LA ANCY? PLNCAA:

< D BU
DEBRE BIRHAN UNIVERSITY

Asrat Woldeyes Health Science Campus,
School of Nursing and Midwifery
Department of Nursing
Prevalence of Depression and Associated Factors Among Older
People in Debre Berhan Town, North Shoa Zone, Amhara Region,
Ethiopia, 2022

By: Emebet Leta (Bsc in Emergency and Critical Care Nurse)
Tel. +251943393691

E-Mail: emebetletal221@gmail.com

Name of advisors: 1.Mr.NigusAlemnew (Assistant Prof in ICCMH)
2. Mrs. Blen Nigusie (MSc in Adult Health Nurse)

A Thesis Result Submitted to Asrat Woldeyes Health Science
Campus, School of Nursing and Midwifery Department of Nursing
for Partial Fulfillment of Master’s Degree in Adult Health Nurse

October, 2022
Debre Berhan, Ethiopia


mailto:emebetleta1221@gmail.com

Approval Sheet

Approval sheet Signed by the board of examiner Asrat Woldeyes Health
Science Campus School of Nursing and Midwifery Department of
Nursing.

Prevalence of Depression and Associated Factors Among Older People in

Debre Berhan Town, North Shoa Zone, Amhara Region, Ethiopia, 2022

Investigator name: Emebet Leta

Approve by the examining board

Advisors’ Name signature Date
Mr. Nigus Alemnew

Mrs. Blen Nigussie

Examiners’ Name signature Date




Abstract

Background: Depression is one of the most incapacitating conditions in older people.
Depression in the elderly population has been identified as a major public health
issue, with serious consequences such as decreased quality of life, cognitive decline,
and increased suicide rates. However, few population-based studies of depression in
older adults have been conducted in developing countries, particularly in Ethiopia.
Objective: This study aimed to assess prevalence of depression and associated factors
among older people in Debre Berhan town, North Shoa Zone, Amara Region
Ethiopia, 2022.

Method: A Community based cross-sectional study design was conducted from June
10- July 15, 2022. A multi stage sampling technique was employed to recruit a total
of 759 study participants and data was collected by using interviewer administered
questionnaire. The presence of Depression was determined using Geriatric Depression
Scale Item-15 (GDS-15). The data were entered using Epi-data version 4.6 then
exported to SPSS version 25. Binary logistic regression analysis was performed, and
variables with a P-value less than 0.25 in bivariable analysis were transferred to
multivariable analysis. In multivariable, a P-value <0.05 and OR with 95% CI
considered for the presence of a statistically significant association.

Result: A total of 744 older people participated with a response rate of 98%. The
overall prevalence of depression among older people estimated as 48.9% (95% CI
45.3-52.6); Respondents being cognitive impairment (AOR 2.208 [95% CI. 1.146-
4.255]), had poor social support (AOR 7.992 [95 % ClI: 3.928-16.264]), unable to read
and write AOR 3.897 [95% CI: 1.16-13.14]), Chronic disease (AOR: 1.769 [95% CI:
1.050-2.98]), age group >70 AOR 6.159[95% CI: 2.991-12.682]) and previous history
of depression (AOR: 1.961 [95% CI: 1.086-3.542]) had a significant association with
depression.

Conclusion: In this study, the overall prevalence of depression among elderly people
was high than previous study.Greater emphasis must be placed on identifying and
treating depression, particularly in those over the age of 70, as well as in those with
limited social support and suffering from chronic disease.
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1. Introduction

1.1 Background

Depression is a primary mental health challenge due to its devastating nature, and it is
the disease's second global burden, occurring as a disorder of life with disability (1).
Depression is defined by the World Health Organization's 2017 Global Health
Estimates as feelings of sorrow, loss of interest or pleasure, guilt feelings, low self-
esteem, interrupted sleep or food, lack of energy, and difficulty concentrating (2).
According to the WHO, nearly 15% of elderly people aged 60 and up suffer from
mental disorders. Mental disorders in elderly adults account for 6.8% of total
disability (3).Depression is a common mental disorder, particularly among the elderly,
who are undergoing a constant demographic epidemiological transition around the
world(4).

Depression is the single most significant contributor to global disability7.5% (2, 8).
Depression among the elderly is expected to be a major cause of morbidity and
mortality in the future (9).

Older age, female sex, low educational level, widowed, living with children, lack of
social support, presence of known chronic disease, having more than two chronic
diseases are suggested risk factors for depression among older people (9).Physical
disability, cognitive impairment, alcohol consumption, cigarette smoking, and a low
socioeconomic status are all factors to consider (10)

Medication non-adherence, reduced prognosis of chronic disease, increased healthcare
utilization, and decreased quality of life are all significant effects of depression in the
elderly. Additionally, impaired social and occupational functioning, it also resulted in
suicide (2, 9). Despite the prioritization and implementation of national mental health
policies, interventions against mental illness in Ethiopia remain limited (15).
Furthermore, evidence of depressive disorders in the elderly is relatively limited when
compared to other health services (12,16,17). This gap may contribute to poor or
inconsistent mental health care at the community level. As a result, this research was
carried out to estimate the prevalence of depression in the older people and to
investigate the factors that contribute to it.



1.2 Statement of the problem

A major public health problem is the severe morbidity and death that depression has
on older individuals (19). The global magnitude of depression among elderly people
was 31.74%(5). In Developed countries it was estimated at17.05% where as in
developing country, 40.78% which is higher in developing countries (5). Depression
is a prevalent mental health issue among the elderly. Also, it is under diagnosed in
about 50% of cases (5). People with depression have a 40% greater chance of early
death than those without depression (7). In 2019, there were 1 billion people aged 60
and up; this number is expected to rise to 1.4 billion by 2030 and 2.1 billion by
2050(5),80% of these people will live in developing countries (2).

Depression is the single most significant contributor to the global disability causing
7.5% of all Disability-Adjusted Life Years (DALYS) (2, 8). Thus, depression among
the elderly people is likely to be a significant cause of morbidity and mortality in the
future (9).

Consequences of depression among elderly populations are generally extensive. It
negatively affects medication adherence, it contributes for negative quality of life,
increased alcohol use, impaired social and occupational functioning, reduce the
prognosis of the chronic disease, increased health care utilization(2, 9, 16, 20).
According to some research findings depression among elderly is associated with
older age, female sex, low educational level, poor economic status, widowed,
divorced or separated, living with children, lack of social support, presence of known
chronic disease, having more than two chronic disease, physical disability, Alcohol
consumption and cigarettes smoking (9, 10, 12-15, 21).

In developed countries, many solutions are tried to tackle the development of
depression among elderly people. Such as training for health professionals in
providing care for older people, preventing and managing age-associated chronic
diseases including mental, neurological and substance use disorders, designing
sustainable policies on long-term and palliative care and developing age-friendly
services and settings (7). However in Ethiopia, national mental health policy has been
launched interventions against the problem are not yet significant (15). Although the
effects of depression on the elderly are relatively well studied in developed countries,
there have been fewer studies in low and middle-income countries, particularly
Ethiopia (12). On other hand, in high income countries multiple numbers of studies
have been conducted on the prevalence and risk factors of depression among elderly,
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but limited studies conducted in Africa especially in Ethiopia. Up to my knowledge of
searching, there is no study done on depression among elderly people in Debre
Berhan Town. Therefore, this study was intended to bridge this gap by assessing
magnitude and determinant factors of depression among elderly people by including
additional factor such as cognitive impairment and having multiple chronic diseases

which is not stated in the previous studies in Ethiopia.



1.3 Significant of the study

Depression is among the most prevalent and devastating psychiatric disorder among
elderly people is important reasons for non-compliance with medications, as it results
in subjective suffering. The effect of untreated Late-life depression includes serious
functional impairment, with low quality of life. Additionally, early diagnosis and
treatment of depression reduces medical costs and reduce care giver burden.

As per my knowledge of searching, there is no study that assesses magnitude and
determinants of depression among elderly people in Debre Berhan Town. Therefore,
this study was intended to bridge this gap by assessing magnitude and determinant
factors of depression among elderly people in Debre Berhan Town by including
additional such as having multiple known chronic diseases which is not stated in the
previous studies in Ethiopia.

Therefore, the finding of this study Will increases the awareness of health care
providers to critically screen and treat elderly people who develop depression at
community and clinical setting. This in turn, might improve the quality of life for
elderly people who develop depression. Additionally, the result of this study helps the
policy makers in the allocation of resources and development of intervention
strategies for depression among elderly population. It will also serve as a base line for

other researchers.



2. Literature review

Depression is estimated to affect 322 million people worldwide, accounting for 4.4%
of the global population(2).Approximately 80% of those affected by this disorder live
in low- and middle-income countries (LMICs)(6).Globally, the average prevalence of
depression in the elderly was 31.74%(5), with developing countries having a higher

prevalence of 40.78% when compared to developed countries. 17.05%(5).
2.1 Prevalence of Depression

According community based study done in Romania among 601 elderly people by
using the 30-itemGeriatric Depression Scale,50% of respondents had depression(11).
Community based cross-sectional study done in China, Chongging and Yehuan ,
among 925and 945 elderly participants by using the 30-item and GDS-15, prevalence
of depression was 23.67% and 18.8% respectively(13, 14).

community based cross-sectional study done in Bangladish, among 350 elderly
respondents, prevalence of depression was 36.9%(24).

Other community based study done in Serbia among 3,540 elderly respondents by
using Patient Health Questionnaire Depression (PHQ-8),prevalence of depression was
19.2% (25).

A community based study done in Tamilnadu and Northern India among 7200 and
162 elderly people by using Geriatric Depression Scale item 15 (GDS-15),the
estimated prevalence of depression was 67.5% and 40.7% of which 33.9% had mild to
moderate depression and 6.8% had severe depression respectively (9, 26)
Across-sectional community based study done in Nepal among 303 elderly,
prevalence of depression was 66.6%,whereas mild depression was 27.7%(27).

A community based study done in Vietnam among 299 elderly, Self-reported
depression among the elderly was 66.9% of which 32.8% mild, 30.4% moderate, and
3.7% severe depression respectively (28).

According to the survey done in Bahrain among 517 elderly participants by using
Geriatric Depression Scale item 15,the prevalence of depression was 50% (29).

Based on the survey done in South Africa and Ghana among 7,957 elderly
respondents by using World Mental Health Survey version of the Composite
International Diagnostic Interview(CIDI),The prevalence of depression was 2.7% and
6.7% respectively(17).



Across-sectional community based study done in Nigeria by using GDS-15,the
prevalence of depression was 44.7%(31).

As community based study done in Egypt among 487 elderly people by using GDS-
15,The overall prevalence of depression was 44.4%(32).

Other community based cross-sectional study done in Tanzania among 304 elderly
participants, by using geriatric depression scale (GDS-15)the prevalence of geriatric
depression was 44.4% (33).

In Ethiopia community based cross-sectional study done in Ambo among 800
respondents by using GDS-15item to asses depression symptoms, the prevalence of
depression was 41.8% ,in Womberma District west Gojjam zone by using GDS-15
item ,prevalence of depression was 45%, and community based cross-sectional study
done in Dega Damot, West Gojjam Zone among 813 respondents by using GDS-
15,the prevalence of depression was 45.9% respectively(12, 16, 21)

2.2. Associated risk factors for Depression among Elderly people

systematic literature review done in Germany, low education, female gender, older
age were significantly associated with Depression(10).

A community based study done in China: Chongging and Yehuan , being unmarried
and poor economic status were significantly associated with depression of elderly(13,
14).

A cross sectional community based study done in rural India, old age, female sex,
widowed, living with children were associated with depression among older adults(9).
As cross-sectional study done in Nepal Illiteracy was associated with elderly
depression(27).

A cross-sectional survey done in Bahrain, lower level of education, low income,
Widowed, divorced, or separated from spouse ,unemployment, were associated with
elderly depression(29).

Descriptive community based cross-sectional study done in rural Nigeria, older age
and lack of education were significantly associated with elderly depression(31).

As community based study done in Dega demote and Womberma District, north-west
Gojjam and Ambo Town, female sex,older age divorced, widowed, poor social
support, presence of known chronic disease and living with children were

significantly associated with elderly depression(12, 16, 21)



2.2.1. Presence of chronic disease factor of depression among elderly people

According to systematic literature review done in Germany, the presence of chronic
disease was significantly associated with elderly depression(10).

A community based cross-sectional study done in rural China, Yehuan, having more
than two chronic disease was significantly associated with elderly depression(14).

A cross-sectional study based on comprehensive geriatric assessment questionnaire
was conducted in Chongging China among 925 participants aged 60 years chronic
diseases were significantly associated with depressive symptoms(13)

According to cross sectional community based study done in rural India having
chronic disease diabetic mellitus was associated with elderly depression(9).

As community based study done in Dega demote and Womberma District, north-west
Gojjam, presence of known chronic disease was significantly associated with elderly
depression (16, 21).

2.2.2 Previous psychiatric problem related factors
Community based cross-sectional study done in Bangladish, among 350 elderly
respondents, with history of previous personal depression or family depression was

significantly associated with depression (24).

A cross-sectional study was conducted in District, Tamil Nadu among participants
more than 60 years of age with sample size 184 among these 35 (19%) had the
previous history of depression and 3 (1.6%) have family history of depression and 12
(6.5%) had a history of other psychiatric diseases.(34)

2.2.3 Presence of Cognitive impairment associated with elderly depression

According to systematic literature review done in Germany, presence of Cognitive
impairment was significantly associated with elderly depression(10).

In a community-based study conducted in China, the presence of cognitive
impairment was linked to elderly depression(14).

Based on community based study done in Pakistan, presence of cognitive impairment
was associated with elderly depression(35).

According to community based study done in Tanzania, cognitive impairment was
associated with elderly depression(33).

In Harer, Ethiopia, a community-based cross-sectional study was conducted. people

with cognitive impairment was associated(15).



2.2.4 Psychosocial factors

According to cross sectional community based study done in rural India, lack of
family support was significantly associated with elderly depression(9).

Based on community based study done in Tanzania lack of social support was
associated with elderly depression(33).

As community based study done in Dega demote and Womberma District, north-west
Gojjam, lack of social support was significantly associated with elderly
depression(16, 21).

2.2.5 Substance related factors

A cross-sectional study was conducted in District, Tamil Nadu Alcohol consumption,
smoking, tobacco were statistically associated with depression among the study
participants.(34)

Community based cross sectional study conducted in Harar town, use of Alcohol,

Khat and Tobacco was associated with elderly depression(15)



2.3 Conceptual framework

This conceptual frame was constructed after reviewing different pieces of literature
for the study of depression (9,10,12,14,21)
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Figure 1: Conceptual frame work for the study depression among older people



3. Objective

3.1. General objective

To assess prevalence of depression and associated factors among older people in

Debre Berhan town, North Shoa Zone, Amhara region, Ethiopia, 2022
3.2. Specific objectives:

To determine the magnitude of depression among older people in Debre Berhan town,
north Shoa zone, Ethiopia, 2022.

To identify associated factors of depression among older people in Debre Berhan
Town, North Shoa Zone, Amhara Region Ethiopia, 2022.
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4. Methods

4.1 Study area and period

The study was conducted in Debre Berhan town, which is located in North Shoa
Zone, Amhara region. It is located at about 130 Kms from Addis Ababa (the national
capital city) and at about 696 kms from Bahir Dar (the regional capital city). With an
average elevation of 2750 meters above sea level, and the weather condition of Debre
Berhan is classified as Dega. According to woreda health office administrative report,
Debre Berhan town has a total population of 107,886 out of this 48,901 were male
and 59,245 were females. The total number of elderly peoples in the Town is 8,220 of
this 5,118 were females. In the town, there are about 30 health institutions, three
hospitals (one private, one comprehensive specialized and one University hospital), 3
health centers, five health posts,17 drug stores, and 7 private specialty clinics. Also,
there is psychiatry service which is given in Debre Berhan comprehensive specialized
hospital. The study was conducted from June 10- July 15, 2022.

4.2 . Study design
Community based cross-sectional study design was conducted.

4.3. population
4.3.1 Source of population

All older people age>60 years that lives in Debre Berhan town
4.3.2.Study population

All older people live in Debre Brehan town of selected Kebeles

4.3.3. Sampling unit

Older people living in selected Kebeles during the study period

4.3.4 Study units

Older people living in selected households of selected Kebeles during the study period

11



4.4 Eligibility criteria

4.4.1 Inclusion criteria

Individuals aged 60 and above who have lived in the town for at least 6 months and
are available during the study period and gave consent to participant in the study.
4.4.2 Exclusion criteria

Older people with serious illnesses and those who are unable to communicate,
Hearing impairment and Using antidepressants/mood stabilizers in the first month

earlier in the interview.
4.5 Sample size determination

Single population proportion formula was used based on the assumption of 95%
confidence interval, 5% margin of error, and taking the prevalence of depression 45%
which is a Community based study done in Womberma District which is found in the
west Gojjam zone Amhara region Ethiopia(21).
Z.»= z-value at 95% confidence level, which is 1.96
d= Margin of error, which is 0.05
Using the above assumptions, calculated the minimum sample size required for the
first objective using the following formula

[Z /2 *#p(1-p)

dﬂ
Where: n =sample size
Z (a/2) = Z score at 95% CI1=1.96
[1.96]% # 0.45 (1 — 0.45)
0.052
3.84 * 0.45 (0.55)
0.0025
0.95
0.0025

ni =380, then by using design effect 2 which is 380x2 = 760

=

ni =

ni =

ni =

10% of non-respondent added on total study population (760x 0.1=76) therefore, the
initial sample was 760+76=836 then number of elderly people in Debre Brehan Town
is 8,220 which is obtained from Debre Brehan Worde health office is less than

10,000.So the correction formula was used to get final sample size.

i

v

nf =
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836
nf = 14 (836—1\1

\ 8220 /

836
L+ (520)
836
T 1+(01015)
836
T 11015
nf =759

nf

4.6 Sampling procedure

A Multi-stage sampling technique was used to select representative sample. Based on
the assumption of 30% representativeness, 4 Kebeles were selected from 9 Kebeles by
simple random sampling method. The estimated number of households with elderly
people in all kebeles were obtained from Debreberhan town woreda Health Office.

Based on the obtained information, the sample size for each kebele was proportionally
allocated. The house hold found in the selected kebele was randomly selected. Then
Systematic random sampling technique was used to select representative households.
As the sample size is decided to be 759, sampling fraction were k=N/n = 3520/759 =
4.6=5, and the first house hold was selected by lottery method, then continued every 5
households. However, in a household with more than one elderly people were present

in a household, one of them was chosen through a lottery method.
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Debre Brehan Town has nine urban kebeles, with a total of 8,220 HHs with elderly people.

AN
~

/

Kebele-1
620 hhs
Kebele-2
990hhs
Kebele-3
1010hhs
Kebele-4
1025hhs
Kebele-5
880hhs
Kebele-6
845hhs
Kebele-7
865hhs
Kebele-8
978hhs
Kebele-9
1025hhs

<?S/ LOTTORY METHODS

759*620/3520= 759*1010/3520 | | 759*1025/3520 759*865/3520
134 =218 =220 =187

N /

J LSystematic random sampling

=759 HHSs (Households Selected)

K =N/n, which is%zm K=5 SRS Every5™)

Figure 2: Sampling procedure for the study prevalence of depression and associated

factors among older people in Debre Berhan town, North Shoa Zone, Amhara region,

Ethiopia, 2022
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4.7 Study variables

4.7.1 Dependent variable
Depression (yes/no)

4.7.2 Independent variables

Socio-demographic conditions

= Age

= Sex

= Religion
= Ethnicity
= Income

= Living arrangement
= Educational status
= QOccupation
= Marital status
History known of chronic illness
= Hypertension
= Heart disease
= Diabetes mellitus
= Epilepsy, HIV/IAIDS
= Number of chronic disease and other
Impairment related factors
= Cognitive impairment
Psychosocial factors
= Social support
Substance related factor
= Alcohol,
= Cigarettes
=  Khat
Previous psychiatric problem related factors
= Previous history of depression and

= Family history of depression
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4.8. Operational definition

Older age :older persons are those people whose age is 60 years and above(44).
Depression: A Participants with a score of >5 from the total score of the Geriatric
Depression Scale item 15 (GDS-15) were considered to be depressed (40).

Perceived social support: Perceived social support were operationalized as the
following by using the Oslo-3 scale and individuals score, 3-8 as Poor social support,
Moderate social support if they score 9-11, and Strong social support if they score
12-14 (41).

Current substance use; it is using a substance like Khat, alcohol, cigarette and other
illicit substances for a non-medical purpose for the last 3 month (36).

Ever substance use; use of any of the substances at least once in an individual’s life
time(16), and was assessed by WHO Alcohol, Smoking, and Substance Involvement
Screening Test (ASSIST-version3.1 (36).

Cognitive impairment: Cognitive impairment Using the Standardized Mini Mental
State Examination (SMMSE) tool, participants with an educational level of < grade 8
with scores of < 22 and participants with an educational level of > grade 9 with scores
of <24 out of a total of 30 scores had cognitive impairment (45, 46).

The stage of cognitive impairment was classified as a score of 20-24 as mild
cognitive impairment, as score of 10-19 as moderate cognitive impairment, and a

score of 0-9 as severe cognitive impairment (45, 46).
4.9 Data collection Tool

Semi- Structured pretest questioners were used to collect Socio-demographic

characteristics and substance use assessed by using ASSIST (36).

Also clinical conditions that might contribute to depressions such as hypertension,
diabetes, Previous history of depression and Family history of depression and heart
diseases assessed by yes or no questions.

Depression was assessed by Geriatric Depression Scale item 15 (GDS-15) which used
to assess the presence of depression among older people(38).

This tool has been validated and used in low- and middle-income countries including
Asia and sub-Saharan Africa ( 31, 32). It has been also used in Ethiopia by previous
studies (12, 21, 16).
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Data on cognition impairment was collected by interview using a standard mini
mental state examination (SMMSE) form (Folstein test) which involves a related
series of questions or commands which was previously used by the study done in
Ethiopia (42).

4.10 Data collection Procedures

An interview administered questionnaire was developed based on previous research
works.

The questionnaires consist of different parts such as socio demographic
characteristics, History of known of chronic illness, Impairment related factors,
Psycho-social factors, and Substances related factor and Previous psychiatric problem
related factors. The questionnaire was prepared in English and translated in to
Ambharic, by Ambharic speaking linguist then back to English to check for its
consistency. Questions were tested for content validity and internal (Reliability).
Finally the Amharic version was used for data collection Moreover, internal
consistency of the tool was checked by Cronbach alpha test and the statistic indicates
0.78.

Data collectors were trained, four data collectors with nursing diplomas and one BSc
nurse supervisor participated on how to interview participants and explain unclear
questions and the purpose of the study. Furthermore, they were aware of ethical
principles, such as confidentiality, data management, and how to secure respondents’
informed consent for participation. During the data collection, regular supportive

supervision and discussion with data collectors and supervisors.
4.11 Data quality assurance

The data collection tool was translated into the local language, Amharic, and then
translated back to English to ensure consistency and accuracy. For One-day training
was given to both the data collectors and supervisors. Following training on the
study's, purpose, content, objective of data collection, and interviewing technique, as
well as the issue of confidentiality, was explained to data collectors and supervisors
although supervisor and principal investigator was supervising data collectors and
checks all the filled questionnaires for completion, clarity, and consistency daily. The

questionnaire was pre-tested on 5% of the elderly population in Debre Sina Town,

17



which is not included in the study. A necessary adjustment was made on the result of
the pre-test. The collected data was reviewed and checked for completeness before

data entry.
4.12 Data processing and analysis

The collected data was first checked manually for completeness, missed values,
unlikely responses and then coded and entered using Epi data version 4.6. Then
cleaned and analyzed using SPSS version 25. Descriptive statistics were computed to
determine frequencies and summary statistics (mean, standard deviation, and
percentage) to describe the study population in relation to socio-demographic and

other relevant variables. Data were presented using tables, graphs, and figures.

A binary logistic regression analysis was done, and variables with a P value <0.25 in
bivariable analysis were transferred to multivariable analysis. Multiple logistic
regressions were done to test the presence of an association between independent
variables and dependent variables. A P value < 0.05 was used as a cut point at a 95%
confidence interval to declare the presence of a statistically significant association.
The odds ratio was used to determine the direction and strength of the association.
Hosmer-Lemeshow goodness-of-fit statistics were conducted to determine whether
the model adequately describes the data. The statistics indicate a good fit. The
significance value is 0.519.Multico-linearity between independent variables was
checked on the basis of assumptions such as tolerance (>0.1) and variance inflation
factors (VIF) <10 was acceptable.

4.13 Ethical consideration

Ethical clearance and approval was obtained from Ethical Review committee of Asrat
Woldeyes Health Science Campus Department of Nursing. Letter of permission was
obtained from Debre Brehan Town administration. All study subjects were informed
about the purpose of the study, the importance of their participation and Privacy and
confidentiality of information given by each respondent was kept properly. All
procedures were explained to the study participants. After explaining confidentiality
of information Informed consent was obtained from the study participants.

Participants were the right to withdraw from the study at any time if they wish
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4.14 Dissemination and utilization of results

The research will summated to Asrat Woldeyes Health Science Campus, School of
Nursing and Midwife Department of Nursing then it will be summated to the research
directorate of DBU and the result will be disseminated to the stakeholders such as the
zonal and regional health offices
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5. Result

5.1 Socio-demographic characteristics of respondents

A total of 744 older people participated with a response rate of 98%.The mean age of

the participants was 70.1 SD(£6.659) years and 36.8% of participants were married.

Most of the participants (80.6%) were Orthodox Christian in religion and 40.5% of

women were housewives. Two hundred fifty-four (34.1%) of respondents attended

Primary school and 47.0% of the respondents had a monthly household income of

greater than 2500 ETB (Table 1)

Table 1: Socio-demographic characteristics of older people in Debre Berhan twon,
North Shoa Zone, Amhara region, Ethiopia 2022 G.C. (N=744)

Variables Frequency Present (%)
Sex Male 271 36.4
Female 473 63.6
60-64 136 18.3
65-69 229 30.8
Age 70-74 200 26.9
>75 179 24.1
Religion Orthodox 600 80.6
Muslim 120 16.1
Catholic 11 1.5
Protestant 13 1.7
Marital status Married 290 39.0
Single 14 1.9
Divorced 165 22.2
Widowed 275 37.0
Educational status Unable to read and write 93 12.5
Able to read and write 223 30.0
Primary school 254 34.1
Secondary school 125 16.8
College and above 49 6.6
Occupational status Government employer 28 3.8
Retired 67 9.0
Merchant 63 8.5
House wife 301 40.5
Jobless 285 38.3
Monthly income <500 53 7.1
501-1000 35 4.7
1001-2500 306 41.1
>2500 350 47.0
Alone 73 9.8
Living arrangement living with spouse 382 51.3
living with children 247 33.2
Living with relatives 42 5.6
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5.2 History known of chronic illness and Substance related characteristics

Among the total of 744 participants five hundred nine (68.4%) of them had chronic

disease and 369(46.6%) of the participants have hypertension. Out of the total

respondents, 88 (11.8%) were life time tobacco users, 120(16.1%) life time khat users,

120(16.1%) were current alcoholic users (Table 2).

Table 2: Respondents history known of chronic illness among depression and

associated factors among older people in Debre Berhan town, North Shoa Zone,

Ambhara region, Ethiopia,2022(n=744)

Variables Frequency  Percent (%)
Chronic disease No 235 31.6
Yes 509 68.4
Hypertension 369 49.6
Heart disease 22 3.0
Diabetic mellitus 96 12.9
Epilepsy 6 .8
HIV/AIDS 2 3
Others 249 335
How many chronic disease One 322 43.3
Two 384 51.6
Three and above 38 5.1
lifetime tobacco users No 656 88.2
Yes 88 11.8
lifetime Alcoholic users No 605 81.3
Yes 139 18.7
lifetime Khat users No 624 83.9
Yes 120 16.1
Current tobacco users No 677 91.0
Yes 67 9.0
Current Alcoholic users No 624 83.9
Yes 120 16.1
Current Khat users No 664 89.2
Yes 80 10.8

Other includes, asthma, arthritis
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5.3 Psychosocial Characteristics of the participants

Majority of respondents 295 (39.7%) had poor social support and about 104(14.0) of

participants have strong social support (Figure 3).

Psychosocial
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Figure 3: Psychosocial Characteristics of the participant’s older people in Debre

Berhan, Amhara region, north Shoa zone, central Ethiopia 2022.

5.4 Impairment related and previous psychiatric problem characteristics

Majority of respondents 605(81.3%) had Pervious history of depression and out of

participants 85.6% had cognitive impairment, 346(46.5%) of respondents had mild

cognitive impairment. (Table 3)

Table 3: Frequency distribution of impairment related and previous psychiatric

problem related factors, 2022(N=744)

Variables Frequency Percent (%)
Cognitive Normal cognitive 107 14.4
Cognitive impairment 637 85.6
Pervious history of depression No 139 18.7
Yes 605 81.3
Family history of depression No 712 95.7
Yes 32 4.3
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5.5 Prevalence of depression

Prevalence of depression among elderly people in Debre Berhan twon was 48.9%
(95% CI 45.3-52.6).

depression

Eno
Wves

Figure 4: Prevalence of depression among older people in Debre Berhan, Amhara

region, north Shoa zone, central Ethiopia 2022

23



5.6 Factor associated with Depression

In bivariable analysis ten variables were statistically significant which had p value of
<0.25. In socio-demographic characteristics (sex, age, marital status, educational
status, Occupation, living arrangement), in Psychosocial factors (Social support),
History Impairment related factors (Cognitive), chronic disease and Previous
psychiatric problem related factors (Previous history of depression were candidate
variables for Multivariable logistic regression.

In multivariable logistic regression age, chronic disease, education, social support,
cognitive and previous history of depression was found to be predictor variables of
depression.

In this study, respondents with cognitive impairment were 2.2 times more likely to
develop depression (AOR 2.208 [95% CI: 1.146-4.255]) than those with normal
cognitive abilities. Those with (AOR 3.897 [95% CI: 1.16-13.14]) who were unable to
read and write were 3.8 times more likely to be depressed than those with college and
above.

Participants who had poor social support were 7.9 times more likely to develop
depression (AOR 7.992 [95 % CI: 3.928-16.264]) than who had strong social support.
Respondents over the age of 75 were 6 times more likely to develop depression than
those between the ages of 60 and 64 (AOR 6.159[95% CI: 2.991-12.682]). Those who
had a Chronic disease were 1.7 times (AOR: 1.769 [95% CI: 1.050-2.98]) were more
likely to have depression than those who had no Chronic disease. Participants those
with a history of depression were 1.9 times more likely to be depressed (AOR: 1.961
[95% CI: 1.086-3.542]) than those who didn't (Table 4).

24



Table 4: Bivariable and Multivariable Logistic Regression Analysis for depression
and associated factors among older people in Debre Berhan town ,North Shoa Zone,

Ambhara region, Ethiopia, 2022 (N=744)

Variables categories Depression COR(95% CI) AOR (95% CI)
Yes NO
Male 148 123 1 1
Sex Female 232 241 1.25(0.926-1.686) ** 1.079(.573-2.034)
60-64 89 47 1 1
Age 65-69 163 66 0.77(0.487-1.208) 1.17(0.614-2.232)
70-74 95 105 2.09(1.335-3.280) ** 2.18(1.164-4.068) **
>75 33 146 8.38(4.994-14.054) **  6.16(2.991-12.68) **
_ Married 258 32 1 1
Marital status Single 6 8 10.75(3506-32.961)  14.44(3.298-63.259)
Divorced 56 109 15.69(9.627-25.581) **  17.32(8.565-35.030)
Widowed 60 215 28.89(18.135-46.02) **  26.83(14.033-51.312)
x?i?s'e to read and 20 73 9.13(4.129-20.166) 3.89(1.16-13.14) **
Educational status ﬁnblif towriteandread ) 155 307(1540-5.922)**  2.99(1.21-7.446) **
Grade 1-8 148 106 1.79(0.92-3.492) ** 1.36(0.560-3.293)
Grade 9-12 76 49 1.61(0.79-3.299) 1.30(0.508-3.352)
College and above 35 14 1 1
Chronic disease No 176 29 . 1
Yes 204 305 4.46(3.162-6.29) ** 1.77(1.050-2.98) **
Pervious history  No 338 267 1 1
of depression Yes 42 97 2.92(1.968-4.344) ** 1.96(1.086-3.542)**
Government employer 10 18 1 1
Retired 16 51 1.77(0.681-4.604) ** 5.29(1.231-22.787)
Occupation Merchant 47 16 0.19(0.072-0.493) ** 1.19(.289-4.884)
House wife 187 114 0.34(0.151-0.759) 0.89(0.267-3.008)
Jobless 120 165 0.76(0.341-1.714) ** 1.46(0.418-5.094)
Livin Alone 19 54 2.35(1.053-5.233) ** 0.44(0.183-1.059)
arran err?ent Living with spouse 274 108 0.33(0.170-0.622) ** 0.28(0.113-0.715)
g Living with children 68 179 2.18(1.114-4.244%*) 0.43(0.1041-0.781)
Living with relatives 19 23 1 1
Coanitive Normal cognitive 87 20 1 1
g Cognitive impairment 293 344 5.10(3.066-8.508) ** 2.20(1.146-4.255)**
Poor 79 216 6.44(3.933-10.540) **  7.99(3.928-16.26) **
Social support Moderate 228 117 1.20(.751-1.944) ** 1.07(0.552-2.077) **
Strong 73 31 1 1

NB **= P-value <0.05



6. Discussion

The prevalence of depression among elderly people in Debre Berhan Twon was
48.9% [95% CI: 45.5%-52.8%]. The result was lined with study carried out in
Bahrain 50% (29),Romania 50% (11) and Nepal 53.1 % (27). And Dega Damot West
Gojjam Zone 45.9%(21).However, it was higher than the studies done in, Serbia
19.2% (25), Bangladesh 36.9% (24), India 40.7% (26), Nigeria 44.7% (31), Tanzania
44.4% (33), and in Ethiopia Ambo 41.8% (12).

The difference is most likely due to comparing the geographical and cross-cultural
variation in depression prevalence found in this study with other studies, it was
discovered that fundamental differences in the studies, such as study sites,
measurement tools, cut off values, and may limit the comparability of such studies.
Furthermore, cultural differences may influence responses to specific instruments. For
example, the Patient Health Questionnaire (PHQ-8) was used in a study in Serbia to
assess the presence of depression (25), and the Patient Health Questionnaire (PHQ-9)

was used in a study in Bangladesh (24).

Another possible explanation for the difference is; in developed countries like Serbia,
they might have a higher standard of living for their community. Participants in
developed countries may have better access to education, information about the
causes of depression, and utilization (25). According to research, a lack of education
is a consistent risk factor for depression and social isolation (24). Only one hospital in
this study area provides outpatient psychiatry services, and no other health facilities in
town provide inpatient mental health services. This must be demonstrates the
importance of community empowerment through adequate mental health information

and the expansion of mental health services in Debre Berhan.

On the other hound, my finding was lower than the study done in Tamilnadu 67.5%
(9), Vietnam 66.9% (28). The variation could be attributed to differences in screening
tools and cut off points, as well as differences in the study population and study
setting. Although that study used the long version GDS 30 whereas used in Tamilnadu
and in Vietnam the Zung self-rating depression scale was used to screen depression.
The higher rate observed may be explained by the fact that these residents are more

likely to have complex health needs and suffer from a number of chronic conditions.
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6.1 Associated factors of depression

In this study, respondents with cognitive impairment were 2.2 times more likely to
develop depression than those with normal cognitive abilities. This figure is nearly
similar to the study conducted in Harer, Ethiopia(15), Pakistan,(35). This may be
because of depressive symptoms and cognitive impairment is common in older adults
and frequently coexists in a single patient. Executive dysfunction, slower processing
speed, and episodic memory deficits characterize the pattern of cognitive impairment
associated with depressive symptoms. But this finding was higher than results from
Tanzania(33). It could be due to differences in cognitive measurement tools and the
study population, which used the General Practitioner Assessment of Cognition
(GPCOGQG).

Participants who could not read and write were 4 times more likely to be depressed
than those with college and above. The result was also supported by the study done in
Nigeria (31). This suggests that education as a positive effect on depression, and
having low education status may lead to a reduced chance to access resources to
improve their living condition(11). An educated person can easily read and
understand information about enjoyment. In my study, only 6.6% of the participants
attended college and above, this indicates the advantage of expanding education to

minimize the occurrence of depression.

Respondents over the age of 75 were 6 times more likely to develop depression than
those between the ages of 60 and 64. This is nearly similar to the study conducted in
Dega demote and Womberma District, north-west Gojjam, (16, 21) Germany (10). It
is well known that as people age, they face a variety of issues, including physical,
psychological, nutritional and socioeconomic issues. These health problems cause a
variety of disabilities, and it has been discovered that approximately one-third of the
elderly suffer from psychiatric disorders (15).The dependence on others and loss of
self-worth, in addition to economic loss, self-worth all contribute to the suffering of

the elderly.

Participants who had poor social support were 7.9 times more likely to develop
depression than who had strong social support. This figure is nearly similar to the
study conducted in India, (9), and in Tanzania lack of social support was associated

with elderly depression(33). Social support tends to alleviate depressive symptoms by
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providing emotional relief and acting as a distress buffer(9). Possible ways that
perceived social support can buffer stress include preventing an individual from
negatively reacting to a stressor by redefining it as not stressful, increasing an
individual's ability to proactively and reactively cope with the stressor, and providing

supportive solutions for stress.

It was found that those who had a history of depression were 1.9 times more likely to
be depressed than those who did not. This supported by studies done in District, Tamil
Nadu (1.6%) (34). This is due to the fact that depression can occur as a result of a
major depressive episode for an extended period of time as a period of two weeks or
more in which at least five symptoms are expressed most of the day nearly every day,
including either depressed mood or loss of interest in nearly all activities,
weight/appetite disturbance, sleep disturbance, psychomotor agitation/retardation,
fatigue, feelings of worthlessness/guilt, decreased concentration/decision-making, and
suicidal idea.

In this study found that the likelihood of getting depressed is 1.7 times higher among
elderly who have chronic illness than those who had no chronic disease. This is in line
with the study done in Womberma (21). Dega Damot (16). and the study done in
Harer (15). This could be explained by the fact that physical disease may raise
functional impairment levels, which in turn may raise the risk of developing
emotional issues and/or depression.The results of this study can be used in a variety of
situations. To start, it would help the zone's health sector create more productive plans
for the treatment of depression among elders. The results of my study will also act as
a baseline for researchers interested in conducting studies at the national level on the

prevalence and treatment of depression among Ethiopian elders.
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7. Conclusion

In this study the overall prevalence of depression among elderly people was high than
a previous study.Unable to read and write, age group >70, cognitive impairment, poor
social support, chronic disease, and previous history depression are significantly
associated with depression. Having better, social support, normal cognitive function,
age has positive effect on the depression. Greater emphasis must be placed on
identifying and treating depression, particularly in those over the age of 70, as well as
in those with limited social support and suffering from chronic disease. The next
researcher used a diagnosis tool to estimate the actual prevalence of the problems

among older people.
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8. Recommendation

Based on the finding the following recommendations are forwarded.

To North Shoa administrative office

According to the study's findings, one of the main issues with public health is
depression. Therefore, it is crucial to launch programs for geriatric mental health
services. Improve the health of the elderly, especially those who are 60 years and

older.

To Debre Berhan health office:

Health workers should receive training in providing care for the elderly as well as in
controlling and avoiding chronic illnesses linked to aging.

Designing sustainable policies is crucial in order to concentrate on the long-term care
of elderly people with mental illnesses and to enable caregiver’s access to
information, support, and training.

To the Amhara Region Health Bureau

Create a strong relationship with the zonal health bureau to intervene in the
prevention and control of chronic diseases that lead to depression. Provide social
support to older people and their caregivers. Promote the implementation of strategies
for screening for depression before complications arise. Provide primary mental

health care to older people in their communities.

To Debre Birhan Comprehensive Specialized Hospital

Provide depression screening program as part of routine assessment.

Create geriatric wards and outpatient clinics (OPDs) with doctors, psychiatric staff,
and social workers to provide healthcare services.

To others researcher

The next researcher used a diagnosis tool to estimate the actual prevalence of the
problems among older people.
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9. Strength and limitation of the study

9.1. Strength of the study

The study's strength was the use of a relatively adequate sample size as well as
standardized and reliable tools, not only for the outcome variables but also for the
independent variables

9.2. Limitation of the study

The limitation of this study was that depressive symptoms reported by older adults do
not always correspond to a clinical diagnosis of a depressive disorder. As a result,
there is a risk of misattributing reports of depressive symptomatology to actual
clinical mental ill health, potentially leading to an overestimation of the "true"
prevalence of depression in this group. And variables like alcohol use, khat chewing,
and other substances are more sensitive issues that might lead to social desirability
bias.

Finally, the cross-sectional study design makes it impossible to establish cause and

effect relationships.
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11. Annex

11.1 Annex I English version Consent form

Good morning/Good afternoon. My name is this questioner is
developed to gather information on prevalence of depression and associated factors
among older people in Debre Berhan town, North Shoa Zone, Amhara region,
Ethiopia. The information we collect will inform the public on major Depression
related problems among older age group. Moreover, it will help the government on
evidence based planning and designing of depression care for older age group. The
interview usually takes 15-30 minutes.

All of the answers you give was confidential and will not be shared with anyone other
than members of our team. You have the right to refuse participation in this study, but
we hope you will agree to answer the questions since your views are important.

If we ask you any question you don't want to answer, just let me know and we will go
on to the next question or you can stop the interview at any time without any
consequences to the services you receive from this or any kebeles or other health
facility now or in the future. Do you have any question?

No reward was given to the respondents who consented.

The interview was conducted in a private setting. Your name will not be recorded on
the questionnaire.

Code number of participant ................ccoeevennnnen.

Title of the research project:

Prevalence of Depression and its associated factors among old peoples in Debre
Brehan Town, Ethiopia

INSTRUCTION: The questionnaire has five parts. It will take about 20 minutes to
complete the interview. Please try to respond all questions. Thank you very much for
your patience!

Name of the principal investigator: Emebet Leta

[1 Name of the organization

Debre Berhan University, Asrat Woldeyes Health Science Campus

[1 Name of the sponsors: Debre Berhan University

0 Introduction:
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Depression is the most common among old age peoples. This problem leads to
disability and impair their quality of life. Moreover it leads to suicide. Therefore to

help them the extent of the problem and associated factors needs to be known.
[0 Purpose of the research project:

The purpose of this research is to assess the prevalence of Depression and associated
factors among older people in Debre BerhanTown, Ethiopia. The study will be helpful
to know the prevalence of depression and associated factors among older peoples to

improve services that provided for older people with depression.
O 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 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.
O Risk/Discomfort:

By participating in this research project, you may fill that it has some discomfort
especially on wasting time about 20 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.

[0 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 older people with depression in this country.

O Incentives:

You will not be provided any incentives or payment to take part in this project. But if
you have Depression you will be treated by psychiatric health professionals at Debre
Berhan comprehensive specialized Hospital.

O Confidentiality:
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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.

O 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.
[0 Person to contact:

This research project will be reviewed and approved by the ethical committee of
Debre Berhan University. If you have any question you can contact any of the
following individuals and you may ask any time you want.

1. Emebet Leta: Debre Berhan University

Mob, No: +251-943 39 36 91, E-mail: emebetletal221@gmail.com

2. NigusAlemnew  Debre Berhan University

Email: Nigusalemnew2014@gmail.com Mob, No: +251910211536
Blen Nigussie Debre Berhan University

Addressee Mob No. +251993818808

Informed consent form

Are you voluntary to participate in the study? 1. Yes 2. 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. |
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
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11.2 Annex Il English version questioners

Part one:-Socio-demographic data/ interview identification questionnaires

Please circle a response for each item

s.no Questions Choice of answer

101 What is your age

102 Sex 1. Male

no

Female

103 What is your ethnicity? Ambhara
Oromo
Tigre

Guragie

o &~ W e

104 What is your Religion? orthodox
Muslim
catholic

protestant

o H w o

105 What is your Marital married

status? )
single

divorced

A W e

Widowed

106 Educational status unable to read and write
able to write and read only
grade 1-8

grade 9-12

o H w poE

College and above
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107 What is your 1. Jobless
occupation?
2. Government employer
3 Merchant
4 Retired
5 House wife 6. Others
108 How much your
Average Monthly
income in birr?
109 Living arrangement 1. Alone
2. living with spouse
3. living with children
4. living with relative

part two:- clinical health related variables

SR.NO Questions Choice of Answer
201 Do you have known chronic 1.Yes
disease?
2. No
202 If your answer is yes for the 1. Hypertension
above question, which disease )
do you have? 2. Heart disease
3. Diabetic mellitus
4. Epilepsy
5. HIV/AIDS
6. Other
203 How much chronic disease do 1. one
you have?
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2.two

3.three and above

204 Do you have pervious history 1. Yes
of depression?
2. No
205 you have pervious family 1.Yes 2.No

history of depression?

Part three:- Standardized Mini mental state examination for cognition
Assessment

Say: | am going to ask you some questions and give you some problems to solve.
Please try to answer as best you can.

N.B.write“1” if the respondent answer correctly “o” if answered wrong for each
questions

Sr.no Questions Choice
1 Orientation to Time Correct Incorrect
11 What is today’s date?
1.2 What is the month?
1.3 What is the year?
14 What is the day of the week
today?
1.5 What season is it?
Total
2 Orientation to Place
2.1 Whose home is this?
2.2 What room is this?
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2.3 What city are we in?

2.4 What county are we in?
2.5 What state/region are we in?
Total

Immediate Recall
Ask if you may test his/her memory. Then say —balll, —flagl, —treel clearly and
slowly,
about 1 second for each. After you have said all 3 words, ask him/her to repeat them —
the
first repetition determines the score (0-3):
Ball
Flag
Tree

. Attention

Ask the individual to begin with 100 and count backwards by 7. Stop after 5
subtractions.

Score the correct subtractions.

93

86

79

72

65

Total:

Alternative back spell of the word “WORLD”: D L R O W

One point for each correct spell

Delayed Verbal Recall
Ask the individual to recall the 3 words you previously asked him/her to remember.
Ball

Flag
Tree
Total:
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7.

10.

11.

12.

Naming
Show the individual a wristwatch and ask him/her what it is. Repeat for pencil.
Watch

Pencil
Total

Repetition
Ask the individual to repeat the following:

No if, ands, or buts

Total

3 -Stage Command
Give the individual a plain piece of paper and say, —Take the paper in your hand,
fold it in half, and put it on the floor.

Takes

Folds
Puts

Total
Reading
Hold up the card reading: ““CLOSE YOUR EYES”’ so the individual can see it
clearly. Ask him/her to read it and do what it says. Score correctly only if the
individual actually closes his/her eyes.

Total

Writing
Give the individual a piece of paper and ask him/her to write a sentence. It is to be
written spontaneously. It must contain a subject and verb and be sensible.

Total

Copying

Give the individual a piece of paper and ask him/her to copy a design of two
intersecting

shapes. One point is awarded for correctly copying the shapes. All angles on both
figures must be present, and the figures must have one overlapping angle.

Total
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Total score (30):

Part four:-Substance related factors: The Alcohol, Smoking and Substance
Involvement Screening Test (ASSIST v3.1questionnaires
Please circle a response for each substance

S. No questions R-mark

301 In your life, have you ever tried the following listed

substances? please circle a response for each
substance

a. Tobacco products | 1.Yes 2.No
(cigarettes)

b. Alcoholic beverages | 1.Yes 2.No
(beer, wine, etc.)

c. khat 1.Yes 2.No

the answers are “No” to all items in question 301, stop interview, If "Yes" to any of these i

ask Question302 for each substance ever used.

302 In the past three months, have you ever used the
following substances?

a. Tobacco products | 1.Yes 2.No
(cigarettes)

b. Alcoholic beverages (beer, | 1.Yes 2.No

wine, etc.)

c. khat 1.Yes 2.No
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Part fife this part of the questionnaire includes 3 questions related to your experience
with social support. Choose one of the suggested alternatives that apply to you.

S.No | Items Remark

401 | How many people are so close to | 1.None
you that you can count on them if

. 2. 0ne or two
you have serious personal
problems? 3.three up to five
4. more than five

402 How much interest and concern None

i ?
do people show in what you do* little

1

2

3. uncertain
4. some

5

. alot

403 How easy is it to get practical | 1. very difficult
help f_rom neighbors if you should 5 difficult
need it?

3. possible
4, easy
5. very easy
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Part sixe:-Assessment of Depression (Geriatrics Depression Scale-15 (GDS-15)
questionnaires.

501 Are you basically satisfied with your life? 1.Yes
0.no
502 Have you dropped many of your activates 1.yes
and interests? 0.no
503 Do you feel that your life is empty? 1.yes
0.no
504 Do you often get bored? 1.yes
0..no
505 Are you in good spirits most of the time? 1.yes
0.no
506 Are you afraid that something bad is going 1.yes
to happen to you? 0.no
507 Do you feel happy most of the time? 1.yes
0..no
508 Do you often feel helpless? 1.yes
0..no
509 Do you prefer to stay at home rather than 1.yes
going out and doing new things? 0.no
510 Do you feel you have more problems with 1.yes
memory than most? 0.no
511 Do you think it is wonderful to be alive 1.yes
now? 0.no
512 Do you feel pretty worthless the way you 1.yes
are now? 0.no
513 Do you feel full of energy? 1.yes
0.no
514 Do you feel that your situation is hopples? 1.yes
0.no
515 Do you think that most people are better of 1.yes
than you are? 0.no
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11.21 Annex 11 Amharic version Consent form

AMCEFMMEP:aL BN L oo
@ +AFEPT

NAA=NLNZNCUTN+TRPM PLAHDTFTFALL ENCHNAFIT PUARTLLPITNAIC
AL PHPTLTFAICNT PPTARAT LLAITPLICCARLENNANTF:IPLIPG1PIR FNULMA
NAAFFNAATHATNAAFNLNZNCUTRLACAPAMD-INAPEPTMSICN YT
P ULIRL S+ LLNANTF @) L, FPFATEPICLICLAGTMNGT DY LU LN
NNHUIRPCIRCAL+NFELATL P FATR INH M
PRTHTIRLIGNRNLNCU TN+ PG AHDTRFALPLNCTNRFITRTPUAATL
PITAT TN ICAL PHPTFATONTY P $F::

@), :N+APRATIGHOHLLF DT FFATRM PARTEENCTNAFNAL TP T4 (AHD-TF
F )
ARATLANHPAPA:RULITAHD T TO+HAAUL MTATBL T4 P LLIFPATNIRYION
ALULDFFO-TATE PMETATLTA L TLTAN:LUMNTTDRLFNENCTNAFATA
SRAHDTEFUNTCT PMTACATN AL FANA:

PIPCIP GG AM:-
AHOTETFALLENCTNAFIRTIPUARTRLPITATIRNA ICA P PHPM FATOR Y P2F a0
BANTE:NHUMTFATA+EDALO-PACAP IR A+ENAL AFIRNACAPA L Pag ao
MANPHIOVIORL IHTCARELIOHATATENDARTOIRIIOR LI FMPIRA L P IR
IR INIOLADLM-ME YDA N+ TNPHNNATS PANLALD-UAICT R LLTIAP A
NMGTENTA+ENTIRNCAPAL P LCATRTITRAL I FFEFPATR:NHUMTFAL PR ()
MY YF@IRAANNN L ACATNTNM P HPMR PR PIATYTTCAD- AL AN TN
FRPITRIFINANRPCPITAMTAL MNENFIR:NRIFDIRARFALNPTNDTRAT )
AAT AN FRAPF: AT ML 20
PePALEPLTTFANUTINHUMTTALATA+ENL P8PATRIRTHECTINPEALARL LI
ERCNPFA:NHLIPNALEANANPFICARPTATLAM-LMP P
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PtaD . PAGR:- AARNLFAFNAN- +251-943 39 36 91
PATINZPTATR:-L AT TFNAATCID-NARN-+251910211536

2. NATTFANAR-+251993818808
NPATMLRATA+EE PLTTH 1LAP  2.AREAL9
Pt+AFL ML I 160, -
PATSTLHTP+LEU AL ITPCACTCE ARITPIATI+L & FAU:NHUIPCICTCEN
FALIPAMA+EL $ 5 PFAL=NTYVEMIPARATN DT +hLATATITTAATNTATSAT A

@$ PAU::

O A — S ———
LV 10T 0[] - —— e —
S

0 MO0 N Tl — el R $Y---

NHUAMCPALAMMLPATA+EL PLTNAPFATAITAL LA MPRTIATMT PSP
20 L PP B A P TUATIR M PEPTFATRMANLIPAGAT O TP AT AR AT AY::

NEARTL:PMUNLBTANT M, PR/ S PT

¢ mPe anAf

101 REM(NAGDF) | mmeeeemeeeeeeeeeee-

102 P 1.m78 2. ht

1.AM ¢ 3. 16

103 | fyc
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2.hC9° 4. 141

5. AANAL M fremememememememenenen
1. PAIN/F 2.2710/F
104 PINFULF 3.4 /T 4.090+FN+/NF
1. OP9§FAYYINA PaRL T
105 PH/trecs 2. TINAG dOG&Pa T
3. h&al----8
4. N&A9-12
5. LA % hH A
1. NEPAAD-/F 3.19%
106 PNl s 2. P YN ALt 4. Mrdt+a
5.f AN
6. AANAR Py
107 POCIN
108 Ne9Y ICI-P 47 1. a0 3.NAEFIC

2NF8CRICIC  AAANHIE/MNICNTIC)
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109

uemest 1.ACFENA

2.0NA 9P

3. TCENFTT

4.nTAR

NEAUATNANAPM 11+ 3P a0 AN koD 8P T

+.¢ mPg aoAf
201 PFMmEPERNAFPFAANT? 1. AP
2. PAGD
202 AALG MM PLMANPAPNIPIPFT M-NAF 1. PLIPI&F
YD PANPF?
g 2. PhhCNASF
3. PA{hange
4, P MANASF
5. FTALN/AEN
203 NALN+MerAFENDATTFNAFAANPT? 1. A E
2. AT
NU-ATNAL
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204 NHU N+ ENCT AIPTPT PO-PA 1. AP

2. PA9™

205 NHU N+ NN+AND a-hm eNCt 1. AP
PImarm M AA
2. PA9™

N&A 3:PAAPPCNELUL 3TN+ Ah+

1. 187N+ Ah+ Thha(1) NU+1(0)
HePrN 1M ?
MEITENAN?
HY & CY/TPULENTTIO?
PHE@AATIPTLNALA ?
DPEIVLYID?
MPAA
2. nF1Nn+aAh+

L4NFPMmYIMm-?
PAINFTNFLLNGEATCTLNAL?
AUTPIRIIANTFN+HIIOTRNAAN?
AIPRIPCNTUICT TTHNAAT?
NPHEMNAATE-ALTPITT T
MPAA

3. N&dr+MhFohin+mAht
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Nangas eagh +dAYN+IRAN+IDLE A M- 1D MPP AT LICFTFAM L PNH, PTP,
PRATILATNIARTNH F (AT ANTEARLTSTS.PA)
NATATRPAATMIHELT A PAFTIN+TICANZATANTATE LTI F DML $:PaD g aD
P E PP AMMETLOATPA::

n.A
ATLPAAT
H&

MPAA

4. st IN+aAh+
AANMT/QTN100 @LBAANFTTIATRPTAM L P:ATCN+E D-NATAL PHTA::

93
86
79
72
65

MPAA

ATLAT L AAT T YPTAD T L HA LN YT A A

MPAA
5N L FNEALAPMNFDNNS TN+ AN+
AANMTY/ QTP LIPPLITRFDTPATATE PN F M EP

n.A
A7 2PRAT
He:
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MPAA

6.nh9™ AP+ N+aAh+
ATANTFPAENATANRHUTRTETID-NAUMLP=ARCAMIPN+TRAAL UL 3279

hot
ACAN

MPAA

7. 99PN+ Ah+
QAN DATTIULITATE L IITM-MEP: “REPII/AT/ 11CY

MPAA

8 .NANNTLLEFOHH
OZPTFAMEO/AMFNHLIPFOHHAD =OLPEINAE DN L IAFATAMEDATDAAAL/
ML&HALANPIO M-

oL
MME&
afpapm
MPAA

9 MINNIN+™Ah+
NNCEALPMINNIICAG AL TU TG T NHLTPIANTTDLIPTANL TATNNLTN
NOTAYL AT NCAANNE-:0 MM, +YP, P70/
PIRFTTMNTANAPTRLDTN+TINL 70

10 #UL+T1N+aAh+
ATIANMT/QDLPTATANANSFNME/MTNHPTPAPAPRNCY+ TP TBAGLETTIICATA,
XE[TEEMLPD/PT:9/171471A09& PANTFO-NENTFD-IPCERTEAITNED T PTL
FLNFA:
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MPAA

11 AIANN/QOLPTATACANANACNFNMETUATACNNLNTEPT PLCM-ITATRNTN
A TATEFTNG/8NEMEPNANT AT ATIATFPCAANTFO=NANA TS NATSAL
PLPAGATNALT L PA\

MPAA
AMPALLICN30

heA-4. A0 M IN+@Ah+(ANNTFN-3.1)

t.¢ mPRPT ANt 2P+

301 NULMFPhFFN+HZHGTFAOTNZ D POrPA?

ANNPIARLIS TS ABTCARNNLECT

U. e+9enNP9ecs+ 1.AP 2.h2
(LI&PT)
A. PRADAM MMF 1.AP 2.h2

(¢, @LT, @A)

. et 1.AP 2.A2

Pe 301 ®-NDAAUFATCROMANT “A 27
hUr PAML eI PR ITNATHUAPTARTS.I® “AP” AP T PE 302
E£Me:
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302

NASFANFOLFTO-NDPNTNHATASTPTE O+ M d?

U. PFgeNPIRCsF LAP 248
(LI-PF)

A. PRADATMMT (N, | LAP  2.h2
LY, MH+.)

. Bt 1.AP 2.h2

& - 5: MYNLREISFTIN+HIANT (AhA- 3)

+/®

PP+

PARANIRC R,

401

NICNTACSFNLNLATPNPAATINTHLFAN?

1. NMIPNPAK

2. NPAN

w

. £FAA

4. nNEY

5. NMmgehNeym-

402

NMIPNNLFICNINICPHNHLLPNENCIRTY P
UAND-L.PL-A?

1.9°%9" n1-2

3.n3-5 4. A9”hT 5 hH.PNAL
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403 | AChPNT,LLCHTIICARNPTFIOT L RAGAIT LA 1. 99
o2 2. met
3. RCIIME hRLAL-9®
4. Pt+mny

5 "Mt

h&A-6: £NCHiNtaAht (E4FCheTLATANNA -15(8 L AhN-15)

501 NALFRIFNULDFPACNFRAPF? 1.AP

0.ALEAL
g'D

502 PAGEATFMPINAAPT? 1. AP

0.fAg®

503 NULPTPNLITLNATP FA? 1.AP

0.A2AM%

504 N11CFMAATFTAAPT? 1.AP

0..PAF™

505 NI EATRTLNATP F4? 1.AP

0.A2AMM%
913
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506

MmaE ICANATNT/AINELFAANARLL LN

1.AP

0.A2

507

NHLHLATTIHLATIP FA?

1.AP

0.ARNTY%

508

C8TATEAATLEATP FA?

1.AP

0.ALNTHT
g'D

509

D LM¢h, M+M.AS ENTICTFINMNCTLAPANFONDTPATL

anCmi?

1.AP

0.A2

510

NHLRIICFIPTAFONTFICAANTNARLANA?

1.AP

0. A2

511

ACAPALTNULOFARPCPNMIPALEIB-NAM. PNNA?

1. AP

0. AANNI9®

512

AT EANTULFPINN/PCMLLNIB-NARPANA?

1. AP

0.
AL NTHE gD

513

1. AP
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M AULADLIPFANTATEAPTLNTIP FA?

ALAAgD

514 PCNPU 1 +HN&PAD-IPNA®-PANA? 1.AP
0.AL
515 NHEAPFNLC+HAATFO-NAD-PANA? 1. AP
0. AANN9P
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