
POINTS: ___________
	(1 POINT) Gets clothes from closets and drawers and puts on clothes and outer garments complete with fasteners. May have help tying shoes.
	(0 POINTS) Needs help with dressing
self or needs to be completely dressed.

	803
	TOILETING
POINTS: ___________
	1 POINT) Goes to toilet, gets on and
off, arranges clothes, cleans genital area without help.
	0 POINTS) Needs help transferring
to the toilet, cleaning self or uses
bed pan or commode.

	804
	TRANSFERRING
POINTS: ___________
	(1 POINT) Moves in and out of bed or chair unassisted. Mechanical transferring aides are acceptable.
	(0 POINTS) Needs help in moving
from bed to chair or requires a
Complete transfer.

	805
	CONTINENCE
POINTS: ___________
	1 POINT) Exercises complete self
control over urination and defecation.
	(0 POINTS) Is partially or totally incontinent of bowel or bladder.

	806
	FEEDING
POINTS: ___________
	1 POINT) Gets food from plate in to mouth without help. Preparation of food may be done by another person.
	(0 POINTS) Needs partial or total help with feeding or requires parenteral feeding.






SECTION IX: WHOQOL-BREF
Please read each question assessing your feeling and circle the number on the scale for each question that gives the best answer for you.
	
	
	Very poor 
	poor
	Neither poor nor good
	Good
	Very good

	901
	How would you rate your quality of life?
	1
	2
	3
	4
	5



	
	
	Very dissatisfied 
	Dissatisfied 
	Neither satisfied nor dissatisfied
	satisfied
	Very satisfied

	902
	How satisfied are you with your health?
	1
	2
	3
	4
	5



The following questions ask about how much you have experienced certain things in the last two weeks.
	
	
	Not at all
	A little 
	A moderate amount
	Very much
	An extreme amount

	903
	To what extent do you feel that physical pain prevents you from doing what you need to do?
	1
	2
	3
	4
	5

	904
	How much do you need any medical treatment to function in your daily life?
	1
	2
	3
	4
	5

	905
	How much do you enjoy life?
	1
	2
	3
	4
	5

	906
	To what extent do you feel your life to be meaningful?
	1
	2
	3
	4
	5



	
	
	Not at all
	A little 
	A moderate amount
	Very much
	An extreme amount

	907
	How well are you able to concentrate?
	
	
	
	
	

	908 
	How safe do you feel in your daily life?
	
	
	
	
	

	909 
	How healthy is your physical 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 

	910 
	Do you have enough energy for everyday life?
	
	
	
	
	

	911 
	Are you able to accept your bodily appearance?
	
	
	
	
	

	912 
	Have you enough money to meet your needs?
	
	
	
	
	

	913 
	How available to you is the information that you need in your day-to-day life?
	
	
	
	
	

	914 
	To what extent do you have the opportunity for leisure activities?
	
	
	
	
	



	
	
	Very poor 
	poor
	Neither poor nor good
	good
	Very good

	915 
	How well are you able to get 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 
	Dissatisfied 
	Neither satisfied nor dissatisfied
	Satisfied
	Very satisfied

	916 
	How satisfied are you with your sleep?
	
	
	
	
	

	917 
	How satisfied are you with your ability
to perform your daily living activities?
	
	
	
	
	

	918
	How satisfied are you with your capacity for work?
	
	
	
	
	

	919 
	How satisfied are you with yourself?
	
	
	
	
	

	920
	How satisfied are you with your
personal relationships?
	
	
	
	
	

	921
	How satisfied are you with your sex life?
	
	
	
	
	

	922
	How satisfied are you with the support
you get from your friends?
	
	
	
	
	

	923
	How satisfied are you with the
conditions of your living place?
	
	
	
	
	

	924
	How satisfied are you with your access
to health services?
	
	
	
	
	

	925
	How satisfied are you with 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 

	926 
	How often do you have negative feelings such as blue mood, despair, anxiety, depression?
	
	
	
	
	

















Section X: Geriatric depression scale
	C0de
	question
	YES/NO

	1001
	Are you basically satisfied with your life?
	

	1002
	Have you dropped many of your activities and interests?
	

	1003
	Do you feel that your life is empty?
	

	1004
	Do you often get bored?

	

	1005
	Are you in good spirits most of the time?
	

	1006
	Are you afraid that something bad is going to happen to you?
	

	1007
	Do you feel happy most of the time?
	

	1008
	Do you often feel helpless?
	

	1009
	Do you prefer to stay at home, rather than going out and doing new things?
	

	1100
	Do you feel you have more problems with memory than most?
	

	1111
	Do you think it is wonderful l to be alive now?
	

	1112
	Do you feel pretty worth less the way you are?
	

	1113
	Do you feel full of energy?
	

	1114
	Do you feel that your situation is hopeless?
	

	1115
	Do you think that most people are better off than you are?
	








በአማርኛየተዘጋጀ መጠየቅ                 ኮድ____________
የተሳታፊ መረጃ
የጥናቱ ርዕስ፡ በባህርዳር ከተማ እድሜያቸው 60 እና ከዛ በላይ በሆኑ ነዋሪዎች ላይ አእምሮዋዊና ነርቭ መስተጋብር ሁኔታንና ተጉዋዳኝ ምክንያቶችን ማጥናትን የተመለከተ ነው፡፡ 
የጥናቱ አላማ በባህር ዳር ዩኒቨርስቲ ህክምና እና ጤና ሳይንስ ኮሌጅ ስነአእምሮ ትምህርት ክፍል በተቀናጀ ክሊኒካዊ እና ማህበረሰብ የአእምሮ ጤና ሁለተኛ ድግሪ በከፊል ለማሟላት የሚያስችል ነው::
ሂደትና እና የቆይታ ጊዜ፡ እኔ መጠይቁን እጠይቃለው እና ቃለመጠይቁን ለማጠናቀቅ 15-20 ደቂቃዎች ያስፈልጋል እያንዳንዱ ጥያቄ ለመመለስ የሚያደረጉት መተባበርና ፈቃደኛነት የችግሩን መጠንና ተጓዳኝ ምክንያቶችን ለማወቅ ይረዳል፡፡
ጉደት እና ጥቅም፡ በዚህ ጥናት ውስጥ መሳተፍ ጉዳቱ በጣም ትንሽ ነው እርሱም ከእርስዎ ጊዜ ትንሽ ደቂቃዎች ብቻ ይወስዳል፡፡ በዚህ ጥናት ለመሳተፍ ምንም ዓይነት ቀጥተኛ ክፍያ አይኖርም፡፡
ሚስጢራዊነት፡  ስምዎ እና መታወቂያዎ በዚህ ቅጽ ላይ አይፃፉም, የሚሰጧቸው መረጃዎች በምስጢር ይጠበቃሉ, በተለይም እርስዎን ለይቶ የሚያሳውቅ መረጃ አይኖርም፡፡ በጥናቱ ውስጥ ተሳታፊውን ሊያገናኝ የሚችል የቃል ወይም የጽሑፍ ሪፖርት አይሰጥም፡፡
መብት: ተሳትፎዎ በፈቃደኝነት ነው እና እርስዎ ለመመለስ የማይፈልጉት ማንኛውም ጥያቄ ለመመለስ አይገደዱም:  በዚህ ጥናት ለመሳተፍ ወይም በማንኛውም ሰዓት ጥናቱን ለመተው የማድረግ መብት አለዎት:: ለመሳተፍ ፈቃደኛ አለመሆን ቅጣት ወይም የሚያሳጣ ጥቅማጥቅ የለውም፡፡
ክፍያ፡ መርማሪው ወይም እኔ በዚህ ጥናት ውስጥ ላደረጉት ተሳትፎ ምንም ክፍያ አይከፈሎትም፡፡��
አድራሻ: በጥናቱ ላይ አንዳንድ ጥያቄዎች ካሉዎት, በሚከተለው አድራሻ መገናኘት ይችላሉ፡፡
ስም፡ ቤተልሄም ፍቃዱ
ኢሜል፡ fekadubetelhem@gmail.com
የስምምነትማረጋገጨ
የተሳትፎ መረጃ በአገባቡ አንብቤያለሁ, የጥናቱን አላማ, ጉዳትና ጥቅማጥቅም እና ሚስጥር የመጠበቅን ጉዳይ በሚገባ ተረድቻለሁ ምናልባት ግልጽ ያልሆኑ ነገሮች ላይጥያቄ ለመጠየቅ እድል ተሰጥቶኛል በማንኛውም ጊዜ ከጥናቱ የመውጣት መብት እንዳለኝ ተነግሮኛል ስለዚህ ከዚህ በታች በተገለጸው መሠረት በዚህ ጥናት ውስጥ ለመሳተፍ በፈቃደኝነት መስማማቴን በፊርማዬ አሳውቃለው፡፡
ፊርማ____________  ቀን _____/____/_____

አማርኛመጠይቅ
ክፍል 1
የግልናየማህበራዊአኗኗርመረጃዎች
	ተ.ቁ
	መጠይቅ
	መለያ

	101
	እድሜዎስንትነው?  
	_______________ዓመት

	102
	ሀይማኖትዎምንድንነው? 
	1. ኦርቶዶክስ    2. ፕሮቴስታንት      3. ሙስሊም  4. ካቶሊክ          5. ሌላ ___________________

	103
	የጋብቻሁኔታዎምንድንነው? 
	1. ያገባ/ች      2. ያላገባ/ች        3. የፈታ/ች    4. የሞተበት/ባት 5. ተለያይተውየሚኖሩ

	104
	ብሄርዎምንድንነው? 
	1. ኦሮሞ     2. አማራ    3. ትግሬ      4 ጉራጌ 5.ሌሎች____________________

	105
	የትምህርትደረጃ
	1. አንደኛደረጃ (5-8)    2.ሁለተኛደረጃ(9-12)       3.ኮሌጅእናከዛበላይ

	106
	ስራዎ ምንድን ነው?  
	1.  የመንግስትሰራተኛ      2. ነጋዴ 3. ገበሬ 4. የቀንሰራተኛ 5. የቤትእመቤት 6. ስራአጥ 7. ጡረታየወጣ     8. ሌላ ___________

	107
	በአሁንሰዓትከማንጋርይኖራሉ
	1. ብቻዎን  2. ከዘመድጋር 3. ከቤተሰብጋር  4. ሌላ_________

	108
	የወርገቢመጠንዎበአማካኝስንትነው (ETB)
	 __________________



ክፍል 2 : አካላዊና አእምሮዋዊ ጤናን መለኪያ መጠይቅ
	ኮድ
	
	

	
200
	ከሚከተሉት መካከል በጤና ባለሙያ የተረጋገጠ ህመም አለብዎ  
	ሀ.  ደም ግፊት  ለ. ስኩዋር
ሐ. የልብ ህመም  መ. ኤች/አይ/ቪ ኤድስ
ሠ ሌላ

	201
	አሁን ላይ የሚወስዱት መዳኒት አለዎት
	ሀ. አዎ       ለ.የለም

	202
	ከቤተሰቦ መካከል የአእምሮ ህመም ያለበት ሰው አለ?
	ሀ. አዎ      ለ. የለም

	203
	የጭንቅላት ጉዳት/ ግጭት ደርሶቦት ያውቃል?
	ሀ. አዎ      ለ. የለም




ክፍል 3. አእምሮዋዊና ነርቭ መስተጋብር ሁኔታን መመዘን.
	ኮድ
	ከፍተኛ
ድምር
	የታካሚው
ውጤት
	ጥያቅ

	301
	5
	
	አሁን ያለንበት “ዓመተ ምህረቱ ስንት ነው?  ወቅት?  ቀን ስንት ነው?  ቀኑ ማነው?  ወሩ ምንድነው?” 

	302
	5
	
	“አሁን የት ነዎት: ሀገር?  ክልል?  ከተማ?  ክፍለከተማ?  ቀበሌ?”

	303
	3
	
	አሁን የምነግሮትን ሶስት ነገሮች ከኔ ቀጥለው ይሉልኛል; “ ውሃ፣ ሰአት፣ ወንበር” 

	304
	5
	
	“ከመቶ ላይ ሰባት ሰባት እየቀነሱ እስከ አምስት ደረጃ ሊያሰሉልኝ ይችላሉ” (93, 86, 79, 72, 65, …) ወይም “ኢትዮጵያ”  የሚለውን ቃል ከፊት ወደሁዋላ በቃልዎት ይንገሩኝ (ያ-ጵ-ዮ-ት-ኢ)

	305
	3
	
	“ቅድም የነገርኮትን ሶስት ነገሮች ድጋሜ ሊነግሩኝ ይችላሉ?” 

	306
	2
	
	አሁን የማሳይዎትን ሁለት ነገሮች ስማቸውን ይንገሩኝ ( ለምሳሌ እስኪሪፕቶና ወረቀት) 

	307
	1
	
	“በበግ ቤት በግ ገባ” የሚለውን ሀርግ ደጋግመው ይበሉልኝ?

	308
	3
	
	“የምሰጦትን ወረቀት በቀኝ እጆ ያንሱ፤ ከሁለት ቦታ ይጠፉት፣ በመቀጠልም መሬት ላይ ይጣሉት! 

	309
	1
	
	“ቀጣዩን አረፍተ ነገር በማንበብ የሚለውን በድርጊት ያሳዩኝ፡፡” ( “አይኖትን ይጨፍኑ!”) 

	310
	1
	
	“አንድ ትርጉም የሚሰጥ ዓረፍተ-ነገር  ይመስርቱ! (ስምና ግስ ሊኖረው ይገባል.) 

	311
	1
	
	“ይህን የሚመለከቱትን ምስል በባዶው ወረቀት ላይ ሊስሉልኝ ይችላሉ? (ሁሉም አስር መዓዘኖች መኖርና ሁለቱ መዓዘኖች መጣመር አለባቸው) 
[image: ]

	
	30
	
	ድምር፡____________







ክፍል 4፡ የአደዛዥእጽተጠቃሚነትሁኔታ
	ተ.ቁ
	በህይወትዎ ከዚህ በታች ከተዘረዘሩት የትኞቹን ተጠቅመዋል? /በህክምና ያልታዘዙ ብቻ/	
	የመልስምርጫ

	
	
	አዎ	
	አይደለም

	401
	የቶባኮዉጤቶች(ሲጋራእናየመሳሰሉትን	)
	
	

	402
	ጫት፡ ሺሻ
	
	

	
	ባለፉትሶስትወራትከዚህበታችከተዘረዘሩትየትኞቹንተጠቅመዋል?/በህክምናያልታዘዙብቻ
	
	

	404
	የቶባኮዉጤቶች(ሲጋራእናየመሳሰሉትን
	
	

	405
	ጫት፡ ሺሻ
	
	

	406
	ሌላ ካለ
	
	



ክፍል 5፡- የማህበራዊ ድጋፍ መጠይቅ
	ተ.ቁ
	 ጥያቄ
	በጠም በጣም አልስማማም
	በጣም አልስማማም
	በመጠኑ አልስማማም
	ገለልተኛ ነኝ 
	በመጠኑ እስማማለው
	በጣም እስማማለው
	በጣም በጣም እስማማለው

	501
	እርዳታ በሚያስፈልገኝ ሰዓት የሚረዳኝ የኔ የምለው ሰው ከጎኔ አለኝ
	1
	2
	3
	4
	5
	6
	7

	502
	ሀዘኔንና ደስታዬን የሚጋራኝ የኔ የምለው ሰው አለኝ 
	1
	2
	3
	4
	5
	6
	7

	503
	ቤተሰቦቼ እኔን ለማገዝ ከልባቸው ጥረት ያደርጋሉ፡፡ 
	1
	2
	3
	4
	5
	6
	7

	504
	ከቤተሰቦቼ በመንፈስ እንድጠነክር የሚየስፈልገኝን ድጋፍ አገኛለው፡፡ 
	1
	2
	3
	4
	5
	6
	7

	505
	እውነተኛ የምቾት ምንጬ የሆነ የኔ የምለው ሰው ከጎኔ አለኝ፡፡ 
	1
	2
	3
	4
	5
	6
	7

	506
	ባልንጀሮቼ እኔን ለመርዳት ከልባቸው ይጥራሉ፡፡ 
	1
	2
	3
	4
	5
	6
	7

	507
	መጥፎ ሁነታዎች ቢገጥሙኝ የማይለዩኝ/ የምመካባቸው ባልንጀሮች አሉኝ፡፡
	
	
	
	
	
	
	

	508
	ስለችግሮቼ ከቤተሰቦቼ ጋር መወያየት እችላለው፡፡ 
	1
	2
	3
	4
	5
	6
	7

	509
	ሀዘኔንና ደስታዬን የሚጋሩኝ ጉዋደኞች አሉኝ፡፡ 
	1
	2
	3
	4
	5
	6
	7

	510
	በህይወቴ ስለስሜቴ የሚገደው/የሚጨነቅ ልዩ ሰው አለኝ፡፡
	1
	2
	3
	4
	5
	6
	7

	511
	ቤተሰቦቼ በምወስናቸው ውሳኔዎች እኔን ለመርዳት ፍቃደኞች ናቸው፡፡ 
	1
	2
	3
	4
	5
	6
	7

	512
	ስለችግሮቼ ከጉዋደኞቼ ጋር መወያየት እችላለው፡፡
	1
	2
	3
	4
	5
	6
	7


ክፍል6: ሰርሀተ ምግብን የተመለከተ መጠይቅ
	ተ.ቁ
	ጥያቄ

	601
	ባለፉት ሶስት ወራት ውስጥ በምግብ ፍላገት መቀነስ፣ በምግብ አለመፈጨት አልያም በማኘክ ወይም በመዋጥ ችግር የተነሳ የምግብ አወሳሰዶ ቀንሶ ይሆን? 
0= በጣም ቀንሱዋል 
1= በመጠኑ ቀንሱዋል 
2= ምንም አልቀነሰም 

	602
	 ባለፉት ሶስት ወራት የክብደት መቀነስ ታይቶቦታል
0= ከሶስት ኪሎ ግራም በላይ ቀንሱዋል 
1= አላውቀውም 
2= ከ 1 እስከ 3  ኪሎ ግራም ያክል ቀንሱዋል    3= በጭራሽ አልቀነስኩም

	603
	እንቅስቃሴን በተመለከተ
0= የአልጋ ቁራኛ ወይም በዊልቸር  ተጠቃሚ 
1= አልጋ ላይ ወይም ወንበር ላይ መቀመጥና መነሳት የሚችል፣ ነገር ግን ከቤት ውጭ መንቀሳቀስ  የማይችሉ 
2= ከቤት ውጭ መንቀሳቀስ የሚችል

	604
	ባለፉት ሶስት ወራት የስነልቦና ጫና ወይም ድንገተኛ ህመም አጋጥሞት ያውቃል?
0= አዎ
2 = የለም

	605
	የነርቭ ወይም የስነ-ዓዕምሮ ችግር አለብዎ 
0= ከፍተኛ የሆነ የመርሳት ችግር ወይም ድባቴ 
1= መለስተኛ የመርሳት ችግር 
2= ምንም  የለብኝም 

	606
	የእጅዎ ጡንቻ ዙርያ መጠን 
0= ከ 31 cm በታች 
3= 31 cm አና ከዛ በላይ 










ክፍል 7 የአልኮል መጠጥ አወሳሰድ  መጠይቅ
የሚከተልት ጥያቄዎች በቋሚነት የአልኮል መጠጥ አወሳሰድ ላይ ያተኩራሉ፡፡ ተሳታፊው መጠጥ ጠጥተው የማያውቁ ከሆነ (ካቆሙ) አራቱንም ጥያቄዎች ይለፉ፡፡ ከመጀመርዎ በፉት ተሳታፉው የሚያዘወትሩትን መጠጥ ይጠይቁ፡፡
1. 1 መጠጥ - 1 ጠርሙስ ቢራ ወይም 1 ብርጭቆ ወይን/ጠላ/ጠጅ ወይም 1 መለኪያ አረቄ/ጅን/ቮድካ/ውስኪ

	
	ጥያቄዎች
	ምንም የለም
	በወር ከ 1
ጊዜ በታች
	በወር 1 ጊዜ
	በየሳም
ንቱ
	በሳምንት ከ 2 ጊዜ በላይ

	701
	በአንድ ጊዜ 8 እና ከዛ በላይ (ለወንዶች)፤ 6 እና ከዛ በላይ
(ለሴቶች) የሚጠጡበት አጋጣሚ ምን ያህል ነው
	0
	1
	2
	3
	4

	702
	ባለፈው ዓመት ውስጥ መጠጥ ጠጥተው ያደረጉትን ነገር የረሱበት አጋጣሚ ምን ያህል ነው
	0
	1
	2
	3
	4

	703
	ባለፈው ዓመት ውስጥ በመጠጥ ምክንያት ከስራ የተስተጓጎሉበት አጋጣሚ ምን ያህል ነው
	0
	1
	2
	3
	4

	704
	ባለፈው አመት ውስጥ ዘመዶችዎ/ ጓደኛዎ / የሕክምና ባለሙያዎች የመጠጥ አጠቃቀመዎ አሳስቧቸው ያውቃል ወይም መጠጣተዎን እንዳቆሙ የመከርዎት አለ
	ምንም የለም
	አንድ አጋጣሚ አለ
	ከአንድ በላይ አጋጣሚ አለ
	
	











ክፍል 8: የየእለት ውሎ የሚተገበሩ ስራዎች ላይ ራስን  በራስ መቻል የሚመዝን መጠይቅ  
	ድርጊቶች
ልኬትመጠን (1 ወይም0)
	አራስንመቻል:
(1ነጥብ)
	ጥገኛመኆን:
(0ነጥብ)

	ገላ መታጠብ

ነጥብ:____
	ሙሉ በሙሉ እራስን ችሎ መታጠብ ወይም የተወሰኑ የሰውነት ክፍሎችን (ጀርባ፣ የመራቢያ አካላት አካባቢ እና የተጎዳ የሰውነት ክፍልን) ለመታጠብ እርዳታ መጠየቅ
	ለመታጠብ ሙሉ በሙሉ የሰዎችን እርዳታ መሻት


	ልብስ መልበስ

ነጥብ:______
	ልብሶችን ካሉበት ስፍራ ( ቁምሳጥን ወይም ሻንጣ በተገቢው ፍጥነት አውጥቶ መልበስ; (ጫማ የማሰር እርዳታ ሊያስፈልግ ይችላል)
	ለመልበስ ሙሉ በሙሉ የሰዎችን እርዳታ መሻት


	መፀዳዳት

ነጥብ:_____
	መጸዳጃ ቤት መግባት፣ መቀመጥና መነሳት፣ መጸዳጃ አካላትን ያለአጋዥ ማጽዳት
	መጸዳጃ ቤት ለመግባት፣ መጸዳጃ አካላትን ለማጽዳት እርዳታን መሻት ወይም ባሉበት ፖፖ ወይም ሌላ መሳርያ መጠቀም

	መተላለፍ     ( ከቦታ ቦታ)

ነጠብ:______
	ያለአጋዥ ከአልጋ ወይም ከመቀመጫ መውረድና መውጣት ( ምርኩዝ መጠቀም ሊጠበቅ ይችላል)
	ለመንቀሳቀስ ሙሉ በሙሉ ወይም በከፊል እርዳታ መሻት


	ሽንትና ሰገራ መቆጣጠር

ነጥብ:_______
	ሙሉ ለሙሉ መቆጣጠር መቻል

	በከፊል ወይም ሙሉ ለሙሉ ሽንትን ወይም ሰገራን መቆጣጠር አለመቻል.

	አመጋገብ

ነጥብ:_______
	እራስን ችሎ መመገብ
	ለመመገብ ሙሉ በሙሉ ወይም በከፊል የሌሎችን እርዳታ ይሻሉ 










ክፍል9 የህይወት አኗኗር የጥራት ደረጃ መጠይቅ
 ባለፉት አራት ሳምንታት ጊዜ ውስጥ ስለ ነበርዎት የአኗኗር ሁኔታ እንዲያስቡ እንጠይቅዎታለን፡፡ 
	ተ.ቁ
	መ
ጠየቅ
	
	
	
	
	

	901
	የህይወት አኗኗር የጥራት ደረጃ ሁኔታዎ ምንያህል ጥሩነው ብለው ያስባሉ?    1. በጣም ደካማ   2. ደካማ    3. መካከለኛ   4.  ጥሩ   5. በጣም ጥሩ
	1
	2
	3
	4
	5

	902
	በጤንነተዎ ምን ያህል ረክተዋል? 
1.በጣም አልረካሁም 2. አልረካሁም 3. መካከለኛ 4. ረክቻለሁ 5. በጣም ረክቻለሁ
	1
	2
	3
	4
	5

	903
	አካላዊ ህመም ማድረግ ወይም መፈፀም የሚገባዎትን ነገር እንዳይፈጽሙ በምን ያህል ሁኔታ ያግድዎታል? 
1. ጭራሽ    2.  ትንሽትንሽ     3.  በመጠኑ  4.  በጣም 5. እጅግ በጣም
	5
	4
	3
	2
	1

	904
	በየእለት ህይወትዎ መደበኛ የሆኑ ተግባራትን ለመፈጸም የህክምና እርዳታ የሚያስፈልግዎ በምን ያህል መጠን ነው? 
	5
	4
	3
	2
	1

	905
	በህይወትዎ ምን ያህል ደስተኛ ነዎት? 
	1
	2
	3
	4
	5

	906
	ህይወትዎ ምን ያህል ትርጉም ይሰጡታል? 
	1
	2
	3
	4
	5

	907
	ሃሳበዎን ለማሰባሰብ ምንያህል ይችላሉ? 
	1
	2
	3
	4
	5

	908
	በየእለት ህይወትዎ ምንያህል ደህንነት ይሰማዎታል? 
	1
	2
	3
	4
	5

	909
	የመኖሪያ አካባቢዎ ምንያህል ጤናማ ነው? 
	1
	2
	3
	4
	5

	910
	ለእለት ተእለት እንቅስቃሴዎ በቂ ጉልበት አለዎት? 
	1
	2
	3
	4
	5

	911
	አካላዊ ገጽታዎን መቀበል ይችላሉን? 
	1
	2
	3
	4
	5

	912
	ፍላጎቶችዎን ለማሟላት በቂገንዘብ አለዎትን? 
	1
	2
	3
	4
	5

	913
	በየእለት ህይወትዎ የሚፈልጓቸውን መረጃዎች በቀላሉ ለማግኘት ይችላሉን?
	1
	2
	3
	4
	5

	914
	ለመዝናናት ምን ያህል እድል አለዎ? 
	1
	2
	3
	4
	5

	915
	ከቦታ ቦታ መንቀሳቀስ ምንያህል ይችላሉ?     1. በጣም አልችልም 2. አልችልም 3. መካከለኛ 4. እችላለሁ 5. በጣም እችላለሁ
	1
	2
	3
	4
	5

	916
	በእንቅልፈዎ ምንያህል ረክተዋል?  1. በጣም አልረካሁም    2. አልረካሁም    3. መካከለኛ     4.  ረክቻለሁ    5. በጣም ረክቻለሁ
	1
	2
	3
	4
	5

	917
	የየእለት ስራዎችዎን ከማከናወን አንፃር ባለዎት ችሎታ ምንያህል ረክተዋል?
	1
	2
	3
	4
	5

	918
	ለስራ ባለዎት አቅም ምንያህል ረክተዋል? 
	1
	2
	3
	4
	5

	919
	በራስዎ ምን ያህል ረክተዋል? 
	1
	2
	3
	4
	5

	920
	ከሌሎች ሰዎች ጋር ባለዎ የግል ግንኙነት ምንያህል ረክተዋል? 
	1
	2
	3
	4
	5

	921
	በወሲብ ህይወትዎ ምንያህል ረክተዋል? 
	1
	2
	3
	4
	5

	922
	ከጓደኞችዎ በሚያገኙት ድጋፍ ምንያህል ረክተዋል? 
	1
	2
	3
	4
	5

	923
	በመኖሪያ ቤትዎ ሁኔታዎች ምንያህል ረክተዋል? 
	1
	2
	3
	4
	5

	924
	በጤና ተቋማት ተደራሽነት ሁኔታ ምን ያህል ረክተዋል? 
	1
	2
	3
	4
	5

	925
	በመጓጓዣ አገልግሎት ምንያህል ረክተዋል? 
	1
	2
	3
	4
	5

	926
	አሉታዊ የሆኑ ስሜቶች ለምሳሌ መሰላቸት፣ ተስፋ መቁረጥ፣ ፍርሃት፣ ድብርት የሚያጋጥሙዎት በምንያህል ድግግሞ ሽነው?    1, በጭራሽ  2.  በጣም አልፎ አልፎ    3. አልፎ አልፎ      4.  ብዙ ጊዜ 5.   ሁል ጊዜ
	5
	4
	3
	2
	1









ክፍል 10፡ የአዛውንቶች የድባቴ ሁኔታ መጠይቅ
	1001
	አሁን ባለዎት ህይወትዎ ረክተዋልን?
	ሀ. አዎ       ለ.አይደለም 

	1002
	ብዙ ተግባርዎንና ፍላጎትዎን ይቅርብኝ ብለው ትተዋል?
	ሀ. አዎ       ለ.አይደለም

	1003
	ህይወቶ ባዶ የሆነ ያክል ይሰማዎታል?
	ሀ. አዎ       ለ.አይደለም

	1004
	አብዛኛውን ጊዜ ይሰለቻሉ?
	ሀ. አዎ     ለ.አይደለም 

	1005
	አብዛኛውን ጊዜዎትን ጥሩ መንፈስ ውስጥ ይቆያሉ?
	ሀ. አዎ    ለ.አይደለም

	1006
	መጥፎ ነገር ይከሰትብኛል የሚል ስጋት አለብዎ?
	ሀ. አዎ    ለ.አይደለም

	1007
	አብዛኛውን ጊዜ የደስታ ስሜት ይሰማዎታል?
	ሀ. አዎ    ለ.አይደለም

	1008
	በአብዛኛው እረዳት እንደሌለው/ አገዥ የማጣት ስሜት ይሰማዎታል?
	ሀ. አዎ     ለ.አይደለም

	1009
	ወጣ ብሎ አዳዲሰ ነገሮችን ከማከናዎን ይልቅ ቤት ውስጥ መቆየትን መምረጥ?
	ሀ. አዎ     ለ.አይደለም

	1110
	ከ አብዛኛው ስው በበለጠ የመርሳት ችግር እንዳለብዎት ይሰማዎታል?
	ሀ. አዎ     ለ.አይደለም

	1111
	ዐሁን ላይ በህይወት መኖርዎ መልካም ነው ብለው ያስባሉ?
	ሀ. አዎ      ለ.አይደለም

	1112
	አሁን ባሉበት ሁኔታ መኖሬ ጥቅም አልባ ነው ብለው ያስባሉ?
	ሀ. አዎ     ለ.አይደለም

	1113
	በዐቅም/በ ሀይል የተሞሉ አይነት ስሜት ይሰማዎታል ነኝ ብለው?
	ሀ. አዎ     ለ.አይደለም

	1114
	አሁን ያሉበት ሁኔታ ተስፋ አሰቆራች እንደሆነ ይሰማዎታል?
	ሀ. አዎ     ለ.አይደለም

	1115
	አብዛኛው ሰው ከእርሶ የተሻለ እንደሆነ ይሰማዎታል?
	ሀ. አዎ      ለ.አይደለም



______________________                            ___________________
የመረጃ ሰብሳቢ ሥምና ፊረማ                          የሱፐርቫይዘር ስምና ፊርማ  
Series 1	
Ever Khat	Ever cigarette	current Khat	current cigarette	alcohol	12	4.5	8	2.4	9.6999999999999993	



Neurocognitive Impairment status
Sales	
yes	no	42.1	57.9	
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