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ABSTRACT

Female sterilization is a unique contraceptive
method. There are many factors influencing its acceptance.
This study explores factors involved personal, societal,
source and satisfaction of service outlets, patterns of

contraceptive use and psychological effects.

This study utilizes the 1987 National Indonesia
Contraceptive Prevalence Survey which covers 20 provinces
out of 27 provinces of Indoﬁesia. This study 1is a
descriptive study. A total number of 3108 cases are drawn
from 11,884 cases. The sample consists of 819 pill users,
1331 IUD users , 561 injectables users and 397 are female

sterilization users.

The results reveal high level of acceptance of
female sterilization among urban women in older age groups

and high education. In Moslem society this method gains
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low level of acceptance. The level of knowledge of female
sterilization seems limited. The contraceptive mix is
still wunpopular in Indonesia. The services for all
methods are mainly obtained from health centers, family
planning clinics and hospitals. Almost all the
respondents are satisfied with the services. Alniost  all
sterilized women do not regret to their choice.
Statistically significant association between variables
such as age; education; residence; religion and

contraceptive practice are shown in this study.
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CHAPTER 1

BACKGROUND OF THE STUDOY
1.1 Introduction

Indonesia is the fifth {argest population country
in the world. The latest 1990 population census indicated
that the total population of Indonesia was 179,321,641. The
problems of a large population are further compounded by
the very variable population density. Java and Bali islands
which represent only 7 percent of the area of the whole
country are inhabited more than 60 percent of total

population (see figure 1 in appendix).

A large population makes it difficult for the
Government and people to improve the quality of life with
social welfare, high education, occupational opportuni-

ties, health services, food, housing and other services.

However, there is a declining trend of total ferti-
lity rates in Indonesia. The Population Census,the 1985
Intercensal Population Census and the 1987 National
Indonesia Contraceptive Prevalence Survey all show
that the fertility estimates 5.5 in 1967 - 1970 ; 5.1 1in
1971 - 1975 ; 4.6 in 1976 - 1979; 4.3 in 1981 - 1984 and
3.3 in 1984-1987 respectively. In addition, there are great
variations among provinces, ranging from 2.9 in
Yogyakarta to 5.7 in Nusa Tenggara Barat (see figure 2 and

figure 3 in appendix).



The first family planning activities in Indonesia
were initiated by The Indonesian Planned Parenthood
Federation in association with the International Planned
Parenthood Federation. Being aware of coming population
problems, the nongovernmental organizations began to offer
family planning services to the people as one part of
Mother and Child Health Care Programme in 1956. Later, 1in
1968, the Government of Indonesia established the National
Family Planing Coordinating Institute.Two years later this
Institute was reorganized and became a National Family
Planning Coordinating Board (NFPCB or BKKBN) in an effort
to achieve rapidly and effectively family planning activi-
ties. This board reports directly to the President. The
family planning program activities were implemented in
three phases, based on priority, magnitude of problems,
human resources and budget. The first phase was launched
in the First Five Year Development P1an(1969/1970 to
1973/1974) and began in the six densely populated
provinces in the Java and Bali. Moreover, the second
phase was expanded 1in the Second Five Year Development
Plan (1974/1975 to 1978/1979)and covered all provinces in
Sumatra, Nusa Tenggara Barat, West Kalimantan and South
Sulawesi. These provinces are classified as the "Outer
Java Bali Region I" in the development of the Family
Planning Prbgram. Finally, the third phase was begun in

the Third Five Year Development Plan (1979/1980 to



1983/1984), and the remaining provinces were covered and

named as the "Outer Java Bali Region II".

As in many other countries, family planning 1in
Indonesia base on a voluntary scheme and NFPCB provides a
large choice either on a free of charge basis or at a
minimum cost for any contraceptive method available
from public service outlets. Forthcoming 1limitation
budget for family planning program neither from the Govern-
ment nor foreign donor agencies proposed NFPCB has tried to
develop a financially viéb]e system when people pay for
services. This new policy is called "self reliance” scheme
(KB "Mandiri") which is still in the beginning process

with the doubtful results .
1.2 Problem Identification and Justification

Although there is remarkable progress in reducing
fertility rates in Indonesia,significant family planning
program constraint still exist. The 1987 National
Indonesia Contraceptive Prevalence Survey (NICPS)found that
Contraceptive Prevalence Rates was not very high, only 47.7
percent. This figure was lower than the other ASEAN

countries (see figure 4 in appendix).

Furthermore, permanent method is less popular in
Indonesia than temporary methods. The 1987 NICPS found

that contraceptive use patterns were 3.1 percent for



female sterilization, 0.2 percent for male sterilization,
16.1 percent for pill, 13.2 percent for IUD,9.4 percent for
injectable, 1.6 pecent for condom, 0.4 percent for
Norplant, 1.2 percent for absfinence, 1.3 percent for
withdrawal and 1.2 percent for other methods (see figure 5

in appendix).

In Indonesia, political and religious views make the
promotion of sterilization through mass media campaign
unacceptable. Furthermore;steri1ization is excluded from
the National FamiTy Planning Program. The absence of the
official government endorsement creates obstacles and
prevents the satisfaction of an already existing popuiar
demand (Suyono, 1979). Consequently, though demographers
and professionals are aware of the importance of steri-
lization 1in any population control program, but the

acceptance rate is still very low in Indonesia.

Therefore, this study aims to provide informa-
tion for program administrators and policy makers about
factors influencing female sterilization acceptance.
Expectedly, findings from this study can be implemented as

a policy to increase female sterilization acceptance.



1.3 Objectives

The objectives of this study are as follows:

1. To compare the diffgrent characteristics of the
temporary method wusers (Pill, IUD and Injectable) and the
permanent method users who do not want anymore children.

2. To examine source of service outlets used by
potential users and their satisfaction with the services.

3. To study patterns of contraceptive method
choice.

4. To study the péycho]ogical impacts of female

sterilization.
1.4. Conceptual framework and Hypotheses

The personal and societal factors will influence
contraceptive practice whether the women choose temporary
or permanent methods. The personal factors involve age,
education residence and number of 1iving children. More-
over, the societal factors such as religion and knowledge
about sterilization are observed as the determinant
factors. Source of service outlets will determine contra-
ceptive choice, and satisfaction with service outlets will
reflect the quality of service outlets. In addition,
previous contraceptive experience and psychological effects
after having sterilization operation are factors affecting

contraceptive practice.
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Hypotheses
1. The sterilized acceptors are older than modern

temporary contraceptive acceptors.

2. The sterilized acceptors have a higher level of
education than those with temporary modern methods.

3. Urban women are more likely to have steriliza-
tion than rural women.

4. Women with a larger number of 1living children
are more likely to have sterilization than their counter-
parts who hav fewer children.

5. An acceptance of female sterilization is
different among different religious group.

6. Women with sterilization have a higher 1level
of knowledge of female sterilization than those with

other temporarily modern methods.
1.5 Operational Definitions

1.5.1. Age 1is divided 1into 7 groups, 15 -19, 20-
24, 25-29, 30-34, 35-39, 40-44 and 45-49. The average age
will be calculated to examine the different average age
between the permanent and the temporary contraceptive

users.

1.5.2. Education is measured by the number of years
in schools. 1In Indonesia the compulsory education is six

years and another three more years for a secondary
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Tevel. A level of education 1is classified into four
categories; no eduation, incomplete elementary level,
complete elementary level or some years 1in secondary

schools and fourthly secondary school or higher.

1.5.3. Place of residence, is divided 1into two

categories; rural and urban.

1.5.4. Number of 1living children means the total

number of 1iving children both staying with the mothers and

Tiving elsewhere.

1.5.5. Religion is divided into five recognised
religious groups; Moslem, Protestant , Catholic , Hindu,

Buddhist and others.

1.5.6. Knowledge about female sterilization is

derived from the combination of questions asking "Have you
ever heard of female sterilization which women can have to
avoid having more children?”. and "Where would you go
to obtain this method if you wanted to use it?" and "What
is the main problem, if female sterilization 1is adopted?"”.
If the woman can answer three questions properly, it means

that they know very well about female sterilization.

1.5.7. Service outlets are assessed from the

three questions asking "Where did you obtain your method
last time ? "or "Where did the sterilization had been

taken place ?" or "Where or from whom did you get this



method ?° Answers will consist of several sources of
services such as clinics, health personnel or non health

personnel and mobile units.

1.5.8. Satisfaction with service outlets is

assessed from questions asking “Was there anything you did
not 1like about the service ?" Respondents will give a

chance to raise their important reason.

1.5.9. Psychological factors of female steriliza-
tion are assessed from given information about feelings

after having sterilization operation.
1.6 Organization of the study

This thesis consists of five chapters. Chapter one
includes introduction, problem identification and justifi-
cation, objectives, conceptual framework and hypotheses
and operational definitions. Chapter two, explains
patterns, levels and trends of female sterilization
acceptance 1in Indonesia; advantages and disadvantages of
female sterilization; Abdel Omran Mode1l; relevant
studies with factors affecting sterilization acceptance
and a summary. Chapter three describes methodology used
in this study. Chapter four 1involves the analysis of
findings. The last chapter covers conclusions and policy

implications.



CHAPTER 2

LITERATURE REVIEW

This chapter will discuss patterns, levels and
trends of female sterilization in Indonesia and other
countries. The advantages and disadvantages of female
sterilization, Omran Model as a basis of a conceptual
framework emphasising on factors affecting sterilization

acceptance ,relevant studies and summary are attempted.

2.1. Patterns, levels and trends of female sterilization

in Indonesia

Professional in Indonesia used term “secure contra-
ceptives” (Kontrasepsi mantap= Kontap) as a term to convey
the meaning of an artificial infertility so that a
negative 1image can be reduced. Secured contraceptives
include long term and clinical dependent contraceptives
such as female and male sterilization, IUD and Norplant.
In recent years many professional all over the world used
“surgical contraceptive” to refer to steriliization and
reversal is possible with an advanced microsurgery (Silber
1979; Winston 1979). The term used in this study is steri-

lization as it is more widely known.

Although sterilization is not strongly emphasized
in the Government’s family planning program, sterilization

is nevertheless available and being expanded actively in
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many governmental and nongovernmental units. The non-
governmental family planning association has been
appointed by the Government to coordinate voluntary steri-
lization services. Clients usually pay a partial cost if

the service is requested (Landry, 1991).

The role of the Indonesian Association for Secured
Contraception (IASC) 1is very important in expanding a
voluntary sterilization programme. Medical personnel are
recruited for training and instruments are provided as well
as upgrading of facilities and research. The programme
was undertaken with support from foreign agencies as well

as from the Government (Moeloek and Junaidi, 1982).

To prevent complications, 1legal aspects and
mortality, medical <criteria are set up and screening of
eligible acceptors 1is strictly treated. The criteria

include number of 1living children, 1legal and stable

marriage, consent, free from contra indication of
operation. Counselling must be performed before
operational procedure (Sastrawinata and Bratakoesoema,

1982; Hanafiah, 1988).

There are 1170 clinics to provide male and female
sterilization (as of June 1986). The number represents a
ratio of three to four clinics located in each

regency or municipality (Azwar, 1986). Beside <clinic
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based, there are mobile units available in some areas.
These mobile units can increase acceptance rates with a
similar quality with clinic based (Soeherman, 1982; Warsito
1989; Siswosudarmo and Warsito 1989). IASC sets a minimum
standard to perform this operation in terms of personal,
equipments including live saving equipments and materials

(Sihombing, 1986; Djajadilaga, 1986 ).

The number of sterilization acceptors are
increasing year by year, but the contraceptive prevalence
rate 1is still very low. In 1987, the rate was 3.3
percent 1in 1987 and slightly increased 4.6 percent in
1986/1987 (NICPS, 1987 ; Azwar 1987). The trends of
sterilization aceptors 1in 1974/1975 to 1986/1987 are

illustrated in figure 6 in appendix.

On the other hand, sterilization accounts for over
one third of contraceptive users in the world. The highest
prevalence rate of sterilization is found in Canada, the
Republic of Korea and Puerto Rico where 40 - 44 percent
of couples are sterilized (United Nation, 1988). 1In most
countries, male sterilization is much less popular than

female sterilization, and the difference 1is 1increasing

rapidly (Leoprapai, 1979; United Nations, 1988). In
Indonesia, the ratio of Tubectomy: Vasectomy was 6: 1
(Azwar, 1986). The female sterilization became more

popular with wuse of a minilaparotomy as it is a simple
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technique. In recent years local anaesthethics were used
to reduce complications. Therefore, trained medical
doctors can perform this procedure safely (Soejoenoes,
1984).

In countries 1ike Indonesia, where a mass campaign
could not be done, the International Planned Parenthood
Seminar held in 1987 suggested person to person approach to
overcome negative attitude. This has been done in Klaten
Yogyakarta. Satisfied acceptors are recruited as to be
motivators their community. The results of this approach
are approved by rocketting number of acceptors
(Soceherman, 1982). 1In Brazil, public advertisement such as
magazines effectively increased the number of

acceptors (Foreit et al, 1989)

2.2 The advantages and disadvantages of female

sterilization

The supremacy of sterilization is its
effectiveness, high continuation rate without further
service, supply or effort (Nortman 1979; Kee Chun Han 1979;
Hanafiah, 1981). It causes less side effects and low
failure rates when compared with other temporary methods
(Suprono, 1983 ; Cheng et al, 1977; Mumford et al 1980;
Warsito, 1983). Low incidence of mortality and highest

rates of birth averted are the benefits of this method
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(Green, 1978; Rosenberg et al, 1980; Population Reports,

1985).

The disadvantages of this methods are its per-
manency, risks of operation and the possibility of method
failure (Landry, 1990). Among the Moslems, they believed
that artificial infertility should not be accepted accord-
ing to religious rules. However, with an advanced
technique for a reversal, sterilization became more
acceptable in many countries (Zatuchni, 1979). The fatali-
ty rate of female steri1i2ation due to operation is very
low. In Indonesia, Warsito (1983) found that the rate was
0.1. The fatality rates vary from time to time, place to
place and person to person. With the improvement of medical
technology the fatality rates become lower and lower. The
fatality of vasectomy is zero and the procedure is easier
and faster than tubectomy. Especially with a nonscalpel
technique which was implemented 1in Thailand since
1985, fears of operational complications became less strong

among the male acceptors (Ratana-olarn and Gojaseni, 1987).
2.3 Abdel Omran Model (1979)

This study makes use of the Abdel Omran Model to

explain factors affecting sterilization acceptance.

Omran classified personal attributes as individual

characteristic backgrounds. Since couples live in
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communities, societal factors will also influence
attitude of the couples. Similarly, attitude of the
professional can influence the couple’s choice. woman

seeks a particular source of service after a decision has
been made. Thus, most reachable and qualified outlets will
increase the acceptancerates. The psychological and
physical factors of sterilized acceptors after operation
will affect society and proffessional’s attitude. (see

figure 7 in appendix for a complete model).

2.4 Factors affecting female sterilization acceptance

2.4.1, Age.

Age is an important personal factor which influences
family planning behaviour, attitude and practice. The
increase of age may determine contraceptive choices,
especially for 1limiters. They prefer 1long term or
permanent contraceptive methods. As found in many studies
there 1is a relationship between the increase of age and
number of sterilization acceptors ( Warsito, 1983 ; United

Nation, 1988).

2.4.2. Education

Many studies showed a positive relationship between
education and contraceptive prevalence. Especially studies
in E1 Salvador, England and Philippines (Fergussonn and Mc

Cannn,1976). Timothy et al (1990) found that women with



15

high education adopted female sterilization more than
their counterparts with low education. The reason given to
their choice was that women with high education obtained
easily information and easily adopted new ideas. Moreover,
they joined the labour force and to l1imit their family size
would be only an alternative to improve their quality of

1ife.
2.4.3. Residence.

Thongthai (1986) stated that residence determined
contraceptive prevalence rate. Urban dwellers had a higher
prevalence rate of any contraceptive method than rural
people. This phenomena was explained in terms of the
availability of information as well as accessibility and
availability of service outlets in urban areas. Similarly,
in Indonesia female sterilization is performed 1in the
hospitals and some health centers which are located 1in
urban areas and this make services more available to the

urban users.
2.4.4. Number of living children

The number of Tiving children determines
contraceptive practice. There is a positive relationship
between the number of living children and contraceptive

practice. Those who do not want any more children are more
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likely to choose reliable methods. (Sumapradja, 1982;

Chamratrithirong et al, 1987).
2.4.5. Religion.

Although the majority of Indonesian are Moslems,
other religions are also adopted freely. The Indonesian
Scholar Council prohibited both female and male
sterilization 1in 1969 to 1979. Later, sterilization was
permitted for only medical reasons (Junaidi, 1982). Also
in many countries religious proscriptions were once thought
to be strong detriments to the acceptance of contraceptive
sterilization (Lubell and Frischer, 1979). The Tlatest
progressive decision of Indonesiah Moslem Leaders have
agreed that a voluntary sterilization is an acceptable

form of contraception (Population Headliners, 1991).
2.4.6. Knowledge of female sterilization

Before accepting and using contraceptive methods
couples need to understand how the contraceptive they
intend to use works. Their choice can be finalized on the
basis of knowledge about the efficacy, side effects,
availibility of the contraceptive method. (Omran, 1979).
This study will compare the differences of knowledge about
female sterilization between those having sterilization and

those who are practising other temporarily modern methods.
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2.4.7. Source and satisfaction with the service

outlets.

In Indonesia, the avaj?ability and accessibility of
service for sterilization is as one of the constraints for
providing the services to peoplie. In some areas, problems
are solved by using mobile clinics. The mobile clinics
help increase the number of female sterilization acceptors
(Widjajanto 1983; Nirapathpongporn, 1987; Siswosudarmo and

Warsito 1989).

Satisfied acceptors as motivators could influence and
increase sterilization acceptance. However, rumors stop
people from considering sterilization as a means of birth
control (Soeherman 1984; International Planned Parenthood

Seminar, 1987).
2.4.8. Previous contraceptive method experience.

Most couples who made their decision to 1limit
their family size by using female sterilization had used
other temporary methods before (United Nations, 1988).
The reason why they decided to shift from temporary to
permanent methods was that they had bad experience with
previous methods. Potential users tended to choose safe,
easy and cheap method instead. This study will try to
elaborate -on patterns of use among study population and to

identify main problems raised by the users.
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2.4.9. Psychological factors due to female steri-

lization operation

Some of female sterilization acceptors can have a
feeling of regret after having sterilization. The reasons
may include religious belief, loss of children or marriage
disruption. With these 1ife events, couples feel

reluctant to adopt female sterilization.

2.5. Summary

After reviewing the literature , several factors
which affect female sterilization acceptance were
highlighted. There were curvilinear relationships between
age, education, number of 1living children and female
sterilization acceptance. In urban areas female steriliza-
tion was more acceptable than in rural areas. Religion is
one of the most 1important obstacle affecting female
sterilization acceptance. Service availibility and
accessibility, combined factors, could prevent wusers from
adopting female sterilization. The majority of permanent
users had used temporary contraceptive methods before
adopting female sterilization. Additionally, a quality of
service outlets, experience of previous contraceptive
methods and psychological factors due to female
steri1izapion played a significant role in understanding

the process of a decision - making among the users.
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CHAPTER 3

METHODOLOGY

This chapter discusses about source of data,
sampling frame and sample size, data processing and

analysis.
3.1 Source of data

This study utilized data from the National
Indonesia Prevalence Survey, conducted in 1987 by the
Central Bureau of Statistics and the National Family
Planning Coordinating Board collaborating with the
Institution for Resource Development/ Westinghouse, USA.
The survey covered 20 provinces from the total of 27
provinces of Indonesia. Seven provinces were omitted
because of logistic difficulties and they were inhabited by
only 7 percent of total population. The data were
collected by trained interviewers on a household basis.
Structured and pretested questionnaires were used. These
questionnaires were complied with the standard of World

Demographic Health Survey.
3.2 Sampling frame and sample size

Two stage sampling procedures were used. The first
stage was to select the number of census blocks. The
census blocks area are statistically formed before the 1980

Population Census and contain approximately 100
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households. At the second stage, households were selected
through a systematic random sampling method. By this
procedure, the households were selected systematically

from each sample census block..-

Originally, the sample size consisted of 11,884
women aged 15-49 years old. This study selected respon-
dents with the following criteria:

a) currently married women aged 15 - 49

b) women currently used pills or IUD or inject-
ables or female sterilization.

c) women aged 15- 48 who do not want anymore
additional children. The sample size consisted of 3108
cases,and were divided into four groups; 819 pill users;
1331 TIUD wusers; 561 injectable users and 397 female

sterilization adopters.

3.3 Data processing and analysis

To process data, the SAS program was used. This
research is a descriptive study and the chi-square test was
used to assess the relationships between several factors
and contraceptive practice. The chi - square is a test for
independence or lack of association. It tells
statistically siginificant association between two or more

categories. Then,the chi square value results are compared
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to theoretical value 1in the <chi square table with

appropriate degree of freedom.

It 1is a very good approximation when the sample
size 1is large, but when the sample size is very small, it

should not be used (Siegel, 1988).
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CHAPTER 4

FINDINGS

This chapter contains six sections describing
socio-demographic background; personal factors ;societal
factors; source and satisfaction with service outlets.
Contraceptive used patterns and psychological factors

affecting female sterilization acceptance are attempted.
4.1 Socio-demographic background.

The socio-demographic backgroud includes age,
education, residence and religion. Half of the women are
30 - 39 years old (50 percent). The educational level of
women in Indonesia is still very 1low. More than one
third of women attended some years in the primary school
(37 percent). Less than one fifth (19 percent) never
entered school and only one fifth (18 percent) has

secondary education and higher.

Less than two thirds (61 percent) of the respon-
dents reside in rural area. The majority is Moslem which
covers 176 percent of the study population. Less than one
fifth 1is Hindus who reside in Bali (16 percent) and the

rest are Christian and others (see table 4.1).
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Table 4.1. Socio- demographic background

of the study population.

—— —— — ——————— —— . - — —— — —————— >

socio-demographic background number of cases percentage
Age
15 - 19 16 0.5
20 - 24 144 4.6
25 - 29 541 17.4
30 - 34 8256 26.6
35 - 39 739 23.8
40 - 44 517 16.6
45 - 49 328 10.5
Total 3108 100.0
Education
None 593 19.1
Some primary 1137 36.6
Primary complete 808 26.0
Secondary and higher 570 18.3
Total 3108 100.0
Residence
Rural 1916 6t.7
Urban 1192 38.3
Total 3108 100.0
Religion
Mosiem 2353 75.7
Christian Protestant 152 4.9
christian Catholics 50 1.6
Hindu 492 15.8
Others 61 2.0
Total 3108 100.0
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4.2 Personal factor differentials

4.2.1 Age

This study found different patterns of age among
Pi11, IUD, Injectables and female sterilization users (see
figure 8 in appendix). The pill users concentrated at 30-
34 years old then declined in older age groups sharply.
The same pattern also existed among the Injectable users
with slightly higher in 25 - 29 when compared with the
pill wusers. Furthermore, among the IUD users ,the trend
remained high after 30 - 34 years old and slightly declined
in older age groups. Then, the figure showed an
interesting trend of female sterilization users which was
different from the temporary users. A very low proportion
of adopters was found among the younger age groups then
increased sharply with peak level at 35 - 39 o0ld. The
average age of women practising female sterilization is 38
years old which is older than pill, IUD and injectable

users (see Table 4.2.1).

The average age of women who practised female
sterilization varies from one to another study due to
variation of time, location, sample size, coverage, source
and research design. Moreover, the results from the follow
up surveys carried out in 1984- 1986 in six countries found
that the average age of female sterilization acceptors in

Indonesia was 33 years, which was lower than this study.
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Furthermore, in Bangladesh, Columbia, El Salvadore,
Guatemala and Tunisia the average age was 28, 30.7, 28.1,
30.1, and 36.2 years old respectively ( Landry, 1991). In
addition, studies in Java Bali" (Indonesia) and Columbia
showed a declining trend in average age of female sterili-

zation acceptors (Azwar, 1986; Timothy et al, 1990).

According to a demand of female sterilization,
older women in Costa Rica intended to use female
sterilization rather than other contraceptive methods

(Barrantes and Mc Carthy, 1982).

Result from chi square test showed that there was
"a statistically significant association” between age and

contraceptive practice.
4.2.2 Education

This study found that more women with high
education chose female sterilization to 1limit their
fertility. Almost one third (32 percent) of female
sterilization acceptors attended secondary school and
higher. On the other hand, one-tenth (11 percent) of pili
users, one fifth (20 percent) of IUD users and less than
one fifth(17 percent) of injectables users attended

secondary school and higher (see table 4.2.2).
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There was indeed a "strongly significant
association” between education and contraceptive practice

found in this study.

This finding was also supported by Landry’s study
(1991). She found a similar pattern in Columbia. While
in Bangladesh, E1 Salvadore, Guatemala and Tunisia women
without education held the highest proportion of female
sterilization adopters.

Table 4.2.1 Age distribution of study population by
current methods.

Age Current methods
P11 TUD  Inject Female ster.

16 - 19 0.9 0.3 0.9 -

20 - 24 4.4 4.4 7.8 1.3

25 - 29 20.3 15.2 26.2 6.6

30 - 34 29.9 24.8 29.8 20.9

35 - 39 22.2 24 .1 20.3 30.7

40 - 44 156.8 18.4 10.7 20.9

45 - 49 6.6 12.8 4.2 19.7
Total  100.0  100.0  100.0  100.0
Number of cases (819) (1331) (561) (397)
Average age  34.1  35.7  az2.5 3.0

(years)

Chi square value = 207.141, p < 0.05
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Table 4.2.2 Percentage distribution of study population
by current methods and education.

@ = e e et o e — — ———— ———— ——— o ——— — ——————— — . ——— ———— " ——— —— o —— o — - — s o e o=

Education Current methods
Pilid I. Uu. D Injectable Female ster.
None 19.8 23.1 14.4 10.8
Some primary 45.5. 33.1 37.8 28.2
Primary 23.6 24.3 31.0 29.6
complete
Secondary & 11.1 19.5 16.8 3t1.5
higher
Total 100.0 100.0 100.0 100.0
Number of (819) (1331) (561) (357)
cases

Chi square value = 135.199, p < C.05
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4.2.3 Residence.

The majority of the respondents reside in rural
areas (62 percent). This study found different patterns of

contraceptive use among women in rural and urban areas.

In urban areas 58 percent of women chose female
sterilization. On the other hand, ontly one third (37
percent) used Pill while less than one third (30
percent) used IUD and less than half (47 percent) used
injectables. This implied that permanent method was more
popular 1in urban areas while temporary methods were more

popular in rural areas (see table 4.2.3).

Being confirmed by chi square test this study also

found a “strong association between residence and

contraceptive practice.
4.2.4 Number of living children

The number of-living children usually determined
fertility of the married couples and influenced
contraceptive choice. From clinical point of view, the
best method to 1imit fertility are female and male
sterilization, then followed by IUD and Norplant. Pills
and Injections are effective contraceptive methods but need
self discipline to maintain their effectiveness. This may
cause a high failure rate with regards to side effects,

improper advice especially among women of 35 years of age
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and over (Sumapradja, 1983). The average number of
Tiving children of women who practised female
sterilization in this study is 4.7 which is higher than
the other contraceptive useirs who have less than four
children. Furthermore, after having five and more
children, the number of sterilized women increased
sharply. This proved that family size determined contra-
ceptive choice, eventhough permanent method is somewhat not
popular in Indonesia (see table 4.2.4). This condition is
due to health personnel’s influence to high parity mothers
to adopt female sterilization to prevent of high risk

pregnancies when these mothers delivered the baby.

Landry (1991) also found exactly the same result
as this study did. She found the average number of 1living
children of sterilized women in Indonesia was higher than
Bangladesh, Columbia, E1 Salvadore and Guatemala (4, 3.6,
3.4 and 4.4 for Bangladesh, Columbia, E1 Salvadore and
Guatemala respectively) Tunisia showed much higher number

of living children (6.4).

Furthermore there is a declining trend of number
of 1living children of sterilized women in Indonesia,
Thailand and Columbia (Azwar, 1986; Mikhanorn, 1987;

Timothy et al, 1990).

Soejoenoes (1984) also supported that women with

large number of living children were 1likely to accept
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female sterilization. He used data from the 5 Teaching
Hospitals in Indonesia to explain significant difference of
contraceptive use patterns between women with three Tliving
children compared with women” who have five and more
children. Only 9 percent of women with three children
prefered female sterilization , 29 percent intended to use
IUD, 30.7 percent prefered Pill and the rest did not want
to use any contraception. Moreover, women with five
children and more choose sterilization reach to 48.4
percent.

Table 4.2.3. Percentage distribution of population study
by current methods and residence

Rural 63.5 69.9 53.3 42 .1
Urban 36.5 30.1 46 .7 57.9
Total  100.0 100.0  100.0  100.0
Number of cases(819) (1331) (561) (397)

Chi square value = 120.190, p < 0.05
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Table 4.2.4. Percentage distribution of study population
by current methods and number of living

children.
Number of living Contraceptive  methods
children = -——————————- Rttt
Pill IUD Injectable Female ster.
0 0.1 - a -

1 3.1 3.3. 1.4. 1.3

2 20.5 24.5 19.1 6.8

3 26.3 28.8 27 .1 21.7

4 20.8 20.0 21.2 22.2

5 and more 29.3 23.4 31.2 48.0
Total ~ 100.0 100.0 100.0  100.0

Number of cases (819) (1331) (561) (397)

—— —— —— — — ——— —— ——— —— —— . — S ————— . f— ——— T — T — Y T ot P . . s s i e G e G e et

Average number

of living children 3.8 3.6 3.9 4.7

Notes : - due to no case

4.3 Societal Factors
4.3.1. Religion

Religion 1is one of the most important factor that
influences acceptance of contraceptive method. Moslem is a
predominant religion in Indonesia. Table 4.3.1. presents
patterns of contraceptive use in each religious group.
Female sterilization acceptance is lowest among Moslems (12

percent). While IUD 1is the most popular method in all
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religious groups. Pill ( 31 percent) is popular among the

Moslems as well as injectables (21 percent).

Among the Christians, IUD and female steriliza-
tion are quite popular meféods. IUD is the most
favourite method used by two fifths (40 percent) of
Protestants and more than one half of the Catholics (54
percent). Moreover, female sterilization covered one
fourth (25 percent) of Protestants and one third (31

percent) of Catholics.

The most favourite method among the Hindus who
reside 1in Bali is IUD. Three fourths (75.4 percent) of
Hindus used IUD as a contraceptive method (see table
4.3.1). This condition affected fertility rates in Bali
where the lowest TFR (2.5) was identified compared with the
national rate (3.3.) in 1984 - 1987 (NICPS, 1987). There
was an association between religion and contraceptive

practice.

Moreover, Badri Raj Pandi (1979) found that
religious conflicts seemed to obstruct sterilization
program in almost West Asian countries and all African
countries. Another study in Thailand also found that Thai
Buddhist wused permanent methods more than Thai Moslem
(Cupid, 1990). On the other hand, in Lebanon religion

did not appear to play a major role on a couple’s decision
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making 1if sterilization was accepted (Mroueh and Chamie,

1974).

4.3.2 Knowledge of female sterilization.

Women need proper information before making a choice.
This study found that there was significant difference of
the knowledge about female sterilization between those
having sterilization and those with other methods. The
percentage of women who did not know about female sterili-
zation was 38 percent, 27 percent, 32 percent for Pill,

IUD, Injectable acceptors respectively.

In Columbia and Thailand where sterilization was
widely accepted, the level of knowledge about this method
reached almost 100 percent (Timothy et al,1990; Leoprapai

and Thongthai, 1989).

1883% RALYY
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Table 4.3.1. Percentage distribution of study population
by religions and contraceptive methods

P i1 30.8 18.4 16.0 7.9 31.2
I UD 36.4 39.5 54.0 75.4 27.9
Injectable 20.7 17.1 4.0 7.9 9.9
Female sterilization 12.1 25.0 26.0 8.7 31.1
Total  100.0  100.0  100.0  100.0 100.0
Number of cases (2353) (152) (50) (492) (61)

Table 4.3.2. Percentage distribution of study population by
current method and knowleage of sterilization

Knowledge of Current methods

female ster. i1l IUD  Injectable Female ster.
know about ster  62.0  73.2 68.1  100.0
Do not know 38.0 26.8 31.9 0.0
Total  100.0 100.0  100.0 100.0
Number of cases (819) (1331) (561) (357)
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4.4 Source of service outlets

Source of services are available in many places.
wWomen can choose services regarding to 1its cost, the
quality of service, distance and contraceptives they

prefered.

The most important source of service outlets are the
family planning clinics, health centers and hospitaTs which
provided services to one third (66 percent) of the whole
population under study. " The respondents also sought
services from private medical doctors and midwives (see
table 4.4). 1In conclusion, the clinic based was the main
source of service. Consequently, clinic based 1is an
important key point where potential target acceptors can
be motivated and shift from temporary to long term

contraceptive methods particularly permanent methods.

As shown in this study that more than half (56
percent) of pill acceptors received services from non
clinical service outlets or others (see table 4.4.). This
non clinical service outliets consisted of family planning
field workers, family planning posts/ community
organizations, drugstore, public health posts, traditional
birth attendants etc. This proved that non health workers
are important in distributing pills at the community

Tevel. But, almost two fifths (39 percent) of pill
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acceptors still obtained the service from clinical service

outlets.

Among the 1IUD acceptgfs, the main source for
services is clinic based service outlets which covers three
fourths (75 percent) of the users followed by private
medical doctors and midwives. Those outlets provided
services to only contribute only one tenth (12 percent) of

the respondents.

Among the Injectable acceptors, clinical based
service was widely used. Three fifths (62 percent) of the
injectable wusers sought sevices from private medical

doctors and midwives.

Almost all (93 percent) female sterilization
acceptors had sterilization at the family planning clinics,
health centers, and the hospitals. The rest of 6 percent
went to private medical doctors. This proved that female
sterilization must be provided at cliinical based only. In
fact, the average of 3 to 4 clinics were available in each
regency or municipality. As a result, demand for

services was not fulfiled particularly for the rural women.

4.5 Satisfaction with service outlets

This study attempts to identify the reasons beyond
a quality of service outlets. Some medical personnels are

still reluctant to perform an operation although the
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clients have all required qualifications to have for an

operation.

This study found that g}most of the women were
satisfied (more than 90 percent) with the services provided
at the service outlets. Only 6 percent of acceptors were
not satisfied with safari and mobile clinics ( see table

4.5.1.).

Reasons beyond dissatisfaction with services are;
waiting too long, being discouraged by the staff and cost
for services. Interestingly, few users who used public
services complained about cost of services rather than
those who went for services at the private clinics (see

tablie 4.5.2).
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Table 4.4. Percentage distribution of study population
by contraceptive methods and
source of service outlets.

e s - —_— — ———————————— —— T~ ————_— ——— . V— —— — ———— — — " —— —————— —— o — o

Source of service Contracgptive methods

Pi11  IUD  Inject Femster  Total
FP Clinic/HC/Hosp 39.3 75.3 62.4 93.2 65.8
FP mobile/safari 0.1 3.7 0.5 R 1.7
Private doctor & 4.6 12.1 27.8 5.5 8.5
midwife
Others 56.0 8.9 9.3 1.3 24.0
Total  100.0 100.0 100.0  100.0 100.0
Number of cases (819)  (1331) (561)  (397)  (3108)

- ———— ————— —— " —— ————— —— —— ——— ————————— ———————— —— > o - T ——— - —— ——— a—

Note : others include family planning workers, family
planning posts/ community organizations, drugstore,
public health posts, traditional birth attendants.

Table 4.5.1. Percentage distribution of study population
by level of satisfaction and source of
service outlets.

— ——————————— —— — — —— ——— —————— — —— —— - - — —— ————— — — o —— > — —— ———

Source of service Level of satisfaction
outlets “satisfied Unsatisfied  Total
FP clinic/HC/Hosp  97.5 2.5 100 (2044)
FP Mobile/safari 94.3 5.7 100 ( 50)
Private doctor & 98.9 1.1 100 ( 397)
midwife

Others 98.0 2.0 100 ( 502)

e — . — ————————— —— ————— — — —— — — ————————— ——— —— —— T 72" " — o S o i} o e S e S
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Table 4.5.2. Percentage distribution of study population
by reasons for dissatisfaction and
source of service outlets

= - ——— ——— — ——— — ————————— — — — — ————— ———— ——— T it i o o i o e o i Mo i e

FP clinic/HC/Hosp 81.3 85.72 71.4 87.5

FP Mobile/Safari 6.3 - - -

Private doctors/ 12.4 - - -
midwife

Others - 14.3 28.6 12.5

Total  100.0  100.0  100.0 100.0

———————— — — —————— — — ——— —————_——— —— o —— —— — —————————— ] > —— 1 " s s i S 0

o e e i it S — —————————— — — T — — — T — — ——————— — — " = —— ——— ——— ———— —
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4.6 Patterns of contraceptive choice

women who switched to other methods usually had bad
experience from previous methoq§. Also switching could be
caused by medical advice, husband disapproval, cost and
inconviniences. Surprisingly, more than four fifths (81
percent) of women used single method. Those who used more
than one method were women who currently had sterilization
(24 percent). They used pill, injectables, IUD, others and
abortion before having female sterilization. (see table

4.6.1).

This shows that contraceptive method mix is still
unpopular 1in Indonesia. This condition happened due to
lack of knowledge of various kinds of contraceptive
methods, health personnel’s attitudes and insufficient time

for counselling.

on the other hand, 1in Mexico 68.6 percent
sterilized acceptors obtained temporary method before.
This pattern also occured in Columbia where 78.2 percent
sterilized acceptors used other previous methods before
having this procedure (Mannatou, 1979; Timothy et a1l,

19390).

According to contraceptive method mix,Sumapradja
proposed that pills should be used to postpone first

delivery until women reach 20 years of age then injections
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and IUD or pills should be used for spacing between 20 to
30 years of age. Four years of spacing and only two
children would be favourable. After 30 years old, women
should stop childbearing by using IUD, Norplant or female
sterilization (Sumapradja, 1983). But, this scheme was
not well adopted to all health workers especially those
who served directly to the community such as health workers

in rural areas.

Among the women who complained about side effects,
they claimed that pills and injectables caused side effects

much more than any other methods (see table 4.6.2).

In addition, the main problem is health concerns
which covers almost onehalf half (46 percent) of women who
suffered from side effects. Furthermore, of two third pill
acceptors complained about health concerns (67 percent),
followed by others (17 percent) and personal reasons (13

percent).

Among the IUD users, health concerns are the main
problem. In this group, method failure contributed a
higher rate of complaint than in the pill group (13 percent
against versus 3 percent). Less side effect of female and
male sterilization was mentioned. Interestingly, one case
of female sterilization switched to IUD and one case of
male sterilization complained about personal reason (see

table 4.6.2.). Few years ago, low dose oestrogen was more
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preferable than high oestrogen pills due to 1less side
efeects. Furthermore, DMPA gives high occurance and 1long
duration of amenorrhoe and normally users gain weight when
compared with Noristerate. "As a result, there 1is no
certain pattern among those who switch from pilis to IUD
and vice versa.

Table 4.6.1 Percentage distribution of study population
by current method and previous contraceptive

methods

“Previous method current method

Pi11  IUD  Inject  Femster Total
None 76.0 86.3 82.9 75.8 81.6
Pil11/ Inject 14.0 7.8 9.4 10.1 10.0
IUD 6.2 0.2 4.3 7.3 3.4
Female/Male ster ~ 0.2 = - 0.1
Abortion = 0.9 I 1.8 0.6
Other 3.8 4.5 3.4 5.0 4.3
Total  100.0 100.0 100.0 100.0  100.0
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Table 4.6.2 Percentage distribution of study population who
have side effects by previous methods

— — ——————— ———— . ——— —————— — ——— T ———————————— . T —————————————

Previous Number of cases Percentage
methods
e s o o
Injectable 155 27.2
IUD 107 18.7
Female ster 1 0.2
Male ster 1 0.2
Abortion 19 3.3
Condom 47 - 8.2
Other(traditional) 84 14.7

——— - ————————— — ——— —— ———— — —————————— ———— — ——— ——————— —— " ——— -
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Table 4.6.3. Percentage distribution of study population by previous

method and side effects.

Side effects

Previous method

Pill Inj IUD "Femst Malst Abort Condom Total
Health concern 66.9 54.8 57.0 - - 26.3 8.5 46.3
Method failed 3.2 0.7 13.1 100% - 5.3 8.5 7.9
Acess/avail 0.6 5E2 = = - <A 2.1 1.8
Personal 12.7 19.3 5.6 - = 10.5 44.7 13.5
reasons
Other 16.6 20.0 24.3 - 100* 57.9 36.2 30.5
Total 100.0 100.0 100.0 100.0 100.0 100 100 100.0

Number of cases (157)

(155) (107)

(1) (1) (19) (47) (571)

Notes: personal reasons include inconvinient to use,religious

belief, husband disapproval, infrequent sex, fatalistic.

* : due to small cases (less than five).
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4.7 Psychological impacts of female sterilization

The purpose of this section is to find
psychological impacts after having a permanent method. Of
97.4 percent female sterilization acceptors did not regret
to have sterilization. Few cases (2.6 percent) felt
regret to their decision. Unfortunately, there is no
explanation why they regret after having operation. From 6
surveys conducted in 1984 - 1986, Landry found that in
Indonesia 95.2 percent of acceptors did not regret to
their decision (Laundry, 1991).

Table 4.7 Percentage distribution of regret feeling
after having operation

Regret feeling Percentage Number of cases
Do not regret 97.4 375

Regret 2.6 10
Total 100.0 385

Note : 12 cases are missing.



CHAPTER 5
CONCLUSIONS, POLICIES IMPLICATIONS

AND RESEARCH PERSPECTIVES

5.1 CONCLUSIONS

This study found different characteristics of the
temporary contraceptive users and the permanent contracep-

tive users.

Half of the study population aged between 30 to 39
years ol1d, with low educational level, 1living 1in rural

areas and the majority of religion is Moslem.

The average age of study population are 34.1, 35.7,
32.5 and 38 years old for Pill, IUD, Injection and female
sterilization acceptors respectively. Older women are more
likely to accept female sterilization than their younger
counterparts. Among the wusers, they have different
educational attainment. Female sterilization adopters
have higher level of education compared with those who use

pills, IUD and injectables.

Most female sterilization acceptors reside in urban
area, on the other hand, acceptors with other temporary
method live in rural areas.

Nuﬁber of living children differs among contracep-

tive users. The women who have five children and more are
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more likely to accept female sterilization than those with
fewer children. The average number of living children of
female sterilization acceptors 1is five while other

temporary users have less than four.

Non Moslem acceptors accept female sterilization
more than their Moslem counterparts. The most popular con-
traceptive method 1in all groups is IUD. Furthermore, 1in

Hindu society IUD is widely used.

There 1is a gap between women with temporary
methods and those with permanent method about knowledge of

female sterilization.

The main service outlets for all contraceptive
methods are hospitals, health centers and family planning
clinics and almost all respondents are satisfied with the
services. The reasons of dissatisfaction with services are;

waiting too long, being discouraged, cost and others.

Contraceptive method mix is still unpopular in
Indonesia. Pills and Injections are the methods caused

side effects. The main problem is health concern.

Almost all female sterilization users did not regret

for their decision to have sterilization.

In conclusion , this study found several prominent

factors affecting low acceptance of female sterilization
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in Indonesia. Those factors include age, education,
residence and religion. Furthermore, number of 1living
children and knowledge about female sterilization also
influence female sterilization acceptance. Statistic
significance between those factors are shown in this study.
Female sterilization acceptors seem to be older, and have
larger number of living children. They reside in urban
areas and have higher education when compared with non

permanent acceptors.
5.2 POLICY IMPLICATIONS

The strategic action should be taken to increase

female sterilization acceptance under these following steps:

1. Information, Education and Communication should
be more openly and widely implemented to the potential
target acceptors and their families. The IEC activities
should include person to person approach, posters, leaflets
and focus group discussion at ante natal care, delivery
wards, paediatric department of the hospitals, family
-planning clinics and health centers. Person to person
approach should be most appopriate to women during post
partum period.

2. The religious scholars especially 1in rural
areas should have comprehensive information about

contraceptive methods. Field trip to observe steriliza-
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tion operation in the hospitals and group discussion
should be offered to them.

3. The professional should accept permanent
method as a tool to control population growth especially in
the populous provinces.

4. Availibility and accessibility of sterilization
operation throughout the country or with high priority to
populous areas should be attempted.

5. Nurses, midwives and traditional birth atten-
dants who have close contact with potential target
acceptors, should receive refreshing course and training
about both female and male sterilization and other 1long
term contraceptive methods such as IUD and Norplant, so
that they can distribute information and knowledge to

people.

5.3 RESEARCH PERSPECTIVES

1. Research with specific designs to explore female

or male sterilization acceptance are needed. The
qualitative and quantitative designs are highly
recommended.

2. Study of cost effectiveness of various contra-

ceptive methods especially long term contraceptives versus

short term contraceptives should be attempted.
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3. The 1impact of a voluntary sterilization to
socio-economic development at either micro or macro level
should be carefully studied.

4. The 1impact of a ;b1untary sterilization on
Mother and Child Health Care Programme should be emphasised.

5. Research 1in improving medical technology es-

pecially for reversal technique should be done.
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FIGURE 2: FORTILITY TREND
1985-1987
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