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ABSTRACT

Background- Unintended pregnancy is an important public health issue in developed and
developing countries because of its negative association with the social and health outcomes for
mothers, children, the family and the nation. In Ethiopia, a study conducted at selected public
health centers of Addis Ababa reported that the magnitude of unintended pregnancy was 38.7%;
this indicates that it is one of the major reproductive health problems in the city.

Objective-The objective of this study was to assess magnitude and factors associated with
unintended pregnancy among women attending antenatal care at Gandi memorial hospital in
Addis Ababa.

Methods-A facility based cross sectional survey design using quantitative method was used to
conduct this study. Systematic random sampling technique was used to select participants for the
assessment. A total of 627 women attending antenatal care were interviewed to examine sets of
variables using questionnaire. Magnitude of unintended pregnancy was determined along with
the corresponding 95%CI. Bivariate and multivariate logistic regressions were employed to
assess factors associated with unintended pregnancy.

Result- Out of the total 627 pregnancies, 395(63%) were intended and 232(37%) were reported

to be unintended. The statistically significant independent predictors for unintended pregnancy
found in this study were family size and number of pregnancy. Women with family size of three
or less had 66% (AOR=0.34, 95% CI1=0.13, 0.79) lower chance of having unintended pregnancy
than those women with family size of four or more. Those women with two or less pregnancies
had 55% (AOR=0.45, 95%CI=0.21, 0.91) lower chance of having unintended pregnancy than

those women with three or more pregnancies.

Conclusion- Findings of this study indicated that unintended pregnancy is one of the

reproductive health problems in the study area. Family size and number of pregnancies a woman

had were negative predictors of unintended pregnancy.

Recommendation- Reproductive health programs should give emphasis on mass media

messages addressing on the advantages of small family size and low number of pregnancies by
creating the awareness of the people on family planning with full availability and accessibility

family planning methods in the health facilities.
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1. INTRODUCTION

1.1 Background-unintended pregnancy is a pregnancy that is mistimed, unplanned, or

unwanted at the time of conception (1, 2). It is an important public health issue in developed and
developing countries because of its negative association with the social and health outcomes for
mothers, children, the family and the nation (2, 3). It is a potential hazard for every sexually
active woman (2). Every year in the world an estimated 210 million pregnancies occur (1). Out
of these pregnancies about 62% is intended and the rest 38% is unintended and 22% of the
unintended pregnancies end in abortion (1). Unintended pregnancy ends in spontaneous
termination, induced abortion or unintended births (4). Globally 4 million unintended pregnancy
ends in spontaneous termination, 42 million in induced abortion and 34 million in unintended

births each year (4).

Ninety-five percent of unsafe abortions occur in developing countries (2). Millions more suffer
long-term injuries from often life-threatening complications (2,5). Various studies conducted in
the world on the issue indicated it is a major reproductive health problem.

Although several international declarations were passed on the problem, many women in sub-
Saharan Africa are suffering from unwanted pregnancies (6). Unsafe abortions accounted for
14% of all maternal deaths in sub-Saharan Africa, where half of the world's maternal deaths
occur (6,7). In Ethiopia according to the DHS-2011, the level of unintended pregnancy was 28%
and the maternal mortality ratio (MMR was 676 deaths per 100,000 live births (8). A study
conducted at selected public health centers of Addis Ababa also reported that the magnitude of
unintended pregnancy was 38.7% (9). According to WHO, Ethiopia has the fifth largest number
of maternal deaths in the world. (5, 6). A nationally representative study conducted in Ethiopia in
2008 also reported that the annual abortion rate was 23 per 1,000 women aged 15-44, and in
Addis Ababa it was 49 per 1,000 women which is twice the national level (10). So the
underlying cause of high prevalence of unintended pregnancy needs further investigation and
exploration in order to be better understood and appropriately addressed by reproductive health
programs. This study was conducted to provide evidence and source of information on the

prevalence and factors associated with unintended pregnancy in the study area.



1.2 Statement of the problem

The decreasing of maternal morbidity and mortality will be accomplished through effective
prevention of unintended pregnancy. The most common cause of maternal morbidity and
mortality is induced abortion which is caused by unintended pregnancy. Maternal mortality is
high in countries where induced abortion is common.

A similar study conducted at selected public health centers of Addis Ababa showed that the
prevalence of unintended pregnancy was 38.7% (9). This indicates that it is a major reproductive
health problem in the city. Although every pregnancy is risk, pregnant mothers with obstetrical
and medical problems are more risk and the occurrence of unintended pregnancy on these
mothers would increase the tendency of maternal morbidity and mortality. Hence unintended
pregnancy is a critical challenge facing the reproductive health program. Therefore, this study
can contribute by identifying the main factors associated with unintended pregnancy based on
findings it is possible to design strategies in order to decrease unintended pregnancy.

1.3 Rationale of the study

Decreasing maternal morbidity and mortality is a priority issue to meet the Millennium
Development Goals (MDGSs). Preventing unintended pregnancy through effective reproductive
health care will contribute to attain three Millennium Development Goals (MDGS): reducing
child mortality, improving maternal health and promoting women’s empowerment and equality.
So the rationale for selecting this problem area was due to the fact that assessing of the
prevalence of unintended pregnancy and identification of predictor factors for it among women
attending ANC at hospital level or on mothers with medical and obstetrical problems is so
significant to prevent unintended pregnancy which leads to induced abortion and unintended
births which further leads to maternal morbidity and mortality. It is obvious that maternal
morbidity and mortality due to unintended pregnancy is higher among these women than women
with normal pregnancy. Hence there was a need to do this research on this topic. The outcomes
of this study are believed to determine the magnitude and factors associated with unintended
pregnancy and assist reproductive health program planners and policy makers to design effective
strategies to reduce unintended pregnancy and its consequences induced abortion and unintended
births.



2. Literature review

2.1 Unintended pregnancy and contraception

Despite the fact that different modern contraceptives exist worldwide, the problem of unintended
pregnancy is still large, which could be due to gap in awareness, negative attitudes towards
contraception, low accessibility or as a result of rape(5, 14). At times, the knowledge and
practice might be there but no contraceptive is 100% effective (5).Ineffective contraceptive use,
rather than nonuse, contributes to unintended pregnancy (15). For many eastern European and
south Asian countries, two-thirds of abortions are due to contraceptive failure. The contraceptive
method failure is mostly from using traditional methods, and one-third is due to unmet need for
contraceptives (15). Helping women practice contraception to reduce their risk of having
unplanned pregnancies can go a long way toward bringing down levels of unsafe abortion (16).
Contraceptives when used properly are highly effective in preventing unintended pregnancy (16,
17,18). If contraceptive services were provided to 201 million women at risk of unintended
pregnancies world wide-52 million of unintended pregnancies were prevented, Abortions
reduced by 64% and1.5 million maternal and child deaths prevented, 2.7 million pregnancy
related illness reduced and healthy lives preserved globally each year (10). In Sub-Saharan
Africa there is high fertility rate with low contraceptive prevalence rate in the world (19).
Increased contraceptive uptake is generally associated with reduced numbers of abortions (15).
Many studies conducted on the relation of contraception and unintended pregnancy showed that:
two-thirds of pregnancies in the developing world occur to women not using contraceptives (12).
In Uganda, for example, current use of contraception, compared with no contraceptive use at all,
has resulted in 150,000 fewer abortions (13). The 2011 EDHS revealed that 25.3% of married
women have an unmet need for family planning (8). This will increase the tendency of
unintended pregnancy and so the prevalence of induced abortion. In one of the surveys
conducted in Ethiopia, among 1075 women who presented with abortion, non use of
contraceptive contributed to 78% of these pregnancies and rape accounted for 3% of the
abortions (5). A similar study finding in Ethiopia at selected public health centers of Addis
Ababa revealed a prevalence of 38.7% and large proportion (72.4%) of unintended pregnancy
was due to none use of contraceptive (9).

In general helping women and couples plan their families and have healthy babies by increased

access to contraceptive services and improved reproductive health care would contribute directly



to attaining three Millennium Development Goals (MDGs): reducing child mortality, improving
maternal health and promoting women’s empowerment and equality (20). Improved
contraceptive services would also make meeting three other MDGs—achieving universal
primary education, ensuring environmental sustainability and combating HIV/AIDS easier and
more affordable (20).

2.2 Socio demographic characteristics
2.2.1 Education

In the study conducted in different regions of the world, the relationship of education and
unintended pregnancy showed that education decreases the odds of unintended pregnancy (6, 19,
21, 22). A multinational study in the world revealed that unintended pregnancy reduced with the
length of education and literate women were more aware of the value of a small family size and
contraceptive methods than illiterate women (3). Women in low socioeconomic positions have
many more unintended pregnancies than better educated women(19,21).The 2011 EDHS
revealed that unmet need is nearly four times higher among women with no education or primary
education than among women with more than secondary education (8). Therefore, illiterate
women have the risk of not using any family planning methods and prone to develop unintended
pregnancy (3).

2.2.2 Maternal Age

Generally age is a measure of both biological and social maturity (22).The age of the woman at
the time of conception could influence whether the pregnancy is mistimed or unwanted because
age may indirectly reflect a woman’s preparedness to material, biological, social and emotional
for child bearing (22). Increase women's age at first marriage reduces the likelihood of mistimed
pregnancy (2, 22) and when the age of the women is highly increased the tendency to experience
unwanted pregnancy will increase. Previous studies have found that the age of a woman at the
time of pregnancy is associated with a tendency to describe a pregnancy as intended (23). Studies
conducted in Ethiopia showed the proportion of unwanted pregnancy increased as age increased
and got pick among the age group of 40 and above(6,24).

2.2.3 Marital status

Although the meaning and definition of marriage is undergoing under rapid change in various

cultures, previous studies especially in developed countries have found that a woman’s current
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marital status was consistently a strong predictor of unintended pregnancies (21). Never married
women were more likely than ever married ones to describe their pregnancies as unintended (19,
21). However it has been noted that when the social stigmatization of out-of-wedlock birth is
diminished single women may be less likely to describe their pregnancy as unintended (20).A
study conducted in 10 countries of the world 8 countries (from sub-Saharan Africa and in Latin
America and the Caribbean) have data on never married women .Egypt (North Africa) and
Indonesia (Asia) have data on ever married only (21).The prevalence of mistiming is highest
among never- married women and tends to be low in currently married women (21, 25). Over all
mistimed pregnancy is highest in sub-Saharan Africa (usually about 60% or more of births in the
preceding 3 years) and lowest in North Africa (21).In general unintended pregnancy is more
frequent in young, poor, or unmarried women(17,19,22).

2.2.4 Number of living children and parity

The prevalence of unwanted pregnancy typically increases with age and parity because women
who have already achieved their desired family size do not want any more pregnancies (1, 3, 6,
23).The number of living children a woman has is associated with women's experience of
unintended pregnancy (22, 23, 24).Women with large number of living children are more likely
to report their previous birth as unintended (23, 24). This may be due to the fact that women who
have attained their desired number of children will regard any additional child as unwanted
(24).Similarly, considering the fertility preferences of women, women who do not want any
more children are nearly two times more likely to report their previous birth as unintended as
compared to those who want more children (6). Studies from Nigeria and Ghana have also
reported that higher parity is associated with women's experiences of unintended pregnancy (23).
Ethiopian men, on average, prefer to have larger families than women (8). Women with more
than secondary education desire fewer children than women with no education (8).

2.2 .5 Women’s exposure to mass media

In almost all countries of the world, people with no access to media source experienced higher
levels of unintended pregnancy than those who had access (22, 24). When all other variables are
taken into account the relationship between media exposure and pregnancy is statistically
significant; the greater the number of media a woman is exposed, the lower the odds of
developing unintended pregnancy (22, 26).There are studies which showed relation of mass

media exposure and unintended pregnancy. Example a study conducted in Nepal showed that



those who were exposed to the radio were less likely to have unintended pregnancy compared to
those who were not (2). Furthermore, those women who had higher level of knowledge about
family planning methods were less likely to experience unintended pregnancy compared to those
having lower level of knowledge (2, 24, 26).In Ethiopia a study conducted in Damot Gale district
in Southern Ethiopia also revealed that respondents who were exposed to radio were nearly 69%
less likely to report unintended pregnancy compared to those who were not exposed (24).

2.2.6 Unintended pregnancy and Religion, culture and sexual partner’s

opposition of using Family planning Methods

More than 200 million women in developing countries would like to delay their next pregnancy
or even stop bearing children altogether, but many of them still rely on traditional and less
effective methods of family planning or use no method at all (4). Women in the developing
countries have different barriers of prevention unintended pregnancies. These barriers are
cultural factors, religion, sexual partners or family members’ opposition and lack of awareness of
using family planning methods (4).

All over the world and across most of the settings, Muslims have more children, are more likely
to want another child, and, if they want no more children, are consistently less likely to be using
contraception (3,4). Moreover Muslim communities are characterized by less autonomy for
women (3, 15). According to an Indian national survey, family planning adoption rate was
significantly low among Muslim as compared to Hindu women (3).In Ethiopia a study conducted
in Kersa, Eastern Ethiopia reported that the level of unintended pregnancy found to be lower than
that of the Ethiopian DHS estimation (6).This may be explained by the fact that the study was
conducted in Muslim dominated area, where every child is taken as gift of God and the belief
that every child is living his own fate is held(6).Women in developing countries are either under
collective decision making with their partners or completely rely on the male partner's decision
on issues that affect their reproductive life (27). Study in Ethiopia showed that because of the
male dominance in the culture, women would be forced to bear large number of children (28).
Studies in sub-Saharan Africa showed also that secret use of contraceptives among women
accounts for between 6 and 20% of all contraceptive use which indicates problem of decision
making power of women on contraceptive use (27).Study from a Damot Gale district in

Southern Ethiopia reported that two striking reasons (husband disapproval and lack of



knowledge) account for more than 65% of the rationale given by the respondents, suggesting that
husbands have pivotal role in the occurrence of the events(24).
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4. Objectives

General Objective
The main objective of this study was to assess the magnitude and factors associated with
unintended pregnancy among women attending antenatal care at Ghandi Memorial Hospital.

Specific objectives

-To determine the magnitude of unintended pregnancy among women attending antenatal care at
Ghandi Memorial Hospital.

-To assess the factors associated with unintended pregnancy among women attending antenatal
care at Ghandi Memorial hospital.



5. Methods and Materials

5.1 Study Area

The study was conducted at Gandi Memorial hospital from May to June 2013. Ghandi Memorial
hospital is situated in Addis Ababa administrative city. It is a governmental hospital owned by
Addis Ababa health bureau at which only maternal and child health service is given. Pregnant
mothers attending ANC at Ghandi memorial hospital are high risk pregnant mothers (mothers
with medical and obstetrical problems) referred from health centers. So it was easier to get
enough sample size for this study than any other governmental hospital in Addis Ababa. Addis
Ababa is the capital city of Ethiopia and Africa. It is constructed in an area of 540 Sq.Kms.
According to July 2013 CSA projection, Addis Ababa has total population of 3,130,673
consisting of 1,478,890 males and 1,624,783 females (29). In Addis Ababa there are about 51
hospitals. Among these hospitals 6 are owned by Addis Ababa health bureau, 4 hospitals’ by
federal ministry of health,1 by A.A.U, 2 by NGOs, 1 by ministry of defense , 1 by police force
and 36 by private owner .There are also 63 health centers which are owned by Addis Ababa
health bureau and 2 health centers owned by NGOs(30).

5.2 Study design
Facility based cross sectional study design employed by quantitative data collection methods at

Ghandi Memorial hospital among currently pregnant women attending antenatal care.

5.3 Population

5.3.1 Source population: All pregnant women attending antenatal care at Ghandi memorial
hospital.

5.3.2 Study population

All pregnant women attending antenatal care at Ghandi memorial hospital during the time of

study who are selected from the source population.

5.4 Inclusion and Exclusion criteria
5.4.1 Inclusion Criteria: Women being pregnant with age of 15-49 years.

5.4.2 Exclusion criteria: Pregnant women who are not able to communicate due to

sickness.
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5.5 Sample size determination

The sample size for the first objective i.e. on the magnitude of unintended pregnancy was
calculated using 38.7% proportion (38.7 % proportion of respondents were being unintended
pregnancy) which was reported from a study conducted in Addis Ababa at selected health centers

(9). A precision of 4% and 95% confidence level was considered.

n=z (ol//2)’p( 1-p)
d2

Where

n= the desirable sample size
Z (o/2) =the critical value at 95% level of significance (1.96)
p=proportion of pregnant women with unintended pregnancy
d=precision of measurement (acceptable marginal error)
p=0.387
d=0.04
n=1.96°x0.387x0.613 = 570

0.04

After adding a 10% non response rate 57, the total sample size was 627.

For the second objective on factors associated with unintended pregnancy, the following
assumptions were made: unintended pregnancy among illiterate mother being 53.5%, unintended
pregnancy among literate mother 39.5% (6). A type | error of 5%, power to detect the assumed
difference 80% and a 10% non response rate, the sample size required for the study was 234 in

each group, a total of 468.

M= [Ze/\/2pq +Z;g V/P1d1+p2q2]?
2
(P1-p2)

N2=nNg, N=nN+nN

Where n.-number of illiterate women

n, -number of literate women

11



pi= proportion of unintended pregnancy in illiterate women
p2=proportion of unintended pregnancy in literate women

— p1+ P2

. g=1-p =0.535

=0.465

Za

- =critical value at 95% level of significance

a is type I error with a value of 5%
z1 — B = standard normal distribution value corresponding to 80% power to detect the assumed
difference =0.84.

N =[1.96v2x0.465x0.535 + 0.84/0.535x0.465 + 0.395x0.605 |2
(0.535-0.395)?

=234 (illiterate women)
Ny =Ny

=234 (literate women).Therefore the total sample size (n) =468 with 10% non-response rate.
Since the sample size for the first objective is the maximum, 627 was taken as a final sample size

for this study.

5.6 Sampling procedures

Sampling method

The study participants were selected from the list of the pregnant women using systematic
random sampling technique. The interval “K* was used to select the study participants from the
sample frame. It was identified by dividing the total no of pregnant women attending antenatal
care during the study by the number of sample size i.e. K=N/n. To estimate the number of
women visiting per day, the previous month registration or the sums of the number of women
coming in each month in a year divided by the sample size was taken (because there was no
much difference between the sum of the number of women coming in each month in a year
divided by the sample size with the number of the previous month registration). Once the interval
was determined, every day, every K" mother coming for ANC service and fulfilling the

inclusion criteria was included in the study. The data was collected for seven weeks.
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5.7 Study Variables

Independent Variables
The independent variables of the study were socio-demographic factors, reproductive history of
the women, health information like discussion about family planning with husband or sexual

partner; listen to radio, watching TV and knowledge, attitude and practice of family planning.

Dependent Variable

The dependent variable of the study was unintended pregnancy.

5.8 Data Collection, Processing and Analysis

5.8.1 Data collection method, Personnel and Instrument

Quantitative data collection method with a structured questionnaire was employed. The
questionnaire was prepared by reviewing different literatures for data collection. The
questionnaire contained information on socio-demographic variables (age, marital status, family
size,, educational level, religion, ethnic group), health information ( ever discussed with your
husband or sexual partner about FP, listened to radio, ever watched TV),reproductive history and
knowledge, attitude and practice of the women about family planning. The structured
questionnaire was prepared with English and translated in to Amharic for data collection purpose
and then retranslated in to English for its consistency. Female BSc graduated nurses giving free
service at Tikur Anbessa specialized referral hospital were trained to collect data. The
completeness of the data was checked by trained supervisors and principal investigator daily.

The data collection instrument was pre-tested before the actual data collection at TASRH.

5.8.2 Data processing and analysis

After the data collected it was entered in to Epi-info version 3.5.1. The entered data was cleaned
and then transferred to SPSS for windows version 16.0 for analysis. It was checked for missing
values and outliers. Descriptive analysis was used to calculate basic client characteristics. Chi-
square test and odds ratios with their 95% confidence interval were used to see the strength of

the association between the dependent and independent variables. Bivariate analysis was carried
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out to determine statistical association between explanatory variables and outcome variables. All
explanatory variables that had outcomes in bivariate analysis at P<0.02 were included in the final
model. To identify the predictors of unintended pregnancy, a multivariae logistic regression
model was used. Variables that showed significant association with unintended pregnancy on the
Bivariate analysis with P-value < 0.02 were entered into the final adjusted logistic regression
model.

5.9 Data quality Management

To ensure data quality training of data collectors and supervisors was done on the objective of
the study and how to complete the data with its consistency for three days. Pre-test of the
questionnaire was done for its clarity and ambiguity on 5% of the sample size in black lion
specialized referral hospital before the actual data collection was done. The interview was
conducted in free room to keep privacy and confidentiality of the patient. After the data was
collected by the data collectors, the questionnaire was checked for its completeness and
consistency by the supervisors and principal investigator daily.

5.10 Operational definitions

Unintended Pregnancy: unintended pregnancy is a pregnancy that is mistimed, unplanned,
or unwanted at the time of conception.

Unwanted Pregnancy: is a pregnancy which has occurred after a woman has reached her
desired family size and did not want a child or any more children.

Mistimed pregnancy: is a pregnancy which has occurred without the wish of the woman at

the specific time of occurrence of the pregnancy, but she has a desire to be pregnant and have a

child or children sometime in the future.
Knowledge: awareness of the existence of family planning, its importance and effectiveness.

Attitude: Intention of using or recommending family planning when a need arises. Intending to
use or recommend is considered as a positive attitude, and no intention as a negative attitude.

Practice: Any previous history of family planning usage.

5.11 Ethical clearance
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Ethical clearance was obtained from the Institutional Review Board (IRB) of the Addis Ababa
University, school of public health. After getting this ethical clearance, the Addis Ababa
University, school of public health had written a formal letter to the Addis Ababa health Bureau
and the Addis Ababa health Bureau wrote a formal letter to Gandi Memorial hospital .Written
permission was obtained from the hospital administration before starting data collection. During
the data collection written informed consent was obtained from each respondent by explaining
the objective of the study and the rights of the respondent to participate or not and they can
refuse at some point of the questionnaire. To keep confidentiality of the client’s personal

identifiers were not used in the questionnaire format.

5.12 Dissemination of study results
The findings of the study will be presented at the school of Public Health College of health
sciences, at workshops, Seminars. It will be also communicated to concerned bodies and

publication will also be considered.
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6. Result

6.1 Socio —demographic characteristics

A total of 627 currently pregnant women were selected for the study in the study area and
interviewed. The response rate was 100%. The largest proportion of the study respondents
277(44.2%) were in the age group of 25-29 while 147 (23.4%) and 103 (16.4%) were in the age
groups of 30-34 and 20-24 respectively. The mean age was found to be 28.43+4.87 with median
of 28 years (Table 1). The majority of the study respondents 578(92.2%) were urban dwellers
and 49(7.8%) lived in rural areas (Table 1).

As to the marital status of the respondents, the largest proportion of the study subjects
572(91.2%) were currently married. Concerning the ethnic group of the respondents 302(48.2%)
were Amhara followed by Oromo 138(22.0%) (Table I).

As to the religious composition of the respondents the majority of the study respondents
451(71.9%) were Orthodox followed by Muslims 121(19.3%). Two hundred three (32.3%) of
the study subjects attended College/University while 190 (30.3%) and 143(22.8%) attended
secondary and primary level respectively. The rest 20 (3.2%) and 143(22.8%) were able to read
and write and no education respectively (Table 1). The majority 565 (92.6%) of the study
subjects had family size of three or less and 45(7.5%) had four or above (n=610) (Table 1).

The mean age of the first marriage for ever married women was 22.54+ 4.00 years (n=596). The
majority 381(63.9%) were married at the age of < 25 years and 215(36.1%) married at the age of
> 25 years (Table 1). The mean duration of marriage was 5.96 + 5.05. Concerning the occupation
of the women 315(50.2%) were housewives and 146(29.9%) were an employees of private
institution followed by government employees 62(14.7%) and 41(6.5%) merchant. The largest
proportion of the ever married study subjects 374(62.8%) had five or less years duration of
marriage followed by 222(37.2 %) six years or above (n=596) (Table 1).

16



Table 1: Socio-demographic Characteristics of survey respondents at Ghandi Memorial
Hospital, May-June 2013 (n=627)

Variables Frequency Percent (%0)
Age
15-19 15 2.4
20-24 103 16.4
25-29 277 44.2
30-34 147 23.4
35-39 71 11.3
40-49 14 2.2
Mean + SD= 28.4 * 4.87
Residence
Urban 578 92.2
Rural 49 7.8
Marital status
Currently married 572 91.2
Single 13 21
Divorced/ Separated 24 3.8
Cohabiting 18 2.9
Age at 1™ marriage (n=596)
< 25 years 381 63.9
> 25 years 215 36.1

Mean + SD=2254+ 4.0

Duration of marriage(n=596)
<5 years 374 62.8
> 5 years 222 37.2
Mean £ SD =5.96 £ 5.06

Educational status

No education 71 11.3
Able to read & write 20 3.2
Primary 143 22.8
Secondary 190 30.3
College/University 203 32.3
Family size (n=610)
Three or less 565 92.6
Four or more 45 7.4
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6.2 Reproductive history of surveyed respondents

Among the surveyed respondents 180(28.7%) of them the pregnancy was their first pregnancy
while the largest proportion of the respondents 378(60.3%) had been pregnant for three or less
times and 69 (11%) of the study subjects had frequency of pregnancy four or more times. Two
hundred eight (33.1%) of the total respondents who had been pregnant one or more times had
history of abortion. Out of the total abortions 113(54.3%) were induced type of abortion and
97(46.7%) were spontaneous type of abortion (Table 2).

Women who had the experience of unintended pregnancy in their previous pregnancy had more
history of induced abortion. In this study 169 (26.9%) of the women who had been pregnant one
or more times had an experience of unintended pregnancy (Table 2). Hundred thirteen (66.9%)
of those women with the experience of unintended pregnancy (n=169) had history of induced
abortion to stop the pregnancy while 44(26%) of the women with experience of unintended
pregnancy did not take any action and gave birth the rest 12(7.1%) of the women had attempted
induced abortion but failed and gave birth (Table 2).

Concerning the ideal desired number of children 371(59.2%) of them reported that their ideal
desired number of children was three to four while 161(25.7%) of them reported that their ideal
desired number was two or less children and sixty (9.6%) of them responded that as they had a
desire of five or more children during their life. In general, their ideal desired number of
children was ranged from one to ten with mean of 3.43 + 1.93 children (Table 2).

Concerning the inter pregnancy gap, among all the respondents 483(77.0%) reported that their
inter pregnancy gap to be two years or more while 14(3.7%) and 117(18.7%) to be one year and

between one & two years respectively (Table 2).
6.3 Results of current pregnancy

Out of the total surveyed respondents (currently pregnant women) 395(63%) with 95%ClI
(59.2%, 66.8%) were intended pregnancies and 232(37%) of them reported that their current
pregnancy was unintended pregnancy (95%CI: (33.2%, 40.8%)). Out of these unintended
pregnancies 156(67.2%) were mistimed and 76(32.8%) were unwanted type of pregnancy.
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Figure 2: Percentage distribution of intended and unintended pregnancies among surveyed
respondents at Gandi Memorial hospital, May- June 2013.
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Table 2: Unintended pregnancy and reproductive characteristics of study respondents at Gandi
memorial hospital, May-June 2013 (n=627).

Reproductive Characteristics Frequency Percent (%0)

Current pregnancy unintended

Yes 232 37.0
No 395 63.0

No of pregnancy
Current pregnancy 180 28.7
Three or less 378 60.3
Four or more 69 11.0

Have history of abortion (n=627))

Yes 208 33.1
No 419 66.9
Frequency of abortion (n=208)
Two or less 203 97.6
Three or more 5 2.4

Type of abortion(n=208)

Spontaneous 97 46.7

Induced 113 54.3
Do you have child/ren (n=447)

Yes 364 81.4

No 83 18.6
No of living child/ren (n=364)

Two or less 287 78.8

Three or more 77 21.2
Total no of desired Children

Two or less 161 25.7

Three or four 371 59.2

Five or more 60 9.6

Not stated 35 5.5
Desired inter pregnancy gap (n=627)

One year 27 4.3

B/n one & two tear 117 18.7

Two years & more 483 77.0
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6.4 KAP of survey respondents on Family planning:

The majority of study participants 572 (88.0%) of them reported that they had ever heard about
family planning method and 428(68.3%) of them mentioned at least two methods of FP. Among
all the surveyed respondents 437(70.0%) of them reported that they had ever listened to radio
and 532(85.5%) of them replied that they had ever watched to TV (Table 3).

As to the source of information for family planning methods, TV constitutes 417(66.5%), radio
256(40.8%) and health care providers 417(66.5%). The proportion of the respondents who
mentioned the commonest sources of modern contraception, 478(79.4%) of them mentioned
health center, 274(43.7%) hospital, 152(24.2%) FGAE and 17(9.1%) mentioned pharmacy

The large proportion 523(83.4%) of the study participants had ever discussed about family
planning methods with their husband /sexual partner. Four hundred seventy three (75.6%) had
previously used modern contraception and 153(24.4%) had never used any modern contraception
(Table 3). The most frequently used method was injectables (Depo-Provera) 394(62.8%)
followed by OCP 358 (57%).

The most commonly reported reasons for non-use of modern contraception were (n=153): lack of
awareness about modern contraceptive methods 75(49.0%), use traditional methods 17(11. 1%),
unacceptable in my religion/culture, fear of infertility and husband /partner/disapproval of using
FP 16(10.5%), 12(7.8%) and 33(21.6%) respectively (Table 3).

The majority of the study respondents 490(78.1%) knew at least one advantage of modern
contraception and 473 (75.6%) have positive attitude of using modern contraception, 52(9.1%)
had no opinion and 27(4.7%) have negative attitude of using modern contraception. The
proportion of the study participants who ever heard about emergency contraception was
326(52.0%) and the most frequently mentioned emergency contraception was emergency

contraceptive pills (Table 3).

The most frequently reasons reported by the study respondents with unintended pregnancy failed
to avoid the occurrence of unintended pregnancies were (n=232) none use of contraception
91(39.2%), contraceptive method failure 55(23.7%), husband/sexual partner/ disapproval to use
contraception 50(21.6%), discontinuation of the method 31(13.4%) and due to rape 5(2.2%)
(Table 3).The most frequently failed method reported by the respondents was OCP. Of those
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study participants who reported contraceptive failure (n = 55), twenty eight (51%) were
instructed but had not taken according to instruction 17 (31%) were instructed and had taken
accordingly and 10 (18%) were not instructed appropriately about specific methods used.

39.20%
40.00% -

35.00% -

30.00% -
23.70%
25.00% - 21.60%

20.00% -
15.00% -
10.00% -
5.00% -
0.00% T T T T T

13.40%

2.20%

Figure 3: Reasons for the occurrence of unintended pregnancy unintended pregnancies among

study participants at Gandi memorial hospital, May-June 2013.
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Table 3: Family planning knowledge, attitude and Practice of survey respondents at Gandi
memorial hospital, May-June 2013 (n=627).

Characteristics Frequency Percent (%0)

Ever heard about FP

Yes 572 88.0
No 75 12.0
Knowledge of MFPMs :
Mentioned at least two methods 428 68.3
Mentioned three or more methods 204 325
Mentioned no method 79 12.6
Ever Listened to Radio ( n=624)
Yes 437 70.0
No 187 30.0
Ever watched to TV (n=623)
Yes 532 85.4
No 91 14.6
Ever use FP
Yes 474 75.6
No 153 24.4
Ever discussed about FP with husband(n=627)
Yes 523 83.4
No 104 16.6
Reason for non-use of MFP (n=153)
Unaware of MFPMs 75 49.0
Use traditional methods 17 111
Unacceptable of FP in my religion/culture 16 10.5
Fear of infertility 12 7.8
Husband/sexual partner/ disapproval 33 21.6

Knowledge about Emergency Contraception

Yes 326 52.0

No 301 48.0
Type of EC mentioned (n=326)

Emergency contraceptive pill 294 90.1

IUCD 9 2.7

Pill & IUCD 23 7.2
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6.5 Bivariate & Multivariate analyses result of dependent variable
(unintended pregnancy) with independent variables (socio-demographic,

reproductive history & KAP on FP characteristics):

Bivariate and multivariate logistic regression analyses were done to analyze factors associated
with unintended pregnancy. On the bivariate logistic regression analysis: educational status of
the women, Women’s marital status, women’s age at first marriage, Family size, duration of
marriage, number of pregnancy, watch to TV, and ever use of family planning were associated
with unintended pregnancy at P<0.2 (Table 4). After controlling the effects of potentially
confounding variables using multivariate logistic regression model, family size and number of
pregnancy were found to be statistically significant independent predictors for unintended for
unintended pregnancy (Table 5).
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Table 4: Bivariate analysis result of dependent variable (unintended pregnancy) with

independent variables (socio-demographic, reproductive history & KAP on FP characteristics).

Variables Unintended pregnancy COR (95%) P-Value
Yes (%) No (%)

Educational status

[lliterate 44(62.0) 27(38.0) 3.19(1.92,5.31) 0.000

Primary level & above | 188(33.8%) 368(66.2%) 1

Current marital status

Married 198(34.6%) 374(65.4%) 0.33(0.19,0.58) 0.000

Single 34(61.8%) 21(38.2%) 1

Family size

Three or less 184(32.6%) 381(67.6%) 0.16(0.08,0.32) 0.000

Four or more 34(75.6%) 11(24.4%) 1

Age at first marriage

< 25 years 155(40.7) 226(59.3) 2.05(1.42,2.95) 0.000

> 25 years 56(25.1) 167(74.9) 1

Duration of marriage

5 years or less 111(29.7%) 263(70.3%) 1

6 years or above 100(43.5%) 130(56.5%) 1.82(1.29,2.57) 0.001

No of pregnancy

Two or less 116(30.7) 262(69.3) 0.21(0.12,0.36) 0.000

Three or more 47(68.1) 22(31.9) 1

Watched TV

Yes 132(34.7) 248(65.3) 0.35(0.23,0.56) 0.000

No 100(40.5) 147(59.5) 1

Ever used FP

Yes 165(34.9) 308(65.1) 0.21(0.12,0.36) 0.000

No 67(43.8) 86(56.2) 1

COR-crude odds ratio
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Table 5 Multivariate analysis result of dependent variable (unintended pregnancy) with

independent variables (socio-demographic, reproductive history & KAP on FP characteristics).

Variables Unintended pregnancy COR(95%Cl) AOR(95%Cl)
Yes n (%) No n (%)

Educational status

Iliterate 44(62.0) 27(38.0) 3.19(1.92-5.31)** 1.88(0.89-3.95)

Primary level & above 188(33.8%) 368(66.2%) 1 1

Current marital status

Married 198(34.6%)  374(65.4%)  0.33(0.19-0.58)** 1.14(0.44-2.98)

Single 34(61.8%) 21(38.2%) 1 1

Family size

Three & less 184(32.6%)  381(67.6%)  0.16(0.0-0.32)** 0.34(0.14-0.83)*

Four & more 34(75.6%) 11(24.4%) 1 1

Age at first marriage

< 24 years 155(40.7) 226(59.3) 2.05(1.42-2.95)** 1.07(0.67-1.72)

> 25 years 56(25.1) 167(74.9) 1 1

Duration of marriage

Five years & less 111(29.7%) 263(70.3%) 1 1

Six years & above 100(43.5%) 130(56.5%)  1.82(1.29-2.57)* 0.81(0.50-1.31)

No of pregnancy

Two and less 116(30.7) 262(69.3) 0.21(0.12-0.36)** 0.45(0.22-0.92)*

Three and more 47(68.1) 22(31.9) 1 1

Watched TV

Yes 132(34.7) 248(65.3) 0.35(0.23-0.56)** 0.81(0.39-1.71)

No 100(40.5) 147(59.5) 1 1

Ever used FP

Yes 165(34.9) 308(65.1) 0.21(0.12-0.36)** 0.92(0.51-1.65)

No 67(43.8) 86(56.2) 1 1

*p-value significant at level of P<0.05, ** p- value significant at level of P <0.001. COR (Crude

odds ratio), AOR (adjusted odds ratio).
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7. Discussion

This study assessed the magnitude of unintended pregnancy and factors associated with it, such
as socio-demographic, socio-cultural, reproductive characteristics, and knowledge, attitude and
practice of contraceptive methods on unintended pregnancy.

The prevalence of unintended pregnancy among study participants was found to be 37%.This
finding is relatively comparable with a similar study conducted at selected health centers of A.A
in 2011(8) in which the prevalence was 38.7%. and lower as compared to the studies conducted
in Damote Gale woreda ,Southern Ethiopia in 2011(24), Nepal National Demographic Health
Survey in 2009 (2) and Cordoba, Argentina in 2009 (31) which was 42.4%, 41% and 59.5%
respectively. But it is higher as compared to a similar study conducted in Hosanna town in 2012
Southern Ethiopia (1), the EDHS of 2011 (7 ) and a study conducted in Kersa. Eastern Ethiopia
in 2012 (5) which reported that the prevalence were 34%, 28% and 27.9 % respectively.

However, this prevalence is high in contrast to the availability of health care providers,
availability of health services and contraceptive prevalence rate. This indicates that having
contraceptives and services by themselves will not avoid unintended pregnancy. Giving

appropriate counseling and instruction of the methods with proper chosen methods is necessary.

Among socio-demographic characteristics of the women family size was found to be negatively
associated with unintended pregnancy. Those women who had family size of three or less were
66% (AOR 0.34, 95%CI=0.14, 0.83) lower chance of having unintended pregnancy than women
with family size of four or more. This may be a desire to limit family size to enable the family to
provide a better education for the children and the increased participation of women in the labor
force (7, 9).

Among reproductive history of the women, number of pregnancy was negatively associated with
unintended pregnancy. Those women who had two or less pregnancies had 55% (AOR 0.45,
95%CI=0.22, 0.92) lower chance of having unintended pregnancy than those women with three
or more pregnancies. As the number of times a woman become pregnant increases, tendency to
experience unintended pregnancy increases. This study finding is supported by the study

conducted in Hosanna town, Southern Ethiopia, in which women with three or more pregnancies
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had a significantly increased likelihood of the pregnancy being unintended than women with 1-2

pregnancies (1).
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8. Strengths and limitations of the study

8.1 Strengths

1. The study is one of the problems of many women so that they actively participated in the

study.
2. Provision of appropriate information on the aim and advantage of the study to the participants.
8.2 Limitations

1. Limitations related to cross-sectional studies.

2. Convenience sample.
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9. Conclusion

This study assessed the magnitude of unintended pregnancy and factors associated with it and it
showed that the magnitude of unintended pregnancy among currently pregnant women in the
study area is high.

No single factor accounted for the high rates of unintended pregnancy; more than one factor was
associated with for this regard. Family size and number of pregnancies of a woman had were
among statistically significant associated factors with unintended pregnancy.
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10. Recommendation

10.1 Government and stake holders in the study area

» The result shows that the women with higher number of pregnancy were more likely to
experience unintended pregnancy. So reproductive health programs should give
appropriate information on the advantage of low number of pregnancy with different
types of mass media with full availability and accessibility of family planning methods.
So that women of reproductive age can use the methods they preferred and prevent high
number of pregnancy.

» Emphasis should be given on mass media messages addressing on the advantage of small
family size and creating the awareness of the people on family planning. Because all
women of childbearing age who are sexually active can benefit from planning

pregnancies.
10.2 Health Care providers

» Health care providers should give appropriate counseling for the women and their sexual
partner to limit their family size by using appropriate family planning methods.

» Health care providers should create the awareness of the women on the advantage of low
number of pregnancy for the health of the mother and children through health education

and encourage them to decrease their pregnancy by using different options of FP.
10.3 Researchers

Further study with strong design is needed to asses factors related to high prevalence of

unintended pregnancy (quantitative study supplemented with qualitative study).
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12. ANNEXES

12.1 ANNEX I Information Sheet

Good morning/ Good afternoon. My name is , | am working as data collector

in this study that assess the magnitude and factors associated with unintended pregnancy among
currently pregnant women attending antenatal care at Mahteme Gandi Memorial hospital for an
investigator doing her thesis for the partial fulfillment of Masers degree in public health. You are
kindly requested to participate in this study and provide the information required from you. Your
participation in this study is completely on voluntary bases and you have the right to refuse, to
take part or to interrupt at any time. But your participation will give us quite useful information
to take preventive strategies to the unintended pregnancy. There are no incentives to participate
in this study.

We would like to assure you, your name will not be mentioned in anywhere. The information
that you will give us will be kept confidential and only used for the research purpose. The
questionnaire will take 25-30minutes.

So are you willing to participate in this study?
L -

If the answer is yes, Thanks! Conduct
If the answer is no, transfer to the next respondent.

Questionnaire code number

Name of the data collector —DPate of interview
Signature
Name of the supervisor __Date of checking
Signature
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12.2 ANNEX Il Consent form

I have read the information sheet and | understood the purpose and the expected benefit of the
research of this study. | hereby need to assure with my signature that | have signed without any
coercion & | have decided to participate voluntarily to take part my contribution to the study
which will help in decreasing of unintended pregnancy and its quensquencies abortion.

Signature
Date

In case you want to contact the investigator, below is the address.
Sefrash Asridew Tel- 0911721839.

AAU Tel- 0115157701
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12.3 ANNEX 111 English version questionnaire

English version questionnaire on the magnitude and associated factors of unintended pregnancy
on currently pregnant women attending ANC at M.Gandi Memorial hospital A.A Ethiopia.

Part I: Socio-demographic questions

S.No | Questions Codes and answers
1.1 Age of respondent — Years.

1.2 Where is your residence? 1.Urban 2.Rural

1.3 What is Your educational status? 1.Can’t read & write

2.0nly read and write
3.Primary level
4.Secondary level
5.College/University

1.4 Which religion are you following? 1 .Orthodox
2.Islam

3. Protestant
4. Catholic
5. Others

1.5 What is your ethnic group? 1.Amhara
2.0romo

3.Tigre

4.Gurage
5.0thers (specify)

1.6 What is your current marital status? 1.married
2.Single
3.Divorced
4.Separated
5.Widowed

6.unmarried but in stable union

1.7 If you are married, at what age were you | Age in years

married?
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Part I. Socio-demographic cont...

1.8 What is your duration of marriage /union? Enter duration in years

1.9 What is your occupation? 1.Governmentt employee
2.private institution employee
3.House wife
4.student
5.House maid
6.Trader
7.unemplyed

1.10 How much is your monthly income? Birr.

1.11 How many family members do you | Enter the number of family members

have/including you?

Part 11: Reproductive characteristics of study respondents

S.No Questions Codes and answers Skip
2.1 Is this pregnancy your first pregnancy? 1.Yes > 2.8
2.No
2.2 For how many times you have been | 1.0ne
pregnant? 2.two
3.Three
4.Four
5.Five and above
2.3 Do you have living children? 1.Yes
2.No —> 2.5
2.4 How many are males and females? No of males
No of females
2.5 Do you have history of abortion? 1.Yes
2.No > 2.8
2.6 If Yes to Q 2.5, for how many times do | 1.0ne
you have history of abortion? 2.Tw
3.Three 4.Four & above
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Part Il Reproductive characteristics cont...

2.7

How many of the previous abortions
were induced and how many were

spontaneous?

Induced
Spontaneous

2.8

Before you became pregnant the current
pregnancy, did you want to have a child

at any time in the future?

1.Yes
2.No

2.9

If Yes to Q 2.8, do you think that you
became pregnant at the right time?

1.Yes
2.No

2.10

Right before you become pregnant, did
you think not to have any child
[children in the future?

1.Yes
2.No

211

Did you experience unintended
pregnancy/pregnancies  before  this

pregnancy?

1.Yes
2. No

v

2.15

212

If yes to Q 2.11, when did the last
unintended pregnancy/pregnancies you

had occurred?

1.With in the last three years

2.before three years ago

2.13

How many unintended
pregnancy/pregnancies you have had

with in the last three years?

1.0ne

2.Two or more

2.14

What did you do for the unintended

pregnancy/pregnancies that you had?

1.Nothing, preghancy continued &
| gave birth.

2.Attempted to stop pregnancy but
failed.

3 .Attempted to stop pregnancy &

succeeded.

2.15

How many live births you have had?

Enter the number

2.16

How many of the live births you had

were unintended?

Enter the number
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Part I11- KAP of study respondents on family planning

S.No Questions Codes & Answers Skip
3.1 Do you listen to radio? 1.Yes
2.No
3.2 Do watch TV? 1.Yes
2.No
3.3 Have you ever heard about family | 1.Yes
planning service? 2.No > | 311
3.4 If yes to Q 3.3, where do you get the | From 1.Radio
information about the service? 2.TV
3.friends
4.Health care providers
5.from women who use FP
3.5 Do you know any MFPMs that women | 1.Yes
or men can use to prevent or delay | 2.No
pregnancy?
3.6 Which of the following FPMs do you | 1.Pills
know about? (Tick all MFPMs | 2.Injectable
mentioned by the women). 3.1UCD
4.Norplant
5.Condom
6.Spermicidal
7.Female sterilization
8.Male sterilization
9.0ther specify
3.7 Where do you think to get the above | 1.Hospital
MFPMs? 2.Health center
3.FGAE
4.Health post
5.Pharmacy
6.0ther specify
3.8 Are these MFPMs accessible? 1.Yes
2.No
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Part I11 KAP of study respondents’ cont...

3.9

Have you ever used FPMs?

1.Yes
2.No

v

3.15

3.10

What MFPM you used then?

1.Pills

2.Injectables

3.1UCD

4.Condom

5.Female sterilization
6.Male sterilization
7.Norplant 8.Rythm method
9. Other specify

3.11

Have you ever discussed about FP
methods with your husband/sexual

partner?

1.Yes
2.No

3.12

So what do you think you became

pregnant now?

1.Due to discontinuation of FPMs
2 Due to contraceptive failure
3.Partner disapproval to use FPMs
4.Due to rape

5.0ther (specify)

3.13

If it was due to contraceptive failure,

what contraceptive you used then?

1.Pills

2.Injectables

3.IUCD

4.Condom
5.Norplant

6.Female sterilization
7.Male sterilization
8. Rhythm method
9.0ther specify

3.14

Have you ever been using the
specified method appropriately

according to the instruction provided?

1. Yes
2. No

3. I was not instructed correctly
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Part I11 KAP of study respondents’ cont...

3.15 If you are non-user of modern FPMs, | 1.Not aware of modern
why you don’t use it? Contraceptive methods
2.Use traditional methods
3.Unacceptable in my culture
Ireligion
4. Fear of infertility
5. Husband/partner disapproval
3.16 What advantage(s) of the modern | 1.To prevent unwanted pregnancy
contraceptive methods do you know? | 2.To delay mistimed pregnancy
3.To prevent STDs
4.Regularion of menstrual cycle
3.17 Do you know how to prevent | 1.Yes
unintended  pregnancy  following | 2. No > 3.17
unprotected sexual intercourse/rape?
3.18 If Yes to Q 3.14, what methods can be | 1.Emergency contraceptive pills
used? 2.1UCD
3.ECPs & IUCD
3.19 What methods do you think is the best | 1.Modern contraceptive methods
method to prevent unwanted or | 2.Calender methods
mistimed pregnancy? 3.1 don’t know
3.20 Do you approve or disapprove of | 1.Approve
couples using FPMs to prevent | 2.Disapprove
unintended pregnancy? 3.No opinion
3.21 If you have two or more children, | 1.Yes
would you like to have any more | 2.No
children? 3.God knows
4.Not applicable
3.22 How many children do you want to | Enter the number
have in your life?
3.23 How much gap between two | 1. One year

consecutive pregnancies do you prefer

to have?

2. Between one & two year

3 .More than two year
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12.4 ANNEX IV Amharic version questionnaire

0978, aFA PATIA PhCTHS httd NTLELCT 1F0-C ATPT AL QAT PG ACTINGPT aPmIS
P FO7 (IFHavant ATLLL 280G TGF FHDPE apm@d::

avo)(L.L:

NPL:a1. ML admPk W77 LAG aom-::

0% LOAA::AU-T (LY PATIA PACTHS httA N9LLLCT T80-mC
AGPT AL AAF P4 ACTUGPT avm7G PPNILFFO7 (harAnt PG 017175 hASh ANO RLaCHE v-A+T
824PT AP\t APATFO ATT alE RRANANT ATIFATACAPY OHY TSH +Add ATLUPR
FINHPA::PACAL O(HU TG AL avatq (LPLTATE AL Ptav(lt 10::2U9° TIAt (aPmPd AL
oA tiavav\Q PTIRLNTTT TEE PATPAPANG AT9.U° AT LH TERDT L7IRLT ao(VFP eTmd
10-::2079° (1912CAP MPATH e 7.LLANP T T15 D39 vh9Ps ALOFTANPLTI®::  1IC 17 PhCOP
NPa-aomee aates ATPEPE FhhAT AT aoamt  PAFPS ACTHSPTT AgvhaAhd ATL.OAS
ACPEPT Pl avlf LOamSA::NaPmee AL A P1 M PACALT 9171 090100 17509 T11C
ALMPOIP: 09 LAMT P28 NTLATC P7L.MNPST AIPCIPC A2+ PT9mPI° 1@-:: PA-aomPeE h25-30 Lt
LOOK[A::

QALY APA-0PMLE 4IPLT 1912

[ ] coeww [ ] ecoes negaver

avp\k AP NPT PA-aPMLET LBIO%:: ADLAI® NPT PA-aOMLET AR P IOG::

&PLTIET £L.01M@- avlE (AL

age &CM

eaomPk avA\P LP(

amed CHLLNT 7

Tk HEMMS (0

&G
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POIPIOLT ao(158) Po:-

A DHY 03T LT OATTE GATIT TP TLLFT AAAL PP ATAT OTGE AR AdPA+e
LA 100 (& 6.9 TAFd aPPLT A INAU-::

&CM

+7

+a04T96P7 T191C NEAT NTLNTFAD AL TITT T STFAN:-

Gl AP CED- 0911721839.
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NFA K7L :-POWNLLT ANTIOLLER 37 271800 MR ST

T/ TOEPT AT aOANTG aP\P D

1.1 0LaP+ vt 10? ngaot

1.2 1PLTTP O 102 1.0k
2. 1mC

1.3 PTIUCT LLEP T°7 LU 102 1977015 o9& P92, Fv
2.971006 av9e QF
3.0a08avs0 QL%
480G 025

5. hA8/ SLachE

1.4 eOrT - Y2t th e 1912 LACF&hn
2.A049°

3. TCEOT 7t
4.hfAh
5.04 (£708)

1.5 NhlONP PILT 107 1A%
2.8C9°
3114
4.1
5.04 (£708)

1.6 AUT P0(VE OONF UB S OULT 102 1. OONF AL

2. £A10

3. NOAP o4

4 hOAP 2C AN¢ 71HTC
5. 0AP P> +OT

6 AT ALY PAT

1.7 O0rk Goot® 1o+ t? (gav

1.8 OONF 97 PUA 1LH $2TPA? Ngaot+

1.9 PP PPIT 107 1. LNt Wt s

2. P @088 (L Wt s
3. 0 Aae(L T

4. 1914

5. P0F wets

6. 108

7. e et

1.10 POC MNPt 9°7 PUA 107 - qc
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11

POHANP OHT I°7 PUN 10 /ACOAPT 6RIPC?

e0+A0 Nt

heA vAT-tmeEP PA1-TPAL Féh aomed

+/& TeEPT ATICT avp\(TG aPAP e 204
2.1 LU OCTHG PavEavse §CTHGPT 102 1. h?P > |28
2. ARLAT®
2.2 AT.E 20 ah0 ALLA htPtT hHY OCTHS | 1. A%
&t 07t LH ACTIHPA? 2. v
3. ot
4. hevt
5. A9°0HS NH.P NAL
2.3 AUT OB hOPT? 1. AP
2. PATII° > |25
2.4 ATk 2.3 aPAN AP P OrF AL AAPT? AL (HF oL
ot
2.5 i Nét+ o-C8 TCPT La-FPh? LAY
2.0079° > | 28
2.6 AT.® 2.5 P00 AP DT AOTT LH AQDCEPTE | 1. ATS:
Pm-PA? 2. UVt
3. Pt
4. A¢<TS NHE 1AL
2.7 iy 04+ niNsPT oCEPT 0rE 0&Fo- | 0&ATFo- 1H ¢Hhak o-CEPT QHT
1 thak OrPFEQ 0CAL A0 PAOLST | thPOPh O-CHPT NHT
10 ?
2.8 LU7 OCTHT NTICTHPT (&t ADLLE AP | 1. hP
APD-AL 40T 1NC? 2. AALAI9° 10C
2.9 AT.® 2.8 A0 AP U1 Av? L4 1K | 1. AP
ThhAT 1H 10+ QA0+ PANN? 2. h@LAT°
2.10 PAU-TT OCOTHG NTICTHPT 04t M A% |1 AP
ANTPD-AL: OO+ I0C? 2. AAOATHIP I0C
2.1 NHY OCTHTP 04t ALPH ACAD- PO FPN? | 1. AP
2. ARAD-pgP > | 215
2.12 AT 21 A0 AP bt ooF IC ALPS. | 1. AA¢T POt GavdF OO T
LMT? 2. hetvt qavt 6k
213 AT.® 21 AP (1 OAST POt 9ot O-AT | 1. ATS

07t PAFPG OCTIHSPT 1N4-PH2?

2. U-0FS hiLe 1AL
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heA vAT-eTmeEP ANI-TPAL Féh aomeP ePmA

214 AINCP T LATEAYLAFPL OCTHT I°7 hRLT? | 1. I°T9° AALLAU-IOCTHT D PMmA DAL
2. OCAMG®T ATIRLT Phé 10C 17
AdtanaTge
3. OCTHG @7 APt

215 et e+OAS VIt it a7t SFo- 4t

2.16 weot+ htoast vist @ar  areE | HF

4L P4 /A04.N0 T OTONS TFD-?

hed POt -0AHPSe 200N 2N 2 PATFD- (L[ 0D-P 1S TPhE aomed

tik | TPEPTF AT AONNTG aoAf & [z
3. &4.8 PRIPMA? 1. AP
2. AARIOTI°
3.2 BAOT? LorAnAe? 1. AP
2. AAaANH°
3.3 AAHIPGE PN M3 AT PO-Ph? 1. AP
2. AAD-Pg° > 31
3.4 AT.E 3.3 aohh AP hU'r AAAIAINE Dot | 1. hese
(o< 2. WEATLY
3. haf%E
4. m,§ QAav-p
5. 20O 9PN netmepar: AP
3.5 OCTHG? AGPhANAN/ATTHOIT 291, mPav: HavG R | 1. hDP
POAAN FOM HEQPT PO-Ph ? 2. AAD-PgP
3.6 AT 3.5 PA0 AP 1 T80t /RFO- |1 hi?
PACTHG avhAn® H&PT 9187 TFO2 (DAL | 2. N9vCe. PTLAT

0AL AN a@OMmF LFAN)

3. 09707 O-OT PP M@+ KT

4. (78 AL PPN LD- TCTATE

5. 789

6. 8Z-0TCI° DhoLhd

7. 00t PHC TINVTANLEL B TI0EmC

8. P18 PHC &4 TINTANLS B TI0EmC
9. KA (&mPn)

h&A 0dt:- NAHPGE P00 °NE PATFD- THO/6D<PHS +PhC PP PPmA
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3.7 ALY 0N 9N H&PT 0T L1502 1. POTHA
2. MG NP
3 A avgese
4. M5 haA
5. @Yt (bt
6. AA (2mbn)
3.8 WIHU? PACTHG ovhAhf H&PT AZLAA | 1. AP
MUt LFAN? 2. ASFOI°
3.9 PACTHS aPhAN® H&PT TmPar®- PO-F? 1. h?
2. AAD-Pg° > | 315
3.10 7. 3.9 aPA0 AP U/t hHY ACTHS 04+ | 1. hi?
AMPTLFO- 0104 PACTHS aPhAn®  H&PT | 2. N9PC4, Po.AT
87 GFO-? 3. 07907 OO PobaP AT
4. h29°
5. 20 PHC aP+AALS EN TakmC
6. P@7L: PHC avtAALE £ “IEmC
7. A7 AL PMPNC TCTAYH
8. POC AN ASNMC HE,
9. m<t T1PO+t
10. &GA HE, (&me)
3.1 A ACTHS  evhAhf HE hAAMTP  IC | LAY
TOLe+ D PPk 2.hLL2AP°
3.12 AAHY Au-7 097 PPN720T ALION Fale QA | 1. aPhAh® H&M<7 N7IRLm,
La0N? 2. PrmPIPhet apPhang HE, MAANCS
3. 0A0E/ALTe  ovhahg HE  AI&mPP®
NANLPL
4. ML, 156
313 ACTHST  avhAhA  PAFNT  ehmPo(F | 1.PACTHS 9°hADg hi?
apAn? HE NAANG WP Andort 104D+ | 2 .019°C4, PTLAT
o127 0+ 3 .4T
4. h29°

5. 10728 AL ?91.0C

6. POPT PHC TI0TANLE O TINEMC
7.0078F RHC TINTANLE EO TIAEMC
8.80C AN ASMMC HL

9.0 £MmPN
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3.14 (LmPavt  CINLO7 PRCIHS avhAng HE | 1. AP
O+hha emear- 10C? 2. AvtmPIPng®
3. lAAmPPav (IFhhA AAT114759°
315 | 7. 3.9 PAQ AAD-PP° NPT HaoSP PACTNS | 1. AAHIPSE PACTNG oPhAng HE, “17HO.@-
anAh® HE PoIemPar(t  PhIeT 9°IR7T | MAAINGTY
107 2. POC ANN PACTHS aPhAng HE AAFMPI°
3. NWA/NY7IFE) AATILLPL:
4. aNYYE KI8T ANTCLL-
5. 0ALEALT? ANT1CLPLAT
3.16 HovG® PACIHT aPhADS HE&PT P7.am-F7 | 1. PAT4AT ACTHGTT AgPhAhA
TP L Pba2(NAZL aPAN NAL aPAN aPamt | 2. PACTHG? L ATIHAILT
LFAN) 3. ¢HHO OC ANOT A“T0-HhhA
4. PAOAHC O PF7 AorhAaha
3.17 07t ®e9° A avhAn® HE NTd.09° OANP | 1. AP
ATErE PRICT 0UlLMC PAFPL KCTHTT | 2. AQFAP
anAhd RFANT?
3.18 PP.e oohO 315 AP hUt °7 ALYt H& | 1. P&71MHT ACTHS avhAahg hi?
Naome9® aPnAnA LFAN? 2. 0707 OO 7L PP AT
3. 176 AT
319 | PAt4AT ACIHST AcvhAnA eFAA HE 1@+ | 1. HoPGP PACTHG aPhAf HE,
PoAt HE 907877 1D ? 2. POC AN ASNMC HE,
3. A (&meD)
3.20 | ACOP 0L ANt PACTHS aohARS H&PTT | 1. h&I%AU-
NP 2L DL L FPDTIN? 2. AP0~
3. 740 PATi9°
321 | AT @O NHe NAL A% OSCPT AA |1 AP
T AP LLNIN? 2. hALAIIP
3. &M PO-Pi
4. TR TILLA POTALA
322 | OALTP AmPAA 07T AP OLFCPT LovCne | 0T
323 | QAT +hFFe ACTHSPT avhhd 9°7 UA | 1. NAZL %ot 01h 1h,
PLH ACPT LTC LaPCMA? 2. A1 qavi

3. NA7LS Q-0 oot avhpi
4. o0t Gavt 1AL
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