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Abstract

Background: Reproductive health care is the constellation of methods, techniques and
services that contribute to reproductive health and well-being by preventing and solving
sexual health problems. Utilization of those services is an important component in
preventing adolescents from different sexual and reproductive health problems.
Objective: This study was aimed to investigate the level of reproductive health services
utilization and associated factors among adolescents of age 15-19 who live in
DebreBirhan town, Amhara National Regional State (ANRS), Ethiopia, 2016.
Methodology: A community-based cross-sectional study was employed to assess
reproductive health service utilization and its associated factors by administering a pre-
tested semi-structured questionnaire from April 5 - May 1, 2016. A multi stage systematic
sampling technique was used to select a total of 648 adolescents living in 5 randomly
selected kebeles of DebreBirhan town. Data were entered and analyzed by SPSS version
21 software package. Logistic regression was done to identify possible factors associated
with reproductive health service utilization. P value less than 0.05 was considered as a
level of significance.

Results: About one-third (33.8%) of adolescents utilized at least one of reproductive
health services. Adolescents who had discussed sexual and reproductive health issues
with their sexual partner and peers were 2 times more likely to use RH services than their
counter parts (AOR= 2.368, 95% CI: 1.168-4.802 and AOR= 2.360, 95% CI: 1.155-4.820
respectively). Adolescents who weren’t co-resided with both their parents were also about
2 times more likely to utilize RH service than those who were living together (AOR= 2.570,
95% Cl= 1.155-4.820). Positive perception of oneself towards acquisition of HIV/AIDS
urged the adolescents to use RH services twice than those who didn’t perceive
themselves as risky (AOR= 2.231, 95%CI: 1.001 — 4.975).

Conclusion and recommendation: Utilization of RH services among adolescents in the
study area were low. Discussion with sexual partner and peers, risk perception of oneself
towards the acquisition of HIV/AIDS was among the predictors of RH services usage.
Therefore, interventions such as advancing adolescents’ knowledge, facilitating parent to
child communication, strengthening of youth centers and school reproductive health clubs
are important steps to improve adolescent reproductive health service utilization.

Key words: Reproductive health, Service utilization, Adolescent (of age 15-19)
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1. Introduction

1.1. Background

Today’s generation of adolescents is the largest in history and more than three fourth of
this population lives in developing nations. According to World Health Organization
(WHO), adolescents are people between 10 and 19 years of age; they make 20% of the
world’s population, of whom 85% live in developing countries. Adolescence is
characterized by significant physiological, psychological and social changes that put them
for high risk sexual and reproductive health problems. This has partially been because
adolescents were considered to be relatively healthy, without a heavy “burden of disease”
1, 2].

Reproductive health care is defined as the constellation of methods, techniques and
services that contribute to reproductive health and well-being by preventing and solving

sexual health problems [3].

The concern about adolescent sexual and reproductive health has grown due to
unprecedented increasing rates of sexual activity, early pregnancies and sexually
transmitted infections including human immune deficiency virus among adolescents [4,
5]. Published studies from some countries in Africa suggest that there were many factors
to adolescents’ involvement in reproductive health programs and makes the service
utilization low. Lack of information from formal sources was cited as one of the main
problems. For example, adolescents in rural Nigeria and Kenya [6] suggest that
discussing sexual issues with parents was a taboo. Other reasons for low reproductive
health service utilization include, service inaccessibility, cultural influence, lack of
knowledge about the service provided (where, what, when), feelings of discomfort, fear
of being seen by parents and significant others while they are in health care delivery

points and embarrassment while seeking reproductive health care services [7].

Here in Ethiopia also, the 2011 Ethiopian Demographic and Health Survey figured out
contraceptive use among adolescents was lower when compared with other age groups
[8]. This figure suggests there is a gap in addressing Adolescents sexual and reproductive

health issues which in turn affect their health and productivity quietly negatively.




1.2. Statement of the problem

According to the World Health Organization (WHO) about one half of all HIV infections
worldwide occur among people aged 25 years and under. And up to 100 million youths
become infected with a curable sexually transmitted disease (STD). Every year an
estimated of 1.7 million youths lose their life prematurely due to preventable or treatable
problems such as accidents, violence, pregnancy related complications and other
illnesses. WHO also estimates 60% of all new HIV infections occur in youths aged 15-19

years in Africa [2].

Sub-Saharan Africa remains the most affected region in the world with an estimate of
22.5 million people living with HIV. Approximately 1.7 million new infections occurred in
the region. Ten million young people aged 15-24 years and almost 3 million children
under 15 years were living with HIV. Rates of premarital sexual activity were highest in

Sub-Saharan Africa, where more than half of girls aged 15-19 have sexual experience

9.

According to the 2011 Ethiopian Demographic and Health Survey (EDHS), among the
age group of 15-24 years, HIV prevalence was 0.4%. The utilization of family planning
services in the existing health care system by young people was also very low. As a result,
there is a high rate of unwanted pregnancies which often result in abortions and their
complications. The majority (67.2%) of those seeking treatment for an incomplete

abortion were under 24 years of age [8].

The above mentioned devastated adolescents’ problems can be justified by RH service
utilization either directly or indirectly. As it's obvious that, the more readily the services
are utilized, the less the problems will be challenging. But studies conducted in East
Gojjam Zone; Gonder, Mekelle, Jimma towns as well as Medawelabu University [10-13]
showed that the Reproductive health services utilization among adolescent populations
were quite low. This low service utilization, whatever the reason could be, taken as the

major factor and makes the adolescents’ problem more complicated.




Despite higher proportion of the world population being in the 10-24 age groups, the
reproductive health needs of adolescents have neither been researched nor addressed

adequately [7].

Globally, a number of strategies have been adopted to promote the adolescent’s
reproductive health. For instance, Universal Access to Sexual and Reproductive Health
Services for Adolescents was added as a target to the revised Millennium Development
Goals framework in 2005 [14]. Prior to this, since the 1994 International Conference on
Population Development (ICPD) in Cairo, Egypt, adolescent-friendly reproductive health
services have been recognized as an appropriate and effective strategy to address sexual
and reproductive health needs of adolescents [15]. Nevertheless, the needs of the young

people remain poorly understood or served in many parts of the world [16].

Here in Ethiopia also, the Federal ministry of health (FMOH) launched several strategies
to promote adolescents and youth reproductive health including National Reproductive
Health Strategy 2006-2015: National Adolescent and Youth Reproductive Health Strategy
2007-2015; Standards on Youth Friendly Reproductive Health Services and also Tools
for planning, Implementation and Monitoring at different levels of the health system were
prepared. Youth friendly health services are established attached to existing health
facilities to provide RH services to adolescents and youths. In spite of this, Ethiopia didn’t

archive a remarkable success regarding to Adolescent and Youth reproductive health [7].

Even though certain factors were raised as a reason for low service utilization which in
turn affect the adolescents’ reproductive health in some areas of the country, more other
factors need to be investigated specially at areas where no prior studies have been
conducted on the issue. Therefore, the rationale behind this research was to investigate
the level of reproductive health services utilization and associated factors among
adolescents who live in Debre Birhan town, in order to provide evidence based

information and recommendations for possible future interventions.




1.3. Significance of the study

Even though, some studies were conducted in Ethiopia on the same issue, investigations
relating with RH services utilization by adolescence and its associating factors at any level
in the country is very important. Because Ethiopia is multicultural country and there are
significant differences among socio-demographic variation which makes the result

unique.

So, this study is expected to give insight into factors affecting RH service utilization among
adolescents of age 15-19 who are living in Debre Birhan town because interventions are
primarily focused on factors (causes). It also generates relevant information that could
help to design appropriate RH programs for this segment of population in the future.
Because interventions which targeted this adolescent should consider their particular
setting’s status que, local contexts and diverse needs to be effective. The findings of this
study will also serve as a reference for other researchers who want to conduct further
investigations. As relevant recommendations will be submitted to the North Shoa zone
health office and Amhara national regional health bureau in advance, it can be served as

a reference to find out gap towards achieving their goal.




2. Literature review

2.1. Introduction

Reproductive Health Service includes access to information and services on prevention,
diagnosis, counseling, treatment and care, and requires that all people can safely reach
services without travelling for a long time or distance. Services and treatments must be
affordable and based on the principle of equity. It also requires that services are of
adequate quality and that providers do not discriminate on the basis of sexuality, gender,

ethnicity and age [17].

Studies shown that, even with a lot of perceived barriers against the utilization of sexual
and reproductive health service by adolescents, efforts in recent years needs to focused
on not only ensuring health service availability but also making its provision adolescent

friendly that is, accessible, acceptable, equitable, appropriate, and effective [18].

Afterward, prior findings that have done within global, regional and Ethiopian context
regarding to the level of Adolescents’ reproductive health service utilization will be
reviewed. The scope of this study is limited to four components of sexual and reproductive
health service. Namely, modern contraceptive, HIV counseling and testing, diagnosis and
treatment of STI and sexual and reproductive health Information and education. Factors

associated with the utilization of RHS will be discussed.

2.2. Utilization of reproductive health service

Adolescents’ utilization of reproductive health services is not only varying from one part
of the word to the other, but also it varies within a single country. It also noted that
utilization of RHS in many countries is low and lags far behind what is expected to be
even after decades of extensive investments [19]. For instance, findings in USA show
that family planning and reproductive health service utilization was increased by 9% from
1995 to 2002, including rising use of services for contraceptive provision and counseling
and STI testing, especially among the youngest women [20, 21]. But another finding
which aims to investigate reproductive health service use by young women in the USA

between 2002 and 2008, reported that from the pooled sample (n = 4421) reproductive




health service usage was 59%, including contraceptive (48%), gynecological exam (47%)
and counseling services (37%). According to the data, the lifetime family planning service
usage was declined by 15% from 2002 to 2008 (P, 0.001) and recent reproductive health
service use by 8% (P = 0.01), including gynecological exam (8%, P = 0.03) and
contraceptive (6%, P = 0.02) services. Between 2006 and 2008, USA women were less
likely to use reproductive health and contraceptive services than in 2002 [OR= 0.6, Cl=
0.5, 0.8, P =0.001 and OR= 0.7, Cl 0.6, 0.9, P = 0.005, respectively]. The research also
added trends across the year among sexually experienced women which were found
similar but smaller in magnitude, 5% decline in both reproductive health (OR 0.7, CI1 0.6,
1.0, P = 0.02) and contraceptive (OR 0.8, Cl 0.6, 1.0, P = 0.03) service use [22].

2.2.1. Modern contraceptive

Survey assembled from 70 developing countries, 35 countries in Africa including Ethiopia,
22 in Asia and 13 in Latin America and the Caribbean which aimed to provide an up-to-
date and comprehensive overview of the use of sexual and reproductive health services
by adolescent women aged 15—-19 in the developing world was conducted. According to
the result great variation was observed on modern contraceptive use among married
women adolescents across and within sub-regions of Asia. Overall, proportions ranged
from 0% in Armenia to 52% in Mongolia. But modern contraceptive use was low among
adolescents in all regions of Africa. In more than two-thirds of the countries in Africa,
contraceptive use was lower than 20%. The proportions were highest by far in Swaziland
(43%), Namibia (39%) and Zimbabwe (35%). From countries that the survey covered,

unmarried adolescent women in Cuba take the lead in contraceptive use by 83% [23].

Research was conducted in Mandalay City, Myanmar on 444 randomly selected youths
aged between 15 and 24 to assess baseline information on access to and utilization of
RH services and unmet needs among youths living in resource- limited, suburban
communities of Mandalay City, Myanmar. The finding showed 67% participants had ever
utilized at least one type of RH service (the study focused on four services namely; SRH
information services, family planning services, comprehensive maternal care services

and STI/HIV testing services). The most utilized service was family planning (70%) [24].




Coming to our country Ethiopia, the 2011 Ethiopia Demographic and Health Survey
showed that only 5 percent of all female adolescents between age 15-19 report current
use of any modern contraceptive method [12]. Community-based cross sectional studies
were also conducted in Gondor town, rural area of East Gojjam Zone, Jimma town and
Goba town [10-12, 25]. Despite the fact that, sexual and reproductive health service
components assessed were varies in number, adolescents who live in Gonder town had
high rate service utilization (75.8%) followed by Goba town, Jimma town and rural areas
of East Gojjam zone (70.2%, 41.1% and 21.5% respectively). Regarding to Family
planning service utilization, figures were quite different among the listed areas with 79.5%
in Gonder, 71.4% in Goba town, 27.7% in rural areas of east Gojjam and 16.3% in Jimma
town [11, 25, 10 and 12].

In addition to this, institution based studies in Mekelle town which involve 1031 female
and male high school students aged 14-19 years and Madawalabu University which
involve 568 regular undergraduate students of Madawalabu University (though age is not
specified) were done[26,13]. Service utilization was quite different among two settings.
Among the total respondents in the first study (high school students) only 22% of the
respondents had visited SRH services delivery points in the past 12 months whereas
80.5% of University students in Madawelabu ever utilized reproductive health services.
This difference between those studies potentially due to; first, the time bound for the result
in first study makes the figure small whereas ‘ever use’ in the later study makes the figure
large. Second, Unspecified age range in the second study can be reason for the variation.
More over this, university students are believed to be knowledgeable, relatively free from
fear of being seen by others and autonomous than high school students. Regarding to
modern contraceptive usage 16% of high school students obtain condom with the past
12 months prior to the study [26] whereas 27.7% of university students have ever used

modern contraceptives [13].

2.2.2. Voluntary counseling and testing of HIV

Concerning to voluntary counseling and testing of HIV, finding indicates low service
utilization among adolescent women in Africa, developing countries of Asia, Latin America
and Caribbean. VCT was lowest in Western Africa, where 2-11% of adolescents had

been tested and it fall between the range 15% and 33% across the continent. In most of




the 14 Asian countries with data, no more than 4% of adolescent women had had an HIV
test in 2014. Only in Kazakhstan (15%), Mongolia (6%) and Kyrgyzstan (6%) were
proportions somewhat higher. In the Latin American and Caribbean countries of Bolivia,
Colombia, Costa Rica, Haiti, Honduras and Mexico, no more than 10% of adolescent
women had had an HIV test in 2014 [23].

In Ethiopia, Voluntary counseling and testing of HIV/AIDS service utilization among
adolescents seems equivalent across different places. For instance; 74.1% of
Madawelabu University students [13], 72.2% adolescents in Gonder town (this figure
increased to 88.4% among sexually experienced) [11], 67.3% in Goba town [26] were

obtained VCT service.

2.2.3. Diagnosis and treatment of STI

Study conducted in USA which aimed to describe associations between use of alcohol
and other substances and SRH service utilization among young women in the United
States from 2002-2008 with 4,421 young women ages 15-24 years showed that among
the respondents STI testing and treatment services usage were not more than 17%

across the years [27].

In three African countries (Ethiopia, Niger and Zimbabwe), fewer than one in three
adolescent women with an STI or an STl symptom obtained care. The proportion who
went to a health facility was lowest in Kenya (13%), Niger (13%) and Zimbabwe (17%)
the highest level was in Egypt (68%). The proportions of adolescent women in Latin
America and the Caribbean who sought treatment for an STl or STl symptoms were
generally higher than that in Africa and Asia, ranging from 52% in Bolivia to 84% in Peru
[23].

The above study that mention Ethiopia’s figure on STI treatment seeking habit have
similarity with the domestic finding that was conducted in Mekelle town (diagnosis and
treatment of STl = 15%) [26].




2.2.4. SRH Information and education

The last component of RHS that going to be reviewed in this paper is utilization of
information, Education regarding to sexual and reproductive health issues among

adolescent.

Research conducted in USA to examine associations between receipt of communication
about RH issues and use of services among adolescent population with 2,326
adolescents aged 15-19 in 2002 and 2006—2008 showed that the majority of adolescents
had received parental (75%) and formal (92%) sexual and reproductive health

communication; among those 43% reported recent service use [28].

Domestic finding in rural areas of East Gojjam showed that, 38.3% adolescents had ever
heard about RH services and reported health professionals 80.4% as the main sources
of information followed by radio 15.5%, television 3.1% and print media (posters/leaflets)
1% [10]. In Jimma town also 28.8% of adolescent were users of Information Education

and Communication about SRH issues [12].

2.3. Factors associated with utilization of reproductive health services

2.3.1. Socio-demographic factors

Among socio-demographic and socio-economic factors: Age, being female adolescent,
being a current student (in- school), educational status, parental communication, religious
affairs, maternal education and exposed to mass media (having functional television and
radio at home, and access to newspaper on sexual and RH issues) were found to be

associated with reproductive health service utilization in different studies.

Domestic finding in Jimma town showed that age group of 18 to 19 years were 1.4 times
more likely to ever use RH services than those in the age group of 15 to 17 years old
(AOR=1.4 95% CI (1.10, 1.9) [12]. Being female adolescent is cited as of the socio-
demographic factor associated with RHS utilization [11, 26]. Female adolescents were
about 2.6 times (AOR = 2.6, 95% CI: 1.79, 3.80) more likely to utilize VCT service than
the males [11] but on the other side, a school based study in Mekelle town showed that
the utilization of SRH services was lower among female students (AOR; 0.5, 95% CI=
0.3, 0.7) [26].




Being a current student (in-school) were also associated with increased utilization of RHS
(AOR= 5.88, 95% CI; 2.44-14.28, P < 0.001) [24]. In addition to this, according to the
study in Gonder town, the odds of having VCT was about 2 times (AOR = 2, 95% CI:

1.09, 3.41) higher for in-school adolescents than out of school ones [11].

Adolescent’s education status is frequently cited as a factor for the use of RHS.
Adolescents in secondary education were used RH services 2 times more likely than
elementary school adolescents (AOR = 2.41, 95% CI (2.98, 7.11)) [10]. This variable also
described in another study, adolescents with secondary education and above were about
9 times more likely to utilize FP service as compared to those with no formal education
(AOR =9, 95% CI: 1.45-54.14) [11].

Study in USA showed that parental communication with adolescents regarding to sexual
and reproductive health issues were positively associated with service usage (AOR=1.6,
95% CI: 0.8-2.3). Different studies here in Ethiopia also correlate parental communication
with service usage among adolescents. Among them study in rural areas of East Gojjam
zone showed that the likelihood of services uptake was about 4 times higher where there
was adolescent-parent communication regarding RH topics (AOR = 3.70, 95% CI: 1.89-
5.68) [10]. Another study in Gondar showed that, Adolescents who had had parental
discussion on VCT services were 10 times (AOR = 10, 95% CI: 6.09-17.55) more likely

to use the service [11].

Religious opposition 28 (17.6%) were the major reasons for not utilizing contraceptives
among sexually active respondents of Madawelabu university students [13]. Maternal
education was also associated with increased family planning services among
adolescents in study conducted in Gondar town, (AOR = 6.4, 95% CI: 1.39, 29.72) [11].

2.3.2. Individual attributes

Certain individual characteristics such as having history of sexual intercourse, having
knowledge of reproductive health, discussion with health workers, discussion with peer
group, discussion with sexual partner, perception of risk towards HIV/AIDS, history of STI
syndrome, substance use, feeling of being young to start modern contraceptive and

feeling of afraid are factors which determines the utilization of RHS.
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According to study in Mandalay City, Myanmar, having a history of sexual exposure were
increase adolescents’ RH service utilization by 3 times (AOR=3.12, 95% ClI; 1.35-7.24)
[24]. Studies in Gonder town and Madawelabu University also revealed that Adolescents
who had romantic sexual relationships were about 6.5 times (AOR = 6.5, 95% CI: 1.23,
34.59) more likely to utilize family planning services than those who had not had romantic
sexual relationships and sexually active respondents utilized reproductive health service
6 time more than sexually inactive students [AOR 5.99, 95% CI; 2.60-13.81] respectively
[11,13].

The second mostly cited individual factor is having knowledge of RH. Adolescents having
a high knowledge of RH service increased the likelihood of utilizing those services
(AOR=1.43,95% CI: 1.18-1.73) [24], and also Adolescents who have knowledge of family
planning and VCT services were 9 and 3 time more likely to ever use RH services, (AOR
=8.9, 95 % ClI: 2.3 - 26.6) and [AOR=2.8, 95% CI; 1.5- 5.3] respectively [12].

Findings from Madawelabu University showed that, students who ever made discussion
on VCT with the health workers made them 2 fold to take VCT (AOR =2.06, 95% CI: 1.21-
3.48) [13] whereas in Goba town, those adolescents who had discussed with health
workers were 4 times more likely to utilize VCT service than their counterparts
(AOR=4.48, 95% CI: 2.01- 9.99), and who had discussed with friends were 2 times more
likely to utilize VCT service (AOR=2.04, 95% CI; 1.035-4.403). The same study revealed
that the odds of family planning (FP) service utilization among those adolescents who
have discussed with their sexual partner were 3 times higher than their counterparts
(AOR=3.62, 95% ClI: 0.15-0.84) [25].

Adolescents’ exposure to mass media on SRH issues were associated with increased
usage of RHS in Mandalay City, AOR; 2.20 (95% CI; 1.25-3.86, P= 0.006) [24]. But study
in Jimma town showed that adolescents in the households with functional radio and
access to Newspapers were likely to ever use RH services [AOR= 1.7, 95% CI (1.1, 2.7),
AOR=2.5 95% CI: 1.9-3.3), respectively]. It also revealed that adolescents who had
access to pamphlets and posters as source of information for RH services were more
likely to be ever user [AOR=4.7, 95% (3.7 6.2); and AOR=1.7, 95% CI (1.2 2.3),
respectively] [12].
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Perceiving a risk towards HIV/AIDS was also found to be one of the predictors for the
utilization of VCT. Adolescents who had a perception of risk towards HIV/AIDS were
about 30 times more likely to utilize VCT services than those who had no perception of
risk at all (AOR = 30, 95% CI: 10.65-83.01) [11] and having history of STI syndrome had
a 2 times increased likelihood of using VCT service (AOR=1.99, 95%CI; 1.04-3.82) [13].

Study conducted in USA showed that all substances were positively associated with STI
service use. However, daily smoking was negatively associated with contraceptive
service use (AOR=0.6, 95%CI: 0.4-0.8, P=0.001) [27].

2.3.3. Service accessibility

In principle, service delivery points which aimed to deliver sexual and reproductive service
to adolescent and youth population should be: attractive and appealing for young people,
including input and support from the community and decorations selected by those
attending, services for young people should be free of charge, health professionals should
have additional qualities on top of appropriate training and the service need to be
promoted to the community in order to fill the gap [29].

Study conducted in Mandalay City, Myanmar showed that among all respondents majority
of them had a high level of geographical accessibility (79%).It was also associate service
accessibility with service utilization as; having a high level of accessibility to RH services
were twice increased the likelihood of utilizing those services (AOR=1.96, 95%Cl; 1.14-
3.36, P=0.013) [24].
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2.4. Conceptual framework

The conceptual framework is adopted from a similar model developed for family planning
under the Evaluation Project that illustrates the pathways by which reproductive health
programs achieve their objectives. The original framework, created for FP programs, can
readily adaptable to other areas of RH services. Modifications are done to address the

areas of interest without disrupting pathways of the original framework.

Socio-demographic factors et
Social *Age attributes
N »Gender eHistory of sexual |:I Demand factors
oEthnicity exposure
| eReligion o Discussion with |:I Supply factors
: sexual partner, peers,
Cultural RIS ELS and health workers
.| olevel of education < eKnowledge about
eMaternal education reproductive health
| eMonthly Family income ePerception of risk
Individual eParental communication towards HIV/AIDS
eSubstance use
[ o Service
Economical ........................................................................ utilization
Service delivery
environment
Environmental | Geographical
»|  accessibility
System Communal input Service input Outputs

Figure 1: Conceptual framework of the study on RH service utilization and associated factors among
adolescents of age 15-19 in DebreBirhan town: adopted from Family planning and reproductive
health service evaluation framework. Developed by United States Agency for International
Development (USAID) and President’s Emergency Plan for AIDS Relief (PEPFAR).
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3. Objectives
3.1. General objective

To assess the reproductive health service utilization and its association factors among

adolescents of age 15-19 living in Debre Birhan town.

3.2. Specific objectives

1. To measure the extent of reproductive health services utilization among adolescents

of age 15-19 in Debre Birhan town.

2. To identify factors associated with reproductive health service utilization among

adolescents of age 15-19 in Debre Birhan town.
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4. Methodology
4.1. Study area and period

The study was conducted from April 5- May 1, 2016 in Debre Birhan town, North Shoa
Administrative Zone, Amhara National Regional State, Ethiopia. Debre Birhan town is
located at 9°41°'N 39°32°E/9.683°N 39.533°E, that is, 130 km North of Addis Ababa,
capital city of Ethiopia. It has 2,840m elevation above sea level and covers 14.71km?2.
The town is founded by Emperor Zara Yakob in 1456 [29] and it has 9 administrative
kebeles. According to the information obtained from District Health Office, in 2015/16, the
total population size of the district was putted as 92,887 out of which 54.78% (50,883)
were females. From those females 23.58% (21,903) were age between 15-49. The
number of households and adolescents (10-19) in the district were estimated to be 18,453
and 22,014 respectively. In the town, there were 2 hospitals, 3 health center, 9 health
posts, 6 clinics and 17 pharmacies which render health services for the community.
Family planning service was available in most of the health facilities including health

posts.

4.2. Study design

A community based cross-sectional study design that generates quantitative data was

implemented.

4.3. Population and sampling

4.3.1. Target population

The target population was all households of Debre Birhan town that reside adolescents
of age 15-19

4.3.2. Source of population

The source population was all households of 5 selected kebeles of Debre Birhan town
that hosts adolescents of age 15-19

4.3.3. Study population
Selected households from 5 selected kebeles of Debre Birhan town that hosts

adolescence of age 15-19
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4.3.4. Study subjects

Adolescents of age 15-19 who were living in the selected household

4.4. Eligibility criteria
4.4.1. Inclusion criteria
Those adolescents age 15-19 years who have resided in the selected kebeles for at least

6 months before the data collection time were included in the study.

4.4.2. Exclusion criteria
Adolescents who were homeless. Because the sampling technique and procedure, which

targeted households, was not appropriate to reach this segment of the population.

4.5. Sample size and Sampling procedure

4.5.1. Sample size calculation

The actual sample size was determined considering the following assumptions: level of
confidence was taken to be 95% with 0.05 a value (which yields Z a/2 = 1.96 on the
standard normal distribution curve), a 5% margin of error (d= 0.05) and a proportion of
72.2% voluntary counseling and testing (VCT) service utilization obtained from previous
study conducted in Gonder town among adolescents age 15-19. Based on this
assumption, the actual sample size for the study was computed using one sample

population proportion formula as indicated below.

(Z ij p(1-p)

d2

n=

Where, n = Sample size
z = The value of the standard normal curve score corresponding to the given
confidence interval = 1.96
p = Prevalence rate of RH service utilization = 0.72

d = The permissible margin of error (the required precision) = 5%

(1.96) X 0.72(1-0.72)

=309.8
(0.05)

As the sampling procedure is multistage, Design effect need to be considered =2
309.8 x 2 =619.6 =620
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Additional 10% allowance for absenteeism and refusal to participate in the study (non-

response rate) was considered. The actual sample size therefore: 620 + 62 = 682

4.5.2. Sampling procedure

A multi-stage sampling technique was employed for the selection of the sampling units.
In the district there were 9 kebeles, of which a total of 5 kebeles namely kebele 02, 04,
06, 07 and 09 were selected using simple random sampling method (lottery method). The
sample size for each of the selected kebeles was determined proportionally to the number
of households within each kebele as below.

Proportionate allocation: nj = (%f) Nj

Where, nj = sample size of ji stratum
Nj = population size of the j stratum
n =nl+n2 +n3 + --- + nk is the total sample size
N=N1+ N2+ N3+ -+ Nk is the total population size
Data obtained from the 2015/16 work plan of the District Health Office showed that the
number of households in kebele 02= 2780, kebele 04= 2961, kebele 06= 2405, kebele
07=852, and kebele 09= 2370.
Therefore:
v' Sample size for kebele 02 = 682/11368 x 2780 = 167
v' Sample size for kebele 04 = 682/11368 x 2961 = 178
v' Sample size for kebele 06 = 682/11368 x 2405 = 144
v' Sample size for kebele 07 = 682/11368 x 852 = 51
v' Sample size for kebele 09 =682/11368 x 2370 = 142

The first household which resided the first adolescent to be sampled was determined from
the kebele house number register using simple random sampling method. Then,
systematic sampling method was employed to select the next households from each
kebele. The researcher’'s assumption to do this was ‘one household resides at least one
adolescent of age 15-19’. The next household was identified systematically every 17t by
going in a clockwise direction. In cases of household with more than one eligible
respondent, only one respondent was selected by lottery method. If there wasn’t eligible

respondent from the selected household, immediate neighbor household (right or left) that
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host eligible adolescent was selected and the interval calculated at the beginning have

been kept.

DebreBirhan town
administration

Kebele Kebele Kebele Kebele Kebele Kebele Kebele Kebele
01 02 03 04 05 06 07 08

Simple random sampling

Kebele
09

................................................................................................................................. e,
.................................................. , .
1 1
; Proportional 1
; allocationof |
Kebele 02 Kebele 04 | thesample |
Kebele 06 Kebele 07 Kebele 09 |/ szeto
_ _ - v selected
(n2= 167) (ne =178) (n6=144) (n7=51) (no=142) | \ sramby !
\, household !
\ |
\ 1
N ____ 1
ST Tt T T T s s 1
/ 1
7 1
. : + Only the first !
Systematic random sampling /" household from !
/ eachstraumwas |
.............................................. {  selected by simple !
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n=682 J  TTTTTTTmmoes '

Figure 2: Schematic diagram of sampling procedure for the study on Reproductive Health service utilization
and associated factors among adolescents age 15-19 in Debre Birhan Town, Ethiopia, 2016.
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4.6. Study variables

4.6.1. Independent variables

A. Socio-demographic variables

>

VvV V.V V V V VYV V VY

>

Age

Sex

Ethnicity

Religion

Marital status

Schooling status

Education status

Mother’s education status

Parental communication on SRH issues
Perceived monthly income of the family

Living arrangement of parents

B. Individual attributes

>

YV V VYV V

>

Knowledge about reproductive health services

History of sexual exposure

Discussion on SRH issues with sexual partner, peer or health workers
Perception of risk towards HIV/AIDS

Media Exposure on SRH issues

Substance use

C. Service delivery environment: Geographical accessibility

4.6.2. Dependent variables: Ultilization of reproductive health service

4.7. Data collection tools and procedure

A self-administered, semi-structured questionnaire was used. The questionnaire was
developed by combining the John Cleland’s lllustrative questionnaire for interview-survey
with young people’s [31] and several literatures reviewed to achieve the research
objective. The main points included in the questionnaire were: socio demographic
characteristics, adolescents’ individual attribute regarding to sexuality and reproductive

health, service accessibility (geographical accessibility) and four main aspects of RH
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services (sexual and RH information and education, modern contraceptive, voluntary
counseling and testing for HIV, STI diagnosis and treatment). The data was collected by
6 trained data collectors for 25 days under close supervision and facilitation by 1

supervisor and the principal investigator as needed.

4.8. Data quality assurance

The questionnaire and consent documents was first developed in English language, then
translate into Amharic, local language, for data collection and finally retranslated back
into English by another translator to check consistency. Face validity of the questionnaire
was assessed. ltems interpretability and understandability by the study participants was
evaluated by pre-testing the questionnaire on 34 adolescents (5% of the total sample
size) living in unselected kebeles and necessary correction have been taken accordingly.
Six data collector (3 females and 3 males) third year BSc. nursing students from
DebreBirhan University have been oriented to the overall project plan, how to approach
and communicate with adolescents to elicit reliable data. The anticipated time duration to
complete the questionnaire was not more than 30 minute. For respondents who were
absent in the first visit, a maximum of two additional schedules were established for
revisit. Supervision was also done on the spot by principal investigator and supervisor.
The collected data was checked for its completeness and clarity by the principal

investigator daily. Data cleaning and cross-checking have also done before analysis.

4.9. Data processing and analysis

After checking for its completeness, data was entered and analyzed by SPSS version 21.
Descriptive and analytical statistics including, bivariate and multivariate analysis was
employed. Percentage, ratios, frequency distribution, measure of central tendency and
measure of dispersion have been used for describing different variables. Bivariate
analysis has been used to examine association between dependent and independent
variables. All variables with p<0.05 in bivariate analysis was fitted in to the multiple
variable logistic regression model to identify factors associated with RH service utilization.
P value less than 0.05 was considered as a level of significance.
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4.10. Operational definition

Knowledge about reproductive health service- Adolescents who score above the
mean of reproductive health service related questions were labeled as having high
knowledge and those score below the mean were considered as having low knowledge.
The questions were about the available types of services and types of service delivery
points (providers) within the area, which included a total of eight types of services and
seven service delivery points.

RH service accessibility: The accessibility in this study was applied to geographical
accessibility based on adolescents’ own perception. Adolescents who lived within 1.6
kilometer (1 mile) radius distance from the nearest RH service center from their home
and less than 30-minute walking were classified as having high geographical accessibility
and low otherwise.

SRH information and education service utilization: Adolescent who received
information and education regarding to sexual and reproductive health issues from health
worker working in any of the service providing points within the past 12 months.

Modern contraceptive service utilization: Adolescent who used any of modern birth
controlling methods (contraceptives) in the past 12 months.

VCT service utilization: Adolescent who ever received HIV counseling and testing
service in life.

STI Diagnosis and treatment service utilization: Adolescent who ever obtained STI
diagnosis and treatment service in life.

RH service utilization: Adolescents having sought or received at least one of the four
RH services that the study focused. I.e. SRH information and education service, modern
contraceptive service, VCT service and STI diagnosis and treatment service utilization.
Substance use: Using alcohol, khat or cigarette with either frequency of; more repeated
than daily, daily, weekly or monthly in the past 12 months prior to the study.

History of sexual exposure: Adolescents who ever experience sex in life were classified
as having the history of sexual exposure and not otherwise.

Discussion on SRH issues: Adolescents who discussed at least two SRH issues
(Condom, STI/HIV/AIDS, abstinence, unwanted pregnancy, contraception) with health

care provider in the last 12 months. The same was applied with peer, and sexual partner.
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Media exposure on SRH issues: Adolescents who exposed to mass media (including
radio, television, magazine/newspaper and pamphlet) on at least two SRH issues
(Condom, STI/HIV/AIDS, abstinence, unwanted pregnancy, contraception) in the past 12
months.

Perception of risk towards HIV/AIDS: Adolescent’s attitude towards perceiving
themselves as susceptible to HIV infection.

Adolescent: in this study adolescent stands for boys and girls of age 15-19.

4.11. Ethical consideration

Ethical clearance was obtained from Addis Ababa University College of Health Science
Department of Nursing and Midwifery Institutional review board (IRB). Official letter was
received from the department of nursing and midwifery and submitted to North Shoa Zone
Health Office. The office permitted the request and announce each selected kebeles’
administration office for cooperation. The purpose of the study was explained to
participants. Informed consent was obtained from participants more than 18 years old
and oral consent was obtained from parents under the age of 18. Confidentiality was
reserved. Participants’ involvement in the study was on voluntary basis and they didn’t

ask to write neither their name nor their address.

4.12. Dissemination and utilization of results

The results will be disseminated to all kebeles of the town administrations with their local
language, North Shoa Zone Youth and children affairs Office, North Shoa Zone health
Office, Amhara Regional state health Bureau, Addis Ababa University School of Allied
Health science department of Nursing and Midwifery, Federal Minister of Health and
NGOs that are interested in working in the area. Attempts will be made to publish in known
international publishers and to present it in scientific conferences for better

communication of the result.
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5. Results

5.1. Socio demographic characteristics of the study participants

From the total 682 participants, 648 of them responded to the questionnaires yielded a

response rate of 95.01%.

Out of 648 participants 348 (53.7%) were males. The mean and median age of the
respondents were 17.13 (SD + 1.33) and 17.0 respectively. Six hundred four (93.2%)
respondents were Orthodox Christian followed by 27 (4.2%) Muslim and 17 (2.6%)
protestant. Based on their ethnic group, Amhara constituted 611 (94.3%) and except a

few, majority of the respondents 624 (96.3%) were single.

Regarding to schooling status, 606 (93.5%) were currently enrolled at school. Only 5
(0.8%) of the respondents were found with no formal education rather, more than three-
fifth, 443 (68.4%) of the respondents reported their educational status as secondary
education (Grade 9-12) followed by primary education (Grade 1-8) and above secondary
education 132 (20.4%) and 68 (10.5%) respectively.

Concerning Participants’ mother educational status, nearly similar figures were reported
that lies between 20" and 30™ percentile with slight percentage increment in mothers with
no formal education 175 (27.0%). Out of the total respondents, 412 (63.6%) reported that
there is no habit of discussion on sexual and reproductive issues in their family. The
median perceived monthly family income were 2095.0 Ethiopian Birr. More than three-
fourth, 493 (76.1%) of the study participants were living with their mother and father
together (Table 1).
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Table 1: Socio-demographic characteristics of adolescents of age 15-19 in DebreBirhan town, Ethiopia,

May, 2016.

Variable Frequency n=648  Percentage (%)

Sex Male 348 53.7

Female 300 46.3

Age 15-17 356 54.9

18-19 292 451

Ethnicity Amhara 611 94.3

Oromo 15 2.3

Tigre 12 1.9

Gurage 9 1.4

Other 1 0.15

Marital status Single 624 96.3

Married 19 29

Divorced 2 0.3

Separated 3 0.5

Current enrollment at school In school 606 93.5

Out school 42 6.5

Educational status No formal education 5 0.8

Primary education 132 204

Secondary education 443 68.4

Above secondary education 68 10.5

Mother’s educational status No formal education 175 27.0

Primary education 171 264

Secondary education 155 23.9

Above secondary education 147 22.7

Habit of communication with in family on Yes 236 36.4

SRH issues No 412 63.6

Co-residence with both parents Yes 493 76.1

No 155 23.9

Perceived monthly income of the family 150-650 35 54

(ETB)* 651-1400 134 20.7

1401-2350 167 258

2351-3550 139 215

3551-5000 104 16.0

>5001 69 10.6

™ income category was based on civil service taxation cutoff points
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5.2. Respondents’ individual attribute related with sexuality and reproductive health

To assess their knowledge, study participants were asked about the components of
reproductive health service and service delivery points which have a total score of 15.
Respondents who had high knowledge (scoring above the mean = 8.6 (SD+ 3.4)) were
356 (54.9%).

Out of the total participants, 232 (35.8%) have had boy/girlfriends, and among those who
had boy/girlfriend, nearly half of them 114 (49.1%) had one boy/girlfriend (mean=2.06,
SD + 1.44). One hundred sixty-two (25.0%) of the respondents have had sexual
intercourse in their life. One hundred eighty (27.8%) of the study participants were
reported that they have had discussion on at least two of the sexual and reproductive
health issues [SRH discussion points; Abstinence, condom use, STI/HIV/AIDS, unwanted
pregnancy, contraception] with their peers in the last 12 months prior to the study.
Discussion on the same issues was also reported by 88 (13.6%) and 82 (12.7%) of the

respondents with their sexual partner and with health workers respectively.

Depending on their risky behavior, the study participants reported their perception
towards acquisition of HIV infection. Based on this, 559 (86.3%) respondents perceived

themselves as free from HIV infection risks.

Regarding to the participants’ last 12-month experience of alcohol, ‘khat’ or cigarette use,
majority of them 568 (87.2%) reported that they didn’t consume any of them. The
remaining use at least one of those drugs at a different regularity. Majority, 28 (33.7%) of
the ‘drug-users’ who used those drugs less frequent than monthly followed by weekly 20
(24.1%), monthly 17 (20.5%), daily 15 (18.1%) and more frequent than daily 3 (3.61%).
Considering the operational definition used in this study, 55 (8.5%) of the respondents

had use those substances (Table 2).
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Table 2: Adolescents’ individual attribute related with sexuality and reproductive health, DebreBirhan town,
Ethiopia. May, 2016

Variable Frequency n=648 Percentage (%)
Knowledge about reproductive health service High 356 54.9
Low 292 451
Ever had sexual intercourse Yes 162 25.0
No 486 75.0
Discuss about SRH issues* with sexual partner in the past 12 months Yes 88 54.3
(n=162) No 74 457
Discuss about SRH issues* with peer in the past 12 months Yes 180 27.8
No 468 72.2
Discuss about SRH issues* with Health worker in the past 12 months Yes 82 12.7
No 566 87.3
Perception of risk towards HIV/AIDS Yes 89 13.7
No 559 86.3
Exposure to mass-media on SRH issues* in the past 12 months Yes 484 4.7
No 164 253
Substance use in the past 6 months Yes 55 8.5
No 593 91.5

“* SRH issues: Abstinence, condom use, STI/HIV/AIDS, unwanted pregnancy, contraception

The study participants were also asked about their experience in the past 12 months
whether they expose for mass media which attempted to deliver information and
education on at least two SRH issues [SRH issues: Abstinence, Condom use,
STI/HIV/AIDS, Contraception and Unwanted pregnancy] or not. The finding showed that,
out of the total study participants, 484 (74.4%) hit the response ‘Yes’ for mass media

exposure.

Others
3%
Pamphlet
16% Television
Magazine/newspaper 35%
19%
Radio
27%

Figure 3: Exposure of adolescents to mass-medias that convey message on SRH issues in the past 12
months, DebreBirhan town, Ethiopia. May, 2016.
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Among the mass medias, television was the most frequently reported 351 (35.8%)
followed by radio 263 (26.8%), magazine/newspaper 191 (19.5%) and pamphlet 143
(14.6%) and other communication means like school mini-medias and subject matters,

social medias and trainings constituted the remaining 33 (3.4%) (figure 3).

5.3. Geographical accessibility of Reproductive health service delivery points

Regarding to the accessibility of reproductive health service delivery points; the study
participants were asked about the nearest service delivery point, estimated distance from
home and average time taken to walk. Hospital and Health centers were among the
commonly mentioned service delivery points 250 (38.6%) and 239 (36.9%) respectively
followed by Clinics (both private and NGOs'’) 62 (9.6%), Pharmacy 42 (6.5%), Health
posts 22 (3.4%), Youth friendly health service clubs 17 (2.6%) and Health extension
workers 16 (2.5%). The mean distance from the respondents’ home to the nearest service
delivery point was 1.43km and it was reported to take an average of 19 minutes to walk.
The majority of the participants said that there was RH service delivery center within a
30-minute walk (69.4%) and within 1.6 km radius (88.4%) from their home which yields
an overall high geographical accessibility of 68.5% and low geographical accessibility of
31.5%. There was a slight variation of geographical accessibility between male and
female respondents. A summary of the geographical accessibility and service utilization
level for male and female respondents presented in Table 3.

Table 3: Comparison of geographical accessibility and service utilization between male and female
adolescents in DebreBirhan town, Ethiopia, May, 2016. n = 648

Sex Total, n (%)
Male, n(%) Female, n(%)

Distance from home <1.6km 250 (71.8) 200 (66.7) 450 (69.4)
> 1.6km 98 (28.2) 100 (33.3) 198 (30.6)

Walking time Less than 30 minute 306 (87.9) 267 (89) 573 (88.4)

More than 30 minute 42 (12.1) 33 (11) 75 (11.6)

Overall Geographical High 246 (70.7) 198 (66.0) 444 (68.5)
accessibility Low 102 (29.3) 102 (34.0) 204 (31.5)
Service utilization Yes 113 (32.5) 106 (35.3) 219 (33.8)
No 235 (67.5) 194 (64.7) 429 (66.2)
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5.4. Pattern of reproductive health services utilization among adolescents

Nearly 1 among 3 adolescents, 219(33.8%) had used at least one of the reproductive

health services.

0,
33.8% Users

66.2% = Non-users

Figure 4: Pattern of reproductive health services utilization among adolescents of age 15-19 in DebreBirhan

town, Ethiopia, may 2016.

Among the four reproductive health services that the study focused on, respondents were

mentioned which service they received.

43.6%

45.0%
40.0%

35.0%
23.7%

o 30.0% 21.9%
£ 25.0%
Q 0,
g 200% 10.7%
S 15.0%

10.0%

5.0%

0.0%

VCT SRH Information Modern STl diagnosis and
and education contraception treatment

Figure 5: Reproductive Health services utilized by adolescents in DebreBirhan Town, Ethiopia, May 2016.

Based on the users’ response (n= 219), voluntary counselling and testing servicer for HIV
(ever used) was the most frequently used service 175 (43.6%) followed by SRH

information and education service delivered by health worker (the past 12 months) 95
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(23.7%), modern contraceptive usage (the past 12 months) 88 (21.9%) and STI diagnosis
and treatment service (ever used) 43 (10.7%) [The services reported exceed the users

because multiple response was possible] (Figure 5).

Regarding to SRH information and education services were asked about which type of
SRH information and education service they got from health workers in the past 12
months. The most frequently information and education they got was on VCT (41.5%)
followed by modern contraception (26.7%), sexual health (14.7%), STl (12.7%), safe
abortion (3.5%).

20

15

10 = Age 15-17
5 l m Age 18-19
0 (| (| e N =

Male condom  Oral contraceptive Injectables Implants Female condom
pills

frequency

NB: Except ‘male condom’, the rest contraceptives are for females

Figure 6: A comparison of modem contraception types used with the age category of adolescents in
DebreBirhan town, Ethiopia, May, 2016.

The most frequently used modern contraceptive method by the adolescents was male
condom (60.2%) followed by Oral contraceptive pills (20.4%). Figure 5 shows the types

of modern contraception service the adolescents used based on their age category.
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5.5. Factors associated with RH service Utilization

Based on the Bivariate analysis, factors found to be significantly associated with
reproductive health service utilization were; Age, Marital status, educational status,
mothers’ educational status, habit of communication on SRH issues with in the family, co-
residence with both parents, monthly family income, history of sexual intercourse,
discussion SRH matters with sexual partner, discussion SRH matters with pears,
discussion SRH matters with Health workers, perception of risk towards HIV/AIDS,

exposure to mass-media, substance use and Geographical accessibility.

The Bivariate analysis produced statistically significant association between service
utilization and maijority of the independent variables. For instance; those married
respondents were more likely to use RH services than their single counter-parts
(COR=7.950, 95%CI: 2.605 - 24.260). Being an older age (18-19) were confined with
increase the chance of service usage than being in lower age category (15-17)
(COR=1.971, 95%Cl:1.417-2.741). Those respondents living with their parents together
were less likely to use RH services than those who were not (COR=1.970, 95%CI: 1.361-
2.853).

Study participants who had high knowledge about the components of reproductive health
services and service delivery points were more likely to utilize those services than the
one who know less (COR= 7.934, 95%CI: 5.337 - 11.794).

Regarding to sexual history, having sexual history in life was positively associated with
service usage (COR=7.934, 95%Cl: 5.337 - 11.794). But Interestingly, geographical
accessibility was inversely associated with service usage; the more the respondents
nearer to the service delivery points the less they use the service (COR=0.644, 95%ClI:
0.456 - 0.909).

Risk perception of oneself towards HIV/AIDS acquisition and substance use were also
positively linked with service utilization (COR=3.485, 95%Cl: 2.199-5.524 and
COR=3.282. 95%CI: 1.862-5.785 respectively). Table 4 shows the bivariate analysis of

factor associated with RH service utilization.
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Table 4: Bivariate analysis of factors associated with reproductive health service utilization among adolescents, DebreBirhan

town, Ethiopia, May 2016. n =648

Variables Service utilization  Crude OR (95% CI)  p-value
Yes No
Gender Male 113 235 1
Female 106 194 1.136(0.820-1.575)  0.443
Age 15-17 96 260 1
18-19 123 169 1.971(1.417-2.741)  <0.0005*
Marital status Single 200 424 1
Married 15 4 7.950(2.605-24.260) <0.0005*
Divorced 2 0 - -
Separated 2 1 4.240(0.382-47.035)  0.239
Current enrollment at school In-school 199 407 1
Out-school 20 22 1.859(0.991-3.487)  0.053
Educational status No formal education 2 3 1.356(0.224-8.205)  0.740
Primary education (1-8) 39 93 0.853(0.559-1.302)  0.462
Above secondary education 32 36 1.808(1.080-3.029)  0.024*
Secondary education (9-12) 146 297 1
Mother’s educational status No formal education 66 109 1
Primary education (1-8) 73 98 1.230(0.800-1.892)  0.345
Secondary education (9-12) 42 113 0.614(0.384-0.980)  0.041*
Above secondary education 38 109 0.576(0.356-0.930)  0.024*
Habit of communication with Yes 106 130 2.158(1.542-3.018)  <0.0005*
in family on SRH issues. No 113 299 1
Co-residence with both Yes 148 345 1
parents. No 71 84 1.970(1.361-2.853)  <0.0005*
Ever had sexual intercourse. Yes 112 50 7.934(5.337-11.794)  <0.0005*
No 107 379 1
Perceived monthly family 1401-2350 56 1M1 1
income. 150-650 18 17 2.099(1.005-4.384)  0.049*
651-1400 57 77 1.467(0.917-2.347)  0.110
2351-3550 33 106 0.617(0.372-1.023)  0.061
3551-5000 32 72 0.881(0.521-1.491)  0.637
>5000 23 46 0.991(0.547-1.796)  0.976
Knowledge about High 128 228 1.240(0.892-1.723)  0.200
reproductive health services. Low 91 201 1
Discussion with sexual Yes 68 20 2.318(1.173-4.581)  0.016*
partner(n=162). No 44 30 1
Discussion with peers. Yes 94 86 2.999(2.099-4.284)  <0.0005*
No 125 343 1
Discussion with health Yes 47 35 3.076(1.917-4.936)  <0.0005*
workers. No 172 394 1
Perception of risk towards Yes 53 36 3.485(2.199-5.524)  <0.0005*
HIV/AIDS. No 166 393 1
Exposure to mass- media. Yes 183 301 2.162(1.430-3.267)  <0.0005*
No 36 128 1
Substance use. Yes 33 22 3.282(1.862-5.785)  <0.0005*
No 186 407 1
Geographical accessibility. High 136 308 0.644(0.456-0.909)  0.012*
Low 83 121 1
*statistically significant association
( ]
L )



With an intention of controlling confounding effect, variables that produce statistically
significant relationship with the outcome of interest on bivariate analysis were fitted in to
multiple variable logistic regression. Based on this, adolescents how had discussed
sexual and reproductive health issues with their sexual partner and peers were 2 times
more likely to use at least one of the four services that the researcher focused on than
their counter parts (AOR= 2.368, 95% CI: 1.168-4.802 and AOR= 2.360, 95% CI: 1.155-
4.820 respectively). Adolescents who weren’t co-resided with both their parents were
about 2 times more likely to utilize RH service than those who were living together (AOR=
2.570, 95% CIl= 1.155-4.820). Positive perception of oneself towards acquisition of
HIV/AIDS was spurred the adolescents to use RH services twice than those who didn’t
perceive themselves as risky (AOR= 2.231, 95%CI: 1.001 — 4.975) (table 5).

Table 5: Multiple variable logistic regression of factors associated with utilization of RH service among
adolescents in DebreBirhan town, Ethiopia, May, 2016.

Variables Service utilization Adjusted OR (95% Cl) p-value
Yes No

Discussion with peers Yes 9% 86 2.360(1.155-4.820) 0.018
No 125 343 1

Co-residence with both parents Yes 148 345 1
No 71 84 2.570(1.070-6.170) 0.035

Discussion with sexual partner(n=162) Yes 68 20 2.368(1.168-4.802) 0.017
No 44 30 1

Perception of risk towards HIV/AIDS Yes 53 36 2.231(1.001-4.975) 0.048
No 166 393 1
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6. Discussion

This study assessed a range of possible predictors, including socio-demographic,
adolescents’ individual attributes including sexual history and knowledge about RH
services, geographical accessibility of RH service delivery centers. The percentage of
adolescents who visit health facilities for basic RH service like family planning and HIV
preventive services are one of the indicators of the immediate and long term RH needs
of young people [1]. Taking this in to consideration, this community-based study which
assessed the patterns of adolescent reproductive health services utilization and
associated factors have got important figures which can be served as an indicator for the

stakeholders to appreciate the progress towards achieving their goals.

Before rushing to discuss major topics of the study, it might be better to compare some
common socio-demographic and individual related aspects of the respondents with other
studies as it gives information on comparison between studies are logically appropriate
or not. Based on the respondents’ mean age, a mean age of 17.13 (SD+1.33) in this study
shown considerable similarity with 16.96 (SD+ 1.4) in Gonder and 17.39 (SD+_1.4) in
Goba towns [11, 25]. But it differs from finding in rural area East Gojjam which was 14.6
(SD+ 4.1) and this was due to the age category the study was focused at (which was 10-
19 years old) [10]. According to the respondents living arrangement, 76.1% of the
respondents in this study were living with both their parents at the data collection time
which was larger figure than 60.6%, 61.7% and 66.8% in rural area East Gojjam, Gonder
town and Goba town respectively [10, 11 & 25]. Twenty-five percent of the respondents
in this study respond that they had sexual intercourse compared with 52.9% in Mandalay
city, Myanmar; 52.6 in Goba town and 63% in USA [24,25,27].

The measurement of utilization of RH services varies widely. Some studies used just one
aspect of RH services [10-13] while others used multiple aspects [24]. However, very few

studies assessed all four essential aspects of RH services as did in this study.

This study revealed that the overall service utilization was 33.8% which was much smaller
than study in Mandalay city, Myanmar (67%) and recent local finding in Gonder town

(79.5%) [24,11]. This variation possibly due to; economical, socio demographical variation
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(e.g. the study was in the age group of 15-24) and including maternal care in the service
package may inflate the figure in Mandalay city. In contrast, study in Gonder specifically
focused on those adolescents who had sexual exposure which potentially increase the
likelihood of service usage. Adolescents’ service utilization in this study slightly closer to
study in Jimma town (41.1%) [12]

Twenty-three percent of the participants in this study were utilize information and
education related with sexual and reproductive health from health care workers and this
finding concordance with 28.8% of the same service usage in Jimma town. Regarding to
modern contraception utilization, the record in this study (21.9%) agreed with the large
scale survey, includes 35 countries in Africa, that reported as in more than two-thirds of
the countries in Africa, contraceptive usage among adolescents of age 15-19 was slightly
lower than 20% [23]. Family planning service usage in rural areas of East Gojjam and in
Jimma town were also 27.7% and 16.3% respectively [10, 12]. This variation could
possibly justified by distribution of service delivery centers, socio-demographic
characteristics of the respondents and knowledge difference across the study areas. For
instance, In Jimma Town, it was reported that 95% of the adolescents could access
information education and communication service with the very easy access. This high
service accessibility might help the adolescent to utilize modern contraceptive more
readily than adolescents in DebreBirhan Town and rural areas of East Gojjam zone. To
the contrary adolescents in rural areas of East Gojjam zone might not access service
delivery points nearby as the areas was rural. In addition to this, because the study in
rural areas of East Gojjam zone was conducted between the age group 10-19, it might
reduce the percentage of service usage as adolescents of age closer to the lower cut
point (10 years old) might not use contraceptive as adolescents with age of closer to 19
did.

Regarding to voluntary counseling and testing for HIV, local research findings in Gonder
and Goba towns (72.2% and 67.3% respectively) showed that remarkable variation with
this study which labeled VCT service utilization at 43.6%. This variation could be due to;
adolescents’ perception of risk towards HIV which was lesser in this study and nation
widely noticeable deducted emphasis for HIV related health promotion and prevention

activities through years.
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Communication of sexual and reproductive health issues with in the family (especially if
the family members have good knowledge on reproductive health problems and
reproductive health services) allows the adolescent to enhance their knowledge, build
their confidence and in turn scale up their tendency to use those services in demand.
Unfortunately, 63.6% of the study participants in this study reported that there was no
habit of communication on sexual and reproductive health matters with in their family.
Nearly similar record was obtained from research conducted in East Gojjam area (68.0%)
and Goba town (54.2%) [10,25].

It is known that measuring service accessibility needs multiple considerations.
Geographical accessibility is among the one and the most important parameter to assess
service accessibility. Though, there are different ways to measure, distance from home
and walking time based on the adolescents’ own perceptions have been used in this study
which were possess some sort of similar with the studies conducted in Myanmar [24], and
it is effective where using Geographic Information System (GIS) is practically difficult [32].
In this study, the researcher found that geographical accessibility was 68.5% compared
to 79.3% in Mandalay city, Myanmar and 95% in Jimma town [24,12]. But respondents in
Mandalay city were asked about their own perception of service affordability and then
service accessibility was computed by considering both geographical accessibility
(average distance from home and time taken for walk) and service affordability. On the
contrary, here in our setup, services were fee free in governmental health institutions
while the privates’ demand charges. Due to this reason the researcher intentionally
omitted to incorporate the respondents’ perception on service affordability. So possibly,
the distribution of service delivery points in the study areas (it also implicate the countries’
economic status) and socio-economic difference of the respondent across the two areas
might considered as a cause for the discrepancy. Even though the method and the scale
of measurement was different in Jimma town, service utilization was similarly low in both

areas.

To have an access and utilize services, adolescents’ level of knowledge has an
indispensable role. Advocating and increasing awareness about SRH is also central for
the success of any adolescent reproductive health program. Knowing which type of

service provider can provide what kinds of services enables adolescents to use services
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straightforwardly as they need them. In this study, about 55% of the adolescents had high
knowledge on RH services and providers compared to 67% in East Gojjam finding. This
could be due to the difference in knowledge assessing tool. The mean score of knowledge
assessing questions in this study (mean = 8.6 (SD+3.4)) exceed two times more than a
study that used the same knowledge assessing tool in Mandalay city, Myanmar (mean =
3.3 (SD + 1.6)) [24].

In this study, the researcher found that family factors played an important role in youths’
utilization of RH services. For instance, adolescents who weren’t co-resided with both
their parents were higher their odds to use RH services than those who live together. This
finding is against the study in Gonder town where adolescents living with both parents
together use VCT service more likely than their counter parts. This could be due to
relatively high parental monitoring in our setting. In addition to this, even though majority
of the respondents in this study were living with both their parents, the families’ habit of

communication on sexual and reproductive issues were quite low (36.2%).

Adolescents’ high risk perception towards HIV/AIDS render them to seek and utilize RH

service more likely than those who didn’t perceive. This finding is shared by studies in

Madawalabu University and Gonder town [13, 11].

Different research findings revealed that discussion on sexual and reproductive health
matters with sexual partner and peers increase the chance of service utilization [10-12,
25]. Same wise in this study, adolescents who had discuss SRH issues with their sexual
partners and peers were found two times more likely to use RH services than those who

didn’t discuss.
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7.  Strength and limitation of the study
7.1. Strength

e By default, the research title was on adolescents reproductive health services, which
the government has less achived compared to other health services, makes this
pioneer study valuable in the area. Because it could play its own role to scale up the

service utilization.

7.2. Limitation

As a limitation this research had possess four major limitations.

= As the study design was cross-sectional, it cannot indicate the direction of causal
relationships.

= |tis difficult to rely on the adolescents’ distance estimation as it could not be accurate.

= Because the questionnaire incorporates adolescents’ private matter including their
sexuality, some sort of social-desirability bias may not be eliminated.

= Even though the researcher tried to develop the questionnaire by triangulating the
John Cleland’s lllustrative questionnaire for interview-survey with young people’s and
the reviewed literature in such a way of addressing the research objectives, there

might be issues of reliability as it wasn’t standardized.
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. Conclusion

Even though majority of the adolescents had high geographical accessibility and fair
knowledge on RH services and service providers, utilization of RH services among
adolescents in the study area were low.

Voluntary counseling and testing (for HIV) was the most frequently service that the
adolescents used and on the contrary, STI diagnosis and treatment was the least.
Co-residence with both parents, discussion with sexual partner and peers, risk
perception of oneself towards the acquisition of HIV/AIDS was among the factors

associated with use and non-use of RH services.
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9.

Recommendations

As the primary victims from serious reproductive health related problems are
adolescents themselves, they should try to confront certain barriers against service
usage including negative social norms and their own attitudes.

Considering the bio-physical and psychological changes of adolescents’, letting them
free to discuss on sexual and reproductive health matters is highly important and
anticipated from every family.

Since majority of adolescents at this age invest most of their time at school, schools
can be an excellent means to advance adolescents’ knowledge, attitude and exposure
towards RH services. Hence, the school’s administration should endeavor to create
conducive environment that helps the adolescents to discuss on their issues and
experience those services.

Amhara National Regional State Health Bureau (through North Shoa Zone Health
office), still needs to reforms the existing and establish new comprehensive
freestanding or integrated adolescent friendly-services with trained provider in a
convenient manner because attempting to achieve prolific outcome require to consider
adolescents’ need which is dynamic, confidential and flexible by nature.

Federal minister of Health should also consider this low reproductive health service
utilization to the area while planning and undertaking interventions to scale up service
utilization.

More rigorous prospective studies should be conducted to single out the most
pertinent factor(s) behind this low service utilization as the output enable planners to

design and modify service delivery approaches in the town.
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Annexes

Annex |. Information sheet

Title of Research: Reproductive health service utilization and associated factors
among adolescents age 15-19 in Debre Birhan Town, Central Ethiopia, 2016.
Institution: Addis Ababa University, College of Health Sciences, School of Allied Health
Sciences, Department of Nursing and Midwifery (Graduate Program)
Name of sponsor: Addis Ababa University
Principal Investigator: Kenean Getaneh (BSc.)

Mobile: +251 913 690 347

E-mail: keneanget@gmail.com
Advisor: Mesfin Abebe, (BSc, MSc/RH, Assistant Professor and PHD Associate)

E-mail: mesfin.abebe@aau.edu.et
Background Information: High level utilization of reproductive health services is an
important component in preventing adolescents from different sexual and reproductive
health problems. Local evidence about adolescents’ reproductive health knowledge,
services utilization and associated factors are relevant to design age-appropriate
programs, corrective interventions and strategies. Therefore, this study is aimed to
investigate the level of reproductive health services utilization and associated factors
among adolescents who live in Debre Birhan town, Ethiopia. The study will be conducted
in 682 adolescents from 5 randomly selected kebeles by administering pre-tested

structured questionnaire.
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Annex lI: Consent form in English language
Consent form

Questionnaire code

My name is Kenean Getaneh. | am attending my MSc. in Maternity and Reproductive
health nursing at Addis Ababa University. | brought these questions to you in order to find
out conditions regarding to reproductive health service utilization and associated factors
among adolescents of age 15-19 in Debre Birhan town. The questionnaire will take about
20-30 minutes to fill. The purpose of this study is to get more information on factors
contributing to reproductive health service utilization of adolescents that can be used to
design appropriate intervention so as to address reproductive health service need of
adolescents. Therefore, your honest and genuine participation by responding to the
questions prepared is highly appreciated and helpful to attain the objective of the study.
Your name will not be written on this form and no individual response will be reported to
anybody. Hence, your answers are completely confidential. You do not have to answer
any question that you don't want to answer and you may refuse to answer all of the
questions.

Would you willing to answer?

Yes[ | then put your signature below and proceed to the next page

By signing this document, | am giving consent to fill the research questionnaire. |
understand that | will be part of the research study that is looking into the reproductive
health service utilization and its association factors in Debre Birhan town. | also informed

that the participation would be entirely voluntary and that am free to withdraw from the

study.
Participant’s signature Date
Data collector’s signature Date

No[ | please stop here.

Thank You!
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Annex lll Consent form in Amharic language
PEPLATT a0l I760, 36

PAPMEk APAL M
AL N197Y 190 ANAAU: NALN ANN RLACHTE PAINGT 8914 +T9¢ NPT NALF 0%+ NHU -+ mnm
AR PFM N15-19 9@t OUF @M$F PNI-+PAR MT AMPPI® HLP mFT AL ao/F
APANANNE 1O~ AHUT® PHY HTE& N8R e P PR L+I4 P+DA M PRPT NNC ANHFAU: APMB T
A+ ATIMT$P N 20 AN 30 L¢P ADNE BFAA:

Pmgk GAM: NLNZ NCUT N+ A POYP4T AL PFM N15-19 9a0F PPF MMEFT PNY-
+PAL MG AMPPI® 48 A8 UIR NNI-+PAL MG AMPPI® IC +PPHIF PATMD- U1 F+PTF DA
MAPT BUPTA:

PhgEk MADLRIFE NDTE AR ANt+ PFAT PATLT C+AFPTF AMLZM LT NALA AR dBALT
P27 NP NF 1@ ACH PTRLAMF TITAIR a8 aAmsPrF P+HMNe NALYT NAPMLd AL
@MY FP 0748 ATRIR LU ALGAPT AT8T1A6- ARMPRID: hHUT® NtemTl PACANT FRART
N+ANPIR Py ao28 ANAND. A8, PR AL LLITR:

Phgk mPIOG F8FE NHU MG AL NARATEPID (P7 M ELRT NARARANP P+HIE A& L PATR: 110
9% 02N NCUYT OMEFY PAI-TPAL MG AMPPI® N+ARANT PATT 91THMN ATIALAT POMFTFY PAY-
+PAL MG AMPPIRT ATIALY P A4 N4OF NADLE AL +ADAC+HM, AR NG TINAT LUTA: ATTR
PACH AT NAYTPT NAPATYF NAL T219° ALYT 18T APRCANTIP:

P+AFL NFI PACH NHU MTF AL ATE NEAITP AL P+HIPALT O (BM L&Y PAODANAL G
PG+ AhA PATRUPT ABNFP O+MNP T

MMLET AMMAT §$ LT 1PF?

AP [ ] ANAPT APAGRMOFTPY NLLTY AZIIME ML $MR 76 LA

NIRIRT T MAFOPE NHU NAL PHILD A2 +1NA% @LI9° A3 NN NLNZ NCUY h+a mpm
PO PG AEMPFM N15-19 9a0F PUP: MMEFTY PAT-+PAL MT AMPPI® BLE ATIMP NTQLL7M,
MGF QAR +AFE PLY NARZ8F PHHIEMY AOML S ATDAT-AT +ATGR FAL:: NAPERLATD PG+
+AF4 RPLY PIRIAOM: MG+ TR/M ATLIOFA +7910°% 10

PtAFd 4 $7
PaDMEE ANAN, &L +7
neeAloe [ |

AMAIGAL
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Annex IV. Questionnaire in English language

GENERAL INSTRUCTIONS: The questionnaire has four parts, including questions
regarding to socio-demographic and socio-economic characteristics, individual’s trends
related with sexual and reproductive health, service accessibility and reproductive health
service utilization pattern. Please read the instructions and questions carefully before

proceeding to answering them.

Part I: Questions assessing the Socio-demoqgraphic and socio-economic

characteristics of respondents

Instructions: Please circle the number in front of the option you choose. If you are asked
to write a response or if your answer is not listed among alternatives, please do in the

blank space provided. If there is an arrow in front of your choice, skip to the indicated

question.
Q. no. Questions Responses Skip to
101 What is your gender? 1. Male
2. female
102 How old are you?
103 What is the religion you 1. Orthodox Christian
follow? 2. Muslim
3. Protestant
4. Other specify
104 What is your ethnic 1. Amhara
group? 2. Oromo
3. Tigre
4. Gurage
5. Other specify
105 Marital status? 1. Single

2. Married
3. Divorced
4. Separated
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106 Are you currently enrolled 1. Yes
at school? 2. No
107 In which group of 1. No formal education at all
schooling that your 2. Primary education (1-8)
educational status 3. Secondary education (9-12)
categorized? 4. Above secondary education
108 In which group of 1. No formal education at all
schooling that your 2. Primary education (1-8)
mother’s educational 3. Secondary education (9-12)
status categorized? 4. Above secondary education
109 Now | have some 1.Yes
questions about  your 2.No
family. Does your family
have a habit of discussion
on sexual and
reproductive health (RH)
issues with you?
110 Are you usually living with 1.Yes » Q. no 112
your mother and father 2.No
together?
111 If No, with whom do you 1.With my mother only
usually live? 2.With my father only
3.With relatives
4.With friends
5.Alone
6.0ther specify
112 How much income do you

think your family gain per

month? [specify in Birr]

——
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Part Il: Questions assessing personal characteristics reqgarding to sexual and

reproductive health

Instructions: Here below are some questions regarding to your personal experience
regarding to sexual and reproductive health. Please circle the number in front of the option
you choose. If you are asked to write a response or if your answer is not listed among
alternatives, please do in the blank space provided. If there is an arrow in front of your

choice, skip to the indicated question.

Q. no. Questions Responses Skip to

201 Please put " mark inside Service
the ‘YES’ box if you knew 1. Sexual health education and

the indicated Reproductive prevention information for young

Health services and people, single adults, and couples,
service delivery point where confidentiality and privacy are
(provider) and mark ‘NO’ assured. YES D NO D
otherwise. 2. Sexuality counseling for the client's

sexual health concerns or needs, and
desired sexuality, reproductive or
contraceptive preferences.

ves (] No(_J

3. ldentification and referral for victims
of sexual and other forms of
violence. YES () No ()

4. Voluntary counseling, testing,
treatment and follow-up for STls,
including HIV. YES D NOD

5. Diagnosis, screening, treatment and
follow-up for reproductive cancers,

and associated infertility.

vES( ] No(_)
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6. Antenatal, intra-natal and post-natal

care for the pregnant women.

YES () NO (]

7.

Safe abortion to the full extent of the
law. YES(_J No[
Post-abortion care, including
provision of contraceptive
information, counseling and

methods. YES () Nno( )

Service providers

. Hospitals. YES(_ no(_

Health centers. YESD NOC]

3. Clinics (NGO and private).

YES( ] No (]

4. Health posts. YES [ ] nol_J

5. Pharmacies.

ves(J no (LJ

6. Youth friendly health service clubs.
ves( ) No ()
7. Health extension workers.
YES (] NO( ]
202 Have you ever had a 1. Yes
girl/boyfriend? [By girl/boy 2. No »Q. no.
friend, | mean someone to 204
whom you were sexually
or emotionally attracted
and whom you 'dated'
(use local terms to specify
going out together
unaccompanied by other
person )]
[+ )




203

How many girl/boyfriend

have you had?

204

Have you ever had sexual
intercourse? [not only with
girl/boyfriend]

1. Yes

2. No

Q. no.

»206

205

From the below listed
SRH issues, did you
discuss on at least two
issues with your sexual
partner within the past 12
months? [SRH issues:
Condom, STI/HIV/AIDS,
Abstinence, unwanted

pregnancy, Contraception]

1.Yes
2.No

206

Did you discuss on at
least two of the above
mentioned issues with
your peer within the past

12 months?

1.Yes
2.No

207

Did you discuss on at
least two of the above
mentioned issues with
your health workers within

the past 12 months?

1. Yes
2. No

208

Based on prior risky
behaviors, Do you
perceive yourself as risk
for acquiring HIV/AIDS?

1.Yes

2.No

209

Did you exposed to mass
media, which aimed to

deliver information and

1.Yes
2.No

). no
301

——
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education on at least two
SRH issues listed below,
within the past 12
months? [SRH issues:
Condom, STI/HIV/AIDS,
Abstinence, unwanted

pregnancy, Contraception]

210 Which mass media did you 1. Radio
exposed for? 2. Television
3. Magazine
4. Newspaper
5. Pamphlet
6. Other specify
211 Did you use alcohol, khat 1. Yes Q. no
or cigarette in the past 12 2. No »301
months?
212 If YES, to what frequency? 1. More frequent than daily
2. Daily
3. Weekly
4. Monthly
5. Less frequent than monthly

6. Other specified

Part Ill: Questions assessing service accessibility

Instructions: Dear respondent, afterwards there are some questions regarding to
accessibility of RH service delivery points. Please circle the number in front of the option
you choose. If you are asked to write a response or if your answer is not listed among

alternatives, please do in the blank space provided.
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Q.no. Questions Responses Skip to

301 What is the nearby RH service 1. Hospitals

. Health centers

. Clinics (NGO and private)
. Health posts

. Youth friendly health

service clubs

delivery point (service provider)

to your home?

a b~ WON

(o}

. Health extension worker

7. Other specify

302 How far the above mentioned
nearby RH service delivery

point from your home? [specify

in km]

303 How much it takes to walk from
your home to the nearby RH
service delivery point? [specify

in minute]

Part IV: Questions assessing Reproductive Health service utilization

Instructions: Questions below are regarding to your service usage status. Please circle
the number in front of the option you choose. If you are asked to write a response or if
your answer is not listed among alternatives, please do in the blank space provided. If

there is an arrow in front of your choice, skip to the indicated question.

Q. no. Questions Responses Skip to
401 Have you ever use any RH 1. Yes You are
service in life? 2. No » finished
here, thank
youl!
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402 Have you received any 1. Yes
information and education 2. No > Q. no 404
service regarding to SRH
issues from health worker
working in any of RH service
delivery points in the past 12
months?

403 If YES, what type of 1. Information and education
information and education you related to sexual health
received? 2. Information and education
[you can encircle more than related to Contraception
one response] 3. Information and education

related to SIT diagnosis,
and treatment

4. Information and education
related to VCT

5. Information and education
related to safe abortion

6. Information and education
related to Antenatal,
Intranatal and Postnatal
care

7. Other specify

404 Have you use modern 1.Yes
contraceptive service in the last 2. No »Q. no 406
12 months?

405 If YES, what type of method do 1. Male condom

you use? [methods other than

male condom are filled by

female respondents’ only]

2. Pill

3. Injectable
4. Implant
5. 1UCD

——
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6. Female condom

7. Other specify

406 Have you ever used VCT 1.Yes
service? 2. No
407 Have you ever used STI 1.Yes

diagnosis and treatment 2. No

service?

THANK YOU!
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Annex V. Questionnaire in Amharic language
PACMEP PO

AMPAL aoan/ e ML NAsLT NEAT ThEAA: ATHUI® UNZAND UitPTTE hA-
+PAL MG JIC P+PPH IAP Ui FPTI PATAIAT +L4N1FT AT PNI-TPAL MT 1AI ATt
+MPM Ty P MAN+E A PRPTF P+N+kNT 1O ANAPY APTLT8.Y DD PG M Pd NARN
ATNIN@. AANPT A78.PAPTCM-AT NANNCT AML AU

h&A 1: MUNLP Ui FPT+Y P aAacAh+t: » PP T

man/ P: N+HHAHGT AT9-F dBhnd dRANPT PPHMY &M PANM+=: PACAP 9RAR
NtHZHSF aehhA NAA AT ARANPT Ne-U-& AT8.PN$IM- PTRLH NPT N+menm NL N
MAAPY LAPIPM-: NARZM-t IRAR &F AT PPNT TRANT hA ML +MeAm PhPE &
BAG:

Phee nee oA 2A4
&mC
101 947 1. O18
2. 1t
102 AL am?
103 Ueme+? 1. ACFAAN
2. @>hAge
3. TCENFTE
4. AANA 2M$N
104 NYC? 1. A9
2. heqe
3. T4
4. 11
5. AANA 2meN
105 PINF Ui F? 1. PAIN/F
2. PN+
3. PLAF/F
4. P+APP N PARELL/PIRHEL
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106 NALF ASF NTIRUCT AR TUMA? | 1. AP
2. heLAL9D
107 PAH/PYF PFIRUCT 8B 1. @oeNG FIRUCT LA+TL/T
NeHF M 9oL N PFYMPAA | 2. PAREADLP /8 F9UCH (1-8)
70,7 3. PUATST B4E FIRUCT (9-12)
4. NFA+E 848 FIPUCTH NAL
108 PATTU/M PHIPUCT B2 NPT M. | 1. dReNg +9PUCT PA+TRLT
goe A N P MPAA 1O.? 2. papEansp BB FIPUCT (1-8)
3. PUATT B4E F9RUCT (9-12)
4. NUA+S 28 FIRUCT NAL
109 hHU NFF N+ANUI/ATY 1. APT AA
Py aAN+® P+DAR MPRPTF Ak: | 2. ALI PAGD
: EANUMA @ANGT PAY-+PAL
MS7 N+HMAN+ R80T AL
hy+/N3E IC PaPmPOF ATR L
AAT@M.?
110 | Ntk 16 hATHS NANFU/R IC 1. A% > pmpe
MRS AL IO PPRE/M/Cm? | 2 NEEAT &M
112
111 MANU/A ‘R LATR NPYE haRYy 1. DAT+H JCNF
JC Nt 1H PIRFPLM/LMm? 2. DAN+t JCNF
3. hH®RE JC
4. N3LEE IC
5. NFRY
6. AANA Emen

112

N+ANU/A NDC 927 PhA 1N,
£18 & NAUM FNNAU/A?
[(192FUT NNC ANPTOMR/ 6]

——
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h&d 2: N1-+PAL MT IC +LEHIT PATFM AR U1 PFT M A Ah+: B PEPF
aan/ @: N+HZHGF ATt aPhnd ARAAPT PPHMT ML PANMN:: PACAP FRAN
NtTHZHSGT aPhnd NAA @LY9° M PeMY Ne-U-& AT8.PNPTRM: PARLEH NPT NtMPNG. N
NF @ANPT PAPTOM-:: NARLMT TRAR &F ALT PPNT TRANT hA DL +MPnm PP
¢MC BAG:

PP mee goAT 2A4%
em(
201 P EMAT ATLeT AT+/F NNY- PNI-+PAL MT A1ATIA+T
+PAL MG A4 T LAUT/ATY 1. MADEP AT AP NPT dPAN:
QTHN AGPANT O+HIE §Fm.: ADMFF A8 APDTRT
ANAUY/AY NFHZHSGT PAT-TPAL PARAM MSTY MANT
MG A1AFT AT A4 Ak P+aANE PMS BB PFS
hmAM APLNPTF a2hha FIOUCTHT::

PIR ;M PTFMY/PIPF M PTFMT NF AP ) XA

NAPAPT N+ MA. P AP AMT 2. NOANE MYt +86F AT

QNT PMFOPTFOY/ELFOY NP NOAL &MMLP HE

La9P AL AT MNM P AR Ao AL PARaRNC

AE /1 RIAIN: RP () Ae( )

3. @ANP MLIIR P37 ADALT
P£L/7 PADNF AnL & AF 18F
PRLANTO. NEAPT
anan/anCq h8 PFMY
AM.ANtTO A&A TNTAAG:

AP (] ne( )

4. N&PLAYT AR NARADN/F
NINZ-NJ 17T F1F PR +AAS
NAFPTF (AT.AL.N KNI
£En9PLA) aeanran(s
UNIeTT NFTA aRAMT
AP A
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. PARANP ANAT NINC AT

+PLH payanm aeh Yyt
aoancanrg YRgeg aopymt::
AP () e )

AL AT PPEAR MA BT

DAL AT 2UL OAL
A1A et T ARAMY::

AP Re( )

.NU Nt4PL AN POTIN

me/m ATt APAMT::
AP he ()

. hernh Meln NHA PTAM

A1AI BT (PMA L adhAR P
HETTP e IRse) AP M
AP () ne ()
A1494T APLNPT

. PATHA. AP ) Ko )
.ms mne. AP ) kel ]
. NALR (PIIAT AN+

PALY).
AP ) nel ]

.MS NA. AP ) "e (]
L@yt AT APC JAR( )

202

POIL/PNT 38T UM POLPA?
[PDTE/PMNF 385 AT NMANP
MmLI® N F+P AT PANTU/A AT
ANCUICTH PIRFAAGE NAA AML IC

—

2.

. AP

. POMEF PAF ARF PMT
AMNNE ANNT.
AP A2

. PMS ANNETAT Nt BT
AP YA
he

PP

®™C
204
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+ADAAL TR PAAT AT/ DL
AT 70]

203

ANNUT 220 N1F P01 E/PAT 385
AAU/R?

204

AN ALCIU/MN
FO.SAY/FREPAN? [NOTE/NAT
388 IC NF MAT A2 LAGP]

2.

hP
AL

P pPd

®MC
206

205

NFTF NHHZHSGF @ANPST PAY-+PAL
M5 +86F avhhd Ne7N NA+ AL
hoAN 32FU/MA IC NAGF 12 @4+
+®PLFFU FMPATU? [NAL
N7L9°T AT AL.N, RENT RICC
NA% P91NZ-NJ 1T F7t NATL+AAS
NAFPFT aFbNT PA+LAT
ACIHST PMAL a®NANP HE,PF]

—

2.

AP
ALY +MPLL+T ATMPIP

206

N Pe «MC 205 N+tMe-+ +80F
LN NU-A+ HZP N3LEFU/A IC
NA4T 12 @t +@ P FF U
FM.PAT?]

—

2.

. AP

ART +DPL+T ATMPIP

207

NAéF 12 @t NIHU (NP €L
205 h+mert +80F) N.L1N NUA+
t¢.f NUhIRE NAT-P IC
+®PL+UM FOPAUMA?

—

2.

. AP

AeT +DPL+T AAMLPID

208

ANN ALY NINSGU/A AJAs NULPT
NaIAT ART.AL. A AN TIAG
APTAU NAU/MA FNNAUMA?

—

2.

. AP ANNAL

AL AANNID
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209 NA&T 12 @&t @A hF+F 1. AP P PP
NtHZHGT MANPT PAT-TPAL MG |2. AP €M(
+86F adhhd NLIA NA+ AR 211
mA/T PRLT ABLET FIRUCT
Na®9E NHUY AT1C AFR+U/R
mLI° ATNNU/A FRPAUMA?[NAL
NYLI°T AT AL.N ALNT RIPC
NA® Pa1NZ-NJ 171t NATLHAAS
NAFPFT FbNT PA+LAT
ACOHTT POA L aPNANP HEPF]
210 | aoZBmy ey FIRUCHY NPT (1. 480
PaDIeE NHUT A7ThO/MAM? 2. EANHT
[NATE NAL ATHL(haTY ABGR/ 3. Rm
4. aogyt
£FA4] 5. Néd Pt
6. AANA £men
211 NA4T 12 @t AT RADAT shF (1. AP PP
MLIP A I +MPMRY FOLAUM? 2. AL TMPT AAQLPID —> | @M(
301
212 hNt+megehh/AT N7 PhA 1. N$7T hATE 1H NAL
£9qeR? 2. NPk
3. NPATPYI+
4. NPM4
5. hoC NNAM 1
6. AANA MmN

h&A 3: PA1AINT +R&HT1TFT P A ADE D PEPF

aan/ : NHY N>t PAT A9°FPT AOALT AECTIM, PARARAANTFM, PATIAIAT +R4NTFT
mPRPF TFM: NHHZHEGT ATRLeeF daPhhd RANPT PPHMLY €MC PANM: AHPhMm
MANPT Ne-U-& AT8LPNPTPM- PTRLLH NUY N+MPA@ NL NF PAPTPM-:: NARLM-F JRAT
&t AT PeNT T2ANT NA DL +MPAM P PR ML LAG:
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P e PP oA L2A%
®MC
301 NaeeLe AU APeN.P 1. PNTFA
PMITM/NPAX AFTTD. |2, MST MNP
PIRTFAM PAT-TPAL MT | 3. AALN (PIAT 19N+ PALY)
A1 eF A, PHE@ 1M? |4, M5 hA
5. gyt NAF
6. POMETF PAF AAF PMT AMNNP
ANNT
7. PMS AANETAT ALHET
8. AA DA 2Mmen
302 NAL P7ASNM/AML PAY-
+PAL ATA% T Aeh,
NATUMA 927 PhA £CPA?
[N TBFHC 27A6]
303 NA9IC AdRaHA 927 PhA

1H BLEA? NP RIAY]

h&A 4: PAT-+PAL MF AAI AT +MPMTTFY P MAN+E D PEPF

ama/p: 0y PAPMLE PAPgh/A h&A AT MmPRPE PACNT PNI-TPAL MG “1AIAT
+MPMyFt PMaAN+ §FM: NFHIHGT ATt aPNNA ARANPY PPHMY €L LANMN::
PACNP 9RAR NHHZHSGF a®hhA NAA N+MPAM N NF ANPT PAPIR M- NADZMeF JRAR

&t ALt PPNT PART NA DL +MPN@ PHPE *DC LAG::

——
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P e med oA LAS
%
em(
401 | PAY-TPAL MT ATAARTTT 1. APT +MPT AOLPAL
+M&mY/A FO.PAUA? 2. AT tM$T AADPIS —> | AHU IC
P gar-::
™MLy
ERCNPA
AOPAT AL
402 | NA4&T 12 @4F M 1. AP A1A T +MEMPLAL PRPE RAC
Ne+FMmI™ P14 Aot 2. ART A1A9AkT hAtmeege —» 404
mher, AT NTYAL PMS
NAG™ P mANTT PNYI-+PAL
MS7 N+aeAN+ pan/Bq
PFHIRUCT AT AT
N7 F +MEPaUA/AA?
403 | h+meIh/A NTPT AL 1. N@ANE M1 HL P
P+he eghCy pans s 2. NOAL MMEMMLL HEPF AL
A7A°TF INC? 3. NANAHC NAFPFT URTPTFM, H P
4. N&SLATT AL PtanphZt+
[NATE NAL ATRLgrTY -
s £FAA] PhT.Ae.M AL PIRRCT PIRLARL.
A74°FT N+ARANT
5. 70 MELMY N+aRAN+
6. NPLaD MALT DAL AT BUZ
MALT N+ARAN+E FERT H P
7. AANA 2Mmen
404 | nNA&T 12 @&F @ 1. APE +0DSaq NG mPE &M
POALE  d&MMLP HE& 2. ALT AA+MeIoh-go »406
+m&aY/A INC?

——
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405 | h+meI=h/A o7 AL YT 1. P@IL hyegm
panhANg He, 1NC? 2. POAL a@mmeP AThNA
[NATIGeF aPNNA ‘PDTE (3. NAPCL PN PMA L dRP&MMLP
h329® namAM N$C NATT 4. NATE &8 NC PaR.daDm
PARARA TFM] 5. NTYRY AT PR $aDm
6. Pt hyege
7. AANA 2Mmen
406 | N&PLAIT AL PHADALT 1. APT +0D&M, kM SAU-
PhT.AR.M KA PIRPACT 2. AT +ODPY AAMPID
goCans. A7A% At
+MPaUMN FO.PAUMN?
407 | PANAHC NAFPT PIRLADLG 1. APT +ODPAY kM SALF

UhoeqT 744
+M&mY/A FOPAU/MN?

AR +ODHIM, KAD PGP

hAN A®AITAU!

——
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