
Psychosis and Gender: A Focus on Women
in the Global South

Sarah Barber, BM BCh, MPH, MRCPsych1 ,
Adiyam Mulushoa, BS, MSc, MA2,
Charlotte Hanlon, BM BS, MSc, MRCPsych, PhD2,3 and Ashok Malla,
MBBS, FRCP, MRCPsych, DPM, FCAHS4

Keywords
schizophrenia spectrum and other psychotic disorders, severe mental disorder, mental health services, women’s health

services, women’s rights, Africa, Asia, Oceania, Latin America, low- and middle-income countries

Introduction
Sex or gender differences are described as one of the most
consistently reported features of schizophrenia. Studies—
dominated by research from “the Global North” (largely
North America and Europe)—tend to show that women
have lower incidence, later onset and better clinical and func-
tional course and outcome of illness than men.1,2 Purely bio-
logical explanations for this difference have been proposed,
such as the protective effect of oestrogen.3

However, the axiomatic view that schizophrenia follows a
more benign course in women has been challenged. Finnish
registry data has recently demonstrated a higher rate of psy-
chiatric rehospitalization in women with schizophrenia com-
pared to men, as well as higher rates of suicide attempts and
self-harm.4 In addition, some previous findings of a female
“advantage” have been based on select samples, such as ran-
domized clinical trials (RCTs).5 In other cases, varying
lengths of treatment may confound the apparent difference.6

Non-RCT, large sample studies of first-episode psychosis
patients show somewhat different results. One such study
showed better clinical outcomes in women at 1 year, but
similar clinical and functional outcomes at 2 years, suggest-
ing men may take longer than women to achieve desired out-
comes.7 This study also highlighted how reported sex
differences in outcome may be at least partially attributable
to risk factors that are unlikely to be purely biological,
such as substance use and adherence to treatment.

Evidence of regional variation further points to gender-
determined environmental factors being more salient in
shaping the course of illness, rather than purely sex-determined
biological factors.8 The Worldwide Schizophrenia Outpatient
Health Outcomes study found that patterns of sex differences
in remission and recovery between regions were mixed.

Overall there was a marginal female advantage in recovery at
3 years (17% vs. 12%).9 However, the ability to draw strong
conclusions from this facility-based study is limited by the
risk of selection bias and underrepresentation of participants
from the Global South, which broadly refers to the regions of
Latin America, Asia (excluding Japan, Singapore, South
Korea, and Taiwan), Africa and Oceania (excluding Australia
and NewZealand), where the majority of the world’s population
lives.

The emerging consensus is that whilst men and women
may differ in the nature of their risks for schizophrenia, the
course of illness and their care needs, this is due to both bio-
logical and socio-cultural factors.10 As a result, findings from
-one setting are unlikely to generalize to another. In this
report, therefore, we highlight research on the impact of psy-
chosis on the lives of women in the Global South. These set-
tings are underrepresented in psychosis research, yet
intersecting disadvantages for women, such as culturally
enshrined role expectations, poverty and constrained treat-
ment options may be more acute. Looking at outcomes that
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matter for women, we focus on domains of female empower-
ment over clinical indicators and where relevant, we high-
light how findings deviate from global averages or
challenge the axiomatic view of female advantage.
However, we do not seek to make generalizations across
the diverse socio-cultural contexts of the Global South.
Instead, we draw heavily from the literature in settings best
known to the authors, including Ethiopia and India. We
also give examples of programmes seeking to provide cultur-
ally sensitive care to women with psychosis.

Outcomes and Experiences of Women
With Psychosis in the Global South

Life and Good Health
Globally schizophrenia is associated with on average 14.5
years of potential life lost, slightly higher for men (15.9
years), than women (13.6 years).11 However, findings from
Ethiopia are markedly different; in a rural cohort, the years
of potential life lost were not only much higher overall, but
higher in women (30.0 years) than men (26.9 years).12

Whilst suicide is an important contributor to excess mortality
across settings, infection and malnutrition were the leading
causes of death in Ethiopia,12 as compared to cardiovascular
disease in higher-income settings.13

Mortality rates alone do not capture a broad view of life
and good health. Sexual and reproductive health issues are
especially relevant to women due to biological factors and
socially defined gender roles.14 Women with schizophrenia
in Turkey are disadvantaged, for example, they have higher
rates of unplanned pregnancy and receive less antenatal
care than women without schizophrenia.15 This pattern is
not unique to Turkey or the Global South.16 However,
context-specific provider-related factors may be important
to understand this finding. Research from the Central
Anatolia region of Turkey found that a significant proportion
of nurses felt education around family planning for women
with schizophrenia should be reserved for married individu-
als or not offered at all.17 In this region, prevailing traditional
values and stigma may conspire to impede reproductive
choice for women with schizophrenia.

Relationships, Family Life, and Freedom From Violence
In research on the course and outcome of psychosis, it is
often implicitly assumed that “marriage” is an indicator of
individual functioning and “marriage rates” reflective of the
socio-cultural environment for recovery.18 In a rural
Chinese cohort study, more women than men with schizo-
phrenia were indeed married at baseline and 14-year
follow-up, however, this showed no association with func-
tioning scores or ability to work.19

“Ever-married” rates also fail to give the full picture.
Women with severe mental illness (SMI) (a term often

used to signify the presence of psychosis) in India and
Ethiopia are more likely to be abandoned, separated or
divorced by their spouses than men20,21 often due to failure
to fulfil expected domestic roles.22,23 In India, marriage and
marriageability are regarded as among the most highly desir-
able achievements for women, offering security, social status
and dignity.22 Marriage breakdown can lead to despair and
even suicidality for women with SMI in India, although for
some the loss was mitigated by the support and protection
offered by their own parents and family.22

Whilst marriage can offer a source of stability for women,
intimate partner violence (IPV) is the most common form of
violence worldwide.24 Less empowered women have a
greater risk of IPV25 and there is a bidirectional relationship
between IPV and mental health.24 Some women with SMI
may be particularly vulnerable to IPV due to the disorganiz-
ing effect of their illness and social stigmatization, but
research data are lacking across all settings.26 In a study of
female outpatients with schizophrenia in Nigeria, 75%
reported a history of IPV and 25% reported previous sexual
assault.27 Importantly, victims of IPV had significantly
higher psychiatric symptom severity scores, demonstrating
the compounding effect of mental illness and violent victim-
ization. In qualitative studies in Ethiopia, women with SMI
have disclosed nonpartner sexual assault, leading to
unwanted pregnancies and further stigma; “They say ‘You
are mentally ill and you give birth to a bastard?’”28 In addi-
tion, a study of street homeless people in Addis Ababa found
that 3 out of 9 women with psychosis reported a history of
sexual abuse.29 There are significant barriers to women in
Ethiopia accessing reproductive health services, including
safe abortion, and justice.

Participation in Decision-Making
In some Global South settings, rigidly defined gender roles
encoded in religious and social traditions can act to limit
women’s ability to make decisions about aspects of their
own lives, including their health.30,31 Research exploring
the family planning experiences and preferences of women
with psychosis is scarce. One study in India found just
14% of women with schizophrenia had an unmet need for
family planning.32 However, a closer inspection of the find-
ings shows that informed choice regarding contraception was
strikingly low. The majority of women were excluded from
decisions about their contraception, which were instead
made by their husbands, mother-in-law, other relatives, or
doctors.32 Out of 65 women using contraception, 86% had
undergone permanent sterilization.32 Exclusion from such a
decision is highly concerning.

Exclusion of women from household decision-making
may also lead to the prioritization of men’s health needs, par-
ticularly in families with limited financial resources. This has
been suggested as a plausible explanation for the longer dura-
tion of untreated psychosis (DUP) in women with
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schizophrenia in India,33 albeit based on a small sample.34

Whilst global averages have not indicated a gender difference
in DUP, this obscures the variability between settings and the
highly contextual influencing factors,35 in addition to differ-
ences in measurement.

Education, Skill-Building and Knowledge, Labour and
Financial Inclusion
Employment status is considered an important measure of func-
tioning and social reintegration in schizophrenia. Like marriage,
higher rates of employment in “developing countries”were con-
sidered to indicate better outcomes in early cross-cultural com-
parative studies of schizophrenia.36 However, consideration of
the quality of employment and drivers such as lack of social
security has led to a reframing of employment as another
crude and potentially misleading indicator.37

Around the world, women spend more time engaged in
unpaid and domestic work and are overrepresented in the
informal or casual labour market with minimal protection.
There is little research on the educational and vocational
attainment or needs of women with psychosis in the Global
South. In keeping with general trends, rates of paid employ-
ment are higher in men than women with schizophrenia in
East Africa, North Africa and the Middle East.38 Yet there
is evidence of aspiration, with over 70% of women with
SMI in India desiring employment.39

Intervening to Support Recovery
Supporting recovery in women with schizophrenia requires a
multisectoral response that is centred on women’s needs and
preferences, draws on community resources40 and is adapted
to socio-cultural context.

Integrated Mental Health Care Services
Most people with schizophrenia in the Global South do not
have access to mental health services; the estimated treatment
gap in low-income countries is over 90% and gender-
disaggregated data are lacking. Efforts to expand mental
health services have focused on the integration of mental
health into primary and, for women, maternal care platforms.
In this model, general nurses, midwives and mid-level non-
physician health professionals are trained and supervised to
deliver evidence-based mental health care, including pre-
scription of antipsychotic medications.41 The Programme
for Improving Mental Health Care (PRIME) in rural
Ethiopia demonstrated that both men and women with SMI
(256 out of 300 (85.3%) of whom had schizophrenia) bene-
fited from integrated primary mental health care, with no
gender difference in access or clinical, social or economic
outcomes.42,43 This care model was also shown to reduce
household food insecurity.44 Similar benefits for women

with psychosis were seen in an RCT of integrated primary
mental health care in Ethiopia.45 Physical health needs may
also be better served by this integrated approach,45 although
there is limited evidence on interventions to improve physical
health and reduce mortality in women with schizophrenia.

In some settings where the movement of women is con-
strained, for geographical or cultural reasons, women may
not readily access facility-based health care. Near-home
and home-based models of mental health care by community
health workers have been implemented for perinatal common
mental disorders in Pakistan with some promising results,46

however, this model has not been evaluated in relation to
women with schizophrenia.

Specialist Perinatal Mental Health Care Services
Recent guidelines for integrated perinatal mental health and
maternal and child health services suggest that women with
severe mental health conditions, including psychosis, require
more intensive interventions that are delivered or supervised
by specialists.47 This is due to complexities related to prescrib-
ing in pregnant and breastfeeding women, as well as their risk
of adverse obstetric outcomes and psychiatric outcomes.48

There are examples of excellent specialist models of care in
tertiary referral settings, for example, the Mother and Baby
Unit in Bengaluru, India.49 However reliance on specialists
creates a barrier to accessing services in many settings, con-
centrated in the Global South, where there is less than one
mental health professional per 100,000 of the population.50

Where specialist care is needed, innovative solutions will
be required to reach underserved populations, with commu-
nity outreach and digital platforms already showing potential
in mental health care generally.51,52 However, improving
access to universal sexual and reproductive services for
women with psychosis should remain a priority.

Responding to Gender-Based Violence
All contacts with health services are an opportunity to recognize
and respond to violence against women,53 including women
with psychosis. Interprofessional, health-system-based models
of care such as “One Stop Centres” have emerged in Africa
and Asia, aiming to provide comprehensive services for
women, including medical, legal and psychosocial support.54

However various factors have hindered implementation of the
model and the achievement of intended results. For women
with psychosis, stigma and discrimination likely create addi-
tional barriers to accessing and benefiting from such services.55

There is also a need for interventions to protect women
from violence occurring within inpatient mental health settings.

Economic Interventions
There is evidence that employment interventions for people
(including women) with psychosis improve mental health
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outcomes and functioning and reduce social disability in
people with SMI both in China56 and India,57 in line with
findings from the Global North.58 This is an area that requires
further investment in research and development. Not only is
participation in economic life an important part of social
inclusion for people with psychosis, but an extensive body
of research shows that women’s economic independence
has far-reaching benefits, not least a reduction in gender-
based violence.59

Conclusion
Close interrogation of data across more diverse settings chal-
lenges the assumption of a universal female advantage in the
course and outcome of psychosis. Research in underrepre-
sented settings such as Ethiopia and India highlights the
complex interplay of biological, social, and cultural factors
in shaping outcomes. In these settings, we have reported
that women with psychosis face high mortality rates,
limited access to health services and high levels of gender-
based violence. Stigma relating to mental illness, socio-
cultural gender norms and economic constraints act to exac-
erbate these challenges.

Efforts to support recovery and improve outcomes for
women with psychosis require a multisectoral response.
Whilst this may involve specialists, in resource-constrained
environments (concentrated in the Global South), approaches
that rely on parallel or siloed systems are likely to be inacces-
sible to the majority of the population. Reducing barriers to
accessing universal and integrated services will be crucial,
as well as focusing on interventions to improve the social
inclusion of women with psychosis, such as participation in
economic life. As research efforts continue, it is vital to
tailor interventions to respond to the specific needs of
women in different socio-cultural contexts.
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15. Özcan NK, Boyacıoğlu NE, Enginkaya S, et al. Reproductive
health in women with serious mental illnesses. J Clin Nurs.
2014;23(9-10):1283-1291.

16. Barker LC, Vigod SN. Sexual health of women with schizophre-
nia: a review. Front Neuroendocrinol. 2020;57:100840-100840.

17. Ceylan B, Kocoglu-Tanyer D. An examination of Turkish
nurses’ attitudes, awareness and practices regarding reproduc-
tive health needs of individuals with schizophrenia. Issues
Ment Health Nurs. 2019;40(5):413-420.

18. Cohen A, Patel V, Thara R, et al. Questioning an axiom: better
prognosis for schizophrenia in the developing world?
Schizophr Bull. 2007;34(2):229-244.

19. Ran MS, Mao WJ, Chan CL, et al. Gender differences in out-
comes in people with schizophrenia in rural China: 14-year
follow-up study. Br J Psychiatry. 2015;206(4):283-288.

20. Thara R, Srinivasan TN. Outcome of marriage in schizophrenia.
Soc Psychiatry Psychiatr Epidemiol. 1997;32:416-420. doi:10.
1007/BF00788182

21. Mayston R, Kebede D, Fekadu A, et al. The effect of gender on
the long-term course and outcome of schizophrenia in rural
Ethiopia: a population-based cohort. Soc Psychiatry Psychiatr
Epidemiol. 2020;55(12):1581-1591.

22. Thara R, Kamath S, Kumar S. Women with schizophrenia and
broken marriages—doubly disadvantaged? Part I: patient
Perspective. Int J Soc Psychiatry. 2003;49(3):225-232.

23. Hailemariam M, Ghebrehiwet S, Baul T, et al. “He can send her
to her parents”: the interaction between marriageability, gender
and serious mental illness in rural Ethiopia. BMC Psychiatry.
2019;19(1):315-315.

24. Oram S, Fisher HL, Minnis H, et al. The Lancet Psychiatry
Commission on intimate partner violence and mental health:
advancing mental health services, research, and policy.
Lancet Psychiatry. 2022;9(6):487-524.

25. Coll CVN, Ewerling F, García-Moreno C, et al. Intimate partner
violence in 46 low-income and middle-income countries: an
appraisal of the most vulnerable groups of women using
national health surveys. BMJ Glob Health. 2020;5(1):e002208.

26. Khalifeh H, Oram S, Osborn D, et al. Recent physical and
sexual violence against adults with severe mental illness: a sys-
tematic review and meta-analysis. Int Rev Psychiatry.
2016;28(5):433-451.

27. Afe TO, Emedoh TC, Ogunsemi O, et al. Intimate partner vio-
lence, psychopathology and the women with schizophrenia in
an outpatient clinic South–South, Nigeria. BMC Psychiatry.
2016;16:197.

28. Zerihun T, Sorsdahl K, Hanlon C. Family planning for women
with severe mental illness in rural Ethiopia: a qualitative study.
Reprod Health. 2021;18(1):1-191. doi:10.1186/s12978-021-
01245-1

29. Fekadu A, Hanlon C, Gebre-Eyesus E, et al. Burden of mental
disorders and unmet needs among street homeless people in
Addis Ababa, Ethiopia. BMC Med. 2014;12:1-12. doi:10.
1186/s12916-014-0138-x

30. Osamor P, Grady C. Women’s autonomy in health care
decision-making in developing countries: a synthesis of the lit-
erature. Int J Womens Health. 2016;8:191-202.

31. Senarath U, Gunawardena NS. Women’s autonomy in decision
making for health Care in South Asia. Asia Pac J Public Health.
2009;21(2):137-143.

32. Sethuraman B, Rachana A, Kurian S. Knowledge, attitude, and
practice regarding contraception among women with schizo-
phrenia: an observational study from South India. Indian J
Psychol Med. 2019;41(4):323-330.

33. Sharma I, Pandit B, Pathak A, et al. Hinduism, marriage and mental
illness. Indian J Psychiatry. 2013;55(Suppl 2):S243-S249. doi:10.
4103/0019-5545.105544

34. Murthy G, Janakiramaiah N, Gangadhar B, et al. Sex difference
in age at onset of schizophrenia: discrepant findings from India.
Acta Psychiatr Scand. 1998;97(5):321-325.

35. Cascio MT, Cella M, Preti A, et al. Gender and duration of
untreated psychosis: a systematic review and meta-analysis.
Early Interv Psychiatry. 2012;6(2):115-127.

36. Isaac M, Chand P, Murthy P. Schizophrenia outcome measures
in the wider international community: evolution of outcomemea-
sures in schizophrenia. Br J Psychiatry. 2007;191(s50):s71-s77.

37. Sivakumar T, Thirthalli J. Employment of persons with severe
mental illness in low and middle-income countries: need for
regionally relevant models. J Psychosoc Rehabil Ment Health.
2023;10(3):271-275.

38. Novick D, Montgomery W, Treuer T, et al. Sex differences in
the course of schizophrenia across diverse regions of the
world. Neuropsychiatr Dis Treat. 2016;12:2927-2939. doi:10.
2147/NDT.S101151

39. Khare C, Mueser KT, Fulford D, et al. Employment functioning
in people with severe mental illnesses living in urban vs. rural
areas in India. Soc Psychiatry Psychiatr Epidemiol.
2020;55(12):1593-1606.

40. Selamu M, Asher L, Hanlon C, et al. Beyond the biomedical:
community resources for mental health care in rural Ethiopia.
PLoS One. 2015;10(5):e0126666.

41. Brohan E, Chowdhary N, Dua T, et al. The WHOmental health
gap action programme for mental, neurological, and substance
use conditions: the new and updated guideline recommenda-
tions. Lancet Psychiatry. 2024;11(2):155-158.

42. Hanlon C, Medhin G, Selamu M, et al. Impact of integrated dis-
trict level mental health care on clinical and social outcomes of
people with severe mental illness in rural Ethiopia: an interven-
tion cohort study. Epidemiol Psychiatr Sci. 2019;29:e45.

43. HailemariamM, Fekadu A, Medhin G, et al. Equitable access to
mental healthcare integrated in primary care for people with
severe mental disorders in rural Ethiopia: a community-based
cross-sectional study. Int J Ment Health Syst. 2019;13:1-10.
doi:10.1186/s13033-019-0332-5

44. Tirfessa K, Lund C, Medhin G, et al. Impact of integrated
mental health care on food insecurity of households of people
with severe mental illness in a rural African district: a
community-based, controlled before–after study. Trop Med
Int Health. 2020;25(4):414-423.

La Revue Canadienne de Psychiatrie 5

http://dx.doi.org/10.1007/BF00788182
http://dx.doi.org/10.1007/BF00788182
http://dx.doi.org/10.1186/s12978-021-01245-1
http://dx.doi.org/10.1186/s12978-021-01245-1
http://dx.doi.org/10.1186/s12978-021-01245-1
http://dx.doi.org/10.1186/s12978-021-01245-1
http://dx.doi.org/10.1186/s12916-014-0138-x
http://dx.doi.org/10.1186/s12916-014-0138-x
http://dx.doi.org/10.1186/s12916-014-0138-x
http://dx.doi.org/10.1186/s12916-014-0138-x
http://dx.doi.org/10.1186/s12916-014-0138-x
http://dx.doi.org/10.4103/0019-5545.105544
http://dx.doi.org/10.4103/0019-5545.105544
http://dx.doi.org/10.4103/0019-5545.105544
http://dx.doi.org/10.2147/NDT.S101151
http://dx.doi.org/10.2147/NDT.S101151
http://dx.doi.org/10.1186/s13033-019-0332-5
http://dx.doi.org/10.1186/s13033-019-0332-5
http://dx.doi.org/10.1186/s13033-019-0332-5
http://dx.doi.org/10.1186/s13033-019-0332-5


45. Hanlon C, Medhin G, Dewey ME, et al. Efficacy and cost-
effectiveness of task-shared care for people with severe mental dis-
orders in Ethiopia (TaSCS): a single-blind, randomised, controlled,
phase 3 non-inferiority trial. Lancet Psychiatry. 2022;9(1):59-71.

46. Sikander S, Ahmad I, Atif N, et al. Delivering the thinking
healthy programme for perinatal depression through volunteer
peers: a cluster randomised controlled trial in Pakistan.
Lancet Psychiatry. 2019;6(2):128-139.

47. World Health Organization. Guide for integration of perinatal
mental health in maternal and child health services. Geneva:
World Health Organization; 2022.

48. Jones IP, Chandra PSF, Dazzan PM, et al. Bipolar disorder,
affective psychosis, and schizophrenia in pregnancy and the
post-partum period. Lancet. 2014;384(9956):1789-1799.

49. Chandra PS, Desai G, Reddy D, et al. The establishment of a
mother-baby inpatient psychiatry unit in India: adaptation of a
Western model to meet local cultural and resource needs.
Indian J Psychiatry. 2015;57(3):290-294.

50. World Health Organization. Mental Health Atlas 2020. Geneva:
World Health Organization; 2021.

51. Adusei AB, Bour H, Amu H, et al. Community-based health
planning and services programme in Ghana: a systematic
review. Front Public Health. 2024;12:1337803.

52. Rodriguez-Villa E, Naslund J, Keshavan M, et al. Making
mental health more accessible in light of COVID-19: scalable
digital health with digital navigators in low and middle-income
countries. Asian J Psychiatr. 2020;54:102433.

53. Keynejad RC, Bitew T, Sorsdahl K, et al. Problem-solving
therapy for pregnant women experiencing depressive symptoms

and intimate partner violence: a randomised, controlled feasibil-
ity trial in rural Ethiopia. PLOS Glob Public Health. 2023;3(10):
e0002054.

54. Olson RM, García-Moreno C, Colombini M. The implementa-
tion and effectiveness of the one stop centre model for intimate
partner and sexual violence in low- and middle-income coun-
tries: a systematic review of barriers and enablers. BMJ Glob
Health. 2020;5(3):e001883.

55. Thornicroft G, Sunkel C, Alikhon Aliev A, et al. The Lancet
Commission on ending stigma and discrimination in mental
health. Lancet. 2022;400(10361):1438-1480.

56. Zhang GF, Tsui CM, Lu AJB, et al. Integrated supported
employment for people with schizophrenia in mainland
China: a randomized controlled trial. Am J Occup Ther.
2017;71(6):7106165020p1-7106165020p8. doi:10.5014/ajot.
2017.024802

57. Jagannathan A, Harish N, Venkatalakshmi C, et al. Supported
employment programme for persons with severe mental disor-
ders in India: a feasibility study. Int J Soc Psychiatry.
2020;66(6):607-613.

58. Burns T, Catty J, White S, et al. The impact of supported
employment and working on clinical and social functioning:
results of an international study of individual placement and
support. Schizophr Bull. 2009;35(5):949-958.

59. Desilets L, Fernett M, Videau M, et al. Exploring the impacts of
women’s economic empowerment initiatives on domestic vio-
lence. In: A summary report for Oxfam’s knowledge hub on
violence against women and girls and gender-based violence.
Oxford, UK: Oxfam, 2019.

6 The Canadian Journal of Psychiatry

http://dx.doi.org/10.5014/ajot.2017.024802
http://dx.doi.org/10.5014/ajot.2017.024802

	 Introduction
	 Outcomes and Experiences of Women With Psychosis in the Global South
	 Life and Good Health
	 Relationships, Family Life, and Freedom From Violence
	 Participation in Decision-Making
	 Education, Skill-Building and Knowledge, Labour and Financial Inclusion

	 Intervening to Support Recovery
	 Integrated Mental Health Care Services
	 Specialist Perinatal Mental Health Care Services
	 Responding to Gender-Based Violence
	 Economic Interventions

	 Conclusion
	 References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile ()
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 5
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /PDFX1a:2003
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    33.84000
    33.84000
    33.84000
    33.84000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    9.00000
    9.00000
    9.00000
    9.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames false
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks true
      /AddColorBars false
      /AddCropMarks true
      /AddPageInfo true
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


