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Abstract

Original Article

IntroductIon

The maternal mortality rate (MMR) in Indonesia was still 
high, with an estimated 126 deaths per 100,000 live births. 
In comparison, the MMR among women of childbearing 
age was 264–285 cases per 100,000 live births in 2015. 
A family planning program aims to improve the quality of 
mothers’ and children’s lives, which is the primary indicator 
of reproductive health, by controlling the population through 
contraception.[1,2] The Indonesian government first launched 
a family planning program in 1969 to provide contraceptive 
services, reduce births, and promote gender equality. The 
government demonstrated the family planning program’s 
success in increased contraceptives from 8.6% in 1973 to 
53.1% in 1993.[3]

A previous study informed that 91% of women living in 
low‑middle income countries had a‑year pregnancy interval 
after the first birth and standard postpartum contraception 
methods, thereby creating the risk of unwanted pregnancy.[4,5] 

The low number of contraceptive users was related to the 
high MMR, unwanted pregnancies, and frequent pregnancy 
intervals, implying pregnancy complications and childbirth.[6] 
A study in the rural areas of Burkina Faso found that women 
who had a son had pregnancy intervals of >1 year (women 
with a minimum birth interval of 2 years can reduce the risk of 
maternal mortalities by 30% and infant mortality by 10%). The 
economic level among the women was right, and the women 
tended to use modern contraception. However, the women 
who traveled >5 kilometers from their house to health services 
were reluctant to use contraceptives.[7] A family regards a child 
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as a gift from God. Seen from the child’s gender preference, 
the community believed a child would live a long life. If 
the child is male, he is not involved in warfare. Meanwhile, 
women’s low bargaining power related to reproduction and 
vital belief/religion also determined their partners’ fertile age 
as the unmet need.[8]

A study of long‑term contraceptive use in Indonesia pointed 
out that the number of contraceptive users was relatively lower 
in Indonesia compared to other countries in Southeast Asia. 
The percentage of contraceptive users in Vietnam, Cambodia, 
and Thailand were 78%, 79%, and 80%, respectively.[2] 
Simultaneously, the number of modern contraceptive users 
in the Philippines, Cambodia, Bangladesh, and India was 
35%, 42%, 48%, and 49%.[9] The long‑term use of modern 
contraceptives, such as Intrauterine Devices (IUDs) and 
implants, was still low.[4] Based on the Indonesia Demographic 
and Health Survey (IDHS) data in 2017, the number of 
contraceptive users in Indonesia fell from 57.9% to 57.2% 
in 2017. The types of modern contraception mostly selected 
by couples in childbearing age were injection (53.5%), 
pills (20.3%), implants (8.8%), IUD (8.1%), tubectomy (5.8%), 
condoms (3.0%), vasectomy (0.3%), lactation amenorrhea 
method (2%), and emergency contraception (0.1%).[10]

Insufficient knowledge of pregnancy risks and the side effects 
of contraceptive use were the main reasons for not using 
contraceptives.[4,11] Women of childbearing age were reluctant 
to use contraception because they were more interested in using 
traditional contraception methods (herbal medicine, massage, 
and calendar methods). Besides, access to contraception, for 
example, expensive contraceptive costs, was still a barrier to 
childbearing age women. This condition has implications for 
the high number of unmet needs in Indonesia. Unmet need 
is a condition in which women who want to limit or avoid 
pregnancies do not use contraceptives.[12] The number of unmet 
need groups in Indonesia decreased from 11.4% in 2015 to 
9.91% in 2019.[13] Therefore, this study aimed to analyze barriers 
to contraceptive use among multiparous women in Indonesia.

mEthods

Data source
This study utilized secondary data of the 2017 IDHS. 
The analysis unit used was women of childbearing age 
(15–49 years) who have given birth to live babies twice or 
more (multiparous).[14] The weighted sample was 25,543 
multiparous women selected using stratification and multistage 
random sampling.

Procedure
The 2017 IDHS has passed the ethical test from the National 
Research and Development Agency, the Ministry of Health 
of the Republic of Indonesia. The authors removed all 
respondents’ identities from the data set after they have agreed 
and signed an agreement to be involved in the 2017 IDHS. 
This study obtained the permission of secondary data used for 
analysis on https://dhsprogram.com.

Variables
The study identified contraceptives use from the respondents’ 
condition at the time of the interview. Contraceptives use 
consists of two categories: Yes and no.

The independent variables involved residence, age, education, 
employment, wealth, and health insurance. The type of 
residence consists of two categories, namely, urban and rural. 
The study divided the age group at 5‑year intervals into seven 
groups: 15–19, 20–24, 25–29, 30–34, 35–39, 40–44, and 
45–49. The education level consists of four strata, namely, no 
education, primary, secondary, and higher. Employment status 
consists of two categories, namely, unemployed and employed.

The study determined wealth status based on the wealth index 
calculation. The wealth index was a composite measure of a 
household’s cumulative living standard. The study calculated 
wealth index using easy to collect data on a household’s 
ownership of selected assets, such as televisions and bicycles; 
materials used for housing construction; and types of water 
access and sanitation facilities. The wealth index consists of 
five categories: The poorest, poorer, middle, richer, and the 
richest.[10]

Health insurance is the owner of any health insurance. Health 
insurance consists of two categories: No (uninsured) and 
yes (insured).

Data analysis
In the first stage, the study used a multicollinearity test. The 
test was to ensure that the independent variables do not have 
multicollinearity. Then, the Chi‑square test was employed to 
select variables used until the final step. For the dependent 
variable’s nature, the analysis used binary logistic regression 
to determine barriers to contraceptive use among multiparous 
women in Indonesia. All stages of statistical analysis utilized 
SPSS software version 22.0 IBM SPSS Statistics 22.0 (IBM, 
Armonk, New York, United States).

rEsults

The Eastern regions had the broadest coverage of multiparous 
women with no contraceptive use.

Table 1 illustrates a descriptive statistic of multiparous women 
with other related variables. Table 1 shows that women 
who lived in rural areas dominate by multiparous women 
who did not use contraceptives. Based on the age group, 
multiparous women who used contraceptives were mainly 
aged 35–39 years, while multiparous women who did not use 
contraceptives were 45–49 years.

Table 1 informs that both contraceptive use categories were 
dominated by those with secondary education based on 
education level. Seen from the employment category, employed 
multiparous women dominated both types of contraceptive use.

Based on the wealth status, the poorest women dominated both 
categories of contraceptive use. In both types of contraceptive use, 
multiparous women who had health insurance were dominant.
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Table 2 explains the binary logistic regression test results 
of barriers to contraceptive use among multiparous women 
in Indonesia. Multiparous women who lived in urban areas 
were 1.100 times more likely not to use contraceptives than 
multiparous women who lived in rural areas (odds ratio [OR] 
1.100; 95% confidence interval [CI] 1.100–1.100). It indicated 
that although the number of multiparous women living in urban 
areas was not too different from rural areas, they were more 
likely not to use contraceptives than those in rural areas. It 
suggested residing in urban areas became one of the barriers 
to contraceptive use among multiparous women in Indonesia.

Table 1 informs that all age groups are more likely to use 
contraception than the 45–49 age group. This information 
shows that older age is a barrier to contraceptive use among 
multiparous women in Indonesia.

Multiparous women with no education had 2.686 times the 
probability of not using contraceptives than those with higher 
education (OR 2.686; 95% CI 2.685–2.687). Multiparous 
women with primary education were 1.005 times more likely 
not to use contraceptives than those with higher education (OR 
1.005; 95% CI 1.005–1.005). Meanwhile, women with 
secondary education levels were 0.975 times more likely to 
not use contraceptives than women with higher education (OR 
0.975; 95% CI 0.975–0.975). Women who had low education 
had a higher possibility of not using contraceptives. It pointed 
out that having no education was one of the barriers to 
contraceptive use among multiparous women in Indonesia.

Table 2 informs those unemployed women had 1.008 times 
more possibilities not to use contraceptives than employed 
women (OR 1.008; 95% CI 1.008–1.008). It suggested that 
unemployment became a barrier to contraceptive use among 
multiparous women in Indonesia.

The poorest multiparous women were 1.623 times more 
likely to not use contraceptives than the richest multiparous 
women (OR 1.623; 95% CI 1.623–1.624). Women with 
wealth status in the more deficient category had 1.082 times 
more possibilities not to use contraceptives than the richest 
women (OR 1.082; 95% CI 1.082–1.082). Women with wealth 
status in the middle category were 1.059 times more likely not 
to use contraceptives than the richest women (OR 1.059; 95% 
CI 1.059–1.059). Women with the more decadent category in 
the more affluent category had 1.055 times the probability of 
not using contraceptives than the richest women (OR 1.055; 
95% CI 1.055–1.055). The results showed that women with all 
wealth status tended not to use contraceptives than the richest. 
The works consider poverty as another barrier to contraceptive 
use among multiparous women in Indonesia.

dIscussIon

This study revealed that living in urban areas was one of the 
barriers to contraceptive use among multiparous women in 
Indonesia. It was pretty surprising because it contradicted 
the previous research, which informed that public access to 

health services in Indonesian urban areas generally tended to 
be better than rural areas.[15,16] Better facilities of reproductive 
health services in urban areas did not necessarily increase 
contraceptive use among multiparous women in Indonesia.

The analysis found that the age variable was another 
barrier among multiparous women in Indonesia for using 
contraceptives or not. Several studies also state a similar 
finding in the previous studies in Burkina Faso, Peru, and 23 
countries in Latin America and the Caribbean.[17,18] This present 
study discovered in Indonesia that multiparous women of older 
ages tend not to use contraceptives.

Another finding showed having no education became a barrier 
to contraceptive use among multiparous women in Indonesia. 
It corroborated the previous research, which found that 
family planning education and knowledge strongly affected 
contraceptive use.[19] Low education was closely related to an 
inadequate understanding of family planning. This barrier made 
women still hold tight the myths and misconceptions against 
modern contraception.[20] Decisions of using contraceptives or 
not among women with low education levels depended on the 
husbands’ decisions.[21]

Table 1: Descriptive statistics of multiparous women in 
Indonesia (n=25,543)

Variable Contraceptive use P

Yes, n (%) No, n (%)
Type of place of residence

Urban 8546 (50.9) 4234 (48.4) <0.001***
Rural 8247 (49.1) 4516 (51.6)

Age group
15‑19 15 (0.1) 11 (0.1) <0.001***
20‑24 416 (2.5) 194 (2.2)
25‑29 1793 (10.7) 707 (8.1)
30‑34 3584 (21.3) 1361 (15.6)
35‑39 4463 (26.6) 1748 (20.0)
40‑44 3934 (23.4) 1989 (22.7)
45‑49 2588 (15.4) 2740 (31.3)

Education level
No education 255 (1.5) 409 (4.7) <0.001***
Primary 5879 (35.0) 3393 (38.8)
Secondary 8595 (51.2) 4016 (45.9)
Higher 2064 (12.3) 932 (10.7)

Employment status
Unemployed 6784 (40.4) 3386 (38.7) 0.007**
Employed 9995 (59.6) 5363 (61.3)

Wealth status
Poorest 3620 (21.6) 2605 (29.8) <0.001***
Poorer 3265 (19.4) 1628 (18.6)
Middle 3280 (19.5) 1518 (17.3)
Richer 3299 (19.6) 1507 (17.2)
Richest 3329 (19.8) 1492 (17.1)

Health insurance
No 6138 (36.6) 3295 (37.7) 0.083
Yes 10,654 (63.4) 5455 (62.3)

P<0.05, **P<0.01, ***P<0.001
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This study’s results are in line with several previous studies, 
which often find education a positive determinant of output 
in the health sector.[15,22,23] On the other hand, several studies 
also found poor education as a barrier to achieving better 
performance in the health sector.[24,25]

Another barrier to contraceptive use was unemployment among 
multiparous women in Indonesia. Employed women tended 
to choose to limit the number of children. Employed women 
could decide for themselves whether to use contraceptives or 
not, i.e., being not dependent on their husbands’ or partners’ 
decisions.[26]

The results also explained poverty became another barrier to 
contraceptive use among multiparous women in Indonesia. It 
was consistent with the previous research that found low wealth 
status was a barrier to access contraceptive use and health 
services in general.[19] In the Indonesian setting, costs as a 
barrier related to access to services and access to transportation. 
In many peripheral areas, such a wall was the consequence that 
imposes the archipelagic state.[27]

Overall, the barriers to contraceptive use in Indonesia were 
largely preventable variables.[28] Policymakers responsible 

for the family planning program in Indonesia have to focus 
on tackling obstacles, as this present study has revealed. 
Policies that focus on target groups with clear and detailed 
characteristics are required to accelerate the coverage of 
contraceptive use among multiparous women in Indonesia.

conclusIons

Based on the results, the study concluded that multiparous 
women in Indonesia face five barriers to contraceptive use. 
These barriers include living in urban areas, being of older 
ages, having no education, being unemployed, and having 
low wealth status.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.

rEfErEncEs
1. Spagnoletti BR, Bennett LR, Kermode M, Wilopo SA. ‘I wanted to 

enjoy our marriage first… but I got pregnant right away’: A qualitative 
study of family planning understandings and decisions of women 
in urban Yogyakarta, Indonesia. BMC Pregnancy Childbirth 
2018;18:1‑4.

2. Harzif AK, Mariana A, Malik DM, Silvia M, Lovita BT. Factors 
associated with the utilization of long‑acting reversible contraceptives 
among family planning clients at the Pameungpeuk Rural Hospital, 
Indonesia. F1000Res 2018;7:1891.

3. Fogarty MJ. Impacts of contraception on women’ s decision‑ making 
agency in Indonesia. Undergrad Econ Rev 2019;15:1‑38.

4. Dev R, Kohler P, Feder M, Unger JA, Woods NF, Drake AL. 
A systematic review and meta‑analysis of postpartum contraceptive use 
among women in low‑ and middle‑income countries. Reprod Health 
2019;16:154.

5. Islam AZ. Factors affecting modern contraceptive use among fecund 
young women in Bangladesh: Does couples’ joint participation in 
household decision making matter? Reprod Health 2018;15:112.

6. Namasivayam A, Lovell S, Namutamba S, Schluter PJ. Predictors 
of modern contraceptive use among women and men in Uganda: 
A population‑level analysis. BMJ Open 2020;10:e034675.

7. Wulifan JK, Mazalale J, Jahn A, Hien H, Ilboudo PC, Meda N, et al. 
Factors associated with contraceptive use among women of reproductive 
age in rural districts of burkina faso. J Health Care Poor Underserved 
2017;28:228‑47.

8. Abdi B, Okal J, Serour G, Temmerman M. “Children are a blessing 
from God” – A qualitative study exploring the socio‑cultural factors 
influencing contraceptive use in two Muslim communities in Kenya. 
Reprod Health 2020;17:1‑11.

9. Westoff CF. Unmet need for modern contraceptive methods. DHS Anal 
Stud 2012;1‑62.

10. National Population and Family Planning Board, Statistics Indonesia, 
Ministry of Health, The DHS Program. The 2017 Indonesia Demographic 
and Health Survey. Jakarta; 2018. Available from: https://www.dhsprogram.
com/pubs/pdf/FR342/FR342.pdf. [Last accessed on 2020 Aug 12].

11. Laksono AD, Wulandari RD, Matahari R. The association between recent 
sexual activity and the use of modern contraceptive methods among 
married/cohabiting women in Indonesia. J Public Health Res 2020;9:1885.

12. Wulandari RD, Laksono AD, Sandra C. Individual characteristics and 
media exposure as predictors of smoking behavior among married men 
in Indonesia. J Crit Rev 2020;7:9756‑63.

13. Yuliati LN, Simanjuntak M, Oktriyanto O. The influence of information 
access, knowledge, perception of family planning’s risks, and husband’s 
support on interest of using contraception for unmet need group. J Ilmu 

Table 2: The result of binary logistic regression of the 
barrier to contraceptive use among multiparous women 
in Indonesia (n=25,543)

Predictors Do not use contraception

Significant AOR LB UB
The type of place of residence

Urban <0.001*** 1.100 1.100 1.100
Rural ‑ ‑ ‑ ‑

Age group
15‑19 <0.001*** 0.643 0.643 0.644
20‑24 <0.001*** 0.461 0.461 0.461
25‑29 <0.001*** 0.369 0.369 0.369
30‑34 <0.001*** 0.360 0.360 0.361
35‑39 <0.001*** 0.391 0.391 0.391
40‑44 <0.001*** 0.483 0.483 0.483
45‑49 ‑ ‑ ‑ ‑

Education level
No education <0.001*** 2.686 2.685 2.687
Primary <0.001*** 1.005 1.005 1.005
Secondary <0.001*** 0.975 0.975 0.975
Higher ‑ ‑ ‑ ‑

Employment status
Unemployed <0.001*** 1.008 1.008 1.008
Employed ‑ ‑ ‑ ‑

Wealth status
Poorest <0.001*** 1.623 1.623 1.624
Poorer <0.001*** 1.082 1.082 1.082
Middle <0.001*** 1.059 1.059 1.059
Richer <0.001*** 1.055 1.055 1.055
Richest ‑ ‑ ‑ ‑

P<0.05, P<0.01, ***P<0.001. Note: 95% CI. CI: Confidence interval, 
AOR: Adjusted odds ratio, LB: lower bound; UB: upper bound



Wulandari, et al.: The barrier to contraceptive use

483Indian Journal of Community Medicine ¦ Volume 46 ¦ Issue 3 ¦ July-September 2021 483

Kel dan Konsum 2019;12:157‑68.
14. Wulandari RD, Laksono AD. Is parity a predictor of neonatal death 

in Indonesia? Analysis of the 2017 Indonesia demographic and health 
survey. Indian J Forensic Med Toxicol 2020;14:2161‑6.

15. Seran AA, Laksono AD, Sujoso AD, Masruroh M, Ibrahim I, 
Baharia MN, et al. Does contraception used better in urban areas?: 
An analysis of the 2017 IDHS (Indonesia Demographic And Health 
Survey). Syst Rev Pharm 2020;11:1892‑7.

16. Laksono AD, Wulandari RD, Soedirham O. Urban and rural disparities 
in hospital utilization among Indonesian adults. Iran J Public Health 
2019;48:247‑55.

17. Ponce de Leon RG, Ewerling F., Serruya SJ, Silveira MF, Sanhueza A, 
Moazzam A, et al. Contraceptive use in Latin America and the Caribbean 
with a focus on long‑acting reversible contraceptives: Prevalence and 
inequalities in 23 countries. Lancet Glob Heal 2019;7:e227‑35.

18. Soriano‑Moreno DR, Soriano‑Moreno AN, Mejia‑Bustamante A, 
Guerrero‑Ramirez CA, Toro‑Huamanchumo CJ. Factors associated with 
highly effective contraceptive use among reproductive‑age women in 
Peru: Evidence from a nationwide survey. Eur J Obstet Gynecol Reprod 
Biol 2020;245:114‑20.

19. Ba DM, Ssentongo P, Agbese E, Kjerulff KH. Prevalence and 
predictors of contraceptive use among women of reproductive age in 
17 sub‑Saharan African countries : A large population‑based study. Sex 
Reprod Healthc 2019;21:26‑32.

20. Mushy SE, Tarimo EA, Fredrick Massae A, Horiuchi S. Barriers to the 
uptake of modern family planning methods among female youth of 

Temeke District in Dar es Salaam, Tanzania: A qualitative study. Sex 
Reprod Healthc 2020;24: Article number 100499.

21. Böttcher B, Abu‑El‑Noor M, Abu‑El‑Noor N. Choices and services 
related to contraception in the Gaza strip, Palestine: Perceptions of 
service users and providers. BMC Womens Health 2019;19:165.

22. Megatsari H, Laksono AD, Ibad M, Herwanto YT, Sarweni KP, 
Geno RAP, et al. The community psychosocial burden during the 
COVID‑19 pandemic in Indonesia. Heliyon 2020;6:e05136.

23. Laksono AD, Wulandari RD, Ibad M, Kusrini I. The effects of mother’s 
education on achieving exclusive breastfeeding in Indonesia. BMC 
Public Health 2021;21:14.

24. Rohmah N, Yusuf A, Hargono R, Laksono AD, Masruroh, Ibrahim I, 
et al. Determinants of teenage pregnancy in Indonesia. Indian J Forensic 
Med Toxicol 2020;14:2080‑5.

25. Wulandari RD, Laksono AD. Determinants of knowledge of pregnancy 
danger signs in Indonesia. PLoS One 2020;15:e0232550.

26. Blackstone SR. Women’s empowerment, household status and 
contraception use in ghana. J Biosoc Sci 2017;49:423‑34.

27. Ipa M, Widawati M, Laksono AD, Kusrini I, Dhewantara PW. Variation 
of preventive practices and its association with malaria infection in 
eastern Indonesia: Findings from community‑based survey. PLoS One 
2020;15:e0232909.

28. Gele AA, Musse FK, Shrestha M, Qureshi S. Barriers and facilitators 
to contraceptive use among Somali immigrant women in Oslo: 
A qualitative study. PLoS One 2020;15:e0229916.


