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Abstract

Back ground: - Cervical cancer is a common health problem in sub-Saharan countries, mainly
in Ethiopia, where a significant number of women are diagnosed, and pre-cancerous lesions are
being detected at a late stage, leading to high mortality. The prevalence of precancerous cervical
lesions has increased dramatically in Ethiopia (from 7% to 28%), with some regions showing even
higher rates. However, the determinants contributing to this rise remain unstudied in Tigray,
especially in a case-control study design.

Obijective: To assess determinants of precancerous cervical lesions among women screened for
cervical cancer in public hospitals of Tigray, Ethiopia, 2024.

Methods: This study employed a case-control design among (112 cases and 336controls) from
August 1 to October 30/2024. Cases and controls were selected by systematic random sampling
method and data was collected via a structured questionnaire then data were entered to Epi Data
version 4.7 then exported to statistical package for social sciences, p value less than 0.2 in bivariate
analysis were included multivariable logistic regression with 95% confidence interval. Finaly p

value <0.05 were decided as determinates of precancerous cervical lesions.

Result: - Women with a secondary school (AOR=0.044; 95% CI: 0.018-0.107), diploma and
above of the women (AOR=0.008; 95% CI: 0.002-0.028), women with two or more life time sexual
partners (AOR=9.001, 95% ClI: 4.221-19.193), history of STIs, (AOR=3.433, 95% CI: 1.600-7.364)
and ever use of hormonal contraceptives (AOR=2.340, 95% CI: 1.220-4.487) were found to be

determinates of precancerous cervical lesions.

Conclusion and Recommendation: Having two or more lifetime sexual partners, education

status of women secondary, diploma, and above, ever use of hormonal contraceptives, and having
history of sexual transmission infections were identified as determinants of precancerous cervical
lesions. Therefore, efforts should be made to reduce the risk of sexual transmission infections,
provide health education and strengthening education for those no formal education women,
educate about faithful, one to one relationship, and promote early screening for cervical cancer in

women who have ever use hormonal contraceptives.

Key words; Determinants, precancerous cervical lesions, Tigray



1. Introduction

1.1. Background

The World Health Organization (WHO) define as pre-cervical lesion as precancerous
alterations in the cervical cells within an area known as the transformation zone. Additionally,
these changes can occur at one of three pre-cancerous stages: cervical intraepithelial neoplasia
stage 1 (CIN1), stage 2 (CIN2), or stage 3 (CIN3). If not addressed, CIN2 or CIN3, which are
combined and referred to as cervical intraepithelial neoplasia stage 2 plus (CIN2+), may
advance to cervical cancer (1).The main risk factors for cervical cancer is human
papillomavirus (HPV), particularly types 16 and 18 (2). Cervical cancer is a vaccine-
preventable disease, as well as preventable through behavioral changes (3). While women with
early pre-cancerous stages most experience no symptoms, advanced disease can cause watery,
blood-tinged vaginal discharge and intermittent bleeding after sex. As the cancer grows,
bleeding often worsens, and in rare cases, women may experience uncontrolled bleeding from
the tumor setting (4).

Visual Inspection with Acetic Acid (VIA) is an evidence-based and affordable alternative
approach for cervical cancer screening in low-income countries (LICs). VIA requires fewer
resources and is feasible to carry out in low-level health institutions(5). The equipment is simple
and relatively inexpensive. It can be performed by trained and competent health professionals
like nurses. Cryotherapy is an outpatient procedure and can be performed in a primary care
setting. Anesthesia is not required, and electricity is not required, although it needs a supply of
carbon dioxide. In the context of a screen-and-treat approach, a screen-positive result can be
followed by an offer of treatment at the same visit, maximizing treatment coverage and reducing
loss to follow-up(6).

Visual inspection with acetic acid (VIA), followed by cryotherapy, is the preferred treatment.
VIA screening combined with cryotherapy, a single-visit approach established in 2009 through
collaboration between the federal ministry of health (FMOH) and Pathfinder international,
remains a leading strategy in Ethiopia's fight against cervical cancer. This program targets
Ethiopia's significant female population, where nearly half (49.5%) are women, with
approximately one-quarter (23.4%) of them of reproductive age (15-49 years old) (3).
According to the EDHS 2016, 24% of women have first sexual intercourse before the age of 15
and 62% before the age of 18 years (7).



1.2. Statement of the problem

Cervical cancer is a global concern, as it progresses from pre-cancerous to cancerous stages.
The prevalence of precancerous cervical lesions varies from country to country, with rates such
as 13.3% in Thailand, 18% in Bangladesh, 49.5% in Greece, 15.2% in Botswana, 76% in
Zambia, 16% in Nigeria, 3.6% in Uganda, 26.7% in Kenya, and 16% in Sudan(8). The
prevalence of precancerous cervical lesions in Ethiopia ranges from 7% to 28%, with the Tigray
region reaching 9%(9, 10)

Globally, one woman dies every two minutes, with 660,000 new cases reported and 350,000
fatalities in 2022. Cervical cancer is the most common malignancy among women worldwide.
However, it is largely avoidable when detected in the pre-cancerous stage(11, 12). This burden
also falls disproportionately on low-income nations, where women are much more likely to die
from the disease due to financial constraints and limited access to healthcare(12). Untreated
precancerous cervical lesions have the potential to regress or progress into cervical cancer, a
leading cause of disease and mortality for women in underdeveloped nations, particularly in
Africa. This challenge is exacerbated by the high cost and limited availability of treatments for
many women in low-income settings (6). Furthermore, cervical cancer is the most commonly
diagnosed cancer in most African countries and the leading cause of cancer death in 36
countries, with the vast majority located in sub-Saharan Africa (1, 13).

In most sub-Saharan African countries, a lack of awareness about cervical cancer, limited
access to prevention services, and various determinants lead to over 80% of pre-cancerous
lesions being detected at a late stage. This significantly contributes to cervical cancer, which is
preventable compared to other reproductive cancers. In Ethiopia, cervical cancer is the second
most common cancer among women, with over 6,200 new cases reported every year and close
to 5,000 mortalities (14). Ethiopia faces a particularly high burden of cervical cancer, where it
ranks as the leading cause of cancer death among women, second to breast cancer (13).

If precancerous cervical lesions are not detected and treated on time, they may develop into
cervical cancer, which can have major social and economic effects on women's families and
communities. Women's quality of life and their years of greatest economic productivity may
also be affected. Financial and psychological hardship may be experienced by family members

and caregivers, especially if care is unavailable or unaffordable. Family members and caregivers



frequently provide unpaid care, which can result in poor physical and mental health and job
loss. Children whose parents have cancer also have lower health outcomes. The burden of
cancer affects a country's economy because of missed work, early mortality, and lost
production(12) , (15).

Major factors increase the risk of pre-cancerous cervical lesions. These include early sexual
activity, having multiple sexual partners, exposure to sexually transmitted infections (STIs),
cigarette smoking, immune suppression (including HIV/AIDS), younger age at first pregnancy,
and a higher number of live births (6, 16). The World Health Organization's (WHQO) 90-70-90
strategy leads the fight against cervical cancer, aiming for elimination by 2030. This
comprehensive approach prioritizes early diagnosis and treatment by ensuring that 90% of
adolescents receive HPV vaccination, 70% of women are screened for cervical cancer, and 90%
of women with pre-cancerous lesions receive treatment (12). Ethiopia's Federal Ministry of
Health and regional health bureaus lead the country's cervical cancer prevention and control
program. This program includes a nationwide cervical cancer screening program that expands
access to healthcare institutions . The government utilizes VIA screening, a diagnostic approach,

combined with cryotherapy, a procedure that freezes and destroys precancerous lesions(17).

Despite research on the determinants of precancerous cervical lesions in Ethiopia, where the
disease has been on the rise, the determinants of precancerous cervical lesions in the Tigray
region have not been examined through a case-control study design. Further research is
necessary in this area because only cross-sectional studies have been conducted. Women
between the ages of 21 and 49 were included in this study, although rare Ethiopian published
research focused on women within this age range, most study focused in the age group 30-49
years. The purpose of this study is to assess the determinates associated with precancerous
cervical lesions in women who have undergone cervical cancer screening in Tigray's public

hospitals.



1.3. Significance of the study

This study, conducted in Tigray's public hospitals to assess the determinants of precancerous
cervical lesions, benefits the community by creating awareness of the determinants. Program
managers and policymakers can use it as input for policymaking, and researchers can use it to
conduct further research. By strengthening existing prevention programs, it aims to significantly
lower maternal deaths and illnesses and assist other stakeholders in developing evidence-based
policies and guidelines. Healthcare providers can also utilize these findings for determinant
identification.



2. Literature review

2.1. Socio-demographic related factors

A cross-sectional study in Cameroon showed that age was significantly associated with
precancerous cervical lesions. Furthermore, women aged between 25 and 38 years were 3.4
times more likely to have these lesions than those aged between 39 and 52 years (18). A cross-
sectional study conducted in Rwanda revealed a decreased risk of precancerous cervical lesions
among women older than 40 years, with an Adjusted Odds Ratio (AOR) of 0.52 compared to
women younger than 20 years (19). A case-control study conducted in Woliso town, Southwest
Shoa, showed that women under 20 years old were five times more likely to have positive pre-
cervical lesions compared to those over 20 years old (20). Another case-control study conducted
in South Ethiopia showed that women aged 30 to 39 years had a greater likelihood of having
precancerous lesions, with an Adjusted Odds Ratio of 2.51 compared to women aged 21 to 29

years (10).

Another case-control study conducted in Dessie town, Northeast Ethiopia showed that being a
private employee was associated with pre-cervical cancer, with an Adjusted Odds Ratio (AOR)
4.67 compared to being a housewife (21). A case-control study conducted at a referral hospital
in the Amhara region showed an association between urban residents and pre-cervical cancer,
with urban residents having 2.6 times higher odds of developing the condition compared to
non-urban residents (22).A case-control study conducted in a hilly state, in India, showed that
women with low educational status had a 1.39 times higher risk of cervical cancer than those
with a good educational status (23). A study conducted in Tanzania showed that non formal
education 4.3 times risk for VIA positive than counter partes(24). A study done in Tigray
Ethiopia merchant 4.8 times higher risk for pre-cancerous cervical lesions has no formal work
Marital status being divorced or widowed 2.5 and 4.7 more likely for via positive (9).

2.2. Sexual and reproductive related factors

A case-control study conducted in a hilly state, in India, showed that spacing between
pregnancies was a significant factor associated with cervical cancer, with an AOR of 2.8 than
counterparts (23). A case-control study conducted in Ambo Town showed that women with five
or more pregnancies were associated with pre-cervical cancer lesions, with an AOR of 4.5

compared to women with fewer than five pregnancies (5). Another case-control study conducted
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in Woliso town, Southwest Shoa, showed that women who had five or more deliveries were
twice as likely to have a positive VIA test compared to those with no delivery experience (20).
A cross-sectional study conducted at Dessie Referral Hospital showed that abortion was
associated with a 1.6 times increased risk of precancerous cervical lesions compared to women

without a history of abortion (25).

Another case-control study conducted in North Shoa Zone, Amhara, revealed that women with
HIV were 3.4 times more likely to have pre-cervical lesions, and those with a history of sexually
transmitted diseases were 2.5 times more likely, compared to their respective counterparts (26).
A case-control study conducted in Wolaita Sodo showed that HIV-positive women were five

times more likely to develop precancerous cervical lesions compared to HIV-negative women.

Additionally, participants with a previous history of STDs were four times more likely to
develop precancerous cervical lesions than those without a history of STDs (2). A case-control
study conducted in Adama Town, Ethiopia, showed a significant association between STIs and
the development of precancerous lesions. Women with a history of STIs were twice as likely to
develop precancerous cervical lesions compared to those without, with an AOR of 2.485 (27).
A case-control study conducted in Woldia showed that a history of sexually transmitted
infections was a significant risk factor for pre-cervical lesions, with an odds ratio of 4.97
compared to women without a history of STIs (28).Another case-control study done in Adis
Abeba showed that women having STI 3.3 higher odds of for pre-cancerous cervical lesions
than have not STI (29). A case-control study done in Oromia showed that women having STI
1.9 had higher odds of pre-cancerous cervical lesions than women having no STI (30). Aase
control study done in Mari stop Adama town hospital showed that women having STIs 2 times
more likely to develop pre-cancerous cervical lesions than counterparties (27). A case-control
study done in South Wollo North East Ethiopia Amhara region showed that women having
STlIs had 3.69 times higher odds of developing pre-cancerous cervical lesions than those having
not STI (31). A case-control study done in Woliso town Southwest shoa hospital showed that
women having STI 4.05 higher odd for pre-cancerous cervical lesions than women have not
STI (20). A case-control study done in western Kenya showed that women having STI1 1.03

had higher odds of association for pre-cancerous cervical lesions than have not STI (32). A



case-control study done in Iran showed that women having STI 2.612 had higher odds of pre-

cancerous cervical lesions than counterparties (33).

A case-control study conducted in south Ethiopia showed that women who initiated their first
sexual intercourse at or before the age of 20 had higher odds of developing precancerous
cervical lesions compared to those who initiated sexual intercourse after the age of 20, with an
odds ratio of 2.39 (10). Another case-control study conducted at Marie Stopes International
Hospital in Adama, Ethiopia, showed that women who initiated sexual intercourse before the
age of 15 years were 5.6 times more likely to develop precancerous cervical lesions compared
to those who initiated sexual intercourse between the ages of 21 and 25years (27). Moreover, a
case-control study conducted in South Ethiopia showed that women who initiated their first
sexual intercourse at or before the age of 20 years had a greater likelihood of developing
precancerous cervical lesions compared to those who initiated their first sexual intercourse after
the age of 20 years, with an odds ratio of 2.39 (10). A case-control study conducted in Woliso
showed that participants who initiated sexual intercourse before age 18 were four times more
likely to have a positive VIA test compared to those who initiated sexual intercourse after age
18, with an odds ratio of 4.73 (20). A case-control study conducted in Woldia showed that
women who initiated sexual intercourse at an early age (less than 18 years) had a higher odds
ratio of 4.35 for developing precancerous cervical lesions compared to those who initiated
sexual intercourse at or after 18 years (28).

Another case-control study conducted in southern Ethiopia showed that women whose partners
or hushands had two or more other lifetime sexual partners were associated with higher odds of
having precancerous cervical lesions, with an odds ratio of 2.98 compared to women whose
partners or husbands had no or one sexual partner (10). Women who had two or more lifetime
sexual partners had a higher risk of precancerous cervical lesions, with an odds ratio of 3.21

compared to women with no or one sexual partner (28).

A case-control study conducted in Addis Ababa showed that women with two or more lifetime
sexual partners were more likely to develop precancerous cervical lesions, with an odds ratio of
2.17 compared to women with one sexual partner (29). Another case-control study done in
Oromia showed that women having multiple sexual partners were3.2 times more likely to

develop pre-cancerous than women with less than one sexual partner (30). A case-control study



done in south Ethiopia showed that women who had more than one sexual partner had a 4.7
times higher odds of developing pre-cancerous cervical lesions than women who had less than
one sexual partner (10). A case-control study done in Jumia showed that women with more than
one sexual partner had 2.0 times higher odds of developing precancerous lesions than women
with less than one sexual partner (34). A case-control study conducted at Woliso Hospital
showed that women who had more than one sexual partner had 4.81 times higher odds of
developing precancerous cervical lesions than women who had less than one sexual partner
(20).

A case control study in hospital Oromia region showed that women history of post coital
bleeding had three times higher odds developing precancerous cervical lesions than
counterparts (35). A case-control study conducted in Dessie Town, Northeast Ethiopia, showed
that having symptoms of postcoital bleeding was associated with pre-cervical lesions, with an
odds ratio of 3.08 compared to women without such symptoms (21). A case-control study
conducted in North Shewa, Amhara Region, showed that women using hormonal contraceptives
(oral contraceptives) were 5 times more likely to develop precancerous cervical lesions than
non-hormonal contraceptive users (26). A case-control study conducted in Ambo town showed
that contraceptive use was associated with pre-cervical lesions, with an odds ratio of 5.4
compared to non-users (5). A case-control study conducted at Marie Stopes showed that women
using oral contraception were twice as likely to develop precancerous cervical lesions compared
to women who were not using oral contraceptives, with an AOR of 2.342 (27). A case control
conducted in Iran showed that women taking hormonal contraceptives with 1.579 times
associated with cervical cancer (33). A case-control study conducted in Indonesia showed
that hormonal contraceptive users were nine times at risk for cervical cancer than non-hormonal

contraceptive users (36).

2.3. Family history and Life style related factors

A case-control study conducted in Pakistan showed that a family history of cervical cancer was
associated with a 4.7 times higher risk of developing cervical cancer (37). Another case-control
study conducted in Indonesia showed a significant relationship between pre-cervical lesions and
family history. Women with a family history were 0.116 times as likely to develop pre-cervical

lesions compared to women without a family history of cervical cancer (38). A case-control



study in New South Wales, showed that smoking among women aged 30-44 years was
significantly associated with pre-cervical cancer, with a 1.43 times greater risk compared to
women younger than 30 years (39). Another case-control study conducted in the Oromia
Region, Ethiopia, showed that women with a history of smoking were nine times more likely

to have a positive VIA test compared to non-smokers (40).



2.5. Conceptual framework

The framework assumes that precancerous cervical lesions are affected by several determinates

directly associated with them. These determinants are categorized as socio-demographic, sexual

and reproductive, family history and lifestyle-related, factors, represented diagrammatically.

(Figure 1)

Family history and life
style related factors

-Family history

-Cigarette smoking

Socio-demographic
related factors

Age

-Educational status

women
- Residence
-Partner education
status

-Occupation

-Marital status

Sexual and
reproductive related
factors
- Parity

-Age of first starting
sex

-Post coital bleeding
-Number of sexual
partners Women and
husband

- Contraceptive use
-STI

-HIV status

-Birth interval

-Abortion

Figure 1: Conceptual framework of determinants affecting precancerous cervical lesions
developed based on different literatures Tigray, Ethiopia, 2024 (2, 9, 10, 20, 29).
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3. Objective

» To assess determinants of precancerous cervical lesions among women screened for cervical

cancer in public hospitals of Tigray, Ethiopia, 2024.
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4. Methods and Materials
4.1. Study Area

The study was conducted in hospitals under the interim government of the Tigray region,
located in northern Ethiopia, 783 kilometers from Addis Ababa. The region is administratively
divided into seven zones and 94 districts (woredas). Based on the federal population projection
of 2022, there are approximately 5,738,996 people in the Tigray region, of whom 2,903,931 are
female. Using a conversion factor of 23.48%, approximately 681,842 are of reproductive age.
Women constitute 50.6% of the total population (41). There are two tertiary hospitals, ten
general hospitals, and eleven primary hospitals providing routine cervical cancer screening
using the VIA test in the Tigray region: Ayder Comprehensive Specialized Hospital, Axum
Comprehensive Specialized Hospital, Lemlem Karl General Hospital, Mayani General
Hospital, Mekelle General Hospital, Quiha General Hospital, Edigrat General Hospital, Wekro
General Hospital, Shul General Hospital, Axum St. Mary General Hospital, Adwa General
Hospital, Abi Adi General Hospital, Enticho Primary Hospital, Brshewa Primary Hospital,
Yekatit 11 Primary Hospital, H/Selam Primary Hospital, Yechila Primary Hospital, Mekoni
Primary Hospital, Adigudom Primary Hospital, Samre Primary Hospital, Atsbi Primary
Hospital, Hawezine Primary Hospital, and Doctor Tsegay Primary Hospital. From these
hospitals, 11 hospitals (48%) were selected from the 23 public hospitals to conduct cervical
cancer screening with VIA (42).

4.2. Study design and Period

Institutional-based unmatched case-control study was implemented from August 1 — to
October 30, 2024.

4.3. Population

4.3.1. Source population

All women aged 21-49 who came to public hospitals in Tigray in 2024 for cervical cancer
screening.

4.3.2 Study population

Cases: Women aged 21-49 who tested positive for pre-cancerous cervical lesions in selected public
hospitals during the data collection period.

Controls: Women aged 21-49 who tested negative for pre-cancerous cervical lesions in selected

public hospitals during the data collection period.
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4.4. Inclusion and exclusion criteria
4.4.1. Inclusion criteria

Cases - study participants aged from 21 — 49 years who had a positive test for VIA.
Controls - study participants aged from 21 — 49 years who had a negative test for VIA.

4.4.2. Exclusion criteria

For Cases: Suspicious of Cancer.

4.5. Sample size determination

The sample size was calculated using a double population formula with Epi Info software, based
on the following assumptions: a 95% confidence level, 80% power, case-to-control ratio of 1:3
was used and the maximum sample size for age at first sexual intercourse less than or equal to
20 years, as determined in a 2021 study in South Ethiopia. The proportion of individuals with
age at first sexual intercourse less than or equal to 20 years was 14.3% for cases and 24.4% for
controls, with an adjusted odds ratio of 2.39 (10). By adding a 10% non-response rate and
applying a design effect of 1.5 the final sample size was 448 (112 cases and 336 controls).
(Table 1)
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Table 1Simple Size calculating is done for the following determinates associated with pre-
cancerous cervical lesion among women screened for cervical cancer Tigray, Ethiopia, 2024.

S.no | Significant | Power | Control | Case | Controls | AO | Case Contro | Total
determinant | % : case s% % R Sampl | | Sampl
s with ratio esize | Sample | esize

citation size

1 Parity 80 3 61.6 | 424 2.78 | 47 140 187
>5(20)

2 Age at first | 80 3 144 | 244 2.39 |68 204 272
sexual
intercourse
less than <20
years(10)

3. |History of | 80 3 500 |16.3 4.05 | 31 92 123
STDs(20)

4 >1 lifetime | 80 3 337 |81 4,70 | 37 111 148
sexual,
partner(10)

Key: STD=sexual transmitted disease AOR= adjusted odds ratio Cl= confidence interval.
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4.6. Sampling procedure or technique

In the Tigray region, twenty-three public hospitals providing routine cervical cancer screening
using VIA, from those eleven public hospitals were selected namely, Ayder comprehensive
specialized hospital, Axum comprehensive specialized hospital, Mekelle general hospital, and
Adigrat general hospital, Suhal general hospital, Axum St. Mary general hospital, Abiadi
general hospital, Lemlem Karl general hospital, Aferom primary hospital, Yekatit 11 primary

hospital, Adi-gdom primary hospital, were selected using a lottery method.

The total sample size was allocated proportionally based on the monthly client flow reported
by each hospital. Study participants were selected using systematic random sampling for both
cases and controls, K for cases and controls were calculated by dividing the total cases and
controls (N) by the total sample size (n) of cases and controls. While the first study subject was
selected by lottery method, the rest study subjects was selected using the calculated K value in
which the patients were selected every K interval of the cases and controls (K)=N/n for cases,
every 2 participants were selected, and for controls, every 7 participants were selected. The
study subjects were identified after being screened with VIA test, performed by trained
midwives and nurses, and testing positive or negative for VIA excluding those with suspicious
cases. Women with positive and negative VIA test presented to the same health facility for

cervical cancer screening within during data collection period. (Figure 2)
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Figure 2. Schematic presentation of sampling procedure determinants of precancerous cervical
lesions among women screened for cervical cancer in public hospitals of Tigray, Ethiopia, 2024.
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4.7. Data collection tools and procedures
Data were collected using a structured, pre-tested questionnaire adapted from various literature
sources related to precancerous cervical lesions(2, 9, 10, 20, 29). The questionnaire
encompassed sociodemographic-related factors, sexual and reproductive-related factors, family
history of cervical cancer, and lifestyle-related factors. Data were collected from study
participants using interviewer-administered questionnaires by eleven trained data collectors
(BSc nurses and midwives) who worked in the eleven selected hospitals providing cervical
screening services for one day before one week data collection and who also had experience in
data collection. Four supervisors oversaw the data collection process.
4.8. Variables
4.8.1. Dependent variable
VIA test result for pre-cancerous cervical lesions
4.8.2. Independent variable
» Socio-demographic related factors: age, residence, educational status, occupation,
marital status.
» Sexual and reproductive related factors: age of first starting sex, post-coital bleeding,
number of sexual partners of women and husband, STI, HIV status, hormonal
contraceptive, birth intervals, parity, abortion.

» Family history of cervical cancer and Lifestyle-related factors, family history of cervical cancer,

cigarette smoking.

4.9. Operational definitions

Case- participants who had confirmed VIA-positive raised and thickened white plaques of
aceto-white lesions, usually near the SCJ of the cervix (6).

Control- participants who had confirmed VIA-negative smooth, pink, uniform and featureless
cervix (6).

VIA-visual inspection with acetic acid VIA is a direct visual assessment of the cervix using

a 3-5% acetic acid solution to visibly whiten cervical lesions, which temporarily produces what

is known as an acetowhite lesion (1).
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4.10. Data processing and Analysis

The data were entered into Epi-Data version 4.7 and exported to Statistical Package for the
Social Sciences (SPSS) version 27 for analysis. Before analysis, the data were cleaned and
coded, cross-tabulations was done. Descriptive analysis of the data was performed by frequency
and proportion. Bi-variate logistic regression analysis for each independent variable was
employed and those with a P-value less than 0.2 were entered into a multivariable logistic
regression analysis to identify independent predictors of pre-cancerous cervical lesion at p-
value < 0.05. Adjusted odds ratios (AOR) and their 95% CI were used to look into the
association between the dependent and independent variables. Multicollinearity was checked
using a variance inflation factor (VIF) of less than 5%. The goodness-of-fit of the final logistic
model was tested using the Hosmer-Lemeshow test. Finally, the results were summarized and

presented using text, graphs, frequency tables.
4.11. Data quality assurance techniques.

The questionnaires were prepared in English and translated into Tigrigna and back to English
by independent language experts for consistency. Data cross cheaked with source document(
medical records),data entry was double checked and cleaned " to maintain data quality primary
data were collected from participants prospectively. A pretest was conducted by taking 5% of
the total sample size, pre-tested questionnaires was done at wukro hospital a week before the
actual study and necessary modifications were made for the questionnaire according to the gap
identified, like educational status unable to read and write was modified to non-formal
education. Data collectors and supervisors received a one-day training on study objectives, data
collection procedures, and relevance. A 5% sample size, or twenty-two participants 5 cases and
17 controls, was pretested at Wukro hospital before the actual data collection period. The
principal investigator along with other four supervisors monitor the overall data collection
process eleven nurses with experience of similar data collection were involved. The

completeness of the questionnaires was cross checked for accuracy and consistency.
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4.12. Ethical consideration

The eleven hospitals chosen by lottery— Ayder comprehensive specialized hospital, Axum
comprehensive specialized hospital, Shul General hospital, Mekelle general hospital, and
Adigrat general hospital— Axum St. Mary general hospital, Abi Adi general hospital, Lemlem
Karl general hospital Adi-gdom primary hospital, , Aferom primary hospital, Yekatit 11
primary hospital, were sent official support letters after receiving ethical clearance from
Mekelle University's college of health sciences institutional review committee (ethical
clearance number CHS/144/NS/16). All participants and the leaders of these sites were fully
informed about the study's goals, to maintain confidentiality, questionnaires were anonymous,

and written consent was obtained from each participant prior to the interview.

4.13. Dissemination of the result

Upon completion, the study findings will be submitted and presented to Mekelle University's
college of health sciences, school of nursing, the Tigray regional health bureau, and all
participating public hospitals. We will further disseminate the results through presentations at

various scientific forums and try for publication in reputable international journals.
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5. Results

5.1. Socio demographic character of the participants

A total of 112 cases and 336 controls were participated in the study with a response rate of

100%. The age range of the study participants were 21 to 49 years. The mean age of the
respondents was 36.26(x6.16 stander deviation SD) and 36.78 (£6.16 SD) for cases and controls

respectively. Secondary school of the women (Grades9-12th) were 14 (12.5%) cases, and135

(40.2%) controls and Table 2).

Table 2 Distribution of socio demography characteristics of participants in Tigray Ethiopia

2024(N=448).

Variables Categories Cases (%) Controls  Totals (%)
(%)

Age 21-29 21(18.8) 48(14.3)  69(15.4)
30-39 61(54.5) 196(58.3) 257(57.4)
40-49 30(26.8) 92(27.4)  122(27.2)

Educational status of Non-formal 51(45.5) 44(13.1)  95(21.2)

women education 26(7.7) 68(15.2)
Primary 42(37.5) 135(40.2) 149(33.3)
Secondary 14(12.5)
Diploma  and 5(5.0) 131(39.0) 136(30.4)
above

Occupation House wife 19(17.0) 52(15.5)  71(15.8)
Government 6(5.4) 19(5.7) 25(5.6)
employee
Private 23(20.5) 93(27.7)  116(25.9)
Others 64(57.1) 172(51.2) 236(52.7)

Place Rural 23(20.5) 86(25.6)  109(24.3)
Urban 89(79.5) 250(74.4) 339(75.7)

Marital status Single 8(7.1) 10(3.0) 18(5)
Married 76(67.9) 244(72.6) 320(71.4)
Widow 8(7.1) 52(15.5)  60(13.4)
Divorced 20(17.9) 30(8.9) 50(11.2)

Partner's Non- formal 4(3.8) 15(4.6) 19(4.4)

educational(husband) primary school 62(59.6) 129(39.6) 191(44.4)

(Grades 1-8th)
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Secondary 27(26.0) 125(38.3) 152(35.3)
(Grade 9-12th)

Diploma and 11(10.6) 57(17.5)  68(15.8)
above

Others (merchant, daily labour, student)

5.2 Family history of cervical cancer, chronic disease and life styles of respondents

Family history of cervical cancer, 55 (49.1%) were cases and147 (43.8%) controls had a family
history of cervical cancer and 35 (31.3%) cases and 44(13.1%) controls were with chronic
diseases and 12 (10.7%) cases and 27 (8.0%) controls were cigarette smokers. (Table 3)
Table 3: Family history, chronic disease and life styles of respondents of precancerous

cervical lesions status among women screened for cervical cancer in public hospital Tigray
Ethiopia 2024(N=448).

Variables Categories Cases (%) Controls (%) Total (%)
Relatives’ Yes 55(49.1) 147 (43.8) 202(45.1)
cervical cancer

No 57(50.9) 189 (56.3) 246 (54.9)
Chronic disease  Yes 35(31.3) 44(13.1) 79(17.6)

No 77 (68.8) 292(86.9) 369(82.4)
Cigarette Yes 12(10.7) 27(8) 39(8.7)
smokers

No 100(89.3) 309(92.0) 409 (91.3)

5.3 Sexual and reproductive history of participants

Women who have been <18yrs age during first sexual intercourse were 32 (28.6%) cases and
77(22.9%) controls respectively. Of the total participants who have used hormonal
contraceptives were 77 (68.8%) cases and 187 (55.7%) of controls. 51 (45.5%) cases and
106(31.5%) controls had a history of sexually transmitted infections.73 (65.2%) cases and 59
(17.6%) controls women had two or more sexual partners and 19 (17.0%) cases and 48 (14.3%)

controls had husbands with two or more sexual partners. (Table 4)

Table 4 Sexual and reproductive factors of precancerous cervical lesions status among women

screened for cervical cancer in public hospitals Tigray, Ethiopia 2024(N=448).
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Others* means (always irregular and no menstruation)

From the total HIV screened participants six (5.4%) cases and nineteen (5.7%) controls were
HIV positive. (Figure 3)

HIV status of partcipantes
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317
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150
106
100
>0 19
6
o I -
HIV Postive HIV Negative

M cases M controls Columnl

Figure 3 Distribution of HIV status of precancerous cervical lesions status among women
screened for cervical cancer in public hospitals Tigray Ethiopia 2024(N=448).

Hormonal contraceptive users of the participant’s oral contraceptives cases 60 and controls 157
and injectable cases 18 and controls 108, implant 10 cases and 51 controls, Intra Uterine

Contraceptive Device 4 cases and 5controls.
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Variables Categories Cases (%) Controls (%) Total (%)
Age of first | <I2 16(14.3) 48(14.3) 64(14.3)
menses 13-15 38(33.9) 169(50.3) 207(46.2)
>15 58(51.8) 119(35.4) 177(39.5)
Age of sexual | <18 32(28.6) 77(22.9) 109(24.3)
intercourse >18 80(71.4) 259(77.1) 339(75.7)
Age of first | <18 5(5.0) 9(2.8) 14(3.3)
pregnancy >18 101(95.3) 312(97.2) 413(96.7)
Regularity of | regular 66(58.9) 218(64.9) 284(63.4)
menstruation sometimes 39(34.8) 103(30.7) 142(31.7)
irregular
others * 7(6.3) 15(5.0) 22(5.0)
Hormonal Yes 77(68.8) 187(55.7) 264(58.9)
Contraceptives No 35(31.3) 149(44.3) 184(41.1)
user
Length of | <Syears 66(85.7) 150 (80.6) 216 (82.1)
contraceptive >5years 11 (14.3) 36 (19.4) 47 (17.9)
Postcoital Yes 28(25.0) 59(17.6) 87(19.4)
bleeding No 84(75.0) 277(82.4) 361(80.6)
Give birth Yes 106(94.6) 319(94.9) 425(94.9)
No 6(5.4) 17(5.1) 23(5.1)
Parity 1-2 40(37.4) 100(31.3) 140(32.9)
3-4 44(41.5) 124(38.9) 168(39.5)
>5 22(20.8) 95(29.8) 117(27.5)
Regularity of | <2years 67(63.2) 200 (62.7) 267(62)
birth interval >) years 39 (36.8) 119 (37.3) 158 (37.2)
Abortion Yes 31(27.7) 62(18.5) 93(20.8)
No 81(72.3) 274(81.5) 355(79.2)
Number of | 1 24(80.0) 44(69.8) 68(73.1)
abortions >2 6(20.0) 19(30.2) 25(26.9)
STI Yes 51(45.5) 106(31.5) 157(35.0)
No 61(54.5) 230(68.5) 291(65)
Number of | 1 54(48.2) 267(79.5) 321(71.7)
sexual partner of | >2 58(51.8) 69(20.5) 127(28.3)
women
Sexual partner of | 1 85(81.7) 280(85.9) 365(84.9)
husband >2 19(18.3) 46(14.1) 65(15.1)
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Figure 4 Type of contraceptives use of precancerous cervical lesions status among women
screened for cervical cancer in public hospitals Tigray Ethiopia 2024(N=448).

5.4 Determinant factors associated with pre-cancerous Cervical Lesions among
Study Percipients

In the bivariate analysis, marital status, history of postictal bleeding, number of lifetime sexual
partners of women, history of chronic disease, women's educational status, history of STIs, ever
use of hormonal contraceptives, history of abortion were variables with a p-value less than 0.2
and were included in the multivariable logistic regression model. When the multivariable
analysis was computed, the following variables were statistically significant with a p-value less
than 0.05: and these were number of lifetime sexual partners of women, women's educational
status, ever use of hormonal contraceptives, and history of STIs hosmer-Lemeshow test value
it was p=0.143.
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Women who had two or more lifetime sexual partners had 9 times higher odds (AOR, 9.001
95% CI :( 4.221-19.193), p value=0.000) for pre-cancerous cervical lesions than those women

who had <I lifetime sexual partner.

Women who had secondary school (Grades 9-12th) were (0.044, 95% CI:( 0.018-0.107), p
value=.000) less likely to developing pre-cancerous cervical lesion as compared to those women
who no formal education, and diplomas and above of the women were (0.008; 95%CI:(0 .002-
0.028), p-value .000) less likely odd of developing pre-cancerous cervical lesion as compared

to women who no formal education.

Participants who had a history of STI had 3.4 times higher odds (AOR, 3.433, 95% CI:( 1.600-
7.364) p value=0.002), for pre-cancerous cervical lesions than women who have no history of
STI. Women who had ever used hormonal contraceptives had 2.3 times higher odds (AOR,
2.340, 95% CI:( 1.220-4.487), p value=.010), for pre-cancerous cervical lesions than those

women who had never used hormonal contraceptives. (Table 5)
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Table 5 Bivariate and multivariable logistic regression analysis of independent variables with

precancerous cervical lesions status among women screened for cervical cancer in Tigray
Ethiopia 2024(N=448).

Note. 1 = reference categories
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Variables Categories | VIA status COR AOR (95%Cl)
Cases Controls | (95%Cl)
(%) (%)
History  Post | Yes 28(25.0) | 59(17.6) | 1.565 (.938- | 1.592 (.686-3.692)
coital bleeding 2.611)
No 84(75) | 277(82.4) 1 1
Life time
sexual partner | 1 54(48.2) | 267(79.5) 1 1
of Women >2 58(51.8.) | 69(20.5) | 4.156(2.636- | 9.001(4.221-19.193)
6.554)
History of | Yes 35(31.3) | 44(13.1) |3.017 (1.811- | 1.852 (.847-4.046)
Chronic disease 5.023)
No 77(68.8) | 292(86.9) 1 1
Women’s No formal
educational 51(45.5) | 44 (13.1) 1 1
status Primary 42(37.5) |26(7.7) |1.394 (.739- | 1.352 (.611-2.990)
school 2.627)
Secondary | 14(12.5) | 135 .089 (.045- | .044 (.018-.107)
school (40.2) A77)
Diploma 5(5.0) 131 .033 (.012- | .008 (.002-.028)
and above (39.0) .088)
History of STI | Yes 51(45.5) | 106 1.814 (1.171- | 3.433 (1.600-7.364)
(31.5) 2809)
No 61(54.5) | 230 1 1
(68.5)
Ever use of | Yes 77(68.8) | 187 1.753 (1.113- | 2.340 (1.220-4.487)
hormonal (55.7) 2.760)
Contraceptive | No 35(31.3) | 149 1 1
(44.3)
History of | Yes 31(27.7) | 62(18.5) | 1.691 (1.029- | .806 (.374-1.737)
Abortion 2.781)
No 81(72.3) | 274(81.5) 1 1
Marital status | Single 8(7.1) 10(3.0) 1 1
Married 76(67.9) | 244(72.6) | 0.389 (0.148- | .487 (.115-2.058)
1.022)
Widow 8(7.1) 52(15.5) |0.192(0.058- | .257 (.046-1.442)
0.633)
Divorced | 20(17.9) | 30(8.9) 0.833(0.281- | .859 (.168-4.393)
2.474)
6. Discussion

This study investigated the determinants of precancerous cervical lesions among women

screened for cervical cancer in Tigray, Ethiopia 2024. Determinant factors identified were the

27



number of lifetime sexual partners of women, the woman's education status, ever use of

hormonal contraceptive use, and history of STIs.

Women with two or more lifetime sexual partners were found higher odds to develop
precancerous cervical lesions compare to those with one partner. This result is in line with
findings Woliso town, South Ethiopia, Addis Ababa, Oromia, Southwest Ethiopia (10, 20, 29,
30, 34). This similarity might be due to the same population.This increased risk could be due
to a higher likelihood of HPV exposure in these women who practice sex for more than two
times in their life time, which is the major cause of precancerous cervical lesions. Multiple-type
and high-risk HPV infections are generally more closely associated with the number of lifetime

sexual partners than single-type or low-risk infections_(43).

Participants with a history of STIs were 3.4 times higher odds to develop pre-cancerous cervical
lesions than those counterparts. The result of the current study is similar with studies conducted
in Addis Ababa, Oromia, (Marie Stopes Adama), South Wollo zone, Woliso south shoa, Iran,
and Kenya (20, 27, 29-33). This similarity might be due to the same sampling technique and
population. This due fact that women who had a history of sexually transmitted diseases were
more likely to acquire HPV as a result of co-infection with other STDs. After invading the
epithelium, sexually transmitted HPV, an epitheliotropic virus, can either integrate into the host
genome or stay in the cytoplasm. When HPV remains in an episomal, non-integrated state, a
low-grade lesion develops. If the virus integrates into human deoxyribonucleic acid (DNA), it
may cause high-grade lesions and cancer. The cancer-causing HPV strains are more likely to
infect cells lining the lower vaginal tract, including the cervix especially in less immune (6, 44).
due to be Participants who had ever used hormonal contraceptives had 2.3 times higher odds to
developing pre-cancerous cervical lesions than those who had not used. This finding is
consistent with studies conducted in the North Shewa Zone of the Amhara Region, Maristop
Ethiopian Adama town, Iran, and Indonesia(26),(33),(27),(36). This similarity might be duet to
similar setting . The increased eversion of the columnar epithelium to the ectocervix, which
increases its susceptibility to HPV infection, might be result from continued use of hormonal
contraceptives. Implants, vaginal rings, and combination oral contraceptives that exclusively
contain progesterone may also raise the risk of precancerous cervical cancer. Because estrogen

and progesterone receptors are widely distributed, particularly in reproductive organs, these
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steroid agonists have a wide range of physiological effects. The International Agency for
Research on Cancer (IARC) has designated combination oral contraceptives as Group 1

carcinogens.(45),(46).

Women with a secondary school (Grades 9-12) education or a diploma or higher degree were
95.6%, 99.2 % respectively less likely to develop pre-cancerous cervical lesions compared to
those who no formal education. This finding is supported by studies conducted Tanzania, India
(24) ,(23). This similarity collude be similar awareness between those different population
group. This might be due to the increasing awareness, that as educational level increases it
ultimately influence individuals to prevent themselves from any risk factors of pre cervical
cancer. Being no formal education of women and lacking knowledge about pre-cancerous
cervical lesions can lead to a lack of awareness about the disease progression from pre-

cancerous to cancerous stages ((based on Tigray reginal health bureau report which was 29.1%).
7. Strengths and Limitations

7.1 Strengths: The study materials were pretesting before use and primary data collection

methods were used.

7.2 Limitations: Those private health institutions which works cervical cancer screening
using VIA were not included and qualitative data, was not done, some variables were not

included like, income and cultural and social norms.
8. Conclusion and Recommendation:
8.1 Conclusion

In this study, women with two or more life time sexual partners, woman’s educational status,
ever use of hormonal contraceptives, and a history of STIs were found to be significant
determinants for pre-cancerous cervical lesions. which was different from study done cross

sectional study done previously in Tigray.
8.2 Recommendation

Depending on the finding the following recommendation are forwarded.
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For health professionals and hospitals

»  Strengthen health education for women about safe sex practices, particularly for those
with no formal education, and facilitate positive behavioral change. Prioritize early
cervical cancer screening, especially for women who use hormonal contraceptives.

Additionally, emphasize the risks associated with changing sexual partners.
For community leaders and stakeholders

> It would be beneficial if stakeholders support or strengthen the distribution of condoms
to participants to prevent STIs. It would also be beneficial if community leaders work
with health professionals to provide health education and awareness creation for women
in the community regarding condom use for STI prevention, the importance of one-to-
one relationships, and early screening for cervical cancer, especially among women

using hormonal contraceptives.
For Federal ministry of health and regional health bureau

» Efforts would be made to increase early screening for cervical cancer in women through
collaborative health information regarding risk reduction for STls. This would be
include promoting one-on-one relationships, especially for women with no formal
education. Early screening should be strongly encouraged for women using hormonal
contraceptives. Dissemination of information should be through TV, radio, and other

social media platforms.
For researchers

» Encourage further research on the determinates for pre-cancerous cervical lesions using
qualitative research methods. Additionally, conduct longitudinal studies to investigate

the effect of each type of hormonal contraceptive on cervical cells.
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Annex: English version

Annex 1

Information sheet

Mekelle University College of Health Science School of Nursing Department of Maternity &
Reproductive Health Nursing

My name is . I am working with Haftom Birhane who is doing research for

the partial fulfillment of a Master’s Degree in Maternity and RH nursing at Mekelle University.
I am here to study determinants of precancerous cervical lesions among women screened for
cervical cancer screening in public hospitals of Tigray, Ethiopia. The result of the study will
help identify and the findings of the study also help as a significant input for policymakers,
program managers and other stakeholders to design programs and strategies to prevent
morbidity and maternal mortality It will also serve as a principal investigator as a partial
fulfillment for a Master’s degree in maternal and rh nursing. I am going to ask you questions to
be responded to by you. Some of the questions are very personal questions that some people
find difficult to answer. Your answers are completely confidential. Your name will not be
written on this form, and will never be used in connection with any of the information you tell
me. Participation by answering the questions that | am going to provide you is strictly on a
voluntary base. However, your honest answer to the question will help me to better understand
the determinants of pre-cancerous cervical lesions. Being a study participant in this study will
not get you any direct benefit and your involvement in the study will not give you any risk.
Your right not to be involved in the first place or to withdraw at any time is respected. | would
greatly appreciate your cooperation and help in response to this study. The interview will take
about 20-30 minutes. If you have any questions Mrs. Haftom Birhane is the contact person.
Haftom can be reached through this phoneN0.0919034674, e-mail.hhaftombirhane@gmail.com
Are you willing to participate in the interview and stay with us for a few minutes (15-20) now?
[ ]Yes, Go to the next page [ ] No, Thanks! Proceed to the next eligible participant
Annex 2

Written Consent form
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| the undersigned, am told that the researcher is going to conduct the study, on determinants of

precancerous cervical lesions among women screened for cervical cancer in public hospitals of

Tigray, Ethiopia. | have been told that the research will benefit the community in general

including me, the respondent, and that the research will not inflict any harm to me. | have been

told that I have full rights I have enough time to understand and then take part in the study based

on my interest besides; I am briefed that I will be interviewed for not more than 30 minutes.

Moreover, am notified that my participation in the study is entirely voluntary and that I can quit

the study any time | want. | will not be subject to any form of punishment following my failure

to participate in the study. In the same way am told that the information collected will not be

disclosed by any means to any people other than those participating in the study unless obtain

permission from me. Equally, am told that | can ask them questions | find difficult or any type.

| agree to participate in the research voluntarily

Signature Date interviewee number

Interviewer signature certifying that consent has been given written consent by the respondent.

Note: No need to force the clients to be included in the study.

Thank you!

Annex: Questionnaire in the English version

General information

For each question, make a circle around the spelling that corresponds to the answer; fill in the

blanks with the answer or mark

1. Participant’s code number:

CASE CONTROL
Part I. Socio-demographic related factors

No. | Question Response Remark

101 | How old are you?

102 | What is your educational status?

103 | What is your occupation? 1. Housewife
2.Government
employee
3. Private
employee
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4. Merchant

5. Daily laborer
6.student
7.other(specify)

104

Where do you live?

1.Rural
2.Urban

105

What is your marital status?

1. Single

2. Married
3. Widow
4. Divorced

Skip
if,1,3,4
to 201

106

What is your partner's educational level?

Part 2: Family history of cervical cancer of respondents and chronic disease Life style related

factor

201

Have any of your relatives ever been diagnosed with cervical
cancer? (If yes, what relationship with the patient? Mother

Sister, Daughter) 1.Yes

2.No

202 | Do you have any history of chronic disease? 1.Yes
2.No

203 | Have you ever smoked cigarettes? 1.Yes
2.No

Part 3: Sexual and reproductive related factors

301 | Have you ever had sexual intercourse? 1.Yes if No skip
2.No No.305

302 | If yes, how old were you when you had sexual intercourse for

the first time?

303 | Have you ever pregnant? 1.Yes if No skip
2.No No.305

304 | If yes, how old were you when you first pregnancy?

305 | How old were you when you had your first menstruation

period?

306 | What does your menstrual history look like? 1. regular
2. sometimes
irregular
3. always
irregular
4.no
menstruation

307 | Have you ever used hormonal contraceptives? 1.Yes i3f10 No.Q
2.No
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308 | If yes, what type(s) of contraceptives have you used? (more | 1. oral
than one answer is possible) contraceptives
pills
2. Injectable
3. Implants
4. (IUCD)
5.other,
hormonal
contraceptive(s
pecify)
309 | For how long?
310 | Do you have a history of postcoital bleeding? 1.Yes
2.No
311 | Have you ever given birth before? 1.Yes if No.314
2.No
312 | If yes, how many times?
313 | How long the Birth interval
314 | Have you ever had an abortion? 1.Yes
2 No If No.316
315 | If yes, how many times have you practiced?
316 | Do you have a history of sexually transmitted infections | 1.Yes
(STls)? 2.No
317 | Have you been tested for HIV? 1.Yes
2.No
318 | If yes, what is the result of the test? 1.Positive
2.negative
319 | With how many people have you ever had sexual
intercourse?
320 | How many sexual partners have you had your husband?
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AIN L : (NFICE -h&A) A PMLP

RIACAL OFA NAE MOT AL ICATT N FIUCT

MOT RYNAL Ry £NYA AT HACH HAN AN @A RIACAE AEA, /% 1CAT9T T NARE 8914 AR§YY+P
Bh& HN2 L HAN: +aRYLL Y&ERI NCYY ATHN@T 0AT) TR H P95+ A1) 5.2 MYeT N P MTRE
FATLFT AN ITREAMD ML T9RIRAR +OAT™ HHHIE® 870FAR: At HANN ANdF  IhNLHAN
YRIRYCT NAhT Nkt T9PNGAT NHOAT, 11 PT AOTAL TNARL 8924 APMAR 8A& NTAA AR TH,
Mot 1PNLE HHEAAR Tt NUAMST APIR: FAAAT ANsF NHUNL 99 NHAEGT Shties At
htFt NN 20 hAN 30 8EF APT HONS: ANH d0850+ NIRNF&EN ¢mFR HHY mPam, HEHFRLAN,
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FRAA AN = DRF 99 At HANN ANGF TH 879 19°&H A1l Hh188 AT, 912 hUAP AR AfIH,
megot NIPAFEN, 2190 95t AONT ANTH ALNGATHGTL MDA ANT AN, HPHAH NHOYN he
€62 AMOY hA 52 @dd AN AT° BT ALEA AeHHaHYT: NHRN §2+4 dP650+ ANAT hAA @979D
AN ARCAT: DBRT ADT HIAS Nm&rd AJPNC TL AP ANF HIAS ARNYY: THI T 9oXA
Nrh 0L £ NH4A T2 HEIRIPAN AAN, hAM. AR: AH 299 ANHEAPH, At HEMC oI9°
L9t B0 PAY:

+OAT, ANGF ATHEARN NHAON AREA T PP FHAA AT

Y&t+9n NCYT Nah, €94 0919034674 email hhaftombirhane@gmail.com

AJIN 2 Bh& NIRIPYYE KT (NFICT- AEA)

A1 NGR HH972% At ARETOE NHON T2 AN F914-2 HChN @I9NFR PNTFAT T2 TMYeT Ng $Lan Ay
+HIRE FRNTP T TIRET0 ARx AH, GR9Y%t ANl MO +§IPY $LAD MOIRP GOLIRL HARY P AINTE
NI°HLd NI° 1Ny N+OAT, ARy Nt @850+ H¢hN LAT 1390+ NMPAA ThNZ+HAN 19L
APRE TRA FAFL AR APETOTT NFPHMPI® +1141 Ade:: NAA £99 AH, dR650+t AHE NHHT £H7
178 1%L h9° HRIRA 11417 &AM AATr: NH@AT, OAT AH, ARTO+ TTPITHN ATrd TH h9° H+PYNL
NIk AQLT TPAFE ML AQY THRIPNFE FoAh ABAA NGR HAL +Z8A AATH: A COMEP AN HANCAL
I AN PA ATT HETAN IH N 20 AN 30 2P HENAS TR £AM AP NAA £99 ANH, A°890+
DL $A hHF 19RAFE AN SAF HHaNt RRE AN HDY £Tr7 9h Wt P56t DL $A-TOh+E GL
oM 9A IR A NTP HAL 1741 &AM AATr: NHOAR, ANH, A-Oh+T NHE RN FL.L HPT 2T +60F
Ng® HENBHL AZI16 AATr: NNAK M7 £99 At H+ANN ANbF NHE §+8 &F L 6N hA A h9® HEMBA
1141 AR N+@AT, HHY 2 T3 HENCUAL 17T At AR GRAANTR HAL +1141 Ade:

AH, @879t GATY NHINA 7AL NHNhT 272 AZBAA 1L NH TPNLT T2 dR979%t GAT NA HHCLAL T9RNF& AL
NH, a®ALT P&I9:
&CT OAT

F¢.®0l PAPMPP HHINLA
ANFE0-AE HAFE N99RF ANH, AReT0t hAtd: AL1R87Y:

nge Aht oAt 4oL
T
YL NS L ®YRC HAP [ ] myeY NS $La0 @IFE HENA ]

n4&A 1. MANECRY AN LR N1+t
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+. h¥>t anAn, aCY
¢
101 | &~y h1Le AR?
102 | e¢8 #A9oUCt?
103 | A7+2 9L9F Neh FNACH? U. N+ AdeNE
A. @10t Adchtd
h. TLAA,
a 908,
4. MOAFR Ne-htE
A hAk (27A8)
104 | #yNCx N2 U.mmc A h+m
105 | mirt Hs8C? U. He+ aecomd U,rh,dmo
A. Ht aoComt ARLAMTY
h. ANAL HPH +2AY
o, Htdtht 201 +.¢
£$9A
106 | 72 ANhLNT £2E F9PUCH?
ASA 2. b1+ T EAN § ALC ATITR AL FT AT <1AR NUCLT
201 | A1) AR, @RTAC NS MUY HINEGT AAP 22 (h& | UAD A.PAY
ML H&Et ML JAT)
202 | 2C hT9gR AAD, &2 U.A@ APNALTY
203 | Roc- £thh 22 U. A@ A. A2FRAT
n&A 3. R1-T AT -TPAL MOT
301 | 91 NI CAN 91247 2 L4AM? U A® A ARELAMY R4AMTY
+2A%
+.¢ 305
L$9A
302 | A@» A+2AY YMEADLP o AN ATLL OLTAYT 9N NI ChN
12277
303 | minn & rdame? U ke A R2LADY A2LAMTY
+2AY
+.¢ 305
£.$9A

304

AN A7RL Gamih, jaREADZP H mihh,

305

Al ATLL GaDRN YAREMLL MCHR §910F CAN?
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306 | NN, ATRL IH MCHR 699F £I°9Y U.NCo pangh
A. hhAS HRNCO
. Ak 90, HE&NCO
am PNALY
307 | 72 MAL MONANA, +MEMT £ BLAM( PCIRTA)? U A A ARLAMY ARLADTY
+2A7
+.4¢ 310
2494
308 | AO» AT2AT AL G972 U. Horhm DALY
A NAOCER HD-IA
A, AN AL HENC
a x{) TQYRY O-AM, HPMH
Z.h1egm
A NAA(PCAPTA) (27A8)
309 | 7hee aH? -
310 | ghe 8@ CAN 9™ R&EAN A2 U. h@ A RREATT
311 | @ALh & HdAmeL? U. hd A RRLADT ARLADT
+2A7
+.4314
L2494
312 | Ao ATAEAT NILL IH?
313 | AN RTLL @Dt KEAAL AN @ALN?
314 | mA, heemy 2 2LAm? U. A A hBLADT ABLADTY
+2A7
+.¢ 316
L2494
315 | Am» ATAEAT NTRL “TH?
316 | 92 mMyYeY Zhn, AAPT +NYAT ML FHNODT 2 BLAM? U. hd A ARLADT
317 | 72 ATALA, JoCADL 78478 REAM? U. A A RBLADTY
318 | Am~ ATABAT @ORT IRCARL AYFL 1842 U. AADT A. PNATY
319 | 9on ALL AMSBT INZ-NI ChN 1247Y BEAM?
320

ANAPR, hnh, @64 ATNt ATLE AAPA?
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