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ABSTRACT

Background: Diabetic foot ulcer is one of the chronic devastating complications of diabetes
mellitus that occurs because of long-term complications that damage to the nerves and reduced
blood supply in lower extremity. It is one of the leading causes of lower extremity amputation in

adults of working age in developing countries.

Objective: This study aims to assess the level of preventive practice of diabetic foot ulcers and
associated factors of diabetes patients who have follow-up at Wolkite University Specialized

Teaching Hospital, Gurage Zone.

Methods and Materials: An institution-based cross-sectional study was conducted from May 20
to June 30,2023 at Wolkite University Specialized Teaching Hospital, Gurage Zone, South
western Ethiopia. A convenient sampling method was used to select 295 patients with diabetes
included in the study. Data was collected using semi-structured questionnaires after pre-test
have been done. Descriptive statistics and logistic regression were performed using SPSS version
24,

Result: A total of two hundred ninety-five diabetic patients were participated in this study with
the response rate of 100%. Around half (50.8%) of the respondents have good diabetic foot ulcer
preventive practice. Sex (being male) (AOR: 4.771, 95% CI: 1.107, 20.570), family history of
diabetes (AOR: 4.89, 95% CI: 1.05, 22.56), history of diabetic foot ulcer (AOR: 10.93, 95% CI:
1.40, 111.4) and blood glucose level check-up (AOR: 3.78, 95% CI: 1.11, 12.77) are positively
associated with good foot ulcer preventive practice while, whereas occupation (being farmer) is

negatively associated.

Conclusion and recommendation: The magnitude of diabetic foot ulcer preventive practice
was found to be less, where only around half (50.8%) of them had good practice.
Sociodemographic factors, Diabetic related information’s, Behavioral factors and Clinical factors
were the independent predictors of diabetic foot ulcer preventive practice in the study

participants. So, health professionals are recommended to enhance patients’ level of preventive

iX



practices through teaching and coaching them on activities of preventive practices. They also
should give special emphasis during follow-up for the patients who are farmers and educating the
patients to regularly to check their blood glucose. Regional health bureau and Zone’s health
department should give emphasis on enhancing the preventive measures of DFU as one of the
major services for the DM patients that prevents serious foot complication.

Key Words: Diabetic foot, preventive practice, ulcer



CHAPTER ONE: INTRODUCTION

1.1 Background

Diabetes mellitus is one of the metabolic diseases characterized by increased levels of blood
glucose above everyday range, resulting from defects in insulin secretion and or resistance of
tissues towards its motion (1). It is broadly speaking classified under type I, type Il, and others.
From the total cases of diabetes, type Il diabetes accounts for 90% to 95% of all diabetes
instances (2). The incidence of diabetes mellitus is escalating globally in relation to longer life
expectancy and shifting to a sedentary life-style and adjustments in weight loss plan (2,3).
Diabetes should have been ended up with its overwhelming acute and persistent complications if
not well controlled (4). The problems of DM can additionally be categorized as micro-vascular,
such as neuropathy, nephropathy, and retinopathy, or macro-vascular, which includes
cardiovascular and peripheral vascular disease. Enhancing self-care exercise and health looking
for conduct with glycemic manipulate and life style modification play a vast role in prevention of

such issues (5).

DFU is one of the essential long-term issues of diabetes. It is a pores and skin sore with full
thickness loss of pores and skin around the foot following neuropathic and/or vascular
(peripheral artery disease) complications. These complications mostly occur in relation to
hyperglycemia which brings three pathophysiologic change particularly neuropathic, vascular,
and immune system components (1,6). DFU may additionally later develop in tissue necrosis
which can result in a want for lower extremity amputation (7). Among diabetic patients with
such problems, the majority of patients have been type Il diabetes (97.2%) (3,7,8). The
proportion of persons with diabetes and a history of foot ulceration is understandably higher than
the proportion with an active ulcer; 3.1 t011.8% of persons with diabetes, or 12.9 million to 49.0
million persons worldwide and 1.0 million to 3.5 million in the United States alone, have a
history of foot ulceration (9). Implementation of interprofessional clinical guidelines for the
prevention of neuropathic diabetic foot ulceration has demonstrated positive effects regarding
ulceration and amputation rates (10). According to the modified version of international working

group of diabetic foot (IWGDF) classification the overall danger of DFU is around 45% (11).
1



DFU is the most preventable complication of DM with proper foot care. For which diabetes
patients need acceptable training and focus (12,13). Once a man or woman knows that he/she is
diabetic, and or develop DFU or has any of its manifestation, it is essential to work intensively

with the individual to practice the preventive measures of DFU which avoids an amputation (14).

DFU was strongly prejudiced with lack of foot self-care practice. Such as washing and drying
their toes regularly in a proper manner, using suitable footwear both in indoors as well as
outdoors always and not walking bare foot.

Implementing those practices could lessen the occurrence of DFU, however want strong multi-
disciplinary dedication to empower diabetic patients in their foot care practice (3,15,16). So,
educating clients on foot self-management and self-care, motivating them on better glycemic
control, and developing adequate competencies to maximize the use of preventive methods are

regarded as the cornerstone to stop DFU.

1.2 Statement of Problems

The intricate complications of diabetes mellitus and occurrence of diabetes mellitus are
increasing due to population expansion, urbanization, increased aging, reduced physical activity
and dietary changes (3). Currently, the calculated worldwide prevalence of diabetes among
adults aged 20-79 years, the prevalence of diabetes is 9.3% with 463 million people living with
diabetes worldwide (18). Among those, over 80% live in middle and low-income countries (16).
If this trend continues, there will be 578 million adults with diabetes by 2030, and 700 million by
2045 present with the high coverage of type Il diabetes globally (18).

Patients with diabetes face an excessive risk of developing series health conditions including
diabetic foot ulcer. Those complications are becoming the predominant of the world health
contributing to a major reason of morbidity and mortality (19). Peoples developed DFU
worldwide was estimated that 9 to 26 million According to the international diabetic record of
WHO 2019 (4). At some point about 10-15% of people with diabetes develop foot ulcer. On the
other way, about 5-24% of the DFUs will leads to limb amputation (9,13). If necessary, care is
not provided, DFU can results in infection, gangrene, amputation, and even death. In general

patients with DM is 15 times higher limb amputation than patients without diabetes. It is
2



estimated that about 50%-70% of all lower limb amputations are resulted by DFU (20).

DFU place a significant financial burden on healthcare and society, and become the source of
major suffering and costs for diabetic patients in general (17). It can also be the reason for long-
term hospitalization, increased medical costs, short life expectancy and poor quality of life (18).
These undesired effects are farther worsen in diabetes sufferers if amputated (4,8).
Epidemiological surveys endorse that Africa has the second highest global prevalence of DFU
among diabetics and the occurrence of foot ulcer in Ethiopia is about 15.5% with one amputation
(20). As the reports of most of the studies, different factors like age, sex, residence, academic
status, period of DM, household records of DM, and co-morbidity have been of the factors
appreciably associated with the preventive practices of DFU. Diabetic patients who had practiced
DFU prevention were less vulnerable to develop DFU than those Diabetic patients who had poor
foot self-care(3). Despite the huge burden of DFU, the preventive activity used to be so poor
which degrees from not practicing at all to the list bit even with excessive risk of creating foot
ulcer (24). The prevalence of DFU in Ethiopia is relatively increasing, ranging from 11.27% to
13.6 % (3,19,21). Even though the prevalence and self-care practice of DFU has been studied in
some hospitals of Ethiopia, almost all were conducted in hospitals other than Wolkite University
Specialized Teaching Hospital with the low proportions of patients practicing DFU preventive
measures. Additionally, according to our experience, no one gives that much emphasis on the
preventive practices of DFU, and no studies indicated the level of DFU preventive practice and

associated factors at this hospital level.

The prevalence of DFU and its level of preventive practice is not known in this hospital.
Therefore, this study aims to determine, the level of preventive practice and associated factors of
diabetic foot ulcer among adult diabetic patients attending diabetic follow up/ chronic care at

Wolkite University Specialized Teaching Hospital, Gurage Zone, South western Ethiopia a



1.3 Significance of the study

This study was determining the preventive practice of diabetic foot ulcers among diabetic
patients attending diabetic follow-up clinics at Wolkite University Specialized Teaching
Hospital. Also, it would help to identify associated factors which determine the preventive
practice of DFU in the study area. Determination of the level of DFU preventive practice would
help to understand the extent of its impact to create appropriate strategies and guidelines for the
prevention of the problem. So that, hospital administrators and other stakeholders may utilize the
findings for the development or enhancement of programs which focus on DFU prevention.
Additionally, this study could provide the input and evidence-based data on DFU preventive
practice for health professionals who act up on patients with DM especially for nurses. Finally,

the finding would also be the baseline for further research.



CHAPTER TWO: LITERATURE REVIEW

2.1 Introduction

A diabetic foot ulcer is a severe and complicated complication of diabetes that is characterized
by occurrence of lesions in the deep tissues related with the neurologic and peripheral vascular
impairment of the lower limb under the ankle (22). The prevention of foot ulcers desire to
contain a multidisciplinary team with extraordinary applicable due on prevention of lower limb
amputation. This group desires to contain the diabetic affected man or lady as an active member
that work with the group and majorly practice the measures that help to quit accidents or DFU
(23). And a complete of fifty-two preceding studies involving DFU, risk factors, its prevalence,
guidelines, preventive practice, reports and distinctive many related literatures on DFU have
been reviewed which had been posted between 2014 and 2021. Then the prevalence, preventive
practices of DFU and related factors, detect out about methods, and gaps in the study will be
severely analyzed.

2.2 The Prevalence of DFU preventive practice

Study performed at Chinese general hospital reveals that, related to the stage of practice on foot
self-care, solely 22.4% had properly practiced while 71.2% and 6.4% had good and poor scores,
respectively (24). Prevention of diabetic foot were generally not satisfactory in most diabetic
patients practically (8). A cross sectional study conducted in Southern India confirmed that 40%
respondents exhibited desirable practice of foot care (25). A cross sectional study con ducted at a
clinic in Raze Hospital, affiliated to Gallian University of Medical Sciences, also showed that
the practice level of diabetic foot care was only 8.8% with a good practice; most of the
individuals 91.2% had a poor practice, and the mean score of patients’ practice was 7.6 (£ 2.5)
(12). The level of knowledge and practice remained poor in China even they had multiple
admissions for diabetic foot issues. The number of patients with poor practice was also higher
with 61.8% with the score of less than median in terms of practice (26). According to the study
carried out in Indonesia the average standard score for foot-care practice was once 47.4%, which
can be classified as poor based on the operational definition of the study (27). The other study

5



accomplished in Iraq revealed that the majority of contributors have been on average practice
(40%) and the total mean practice of this study is (5.9 + 2.1 SD) (28).

According to Africa, study accomplished in Tanzania showed that; from the preventive practices,
only foot self-inspection was carried out regularly (6—7 days a week) by way of 37.9 percent of
patients, the majority of whom already had DFU (29). The other study carried out in Sudan
showed that only 42.6 percent of the study individuals had properly self-care practice towards
prevention of DFU (30).

Among some studies conducted in Ethiopia, there were one which conducted at Gondar Referral
Hospital, North West Ethiopia, mentioned that; involving diabetic foot self-care practice, precise
foot self-care exercise was observed amongst 36.6% of contributors and the final 63.4% of study
contributors poorly practiced foot self-care (3). Other study performed in Oromia region
confirmed that about more than half of the respondents 57.8% carried out regular foot care,
whereas 42.2% participants did not perform annual foot care check-up (31). Additionally, study
performed in Bahir Dar Felegehiwot Hospital showed that regarding the standard diabetic foot
self-care practice of study participants 54.6% had appropriate foot care practice and 45.4% had
poor foot care practice (32). Study conducted in Dessie referral clinic showed 39% of sufferers
with DM had appropriate practice on diabetic foot self- care (33). Study conducted at Debre
Berhan referral hospital confirmed that 44.7% of participants had appropriate self-care practices,
among them 59.3% mentioned they checked their feet every day (34). And study carried out at
Benishangul Gumuz Regional clarify that a significant range of diabetes patients had a low level

of self-care practice which was directly not mentioned (35).

2.3 Factors associated with DFU preventive practice

According to different literatures, there were different factors associated with the preventive
practices of diabetic foot ulcer. Those factors are basically categorized under Socio demographic
factors; diabetes related factors, clinical factors and or behavioral factors. Based on the reviewed

literatures, some of them are described below.



2.3.1 Socio demographic factors

The study carried out in India revealed there was relatively high-quality correlation between
educational level and diabetic foot ulcer preventive practice with Pearson value 0.493 (p-value <
0.001). And it is to be cited right here that sufferers trained with secondary level and above were

having good practice rankings (25).

The other study performed in Iran revealed that income, location of residence, marital conditions
were the predictors of preventive practice in sufferers with diabetes (12). Additionally, study
conducted at Saudi Arabia stated that mean practice scores differed significantly according to
age of patients, sex of the sufferers (male sufferers had an extensively greater mean practice
score than females, and patients' marital status (patients who were no longer married had the
worst mean score (5.71+£2.27), while married patients had the absolute best mean ratings
(6.59£1.82). Educational level had significant effect on patients' practice scores (p<0.001).
Those who had university education had the highest mean practice scores (7.51+1.56), while
those who were illiterate had the lowest mean practice scores (5.18+1.96). As regard patients'
occupation, unemployed patients had lowest mean practice scores (5.43+1.90), while employed
patients had the highest mean practice scores (7.67+£1.52). According to patients' occupation
there were statistically significant differences in practice scores (p<0.001), Prevention of DFU
and the mean practice scores related to foot care are least among patients within the age group
>60 years, females, widowed, illiterate and unemployed participants (8). In the other study
conducted at Irag, the practice score was significantly higher among urban residents, patients
with higher socio-economic status and age group (40-70 years) (P < 0.05) (32). According to the
one study conducted in Sudan, the practice was highly correlated with an higher level of
education, medium income, unemployment and increase in ages (>51 years) (30). According to
the study performed to verify the barriers of proper foot self-care practices in Dessie, Ethiopia,
revealed that, the practice of DM sufferers on diabetic foot self-care used to be considerably
associated with sex, age, marital status, and residence. Females had 2.07 greater practice than
males (23). Patients with age 21-30 years had 6.42 times ((AOR: 6.42, 95% CI (1.54-26.8)),
patients with 31-40 years had 7.4 times ((AOR: 7.4, 95% CI (1.42-39.05)), and patients with
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41-50 years had 8.4 times ((AOR: 8.4, 95% CI (1.4-50.6)) proper practice than those higher than
sixty years. Patients not married were 65% less proper practice than married patients (AOR:
0.35, 95% CI: 0.150-0.81). Those patients residing in the rural area were 69% less than those
dwelling in urban (AOR: 0.319, 95% CI: 0.18-0.545), and participants whose educational level
is of grades 9-12th are 2.968 times more probably to practice diabetic foot care as compared to
illiterates. On the other hand, individuals whose occupation is government employees are 5.63
times more probably to practice foot care as compared to farmers (33). The study carried out in
Bahir Dar also confirmed that there is an association between place of residence and
inconveniency (y2 = 61.617, P = 0.000) (32). And the study performed in Western Oromia
showed that, being female, residing in urban, married, having good, and merchant were

associated with self-management practice (31).

2.3.2 Diabetic information related factors
The study carried out in Iran showed that records of hospital stay due to DFU was once the
predictors of preventive exercise in sufferers with diabetes. Another study performed at China,
the duration and family records of diabetes had been determined to be significant. Those with
more than 10 years of diabetes (AOR 0.54, 95% CI, 0.30 to 0.98) and with household records of
diabetes (AOR 0.52, 95% CI, 0.30 to 0.89) had been 50% much less possibly to have good
practice scores (12,24). According to fasting blood sugar control, mean practice scores were
significantly different (p<0.001). Patients with acceptable blood sugar control have highest mean
practice scores (6.60+1.80).According to the study conducted at Saudi Arabia, patients with
poor fasting blood sugar control and type 2 diabetes were significantly associated with DFU
preventive practice (8). And according to the study conducted at Iraq, the practice score was
significantly higher among patients with longer duration of DM and those with family history of
DM,(P < 0.05) (37). The study conducted in Sudan showed that the practices was notably
correlated with longer duration of diabetes > 10years, family history, and training about diabetes
issues and diabetic foot care (30). And the study performed at Bahir Dar showed having support
from family had been related with self-management activity which may also in-turn influences

DFU preventive practices (31).



2.3.2 Clinical factors

Patients with type 2 diabetes had significantly lower mean scores than patients with type 1
diabetes (5.99+2.01, 8.08+1.16, respectively, p<0.001) (8). And in the study conducted at Irag,
the practice score was significantly greater among obese sufferers (28). Study conducted at
Dessie, Ethiopia showed, the practice of patients with DM on diabetic foot self-care was highly
associated with co-morbidity. Those sufferers with no co-morbidity had 60% less ((AOR: 0.406,
95% CI (0.18-0.88)) practice than those with co-morbidity indicating that co-morbid sufferers

had been extra practicing DFU preventive measures (33).

2.3.3 Behavioral factors
According to the study conducted at Saudi Arabia mean practice scores related to foot care and
prevention of DFU are least among patients who were smokers than Nonsmokers. Nonsmokers
had significantly higher mean scores than smokers (6.12+2.02, 5.39+1.92, p=0.022) (8). The
other study performed in Sudan showed that the practices was highly correlated with managed
diabetes mellitus which indicating correct adherence to diabetic therapy (30). Good glycemic
management is necessary in preventing neuropathy and peripheral vascular disease; which are
the two major complications predisposing to DFU. So, controlling blood glucose stage in a

normal/ suitable range is one of the preventive practices for DFU (38).

2.5 Conceptual framework

Conceptual framework is developed after assessment of preceding researches, foot care
guidelines, and global diabetic records. It primarily developed from some literatures which
investigate their association (3,8,12,25,32,37). The graph indicates the relationship between
preventive activity of DFU and the viable influential elements like socio-demographic factors,
behavioral factors, clinical factors, and diabetes-related factors.
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factors at Wolkite University Specialized Teaching Hospital, Gurage Zone,2023.
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CHAPTER THREE: OBJECTIVES

3.1 General Objective

To assess the level of diabetic foot ulcer preventive practice and associated factors among

diabetic patients attending diabetic clinics in Wolkite University Specialized Teaching Hospital,
Gurage Zone, 2023.

3.2 Specific Objectives

v' To determine the level of diabetic foot ulcer preventive practice among diabetic patients
attending Wolkite University Specialized Teaching Hospital, Gurage Zone in 2023.

v To identify factors associated with the preventive practice of diabetic foot ulcer among DM
patients attending Wolkite University Specialized Teaching Hospital, Gurage Zone in 2023.
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CHAPTER FOUR: METHODS AND MATERIALS

4.1 Study setting

The study was conducted at Wolkite University Specialized Teaching Hospital (WUSTH) from
May 20 — June 30. WUSTH is 158km from Addis Ababa to the south in the Gurage zone,
Southern Nation, Nationalities, and Peoples Region. The hospital serves as a teaching and
referral hospital. Currently, it is providing emergency services, outpatients’ services, inpatients
services, major and minor surgeries, maternal care, pediatrics services, antiretroviral therapy
(ART) and Tuberculosis (TB) treatment clinics, laboratory, radiography services, and EPI

services for the community.

4.2 Study design and period

An institutional based cross-sectional study was conducted in May 20 — Jun, 2023.

4.3 Population

4.3.1 Source Population
The sources population of the study was all patients with DM who attend diabetic or chronic care
clinics of Wolkite University Specialized Teaching Hospital, Gurage zone.

4.3.2 Study Population
The study population was adult patients with DM having follow-up during the study period at the
diabetic or chronic care clinics Wolkite University Specialized Teaching Hospital, Gurage zone.

4.3.3 Study Subjects

All the selected DM patients who fulfill the inclusion criteria

12



4.4 Eligibility Criteria

4.4.1 Inclusion Criteria
Adults (18 years and above) who are known DM patients for the past 6 months and have an
appointed within the data collection period at Wolkite University Specialized Teaching Hospital
was included in the study.

4.4.2 Exclusion Criteria
Those patients with DM who are critically ill and not able to communicate in the study was

excluded from the study.

4.5 Sample Size Calculation and Sampling Procedure

4.5.1 Sample Size Calculation
Sample size (n) is calculated using single proportion formula. Considering the following

assumptions: standard normal distribution with confidence interval (CI) of 95% (Z=1.95),
tolerable margin of error (d=0.05), and anticipated proportion of diabetic foot ulcer preventive
practice of 39 % (p) taken from a study conducted in Dessie (33)

The total registered patients with DM at WCSH are 1000. Therefore:

N=Za/2%(p(1-p)) = (1.96)° (0.39 (1-0.39)) = 366

d? (0.05)°
Since the total population is less than 10,000, a correction formula is used
NF = nono _ 363666 — 268
1+ N 1+ 1000

*By adding a non-response rate of 10 %, the final sample size will be 295.

4.5.2 Sampling Procedure
To reach the study subjects, first we got the patient flow of WUSTH. Then, to select study

subjects at this hospital, Convenience sampling was used based on daily patient flow. The
patient’s follow-up register with appointment date in the Diabetic or Chronic Care Clinic was
used as a sampling frame (to prevent obtained double data and to get clinical related data with
corresponding study participants). Finally, the real data was collected from those who full fill the

inclusion criteria.
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4.6. Variables

4.6.1 Dependent Variable
Magnitude of DFU preventive practice

4.6.2 Independent Variables
Socio-demographic factors: Age of the patient, Sex, Education level, Place of Residency,

Income of the patient, and Occupation

Diabetic related information: Type of DM, Duration of diabetes, Type of diabetic management
and Family history of DM

Clinical factors: Co-morbidity, active foot ulcer or its history

Behavioral factors: Adherence to treatment, Alcohol consumption, Physical activity and or

Smocking

4.7 Operational Definition

Diabetic foot ulcer: Non traumatic lesions of the skin (partial or full thickness) on the foot of a
person who has diabetes mellitus (39).

Good Diabetic Foot Ulcer Preventive Practice: Those patients who score above mean score for
diabetic foot ulcer preventive practice questions (above mean score of 1.4695).

Poor Diabetic Foot Ulcer Preventive Practice: Those patients who score less than or equals to
mean score for diabetic foot ulcer preventive practice questions (less than or equals to mean
score of 1.4694)

4.8 Data Collection Tools

Data was collected using semi- structured questionnaire and record review. The questionnaire
has five-parts, Part I; Socio-demographic variables with 8 items, Part IlI; Diabetic related
information with 9 items, Part I11; Behavior related factors with 7 items, Part IV; Clinical factors
with 9 items will be taken from patient chart and Part V; Practice related questions which are 15
items having yes/no response.

The validity would be maintained through content validity by sharing the tool to experts who

have research experience on the topic area.
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4.9 Data Quality Control

To ensure quality of the data, the questioner was examined by senior experts to the area of study
for content-validity.

To maintain reliability of the tool, the questioner was first be translated from English to Amharic
languages then back to English by language expertise. Three BSc nurses was collected the data
and all completed data collection forms was examined for completeness and consistency during
data management, storage, cleaning and analysis. Then the data was entered and cleaned by
principal investigator before analysis.

4.10 Data Processing and Analysis

The collected data was checked and cleaned for any missing and inconsistency, and then it was
entered into Epi Data version 3.1 and then exported to SPSS version 24 for analysis. Descriptive
statistics was performed to identify the distribution of socio-demographic characteristics of the
study participants. Then the outcome variable was dichotomized based on operational definition
and the proportion was determined. In addition, bivariate logistic regression was used to assess
the association between dependent and independent variables. To control confounding effect,
those variables having p-value <0.25 in bi-variate logistic regression was entered to
multivariable logistic regression.

Finally, AOR was determined and those variables having p-value <0.05 as well as CI not
including number 1 in the final model of logistic regression analysis was considered as

statistically significant.

4.11 Ethical Consideration

Ethical clearance and an approval letter were obtained from the Wolkite University College of
Medicine and Health Science. Support letters was also obtained from Zone Health Department to
the hospital. After fully explaining the purpose, aim and possible benefit of the study, written
informed consent was obtained from each patient before starting the data collection.

The study participants would be informed about their rights to refuse to join, ask any question or

withdraw at any particular point during the data collection process without being frustrated. The
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collected data was kept confidential by using codes and put in enveloped Posta after data

collection and used only for this research purpose not to expose the respondents’ information.

4.12 Dissemination Plan

The study findings were disseminated to Wolkite University library to be used as some source of
information regarding the topic. It was also being sent to Gurage zone health Department and
further the public hospitals of the zone, to be used as an input or as a baseline to develop some
strategy which may focus on diabetic foot ulcer preventive measures. The finding was also being

presented in different conferences and was submitted for publication.
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CHAPTER FIVE: RESULTS

5.1. Socio-demographic characteristics

Two hundred ninety-five diabetic patients participated in this study with the response rate of
100%. The mean age of the study population was 43.26 + 15.59 years with the minimum age of
16 years and maximum 75 years. Among the study participants, 168 (56.9%) were males, 173
(58.6%) were urban dwellers and 196 (66.4%) were married. Fifty-one (17.3%) had educational
status of unable to read and write, eighty-six (29.2%) can read and write, sixty-three (21.4%) had
diploma and above, around half of participants were orthodox Christianity followers (52.9%),
19.00% of study populations were farmers and around 60% of the respondents had monthly
income of 1000-5000ETB.

Tablel: Socio demographic distribution of diabetic patients attending diabetic/ chronic care
clinic at Wolkite Specialized Teaching hospital, 2023 (n = 295).

Items Responses Frequency Percent
Sex Male 168 56.9
Female 127 43.1
Age 18-45 165 55.9
>45 130 44.1
Place of residency Urban 173 58.6
Rural 122 41.4
Marital status Married 196 66.4
Single 57 19.3
Divorced 12 4.1
widowed 30 10.2
Religion Protestant 42 14.2
Orthodox 156 52.9
Catholic 6 2.0
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Muslim 91 30.8
Occupation Merchant 56 19.0
Government employee 34 11.5
Farmer 56 19.0
Non-governmental employee 46 15.6
Student 52 17.6
Other** 51 17.3
Educational status Unable to write and read 51 17.3
Can read and write 86 29.2
Primary 50 16.9
Secondary 45 15.3
Diploma 20 6.8
Degree and above 43 14.6
Income <1000 ETB (low) 38 12.9
1000-5000 ETB (medium) 177 60.0
5000-10000 ETB (good) 15 5.1
>10000 ETB (better) 65 22.0
Total 295 100.0

Other**- carpenter, butcher, daily laborer, shoe shine...etc.

5.2. Behavioral characteristics

236 (80.8%) of the respondents reported they were taking medication properly and 209 (70.8%)
had regular follow up (6.9% weekly, 22.9% every two weeks, 35.3% every two month and
34.9% when needed) and 86 (29.2%) did not attend their follow up regularly. One hundred
thirty-one (44.4%) of the study participants were checking their blood glucose level regularly.
Concerning to smoking status 34 (11.5%) of the study populations were smokers and 174 (59%)
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of the respondent’s examined their feet. Among those 21.3% examined by their self and 78.7%
by health professionals. Among the study participants, 141 (47.79%) performed regular exercise.

Table2: Behavioral characteristics of diabetic patients attending diabetic/ chronic care clinics of
Wolkite Specialized Teaching Hospital, 2023. (n=295)

Items Responses Frequency Percent
Reported as taking medications properly No 59 19.2
Yes 236 80.8
Frequency of follow-up Weekly 24 6.9
Every two week 73 22.9
Every two month 95 35.3
When needed 103 34.9
Regular blood glucose check-up No 164 55.6
Yes 131 44.4
Smoking No 261 88.5
Yes 34 11.5
Feet examined No 119 40.4
Yes 176 59.6
Total 295 100.0

5.3. Clinical and diabetes related information

Around 77.6% of the respondents were with type two diabetes. Considering body mass index,
majority of the study population 224 (75.9%) had normal BMI (18.5-24.9kg/m?). Looking to the
blood pressure, 101 (34.2%) of the study population were hypertensive. Among the study
population around (21.0%) of them were diabetic for less than 5 years, whereas 30.8% were
diabetic for more than 10 years and above. Most of the study participants, 174 (59.0%) were
diagnosed as diabetic at public hospitals and 40.5% had chronic kidney disease or co- morbidity
other than diabetes. Concerning diabetic foot ulcer, 28.8% of study participants had history of
foot ulcer and 13.2% had at least one symptom of diabetic foot ulcer and only 14.2% had active
DFU.
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Table 3: Clinical characteristics and diabetes information related factors of diabetic patients
attending diabetic/ chronic care clinic of Wolkite University Specialized Hospital, 2023 (n =
295)

Items ' Response Frequency  Percent
Place of diagnosis Health center 101 34.2
Public hospital 174 59.0
Private health institution 20 6.8
Family history of DM No 197 66.8
Yes 90 30.5
Don't know 8 2.7
Type of DM medication Insulin 139 47.6
Oral anti-diabetic agents 107 36
Both 21 7.2
Only life style modification 28 9.2
Past history of DFU No 210 71.2
Yes 85 28.8
Duration since diagnosis of <5 years 62 21.0
DM
5-10 years 142 48.1
>10 years 91 30.8
Active Diabetic foot ulcer No 253 85.8
Yes 42 14.2
Any symptom of diabetic foot No 256 86.8
Yes 39 13.2
Type of diabetes Type one 66 22.4
Type two 229 77.6
Hypertension No 194 65.8
Yes 101 34.2
Chronic kidney disease No 175 59.5
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Yes 120 40.5
Peripheral vascular disease No 163 53.3
Yes 132 44.7
Peripheral neuropathy No 268 90.8
Yes 27 9.2
BMI Under weight 12 4.1
Normal weight 224 75.9
Over weight 59 20

5.4. Diabetic foot ulcer preventive practices

The proportion of study participants that reported good diabetic foot ulcer preventive practice

was 150 (50.8%). Foot washing everyday was the most performed activity reported 221 (74.9%)

and checking water temperature before washing was the least performed activity 60 (20.3%) of

the participants. Among the participants, 41.7% inspected their feet in every day manner and

43.4% trim toenails carefully. Concerning footwear, 84.1% reported as they have comfortable

kind of shoes, 54.6% check before putting them on and 56.3% wear clean, dry socks regularly

with half of them changing it daily. More than half (64.7%) of the respondents crossed their legs

while sitting and 62.7% walked bare foot around.

Table 4: Diabetic foot ulcer preventive practices of diabetic patients attending diabetic/ chronic
care clinic of Wolkite University Specialized Hospital, 2023 (n = 295)

Items Responses Frequency Percent
Able to reach and see the bottoms of feet No 130 44.1
Yes 165 55.9
Inspect feet every day No 172 58.3
Yes 123 41.7
Wash feet every day No 74 25.1
Yes 221 74.9
After washing, dry well between the toes No 134 454
Yes 161 54.6
Put moisturizing creams or lotions on feet No 208 70.5
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Yes 87 29.5

Trim toenails carefully No 167 56.6
Yes 128 434
Wear comfortable kind of shoes No 47 15.9
Yes 248 84.1
Check shoes before putting them on No 134 454
Yes 161 54.6
Wear clean, dry socks regularly No 128 43.1
Yes 167 56.3
Change socks daily No 101 34.2
Yes 66 22.4
Ever soak feet No 194 65.8
Yes 101 34.2
Always check water temperature before No 235 79.7
foot in Yes 60 20.3
Use hot water bottle or heating pad on feet No 232 78.6
Yes 63 21.4
Ever walk around with bare feet No 110 37.3
Yes 185 62.7
Crossed legs while sitting No 104 35.3
Yes 191 64.7

The overall level of DFU preventive practice in the study area remains moderate in which around
half of the study participants perform good practice 150 (50.8 %) (95% CI: 46.9, 57.5).
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5.5. Factors affecting DFU preventive practice
A logistic regression was performed to ascertain the likelihood of association between the
participants’ diabetic foot ulcer preventive practices and independent variables. Among the
variables, ten of them namely; gender, age, place of residency, marital status, occupation,
educational level, source of information about foot care, family history of DM, history of DFU
and regular checkup of blood glucose level were candidates for the final multivariable model
having with p value less than 0.25 on bivariable logistic regression.

Lastly, only five variables became statistically significant in final model. Sex (being male),
family history of diabetes, history of DFU and BGL check-up are positively associated with
good foot ulcer preventive practice, whereas occupation (being farmer) is negatively associated
with DFU preventive practice.

Males were 4.7 times more likely to apply preventive practices of diabetic foot ulcer than
females’ diabetic patients (AOR: 4.771, p: 0.036, 95% CI: 1.107, 20.570). Concerning
occupation, farmers were 6 times less likely to practice DFU preventive practices when
compared with government employees. (AOR: 0.032, p: 0.022, 95% CI: 0.06, 0.66). Diabetic
patients who had history of DM in their families were 4.8 times more likely to practice diabetic
foot ulcer preventive practices than patients without history of DM in their family. (AOR: 4.89,
p: 0.042, 95% CI: 1.05, 22.56). Diabetic patients with history of diabetic foot ulcer apply the
preventive practices 10.9 times more likely than patients without any history of DFU. (AOR:
10.93, p: 0.043, 95% CI:

1.40, 111.4).

Diabetic patients who checked their blood glucose level regularly were 3.7 times more likely to
apply the diabetic foot ulcer preventive practices when compared with patients not checking their
blood glucose level regularly (AOR: 3.78, p: 0.032, 95% ClI: 1.11, 12.77).
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Table 5: Factors affecting the Diabetic foot ulcer preventive practices of diabetic patients

attending diabetic/ chronic clinic at Wolkite specialized hospital. 2023 (n=295)

Diabetic Foot ulcer care practice ICOR

AOR 95% CI PV
0
Poor practice | Good practice 95% ClI
f % f %
1.55(1.0, 2.4) 4.77(1.07,20.5 0.036
Male 79| 54.5% 89 59.3%
Gender of respondent 7)
Female 66| 45.5% 61 40.7% 1 1 1
Governmental 1 1 1
5 3.4% 30 20.0%
employee
Non gov't 0.208(0.068,0.63) 0.8(0.71,8.51) | 0.006
20| 13.8% 25 16.7%
) employee
Occupation of the
Self employed 26 17.9% 30 20.0% ] 0.192(0.06,0.56) 0.64(0.56,9.3)| 0.003
respondent
Farmer 41| 28.3% 15 10.0% 0.44(0.2,0.9) 0.06(0.05,0.66) | 0.022
0.32(0.12,10.3) | 0.005
0, 0,
Student 23] 15.9% 29 19.3% 0.20(0.070.0.62
Other 30| 20.7% 21 14.0% 0.11(0.03,0.35) 0.45(0.17,7.18) | 0.001
No 97| 66.9%| 100 66.7% 1 1 1
Family history of DM Yes 43| 29.7% 47 31.3% 1.7(0.8,3.4) 4.89(1.05,22.5) 0.04
| don't know 5 3.4% 3 2.0% 0.21(0.33,1.91) | 0.006
History of diabetic foot | No 101] 69.7% 109 12.7% 1 1 1
ulcer Yes 441 30.3% 41 27.3% 1.55(1.76,2.92) 10.93(1.4,11.4)| 0.043
Check blood glucose | No 94| 64.8% 70 46.7% 1 1 1
regularly Yes 51] 35.2% 80 53.3% 1.53(1.8,2.7) 3.78 (1.1,12.7)| 0.032
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CHAPTER SIX

DISCUSION

This study shows that around half of diabetic patients (50.8%) had good foot ulcer preventive
practice. The current finding is consistent with the finding of the study conducted at Bahr Dar
Felegehiwot Hospital (54.6%) (36) and study conducted at Oromia region (57.8%) (35) of good
foot self-care practice. Whereas, the finding is slightly greater than the reports of studies from
Malaysia (38.2%) (30) and Sudan, 42.6% (34) patients had good foot self-care practice. The
difference might be due to socio-cultural variations between study areas, variation in sample size
in which only 150 and 145 subjects participated or difference in the classification of the diabetic
foot self-care practice as good, moderate or poor. The current study showed that 49.2% of the

study participants had poor DFU preventive practice.

Being male gender, having family history of diabetes and blood glucose check-up are factors
positively associated with DFU preventive practices. Whereas, occupation (being farmer), is
negatively associated with DFU preventive practice.

This study revealed that male subjects were more likely to perform preventive practices of DFU
in the study area. The variation of DFU preventive practice related to gender might be reflection
of disparity in societal role between male and females in southern Ethiopia typically in the study
area, females spent most of their time being busy at home when compared to males (19).
However, study conducted at Dessie referral hospital revealed that females were 2 times more
likely to apply good practice than males which argue with the finding of the current study’s
finding. The possible reason for this difference might be the proportion of educated male
subjects in current study is high when compared with females. And there also difference in the
number of female participants between the studies in which the proportion of female subjects in
that study is high and the reverse is true in current study.

Our study finding showed that 62% of farmer diabetic patients were practicing poor preventive
practice of DFU. This is consistent with study conducted in Behr Dar, Ethiopia that found

government employees apply preventive practice more likely than farmers. This vindicated that
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there is high prevalence of poor diabetic foot ulcer preventive practice among diabetic patients
who were farmers (36). The association between occupation and diabetic foot ulcer preventive
practice may be due to the fact that individuals in rural areas of Ethiopia particularly in the study
area often spent most of their time in farm area or outdoors by performing their routine activities
as well as the work habit itself affect them like not putting clean socks and comfortable shoes
while plowing. These people are commonly subject not to apply the preventive measures in
expected level due to inaccessibility of DFU preventive items like water, soap, socks, shoes, and
or lotions (23).

Having family history of DM and history of DFU due to diabetes were also emerged as factors
which influence the application of diabetic foot ulcer preventive practices. This might be due to
sharing experience from self as well as from family and person having the history performs the

measures more.

Patients having family history of DM apply the preventive practice of DFU more likely than that
of patients without family history. This finding is in line with the study reports of Irag, Sudan
and Philippines (28,34,39). And patients with history of DFU apply more preventive practice,
this is similar with the report of Iran (9).

Regular blood glucose level check-up was one of the determinant factors for the application of
diabetic foot ulcer preventive practice in this current study. Those diabetic patients who checked
blood glucose level regularly performed better preventive practice than those who do not check it
regularly. This might be due to alerting and alarming them that if not controlled, the
complications may arise early as well as give them access to health information about diabetic
foot care from health professionals (23).
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CHAPTER SEVEN: CONCLUSION AND RECOMMENDATIONS

7.1.  Conclusion

The level of diabetic foot ulcer preventive practice among diabetic patients in Wolkite University
Specialized Hospital was found to be less, where only around half of them had good practice.
Gender, occupation, family history of DM, history of DFU and regular blood glucose check-up
were factors significantly associated with diabetic foot ulcer preventive practice.

7.2. Recommendations

The health care providers are recommended to enhance patients’ level of preventive practices
through teaching and coaching them on activities of preventive practices. They also should give
special emphasis during follow-up for the patients who are females, farmers, and educating the
patients to regularly to check their blood glucose as well as perform exercise regularly by taking
care for foot while doing it.

Federal ministry of health, regional health bureau and Zone’s health department should give
emphasis on enhancing the preventive measures of DFU as one of the major services for the DM
patients that prevents serious foot complication at diabetes clinic of the Wolkite specialized
hospital. Patients should monitor their blood glucose level regularly to control their diabetic
condition. NGOs’ and Diabetic associations also should develop programs focusing on DFU

preventive practices.

7.3. Strength and Limitations

The use of validated questionnaires, assessing of individuals factors including knowledge and
practice as well as studies to identify the level of DFU preventive practice using 14 item
preventive practice assessment questions can be considered as strength of this study.

Using interview administered questioner and patient medical record review only may the
interpretation of the result, where practice could be better gauged with observation. Besides,
there may be recall and social desirability biases on recalling duration of illness, self-reporting of
patients regarding activities of diabetic foot ulcer preventive practices accurately and using of

convenient sampling may affect the result.
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Annex |. Participant's information sheet English and Amharic Version Questionnaires
WOLKITE UNIVERSITY COLLEGE OF MEDICINE AND HEALTH SCIENCE SCHOOL
OF NURSING STUDENTS, MARCH, 2015 E.C
A Questionnaire prepared to assess diabetic foot ulcer preventive practice and associated factors
among diabetic patients who are attending WOLKITE UNIVERSITY SPECIALIZED TEACHING
HOSPITAL, GURAGE ZONE, ETHIOPIA.
Date of interview:

DD MM YY

Greeting: Good morning/afternoon? We are working in research team from Wolkite University,
College of Medicine and Health Science School of Nursing students. We would like to ask a few
questions which may take around 10 minutes. The genuine responses that you are going to give
are very important to identify problems related to diabetic foot ulcer and design programs. You
are selected randomly to be a participant of this study. The answers you give will not be shown
to anyone and your name will not be written. Your participation will not harm you and your
family. Especially we want your answers because if everyone who is selected participates, our
information will be more valid and useful So You are kindly requested to participate voluntary.
Are you willing to continue?
1. Yes, please arrange for a private setting to conduct interview

2. No, end the interview.
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Part 1: - Socio-demographic Information

Data collection form of English version

S.ON.

Question

Response category

Code

1

Age

Sex

1.Male
2. Female

Place of residency

1.Urban

. Rural

Marital status

. Single

. Married

. Divorced
. Widowed

Religion

g B~ W N PR WD RPN

. Orthodox
. Muslim

. protestant
. catholic

. other

Occupation

1.

Government employee

2.Non-governmental

employee

. Self-employed
. Farmer
. Student

Educational level

g B~ W N P OB W

. Unable to read and write
. Can read and write

. Primary

. Secondary

. Diploma
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6. Degree and Above

g Income Enter birr
per month
Part 11: Diabetic related factors
s.no | Question Response Remark
1. Source of information on foot care 1. Diabetic care center
2. Health center
3. HEW (HP)
4. Media
2. How long have you been since you
have diagnosed with diabetes mellitus? | -------------------
3. Where did you diagnosed as diabetic 1.Health center
2.Public hospital
3.Private health institution
4.Self-diagnosis
4. Family history of DM 1.No 2. yes, 3. I don’t know
5. Type of diabetic medication 1.Insulin
2.0ral antidiabetic agents
3.Both
4.0nly Lifestyle
modification
6. Have you ever had DFU? 1.No If no,
2.Yes how many......... skip to Q
#8.
7. What measure was taken? | smmmmemmmmmmmeeeee
8. Do you have active DFU 1.No Ask and
2.Yes cheek for
9. 1. No 2. Yes (numbness,

Do you have any Symptom?
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tingling, pins and needles, or
itching sensation in your feet)

Part 111: Behavior related factors

S.no | Question Response Remark
1. Do you take your medications 1.No 1 Good
properly? 2.Yes adherence
2. Do you attend your follow up 1.No 2. Poor
properly? 2 Yes adherence
3. If yes, how often 1.Weekly
2.Every two week
3.Every two month
4.0nly when requested by
health care provider
4. Do you check your blood glucose 1.No
regularly? 2.Yes
5. Have you smocking currently 1.No
2.Yes
6. Feet examined 1.No
2.Yes
7. By whom? 1.Your self
2.0thers
Part 1V: Clinical factors from the patient record, laboratory investigation, and measurment
s.no | Question Response Remark
1 Type of diabetes 1. Type one
2. Type two
3. Other ------------
2 Blood pressure inmmHg | ------mmemmmmeeee- 1.hypertensive




2.not

hypertensive

3 Result of HbAle | - l.less  than
7mg/dl
2.>=7Tmg/dI

4 Chronic kidney disease 1.No

2.Yes

5 Peripheral vascular disease 1.No

2.Yes

6 Peripheral neuropathy 1.No

2.Yes

7 Height in centimeters | -=--=--—--—-

8 Weigh in kilogram | s

9 BMI | e 1.Underweight

(<=18.5)
2.Normal
(18.5-24.9)
3.0ver weight
(25-29.9)
4.0bese(<=30)
Part V: Foot care practice
S.no | Questions Responses Remark
1. Can you reach and see the bottoms of | 1. No 2.Yes
your feet?
2. Do you examine your feet every day? 1. No 2. Yes
3. Do you wash your feet every day? 1. No 2.Yes
4. Do you dry well between the toes? 1. No 2.Yes
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5. Do you put moisturizing creams or | 1. No 2.Yes
lotions between your toes /on your feet?
6. Do you trim toe nails carefully and | 1. No 2.Yes
regularly straight across?
7. Do you wear comfortable kind of shoes? | 1. No 2.Yes
8. Do you check your shoes before you put | 1. No 2.Yes
them on?
9. Do you wear clean, dry socks regularly? | 1. No 2. Yes
10. If yes to Q #09, do you change it daily? . No 2.Yes
11. Do you ever soak your feet? . No 2. Yes If no, skip to
Q #13.
12. | Do you always check water temperature | 1. No 2. Yes
before your foot in?
13. Do you use a hot water bottle or heating | 1. No 2.Yes
pad on your feet?
14, Do you ever walk around in your bare | 1. No 2. Yes
feet?
15. Do you sit with your legs crossed? . No 2.Yes
Thank you for your time and answer!!!
P+NF&PTF PAOLE ML+ F

AAGRF: UT A4 /PA? hmALM RLACALT PANIRT AT P ALTA hAE PICA +TLPF

FIRUCT A&A NIPCIRC +£PY APASTY 1M ALY ML 10 Led ANNMN, AMNS. PIRTFA Mbt

D PEPTY MPP ALAIAL: PIRFAMT AD-1+E FRART NANC Yamge IC o+P o1 T+

ATEARTE NMIR ANEAL TFDIPASIC €NATT AT PIE& TCIAETF: PHU +AFL ALY

38




NHE$L +ADCMPA: DFF PAUAMTT TOANT ATHIT AR FRID AT NIOP F79° hLGL.:
PACNP +ATE ACANPY AT MHANPT ARISID T N+ALTS AT FANAT AT MPaq MRANT
ATAIAT  PATLERTR Pranmet U PARA+4 NPT PAGT dRZ8 PNAM EUPTA: NAHU
NELLATF A18.ATS NARNCT ATMLPAT: AGRPMA LT 1U? 1. AP, ANAPT Paqans.
Pl ARFF PHIE PA ACPMESP 2. AL, PA-TOMERT RCN::

AEA L- MUNER NT-UHN

he: amPe PIRRA SHX

1 oL,

2 PES 1.ane 2. Mk

3 PamL P h A 1. 2.1mC

4 PINF U 1.2A70 2. £IN
3.P4F4.0NAT5AN

5 Y2 5% 1.ACT2AN 2000 A 9D
3.8mma.ntns.AN

6 MY 1.t AT

2,09 3P LAY U
3.0974 4O it
4.71N&5.178 6.A\

7 PAIRUCT B8 1.999NG TOR A& AAHFATR
2.9YNNG do% U STAA
3.pa ay,p /8

4.UNE 228

5.8

6.891£5 NHP NAL

8 mn NmC s
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h&AILl: - hAh,C NAF 2C e+ePH R0 T

ne

MMed

PIPAR

S HAK

NA%C AYNNNN AL pao/B
LT

1. PhNC Yaeg+&@F AThNNN Moh4
2. M5 MNP

3. M5 hA

4. M40

PANC NAF AT8ANT hot
go PUA I 1PT?

PANC Yaege+g ao PPy P
1M PLIT1MNT?

1. M4 Mona 3. P74 MS +kI°
2. PUHN UNT A 4. &N arapcan

Nn+HANP PADC NAZF Fdh
AAD-?

AL T2 AP T 3 AAD-PTP

PhhC yaege
uhoee 927+

PMPAST

R
.NA& PMAL PANC Y LF
. PARID

A1 ®NAT

PDPe\?

AI IR,

1
2
3
4. PASSC HRN MAAP NF
1
2

goy QL% ACIE +MNL A?

AU A9IC €NAT AAPTH?

1. AREEATR 2. AP

Med:
+amANT

TARNT AAPF? PG @-92?

1. A2 2. AP (PARLYHH T ARYbmem I
gOAMCF AT OCLPT T MLID NASICP

AR PMANh NTRY)

N&A IIL- hNUCe JC e+2PH ™R e +F
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he ammed PIRAR LS HAN
1 m ey $FPT NFANA LONSA?  [1. AR LAGE 2. AP
> ATTAPT NTNNA BA+EA? 1. RREEAGD 2. AP
1. AR 3P
] 2. A 21878, AT ehay
3 AP NPT E 907 PUA 1H PRl G
4. PN NF
neg® m-n PAM7Y PANC APm7
4 PTH@ BANA? 1. RRELAGD 2. AP
5 NAUF TH APt 102 1. hE 2. hP
. AL HIETERN? 1. h2 2. AP
. AP U N 2 1. Nty 2. NAA

h&A IV:-hhm o +Em- avH) T hANL T4 L4 AT a®AhT

ne ammMmeP PIPAN
1 PANC NN 3L7% 1. A5 921t
2. PATE3. AA ---——---
2 PEI® 914+ N mmHg - PLI™ 14+ AAG-
PRI 914t PAM-P
3 AmNg PRIR PANC ™Mt [1.1h 7mg/ dl NFF
2.> =7mg / dl
A C PALE PIFAAT NAS 1. AR 2. AP
5 PNNNLP PLI® N30 NAF [1. AR 2. AP
6 PNNN.PP P1CN NASF 1. hE 2. AP
7 Sl S e S S
8 ANLtT NAeo1L® oo
9 BMI 1. hh-Ne+ N3+ (<= 18.5)
2. A eN& (18.5-24.9)
3. Mm% NAL ANLet (25-
29.9)
4. NPMT NAL &% (<=
30)

NEA V:-PARIE m PEPT

41




S HAK

he MmMmeP PIRAR
1 PATICTPY FF AR/ AT MPF £FAN? 1. A2 2. hP
2 NPP+ ASICPTY LODLIRLA? 1. hE 2. AP
3 NPP+ ACICPT £FMNA? 1. hE 2. AP
4 hamn NZA NM$F aNhA NLYN PLCPA? 1. hE 2. h®P
5 NACICP ALST NMEFP aohha ?\cmnp“aj “e > K
NATPTT mLIR $NFTY PAPICMA?
6 Pmt A&CTT NIPE AT NARLNTYE M), o > KO
NAD- L&CMA?
U goE QL% B, TPTY LANAA? 1. A2 2. hP
g TP NADANAP NLTF LADLIRLA? 1 ke 5> K
9 AHOFC 780 NAAPTYT LANAN? 1. h2 2. hP
10 ARDC 11 AP NPT T NPPE LPLANA? 1. A2 2. AP
11 AICPTY LHE HEA? 1. A2 2.hP |Khe nhUPY e
b#13 £ HAN
12 AICP napenN+ Nt A 1H PaxY d™i1. AL 2. hP
24TAA?
T EMPMA?
14 NNE A%CTP N4C @NMD +APAAND- PO-PA? (1. hE 2. hP
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15

ACICTPY AMmE M LbdDmA?

.hE

2. AP

ALHLPF A NITAU
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