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Background: Gender-based violence (GBV) has profound adverse consequences on women’s physical, mental,

and reproductive health. Although Vietnam has high rates of induced abortion and GBV, literature

examining this relationship is lacking.

Objective: This study examines the association of GBV with induced abortion among married or partnered

women of reproductive age in Thai Nguyen province, Vietnam. In addition, we explore contraceptive use and

unintended pregnancy as mediators in the pathway between GBV and induced abortion.

Design and methods: Data were drawn from a cross-sectional survey of 1,281 women aged 18�49 years in four

districts of Thai Nguyen province. Bivariate and multivariate logistic regression analyses were applied to

examine the associations between lifetime history of GBV, contraceptive use, unintended pregnancy, induced

abortion, and repeat abortion, controlling for other covariates.

Results: One-third of respondents had undergone induced abortion in their lifetime (33.4%), and 11.5%

reported having repeat abortions. The prevalence of any type of GBV was 29.1% (17.0% physical violence,

10.4% sexual violence, and 20.1% emotional violence). History of GBV was associated with induced abortion

(OR�1.61, 95% CI: 1.20�2.16) and repeat abortion (OR�2.22, 95% CI: 1.48�3.32). Physical violence was

significantly associated with induced abortion, and all three types of violence were associated with repeat

abortion. Abused women were more likely than non-abused women to report using contraceptives and having

an unintended pregnancy, and these factors were in turn associated with increased risk of induced abortion.

Conclusions: GBV is pervasive in Thai Nguyen province and is linked to increased risks of induced abortion

and repeat abortion. The findings suggest that a pathway underlying this relationship is increased risk

of unintended pregnancy due in part to ineffective use of contraceptives. These findings emphasize the

importance of screening and identification of GBV and incorporating women’s empowerment in reproductive

health and family planning programs.

Keywords: Gender-based violence; abortion; contraceptive use; unintended pregnancy; Thai Nguyen; Vietnam

Received: 19 June 2012; Revised: 26 September 2012; Accepted: 21 October 2012; Published: 29 November 2012

V
iolence against women, also known as gender-

based violence (GBV), is ‘‘now widely recognized

as a serious human rights abuse’’ as well as ‘‘an

important public health problem that concerns all sectors

of society’’ (1). Internationally, attempts have been made

to redress this issue, with the United Nations Declaration

of Elimination of Violence against Women in 1993. In

2005, the World Health Organization (WHO) conducted a

multi-country study on violence against women, which

highlighted that GBV prevalence is far greater than that

indicated by research prior to 1999 (1). Factors contribut-

ing to the hidden nature of GBV include victims’ fear of

retaliation or other consequences, gender norms that

reinforce women’s subordination to their male counter-

parts, and social norms that justify GBV as ‘normal’ (2).

The adverse health consequences of GBV are not limited

to the physical and mental wellbeing of a woman but

also encompass her reproductive health (1, 3). Domestic
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violence against women in their childbearing years can

lead to a range of health problems for both mothers and

their babies, including late prenatal care during preg-

nancy, adverse pregnancy outcomes (4), somatic disor-

ders, neonatal problems, infant mortality (5), and even

maternal death (6). Specifically, literature has shown the

negative effects of domestic violence against women on

sexual autonomy, unintended pregnancy (3, 7), sponta-

neous abortion, and induced abortion (8, 9).

Previous studies show that GBV remains a widespread

problem in Vietnam with indications that it may be on

the increase (10). According to a 2010 nationally repre-

sentative study on domestic violence, 58% of Vietnamese

women have experienced some form of violence in

their lifetime, with prevalence rates of physical, sexual,

and emotional violence at 32, 10, and 54%, respectively

(11).

In addition to GBV, maternal health in Vietnam suffers

from conspicuously high abortion rates (an average of 2.5

induced abortions in a woman’s reproductive life), which

persist despite the country’s high contraceptive preva-

lence rate (78% among married couples) (12, 13). While

no official data on unsafe abortion are available for

Vietnam, a 2000�2001 study found that unsafe abortion

was the direct cause of 11.5% of maternal deaths in seven

Vietnamese provinces (14).

Due to the scope of violence against women and its

importance for reproductive health, research has increas-

ingly focused on examining the association between GBV

and abortion. Studies in developing countries, such as

India (15), Tanzania (16), Bangladesh (9), China (17), and

Uganda (7), have identified GBV as a significant risk

factor for induced abortion. However, the literature

examining the determinants of induced abortion in

Vietnam is yet to explore GBV as a possible predictor

(18, 19). In light of this gap, this study aims to document

the prevalence of GBV among married women of repro-

ductive age in Thai Nguyen province, Vietnam, and to

examine the association of GBV with induced abortion

and repeat induced abortion.

The study also aims to explore an underlying pathway

linking GBV and induced abortion in which contra-

ceptive use and unintended pregnancy act as mediating

factors. Research suggests that by creating an environ-

ment of fear and intimidation, increasing psychological

stress, and reducing access to services and support, GBV

may limit women’s control over their fertility, thereby

reducing contraceptive use or interrupting the effective

use of contraceptives (20�22). It has also been posited

that victims of GBV may feel unprepared or have reduced

desire to raise a child in an abusive environment, which

could increase the likelihood that pregnancies are unin-

tended and terminated (22, 23). Further, women may

be forced into having an abortion by their abusive

partners (16, 22, 24). We hypothesized that GBV reduces

women’s contraceptive use, thereby increasing their risk

of unintended pregnancy and, consequently, induced

abortion (Fig. 1).

Methods

Design and settings
Data were drawn from a cross-sectional household survey

conducted as part of a project entitled ‘Primary Health

Improvement Initiative in Thai Nguyen Province,

Vietnam.’ By providing evidence for health policy plan-

ning, the project aimed to advance the national effort to

attain universal access to family planning and safe

abortion services in Vietnam. The survey was conducted

between February and May 2011 in four of the nine

districts of Thai Nguyen, a province in northern Vietnam

with high proportions of indigent and ethnic minority

women. These districts account for 52% of the province’s

total population and are representative of both urban

(Thai Nguyen city) and rural areas (Dai Tu, Dinh Hoa,

and Vo Nhai districts).

Sampling and data collection
A representative sample of married or partnered women

aged 18�49 years was selected from the four districts by a

Implications for policy and practice

. Assessment and treatment of GBV should be integrated into standard reproductive health and family planning

services in Vietnam. To do so successfully, health providers need guidelines and training in screening,

documenting, and treating GBV.

. Investment is needed to establish shelters and support centers for victims of GBV that provide both protection and

counseling services. Linkages should be developed between these centers and reproductive health and family

planning services.

. Programs are needed to address gender inequality by advancing women’s empowerment, socioeconomic status,

and education as a means for curbing GBV.

. It is necessary to increase public awareness of the physical, reproductive, mental, and societal consequences of

GBV and to shift norms of acceptance of GBV.

. The capacity of the police and local authorities to uphold GBV policies and legislation should be strengthened.
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two-stage cluster sampling technique. The first stage

involved selection of 40 communes as primary sampling

units, with probability of inclusion proportional to the

size of the population in each district. In the second stage,

40 individual respondents were selected in each commune

via systematic random sampling.

Data were collected using face-to-face interviews using

a structured questionnaire. The survey collected informa-

tion from respondents on sociodemographic background,

sexuality and obstetric history, knowledge, attitudes and

practices related to contraception, fertility preferences,

history of GBV, attitudes towards and access to family

planning and reproductive health services, history of

abortion, and experience with abortion services. Inter-

viewers were trained medical doctors with sufficient

technical ability to distinguish among induced abortions,

stillbirths, and miscarriages. A total of 1,540 women

completed the survey. Among those, 1,281 women were

married or living with partner and were included in this

analysis.

Variables of interest
The outcomes were self-reported lifetime history of

induced abortion and repeat (two or more) induced

abortion. The main independent variables were self-

reported lifetime experience of any GBV as well as

physical violence, sexual violence, and emotional vio-

lence, based on the WHO definition (1) and adapted for

the Vietnam context (11). Physical violence was assessed

in terms of 11 items: slapping, throwing things, pushing

or shoving, hair pulling, hitting, kicking, dragging, beat-

ing, choking, burning, and threatening with or using a

weapon such as a knife or scissors. Sexual violence was

assessed in terms of three items: having sexual intercourse

against the respondent’s will, partner using excessive

physical force during sexual intercourse, and being forced

to engage in sexually degrading acts. Emotional violence

was assessed in terms of three items: insults or degrading

activities, belittlement or humiliation, and scaring the

respondent (including threats of violence). Lifetime

occurrence of any kind of violence was defined as

experience of any act of violence up to the date of the

interview, perpetrated by a current or former husband/

partner. In addition, because women reporting a parti-

cular type of violence (e.g. physical) could also be

exposed to another form of violence (e.g. sexual), life-

time history of each type of violence was assessed

independently.

Potential mediating explanatory factors included con-

traceptive use and unintended pregnancy. To measure

contraceptive use, respondents were asked whether they

had ever used any contraceptive method in their lifetime,

Experience of gender-based violence
before pregnancy 

Environment of fear and control, increased psychological stress,
restricted access to support  

Reduced desire to get pregnant
and have children 

Reduced control over fertility

Experience of gender-based violence
during pregnancy 

Increased contraceptive use

Increased contraceptive
failure and discontinuation

Increased unintended
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Induced abortion and repeat abortions
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Fig. 1. Conceptual model of a potential pathway between gender-based violence (GBV) and induced abortion.

Gender-based violence and induced abortion in Thai Nguyen province, Vietnam

Citation: Glob Health Action 2012, 5: 19006 - http://dx.doi.org/10.3402/gha.v5i0.19006 3
(page number not for citation purpose)

http://www.globalhealthaction.net/index.php/gha/article/view/19006
http://dx.doi.org/10.3402/gha.v5i0.19006


and, if so, the type(s) of method used. Responses were

categorized into three groups: use of any contraceptives

(yes/no), use of female-only methods (yes/no), and use of

couple methods (yes/no). Female-only methods included

oral pills, intrauterine devices (IUDs), injectables, im-

plants, and female sterilization. Couple methods included

those that require at least the awareness and a certain

degree of support and cooperation from husbands, such

as male and female condoms, diaphragms, withdrawal,

breastfeeding, and periodic abstinence. Unintended preg-

nancy was assessed by asking respondents if they would

describe their current pregnancy or any pregnancy in the

past as unintended (yes/no).

Additional explanatory variables included as control

variables in the multivariate analyses were women’s age at

interview (18�24 years/25�34 years/35�49 years); ethnicity

(Kinh majority/other ethnic minority groups); highest

level of education completed [primary school (grades

1�5)/secondary school (grades 6�9)/high school (grades

10�12)/college or higher]; main occupation (farmers/other

occupations); area of residence (rural/urban); household

social economic status (SES) (lowest/lower/middle/higher/

highest); number of living children (51 child/2 children/

]3 children); and age at first intercourse (14�19 years/20�
24 years/]25 years). The household SES index was

constructed using principal components analysis using

asset data such as house and land ownership, housing

quality, access to services (water, electricity, gas, and

sanitation services), and household assets (different

types of durable goods, productive assets, animals and

livestock) (25, 26). Household SES categories were formed

by dividing the index into quintiles. Due to its high

correlation with occupation, area of residence was not

included in the multivariate analyses.

Statistical analyses
Data were analyzed using Stata 11 (27). Descriptive

statistics were used to report the study population’s

background characteristics and to estimate prevalence

of GBV and induced abortion. Proportions and chi-

squared test were used to examine the binary associations

between GBV and contraceptive use, unintended preg-

nancy, and induced abortion outcomes. Multivariate

logistic regression analysis was used to explore the

association of GBV variables with lifetime history of

induced abortion and repeat induced abortion, control-

ling for other covariates. In addition, multivariate logistic

regression analyses were run to study the relationship

between GBV and contraceptive use and unintended

pregnancy. Odds ratios (OR) with 95% confidence

intervals (95% CI) are presented for the final models.

Ethical considerations
Ethical approval for this study was obtained from the

Institutional Review Board of the Institute of Social and

Medicine Studies in Vietnam. Written informed consent

was obtained from all respondents, and measures were

taken to ensure participants’ confidentiality and privacy

throughout the study process.

Results
The overall response rate was high at 95%. The internal

non-response rates of the study’s sensitive questions �
including those related to contraceptive use, unintended

pregnancy and induced abortion, and exposure to GBV �
were very low, ranging from 0.3�2.1%. The limited

number of respondents with missing data on these

variables was unlikely to have greatly affected the results.

Table 1 provides an overview of the prevalence of and

associations between lifetime history of GBV with

contraceptive use, unintended pregnancy, induced abor-

tion, and repeat induced abortion. One-third of women

reported undergoing at least one induced abortion, and

11.5% reported having two or more induced abortions in

their lifetime. The prevalence of GBV was relatively high,

with 29.1% of women reporting experiencing any types of

violence by their husband/partner, 17.0% reporting

physical violence, 10.4% reporting sexual violence, and

20.1% reporting emotional violence. About two-thirds of

respondents had used contraception, with more women

reporting use of female-only methods (48.8%) than

couple methods (19.9%). Close to one-quarter of women

(23.6%) reported having an unintended pregnancy cur-

rently or in the past.

Lifetime history of induced abortion and repeat

induced abortion were significantly associated with

having experienced GBV (Table 1). Women who had

undergone an abortion were significantly more likely to

report experiencing any types of violence, physical

violence, and emotional violence and were marginally

more likely to experience sexual violence. Those reporting

repeat abortion had a greater likelihood of experiencing

any types of violence as well as all forms of GBV. Table 2

summarizes the demographic characteristics of the study

sample as well as the association between these char-

acteristics with induced abortion and repeat abortion. As

expected, women who were older and had more children

were more likely to have experienced abortion. Women

who worked as farmers were less likely to report abortion

compared to women having other jobs (30.1% vs. 39.9%

for induced abortion and 10.1% vs. 14.1% for repeat

abortion). Women who had first intercourse before age 25

were more likely to experience abortion. In addition,

women reporting use of contraceptives also had increased

likelihood of having experienced abortion. Women with

higher SES status were also more likely to report

experiencing any abortion and repeat abortion.

The multivariate logistic regression models of the

relationship between GBV and abortion outcomes are

presented in Tables 3 and 4. After adjusting for potential
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confounders, women who experienced any form of GBV

were 1.61 times (95% CI: 1.20�2.16) more likely to report

having an induced abortion and 2.22 times (95% CI:

1.48�3.32) more likely to report having repeat induced

abortion. When considering the odds of induced abortion

by the three subtypes of GBV, the adjusted OR for

physical violence was 1.91 (95% CI: 1.34�2.72), while the

associations with the two other subtypes (sexual and

emotional violence) were not statistically significant. All

three subtypes of GBV were positively associated with

repeat abortion, with adjusted OR ranging from 2.28 to

2.50 (Table 4).

To assess contraceptive use and unintended pregnancy

as potential mediators on the pathway between GBV

and induced abortion, we examined the relationship

between these variables and the independent variables

of interest (GBV variables) and the dependent variables

of interest (induced abortion outcomes). Findings show

that both contraceptive use and unintended pregnancy

were associated with GBV in both bivariate analyses

(Table 1) and multivariate analyses (Table 5). Controlling

for potential confounders, women who were exposed to

any form of violence were 1.82 times (95% CI: 1.30�2.47)

more likely to report contraceptive use and 1.66 times

(95% CI: 1.11�2.11) more likely to report unintended

pregnancy than unexposed women. Abused women were

1.76 times (95% CI: 1.33�2.33) more likely to report using

female-only contraceptive methods than those unexposed

to violence. In contrast, the association between GBV

and use of couple contraceptive methods was statistically

insignificant. In addition to GBV, the reproductive

health mediators were also associated with induced

abortion outcomes. Use of any form of contraception

and use of female-only methods were associated with

increased likelihood of having an induced abortion

and repeat abortion (Tables 2 and 3). In addition,

abortion-seekers were more likely to report having an

unintended pregnancy in their lifetime. Multivariate

logistic regression analyses show that these relationships

remained even after adjusting for potential confounders

(Table 3).

Discussion
In parallel with socioeconomic development, Vietnam has

seen significant gains in gender equality and women’s

advancement in recent years. However, Vietnamese cul-

ture remains deeply rooted in traditional Confucian

principles that serve to lower women’s status in relation

to men, such as the declaration that wives should be

subordinate to their husbands (28). Such inequities

between men and women are a root cause of GBV, which

is known to be perpetuated by a culture of silence in

Vietnam (11). Contributing to this silence are gender

norms that place women in the position of maintaining

Table 1. Prevalence of lifetime history of gender-based violence (GBV) and association between GBV and lifetime

contraceptive use, unintended pregnancy, and induced abortion

Lifetime history of contraceptive use and unintended pregnancy

(n�1,260)

Lifetime history of induced

abortion (n�1,254)

Lifetime history

of GBV

Prevalence

(n�1,281)

Contraceptive

use (n�865,

68.66%)

Use of female

contraceptive

method (n�615,

48.77%)

Use of couple

contraceptive

method (n�251,

19.89%)

Unintended

pregnancy

(n�297,

23.57%)

Abortion

(n�421,

33.57%)

Repeat

abortion

(n�144,

11.48%)

Percent (95% CI) Percent Percent Percent Percent Percent Percent

Any GBV

No 70.95 (68.44�73.46) 65.70 44.39 20.98 21.05 30.54 9.07

Yes 29.05 (26.54�31.56) 77.57*** 50.00*** 17.14 29.56** 40.93*** 17.31***

Physical GBV

No 83.02 (80.94�85.09) 67.32 46.24 20.77 21.88 31.41 9.69

Yes 16.98 (14.91�19.06) 78.02** 62.15*** 15.25� 31.60** 44.13*** 20.19***

Sexual GBV

No 89.62 (87.93�91.30) 68.25 47.89 19.92 22.51 32.73 10.40

Yes 10.38 (8.69�12.07) 76.07� 56.41� 19.66 32.82** 40.46� 20.61**

Emotional GBV

No 79.87 (77.66�82.09) 66.99 45.72 21.02 22.20 32.22 9.56

Yes 20.13 (17.91�22.34) 77.73** 61.97*** 15.02* 29.08* 38.74* 18.97***

�pB0.10, *pB0.05, **pB0.01, ***pB0.001.
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Table 2. Demographic characteristics, contraceptive use, unintended pregnancy, and lifetime history of induced abortion among

study participants

Lifetime history of abortion (n�1,254)

Prevalence (n�1,281) Abortion (n�421, 33.57%) Repeat abortion (n�144, 11.48%)

Explanatory variables Percent (95% CI) Percent Percent

Age of respondent (years)

18�24 9.40 (7.79�11.00) 10.09 0.00

25�34 34.38 (31.77�36.70) 23.00 5.16

35�49 56.22 (53.50�58.95) 43.50*** 16.92***

Ethnicity

Kinh 67.37 (64.80�69.94) 34.75 13.00

Other (ethnic minority) 32.63 (30.06�35.20) 31.13 8.33*

Education

Primary school 10.62 (8.93�12.31) 28.68 8.82

Secondary school 50.27 (47.53�53.01) 34.34 11.39

High school 23.50 (21.17�25.82) 30.17 11.53

College or higher 15.61 (13.62�17.60) 39.79� 13.61

Occupation

Farmer 64.77 (62.15�67.37) 30.14*** 10.09*

Other 35.23 (32.61�37.85) 39.91 14.06

Area of residence

Rural 64.64 (62.02�67.26) 29.88*** 8.52***

Urban 35.36 (32.74�37. 99) 40.32 16.89

Household SES

Lowest 20.02 (17.83�22.23) 25.70 7.23

Low 20.03 (17.83�22.23) 28.97 7.94

Middle 19.95 (17.76�22.15) 33.47 10.76

Higher 20.03 (17.83�22.23) 37.55 13.83

Highest 19.95 (17.76�22.15) 42.28*** 17.89***

Number of living children (range: 0�5)

51 34.35 (31.74�36.95) 20.58 4.60

2 52.30 (49.56�55.04) 38.36 14.48

]3 13.35 (11.48�15.21) 46.20*** 16.37***

Age at first intercourse (years)

14�19 27.97 (25.50�30.43) 34.76 11.11

20�24 52.63 (49.89�55.38) 35.26 12.61

25�45 19.40 (17.23�21.58) 26.36* 8.79

Ever used contraception

No 31.34 (28.64�34.04) 8.20 1.64

Yes 68.66 (65.96�71.36) 35.49*** 12.08*

Ever used female contraceptive methods

No 51.23 (48.32�54.14) 23.17 5.88

Yes 48.77 (45.89�51.68) 44.85*** 17.18***

Ever used couple contraceptive methods

No 80.11 (77.78�82.43) 34.64 12.78

Yes 19.89 (17.57�22.22) 31.08 6.31**

Ever had unintended pregnancy

No 76.43 (74.07�78.80) 32.69 11.32

Yes 23.57 (21.20�25.93) 50.82** 14.75

�pB0.10, *pB0.05, **pB0.01, ***pB0.001.
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family harmony and call for women to protect the

reputation of their husbands and families. GBV is

considered a family and private issue, not to be discussed

openly. This silence reduces public awareness of the

problem and prevents abused women from getting support

and protection they need (11).

This study provides evidence that GBV remains a

formidable problem in Thai Nguyen province with

serious reproductive health consequences for the women

who live there. The prevalence rates of GBV in the

present study were lower than the results from the 2010

national study on domestic violence (11) (e.g. 31% vs.

58% for any form of GBV), most likely due to variations

between the two study populations. Compared to the

national study, our sample had larger proportions of

rural residents and ethnic minorities, and these popula-

tions may be more likely to underreport GBV.

Our findings demonstrate that women who experience

GBV are at an increased risk for induced abortion and

repeat induced abortion. After adjusting for potential

confounders, the risk for repeat abortion remained for all

three subtypes for GBV, while the risk of having an

induced abortion remained significant for physical vio-

lence but not for sexual violence and emotional violence.

These findings corroborate some of the findings from

literature studying GBV and abortion. Findings from a

study in Kenya (8) show that induced abortion was

associated with all three subtypes of GBV. However, in

Cameroon (29), the risk for induced abortion increased

with physical and sexual violence but was not associated

with emotional violence.

Evidence suggests that contraceptive use and unin-

tended pregnancy are factors mediating the relationship

between GBV and abortion. We found that GBV was

positively associated with contraceptive use and unin-

tended pregnancy, and, in turn, these factors were

positively associated with induced abortion. These find-

ings are consistent with the literature demonstrating that

abused women are more likely to use contraception (5, 23,

30) and to have unintended pregnancy (9, 31) than their

non-abused counterparts.

This pathway may be explained by reluctance on

behalf of the abused women to raise a child in a violent

setting, which would lead them to take matters into their

own hands using contraception to avoid pregnancy/

childbirth. This theory helps explain why use of female-

only contraceptive methods was associated with abortion

but not use of couple methods. Couple methods intrinsi-

cally require couple communication and cooperation,

while female-only methods can be used without the

partner’s involvement or even knowledge. However, it

has also been theorized that this finding may be due to

men discovering that their partners are using contra-

ception and then reacting violently, which would also

Table 3. Multivariate logistic regression models for the

relationship between any kind of gender-based violence

(GBV) and induced abortion

Explanatory

variables

Ever had abortion

(n�1,118)

Ever had repeat

abortion (n�1,118)

OR (95% CI) OR (95% CI)

Ever experienced any

GBV

Nor 1.00 1.00

Yes 1.61** (1.20�2.16) 2.22*** (1.48�3.32)

Ever used contraception

Nor 1.00 1.00

Yes 4.10** (1.56�10.77) 4.81 (0.64�36.22)

Ever had unintended

pregnancy

Nor 1.00 1.00

Yes 2.69** (1.44�5.01) 1.82 (0.74�4.43)

Age of respondent

(years)

18�24r 1.00 1.00

25�34 3.07* (1.31�7.20)

35�49 7.49*** (3.11�18.06) 3.39*** (1.91�6.02)

Ethnicity

Kinh 0.76� (0.56�1.04) 1.01 (0.62�1.64)

Otherr 1.00 1.00

Education

Primary schoolr 1.00 1.00

Secondary school 1.17 (0.72�1.89) 1.16 (0.53�2.53)

High school 0.83 (0.46�1.50) 0.95 (0.38�2.38)

College or higher 1.19 (0.60�2.34) 1.12 (0.40�3.11)

Occupation

Farmer 0.61* (0.39�0.93) 0.95 (0.52�1.74)

Otherr 1.00 1.00

Household SES

Lowestr 1.00 1.00

Lower 1.01 (0.64�1.61) 0.87 (0.40�1.87)

Middle 1.42 (0.88�2.28) 1.45 (0.69�3.04)

Higher 1.46 (0.87�2.45) 1.94� (0.88�4.23)

Highest 1.55 (0.86�2.81) 2.77* (1.17�6.58)

Number of living children

51r 1.00 1.00

2 1.39 (0.94�2.05) 1.83� (0.95�3.53)

]3 1.90* (1.11�3.25) 2.19� (0.96�5.00)

Age at first sexual

intercourse (years)

14�19 1.63* (1.03�2.58) 1.27 (0.65�2.50)

20�24 1.61* (1.10�2.36) 1.37 (0.78�2.43)

25�45r 1.00 1.00

�pB0.10, *pB0.05, **pB0.01, ***pB0.001.
rReference group.
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lead to a positive association between contraceptive use

and GBV (20).

While it appears paradoxical that high contraceptive

use goes together with high unintended pregnancy and

high abortion rates among abused women, this finding

may be related to the influence of GBV on the effective

use of contraception. The environment of fear and male

dominance evident in abusive relationships may reduce

women’s ability to use contraception consistently and

effectively, thereby increasing their risk of unintended

pregnancy and abortion (22). In addition, evidence

suggests that contraceptive failure is relatively common

in Vietnam, where an estimated 36.7% of unintended

pregnancies are the result of contraceptive failure, which

helps explain the country’s high rates of contraceptive use

and abortion (32). Another recent publication from this

study found that family planning services in Thai Nguyen

remain limited in terms of counseling about method

choice as well as contraceptive access and method

availability (33). Inadequate family planning services

may contribute to higher rates of contraceptive failure

in this population.

The other logical hypothesis is that women exposed to

GBV have reduced control over their reproductive

choices due to reduced access to family planning or other

fertility control resources and therefore experience higher

rates of unintended pregnancy. Abortion may be one

method by which these women regain control of their

reproductive health. Finally, there remains the possibility

that abusive partners have used violence or the threat of

violence to coerce these women into having abortions.

This study contains limitations that should be taken

into consideration. Due to the study’s cross-sectional

design, it is impossible to surmise causality from the

Table 4. Multivariate logistic regression models for the relationship between physical, sexual, and emotional gender-based

violence (GBV) and induced abortion

Model 11,2 Model 2 Model 3

Explanatory variables

Ever had

abortion

(n�1,118)

Ever had repeat

abortion

(n�1,118)

Ever had

abortion

(n�1,118)

Ever had repeat

abortion

(n�1,118)

Ever had

abortion

(n�1,118)

Ever had repeat

abortion

(n�1,118)

OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI)

Ever experienced

GBV

Physical GBV

Nor 1.00 1.00

Yes 1.91*** (1.34�2.72) 2.50*** (1.58�3.96)

Sexual GBV

Nor 1.00 1.00

Yes 1.35 (0.88�2.06) 2.28** (1.34�3.88)

Emotional GBV

Nor 1.00 1.00

Yes 1.31 (0.94�1.83) 2.36*** (1.53�3.63)

Ever used

contraception

Nor 1.00 1.00 1.00 1.00 1.00 1.00

Yes 4.31** (1.64�11.3) 5.38 (0.71�40.6) 4.28** (1.63�11.2) 5.12 (0.68�38.5) 4.28** (1.63�11.2) 5.17 (0.69�39.0)

Ever had unintended

pregnancy

Nor 1.00 1.00 1.00 1.00 1.00 1.00

Yes 2.80** (1.50�5.24) 1.87 (0.76�4.61) 2.72** (1.46�5.07) 1.84 (0.76�4.47) 2.74** (1.47�5.12) 1.78 (0.72�4.37)

�pB0.10, *pB0.05, **pB0.01, ***pB0.001.
1The main independent variables for models 1, 2, and 3 were physical GBV, sexual GBV, and emotional GBV, respectively.

These independent variables were highly correlated and were therefore examined in separate models.
2Models control for the following (not shown): age, ethnicity, education, occupation, household SES, number of living children, and age at

first intercourse.
rReference group.
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findings. Only the associations between having experi-

enced GBVand induced abortion can be inferred. Another

limitation is the possibility of underreporting of history of

GBV and induced abortion due to our reliance on retro-

spective reports as well as the sensitive nature of the

questions. In particular, younger women are likely to have

underreported their experience with abortion since having

an abortion before the first birth is viewed as disgraceful in

Vietnam. In addition, our data did not include single

women, whose GBV experiences and induced abortion

behaviors could be different from those of married

women. However, the results can be generalized to married

Table 5. Multivariate logistic regression models for the relationship between any kind of gender-based violence (GBV) and

contraceptive use and unintended pregnancy

Contraceptive use

Ever used contraception

(n�1,138)

Ever used female only

contraceptive method

(n�1,124)

Ever used couple

contraceptive method

(n�1,124)

Ever had unintended

pregnancy (n�1,211)

Explanatory variables OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI)

Ever experienced any GBV

Nor 1.00 1.00 1.00 1.00

Yes 1.82*** (1.33�2.49) 1.76*** (1.33�2.33) 0.89 (0.62�1.27) 1.66** (1.22�2.26)

Age of respondent (years)

18�24r 1.00 1.00 1.00 1.00

25�34 1.70* (1.05�2.76) 2.35** (1.39�3.96) 0.65 (0.37�1.15) 0.71 (0.36�1.43)

35�49 1.44 (0.84�2.48) 2.66*** (1.51�4.68) 0.43** (0.22�0.81) 0.41* (0.20�0.87)

Ethnicity

Kinh 1.09 (0.82�1.46) 0.92 (0.69�1.22) 1.36� (0.95�1.96) 1.01 (0.72�1.41)

Otherr 1.00 1.00 1.00 1.00

Education

Primary schoolr 1.00 1.00 1.00 1.00

Secondary school 0.97 (0.62�1.54) 0.89 (0.58�1.37) 1.13 (0.61�2.09) 1.16 (0.73�1.86)

High school 0.78 (0.45�1.33) 0.85 (0.51�1.43) 0.90 (0.44�1.81) 0.76 (0.42�1.38)

College or higher 1.00 (0.52�1.93) 0.60 (0.36�1.12) 1.76 (0.81�3.84) 0.82 (0.40�1.68)

Occupation

Farmer 0.98 (0.64�1.50) 0.93 (0.62�1.38) 1.07 (0.66�1.73) 1.00 (0.62�1.60)

Otherr 1.00 1.00 1.00 1.00

Household SES

Lowestr 1.00 1.00 1.00 1.00

Lower 1.30 (0.86�1.96) 1.14 (0.76�1.70) 1.27 (0.72�2.23) 0.88 (0.56�1.39)

Middle 1.80** (1.16�2.78) 1.47� (0.97�2.24) 1.34 (0.76�2.37) 0.81 (0.50�1.32)

Higher 1.53� (0.94�2.48) 0.91 (0.57�1.46) 2.21** (1.22�4.02) 1.57� (0.93�2.64)

Highest 2.15** (1.21�3.81) 1.36 (0.79�2.34) 1.90� (0.96�3.74) 1.33 (0.70�2.49)

Number of living children

51r 1.00 1.00 1.00 1.00

2 1.68** (1.18�2.39) 1.61** (1.15�2.25) 1.00 (0.67�1.51) 4.07*** (2.53�6.55)

]3 1.80* (1.06�3.07) 1.82* (1.10�2.99) 0.83 (0.42�1.66) 18.05*** (9.84�33.12)

Age at first sexual

intercourse (years)

14�19 1.37 (0.89�2.10) 2.06*** (1.36�3.11) 0.53* (0.32�0.88) 1.26 (0.76�2.09)

20�24 1.37� (0.96�1.96) 1.85*** (1.31�2.61) 0.63* (0.43�0.94) 1.13 (0.73�1.78)

25�45r 1.00 1.00 1.00 1.00

�pB0.10, *pB0.05, **pB0.01, ***pB0.001.
rReference group.
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or partnered women of reproductive age in Thai Nguyen

province as well as the wider region of northern

Vietnam. Despite these limitations, the study findings

have important implications for policy and practice in

Vietnam.

The Vietnam family planning program has made

impressive gains in increasing contraceptive use and

reducing fertility (34). However, family planning may

not be easy for women in violent relationships, and

therefore policies and programs in Vietnam should

consider the role of GBV in women’s reproductive health.

At present, there are no national treatment guidelines for

health care providers to use in screening, treating, and

referring GBV victims. Nationwide interventions should

focus on providing guidelines and training to health

workers for screening and treatment of GBV during

routine family planning and antenatal care visits. Because

abused women also need support and protection outside

of health care settings, referrals should be provided to

appropriate support centers if abuse is identified. As of

now, these centers are severely lacking; it is critical to

establish effective protection, support, counseling, and

treatment services for abused women.

While the National Assembly issued the Law on

Domestic Violence Prevention and Control in 2007,

knowledge of the law is still lacking and implementation

remains weak, especially in rural and poor areas (35).

Furthermore, the culture of silence around GBV means

that many of the serious consequences go unrecognized

by policymakers and the community at large. Efforts

should be made to increase public awareness of the

physical, reproductive, mental, and societal consequences

of GBV and to shift norms of acceptance of GBV. To

transfer some of the burden away from women, it is

important to hold police and local authorities responsible

for the implementation of GBV policies and legislation.

Conclusions
This study is among the first to provide evidence of a

positive association between GBV and induced abortion

in Vietnam. In addition, the study provides insight into

the role that contraceptive use and unintended pregnancy

play in the underlying pathway between GBV and

induced abortion. Addressing Vietnam’s high prevalence

of GBV has the potential to significantly improve

maternal, infant, and reproductive health outcomes. In

particular, reducing GBV could lower the country’s

stubbornly high abortion rates. Our findings emphasize

the importance of reducing gender inequality, integrating

routine screening and treatment of GBV into reproduc-

tive health care, providing supportive services for victims

of violence, and raising awareness of the extent and

consequences of GBV. Additional research is needed to

further the development and improvement of policies and

programs. Qualitative studies are needed to probe into

the psychology and contextual factors of GBV and

reproductive health in greater detail to provide a more

comprehensive explanation of the mechanisms at play.

Research is also needed to test the practicality and

effectiveness of interventions that aim to prevent and

treat GBV as a means for improving reproductive health

outcomes in a Vietnamese context.

Acknowledgements

Research was conducted by Thai Nguyen University of Medicine

and Pharmacy, the Institute of Social and Medical Studies, and Thai

Nguyen Provincial Health Services with support from Population

Council Vietnam under the Primary Health Improvement Initiative.

Funding was provided by Atlantic Philanthropies through Popula-

tion Council Vietnam.

Conflict of interest and funding
The authors have not received any other funding or

benefits from industry or elsewhere to conduct this study.

References

1. Garcı́a-Moreno C, Jansen HAFM, Ellsberg M, Heise L, Watts

C. WHO multi-country study on women’s health and domestic

violence against women. Geneva, Switzerland: World Health

Organization; 2005.

2. Gardsbane D, Ha VS, Taylor K, Chanthavysouk K. Gender

based violence: issue paper. Ha Noi: United Nations Population

Fund; 2010.

3. Sarkar NN. The impact of intimate partner violence on women’s

reproductive health and pregnancy outcome. J Obstet Gynaecol

2008; 28: 266�71.

4. Chambliss LR. Intimate partner violence and its implication for

pregnancy. Clin Obstet Gynecol 2008; 51: 385�97.

5. Alio AP, Nana PN, Salihu HM. Spousal violence and poten-

tially preventable single and recurrent spontaneous fetal loss

in an African setting: cross-sectional study. Lancet 2009; 373:

318�24.

6. O’reilly R. Domestic violence against women in their child-

bearing years: a review of the literature. Contemp Nurse 2007;

25: 13�21.

7. Kaye DK, Mirembe FM, Bantebya G, Johansson A, Ekstrom

AM. Domestic violence as risk factor for unwanted pregnancy

and induced abortion in Mulago Hospital, Kampala, Uganda.

Trop Med Int Health 2006; 11: 90�101.

8. Emenike E, Lawoko S, Dalal K. Intimate partner violence and

reproductive health of women in Kenya. Int Nurs Rev 2008; 55:

97�102.

9. Silverman JG, Gupta J, Decker MR, Kapur N, Raj A. Intimate

partner violence and unwanted pregnancy, miscarriage, induced

abortion, and stillbirth among a national sample of Bangladeshi

women. BJOG 2007; 114: 1246�52.

10. Budiharsana MP, Mai TQ. Project evaluation report: improving

the health care response to gender-based violence � phase II.

Vietnam: Population Council; 2009.

11. GSO. Results from the national study on domestic violence

against women in Vietnam 2010. Hanoi, Vietnam: General

Statistics Office; 2010.

12. Dang T, Nguyen D. Vietnam Abortion Situations: Country

Report, 2001. Paper for the Conference on Expanding Access:

Advancing the Roles of Midlevel Providers in Menstrual

Phuong Hong Nguyen et al.

10
(page number not for citation purpose)

Citation: Glob Health Action 2012, 5: 19006 - http://dx.doi.org/10.3402/gha.v5i0.19006

http://www.globalhealthaction.net/index.php/gha/article/view/19006
http://dx.doi.org/10.3402/gha.v5i0.19006


Regulation and Elective Abortion Care, South Africa, 2�6

December 2001.

13. Johnston R. Historical abortion statistics, Vietnam. Available

from: http://www.johnstonsarchive.net/policy/abortion/ab-viet

nam.html [cited 15 August 2012].

14. WHO. Maternal Mortality in Viet Nam 2000�2001: An in-depth

analysis of causes and determinants. Manila, Philippines: World

Health Organization, Regional Office for the Western Pacific;

2005.

15. Yoshikawa K, Agrawal NR, Poudel KC, Jimba M. A lifetime

experience of violence and adverse reproductive outcomes:

findings from population surveys in India. Biosci Trends 2012;

6: 115�21.

16. Stockl H, Filippi V, Watts C, Mbwambo JK. Induced abortion,

pregnancy loss and intimate partner violence in Tanzania:

a population based study. BMC Pregnancy Childbirth 2012;

12: 12.

17. Wu J, Guo S, Qu C. Domestic violence against women seeking

induced abortion in China. Contraception 2005; 72: 117�21.

18. Gorbach PM, Hoa DT, Nhan VQ, Tsui A. Contraception and

abortion in two Vietnamese communes. Am J Public Health

1998; 88: 660�3.

19. Goodkind D. Abortion in Vietnam: measurements, puzzles, and

concerns. Stud Fam Plann 1994; 25: 342�52.

20. Hindin MJ, Kishor S, Ansara DL. Intimate partner violence

among couples in 10 DHS countries: predictors and health

outcomes. Calverton, Maryland, USA: Macro International;

2008.

21. Miller E, Jordan B, Levenson R, Silverman JG. Reproductive

coercion: connecting the dots between partner violence and

unintended pregnancy. Contraception 2010; 81: 457�9.

22. Pallitto CC, Campbell JC, O’Campo P. Is intimate partner

violence associated with unintended pregnancy? A review of the

literature. Trauma Violence Abuse 2005; 6: 217�35.

23. Fanslow J, Silva M, Whitehead A, Robinson E. Pregnancy

outcomes and intimate partner violence in New Zealand. Aust

N Z J Obstet Gynaecol 2008; 48: 391�7.

24. Janssen PA, Holt VL, Sugg NK, Emanuel I, Critchlow CM,

Henderson AD. Intimate partner violence and adverse preg-

nancy outcomes: a population-based study. Am J Obstet

Gynecol 2003; 188: 1341�7.

25. Vyas S, Kumaranayake L. Constructing socio-economic status

indices: how to use principal components analysis. Health Policy

Plan 2006; 21: 459�68.

26. Gwatkin D, Rutstein S, Johnson K, Suliman E, Wagstaff A,

Amouzou A. Socio-economic differences in health, nutrition,

and population within developing countries: an overview. Niger

J Clin Pract 2007; 10: 272�82.

27. StataCorp. Stata Statistical Software: Release 11. College

Station, Texas 77845 USA. Copyright 2009 StataCorp LP. 2009.

28. Schuler SR, Anh HT, Ha VS, Minh TH, Mai BTT, Thien PV.

Constructions of gender in Vietnam: in pursuit of the ‘‘Three

Criteria’’. Cult, Health Sex 2006; 8: 383�94.

29. Alio AP, Salihu HM, Nana PN, Clayton HB, Mbah AK,

Marty PJ. Association between intimate partner violence and

induced abortion in Cameroon. Int J Gynaecol Obstet 2011;

112: 83�7.

30. Dalal K, Andrews J, Dawad S. Contraception use and

associations with intimate partner violence among women in

Bangladesh. J Biosoc Sci 2012; 44: 83�94.

31. Pallitto CC, O’Campo P. The relationship between intimate

partner violence and unintended pregnancy: analysis of a

national sample from Colombia. Int Fam Plan Perspect 2004;

30: 165�73.

32. Bradley SEK, Croft TN, Rutstein SO. The impact of contra-

ceptive failure on unintended births and induced abortions:

estimates and strategies for reduction. Calverton, Maryland,

USA: Macro International; 2011.

33. Nguyen PH, Budiharsana MP. Receiving voluntary family

planning services has no relationship with the paradoxical

situation of high use of contraceptives and abortion in Viet

Nam: a cross sectional study. BMC Womens Health 2012; 12:

14.

34. UNFPA. Vietnam population 2008: updated information:

fertility, mortality, sex ratio at birth. Hanoi, Vietnam: United

Nations Population Fund; 2009.

35. Nguyen DV, Ostergren PO, Krantz G. Intimate partner violence

against women in rural Vietnam�different socio-demographic

factors are associated with different forms of violence: need for

new intervention guidelines? BMC Public Health 2008; 8: 55.

*Phuong Hong Nguyen
Thai Nguyen University of Medicine and Pharmacy
Thai Nguyen, Vietnam
Tel: �84-945195395
Email: nhphuong68@yahoo.com

Gender-based violence and induced abortion in Thai Nguyen province, Vietnam

Citation: Glob Health Action 2012, 5: 19006 - http://dx.doi.org/10.3402/gha.v5i0.19006 11
(page number not for citation purpose)

http://www.johnstonsarchive.net/policy/abortion/ab-vietnam.html
http://www.johnstonsarchive.net/policy/abortion/ab-vietnam.html
http://www.globalhealthaction.net/index.php/gha/article/view/19006
http://dx.doi.org/10.3402/gha.v5i0.19006


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


