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Abstract

Introduction

The social, psychological, and economic burden of juvenile and adolescent diabetic patients on
their primary caregivers may pose a serious threat to caregiver mental health. For targeted
effective and efficient psychosocial interventions, identifying the most at-risk groups is of great
importance. This study aimed to identify whether family caregivers (mothers) of children with
type one diabetes have greater odds of having mental health problems compared to those who
have children with no chronic conditions.

Methods

A retrospective cross-sectional study with group comparison design was conducted to answer the
research questions. 190 participants from Yerevan and Shirak were recruited using the database
of the Yeraz Charitable Foundation. Ninety-five mothers of children with Type One diabetes
were recruited for the exposed group and 95 mothers of children with no chronic conditions were
recruited for the unexposed group. The unexposed group was selected from the same
neighborhood as the cases. To assess the level of depression and anxiety, the Armenian modified
version of the Center for Epidemiologic Studies Depression (CES-D) scale and the anxiety
symptom checklist 90 (SCL-90) were used. The questionnaire for assessing dignity was
developed at the Johns Hopkins University in the United States. Additionally, the student
investigator included items in the questionnaire to collect data on demographics, socioeconomic
status, chronic conditions, past exposure to stressful events, number of children in the family and
other characteristics.

Results

The point prevalence of depressive symptoms in the exposed group was 37.9 % and was
significantly higher compared to the unexposed group (14.0%, p=0.000). The point prevalence
of anxiety symptoms was 50.0% in the exposed group and was significantly higher than in the
unexposed group (20.0%, p=0.000). Dignity levels were similar among the two groups (49.5%
exposed versus 51.0% unexposed, p=0.773). After adjusting for confounders, mothers of
diabetic children had 4.62 times greater odds of having depressive symptoms (95% CI: 1.19 -
17.82) and 2.84 times greater odds of having anxiety symptoms (95% CI: 1.04 — 7.76), compared
to mothers of children with no chronic conditions.

Discussion

Having a child with Type One diabetes is associated with greater odds of having mental health
problems. The findings of this study provide evidence for policy makers to support the
establishment and delivery of psychosocial support to mothers of children with type one
diabetes. Further qualitative research could reveal what distinguishes parental stressors and
contributors to depression among the parents with a type one diabetic child and those without
and help better formulate targeted psychosocial interventions.

Vv



1. Introduction

The World Mental Health Surveys (WHMS) indicate that mental disorders are common,
occurring with a lifetime prevalence (combining anxiety, mood, externalizing, and substance use
disorders) of 18.1-36.1 percent." According to the World Health Organization (WHO), nearly
450 million people are affected by mental or behavioral disorders (depression, alcohol-use
disorders, schizophrenia and bipolar disorder), which are four of the six leading causes of years
lived with disability (YLD).? In 2010, these four disorders accounted for 22.9 percent of YLD
worldwide. For effective and efficient targeted psychosocial interventions, identification of the
most at-risk groups is of great importance. Although every person has some degree of risk of
developing mental health problems, some groups are especially vulnerable. Several studies
indicate family caregivers’ vulnerability to developing mental health problems, particularly
depression and anxiety.>™ This study identified whether family caregivers (mothers) of children
with type one diabetes have greater odds of mental health problems compared to those who have
children with no chronic conditions. Mothers were targeted as females appear to have higher
level of caregiving burden and provide more caregiving hours.® This study focuses on family
caregivers of children with type one diabetes because of the chronicity of the disease, severity of
the health outcomes among patients’, associated stigma®, and the global increase in the rates of
type one diabetes.”'® Anxiety and depression served as mental health indicators because of the
estimated social and economic burden.? In addition, dignity served as an indicator of mental
health because of its significant association with such mental health indicators as energy/fatigue

and emotional problems.*!



2. Literature review

The present section provides review of mental health literature with a particular focus on
caregivers’ mental health. In addition, the section presents the situation in Armenia in regards to

mental health and type one diabetes and identifies the gaps in the reviewed literature.

2.1 Mental health
The WHO (2014) defines mental health as “a state of well-being in which every individual
realizes his or her own potential, can cope with the normal stresses of life, can work productively
and fruitfully, and is able to make a contribution to her or his community”.** Anxiety disorders
are the most prevalent class of mental disorders in the general population.® The estimated
lifetime prevalence of anxiety disorders among the general population is approximately 13.6%
to 28.8% in Western countries and is higher compared to that in low and middle income
countries.*™® However, ascertainment issues limit cross-country comparison of prevalence
rates." The Diagnostic and Statistical Manual of Mental Disorders (DSM) V defines (2014)
anxiety as “the anticipation of future threat and anxiety disorder as conditions that share features
of excessive fear and anxiety and related behavioral disturbances”. Anxiety disorders occur
more frequently in women.'* In the 1990s, the estimated societal costs of anxiety disorder in US
exceeded $42 billion.”® Fava et al.'® indicate that anxiety may co-occur with Major Depressive
Disorder (MDD). According to their findings, 50.6% of MDD patients also were diagnosed with
anxiety disorder; further analysis supported the notion that anxiety is comorbid with depression.
WHO estimates that nearly 350 million people are affected by depression. It is the leading cause
of disability worldwide in terms of total years lost due to disability because of reduced
functioning. Reoccurrence of the disease is considered to be a significant contributor to the

global burden of disease.'” The estimated annual loss of human capital due to MDD to



employers in the US labor force is $36 Billion.! The WHO predicts that depression will become
the second leading cause of global disability burden (GDB) by 2020.® Twelve-month
prevalence of major depressive disorder (MDD) in the United States is approximately 7%, which
is threefold higher among 18-29 years old individuals than among persons aged 60 years or
older. Females experience 1.5-t0-3.0 times higher rates of depression than males, beginning
from early adolescence. The disease is characterized by discrete episodes of at least 2 weeks’
duration involving changes in affect, cognition, and neurovegetative functions, followed by inter-
episode remissions.** Depression affects multiple domains of psychosocial functioning®®,

2022 gccupational,?%* academic functioning and long term

including interpersonal relationships
psychological well-being.”® The DSM V summarizes risk and prognostic factors that make an
individual prone to developing mental disorders in four categories: temperamental,
environmental, genetic and physiological and course modifiers. For generalized anxiety disorder
and major depressive disorders, the risk factors appear to be similar.

Among temperamental factors neuroticism (negative affectivity) is known to increase the risk for
the onset of MDD and GAD. Adverse childhood experiences and stressful life events are well
known environmental factors that increase the risk for both disorders. Heritability such as
having a first degree family member with MDD (40%) diagnosis increases the risk of having
MDD for two- four times. One-third of the risk of having GAD is attributable to genetics.* For

low and middle income countries, Fisher et al.?®

in their systematic review indicate the most
common risk factors for perinatal depression include socioeconomic disadvantage (OR=2.1-
13.2), unintended pregnancy (OR=1.6-8.8), being young (OR=2.1-5.4), lack of intimate partner
empathy and support (OR=2.0-9.4), experiencing intimate partner violence (OR=2.11-6.75),

insufficient emotional and practical support (OR=2.8-6.1), giving birth to a female (for some



countries) (OR=1.8-2.6), and history of mental problems (OR=5.1-5.6). They also reveal the
following protective factors: more education (RR=0.5), permanent job (OR=0.64), and having a
kind, trustworthy intimate partner (OR=0.52). Among the Armenian female population,

Demirchyan et al.?’

revealed the following main predictors for depression: material conditions
(severe poverty OR=2.89, moderate poverty OR=1.42), chronic health problems (severe health
problems OR=3.42, moderate health problems OR=1.76), poor self-rated health (OR=4.18).
Another concept that is not well studied"" but very often mentioned in literature in various
spheres is human dignity. In 1948, the Universal Declaration of Human Rights (UDHR)
highlighted the importance of human dignity by stating that “recognition of the inherent dignity
and of the equal and inalienable rights of all members of the human family is the foundation of
freedom, justice and peace in the world.”?® Many studies attempt to address the issue of dignity
in health care setting both by defining the concept of dignity and its relation to health. Khatib et
al.'! in their study created an instrument to measure dignity based on four major themes
(autonomy, worthiness, self-respect and self-esteem) presented in the literature. In a study
conducted among Palestinian refugees, the authors revealed an association between dignity and
physical and mental health. Similar results were obtained in a study conducted among refugees
in Armenia.?

1.3 Mental health of caregivers
In 2009, the estimated number of caregivers comprised 29% of the U.S. adult population or 65.7
million people.*® This number likely will increase along with the expected increase in the
incidence of non-communicable (chronic) diseases.®* The impact of caregiving on the caregivers
is not unidirectional. The current scientific literature indicates that some caregivers are adversely

affected by the caregiving processes while others are positively affected by caregiving aspects



such as satisfaction while performing their role, sense of closeness, and enhanced self-esteem.®”
>32 Family caregivers (also referred to as informal caregivers) are those who provide care to
individuals having difficulties with daily activities due to physical, cognitive or emotional
impairment without any financial compensation for the given care.*® Post traumatic stress
disorder (PTSD), depression, anxiety, stress, and quality of life (QOL) were the most frequently
measured mental health indicators among family caregivers across various studies.****® Roth et
al.? revealed prevalent psychological and social problems among family caregivers experiencing
high tension from their caregiving responsibilities. Awadalla et al.*® showed that in terms of
quality of life the type-1 diabetes caregivers had significantly lower quality of life (QOL) as
compared to that of the type-2 diabetes caregivers and the general population. Across the
caregiving literature care recipients’ behavioral problems, cognitive impairment, functional
disabilities, duration and amount of care provided, the relationship of the caregiver and the
patient and the caregivers age and sex is associated with a higher levels of depression and
stress.®4%*! |n case of diabetes care, the burden on the caregiver might be increased due to
psychiatric and psychological comorbidities among diabetic patients. Those comorbidities
include such psychiatric conditions as eating disorders, mood disorders, conduct problems,
depression and anxiety which may impact diabetes management and such aspects as quality of
life, school completion and productivity which may in turn increase pediatric parenting stress.*?-
%2 Several studies (Hauenstein et al.*®, Landoltet al.**, Awadalla et al.*, Kim et al.*®, Streisand et
al.>">* Susanna et al.>®) examined mental health issues among parents of children with type one

diabetes. Landolt et al.*®

in their prospective study estimated prevalence of PTSD from 6 weeks
to 12 months. Among mothers, the PTSD prevalence was 24.0 percent at 6 weeks and then

decreased to 16.3 percent at six months and then rose to 20.4 percent at 12 months. In contrast,



the prevalence among fathers decreases overtime (14.6 percent at six months, 10.4 percent at 6
months and 8.3 percent at 12 months). Mothers reported significantly higher and greater severity
of symptoms at six weeks compared to fathers. These results indicate that the diagnosis and
treatment of diabetes in a child constitute traumatic events for parents.*

Other studies conducted among parents of children with type one diabetes also detected mental
health problems among them.*"****> However, due to the absence of comparison groups,
supporting the notion that the escalated or measured mental health problems are associated with
the diagnosis of the child is difficult. Several of the studies used convenience sampling, which
makes the study findings prone to sampling biases and decreases the generalizability of the
findings. As opposed to those studies which revealed mental health problems among parents of

children with type one diabetes, Hauensteinet al.*®

in their cross-sectional study did not reveal
any statistically significant difference in overall stress score between mothers of children with
insulin dependent diabetes compared to those mothers of healthy children. This study included a
comparison group, but had a relatively small sample size (52 mothers of diabetic children and 25
mothers of healthy children).

2.3 Situation in Armenia
Armenia’s reported morbidity of mental disorders (the diagnosis for the first time) per 100,000
population has increased from 82.9 in 2009 to 89.3in 2013.>°® According to the results of a
countrywide study, the estimated prevalence of depression among Armenians was 30.1 percent
among women and 13.9 percent among men.>’ The rates of major chronic digseases (including
cancer, cardiovascular diseases, and diabetes) have continued to rise.”® As of 2013, the National

Statistical Service (NSS) of the Republic of Armenia reported 68,131 registered diabetic cases

among all age groups, of which 401were insulin-dependent cases among children and



adolescents aged 0-18. As of 2014, the “Yeraz” charitable foundation reported 315 registered
cases among 0-18 years old children (personal communication with Yeraz Charitable
Foundation, 01/11/2014). The observed discrepancy in data may be due to weak surveillance
system. No prior research in Armenia has addressed mental health issues among diabetic
children and their caregivers. A recent study, however, reported an enhanced infrastructure and
medical capacity for diabetes care in the country.® The Government of the Republic of Armenia
provides insulin and several diabetic medications free of charge, which alleviates to some extent
the financial burden on the patient and family. In addition to the help provided by the
Government, “Yeraz” charitable foundation appears to play an important role in the provision of
glucometers, glucometric strips, and psychosocial support to the families of those children. The
staff of the “Yeraz” charitable foundation reports that in most cases mothers are the primary
caregivers of the child (personal communication with Yeraz Charitable Foundation,
01/11/2014). However, currently, due to the shortage of medical supplies, effective management
of diabetes still remains challenging.

3. Rationale for investigation

The social, psychological and economic burden of diabetic patients on primary caregivers might
pose a serious threat to their mental health. For effective and efficient targeted psychosocial
interventions, identifying the most at-risk groups is of great importance. Although every person
has some degree of risk of developing mental health problems, some groups are especially
vulnerable. Several studies indicate the vulnerability of family caregivers to developing mental
health problems, particularly depression and anxiety.®"***> Those studies rely on a framework of

stress-copying model which implies that such objective stressors as patient’s physical



disabilities, cognitive impairment, and problem behaviors, as well as the type and intensity of
care provided may trigger psychological stress and unhealthy behavior in their caregivers.*
The present study attempted to identify whether family caregivers (mothers) of children with
type one diabetes have greater odds of mental health problems compared to those who have
children with no chronic conditions. The student investigator have targeted mothers as women
appear to have higher levels of caregiving burden and provide more caregiving hours.® In
Armenia, mothers typically are the primary caregivers of children with type one diabetes
(personal communication with Yeraz Charitable Foundation, 01/11/2014). This study focused
on family caregivers of children with type one diabetes because of the chronicity of the disease,
severity of the health outcomes among patients, associated stigma and the global increase in the
rates of type one diabetes. In addition, several studies have shown that maternal mental health is
associated with the development of children.®® Having a diabetic child may be a serious stress
for the parents given the caregiving burden and the related stigma which may be associated with
higher risk of having mental health problems. Though several studies have attempted to address
the mental health of caregivers of children with type one diabetes, the evidence cited here seems
to be inconsistent across the literature. Clearly, more research with stronger design is needed
taking into account the increasing rates of type one diabetes worldwide.**° Scientific research
addressing caregivers’ mental health might help health professionals and policy makers develop
targeted and systematic approach towards improving mental health of caregivers.

The present study addressed the mental health issues of family caregivers of children with type
one diabetes with a particular focus on depression, anxiety and dignity among the family
caregivers. The specific study objectives were: 1) estimate the prevalence of depression and

anxiety among family caregivers of children with type one diabetes; 2) assess the level of dignity



among the exposed and non-exposed groups; 3) compare the levels of depression, anxiety and
dignity among mothers of children with type one diabetes as compared to mothers who have
children with no chronic conditions; and 4) explore the relationship between having a diabetic
child and mental health problems.

4. Methodology
This section describes the study design, setting, study population inclusion and exclusion criteria,
study instrument and mode of administration. In addition, the section presents the study variables

and the statistical methods used for the analysis.

4.1 Study design
To answer the study question, the student investigator conducted a retrospective cross-sectional
study with group comparison design. The two groups were selected based on exposure status.
Exposed status for this study was defined by having a child with type one diabetes.
Respectively, the non-exposed status was defined by having a child with no diabetes or any other
chronic condition at the time of the conduct of the study.

4.2 Study population/exclusion/inclusion criteria
The exposed group included mothers who have children (from 0-18 years old) living with type
one diabetes. The non-exposed group was selected from the same neighborhoods as the exposed
group and have child/ren in approximately the same age range. From the exposed group, the
student investigator excluded those who have children with severe chronic conditions (such as
ADHD, autism, cerebral palsy, asthma or other chronic disorders and conditions not mentioned)
other than diabetes. Accordingly, those mothers who have child/ren with severe chronic

conditions including diabetes were excluded from the unexposed group.



4.3 Sample size
The student investigator calculated the sample size using Epi-info software for cohort and cross-
sectional studies according to the following formula suggested by Fleiss:

— 2
(Ca/zv 2PQ +c1_pyP10Q1 + PzQz)

(P, — Py)?

n =

The estimated prevalence of depression among the unexposed group (women in Yerevan) is
30%.%" The expected difference of depression between the groups is 20%. This decision was
made taking into account the limited number of registered available cases (407 cases aged from
0-18 years old). Respectively, the minimum detectable odds ratio (OR) is 2.36. The calculation

assumed 95% confidence interval and 80% power. The calculated sample size is 95.

o _ (196VZ+05+05+084v05+05+03+ 07)"
- (0.5 —0.3)2

After correcting for continuity correction (CC) according to the following formula we calculated

a final sample size of 105 in each group:

95 4
104.5=T 1+ 1+—7—7—

4.4 Sampling methodology
To attain the calculated sample size, all available cases in Yerevan and Shirak were approached.
The “Yeraz” charitable foundation database provided the case sampling frame. All children
registered with the Muratsan Medical Center, Armenia’s only national child endocrinology

dispensary, are beneficiaries of the charitable foundation. All cases were contacted and checked



against the eligibility criteria. The student investigator invited those who met the eligibility
criteria to the foundation to complete the survey. To select one unexposed participant for every
one case in the exposed group, the student investigator approached every second household to
the left of the house of the case. The student investigator screened for eligible participants
(Appendix 1). If the attempt was unsuccessful, the student investigator approached the next
second house (apartment if in a building) to the left and continued until the desired sample size
was reached.

4.5 Study variables
The dependent variables for the present study were depression, anxiety and dignity status of
mothers. The independent variable was the presence or absence of a type one diabetic child in
the family (see Table 1). While discussing the limitations of present caregiving research, Schulz
et al.** indicated that most of the studies had relatively small opportunity samples and did not
control for such potential confounders as caregivers’ socioeconomic status (SES) and level of
education. The present study attempted to control for the main risk factors of anxiety and
depression stated in the literature (Table 1).
SES was calculated using responses to several items, including household expenditures,
household items, the number of people employed in the household, and the approximate income.
The student investigator created five-point ordinal response scale for the mentioned variables and
computed the final sum of the items. First, the number of people employed in the household was
divided by the total number of people living in the household and was divided into quintiles.
Second, the household items were given different weights based on the comparative value of the
asset (Table 2) and were divided into quintiles. The student investigator categorized the final

SES score into high middle and low status by dividing into three parts using the percentiles. For



each category, dummy variables were created and inserted in the regression models. The five
answer options for the question on education level were collapsed into three categories indicating
low education (10 years of less education), professional or technical education and high
education (university and postgraduate education). Summative score of chronic conditions were
computed and categorized into 0 indicating no chronic condition, 1 indicating one chronic
condition and 2 as two or more chronic conditions.
To calculate social support score, first the summative score of the items 26.1-26.5 was computed
and divided into quintiles and were re-coded from 0-4. Second, the items 27.5 and 27.6 were
reverse coded. Third, the summative score of 27.1 through 27.6 items and the recoded item 26
was computed with a possible range of 0-28. The student investigator has dichotomized the
depression score using both of the cut-off scores (12/13and 18/19) recommended by several
studies.””® For the multivariable regression analysis, the student investigator used the
internationally accepted 12/13 cut-off score for the depression scale. The student investigator
dichotomized the anxiety score using recommended cut-off score of 10/11.°° The student
investigator dichotomized the dignity score based on the sample median to be able to calculate
the point prevalence.

4.6 Study instruments and mode of administration
For the unexposed group, the student investigator used screening questions to check for the
eligibility of the participant. Eligible respondents were asked to complete the questionnaire
without assistance, if possible. To assess the levels of depression and anxiety, the student
investigator used Armenian modified version of the Center for Epidemiologic Studies
Depression (CES-D) scale®! and the Anxiety Symptom Checklist®® 90 (SCL-90), respectively.

The questionnaire for assessing dignity was developed at the Johns Hopkins University in the



United States and was previously used during a research conducted among refugee population in
Palestine and Armenia.*"* Additionally, the student investigator used a questionnaire to collect
data on demographics, socioeconomic status, chronic health conditions, past exposure to stressful
events, number of children in the family, and other characteristics (Appendix 2). A trained
interviewer from the “Yeraz” charitable foundation, who previously worked with those
beneficiaries, together with the student investigator delivered the self-administered
questionnaires to study participants and collected them back. The student investigator introduced
the study objectives and oral consent form before providing the questionnaire (Appendix 3). At
pick-up, the student investigator reviewed surveys for missing responses and kindly asked the
participant to complete the missing information or noted that the subject preferred not to answer
a given question. After the respondent completed the questionnaire, the student investigator, in

view of the respondent, placed gquestionnaire in an unmarked envelope and sealed it.

4.7 Data entry and analysis
The student investigator conducted single data entry using SPSS 11 database. The student
investigator checked for extreme and missing values in order to clean the data. After calculating
the prevalence of depressive symptoms, anxiety and dignity in both groups, the student
investigator conducted between group comparisons. Continuous variables were represented by
means and standard deviations, and were compared between exposed and unexposed groups via
independent t-tests. Categorical and ordinal variables were represented by percentages, and were
compared between groups via Chi-square (y?) tests. Afterward, to estimate the odds ratio of
depressive and anxiety symptoms, the student investigator conducted bivariate analysis followed
by multivariable logistic regression analysis between the outcome variables (depression and

anxiety) and explanatory variable (exposed and unexposed status) while adjusting for potential



confounders. Those variables with p-values < 0.25 in the bivariate analysis were included in the
multivariable model. Those variables that influenced the associated OR of the dependent
variable and independent variable by 10% after adding it into the regression model were
considered as confounders.®® For multivariable logistic regression analysis, Hosmer-Lemeshow
+* goodness of fit test was used for selecting the final model. In addition, area under the receiver
operating characteristic (ROC) curve was calculated for the final model to check the extent to
which the model was able to discriminate between those with and without the outcome of

interest.

5. Ethical considerations

The study was approved by the institutional review board (IRB) of the American University of
Armenia. The student investigator proceeded with the administration of the questionnaire only
after obtaining oral consent from the study participants. The data files were protected with
special passwords. Hard copies of the completed questionnaires have been archived after the data
entry and will be destroyed after the final analysis and defense of the thesis.

6. Results
The present section provides descriptive statistics of the sample characteristics, the results of

confounding analysis and the results of multivariable logistic regression analysis.

6.1 Descriptive statistics
Overall, the student investigator approached 410 households, of which 104 did not open the door
and 50 did not meet the inclusion criteria (Chart 1); 64 of the households declined to participate
in the study. Ultimately, 190 women fully completed the questionnaire: 95 from the exposed
group and 95 from the unexposed group. Each group included 76 households from Yerevan and

19 from Shirak. The overall refusal rate was 25.0%.



Table 3 summarizes the main characteristics of the study participants. The mean age of the
mothers in the exposed group was 38.6 years (standard deviation (SD) = 6.8) ranging from 26-58
years. The mean age of the mothers in the unexposed group was slightly lower compared that of
the exposed group 36.3 (SD=7.7) ranging from 24-56 years (p=0.028). The average number of
children in the exposed group was 2 children, and was not significantly different from the
unexposed group (p=0.17). The exposed and unexposed groups were statistically significantly
different in terms of socio economic status (p=0.000). The participants in the exposed group
reported significantly more chronic conditions compared to the participants in the unexposed
group (p=0.007). The proportion of mothers in the exposed group reporting mental health
problems (13.7%) was significantly higher compared that in the unexposed group (3.1%; p=
0.009). On average, mothers in unexposed group reported receiving statistically significantly
more social support compared to mothers in the exposed group (p<0.003).

Using either of the two recommended cut-off scores yielded in a significant difference between
the exposed and unexposed groups (p<0.010). The point prevalence of depressive symptoms
(cut-off 12/13) in the exposed group was 37.9 % and was significantly higher compared to the
unexposed group (14.0%, p=0.000).

For the anxiety symptom checklist, a cut-off score of 10/11 was used. The point prevalence of
anxiety symptoms was 50% and was significantly different from the unexposed group 20.0%
(p=0.000). The median cut-off score for dignity was 52. The prevalence of higher dignity among
the exposed group was 49.5%, and was not significantly different from that of the unexposed

group 51.0% (p=0.7731).



6.2 Factors associated with mental health outcomes
Environmental factors: The bivariate analysis (Table 4 and Table 5) showed that socio economic
status (SES), education level, mothers’ age, number of children, chronic conditions in mothers,
number of abortions and provision of care to a person with chronic condition other than children
was significantly associated with both depressive symptoms and with being a mother of a
diabetic child. The following factors were significantly associated with both being a mother of
diabetic child and anxiety symptoms (Table 4 and Table 6): mothers’ age, number of children,
education level, SES, chronic conditions of mothers, number of abortions, and provision of care
to someone with chronic conditions.
Genetic and psychological factors: From the psychological factors, received social support,
unexpected death of a significant one, diagnosis of postpartum depression and hyperactivity in
child were significantly associated with both depression and being a mother of diabetic child.
For anxiety the following psychological and genetic factors were associated with both anxiety
symptoms and being a mother of a diabetic child: received social support, serious loss,
unexpected death of a significant one, having a first line family being diagnosed with depression
and hyperactivity of a child.
No significant linear association was observed between dignity and exposure status; thus, no

regression analysis was further performed (Table 7).

6.3 Testing for confounders
Those factors associated with both dependent and independent variables at significance level
p<0.25 were further tested as confounders between dependent variables and independent
variable.* For depression, the following covariates were identified as confounders: number of

children, mother’s education level, SES, chronic conditions of mothers, received social support,



and unexpected death of a significant one. For anxiety, the following factors were identified as
confounders: SES, chronic conditions of mothers, social support and having a first line relative
diagnosed with depression.

6.4 Multivariable logistic regression analysis
Multivariable logistic regression analysis assessed associations between the dependent and
independent variables wile adjusting for potential confounders. Those covariates identified as
confounders were added to the final logistic regression model. After adjusting for the level of
education, socio economic status, chronic conditions among mothers, number of children,
behavioral compliance among children, having a first line relative diagnosed with depression,
and received social support, mothers of diabetic children had 4.62 times greater odds of having
depressive symptoms compared that to the mothers of children with no chronic conditions (95%
Cl: 1.19 - 17.82) (Table 8). No interactions were detected between having depressive symptoms,
the diabetes status, gender and the birth order of the diabetic child. The fit of the final model was
tested by Hosmer-Lemeshow 32 test which yielded in an acceptable calibration (y*=4.0,
p=0.857). In addition, area under receiver operating characteristic (ROC) curve was calculated
for the final model which showed good ability of the model to discriminate between those with
and without depressive symptoms (area under ROC=0.87). After adjusting for SES, chronic
conditions of mothers, received social support and having a first line relative diagnosed with
depression, the mothers of diabetic children had 2.84 times greater odds of having anxiety
symptoms compared to mothers of children with no chronic conditions (95% CI: 1.04 — 7.76)
(Table 9). The goodness of fit test of the final model showed acceptable fit (;*=6.11, p=0.63)
and area under the ROC curve showed good ability of the model to discriminate between those

with and without anxiety symptoms (area under the ROC curve=0.83).



7. _Discussion
Having a child with type one diabetes is associated with greater odds of having mental health
problems. To our knowledge, the present study is the first study dedicated to the mental health
of caregivers in Armenia. The results of the present study showed that the point prevalence of
depressive and anxiety symptoms was higher among mothers who have diabetic children than
those who have children with no chronic conditions. The associated odds of having depressive
symptoms were 4.62 times greater among mothers of diabetic children compared to mothers of
children with no chronic conditions. Mothers of diabetic children had 2.84 times greater odds of
having anxiety symptoms compared to mothers of children with no chronic conditions. The
level of dignity was not different between the two groups and did not have significant linear
association with having diabetic child/ren. The findings of the present study are consistent with
those indicating escalated mental health problems among parents of diabetic children.®>*>>%
The predictors associated with depressive symptoms are consistent with the findings of
Demirchyan et al.?’ study and Fisher et al.?® systematic review. More specifically, low socio
economic status, chronic health problems and low education level were found to be associated
with higher odds of having depressive symptoms. From the heritability factors, in the present
study, having a first line relative diagnosed with depression was associated with increased odds
of having depressive and anxiety symptoms. The finding that mothers in the exposed group
reported chronic conditions more frequently compared to the unexposed group is also consistent
with the literature. In their systematic review, Pinugart et al.? found small but significant
difference in terms of problems related to physical health among caregivers compared to non-

caregivers.



7.1 Recommendations
The study’s findings provide evidence for policy makers to create or support the establishment
and delivery of psychosocial support for mothers of children with type one diabetes. Moreover,
the evidence support establishing a psychosocial referral system for the early prevention of
mental health problems among the mothers. For the civil society organizations the present study
may serve as means of advocacy for such services.
While the present study showed that having a diabetic child is associated with increased odds of
having mental health problems, it does not provide insight into the mechanism underling this
association. In this regard, further qualitative research could reveal what distinguishes parental
stressors and contributors to depression among the parents with a type one diabetic child and

those without and help better formulate targeted psychosocial interventions.

7.2 Strengths and limitations
The present study has several strengths in terms of its design and statistical analysis. Compared
to prior studies, it has a comparison group and a larger sample size. The comparison group was
selected from the same neighborhood, which increased the comparability of the two groups in
terms of unknown risk factors. The participants in neither group were aware of the existence of
the other group, which ensured that while filling out the questionnaire the participants did not
consider the other group as a point of reference. In addition, compared to prior studies, the
present study controlled for the main risk factors for depression and anxiety while estimating the
associated odds ratio. The standardized scales used for assessing the outcome of interest
increased the internal validity of the study and valid comparisons of study findings. Even though

the unexposed group was selected from the same neighborhood, the higher refusal rate in the



unexposed group might have diminished the comparability of the selected group in terms of the
unknown risk factors.

The present study also is prone to recall and reporting bias. The mothers of diabetic children
might be more prone to better recall and report more mental health problems as compared to
those mothers of children with no chronic conditions. The generalizability of the findings might
be limited due to the database from which the participants were recruited. As the database
included only those who are of low socioeconomic status, the findings might not be
generalizable to those in higher socioeconomic group. In addition, the present study recruited

participants only from Yerevan and Shirak, which might not be representative of other regions.
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Chart 1: Response chart
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Tables

Table 1: Study variables by type, measures and sources

Variable Type Measure Source

Independent variable

Diabetic child/ren in the Binary Present/Absent Databases (Yeraz charitable
family foundation)

Dependent variable

Depressive symptoms Binary Yes/No Armenian modified version of
Center for Epidemiologic
Studies Depression (CES-D)

scale
Anxiety symptoms Binary Yes/No Symptom Checklist 90 (SCL-
90)
Dignity Continuous Summative score Rasha Khatib and H. Armenian
Intervening variables
Mothers’ age Continuous Numbers Questionnaire
Marital Status Binary Single
Married
Education Ordinal School (10 years or less)

Professional Technical Education
(10-13 years)
Institute/University/Postgraduate

Employment Binary Employed/Unemployed
Socio-economic status Ordinal High
(SES) Low
Middle
Number of children Continuous Numbers
Age of the children Continuous Numbers
Sex of the child/ren Binary Male/Female
Chronic conditions in the Binary Present/absent
mother

Duration of the disease of Continuous Numbers
the child (starting from the

date of learning the

diagnosis)

Provision of care to Binary Yes/No
individuals with chronic
conditions

Outside help with the Binary Yes/No
provision of the care to the
child
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Stressful life events Continuous Numbers

Variable Type Measure Source

Self rated health Categorical Good Questionnaire
Fair
Poor

Diagnosis with postpartum  Binary- Yes/No (Numbers in case of

depression continuous  “Yes”)

Family history of depression Binary Yes/No

Depression for more thana  Binary Yes/No

month during the first year

after the birth of the children

Behavioral compliance Continuous Numbers

Child’s hyperactivity Continuous Numbers

Social support, relationship  Continuous Numbers

and activities




Table 2: Weights assigned to items related to socio economic status
Items included in the calculation of socio economic status and weights assigned to each response
option

Response options Weights

Household items

a. Hot water tank

-yes 15
-no/missing 0.0
b. Automobile

-yes 2.5
-no/missing 0.0
c. Auto Washing machine

-yes 15
-no/missing 0.0
d. Personal computer

-yes 2.0
-no/missing 0.0
e. Satellite

-yes 15
-no/missing 0.0
f. Vacation homel/villa

-yes 3.5
-no/missing 0.0
g. Approximate income

-Less than 50,000 drams 0.0
-From 50,000 - 100,000 drams 1.0
-From 101,000 - 200,000 drams/don’t know/missing 2.0
-From 201,000 - 300,000 drams 3.0
-Above 300,000 drams 4.0
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Table 3: Participants’ characteristics

Characteristics* Exposed group Unexposed group p-value
sample sample
n=95 n=95
Socio-demographic and health factors
Age of the mother (Mean, SD) 38.6 6.8 36.3 7.8 0.028
Number of children (Mean, SD) 2.4 0.8 1.9 0.9 0.000
Marital status (n, %) 0.799
Married 86 90.5 87 91.6
Single 9 9.5 8 8.4
Education (n, %) 0.010
University 29 30.5 14 14.7
Professional technical 35 36.8 38 40.0
School 31 32.6 43 45.3
Employed (n, %) 0.003
Yes 27 28.4 47 49.5
No 68 71.6 48 50.5
Socio economic status (n, %) 0.000
High 16 16.8 42.0 44.2
Middle 31 32.6 30.0 31.6
Low 48 50.6 23.0 24.2
Self-rated health (n, %) 0.001
Very good 0 - 13 13.7
Good 71 74.7 67 70.5
Poor 24 25.3 15 15.8
Chronic conditions among mother (n, %) 0.007
>2 chronic conditions 34 36.0 15 16.0
1 chronic condition 29 30.5 38 40.0
0 chronic condition 32 33.7 42 44.2
Stillbirth (Mean, SD) 0.7 1.2 0.6 1.0 0.755
Abortions (Mean, SD) 3.1 1.7 2.2 1.3 0.000
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Characteristics* Exposed group Unexposed group p-value
sample sample
n=95 n=95
Psychosocial factors
Help with the care (n, %) 30 31.6 26 27.4 0.405
Social Support (Mean, SD) 16.1 4.5 18.4 4.10 0.003
Dignity** 0.772
High 47 495 49 51.6
Low 48 50.5 46 48.4
Depressive symptoms (cut-off 12/13) (n, %) 0.000
Yes 36 37.9 14 14.7
No 59 62.1 81 85.3
Depressive symptoms (cut-off 18/19) (n, %) 0.001
Yes 19 20.0 4 4.0
No 76 80.0 91 95.8
Anxiety symptoms (cut-off 11) (n, %) 0.000
Yes 48 50.5 19 20.0
No 47 49.5 76 80.0
Self-reported mental or psychological problems (n, %) 13 13.7 3 3.1 0.009
Provision of care to a person with chronic condition/s (n, %) 34 35.8 24 25.3 0.115
Divorce (n, %) 5 5.7 6 6.3 0.756
Loss of job (n, %) 13 13.7 12 12.6 0.830
Serious loss (financial, home, possessions) (n, %) 18 18.9 10 10.5 0.102
Serious injury/illness to you (n, %) 11 11.6 14 14.7 0.520
Serious injury to a family member (n, %) 17 17.9 13 13.7 0.426
Separation from a family member 6 6.3 8 8.4 0.579
(because of seasonal or permanent migration, etc.) (n, %)
Life threatening event (n, %) 6 6.3 6 6.3 1.000
Unexpected death (n, %) 31 32.6 15 15.8 0.007
Being diagnosed with postpartum depression (n, %) 8 8.5 5 5.3 0.378
First line relative diagnosed with depression (n, %) 27 29.3 31 32.6 0.627
Postpartum depression (n, %) 14 14.7 9 9.6 0.278



Characteristics* Exposed group Unexposed group p-value
sample sample
n=95 n=95
Hyperactivity in child (Mean, SD) 2.8 1.8 2.4 1.8 0.093
Behavioral compliance of children (Mean, SD) 8.3 3.3 8.1 3.4 0.697

* The characteristics are presented as proportions (n, %) if otherwise specified
** Dignity score is dichotomized into high and low based on the sample median



Table 4: Bivariate analysis (exposed unexposed)

Dependent variable

Independent variable

Unadjusted OR Variable p-value Lower 95%CI

Upper 95% ClI

Mother of a diabetic  Socio-demographic and health factors

child

Age of the mother 1.04 0.030 1.00 1.08
Marital status

Married 0.87 0.799 0.32 2.38

Single 1.00 - - -
Number of children 2.38 0.000 1.56 3.63
Education

University 0.30 0.003 0.14 0.67

Professional technical 0.41 0.028 0.19 0.90

School 1.00 - - -
SES

High 0.18 0.000 0.08 0.39

Middle 0.49 0.051 0.24 1.00

Low 1.00 - - -
PAROS 2.06 0.041 1.03 4.13
Self-rated health

Very good 1.00* - - -

Good 0.66 0.266 0.32 1.37

Poor 1.00 - - -
Chronic

>3 chronic conditions 3.56 0.011 1.33 9.50

2 chronic conditions 2.46 0.070 0.93 6.51

1 chronic condition 1.00 0.996 0.51 1.95

0 chronic condition 1.00 - - -
Abortions 1.55 0.000 1.23 1.96
Help with the care 1.22 0.525 0.65 2.29
Psychosocial factors
Social Support 0.88 0.004 0.81 0.96
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Dependent variable Independent variable Unadjusted OR Variable p-value Lower 95%CI  Upper 95% CI

Dignity 1.04 0.087 0.99 1.08
Divorce 0.82 0.756 0.24 2.79
Loss of job 1.09 0.830 0.47 2.54
Serious loss (financial, home, 1.99 0.106 0.86 4.56
possessions)

Serious injury/illness to you 0.75 0.521 0.32 1.76
Serious injury to a family member 1.37 0.427 0.62 3.01
Separation from a family member 0.73 0.580 0.24 2.20

(Because of seasonal or permanent
migration, etc.)

Life threatening events 1.00 1.000 0.31 3.21
Unexpected death 2.58 0.008 1.28 5.19
Being diagnosed with postpartum 1.67 0.382 0.53 5.32
depression

First line relative diagnosed with 0.85 0.628 0.46 1.59
depression

Postpartum depression 1.63 0.281 0.67 3.97
Miscarriage 0.96 0.883 0.54 1.70
Hyperactivity in child 1.14 0.093 0.97 1.34
Behavioral compliance of children 1.01 0.695 0.93 1.11
Provision of care to other 1.65 0.117 0.88 3.08

*Omitted because of collinearity



Table 5: Bivariate analysis: Dependent variable depression (using cut off 12/13)

Dependent variable Independent variable  Unadjusted OR  Variable p-value Lower 95%CI Upper 95% ClI
Depressive Mother of a diabetic child 3.53 0.000 1.75 7.12
symptoms Socio-demographic and health factors

Age of the mother 1.03 0.150 0.99 1.07
Marital status

Married 0.36 0.049 0.13 0.99

Single 1.00 - - -
Number of children 1.70 0.008 1.15 2.50
Education

University 0.33 0.008 0.14 0.74

Professional technical 0.32 0.007 0.14 0.73

School 1.00 - - -
SES

High 0.33 0.014 0.14 0.79

Middle 0.65 0.268 0.31 1.38

Low 1.00 - - -
Self-rated health

Very good 0.23 0.046 0.05 0.97

Good 0.17 0.000 0.08 0.37

Poor 1.00 - - -
Chronic

>2 chronic conditions 6.47 0.000 2.76 15.16

1 chronic condition 1.37 0.475 0.57 3.33

0 chronic condition 1.00 - - -
Abortions 1.21 0.052 0.99 1.48
Help with the care 0.91 0.790 0.44 1.85
Psychosocial factors
Social Support 0.86 0.002 0.78 0.94
Dignity 1.00 0.731 0.96 1.05



Dependent variable Independent variable  Unadjusted OR  Variable p-value Lower 95%CI Upper 95% ClI

Divorce 1.05 0.941 0.27 4.14
Loss of job 2.08 0.100 0.87 5.00
Serious loss (financial, home, 1.69 0.225 0.72 3.97
p0ossessions)

Serious injury/illness to you 2.08 0.100 0.87 5.00
Serious injury to a family member 2.14 0.068 0.95 4.84
Separation from a family member 2.25 0.153 7.39 6.84

(because of seasonal or permanent
migration, etc.)

Life threatening event 6.47 0.003 1.85 22.58
Unexpected death 2.92 0.003 1.43 5.93
Being diagnosed with postpartum 1.82 0.315 0.56 5.85
depression

First line relative diagnosed with 2.94 0.002 1.48 5.80
depression

Post-delivery depression 2.42 0.053 0.99 5.95
Miscarriage 3.22 0.017 1.15 4.28
Hyperactivity in child 1.46 0.000 1.19 1.79
Behavioral compliance of children 1.01 0.778 0.92 1.12

Provision of care to other 1.58 0.183 0.80 3.13




Table 6: Bivariate analysis: Dependent variable Anxiety

Dependent variable Independent variable  Unadjusted OR  Variable p-value Lower 95%CI Upper 95% ClI
Anxiety symptoms  Mother of a diabetic child 4.08 0.000 2.15 7.78
Socio-demographic and health factors
Age of the mother 1.02 0.174 0.99 1.07
Marital status
Married 0.34 0.040 0.12 0.95
Single 1.00 - - -
Number of children 1.37 0.08 0.96 1.95
Education
University 0.55 0.129 0.25 1.19
Professional technical 0.65 0.269 0.30 1.39
School 1.00 - - -
SES
High 0.28 0.002 0.13 0.62
Middle 0.57 0.119 0.28 1.15
Low 1.00 - - -
Self-rated health
Very good 0.06 0.012 0.00 0.54
Good 0.36 0.006 0.17 0.75
Poor 1.00 - - -
Chronic
>2 chronic conditions 8.07 0.000 3.53 18.45
1 chronic condition 1.95 0.091 0.89 4.25
0 chronic condition 1.00 - - -
Abortions 1.23 0.038 1.01 1.49
Help with the care 1.42 0.280 0.75 2.71
Psychosocial factors
Social Support 0.88 0.004 0.81 0.96
Dignity 0.97 0.233 0.93 1.01



Dependent variable Independent variable  Unadjusted OR  Variable p-value Lower 95%CI Upper 95% ClI

Divorce 3.47 0.054 0.97 12.32
Loss of job 2.23 0.065 0.95 5.21
Serious loss (financial, home, 3.46 0.003 1.51 7.92
p0ossessions)

Serious injury/illness to you 1.53 0.329 0.65 3.59
Serious injury to a family member 2.07 0.069 0.94 4.57
Separation from a family member 1.02 0.971 0.33 3.18

(because of seasonal or permanent
migration, etc.)

Life threatening event 1.92 0.277 0.59 6.19
Unexpected Death 2.02 0.042 1.02 3.97
Being diagnosed with postpartum 3.25 0.046 1.02 10.39
depression

First line relative diagnosed with 2.58 0.004 1.35 491
depression

Post-delivery depression 1.80 0.190 0.75 4.34
Miscarriage 1.48 0.203 0.81 2.69
Hyperactivity in child 1.22 0.021 1.03 1.45
Behavioral compliance of children 1.12 0.019 1.02 1.24

Provision of care to other 1.46 0.243 0.77 2.76




Table 7: Bivariate analysis: Dependent variable Dignity”

Dependent variable Independent variable Unadjusted OR  Variable p-value Lower 95%CI Upper 95% ClI
Dignity Mother of a diabetic child 0.91 0.772 0.52 1.62
Socio-demographic and health factors
Age of the mother 0.99 0.730 0.95 1.03
Marital status
Married 1.51 0.422 0.55 4.15
Single 1.00 - - -
Number of children 1.02 0.885 0.73 1.43
Education
University 0.51 0.086 0.24 1.09
Professional technical 0.56 0.133 0.26 1.19
School 1.00 - - -
SES
High 1.07 0.839 0.46 1.86
Middle 0.74 0.383 0.37 1.46
Low 1.00 - - -
Self-rated health
Very good 2.14 0.265 0.56 8.01
Good 0.87 0.763 0.44 1.82
Poor 1.00 - - -
Chronic
>2 chronic conditions 0.57 0.133 0.27 1.19
1 chronic condition 0.73 0.373 0.38 1.44
0 chronic condition 1.00 - - -
Abortions 0.95 0.600 0.79 1.14
Help with the care 1.19 0.587 0.64 2.22
Psychosocial factors
Social Support 0.99 0.938 0.96 1.04

! Dignity is dichotomized into high and low based on the sample median.



Dependent variable Independent variable Unadjusted OR  Variable p-value Lower 95%CI Upper 95% ClI

Divorce 0.54 0.339 0.15 1.91
Loss of job 1.07 0.874 0.46 2.48
Serious loss (financial, home, possessions) 1.15 0.727 0.52 2.58
Serious injury/illness to you 1.29 0.558 0.55 3.00
Serious injury to family member 0.97 0.950 0.45 2.13
Separation from a family member 0.98 0.967 0.33 2.90

(because of seasonal or permanent
migration, etc.)

Life threatening event 0.98 0.970 0.30 3.15
Unexpected death of a significant one 1.54 0.205 0.79 3.02
Being diagnosed with postpartum 0.27 0.055 0.07 1.03
depression

First line relative diagnosed with depression  0.80 0.496 0.43 1.49
Post-delivery depression 0.87 0.761 0.36 2.09
Number of miscarriage 1.00 0.980 0.56 1.79
Hyperactivity in child 0.96 0.594 0.82 1.12
Better behavioral compliance of a child 0.84 0.000 0.76 0.92
Provision of care to a person with chronic 0.97 0.923 0.52 1.79

condition




Table 8: Multivariable logistic regression analysis: Final model for depression

Variable OR p-value 95%ClI
Mother of a diabetic child 4.62 0.026 1.19-17.82
Education

University or post-graduate 0.32 0.093 0.08 -1.21

Technical/professional 0.17 0.013 0.04 - 0.69

School or less than 10 years 1.00 - -
Socio economic status

High 0.43 0.28 0.09-2.01

Middle 1.51 0.49 0.45-4.99

Low 1.00 - -
Chronic conditions

>2 chronic conditions 4.87 0.037 1.09 —21.59

1 chronic conditions 1.46 0.556 0.40-5.29

0 chronic conditions 1.00 - -
Number of children

>2 children 0.20 0.078 0.035-1.19

2 children 0.14 0.024 0.03-0.77

1 child 1.00 - -
Better behavioral compliance of a child 0.90 0.206 0.76 — 1.05
Having a first line relative diagnosed with depression 5.01 0.015 1.36-18.40
Unexpected death of a significant one 1.77 0.375 0.50 - 6.27
Received social support 0.99 0.947 0.86 - 1.15

Pseudo R = 0.33

Hosmer-Lemeshow y = 9.61, p= 0.29

Area under ROC curve = 0.87

41



Table 9: Multivariable logistic regression analysis: Final model for anxiety

Variable OR p-value 95%ClI
Mother of a diabetic child 2.84 0.041 1.04-7.76
Socio economic status
High 0.38 0.112 0.12-1.25
Middle 0.44 0.128 0.15-1.27
Low 1.00 - -
Chronic conditions
>2 chronic conditions 11.18 0.000 3.03-41.20
1 chronic conditions 3.73 0.030 1.14-12.24
0 chronic conditions 1.00 - -
Received social support 1.02 0.809 091-1.13
Having a first line relative diagnosed with depression 3.60 0.014 1.29-10.01

Pseudo R* = 0.27
Hosmer-Lemeshow y*= 6.11, p=0.63
Area under ROC curve =0.83



Appendices
Appendix1: Questionnaire

English version:

Respondent 1D
Interview date / / 2014

SOCIO-DEMOGRAPHIC CHARACTERISTICS

1. Your birth year

Indicate the highest level of education that you have completed. (circle one that applies)
1. (1 School (less than 10 years)
2. 1 School (10 years)
3. [ Professional technical education (10-13 years)
4. [ Institute/University
5. (] Postgraduate

2. What is the total number of people living in your household (including yourself)?

3. How many children do you have?

4. How many children do you have who are less than 18 years old?

5. Sex and the age of the child/ren (Please list according to birth order: Check one if
applies,add boxes if needed and add boxes if needed: Only for the exposed group, mention
the birth order of the diabetic child)

1) [0 Male [ Female (please, specify theage )

2) [ Male [ Female (please, specify the age )
3) [1Male 1 Female (please, specify the age )

(Only for the exposed group)
6. When did you learn about the diagnosis of your child? (please, indicate the year )

7. Are you currently employed? (check one that applies)
1. [OYes
2. [1No
3. [ISelf-employed
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8. Marital status: (check one that applies)
1. [JSingle
2. [JMarried
3. [I Divorced
4. [JWidow

9. Do you currently provide any care to an individual with chronic condition/s (e.g., elderly
person, dementia patient, children with disability)?

a) [IYes
b) [No
10. Does anyone help you with the provision of care to your child?
1. TYes
2. [INo
11. Does your family currently receive any support from a family poverty benefit program (e.qg.
PAROS)?
1. TYes
2. [1No

12. Do you pay rent for your living place?
1. 1Yes
2. [1No

13. How many rooms does your house (apartment) have?

14. Please note whether this household has the following working items:

Items Yes No
Hot water tank/supply (uninterrupted) 01 12
Automobile 01 12
Auto washing machine 01 12
Personal computer 11 12
Satellite/cable TV 01 12
Vacation home/villa 01 12

16. How many members of your household (including yourself) are currently employed




(including self-employed, seasonal worker or other regular work)?

17. What is your approximate household’s monthly income? (Please, check one that applies)
ILess than 50,000AMD

1)
2)
3)
4)
5)
6)

151,000-100,000AMD

1101,000-200,000AMD
1201,000-300,000AMD

"INot sure

[JRefuse to answer

STRESSFULL LIFE EVENTS

Below is a list of important events, please mention whether any of these events has ever
happened and if yes mention the year that the event happened.

Events

a.year

b.year

C. year

d. year

e. year

f. year

Divorce

Lose of job

Serious loss
(financial, home,
pOSsessions)

Serious
injury/illness to

you

Serious
injury/illness of a
close family
member

Violence toward
yourself (e.g.
beating, rape,
stabbing, gunshot)

Sudden
(unexpected)
death of a loved
one

Separation from a
family member
(because of




seasonal or
permanent
migration, etc.)

Life threatening

9. accident (e.g.
automobile)
Other
horrifying/terrifyi

10, ng event to you or

someone close to
you
(specify)

SELF RATED HEALTH

18. How would you rate your health in general?

1) [very good
2) [lgood, fair
3) [Ipoor

4) [very poor

CHRONIC DISEASES

Below is a list of relatively common chronic diseases, please identify those you suffer from.

a. Year of onset

b. Was it:

1=diagnosed by
physician
2=self-diagnosed

1) High blood pressure

2) Myocardial infarction

3) Heart diseases (excl. MI)
4) Diabetes

5) Stroke

6) Migraine

7) Gastro-intestinal diseases
8) Back pain

9) Anrthritis/ joint pain

10) | Cancer

11) | Mental or psychological problems
12) | Disabilities

Other, specify:




DEPRESSION

Below is a list of the ways you might have felt or behaved. Please mark how often you have
felt this way during the past week.

Questions Rarely or Some of the Moderate All of the
none of the time amount of time
time (1-2 time (5-7 days)
(<1 day) days) (3-4 days)
1. I was bothered by
things that usually don't 01 12 13 4
bother me.
2. | did not feel like
eating; my appetite was 01 12 13 4
poor.
3. | felt that I could not
shake off the blues 01 19 13 ca
even with help from
my family or friends.
4, I had trouble keeping
my mind on what | was 01 12 13 14
doing.
5. | felt depressed. 01 12 13 14
6. | felt that everything |
did was an effort. 1 2 3 -4
7. I thought my life had 1 79 13 04
been a failure.
8. | felt fearful. 11 72 73 4
9. My sleep was restless. 1 12 73 4
10. | I talked less than usual. 11 12 13 4
11. | | felt lonely. 71 72 73 4
12. People were a1 19 13 ca
unfriendly.
13. | I had crying spells. 11 12 13 4
14. | | felt sad. 11 12 13 4
15. I_fel_t that people a1 79 13 S
disliked me.
16. | I could not get "going". 1 12 13 4

22. Were you ever diagnosed with postpartum depression?

a. Yes (a. When?

(year)

b. [ONo




23. Have any of your first line relatives been diagnosed with depression or anxiety? (please,
check one that applies)
1. [UYes
2. [INo
24.  Did you feel depressed for more than a month during the first year after the birth of any
of your children?
1. 1Yes
2. [INo

ANXIETY

How much were you bothered or distressed over the past 4 weeks by:

Complains Not At All | Alittle bit | Moderatel | Quite a bit | Extremely
y
1. Nervousness and
_ o 10 01 12 13 14
shakiness of inside
2. Trembling 70 01 2 3 4
3. Suddenly scared
10 01 12 13 14
for no reason
4. Feeling fearful 70 01 2 73 4
5. Heart pounding or
) 10 01 12 13 14
racing
6. Feeling tense or
o0 01 2 13 04
keyed up
7. Spells of terror or
_ 10 01 12 13 14
panic
8. Feeling so restless
you couldn’t sit 70 01 2 13 4
still

9. Feeling that 10 01 2 13 14




familiar things are

strange or unreal

10. | Feeling pushed to

10 01 12 13 14
get things done.
Social support relationship and activities
26. Within the last 3 months, how many times did you go to the following places?
(INDICATE FOR ALL OPTIONS)
1.Theater (PUT 0 IF NONE)
2.Concert (PUT 0 IF NONE)
3.Church (PUT O IF NONE)
4. Party (PUT 0 IF NONE)
5.0ther entertainment (PUT O IF NONE)
By selecting the most suitable response option for each question in the table, please,
indicate, how satisfied are you with:
Neither
very Dissatisfied | dissatisfied | Satisfied very
dissatisfied - satisfied
nor satisfied
1. ...your
relationshi
ps with
10 01 12 13 4
your
family
members
2. ...how
much you
see your 0 01 2 3 4
family or
friends?
3. ...your
ability to
10 01 12 13 4
help
others?
4. ...your
leisure
time 10 01 12 13 4
activities?
Please, indicate:
Not at all A little Moderately | Very much Extremely
5. How 0o 01 2 13 4




alone do
you feel
in your
life?

To what
extent can
you count
on your
friends
and
relatives
when you
need
them?

10

1

2

13

4

Hyperactivity (Please, check one that applies to your child)

Not true

Sometimes true

Often true

1.

My child has
difficulty
concentrating or
paying attention

a0

1

01

My child is easily
confused or seems
to be in a fog

10

11

01

My child is
impulsive or acts
without thinking

70

1

1

My child has a lot
of difficulty
getting his/her
mind off certain
thoughts

10

11

01

28.

Behavioral compliance (Please, circle one that applies to your child)

Almost never

Rarely

Sometimes

Often

Almost
always

My child resists
eating meals

1

12

13

4

5

My child obeys
when told to eat

01

12

3

4

5

My child resists
going to bed

01

12

13

4

5




4. My child protests | [11 12 13 14 15
TV rules

5. My child obeys 1 12 13 14 15
TV rules

29. DIGNITY

Please, indicate how much you agree or disagree with each of the following statements

concerning yourself

#

Strongly
disagree

Disagree

Neither
disagree
nor agree

Agree

Strongly
agree

1

| have control over
life decisions and
choices, such as
where to work or
when | can leave
home.

1

12

3

14

5

| am free to act on
my beliefs.

1

2

13

14

5

| feel that others
look up to me.

1

12

3

14

5

| make an important
contribution to my
community.

1

2

13

14

5

Till now, I am
pleased with what |
have accomplished
so far.

01

12

3

14

5

| try to overcome
adversity.

01

12

3

14

5

When | am
suffering physically,
people (other than
my family) around
me usually do not
know it.

1

2

73

14

5

When | make a
mistake, | take
responsibility for it.

1

2

73

14

5

When things go
wrong around me
(loss of job, broken
relationship...), |
usually do not
blame others.

1

2

13

14

5

10

Other people treat

1

2

3

4

5




me with respect

11 | I have a high sense

11 12 0 14 O
of self-respect. 3 >

12 | I have the freedom
to exercise my
rights as a human
being.

1 2 13 14 5

13 | I feel that I am not a
burden on my
friends/family
members.

1 2 13 14 5

14 | 1 do not feel I need
to depend on other
people around me to
get things done.

1 2 13 14 5

15 | I treat people the
same way | like to 1 12 13 14 05

be treated by them.

16 | I respect other

people 1 2 13 14 5

17 | People around me
(family, friends, and
coworkers) 01 12 13 14 5
appreciate what 1 do
for them.

18 | People come to me
for advice or for
counsel when
making decisions.

01 12 3 14 5

31. How many times have you been pregnant during your life (including miscarriages, stillbirths
and abortions)?
(PUT AN ESTIMATE, IF THE EXACT NUMBER IS UNCLEAR)

32. In your life, have you ever had a miscarriage or a stillbirth?

1. [1VYes
2. [INo (SKIP Qs.33 and 34)

33. How many miscarriages have you had?

34. How many stillbirths have you had?

Thank You for Your Participation







Armenian version:
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wohuwwnnid B nnwtip, qpunymid b ukgnuiughtt jud wpunwugu wphiunwtipny):

17. Uhohlinud, wmluwlwb nppw’t gmudwp b swuumd 2bp pliinwbihpp:

1'1. 50 000 npudhg phs
1 2. 50 000 — 100 000 npud
1 3.101 000 — 200 000 npud




[14.201 000 — 300 000 npud
1'5. 300 000 npuuhg wykih
(1 6. 9ghnbd

18. Uwnpl tpdws Eu Uh owipp Yuplnp hpunwpdnipjniutbp: Lotp, fuunpbd, ph
npuiighg npn’tip kit intkinh niltkghy Qbp Yyulipmd b kpp:

Ppunwpdnipiniuitp a. b. C. d. e. f.
Swphtt | Smpht | Swpht | Smpht | Swpht | Swpht

11. | Udniubiwynidnipnit

12. | Upjnwwnwtiph Ynpnrun

Uts ynipwlut
Ynpniuwn (thonh, nul,
niutgwbph)

13.

Lnipg
14. Juwuwsp/hhjuunnipn
b

Cuwnwuhph wunuuh

15. | 2
Juwudwsp/hhyungnipin
b

Pudwunid pitnwthph
16. wunwuhg (op.”

wpuqunph
wyuwndwnny)

Fnunipnit 2kp hwminbky
17. (6kS, nubiw-
Jwhwpnipnt,
pruwpwnpnipinil)

Yupht Junubg
uywnlwgnn yuwwhwp
(op.” Jpup)

18.

19. | Uhptih dwpnm
wuywubih dwh

Uy uwpuwthbih
hpunupdnipnit 2tp
20. | jud Qbp dnkphdukph
htwn

(aokp

)




19. Cuphwimp wpdudp hiiswk u §ghuhuinkp 2kp wpnnenpnibp:

1) UCuwnuy

2) UOLwy
3) [unpduy
4) [ dwmun

5 [ Cwuwn Juun

20. Uwnnpl updws L Uh pupp mwpwédws ppnuhly hhwunnipiniubp: ‘Uobkp, jutinphbd,

wju hhquuinipjniuibpp, npnup Fnip niubp:.

tppthhuwpn | b. N kwjunnpngly
Byt (nwpht) | 1=pdholp
2=ppklp

14) | Upyut pupdp bonid
15) | Upnudjuth hudwpln
16) | Upwnh wy) hhywinnipjnit
17) | Cwpwpwjun
18) | Ywpyws (htunijin)
19) | Uhgpkt jud wy nidbn ud

huuuulh qlvwguntp
20) | Uwpunqulijut hwdwlupgh

hhywunnipiniuttp
21) | Ubkoph guy
22) | Znpugwuy ud hnpupnpp
23) | Lunglkn
24) | Zngkljut jud hnghpw-twlub

Jutinhpltp
25) | Zwpdwlnudnipinih
26) | Uy (uplip)
DEPRESSION

21. ‘Uokip, jutmph, ph Ytpoht 7 opyu phipugpnid nip nppw’tt hw&whu bp qqugh) 2kq
wytiytu, hywbu Wyupugpdus £ wjunby (Qunwupnubbp, pigpbd, £OLOC

hwpglkphb).
Zmqu-nty | Gpphdu(l-2 Puju- Uswnw-ytu
ulbpplp | op) bt
dknpght 7 opw hw&wu (5-7 op)
nplpwugpnid. (<1 op)




(3-4 op)

Gu hniqynud Eh
wjtiyhuh putikphg,
npnlp unynpwpwp
htud skt hnignud:

1

12

13

4

Bu skh nignud nunky:

Jwwn wpunpdul
niukj:

1

12

13

4

Bu skh jupnnuiinid
wquwnybk)
wjupnipintithg
wiquu punnwtthphu
b puykpubtphu
ogunipjuup:

1

12

13

4

Gu sth jupnnuitnid
nipwnpnipniiu
JEuwnpntwgut)
wpwdhu Ypu

1

12

13

4

Bu htud puljddws th
qqnud:

1

12

13

4

Bu wdku hty muntd
th uké

ndqupnipjudp:

01

12

13

4

Bu dnnwsnid Eh, np

Jywlipu hgnip k£
wtighy:

01

12

13

4

Bu Juju th qqnud:

1

12

13

4

Bu Juun th punid:

1

12

13

4

10.

Bu wbph phs th
lununid, puita

unynpwpwp:

1

12

13

4

11.

Gu htd dhuwywy th
qqnud:

1

2

13

14

12.

Uupnply
wlpwpyugulud
thi:

01

12

3

4

13.

Gu jugh

1

2

13

4




wnnplnidubkp Eh
niukunid:

14. | Gu wjunip th: M1 02 03 4

15. | Gu qgnud Eh, np goip
sk qujhu
dwupnluig:

1 12 13 4

16. | Bu skth jupnquinud

hntuh Uk plliby: 41

12 13 4

22. Ymp tpplihgh whinnpnoyk] kp htn shinupbpuljui nphupkuhuyng

1. Un (a. Munpnud Bup upky nwpht )
2.0y

23. Nplt supupkpnipyuip hwenpnnn nwpjw pipugpnid tnk’ k np dnip Qkq
pujddus qqup wnuduqt Ukl wlhu wupundbe:
1. Un
0210

24. 2kp wnwglwyht onuih pupkyudbphg npbk Ukyp kpplhgk whinnpnoyk | &
nypkupuyny jud nwqhuwuiht puobqupnudubpng:
1. U
2.0y

22. ‘Lokip, uligph, ph htnlyw quiiqunntibpp b’y sunhm] ki wihwiquunugnky 2kq
ytpohli 4 swipwpyw phipwgpnmd” ipwh (V) gitkim] withpudbow yunuuuwbp
wupniiulnng ynibwlh hudwywnuuhwb Jubnuljnid.

Quuquntbp

Uhghtr
sunthmy]

Qunhw-

Cun
quig pwwn

Udbubpt | U thnpp

(y/Epohiti 4

plpugpnid)

1. | yuppujunipnt
u wd ukppht
wihwjuwuwpuy
onnipinil

70 01 2 3 4

2. nn

70

1

2

13

14

3. Zwbjupswlh
withhul

10

1

2

13

14




funtdwy

4. Juuh qqugniu 0o

1 2

13

14

5. | Upnjuthng fud
hwgwiwupwnnt 0o
pinLl

1 2

13

14

6. LupJubdnipjul
Jud

Juojutndusént
pjul qqugniu

10

1 2

13

4

7. Uwpuwthh jud

luni&wugh 20
unuyuwbp

1 2

13

14

8. Ujuyhuh
wlhwtiquinnipin
1, np wbjupny 20
td inbnnud
hwughuwn dtuy

1 2

13

4

9. Owlnp hpkph
wnwpophtiwnip)
wl Yud 20
whpwljwu
1hubtnt qqugnid

1 2

13

4

10. | Pus-np gnpé
wjwpunht
hwugubnt 10
wwpunpuph
qqugnid

01 2

13

14

26. dhpoht 3 wluw plhpwgpnmu nip pubh” wiquid kp qiugh) htnbyuy Jugpbpp:

(Muwnwupnubkp pojnp [Ewnbphh)

1.[Bwwnpn (&pk ns uh wiqud gpkp0)
2.zudbpg (&pk ns Uh whqud gpkpO)
3.Bytntgh (&pk ns uh whqul gpkpO)

4. Tuupnip (&pk ns Up whqunl gpkpO)

5.Uj) qupdwuyp (&pk ny up whqul gpkp0)

6. Udku hwuipgh hwdwp punpbind wuunwupwih tq hwdwp wdkiwdhywn

wuppbpulyp, 1obp, juinphd, pk dmp nppwin Y kp gnh.

(13 ndqnh, ny
Cwwn ndgnh "+dqnh 1'qnh Qnh Cwwn gnh
1. ..Qkp
10 11 12 13 14
infuhwip




wpkpnip
miutkph
g 2tp
puwnwh
ph
winudt
tnh htwn

2.  ..uu
dudwtiwu
Yhg, np
hwwnljug
unud kp
Qkp
puwnwh
pht
npulkpuk
phu

10

1

12

13

4

3. ..nmph
oubkppl
oqubnt
Qtp
Jupnnnt
p)niuhg

10

1

12

13

4

4. ... Qhp
wuqun
dudwtiw
Ypb
hwtghu
np
Yuquily
tpubnig

10

01

12

13

4

‘Lotip, juinphd.

Udkubpt

Uh phy

Uhghtt
suhny

Cwuwn

2Quhw-qutg

1. ﬂppulo
u
dhuyuwly

tp qqnid

70

01

12

3

4




Qhq
lyuupnid

by
surthny
Quipnn
tp hnyju
nuky kp
npulbkpubk

nhl 0o

puptlw
dutph
yput, kpp
upwug
Juphpt
niuktwp:

1

12

13 4

Uobip utipphd, ipwils (V) pitkyny wihpudbon wunnwupimbn wwpn il wniiulh
huduyuwunuujuwt Jubnulnid

&how sk

Gpptdu £hon

Zw&uwipu &hown

1.

bd Epkjowt
ndJupuinud £
JEuwnpntwbwg b
nipwnpnipntl
nupduby:

10

1

01

bu tpkjuwt
htown &,
othnpynid k jud
Jupstu
gquuymud £
Uonioh Uky:

70

1

1

bu Epkpowt
nynipwugnpghn k
Jud gnpénud &
wnuwlg

dnwshne:

70

01

01

bd
Epkjuwt owwn E

0

01

1




ndJupwinid
npnguijh

Uwnptphg wquun

Jbnig:

Uolip uligpbid, ipwilr (V) nikyn withpwdbon yunwupiwin wupniulynn wntialjh
hudwyuwunuujuwt Juunuynid

Qnkpt tppkp

Zwuqur
ty

Bppldu

Zudufu

Qntpk vhown

=

bd Eptkjowt
nhdwnpnud £
ninkihu

1

12

13

14

5

2. bd bkpkluwt

Eupwplynud E,
bEpp wuynud E,

npuhuh nunh

1

02

13

4

15

2.  bd bpkluwt
nhdwnpnud £

pubijhu

1

12

13

14

5

4. Pd bEpkuwt
ponnpnid £

htnniunwgnyg

nhwnbkny

Ywimbitkph phu

1

02

13

4

15

5. bPd kpkluwt
Eupuplynid £

htnniunnwgnyg

nhwunbnu
Juunuubpht

1

12

13

4

15

Uohip, juliqpb, pk nppwitny kp hudwduy wyu wjingmuubphg jmpupwigniph htan, pk
npuip Jepupbpynid Eu Qkq.

Udblibht 0y hufw- Lhntjht
Zundw- Zundw-
# hudw- duyy b, hurd
aumiy sk duyyt sbd nsb'n duyy B wdw-
12 2L At b
1 | bu kd juyugunid
pd Gyutiphtu
Jbpwpkpynn 01 12 13 14 5
npnondukpp,
ophtiwly npukn




wohuwwnby Jud
tnp hipwtuy

wnlihg:

Bu wquun b
gnpst) wyuybu,
hswbtu ghown B
hwdwpnid hd
huinquntiupny:

1

2

13

14

5

Gu qqnud &, np
niphpubpp uy
Jupshp niuku hd
dwuht:

1

2

13

14

5

Gu Juplnp

surthny]
odwinuljnid kU

hu opowyyunhti:

1

12

3

14

5

Gu gnh td uyt
widkuhg, hsh
hwuby Ed
Yywpnid dhtsh
hhuw:

1

12

3

14

5

Bu wohuwinnid &
hwunpwhwpt
whwennnipniuu
bpp:

1

2

73

14

5

Bpp tu guy tu
qqnud, htud
2puujunnnn
Uwpnhly (pugh hu
puwnwiihphg)
unynpuwpwp sk
hdwunid wyy
dwuh:

01

12

3

14

5

Bu hwudu &U
wnunid hd
gnpéwd
ujuwutph

1

2

13

14

5




wuwnwuppwbuwny
nipjniup:

Gu unynpupwp
niphpubipht skd
Ubnunpnud, Epp
hu Yyutipnid
1hunud tu
wthwennnipiniut
tp, ophtiuly gnpdh
Ynpniun jud
hwpwpbpnipniut
tnh jugnud:

1

2

13

14

5

10

Uupnpl
hwpqupny tu
JbEpwpbkpynid
hud:

1

12

3

14

5

11

Bu ubthwljut
wpdwbwywwnynt
Pl own
wpunwhuwynjus

qqugnid niubd:

1

2

13

14

5

12

Gu wquun bl
oquyk) hd
Uwpnluyht
hpwyniuptutphg:

1

2

73

14

5

13

Gu qqnud &, np
plin std hu
nbkpiitph
npuwnwthph

winudubph
hwdwp:

01

12

3

14

5

14

Qnpstpu
Juwnwpbny
hwdwp tu uphp
sniubd nhubnt

niphputph
ogunipjwiip:

1

2

13

14

5




15 | Bu dwpylutg
YbEpwpbkpynid &d
wjuy by, hsybu
yniqb, np hpklp
JEpwpkpykht
hua:

1 2 13 14 5

16 | Bu hwupgnud &

Jwpnlubg: 1 2 13 14 5

17 | Pud opowyyunnng
Uwpnhly
puwnwthpu,
npuybpubpu nu
gnpoépulpltpu, 01 12 3 4 5
quuwhuwwnnid tu
wju wdkup, hty tu
wind Bd hpktg
hwdwp:

18 | Npnonid
Juyugubihu
dwpnhl hd 01 12 13 4 5
lunphnipnt Eu
hwpgunid:

31. 2tp nno lywiph phpwgpnid Fnip pmith” wiquid kp hnhwgh) (Wkpunyuy
Jhdnudubpp, dbnkjwsunipjniutipp b wpnpunukpp): (Lolp ununun/np phiyp,
bpk dzgnfun phip sh bfiznid)

32. Qtp nno ljwiph phpwugpnid niikgh| kp hiptwpkpuljwi Jhdnid fud
Ubnbjwdtunipjnii:
2 1. Un
[ 2. Ny (ubppnud Eip winnkuky2.33 b £.34-p)

33. Lwbih” Ubnkjusimpinih kp miubghy :

34. Luitth” Yhdnud kp nilikghy ,

Appendix 2: Consent forms




English version: Exposed group

American University of Armenia
Institutional Review Board #1/Committee on Human Research

Consent form

Hello, my name is Samvel. | am a psychologist and also a graduate student of the Master
of Public Health program of the School of Public Health at the American University of Armenia.
Within the scope of my thesis research project we are conducting a study to understand the
peculiarities of health and social conditions of mothers of children at the age range of 0-18.

Your contact number was obtained from the “Yeraz” Charitable foundation contact
database. We are kindly inviting you to participate in this survey. Participating only involves this
one interview and it should take no longer than 40 minutes to complete the interview. The
interview consists of two parts. During the first part | will read several questions and will ask you
to answer. During the second part | will administer a questionnaire and will ask you to fill it
independently. Only group results will be presented in the reports and no individual information
will be mentioned in any of the presentations of the present study.

Your participation in this study is voluntary. There is no penalty if you refuse to
participate in this study. You can skip any questions you don’t want to answer. You also may
stop the interview any moment you want.

Your participation in the study poses no known risk for you resulting from your
participation in the study. There is no direct benefit from the participation in this study, but your
participation will contribute to better understanding of the health and social conditions of
mothers of children in the age range of 0-18 Yerevan. Your contact information will be
destroyed upon the completion of data collection.

If you have any questions regarding this study you can contact the Principal Investigator
Dr. Anahit Demirchyan at (37410) 5125 92. If you feel you have not been treated fairly or think
you have been hurt by joining the study you should contact Dr. Kristina Akopyan, the Human
Subject Protection Administrator of the American University of Armenia (37460) 61 25 61.

Do you agree to participate? Thank you.

If yes, shall we continue?



English version: Unexposed group

American University of Armenia
Institutional Review Board #1/Committee on Human Research

Consent form

Hello, my name is Samvel. | am a psychologist and also a graduate student of the Master
of Public Health program of the School of Public Health at the American University of Armenia.
Within the scope of my thesis research project we are conducting a study to understand the
peculiarities of health and social conditions of mothers of children at the age range of 0-18.

Your house was selected randomly from the present district. We are kindly inviting you
to participate in this survey. Participating only involves this one interview and it should take no
longer than 40 minutes to complete the interview. The interview consists of two parts. During the
first part | will read several questions and will ask you to answer. During the second part 1 will
administer a questionnaire and will ask you to fill it independently. Only group results will be
presented in the reports and no individual information will be mentioned in any of the
presentations of the present study.

Your participation in this study is voluntary. There is no penalty if you refuse to
participate in this study. You can skip any questions you don’t want to answer. You also may
stop the interview any moment you want.

Your participation in the study poses no known risk for you resulting from your
participation in the study. There is no direct benefit from the participation in this study, but your
participation will contribute to better understanding of the health and social conditions of
mothers of children in the age range of 0-18 Yerevan. Your contact information will be
destroyed upon the completion of data collection.

If you have any questions regarding this study you can contact the Principal Investigator
Dr. Anahit Demirchyan at (37410) 5125 92. If you feel you have not been treated fairly or think
you have been hurt by joining the study you should contact Dr. Kristina Akopyan, the Human
Subject Protection Administrator of the American University of Armenia (37460) 61 25 61.

Do you agree to participate? Thank you.

If yes, shall we continue?



Armenian version: Exposed group

Zuguuinuth wdkphljut hwdwjuupuu
Zmupuyhtt wpnpowuyuhm pjub pudhtu
Ghunwhtnwugnunuljut Ephljuygh phy 1 hwtduwdnnny
Ppuqkl hwdwdwjunipjut du

Puipli Qkq, hd wuntup Uwddl] L Gu hnghipwt Bd b unynpnud bl Zwjuwunwh
Udbphlywt Zwdwjuupwith Zwtipujhtt wnnnowwwhnipjut $wlniyntnnid: bd
wjuwpunuwlub ptqh opowbwmljutipnid Ukup hpwjubiwmginid Eup hkwnnwgnunipnil, nph
tyuwwnwl £ wupqby 0-18 mwpblju tpEjuwttph sunnukph opowtinid wpnnowlwu b
unghwjulju hwpgiph wpwduwhwwnlnipniuutpp:

Inip wyt 105 dwutwhgutphg Ukl Ep nid nunwljrnuyghtt ndjuntpp dkup
puwnpt] Bup yuunwhwljuwinipju ujgpniipny’ «Gpug» £2-h iy utph gutghg, wyy
hulj wwdwnny pnip hpwdhpws Ep dwutwlglint wyu hbvnwgnunipjubnp:
ZEnmwgnunipjnibp Junbih ny wydt) put 40 pnybk: Zbknwgnunnipjut pipugpnid ku 2kq
Junwd hwpgupui b jutunpbd npybkugh wyb huptunipnyu jpugtbp: Qbp
wuwwnwupwutbpp jptinupugybt dniu dwubwjhgutiph wwnwuppwbitph htn b ny
Uh wudtwlut mtnklnipinit sh ukpjujugyh hbnnwugnunnmipyut qilnigutpnid:
Lpugywé hmupdwptpehlutpp juppuhjugytt b juywhybkt wywhny Juyypnid, huly
Upotuljutt Jkppnidnipyniithg htwnn hntithu wduhb, npuibp Ynshswgki:

Qbp dwutwljgnipiniut wju hbnwgnunnipjutpn judwynp k: Qkq nshs sh
uyuninid, kpt Inip hpwdwpybp dwubwlgl) wyu hbnwgnunipyup: Fnip fupnn bEp
hpwdwpyb] yunwupiwil] gutjugus hupgh jud guijugus yuwhh punhwnk
hupguqpnygp:

“Inip skp unwtwnt npbk $htwbuwjutt hwnnignid jud yupghwwnpnid
htwnwgnunipjuip dwutwlglint nhypnid: Inip ny vh nhuljh stp nhunid
dwubwlgliny wyu hbnwgnuinipjuin: bp wtind quunwupwuubpp joquku
hpwuwtwgit] wju hblnwgnunipiniup, npp poy) juw wybih juyd hwuluwbug
Zujuunwinud Sunnubph wennowljw b unghwjulju Jhdwlyn:

Uju htnnwgnuunmipjut yepuptpyu) hwpgbp nitutbuwnt nhypnd jupnn bp
quiiquhwpt) hbnwgnumpjut hudwlupgnnhtt' Ghwhhwn Yedhp&uiht ((37460)
612562 htnwjunuwhwdwpny: Gpt Inip upsnid bp, np tq juy skt JEkpwptpyty jud
wju htlnnwgnuunipjuip dwutwlgtint nhypmd Qtq Juwu L hwugyty, jupnn bp
quiquhwnt) Zuyjuwunwih wdkphljjut hwdwuwpwih Ephjuh hwtdtwdnnnygh
pupuniqup’ Lphunhtw Zwulnpyuitht 060 61 25 61 hkpwinuwhwdwpny:

Zudwdw jh bp dwubalghy (wyn ud ny):
Cunphwljunipnii:
'LIulanq Eup swpnitimlby:



Armenian version: Unexposed group

Zuguuinuth wdkphljut hwdwjuupuu
Zmupuyhtt wpnpowuyuhm pjub pudhtu
Ghunwhtnwugnunuljut Ephljuygh phy 1 hwtduwdnnny
Ppuqkl hwdwdwjunipjut du

Puipli Qkq, hd wuntup Uwddl] L Gu hnghipwt Bd b unynpnud bl Zwjuwunwh
Udbphlywt Zwdwjuupwith Zwtipujhtt wnnnowwwhnipjut $wlniyntnnid: bd
wjuwpunuwlub ptqh opowbwmljutipnid Ukup hpwjubiwmginid Eup hkwnnwgnunipnil, nph
tyuwwnwl £ wupqby 0-18 mwpblju tpEjuwttph sunnukph opowtinid wpnnowlwu b
unghwjulju hwpgiph wpwduwhwwnlnipniuutpp:

Inip uy 105 dwutwlhgubphg Ukl Ep nid ptwjupwup dkup pinpty Eup
yuwwnwhwlwinipjut uljqpniupny’ njju] punudwuhg, wyng hulj wwdwnny pnip
hpuyhpdwsé tp dwutmljgbint wju hknmwgnunnipjutip:

ZEinwgnunipjnitp fulth ny wyk) put 40 pnyt: Zknwgqnunnipjut pipugpnid ku
Qhq jurnud hwpguput b Jluunpbd npytugh wyt htipunipnyb jpugubkp: Qbkp
wuwwnwupwutbpp jptinupugybt dniu dwubwjhgutiph wwnwuppwbitph htn b ny
Uh wudtwlut mtnklnipinit sh ukpjujugyh hbnnwugnunnmipyut qilnigutpnid:
Lpugywé hupdwptpphlutpp juppuhjugytu b juywhybkt wywhny quypnid, huly
Upotuljutt Jkppnidnipyniithg htwnn hntithu wduhb, npuibp Ynshswgki:

Qbtp dwutwljgnipiniutt wyju hblnwgnunnipjuip judwynp k: 2kq nghuys sh
uyuninid, kpt Inip hpwdwpybp dwubwlgl) wyu hbnwgnunipyup: Fnip fupnn bEp
hpwdwnpyb] yunwuhiwul] gutjuguws hupgh jud gutjugus yuwhh punghwnt
hupguqpnygp:

“Inip skp unwtwnt npbk $htwbuwjutt hwnnignid jud yupghwwnpnid
htwnwgnunipjuip dwutwlgtint nhypnid: dnip ny Uh nhuljh stp nhunid
dwubwlgliny wyu hbnwgnuinipjuin: bp wtind quunwupwuubpp joquku
hpwuwbwgiut] wju hblnwgnunipniup, npp poy) junw wybih jwy hwuluwbug
Zujuunwinud Sunnubph wennowljw b unghwjulju Jhdwlyn:

Uju htnnugnuumipjut yepupkpju) hwpgkp niubtwnt nhwypnid fupnn Ep
quiiquhwph) htnwgnnm pjut hudwlupgnphtt' Thwhhn Yedhp&uithh (37460)
612562 htnwjunuwhwdwpny: Gptk Inip Jupsnwd bp, np Qtq juy skt JEpwptpyty ud
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Zudwdw jh bp dwubualghy (wyn Jud ny):
Cunphwljunipnii:
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Appendix 3: Screening Form

Interviewer’s introduction to the household:

Hello, my name is Samvel. | am a psychologist and also a graduate student of the Master

of Public Health program of the School of Public Health at the American University of Armenia.

Within the scope of my thesis research project we are conducting a study to understand the

peculiarities of health and social conditions of mothers of children at the age range of 0-18.

Should | continue?

=

=

U

If in DOUBT try to explain more of the objectives.

If NO try to find reason for refusal and in very accurate and polite form convince to
participate, by explaining study objectives and purpose. Talk about confidentiality and
value of her/his answers for the survey. WITHOUT ANY PERSISTENCE.

If UNSUCCESSFUL thank and leave.

If YES, ask whether the respondent has a child at the age range of 0-18.

If YES, then ask whether the child has ever been diagnosed with any neurodevelopmental
disorders and chronic conditions (such as: ADHD, Autism, Asthma, Cerebral Palsy, other
not mentioned).

If YES, thank the participant and leave.

If NO continue with the presentation of the consent form and with the administration of

the study instrument.



