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Introduction
On a rainy day in the summer of 2003, I met Hương1 and her husband
in an obstetrics and gynaecology hospital in Hà Nội sitting on a bench
outside the ultrasound room. I was in the hospital undertaking
a research project on prenatal screening in Việt Nam.2 The couple
looked anxious as they waited for a three-dimensional ultrasound
scan. Hương borrowed my pen to fill in her medical admissions form.
I took this opportunity to ask her about her pregnancy. I learnt that
the couple were doctors who worked for a provincial hospital about
100 kilometres from Hà Nội. They already had one daughter and
Hương was 14 weeks pregnant. ‘I will only fulfil my obligations to my
husband’s family if I have a son,’ she said. ‘If I have no son, my husband’s
lineage will be considered extinct.’ The couple’s worries began when
a two-dimensional ultrasound scan at the provincial hospital where
they worked revealed Hương’s foetus was female. If they proceeded
with this pregnancy and then later tried for a son, they would violate
the country’s two-child policy. So, they had come to Hà Nội for a threedimensional scan3 to obtain a more accurate diagnosis of the sex of the
foetus. Hương confided to me tearfully that she would have an abortion
if the ultrasound showed conclusively that she was carrying a female
baby.

1 All personal names given in this book are pseudonyms.
2
Funded by the Danish International Development Agency, the project’s title was ‘Population,
Development and New Reproductive Health Technology: Pre-natal screening in Việt Nam’.
3
Prenatal ultrasonography is the use of high-frequency soundwaves, which pass through
the abdomen with the aid of a transducer to generate a video or image of the foetus. Threedimensional ultrasonography is equivalent to two-dimensional ultrasound, but it also releases
soundwaves from different directions and consequently makes a life-like image that plainly shows
the characteristics of the foetus.
1
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My conversation with Hương has stayed with me to this day. She was
just one among a number of women I met in that hospital who were
using ultrasonography to diagnose the sex of their foetus. Her story
offered a glimpse into how new reproductive technologies were being
utilised in Việt Nam, and it was my first evidence that some women
were using them to prepare the way for, and obtain, a sex-selective
abortion. Meeting Hương made me eager to learn more about such
contemporary forms of reproductive agency and to better understand
the motives, circumstances and experiences of women who use
technology to change their reproductive destiny.
In the early 2000s, there was a dispute about whether the sex ratio at
birth (SRB)—the ratio of males to females at birth—was increasing in
Việt Nam. Hospital data on the SRB suggested that some Vietnamese
families might have been resorting to sex-selective abortion. Data
collected on all births at two major hospitals in 2001—one in Hà Nội
(9,924 cases) and the other in Hồ Chí Minh City (29,437 cases)—
indicated that mothers who were government employees tended to have
a higher SRB for third-born or higher birth order children (Bélanger
et al. 2003). The National Census of Population and Housing in 1999,
however, recorded Việt Nam’s SRB as 107, which was not far above
the global standard (105 boys to 100 girls),4 and demographers had no
evidence on the use of sex-selective abortion in the country (Bélanger
et al. 2003; UNFPA 2007). In a discussion of the issue, Danièle Bélanger
and Khuat Thi Hai Oanh (2009) concluded that it remained an open
question whether or not sex selection was occurring in Việt Nam.
Despite mounting evidence of an imbalanced SRB in Việt Nam
(Guilmoto et al. 2009; UNFPA 2012, 2015), whether or not sex‑selective
abortions are occurring is in dispute. When I began research for
this book in 2009, I believed an ethnographic study could provide
a definitive answer to this question, while also offering insights into
the circumstances of those involved in sex-selection practices and the
meaning sex-selective abortion held for them. The research was driven
by several questions: What factors drive sex-selective abortions? How
have such abortions been able to take place? What do women feel about
their abortions? And how does society respond to this phenomenon?

4 The average value of the SRB in human populations is 105. An SRB of between 104 and 107
is still considered a normal/balanced ratio.
2
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While undertaking research in a hospital in Hà Nội between January
2009 and February 2010, I had the opportunity to meet 35 women who
were in the process of having a sex-selective abortion. Thanks to the
rapport I built with these women, I was able to explore their experiences
in depth and gain insights into the circumstances and decision-making
processes that led them to seek an abortion. I learnt about the methods
used to determine the sex of the foetus and how the women elicited
the assistance of doctors and other health professionals to procure an
abortion. I came to understand the difficult emotional experiences
that all parties to these procedures went through—before, during and
after the abortion—and gained increased awareness of the complexities
of the social response to such abortions.
As the first ethnographic study of sex-selective abortion in Việt Nam,
this research sheds light on the social, cultural, institutional and
personal contexts in which sex-selective abortion takes place. Focusing
on the experiences of women who had sex-selective abortions and
describing the role of abortion providers and others involved in these
practices, the study illuminates the relationships and processes that
enable these abortions to occur. Adopting an approach to ethnographic
analysis inspired by phenomenological anthropology, the research
provides insights into the lived experiences of those involved in sexselective abortion. By locating women at the centre of this study and
situating their actions within social and political contexts, the research
examines why and how women undertake sex-selective abortions, and
what they feel about their involvement in this practice. By exploring
how regulations have impacted on the practice in both the public
and the private sectors, I reveal how sex-selective abortion has been
perceived, portrayed and acted on by significant state, quasi-state and
civil society entities. Through an in-depth and multistranded analysis
of sex-selective abortion in Việt Nam, the study contributes to the
global and local debates about the factors that shape the phenomenon
of sex selection.
To set the stage for my findings, I discuss recent research in a number
of key areas that provides a preliminary basis for this investigation.

3
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The context of sex-selective abortion
in Việt Nam
The imbalance in the SRB appeared later in Việt Nam than in some
other Asian countries, such as South Korea, India and China. Within
a short period, however, Việt Nam’s SRB rose from an estimated 106
male births per 100 female births in the year 2000, to 110.5 in 2009
and 112.6 in 2013. The SRB imbalance has increased in both rural and
urban areas, but the rise has been most dramatic in the latter (UNFPA
2015). My ethnographic study was conducted in Hà Nội and the
surrounding provinces. The registered population of Việt Nam’s capital
is approximately 7 million, but in fact is much greater because of a large
number of unregistered migrants. Hà Nội is located in the centre of
the Red River Delta, the most heavily populated region in Việt Nam,
with a total population of 19,577,944 persons. The Red River Delta has
recorded the highest SRB in the country—115.3 in 2009 and 122.4 in
2011. The high SRB and number of sex-selective abortions in Hà Nội
and the Red River Delta occurred in the context of the transformation
in the country’s healthcare system and the provision of abortion
services—changes discussed in the sections below.
In the 1980s, the government launched reforms that were highly
successful at rejuvenating the economy. This process, known as
Đổi Mới (‘Renovation’), formally began in 1986. At the time of my
research, Việt Nam’s healthcare system—along with all other sectors
of the economy—was in the midst of a dramatic transformation.
This transformation has significantly affected people’s lives nationwide,
and especially in big cities such as Hà Nội. After the beginning of Đổi
Mới, the implementation of a series of neoliberal health policy reform
measures in 1989 affected the delivery and financing of Việt Nam’s
healthcare services. Private sector provision was first officially approved
by the government in 1989, although it had undoubtedly existed before
this. Private health services were often provided by traditional healers
and government health workers operating after hours. The reforms
have brought about a rapid commercialisation of health services. The
private sector has evolved rapidly, particularly in urban areas. Private
health clinics may have poorer equipment and higher fees than public
ones, but they are usually more conveniently located, more flexible and
offer a better care environment for their clients (Tipping et al. 1994).
4
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Together with the economic and healthcare reforms, policies on
population and abortion were reinforced. Although the Vietnamese
Government’s one-or-two–child policy was launched in the 1960s, after
Đổi Mới the government began actively promoting a small-family norm
of one or two children for each couple. In the 1990s, Việt Nam’s one-ortwo–child policy strongly focused on limiting family size through the
provision of family planning services, including abortion (Johansson et
al. 1998). Abortion has been legal in Việt Nam since 1954. Abortions
were rare until the beginning of the 1980s, when they began to increase—
first slowly and then rapidly during the late 1980s—at the same time as
the reinforcement of the two‑child policy (Johansson et al. 1998). Việt
Nam has one of the highest abortion rates in the world (more than 1
million each year), with many women undergoing multiple abortions
in their lifetime (WHO 1999). There were 37.5 abortions per 100 live
births in 2004 and 35 in 2005 (MOH 2005, 2006).
In 2003, the Ministry of Health (MOH) published the National
Standards and Guidelines for Reproductive Health Services (NSGs),
which included a chapter on safe abortion. The NSGs stated that
trained obstetricians, assistant doctors in obstetrics, paediatric
specialists or trained midwives could legally perform abortions and
that abortion services could be provided at three administrative levels
of the health system: 1) abortion at six to 22 weeks gestation at central
and provincial hospitals; 2) abortion at six to 12 weeks gestation
at district health stations; and 3) abortion up to six weeks gestation at
communal health centres. Private clinics were allowed to perform
abortions up to six weeks gestation if they met criteria set out by the
provincial health services. The revised guidelines in 2009 permitted
medical abortion using a combination of mifepristone and misoprostol
for gestation up to 63 days (gestation was limited at the district level
to 49 days; the provincial level, 56 days; and central level, 63 days),
and second-trimester abortion using a combination of mifepristone
and misoprostol or misoprostol only for gestation of 13–22 weeks.
According to the guidelines, first-trimester abortion by manual vacuum
aspiration could be provided at central, provincial and district levels and
communal health centres, while medical abortion was to be provided
only at central and provincial levels. Dilatation and evacuation (D&E)
have been introduced at two central and seven provincial hospitals. The
cost of abortion services varies according to the period of gestation,
the abortion method and the provider. In 2009, in public hospitals,
5
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a manual vacuum aspiration cost approximately US$4–7, a medicationinduced abortion cost US$20–25 and D&E cost US$80–100. The cost
of abortion services in the private sector also differed according to the
gestation period and individual clinics, ranging from US$18 to US$100.
Việt Nam’s transition from a planned to a market economy in the
Đổi Mới process somewhat unexpectedly brought a renewed emphasis
on the family in socioeconomic life and an expectation that households
would take responsibility for their own socioeconomic wellbeing
(van Praag et al. 2003; Nguyễn 2008). Culturally, the reforms ushered
in a restoration of patrilineage and the reinvention of ancestor worship
as part of the religious revival that swept the country. Such unexpected
‘re-traditionalising’ has been documented by anthropologists (Werner
and Bélanger 2002; Luong 2003; Taylor 2007). It is possible that such
political, social and cultural changes create conditions that shape the
sex-selective abortion phenomenon in the country.

The factors that shape the sex-selective
abortion phenomenon
To situate the issue of sex-selective abortion in context, it is useful
to think about the factors that shape such practices. Demographers
and health researchers have used demographic data to speculate that
the imbalanced SRB results from a number of factors, including the
traditional preference for sons, the policy emphasis on small family size
and the availability of new reproductive technologies (Bélanger 2002;
Guilmoto 2007a, 2009; Phạm et al. 2008). However, it is necessary to
find out more about the factors behind this trend and the experiences
of those engaged in these practices. Microlevel ethnographic studies,
therefore, are needed for a closer understanding of this complex issue
and to situate the phenomenon within the context of people’s everyday
lives. In this section, I review research into the factors believed to
be behind sex-selective abortion, highlighting calls to rethink the
interaction of such factors in a multidimensional context.

6
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Son preference
Preference for sons is considered one of the main causes leading to
sex-selection practices (Croll 2000; Bélanger 2002; van Balen and
Inhorn 2003). Son preference tends to be strongest in patrilineal and
patrilocal societies (Goodkind 1999a), in which kinship, residence
and customary inheritance practices, backed by religious and legal
norms and institutional biases, accord men a central place in cultural,
ritual and political roles, while devaluing or minimising the cultural,
social and economic contributions of women (Ortner and Whitehead
1981; Croll 2000; Das 2007). In studying Vietnamese families, some
authors have noted that son preference is a salient feature of the culture
(Johansson et al. 1998; Phạm Văn Bích 1999). The main drivers of
son preference are a need for familial labour, the value placed on the
maintenance of patrilineages, regulations on the inheritance of family
property and residence after marriage and social norms about the
roles of sons and daughters in supporting their parents. In Việt Nam’s
traditional agricultural society, labour was at a premium. Farming
families needed males for heavy work in their fields, and sons were
considered necessary to maintain and extend the lineage. Worship of
the ancestors was very important and only men could perform these
rituals. If a man died without a son, his lineage was considered broken.5
In their old age, parents lived with their oldest son; therefore, the son
inherited the family property. In return, the son supported his elderly
parents. In contrast, a daughter would be married early and live in her
husband’s house after marriage. She henceforth would provide little or
no support for her original family; hence, any ‘investment’ in a daughter
would be lost to the family. Daughters were considered ‘flying ducks’
because they were lost to their parents after marriage (Johansson et al.
1998; Phạm Văn Bích 1999; Tran 1999).
Such traditional values may no longer be relevant in the contemporary
era. For instance, urban households have no need for labour for heavy
agricultural work. Cadres who obtain the old-age pension do not need
to depend on their children economically. Socialist reforms and, more
recently, globalisation have led to a reevaluation of traditions and the
5 The minimum requirement for the observation of patrilineal ancestor worship is that
a family must have at least one son, who is required to perform the rites. This suggests the priority
accorded to sons in ancestor worship should be described as a ‘son requirement’ rather than a ‘son
preference’.
7
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introduction of new norms and values. One may therefore wonder
what role traditional norms and the value of son preference play in
contemporary Việt Nam, and whether there has been a change in the
value placed on sons.

Population policy and low fertility rates
Contemporary manifestations of son preference are also activated in
part by the modern phenomenon of declining family size (Goodkind
1999a). Demographers assert that rapid fertility decline has created
a new demographic environment and a demand for proactive sex
selection (Löfstedt et al. 2004; Guilmoto 2009). However, some
researchers emphasise that prenatal sex selection is rooted not simply
in son preference and/or low levels of fertility; they argue that prenatal
discrimination against daughters is also augmented by population
policies. Under government pressure, parents’ reproductive options
are constrained, leading many to try to ensure they have at least one
son among the limited number of children they are allowed (Goodkind
1999a; Jing-Bao 2010). The impact of changing policy on population
outcomes, including on the SRB, has been discussed by international
organisations, policymakers and social scientists. Daniel Goodkind
(1999a) and others argue that contemporary manifestations of son
preference are accentuated in the modern context of small families
because the fewer children parents have, the lower is their probability of
having a son (Das Gupta 1987; Gu and Roy 1995; Das Gupta and Bhat
1997). Analysing the SRB in Việt Nam, Christophe Guilmoto (2009)
believes the rapid decline in fertility has undoubtedly created a new
demographic environment for sex selection. Although demographers
have hypothesised that low fertility encourages people to seek
sex‑selective abortion instead of having additional births, they often
have no empirical evidence to support this argument. Moreover, our
understanding of how the decline in fertility or in the allowable number
of children in Việt Nam is perceived by parents and articulated in their
reproductive decision-making and behaviour is still very limited.
The available evidence suggests that the interaction between
population policy and what might be termed traditional reproductive
preferences is quite complex. Annika Johansson et al. (1998) indicate
that the need for sons is still strongly felt in North Vietnamese culture.
In addition, they note, the one-or-two–child policy created potentially
8
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contradictory pressures on women. On the one hand, women who had
not had a son were distressed about not producing a male heir. On the
other hand, they felt pressure from local authorities to stay within the
two-child limit (Johansson et al. 1998). What remains to be ascertained
is whether this combination of factors is inducing parents in Việt Nam
to seek sex-selective abortion. Also crucial is shedding light on the
interaction between these different factors and how they are weighed
by individuals as they make their reproductive decisions.

Availability of new reproductive technologies
In its guideline note on prenatal sex selection, the United Nations
Population Fund (UNFPA) enumerates the various stages and
strategies of sex selection: preconception (for instance, sperm
sorting); reimplantation (for instance, in-vitro preimplantation
genetic diagnosis, followed by implantation of an embryo of the
desired sex); sex selection during pregnancy (for instance, using
ultrasound, followed by sex-selective abortion); and postnatal methods
(for instance, feticide, infanticide or neglect—with respect to nutrition,
vaccination, curative care, abandonment and so on) (UNFPA 2009b).
The new prenatal diagnostic techniques involve the use of two main
technologies, amniocentesis and ultrasound. New reproductive
technologies, especially ultrasound, are often considered one of the
main causes for the rise in the SRB. Sex-determination tests became
big business shortly after being introduced in India in the 1970s. As
the number of clinics providing tests grew, competition pushed down
the price of these services, making them more affordable to the lower
middle class. In China, starting in the 1980s, ultrasound machines
became widely available throughout the country for checking
intrauterine contraceptive devices (IUDs) and access was free as part of
the country’s family planning program. New reproductive technologies
for sex selection are now widely available in many countries.
Demographers suggest the rise in the SRB is closely linked to the
increase of sex-selective abortion and the introduction of ultrasound
and amniocentesis in the late 1970s (Hull 1990; Guilmoto 2007b).
For instance, Terry Hull (1990: 74) notes the possible use of ultrasound
to determine the sex of a foetus, leading to subsequent abortion if it is
of the unwanted sex:

9
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Ultrasound technology for monitoring foetal development can also
be used to determine the gender of a foetus … Despite the technical
difficulties of the procedure and the regulations against its use for
the purpose under discussion, the growing availability of ultrasound
technology makes it easier for women to determine the gender of
second and higher parity births and to obtain gender-specific abortions.

Ultrasound is one of the most common new reproductive technologies
in Việt Nam.6 Most district health centres and provincial and central‑level
hospitals have ultrasound machines and, in urban areas, most private
clinics have a machine. At present, the price for a two‑dimensional
ultrasound scan is VND50,000–100,000 (US$2.5–5),7 and for a threedimensional ultrasound scan, VND200,000–300,000 (US$10–15).
These prices are reasonable for most urban women, although they are
prohibitive for the rural poor. Recent studies in Việt Nam have found
that ultrasound is routinely being overused in pregnancy. One study
found that, on average, women undergo six to seven scans during
each pregnancy (Gammeltoft and Nguyễn 2007). In most European
countries, it is national policy to conduct one or two scans during
pregnancy (Marinac-Dabic et al. 2002). The World Health Organization
(WHO 2002) has noted that the use of ultrasonography in pregnancy is
not warranted in developing countries.
The practice of sex determination raises a number of ethical questions.
Studying new reproductive technologies in China, Lisa Handwerker
(2002) concluded that sex determination through prenatal diagnosis
followed by abortion of a female foetus became widespread in that
country, resulting in millions of girls never being born. She warns of
the serious bioethical issues related to the use of new reproductive
technologies such as the right to life, the right of free choice and equality
of rights for male and female children (Handwerker 2002). Despite the
disturbing ethical questions raised by these uses of technology, some
believe these technologies could benefit women and their foetuses.
Medical professionals consider ultrasonography a revolution for
obstetrics. New reproductive technologies have the capacity to not

6
When I refer to new reproductive technologies used in sex selection in Việt Nam, I focus on
ultrasonography in particular. Other new technologies such as amniocentesis, chorionic villus
sampling (CVS) and in-vitro fertilisation (IVF) are rarely used because of their high cost and the
high level of technical skill needed to administer them.
7 The exchange rate for Vietnamese Dong (VND) to United States Dollar (USD) is around
VND20,000 to US$1.
10
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only subordinate women, but also give them control over their own
bodies (Sedlenieks 1999). Others argue that the availability of new
technologies for sex selection, including abortion, could replace older
and less ‘humane’ methods of sex selection, including infanticide and
infant neglect (van Balen and Inhorn 2003). The ethics of sex selection
and the use of ultrasound have been intensely debated by scholars, but
often absent from these debates are the voices of the people who are
undertaking these practices.
New reproductive technologies, especially ultrasonography, are often
considered to be among the main causes for the rise in the SRB (Patel
2007; Hvistendahl 2011). Demographers suggest the rise in the SRB
is closely linked to sex-selective abortion and the development of
ultrasonography and amniocentesis in the late 1970s (Hull 1990;
Guilmoto 2007b). These technologies were introduced to Việt Nam
in the late 1980s and have become widespread in provincial hospitals
since the mid-1990s. The use of ultrasonography in obstetrics and
gynaecology is booming in Việt Nam; however, very little is known
about how women use such scanning and how this technology is
involved in the decision to have a sex-selective abortion.
In the global context, the role of reproductive technologies in sex
selection has been widely debated. Some authors suppose that the
rapid progress of SRB imbalances in Asia is most commonly related
to the progress of ultrasound technology (Guilmoto 2007b; Patel 2007;
Hvistendahl 2011). For example, Mara Hvistendahl’s (2011) insistence
on the global context of sex selection and the responsibilities of those
supplying the ultrasound technology that facilitates it adds a vital
contribution to this debate. However, she pays less attention to the local
or ‘demand-side’ dimensions of the proliferation of new reproductive
technologies in the countries where sex selection is occurring. Many
questions remain unanswered. What are the responsibilities of the
various governments, healthcare managers, private businesses, clinics
and sonographers involved in utilising these imported technologies?
In postsocialist countries such as Việt Nam, how does the rapid
adoption of technology relate to the decline of the state’s once central
role in economic and social management, and to the devolution to
households of the responsibility for their material wellbeing and
their own reproductive decision-making? How does this modern
technology fit within a preexisting spectrum of traditional techniques
and practices for achieving desired reproductive outcomes, and do they
11
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coexist? My study examines one use of ultrasonography as part of a new
reproductive trend: sex selection. Studying the role of ultrasonography
in sex determination and sex-selective abortion, my case studies
contribute to an understanding of the impacts of the transfer of new
medical technologies to developing countries.

The experience of sex-selective abortion
Understanding sex-selective abortion in Việt Nam involves asking not
only why they are occurring, but also how they are practised, and what
such practices mean to those who engage in them. Addressing these
aspects of the problem entails identifying the people who engage in sex
selection and their social characteristics—what motivates them, what
procedures they follow and how the practice of sex selection impacts
on them physically, psychologically and socially. It also involves an
exploration of the social and cultural contexts in which sex-selective
abortion takes place and of the health system that both supplies and
ostensibly regulates such practices.
Sex-selective abortion is an illicit practice in Việt Nam—and is widely
seen as violating ethical and spiritual precepts and engendering
considerable emotional turmoil in its participants. One central puzzle
this book seeks to solve, therefore, is how a practice that is so heavily
proscribed and controversial on so many levels can even occur.
One answer to the riddle is compartmentalisation. There is no single
actor or set of relationships that can be held solely responsible for sexselective abortion and no single point at which a sex-selective abortion
takes place. Instead, sex-selective abortion can be conceptualised as
a set of procedures that unfolds over a number of stages, in different
places, using a variety of different technologies and involving a series of
discrete decisions taken by a range of actors. I suggest therefore that it is
illuminating to adopt a processual approach to analysing sex‑selective
abortion. Conceptualising sex-selective abortion as a process that
unfolds over several distinct stages is useful, I contend, as it has the
potential to shed light on how such troubling acts take place, as well
as illuminating the circumstances, relationships, experiences and
reactions of the key actors involved.
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By tracking the experiences of women undergoing sex-selective
abortion, I discovered that the process could be divided into four stages:
sex determination, decision-making, the abortion procedure and
postabortion consequences and care. In the following pages, I discuss
each of the phases to situate the case studies that make up the core of
this book.

Sex determination
New reproductive technologies such as ultrasonography, amniocentesis
and chorionic villus sampling (CVS) have been embraced throughout
the world and are appreciated for their many positive applications
in reproductive health. However, they have also been deployed in
unforeseen ways, including for sex selection on a massive scale in some
Asian societies. With its advantages of a high accuracy rate, low expense
compared with other methods and ease of access, ultrasonography has
become a popular method for determining the sex of a foetus (Hull
1990; Croll 2000; Guilmoto 2007a). A number of studies report that
ultrasound machines are being used primarily for sex determination
(Das Gupta 1987; Johansson and Nygren 1991; van Balen and Inhorn
2003). According to one survey, one of the main reasons for using
ultrasound scanning in Việt Nam is to identify the sex of a foetus
(Nguyễn et al. 2005).
One of the salient local factors in the domestication of this ‘global’
technology is its entrenchment in the Vietnamese public health system.
Ultrasonography has become an indispensable technology in all
matters relating to maternal and child health. In previous studies, Tine
Gammeltoft and her colleagues looked at the use of ultrasonography for
checking foetal anomalies (Gammeltoft and Nguyễn 2007; Gammeltoft
2008; Gammeltoft et al. 2008). These studies contend that a shift has
occurred in Việt Nam’s population health policies, from concerns about
the size of the population to an increasing focus on population quality.
This shift is informed by concerns about the potential strains on the
public health system and on individual families incurred by the birth of
excessive numbers of disabled or unhealthy children. Ultrasonography
is being used extensively to detect foetal anomalies, and foetuses
deemed abnormal are in most cases aborted on the recommendation
of medical staff, broadly in keeping with national population health
priorities. In short, the technology is being widely used to prosecute
13
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Việt Nam’s population health agenda. Considering the technology
is already being used in the crafting of a demographically ‘highquality’ population, I ask whether its use for sex selection represents
a personalisation and privatisation of that public health agenda, as
individuals and families seize the initiative and use the technology to
craft their desired reproductive outcomes.
Ultrasonography represents an accurate and effective technique for
identifying the sex of a foetus, and it is likely that the enthusiastic
embrace of it in Việt Nam is in large part related to its perceived efficacy
in facilitating desired reproductive outcomes. A survey of preconception
and prenatal sex-determination practices, however, reveals that
demand for ‘traditional’ practices has not dimmed, suggesting the
new technology has not entirely supplanted traditional methods of
sex selection. How are we to account for the existence of a vibrant
and pluralistic market for traditional and modern sex-determination
techniques? How does ultrasonography interact with preexisting
methods to affect birth outcomes? What does this reveal about how
women experience sex determination and the local expectations
they bring to the new technologies? This research draws a portrait of
patterns of sex determination and situates the use of ultrasonography
in the context of the lives of the women who use it and other sexselection practices. In Chapter 1, ‘Chasing the gender dream’, I explore
the ‘traditional’ and ‘modern’ methods of sex determination that are
being utilised in Việt Nam. In particular, I describe the motivations,
circumstances and experiences of those seeking to determine the sex
of their foetus. The chapter explores the application of new ‘global’
reproductive technologies such as ultrasonography to sex determination
in Việt Nam.

Sex-selective abortion decision-making
Autonomy is a key concept when looking at decision-making.
A number of factors influence women’s autonomy in making
reproductive choices, including ideology, national and international
population policies, the availability of means for fertility regulation,
new reproductive technologies and social barriers (Gupta 1996). The
differences between women such as ethnicity, class or socioeconomic
position and accessibility to resources, including knowledge, contribute
to the differences in their levels of autonomy. Els Postel-Coster
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(1991) supposes women’s reproductive choices take place in, and are
dependent on, their social context. Women’s choice depends on their
specific socioeconomic relations, political environment and culturally
determined ideas about women and motherhood. As Jyotsna Gupta
(1996: 7) points out, ‘to study autonomy means studying ideas and
structures of society which have a bearing on the measure of autonomy
an individual can exercise’. These insights build on those raised by
critical feminist researchers who have analysed how interlocking factors
of power, class and ideology delimit the idealised notion of women’s
autonomy (Petchesky 1987; Rapp 2000; Mitchell 2001).
While feminists argue about the individual ‘choices’ and ‘rights’
assumed by Western liberal thought, this framework has found little
favour in Asian cultural contexts (Lock and Nguyen 2010). One might
ask whether the notion of individual autonomy assumed in feminist
discourses on the ‘right to choose’ is appropriate for the cultural
setting in Việt Nam. Looking at social shaping of abortion choices
among Vietnamese women who had an abortion because their foetus
were malformed, Gammeltoft (2014) argues that such choices were
less a question of what an individual preferred to do than a matter
of with whom they belonged, and a question of what demands were
placed on them. She concludes by linking abortion choice to social
belonging—belonging as state discourse, belonging as social practices
and belonging as loss (Gammeltoft 2014). I wonder whether these
findings hold true in the case of sex-selective abortion. In this research,
I try to explore the social circumstances of individual women who are
undergoing the process of sex-selective abortion decision-making to
understand how these factors affect them. I also attempt to understand
how women balance the different expectations and advice they receive
when deciding to abort a female foetus. The structural factors—such as
the distribution of economic, political and institutional resources—that
are fundamental to the level of control women have over their decisionmaking and how cultural processes shape the contexts and meanings of
their reproductive decisions are considered in Chapter 2, ‘Sex-selective
abortion decision-making: Beyond “a woman’s right to choose”’.
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Abortion procedures
Sex-selective abortion is usually conducted in the second trimester of
pregnancy. Globally, there are often greater restrictions on abortion
in the second trimester than on those in the first. Women confront
a number of barriers to accessing such abortions—for instance, laws
and regulations, lack of services and trained providers, high cost and
extensive time demands (Comendant and Berer 2008). Hoàng Tuyết
et al. (2008) indicate other barriers to Vietnamese women accessing
second-trimester abortions, such as complicated administrative
procedures and unfriendly abortion providers. I assume that women
having a sex-selective abortion meet even more barriers in light of the
fact that such a procedure is illegal. These suppositions are verified by
this research.
Also, in terms of personal ethics, many abortion providers believe
that sex-selective abortions are unethical. There are psychological
consequences of terminating a pregnancy that are seldom reported,
relating to the conflicting feelings experienced by abortion rights
advocates and by healthcare practitioners themselves. This research gives
an ethnographic account of how sex-selective abortion is conducted,
and how its providers balance their potentially conflicting position as
suppliers of medical care, as cultural consociates of abortion-seeking
women and as professionals and citizens bound by the regulations
prohibiting sex-selective abortion. The moral dilemmas of abortion
are understood through the abortion practitioners’ views, as well as
by considering the limitations that their rights, duties and obligations
impose on the receipt of healthcare services and sex-selective abortion
procedures. This book covers interactions with the spectrum of social
actors and health institutions implicated in sex-selective abortion.
Chapter 3, ‘Sex‑selective abortion: Dilemmas in the silence’, helps
us understand the dilemmas faced by women having sex-selective
abortion and the other people involved, and points us towards deeply
grounded sociocultural tensions within contemporary Việt Nam.

Postabortion consequences and care
Understanding how personhood is conceived in Việt Nam’s
specific cultural circumstances is a precondition for unravelling
and understanding the moral conflicts that infuse the process
of sex‑selective abortion in the country. Gammeltoft (2010) has
16

Introduction

demonstrated that abortion in Việt Nam is constructed as a sin and
that it often poses intense moral quandaries for parents, many of whom
address their feelings of guilt by making ritual offerings of forgiveness
to the aborted foetus. Sex-selective abortion is potentially even more
morally fraught, pitting acts conducted in deference to Confucian
concepts of filial piety and state family planning guidelines against
Buddhist conceptions of such acts as sinful. What cultural or religious
ideologies exist in Việt Nam to frame or constrain the practice of
sex‑selective abortion? In what ways might women who undertake
such abortions negotiate the social sanctions and moral proscriptions
against such practices? Also relevant is an exploration of Vietnamese
notions of foetal personhood, agency and identity. What relationships
with and obligations to the foetus are engaged or violated by the practice
of sex-selective abortion? Is a mother’s relationship with the foetus
influenced by traditional Vietnamese spiritual beliefs that construe that
relationship as ongoing—or indeed that accord posthumous agency to
the aborted foetus?
In keeping with its emphasis on the processual and experiential
dimensions of sex-selective abortion, and its methodological focus
on women as reproductive agents, this research is concerned with the
effects on the mother of undergoing a sex-selective abortion. In addition
to the moral dilemmas potentially thrown up by such procedures, the
emotional complications are likely to be acute. Relevant to this question
are several studies that discuss the emotional impacts of undergoing
an abortion. For instance, Joanne Angelo (1994) found that grief after
abortion was often hidden and remained undiagnosed for years. The
psychological consequences seem more serious for women having an
abortion in situations where abortion is considered sinful or is illegal.
For example, women in Thailand who abort a pregnancy are considered
to have committed a sin that is difficult to cleanse oneself of and that has
consequences for their current life and future reincarnation. They are
stigmatised and can never really cancel out such a serious sin (Whittaker
2004). In keeping with these findings and considering the illicit nature
of sex-selective abortion, some of the additional potential consequences
I anticipated encountering in this study were stigmatisation, loneliness
and private suffering.
Research indicates that women’s experiences of abortion are
situationally specific. Several studies have addressed the relationship
between experiences of abortion and social, cultural and political
17
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factors (McIntyre et al. 2001; Whittaker 2002; Andrews and Boyle
2003). Henry David (1992) finds the incidence of abortion-related
mental problems is negligible in countries where abortion is legal and
available. Mary Boyle and Jane McEvoy (1998) conclude that women’s
perceptions of abortion and their ways of coping with stigma and guilt
are affected by the anti-abortion climate around them. Jean Peterman
(1996), in a qualitative narrative analysis, demonstrates that women’s
abortion experiences are affected by their support systems, religious
beliefs, desire for motherhood, opportunities and financial situation.
Andrea Whittaker (2004) argues that the religious and institutional
proscriptions against abortion in Thailand and the clash between
biomedical and religious world views combine to make the experience
of abortion in that country particularly traumatic and stigmatising.
Another consideration is whether late-term abortion is potentially
more conflict-ridden and/or traumatic than others. In medical
journals, abortions after the first 12 weeks of pregnancy are often
described as late term. From a medical point of view, it is generally
agreed that early abortions are preferable to late abortions, for, as the
weeks go by, abortion becomes a riskier and more traumatic business
for all concerned. Janet Hadley (1996) argues that late-term abortions
require more soul-searching than those performed early in pregnancy.
A number of studies have investigated women’s emotions after lateterm abortion (Rapp 2000; Gross 1999; Mitchell 2001; Gammeltoft
2002; Gammeltoft et al. 2008) and find that women and their partners
have various emotional reactions to the procedure, including negative
feelings typically associated with general psychological trauma, such
as anxiety, grief, anger, loneliness, hopelessness, prostration and guilt.
Looking at Vietnamese women’s experiences after late-term abortion
for foetal anomaly, Gammeltoft et al. (2008) observed that the women
usually felt very sad, cried a lot and thought constantly about the child
they had lost. They had doubts about their way of life, their reproductive
capacity, their worth as wives and mothers, and their present and future
positions in their kin group.
In short, existing research provides valuable insights into the moral
dilemmas, psychological conflicts and social tensions experienced
by women who undergo an abortion. It also addresses the effects on
women’s abortion experiences of prevailing ideological, institutional
and cultural structures. As yet, women’s feelings after a sex-selective
abortion and the ways they cope remain largely unknown. In Việt
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Nam, what political, moral, cultural and religious frameworks shape
sex-selective abortion? What moral and emotional dilemmas do
women experience? To what extent do they experience shame, stigma,
loneliness and other forms of social suffering? How do women cope
with these tensions and what forms of support are available to them?
In addressing these questions, this research provides the first account
of women’s experiences of the consequences of sex-selective abortion.
Chapter 4, ‘After the abortion: Suffering, silence and spiritual relief ’,
describes the range of emotions women experience during their
journey through sex-selective abortion and provides a comprehensive
understanding of women’s experiences in dealing with physical and
psychological recovery.

Social and political implications
of sex‑selective abortion
The issue of sex ratio imbalance and sex selection has received increasing
attention from international and social organisations and governments.
The UNFPA has been addressing this issue with its Programme of
Action Adopted at the International Conference on Population and
Development (UNFPA 1994), urging governments to prohibit female
genital mutilation and prevent infanticide, sex-selective abortion and
prenatal sex selection.
The politics of abortion are very controversial and focus largely on either
a woman’s right to choose or a child’s right to life, and raise questions
about rights to individual privacy. The principal controversy revolves
around questions of who makes the decision concerning abortion—the
individual or the state—and under what circumstances it may be done.
Some believe the government has taken away the unalienable rights
of the child by questioning at what point a foetus actually becomes
a person and by recognising the rights of the mother over those of the
unborn child.
Induced abortion is officially sanctioned in Việt Nam as a reproductive
health service and an element of the government’s efforts to provide
reproductive choice and secure women’s reproductive rights
(MOH 2003). The Vietnamese Government’s population policy aims
to normalise abortion as a family planning measure. However, sex19
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selective abortion has been prohibited to reduce the imbalance of the
SRB. Việt Nam has instituted a number of regulations on sex selection—
for example, Decree No. 114, released in 2006, forbidding prebirth
sex selection and the MOH’s Decision No. 3698, also from 2006,
forbidding prebirth sex selection using ultrasonography and abortion.
While legalising abortion but prohibiting sex-selective abortion, the
government faces a dilemma in striking the balance between women’s
rights, reproductive rights and customary rights. It must also balance
making safe abortion accessible by enforcing stricter regulations on
the procedure. In this book, I gather detailed information regarding
the strengths and weaknesses of current policies and explore how
regulations have impacted on the practice in both the public and the
private sectors.
The experience of successful efforts to eliminate sex-selective abortion
indicates that broad, integrated and systematic approaches need to be
taken. Such approaches should involve governmental actors, social
organisations and advocates to ensure that the social norms and
structural issues underlying gender discrimination are addressed using
the mass media and other social measures to encourage behavioural
change (WHO 2011). Therefore, more research is needed to determine
the drivers of sex selection and which policies and interventions work
best in specific contexts.
The effects of sex selection are already considered a serious problem in
some countries, such as China and India. Some experts—pointing to
the association between an imbalanced sex ratio and violence—theorise
that increasing numbers of poor, single men may lead to a rise in crime
and social unrest (Gilles and Feldman-Jacobs 2012). My interest in
this research is whether those involved in sex-selective abortion are
concerned about the implications of these practices. I also address
wider societal responses to these practices, discussing how sex-selective
abortion has been perceived, portrayed and acted on by a number of
quasi-state and civil society entities. Chapter 5, ‘Social responses to
sex-selective abortion’, examines the social and political dilemmas
surrounding sex-selective abortion and builds a profile of sex-selective
abortion in Việt Nam, as a resource to enable governments, professionals
and social organisations to establish policies, interventions and support
services and contribute to the ongoing debate on sex-selective abortion.
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Fieldwork
When I chose this topic for my doctoral research project in 2008,
a number of my colleagues in Việt Nam advised me that sex-selective
abortion was a sensitive issue. In other words, it would not be easy to
conduct this research given the issue was not openly discussed and
was illegal. Before starting this study in a Vietnamese hospital, I met
the hospital manager to get his approval for my research proposal.
After reading my application, he seemed anxious and stayed silent
for a few moments. He told me the issue was a very sensitive one and
studying abortion was never easy. I reassured him by telling him about
the necessity of studying sex-selective abortion and my commitment
to confidentiality. I had conducted previous research projects in this
hospital and had some years of experience working with this manager;
he trusted me, and I had always seen him as open-minded. At the end of
the meeting, he signed my application, but reminded me of the sensitivity
of this research. My research certainly is sensitive, considering that
sex-selective abortion is a legally and morally transgressive practice,
psychologically upsetting for those involved and fraught with public
policy dilemmas.
The account presented in this book is based mainly on my ethnographic
fieldwork in a hospital in Hà Nội from January 2009 to February 2010.
It is based on interviews with 35 women who had a sex-selective
abortion in this hospital and with the people around them. The
ethnographic sample was developed gradually by following women
I met in the hospital who identified themselves as seeking or having
had a sex-selective abortion.
The most difficult obstacle to this research was how to approach these
women and others involved in sex-selective abortion. I spent the first
days of my fieldwork learning about the hospital’s administrative
procedures for abortion. I discovered the counselling room was
a good starting point for connecting with women seeking an abortion
(my core cases). In this room, women went through the preparatory
administrative procedures, received abortion counselling and gave
their written consent. The main data of this research are based on
my observations and conversations with the women who identified
themselves as having a sex-selective abortion and with their relatives
when I accompanied them during their procedures in the hospital and
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made home visits. In September 2010, I spent two weeks following up
with the women in my core cases. Together with the above activities,
I accompanied relatives, colleagues and my core respondents when they
used reproductive health services in private clinics. I took advantage of
these visits to find out about the foetal sex determination and abortion
services provided by private clinics. My understanding and knowledge
have been gained from routine and repeated observations. I learned
my way around the clinics and the homes of pregnant women, their
families and other people around them. I adopted a proactive approach
to participant observation by spending as much time with my core cases
as possible to learn more about their decision-making, as well as their
experiences after the abortion. Through my conversations with women’s
family members, I gained insights into how the social environment and
kinship relations influenced the ways in which women exerted their
agency in making reproductive decisions.
Other important components of this research were my observations of
medical practitioners in public and private health facilities and formal
and informal interviews with medical practitioners involved in sexselective abortion. I also conducted interviews with doctors, nurses
and sonographers working for the public hospital. I had frequent
conversations with nurses in the counselling room and doctors in the
Department of Family Planning, where abortions were performed. The
purpose of working with these interlocutors was to gain insights into
the experiences and perspectives of this group of key actors. I sought
to ascertain their awareness of what they were involved in and to
understand their motives.
In search of wider social perceptions of and responses to sex-selective
abortion, I also conducted interviews with healthcare managers and
regulators, policymakers and social workers. My purpose was to better
understand the nature and impact of population and health policies,
how government regulators perceive and respond to sex-selective
abortion, how population health policies and regulations are monitored
and whether there is any disjuncture between policy and practice. I also
attended workshops on the SRB and sex-selective abortion in Việt
Nam to observe the terms of the debate and approached managers,
policymakers and social workers in the fields of population and health.
Also, since March 2008, when I commenced this PhD research, I have
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accessed the websites of popular newspapers in Việt Nam and collected
published materials on sex selection from bookstores and other outlets,
both in print and online.
I have prepared this study convinced of the need to illuminate
a practice that is rarely discussed openly and to spark informed debate
on a matter of wide social relevance. At the same time, I am mindful
that the experiences described are sensitive and emotionally fraught
for many of those involved. I took a nonintrusive approach to this
research, which was based on established relations of mutual trust,
respect and openness with respondents. Honesty, openness and respect
in my dealings with respondents were the essential prerequisites of
gaining findings of any value into their world views and experiences.
Pseudonyms have been used throughout the study in keeping with the
undertakings of confidentiality made to my interlocutors. This strategy
has been used to bring into the public sphere matters for informed
debate without violating the privacy and wellbeing of the respondents
who trusted and collaborated with me in this study.
This book represents a holistic account of the phenomenon of sexselective abortion in Việt Nam. It describes in detail the technologies,
procedures and settings that facilitate sex-selective abortion. Women
are at the centre of my investigation of reproductive behaviour and
the analysis situates their decision-making and experiences within the
context of their families, communities and society. The study adopts
an ethnographic and interpretative approach, paying close attention
to the circumstances of those involved in sex-selection practices and
the meaning sex-selective abortion holds for them. These findings
are embedded in an analysis of contemporary values, policies and
institutions that shows that the private dilemmas and forms of social
suffering that constitute the experience of sex-selective abortion are
matters of far-reaching political and social significance.
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Chasing the gender dream1
Having a child today as compared to having children 20 years ago
is quite different. These days we can make a conscious choice about
whether or not to have children, and we can also choose the preferred
sex of prospective offspring.
— Dr Bách, public hospital, Hà Nội2

When I was conducting fieldwork in Hà Nội in 2009, many people
asked me whether there was any way to increase a woman’s chances
of conceiving a boy. Although a number of research and media
reports describe the practice of sex selection, what is less well-known
is how and why it occurs. The aim of this chapter is to contribute to
a conceptualisation of how people experience and make sense of
technology and other sex-selection methods to have a child of the desired
sex, and how reproductive technologies affect women’s lives, bodies and
identities. Dealing with two phases of sex selection—preconception
sex determination and sex diagnosis during pregnancy—this chapter
explores the traditional and modern methods used to determine the
sex of a foetus. It investigates the expectations women bring to these
methods and discusses the socioeconomic context in which the market
for such sex-determination services flourishes.
1
This phrase is borrowed from Jennifer Thompson’s Chasing the Gender Dream (2004).
The concept of ‘gender’ was introduced by feminists in the 1970s. The distinction between ‘gender’
and ‘sex’ is very important. Sex has a biological meaning, while gender is psychological, cultural
and historical. According to Jyotsna Gupta (1996), gender theories result from imposing social,
cultural and psychological meanings on biological sexual identities.
2
Bách is a pseudonym. The names of all the informants in this book have been changed to
ensure their anonymity. In addition, because of the sensitivity of the topic, the location and date
of the interviews are not always included.
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Preconceptions of sex selection
Attempting to choose the sex of one’s offspring is not a new concept.
For centuries, a variety of ‘home remedies’ have been recommended for
sex selection, such as the timing of intercourse in relation to ovulation,
the position used during intercourse, the alteration of vaginal acidity
and the mother’s and father’s diets. Not until the 1970s, however, did
more sophisticated sex-selection techniques become commercially
available. In this section, I explore the methods people use for
preconception sex selection in Hà Nội today. As Tâm, a 41-year-old
mother of two daughters, explained: ‘I have combined both traditional
and scientific methods to ensure I had a boy, but in the end, I found out
I am carrying another girl.’
In contrast with the bustle usually associated with working hours, the
corridor of the Department of Family Planning was quiet during this
particular summer lunchtime. After a long time waiting in the heat and
humidity, most patients had gone to find somewhere to have lunch and
refresh. Tâm’s husband was going out to buy her lunch, so, in the quiet
of noon, Tâm and I sat outside the counselling room and she spoke to
me sadly while holding a bottle of water.
Tâm was an accountant for a supermarket and her husband a teacher in
a Hà Nội university. They had two daughters, one aged 13 and the other
seven. When their youngest daughter was four years old, Tâm’s husband
decided he wanted to have a son, even though having a third child would
violate the one-or-two–child policy and would affect her husband’s
career. ‘My husband has a patriarchal nature. I have always followed his
directives,’ Tâm told me. She became pregnant soon after removing her
IUD. ‘At that time, I let it be natural, did not make any interventions. When
I was 14 weeks pregnant, I had an ultrasound scan and the doctor said I
was carrying a boy.’ Needless to say, Tâm and her family were delighted
to be having a boy. To guarantee her husband’s promotion at work, Tâm
had to move away and give birth to her son in secret. She left her son
with her parents-in-law when he was only six months old. She and her
husband sometimes visited the boy at weekends. Unfortunately, her son
drowned in a pool when he was only 18 months old. It was very hard for
Tâm to cope with this serious loss; she cried day and night and lost 5
kilograms in a month.
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She tried to continue her story, but could not hold back tears, which
she wiped away with her hands. I consoled her and gave her a paper
napkin to dry her eyes. She clutched the water bottle tightly, and then
sipped from it to calm her emotions. There was a short silence before she
continued. ‘I was not young, so I did not want to have more children. But
my family-in-law, all they want is a boy. Being a good wife, I have tried to
conform to the desires of my husband and my parents-in-law,’ she said,
her voice choking with emotion.
Tâm spoke louder when she told me of her plan to ensure she conceived
another son. At the beginning of the lunar year, she went to the Hương
pagoda and prayed for a son. The fortune teller there told her if she had
a boy in the Year of the Tiger, he would bring good luck to her family.
Tâm and her husband decided to have a child that year, but it had to be
a boy, not a girl. Tâm went to healers for herbal decoctions, detected her
ovulation over three months and followed the strict regimen and lunar
calendar from Đỗ Kính Tùng’s Sinh con theo ý muốn [Having Babies
of Desired Gender] (2002). She tried everything she could to ensure
she would have a boy. ‘I have combined both traditional and scientific
methods to ensure I had a boy, but, in the end, I found out I am carrying
another girl,’ she said hopelessly. Our conversation was interrupted when
her husband returned with a cup of rice soup for her. I knew she needed
a quiet space to have lunch, so I left her there.

Like Tâm, many Vietnamese women are using sex-selection services
combining both traditional and scientific methods to try to meet the
demand to have at least one son. The following are some methods of
preconception sex selection women in Hà Nội are practising.

Ultrasonography
It was a Sunday afternoon in a very cold winter. My colleague, who was
in the 22nd week of pregnancy, called me and asked whether I  could
accompany her to a private clinic to have an ultrasound scan. She told
me she had found an obstetrics and gynaecology clinic whose owner
was a ‘famous’ doctor.
The clinic was in the doctor’s house in a small tortuous alley. The prenatal
check room was also the ultrasound room. The room was about 15 metres
square, tidy and contained a new three-dimensional ultrasound machine,
which was connected to a large screen on the wall, on which patients
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could see their foetus during scanning. The ultrasound machine was next
to a small examination bed and, to the left of the door, was a bench for
those who were waiting. A small medicine cabinet and a patient care bed
were separated from the rest of the room by a white curtain. On the wall
there were some documents advertising the obstetrics and gynaecology
services provided by the clinic and their price. One of the services
available was ‘detecting ovulation’ (canh trứng), which cost VND100,000
(about US$6).
When we entered, the doctor was absorbed in scanning, while a
nurse was writing the results in a medical book. Both ignored the other
people in the room. A young woman was lying on the bed, having a
vaginal ultrasonography. The doctor read the results out in a loud voice:
‘The diameter of the left follicle is 3 mm; the diameter of the right follicle
is 4 mm.’ He then asked the woman to move to the patient care bed for
a vaginal check. The doctor put on a glove and used his forefinger to
check her cervix. He said to the nurse: ‘Cervix opening size is 4.1.’ After
the examination, the young woman sat next to me while the doctor wrote
in the medical book. I was curious and asked the young woman, ‘Why
did you have the vaginal check? How long have you been pregnant?’
The young woman whispered:
I came here to detect my ovulation. I just got married last week. My
husband and my husband’s family want to have a boy, so my husband
told me to come here to detect my ovulation.

Our conservation was interrupted by the summons from the doctor. He
gave the young woman some tablets and reminded her to follow the
guidelines he had noted in her medical record. Before leaving, the woman
asked the doctor diffidently: ‘What are the implications of detecting
ovulation? I do not as yet know what the reasons for detecting ovulation
are.’ The doctor laughed and replied:
By detecting ovulation, we can determine when you are most fertile and
when you should have intercourse in order to ensure a high probability of
having a son. If you want to have a son, you should have more ultrasound
scans. Today is Sunday, so you should come back on Wednesday. You
may have to have ultrasound scans for several menstrual cycles before
you conceive.

The term canh trứng (‘detecting ovulation’) appears on clinics’
advertising signage and in the daily conversations of women in Hà Nội.
Detecting ovulation has become a new ‘reproductive fashion’, and is
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used not only by women who already have daughter(s) and want to
conceive a son, but also by women who want their first child to be
a boy. Twenty-one of the 35 women in my case studies told me they
had spent some months detecting their ovulation to find the ideal time
to conceive a son. Thảo, the mother of two daughters, told me about
her efforts:
I met a woman in a private clinic when I was waiting to have
a gynaecological check-up. She said she had ultrasound scans to detect
her ovulation and had then conceived a boy. I asked her where had the
ultrasound scans. She could not remember at that time, but she sent
me the address by [text message] later. I had several ultrasonography
investigations per month. Having determined my ovulation time,
the doctor told me the appropriate method for intercourse to ensure
I conceived a boy. I paid VND100,000 [US$5] for each ultrasound
scan to detect the ovulation. I began to have … ultrasound scans every
day from the 12th day to the 18th day of my menstrual cycle. When
the doctor detected my ovulation day, she suggested the appropriate
method of intercourse. The doctor told me what kind of food I should
have. She said I should have vegetables and milk. She guided me on
how to have intercourse, and she advised me to lie down with my legs
crossed after intercourse. I had to follow the doctor’s guidance. For
example, the doctor [told me when it] was my ovulation time, and
[that] I should have intercourse at 8 pm, [and] must do so punctually.

The amount of money the women spent on ovulation detection was
considerable. On average, Thảo had to pay VND500,000 (US$25)
for each visit and about VND1.5 million (US$75) during the three
months she wanted to detect her ovulation. For women who had
ultrasonography for more than 12 months, the cost was about VND5–
6 million (US$250–300).
Using ultrasonography to detect ovulation has become popular in
Hà Nội’s obstetrics and gynaecology clinics, especially private ones.
As one doctor told me: ‘At the beginning, this method was used solely
for infertility treatment, and then it has been misused for predicting
ovulation to determine the sex of the child.’ Some doctors in private
clinics predict ovulation using a combination of ultrasonography,
examination of the vagina and cervix and prescription medicine. The
‘reputable’ private clinics attract women with the doctor’s success in
diagnosing foetal malformation, detecting ovulation and determining
the sex of the foetus. The situation described below was observed at
a private clinic.
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My sister-in-law and I attended a private clinic at 6.30 am on a Sunday.
She was excited to inform me:
I booked an appointment to have an ultrasound a week ago. This clinic is
crowded because it is run by a famous doctor who is working for one of
the biggest obstetrics and gynaecology hospitals in Hà Nội.

When we arrived, many people were already waiting outside the clinic.
The husbands were drinking tea or coffee or eating breakfast in a
nearby roadside shop while their wives waited. At 7.30 am, when the
door opened, the women rushed to the reception desk where the nurse
opened a notebook containing a long booking list. Some women were
sent away because they had not made a booking. Only one woman,
from Bắc Giang province, about 60 km from Hà Nội, was accepted for
a scan without a booking. However, the nurse reminded her: ‘Next time,
you must book before coming here.’ The nurse read out the names of the
women on the booking list and gave them tickets. Most of these women
sat in the waiting room, which was about 10 metres square. Some of
those at the top of the list sat at the front of the ultrasound room, which
was about 8 metres square and was equipped with a three-dimensional
ultrasound machine. At 8 am, the tedium of waiting was relieved by the
appearance of a doctor. He was clearly in a hurry and did not greet the
waiting women. He turned on the ultrasound machine and urged the
woman with the first appointment ticket to lie on the small bed so he
could begin the scan.
I sat by the door, where four women chatted while waiting. Three were
pregnant—14 weeks, 23 weeks and 35 weeks—and a fourth had no
children and was trying to conceive a boy. She said:
My husband is the only child in his family. My husband’s family wants
[me] to have a son, but I want to have a limited number of children. I have
used this service to ensure that I have at least a son. If I have had a son,
I need have only one child or I will not need to care about the sex of the
next baby.

The woman who was 14 weeks pregnant already had a daughter. She had
already had an ultrasound at another clinic two weeks earlier, where the
doctor told her the sex of her baby was unclear because of its position.
Now she was worried this new scan might also fail in determining the
sex of her baby. The woman who was 23 weeks pregnant consoled
the 35-week pregnant woman, saying:
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If the doctors in this clinic do not tell you the sex of your baby, you should
go to another clinic. But the doctors in this clinic usually tell me the sex of
my baby when I ask. They sometimes tell me the sex of my baby when I
do not ask.

While waiting for their scans, these women enthusiastically discussed
the ways to conceive a boy and to determine the sex of a foetus. Talking
about and knowing the sex of the foetus is a popular conversational topic
at ultrasound clinics as well as in day-to-day life in Hà Nội.

Talking about detecting ovulation by ultrasonography, Dr Bách,
a 58-year-old male doctor, told me:
Normally, the proportion of fertilisation of Y and X sperms is 50:50.
With intervention, this proportion is higher, around 60–70 per cent,
or even higher. Therefore, the rate of having a son is higher. At the
beginning, this method was used in infertility treatment. But now, it is
known that the rate of having a son is higher if conception occurs soon
after ovulation. This principle helps people to determine the sex of the
child before conception.

There is no large repository of evidence to which any doctor can point
to to say that timing sexual intercourse around ovulation increases
the chances of conceiving a son, although it does, of course, increase
the chances of conception. Like Dr Bách, many practitioners use the
magisterial language of doctors to convince clients the idea is true.
One has to wonder how much practitioners’ adherence to this idea
is related to the fact it is a good earner. The best-known technique
for influencing gender without the use of medical procedures is the
Shettles method, described by David Rorvik and Landrum Shettles
in Your Baby’s Sex: Now You Can Choose (1980). The book was first
published in 1971 and has been in print ever since. The method is based
on the premise that Y sperms are smaller and more delicate but faster
than X sperms, which are bigger, tougher and slower. Y sperms have
more motility in the ovulatory mucus of the mid-cycle near ovulation;
therefore, boys are more likely to be conceived. However, Ronald Gray
(1991) performed the first meta-analysis of this method and showed
that it did not work. In fact, he found there were more girls than boys
conceived if intercourse was practised at this time. C. R. Weinberg et al.
(1995) suggest the length of the follicular phase (the time between
menstruation and ovulation) is related to the sex of the baby, and that
cycles with shorter follicular phases are slightly more likely to result in
male babies, while cycles with longer phases are more likely to result
31

Global Debates, Local Dilemmas

in females. This theory, however, has also been disputed. Gray and
his colleagues (1998) then undertook a large prospective multicentre
study that completely disproved the idea that the sex of the foetus can
be selected through the timing of sexual intercourse. Even if doctors
can detect ovulation, which they probably can, this will not increase
the likelihood of conceiving a boy. But some research has been taken
up selectively and forms the basis of a scientised consensus among
the medical profession in Việt Nam. This may be in part because in
Vietnamese culture the medical profession is organised hierarchically.
Interestingly, using the ovulatory mucus to determine ovulation is
not encouraged in Việt Nam, although it is probably as effective as
episodic ultrasonography and much more effective than ‘counting
days’. In contrast, in Australia, teaching women to detect changes in
the ovulatory mucus is one of the first things doctors do when their
patients want to conceive. Recognising changes in the consistency of the
mucus is a method that can be entirely managed by women themselves,
without technology. This raises questions about whether doctors and
sonographers in Việt Nam are mainly interested in increasing their
profits by encouraging the use of new reproductive technologies.

Ovulation prediction kit
As well as ultrasonography to detect ovulation, women have been
advised to use ovulation prediction kits, the most popular variety of
which is a urine-based kit.
The kits detect the luteinising hormone (LH) surge that occurs in the
body before ovulation begins to help women work out the best time
for intercourse. Ovulation generally occurs 24 to 48 hours after the
LH surge. Most kits are relatively inexpensive and can be purchased at
pharmacies or doctors’ offices. There are many brands available—Acon,
Wonfo, Clear-Blue and so on—and they vary in price from VND7,000
(US$0.35) to VND20,000 (US$1) per kit.
Lụa told me her story.
I used the ovulation prediction kit. I started to use the kit after
menstruation. I tested every day. I bought 10 kits, which cost
VND70,000. On the 12th day of my menstrual cycle, I saw two lines on
the kit, and then we had intercourse. I heard about this method from a
colleague. If I use ultrasound to detect ovulation, it costs VND70,000
each time and I would need several ultrasound scans a month.
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The ovulation prediction kit is considered a ‘scientific’ method of
detecting ovulation. Women want to use this method because it is
cheaper than ultrasonography and the kits can be used in the privacy
of their own home.

Following the Chinese birth chart and the advice
of fortune tellers
Some people believe that the position of the Moon at the moment of
conception determines the sex of the foetus: a positive sign indicates
the child will be a boy and a negative sign indicates a girl. Calculating
this sign is difficult as it is based on the angular relationship between
the Sun and the Moon. The Chinese birth chart is based on this theory
and is related closely to lunar cycles. The chart predicts the sex of a
child based on the mother’s age and the month of its conception. Figure
1 shows a ‘speculative calendar’ book. The columns show the mother’s
age at conception and the rows show the month of conception—the
two factors used to predict the sex of a child.

Figure 1. A speculative calendar for predicting the sex of a child based
on the mother’s age and the month of conception. Such calendars are
published annually in Việt Nam
Note: The explanatory text reads: ‘This table is the document from feudal court records.
When using this table, please remember the mother’s age at conception and the months
are calculated by the lunar calendar: (+) = boy; (0) = girl.’
Source: The Speculative Calendar 2008, p. 108.
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According to ancient cosmology, a full lunar cycle lasts 12 years, with
each year named after one of the 12 animals of the zodiac or Chi
(Mouse [Tý], Buffalo [Sửu], Tiger [Dần], Cat/Rabbit [Mão], Dragon
[Thìn], Snake [Tỵ], Horse [Ngọ], Goat [Mùi], Monkey [Thân], Chicken
[Dậu], Dog [Tuất] and Pig [Hợi]). Many people still believe that
year in which they are born will affect their personal characteristics
and future. Most of the women I met in this study were due to give
birth in 2010—that is, Canh Dần (Year of the Tiger). The Year of the
Tiger is a good birth year for boys because they will be as strong as a
tiger, while girls born in this year will face problems, such as finding
it difficult to marry or becoming part of a broken family. Therefore,
parents do not want to have a daughter in the Year of the Tiger. Each
lunar year is also identified by the element-based Can system: 1. Giáp;
2. Ất; 3. Bính; 4. Đinh; 5. Mậu; 6. Kỷ; 7. Canh; 8. Tân; 9. Nhâm; 10.
Quý. Women born in the Can year Canh will feel lonely. Mậu year
babies will become widows. The year 2010, Canh Dần, was not a good
one for having a female baby according to either the Can or the Chi
systems. This system also requires both parents and their children to
have compatible birth years. Incompatible ages include Mouse–Horse,
Buffalo–Goat, Tiger–Monkey, Cat/Rabbit–Chicken, Dragon–Dog and
Snake–Pig. The compatible years are Mouse–Buffalo, Cat/Rabbit–Dog,
Snake–Monkey, Tiger–Pig, Dragon–Chicken and Horse–Goat.
Relying on a fortune teller to decide whether to have more children
or to terminate a pregnancy was common among the women I met.
Some followed the advice of fortune tellers who claimed to have the
ability to predict the year in which a couple could conceive a son. Vân,
a mother of three daughters, believed a fortune teller’s advice that she
and her husband could have a boy if she became pregnant in 2009, the
year I met her. Her brother told me: ‘My sister had her fortune told at
the beginning of the year. She was told that she would have a boy in this
year, so she tried to get pregnant.’ Vân, who lived in a rural area and was
educated to secondary school level, was not the only person to believe
in the prognostications of fortune tellers. Lê, Cúc and Thương—all of
whom lived in urban areas and held bachelor’s degrees—had similar
beliefs. Lê told me her story:
The fortune teller said to my husband that we would have a boy this
year, and then my husband persuaded me to get pregnant. I did not
want to have more children, but I had to indulge him. (Lê, 31 years old,
abortion at 12 weeks)
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Other women wanted a son because they believed this would relieve
their misfortune. Lụa told me:
The fortune teller said my husband and my daughter were of incompatible
birth years. If we had a boy in a Tiger year, the father and boy would be
of compatible age, and it could reduce the incompatibility between the
father and the daughter. (Lụa, 28 years old, 13 weeks pregnant)

Following a strict dietary regimen
Knowledge about the dietary requisites for conceiving a son has become
increasingly widespread throughout Hà Nội. Following a strict diet is
one of the most popular sex-determination methods—one women
have learnt from anecdotes, published books, healers or even doctors.
Lụa told me about her eating strategies aimed at conceiving a son:
After having ultrasound scanning to check my ovulation, the doctor
recommended that we [she and her husband] should eat more protein
and have tonics. She advised us to eat potato and sapodilla. I did not
eat eggs, but I ate a lot of potato and sapodilla during the course of one
month. I also ate more meat and bean sprouts than usual. I did not
drink milk at that time.

There are many anecdotes about diets and sexual positions that help
people conceive a child of the desired sex. Books on these topics are
widely available in bookshops—including in that of the obstetrics and
gynaecology hospital where I conducted my research. These books
include chapters on sex selection; some provide information about
special diets, how to calculate ovulation and even ways to weaken the X
sperms. All are bestsellers. The owner of one bookshop told me: ‘We sell
tens of these books a day. These books sell much better than anything
else on our shelves.’
The following information is from a book offering guidance to conceive
a child of the desired sex:
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Having a son
For male

• Abstain from sex in the days prior to the conception attempt.
• Have intercourse only once during ovulation.
• Eat food high in potassium and sodium. Do not eat fermented
food such as yoghurt.
• Sex position: The male partner should penetrate the female
partner from above, thus ensuring that sperms have the
appropriate conditions to go quickly to the uterus, then to
the uterine tubes where the fertilisation occurs.
For female

• Soak the vagina in sodium bicarbonate solution before having
intercourse. This solution helps to produce the appropriate
alkaline environment in the vagina.
• Continue to lie down after having intercourse to keep the sperm
in action. (Đỗ Kính Tùng 2002)
Thương, a woman hoping to have a son, read many of these books.
She said:
I have changed my regimen over several months. I need to eat salted
food and supplementary nutrition such as sodium and potassium that are
contained in banana, potato … Food that is rich in calcium should not be
in the diet because it helps to have a girl baby. (Thương, 36 years old, two
daughters, 15 weeks pregnant)

Eating is just the first step. The next step is detecting ovulation
(canh trứng), which is not easy. Thương explained:
I have had to go to a private clinic to have an ultrasound scan on the
12th day of the menstrual cycle every month. The doctor inserts a device
into my vagina to check the ovisac size and to predict the ovulation
around the middle of the menstrual cycle.

Thương had an ultrasound scan eight months after she began the regime,
but had not yet managed to conceive—her ‘project’ was not yet finished.
Sometimes her husband was not home during her ovulation; sometimes
they ‘met’ too early. She also went to a private clinic in Hoan Kiem district
that is famous for providing services to aid conception of ‘a child of the
desired gender’. The provider was the former head of a hospital department
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in Hà Nội. The doctor calculated Thương’s ovulation for her and guided her
through the regimen to follow. The doctor also pumped natri-bicarbonate
solution into Thương’s vagina to ‘improve’ the environment for the sperm.

The acid–alkali method of sex determination was developed between
1932 and 1942. In 1932, Felix Unterberger of Konigsberg, Germany,
suggested that alkaline semen produced boys; therefore, a weak douche
of bicarb soda (sodium bicarbonate) should aid in the conception
of boys (cited in Quisenberry and Chandiramani 1940: 503). In the
1940s, repeated tests and experiments could not replicate the earlier
results and the idea was disproven as a way of determining foetal sex
(Quisenberry and Chandiramani 1940). Interest in the acid–alkali
method faded; however, it has now flared up again in countries such as
Việt Nam, along with the development of new sex-selection techniques.
In some cases, women who followed the directions in books on sex
selection succeeded in having a boy. There is no scientific evidence
that such techniques are guaranteed to produce boys; however,
the information from these books has been circulated widely via
photocopies or word of mouth. Thu told me:
My neighbour has two daughters. She followed the directions in
the book Having Babies of Desired Gender and she now has a boy.
She gave me this book and advised me to follow the directions. She
said that I would have a boy if I followed the directions in this book.
(Thu, 23 years old, two daughters, 13 weeks pregnant)

Traditional medicine
One day, three months after having an abortion, Tâm called me, sounding
excited. Her colleague had given her the address of a healer who could
help couples conceive a son. Her colleague had used the herbs provided
by this healer and consequently gave birth to a boy. Tâm and her husband
wanted to try this herbal remedy. She asked me whether I wanted to
accompany her on her visit to the healer. It was an opportunity for which I
had been waiting a long time, so I was happy to accept her invitation. We
went early the next morning to the healer’s house, in a small town about
30 kilometres from Hà Nội.
It was not difficult to find the house as locals were used to providing
directions. The healer’s house was spacious, with a wide corridor with
two long benches on which people could wait. A man wearing a large
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gold necklace welcomed us when we arrived, and we followed him to the
guest room. He introduced himself as the healer’s husband. The healer
was sitting on a bed next to a table and writing something in a book. After
an exchange of greetings, she asked Tâm and her husband about their
children. When Tâm told her about their desire to have a son, the healer
laughed loudly and said: ‘No worries. You have found the right place.
I  can help you achieve your dream. My clients are from many areas,
like Quảng Ninh, Thái Bình and Nam Định provinces, even from Korea.’
The healer took Tâm’s pulse and then her husband’s and said:
If you want to have a son, your left follicles should be stimulated. If your
left follicles rupture, you will have a better chance of having a son. You
should use my herbs to stimulate your left follicles. These herbs should
be used for 20 days. It helps to improve your health, to stimulate your left
follicles, and increase alkali in your womb. If you are lucky, you can get
pregnant in the first month after using these herbal decoctions. If not, you
should continue to use these herbs for another month. In the next month,
you only need to use the herbal decoction for 10 days. You can come
here and I will detect the ovulation day for you by feeling your pulse. But if
you live far from here, you can detect the ovulation day with an ultrasound
or ovulation test kit. In addition, you should boil dried perilla leaves and
soak your vagina in this solution before having intercourse. You must eat
and drink following these guidelines [she handed Tâm a printed sheet;
see below]. From now on, you should abstain from sex until your ovulation
day. If you have intercourse before the ovulation day, the chances of
having a girl will be higher. These herbs cost VND600,000. (Herbal healer,
Sơn Tây, Hà Nội, 2009)

Tâm paid the money for two big bags of herbs. When we left, two
other couples were outside waiting for their turn. Tâm and her husband
returned home, full of hope.
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Guidelines for using herbal medicines
For wives

• The medicinal herb package is divided into 20 sachets.
• Boil the contents of each sachet with 1.5 litres of water and
1 teaspoon of sugar until the decoction has been reduced to 1 litre.
Divide this decoction into three parts and drink before meals.
For husbands

• Have a full breakfast with rice and an aromatic banana.
• Have lunch with two uncooked chicken eggs.
• Have dinner with orange juice and 200 grams of bean sprouts
every two days.
• Increase the quantity of food with high folic acid like animal
viscera, protein like beef, chicken, fish, pork … and vegetables
like potatoes, pumpkins, green beans, seaweed, tomatoes,
carrots, and water spinach …
Abstaining

• Do not use antibiotic medicine while using the herbs.
• Do not have sexual intercourse between the days of menstruation
and the ovulation day and have intercourse only once on the
ovulation day.
• Husbands: do not drink alcohol.
• The couple: do not eat food high in calcium like shrimp, crab,
bone, milk, boiled egg.
How to detect ovulation

• If the menstruation cycle is 28 days, the ovulation date is the
14th day after menstruation.
• If the menstruation cycle is 30 days, the ovulation date is the 15th
day or the 16th day after menstruation.
• If the menstruation cycle is 32 days, the ovulation date is the
17th day or the 18th day after menstruation.
• If the menstruation cycle is 35 days, the ovulation date is the 19th
day or the 20th day after menstruation.
• If the menstruation cycle is 40 days, the ovulation date is the
22nd day or the 23rd day after menstruation.
Source: Herbal healer, Sơn Tây, Hà Nội, 2009.
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Healers in Hà Nội and surrounding areas have been profiting in recent
times from the ‘thirst for boys’. When women use their herbs and then
give birth to a boy, rumours circulate that the healers possess ‘havingboy herbs’ and they quickly gain a reputation for the efficacy of their
treatment. To illustrate the nature of the market for ‘having-boy herbs’,
I relate the following observation.
A healer in Ba Đình district (Hà Nội) has become famous for providing
herbs that help couples conceive a child of the desired sex. One day,
my colleague and I went to his home. When we expressed our concern
about having a child of the desired sex, the healer gave us a long lecture,
which was similar to the contents of the various sex-selection books
that have been selling like hotcakes in many bookshops. He said if we
wanted a son, we should eat salted food, meat, fish, potato, and so on,
and should not eat food high in calcium. He gave us a list of guidelines
about the dietary regimen and how to calculate ovulation. My colleague
bought two herbal remedies for VND500,000. When I asked the healer
about how to ensure conception of a daughter, he expressed surprised
because his customers only ever want to have sons. After thinking for
a while, he said the way to conceive a girl was the opposite of that for a
son, so I should eat food containing calcium.

Eleven of my 35 core women used ‘having-boy herbs’, following advice
from neighbours, friends or relatives familiar with the procedure.
Phi told me her preconception plan of action with the aim of having
a son:
My friend guided me. She had three daughters and then she had a son.
I accompanied her to meet a healer. He gave me some herbs and the
steps to follow in order to have a son. Afterwards, my friend took me to
a doctor to detect ovulation. The doctor said she saw a mature follicle.
I had an ultrasound scan on the following day. The doctor said this
follicle had been released and advised me to have intercourse that night.
Her advice coincided with the healer’s advice. I used both ultrasound
and herbs. (Phi, 38 years old, two daughters, 15 weeks pregnant)
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Going to the pagoda to pray for a son
Praying to conceive a child is a custom in Việt Nam. In spring, after
the Tết holiday, many people go to the Hương pagoda in Hà Tây
province, which has a reputation for the occurrence of miracles after
the performance of a prayer for a child, called cầu tự. In Hương pagoda,
there is a cave with stalactites that are known as Son Mountain and Girl
Mountain. I visited the pagoda in the spring of 2009, where crowds
filled the main cave, praying to the Son Mountain (Núi Cậu) altar for
a son. Two altars, one for Son Mountain and one for Girl Mountain
(Núi Cô), sit opposite one another. The Son Mountain altar was crowded,
while the Girl Mountain altar was deserted. People from the northern,
southern and central provinces had made the pilgrimage to the pagoda
to pray for a son. In the pagoda precincts, there was a booming trade in
services facilitating prayers and writing petitions for a boy. Shops lining
the various paths to the main cave displayed boy dolls; I had seen such
dolls in the houses of some of the women I met during my research.
Lụa had two of these dolls in a glass cabinet in her home. She and her
husband went to Hương pagoda to pray for a boy during Lunar New
Year. ‘I prayed for luck to be bestowed on my family. If the god feels pity
for me, he will give me a boy,’ Lụa told me.

Plate 1. Services offering prayers and petition writing
Source: Photographed by the author, Hương pagoda, 2009.
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Plate 2. A crowd of people face Son Mountain, while a solitary woman
approaches Girl Mountain
Source: Photographed by the author, Hương pagoda, 2009.

Plate 3. Boy dolls in a shop at Hương pagoda

Source: Photographed by the author, Hương pagoda, 2009.
42

1. Chasing the Gender Dream

The majority of the women in this study who did not have a son
were earnestly craving for one. Their recourse to the preconception
sex-determination methods described above gives expression to the
intensity of that desire, which was itself a manifestation of the intense
expectations to which they were subject and which they internalised
as a strong subjective preference. In such a context, I contend, these
women wanted to feel that they had done everything they could, within
the range of technical and moral possibilities, to have a son and that they
had made use of the full spectrum of modern and traditional resources
in the Vietnamese cultural repertoire. Their active, serial consultation
of medical specialists, healers and fortune tellers conformed to
a traditional reliance in Việt Nam on an array of esoteric techniques,
authorities and powers believed to be efficacious and responsive.
In this tradition, Vietnamese people have demonstrated an orientation
towards not only accepting fate, but also actively attempting to alter it
and align it with their desires.
Moreover, even the women who used these methods and did not conceive
a son found peace with themselves, their family and other consociates
because they knew they had tried. As such, sex determination could
also be seen as a woman’s conformity to the demands of her social
and cultural contexts. By publicly and at great effort endeavouring to
determine the sex of her child, she has demonstrated her conformity
to the social ideal of a good mother and member of her lineage and
society. That she may fail to meet the social expectation to produce
a son is demonstrably not for want of desire or effort on her part.
Such strenuous efforts to meet expectations are, in turn, themselves
determinate, giving rise to sex-determination services, techniques
and theories, in the process benefiting a retinue of practitioners and
providers of such services.

Sex determination during pregnancy
Is it a boy or a girl? This is a question all expectant parents are curious
about. Women who intend to have a sex-selective abortion are
particularly keen to know the sex of their foetus in the early stages of
pregnancy and they use a variety of methods that they hope will predict
this correctly. Examining contemporary methods of sex-selection in
Hà Nội helps us understand how women engage with the healthcare
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system and how the decision to engage to do so is influenced by
a variety of socioeconomic variables, including women’s social status,
their access to and the perceived quality of services and the distribution
of knowledge about effective methods within and between healthcare
professionals.

Folk techniques
As well as consulting specialist practitioners to determine the sex of
their baby, people turn to a large number of folk techniques. Some of the
more common of these include the spinning or swaying of wedding
rings, the size or shape of a pregnant woman’s belly and various theories
related to food cravings, foetal movements and so on.
The wedding ring over the belly: Attach a wedding ring to a strand of the
pregnant woman’s hair or a piece of string. Have the woman lie down
and dangle the ring over her belly. If the ring starts moving in circles,
the baby is a boy; if it moves from side to side like a pendulum, the baby
is a girl.
Pregnancy cravings: If a pregnant woman is craving sweet foods such as
fruit juice, chocolate or cakes, she is having a girl, but if she is craving
sour or salty foods, she is having a boy.
Pregnant belly: The shape of the pregnant belly is well-known for
determining whether the baby is a boy or a girl. If a pregnant woman is
carrying low, it is a girl. If she is carrying high, it is a boy.
Foetal movements: If the foetus usually moves on the left side, it is a boy;
on the right, a girl is in sight.
Pregnant woman’s appearance: If a pregnant woman looks better than
ever during pregnancy, she is carrying a boy. If she does not look well,
she is carrying a girl.
Left or right: During pregnancy, if a woman favours sleeping on her
left side, she is carrying a boy, but if she favours her right side, she is
carrying a girl. Similarly, if, when someone calls from behind her, she
turns around to the left, the baby is a boy; otherwise it is a girl.
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Feeling the pulse
Feeling the pulse is a traditional method of diagnosing the sex of
a foetus, which originated in ancient Chinese medicine. The accuracy
of this method has not been evaluated, but people are likely to believe
its efficacy if the healer correctly predicts the sex of the baby. The
question is why women continue to use this method even if they think
ultrasonography is more accurate in diagnosing the sex of their baby.
One of my friends was very excited to inform me soon after her wedding
that she was six weeks pregnant. She said she was very curious about
the sex of her baby and her husband would be happy if it was a boy. At
this point in gestation, an ultrasound cannot identify the sex of a foetus,
so she decided to have a healer take her pulse to determine the sex of
the baby, and she invited me to go with her.
We went to meet the healer in the afternoon, but had to wait a long time
to be seen. After a few minutes of feeling my friend’s pulse, the healer
said: ‘You are not healthy. Do you feel a dull pain in your belly and waist?
Are you usually tired and hungry in the late afternoon?’ (I think most
pregnant women have these symptoms!) He added: ‘You are carrying
a boy, but it is in foetal derangement. I will write a prescription for you.’
My friend was worried and bought 10 packs of herbal medicine from him,
costing VND300,000. In an effort to impress us, he explained:
A male has pure Yang Qi, while a female has pure Yin Qi. Once a woman is
carrying a male foetus, the Yang Qi will show in her pulse, which is totally
different from the pure Yin Qi in her original pulse. If Yang Qi is cached in
a pregnant woman’s pulse, that indicates the foetus is male. Conversely,
the Yin Qi displays in a female foetus and the pregnant woman’s pulse will
remain Yin Qi. (Traditional healer in Hà Nội)

Nineteen women in my sample of 35 had their pulse taken to diagnose
the sex of their foetus. Cúc told me about having her pulse felt:
My neighbour and I had our pulses felt when I was four weeks pregnant.
I went to three different places for the procedure. Two healers said the
foetus was a boy, with 80 per cent accuracy, and one healer affirmed it
was a girl. I was curious about the sex of the foetus. The healers could
tell me the sex of the foetus at an early stage. (Cúc, 30 years old, one
daughter, 13 weeks pregnant)

Although most of the women supposed the ultrasound result was the
more accurate one, they still used the pulse method to set their minds
at ease.
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Why do women make recourse to these medically unproven methods to
learn the sex of their foetus? Again, a woman’s reliance on such methods
is a response to the intensity of the hope felt by herself and her family
that she is carrying a son. Women’s answers to my questions suggest
that recourse to these practices gives voice to the anxiety women feel in
the early stage of pregnancy. The strength of their desire to know the sex
of their foetus reflects both the personal importance to them of having
a son and the high emotional stakes of the venture. Consultation with
specialists provided some degree of consolation and the opportunity to
air their hope and anxiety. It also suggests that the desire for efficacious
knowledge in Việt Nam is particularly strong. As we have seen, women
use the pulse-feeling method in early gestation when no other available
methods can provide answers about the sex of the foetus. Furthermore,
this method of foetal sex determination is very simple. Even if the
diagnosis eventually proves incorrect, it satisfies a woman’s thirst
for knowledge about a matter of high importance to her at a critical
juncture of her pregnancy. It is this thirst for knowledge that the arrival
of prenatal ultrasound-scanning technology has answered.

Ultrasonography
According to sonographers, prenatal determination of foetal sex by
ultrasonography during the second and third trimesters of pregnancy is
based on the demonstration and size of the penis in the male or the labial
folds in the female; however, there is no appreciable difference in the size
of the penis and the clitoris until after 14 weeks of gestation (Feldman and
Smith 1975; Efrat et al. 1999). One study of the determination of foetal
sex by ultrasonography showed that ‘the accuracy of sex determination
increased with gestation from 70.3% at 11 weeks, to 98.7% at 12 weeks
and 100% at 13 weeks’ (Efrat et al. 1999: 13).
Assessing the use of ultrasonography in Hà Nội, a doctor told me:
Nowadays, using ultrasound to determine the sex of foetuses is popular.
Most pregnant women want to know the sex of their foetus … it is just
natural curiosity. People with a feudal mindset or male chauvinists have
used ultrasound to determine the foetal sex followed by sex-selective
abortion. That is a deviation in the use of reproductive technologies.
The original aim of using ultrasound in reproductive health care
was to check the development of the foetus and to diagnose foetal
malformation. Providers have used ultrasound to determine the sex of
foetuses with a monetary aim. (Dr Toàn, male, 54 years old)
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Most of the private obstetrics and gynaecology clinics in Hà Nội are
equipped with ultrasound-scanning machines. To attract clients, many
private clinics have also invested in ‘colour’ three-dimensional or ‘fourdimensional’ ultrasound machines made by brands such as Toshiba,
Medision and Volusion. Most ultrasound machines in Việt Nam are
imported from Japan or the United States. The price of a new machine
ranges from VND1.2 billion to VND1.5 billion (US$60,000–90,000).
Originally, most imported machines were second hand; they had
been in use for 10 years and were sold on to private clinics in remote
provinces at 10–20 per cent of the price of new ones. The sale of cheap
ultrasound machines is comparable with the sale of motorbikes from
the 1980s–1990s from Hà Nội to other provinces, especially rural
areas. At present, many private clinics in Hà Nội have new ultrasound
machines, which are more modern than those in the public hospitals.
The acquisition of a new and modern ultrasound machine is a marketing
tool for private clinics. With the fee for each ultrasound scan being
VND200,000–250,000, the capital investment can be recouped in one
or two years.

Plate 4. Ultrasound machine advertisement in a hospital
Source: Photographed by the author, 2009.

47

Global Debates, Local Dilemmas

Plate 5. Ultrasound machine advertisement in a private clinic
Source: Photographed by the author, 2009.
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Commenting on sex determination, a doctor told me:
Diagnosing the sex of foetuses in early gestation is one of the
marketing methods of private clinics and it brings a great reputation
to the sonographers. Most women are curious to know the sex of
their babies, but a number of them want to know the sex of the foetus
for sex selection. Determining the baby’s sex by ultrasound is about
70 per cent accurate at 12 weeks of pregnancy, and nearly 99 per cent
accurate in the 14th to 16th week of pregnancy if the technicians are
experienced. At this gestational age, abortion is still safe according to
medical standards. (Dr Bách, male, 58 years old)

Indeed, the technical ability and reputation of a doctor/sonographer
are evaluated by the accurate diagnosis of the sex of the foetus in early
gestation. Doctors are in competition to diagnose the sex of a foetus
as soon as possible after conception. Some private clinics print colour
images of the foetus in which the genital area is prominent to prove
their abilities to potential customers and the quality of their ultrasound
machine (see Plate 5).
Since the Ministry of Health outlawed prebirth sex selection by
ultrasonography, public hospitals are no longer allowed to inform
women of the sex of their foetus. However, if pregnant women are well
acquainted with a staff member, they may be able to find out. The sex
of the foetus is not noted in medical records, but the patient may be
informed indirectly through comments such as, ‘It looks like its father’,
‘It looks like its mother’, ‘It’s wearing a dress’ or ‘It’s wearing pants’.
In contrast, while doctors in public hospitals rarely inform the patient
of the sex of their foetus, doctors in private clinics readily pass on this
information to pregnant women. Why do they do this? In the public
hospital system, a doctor’s income is not determined by the number of
patients they see, whereas in private clinics the number of patients seen
directly influences a doctor’s income. Providing information about
foetal sex together with a colour picture of the foetus can be considered
an effective marketing method for private clinics. Private clinics in
cities and towns compete for patients by acquiring modern ultrasound
machines and informing patients of the sex of their foetus. The fame
of a doctor spreads quickly if they are known to provide accurate
diagnoses. If a doctor did not inform patients of the sex of their foetus
at the 12–13-week stage, those patients would be unlikely to return to
that clinic.
49

Global Debates, Local Dilemmas

It is generally the case that ultrasound identification of sex is accurate
for a male foetus from 12 weeks, and from 13 weeks for a female.
However, ultrasound operators may not be called to account if they
make a misdiagnosis. With so many terminations, the sex of each
aborted baby is not always known. If a male baby has been inadvertently
aborted, in many cases, no one would ever know. The scope for abuse
is obvious. Women want to conceive boys and seek as much help as
they can to achieve this. Once women conceive, ultrasound scans can
identify sex, but if a mistake is made and the baby is aborted, very often
the mother may not know.
A doctor who owns a private clinic admitted:
If we do not reveal the sex of the foetus, clients will go to other clinics.
Nobody waits until after giving birth to know if the baby is a boy or
a girl. If we do not inform the clients about the sex of their foetus,
we will lose our clientele. (Doctor, female, 46 years old)

Knowing the sex of the foetus is a demand not only of the prospective
parents, but also of society. Instead of the mother’s and baby’s health
being the primary topics of inquiry, pregnant women are often
confronted with questions about the sex of their foetus. One woman,
15 weeks pregnant, confided:
At the beginning, I did not care about the sex of my baby because I am
carrying my first child. But I have been asked the sex of the baby every
day. When I answered that I did not know, people did not believe me.
Some people teased me that I did not dare to tell the sex of my baby
because I was carrying a girl. Their behaviour made me annoyed. I am
now very anxious to know the sex of my foetus, so I have been to three
different clinics to have ultrasound scans. (24 years old, first pregnancy)

Ultrasonography is one scientific option for women contemplating sex
selection and, compared with other methods, it is considered one of the
most accurate. Lê told me:
It is scientific. I believe 80–90 per cent accurate in ultrasound, and
60–70 per cent in feeling the pulse. But I wanted to have my pulse
felt to satisfy my curiosity until I could have an ultrasound. At that
time, ultrasound could not yet tell me the sex of my baby. I was very
happy when the healer said it was a boy when I was six weeks pregnant.
(31 years old, two daughters, 12 weeks pregnant)
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Plate 6. Results from a three-dimensional ultrasound scan in Hà Nội
Source: Photographed by the author, 2009.

Interestingly, the women who had a sex-selective abortion had several
ultrasound scans because they wanted to be sure they were not aborting
a male foetus. The number of ultrasound scans a woman has is closely
linked with sex-selective abortion. Cúc told me her story:
When I was 12 weeks pregnant, I had ultrasound scans in two clinics
in Hà Nội, and I had another ultrasound scan in this town. I had three
ultrasound scans in one day. The doctor in this town said the scan
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was not clear enough to see the sex of my foetus, but the doctors in
Hà Nội said it was a boy, with 80 per cent accuracy. I was very happy.
The images of the foetus have been burnt on a DVD. I played the DVD
at home to see the images. I tried to look with hope in my heart. I
had other ultrasound scans in the following week in this town, and
then the doctors said it was a girl. I went to the clinic in Hà Nội again,
and that doctor also said it was a girl. I took the DVD to the doctor in
a private clinic in this town and asked him to look at the images for
me. After watching, he confirmed it was a girl. I was so disappointed,
but I still did not believe it was a girl. I waited one more week and
had three ultrasound scans, in private clinics and at a district health
centre. All the doctors said it was a girl. I had eight ultrasound scans
in total, seven times by colour ultrasound machine and one time by
black-and-white ultrasound machine. It cost me about VND2 million
for the ultrasound scans. (Cúc, 30 years old, two daughters, 13 weeks
pregnant)

Among my 35 core cases, most of the women (21) had four or five
ultrasound scans per pregnancy. Two women had eight scans. There
were only four cases recording just three ultrasound scans.

Amniocentesis and chorionic villus sampling (CVS)
Foetal sex determination is usually done with ultrasonography, but it
can also be done with amniocentesis3 and CVS.4 The sex of the foetus
can be accurately determined if a pregnant woman undergoes CVS at
10–11 weeks or an amniocentesis test at 15–16 weeks. Amniocentesis
and CVS are genetic tests and are more accurate than ultrasonography;
however, CVS carries the risk of harming the foetus and inducing
a miscarriage. Amniocentesis is usually quoted as having a 1–2 per cent
loss rate and an additional 1–2 per cent infection and/or problem rate
(leaking membranes, preterm labour, and so on). CVS reports about
a 2 per cent loss rate. There have also been reports linking CVS with
disorders such as amniotic banding syndrome (Alfirevic et al. 2017).

3
Amniocentesis is a procedure performed at 16–18 weeks of pregnancy, in which a needle is
inserted through the woman’s abdomen into her uterus to draw out a small sample of the amniotic
fluid around the baby. Either the fluid itself or cells from the fluid can be used for a variety of tests
to obtain information about genetic disorders and other medical conditions of the foetus.
4 Chorionic villus sampling (CVS) is the removal of a small piece of placental tissue (chorionic
villi) from the uterus during early pregnancy to screen the baby for genetic defects. CVS can be
done through the cervix (transcervical) or through the abdomen (transabdominal).
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Although amniocentesis and CVS are considered the most accurate
methods to diagnose foetal sex, they are not used as commonly as
ultrasonography. They carry a risk to the baby and the pregnancy
and are managed closely in the laboratories of public obstetrics and
gynaecology hospitals. Three women among my 35-woman sample used
this method to check the sex of their foetus. They wanted confirmation
for fear of aborting a male foetus and, if it was a female, to have the
abortion before it was ‘too late’. Yến’s story helps us understand why and
how she had genetic testing to determine the sex of her foetus.
Yến is from a village in a rural area about 40 kilometres from the centre
of Hà Nội. Her family’s economic circumstances are not as difficult as
most villagers whose sole income comes from farming, because she has
a sideline making curtains. She usually goes to Hà Nội to obtain orders
from clients. She had a son, but, unfortunately, he died by drowning two
years before I met her. ‘I have cried every day since his death,’ she said.
Yến and her husband wished to have another boy, but it was not easy,
as they were both in their mid-40s. Yến’s cousin felt sorry for the couple
and advised them to have ovulation detection in a private clinic run by a
famous doctor in Hà Nội. Yến ‘followed’ a doctor to detect the course of
her ovulation for a year. The couple was very happy when Yến became
pregnant. They consulted three healers and all said her foetus was a boy.
The couple waited nervously until Yến was 12 weeks pregnant. At this
stage, the doctor said the foetus might be a girl, but he could not be sure.
Yến saw the doctor again the next week. The couple’s hopes collapsed
when the doctor said her foetus was a girl with 90 per cent accuracy.
Yến had two more ultrasound scans in two other clinics, but received
the same result. The couple decided to have an abortion because they
wanted to have a boy. ‘I have two daughters already. I do not want to
have another daughter. If I keep this foetus, I won’t have the opportunity
to have a boy,’ Yến explained. The couple wanted to confirm the sex
of the foetus at this stage of gestation so they could abort it before it
was ‘too big’. The doctor whom Yến had ‘followed’ suggested that
amniocentesis was the only way they could determine the foetal sex with
100 per cent accuracy; however, Yến would be at risk of miscarriage
following the procedure. The hospital could do this test, but it would only
do so to test for chromosomal abnormalities or other specific genetic
disorders on a doctor’s advice. The doctor gave Yến the address of a
private clinic whose doctors could provide the same procedure. This
clinic did not have the equipment to test the resulting sample; however,
its doctors also worked for the laboratory of a hospital, so they could have
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the sample tested there and provide the result to their clients. Because
such activities are illegal, they are conducted in secret. After much soulsearching, the couple decided to have amniocentesis. They accepted
the risk of miscarriage to ensure that they would not abort a male foetus.
They paid VND500,000 for the test. After one day of waiting, they were
given the result of ‘female’.

Such screenings have led to frequent instances of clinical uncertainty.
Cúc, Yến and other women believed in the new reproductive technologies
and spent a lot of money to detect ovulation and determine the sex of
their foetus, after which they had a sex-selective abortion. These new
technologies may help some women achieve their aim of having a son
and making their lives happier. Meanwhile, women who do not have
a son can lose respect or face divorce or banishment.

Conclusion
‘Chasing the gender dream’ makes us consider the reproductive trends
enabled by new reproductive technologies, which both facilitate the
birth of sons and put more pressure on women to have sons. These days,
the pressure to have at least one son is also felt by women who are having
their first child. To meet this desire, women have combined different
methods to determine the sex of their foetus, such as ultrasonography
and fortune-telling, feeling the pulse and herbal remedies. Traditional
and modern preconception sex-selection methods and foetal sex
diagnosis during pregnancy are responses to the uncertainties women
feel and to their hopes and desires. Ultrasonography has assumed
a central position in sex determination during pregnancy. With its
advantages of a high accuracy rate, comparatively low cost and ease
of access, ultrasound scanning has become increasingly popular. The
market for new reproductive technologies addresses the desires and
anxieties pregnant women face and transforms couples without sons
into eager consumers.
The complexity of women’s relationship with this technology is such
that it cannot be assumed that women are passive vessels, simply
acting in culturally determined ways with little reflection on their own
condition. Indeed, the findings here suggest women’s relationship with
new technology is grounded in existing pragmatism. If the benefits are
apparent, and if the technology serves their aims, most women will
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avail themselves of what is being offered. ‘Pragmatic women’ (Lock and
Kaufert 1998) are willing to use whatever technology can provide to
protect themselves.
One could contend, however, that the use of ultrasonography for
nonmedical purposes and for profit is enhancing patriarchal and
technological control over women. Feminists support this view, arguing
that new reproductive technologies have put women in the hands of
medical engineers (Gupta 1996). The natural process of reproduction
can now be technologically engineered and the meaning of fertility has
changed. One woman said to me:
If I want to have a son, I must follow the doctor’s guidelines. We only
have intercourse when the doctor says ‘it is time’. Our intercourse
depends on the doctor, not on our love. (Nhung, a patient in an
obstetrics and gynaecology clinic)

With the intervention of new technologies such as ultrasonography,
many couples no longer have ‘normal’ sexual relations and ‘produce’
their sons in ‘unnatural’ ways. Sarah Franklin (1993) believes such
technologies are changing not only our lives, but also the concept of
life itself. Women’s bodies have come to be seen as ‘cyborgs’ for the
production of the desired kind of child.
When ultrasonography is used for sex determination and is followed by
sex-selective abortion, the question is who benefits from the technological
intervention? In Việt Nam’s contemporary commercialised healthcare
system, where new reproductive technologies are easy to access, there
is considerable risk of their overuse. This study also shows that the
number of ultrasound scans taken has a direct relationship with seeking
a sex-selective abortion. The overuse of new reproductive technologies
driven by market mechanisms rather than policy guidelines leads to
sex selection. Providers diagnose the sex of the foetus because they
want to attract clients to their clinics. Individual private practitioners
have a direct profit motive in offering technological services. As one
doctor said, ‘ultrasound has been disguised’ and ‘it is a deviation’
from the intended use for reproductive technologies (Dr Bách, male,
58 years old).
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This study shows that women in Hà Nội today are concerned about
the sex of their babies and seeking knowledge about their own bodies.
They are using the new reproductive technologies as well as ‘traditional’
methods to achieve their aim of having a son. However, in so doing,
they become victims of these new technologies.
Michelle Stanworth (1987) believes reproductive technologies can be
a double-edged sword: they offer women greater reproductive choice
and agency, but they also make it possible for the medical profession,
the state and society to exert control over women’s lives. When such
new technologies create competencies in sex selection, they also
create a huge human dilemma. The ability to select the sex of one’s
child helps women build the kind of family they desire—giving them
acknowledgement, status, pride and happiness. But the new technologies
also clearly become key tools in systematic gender discrimination. From
a pragmatic, short-term and individual perspective, these technologies
can be seen as ‘good’, whereas in a long-term, collective perspective,
their effects may be adverse, such as men being unable to find wives and
women facing greater exposure to sexual violence. Margaret Lock and
Vinh-Kim Nguyen (2010: 141) write:
More than any other kind of biomedical technology, those that affect
reproduction bring to the fore an inherent tension among individual
desire, perceived family interests, and that which is deemed appropriate
for the nation, and indeed the world as a whole. These tensions are
rife today because, as individuals and families are pressured to reduce
their family size to conform to efforts to standardise the ‘population
problem’, a global circulation of ultrasound technology has permitted
families to take a certain amount of control with respect to the sex of
their off-spring.

The development of reproductive technologies and their routine use
increase moral dilemmas—vivid evidence of the interface between
prenatal testing and human experience. The implementation of new
technologies has placed women in an arena where medicine, social
values and culturally determined meanings of motherhood are closely
intertwined.
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Sex-selective abortion decisionmaking: Beyond ‘a woman’s
right to choose’
Control over fertility is a concern of women everywhere, whatever
their differences in terms of socioeconomic condition, religion, caste
or class. The concepts of agency and autonomy are central to feminist
discussions of women’s reproductive decision-making. The common
interpretation of autonomy among liberal feminists identifies it with
‘individual independence’, ‘self-determination’ and the right of the
individual to choose (Gupta 1996). However, Margaret Lock and VinhKim Nguyen (2010) argue that the individual ‘choices’ and ‘rights’
assumed by Western liberal thought carry little favour in Asian cultural
contexts, which are dominated by hierarchical, relational and consensual
social identities. The relevance of Western concepts such as autonomy
and choice needs to be tested in a Vietnamese context. How do they fit
into the local socioeconomic, cultural and political contexts? How does
a woman’s decision about whether or not to undergo an abortion affect
and reflect her status and autonomy in that society? This chapter reveals
how Vietnamese women make decisions about sex-selective abortion
by examining their stories and analysing the factors that influence their
decision-making. To begin, I recount Huệ’s story.
Huệ and her husband were both serving in the army. Their decision to
have a third child was not an easy one because it meant violating the
one-or-two–child policy, which would affect their careers. Huệ’s husband
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was the oldest of four siblings; he had two sisters and a brother. His
brother’s son had died the previous year of blood cancer, while his
brother’s wife had been sterilised after having two children. Huệ’s fatherin-law was a kin group head in his village. His family had responsibility for
worshipping the ancestors as well as other tasks related to his kin group.
Having a boy to maintain the continuity of the family line was therefore
very important for Huệ’s husband’s family. Although the couple was living
in Hà Nội, they regularly visited the husband’s home village, where they
were constantly reminded of their responsibility to have a son. Huệ’s
husband did not attempt to force her to have a son, but he looked very
sad whenever the subject was mentioned. The couple hesitated about
having another child even though they were under pressure from their
family. However, one day, Huệ’s husband came home looking particularly
sad. He told her what was wrong only after persistent questioning. He
told Huệ he had been invited to a wedding party at his friend’s house
with a group of construction workers. When they were sitting around the
dinner table, his mates joked that he could not sit with them at the table
because he had no son. A strong man then held him down on the floor,
where the women and children were eating. His eyes were moist with
tears and he could not eat any more. This event made a deep impression
on Huệ, motivating her to have a son by any means.
Several months later, Huệ fell pregnant. The couple was anxious to learn
the sex of the foetus as soon as possible. Huệ and her husband were
disappointed when ultrasound scans revealed it was a girl. Huệ had
six ultrasound scans before having an abortion. She and her husband
attended the hospital several times before deciding to proceed with the
abortion. During that time, the couple could not sleep. Huệ said:
Deciding to have this abortion was one of the most difficult decisions in
my life. I terminated my pregnancy. Although it was normal, I feel I have
done wrong towards my child. But if I had kept this pregnancy, we would
lose our careers and have no chance to have a son.

Huệ’s reproductive decision reveals the tension between traditional
norms (having sons to continue the lineage—a woman’s duty towards
her husband’s family) and modern society (population policy, new
reproductive technology, keeping up appearances). It tells us about the
moral, political and social values that women are obliged to bring to
their reproductive decisions. In this chapter, I argue that low fertility
in tandem with the development of new reproductive technologies and
strong patriarchal pressure have imposed increased pressure on women
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to conceive sons. In this context, women’s actions as reproductive agents
conform to social norms. When women decide to have a sex-selective
abortion, their decision is framed by the negotiation between morality
and the social conditions in their particular cultural context.
To understand why women choose to terminate a pregnancy because
their foetus is the undesired sex, it is necessary to know the social,
cultural and political contexts in which reproductive desires are
constructed and negotiated. Based on in-depth discussions with and
observations of women undertaking sex-selective abortion, this chapter
explores the factors that influence this trend and illustrates them with
reference to the specific circumstances of women seeking sex-selective
abortion. This is followed with a discussion of the decision-making
process itself, identifying the key people with whom women consult
and other factors that have a bearing on their decision-making.

Sociological and cultural contexts
of sex selection
Son preference and patriarchal norms
As in many patriarchal societies in Asia, in Việt Nam, son preference is
a prominent aspect of the culture (Johansson et al. 1998). Vietnamese
anthropologist Vương Xuân Tình (1994) identifies five key reasons
parents want sons:
1. Men have always played an important role in the means
of production (heavy physical labour is shouldered by men).
2. Men hold the responsibility to carry out the rituals associated with
the cult of the ancestors.
3. According to customary law, only sons can inherit their parents’
property.
4. Because of the tradition of patrilocality, a daughter is considered
to be ‘the child of another family’.
5. Sons represent political and economic interests.
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In an agricultural society, male labour is essential. Farming families
need men to undertake the heavy work in their fields. Traditionally,
having a son was considered necessary to maintain and extend the
lineage. Ancestor worship is very important and only males can
perform the rituals associated with this. If a man dies without a son,
his lineage is considered to be broken. Parents customarily live with
their oldest son in old age and he consequently inherits the family’s
property. A daughter, however, will be married early and live in her
husband’s house after marriage. She provides little or no support to
her original family; hence, any ‘investment’ in a daughter is lost to the
family. Daughters are considered ‘flying ducks’ because they are lost to
their parental family after marriage (Vũ 1992; Johansson et al. 1998;
Tran 1999). One of several Vietnamese proverbs brutally illustrates this
patriarchal order: ‘Nhất nam viết hữu, thập nữ viết vô [To have one son
means you have a child, but to have 10 daughters means you have no
children].’ Another proverb derides men who live with their in-laws as
‘dogs in the pantry’: ‘Con trai ở nhà vợ như chó nằm gầm chạn [The man
who lives in his wife’s house is like a dog lying in the pantry].’
Son preference is one reflection of a patriarchal society in which
women’s status is low, and is just one aspect of the broader phenomenon
of male preferencing (Haughton and Haughton 1995). According to
Ha Tran (1999), Confucian values lie at the core of traditional family
structures in Việt Nam, in which the father is the household head and
makes the major decisions relating to finances, the organisation of work
and childbearing. The traditional view of Vietnamese women is ‘Tam
tòng, tứ đức [Three obediences and four virtues]’. The three obediences
are: obedience to the father when unmarried; obedience to the husband
when married; obedience to the eldest son when widowed. The four
virtues are: proper employment (being proficient and diligent in
traditional skills related to housekeeping, farming and the running of a
small business); proper demeanour (being neatly dressed and behaving
in a decorous manner); proper speech (soft and pleasing tone of voice);
and proper conduct (respect for her parents, husband and eldest son,
showing consideration towards relatives, self-effacement and modesty)
(Tran 1999).
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Son requirement and female and male identities
In a patriarchal society, bearing a son is very important for determining
a woman’s position in her in-laws’ family and in society. Many
contemporary Vietnamese women are still greatly concerned with
the necessity of having at least one son. If couples do not produce
a son, women will be placed under great pressure. Women are blamed
for infertility or ‘sonlessness’. In these situations, women are labelled
as being ‘unable to give birth’, whereas men are teased and offered
sympathy. Thus, women have a vulnerable and uncertain position
among their in-laws until they have produced at least one son. Women
who do not have sons are considered inferior to those with a son. Many
women confided in me about their families’ dissatisfaction with them
not having a son.
Within a family, sons are the major source of women’s value. Sonless
women become weak and vulnerable in a marriage. Many women in
this study believed their main duty after marriage was to give birth to
a son for their husband. Even though their husbands may not discuss
the matter, the women always understand that their husbands want
a son. ‘He did not mention that we had to have a son. He did not say, but
he was sad to have no son. I felt pity for him so I tried to get pregnant’
(Phi, 38 years old, two daughters). The once common custom of seeking
a concubine for a man whose wife cannot give him a son has not been
entirely superseded in contemporary society. In ‘feudal’ or precolonial
times, a man was allowed to take multiple wives, while a woman could
only ever have one husband. The failure of the first wife to give birth to
a son was a common reason for a man to have extramarital affairs or
take a second wife (Phạm Văn Bích 1999). Knowledge of this tradition
still affects women without sons. Many women with whom I spoke
shared Phi’s worry:
Perhaps my husband is not now concerned about having a son, but when
he thinks of his old age he might become concerned about his lineage
and want to have a son. So, I have to beware of this. (Phi, 38 years old,
two daughters)

Sons are vital to maintaining the continuity of their family line. Van Hy
Luong (1984) suggests the male-oriented model of Vietnamese kinship
emphasises the male-centred continuity of the kinship unit. In terms of
the model’s internal logic, polygyny is intended to ensure this continuity
(Luong 1984). Traditional society has its own solutions to the problem
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of not having a son: take a concubine or adopt a boy. However, for Kinh
people (the major ethnic group in Vietnam), because an adopted son
has different blood, the popular option is to appoint a nephew to be
the male heir (thừa tự). The nephew will inherit his adoptive parents’
property after they die and have responsibility for worshipping the
parents and carrying on the cult of the ancestors.
In my fieldwork, I heard many stories from my core cases about
married men they knew of having extramarital affairs or taking extra
wives if their first wife had not produced a son. This phenomenon was
a significant factor influencing their own decision to have a son at any
cost. One couple described to me the case of the husband’s sister. The
sister was very successful in trade and was the family’s breadwinner,
but she had only two daughters. She was now past reproductive age.
Her husband had an extramarital affair with a single woman and they
had a son. Rather than divorcing, the official wife provided financial
support to raise her husband’s son.
I also know of a family with an ‘official’ and an ‘unofficial’ wife living
together in a village in Hà Nội, where I conducted community-based
research and focus group discussions. The unofficial wife moved in
with the husband and his family when they had a son together, and they
all lived together openly. Women attending the focus groups confirmed
that there were several cases like this in their village. This phenomenon
is a significant worry for women without sons. As Thu said:
In my village, some women who have only daughters experience
domestic violence. The husbands threaten that they will get extra wives.
Their situation made me think about myself. I should be aware about
this phenomenon. (Thu, 23 years old, two daughters)

The phenomenon is not opposed strongly by local authorities or other
villagers. Some people showed sympathy for these women, but advised
the official wives to accept the solution. Of course, women suffer great
misery in this situation and the behaviour of their husband violates the
official law on monogamy.
As sociologist Phạm Văn Bích (1999: 18) notes:
Ideally members of a family were expected to subordinate their personal
interests to those of the family as a whole. Personal interests could not
run counter to the family interests but should comply with the latter. Each
person had to discipline him- or herself, and subdue his or her personal
desires and aspirations if those ran counter to the communal standards.
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According to Mai Huy Bích (1993: 11):
Traditional Vietnamese society is established from [a] village
community and this community is composed of families. The communal
characteristic of Vietnamese people is supplemented by the influence
of Confucianism. The communal characteristic is manifested by the
family’s domination of the family members. The individual freedom is
very limited. Individual interests must have a strong attachment to the
interests of the family.

Therefore, in this context, women have to place the interests of their
husband, their family and their husband’s lineage (to which they belong
after marriage) first. Otherwise, they will face public criticism. Women
grow up with the knowledge that their duty after marriage is to selflessly
serve their families, to be passive and obedient and to continue the
family line by bearing sons.
The successful bearing of sons is considered central to the identity of
men as well as women. Men cannot have an important position in their
kin group if they do not have a son, and they will become the subject
of gossip. The case of Huệ is a vivid example of a woman without a son.
Huệ and her husband were facing the conflicting pressures of the need
to ensure continuity of the family line for the sake of their relatives in
the home village and the ruin of their careers if they had a third child.
Having a son is important for male identity when other aspects of
masculine identity may be in question. For men who reside with or near
their wives’ parents (matrilocality), having a son is especially important.
A Vietnamese proverb says: ‘Thà ở xó chuồng heo còn hơn ăn theo quê
vợ [Better to stay in a piggery than live in your wife’s homeland].’ Men
who live in such circumstances may feel they have lost their freedom
and are sneered at by others. This was the case for Liên’s husband, who
felt pressure to have a son by way of compensation.
Liên’s husband, Minh, is the second son of a poor family. He left
secondary school to work in construction. In 2005, he met Liên while
he was building a house for her brother. Liên was a hairdresser and once
owned a barber’s shop. After marrying, the couple decided to live in
Liên’s home village because they thought they could earn more money
there. Minh’s older brother was living with his parents, so they did not
oppose the couple’s decision. Liên and Minh’s household economy is
stable thanks to income from a small rented barber shop. Their two
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daughters were born in 2006 and 2007. Minh is happy with his capable
wife and two beautiful girls; however, he is concerned that he has no
son. He confided:
My wife’s family is precious to me, but I still feel that I am in
a disadvantageous position when living in my wife’s homeland. I really
want to have a son to have some moral support. (Minh, 34 years old)

Living for family and kin
Sons are of particular importance because they carry on family lines
and are responsible for their parents not only in their old age, but also
after their deaths. Another Vietnamese proverb says: ‘Trưởng nam bại,
ông vải vong [If there is no son, there is no cult of the ancestors].’ The
cult of the ancestors is central to the spiritual life of the family and
is based on the belief that one’s spirit is immortal and relationships
continue between the living and the dead. Vương Xuân Tình (1994)
notes that, customarily, sons—especially first-born sons—have been
given the responsibility to carry on the cult rituals and celebrate the
funerals and death anniversaries of their parents, while daughters are
merely required to contribute to the commemoration of the death
anniversaries of their own parents. If a family does not have a son,
these rituals have to be celebrated by the son of a consanguineal family.
It is said that a married woman is no longer part of her natal lineage
and cannot go to the lineage shrine (nữ nhân ngoại tộc, bất nhập từ
đường). This is still the case in some areas of Việt Nam, as illustrated
by one of my female interlocutors, Loan, whose origins were in the Red
River Delta.
Loan’s motivation to have a son was driven by concern about who
would take responsibility for the family’s cult rituals. She was under
pressure because of the experience of her mother-in-law, Mrs Thoa,
who had no brothers. After Mrs Thoa’s parents died, responsibility for
the family’s cult rituals was passed on to her father’s nephew. She could
not celebrate her parents’ death anniversaries in a proper manner.
Mrs Thoa explained this custom:
According to elders [các cụ], daughters cannot carry out cult rituals.
Even though a daughter celebrates her parents’ death anniversary, her
parents will not receive the things that she offers because the altar in
her family household belongs to her husband’s ancestors. Her parents’
spirits cannot go there.
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Because of this, Mrs Thoa has to celebrate her parents’ death anniversaries
in her cousin’s household. Her cousin’s family, however, is very poor and
he cannot afford to have a nice altar, so the cult rituals are practised on
a wardrobe. Moreover, the nephew’s wife is HIV positive. Because of the
stigma around HIV/AIDS, no one else will attend Mrs Thoa’s parents’
death anniversaries. This has left Mrs Thoa bitterly disappointed and
she urged her daughter-in-law to try to have a son by any means. Mrs
Thoa worried that if her son’s family did not have a male heir to take
care of the cult rituals, her experience would be repeated.
According to Confucianism, families are patrilineal—if a family does
not have a son, the family line is considered extinct. The extinction of
the family line is considered one of three major filial impieties, along
with not taking care of one’s parents in their old age and bringing one’s
parents into disrepute. Confucius is quoted as saying: ‘Bất hiếu hữu
tam, vô hậu vi đại [Having no son to continue the family line is the
biggest filial impiety].’ One man told me of his motivation for having
a son:
Having girls means that we serve for others, not for us. First of all, a girl
is to encourage my wife, the second is for society [a girl will become
a wife and will have a productive funtion for the society she belongs
to]. Girls are considered a pancake in water [Bánh đa nhúng nước, a
popular term in Vietnam meaning nobody wants it]. There is nothing
for me. Having a son is similar to when an old tree dies—there will be
a young tree. That is a circulation; old bamboo will have sprouts. (Vỹ,
42 years old)

Mead Cain (1993) asserts that gender inequality in the access and
control of resources is a critical factor driving strong son preference
among women. The need for a son is closely linked to the customary
law on property inheritance. Since 1945, the laws have assumed the
equality of men and women.1 However, under customary law, men
and women are not equal, especially with regards to the inheritance of

1 The Land Laws in 1993, 2003, 2013 regulates that women and men—as ‘all people’—are equal
under the laws. For example, the 2013 Constitution notes that ‘Male and female citizens have
equal rights in all fields. The State shall adopt policies to guarantee the right to and opportunities
for gender equality. The State, society and family shall create the conditions for women to develop
comprehensively and to improve their role in society. The Constitution prohibits gender-based
discrimination’ (National Assembly of Vietnam 2013: Article 26).
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land and houses. Land has high value, so the division of land according
to customary law provides motivation for having a son. Phi confided
in me:
My father-in-law has a feudal mentality. He constantly reminds us to
have a son, but my husband refuses to talk about it. My father-in-law is
going to divide the ancestors’ land for his descendants. Only sons and
grandsons can receive a portion. If I have a son, my family can have
more land.

Customary practices of gift distribution within patrilineages can be
symbolically wounding as well, reminding women of the value placed
on sons. Some women in my study told me how displeased they were
when their sons received gifts/dividends after ancestor-worshipping
days while their daughters were given nothing.

Community pressure
According to Mai Huy Bích (1993: 11), traditional Vietnamese society
is established at the level of the village community, which is made
up of families. The communal characteristic of Vietnamese society
is supplemented by the influence of Confucianism manifested in the
domination of the senior male over other family members. Individual
freedom is very limited, and individual interests must be subsidiary
to the interests of the family. The community plays an important role
in shaping people’s reproductive desires and behaviour. As with Huệ’s
husband, many sonless men are laughed at and many sonless women
are taunted with comments such as ‘không biết đẻ [not knowing how to
give birth]’ or ‘kiếp trước ăn ở thế nào [your previous incarnation was
not good]’. Gossiping about sonless men and women exerts pressure
on families. Many women justified their decision to try to become
pregnant with a son by referring to this social pressure. In addition,
having a son is evidence of a family’s virtue. For men, having a son is
a demonstration of masculinity, success and filial piety.
Most women I interviewed said they were blamed and felt anxious if
they did not do all they could to have a male heir. Sex-selective abortion
is therefore one solution to a failed attempt to conceive a son. If a woman
had a son after her efforts, the couple’s status increased considerably and
her effort was praised. If, however, a woman had yet another daughter,
the couple would be ridiculed.
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If I have a boy, people will congratulate me. But if I give birth to another
girl, they will laugh at me. They will say that I have a flock of flying
ducks. (Na, 49 years old, two daughters)

Women who have several daughters will be mocked for two reasons—
not having a son and having too many children according to current
social standards.
In rural Việt Nam, the strength and political power of a lineage depend
on the number of male heirs. It is said that the greater the lineage, the
stronger is its power. Therefore, having a son improves a man’s and his
lineage’s position in the community. Pressure from family, gossip within
the community and the concept of responsibility to have a son force
sonless couples to try to have male heirs by any means. Women are
under the most pressure; they are valued for having a son and are said
to have fulfilled their duty to their husband’s family only after giving
birth to at least one son. They are held in low regard by their husband’s
family if they have only daughters. Some sonless women are neglected,
spoken to scornfully, beaten ruthlessly or threatened with replacement
by other wives. Accordingly, they take the initiative to find ways to have
a son.
For Vietnamese people, the opinions of those around them are very
important.
Communal assessment is regarded as the highest standard and
modifying its members’ behaviour and attitudes accordingly. Each
person has to discipline him/herself, and subdue his/her personal
desires and aspirations if those are contradictory to the communal
standards. Otherwise, a person would be labelled a ‘social disgrace’ and
as ‘losing face’. Members of a family were expected to subordinate their
personal interests to those of the family as a whole. Everybody has an
obligation to take care of and obey the older generation. (Phạm Văn
Bích 1999: 18–19)

State policies and their perverse effects
Public policies have a significant influence on people’s decision-making
with respect to fertility. Some researchers have argued that parental
discrimination against a female foetus is exacerbated by strict population
policies—for example, China’s one-child policy (Goodkind 1999a). In
Việt Nam, the one-or-two–child policy is the central component of
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the Family Planning Program initiated in 1963 (Vũ 1992). After Đổi
Mới in 1986, the government began promoting the norm of a small
family with only one or two children for each couple. Small families
have a lower probability than larger families of including a son. Annika
Johansson et al. (1998) indicate that the need for sons is still strongly
felt in North Vietnamese culture. In addition, the one-or-two–child
policy introduced new and potential contradictions regarding women’s
fertility. On the one hand, women who do not have a son worry about
not producing a male heir. On the other, they feel pressure from local
authorities to keep to the two-child limit. Yong J. Yoon (2006) used a
demographic model to predict that a low birth rate would lead to an
increase in the SRB because of sex-selective abortion.
Public policies on social security, the market and healthcare services
also influence son preference in the contemporary context. Social
security systems are very weak in Việt Nam; people must be self-reliant.
Elderly people usually depend on their children, primarily their son(s).
For farmers, there is no financial security once they are beyond working
age. Hence, sons play a valuable economic role for their ageing parents,
and this is the dominant factor driving son preference. Noticeably, in
this study, a large number of the women having a sex-selective abortion
were farmers (10 of 35 cases).
Sons usually become important providers when their parents are
weak or ill. With poor health insurance and most healthcare services
paid for out of their own pockets, elderly Vietnamese can incur high
expenditure as a result of age-related health problems. The payment
burden is placed on the son. A manager of a public hospital told me:
At present, we have poor social security. Obviously, sons have an
important role in their families. Perhaps some families have lost their
fortune because of their sons, and some families are prosperous thanks
to their daughters. However, they are only a minority. Basically, when
old parents are weak or ill and when their families have important
affairs, sons have the main responsibility. Old people who can no longer
work depend mainly on their children, not on social security. When
the social security systems are improved, son preference will not be as
pressing. To me, son preference is not irrational. I do not dare to say it
is a legitimate aspiration because if I say that I will violate the law and
policy on gender equality. (Manager, male, 52 years old)
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While cadres can receive more social insurance from the government,
nongovernment workers, especially farmers, have little social security.
As Bélanger explains (2002: 330):
Since the liberalisation of health care and the introduction of user fees,
peasants who face health problems need to borrow considerable sums
of money to gain access to health-care services. This change in social
policy likely has increased the value of sons to their parents.

The farmers in this study also mentioned their worries about this issue.
Trang’s husband said:
My brother is a cadre. He works for a state bank and has social
insurance. He can feel secure when he retires. My wife and I do not
have permanent jobs; we are self-employed, so we have to take care
of ourselves. We want to have a son to rely on when we are in old age.
(Male, 46 years old)

Women cadres who depend on the state and the Communist Party have
greater incentives to respect the population policy so as to maintain
their job security and ensure promotion. Meanwhile, women engaged
in other occupations have greater freedom to choose the number of
children they have. Previous research indicates that cadres are more
likely than others to incur sanctions for not respecting the one-or-two–
child policy. Therefore, they are likely to be under more pressure than
others to have only two children while also trying to have at least one
son (Goodkind 1994; Bélanger 2002). Interestingly, mothers who are
cadres tend to have a higher male SRB for children of third and higher
birth orders (Bélanger et al. 2003).
A significant number of women in this sample who underwent sexselective abortion were cadres (10 of 35 cases). Employees of the state
or the party who had more than two children—violating the population
policy—usually hid the birth of any subsequent child to avoid being
penalised. Thương was one such woman.
At noon one day, Thương and I sat outside the surgical room, waiting
for her turn to have an abortion. Thương opened her phone and showed
me a photo. ‘Look at my daughters. They are twins,’ she said. ‘They are
beautiful,’ I said. She told me with a proud voice: ‘They are beautiful and
obedient. I love them so much.’ Then she lowered her voice:
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My husband and I thought that two daughters were enough and we did
not intend to have more children. But my husband is the only son in his
family. We are both government cadres; I am a teacher and he is a director
of a company, so we cannot have a third child. In order to have another
child, I have to offer one of my daughters for adoption. My husband’s
sister adopted my daughter; however, they are only adoptive parents on
paper. My daughter is still living with me.

The social value placed on having a son coupled with policy-led
restrictions on family size can lead to outcomes other than sex-selective
abortion that are also damaging to girls. Rachel Burr (2014) looked
at what it means to be a good child in Việt Nam and suggested that
ancestral worship—still widely practised throughout the country—was
key to this. Families emphasise the need for a son to continue worship
practices into the next generation. While the high value placed on the
boy-child has been tempered by the influence of the state’s social policies
and modernity, the eldest boy in a family still often holds preferential
status. Burr observed of an orphanage in Hà Nội that it comprised twothirds girls and one-third boys. The girls were usually the eldest child or
second-born girl in a family. According to Burr (2014), these girls are
‘victims’ both of the one-or-two–child policy and of the traditionally
informed pressure on women to produce a son.

Social change and the sex of children
The desire for children of a particular sex is affected not only by
population policies, but also by rising living standards and other social
changes. Writing about the People’s Republic of China, Robin Burgess
and Juzhong Zhuang (2002) show that socioeconomic factors can affect
the preference for sons. In Việt Nam, economic rationality and new
social norms about ‘having fewer but better children’ have influenced
women’s decisions about the desired number of children. The costs of
raising children have been rising rapidly, and parents want to ‘invest’
more and more in their children despite limited finances. For instance,
parents in Hà Nội compete to send their children to specialised schools
despite the high fees. As one village farmer said:
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My parents could have nine or 10 children because they just needed
to provide enough food and clothes for us. It is said that ‘Trời sinh voi;
Trời sinh cỏ [God gives elephants; God gives grass]’. We cannot do the
same because we need to raise our children with nutritious food and
a good education.

The high cost of having children is an important concern for parents.
In economic terms, children are seen primarily as a burden, not as an
asset—daughters more so than sons in this view. According to one
woman who decided to have a sex-selective abortion:
The cost of raising and educating children is very expensive nowadays.
I only have the capacity to raise and pay for the education of two
children. I think I will have only two children instead of three in order
to have a better life for them. We have a strenuous life, working hard
in agricultural jobs. We do not want our children to work hard like us.
(Thu, 23 years old, two daughters)

However, some women considered having more children and wanted
to have a son once their economic situation improved.
I did not think about having a third child before. Recently, my family’s
economic condition improved, and we can now afford to raise more
children, and we would like to have a son. (Hậu, 35 years old, two
daughters)

A large number of women in this study who sought a sex-selective
abortion had a high school or tertiary education (24 out of 35 cases).
They are not easily categorised as educationally disadvantaged or
lacking basic awareness of social norms and state policies. A study
of the association between educational levels and the child sex ratio
in rural and urban India reports that women’s higher status may not
lead to greater equality between male and female children. Women
with greater ‘empowerment’ are simply more likely to resort to
modern strategies to have at least one son. These women have more
knowledge about the methods believed to influence the sex of a child,
such as selective diet, the best time for conception and the use of
ultrasonography. Elizabeth Croll (2000) argues that gender equality
among adults does not necessarily lead to gender equality among
children. A study of sex-selective abortion in India suggests the higher
a woman’s socioeconomic status, the more likely she is to be involved
in sex selection (Ganatra et al. 2001). Similarly, my findings suggest
a high propensity to use sex-selective abortion among those of higher
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status, which likely reflects both greater awareness of and greater access
to sex-determination and abortion services, as well as greater ability to
afford these services.
Some new factors are complicating sex preferences for children in
contemporary Việt Nam. According to one Vietnamese proverb,
‘Có nếp, có tẻ [It is better to have both glutinous and ordinary rice]’.
The meaning, as explained to me, is that people prefer to have children
of both sexes. In a traditional peasant family, a daughter was welcomed
if she was the first child because she could help her parents (Phạm Văn
Bích 1999). It was also said that ‘ruộng sâu, trâu nái, không bằng con
gái đầu lòng [having a piece of fertile land and a fertile buffalo is not
as valuable as having a daughter as your first child]’. However, the shift
to smaller families and changes in social and economic responsibilities
have imposed new pressures on women to have at least one male heir.
Many couples now want their first child to be a son and are likely to
feel anxious if it is a daughter instead. If their first child is a son, the
outcome is described as ăn chắc (gaining the certainty of having at
least one son)—meaning parents need not worry about the sex of their
second child. Interestingly, statistical data from the UNFPA show that,
unlike most countries, in Việt Nam the SRB is skewed for the first-born
child. In 2009, the SRB was 110.2 for the first birth, 109 for the second
birth and 115.5 for the third birth (but 132 if the first two children were
daughters) (UNFPA 2015).
Although most couples want at least one son, they do not want too many
sons. In rural areas, the average land per capita is limited and declining.
Having many sons to provide labour was not the main motivation of
the people with whom I spoke. In fact, it is said that ‘tam nam bất phú,
tứ nữ bất bần [with three sons, one will not be rich; with four girls, one
will not be poor]’. In addition, the customary expectation that a son
and his family will live with his parents after marriage (i.e. virilocality)
means some couples worry about having too many sons, especially in
urban areas with limited land. One man told me:
I want to have a boy because I think about my family line. Actually,
raising a boy is harder than raising a girl. Parents worry more about
the economic situation for a boy than for a girl upon marriage.
(Na’s husband, 52 years old)
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Some social trends indicate that the preference for sons is not likely
to disappear in the near future. Anthropologists have noted that
liberalisation and globalisation in Việt Nam have been accompanied
by a resurgence of traditional social, cultural and religious practices
that contradict the expectation that modernisation will render
obsolete traditional ways of life. These trends include restoration of the
household economy, patrilineage and ancestor worship (Werner 2002;
Luong 2003; Taylor 2007). To some extent, the revival of such traditions
has been endorsed by the Vietnamese state as it seeks to maintain
a national identity for the sake of economic and political security, and
for its own authority.
Farmers are being influenced by the ideal of smaller families, while
simultaneously experiencing pressure from family and kin networks
and the prestige accorded to traditional notions of the importance
of having a son. The case of Ngọc helps us understand the pressures
leading such parents towards sex selection.
When I met them, Ngọc and her husband were sitting in the hospital
corridor eating a frugal lunch of rice and vegetables. Ngọc’s husband
told me that the abortion Ngọc was about to have was, for them, a
great expense. Ngọc was 33 years old and the couple already had two
daughters. Now, she was 13 weeks pregnant.
All our savings have been spent on this affair [the abortion]. We are farmers
and earn just enough to survive on. Raising two children is already difficult
for us. We intended to have two children only, but my parents complained
too much. In death anniversaries and festivities, elders often asked when
we would have a son [khi nào thì có thằng cu]. That makes us anxious.
My wife tried to get [a son with] this pregnancy, but we are not lucky.
(Ngọc, 33 years old, two daughters, 13 weeks pregnant)

In short, while traditional factors still influence son preference, modern
factors are also playing a role in people’s perceptions about having
a son. Women in contemporary Việt Nam suffer a great deal from the
clash between the intense demand for a son and the pressure to have
fewer children.
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Women’s decision-making on sex-selective
abortion
In the remainder of this chapter, I explore how the decision is made to
have a sex-selective abortion. Rosalind Petchesky (1984) points out that
feminists support women’s right to choose, but they pay less attention
to the social and material conditions under which those choices are
made. The sections that follow examine the conditions under which
women make decisions, paying attention to the significant social others
with whom they consult. I then discuss other factors influencing their
decision-making.

Women’s position in reproductive decision-making
Looking at the relationship between gender and development,
Elisabeth Croll (2000) asserts that there is no neat correlation between
the status of women and that of girls, and there are some improvements
in women’s status that have led to a decline in fertility but have not
reduced the preference for sons. The question is why the increase in the
status of women does not lead to a similar increase in the status of girls.
It could be due to generational differences and the position of women
within their husband’s family (Croll 2000). Aida Seif El Dawla et al.
(1998: 99) suggest that ‘women’s relationship to their bodies is shaped
by such negotiations among needs, desires and obligations; ownership
of the body is both personal and socially determined’.
In a patriarchy, women have limited authority within the family and
therefore also limited authority in decision-making. According to
traditional Vietnamese customs, a married woman belongs to her
husband’s family. Her childbearing is considered a family issue and
decisions related to it must be approved by her husband’s family,
especially the elders. Although the situation for women in Việt Nam
has improved because of the legal recognition of gender equality,
some traditional values persist in everyday life. Women’s position
in relation to their husbands, family members and others involved in
reproductive decision-making can help us understand their attitude to
son preference.
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Husbands
Traditionally, Vietnamese family lines are continued through men,
and women join their husband’s household on marriage. In this
patriarchal family structure, Vietnamese women have limited authority.
Childbearing is considered their main duty and decisions about it must
be approved by their husband’s family. While women in such situations
may feel they lack power, most also accept these arrangements and even
actively employ them (Gammeltoft 1999).
Husbands play an important role in women’s decision-making in
general, including in abortion decisions. All the women in this study
had to consult their husband when making decisions and gain his
approval. While couples may discuss such issues, the final decisions are
not always made by the wives. As Huyền said:
I did not want to have this abortion. I felt it is immoral. If my husband
did not insist on having an abortion, I would not have done so. (Huyền,
36 years old, two daughters)

The contradictions inherent in the decision to have an abortion can lead
to violence, spousal neglect or extramarital affairs. Some women, such
as Huyền and Lụa, were forced against their will to have an abortion by
their husbands.
Lụa called me at midnight in tears. Initially, her husband had been very
happy when she became pregnant for the second time. During the first
few months, he looked after Lụa’s health by bringing her food and a cup
of milk before going to bed. Everything changed, however, when he found
out she was carrying another girl. He advised her to have an abortion, but
she did not agree. She thought it would be immoral to have an abortion
just because the foetus was female. After that, her husband stopped
taking care of her as before and he began to come home very late. He
also received strange phone calls and messages. Lụa recognised there
were problems with their relationship and eventually discovered that her
husband was having an extramarital relationship with his hairdresser. In
an effort to avoid their happiness being destroyed, Lụa decided to have
an abortion.

These is a close connection between abortion and violence. Reviewing
the data of the effects of intimate-partner violence on women’s
reproductive health and pregnancy outcomes from various countries,
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N. N. Sakkar (2008) asserts that such violence affects women’s physical
and mental health, reduces their sexual autonomy and increases
the risk of unintended pregnancy and multiple abortions. A study
conducted by Angela Taft and Lyndsey Watson (2007) found that,
for women under 27 years of age, domestic violence was associated
with the decision to terminate a pregnancy (and also with unwanted
pregnancy and poor pregnancy outcomes). Although the women in my
study are a littler older than Taft and Watson’s subjects, there is now
international evidence of the relationship between domestic violence
and the decision to terminate a pregnancy.
Conversely, in some cases, women elected to have a sex-selective
abortion even though their husband had not placed any pressure on
them. Women who are ‘empowered’—highly educated and economically
independent—are less likely to be influenced by their husbands. For
these women, the most influential factor in their decision-making is the
social benefit of having a son. Thương and Na both gave their reason
as the fear of ‘losing face’ because of having many daughters. Na said:
If I had another daughter, people would laugh at me instead of having
compassion. (Na, 49 years old, two daughters).

This analysis clearly points out the role of cultural values and social
norms in reproductive decision-making.

Parents-in-law and other family members
In Việt Nam, women often mention the contrast between women’s
formal rights in society and their lack of rights within their families
(Gammeltoft 1999). A number of studies indicate that women in Việt
Nam have a weak position in reproductive decision-making (Johansson
et al. 1998; Trần 2005), as the entire extended family becomes involved.
The pressure on women from their extended family to choose an
abortion is enormous, with the opinion of the elders particularly
important.
Rural women typically have close contact with their relatives, so they
make decisions about abortion only after discussing the matter with
them. If women live with their husband’s family, they need to consult
carefully, especially with their mothers-in-law. In my study, those
couples who discussed their decisions with their family were typically
living with the husband’s parents in the same house. If the matter was
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discussed within the family, the final decision had to be based on
the elders’ opinion. Not following elders’ advice is considered ‘filial
impiety’ (bất hiếu). To avoid dealing with contradictory opinions, some
young couples chose to keep silent during early pregnancy and before
an abortion. However, such an approach can create conflict within the
family. I met two cases in which the couples decided to have an abortion
but only told their family afterwards. Both these women were scolded
by their husband’s family and sent back to their own parents’ home by
their mothers-in-law. Thuận’s case is an example.
Thuận and her husband decided to have abortion without telling their
families. When Thuận returned home after her abortion, she could
not escape the attention of her mother-in-law and had to admit to the
procedure. Her mother-in-law was angry Thuận had hidden such an
important matter. Instead of being taken care of, Thuận was sent back
to her own family.

In contrast, couples living as a nuclear family usually made their own
decisions. They did not want to involve other family members for fear
of the elders disagreeing and preventing them from having an abortion.
As Phi explained:
We have our own house and live far from our parents. We did not dare
talk to our parents about abortion. If they knew, they would not allow
me to do so [have an abortion] and would scold me. (Phi, 38 years old,
two daughters, 15 weeks pregnant)

The belief that women belong to their families-in-law after marriage
plays an important role in sex-selective abortion decision-making.
Where couples receive contradictory opinions on having an abortion,
women’s natal families usually advise them to follow their in-laws’
wishes to avoid any clash between generations, the consequences
of which are likely to fall on the woman.
Thu married when she was 18 years old and had two daughters. She
and her husband did not care much about the sex of their children.
‘My husband loves our daughters so much. He has never scolded them.
He said he did not care about having a son,’ Thu told me. When Thu
became pregnant for the third time, an ultrasound scan revealed she
was carrying another daughter. The young couple decided she would
continue with her pregnancy, but Thu’s mother-in-law encouraged them
to terminate. Thu confided:
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My husband said if I got pregnant, I should give birth regardless of the
foetus’s sex. But my mother-in-law disagreed. She advised me to have an
abortion and then try to do something to have a son.

Thu was confused so she approached her own mother. At first, Thu’s
mother did not want her to have an abortion. She thought it was immoral.
In the end, however, she advised Thu to do as her mother-in-law wished
to avoid any conflict. Thu said: ‘I want to keep this pregnancy, but
I  worry that if there is any problem, my mother-in-law will blame me’.
(Thu, 23 years old, two daughters)

The case of Thu shows that women are usually in a weak position in
regard to reproductive decision-making, creating vulnerability and
diminishing women’s control over their own lives. With different
value systems coexisting, women must choose between being a ‘good’
mother who protects her child and the expectations placed on them by
society. The notion of ‘goodness’ is often associated with behaving in an
acceptable manner as deﬁned by the wider society.
In the research on abortion because of foetal malformity, decisions are
often made by the entire family (Gammeltoft 2014), whereas in my
research, most women who had a sex-selective abortion kept it a secret
and rarely discussed the matter with their families. This could lead to
psychological problems after the abortion.

Counsellors
Not all women who went to hospital seeking abortion services decided
to go ahead with an abortion (see Chapter 4 for further discussion).
Counselling can discourage women from terminating their pregnancies
and information about the abortion procedure can have an intimidating
effect on women seeking to terminate a pregnancy. ‘Doctors say the
foetus’s bones have already formed. The foetus’s body will be torn during
abortion. It makes me nervous,’ Hà (29 years old, two daughters) told
me. Counselling involves providing information about the procedure
and this tends to spark guilt and anxiety and other strong emotional
reactions to the recognisably human form of the foetus. The case of Quý
shows that the concepts of morality and emotion between mother and
child have a strong impact on women’s decision-making. Ultrasound
images can also have a strong influence on women’s emotions. As Quý
(40 years old) said: ‘I felt pity when the doctor pointed out the foetus’s
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body and said the foetus was touching her face.’ For the abortion
provider, these are effective methods to prevent sex-selective abortion.
A counsellor told me:
With women wanting late-term abortions, I usually show them the
images of their foetus such as the head, arms and legs. These images bring
home to them the nature of the relationship between mother and child.
This makes them rethink their decision. (Counsellor, 52 years old)

Counselling plays an important role in abortion decision-making
(Trần 2005; Gammeltoft et al. 2008). The key issues are the best way
to provide information to women who are considering having a sexselective abortion and what abortion providers should do if they
recognise an abortion is being sought for reasons of sex selection,
while respecting women’s autonomy and maintaining the standards
associated with informed counselling. As Scott Woodcock (2011: 495)
points out:
Counselling involves providing information about the procedure that
tends to create feelings of guilt, anxiety and strong emotional reactions to
the recognisable form of a human foetus. Instances of such counselling
that involve false or misleading information are clearly unethical and
do not prompt much philosophical reflection, but the prospect of
truthful abortion counselling draws attention to a delicate issue for
healthcare professionals seeking to respect patient autonomy. This is
the fact that even accurate information about abortion procedures can
have intimidating effects on women seeking to terminate a pregnancy.

Other people
As well as family members, employers and even fortune tellers also
play an important role in a couple’s decision-making about abortion.
The cases of Huyền and Cúc provide examples.

Huyền’s case

Huyền was a primary school teacher and her husband was a construction
worker. They had two lovely daughters. When Huyền was 12 weeks
pregnant with her third child, she had an ultrasound scan in a private
clinic. The doctor said he was unable to determine the sex of her foetus
at that time. Huyền returned to the clinic the following week, when the
foetus was 13 weeks old. When the doctor told her the foetus was female,
Huyền’s husband wanted her to have an abortion immediately. Instead,
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she sought the opinion of her mother and two sisters. They opposed an
abortion because they considered it immoral. Huyền also thought it was
immoral to terminate the pregnancy just because the foetus was female;
however, she would get into trouble if she had a third child. In the school
where she worked, a teacher who had a third child was made to work in
the library and take care of day-boarders instead of teaching. Huyền met
with the principal to express her concerns. The principal told Huyền if the
foetus was female, she should have an abortion. She would experience
disciplinary measures similar to those placed on her colleague if she had
a third child. Her career would be destroyed and she would not reach her
goal of having a son. The principal’s analysis quickly brought Huyền to
the decision to have an abortion. (Huyền, 36 years old, two daughters,
14 weeks pregnant)

Cúc’s case

The nurse gave Cúc two tablets. She trembled as she returned to the
corridor where her husband was waiting. She sobbed violently and her
husband consoled her for a while. He then took out his mobile phone and
called his boss to tell him about the couple’s situation. The boss said that
if they had a third child, it would violate population policy; however, his
boss could help him cover up this violation. Then Cúc’s husband called
a fortune teller, who said if the couple had a child that year, their family
would be unlucky because its birth year would be incompatible with the
parents’. Consequently, the couple decided to have the abortion and
Cúc swallowed the tablets. (Cúc, 30 years old, two daughters, 13 weeks
pregnant)

These cases show there is a tension between morality and practical
benefits in regard to abortion. In Huyền’s case, her mother and sisters
opposed her having an abortion on moral grounds, while everyone
else around her was more concerned about the fate of her husband’s
lineage, the practical benefits or the legality. These two cases suggest
that the pressure on women and families to go ahead with a sexselective abortion can also come from work supervisors or the advice
of fortune tellers.
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How ultrasound results figure in
sex‑selective abortion decisions
Ultrasound results are a core factor in abortion decision-making.
The development of ultrasound technology has supported sex-selective
abortion. The earlier women know the sex of their foetus, the more
likely they are to have a sex-selective abortion. Women in urban
areas are often the first to experience new technology and then pass
information about it on to their female relatives in rural areas. Thu said:
At the beginning, I did not know the sex of the foetus can be determined
at the third month. I only knew the sex of my two daughters when I was
in the fifth or the six month of pregnancy. I have only since found out
that the sex of the foetus can be determined at three months. My sister
lives in Hà Nội and she told me this. I had been intending to keep this
pregnancy, but had I known otherwise, I would have had an abortion
much earlier. (Thu, two daughters, 13 weeks pregnant)

Ultrasound results can also influence a woman’s final decision if she
is ambivalent about having an abortion. Women in this study who
had a sex-selective abortion had at least three ultrasound scans before
making their decision; the majority had between four and six ultrasound
scans. Some of the women had a final ultrasound scan just before
taking the pre-abortion medication. Hiền’s case provides an example of
women’s emotions and the process of a sex‑selective abortion.
The nurse gave Hiền two tablets to take before the abortion. She took
them out of the surgical room and sat in the corridor in a very anxious
state. Her sister-in-law gave her a cup of water with which to swallow the
medicine. Hiền took the cup and put the tablets in her mouth, but then
took them out and started crying. After a while, she said she wanted
to check the sex of her foetus again. Although she had already had six
ultrasound scans, she wanted to check one more time before taking
the medicine. She went to a private clinic near the hospital for a threedimensional ultrasound scan. This proved to be very easy. When we
approached the clinic, a young woman in white and blue rushed up to
us and asked what we would like to do. When Hiền said she wanted a
three-dimensional ultrasound scan, the clinic’s nurse gave Hiền a ticket
and told us the price, VND200,000 (US$10). I  went with Hiền into the
ultrasound room while her sister-in-law waited outside. In the damp
and gloomy room, a sonographer was scanning another woman, so we
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sat near the door to wait. On the wall, there was a large frame with
many pictures of foetuses in various stages of gestation. There were
some half-length pictures focused on the genital organs of the foetus.
These pictures seemed designed to show the ‘qualifications’ of the
sonographers in the clinic. Hiền looked at a picture of a 14-week foetus
with a steady gaze. She said to me through tears: ‘My foetus is the same
gestation as that foetus over there. So, it has human form. I feel I am
doing wrong towards my child.’ It was then her turn for a scan. She was
trembling as she lay on the bed. The sonographer quickly checked some
foetal development indicators and then carefully checked between the
hind limbs of the foetus. He asked Hiền: ‘How many daughters do you
have?’ ‘I have only one daughter,’ Hiền stammered (in fact, she had two).
The sonographer checked again, changed the dimensions of the image
of the foetus and affirmed it was a girl. Hiền’s eyes filled with tears. The
sonographer seemed to understand the purpose of Hiền’s visit. He did
not check any other indicators and printed the result without recording
the sex of the foetus. Hiền hurried back to the hospital and called her
husband to tell him about the result. Her husband said if she was sure
about the accuracy of the sex determination, she should go ahead with
the abortion. (Hiền, 32 years old, two daughters, 15 weeks pregnant)

Duration of gestation and foetal situation
Women in my research were most likely to have a sex-selective abortion
in the second trimester. Sixty-eight per cent of my sample had their
abortion between the 14th and 16th week of their pregnancy. Other
research has produced similar results. A study of induced abortion
among 1,409 women in Maharashtra, India, claims that sex-selective
abortion took place significantly later in the pregnancy than abortions
for other reasons (mean gestation 17.2 weeks versus 9.2 weeks,
respectively). In another study, of married Indian women, sex-selective
abortions accounted for more than two-thirds of all second-trimester
abortions (Ganatra et al. 2001).
The decision to have an abortion is not an easy one. The women in my
study had several ultrasound scans before having an abortion to ensure
the results were accurate. They were advised of the sex of the foetus
during a diagnostic scan taken in the 12th week of pregnancy and
then waited one or two weeks to double-check the results. It then took
them about another week to decide whether or not to have an abortion.
The length of the decision-making process results in most women
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having a sex-selective abortion in the 14th to 16th week of pregnancy.
A late-term abortion is technically more difficult and more dangerous
for the woman. In addition, a pregnant woman’s nurturing instinct and
a growing sense of a relationship with the foetus make many women
hesitant to have a late-term abortion.
There is a moral differentiation between early menstrual regulation,
when the foetus is considered to be a ‘blood clot’ or a ‘bean seed’, and
late-term abortion, when the foetus has ‘human form’. Many women
who had sex-selective abortions supposed that abortion early in the
second trimester was acceptable, but they would not have an abortion
late in the second trimester because the foetus would be too big by then
and would have the form of a baby.
Late-term sex-selective abortion is, however, often conducted. A woman
confided:
Most women have to terminate a pregnancy several times. It is normal
if my pregnancy is unplanned, but I should have an abortion in early
pregnancy. However, this is a planned pregnancy. I have had an abortion
just because this is a girl. It is a pity. (Hồng, abortion at 14 weeks)

Sex-selective abortion has also been occurring among women who
are HIV-positive or have a malformed foetus, but several studies
conducted in Việt Nam have noted the decision to continue with the
pregnancy in these cases if the foetus is male (Trần 2005; Oosterhoff
et al. 2008). Pauline Oosterhoff et al. (2008) remark that HIV-positive
women often decide to continue with a pregnancy if they know the
foetus is male, whereas they might not have continued for a girl-child.
Similar decisions have been observed in the case of a malformed foetus
(Trần 2005). In previous research, I discovered that a disabled boy is
usually more easily accepted than a disabled girl,2 so the sex of the
foetus also strongly affects abortion decision-making in cases of foetal
malformation. In this study, the case of Toàn supports this conclusion.
Toàn was from a village about 30 kilometres from Hà Nội. She had a
daughter with leukemia. Her daughter’s treatment was expensive and
Toàn and her husband paid for it with money they earned trading
bananas from their village. They were afraid to have a second child in

2
The project was ‘Population, Development and New Reproductive Health Technology:
Pre‑natal screening in Vietnam’, funded by the Danish International Development Agency.
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case it also had the disease. Because of this fear, when Toàn fell pregnant
unintentionally and the couple found out at 14 weeks that the foetus was
female, they decided to have an abortion. According to Toàn, a girl would
suffer more than a boy from leukemia.

Religious sanctions against abortion
Abortion—particularly late-term abortion—is considered immoral
in Việt Nam. In this section, I discuss the religious implications of
sex‑selective abortion. The arguments are based on the morality of the
practice, the status of the foetus and the position of women in decisionmaking.
To understand why women hesitate to have an abortion, it is useful
to understand local religious beliefs and perceptions of abortion.
The major religion in Việt Nam is the so-called triple religion (tam
giáo)—a combination of Buddhism, Taoism and Confucianism.
There are also other religions with a significant number of adherents,
including Catholicism, Protestantism, Islam, Cao Đài and Hòa Hảo.
The major religious affiliation, with around 10 million adherants, is
Buddhism (Đặng 2003). When asked, Vietnamese people are most
likely to identify as Buddhist or Catholic, but they are also likely to
follow Confucianism and turn to Taoism for their understanding of the
cosmos.
The Vietnamese folk religion blends Buddhism, Taoism and
Confucianism with spirit beliefs and local cults. Although one
might argue that Confucian values—which strongly influence son
preference—provide a context conducive to sex-selective abortion,
Confucianism does not endorse killing or violence of any form. Rather,
the desired ends are to be achieved through superior ethics and by
cultivating social relations. In Taoism, it is believed that one’s destiny can
be influenced by gaining and deploying esoteric knowledge. In neither
case do these traditions offer an ethical basis for abortion, nor do they
explicitly forbid the practice. Buddhists believe in reincarnation and
that life begins at the moment of conception. This naturally inclines
Buddhism away from permitting abortion. Taking the life of any living
thing is generally condemned in Buddhism and, according to this
stance, abortion is frowned on in Việt Nam (Gammeltoft 2003). Finally,
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as we shall see, popular belief in the efficacy of spirits sets up a different
kind of sanction against abortion—a sanction wielded by the aborted
foetus itself.
Although these aspects of religious tradition condemn or prohibit the
practice, abortion has always existed. The morality of abortion is related
to the core issue of when a foetus becomes a human being. Many people
believe that, in the early stages of gestation, the foetus (or embryo) is
merely a blood clot (Gammeltoft 1999); therefore, early termination
is not regarded as abortion. Early-term abortion in Việt Nam is called
‘menstrual regulation’ and has not posed any particular moral problems.
Conversely, in later pregnancy—usually after three months—abortion
is considered morally wrong. One woman compared early and lateterm abortions in the following way:
In early pregnancy, abortion is much easier because the foetus does
not yet have a human form. It is just a blood clot. When it has human
form, it also has a spirit. If I keep it, it will become a human being.
If I abort it, it will have resentment towards me. (Chung, 40 years old,
two daughters, 14 weeks pregnant)

Studies of moral perceptions of abortion in Việt Nam point out that
attitudes about the ethics of the practice vary widely (Johansson
et al. 1996; Gammeltoft 1999, 2002), particularly among different
generations. For example, in a study of the side-effects of IUDs among
married rural women in Hà Tây province, carried out in 1993–94, Tine
Gammeltoft (2002, 2003) found that elders considered abortion at any
stage of gestation a sin, while younger people found early terminations
morally acceptable. Similar findings emerged in my study. One elderly
woman told me:
In the past, we did not dare to have an abortion. Get pregnant, have
a child. Throwing it away [abortion] is a sin [bỏ nó đi thì phải tội]. If we
do an immoral thing, it [the foetus] might condemn our family. Young
people now have abortions more easily. Abortions are popular, but that
is a big sin if abortions are conducted when foetuses have a human
form. (Trang’s mother-in-law, 68 years old)

Although younger people thought early abortions were morally
acceptable, they were very uneasy about late-term abortion. ‘Abortion
is a sin’ was mentioned in most of my interviews. As Nguyệt said:
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I did a wrong thing when I had an abortion just because the foetus
is female. I feel like a bad person. This is my sin and I can’t forget it.
(Nguyệt, 28 years old, one daughter, 17 weeks pregnant)

Not only women, but also men thought abortion once the foetus had
a human form was highly morally problematic.
If it is in an early pregnancy stage and the foetus has no human form,
the abortion is simple. I thought a lot about it when we had to decide to
have an abortion when its body had been formed. Perhaps it would be
injected with a toxic drug or cut into several parts before taking it out
of the womb. I felt guilty when thinking that we killed our baby. (Huệ’s
husband, 48 years old)

Change of heart
Women who had decided to have a sex-selective abortion and looked
for an abortion service might change their mind and decide to carry
to term after their abortion requests had been approved. I met three
women who went to hospital for a sex-selective abortion but then
decided to continue with their pregnancy. Why did they change their
minds? The case of Quý will help us understand more.
Quý came to the counselling room in a state of profound anxiety. This
was the last step of the administrative procedure before her abortion. The
nurse/counsellor told her it was too late to have an abortion that afternoon
because she would need several hours for cervical preparation, so she
was given an appointment for the next morning. Quý went home and
cried. She could not sleep that night or even discuss the matter with her
husband. The next day, the couple decided they would not go through
with the abortion. Two days after this, Quý met with me to talk about her
decision. She said:
I thought it is immoral to have an abortion when it [the foetus] has human
form. It has a face, arms and legs. It has a full human form. When I had
ultrasound scans, the doctor said its hand was touching its face. The
doctor in the Department of Family Planning said it has a skeleton already.
I felt pity for it. It also has a spirit. If I destroy it, it will resent me and I will
be haunted by anxiety.

I visited Quý six months later, when her lovely daughter was nearly two
months old. When I arrived at their home, her husband was standing
at the door waiting for the rain to stop. He had a busy job as a tissue
delivery man. Quý was holding her new baby; she looked ruddy-faced
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and seemed happy. The couple’s five-year-old daughter was playing
around her little sister. The couple seemed very happy to see me again
and I presented them with a pink dress for the baby. I held the baby
and spoke with Quý’s husband while Quý served me tea. Quý’s husband
told me:
We decided to have an abortion, but we finally abandoned the idea. If we
left it off [bỏ nó đi—aborted the female foetus], we would degrade our
dignity. What would happen if our children knew about this conscienceless
behaviour? We may have a son, but we would lose our dignity and
morality. I told my wife that we could not do that because dignity is most
important. It is more important than money. (Quý’s husband, 45 years old)

Clearly, the immorality of abortion weighed heavily on Quý and her
husband. Although the couple decided to continue with the pregnancy
and were pleased with their decision, they have been in agony about
not having a son. ‘We want to have a son to attain our inner wishes
and to satisfy my parents. Otherwise, we feel guilty towards our parents
and ancestors. That is Vietnamese culture,’ said Quý’s husband. Having
a third child would be an obstacle for them because Quý’s husband
made a precarious living from his job. The couple’s decision-making
was characterised by the struggle to balance the wish to have a son,
morality and economic circumstances.
All three of the women who decided not to go ahead with their abortion
were satisfied with their decision; however, they still expressed a deep
need to have a son. Petchesky and Judd (1990: 367) points out:
A series of ‘negotiations’ back and forth between ideology, social reality
and desire are involved in abortion decision-making. This negotiation
incorporates social and individual need into the shifting ground of
moral values.

Conclusion
As this chapter has demonstrated, traditional norms about the value
of sons in tandem with new elements such as developing reproductive
technologies and changes in fertility rates create strong desires for
a son. While one may conclude from the evidence that son preference
has shifted to a ‘son requirement’ in the new social context, the value
of sons remains central in the reproductive desires and strategies of
a substantial proportion of families in contemporary Việt Nam.
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The value placed on sons continues to inform and shape reproductive
choices, even while those choices are changing and adapting to the
new social factors and technologies. In other words, women’s abortion
decision-making can be understood as an accommodation of resilient
patriarchal norms. Sex-selective abortion is a response to the constraints
of such norms, reinforced by the contemporary socioeconomic and
political environment. The economic, political and social pressures
driving the shift towards smaller families, together with use of new
ultrasound technology, push women to pursue having at least one son.
In these circumstances, women suffer greatly from the clash between
the high demand to produce a son and the demand to have fewer
children.
In the context of interpersonal relations, women have to accede to the
wishes of significant others such as their husbands, parents-in-law and
the state when making reproductive decisions. While rural women
typically experience pressure from their kin to produce a male heir,
urban women—especially professional women—are more likely to be
influenced by the social norms and symbols that structure women’s
position in families and society. Whatever the circumstances, the
evidence suggests that most women’s abortion decisions are ultimately
made on the basis of not only received moral or religious doctrine,
but also the social and political conditions that define their lives.
Deciding to proceed with a sex-selective abortion is a complex process.
In such negotiations, the perceived necessity for an abortion is often
the result of external economic, social, medical and/or interpersonal
conditions. Many, if not most, women seeking sex-selective abortion
are reluctant to have, or ambivalent about, the procedure. Women are
likely to experience confusion as the cultural expectations that shape
their decision-making clash with the potential sanctions against them,
their maternal desires and duties, and the legal, moral and medical
frameworks within which their decisions are made.
We have seen that ‘others’ are involved in the decision-making around
sex-selective abortion—if not in the actual decision-making, then in
establishing and maintaining the social norms that make such decisions
necessary. The presence of the ‘other’ in such personal decision-making
compels us to question what we mean by individual ‘choice’, ‘autonomy’
and ‘agency’. We should reconsider the feminist view of reproductive
freedom grounded in general principles of ‘bodily integrity’ and ‘bodily
self-determination’. I agree that the decision-making self must remain
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at the core of reproductive rights, but the concept of ‘self ’ reaches
far beyond the notion of women’s right to choose. Women’s ‘right to
choose’ should be considered against the social and material conditions
under which choices are made. Where dominant patriarchal ideologies
construct a wifely and maternal duty to produce a son, a woman’s
decision to have an abortion is based on their embedded sense of these
ideals. Similarly, we should ask how, when and in what circumstances
is a woman capable of exercising control over her body. This research
suggests that women in Việt Nam experience a tension in feeling both
a sense of belonging to and an alienation from their body.
Based on empirical material from Egypt, Saba Mahmood (2001)
reconsiders what we mean when we talk about agency. She writes:
I want to suggest we think of agency not as a synonym for resistance
to relations of domination, but as a capacity for action that
historically specific relations of subordination enable and create.
(Mahmood 2001: 203)

Considering the evidence of women’s sex-selective abortion decisionmaking in Việt Nam, it makes sense to reconsider ‘agency’ along
these lines. Reproductive agency has specific meanings in different
cultures, social circumstances and political contexts; it must consider
the significant familial, cultural, social and economic relationships that
enable and constrain women as reproductive agents. These findings
indicate that responsibility for sex-selective abortion rests not with
individual women alone, but also implicates the wider society of which
they are a part.
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Sex-selective abortion:
Dilemmas in the silence
Hiền’s face turned pale when the nurse in the surgical room called her
name. She trembled as she climbed on to the abortion bed, with a mixture
of fear and torment in her eyes. She put her legs in the stirrups and her
hands on her belly with her fingers crossed. The doctor sat on a swivel
stool, protected from head to toe by white surgical clothing, including
a face mask and protective glasses. The nurse was also wearing a mask.
In contrast to the noise in the corridors and waiting rooms outside, the
surgical room was quiet and filled with tension. I heard the clinking of
surgical tools as the nurse prepared them. Hiền looked around nervously,
then screwed up her eyes. Without speaking, the nurse gave Hiền an
injection of pain medication. Hiền winced and breathed slowly to calm
herself. With skilful movements, the doctor inserted a speculum into Hiền’s
vagina, cleaned it and the cervix with antiseptic solution and grasped the
cervix with an instrument to hold the uterus in place. The doctor inserted
forceps into the uterus and grabbed a piece of the foetus’s body, which he
removed. It was streaming blood. Hiền curved her body in pain, her eyes
brimming with tears, but she tried to constrain her groan. I experienced
shock when I saw a leg being pulled out through the vaginal canal. The
doctor continued and, one after another, pieces of the foetus were pulled
out. The doctor then used a curette to scrape the lining of the uterus
and sucked the uterine cavity with a cannula to ensure its contents were
completely removed. Finally, the doctor gathered the extracted pieces
of the foetus and laid them on a tray to make sure he had the complete
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body. The nurse took this tray and put it in a fridge before helping Hiền
on to a stretcher. Hiền was transferred to the postabortion room, which
was crowded with women.

This is a description of a sex-selective abortion that was undertaken
using the D&E method in a public hospital in Hà Nội. The abortion
process is marked by pain, stress and, most notably, silence. Although
the abortion client and providers uttered scarcely a word throughout
this transaction, the evident fear and suffering experienced by all actors
prompt many questions. Why was Hiền fearful and nervous? What was
the meaning of her tears? Did she cry only in pain or did she also feel
anguish for her foetus? What did the abortion providers feel? What for
them would have been the hardest aspect of the process—the foetal
dismemberment, their patient’s trauma or the knowledge they were
undertaking a sex-selective abortion?
This chapter will help us understand the meanings of this silence,
and to pull aside the curtain shrouding sex-selective abortion in Việt
Nam. One objective is to provide insights into women’s and abortion
providers’ experiences and the role of the different people involved in
the process. I also analyse the medical, emotional, ethical and policy
problems surrounding such abortions through a critical discussion
of Tine Gammeltoft’s (2002: 328) observation: ‘In public life in Việt
Nam, abortion as a moral problem is shrouded in silence.’ I argue that
the public and private silences surrounding sex-selective abortion
have personal, sociocultural and political meanings. Analysis of the
dilemmas faced by women having a sex-selective abortion and the
others involved points us towards deeply grounded sociocultural
tensions within contemporary Việt Nam.
In describing sex-selective abortion, this chapter reveals the experiences,
emotions and moral conflicts of those seeking the procedure.
Researching abortion anthropologically entails uncovering the
experiences of all those involved in the process, including women and
their families, abortion service providers, health system managers and
policymakers. From an anthropological perspective, ‘the more widely
and attentively these voices are heeded, the more likely the prospects
are for reforming related social practices and public policies’ (Jing-Bao
2005: 10). This chapter explores sex-selective abortion practices in Hà
Nội today by utilising an ethnographic approach.
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Sex-selective abortion in a public hospital:
‘Removing a table that is larger than the
door from a room’
In the public hospital where I conducted my observations, the abortion
process had three main stages: the administrative procedure, the
counselling sessions and the surgical procedure. In each section of this
chapter, I describe the experiences of women and abortion providers
during the process and explore the problems in the delivery of abortion
services.

Administrative procedures: Bureaucratic formality
On a hot summer’s day, the temperature and humidity inside Hà Nội’s
leading public hospital for abortion provision seemed even higher
because of the crowds. The Department of Family Planning, where
abortions are conducted, is one of the busiest departments in the
hospital. Everywhere—along the corridor, at the counters, outside the
professional rooms—clients and their families had to push their way
through a mass of bodies. Nurses were sometimes grouchy because
patients had not followed instructions or they did not have their receipt.
In this hospital, women who want a second-trimester abortion must
follow a standard administrative procedure. First, they are given an
account number and medical book at the reception desk, before being
sent to another gate to pay their fee. They then have an ultrasound scan
and a vaginal check in the examination room and are given a medical
record. They must bring this record to the counselling room, where
the counsellor helps them fill in the record and their consent for the
abortion. They return to the examination room to have blood and
urine tests, before attending the accounting table to pay for the tests
before the samples are sent to the laboratory. They need to wait several
hours for the results, which they then bring back to the examination
room. The nurse in the examination room hands their consent form
and medical records over to the board manager. The hospital board
manager approves their abortion by signing these documents. After the
counsellor makes a final check of the documents, the woman is sent
to the surgical room. Women have to pass at least 12 administrative
procedures before their abortion.
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Several points can be made about the nature of these procedures.
First, such convoluted administrative routines are standard in most
public hospitals in Việt Nam and similar steps are in place for all
surgical procedures, not just abortion. The administrative formalities
in this hospital attest to the status of abortion as a routinised medical
procedure.
Second, abortion services attract a fee, even in public hospitals. Much
of the administrative process entails determining, collecting and
recording payment of that fee. Although the government subsidises
health care, a large share of the cost of expensive surgical procedures has
to be borne by patients themselves. Reproductive health in Việt Nam
is significantly market-based, with patients shouldering the financial
burden yet also setting the demand for medical procedures of all kinds.
The administrative process at this hospital provides a window on to the
sex-selective abortion process as a market-based transaction.
Third, the array of medical tests and failsafe procedures in place
indicates the level of risk associated with abortion, and especially
late-term abortion. Sex-selective abortion is conducted no earlier
than the second trimester of pregnancy, because the sex of the foetus
cannot be determined any earlier. These, like all late-term abortions,
are considered to have a higher risk of complications. As a result, the
government has mandated that second-trimester abortions must take
place in provincial or national public hospitals. Local clinics are allowed
to conduct abortions but not in the second trimester. The shortage of
experienced staff and facilities at provincial hospitals means many
women come to Hà Nội for a second-trimester abortion, increasing the
burden on the capital’s public hospitals.
The constrained supply of and high demand for abortion mean the
facilities at the public hospital where I conducted my research are
always overburdened. The overload of clients increases the waiting time
for all administrative steps, so that the administrative process takes
an entire day at least. Those women who can, seek out acquaintances
who are employed in the hospital to help them. Most women from
the provinces, however, have to spend several days completing the
administrative procedures. Two women among my 35 core cases chose
to have an illegal abortion at a private clinic near their home to avoid
these complicated and time-consuming administrative procedures.
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In spite of the complexity, confusing nature and often poor standard of
administrative services in the public hospital in which I studied, many
people still preferred it to a private clinic, because they knew it was safe.
One woman’s husband said:
The administrative procedure is so complex. This is the first time we
have been to a hospital in Hà Nội. How can we know the procedure?
I asked some nurses, but they are irritable. Registration is here and
payment is there. It took us a day to do the administrative requirements.
We had to continue the day after. I did not know when this procedure
would be finished. I do not have any acquaintances in this hospital. We
came to this hospital because we thought my wife would be safer here.
(Hoa’s husband, 39 years old)

We then come to a dilemma faced by hospital staff, some of whom would
like to simplify the process to shorten waiting times. The regulations
require women to present their identity card and family record book,
but this procedure is often waived. Some counsellors want to eliminate
these steps to make access to safe abortion services easier for women.
One counsellor said:
Regularly, clients had to show identity cards or family records before
having an abortion. But, in fact, clients can have an abortion without
showing these documents. Showing identity cards or family records
is not necessary and is time-consuming for clients. Administrative
procedures should be simple. (Counsellor, 54 years old)

Conversely, other counsellors suggested family records should be
collected, because they could help track the number and sex of the
children of women seeking an abortion, which would help providers
determine whether they were dealing with sex-selective abortion.
Herein lies an important dilemma of the administrative process for
abortion in Việt Nam. Hospital staff believe that most patients seeking
a late-term abortion are doing so because the foetus is of the unwanted
sex. However, at no point in the round of medical tests, form-filling
and mandated counselling sessions are clients asked outright whether
they are seeking a sex-selective abortion. Women are required to record
their reasons for seeking an abortion, but most say it is because they
have enough children or because of economic constraints. To my
knowledge, ‘sex selection’ is never recorded as the reason.
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When women give their consent for the surgical abortion procedure,
they must also accept full responsibility in case of any complications.
Women and their families who asked counsellors why they had to
give this written undertaking were told it was one of the regulations
and if they did not consent, the abortion would not go ahead. Some
women and their husbands told me they thought that if there were
complications during an abortion, the medical professionals—and not
the patients—should bear the responsibility. The explanation I received
from abortion providers was more detailed:
Late-term abortion is dangerous for pregnant women. We have
explained the danger for them. If they want to abort, they have to
accept the danger. Complications are rare, but they have happened. We
require women to do that [provide written consent of their acceptance
of responsibility in case of complications] to avoid suffering a lawsuit.
(Abortion provider, 52 years old)

The belief among counsellors that they can prevent patients suing by
‘making them take responsibility for complications’ is a misreading of
their own professional ethics, founded on an incorrect assumption.
It is true that patients need to be informed, but this is not the same as
absolving the hospital of responsibility for complications if the hospital
or healthcare provider is at fault.
We can therefore detect a number of silences during the administrative
procedure in this hospital. Clients seeking sex-selective abortion must
silently endure the ordeal of the hospital’s administrative process to
receive service in the place considered to provide the safest abortions.
Money changes hands, a complex array of checks is undertaken and an
agreement is signed, but never is the nature of the transaction made
transparent. Instead, women have to take full responsibility for any
problems that may happen during a surgical procedure whose very
nature is itself not transparent.

Counsellors: The gatekeepers of sex-selective
abortion
As noted, counselling is a mandated part of the administrative
procedure for abortion service providers. Counselling is provided by
nursing staff, who take turns working in the counselling room. These
staff—all of them women—have the additional role of helping women
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complete the administrative steps and form-filling. They are on hand
at all stages of the process. As a consequence of their close interactions
with clients, most likely learn the real reason an abortion is being
sought. This knowledge can create a dilemma between their duty as
a public health official and their sympathy for the woman. In their
interactions, they elicit admissions that clients probably otherwise
would not share. They also exhibit a degree of arrogance and sometimes
make accusations against their clients that verge on unprofessionalism.
The ethics and effectiveness of these interventions are open to question.
However, these intermediaries—unpolished as their services may be—
are typically the only staff to make explicit the nature of the transaction
taking place in this hospital.
According to international professional standards, abortion counselling
should have three basic aims. The first is to aid the woman in making
a decision about an unwanted pregnancy. The second is to help her
implement the decision. The third is to assist her in controlling her future
fertility. These principles should result in a humane and understanding
relationship between counsellor and client (Asher 1972). The WHO’s
(2003b: 26) guidelines on abortion counselling advise:
counselling can be very important in helping the woman consider her
options and ensure that she can make a decision free from pressure.
Counselling should be voluntary, confidential and provided by
a trained person.

The Standing Committee of the Vietnamese National Assembly passed
the Population Ordinance in January 2003 prohibiting sex selection by
any means. It encourages any abortion clinic discovering a potential
sex-selective abortion to prevent it. Counselling is the unique stage in
the abortion process when abortion providers are able—by virtue of
the verbal communications counsellors have with women—to uncover
cases of sex-selective abortion. The questions raised are: Do counsellors
follow the WHO guidelines? Can they act as required? When a sexselective abortion case is discovered, how do they deal with it? The
following observation is of counselling in practice in a public hospital.
‘Come in’, the counsellor said coldly in response to a tap on the door.
The woman hesitated before entering and did not speak. She put her
medical book with the ultrasound result on the table and sat opposite
the counsellor. The counsellor glanced at the ultrasound result and said
rapidly: ‘Your foetus is 15 weeks already. It is nearly four months. Why
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do you want to have a late abortion? Did you see the legs, the arms and
the body of your baby?’ The woman spluttered: ‘I have three children.
I did not know I was pregnant—’ The counsellor interrupted: ‘You have
kept this pregnancy intentionally. You have three children, so you have
experience with pregnancy.’ ‘Yes, I knew I was pregnant, but my husband
said if it is a boy, we will keep it. We do not want to have another girl,’ the
woman admitted. The counsellor responded:
Late-term abortion is not simple. Boy and girl, tuhh, tuhh … Which era
are we living in? Before having an abortion, you need to pay for medicines
and the blood and urine tests. The fee for these tests and medicines
is more than VND1 million. With the abortion procedure there is always
a danger of haemorrhage or injury to the uterus. In case of excessive
bleeding, you will need a blood transfusion and you will have to pay for it.
If your uterus is punctured, which can cause severe blood loss, the uterus
will be removed. You have to take responsibility in these cases. If you want
to have an abortion, you need to fill in a consent form. Take the form over
there and fill it in.

The woman kept silent. She was embarrassed as she filled in the form
and gave her reason for the abortion as ‘have enough children’. (Author’s
observation in counselling room)

In practice, this counselling session has not met the ideal espoused in
the professional literature and the WHO guidelines. The counsellor was
haughty and dismissive and outlined the potential complications in an
abrupt manner. Her client was shamed and/or frightened into silence.
The counsellor’s blunt accusations apparently succeeded in extracting
from the woman the real reason for the abortion—it was indeed for sex
selection. However, the counsellor’s intervention ended at that point
and the woman provided a legally acceptable reason on the paperwork
and went ahead with the abortion.
Why is such counselling not done according to international protocols?
One reason is the weakness of available human resources. Although
this public hospital is considered one of the leading obstetrics
and gynaecology hospitals in Việt Nam, providing counselling in
accordance with the WHO guidelines is impractical because of the
lack of trained staff and the heavy workload. As noted, there is no
specialised abortion counsellor in this hospital and the nurses take
turns working in the counselling room. Some experienced nurses have
been trained in counselling by reproductive health projects funded by
the Pathfinder organisation and the UNFPA. These nurses are aware
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of the requirements for abortion counselling, but they are unable to
achieve the appropriate standards because of general work pressures.
This hospital’s Department of Family Planning is usually crowded,
with 50 to 70 abortion cases a day. An experienced nurse/counsellor
(52 years old) told me: ‘I know the abortion counselling standards, but
if I follow the appropriate standards for abortion counselling, I can
counsel only 10 patients a day.’ However, the remainder of the staff had
not been trained in counselling. A young nurse/counsellor (36 years
old) said: ‘I have never been trained in abortion counselling. I have
heard other nurses talking to patients and I imitate them.’ The WHO
guidelines on counselling are idealistic, but are they feasible? How can
they be applied when resources and health system support are lacking?
These questions are highly pertinent in Việt Nam.
There seems to be more at stake here than just the counsellors’ presumed
lack of education and their failure to internalise international abortion
counselling protocols. Institutionally, the public health system does not
have in place any mechanism for implementing the state’s ban on sexselective abortion. When faced with the market demand for abortion of
this kind, the administrative obstacle course in place in public hospitals
presents only a feeble barrier. Nurses and counsellors—the only staff
who communicate with clients and understand what is at stake—are
thus directly exposed to the conflict between the law and the nature
of the services provided. I surmise that, placed in this position, these
intermediaries tend to abandon a neutral professional position and step
more into the role of surveillance and deterrence.
Observing counsellors and talking with them, I sensed that many were
proud of their ability to know, even without being told, a woman’s
‘real’ reason for seeking an abortion. Most nurses/counsellors affirmed
that they could guess a sex-selective abortion case by a woman’s
characteristics, such as the timing of her pregnancy and the gender and
number of her existing children. A nurse/counsellor said:
I can guess if it is a case of sex-selective abortion. If a woman has two
or more daughters, or a woman has one daughter and her child is not
small, and she has a late-term abortion without any medical reasons,
she may well be having a sex-selective abortion. (Nurse/counsellor,
50 years old)
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Counsellors and nurses also seemed to believe their role was to deter
women from having a sex-selective abortion. The information they
exchanged with clients was provided not with the intention of offering
them neutral advice for contemplation, but rather to actively dissuade
them from going ahead with the abortion. In one counsellor’s opinion,
when a case of sex-selective abortion is identified, it is important to
mention three issues: the inaccuracy of sex determination, the potential
complications of abortion and the moral issues.
First, I tell them that the accuracy of ultrasound in sex determination
is not 100 per cent; sometimes, albeit in a small number of cases,
it is inaccurate. Second, they should be counselled on abortion
complications. Third, I mention moral issues. The babies are human
beings; abortion like that is immoral. (Nurse/counsellor, 50 years old)

For this counsellor, airing such issues in a counselling session might
help dissuade a woman from having a sex-selective abortion. She
reasoned that a woman might decide to keep the foetus when she heard
about the possibility of complications or was prompted to consider the
moral or religious issues related to abortion. The following exchange
between a nurse and a client is an example of this approach.
As the clinic was less crowded than usual one day, some of the
Department of Family Planning staff gathered in the counselling room to
chat. A woman, about 30 years old, arrived to ask about the administrative
procedure for an abortion. She said she was 14 weeks pregnant and
wanted an abortion. The senior nurse asked, ‘How many children do you
have?’ ‘I have a four-year-old daughter,’ the woman replied diffidently.
The nurse said: ‘Your child is not too small. It is time to have your second
child. You want to have an abortion because the foetus is female, don’t
you?’ The woman remained silent. The counsellor continued: ‘Where did
you have your ultrasound scans?’ ‘I have had several ultrasound scans in
different places. They all said it is a girl,’ the woman said confidently. ‘Are
you sure about the accuracy of the ultrasound scans?’ the nurse asked
doubtfully. She continued:
Do you know you can have complications such as haemorrhage or
perforation of the uterus if you have an abortion? You have only one child
and you may become infertile. Furthermore, the baby in your womb has
a face, body, arms and legs. Are you not afraid of her resentment? The
baby in your womb is normal, but you want to abort her and put her in the
fridge. Do you want to see the foetuses in the fridge? If you do, let us go
and see them in the next room.
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At this point, the woman panicked and hastily left, without saying
goodbye. (Author’s observation in a counselling room)

We can see from this example that the nurse’s attempt to dissuade the
client by overwhelming her with a variety of confronting arguments
was so effective that the young woman abandoned the scene in panic.
Although such an approach may deter some women from having a sexselective abortion, there is a need to discuss the ethical issues involved.
This counselling method may not prevent all women from having
a sex-selective abortion, because there are other places they can go.
Moreover, as John Asher (1972) mentions, the aims of counselling are
to help women explore their feelings about their situation and make
a decision without being judged by providers. Some women reported
that, while the thought of abortion was not traumatic at first, it became
so during the counselling process. The counselling did not relieve their
anxiety. Conversely, counsellors tended to pass judgement and try to
impose their own moral, ethical or religious beliefs.
Women said they were under a lot of stress and wanted to be able to
discuss their feelings with someone in private. My observations show
that little or no communication occurs between health staff and clients
before and during the surgical abortion procedure or afterwards in the
recovery room. This is a result not only of providers being too busy,
but also of the providers’ attitudes.
Providers should ask our situation and give us counselling. I have been
urged to hurry up when I was still indecisive. The clinics are crowded
with patients and staff have a heavy workload, but sometimes the staff
are very authoritarian. (Hà, 39 years old, 15 weeks pregnant)

While empathetic counselling is generally recommended, women in
this study have been judged by staff or not given the opportunity to
share their feelings and discuss their difficulties. As a consequence
of poor counselling, women face a multitude of anxieties and
psychological issues or end up seeking multiple sex-selective abortions.
Similar limitations in terms of counselling in abortion care in Việt Nam
were found in recent qualitative studies (Trần 2005; Gammeltoft and
Nguyễn 2007).
The evidence suggests women would be receptive to counselling
that helped them vent their feelings of ambivalence. Not all women
who came to the hospital looking for an abortion service decided to
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proceed. At the same time, the great number of abortions taking place
in an institution that lacks adequate counselling might, by default, sway
those who are ambivalent. As Cúc said:
At first, I thought it [abortion] was a sin. When I came to the hospital,
I saw so many women who had had an abortion. Some women were in
later pregnancy than me, so I was not as worried as before. [There were]
numerous [women having] abortions, not only me. (Cúc, 30 years old,
13 weeks pregnant)

Cúc’s comments suggest that counselling could make a difference at
this stage.
It needs to be noted that in the overwhelming number of cases
I observed, counselling staff did not prevent sex-selective abortion
from going ahead, despite the sometimes blunt efforts at dissuasion
employed. In several cases, once their stern lecture was delivered, they
ushered women through the remaining formalities with little fuss.
What accounts for the failure of these state agents to prevent acts in
contravention of the law? I suggest that, ultimately, these women’s
membership of the same sociocultural milieu as their clients, and
their own experiences of the kinds of dilemmas they face, led them to
understand intuitively and sympathise with women’s circumstances and
accede to their decision to have the abortion. Nursing staff were split
between their role as public health professionals and their membership
of the same sociocultural milieu as their clients. This perhaps accounts
equally well for the ‘noisy’ irritability and haughtiness staff displayed
towards clients and their ‘silent’ acquiescence to the abortions.
How should nursing staff approach sex-selective abortion seekers?
Should they—can they—change their clients’ preference for a son?
Many are conscious of the role of counselling in sex-selective abortion,
but are confused as they have not been adequately trained. Some nurses/
counsellors were mindful of the social consequences of sex-selective
abortion, but they did not know how to share this with their clients.
A nurse/counsellor shared her thoughts:
Maybe we can tell women that if they want to abort female foetuses
and try to have sons, their sons will not be able to get married. In
neighbouring countries like China, men cannot get married. In the
future, men will find it difficult to get married because of the shortage of
girls. At the same time, girls will choose rich men to be their husbands.
Men who are not rich and live in rural areas will find it difficult to get
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married. Perhaps people have not thought about these matters. I think
so, but I do not know how to talk with women effectively. (Nurse,
52 years old)

A number of studies report that partners play a positive role in decisionmaking and support throughout the abortion process (Beenhakker
et al. 2004; Becker et al. 2008). This is especially relevant in patriarchal
societies and for sex-selective abortion. In evaluating the role of
counselling for women’s family members, a nurse/counsellor said:
There are cases of women who have had several sex-selective abortions.
A number of women feel pressure to have a son from their husbands or
their husband’s family. So, the people who provide this pressure should
be present at the counselling.

She added:
Counselling for a woman’s husband is very important. If they are not
counselled directly, they will not know the danger of abortion. If we
counsel only women then they can pass on the information to their
husbands and their families, but I am sure they cannot convey everything
that they have been advised. (Nurse/counsellor, 52 years old)

Although counsellors understand the importance of counselling
a woman’s family members, it rarely happens. The reasons are not only
their overloaded work schedules, as mentioned above, or the lack of
training in abortion counselling, but also the fact that counselling as an
intervention lies halfway between providing deterrence and providing
sympathy. This has led to men and other relatives who accompany
women to abortion clinics being neglected. The shortcomings
associated with counselling mean men experience their own personal
crises while their partners undergo abortion. Furthermore, lack of
knowledge about abortion-related complications and contraception,
as well as son preference, can contribute to women repeatedly seeking
sex-selective abortion. Tuấn and Hùng are examples.

Tuấn’s case

Tuấn looked tired as he sat outside the operating room. Behind the closed
door, his wife was in pain undergoing an abortion. He told me he had been
unable to sleep and had a headache from the stress of struggling with his
conscience. He did not want his wife to have this abortion because he
felt sorry for his baby and he was worried for his wife’s health. However,
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if they had this baby, they would not have an opportunity to have a son.
He wondered about the accuracy of the ultrasound result. He said he
would be inconsolable if the foetus was male.
While we were talking, a nurse who was an acquaintance of his rushed
over to inform Tuấn that his wife’s abortion had been successful. He
sighed in relief and told me: ‘My worries have been lessened, but I feel
sorrowful. Anyway, the baby is our child, it is my blood. I feel heartbroken
and anxious.’

Hùng’s case

I saw Hùng sitting in the postabortion room while his wife was resting
after her procedure. He looked tired and his hair was ruffled. I sat next to
him and asked about his circumstances. He confided to me that he did
not want to see his wife in this situation and he felt pity for her. She also
had an abortion the previous year. He said:
My wife has had two abortions. She had an abortion last year in May,
when she was 17 weeks pregnant. Last time she had ovulation detection
in order to conceive a male foetus, but unfortunately it was not successful.

I asked if he wanted to pursue his dream of having a son. He was not
sure at that moment, but he wished there was a way to ensure he could
have a son. He said he would pay tens of millions of dong if he could have
a son without becoming implicated in sex-selective abortion.

In summary, it is not easy to follow the WHO guidelines on abortion
counselling in clinical settings such as those in Việt Nam today.
Because counsellors have not been trained for sex-selective abortion
cases, they improvise their own rough-and-ready approach. At times
the nurses can be intimidating and offensive. It should also be noted
that their improvisations do little to reduce the number of sex-selective
abortions. Significantly, their exchanges with clients were the only time
in the whole transaction when the pact of silence around sex-selective
abortion was threatened. The adequacy of such counselling is impacted
not only by poor clinical conditions (lack of and overworked staff and
untrained counsellors), but also by counsellors’ personal perceptions
and by weak regulatory frameworks for healthcare practitioners.
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The sex-selective abortion process
In Việt Nam, first-trimester abortion is provided at the central,
provincial, district and commune level in both public and private
sectors. Second-trimester abortion has been restricted to central- and
provincial-level public health facilities because lower-level facilities and
the private sector lack trained healthcare providers, adequate medical
equipment or the necessary emergency support (MOH 2003).
For second-trimester abortion, D&E1 has been recommended by the
WHO and approved by the Vietnamese health ministry since 2003.
In Việt Nam, D&E has been introduced at some central and provincial
hospitals and is carried out at 13–18 weeks of pregnancy. D&E requires
preparing the cervix with mifepristone and must be done by skilled and
experienced providers, with proper equipment.
As well as D&E, saline abortion is still often practised in many
provincial hospitals (Gallo and Nghia 2007).2 This method is used
only for pregnancies of 18–24 weeks gestation. It usually requires one
week of hospitalisation, which increases the cost and contributes to the
hospital’s work overload. It is associated with serious complications
such as haemorrhage, uterine rupture and sepsis. This method delays
women receiving services until after 18 weeks of pregnancy, even if they
first present early in the second trimester. Waiting for the pregnancy to
advance sufficiently can create a lot of emotional pressure.
The combination of mifepristone and misoprostol is now an established
medical method and is highly effective for termination of pregnancy,
including in the second trimester (Dalvie 2008), and has been included
in Việt Nam’s National Standards and Guidelines, which are currently
being updated. This method is also starting to be applied in some central
and provincial hospitals following regimens of misoprostol alone

1
Dilatation and evacuation (D&E) are used from about 12 weeks of pregnancy onwards. D&E
requires preparing the cervix with mifepristone, a prostaglandin such as misoprostol or laminaria
or a similar hydrophilic dilator; dilating the cervix; and evacuating the uterus using electric
vacuum aspiration with 14–16 mm diameter cannula and forceps. Depending on the stage of
pregnancy, achieving adequate dilatation can take anything from two hours to a full day. Many
providers find the use of ultrasonography helpful during D&E procedures, but it is not essential
(WHO 2003a).
2
Saline abortion during the second trimester is effected by replacing 200 mL of amniotic fluid
with 200 mL of 20 per cent saline solution, which stimulates uterine contractions, followed by
foetal delivery in 12–24 hours (Segen 2002).
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to terminate second-trimester pregnancies: 400 mcg of misoprostol
inserted vaginally every three hours for pregnancies of 16–19 weeks
and every six hours for pregnancies of 20–22 weeks. This method is safe
and effective, but the woman must be monitored closely throughout the
process (Hoàng et al. 2008).
In the past, if women wanted an abortion in the second trimester,
they had to wait until after 18 weeks gestation and undergo a saline
abortion, which is associated with serious complications. Recently, for
pregnancies of 17–22 weeks, medical abortion has been applied. The
new method has been approved for its safety and efficacy. Medical
abortion has brought more options for women seeking to terminate
a pregnancy, and is safer and more effective than D&E. According to the
National Standards and Guidelines, D&E can be carried out at 12–18
weeks of pregnancy. In the hospital where this study was conducted,
D&E was used from 12 to 16 completed weeks of pregnancy. A doctor
experienced in second-trimester abortion in this hospital explained that
‘the little one’s bones become hard after 16 weeks, and its size is too
big to conduct a surgical abortion. Abortion after 16 weeks pregnancy
conducted by surgical methods has a high complication rate’.
He compared surgical abortion after 16 weeks to ‘removing a table that
is larger than the door from a room’. However, D&E has been preferred
for early second-trimester abortion because it reduces the cost and
avoids adding to the work overload of public hospitals. The D&E
method has been used since 2000 in the hospital where I conducted
this study. This method is safer and shortens the hospitalisation time as
well as meeting the demands of women who want an abortion early in
the second trimester.
Generally, progress in making abortion safe has advantages for women’s
health care. However, these advantages have been exploited for other
reasons. Abortion providers are conscious of these matters.
Previously, later term abortion was not safe. It is safer now, and
complications have significantly reduced. People found that later term
abortion is safe, so they have more induced abortions during later
stages of pregnancy. (Doctor, 43 years old)

The improvement in the quality of abortion techniques gives women
more options. Although this improves women’s reproductive health, it
can also facilitate sex-selective abortion. Improvements in reproductive
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health do not cause sex-selective abortion, but such advances facilitate
sex-selective abortion when new technologies are used for nonmedical
purposes with insufficient management and supervision.
In the hospital where I conducted this research, a hysterectomy3
is also used as a method of abortion for women with a high risk of
complications, such as those who have had several caesareans, those in
second-trimester gestation and those who have had ‘enough children’.

Vân’s case

I met Vân when she was in a state of confusion. It took her three days
to complete the complicated administrative procedures at the public
hospital. We had several conversations during that time, in which she
told me about her pitiful condition.
Vân had all three of her daughters by caesarean section. Her husband’s
mental health was not good; sometimes he could work, sometimes not,
so she had the difficult responsibility of supporting him and their three
children. Despite this, she had always wanted a son. A fortune teller
told her she would have a boy if she became pregnant in the Year of
the Mouse (according to the lunar calendar). Believing the fortune teller,
Vân decided to become pregnant after the Tết holiday. She had several
ultrasound scans and learned that her foetus was female when she was
14 weeks pregnant. However, she wanted to be sure about the sex of
the foetus, so she waited until she was 16 weeks pregnant and had
another scan. She was 17 weeks pregnant when she decided to have
an abortion. Having had three caesareans, she was considered a highrisk case. Instead of a D&E, her uterus would be cut out with the foetus
inside (hysterectomy). Vân was still confused when we spoke before
she went into the operating room. When I asked Vân if she knew about
hysterectomy, she was in tears and said:

3
A hysterectomy is the surgical removal of the uterus. There are four types of hysterectomy.
Total hysterectomy is the removal of the entire uterus, including the fundus and the cervix.
Hysterectomy with bilateral salpingo-oophorectomy refers to the removal of both ovaries and the
fallopian tubes. In supracervical hysterectomy, the body of the uterus is removed, but the cervix
is left intact. Radical hysterectomy is the removal of the uterus, the cervix, the top portion of the
vagina and most of the tissue surrounding the cervix in the pelvic cavity. Pelvic lymph nodes also
may be removed during this surgery.
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The doctor said it is a total hysterectomy [cắt tử cung cả khối]. The doctor
asked me to sign my consent and I did, but I do not know what it
means. I am confused and know nothing. I wonder is it possible to have
a caesarean to take out my baby without cutting out my uterus; then I will
use contraceptive pills? I will become a man if I do not menstruate.

After this conversation, I took her concerns to the responsible doctors,
who explained that conducting a medical abortion in cases like this
was highly risky. The rate of uterine rupture in a subsequent delivery
is said to be 50 per cent. If the uterus is ruptured, it must be cut out,
the woman will need a blood transfusion and there is a high risk of
infection. If the woman is in a difficult economic condition and has
enough children—two or more—removing the uterus is the best way to
save her life and reduce the risk of needing a blood transfusion. A blood
transfusion is also very expensive and the patient must pay for it out
of her own pocket. A woman can have a caesarean to remove her baby
without removing her uterus, but it will be dangerous for her if she falls
pregnant again. In cases like this, hysterectomy is now rarely carried
out in Western countries. According to studies from the 1970s in the
United Kingdom, the rate of uterine rupture in subsequent deliveries
was 6 per cent (Clow and Cromptom 1973). These rates are higher in
countries where women do not have access to good delivery services.
Discussing the solutions to a case like Vân’s, some of the hospital’s
leading gynaecologists supposed it would be possible to conduct
a medical abortion under close supervision in a hospital with adequate
emergency facilities. Having a caesarean section to remove the
foetus without cutting out the uterus (hysterotomy) is also possible;
however, the woman would have to follow this up with sterilisation or
contraception because of the risk of rupture in any future pregnancy.
Let me put the discussion of abortion methods aside for the moment.
The most important issue here is, once again, counselling. While
informed consent counselling that supports women to make a free and
fully informed decision is recommended, Vân and other women in this
study did not receive adequate information before they decided to have
an abortion. They did not know enough about the abortion process.
They allowed the doctors to choose for them without knowing all the
details and associated risks. Women need to feel comfortable they can
make an informed decision about whether hysterectomy is right for
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them. They have a right to know the risks and potential benefits of the
medical options they are being offered and the right to choose among
the available options.

Abortion complications
Assessing the real number of abortion complications is difficult as
one must rely on complaints reported by patients and diagnoses by
physicians and consider the distinction between complications that are
a direct or an indirect result of the termination. Some complications
are apparent immediately, while others may not become apparent until
days, months and even as much as 10–15 years later. In the hospital
where I conducted this study, the direct complication rate was not
recorded; however, doctors estimated it was about 2 per cent. The most
common complication was excessive bleeding (haemorrhage), which
was more likely to affect women who had one or more caesarean
sections. For these women, doctors usually chose a safer solution, such
as in Vân’s case.
Data from the Reproductive Health Department in the MOH (2002)
showed that haemorrhage was the leading cause of maternal mortality
in the country (40 per cent). Unsafe abortion also made a significant
contribution to maternal mortality (11.5 per cent) (MOH 2002).
Complications are also associated with multiple abortions. One nurse
told me of a case she witnessed in 2008, of a woman who had an
abortion at 14 weeks. Fifteen minutes after the abortion, the patient
started bleeding excessively, and it proved very difficult to stop. After
regaining consciousness, the woman confessed she had undergone
three sex-selective abortions in two years.
Underreporting and misdiagnosis are widespread because of the shame
and grief associated with the loss of a pregnant or recently delivered
woman. Neither the family nor the health facilities like to admit to
maternal death. It is likely the rate of death due to unsafe abortion
in Việt Nam is also underreported because such procedures are not
registered at all or are classified as ‘haemorrhage’ or other causes. Even
though data on maternal mortality are unreliable and may understate
the reality, it cannot be denied that late-term abortion, including
sex-selective abortion, contributes to higher maternal mortality and
morbidity.
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Seasonal distribution of abortion
One day when the counselling room was quieter than usual, I took the
opportunity to have a conversation with the nurse who was working as
counsellor. I wanted to know why things were so quiet. She laughed and
explained to me: ‘It is the 1st day of the lunar month. Women rarely have
an abortion on the 1st or in the middle of the lunar month. These times
are for worship.’ ‘The number of clients is different at different times?’
I asked. She replied:
Counting by the working day, there are more patients on Monday and
Friday compared with Wednesday and Thursday. It is usually quiet on the
1st and the 15th of the lunar month. According to the season, it is more
crowded just before and after the Tết holiday.

A 2005 study by the National Hospital for Obstetrics and Gynaecology
produced similar data. Abortion rates across the year ranged from
7.5 per cent to 10.6 per cent, with the lowest rate in June and the highest
in January. The abortion rate also varied throughout the week. Friday
had the highest rate compared with the rest of the week (22 per cent
on Fridays versus 17.6 per cent on Thursdays). The data also showed
that 1.7 per cent of clients attended on the 1st day of the lunar month,
2.2 per cent on the 15th day of the month and 4.6 per cent on the 16th
day of the month (Nguyễn and Nguyễn 2009).
I have found the hospital deserted on common ritual ceremony days, as
in the following observation.
At 3 pm on 15 January, there were almost no clients in the family planning
department. The staff were in a hurry to prepare offerings for the first 15th
day ceremony of the year (Lễ cúng Rằm tháng Giêng), which is one of
the most important ritual ceremonies for Vietnamese people. It is said:
‘To make offerings the whole year is not equal to making offerings on the
15th of the first lunar month.’
Nguyệt, 16 weeks pregnant, was sitting in the counselling room. She
looked sad and tired. The doctor told Nguyệt her pregnancy could be
terminated by D&E, but if she delayed, she would have to undergo
a medical abortion. A medical abortion would require more time than a
D&E. Nguyệt’s husband was away on business and she had someone
taking care of her little daughter, so she wanted to have the abortion as
soon as possible. However, the nurse in the counselling room advised
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her to go home and wait until the Monday of the next week because of
the 15th-day celebrations. Doctors do not want to perform abortions,
especially late-term abortions, on this day.

To explain the differing numbers of clients on different days and the
decline during ceremonial days and months, one nurse told me:
Women want to have their abortion on a Friday because they have
two days off on the weekend. People do not want to do something
immoral on the days of sacrifice or during Tết because they are afraid
that sinfulness is more serious at such times, and unlucky things will
happen to them. (Nurse, 50 years old)

Abortion in private clinics: Illegal and unsafe,
but profitable and convenient
I met Hoa, who was 15 weeks pregnant, and her husband on a hot
summer day in the public hospital. The couple was wet with sweat and
confused about finding the abortion clinic. They had come from a province
about 70 kilometres from Hà Nội. Although they had left home early in
the morning, it was nearly lunchtime when they arrived at the hospital.
They had to wait a long time to complete the administrative procedures,
which cost VND320,000, by which time it was late afternoon. Hoa
had an appointment for an abortion the following day. The counsellor
advised her that it would in fact take three or four days for a late-term
abortion. The couple did not have relatives in Hà Nội and could not afford
accommodation near the hospital. Their small children were at home
without a carer, so the couple had to return home by motorbike. In the
end, they decided to have an abortion at a private clinic near their home
without any tests. Hoa said:
I was introduced to a private clinic. The price was VND2 million. The fee
for an abortion in public hospitals is VND1.2 million. The expenses for food
and travel for me and my husband are very high. Abortion in a hospital
is safer and cheaper than in a private clinic; however, the administrative
process in hospital is complicated and takes a long time, waiting in
crowded conditions. Abortion in a private clinic is conducted quickly and
secretly, so I decided to have an abortion in a private clinic near my home.
(Hoa, 14 weeks pregnant)
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Like Hoa, many women chose to have an abortion at a private clinic,
where they were at risk of unsafe practices. They were often poor
rural women who lacked access to the safer abortion services offered
by public hospitals or lacked awareness of the alternatives available to
them. Some found out about the private clinics through acquaintances:
I have never gone to hospital to have an abortion, but I was told that the
administrative procedure in the hospital is complicated. I would have
to go through many doors to complete the administrative procedures
and to have blood and uterine tests as well. It is crowded in hospital
and I would have to queue up for a long time … I decided to have an
abortion in a private clinic for quickness, although I have to pay more
money. My friend told me about a reliable clinic and I went there. I had
never had a late-term abortion, so I knew nothing. In the private clinic,
I had no test before the abortion. They said they would do an abortion
for me immediately for the price of VND2 million. (Tân, 16 weeks
pregnant)

Like Tân, many women chose the private and semiprivate sectors
because of the convenient operating hours and shorter waiting times,
but many also did so because of real or perceived obstacles to gaining
admission to a public hospital where the standard of treatment was
higher. While wealthy women in the city have more options for accessing
an abortion by a trained practitioner, poor women in rural areas have
fewer options. Differences in economic resources, geographic location
and levels of awareness make for inequality of access to safe abortion.
Recently, a ‘sex-selection package’ has appeared at some private clinics.
Some of the women in my core case group admitted they were offered
an abortion after having foetal sex determination by ultrasonography.
When the doctor said it is a girl, I was very sad. She told me that if
I wanted to have an abortion, she could help me. Her clinic also provides
abortion services. She consoled me when I worried about the safety.
She said she had regularly done abortions at 15–16 weeks pregnancy.
(Phương, 15 weeks pregnant)

Assessing the abortion situation in private clinics, a provincial health
manager said:
Illicit abortion in private clinics creates difficulties for evaluating the
abortion situation and making policies on this issue. The medical
facilities and the skill of abortion practitioners lead to complications.
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However, women who want to have abortions have limited knowledge
about them. They usually want to have an abortion at any gestation
stage in a short time. (Manager, 54 years old)

The WHO (2003b) estimates that almost 20 million unsafe abortions are
carried out globally every year. At the 1994 International Conference
on Population and Development (ICPD) in Cairo, the international
community recognised the pressing need to address unsafe abortion
and called on governments to act:
All governments and relevant intergovernmental and non-governmental
organizations are urged to strengthen their commitment to women’s
health, to deal with the health impact of unsafe abortion as a major
public health concern and to reduce the recourse to abortion through
expanded and improved family-planning services … In all cases,
women should have access to quality services for the management of
complications arising from abortion. (UNFPA 1994: para. 8.25)

In Việt Nam, since 1989, the private sector has been allowed to provide
abortions up to 49 days of pregnancy. Recently, semiprivate services
provided by public sector employees working after hours are becoming
more common in urban as well as rural areas. The judgement of the
WHO (1999: 53) on abortion services in Việt Nam’s private sector is as
follows:
The number of private sector abortion service providers, with or
without official sanction, is unknown but is believed to be growing
rapidly in Vietnam’s largest cities and towns, particularly in the south
of the country.
Regulation of the private sector varies by province, and in some cases
includes periodic inspection, short-term training courses and punitive
fines. In provinces where the private sector is prohibited from providing
abortions, services are provided covertly and are far more difficult to
regulate.

The MOH’s circular letter guiding Ordinance 07/2007/TT-BYT on
private clinics decrees that private obstetrics and gynaecology clinics
only conduct ‘menstrual regulation’ for women who are less than 49
days pregnant (less than seven weeks). Clinics that violate this ordinance
are to be fined VND3–8 million and their permits to practice revoked.
An official in the Hà Nội health department confirmed that ‘private
clinics are not allowed to practice abortion, only “menstrual regulation”.
Billboards advertising the provision of abortion violate the regulation
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on abortion’ (personal communication, 21 October 2009). Despite this,
private obstetrics and gynaecology clinics are booming around public
hospitals, especially well-known hospitals such as Bạch Mai Hospital,
Army Hospital, National Hospital for Obstetrics and Gynaecology
and Hà Nội Obstetrics and Gynaecology Hospital. Outside the gate
of the Hà Nội Obstetrics and Gynaecology Hospital, I counted more
than 20 private obstetrics and gynaecology clinics. Most of these had
billboards advertising abortion services. The situation was similar
around Bạch Mai Hospital, where there was an ‘abortion market’ in
a nearby street crowded with private clinics offering abortion. Potential
clients are invited to have an abortion regardless of the stage of their
pregnancy. Describing such a private clinic, a woman told me:
My friend introduced me to a private clinic to have an abortion. When
I went there, I was frightened by the facilities in this clinic. The clinic
was simple and untidy; it was in a small alley. It took 30–40 minutes
from the road to walk to the clinic. I did not see any equipment or
professional tools. If I had excessive bleeding, I would have died before
receiving emergency aid. (Cúc, 13 weeks pregnant, Vĩnh Phúc province)

Although private clinics are not supposed to provide second-trimester
abortions, these procedures are conducted with inadequate facilities
by unskilled providers. Women use private clinics because of their
convenient operating hours and shorter waiting times and the wider
range of services they offer, including those that are illicit.

Perceptions of sex-selective abortion
Women’s perceptions
As I outlined in Chapter 2, termination of pregnancy is seen as a sin
in Việt Nam, but there is a moral differentiation between early and
late-term abortions. Several of the women in my study who had a sexselective abortion told me that abortion early in the second trimester
was acceptable, but they would not have an abortion late in the second
trimester because the foetus was too big and had the completed shape
of a baby. Sex-selective abortion is very often the result of a planned
pregnancy, which makes it difficult for women to decide to have an
abortion. A woman who had an abortion when 14 weeks pregnant told
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me it was very common for women to have an abortion if a pregnancy
was unplanned, but to go ahead with an abortion when the pregnancy
was planned just because the foetus was female was a regrettable act.
The two things women were worried about before an abortion were the
moral issues and, in particular, the degree of pain. The most common
question I heard women ask was, ‘Is it painful?’ According to some
authors, the degree of pain experienced during abortion varies with
the age of the woman, the stage of pregnancy, the amount of cervical
dilatation and the individual’s level of fear (Smith et al. 1979). Helping
women relax before and during the abortion procedure can help reduce
pain, and adequate counselling can lessen a woman’s fear.
A cervical preparation procedure is performed usually three or four
hours before an abortion. Prostaglandins may be administered orally
or inserted into the woman’s vagina.4 From that point, women have to
stay in the waiting room, where the tension is palpable. This is the most
stressful time for them. I saw one woman crying before going to the
operating room, and she said, ‘Mummy doesn’t want to do this, but
I have no choice. Forgive me.’ Some women were still asking themselves,
‘Am I doing the right thing?’ Clearly, even at this late stage, many were
still ambivalent about abortion.
Women in this situation experience ‘not only physical pain and trauma,
but also moral anguish and emotional turmoil’ (Gammeltoft 2002: 313).
The emotional wrench is particularly poignant, because abortion is the
end of the life of the foetus, the end of a pregnancy that may have lasted
for months and a separation of the foetus from the mother. As we have
also seen in the sex-selective abortion decision-making process, the
perception that abortion is sinful weighs particularly heavily on mothers
as they wrestle with their choice. In my study, women had to cope with
the anxiety, fear and grief that accompany abortion and the moral
pain of shame and guilt without the psychological support of adequate
counselling. In these circumstances, ritual activity serves as one means
of coping. On the threshold of proceeding with their abortion, women
usually seek help and compassion from spiritual beings and powers.
The case of one couple, Hải and Huệ, offers an illustration.

4
Prostaglandins are locally acting messenger molecules. Prostaglandin-induced abortion
is a method for terminating pregnancy in the second trimester in which prostaglandins are
administered to induce uterine contractions, followed by cervical dilation.
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Hải looked very tired after nearly two weeks of following his wife to
a series of clinics to check the sex of her foetus and two days in hospital
to complete the administrative requirements for an abortion. It was nearly
lunchtime when his wife, Huệ, took a drug to prepare for her abortion.
It would be another four hours before she could have the procedure.
She felt pity for her husband, so she urged him to go home to rest as
their house was not far from the hospital. Before her husband left, Huệ
reminded him to burn incense and pray for her safe abortion. After he left,
she told me she had not slept well the previous night. She had woken
at four in the morning and burnt incense to ask the spirit of her foetus to
forgive her. She said to me:
There is so much fear that I became ill. I do not want to do this, but I am in
a difficult situation. It [her foetus] is too big, with a face and body.

I asked her how these ritual activities helped her. She said: ‘To worship
is to have sanctity; to abstain is to have goodness [Có thờ có thiêng; có
kiêng có lành].’
As she prepared for the termination, Huệ sought forgiveness from the
spirit of her foetus, for whom she felt attachment, pity and obligation. Her
personal anguish was compounded by the private, hidden nature of her
act and her perception that what she was about to do was immoral.
Her feelings of responsibility and foreboding were reinforced by the formal
undertaking imposed on her by the hospital to accept responsibility in
case of complications.

My research shows that in thinking about abortion, women confront
a dilemma when weighing up the moral and the personal issues
while also considering social norms. Having an abortion is a very
personal decision, but these findings suggest that, in this context,
women’s decisions also reflect the collective opinions of those around
them and/or the social conventions within which women have to
defend their decision.

Providers’ perceptions
Doctors in the public hospital I studied did not want to perform lateterm abortions because, like their patients, they were aware of the
morally problematic nature of such procedures. More importantly, they
felt a keen sense of professional responsibility because of the increased
risk of complications when pregnancies were terminated in the late
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stages of gestation. Complicating all this is the fact that the hospital
provides late-term abortion because it meets the demand from women
for such a service, it boosts the hospital’s profits and it meets the aims
of the country’s population policies. One doctor said:
Late-term abortion is dangerous, but it has been conducted because it
helps women deal with their undesired pregnancies, and the hospital can
have more profits by setting a high abortion fee. Abortion also contributes
to reducing the population growth rate. (Doctor, 55 years old)

A doctor specialising in abortion described the late-term abortion
process as follows: ‘To conduct a late-term abortion, the foetus is
dismembered, crushed, destroyed, and torn apart.’ She considered this
savage act to be murder. She said sex-selective abortion was different
from termination of unplanned pregnancies because sex-selective
abortion was intentional. She said doctors did not want to do this job,
but they had to. She has sought psychological balance by undertaking
ritual customs. She confided:
I always think about the moral issues when I conduct this job, but I try
to stay in balance between ‘materialism’ [duy vật] and ‘spiritualism’
[duy tâm] in order to avoid mental suffering. I do not want to do this
job forever. After I have had to perform a late-term abortion, I go to the
pagoda for prayers to balance my psyche. Most women have abortions
following unplanned pregnancies, and I think that is normal. What
happens if women have to give birth if their pregnancy is unplanned?
Who will help them deal with this matter? However, it is different
when they have the pregnancy intentionally and have an abortion only
because the little one is a girl. Killing a girl to have a boy is a savage
action. (Doctor, 47 years old)

Like this doctor, others also found it traumatic to conduct a late-term
abortion. They wished there was a method of killing the foetus before it
was removed through abortion. A doctor expressed her thoughts:
I feel less anxious when I conduct abortions for stillbirth cases. I wish
there were an abortion method that made the foetus die before the
abortion. It would help doctors feel less anxious and less stressful when
we have to do this job. It would make me think I am conducting an
abortion for a stillborn baby, not a live one. I do not want to kill live
babies. (Doctor, 43 years old)
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Obstetrics and gynaecology experts in Việt Nam suppose that killing
the foetus before abortion is possible; however, this method can be
dangerous for the mother’s health. In this situation, the mother’s health
must take priority.
Nurses also did not want to assist doctors in late-term abortion
procedures, and were afraid of the moral and spiritual issues involved.
A nurse told me:
I do not want to do this job, but I have to do so. I always feel a chill
when I have to perform a late-term abortion. I feel great pity for the
unfortunate babies. Their figures are formed, but they have been
eliminated. Sometimes, I cannot sleep thinking about the babies’
images. I burn incense and pray for the little souls on the 1st and the
15th of the lunar month to relieve anxiety or go to the pagoda to restore
peace of mind. (Nurse, 35 years old)

Abortion providers had a range of views about sex-selective abortion.
Some supported it. According to these people, women who had two
daughters should be allowed to have an abortion. A nurse/counsellor
said:
Many women are in a miserable situation because they have only
daughters. If we do not provide a safe abortion for them then they will
find other clinics to have an unsafe abortion. However, they should be
counselled on health problems related to abortion and they should not
have repeated abortions. If they want to have a boy, they should apply
preconception sex-selection methods such as detecting ovulation.
(Nurse, 38 years old)

A doctor expressed his opinion:
Nobody would admit that they are having a sex-selective abortion.
We have no reason to say they are having a sex-selective abortion either.
If we do not provide abortion services for them, they will find the
service in private clinics. Private clinics providing abortion services are
sprouting like mushrooms. The facilities and sterilisation conditions in
private clinics do not meet the standards. It is dangerous [for] patients.
(Doctor, 54 years old)

Others opposed sex-selective abortion because they thought it was
immoral and should be condemned. Some counsellors tried to persuade
women against it by explaining the potential complications and/or
highlighting the moral or religious sanctions against abortion. A nurse
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shared her experiences: ‘Some women insisted on having an abortion.
I have tried to dissuade them by asking if they would suffer torment or
would be condemned by their unborn children’ (Nurse, 52 years old).
All doctors and nurses mentioned the dilemma related to abortion
regulations. On the one hand, abortion is legal and women have the
right to acces it. Providers cannot refuse to provide abortion services.
On the other hand, sex-selective abortion is illegal. Most women do
not give the real reason for wanting an abortion—that is, because of
the foetal sex. The usual reasons given include having enough children
already, their last child is still too young or they have been using
antibiotics during pregnancy. When a reason other than sex selection
is given, providers cannot refuse to provide the service. ‘If we refuse to
provide an abortion for them, they can find other places with unsafe
abortions’ (Doctor, 56 years old).

Managers’ and policymakers’ perceptions
The ICPD in Cairo advocated for prochoice policies to promote
reproductive rights. Is there any contradiction between the prochoice
stance and ‘illegal’ sex-selective abortion? The question is whether the
right to choose is reduced when both strategies—legal abortion and
illegal sex-selective abortion—are implemented through legislation.
Therefore the core issue is how to distinguish between a ‘sex-selective
abortion’ and a ‘non–sex-selective abortion’ if the real reason for the
abortion—sex selection—is concealed.
Managers and policymakers therefore face a dilemma between
enforcing women’s rights to access abortion and forbidding sex-selective
abortion. As in China and India, the Vietnamese Government faces the
difficult issue of how to supervise sex-selective abortion in a context
in which abortion is legal. The manager of a public hospital shared his
opinions on the disjunction between population and abortion policies
and practices:
Abortion is a woman’s right. Women have a great many reasons for
abortion. They can provide any reason. Only women know the reason
for their abortion. If they do not tell the truth, nobody knows. We have
disseminated the regulations and policies to the health staff. If we catch
a case of sex-selective abortion, we will deal with it according to the
regulations. However, nobody says they want to have a sex-selective
abortion, and no doctors write on the medical record that their case is
a sex-selective abortion. (Public hospital manager, 52 years old)
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The manager of the family planning department also spoke of the
dilemma between the right to abortion and the prohibition on sexselective abortion. He said:
Having more children or not is a woman’s right. If they give reasons
such as having enough children, we cannot refuse. If we refuse, they
will sue us. We have no evidence to say that they are having a sexselective abortion. I suppose the prohibition on sex-selective abortion
would be unfeasible and impractical if we only based it on the law and
regulations. (Family planning department manager, 54 years old)

The ability of managers and policymakers to deter illegal sex-selective
abortion is constrained by their legal obligation to provide abortion for
other reasons. A manager said:
Population policy regulates that each couple should have the number of
children they want and have the right to abortion. If we refuse to provide
abortion services for them, they will sue the doctor for preventing
women from implementing family planning. (Public hospital manager,
57 years old)

Policymakers are aware of the disjunction between public policies and
practices.
We have had the Population Ordinance prohibiting foetal sex selection
by any methods (Item 2, Article 7). However, it is not enforced strictly.
Nobody has been punished so far. To supervise and identify a case
of sex-selective abortion is like finding a sewing needle in the ocean.
We cannot do it. Instead of prohibition, we should deal with this matter
by addressing the root causes, such as providing social security for
elderly people. (Policymaker, 58 years old)

The conflict health officials face between their responsibilities as
providers of safe abortion and as enforcers of population regulations
is a thorny governance challenge that is primarily of concern to
policymakers. However, equally profound conflicts trouble all those
who are involved with the practice of sex-selective abortion. Women
who undergo these abortions are torn between the pressure they are
under to have a son and the emotional stress and ethical doubts they
experience. Counsellors and other medical staff are divided between
their responsibilities as health professionals and the compassion they
feel for their patients. Doctors in the public health system know the
practice is illicit, but they feel constrained by the need to offer abortion
for the sake of the mother’s health. Almost every person I met found
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sex-selective abortion ethically troublesome. One can see that, although
all of these actors participated in the practice in one way or another, for
all of them, sex-selective abortion is a peculiarly troubling practice.

Conclusion
In short, the issues surrounding abortion highlight the tensions between
notions of equality and authority, freedom and necessity, individuality
and collectivity, ethical and legal rights, and the duties and obligations
of women, abortion providers, policymakers and others. However, one
of the most striking aspects of sex-selective abortion in Việt Nam is that
it is largely not spoken about. The silence itself is the result of multiple
factors; any single explanation will distort its complexity. The public
and private silences surrounding sex-selective abortion have personal,
sociocultural and political meanings; people remain silent in different
ways and for different reasons. According to Nie Jing-Bao (2005),
silence about abortion might signify self-protection, fear, helplessness,
self-censorship, anger, shame, anxiety, bitterness, acceptance,
embarrassment, indifference, resistance, disagreement, a desire for
secrecy, privacy or escape or simply having nothing to say. Looking
at the silence around sex-selective abortion from an anthropological
approach, I offer some conclusions.
Most of the women in my study who had a sex-selective abortion were
12–16 weeks pregnant. Owing to the time it takes to ascertain the sex
of a foetus, sex-selective abortion is usually conducted in the second
trimester of pregnancy. Therefore, although the reasons for these
abortions were almost never given, we can conclude that sex selection
was a factor contributing to late-term terminations. Second-trimester
abortions cost more, are more time-consuming and are a burden both
to women and to an already overloaded health system. Women suffer
mental health problems when they terminate a planned pregnancy late
in their term, when their foetus is considered ‘normal’ and when it is so
large that it has the appearance of a fully formed child. This sacrifice is
extremely painful and further deepens the silence.
Women who undergo a sex-selective abortion remain silent because
they are in a state of confusion, fear and anxiety about the medical, legal
and moral dangers of late-term abortion. Undertaking sex-selective
abortion almost always under other pretexts, they are unable to obtain
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adequate advice about their situation from health providers, vent their
complex emotions or discuss the alternatives. Women in this situation
are faced with the bitter moral issue of ‘killing’ their own child. Despite
its prevalence, abortion is condemned in contemporary Việt Nam
(Bélanger and Hong 1998, 1999; Gammeltoft 2002) and is negatively
defined in public life as an individual moral failure (Gammeltoft 2003).
Second-trimester abortion entails a traumatic experience for abortion
providers as well. Counsellors usually are aware of being involved in
a sex-selective abortion and often express their frustrations openly, yet
they are constrained in what they can do to help the woman or deter
her from having the abortion. Doctors also find late-term abortion
difficult, considering the human-like form of the foetus they have to
remove. From a cultural and psychological perspective, counsellors and
doctors share the values that bring women to hospital. They feel pity for
women who have only daughters and want to help them. Counsellors
and doctors—who can be considered gatekeepers in the sex-selective
abortion process—remain silent about their involvement because they
sympathise with the women. Sharing the same moral and religious
framework as their patients, many handle their complex emotional
and ethical reactions to the abortion process through ritual. From an
ethical perspective, public hospital providers also feel constrained by
their concern that women who are refused late-term abortion may
undertake unsafe procedures in private clinics.
The silence surrounding abortion can be interpreted as being not
only rooted in the sociocultural context, but also reflecting current
public policies. Women and healthcare providers confront disjunctive
regulations that are yet to be debated in public. Public sector abortion
providers remain silent about sex-selective abortion because of the
dilemma they face between their obligation to provide legal and
safe abortion and the ban on sex-selective abortion. The regulation
forbidding sex-selective abortion, of course, makes sex-selective
abortion seekers and providers fearful of revealing their activities.
Therefore, the silence in this context is simply to avoid trouble.
One of the difficulties in prohibiting sex-selective abortion is the
lack of public debate on policies and regulatory systems governing
professional health practices. In practice, the Population Ordinance
is clearly perceived as difficult to enforce because there are no other
forms of regulation of healthcare professionals’ work. We know that
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the SRB—an indicator of sex-selective abortion—has been rising
rapidly in recent years even though the government prohibited sexselective abortion in 2003. Policymakers know it is very difficult to
prohibit prenatal diagnosis of sex because ultrasonography is so widely
available. It is also extremely difficult to prove and prosecute any
violation of the relevant legislation. Health managers are aware that the
abortion services offered through the booming private sector in urban
and semi-urban areas create not only a high risk for women’s health,
but also the conditions for sex-selective abortion. However, social and
academic debates about the negative effects of these policies and to
propose effective alternatives are yet to occur. Free public discussion is
not a complete solution in itself, of course, but it constitutes an essential
social mechanism for understanding the nature of the problem and
devising effective solutions.
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After the abortion: Suffering,
silence and spiritual relief
I visited Thuận at her home in a suburb in Hà Nội three days after her
abortion. She had given me careful instructions for how to find her house
and begged me not to ask anybody for directions as she was fearful
that other villagers would learn she had undergone an abortion. Although
it was not easy to find her house, I did not dare to ask anyone on the
way. When I arrived, an elderly woman opened the gate and introduced
herself as Thuận’s mother-in-law. Thuận lives with her husband and his
parents. Her brother-in-law’s family lives in the neighbouring house.
Thuận was waiting for me in the guest room. Although she looked tired,
she moved with light steps. After exchanging some courtesies, Thuận’s
mother-in-law left us to pick up her grandchildren from school. Thuận
revealed that only her parents-in-law knew about her abortion and she
did not dare to discuss it with anybody else, including her sister-in-law
who lived next door.
Thuận told me she felt guilty about her abortion; she had burnt all
her ultrasound results and medical records. She wondered how the
deceased foetus was treated. She had wanted to bring it home to bury
it, but could not because burial land in the village cemetery was limited
and because she did not want news of her abortion to become public.
She said when she was in the hospital she was too embarrassed to
talk about the matter with the counsellor. I consoled her, telling her that,
according to information I had obtained from the hospital, the deceased
foetus would be preserved and then buried in a cemetery. Thuận was
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relieved to hear this. She felt she had sinned and wanted to assuage her
guilt through ritual; when her health had recovered, she intended to have
a ritual ceremony in the temple.
When I asked about her health, Thuận reported that she had pain, a foulsmelling vaginal discharge and was experiencing blackouts, dizziness
and nausea. I advised her to go back to the hospital if she continued
to have these symptoms. Thuận said she was using paper napkins
instead of sanitary pads because she was afraid her sister-in-law and
neighbours would realise that she had had an abortion. In spite of the
fact that she was very tired, she considered herself sufficiently healthy to
do housework.
Thuận worked in a footwear factory. She had taken two weeks sick leave
for the abortion. When the leave was over, she returned to work because
she did not want to raise suspicions and she felt too sad to stay at home
alone any longer. Unfortunately, she was still haemorrhaging when she
returned to the factory, so she was soon taken to the emergency ward
of the hospital.

Thuận’s story provides insights into the many ways in which sex-selective
abortion is a painful process for women. Added to the physical pain,
nausea and other complications Thuận experienced after the procedure
was the moral, social and spiritual suffering. Anxiety, shame, guilt and
fear compounded her physical symptoms. Stigma and embarrassment
crippled her interactions with family, neighbours, work colleagues
and medical specialists, preventing her from obtaining adequate care
and relief. Also weighing heavily on her mind were uncertainties
about the fate of the physical remains of her aborted foetus and worry
about its spiritual wellbeing. Representing an acute example of social
suffering (Kleinman and Kleinman 1997), Thuận’s story highlights
the multistranded nature of postabortion suffering and the vulnerable
position of women who undertake abortion of this kind.
When I visited women after their pregnancy terminations, one of the
most striking features was that they had tried to keep their abortion
a secret. This raises questions about women’s silence in relation to
abortion and what they really think about the procedure. Medical
anthropologists have shown that not only is abortion often shrouded in
silence, but also women’s voices are often absent in representations of
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abortion (Fletcher 1995; Gammeltoft 2002). In this chapter, I focus on
the factors that frame and contribute to women’s postabortion silence
and how that silence functions in women’s lives.
In this chapter, I propose that women’s silent suffering and abortionrelated fears are key barriers to their effective access to reproductive
health care. By focusing on the experiences of a core group of women
after sex-selective abortion, I aim for a deeper understanding of
women’s postabortion experiences. The key materials discussed are
narrative accounts of women’s experiences of sex-selective abortion
and their reflections on the impacts. Their accounts reveal the physical,
social, psychological and spiritual suffering women experience after
sex-selective abortion and the obstacles they face in receiving adequate
care and understanding. The chapter also addresses how these women
deal with physical as well as psychological and spiritual recovery.

Physical care after abortion: Coping with
complications
Common postabortion symptoms include bleeding, cramping and
pelvic pain. Some women have complications such as severe pain and
heavy bleeding, foul-smelling vaginal discharge and dizziness. Bleeding
after abortion usually lasts from five to seven days; in some cases, up
to four or five weeks. For example, Thuận’s bleeding lasted nearly five
weeks. In trying to hide her abortion, she avoided check-ups and made
a valiant attempt to continue working in the factory.
A Vietnamese proverb says that ‘một lần con sa bằng ba lần con
đẻ [one abortion equals three births]’, which captures a general
acknowledgement that abortion has serious impacts on women’s
health. Rather than admit to an abortion, some women in my study
told people they had experienced a miscarriage. According to
employment regulations, workers are entitled to 20 paid rest days if
they have an abortion certification from the hospital. No women in my
study, however, accepted this opportunity. In a similar vein, Jane Zapka
et al. (2001) found that women in New England preferred to remain
anonymous when using abortion services—a phenomenon referred to
as ‘the silent customer’. This leads to a decline in medical insurance
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claims. Because of the social stigma placed on abortion and women’s
consequent decision to remain silent, these women forgo the benefits
guaranteed by state health policy.
In my study, after the abortion procedure in the hospital, women were
transferred to an overcrowded postabortion room. Only those patients
with medical risk factors were monitored. Medical staff recommended
that patients purchase prescription medicine out of their own pocket
at a cost of about VND300,000 (US$15). This typically included:
• Zinnat (Cefuroxime, an antibiotic), 10 x 0.5 g tablets, two tablets
a day (morning and afternoon).
• Mutose (Streptokinase, a product used in Việt Nam to prevent
postoperative clotting), 20 x 10 mg tablets, four tablets a day.
• Edocom-B (Cefpodoxime, an antibiotic), 12 x 100 mg tablets, two
tablets a day.
These antibiotics and anticlotting medications are routinely prescribed
after abortion in Việt Nam. Some women in this research could not
afford the prescription medicine, so they used ‘traditional methods’—for
instance, drinking rau ngót to prevent infection and placental retention
(see the details in Trang’s case below).1 For peri-abortion prophylaxis,
the UK guidelines for the care of women requesting an abortion—which
are the guidelines used by abortion services in Australia—recommend:
metronidazole, 1 g rectally at the time of abortion, plus 100 mg doxycycline
orally twice daily for seven days, commencing on the day of abortion; or
metronidazole, 1 g rectally at the time of abortion, plus 1 g azithromycin
orally on the day of abortion (RCOG 2004: 10). According to abortion
providers in Australia, the preference is to give one dose each of the
two antibiotics at the time of the procedure and none afterwards; some
clinics substitute doxycycline for azithromycin because it is cheaper and
proven to work.2 Doxycycline and metronidazole are also available and
very cheap in Việt Nam. The current price of doxycycline is VND5,000
for 10 tablets and metronidazole is VND2,000 for 10 tablets. If these
antibiotics were provided at this prescription cost (less than US$1),
women could afford them.
1 Rau ngót (Sauropus androgynus) is a vegetable that is popular as a herbal medicine to promote
uterine contractions, and therefore to treat incomplete abortion.
2
Dr Christine Phillips, The Australian National University, Personal communication,
25 March 2011.
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Women were also advised to have a check-up 10–14 days after the
abortion or to return to hospital if they experienced any ‘abnormal’
symptoms such as haemorrhage or high fever. However, they were
not counselled on how to take care of themselves after their abortion.
Two‑thirds of the women in this study had at least one check-up after
their abortion; however, some did not want to return to the hospital
where their abortions was performed because they were trying to forget
the painful memories associated with the procedure. As Huyền said:
‘I did not want to go back to the hospital for a check-up. It brought back
bad memories. Instead, I went to a private clinic to have a check-up’
(36 years old, abortion at 14 weeks).
Most of the women in this study who lived in Hà Nội returned to
the hospital where they underwent the abortion to have follow-up
treatment and ultrasound scanning as a precaution against retention of
the products of conception. Most of the women who lived a long way
from Hà Nội went instead to local private clinics; however, the quality
of services and the information provided in these clinics need to be
discussed. The following is Trang’s story.
I accompanied Trang to a private clinic in a town for her postabortion
check-up. She bought a ticket for an ultrasound scan for VND50,000.
The nurse showed her to a room just large enough to accommodate
a single bed and a black-and-white ultrasound machine connected to
a computer that sat on a table. A man in a white coat was sitting in
front of the computer screen. He did not speak, but pointed to the bed
and indicated that Trang lie down. He then asked curtly: ‘What do you
want?’ She stammered: ‘I had an abortion one week ago. I would like
you to check if there is any placental retention [incomplete abortion].’
With apparent indifference, he glided the transducer over Trang’s belly.
He grimaced and told her: ‘Get up and drink as much water as you can,
and stay here until you need to pass water.’ Trang hastily exited the room
and drank three glasses of water, and then waited outside for more than
an hour.
When we returned to the ultrasound room, the man was playing
a computer game. He asked impatiently: ‘Have you wanted to pass
water?’ Trang answered in the affirmative: ‘I cannot hold it anymore.’ He
nodded and started to scan. He stopped the scan when a light space
showed on the screen. He said to Trang: ‘Done. You have placental
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retention. Drink rau ngót, as much as you can.’ He gave Trang the
ultrasound result, consisting of a muddy image with the words: ‘Monitor
placental retention.’
Trang held the result in her hand, clearly confused. She said to me:
I had this abortion at a leading hospital in Hà Nội in the belief that it would
be the right thing. Despite this, I still have placental retention. I thought
it was good, so I did not need to have a medical check. My family’s
economic condition is not good, as you know. I have spent too much
money on ultrasound and the abortion during this pregnancy. However,
yesterday, I got some blood clots after it had been ‘clean’ for several days.
I was worried, so I decided to have this ultrasound scan. Perhaps the
fact that I used a straw broom to sweep the floor caused the bleeding.
My mother said women should not touch straw brooms after giving birth
or having an abortion.

I asked Trang why she had not returned to the hospital where she had
the abortion. ‘It is too far and too crowded there. I came to this clinic
because it is convenient and private,’ she replied.

Like Trang, many women did not see the need for a medical check if
there were no ‘abnormal’ symptoms after the abortion. Some women—
mostly those from rural areas—had examinations in poor-quality
clinics because they were conveniently located and private. Trang was
diagnosed with ‘placental retention’/incomplete abortion, but she was
not referred to an official clinic with properly qualified staff and, as
noted, the advice she was given was to drink the traditional remedy of
rau ngót.
Appropriate treatment of complications is part of the essential
obstetric care encouraged by the UNFPA and first developed by the
non-governmental organisation International Projects Assistance
Services (IPAS). It includes emergency treatment for complications
of miscarriage or induced abortion; family planning counselling and
services; management of sexually transmitted infections; counselling
tailored to each woman’s emotional and physical needs; and community
and service provider partnerships (UNFPA 2004). However, the social
taboos surrounding abortion, even where postabortion care is legal,
limit women’s access to postabortion services. Stigma and shame can
be intense and can discourage women from seeking treatment.
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Abortion stigma and psychological effects
Abortion stigma
Erving Goffman (1963: 3) defines stigma as ‘an attribute that is deeply
discrediting’, maintaining that stigma leads to a negative change in
the identity of an individual to a ‘tainted, discounted one’. Researchers
and activists in the social sciences and public health have further
developed this concept, endeavouring to better understand how people
with certain conditions, traits, identities or behaviours are ‘marked’ or
perceived as being different. According to Peter Byrne (2000), stigma
leads to a diffuse range of adverse experiences, including shame,
blame, secrecy, isolation, familial and social exclusion, stereotyping
and discrimination. Accordingly, in their framing of abortion stigma,
Anuradha Kumar et al. (2009: 627) define it as ‘a negative attribute
ascribed to women who seek to terminate a pregnancy that marks
them, internally or externally, as inferior to [the] ideals of womanhood’.
Women who felt stigmatised were more likely to feel the need to keep
their abortion a secret from family and friends. Some research shows
that concealment of stigma can negatively impact on a person’s physical
and mental health (Major and Gramzow 1999; Pachankis 2007). Because
abortion stigma is poorly understood and generally not measured, there
is little research to indicate what negative consequences it may have on
women’s lives. The case of Hân shows such stigma is constructed and
reproduced by various means.
Hân was an expressive woman and her stories seemed never-ending.
In hospital, she told me a great deal about her family and her reproductive
history. Her husband owned a carpentry shop and she had a clothing
shop. Her family was one of the wealthiest households in her village
near Hà Nội. She had three beautiful daughters. She underwent a firsttrimester abortion 10 years ago when her youngest daughter was one
year old.
I contacted Hân by phone two days after her abortion. We had a frank
conservation in which she told me she was still tired, but she was healing
well. I expressed a wish to visit her at home and she happily agreed. She
provided me with careful instructions on how to find her house and I set
out to visit her the next day. I phoned her before I left to be sure she was
at home. However, when I arrived at her house, her daughter saw me at
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the gate and said her mother was not at home. When I asked where her
mother was, she looked very embarrassed, cast a furtive look towards
the house and stammered, ‘I don’t know’. I phoned Hân again, but now
her phone was turned off. I understood that Hân was at home, but did
not want to meet me. I asked the little girl to tell her mother that I had
visited and left. I was unable to contact Hân afterwards.

I could not ascertain the reason Hân did not want me to meet her at
home, even though we had previously conversed openly, although
I suspect it was because of the social stigma attached to abortion.
Gathering women’s experiences of abortion is often problematic
because this stigma works against women’s disclosure.
At the individual level, those being stigmatised often experience shame,
guilt and disgrace, leaving them feeling unable to access resources that
could change their situation. Socially, those who are stigmatised are
effectively excluded and marginalised, often leaving them without social
networks and resources. Fear of community rejection often pushes
women to keep their abortion secret. ‘We knew about her abortion,
but we did not talk about it. It is not a happy story,’ Trang’s motherin-law said. Abortion stigma penetrates Vietnamese women’s psyche.
Internalised abortion stigma—the most common manifestations of
which are shame and guilt (Lithur 2004)—therefore leads to negative
health outcomes for individual women.

Psychological effects
A number of studies have assessed the psychological effects of abortion
on women (Zabin et al. 1989; Teichman et al. 1993; Hunfeld et al. 1994;
Cozzarelli et al. 1998; Major and Gramzow 1999). Women’s self-reported
responses show they experienced both negative and positive reactions
to their abortion (Burnell and Norfleet 1987; Mueller and Major 1989).
Some had symptoms similar to the grief experienced after the unexpected
death of an infant and, for many, this grief began with the decision to
terminate the pregnancy. Some women experienced these problems
for only a short period, but many others had emotional difficulties long
after their abortion. In many cases, the women experienced nightmares,
depression and other kinds of trauma for years.
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There are many factors that can affect psychological recovery, and some
women are at greater risk of psychological disturbance than others.
Amy Harris (2004) argues that those at greater risk tend to include:
• Women aborting a planned pregnancy for medical or genetic
reasons.
• Women who encounter opposition to their abortion decision from
their partner or parents.
• Women who have strong philosophical or religious objections to
abortion.
• Women who are highly ambivalent or confused about their abortion
decision and/or have had great difficulty making the decision.
• Women who are coerced by others into having an abortion.
• Women undergoing late, second-trimester abortion.
Building on Harris (2004), my research shows that the psyches of women
who have had a sex-selective abortion are usually seriously affected.
Huyền’s case helps us understand more about women’s postabortion
experiences.
At 9 pm, two days after Huyền’s abortion, her anxious husband, Tân,
called me to say his wife’s emotional state had been unstable since her
procedure. She did not want to eat, she cried continuously and she was
always angry with him. He implored me to visit to talk with her. I appeared
on their doorstep the following morning. When I arrived, Tân opened the
door to welcome me, while Huyền stayed in her bedroom. She told Tân
to bring me to the room as she wanted to talk with me in private. Tân
served me a glass of water and then left us alone. Huyền looked very pale
and her eyes were swollen from lack of sleep and so much crying. When
she saw me, she began to sob violently: ‘I did not think I would be sad
like this. I did such an immoral thing that I would kill myself were it not
for my other children’. (Huyền, 36 years old, two days after her abortion)
I consoled her and advised her to see an experienced counsellor. Huyền
promised she would do her best to overcome this debilitating situation
and would call me back if her emotional state deteriorated.
After my visit, I called her husband every day to ask after her. Over the
course of the following week, Huyền improved and returned to her
teaching job. Work helped her recover, but the memories remained,
she said.
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Like Huyền, many women did not discuss with others their feelings and
experiences of abortion. Why did Huyền choose to share her feelings
with me, but would not meet a counsellor or talk with members of
her family?
For women who do not want to talk about their abortion, the lack of
communication augments accompanying feelings of depression and
grief and actions of avoidance and denial.
I didn’t tell anyone else, even my family or my friends, about my abortion
because I was scared that they would look down on me for it. It is
perceived to be such a bad thing. (Phi, two months after her abortion)

Similarly, JoAnn Trybulski’s (2005) study of the long-term postabortion
experiences of 17 women found that the women concealed their
abortion because of shame or fear of adverse reactions from family and
friends.
In most cases, nurses in Vietnamese abortion clinics did not address
the psychological and emotional consequences of abortion in their
counselling. They were primarily—even solely—concerned about the
physical complications post abortion and assumed no responsibility
for any psychological or emotional problems. Therefore, women were
advised to return to the hospital only if they experienced physical
complications. One conclusion of my study is that there is a definite
need for psychological postabortion care.
Many women had stories consistent with that of Huyền. Women
experienced a variety of postabortion problems, with different
emotional strands; however, some common outcomes associated
with sex-selective abortion in this research were guilt, shame, anxiety,
distress, trouble sleeping and nightmares, but also a sense of relief.

Guilt and shame
Guilt and shame are probably the most common symptoms of
postabortion syndrome, and can lead to anxiety, depression and other
psychological problems. Putting these reactions in sociological context,
Paul Hiebert (1985: 213) differentiates between guilt and shameoriented cultures as follows: ‘Guilt cultures emphasize punishment and
forgiveness as ways of restoring the moral order; shame cultures stress
self-denial and humility as ways of restoring the social order.’ Hiebert
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(1985: 212) further proposes that shame cannot be relieved, as guilt
can be, by confession and atonement: ‘Shame is removed and honour
restored only when a person does what the society expects of him or her
in the situation, including committing suicide if necessary.’ Based on
this typology and my interactions with women after their abortions, we
might say that Vietnamese society has characteristics of both guilt and
shame-oriented cultures.
In Việt Nam, abortion is commonly regarded as a sin, and late-term
abortion poses a major ethical problem. The conflict between social
morality and women’s actions leads them to feel guilt and shame.
One woman confided to me: ‘I committed a serious sin. I terminated
the life of my child-to-be. I felt ashamed when I taught my students
about moral issues’ (Huyền, 36 years old, teacher, two months after her
abortion). Some women thought abortion was wrong and the idea of
killing their baby severely impacted their psychological health. Thuận
admitted three days after her abortion:
I feel guilty about my abortion. I regret that I did that. I feel pity for my
child … it was my blood. It had a human form and was healthy. It seems
I killed my child. (34 years old, abortion at 14 weeks)

Guilt is a burden not only for women, but also for men. Marc Moskowitz
(2001: 29–30) has analysed men’s psychology around abortion:
Men are taught that they must be strong, and that showing excess
emotion is by its very nature a loss of face … [T]he integral connection
between morality and conformity is an essential component
discouraging open displays of emotion. This gives an insight into the
controlling forces that keep emotions hidden behind a mask of male
strength.

Men do not often reveal what they feel about abortion, but this does
not mean they don’t experience sadness. The reaction felt by men may
manifest itself in persecutory or depressive anxiety and psychosomatic
symptoms. Although most men in my study did not speak out, they
also felt guilty and sad about the abortion. One male subject confided:
Over the past few days, the atmosphere in my family has been terrible.
I am very sad, but I try to encourage my wife. It is said that a man is
like a pillar in a house. If I was not rigid, my family could not be stable.
However, I thought a lot about my child-to-be. The foetus was too big
to have an abortion. It looks like we killed our baby. I feel very guilty
when I think about that. (Huệ’s husband)
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Anxiety and distress
Several studies reveal the relationship between abortion and anxiety
(Bradshaw and Slade 2003; Hess 2004; Cougle et al. 2005). There are
also theoretical reasons to postulate a relationship between abortion
and social anxiety. Women who have an abortion might be at high risk
of social anxiety disorder, which Ronald Kessler et al. (1994) rate as the
most prevalent anxiety disorder (13.3 per cent of all women who have
given birth will experience this). Brenda Major and Richard Gramzow
(1999: 736), who examined the psychological implications of the
stigma of abortion, suggest the secrecy of abortion ‘inhibits disclosure
of emotion and generates cognitive processes of suppression and
intrusion that are detrimental to mental health’. Most of the women in
this study experienced such feelings. One woman told me: ‘I have been
fearful since the abortion. I am unable to express the exact feelings in
my mind. When people mentioned it [abortion], I was stunned and got
the creeps’ (Hồng, 27 years old, cadre, three months after her abortion).
Anxiety is defined as an unpleasant emotional state of apprehension.
After an abortion, women may feel tension and irritation, which can
affect close relationships. Women who were highly ambivalent or
confused about their abortion decision, and who had great difficulty
making the decision, felt tense in their relationship with their husband
and/or in-laws. Loan said:
I had this abortion mainly because of my parents-in-law. My parents said
if they [her parents-in-law] pressured me, I should not have the abortion.
I felt that they did not feel compassion towards me, that they only needed
a male heir. (33 years old, cadre, three days after her abortion)

After abortion, negative thoughts can plague women and cause a lack
of interest in sexual intercourse. For example, Liên told me how her
abortion had affected her relationship with her husband:
Since the abortion, I have had no interest in sex. I pulled away from
my husband. Whenever I had sex, I thought of my abortion. I feared
becoming pregnant and having another abortion. We went three
months without having sexual intercourse. (Liên, 30 years old, six
months after her abortion)
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Living with bad memories is part of many women’s abortion experience.
After an abortion, women are often confronted with reminders such
as ultrasound images and maternity clothes, although most women in
my study did not keep their ultrasound results and images after the
abortion. Thuận burnt these images to try to erase her memories.

Family conflict and disharmony
A number of studies demonstrate that the greater the difficulty in
deciding to terminate a pregnancy, the more likely it is there will be
negative psychological impacts. Women who have had an abortion with
a lack of support from their partners or parents, or who had conflicting
feelings about the procedure, may be at relatively higher risk of negative
consequences (Ashton 1980; Barnard 1990). Loan confided:
Actually, I did not want to have this abortion. But my parents-in-law
wanted me to have it, and then my parents advised me to follow my
in-laws’ will. If not, this child and I would have been in a miserable
situation.

The ambivalence in her abortion decision caused negative feelings. ‘I felt
pity for my child-to-be. I deeply regret what I have done,’ Loan said.
For women who live with their husband’s family, childbearing is
considered a major issue and decisions related to it must involve and
be approved by the husband’s parents. The elders’ opinion is considered
the most important. Some women experienced strained interactions if
they had an abortion without the knowledge of their parents-in-law.
Lụa called me at night, whimpering. She had undergone an abortion that
afternoon. When Lụa arrived home, her mother-in-law realised she was
not well, and Lụa confessed to the abortion. Her mother-in-law became
angry and threatened to send her packing. Lụa was forced to humbly
apologise and ask for her mother-in-law’s forgiveness.

Some elders put pressure on their daughters-in-law to undergo a sexselective abortion so they could try again for a male heir. However,
most—especially the woman’s parents—were worried about their
daughter’s health and considered abortion immoral.
Abortion without the approval of one’s parents often causes a clash
between generations. Parents-in-law feel they are not respected. Thuận’s
mother-in-law said to me:
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My daughter-in-law had an abortion without saying anything to
me. I only knew about it when she got back from the hospital. That
[abortion] is an important issue, but they did not discuss it with us.
I was angry with her.

Psychology research indicates that social support can help to reduce
postabortion symptoms (Cohen and Roth 1984). A woman is likely
to feel more positive if her abortion decision is supported by her
husband and family. Conversely, if the decision-making process does
not involve the family and/or her husband, she may experience higher
levels of depression. Huyền, who had an abortion on her husband’s
insistence, said:
I was thinking a lot and intended to keep this pregnancy. On that
morning, I did not want to go to the hospital, but my husband insisted
that I have this abortion. (Huyền, two days after her abortion)

Sleeplessness and nightmares
A nightmare is a subcategory of dream, distinguished by its frightening
and/or emotional content. Nightmares may reflect a real-life trauma or
distressing situation or express internal conflict or personal difficulty.
Nightmares are said to be symptomatic of fear and anxiety. Psychology
research shows that people who have regular nightmares often have
psychiatric problems or may be involved in an unstable relationship
(Major and Gramzow 1999).
Most of the women I studied reported having nightmares in the three
months following their abortion. The following are descriptions of the
nightmares women shared with me.

Hoa’s nightmare

I dreamed my baby’s spirit came to visit me. It wandered about me and
then disappeared. I cried like I never had before, sobbing and sobbing.
I feel pity for my baby. My mind is empty and I feel that I have nothing left
to live for.

Huệ’s nightmare

In my dream, I saw a nurse strapping my legs into the stirrups. Then
a doctor used some big forceps to pull out my baby, which was covered
with blood. There was a lot of pain. Then the nurse wrapped the baby and
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took it away. I cried out and my husband came to untie me. We searched
everywhere but could not find my baby. Then I heard crying coming from
a bin, and I saw my baby. But when I held it in my arms, it disappeared.

Huyền’s nightmare

I often saw a newborn baby in my nightmare. She was black and blue all
over. She was naked and ants swarmed over her. I took her to a river to
wash her, but I lost my grip and she sank and I could not find her.

Lụa’s nightmare

The house was burning and I heard my daughter crying. I ran around
looking for her. I could see and hear her, but she was being consumed
by the flames and I could not reach her.

I could empathise with these women because, during my field research,
I experienced trouble sleeping and had vivid nightmares. I often saw
the operating room and abortion procedures in my dreams. I most
vividly recall the nightmare I had after observing the first abortion
procedure. In this nightmare, I was helping a nurse to put a foetus in a
fridge. After a while, I opened the fridge and saw the bloodied foetus
stand up and cry.
Some health staff also confided in me about their fears when they first
began to work with abortion patients. On night duty at the hospital,
they saw foetuses or heard stamping noises in their dreams, but this
stopped when they woke up.
Sleep problems, including nightmares related to the abortion, often
involved the ‘return’ of the aborted child. Having trouble sleeping was
a common complication among the women who had sex-selective
abortion, and it was usually attended by nightmares. Sleeplessness and
nightmares were also very common among the providers.

Relief
Despite the difficulties, the majority of women do seem to cope with
negative emotions. Phillippa Goodwin and Jane Ogden (2007) suggest
that women who have abortions experience not only distress, but also
emotions such as relief and a sense of return to normality. Some of the
women in my study felt that abortion was the best way to go under the
circumstances: it alleviated the foetus’s suffering, as well as their own
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(đỡ khổ nó, đỡ khổ mình). Thus, a sex-selective abortion is painful, but,
on another level, it resolves the problems associated with going ahead
with the pregnancy.
Women were conscious that abortion was ‘the best thing’ rather than
‘the right thing’. As one woman said: ‘I feel pity for my child who was
not born, but I think abortion was the best thing in my situation’
(Lụa, 28 years old, two months after her abortion). This way of thinking
helps control negative feelings.
Some studies have emphasised women’s experience of relief as a positive
outcome over and above the negatives (Adler et al. 1990; Armsworth
1991). Feeling relief is a mode of recovery. Some women felt relieved
after having a safe abortion when that decision had been difficult to
make. ‘It was hard to decide to have an abortion. At the beginning, I felt
guilty, but then I thought that it was good for me and the child,’ said
Na (49 years old, one week after her abortion).
In addition, many women gained coping skills that contributed to their
postabortion adjustment and gave them the capacity to deal with similar
crises. Most of the women in this study increased their knowledge of
reproductive health after their late-term abortion. Thirty-five-year-old
Hậu, five days after her abortion, said:
Late-term abortion [phá thai to] is not easy. At the beginning, I thought
it was not so dangerous. When I heard the nurse’s counselling, I was
scared because she said it could cause haemorrhage or perforation of the
uterus. I was so nervous. It is so dangerous to have late-term abortion
in private clinics where they do not have emergency equipment. It is
too late to go to hospital when a haemorrhage has happened. From this
abortion experience, I know in future I have to choose a good abortion
service. Women who choose unsafe abortions disregard their lives.

The abortion crisis can also help women rethink their situation, with
some reporting enhanced feelings of appreciation for their daughter(s)
and their lives.
I visited Phi three days after her abortion. Phi’s daughter welcomed me
politely and guided me upstairs to where her mother was lying down.
The girl brought me a glass of water and then left us alone. I praised her
for being well-behaved. Phi was proud of her daughter and said she had
taken care of all the housework since her abortion, in spite of the fact she
was only 14 years old.
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The care shown to me by my daughter makes me feel guilty about my
treatment of my female foetus. In this situation, I am now more aware of
the value of a girl. A boy cannot take care of his mother like a girl can. (Phi,
38 years old, three days after her abortion)

Foetal disposal
The treatment of the deceased foetus was a major concern for women
and, as outlined above, it could be critical to a woman’s psychological
state after an abortion. While the malformed foetuses were usually
‘taken care of ’ and buried by the patient’s family, some female foetuses
from sex-selective abortion were left in the hospital. These families did
not dare become involved in the burial because they wanted to keep
their abortion secret; however, all worried about how the foetus was
treated and experienced guilt.
One summer afternoon, Trang and I were on the way back to her home
from the town where she had received a postabortion ultrasound scan.
When we passed her village’s cemetery, Trang burst into tears and said:
I feel sorry for my aborted baby. My parents-in-law advised that we
[she and her husband] leave it in the hospital. I do not know how it was
treated. I regret that I could not bury it. (Trang, 27 years old, 10 days
after her abortion)

Curious about Trang’s story, I looked into why her parents-in-law
had advised her to leave the aborted foetus at the hospital. I knew the
abortion of a foetus with human form was considered a bad death.
Foetuses are seldom given funerals as fully formed people; rather, the
remains are buried in fallow land or hills around the village. Importantly,
it is believed the parents should not be involved in the foetal burial.
Parents were told that if they had a funeral or burial for their foetus, it
would make it harder for them to overcome the loss, the foetus would
follow them and would not be reincarnated or would be reincarnated
back into their family of origin. Although parents wanted the foetus to
be reincarnated, they did not want its soul to be reincarnated into their
own family, as it could harm the mother’s fertility.
I returned to the hospital where Trang had her abortion and met the
staff at its mortuary. They told me foetal remains from second-trimester
abortions (after 12 weeks pregnancy) were placed in a fridge. The staff
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collected the remains every day and stored them in the mortuary.
A local funeral company then took them to a cemetery for cremation.
The mortuary staff burnt incense and prayed for these foetuses before
sending the remains to the cemetery.
Like Thuận and Trang, most of the women I studied were very
anxious because they did not know how their foetus was treated after
the abortion. They were too embarrassed to raise the issue with the
counsellors, who, for their part, did not mention it either. Despite their
regrets, these women did not want to bring their foetus home and bury
it themselves because they were afraid its soul would return and/or they
did not want their neighbours to find out about the abortion. Some of
the women went to a pagoda to pray for the salvation of their foetus.
As we have seen, women who undergo sex-selective abortion suffer
psychological problems, which can be healed through ritual practices.
Therefore, in the following sections, I analyse such rituals and their role
in psychological healing.

Foetal rituals and the healing process
In this section, I look at women’s ritual practices after a sex-selective
abortion. This study confirms the judgement of Tine Gammeltoft (2010)
that, through ritual, women seek to (re)establish an identity as a good
and caring mother by displaying maternal affection for the child they
have lost. However, we should be aware of the more complex cultural,
moral and emotional factors involved. It is crucial to locate gender issues
within this framework. By examining these issues in the Vietnamese
context, we can learn how women and men cope with abortion and the
influence of rituals on the psychological healing process.

Vietnamese spirit beliefs and the status of the foetus
after abortion
Although in theory there are three main religions in Việt Nam, it is
difficult to distinguish between the separate religious communities.
The majority of the population is not interested in sectarian distinctions.
For example, a Buddhist family may visit a Taoist temple and perform
rites belonging to the Confucian cult of the ancestors.
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Buddhism encompasses a variety of traditions, beliefs and practices.
The following perception of Buddhism is extracted from my conversation
with a medium who owned a temple in Hà Nội. Buddhists believe that
life is samsara (the cycle of birth, life, death and rebirth). When people
die, their soul continues to exist and will be reincarnated in another
body. Within all forms of Buddhism, there are six ‘worlds’, known as
the world of gods or heavenly beings, the world of humans, the world
of asuras (the realm of the demigods), the world of animals, the world
of hungry ghosts and hell. The code of morality is contained in the ‘five
precepts’: avoid killing or harming living beings, avoid stealing, avoid
sexual misconduct, avoid lying and avoid alcohol and other intoxicating
drugs. Abortion is therefore considered a transgression of the first
precept. However, Buddhism tolerates abortion in difficult cases.
Buddhism’s doctrine of karma and reincarnation has greatly influenced
Vietnamese views of abortion and concepts of life and death. Karmic
relations are supposed to inspire human beings to act benevolently
towards each other to reincarnate into a better life (siêu thoát). A requiem
ritual (lễ cầu siêu) can help the soul find the right way to reincarnate
into a better realm. This concept has been particularly influential in
defining the significance of unborn foetuses within Vietnamese culture.
According to Vietnamese cosmology, the spirits of the dead will
travel to ‘the other world’ (thế giới khác) and can influence the lives of
those still living. Ancestral spirits (tổ tiên) are considered to be family
members who continue to need care and who protect their descendants
(Gustafsson 2009). Ancestor veneration is one of the most unifying
aspects of Vietnamese culture; it is a vital duty, indicating filial piety.
However, according to Confucian beliefs, parents should not worship
their children. A foetus is neither an ancestor nor a descendant; its
spirit does not belong to the ancestors, but has to wander in the spirit
world, both homeless and hungry.
The concept of the hungry ghost also appears in Vietnamese ancestor
worship and popular religion. Hungry ghosts are the ghosts of people
who have not found everything they need to survive in the afterlife.
If a ghost does not have enough food, water, shelter and so on, it will
return to this world to feed on the living. The ghost will scare people
and then feed on these fears. Performing a ritual can help get rid of these
hungry ghosts. Vietnamese people believe the ghosts of their ancestors
return to their homes at certain times of the year. The festivals of Xá Tội
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Vong Nhân and Vu Lan (which fall on 15 January and 15 July, according
to the lunar calendar) are held to honour hungry ghosts, with food and
drink put out to satisfy their needs.
Therefore, the requiem ritual (lễ cầu siêu) for the soul after death is
very important. Such a ritual should be performed within 49 days of
the death, after which the soul will be ready to go to a specific realm
(cảnh giới). The purpose of a requiem ritual is to aid the soul’s welfare
and facilitate a timely reincarnation. If the ritual is not performed
within this timeframe, the soul can become a hungry ghost.
When Buddhism arrived in Việt Nam, it combined with Confucian
beliefs in ancestor worship and concepts such as that of the hungry
ghost. It is commonly believed that spirits can return to the world of the
living, and if these spirits have not been given sufficient offerings, they
will harm their living relatives.
Vietnamese conceive a ‘bad death’ as dying young, childless, in a violent
manner or in a manner that leaves the body incomplete (Malarney 2003;
Kwon 2008). Bad death is also defined as chết oan—an unnatural death
that results in the deceased becoming an evil spirit. Foetuses whose lives
are ended through abortion are considered cases of chết oan. Someone
who has died a bad death should not be brought home. Instead, their
body should be taken directly to a cemetery. However, in some cases,
those who have had a bad death are not even permitted a burial in the
communal cemetery without the approval of the communal board.
Gammeltoft (2010) posits that, if the Vietnamese ritual terrain is
conceptualised as a ‘positive space’ for ancestors and a ‘negative space’
for ghosts, women and their relatives have invented a third position for
the foetus. In other words, a foetal spirit is defined as neither a family
member nor a ghost.
Foetuses and infants are thought to have souls, but their souls are distinct
from those of adults. Foetal and infant souls are easily wounded. It is
popularly believed that a foetal soul occupies the existing physical form
of the foetus. In other words, the body of the foetus is formed and then
the spirit comes to the body. If the parents do not perform the proper
religious rites for the foetus’s spirit, it will come back and haunt the
mother. Trouble is usually caused by hungry spirits.
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Foetal rituals
As an example of how women respond to the pain of losing their
aborted child, and the meanings of ritual in psychological healing,
I recount Hồng’s tale, which she related to me when I met her three
months after her abortion.
After my abortion, I felt anxious and depressed. I was very nervous,
stunned and got the creeps when anybody mentioned the abortion.
I dreamt of [the foetus] every night. Sometimes, I saw a little white
shadow wandering around my bed. I hardly slept and awoke startled.
I thought I should do something to overcome these feelings, so I went
to meet a fortune teller whom my family often consulted when we
needed to do important things such as building a house or getting
married. She seemed to know everything about my abortion. When
I arrived at her house, she asked me, ‘Have you had an abortion?’,
although I had not mentioned anything about it. She told me she saw
a baby spirit following me and advised me to complete a ritual to seek
moral forgiveness. I had to have a ceremony to pray for the salvation
of its soul. So, I invited a sorcerer [thầy cúng] and had a big celebration
to pray for it [the foetus]. I wanted to have another child, a boy, so I
did not want this baby spirit haunting me. I am not superstitious, but
to worship is to have sanctity; to abstain is to have goodness [có thờ có
thiêng; có kiêng có lành]. I felt some relief after performing this ritual.
I think I have sufficient knowledge to be dubious about superstitions,
but there are some things that we cannot explain. After my abortion,
I experienced many unfortunate things. My arm was broken in an
accident. I could not do anything successfully. These emotional states
have taken such a toll on my life.

Hồng’s feelings and her ritual practices conform to a Vietnamese
theory of personhood in which the soul remains present after death, as
do the soul’s relations with the living. In making offerings, the woman
both acknowledges and maintains relatedness with her foetus. Her
motivation for performing the ritual is fear not only of bad karma, but
also of the capacity of the foetus to cause harm. Overall, the ritual and
offerings are motivated by compassion—both for the foetus and for
herself.
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Foetal ritual and moral relief
Buddhism prohibits the killing of any living creature. For fundamentalist
Buddhists, abortion is killing. As described above, women feel helpless
and remorseful after abortion, and foetal rituals can help them relieve
a general sense of guilt.
Huyền, whom we met in the previous section, was in a serious condition
after her abortion. She had improved substantially by the time I met her
again. I asked her whether she had seen a counsellor. She replied:
In hospital, the doctor and nurse did not have time to talk about
psychological issues. They also did not care about my situation. I had
heard about the temple where I could appease my foetus’s spirit. It
relieved my sense of guilt after the appeasement. (Huyền, 36 years old,
two daughters, abortion at 14 weeks)

While reproductive clinics are not concerned with psychological
healing, the foetal ritual plays an important role in this healing process.
It provides comfort to women who have had an abortion and allows
them to express their grief for the aborted child.
The women in my study experienced considerable spiritual pain,
owing to the intensity of their feelings for their aborted foetus and
the conflicting experiences in their role as a mother. They condemned
themselves and expressed fear of foetal wrath. One solution was to
create suitable conditions for the reincarnation of their foetus. When
the women believed the spirit of their foetus had been sent on to its next
life, their sense of sinfulness was very much alleviated and their fear of
foetal wrath was assuaged. Thu expressed her sentiments as follows:
I had an abortion before; I was very sad after that. But my feeling after
this abortion is worse than after the previous one. I felt uneasy and
thought of it always. The foetus was too big and it was totally normal.
I felt sorry for it. I had a ritual for it in the hope that it can be reborn
and have a better life. (Thu, 23 years old, two daughters, abortion at
14 weeks)

The doctors and nurses who conducted the abortions reported similar
feelings of emotional unease. As noted in the previous chapter, health
staff involved directly in abortion often reported their work was
psychologically and morally burdensome. They often attended pagodas
to do penance for their work. In the hospital department where a great
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number of abortions were performed, on the 1st and 15th day of every
month, according to the lunar calendar, the health staff would burn
incense and make offerings to the god of the soil and the foetal spirits.
It was also particularly important that offerings were not missed on the
middle days of the 1st (Nguyên Tiêu) and 7th months (Trung Nguyên/
Vu Lan) of the lunar calendar.3 One nurse observed:
I went to the pagoda to celebrate requiems on every Vu Lan festival in
order to save the foetal spirits in this department and to relieve my fear.
I have been fearful ever since I’ve worked here. (Nurse, 52 years old)

Foetal ritual and reincarnation
In this section, I explore beliefs about foetal spirits and the significance
of the haunting foetus in the context of religious and traditional
concerns about self-restraint, family structure and morality. Belief in
foetal spirits provides us with a focal point for the examination of both
religious and gender theory.
By performing rituals after an abortion, women hoped their foetus
would be given another life with a higher status, which brought them
psychological relief. To a lesser extent, their husbands shared these
concerns, so both parents frequently united to give a special blessing
to the spirit of their foetus in the hope it would proceed expeditiously
to the next life. When a foetal spirit acknowledges its parents’ painful
sorrow, it will desist from making trouble for them. An elderly woman
told me about the risk of being ‘followed’ (bám theo) by the foetus’s
spirit if there was no ritual to aid its reincarnation:
Last year, my sister conjured up the spirits of the dead. The sorcerer said
I had two aborted foetuses, but I had not had rituals for them. So they
followed me closely. If I want them to achieve salvation, I need to have
an incarnation-freeing ritual [đàn lễ giải nghiệp]. (Thu’s mother-in-law)

According to one medium, if parents do not perform a ritual after
an abortion, the foetus’s soul cannot be reincarnated and will return
to haunt the mother or other family members. A woman who
had a stillbirth told me that, one month after the death, she had an
incarnation-freeing ritual performed for her foetus. One night, 30 days

3

The meanings of these ceremonies are explained in Chapter 5.
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after this ritual, she had a dream in which she saw a woman holding
a baby. She was then confident that her child had been reincarnated by
virtue of the ritual.

Foetal haunting
It is believed that a woman who aborts a foetus is more vulnerable to
being haunted than other members of her family. The foetus might bring
its parents problems and misfortune, so they must practise a ritual to
appease it. The ritual also expedites the foetus’s reincarnation or helps it
gain higher status in the spirit world. A spirit that has not received the
proper rites can become a hungry ghost and is likely to seek vengeance
through evil acts, such as by causing infertility, disease, injury or death
for its mother or family. The existence of these kinds of spirits is not
unique to Việt Nam—for example, they are similarly represented in
Taiwanese traditions in which there are ‘foetus ghosts’ (yingling) and
‘foetus-demons’ (xiaogui) (Moskowitz 2001).
After an abortion, any illness or other familial misfortune is typically
interpreted as having been induced by the foetus’s ghost. However, the
abortion and not the ghost itself is considered the primary cause of
such misfortune, which is a punishment inflicted by the spirit of the
aborted child if the appropriate atonement rituals are not performed.
Two months after her abortion, Phi confirmed this idea:
People said that abortion led to bad luck. In my case, this was definitely
true. My parents and parents-in-law, as well as all the children in my
family, were ill after my abortion. (Phi, 38 years old, abortion at 15 weeks)

Foetal ritual and gender issues
In Vietnamese culture, there are a great many goddesses who are
worshipped by women who have been marginalised or excluded from
their family because of the patrilineal ideology, bà cô. They have married
out or been pushed out of the household and forgotten or are considered
lost to the family. They are excluded from participating in the ancestor
cult4 and occupy an anomalous position because of this exclusion from
ritual life. Villagers set up shrines outside villages or on the margins of
4
The ancestor cult is based on the belief that some essence of one’s ancestors persists and is
capable of influencing the physical world.
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pagodas to venerate the women whom the ancestor cult has excluded.
The spirits of female foetuses are similarly excluded from the ancestor
cult. Pagodas are where foetal spirits may be admitted and reside, but
admission is granted only after the proper rites are performed. It is
worth noting that the processes and aims of these ceremonies differ for
male and female foetal spirits. For example, one medium pointed out:
Male foetus spirits can have a position in the spirit pantheon [cấp
sắc]. Female foetus spirits have been admitted through Buddha’s door
[quy cửa Phật] only. The foetal rituals for female foetus spirits involve
requiem ceremonies [lễ cầu siêu].

Offerings during a ritual ceremony for a male foetus include clothes,
shoes, horse(s) and swords; for females, clothes, sandals and jewellery
(all of offerings are made from paper). The ritual to gain position as
a spirit is more complicated than the requiem ceremony and usually
requires the participation of at least three exorcists (Plate 7).

Plate 7. Performing the ritual to gain a position in the spirit pantheon for
a dead foetus
Source: Photographed by the author, Hương pagoda, 2009.
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Men rarely attend foetal rituals—in contrast to popular religious
practices such as ancestor worship and sacrifices to the village deity.
When I asked why husbands did not attend, the most common answer
was ‘it is a woman’s job’ (việc đàn bà). Interestingly, male abortion
providers also rarely attend these rituals. A doctor who provided
abortion services told me he felt anxious whenever he had to conduct
an abortion, so he had his wife undertake conciliatory rituals for him
at the pagoda.

The rise of foetal rituals: Commodification
of moral relief
The aim of foetal rituals is not only to appease the foetus, but also to
express the parents’ desire that their aborted child will have a good life
in the spirit world. Foetal rituals indicate the concern of responsible
parents and their willingness to make a sacrifice for their child’s welfare.
Many women in my study wanted to appease the spirit of their foetus
by making special offerings, but only mediums or fortune tellers could
give them the information they needed to satisfy the spirits and become
well. As an indication of the importance of ritual in the healing process,
these women paid a high price for ritual services. Thanh told me why
she paid a substantial sum for her foetus’s ritual.
Thanh, who was in her late 40s, had an abortion 18 years ago. Because
she doesn’t regard herself as ‘superstitious’, she did not have any foetal
rituals after the abortion. She is now the principal of a secondary school.
Recently, she suffered a serious headache and experienced some trouble
with her job; it was recommended she consult a fortune teller. The fortune
teller said the spirit of Thanh’s aborted foetus would always follow her,
and it should be appointed as a servant for a saint. However, the foetal
spirit could not take this position without the appropriate ritual ceremony
being performed, so it was causing harm to its mother. The fortune
teller advised Thanh to undertake a requiem ceremony for her foetus as
soon as possible. The aims of the ceremony were to appease the foetal
spirit and to help it achieve a position with the saint. As a government
employee, Thanh did not want to be seen as superstitious. She therefore
decided to have a secret ceremony in a private temple, for which she
paid VND20 million (about US$1,200 at that time).
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Thanh represents a unique case in this study as she spent a large amount
of money on a foetal ritual. However, in three other cases—those of Huệ,
Cúc and Thương—women spent VND3–5 million for postabortion
foetal rituals. Most women in this study gave VND300,000–500,000
each time they visited a temple or pagoda for foetal rituals.
The commodification of foetal rituals has proliferated in both Japan
and Taiwan (Underwood 1999; Moskowitz 2001). Critics have focused
on the financial exploitation associated with this ritual practice.
In some cases, religious practitioners extract large amounts of money
from gullible people. In Việt Nam, the foetal requiem (lễ cầu siêu cho
thai) can be regarded as a folk ritual, which has boomed in recent
times. Fortune tellers, spirit mediums and exorcists have promoted
the appeasement of foetal spirits. Some pagodas have organised large
ceremonies for thousands of foetuses. For instance, during the Vu
Lan festival on the 15th day of the 7th lunar month in 2010, a great
ceremony was organised in Vĩnh Nghiêm pagoda, Hồ Chí Minh City,
for about 8,000 foetuses. According to one news report, the purpose
of this ceremony was to set parents’ minds at rest and to encourage
people to behave well or appropriately (Thu Mai 2010). On 1 October
in the same year, another ritual was organised, in Từ Quang pagoda, for
5,000 foetal spirits, which saw the participation of some 3,000 people.
These postabortion ritual practices are rooted in Vietnamese folk
tradition and have been reinvented to meet current demand and offer
a resolution to the moral dilemmas women face.
William LaFleur (1992) suggested the revival of the Mizuko kuyō (foetal
ritual) reflected the increasing anxiety about abortion and infanticide
in Japan at that time. Foetal rituals in Việt Nam were once practised
privately and women’s worries about the spiritual fate of their foetus
were not of public concern. However, recently, religious practitioners
have raised the profile of these rituals, which has elicited a positive
response from many women. Once-private foetal rituals have become
‘communal abortion rituals’. This phenomenon helps open public
debate about the social, ethical and psychological issues related to
abortion. Here I make a few suggestions.
First, abortion is a widely used method of birth control in Việt Nam.
This does not mean there is no emotional or ethical concern about
abortion, and it is also a mistake to suppose that Vietnamese women
have an abortion because it is an easy choice. The pressures on women
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to choose an abortion include the unintended pregnancy of unmarried
women, the pressure to produce a male heir and the policy limiting the
number of children per family. As demonstrated in this and preceding
chapters, the decisions made in deference to these social pressures have
profound ethical, psychological and spiritual consequences.
Second, foetal rituals may help individuals air and address feelings of
ethical unease associated with abortion that are frequently kept private.
More and more pagodas are willing to perform foetal rituals to meet
the increasing demand. A communal abortion ritual enables people to
resolve some of the moral conflicts that assail them. Marc Moskowitz
(2001: 39) claims that there are a number of consequences of public
rituals for foetal ghosts:
[W]orshippers are surrounded by others who have shared the same
experience and thus can derive comfort from a sense of solidarity with
the other participants at the ceremony. As people go to the temple they
are surrounded by hundreds of others who are also there because of
their abortions, which potentially reduces their feeling of being more
sinful than others.

The monk Đại Đức Thích Giác Thiện, in a requiem ceremony for foetal
spirits held on 1 October 2010, said:
The preaching and the requiem help parents notice that they have done
immoral things. The ritual helps people overcome their depression and
find peacefulness. Foetal rituals not only bring moral relief for people
who have lost their potential child, but also encourage them to have
a good lifestyle and serve as a warning about the extended abortion
situation recently. (Như Phú 2009)

Third, ritual is part of a healing process in a context in which—because
of the stigma, shame and lack of capacity in the modern healthcare
system—women do not necessarily receive psychological support
from their family and institutions. Ritual is a way for women who have
made secret, painful and stressful choices to worship together and to
overcome shame and stigma. They can find affirmation and recognition
of their private problems among people in a similar situation. This
ultimately helps them overcome their feelings of social, cultural and
moral marginalisation. Summarising the ritualisation of late-term
abortion in Việt Nam, Gammeltoft (2010: 73) states:
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By ritually ‘remembering’ the foetus, abortion-seeking women sought
to maintain an identity as responsible mothers; ritual acts of incense
burning and prayer were, in this context, moral gestures through which
the women sought to (re)establish an identity as a good and caring
mother by displaying maternal affection for the child they had lost.

Reproductive life planning
After experiencing the psychological crisis of abortion, the women in
my study began to think about their future reproductive life. Many
worried about their fertility after their abortion. As we have seen in
Chapter 3, women who undergo late-term abortion in public hospitals
are usually warned about the impact on their fertility as one possible
complication. They might also believe there will be a negative impact
on their fertility as a result of being haunted by the aborted foetus.
Some women wanted to become pregnant again as soon as possible; the
main aim of their sex-selective abortion was to create an opportunity
to conceive a son.
Of the 35 women whom I met in hospital and who identified themselves
as having undergone a sex-selective abortion, I followed up 26 cases.
The remainder declined to take part in the follow-up study, mainly
because they did not want to discuss their sad stories or because they
felt the visit of an ‘unfamiliar’ guest could raise suspicions. The dropout
rate due to these reasons shows the difficulties of pursuing research on
abortion experiences.
Of the 26 cases I followed up, one year after their abortion, four women
had become pregnant with a male foetus, three women had become
pregnant with a female foetus and had had another abortion, eight
hoped to become pregnant again, five did not want another pregnancy
because of their negative abortion experience and six had no idea about
their future reproductive lives.
The stories of three women that are presented below reveal some of the
patterns of women’s reproductive lives after their sex-selective abortion.
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Lụa’s case5

When I made my return visit, Lụa looked good compared with my visit
immediately after her abortion. She informed me that she was now four
months pregnant with a male foetus. She was also happy to let me know
that the troubles in her family had settled since she became pregnant.
‘Luckily, it is a male foetus, otherwise I do not know what would have
happened with my family,’ she said. Her husband arrived home, having
collected their daughter from school. He asked whether Lụa had been
drinking milk. Lụa was very moved by his caring disposition. She
whispered to me that his behaviour had changed so much since learning
the unborn child was a boy.

Huệ’s case

Huệ had been depressed after her abortion, so she arranged for a
ritual in a pagoda. She still longed for a son. One afternoon about a
year after her abortion, I visited Huệ while her husband was at work and
her children were at school. We had a long conversation in which she
told me about her health, her life and her reproductive plans since the
abortion. She said she felt weaker and experienced headaches more
frequently since the abortion. She was looking for Chinese medicine to
strengthen both her and her husband’s health. The couple had been
trying to conceive a boy by using traditional medicine and praying. One
day, a friend notified her that a sorcerer could help people conceive a son
by performing a religious ceremony. Huệ went to meet this sorcerer, who
told Huệ her husband had a debt from his previous life and they would
not have a son if he did not pay this debt by holding a ceremony (trả nợ
tào quan). Huệ was very worried about this and decided to have the
ceremony, at a cost of VND4 million. The sorcerer then advised her that
if she conceived in November of the lunar year, she would have a son.
In addition, she prayed in many pagodas and bought several kinds of
‘having a son’ medicine from famous traditional healers. ‘I have done my
best to have a son. If I can attain my wish, it will be great. If not, I do not
regret it because I have done as much as I can,’ she said.

Ngọc’s case

Six months after Ngọc’s abortion, her husband wanted her to get pregnant
again. This time, the couple prepared carefully for the conception. Ngọc
used Chinese medicine and had an ultrasound to detect her ovulation.
5
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The couple waited until the foetus was 12 weeks old before having an
ultrasound scan to check its sex. They were very disappointed when they
were informed it was female, so they decided to have another abortion.
Ngọc went to the hospital at which she had the previous abortion, but
the doctor there would not perform another one because it had not been
long since her previous, late-term abortion and Ngọc had also previously
had a caesarean section. Ngọc was puzzled by this and decided to have
an abortion in a private clinic. There was no serious problem with this
abortion, but she felt her mucus was not normal and smelt strange.

Whether, as in Lụa’s case, women achieved their dream of having
a son, resumed chasing their dream of a son, as in Huệ’s case, or were
disappointed and had another abortion, as in Ngọc’s case—all these
women faced serious challenges. One result of this study therefore is
to highlight the concerning fact that women who have sex-selective
abortions represent a group at high-risk of having multiple abortions.
Repeated abortions create higher risks of harm to both physical and
psychological health. A study of women seeking repeat abortions
found a threefold increase in psychiatric consultations compared with
maternity patients who carried their children to term (Törnbom and
Moller 1999).

Conclusion
This study describes the range of emotions women experience during
their journey through abortion, and the social, economic, religious
and cultural factors affecting their postabortion care. All of these
factors influence women’s physical recovery and psychological healing.
My research shows that women who had a sex-selective abortion
experienced sadness, grief, guilt and shame. However, these women’s
mental and physical health during and after abortion did not receive
sufficient attention. They received little support from their family,
their community or the healthcare system. As a result, for many, ritual
was the preferred method for attaining some degree of psychological
healing.
The frequency with which women resorted to rituals suggests they felt
they had few options at their disposal to manage the difficulties they
encountered. Through ritual, women can fulfil what they believe to be
their motherly obligations to their aborted child. Ritual can help heal
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women’s psychological pain and also help them bare the physical strain
of an abortion. Foetal ritual not only has religious meanings, but also
tells us about morality, family structures and the relationship between
women and men in contemporary Vietnamese society. Similarly,
Meredith Underwood (1999: 761) claims:
women use the ritual and symbolic resources available to them in
order to overcome the predicaments of their sex. It allows them to
negotiate with the patriarchal powers that be and therefore to survive
the transgression of their accepted roles as wife and mother.

Sex-selective abortion is a painful and complex experience for women.
It is not possible to give one simple, universal explanation of women’s
feelings about abortion. The silence that surrounds women’s experiences
of abortion makes them vulnerable to social, psychological and
spiritual suffering. Women who had illegal sex-selective abortion felt
stigmatised by having to go outside the law to secure their reproductive
goals. Women are also vulnerable to being stigmatised because of the
perception that abortion is morally wrong. The women’s silence about
their abortion experiences demonstrates how they are often put in
situations they do not control. Patricia Wasielewski (1992) asserts that
the power to ideologically define the abortion context is one of the
most important factors influencing women’s reaction to their abortion.
The silencing of women in sex-selective abortion prevents women
from achieving full physical recovery and psychological healing. The
institutional channels through which they might air their feelings are
lacking, and public forums do not provide a safe environment in which
women can express their complex emotions and thoughts without fear
of distortion. In addition to their fear of social censure, the generally
poor quality of medical care—and postabortion care in particular—
exacerbates the risk of complications for women after abortion.
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Social responses to
sex-selective abortion
Demographic data indicate the proportion of male to female births
in Việt Nam has increased over the past two decades, especially
since 2003. The Intercensal Population and Housing Survey in 2014
conducted by the UNFPA provides an estimate of the national SRB
as 112.2 male births per 100 female births. Although the government
and social organisations have taken a number of measures to try to
deal with this matter,1 the upward trend in the national SRB has not
yet been effectively restrained. The rapid increase in the SRB raises
questions about the effectiveness of strategies aimed at combating
prenatal sex-selection practices. What are the sociopolitical responses
to this phenomenon? Why have they had such a limited effect? This
chapter reviews current debates about sex-selective abortion, focusing
on the social and political responses to the practice and aiming to open
discussions about potential avenues for confronting the challenges
posed by sex selection in Việt Nam.

1
The Vietnamese Government has attempted to address sex-ratio imbalances, including
through laws that prohibit the determination and disclosure of the sex of the foetus and any
advertising relating to prenatal sex determination. The laws provide punishment such as fines for
anyone contravening them.
157

Global Debates, Local Dilemmas

Attitudes towards sex-selective abortion:
Global debates, local dilemmas
In 1990, Indian economist Amartya Sen published an article titled
‘More than 100 million women are missing’. It rang an alarm bell for
the world about increasing SRBs. The issue of sex selection was first
raised at the ICPD in 1994. Section 4.15 of the ICPD’s program of
action discusses sex selection as a problem arising from son preference
and discrimination against girls from the early stages of their lives—
compounded by new technologies that can determine foetal sex and
facilitate abortion of female foetuses:
Since in all societies discrimination on the basis of sex often starts at
the earliest stages of life, greater equality for the girl child is a necessary
first step in ensuring that women realise their full potential and
become equal partners in development. In a number of countries, the
practice of pre-natal sex selection, higher rates of mortality among very
young girls, and lower rates of school enrolment for girls as compared
with boys, suggest that ‘son preference’ is curtailing the access of girl
children to food, education and health care. This is often compounded
by the increasing use of technologies to determine foetal sex, resulting
in abortion of female foetuses. (UNFPA 1994: s. 4.15)

The next year, the Beijing Platform for Action listed practices considered
‘violence against women’, including prenatal sex selection and female
infanticide. It declared that these were:
Violations of the rights of women in situations of armed conflict,
including systematic rape, sexual slavery and forced pregnancy; forced
sterilisation, forced abortion, coerced or forced use of contraceptives;
pre-natal sex selection and female infanticide. (UN 1995: paras 115, 116).

These two documents created the foundation for several countries either
prohibiting or recommending against the use of various technologies
for sex identification and sex-selective abortion. For instance, Article 14
of the Council of Europe’s 1997 Convention on Human Rights and
Biomedicine states that ‘techniques may not be used to choose a future
child’s sex, except where serious hereditary sex-related disease is to
be avoided’.
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However, the value of restricting prenatal sex selection has been
debated vigorously in reproductive forums. Sex-selective abortion
intensifies existing debates and brings out new ethical and sociopolitical
challenges. If debates about abortion in general are concerned mainly
with women’s rights versus foetal rights, the challenges with respect
to sex-selective abortion include the morality of abortion, the clash
of values, the persistence of gender discrimination against women,
the meaning of procreation, the boundaries of individual liberty and
choice, individual and collective responsibility in the technological
age, the importance of the ‘common good’ and the power and limits
of the state to prevent harm and promote social wellbeing (Jing-Bao
2010). The essential question is whether prenatal sex selection should
be restricted. The notion of reproductive liberty is the most common
argument made against proscribing sex selection. Two articles in the
journal Human Reproduction capture the spirit of the debate: Claude
Sureau’s ‘Gender selection: A crime against humanity or the exercise
of a fundamental right?’ (1999) and Giuseppe Benagiano and Paola
Bianchi, ‘Sex pre-selection: An aid to couples or a threat to humanity?’
(1999). The ‘liberal’ argument for sex selection supposes that the
rights of parents are paramount (Dahl 2003). In the meantime, there is
widespread opposition to sex selection.
Opponents argue that enacting legislation banning the practice of sex
selection will create tensions between the discourses about abortion
rights and those about gender equality. Daniel Goodkind (1999b: 52)
writes:
Restricting the practice would seem to interfere with reproductive
freedoms and maternal empowerment, the twin goals adopted at the
recent Cairo conference. The restrictions may also increase human
suffering if sex discrimination is then shifted into the postnatal period.

Goodkind (1999b) raises five ethical issues related to legislative
restrictions on sex selection. First, what is the effectiveness of
government legislation in reducing sex-selective abortion where
a culture of son preference remains untested? Second, the liberal
interpretation of reproductive rights is that parents may choose the
sex of their children—preferably, one boy and one girl in low-fertility
societies. Third, even if a ban on sex-selective abortion was effective,
human suffering may be increased if parents substitute postnatal
for prenatal discrimination. Fourth, the restriction of sex-selective
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abortion might undermine individuals’ rights to reproductive freedom
and could lead to a decline in the availability of abortion services.
Fifth, there is no solid evidence that a shortage of females will have
a detrimental effect on women’s wellbeing.
Drawing on the ethical and sociopolitical debates surrounding the
proscription of sex-selective abortion, Nie Jing-Bao (2010) discusses
practical problems inherent in state-centred and coercion-oriented
approaches to preventing sex-selective abortion: the neglect of
reproductive liberty and reproductive rights; overlooking the hidden
dangers of state power; inconsistency with existing abortion policies;
ineffectiveness in practice; underestimating the costs and resistance
involved; simplifying and misrepresenting the key problems to be
solved; a lack of sufficient public discussion; and ignoring indigenous
moral and political wisdom.
Opponents of sex-selective abortion argue that the issue of reproductive
liberty is of little importance because the problem of a severely
imbalanced sex ratio poses a great threat to society. Jing-Bao (2010)
argues that although reproductive liberty matters, it must be sacrificed
for the common social good, according to the ‘two concepts of liberty’
(Berlin 1969). Meanwhile, some observers discuss the consequences
of sex-selective abortion. Analysing the short-term and long-term
implications of sex-selective abortion, Danièle Bélanger (2002)
indicates that, by terminating a pregnancy because the foetus is female,
many women can gain legitimacy, earn recognition and acquire status
in their family and community. Sex-selective abortion can therefore
help women avoid having more children than they want and allow
them to limit the size of their family. Therefore, sex-selective abortion
is empowering for women who face pressure to produce a male heir.
However, Bélanger (2002: 194) also supposes:
viewing sex-selective abortion as strictly empowering is unquestionably
short-sighted … Sex-selective abortion, while empowering women
in the short term, will most likely continue to further threaten their
position in the long term.

The long-term consequences of sex-selective abortion include an
imbalance in the sex structure of populations, with a shortage of women
leading to their detriment through increased violence (or even war
due to a shortage of brides) and a decline in women’s political power
because of fewer women voters (Bélanger 2002).
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The Vietnamese Government has been warned that the imbalance in its
SRB could lead to a number of social problems in coming years. Former
deputy prime minister Nguyễn Thiện Nhân told state media in 2010
that the government was concerned about the increase in the SRB and
its consequences. However, despite such statements, effective policies
to address this trend have yet to be developed. More fundamentally
lacking in the policy response is a clear understanding of the factors
behind this trend and of the links between it and the phenomenon
of sex-selective abortion. In particular, a better understanding of the
relationship between sex-selective abortion and state policies is critical
for the formulation of an effective policy response.
How the state and social organisations have responded to the vexed
phenomenon of sex-selective abortion is one of the issues with which
this chapter is concerned. However, first I consider another question—
the extent to which this reproductive practice is itself a response to
state policy settings. To situate sex selection within Việt Nam’s political
context, I review the country’s policies on population and abortion.
I contend that recent policy changes in these two areas have impacted
on sex selection in several unforeseen ways.

Social responses to population
and abortion policy
Population policy
The first of these state policies relates to population control. The
Vietnamese Government launched the one-or-two–child policy in
the 1960s. After Đổi Mới in 1986, the government began urgently
promoting a norm of one or two children for each couple. In the 1990s,
the one-or-two–child policy strongly focused on limiting family size
through the provision of family planning services, including abortion
(Johansson et al. 1998). The government’s population programs were
effective in reducing the total fertility rate, from 3.1 in 1994 to 2.3 in
1999 (UNFPA 2007).
The impact of the change in policy on population outcomes, including
on the SRB, has been discussed by stakeholders, policymakers and
social scientists. Annika Johansson et al. (1998) indicated the need for
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sons was still strongly felt in North Vietnamese culture. In addition, the
one-or-two–child policy introduced new and potentially contradictory
pressures on women. On the one hand, women who did not have
a son were worried about not producing a male heir. On the other
hand, they felt pressure from the authorities to stay within the twochild limit. Daniel Goodkind (1999b) and other authors have argued
that contemporary manifestations of son preference are accentuated
under the small family policy because, with fewer children, parents
have a lower probability of having a son (Das Gupta 1987; Gu and Roy
1995; Das Gupta and Bhat 1997). As documented in this book, sexselective abortion gives expression to the contemporary preference for
sons, representing an attempt by women to reconcile the conflicting
pressures they face. Such outcomes may not have been envisaged by
population planning authorities and can be seen as an unintended
consequence of the population control they espoused.
A second shift in policy settings, the consequences of which were also
unforeseen, concerns reproductive autonomy. Influenced by the 1994
ICPD, Việt Nam’s population policies advocated self-determination
for families regarding family size and other reproductive health
matters (Bélanger and Khuat 2009). The emphasis on women’s rights
in reproductive decision-making was made even more explicit in the
subsequent population conference held in Beijing the following year.
Reflecting these concerns, the 2003 Population Ordinance issued by the
Vietnamese National Assembly states as its goal for citizens:
To decide the timing, number and spacing of births in accordance
with the age, health, education, employment and working, income
and child-rearing conditions of every individual and on the basis of
equality between the couple. (National Assembly of Vietnam 2003: Art.
10, cited in Bang et al. 2008: 178)

Policies of this kind, which advocate self-determination over
reproductive decision-making, reflect global concern about overly
prescriptive family planning policies that create dilemmas for
individuals whose needs, obligations and/or circumstances conflict
with the reproductive agenda deemed desirable by state population
planners. In a way that is responsive to these concerns, Việt Nam’s
2003 Population Ordinance shifted the responsibility for reproductive
decisions on to individuals and families, giving them a greater
degree of discretion than before. This emphasis on reproductive
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self‑determination can also be placed within a broader set of changes in
Việt Nam, away from centralised or command-style decision-making
in social and economic affairs towards a more liberal governance
approach. Since the late 1980s, individual households have had the
right to make their own production decisions and have had increased
responsibility for the consequences of those decisions. The 2003
Population Ordinance reflected this new model of devolved decisionmaking, in the sense that it accorded families rather than state planners
more autonomy over their reproductive decision‑making.
Article 10 of the ordinance has been construed as allowing couples
to have as many children as they wish. However, it has also provoked
internal criticism that free choice is leading to an increase in fertility. The
increase in the fertility rate in 2003 (from 2.12 in 2002 to 2.23) created
great concern among policymakers. Although the UNFPA (2005, 2006)
determined that the fertility increase in 2003 had been caused by the
popular desire to give birth during the Year of the Goat—believed to be
a favourable birth year—the unexpected development prompted new
calls for the enforcement of the one-to-two–child policy. Resolution 47,
‘Further Strengthening the Implementation of Population and Family
Planning Policy’, issued in March 2005, expressed the Vietnamese
Government’s concerns:
The surge in population would ruin what has been achieved, reduce
socio-economic development and efforts to improve the quality
of the population, slow down the country’s industrialisation and
modernisation process, and make the country further lag behind …
The Population Ordinance and existing policies and regulations, which
are not consistent with the two child campaign, should soon be revised.
Policies on encouragement and incentives to communities, families and
individuals with good records on population and family planning should
be reviewed and revised accordingly. (Cited in Bang et al. 2008: 179)

One population policymaker said of these issues:
Some people misunderstood the 2003 Population Ordinance. Article
10 of this ordinance includes two items: 10a and 10b. Item 10a says
couples have a right to have their desired number of children. But Item
10b regulates couples’ responsibility to comply with the population
planning of the state. People, especially cadres and government workers,
took advantage of the relaxation of the ordinance to have another
child with the hope that it would be a son. (Population policymaker,
interviewed in 2009)
163

Global Debates, Local Dilemmas

This phenomenon reflects a trend of families taking advantage of the
more relaxed population policies to achieve their desired reproductive
outcomes. While giving individuals—particularly women—greater say
over their reproductive lives, the ordinance also inadvertently provides
scope for the expression of son preference. Certainly, the impact of
different policy options on population outcomes is an issue requiring
discussion among concerned stakeholders.
The final population policy I discuss relates to the emphasis on
population quality. After achieving state population reduction targets,
Việt Nam’s population programs have shifted from birth control to
the quality of reproductive outcomes. Several studies discuss this
shift in focus (Johansson et al. 1998; Gammeltoft 2008). Population
quality control programs have focused on the early detection of foetal
anomalies with a view to minimising the number of children born with
deformities and disabilities. These measures reflect a certain view of
what constitutes a ‘normal’ population as well as a desire to reduce
the potential burden on families and the wider economy posed by
children requiring extremely high levels of care. The key measures in
this program have been the use of prenatal ultrasonography to identify
the health status of the foetus and the use of abortion services to abort
any deformed, diseased or otherwise ‘abnormal’ foetuses.
One implication of this concern with population quality is that it is
not restricted to central government authorities, but is also widely
shared by parents. Clearly, education campaigns and the advice of
medical professionals have transmitted the official population quality
agenda to society at large, while also authorising and enabling strong
interventions in reproductive processes in the interests of obtaining
‘quality’ outcomes. However, quality does not necessarily mean the
same thing to all concerned. For instance, parents who strongly desire a
son might regard a perfectly healthy female foetus to be a ‘poor-quality’
outcome or an all-girl family as ‘abnormal’ according to their notion
of what a normal family should be. At the same time, one can see how
parents might feel emboldened by official public health strategies that
consider it acceptable to intervene in reproductive processes to achieve
desired ‘quality’ outcomes. They may be similarly enabled to achieve
their reproductive goals by the availability of scanning technology and
abortion services. In short, one might posit a link between ‘public’
population quality policies and ‘private’ sex-selection practices.
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Reproductive technologies and modes of intervention that have been
made widely available to serve the normalisation of population quality
policies are being used by individuals in ways unforeseen by state
planners in pursuit of desired reproductive outcomes that are at odds
with those of the state.

Abortion policies
Abortion has been legal in Việt Nam since 1954; however, the procedure
was still rare until the beginning of the 1980s, when it started to
increase, first slowly and then rapidly during the late 1980s, with the
reinforcement of the one-or-two–child policy (Johansson et al. 1998).
Việt Nam has one of the highest abortion rates in the world (more than
1 million each year), with many women undergoing multiple abortions
(WHO 1999). In 2004 and 2005, there were 37.5 and 35 abortions for
every 100 live births, respectively (MOH 2005, 2006).
Table 1. Abortion policies and induced abortion statistics for Việt Nam
and selected countries, 2009–10
Countries

Government support
for family planning

Year

Abortion rate*

Australia

Indirect1

2010

14.2

China

Direct2

2009

19.2

Canada

Indirect

2009

13.7

Denmark

Direct

2010

15.2

Singapore

Direct

2010

10.8

Việt Nam

Direct

2010

19.0**

* Number of legally induced abortions per 1,000 women aged 15 to 44 years.
** The figure does not include abortions in the private sector.
Indirect support is where the government does not provide family planning services
through official outlets, but instead supports the private sector, including non-governmental
organisations, in the provision of these services.

1

Direct support is when family planning information, guidance and services are provided
through government-run facilities.

2

Sources: Data for Việt Nam from MOH (2010); all other data from UN (2013).
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Việt Nam’s abortion rate of 19 per 1,000 women aged 15 to 44 years
represents abortions provided by the public sector only (Table 1).
A more recent study (Hoàng et al. 2008) suggests the number of
abortions provided in the private sector equals that in public hospitals.
The recent very high abortion rate in Việt Nam is an issue about which
there has been relatively little public debate.
Since sex selection occurs largely by means of abortion, the two issues
are clearly linked. One might consider the ease of access to abortion
in Việt Nam, its prevalence and its routinisation to be among the key
preconditions enabling sex selection to take place. Abortion services are
inexpensive and widely available through public and private providers
(Gammeltoft 2002). A great many clinics and specialists provide these
services, making inspection and regulation extremely difficult. The
high incidence of abortion also makes it difficult for health providers
and regulators to determine why an abortion is being sought. Finally,
the recourse to abortion as a way for parents to deal with pregnancies
that fail to conform to state population planning guidelines also leads
to the normalisation of abortion as a family planning measure. When
families routinely use abortion to meet the state’s reproductive goals,
it is a short step to use abortion to secure the reproductive outcomes
families themselves deem desirable.
In fact, this is one aspect of Việt Nam’s abortion policies that has been
debated. Different views exist about how to deal with this matter—
for instance, most healthcare managers and population policymakers
believe abortion regulations are too open. The conditions for having
an abortion in Việt Nam are very simple; according to regulations,
pregnancies of less than 22 weeks can be terminated if there is no
medical contraindication. Managers and policymakers with whom
I spoke proposed tightening regulations on abortion:
Perhaps it is necessary to reconsider the abortion policy. If abortion is
too easy to access, people will take advantage of this in combination
with sex determination by ultrasound technology to have sex-selective
abortions. If abortion is managed closely, sex-selective abortions may
decrease. (Population policymaker, male, 57 years old)
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Meanwhile, others had contrasting views:
Recently, international organisations have required having a simple
administration to create good conditions for women to access
abortion services easily. If we tighten abortion policy, the number of
illegal and unsafe abortions will increase. In some countries such as
Romania and South Africa, the abortion fatality rate increased rapidly
after a stricter policy on abortion was implemented. The number of
sex-selective abortions is a very small number compared to abortions
in general—just a few per cent. (Reproductive health policymaker,
male, 54 years old)2

Legislation is a central part of the political framework around sex
selection. However, the managers and policymakers with whom
I spoke were conflicted about the right steps to take. The dilemmas are
multiple: balancing women’s rights, reproductive rights and customary
rights; building adequate legislation for the use of new reproductive
technology while preventing the misuse of that technology to detect the
sex of a foetus; and making safe abortion accessible versus enforcing
stricter regulation of abortion. In fact, strict law enforcement could
create difficulties in accessing reproductive services and increase the
fee for using them, and illegal abortions conducted by unregistered
and untrained providers could increase the serious potential health
consequences for women. There is a lower incidence of unsafe abortion
and a much lower mortality rate in countries where legislation allows
abortion on broad indications than in countries where abortion
is heavily restricted (Berer 2008).

2 This statement indicates the policymaker’s limited knowledge. First, the ‘simple administration’
that international organisations require corresponds to good clinical governance—for example,
ensuring doctors and nurses follow rules of best practice—which does not always occur in Việt
Nam. This is evident in accounts of abortion practices. The policymaker here has misunderstood
the statement as a request to ‘tighten up abortion policy’, which is not the intention of international
organisations. It is interesting that, because there is so little discourse around clinical governance
and regulation for good practice among health practitioners in Việt Nam, this speaker, who works
in reproductive health policy, has not understood the importance of the push from international
organisations for the health system to function in a way that is more resonant with norms of best
practice. Second, the example from South Africa is factually incorrect. South Africa moved from
a prohibitive stance to a more liberal stance, with legislation that allowed abortion, in 1996. After
South Africa legislated the introduction of safe abortion, the mortality rate due to abortion sepsis
dropped a little; however, this reflected the poor state of the health system, which was slow to make
safe abortion readily available (Coovadia et al. 2009).
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Some researchers (Goodkind 1994; Bang et al. 2008; Bélanger and
Khuat 2009) argue that parental discrimination against a female foetus
is exacerbated by population policy. In this view, ‘sex-selective abortions
are interpreted as a “public” act, in that they reflect contemporary
government pressure, constrained reproductive choices, and lack of
political will to stop such acts’ (Goodkind 1994: 351). However, in
light of the preceding discussion, one might refine this observation to
note that, in a context of decentralisation and increasing reproductive
autonomy, measures such as family planning and abortion—which
were once used to prosecute a state’s population and public health
agenda—are now increasingly being used by the population at large
to advance reproductive agendas that differ significantly from those
endorsed by the state. It is in this sense, too, that sex-selective abortion
might be considered a ‘public’ act, enabled as much as constrained by
the public policy context in which it occurs.

The response of local and national
authorities to sex-selective abortion
Nie Jing-Bao (2010) concludes that the one-child policy, together with
greater economic and civil freedoms, contributed to an increased SRB
in China. He argues that the problem of distorted sex ratios might
not have become so serious if there had been public debate about the
issue from the outset. Although they have known about the distorted
sex ratio since the late 1990s and early 2000s, Chinese officials have
denied the existence of the problem by underreporting the number of
female deaths (Peng 1997). They have tried to show that China’s SRB
is not unbalanced. Of course, free public discussion is not a complete
solution in itself, but it would help to identify the problem and to
suggest effective measures to deal with it before it becomes serious.
Similarly, Việt Nam has responded slowly to the rise in its SRB, which
may have been occurring since 1999, when there were 107 boys born
for every 100 girls, with an average annual increase of 1 point. However,
responding to voters’ questions at the 10th meeting of the 9th National
Assembly in 2006, the Vice-Director of the Reproductive Health
Department of the MOH gave a written reply: ‘There is no indicator
to confirm the imbalance of sex ratio at birth’ (‘The imbalance of sex
ratio at birth has been an apprehensive issue,’ Response to the dispatch
740/VP1, 06/11/2006, MOH). Although the Standing Committee of
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the National Assembly passed its Population Ordinance in January
2003 prohibiting sex-selection by any means, and the government
promulgated the ‘implementation decree’ for this ordinance in October
2006, government officials only began paying attention to the rise in
the SRB when the UNFPA released the results of the 2006 Population
Change Survey in Việt Nam. The report warned:
When inferential analysis (i.e. conclusions deduced from sample data)
is added, along with information on the number of deliveries in 2006
coming from health facilities, it can now be confidently stated that
the sex ratio of births at the national level is slightly skewed toward
boys. However, provinces/cities with high SRB (above 110) need close
monitoring and immediate attention. (UNFPA 2007: 4)

In 2006, the Vietnamese Government adopted a series of regulations
and policies prohibiting prenatal sex determination and sex-selective
abortion. All organisations and individuals were strictly forbidden from
performing nonmedical foetal sex determination and sex-selective
abortion. To respond to the increase in sex selection and public concern
about this issue, the government issued Decree No. 114/2006/ND-CP
in October 2006, which stipulated fines of between VND500,000 and
VND15 million for people using traditional practices to determine the
sex of a foetus or promoting or practising abortion for the purpose of sex
selection. However, prohibition of sex-selective abortion is not simple
for number of reasons. As we have seen in previous chapters, abortion
of foetuses of the undesired sex can be concealed easily by the parent
providing other reasons for the abortion. It is also difficult to prohibit
diagnosis of foetal sex because the services for foetal sex determination
are widely available. And it is hard to procure evidence and prosecute
violations of the regulations on foetal sex determination. The feasibility
and the enforcement of this decree show some shortcomings that will
be considered in the next section of this chapter.
The increase in the SRB in Việt Nam came at a late stage compared
with other countries, such as South Korea, China and India, where
imbalances in the SRB started to appear in the early 1980s. The increase
in the SRB in Việt Nam did not occur before the late 1990s; however,
from then on it increased rapidly, gaining 1 point per year. This rate of
increase is higher than that measured in South Korea and China during
the 1980s (Guilmoto et al. 2009). This phenomenon is commonly
explained by the lack of adequate medical facilities and equipment in
Việt Nam in the 1980s, such as private clinics and modern ultrasound
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machines (UNFPA 2009a). Ultrasound technology first appeared in
some major hospitals in the mid-1990s and has since become widely
available in the private health clinics that have been springing up in
urban and semi-urban areas.
In the decade from 2010, Việt Nam was in almost exactly the same
position as China had been in the late 1990s. In this regard, it is
necessary to reiterate comments by Ian Howie, UNFPA’s representative
to Việt Nam, in 2006:
Việt Nam’s population dynamics have changed rapidly over the past
decade, accompanying swift developments in the country’s social and
economic structures. There is some evidence that the national sex ratio
at birth is currently tilted toward a higher-than-expected number of
boys. It is imperative Việt Nam pays close attention to this phenomenon,
to ensure it continues on a positive development path and avoids the
numerous problems that arise from a skewed gender balance. (Institute
for Social Development Studies 2007: 18)

The Vietnamese Government is conscious of the importance of controlling
the SRB. In its national gender equality strategies for 2011–20, approved
on 14 November 2011, the SRB was one of the indicators targeted. In
trying to control the rapid increase, the government has set a target for
the SRB to be lower than 113 by 2015 and 115 by 2020.
The Vietnamese Government has provided strong support to reduce the
SRB by introducing various regulations banning sex selection. However,
it is far from certain how effective the implementation of regulations
prohibiting prenatal sex determination and sex-selective abortion has
been. The legislative approach that has been adopted in Việt Nam needs
further evaluation and discussion to determine whether it is capable
of achieving its aims. It is necessary to have comprehensive strategies
that involve healthcare providers, social organisations, community
members and mass media as agents of change.
The General Office for Population and Family Planning of Việt Nam
(GOPFP) initiated an intervention project to reduce the SRB in 18
provinces with a high SRB rate in 2009 and 2010. The specific objectives
of the project were to: 1) provide information on the imbalance in the
SRB for couples of childbearing age, sonographers, abortion service
providers and people who had prestige in the community, to reduce
the activities leading to the imbalance in the SRB; 2) implement and
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enforce regulations relating to the SRB; and 3) encourage and support
women and girls through education, reproductive health care and
economic development.
Improved knowledge about the incidence of sex-selective abortion in
Việt Nam is an essential precondition for effective government action
to manage this problem. Evidence from other countries in the region
suggests that the rapid increase in the SRB occurs mainly through sexselective abortion. This study has also confirmed that sex-selective
abortions are being conducted routinely in Việt Nam in a covert and
tacit manner. However, in a workshop titled ‘Creating a Shared Vision
to Address the Imbalanced Sex Ratio at Birth in Việt Nam’, organised
by the UNFPA in collaboration with the GOPFP in November 2010,
many Vietnamese government officials in attendance revealed they
believed the rise in the SRB was a result of ‘traditional methods’ of
preconception sex selection, such as the timing of sexual intercourse
and the use of traditional medicine, and not the use of ultrasonography
and abortion. A colleague of mine, who for many years has studied
abortion in Việt Nam, attended this conference and was disappointed by
this stance. The question is why government officials did not admit that
sex-selective abortion was the main cause of the increase in the SRB in
Việt Nam. Were they lacking in information about the incidence of sexselective abortion or were they trying to find alternative explanations
to deflect social criticism of their slow and insufficient response to
the problem? As the Indian prime minister has noted of his country,
sex-selective abortion and high rates of female infant mortality are
a national shame. Việt Nam’s policies on sex-selective abortion have
been copied from countries with an imbalanced SRB, rather than being
modified to account for the motives, methods and experiences of those
who undergo sex-selective abortion in Việt Nam. Perhaps official
acknowledgement of the existence of sex-selective abortion in Việt
Nam will require the same measures that led to the earlier government
acknowledgement of the increase in the SRB—an admission made
only after the 2006 Population Change Survey. The statistical data the
survey produced played a crucial role in changing the government’s
perspective. In a similar way, research on sex-selective abortion in
Việt Nam is likely to improve public knowledge of the phenomenon
and prompt the formulation of policy to address it.

171

Global Debates, Local Dilemmas

Healthcare system responses
Prenatal sex selection and health sector reforms
In Việt Nam, the proliferation of ultrasonography—a popular obstetric
technology—coincided with economic and comprehensive health
sector reforms initiated in the late 1980s. Ultrasound services—
especially prenatal scanning—have increased rapidly and have become
an important source of revenue for public and private healthcare
providers. However, the introduction of ultrasonography in antenatal
care is occurring in an ad hoc manner, driven by market forces rather
than health policy, which is leading to its overuse (Gammeltoft and
Nguyễn 2007; Gammeltoft 2014). In addition, a lack of control over the
practice of foetal diagnosis—particularly foetal sex determination—
has social implications such as the increase in sex selection.
The Đổi Mới reforms that began in 1986 and ushered in economic
liberalisation and privatisation have created dramatic changes in
social service delivery systems. Renovation of Việt Nam’s health
sector began in 1989 with the introduction of user fees, private drug
sales and gradual legalisation of private service providers (WHO
2003b). Two major changes in the institutional arrangements for the
public health sector, driven by state-imposed fiscal constraints and
management of health services, were the ‘socialisation’ of service
provision (the encouragement of user-pays) and decentralisation of
state budgeting and organisation of public services. Privatisation and
commercialisation of the healthcare system have created conditions
conducive to the use and abuse of technology for sex determination in
Việt Nam. This phenomenon—combined with the weak supervision
of abortion—has allowed sex selection to increase. The improved
accessibility of private sector health services provides women with
greater choice in reproductive health care, but, in this context, it also
creates new pressures and avenues for women to achieve desired
pregnancy outcomes.

Health system responses
In response to the increase in sex selection, the MOH issued Official
Document No. 3121/BYT-BMTE, dated 21 May 2009, prohibiting the
use of medical technology for sex selection, to limit the factors driving
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the imbalance in the SRB. The MOH required all health facilities that
offer prenatal screening and reproductive health services to abstain
from using technology for sex-selection purposes.
Since this ban was issued, sex determination is no longer conducted
openly. In public hospitals, notifications by medical staff to patients
about the sex of their foetus have been limited; however, this does not
mean they have been eliminated altogether. Compared with public
hospitals, private clinics offer numerous services for sex determination.
Together with ultrasonography, sex-determination capabilities are now
available in most localities, spreading from the large cities to market
towns, where villagers can access such technology at an affordable
price. Ultrasonography is a relatively easy technique to administer and
does not require highly trained staff or much additional operational
expenditure. Costs have been reduced largely by competition as the
private health sector has developed.
Dr Dương Quốc Trọng, the head of the GOPFP, provided the following
solutions to deal with the situation of the SRB imbalance: first, the
legal prohibition on dissemination of knowledge on sex selection and
implementation of foetal sex determinations and sex-selective abortion
services need to be reviewed, amended and supplemented. Second,
the power of authorities to prevent, inspect and take responsibility
for sex-selection activites should be enhanced. Third, individuals and
organisations violating the regulations need to be strictly fined (Dương
Quốc Trọng 2012).
Like healthcare managers, most abortion providers think public
hospitals should create good conditions for women seeking abortion
services to reduce the incidence of unsafe abortion, including the
simplification of administrative procedures. The following comments
by one abortion provider are representative of those of several other
providers I interviewed:
Nobody ever tells us they are having an abortion because of the
sex of their foetus. We have no real proof that they are having sexselective abortions. If we refuse to provide abortions for them, they
may have unsafe abortions in private clinics. If the administrative
procedure is too complicated, they can also find abortion services
in private clinics. Private clinics with abortion services are available
everywhere. Previously, we required an identity card and family record
as part of the pre-abortion procedure; however, these requirements
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caused inconvenience to customers. So, we decided to leave off these
requirements. If pregnant women want to have an abortion, they will
try to do it by any means. (Abortion provider in a public hospital, 57
years old)

Most abortion providers denied taking part in or preventing sexselective abortion. Some expressed sympathy for women seeking a
sex‑selective abortion and some arguments were also advanced in favour
of sex selection, supporting the freedom and autonomy of patients to
make their own reproductive decisions and the family planning aspect
of avoiding unwanted births.
Many sonographers believed parents had the right to know the sex
of their foetus:
It is not a problem at all to tell mothers about the sex of their foetus as
long as they do not have a sex-selective abortion. Wanting to know the
sex of their baby is a parental need. Our customers are not satisfied if
we do not tell them the sex of their baby. (Male, 54 years old)

One sonographer told me: ‘A number of doctors became rich by
performing illegal sex diagnoses or sex-selective abortions’ (Female,
42 years old). In fact, responsibility is shifted between sonographers
and abortion providers, with each blaming the other.
As we saw in Chapter 2, ineffective government management of new
reproductive technologies and the private health sector is a major
contributor to the prevalence of sex selection. Many other factors
influence sex selection, but the popularity of ultrasonography in
antenatal care and the boom in private clinics are two of the most
important in Việt Nam. Clearly, in the context of reproductive health
care in Việt Nam today, doctors and clinic managers have played an
active role in the diffusion of sex-selection technology. Health workers
and doctors at various levels have thus been the key enablers of sexselective abortion.

Social organisations’ responses
In Việt Nam, international agencies have conducted reproductive health
and safe abortion advocacy programs on various scales. For example,
WHO and IPAS, a global nonprofit organisation, provide technical
support for safe abortion in Việt Nam, while Pathfinder International,
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Marie Stopes International and Việt Nam Family Planning Association
design and implement reproductive health projects. The UNFPA is
an international development agency that assists Việt Nam to collect
and analyse population data to better understand demographic
trends and plan for future needs. Its activities are aimed at women’s
empowerment and equality, by supporting intervention projects and
improving reproductive health and rights through the promotion of
high-quality family planning services. As mentioned earlier, the first
scientific evidence of the imbalance in Việt Nam’s SRB came from the
population surveys supported by the UNFPA.
At a press conference for World Population Day on 2 July 2010, Urmila
Singh (2010), the UNFPA’s deputy representative, said:
The unusually rapid increase in the sex ratio at birth is a big challenge
for Việt Nam … Though the Government of Việt Nam has clearly
… [decreed] that sex determination of a foetus and abortion for sex
selection are illegal, efforts need to be dedicated towards changing
couples’ traditional preference for male children, as well as towards
empowering women’s position in the family and society as a whole.

Over the past 20 years, the UNFPA has been engaged in bringing
attention to sex selection—starting in China and India, but now also in
other countries—and is working with sister agencies such as WHO, the
UN International Children’s Emergency Fund (UNICEF), the Office of
the High Commissioner for Human Rights and the UN Development
Fund for Women to address this problem. It is clear from the literature
that combatting sex selection is more effective if there is a link between
agencies coordinated by an independent governing agency and if
a number of different interventions are employed. The lessons learned
from South Korea, China and India are valuable for Việt Nam; some of
these are outlined below.
At the beginning of 2006, China began national implementation of
its ‘Care for Girls’ campaign, aimed at changing the ideology of son
preference and related behaviour by publicising the relevant regulations
and providing information on parenthood and reproductive health as
well as various incentives. The project has contributed to a reduction in
the SRB in China, which stopped increasing in 2006 (Li 2007).
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Experiences from India indicate that the most important tool for
change is improving the status of women through education and
increasing their self-sufficiency. Education measures include a focus
at the primary school level on women’s rights and building girls’
self-esteem, increased literacy and job training programs, improving
women’s access to higher education and public education campaigns
about women’s issues. It is believed these are the only ways to begin to
effect true reform. In addition to education programs, promotion of
credit and loan programs for women is an effective way to increase their
self-sufficiency. Such programs provide small loans for the purchase
of items such as sewing machines or looms, allowing women to use
their skills to contribute to household income and improve their status
within the family and community (Patel et al. 2006). The success of
these activities in India owes much to the participation of the country’s
women’s union. A ‘community vigil’ is a popular Indian method for
educating community members about the negative consequences
of a skewed SRB and placing responsibility on all members of the
community to report incidents of sex-selective screening and abortion.
South Korea has also used an awareness campaign, employing young
volunteers. Its experience is one that other countries could adopt as an
approach to reducing son preference, by focusing on interventions that
seek to alter social norms and accelerate the diffusion of new values
(Chung and Das Gupta 2007).
Adopting experiences from other countries in the region, Việt Nam’s
Intervention Project for Reduction of the Sex Ratio at Birth, run
in 18 provinces in 2009–10 by the GOPFP, aimed to include social
organisations in its activities, such as the creation of associations for
women who have only daughters and promise not to have a third child
(Câu lạc bộ phụ nữ sinh con một bề gái không sinh con thứ ba). The
rationale behind this proposal was that these women would help one
another develop their household economy. Regrettably, the project’s
effectiveness has not yet been evaluated.
Việt Nam is building a social support system to counter the increasing
imbalance in the SRB and looking for solutions to deal with the problem.
One of the lessons from the successful control of population growth
in Việt Nam is the necessity for cooperation between government and
a multitude of agencies and the involvement of social organisations
such as the women’s union and youth union. At this stage, social
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organisations lack information and are therefore considered outsiders
when it comes to responding to the imbalances in the SRB and sex
selection. A leader of the local women’s union in Thai Binh province
told me in 2009:
There may be more boys than girls recently. This phenomenon will
have impacts upon marriage and the family. However, the upper levels
of the women’s union have not provided any official information about
this matter.

Mass media responses
The mass media can help enrich the debate among the general public,
various stakeholders, the medical community, health authorities and
policymakers about sex selection and its potential impacts. In Việt
Nam, however, a lack of coordination between researchers and the
mass media means research results are not being disseminated. So far,
few qualitative research projects have been conducted to gain a better
understanding of the social and cultural factors underlying sex-selective
abortion. Furthermore, there has been no research on the media’s
response to the issue of sex selection. From the beginning of 2008 to
the end of 2010, I accessed the websites of popular newspapers such as
Lao Động (Labour), Gia Đình và Xã Hội (Family and Society), Đời Sống
và Pháp luật (Life and Law), Phụ Nữ (Women) and Thanh Niên (Youth)
weekly and collected 71 articles related to sex selection. The number and
content of these articles tell us something about trends in the media’s
coverage of the issue. Interestingly, the focus of reporting changed over
time. Stories relating to the SRB and son preference were prevalent in
2008 and 2009, while articles about sex-determination methods and
policies dominated in 2010. Over three years, these articles focused on
six topics: the imbalance in the SRB in Việt Nam, son preference, sexselection methods, sex-determination methods, Vietnamese policies
and regulations on sex selection and sex-selective abortion.

Sex ratio at birth
The newspaper articles related to the SRB were based on results of
recent population surveys. The emphasis of these articles changed
following the release of statistical data on the imbalance in the SRB in
Việt Nam. The titles of articles before the National Population Survey in
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2009 often vaguely or sensationally warned about the imbalance in the
SRB—for instance, ‘Dangers of an imbalance in the sex ratio at birth’
(Nguy cơ mất cân bằng giới tính) (A.T. 2009). After the survey, article
titles pointed to more concrete information, such as ‘The sex ratio at
birth in Viet Nam is being seriously imbalanced’ (Mất cân bằng giới
tính ở Việt Nam đã ở mức nghiêm trọng) (Hạnh Thư, 2012) and ‘The
sex ratio at birth is increasing’ (Chênh lệch giới tính khi sinh tiếp tục gia
tăng) (T.H. 2017). These later articles maintained the previous sense of
alarm, while providing more information to validate that stance.

Son preference
When providing explanations for son preference and sex-selective
abortion, the newspapers tended to emphasise simplistic reasons such
as the country’s heritage of Confucianism or feudalism. One article,
entitled ‘Having a son: Everyone’s “thirst”?’ (Con trai ai cũng khát),
reported: ‘One of the reasons leading to the skewed sex ratio is the
“backward” conception influenced by Confucianism, and the disregard
of women’s roles in their families and in the society’ (Trịnh Trung Hòa
2008). Other explanations—such as those related to contemporary
economic and social conditions and the effects of public policy—have
not been explored.

Methods of sex-selection
In 2008, a number of newspaper and website articles about methods
of sex selection were published, containing instructions for couples on
how to conceive a baby of the desired sex; from 2009 to 2010, others
expanded this discussion. An article entitled ‘Herbal medicine for
giving birth to a son’ (Bốc thuốc đẻ con trai) described how herbal
medicines for conceiving a son could be easily obtained from healers,
while the local authorities did not know about such sex-selection
practices and were embarrassed about dealing with this phenomenon
(Hà Thu and Lan Phương 2009). Another article, with the title ‘Hunt
high and low to find out ovulatory date’ (Ngược xuôi soi trứng), also
described preconception sex-selection methods, including the recent
trend of using ultrasonography. The article concluded:
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A number of women have a thirst for having a son from the perspective
of valuing men above women. This perspective is considered to be
outdated, but it still influences many families’ happiness today. (Hương
Thu 2008)

Sex-determination methods
Several articles considered sex determination, with titles such
as ‘Too easy to know the sex of the foetus’ (Quá dễ để biết giới tính
thai nhi) (Hải Hà 2007), ‘Foetal sex diagnosis: Doctors and pregnant
women in collusion’ (Chẩn đoán giới tính thai nhi: Bác sĩ ‘bắt tay’ với
sản phụ) (Ngọc Bảo 2012) and ‘Sex determination: Prohibited but still
practised’ (Xác định giới tính thai nhi: Cấm vẫn cứ làm) (Thiên Nga and
Nguyễn Cẩm 2008). The last article quoted a doctor in a private clinic:
‘We answer our customers’ inquiries. If we do not meet their demands,
they will find other clinics. To keep a pregnancy or to have an abortion
is a parent’s right.’

Policies and regulations on sex selection
Policies and regulations on sex selection have been disseminated by the
mass media in newspaper articles such as ‘Violating regulations on sex
selection will be dealt with by the law’ (Vi phạm về lựa chọn giới tính sẽ
xử lý theo pháp luật) (Thủy Hà 2017) and ‘Work permits will be revoked
if doctors perform sex determinations without permission’ (Rút giấy
phép hành nghề nếu bác sĩ để lộ giới tính thai nhi) (VTC News 2009).
The articles quoted several regulations relating to sex selection but did
not mention their effectiveness or people’s perspectives of them.

Sex-selective abortion
On the whole, media reports reflected the perspectives and knowledge
of government officials on sex-selective abortion, while information
about women’s and health providers’ motivations for and experiences
of such procedures was absent. The press coverage conveys an attitude
of disapproval towards this practice, but without providing explanation
or analysis. The media’s lack of engagement with women’s stories points
to the fact that public debate about sex-selective abortion in Việt Nam
is almost never about the reality of women’s experiences. This perhaps
reflects the fact that most women do not want to be involved in that
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debate because of the stigma around abortion and sex-selective abortion
in particular. Furthermore, this is a ‘sensitive’ issue, so it is not easy for
journalists to write or publish penetrating investigative reports on this
subject. I still remember being contacted by a journalist who wanted—
but was unable—to write an article about sex-selective abortion:
I certainly went to the hospitals to interview pregnant women who
were going to undergo an abortion. But, sadly, the interviewees told me
that they would abort for reasons other than because they had female
foetuses. (Journalist with Thanh Niên online)

Meanwhile, books on traditional and modern methods for
preconception and prenatal sex selection were being sold in many
bookshops, including that of the obstetrics and gynaecology hospital
where I did this research. Some common books are Sinh con theo ý
muốn (Having Babies of Desired Gender) (Đỗ Kính Tùng 2002); Bí
quyết sinh con theo ý muốn (The Secret of Having a Baby of the Desired
Sex) (Mai Liên 2008); Sinh con, nuôi con cần biết: Sinh con theo ý muốn
(Essential Knowledge about Giving Birth and Raising a Child: Having a
Baby of the Desired Sex) (Minh Quân 2009); Phương pháp sinh con theo
ý muốn (How to Conceive a Baby of the Desired Sex) (Ngọc Lan 2004).
These books provided information about what dietary regime to follow,
how to calculate the day of ovulation and even ways to weaken the X
sperm. In 2009, the government destroyed more than 30,000 copies
of such books—27 titles in all—and closed seven websites instructing
couples on how to conceive a baby of their desired sex.
Radio and television are immensely popular platforms in Việt Nam
and are often more influential with viewers than other mass media.
A study of the power of the media to reduce the incidence of sex
selection in India indicates that television is the preferred platform
for campaigners on this issue. Fictional drama and daily soap operas
are the most popular genres among the core target audience (young
women), providing a platform from which to focus on issues of gender
equality (Naqvi 2006). Việt Nam has not yet taken advantage of radio
and television to transmit messages aimed at reducing sex selection and
promoting gender equality. A variety of formats could be considered
for such communication, including short and full-length feature films,
public service advertisements on radio and television and TV drama.
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As yet, there has been no research evaluating the impact of mass media
messaging on behavioural change in relation to sex selection in Việt
Nam. This is also beyond the frame of this study. However, on the basis
of comments made by communication experts and others engaged in
interventions in this area, some shortcomings of the existing messaging
on sex selection are that it tends to be targeted to women—ignoring the
fact that sex-selection decisions are not made by women alone—and
can have the unintended side effect of promoting misinformation and
inducing fear in women seeking abortion services (Naqvi 2006).
Examples of successful messaging elsewhere include China’s ‘Care
for Girls’ campaign, which was aimed at changing behaviour around
sex selection and which received vigorous support from citizens and
social organisations. Meanwhile, India developed a slogan, ‘Daughters
are not for slaughter’. China’s message encourages people to improve
the environment for girls’ survival and restore the natural SRB. India’s
slogan seems to imply that sex selection is a sin. At present, the GOPFP
is seeking to develop its own messaging around sex selection. Such
campaigns must be carefully developed so as not to present as an
antiabortion campaign, drive practices further underground, promote
simplistic stereotypes, accentuate stigmatisation or further silence and
alienate those engaged in these practices. As we have seen in previous
chapters, sex selection involves not only women, but also their families
and society as a whole. It is necessary for any potential media campaign
to consider the multiple layers and participants in the practice of
sex selection. An information strategy seeking to change behaviour
around sex selection should target a wider audience than just women
of reproductive age. Furthermore, to be effective, it should be based on
reliable data about the nature of sex-selective abortion in Việt Nam,
particularly the circumstances, motivations and experiences of those
engaged in the practice.

Conclusion
The debate about sex-selective abortion and the consequences of
changes in the SRB in Việt Nam has been driven chiefly by international
organisations and feminist researchers, who use India, China and
South Korea as comparisons. This debate draws on recent data on
macrosocial trends in Việt Nam, such as the SRB, on the experiences
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of other countries and on perspectives about ideal social wellbeing.
To date, however, the debate has not been based on evidence of the
circumstances of Vietnamese women and the contexts in which they
make decisions about abortion. The extent to which sex-selective
abortion is enabled or encouraged by Việt Nam’s specific mix of
population and health-sector reform policies has yet to be adequately
explored. Furthermore, the debate is entirely lacking information
about the motives and experiences of those who undergo sex-selective
abortion in Việt Nam, increasing the risk of misunderstanding who
engages in it, why they do so and how it is experienced.
At present, the prohibition against sex determination and sex-selective
abortion in Việt Nam would appear to be unenforceable. There is
a gap between government regulations and the current reality of sex
selection. Efforts at prohibition have been ineffective for a number of
reasons. First, both the state officials and the healthcare workers whom
I interviewed generally shared the opinion held by many Vietnamese
women and their families that sons are more important than daughters.
This tends to diminish the political will to take any serious action against
sex selection. Second, despite the fact the Vietnamese Government has
enacted regulations against nonmedical foetal sex identification and
sex-selective abortion, those who harbour a strong son preference
continue to use illegal channels to access such services. Legislation is
designed to deal with the proximate drivers of the rise in the SRB, but it
cannot eliminate the fundamental causes of son preference. ‘Legislation
in these matters does not pay dividends unless accompanied by action/
interventions at the community level to bring about a change in
attitude’, according to Uday Shankar Mishra, associate professor at the
Centre for Development Studies in Trivandrum, southern India (cited
in Chatterjee 2009: 1410). Third, the responsibilities of sonographers,
doctors and nurses, who are the gatekeepers in sex selection, have not
been adequately addressed. Fourth, while there are many challenging
social, ethical and political issues surrounding sex-selective abortion,
there has so far been a lack of involvement of social organisations and
a lack of research into and public debate about these issues.
At this stage, international organisations are bringing sex selection
to the public’s attention, while Vietnamese social organisations are
latecomers or outsiders when it comes to responding to this emerging
social phenomenon. Although the media conveys information about
phenomena such as the imbalance in the SRB and sex-selection
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trends in society, the reports lack informed and critical analyses of
sex-selective abortion or engagement with the stories of those who
undertake the practices. Components crucial for the success of policy
responses are further research on sex-selective abortion, dissemination
of that research, education, mass communication and public debate.
A comprehensive communications strategy to encourage behavioural
change is of value, but its success will rely on advances in these policy
components. Such a strategy must give voice to and illuminate the
circumstances of the central participants in sex-selective abortion in
a manner that does not further marginalise, stigmatise or silence them,
but rather seeks understanding and allows them to contribute to the
public debate.
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As mentioned in the introduction, one of the reasons for conducting
this project is that women’s experiences of sex-selective abortion are
still largely missing from dialogues about reproductive rights and
health. My research has explored the motivations, circumstances and
experiences of women in Việt Nam who make use of new reproductive
technologies to determine the sex of their foetus and undertake a sexselective abortion. The analysis is based on specific cases of women
who have undergone sex-selective abortion, tracing their passage
through the sex determination and abortion decision-making phases,
and investigating their experiences during and after the abortion.
The research has explored the women’s interactions with the range
of social actors and health institutions implicated in the process of
sex selection, as well as examining social responses to sex-selective
abortion. The crucial themes of this book are the notions of women’s
choice, health and suffering, and the moral and ethical dilemmas of
sex‑selective abortion.

Women’s choice
Rosalind Petchesky emphasises two dimensions of reproductive
decision-making: the individual and the social. The emphasis of the
first is on the individual’s control over their own body in accordance
with a general principle of the ‘right to bodily self-determination’
(Petchesky 1980: 691). In this perspective, women should be allowed
to make decisions about their own bodies and reproductive capacities.
The second dimension emphasises the social construction of women’s
reproductive experiences. Women’s social context influences (directly
or indirectly) the choices they make. ‘Women’s reproductive situation is
never the result of biology alone, but of biology mediated by social and
cultural organisation’ (Petchesky 1980: 667). My research sheds light
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on the sociocultural contexts in which women decide to proceed with
a sex-selective abortion. As we have seen, the decision to have a sexselective abortion is structured according to socioeconomic, cultural
and political conditions. In the Vietnamese context, various factors
influence this decision-making.
First, this research shows that son preference persists in Việt Nam for
a number of mutually reinforcing reasons, and differs according to
a woman’s social position. Rural women are usually pressured by their
family and kin to provide a male heir, while parents lacking access to
state-provided aged care value sons as future providers for their old age.
But urban women—especially professional women—are also influenced
by social norms and ideologies that structure women’s position within
their family and society. Women who are more ‘empowered’ have greater
opportunities to access information about sex-selection and related
services. As Elizabeth Croll (2000) argues, gender equality among
adults does not necessarily lead to gender equality among children.
In the current era of low fertility, son preference puts more pressure on
couples—and especially on women—to do what is necessary to produce
a son. This research confirms that cadres and government workers are
under simultaneous pressures to have at least one son and to stick to the
one-or-two–child policy. Thus, the desire for sons continues to drive
the family-building process in Việt Nam today.
Second, while women are victims of oppressive systems, they are also
social actors who use resources (reproductive technology, in this case)
to challenge or resist the patriarchal social system. Women are often
pressured by others to seek foetal sex determination and sex‑selective
abortion, but many are also interested in knowing the sex of their
unborn child and themselves initiate a sex-selective abortion. Having
a son may improve the wellbeing of a woman’s family and can be
empowering for individual women. Therefore, women themselves
find ways to improve or guarantee their status within their family
and community. Rather than challenging and changing the dominant
cultural stereotype, Vietnamese women accept and tend to perpetuate
the existing social and moral orders. Women both suffer from and
resist patriarchal expectations, and both passively endure and actively
shape their reproductive destiny. These phenomena have been observed
in the application of reproductive technologies for contraception
(Gammeltoft 1999) and in circumstances where abortion is illegal and
considered sinful (Whittaker 2004).
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Third, rapid socioeconomic transformation and the global circulation
of new reproductive technologies have influenced women’s abortion
choices. Not long after it was introduced to Việt Nam, ultrasound
technology was being used in a range of prenatal health services. Its
use today is booming and escaping legal controls. It is interesting that
the increasing use of ultrasonography for sex selection coincides with
a revival of traditional sex-selection methods, rather than replacing
them, as we might have expected according to standard scenarios of
modernisation and technology transfer. The practice of sex selection
in Việt Nam is an aspect of the complex and dynamic market for
reproductive health services and demonstrates that women’s traditional
desire to influence their reproductive destiny remains particularly
strong. The failure to regulate the private health sector and the lack of
government response to the spread of new sex-determination practices
have allowed sex-selective abortions to occur relatively unchecked.
Son preference has been reinforced by the advances in the new
reproductive technology. The global circulation of ultrasound
technology has permitted couples to reliably produce offspring of the
desired sex through prenatal sex diagnosis, thus changing gendered
relations at local sites such as Việt Nam. These developments pose
major challenges for the management of reproductive health services
that are part of a globalised market. The responses of women to new
reproductive technologies are attributable not just to ‘tradition’ and local
hegemonies, but also to the effects of globally circulating knowledge
and practices on their lives. New reproductive technologies suggest
possibilities for increased freedom and innovative change, but they also
frequently open the door to new forms of domination or neocolonial
expansion.
Fourth, women’s reproductive choices are made against official policies
limiting the number of children per family and prohibiting sexselective abortion. There are a number of studies suggesting the link
between the government’s efforts to control population growth and
sex-selective abortion. This research provides evidence of the policy
implications of sex-selective abortion. The case of Việt Nam indicates
that state intervention in relation to abortion—legalising abortion
and prohibiting sex-selective abortion—represents a complex and
sometimes contradictory policy. State policies on sex selection and
population control are attempts not only to contain women’s abortion
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practices, but also to control the size and composition of the population.
In other words, in the politics of fertility control, the practice of
sex‑selective abortion represents a fusion of control.
In short, women negotiate various contradictory forces within which
their lives and their reproductive agency are embedded. Considering
women’s position in reproductive decision-making, this study shows
that significant pressure is placed on women to have a son. Women
often have to choose a sex-selective abortion because of the pressure of
social norms and official policies. Although this research challenges the
portrayal of women as passive victims of patriarchal institutions that
grant them little choice, it nonetheless observes that the reproductive
agency they display is significantly constrained. As Petchesky
(1980: 675) argues:
[W]omen make their own reproductive choices, but they do not
make them under conditions which they themselves create but under
social conditions and constraints which they, as mere individuals, are
powerless to change.

Women’s health
Sex-selective abortion is usually conducted in the second trimester
of pregnancy. While the WHO is trying to decrease the proportion of
abortions in the population, especially those in the second trimester
of pregnancy, the popularity of sex-selective abortion is a crucial
factor impeding the realisation of this aim. Safe techniques for secondtrimester abortion were introduced in Việt Nam in the early 2000s at the
same time that the introduction of new reproductive technologies was
leading to an increase in sex-selective abortions. A newly introduced
abortion technique—dilation and evacuation—has allowed women to
terminate their second-trimester pregnancies more safely and easily
compared with the older method of saline distillation. Advances in new
reproductive technologies and obstetrics techniques that hold such
promise for improving women’s health have been used for non-medical
purposes and, because of insufficient management and supervision,
have contributed to the rapid increase in sex-selective abortions in
the country. As in other developing countries, in Việt Nam, health
regulators have been unable to keep up with the development and
utilisation of new reproductive technologies.
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In Việt Nam, the difficulty in restricting abortions for sex selection is
that the ultrasonography and abortion procedures may be undertaken
at separate clinics. Women sometimes use public clinics for an abortion
after having a sex-detection scan at a private hospital. Abortion
services are inexpensive and widely available, provided by public as
well as private health services (Gammeltoft 2002). The ease with which
determined people can evade the ban on sex-selective abortion by
drawing selectively on specialists and services in different sites poses
a major challenge for public health regulators. The strong demand
for and supply of sex-selection technologies, the multitude of private
service providers and the plurality of pathways that those seeking sexselective abortion can take to achieve their aim combine to make these
practices particularly difficult to regulate.
Counsellors and abortion providers in the hospital where I conducted
most of my research were confident they could identify a case of sexselective abortion according to the number and sex of children of the
woman seeking an abortion. The majority of abortion providers were
aware of the ban on sex-selective abortion; however, they conducted
such procedures—for a number of reasons. They sympathised with
sonless women in a patriarchal society. Doctors worried about the
effects on women’s health if they were unable to access a safe abortion.
And second-trimester abortions are also profitable for abortion
providers. More importantly, health staff cannot refuse an abortion
request since, in Việt Nam, abortion is a woman’s right. It should be
remembered that sex-selective abortion-seekers often conceal the real
reason they are seeking an abortion, claiming that they already have
enough children or they face difficult economic circumstances. Sexselective abortion can therefore be easily hidden from the relevant
authorities. Some policymakers blame the accessibility of abortion in
Việt Nam for sex-selective abortion and propose tightening regulations
on abortion and restricting access. However, regulations regarding sexselective abortion are tied up with other laws on reproductive health.
We should remember that restricting access to abortion can have
adverse consequences on women’s health.
Clearly, counselling can play an important role in the abortion
process, especially sex-selective abortion. The quality of counselling
in cases of sex-selective abortion in Việt Nam is affected not only by
the poor clinical conditions (lack of staff, overworked staff, untrained
counsellors), but also by the perceptions of counsellors, influenced
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by larger sociocultural and political circumstances. As a consequence
of inadequate counselling, women face a multitude of anxieties and
psychological issues and are not given adequate opportunities to
reflect on their decision. Although women may present to a hospital
intending to have a sex-selective abortion, not all will decide to proceed.
The provision of more effective counselling at this critical stage could
sway more of those who are ambivalent.
This study demonstrates that women having a sex-selective abortion
experience a great number of conflicting emotions before, during and
after the procedure. Emotional attachment to the foetus, lack of social
support and moral attitudes towards abortion increase the likelihood
of women experiencing negative feelings post abortion. To reduce poor
post-abortion outcomes for women, women’s mental health should
receive more attention from families and healthcare providers.
In relation to illegal sex-selective abortion, the physical complications
can be more dangerous than the psychological ones for women, and
the burden may not rest solely with the individual women, but also
with medical institutions and society as a whole. Most of the abortion
providers I met believed illegal abortions could lead to serious medical
complications, and they expressed concern for women’s health if they
did not access safe abortion services. Therefore, bans on abortion alone
cannot resolve this issue. Counselling together with legislative and
social action aimed at promoting gender equality and women’s human
rights are needed to reduce the cultural, emotional and psychological
pressures driving the demand for sex-selective abortion.

Women’s suffering
The high prevalence of abortion in Việt Nam does not mean there are
no emotional or ethical concerns about the procedure. In this research,
I discovered that sex-selective abortions are traumatic for women in
a number of ways. Women who had a sex-selective abortion experienced
anxiety, depression, grief, guilt, sorrow and shame. A number of women
experienced nightmares. Despite this, some women also experienced
relief, believing abortion was the best option in the circumstances. All
women in this study who had a sex-selective abortion left the remains
of their foetus at the hospital. The main reason for this was a desire
to keep their abortion a secret. However, many women were deeply
190

Conclusion

concerned that the remains of the foetus be disposed of with proper
dignity. Information about the deceased foetus is very important to
women’s psychological state after abortion and this should be addressed
in counselling.
The generally poor quality of medical care, social understanding
and public health policy regarding post-abortion care contribute
to a high risk of complications for women. Women who have a sexselective abortion are also at high risk of negative outcomes because
of the stigma of abortion in society and the legislation prohibiting sexselective abortion. Women who experienced physical pain and anxiety
post abortion were often reluctant to seek follow-up medical care
because of the illicit nature of the procedure and fear of being criticised
for committing an immoral act. They also were unable to share their
experiences and alleviate their anxiety by discussing their experiences
with family, friends or others in their social network, instead preferring
to keep their experiences secret. This silence also makes understanding
the incidence and effects of sex-selective abortion particularly difficult
for researchers and health professionals.
When women do not have psychological support from their family and
institutional organisations, rituals such as making offerings, prayer and
requiems for the souls of the aborted foetuses form part of the healing
process. This research indicates that rituals not only help women
resolve their complex feelings towards the child they lost, as Tine
Gammeltoft (2010) observes; they are also a way of obtaining personal
relief and healing for their suffering. The trauma, guilt and other forms
of psychological suffering women experience can be expressed and
recognised during such rituals. Rituals, therefore, help women seek
moral forgiveness and understanding. By undertaking rituals, often in
conjunction with others, women transform from passively suffering to
actively healing their psychological wounds after an abortion.

The policy challenge
Statistics for SRB are not always available at the national level. Therefore,
addressing the phenomenon of an imbalanced SRB is a key opportunity
for the government to examine its current legislative framework and
the extent to which laws and policies are in line with ideals of gender
equality. The data on the SRB should be collected and disseminated
to the wider public. Further analysis based on more complete and
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better-quality data is urgently needed to aid our understanding of this
phenomenon and its trends. The government should also fully support
the development of innovative activities that stimulate discussion
of sex-selection issues.
One of the most contentious debates around sex-selective abortion is
whether it should be prohibited. On the one hand, an official ban on
prenatal sex selection has value because the knowledge that they are
breaking the law may provide people scope to reflect on the pros and
cons of having an abortion. On the other hand, one could argue that
sex-selective abortion is a logical extension of existing state policies,
including family planning and the insistence on small families; public
health policies that make abortions safe and readily accessible; the
state’s emphasis on the maintenance of traditional Vietnamese cultural
identity in the context of globalisation; the support of the state for
market-based mechanisms in all aspects of healthcare provision; and
the devolution to individual families of the rights and responsibilities
of making their own reproductive decisions. Women undergo sexselective abortion to comply with state regulations and/or because of
bullying from their family, while at the same time being encouraged
to utilise market-based health services and take responsibility for their
own wellbeing. Sex-selective abortion therefore raises challenging
questions about the regulation of legal abortion and illegal sex-selective
abortion.
Ineffective attempts to regulate ultrasonography and ban sex-selective
abortion indicate that bans alone will not stop sex determination
and sex-selective abortion. Sex selection must be tackled at more
fundamental and comprehensive social, economic, political and legal
levels. Better regulation of private clinics that offer sex determination
and the enhancement of abortion counselling services are among
the interventions in the public health field that, according to my
findings, might make a difference. The creation of professional bodies
supporting responsible practices among doctors and nurses, including
education and the review of credentials, is another aspect of what
must be a multifaceted strategy of dealing with sex-selective abortion.
Rather than simply banning sex-selective abortion, Việt Nam should
also address the root causes of son preference and gender inequality.
For example, solutions could include improving social security and
financial support for elderly people, especially those without sons,
providing better education and more employment opportunities for
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women and creating space for the evolution of alternative traditions
and cultural conceptions that confer recognition and status on women
irrespective of whether they have a son.

The challenges for women’s reproductive health
In this research, women were situated at the centre of reproductive
behaviour within their families, their communities and the wider
society. The research builds a profile of sex-selective abortion in Việt
Nam, as a resource to enable governments, professionals and social
organisations to establish social policies, interventions and support
services. It has to be said that there are no immediately identifiable or
simple solutions to the problem of sex-selective abortion. Moreover, in
working on reproductive health rights in Việt Nam, the government and
international and local organisations should be aware and respectful
of women’s individual rights. A need also exists to understand the
terrible dilemmas and the silent suffering experienced by women who
undertake such abortions. So far, women have remained marginal
to most national and international debates about and policies on sex
selection. We should bring women’s needs, interests and experiences
into these debates and make their wellbeing the focus of policies aimed
at tackling sex-selective abortion. The silence surrounding sex-selective
abortion remains a major challenge for individuals and society. Ending
this silence would help women who undergo sex-selective abortion
and involve the whole society in forging positive responses to this
phenomenon.
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