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Abstract

Background: One component of post abortion care is preventing repeat abortions by providing
family planning counseling and contraception. Provision of long-acting reversible contraceptive
methods has a higher potential to interrupt the continuous cycle between abortion and unplanned

pregnancies that result in reduction of maternal morbidity and mortality.

Objective: To assess utilization of long acting reversible contraceptive and associated factors
among women who receive abortion service in Hawassa public health facilities, southern

Ethiopia.

Methods: Facility based cross-sectional study design using quantitative method was
implemented in Hawassa public health facilities, southern Ethiopia. Three hundred ninety six
study participants were included and proportionally allocated to the two public hospitals and 4
public health centers. The data was collected by interview using pretested structured
questionnaire. Data entry was done using Epidata 3.1 version then data was cleaned and export
to SPSS for data analysis. Frequency and median were displayed through tables and words.
Bivariate and multivariable logistic regressions were used to analyze the association factors of
the dependent variable using odd ratio and 95% confidence interval. P value < 0.05 during multi

variable analysis considered as significance.

Result: A total of 396 women came to the facility for abortion services were interviewed in this
study with 96.4% of response rate. The overall utilization of long acting reversible contraceptive
was 20.5% [16.4-24.8]. Decision making by both partners on long acting reversible contraceptive
methods (AOR=3.3; 95% CI [1.56-7.09]), history of abortion (AOR=3.93; 95% CI [1.48-10.4]),
counseling on family planning after abortion procedure (AOR=3.01; 95% CI [1.43-6.33]) and
grand multiparous (AOR=6.68; 95% CI [2.28-19.5]) were associated with post abortion long

acting reversible contraceptive utilization.

Conclusion: Parity, previous abortion history, partners a companion decision making and time
of counseling had significant association with post abortion long acting reversible contraceptive
utilization. Programs that support male involvement should be supported and initiated to improve
family planning utilization among abortion women.

Key words: PAFP utilization, LARC, Ethiopia.
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1. Introduction

1.1. Background

Even if there is a yearly increment of contraceptive use worldwide (1) and a lot of contraceptive
method options a million of women who do not want a child or want to post pone child birth are
not using contraception (2). In low income countries around half of sexually active women want
to avert pregnancy but from these women 17% not use any contraceptive while 9% use the less
effective traditional methods (3). Minimize the risk of anemia from repeated pregnancy and birth
and decrease the depletion of maternal nutritional reserve are the advantage of contraceptive
methods (4).

Use of family planning method with in the first 48 hour after abortion is called post abortion
family planning. Post-abortion family planning programs must be provided to all women
equitably without discrimination such as their age, marital status, or ethnicity and the programs
should be cover abroad range of women's health concerns, including management of

reproductive tract infections (RTIs), prenatal care and investigation and treatment of infertility

).

To interrupt continuous cycle of repeated unplanned pregnancy and subsequent termination of
pregnancy giving post abortion family planning is crucial. When no contraception method is
used the ovulation return within in a days and unintended pregnancy occurs a result of this again
repeated abortion occur that could be contribute for risk of maternal mortality and morbidity (6).
LARC is a kind of contraceptive that include IUCD and implant which has a capable of being
reversed , not user dependent and have no repeated follow up so it avoid depletion of time and

money for users as well as for the government (7, 8).

Intra uterine contraceptive device and implant are long acting reversible contraceptive methods
that prevent pregnancy for 12 years and 3-5 years respectively (9). LARC methods are advisable
for the women with Diabetes, obesity, epilepsy and physical or intellectual impairment to
regulate their fertility (10) and has advantage of substituting tubal sterilization for the women
who not desire more children, cost effective for the first 5-6 years, no need of surgery and not
difficult for reversal (11).



1.2. Statement of the problem
Globally about 295,000 women lost their life during and following pregnancy and the huge of
these deaths (94%) occurred in low- income countries in 2017 (12). In many low and middle
income countries, death rates related to unintended and unplanned pregnancy are often high and
have an impact on reproductive-aged women(13). Every year 620,296 induced abortions and
103,648 women were done and treated for complications of abortions respectively in Ethiopia
(14). All women should receive counseling and contraception services following an induced or
spontaneous abortion to avoid unintended pregnancies in their future, which reduces about 230
million births yearly across the globe (15, 16). However, LARC use among post abort women

was low in developed and developing countries (17, 18).

The main cause of unintentional pregnancy and induced abortion is unmet demand for family
planning. Beyond 40% of pregnancies are unplanned, owning to non-use of contraception
globally(19). Huge numbers of unintended pregnancy occur due to low level of contraceptive
utilization. In Ethiopia approximately above 95% of unintended pregnancies happen in those of
women who don’t use any method of contraception(20).

A countries with low contraceptive coverage like Ethiopia the use of long acting reversible
contraceptive methods significantly increase contraceptive prevalence rate(21). If family
planning need was fully met, 75% of unsafe abortions could be averted. If one fourth of women
using short acting contraceptive shift to long acting reversible contraceptive, within 5 years
period greater than 1.8 million unintended pregnancies would have been prevented in Sub-

Saharan African countries (19, 22).

Low utilization of LARC is related with multi factorial. Evidence from different countries put a
lot of determinants such as characteristics of population, socioeconomic status, counseling
services, knowledge, health professional bias to method and health facility related factors are
contributing for poor utilization of LARC (10, 23, 24).



Ethiopian government has given special emphasis on long term and permanent methods by
implementing different strategies like providing the service freely, expanding health institution,
integrating and linking family planning service with the other RH service (4). In spite of this
amount of effort has been made uptake of IUCD and implant in SNNPR was 1.5% and 7.7%
respectively (25). Factors that influence LARC adoption varies among countries recommend the
essentiality of further researches in study area to identify barriers to use. There is also a limited
evidence about the prevalence specifically LARC after abortion in the study area. Therefore, it is
important to understand the factors and dynamics within specific context to mitigate poor uti
lization of LARC after abortion and this study have aims to assess the prevalence and factors
associated with LARC utilization among post abortion women in Hawassa public health

facilities.

1.3. Significance of study
The result of the studies will be used as an input for local health authorities, different NGO
sectors and plan makers found in Hawassa city to identify factors that affect the use of long
acting reversible contraceptive. In addition it may initiate other researchers to done further

investigation in the future in the study area.



2. Literature review
2.1. Post abortion use of LARC
A study done in three Asia countries(Bangladesh, India and Nepal) found that the up took of
IUCD and implant were 12% and 1% respectively (17).

A cross sectional study done in New Zealand by using a collective data source from National
statics and from the medical record found that there is an increment of LARC up took from
20.3% to 49.5% (26). A cross sectional study done at MSIC in Australia found that up took of
LARC was 27.4 % (24). A cross sectional study conducted in Indian states found that IUCD up
took was 11.4% (27).

A study done in five Africa countries (Ethiopia, Ghana, Nigeria, South Africa and Zambia)
found that the up took of IUCD and implant were 6 % and 16% respectively(17). A study done
in Kenya (Kisumu) found that up took of IUCD and implant were 1% and 7% respectively (28)
and a cross sectional study done among women who came for abortion service at Kenya national
hospital got that [IUCD up took was 10% (29).

A cross sectional study done at MSIC in Ghana found that up took of LARC was 33.6% (30) and
another study done in Ghana found that LARC up took among post abort women was below
10% (18). A cohort study conducted in Nepal found that LARC up took was 11% (31) . A study
done in Ethiopia (Amhara, Oromia, Tigray and SNNPR region) found that post abortion LARC
up took was 35.5% (32). A cross sectional study done in Addis Ababa from medical recorded of

a women who used abortion service found that up took of LARC was 12% (33).



2.2. Factors influencing post abortion LARC use

2.21. Socio demographic characteristics
There are several factors that determine women utilization of Post abortion LARC. These factors
are different from place to place. A cross sectional study done in Australia at MSIC found that
factor for immediate LARC provision was women age 30 years or older (24) . A cross sectional
study conducted in Ghana at all MSIC found that younger clients were more likely preferred
long term family planning method (30) but a cross sectional study done in Dessie did not show a
significant association with age (34).

A cross sectional study carried out in Addis Ababa reveled that age group from 25-29 were more
likely utilize LARC (33). A cross sectional study conducted in Gambella showed that age group
from 25-29 and 30-34 were more likely utilizing post abortion family planning (35). In relation
to husband education a study done in Nepal found that women whose husband had no formal
education was less likely up take LARC. A study done in Pakistan(36) and studies done in (37)
and(38) did not show a significant association.

A cross sectional study done in Ghana at all MSIC found that married women were significant
association with post abortion family planning up take (30). A cross sectional study conducted
in Addis Ababa (33) and studies done in (39) and (40) found that married women were more
likely up take post abortion family planning. A study done in Debremarkos showed that the
married women were less likely up take post abortion contraceptive (41) .

A cross sectional study done in Addis Ababa found that secondary or higher education had
higher odds of LARC adoption (33) and a cross sectional study conducted in Gambella found
that those with elementary, secondary and tertiary & above had higher odds of utilizing post
abortion family planning (35). A cross sectional study conducted in Ghana at all MSIC found

that less educated were more likely choosing long-term family planning methods (30).

A study done in Ghana at all MSIC found that Muslim or Christian believers were less likely up
take LARC (30). In relation to occupation a study done in a Pakistan, women’s occupation
status showed significant associations with the uptake of contraception (36). A cross sectional



study done in Bhardar (42) and a study conducted at Dessie found that occupation had no

significant association with post abortion family planning utilization (34).

2.22. Reproductive and contraceptive history
A cross sectional study carried out in Ghana at all MSIC (30) and Addis Ababa (33) were found
that those women who had more number of children were more likely up take LARC. In relation
to abortion history a study done in Australia at MSIC found that women who had previous
abortion history were more likely utilize LARC (24). A cross sectional study conducted in Addis
Ababa found that not having a previous abortion were less likely uptake long acting
contraception (33).

A cross sectional study conducted in Ghana at MSIC that a women who had previous use of
contraceptive method were more likely up take LARC (21) similarly a cross sectional study
conducted in shire town (43) and studies conducted in (44) and (45) found that a women who
had prior history of contraceptive use were higher odd of utilizing contraceptive. A study done in
Addis Ababa found that previous use of contraceptive before the abortion decrease LARC
acceptance (46).

A cross sectional study done in Australia at MSIC found that abortion methods predict
immediate LARC provision (24) that was similar to a finding of a study done in the six Indian
states that a women who used abortion service with a surgical method were more likely up take
IUCD (27). A cross sectional study carried out in Ghana found that a women who underwent
medical abortion were more likely preferred long term methods (30). Furthermore, a study done
in eight countries found no significant difference in long acting and permanent method up took

between a woman receiving D& C and those seeking MVA (17).

A previous studies (47), (48), (49) and (24) found that a women with higher parity had higher
LARC up take. A cross sectional study done in mainland china found that a women with no or
only one child and want a child less than two years were less likely utilize LARC (27). A study
done in Jimma found that a woman planned to have a child with in two years were more likely
uptake LARC (50).



With regard to intention to have a child a study done in Amhara region found that the desire to
have greater number of children was the main factor for poor utilization of family planning (51).
A cross sectional carried out at Kenya national hospital found that desire to pregnant in the future

not significantly associated with IUCD uptake (29).

In relation to decision making on family planning a study in Dessie found that a women who
made independent decision had more likely up take post abortion family planning (34). Similarly
a study done in Addis Ababa (52) and Burayu (53) found that a women who made independent
decision had higher odd of utilizing post abortion family planning. In relation to status of
pregnancy a study done in western Kenya found that a women who had unintended pregnancy
were more likely adopt post abortion contraceptives (54). Also a study done in Gonder found that
a women who had unintended pregnancy had a greater odd of having post abortion contraceptive
intention (55).

2.23. Personal factors
A Study conducted in Mekelle city, found that respondents believe that use of LARC result in
irregular bleeding and pain with insertion and removal related with implants (56). While a study
done in Addis Ababa and Nekemte found that it was not used due to fear of side effects and due
to miss conception about it (57).. In relation to knowledge about LARC a study done in Silti
District (58) and Mekelle found that a women with good knowledge were more likely use long
acting family planning (49). A study done in Debre Berhan town found that a women who had
source of information about LARC from health professionals were more likely use LARC (59).
A study done in Mizan (60) and Addis Ababa (57) found that a women who had information

about LARC were more likely utilize than those who hadn’t get information before.

In relation to knowledge on fertility return time after abortion a study done in Tigray (61) , Addis
Ababa (62) and Egypt (63) found that the respondents mentioned the fertility return within two
weeks were 26.9 %, 26.7% and 13.8% respectively.



2.24. Institutional factor
A study done in eight countries found that a women treated in tertiary hospital had more likely
utilize long acting and permanent contraceptives(17). A cross sectional study done in the six
Indian states found that lower uptake of intrauterine contraceptive device in primary health
facilities (both private and public facilities)(27). With regard to counseling a cross sectional
studies done in Dessie (34) and Burayu Oromia region (53) found that a women who did not
counseled were less likely utilize post abortion family planning. In relation to time of counseling
a study done in Tigray found no significant association with post abortion contraceptive uptake
(61). A study done in western Kenya found that higher proportion of women who were
counseled after abortion procedure used post abortion method than a women who were

counseled before abortion procedure (54).



2.3. Conceptual Framework of the Study

Conceptual framework on post abortion LARC uptake and associated factors

Socio demographic

factors

o Age

e Marital status

e Women education
e Religion

e Occupation

e Husband

education

Reproductive and

contraceptive factors

e Parity

e Abortion history

e Previous
contraceptive use

e Method of abortion

e Type of abortion

e Intention to have a
child

e The time respondent
want child

e Decision making on
family planning

e Status of pregnancy

Post abortion

utilization of long

acting reversible
contraceptive
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about LARC
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¢ Knowledge
about LARC

e Knowledge on
fertility return
time

e Reason for not
use LARC

Institutional factors

post abortion family
planning counseling
Timing of
counseling provided
Place of abortion

service

Figurel. Conceptual framework on post abortion long acting reversible utilization and factors.

(adapted from the reviewed literatures).




3. Objective of the study
3.1. General objective
The general objective of this study was to assess utilization of LARC and associated factors
among women who receive abortion service in Hawassa public health facilities, Southern
Ethiopia from May 7— August 7, 2020.
3.2. Specific objectives
e To determine the magnitude of LARC utilization among women who receive abortion
service in Hawassa public health facilities, May 7— August 7, 2020.
e To identify factors associated with utilization of LARC among women who receive
abortion service in Hawassa public health facilities, May 7— August 7, 2020.

10



4. Methods and Materials
4.1. Study area

This study was carried out at public health facilities in Hawassa city. Hawassa is the capital city
of SNNPR and located 273 km from Addis Ababa and covers an area of 50 square kilometers.
According to central statistical agency report of Ethiopia, the total population of the city was
estimated to be 359,358 (49% males and 51% females). The city has consisted of 8 sub cities and
32 kebeles. There are three public hospitals (1 Comprehensive Specialized Hospital, 1 General
hospital and 1 primary hospital), 10 public health centers and 17 public health post. The city also
consists of 12 private hospitals, 30 private clinics and 45 pharmacies. (Hawassa Ccity
Administration Annual health sector reports on health and other health related issues,

unpublished)

4.2. Study design

Facility based cross-sectional study design using quantitative method was implemented.
4.3. The study period

The study was conducted from May 7— August 7, 2020.

4.4. Population

4.4.1. Source population

Source population comprises all of reproductive age women who receive abortion service in

Hawassa public health facilities during study period.

4.4.2. Study population

All reproductive age women who receive abortion service in Hawassa selected public facilities
during study period.

4.5. Inclusion and exclusion criteria

4.51. Inclusion criteria

All reproductive age women who receive abortion service in Hawassa selected public health

facilities.

11



4.52. Exclusion criteria

A woman with severe abortion complication like septic abortion and shock need emergency life

treatment so they are not involved in this study.

4.6. Sample size determination
For first objective the sample size was determined with single population proportion formula and
considers the following assumption:

P= proportion of women utilize LARC after abortion = 0.19(46)

g= proportion of women not utilize LARC after termination of pregnancy=0.81
d= desire precision = 4%, Z o/ 2 at = 1.96 at 95% Confidence interval
n=sample size

n=Z7Z a/22xP (1-p)/d2= 370

Considering 10% of non -respondent rate and the final sample size is 411.

Table 1: Sample size determination for the specific objective using Epilnfo version 7.2

For specific objective the sample size was calculated using Epi info version 7.2 by referring
previous similar literatures by using proportion of LARC use after abortion among non-exposed
and for each factors ratio of unexposed to exposed= 1:1,Confidence interval= 95%, Power= 80%
and Non response rate=10% was considered. Here, the two factors are the highest sample size

from over all 10 calculated factors.

Variable P2 AOR Ratio of Confidence Power  Sample 10% of non-
(%) unexposed interval% % size response rate
to exposed
Method of 60 226 1 95 80 250 278
abortion
Number of living 3.2 459 1 95 80 274 304
children

Out of the three sample sizes calculated for the study, the largest sample size 411 was taken to

ensure adequate sample size for all objectives of study.

12



4.7. Sampling procedure

From public health facilities three public hospitals and eight health centers were providing

abortion service in the study area. Two public health hospitals and four health centers were

randomly selected. The sample size for each selected health facility was allocated proportionally

based on two month case load of abortion from each facilities and consecutively every woman

who visited health facilities were interviewed until the allocated number of study subjects for

each facility was reached.
Health facilities

v

v

Health centers

l

l

Millennium Alamura Tiliti
HC HC HC
v ¢ A
34 41 38
v v l
31 38 35

Hospitals
l l ‘,
Hawassa Adare Adare
Comprehensive General HC
specialized referral Hospital l
Hospital \L 45
2 month load
v 166
Y
125
41
Propprtionally allocated
152
114

Figure 2. Schematic presentation of sampling procedure of health facilities.
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4.8. Data collection tool and data collection procedure
Data were collecting using a structured questionnaire of face to face exit interview on those
women who received abortion service by three men (two degree holder midwives and one
diploma nurse) and seven women (two degree holder midwives and five diploma nurses) over
three months and there are two supervisors. The questionnaire was initially prepared in English
latterly converted to Amharic language. Two day training was given for data collectors and
supervisors then collected data were reviewed daily for completeness, accuracy, clarity and
consistency by a supervisors and a principal investigator. Pre-testing of the questionnaire was
done on 5% of total sample size at different health facility that was not part of study in Hawassa

city.

4.9. Study Variables
4.91. Dependent Variable (Yes, No)

e Post abortion implant or IUCD utilization

4.9.2. Independent variables

e Socio-demographic characteristics: Marital status, age, women education, occupation,
religion and husband education.

e Reproductive factors: parity, abortion history, previous contraceptive use, type of
abortion, method of abortion, intention to have a child, the time respondent want child,
decision making on family planning and status of pregnancy.

¢ Institutional factor: Place of abortion service, counseling and time of counseling.

e Personal factors: Reason for not utilize LARC, knowledge about LARC, information

about LARC and source of information about LARC.

4.10. Operational Definitions.
Post abortion LARC utilization is use of IUCD or implant after abortion by women before being

discharge.

Knowledge was measured by the total of number of correct answers to 10 items with minimum
score of 0 to and maximum of 10 items. LARC as “high” those who knew 80% and above,

“moderate” those who knew 60-79% and “low” those who knew less than 60 % (60).

14



4.11. Data analysis procedures.

Data entry was done using Epidata 3.1 version then data were cleaned and export to SPSS for
analysis. Different frequency tables and graph were used for data presentation. Binary logistic
regression was run to check whether predictor variable is associated with outcome variable by
determine the OR at 95% CI and those variables having P-value < 0.25 during the bivariate
logistic regression analysis were selected as a candidate for multi variable logistic regression.
Finally p-values < 0.05 during the multi variable analysis was taken as statistical significance.
The degree of association was expressed using adjusted odds ratio (OR) with 95% C-I.

4.12. Ethical Consideration
Ethical clearance was obtained from School of Public Health Research Ethical Review
Committee. The support letters were obtained from respective offices. The benefit and minimal
risk of research like wastage of time and distress was explained to the participant. Written
informed consent was obtained from participants before interview them. Participants were
informed that their participation is purely voluntary and if you have still discomfort, you have a
right to withdraw from the study at any time. The information that was provided kept strictly

confidential.

4.13. Dissemination of the result
The result of this thesis will be given to Addis Ababa University School of Public Health
Department of Reproductive, Family and Population health. The findings will also be
disseminated to Hawassa city administration health office and non-governmental organizations

(NGOs) working on the improvement of maternal and child health in Hawassa.

15



5. Result

5.1. Socio-demographic characteristics of respondents

A total of 396 women came to the facility for abortion services were interviewed in this study

with 96.4% of response rate. 272(68.7%) age distribution of respondents was between 20-30

years old. The median and inter quintile range was 26(23-30) years. One hundred seventy two

(43.5%) of women and 82(38%) of husbands attended secondary education. Majority

109(27.5%) of respondents was housewife and more than half of respondents 216(54.5%) were

followers of protestant religion.

Table 2. Socio demographic characteristics of study participants Hawassa city, south Ethiopia,

2020(n=396)

Variables Frequency(n) Percent (%) LARC utilization
NO Yes COR
Age
less than 19 31 7.8 23 8 1
20-24 114 28.8 89 25 0.8(0.29-2.02)
25-30 158 39.9 126 32 0.73(0.29-1.78)
>30 93 23.5 77 16 0.58(0.23-1.58)
Educational level of respondents
No formal Education 37 9.3 30 7 1
Primary 135 34.1 105 30 1.22(0.49-3.06)
Secondary 172 43.5 143 29 0.87(0.35-2.16)
College and Above 52 13.1 37 15 1.73(0.63-4.8)
Husband educational level(n=216)
No formal education 14 6.5 10 4 1
Primary 70 324 57 13 0.57(0.15-2.1)
Secondary 82 38 69 13 0.47(0.13-1.73)
College and Above 50 23.1 42 8 0.48(0.12-1.9)
Occupation of respondents
Unemployment 61 154 48 13 1
Student 65 16.4 55 10 0.67(0.27-1.67)
Government employee 85 21.5 67 18 0.99(0.44-2.21)
House wife 109 27.5 84 25 1.1(0.51-2.34)
Private employee 76 19.2 61 15 0.9(0.4-2.08)
Marital status of respondents
Single 170 43 130 40 0.72(0.18-2.9)
Married 216 54.5 178 38 0.5(0.12-2.01)
Divorced and widowed 10 2.5 7 3 1
Religion of respondents
Protestant 216 54.5 172 44 1
Orthodox 102 25.8 81 21 1.01(0.57-1.81)
Muslim 55 13.9 44 11 0.98(0.47-2.04)
Catholic 23 5.8 18 5 1.09(0.38-3.08)
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5.2. Reproductive history of study participants
The majority 258(65.2%) of participants gave 1-4 births. About 33(8.3%) of respondents had
history of abortion. Among those, 28(84.9%) of participants had history of one abortion. More
than half of the women 286(72.2%) said that the pregnancy was unintended and about
332(83.8%) were induced type of abortion. From total of women, 290(73.2%) women abort
through medication.

Table 3. Reproductive history of study participants of Hawassa city, south Ethiopia, 2020 (n =
396)

Variables Frequency(n) Percent
Parity

0 104 26.2

1-4 258 65.2

>4 34 8.6
History of abortion

Yes 33 8.33

No 363 91.67
Number of previous abortion(n=33)

1 28 84.9

>2 5 15.1
Was a current pregnancy intended

Yes 110 27.8

No 286 72.2
Current type of abortion

Induced 332 83.8

Spontaneous 64 16.2
Current method of abortion

Medical 290 73.2

Surgical 106 26.8
Intention to have a child

Yes 372 93.9

No 24 6.1
The time respondent want child(n=372)

< lyear 52 14

1-2 year 72 19.3

> 2 year 148 39.8

| don't know 100 26.9
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5.3. Contraceptive history and information about LARC
From the total, 261(65.9%) women said that they have been used at least one form of contraceptive
previously and 361(91.16%) heard about long acting reversible contraceptive method. From those
who heard LARC methods, 148 respondents (41%) have heard information from more than one
source (combination of media, health professionals and friends). Among the respondents,
350(88.4%) got post abortion contraceptive counseling and from this 222(63.4%) were after
abortion procedure. One hundred eighty nine (47.7%) of respondents have said they decided for
long acting contraceptive by themselves.147(37.1%) of respondents got service from general

hospital.

Table 4: Contraceptive, information and facility related variables, Hawassa city, South
Ethiopia, 2020 (n=396)

Variables Frequency Percent (%)
Previous use of contraceptive

Yes 261 65.9

No 135 34.1
Heard about LARC method

Yes 361 91.16

No 35 8.84
Source of information(n=361)

Media( TV or radio) 44 12.2

Health professionals 123 34.1

Friends 46 12.7

More than one source( Combination of the above) 148 41
Counseling

Yes 350 88.4

No 46 11.6
Time of counseling(n=350)

After abortion procedure 222 63.4

Before abortion procedure 128 36.6
Decision maker on the use of family planning

Her self 189 47.7

Husband 121 30.6

Both 86 21.7
Place of abortion service

Health centers 140 35.4

General Hospital 147 37.1

Referral hospital 109 27.5

18



5.4. Utilization of post-abortion contraceptive and reason for not using LARC

From the total respondents, 291 (73.5%) of women were utilized contraceptive after they got
abortion service. Among these, post abortion long acting reversible contraceptive accounts 20.5
% (95% CI [16.4-24.8%]). The remaining 53% were used different methods; 148 (37.4%)
injectable, 58 (14.6%) pill and 4 (1%) condom. Respondents who didn’t utilize long acting
reversible contraceptive after post abortion service have reported different reasons. Those
reasons were fear of side effect 144 (45.7%), infrequent or no sexual intercourse 92 (29.2%),
wished to give birth 55 (17.4%), religion 15 (4.8%) and 9 (2.9%) had no reason.
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Figure 3: Types of contraceptive used by respondents after abortion in Hawassa city, south,
Ethiopia 2020(n=396).
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5.5. Knowledge of study participant about long acting reversible contraceptive method and
knowledge on fertility return time
Regard to knowledge on fertility return time after abortion the respondents mentioned that soon
(within two weeks) 118 (29.8%), one month 27 (6.8%), two up to three month 54 (13.6%) and
don’t know197 (49.8%).

Three hundred four (76.8%) of the women were aware of that IUCD can prevent pregnancies for
12 years and 137 (34.6%) were not aware IUCD is not appropriate for female at risk of acquiring
sexual transmitted infection. In this study 258 (65.2%) and two hundred thirty eight (60.1%) of
the women aware of that IUCD have no influence on sexual intercourse and it results in
immediate pregnancies after removal, respectively. 258 (65.2%) of women aware of that
implants result in immediate pregnancy after removal and 306 (77.3%) were aware that implants
prevent pregnancies for 3-5 years. Two hundred ninety nine (75.5%) of the women were aware
that implant require minor surgical procedure during insertion and removal and 277 (69.9%)
were knew that implant not interfere with sexual intercourse. 278 (70.2%) of women aware that
IUCD not cause cancer and two hundred eighty two (71.2%) were knew that IUCD not prevent

sexual transmitted disease.

Table 5. Knowledge of study participants about LARC of Hawassa city, South Ethiopia, 2020 (n
= 396)

Variables Knowledge
Knowledge statement on LARC True False
% %
IUCD can prevent pregnancies for 12 years. 76.8 23.2
IUCD not appropriate for women at high risk of STls 65.4 34.6
IUCD not interfere with sexual intercourse or desire 65.2 34.8
Implant can prevent pregnancies for 3-5 years 77.3 22.7
IUCD reverse pregnancy quickly when removed 60.1 39.9
Implant require minor surgical procedure during insertion and 75.5 24.5
removal
IUCD cannot cause cancer 70.2 29.8
Implant reverse pregnancy quickly when removed if the 65.2 34.8
women need to be pregnant
Implants not interfere with sexual intercourse or desire 69.9 30.1
IUCD not prevent sexual transmitted disease 71.2 28.8
Knowledge level Frequency %
High Knowledge 127 32.1
Moderate knowledge 246 62.1
Poor knowledge 23 5.8

20



5.6. Factors affecting post abortion long acting reversible contraceptive utilization.
Bivariate logistic regression was performed to assess factors association with post abortion long
acting reversible contraceptive utilization. The result revealed that on the regression: Place of
abortion service, the time respondent want child, previous use of contraceptive, decision maker
on contraceptive use, time of counseling, method of abortion, type of abortion, history of

abortion, knowledge and parity were p value < 0.25.

In multivariable logistic regression variables with p value < 0.25 on bivariate logistic regressions
were included in the model. Decision maker, history of abortion, time of counseling and parity

were associated with post abortion long acting reversible contraceptive utilization.

The decision maker on contraceptive use was significantly associated with utilization of long
acting reversible contraceptives among post abortion women’s. The decision made by both
partners on the utilization of LARC were 3.3 times more likely utilize LARC as compared to the
decision made by themselves(AOR=3.3; 95% CI [1.56-7.09]). Abortion history was also found
to be significantly associated with long acting reversible contraceptive utilization. Those women
who had a history of previous abortion were 3.93 times more likely utilize the long acting

reversible contraceptive as compared to their counterparts(AOR=3.93; 95% CI [1.48-10.4]).

The utilization of long acting reversible contraceptive was also significantly associated with time
of counseling provided. Those women who were counseled on family planning after abortion
procedure have 3 fold odds of receiving long acting reversible contraceptive than those women
who counseled before procedure(AOR=3.01;95% CI[1.43-6.33]). The other variable that was
found to have association was parity. The use of LARC was 6.68 times greater in grand
multiparous women compared to their counterpart (AOR= 6.68; 95% CI [2.28-19.5]).
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Table 6: Factors associated with post abortion long acting reversible contraceptive utilization

among abortion services user in Hawassa public health institutions , South Ethiopia, 2020 (n =

396)
Variables LARC utilization Unadjusted and adjusted OR
95 % Confidence Interval
No Yes COR AOR
Place of abortion service
Health centers 106(75.7%) 34(24.3%) 1 1
General hospital 120(81.6%) 27(18.4%) 0.70(0.39-1.23) 0.54(0.26-1.14)
Specialized referral hospital 89(81.7%) 20(18.3%) 0.70(0.38-1.3) 0.63(0.28-1.45)
The time want child(n=372)
<lyear 42(80.8%) 10(19.2%) 1 1
1-2 year 61(84.7%) 11(15.3%) 0.75(0.29- 1.94)  1.27 (0.4-3.98)
>2year 121(81.8%) 27(18.2%) 0.93(0.41-2.09)  2.13(0.77-5.89)
| don't know 72(72%) 28(28%) 1.63(0.72-3.69)  2.72(0.95-7.74)
Ever use of contraceptive
Yes 197(75.5%) 64(24.5%) 2.25(1.26-4.03) 1.83(0.85-3.92)
No 118(87.4%)  17(12.6%) 1 1
Decision maker on FP
Her self 165(87.3%) 24(12.7%) 1 1
Husband 94(77.7%) 27(22.3%) 1.98(1.08-3.61)  1.45(0.67-3.12)
Both 56(65.1%) 30(34.9%) 3.68(1.99-6.82) 3.3(1.56-7.09)*
History of Abortion
Yes 17(51.5%) 16(48.5%) 4.3(2.07-8.98) 3.93(1.48-10.4)*
No 298(82.1%) 65(17.9%) 1 1
Knowledge level
High 79(62.2%) 48(37.8%) 2.18(0.76- 6.28)  2.14(0.56-8.09)
Moderate 218(88.6%) 28(11.4%) 0.46(0.15-1.34) 0.51(0.13-1.94)
Low 18(78.3%) 5(21.7%) 1 1
Method of abortion
Medical 239(82.4%) 51(17.6%) 1 1
Surgical 76(71.7%) 30(28.3%) 1.85(1.1-3.1) 1.4(0.68-2.89)
Time of counseling(n=350)
After abortion procedure 163(73.4%) 59(26.6%) 2.72(1.47-5.04)  3.01(1.43-6.33)*
Before abortion procedure  113(88.3%) 15(11.7%) 1 1
Type of abortion
Induced 257(77.4%) 75(22.6%) 2.82(1.17- 6.8) 2.24(0.75-6.69)
Spontaneous 58(90.6%) 6(9.4%) 1 1
Parity
0 89(85.6%) 15(14.4%) 1 1
1-4 212(82.2%) 46(17.8%) 1.28(0.68-2.42)  1.23(0.56-2.69)
>4 14(41.2%) 20(58.8%) 8.47(3.53-20.3) 6.68(2.28-19.5)*

* Backward logistic regression with p-value < 0.05
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6. Discussion
This study aimed on determine the post abortion long acting reversible contraceptive utilization
and factors that associate with long acting reversible contraceptive utilization. The overall
utilization of LARC was 20.5%. Parity, previous abortion history, partners a companion decision

making and time of counseling had significant association with utilization of LARC methods.

In this study the utilization of LARC was 20.5% which was greater than both studies done in
Kenya 8 % (28) and Gabon 9.3 % (64). This variation might be due to a study done in Kenya fee
was charged for implants and IUCD but in this study provided free of charge. However, lower
than that of studies done in Australia and Ghana showed 27.4%(24) and 33.3%(30) respectively.
This difference might be due to variation in culture, better access of service and sector of facility.
Both studies were done at MSIC so NGO clinics have higher retention of post abortion LARC
utilization than government. From one-quarter of all abortions throughout Australia around a

third of all abortions are undertaken in its centers.

Women who were grand multiparous were 6.68 times more likely utilize LARC than nulliparous
women. This finding was supported by a study done in Shire, found that a women who were
grand multiparous women were 7.9 times more likely utilize contraceptives than nulliparous
women (43). Also the above findings were supported by studies done in Addis Ababa (46) and
Gabon (64). The reason might be motivation of those women with high parity to make certain
that they didn’t conceive again in the near future could be higher compared to their counterpart
(46) and also this might be due to grand multiparous women might want to limit the number of

children.

This study found that women who had a previous abortion history had 3.93 times more likely
utilize LARC than a woman with no previous abortion history. This finding was supported by
studies done in Bhardar (42), Guinea (65) and Australia (24). This can be explained by majority
of the women with history of abortion had unintentional pregnancy, so they desire to use
contraception to prevent unintentional pregnancy (34).
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A woman who made decision with their partner on long acting reversible contraceptive had 3.3
times more likely utilize LARC than decision made by themselves but a study in Dessie found
that those women who made decision independently had two times more likely use post abortion
family planning than decision made by both partners(34). Similarity a study done in Addis
Ababa(52) and Burayu (53) support this finding. This difference might be due to the husband had
a supportive attitude toward LARC.

The other variable which show strong association with LARC utilization were those women
counseled on family planning after abortion procedure had 3 times more likely utilize long acting
reversible contraceptive than their counterpart. This finding was supported by a study done in
western Kenya(54). The possible reason could be a woman had less anxiety and fear after

procedure so women are confident to make decision to utilize LARC.

Even though type of abortion not becomes significant in this study, there is an increment of long
acting reversible contraceptive use in those of women who had induced abortion than women
who had spontaneous abortion. This finding were supported by study done in Gabon which
found that women who had induced abortion were more than two times more likely utilize long-
acting contraceptives methods compared to their counterpart (64). Similarly the study were done
in Addis Ababa found that a women who had induce abortion were 2.9 times more likely use
long acting reversible contraceptive method than a women who had spontaneous abortion (46).
The possible reason could be the drive of a women to make certain that they did not conceive
again in the near future might be higher for those women who had induce abortion than a women

who had spontaneous abortion(46).

There is an increment of LARC use in those women who had previous use of contraceptive than
a woman who didn’t had previous use of contraceptive. This finding was supported by a study
done in Debremarkos which found that a women who had ever used of contraceptives were two
times more likely use long acting than those who didn’t had ever used of contraceptives (66).
Also, another study found that a woman who had ever used contraceptive were greater than
seventeen times more likely to use long acting than those who didn’t had ever used of
contraceptive(67). This could be due to women who had used contraceptive previously might

have frequent and detail discussion with service providers on the methods they were using(66).
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7. Strength and Limitation of study
7.1. Strength

e To minimize recall bias the interview was held immediately after they leave the abortion
room.

7.2. Limitation

e Social desirability bias due to women self-reports answers in manner that will favorable
by others on abortion history.

e Not representative for general population since the study was only done in urban setting.

e The data collectors were the health care providers who directly provide the service so
bias might occur.

e Although most data collectors were women due to the sensitivity of information, only
female data collectors might be needed.

e The study has not considered variables like commodity access, stock out and cause of

abortion.
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8. Conclusion
The overall utilization of long acting reversible contraceptive was 20.5 % [16.4-24.8%] and
26.5% leave the facility without use of any contraceptive method. Parity, previous abortion
history, partners a companion decision making and time of counseling had significant association
with post abortion long acting reversible contraceptive utilization. From those of women’s who

came for abortion service 72.2 % was unintended pregnancy and 8.3% had history of abortion.
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9. Recommendation

Recommendation for health care providers
Health care providers should provide counseling to women after abortion procedures.
This is a better time because anxiety and stress are reduced after treatment.
Health care providers should provide health education on the purpose of contraception
and have to tell that abortion is last option for nulliparous women.

Recommendation for stakeholders

Programs that support male involvement should be supported and initiated to improve

family planning utilization among comprehensive abortion care women.
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Annex
Annex 1. Participant information sheet and informed volunteer consent form

My nameis.................... I am working as a data collector for the study being conducted in this
facility by kassahun ketema who is studying for her Master’s degree at Addis Ababa University,
school of public health .

Study title: Use of long acting reversible contraceptive and associated factor among women who

receive abortion service in Hawassa public Health facilities.

The purpose of the study: The principal aim of this study is to write a thesis as a partial
fulfillment of the requirement for Degree of Master of Science in public Health at Addis Ababa
University Moreover, the finding of this study will be used as an input for facility health
manager and other stakeholder to identify factor that hinder the use of LARC in the facility.

Benefit and risk: It is expected the study participant will lose small amount of time
approximately 20 or 30 minutes of their working time in responding to interview and distress due

to some question which recall their past view or situation.

Confidentiality: The information that you provide me will be kept strictly confidential. There
will be no information that will identify you in particular. The findings of this study will be
general for the study community and will not reflect any thing particular of individual persons.

No reference will be made in oral or written reports that could link participants to the research.

Rights: Participation for this study is fully voluntary. You have the right to declare to participate
or not in this study. If you have still discomfort, you have right to withdraw from the study at any
time. Beside this, if you want to ask any unclear idea, | am happy to give you further elaboration

and you are not obliged to answer any question you do not wish to answer.
Contact Address: If there are any questions or enquires any time about the study or the procedure

please contact me through the address Principal investigator: ketemakassahun32 @gmail.com or
mobile phone number 0932210012.
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Declaration of informed voluntary consent

| have clearly understood the purpose of the research, procedures, the risks and benefits, issues of
confidentiality, the rights participating and the contact address for any queries. | have been given
the opportunity to ask questions for things that may have been unclear. It will be inform that |
have the right to with draw from the study at any time or not answer any question that | do not
want. Therefore, | declare my voluntary consent to participate in this study with my initials
(signature) as indicated below.

Name and signature of participant------------------- -- ----date----------- f-------- f------
Name and signature of data collector-------------=-==-mmmmmmmmmmmmee date----------- [--=nmmm - /-----
N.B; This is to be signed face to face in the presence of data collector.

Thank you for your cooperation
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Annex 2. English version questionnaires for client interview
Instruction- Interview

Name of facility

Data collector name

Part 1. Socio-Demographic characteristics

No | Question Response

Skip pattern

101 | How old are you?

102 | What is your current Marital Status? . Single
. Married
. Divorced

. Widowed

103 | What is your Religion? . Orthodox
. Muslim
. Protestant

. Catholic

g A 0N R A w NP

104 | What is your level of Educational
. lliterate

. Primary education (1-8)

w N

. Secondary education (9-12)
4. College and above

105 | What is your current occupation? 1.Merchant

2.House wife
3.Government employee
4.Private employee

5. Student
6.Unemployee
7.0ther(specify)
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106 | If you have husband, what is your | 1. llliterate

husband educational status? 2. Primary education (1-8)

3. Secondary education (9-12)
4. College and above

Part 2. Reproductive health and facility related characteristics

201 | Did you have children? (Include both a If your answer
given birth to a boy or girl who was | 1. Yes No go to
born alive but later died and any baby | 2. No question
who cried or showed signs of life but number 204

did not survive)

202 | If “yes” for Q.no 202, how many

children do you have?

203 Do you want to have children? 1. Yes
2. No
204 1.Within one year
When do you want to have a child? 2 Within one-two year
3. Above two year
4. I don’t know
205 | Do you have previous abortion |1.Yes If your answer
history? 2. No No go to
question
number 207
206

If your answer “yes” for Q. no 205 how | ---------------------

many times?

207 | Which type of abortion was this | 1. Induced
terminated pregnancy? 2. Spontaneous
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208 | Which method of abortion was used to | 1.Medical
terminate this pregnancy? 2.MVA
3. D&C or D&E
209 | Was the terminated pregnancy intended? | 1.Yes
2.No
210 | A place from where women take the | 1. Health center
abortion service? 2. General hospital
3. Referral specialized
hospital
211 | Who make a decision on the use of 1. My self
family planning? 2. Husband
3. Both
Part 3. Information about long acting reversible family planning method
301 | Have you ever heard about long acting | 1. yes If no skip to
reversible family planning method? 2. No question no 303
302 | From where did you hear about long 1. Television or Radio
acting reversible family planning 2. Magazines/newspaper
method?(multiple answer is possible ) 3. Health professionals
4. Friends
5. Others
specify...........o...l.
303 | When is the fertility return time after 1. Soon(within two weeks)

this abortion from the list below?

2. One month
3. 2-3 month
4. Don’t know
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Part 4. Knowledge on long acting reversible contraceptive

401 | The contraceptive that placed inside the | 1.True
uterus can prevent pregnancies for 12 | 2. False

years.

402 | The contraceptive that placed inside the | 1. True
uterus not appropriate for women at | 2. False
high risk of STls.

403 | The contraceptive that placed inside the | 1. True
uterus not interfere with sexual | 2. False

intercourse or desire.

404 | The contraceptive that placed inside the | 1. True

upper arm can prevent pregnancies for | 2. False
3-5 years

405 | The contraceptive that placed inside the | 1. True
uterus reverse pregnancy quickly 2. False

406 | The contraceptive that placed inside the | 1. True
upper arm require minor surgical | 2. False
procedure during insertion and removal

407 | The contraceptive that placed inside the | 1. True
uterus cannot cause cancer 2. False

408 | The contraceptive that placed inside the | 1. True
upper arm reverse pregnancy quickly | 2. False

when removed if the women need to be

pregnant

409 | The contraceptive that placed inside the | 1. True
upper arm not interfere with sexual | 2. False

intercourse or desire.

410 | The contraceptive that placed inside the | 1. True
uterus not prevent sexual transmitted | 2. False

disease
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Part 5. Utilization of post abortion family planning and family planning history

501 | Have you ever used any contraceptive? 1.Yes
2. No
502 Do you have PAFP counseling? 1.Yes If your answer
2. No No go to
question number
504
503 1.Before procedure
At what time you received the counseling? 2 After procedure
504 | Have you received any contraceptive now? 1. Yes
2. No
505 | If “yes” for Q. no 504 Do you receive long 1. Yes If your answer
acting reversible contraceptive device now? | 2. No No go to
question number
507
506 | If “yes” for Q. no 504 which method of | 1. Natural
contraception did you receive? 2. Condom
3. Pills
4. Injection/dipo
5. Implant
6. IUCD
7. Tubal ligation
507 | If u not use IUCD or implant? What is your | 1. Fear of side effect
reason? 2. Infrequent sex/No
sex
3. Want to get birth
4. Religion opposed
5. No reason
6. Other(specify)
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Annex 3. P76k +AFEPT avlB av(1sm, WG & P L AIPIPYT avol\er, P
PGk COoN: NAPA NTLTF P PvE mS  +29PF @O 870 P91LLT AININT DAL AGHT P890 11,
POA L avPMA (PTIYO7G (N2 AC 271.PaPT) AmPPI® U-5 AG PTIeMPar- NPT PRI 0P

PGk AATT:- PHLY TGT PT AATT PALN ANO S LOCAE LV 920 £16 10,0 P14 T J°CI°C Dbt (LU
NHY OFemT189° PHY TG Ot AMS T PALPTT ATLaeAn I F@- AAt AT (eer? 0FRott
OO A18eMmPav- 0T LRCITMT PN T BALA::

O PPk -AAL PTLAMT a28 4.0° TLATLP 10-::9°7 AT avl8 hCOT AP U-37* ALIAT ALTAIP
PG E @Mt N9PTI° ALY Ui AAONTT V1ML U-3F ABLAIP::IPH9° ALY TImPd NPAP U1 NXU-G
Utd HAFEPTFT NTPHS 9°CI°C OC APOHIP::

(L PF ALY PGT APAFE (0o §PLTIIFP AL Phovwlt 1@< (HY PGT @ Povhbhde 1P
Pt avfe ao(VF Adeti: OHY TS @A PFF WATATIPT 0PTEO UH S0PT 10N
LAk R e THELEPT I PTLAT AT aPaPAR LTILLNTTT TPE AT9.0P0 (Y h21L.L:90::

ALeA: AN TSR TP it NPTHTD9 1LH PG ALE1@ Nhrd ALTFY SFAN::hAv? nt9T A9TA
ketemakassahun32@gmailcom +¢an aah 09 32 21 00 12.
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PG P L7 AIPIOY T avo)(\eB,

PHAFLPT avl8 P2 WTINLLAD- MLI° AINATA PGk AATT YLk IPPI® AG AR TLATLPTE f
PHAFLPT a1t (AKX TLEFAU-:: ANd CAPr TICT AL AT8AMELP avte aot +OAPRTA hT9.0-9°
NZAN 1H 0PeF A7&OM NAZATP® L9° apavA PTINLATD: TP PAGPaPAN av(1F WHEATT FIFICTA
AAPIP° NPGF O-OT AGPAFG 04227711 AFPIOTT avlAsB, (14.CTI% ATLTLNFAD- Al 1MAU-::

P+AFE O9° AG &CTT +7
Pavl 8 ANANLD- A9°G &CTT +7
AAFNNCEC ATIPO°1GAT::

299 4.L9v@- av /B ANANLD- it &t A&t 10+

ANPFT P67 R4LCTID AT AHAFED: LAm-T AATNNET ATIPAITAT::
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Annex 4 .Amharic version questionnaires

em.G LCek O9°

emPem- (19°

heA 1 9UNEP AG 271 chH) aol8

.

T4

IPAT

av(\g

101

102

eNOF v2 ) ?

. #10F

. eA0F

. RIT

. QA ek

103

AT

. hCF&DN

. aOAI°
CTEEO T

. hAlh

. (ANAL PP

104

OFIUCT 848

. Sitoie

. pavBavs e 00 %(1-8)
. U0HE 25 (19-12)
. DA AG DH.P NAL

105

ae-a oL@ ?

L 10%

. 20T hao(L

. PPN Wit
. 090 wetT
T4

.0 AT

106

0A hAG PAANTD TIPUCT L48 ?

. POt
. PavBavsQ R LG
AT R4S

. DAE AG DL NAL
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h&d 2. ea1 P& MG Otavalet

201 | ABT AXG?(PoL0Nt@ +OAL PP hG AOAL | 1. AP av\(r 2
PAPO DRI° LDt Pavql J°hht 4P <17 hI°t | 2. eage ney
PiTl4.) oL TPt

&7 204
275
202 | A® nwrrevand ATt ABT? | e
203 OB PML ad®AL: T4.NALEN? 1. A®
2. AALAIP°
204 AP 't avA(T aoF ? 1. A28 hovk o1
2. hh2& - v-Ot havt
3. h -0t Aavt (1A
4. ks W78
205 | hHw 04 2270 TIR4T I0CT ? 1. A?
2. PA9°
206 | A2 nUrh oD A7 LR X0 ARLTA? | e
207 | AUe? OFERLM@ K0 RN AG F P& I0C CFCIHO? | 1 AP
2. hRLNI°
208 | Av7 PHRLM@- &0 TGO+ ARV 10+ ? 1. OFAYF Qovale @eg® (1.PT
AThA PHLCT &0
2. (avasp @E9® N7LPT AThANA
PHLCT ALY Nk QA POCL K70
209 | PFG @7 070 TIRLR, AP 1D+ P MPIOAD- ? 1. (A& 2719 T A7ThNA
2. MVA
3. D/C or D/E
210 | A0 107 POALATIO- heT 1D~ ? 1. mS M9

2. 8166 PATH6
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3. léLb\ ONTAARHEL: VAT

211

OO PNy AdPmPI® LTLON IO+ T2

1. A2
2. QA
3. 0TI

3. AALB9 1LH, POAL: aPSMMGP H&PT PHATLP PavlB I°hsp (HavAnt

301

AALEI® 1H POAL apPMMLP  ap§4.Ty
JO-EPAR?

A°1+0 | 1. AP
2. hA@-pg

avi\(r 2
avry

oL 1Lt
¢l 303
75

302

AP Ot 0t AT DAL 1AL g aPavAd &FAN?

BT 0R9° NG R8.8T
. o)

. hm,5 QA9°e

2Ly

. A hA PP

303

h&70 22T A A72215 27LLTHOT LH, 0o 1o-?

. 08201\ AP T)
DAL OC (1A

.h2-3 oc

. RAD-pg°

A W N RO A~ WD PR
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h&ed 4 AAZEI® LH 2700101 DAL aPhAn® H&PT P+AH4P I,

401 N“wa%T eriparr POAL ovhahf Al2 oot | 1.a@-t
ACTHYT? £hahAd 2. vt
402 | 097987 eU1.bavy ROAL aPhANS PANAHC (T 1Lh@4F
ANDT a2 nPI° AFTATR 2 vtk
403 | N97027% PrLborp LOAL aPhAhe P040D 1.h@-rt
AT ORI FAYE AL FROT ART LD 2 Uik
404 Nh7& &5 o7 P7LPOC POAL avhahf h 3-5 1.a@t
ATt RCTHG7 ShAhAA 2. vt
405 | 097927 Pr1Pavp POAL aPhANS ha™ (54 1.h@-vt
DL LM+ TICTH LFAN 2 vivk
406 | 8 @OT PULPNC POAL: aPhAhf ATINATT 1Lh@4F
ATINONE Kitvts P& 715 LHLAIN 2 vtk
407 | 097987 eo1.bavp ROAL aPhAng PNIAC NNFY 1Lh@4F
ALantAg® 2 UiE
408 | #& @07 L7LPOC LOAL: avhAahg hom 124 1.h@-vt
DL TICTH £FAN 2 vivk
409 | 88 @OT PULPNC POAL: aPhAhf P40, 1Lh@4F
ATErE ORI FAYE AL FROT hRTLD-I° 2 vtk
410 | 097927 PU1Pavy ROAL aPhANg PANAHC N1 1.h@-rt
hghahAg® 2 vivk
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heA 5. D& TIRLT 1PA PO L av$MMSP +0CT (Harant

PILPar M@ POAL: aPPMMGL N tmPICT

td | TSB AT ao(\ @
501 | P@A. L aoPMMGP +mbarll F-EPAN? 1. A%
2. hdtmeehge
502 | o7 TIRLT OAA POAL aoBMMSL PI°NC AT | 1, hDP aop\( 2
ATHTAN? 2. hAT§ m-g° ho
oL TPB
&1l 504
275
503 | ?9°hC A0t LTTOM®- avF jm-<? 1. hvh9°so- &+
2. huhgeso- 1A
504 | ho7t TIRLT 154 Au<? ROAL: av$MMLL +mPavGp? | 1. AP
2. Avtmegehege
505 | ATPE £7C 504 AP NP1 ALE® 1LH P71.010°10 OAL | 1. AP ap\( 2
avnAng( N0 M- PT.PavP ORI° 2. Adtmegehge hor
78 OC L79.PNC ) FmPardn? oL TP
&1l 507
275
506 | ATfE &TC 504 AP vt P15 @ ALYH? 1. FrC v
2. h2ge
3. (A& P7L.PT A7ThNA
4. av(g,
5. (28 AC P71.+0C
6. 07707 O-QT LTLPo0T
7. 279007 E0 “I0EMC
507 | Oh7& AC P71.P0CO~7 LI N°TY0T @-OT 1. 287 FaACHT avg et
2

AL 1@ POt MPIOND-?

. NerC OO7 ORI° 9P PIC
22D AT AAPTC
3. AaP@-AL avg (]
4. 0279t +PCT
5. AA DA PP
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