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ABSTRACT

Unintended pregnancy is either unwanted or miss-timed at the time of conception and has a great
impact on the health of fecund sexually active women in developing countries. This study aims
to assess the magnitude and factors associated with unintended pregnancy among pregnant
women attending antenatal care in Arada, Yeka sub cities, Addis Ababa. A facility based cross-
sectional study was conducted from March to April 2022 at 6 selected public health centers.
Using a pre-tested questionnaire 355 pregnant women were included this study. All collected
data were cleaned, entered and analysed using SPSS version 28. Summary statistics was used to
present the findings. Multicolinearity and model fit test were performed before the analysis.
Bivariate and multivariate logistic regression analysis was done to test the association between
the independent and outcome variables. P-value of <0.05 was considering as a cut-off point. Three
hundred fifty five pregnant women with mean age 29.5 years included and 321(90.4%) were
married. The prevalence of unintended pregnant was 65(18.3%) and majority of them 58(89.2%)
experienced unintended pregnancy once until this study conducted. From the total unintended
pregnancy 65 (18.3%), 37 (69.9%) were mistimed and 28 (43.1%) were unwanted. Significant
determinant/factors of unintended pregnant were no or lower educational status, history of
abortions, family planning accessibility and openly discussion with their partners/husbands. It is
important that reproductive programs consider expanding their focus to the growing population
of urban dwellers. This can be an interim strategy until the majority are empowered through better

education and receive user friendly services.

Key words: unintended pregnancy, women, abortions, family planning
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CHAPTER ONE: INTRODUCTION

1.1 Background

Unintended pregnancy is either unwanted or miss-timed at the time of conception and
has a great impact on the health of fecund sexually active women in developing
countries. An unintended pregnancy is a pregnancy that is either unwanted, such as the
pregnancy occurred when no children or no more children were desired or the
pregnancy is mistimed, such as the pregnancy occurred earlier than desired (CDC

reproductive health, 2021).

The burden of unintentional child/pregnancy in Africa is also high. Fertility knowledge
are deep routed in sociocultural context that affect the adoption programs
reconsiderations. Diiferent studies indicated pregnancy termination rate were 16.27%
in Africa. Women with unmet need for contraception and women in schooling age
likely to terminate a pregnancy. Socio-economically disadvantaged women are likely
terminate a pregnancy compared to the moderately and most socio-economically
advantaged women. The underlying cause of poor adherence to the protocols of
contraceptives or the reluctance of women to utilize contraceptives after experiencing
sexual intercourse are some reasons for pregnant termination. Women in sub-Saharan
Africa (SSA) have a higher risk of unintended pregnancies, most of which are unsafe
with associated complications. Unmet need for contraception is highest in SSA and
exceeds the global average. Increase met needs for contraception and also utilize mass
media to encourage women to adhere to the prescription of contraceptives in order to
reduce the incidence of unplanned pregnancies and unsafe abortions. (Adde et al, 2021;

Iyand et al., 2020)
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Studies shows women aged 15-19 years categories had higher unintended pregnancies.
Substantially of maternal wellbeing by unveiling the prevalence and determinants of
unintended pregnancy across the SSA region. Reported finding shows that the level
awareness has increased substantially in most SSA countries. However, awareness still
differs widely within and between SSA countries. (Ameyaw et al., 2019; Awopegba eta.
Al. 2021; Yah et al., 2020)

The pooled prevalence of unwanted and mistimed pregnancy was 12 &17%
respectively in Ethiopia. Unintended pregnancy is associated with a low level of
education, poverty, multiparty, rural residence, extreme ages, being unmarried, lack of
decision-making power, inaccessibility of health facilities, poor knowledge, and non-
use of contraceptives. Pooled prevalence of unintended pregnancy in Ethiopia was high
and among currently pregnant married young women were 31.1%. The communication
strategies on fertility and contraceptive issues between couples through peer education
is limited, and to encourage correct use of long-acting modern methods of family
planning. Although high, the magnitude of unintended pregnancy in Ethiopia was lower
compared to the global level. Some of the reasons for unintended pregnancy in Ethiopia
are marital status, region, perceived distance to seek medical care, parity and history of

contraceptive use. (Bekele & Fekadu, 2021; Merga et. al, 2021; Nigussie et.al, 2021).

Another study also concors that age, level of education, marital status, exposure to radio
and television, parity, and community literacy level reseasons for unintended
pregnancy.(Ahinkorah, 2021) and contraceptive ever use, discussion with partner, poor
follow-up of counseling, fear of side effects, and un-satisfaction by the services given

during the insertion rate of Implanon. (Mamecha et.al, 2020).
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1.2 Statement of the problem

The major reason for the increasing rate of unintended pregnancy followed by induced
abortion and maternal mortality was the level of women autonomy and the gap
on accessing and practicing contraceptive. Although high, the magnitude of
unintended pregnancy in Ethiopia was lower compared to the global level. Marital
status, region, perceived distance to seek medical care, parity and history of
contraceptive use were found significant predictors of unintended pregnancy in

Ethiopia (Bekele & Fekadu, 2021).

Unintended pregnancy among youth had spatial variation across the country. The
distribution of unintended pregnancy among youth in Ethiopia was nonrandom. The
overall prevalence of unintended pregnancy was 30% and the pooled prevalence of
unintended pregnancy in Ethiopia was high. Inaccessibility of quality family
Planning services can increase prevalence of unintended pregnancy and varies among
rural, poor, unmarried, multiparous, less-educated, and adolescent women. (Bekele &

Fekadu et al. 2021).

The level of repeat-induced abortion was found to be high in Ethiopia with high
differences among urban residents, illiterate, multiple sexual partners, and early sexual
initiation. The magnitude of unintended pregnancy during the COVID-19 pandemic
among women attending antenatal care was found to be 47.17%. (Hunie Asratie, et.
al 2021). Unintended pregnancy can result from contraceptive failure, non-use of

contraceptive services, and, less commonly, rape. Abortion is a frequent consequence of
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unintended pregnancy and, in the developing world, can result in serious, long-term
negative health effects including infertility and maternal death. In 1920, Magaret Sanger
said, "No women can call herself free who does not control her own body (Institute of
Medicine Committee on Unintended, 1995; Klima, 1998; WHO, 2019). The prevalence of
IPV during pregnancy in China is considerable and one of the highest reported in Asia,
which suggests that issues of violence against women during pregnancy high. (Wang et

al., 2017).

Little or no evidence for the effectiveness or cost-effectiveness of any of the interventions
to reduce repeat pregnancy in young women. (Aslam et al., 2017). Research showed
socioeconomic status, quality of care are the most important risk factors for
uninenteded pregnancy. The prevalence of postnatal depression in Ethiopia was high.
(Alipour, Kheirabadi, Kazemi, & Fooladi, 2018; Duko, Wolde, & Alemayehu, 2020; Hall,

Benton, Copas, & Stephenson, 2017).

User friendly family planning programs to reduce unintended pregnancy and
promoting partner involvement in pregnancy care less practiced and this contributed to
high magnitude of delayed antenatal care in Ethiopia. (Tesfaye, Loxton, Chojenta,
Semahegn, & Smith, 2017). There is also paucity of data for the risk factors and
magnitude of unintended pregnancy due to social desirability in Ethiopia. So, the aim
of this study was to assess magnitude and risk factors associated with unintended

pregnancy at health facilities attending antenatal care.

1.3 Objectives

Therefore this study aims to assess the magnitude and factors associated with
unintended pregnancy among pregnant women attending antenatal care in Arada, Yeka
sub cities, Addis Ababa, Ethiopia. The specific objectives were assess the magnitude of
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unintended pregnancy among pregnant women and determine factors associated with

unintended pregnancy among pregnant women.
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1.4. Rationale of the study

Unintended pregnancy were under reported due to the fact that the legal, social
desirability and cultural norms are not open to discuss on the sensitive issue of
unintended pregnancies and abortion. The conceptual framework helped in idenfitying
predictors of unintended pregnancy to inform the public health programme through
determining the magnitude of unintended pregnancy among pregnant women as well
as the factors associated with is very crucial in designing and implementing
interventions and program reconsiderations that could be tailored to women needs.
This study tried to assess prevalence unintended pregnancy and associated factors.
Therefore, the result of this study will serve as a program informing information and

intervention or program reconsiderations.
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CHAPTER TWO: REVIEW OF LITERATURE

2.1 Theoretical framework

There have been numerous theories pertaining to human health and wellbeing. Some of
these theories focus on the impacts/consequences of illness/disease while others
capitalize on the risk factors or determinants of health behavior. The most commonly
cited theories of health behaviors include Anderson’s Theory of Health Behavior or
Behavioral Model (BM), Social Determinants of Health (SDH) and the social ecological
model (SEM). These theories have been used to explain health behaviors (such as illness,

pregnancy, maternal and child health care...etc.) of different groups of population.

Anderson’s behavioral model is a kind of multilevel model that incorporates both
individual and community level determinants of health. The model divides the major
components or variables as: predisposing, enabling and need factors. The individual
predisposing factors include a wide range of characteristics such as age and sex,
education, occupation, and social relationships (e.g., family status), and mental factors in
terms of health beliefs (e.g. health services). There are also contextual factors
predisposing individuals to the use of health services (including social composition of
communities perspectives). The enabling factors are related to finance and organizational
factors (Anderson et al, 1995). On the other hand, the need factor is mainly differentiating
between perceived need for health services (i.e., how people view and experience their
own general health) and evaluated need (objective measurements of patients” health

status and need for medical care). (Anderson et al. 2001).

The Social Determinants of Health (SDH) is commonly used to understand and

appreciate differences in the health inequalities experienced by women (Bhawra et al,
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2017). The SDH refer to the economic and social conditions that shape the health of
individuals and communities (Raphael, 2016). The SDH includes a range of
characteristics at both individual/household and community levels, including education,
employment, food security, gender, geography, housing, and income (Raphael, 2016).
The SDH approach also emphasizes understanding the social and economic factors that
shape health behaviors and access to resources that influence health (Raphael, 2016).
While some of the SDH variables are difficult to measure accurately, researchers around
the world most often use this theory to explain health behaviors of individuals including

high risk pregnancy and other maternal morbidities (Bhawra et al, 2017).

The social ecological model (SEM) (also known as the ecological model) is a theoretical
framework that accounts for the multiple, reciprocal interactions between individual
behaviors and the broader determinants of heath (e.g., the SDH) (Stokols, 1996). The SEM
recognizes there are numerous interacting spheres of influence that impact human
behavior and health outcomes (including unwanted pregnancies) (Stokols, 1996). With
respect to unwanted pregnancies, the SEM implies that individual health seeking
behaviors must be situated and contextualized within people’s broader environments.
Although levels of influence vary according to the model, SEMs generally include
considerations of individual (e.g., education and motivations), interpersonal (e.g., family,
friends, and peers), physical environment (e.g., schools, home, and work sites), and

macro-level (e.g., health policy, and social norms) variables (Story et al., 2008).

Each level of influence in the SEM is an important level of influence on pregnancy
behaviours as well as a key point for health promotion more broadly. (Sallis & Owen,
2015). The SEM offers a framework to help researchers and health professionals to

analyze and contextualize factors that influence health behaviours and to uncover a
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deeper understanding of the relationships and interactions between factors (Willows et
al., 2012). A fundamental strength of all SEMs is that their focus on multiple levels of
influence expands the range of determinants considered and broadens options for
interventions (Sallis & Owen, 2015). However, the SEM also has limitations as it does not
necessarily specify the variables that are most influential at each level (Sallis & Owen,

2015; Story et al., 2008).

2.2 Eperical Review of literatures

Unintended pregnancy is a worldwide problem affects women, their families, and
society. Women and adolescents require access to age-appropriate and culturally
sensitive reproductive health care services, including emergency contraception. Access
to safe, legal abortion services is necessary to impact the staggering maternal
mortality rates worldwide. Studies shows access to contraceptive services (including
emergency contraception), safe and legal abortion services, and societal norms that
empower women to make their own reproductive choices are prerequisites to solving
this problem. A study conducted by the World Health Organization (WHO) in 36
countries also found that two-thirds of sexually active women who wished to delay or
limit childbearing stopped using contraception for fear of side effects, health concerns
and underestimation of the likelihood of conception. Though topic of preventing
unintended pregnancies has long been treated gingerly because of personal sensitivities
and public controversies, especially the abortions debate. (Klima, 1998; WHO, 2019 &
Mamecha, Akalewold, & Deresse, 2020).

Different studies shows how socio demographics, attitudes, cultural routed and

perceived behavioral relate affects the intention to have a child. In addition the effects of
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the gender inequalities and correlations associated with key women’s reproductive

health, especially unintended pregnancy. (Ciritel, AA. Et al.,2019).

Reported findings showed that women's age, wealth index, place of residence, number
of children, family size, the intention of contraceptive use, living with a partner, and
tirst cohabitation age are essential determinants of unintended pregnancy. The study
findings also underscore the need for significant improvement in the access to
contraception methods and family planning information to reduce unintended
pregnancies in the entire country. (Nyarko, 2019; Sarder, Islam, Maniruzzaman,

Talukder, & Ahammed, 2021).

Social scientists have debated long how to measure pregnancy intentions and standard
measure relies on mothers' retrospective reports of their intentions at the time of
conception. Studies in 31 sub-Saharan African countries showed mothers less reporting
deceased children resulted from unintended pregnancies. There is also challenges on
the reliability of retrospective reports of pregnancy intentions in high- mortality settings
and consequences of unintended pregnancies in different contexts. (Nyarko, 2019;
Sarder, Islam, Maniruzzaman, Talukder, & Ahammed, 2021; Shahry, Kalhori,

Esfandiyari, & Zamani-Alavijeh, 2016; Smith- Greenaway & Sennott, 2016).

The findings also showed magnitude of unplanned pregnancy was high and age, marital
status, occupation, and history of unplanned pregnancy were factors for an unplanned
pregnancy. Significant proportion of women had experienced an unintended pregnancy

(Moges, Worku et al., 2020, & Merga et al.,2021).
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Women in developing countries currently have an unmet need for modern contraceptive
methods, which would prevent 54 million unintended pregnancies. In addition these
unmet family planning need leads to 21 million unplanned births, 26 million abortions
(of which 16 million would be unsafe) and 7 million miscarriages; 79,000 maternal
deaths and 1.1 million infant deaths. Community education about family planning,
improving women's decision-making power, giving emphasis on pregnancy-related
complications with health-care provider support suggested to reduced unintended

pregnancy (Hunie Asratie, 2021).

In Ethiopia, contraceptive prevalence rate is 29 percent. Whereas, unmet need for
family planning services is 25%; from these 16 percent have a need for spacing, and 9

percent have a need for limiting as per 2016 (CSA, 2016).

In 2011, 48% of all pregnancies in the United States were unintended.(Brown SS,
Eisenberg L, 1995 &Finer LB, Zolna MR, 2016.). In 1920, Magaret Sanger said, "No
women can call herself free who does not control her own body." Although great strides
have been made to improve the health and status of women since Ms. Sanger spoke those
words, there remains much work to be done (Klima C. S., 1998). Publicly funded family
planning services help women avoid pregnancies they do not want and plan pregnancies
they do want. In 2014, these services helped women avoid two million unintended

pregnancies. (Frost JJ, Frohwirth LF and Zolna MR, 2014)

Little change occurred in primary or secondary abstinence and significant number of
women didn’t use condom for pregnancy prevention. Even though promoting non-
barrier contraceptive methods may inadvertently increase HIV risk, it reduce unwanted

pregnancy; unwanted pregnancies were most common in Swaziland (39.54%) and least
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common in Niger (0.74%). Unintended pregnancies are critical risks to achieving
improved maternal health in respect optimal antenatal care coverage for women in
Africa and could lead to pregnancy termination. In addition there is a need for regular
integrated community-based outreach programs or community responsiveness of
effective contraception and prevention of unintended pregnancy (Ali & Cleland, 2018;
Amo-Adjei & Anamaale Tuoyire, 2016; Dickson, Adde, & Ahinkorah, 2018).

Induced abortion will never be totally eliminated, but decreasing the incidence is possible

by removing the barriers to accessing abortion services.

In the developing world, providing safe abortion within existing legal constraints
continues to be an international public health goal. unsafe abortion-related complications
occur, adequate medical treatment should be available. Many challenges remain,

however, as unsafe abortion continues to be an urgent global health concern.

Women and their husbands' age, the number of male offspring in family and marriage
years were significantly associated and this showed unwanted pregnant women are

more likely to be exposed to low level of perceived social support and self-efficacy

(Shahry et al., 2016).

The prevalence of unintended pregnancy was 34.8% and unintended pregnancy was
significantly correlated with women's age, marital status, gravidity and who made
decisions on family planning (Nigussie et al., 2021). The prevalence of unintended
pregnancy among the women is high (Teklu, Belina, Chemir, Tessema, & Yismaw,
2021). The level of education also plays a part in determining the rate of unintended
pregnancy. Birth rates among women with low education are higher than those with

secondary or tertiary education (Ameyaw et al., 2019) and partners who disagrees with
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their number of family size also more likely to unintended pregnancy. Women with
increased past history of unintended pregnancy have high probability of current
unintended pregnancy (Aslam et al., 2017).

The research findings study showed that the proportion of women who experienced
unintended pregnancy is considerably high. Parity, fertility preference, polygamy
relation, women autonomy, and region were identified factors associated with
unintended pregnancy. Policymakers at all levels, reproductive health experts, and
concerned  organizations should emphasize minimizing unintended pregnancy

targeting the regional variation at large (Zeleke et al., 2021). The conceptual framework

developed based on the above mention theory and helps in guiding the tool preparations.

2.3 Conceptual framework

Intra-personal

Inter- personal

Structural / Institutional

Residence

Age Partner support/open ) ]
Marital status discussion Decison making/woman’s
autonom
Education Y
Imcome

Past experiences /

history of abortions

\.

Services Availability

information. Availability of
contraceptive method

Access to family planning

J/

Intermediate
Factors

Use family panning

Qutcome

Unintended pregnancy

Figure 1 Conceptual framework for factors associated with unintended pregnancies adapt from

literature reviews
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CHAPTER THREE: METHODOLOGY
3.1 Study Area

This study was conducted in public Health Centers at Yeka and Arada sub cities,
Addis Ababa. Administratively, Addis Ababa is divided in to 11 sub cities with more
than 5,006,000 populations. According to Addis Ababa health bureau there were
7 Federal, 6 regional, 38 private hospitals, and more than 850 private clinic. There
is also a total of 97 public health centers are providing health care service for
communities. According to Ethiopian Hospitals and Health center implementation

guidelines, almost health centers give ANC and delivery service.

3.2 Study Design and period

A facility based cross-sectional study was conducted from March to April 2022 at 6
selected public health centers in Arada and Yeka sub cities, Addis Ababa.

3.3 Source population

All pregnant women who live in Arada and Yeka sub cites were the source
population

3.3.1 Study population

whose attending antenatal care (ANC) during data collection time were included in
the study.Unable to communicate, Pregnant women who are seriously ill at the
time of data collection and pregnant women who refuse to participate were
excluded

3.4 Sample size determination

For the first objective it calculated by using single population proportion formula.
The sample size of the study determined using the single population proportion based
on the assumption that prevalence rate of unintended pregnancy was 30% (Kebede et
al.,, 2021) and 95% confidence interval was used with a marginal error of 5% and by
taking the non- response rate as 10% due to sensitivity of the issue. N = _(Za/»)* pq

d2
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Where:  n=sample size
P = proportion of unintended pregnancy (30%)
q=1-p, d = marginal error (5%)
Z=is the standard normal value at 95% confidence level
=322.69=~ 323
=10% of attrition rate was assumed
= the total sample size was three hundred fifty five 355
For the second objective the sample size was calculated by using an Open Epi

software

Table 1 Calculated sample size by using Open Epi software for second objective.

Articles Variables Percent of Odds ratio | Total
unexposed with| sample
Name of authors Year
outcome
Kebede et al.) 2021 Unintended pregnancy 30% 0.3 168
Zeleke 2021 post-partum 66.1% 2.84 188
depression
Mekie 2021 unmet need for family 25.7 3.38 108
planning
Mekie 2021 repeat-induced abortion | 29.9% 3.8 88
Asmamaw Demis 2021 post-abortion family 67.86% 4.63 144
Bizuneh planning

Since the calculated sample sizes in second cases are lower, the first calculated sample
size (355) taken for both objectives.

3.5 Sampling procedures

All public health centers found in Arada and Yeka sub cities was served as the
sampling frame, then by using lottery method, three public health center from
each sub city was selected. Monthly total number of pregnant women visited health
centers was guide the number of sample size allocation.

The proportion from each health center was calculated as:- Proportion of selected

health center = Total number of women
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Attending ANC per month x Sample size

Total number of pregnancy in all selected health centers

Table 2 Proportion of respondents for each health centers calculated, 2021

Name of Health center# of women Proportion of participants
attending ANC/month
'Yeka woreda 2 HC 112 59
Yeka woreda4 HC |50 41
Yeka woreda 9 HC  [145 76
Arada woreda 71HC 98 59
Arada woreda 9 HC 87 50
Arada woreda 10 HC (104 70

Systematic random sampling technique was used to select the study participants
using ANC registration book as a sampling frame, then interval of “K” was
calculated. By divided the total number of women attending ANC per month to the
allocated sample size for each health center. Finally every “K” interval the study

participant was selected.

3.6 Study variables

3.6.1 Dependent variables

Unintended pregnancy (Yes, No)

3.6.2 Independent variables

Socio-demographics such as Age, Educational status, Occupation, Marital status,
Previous pregnancy (parity), Past experiences / history of UP, Woman’s
autonomy/decision making, Availability of information and contraceptive method

mix, accessibility of FP
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3.7 Terms of definition

Unintended pregnancy: - Is either unwanted or miss-timed at the time of conception
Mistimed pregnancy:-If a woman did not want to become pregnant at the time of
conception, but did want to become pregnant in the future.

Unwanted pregnancy:-If a woman did not want to become pregnant at conception or
at any time in the future.

Parity: - The number of times a women has given birth.

Women autonomy: the ability to decide independently about type of contraceptive

use, self- health care, and their income management.

3.8 Data Collection Instrument and procedure

Data was collected by interviewer administered structured questionnaire, composed
of socio demographic variables and reproductive history of pregnant women
including awareness and practice of family planning and unintended pregnancy
as well as birth and induced abortions. five BSc nurses and three Health officers of
female data collectors was recruited considering women’s preference in the
community. They were received two days intensive training. The training was given
on how to ask and fill the question, selection criteria of ANC attending pregnant

women, and how to approach the mothers before the actual data collection days.

3.9 Data quality control

The questionnaire was initially prepared in English and translated in to local language
and again back translated to English by another expert to check for its
consistencies. And the questionnaire was pre-tested prior to data collection in
pregnant women who are attending ANC outside the study area. In Gulele health
center 5% of the sample and modifications are done accordingly. At the end of
each data collection day, the principal investigator and Supervisors also was

checked the completeness of filled questionnaires.

17|Page



3.10 Data Management and Analysis

All collected data was checked for completeness and coded and entered in SPSS
version 28 statistical package software to analyze the data. Summary statistics such
as, percentage and frequency was computed, table and figure presentations used. The
bivariate analysis was done to test the association between the independent and
outcome variables. All explanatory variables associated with the outcome variable in
bivariate analysis was included into multivariate logistic regression, to determine the
independent predictor of unintended pregnancy. P-value of <0.05 was considered as

a cut-off point.

3.11 Ethical Consideration

Ethical clearance was obtained from ethical committee of AAU and letter  of
permission was also obtained from Addis Ababa Health Bureau. The principal
investigator was communicated these sites. Consent form was provided for
respondents to read for those who can read and the interviewer was read the paper
for those respondents who cannot read. Finally, the respondent was asked the
agreement to participant in the study. Confidentiality was maintained by omitting
their names and personal identifiers, it was not revealed to anyone except the
principal investigator. Privacy was maintained by arranging a quiet place for
interviewer and study participant to protect them exposing other parties. Study
participants have the right to participate on the study or not and they can withdraw
any time of they wish.

3.12 Dissemination of results

The final report of the study was submitted to the Addis Ababa University
center of population studies. Hard copy will be given to public health centers

included in this study. The research finding will also disseminated in publication.
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CHAPTER FOUR: RESULTS

4.1 Socio demographic characteristics of respondents

Three hundred fifty five pregnant women were included in this study with response rate of
100%, 176 were from Yeka sub city and 179 were from Arada sub city health centres. The mean
age of respondents were 29.5 years with 17 and 47 years minimum and maximum ages
respectively. Almost 94% of the study participants were living in urban. Among study
participants (90.4%) were married and the mean age of respondents at marriage was 23.6%
with minimum and maximum was 17 and 33 years respectively. Significant amount of the
pregnant women (13.0%) participated in this study had no education and 27.3% attain primary
school while 14.0% of their husband had no education and 23.4% attain primary school.
Twenty seven percent of households had less or equal to 300 ETB per month and almost
seventeen percent of the household had more than 7000 ETB per month. The minimum and

maximum income of the respondents was 1000 ETB and 12000 ETB respectively.
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Table 3 Socio-demographic characteristics of pregnant women, Yeka and Arada Sub City, May 2022,
Addis Ababa, Ethiopia.

\Variable Percent (%)
Marital status Married or living together 90.4
Divorced or separated 4.2
Widowed 0.6
INever married /never lived together 4.8
Religion status Orthodox 52.7
Muslim 220
Catholics 10.1
Protestant 15.2
Educational status No education 13.0
Primary Education 27.3
Secondary education 25.6
Diploma and above 32.7
Others 1.4
Educational  status  for [No education 14.0
lhusband Primary Education 23.4
Secondary education 28.0
Diploma and above 33.3
Others 12
Household monthly income [< 3000 27.0
3001-4500 23.9
4501-7000 32.1
>7001 16.9

On the other hand, as the reported finding shows, majority of the respondents (52.1%) were
between 26-34 years and significant amount of the study participants were work in
professional (29.3%), clerical (36.3%) and their counterpart/husbands work in clerical (37.7%),
professional (22.6%) and skill manual (8.8%).
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Figure 2 Age category of pregnant women,

Occupational status

Pregnant women

Partners/husband

M Professional/ managerial M Clerical
M Sales and services M Skilled manual

M Unskilled manual

Figure 3 Figure 2 Occupational status of pregnant women,

Yeka and Arada Sub City, May 2022, Addis Ababa, Ethiopia

4.2 Reproductive health status of pregnant women

Pregnant women included in this study were ranging from 1 to 9 months since their

conception time (see table 4) and have children’s ranging 1 and maximum 6 children’s with

mean 2 children’s. Majority (46.5]%) of women had two and more pregnancy history including

the current pregnant. And (76.4%) of the pregnant women thought they had got pregnant at

the right time.
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Table 4 Reproductive health status of pregnant women, Yeka and Arada Sub City, May 2022,

Addis Ababa, Ethiopia.
\Variable [Percent (%)
Months since pregnant <4 29.3
5-6 23.9
7-8 34.6
>9 12.1
Pregnant before the current pregnancy yes 46.5
no 53.5
Number of pregnant including current one 2 39.4
3 32.1
>4 28.5
Want to get pregnant at the time yes 76.4
no 23.6
How many live children do you have that were born | 1 46.7
to you?( Enter number) 2 27.0
3 26.3

Among 355 pregnant women, 165 women had pregnancy before the current and

among these women, (27.3%) had a history of abortions. Based on the respondents

response the abortion history, (53.3%) were induced and (46.7%) were spontaneous.

72.7
27.3 I
yes no

Abortions before

91.1
I 8'9
=

1_3times 4 5 times

Abortion history

™
]
L

46.7

INDUCED SPONTANEOUS

ABORTION TYPE

Figure 4 Percentage of abortion history among pregnant women, Yeka and Arada Sub City,

May 2022, Addis Ababa, Ethiopia.
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4.3 Prevalence of unintended pregnancy among pregnant women

The reported finding shows the prevalence of unintended pregnant was 18.3%,
majority of them (89.2%) experienced unintended pregnancy once until this study
conducted. From the total unintended pregnancy (18.3%), (10.4%) were mistimed and
(7.9%) were unwanted (see figure 5 & table 5). More than 56% of them tried to stop the
pregnancy; 18.5% failed to managed and 38.5% successfully stop the pregnancy to

continue.

Unintended Pregnancy

18.30%

81.70%

HYes HNo

Figure 5 Unintended pregnancy status of pregnant women, Yeka and Arada Sub City, May 2022, Addis
Ababa, Ethiopia.

Table 5 Unintended pregnancy status of pregnant women(n=355), Yeka and Arada Sub City,
May 2022, Addis Ababa, Ethiopia.

\Variable Percent
[Unintended pregnancy (mistimed or|Mistimed 10.4
unwanted) [Unwanted 7.9
Number of unintended pregnancy  |[1 89.2
>2 9.8
)Actions taken for unintendednothing, unintended pregnancy continue 43.1
pregnancy attempt to stop pregnancy but failed 18.5
Attempted to stop pregnancy and succeeded 38.5

Respondents mentioned schooling time, financial, raped, and separated/divorced and

no support were the main reason for the unintended pregnancy (see figure 5)
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Reason pregnant is unintended (%)
not support my since | am in school,
partner, 3.1

3

don’t have enough
money to take care of
the baby, 13.8

not married, 30.8

Raped, 16.9

divorced, 23.1

Figure 6 Reasons for pregnant to be Unintended, Yeka and Arada Sub City, May 2022, Addis Ababa,

Ethiopia.

4.4 Awareness on modern family planning and utilizations status of pregnant

Majority of the study participant (95.2%) had information on family planning to avoid or delay
pregnancy. Family, friends, mass media and health workers are the sources of information for
pregnant women. Significant number of study participants 67.3% know modern type of family
planning have been using modern family planning, among these users majority were using

pills 58.8%, injectable 41.7%, IUCDs 30.4% and emergency contraceptives 30.9%. (see table 6)
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Table 6 Respondents awareness on modern family planning and utilizations status of pregnant women,

Yeka and Arada Sub City, May 2022, Addis Ababa, Ethiopia.

\Variable Percent (%)
Heard methods for couple to delay or avoid | yes 95.2
a pregnancy No 4.8
Heard from family 13.4
friend 23.3
Mass media 23.6
health worker 30.0
other 9.6
Method know (multiple answers) Pills 74.3%
Condoms 47.8%
Injectable 66.8%
IUCDs 63.6%
Implants 52.2%
Calendars 49.3%
emergency contraceptive 55.8%
Others 7.9%
Used any type of contraceptives yes 67.3
No 32.7
methods used (multiple answers) Pills 57.8%
Condoms 22.2%
Injectable 41.7%
IUCDs 30.4%
Implants 26.1%
Calendars 28.3%
emergency contraceptive 30.9%
Others 20.4%
Knowledge how to prevent unintended | yes 56.4
pregnancy for unprotected sex No 45.6
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Significant proportion of women 39.4% make decision by themselves for utilizations of family
planning, 17.2% women make decisions with their partners/husbands and 9.6% of the

respondents said her partner/usband decided for family planning utilizations. See figure 7

Decission he contraception method
you used

140
120
61
) -

Who decides on FP utilizations

160
140
120
100
80
60
40
20

Hyouself Myour husband M partner jointly B never used it before

Figure 7 Who makes decision on family planning utilizations, Yeka and Arada Sub City, May 2022,
Addis Ababa, Ethiopia.

Women were also asked how to spend the money earned and significant proportion of women
52.7%% make decision by themselves to spent it for what they needed, 31.0%% women make
decisions with their partners/husbands and 15.8% of the respondents said her

partner/husband decided for for the money to spent. See table 7

Table 7 Who makes decision on family planning utilizations, Yeka and Arada Sub City, May 2022,
Addis Ababa, Ethiopia.

\Variable Percent
Decision maker on money |youself 52.7
women earn lhusband/partner | 15.8

partners jointly | 31.0

others .6

Total 100.0

4.5 Multivariate analysis
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The multivariate analysis was done by considering the conceptual framework to assess the
relative effect of predictors on the outcome variable (unintended pregnancy).

As the cross-tabulation percentage shows, among women who had no education 47.8% of
them had history of unintended pregnancy and 68.9% of women who had history of abortion
had unintended pregnancy. Among women who had accessible family planning, only 12.2%
of women had unintended pregnancy and women who experienced open discussion, only
10.6% unintended pregnancy. Multicollinearity teste using variance inflation factor (VIF). The
value for VIF test were 1. 2 for all independent variable which indicates there is no correlation
between a given predictor variable and any other predictor variables in the model.

The model goodness test was performed using Hosmer and Lemeshow Test and it show the
model is good (chi-square=8.819 & significance=0.358) to proceed the analysis. Multivariate
analysis of this study revealed that accessibility of family planning, history of abortions and
openly discussion with partners/husband found statistically significant and predictors of
unintended pregnancy.

The likelihood of unintended pregnancy is lower by 78% for those who had previous history
of abortion [AOR=0.22(0.075-0.664)]. The likelihood of unintended pregnancy is lower by 94%
for those pregnant women who had access to family planning services [AOR= 0.06(0.014-
0.269)]. The likelihood of unintended pregnancy amongt women who had open discussion

with their husband/partner about family planning is lower by 80% [AOR= 0.2(0.073-0.567)].
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Table 8 Multiariate analysis to observe the relative effect of determinants for unintended

pregnant women, Yeka and Arada Sub City, May 2022 Addis Ababa.

[Unintended pregnancy
B S.E 95% CI_AOR | P-value
Characteristics yes No
Educational status [No education 47 8% 52.2% |-0.467|0.657 | 0.6(0.182-2.158) 0.459
Primary Education 10.2% 89.8% |-0.836|0.780 | 2.3(0.688-7.743) | 0.176
Secondary educa 10.9% 89.1% |-0.250] 0.631 | 1.3(0.293-5.634) | 0.740
Diploma & above 19.3% 80.7% 1
Marital status Married 18.4% 81.6% [-0.995/0.976 | 0.37(0.55-2.505) 0.308
Non-married 17.6% 82.4% 1
Had abortions  |yes 68.9% 31.1% |-1.503| 0.558 | 0.22(0.075-0.664)" | 0.007
no 28.3% 71.7% 1
Family planningjyes 12.2% 87.8% |-2.786|0.752 | 0.06(0.014-0.269)" | 0.000
laccessibility no 49.2% 50.8% 1
Open discussion [yes 10.6% 89.4% |-0.591|0.522 | 0.2(0.073-0.567)* | 0.002
no 24.3% 75.7% 1
Age categories K25 17.0% 83.0% |-0.57110.571 | 0.6(0.134-2.390) | 0.438
26-34 18.4% 81.6% |-0.22710.227 | (.8(0.220-2.890) | 0.729
>34 20.7% 79.3% 1
< 3000 16.7% 83.3% |-0.411| 0411 | 0.663(0.137-3.211) | 0.609
3001-4500 24.7% 75.3% |-0.800 0.800 | 0.449(0.093-2.177) | 0.320
Monthly income 4501-7000 15.8% 84.2% |-0.3260.326 | 0.722(0.173-3.007) | 0.654
>7001 16.7% 83.3% 1
Decision makingMyself 31.4% 68.6% 1
EFP My husband 20.6% 79.4% |-0.781|0.561 | 0.458(0.095-2.200) | 0.330
Jointly 23.0% 77.0% |-0.034| 0.856 | 1.035(0.345-3.104) | 0.952
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CHAPTER FIVE: DISCUSSION

This study has examined the magnitude and predictors of unintended pregnancies
among pregnant women attending antenatal care in Arada, Yeka sub cities, Addis
Ababa. The study was based on a representative sample of 355 pregnant women
drawn randomly from selected health facilities. It is understood from the analysis that
almost one-fifth of pregnant women (18.3%; 95%CI: 1.78-1.86) had unintended

pregnancy and 45.9% of women had two or more gravidity.

Significant study participants had abortions history which is directly related to
unintended pregnancy. This finding concurs with a study conducted in Ethiopia
(Nigussie et al., 2021). The prevalence is lower than a recent study conducted in
selected districts in Oromia region, which reported that 31.1% of currently pregnant
married women in the study area had unintended pregnancy (Merga et al, 2021).
Bekele & Fekadu (2021), reported that about 30% of married women had unintended

pregnancy.

Unwanted and mistimed pregnancy were lower as compared to a meta-analysis
conducted in Ethiopia based on 250 studies computed a pooled prevalence of
unwanted and mistimed pregnancy as 12 & 17%, respectively (Kindie et al, 2021). The
differences in the reported figures could arise from difference in the study set up (such
as socio demographic and cultural differences) or variations in scope (such as sample

size) or both.

The study found three variables predicting unintended pregnancy in the study
population. These are: having abortion experience, family planning accessibility and
experience of open discussion on reproductive health issues. The other five variables

in the model did not become significant.
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The multivariate analysis showed that having history of abortion is a predictor of
lower unintended pregnancy among the study population and . This finding also
compliment with WHO and other studies (Institute of Medicine Committee on

Unintended, 1995; Klima, 1998; WHO, 2019).

The analysis witnessed statistically significance positive association between family
planning accessibility and the likelihood of unintended pregnancy. A meta-analysis
conducted in Ethiopia based on 250 studies showed that women who travelled more
than an hour to reach the health facilities for receiving services (including FP) were
more likely to experience unintended pregnancy(Kindie et al, 2021). The study further
reiterated that women who had never been visited by health or family planning
workers were more likely to report unintended pregnancy. Gebremariam et al(2019)
also confirmed that those who did not have access to the services were more likely to
experience unintended pregnancy. The finding is also consistent with other similar
studies conducted around the world, including Ethiopia (e.g Bekele & Fekadu, 2021;
Kebede et al., 2021; Kebede et al, 2021; Nyarko, 2019; Sarder et al, 2021; Alipour et
al, 2018; Duko et al, 2020; Hall et al, 2017).In most instances, accessibility of family
planning services are constrained by lack of knowledge and unfavourable attitudes
(Abebe and Nigatu, 2011) A community-based study in the Oromia region showed
that low contraceptive knowledge was strongly associated with unintended
pregnancy even after controlling for the accessibility of family planning clinics

(Teshome et a, 2014; Abebe and Nigatu 2011).

Another statistically significant predictor was open discussion about contraceptives.
It is noted that women who had open discussion about family planning were less
likely to have unintended pregnant compared to those who didn’t have open
discussion about family planning with their husband/partners. This reported finding
is similar with previous studies conducted in Ethiopia (Tesfaye et al, 2017 & Ciritel et

al.,2019). Given the fact that most women in Ethiopia are less educated and are living
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a patriarchal society, their autonomy and participation in decision making on their
own health could be limited. This in turn limits the possibilities of open discussion

with their husband, health workers and other members of the community.
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CHAPTER SIX: STRENGHT AND LIMITATIONS OF THE STUDY

6.1 Strength of the study

This study tried maximum effort to be understood the importance of this study to
avoid recall bias and social desirability. Therefore, the result of this study will serve
as a program informing information and intervention or program reconsiderations for
the public health facilites.

Given studies on the subject are limited, the present study could be very useful in
increasing our understanding of the magnitude of the problem and the risk factors
associated with it. The findings could be useful for program planning, management
and evaluation

6.2. Limitations of the study

Finally, this study is not without limitations. First, the study was based on cross-
sectional data which entails collection of information at a specific point of time in the
lives of the respondents. This implies that the findings cannot implicate cause-effect
relationship between the independent variables and the outcome variable of interest.
Secondly, the retrospective measure of women’s pregnancy intention and other
characteristics could increase the probability of recall bias and miss reporting of
events during data collection which could affect the analysis and interpretation of the
findings.

This study includes only urban areas, thereby providing measure of unintended

pregnancy at large level to make conclusions is limited.
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CHAPTER SEVEN: CONCLUSION AND RECOMMNDATIONS

7.1 CONCLUSION

The results of the study have shown that the prevalence of unintended pregnancy is
fairly high among the study population. While many individual and community
variables interact to influence the likelihood of unintended pregnancy, the present
study found three key predictors of the outcome variable in the study area: History
of abortion, accessibility to family planning services and discussion on reproductive
health issues. Unintended pregnancy and abortions is still a public health problem and
tairly high in the study areas. Increasing accessibility of family planning and openly
discussion with husband/partners were the important predictors to reduce

unintended pregnancy.

7.2 Recommendations
Based on the key findings, the concerned local authorities should make sure that FP
resources are available with quantity and quality, strengthening the follow up system.
For those who had abortions, it is important to emphasize the importance of burden
of health consequences and increase counseling services to reach majority for reducing
abortions and unintended pregnancies. Use of Behavioral Change Communication
(BCC) could help change the attitudes and beliefs of men and women and promote
open discussions and inter- spousal communication on key reproductive health issues.
Finally, further research is warranted on the socio-cultural context of women that
influences women’s empowerment and family planning use to establish an in-depth

understanding and equity in society
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I Appendics English Version Questioners

Informed consent statement

Addis Ababa University, Center for populations study

A Questionnaire for the Study of Determinants of unintended pregnancy among
pregnant women attending ANC Addis Ababa, Ethiopia, 2022
Good morning/afternoon, my name is and I represent (name of the health
facility). We are conducting a study within Addis Ababa with Addis Ababa University.
We would appreciate your participation in this survey very much. I would like to ask
you questions about some important issues in relation to unintended pregnancy. This
information will help us to plan services that address the special needs of your
community.
The information you provide on the basis of your experiences, will help to make
policies and programs related unintended pregnancy. Whatever information you
provide will be kept strictly confidential and will not be shown to other individuals.
Participation in this survey is voluntary, If you prefer not to respond to all questions
or to some of the questions it is your right and your decision will not affect in any way
the services you are receiving at the hospital/clinic and you don’t have to answer any
question if you don’t, and you can stop the interview at any time. However, we hope
that you will actively participate in this survey since your views are important.
The interview will take only about 30 minutes of your time.
At this time, do you want to ask me anything about the survey?
May I begin the interview now? (Circle)

1=Yes 2=No (End the interview)

Name & Signature of interviewer: Date:
Name & Signature of Supervisor: Date:
Respondents ID number ....................... Health center........................
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Section I: Socio-demographic characteristics of pregnant women attending ANC at health

code Questions Responses skip | Remark
101 How old are you? (Enter age in years) | ----------------
102 What is your marital status? 1.Married or living together
2. Divorced or Separated
3. Widowed
6. Never married or never lived
together
103 If Q No 102 is married, what was the | -------------—--
your age during getting married?
104 What is the highest grade you | ----------------
completed?
105 What is the highest grade your | --------—
husband completed?
106 Where do you live Urban
Rural 108
107 If urban Q.No. 104.Duration of urban | ---------------
residence( Enter in years)
108 Orthodox
Muslim
What is your Religion? Catholics
Protestant
Other
109 What is your occupation? That is, what
kind of work do you mainly do?
110 What is your (husband's/partner's)
occupation? That is, what kind of work
does he mainly do?
111 How much is your/as family/ monthly | ..................coooe In Birr
income?

centre.
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Section II. Reproductive History of Pregnant women attending ANC clinic

Code | Questions Responses Skip
201 How many months pregnant are you | ................ Months
now?
202 Have you ever been pregnant before the | Yes
current pregnancy No > 209
203 If YES Q.No. 202. How many times have
you ever been pregnant including this | ---------—--
one? (Enter number)
204 If YES Q.No. 202, when you got | Yes
pregnant, did you want to get pregnant | No
at that time?
205 If YES QNo. 202, how many live|__
children do you have that were born to
you?( Enter number)
206 If YES Q.No. 202, have you had | 1.Yes
abortions before? 2.No If No > 209
207 If YES Q No 206, how many times (Enter
number)
208 If YES Q No 206, was the abortion | 1.Induced
induced or spontaneous? 2.Spontaneous
3. Other.........
209 Have you had previously unintended | 1 Yes
pregnancy? 2.No IF No 213
3 Not Sure
210 If YES Q. No. 209, when did the last
unintended pregnancy? 00| —-memeemeemee—ees
211 If YES Q. No. 209, how many times you
have had previously unintended | ------------------
pregnancy? (Enter number)
212 Nothing, unintended pregnancy
If YES Q. No. 209, what did you do | continue
during unintended pregnancy had? Attempt to stop pregnancy but failed
Attempted to stop
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pregnancy & succeeded

213 Right before you became pregnant | 1.Yes

including your current pregnancy, did | 2.No

you yourself want to have a child at any | 3. not sure

time in the future? If your answer for Q213 is No —» 215
214 If YES Q. No 213 do you think that you | 1.Yes

become pregnant at the right time? 2.No
215 If NO Q. No.213. Right before you | 1.Yes

became pregnant this time, did you | 2.No

think not to have any child /children/ in

the future?

Section III: Contraceptive history of Pregnant women attending ANC clinic
Code Questions Responses skip
301 Have you ever heard about methods | 1.Yes

that a couple use to delay or avoid a | 2.No
pregnancy?
302 If yes Q. No.301, where do you | Family
heard? Friends
Mas media
4 Health care provider
5. Other...........
303 Which one do you know?(Circle all | 1.pills
that you know) 2.Condoms

3.Injectables
4I1UCD
5.Implants
6.Calendar

7.Emergency contraceptive
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8. Other

unintended?

2. Don’t have enough money to take care

of the baby

3. Raped

4. Divorced

5.Not married

6. Short gap on between previous
pregnancy

7 Not support my partner

304 Have you ever used any type of | 1.Yes
contraceptives? 2.No If NO - *311
305 If yes Q. No 304, which among these | 1. Pills
methods have you used? 2. condoms
3. Injectables
4.1UCD
5. Implants
6. Natural method
7. Emergency contraceptives
8. Other (mention)............
306 Have you been using appropriately | Yes
the specified /used method | No
accordingly to the instruction | Not sure
provided?
307 Where do you think to get the above | 1.Hospital
MFPMs? 2.Health center
3.FGAE
4.Pharmacy
6.0Other specify
308 Are these MFPMs accessible? 1.Yes
2.No
309 Is the current pregnancy as per your | 1.Yes
planned to get pregnant? 2.No
310 If NO Q. No. 309 why is it | 1.Sincelam in school
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8.I don’t like pregnancy at all

9. Other (mention)

partner?

311 1.Too young to attend FP clinics
If NO Q. No. 304, why are you not | 2.No awareness on contraceptives
using contraceptives? 3.Contraceptives not available

4. Religious of moral reasons
5.Method failure

6.Fear of side effect

7 Forget it

8.0Other (mention)

312 Do you Know how to prevent | 1Yes
unintended pregnancy following | 2.No
unprotected sex?

213 If YES Q No.312 what method can be | 1.Emergency contraceptive pills
used? 2.IUCD

3. other

314 Who usually makes decisions about | lyourself

your reproductive health care? 2.your husband/partner
3.you and Your husband/partner jointly
4.other

315 Who decides the contraception | l.youself
method you used? before current | 2.your husband/partner
pregnancy 3.you and Your husband/partner jointly

4.other

316 Who wusually decides how the | 1.youself
money you earn will be used? 2.your husband/partner

Jointly
3.other

317 Do you have openly discussion | 1.Yes
about family planning with your | 2.No
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Appendics II: Amharic Version Questioners
NASN ANN RLACAE PAhHN mTF ohA

PAADC AMNNE ATRIRTF

mPety, NP ANFPL ACTHT IPATLFFOT PMOP FPL7 MTT Ihe+k
+AFPF P+HIE MNLL LT

PATRIRTF & MS BNMAT

AL ANATU: =

PASA ANN RLACAL APNYLS NUM ALINR AT @AM PMGE T ANA
1% haSN ANN RLACAT IC NPT NMPAAZFPL ACTIHT PT PhATLHTY
PmMPE Nh&N  ANN @ND NQ7F PARY9INt MG MNPPT AL meF
APNLETY 1O-::

NHU MGt ATSA+E NFHURT AMRSUUL NAUPR® NUAAF+L ACTIHT IC
PARLLPH MM, MLEPTT AMESFUTU:LU NCAP ATRE NARIAT PARAMT
a8 oLt MAAFPL ACIHT VATFFT FUNZ+AM PAAAMDT PMS

ATAI AT PORARAGT PADEFY AOYILTFY AT8$L N £48A:r ACAP PMAMT ao/8
PV ACAP NIt 9PI9° ARTHE B YAA A@- PIIR+AYE [PTIRAM/ dOURY
RZIIMPU:NME+H AR PARA+ET NEATTP APT Na™A9R 1 NhLA PYaRA+&
amNFP MNP 10 BTk AL PYMA+E MALP PHhNZ NAPR® NAL PMS
RA1ATIAT  AMPPIOPE AL 99D GeyF  FoC  RENATIR i PARPmtT
AP@R@YR BFAA ATSUI° NORIFM-9° A%F AOMEesT MET  LFAA: 1IC 97
ACNP PaAMAt  YAN NG+ AR NABTF MPam, ym-::

PUMPMLL 20 TP T PUA LONGA::

ALY N+127C5F@ FAET AR PAINPHT 948 PULT 19C ¥ aPMmPeP £FAA
NPG+H AL PAPA+E +ATMIO+PA?

1 AP 2 hE (L5 hPUr @ALTFMT ANNZT NaRNTY
O $ME +mMPek)

PrN@ma> NPy ¢4 CPME®T $MEL

PP PMLRT PLITA NP &.C ®y

Pr&EMmmLm NP &CT P

PrMPem e &M(C

Pms +Pd> (oo
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NEA 1 MUNLBT N7 UHNE ao/EPF

ne mPe A9 -6
101 REMP AT ID? s
102 1. NINF AL @LI° ANC a°F°C
AUy PN PINFR. NNAP PH4FTF DLI° DRI P+APLR
Us? 3. PqR+Nt
4. KIN+D PMPME METE  ANZML RO PARPMG
103 A N+@ NPT NNTE e
Q.aDAD =2M2
104 nNE+F@  PRIOUCTE s
P/B5PF go PIIA 1MD-?
105 P8 AICP/NANAP NEHEOH v
PTIUCT BLE 9o PUA 102
106 PS4t NF P Yo h+ag
? 2. 1mC MANP IMC NPT —
107 mPe ¢ 106 @ANP htem
o hUPYy aeeC
hEang. 927 PUA AdRF PIPH?)
10 RCFRNN
8 {LMmPEP  gRIeT I ? R ANAGR
3. htAn
A AN AL
109 NP 9oIET @2 NANHE®|
gDy A/ PAR
110 NEPE TRIET 1?2 NANHED
gn .M/ A
111 [N T s VSR Ta N ST & o T S R S— nc
N&A 2. P +MPEP PN +PAL F2h AP med
201 PR OC 1§80 ML 1R? -
202 NHU ACTIHTP N&t 1. AP
ACOHD- Par$A? D _AAD-$I°  ADANP AAMBID hIPY e
203 mPE €202 ANP AP NP
NAUF ACTHSP  oC M7
1 ACTIHA» POrPA?
204 mPE & 202 MRANP APl AP
NPYTPF$L ACTHT INC ML 2. ARLAGD
205 mPE €202 ANP AP NP
NCAP NMPAL. AT @-Nm
NYLP*+ PAT AYF TFO-2

47| Page

LAG

209

ANt LPF



206

207

20

209

210

211

212

213

214

214

mPE & 202 ARANP AP NUY
hHU N+ @C8
AP £. 206 APAN

AP hFY N 1 ©-CE
mPE & 206 CRANP AP MUY

m-CEM,/87N

NHY  ACIHTP NEA NP8,

ACIHD-
AP hUPT he.e.209 a°F 1N0C

NPPet
Nt PAFPE.
ACOAHTPFRAINIPMY PO-PA?
NHU N+ NPPs.

AthAET ACTHTPT o180
Ah .U
haehh+

AN A

AmPe €. 213 dRAN AP hUPY

ACoIHT

110 PL7t?
MANP A2 DT PAURY

AE AATD-AL ANND- 1NC?

N&F ATROALD AL MANP A8 NPT

1. AP
2.PATgR  ABARP PATIR NUPY

1. £A2 10 PADZENT
D N+ U 10 PHDZLH

MPlh PHNTDIEE. AALIAR .

1. AP
2. AA@-$9°  APANP hAQSI NPy

o9 DAL
KCAHT@Y ATIngD PPNCH- 917 Ad+ANGD
159

PR L

1.AP

PAL  ACTTHTP AN NAATFTH2.AL

1.AP

ACIHT NTICTHP Nt AB/AAR. AL

h&4d 3. PHARTP PCIHT AhAhP HEPTF ITHN/OM-$F AOMmPL P

301

302

303

304

ahha P+HEFY
PACIHT aohARP dey7aF

nem Nt

Pareh?  (PMLLORTYT Uk
LN

NATECF AATICTH  DRIOLAP
PACIHT T ATIHTIPHD. AL
Py MmNt PACTHS
@®NANE ®YIRF Ao
AmPE € 301 AN AP NUY AN
NP Ade-i haeZ
N3 ao96%
AT % 301 E®AN AP hUY LT

nye9°

T Céo

NT46% M-NM PP /AT
Nh7L &8 NC PTPNC

ADLE €. 301 dRAN AP hUYL.AP

PACTIHT a®hANS HE,
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2. h&  MANP AL DY

209

213

215

311




305

306

307

308

309

310

311

312

314

M. & 305 ANP AP hUY
PHT@Y PACTIHT aPhANP HE
&M INC?

ADLE % 304 dRAN AP NUY
eU7y ACOIHS
NNt 1 PACTHT
M. & 305 ANP AP hP1 %
PACIHT A®hANL HE ATF1H?
ADPE . 303 PtHZHST
PACIIHT  d®hAnp e
NPAX P15 A DL?

2UYT  ACTHT APLDr jO>-
PO1T?

M.& 309 ANP h2
hUrT A7

LAFPL ACTHT Y

?

ADPE €. 304 ANP he
heT ARY PACTHT
m™hAhp

A+ MPagn?

nNey7+  me9g  PAARNANP
HE Nt4&a® mANP
Tt PMLME  PAFPL

ACIHT  @hAhd  ATLTFA
AD.2.312 APAN AP

Wig g REVR  HE
N Mmege

mNANA 2FAA 2
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N7

nye.ge

M(éo

N487 @AM PARPaRAR /AT
Nh7L &8 NC PTPNC

[a¥a " Wall eV a WL 2 NP2 Va1 oW Ko N Val

hP

he

ACIMT AL LALTD
PNTFe

ms mn,p

PN+AN aegeg P
1.AP

2.hE

hP

L MANP AL NPT
Nt9°UCT AL NAAL

A PaRALNTF N 1N, 2A-AAT
tL&4 NAThNAT

NNANE IC NA+APPT

T8C AR A2 LAL-FR

Ptds-dN ACTTHT DALY
19 AZ NAUTNT

WA KCITHT aPNANP AGueF NAAT
PCTIHT a®hAhP AAATHL
1LMmPET NUA NATILLPE
Ket+meIe 1@ e+hAt+

1.AP

2.hE

eY7+E PRCIHS aRhAnS hi7
NT94997 @AM PaRaRM /AT/
AA (R7AR)...

2.

310




314

315

31

31

AP A1TAL

NMSPY
/ATANNN/

U
A2 (12303}

Pan AMMm- 997 y@m-?

t.& 304 ANP P hU1 hHy
ACIHT N4t

P, MPd™+7 PACIHT

mMmhih o oAD MmN AMI

KCNP
(N,P7FF)
Pan AMO- T yya-?

uo

N LN+
77HN AL @Ay

NAACTHT  dPhANnP
myeF  hNANEP JC

+tmPe+m PMPA?
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