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Abstract

Background: Preterm birth (PTB) is a public health problem worldwide. However, the problem
is under reported and underestimated in developing nations including Ethiopia. Moreover, limited
research to date has been done to address the relationship between intimate partner violence during
pregnancy and preterm births in developing nations including Ethiopia. This study aimed to assess
the association between intimate partner violence during pregnancy and preterm births.
Methods: Hospital based unmatched case control study design was employed on a sample of 138
cases and 276 controls from 1% February 2018 to 1%t April 2018 in Amhara region, Ethiopia. The
cases and controls were proportionally allocated in each hospitals based on the last one-year case
flows. The outcome variable was measured by using confirmed Physician Diagnosis of
prematurity. Standardized, structured and pretested questionnaire was used to collect data. The
collected Data was entered using Epi-data 3.1 and was exported into SPSS version 20.0 statistical
software for analysis. Independent variables with p-value less than 0.25 in the bivariate analysis
were entered into multivariable logistic regression model with backward LR method. Statistical
significance level was declared at p-value less than 0.05.

Results: the overall proportion of any Intimate Partner Violence (IPV) exposure during pregnancy
was found higher among case groups than control groups (44.8% and 25% respectively). After
adjustment: women experienced any IPV during pregnancy had 2.5 times higher odds of Preterm
birth compared to those never experienced any IPV [ AOR=2.85: 95%CI 1.42-6.22]. Moreover,
the likelihood ratio of PTB among women experienced emotional IPV was 6 times higher
compared to those didn’t experienced [AOR=3.05: 95%CI 1.35-6.91]. Other determinant factors
such as; residence, maternal age, education level, ante natal care, previous adverse birth outcomes
and medical problems during pregnancy were significantly associated with PTB.

Conclusion: The study revealed significant association between Intimate Partner Violence during
pregnancy and preterm birth. Therefore, programs and strategies should be developed to prevent
women violence during pregnancy at regional, zonal and district levels. Health care providers
should have integrated IPV screening at routine ante natal care delivery settings. Moreover,

longitudinal and qualitative studies are recommended to explore more evidence.

Key words: Intimate partner violence, pregnancy, preterm birth, Amhara region, Ethiopia

xii



1. Introduction
1.1 Background

World Health Organization(WHO) defined preterm births as “a birth of new born happened
before 37 completed weeks of gestations” [1, 2].

The prevalence of preterm birth varies throughout the globe. In 2016, more than 15 million
babies are born before 37 completed weeks of gestations. Of these, more than 80% of preterm
births happened between 32-37 weeks of gestation and 60-85% are found concentrated in
Africa and South Asia [3-5]. The prevalence of preterm birth in Ethiopia ranges from 4.4% to
48.6%. As a result, preterm birth is public health problem for both developed and developing

nations but the problem is devastating in the developing countries like Ethiopia [6-11].

Intimate Partner Violence (IPV) is a public health problem and human right violation and It is
defined by the WHO as “physical, sexual, or psychological coercive act by a current or former
partner or spouse of a woman” [12]. The global prevalence of any intimate partner violence
among all ever-partnered women is 30%. Of these, more than 37% happened in African,
Eastern Mediterranean and South-East Asia Regions [13, 14]. In Ethiopia, the prevalence of
Intimate partner violence among ever married women ranges from 9.4% (Ethio-somali region)
to 78% (Amhara region) [15-20].

The mechanism how violence during pregnancy results preterm births is not well understood.
However, Some studies suggested that IPV during pregnancy results elevated levels of
Corticotrophin Releasing Hormone (CRH)c due to stress, anxiety and depression which leads
to premature activation of labor [21-24] and others agreed upon physical Violence during
pregnancy results Post Truamatic Stress Disorder, anxiety and physical trauma upon abdomen,
uterus, and membrane those lead to onset of premature labor prior to 37 completed weeks of
gestation [25-27].

Globally, regionally as well as nationally different policies, strategies and programs have been
tried in the past decades to prevent and improve the care of preterm births [28-31]. The cares
include antenatal corticosteroid, antibiotic, kangaroo mother care, immediate intensive care

unit and long term complex health services for PTB. Currently, the global community also



made commitment through the Sustainable Development Goals (SDGs) and Every Women and
Every Child initiatives [32-34].

The government of Ethiopia also showed its commitment to improve the care for newborns
and preterm births through inclusion of high impact life-saving neonatal interventions in its
Hospitals. The study hospitals; Dessie Referral hospital, Debre Birhan Referral hospital and
Felege Hiwot Referral Hospital also provide different interventions during pregnancy, labor,
NICU and postnatal periods. Antenatal corticosteroids, provision of antibiotics, preterm labor
care, neonatal resuscitation, continuous positive airway pressure, incubation and Kangaroo
mother care are some of the interventions that are provided in the study Hospitals [34]. Beside
these efforts, the role of intimate partner violence during pregnancy as cause of preterm births
had given little due attention and the maternal cares given at health facilities do not include

violence victims screening at all levels.

Therefore, this study was aimed to assess the effect of intimate partner violence on preterm

delivery in Ethiopia especially in the study region.



1.2 Statement of the problem

Preterm birth is the major public health problem for both developed and developing nations
but more than 60% of deaths due to prematurity found concentrated in Africa and South Asia.
Moreover, prematurity is the leading cause of neonatal and the second cause of under-five
mortality in the world [3, 35-37]. In Ethiopia, prematurity is the first cause of neonatal mortality
and the fourth cause of under-five mortality and Ethiopia is 11" among 15 high PTB burden
countries in the world [35, 38, 39].

Survivors of prematurity also suffer from long term or short term sequelle of preterm birth.
Such as; breathing difficulties, feeding problems, effects on brain functions in later life,
cerebral palsy, mental retardation, visual and hearing impairments, and poor prognosis. The

family and the society also suffer from economic burden of preterm birth [5, 40, 41].

The systematic review and meta-synthesis conducted by WHO and South Africa Medical
research center to assess the prevalence of intimate partner violence indicates that women who
have been physically or sexually abused by their partners had 2.3 times risk of premature births
[42].

Several factors have been found contributors of preterm delivery. Studies conducted across
developing countries have found under-nutrition, low socio-economic status, devastating
genitourinary infections, Hypertension during pregnancy, smoking, alcohol consumption,
cervical incompetence, Being HIV positive, Diabetes mellitus, physical violence during
pregnancy to be contributors of preterm deliveries[43-47]. But different researchers also argued
upon the association between Intimate partner violence during pregnancy and preterm births
[48-51].

In Ethiopia different strategies, health policies, and interventions have been tried in the past to
reduce, to prevent and care preterm births but the rate of PTB is not reduced in the needed
manner and still found higher than the WHO (2016) regional and national estimate of PTB
(4.4-48.6% Versus 10-15%) [6, 11, 34, 38, 52-56]. As a result, exposure to intimate partner
violence during pregnancy might be contributor for this high magnitude of PTB in the study

region.

However, researches linking intimate partner violence during pregnancy to PTB have not been
conclusive and are mainly cross-sectional studies. Consequently, how much PTB is attributable

to violence during pregnancy remained an area in which strong evidence is lacking and Most
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of the researches conducted to date were also conducted in developed countries. To the best of
the researchers’ knowledge, no study has been conducted to assess the association of intimate
partner violence during pregnancy and Preterm birth. Thus, the researchers had investigated
the effects of violence during pregnancy on Preterm delivery among women whose neonates

admitted at the three governmental hospitals in Amhara region, Northwest Ethiopia.

Therefore, this study was intended to contribute to bridging the information gap, and
subsequently the proportionate effect of intimate partner violence during pregnancy on Preterm

birth in the study region and at national level.



1.3 Rationale of the study

In Ethiopia, different strategies, health policies, human right laws and interventions have been
tried in the past decades to reduced PTB but the rate of PTB does not show a remarkable
decline. Therefore, the results of this study may close the information gaps regarding the effect
of violence on preterm deliveries which are main contributors of both neonatal, infant and
under-five mortality in the study region and as well as in Ethiopia.

The findings of this study might help the Health Care Providers to integrate the violence victims
screening in the routine services, provide capacity building trainings for TBAs and HEWs how
to approach women with this problem at community level.

Furthermore, the findings from this study will help hospitals to see different ways to improve
prevention and cares of preterm birth based on the major findings

The study also generates evidences for program designers and different stakeholders that work
on prevention and care of preterm birth. Moreover, the program designers and stakeholders

who are working on this area at regional level will design proper interventions based on the
study findings such as identifying the victims by home to home campaign, mobilization of the
society, awareness creation that will help to prevent and control violence against women. It
will also provide adequate evidence to include victims screening in the Antenatal care services
registration books and community based surveillances during manuals preparations.

It might be also used as base line for further researchers to generate more evidence on this area.



2. Literature Review

2.1 Over view and Magnitude of Violence

This study aims to assess the association between intimate partner violence during pregnancy and
preterm births in government hospitals of Amhara region, Ethiopia.

Globally, more than 38% of all forms of violence against women are committed by intimate
partners. In addition to intimate partner violence, nearly 7% of women report having been
sexually assaulted by someone other than an intimate partner [57, 58].

A prevalence study conducted in Iran showed 56.3% of women declared to experience
domestic violence during pregnancy. The study also revealed that Psychological violence was
the most common form of violence against these women (51.3%) followed by physical
violence (5%). The overall, Prevalence rate of premature labor was 37.7% among all women

in this study, of which 63.3% of this rate belongs to abuse women[47].

The systematic review of African studies found that the prevalence of Intimate Partner violence
(IPV) among pregnant women in Africa is high (15.7% to 57%) compared with developed
nations and the study revealed that the major identified risk factors contributing for violence
were being HIV Positive, history of previous violence, alcohol drinking and illicit drug use[59].

Multilevel census analysis of 10 years (2004-2013) was conducted to assess the association
between violence and preterm birth and the findings showed that significance association
between violence and preterm births. After adjusting for maternal age, race/ethnicity, education
level, paternal presence, parity, adequacy of prenatal care, pregnancy complications, history of
preterm birth, insurance and tobacco, alcohol, and drug use, census tracts with the highest level
of violence had 1.5 odds of very preterm births, compared to census tracts with the lowest level
of violence [60].

Prevalence study in Dare ‘salaam Tanzania found that the odds of Physical and/or sexual
Intimate Partner Violence during pregnancy was 2.2-folds higher than non-pregnant periods.
So the study concluded that IPV is more prevalent during pregnancy than during the postpartum
periods [61].

Population based survey conducted in Amhara region found that the prevalence of domestic
violence was 78.0%. About 73.3%, 58.4% and 49.1% of women reported different forms of

psychological, physical and sexual violence, respectively [15].



In 2016, WHO estimated that the Preterm birth rate in Eastern-Africa ranges from 12.5% to
16%. Different Studies conducted in Ethiopia revealed that the prevalence of preterm birth
ranges from 4.4% to 48.6% which is higher than the WHO regional and national estimate (10%
to 15%) for Eastern Africa and Ethiopia. Ethiopia ranked 11" from the top 15 countries with
high preterm birth burden countries in the world [5, 7, 8, 35] but limited studies conducted to
show the association between domestic violence and adverse pregnancy outcomes (LBW, PTB,
Still birth and SGA) in Ethiopia. Therefore, the central aim of this study is to assess effect of

violence on preterm births.

2.1.1 Physical Violence

The prospective cohort study conducted in Iran showed that women experienced physical
intimate partner violence during pregnancy are 1.9 fold at risk of having preterm births and/or
premature rupture of membrane and are 2.3 times at risk of having low birth weight babies
[62].

Population based survey conducted in Canada revealed Most dimensions of violence were
associated with postpartum depression, particularly the combination of threats and physical
violence starting before and continuing during pregnancy (Adjusted Odds Ratio = 4.1) and
perpetrated by the intimate partner (AOR=4.3) but no statistically association was found

between Violence and Preterm births [51].

In a longitudinal study conducted in Vietnam statistically significant association was found
between exposure to physical violence during pregnancy and preterm birth (PTB) or low
birthweight (LBW). After adjustment for age, education, occupation, BMI, hemoglobin level,
previous adverse pregnancy outcomes, the pregnant women who were exposed to physical
violence during pregnancy were 5 times more likely to have PTB and were six times more
likely to give a child of LBW as compared to those who were not exposed to physical violence
[63].

2.1.2 Sexual Violence

An Epidemiological review conducted in 2014 showed that women with a history of Childhood
Sexual Assault (CSA) had 2.6 to 4.8-fold increased odds of PTB as compared with women
without a history of CSA. Three other studies did not observe statistically significant
differences in rates of PTB or mean gestational age at birth in relation to a history of CSA [64].

The prevalence study in India showed that One in three women (34.0 %) reported 1PV, 4.8 %

reported in-laws’ violence (ILV), and 48.5 % reported Gender Based Household Maltreatment
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(GBHM) during the peri-pregnancy period. After adjusting for other forms of abuse, IPV
related to pain during intercourse (AOR = 1.79); ILV related to not receiving first trimester
antenatal care (AOR = 0.49), and GBHM remained associated with premature rupture of
membranes (AOR = 2.28), pain during intercourse (AOR = 1.60), and vaginal bleeding (AOR
=1.80) [43].

2.1.3 Psychological/ Emotional Violence

Longitudinal study conducted in Iran showed that nearly 70% of women reported PSV during
pregnancy but The differences between the two groups in reference with pregnancy
complication did not show statistical significance. The study found that Premature rapture of
membrane was the only outcome that was independently associated with Psychological

violence [48].

The narrative review based on WHO model in Iran showed that prevalence rates of preterm
delivery in different cities of Iran ranges from 5.6% to 39.4%. The most common social factors
in structural determinant were educational level of mother, and in intermediary determinants
were Psychosocial factor (maternal anxiety and stress during pregnancy), Behavioral factor and
Maternal circumstance (violation and trauma) and in Health system, lack of prenatal care which
are the contributing factors for emotional stress[65].

Community based RCT in Washington DC revealed that Rates of adverse pregnancy and
neonatal outcomes were high and did not differ significantly between subjects under
Intervention Groups and Control Groups. In adjusted analysis, adverse Outcomes such as
preterm birth, low birth weight, small for gestational age, NICU admissions and >2-day
hospitalization of the infants were associated with pre-existing hypertension, diabetes, previous
preterm birth (PTB), and late initiation of prenatal care, and STI but they were not significantly

associated with active smoking, ETSE, depression, and Intimate Partner Violence [50].

2.1.4 Combined Violence Experience

The community based RCT conducted in Columbia revealed that IPV during pregnancy was
associated with 1.64 times risk of PTB and 3-folds risk of VPTB. The occurrence of VPTB
was significantly reduced in the intervention groups compared to the usual care group
(OR=0.42) [45].



According to prospective cohort study of Tanzania, One-third (30%) of the women experienced
IPV during pregnancy; 22.3% reported emotional, 15.4% sexual and 6.3% physical violence.
In this study, Women exposed to physical IPV were 3 times more likely to have PTB (AOR =
2.9) and LBW (AOR = 3.2). Women with previous adverse pregnancy outcomes and exposure
to physical IPV had a further increased 4.5 times risk of PTB and 4.8 times risk of LBW
compared to those without previous history of adverse outcome. Even though both emotional
and sexual violence has been found to have high magnitude than physical violence but they
were not statistically associated with PTB [44].

Systemic review and meta-analysis with 50 studies were pooled ORs and the study found that
the odds of PTB and LBW among women experienced Intimate Partner Violence was
significantly associated (OR=1.91, and OR= 2.11 respectively), but the studies were at a large
level of heterogeneity for both PTB & LBW (12 = 84% and 91%, respectively) and the

association with SGA was less pronounced and marginally significant [14].

The systematic review and meta-analysis of 19 African studies found that the prevalence of
IPV during pregnancy ranges from 2% to 57% (n = 13 studies) with meta-analysis yielding an
overall prevalence of 15.23%. After adjustment for known confounders, five studies retained
significant associations between HIV and IPV during pregnancy (OR1.48-3.10). Five studies
demonstrated strong evidence that a history of violence is significantly associated with IPV in
pregnancy and alcohol abuse by a partner also increases a woman’s chances of being abused
during pregnancy (OR 2.89-11.60). Other risk factors include risky sexual behaviors, low
socioeconomic status and young age [59].

The case control study conducted in Peru revealed that prevalence of any form of IPV during
pregnancy was 52.2% among cases and 34.6% among controls in the study area. Compared
with those reporting no exposure to IPV during pregnancy, women reporting any exposure had
a 2.1-fold increased risk of PTB and The association was attenuated slightly after adjusting for
maternal age, pre-pregnancy weight, and other covariates by 2-folds. The study found that
Emotional abuse in the absence of physical violence was associated with a 1.6-fold increased
risk of PTB. On the other hand, the effect increased when the combined effect happened.
Emotional and physical abuse during pregnancy was associated with a 4.7-fold increased risk
of PTB [46].



Longitudinal study conducted in Washington DC found that Women who were victims of IPV
were more likely to give birth prior prematurely and deliver low and very low birth weight
infants. Women reporting reciprocal violence in the past year were more likely to drink, use
illicit drugs, and experience environmental tobacco smoke exposure and were less likely to be
very happy about their pregnancies. Women reporting any type of IPV were more likely to be
depressed than those reporting no IPV. Women experiencing reciprocal violence reported

highest levels of depression [66].

A review study revealed as high as these rates are, the actual prevalence of IPV during
pregnancy may be even higher due to reluctance of women to disclose 1PV, especially during
pregnancy. many studies have indicated certain women may be at increased risk of IPV during
pregnancy due to socioeconomic status (SES), age, marital status, or minority status. As a
result, IPV can be found the risk factor for LBW and PTB [25].

The review study assessed the effects of IPV on maternal health (e.g., insufficient or
inconsistent prenatal care, poor nutrition, inadequate weight gain, substance use, increased
prevalence of depression), as well as adverse neonatal outcomes (e.g., low birth weight
[LBW]), preterm birth [PTB], and small for gestational age [SGA]) and finally confirmed as it
is the leading cause of maternal and neonatal death [67].

2.2 Socioeconomic, Sociodemographic, Obstetric and Medical Factors

2.2.1 Socioeconomic and Sociodemographic Factors

A retrospective cohort study conducted in Canada revealed that the association between
preterm birth and household income, housing tenure, and education by bivariable analysis.
Following full adjustment, effects of unemployment (OR = 1.52) and one indicator of poor
social support (OR = 1.17) remained significantly associated with PTB. The study conclude
that, Unemployment and lack of social support are associated with higher risk of preterm births
[68].

The prospective study conducted in Iran showed that some structural and intermediary
determinants such as income and perceived stress had direct effect on preterm labor. The Path
analysis showed that among structural factors, income had a direct effect, number of children
(family size), as well as mother’s education had the greatest overall effect on gestational age at

birth respectively [69].
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2.2.2 Obstetric and Medical Factors
The prevalence study conducted in Bahir Dar found that the prevalence of PTB was 11.7% and

the identified factors of preterm births were; unplanned pregnancy, No ANC follow up,

pregnancy interval less than 24 months, preeclampsia/eclampsia and rural residence [10].

A prospective cohort study conducted in Tikur Anbesa Teaching Hospital found that Out of
3424 deliveries conducted during the study period, Preterm delivery rate was 48.6% for all

cases of Hypertensive Disorders of pregnancy (HDP) [11]

A Facility based Cross sectional study conducted in Hossana, southern Ethiopia found that PTB
were significantly associated with Being government employee [AOR=4.5], lack of antenatal
care [AOR=3.2], rural residence [AOR=3.5], hemoglobin<11l mg/dl [AOR=2.5], malarial
infection [AOR=8.6], age<20 years [AOR=4.9], previous history of pregnancy complications
[AOR=6.3] [70]

The prevalence study conducted in Debremarkos found that 11.6% from the total 422 mothers
gave a preterm birth. Presence of chronic illness (AOR=4.5), problem in current pregnancy
(AOR=2.9; 95% CI: 1.3, 6.7), premature rupture of membrane (AOR=6.2), low income <600
birr (AOR=2.6 ),has antenatal follow up (AOR=0.24), and hematocrit level <33 (AOR=7.2)
were found to be significantly associated with preterm birth on the multi variate logistic
regression [9].

An institution based cross-sectional study conducted in Gondar town health facilities showed
that 4.4% from the total 540 mothers gave a preterm birth. The covariates of pregnancy induced
hypertension (AOR 5.36) and being HIV positive (AOR 3.4) were found to be significantly

associated with preterm birth [6].

Prevalence study conducted in Jimma Teaching Hospital found that the prevalence rate of
preterm birth was 25.9%. Rural residency (P=0.010), Substance intake during pregnancy
(P=0.049), History of adverse birth outcomes (PTB, LBW or still birth) (P=<0.001), Pre-
mature rupture of membrane ( P=<0.001), History of bleeding during pregnancy (P=<0.001),
UTI during pregnancy (P=0.044), Hypertension during pregnancy (P=0.003), and Congenital
abnormality of the new born (P=0.029) were determined as significant risk factors for preterm
birth [7].
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Multivariate analysis results of a case control study in Iran showed that abnormal amniotic
fluid, premature rupture of membranes, double and multiple pregnancies, chronic hypertension,
family history of premature birth, mothers age over 35 years, and cervical incompetence had
significant (P<0.05) relationship with the premature births [71].

Case control study conducted in Egypt revealed that several maternal factors contribute for
preterm deliveries. The identified factors were age < 20 years, nulli-parity, previous abortion
and previous preterm birth, menses vaginal bleeding, a vaginal pH > 5, bacterial infections
(Trichomonas vaginalis infection, Mycoplasma hominis infection, and any vaginal growth of
Gram-negative bacilli) were significantly associated with Preterm Labor [72].

A prospective cohort study conducted in Brazil on 1229 women pregnant women has found
that A total of 13.8% of the infants had LBW or were premature. Conditions associated with
risk of low birth weight or prematurity were: History of previous prematurity birth (p < 0.005),
smoked (p < 0.001), delivered by C/s (p < 0.001) and whose partners had a low educational

level (p < 0.008). but no association has seen b/n domestic violence and LBW/preterm [73].

2.3. Behavioral and lifestyle related Factors
The community based cross-sectional study conducted in Bahir Dar revealed 34% of

respondents consumed alcohol during pregnancy at least once per week.”Tella”, beer, and wine
were the commonest kinds of alcohol beverages consumed by the pregnant mothers [74]

The prevalence study conducted in Eastern Sudan found that 251 (24.9%) and 270 (26.8%)
women reported that they experience divorce threat and second marriage threat respectively
due to domestic violence. In logistic regression model, husband’s education (OR = 1.5),
polygamous marriage (OR = 1.9), and husband’s alcohol consumption (OR = 13.9) were
significantly associated with domestic violence [75].

Prospective cohort study done in Maryland try to assess the factors contributing for adverse
birth outcomes found that 19% of the sample reported intimate partner violence during their
pregnancies and of the exposed women, 41% had at least one adverse neonatal outcome (PTB,
LBW and/or SGA). Women experiencing intimate partner violence had a higher risk of
marijuana use than the non-abused (p < 0.01). Experiencing intimate partner violence was
associated with a four-fold increase in having a SGA neonate. Women who reported marijuana
use had five times the odds of having a neonate classified as SGA and/or LBW [76].

A prevalence survey conducted in Amhara region revealed that Alcohol consumption by
husband (AOR = 1.9), being pregnant (AOR = 2.1), low decision making power (AOR = 2.3)

and low annual income (AOR = 1.9) were the main predictors of domestic violence [15].
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2.4 Conceptual Framework

This framework shows the three main constructs of violence (physical, sexual and
psychological/emotional) and other determinant factors of preterm births (figure 1).

Intimate Partner
Violence

Sexual violence Emotional Physical violence
-Anxiety =I'rauma to Uterus

-Lack of FI* use
-Lnsafe sex -Depression
-Lack of autonomy -FIsD

-injury to Genitalia
-5oft tissue injury

Socioeconomic & Obstetrics &

Sociodemographic Preterm Medical factors
factors hirths

Behavioral
factors

Figure 1:Conceptual framework of IPV and other factors with PTB (WHO: global regional and
national estimate of violence against women, 2012) with some modification, 2018.
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Research Questions and Hypothesis

Research question?

> Does intimate partner violence during pregnancy related with preterm births?

Hypothesis

There is no association between intimate partner violence during

pregnancy and preterm birth.
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3. Objective of the study

3.1 General Objective:

To assess the relationship of intimate partner violence during pregnancy as well as other
pregnancy related factors with preterm births among mothers whose neonates admitted in
Dessie referral, Debre Birhan referral and Bahir dar Felege Hiwot referral hospitals from 1%
February 2018 to 1% April 2018, Amhara region, Ethiopia.

3.2 Specific Objectives:

1) To determine the association between intimate partner violence during pregnancy and
preterm birth.

2) To assess the association between other determinant factors and preterm birth.
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4. Methods and Materials

4.1 Study Setting and Study Period

The study was conducted in Amhara region, Ethiopia. According to the 2002 (EFY) Health
and Health Related Indicators published by FMoH, Amhara region has a total of seventeen (17)
government hospitals. Of these hospitals, the study was employed in the three purposely
selected governmental hospitals (Namely Dessie, Debre Birhan and Bahir Dar Felege Hiwot
referral Hospitals). The region consists of nine zones and it has a total population of more than

17 million. Of the total population, 15 million population resided in rural parts [77].

Dessie referral Hospital is located in Dessie town, south wollo zone, North-eastern Amhara
region which is 401 Kms away from Addis Ababa and is the most visited referral center and

teaching hospital for Wollo University and other private colleges in Dessie town.

Debre Birhan referral Hospital is found in Debre Birhan town, North Shoa Zone, North-eastern
Ambhara region which is 130 Kms away from Addis Ababa and is the referral center and

teaching hospital for Debre Birhan University.

Felege Hiwot referral Hospital is located in Bahir Dar town, Northwest Amhara region which
is 552 Kms away from Addis Ababa and used as the most visited referral center and teaching

hospital for Bahir Dar University and other health science colleges in Bahir dar town.

All of the selected study hospitals provide NICU (Neonatal Intensive Care Unit), ANC,
Delivery and Postnatal cares services as routine service and each of them serves for more than
a million catchment population. All of them have Admission, ANC and delivery registration

books.

The study was conducted from 1% February 2018 to 1%t April 2018 for a total of two months.

4.2 Study design

Hospital-based unmatched case control study design was employed to assess the association of
intimate partner violence during pregnancy and preterm births and other determinant factors of
preterm births. The cases were mothers with singleton alive births between 28 and 36
completed weeks of gestations and their neonate admitted in NICU in the study hospitals during
the study period and the controls were mothers with singleton alive births at 37 and above
completed weeks of gestation and their neonate admitted in NICU for other medical reasons in

the study hospitals. The cases and controls were determined based on gestational age which
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was measured by confirmed diagnosis of physicians during admission with either Last

menstrual period (LMP) or Ballard maturity examination.

4.3. Source and study population

4.3.1 Source population:

All mothers whose neonates admitted in public health facilities of Amhara region, Ethiopia

4.3.2 Study population:

All mothers whose neonates were admitted at Neonatal Intensive Care Unit (NICU) of Debre

Birhan, Dessie and Bahir Dar Felege Hiwot referral hospitals from 1% February 2018 to 1%

April 2018 were eligible for this study.

4.4 Eligibility criteria

4.4.1 Inclusion criteria

>

All mothers with singleton Preterm neonates (neonates born between 28 and 36
completed weeks of gestational age) and their neonate admitted at NICU were included
as cases in the study.

All mothers with singleton term neonates (neonates born at and above 37 completed
weeks of gestational age) and their neonate admitted at NICU for other medical reasons

were included as controls in the study.

4.4.2 Exclusion criteria

>
>
>
>

>

Re-admitted Neonates within the data collection period

Induced termination of pregnancy for some medical reasons

Women with difficulty of communication

All Mothers whose neonate admitted but mothers were not present during data
collection period for some reasons and

All mothers who were seriouslly ill during study period

4.5 Sample size determination

Sample size was Calculated by using Epi info version 7.2.0.1 software by considering double

population proportions formula. The researchers had taken proportion of exposure to any IPV

during pregnancy among controls as 34.6%; Sixto E. Sanchez et al. , Peru [46] and the odds of

PTB among women exposed to Itimiate partner violence compared to controls had taken as

1.91; Systematic review and meta-analysis of 50 studies [14].
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By considering the basic Assumptions of: 80% power (Zp=0.84), 95% CI (Za2=1.96), and r=2,
the calculated Sample size becomes 125 cases and 250 controls. Mothers might not give
consent due to adverse birth outcome and very sensitive and private nature of the exposure
variable, so the investigators were added 10% to compensate Non- responses. As a result, the
total Sample size becomes 138 cases and 276 controls.

Table 1: Summary of sample size determination based on the main independent variables,
2018

Variables Assumptions Studies Sample size  10% NR Final
sample size
Any IPV during P control =34.6%  Sanchez et al. 126 cases 13 cases 138 cases
pregnancy , Peru [46] 251 controls 25 controls 276 controls
Pregnancy P control =5.3%, TekluS., 59 cases 6 cases 65 cases
induced HTN P case = 18.6% Addis Ababa 117 controls 12 controls 129 controls
[11]
HIV during P control =5.4%, Yoseph C., 53 cases 5 cases 58 cases
pregnancy P case = 19.8% Oromia[78] 105 controls 11 controls 116 controls
Previous adverse P control =10.2%, Geofrey N., 29 cases 3 cases 32 cases
birth outcomes P case = 35.3% Tanzania [44] 57 controls 6 controls 63 controls
Where:

Za/2 = the percentile of standard normal distribution corresponding to the level of
significance

Zg= the percentile of standard normal distribution corresponding the power of the study
r = ratio of controls to cases

pl = the proportion of exposure to IPV among the cases

p2 = the proportion of exposure to IPV among the controls

P1-p2=the minimum meaningful difference of exposure proportion between cases and
controls

n = the minimum sample size required for the study

4.7 Sampling techniques

The study was conducted in three referral hospitals of Amhara region, Ethiopia. Of the total
hospitals (17) found in this region, 3 hospitals (Namely; Dessie Referral hospital =282 cases,
Bahir Dar Felege Hiwot referral =555 cases, and Debre Birhan referral hospital =243 cases)

were selected based on the last one-year case flows.
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The cases were proportionally allocated to the 3 hospitals based on the previous report of the
study hospitals. The data collectors assigned in each study hospitals interveied the eligible
cases who visited the facility during the study period until the required sample size is met and
for each eligible case, two consecutive controls were selected randomly and were interviewed

by the same data collector. The mothers were interviewed as soon as their neonates admitted

at NICU.

Amhara region=17 Government
Hospitals

NS

03 HLs selected base on last 1-
year case flows (N=1080 cases)

~—_ Case were

proportionally

/]\ P allocated

. . Bahir Dar FHR Debre Birhan Referral
Dessie referral hospital o _
_ hospital=71 cases per 2 HL=31 cases per 2
=36 cases per 2 month)
months months
Total of 138 cases

and

276 controls

Figure 2: Schematic diagram of Sampling techniques, and proportional allocation of cases in
the selected hospitals (N=414 cases and controls from the three hospitals), 2018

4.7 Study variables

4.8.1 Dependent variable
Preterm birth (babies delivered between 28 and 36 completed weeks of Gestation-yes/no) based

on confirmed diagnosis of prematurity by physicians.
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4.8.2 Independent variables

I) The experience of IPV during pregnancy;

Any IPV (physical or sexual or emotional)- (yes/no) and the three constructs of IPV; physical

IPV- (yes/no), sexual IPV- (yes/no), and emotional IPV- (yes/no).

I) Covariates

Table 2: List of confounding variables to be considered during analysis, 2018

A) Sociodemographic characters

Main Category

Maternal age (in completed years)

15-24
25-34
35-49 years

Respondent level of education

no formal education
primary school
secondary school
tertiary school

Religion

Muslim
Orthodox Christianity
Protestant, and Others

marital status

Single
Divorced
Widowed
Married

mother’s occupation

House wife

Farmer

Civil servant
Merchant

Daily laborer
Student, and others

monthly household income

<1500, 1500-2499, 2500-3499, > 3500 ETB

family size

<5 and >5

B) Obstetric and medical factors

Birth interval (<2 years, >=2 years),

Antenatal care

Number of ANC visits (<4 visists, >=4 visits)

History of Previous adverse birth outcomes

Hypertension during pregnancy (yes/no)

Nutritional status of mother (MUAC <21 cm, 21-22.9cm,
MUAC >23cm)

HIV status (reactive/negative)

Any medical problems during pregnancy (yes/no)

C) Substance use during pregnancy

Cigarette smoking (yes/no)

khat chewing (yes/no)

alcohol consumption (yes/no),
husband smoke cigarette (yes/no)
husband alcohol consumption (yes/no).
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4. 8 Data collection tools and Techniques

4. 8.1 Data collection tools
The questionnaire regarding IPV was adopted from the Ethiopian Demographic and Health

Survey [20] and WHO 2005 Multi-country study to assess women’s health and violence against
women [13] with some contextual modifications. The questionnaire contained of
sociodemographic characters, obstetric factors, medical problems, substance use and

experiences of IPV during the index pregnancy related questions.

The questionnaire was prepared with a total of 13 IPV related questions to assess the experience
of women to the three constructs of IPV (physical, emotional and sexual) during pregnancy.
We had prepared a total of 6 physical IPV related questions, 4 emotional IPV related questions,
3 sexual IPV related questions and other behavior control related questions to determine
exposure of IPV upon women during this index pregnancy period.

Finally, we had ultimately able to classify participants as follows: never; physical abuse only,
emotional abuse only, sexual abuse only, any abuse (physical or sexual or emotional abuse),

and all forms of IPV (physical and sexual and emotional abuse).

4.8.2 Data Collection Procedures and techniques
The data was collected by face-to-face interview by using standardized, structured and

pretested questionnaire. The same interviewer was used to interview both cases (preterm births)
and the respective two consecutive controls (terms) to control information bias. The outcome
variable (preterm birth) was comprise of women whose medical records indicated a physician
or midwifery diagnosis of spontaneous prematurity births (delivered between 28 and 36
completed weeks of gestation). The Gestational age was measured by using confirmed diagnosis of
prematurity by Physicians. The physicians confirmed the diagnosis of prematurity by using either LMP
or Ballard maturity examination after admission into NICU. The mothers of both cases and controls
were interviewed by the same interviewer in the separate room to ensure their privacy and to encourage
their communication motives.

The weight of the newborns was measured within 15 minutes of admission by using calibrated
balanced scale. Maternal nutritional assessment was made by using MUAC and the other
medical and obstetrics conditions of the mother was assessed by using records, measurements
and interviews. The interview and other vital measurements were done by six (two in each
study hospitals) trained midwives or nurses who were working in NICU and those were

assigned into two separate shifts in each study hospitals.
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4.9 Data quality assurance

Standardized and structured questionnaire adopted from EDHS and WHO Multi-Country
Study with some contextual modification was employed. The measurement tool was translated
into local language (Amharic) and back to English version to keep its consistency.

Pre-testing of the questionnaire was done on 5% (21 participants) of mothers who gave births
out of the three study Hospitals found in Amhara region (Woldia and Boru Meda District
Hospitals).

Three days training was provided for data collectors about the objectives of the study, the
highly sensitivity of the issue, confidentiality of responses, contents of questionnaires and how
they approach the study subjects (cases and controls) in the similar way to minimize selection

bias and the training was given by the experts on this area and the Principal investigator.

The data collectors were only female midwiferies or nurses by considering highly sensitivity

and private nature of the questions (Intimate partner violence related).

4.10 Data management and Analysis

The data was checked for completeness and consistency and was entered into Epi data version
3.1 and cleaned again after data entry. The data was exported and analyzed by using SPSS
version 20.0. Before doing any particular analysis activities, checking the assumptions, nature
of the variables, frequencies, outliers and recoding of the variables was performed, and the
descriptive statistics was presented by text, frequency tables, graphs, mean, median, and
percentages.

Binary logistic regression analysis was done to evaluate the association of Preterm birth with
each construct of intimate partner violence (physical violence, psychological violence and
sexual violence) and other pregnancy related factors separately. Finally, those variables with
p-value <0.25 were entered into the multivariable logistic regression models.

Multivariable logistic regression analysis was performed with backward Likelihood Ratio
method and Hosmer-Lemeshow Goodness of fit-ness test to control the identified possible
potential confounding variables.

The multivariable analysis model was done for two separate models; the first model was done
for IPV during pregnancy and PTB to see the significant association of the three constructs of
IPV and preterm birth, and the second model was done for other determinant factors such as,
sociodemographic factors, and other maternal factors with the dependent variable (PTB).

Furthermore, correlation between the independent variables was assessed to test
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multicollinearity. Finally, the strength of association was measured by both crude and adjusted
odds ratios with 95% confidence interval (CI) for exposure variables and outcome variable

(PTB). Statistically significance level was declared at p-value < 0.05.

4.11. Operational definitions

Preterm: births between 28 and 36 completed weeks of gestations
Term: births at 37 and above completed weeks of gestations [79].
Emotional IPV: defined as mothers experienced any of the followings; have been insulted by
your husband by using abusive language that made you feel bad, insulted infornt of others,
have been scared or intimidated you on purpose, or have been threatened by your husband with
an object such as a stick, belt, knife, gun etc. by a current partner/boyfriend during the index
pregnancy [13].
Physical IPV: defined as mothers experienced any of the followings; being slapped or having
something thrown at her that could hurt her, being pushed or shoved, being hit with a fist or
something else that could hurt, being kicked, dragged, being choked or burnt on purpose, and/or
being threatened with/actually having, a gun, a knife, or another weapon used on her by a
current intimate partner during the index pregnancy [13].
Severe Physical IPV: defined as mothers experienced any of the followings; being hit with a
fist or something else that could hurt, being kicked, dragged, being choked or burnt on purpose,
and/or being threatened with/actually having, a gun, a knife, or another weapon used on her by
a current intimate partner during the index pregnancy [13]

Moderate physical IPV: defined as mothers experienced any of the followings; being slapped
or having something thrown at her that could hurt her and being pushed or shoved by a current
intimate partner during the index pregnancy [13]

Sexual IPV: defined as mothers experienced any of the followings; being physically forced
to have sexual intercourse when she did not want to, having sexual intercourse because she was
afraid of what her partner might do, and/or being forced to do something sexual that she found
humiliating or degrading to her by an intimate partner during the index pregnancy [13].

Any Intimate Partner Violence: Women who experienced at least one of the above offenses
was classified as having “ever” experienced any [PV during the index pregnancy.

Daily intake for alcohol, khat chewing, cigarette smoking: Alcohol drinking, khat chewing,
cigarette smoking for more than 4 days per week during pregnancy
Weekly intake for alcohol, khat chewing, cigarette smoking: Alcohol drinking, khat

chewing, cigarette smoking for at least 4 days per month during pregnancy

23



Undernourished mother: Mother who have MUAC less than 23cm

Adverse birth outcomes: women experienced at least one of PTB, LBW, Abortion, still birth
prior to this index pregnancy.

Medical preoblems: women experienced any medical problems confirmed by physicians

during or prior to this pregnancy.

4.12 Ethical issues

Ethical approval was obtained from Research and Ethics Committee (REC) of School of Public
Health, Addis Ababa University for appropriateness and scientific content of the study. The
study was conducted in the selected hospitals after permission letter was obtained from Amhara
region Health Bureau and EPHI, Bahr Dar branch. Participants was asked for informed verbal
consent before participating in the study. They were provided with the information regarding
the purpose, objective, procedures, potential risks and benefits of the study; they were also
assured of strict confidentiality with regard to any information obtained from them. No
personal identifiers were used and Verbal consent was taken after explaining the stated risk.
There was no denial of health service for refusal to participate in the study. There was
immediate linkage to the psychiatric clinic for those in need of counseling during interview.
Each participant was assured it was strictly confidential and privacy during interview will be
maintained. Each participant was assured as they have the right to refuse, ask any question that

is not clear and to discontinue Interview at any time in between for any inconveniences.

4.13 Dissemination of results

The result of this study will primarily be submitted to the SPH, AAU as partial fulfillment of
the degree of master’s in Public Health Epidemiology and Biostatistics. The findings of the
study will be distributed to the participating health facilities and different stakeholders through
the appropriate channel. Action points will be developed together with responsible parties to
make use of the conclusion & recommendation of the study. Publication in a scientific journal

shall also be considered.
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5. Results

In this unmatched case control study, from a total of 414 mothers whose neonates admitted in
Dessie, Debre Berhan and Bahir Dar Felege Hiwot referral hospitals, 134 cases and 268
controls were included with the response rate of 97.1%. The power of this study estimated by

Openepi version 11.65 with continuity correction is 81.82%.

5.1 Participants Sociodemographic and socioeconomic characteristics:

Mothers in cases and controls had similar median age and age at first marriage (27 and 20 years
respectively). Of the total participants, 60.4% of mothers in case groups were resided in rural
compared to 31.7% mothers in control groups. Similar proportion of mothers in cases and
controls were currently married (96.3% and 98% respectively). When compared the highest
completed educational level attended by mothers, higher proportion of mothers in cases were
illiterate compared to mothers in controls (44.8% and 17.9% respectively). Similar proportion
of mothers in case and control groups were housewives (53.7% and 50.4% respectively). The
average monthly household income was similar for both cases and controls (median=3000.00
ETB) (Table 2).

25



Table 3: Sociodemographic characters of participants whose new born admitted at Dessie,

Debre Birhan and felege-Hiwot referral hospitals, Amhara region, Ethiopia, 2018.

Predictor variables Cases Controls statistics (X?),
N (%) N (%) P-value

Age
15-24 38 (28.4) 81 (30.2) X2=1.58,
25-34 78 (58.2) 162 (60.4)  P>0.05
35-49 18 (13.4) 25 (9.3)

Residence
Urban 53 (39.6) 183 (68.3) X2=30.42,
Rural 81 (60.4) 85(31.7)  P<0.001

Marital status
Currently Married 129 (96.3) 263(98.1) X2=1.28,
Currently 5(3.7) 5(1.9 P>0.05
Unmarried

Religion
Orthodox 81 (60.4) 126 (47.0)  X2=6.76,
Muslim 52 (38.8) 137 (51.1)  P<0.05
Others*™ 1(0.7) 5(1.9)

Education level of mother
Iliterate 60 (44.8) 48 (17.9) X2=32.99,
Primary 35 (26.1) 106 (39.6) P<0.001
Secondary 21 (15.7) 66 (24.6)
Tertiary 18 (13.4) 48 (17.9)

Educational level of husband
Illiterate 56 (41.8) 31(11.6)  X2=49.91,
Primary 27 (20.1) 76 (28.4) P<0.001
Secondary 25 (18.7) 97 (36.2)
Tertiary 26 (19.4) 64 (23.9)

Main occupation of mother
Housewife 72 (53.7) 135(50.4) X2=1.26,
Farmer 24 (17.9) 45 (16.8) P>0.05
Merchant 14 (10.4) 27 (10.1)
Others* 24 (17.9) 61 (22.8)

monthly income (in ETB)
<1500 ETB 21 (15.7) 49 (18.3)  X2=16.04,
1500-2499 44 (32.8) 43(16.0) P<0.01
2500-3499 25 (18.7) 51 (19.0)
>3500 ETB 44 (32.8) 125 (46.6)

Total family size
<5 192 (71.6%) 88 (65.7%) X2=1.51,
>5 76 (28.4%) 46 (34.3%) P>0.05

Key: “Others*” include student, daily labor, self-employee and “Others**” protestant,
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5.2: The Obstetric History and other medical conditions of participants

Of the total 402 alive singleton births admitted during the study period at the three study
hospitals, 134 (33.3%) of the neonates were preterm births. In this study, higher proportion of
cases were low birth weight babies compare to controls (98.5% and 3.7% respectively). In this
study, higher proportion of mothers in case had short birth space (less than 2 years) compared
to mothers in controls (33.8% and 17.8% respectively). Slightly lower proportion of mothers
in cases than controls had ANC follow up for this index pregnancy ((91.0% and 97.8%) and
lower proportion of mothers in cases had at least four and above ANC visits compared to
mothers in controls (34.3% and 77.2% respectively). Furthermore, Mothers in case groups had
nearly double exposure proportion of previous history of adverse birth outcomes (i.e. PTB,
LBW, Still birth and abortion) compared to mothers in control groups (27.6% and 13.8%
respectively) (Table 3).
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Table 4: The reproductive health and other medical conditions of mothers whose new born

admitted at Dessie, Debre Birhan and felege-Hiwot referral hospitals, Amhara region,

Ethiopia, 2018

Predictor variables Cases Controls  Statistics (X?),
N (%) N (%) P-value
Weight of new born (in gram)
< 2500gm 132 (98.5) 10 (3.7) X2=351.24,
>2500gm 2 (1.5) 258 (96.3) P<001
Nutritional status of Mother (in MUAC)
SAM 7(5.2) 3(1.1) X2=7.14,
Moderate 12 (9.0) 34 (12.7)  P<0.05
Normal(>23 cm) 115(85.8) 231(86.2)
Birth interval for this pregnancy
< 2 years 26(33.8) 23 (17.8)  X2=6.75,
> 2 years 51(66.2) 106 (82.2) P<0.01
ANC follow up
Yes 122 (91.0) 262 (97.8) X2=9.42,
No 12 (9.0) 6 (2.2) P<0.01
Gestational Age at ANC initiation
<4 months 45(36.9) 127 (48.5) X2=4.52,
> 4 months 77 (63.1) 135(51.5) P<0.05
Number of ANC visits
< 4 visits 88 (65.7) 61(22.8) X2=70.51,
> 4 visits 46 (34.3) 207 (77.2) P<0.001
Hypertension during pregnancy
Yes 29 (21.6) 28(10.4) X2=9.19,
No 105 (78.4) 240 (89.6) P<0.01
HIV Status of the mother
Reactive 4(3.0) 12 (4.5) X2=0.52,
Non-reactive 130 (97.0) 256 (95.5) P>0,05
Medical problems during this pregnancy
Yes 52(38.8) 21(7.8) X2=57.65,
No 82(61.2) 247(92.2) P<0.001
Previous Adverse birth outcomes
Yes 37(27.6) 37(13.8) X2=11.33,
P<0.01
No 97 (72.4)  231(86.2)

5.2.1 Types of previous adverse birth outcomes

Of the total participants who had ever history of adverse birth outcomes; higher proportion of
mothers in cases had previous experience of Preterm birth outcomes compared to mothers in
control groups (43.2% and 10.8% respectively) and slightly higher proportion of women in
case groups had previous experience of abortion compared to control groups (56.83% and

54.1% respectively) (Figure 2).
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Type of previous adverse birth outcomes 1 Cases
60.0% 56.8%

54.1% controls

50.0%

43.2%

40.5%

40.0% 35.1%

30.0%

21.6%

20.0%

10.8%

10.0%

2.7%

0.0%
Preterm** Low birth weight* Abortion Still birth

Key: *= P<0.05, ** = P<0.01, n=74

Figure 3: Type of previous adverse birth outcomes mother experienced in her life time,
Ambhara region, Ethiopia, 2018

5.2.2. Types of medical problems during pregnancy

Of the total mothers who had experienced medical problems during pregnancy; higher
proportion of cases had history of DM compared to control groups (46.2% Vs 4.8%
respectively) (Figure 3).

Types of medical problems during pregnancy

80.0%
67.3% » Cases

61.9%

70.0%

00.0% 52.4%
50.0% 46.200

won W 36.5%

30.0% /

20.0% /

10.0% 4.8%
%

0.0%

Controls

9.5%
1.9%

L

Diabtes Millitus Renal diseases Premature Rupture of Others
(DM)** Membrane (PROM)

Key: ** = P<0.01, n=73

Figure 4: Types of medical problems mothers encountered during or prior to this index
pregnancy, Amhara region, Ethiopia, 2018
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5.3. Substance use during pregnancy

Of the total participants; Similar proportion of mothers in cases and in control groups were
chewing khat at least once during pregnancy period (18.7%), higher proportion of mothers in
case groups than mothers in control groups were consuming alcohol containing drinks at least
once during pregnancy period (52.2% and 40.3% respectively) and the most commonly taken
local alcohol type by mothers in case groups was “Tella”. Regarding husbands; higher
proportion of fathers of cases than fathers of controls were alcohol consumers [57.3% and
39.9%] (Table 4).
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Table 5: The behavioral and lifestyle related characters of mothers whose new born admitted
at Dessie, Debre Birhan and felege-Hiwot referral hospitals, Amhara region, Ethiopia, 2018

Predictor variables Cases Controls Statistics (X2),
N (%) N (%) P-value
Mother chewing khat
during pregnancy
Yes 25 (18.7) 50 (18.7) X2=0.01,
No 109 (81.3) 218 (81.3) P>0.05
Frequency of khat intake
Daily 3(11.1) 1(1.1) X2 =7.04,
At least once Per week 13 (48.1) 37 (40.7) P<0.05
Occasionally 11 (40.7) 53 (58.2)
Mother drink Alcohol
during pregnancy
Yes 70 (52.2) 108 (40.3) X2=5.186,
No 64 (47.8) 160 (59.7) P<0.05
Frequency of alcohol intake
Daily 4 (5.7) 4 (3.7) X" =14.99,
At least once Per week 28 (40.0) 29 (26.6) P<0.01
At least once per fortnight 24 (34.3) 68 (62.4)
Occasionally 14 (20.0) 8 (7.3)
Mother smoke cigarette
Yes 2 (1.5) 1(0.4) X2=1.51,
No 132 (98.5) 267 (99.6) p>0.05
Husband currently chewing
khat
Yes 38 (28.4) 105 (39.2) X2=4.56,
No 96 (71.6) 163 (60.8) P<0.05
Husband currently smoke
cigarette
Yes 5(3.7) 11 (4.2) X2=0.033,
No 129 (96.3) 257 (95.9) P>0.05
Husband currently drink
Alcohol
Yes 77 (57.5) 107 (39.9) X2=11.06,
No 57 (42.5) 161 (60.1) P<0.01

Key:

X% = fisher exact test for those cells less than 5 or for those subtotals less then 20,

occasionally=» taking substance at holy day time or for entertainment purposes
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5.4. Intimate partner Violence during pregnancy

The overall proportion of experience of any Intimate Partner Violence (IPV) during
pregnancy was higher among mothers in case groups compared to mothers in control
groups [44.8% and 25.0% respectively] and the higher proportion of women with cases
were experienced all forms of IPV compared to women in control groups [12.7% and

4.1% respectively].

Of the total mothers involved in this study; the exposure proportion of emotional IPV
among mothers in case groups were found higher compared to mothers in control groups
[32.8% and 13.4% respectively] and the higher proportion of women in case groups
than control groups were experienced physical IPV [17.2% and 7.5% respectively].
Moreover, the higher proportion of mothers in case groups were experienced Sexual

IPV compared to mothers in control groups [24.6% and 15.3% respectively] (Table 5).
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Table 6: Experience of Intimate partner violence during pregnancy among mothers whose new
born admitted at Dessie, Debre Birhan and felege-Hiwot referral hospitals, Amhara region,

Ethiopia, 2018

Predictor variables Cases Controls Statistics (X2),
N (%) N (%) P-value
Emotional 1PV
Yes 44 (32.8) 36 (13.4) X2=21.09, P<0.001
No 90 (67.2) 232 (86.6)
Physical IPV
Yes 23 (17.2) 20 (7.5) X?=8.80, P<0.01
No 111 (82.8) 248 (92.5)
Classification of physical IPV
No IPV 112 (91.0) 255 (95.1) X?"=7.51, P<0.05
Moderate 8 (6.0) 13 (4.9)
Severe 4 (3.0) 0(0.0)
Sexual IPV
Yes 33 (24.6) 41 (15.3) X?=5.18, P<0.05
No 101 (75.4) 227 (84.7)
Any IPV during pregnancy
Yes 60 (44.8) 67 (25.0) X?=9.18, P<0.01
No 74 (55.2 201 (75.0)
All forms of IPV
Yes 17 (12.7) 11 (4.) X?=10.15, P<0.01
No 117 (87.3) 257 (95.9)
Physical or Sexual IPV
Yes 38 (28.4 50 (18.7) X?=4.92, P<0.05
No 96 (71.6) 218 (81.3)
Physical or Emotional 1PV
Yes 47 (35.1) 39 (14.6) X2=22.37, P<0.001
No 87 (64.9) 229 (85.4)

Key: X?"-Fisher exact, Any IPV during pregnancy represents “Physical or emotional or
sexual IPV” and All forms of IPV expressed “Physiscal and emotional and sexual IPV”.
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5.5. IPV During Pregnancy and other factors associated with PTB

To evaluate the association between maternal exposure to IPV during pregnancy and preterm
birth, bivariate logistic regression analysis was performed with odds ratios (OR) and 95%
confidence intervals. The predictor variables with p-value less than 0.25 in the bivariate
logistic regression analysis model were entered into the multivariable logistic regression
analysis model to control the influence potential confounding variables. Before running the
final model, correlation between the independent variables was checked. The multivariable
logistic regression model was done with forward-likelihood ratio method. Moreover, during

adjustment, the model fitness was checked by Hosmer-Lemeshow model fit-ness test.

After adjustment was made for maternal residence, maternal education level, maternal age,
birth spacing (interval), number of antenatal care visits for this birth, previous history of
adverse birth outcomes, current maternal and husband alcohol consumption: Women who had
experienced any lintimate Partner Violence during pregnancy had 3 times higher odds of PTB
compared to those who didn’t experienced any IPV during pregnancy [AOR=2.85: 95%ClI
1.42-6.22].

After adjustment was made for maternal residence, maternal education level, maternal age, Birth
spacing prior to the current birth, Number of antenatal care visits, previous history of adverse
birth outcomes, current maternal and husband alcohol consumption, Physical IPV during
pregnancy and Sexual IPV during pregnancy: Women who had experienced emotional IPV had 3
times higher odds of PTB compared to those who didn’t experienced Emotional IPV during pregnancy
[AOR=3.05:95% CI 1.35-6.91]. However, the statistically significant association between
physical IPV and PTB was refuted after it was adjusted for maternal residence, maternal
education level, maternal age, Birth spacing prior to the current birth, Number of antenatal
care visits, previous history of adverse birth outcomes, current maternal and husband alcohol
consumption, Physical IPV during pregnancy and Sexual IPV during pregnancy [AOR = 0.50:
95% CI 0.14-1.85]. Similarly, the statistically significant association between sexual IPV and
PTB was refuted after adjustment was made for maternal residence, maternal education level,
maternal age, Birth spacing prior to the current birth, Number of antenatal care visits, previous
history of adverse birth outcomes, current maternal and husband alcohol consumption,
Physical IPV during pregnancy and emotional IPV during pregnancy [AOR=0.39: 95% ClI
0.09-1.67]

Furthermore, after adjustment was made for covariates; women having less than 4 ANC visits
had 7-folds higher odds of PTB compared to those having at least four and above ANC visits
during pregnancy [AOR=7.17: 95%CI 3.57-14.41]. The odds of PTB among women resided
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in rural parts was 4 times higher compared to women resided in urban [AOR=3.61: 95%ClI
1.77-7.34]. The likelihood ratio of PTB among women with short birth interval (less than 2
years) was 2-folds higher compared to those had longer birth interval [AOR=2.26: 95%ClI
1.09-5.05 2.24]. Moreover, the odds of PTB among women experienced previous history of
adverse birth outcomes was 2 times higher compared to those women didn’t have previous
history of adverse birth outcomes [AOR=2.30: 95% CI 1.12-4.72]. However, maternal
education level, maternal age, maternal alcohol consumption during pregnancy and paternal
alcohol consumption were not associated with PTB after adjustment was made for selected

covariates (Table 7).
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Table 7: Multivariable analysis of the association between IPV during pregnancy and PTB
among mothers whose neonates admitted at Public hospitals, Amhara region, Ethiopia, 2018.

Main exposure variables Model 1 Model 2 Model 3 Model 4 Final model
AOR AOR AOR AOR AOR
(95%CI) (95%Cl) (95%CI) (95%CI) (95%Cl)
Any IPV Yes 2.55 -- -- - 285
[1.22,5.32]" [1.42, 6.22]*
No 1.00 -- -- --
Emotional IPV Yes - 3.05 -- -- --
[1.35,6.91]**
No 1.00
Physical IPV Yes -- -- 0.50 -- -
[0.14, 1.85]
No -- 1.00
Sexual IPV Yes - -- 0.39
[0.09, 1.67]
No - - - 1.00
maternal residence | Rural 3.12 3.33 3.33 3.33 3.61
[1.51,6.44]% | [1.626.88]* | [1626.88] | [1626.88]** | [1.77,7.34]**
Urban 1.00 1.00 1.00 1.00 1.00
maternal education | Illiterate 2.39[0.64, 3.26 3.26 3.26
level 8.92] [0.83,12.73] [0.83,12.73] [0.83,12.73]
Primary 1.65 2.25 2.25 2.25
[0.43, 6.38] [0.56,9.17] [0.56,9.17] [0.56,9.17]
Secondar 2.96 2.96 2.96
Y| 2380056,983) | (0601062 | (0601262 | [0.60.1262]
Tertiary 1.00 1.00 1.00 1.00
maternal age 15-24 0.66[0.15, 0.72 0.72 0.72
2.81] [0.16,3.13] [0.16,3.13] [0.16,3.13]
25-34 1.90[0.73, 1.94 1.94 1.94
4.95] [0.74,5.09] [0.74,5.09] [0.74,5.09]
>=35 1.00 1.00 1.00 1.00
Birth spacing <2 years 2.24[1.01,5.04 | 2.28[1.01,5.15] | 2.28[1.01,5.15 | 2.28[1.01,5.15] | 2.26
I* ] [1.09,5.05]*
>=2 years 1.00 1.00 1.00 1.00 1.00
Number of < 4 visits 6.46[3.17, 6.95[3.40,14.19 | 6.95[3.40,14.1 | 6.95[3.40,14.19 | 7.17
antenatal care 3.16] ] 9] ] [3.57,14.41]**
visits *
>= 4 visits 1.00 1.00 1.00 1.00 1.00
previous adverse Yes 2.23[1.07,4.63 | 2.47[1.18,5.16] | 2.47[1.18,5.16 | 2.47[1.18,5.16] | 2.30
birth outcomes 1* ] [1.12,4.72]*
No 1.00 1.00 1.00 1.00 1.00
maternal alcohol Yes 0.56 [0.16, | 0.56[0.17, 1.84] | 0.56[0.17, 0.56[0.17, 1.84]
consumption 1.87] 1.84]
No 1.00 1.00 1.00 1.00
husband alcohol Yes 236  [0.69, | 3.03[0.89, 3.03[0.89, 3.03[0.89,
consumption 8.09] 10.22] 10.22] 10.22]
No 1.00 1.00 1.00 1.00
N=9, N=11, N=11, N=11, N=5,
R%39.9% R%43.3% R%43.3% R%43.3% R%41.1%

Key: COR= Crude odds ratio, AOR= Adjusted Odds ratio, IPVV= Intimate partner violence, *
p<0.05, ** P<0.01, *** P<0.001, n= number of predictor variable in the model.
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Model 1 =» effect of any IPV on PTB after adjusted for maternal residence, maternal
education level, maternal age, Birth spacing prior to the current birth, Number of antenatal
care visits, previous history of adverse birth outcomes, maternal and hushand alcohol
consumption.

Model 2 =» effect of Emotional IPV on PTB after adjusted for maternal residence, maternal
education level, maternal age, Birth spacing prior to the current birth, Number of antenatal
care visits, previous history of adverse birth outcomes, current maternal and husband alcohol
consumption, Physical IPV during pregnancy and Sexual IPV during pregnancy.

Model 2 =» effect of Physical IPV on PTB after adjusted for maternal residence, maternal
education level, maternal age, Birth spacing prior to the current birth, Number of antenatal
care visits, previous history of adverse birth outcomes, current maternal and husband alcohol
consumption, emotional IPV during pregnancy and Sexual IPV during pregnancy.

Model 4 =» effect of Sexual IPV on PTB after adjusted for maternal residence, maternal
education level, maternal age, Birth spacing prior to the current birth, Number of antenatal
care visits, previous history of adverse birth outcomes, current maternal and husband alcohol
consumption, Physical IPV during pregnancy and emotional IPV during pregnancy.

Final Model =» effect of any IPV on PTB after adjusted for maternal residence, Birth spacing
prior to the current birth, Number of antenatal care visits, and previous history of adverse birth

outcomes.
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6. Discussion

Unmatched case control study design was employed to assess the association of Intimate
Partner Violence (IPV) during pregnancy and Preterm birth (PTB) and to determine other

associated factors of Preterm birth.

This study found statistically significant association between intimate partner violence during
pregnancy and Preterm birth. Moreover, other determinant factors such as; maternal residence,
birth spacing, number of ante natal care visits and history of previous adverse birth outcomes

were found significantly associated with PTB.

The proportion of exposure to any intimate partner violence among women in case groups was
higher compared to the women in the control groups [44.8% and 25% respectively]. This is
similar with a case control study conducted in Peru [52.2% and 34.6% respectively] [46] and a

cohort study done in Tanzania [44].

Likelihood ratio of PTB among women experienced any intimate partner violence during
pregnancy was 3 times higher compared to those women never experienced any intimate
partner violence during this index pregnancy. This finding is in lined with a Systematic review
and meta-analysis done on 50 studies [14], the randomized control trial conducted among
Columbian women to assess the effect of IPV on PTB [45], and study done in Virgnia [67].
But this finding is not supported by a case control study conducted in Victoria, Australia [80].
This could be explained by differences in the measurement of both the exposure variable and
the outcome variable i.e the present study had used WHO multi-country study assessment tool
to measure violence against women and the Australia study used National survey violence

assessment tool. This might be subjected to the discrepancy between the two studies.

This study found that the odds of PTB among women experienced emotional IPV during
pregnancy was found 3 times higher compared to those women did not experience emotional
IPV during pregnancy. Emotional violence during pregnancy (Maternal stress) has direct
effect on the hypothalamus-pituitary and adrenal (HPA) axis that elevates levels of CRH and
ACTH [21-24] which in turn increases the premature production of cortisol and estrogine both
has direct impact on premature activation of labor. The findings of this study has stronger
association compared with the others studies. The results is in lined with a Systematic review
and meta-analysis done on 50 studies [14], and the randomized control trial conducted among
Columbian women to assess the effect of IPV on PTB [45]. However, this finding is not

supported by a longitudinal study conducted in Iran which indicates there is no significant
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association between psychological violence and PTB [48] and the study done in Tanzania
[44]. The discrepancy could be explained by differences in the specific criteria used to measure
emotional IPV could contribute to the rate differences between the present study and Iran study
(i.e. we had used WHO multi-country study assessment tool against women violence but the
Iranian study had used the national survey violence assessment tools) and small sample size
in the present study. Sociocultural variations across the study settings could also explained the

variability.

Though there was strong association between exposure of physical intimate partner violence
during pregnancy and Preterm births in the bivariate analysis model, it’s statistically
significant association with PTB was refuted after adjusted for covariates. This finding is in
lined with study done among Canadian women to see the effect of violence on birth outcomes
[51] and study done to assess effect of domestic violence on premature birth [73]. The result
is not supported by a longitudinal study conducted in Tanzania [44], prospective study
conducted in Peru [46] and study conducted in Vietnam [63]. Furthermore, exposure to
Physical violence during pregnancy has been suggested to have effect on premature delivery
in the form of physical trauma upon the abdomen, uterus and Post trauma induced stress which
leads to premature onset of labor related to either direct impact or Corticotrophin releasing
hormone (CRH) [25-27]. The discrepancy could be explained by study design, discrepancy in
physical IPV measurement tool and small sample size in the present study compared to the

other studies conducted with larger sample sizes.

Women experienced Sexual intimate partner violence during pregnancy was found more than
2-folds risk of PTB in the bivariate analysis but its statistically significant association with
PTB was refuted after adjustment. This finding is supported by the study conducted in
Tanzania [44]. However, the result is not supported by an Epidemiologic review done on six
studies [64] and the prospective study conducted in Washington DC [66]. This might be
explained by diefferences in Sexual IPV measurement tool, high sensitivity and highly private
nature of the measurement tools used in sexual IPV which might lead to compromised self-
responses in developing nations like Ethiopia compared to developed nations which in turn

underestimated the findings.

Furthermore, women having less than four ANC visits had 7-folds higher odds of PTB
compared to those having at least four and above ANC visits during this index. This result is

consistent with the study done in Debre Markos town public Health facilities, Northwest
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Ethiopia [9] and the study conducted in Negist Elene Mohammed memorial general hospital
in Hosanna Town, south west of Ethiopia [70]. Women without ANC follow up are not aware
of the available health services and don’t get any counseling about danger sign of pregnancy,
risky behaviors, what to do and don’t do. Therefore, these women are at high risk of adverse

birth outcomes and pregnancy related complications compared to those have ANC follow up.

The odds of Pretem birth among women with short birth interval (less than 2-years interval)
prior to this index pregnancy was 2-folds higher compared to women having longer birth
interval prior to this index pregnancy. WHO recommended 2-years birth interval before
attempting the next pregnancy in order to reduce the risk of adverse maternal, perinatal and
infant outcomes. This finding is in lined with the study done in Bahir Dar Felege Hiwot
referral hospital, North West Ethiopia [10]. This could be explained by mothers with short
birth interval are not physiologically, physically, economically and psychologically well
prepared to grow and accept the next coming new born, so they are at higher risk of adverse

birth outcome compared to those women having longer birth interval.

The likelihood ratio of preterm birth among women experienced previous history of adverse
birth out comes (PTB, LBW, Still birth, abortion) was found 2-folds higher compared with
those didnot have history of previous adverse birth outcomes. This finding is in lined with the
study conducted in Jimma, Southwest Ethiopia [7], the study conducted in Gondar University
Hospital, Northwest Ethiopia [8], a prospective cohort study done in Tanzania [44], a case
control study conducted in west Iran [71], the cohort study conducted in Brazil [73]. This
could be explained by possible risk of recurrence in successive pregnancies once women
experienced previous history of adverse birth outcomes and those women who faced adverse
birth outcomes in the past may developed stress due to their bad outcomes which is

biologically plausible to be determinant of PTB.

The study indicated that odds of PTB among mothers who resided in rural were found 4-folds
higher compared to women from urban residence which is consistent with the study conducted
in Jimma Specialized teaching hospital, South west Ethiopia [7] and the study conducted in
Felehiwot Referral Hospital, Bahir Dar North West Ethiopia [10]. This might be linked to
poor accessibility, availability, and utilization of health care services among women resided

in the rural community compared with the urban resided women.

The study revealed that there is no statistically significant association between maternal

educational level and PTB. This result is not in lined with findings of the study done in Iran
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[69], and case-control study conducted among Egyptian women [72]. This discrepancy could
be explained by most of the study participants resided in rural area and the sample of exposure

is not proportional compared to other studies conducted in Iran and Egypt.

The study indicated that there is no association between maternal age and PTB. This finding
Is consistent with the study done in Iran [71] and the prospective cohort multicenter study
conducted in US [81]. On the other hand, the finding is not supported by the study conducted
in Egypt [72] and longitudinal cohort study done in Canada [82]. This discrepancy might be
explained by the differences in classification of age groups (i.e 10-years interval in the present
study and half of decades in the other studies), lower age group women are less active in
health care seeking behavior and engaged in many mal-behavioral acts like substance use

compared to older age group women.

Moreover, the study revealed that there is not found statistically significant association
between alcohol consumption during pregnancy and PTB. The finding is consistent with a
prospective study conducted in South Africa which revealed that Alcohol consumption did
not have a significant effect on the incidence of preterm birth [83]. However, this finding is
not supported by the study conducted in Jimma Specialized Hospital, South west Ethiopia [7].
The discrepancy can be explained by the under-report of alcohol consumption by women in
in the northern part of Ethiopia due to the fear of stigmatization and impact of sociocultural
grounds, small sample size in the present study compared to the women in Jimma, southwest

Ethiopia.
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7. Strength and limitation of the study

7.1 Strength of the study

Employing case control study design may be appropriate to assess the association between
maternal experience of Intimate partner Violence (IPV) during pregnancy and Preterm birth
(PTB). Although case controls would not show temporal relationship unlike cohort studies, this
study could show better association between IPV during pregnancy and PTB compared with
few simple cross sectional studies conducted in Ethiopia. Therefore, case control is choice of

design to study rare outcomes like preterm birth.

Selection and information bias which are feared in most of case control studies have been
minimized through sticking to protocol in selection of cases and controls and same interviewer
was used to interview both cases and controls which depicts that bias less likely to occur in this

study. Therefore, this study paves a way and expected to generate valid baseline information.

7.2 Limitation of the study

The first limitation might by linked to recall bias linked to difficulty of remembering the exact
Last menstrual period (LMP) during diagnosis and remembering substance use during
pregnancy periods. However, to solve the problem related to LMP recall we have designed

other alternatives called Ballard maturity examination.

The second limitation might be related with using hospital based controls which may be very
similar with cases except being free of caseness. This may underestimate the real differences

of cases and controls

The third limitation might be subjected to inclusion of only singleton alive births and exclusion
of terminated pregnancies for some medical reasons may under estimate the effect of some

predictors related with medical conditions like Hypertension.
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8. Conclusion and Recommendation

8.1 conclusion
The study revealed statistically significant association between intimate partner violence

during pregnancy and preterm births.

Furthermore, this study found maternal residency, birth interval, number of ante natal Care
visits, and experience of previous adverse birth outcomes were found to be other contributing

factors of preterm births.

8.2 Recommendation
Health care providers should integrate IPV victims screening services during pregnancy in all

maternal health care services especially at ANC delivery settings. Therefore, training of health

care providers in identifying and treating IPV victims during the perinatal period is critical.

The causes of Intimate Partner Violence (IPV) are complex and often it is the result of
individual, familial, community and societal factors. Moreover, Programs and strategies should
be implemented at regional, Zonal and district levels to integrate Violence victims screening at
community levels and providing interventions that are culturally based and responsive to those
populations at greatest risk of IPV.

Running programs and strategies at regional, zonal and district levels should have focused on
hard to reach areas in terms of accessibility, availability and utilization of ANC services to be

inclusive of women resided rural community.

Health care professionals should give due attention for early detection of mothers with previous
adverse birth outcomes. Therefore, early treatment for medical problems during or prior to
pregnancy and reassurance of women with previous bad birth outcome are crucial to improve

the health of the mothers as well as the new born babies.

Furthermore, longitudinal cohort and qualitative studies are recommended to explore the

underlying causes and to establish temporal relationship between IPV and PTB.
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10. ANNEX
Annex I: PARTICIPANT INFORMATION SHEET

Dear participants

Mynamesis ............... I am here on the behalf of Mr. Abay Woday who is a master’s student
in Addis Ababa university school of public health in department of Preventive medicine
(Epidemiology and Biostatistics unit). He is working his thesis on the effect of maternal
Violence during pregnancy on preterm birth. Prior to this | will be explaining information about

the study and requesting you to participate in the study.

Purpose: To identify the effect of maternal Violence during pregnancy on preterm birth.
Benefit: This study will help to know the effect of maternal Violence during pregnancy and
for improving the health of victim mothers during pregnancy further more to prevent preterm
birth and consequence of preterm birth. Mothers with violence victim will be linked to the
psychiatric clinic for more counseling and care.

Harm: The study will take time of you and may have a little discomfort while remembering
the occasion happening to you but does not have any risk.

Confidentiality and right of participant: All the responses given by you and results obtained
will be kept confidential using coding system whereby no one will have access to your
response. Without permission from you and legal body, any part of this study will not be
disclosed to third person. You are not expected to give your name or phone number. Your
participation in this research is voluntary. You have full right to refuse to a question that you
don’t want to answer and withdraw from the participation at any time if you don’t wish to
continue. There will not be any negative consequence and benefit because of participating and
not participating on the study. However, your participation on this study is very important for
achievement of the study. We hope you will participate in the study for the sake of the benefit
of the research result.

Duration of the interview: This interview will take approximately 30 — 40 minutes.

» You can ask any question during the interview.

» Have you any question regarding the aim and content of the interview?

Are you willing to participate on the study?

If you are willing to participate in this study, please sign the agreement form

Address: Mob +251-9-11-37-68-50 or E-mail: abaywoday@yahoo.com
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Annex I1: INFORMED CONSENT
I have read this form or it has been read to me in the language | understand. | understand that
| can discontinue the interview without any problem. Therefore
1) I agree to participate
2) | refuse to participate
If the participant agrees to participate, skip to the next page.
If no, skip to the next participant by writing short reasons for refusal below.
Name of investigator: Abay Woday Tadesse
Address: Mob +251-9-11-37-68-50
E-mail: abaywoday@yahoo.com

Supervisor address Tel ...,
Date of INtEIVIEW ...t e,
Time started: .....oovvviiiiii e,

Time completed: ..........oooiiiiiiiiiiiii

Checked by:

Supervisor Name: ..............oovvnnnnnn. Sigeeoiiiiii
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Annex I11: English version Questionnaire:

Abay W, Negussie D, Abigiya W. Assessment of relationship between Violence during pregnancy
and Preterm births among mothers gave births in Amhara Regional States Government hospitals,
North Eastern Ethiopia, 2018.
Contact address of the Principal investigator: abaywoday@yahoo.com
Cell phone: (+251) 0911376850/0965065298)

Identification related information

Data collector’s Name: Signature: Date
Supervisor’s Name: Signature:
Questionnaire Code No MRN: Hospital Name:

Part I: Now, I am going to ask some questions about your Background (socio-
demographic and Socioeconomic) information that is very important to the study.

ID Questions Code of variables Skip
code
101. | How old are you in complete years? (in completed years)
102. | Where is your place of residence? 1. Urban
2. Rural
103. | What is your marital status? 1. married /live together/
2. divorced
3. widowed
4. single
104. | How old were you when you get your first (in completed years)
marriage?
105. | What is your religion? 1. Orthodox
2. Muslim
3. Protestant
4. Other(specify)
106. | Do you read and write simple sentences 1.Yes
with any language you speak?
ylanguiage you sp 2.No Skip to
Q110
107. | What was the highest level of educationyou | 1. Grade .....................
have attended? 2. Informal (X)....... —
108. | Do your hushand read and write simple 1.Yes
sentences with any language he speaks?
y languag P 2.No Skip to
Q112
109. | What was the highest level of education Grade
your husband / partner has attended? Informal (X) --------— ]
110. | What is your main Occupation? 1. Housewife
2. Farmer
3. merchant
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4. Government employee
5. NGOs employee
6. Engaging small business/Micro
7. Others (Specify)
111. | What is your husband’s main Occupation? 1. Farmer
2. merchant
3. Government employee
4. NGOs employee
5. Engaging small business/Micro
6. Others (Specify)
112. | What is your household monthly incomeon | .............. (in Ethiopian birr)
Average?
113. | What is your monthly income on Average | .............. (in Ethiopian birr)
that you contribute for the house hold?
114. | What is your total Family size (including (in number)
extended families)?

Part I1: Now, I would like to ask some questions regarding to Your obstetrics and
medical conditions in the last 12 months (Obstetric and Medical conditions).

Code Questions Code of variables Skip
201. How many times you become pregnant (put in number)
including this pregnancy? (Gravidity)
202. By How many years’ interval you get | 1. In completed months
this pregnancy? 22.1don’t know
203. Did you have ANC follow up for this 1. Yes
pregnancy? > No < Skip to
Q212
204, What was the gestational Age of foetus | 1. in months or
when you start ANC follow up? 2. inWeeks
3. Idon’t remember
205. Where you start your ANC? 1. Health post
2. Health center
3. Government Hospital
4. Private hospital
5. Private clinic
6. NGOs clinic
7. Other (specify)
206. How many times you visit health (put in number)
facilities for ANC?
22.1 don’t remember
207. Have you told any danger symptoms of | 1. Yes
pregnancy during your ANC visits? 2. No = Skip to
Q216
208. Have you told as you had any medical | 1. Yes
problems in the last 12 months related | 2. NO
to this pregnancy?
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Skip to

Q218
2009. If your answer is yes for Q213, Which | 1. DM
medical problems? (multiple response | 2. Renal problem
possible) 3. Cardiac problem
4. Liver problem
5. Others (specify)
210. Do you have History of Adverse birth | 1. Yes
outcomes before this pregnancy? i
(Abortion, Low birth weight, Preterm 2. NO < Skip to
birth, Small for gestational age or Still Part 11l
birth)
211. If your answer is yes for Q218, which | 1. Preterm birth
one of the followings? (multiple 2.. Low birth weight
response possible) 3.. Abortion
4.. Still birth
5.. other (specify).....................
Part 111: Now, I would like to ask some questions regarding to the lifestyle you have
in the last 12 months (Behavioral conditions of both mother and husband).
ID Questions Code of variables Skip
301. Have you ever chewed Khat? 1. Yes
2. No < Skip to
Q305
302. Have you chewed Khat in the last 9 1. Yes
months? 2. No
303. How often do you chew khat? 1. Every day
2. At least once Per week
3. At least once Per fortinight
4. Occationally
5. Notatall
304. Have you ever smoke cigarette? 1. Yes
2. No< Skip to
Q308
305. Have you smoke cigarette in the last 9 1. Yes
months? 2. No
306. How often do you smoke? 1. Every day
2. At least once Per week
3. At least once Per fortinight
4. Occationally
5. Notatall
307. How many cigarettes you smoke per day? (in number)
308. Have you drink Alcohol? 1. Yes
2. No <« Skip to
Q312
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3009. Have you drink Alcohol in the last 2 1. Yes
weeks? 2. No
310. Which type of alcohol? (multiple 1. Tella
response possible) 2. Beer
3. Wine
4. Teji
5. Other (specify)
311. How often you drink alcohol? 1. Every day
2. At least once Per week
3. At least once Per fortinight
4. Occationally
5. Notatall
312. Does Your husband chewing Khat? 1. Yes
2. No <«
313. How often does he chew khat? 1. Every day
2. At least once Per week
3. At least once Per fortinight
4. Occationally
5. Notatall
314, Does your husband smoke cigarette? 1. Yes
2.No =
315. How often does he smoke cigarrette? 1. Every day
2. At least once Per week
3. At least once Per fortinight
4. Occationally
5. Notatall
316. Does your husband drink Alcohol? 1.Yes
2 No & Skip to
Q316
317. If yes Q315, How often does (did) he get 1.Every day
drunk? 2. At least once Per week
3. At least once Per fortinight
4. Occationally
5. Notatall
318. Who is the head of the household? 1. Husband
2. Wife
3. Both
3109. Who should decide on the household 1. Husband
matters in your family? 2. Wife
3. Both equally
320. Who is the decision maker on 1. Mainly Wife
contraceptive utilization for spacing or 2. Mainly husband
limiting size of the family? 3. joint decision(both
321. Is there social norm that support wife 1.Yes
violating in your community?
2.No «
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Skip to
Part IV

[

322. If yes Q321, please mention some of them?

N

Part IV: the three constructs of Violence against pregnant women

Now I would like to ask you questions about some other important aspects of a woman's life.
You may find some of these questions very personal. However, your answers are crucial for
helping to understand the condition of women in Ethiopia. Let me assure you that your
answers are completely confidential and will not be told to anyone and no one else in your
household will know that you were asked these questions. The questions are mainly focusing
on types of violence that women are commonly experienced during their life time and
pregnancy period.

Section —1: Physical violence against pregnant women:
Q401: Now if you will permit me, | need to ask some questions about your relationship

with your husband. Does/did your husband or other person ever done/act the following
upon you within the last 9 months: [(People often use some force in a relationship -
grabbing, pushing, shaking, hitting, kicking, slapped, pulled her hair, shoved, hit with fist
or something else, dragged or beaten her up, choked etc). Has your husband or other
person ever used force on you for any reason?]

401.1. Has he Push or shoved you, or shake your hands? 1. Yes
2. No
401.2. Has he slapped you or thrown something at you that could hurt you? | 1. Yes
2. No
401.3. Has he Punch or hit you with his fist, or twist your arm or with 3.
something that could hurt you?
401.4. Has he Kick you, drag or beaten you? 1. Yes
2. No
401.5. Has he tried to Attack you with a knife, gun, or other type of 1. Yes
weapon? 2. No
401.6. Have you scalded or burnt purposefully by your husband? 1. Yes
2. No
401.7. Did the following ever happen 1. You had bruises and aches See
because of something your husband | 2. You had any injury/ broken bone above
did to you? 3. Trauma to your abdomen/genitalia Qs
4. Other/specify
401.8. Was there any of your property 1. Yes
deliberately damaged when your husband 2. No
used force against you even if the incident 22. Can’t remember
was not very serious?
401.9. How often any of the above offenses 1. Every day
happen to you in the last nine months? 2. At least once per week
3. At least once per month
4. Once during pregnancy period
5. Notatall
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401.10. Does any of the above listed violations 1. Yes
are/were committed by other persons 2. No
(friends, relatives, strangers...etc) upon
you within the last 9 months?

Mother in law
Father in law
Stranger

Others (specify)

40111 If yes Q401.10, who made this offenses?

HowbdE

Section-2: Psychological violence Against pregnant women related question:
Q402. Now, | am going to ask you about some situations which happen to some women.
Please tell me; Does/did your husband or other person ever done the following upon you
within the last 9 months:

Q402.1. Have you ever been insulted by your husband using abusive language that 1. Yes
made you feel bad about yourself? 2. No
Q402.2. Have you ever been threatened by your husband with an object such as a 1. Yes
stick, belt, knife, gun, or other type of weapon etc.? 2. No
Q402.3. Have you ever been ignored or shown indifference by your husband? 1. yes
2. No
Q402.4. Has he belittled or humiliated you in front of other people? 1. Yes
2. No
Q402.5. Have you ever been denied by your husband on your basic personal needs? 1. Yes
2. No
Q402.6. Have you ever been intentionally not involved by your husband on decision 1. Yes
making in the family? 2. No
Q402.7. Has he done things to scare or intimidate you on purpose? 1. Yes
2. No
Q402.8. Does your husband has been tried to harm or injured anything or anyone 1. Yes
you love? 2. No
Q402.9. How often any of the above offenses happentoyou | 1. Every day
in the last nine months? 2. At least once per week
3. At least once per month
4. Once during pregnancy period
5. Notatall
Q402.10. | Does any of the above listed violations are/were 1. Yes
committed by other persons (friends, relatives, 2. No
strangers. ..etc) upon you within the last 12 months?
Q401.11 If yes Q401.10, who made this offenses? 1. Mother in law
2. Father in law
3. Stranger
4. Others (specify)
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Section-3: Sexual violence Against pregnant women related questions:
Q403. Now if you will permit me, | need to ask some more questions about your
relationship with your husband. Does/did your husband ever the following within the last

9 months?
Q403.1. | When you know your husband has a disease that canbe | 1. Yes
sexually transmitted, can you refuse to have intercourse | 2. No
with him beyond his desire?
Q403.2. | Have you ever physically forced by your husband to 1. Yes
have sex when you did not want to? 2. No
Q403.3. | Have you ever intentionally denied or avoided sex by 1. Yes
your husband? 2. No
Q403.4. | Did you ever have sexual intercourse when you didn’t 1. Yes
want because you were afraid of What he might do? 2. No
Q403.5. | Has he forced you to do something sexual that you 1. Yes
found degrading or humiliating? 2. No
Q403.6. | How often any of the above offenses happen to you in 1. Every day
the last nine months? 2. At least once per week
3. At least once per month
4, Once during pregnancy
period
5. Notatall
Q403.7. | Does any of the above listed violations happen to you 1. Yes
are/were committed by other persons (friends, relatives, | 2. No
strangers...etc)?
Q403.8 If yes Q401.10, who made this offenses? 1. Mother in law
2. Father in law
3. Stranger
4. Others (specify)

Q501. You can give additional remark and comments regarding to violence against women.
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Part V: Questions to be filled from medical records or by Measurement
501. What is your Gestational age at birth? (based on LMNP or see card for physician

Diagnosis or see ultrasound result) (put In completed weeks)
502. What is the Weight of the new born at birth (measure or see cards) (putin
grams)
503. What is the Weight of the mother at birth (measure) (in grams)
504. What is the height of the mother at birth (measure) (in centimeters)
505. What is the MUAC of the mother at birth (measure) (in centimeters)
506. What is the current BP of mother? (Measure or see card? I mmHg
507. What is the current sero status of mother? (Test or see card? (R/NR)
Thank You!
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Annex IV: Amharic Version Questionnaire (PA71CT aome &)

PG CON: NACTHG OPT AGHT N9L.LCANVFD- PP P14 MW PA AT aPDAL: AL, PAD-
F60F7 ATITSTF NA91- hAA PATHA 019088 A6 AL 12010%/9° 284 ::

1. ATST FOAFLPT avlBS TP €CI°/N1e:
1.1. AT TAFEPT avlB €CPINL

MG LATATY! 9D mmm e 10T hHY PHTTU-T AR A0S 0827 NePONA ALP7E ACAHI°
A0 AN LLACAL MUNLTAN MG CU-ATE 42507 NavTIC AL R1FA::PHY TIPUCH A
PP TG P91.0LCA ALPT & NDI° AGHT NACTHS LHEFD Ak NHEC ADGFD- NTLLCANTFD-
PPt 10 MWW PA ALITRD- aPDAL: AL PT1.LANTAD-T T80T PMGA:: AP NPLULe A
TGCHEG AN ACAL &CA A2LTLINFAD- N9 et WP IPe-AU-::

PGk GATT:- AGPT NACTHS LHRSFO- Ak NH4C ADCF@- NT.LCAVFD- 3T o410 MW LA
AT av@AL: AL 2T LONTAD-T T80T I°7 WILUT aPAPT

PPI°:- 0PGE Ot (AGHT AL N9LLCA PPt 10 27lnAk Pm.S AhAeT? AG PUIGTHT £A
A&l av®AL: AaPPi( PTLMPI® LIPSA:: ACOPI® PHY TGT A NeePr® hetd hAhtPok
PLCONE NaemPd P F9C homaeP+ WPATH e 0T ANG AATPEPT AH LLLANP A hHY
@R, 17 LTIHOI® 1 AWA PTLLeTTF PTG TPI° AP

ereT 01 PHY TG Ahd (P RULLCONPT IO ARYE AT PAR:: PSANT

P00 3@ oo AFUHF ALNAPT STA LIPTAL LY N Hen14 TERPTT Aavarih n30-40
LeP Phd ATONLNPT W TANY::

217Gk 0928 PPAML-Pr: - ACAL PTL.AMT I°AT U~k NI°AMLC PTL.EOHST AdA AD+ TAANE, PTILAT
LUPGA:: (9°PI° Py LOdh 2 TCP AL aPHTNYP:

PGt FAFLPTF aoVi- (TG oAt PACHL 4.8 AT &40 (F 10 APt LAts
avav(\( LT9LANTTT TR APHANG AT.U-9° LA A% T TGET ARCM@- Lav@-M)+ av-)+P
P 1@-::

PP NAPT (PTG D9° A% T30 AN :AT9.0-9° NILY OFT (100D A0 PTG ET AL,
TGIC S FAN:: W78 WAL P1Av-AP T DANT NN, AOTO+@ N TG E AAPATEP PAPTT
@43 NHY PToe 0AD- ECI° AL LINGAT H2E VHUTS AmePPFAU-::

PTGk ALd1:- ANL DAL,
aah: +251911 376850

A92A: abaywoday@yahoo.com
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1.2. ea9°°rt @4} avhem, ECI°
NHY NAL PA@-T avl8 APINLG N9L107F R AINEATEIPTGE GATiPPIOipeTq
PAMLPTE OH450- ALPT N TG ANTPATLIP PATOII® “1rt 160D+ €AY LTLNTADT
OATAU-::
1.075k APATe ONTAU- (DL T1PTAD- ECI° LA
2.076H Aaeate AATNTI9I0-9° (MLA 0PGT TAF4 IC £1.9)

PP ARG OF°:- AL DEL,

h&4A:- nhh: +251911 376850

A92A: abaywoday@yahoo.com

ey P oomeP ¢+LLINT PYm-mmm oo
PHEal Nt OG- PAPOF AGF---mmmmm---
P0G ANALD« AFP------mmmmmmmmmmmmmmmae

LU7T PA aPMPP Pa0La0L D OFGrE: FBNN MG (AP mmmmmmmmmmmmmmeam
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PhIICS aoMLST

PG COO: NACTIHG OPT AGPT (TLLCOANVFD T o114 (W PA AL9L aPDAL: AL, PAD-
T00F7 ATIPGT (AT hAA PATIA NOAG ASHT AL 120109/9° LNBEA::

PTGk avd K&eA:- K0P M8L: AAN:- +251-9-11-37-68-50 A.TBA: abaywoday@yahoo.com

15k av(LP Po:
Pavl 8 A-NANLD- A9 &CT7 7
PGt +PMMS QI 4G P77
(L V3 o S — PUTF/CHG R/ NCE PPC O 9P
hGA A28 PANTTLeP AS P9WNCP <337 OHavanE TOEPT
g | 7oEPTF PTPEPTF avAN PP T/PPANT ANGE
101, | AP+ (oo GavF OPF 1@ | e (N9aot)
102. | o 10+ 999.94F? 1. ey
2. 1MC
103. | P2NF vz 977 LavAAAN? . £10F/ANLD- 991,54/
2. P4 IF
3. QAQLTP N9 PHALT
4. PA0F
104. | avBavgP +8C PPH-TI (N7t Govt hL9LPF INC? | — (N%avt )
105. | 9°7 ULTIST +hF L 19+? 1. ACP&hO
2. a-OA\9°
3. TEEWSTE
4. OA(RING) e
106. | N5 @I° N91.615 1 €727 AN AT TICTFT 700 [ 1. AP
2. hATAP < Skip to
AS o9& SFAN? Qo8
107 | ¢thdtaet heHE eRPUCT 048 0 e 1. (h&d)
2. @G PAUT (X) ... ]
108. | QAMLFP M17FDI° (199515 $1%E PAN GL&t TICFT | 1. AP
— .
A G 95 gFAR? 2 hetar SQ':E to
109. | AANLAFP oHhAtoet NG PHPUCT £4F8 Al 10.? 1. (h&d)
2. Q0T LAV (X) ... ]
10. PACOY PG (G- P28 107 1. 0t hoe(Lt
2. Mé
3. 10%
4. PPNt OCHT
5. aPNFP PALT &CO-F (e hs
6. TIPS WIONTE &CBT
A S N (2 1Y) —
m. LAANTP PS (g P18 107 1. 10é
2. 104
3. a0t AT
4. @PNFE LA £CPF NeTT
5. TPPIT AIVFS AT
6. MA (£708)——
n2. | QAT o0t POC 0L P77 PUA Y@ | (MAFEZE C £10R)

n3.

AnFPAL PO NHF A% 102 (ANE £90.5C Hav&Y
MmI°C)

________ (METC LI0R)
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heA-UANT: ACTHTIS OALT A18U-9° AnPAL PSS U237 PavdhvE: TPEPT
AUT £99° AIA ACTHGS @AL AH8.0-9° A AMPAL 2MuS U5 AMLPPT AD8AY-:

+/& TOEPT avAn P A&
201. OALTLP A7t LH 150 MC P10 PO PA? (PhU-FT RI°C) | oo (NEmC £10)
202. LU7 VAT (9°7 PUA LI AT 10+ PONSF? (Y Ot NI | 1o (ot
ACTHS 2C (.196C) L£10%)
203. AHY V&7 PPLav oA L hbtd ASCI10- 10C? 1. AP
2. fA°P4—— | ®L 208
204
204. PpLav AL WFA 9984 PEavert ACIHGP O7F OC AVPID |1 v (Mo 210R)
nce 22. AMANFD-NJ°
205. PpLav oA L A P8avst oF INC? 1. Mm% ha
2. M5 ML
3. a0t PATHA
4. P90 POTFA
5. P03 PO
hazh
6. MA(R140)— -
206. APLae_ O L hita OF a7t 1h 00 OF 22PN 000 | (0&TC)
207. NACTTHS Pt OPT AL15 AATLAN PPANPT P9°hC A0t |1 AP
A3+ 10C? 2. P9
208. OA$<t 9 Mt O-AT NACTIHG OC PP MG hhoet/FacTt) [ 1. AP
1PPP+ 10C? 2. P, | ®L210
2404
209. ATPE 209 aPAN AP NPT, OHFE 0m.G AhdeT/o1CT/ AR
AdmaPt? 2. Phand
4. PrOt OGS
5. MA(2748)——
210. NHY ACTHT 08T N10ST ACTHTPT P1naPPF T4 LAV 1) AP 2) AP
PACTHS @Myt 10C?
211. ATLE21 A AP OUPY; PFFE 1Mo T? (NAZS QAL avavA\h | 1. 9 OC ALPAD
£FAN) apmA L
2. PU9r et +70
ao(Py
3. OCE
4. V9 LOAL aoqot
o €y Y ) E——
hFA A7 hASSC HBNS P10\ WCET IC PP TRPT
av ¢ TPEPF av\(\ LAF
301. NWe o+ HavyP Bt pavm- PM-Piv? . &P
2. AAPD9% — 0L 304 LA
302. | 004 9 Dt @-OT Bt Pav@- M- P? 1. AP
2. PAg°
303. | QA%-t 30 P9+ @-OT AOTT PF B PaPPH? P (ST 2108)
2. AL D7 P hAPIP
304. | WWEOF HavP (¢ hTPND. PD-P-? 1. &2
2. AAPP® o mg 308 L%
305. | A%t 9 Ot DT (LIE ATPOAPA? 1. AP 2.049°
306. | 1A%t 9 @t @O\ T PO LHOD- I¢- 1. 0PPr

LeruAne?

2.
3.

A7t A28 LIS hH AL
-0t AF°7t A28 LHS hH 1AL
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4. hO\E WO
5. NG6-9° AP AAPI®
307. | 7 9°7 PUA LDOC P 0000 | e (0emC 2108)
308. | MUR@T HoPYP AADA MTTD. PO P(r? . AP
2. PAP OF 312 &%
300. | 0A%t 9 @&t DO Adhd nPTPA? 1. AP 2.P49°
310. OFETT PAADA 22T LMPTIN? (hx7€ QAL . mA
AN BFAA) 2. e
3. me7
4. Mg
5. GA(R108)-———
311 0Aét 9 @t O-0T OPOTTF LHD- AADA 1. 0Pk
2mMi? 2. NA°FF A7e LHG hH 1AL
3. vtk A%k A28 LHS hi NAL
4. hOE hAE
5. NG69° nTE hAPI®
312. AANLTP st PTIn? . AP 2. PAP°
313. aAL+L NeOTE LRO- 8PTIN? 1. 0PPr
2. (A9t AL LHG hH 1AL
3. (U0t A9%F A28 LG hH 1AL
4. hOE hAE
5. NG9 P hPPI°
314. QAN TP Adhd 2 Me? 1. AP 2.P49°
315. neart Lho- AN+ SmMie? 1. 0PPr
2. (A9t AL LHG hH 1AL
3. otk A%t A28 1LHS hi NAL
4. hAE AAG
5. (€69° MTP hPPI°
316 QAP A LenAne? 1. AP 2. PA9°
317 NAL+P 007 LRD- Lenane? 1. 0¢Pr
2. NA9°7rF A7 LHS hH 1AL
3. (-t A9°7rE A8 LHS hH 1AL
4. hAE AAG
5. NGGI° A0 APPI°
318 OO PGS ATS8R4/aP4) T D2 1) 7L0E 2) QA 3) U-ARP°
319. 0Ps PT 0AAN 4L AL IO+ LT, ONID-? 1) 7L0E 2) QA 3) U-ARP°
320. | O0FAN N3 AIAVNT AMFPI® 4L AL TTO- [ 1) TLOE 2) QA 3) U-ARPP
PO D2
321. N WOLATFU- COPTT PPT 090096 AT9C An? | 1. AP 2. AP
322. | A320 AP NP1z AQNL PS PS P7LANTT LO0%AT |1
2
3
4

hFA-Aca= 0 M€ ASPT A8 P7LECH PT.PT 3L +PT3 Plrovdht: TPEPT
NVFT TnOE U2 1300 M€ ATPTF AL P795.007 PLAPR PRPT GLHFPTS hive: 4.9 aPt

AP IC AAAP AMPAL ATTIT aPMPP heAIAU~:: &V TGF L0O-PT7T PemdA VISTHT MG

ATTATA FAP UG PTLBOT ALPT 271916 11C e (136 OACHP aPhhd NLATC PoLPC LIPGA=

No-9° QANLTP OA%F 9 Dt @-OT iy 0T P07 T 3T 41T ALCAD-NPT hvPy

AOhP7 9PU9° ALLAE U9 RANGAT

100 GO 010 ML ATFT AL PL4.007 KNAR T3-F77 Phavahk TOLPT
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/& PeEPT ao\(\ LAG
401.1 NACTHS? L NOANLTP (ULA 118D A0 1. AP 2.249°
TeR(lM@+ PO FPA?
401.2 QAP OHY ACTIHG (T4, avav -+ @R,9° PP T1C 1. AP 2. P49
TOCO-CNPT LO-FiN?
401.3 | AP O\t 9 O~ T N0hO avap~+i PapMmIPHH 1. A? 2.P49°
oe,9° (INA 11C avtPt P PA?
401..4 | 0ALTP LAP: MNav78: MRI° AA PMC aPAsE LD 1. AP 2.0209°
aoH(\Pt QM- PH?
4015 | QAP 1P7 NAD- 271 PMmA OLI° 2971 AL.D 1. AP 2.P09°
AL COADNPT L PN?
401.6 | AAMLTP OC%/0NAT aotPt: LNLNPF DRI° 1. A®? 2.049°
PPt Pm-Ph?
401.7 naAN+L AhAP 72t °h70+ holhtiet o-aT 1. PaA®-1t apgOAST TINT
PLLONP T 18T AA? (NAZE NAL aPAh BFAA) 2. PAT7F aPANC ALD
3. Pavs(.f hhd\ 4T
4. PP AP AT
5. AA(R106)-——
401.8 0A¢-t 9 Ot Ot QAT hAL PFnea-tT PAhAP 1. 0PPr
PPEF N0A7TF LD LLAaPNPT INC? 2. (L270 NA° Tt AT A7
3. (LM NOC OOT h78%
4. (L.£70 (LY 9 @OC AL
5. 9190 AdtL.090(09°
401.9 nAL htmeaet eTP T 9L O-OT NAA AD- TIATIP 1. AP 2. P49
N2L5. NHPLINAT8S NAAT NACHP AL OAST 9
it 14.007 A?
40110 | ATLE 4019 aPAONP AP hUPY, 971@+ ST L4.A9PNP? 1. T A%k
2. 078 hTE
3. A7 14 (@-
4. bA (£70%)

10-0 NGA 2: 1400 M€ ASFTF 48 P7I4.007 (1 ADSE T2 PtavhEk TPRPT

/& TEEPT a\( 2
4021 | 94042 A4é-1 9 Dot wOP 1oo7e: PAT 1. AP 2) PAP
0NALNPT 20P% Anh.ande 72762 (1787 +19°1P1
KD Fh 2
4022 | 94012 QNF1 9 DAt D07 A2EL 5A7P0FHLAP? 1. A? 2) PA’°
m1722E DeI® A4 Fmi avdgf 1o2n¢s°
ANELCH T D F-2
402.3 | QAMFP TA A28APT TATORPT PO-PA? 1. AP 2) AP
402.4 | AA¢1 9 @t @07 QAT (11D &7 AlT772P7 1. AP 2) PAP
DEI® h48 PAT 19IPT POFA?
402.5 | A%<t 9 Ot @OT QAP 7 o PP 1) AP 2) PAP
FAPFPT W18 L4.807 hhAeT PO-PA?
402.6 | QA¢-t 9 Ot @O QAP 7 de NLANP 142 2) PAP°
4L @Az AALOM hAhAPT PO-FPh?
402.7 | Q012 QA¢1 9 Di D07 P2 (e AYHTPT 1A% 2) PA®
DEI® ANGGPFPT PO P ?
402.8 | 0ALT? 7T NAD- LHANP T HAPLPT DLaP A 1) AP 2) 0P
P1.PL 7 11C APHET HHO-NP T PO-P?
402.9 | AAOFP DAL PrmPTT 0471 ANSE TIT 1L (PP
NP7t L@ 24.00°0P T 1NC? 2. (L7 NA°rF O-AT A7
3. (L& NOC DT A7
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4. (L2 (LY 9 OC AL
5. 919 Adtd.0o0(09°
40210 | hHY NAL NtHZHGT PPt AR PF @At AAsT |1. AP
9 @<t A A@+ TINTFI® N3LTI(HAPL I AT 2. A9
oL IALA Q@ ACAP LCONPT PD-Pi?
40211 | AT 4019 aPANL AP 1, 1@< Pt 1. T A%k
0820\ PF? 2. 078 AT
3. (A A8 (@~
4. MA (£70%)

100 WG 3: QM0 M€ ATFT AL P7L4.007 PP THFF (WL (7 T2Fr TI3T) IC PTEFH-

TEEPT
/& TeEPT aPA\Qy LAG
4031 | QAL (91NZ A2 A7TFrE 9AAAE AT ATSANT 1. AP 2) P09
LOeDkG ALFNI° ATFIT 9184 (LAAT LEPGTAN?
403.2 | MAMLTP ACOP ALLAT 1L OD V7Tt W19.L8CT 1. AP 2) PAP
AN LPT O P(v?
403.3 | AALFL 1P7 NAD- PACOALT 290 O AT TrE &Att 1. AP 2) AP
nAhAPT Po-Ph?
403.4 | FAYF ALTCPT AANFP U 11C LR2CTITA AD- Novg it 1. AP 2) PAP°
A0 N2 ATFrE ALCI1D- LO-Pi?
4035 | NOALTP PATAEL (Adde) 10 NAD- PTLANTT 921 1. AP 2) PA9P
PNL AD ATTIE W19.LLCT ANILEPT PO PN? (MAG;
047, M OHt)
403.6 | hAL etmea-t 23R ToHT NP0 LHO- 2L.000NPT . 09k
nce 2. (L70 NA9° 7t O-AT A7
3. (£ NOC OOT A1
4. (L7 (HY 9 OC A7
5. 9°79° hdté.aav(1ge
403.7 | v 0AL Fmeat TP PF QAA AD- TINFP N12L5: . Ah?
(HovL:: (A4S (AT TEHTPNPT PO-PA? 2. PAJ®
403.8 | ATPE 403.7 PAAL AL D1, 9710 TP T 4.APNP+? 1. Q0ANt @790
2. (@78 W9k
3. OA 7149 Q@+
4. MA (R10%)
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h&A 5: N2AhT BLI° hhce: AL P70 TPLPF

501. VTt ALOAL PINLD- PACTHS AL Ol 102
(h LMP (it BT F hHCE AL PURIP L0T500/PANT DL Dt 17797 PTLTP) =
_ (nagerr e718)
502. U9+ A.@AL PINZ@- N+ 07T INC?
(hee Fe+t aeP faht PrLeed) = (19497 L708)
503. ASE UIr ALOAL P10s-F 08t a7t INC?
(tahf P77974)= (h.ae 929° L:Z)p
504. ASE U9 LOAL P10c-t koot aPF INC?
(Tah+ PrL94)- (0, 7% 737¢ L718)
505. A9k V9 ALOAL Pilé-T MUAC Q7 ING?
(1Tahf PrL9°4)= (031 “27C L71R)
506. PAGE P94 ao? VT ALDAL: AP INC?
(TAhF | WCe Fef PriPa)= /(19198 “3Che LT0R))
507. PAGTE ChTARN. U-2d VT ALOAL 97 INC?
(tahf: ) hCEe F L+ Ped)= (4107 AT 1 LT1R)

AFONCT AN APa19AU!
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