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ABSTRACT

Female steril ization .is a un.ique contraceptive
method. There ar€ many factors influencing its acceptance.
This study explores factors involved personal , societal ,

source and satisfaction of service outlets, patterns of
contrac€ptive use and psychological effects.

This study utilizes the 1987 National Indonesia
Contraceptive Prevalence Survey which covers 20 provinces

out of 27 provinces of Indonesia. This sturly is a

descriptive study. A total number of 3108 cases are drawn

from 11,884 cases. The sample consists of 819 pill us€rs,
1331 IUD users , 561 injectables users and 397 are female
steriI ization users,

The resuIts reveat h.igh IeveI of acceptance of
female sterilization among urban women in o.lder age groups

and high education. In Mo61em society this method gains
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Iow level of acceptance. The level of knowledge of female

steri I ization seems I imited. The contracept.i ve mix is
sti lI unpopular in Indonesia. The services for al I

methods are mainly obtained from health centers, family
planning clinics and hospitals. Almost   all   the

respondents are satisfied with the services. Alnir:st al I

sterilized women do not regret to their cho.i ce.

Statistically significant association between variables

such as age; educati on; resi dence; religion and

contraceptive practice are shown in this study.
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CHAPTER l

BACK00UN0 0F THE STUOY

t. t Introduction

Indonesia is the fifth largest population country

in the wor'ld. The latest 199o population census indicated

that the total population of Indonesia was 179,321,641. The

problems of a large population are further compounded by

th€ very variable population density. Java and Bal i islands

j. which represent only 7 percent of the area of the whole

country are inhabited more than 60 p€rcent of total

population (see figure 1 in appendix).

A large population makes it difficult for the

Government and people to improve the qual ity of life with

social welfare, high education, occupational opportuni-

ties, health services, food, housing and oth€r services.

However, there is a declining trend of total ferti-

lity ratea in Indonesia. The Population C€nsua'the I985

Int6rcensal Population Census and the 1987 National

Indonesia Contraceptive Prevalence survey al l show

that the fertility estimates 5.5 in 1967 - 1970 ; 5-1 in

1971 - 1975 ;4.6 in 1976 - 1979; 4.3 ln 1981 - 1984 and

3.3 in 1984-1987 respective ly. In addition, thcre 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 appgndix).



The first fami ly planning activities

2

in Indones i a
were initiated by The Indonesian planned parenthood

Federation in association with th€ International pianned

Parenthood Federation. Being anare 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 programm€ in 1956. Later, in
'I 968, the Government of Indonesia estab.lishod the Natlonal
Family Planing Coordinating Institute.Two years later this
Institute was reorganized and b€came a National Fami 1y

Planning Coordinating Board (NFPCB or BKKBN) in an effort
to achieve rapidly and effectively fanrily planning activi_
ties. This board reports di rectly to the president. The

fami 1y planning program activities were implemented in
three phases, based on priority, magnitude of problems,

human resources and budget. The first phase was .l aunched

in the Fi rst Five year Development plan( .l969/197O to
1973/1974) and began in the six densely populated
provinces in the Java and Bali. Moreover, the second
phase was expanded in the Second Five year Deve I opment

Plan (1974/1975 to 197A/1979)and covered all provinces in
Sumatra, Nusa Tenggara Barat, yest Xalimantan and South

Sulawesi. These provinces are classified as the ,,Outer

Java Bali Region I" in the developnr€nt of the Fani1y
Planning Program. Final ly, the third phase waa begun in
the Thi rd Five year Development plan ( 1979,/l9gO to

,\



1983/1984), and the remaining provinces were covered

named as the "Outer Java Bali Region II".

As in many other countries, family planning ln
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 ava.i lab'le

from publ ic service outl€ts. Forthcoming I imitation
budget for family planning program neither from the Govern-

ment nor foreign donor agencies proposed NFPCB has tried to
develop a financially viable system when people pay for
services. This new policy is cal led "self rel iance" schenre

(KB "Maidiri") which is still in the beginning process

with the doubtful results .

1.2  Problom ldentiflcatlon end Juetiflcatlon

Although there is remarkable progress in reducing

ferti f ity rates in Indonesia,significant fami ly planning

program constraint sti I I exist. The 1987 National

Indonesia Contraceptive Prevalenc€ Survey (NICpS)found that
Contraceptive Prevalence Rates was not very high, only 47.1

percent. This figure was lobrer than the other ASEAN

countries (see figure 4 in appendix).

Furthermore, perman€nt method is less popular in
Indonesia than temporary methods. The l9a7 ilICpS found

that contraceptive us6 patterns urere 3.1 percent for



4

female steri lization, 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
Norp]ant, 1.2 percent for abstinence, 1.3 percent for
withdrawal and 1.2 percent for other methods (see figure s

in appendix).

In Indonesia, political and religious views make the

promotion of steri I ization through mass media campaign

unacceptable. Furthermore.steri I ization is excluded from

the National famiiy Planning Program. The absence of the

official government endorsement creates obstacles and

prevents the satisfaction of an al ready existing popuiar

demand (Suyono, 1979). Consequently, though demographers

and profess ionals are aware of the importance of steri-
Iization in any population control program, but the

acceptance rate is sti l I very low in Indonesia.

Therefore, this study aims to provide informa-

tion for program administrators and policy makers about

factors influencing female steriIization acceptance.

Expectedly, findings from this study can be implemented as

a policy to increase female sterilization acceptance.



'I .3 Objectlves

The objectives of this study are as fol lowe:

1. To compare the diffe.rent characteristics of th6

temporary method users (PiIl, IUD and Injectable) and th€

permanent method users who do not want anymore chi ldrsn.

2. To examine source of service outl€ts used by

potential users and their satisfaction with the services.

3. To study patterns of contraceptive method

choi ce .

4. To study the psychological i mpacts of female

sterilization,

1.1. Conccptual f rarnrork rnd Hypothoa..

The personal and societal factors rill influcnce

contraceptive practice whether the women choose temporary

or permanent m€thods. The personal factors lnvolve a9e,

education residence and number of living chi Idren. l,lore-

over, the societal factora such as rel igion and knowledge

about steri l ization are observed as the determinant

factors. Source of service outlets will determine contra-

ceptive choice, and satisfaction with service outlets will
reflect the qual ity of service outlets. In addition,
previous contraceptive experience and psychological €ffects
after having steri I ization operation are factors affecting
contracepti ve practi ce.
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Hirc-slhescs

1 . The steri 1 i zed 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 b/omen are more likely to have steriliza-
t ion than rural women.

4. Women with a larger number of living chi ldren

are more likely to have steri I ization than their count€r-

parts who hav fewer children,

5. An acceptance of female steri I ization is

different among different religious group,

6. l{omen with steri lization have a higher 'level

of knowledge of female steri l i zation than those with

other temporari ly modern methods.

1.5 Operational Defi ni tions

1.5.1. Ase is divided into 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 p€rmanent and the temporary contraceptive

users.

1.5.2. Education is measured by the number of years

in schools. In Indonesia the compulsory education is six
years and another three more years for a secondary
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ievel. A level of education is classified into four

categories; no eduation, incomplete elementary level,
complete elementary level or some years in secondary

schools and fourthly secondary school or higher.

1.5.3. PIace of residence, is divided into two

categories; rura l and urban,

1.5.4. Number of Iivinq children means the total
number of living chi ldren both staying with the mothers and

'I iving e l sewhere.

1.5.5. Reliqion is divided into five recognised

religious groups; Moslem, Protestant , Cathol ic , Hindu,

Buddhist and others.

1,5.6. Knowledge about female steril ization is
derived from the combination of questions asking "Have you

ever heard of female steri lization which women can have to
avoid having more chi ldren?". and "Where would you go

to obtain this method if you wanted to use it?" and "What

is the main problem, if female sterilization is adopted?".

If the woman can answer three questions properly, it means

that they know very wel l about female steril ization.

1.5.7. Service outlets are assessed from the
three questions asking "l{here did you obtain your method
'Iast time ? "or "Where did the steriIization had been

taken place ?" or "Where or from whom did you get this
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method ?" Answers wi l l consist of severai sources of

serv'i ces such as cl inics, health personnel or non health

personnel and mobi le units.

1.5.8.  Satisfaction  with service outlets is
you did

give a

assessed from questions asking "Was there anything

not Iike about the service ?" Respondents wilI
chance to raise their important reason.

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

after having steri Iization operation.

1.6 Organizatio?r of the atudy

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 steri l ization
acceptance in Indonesia; advantages and disadvantages of

female steri I ization; Abdel Omran Model; relevant

studies with factors affecting steri lization acceptance

and a summary. Chapter three describes methodology used

in this study. Chapter four involves the anaiysis of
findings. The last chapter covers conclusions and pol icy
'impIications.
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CHAPTER 2

LITERATURE REVIEW

This chapter wi I I discuss patterns, levels and

trends of female sterilization in Indonesia and other

countries. The advantages and disadvantages of female

steri l ization, Omran Mode l as a basis of a conceptual

framework emphasising on factors affecting steri I i zation

acceptance , relevant studies and summary are attempted.

2.1 Patt€rns, Ievels and trends of fsmale steri lization

in I ndones i a

Professiona'l in Indonesia used term "secure contra-

ceptives" (Kontrasepsi mantap= Kontap) as a term to convey

the meaning of an artificial inferti l ity so that a

negative image can be reduced. Secured contraceptives

inc'lude long term and cl inical dependent contraceptives

such as female and male sterilization, IUD and Norplant.

In recent years many professional alI over the world used

"surgical contraceptive" to refer to steril ization 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 steri l ization is not strongly emphasized

in the Government's famiIy planning program' steril ization

is nevertheless avai lable and being expanded actively in
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many governmental and nongovernmental un'i ts. The non-

governmental fami 1y planning association has been

appointed by the Government to coordi nate voluntary steri-

I ization services. Clients usual ly pay a partial cost if

the service is requested (Landry, 1991).

The role of the Indonesian Association for Secured

Contraception ( IASC) is very important in expanding a

voluntary steri lization programme. Medical personnel are

recruited for training and instruments are provided as welI

as upgrading of facilities and research. The programme

was undertaken with support from foreign agencies as wel l

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

To prevent compl ications, legal aspects and

mortal ity, medical criteria are set up and screening of

el igible acceptors is strictly treated. The criteria
include number of I iving chi 1dren, legal and stable

marriage, consent, free from contra indication of

ope rat i on . Counsel I i ng must be performed before

operationai procedure (Sastrawinata and Bratakoesoema,

1982; Hanafiah, 1988).

There are 1170 clinics to provide male and female

steri I ization (as of June 1986). The number represents a

ratio of three to four cl inics located in each

regency or municipal ity (Azwar, 1986). Beside cl inic
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based, there are mobile units avai lable in some areas.

These mobi le uni ts can i ncrease acceptance rates with a

sim'i lar quality with clinic based ( Soeherman ' 1982; Warsito

1989; Siswosudarmo and Wars'i to 1989). IASC sets a minimum

standard to perform this operation in terms of personal ,

equipments jncluding live saving equipments and materials

(Sihombing, 1986; Djajadi laga, 1986 ).

The number of steri I i zation acceptors are

increasing year by year, but the contraceptive prevalence

rate js still very 1ow. In 1987, the rate was 3.3

percent in 1987 and sl i ghtl y i ncreased 4.6 percent i n

1986,/1987 (NICPS, 1987 ; Azwar 1987) ' The trends of

steri I ization aceptors in 1974/1975 to 1986/1987 are

i llustrated in figure 6 in appendix.

on the other hand, sterilization accounts for over

one third of contraceptive users in the world. The highest

preva lence rate of sterilization is found in Canada, the

Republic of Korea and Puerto Rico where 40 - 44 percent

of couples are steri I ized (United Nation, 1988). In most

countries, male steri I i zation is much less popular than

female sterilization, and the difference is increasing

rapidly (Leoprapai, 1979; United Nations, 1988). In

Indonesia, the ratio of Tubectomy: vasectomy was 6: 1

( Azwar, 1 986 ) . The female steri l ization became more

popular with use of a mini laparotomy as it is a simple



techn i que .

to reduce

doctors can

1984).

procedure   safely ( Soejoenoes,

In  recent years

complications,

perform this

12

local anaestheth i cs were used

Therefore, trai ned medical

In countries like Indonesia, where a mass campai gn
could not be done, the International planned parenthood

Seminar held in .l987 sugggsted person to person approach to
overcome negative attitude. This has been done in Klaten
Yogyakarta. Satisfied acceptors are recruited as to be
motivators their commun.i ty. The resu.l ts of this approach
are approved by rocketting number of acceptors
(Soeherman, :992). In BraziI, public advertisement such as
magazines effectively increased the number of
acceptors ( Fore.i t et al , t 9g9 )

2.2 The advantages and disadvantag€s of female

sterilization

The supremacy of steri I i zation is    its

effectiveness, high continuation rate without further
service, supply or effort (Nortman .,979; Kee Chun Han 1979;
Hanafiah, 1981 ) . It causes less side effects and iow
failure rates when compared with other temporary methods
( Suprono, 1983 ; Cheng et a1 , 1977; Mumford et al i 98O;

Warsito, 1993). Low incidence of morta.l ity anct highest
rates of birth averted are the benefits of this method



( Green ,

1 e8s ) .
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1978; Rosenberg et a], 1980; Population Reports,

The disadvantages of.^this methods are its per-

manency, risks of operation and the possibility of method

failure (Landry, 199o). Among the Moslems, they believed

that art ifi ci al i nferti I i ty shoul d not be accepted accord-

ing to rel igious rules. However, with an advanced

techn ique for a reversal , steri l ization became more

acceptable in many countries (Zatuchni, 1979). The fatal i-

ty rate of female sterilization due to operation is very

low. In Indonesia, Warsito (1983) found that the rate was

0.1. The fatal ity rates vary from time to time, place to

place and person to person. With the improvement of medical

technology the fatal ity rates become lower and lower. The

fatal ity of vasectomy is zero and the procedure is easier

and faster than tubectomy. Especial 1y with a nonscalpe l

technique which was imp lemented in Thai land since

1985,fears of operational compl ications became less strong

among the male acceptors (Ratana-olarn and Gojaseni, 19e7).

2.3 Abdel Omran l.lodel ( 1979)

This study makes use of the Abdel Omran Model

explain factors affecting steril ization acceptance.

omran classified personal attri butes as individual

characteristic backgrounds. Since couples I ive in

to

（
．



attitude of the couples. Simi 1ar1y, attitude of the

professional can influence the couple's choice. woman

seeks a particular source of Sbrvice after a decision has

been made. Thus, most reachable and qualified outlets w'i 11

increase the acceptancerates. The psychological and

physical factors of steri lized acceptors after operation

wi II affect society and proffessional's attitude. (see

figure 7 in appendix for a complete model ).

2.4 Factors affecting female steritization acceptance

2.4.1.

communities, soc'ietal factors will

2.4.2. Educat i on

Many studies showed

educati on and contracepti ve

in El Salvador, England and

Cannn,1976). Timothy et al

14

al so 'i nf Iuence

a positive reIationship between

preva l ence. Especially studies

Ph i 1 i pp i nes ( Fe rgussonn and Mc

(1990) found that women with

Age.

Age is an important personal factor which influences

fami Iy planning behaviour, attitude and practice. The

increase of age may determine contraceptive choices,

especial ly for I imiters. They prefer long term or

permanent contraceptive methods. As found in many studies

there is a relationship between the increase of age and

number of sterilization acceptors ( Warsito, 1983 ; Un'ited

Nati on, 1988 ) .
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hi gh education adopted fema le steri I i zation more than

their counterparts with low education. The reason given to

their choice was that women with high education obtained

easi Iy information and easi Iy aiJopted new 'i deas. Moreover,

they joined the ]abour force and to limit their family size

would be only an alternative to improve their qual ity of

'life.

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 accessibi l ity and

availability of service outlets in urban areas. Similarly'

in Indonesia female steri l ization is performed in the

hospitals and some health centers which are located in

urban areas and this make services more avai lable to the

urban users.

2.4.4. Number of living chi ldren

The number of I iving chi ldren determines

contraceptive practice. There is a positive relationship

between the number of I iving chi ldren and contraceptive

practice. Those who do not want any more chi ldren are more



1ikeIy to choose reI iable methods.

Chamratrjthi rong et a] , 1987 ) .
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(Sumapradja, 1982;

2.4.5. Rel igion.

Although the majority of Indonesian are MosIems,

other rel igions are also adopted freely. The Indonesian

Scholar Counci l prohibited both female and male

steril ization in 1969 to 1979. Later, steri lization was

permitted for only medical reasons (.lunaidi, 1982). Also

in many countries religious proscriptions were once thought

to be strong detriments to the acceptance of contraceptive

steri lization (Lubel I and Frischer, 1979). The latest

progressive decision of Indonesian Moslem Leaders have

agreed that a voluntary steri lization is an acceptable

form of contraception (Population Headl iners, 1991).

2.4.6. Knowledge of female steri I i zation

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 steri lization between those having sterilization and

those who are practising other temporari 1y modern methods.
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2.4.7.

out lets.

Source and satisfaction with the service

In Indonesja, the avai.labi l ity and accessibi l ity of

service for steri l'i zat'ion is as one of the constrai nts for

providing the services to people. In some areas, problems

are solved by using mobi le clinics. The mobi le clinics

help increase the number of female sterilization acceptors

(Widjajanto 1983; N i rapathpongpo rn , 1987; Siswosudarmo and

Warsito 1989 ) .

Satisfied acceptors as motivators could influence and

increase steri l ization acceptance. However, rumors stop

people from considering steri lization as a means of birth

control (Soeherman 1984; International Planned Parenthood

Semi nar, 1987 ) .

2.4,8. Previous contraceptive method experience.

Most couples who made their decision to limit

their family size by using female sterilization had used

other temporary methods before ( Uni ted Nat ions, 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 wi I I 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-

I 'i zat ion operati on

Some of female steri Iization acceptors can have a

feel ing of regret after having steri I i zation. The reasons

may include religious belief , loss of chiIdren or marriage

disruption. tv i th these I i fe events , coup I es fee I

re Iuctant to adopt female steri Iization.

2.5. Surmary

After reviewin9 the I iterature , several factors

which affect female steri l i zation acceptance were

highlighted. There were curvilinear relationships between

a9e, education, number of l iving chi ldren and female

sterilization acceptance. rn urban areas female steri liza-

tion hras more acceptable than in rural areas. Rel igion is

one of the most important obstacle affecting female

steri I i zation acceptance. Service avai l ibi l ity and

accessibility, combined factors, could prevent users from

adopting female steri lization. The majority of permanent

users had used temporary contraceptive methods before

adopting female steri lization. Addit'i onally, a quality of

service outlets, experience of previous contraceptive

methods and psychological factors due to female

sterilization played a significant role in understanding

the process of a decision - making among the users.



CTIAPTER 3

I{ETHOOOLOGY

This chapter discusses about sourcs of data,

sampl ing frame and sample "jr", data processing and

analysis.

3.1 Sourco of data

This study utilized data from the National

Indonesia Prevalence survey, conducted in 1987 by the

Central Bureau of Statistics and the National Faml 1y

Planning Coordinating Board col laboratlng nith tho

Institution for Resource Devel opment/ l{estinghouse, USA.

Th€ survey covered 20 provinces from th€ total of 27

provinces of Indonesia. S€v€n provinces r€re omitted

because of logistic difficulties and they were inhabit€d by

only 7 p€rcent of total population. The data r€re

colIected by trained interviewera on a household basis.

Structured and pretested questionnaires rere used, These

questionnaires w€re compl ied with the standard of tlor'ld

Demographic Health survoy.

3.2 Sanpl ing frarp and 8a0lo slze

Two stage sampl ing procedures w€re used, The first
stage was to select the number of c€nsus blocks. The

census blocks ar6a are statistical Iy formed before th€ 19AO

Population Census and contain approxlmately 1OO
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households. At the second stage, households were selected

through a systematic random sampl ing method' By this

procedure, the households were se lected systematical ly

from each samPle census block'-

original 1y, the sample si ze consisted of 11 '884

women aged 15-49 years o1d. This study selected respon-

dents with the fol lowing criteria:

a) currently married women aged 15 - 49

b) women currently used pills or IUD or inject-

ables or female steriiization.

c) women aged 15- 49 who do not want anymore

additional children' The sample size consisted of 31oB

cases,andweredividedintofourgroups;819pi11users;

1331 IUD users; 561 injectable users and 397 female

steri l i zation adoPters'

3.3 Data Proceaaing and analysia

To process data, the SAS program was used' This

research is a descriptive study and the chi-square test t'as

used to assess the relationships between several factors

and contraceptive practice. The chi - square is a test for

i ndependence or 'l ack of associ at ion ' It tel ls

statistically siginificant association between two or more

categories. Then,the chi square value results are compared



to theoretical value in the chi

appropr i ate degree of freedom.

21

square tab le wi th

It is a very good approximation when the sample

size is large, but when the sample size is very smal1, it
should not be used (Siegel, 1988).



CHAPTER 4

FINDINGS

This chapter contains six sections descri bing

socio-demographic background; personal factors ;societal

factors; source and satisfaction with service outlets.

Contraceptive used patterns and psychological factors

affecting female steri lization acceptance are attempted.

4.1 Soc i o-derngraph i c background,

The soc i o-demog raph i c backgroud includes a9e,

education, residence and religion. Half of the l{omen are

30 - 39 years o]d (50 percent). The educational level of

women in Indonesia is still very low, More than one

third of women attended some years in the primary school

(37 percent). Less than one fifth (19 percent) never

entered schoo'l 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 76 percent of the study population. Less than one

fifth is Hindus who reside in Bali (!6 percent) and the

rest are christian and others (see table 4.1).

;.
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Table 4.1. SOcio―
of the

demograph I c background
study population.

Soc i o-demograph i c background number of cases percentage

15 -
20 -
25 -
30 -
35 -
40 -
45 -

16
144
541
825
739
517
326

0.5
4.6
17.4
26.6
23.8
10.6
10.5

９

４

９

４

９

４

９

１

２

２

３

３

４

４

Total 3108 100.0

Educat i on
None
Sorne primary
Primary complatc
Secondary and hi gher

593
1137
808
570

19。 1

36.6
26.0
18.3

Total 3108 100.0

R6a i d€nc€
Rural
Urban

1916
1192

61.7
38。 3

Total 3100 100.0

Rel iqion
l,loslon
christldr
chr l stl an
Hlndu
othert

Protaatrnt
Grtho I ics

2353
152
50
492
61

75。 7
4.9
1.6
15.8
2.0

Total 3103 100.0

ヽ

Age
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4.2  ,● r30nal factor dlff● rontl●18

4.2.1 Age

This study found dif?erent patt€rns of age arnong

PilI, IUD, Injectables and female sterilization users (see

figure 8 in appendix). The pill users concentrat€d at 30-

34 years old then decl ined in older age groupa sharply.

The 6arne pattern also existed among the Injectable userE

with sl ightly higher in 25 - 29 when compared with the

pi'l 1 users. Furtherrnore, amcrng th6 IUD us€rs ,the trend

remained high after 30 - 34 years old and slightly declined

in older age groups. Then, the figure shored an

interesting trend of fema'le steril izatlon usera rrhlch was

different from the temporary users. A very low proportion

of adopters was found among the younger age groupa then

increased sharply with peak level at 35 - 39 old. The

average age of women practising female steri I lzation is 38

years old which is older than pill, IUD and injectable

users (sse Table 4.2.1 ).

The average age of xomen who practised female

steril ization varies from ons to another study due to
variation of time, location, sample sizo, coverage, Sourcs

and research design. Mor6ov6r, the results from the fol low

up surveys carried out in 1984- 1986 in six countries found

that the average age of female steri I lzation acc€ptors in
Indonesia waa 33 yeara, which was l ow€r than this study.
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Furthermore, in Bangladesh, Columbia, El Salvadore,

Guatemala and Tunisia the average age was 28, 3o.7, 24.1,

3O.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 steri lization,

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 statistical ly significant association" between age and

contracopti ve practi ce.

4.2.2 Educat i on

This study found that more women with high

education chose female steri I i zation to I imit thei r

fertil ity. Almost one third (32 percent) of female

steri'l i zation acceptors attended secondary school and

higher. on the other hand, one-tenth (11 percent) of pill

users, one fifth (2O percent) of IUD users and ]ess than

one fifth( 17 percent) of injectables us€rs attended

secondary echoo'l and higher (see table 4.2.2).

^\

A



ハ

26

There was indeed a "strongly significant
association" between €ducation and contraceptive practice

found in th is study.

This finding was also supported by Landry,s study

(1991). She found a similar pattern in Columbia. While

in Bangladesh, El Salvadore, Guatemala and Tunisia women

without education held the highest proportion of female

steri 1i zat ion adopters.

Table 4.2.1 Age distribution of study population by
current methods.

Age Current methods

Plll IUD Inject Female ster.

15

20

25

30

35

40

45

19

24

29

34

39

44

49

0。 9

4.4

20.3

29.9

22.2

15.8

6.6

0.3

4.4

15.2

24.8

24.1

18.4

12.8

0.9

7.8

26.2

29.8

20.3

10.7

4.2

1.3

6.6

20.9

30.7

20.9

19.7

Tota l

Number of cases

100.0

(819)

100.0

(1331)

100.0

(561)

100.0

(397)

Average age
( years )

34.1 35.7 32.5 38.0

ハ

Chi square value = 2O7.141 , p < O.O5
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Tabl e 4.2.2 Percentage djstri bution of etudy popul ation
by current methods and education.

Educati on Current methods

P i I 1 I. U. D.'" Iniectable Female ster.

None 19.8 23.1 14.4 lO-8

Some primary 45.5. 33.1 37.8 28.2

Primary 23.6 24.3 31 .O 29.6
comp'lete

Secondary & 11.1 19.5 16.8 31.5
hi gher

丁otal       100.0       100。 0      100。 0      100.0

Number of   (819)      (1331)    (561)     (357)
cases

Chi square value = 135.199, p く 0。 05

A
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4.2.3 Res i dence.

The maiority of the respondents reside in rural

areas (62 percent). This stud-y 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, only one third (37

percent) used Pi1l 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 in 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

contracept ive practice.

4,2.4 Number of 1ivin9 children

The number of living chi ldren usual ly determined

ferti l ity of the married couples and influenced

contraceptive choice. From clinical point of view, th€

best method to limit fertility are femal€ and male

steri lization, then followed by IUD and Norplant. Pills
and Injections are effective contraceptive methods but need

self discipline to maintain thei r effectiveness. This may

cause a high failure rate with regards to side effects,
'improper advice especial ly among women of 35 years of age

a
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and over (Sumapradja, 1983). The average number of

I iving chi ldren of women who practised female

steriIization in this study is 4.7 which is higher than

the other contraceptive usei"S 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

populalin Indonesia (see table 4.2.4). This condition is

due to health personnel's inf luence to high parity mothers

to adopt female sterilization to prevent of high risk
pregnancies when these mothers del ivered the baby'

Landry (1991) also found exactly the same result

as this study did. She found the average number of living

chi ldren of steri lized women in Indonesia was higher than

Bangladesh, Columbia, EI Salvadore and Guatemala (4, 3.6,

3.4 and 4.4 for Bangladesh, Columbia, El Salvadore and

Guatema'la respectively) Tunisia showed.much higher number

of Iiving chi ldren (6.4).

Furthermore there is a declining trend of number

of l iving chi ldren of steri I ized women in Indonesia,

Thai land and Columbia (Azwar, 1986; Mikhanorn, 1987;

Timothy et al , 1990).

Soejoenoes (1984) also supported that women with

number of 1iving chi ldren were Iikely to accept'I arge



30

female sterilization. He used data from the 5 Teaching

Hospitals in rndonesia to explain significant difference of

contraceptive use patterns between women with three living

chi ldren compared with women' who have five and more

chi ldren. Only I percent of women with three children

prefered female steri lization , 29 percent intended to use

IUD, 30.7 percent prefered Pi11 and the rest did not want

to use any contraception, Moreover, women with five

chi ldren and more choose steri lization reach to 44.4

percent.

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

Res i dence Current l.lethods

Plll U  D   Injectable Female ster.

^

Rura l

Urban
63.5

36.5

69。 9

30.1

53.3

46.7

42.1

57.9

T o t a I 100.0

Number of cases(819)

100.0

(1331)

100.0

(561)

100.0

(397)

Chi square value = 120.190, p く 0.05
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Tab'le 4.2.4. P.rcentags distributlon of study populatlon
by current m€thods and number of living
chi l dren.

^

Number of I iving
ch i 'l dren

contraceptive m€thods

Plll IUD Injectable Femal€ ster.

o

1

2

3

4

5 and mor€

3.3.

24.5

28.8

20.0

23.4

0.1

3.1

20.5

26.3

20.8

29.3

1.4.

19。 1

27.1

21.2

31.2

1.3

0.8

21.7

22.2

48.0

Total

Number of cases

100.0

(319)

100.0

(1331)

100.0

(501)

100.0

(397)

Average numbor

of I iving chi ldren 4.73.93.63.3

ベ

Notes : - due to no case

4.3  8oclotal Factor●

4.3.1. Rellglon

Rel lgion is one of the most i rportant factor that
inf 'luences acceptanc€ of contracepti ve mothod. Moslsm is a

predominant religion in Indonesia. TabI€. 4.3.1. preaents

; patterns of contraceptiv€ u€e in each religious group.

Femal€ steri I ization acceptance is I owest among l.{oc l ems (t2
percent). l{hile IUO is ths rnoat popular method in all
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Pill ( 31 percent) is popular among the

injectables (21 Percent) '

Among the Christians., IUD and female steriliza-

tion are quite popular methods' IUD is the most

favourite method used by two fifths (40 percent) of

Protestants and more than one half of the Cathol ics (54

percent). Moreover, female sterilization covered one

fourth (25 psrcent) of Protestants and one third (31

percent) of Cathol i cs.

The most favourite method among the Hindus who

reside in 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

wasanassociationbetweenrelig.ionandcontraceptive
p ract i ce.

Moreover, Badri Rai Pandi ( 1979) found that

religious confl icts seemed to obstruct steril ization

program in almost West Asian countries and all African

countries. Another study in Thai land also found that Thai

Buddhist used permanent methods more than Thai Moslem

(Cupid, 1990). on the other hand, in Lebanon religion

did not appear to p'lay a major role on a couple's decision
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making  if sterlllzation was accepted

1974).

33

(Mrou€h and Chami e,

4.9.2 Knobrledge of female steri l ization.

l{omen need proper information before making a choice.

This study found that th€r€ Yas 6ignificant diffcronce of

th6 knowledge about female steril ization betweon those

having steri l ization and thos€ with oth€r mthoda. Th€

percentago of wonen who did not know about female stcrili-

zation was 38 percent, 27 percent, 32 percent for PlIl'

IUO, Injectable acceptors resp€ctively.

In   Columbia and  Thaう land where sterll123tiOn  Was

widely  accepted, the lovel of knowlodge about th13  methOd

reached  almost 100 percent (Timothy et al,1990;  Looprapal

and Thongthal, 1989).
ヽ

18832 ′|'5)争ιX
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Table 4.3.1. Percentage distribution of study population
by re1igions and contrac€ptive methods

Contraceptive methods Rel igions

Moslom protestan Cathollcs Hindu Others

Plll

IUD

Injectable

Female sterlllzation

7.9  31.2

75.4  27.9

7.9   9.9

8.7  31.1

30.8

36.4

20.7

12.1

18.4

39.5

17.1

25.0

16.0

54.0

4.0

26.0

Total
Number of cases

100.0
(2353)

100.0
(152)

100.0   100.0  100.0
(50)   (492) (61)

Chi square = 331,55β ; p, o」 05

Tab]e 4.3.2. Percentage distribution of study population by
current method and knowlecjge of sterilization

Knowledge of

female ster.

Current  methods

Plll    IUD Injectable Female ster.
ハ Know about ster

Do not know

62.0

38.0

73.2

26.8

68.1

31.9

100.0

0.0

Tota 1

Number of cases
100.0   100.0
(819)  (1331)

100.0
(561)

100.0
(357)
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4-1 Source of s€rvice outl€t8

Source of services are available in many places.

Women can choose services r.egarding to its cost, the

qual ity of service, distance and contraceptives they

pr€fered.

The most important source of service outlets are the

family planning clinics, health centers and hospitals which

provided services to one third (66 percent) of the whole

popu lation under study. The respondents also sought

services from private medical doctors and midwives (see

table 4.4). In conclusion, the clinic based was the main

source of service. Consequently, clinic based is an

important key point where potential target acc€ptors can

be motivated and shift from temporary to long term

contraceptive m€thods particular'ly permanent methods.

As shourn in this study that more than half (56

percent) of pi 1l acceptors received services from non

clinical service outlets or others (see table 4.4.). This

non clinical service outlets consisted of fami1y planning

field workers, fami 1y planning posts,/ community

organizations, drugstore, public health posts, traditional
birth attendants etc. This proved that non health workers

are important in distributing pi1ls at the community
'level. But, almost two fifths (39 percent) of pi11
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acceptors stiII obtained the service from clinical service

out lets.

Among the IUD accepto.rs, the main source for
services is clinic based service outlets which covers three

fourths (75 percent) of the users fol lowed 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, cl inical based

service was widely used. Three fifths (62 percent) of the

injectable users sought sevices from private medical

doctors and mi dwi ves.

Almost al I (93 percent) female steri I ization
acceptors had sterilization at the fami Iy planning clinics,
health centers, and the hospitals. Th€ rest of 6 percent

went to private medical doctors. This proved that female

steri'l ization must be provided at clinical based on1y. In

fact, the average of 3 to 4 clinics were available in each

regency or municipal ity. As a result, demand for
services was not fulfiled particularly for the rural women.

4.5 Satisfaction with service outlets

a This study attempts to identify the reasons beyond

a quality of service out'lets. Some medical personnels are

sti l l reluctant to perform an operat.ion although the
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clients have alI required qual ifications to have for

a ope rat i on .

This study found that almost of the women were

satisfied (more than 9O 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 disiouraged by the staff and cost

for services. Interestingly, few users who used public

services complained about cost of serv ices rather than

those who went for services at the private clinics (see

table 4.5.2).
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Table 4.4. Percentage d i stri but i on
by contracepti v€
source of serv i ce

of study popu I ati on
methodE and
out I ets .

Source of serv i ce Contracept i ve m€thods

Plll IUD Inject Femster Total

FP cl I n i c/HclHosp

FP mobi Ielsafari
Private doctor &
midwife

Othera

39.3

0。 1

4.6

56.0

75.3

3.7

12.1

8。 9

62.4

0.5

27.8

9.3

93.2

5.5

1.3

65.8

1.7

8.5

24.0

Total 100.0 100.0 100.0 100.0 100.0

Number of cases (819) (1331) (561) (397) (3108)

Note : oth€rs include fami ly planning workers, famity
planning poEts./ conmuni ty organizations, drugstore,
public health postar traditional birth attendants.

Tabl€ 4,5.1. Percentage distribution of study popu'lation
by 1evel of satiafaction and source of

service outl ets.

Source of serv i ce

outlets

L€v€'l of sati sfactlon

Satisfled Unsatisfl●d     Total

FP clinic,/HClHosp

FP Mobi le./Safari

Private doctor &
midwife

others

97.5

94.3

98.9

98.0

2.5

5.7

1.1

2.0

100 (2044)

100 (  50)

100 ( 397)

100 ( 502)



39

TabIe 4.5.2. Percentage distribution of study population
by reasons for dissatisfaction and

source of service out I eta

Servi ce out l ets Typ€ of di ssati sfacti on

l{ait too lijhg Being disc Cost others

FP cl inic/HC,/Hosp

FP Mobi I e/Safari

Pr i vate doctors./
mi dwi fe

Others

81.3

6.3

12.4

85。 72

14.3

71.4   87.5

28.6    12.5

Total 100.0 100.0 100.0   100.0

Number of cases (32) (14) (7) (3)

」`
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4.6 Patterns of contrac€ptiv€ choice

Women who switched to other methods usually had bad

experience from previous methods. Also switching could be

caused by medical advice, husband disapproval, cost and

i nconv in iences. Surprisingly,
percent) of women used single

than one method were women who

(24 percent). they used pill,
abortion before having fema le

4.6.1).

more than four fifths (81

method. Those who used more

current l y had steriIization

injectables, IUD, others and

steri l ization. (see table

This shows that contraceptive method mix is stil1
unpopular in Indonesia. This condition happened due to
'lack of knowledge of various kinds of contraceptive

methods, health p€rsonnel's attitudes and insufficient time

: for counsel I ing.

On the other hand, i n Mexico 68.6 percent

steri I ized acceptors obtained temporary method before.

This pattern also occured in Columbia where 7a.2 percent

sterilized acceptors used other previous methods before

having this procedure (Mannatou, I979; Timothy et al,
1990 ) .

According to contraceptive method mix,sumapradja

proposed that pills should be used to postpone first
del ivery 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 uslrrg IUD, Norplant or female

steri I ization (Sumapradia, 1983). But, this scheme was

not welI adopted to all health workers especially those

who served directly to the community such as heal th workers

in rura l 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),

fol lowed 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 steril ization was mentioned. Interestingly, one case

of female steri lization switched to IUD and one case of

male steri Iization complained about personal reason (see

table 4.6.2.). Few years ago, low dose oestrogen was more
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preferable than high oestrogem pi 1'ls due to less side

efeects. Furthermore, DMPA gives high occurance and 'long

durat'ion of amenorrhoe and normally users gain weight when

compared with Noristerate. -" As a result, there is no

certain pattern among those who switch from pills to IUD

and vice versa,

丁able 4.6.1 Percentage distri bt+tion of study population
by current method and previous contraceptive
methods

Previous method Cunrent method

Pill IUD Inject Femster Total

2\.

None

Pi11/ Inject

IUD

Femal e/Ma1e ster

Aborti on

Other

76. O

14.0

6.2

3.8

86.3

7.8

o.2

o.2

o.9

4.5

82.9

9.4

4.3

3.4

75.8

10. 1

7.3

1.8

5.0

a{ A

10. o

3.4

o.1

o.6

4.3

Total 100。 0  100。 0 100。 0 100.0 100.0

Number of cases (81e) (t331) (561) (3s7) (3108)

,\
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Table 4.6.2 Percentage distribution of study population who
have side effects by previous methods

Previous
methods

Number of cases Percentage

PiIl
Injectab'le

IUD

Female ster

Male ster

Aborti on

Condom

Other(traditional )

157

155

107

1

I

19

17

84

27 .6

27 .2

18.7

o.2

o.2

3.3

8.2

14 .7

Total 571 too
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丁able 4.6.3. Percentage

method and

44

distrlbutlon of study population by prevlous

side effectg.

Side effects Previorrs method

Plll InJ IUD 
‐́
Fomst Malst Abort Condom Total

Health concarn

l.lethod fai led

Acess,/avai I

Personal
reasons

Other

54.8  57.0

0.7 13.1

5.2   -

19.3  5.6

20.0  24.3

66.9

3.2

0.6

12.7

16.6

-    26.3  8.5   46.3

-   5.3 8.5   7.9

-    -  2.1   1.8

-    10.5 44.7   13.5

100拿   57.9 36.2   30.5

丁 otal 100.0  100.0 10000   100.0 100.0 100  100   100。 0

Number of cases (157)  (155) (107)    (1)   (1)  (19) (47)  (571)

Notes: personal reasons lnclude lncorlvlnient to use,r,ellglus

bellef, husband disapproval, llnfrequent sex, fatallstlc.
* : due to small cases (Iess than flve).

バ .
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4.7 Psychological impacts of female sterilization

The purpose of thi s section i s to fi nd

psycho'logical 'impacts after h-1vinS a permanent method. Of

97 .4 percent fema'le steri l'ization acceptors did not regret

to have steriIization. Few cases (Z.O percent) felt

regret to the'i r deci si on. Unfortunate'ly, there i s no

explanation why they regret after having operation. From 6

surveys conducted in 1984 1986, Landry found that in

Indonesia 95.2 percent of acqeptors did not regret to

their decision (Laundry, 1991).

Tabl e 4.7 Percentage distri bution of regret fee'ling
after having operatiqn

Regret feel ing Fercentage Number of cases

s'a-

Do not regret

Regret

97 .4

2.6

375

10

Total 100。 0 385

Note : 12 cases are missing.

F,

.24
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CHAPTER1 5

CONCLUSIONS, POLICIEIS IMPLICATIONS

AND RESEARCH PERSPECTIVES

5.l  CONCLUSIONS

This study found  different characterlstics of the

temporary contraceptive users and the permanent  contracep―

tive users.

Half of the study populartion aged between

years oJd, with 'low educational 1eve1 , I iving
areas and the majority of re1 igion is Moslem.

Ｏ

　

　

ｎ

ｎ
）
　

。１

to  39

rural

The average age of study population are 34.1, 3S.7,

32.5 and 38 years o1d for Pi'l I , [UD, Injection and fema'le

sterilization acceptors respectively. Older women are more

likely to accept female steri'l igation than their younger

counterparts. Among the usefs, they have different
educati onal attai nment. Femail e steri I i zati on adopters

have higher level of education cpmpared with those who use

piI1s, IUD and injectables.

Most female steri'l i zation acceptors reside in urban

area, oh the other hand, accepters with other temporary

method live in rura'l areas.

Number of 'l iving chi'ldren differs among contracep-

tive users. The women who have f ive ch'i 'ldren and more are

ハ
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more likely to accept female steri lization than those with

fewer children. The average number of living chi ldren of

female steri I i zation acceptors is five whi le other

temporary users have less than'four.

Non Moslem acceptors accept female steri l ization

more than their Moslem counterparts. The most popular con-

traceptive method in all groups is IUD. Furthermore, in

Hindu society IUD is widely used.

There is a gap between women with temporary

methods and those with permanent method about knowledge of

female steri I ization.

The main service out'lets for al I 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 1ong, being discouraged, cost and others.

Contraceptive method mix is sti I I unpopular in

Indonesia. Pills and Injections are the methods caused

side effects. The main problem is health concern.

Almost alI female steriI ization users did not regret

for their decision to have steri lization.

In conc lusion , this study found several prominent

factors affecting low acceptance of female sterilization

ハ
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in Indonesia. Those factors include age, education,

residence and rel igion. Furthermore, number of l iving

chi ldren and knowledge about female steri li zation also

influence  female  sterilization  acceptance. Statistic

significance between those factQrs are shown in this study.

Female sterilization acceptors seem to be o1der, and have

'larger number of l iving chi ldnen. They reside in urban

areas and have higher educatiQn when compared with non

permanent acceptors,

3.2 POLICY II.IPLICATIONS

The strategic action sliould be taken to increase

female steri lization acceptance under these fol lowing steps:

1. Information, Education and Communication should

be more openly and widely implemented to the potential

target acceptors and their fanilies. The IEC activities

should include person to person approach, posters' leaflets

and focus group discussion at ante natal care' del ivery

wards, paediatric department of the hospitals, fami ly

planning clinics and health centers. Person to person

approach should be most appopriate to women during post

partum period.

2. The rel igious schplars especial ly in rural

areas should have comprehensive information about

contraceptive methods' Field trip to observe steri l iza-

′
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t'ion operation in the hospitals and group discussion

shou'ld be offered to them.

3. The professional shoul d accept permanent

method as a tool to control population growth especial'ly in
the popu'lous prov i nces .

4. Availibii'ity and accessibility of sterilization
operation throughout the country or with high priority to

populous areas should be attemptqd.

5. Nurses, ffii dwi ves and trad i ti ona'l bi rth atten-

dants who have close contact with potential target

acceptors, should receive refreqhing course and training
about both female and ma'le steni I i zation and other long

term contraceptive methods such as IUD and Norp'lant, so

that they can distribute infonmation and knowledge to
people.

5.3 RESEARCI{ PERSPECTIVES

1. Research with specif ic des'igns to explore female

or male steri I ization acceptance are needed. The

qual itative and quantitative designs are highly

recomrnended.

2. Study of cost effect,iveness of various contra-

cepti ve methods especi a'l I y 'long trerm contracepti ves versus

short term contraceptives should be attempted.p
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3. The impact of a voluntary steri I ization to
socio-economic development at e'ither micro or macro level
shou'l d be caref u I 'l y stud'i ed .

4. The i mpact of a vol untary ster.i I i zat.ion on

Mother and chi 1d Health care programme should be emphas.ised.

5. Research i n improvi ng medical techno'logy es-
pecial ly for reversa'l technique should be done.

ハ



REFEREI{CE8

Azwar, Azru l .
1986 "Th€ Development of Secure Program ln Indonesia".

Journal of Indonesian Secure Contraception
Association; 6,4 t" 6 - 13.

Barrantes, tliguel Gomez and James Mc Carthy.
1982 "Female Steri l ization in Costa Rica' .Studies

in Fami Iv Planninq"; 13, 1: 3 - 11.

Chamratr i ti rong, Aphichat., Anthony Bennet and MaIi
Leunanonchai.
1987 "Potentia l Need of I .2 mi l1 ion Steri'l i zation

in Thai land: Analysis from CPS 1984",
Voluntarv Steril ization pp: 51-60. 2nd ed.
Ed.Vitura Sangsikeo €t al . The Thai
Association for Voluntary Steri I izatiofl
Thailand.

Cheng, M.C.E., Y.M. Wong, R.W. Rochat.
1977 'StEri l ization fai lurEs in Singapor€. An ex-

amingtion of I igation techniquea and failu:es
rate- Studies ln Fami Iv Planninq, 8, 4:
109-1 15

Cupid, Cl audette E. Martin.
1990 "The Thai Practice Of Contraception Among Thai

Mosl ems And Thai Bucldhist In The South Of
Thai land-. Unpubliah6d ttaster Thesis,
Institute for Population and Social R€s€arch.

Djajadi taga.
t986 'l.linimal Standard For Tubal Llgation In Indonesia"

Journal of Indonesian Secure Contrac€otion
Association; 6, 3: 47 - 53.

For€it, Karen G., Marcos Paulo P. de Castro,
El iane F. Duarte France.
1989 France "The Impact Of Maas ),ledi a Advertleing on

Voluntary Steri I ization Program in Brazil".
Studies in Fami lv Plannino I 20,2,: 107-116.

Green, C. C.
1978 'Voluntary Steri I ization htorld's Loading

Contraceptive Method" - Pooulation Reoorts -. Soecial Tooics tlonoqraph Female Steri lization
Number 2 (March, 1978 ) .

^



52

Hanafiah, M. Yusuf.a 1s8r .iHll,,'+;;"i"I;JI.|:[T.' SlxlLi"Srwerraro
Indonesian Secure Conltraceot{on Aesociation;
I, l: 13-14.

Junai di
1982 "Aspect of Islam in Spcure Contrac€ption".

Journal of Indonesian Secure Contraceotion

Kee Chun Han.
1979 'Economic Perspective in Korea'. In Voluntarv

Steri l ization: a decade to achievement Ed.
tlari lyn E. Schima and Ira Lubell. The
Association for Voluntsary Steri I ization, Inc.
N€w York, USA; 198O.

- Landry , Eve'l yn.
1991 'How and l{hy Wom€n Chpose Steritization.

Results from Six Fol lpw Up Surveys". 9tudiee
in Fami Iv Plannino; 2ll , 3: 143-151.

Lean, T.H.
1975 'Voluntary Sterilizatrion as a Major Component of

Fami ly Planning'. Keynot€s address at the Asian
Regional Conference oh Voluntary Steri I ization.
ay 1O-12, 1975.

..< Leoprapai, Boon l6rt.
1979 'Trends in the Acceptlnce of St€ri I ization

in Thai land". Voluntarv Sterilization: A
decade of achievementF 177-179. Ed.Hari Iyn
E.Schima and Ira Lubell I. Th€ Association for
Voluntary Steri 1 i zation,U.S.A. 1 98O.

Leoprapai, Boonlort and Varachai Tfongthai.
1989 "Contrac€ptive Practipe of Thal t{omen 1987".

PubI . In6titut6 of Population and SociaI
Research, 1989.

Levels and Tr€nds of Contraceptive Uae.
1989 As assessed in 1988 Uliitod Nations.

LubelI, Ira and Ruth Frischer.
1979 "The Internationa'l Stltus of Voluntary

Steri l ization Contrlcept i on and lta
-5 Impl ications for National Health Program'.

Voluntarv Steri lization: a decade of
ch ima

and Ira Lubel I .



^

53

Mannatou, Jorge Marti nez.
1979 "The Chalenge and Respons€ Family Planning in

Mexico" (Keynote address). Vol untarv
Steri lization: a decade of achievement: 6-11.
Ed. Marilyn E. Schima and Ira Lubell.

Mikhanorn, Jumron.
1987 "Association for Strengthening Information

National Family Planning Program" ( ASIN).
Voluntarv Steri I i zation in Thai land:
133-146. Ed. vitura Sangsikeo et al .

Mo€lo€k, F. A. and Junaidi
'A conclussion of fSCA Annual conference'
Padang Bukittinggl'. Journal of Indonesia
Secure Contraceotion Association; 2, 1=
8-12.

l4roueh , Adnan and l.lary cham.i e.
1974 "social and Psychological corr6 latcs and

tlet€rmi nants of Fenal e Steri l iza.tion in Lebanon'.
Ner Advances in stgri lization: 12o-135.
Ed. l,lari lyn E. Schima and Ira Lubel I .

Mumford, S.O,, P.P. Bhlwandiwala, I. chi.
198o "Laparosscopic and Minilaparotomy compared in

15, .l67 cases.' Lancet: 2: l066-1O7O

National Indonesia Contraceptive Preva'l €nce Surv€y.
1987 Central Bureau of Statistics, Natlonal Family

Planning Coordinating Board, Demography
fnstitut€ Indonesia University and Health
Research Instituts W€stinghouse USA' 1989.

N i rapathpongporn, Apichat, Jonathan Hayssen, Jonathan
Hayas€n, l.lechai Viravaidya.
1987 "The King's gi rthday Vasectomy Festival: A

Wor'ld record for l,lale voluntary Surgical
Contraception'. Voluntarv Sterilizatlon
in Thai land. pp 195-205. Ed. vitura
Sangsikeo et al .

Nortman, Oorothy. L.
1979 'The tlemograph { c Impact of voluntary

Steri I ization and Its Relation to oth€r Birth
Control l.lsthods' . voluntarv Steri I i zation:
a decade of achievemont: 21'l - 215.

. Ed. Marilyn E.Schima and Ira Lubell.

‘
　
一



55

Sihombing, S.
1986 "Mlnimal Standard fer Vascctomy". Journal of

Indon€aia Secure Contraceotion Associ ati on;
6, 3: 42-46.

S i 'l ber , Sherman J .
1979 "Vasectomy and Revorsal Va6ectomy". Voluntarv

Steri'l ization: a deqade for achievement
pp 135-138. Ed. Maiityn E. Schima and
Ira Lubel l .

Siswosudarmo, Risanto and Burham Warsito.
1989 "Comparative Study Cohort, Tubal Ligation in

the Field by Traine{ c€neral Practionera vs
Tubal Ligation in Hqspital -. Res€arch Report
of Obstetric cynaecqlogy Laboratory, l.{ed i cal
faculty Gama Univergity and Sardjito Hospital
Yogyakarta, March 1989.

Soeherman, Noeroel.
1982 "Social ization of sleri I ization at Klaten

Regency-. Journal of Indoneaia Securecontraceotiffi
Soej oenoes ,

1984
Ar i awan .
"Interval ).lini I aparqtomy and Postpartum
l,li n i I aparotomy'

4, 39-45.

Sumapradj a ,
1982

Sumapradja,
t 983

Sudradj i .
'Aspect of Secure Cqntraception due to
Population Problems-. Journal of Indonesla
Secure Contraceoti on Association ;2, 1: 32-45.

Sudradj i .
'Exercise for Small Size Fani ly Plann-
Journal of Indonesia Secure Contraceotion

Suprono, R.
1983 "Secur€ Contraceptiqn and Cl

Demopol i tics Considqration' .
inical , SociaI ,

3-14.

Suyono, Haryono.
1979 'Pol itical Factors ln Voluntary Storll iation'

Voluntarv Steri l iation: a decade of
E. Schima

and Ira Lubel I.



56

Thapa, Shyam and David N. Hamill.
1991 "A Comparison of two methodologies for estima-

bing Contraceptive use Dynamics in Rural
Sri langka". Measur:ing the Dvnamics Use
by the Un'ited Natiqns.

Thongtha'i , Varachai1e86 ;l f:Yfl^:::'^;:;i31,!35'J;,:31 :l:::::::131"
l-he University of Pensylvania, USA.

Wi l l iams, Timothy, Gabriel Ojeda, Miguel Trias.
1990 "An Evaluation of Profamilia's Female

Steriliation Progrqm in CoIombia". Studies in
Farnilv Planninsi 21 ,5: 251-264

Warsito, Burham.
1983 "Rural i zation of Tr.lbal Ligation Scrvicea" .

Journal of Indonesia Secure Contraceotion

l{i djajanto.
1983 "Effect of Steri'l i zation's f ield service to

voluntary acceptability at Kebumen, Central
Java". Journa'l of fndonesia Secure Contra-
ceotion

Winston, Robert.
1979 "Microsurgical Restpration of FertiIity

FoI lowing Tubal LiggtioJ't". Voluntarv
Steriliation: a decade of achievement;
l3l-134. Ed. ra Lubel l.

Zatuchni Gerald.
1979 'The Role of reversibility in the Acceptance

in Steriliation*. Voluntarv Sterilization:
139 - 140.
Ira Lubell.Mari I yn

ユ

ヘ



ら

^



く

‘

‘ｒ
．．ぃ．．ノ

一

‥
一
　

Ａ

一

一
］
　
　
一　
　
　
　
　
　
　
ω
・Ｏ

‐ ‐］
　
　
ヽ
ｏ
　
　
　
　
　
　
Ｎ
・Φ

昴
塁
　
　
∞
＾
）
　
　
　
　
一
一
・０

菫覇
　
Ｖ
　・ｐ
ｏ

∽
Ｏ

Ｃ

ヽ
Ｏ
ｏ

¨
　

つ
Ｏ
ｏ
Ｃ
一
ｏ

け
一
〇

５
　
ｏ
ヽ
Ｏ
」

０

０
け
ヨ．
０
５
　
０
∝
∽

Ｊ

〓

一
ご

３
゛

´
　
一

″́
　
（
や
ヽ
０ヽ
　
，‐
ω
Ｏ
・０
一こ
●́
｝

「
Ｈ
Ｏ
⊂
刀
ｍ
　
Ｈ

　̈
・

「
〇
つ
Ｃ
ｒ
＞
「
【
Ｏ
ｚ
∽
　
∞
く
　
つ
刀
〇
く
Ｈ
２
０
ｍ
∽

Ｈ
Ｚ
∪
Ｏ
Ｚ
ｍ
∽
【
＞
じ
　
い
０
∞
∞

」
　

ヌ髪
“鍵
「
　
ヽ
一
´

、
∞
　

―

一
０

　

１

一
ヽ
　
　
‐

一
ヽ

一
〇
　
―

∞
　
　
―

Ｏ
　
ｌ

ヽ
　
　
‐

Ｎ
　
Ｉ

Ｏ

　

Ｉ

Tliv10R T:MUR 
Ц

｀

BENGKULU日

LAMPUNG ・ ■1_ l

SULSEL I=l熱 =バ :1

0Kl」 AYA

3UMUT

日
Ｈ
日

Ｇ

　

Ａ

Ｎ

　

Ｒ燎　ＳＵＬＴ

Ｋ

‐ ‐
ヽ
、

h
IR:ANJAYA L」

二b  SlF:日
MALUKU 輌

」AMB!|~¬
KALSEl□
SULUTロ
8A口 □
田AU□
KALBAR □

Dl YOGYA¬

NTBコ

D:ACEH □
NTTIコ
SUMBAR

／
　
，

一ィ／
′   ノ

」AWA TENGAH

」AWA TIMUR

」ハWA BARAT

ニ

Ｎ
Ｏ

　

‐
　
・　
　
　
　
　
　
・、

ォ
「
あ
ま
ヽ
鋼
≒



59

″
一一一一一一一一一一一一一一一一一一一一一一一一一一一一一一一一一一一一一一一一一一

鋪
〓一ミ
≡
一≡
ミ
ミ
〓
ミ
一ミ
ミ
≡
ミ
一一ミ
一≡

５．６〓ミ
≡
一ミ
一≡
一ミ
〓
≡
〓
≡
一≡
ミ
一≡
≡
≡
〓

０
一
●
ヽ
卜
〓
〓
〓
ｏ
・　
一
０
一
０
一

FIGURE 2:  FORttILITY TREND

1985_1987

・
:ら ぇ: 卜.、、し、ァY いヽN)
■‐  ヽ 1́0D}

re55-60,60-6s,65-70,70_7-5_80 
.80-ss

1981_87・

Y6ar
・
`nciυ
●●s1987 uo l●

:h。 .u7Vey● ate

ぐOνり時:′ ノゞ:(ンPs :50■
Source:  NI CPS  1987^



マ

´

Ａ

　

８

Ｊ

８

遍

＞

ヨ

Ｎ

ω
Ｏ

　

Ｉ

　

ヽ
０

ぃ
０

　

１

　

一メ

〕

ズ

８

　

１

　

ハ
リ
リ

い
０
０
　
　
ｒ
　
　
一
Ｏ
Ｏ
Ｏ

Ｖ

　

“
Ｒ
３

‐
ｔ
Ｏ
Ｃ
Ｃ
一
０
け
一
〇
ゴ
，つ
０ヽ
」
０
０
け
一
〇
つ
　
∽
⊂
「
＞
∽
　
　
］
り
∞
い

∽
Ｏ
〓
ヤ，０
０

　̈
の
「
∽
　
　
　
　
　
　
　
　
　
　
　
　
　
　
　
　
．　
　
．

■■■□□□

8

1:

/ ・

いＱ〕”パ挿”ヽ
ヨ呻‐・

「
【
〇
⊂
詢
ｍ
　
ω
¨
´
　
「
〇
「
⊂
ｒ
＞
Ｈ
】
０
２
　
０
ｍ
Ｚ
∽
【
引
く
　
∞
く
　
「
刀
〇
く
Ｈ
Ｚ
Ｏ
ｍ
∽

】
ヱ
０
０
Ｚ
ｍ
∽
【
＞
・　
Ｈ
Ｃ
∞
鉾

lR:AN」AYA

KALttENG

KALTIM

KALBAR

MALUKU

SULTENG
へ   R!AU

」AMB:

SULTRA

TIMOR T:MuR

BENGKULU

SUMSEL

Di ACEH

KALSEL

NTT

SUMBAR

SULSEL

SuLUT

SUMuT

NTB

い MPUNG
べ   BAL:

」AWA T:MuR・

」AWA BARAT

」AWA TENGAH

Di YOGYA

DK!」 AYA

ヽ

T

ヽ
二´

Ｌ
ン

／
／

／

・

___"″ r、___.____¨ ¨‐― ●

OU

5



'11

FI(:tサ lti 4 |′ ti「 i rl(八 ljl_PIIv[ ρlt〔 vハ |_「 :|||

:1, 11.: ||:||_AS T[RR ASIA

1八 ll

鋼 鮨 h Asig
|

l

“

T・

I

|

Sourt..e :

鮮 ・ …
...… ...‐ _

|

F〔
40↓………………._

l

軒
・・・・・ ・・・ … ・・ ・・ ・ ・ ‐

/        .

~¬

「

~~瑞
―

ヒ

。口Υ[ldalitIEttζ ,S

ノ
/

t;f Cotfl.r.ir(:.,.rrt. i v,.
r qBB

|"晴
|

―
顎

+閣
藤

-5嘱 取
|

興

:988

ミ

ll:;r



62

FIGURT 5: t-ontroceDti,,,e ilsp Fnttern
lndonesro. I 3Ef

---T----._l

一̈　　　ヽヽヽ
、、ハ．ｒ／′

Ｐ̈

　

・ヽ

ヽ

％椰

　

　

　

　

　

　

　

　

　

　

呻

ｆ

　

　

　

　

　

　

　

　

　

　

　

　

■

３

　

　

　

　

　

　

　

　

　

　

　

　

　

●

・

Irt:ne (52.6Xi

Others (n.84)

,^



63

ヽ

Fig.5,Nり lη be「 ●千ste「 |||=OtiOn
____                in lrldoResic 74/75-36′

/87

,;rrceptors

口
Ｏ

Ｃ
Ｏ

●

３
０

■
´

141]

1 5tl

120

1lo

10o

90

80

70

6□

5Ln

40

3Ll

20

10

0

1974/7つ75ク鬱76β
"77/7073/m79/8"8p/81981/8D82漁

683/8084/86985/8086ハ 7

vea「

□: TubectOmy

□: vasectorFly

彫笏:丁otal



じ́

F16UR[ 7: I111)iVi[}tり Al lll,I:|'T Al、 C[ OF

A C()1(C[「 )11:AL :「 ltAl・ル!rllRK

*i(,oelr! A frributes r -,.*- t'
R.::r!rous- culturar ajrc i ,
lel:zr ccnsir3ln!.s. i :- Pc-ooa, cla&aF:crstir: i i- Proicssron*".n*EEl
2_P‐Omo00■ 2 ac3vitics  l     ag=Dコ ら

‐
,“Ψm■o町        influF電 =00COd卜 Ⅲ :」

「
_I

:"-,,t *= "=or,"i,= 
; ;- Awarcn=s oa menods - -: i tncr:c2f s;gz.:zigns- 

|

;:.t.:nocs avaijablc- i aa6'Lnarc:;aragctsrie. . ncpnals.- aao; indiwitai: i-- 
-

ser.:aiirr'.peic:pnonoi i - ; psp5id-r -.. i:''' : l- Rcscarctrore-ud:aqrare+.1_ '.
ste:-iiizz uon. i 

-

1_ ¨ :rcrtO nav← 10 morcr         i 4_ inα
=●
v=tO WorK― _

`|   ,_宙
l聖:L:^.^_J      I`LA』

,h遍事 。こmm雌

|   二攣警習野聖十二聖Ⅲ]ド    I Ⅲ К■島こ葛蕗彎=■th Othα ftCmbOrarv)    1 品biヒ 5ro__

rncluc:n6 orEanizec ' i soooc.onomlcstarus-e:c- screndrlc- oui aiso bt,- --it-

c::or-:s- i 
- - Perc:pr:on 6i.'f "mii;- 5!2= . acrsorn= reiipotsane i

l. ir:c=;::r'=s',;:;;5. i ngsa5-5s1I'eiiqf-anc -i-:::.:..-,.-- 1ocTJ.f:-sr I

∫ k二

`薔

[」二
`bF avゴ
Lbn― |― hmttAは

lun∝ ― ―
___‐

:~°
[累 F暉 。 Cf■_1_,                         D― anとa_tabШ醸_ ド 1:【 :, 5二 fC:y. cFたcuven=ュ  |          :  、_:__.^ ■_

i A

I I !r_ri g.s

;=;=_ sredti_giq6 (M pr F)_
IF"db8Ck_|      ~・

… … “ llV・ ν
l AJ―

 ニ ニ __ギ T面 議 苛

―
l leSp。‐・ |一

ま
:i1111:彗

i[inse

Source: AijDEL Omran, 1g7g In "lAcceptability Dynamics of Male and FamaleStel^ilization". Vu]ontary Sterilizition: a decade oi ahievement

ST[1111_1::Al 10,I



一ｂ′
υ

:10

io

t',U

5D

4L'l

JO

20

t0

Ｐ

Ｃ

●

υ
Ｌ

Ｏ

こ

FIGURE 8: i,r:ntrar eptiv,e i-ise Pcrttern
b-v oge

25-?9 Jo-J+

ogdwors)

-Injectables

Pill

IUD

Female Sterilization

ヘ

45-49

0

B

+

)(

{,

18832

u

15-19


