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			Abstract

			Domestic violence is increasing every year. This study aims to determine the relationship between social demographic factors and reproductive health disorders due to violence. It is important to have early identification (screening) on groups that are vulnerable to the impact of violence. The study was conducted in Tinggede, Sunju and South Tinggede Villages, Sigi Regency, Central Sulawesi. There were 82 married women at childbearing age who had experienced violence as the sample of study. The data were collected using structured, in-depth interviews, moderate participation observation and documentation. In this study, the reproductive health disorders analyzed included complications of pregnancy and unwanted pregnancy. The results showed a difference between complications of pregnancy and non- complications of pregnancy in the aspects of age (X2=14,7; K=0,36), education (X2=7,0; K=0,26) and number of living children (X2=8,3; K=0,28). Age variable is most closely related to complications of pregnancy. Furthermore, the results of the analysis on the unwanted pregnancy and non-unwanted pregnancy groups showed that all the social demographic variables have differences. The social demographic factor that is most closely related to unwanted pregnancy is the education level variable with an X2 value of 20,5 and contingency coefficient (K) value of 0,42. Differentiation of reproductive health disorders (complications of pregnancy and unwanted pregnancy) related to the women’s social demographic conditions. The differences are related to their social demographic background regarding age, education level, and number of living children. Every woman has different social demographic characteristics so that the level of vulnerability to suffer the impact of violence is different for each individual.
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			Introduction

			In women’s reproductive health, the desired ideal condition is being free from pain and diseases, able to reproduce, and able to get healthy and safe birth [1,2]. Becoming a mother, women need support and affection from their husbands according to the purpose of marriage which is establishing a happy and prosperous family and supporting religious teachings in the form of the fulfillment of physical and conjugal needs and being a place to get love [3]. In contrast to this expectation, in fact, there has been an increase in the number of domestic violence to wives from year to year. Based on the data obtained from the Provincial Government of Central Sulawesi, in 2013, there were 49 domestic violence cases and in 2016 with 67 cases while in 2017, there were 92 domestic violence cases. This condition put Central Sulawesi Province in the 15th position out of 33 provinces in Indonesia. This number is estimated to be more undertest than that which appears [4]. Domestic violence committed by husbands to wives has some impact on reproductive health disorders. The impacts include complications of pregnancy, sexually transmitted diseases (STDs), unwanted pregnancies, unsafe abortion, premature birth/low birth weight babies, loss of 

sexual stimulation (frigidity) and the most fatal effects are maternal and neonatal deaths [5,6]. 

			Some researchers have conducted some research on domestic violence and its impact on wives’ health, but no one has analyzed the difference of the impact. The analysis on demographic social factors and reproductive health was carried out to determine the social demographic characteristics of women who are vulnerable to the impact of violence. This is important to facilitate the identification (screening) on reproductive health disorders due to violence. Since this study found various types of reproductive health disorders, not all types of reproductive health disorders would be a unit of analysis because there were several conditions to consider in order to make a calculation using chi square. Based on the conditions, the reproductive health disorders analyzed in this study included complications of pregnancy and unwanted pregnancy. 

			Materials and Method

			This study is an analytic observational study. It was conducted in the work area of Tinggede Community Health Center which included 3 villages, namely Sunju, Tinggede and South Tinggede Villages, in the period of February - June 2018. The population of the study was all pregnant women, postpartum mothers, and mothers with children under two years-old who had experienced violence from their husband. The sampling was conducted using total sampling method with 82 respondents. 

			Operational definition and objective criteria

			
					Complications of pregnancy is a group of pregnant women experiencing and a group of pregnant women not experiencing not experiencing complications in pregnancy according to age, education level and number of Living Children. The objective criteria are for the followings:


			

			
					Age: ≤24 years old, 25-34 years old and ≥35 years old

					Education level: ≤ elementary school, Senior High School, ≥Senior High School.

					Number of Living Children: <2 Children, 2-3 Children, ≥4 Children

			

			
					Unwanted Pregnancy is a group of pregnant women experiencing and a group of pregnant women not experiencing Unwanted Pregnancy according to age, education level and number of Living Children. The objective criteria are for the followings:

			

			
					Age: ≤ 24 years old, 25-34 years old and ≥ 35 years old

					Education level: ≤ elementary school, Senior High School, ≥ Senior High School

					Number of Living Children: <2 Children, 2-3 Children, ≥ 4 Children.Data collection and analysis techniques
The data collected in this study were in the form of primary data, collected through structured interviews, in-depth interviews, moderate participation observation and documentation. The data were analyzed using Chi Square Technique.
Result
Complications of pregnancy due to violence
Age aspect: In Table 1, it can be seen that there are differences between the group with complications of pregnancy and the group without pregnancy complications according to the age of the respondents. In the group of women with complications of pregnancy, the old age group (≥35 years old) has a percentage of 50.0%, followed by the young age group (<25 years old) with 42.3%. The percentages show that the group experiencing complications of pregnancy tends to be found in older and younger groups than in the group without complications of pregnancy. Although violence was experienced by respondents aged 25-34 years old, only 10.9% of those experienced complications of pregnancy and 89.1% did not experience complications of pregnancy. 
Table 1: Complications of pregnancy due to violence based on age.
	Complications of Pregnancy
	≤24 Years Old
	25-34 Years Old
	≥35 Years Old
	Total

	N
	(%)
	N
	(%)
	N
	(%)
	N
	(%)

	 
	1
	2
	3
	4
	5
	6
	7
	8

	Yes
	6
	37,5
	5
	10,9
	10
	50,0
	21
	25,6

	No
	10
	62,5
	41
	89,1
	10
	50,0
	61
	74,4

	Total
	16
	100
	46
	100
	20
	100
	82
	100


Education aspect: Table 2 shows that there are differences in complications of pregnancy based on the level of education of the wives. Complications of pregnancy mostly occur in the lower education group at 41.3% than those with high school (17.9%) and higher education (15.0%) levels. The highest percentage of the group without complications of pregnancy was found on wives with a level of education of ≥ Senior High School with 85.0% and the lowest was found on the level of education of ≤ Elementary School with 58.7%. The percentages show the tendency of the higher the education, the lower the incidence of complications of pregnancy. 
Table 2: Complications of pregnancy due to violence based on level of education.
	Level of Education

	Complications of Pregnancy 
 
 

	≤ Elementary School
	Junior High School
	≥ Senior High School
	Total

	N
	(%)
	N
	(%)
	N
	(%)
	N
	(%)

	1
	2
	3
	4
	5
	6
	7
	8

	Yes
	14
	38,9
	5
	17,9
	1
	5,0
	21
	25,6

	No
	22
	61,1
	23
	82,1
	15
	95,0
	61
	74,4

	Total
	36
	100
	28
	100
	20
	100
	82
	100


Living children (AMH) aspect: Wives who experience complications of pregnancy tend to have more living children (≥ 4 children) 46.4% compared to those who have or fewer children. Even though violence was mostly experienced by a group of wives who have 2-3 children, only 14,6% of those who had complications of pregnancy (Table 3). Table 4 shows that the highest complications of pregnancy with a total of 27 respondents occurred in the age group ≥35 years old (50,0%), lower education level (≤Elementary School) with 38.9% and ≥4 living children) with 46.6 % with an X2 value of 14.7; 7.0; 8.3 respectively.
Table 3: Complications of pregnancy due to violence based on number of living children.
	Number of Living Children

	Complications of Pregnancy
	<2 Children
	2-3 Children
	≥4 Children
	Total

	N
	(%)
	N
	(%)
	N
	(%)
	N
	(%)

	 
	1
	2
	3
	4
	5
	6
	7
	8

	Yes
	3
	20,0
	5
	12,8
	13
	46,4
	21
	25,6

	No
	12
	80,0
	34
	87,2
	15
	53,6
	61
	74,4

	Total
	15
	100
	39
	100
	28
	100
	82
	100


Table 4: Description of socio-demography on respondents with complications of pregnancy based on the highest frequency and variable-based chi square test.	
	Variable
	Highest Frequency (n=27)*
	Chi Square Test (n=82)**

	Group/Category
	%
	X2 Value
	Significance Level
	Contingency Coefficient

	 
	1
	2
	3
	4
	5

	Age
	≥35 Years Old
	50,0
	14,7
	0,05 and 0,01
	0,36

	Level of Education
	≤Elementary School
	38.9
	7,0
	0,05
	0,26

	Number of Living Children
	≥4 Children
	46,4
	8,3
	0,05
	0,28


Unwanted pregnancy due to violence
Age aspect: Unwanted pregnancy is mostly found in old age (≥35 years old) group with a percentage of 54.5% (Table 5). In the young age (≤24 years old) group, Unwanted pregnancy has a percentage of 6.3% and 6.8% in the 25-34 years old group.
Table 5: Unwanted pregnancy due to violence based on age group.
	 
	Age
	Total

	Unwanted Pregnancy
	≤24 Years Old 
	25-34 Years Old 
	≥35 Years Old 
	 
	 

	N
	(%)
	N
	(%)
	N
	(%)
	N
	(%)

	 
	1
	2
	3
	4
	5
	6
	7
	8

	Yes
	1
	6,3
	3
	6,8
	12
	54,5
	16
	19,5

	No
	15
	93,7
	41
	93,2
	10
	45,5
	66
	80,5

	Total
	16
	100
	44
	100
	22
	100
	82
	100


Education aspect: In Table 6, it can be seen that the number of those who experienced the highest unwanted pregnancy is that they with high school education (≥ Senior High School) with a percentage of 60.0%, compared to those with lower education (≤ Elementary School) with a percentage of 8,7%. This is compared to the number of those who did not experience the highest unwanted pregnancy, those with lower education (≤ Elementary School) with a percentage of 91.3%.
Living children (AMH) aspect: The distribution of the number of living children according to unwanted pregnancy showed from the results of this study in Table 7 is that the more the children a woman has, the higher the rate of unwanted pregnancy (≥ 4 living children with a percentage of 39.3%). Table 8 shows that the highest unwanted pregnancy with a total of 22 respondents occurred in the age group ≥35 years old (54.5%), higher education (≥Senior High School) level with 60.0% and ≥4 living children with 39.3% with an X2 value of 17.4; 20.5; 5.6, respectively. 
Table 6: Unwanted pregnancy due to violence based on level of education.
	 
	Level of Education
	Total

	Unwanted Pregnancy
	≤ Elementary School
	Junior High School
	≥ Senior High School
	 
	 

	N
	(%)
	N
	(%)
	N
	(%)
	N
	(%)

	 
	1
	2
	3
	4
	5
	6
	7
	8

	Yes
	4
	11,1
	5
	19,2
	12
	60,0
	21
	25,6

	No
	32
	88,9
	21
	80,8
	8
	40,0
	61
	74,4

	Total
	36
	100
	26
	100
	20
	100
	82
	100


Table 7: Unwanted pregnancy due to violence based on number of living children.
	Number of Living Children

	Unwanted Pregnancy
	<2 Children
	2-3 Children
	≥4 Children
	Total

	N
	(%)
	N
	(%)
	N
	(%)
	N
	(%)

	1
	2
	3
	4
	5
	6
	7
	8

	Yes
	4
	26,7
	6
	15,4
	11
	39,3
	21
	25,6

	No
	11
	73,3
	33
	84,6
	17
	60,7
	61
	74,4

	Total
	15
	100
	39
	100
	28
	100
	82
	100


Table 8: Description of socio-demography on respondents with unwanted pregnancy based on the highest frequency and variable-based chi square test.
	Variable
	Highest Frequency (n=27)*
	Chi Square Test (n=82)**

	 
	Group/Category
	%
	X2 Value
	Significance Level
	Contingency Coefficient

	 
	1
	2
	3
	4
	5

	Age
	≥35 years old
	54,5
	17,4
	0,05 and 0,01
	0,39

	Level of Education
	≥Senior High School
	60,0
	20,5
	0,05 and 0,01
	0,42

	Number of Living Children
	≥4 Children
	39,3
	5,6
	Not Significant
	0,23


Discussion
Complications of pregnancy
Age aspect: After being tested with statistical test, with X2 value of 14.7 with significance level of 0.05 and 0.01, the age factor has significant differences between the age groups for complications of pregnancy. Women aged less than 20 years old or over 35 years old have a high risk of complications of pregnancy because of having lower haemoglobin levels, so the percentage of complications of pregnancy is higher [7]. The increasing age will experience changes in blood vessels and decreased hormonal function regulating the endometrial cycle [8]. In addition, it has the risk of essential hypertension and hypertension in pregnancy, diabetes mellitus and other chronic diseases as well as predisposing factors for placental abruption. So that even though they experience violence a little, the age of an elderly mother has the potential for placental abruption which causes bleeding (complications of pregnancy) [9]. Placental abruption can occur including a history of having experienced any violence towards the abdomen or experiencing domestic violence from the husband [10]. 
The low percentage of those who experience complications pregnancy at the age of 25-34 years old is closely related to the age of healthy reproductive maturity. A healthy and safe reproductive age is ranging between 20-35 years old. Pregnancy at the age of <20 years old and >35 years old can cause complications, especially for the age of <20 years old, because of immature and labile condition of pregnancy, both biologically, psychologically and economically [11]. Thus, both age groups are prone to complications of pregnancy. A little domestic violence from husband will result in the chance of getting complications of pregnancy. In contrast to the findings above, Jahanfar [12] found that women in Perak Malaysia who experienced domestic violence had no correlation between age and complications of pregnancy, but there was a correlation between the prevalence of violence and complications in pregnant women. 
Level of education: The level of education of pregnant women has a great impact on how to behave in preserving health and understanding everything about the incidence of complications of pregnancy [13,14]. Therefore, the education factor has a great impact on a person’s thought, including knowledge, attitudes and actions in responding to complications such as causes of danger and prevention methods [15]. There is a tendency for complications of pregnancy to occur more frequently in groups of pregnant women with lower level of education. This is possible because they lack comprehension on the relationship between complications of pregnancy and other factors. In addition, women with lower level of education have less access to information about complications of pregnancy and its prevention. 
Similarly, research [16] shows that education levels has an impact on the incidence of complications of pregnancy. Education factor can lead mothers to think critically and progressively in assessing their body and reproductive health, so that pregnancy care can be carried out more practically. Pregnant women with low education often underestimate or do not take the symptoms of bleeding and signs of other complications seriously [17]. Some mothers who experience violence still consider pregnancy not specially, so they do not need to pay too much attention to abnormalities, because of the limited knowledge [18]. Thus, women with lower level of education are prone to complications during their pregnancy. 
Number of living children: After being tested with statistical test, with X2 value of 8.3 with significance level of 0,05, the distribution of the number of living children has significant differences according to the status of complications of pregnancy. This result is consistent with the analysis Survey of Demography and Health Indonesia 2017 [19] that high frequency of giving birth will be more at risk of experiencing complications compared to pregnant women who have a low frequency of giving birth. A mother will have the risk of complications when giving birth to more than four children compared to the frequency of giving birth between one and two children. This happens because it is possible for the mother to be not ready or recover physically and psychologically to get pregnant and give birth to the next child. 
In contrast to Felly [8], in analysing the factors related to complications of pregnancy and of childbirth, it was found that there was no correlation between complications of pregnancy and parity. In other words, there is no difference in the number of living children between those who experience and who did not experience complications of pregnancy. 
Description of socio-demography on complications of pregnancy: Age factor (≥35 years old) ranks highest in terms of socio-demographic factor that is related to complications of pregnancy due to violence with X2 value of 14.7 at the significance level of 0.01 and 0.05 with a contingency coefficient (K) of 0.36. This shows that age variable is the most closely related to complications of pregnancy. The greater the K value, the tighter the relationship between the two variables, where K value ranges from 0 and 1,00. Although those who experience violence occur in the 24-34 years old group, those who are prone to pregnancy complications tend to occur in the older age group (> 35 years old) because it is related to the age of healthy reproductive maturity [17,20]. Another thing that allows the high incidence of complications of pregnancy at the age of ≥35 years old is strongly related to prenatal care by professional health workers such as midwives, general practitioners and obstetricians [21]. The Survey of Demography and Health Indonesia 2017 [19] shows that the lowest frequency of pregnancy check-up for pregnant women occur in the ≥35 years old group with 90.1% and the highest one is found in the 20-34 years old group with 94.2%. The low frequency of getting pregnancy check-up can result in having no early detection of complications of. The age group should have higher frequency in pregnancy check-up because they are at high-risk age group [21,22]. 
Unwanted pregnancy due to violence
Age aspect: After being tested with statistical test, with X2 value of 17.4 with significance level of 0.05 and 0.01, the age factor has significant differences between the age groups and the incidence of unwanted pregnancy. This finding is quite relevant to the analysis the Survey of Demography and Health Indonesia 2017 [19], showing that unwanted pregnancy tended to increase in older age group. Age is an important variable in the analysis of unwanted pregnancy because age can be an indicator of the maturity of a woman biologically, especially for affecting fertility. The reproductive period generally occurs at the age of 15-49 years old [22,23]. However, it is now starting to be suspected that women have started reproductive periods earlier before 15 years old and ended after 49 years old because the level of health and nutrition of the community is getting better [12]. 
Women’s level of education: After being tested with statistical test, with X2 value of 20,5 at significance level of 0,05 and 0,01, the distribution of level of education of wives is significant according to unwanted pregnancy status. This is in accordance with the results of the Survey of Demograpy and Health Indonesia 2017 [19] that unwanted pregnancy increases linearly with the increase in the level of education. It means that the higher the education of a woman, the lower the percentage of getting the pregnancy wanted/desired [7,24]. This symptom is easy to understand because high education will gain the knowledge, views and scope of a woman’s social interaction. Therefore, it will be easier to accept new ideas, including matters related to negotiations with their husband in the use of contraception. In addition, education will increase women’s awareness of the benefits of having fewer children [25]. Thus, women with high level of education tend to limit the number of children compared to those who are not educated or have lower level of education. 
Number of living children: Although there is no difference between the number of living children and unwanted pregnancy, the results showed that the more the children a woman has, the higher the rate of unwanted pregnancy. Conversely, in the group of women who expect their pregnancy, the fewer the children a woman has, the greater the proportion of the wanted pregnancy. This indicates that the number of living children factor can have an impact on unwanted pregnancy, but the impact is not very visible because, as time goes by, many women with low parity do not want their pregnancy, even a newly married woman does not want to get pregnant yet, so they want to use contraception as a prevention to avoid pregnancy. The number of children is one of the important factors in determining the occurrence of unwanted pregnancy [26,27]. In general, unwanted pregnancy will be higher among couples who have more children than those who have fewer children. In other words, unwanted pregnancies will increase in proportion to the increasing number of children.
Description of socio-demography on unwanted pregnancy: The social demographic factor that is most closely related to unwanted pregnancy is the education level variable with an X2 value of 20,5 at a significance level of 0.01 and 0.05 with the contingency coefficient (K) is 0.42. Although the ≤ Elementary School group experienced a lot of violence, the highest impact of violence on unwanted pregnancy is in the ≥ Senior High School group. Unwanted pregnancy increases linearly with the increase in education level [28,29]. It means that the higher the level of education of women, the lower the percentage of women who want their pregnancy. This symptom is easy to understand because high education will gain the knowledge, views and scope of a woman’s social interaction. Therefore, it will be easier to accept new ideas, including matters related to negotiations with their husband in the use of contraception. 
In addition, education will increase women’s awareness of the benefits of having fewer children. Thus, women with high level of education tend to limit the number of children compared to those who are not educated or have lower level of education. Data from Survey of Demograpy and Health Indonesia 2017 [19] showed the similar that the unwanted childbirth increases linearly with the increase of age and level of education. The high number of unwanted pregnancies causes a gap in the actual fertility rate with the desired fertility. Likewise, the national desirable fertility rate is only [1,2] but the total fertility rate is 2,4, so that it is reasonable when Survey of Demograpy and Health Indonesia,2017 [19] confirms that if the unwanted pregnancy can be prevented, then the total Indonesian fertility rate can be achieved. Thus, unwanted pregnancy has a significant contribution in achieving fertility rate in Indonesia [19]. 
Conclusion
Differentiation of reproductive health disorders (complications of pregnancy and unwanted pregnancy) is related to the women’s social demographic conditions. The differences are related to their social demographic background regarding age, education level, and number of living children. Every woman has different social demographic characteristics so that the level of vulnerability to suffer the impact of violence is different for each individual. The findings complete the theory of Heise [1] where Heise has never studied the differences in the impact on every woman. The differences are related to the soco-demographic background. Thus, the impact of domestic violence on women’s reproductive health cannot be explained significantly using the approach of Heise’s theory but it has to consider other factors such as women’s socio-demographic characteristics. 
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