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ABSTRACT
Background: Cancerdiagnosis is associated witlicreased chance of developing psychological, socia
and psychiatric disorders, which impact on patemtéalth state and medical treatment. Psychiatric
disorders are experienced by cancer patients atages of disease. The number of people diagnosed
with cancer is on the increase every year in theldping countries, Kenya being one of them and the
burden of cancer continues to grow. Psychologiodl social issues among adults cancer patients are
well documented in the rest of the world, Kenya &ditle amount of data in place. A critical paft
cancer care is the recognition of the levels ofchsjogical and social problems that present among
patients with cancer and determination of the gmpate level of intervention, ranging from brief
counselling or psychosocial interventions and $atipport to medication and specific coping styles.
Objectives: The main objective was to determine the psycholigand social issues amoagult
cancer patients seen at the oncology clinic of Meaching and Referral Hospital (MTRH), Eldoret.
The Specific objectives were to determine the psladical, social issues that are associated with
cancer diagnosis and socio-demographic charadtsrestd clinical state of the patients diagnoset wi
cancer.
Methodology: This was a cross-sectional and descriptive stlitlg. study participants diagnosed with
cancer were enrolled and interviewed using researclesigned socio-demographic and clinical
questionnaire and the Mini International Neuropsyittt Interview for adults (M.L.N.I Plus)
instrument. The participants were assessed aftemied consent was obtained. Ethical approval was
obtained from Institutional Research and Ethics @ittee (IREC) Moi Teaching and Referral Hospital
(MTRH) Moi University and Ethics and Research Comteal Kenyatta National Hospital/ University of
Nairobi before conducting the study.
Data analysis There was double entry of data followed by clagmveekly. Data was entered into
Microsoft excel worksheet then exported to Statidtpackages for social sciences (SPSS) versidh 16.
for analysis to describe each DSM-IV diagnosis afteparticipant by summing up the ‘yes’ responses
that met each criterion for DSM-IV Axis | disordeRResults are presented in form of tables, clearts
graphs
Result: A total of 138 respondents participated in thedgtMajority of the study participants were
females at 71.7% (99) whereas males were 28.3% @®ast cancer at 34.8% (48) and cervical cancer
at 12.3% (17) were the commonest. Most of thei@paints were in the advanced stages between stage
Il at 33.3% and IV at 39.1%. Among the particiamajor depression episode (current, past, with
melancholic features) was noted in 42%, 15% an@%1lrespectively. 14.5% had dysthymia current.
Suicide risk high, moderate and low risks were 2%9% and 8% respectively. Panic disorder current
without agoraphobia was 2.2%, with agoraphobia 6&8d agoraphobia without history of panic
disorder was 8.7%. Post traumatic stress disordes %8% social phobia was 7.2%. Obsessive
compulsive disorder was 4.3%. Generalised anxietgrder was 12.3%. Hypomanic episodes was at
5.1%; manic episodes at 7.2%. The less frequentatss were alcohol and drug dependency/ abuse,
Psychotic disorders, Anorexia nervosa and Bulineavosa were each affecting less than 1% of the
patients. Antisocial personality disorders accodrite only 1.4% amongst the cancer patients. Ndne o
the participants had the psychosocial issues dogtgdein the clinical file notes. Only 7.9% (11)
reported to have discussed the psychological anlsconcern with the care givers that is a 92.1%
treatment gap.
Conclusion: Major Depressive Episode, anxiety disorder, Olgesscompulsive disorder,
Posttraumatic stress disorder were the main psyhdisorders noted. Other disorders that weradou
among cancer patients at MTRH include antisociabgmality, social phobia, and alcohol and drug
dependency/abusBsychosocial oncology services for patients andliissrwere found to be minimal.
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CHAPTER ONE

1.0 INTRODUCTION

1.1 Background information

Cancer is a disease that results from a breakddwresystem that control normal cell growth
and cell death leading to over production of callsstruction of nearby tissues and spread of
the disease to other organs of the body (metaptéidamahan & Weinberg, 2000). Cancer
arises from one single cell following abnormal dpes in the cell's genetic material. The
genetic changes affect the mechanisms that regutateal cell growth and cell death leading
to uncontrolled cell growth (Powe and Finne, 20@3ncerous cells proliferate uncontrollably
and invade neighbouring tissues and eventuallyasping to other parts of the body (Borboa,

M, 2009). If the spread is not controlled, canaar esult in death.

Cancer is caused by interaction between geneticcaadonmental factors (Travis, Williaet

al., 2010). Environmental factors accounts for 90-95%amcer cases with only 5-10% due to
genetics (Anancet al., 2008). Environmental factors include tobacco @B4), diet and
obesity (30-35%), infections (15-20%), radiatiomsss up to 10%, stress, lack of physical
activity, and environmental pollutants among othi{@isand Pet al.,2008). viral infection such
as Human immunodeficiency virus /AIDS that causepdsi’'s sarcoma, Human Papilloma
Virus (HPV) that causes cervical cancer or Hemafti & C that causes Liver cancer and
lymphomas. There are bacterial infections such el&cébacter Pylori that can cause cancer of
stomach and parasitic infestations such as schisii@sis may be responsible in causing cancer

of bladder.

Cancers are classified in two ways, by the typetisue in which the cancer originates
(histological type) and by primary site in the boalyere the cancer first developed. There are
several types of cancer depending on the tissoegih. Carcinoma is the cancer that begins in

the skin or tissues that line or cover organs Kefidl cells). Sarcoma is a cancer that begins in

1



bone, cartilage, fat, muscle, blood vessels orratbanective tissue. Leukaemia is cancer that
starts in blood-forming tissues such as bone mar(bdational Cancer Institute, 2014).
Lymphoma and multiple myeloma are cancers thatrbiegcells of the immune system. Due to

its nature, cancer is difficult to treat.

Medical history and physical examination make isgble to find signs and symptoms of
cancer respectively. Investigations range from fdatmwy and radiological findings and
histopathology of the tissueSumor staging is done by oncology experts for thgemt. This
helps in planning the treatment. A multidisciplinapproach is designed to present important
clinical information, uniformly screening, diagnogi staging, determining prognosis and
treatment for the patient. Various modes of the@mgyused for treatment of cancer that include
medical-chemotherapy, surgical, hormonal therapgyradiation therapy (Cancer.Net Editorial
Board, 2014). The primary aims of cancer treatnagatto cure the patient, prolongation of life

and to improve quality of life.

1.2 Psychological and social aspects of Cancer
Cancer diagnosis is the most feared condition tscad the severity and distress associated

with the disease, treatment process and perceieetility. This causes psychological agony in
patients and family members because of the indeitabentuality of the disease mortality, pain
and suffering (Spencer, S.Met al, 1998). Diagnosed patients with cancer do givécauge of
fear of interrupted life plans, change in body imachange in life style and fear of death. This
is often a true picture of terminal illness thougit a complete assessment of the many effects
a terminal illness has in an individual. The phgsichallenges of a terminal illness are clearly
seen, but the psychological, emotional, and metisalirbances are not. People diagnosed with
incurable diseases that are conscious of imperdiagh deal with greater questions thewl*

this treatment make me sick?’ ‘Am | going to digfe fear can become more intense if they
are told that the cancer has spread or has conke(WWseisman, A.D, and Worden, J.W., 1977).

Shock, anxiety, uncertainty and for some peoplgreksion may set in. They may have
2



disbelief, or numbness. As time goes on they ma&y &émgry, resentful, frightened, sad, or
overwhelmed. They may also feel guilty about havihgse feelings (Liljana and Mojca,

2004).

Patient with cancer usually see multiple specwmligfor example, surgeons, radiation
oncologists, medical oncologists), and care isrofiet well coordinated. The patient is not
given care by a single, trusted physician. Fragatemt of care among cancer patients
increases medical cost, emotional and psychologicdllems hence it is psychological burden.
Outpatient offices and clinics are extremely bu$y length of time doctors can spend with
cancer patients is often limited, and the oppotyuta bring up psychosocial problems may be
lost. Receiving adequate information and the ghbititask questions in a comfortable way are

basic needs for addressing psychosocial concesofil Academy of Sciences, 2004).

There is reluctance to discuss psychosocial cososith the busy oncologist provider. There
is stigma associated with seeking or using mergalth services, physicians’ failure to ask
patients about distressing emotional symptoms hedld@ck of simple, rapid instruments for
screening for psychosocial distress are barrierstht®® symptoms receiving appropriate

recognition, diagnosis and treatment by suppodive psychosocial services.

Social and familial challenges occur in terminkiaks. The effect of such a diagnosis reaches
every facet of life including work, family, the wito live (or die), and one’s coping
mechanisms which limits interaction in cancer paseThis may make one not to interact with
others on the same level as before his or her dagnAn individual diagnosed with advanced
cancer may worry of financial concerns, anxietywhaeath, and emotional welfare of family

membersKristjanson and Aoun, 2004)

Some individuals choose to continue working as lasgphysical conditions allow, others
choose to live out remaining days at home with fgnaind still others consider hastening death

(Westaby and Versenyi, 2005). The mental, emotj@rad psychological processes that arise
3



from a terminal diagnoses are complex (Reportjofra working party of the Royal College of

Physicians and the Royal College of Psychiatrix163)

The domestic and working lives may be interferedm& patients with cancer experience
problems with daily living, finances and employmehhe fear for patients with cancer is that
they may lose their independence and dignity. Thdhe person's belief that the essence of
who they are is still intact, despite the illne&treet and Kissane, (2001) stated that “dignity is
a subjective experience, perceived individuallgt tbach person has their own view about what
is dignified for themselves and others”. Duarte £r29003 identified four themes to dignity; in

relationship and belonging, having control, beingian and being heard and understood.

Depression

Depressionrefers to a spectrum of mental health problemsadtarised by the absence of
positive affect. It is a response to perceived.l@®epressive states exist on a continuum from
normal sadness that accompanies life limiting disga major affective disorder (Passik S.D.,
and Kirsh, K., 2004). A diagnosis of cancer andrawass of associated losses may precipitate
feelings similar to bereavement. The loss may bpaofs of the body such as a breast or hair,
the role in family or society, or impending loss Ide. Severe and persistent depressive
disorder is up to four times more common in cargaients than in the general population,

occurring in 10-20% during the disease (White aratiéod, 2002).

Depression presents with a loss of interest andyemgnt in ordinary things and experiences
low mood, and a variety of associated emotionalgndove, physical, and behavioural
symptoms. Daily functioning is often impaired (NICElinical Guidance 2009). When
depression sets in, one may withdraw from lovedsombey may stop some daily activities and
have fewer everyday pleasures to enjoy. Majoritythefse patients report a wide variety of
sleep disturbances, after cancer diagnosis, wihtlinee most frequent elevated symptoms

being not feeling rested in the morning, difficuitaying asleep, and difficulty falling asleep.
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Some patients have insomnia problems prior to ttescer diagnosis. Sleep disturbances can
result in a variety of psychological and somatiaditions, such as an increase in fatigability,
irritability, aggressiveness, cognitive impairmentmood changes, poor coordination,
psychomotor retardation, and decreased tolerancedm (Chuman, 1983). Depression is a

major cause of impaired quality of life, reduceddurctivity, and increased mortality.

Distressis the unpleasant experience of an emotional, mdgglcal, social, or spiritual nature
that interferes with one’s ability to cope with can and its treatment. It extends in a
continuum ranging from common normal feelings ofnewability, sadness and fears, to
problems that can be disabling such as depresaimxiety, panic, and social isolation and
spiritual crisis as defined by USNCC network (US @G 2004). Individuals with cancer
diagnosis or treatment regimen may experience difgrent levels of distress. A high level of
distress could result from an individual’'s perceps that either the demands of a situation are
very high or his or her resources are very lowHloth) (American Psychiatric Association,

2000).

Anxiety is the response to a perceived threat. It is msigiteas apprehension, uncontrollable
worry, restlessness, panic attacks, and avoidainpeaple and of reminders of cancer, together
with the signs of the autonomic arousal (Craig Batloed 2002). Patients may overestimate
the risks associated with treatment and the likelchof a poor outcome. Anxiety may worsen
perceptions of physical symptoms of the diseasebileathlessness in lung cancer (Roy Castle
Lung Cancer Foundation, 2010) or post-traumatiesstisymptoms such as intrusive thoughts
and avoidance of reminders of cancer that occalbjoftdlow diagnosis or treatment that has
been particularly frighteninglt is common at disease milestone, especiallyiidirdiagnosis,
time of recurrence, and progression to the ternphalke. In patients whose disease is stable or

in remission, anxiety frequently occurs in conjumct with routine re-assessment. Some



patients may also develop phobias and conditionedhiting in relation to unpleasant

treatments such as chemotherapy (Stark D.P ande8u2000).

Anxiety can be part of normal adaptation to candée reactions are time limited and may
motivate patients and families to take steps tacedanxiety like to gain information, which
may assist in adjusting to the illness. If the atkreactions are prolonged or intense they are
classified as adjustment disorders. These disorc@nsnegatively affect quality of life and
interfere with a cancer patient’s ability to furostisocially and emotionally. Stress associated
with cancer diagnosis can trigger the onset ofetypdisorder in a patient without a pre-morbid
psychiatry diagnosis. Phobias can complicate mégiceedures and can result in the refusal
of necessary medical intervention or tests (Razand Stiefel, 1994). Anxiety can at times
affect a person’s behaviour concerning his or keglth, contributing to a delay in or neglect of

measures that might prevent cangeuver D, Ho CH, 1993)

1.3 Palliative care

People with serious terminal ilinesses do get g@e care that assists them in alleviating pain,
or stresses. Palliative care which is care fortémminally ill is appropriate for patients in all

disease stages that include those undergoing tegatfor curable illnesses and those living
with chronic diseases, as well as patients whameaging the end of life. The palliative care is a
multidisciplinary issue. The approach includes gatticare that rely on input from physicians,
pharmacists, nurses, chaplains, social workers,chudggists, and other allied health

professionals in formulating a plan of care toeedi suffering in all areas of a patient's life.
This approach allows the palliative care team tdress physical, emotional, spiritual, and

social concerns that arise with advanced illnessrifer S. Temelkt al, 2010).

World Health Organizatiordescribes palliative care as "an approach thatawgs the quality

of life of patients and their families facing theoplems associated with life-threatening iliness,



through the prevention and relief of suffering bgans of early identification and impeccable
assessment and treatment of pain and other problehysical, psychosocial and spiritual

(WHO, 2002).

Most physicians have traditionally concentratedtrying to cure patients. The treatment of
cancer has got to extend beyond the physical comiglto include psychosocial factors that
significantly affect the patient’s quality of lif€linician therefore must always care for the
whole person. Although the physician’s initial theeutic goal is to cure the disease, cancer is
often incurable. Psychological treatment is pénppalliative care that is given to patient with
cancer so as to make them be able to deal with tmegue problem individually and as a

family (Areej El-Jawabhriet al.,2011).

The study aimed at finding out the psychosocialéssamong adult cancer patients that may

arise on patients with cancer at the Moi TeachimdjReferral Hospital.

1.4 Purpose of the study

The purpose of the study was to find out the psyobial aspect of adult patients with cancer

seen at the oncology clinic at Moi Teaching andelRaf Hospital, Eldoret.

1.5 Problem statement

The global burden of cancer continues to increasause of the aging and growth of the world
population alongside an increasing adoption of eewausing behaviours, particularly
smoking, in economically developing countries (Jeetaal, 2011). Based on the Globocan,
(2008) estimates (http://globocan.iarc.fr. 201@pwt 12.7 million cancer cases and 7.6 million
cancer deaths are estimated to have occurred i8; 20@hese, 56% of the cases and 64% of
the deaths occurred in the economically developiadd (Jemakt al, 2011).Breast cancer is
the most frequently diagnosed cancer and the Igactiuse of cancer death among females,

accounting for 23% of the total cancer cases afd @#the cancer deaths. Lung cancer is the
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leading cancer site in males, comprising 17% oftoi& new cancer cases and 23% of the total
cancer deaths (Ferlagt al, 2010). The mortality burden for lung cancer amdagales in

developing countries is as high as the burdendorical cancer, with each accounting for 11%
of the total female cancer deaths. Although overaticer incidence rates in the developing
world are half those seen in the developed worlthath sexes, the overall cancer mortality

rates are generally similar (Jenealal, 2011).

Cancer survival tends to be poorer in developingintges, most likely because of a
combination of a late stage at diagnosis and luingecess to timely and standard treatment.
Clinicians, public health professionals, and polioyakers can play an active role in
accelerating the application of such interventisnsh as psychosocial alongside medical care
globally. Estimates show that the burden may hitndillion deaths by the year 2030, with
nearly two thirds of all cancer diagnoses occurringlow- and middle-income countries

(Ahmedin Jemagét al, 2011).

In 2002, WHO estimates that there were more thah0B0 annual deaths from cancer in
Africa with 40% being attributable to modifiableski factors such as chronic infection and
tobacco use (Sepulvedaetal.,2003). The African continent lacks resource andhsifucture

to address the cancer disease burden; surviva este result are significantly lower than in
developed countries and patients’ expectationss#fade-modifying oncological treatment are
low (Murray SA, Grant E, Mwangi-Powell F, 2005).d&cade ago in East Africa, there were
an estimated 175,000 persons living with canced, taat number has dramatically increased,
with cancer projected to become the leading catideath in sub-Saharan Africa over the next
few years. Unfortunately, as the threat of eadgttl and disability from chronic diseases like
cancer grows in sub-Saharan Africa, it is cleat gwuntries like Kenya have very little in

place to meet this challenge (Mutuma G.Z, and K&, 2003).



In Kenya, there is scanty literature on the incaieaf cancers in general. However, it has been
noted that cancers of the head and neck are theamiwsnon. Oesophagus and prostate cancers
lead in frequency among male adults. It has alsnhbweted that cancers of the breast and
cervix represent a large proportion (43.3%) ofrafported cancers in female (Mutuma G.Z,

Korrir A.R, 2003).

According to Eldoret cancer registry, cancer of ¢eevix is the most common among females
followed by breast and oesophagus. In males caridbe oesophagus is the commonest and it
is followed by cancer of the skin, Non Hodgkin Lyingna and prostate cancer respectively
(Tenge C.Net al, 2009). Therefore this brings in the fact that M@aching and Referral
Hospital is handling many patients with cancer. Af@m the hospital set up they also have
satellite clinics in North Rift and Western Keny&ave they follow up and treat patient with

cancer on specific days.

There is stigma associated with seeking mentakthearvices for cancer patients (Jimmie C.
H, 2002). They feel bad that they have to exposetielves physically and psychologically to
their families, community and the health workersd aonsider their illness as a sign of
weaknessWhen these patients are referred to a psychiatriseek help, they feel traumatised
to be associated with mental iliness. They may waikeep their issues to themselves not to be

exposed to be too sick or we@kharmaz K., 2000).

There is also lack of simple, rapid instrumentsdoreening for psychosocial distress at these
clinics. Skilled personnel that could be able te ubese instruments are few and the

instruments are also not available locally.

Psychological impact on cancer patients has beeimpartant aspect of Clinical Oncology.
The study therefore sought to find out psychosasgales among adult cancer patient attending

Oncology clinic at Moi teaching and referral hoapiEldoret, Kenya.



1.6 Justification

Moi Teaching and Referral Hospital (MTRH) is the@ed National and Referral Hospital in
Kenya which handles many illnesses. Patients vatiter are seen at the oncology clinic based
at AMPATH Centre within the hospital. Cancer mamagat in the hospital Oncology clinic is
mainly diagnostic and physical treatment and symptelieve in nature. Very little if any
palliative care and psychosocial management isigeovto these cancer patients. Few if any
studies have been done to look at psychosociakcaspeong cancer patients at the oncology
clinic of the MTRH. This study endeavoured to anstigs question and add to the body of

knowledge.

The study may also act as a spring board for atblevant studies to be done among these

cancer patients and the resulting issues at theHATR

This study may provide information to the clinicgthff, administration of the hospital and

policy makers on the importance of psychosociarirgntions among patients with cancer.

1.7 Objectives of the study.
1.7.1 Main objective

The main objective was to determine psychologicad aocial issues among adult cancer

patients seen at the oncology clinic at the Moiche&sg Referral Hospital.

1.7.2 Specific objectives

» To determine the social demographic characteristius clinical state of the patients

diagnosed with cancer.

» To determine psychological issues that are assatiaith cancer diagnosis.

* To determine social issues that are associatedcaitber diagnosis.
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1.8 Hypotheses

Null Hypothesis

1. There are no significant psychological issues anmgarger patients.

2. There are no significant social issues among cgvetnts.
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CHAPTER TWO

2.0 LITERATURE REVIEW

2.1 Introduction
Cancer has increased despite advanced medical gtaelly. As the world’s population

continues to grow and age, the burden of cancdr imglitably increase, even if present
incidence rates remain the same. According to WhHida@lth Organization (WHO) cancer is
now the third leading cause of death worldwide. roppmately 10.9 million people are being
diagnosed with cancer world over annually. It isneated that 7.4 million deaths occurred in

2004 due to cancer (WHO factsheet 297, 2010)

In 2007, cancer caused about 13% of all human deathidwide (7.9 million). Rates are rising
as more people live to an old age and as mass$yld#eshanges occur in the developing world
(Jemal Aet al., 2011). GLOBOCAN estimated that 7.6 million canaaths occurred
worldwide in 2008. Lung cancer accounted for 1.4liom that is 18.2% population, stomach
cancer accounted for 0.7 million that is 9.7% opulation, liver cancer 0.7 million that is
9.2% of the total population, colorectal cancer wesponsible for 0.61 million that is 8.1% of
the total population and female breast cancermasti was 0.5 million that is 6.1% of the total
for women. These were the most common causes, atbeguor more than half of all cancer
deaths (Ferlay Xkt al 2010). While more than half a million Americangsdl from cancer in
2007(Jemalet al, 2007), numerous others were being effectivedated and will survive
cancer-free for many years. Still others will havegype of cancer that is chronic and that will
need to be controlled by intermittent or continutngsatment. By 2030, the global burden is
expected to grow to 21.4 million new cancer casesl8.2 million cancer deaths simply due to
the growth and aging of the population, as welleaiictions in childhood mortality and deaths
from infectious diseases in developing countriesrléfy et al., 2008). More than 70% of all

cancer deaths occur in low- and middle-income aoes{WHO factsheet 297, 2010).
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The most recent data of 2012, there were an estdrid.1 million new cases of cancer in the
world: 7.4 million (53%) in males and 6.7 milliod1%) in females (Ferlay Jt al

GLOBOCAN 2012). It is predicted that there will B8.6 million new cancer cases worldwide
each year by 2030, if recent trends in incidencenajor cancers and population growth are
seen globally in the future, with slightly largerowth in low and medium income countries

(Bray F, Jemal A, Grey Net al 2012).

Africa spends a lot of resources on prevention@mé of infectious diseases and malnutrition
as opposed to cancer patients (The Internationad®i& for Cancer Treatment and Research,
2014). Oncology in Africa is practiced by the mediservices after the local traditional healers
have been sought by the cancer patients leadidgwuastating effects on the natural history of
the tumours (Hisham and Yip, 2004). This leadever 95% of cancer patients in the African
countries being diagnosed at the late- or end-dagase. This may be due to the low level of
cancer awareness between the population and thi# eakers, cultural practices and limited

access to specialized care which are usually n@stesit in these countries (Loehrer PJ &r,

al. 1991).

Falagas, M.Eet al, (2007) identified 31 studies examining the assbmm of various

psychosocial parameters with general breast cadismase free survival and 6 studies
examining whether psychological intervention influes the disease outcome. Of the 31
studies, 25 (80.6%) showed a statistically sigaific association between at least one
psychosocial variable and disease outcome. Parsna$sociated with better breast cancer
prognosis are social support, marriage, and minnmgizand denial, while depression and

constraint of emotions are associated with decoehssast cancer survival.

In Malaysia a study of 752 new cases of breasterapatients were seen in the University of
Malaya Medical Centre. The average tumour sizedvasm and that 30% to 40% were in late
stages. The delay in presentation of breast camagmttributed to a strong belief in traditional
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medicine, the negative perception of the disea®egnty and poor education, coupled with fear

and denial (Hisham and Yip, 2004).

Failure to diagnose cervical cancer at an earlgestasults into a chronic illness. It becomes
irreversible and it involves multiple areas of ftianing beyond physical body. The patient
may face separation from family friends and sowtgratification. There are losses of key
roles, disruption of plans for the future, distiegsemotions such as anxiety, depression and

helplessness (Turk, 1979).

In sub-Saharan Africa, the AIDS epidemic has cbaecancer known as Kaposis sarcoma.
The cancer in East and Central Africa occurred aesalt of AIDS epidemic. Kaposis sarcoma
became more common with 57 000 new cases occuifricefeach year and 52 000 patients die

of this disease annually. (Parkin, MdDbal.,2002.

Masika et al (2012) in Tanzania studied cancer patients ata@deoad Cancer Institute
(ORCI) in Dar es Salaam and reported a low levéiezlth related quality of life, a high level
of symptoms, and a large number of unmet needsmaitienal and financial support, pain
relief, and access to the health care. The highesfy pain points out that ORCI is facing

severe challenges regarding care and treatment.

2.2.0 Psychosocial issues and cancer
Psychosocial distress among cancer patients hasdssessed among several studies. Studies

done by Derogati®t al (Derogatis LRet al, 1983) from three cancer centers with a total
number of 215 patients looked at the prevalengesg€hiatric disorders and reported that 50%
of patients will have a normal response to cantdetims of day to day stress. The other 50%
will present with adjustment disorders with depegkssr anxious symptoms and among these

50%, 20% of patient will have major depressive egés
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Upon diagnosis of cancer on a patient, the newsozak the heart before proper preparation is
made. Patients may have fear of death, disrupfidifegplans, changes in body image and self-
esteem, changes in social role, change in lifestyt@ncial concerns and they experience
varying levels of stress (Artherholt and Fann, 20Q@inical and epidemiological studies over

the last 30 years have identified psychosociabfacto include stress, chronic depression and
lack of social support as risk factors for cancesgpession. Support is stronger for links

between psychological factors such as stress, slEpre and social isolation and disease

progression (Steeit al, 2007).

Psychosocial stress has been related to impairetuimity in cancer patients. The long-term
activation of the stress-response system and theeguent overexposure to cortisol hormone
and other stress hormones can disrupt almost all/'®qrocesses. Cortisol hormone can
weaken the activity of the immune system. It alss la negative-feedback effect on
interleukin-1which is useful in combating some dises (Besedovskyet all 1986).
Psychosocial factors, such as social support asiteds, are associated with changes in the
cellular immune response, not only in peripherabodl but also at the tumour level

(Lutgendorf, 2005).

Psychological variables are thought to influenoe ¢urse of cancer and this was based on
data from 25 independent studies which showed titgrtates of up to 25% higher in patients
experiencing depressive symptoms and up to 39%ehighpatients diagnosed with major or
minor depression. There was no evidence that adguftr known clinical prognostic factors
diminished the effect of depression on mortalitytbese cancer patients (Saéihal, 2009).
This has presented evidence that depression psedicitality, but not progression, in cancer

patients.

Following cancer diagnosis, patients report prolsleém coping with work, caring for their

family as well as severe pain that interferes whiir general social life (Baileff, 2000). They
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indicate less satisfaction with their affected ifoilo perform household duties due to fatigue
and they have difficulty of sharing their problemvh others. A forced regression occurs
requiring an individual to surrender at least terapty the autonomy and environmental

mastery that characterises the psychologically reatdult (Proshanskst al, 1979).

White and MacLeod, (2002) on the study of Psychiokigeffects of Cervical Cancer found
that although Cancer patients develop psychidiness, most of them experience psychosocial
problems. These include fatigue, fear, problemd itances, employment, childcare, other
family worries, and existential as well as doubedet al, (2000) also found that compared to
the general population, patients with cervical enbave a high risk of developing
Psychological distress that requires interventibims concurs with a report done on patients
admitted at Ocean road Cancer institute in Daradag®n Tanzania which showed psychiatric
morbidity on cancer patients (Swai, 2011). Swainbwut that the three leading psychiatric
morbidities from this work was pain with psycholoaji factors and general medical condition
40.7 %, suicidality 38.7% and depressive episod® 28 from a study population of 131
cancer inpatient. From the report it is eviderdttpsychiatric morbidity was high among

patients and goes undetected.

Ndeteiet al (2012) did a study on Psychological and sociafilegr@among cancer patients in
Kenyatta National Hospital. The results showed thate is a high prevalence of depression
(44%) and anxiety (69.2%) disorders among the pati&he prevalence rate of depression was
much higher than in the general population. Thedytfound out that 93% of cancer
respondents who had stage 3 and 4 cancers hadeseepressive disorder. These results
therefore confirmed that much of the psychiatricrioidity experienced by respondents with
cancer goes unrecognized, and thus untreated,dithbare providers. The study concurs with
Felagaset al (2009) where patients with cancer usually see mpialtspecialists (example,

surgeons, radiation oncologists, medical oncoleyisind care is often not well coordinated the
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patient is not given care by a single, trusted ulgys. Fragmentation of care is a psychological
burden; In addition, the outpatient offices andiick are extremely busy; the length of time
doctors can spend with patients is often limitatj ¢he opportunity to bring up psychosocial
problems may be lost. Receiving adequate informasiod the ability to ask questions in a

comfortable way are basic needs for addressinghpsgcial concerns.

In another study by Ndetei, D.lt al., 2011 at Kenyatta national hospital oncology clinic
found out that there was a strong social -emotisnpport from contact persons for whom they
not only talked to frequently but also had theintaat persons and also shared frequently when
they had problems. This showed that social intemradf the cancer respondents was an
important part of their treatment. This was anéation of good psycho social support for these

cancer respondents.

Barbara Rehse and Ralf Pukrop, (2002) in Germadyadstudy on Effects of psychosocial
interventions on quality of life in adult cancertipats. Results confirmed that psychosocial
interventions reveal a positive impact on QualityLde (QoL) in adult cancer patients. The
most important moderating variable was duratiorp®fchosocial intervention with durations
of more than 12 weeks being significantly more @ftee than interventions of shorter duration.
They also found out that stability and trustfulnedsthe relationship between patient and
therapist were the most influential factors for gisytherapeutic treatment succdssation of

at least 12 weekly sessions seems to be necessasyablish such a relationship. The quality
of the relationship between patient and therapést also found to be one of the best predictors

for success rates of psychological treatment iregen

Anxiety and depression commonly occur in canceiepts who are facing multiple biological
and psychosocial stressors. Biologic stressorsidecthe cancer burden, treatment morbidity,
neurobiological changes, pain, and physical fesling®sychosocial stressors include
uncertainty, loss of control, changes in life pathd increased dependency, as well as changes
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in role functioning, appearance, and identity (M.et al 2010). Anxiety and depression can
develop at different points on the treatment cantim from the point of abnormal finding to

diagnosis, initiation or completion of treatmentogression of disease, survivorship, and
throughout palliative care (K. Millezt al 2010). This is also true with the findings of Nelest

al.,(2012).

2.2.1 Anxiety: Generalised anxiety disorder, obseis® compulsive disorder and post

traumatic stress disorder.

Anxiety is a state of undirected arousal followthg perception of threat or unresolved fear. It
manifests as apprehension, uncontrollable worrg, @amidance of people and or reminders of
the threat. Generalized anxiety disorder, is chareed by persistent worry about major or
minor concerns. Obsessive-compulsive disorder (OGD8 of the most common serious
mental illnesses (Heyman, Mataix-Cols, & Fineb&©@06). It is an anxiety disorder in which
the one is trapped in a pattern of repetitive titsigand behaviours that are senseless and
distressing but extremely difficult to overcome athey interfere with everyday life. The
condition has important implications for social étioning, school and family and quality of
life (Eisen et al., 2006; Lochner et al., 2003)sévey conducted in the early 1980s by the
National Institute of Mental Health (NIMH) showekat OCD affects more than 2% of the
cancer population. OCD strikes people of all ethgioups, males and females are equally
affected. In Post-traumatic stress disorder (PT&R))cer patients try to avoid thoughts of the
illness and studies have reported stress symptimsvoidant behaviours, intrusive thoughts,
and heightened arousal in cancer patients ranges 36 to 4% in early-stage cancer patients

recently diagnosed to 35% in patients evaluateat &ftatment (Solomon Z, 1987).

Cancer patients experience anxiety and depresgiagtems while undergoing screening test,
when the patient is waiting for the results and mvineceiving diagnosis of cancer results,

during treatment or anticipating recurrence or emnirdeath (Fevre P.&t al, 1999). Anxiety
18



can sometimes affect a person’s behaviour regatdsgr her health, contributing to a delay in

or neglect of measures that might prevent caf&em and Slenker, 1992).

Anxiety occurs to varying degrees in patients waincer and may heighten as the disease
progresses or as treatment becomes more aggreAsivancer spreads or treatment becomes

more intense, respondents become more anxiousegmdsse@Henriksson M. M, 1995).

Starket al, (2002) did a study among patients with cancerfaodd that 44% reported some
anxiety; 23% reported significant anxiety. In Canpatients with advanced disease, anxiety is
not caused by fear of death but by the issues obntrolled pain, isolation, abandonment, and
dependency. Their concern frequently center on ffssontrol or independence, strained

finances, and family dynamics (Hackettall,, 1987).

Patients who have problems communicating with tifemilies, friends, and physicians are
more at risk of developing anxiety. Anxiety disarsleean develop during cancer treatment
include, if one has history of anxiety disordersyeye pain, anxiety at time of diagnosis,
functional limitations, lack of social support, aing disease and history of trauma (Stark D,

2002).

Anxiety in cancer patients arise from the fearhad future and fright of changes in one’s self-
concept and body image (Summers, 1998). Cancetedelégssues such as premature
confrontation with mortality, changes in physicppaarance, increased dependence on family,
disruptions of social life and school/employmentdese of treatment, and loss of reproductive
capacity is distressing (Shama W, Lucchetta S, PO@iixiety may arise from fear of death,
apprehension about treatment, fear of abandonrseaig! isolation and anticipation of losses
(Bohnet, 1986). This also relates to the degreangiety to the fears of the patients’ anticipated

adversity and severity of treatment side effectsr¢igatis & Wise, 1989).
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2.2.2 Depression

Depression is one of the most common psychiatnitions following cancer diagnosis and
during cancer treatment. Prevalence estimateseopsiychiatric diagnosis have ranged widely
from about 10% to over 50%, with most estimated 5% to 25% on cancer patients. It is
believed to affect men and women with cancer eguahd gender-related differences in
prevalence and severity have not been adequatelpaed (Derogatis L.R, 1983). Cancer
patients, who have undergone surgery, may devedppedsion due to disfigured body (Bredin,
1999). Depression is also common in the terminasphof cancer, especially in those with

poorly controlled physical symptoms.

Wendyet al (2009) in U.S.A did a Study to determine if theyalence of mental disorders and
related factors increase as advanced cancer matigntcloser to death found out that the
prevalence rates of psychiatric diagnoses, (MDDDPGRD, and PTSD) among cancer patients

is10.8%.

Depressed people show a self-depreciating explgnatyle in which they accept more
responsibility for bad outcome than good outconisy( 1.C, 1999). Depression can be due to
inaccurate cognitions about the patient’s conditibime cognition is marked by negative view
of self and the future (Derogatis & Wise, 1989).eTtognitive hypothesis of depression,
according to Beck also includes certain charadiesshemas that become activated and which
lead to cognitive distortions. They consist of nagaconception of self-worth producing an
imbalance of thought content that causes feelingsh sas guilt, sadness, loneliness and
pessimism. A patient with cancer may blame hersfethe illness or they may also think that
the illness implies the end of life while they cstill cope and live relatively well despite the

cancer (Gonca, S and Savasir, |, 2001).
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2.3 End of life care

A prospective study of terminally ill Japanese @atis who were assessed for psychiatric illness
by structured clinical interview at the time of igtgation and again at admission to a palliative
care unit (follow-up) found that 5 (42%) of the fA&tients diagnosed with adjustment disorder
at admission progressed to major depression abwellp. The Hospital Anxiety and
Depression Scale was significantly predictive ofghgatric diagnoses at follow-up. (Akechi T,

2004)

Some studies suggest an association between maledapping styles with higher levels of
depression, anxiety, and fatigue symptorBgamples of maladaptive coping behaviours
include avoidant or negative coping, negative seffing statements, preoccupation with
physical symptoms, and catastrophizing (Reddick, R®05). A study conducted in a group of
86 mostly late-stage cancer patients suggestednaladaptive coping styles and higher levels
of depressive symptoms are potential predictotheftiming of disease progressidmnother
study examining coping strategies in women 138 Witast cancer found that patients with
better coping skills such as positive self-stateisi@ave lower levels of depressive and anxiety
symptoms.The study also found racial differences in the efseoping strategies, with African
American women reporting and benefiting more frdra use of religious coping strategies
such as prayer and hopefulness than did Caucasmnew Preliminary data suggest a
beneficial impact of spirituality on associated wegsion, as measured by the Functional
Assessment of Chronic lliness Therapy—Spiritual MBeling (FACIT-Sp) and the Hamilton

Depression Rating Scale (Edwards B, and Clarked@42

In a study of the Canadian National Palliative C8tavey, 381patients receiving palliative
care for cancer were assessed for depressive aietyadisorders and for the impact of these
disorders on quality of life. The Primary Care Exalon of Mental Disorders (PRIME-MD)

was the assessment tool. (24.4%; 95%) were fourfidlfibdiagnostic criteria for at least one
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depressive or anxiety disorder (20.7% prevalencddpressive disorder and 13.1% for anxiety
disorder). Participants diagnosed with a disorderewsignificantly younger than the other
participants and they had smaller social netwolksey also reported more severe distress
about physical symptoms, social concerns, and emtisl issues, suggesting significant

negative impact on other aspects of their quaftyf® (Wilson K.G, 2007).

A study conducted in 211terminally ill cancer patg with life expectancies of less than 6
months underscored the importance of psychologssales. Using is a visual analogue scale,
they evaluated patient “sense of burden to othexstl its correlation with physical,
psychological, and existential issues. The varmlglerrelated with sense of burden to others
included depression, hopelessness, level of fatigng current quality of life. No association
between sense of burden to others and actual ngidy ldegree of physical dependency was
found, implying that this perception is mainly meteid through psychological distress and
existential issues. A sub analysis of patient gsolupm different settings suggested that these
findings were consistent across the inpatient antpatient settings, with some minor

variations (Chochinov H.M, 2007).

In a study done by Abdallah F and Musau, 2004 atyk#a National Hospital on The
Psychological Effects of Cancer on female inpasestudy population of 66 patients were
interviewed. Their ages ranged between 14 and 8&yeith a median age of 43 years. Almost
all (96%) the patients showed signs of mild-moderdépression. Those least affected by
depression were over 36 years of age, a half ohwhad ovarian cancer. The commonest age

group was 41-50 years (23%).

In more advanced iliness, focusing on despairfygthioughts, and a total lack of enjoyment of
life is helpful in diagnosing depression. As shadwna study of adult cancer patients (n = 48)
and their adult relatives (n = 99), family functiog is an important factor that impacts patient
and family distress. Families that are able toagpenly, express feelings directly, and solve
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problems effectively has lower levels of depressamd direct communication of information
within the family is associated with lower level§ anxiety (Edwards B, Clarke V, 2004).
Relaxation and counselling interventions have b&®wn to reduce psychological symptoms
in women with a new diagnosis of gynaecologicalcear{Petersen RW, Quinlivan JA, 2002).
The commitment to reduce the incidence of cancerimprove the quality of life of those who
develop cancer in Kenya is very important. Kenyadidal Research Institute (KEMRI) has a
department dedicated to non-communicable diseaseduding cancer. The Kenyan
government is in the process of developing Nati@sicer Control guidelines after passing in
parliament of the cancer bill. We are hopeful thase will lead to the development of policies
that address cancer as an entity in the healthdiwgl enable many patients to afford cancer
management services as early as possible. The nmeplation of the relevant policies on

cancer control, prevention, and training is impatria the management of the disease.

2.4 Review of Instruments.

There are various instruments used to measure ghehpsocial aspects in patients. One of
them is the Hospital Anxiety and Depression ScHIRYS). It is a simple yet reliable tool for
use in medical practice. HADS is one of the mostelyi used in palliative care. (Zigmond and

Snaith, 1983).

The Impact Thermometer used in combination withDistress Thermometer is another of the
instruments and has improved specificity for théedegon of adjustment disorders and major
depression, as compared with use of the Distressmitimeter alone. The tool has a screening
performance comparable to that of the Hospital Atyxand Depression Scale and it is brief,
potentially making it an effective tool for routirsgreening in oncology settings in palliative

care (Zigmond and Snaith, 1983).
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Chochinov developed the singlgiestion item, “Are you depressed?” An alternatf¢hat is

“Have you had depressed mood most of the day,yneadry day for two or more weeks?” The
results were compared with assessment using tidated Mini International Neuropsychiatric
Interview (MINI). Sensitivity of the single questiovas 0.8 and specificity was 0.85. The

positive predictive value was 0.57 and the negaireglictive value was 0.94.

The screening question was shown to have accepsaiigitivity and specificity in a small
sample of community palliative care patients. ltkiely to be most useful to accurately identify
those who are not depressed and identify thosergativho need a more in-depth assessment

of their mood. Chochinov H.M, 1997).

The Mini International Neuropsychiatric IntervieM.(.N.l) was designed as a brief structured
interview for Major Axis-I psychiatric disorders Diagnostic statistical Manual-1V (DSM-1V)

and ICD-10. Validation and reliability studies haween done comparing the M.I.N.I to SCID-
P and CIDI. The M.LLN.I has acceptably high validatand reliability scores and it can be
administered in a shorter period of time approxetatl5 minutes than the above referred
instruments. The authors of the M.I.LN.l. are DavVidSheehan, M.D., M.B.A., Professor of
Psychiatry and Director of Psychiatric Researchjvehsity of South Florida College of

Medicine, and Yves Lecrubier, M.D. L'Hépital deSalpétriere (National Institute for Health

and Medical Research) in Paris, France.

In Kenya, Khasakalat al (2013) used MINI in a study on suicidal behaviamong youths

associated with psychopathology in both parents yandhs attending outpatient psychiatric
clinic in Kenya. This study concluded that youth&hwpsychiatric and substance abuse
disorders have mothers living with a depressiverdisr. Also, perceived maternal rejecting
parenting behaviour contributes significantly te thevelopment of suicidal behaviour later in

adolescent years
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Khasakhala L. kt all., (2013) used MINI in another study on Major depresslisorder in a
Kenyan youth sample: relationship with parentingeb@our and parental psychiatric disorders.
The study concluded negative maternal parentingnbebor and maternal depressive disorder

are associated with major depressive disorderildreim.
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CHAPTER THREE

3.0 METHODOLOGY

3.1 Research design

This study was a Cross-Sectional Descriptive Stadyng adult cancer patient attending

oncology clinic at Moi Teaching and Referral Hoap{(MTRH).

3.2 Study site and setting

MTRH in Eldoret is the second National and refeHakpital in the Kenya. It is a teaching and
Referral hospital dealing with all sorts of rangeneedical conditions. The hospital serves
patients from Western Kenya, North rift and South negions. The hospital provides both
inpatient and outpatient services. It handlesrakmencies in the accident and emergency unit
and has all specialities. These include medicakgisal, gynaecological, psychiatric,
paediatrics services among others. The inpatiest ehded capacity of approximately 800

patients.

The study was carried out among cancer patients avboattending the oncology clinic in
MTRH. The Hospital in collaboration with Moi Univeaty and AMPATH formed AMPATH
Oncology Institute (AOI) that has an Oncology Cenat the AMPATH Complex within
MTRH. The AMPATH Oncology institute has collabomatiwith North American partners and
Pfizer Oncology that runs the Oncology Clinic (fummelatment). The choice of MTRH as the
study area was to the advantage since the oncalagg runs between 8.00am and 2.00pm
from Monday to Friday at the hospital, both new ahdi cancer patient are seen. All types of
cancers patients both paediatrics and adult (gylagical, surgical and medical) patients are

attended to in the clinic.
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3.3 Study population

Participant for the study were obtained from agadtients attending the oncology clinic at
MTRH who meet the criteria for inclusion. The totalmber of patients with cancer seen per
week in the oncology clinic is estimated to rangamf 100-150 patients in a week. This
translates to 400-600 patients in a month. Evewmyrtlo patient who met the criteria for

inclusion and agreed to sign the consent was seldot the study.

3.4 Sample size determination

Sample size determination was based on the avattgalance at the clinic per month as per

Kothari,2004 as below;

n=Zpq/€

e= Margin of error set as 0.05

z= the standard normal deviation at the requiredidence level = 1.96

p= proportion in the target population estimatetidwe anxiety and depression.
q=1-p

p is hypothesized prevalence rates of psychiatagribses, MDD, GAD, PD, and PTSD from

other prevalence studies is 10.8% for cancer ptipnlaWendy G. Let al 2009).

Take p=0.1, 9= 0.9

Thenn =1.96x 0.1 x 0.9 =138

0.65

n=138 Therefore the sample size of 138 patientssiadied.
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3.5 Sampling procedure

At Moi Teaching and Referral Hospital, cancer pdtigre seen at the oncology clinic between
Monday and Friday. The head of the clinic was giwen explanation of the procedures,
objectives and ethical issues in order to assu tiinat the interest of the patients is taken care
of. Daily registration and triage of patients ismdoPatients were introduced to the researcher
by a nurse; the researcher took over and introdbegself to the patient and checked if the
patient’s met the inclusion criteria. The patientlso met the inclusion criteria were then given
the consent seeking information. Those who agteetbnsent and signed the consent form
were interviewed with questionnaire and the inswaotn Purposive sampling technique
(Maxwell, 1997) was used to select the patientsp&sive sampling technique was used to
select certain cases based on a specific purpasshgKkkori & Teddlie, 2003). Participants
were deliberately selected for the important infation they could provide that cannot be
gotten as well from other sources. The researcésessed both new and old adult patients
attending the oncology clinic who met the critdioa recruitment. At the end of the interview
the researcher thanked the patient; identifiedehoso needed help and referred them to the

counseling team and the department of oncologfuitiher management.

3.6 Instruments for the study

Data for the study were obtained from a sample ef 88 patients from the oncology clinic of
Moi Teaching and Referral Hospitallhe study instruments were researcher designea-soci
demographic questionnaire to collect data on theaio-demographic that is information on
age, gender, marital status, occupational statesjdence and religion and clinical
guestionnaire used to collect data on their clinc@aracteristics which extracted specific
information from patient’s files. Other clinical gstions were answered on interview contact

with the client.
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Based on responses to the structured diagnostivietv M.I.N.I. Plus (Sheehan et al., 2009),
study participants were classified for the preselnased on DSM-IV TR criteria (American
Psychiatric Association, 2000). Mini Internationblleuropsychiatric Interview for Adults
(M.I.N.I Plus) was used to generate DSM-IV and ICDdiagnoses. With an administration
time of approximately 15 minutes, it was designedrieet the need for a short but accurate
structured psychiatric interview for multi-centdineal trials and epidemiology studies. This
instrument has been validated and used in sevierdies. It can be used by clinicians, after a
brief training session. The researcher has beerettaon how to use the tool. Permission to use
the M.1.N.I tool has been obtained from the devetsmf the tool in Paris. The Swabhili version

of the M.I.N.I tool used protocol for the transtatibeing followed.

Inclusion criteria

» All patients diagnosed with cancer 18 years and@bo

» Patients with cancer who are attending the oncotdigic at MTRH.

» Patients with Cancer who have given an informedenn

Exclusion criteria

* Children 18 years and below who were diagnosed withcer and were attending

oncology clinic at MTRH.

» Patients who had not been diagnosed with cancer.

» Patient who were unwilling to give an informed cenisto participation in the study.

» Patients who were too sick and unable to partieipat

Those who met inclusion criteria to participatetlie study received an explained about the

study and informed consent form was signed. Theystaostrument was administered and
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instead of using patient’'s names study numbers weed. At the end of the interview patients

were be thanked and interview terminated.

3.7 Data processing and analysis

Data was collected by interview. The researcher iaidiered the questionnaire and the
instrument to patients who met the inclusion ciagteThere was double entry of data followed
by cleaning and sorting out after interview. To lgpa the data descriptive statistical methods
was employed. Analysis was done using statistiaakage for social scientists (SPSS) version
16 to describe each DSM-IV diagnosis of each padm by summing up the ‘yes’ to

responses that met each criterion for DSM-IV disor Presentation of results is through

descriptive statistics, graphs, tables, pie cregppropriate.

3.8 Ethical consideration

Ethics issues

Proposal was developed and approval sought fronersigors, department of Psychiatry
University of Nairobi (U.0.N) and Institutional Regrch and Ethics Committee (IREC) Moi
Teaching and Referral Hospital/ Moi University Ethiand Research Committee Kenyatta
National Hospital/ U.0.N before conducting studyformed Consent was sought from patients

who met the inclusion criteria before being incldde the study.

Informed consent

Informed consent to the cancer patients who metritiesion criteria was signed before data
collection. Consent explanation to the patientsvdmt participation entail, Voluntarism,
potential risks and benefits, the participant’sligbto withdraw from the study at any time

without negative repercussions as addressed icdhsent documents was put in place. Full
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detail explanation of the study to the potentiatipgant was read in a language conversant to

them. The potential participants were explainethé&t no invasive procedure was to be used.

The respondents had the obligation to ask questaadsobtained clarification on aspects not
clearly comprehended. A witnessed signature thurm pr X mark from the participants was

reacquired for study enrollment.

Confidentiality

To ensure confidentiality the study used numbessead of names. All local databases were
secured with password protected access systemgsado data was limited to the researcher
and supervisors only. Forms and lists that linkip@ants Identity numbers to other identifying

information was put in a separate locked file iraaga with limited access.

The patients were informed that those who do nehwo participate in the study had a right to
do so and they were not discriminated nor denigdbamefits. Once consent is obtained the

participants were interviewed.

CHAPTER FOUR: RESULTS

4.1.0: SOCIO-DEMOGRAPHIC AND CLINICAL RESULTS

(a) SOCIO-DEMOGRAPHIC RESULTS

4.1.1 Age and gender

A total number of 138 respondents were recruiteithénstudy. Majority of the respondents were
females at 71.7% (99) compared to males who wei@2839) as shown in figure 1. Age range
for the respondents was 18 to 88 years as shovigure 2. Majority of the respondents fell

between ages 41 — 48 years having 25.4% (35)wellioby ages 49 — 56 years at 18.1% (25)

31



and 33 — 40 year with 57 — 64 years tied at 16.Z8) éach. Only 1 respondent 0.7% was in the

ages between 73 — 80 years.

Figure 1: Gender of the Respondents

35 WAgein Years

18-25 25-32 33-40 41-48 49-56 57-64 65-72 73-80 81-88
(4.3%) (S.4%) (16.7%) (25.4%) (18.1%) (16.7%) (7.2%) (0.7%) (1.4%)

Figure 2: Age of the respondents
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4.1.2: Religion

The highest number of study participants were @hans mainly the Protestants 65.9% (91)
followed by Catholic at 30.5% (42). Only one papgant was a Muslim at 0.7%. Others

denominations had 2.9 % (4) as shown in table 1.

Religion Frequency| Percer
Protestant 9 65
Catholic 4 30
Muslim 0
Others 2
Total 13 100

Table 1: Religion of the respondents
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4.1.3: Residence by county

Table 2 shows that majority of the respondents virera Uasin Gishu county 25.3% (35)
followed by Bungoma and Nandi county at 17.3% @4d 8.5% (12) respectively.
Respondents from other counties are clearly indétat figure 3.There was only 1 respondent
each at 0.7% from Migori and Narok County.

Table 2: Residence of the Respondents by County

|Residence by county Frequency Percent
Uasin Gishu 35 25.3
Bungoma 24 17.3
Nandi 12 8.5
Kakamega 2 1.4
Trans Nzoia 5 3.5
Elgeyo Marakwet 9 6.5
Baringo 3 2.2
Busia 5 3.5
Migori 1 0.7
Nakuru 8 5.8
Siaya 9 6.5
Vihiga 2 1.4
Kisii 6 4.2
Bomet 3 2.2
Kisumu 5 3.6
Pokot 4 2.9
Nairobi 4 2.9
Narok 1 7
Total 138 100.4
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4.1.4: Marital status and people currently living wth the respondents

More than a half of the respondents 66.5% (92) weagried. 15.9% (22) were widowed,
single were 12.3% (17), separated were 3.6% (5)pahdl1.4% (2) of the respondents reported
to have divorced as shown in table 3. Tab#hdws that most of the respondents currently live
with their spouses and it accounts for 66.7% (923.5% (31) live with their children. Some
10.1% (14) live with their parents. Those who Iwith other people and others relatives

account for 0.7% (1) each.

Marital

status Frequency| Percent
Single 17 12.3
Married 92 66.7
Separated 5 3.6
Divorced 2 1.4
Widow/widower 22 15.9
Total 138 100.4G

Table 3: Marital Status of the respondents
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People living with respondents
currently Frequencyl Percent
Spous 92 66.7
Parent 14 10.1
Childrer 31 22.5
relativey 1 7
Othery 1 v
Total 138 100.C

Table 4: People currently living with the respondets

4.1.5: Level of education

Table 5 shows that most of the respondents hadafoehucation. Respondents with primary

education were 35.6% (49); secondary level of etilmcat 33.3% (46); college level at 21.7%

(30) and 6.5% (9) respondents had university levedducation. A few respondents 2.9% (4)

did not have formal education. This explains hoastmespondents had the knowledge of what

they were being treated for.

Table 5: Highest Level of Education

Education level

Frequency

Percent

Non formal education

Primary

Secondary

College

University

Total

4

49

46

30

9

138

2.9

35.6

33.3

217

6.5

100.0
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4.1.6: Monthly incomes of the respondents

Table 6 show most of the respondents earn betwslesn 3000/= and 10,000/= which accounts
for 39.1% (54). This was followed by the ones whonebelow Kshs. 3000/= at 34.1% (47). A
paltry 8.7% (12) earned between Ksh. 10,000/=an8@@0=. The final group whose income
was above kshs 20,000 accounted for 19.4% (25).jorida of the respondents when put

together earn an income of less than 10,000.

Monthly income

in Ksh. FrequencyPercent
< 3000 47 34.1
3001- 10,000 54 39.1
10,000- 20,000 |12 8.7
>20,000 25 18.4
Total 138 100.0

Table 6: Monthly income in Kenya shillings

(b) CLINICAL RESULTS

4.1.7: Cancer site
Majority of the respondents had breast cancer 3488 as shown in figure 3. This was

followed by cancer of the cervix at 12.3 % (17)n€er of head and neck accounted for 9.5%
(13); musculoskeletal cancer was at 8.7% (12) titerine cancer at 7.2% (10). 5.8% (8) had
hepatobilliary cancer; colorectal cancer accoumbed.1% (7). Cancer of the ovary was 4.3%
(6); urinary cancer accounted for 2.9% (4). Bloaddomen and skin cancer each had equal
number respondents at 2.2% (3) whereas canceedfitiys and oesophagus had 1 respondent

each at 0.7%. Respondents with gynaecological cahatis cancer of the cervix, uterus and
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ovary together with breast cancer respondents atdou 58.7% (81). This concurs with the

results that showed majority of the respondentsgfmales.

m Site of Cancer

Figure 3: cancer Site

4.1.8 Stage of cancer

As shown in table 7, 39.1% (54) respondents wersaage IV Stage Il cancer accounted for
33.3% (46); stage Il were 18.8% (26) and stagerevBeB8% (8). Stage zero had no respondent.
Most respondents were diagnosed late with a tota®102% of respondents having been
between stages Il - IMhe ones with no staging included respondents edticer of blood or
bone marrow like leukaemia, multiple myeloma andraitarcinoma which do not have a

clear-cut staging system. They had (4) responaer9%.
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Cancer stage ¢
the respondent Frequency Percent
Stage | 8 5.8
Stage Il 26 18.8
Stage Il 46 33.3
Stage IV 54 39.1
No staging 4 29
Total 138 100.4

Table 7: Stage of the Cancer

4.1.9: Treatment modality

A total of 215 different treatment types were reedi by the 138 respondents. Table 8 shows
majority of the respondents were on chemotherapgatiment 57.2% (123) followed by
palliative care at 20.9% (45). 18.1% (39) respotsldsad undergone surgery. Only 3.7% (8)
reported to have received radiotherapy treatmehts Toncurs with the report that most

respondents were diagnosed late and are betweagmnlstand IV hence on chemotherapy.

Responses

Clinical treatments for

the Cancer patient N Percent
Chemotherapy 123 57.2%
Surgery 39 18.1%
Radiotherapy 8 3.79%9
Palliative care 45| 20.9%

Total 215 100.09

Table 8: Type of treatment received
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4.1.10: Referral for Psychosocial support

In table 9, 92.1% (127) of the respondents hadbeen referred for psychological or social

care. 7.9% (11) reported to have discussed thehp&ygical and social concern with the care

givers.
Referred for
psychosocial
support Frequency| Percent
Yes 11 7.9
No 127 92.1
Total 138 100.(

Table 9: Referral for Psychosocial support

4.1.11: Information on the disease

Most patients had information about their disea&® 96 (136). Only 1.4 % (2) was not aware

of the diagnosis of cancer. This is shown in tdlfle

Knowledge of

cancer diagnosis Frequency| Percent
Yes 136 98.6
No 2 1.4

Total 138 100.d

Table 10: Awareness about cancer diagsis by the respondents
4.1.12 Time elapsed (in months) since the patienh&w the cancer diagnosis

Majority of the patients knew their cancer diagsdsetween 1 and 6 months with 68% (94)

followed by 7 — 12 months at 15% (20). Those whevkitheir diagnosis in less than 1 month
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was 9% (13) and the least number the respondemt kmar diagnosis above 12 months. This

is shown in figure 11.

How long they

knew disease

suffered from Frequency| Percent
<1 13 9.4
1-6 94 68.1
7-12 20 14.6
>12 11 7.9

Total 138 100.C

Table 11: Time elapsed (in months) since the patieknew the cancer

4.1.13: The person who informed the patient of theancer

Majority of the respondents were informed of thegtiosis by the doctor 88.4% (122) followed
by nurses 5.1% (7) then by relatives 2.9% (4) atiters 3.6% (5). The group of others
included patient having suspected she/he has candezing told by a friend or other people
other than the ones mentioned above. This is shiowable 12.

Table 12: person who informed the patient of the aacer

Person who informed the

patient of the cancer Frequency Percent
Nurse 7 5.1
Doctor 122 88.4
Relative 4 2.9
Others 5 3.6

Total 138 100.4
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4.1.14: Whether the patient was accompanied to tHeospital by someone

Majority of the patient were accompanied to thepitas by a relative 91.3% (126); 8.7% (12)
of the respondents had not been accompanied byosmnte the hospital during the diagnosis

of cancer. This is shown in table 13.

Accompanied a

the time of

diagnosis Frequency| Percent
Yes 124 91.3
No 12 8.7
Total 138 100.0

Table 13: Patient accompanied to the hospital durig the cancer diagnosis

4.1.15: Whether any one has discussed their thoughtn cancer.

The number of respondents who had not discussedlitioeghts about cancer diagnosis with
anyone were 102 (73.9%) as compare@&1% (36) who had discussed their thought on

cancer diagnosis by a health care provider, frieredatives or pastors as shown in table 14.

Discussed

their thought

of illness Frequency| Percent
Yes 36 26.1
No 102 73.9
Total 138 100.0

Table 14: Whether any one has discussed with thegpondent their thought on cancer
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4.1.16: Psychosocial problem before cancer diagnsesi

The respondents had no psychosocial problems fwidliagnosis of the cancer were 62.3%

(86). Some 37.7% (52) reported to have other sacidlpsychological problems prior to cancer

diagnosis, among which was poor relationship witfirtspouse at home. See table 15.

Psychosocial problell

before cancer

diagnosis Frequency| Percent
Yes 52 37.7
No 86 62.3
Total 138 100.G

Table 15: Psychosocial problem before cancer diagais

4.2.0 The Mini International Neuropsychiatric Interview (M.1.N.I) Plus.

4.2.1: Major Depressive Episodes

As shown in table 16; 42% (58) of patients metdhteria of major depressive episode current

and 58% (80) did not. 15.9% (22) had Major depvesspisode past whereas 84.1% (116) did

not have and 21.7% (30) of the patient had MajoprBssive Episode with Melancholic

features whereas 108 (78.3) did not have.

Table 16: Major depressive episodes

Yes

No

Major Depressive Episode
Current

58 (42%)

80 (58%)

Major Depressive Episode
past

22 (15.9%)

116 (84.1%)

Major depressive episode
with melancholic features

30 (21.7%)

108 (78.3%)
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4.2.2: Dysthymia current

Table 17 shows majority of the respondents 85.528)#@id not have dysthimia current with

only 14.5% (20) having met the criteria of dysthgmi

Dysthymia Frequency| Percent
Yes 20 14.5
No 118 85.5

Total 138 100.d

Table 17: dysthymia current

4.2.3: Suicide risk current

The respondents who had no risk of suicide thaursent were 87% (120). Those who had

current suicide risk were 13% (18), among them 3¥had high risk suicide current 2.9% (4)

had moderate and 8% (11) had low risk of suicide icurrent. See table 18.

Suicide risk current

Total

Low

Moderate

High

N/A

Frequency| Percent
11 8.0

4 2.9

3 2.1

120 87.0

138 100.d

Table 18: Suicide risk current
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4.2.4: (Hypo) Manic Episodes

Respondents who had hypo manic episodes were atlp.1% and those who did not have

were 94.9% (131). Manic episodes 7.2% (10) respaygithe ones without were 92.8% (128).

See table 19.
(Hypo) Manic Episodes Yes No
Hypomanic Episodq 7 (5.1%) 131 (94.9%
Manic Episodes 10 (7.2%) 128 (92.8%

Table 19: (Hypo) Manic Episodes
4.2.5: Panic disorder /Agoraphobia

Respondents with Panic Disorder without AgoraphoBiarent were 2.2% (3) and those
without were 97.2% (135). Respondents with PanwoRier with Agoraphobia current were
6.5% (9) and those without were 93.5% (129). Redpnts with Agoraphobia without history

of panic disorder 8.7% (12) and 91.3% (126) didhaote it. See table 20.

Table 20: Panic disorders/ Agoraphobia

PANIC DISORDER/ AGORAPHOBIA Yes No
Panic Disorder without Agoraphobia 3 135
Current (2.2%) (97.2%)
Panic Disorder with Agoraphobia 9 129
current (6.5%) (93.5%)
Agoraphobia without history of panic 12 126
disorder (8.7%) (91.3%)
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4.2.6: Post Traumatic Stress Disorder

Table 21 shows 13% (18) of the respondents suffieosal Post Traumatic Stress Disorder and

87% (120) did not have it.

Post traumatic stres

disorder Frequency| Percent
Yes 18 13.0
No 120 87.0

Total 138 100.4

Table 21: Post Traumatic Stress Disorder

4.2.7: Psychotic disorders

As shown in table 22, 99.3% (137) of the resporgleid not have both Psychotic syndrome
current and psychotic syndrome lifetime only 0.7Bpréspondent had it in each case. 1.4% (2)
respondents had mood disorder with psychotic featand majority of them did not have it

98.6% (136).

Yes No
Psychotic syndrome current 1(0.7%) 137 (99.3%)
Psychotic Syndrome Lifetime 1 (0.7%) 137 (99.3%)
Mood disorders with psychotic 2 (1.4%) 136 (98.6%)
features

Table 22 Psychotic Syndrome

4.3.0 Social issues

4.3.1: Social Phobia current

Respondents who had social phobia that is currerg W.2% (10) of the cases. Those who did

not have it were 92.8% (128). This is shown inde.
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Social Phobia

current Frequency| Percent
Yes 10 7.2
No 12§ 92.8

Total 138 100.d

Table 23: Social Phobia current

4.3.2: Obsessive compulsive disorder (Current)

Table 24 shows that 4.3% (6) of the respondent<Otzkssive Compulsive Disorder current

whereas 95.7% (132) did not have it.

Obsessive compulsive

disorder (current) Frequency| Percent
Yes 6 4.3
No 132 95.7

Total 138 100.G

Table 24: Obsessive Compulsive Disorder Current

4.3.3: Alcohol / Drug Dependence/ Abuse (current)

Table 25 shows that 2.2% (3) of the respondentsatzzhol dependency current and 97.8%

(135) did not have it 0.7% (1) respondent had altabuse current at and 99.3% (137) did not

have it. Neither of the respondents reported t@thug dependency nor drug abuse current.
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Current Yes No

Alcohol Dependence Current 3 (2.2%) 135 (97.8%)

Alcohol abuse current 1 (0.7%) 137 (99.3%)

Drug(s) dependence current 0 (0.0%) 138 (100%)
0 0,

Drug(s) Abuse Current 0 (0.0%) 138 (100%)

Table 25: Alcohol/ drug dependency and abuse

4.3.4: Current generalised anxiety disorder

There were only 12.3% (17) of the respondents wifieed from generalised anxiety that is

current. 87.7% (121) of the respondents did ndesdifom the disorder. This is shown in table

26.
Current generalised
anxiety disorder Frequency |Percent
Yes 17 12.3
No 121 87.7
Total 138 100.4

Table 26: Current Generalized Anxiety Disorder

4.3.5: Antisocial personality disorders life time

As shown in table 27, most of the respondents 9§36) had never had antisocial personality

disorder during their life time. Only 1.4% (2) hidé disorder during their life time.
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Antisocial
personality
|disorders life
time Frequency| Percent
Yes 2 1.4
No 136 98.6
Total 138 100.d

Table 27: Antisocial personality disorders life time

4.3.6 Eating disorders

Patients who had weight lower than the thresholew#) 2.9%. The participants with weight
above the thresh hold were 79.7% 110. 17.4% (24¢ wessing in the system. None of the
respondents suffered from eating disorders. AlRA{Q238) had no Anorexia nervosa current,
Bulimia Nervosa current and Anorexia nervosa birgmme had low weight but did not try not

to gain weight.
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5.0 CHAPTER FIVE

5.1DISCUSSION

Socio-demographic characteristics

The study had a total of 138 respondents. There ware females than males. This could be
due to the type of cancer commonly seen at the IBggclinic at MTRH, Eldoret. Breast
cancer takes the lead followed by cervical cariceffrica breast and cervical cancer has been
reported to have had the highest incidence ratadifiy R. R, 2011). This finding compares
favourably with worldwide estimated incidence ofncar as reported by the International
Agency for Research on Cancer (IARC) where breaancer takes the lead
(GLOBOCAN 2012). Breast cancer is the most commause of cancer death among women
and the most frequently diagnosed cancer among wom&40 of 184 countries worldwide. It

now represents one in four of all cancers in wo&EnOBOCAN, IARC, 2012).

Cancer is primarily a disease of older peoplehwitidence rates increasing with age for most
cancers (http://www.cancerresearchuk.org). More 8626 of cancers in the United Kingdom
(UK) in 2009-2011 were diagnosed in people ageadnd over (UK office national statistics).
Even though age-specific incidence rates for alceas combined generally increase with age
in both Africa and the economically developed wpndtes are generally lower in Africa
(Curado MPet al, 2007). The incidence rates are higher in the UnBtades than in Uganda
except in the 30- to 40-year age groups in whidbasrare slightly higher in Uganda. The
elevated rates for ages 30-40 may reflect the @a$et of cervical cancer in women and liver
cancer and Kaposi sarcoma in men (Parkin, DetMll., 1999). This may explain why in this
study at MTRH the highest age range was betwedn 48 years followed by ages between 49

to 56 years.
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The highest number participants were Christians4@ this indicates the population in the
region were mostly Christians. There were moreaedpnts from Uasin Gishu county 25.3%
(35) where the hospital is situated. This may be tdueasy access of the residents in the area.
Others respondents came from many parts of thetgoumorder to access services that are
offered in the Hospital. This is because MTRH isegerral hospital with a wide range of

services offered in the facility and it is knowntims region.

More than a half of the respondents 66.5% wereigthrrhis compares well with what Ndetei
et all 2011 while looking at the psychological and sogialfiles of cancer patients at kenyatta
national hospital (KNH) found out that 62.5% of ttencer respondents were married. Most of

the respondents were living with their spousesitadcounts for 66.7%.

Most cancer respondents had gone to school withtgregercentage 97.1% having attained
formal education. A few respondents 2.9% did notehéormal education. They had the

knowledge of their disease 98.6 % with only 1.4 86aware of the diagnosis of cancer.

Breast cancer 34.8% and cancer of the cervix & #2formed most of the cancer seen among
the respondents. This correlates well with the that most of the respondents were female.
This finding is not different from the general tdem the country where breast and cervical
cancer are the commonest cancers in the countriyoNaancer registry, 2006). It has also
been noted that cancers of the breast and cerphesent a large proportion (43.3%) of all
reported cancers in female (Mutuma GZ, Korrir ARQ@-2003). According to Eldoret cancer
registry, cancer of the cervix is the most commamog females followed by breast and
oesophagus. In males cancer of the oesophagus thmonest and it is followed by cancer

of the skin, Non Hodgkin Lymphoma and prostate eamespectively (Tenge Cét al, 2009).

Nuhu, F.Tet all, (2009) in Ibadan, Nigeria in his study on Psyolatal and physical effects

of pain on cancer patients found out that breasteawas 32.4% and cancer of the cervix was
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28.1% were the commonest cancer. Fedagl, (2010) found out that breast cancer was the

most frequently diagnosed cancer among femalesuatiag for 23% of the total cancer cases.

GLOBOCAN 2012, in the most recent estimates fort@g8s of cancer in 184 countries
worldwide and reveals striking patterns of cancewbmen. An estimated 14.1 million new
cancer cases and 8.2 million cancer-related deatbsrred in 2012, compared with 12.7

million and 7.6 million, respectively, in 2008 (Fey J,et al, GLOBOCAN 2012).

Respondents who had stage IV cancer were 39.1%seTWwdh Stage 1l cancer accounted for
33.3% stage Il had 18.8% respondents and stageel w8%. Stage zero had no respondent.
The ones without staging included respondents Wéthkaemia, multiple myeloma and
choriocarcinoma which do not have a clear-cut s@ggystem accounting for 2.9% of the
respondents. Therefore most of the cancer patesits diagnosed late with a total of 91.2% of
respondents having been between stages Il — IWldlaysia, Hisham and Yip, 2004 reported
that over 95% of cancer patients in the Africanntdes are diagnosed at the late- or end-stage
disease. The delay in presentation of breast caveeattributed to a strong belief in traditional
medicine, the negative perception of the diseasegny and poor education, coupled with fear
and denial. Loehrer PJ St al. 1991 also mentioned that delay in presentation beague to
the low level of cancer awareness between the ptipol and the health workers, cultural
practices and limited access to specialized carehwvhare usually non-existent in these
countries. None of these features were capturdatdisnresearch but more research if done in

this area will capture these features.

Most of the respondents were on chemotherapy texat®i7.2%; 20.9 were on palliative care
18.1% undergone surgery only 3.7% reported to hrageived radiotherapy treatment. This
could be attributed to lack of radiotherapy sersie¢ the hospital and in the countries public
hospitals. KNH is the only public hospital in tbeuntry that provides radiotherapy service.
This may also explain challenges that they underigen seeking to obtain the same service at
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the KNH. Others are in private hospitals which may be easy for the low income patient to

access. Most of these patients earn an incometweba 3000 and 10,000 per month.

Majority 92.1% (127) reported that they had notrbesferred for psychological or social care.
Only 7.9% (11) reported to have discussed the mdggital and social concern with the care
givers. The study shows that there is little pggdcial care being given to cancer patient. This
situation is different from a study by Sharp D. & all, 2009 in the UK on demographic
characteristics of patients using a fully integdaesychosocial support service for cancer
patients and found out that the Oncology healtiiser Kingston Upon Hull, UK, delivers
fully integrated psychosocial support and interiard. The fully integrated Oncology Health
Service in Hull was accessed by a more diverseerahgatients. Among the findings fifty-six
percent of patients accessing the service wereléearal the mean age of the patients was 61
years. Twenty-two percent had breast cancer, 21dcblrectal cancer, 16% had lung cancer,

and 8% had prostate cancer. The remaining 33% hadge of cancer diagnoses.

Major Depressive Episodes

42% of the participants met the criteria for Cutrietajor depressive episode. 15.9% had Major
depressive episode past and 21.7% of the patiedt Major Depressive Episode with
Melancholic features. Ndetet al2012 did a study on Psychological and social f[@@imong
cancer patients in Kenyatta National Hospital amahfl that there was a high prevalence of
depression (44%) disorders among cancer patiergsalkb found out that 93% of cancer
respondents who had stage 3 and 4 cancers hadekhatk sdepressive disorder which goes
unrecognized, and thus untreated, by healthcareidens. This finding compares with the
results at MTRH where 42% of the patient met theega of Major depressive episode with

92.1% treatment gap.

Swai, 2011 in a study on patients admitted at Ogcead Cancer institute in Dar es Salaam

Tanzania, on psychiatric morbidity on cancer pasieand found out depressive episodes was
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28.0%. These results compares to study done bygatsoLRet al 1983 from three cancer

centres that looked at the prevalence of psychidigsorders and reported that 50% of patients
will have a normal response to cancer in termsagftd day stress. The other 50% will present
with adjustment disorders with depressed or anxgyasptoms and among these 50%, 20% of

patient will have major depressive episode.

In the UK Sharp D. Met al, (2009) found out that the Oncology health servidagston Upon

Hull, cancer patients use a fully integrated psgdoaal support service.

Dysthimia current (past 2 years)

14.5% of the respondents met the criteria for eurdysthymia. Mehnert And Koch U, 2007
did a study on Prevalence of acute and post-traamstiess disorder and comorbid mental
disorders in breast cancer patients using struttahmical interviews for DSM-IV (SCID)
conducted post-surgery with 127 patients and faurié.1% had dysthymic disorder. Mitchell
AJ, et al.2011 a meta-analysis of 94 studies found out thatglence of dysthymia by DSM
or ICD criteria was 2:7%. The findings at MTRH &righer than the results probably due to the

different instruments used coupled with environrakfactors.

Suicidality current past month

From this study majority (87%) of the responderdsl Imo risk of suicide that is current but
13% of them had current suicide risk; among themh2@b high risk suicide current, 2.9% had
moderate risk suicide and 8% had low risk of s@didat is current. Compared to study done
on 131 patients admitted at Ocean road Cancetutestin Dar es Salaam Tanzania (Swal,
2011) found out that suicidality was 38.7%. Thehhjgercentage on suicidality could be
attributed to the fact that the study was amongatiepts who mostly had advanced
/complicated cancer as compared to the outpatiénat were more stable and able stay with

their families hence obtain social support.
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Panic disorders lifetime + current (past month) andF) Agoraphobia

Respondents with Panic Disorder without Agoraphdbiarent were 2.2% and those with
Panic Disorder with Agoraphobia current were 6.58@ &Respondents with Agoraphobia
without history of panic disorder 8.7%. This findiragrees reasonably well with a meta-
analysis of 94 studies Prevalence of anxiety anuamger patients to be 10-3%. (Mitchell AJ,

et al.2011) . Swai in Dar es Salaam found panic disor@e6s%).

Obsessive compulsive disorders (past month) current

4.3% of the respondents had Obsessive Compulsiserd®r current whereas 95.7% did not
have it. This compares with a survey conductedhéendarly 1980s by the National Institute of
Mental Health (NIMH) which showed that Obsessiveripalsive Disorder affects more than

2% of the cancer population.

Post traumatic stress disorders (past month) currein

13% of the respondents suffered from Post Traun&itiess Disorder and 87% did not have it.
In Post-traumatic stress disorder (PTSD), Cancéema try to avoid thoughts of the illness
and studies have reported stress symptoms likedanbibehaviours, intrusive thoughts, and
heightened arousal in cancer patients ranges framtd@ 4% in early-stage cancer patients

recently diagnosed to 35% in patients evaluatest &éatment (Solomon Z, 1987).

The physical and mental shock of having a life-dteaing disease, of receiving treatment for
cancer, and living with repeated threats to onetdyband life are traumatic experiences for

many cancer patients.
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In this study most clients had advanced stageso€er. It is important therefore that cancer
survivors receive information about the possibleycpslogical effects of their cancer

experience and early treatment of symptoms of PTSD.

Generalized Anxiety Disorders current (past 3 month)

An anxiety disorder develops when the durationgdency, number and intensity of anxiety

symptoms are significant enough to interfere witk®quality of life and functioning.

In this study 12.3% of the respondents met theeriaitof generalised anxiety that is current.
This compares with study that demonstrated thaieanthat becomes persistent “more often
than not,” or is intrusive and uncontrollable isahdess common in cancer, occurring in 10-

30% of people diagnosed with cancer (Stark DP &d4of, 2000).

Mitchell AJ, et al, 2011 published in Lancet Oncology, a meta-analysi@4 interview-based
studies by DSM or ICD criteria in oncological andematological settings and found the
prevalence of anxiety disorders was 10.3% amongctmeer patients. This finding agrees
reasonably well with my finding of 12.3% of anxiatisorders among the cancer respondents

at MTRH, Eldoret.

The less frequent disorders were hypo manic epsaie5.1%, manic episodes at 7.2%.
Alcohol and drug dependency/ abuse, psychotic dessr anorexia nervosa and bulimia
nervosa each affecting less than 1% of the patiémisocial personality disorders accounted

for only 1.4% amongst the cancer patients.
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5.2 CONCLUSION

1. Breast cancer and cervical cancer are the commoarser seen at MTRH, Eldoret.
This is the same pattern seen nationaly in Kenya.

2. Majority of the cancer patients seen at MTRH aradManced stage ( stage 2- stage 4.)
the same picture is seen nationally in Kenya a®spp to western countries picture
were patients are diagnosed in early stages.

3. Major Depressive Episode, Anxiety disorder ,Obses§lompulsive Disorder ,
Posttraumatic Stress Disorder were the main pagrahidisorders found at MTRH,
Eldoret. Others include antisocial personalitiaglophobia, alcohol and drug
dependency /abuse.

4. Psychosocial oncology services for patients andlii@snwere found to be minimal.

5.3 RECOMMENDATIONS

1. Education of communities on cancer issue will iase early screening and routine
check up and help detect the disease in its ei@fjesvhich may be eradicated before it

is advanced and prevent progression of the illnesse better outcome.

2. In order to reduce the effects of cancer on theegpdt is important to control risk

factors associated with cancer, early detectionadied good care to those affected.

3. All cancer patients should be screened for psyatiakissues early in the course of

treatment and re-screening at critical points alihiegcourse of care.

4. Patients who show moderate to severe symptomsdheuieferred to appropriate care
givers, such as a clinical psychologist, social keor chaplain, or psychiatrist for

further management.

5. Health care professionals need to perform psyclmab@ssessment and manage the
patients alongside medical intervention becauseetla@e psychological and social
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issues among cancer patients that go without sgeg.

. Psychosocial support services are an important oaemt of modern cancer treatment.
A major challenge for all psychosocial servicestlie achievement of access and
utilization of the service. Emotional and socigbgart can help cancer patients learn to
cope with psychological and social issues. This &tuce levels of depression and

anxiety, among patients and help cope with thesn

. Further research to look into psychological andadaessues need to be done to improve
quality of care, increase access to psychosocial foa all, fund psychosocial research

and to support education and training of psych@sacicology experts.
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APPENDIX A: RECRUITMENT FLOW CHART

Patients attending Oncology
clinic at MTRH

Daily registration and triage is
done. Introduction of researcher

the patient at tre clinic

!

Exclusion criteria

Do not gpply

done by a nurse. Researcher meet

Apply

Explain and Obtain consent

vSign consent

Administer instrument and

guestionnaires

Terminate and thank the patient.

Identify those who need help and refer

Data analysis using statistical packages

Thank the patient and
exclude from the

guestionnaire

Patient proceed with their

scheduled activities at the

clinic
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APPENDIX B1: CONSET SEEKING INFORMATION — PARTICI PANTS

| am, Milkah Obwenyi Angachi from University of Nabi department of psychiatry. | am
conducting this study as part of my fulfillmenttbe degree program as a Clinical Psychology
Student. | am conducting a study &®#5YCHOSOCIAL ASPECT AMONG ADULT
CANCER PATIENTS ATTENDING ONCOLOGY CLINIC AT MOI TE ACHING AND
REFERRAL HOSPITAL — ELDORET KENYA. The study will be carried out on patients
attending the oncology clinic at the Moi Teachingl &Referral Hospital (MTRH), Eldoret.
kindly request you to participateTaking part in this study igoluntary. You have a right to
refuse to take part in the study. If you agree ddipipate but change your mind it is alright.
You can withdraw from the study at any time. Refasgarticipate in this study will not deny
you any service offered in the clinic. You will teghis form once you have understood the

information given; you can decide if you wish tatgapate in the study or not.

| will provide you with questionnaires which youlwanswer as appropriate to the various
parts. The study will be coded so that it will iz linked to your name. All information

obtained in the course of the study will be heldanfidence.

There are no risks involved except the time yod taike in filling the questionnaire, about
twenty to thirty minutes of your time or emotionain of identifying you or your friends with

some of the symptoms.

There is benefit to the patients as an individuatduse they will be diagnosed for psycho
social issues and referred appropriately. The resam the research will help improve
management of psychosocial issues of cancer patieri€enya. Should you identify with any

issues in the instrument and wish to get help pleastact me 08722805301

As you participate you will answer the questionisefe will be no right or wrong answers, but
you answer as the case applies to your as an éhdivisituation. You are free to ask any

guestions any time. Thank you for your responsetiamel

Milkah Obwenyi Angachi
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Msc. Clinical Psychology student, University of Nabbi.

APPENDIX B2: KIBALI CHA KUSHIRIKI KWENYE UTAFITI
Mimi ni Milkah Obwenyi Angachi kutoka chuo kikuu @hNairobi, idara ya Psychiatry. Nina

fanya utafiti huu kama sehemu ya kutimiza degre€hmaical Psychology. Nina fanya utafiti
kwa watu wazima wanao ugua ugonjwa wa saratani amtaaa hudumiwa katika kliniki ya
magonjwa ya saratani kwa hospitali ya Mafunzo néaRwya Moi (MTRH), Eldoret Kenya.
Ningependa kukuomba wewe kushirikiKushiriki katika zoezi hili ya utafiti ni kwa hiarSi
lazima ushiriki kama hutaki. Ukikubali kushiriki idha ubadilishe mawazo hakuna neno.
Unaweza kuwacha kushiriki kwa huu utafiti wakati wate. kutoshiriki kwa utafiti
hautakuzuia kupata huduma yoyote inayaotolewa keerifiniki. Utasoma fomu,

utakapoelewa maelezo iliyomo uta fanya uamuzi wshkiki au kutoshiriki.

Nita kupatia maswali ambayo utajibu ipasavyo kaskhemu mbali mbali. Hatuta liandika
jina lako kwenye fomu yako. Nambari itaandikwa kwerdomu yako kuliwakilisha jina lako.

Habari zote zitakazopatikana katika mwendo wa titadiu itawekwa kwa siri.

Hakuna hatari yoyote utakayo pata isipokua wakatbayo utaitumia kwa kujaza maswali,
Kadiri ya dakika ishirini au thelathini ya mudake@sau maumivu ya kihisia ya kutambua wewe

au rafiki yako na baadhi ya dalili.

Kuna faida ya moja kwa moja kwako kama mshirikidbgn kwa sababu itawekana kujua hali
yako ya mawazo na upewe rufaa ipasavyo. Matokeatgéti itakuwa ya manufaa kwa

huduma ya wagonjwa wa saratani katika nchi ya Kéaya matatizo ya psychologia. Ukipata
shida yoyote kwa maswali haya na ukipenda kupaaalizg tafadhali piga simu kwa nambari
yangu0722805301

Unaposhiriki utajibu maswali. Hakuna haki au majgahihi lakini jibu kama kesi inatumika

kwa hali yako binafsi. Una uhuru kuuliza maswalygte juu ya utafiti wakati wowote.

Shukrani kwa mawazo yako na kwa wakati wako.

Milkah Obwenyi Angachi

Msc. Clinical Psychology student, University of Niaobi
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APPENDIX C: CONSENT FORM

CONSENTING FORM FOR THE PATIENT TO PARTICIPATE INT HE STUDY

My name is | confirm that |
have read the above information or the informakias been explained to me by

. | confiat | had the opportunity to ask
guestions and all my questions have been answlecedfirm that | understand the nature of
the study and that | want to participate. | untéerd that | may at anytime during the study
revoke the consent without any loss or penalty.

Signature...............ooeee. Date ......ccoevveiiiiiienns

(Or Thumb print)

I (intervlewenfirm that the above named
read the consent explanation OR | read it to him/aaswered all questions raised and that
she/he has agreed to participate in the study andvithdraw any time.

KIBALI CHA MGONJWA KUSHIRIKI KATIKA UTAFITI

Jina langu ni Nathibitiskamba nimesoma maelezo ya hapo
juu ya ridhaa au kuthibitisha kwamba maelezo yaha@ yamesomwa kwangu nha
. Nathibithisha ya kveanilipata nafasi ya kuuliza maswali
na kwamba nime elewa asili ya utafiti na natakahkilg, lakini pia naweza kutoka muda
wowote bila hasara au adhabu.

Saini Tarehe

Mimi (Mtafiti) nathidisskwamba mtu aliyetajwa hapo juu
amesoma maelezo ya ridhaa au mimi nilimsomea ridhiiajibu maswali yote aliyouliza na
kwamba yeye amekubali kushiriki katika utafiti n@aaveza kujiuzuru kushiriki katika utafiti
huu wakati wowote.
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APPENDIX D1 QUESTIONNAIRE
1. a) SOCIO-DEMOGRAPHIC DATA

1. Age inyears

2. Gender ( )Male ( )Female

3. Citizenship ( ) Kenyan ( ) Others specify

4. Religion ( ) Protestant ( ) Catholic (Myslim ( ) Others specify

5. Residence

6. Marital status ( ) Single ( ) Married ( ) Seggad ( ) Divorced ( )cohabiting
( ) Widow/ Widower

7. Who are you currently living with ( ) Spouse ) parents () Children ( ) Relative (
) Friend () Others specify

8. Highest level of education ( ) No formal educatfor) primary ( ) Secondary
() College () University ( ) Others specify

9. Your usual type of work, even if not working nowe&se be specific—for example,
auto Mechanic; High school teacher ; Studentd\shg)

( ) Your work ( ) Spouspastner’s work

10.What is your monthly income in Kenya shillings) € 3000ksh ( ) 3000-10000 ( )
10000-20000 ( ) >200000ksh

b) CLINICAL QUESTIONNAIRES
History of the illness(Information extracted from the file notes)

Site/organ involved by cancer

Histology report confirmation

Stage of cancer: ( ) Stage O ( ) Stage IStapge Il ( ) Stage Ill ( ) Stage IV

Current treatment being given () Chemotherapydqurgery ( ) radiotherapy ( ) palliative (
) Combination ( ) others specify
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What kind of psychosocial problem has been docuetkint the file?

Was the case/ problem treated or referred? (s) Ye) No
Has anyone discussed the psychosocial problemshégtpatient? ( ) Yes ( ) No

If yes specify () Trained counselor () Nurse)Doctor ( ) Others specify

(Information from the patient)

11.Have you been informed of the type of disease yuelf ) Yes ( ) No

a) If yes please specify

12.When did you know that you have cancer? ( )leas tL month ago ( ) 1 — 6 months
ago ( ) 6months — 1 year ( ) more than 1l.year

13.Do you know the stage of cancer you are suffeniom® ( ) Yes ( ) No If yes
in which stage are you? ( )Stage 0 ( )Stage) Stage Il ( )Stage lll ( )Stage
v

14.Who informed you about the cancer ( )NurseDoctor ( )Relative

() Other Specify

15.What was your reaction? ( )Anxious ( ) Angry Confuse () sad ( ) Not believe
it ( )Others specify

16.Were you accompanied by a relative/ friend to thepital? ( )Yes ( ) No
17.Has anyone discussed with you about your thougtiieotancer? ( ) Yes ( ) No

a) If yes, specify

b) If yes who? ( )Trained counselor ( ) Nurse)doctor ( ) Relative
() Friend ( ) Others specify

c) How many sessions ( ) Once ( ) Twite) Three times ( ) More than

four times

18. Before diagnosis of cancer had you suffered frogngaychosocial problem?
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()Yes ( )No

a) If yes specify

b) Did you receive any treatment? ( ) Yes ( ) No

c) If yes specify
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APPENDIX D2: QUESTIONNAIRE IN KISWAHILI

1.a) Jamii ya Watu na mambo ya hakika

1.

2.

. Uraia ( ) Mkenya ( ) Nyingine fafanua

. Makao yako

Umri wa miaka

Jinsia: () Mume () Mke

. Imani/ Dini ya: ( ) Protestanti ( ) Katoliki ( Uislamu ( ) Asili () Dini

nyingine fafanu

. Je umeolewa/ kuoa? ( ) Sijawahi kuolewa/ kuopNjmeolewa na twaishi pamoja

() Nimeolewa lakini tumetengang ) Talaka ( ) Mjane ( ) Nyingine fafanua

. Unaishi na nani wakati huu ( ) Mume/ Mke (Wazazi/ Mzazi ( ) Watoto/ Mtoto

wangu ( ) Rafiki ( ) Nyingine fafanua

. Kiwango cha juu cha elimu ulioipata

() Sija soma shuleni ( ) Shule ya msingi $hple ya upile ( ) Jamii ya chuo kikubwa
() Chuo kikubwa () Nyingine fafanua

. Aina ya kazi unayo fanya, hata kama hufanyi kazatiehuu. Tafadhali sema wazi—

kwa mfano Mekanik; Mwalimu wa shule; Mwanafundn@somea) ( ) Kazi

yako () kazi ya mume auwah®

10. Mapato yako kwa mwezi ni ngapi: Ksh. ( ) < 3000kgh ) 3000-10000 ( ) 10000-

20000 ( ) >200000ksh.

Historia ya ugonjwa (Taarifa kutoka kwa faili ya mgonjwa)

b) CLINICAL QUESTIONNAIRES

History of the illness(Information extracted from the file notes)

Site/organ involved by cancer
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Histology report confirmation

Stage of cancer. ( ) Stage 0 ( ) Stage IStapge Il ( ) Stage lll ( ) Stage IV

Current treatment being given () Chemotherapyqurgery () radiotherapy ( ) palliative (
) Combination ( ) others specify

What kind of psychosocial problem has been docuetkint the file?

Was the case/ problem treated or referred? (s) Ye) No
Has anyone discussed the psychosocial problemghégtpatient? ( ) Yes ( ) No

If yes specify () Trained counselor () Nu¢se Doctor ( ) Others specify

Taarifa kutoka kwa mgonjwa

11.Je umeelezwa aina ya Ugonjwa uliyo nayo? ( ) bldiy ) Hapana

a) Kama ndiyo tafadhali eleza

12. Nilini ulipata kujua una ugonjwa wa saratani? Myda kupungua mwezi mmoja (
) Mwezi mmoja hadi sita ( ) Miezi sita hadi mwakanoja ( ) zaidi ya mwaka
mmoja

13.Je unajuwa kiwango cha saratani unayo ugua? ¢iyoN ( ) Hapana

a) Kama ndiyo saratani iko katika kiwango kipi? (kiango O ( ) kiwango | (

) kiwango 1l () kiwango 1l ( ) kiwangdV

14.Ulielezwa na nani kuhusu saratani? (  )MuuguzjQaktari ( )Jamaa ( )

Mwingine fafanua

15. Uli ichukulia namna gani maelezo hayo? ( ) sikumng ) Nilikuwa na wasiwasi
() Nilichanganyikiwa () Nilikuwa na huzugi) Nilikasirika

() Nyingine fafanua

16. Uli ambatana na jamii au rafiki huko hospitali?) Ndiyo ( ) Hapana

17.Je ulipewa ushauri wowote kuhusu mawazo yako yatasiruliyo nayo? () Ndiyo (

) Hapana
a) Kama ndiyo ni nani aliye kushauri? ( )Mshauryalhitimu ( ) ( )Muuguzi

( ) Daktari ( )Jamaa ( ) Mwingifafanua

b) Ulishauriwa mara ngapi? ( )Moja ( ) markili ( ) maratatu ( ) zaidiya
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mara tatu
18.Kabla kutambuliwa kwa ugonjwa wa saratani ume Vkaligua tatizo la mawazo?
( ) Ndiyo ( ) Hapana

a) Kama ndiyo fafanua

b) Ulipokea matibabu? ( ) Ndiyo ( ) Hapana

¢) Kama ndiyo fafanua
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APPENDIX E: M.I.N.I- PLUS DSM IV
Mini International Neuropsychiatric Interview

English Version 5.0.0
DSM-IV

Y. Lecrubier, E. Weiller, T. Hergueta, P. Amorim, L.l. Bonora, J.P. Lépine

Hépital de la Salpétriére - Paris - FRANCE.

D. Sheehan, J. Janavs, R. Baker, K.H. Sheehan, En&pp, M. Sheehan

University of South Florida - Tampa - USA.

© 1992, 1994, 1998 Sheehan DV & Lecrubier Y.

All rights reserved. No part of this document may le reproduced or transmitted in any
form, or by any means, electronic or mechanical, itluding photocopying, or by any
information storage or retrieval system, without pe&mission in writing from the authors.
Researchers and clinicians working in nonprofit orpublicly owned settings (including
universities, nonprofit hospitals, and government nistitutions) may make copies of a
M.I.N.I. instrument for their own clinical and research use.

PATIENT’ S NAME : PROTOCOLNUMBER :

JINA LA MGONJWA NAMBA YA PROTOKALI:

DATE OF BIRTH : Time Interview Began :
TAREHE YA KUZALIWA: Muda wa Kuanza Usaili :
INTERVIEWER' S NAME : Time Interview Ended :
JINA LA MSAILI : Muda wa Kumaliza Usalili :
DATE OF INTERVIEW : TOTAL TIME :

TAREHE YAUSAILI : MUDA ULIOTUMIKA -
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M.I.N.1. 5.0.0 / English version / DSM-IV / current

MODULES

VIHUNZI HURU

TIME FRAME

MUDA

A.
A.

MAJOR DEPRESSIVE EPISODE
TUKIO LA SONONA

A’. MDE with melancholic features

TUKIO LA SONONA lenye uzito wa
moyo(hiari)

B.
B.

C.
C.

DYSTHYMIA
DISTHIMIA

SUICIDALITY
HALI YA KUTAKA KUJIUA

. (HYPO) MANIC EPISODE

TUKIO LA MANIA(MANIA NDOGO)

PANIC DISORDER
UGONJWA WA HOFU KUBWA

AGORAPHOBIA
WOGA WA NAFASI ZA WAZI

SOCIAL PHOBIA
WOGA WA MKUSANYIKO WA WATU

. OBSESSIVE-COMPULSIVE DISORDER

UGONJWA WA SHAUKU LAZIMISHO

POSTTRAUMATIC STRESS DISORDER

UGONJWA WA MSONGO BAADA YA
MATUKIO MABAYA

ALCOHOL DEPENDENCE / ABUSE

KUTAWALIWA NA POMBE /
MATUMIZI
MABAYA YA POMBE

Current (past 2 weeks) +
Lifetime

Kwa sasa(wiki 2) +siku za
nyuma

Current (past 2 weeks) Optional

Current (past 2 years)

Current (past month)

Current + Lifetime

Lifetime + current (past

month)

Current

Current (past month)

Current (past month)

Current (past month) Optional

Current (past 12 months)
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K. DRUG DEPENDENCE / ABUSE (Non-

alcohol)

K. KUTAWALIWA / MATUMIZI MABAYA
YA MADAWA YA KULEVYA (isiyo
pombe)

PSYCHOTIC DISODERS
MAGONJWA YA SAIKOSIS

rr

M. ANOREXIA NERVOSA
M. UGONJWA WA TAFSIRI YA

MAUMBILE

BINAFSI UNAOHUSIANA NA
KUTOKULA

N. BULIMIA NERVOSA
N. UGONJWA WA TAFSIRI YA

MAUMBILE

BINAFSI UNAOHUSIANA NA KULA
MNO

O. GENERALIZED ANXIETY DISORDER
0. UGONJWA WA WASIWASI MKUBWA

P. ANTISOCIAL PERSONALITY
DISORDER

P. UGONJWA WA MAKUZ| YA HULKA
NA

TABIA ZINAZOPINGANA NA JAMII

Current (past 12 months)

Lifetime + Current

Current (past 3 months)

Current (past 3 months)

Current (past 3 months)

Lifetime Optional

GENERAL INSTRUCTIONS

The M.LLN.l. was designed as a brief structure@rview for the major Axis | psychiatric
disorders in DSM-IV and ICD-10. Validation and edility studies have been done comparing
the M.I.N.I. to the SCID-P and the CIDI. The resudt these studies show that the M.I.N.I. has
acceptably high validation and reliability scoresit can be administered in a much shorter
period of time (mean 18% 11.6 min., median 15 min.) than the above referdnnstruments.
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It can be used by cliniciangfter a brief training sessioay interviewers require more
extensive training.

+ Interview :
In order to keep the interview as brief as possiiiform the patient that you will conduct a

clinical interview that is more structured than aisuwith very precise questions about
psychological problems which requires a yes ormswer.

+ General format :
The M.LN.l. is divided intomodules identified by letters, each corresponding to a

diagnostic category.

- At the beginning of each module (except for psyichdisorders module)screening
guestion(s) corresponding to the main criteria of the disordexr presented in gray
box.

« At the end of each moduleiagnostic box(es)permit(s) the clinician to indicate
whether the diagnostic criteria are met.

« Conventions :
Sentences written iknormal font » should be read exactly as writteth@opatient in order
to standardize the assessment of diagnostic exiteri

Sentences written iRCAPITALS » should not to be read to the patient. They ms&uctions
for the interviewer to assist in the scoring of thegnostic algorithms.

Sentences written irbold » indicate the time frame being investigated. Therinewer
should read them as often as necessary. Only symsptxcurring during the time frame
indicated should be considered in scoring the nesgs

Sentences (in parenthey@se clinical examples of the symptom .These naydad to the
patient to clarify the question.

Answers with an arrow above thgn® ) indicate that one of the criteria necessantlier
diagnosis (es) is not met. In this case, the imrer should go to the end of the module, to
circle «NO » in all the diagnostic boxes and move to the neodule.

When terms are separated bglash (/),the interviewer should read only those symptoms
known to be present in the patient (for examplestjon A3).

+ Rating instructions:
All questions read must be rated. The rating isedainthe right of each question by circling

either YES or NO.
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The clinician should be sure that each dimensioiihe question is taken into account by the
patient (i.e.: time frame, frequency, severitynd/ar » alternatives).

Symptoms better accounted for by an organic caubg the use of alcohol or drugs should

not be coded positive in the M.I.N.The M.I.N.l. Plus has questions that investightsé

issues.

For any questions, suggestions, need for a trais@sgion, or information about updates

of the M.I.N.I., please contact :

David SHEEHAN, M.D., M.B.A.
University of South Florida
Institute for Research in Psychiatry
3515 East Fletcher Avenue
Tampa , FL USA 33613-4788

tel : +1 813 974 4544

fax : +1 813 974 4575

e-mail : dsheehan@coml.med.usf.edu

Yves LECRUBIER, M.D. / Thierry HERGUETA,
PsyD

INSERM U302

Hopital de la Salpétriere
47, boulevard de I'Hopital
F. 75651 PARIS - FRANCE
tel : +33 (0) 1 42 16 16 59
fax : +33 (0) 1 45 85 28 00

e-mail ; herqueta@ext.jussieu.fr
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> MEANS : GO TO THE DIAGNOSTIC BOX(ES) OF THIS MODULE, CIRCLE NO IN ALL OF THEM AND MOVE TO THE NEXT MODULE

A. MAJOR DEPRESSIVE EPISODE
TUKIO LA SONONA

Al Have you been consistently depressed or down, oidse day, nearl
every day, for the past two weeks ?
NO YES
Je, ulishawahi kukosa raha muda mwingi wa sikupkakila siku, kwa
muda wa wiki mbili zilizopita? HAPAN — NDIY
A O
A2 In the past two weeks, have you been less intereéstenost things o
less able to enjoy the things you used to enjoyt miothe time ?
NO YES
Katika wiki mbili zilizopita, je, umekosa hamu/datika vitu vingi au
kukosa raha kwa muda mwingi katika vitu vilivyokuwikikufurahisha HAZAN N[(’)'Y
?
>
ISA1 ORA2 CODEDYES ? NO YES
JE, KIPENGELEA1 AU A2 KIMEJIBIWA NDIYO? HAPAN NDIY
A O
A3 Over the past two weeks, when you felt depressed dior
uninterested :
Katika kipindi cha wiki mbili zilizopita, ulipojisi kia kukosa raha na
/ au kutokuwa na ari:
Was your appetite decreased or increased nearty eeg _ordid your
weight decrease or increase without trying interalty ? (i.e., £ 5 % of
body weight or + 3,5 kg or = 8 Ibs., for a 70 k20 Ibs. person in a
month) NO YES
Je, hamu yako ya kula ilipungua au kuongezekabuddla siku? Uzito
wako ulipungua au uliongezeka bila wewe kukusufyaani = 5 % ya
uzito wako au kg. 3.5 katika mwezi)
IFYES TO EITHER CODEYES HAPAN NDIY
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IwAPO JIBU NI NDIYO KWA L OLOTE, JAZA NDIYO

Did you have trouble sleeping nearly every nighifiailty falling
asleep, waking up in the middle of the night, eanlyrning wakening,
or sleeping excessively) ?

Je, ulipata shida ya usingizi karibu kila siku@taya kupata usingizi,
kukatika usingizi katikati ya usiku, kuamka mapesana, au kulala
mno)

Did you talk or move more slowly than normal or eefou fidgety,
restless or having trouble sitting still, almosesrday?

Je, ulikuwa ukiongea au kutembea taratibu zaidkkukawaida yako,
au ulikuwa na hali ya kuhangaika, kutotulia, au &uva tatizo la kukaa
kwa utulivu karibu kila siku?

Did you feel tired or without energy, almost eveay?

Je, ulijisikia mchovu au kutokuwa na nguvu Kkarilia kiku?

Did you feel worthless or guilty, almost every day?

Je, ulijisikia huna thamani au kuwa na hali ya lkumu karibu kila
siku?

Did you have difficulty concentrating or making @&eons, almost every
day?

Je, ulikuwa na matatizo ya kuwa makini au kufany@amuzi karibu
kila siku?

Did you repeatedly consider hurting yourself, feeicidal, or wish that
you were dead?

Je, mara kwa mara ulifikiia kuhusu kujiumiza, autdka kujiua, au

A

NO

HAPAN

NO

HAPAN

NO

HAPAN

NO

HAPAN

NO

HAPAN

NO

HAPAN

O

YES

NDIY

YES
NDIY

YES
NDIY

YES

NDIY

YES

NDIY

YES

NDIY
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A4

A5

bora ufe?

ARE 3 OR MOREA3 ANSWERS CODEDYES ?
(OR4 A3 ANSWERS IFA1 ORA2 ARE CODEDNO)
JE, VIPENGELE3 AU ZAIDI VYA A3 VIMEJIBIWA NDIYO?

(AU MAJIBU 4 YA A3 IKIWA Al AU A2 VIMEJIBIWA
HAPANA)

IF PATIENT MEETS CRITERIA FORMAJORDEPRESSIVEEPISODECURRENT .

IKIWA MGONJWA ATAFIKIA VIGEZO VYA TUKIO LA
SONONA KWA SASA:

During your lifetime, did you have other periodsteb weeks or more
when you felt depressed or uninterested in mosgthiand had most of
the problems we just talked about ?

Katika maisha yako, uliwahi kuwa na kipindi kingioka wiki mbili au
zaidi ambapo ulikosa raha au kukosa ari katika neamiengi na
kwamba umekuwa na shida kama zile tulizokwishazjmamza?

Was there an interval of at least 2 months withimgtression and/or lost
of interest between your current episode and yast episode of
depression ?

Je, kulikuwa na kipindi cha angalau miezi 2 biléi fja kukosa raha na
/au kupoteza ari kati ya wakati huu na ulipokuwahadi hii siku za
nyuma?

A O

NO YES

HAPANA
NDIYO

MAJOR DEPRESSIVE

EPISODE CURRENT

TUKIO LA SONONA

KWA SASA
>
NO YES 10
> NDIYO 10
HAPAN
A
YES 11
NO
HAPAN 11
HAPAN A
A
NO YES
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IS A5b CODEDYES ?

JE, KIPENGELEA5b KIMEJIBIWA NDIYO ?

HAPANA

NDIYO

MAJOR DEPRESSIVE
EPISODE PAST

TUKIO LA SONONA
WAKATI ULIOPITA

A’. MAJOR DEPRESSIVE EPISODE WITH MELANCHOLIC FEATU RES (optional)

A. TUKIO LA SONONA LILILOAMBATANA NA UZITO WA MOYO

( HIARI)

IF THE PATIENT CODES POSITIVE FOR MAJORDEPRESSIVEEPISODE(A4 = YES), EXPLORE THE FOLLOWING.

KAMA MGONJWA ATADHIHIRISHA KUWA NA SONONA KWA SASA (A4 = NDIYO ), CHUNGUZA YAFUATAYO:

A6 ISA2 CODEDYES?

JE KIPENGELEA2 KIMEJIBIWA NDIYO?

b During the most severe period of the current dejivesepisode, dir
you lose your ability to respond to things thatvmwasly gave yot
pleasure, or cheered you up?

Wakati wa hali mbaya zaidi ya sonona ya sasa, hlivkaipoteze
uwezo wa kufanya vitu ambavyo mwanzoni vilikuwaikilpa furahe
au kukuchangamsha?

IF NO : When something good happens does it fail to meakefeel
better, even temporarily ?

KAMA JIBU NI HAPANA: Wakati jambo zuri linatokea, je, jambc

IS EITHERAG6a ORA6b CODEDYES ?

JE, KIPENGELEAG6a AU A6b KIMEJIBIWA NDIYO?

NO YES

HAPAN NDIYO
A

NO YES

HAPAN NDIYO
A
>

NO YES
4

HAPAN NDIYO
A

12
12

13

13
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A7

Over the past two weeks period, when you felt depssed and
uninterested :

Katika kipindi cha wiki mbili zilizopita, ulipojisi kia kukosa raha
au kukosa ari:

Did you feel depressed in a way that is differenoinf the kind of
feeling you experience when someone close to yes! 2l

Je, ulikosa raha tofauti na vile unavyoijisikia wiakenapofiwa na mtu
wako wa karibu?

Did you feel regularly worse in the morning, almesery day ?

Je, ulijisikia kuwa na hali mbaya zaidi kwa kilaubghi karibu kila
siku?

Did you wake up at least 2 hours before the usoa bf awakening

and have difficulty getting back to sleep, almostrg day ?

Je, ulikuwa ukiamka angalau masaa mawili kabla yalanwako wa
kawaida wa kuamka na kupata tabu ya kulala teribikkéila siku?

IS A3c CODEDYES ?

JE, KIPENGELEA3c KIMEJIBIWA NDIYO?

IS A3a CODEDYES (ANOREXIA ORWEIGHT LOSS ONLY)?

JE, KIPENGELEA3a KIMEJIBIWA NDIYO (KUKOSA HAMU
YA CHAKULA AU KUPUNGUA MWILI )?

Did you feel excessive guilt or out of proportianthe reality of the

situation ?

JE, A3e IMEJIBIWA NDIYO (KUJILAUMU KUPITA KIASI, AU

NO

HAPAN

NO

HAPAN

NO

HAPAN

NO

HAPAN

NO

HAPAN

NO

YES

NDIYO

YES

NDIYO

YES

NDIYO

YES

NDIYO

YES

NDIYO

YES

14

14

15

15

16

16

17

17

18

18

19
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KUJILAUMU KUSIVYOSTAHILI )?

ARE 3 OR MOREA7 ANSWERS CODEDYES ?

JE, VIPENGELE VITATU AU ZAIDI VYA A7 VIMEJIBIWA
NDIYO?

HAPAN NDIYO 19
A

NO YES

HAPANA
NDIYO

MAJOR DEPRESSIVE
EPISODE

With Melancholic Features

CURRENT

TUKIO LA SONONA
lililoambatana na uzito wa
moyo KWA SASA
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B. DYSTHYMIA

DISTHIMIA

IF PATIENT S SYMPTOMS CURRENTLY MEET CRITERIA FOMAJORDEPRESSIVEEPISODE DO NOT EXPLORE THIS
MODULE

KAMA DALILI ZA MGONJWAKWA SASAZINAFIKIA KIGEZO CHA TUKIO LA SONONA,
USICHUNGUZEKIHUNZI HURU HIKI

>
B1 Have you felt sad, low or depressed most of the fion the last twc NO YES 20
years ?
>
Je, ulijisikia huzuni, mnyonge au kukosa raha mudaingi kwa 20
kipindi cha miaka miwili iliyopita? HAPAN NDIY
A O
>
B2 Was this period interrupted by your feeling OK taro months or NO YES 21
more ?
>
Je, kipindi hiki kilikatizwa na hali ya kujisikiaaé kwa muda wa
miezi miwili au zaidi? HAPAN “nDiy 21
A 0
B3  During this period of feeling depressed most of theme :
Wakati wa kipindi hiki cha kujisikia kukosa raha mu da mwingi:
Did your appetite change significantly ? NO YES 22
Je, hamu yako ya kula ilibadilika kwa kiasi kikutva HAPAN NDIY 22
A O
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B4

Did you have trouble sleeping or sleep excebse

Je, ulipata tabu ya kupata usingizi au kulala mno?

Did you feel tired or without energy ?

Je, ulijisikia kuchoka au kukosa nguvu?

Did you lose your self-confidence ?

Je, ulipoteza uwezo wa kujiamini?

Did you have trouble concentrating or making decisi?

Je, ulikuwa na tabu ya kuwa makini au ya kutoa meziPn

Did you feel hopeless ?

Je, ulijisikia kukosa matumaini?

ARE 2 OR MOREB3 ANSWERS CODEDYES ?

JE, VIPENGELE2 AU ZAIDI VYA B3 VIMEJIBIWA NDIYO?

Did the symptoms of depression cause you significlistress or
impair your ability to function at work, sociallygr in some other

NO

HAPAN

NO
HAPAN

NO

HAPAN

NO

HAPAN

NO

HAPAN

NO

HAPAN

YES

NDIY
O

YES

NDIY

YES

NDIY

YES

NDIY

YES

NDIY

YES

NDIY

23

23

24

24

25

25

26

26

27

27
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important way ? NO YES 28
Je, dalili za kukosa raha zilikupa shida nyingikamdhoofisha ufanisi >
wako kazini, kijamii, au katika njia nyingine muhirn

HAPAN NDIY 28

A O

ISB4 CODEDYES ? NO YES
JE KIPENGELEB4 KIMEJIBIWA NDIYO? HAPANA

NDIYO

DYSTHYMIACURRENT

DISTHIMIA KWA SASA
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C. SUICIDALITY
HALI YA KUTAKA KUJIUA

C1

Cc2

C3

C4

C5

In the past month did you :

Katika mwezi uliopita, je:

Think that you would be better off dead or wish yeere dead ?

Ulifikiria kwamba ni bora ungekufa?

Want to harm yourself ?

Ulitaka kujidhuru?

Think about suicide ?

Ulifikiria juu ya kutaka kujiua?

Have a suicide plan ?

Ulikuwa na mipango ya kujiua?

Attempt suicide ?

Ulijaribu kujiua?

In your lifetime

NO

HAPAN

NO

HAPAN

NO

HAPAN

NO

HAPAN

NO

HAPAN
A

YES

NDIY

YES

NDIY

YES
NDIY

YES
NDIY

YES

NDIY
O
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Katika maisha yako
C6
Did you ever make a suicide attempt ?

Ulishawahi, wakati wowote, kujaribu kujiua?

IS AT LEAST 1 OF THE ABOVE CODEDYES ?

JE, ANGALAU KIPENGELE KIMOJA KATI YA VYA HAPO
JUU, KIMEJIBIWA NDIYO ?

IFYES, SPECIFY THE LEVEL OF SUICIDE RISK AS FOLLOWS

KAMA NDIYO, ELEZA KIWANGO CHA HATARI YA KUJIUA
KAMA IFUATAVYO:

ClorC2orC6=YES:LOW

Clau C2au C3 =NDIYO : HATARI NDOGO

C3 or (C2 +C6) = YES : MODERATE
C3 au (C2 +C6) = NDIYO : HATARI YA KAT

C4 orC5o0r (C3+C6)=YES:HIGH

NO YES

HAPAN NDIY
A O

6

NO YES

HAPANA
NDIYO

SUICIDE RISK
CURRENT
HATARI YA KUJIUA

KWA SASA

Low

HATARI NDOGO

M ODERATE

HATARI YA KATI
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C4 au C5 au (C3 + C6) = NDIYO : HATARUBWA

HIGH

HATARI KUBWA
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D. (HYPO) MANIC EPISODE

TUKIO LA MANIA (MANIA NDOGO )

D1 a Have youever had a period of time when you were feeling "up'

D2

"high" or so full of energy or full of yourself thgou got into trouble
or that other people thought you were not your usef ? (Do nof
consider times when you were intoxicated on drugdamhol)

IF PATIENT IS PUZZLED OR UNCLEAR ABOUT WHAT YOU MEA BY "UP"
OR "HIGH", CLARIFY AS FOLLOW : By "up" or "high" | mean : havin
elated mood, increased energy, needing less sk&gng rapid
thoughts, being full of ideas, having an increaseproductivity,
creativity, motivation or impulsive behavior.

Je, ulishawahi kwa kipindi Fulani kujisikia una ihala juu, au
umejawa na nguvu au umesongwa kiasi cha kupatashidewambe
watu kukudhania kuwa sio mtu wa kawaida? (usichaekwhuda
ambao ulikuwa umedhurika kwa madawa au pombe )

KAMA MGONJWA ANAONEKANA KUTOELEWA MAANA YA
“HALI YA JUU”, FAFANUA KAMA IFUATAVYO : Hali ya juu
ina maana ya kuwa na hali ya furaha; kuhitaji ugingchache;kuws
na fikra za haraka; kusongwa na mawazo; kuongekeké&a tija,
ubunifu, motisha au tabia ya kuamua ghafla

IFYES:
KAMA JIBUNI NDIYO :
Are you currently feeling "up" or "high" or full adnergy ?

Je, sasa hivi unajisikia kuwa na hali ya juu aawad na nguvu?

Have you ever been persistently irritable, for salvdays, so that yo
had arguments or verbal or physical fights, or $bduat peopl
outside your family ? Have you or others noticedlt tyou have bee
more irritable or over reacted, compared to otheopte, even ii
situations that you felt were justified ? (Do nainsider times whe
you were intoxicated on drugs or alcohol)

Je, umeshawahi kuwa mwenye kuudhika upesi kwa mueéu, kwa

NO YES

HAPAN NDIYO
A

NO YES

HAPAN NDIYO
A

97

1

2



> MEANS : GO TO THE DIAGNOSTIC BOX(ES) OF THIS MODULE, CIRCLE NO IN ALL OF THEM AND MOVE TO THE NEXT MODULE

siku nyingi, kiasi kwamba ukawa na mabishano, aypigzao kwa NO YES
maneno au vitendo, au kuwapigia kelele watu wasiekwa familia
yako?

IFYES:
KAMA JIBU NI NDIYO :
Are you currently feeling persistently irritable ? NO YES

Je, kwa sasa unajisikia kuwa mwepesi wa kuudhika kuda mrefu? HAPAN NDIYO

A
>

ARE D1aORD2a CODEDYES ? NO YES
>

JE, KIPENGELED1aAU D2aKIMEJIBIWA NDIYO? HAPAN NDIYO
A

D3 IFD1borRD2b=YES: EXPLORE ONLYCURRENT EPISODE

IF D1bAND D2b=NO : EXPLORETHE MOST SYMPTOMATIC PAST EPISODE

KAMA D1BAU D2B=NDIYO: CHUNGUZATUKIO LA SASATU

KAMAD1B NA D2B =HAPANA: CHUNGUZATUKIO LILILOPITA

AMBALO LILIKUWA NA DALILI NYINGI ZAIDI

During the time(s) when you felt "high", full of energy and/or irritable

did you :

Kwa muda ambao ulijisikia hali ya juu, kujawa na nguvu, au

mwenyekuudhika upesi, je :

a Feel that you could do things others couldn't dathat you were an
especially important person ?
P yimp P NO YES

Ulijisikiakuweza kufanya vitu ambavyo wengine havesvau kujiona
kuwa mtu pekee muhimu

HAPAN NDIYO
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Need less sleep (e.g., feel rested after only ahfawvs sleep) ?

Ulihitaji usingizi mchache (kwa mfano, kujisikisaapumziko baada
ya muda mdogo tu wa kulala) ?

Talk too much without stopping, or so fast thatglechad difficulty
understanding ?

Uliongea sana bila kunyamaza, au kwa haraka zaadii kwamba
watu wakapata tabu ya kukuelewa?

Have thoughts racing?

Umekuwa na mawazo ya harakaharaka

Become easily distracted so that any little intetian could distract
you ?

Ulikuwa mwepesi wa kuvurugwa kiasi kwamba hata kizkea
kidogo kunakuvuruga?

Become so active or physically restless that otherg worried about
you ?

Ulikuwa mashuhuri au kutotulia kiasi kwamba watu ngi@e
wakapata wasiwasi juu yako?

Want so much to engage in pleasurable activitiasyou ignored the
risks or consequences (e.g., spending sprees,esscldriving, or

A

NO

HAPAN
A

NO

HAPAN

NO

HAPAN

NO

HAPAN

NO

HAPAN

YES

NDIYO

YES

NDIYO

YES
NDIYO

YES

NDIYO

YES

NDIYO
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D4

sexual indiscretions) ?

Ulitaka sana kujiingiza katika shughuli za staret@ekutojali hatari
zake au matokeo yake( mfano, kufanya shamrashamdareva wa
kizembe, au ngono bila kujihadhari)?

ARE 3 OR MORED3 ANSWERS CODEDYES
OR4IF D1a=NO (PAST EPISODE ORD1b= NO (CURRENT EPISODE ?
JE, VIPENGELE3 AU ZAIDI VYA D3 VIMEJIBIWA NDIYO

AU VIPENGELE 4, IKIWA Dla = HAPANA
LILILOPITA) AU D1b=HAPANA (TUKIO LA SASA)

(TUKIO

Did these symptoms last at least a wesld cause significant
problems at home, at work, or at school,

or were you hospitalized for these problems?

Je, dalili hizi zilidumu kwa muda wa angalau wikio@ na
kusababisha matatizo makubwa nyumbani, kazinipkijaau shuleni,
au alilazwa hospitalini kwa ajili ya matatizo haya?

IFYESTO EITHER CODEYES

KAMA JIBUNI NDIYO KWA LOLOTE,JAZANDIYO

IS D4 CODEDNO ?

NO YES

HAPANA NDIY

O
4
NO YES
>
HAPANA NDIY
O
NO YES

HAPANA NDIY
O

11

11

12

12

NO

YES
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JE, KIPENGELED4 KIMEJIBIWA HAPANA?

IF YES, SPECIFY IF THE EPISODE EXPLORED IS CURRENT
OR PAST

KAMA NDIYO, ELEZA NI TUKIO LA SASA AU LILILOPITA

ISD4 CODEDYES ?

JE, KIPENGELED4 KIMEJIBIWA NDIYO?

IF YES, SPECIFY IF THE EPISODE EXPLORED IS CURRENT
OR PAST

KAMA NDIYO, ELEZA NI TUKIO LA SASA AU LILILOPITA

PANIC DISORDER

HAPANA NDIYO

HYPOMANIC EPISODE

TUKIO LA MANIA
NDOGO

CURRENT @

KWASASA

PAST

LILILOPITA

=

NO YES

HAPANA NDIYO

MANIC EPISODE

TUKIO LA MANIA

CURRENT @
KWA SASA
PAST
LILILOPITA ®
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UGONJWA WA HOFU KUBWA

El

Have you, on more than one occasion, had spebstacks when yo
suddenly felt anxious, frightened, uncomfortableuoeasy, even i
situations where most people would not feel thag @®id the spell:
peak within 10 minutes ?

Je, kwa mara zaidi ya moja, umekuwa na vipindi kygsikia au
kupatwa na wasiwasi wa ghafla, hofu, kutotulia aashaka, hat
katika mazingira ambayo watu wengi hawajisikii lo@yJe, mshituk
huo uliisha ndani ya dakika kumi?

CODEYESONLY IF THE SPELLS PEAK WITHINLO MINUTES

JAZA NDIYO IKIWA TU MSHITUKO HUO ULIISHA NDANI YA
DAKIKA KUMI

NO YES

HAPANA NDIY
O

E2

E3

IFE1=NO, cIRcLENO IN E5AND skIP TOF1

KAMA E1=HAPANA , JAZA HAPANA KATIKA E5 NA NENDA
KIPENGELEF1

At any time in the past, did any of those spellsatiacks come on
unexpectedly or spontaneously, or occur in an ulgtable or
unprovoked manner ?

Katika wakati wowote uliopita, je, vipindi hivi amishituko hiyo
ilikuja bila kutegemea au kutokea katika namnaoisgshirika au
kuchochewa?

IFE2=NO, cIRcLENO IN E5AND skIP TOF1

KAMA E2=HAPANA, JAZA HAPANA KATIKA E5NA NENDA
KIPENGELEF1

Have you ever had one such attack followed by atimnon more of
persistent fear of having another attack, or werrigbout the
consequences of the attack ?

NO YES

HAPANA NDIY
O
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E4

Je, ulishawahi kupata tukio moja kama hilo lililafiwa na kipindi NO YES 3
cha mwezi mmoja au zaidi cha kujisikia hofu ya tujingine au woga
wa madhara ya tukio hilo?

IFE3=NO, CIRCLENO IN E5AND skiP TOF1 HAPANA N%IY 3

KAMA E3=HAPANA , ZUNGUSHIA HAPANA NA NENDA KIPENGELEF1

During the worst spell that you can remember :

Katika kipindi kibaya zaidi ambacho unakumbuka :

Did you have skipping, racing or pounding of iybeart ? NO YES 4

Je, moyo wako ulidundadunda, kwenda mbio, au kupigakasi? HAPANA NDIY 4
O

Did you have sweating or clammy hands ? NO YES 5

Je, ulitokwa na majasho au mikono kuwa ya baridi? HAPANA NDIY 5
O

Were you trembling or shaking ? NO YES 6

Je, ulitetemeka au kutikisika? HAPANA NDIY 6
O

Did you have shortness of breath or difficultgdthing ? NO YES 7

Je, ulipata kutapia hewa au tabu ya kupumua? HAPANA NDIY 7
O

Did you have a choking sensation or a lump ur yoroat ? NO YES 8

Je, ulihisi kupaliwa au donge kifuani kwako? HAPANA NDIY 8
O

Did you have chest pain, pressure or disconifort NO YES 9

Je, ulipata maumivu ya kifua, shinikizo au usumBufu HAPANA NDIY 9
O
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ES

Did you have nausea, stomach problems or sudidernea ?

Je, ulipata kichefuchefu, matatizo ya tumbo au kisha kwa ghafla ?

Did you feel dizzy, unsteady, lightheaded ontf&i

Je, ulijisikia kizunguzungu, kutetereka, kichwa pbs, au kuzirai ?
Did things around you feel strange, unreal, detdareunfamiliar, or
did you feel outside of or detached from part bo&your body ?

Je, vitu vilivyokuzunguka uliviona ni vya ajabuop dialisi, upweke au

vya kigeni, au je, ulijisikia upo kando ya, au keijiga kutoka katika
sehemu au mwili wako wote ?

Did you fear that you were losing control or mgicrazy ?

Je, ulihofia kwamba umeshindwa kujizuia au umepaamu ?

Did you fear that you were dying ?

Je, ulihofia kwamba unakufa ?

Did you have tingling or numbness in parts ofiybody ?

Je, ulipatwa na msisimko au ganzi katika sehenmmuwdi wako ?

Did you have hot flashes or chills ?

Je, ulipatwa na wekundu usoni(kuiva uso) u mzizmacbaridi ?

ARE 4 OR MOREE4 ANSWERS CODEDYES ?

JE, VIPENGELE4 AU ZAIDI VYA E4 VIMEJIBIWA NDIYO ?

NO

HAPANA

NO

HAPANA

NO

HAPANA

NO

HAPANA

NO

HAPANA

NO

HAPANA

NO

HAPANA

NO

HAPANA

YES

NDIY
O

YES

NDIY
O

YES

NDIY

YES

NDIY

YES

NDIY

YES

NDIY

YES

NDIY

YES
NDIY

10

10

11

11

12

12

13

13

14

14

15

15

16

16
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E6

E7

O
IF E5=NO, SkiP TOE7 Panic Disorder
Life time
KAMA E5=HAPANA , NENDA KIPENGELEE7
Hofu kubwa
Maisha yote
In the past month, did you have such attackeateply (2 or more)
followed by persistant fear of having another dttac
NO YES
Katika mwezi mmoja uliopita, ulipatwa na matukio ybakwa
kujirudiarudia (mara 2 au zaidi ) kufuatiwa na hgfu kupata tukio
jingine ? HAPANA  NDIY
O
IF E6= YES, SKiP TOF1 Panic Disorder
Current
KAMA E6=NDIYO, NENDA F1
Hofu kubwa
kwa sasa
ARE 1,2 OR3 E4 ANSWERS CODEDYES ? NO YES

17

17

18

Limited Symptom Attacks

Lifetime
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E. AGORAPHOBIA

WOGA WA NAFASI ZA WAZI

F1

Do you feel anxious or particularly uneasy in ptaoe situations fron
which escape might be difficult, and where help higot be
available in case of panic attack, like being iorewd, standing in .
line (Queue), when you are alone away from homealame at home
or when crossing a bridge, traveling in a busptmaicar ?

Je, unajisikia wasiwasi au mashaka katika sehemumaaingira
ambapo unaweza kupata mshituko wa hofu kubwa adili

zinazofanana na hofu kubwa tulizozizungumza hivigay na ambap
msaada unaweza usiwepo, au ambapo kukwepa kunakeeza
kugumu: kama kuwa kwenye kundi la watu wengi, kasima kwenye
foleni, ukiwa peke yako mbali na nyumbani, au uyambani peke
yako, au ukiwa unavuka daraja, kusafiri ndani ysi,lteeni, au gari ?

NO YES

HAPAN NDIYO
A

19

19

F2

IFF1=NO, CIRCLENOIN F2

KAMA F1=HAPANA , ZUNGUSHIAHAPANA KATIKA F2

Do you fear these situations so much that you atlwéen, or suffer
through them, or need a companion to face them ?

Je, unahofia sana mazingira haya kiasi cha kugtengyo, au
kuteseka kwa ajili ya mazingira hayo auunahitajiena kukabiliana
nayo ?

NO YES

HAPAN NDIYO
A
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Agoraphobia
Current

Woga wa
nafasi za wazi
kwa sasa

IS F2 (CURRENTAGORAPHOBIA) CODEDNO

and
IS E6 (CURRENTPANIC DISORDER CODEDYES ?
JEF2 (WOGA WA NAFASI ZA WAZI KWA SASA)

IS F2 (CURRENTAGORAPHOBIA) CODEDYES

and

IS E6 (CURRENTPANIC DISORDER CODEDYES ?

IS F2 (CURRENTAGORAPHOBIA) CODEDYES

and

IS E5 (PaNIC DiSORDERLIFETIME) CODEDNO ?

NO YES

PANIC DISORDER

without Agoraphobia
CURRENT

NO YES

PANIC DISORDER
with Agoraphobia

CURRENT

NO YES

AGORAPHOBIA
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without history of

Panic Disorder

CURRENT
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G. SOCIAL PHOBIA

G. WOGA WA MKUSANYIKO WA WATU

G1

G1

In the past month, were you fearful or embarradseidg watched
being the focus of attention, or fearful of beingmtiliated ? This
includes situations like speaking in public, eatingpublic or with
others, writing while someone watches, or beingacial situations. >

Katika mwezi uliopita, je ulipata hofu au shida w&i uanaangaliwe NO YES
ukiwva mlengwa, au hofu ya kufedheheshwa? Hii nnga na

mambo kama kuongea hadharani; kula hadharani aa rialwatu

kuandika wakati mtu anakuangalia au kuwa katikausekyiko ye

watu.

G2

G2

G3

G3

G4

G4

Is this fear excessive or unreasonable ? ->

Je hofu hii ni kubwa mno au yenye kuzidi? NO YES

Do you fear these situations so much that you atioésn or suffer >

through them ?
NO YES

Je unahofia sana mazingira haya kiasi cha kujiteraya au kuteseka
kwa ajili ya mazingira hayo.

Does this fear disrupt your normal work or socialdtioning or cause

you significant distress ?
NO YES

Je hofu hizi zinavuruga shughuli zako za kawaidashughuli za
kijamii au zinakusababishia shida kubwa.
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IS G4 CODEDYES ?

Je kipengele G4 kimejibiwa ndiyo?

NO

YES

SOCIAL PHOBIA

CURRENT
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H. OBSESSIVE-COMPULSIVE DISORDER

H. SHAUKU LAZIMISHO

H1

Hl

In the past month, have you been bothered by recurthoughts
impulses or images that were unwanted, distastéfiappropriate
intrusive or distressing ? (e.g., the idea that ywere dirty,
contaminated or had gernts, fear of contaminating otherst fear of
harming someone even though you didn’'t wantao,fearing you
would act on some impulser fear or superstitions that you would
responsible for things going wrongyr obsessions with sexu
thoughts, images or impulsest hoarding, collectingpr religious
obsessions.)

DO NOT INCLUDE SIMPLY EXCESSIVE WORRIES ABOUT REAL IEE
PROBLEMS

DO NOT INCLUDE OBSESSIONS DIRECTLY RELATED TO EATINt
DISORDERS SEXUAL DEVIATIONS, PATHOLOGICAL GAMBLING, OR
ALCOHOL OR DRUG ABUSE BECAUSE THE PATIENT MAY DERE
PLEASURE FROM THE ACTIVITY AND MAY WANT TO RESIST T ONLY
BECAUSE OF ITS NEGATIVE CONSEQUENCES

Katika mwezi ulioputa, je ulishawahi kukerwa na naaw yenye
kujirudiarudia, misukumo, au fikra ambazo hazilkiajza maudhi,
zisizostahili, zenye kuingilia, au zenye kuletadst® (mf: mawazo y
kwamba umchafu, umechafuliwa na vijidudu, au hadukywachafue
wengine, au hofu ya kumdhuru mtu hata kama hukutakfanya
hivyo, au kuhofia kutenda kwa msukumo, au hofuraani za kichaw
kwamba ungewajibika kwa mambo mabaya, au shaukyeyerawazc
ya ngono, fikra au misukumo,au shauku ya kuhodhitukanya au y
kidini).

(Usichanganye na wasiwasi juu ya matatizo halisi npaisha,
usichanganye na shauku zinazoendana moja kwa maopagonjwe
ya kula chakula, tabia za uasherati, kamari, auljgoau madawa y
kulevya kwa sababu, mgonjwa anaweza kupata stadeto&ana ne
tendo hilo na kutaka kujizuia kwa sababu tu ya kexddhasi ya jamb

NO YES
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hilo.

H2

H2

H3

H3

IFH1 =NO, skip TOH4

Did they keep coming back into your mind even wlyen tried to
ignore or get rid of them ?

IFH2 =NO, skip TOH4

JE, yanaendelea kukurudia ndani ya mawazo yakowskati
unapojaribu kuyadharau au kujaondoa?

Do you think that these obsessions are the proafuppur own mind
and that they are not imposed from the outside ?

Je, unadhani kwamba shauku hizi zinatokana na n@wako
mwenyewe na kwamba hazijalazimishwa kutoka nje?

NO YES

NO YES

H4

H4

In the past month, did you do something repeatedlyout being able
to resist doing it, like washing or cleaning exdesy, counting ot
checking things over and over, or repeating, cbtigc arranging
things, or other superstitious rituals ?

Katika mwezi uliopita, je ulifanya kitu kwa kurudiadia bila kuwa ng
uwezo wa kujizuia kufanya hivyo, kama vile kuosha lasafishe
sana, kuhesabu, kukagua vitu mara kwa mara, adiarkukusanya
kupanga vitu, au matambiko mangine ya kishirikina.

NO YES
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H5

H5

H6

H6

AREH3 ORH4 CODEDYES ?

JE KIPENDELEH3 AU H4 KIMEJIBIWA NDIYO?

Did you recognize that either these obsessive thisuand / or these
compulsive behaviors you can not resist doing theere excessive
or unreasonable ?

Je ulitambua kwamba kujiwa na mawazo haya au ladiat
zisizodhibitika zimekuwa ni nyingi mno au zimezidi?

Did these obsessive thoughts and / or compulsiveawers
significantly interfere with your normal routine, caupational
functioning, usual social activities, or relationh or did they take
more than one hour a day ?

Je kujawa na mawazo haya na/au tabia zisizodhabikWwa kiasi
kikubwa kunaingilia zako za kawaida, shughuli z&aki, kazi za
kawaida za kijamii, au mahusiano, au yamechukudi yai saa nzima
kwa siku?

ISH6 CODEDYES ?

4

NO YES

4

NO YES

NO YES

NO YES
OBSESSIVE-
COMPULSIVE
DISORDER
CURRENT
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I. POSTTRAUMATIC STRESS DISORDER (optional)

I. UGONGWA WA MSONGO BAADA YA MATUKIO MABAYA (Hiari

)

Have you ever experienced or witnessed or had & déh an
extremely traumatic event that included actualhoedatened death «
serious injury to you or someone else?

Je, umewahi kupata au kushuhudia au kushughulikamatukio
mabaya ikiwepo kifo au tishio la kifo au ajali mlaakwako au mt
mwingine?

EX OF TRAUMATIC EVENTS. SERIOUS ACCIDENT SEXUAL OR PHYSICAL
ASSAULT, A TERRORIST ATTACK BEING HELD HOSTAGE KIDNAPPING,
HOLD-UP, FIRE, DISCOVERNG A BODY UNEXPECTED DEATH WAR,
NATURAL DISASTER...

During the past month, have you re-experienced dhent in &
distressing way (i.e., dreams, intense recollestioitashbacks c
physical reactions)?

Kwa mwezi uliopita je umewahi kupata tena tukiahiatika namn:
ya mashaka (Kama vile, ndoto, mkusanyiko mkali, kukumbu ze
ghafla, au kujibu kwa matendo)?

In the past month :

Katika mwezi uliopita:

Have you avoided thinking about the event, or hgwa avoided
things that remind you of the event?

Je, umewahi kujizuia kufikiria juu ya tukio hilau kujiepusha na vitu
vinavyokukumbusha tukio hilo?

4
NO YES
>
NO YES
NO YES
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b

Have you had trouble recalling some important paft what

b happened?

a
a

b

Je, umepata tabu ya kukumbuka baadhi ya sehemunrmubu ya
kilichotokea?

Have you become less interested in hobbies orlsadi&ities?

Je umekuwa na mvuto hafifu kwa mambo uyapendaydeaii za
kijamii?

Have you felt detached or estranged from others?

Je, ulijisikia umejitenga au kutenganisha na weefgjin

Have you noticed that your feelings are numbed?
Je, ulitambua kwamba mawazo yako ni mazito?

Have you felt that your life would be shortened dese of this
trauma?

Je, ulijisikia kwamba maisha yako yangekuwa mafkuygiokana na
tukio hili?

ARE 3 OR MOREI3 ANSWERS CODEDYES?

JE, VIPENGELE VITATU AU ZAIDI VYA 13 VIMEJIBIWA
NDIYO?

In the past month :

Katika mwezi uliopita:

Have you had difficulty sleeping?
Je ulipata tabu ya usingizi?

Were you especially irritable or did you have ousihsl of anger?

Je ulikuwa mwenye kuudhika upesi, au ulipatwa ndipoko ya
hasira?

NO

NO

NO

NO

NO

NO

NO

NO

YES

YES

YES

YES

YES

YES

YES

YES
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Have you had difficulty concentrating?

NO YES 11
Je, umepata tabu ya kuwa makini?
Were you nervous or constantly on your guard? NO YES 12
Je, ulikuwa na wahaka/wasiwasi au muda wote kdglth
Were you easily startled? NO YES 13
Je, ulikuwa mwepesi wa kushtushwa?
>
ARE 2 OR MOREI4 ANSWERS CODEDYES? NO YES
JE VIPENGELE2 AU ZAIDI YA 14 VIMEJIBIWA NDIYO?
During the past month, have these problems sigmiflg interfered
with your work or social activities, or caused sigant distress?
NO YES 14
Katika mwezi uliopita, je matatizo haya kwa kia#iubwa yalivuruga
utendaji wa kazi yako au shughuli za kijamii auddesbisha mashaka
makubwa?
IS15 CODEDYES? NO YES
JE 15 IMEJIBIWA NDIYO? POSTTRAUMATIC

STRESS DISORDER

CURRENT
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J. ALCOHOL ABUSE AND DEPENDENCE

J. MATUMIZI MABAYA NA KUTAWALIWA NA POMBE

J1 Inthe past 12 months, have you had 3 or more al@otrinks within >
a 3 hour period on 3 or more occasions?
NO YES
Katika miezi 12 iliyopita, ulishawahi kuwa na vingyvvitatu au zaid
J1 vya pombe ndani ya kipindi cha masaa matatu kamitukio m atatt
au zaidi/
J2  Inthe past 12 months :
Did you need to drink more in order to get the safifect that you did
when you first started drinking?
NO YES
Katika miezi 12 iliyopita:
J2
Je, ulihitaji kunywa zaidi ili upate matokeo savayrale uliyokunywa
mara ya kwanza?
When you cut down on drinking did your hands shake you sweat,
or feel agitated ?
Or, did you drink to avoid these symptoms or to idvbeing
hangover, e.g., "the shakes", sweating or agitation
NO YES

Je, wakati ulipoacha kunywa mikono yako ilitetemekiokwa na
majasho, au kujisikia wasiwasi?

Je, ulikunywa ili kuondoa dalili hizi au kuepukavka mchovu, mfano
mtetemeko, kutokwa majasho au wasiwasi?
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IFYESTO EITHER CODEYES

KAMA NI NDIYO KWA CHOCHOTEJIBUNDIYO

¢ During the times when you drank alcohol, did yow emp drinking

more than you planned when you started ?

Wakati ambapo umelewa pombe, je uliishia kunywadiz&uliko
¢ ulivyopanga mwanzoni?

d Have you tried to reduce or stop drinking alcohdl failed ?

d Je ulijaribu kupunguza au kuacha ulevi ikashind&an

e On the days that you drank, did you spend subsiatitne in

f

obtaining alcohol, drinking, or in recovering frothe effects of
alcohol ?

€ Katika siku ambazo umelewa, je ulipoteza muda miviagpata
pombe, kunywa au kupata nafuu kutoka katika atepombe?

Did you spend less time working, enjoying hobbies,being with
others because of your drinking ?

Je ulitumia muda mchache kufanya kazi kufurahigpendavyo au
kuwa na wenzako kwa sababu ya ulevi wako?

NO YES
NO YES
NO YES
NO YES
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g Have you continued to drink even though you kneat the drinking NO YES
caused you health or mental problems ?

Je uliendelea kulewa japo kuwa ulifahamu kuwa ulgkusababishia
9 matatizo ya kiafya na kiakili?

ARE 3 OR MOREJ2 ANSWERS CODEDYES ? NO YES
JE VIPENGELE VITATU AU ZAIDI VYA J2 VIMEJIBIWA
NDIYO?
ALCOHOL
DEPENDENCE
CURRENT
>

DOES THE PATIENT CODES POSITIVES FOR ALCOHOL NO YES
DEPENDENCE ?

J3  Inthe past 12 months :
J3  Katika miezi 12 iliyopita:

a Have you been intoxicated, high, or hangover mbes tonce when
you had other responsibilities at school, at workat home ? Did this
cause any problems ?

NO YES

Je, umewahi kurukwa akili, kuwa na hali ya juu,kamva na uchovu
a Wa pombe zaidi ya mara moja wakati ambapo ulikuevanajukumu
mengine shuleni, kazini au nyumbani? Je hilidtalmatatizo yeyote?
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CODEYESONLY IF THIS CAUSED PROBLEMS

(JIBUNDIYO IKIWA TU HILI LILILETA MATATIZO)

b Were you intoxicated in any situation where you evphysically at
risk, e.g., driving a car, riding a motor bikeingsmachinery, boating,

etc. ? NO YES

b Je, ulirukwa akili katika mazingira yeyote ambagidkuwa hatarini

mf. Kuendesha gari, kuendesha pikipiki, kutumia Imr@es, kusafiri
kwa mashua, etc.

10
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¢ Did you have any legal problems because of youtkdrg, e.g., an
arrest or disorderly conduct ?

Je ulipata matatizo yeyote ya kisheria kwa sababulgvi wakomfa.
¢ Kutiwa mbaroni au kufanya vurugu?

d Did you continue to drink even though your drinkiteused problems
with your family or other people ?

Je, uliendelea kulewa japokuwa ulevi wako ulisasladimatatizo kwa
familia yako au watu wengine?

ARE 1 OR MOREJ3 ANSWERS CODEDYES ?

JE KIPENGELEKIMOJA AU ZAIDI CHA J3 KIMEJIBIWA
NDIYO?

NO YES 11

NO YES 12

NO YES

ALCOHOL ABUSE

CURRENT
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CARD OF SUBSTANCE

AMPHETAMINE GASOLINE
CANNABIS GLUE
COCAINE GRASS
CODEINE HASHISH
CRACK HEROIN
DICONAL LSD
ECSTASY MARIJUANA
ETHER MESCALINE
FREEBASE METHADONE

MORPHINE
OPIUM
PALFIUM
PCP
RITALIN
TEMGESIC
THC

TOLUENE

TRICHLORETHYLENE
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K. NON-ALCOHOL PSYCHOACTIVE SUBSTANCE USE DISORDERS

UGONJWA WA MATUMIZI YA MADAWA YA KULEVYA AMBAYO SI POMBE

K1 a Now, | am going to show yowsiow THE CARD OF SUBSTANCES/ to
read to you, a lislREAD THE LIST BELOW) of street drugs or medicine
In the past 12 months, did you take any of thesmysjrmore thal
once, to get high, to feel better or to change yoaod? >

Sasa ninakuonyesha (ONYESHA KADI YA MADAWA) NO YES
ninakusomea orodha ya madawa ya mitaani. Katikairh2ziliyopita,

je ulitumia dawa yeyote katika hizi zaidi ya marajaj ili uwe na hal

ya juu, kujisikia mbora zaidi, au kubadilisha hako?

CIRCLE EACH DRUG TAKEN:

Stimulants amphetamines, « speed », crystal meth, «rudbexedrine, Ritalin, diet
pills.

Cocaine snorting, 1V, freebase, crack, « speedball ».

Narcotics heroin, morphine, dilaudid, opium, demerol, melhae, codeine, percodan,
darvon.

Hallucinogens LSD (« acid »), mescaline, peyote, PCP (« anget d, « peace pill »),
psilocybin, STP, « mushrooms », ecstasy, MDA, orN/D

Inhalants « glue », ethyl chloride, nitrous oxide, (« latrghgas »), amyl or butyl nitrate
(« poppers »).

Marijuana hashish (« hash »), THC, « pot », « grass »,edwe « reefer ».

Tranquilizers quaalude, Seconal (« reds »), Valium, Xanax, iuibr Ativan, Dalmane,
Halcion, barbiturates, Miltown.

Miscellaneoussteroids, nonprescription sleep or diet pillsyAthers ?
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SPECIFY MOST USED DRUG(S)

ZUNGUSHIA KILA DAWA ULIYOTUMIA:
Vichangamsho:Amphetamini

Cokein:

Nakotiks:

Hallucinogens:

Inhalants:

Marijuana:

Tranquilizers:

Nyinginezo:

ELEZA DAWA /| MADAWA UTUMIAYO
ZAIDI:

SPECIFY WHICH WILL BE EXPLORED IN CRITERIA BELOW.

* |F CONCURRENT OR SEQUENTIAL POLYSUBSTANCE USE
EACH DRUG (OR DRUG CLASS USED INDIVIDUALLY

MOST USED DRUGOR DRUG CLASS ONLY

* |F ONE DRUG(OR DRUG CLAS$ USED:
SINGLE DRUG (OR DRUG CLAS$ ONLY

ELEZA NI DAWA IP1 IPO NDANI YA VIGEZO HAPA CHINI:

KAMA NI MATUMIZI YA PAMOJA AU YENYE KUFUATANA
YA DAWA ZAIDI YA MOJA:

* KILA KUNDI LA DAWA KUTUMIKA PEKE YAKE

*  KUNDI LA DAWA LINALOTUMIKA ZAIDI TU
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K2

el
* NI DAWA MOJA TU / KUNDI LA DAWA IMETUMIKA

Considering your use of NAME THE SELECTED DRUG / DRUG CLASS]
in the past 12 months :

Fikiria matumizi yako ya madawa (TAJA JINA LA DAWA /
KUNDI LA DAWA LILILOCHAGULIWA), katika miezi 12
iliyopita:

Have you found that you needed to use moreNaME OF SELECTED NO YES
DRUG/

DRUG cLAsq to get the same effect that you did when you Btarted
taking it ?

Je, uliona kwamba unahitaji kutumia zaidi (Jinadéava au kundi la
dawa lililochaguliwa) ili kupata athari sawa na uligpotumia mara ya
kwanza?

When you reduced or stopped usiNgNIE OF SELECTED DRUG DRUG
cLAasgl did you have withdrawal symptoms (aches, shakieger,
weakness, diarrhea, nausea, sweating, heart payndiifficulty
sleeping, or feeling agitated, anxious, irritableepressed) ?

Or did you use any drug(s) to keep yourself fronitigg sick
(WITHDRAWAL SYMPTOMS) or so that you would feel better ?

IFYES TO EITHER CODEYES

NO YES
Wakati ulipopunguza au kutotumia (JINA LA DAWA / KNDI LA

DAWA LILILOCHAGULIWA) Je, ulipatwa na dalili zinaztokana na
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kuacha madawa? (Maumivu, kutetemeka, homa, udhlifbarisha,
kichefuchefu, kutokwa jacho, moyo kudunda, tabu uysingizi,
kujisikia wasiwasi, dukuduku, mwenye kuudhika upesi mwenye
huzuni). Je ulitumia dawa/madawa yeyote ili kukygrusiumwe
(dalili za kuacha dawa) au kukufanya ujisikie vizaidi?

IKIWA JIBU NI NDIYO KWA SWALI LOLOTE, JAZA NDIYO

Have you often found that when you usedME OF SELECTED DRUG
DRUG CLASY, you ended up taking more than you thought yould®

Je, mara kwa mara ulijjiona kwamba wakati unatundidNA LA

DAWA/ KUNDI LA DAWA LILILOCHAGULIWA), uliishia NO YES
kutumia nyingi zaidi kuliko uwezo wako?
Have you tried to reduce or stop takingpAIE OF SELECTED DRUG NO YES

DRUG CLAS{ but failed?

Je, ulijaribu kupunguza/kuacha kutumia (JINA LA DAWKUNDI
LA DAWA LILILOCHAGULIWA) lakini ukashindwa?
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e On the days that you usedAME OF SELECTED DRUG DRUG CLASY,
did you spend substantial time (>2 hours), obta@ninsing or
recovering from the effects, or thinking about it ?

Katika siku ambazo ulitumia (JINA LA DAWA/ KUNDI LADAWA NO YES S
LILILOCHAGULIWA)Je, ulipoteza muda mwingi (> masad)
kupata, kutumia au kupata nafuu kutoka katika madaau kufikiria
juu ya madawa?
f Did you spend less time working, enjoying hobbiess,being with
family or friends, because of your drug use ?
NO YES 6
Je, ulitumia muda mchache kufanya kazi, kufurahig@andavyo, au
kuwa na familia yako au marafiki kwa sababu ya kutu kwako
madawa?
g Have you continued to us&AME OF SELECTED DRUG DRUG CLASY
even though it caused you health or mental prol?ems
NO YES 7
Je, uliendelea kutumia (JINA LA DAWA/ KUNDI LA DAWA
LILILOCHAGULIWA), japokuwa ilikusababishia matatizga kiafya
na kiakili?
ARE 3 OR MOREK2 ANSWERS CODEDYES ? NO YES
SPECIFY DRUQS) ; DRUG(S) DEPENDENCE
CURRENT

JE VIPENGELE3 AU ZAIDI VYA K2 VIMEJIBIWA NDIYO?

TAJA DAWA /
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K3

MADAWA !

2>

DOES PATIENT CODES POSITIVE FOR DRUG DEPENDENCE?  NO YES

In the past 12 months :

Fikiria matumizi yako ya madawa (Jina la kundi laawa
lililochaguliwa)

Katika kipindi cha miezi 12 iliyopita:

Have you been intoxicated, high, or hangovemfrfNAME OF
SELECTED DRUG/ DRUG CLASY, more than once when you had other
responsibilities at school, at work, or at home@ Ehis cause any
problem? (CODE YES ONLY IF THIS CAUSED PROBLEMS)

Je, umewahi kurukwa akili, kuwa na hali ya juu,kamva na uchovu NO YES
wa dawa (JINA LA DAWA/ KUNDI LA DAWA
LILILOCHAGULIWA), zaidi ya mara moja, wakati ambapdikuwa

na majukumu mengine shuleni, kazini au nyumbanihilidilileta

matatizo yeyote?

(JAZA NDIYO IKIWA TU HILI LILILETA MATATIZO)

Have you been high or intoxicated fromaME OF SELECTED DRUG
DRUG CLASY in any situation where you were physically akr{g.g.,

driving a car, or a motorbike, using machinery,tian etc.)?

NO YES

Je, umewabhi kujisikia na hali ya juu au kurukwaliakiitokana na
(JINA LA DAWA/ KUNDI LA DAWA LILILOCHAGULIWA)
katika mazingira yeyote ambapo ulikuwa hatarinignd, kuendesha
gari, kuendesha pikipiki, kutumia machine, kusdfwia mashua, nk).

Did you have any legal problems because of yNaKE OF SELECTED
DRUG/ DRUG CLASY use, e.g., an arrest or disorderly conduct ?
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Je, ulipata matatizo yeyote ya kisheria kwa sababumatumizi ya
madawa mf. Kutiwa mbaroni au kufanya vurugu.

Did you continue to use\AME OF SELECTED DRUG DRUG CLAS{ even
though it caused problems with your family or otheople ?

Je uliendelea kutumia (JINA LA DAWA/ KUNDI LA DAWA
LILILOCHAGULIWA), japokuwa ilisababisha matatizo kwfamilia
yako au watu wengine

ARE 1 OR MOREK3 ANSWERS CODEDYES ?

SPECIFY DRUQS) :

JE, KIPENGELEKIMOJA AU ZAIDI CHA K3 KIMEJIBIWA NDIYO ?

TAJA DAWA/MADAWA

NO YES 10

NO YES 11

NO YES

DRUG(S) ABUSE

CURRENT

NDIYO
HAPANA

MATUMIZI YA
MADAWA KWA SASA
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L. PSYCHOTIC DISORDERS
L. MAGONJWA YA SAIKOSIS

ASK FOR AN EXAMPLE OF EACH QUESTION ANSWERED POSITELY. CODE YES ONLY IF THE EXAMPLES
CLEARLY SHOW A DISTORTION OF THOUGHT OR OF PERCEROMN OR IF THEY ARE NOT CULTURALLY
APPROPRIATE

BEFORE CODING INVESTIGATE WHETHER DELUSIONS QUALIFY A< BIZARRE ».

DELUSIONSARE BIZARRE IF : CLEARLY IMPLAUSIBLE, ABSURD, NOT UNDERSTANDABLE, AND CANNOT
DERIVE FROM ORDINARY LIFE EXPERIENCE

HALLUCINATIONS ARE RATED BIZARRE IF : A VOICE COMMENTS ON THE PERSON THOUGHTS OR
BEHAVIOR, OR WHEN TWO OR MORE VOICES ARE CONVERSING WITH EACOTHER

OMBA MFANO KWA KILA SWALI LINAJIBIWA NDIYO. JAZA ND IO IWAPO TU MIFANO
INAONYESHA WAZI MABADILIKO YA MAWAZO AU UTAMBUZI AU KAMA HAIHUSIANI NA
MILA NA DESTURI KABLA YA KUJAZA CHUNGUZA IWAPO IMAN | ZA UWONGO ZINA SIFA
ZA KUWA SI ZA KAWAIDA.

IMANI POTOFU AMBAZO “SI ZA KAWAIDA" KAMA: ISIYOWEZE KANA KUWA KWELI,
UPUUZI, ISIYOELEWEKA, NA ISIYOTOKANA NA MAISHA YA KAWAIDA.

HISIA POTOFU AMBAZO “SI ZA KAWAIDA” NI KAMA: SAUTI KUELEZEA JUU YA MAWAZO
YA MTU AU TABIA, AU WAKATI SAUTI 2 AU ZAIDI ZINAZUN GUMZA ZENYEWE.

Now I'm going to ask you about unusual experientiest some
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Lla

L2a

L3a

individuals may experience.

Sasa ninakuuliza kuhusu matukio yasiyo ya kawaitidayo watu

wanapata.

Have you ever believed that people were spyingyou, or that BizARR

someone was plotting against you, or trying to jau? E
plotting against y yingto iy NO  YES

Je, umewahi kuamini kwamba watu wanakupelelez&wamba mtu YES

anapanga njama juu yako, au kujaribu kukudhuru?

KUMBUKA: Ulizia mifano ili kupata uhalisia.

IF YES: Do you currently believe these things ? NO YES YES

KAMA NDIYO: Je kwa sasa unaamini mambo haya? = L6a

Have you ever believed that someone was rgaaiar mind or could

hear your thoughts or that you could actually remdhear what

another person was thinking?

Je, umewahi kuamini kwamba mtu alikuwa anasoma reawako au NO YES

kuweza kusikia mawazo yako, au kwamba wewe kuwemorka

mawazo ya mtumwingine au kusikia kile anachowazaamuingine?

IF YES : Do you currently believe these things ? NO YES

KAMA NDIYO: Je kwa sasa unaamini mambo haya? = L6a

Have you ever believed that someone or some fordside of

yourself put thoughts in your mind that were notiyown, or made

you act in a way that was not your usual self ?eHgw ever felt that

you were possessed? NO YES

Je , umewahi kuamini kwamba mtu au nguvu Fulanokatnje
zimeweka mawazo ndani yako na kwamba umekuwa sigaew
mwenyewe, au imekufanya utende matendo ambapovkaikawaida
yako?

Je, umewabhi kujisikia kama kwamba umemilikiwa?

TABIBU: ULIZIA. MIFANO NA UONDOE YEYOTE
ISIYOHUSIANA NA KURUKWA AKILI
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b

L4a

L5a

IF YES: Do you currently believe these things ?

KAMA NDIYO: Je, kwa sasa unaamini mambo haya?

Have you ever believed that you were being sent spal messages
through the TV, radio or newspaper, or that a persa you did not
personally know was particularly interested in you?

Je, umewahi kuamini kwamba umekuwa ukipokea ujumbe
maalum kupitia TV, redio, au magazeti, au kwamba mi
usiyemjua akawa amevutiwa na wewe?

IF YES : Do you currently believe these things ?

KAMA NDIYO: Je, kwa sasa unaamini mambo haya?

Have your relatives or friends ever consideaeg of your beliefs
strange or out of reality?

ANY DELUSIONAL IDEAS NOT EXPLORED IN QUESTION4.1 TO L4, E.G.,
OF GRANDIOSITY, RUIN, GUILT, HYPOCONDRIASIS...

Je, ndugu zako au marafiki walishawahi kuona kwaimtzai zako ni
za ajabu au si za kawaida? Tafadhali, naomba mifano

MSAILI: Jaza ndiyo ikiwa tu mifano inaonyesha wazi kuwamani
za uwongo ambazo hazikuelezwa katika maswali L1 kapi4,
mfano, za kujifaharisha, za unyong’onyevu, za maamgi, kuwa na
hatia, n.k.

IF YES: Do they currently consider your beliefs strange ?

KAMA NDIYO: Je, kwa sasa wanaona imani zako ni za ajabu?

NO YES 6

= L6a

NO YES YES 7

NO YES YES 8

= L6a

NO YES YES 9

NO YES YES 10
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L6a

L7a

L8 b

Have you ever heard things other people ctutdar, such as voices? NO YES YES 11

HALLUCINATIONS ARE CODED « BIZARRE » ONLY IF PATIENT ANSWERS
YES TO THE FOLLOWING.

Did you hear a voice commenting on your thoughtsedravior, or did
you hear two or more voices talking to each other?

Je umewahi kusikia mambo ambayo wengine hawad#iina vile
sauti?

HISIA POTOFU ZINAKUWA “SI ZA KAWAIDA” IKIWA TU
MGONJWA ANAJIBU NDIYO KATIKA SWALI LIFUATALO:

Je ulisikia sauti ikielezea mawazo yako au tabi&usikia sauti mbili
au zaidi zikizungumza zenyewe?

IF YES: Have you heard these things in the past month ? NO YES YES 12

KAMA NDIYO: Je, umesikia vitu hivi ndani ya mwezi 1 uliopita?

Have you ever had visions when you were awake oe lyau ever
seen things other people couldn't see?

NO YES
CODE YESONLY IF THE VISIONS ARE CULTURALLY INAPPROPRIATE
Je, umewahi kuwa na ndoto wakati yu macho au kugnambapo
watu wengine hawavioni?
TABIBU: chunguza ili kujua kama havihusiani na mambo yailki
na desturi?
IF YES : Have you seen these things in the past month? : NO YES
INTERVIEWER’'S JUDGMENT :
KAMA NDIYO: Je umeviona vitu hivi katika mwezi mmoja
uliopita?
UAMUZI WA TABIBU
NO YES

IS THE PATIENT CURRENTLY EXHIBITING INCOHERENCEDISORGANIZED
SPEECH OR MARKED LOOSENING OF ASSOCIATION®

=> L8b

13

14

115
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L8 b

L9 b
L9b

L10

L10

L11

L11

JE MGONJWA KWA SASA ANAONYESHA MAMBO YASIYOELEWEKA
MANENO YASIYO NA MPANGILIO, AU MAMBO YASIYOUNGANIKA .

IS THE PATIENT CURRENTLY EXHIBITING DISORGANIZED ORCATATONIC
BEHAVIOR?

JE KWA SASA MGONJWA ANAONYESHA TABIA ISIYOELEWEKA AU
KUZUBAA?

ARE NEGATIVE SYMPTOMS OF SCHIZOPHRENIA E.G. SIGNIFICANT
AFFECTIVE FLATTENING, POVERTY OF SPEECH (ALOGIA) OR AN
INABILITY TO INITIATE OR PERSIST IN GOAL DIRECTED ACTIVITIES
(AVOLITION ), PROMINENT DURING THE INTERVIEW?

JE, DALILI HASI ZA SKIZOFRENIA, MFANO KUTODHIHIRISHA HISIA,
UPUNGUFU WA MANENO YA KUSEMA (KUTOSEMA) AU KUTOWEZA
KUANZISHA AU KUDUMU KATIKA SHUGHULI MAALUM , ZINAONEKANA
WAKATI WA USAILI ?

FROML1 TO L10:

* ARE 1 OR MORE «b » QUESTIONS CODELYES BIZARRE?
OR

* ARE 2 OR MORE « » QUESTIONS CODELYES (RATHER
THAN YES BIZARRE)?

* JE KIPENDELEKIMOJA AU ZAIDI VYA MASWALI (b)
KIMEJIBIWA NDIYO SI YA KAWAIDA ?
AU

* JE, VIPENGELE2 AU ZAIDI VYA MASWALI (b)
VIMEJIBIWA NDIYO (BADALA YA NDIYO SI YA
KAWAIDA).

NO YES 16
NO YES 17
NO YES

PSYCHOTIC SYNDROME
CURRENT
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L12 FROML1TOLY:

* ARE 1 OR MORE «@ » QUESTIONS CODELYES BIZARRE ?
OR

* ARE 2 OR MORE @ » QUESTIONS CODELYES (RATHER
THAN YES BIZARRE) ?
(CHECK THAT THE 2 SYMPTOMS OCCURRED DURING THE

SAME TIME PERIOD)
OR

* ISL11 CODEDYES?

* JE, KIPENGELEL AU ZAIDI YA MASWALI (a)
VIMEPITIWA NDIYO SI YA KAWAIDA ?

L12 AU
* JE, VIPENGELE2 AU ZAIDI VYA MASWALI (a)
VIMEJIBIWA NDIYO (BADALA YA NDIYO SI YA

KAWAIDA)
UAMUZI WA TABIBU

CHUNGUZA KAMA DALILI 2 ZILITOKEA WA KATI MMOJA
AU

* JE, KIPENGELHE.11 KIMEJIBIWA NDIYO ?

L13a IFL121S CODEDYESOR AT LEAST ONEYESFROML1 TOL7:

DOES THE PATIENT CODE POSITIVE FOR EITHER

MAJOR DEPRESSIVE EPISODE (CURRENT OR PAST)
OR  MANIC EPISODE (CURRENT OR PAST) ?

L13a KAMA L12 IMEJIBIWA NDIYO NA ANGALAU NDIYO MOJA
KUTOKA L1 MPAKA L7:

JE DALILI HIZO ZIMEJIBIWA NDIYO KWA AIDHA

NO

PSYCHOTIC SYNDROMH

LIFETIME

YES

>
NO

YES

135




> MEANS : GO TO THE DIAGNOSTIC BOX(ES) OF THIS MODULE, CIRCLE NO IN ALL OF THEM AND MOVE TO THE NEXT MODULE

TUKIO LA SONONA, (KWA SASA)

AU  TUKIO LA MANIA, (KWA SASA AU MUDA ULIOPITA)?

You told me earlier that you had period(s) when ¥eiti depressed/
high/ persistently irritable. NO YES 18

Were the beliefs and experiences you just descrisedPTOMS
CODEDYESFROML1 TOL7) restricted exclusively to times when you
were feeling depressed / high / irritable?

Kama L13 imejibiwa ndiyo:

Uliniambia mwanzoni kwamba kulikuwa na vipindi ampa
ulijisikia (huzuni/hali ya juu/mwepesi wa kuudhikzara zote).

Je, imani na matukio uliyoyaeleza hivi punde (@daliinejibiwa ndiyo
kutoka L1 mpaka L7).vimekuwepo pale tu ulipojisikiazuni/hali ya
juu/mwenyekuudhika?

IS L13b CODEDYES? NO YES

JE,L13b IMEJIBIWA NDIYO ?

MOOD DISORDER WITH
PSYCHOTIC FEATURES

CURRENT
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M. ANOREXIA NERVOSA

M. UGONJWA WA TAFSIRI YA MAUMBILE BINAFSI UNAOHUSIA

NA NA KUTOKULA

M1
a

How tall are you ?

Una urefu kiasi gani?
a

b What was your lowest weight in the past 3 months ?

b Ni uzito upi mdogo kuliko wote katika miezi mitatiyopita.

Ft
Ins

Cm

Lbs.

c IS PATIENT'S WEIGHT LOWER THAN THE THRESHOLD >
CORRESPONDIN@OHIS/HERHEIGHT ? SEE TABLE BELOW
NO YES
JE, UZITO WA MGONJWA NI MDOGO KULIKO KIWANGO
C KINACHOLINGANA NA UREFU WAKE? (ANGALIA JEDWALI
CHINI)
In the past 3 months :
Katika miezi 3 iliyopita: >
M2 In spite of this low weight, have you tried notgain weight? NO YES
M2 Pamoja na uzito huu mdogo, je ulijaribu kutoongezito?
M3 Have you feared gaining weight or becoming fat,netfeough you >
were underweight?
NO YES
Je, ulihofia kuongezeka uzito au kuwa mnene hataakalikuwa na
M3 uzito mdogo?
M4a Have you considered yourself fat or that part ofirybody was too NO YES
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M5

M5

M6

M6

fat?

Je ulijiona wewe mwenyewe mnene, au sehemu ya naitio nene
sana?

Has your body weight or shape greatly influenced lgou felt about
yourself?

NO YES
Je, uzito wa mwili wako au umbile umeathiri kwadi&ikubwa jinsi
unavyojiona?
Have you thought that your current low body weiglats normal or
excessive?
NO YES
Je, ulifikiria kwamba uzito wako mdogo wa sasa awkida au
umezidi?
>
ARE 1 OR MOREM4 ANSWERS CODEDYES ? NO YES

JE, KIPENGELEKIMOJA AU ZAIDI VYA M4 VIMEJIBIWA
NDIYO?

FOR WOMEN ONLY : During the last 3 months, did you miss all your =
menstrual periods when they were expected to o@coen you were

not pregnant) ? NO YES

Kwa wanawake tu: Katika miezi mitatu iliyopita, Jkkosa siku zako
zote za hedhi pale ambapo ulizitarajia kutokea @tiakukuwa
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mjamzito)?

FOR WOMEN : AREM5 AND M6 CODEDYES ?
FOR MEN : ISM5 CODEDYES ?
KWA WANAWAKE: JE, M5 NA M6 VIMEJIBIWA NDIYO ?

KWA WANAUME: JE, M5 IMEJIBIWA NDIYO?

NO

ANOREXIA NERVOSA

YES

CURRENT

TABLE HEIGHT / WEIGHT THRESHOLD(HEIGHT-WITHOUT SHOES; WEIGHT-WITHOUT CLOTHING)

Wanaume

HEIGHT(cm) 140 145 150 155 160 165 175 180 185 190
UREFU (sm)
Females 37 38 39 41 43 45 50 52 54 5y
Wanawake
WEIGHT (kg)
UZITO (kilo)
Males| 41 43 45 47 49 51 54 56 58 61

THE WEIGHT THRESHOLDS ABOVE ARE CALCULATED AS A5%REDUCTION BELOW THE NORMAL RANGE FOR THE

PATIENT S HEIGHT AND GENDER AS REQUIRED BDSM-1V.

140



> MEANS : GO TO THE DIAGNOSTIC BOX(ES) OF THIS MODULE, CIRCLE NO IN ALL OF THEM AND MOVE TO THE NEXT MODULE

N. BULIMIA NERVOSA

N. UGONJWA WA TAFSIRI YA MAUMBILE BINAFSI UNAOHUSIA NA NA KULA MNO

N1 In the past three months, did you have eating lsirayetimes whel >
you ate a very large amount of food within a 2-hperiod ?
NO YES 8
Katika miezi mitatu iliyopita, je uliwahi kula kugai kiasi au wakat
N1 ambapo umekula chakula kingi sana ndani ya masaalitha
N2 In the last three months, did you have eating Erageoften as twice >
week ?
NO YES 9
Katika miezi 3 iliyopita, je umewahi kula kupitaalsi kila mara, mar
N2 2 kwa wiki?
>
N3 During these binges, did you feel that your eatuag out of control ? NO YES 10
N3 Katika milo hii, ulijisikia kwamba kula kwako ni kav kushindwa
kujitawala?
N4 Did you do anything to compensate for, or to préwemveight gain
from these binges, like vomiting, fasting, exergsior taking
laxatives, enemas, diuretics (fluid pills), or athedications ? >
NO YES 11
Je ulifanya kitu chochote kufidia, au kuzuia kuargje uzito
N4 Kkutokana na milo hii, kama vile kutapika, kushinta njaa, kufanya

mazoezi, kumeza dawa za kuharisha, enema, kuongé&nfo au
dawa nyinginezo?
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N5

N5

N6

N7

N8

Does your body weight or shape greatly influence ou feel about >

yourself ?
NO YES

Je uzito wako au umbile lako linaathiri kwa kiaskubwa jinsi
unavyojiona?

DOES THE PATIENT'S SYMPTOMS MEET CRITERIA FOR

ANOREXIA NERVOSA ?
NO YES

IFN6=NO, skiPp TON8

Do these binges occur only when you are under__kg/lbs.* ? NO YES

e TAKE THE THRESHOLD WEIGHT FOR THIS PATIENTS HEIGHT FROM
THE HEIGHT/ WEIGHT TABLE IN THE ANOREXIA NERVOSA MODULE

Je, milo hii ya kupita kiasi hutokea pale tu unaaizhini ya kilo
”?

* ANDIKA KIWANGO CHA UZITO KINACHOLINGANA NA UREFU WA
MGONJWA KUTOKA KATIKA JEDWALILILILOPO KWENYE KIHUNZ |
CHA UGONJWA WA KUTOKULA

12

13

14

IS N5 CODEDYES AND N7 CODEDNO (OR SKIPPED) ?

JE,N5 IMEJIBIWA NDIYO N7 IMEJIBIWA HAPANA (AU
IMERUKWA KWA SABABU DALILI ZA MGONJWA HAZIFIKII
VIGEZO VYA UGONJWA WA KUTOKULA)?

NO

YES
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ISN7 CODEDYES ?

JE,N7 IMEJIBIWA NDIYO ?

BULIMIA NERVOSA

CURRENT

NO YES

ANOREXIA NERVOSA

Binge-Eating/Purging
Type

CURRENT
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O. GENERALIZED ANXIETY DISORDER

0. UGONJWA WA WASIWASI MKUBWA

O1 Have you worried excessively or been anxious abeuéral things o
a day to day life, at work, at home, in your closeclei over the pas
6 months ?

Do NOT CODEYES IF THE FOCUS OF THE ANXIETY IS CONFINED T(
ANOTHER DISORDER EXPLORED PRIOR TO THIS POINT SUG$ HAVING A
PaNIC ATTACK (PANIC DISORDER), BEING EMBARRASSED IN PUBLIC
(SOCIAL PHOBIA), BEING CONTAMINATED (OCD), GAINING WEIGHT
(ANOREXIA NERVOSA)...

Are these worries present most days ?

Je, ulikuwa na woga sana au kupata wasiwasi jumaabo mawili
au zaidi(mf. Pesa, afya ya watoto, msiba ) kwarklpicha miezi ¢

ol iliyopita? Zaidi ya watu wengi webgine wanavyokuwa?

4
NO YES
4
NO YES
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Je, woga huu unakuwepo karibu siku zote?

02 Do you find it difficult to control the worries ato they interfere with
your ability to focus on what you are doing ?

Je unapata tabu kujizuia na woga, au je inavurygeza wako wa

02 kuwa makini kwa unachokifanya?
FrRom O3aT10 O3f, CODENO THE SYMPTOMS CONFINED TO FEATURES OF
ANY DISORDER EXPLORED PRIOR TO THIS POINT

03 When you were anxious over the past 6 months, didoy, almost

every day :

Waakati ulipokuwa na wasiwasi katika miezi 6 iliyopta, je, muda
03 Mmwingi:

a Feelrestless, keyed up or on edge ?

a Ulijisikia kutotulia, kuamshwa, au mwenye kiheredfer

b Feel tense ?

b Ulijisikia kukakamaa?

>

NO YES
NO YES
NO YES
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Feel tired, weak or exhausted easily ?

Ulijisikia kuchoka, mdhaifu, au kuchoka mapema?

Have difficulty concentrating or find your mind ggj blank ?

Ulipata tabu ya kuwa makini, au kuona unapotezabkukambu?

Feel irritable ?

Ulijisikia mwenye kuudhika upesi?

Have difficulty sleeping (difficulty falling asleepvaking up in the

middle of the night, early morning wakening or glieg excessively)
?

Ulipata tabu ya usingizi (tabu ya kupata usindimamka katikati ya
usiku, kuamka mapema asubuhi, au kulala mno)?

ARE 3 OR MOREO3 ANSWERS CODEDYES ?

JE VIPENGELE3 AU ZAIDI VYA O3 VIMEJIBIWA NDIYO ?

NO YES

NO YES

NO YES

NO YES
NO YES
GENERALIZED

ANXIETY DISORDER
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CURRENT
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Q. ANTISOCIAL PERSONALITY DISORDER (optional)
Q. UGONJWA WA MAKUZI YA HULKA NA TABIA ZINAZOPINGA

NA NA JAMII (hiari)

P1

Before you were 15 years old, did you :

Kabla hujawa na umri wa miaka 15, je:

a Repeatedly skip school or run away from homerogbt ?

Ulikuwa ukitoroka shule mara kwa mara au kuondokanmbani
usiku?

b Repeatedly lie, cheat, « con » others, or steal?

Ulikuwa ukidanganya mara kwa mara, ukilaghai, ketaywengine, au
kuiba?

c Start fights or bully, threaten, or intimidatiers?

Ulianzisha ugomvi au kudhulumu, kutishia au kutiglengine?

d Deliberately destroy things or start fires?

Kwa makusudi uliharibu vitu au kuwasha moto?

e Deliberately hurt animals or people?

Kwa makusudi kuwadhuru wanyama au watu?

Force someone to have sex with you?

Kumlazimisha mtu kufanya mapenzi na wewe?

NO

NO

NO

NO

NO

NO

YES

YES

YES

YES

YES

YES
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P2

4
ARE 2 OR MOREP1ANSWERSCODEDYES? NO YES

JE, VIPENGELE2 AU ZAIDI VYA P1VIMEJIBIWA NDIYO?

Do NOT CODEYES THE BEHAVIORS BELOW IF THEY ARE EXCLUSIVELY
POLITICALLY OR RELIGIOUSLY MOTIVATED

USIJIBU NDIYO KWA TABIA ZILIZO HAPA CHINI IKIWA ZIME SABABISHWA
NA MAMBO YA KISIASA AU KIDINI

Since you were 15 years old, have you: \

Tangu umri wa miaka 15, je:

Repeatedly behaved in a way that others wouldider irresponsible,
like failing to pay for things you owed, delibergtbeing impulsive or
deliberately not working to support yourself?

Mara kwa mara ulikuwa na tabia ambayo watu wengwa@geona NO YES

kama ni kutowajibika, kama vile kushindwa kulipa deai, kwa
makusudi kuwa jazba au kwa makusudi kutofanya kdizi
kujitegemea?

Done things that are illegal even if you didgét caught (i.e.,
destroying property, shoplifting, stealing, sellidigigs, or committing

a felony) ? NO YES

Hufanya mambo kinyume cha sheria hata kama hukutiwaroni
(kama vile, kuharibu mali, kuiba vitu dukani, wikijuza madawa ya
kulevya, au kufanya kosa la jinai )?

Been in physical fights repeatedly (includinggibal fights with your

spouse or children) ?
NO YES

Ulikuwa ukipigana mara kwa mara (ikivemo kupigana mke /
mume wako au watoto )
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d Often lied or « conned » other people to get mawgyleasure, or lied
just for fun?

Mara kwa mara kudanganya au “kutapeli” watu wenglh&upata
pesa au starehe, au kudanganya kwa kuchekeshau®atu

e Exposed others to danger without caring?

Kuwaweka wengine katika hatari bila ya kujali?

f Felt no guilt after hurting, mistreating, lying, or stealing from
others, or after damaging property?

Kujiona huna hatia baada ya kuleta madhara, kufamgovu,
kudanganya, au kuwaibia watu, au baada ya kuharadi?

ARE 30R MORE ITEMS FROMP2 CODEDYES ?

JE, VIPENGELE3 AU ZAIDI VYA P2VIMEJIBIWA NDIYO ?

NO YES 10
NO YES 11
NO YES 12
NO YES
ANTISOCIAL
PERSONALITY
DISORDER
LIFETIME
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