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ABSTRACT

The Quality of Life (QOL) is an important indicator to measure successful
treatment. However, there is a lack of evidence about QOL among patients with
chronic hepatitis B (CHB) and its potential associated factors. Transition theory was
used as a framework of this study. The objective was to study the
association/relationship among anxiety, depression, fatigue, social support and the
quality of life among patients with chronic hepatitis B attending clinic at the
department of infectious diseases in Bach Mai hospital. This was a descriptive
correlational study conducted among 115 CHB patients in the department of infectious
diseases in Bach Mai hospital. Data was collected through interviews with Hamilton
Depression Rating Scale (HAM-D) and Hamilton Anxiety Rating scale (HAM-A),
Functional Assessment of Chronic Illness Therapy (FACIT) Fatigue Scale (Version 4)
(FACIT-F) and Multidimensional Scale of Perceived Social Support (MSPSS).
Spearman’s rho was employed to test the relationships between QOL and potential
associated factors. Most of the patients suffered from mild to moderate anxiety
(42.61%) and mild depression (31.30%). Majority of the participants (85.22%) had
low level fatigue. In terms of social support, 54.78% of the patients received high
support followed by moderate support at 43.48%. Anxiety, depression and fatigue had
correlation with QOL (-0.55,-0.683, -0.541 respectively; p<0.01). Additionally, social
support from friends was negatively correlated with social functioning. (r=-.252,
p=0.01). From the findings of this study it is suggested that nurses should screen the
psychiatric problems, social support and fatigue in order to optimize the effectiveness
of care and treatment of CHB patients.

KEY WORDS: CHRONIC HEPATITIS B/ QUALITY OF LIFE/ ANXIETY/
DEPRESSION/ SOCIAL SUPPORT

82 pages




CONTENTS

Page

ACKNOWLEDGEMENTS ii
ABSTRACT (ENGLISH) iv
LIST OF TABLES vii
LIST OF FIGURES viii
LIST OF ABBREVIATIONS IX
CHAPTER | INTRODUCTION 1
1.1. Background and significance of the study 1

1.2 Research questions 4

1.3 Purpose of the study 4

1.4 Hypothesis 5

1.5 Conceptual framework6 5

1.6 Scope of the study 6

1.7 Definition of terms 6

1.8 Expected outcomes and benefits 9
CHAPTER Il LITTERATURE REVIEW 10
2.1 Problems among patients with chronic Hepatitis B 11

2.2 Quality of life among patients with chronic hepatitis B 16

2.3 Transition theory as a conceptual framework to explain 19

quality of life among patients with chronic hepatitis B
2.4 Factors associated with quality of life among patients with 20
chronic hepatitis B

2.5 Conclusion 23
CHAPTER 11l METHODOLOGY 24
3.1 Research design 24

3.2 Population and sample of the study 24



Vi

CONTENTS (cont.)

Page
3.3 Setting 25
3.4 Instruments 26
3.5 Instrument Reliability and Validity 29
3.6 Data collection 30
3.7 Protection of human rights 31
3.8 Data analysis 32
3.9 Assumption for statistic test 32
CHAPTER IV RESULTS 33
4.1 Demographic data of patients with chronic hepatitis B 33
4.2 The information related to illness and health status of patients 35
4.3 Frequency, percentage of patients with CHB by anxiety and 36
depression, fatigue
4.4 Frequency, percentage of patients with CHB by anxiety and 37
depression, fatigue
4.5 Quality of life in patients with HBV 38
4.6. The correlation between anxiety and depression, fatigue, 39
social support and quality of life among patients with chronic
hepatitis B
4.7 Correlation between anxiety, depression, fatigue, social 39
support and each domain of quality of life
CHAPTER V DISCUSSIONS 41
CHAPTER VI CONCLUSION 48
REFERENCES 51
APPENDICES 57

BIOGRAPHY 82



Table

3.1
4.1
4.2
4.3

4.4

4.5
4.6

4.7

LIST OF TABLES

Reliability of scales

General characteristic of the sample

Characteristic of illness and health status of patients

Frequency, percentage of patients with CHB by anxiety and
depression, fatigue

Frequency, percentage of patients with CHB by anxiety and
depression, fatigue

Quality of life in patients with HBV

Correlation between anxiety, depression, fatigue, social support
and total QOL

Correlation between anxiety, depression, fatigue, social support

and each domain of quality of life

vii

Page
29
34
36
37

38

38
39

40



viii

LIST OF FIGURES

Figure Page

1.1 The research  framework modified from  transition 6
theorytheory(Meleis et al., 2000)



CHB
HCC
QOL
HRQOL
WHO
MSPSS

FACIT F
BMI

LIST OF ABBREVIATIONS

Chronic hepatitis B
Hepatocellular carcinoma (HCC)
Quality of life

Health-related quality of life
World Health Organization

The Multidimensional Scale of Perceived Social Support

Functional Assessment of Chronic IlIness Therapy Fatigue Scale

Body Mass Index



Fac. of Grad. Studies, Mahidol Univ. M.N.S.(Adult Nursing) / 1

CHAPTER |
INTRODUCTION

1.1. Background and significance of the study

Worldwide, Hepatitis B virus (HBV) infections pose a serious public
health threat. The rates of HBV infection vary between countries and regions. In over
the world, an estimated 2 billion people have been infected with the HBV, and more
than 350 million people worldwide carry chronic HBV infection (Ugwu, Varkey,
Bagniewski, & Lesnick, 2008). A recent analysis indicated that 1.4 million persons
born in the year 2000would die prematurely because of HBV infection (Ugwu et al.,
2008). Chronic HBV infection-related diseases still account for 600,000 deaths per
year (Ott, Stevens, Groeger, & Wiersma, 2012). In North America Hepatitis B
infection is most common in young adults. In the USA and Canada, serological
evidence of previous infection varies depending on age and socioeconomic class.
Overall, 5% of the adult USA population has anti-HBc, and 0.5% are HBsAg positive.

According to WHO about viral Hepatitis in the South-East Asia Region, an
estimated 100 million hepatitis B carriers live in countries of the WHO-designated
South-East Asia Region, where approximately 300,000 deaths are attributed to
hepatitis B annually. Southeast Asian countries, such as Thailand and Myanmar, have
a high prevalence of chronic hepatitis B infection, with 5% to 7% of the adult
population being long-term carriers or CHB patients (Ott et al., 2012).

Vietnam has one of the highest rates of chronic hepatitis B virus infection
in the world. Population surveys from the two biggest cities, Hanoi and Ho Chi Minh
City, have shown a positive hepatitis B surface antigen (HBsAg) rate of 9% to14%
respectively (Tu et al., 2012). Even with the exclusion of high risk groups, it can be
estimated that approximately 10 million people are living with CHB. The CHB
prevalence is high in rural areas in Vietnam, with an estimated prevalence as high as
18.8 % (Hipgrave et al., 2003) to 19% in some rural areas (Nguyen, McLaws, & Dore,
2007). Without medical monitoring and treatment of CHB, the risk of developing
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cirrhosis and hepatocellular carcinoma (HCC) with sequelae of liver failure and death
is 25-30%. Using age-specific HBV prevalence rates from Vietnamese community-
based studies, it has been projected that by the year 2025, CHB could result in 58 650
patients with cirrhosis, 25 000 patients with HCC, and 40.000 deaths (Nguyen, Law, &
Dore, 2008)

Not only progression of disease to hepatocellular carcinoma, liver cancer
but also chronic hepatitis B affect health of human by many diseases. Although the
majority of patients do not develop hepatic complications, it is estimated that during
their lifetimes 15-40% may develop serious sequelae of infection (Lok & McMahon,
2009). Unsuppressed, persistent viral replication contributes to a higher incidence of
consequent hepatocellular carcinoma and CHB-related deaths (Fattovich, Bortolotti, &
Donato, 2008). Chronic hepatitis B not only kills patients by cirrhosis, liver cancer,
liver failure and hepato cellular carcinoma (HCC), but represents a huge burden on the
health care system with substantial impact on human health as a matter of great
concern to society. Furthermore, patients with chronic hepatitis B or with
complications of this disease significantly affect to their psychological and mental
stress. The stage of disease has great effect to quality of life (QOL) in chronic hepatitis
B(Che et al., 2014).

Quality of life is defined as individuals' perceptions of their position in life
in the context of the culture and value systems in which they live and in relation to
their goals, expectations, standards and concerns (Organization, 1996). The term
health-related quality of life (HRQOL) reflects the impact of the disease upon a per-
son’s quality of life (Glise & Wiklund, 2002). Health-related quality of life (HRQOL)
is considered to be an important aspect of disease. Progression to more severe
complications may profoundly affect their HRQOL (Younossi, Guyatt, Kiwi, Boparali,
& King, 1999). Chronic hepatitis B that may be correlated with several psychiatric
disorders, such as depression, and decrease quality of life of patients (Arvand,
Shafiabadi, Falsafinejad, & Naderi, 2012). As in all chronic diseases, these infections
may lead to psychological health problems. There are numerous studies addressing the
psychological wellbeing, psychosocial stressors related to the disease, quality of life
QOL) in patients with chronic hepatitis (Kunkel et al., 2000; Pojoga et al., 2004).
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From literature reviews, many factors related to QOL such as severity of
disease, virological response. Quality of life is significantly impaired in patients with
chronic hepatitis B, particularly in those with severe disease (Enescu, Mitrut, Balasoiu,
Turculeanu, & Enescu, 2014). It mean that increasing severity of CHBV leads to a
decline in HRQOL(Modabbernia, Ashrafi, Malekzadeh, & Poustchi, 2013). Although
some of antiviral drugs decrease the quality of life during treatment, it significantly
improves after stopping it (Enescu et al., 2014). However, this research chooses three
factors are independent variable that associating with QOL among patients with
chronic hepatitis B including anxiety and depression, fatigue and social support.

Previous research has also shown that depressive disorders are related to
poor HRQOL in patients with CLD (Fabregas et al., 2013). Moreover, CLD is linked
to job loss, impaired functioning, mood swings, anxiety, low self-esteem, depression,
and other emotional problems that severely affect QOL and well-being. It is seem to
be that by enhancing coping and self-efficacy skill, HRQOL in CLD patients may be
improve (Gutteling, Duivenvoorden, Busschbach, de Man, & Darlington, 2010).
Patients should be monitored for depressive symptoms during the course of clinical
medical care for CHB so that psychological care may be initiated in a timely manner.
There was a higher rate of psychiatric disorders (mostly depression), anxiety at
patients diagnosed with chronic hepatitis B within 3 months (Enescu et al., 2014).

Chronic hepatitis B patients with depression have a significant reduction in
quality of life when compared with those without (Chan, Yu, & Li, 2012). It may be
beneficial in disease management when health care team screen depression in chronic
hepatitis B (Mirabdolhagh Hazaveh, Dormohammadi Toosi, Nasiri Toosi, Tavakoli, &
Shahbazi, 2015).

Fatigue and impaired psychological functioning is associated with
diminished HRQOL in chronic hepatitis virus, independent of the disease etiology.
Management of fatigue and depressive symptoms should be considered a priority, in
order to improve HRQOL in CVH patients (Younossi et al., 1999). The state of result
of other study demonstrate that fatigue was found to be significant associated with
health related quality of life of patient with chronic hepatitis virus (Karaivazoglou et
al., 2010). Fatigue is one of criteria of monitoring the quality of life in CHB patient
(Enescu et al., 2014).
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Low social support have a negatively impact above mental health of
chronic hepatitis patients (Enescu et al., 2014). Social support seems to be associated
with better mental health and HRQOL in chronic hepatitis B and C (Poorkaveh et al.,
2012). It is important to strengthen communication between healthcare professionals
and patients in order to improve the patient's perception of social support and quality
of life (Xiao et al., 2012). Low social support have a negatively impact above mental
health of these patients (Enescu et al., 2014). In antiviral therapy, social support plays
an important role to improve adherence of antiviral regimen to obtain virologic
response. Patients with CHB who have a virologic response to 24 weeks of antiviral
therapy also have significant improvements in HRQOL(Kim et al., 2012).

According to literature review, the research on factors correlated with
QOL among chronic hepatitis B patient in Vietnam was still rare. Researcher was
interested in studying the association between anxiety and depression, fatigue, social
support and QOL in chronic hepatitis B patient. The study result can be used as
nursing care planning to promote QOL for the patients.

1.2 Research questions

Are anxiety and depression, fatigue and social support correlated with

quality of life among chronic hepatitis B?

1.3 Purpose of the study

- To study the quality of life among chronic hepatitis B patient at
department of infectious diseases in Bach Mai hospital

- To identify the factors correlating with quality of life among chronic

hepatitis B patient.
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1.4 Hypothesis

1) Anxiety and depression is negatively correlated with quality of life of
patient with chronic hepatitis B

2) Fatigue is negatively correlated with quality of life of patient with
chronic hepatitis B

3) Social support is positively correlated with quality of life quality of life

of patient with chronic hepatitis B.

1.5 Conceptual framework

The process of becoming CHB infected patients can be clearly explained
by transition theory. All patients with chronic hepatitis B experienced transition of
their illness at the early progressive of disease and during recurrent of disease. In any
stages of disease the patient have signs, symptoms and laboratory test with lever of
different individual. When applying the transition theory into this research it can be
explained as follow: Type and characteristics of transition refers to health illness
continuum as becoming chronic hepatitis B, transition conditions refer to factors that
can facilitate or inhibit transition process and outcomes. (Meleis, Sawyer, Im,
Hilfinger Messias, & Schumacher, 2000).

Transition theory is utilized as framework. When patients with chronic
hepatitis B has many change in their illness, he or she will be suffering from
unpleasure symptoms. There are some factors that correlated with quality of life
among patients with chronic hepatitis B. Those include anxiety and depression, fatigue
and social support. Anxiety and depression may be found in chronic hepatitis B and
correlated to quality of life. When patients have anxiety or depression, the quality of
life decrease.

Applying transition theory in this study can assist health care professions
to understand the factors associated with related QOL. It plays a crucial role to make
preparation and plan to manage such factors. There by, the trajectory process would be
smoothly and successfully, which resulted in improved QOL of patient with chronic

hepatitis B.
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The relationship among independent variables and a dependent variable
are illustrated in the following conceptual framework.

Anxiety and
Depression

Fatigue QoL

A 4

Social Support

Figure 1.1. The research framework modified from transition theorytheory(Meleis et
al., 2000)

1.6 Scope of the study

This research aim to study the identify the correlation between anxiety and
depression, fatigue, social support and quality of life among 115 chronic hepatitis B
patients receiving oral antiviral therapy. The patients are 18 years old or over being

treated at Infectious Diseases Department in Bach Mai hospital.

1.7 Definition of terms

Quality of life is defined as individuals' perceptions of their position in
life in the context of the culture and value systems in which they live and in relation to
their goals, expectations, standards and concerns (WHO, 1996).In this study quality of
life reflect to health-related quality of life (HRQOL) which the impact of the disease
upon a per-son’s quality of life (Glise & Wiklund, 2002). According to Church (2004)
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systemic Review 50 articles and definition about quality of life following:Quality of
life is a measurement of an individual’s ability to function physically, emotionally and
socially within his/her environment at a level consistent with his/her own expectations.
When a person is illness, quality of life will also be affected. Quality of life refers to
satisfaction of well-being with emphasis on the important dimensions of life including
physical and psychological symptoms and function of daily living(Khalil & Abed,
2014; Morsch, Goncalves, & Barros, 2005). Quality of life is significantly impaired in
patients with chronic hepatitis B, particularly in those with severe disease (Enescu et
al.,, 2014). It mean that increasing severity of CHB leads to a decline in
HRQOL(Modabbernia et al., 2013).

By using questionnaire the researcher will measure the quality of life
among patients with chronic Hepatitis B base on SF- 36. It consists of 8 multi-item
domains including physical functioning (PF), role limitations due to physical health
problems (RP), bodily pain (BP), general health perceptions (GH), vitality (VT), social
functioning (SF), role limitations due to emotional problems (RE), and mental health
(MH). That evaluates various aspects of physical and psychological functioning and
well-being, with higher scores indicating better health. In addition, the 8 domains are
aggregated into 2 summary measures: physical component summary (PCS) and mental
component summary (MCS) scales (Thumboo et al., 2003). Each scale contained 2-10
questions and was graded between 0 and 100 points (Ware et al., 1992; Demiral et al.,
2006.

Social support is the provision of caring, empathy, love and trust..It t can
be measured as the perception that one has assistance available, the actual received
assistance, or the degree to which a person is integrated in a social network. Social
support can come from many sources, such as family, friends, pets, neighbors,
coworkers, organizations, etc. Social support refers to benefits for both physical and
mental health. Outcomes of social support were suggested to be personal
competence, health maintenance behavior, perceived control, positive effect,
sense of stability, recognition of self-worth, decreased anxiety and depression,
and increased psychological well-being (Hinson Langford et al. 1997). For this
study, the researcher assesses social support using The Multiple Dimensional
Perceived Social Support Scale (MDPSS)(Zimet, Dahlem, Zimet, & Farley, 1988).
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MDPSS is a 12-item scale that measures perceived support from family, friends and a
significant other. Respondents answer items on a seven-point Likert-type scale ranging
from very strongly disagree to very strongly agree. The MDPSS will be translated into
Vietnamese then to determine the reliability of Vietnamese version of MDPSS. This
instrument has range from O to 84. Higher scores refer to better perceived social
support.

Anxiety and depression refers to feelings of worry, nervousness,
apprehension, or fear commonly experienced by people when faced with something
they view as challenging. Chronic hepatitis B patients with depression have a
significant reduction in quality of life when compared with those without (Chan et al.,
2012). It may be beneficial in disease management when health care team screen
depression in chronic hepatitis B (Mirabdolhagh Hazaveh et al., 2015). In this study,
anxiety symptom will be measured by The Hamilton Depression Rating Scale (HAM-
D) and Hamilton Anxiety Rating Scale (HAM-A).This scale was developed as a
screening tool for psychological distress in somatic out-patients (Zigmond et al. 1983).
The (HAM-D) and (HAM-A) consists of two subscales measuring anxiety in 7 items
(e.g., feeling tense, worrying, and having panic attacks) and depression in 7 items
(e.g., taking interest in things as usual, feeling cheerful, and feeling optimistic about
the future). The respondents were asked to rate their answers on a 4-point Likert scale
ranging from 0 (no distress) to 3 (maximum distress).

Fatigue is a state of awareness describing a range of afflictions, usually
associated with physical and/or mental weakness. Physical fatigue is the inability to
continue functioning at the level of one's normal abilities. Mental fatigue, on the other
hand, rather manifests in sleepiness as a general decrease of attention. Fatigue is a
normal result of working, mental stress, depression, and alsolack of sleep. It may also
have chemical causes, such as poisoning or mineral or vitamin deficiencies. Massive
blood loss frequently results in fatigue. Fatigue is a normal response to physical
exertion or stress, but can also be a sign of a physical disorder. The state of result of
other study demonstrate that fatigue was found to be significant associated with health
related quality of life of patient with chronic hepatitis virus (Karaivazoglou et al.,
2010). Fatigue is one of criteria of monitoring the quality of life in CHB patient
(Enescu et al., 2014)
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1.8 Expected outcomes and benefits

In term of nursing practice, this study has benefits for the patients. First of
all, nurses can use this knowledge to improve quality of life in patients’ illness time.
Secondly, thank to the result of this research, health care providers can use this
knowledge to develop effective clinical nursing practice guidelines about quality of
life for the management of the anxiety and depression, fatigue of chronic hepatitis B
patients also motivate social support for this patients.

On the other hands, in the research field, this knowledge can be used for
the researchers in the other areas of chronic hepatitis studies.



Doan Thi Ben Literature Review / 10

CHAPTER II
LITERATURE REVIEW

This chapter provides a literature review of factors related with quality of
life among patients with chronic Hepatitis B. The contents enhance the understanding
of phenomena of quality of life among patients with chronic Hepatitis B based on
transition theory as following 4 issues including the conclusion part:

2.1 Problems among patients with chronic Hepatitis B

2.1.1 Incidence of chronic hepatitis B
2.1.2 Pathophysiology of chronic hepatitis B
2.1.3 Impact of chronic hepatitis B
2.2 Quality of life among patients with chronic hepatitis B
2.2.1 The concept of quality of life
2.2.2 Quality of life among patients with chronic hepatitis B
2.2.3 Measuring QOL

2.3 Transition theory as a conceptual framework to explain quality of life

among patients with chronic hepatitis B
2.3.1 Overview the concept of transition theory
2.3.2 Transition theory and the patients with chronic hepatitis B

2.4 Factors associated with quality of life among patients with chronic

hepatitis B

2.4.1 Anxiety/ depression and its association with quality of
life among patients with chronic hepatitis B/measuring anxiety

2.4.2 Fatigue level and its association with quality of life
among patients with chronic hepatitis B/measuring Fatigue

2.4.3 Social support and its association with quality of life
among patients with chronic hepatitis B/measuring social support

2.5 Conclusion
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2.1 Problems among patients with chronic Hepatitis B

2.1.1 Incidence of chronic hepatitis B

Worldwide, Hepatitis B virus (HBV) infections pose a serious public
health threat (Wang & Chen, 2014). The rates of HBV infection are different between
countries and regions. In over the world, over 2 billion people have serological
evidence of HBV, and approximately 350 million individuals are chronic hepatitis B

A recent analysis indicated that 1.4 million persons born in 2000 would die
prematurely because of HBV infection (Ugwu, Varkey, Bagniewski, & Lesnick, 2008)
.Chronic hepatitis B virus infection related diseases is cause of approximately 600
million deaths per year (Ott, Stevens, Groeger, & Wiersma, 2012). In North America
Hepatitis B infection is most common in young adults. In the USA and Canada,
serological evidence of previous infection varies depending on age and socioeconomic
class. Overall, 5% of the adult USA population hasanti-HBc, and 0.5%
are HBsAg positive. Estimation 1.25 million people in the US diagnosed with chronic
HBV infection (Lavanchy, 2004).

According to WHO, Viral Hepatitis in the South-East Asia Region, an
estimated around 100 million hepatitis B carriers live in countries of the WHO-
designated. South-East Asia Region, where approximately 300,000 deaths are
attributed to hepatitis B annually. Among all chronically infected carriers worldwide,
approximately 75% are found in Asia (Lavanchy, 2004).The countries in this region,
such as Thailand and Myanmar, have a high prevalence of chronic hepatitis B (CHB)
infection, with 5% to 7% of the adult population being long-term carriers or CHB
patients (Ott et al., 2012).

Vietnam is a country having the highest rate of chronic hepatitis B virus
infection in the world. Population surveys from the two biggest cities, Hanoi and Ho
Chi Minh City, have shown a positive hepatitis B surface antigen (HBSAQ) rate of 9%
t014% (Tu et al.,, 2012). Even with the exclusion of high risk groups, it can be
estimated that approximately 10 million people are living with CHB. The CHB
prevalence is high in rural areas, with an estimated prevalence as high as 18.8 %
(Hipgrave et al., 2003) to 19% in some rural areas (Nguyen, McLaws, & Dore, 2007).

Without medical monitoring and treatment of CHB, the risk of developing cirrhosis
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and hepatocellular carcinoma (HCC) with sequelae of liver failure and death is 25—
30%. Using age-specific HBV prevalence rates from Vietnamese community-based
studies, it has been projected that by the year 2025, CHB could result in 58 650
patients with cirrhosis, 25 000 patients with HCC, and 40.000 deaths (Nguyen, Law, &
Dore, 2008).

In conclusion, the consequences of chronic hepatitis B virus infection and
progressing of disease impact on patients’ quality of life (QOL). Researcher is
interested in studying factors(anxiety and depression, fatigue, social support) related
with QOL among patients with chronic hepatitis B, which are the health transition
outcome. Accordingly, health care team can apply the result of this study to assist
Vietnamese people with chronic hepatitis B to enhance their QOL.

According to literature review, the researches on factors related to QOL
among chronic hepatitis B patients in Viet Nam were still rare. Researcher was
interested in studying the association between anxiety and depression, fatigue, social
support and QOL in chronic hepatitis B patient. The study result can be used as

nursing care planning to promote QOL for the patients.

2.1.2 Pathophysiology of chronic hepatitis B

The life cycle of HBV is complex but, essentially, it acts as a stealth virus
by evading the immune system(Chisari, Isogawa, & Wieland, 2010).

The four stages of CHB: During the chronic phase, we usually
distinguish 4 phases:

The lifetime risk of developing cirrhosis with CHB is 15-40%, with a 2-
5% risk of HCC in those with cirrhosis (Nebbia, Peppa, & Maini, 2012). Many factors
affect the rate of disease progression in CHB. It is understood that CHB has four
distinct phases with different durations and outcomes. Stages are linked to the degree
of HBV replication and the way in which the immune system responds.

The first phase, Immune-tolerant phase: During the first stage of infection,
the HBV virion (virus particle) attaches to a liver cell (hepatocyte) then penetrates the
hepatocyte’s cytoplasm (Locarnini & Zoulim, 2010). This stage lasts for 10-30 years
in perinatally acquired HBV but is absent or has a shorter duration for those infected

as children or adults. The hepatitis B viral protein, HBeAg, a marker of active viral
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replication, is presented with high levels of HBV DNA and a normal level of alanine
aminotransferase (ALT), a liver enzyme. There is minimal liver damage as the
immune system tolerates the virus.

The second phase, Immune clearance phase (immunoactive): those who
acquire HBV in late childhood, adolescence or adulthood often present in this phase.
When immune ability is lost, the immune system attacks infected hepatocytes, resulting in
elevated ALT levels and fluctuating HBV DNA levels, and causing liver fibrosis.
Seroconversion — loss of HBeAg and formation of the antibody to HBeAg (HBeAb) -
takes place in 50% of children and adults within five years of entering this phase, and 70%
of children and adults by 10 years, resulting in transition to the third phase.

The third phase, Inactive carrier phase (immune control): The third phase
is called inactive chronic carriage and is associated with no detectable viral replication
this is an inactive phase of HBeAg negative HBV with low or undetectable HBV DNA
levels, a normal ALT and no damage to the liver, necro-inflammation (Zarski, 2011).
Occasional surface antigen loss occurs. Patients in this phase form the largest group
with HBV.

The fourth phase, Reactivation phase: A fourth phase is possible with viral
reactivation episodes (Zarski, 2011). This phase can be spontaneous or can be
triggered by immune-suppression. Patients can revert to HBeAg positivity but most
are HBeAg negative with detectable DNA levels, high ALT and moderate to severe
necro-inflammation with variable amounts of fibrosis on liver biopsy (Chen, 2010;
Fattovitch et al, 2008; McMahon, 2004).

It can be said that the progress of chronic HBV is gradually deteriorate
function of immune, cells and DNA. Detection of this disease in the early stage is

therefore very important because it will prevent patients from end stage disease.

Signs and symptoms of chronic HBV

People with CHB often do not have symptoms, so those with the disease
may have no way of knowing that they are infected. However, some complain of
fatigue, aches and pains, fever, loss of appetite, nausea and abdominal pain. The
majority of acute HBV infections are also asymptomatic but around 30% of adults will

present with jaundice, fatigue, poor appetite, weight loss, nausea and vomiting,
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abdominal pain, pyrexia, dark urine and light stools (Aspinall, Hawkins, Fraser,
Hutchinson, & Goldberg, 2011).

Progress of disease

Chronic HBV infection is a serious clinical problem worldwide because of
the potentially adverse sequelae, such as hepatic decompensation and the development
of cirrhosis or hepatocellular carcinoma (HCC) (Liaw, 2013). It is one of the most
common persistent viral infections in human. Chronic HBV infection lasts six months
or longer. It has been associated with increased risk of liver failure and hepatocellular
carcinoma (HCC), and is a leading cause of liver disease, liver-related death and liver
morbidity globally (Shih & Chiaho, 2013).

Many persons infected early in life remain in the replicative stage for
several years before stimulating a host immune response that can lead to progressive
liver damage and potentially fatal complications including compensated and
decompensated cirrhosis (ascites, jaundice, portal hypertension, esophageal and gastric
variceal bleeding). Hepatocellular carcinoma is a complication that may develop after a
long duration of infection in the replicative and no replicative phases (Custer, Sullivan,
& Hazlet, 2004). The 5 years cumulative incidence of compensated cirrhosis among
hepatitis B virus (HBV) patients ranges from 8% to 20% and may be even higher.

Not only progressing of disease to hepatocellular carcinoma, liver cancer
but also chronic hepatitis B affect health of human by many diseases. Although the
majority of patients do not develop hepatic complications, it is estimated that during
their lifetimes 15-40% may develop serious sequelae of infection (Lok & McMahon,
2009). The severity of chronic hepatitis B patient was a major cause increased limit of
treatment effectiveness by antiviral therapy (ref), so has effect to effectiveness of
treatment. Higher level of the severity of hepatitis B leads to the rate of virological

response.

2.1.3 Impact of chronic hepatitis B
Chronic hepatitis B not only kills patients by cirrhosis, liver cancer, liver
failure and hepatocellular carcinoma (HCC), but represents a huge burden on the

health care system with substantial impact on human health as a matter of great



Fac. of Grad. Studies, Mahidol Univ. M.N.S.(Adult Nursing) / 15

concern to society. Furthermore, patients with chronic hepatitis B or with
complications of this disease significantly affect to their psychological and mental
stress. The stage of disease has great effect to quality of life in chronic hepatitis B
(Che et al., 2014).

The consequences of hepatitis B on physical health are significant.
Health states related to CHB infection have substantial reductions in HRQOL.
HRQOL in CHB patients compared to other diseases. Several studies compared
HRQOL between CHBV patients and those with other liver diseases. Most data
focused on a comparison between CHBV and HCV patients. Scores from all
subscales (other than worry) were higher in CHBV patients compared to those with
nonalcoholic fatty liver disease. There was no difference in most subscale scores
between CHBV and HCV patients, however scores from the activity and abdominal
subscales were sign (Modabbernia, Ashrafi, Malekzadeh, & Poustchi, 2013).

Beside, chronic hepatitis B has impact on psychological health of the
patients. Psychiatric disorders and psychological impairment (particularly anxiety and
depression) are common among CHBV patients, and identifying accompanying
conditions such as high psychological stress and alcoholism may decrease the rate of
patients' psychiatric problems. Psychological and behavioral intervention can be
potentially helpful in improving both psychological health and treatment adherence of
CHBYV patients (Modabbernia et al., 2013).

Psychiatric disorders are common in CHB patients in. Depressive
disorders and anxiety disorders are the commonest psychiatry disorders, while major
depressive disorder is the commonest specific psychiatric disorder. Several factors
were identified and shown to have a significant association with current psychiatric,
depressive, and anxiety disorders. Identification of these factors can help physicians to

recognize and manage psychiatric disorders among CHB patients (Hchan et al, 2012).

Furthermore, this disease also affect to sociological health of patients.
First of all, chronic hepatitis B has a socio-economic impact. The estimated total

annual cost of chronic HBV infection and its associated complications in Singapore
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was US$279 million. The total cost paid for chronic hepatitis B patients represents the
biggest cost component, followed by decompensated cirrhosis (DC) patients (Ong,
Lim, & Li, 2009). Chronic HBV infection poses a significant financial burden for the
average patient and that lacking treatment would become a social issue in Vietham (Tu
et al., 2012), which laid a heavy burden on the patients and their families as well as the
whole society. In Viet Nam, the total cost attributable to chronic HBV infection and its
complications in 2008 was estimated to be approximately US $4.4 billion, with the
direct medical cost accounting for about 70% of that estimate. The cost of antiviral
was the major cost driver in treating chronic HBV infection. The per-patient total
annual direct medical cost increased with the severity of the disease, with the
estimated costs for chronic HBV infection and hepatocellular carcinoma as US
$450.35 and US $1883.05, respectively. When compared with the 2008 per-capita
gross domestic product of US $1024, the financial burden of treating chronic HBV
infection is very high in Vietnam (Tu et al., 2012). Secondly, with the role of caregiver
of patients with chronic viral hepatitis, family members experience substantial
burdens, stress, effect on personal wellbeing and social activities. In most cases, they
worry about the money payment, therapeutic effect and time expenditure, and are at
risk for emotional and physical health problems (Ren et al., 2014). As family impact
this diseases, the financial burden constituted the major effect on the family caregiver.
Economic of patient’s family is more difficult because of the cost for treatment and
taking care for the patient. Moreover, the most significant effects are caused by
hospital burdens such as increased length of hospital stay and bed occupancy,
increased workload, increased hospital mortality rates and higher re-admission rates.

2.2 Quality of life among patients with chronic hepatitis B

2.2.1 The concept of quality of life

WHO defines quality of life as a individuals’ perception of their position
in life in the context of the culture and value systems in which they live and in their
relation to their goal, expectation, standards and concerns. Quality of life is defined as

individuals' perceptions of their position in life in the context of the culture and value



Fac. of Grad. Studies, Mahidol Univ. M.N.S.(Adult Nursing) / 17

systems in which they live and in relation to their goals, expectations, standards and
concerns (Organization, 1996). Another way to define the quality of life is patient’s
subjective satisfaction with one's life. The patient’s satisfaction and happiness with
either their life as a whole, or specific domains of their life (Church, 2004). Similarly,
sense of well-being that stems from satisfaction or dissatisfaction with areas of life
that are important to patients (Ferrans & Powers, 1992). All of these concepts have
impact on overall quality of life which is a person’s sense of well-being that stems
from satisfaction or dissatisfaction with the areas of life that are important to him/ her
(Ferrans et al., 2005)

The term health-related quality of life (HRQOL) reflects the impact of the
disease upon a person’s quality of life (Glise & Wiklund, 2002). Health-related
quality of life (HRQOL) is considered to be an important aspect of disease.
Progression to more severe complications may profoundly affect their
HRQOL(Younossi, Guyatt, Kiwi, Boparai, & King, 1999).

QOL is a broader concept than HRQL. Wilson and Cleary do not explicitly
define QOL, but imply QOL measures capture a stable synthesis of a wide range of
experiences and feelings understood to represent wellbeing or QOL. QOL is also
influenced by multiple non medical factors (Wilson & Cleary, 1995). The four health
outcomes that constitute HRQL are organized along a causal pathway. Wilson and
Cleary do not define characteristics of the individual or characteristic of
environmental, although both concepts are included in the schematic representation of
the model. Characteristics of the individual are categorized as demographic,
developmental, psychological, and biological factors that influence health outcomes
(Ferrans et al., 2005). The model suggests that symptom amplification or an appraisal
of symptom burden influences symptom status; personality and motivation influence
functional status; and value preferences influence general health perception and QOL.
Characteristics of the environment are either Social and economic supports or
Psychological supports (Ferrans et al., 2005). Social and economic supports influence
functional status; Social characteristics include marriage partners, the social
environment, Psychological supports that influence symptom status, general health

perception and QOL. Psychological characteristics include the distinctive attributes of
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setting which may influence health outcomes, such as neighborhood pollution or
workplace exercise facilities.

2.2.2 Quality of life among patients with chronic hepatitis B

From literature reviews, many factors related to QOL such as severity of
disease, virological response. Quality of life is significantly impaired in patients with
chronic hepatitis B, particularly in those with severe disease (Enescu, Mitrut, Balasoiu,
Turculeanu, & Enescu, 2014). It mean that increasing severity of CHB leads to a
decline in HRQOL(Modabbernia et al., 2013). Although some of antiviral drugs
decrease the quality of life during treatment, it significantly improves after stopping it
(Enescu et al., 2014). Quality of life among patients with chronic hepatitis B decreases
that may be related to psychiatric disorders, such as depression (Arvand, Shafiabadi,
Falsafinejad, & Naderi, 2012).

2.2.3 Measuring QOL of patients with chronic hepatitis B

By using questionnaire the researcher will measure the quality of life
among patients with chronic Hepatitis B base on SF- 36. The SF-36® Health Survey
was first made available in “developmental” form in 1988 (Ware, 1988) and in the
standard form (i.e., SF-36® Health Survey) in 1990 (Ware et al., 1993). It was
constructed to satisfy minimum psychometric standards necessary for group
comparisons. The eight health domains represented in the SF-36® Health Survey
profile were selected from the 40 domains that were included in the MOS (Stewart
&Ware, 1992). It consists of 8 multi-item domains including physical functioning(PF),
role limitations due to physical health problems(RP), bodily pain (BP), general health
perceptions(GH), vitality (VT), social functioning (SF), role limitations due to
emotional problems (RE), and mental health (MH). That evaluates various aspects of
physical and psychological functioning and well-being, with higher scores indicating
better health. In addition, the 8 domains are aggregated into 2 summary measures:
physical component summary (PCS) and mental component summary (MCS) scales
(Thumboo et al., 2003).Each scale contained 2-10 questions and was graded between 0
and 100 points (Ware et al., 1992; Demiral et al., 2006).
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2.3 Transition theory as a conceptual framework to explain quality of

life among patients with chronic hepatitis B

2.3.1 Transition theory

Transition theory is used as a theoretical framework in this study.
Transition is a nature that can be applied and used to describe the process of health,
daily living, work, study, everyday life. People cannot avoid transition and are always
in a transit process. Major concepts of the middle range theory of transition include 4
main components including: (a) Nature of transitions which refer to type and
characteristics of transition. (b) Transition conditions refer to factors that can facilitate
or inhibit transition process and outcomes. Transition conditions include personal,
community, or societal factors and personal conditions include meanings, cultural
beliefs and attitudes, socioeconomic status, preparation, and knowledge.(c) Pattern of
response refers to the outcome of transition which reflects the state of a person after
transit in his/her health trajectory process. (d) Nursing therapeutics refer to
intervention nurses perform to facilitate healthy transition (Meleis et al., 2000).

In this study, patient's QOL can be viewed as transition process in their
health and illness. Accordingly Meleis’ transition theory can be employed to clearly
explain the changing process of a person undergoing chronic hepatitis B. It explains
health and illness transition of personal suffering with chronic hepatitis B illness in
particular the progress of HBV disease from the first stage to the fourth stage. It is the
change in health and illness of patients that create a transition outcome, enhanced
QOL from treatment. Transition outcome depends on personal factors. It means that
patient ‘s QOL have relationship with transition conditions, factors which can
facilitated or inhibited stigmas, symptoms like fatigue, anxiety and depression. This

relationship is clearly explained in transition theory.

2.3.2 Transition theory and the patients with chronic hepatitis B

The process of becoming CHB infected patients can be clearly explained
by transition theory. All patients with chronic hepatitis B experienced transition of
their illness at the early progressive of disease and during recurrent of disease. In any
stages of disease the patient have signs, symptoms and laboratory test with lever of
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severity of different individual. When applying the transition theory into this research
it can be explained as follow: Type and characteristics of transition refers to health
illness continuum as becoming chronic hepatitis B, transition conditions refer to
factors that can facilitate or inhibit transition process and outcomes. In this study it
refers to anxiety and depression, fatigue and social support. Health outcome as the
dependent variable is QOL that belong to pattern of response of transition theory.
Applying transition theory in this study can assist health care professions to
understand the factors associated with related QOL. It plays a crucial role to make
preparation and plan to manage such factors. There by, the trajectory process of illness
would be smoothly and successfully, which resulted in improved QOL of patients with
chronic hepatitis B. It can be said that patients have CHB they can become healthy if

they receive appropriate support and care from nursing profession.

2.4 Factors associated with quality of life among patients with chronic
hepatitis B

2.4.1 Anxiety/ depression and its association with quality of life among
patients with chronic hepatitis B.

The depression was ranked as the third leading cause of the global burden
of disease in 2004 (WHO, 2012). Previous research has also shown that depressive
disorders are related to poor QOL in patients with chronic liver diseases (CLD)
(Fabregas et al., 2013). Moreover, CLD is linked to job loss, impaired functioning,
mood swings, anxiety, low self-esteem, depression, and other emotional problems that
severely affect QOL and well-being. It is seem to be that by enhancing coping and
self-efficacy skill, QOL in CLD patients may be improved (Gutteling, Duivenvoorden,
Busschbach, de Man, & Darlington, 2010). Patients should be monitored for
depressive symptoms during the course of clinical medical care for CHB so that
psychological care may be initiated in a timely manner. There was a higher rate of
psychiatric disorders (mostly depression), anxiety at patients diagnosed with chronic
hepatitis B within 3 months (Enescu et al., 2014).
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Chronic hepatitis B patients with depression have a significant reduction in
quality of life when compared with those without (Chan, Yu, & Li, 2012). It may be
beneficial in disease management when health care team screen depression in chronic
hepatitis B (Mirabdolhagh Hazaveh, Dormohammadi Toosi, Nasiri Toosi, Tavakoli, &
Shahbazi, 2015). As in all chronic diseases, these infections may lead to psychological
health problems. There are numerous studies addressing the psychological wellbeing,
psychosocial stressors related to the disease, quality of life QOL in patients with
chronic hepatitis (Kunkel et al., 2000; Pojoga et al., 2004).

Depression and anxiety are common and important co-morbidities in
patients with chronic hepatitis B disease. Symptoms of anxiety and depression were
measured by 2 scales including the Hamilton Depression Rating Scale (HAM-D) and
Hamilton Anxiety Rating scale (HARS).This scale was developed as a screening tool
for psychological distress in somatic out-patients (Zigmond et al. 1983).It has
construction brief and high validity that is an attractive instrument to measure
depressive disorders.

Hamilton Anxiety Rating Scale (HAM- A) is in the public domain and is
used to measure the severity of symptoms of anxiety, which includes evaluation of 14
symptoms and signs. Each item is score on 5 - point scale, ranging from 0 (not
present) to 4 (severe). 0 = Not present, 1 = Mild, 2 = Moderate, 3 = Severe, 4 = Very
severe. The total of score is ranged from 0 to 56, under and equal 17 is mild severity,
18 — 24 is mild to moderate severity and 25 — 30 is moderate to severe. The time is
administrated about 10-15 minutes. (Hamilton, 1960).Hamilton Depression Rating
Scale (HAM-D) is in the public domain and is used to identify severity of depressive
symptoms and including 17 items. The range of scores for depression severity are
determined as: no depression, score <10; mild depression, score 10-13; moderate
depression, score 14-17; severe depression, score >17) It takes about 20 minutes
(Hamilton, 1960).

2.4.2 Fatigue level and its association with quality of life among
patients with chronic hepatitis B
Fatigue and impaired psychological functioning is associated with

diminished HRQOL in chronic hepatitis virus, independent of the disease etiology.
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Management of fatigue and depressive symptoms should be considered a priority, in
order to improve HRQOL in CVH patients (Younossi et al., 1999). The state of result
of other study demonstrate that fatigue was found to be significant associated with
health related quality of life of patient with chronic hepatitis virus (Karaivazoglou et
al., 2010). Fatigue is one of criteria of monitoring the quality of life in CHB patient
(Enescu et al., 2014).

In this study, fatigue will be measured by the Greek standardized version
of Functional Assessment of Chronic Iliness Therapy Fatigue Scale (FACIT- F). This
instrument was created by Webster since 2003. The new 13 items scale contained four
subscales: cognitive, fatigue, energy and productivity. This scale is selected because it
is widely accepted among health care profession (community health, inpatient,
outpatient, etc), easy to understand and feasible to used in clinical research. The
FACIT Fatigue Scale is easy to complete (in 5-10 minutes). It has demonstrated

equivalence in mode of administration (interview vs. self-report)

2.4.3 Social support and its association with quality of life among
patients with chronic hepatitis B

Low social support have a negatively impact above mental health of
chronic hepatitis patients (Enescu et al., 2014). Social support seems to be associated
with better mental health and HRQOL in chronic hepatitis B and C (Poorkaveh et al.,
2012). It is important to strengthen communication between healthcare professionals
and patients in order to improve the patient's perception of social support and quality
of life (Xiao et al., 2012). Low social support have a negatively impact above mental
health of these patients (Enescu et al., 2014). In antiviral therapy, social support plays
an important role to improve adherence of antiviral regimen to obtain virological
response. Patients with CHB who have a virological response to 24 weeks of antiviral
therapy also have significant improvements in HRQOL(Kim et al., 2012).

Social Support will be measured by the MSPSS that measures perception
of social support of patients from three sources: Family (Fam) (items 3, 4, 8, and 11),
friends (Fri) (items 6, 7, 9, and 12) and significant others (SO) (items 1, 2, 5, and 10).
Many scales have been designed to assess social support, including in-person

interviews and self-report questionnaires. MSPSS has proven to be psychometrically
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sound in diverse samples, and to have good internal and test-retest reliability, and
robust factorial validity.

2.5 Conclusion

According to literature review, chronic hepatitis B is common chronic
diseases and public health threat. This disease causes severe symptoms impact on
physical health, emotion and psychology of patients. Furthermore, chronic hepatitis B
leads to economic burden because of cost of treatment by antiviral therapy, controlling
infection and also regiments for complication of this disease is expensive. There are
evidences to support that many factors in particular patients’ anxiety/ depression,
fatigue and social support related quality of life. The questionnaires used in this study
for assessing anxiety, depression, fatigue and social support. In order to obtain smooth
transition also delay progress of chronic hepatitis B and enhance effectiveness of
treatment to improve quality of life, there should be control factors related QOL
among patients with this disease. The study result can be used as nursing care planning
to promote QOL for the patients.



Doan Thi Ben Methodology / 24

CHAPTER I
METHODOLOGY

3.1 Research design
The population of this study included both males and female patients
diagnosed with chronic hepatitis B admit to department of infectious diseases in Bach

Mai hospital. The age of patients was at 18 years or older at the moment of the study.

3.2 Population and sample of the study

3.2.1. The population of this study
The population of this study included both males and female patients
diagnosed with chronic hepatitis admitted to department of infectious diseases in Bach

Mai hospital. The age of patients was at 18 years or older at the moment of the study.

3.2.2 The sample of the study

Sample was selected from the population according to the following
criteria:

The inclusion criteria are as follow: The sample in this study was
recruited from the population according to the following inclusion criteria:

1) Diagnosis was chronic hepatitis B, they were able to verbally
communicate with the researcher in Vietnamese language.

2) Voluntarily agreed to participate in the study.

The exclusion criteria are as follow:

1) Patient had liver transplantation, co-infection with human
immunodeficiency virus (HIV)

2) The patients have symptoms like ascites, severe pain, dyspnea

3) Incomplete fill out questionnaire
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Termination criteria:
Patients who developed any serious symptoms were terminated like
respiratory failure: Respiratory rate > 30 times/minute, SpO,< 80 %, purple on the lip,

finger or body, heart rate > 90 times/ minute.

Sample size:

The researcher tested the association among anxiety and depression,
fatigue, social support and quality of life among patients with chronic hepatitis B.
There were three parameters in this study and 1) the level of significance o= 0.05, 2)
the power of the statistical test (Power 1- f= 0.8) and 3) effect size for this study
(f=.099). The sample size in this study was calculated by using G*power version
3.1.9.2 program to determine the minimum number of participants needed for co-
relational design (Faul, Erdfelder, Buchner, & Lang, 2009). Based on G*power,

sample size should be at least 115 patients.

3.3 Setting

The research was conducted at the Department of Infectious Diseases in
Bach Mai Hospital. Healthcare services are provided by the specialist everyday from
7:30am - 5:00pm at the Department of Infectious Diseases for patients with tropical
diseases such as Meningitis, Sepsis shock, Tetanus, HIV/AIDS, Hepatitis.

Health care services are given by 35 nurses, 15 doctors and 2 assistants at
the three clinical units. Their services include reception, collecting data of patient in to
record, and taking care the patients as to take the vital signs, to deliver medication for
patient, education and counseling, monitoring patient, etc. Every day, there are about
20 patients with chronic Hepatitis B come the Infectious Diseases Department to have
examination including new and old patients. So, the researcher plans to collect data

every day.
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3.4 Instruments

The instruments used for data collection included 5 parts as follows:

Part I: Questionnaire demographic

Demographic data of the patients, illness history and previous treatment
information were collected. The researcher developed this questionnaire by herself.
The demographic data of the patients included age, gender, such as age, gender,
marital status, educational level, year of nursing experience, job position and work
place, address at present and ways of medical payment, reason for the first time the
patient goes to the doctor. The illness history and previous treatment information had
11 items including co- morbidity, exposure risk factors, vaccination information, and
history of treatment by traditional and antiviral medicine, history of chronic hepatitis

B vaccine and liver cancer in family.

Part Il:Hamilton Anxiety Rating scale (HAM-A) and Hamilton
Depression Rating Scale (HAM-D)

Hamilton Anxiety Rating Scale (HAM-A) was provided freely and used to
measure the severity of symptoms of anxiety, which included the evaluation of 14
symptoms and signs. Each item was scoring in 5 - point scale, ranging from 0 (not
present) to 4 (severe). 0 = Not present, 1 = Mild, 2 = Moderate, 3 = Severe, 4 = Very
severe. The total of score is ranged from 0 to 56, under and equal 17 is mild severity,
18 — 24 is mild to moderate severity and 25 — 30 is moderate to severe. The time for
administration is about 10-15 minutes (Hamilton, 1960).

Hamilton Depression Rating Scale (HAM-D) is in the public domain and
is used to identify severity of depressive symptoms and including 17 items. The range
of scores for depression severity are determined as: no depression, score <10; mild
depression, score 10—13; moderate depression, score 14—17; severe depression, score

>17) It takes about 10-15 minutes (Hamilton, 1960).
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Reliability of test:

Hamilton Anxiety Ratings Scale was tested on 30 CHB patients at
Infectious diseases department. Two experts in Infectious Diseases department who
had similar degree (Bachelor of Nursing) and 5 years of experience tested on 30CHB
patients. Then the scores were taken to find the reliability by Cronbach’s alpha
coefficient.

The inter rater reliability of Hamilton Depression Rating Scales (HAM-
D)was tested by two experts. One expert at the Department of Infectious Diseases and
one another expert from psychiatric department in Bach Mai Hospital. After the first
expert finished their test and leaves the room, the second expert was performed his or
her assessment. Correlation coefficient was used to calculate the agreement between

scores of two experts after collecting data.

Part Il1:Functional Assessment of Chronic lliness Therapy (FACIT)
Fatigue Scale (Version 4) (FACIT-F)

Fatigue was measured by the Greek standardized version of Functional
Assessment of Chronic Illness Therapy Fatigue Scale (FACIT- F). The 13-item scale
contained four subscales: cognitive, fatigue, energy and productivity. The level of
fatigue is measured on a four point Likert scale from 4 (Not at all) to 0 (very much)
(Webster et al., 2003) Webster, K., Cella, D., & Yost, K. (2003). The functional
assessment of chronic illness therapy (FACIT) measurement system: properties,
applications and interpretation. FACIT-F scores range from 0 to 52, with the highest
values indicating less fatigue. Score in the range of 30 and below are in general

suggestive of significant fatigue.

Part 1V: Multidimensional Scale of Perceived Social Support (MSPSS)
Social Support was measured by The Multidimensional Scale of Perceived
Social Support (MSPSS) that measures perception of social support of patients from
three sources: Family (Fam) (items 3, 4, 8, and 11), friends (Fri) (items 6, 7, 9, and 12)
and significant others (SO) (items 1, 2, 5, and 10).MSPSS was originally developed by
Canty-Mitchell and Zimet in 1990. Zimet et al, (1988), have well argued that the

MSPSS is a short scale (12 items total), Each item is scored on a likert scale ranging
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from 1 (Very strongly Disagree) to 7 (Very strongly agree) and MPSS items are easy
to understand and despite being a brief instrument it measures support from three
sources. According to (Furukawa, Harai, Hirai, Kitamura, & Takahashi, 1999)
reported alpha reliability coefficients of 0.85 in CHB patients.

The researcher collected data by sending the questionnaire for participants.
Participants completing the MSPSS were asked to indicate their agreement with items
on a7-point Likert-type scale, varying from very strongly disagree to very strongly
agree. Total and sub scale scores range from 1 to 7. The interpretation are 1) if you
very strongly disagree, (2) if you strongly disagree, (3) if you mildly disagree, (4) if
you are neutral, (5) if you mildly agree, (6) if you strongly agree, (7) if you very
strongly agree. Total scores of social supports vary from 12 to 84 and the higher the

score, the more social support.

Part V: The SF-36® Health Survey

By using a questionnaire, the researcher measured the quality of life
among patients with chronic Hepatitis B base on SF-36® Health Survey. The SF-36®
Health Survey was first made available in “developmental” form in 1988 (Ware, 1988)
and in the standard form (i.e., SF-36® Health Survey) in 1990 (Ware et al., 1993). It
was constructed to satisfy minimum psychometric standards necessary for group
comparisons. The eight health domains represented in the SF-36® Health Survey
profile were selected from the 40 domains that were included in the MOS (Stewart
&Ware, 1992). It consists of 8§ multi-item domains including physical functioning
(PF), role limitations due to physical health problems (RP), bodily pain (BP), general
health perceptions (GH), vitality (VT), social functioning (SF), role limitations due to
emotional problems (RE), and mental health (MH). That evaluates various aspects of
physical and psychological functioning and well-being, with higher scores indicating
better health. In addition, the 8 domains are aggregated into 2 summary measures:
physical component summary (PCS) and mental component summary (MCS) scales
(Thumboo et al., 2003). Each scale contained 2-10 questions and was graded between

0 and 100 points (Ware et al., 1992; Demiral et al., 2006).
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3.5 Instrument Reliability and Validity

3.5.1 Instrument Reliability

Functional Assessment of Chronic Illness Therapy Fatigue Scale (FACIT -
F), MSPSS and the Health Survey (SF-36) was used with CHB patients who had
characteristic similar to the studied participants as aforementioned. The Cronbach's
alpha coefficient was employed to test each instrument reliability. The inter-rater
reliability of Hamilton Depression Rating Scales (HAM-D) was tested by two experts.
One expert at the Department of Infectious Diseases and one another expert from
psychiatric department in Bach Mai Hospital. After the first expert finish their test and
leaves the room, the second expert performed his or her assessment. Correlation
coefficient was used to calculate the agreement between scores of two experts after

collecting data.

Table 3.1 Reliability of scales (n= 30 and n=115)

Scale Number of Cronbach's Alpha Cronbach's Alpha
Items (n=30) (n=115)

HAM-A 14 .894 .878

HAM-D 17 .806 .799

FACIT - F 13 .889 918

MSPSS 12 .882 .880

SF36 36 948 926

3.5.2. Instrument Validity

The instrument of this study included: Hamilton Depression Rating Scales
(HAM-D), Hamilton Anxiety Rating Scales (HAM-A), Functional Assessment of
Chronic Illness Therapy Fatigue Scale (FACIT-F), Multidimensional Scale of
Perceived Social Support (MSPSS) and the SF-36® Health Survey (SF-36). All of
scales were translate into Vietnamese by English teacher. They were verified by 5
experts including: The Dean of Infectious diseases department, doctors, head nurse
and nurse. After that, they were used to test 30 patients in Infectious diseases

department to assure their understanding of the contents.
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3.6 Data collection

The data collection was conducted in the following sequence:

1) Preparation research assistant

A Research assistant in this project is two-year experienced nurse in
Hepatitis B virus unit. Researcher trained her/him about objective and details of
project focusing on her/his role for approach voluntary subject, how to include and
exclude by inclusion and exclusion criteria, describing to participant with simple word
for understanding also process of signing consent form.

2) After getting the approval from IRB and receiving permission to collect
data from IRB of Faculty of Nursing, Mahidol University and Vietnam National
University, the researcher and research assistant were asked to have permission from
the director of the hospital, the administer of Infectious Disease Department and head
nurse of Infectious Disease Department in order to explain the purpose of the study
and data collection process.

3) Head nurse or the nurse who was on duty screened the eligible patients
according to the inclusion criteria and introduced the research assistant to target
patients. Then, the research assistant was self-introduced, made a relationship with the
patients and gave information about the objective of the study, data collection
procedure and asks for participating in the study. If the patient wanted to participate in
the study, the research assistant asked the patient to sign the consent form and
introduced the researcher to the patient.

4) The researcher collected some information of the subject from the
medical record form. Then the researcher organized a private room for interviewing
the subjects or the subjects answer the questionnaires themselves. The questionnaires
using in the data collection consist of these contents 1) General information of
the patient 17 questions, 2)Hamilton Anxiety Rating Scale (HAM-A) has14 questions
and Hamilton Depression Rating Scale (HAM-D) has 17questions, 3) Functional
Assessment of Chronic Illness Therapy (FACIT) Fatigue Scale (Version 4) (FACIT-F)
has 13 questions, 4)Multidimensional Scale of Perceived Social Support
social(MSPSS) has 12 questions, and 5) The SF-36® Health Survey (SF36)for quality
of life has 36 questions. Total questionnaire has 109 questions and the time is about

30-40 minutes.
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5) After the completion of interviewing or answering questionnaires, the
researcher informed the subjects that the data collection process had ended with
thankful to the subjects

6) During interview or use questionnaire, if patients didn’t want to
participate in this study they could stop in any conditions. The patients could get the
same standard care after withdraw from the study. There were no any effects for
caring.

7) If the patients hadunstable conditions for example dyspnea, the
researcher could stop to interview. The researcher could immediately contact with
doctors who had response to take care the patients. The researcher could take care

until patients already stable.

3.7 Protection of human rights

In this research, the researcher concerned on human rights and ethical
issues throughout the research process by

3.7.1. Submitting the research proposal, the researcher received approval
by the Ethical Committee of faculty of Nursing, Mahidol University, Thailand and
IRB of Vietnam National University, Vietnam and started the data collection process
after getting approval from director of Bach Mai hospital, head of Department of
Infectious Diseases.

3.7.2. The researcher introduced herself to the participants, informed the
patients about the research objective and all data collection process. The patients were
informed that they had right to refuse to join in the research process. During anytime
throughout the research process, a patient had their own right to with draw from the
research project at anytime and was not affect their treatment or caring process. If
patients agree to join in the research process, they were invited to sign their name in
the consent form.

3.7.3 This research was not harmful to the patient’s physical health. The
data collection process might take time about 30- 40 minutes.

3.7.4 The data of patients in research was useful for other patients who had

the same health care problem as the sample instead of benefit for patients who joined
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the study. Privacy of patients was kept secretly, only the researcher and the IRB team
was able to get access to the data. Any content related to data that was presented in the
thesis or any publication was anonymous. In case of ones who with drawn themselves
from the research, all data was deleted from the database and was not used as any part
of the research.

3.7.5 If the participants had further questions or required more explanation
in regard to the research, they were informed to feel free to ask the researcher at
anytime throughout the research process.

3.7.6 After the participants were clearly understand the research process
and agree to join in the research, they were invited to sign their name in the consent

form.

3.8 Data analysis

The data was analyzed by using computer program. The significant level
of statistic test is set up at o = .05.

1. Frequency, percentage, mean and standard deviation was used to
describe the general characteristics and medical of the samples.

2. The descriptive statistics in terms of frequency, percentage, mean,
standard deviation, and range were used to describe study variables, including anxiety
and depression, fatigue, social support and quality of life in patients with chronic
hepatitis B.

3. Spearman’s tho was employed to test correlation among the variables.

3.9 Assumption for statistic test
Normality was tested. The result showed that it was not normal. So, the
researcher used Spearman’s rho to examine association between anxiety and

depression, fatigue, social support and quality of life.
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CHAPTER IV
RESULT

This descriptive correlational study was conducted to examine the
relationship between anxiety and depression, fatigue, social support and quality of life
among patients with chronic hepatitis B who aged 18— 72 years old in Infectious
Diseases Department at Bach Mai hospital from August to October, 2016. The
findings were presented in descriptive statistic as follows:

1. The demographic data of patients with chronic hepatitis B.

2. The information related to illness and treatment

3. The correlation between anxiety and depression, fatigue, social support

and quality of life among patients with chronic hepatitis B

4.1 Demographic data of patients with chronic hepatitis B

The demographic data are illustrated in table 4.1. Thedata were collected
including age, gender, BMI, marital status, educational level, occupation and income.
The sample in this study, composed of 75 males (65.22%) and 40 females (34.78%).
The age of patients with CHB ranged from 18 to 72 (Mean = 38.84, SD = 13.725). The
most popular age was less than 40 years old with 65.22% while the age over 41 years
old was the least popular with 34.78%. The samples with over-weight were 20.87%
and obesity were 9.57%. The patients lived in city account of 57.39%, in rural is
38.26% and only 4.35% lived in the Mountain region. The highest percentage of
patients who were married or living as married with 76.52%. Lessthan a half (36.52%)
received colledge and university education, while 29 (25.22%) received secondary
education. The occupations of patients were common in famer and retired with 27.82

% while only 5.22% were students.



Doan Thi Ben Result/ 34

Table 4.1 General characteristic of the sample (n = 115)

Characteristics Number Percentage
(n=115) (%)
Gender Male 75 65.22
Female 40 34.78
Age <40 years 75 65.22
41- 50 years 15 13.04
51 — 60 years 12 10.44
Over 60 13 11.30

Min = 18, Max = 72, Mean £ SD =38.84 + 13.73

<18.5 20 17.39
BMI
18.5-22.9 60 52.17
23-249 24 20.87
>=25 11 9.57
Min = 16.23, Max =29.76 , MeantSD =21.48+ 0.26
Location of resident Urban 66 57.39
Rural 44 38.26
Mountain 5 4.35
Marital status Single 27 23.48
Married/  Living as
88 76.52
married
Educational Level Primary 2 1.74
Secondary 29 25.22
High/ Vocational
18 15.65
training
Colledge and university 42 36.52

Other 24 20.87
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Table 4.1 General characteristic of the sample (n = 115) (cont)

Characteristics Number Percentage
(n=115) (%)

Occupation
Farmer 19 16.52
White-collar 11 9.57
Student 6 5.22
Driver 5 4.35
Retirement 13 11.30
Worker 12 10.43
Other 49 42.61

Payment Insurance 23 20
Payment by themselves 92 80

4.2 The information related to illness and health status of patients
Most of patients were infecting HBV diagnosis at the age of more than 16
years old (89.57%) and 6.09% those did not remember when they infected HBV. The
majority of patients did not have co-morbidity (62.61%). Stomachache and heart
disease were the most popular co-morbidities with 16.52% and 6.09%, respectively.
54.78% had not injected HBV vaccine and 14.78% had vaccination while 30.4% did

not know they used vaccination yes or no during their lifetime (table 4.2).
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Table 4.2 Characteristic of illness and health status of patients (n = 115)

Characteristics Number (n=115)  Percentage (%0)
Time for Diagnosis
1-12 months 3 2.61
1-6 years 0 0
6-16 years 2 1.74
> 16 years 103 89.57
Unknown 7 6.09
Having co-morbidity
No 72 62.61
Yes (can answer more than one) 43 37.39
Stomachache 19 16.52
Hypertension 5 4.35
Heart disease 7 6.09
Spine disease 6 5.22
Other 18 15.65
Hepatitis B vaccination
Yes 17 14.78
No 63 54.78
Unknown 35 30.43

4.3 Frequency, percentage of patients with CHB by anxiety and

depression, fatigue

Table 4.3 showed that the Mean and SD of HAM-A score were 10.98 +
8.56 and most of patients suffered from mild to moderate anxiety (42.61%) whereas
severe anxiety (13.91%). It is important to note that 31.30% and 18.26% were mild
and medium depression while only 4.35% and 1.74% were severe and very severe
depression. In regard to fatigue, majority of the sample (85.22%) illustrated less
fatigue.
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Table 4.3 Frequency, percentage of patients with CHB by anxiety and depression,
fatigue

Number (n =115) Percentage (%)

Anxiety (HAM - A)

No anxiety 50 43.48
Mild to moderate anxiety 49 42.61
Severe anxiety 16 13.91

Min = 0, Max = 43, Mean + SD = 10.98 &+ 8.56

Depression (HAM - D)

No depression 51 44.35
Mild depression 36 31.30
Medium depression 21 18.26
Severe depression 5 4.35
Very severe depression 2 1.74

Min = 1, Max = 34, Mean+ SD =9.76 £ 5.71

Fatigue (FACIT-F)
Severe fatigues 17 14.78
Less fatigue 98 85.22

Min = 2, Max = 38, Mean = SD = 13.43+ 7.46

4.4 Frequency, percentage of patients with CHB by anxiety and
depression, fatigue

Mean and SD of MSPSS score were 5.383 £ 0.809. It is interesting to note
that 54.78% of patients received the high support following is moderate support at
43.48% and while low support account for 1.74. The social support includes three

domains: Family, friend and other. The Mean and SD score for family, friend and

other domain were 5.9 + 0.96, 4.92 + 1.13 and 5.32 + 0.98, respectively. (Table 4.4)
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Table 4.4 Frequency, percentage of patients with CHB by anxiety and depression,

fatigue

Social support (MSPSS) Number (n = 115) Percentage (%)
Low support 2 1.74
Moderate support 50 43.48
High support 63 54.78

Min = 1.5, Max = 7, Mean + SD = 5.38 +0.80
Family= Min =1, Max =7, Mean + SD = 5.9 + 0.96
Friend=Min =1, Max =7, Mean £ SD =4.924 + 1.131
Other=Min= 1, Max =7, Mean+ SD=5.32 + 0.98

4.5 Quality of life in patients with HBV

There are 8 domains in the SF 36 scale. They are Physical functioning,
role-physical, Bodily pain, general health, vitality, social functioning, role-emotion

and mental health. The table 4. 5 showed the mean of each domain in quality of life
questionnaire. The statistic indicated the average score and SD of bodily pain were

77.7 = 22.9 while those of general healthdomain were 22.7 + 11.3 (table 4.5).

Table 4.5 Quality of life in patients with HBV

Domain of QOL Mean SD Max Min
Physical functioning 64.5 243 100 15
Role function/physical 52.2 43.6 100
Bodily Pain 77.7 229 100 24.5
General health 22.7 11.3 55 0
Vitality (Energy/fatigue) 53.0 13.6 85 0
Social Functioning 74.1 14.3 100 37.5
Role function/ emotional 47.5 44.2 100 0

Mental health 70.6 14.4 100 32
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4.6. The correlation between anxiety and depression, fatigue, social

support and quality of life among patients with chronic hepatitis B

Table 4.6, Anxiety, depression and fatigue had correlation with QOL
(- 0.55,-0.683, -0.541, respectively).

Table 4.6 Correlation between anxiety, depression, fatigue, social support and total

QOL (n= 115).

1 2 3 4 5
1. Anxiety 1,00
2.Depression 0,755 1,00
3. Social support 0.054 0.139 1,00
4 Fatigue 0.598" 0,665 0,077 1,00
5.Q0L -0.550" -0.683" -0.089 -0.541" 1.00

*%p<0.01

4.7 Correlation between anxiety, depression, fatigue, social support

and each domain of quality of life

Anxiety, depression and fatigue were low and medium negative correlation
with 8 domains of the SF36 scale except social functioning domain. On the other hand,
family and other domains of social support scale were not significant correlation with
8 domains of the SF 36 scale. Moreover, social friend was not significant correlation

with 8 domains of the SF 36 except social functioning (r=-.252, p=0.01)(table 4.7)
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Table 4.7 Correlation between anxiety, depression, fatigue, social support and each

domain of quality of life (n= 115).

SS SS SS SS

Anxiety Depression Fatigue ) ]
Family Friend Other Total

E3

Depression 754 1

Fatigue 597" 664" 1

SS Family 104 208" 092 1

SS Friend 028 058 075 355 1

SS Other 044 141 045 504 3777 1

Physical functioning -455  -557  -400" -076 -011 -141 -.050
Rolefunction/physical -409"  -543"  -451" -167 -008 -.064 -.070

Rolefunction/ . . .

-.409 -.543 -451 -167 -.008 -.064 -.070
emotional
Vitality o . -

-392 -453 -419 -061 -015 -.056 -.010
(Energy/fatigue)
Mental health -5047 586 -4807 .000 -.027 -017 -.011
Social Functioning -.091 -.043 -175  -.038 -252" -003 -.110
Bodily Pain -4407  -4997  -5017  -116  -.108 -.032 -.090
General health -2507 -223" 2557 _040 -.051 .109 -.045

% p<0.01.
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CHAPTER V
DISCUSSION

This study aimed to investigate the relationships between anxiety,
depression, fatigue, social support and quality of life among adult patients with
chronic hepatitis B. The discussions are presented as follow:

1. Characteristics of the sample

2. Quality of life among CHB patients

3. Relationships between anxiety, depression, fatigue, social support and

quality of life

5.1. Demographic and clinical data

Vietnam is among those countries having the highest prevalence of CHB
in the world. It is estimated that the prevalence of HBV+ among populations from 9%
to 14% in urban setting (Tu et al., 2012) and 18.8%-19% in rural areas (Hipgrave et
al., 2003; Nguyen, McLaws, & Dore, 2007). Without medical monitoring and
treatment of CHB, the risk of developing cirrhosis and hepatocellular carcinoma
(HCC) with sequelae of liver failure and death is 25-30%. Using age-specific HBV
prevalence rates from Vietnamese community-based studies, it has been projected that
by the year 2025, CHB could result in 58 650 patients with cirrhosis, 25 000 patients
with HCC, and 40.000 deaths (Nguyen, Law, & Dore, 2008).

The sample in this study composed of 65.22% male and 34.78% female. It
is consistent with some previous study in other setting (Huy et al., 2014; Huy,
Vernavong, & Kinh, 2014). The authors suggested that gender was a risk variable,
men having a higher risk of HBV infection than women.

The age of patients with CHB ranged from 18 to 72 (Mean =38. 84, SD =
13. 73) .The most popular age was less than 40 years old with 65.22 % while the age

over 41 years old was the least popular with 34.7This result was equal compared to
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%.other study (TASBAKAN et al., 2010). The patients lived in city account of
57.39 %. Inruralis 38.26 % and only 4.35 % lived in the mountain region. It can
be explained by the fact that CHB is a complicated disease that required intensive
treatment, which the hospital in rural area could not performed without the instruction
from the hospital in higher levels of health care system. Therefore, patients tend to go
to hospital at central level to use this service with high quality and ensure their
treatment. Bach Mai Hospital is one of the biggest hospitals in Vietnam and located in
Hanoi, centre of Northern region. The research was conducted at the Department of
Infectious Disease. Every day, there are about 20 patients with chronic Hepatitis B
come the Infectious Diseases Department to have examination including new and old

patients.

5.2. Quality of life of CHB patients

In this study, we used transition theory (Meleis et al., 2000) to understand
the CHB patients’ QOL. Accordingly, it explains health and illness transition of
personal suffering with chronic hepatitis B illness in particular the progress of HBV
disease from the first stage to the fourth stage. Transition outcome depends on
personal factors, which means that QOL of patients would depend on transition
conditions, especially personal factors such as fatigue, anxiety and depression.
Specifically, type and characteristics of transition refers to health illness continuum as
becoming chronic hepatitis B, transition conditions refer to factors that can facilitate or
inhibit transition process and outcomes. In this study, it refers to anxiety and
depression, fatigue and social support. Health outcome as the dependent variable is
QOL that belong to pattern of response of transition theory. Applying transition theory
in this study can assist health care professions to understand the factors associated
with related QOL. It plays a crucial role to make preparation and plan to manage such
factors. Thereby, the trajectory process of illness would be smoothly and successfully,
which resulted in improved QOL of patients with chronic hepatitis B. It can be said
that patients have CHB they can become healthy if they receive appropriate support

and care from nursing profession.
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SF-36 was used to measure QOL of CHB patients. The Cronbach’s alpha
was 0.926, meaning that the reliability of this tool was high to be used in the clinical
contextThere are 8 domains in the SF 36 scale, including: Physical functioning, role-
physical, Bodily pain, General health, Vitality, social functioning, role-emotion and
mental health. The resultsshowed that General health and Role-emotion domains had
the lowest score compared to other domains. In addition, they were also under the
score of social norm (50 point). Results of this study were lower when comparing to
other previous studies. For example, a study of Tasbakan et al. (2010) reveals the
mean scores for CHB patients were higher in the PF, PH, GH, VT and RP; and were
lower in the other domains (TASBAKAN et al., 2010). In addition, the authors
compared QOL between CHB and HBV and suggested that HBV carriers showed
better QOL than the patients with chronic HBV disease in the RP domain of SF-36
(TASBAKAN et al., 2010).Quality of life is significantly impaired in patients with
chronic hepatitis B, particularly in those with severe disease (Enescu, Mitrut, Balasoiu,
Turculeanu, & Enescu, 2014). Thus, the patients’ QOL in our study were in emergent

status that were needed to have specific attention in order to improve their QOL.

5.3 Correlation between anxiety and depression, fatigue, social

support and quality of life

5.3.1 The relationship between Anxiety/Depression and QOL

Depression and anxiety are common and important symptom in patients
with chronichepatitis B disease. Anxiety and Depression refers to feelings of worry,
nervousness, apprehension, or fear commonly experienced by people when faced with
something they view as challenging.In this study, anxiety symptom will be measured
by The Hamilton Depression Rating Scale (HAM-D) and Hamilton Anxiety Rating
Scale (HAM-A). This scale was developed as a screening tool for psychological
distress in somatic out-patients (Zigmond et al. 1983). It has construction brief and
high validity that is an attractive instrument to measuredepressive disorders. In this

study, the Cronbach’s alpha of HAM-A and HAM-D were 0.87 and 0.79, respectively.
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It suggested that the reliability of these instruments was high and could be accepted in
the clinical setting, in this case, among patients with CHB.

The findings reveal that mean and SD of HAM-A score were 10.98 + 8.56,
and most of patients suffered from mild to moderate anxiety (42.61%) whereas severe
anxiety (13.91%). In addition, 31.30% and 18.26% had mild and medium depression
while 4.35% and 1.74% were severe and very severe depression, respectively. There
was a higher rate of psychiatric disorders (mostly depression), anxiety at patients
diagnosed with chronic hepatitis B within 3 months (Enescu et al., 2014). It may be
beneficial in disease management when health care team screen depression in chronic
hepatitis B (Mirabdolhagh Hazaveh, Dormohammadi Toosi, Nasiri Toosi, Tavakoli, &
Shahbazi, 2015).

The finding indicates that Anxiety/Depression had correlations with almost
domains of SF-36 expected Social Functioning. It is clearly in literature that quality of
life among patients with chronic hepatitis B decreases that may be related to
psychiatric disorders, such as depression (Arvand, Shafiabadi, Falsafinejad, & Naderi,
2012). Chronic hepatitis B patients with depression have a significant reduction in
quality of life (Chan, Yu, & Li, 2012). As in all chronic diseases, these infections may
lead to psychological health problems. There are numerous studies addressing the
psychological well-being, psychosocial stressors related to the disease, quality of life
QOL in patients with chronic hepatitis (Kunkel et al., 2000; Pojoga et al., 2004).In
addition, previous research has also shown that depressive disorders are related to poor
QOL in patients with chronic liver diseases (CLD) (Fabregas et al., 2013). Literature
show that CLD connected to job loss, impaired functioning, mood swings, anxiety,
low self-esteem, depression, and other emotional problems that severely affect QOL
and well-being, and improving coping and self-efficacy skill, QOL in
CLD patients may be improved (Gutteling, Duivenvoorden, Busschbach, de Man, &
Darlington, 2010). Patients should be monitored for depressive symptoms during the
course of clinical medical care for CHB so that psychological care may be initiated in

a timely manner.
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5.3.2 The relationship between social support and QOL

The concept of social support mentions the provision of caring, empathy,
love and trust, that can be measured by asking the perception of patients about the
availability of assistance and social network. Social support can come from many
sources, such as family, friends, pets, neighbors, coworkers, organizations, etc. High
social support could result in the high physical and mental health. Outcomes of social
support were suggested to be personal competence, health maintenance behavior,
perceived control, positive effect, sense of stability, recognition of self-worth,
decreased anxiety and depression, and increased psychological well-being (Hinson
Langford et al. 1997).

For this study, the Multiple Dimensional Perceived Social Support Scale
(MSPSS) was employed to measure the level of social support among patients with
CHB (Zimet, Dahlem, Zimet, & Farley, 1988). MSPSS is a 12-item scale that
measures perceived support from family, friends and a significant other. Overall alpha
coefficient was 0.91 and its sub scale alpha coefficients ranged from 0.90 to 0.95
(Atadokht, Hajloo, Karimi, &Narimani, 2015). In addition, the mean MSPSS score
was 5.38 £ 0.80. It is interesting to note that 54.78% of patients received the high
support following is moderate support at 43.48% and while low support account for
1.74%. The social support includes three domains: Family, friend and other. The mean
score for family, friend and Others domain were 5.9 + 0.96, 4.92 = 1.13 and 5.32 +
0.98, respectively. The result suggests that CHB patients in this study received high
social support from people around them.

Family and other domains of social support scale were not significant
correlation with 8 domains of the SF 36 scale. This can be explained by the fact that
patients in our study received high level of social support, which can influence the
relationship when we conduct the data analysis. In literature, low social support have a
negatively impact above mental health of chronic hepatitis patients (Enescu et al.,
2014). Poorkaveh et al. showed that social support seems to be associated with better
mental health and HRQOL in chronic hepatitis B and C (Poorkaveh et al., 2012). It is
important to strengthen communication between healthcare professionals
and patients in order to improve the patient's perception of social support and quality

of life (Xiao et al., 2012). Low social support have a negatively impact above mental
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health of these patients (Enescu et al., 2014). In antiviral therapy, social support plays
an important role to improve adherence of antiviral regimen to obtain virological
response, leading to the significant improvements in HRQOL (Kim et al., 2012).
Notably, social friend was significantly negatively correlated with SF
domain (r= -.252, p=0.01). Social functioning (SF) domain refers that physical or
mental health affects the social activities. Higher score means higher active in social
activities. This phenomenon can be explained that CHB patients with high social
friend score may depend significantly on these relations, which can diminish the
independence of patients and decrease the capacity to do social activities of patients.

However, this relation is not clear and should be addressed in a further study.

5.3.3 The relationship between fatigue and QOL

Fatigue is a state of awareness describing a range of afflictions, usually
associated with physical and/or mental weakness. Physical fatigue is the inability to
continue functioning at the level of one's normal abilities. Mental fatigue, on the other
hand, rather manifests in sleepiness as a general decrease of attention. Fatigue is a
normal result of working, mental stress, depression, and also lack of sleep. It may also
have chemical causes, such as poisoning or mineral or vitamin deficiencies. Massive
blood loss frequently results in fatigue. Fatigue is a normal response to physical
exertion or stress, but can also be a sign of a physical disorder.

In this study, fatigue will be measured by the Greek standardized version
of Functional Assessment of Chronic Illness Therapy Fatigue Scale (FACIT- F). This
scale is selected because it is widely accepted among health care profession
(community health, inpatient, outpatient, etc), easy to understand and feasible to used
in clinical research. In this study, the Cronbach’s alpha was 0.918, meaning that the
reliability of this tool was high to be used in the clinical context. The results show that
majority of the sample (85.22%) illustrated less fatigue.

Fatigue and impaired psychological functioning is associated with
diminished HRQOL in chronic hepatitis virus, independent of the disease etiology. In
this study, when analysing the correlation between fatigue and QOL, the result
indicates that Fatigue were negatively correlated with 8 domains of the SF36 scale

except social functioning domain (r=-0.255 - -0.501, p<0.01). These results are
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consistent with previous findings. Karaivazoglou et al. showed that fatigue was found
to be significant associated with health related quality of life of patient with chronic
hepatitis virus (Karaivazoglou et al., 2010). Fatigue is one of criteria of monitoring the
quality of life in CHB patient (Enescu et al, 2014). Therefore, management
of fatigue symptoms should be considered a priority, in order to improve HRQOL in

CHB patients (Younossi, Guyatt, Kiwi, Boparai, & King, 1999).
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CHAPTER VI
CONCLUSION

6.1 Conclusion of the study

This descriptive correlational study aimed to examine the relationship
between anxiety, depression, fatigue, social support and quality of life among chronic
hepatitis B, Bach Mai hospital who aged 17 -72 years old in Infectious Diseases
Department from August to October, 2016 . Transitio theory was utilized as a
framework of this study. The sample size in this study was calculated by using
G*power version 3.1.9.2 program to determine the minimum number of participants
needed for co-relational design. The sample calculation yielded 115 samples. The
research setting was the Infectious Diseases ward, a center specializing in Bach Mai
hospital, Hanoi, Viet Nam.

After obtained approval from Institutional Review Board of Nursing
faculty, Mahidol University and Institutional of Review Board of SMP, Vietnam
National University, Hanoi, Vietnam. The researcher used 5 instruments; 1) General
information of the patient 17 questions, 2) Hamilton Anxiety Rating Scale (HAM-A)
has 14 questions and Hamilton Depression Rating Scale (HAM-D) has 17questions, 3)
Functional Assessment of Chronic Illness Therapy (FACIT) Fatigue Scale (Version 4)
(FACIT-F) has 13 questions, 4) Multidimensional Scale of Perceived Social Support
social (MSPSS) has 12 questions, and 5) The SF-36® Health Survey (SF36). All
instruments were tested for their validity and reliability as clearly explained in chapter
3.Cronbach’s alpha coefficient of Hamilton Anxiety Rating Scale (HAM-A); Hamilton
Depression Rating Scale (HAM-D), Functional Assessment of Chronic IlIness
Therapy (FACIT) Fatigue Scale (Version 4) (FACIT-F), Multidimensional Scale of
Perceived Social Support social (MSPSS), and the SF-36® Health Survey (SF36) were
.878, .799,.918, .880, and .926 respectively. The 115 samples were selected according
to the inclusion criteria. The researcher collected data by herself from 8.00 amto 4.00

pm every day until the sample reached the target of the studied sample size. For each
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sample the researcher spent 30 to 45 minutes on interviewing and collected some data
from their patients’ records.During data collection, there was no adverse event among
the sample. All sample recruited in the study remained throughout the study process
with no attrition.

Data analysis was conducted by using computer program .The descriptive
statistics were used to describe general information and study variables, including
anxiety/ depression, fatigue and quality of life.The assumption of Pearson’ Product
Moment Correlation was tested and it was found that all variables were not in normal
distribution. Accordingly, Spearman’s rho was used to examine correlation between
anxiety/ depression, fatigue and quality of life among patients with chronic Hepatitis
B.

The findings are summarized as follows :

Within 115 patients, there were 34.78% of female 65.22 %of male with
the ages ranged from 18 to 72 years. The average age was 38.84 (SD = 13.73). The
most prominent age group was below 40 years old with 65.22%. Most of the patients
lived in urban 57.3% , married (76.52%) and had payment by themselves(80%). Most
of patients suffered from mild to moderate anxiety (42.6%) and mild depression
(31.30%). The majority of the sample (85.22%) had low level of fatigue. In term of
social support, 54.78% of patients received the high support following is moderate
support at 50%.

Regarding the quality of life, results of this study were lower when
comparing to other previous studies.

Anxiety had negative correlations with 8 domains of the SF36 scale except
social functioning domain (r=-0.504 - -0.205, p < 0.05)

Depression had negative correlations with 8 domains of the SF36 scale
except social functioning domain )r = -0.223 —-0.586, p <0.05)

Fatigue had low and medium negative correlations with 8 domains of the
SF36 scale except social functioning domain (r =-0.255 - -0.480, p < 0.01)

Family and other domains of social support scale had not significant
correlation with 8 domains of the SF 36 scale. Friend domain was not significantly
correlated with 8 domains of the SF 36 except social functioning (r=-0.252, p=0.01).
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The results of this study complied with the concept of transition theory in
that when patients with CHB perceived service to reduce fatigue, anxiety and
depression, their quality of life can become better.In order to obtain smooth transition
also delay progress of chronic hepatitis B and enhance effectiveness of treatment to
improve quality of life, there should be control fatigue, anxiety and depressionwhich
related QOL among patients with this disease.

6.2 Implications of research findings

6.2.1 Implications for nursing practice
In order to enhance patients with CHB to obtain their quality of life
following measures have to be performed by nurses;

1. Reduce anxiety/depression for patient by providing them
with knowledge about chronic hepatitis B and service care. Information about
treatment from doctor and nurses is also necessary to provide these patients.

2. Develop guidelines to decrease and control patients’ fatigue
in particular in nursing care.

3. Provide routine assessment on patients’ anxiety and
depression by using Hamilton Depression Rating Scale (HDR) and Hamilton Anxiety
Rating scale (HARS) during patients’ follow up visit to identify level of anxiety and
depression. Patients whose scores show that they experience anxiety or depression

have to be referred to the specialist practitioners for proper management.

6.2.2 Implications for further study
6.2.2.1 Clinical practice guidelines to improve quality of life
among patients with CHB should be developed and tested for its effectiveness by
using quasi experimental research.
6.2.2.2 Conduct larger sample size study in the future to reflect
accurately QOL of chronic hepatitis B patients.
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chronic hepatitis B.
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in patients with chronic hepatitis B.
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hepatitis B patients will get benefit in the future.
You are invited to participate in this research project because you have been

diagnosis in chronic hepatitis B patients and being age 18 years old or abowve
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THONG TIN l)f@NH CHD POI TUQNG THAM GIA NGHIEN CU'U
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1 §€ o mol $6 van p‘é Ong/ba cé thé khong hiéu. Hay hoi nguroi nghién ctru
i, dién cua wﬁ/&ﬁ—‘ d@é dwa cho Ong/Ba loi giai thich cho dén khi Ong/Ba

Tai liéu n
hodc nguoi
hiéu ro rang v
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gliip cho viée quvét dinh ¢ tham gia véo chwong trink nghién
etru hay khéng, Ong/Ba ¢6 thé mang téi li¢u néy vé nhi dé doc hodc hoi y kién ngudi
thdn va cdc bdc sT.
Tén dé tai nghién ciru: Cac yéu td 1ién quan dén chit lugng cude song cua ngudi bénh
viém gan B man,
Nguwai thue hién nghién ciu: Doan Thi Bén
Pia chi va dién thoai lién hé trong va ngoai gio hanh chinh (Dai dién cia ngudi
nghién ciru): Bénh vién Bach Mai: 78 duong Gidi Phéng, Quéan Déng Da, Ha Noi,
Viét Nam. Ma buu chinh: 100000, SH dién thoai: (+84) 438683731 Fax: (+84)
048686984.
Nguon kinh phi: ty tic
Muyc dich ctia nghién etu: nhim danh gia cac _véu t6 lién quan dén chat lugng cude
song cua ngudi bénh viém gan B man, véi cac loi ich duge ki vong, bao gom:
1) Nghién ciru nay cung cdp dir liéu co ban vé cac yéu td lién quan dén phuc hoi
chtre nang cua nguoi bénh dau lung.
2) Trong tuong lai, chuong trinh nay phat wién dé cai thién sy phuc hdi chire nang
cua ngudi bénh viém gan B man.

Tuy nhién, trong nghién ctru nay, nguoi tham gia nghién ciru ¢6 thé khong thu
dugce cac loi ich trie liép, nhung nhimg ngudi bénh mdc bénh viém gan B man s& thu
duge cac loi ich trong tuong lai.

Ong/Ba duge moi tham gia chuong trinh nghién ciru nay béi vi C)nnge‘l da trén
18 tudi va duoc chan doan mic viém gan B man.

S& 6 115 ngudi tham gia va cude phong véan sé kéo dai trong khoang tir 30 dén
45 phat nhim tra 1&i edc cdu héi nghién cliru

Viée tham gia nghién ctru nay ctia Ong/Ba 14 hoan toan TU' NGUYEN.

Néu Ong/Ba quyét dinh tham gia nghién cdu nay, Ong/Ba s& trii qua cic
bwde sau:

1) Nguoi nghién ciu s¢ yéu cau Ong/Ba ky (én vao ban chip thuan tham gia
nghién clru

2) Ngudi nghién ciru s& thu thap mot s6 thdng tin cua Ong/Ba tir ho so bénh an.

3) Nghién ciru vién s@ chuén bj phong riéng dé phong van Ong/ba hoge Ong/ba
6 thé tu tra 161 cac cdu hoi. Sau dé nghién ciru vién s& st dung bd cau hoi bao gém 5
phén: 1) théng tin chung véi 17 cau hoi. 2) Thang danh gid su lo du cia ngudi bénh theo
Hamilton véi 14 cdu hoi — Thang danh gia su tram cam cua ngudi bénh theo Hamilton
voi 17 cdu hoi. 3) Thang diém danh gia mét moi FACIT-F (Version 4) véi 13 cdu hoi.
4) Thang do da khia canh v& Nhin thirc hd trg xa hdi vai 12 cdu hoi. 5) Thang do stre
khée tong quét (SF-36) véi 36 cau hoi. Tong s6 97 ciu hoi duge hoan thanh trong
khoang 30 — 45 phut. Trong sudt qua trinh tra 16i ciu hoi. néu ¢d céu hoi nao Ong/ Ba
khong hai long hodc khé tra 161 Ong/ Ba ¢6 thé khong tra 1oi.

Trong qué trinh phong vén, néu Ong/ba cam thay kho chiju, Ong/ba ¢6 thé yéu
cAu dimng lai va nghi ngoi cho dén khi Ong/ba cam thiy dé chiu ¢ lai va cé thé tiép tuc
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Postalcode. . ... .. ...l Telephone Number: ... ... ... ... .......

I give my consent to participate as a subject in the research project entitled
Factors related to quality of life among patients with chronic hepatitis B.

In so doing, [ am informed of the background and purpose of research
project; its procedural details to carry out or to be carried out: its expected benefits and
risks that may occur to the subjects, including methods to prevent and handle harmful
consequences; and payment/ incentives, and expense. I thoroughly read the detailed
statements in the information sheet given to the research subjects, I was also given
explanations and my questions were answered by the head of the research project.

I consent to participate as a subject in this research project.

On the condition that | have any questions about the research procedures,
or on the condition that I suffer from an undesirable side effect from this research, 1
can contact Mrs Doan Thi Ben via telephone number, (+84)989328552 or email:
doanbenbm2012{@gmail.com.

On the condition that I am not treated as indicated in the information
sheet distributed to the subjects, I can contact the Chair, or the representative of the
IRB-NS at the office of IRB-NS room 503 5" floor, Faculty of Nursing, Mahidol
University, 999 Phuttamonthon 4 Road, Salaya, Nakhon Pathom 73170 Thailand Tel
0066 2 441 5333 ext 2531, 2532 Fax 0066 2 441 5333 ext 2531, Email:

1 am aware of my right to further information concerning benetfits and risks
from the participation in the research project and my right to withdraw or refrain from
the participation anytime without any consequence on the service or health care I am
to receive in the future, I consent to the researcher’s use of my private information
obtained in this research, but do not consent to an individual disclosure of private
information. The information must be presented as part of the research results as a
whole.

I thoroughly understand the statement in the information sheet for the
research subjects and in this consent form. I thereby give my signature.

Approved by Institutional Review Board

Faculty of Nurving Mahidol Unjversioy
Version 5 date 10 August 2015 Project Number IRB_NS 816 /13,070

Date of Approvil —24MQ‘YJD ............
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PHIEU CAM KET THONG TIN TINH NGUYEN THAM GIA NGHIEN CUU
Ngay......... [oviiiiianins [oviiiiiininnn
TEN 0T 1 oo , tudi......
DA G oo
Mavung: ........ooeeevinnnnn. SO AN thORAT: +.v v

Trudc tién, t6i xin giri 10i cam on téi nhitng nha nghién ctiru dé tai: “Cac
yéu t6 lién quan dén chét lwong cudc song ciia ngwodi bénh viém gan vius B” .
Trong qua trinh trude khi tham gia nghién ctu, t6i dd dugc thong bao vé ndi dung
cling nhu myc dich cua nghién ctru, chi tiét qua trinh dugc thyc hién, nhiing 1oi ich va
rii ro ¢6 thé xay ra véi bénh nhan, bao gdm cac phuong phap ngin ngira va giai quyét
cac két qua c6 hai va chi phi. Toi da doc ki cac diéu khoan chi tiét trong to thong tin
duogc dua ra bdi cac nha nghién ctru, bén canh do, cac cau hoi cua téi da dugc giai dap
boi diing chi nhiém dé tai nghién ciru.

Néu c6 bat ctr cau hoi nao vé nghién ctru hodc toi bi anh hudng boi nghién
ctru t6i c6 thé lién hé voi chi Doan Thi Bén s6 dién thoai : +84 989328552 email:

doanbenbm?2012@gmail.com(Sé dién thoai lién lac trén dwoc két ndi 24/24 h).

Néu t6i khong duoc diéu tri va chim soc nhu nha nghién ciru dua trong
gidy thong tin nghién ctru t6i c6 thé lién hé v6i hoi dong thim dinh diéu dudng (IRB-
NS) tai vin phong dai dién IRB-NS , phong 503, ting 5, khoa diéu dudng, dai hoc
Mahidol, 999/4 duong Phuttamonthon, Salaya, Nakhon Pathom 73170 Thailand Tell:
0066 2 441 5333 ext 2531, 2532 Fax: 0066 2 441 5333 ext 2531 , Email:

nsirbnursing@mabhidol.ac.th, ns.irbnursing@gmail.com

T6i nhan thirc duge quyén thong tin lién quan téi loi ich va rui ro cua
ngudi tham gia trong du an nghién ctru va quyén duoc rat khoi du an bét cir lic nao
ma khong gip van dé gi vé dich vu ciing nhu viéc chiam séc sitc khoe ma t6i s& nhan
dugc trong tuwong lai. Toi dong ¥ cho bén nghién ctru sir dung thong tin ca nhan trong
viéc nghién ctru, nhung khong dong y viéc tiét 16 thong tin ca nhan véi 1y do khéc.
Thong tin phai duoc str dung nhu 1a mot phan cia két qua nghién ctru dy 4n.

T6i dong y tham gia vao nghién ctru nay .

Chu dé tai nghién ctru Nguoi tham gia nghién ciru
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APPENDIX E

- 2 MAY 2018

=.clen
code [ | | | | ]
INSTRUMENT

Part 1 General information of the patient

There are 17 items in this part. Please circle on number or fill in the blank

Lo BB veuvsmwvsniimswsmnse i year

2. Gender: 1.Male ; 2.Female:
3. Adress(Living area) 1. Urban 2. Rural 3. Mountainous

4. Occupation:

0.. No Occupation

1. Worker 2. Farmer 3.White-collar 4.Student

5. Driver 6. Business 7.Retirement 8. Houseworker
9. Teacher 10 QBT o msas sasmvsimsonies weanssms sy comse
5. Payment
1. Insurance 2. Payment by themselves
3.Donation

6. Education

1. Tlliteracy 2. Primary 3. Secondary

4. High/ Vocational training 5. Colledge and university

7. Marital status:

1. Single 2. Married/ Living as married

3. Widowed 4. Divorced 5. OHREE. v v cvos wona wons

Approved by Institutional Review Board

Fueulty of Nursing Muhidol Uniy ersity
Project Number Iiil!—.‘-.\‘%“p/ﬂ_‘"‘ —D‘-‘\—O
Date of Approval :-2MAY.219I8
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Hamilton Anxiety Rating Scale (HAM-A) and Hamilton Depression Rating Scale (IIAM-D)

Hamilton Anxiety Rating Scale (HAM-A)

Below is a list of phrases that describe certain feeling that people have. Rate the patients by

finding the answer which best describes the extent

to which he/she has these conditions. Select one of the five responses for each of the

fourteen questions.

0= Not present, 1 =Mild, 2 = Moderate, 3 = Severe, 4 = Very severe

1Anxious mood@ 1] B

Worries, anticipation of the worst, fearful

anticipation, irritability

2Tensiun@ 1

Feelings of tension, fatigability, startle
response, moved to tears
casily, trembling, feelings of restlessness,

inability to relax
[ [0

Of dark, of strangers, of being left alone, of

3.Fears

animals, of traffic, of

Crowds
@M (4]

Difficulty in falling asleep, broken sleep,

4. Insomnia

unsatisfying sleep and fatigue

on waking, dreams, nightmares, night terrors

8. Somatic (sensory) LIgUREIRE]

Tinnitus, blurring of vision, hot and cold flushes,
feelings of weakness,

pricking sensation

9 Cardiovascular symptoms

O 03 el

Tachycardia, palpitations, pain in chest, throbbing
of vessels, fainting

feelings, missing beat

10 Respiratory symptoms [ O

Pressure or constriction in chest, choking feelings,

sighing, dyspnea

11 Gastrointestinal
@ 0E Gl

Difficulty in swallowing, wind abdominal pain,

symptoms

burning sensations, abdominal fullness, nausea,

vomiting, borborygmi, looseness of bowels, loss

Approved by Institutional Hmiuwi}mu‘d

Faculty of Nursing Mahidol University

Project Number IRB-NS &mﬁ’/‘jfc
Date of Approval HEMQYQQ‘J
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Hamilton Depression Rating Scale (HAM-D)

PLEASE COMPLETE THE SCALE BASED ON A STRUCTURED INTERVIEW
Instructions: for each item select the one “cue” which best characterizes the patient. Be
sure to record the answers in the appropriate spaces(positions 0 through 4).

1.DEPRESSED MOOD 2. FEELINGS OF GUILT
(sadness, hopeless, helpless, worthless)

0 [ ] Absent 0 [ 1 Absent.

I [ ] These feeling states indicated only 1 [__] Selfreproach, feels he/she has let
on questioning peopledown.

2 [ ] These feeling states spontaneously 2 [ ] Ideas of guilt or rumination over past
reported verbally errors or sinful deeds.

3 [ ] Communicates feeling states non- 3 [ ] Presentillness is a punishment.
verbally, i.e. through Delusions ofguilt.
facialexpression,posture,voiceandte
ndencytoweep.

4 [ ] Patientreports virtually only these 4 [ ] Ilears accusatory or denunciatory voices
feeling states in his/her and/or
spontaneous verbal and non-verbal experiencesthreateningvisualhallucinatio
communication. ns.

3.SUICIDE 11. ANXIETY SOMATIC (physiological
(sadness, hopeless, helpless, worthless) concomitants of anxiety) such as:

0 [ ] Absent gastro-intestinal— dry mouth, wind, indigestion,

1 [ 1 Feelslife is not worth living. diarrhea,

2 [ 1 Wishes he/she were dead or any cramps, belching

thoughts of possible cardio-vascular— palpitations, headaches
death to self. respiratory— hyperventilation, sighing

3 [_] [Ideas or gestures of suicide urinary frequency

4 [ 1 Attempts at suicide (any serious sweating

attempt rate 4)

4.INSOMNIA: EARLY IN THE NIGHT
0 [_] Nodifficulty falling asleep 1

[ ] Absent
[__1 Selfreproach, feels he/she has let
peopledown.
1 [ ] Complains of occasional difficulty 2 [_] Ideas of guilt or rumination over
falling asleep, i.e. past errors or sinful deeds.
more than 12 hour. 3 [_] Presentillness is a punishment.
Delusions ofguilt.
2 [ ] Complains of nightly difficulty 4 Hears accusatory or denunciatory
Approsed by bistitutional feview Board !

-}
Faculty of Nursiog Mahidol 'lyu‘r\ll)

2016/ TG

Project Number IRB-NS".L

=2 MAY 208... |

Date of Approval ..
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Part 3: Functional Assessment of Chronic Illness Therapy (FACIT) Fatigue Scale
(Version 4) (FACIT-F)
Please circle or mark one number per line to indicate your response as it applies to

the past 7 days.

Not A Some | Quite | Very
At All | Little | what | aBit | Much
Bit
1 I feel fatigued 0 1 2 3 4
2 1 feel weak all over 0 1 2 3 4
3 1 feel listless (*washed out™) 0 1 2 3 4
4 I feel tired 0 1 2 3 4
5 I have trouble starting things 0 1 2 3 4
because I am tired
6 1 have trouble finishing things 0 1 2 3 4
because I am tired
7 [ have energy 0 | 2 3 4
I am able to do my usual activities 0 1 2 3 4
9 I need to sleep during the day 0 I 2 3 4
10 | I am too tired to eat 0 1 2 3 4
11 | I need help doing my usual activities 0 1 2 3 !
12 | I am frustrated by being too tired 0 1 2 3 4
to do the things I want to do
13 | I have to limit my social activity 0 1 2 3 4
because 1 am tired
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Part 4 Multidimensional Scale of Perceived Social Support

Instructions: We are interested in how you feel about the following statements.
Read each statement carefully, Indicate how you feel about each statement.
Circle the “1" if you Very Strongly Disagree, Circle the “2" if you Strongly Disagree
Circle the *3" if you Mildly Disagree, Circle the “4” if you Very Neutral
Circle the “53" if you Mildly Agree, Circle the “6" if you Strongly Agree
Circle the “7" if you Very Strongly Agree

Scale J
Very
Strong | Very
Strong Mildly| Very : Strong
Items ly _ Mildly Strong
ly : Disagr | Neutra ly
. Disagr Agree ly
Disagr ee l Agree
ee Agree
ee
l. | There is a special person who is around
Y 1 2 3 4 5 ¥ 7
when [ am in need,
2. | There is a special person with whom [
; 1 2 3 4 5 6 7
can share my joys and sorrows.
3. | My family really tries to help me. 1 2 3 4 3 6 T
4. | I get the emotional help and rt [
L ien i 1oz s |a |s |e |7
need from my family.
5. |1 have a special person who is a real
1 2 3 4 | 6 7
source of comfort to me.
6. | My friends really try to help me. 1 2 3 - 5 o 7
7. | T can count on my friends when things
1 2 3 4 5 il T
20 WIOng.
1 can talk about my problems with my family. 1 2 3 4 5 6 )
9. | I have friends with whom I can share my
! 1 2 3 4 5 6 7
Joys and sorrows.
104 There i ial i life who
ere is a specia p_erscm in my life w i 9 3 4 5 6 .
cares about my feelings.
1) My family is willing to help me make
1 yl Larm y 15 willing p i 5 3 4 5 p 4
decisions.
12.f 1 cantalk about my problems with my fiiends. | | 2 3 4 5 (i 7

Approved by Institetional Review Board
Faeulty nf SNursing Wehidol University 10

Project Number IRE-NS ﬂﬂl‘ﬂﬁ}f‘fﬂ‘f?

Date af Approval
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Part 5:5hort Form Health Survey (SF-36):

Please answer the 36 questions of the Health Survey completely, honestly, and without

interruptions,
GENERAL HEALTH:
1. In general, would you say your health is:
O Excellent O Very Good O Good O Fair O Poor
2. Compared to one year ago, how would you rate your health in general now?
0 Much better now than one yvear ago
o Semewhat better now than one year ago
0O About the same
0 Somewhat worse now than one vear ago
O Much worse than one year ago

LIMITATIONS OF ACTIVITIES:
The following items are about activities you might do during a typical day. Does your

health now limit you in these activities? If so, how much?

Vigorous activities, such as running, lifting heavy objects, participating in strenuous sports.
O Yes, Limited a lot O Yes, Limited a Little O No, Not Limited at allModerate

activities, such as moving a table, pushing a vacuum cleaner, bowling, or playing golf
O Yes, Limited a lot 0 Yes, Limited a Little 0 No, Mot Limited at all

Lifting or carrying groceries
O Yes, Limited a lot O Yes, Limited a Little 0O No, Mot Limited at all

Climbing several flights of stairs
0 Yes, Limited a lot O Yes, Limited a Little O No, Not Limited at all

Climbing one flight of stairs
O Yes, Limited a lot O Yes, Limited a Little O No, Not Limited at all

Approved by Institutional Review Board J

I'NL'IJH} af Nursing Mahidol Unlversity 11

Project Mumber [RB-NS i:g“:?‘(ﬂ.} Zi}p
Dhate of Approval HEMI&Y2016
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S6 lhl.r tur:
M8 DS v

Dudi day la 17 cdu hoi ]lcn quan deu lhtlllb tin cd nhin cua ngudi bénh. Vui long khoanh
trdn vao s6 hoge dién vao chd trdng.

T T P TR RN T T

. Tudi:
2. Gigi: I.Nam ; 2.Nir
3. Noi sinh séng (Séng ving) 1.Nong thén 2.Thanh phé 3.Mién nii

4. Nghé nghiép:
0. Thét nghi¢p

|. Cong nhin 2. Nong dan 3. White-collar 4.Sinh vién
5. Lai xe 6. Budn bén 7.Nghi huu 8. Noi tro
9. Gidovién 10, KRAC... oo e

5. Chi tra vién phi
I. Béo hiém y té 2.Tu chi tra 3. Tai ug

6. Trinh d¢ van hoa:
1. Mt chir 2. Tiéu hoe 3. Trung hoc co s&
4. Trung hoc chuyén nghiép 5. Bai hoc. cao dang

7.Tinh trang hén nhén:

1. Ddc than 2. Ldp gia dinh va sdng cung nhau

3. Goa 4. Ly di 5. Khac
8. Thu nhép/ thang (USD) ......cevvvererriiiiiiiriennniennn 2.0 Khong biét/Khong tra 1o
0 BMI v Chiu ca0: .ooorviiias Can nang :...... kg

Giai doan bénh: ..
10. Céc bénh kém lheo 5
11. Ly do lin diu tién nguei h\.ﬂh dm ]\ham bn.nh
1. Mét moi2. Budn non 3. Vang da va vang mét
4. Nude tiéu sim maw; 5. Kham sirc khoe dinh ki 6. Diéu tri bénh khac;
7. Tinh ¢& phat hién; 8. Theo hen:
9 Khier Cytlliwannmimmamsnsss e
12.Ban duge chin dodn viém gan B tr khi nio?
1.<1thangtudi 2. 1-12 thang tudi3. 1-6 tudit
4,6-16 i 5. > 16 di6. Khong bidt
13, Ngay bat déu diéu tr ( xin ghi cuthé)....o..oooiiieiiiiieeeeeeeeeee
14 .Ban d3 tiém vacxin phong viém gan virus B chua?
1, Cé: 2. Khong: 3. Khong biét
15. Néu ¢6 thi tiém khi nao?

1. < 1 thang tudi 2. 1-12 thang tuoi
3. 1-6 tudi 4. 6-16 bl
5. > 16 tudi 6. Khang biét
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16. Tién str phai nhiém cde yéu 16 nguy co

1. Tiém chich ma thy 2. Truyén mau
3. Chay thin nhan o 4.Xam minh
5. Ghép tang 6.Bénh vé méu

7. Tinh duc khang an t04n 8.Phiu thuit
17. Tién sir udng ruou
1. Khong udng tir thoi gian trude déy vahién tai
2. Khéng ufmg tir trude ddy, nhung hién tai thi uéng ruou
13 T 14 PR nim, S& lugng/Ngdy: ..ovveennnnnnn. ml.)
3.Udng tir thoi gian trude dén nay
(Bao lau: ..........0l nim, 86 lugng/ Ngay: «ooovvvvnnnn... ml.)

Phin 2.: Thang diém dénh gid lo ling va trim cim cia ngwdi bénh. Thang diém ddnh
gid lo ling (HAM A)

Xép hang cdc bénh nhén bang cich tim cdc cau tra 1 phit hop nhdt véi mé ta mire do
ma anh/cod é}' ¢O nhiing diéu sau. Chon mot trong nam tra 161 cho 14 cdu hoi sau:
(0 = Khong cé mdt, | = nhe, 2 = trung binh, 3 = nang, 4 - Rit nghiém trong)

e 0 @ 3 @& 8. Tri¢u chirng thue thé vé gide quan

@] [ (3 & &

U tai. mo thj lwe, co mit bimg ndng va lanh,

1.Tam trang lo ling
Lo ling. tién dodn nhitng biéu hién xau

nhat, sg hai, birt rirt) P TS :
cam gidac yéu mgt, dau nhoi

2.Cang tll:‘E'mgIEI 3 & E 9. Tri¢u chimg tim m;,u:h@ IREINEL
Cam gidc cing thing, mét moi. hot hoang, Nhip tim nhanh, danh trong ngue, dau ngye,

cam xic dé khoc, run rﬁy. cam gide bon mach didp manh. cdm gide ngat xiu, mat nhip
chon, khéng co kha nang thu gifin

T 3
3. So' hai LIRKIRE 10. Tri¢u chitng hd hip 3 € B 1)
Trong bong 161, ngudi la, bi bo lai mét Niing nguc hodc thit ngyuce, cam gidc nghet
minh, tha vit. xe ¢§. ddm dong thé. tho dai. kho the
31 0 FY
4. Mit ngu B0 El 11. Tri¢u ching tiéu hoa IREIREIRC

Kho ngti, ngti khong ngon gidce hay bi thire  Kho nudt, dau bung, cim gidc nong rat trong
gide, gifie ngu khong duge thoa man, mét da day, ddy bung, budn nén, ndn, soi bung,
moi khi thirc ddy, chiém bao, dc mng, hay di phén long, syt cin. tdo bon

kinh hdi bong dém dém.
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Phiin 3: Thang diém danh gii mét moi FACIT-F (Version 4)
Hay khoanh tron hodc danh ddu vao mdi ciu vé cam nhén cua cia Anh/Chi trong tuin qua
(hay ngay qua.

Hoin | oo | | kns | i
N@i dung toan | ot | 197 | nhidu | nhidu
’ khong |
1| T6i cam thiy mét moi . 0 |t 2 3 4
2 | Téicam thiy rit yéu 0 |1 2 3 4
"3 | Toi cam thay lo dang (“va tich su™) 0 1 2 3 4
4 | Toi thdy mét 0 1 2 3 4
5 | Toi gap khé khan hi bitddu vice gido | 0 | 1" 5 , i
bai 161 mét
6 lﬁl gap khf’) khan khi két thie viée ai 0 I 5 3 4
| dé vi 161 mét
"7 | Toi khoe manh 0 P2 3 4
| 8 | Tai co thé hoat d@ng.l_:;iﬁh thuong 0 | 2 3 4
9 | T6i can phai ngu suéﬂugéy o | 112 3 4
:] T6i qua mét dé an 0 1 2 3 4
] 'I'}"}i cin su gitp do tr:)rg cac hout dong _r__ 0 | __2_ 3 4
1 | binh thudmg
1 | Toi thét vong bai toi qua mét dé lam
i 2 | nhimg gi tdi mubn o 11 2 3 -+
| 1 | TOi phai han ché cac hoat dong xa hoi 0 | 5 3 4
| 3 | cua minh bdi 161 mét R S
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Phin 4: Thang do da khia canh vé Nhin thie hd trg xi hii
Ching 16i quan tdm dén vige ban c¢am nhdn nhw thé ndo vé cac ciu sau. Doc cde cdu sau cin
thin. Dua ra nhdn dinh vé suy nghi ctia Anh/Chj véi mdi céu sau.

Khoanh tron *1” néu ban hodn toan khén
g
déng ¥
Khoanh tron “2™ néu ban réit Khong dong v
g £ )
Khoanh tron 3" néu ban khong dong v
£ dong )

Khoanh tron
Khounh tran
Khoanh tron
Khoanh tron

M.N.S.(Adult Nursing) / 73

“4" néu ban khong ¢6 v kién
5" néu ban dong ¥

“6™ néu ban rdt dong ¥

7" néu ban hoan toin dong ¥

Hoan | . [l Hoan
" Riit Khing ., | Rit =
- toan i Khéng .| Dong | . todan
N¢i dung " Khing | 7¢Oy . | diong
khong | . " | dingy iy y 2 dﬁng
s, |dongy . Kitn ¥ A
|dong y ! ¥
- L. » - — '_ 1
I. | Ludn c6 mét nguoi dac biét o bén | | [ = N 4 5 6 2
canh t6i m3i khi 16i cdn . | S A
2. | Ludn c¢6 mot nguoi dic biét o bén |
canh 61, ngudi tdi cd thé chia se | | 2 3 5 | 6 7
budn vui.
3. Pna dinh 161 luén cd glng giap | 3 3 5 6 -
16 |
4. | Téi nhin duge sy gitp d3 vi hd g .
ve mit tinh cam tir gia dinh 16i mdi | 1 2 3 | 4 5 i) 7
khi 16i cin. _
5. Ludn ¢6 mdt nguoi dac biét lam . - .
e e e T | 2 3 s |s |6 |7
cho 161 thay thodi mai.
6. | Nhimg nguoi ban cua i luon co . : o
A e 1 2 30 |4 s |6 |7
ging gitp 16i. |
7. Toi co thé tin teomg vao nhimg
ngudi ban cia t6i khi t6i ¢o nhimg | | 2 3 |4 5 6 i 7
huéng di sai 1im .
8. | T6i ¢o thé nbi chuyén voi gia dinh | . .
- - e ! 2 3 4 5 |6 |7
vé cde van dé cua toi.
9. | Ludén ¢6 nhimg nguoi ban ¢ bén |
canh 181, ngudi toi ¢o thé chia sé | 1 |2 3 | 4 5 | 6 7
budn vui.
10/ Ludn ¢6 mit ngudi dde biét trong | ,
cude doi 15, luén quan tim dén | | 2 3 4 5 | 6 |7
cam xuc cua toi. ! |
1] Gia dinh léj lu:’)n san sang gilp 61 | | 5 ; | 4 5 6 1 -
dua ra quyct dinh. ) L |
12] T6i ¢6 thé néi chuyén vei nhamg | [, [, ' '
st ban i Dt | 2 3 4 |s |e |7 |
ngudi byn vé cde van dé cua 161, | |
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Phiin 5: Stre khoe tong qudt (SF-36)
N6i chung, sire khoe 13
OTuyét vl O Rét tit O Tot O Binh thuomg O Kém
So v&i mét nim trude diy, lam thé nao ban s¢ dinh gid sire khoe cua ban noi chung biy
gio?
O Tét hon nhiéu so véi mt nam trude
O Kha 16t hon so véi mot nam tride
O Binh thuong
O Hoi kém hon so vai mot nam trurde
O Té hon nhiéu so véi mot nam trudic
GIOI HAN CAC HOAT DONG:
Céc muc sau diy 14 vé cde hoat ddng ban ¢6 thé lam trong mot ngay dién hinh.Co sie khoe
ciia ban bily gié’ gidi han ban trong cic hogt déng niy?Néu ¢, bao nhiéu?
Hoat dong manh m&, chang han nhu chay, nang vit nang, choi thé thao qué sirc

O Gidi han nhiéu O Mot chit O Khéng gidi han
Hoat dOng vira phai, ching han nhu di chuyén gdn. diy may hit byi, choi bowling, choi gon
O Gidgi han nhiéu O Mat chit O Khéng gidi han
Néng hodc mang tai di chg

O Gidi han nhiéu O Mot chut (O Khong gidi han
Leo ciu thang nhiéu ting

O Gidi han nhidu O Mot chut O Khong giai han
Leo céu thang

O Gidi han nhiéu O Mot chut O Khoéng gidi han
Ubn, quy, khom lung

O Gidi han nhiéu O Mot chin O Khéng gidi hen
Bibd 2 km

O Gioi han nhicu O Mot chit O Khéng gidi han
Di bd nhiéu

O Gidi han nhiéu O MOt chin O Khéng gidi han
Bi bd quanh 1 téa nha

O Gidi han nhiéu O Mét chin O Khong gidi han
Ty tam hojc mic quﬁn a0

O Gidi han nhiéu O M@t chut O Khéng giti han

VAN DE SUC KHOE THE CHAT:

Trong subt 4 tuiin qua, quy vi ¢6 bit ki viin dé suu diy véi cdng viée eua ban hodc cic
hoat ding hang ngay thwong xuyén khae nhu la két qua cua sire Khoe thé chit ciia ban?
Cat giam s lugng gianh cho hoat dong khic

0Cs O Khéng
Thure hién it hon ban mong mudn

0Ca 0 Khéng
Durge gidi han trong cdce loai cong viée hode hoat dony Khac

0Cé O Khong
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APPENDIX F

Permission for using instruments

(™7 =
pig

Jason Bredle
\_J jbredle@facit.org
Hom nay, 0:32

Toi: t0i, d-cella@northwestern.edu ~

4 =

Hi Doan,

No problem, I've attached the Viethamese
FACIT-Fatigue questionnaire along with the
scoring materials and a letter of permission.
Please let me know if | can do anything else
for you.

Kind regards,
Jason

Jason Bredle

Manager, Business Operations
jbredle@facit.org
+1-773-807-9094

oFACIT ¢ FAC I Te
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Toi: Information, d-cella

Chair, Department of Medical Social Sciences
Director, Institute for Public Health and Medicine
(IPHAM) - Center for Patient-Centered Outcomes

My name is Doan Thi Ben and my nationality is
Vietnamese. | am a student at Faculty of Nursing in
Mahidol University, Thailand. Now | am studying
Masters Program in Adult nursing.

After literature reviews, | have found that the
functional Assessment of Chronic Illiness Therapy
(FACIT) Fatigue Scale (Version 4) is Gold standard
to measure Fatigue of patient with chronic hepatitis
B so it is very suitable to my study.

| write this letter and would like to ask the
permission of using the functional Assessment of
Chronic lliness Therapy Fatigue Scale (Version 4)
(FACIT-F) for my study with the title" Factors
related to quality of life among patients with
chronic hepatitis B ". | would like to identify the
factors that related to quality of life among patients
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doan ben AR o
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with chronic hepatitis B in Viet Nam in order to have
nursing interventions that suitable to our culture. In
Viet Nam the evidences for this phenomenon are
still limited.

The advisors of my study are lectures from Faculty
of Nursing in Mahidol University and the co-
advisor is an expert in department of infectious
diseases in Bach Mai hospital, Hanoi, Viet Nam.
Could you help me to have the permission of using
this scale and May | have Viethamese translation of

this scale, please? It is very important for me.

| promise that | only use it for reference, not for any
commercial purposes

| am looking forward to receiving your answer
Thank you so much
Kind regards,

Doan Thi Ben
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Hamilton Depression Rating Scale (HDRS)

Reference: Hamilton M. A rating scale for depression. ] Neurol Neurosurg Psychiatry 1960;

23:56-62

Rating Clinician-rated
Administration time 20-30 minutes

Main purpose To assess severity of, and change in,
depressive symptoms

Population Adults

Commentary

The HDRS (also known as the Ham-D) is the most wide-
ly used clinician-administered depression assessment scale.
The original version contains 17 items (HDRS,) pertain-
ing to symptoms of depression experienced over the past
week. Although the scale was designed for completion
after an unstructured clinical interview, there are now
semi-structured interview guides available. The HDRS
was originally developed for hospital inpatients, thus the
emphasis on melancholic and physical symptoms of
depression. A later 21-item version (HDRS,,) included 4
items intended to subtype the depression, but which are
sometimes, incorrectly, used to rate severity. A limitation
of the HDRS is that atypical symptoms of depression
(e.g., hypersomnia, hyperphagia) are not assessed (see

SIGH-SAD, page 55).

Scoring

Method for scoring varies by version. For the HDRS -, a
score of 07 is generally accepted to be within the normal

range (or in clinical remission), while a score of 20 or
higher (indicating at least moderate severity) is usually

required for entry into a clinical trial.

Versions

The scale has been translated into a number of languages
including French, German, [talian, Thai, and Turkish. As
well, there is an Interactive Voice Response version (IVR),
a Seasonal Affective Disorder version (SIGH-SAD, see
page 55), and a Structured Interview Version (HDS-SIV).
Numerous versions with varying lengths include the
HDRS17, HDRS21, HDRS29, HDRS8, HDRS6,
HDRS24, and HDRS7 (see page 30).

Additional references

Hamilton M. Development of a rating scale for primary
depressive illness. Br ] Soc Clin Psychol 1967;
6(4):278-96.

Williams |B. A structured interview guide for the
Hamilton Depression Rating Scale. Arch Gen Psychiatry
1988; 45(8):742-7.

Address for correspondence

The HDRS is in the public domain.

Hamilton Depression Rating Scale (HDRS)

PLEASE COMPLETE THE SCALE BASED ON A STRUCTURED INTERVIEW

Instructions: for each item select the one “cue” which best characterizes the patient. Be sure to record the answers in the appropriate spaces

(positions 0 through 4).

I DEPRESSED MOOD (sadness, hopeless, helpless, worthless)

0 |_| Absent

I |_| These feeling states indicated only on questioning.

2 |_| These feeling states spontaneously reported verbally.

3 | | Communicates feeling states non-verbally, i.e. through
facial expression, posture, voice and tendency to weep.

4 |_| Patient reports virtually only these feeling states in
his/her spontaneous verbal and non-verbal
communication.

28

2 FEELINGS OF GUILT

0 |_| Absent

I |_| Self reproach, feels he/she has let people down.

2 |_| Ideas of guilt or rumination over past errors or sinful
deeds.

3 |_| Presentillness is a punishment. Delusions of guilt.

|__| Hears accusatory or denunciatory voices and/or
experiences threatening visual hallucinations.
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[} i Mave to nbox [ 3 Mors ™

Asking for pemission ie

‘doan ben <doanbenbm2012@gmei com> don1d *
to gzimet [+

Dear Doctor

Ny neme 15 Doan Thi Ben and oy netionalty is Vietamese. I am  student at Faculty of Nursing m Mahidol Unversity, Thaland. Now ] em studvimg Masters Program m
Adultmrsing

After Iterature teviens, [ have found that Multidimensions] Scale of Percerved Social Support (MSPSS) 15 Gold stadard to measure social suppert i clronic hver disezses
50115 very sutable to my study.

Tomite this etter and would like o ask the pemmussion of wsing huldimensional Seale of Percetved Social Support (MSPSS) for my study with the tle" Factors related to
qualty of lfe ameng patients with chrowic hepatits B . 1 would lze to idemtify the factors that relsted to qualty of ife among pafients wath chvonic hepatiis B i Viet Nam
‘i order to have mursing interventions that suitable to cur culture. In Viet Nem the evidences for this phenomenon are still bmited.

‘The advisors of my study are lectures from Faculty of Nursing in Mahidel University and the co- aduiser 1s an expert m depertment of mfectious diseases m Bach Mat
Tospitel, Hanoi, Viet Nam.

‘Could you help me to have the permission of using this Questionnaire and May I have Viemamese Translation of this scale, please? [t s very mpertant for me to do the
Tesearch

T promise that T only use 1t for reference, not for any commercial purposes

Tam looking forward to receiving your answer
‘Thenk you somuch
Kind regards.

Dom ThiBen

Zimet, Gregory D <gzimet@iu.ed> [=RER [N
tome [+

Dear Doan ThiBen,

You have my permission to use the MSPSS nyour research. | do not have & Vietnamese transation, but | know tha other Vietnamese reserchershave used the

o Al o
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@ https://mail.google.com/mail/u/0/7ui=28&view=btop&ver=1nnj5 1jnSrorm&q=gzimet%40iu.edudiqs = trueisearch=guery&th=15249905b0d5fd0&qt=gzimet%40iu.edu. 1.gzimet%40iu.edus. 1 &cvid= Q
[ ] T Move to inbox [ %3 Mors ™
Zimet, Gregory D <gzimet @iu.ece> @mir o« |-

tame [+

Dear Doan ThiBen,

You hive my permission to use the MSPSS inyour research, | do not have 3 Vietnamese trangation, but | know thar other Vietamese researchers have used the
MSPSS, | recently received  requas from Bui Minh Thu, who isworking at the Nursing department in Bach Mai Hospital in Hanol You may want o contactherto see if
she has accesstoa Vietnameseverson:

BUi Minh Thu

Head of Nursing Department - Bach M Hoptal

78 Gia Phong Road, Dong Da District, Hanoi, Vietnam
Mobile: +84 912513284

Tel: 04. 38686472

Email: minhthu bmtn @gmail.com

1 have amached 3 copy of the the orgi
havereported on thereliabily and v

| English Ianguage version of the MSPSS (with scor ing information on the 2nd page) and adocument liing several sriclesthar
ity of the ale

1 hope your ressarch gosswell

Best regards,
GregZimet

‘Geyay D2l P, PN
Pescorof Pstatics & Cincal Pyclagy
‘Secaonor s edone

s ey SCnon TN
0V Ton S, 5 1001

s, 4 2 U

Prine 3t

FI HATEHE

e g sy

et S Socsy o Adasoen st aetcine A
it tionet

P ———

Froms doan ben <goanbenbm2012@email com>
Sent: Saturday, January 16, 2016 3:47 AM
To: Zimet, Gragary O

jiect: Asking for permission
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APPENDIX G

Tests of Normality

Kolmogorov-Smirnov* Shapiro-Wilk

Statistic ~ df Sig. Statistic ~ df Sig.
sumham a  .148 115 .000 .887 115 .000
sumham d  .129 115 .000 920 115 .000
p3_sum 156 115 .000 .870 115 .000
sumss 101 115 .006 903 115 .000
SumQOL .095 115 012 953 115 .000

a. Lilliefors Significance Correction
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Doan Thi Ben

28/12/1982

Hanoi capital, Vietnam

Hanoi Medical University, 2008 - 2012
Bachelor of Nursing

Bach Mai Medical school, 2000 — 2003

School of Nursing, Diploma of General Nursing
Hanoi Medical University, 2008 — 2012
Bachelor of Nursing, Diploma of Nursing
Mahidol University, 2015-2016

Master of Nursing Science (Adult Nursing)

Nursing Department, Bach Mai hospital, Vietnam
No .78 tGiai Phong stree, Dong Da district, Hanoi,
Vietnam

Workplace telephone number) :84 (04.38693731

Website :www.bachmai.gov.vn

No .808 CT -6 DN I Building —Dinh Cong commune -
Dinh Congdistrict —Hanoi

Telephone :04 .37631941

Mobile telephone) :84.(912748464.

Emaildoanbenbm :2012@gmail.com



	1_ปก
	2_กิตติกรรมประกาศ
	3_บทคัดย่ออังกฤษ 5738752
	4_ สารบัญ
	5_บทที~1
	6_บทที~1
	7_บทที~1
	8_บทที่ 4
	9_บทที่ 5
	10_บทที่ 6
	11_รายการอ้างอิง
	12_ภาคผนวก
	13_ประวัติผู้วิจัย

