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Abstract

Background: Preconception health refers to things women carbefmre and between pregnancies to
increase the chance of having a healthy baby andgba healthy mother .Unfortunately, millions of

women in the world do not have access to pre-pregyigregnancy health services and childbirth with
suitable quality. Therefore Addressing this impottiopic and coming up with necessary informati®n i

helpful to improve maternal and child health in @auntry.

Objectives. To assess Utilization of Preconception Care ansb8mted Factors among Reproductive Age
group Women in Debre Birhan Town, North Shewa,dpili 2017.

Methods: community based cross-sectional study with botmtiaive and qualitative method of data
collection was employed from Marcf tb 30, 2017.Systematic sampling technique was tsedlect a
total of 424 reproductive age women. Thedata waleaed using pre-tested and structured
questionnaire and eight in-depth interviews wer@elaising interview guide. The collected data was
coded and entered to Epi data 3.5.1and exportedSRSS version 21 for cleaning and analysis.
Descriptive statistics like frequency table andmra were used for data presentation. Factors with p
value < 0.25 in bivariate analysis were entered nltivariate logistic regression and statistical
significance was considered at p-value < 0.05. O/ 85% CI were used to show the strength and

significancy of the association.

Result: A total of 410 subjects were participated witheaponse rate of 96.7%.The overall utilization of
Preconception care was 13.4%. Women'’s age, masitaius, knowledge and availability of unit for
preconception care were significantly associatedhwitilization of preconception care with (AOR:
3.567; 95% CI: 1.082, 11.758), (AOR: 0.062;95% GIl007, 0.585), (AOR= 6.263; 95% CI: 2.855,
13.739) and AOR: 13.938; 95% CI: 3.516, 55.251pessively.

Conclusions: The finding of this study showed that women’szation of preconception care is low.
Therefore, establishing preconception care strasgvhich can address all the components of the care
and understanding the views of reproductive age evsnand care providers will be essential when

designing effective implementation strategiesrdguroving delivery and uptake of preconception care.
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CHAPTER ONE: INTRODUCTION
1.1. Background

Preconception care is defined as a set of intéiwerand/or programmes that aims to identify
and enable informed decision-making to modify bidmoal, behavioral, and (psycho-) social
risks to parental health and the health of therti child, through counseling, prevention and
management, emphasizing those factors that muscteel on before conception and in early
pregnancy, to have maximal impact and/or chditgt is an integral part of antenatal care
because this care programme has potential to assmen by reducing risk, promoting healthy
lifestyle and improving readiness for pregnancy. vl as it is important to minimize fetal

malformatior{2).

Preconception health refers to things women cahedore and between pregnancies to increase
the chance of having a healthy baby and being Hhyeaother(3). As many women are not
aware of being pregnant at first, it is importaat @stablish healthy behaviors and achieve
optimal health well before pregnarfdy. A healthy pregnancy begins long before a woman
conceiveq3).It continues with appropriate prenatal care and/gméng problems if they arise.
The ideal result is a full-term pregnancy withoumnacessary interventions, the delivery of a
healthy baby, and a healthy postpartum period ipositive environment that supports the

physical and emotional needs of the mother, batyfamily(5).

In 2012, WHO organized a meeting to develop a dlabasensus on preconception care to
reduce maternal and childhood mortality and motiidin a review prepared for the meeting, the
list of programmes included in preconception ardabmo use prevention and cessation,
Nutrition, Vaccine, Fertility and infertility, Fernf@ genital mutilation, HIV testing and

counseling, Mental health, Substance use, Intinpaener and sexual violence, Premarital
counseling, Genetic counseling, Maternal and chiglth, Adolescent-friendly services, and

Occupational heal{B).

Even if maternal health has significantly improvedthe 21st century, but too many women
continue to die or suffer severe pregnancy comiatina every yea¢3).Worldwide by the end of
2015, 3 03 000 women will have died during andofelhg pregnancy and childbirth. Almost all

maternal deaths (99%) occur in developing countmnasre than half of these deaths occur in

1



sub-Saharan Africé7). In the same year, an estimated 5.9 million childrader 5 years of age
died, of those deaths, 45% were newbdB)sand Preterm birth complications are the leading
cause which is responsible for nearly 1 milliontdean 201%9).This risk of maternal and infant
mortality and pregnancy-related complications canréduced by increasing access to quality

preconception (before pregnancy) and interconcegbetween pregnancies) c#i®).

Between 2016 and 2030, as part of the SustainadelBpment Agenda, the target is to reduce
the global maternal mortality ratio to less thanpg® 100 000 live births and new born mortality
at least as low as 12 per 1000 live biffhsPreconception care has a positive impact on
reduction in mortality and improvement in healtitcaumes for the mother, offering long-term
benefits for the woman; improved health outcometierneonate/child, which will lead to health
benefits in later life as an adolescent and adettuction in the incidence of too-early and too-
frequent pregnancies and abortions; and improvenmettie nutritional status of mothers and
womer(11).



1.2. Statement of the problem

The Center for Disease Control (CDC) recommends aissessment and counseling for all
women of childbearing age as part of primary heeadtre visits in order to improve pregnancy
outcomegl0).But unfortunately, millions of women in the worttb not have access to pre-
pregnancy, pregnancy health services and childbaitih suitable quality, especially poor,

illiterate women or those in deprived ar¢h).

The World Health Organization (WHO) recently statieat globally four out of 10 women report
that their pregnancies were unplanned. As a re4d¥ of pregnancies miss the essential health
interventions required prior to pregnafity)According to PRAMS report 2004-2008 inUtah,
only 32% of the 30,481 reproductive aged individuaported they had received preconception

counseling, with significantly low rates among thegth unintended pregnan¢i/4).

In low-income countries, Preconception care hasbeen widely implementedbecause its aims
and objectives are not widely understood and aedé§)tDue to that premature deaths caused
by infectious diseases, maternal and perinatalitond and nutritional deficiencies is hidh).

If the risk factors were prevented, an estimateto & premature heart disease, stroke and
diabetes, and 40% of cancer could be preventedliygb6). So Preconception care has found a
place in the continuum of care aimed at improvirgtemal, newborn, and child health in Low
and middle income countri@s’).

Chronic disease Evidence also exists supportingripertance of preconception counseling and
planned pregnancy; however, it is estimated ndaliyof all pregnancies are unplann@®). In
fact, more than 60% of women with pregestationabdies have unplanned pregnancies, lack
access to preconception care, or feel challengedriply with glycemic control regimer{9).

As a result, 18% of these women do not seek eadpgtal care and fewer have any form of

preconception counseli(@0) A study conducted in Saudi among 355 childaring age women
with self-reported DM also showed, only 29.3% were providéith wreconception counseling

after being diagnosed with D(Z1).



A good pregnancy outcome is partly determined bynen's preconception health and healthy
lifestyle. Nowadays the incidence of congenital forahations, preterm births, low birth weight
and maternal mortality has not significantly deetinover the yeaf82).The preconception
period is seen as a critical period where inteeantan lead to both short term benefit, by
reducing pregnancy complications and adverse bticomes, and long term health ¢ais).
The importance of this element of contemporary theedre has been acknowledged by health
professionals and policy makers through internalidrodies and organizations. However, this
acknowledgement has not been translated to thelaggment of national policy in most

countries, outcomg4).

Ethiopia also one of the country with high Maternadrtality rate , 412 deaths per 100,000 live
births in 201625) and it accounts for 30 percent of all deaths tanew age 15-4926).
Preconception care is one of the Components ofrmadtbealth services that help to decrease
maternal mortality(27). Despite its importance in promoting maternal treatontributing to a
healthy pregnancy, little is known about how Etleop women, especially child bearing
women’s have been preparing for a pregnancy andt ey know about preconception
preparation.So this study was designed to assegwd¢laonception care utilization and determine
factors that influence the uptake and utilizatidrpreconception care among reproductive age

group women.



1.3. Significance of the study

This study can show how Ethiopianreproductive agenen prepare for healthy pregnancy and

what factors affect utilization of preconceptiomecand fill the literature gap in the area.

It also plays significant role for medical provideeducators, and policy makers for multiple
reasons. First, this study will provide insightsoimeproductive age women’s knowledge and
practice regarding Preconception care.Second eagesirhealth professionals to make changes
to Preconception careservices delivered to womienteeir practices. Also help Policy makers
and stakeholders with up to date information faufe planning and interventions.

Furthermore the study findings will be helpful father researchers as stepping stone for further
investigations in the area. The study will supphgéline information so as to improve utilization

of Preconception carein the country in the long run



CHAPTER TWO: LITERATURE REVIEW
2.1. Utilization of preconception care

An integrative review conducted on the prevalenod aature of the use of preconception
services by women with chronic health conditiondicates that the Prevalence of engagement
with preconception care services and practicesacbgtween 18.1% through to 4%28).

The study used data from the Pregnancy Risk Assadsionitoring System (PRAMS) for the
survey years 2005 to 2008; only 12.0% of Oklahomn@men received any type of counseling or
advice to prepare for becoming pregng@®y. Another study the 2009 — 2011 Maryland
PRAMS survey also, only 32% of women receive PQGrpo their most recent pregnan(30).

In addition PRAMS report 2004-2008 inUtah showeat,tonly 32% of the 30,481 reproductive
aged individuals reported they had received presmoien counseling, with significantly low
rates among those with unintended pregngmdy.

Another study done in London with n=1173women, all27% of women reported visiting a
health professional for advice about getting pregng1%) of all women and (63%) of those
with a planned pregnancy took folic acid beforegpancy .The 51% of all women who reported
advice from a health professional before becomiregmant were 2.34 times more likely to
adopt healthier behaviors before pregnancy as caxdpaith none for taking folic acid and 2.18

for adopting a healthier diet before pregna(gd).

Another cross-sectional quantitative study condiigte Sdo Paulo city, Brazil, Preconception
health behaviors were performed by only (15.9%\vofmen(32). Another study done in Brazil
among adolescents (n=126) also highlighting tha&@®4have not taken any action in preparation
for pregnancy. Among the measures adopted, nomfisgicohol was the most frequently
mentioned. The use of folic acid before conceptiwas reported by only one adolescent
(0.7%)33).

A community-based cross-sectional study conductadng migrant women in China reveled

that only 20.6% of women had received R84)Another study done in Sri Lanka among

consecutively recruited 250 pregnant women preseritir booking antenatal care at <28 weeks
gestation, Only 27.2% of subjects had received B6C



Anothercross-sectional study conducted in Saudingn®®5 childbearing age women withself

reported DM, showed that only 29.3% were providéthi preconception counseling after being
diagnosed with DNR1).

Study done in Nigeria revealed that determinanfslaf acid intake during preconception and in
early pregnancy, the majority of respondents (92.8%k FA at some point or the other during
pregnancy. Only (2.5%) respondents took FA duriregpnceptio(B6).

A cross-sectional study conducted in Sudan amomgddective Age Women with Rheumatic
Heart Disease indicates that 40% of the particgpamtthe study had been offered counseling
against pregnancy and only half of the women hauh lweunseled as coup(8g).

2.2. Factors associated with utilization of precoreption care

The study used data from the Pregnancy Risk Assdsionitoring System (PRAMS) for the

survey years 2005 to 2008 in Oklahoma indicates Wamen who received preconception care
were more likely to be more than 25 years of ageehsome college education, or be married.
They were also more likely to have health insurapder to pregnancy, had an intended

pregnancy, and were trying to become pregnantedtinie of conceptigi29).

A study done in Utah also indicates that women geurthan age 20, women aged 20-24, and
women who lacked health insurance prior to pregpdrad significantly higher odds of not
reporting a preconception visit. These results aidecated that being primigravid and having 16
years or more of education had significantly higheds of reporting a preconception \(i38).

The 2009 — 2011 Maryland PRAMS survey showed thealtd and behavioral factors are

associated with increased likelihood of Preconoeptiare included a pre-existing diagnosis of
diabetes .asthma, a dental cleaning in the year fripregnancy and consumption of a prenatal
vitamin at least one day per week in the monthrpigopregnancy. Women with unintended

pregnancy and a prior term birth were associatithl avdecreased likelihood of preconception
carg30).

Another study done in London showed that Taking:fatid or vitamin supplementation before

pregnancy was significantly associated with agenieity, employment status and educational

achievement, taking (other) medication, having evimus miscarriage, stillbirth or termination



due to fetal abnormality and pregnancy planniRgducing or stopping smoking before
pregnancy was also significantly associated with agd employment status, while reducing or
stopping alcohol was significantly associated whitdwving a relevant medical condition or a
previous miscarriage, stillbirth or termination doeabnormalitie@1).

A cross-sectional quantitative study conducted &o faulo city, Brazil, showed that a strong
association between the preconception health betsagnd a planned pregnancy with odds of
16.77. Age over 30 years, paid work, and the tinterval between menarche and first sexual

intercourse were also associated with completirgggrception measures without considering

pregnancy plannin@2).

A study conducted among migrant women in Chinalesv¢hat Younger age women (20-24
years old) were less likely to receive PCC compaveti women older than 25 years of age.
Compared with the families with only one child, skovith more than one child were less likely
to receive PCC.Knowledge of maternal health care alao associated with receiving PCC.
Women who had a better knowledge of maternal hezdtie were 1.3 times more likely to
receive PCQ34).

In another study done in Sri Lanka, an educatideal < G.C.E.O/L (General Certificate of
Education, Ordinary Level) also carried a higheskrof not receiving PCG35)A study
conducted in Saudi among women with diabetes raslilndicates that women with extensive

level of PCC knowledge were highly provided witle@onception counselin@l).

Another Study done in Nigeria among reproductive a@men regarding factor that influences
utilization of maternal health care services shdvet poor knowledge of the existing services,
previous bad obstetric history; attitude of theltieeare provider, availability, accessibility and
husband's acceptance of the maternal healthcaveeesewere the major variables associated
with barriers to utilization of maternal health\aees. Women’s with higher level of education
and who had a better knowledge of maternal heath were more likely to utilize maternal
health care services like pcc. The finding alseated that women with higher age and parity
were less likely to utilize maternal health careveeq36).



A gualitative study conducted in Iran reveled timportance of integration of PCC with other

health care services. Data analysis among healfiegsionals also showed that any opportunity

should be used for PCC because it is rare thatraanasks for preconception c§8&).

2.3. Conceptual frame work
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Figure 1.Conceptual frame work on Utilization of Preconi@piCare and Associated Factors

among Reproductive agegroupWomen in DebreBirhanTdlenth Shewa, Ethiopia, 2017.

(Developed after review of different literature)

***The broken line indicates there may be relathrt not the intention of the researcher in thiglgtu



CHAPTER THREE: OBJECTIVES
3.1 General objective

To assessultilizationof preconception care and &sgsdcfactors among reproductive age

group women in DebreBirhan Town, North Shewa, Kit#ip2017.

3.2 Specific objectives

1. To determine the level of preconception care wailnamong reproductive age

groupwomen in DebreBirhanTown, North Shewa, Etlap@D17.

2. To identify the factors associated with precone@pttare among reproductive age
groupwomen in DebreBirhanTown, North Shewa, Ettdp@D17.
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CHAPTER FOUR: METHODS AND MATERIAL

4.1. Study area and Period

The study was conducted in Debre Birhan Town, N&ftloa Zone, Amhara Regi@thiopia,
fromMarch £'to March 30, 2017 .The town is established in 18B&mperor Zera Yaeqob. It
is situated in Amhara National Regional State amdtently, the city is serving as the seat of
Northern Shoa Zone Administration. The town is tedaat 130 kilometres northeast of Addis
Ababa on the way to Dessie-Mekele route. The ggdagal coordinates are approximately at
9°41' North latitude and 39°40' East longitude ahdracterized by cool temperate climate. The
annual average temperature of the city ranges leetwl€C in the coldest month (August) to
26°C in the hottest month (April). Average annuahfall ranges between 814 to 1080 mm. The
town is divided in to 9 Kebeles that has a totalaanf 14.71krhwith an average elevation of
2840 meters above sea level. According to the mébion obtained from District Health Office,
in 2015/16, the total population size of the di$tis putted as 92,887 out of which 54.78%
(50,883) are women. From those women 23.58% (2),808 age betweenl15-49. There isone
referral hospital, four health centres, one unitgiend four colleges under government and, one

private hospital and 17 private clinics in the towmre study was conducted from Marcita 30,

2017.

4.2. Study Design

A community based cross-sectional study designemgsoyed.

4.3. Population

4.3.1. Source population
All reproductive age (15-49years) women who livedebre Birhan town

4.3.2. Study population
All selectedreproductive age (15-49years) women livieal in Debre Birhan town

4.3.3. Study unit
Individual reproductive age group women
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4.4. Inclusion and exclusion criteria

4.4.1. Inclusion criteria
All reproductive age group women who had historypcggnancy andwho lived in

Debre Birhan Town for 6 months and above were ot

4.4.2. Exclusion criteria

Women’s who are critically illor unable to talk kisten during the study period were

excluded.
4.5. Sample size determination
Quantitative

Sample size was determined by single proportioorméd& by considering proportion of
preconception care utilization hence, there is masonable estimate about utilization of
preconception care, and then 50% (0.5) was useettthe maximum sample size, 95%CI and

5% of marginal error.
Therefore, based on the above assumptions the sampl could be calculated as:

n=(4/2)2 x P x (1-P)

d2

n= (1.96)20.5(1- 0.5)
(0.05Y

n=384.16
So, minimum sample size, n=384.1885

Considering 10% non-response rate, total sampéeveasd24.

Therefore424reproductive age group women were subjects ofttiays
Where Z,, is standard score value for 95 % confidence le¥alwo sides normal distribution
(Z=1.96 for 95% Confidence level)
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Qualitative
Eight health professionals sevenfrom health instituand one from Woreda health officewere

included in the study.

4.6. Sampling procedure

The entire nine Kebeles of Debre Birhan town waeraA total number of households in each
Kebele were taken from the 2017 work plan of thetit Health Office. The sample size for
each Kebele was determined proportionally to thalmer of households with in each Kebele. To
reach the study unit systematic sampling techniyas used in the Kebeles. The sampling

interval of the households in each Kebele was deted by dividing the total number of

households in the specific Kebele to the allocatdple size (N/H)Nhich is forty two. The first

house was selected randomly in one place and G\Z’g}y\ouse for all Kebeles was asRéfhen

there was no eligiblewoman in the selected housaslryy house was asked. In case of more than
one eligible woman were encountered in the selelstegehold, a lottery method was used to

determine which woman would be interviewed.
For qualitative study

The key informants for in-depth interview were s&del usingpurposiverandom sampling
technique.The purpose was health professionalsviea¢ working on maternal, sexual and
reproductive health services and related issues.
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Figure 2: Schematic representation of samplingqutoce

4.7.Data collection instrument and procedures
4.7.1. Data collection instrument

Quantitative

An interviewer-administeredstructured questionnau@s used for data collection. The study
guestionnaire consists of different parts for datbection up on the tool adapted from previous
literatures in different parts of the world and nfiedl according to local contex81), (33), (39),
(41)In general the questionnaire consisted ofinfornmata socio-demographic characteristics,
Obstetric characteristics, Knowledge based infoionatPractice based of questions, Health
status of women and health facility related questio
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Qualitative

Semi structured in-depthinterview guide wasusedltect the data.

4.7.2. Data collection procedure

Quantitative

Data was collected using a pre-tested structuregtopnnaire through face to face interview. Six
(6) Diploma nurse and three (BSc) holder supersisdro were familiar with the study area and
experienced in data collection were hired to coltee data after attending one day training on
the aim of the study, content, objective, datasmibn and interviewing technique and, issue on
confidentiality. During the data collection, regukupportive supervision and discussion with
data collectors and supervisors was done. Everytdaysupervisors were checked all the filled

guestionnaires for completion and clarity.
Qualitative

The principal investigator were collected the dayathe assistance ofone Msc degree who are

experience on qualitative data collection.

4.8. Variables
4.8.1. Dependent variables

* Preconception care utilization

4.8.2. Independent variables

e Socio-demographic characteristics (Age, MaritatustaReligion, Ethnicity, Educational
status, Occupation ,Family size, monthly familydme)

« Knowledge on preconception (benefits to couples)

* Obstetric and gynecological factors (Gravidity, iarPrevious still birth ,Previous
miscarriage, Previous preterm birth, Previous coitgkabnormality, previous neonatal
death, history of contraceptive use)

» Health facility related (Availability, Accessibi\i}

* Preexisting medical conditions ( HTN,DM, AsthmaMAAIDS, Infertility, Epilepsy)
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4.9. Operational definition

Preconception care-Any interventions either advice or treatment, aifestyle Modification a
women received regarding components of preconaeptiare before being pregnéti).
(Preconceptioncare Components in this study iskistimg and counseling, STI screeningand
treatment,  Infertility/sub-fertility  treatment,  Nitton,  Ferrous  supplementation,

Immunization,Advice on cessation of alcohol,Advice@ssation of cigarette smoking).

Unit for preconception care: is a unitwhere women'’s received care regarding amapt of

preconception care before being pregnant.

Preconception care utilizationif womenreceived any interventions either advicdreatment,
and lifestyle modification regarding componentpdconception care at least once before being

pregnant.

Good knowledge: Those who have scored above or equal to 50% ofcomesponses to

preconception care knowledge quest{das.

Poor knowledge: Those who have scored less than 50% of correconssg to preconception

care knowledge questio@dd).

Accessibility: The location of client to health facility it takesto account clients travel time on
foot(less than 5 kilometer).

Adequatemedication If a woman getsmedications like STI treatmentamins, vaccinations
and iron folic if she goes there for any cases.

Adequate laboratory:If a woman gets laboratory like STI screening, H&gting, blood group

and Rh, urine analysis, hematocrit and hemoglosimef goes there in any cases.
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4.10. Data Processing and Analysis

The collected data was first checked manually fomgleteness, missed values, unlikely
responses and then coded, and entered to Epi dafa Bhen the data were exported to SPSS
version 21 for data checking, cleaning and analySiace data was exported frequency
distribution of all variable was examined to chdok data entry errors. Simple descriptive
analysis such as measures of central tendency, disp@rsion and proportion was used to
summarize the finding. Bivariate analysis was pented to assess the association of each
independent factor with dependent variable. Vaealith p-value less than 0.25 in bivariate

analysis were selected as candidate and enteethudtivariate logistic regression.

In the multiple logistic regression analysis, baakivregression method was used to develop the
final model for the dependent variable. Independactors associated with preconception care
utilization were declared with p value less thad50.0R and 95% CI were used to show the

strength and significance of the association. Resutre presented using tables, graphs and text.

For the qualitative part thematic analyses wereleyeg to extract meanings out of the texts
manually.First the data was transcribed and cotleen categorized and thematized in line with
predetermined thematic areas. Factors affectiigaiton of preconception care as explained by
the participants were thematically categorized iowdedge and health facility related factors.

Then finally results were presented by supportiit the quantitative data

4.11. Data quality management

The data collection tool was translated into ldaabuage, Amharic by experts in both languages
and was translated back to English by another petsoensure consistency and accuracy.
Training was given to both the data collectors anplervisors for one dayon the purpose of the
study, data collection tools and procedure, howinterview, handling ethical issues and
maintaining confidentiality and privacy. Each swypeor and Principal investigator was
supervised data collectors and checked all thedfijuestionnaires for completion, clarity and
consistency on daily bases. The gquestionnaire wasegted on 5% of calculated sample size to
familiarize enumerators with the administration tbke interview process and for ensuring
consistency. The pre-test study covered 22 eligibfmoductive age group women who are
living in Shewarobit town, which become out of theain study two weeks before the
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commencement of the main data collection. Debrgefiessions were held with the pre-test field
staff and the questionnaires were modified basdéssons drawn from the pre-test. The validity

of the tool was also approved by experts.

4.12. Ethical considerations

Ethical clearance and approval letter to conduetlystwas obtained from Jimma University

institutional review board and a letter of coop@ratwas taken from the institute of health to

DebreBirhan Town health office. The purpose of #tady was explained to the study

participants and oral informed consent was seclrefdre data collection was started and
confidentiality of the information was ensured lmding. Participation was on a voluntary basis
after written consent, and responses were keptidamtfal. The interview was undertaken

privately in separate area. Only authorized persas get access to raw data collected from the
field.

4.13. Dissemination of the Result

Up on finalization of the analysis and interpretatof the result comprehensive report will be
submitted to Jimma University institute of healsichool of nursing and midwifery. Hard and
soft copies will be submitted to school, then itlwe disseminated to DebreBirhantownhealth
bureau and other local governmental and non-goventeth organizations working in the area
through presentations on conferences as well t@won@munity; with that, it will help them to
improve the problem. Also it will be presented em@ars, workshops and conferences .Further

effort will be made to publish on relevant and rtale journal.
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CHAPTER FIVE: RESULT
5.1. Socio demographic characteristics

A total of 410 subjects were participated with apanse rate of 96.7%. The mean age of the
participants was 28.8 years, with standard dewnatiot6.739 and with maximum and minimum
age of 46 and 18 years respectively Three hundrgiak €75.1%) of the participants were
Amhara and 310(75.6%) were Orthodox Christian. @uedred and sixty seven (40.7%) of
respondents had a monthly household income of BOOQ- ETB and 141(34.4%) were
educational level of more than secondary schoojoMw of the participant$04 (74.1%) were
married and 118(28.8%) of women were Governmentl@meps. One hundred thirty four
(43.4%) and 1501(9.3%) of the participant’'s husband were Governmentleygps and More
than secondary school respectively. Majority of geeticipants 208(50.7%) has family size

below the mean <4 (Table 1).
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Table 1: Distribution of study subjects by sociordgraphic characteristics in Debre
Birhantown, North Shewa, Ethiopia, March 2017(n=410

Characteristics Category Frequency(N) | Percent (%)
Age of mother 15-24 114 27.8
25-34 207 50.5
35-49 89 21.7
Religion Orthodox 310 75.6
Muslim 45 11
Protestant 41 10
Catholic 14 3.4
Ethnicity Amhara 308 75.1
Oromo 60 14.6
Tigray 23 5.6
Guragie 19 4.6
Marital status Married 304 74.1
Single 78 19.0
Others 28 6.8
Educational status of | No formal education 60 14.6
women Primary school 73 17.8
Secondary school 136 33.2
More than secondary 141 34.4
Women occupation | House wife 103 25.1
Government employee 118 28.8
Market trade vendor 90 22.0
Student 73 17.8
Daily laborer 26 6.3
Husband education | No formal education 21 6.9
(N=304) Primary school 53 17.4
Secondary school 80 26.3
More than secondary 150 49.3
Husband occupation | Government employee 132 43.4
(n=304) Market trade vendor 106 34.9
Daily laborer 48 15.8
Other$ 18 5.9
Total household <1000** 70 17.1
income per month in | 1000-3000** 167 40.7
ETB 3000-5000** 109 26.6
>5000** 64 15.6
Family size <4 208 50.7
>=4 202 49.3

OtherdWidowed and Divorced

Other§farmer and student

**Birr
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5.2. Obstetric and gynecologic characteristics

More than half 213(52.0%) of the respondents hatbfy of one pregnancy and 216(54.1%) of
them had <2 alive children. The majority 275(67.18b)respondents had a history of family

planning use. Twenty three (5.6%)of the respondeatshistory of spontaneous abortion (Table
2).

N—r

Table 2:Distribution of study subjects by their @tsc and gynecologic characteristics in Debre
Birhan Town, North Shewa, Ethiopia,March 2017(n=2410

Variable | Frequency (N) | Percent (%)
Number of pregnancy
<2 213 52.0
>2 197 48.0
Number of live birth(n=399)
<2 216 54.1
>2 183 45.9
Yes 23 5.6
No 387 94.4
Yes 13 3.2
No 397 96.8
Yes 11 2.7
No 399 97.3
Yes 10 2.4
No 400 97.6
Yes 9 2.2
No 401 97.8
Yes 275 67.1
No 135 32.9
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5.3. Health status of women

Fifty (12.2%) of respondents had a chronic healttbifem and from those who had chronic
health problem 22 (44%) of them were known hypeitenpatients (figure 3).Only 23(46%) of
participants who had chronic health problem reakipeeconception counselingmong those
who received preconception counseling majority 53{%) of them counseled about
Maintaining optimal weight control, 10(43.5%) maiiming a regular exercise program, 8
(34.8%) maximizing diabetes mellitus control, 7@®) ceasing tobacco, alcohol, and drug use
and 3(13%) change or cessation of their medication.

50

0,
45 44%

40
35
30 28%
25
20%

2

0 16%
15

10%

10 l

0

Hypertension HIV/AIDS Diabetes mellitus Asthma Epilepsy

proportion

6]

type of diseas

Figure 3: Types of chronic health problem amongraepctive age women in Debre
BirhanTown,North Shewa ,Ethiopia,March 2017(n=50)
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5.4. Preconception care knowledge score

Among the total of 410 participants, 145 (35.4%jvoimen have heard about preconception care
before. For those who have heard about preconcepéie; the major source of information was
health workers 92 (63%) and minority 39 (26.9%)tleém have heard from friends/family.
(Table 3).

Level of women’s knowledge on preconception care weeasured based on correct response
using six preconception care knowledge questiord thie question wasscored out of 18
pointswomen’s knowledge was categorized by using %3 cut of poinThe minimum and
maximum score of participants was 0 and 18 respayti Seventy one (17.3%) of them had

good knowledge on preconception care (figure 4)

Table 3: Women'’s information on general conceppraiconception care in Debre Birhan Town,

North Shewa, Ethiopia,March 2017(n=410)

Variables | Frequency (N) | Percent (%)

Ever heard

Yes 145 35.4
No 265 64.6
Information heard from(n=145)

Friends/family 39 26.9
Mass media 49 33.8
School 50 34.5
Health workers 92 63
preconception care needed

For women only 77 18.8
For women and men 129 31.5
Don’t know 204 49.8
preconception care important

For baby only 35 8.5
For mother only 28 6.8
For baby and mother 164 40.0
Don’t know 183 44.6
Preconception care benefit couples

No 166 40.5
Yes 244 59.5
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Knowledge of preconception care

= Poor knowledge

O Good knowledge

Figure 4:Women's general Knowledge about precormemiare in Debre BirhanTown, North
Shewa,Ethiopia,March 2017 (n=410)
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5.5. Health facility related factors

As shown in the table 4 below availability of heafacility in the study area was assessed.
Accordingly all 410 (100%) of respondents confirrhet availability of health facility
(hospital/health center). Majority 307(74.9%) arlf A70%) of the participants confirm that
there were availability of adequate medication dadooratory service respectively.Only 23
(5.6%) of the participants confirm that there waret for delivery of preconception care.Two
hundred and fifty (61%) of participants mentionédtttime to reach nearby health facility on

foot took <5 kilo meters.

Table 4:Availability and accessibility of healthcfity in Debre Birhan Town, North Shewa,
Ethiopia,March 2017.

Variables \ Frequency (N) Percent (%)
Availability of adequate laboratory service
Yes 287 70
No 32 7.8
Don't know 91 22.2
Availability of adequate medication
Yes 307 74.9
No 31 7.6
Don’t know 72 17.6
Availability of unit for preconception care
Yes 23 5.6%
No 135 32.9%
Don’'t know 252 61.5

Time to reach health facility (on foot)
<5 km 250 61.0
>5 km 160 39.0
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5.6. Utilization of preconception care

Fifty five (13.4%) women’s were utilized precondept care services (figure 5). Among those
HIV testing and counseling was majorly utilized ®4.(7%) service. Fourteen (25.5%) of the
participants who received of preconception careedachallenges during care. Among the
participants who faced challenges majority 10(7J.48ld consumption of extended time during
care provision and negligence from health care idesg. Among the study participantswho are
married majority 48(92.3%) had support from thaislbands for preconception screening. Only
4 (7.7%) of the subjects have no support towards ftam their husband, among those all of the

husbands due to lack of knowledge on how precorarepare benefits the couples.

Utlization of preconception care

13.4%

Utilization

Non Utilization

86.6%

Figure 5: utilization of preconception care amoegroductive age group women in Debre
Birhan Town, North Shewa, Ethiopia, March 2017 (b&4
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Table 5:Women's utilization of the components mcpnception care in Debre Birhan Town,

North Shewa, Ethiopia,March 2017(n=55)

Variable Frequency (N Percent (%

Yes 51 92.7
No 4 7.3
Yes 24 43.6
No 31 56.4
Yes 7 12.7
No 48 87.3
Yes 21 38.2
No 36 61.8
Yes 8 14.5
No 47 85.5
Yes 20 36.4
No 35 63.6
Yes 9 16.4
No 46 83.6
Yes 8 14.5
No 47 85.5
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5.7. Reason for non-utilization of preconception ca

From the study participants who didn't receive pneeption care service majority 252 (71%)
were due to they didn't know as there was suchmacgseand minority 61 (17.2%) were due to

the reason that lack of integrated preconceptioad (Table 5).

Table 6: Reason for non-utilization of preconceptare among reproductive age group women
in Debre BirhanTown, North Shewa,Ethiopia, Marci2(=355)

Reason for non-utilization of | Frequency (N) Percent (%)

preconception care (n=355)

| didn't know as there was such 252 71
service

Health care providers didn't told 182 51.3
me to have the service

I'm not certain that 103 29

preconception will benefit me

Due to lack of integrated 61 17.2

preconceptional care
Others * 6 1.4

Others* do not want to be pregnant, unplanned Eegy
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5.8. Factors associated with utilization of precoreption care
5.8.1. Bivariate analysis

In the bivariate analysis, independent variablegngap-value less than or equal to 0.25 were
considered as a candidate for multivariate analysisording to these criteria women’s age,
education and occupation, marital status, Totalshbald income per month, family size,
knowledge of women about preconception care sesyibestory of preterm birth, history of

contraceptive use, Preexisting chronic medical lprab availability of adequate laboratory
service, availability of adequate medication, afallty of unit for preconception care were

variables that are candidate for multivariate asial{table 6 and 7).
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Table 7: Bivariate analysis of socio demographiciowdedge and preexisting medical
conditionrelated factors associated with utiliaatof preconception care in Debre Birhan town,
North shewa, Ethiopia, 2017(n=410)

Variable Category Utilization of PCC P-Value COR,95%ClI
Yes No (<0.25)
Age of 15-24 8(14.5%) 106(29.9%) 1
women 25-34 32(58.2%) | 175(49.3%) 2.423(1.076,5.454)
35-49 15(27.3%) | 74(20.8%) 2.686(1.083,6.659)
Marital Married 52(94.5%) | 252(71.0%) 1
status Single 1(1.8%) 77(21.7%) 0.063(0.009,0.463)
Others 2(3.6%) 26(7.3%) 0.373(0.086,1.619)
Educational | No formal education 1(1.8%) 59(16.6%) 0.055(0.007, 0.416)
status of| Primary school 6(10.9%) 67(18.9%) 0.293(0.117,0.737)
women Secondary school 15(27.3%) 121(34.19 0.406(0.209, 0.787)
More than secondary33(60.0%) | 108(30.4%) 1
Women House wife 12(21.8%)| 91(25.6%) 1
occupation | Government 30(54.5%) | 88(24.8%) 2.585(0.245, 5.369)
employee
Market trade vendon  11(20.0%) 79(22.3%)| 0.903 1.056(0.442,2.525)
Student 1(1.8%) 72(20.3%) | 0.263 0.303(0.038,2.446)
Daily laborer 1(1.8%) 25(7.0%) 0.105(0.013, 0.829)
Total <1000** 1(1.8%) 69(19.4%) 0.030(0.004,0.229)
household | 1000-3000** 13(23.6%) | 154(43.4%) 0.173(0.080,0.373)
income per 3000-5000** 20(5.9%) 89(25.1%) 0.460(0.226,0.938)
month  in| >5000** 21(5.9%) 43(12.1%) 1
ETB
Family size | <4 23(41.8%)| 185(52.1% 1
>4 32(58.2%) | 170(47.9%) 1.514 (0.852,2.690)
preexisting | Yes 10(18.2%) | 40(11.3%) 1.750(0.818,3.742)
medical No 45(81.8%) | 315(88.7%) 1
condition
Knowledge | Poor knowledge 28(50.9%) 331(87.6%) 1
of women| Good knowledge 27(49.1% 44(12.4%)- 6.816(3.682,12.616
on PCC
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Table 8:Bivariate analysis of Obstetric, gynecotagidhealth facility related factors associated

with utilization of preconception care in Debre Hmn town, North Shewa, Ethiopia,

2017(n=410)

care services

know

Variable Category| Utilization of PCC P- COR,95%ClI
yes No Value
(<0.25)

No of pregnancy | <2 27(49.1%)186(52.4%) 1

>2 28(50.9%) 169(47.6%)| 0.648 1.141(0.647,2.015)
No of live birth <2 26(48.1%) 190(55.1%) 1

>2 28(51.9%) 155(44.9%) 0.316 | 1.320(0.743,2.345)
History of Yes 2(3.6%) 21(5.9%) 0.499 0.600(0.137,2.634)
abortion No 53(96.4%)| 334(94.1%) 1
History of still Yes 1(2.0%) 12(4.8%) 0.545 0.529(0.067,4.153)
birth No 49(98.0%) 238(95.2%) 1
history of preterm| Yes 3(55%) |8(23%) [J0MB6 2.502(0.643,9.736)
birth No 52(94.5%)| 347(97.7%) 1
History of Yes 1(1.8%) | 9(2.5%) 0.750 |0.712(0.088,5.732)
congenital No 54(98.2%)| 346(97.5%) 1
abnormality
History of Yes 2(3.6%) | 7(2.0%) 0.440 1.876(0.380,9.272
neonatal death | No 53(96.4%)| 348(98.2%) 1
History of Yes 45(81.8%)| 230(64.8%)[10:085 | 2.446 (1.192, 5.019
contraceptive use No 10(18.2%)| 125(35.8%) 1
Availability of Yes 43(78.2%)| 244(68.7%) 1
adequate No 6(10.9%) | 26(7.3%) 0.576 | 1.309(0.509,3.369)
laboratory service Don't 6(10.9%) | 85(23.9%) 0.401(0.165,0.975)
Availability of Yes 48(87.3%)| 259(73.0%) 1
adequate No 3(5.5%) | 28(7.9%) 0.383 | 0.578(169, 1.978)
medication Don'’t 4(7.3%) | 68(19.2%) 0..317(111, 0.911)

know
Availability of Yes 6(10.9%) | 17(4.8%) 8.541(2.772,26.316)
unit for No 39(70.9%)| 96(27.0%) 9.831(4.720,20.476)
preconception Don't 10(18.2%)| 242(68.2%) 1
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5.8.2Multivariate analysis

The final model was fitted using backward stepwagistic regression method. All variables
which had shown statistically significant associatduring the bivariate analysis were included

in the final model to control the effect of confaian.

Finally, women’s age, marital status, educatioriatus, knowledge about preconception care
services and availability of unit for preconcepticare were found to be the factors associated

with preconception care utilization.

As shown in the table 6 below, women whose agetidByears were 3.6times more likely to
utilize preconception care than women whose ad®-24 years (AOR: 3.567 ; 95% CI: 1.082,
11.758). Accordingly women who have good knowledfjpreconception care services were 6.2
times more likely to utilize preconception carertlibat of poor knowledge (AOR= 6.263; 95%
Cl: 2.855, 13.739).

The Qualitative study also supports this findiragK of awareness about preconception care is
the major problem that affects the utilization lod service among reproductive age groups.

As one of a 30 years old female participant saidthe main problem here is lack of familiarity
and knowledge of PCC both among women’s as wdlleatthcare professionals’, for example
we provide preconception information when we direcilsked by the women rather than

spontaneously offer ft.

Similarly a 34 years old male participant sdithere is not a concept of preconceptinrour
society, so using special way of giving informai®rery important, especialliMedias have a

great role on this.”

In addition as explained by a 28 years old femaldigpant:“Our problem is that our target
group does not have information on pregnancy aralthend has not yet believed that what the

benefits of PCC, so they do not take the service.”

In addition Women who mentioned there is availabi@for preconception care were 14 times
more likely to utilize preconception care than wonveho don’t know availability of unit for
preconception care (AOR: 13.938;95% CI: 3.516,55)28lso women who mentioned that there
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is no availableunitfor preconception care delivergre 10 times more likely to utilize
preconception care than women who don’t know abdity of unit for preconception
care(AOR: 10.027;95% CI: 4.331,23.320).

Most of the participants of in-depth interview algated that, the lack of a centrally coordinated
and comprehensive offer of PCC was also anotheeitisat was raised as an important reason

for the low uptake of PCC amongst reproductive grgeps.

As explained by a 38ears old male participant saiteven though the government believes on
this program, there is Poor organization and coastion of PCC during routine care. Due to
that there is limited information about the availdlp of the service among women’s regarding

pcc so many women’s comes to health institutiomvghe get pregnant.”

In addition another a 32 years old female partiisiated thatEventhouh there is no available
unit for delivery of PCC alone in our health caetting, PCC is given by integration with other

maternal and reproductive health care services ANC and family planning services.”

However,women who did not attend formal educati@nen92.4% (AOR: 0.076; 95% CI: 0.009,
0.639) less likely to utilize preconception cararttwomen whose educational level more than
secondary. Also single women were 93.8% (AOR: 0.@%20 CI: 0.007, 0.585)less likely to

utilize preconception care than married.

33



Table 9: Factors associated with utilization ofcpreception care among reproductive age group
women in Debre Birhan Town, North Shewa, Ethiopiargh 2017 (n=410)

Variable Utilization of PCC P-Value COR,95%CI AOR,95%ClI
ves No (<0.05)

Age of the women
15-24 8(14.5%) 106(29.9% 1
25-34 32(58.2%) | 175(49.3%)0.558 2.423(1.076,5.454)| 1.373(0.475, 3.97
35-49 15(27.3%) | 74(20.8%)| 0.037* 2.686(1.083,6.659) | 3.567 (1.082, 11.7%8)
Marital status of women
Married 52(94.5%) | 252(71.0%) 1
Single 1(1.8%) 77(21.7%) | 0.015* 0.063(0.009,0.463) | 0.062 (0.007, 0.585)
Others 2(3.6%) 26(7.3%) 0.693 0.373(0.086,1.619) 1.39269.7.234)
Educational status of women
No formal education | 1(1.8%) 59(16.694)0.017* 0.055(0.007, 0.416)| 0.076 (0.009, 0.63
Primary school 6(10.9%) | 67(18.9%) 0.089 0.293(04.¥87) | 0.380(0.124, 1.160)
Secondary school 15(27.3%) 121(34.1%)092 0.406(0.209, 0.787 0.497(0.221, 1.11¢4
More than secondaryy 33(60.0%) 108(30.4%) 1

Occupation of women

2)

J

2)

House wife 12(21.8%) | 91(25.6%) 1

Government 30(54.5%) | 88(24.8%)| 0.320 2.585(0.245, 5.369) (®880,1.753)
employee

Market trade vendor | 11(20.0%) | 79(22.3%)| 0.566 1.056(0.442,2.525) 00.233,2.220)
Student 1(1.8%) 72(20.3%)| 0.716 0.303(0.038,2.446) 0.65®#,6.604)
Daily laborer 1(1.8%) 25(7.0%) 0.311 0.105(0.013, 0.829) 0.24A(®,3.777)
Total house hold income per month

<1000 birr 1(1.8%) 69(19.4%)| 0.083 0.030(0.004,0.229)  0.1191(D1.324)
1000-3000 birr 13(23.6%) | 154(43.49%)0.142 0.173(0.080,0.373)| 0.441(0.148,1.316
3000-5000 birr 20(5.9%) | 89(25.1%)| 0.377 0.460(0.226,0.938) 1.628(1.666)
>5000 birr 21(5.9%) | 43(12.1%) 1

Family size

<4 23(41.8%) | 185(52.1%) 1

>4 32(58.2%) | 170(47.9%)0.833 1.514 (0.852,2.690) 1.101(0.450,2.692
History of preterm birth

Yes 3(5.5%) 8(2.3%) 0.135 2.502(0.643,9.736)3.824(0.659,22.201)
No 52(94.5%) | 347(97.7%) 1

History of contraceptive use

Yes 45(81.8%)| 230(64.8%)0.988 2.446 (1.192, 5.019) 1.008(0.318,3.156)
No 10(18.2%) | 125(35.8%) 1

preexisting medical condition

Yes 10(18.2%)| 40(11.3%) 0.146 1.750(0.818,3.742) .999(0.786,5.087)
No 45(81.8%) | 315(88.7%) 1
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Knowledge of women on PCC

Poor knowledge

28(50.9%

331(87.6

)0)

1

Good knowledge

27(49.1%

44(12.49

)0.000**

6.816(3.682,12.616

6.263(2.855,13.739)

Availability of adequate laboratory service

Yes 43(78.2%)| 244(68.7%) 1

No 6(10.9%) | 26(7.3%) 0.962 1.309(0.509,3.369)1.033(0.271,3.933)
Don't know 6(10.9%) | 85(23.9%) 0.689 0.401(0.165/6) | 0.735(0.162,3.327)
Availability of adequate medication

Yes 48(87.3%)| 259(73.0%) 1

No 3(5.5%) 28(7.9%) 0.269 0.578(169, 1.978) 0.416(0.088,1.969)
Don’t know 4(7.3%) 68(19.2%)| 0.539 0..317(111, @P1 | 0.661(0.177,2.475)
Availability of unit for preconception care

Yes 6(10.9%) | 17(4.8%) | 0.000** 8.541(2.772,26.316) 13.938(3.516,55.251
No 39(70.9%) | 96(27.0%)| 0.000** 9.831(4.720,20.476) 10.027(4.331,23.320
Don’'t know 10(18.2%)| 242(68.2%) 1

** Significant level <0.001,*Significant level <050

35



CHAPTER SIX: DISCCUSION

The study revealed that overall utilization of mneception care by reproductive age group
women was 13.4%.Women's age, marital status, eidumedt status, knowledge about
preconception care services and availability of tori preconception care were found to be the
factors associated with preconception care utibnat

As shown in the above utilization of preconceptcane by reproductive age group women in
this study was 13.4%which issignificantly higher than study carried out in Nige(2.5%)
(36).The highest prevalence is due to, in Nigeria thevg@lence was done only for folic acid
intake with small sample size but in this studifedent components of preconception care was
assessed according to WHO (2012) recommendatidn méiximum representative sample size
which make the study comprehensive.

However, it is significantly lower than the findifgpom Sudan (40%}37)High prevalence in

Sudan might be due to, it is hospital based whishdone only on small sample size of
reproductive age women's with Rheumatic heart desédso it is lower than studies from Saudi
Arabia (29.3%)(21)and Sri Lanka (27.2%)35).The possible explanation might be due to the

difference in study setting, study participants hedlth care system of the countries.

This finding alsolower than study conducted in Mang (32%)(30)and Brazil (15.9)32).This
might be due to the fact that this are reports-8fy2ars cumulative results that were conducted
on different study participants with large sampige sn different study settings and period. It is
also significantly lower than study conducted inr@h(20.6%)(34)and London (27%31).This
might be due to the fact that there were differanceulture, health care system and educational

status of women.

The major factors that influenced utilization oeponception care in this study were women’s
age, marital status, educational status, knowledigeut preconception care services and

availability of unit for preconception care.
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It was observed that women whose age is from 3yled®s were 3.6times more likely to utilize
preconception care than women whose age is 15-B3l{@&@R: 3.567; 95% CI: 1.082,11.758).
This finding is not consistent with studies coneéuicin Utah(36) Brazil (32)and China

(34)Older women may have thought they were not on anogpiate age for conceptionand they

areat risk for pregnancy complication. Thus, thended to use Preconception care.

In additionwomen who have good knowledge of preeption care services were 6.2 times
more likely to utilize preconception care than tbéatpoor knowledge (AOR:6.263; 95% CI:
2.855,13.739). This is in line with a finding froMigeria (36),Saudi Arabia(21)and china
(34).This might be due to an in-depth knowledge of pneeption care may increase women’s
understanding and awareness of the purpose andtanpe of PCC, and thus, their use of this

service.

As explained in the qualitative part of this studgtlof the participants also agree with the
guantitative finding giving information and eduaatiregarding preconception care is essential

to increase knowledge and utilization of the care.

However, women who did not attend formal educaivene 92.4% (AOR: 0.076; 95% CI: 0.009,
0.639) less likely to utilize preconception cararttwomen whose educational level more than
secondary. The finding of this study is consisteith a study done in Nigerié36)Sri Lanka
(35),0klahoma(29),Utah (38)and London(31).This might be due to the fact that the women’s
with lower educational level might be less exposmdinhformation regarding to preconception
care. The information gap might an able them toeustdnd purpose and importance of PCC.
This may have influenced their utilization becatmethese women to utilize the pcc services,

they must be knowledgeable about the existing sesvi

Accordingly single women were 93.8% (AOR: 0.062%®&I. 0.007, 0.585)less likely to utilize
preconception care than married. This is consistétit study done in Oklahom&9). This
might be due to cultural influence in Ethiopia meliag sexual and reproductive life before
marriage may make them to fear and not utilizestr@ice. Also single women’s are not want to
have a child before marriage, due to that theyrmteprepare themselves for pregnancy and

unplanned pregnancy is common this make them tdszeuhe service.
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Finally, Women who mentioned there is availablefonipreconception care were 14 times more
likely to utilize preconception care than women whdon’t know availability ofunitfor
preconception care (AOR: 13.938;95% CI: 3.516,55).2%his might be due to the fact that if
women have information about the availability oé thervices they might be more interested to
utilize it. In addition women who mentioned thhete is no available unit for preconception
care delivery were 10 times more likely to utilipeeconception care than women who don’t
know availability ofunit for preconception care(AQR.027;95% CI: 4.331,23.320). This might
be due to the delivery of preconception care sesweith other health care services ,according to
WHO(2012) recommendation that PCC may deliveredinggrating with other health care

service$8).

The qualitative result also supplement this findindact that there is no coordinated and well
organized delivery of preconception care as a sendlone, providing this service with other

health care services is mandatory to address thacss.
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Strengths and limitations of the study

Strength of the study

The following were the strength of the study

* The study tried to generate as rich informatiop@ssible by employing data fromboth
guantitative andqualitative methods of data calbect

* This study was done in all Kebeles in the town withximum representative sample size
and used probability sampling techniqgue so findimgs be generalized the whole

country.

Limitation of the study

The following are the possible limitation of thedy
* There might be a risk of interviewer bias and dadesirability bias.

» Since women’s were asked for the past experientigedcgervice, recall bias may occur.
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CHAPTER SEVEN: CONCLUSION AND RECOMMENDATION
7.1. Conclusion

The finding of this study showed that women’s métion of preconception care is low.
Woman’s age, marital status, educational statuswladge about preconception care services
and availability of unit for preconception care westatically associated with utilization of
preconception care. The main Reasons for non-afiitim of preconception care is mostly
because of didn't know as there was such a selvioglicated that being married; having a high
educational level, good knowledge about preconceptare services and knowing availability of

unit for preconception care were increased wometilization of preconception care.
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7.2. Recommendations

In this studygap of knowledge was seen on reprocicge groups regarding preconception
care which could diminish the utilization of thee&aTherefore, establishing preconception care
strategies which can address all the componentseofare and advocating women’s education,
increasing women’s knowledge regarding PCC anderstanding the views of reproductive age
women’s and care providers theoretical and skiiddor changing their behavior will be
essential when designing effective implementatimatagies for improving delivery and uptake
of preconception care. So the following recommenodat were forwarded for different

concerned bodies to improve the uptake of precditrepare among reproductive age groups.

FMOH

» Better to do national research on preconceptioa aad related topics.

» Had better to incorporate preconception care adorkemonitor for its implementation
Policy makers and Health Planner

» Should give focus in incorporate preconception edoae.

The Woreda health office and Health facilities in he area
» They should prepare in-service training for healibe providers to improve their skKill.

» The woreda health office should create awarenesstdbe importance of preconception
care through mobilize general public including betbimen’s and men’sby collaborating
with women development army and health extensiorkers.

» They should strengthen the existing service prowisind develop new mechanisms to

develop service utilization.

» Should assimilate a preconception care service intggrated and sustainable supplies
and encouraging health care providers to propedliyer the service.

Health service providers in the area
» Should advise all reproductive age groups about ithportance andbenefit of

preconception care both at community and faciéel.
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Health extension workers
» They should have to facilitate and give health atioa for all reproductive age groups to

attend the service.

Researchers
> To do further studies on related topics with ostedy design.
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ANNEX

Annex |. Participant Information sheet and consenform
Jimma University, Institute of Health Sciences,

College of health sciences,

School of nursing and midwifery

Questionnaires to assessto assess utilizationegbReception Care and associated factors among
reproductive age groupwomen in Debre Birhan towortiNShewa, Ethiopia, 2017.

General Information for study participants

My name is——— We are conducting a study ofizaiion of preconception care and
associated factors in Debre Berhan Town. Todayrecto visit you at your home to collect data
related on preconception care. You have been seldot the interview by means of systemic
sampling techniques selection process. | will dengsyou certain questions which are thought
to be important. The interview will take about 3D+#hinutes. We want to assure you that your
answers will be strictly kept secret. We will aldo not keep a record of your name or address.
Participation in this survey is voluntary and yavaé the right to refuse participation at any time
or not to respond to questions that you are ndingito answer. However, your honest answers
to these questions will help us in identifying detmant factors of preconception care and
improve the service in the future. We would apmeciyour help in responding to these
guestions.

Are you willing to participate in the study? Yes...... No............ If you say “yes” sign
below

Consent form

| have understood the purpose of the study is tleatoinformation regarding preconception
care. | have read the above information, or it lesn read to me and | am clear with all aspect
of the study and got satisfaction .So | consenuntarily in to participation. | have also
understood that at any time | have a full rightvithdraw from the study at any time.

Signature of the participant Daté /

Signature of the data collector date / /

Contact Address: Principal investigator, phone0®®@1.201, E-mailesfitimnt@gmail.com

Thank you so much!
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Annex II: Questionnaire in English version

Questionnaires to assess Utilization of Preconoepare and Associated Factors among

Reproductive Age groupWomen in DebreBirhanTown,tN&hewa, Ethiopia, 2017.

001. Selected Household having women age 15-4% yleayes 2=n0

002. Are you living in this town >6months. 1= yes 2=no

003-.study area: - Kebele house number

005. Questionnaire Code

006. Date of interview dd /mm /2017
007. Name of data collector ign s
007. Name of Supervisor heckcsurvey & sign here

Part I. Socio demographic characteristics

Sr Questions Alternative choice Codes  Skip
no
101 | What is your age in completed yearsf? Years
102 | What is the highest grade you have | 1. No formal education
completed? 2. Primary education

3. Secondary education
4. Above Secondary education

103 | What is your religion? 1. Orthodox 219m
3. Protestant 4.Catholic
5. Other
104 | What is your marital status? 1. Married 2.Single
3.Divorced 4. Widowed
105 | To which ethnic group do you 1. Amhara 2.0romo
belong? 2. Gurage 4.Tigray
5. Other specify
106 | What is your occupation? 1. Housewife

. Govt. employee
. market trade vendor
. student

. Other (Specify)

. Birr
. Don't know

107 | How much is your total househal

income per Month from all sources
Including your husband/partne
monthly income.

2
3
4
5. Daily laborer
6
d
2
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108 | What is your husband’s education? 1. No foredaication
2. Primary education
3. Secondary education
4. Above Secondary education
109 | What is the main occupation of yguk. Govt. employee
husband? 2. market trade vendor
3. Daily laborer
4.Student
6. Other (Specify).................
110 | What is your total family size? | ..o
Part Il. Past Obstetric and gynecologic History
201 | What is the total number of pregnancies in yqur
lifetime?
202 | What is the total number of live births? (pgrit
203 | Have you ever had history of spontaneous | 1. Yes 2. No
abortion?
204 | Have you ever had history of still birth? 1. Yes 2. No
205 | Have you ever had history of preterm birth? | 1. Yes 2. No
206 | Have you ever had history of congenital 1. Yes 2. No
abnormality?
207 | Have you ever had history of neonatal death? 1. Yes 2. No
208 | Have you ever had history of contraceptive usé? Yes 2. No
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Part Ill. Knowledge based Questions

301 | Have you heard ofl. Yes 2. If no skip to
preconception care servicéNo guestion no. 305
before?

302 | What is your initial source o0fl. Health workers 2.School
information? 3. Mass media 4.Friends and family

5.0thers.............c..e.

303 | Do you know the services that.Yes If yes answer
are rendered at preconceptiod. No question no.304
care service?

304 | What kinds of preconception | 1. HIV testing and counseling
care service do you know? .

2. STI screening and treatment
3. Infertility/sub-fertility treatment
4. Nutrition

5. Ferrous supplementation

6. Immunization

7.cessation of alcohol

8. cessation of cigarette smoking
9. Other (indicate)...............

305 | For whom do you think 1. For men, only
preconception care is needed? 2. For women, only

3. For men and women
4. Don't know

306 | For whom do you think 1. For baby, only
Preconception care s 2. For mother, only
important? 3. For baby and mother

4. Don’t know

307 | Do you think that preconceptior. Yes 2. No If yesrespond to
care will benefit the couples? question no.3087?

308 | Do you mention some of the | 1.1t is need to have safe pregnancy

benefits?

2.1t is beneficent to promote th
health of future children
3.Improved maternal health

3. Reduce unplanned pregnancies
abortions

4. Economic benefits to the fami
and the community

e

and

Yy

5. Other (indicate)...............
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Part IV. Questions related to practice of preconcefon care

401

Have you ever had a preconceptual
screening prior to conception?

1.
2.

Yes
No

If Yes respond to|
guestion no.402"

402

What kind of services do you get prior t
your conception?

p1. HIV testing and counseling
2. STI screening and treatment
3. Infertility/sub-fertility treatment
4. Nutrition

5. Ferrous supplementation

6. Immunization

7.Advice on cessation of alcohol

8. Advice on cessation of cigarette
smoking

9. Other (indicate)

403

Did you encountered challenges while
service for preconceptional screening?

in Yes
2. No

If yes answer
guestion no.404

404

What are the challenges you faced duringj.negligence

preconceptional screening?

from health

providers
2. services are not integrated

3. consumption of extended time
4. lack of privacy assurance
5.shortages of materials and suppli
6. Other (indicate)

care

405

If you dont have a preconceptl
screening why do you think is that?

was such a service

2. Health care providers didn't to
me to have the service

will benefit me

4. Due to lack of
preconceptional care

5. Other (indicate)

idl. Because, | didn't know as the

3. I'm not certain that preconception

integrated

d

406

Do you have support from your husba
for preconception care?

ntl Yes
2. No

If nogoto
guestion no 407

407

Why do you think is the reason for his
refusal towards care?

1. due to lack of knowledge on how

the service benefits couples

50



2. attitudinal trouble

3. he looks that, time spent for
prenatal care as a wastage

4. fear of wrong outlooks in the
community

5. Other (indicate)......................

Part V. Questions related preexisting medical contibns

501 | Do you have any preexisting | 1. Yes If yesrespond
chronic medical condition? 2. No to question
no.5027?
502 | Which type ofchronic medical 1. Hypertension
condition do you have? 2. Diabetes mellitus
3. Asthma
4. HIV/IAIDS
5. Epilepsy
6. Other (indicate).....................
503 | Did you consider participating inl.Yes If yes answer
preconception counseling before2. No question
you become pregnant from your no.504
provider?
504 | Which type of preconception . Maintaining optimal weight control

counseling do you receive?

OO WNPE

. maintaining a regular exercise progr
. maximizing diabetes mellitus control
. ceasing tobacco, alcohol, and drug L
. change or cessation of medication

se

. Other (indicate).....................
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Part VI. Health facility related questio

ns

601 | Availability of health facility? (healthl. Yes If yes respond
center, hospital) 2. No to question
no.6027?
602 | Is there Adequate medication? 1. Yes
2. No
3. don't know
603 | Is there Adequate laboratory servicesP. Yes
2. No
3. don’'t know
604 | Approximately how many hours / km km or
does it take to reach the nearby health walking
facility? hours
605 | Is it Available room for delivery of 1.Yes
preconception care alone? 2. No

3. don't know
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In Depth Interview Guide Developed for health pesienals and administrates working

in the area of maternal health in DebreBirhan town

| want to thank you for taking the time to meet lwime today. My name is

and | would like to talk to you abatilization of preconception care and

associate factors among reproductive age womeneiordBirhan town. The interview
will take less than an hour. | will be taping thession because | don’t want to miss any
of your ideas. Although | will be taking some nothsing the session, | can’t possibly
write fast enough to get it all down. Because wenetape, please be sure to speak up so
that we don’t miss your ideas. All responses wdl kept confidential. This means that
your interview responses will only be shared wigsegarch team members and we will
ensure that any information we include in our répdwes not identify you as the
respondent. Remember, you don’t have to talk ahoything you don’t want to and you
may end the interview at any time. Are there angsfjons about what | have just

explained?

Are you willing to participate in this interview®y.......... NOo............
If you say “yes” sign below

Consent form

| have understood the purpose of the study is tbeatoinformation regarding
preconception care. | have read the above infoonadtr it has been read to me and | am
clear with all aspect of the study and got satigfac.So | consent voluntarily in to
participation. | have also understood that at amg tl have a full right to withdraw from

the interview at any time.

Signature of the participant Daté /

Signature of the data collector date / /

Contact Address: Principal investigator, phone @@1201, E-

mailtesfitimnt@gmail.com

Thank you so much!
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Part I: Questions related to preconception care andssociated factors

1. How do you understand preconception care?
A. Whose responsibility is providing preconceptaare?
B. to whom do you think the service is given?

2. What things do you think difficult in providing pec

3. What do you think about them?

4. How the current situation could be improved?

< Is there anything more you would like to add?
I'll be analyzing the information you and othersgame and submitting a final result

to your organization. I'll be happy to send youopy at that time, if you are
interested.
Thank you for your time

Signature of the data collector.....................date.....................
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Annex Ill: Amharic version Participant Information sheet and consent
form

7 Lracot: ems ALIO AR
’mg 22770 hA e

PICAT7N5 L& PLES TIVCT T

NA?7¢- DAA 14227 AP P77 NLANLNCUT 0177 PPLav RCING 9°Cavl
AACT AP PIG LNt PAT@- ST ATMPS T PFNDOE
amPP ::

ms LOTA7: ANAAY<:: NLANLANCYT 017 Nov@.hE PAL ] NAA
a0t QA AFF PPLon ACING 9°Caovld RIANNT AP+ -T2t
PAT@ 180T AL APThZL QAw- ALT7AP PG @O PPG-: (€7 AQA (oo
oonéT AL AIFAV:: W ANY NG L2 17U LV7 1452 (Ntavpbrl
alB AONAN A7 ACALI ANY FPA oomfd 10N AooCmPA: ALY G277
AaA  eTNIBATT el T PPRPT NwanpA ACOHP RIS
ATMLPAT::IAmPA L oomPde  h 3040 LKEP (1AL ATLNNLONL
AIAXAL T AV :C°L0am-T aoA0 N°2.0PCrT P22.80 A7 O9° U1 A&
Tao Y AL PUI°: 0TG5 oG ao(ITP TP A7 A7%0:9° M7 0-9°
L A0eATeS oA AAMDCTo: PULLANT TPLEPT hA. haowanin
LA PTI° COLAMCT AT oA (P Lav RACING 9°Cavld RIADINT
Héf Pa- PSPST ATP4AT7 AMoPs  AIAINET POAM A“TAVAA AP
mP?Ly RWI8A0- ALIVPALT A0S0V : Moo lAA’TAm-T oo hAA
haNITAY- ::

Y 751 AL AoA1§ GPLTFIPT 1= Pmmmmm- 2=h L. LAV-I°

G PLE hv'r A0hP7 ¢rae PA@.? NI LCIP PLIMM:::

Ngegerl=-  CrGl: AATl PP Lo RCINGT  IPCovds RIAMNT AP PI°7
(-taval-t ovldB7 o0 oo 7 Q1000 / OFINOAT A LT Aovd-6:
LPEAV:: NG w9° L ANTFERT ATIRLT ovd. ooA)E PP ool

T F AV
P Tagdoo &HC77 P77
Pawl® AN, &C"7 +77

AL : PGk QAT AR #PC 0910901201 A“2A tesfitimnt@ gmail.com
ATNITAT:
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Annex IV:Amharic version of the questionnaire

MA“7¢- AAA 0427 4P 17 NLANLANCUT "7 PPLav ACINGT I°Cavd.
NIANWT AP PG TeeNTE PATe- RSTTT ATIPST PR
aomPd::

001: Pteolmar 7L L 0N ALIVTFm- h 15-49 hoo't Lo
AT 1=AA---mmmmmee- 2= PAY°-------

002: LY h-77 LAt oC 1AL TLPA 1=hP-------- 2=hASClry°
003: ¢aJd. oo¥e e 3 POA---------- LT RPC-ee-

004: PeromOd kPC-

005: PmeEm, NF°-------mn-mmmmmmomomoooooooeeeee 47

006: CAIEMNNE@, NP°--------mnnmmmmmmmmmmmommeooeeeee 67

007: ool b7 --
NEA A7L: 0A 240 T “MWOEP 14T Polaovplrl: PP

+. | PPk goC o), P av( P
42

L%

101 [AL2%0 07 ro-? Gav-t-

102 | e P H9°VCT L8007 | 1. o 20F T9°VCAT

Y@-? (- M P4 B

W75 4B T/
VTG LS /T
U5 248 1T 1AL

103 | PP G- VLTI L2707 ACA-L00N
ov-(\A J°
TEHENI 7T
n-tAn

A ha LanP............

104 | 20F U830 9°7 LawOAA? N UEE

L0
AP0 PLIT
04, e9°1-Q-t+

A DAL

105 | N4CH 9°77 L 10-? A%1¢- 2. hCP®
Y N N L P A

. A ha Lmdn

NWR{OPON O RON A ON

106 | A& 9°72€77 1.7 1. PO Aol
2. P70t AT
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o0k w

TNE
L7 0T
T7¢

107

NoC e9° 31+ mPaa 10750
CAOANLTN7 69°C 7T 10?

1.
2.

108

eaaN- T e T9PUCT LELE N7
107

1. 21§ T9°VCAT
(- M P4 B

2. W15 L% I/

3. AT &LE /T

4. -0 RLE /T AL

109

NAV7 L0 CAANTD e 9°78:
T0-?

O wh =

I & T U A AT
TN

L7 AT
T¢

110

PO A-E?
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NEA AT POCTNTAGTP DA L))

201 | MAMmPAL 9°7 PUA LW ACMHm, Po-PA? | ..
202 | NAMFIAL 9°7 PUA AR OALPA? |
203 | NACIHSG L2 o0 M @.CE A2 P T 1.A2
A\ ?
fa. A’ 2.h P, P9
204 | NoAL: WL Vel PAL AR AIPPPT Pa,YA? | 1. AP
2.
ALw.PI°
205 | NACING LB21 o0 Pt P oAl AL | 1.AP
AOP? 2. PATTY
206 | NACINHG LHB2 T 00T PhALNAMC TIIC TCOT | 1.h®
PtoaLl AP hn? 2. PAY°
207 | hoas 1A A7 oC L @o.0r P02 AP | 1AL
hh ? 2. PAY°
208 | PACIHG ovnAf oNLm, Pa.PA? 1.A2

2.h @, PY°
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neAYAT T PEPT QAP Lo

ACING 9°Caovié- AT @7 UM Polav Wt

T LeLPT

301 | NAaPLav ACING 9°Caové- | 1. hP AP hP

aetm, P, PA? 2. hAm, P9 ary oL ree
302 en4-?

302 | aovAOP hP ary | 1. amG Qaoo-¢

he-Faov.? 2. bt9evt O
3. heo 15§ H-U7
4. LS AT 04N
5.4 1A emPn............

303 |[(PLav ACIHNG 9°Caové- | 1. hP a)\OAP hP
L P20m AMNANCETT | 2. Ada.PI° ary ol ree
fa.Fa? 304 e04-?

304 | ovAONP AP Oy 1. Pht.AL.0. 9°Covld RS 9°NC
goy 9o PP Lav ACING ANANNC T
goCavde WIADNAFT7 2. PANAHC N'NJ 9°Coni- KT VNI°S
fa.ya? 3. a7 9°Cand AG VAI°S

4. 0-9°N

5. hel7 &1

6. hta-r

7. hADA oo, L T1HI°
8. .24 "It TIHY°

9. AA A emn............

305 |PPLav ACING 9°Cavi- 1. A7 OAF 2. AGFT NF
A“?7 CNEAIAN? 3. AUA1:9° 4.h . P9

306 |PPLav ACAING 9°Covi- | 1.0AE NF 2. ARGTCP NF
A7 LPTIN? 3.a0-0-1:9°4. ham,Py°

307 | PPLap RACAING 9°Covl- 1.AP AP hP
PIETT LPTIAN? 2. hlmdy°y® avry ol ree

308 en¢-?

308 | aANP AP Uy 1. 9 PePY PACIHS 10 A745%9C

ANLHNZ T, 21402 PLCIAN

2. A@LéT MG AR ATLTC PRCIA

3. PAGTPP7 PG U3 PSNEA
4. PAT4.01  ACINGT?T AT @.CE7
LPTAN

5. a0 AT A“MNLAN ADTL

LmPrIA
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[5. A4 ha gmdi............

NEA AéT: PLov ACING 9°Cavd hamFPP9° AL Plavlhll ¢ PLRPT

401 | PdLov ACING J°Cav(- 1. h? a0 AP WY

hALClm, P, FA? 2. hda.+9° oL TPk 402
L0%7?
402 | 9°7 9L PACING 1. Chi.AL.0, 9°Covl AG
PCavi h&Clm, Par.PA? | 9°RAC RIADNT
2. PAOANC OGJ 9°Cavi- RS
vhases
3. Pao it YPCamld KG VRICS
4. N7-9°
5. hLlT &1
6. ntat
7. hADhA oo\ L TIHI°
8. A.2¢ el TIHI°
9. AA YA Lmdn...........

402 | PP Lap ACING I°Cav.- 1. h? aAONP hP
A1A0° T (- Fand oo 2. PAY® avry oL ree
ol Lo P FAC 403 LN0$?
MNC?

403 | NP Lav ACING I°Can(- 1. PG QAP LP2T ARIANT
AMANC T o ANy W7k aoP7
LIomao P AT 90 2. Plwm@, WIANT PHAAam
7 ST m? A0 oo

3. MAIANNT hwayp od|
w9 TNy

4. A1 9°0m. & Prt7
Abaom(ld

5. o lA1P AP P APit
o

6. A2 ha emdn............

404 | PdLov ACING J°Cavd- 1. A78H0YV ALl ovlds av§ 4.7}

AL Clo, YAo¢ ANY
0701 9°77
Lav(\N\PIN?

NA“7a. ¢

PG OAoo- PP LU7
AIANNCT AT EmPI
NAA T4

P Lo ACING J°Cavl-
ANAT L onF N A
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NA“7A0

PP Lo ACING 9°Cavd-
AIACT A0 P1LL4-P.
hhao P

A ha eadn...........

405

AP Lav ACIUNG I°Cav(.
AN T hOANT2 A
eelanct MC?

. hP

AANTNLY®

av\OP
AAINCY OUPY
oL reE 408
LA0S?

406

ANY 907 ek 9%
Lav(ADPIN\?

4.

5.

. P9°Caovl-, PPI° APTEE

NA@Pr AT LA C
Phaopi T TG

AP Lav RCING 9°Covd-
Pl.m.0@.7 YT AL L,
007 AA“LE P,
N70dAaAN e.0r Cha,’7
P 1TANT hoopll 46
AA ha emdbn..........

nEA APOF: DACTING LI 0105

PG TIACT IC PPl PeRPT

501 | QUhg® e14.21m Po710.8:7F 1. h?® aANP AP QY
g Aa0N21? 2. PATY° oLt eE 502
L0%7?
502 | 9°7 9L 00-4? 1. PRYI° VT
2. N1C
3. hAOY
4. A T.h0.0. AN
5. PoPA (00
6. AN ha emdn............

503 | h"7C1N2 Nét NP Lav 1. h® a NP hP WY
ACING od T QA@.PI°Covi- | 2. hPm.PI° oL 7PfE 504
NIANNCT AT79.0T4 (1A ov- @ L0%7?
avlB twpfP Tl P, PA?

504 | P15 @7 CPLav RCING 1. A1 D NLA7
PCavd. h&Clm, PP N? T0-+hha

2. POt ArPaPa
S ITA

3. PARC oom77
aHaM(;

4. (.Dé hADA §
hooomPI°® "HI°

5. PPmPov, o8yt

awPfC LI TILI°
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6. A4 hAa gmdi............
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heEA aLat: amg 290 APCot IC PHLeH TLEPT

601 | NaP0. P2 ?mG P9 | 1. A2 AP KhP T oL
ha"? (ma a.pe, | 2. ?a9° ¢ 602-606
vaLgA) LavpA(?

602 | O+ oo & WY TFAPCOT | 1. AP 2. PAY®
hA? 3. Ao, P9

603 | NE PANLAE  RIADNT | 1. AP 2. PAY®
hQ? 3. Ada,Py°

605 | PG Rov- hoo§ee | n.7%2
L2 029°F 07 |, 0%t
0% /.77 LCIN? NA2C 1

606 | NmS TP APLov | 1. AP 2. PAY®
ACIHS 9°Coni- an(smy, | 3, hAm,P9°
neAa LI15A?
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NLNLNCUT h1? PAGHT AT A1-TPALE mST AL A’LNS PG
OAoo-PPTF § hawlCF PHHIPE PPAP aoomPd avanl.p

b L. 0 LHP7 AP ATy AL+ 5
AONITA 2, AQAaa-:  NLANLNCU7 DF"7 w0 ®
PAL?] NAA 0T 0A AP PPLov ACINGT 9°Covld RIANNT
AP PG LT PAT o 14017 (Movdlrl hACOHL IC TAP PUY
PaoomlP AL REAIN)= MAmPA L PA oomldk h A7L A%
148  AZ7277L0NL  RIAXALIAV::CTF 09> I°ANP  Ri8Pavhm™y
CPLTTALAAV = ATV 000 AoNSAUY::Pel0meT ovAN
AN PrE 0PI RTL0Y° PACAL AT RILPT POLIAD 9090
ALTT avldB hLSTCI°: CU1LLNKMTT TIC PASICS (NP T5@9° A% T
Paoom T PIRLP (VP Ot -

PNEEL NAMT o 15T AL 00 PAPT 7IC AA?
NFaoomed: AL AwATG PLEFEITP I =P 2=h L LAV)Y°---------
@ PLE NPT K027 Pracfam.? N9 14.CT1P PLI1M:::

NI°Ir - PPGl: hA“l PPLav RCINGT I°Cavds RIAINCT AP TI°7
(avphrt ovld87 oo ooPr? 3000 / WEFINOATY  QRA HLEF
NFPa aomld AwATG LPEAV:: 177509 L0 PaoomldT ATIRLT
ov-(. ook et Pt} FLLEFAY-::

CAT L@ LCT —mmmmmmeeeee e +7
Pl ANANam, &C™7 it B

J YR ers-: Qa0 aAh &PC 0910901201 A71A

tesfitimnt @ gmail.com

AToNITNT::
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NEA AL : A PLov ACING 9°Cavi- WIANNCTS LT PATo-
T80T I2CPT P PHP RO

1. PP Lav RCING I°Cavis RINNTTRT LT L5 T N?
V. AIANNET oo U700 107
A. AIAEANTT oM T AAN T NA @, LO0A?
2. PbLav  RCING  9°Cavids NIANCTRTS LOAPP7LLRCTHPTPS
ATPEAT T LT T NA0-LN0A?
3. ACA2N QA ATNVTATPGAT 9°7 LONA?
4. MACAPANTANN AV7 PA@. V27 A@LLT R78T LANAA?
PO AT O-ANARTLY 718G T AT LT oM TANTLAA? ACAPN?
v, oGP0 T ICAN?
ACNPLT AN TP MY 7ov lERMGT Pl avnd PO PPN PCANLPT A : AT Ph
PrIANLs7CI° AN T LG A =
L2 TAAAMTT haow )G AY- =
LA T U TP o SE—— 77
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