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Preface

This publication is the result of an extraordinary commitment 
on the part of the women, men and young people who 
participated in an innovative experiment that used partnership 
as a strategy to advance sexual and reproductive health and 
rights (SRHR) in Indonesia. Inspired by the idea behind 
the project, the initiative was kindly supported by the Ford 
Foundation, Indonesia, without whom these significant 
achievements would not have been possible.
 The Indonesian Sexual and Reproductive Health and 
Rights Monitoring and Advocacy (IRRMA) Project was an 
effort at using partnership to build capacities for evidence-
based advocacy on SRHR.  Seven critical aspects of SRHR 
were chosen in an initial meeting with over 40 partners, and 
a partnership methodology was created with one Focal Point 
Group (FPG) being elected within each area of interest. There 
were seven FPGs identified within each corresponding issue, 
as follows: 

• Perkumpulan Keluarga Berencana Indonesia (Jambi) for 
young people’s RHR

• Yayasan Kesehatan Perempuan (Jakarta) for abortion
• Rifka Annisa Women’s Crisis Centre (Jogjakarta) for 

sexual violence

• Yayasan Hotline Surabaya (Surabaya) for HIV/AIDS 
among girls and women

• Kelompok Studi Gender Surabaya, Universitas Surabaya 
(Madura) for maternal mortality

• Jaringan Kesehatan Perempuan Indonesia Timur (East 
Nusa Tenggara) on family planning

• Yayasan Lembaga Konsumen Sulawesi Selatan (Makasar) 
for decentralisation of health systems

 The FPGs worked within their local networks to implement 
the capacity building as well as the evidence-gathering on each of 
their issue areas. Critical qualitative data and in-depth interviews 
with women were conducted on various aspects, including access 
to maternal health services, abortion practices, access to adolescent 
reproductive health rights and services, women and HIV/AIDS, 
the impact of decentralisation on women’s health services and 
sexual violence against women and girls.   
 The IRRMA Partnership had effective strategic 
guidance provided by the Indonesia National Advisory 
Committee which consisted of three prominent women’s 
rights proponents, including Saparinah Sadli, Rita Serena 
Kolibonso and Ninuk Widyantoro.
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 The Partnership grew both in terms of local level 
evidence-generation capacity as well as advocacy skills as their 
collaboration allowed for joint action at both national and 
international levels. In March 2006, the IRRMA partners 
conducted a three-day advocacy intervention in Jakarta. It 
had been earlier decided that the primary purpose of this 
intervention would focus on advocacy for a progressive 
amendment to the present Indonesian Health Law, a process 
which was at that moment being reviewed by a parliamentary 
select committee. This part of the initiative was strategically 
and collectively planned and implemented by the partners 
themselves, with coordinative leadership provided by the 
Indonesia National Advisory Committee members and 
Yayasan Kesehatan Perempuan in Jakarta. Appropriate 
advocacy materials and policy briefs were prepared based 
on the studies conducted by the partners. The advocacy 
interventions included high-level meetings with the Ministry 
of Women’s Empowerment, the Ministry of Health, and the 
Ministry of Legal and Human Rights. The IRRMA partners 
also presented the findings of their research at a specifically 
organised hearing by the Parliament Select Committee that 
was reviewing the amendment to the Health Law. 
 At the 3rd Asia Pacific Conference on Reproductive and 
Sexual Health (APCRSH) that was held in Kuala Lumpur, 
Malaysia in November 2006, IRRMA conducted a parallel 
symposium where their research results were shared and 
during which the FPG partners had the opportunity to engage 
on the issue at an international level. The event proved to be a 
timely and effective avenue for creating spaces for local NGOs 
in Indonesia to participate more effectively at regional and 
international venues of discourse on SRHR. Subsequently, 
two of the FPG partners received invitations to share their 
work at other international fora.
 These  IRRMA research findings are crucial because they 
reflect that there is a dire need to address what has emerged 
as a lack of appropriate policy and effective implementation 
towards improving the situation of women’s health and rights 
in Indonesia. This is despite a rigorous yet narrow family 
planning programme that was implemented immediately 
after the 1994 International Conference on Population and 
Development (ICPD). Social, cultural and religious beliefs 

run so deep thatthey continue to have a  significant influence 
on reproductive health policies and programmes. For example 
there is still a  prevailing cultural belief that women who die 
in childbirth enter heaven immediately. Hence, maternal 
mortality is not perceived for what it is: a violation of the 
fundamental right to a woman’s life. 
 Politically, women’s sexuality is still defined as existing 
only within the institution of marriage and family. This is 
strongly reflected in the family planning programme which 
is  made available only to married couples. There is no 
access for single women, adolescents, widows and divorcees. 
Public information on sexual and reproductive health is still 
very limited and much information is focused on the use of 
contraceptives rather than the importance of choice.  
   In the present climate of decentralisation of government, 
women advocates have to work very hard to lobby the support 
of local authorities and local lawmakers who may not be well-
informed on women’s rights. There is a need to gender-sensitise 
mayors, local authority figures and local lawmakers such that 
they can and will create substantial changes for women. 
 Gender sensitisation is also crucial in this decentralised 
system with regards to women’s reproductive health and rights 
because currently the historical knowledge and the institutional 
memory of Cairo, ICPD +5 and ICPD+10 all reside in many 
members of the previously centralised government ministries 
and bodies. Hence the awareness and ownership concerning 
the attainment of ICPD goals within local level governance 
institutions are severely lacking.   There is a dire need to 
inform, educate and sensitise local governments on women’s 
reproductive health and rights issues to redress this situation. 
 Faith-based interest groups also have a tendency to cloud 
reproductive issues as moral issues and ignore the fact that 
SRHR is both an issue of a women’s right to control her body 
as well as the right to health. . 
 In all of this, a woman’s identity as an individual human 
being in her own right has been limited. There is a real social, 
political, religious challenge to implement the spirit of the 
ICPD Programme of Action which emphasised a respect 
for women’s rights and freedoms. This makes the work of 
partnerships like IRRMA all the more necessary and crucial in 
order to defend and protect women’s health and rights. 
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 This publication brings the insight and findings which will 
guide many in order to make the best decisions and take the 
most appropriate steps in order to  achieve women’s sexual and 
reproductive health and rights in Indonesia. 

AbouT	ARRoW

The Asian-Pacific Resource and Research Centre for Women 
(ARROW) is a regional organisation committed to advocating 
and protecting women’s health rights and needs, particularly 
in the area of women’s sexuality and reproductive health. 
Monitoring and advocacy that is carried out by ARROW’s 
women’s NGO partners  contributes to our objectives of 
strengthening the women’s movement and civil society’s 
capacity to hold governments accountable to international 
commitments. Women’s health and well-being continues 
to remain a challenge in the new millennium despite 
governments’ commitments to international agreements 
like the 1994 International Conference on Population and 
Development (ICPD) Programme of Action, the 1995 
Beijing Platform for Action (BPFA) and the Millennium 
Development Goals (MDGs).
 ARROW’s mission is to promote and carry out research-
based monitoring and analysis of policies, programmes 
and services to determine to what extent these uphold and 
protect women’s and girls’ health rights, particularly sexual 
and reproductive rights to health. The monitoring projects 
taken up by ARROW over the past decade have provided 
critical inputs and strategic direction to women’s health 
and well-being in the Asian-Pacific region. In partnership 
with NGOs, ARROW has previously coordinated regional 
studies to monitor the implementation of ICPD and 
Beijing commitments particularly in the area of sexual and 
reproductive health and rights. The monitoring studies were 
used widely at national, regional and international levels 
as sources of evidence-based assessments of government 
commitments. 

Kuala Lumpur, December 2006

The ARROW team
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Introduction

Despite some progress in the development of laws, policies and 
programmes that provide for the fulfilment of reproductive 
health and rights in Indonesia, access to affordable and 
comprehensive services remains limited, especially for 
vulnerable groups such as poor and marginalised women as 
well as women who live in remote areas. 
 Concerned with this slow progress on ICPD, the Asian-
Pacific Resource and Research Centre for Women (ARROW), 
in cooperation with Ford Foundation, took the initiative to 
bring together eight countries in Southeast Asia, including 
Cambodia, China, India, Indonesia, Malaysia, Nepal, Pakistan 
and the Philippines, to combine efforts in monitoring the 
implementation of international commitments on SRHR by 
governments and parliaments in the region, under the project 
entitled ‘Monitoring Ten Years of ICPD Implementation: 
The Way Forward to 2015’.
 To implement the monitoring in Indonesia, Indonesian 
NGOs decided to set up seven Focal Point Groups (FPGs) 
in seven major cities: Jambi, Jakarta, Jogjakarta, Surabaya, 
Madura, East Nusa Tenggara and Makasar to monitor 
progress on RHR. Each FPG was made up of a cluster of 
NGOs which identified with a specific aspect of RHR: Jambi 
for young people’s RHR, Jakarta for abortion, Jogjakarta for 
sexual violence, Surabaya for HIV/AIDS among girls and 
women, Madura for maternal mortality, East Nusa Tenggara 
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on family planning, and Makasar for decentralisation of 
health systems.
 The FPGs worked under the umbrella of the Indonesian 
Reproductive Health & Rights Monitoring and Advocacy 
(IRRMA) Project which aimed to strengthen the women’s 
movement and civil society’s capacity to monitor government’s 
implementation of international commitments as “women’s 
health and well-being continues to remain a challenge in 
the new millennium despite governments’ commitment to 
international instruments and treaties like the International 
Conference on Population and Development (ICPD), the 
Beijing Platform of Action (BPFA) and the Millennium 
Development Goals (MDGs).”
 The IRRMA National Advisory Committee (INAC) 
consists of a small group of academics, researchers, activists and 
credible individuals who supported IRRMA in formulating 
policy briefs, identifying key stakeholders as well as guiding 
strategic policy advocacy. The INAC members include:

· Dr. Saparinah Sadli  
of the Indonesian National Commission on Women

· Dr. Ninuk Widyantoro  
of Yayasan Kesehatan Perempuan

· Rita Serena Kolibonso, SH, LLM  
of Yayasan Mitra Perempuan

 Aside from facilitating the overall project and providing 
strategic direction, ARROW also provided technical assistance 
on monitoring, documentation, data analysis, report writing, 
policy advocacy and capacity building. It also supported 
IRRMA through resources available from its Information and 
Documentation Centre, and linked Indonesian NGOs with 
regional NGOs in the field of women’s health and rights.
 As a result, this book is a compilation of these six studies, 
conducted by the FPGs, on the progress of laws, policies, and 
programmes in Indonesia as part of the country’s commitment 
to the ICPD. These studies focus on the situation of the last 
three years (2003-2006) on the issues of maternal mortality, 
abortion, sexual violence, adolescents’ reproductive health and 
rights, HIV/AIDS and the decentralisation of health systems.
 The findings of these studies clearly show that Reproductive 
Health and Rights (RHR) are still neglected. The maternal 

“... the rise of young 
religious (Moslem)  leaders, 

both female and male, 
who are strongly 

promoting gender 
equality based on religious 

values and the status of 
women, is a significant 

development...” 
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Introduction

mortality rate in Indonesia is very high at 307/100,000.  
11-50% of maternal deaths are estimated to be due to unsafe 
abortions. Even in Jakarta and its satellite cities, the findings 
show that unsafe abortion services are still being carried out by 
traditional birth attendants (TBAs) and medical doctors who 
do not have special training to provide safe abortion services. 
This helps explain how unsafe abortion contributes to the high 
maternal mortality rate.  National statistics on HIV/AIDS 
indicate that the total number of HIV/AIDS cases is 11,604, 
including 32 babies (under 1 year, born with HIV). 
 In terms of adolescent RHR, there is no clear national 
programme that is effective in preventing the young and 
the future generations of the nation, from the dangers of 
unintended pregnancies, unsafe abortions and the great 
possibility of acquiring sexually transmitted infections (STIs) 
including HIV/AIDS. The lack of attention paid to meeting 
the reproductive health and rights of young people, in 
particular young girls is reflected in the findings of Jogjakarta, 
which shows that in 2005, violence against children including 
the girl child, has increased almost 100% compared to the 
previous year.  
 In terms of the national policy on decentralisation, it is 
a reality that this policy is not always effective in fulfilling 
women’s health needs, especially with regards to budget 
allocation.  Budget allocation for women’s health services is 
very scarce – because within the context of  decision-making,  
it is almost never given a priority. This shows clearly that 
advocacy activities directed to local authorities is imperative.
    In March 2006, there was a national advocacy meeting in 
Jakarta where the findings of the studies were presented to the 
Ministry of Health, the Ministry of Women’s Empowerment, 
the Ministry of Law and Human Rights and to the Parliament, 
Commission IX, responsible for Health. At this presentation, 
the researchers were also accompanied by representatives of 
local Parliaments and local health officers, who gave additional 
input about the reality of the status of women’s health in their 
respective cities.
 IRRMA’s findings have also been shared at the 3rd Asia 
Pacific Conference on Reproductive and Sexual Health 
(APCRSH) held in Kuala Lumpur in November 2005 as well 
as with local governments in their respective cities. 

 While we work towards the promotion of women’s health 
issues with various stakeholders including the government and 
the Parliament of Indonesia, we acknowledge the emerging 
movement by religious groups who are promoting contrary 
and fundamentalist views on the status of women, which are 
strongly opposed to the optimal development of women’s 
rights in all spheres of life. 
 The mixed opinion prevalent in Indonesia on the fulfil 
ment of the meaning of women’s rights has not slowed down 
the spirit and advocacy efforts by various human rights groups 
in the country. In fact it has created awareness that women’s 
issues are both directly and indirectly linked to religious values 
concerning women. 
 Within the process of democratisation of the nation, the 
rise of young religious (Moslem) leaders, both female and 
male, who strongly promote gender equality based on religious 
values and the status of women, is a significant development 
which should be fostered. 
 Within this context, the IRRMA studies should be 
regarded as a valuable contribution to understand the 
ongoing efforts and developments in Indonesia toward 
implementing ICPD.

Jakarta, November 2006

Saparinah Sadli
Ninuk Widyantoro
Rita Serena Kolibonso
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... Maternal mortality rates  
in Indonesia are the highest in 
Southeast Asia with no  
significant reduction over the 
last decade ...
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chapter

Maternal Mortality
Elly Yuliandari

introduction

Maternal death1 has been a pressing public health problem 
for far too long in Indonesia. In 1945, after Indonesian 
independence, providing services to the rural areas where 70% 
of the population resided was emphasised by the government. 
Preventive structures were developed around the existing 
network of curative facilities. In 1952, Centres for Mother-
and-Child Welfare (Balai Kesejahteraan Ibu dan Anak or 
BKIA) were established in each district to provide assistance to 
pregnant women, babies and infants through health education, 
vaccination and simple curative practices.2

 With the ascent of President Soeharto and the New Order 
Government in 1965, the BKIA and other agencies of disease 
prevention and control were merged with the poly-clinics in 
the community health centres (pusat kesehatan masyarakat 
or puskesmas). These became the primary level referral 
services for each sub-district. By the end of the second five-
year development plan (Repelita II: 1974-1979), the aim of 
building a health centre in each sub-district was achieved, but 
the plan of staffing them with a midwife and a doctor was only 
partially realised. Owing to the scarcity of health personnel, 
during the following third five-year development plan, 
Repelita III (1979-1984), community participation came to 
be regarded as the key to health improvement in Indonesia. 
This framework maintained a special focus on maternal and 
infant death in the country. An integrated service posts system 
known as ‘pos pelayanan terpadu’ (posyandu), was established. 
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safer and improving reproductive health services are serious 
health challenges in Indonesia, due to gender-related issues, 
widespread poverty, weak infrastructure and isolation of 
many rural areas,” UNFPA Assistant Representative Martha 
Ismail9 says. Indonesia is a very large, socio-culturally diverse 
and bureaucratically complex country. Maternal mortality is 
a complex problem, involving not only technical factors but 
also social, political, educational and economic factors

 Maternal Mortality Figures	
	 Year		 	 	 	 	 	 Maternal	Mortality	Rate
 1984-1989    360/100,000 live births
 1989-1994    390/100,000 live births
 1998-2003    307/100,000 live births
 Source: Indonesian Demographic Health Survey

international coMMitMents
 Indonesia has committed itself in various international 
fora towards reducing maternal mortality. In 1987, at the 
International Safe Motherhood Conference in Nairobi; in 
1994, at the International Conference on Population and 
Development in Cairo; in 1995, at the International Beijing 
Conference on Women; in 1999, at the Five Year Review 
of the ICPD; in 2000, Millennium Development Goals; in 
2004, at the 10 Year Review of the ICPD; and in 2005, at 
the World Summit. As far as legally-binding international 
documents are concerned, Indonesia has placed reservations 
on article 29 (1) of the Convention on the Elimination of 
All Forms of Discrimination Against Women (CEDAW) and 
ratified in 1984 through Law Number 7/1984.
 These various international pressures aim to reduce 
levels of maternal mortality in several parts of the world but 
have yet to show meaningful change. 
 The Programme of Action in the framework of ICPD+10 
underscores the fact that efforts to make significant change 
are related to a decrease in maternal mortality rates by 2015. 
Raising the standards of maternal health goes hand-in-hand 
with decreasing maternal mortality rates. Maternal health 
standards should not be sidelined as a problem specific to 
certain countries only: efforts to improve the quality of 

It was a community-based and community-organised mother-
and-child care programme targeting five priorities: 
a) nutrition, 
b) diarrhoea control, 
c) family planning, 
d) vaccination and 
e) maternal and child health (MCH).
These activities were entrusted to volunteer health workers 
(kader) under the supervision of trained midwives.3

 By the end of Repelita V (1989-1994) there were 6,227 
puskesmas and 17,116 puskesmas pembantu (village based 
sub-centres) throughout the country. However, the staffing, 
quality of care and utilisation levels varied widely. During the 
same period, midwives were actively deployed to every village 
(bidan di desa) in an effort to reduce maternal deaths. However, 
these interventions to improve access to maternal health 
services were not successful4 and high maternal mortality rates 
continued.5

 In 1993, the Government of Indonesia developed broad 
state guidelines with the ultimate goal of improving the health 
status of the community and the quality of human life. This 
programme aimed to reduce the maternal mortality ratio6 
from 420 to 225 per 100,000 live births by 1998-1999; 
to improve access and coverage of prenatal care, attended 
delivery and administration of tetanus toxoid; and to reduce 
iron deficiency anaemia.
 Maternal mortality rates currently in Indonesia are the 
highest in Southeast Asia with no significant reduction over 
a decade. The 1994 Indonesian Demographic Health Survey 
presented a direct estimate of 390 maternal deaths per 100,000 
live births for the time period of 1989-94, a slight increase from 
360 per 100,000 live births reported for the period 1984-88.7 
According to the 2002-2003 Indonesian Demographic Health 
Survey, the current maternal mortality rate stands at 307 per 
100,000 live births in 1998-2003.8 By 2015, the aim is to reduce 
these figures to 100 for every 100,000 live births in accordance 
with the MDGs. While these figures are indicative of an overall 
quantitative decrease, there is still no demonstration of any 
significant decrease in ratio figures.
 While gradual progress is acknowledged, maternal 
mortality remains a serious problem. “Making pregnancy 
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maternal health need to be integrated at the regional and 
global levels as well. For, improving the quality of reproductive 
health involves not only intervening at the medical level but 
also at the economic and socio-cultural levels.

econoMic and socio-cultural paradigM
 While poverty has declined rapidly after the economic 
crisis of 1997, a large proportion of the population lives on 
less than US$ 2 a day. Progress on non-income measures 
of poverty remains slow.10 Many of Indonesia’s significant 
health problems, including maternal mortality, are problems 
from which the poor suffer disproportionately. Basic health 
interventions are not reaching the poor. The proportion of 
pregnant women who delivered with a trained attendant 
is 21% among the poorest women and 89% among the 
wealthiest. The maternal mortality ratio reflects women’s 
access to functional referral systems and quality care at all 
levels of the health system.11

 To study the impact of socio-cultural factors, investigators 
from the Centre for Health Research at the University of 
Indonesia used the Rashomon technique of qualitative 
data collection12 to better understand the experiences of 
63 women from geographically diverse regions of West 
Java who experienced emergencies. Bleeding, infection and 
eclampsia emerged as the major causes of maternal mortality 
in West Java. Insufficient appreciation of blood loss could 
delay the management of postpartum haemorrhage, while 
exaggerated perceptions of blood loss could cause fear or 
confusion, which could lead to either action or paralysis. 
Unhygienic conditions at delivery contributed to postpartum 
infection. But more than these medical factors, Javanese 
culture promotes various postpartum practices that are 
thought to benefit the mother but are extremely dangerous. 
These include inserting herbs into the vagina ante - or 
post partum; the traditional healer inserting the hand into 
the vagina during birth and into the uterus after birth to 
extract the placenta; and the mother sitting for hours after 
birth with her back to a pole and her legs stretched out in 
front, with weights on either side of the feet to prevent 
movement. Difficult births were often seen as progressing 
too slowly while, paradoxically, the symptoms were too fast 

to manage. Traditional healers generally see time as a 
potentially healing rather than a potentially threatening 
factor in case management. Tragically, in several cases, 
the study found that women were essentially “too poor to 
live”: family members recognised the seriousness of the 
obstetric emergency, but did not act because they feared 
the cost of lifesaving care would be too great. There is a 
belief that difficulties in pregnancy experienced by women 
are a result of karmic repercussions. Good women have 
easy pregnancies and have the strength to endure, even 
when they work hard throughout the pregnancy. Women 
who have difficulties during pregnancies are believed to 
be spoilt and weak.13

 The reasons for high levels of maternal mortality 
in Indonesia are similar in several areas in the world. 
Around 80% of maternal deaths are caused by obstetric 
complications during pregnancy. Maternal mortality 
therefore needs to be regarded as an unnatural occurrence 
and reproductive health issues made an urgent policy and 
programme priority.
 Efforts to minimise risk can be achieved by providing 
support and an adequate referral system for mothers who 
might be at mortal risk because of the pregnancy and 
childbirth process. These include: identifying women who 
are at risk for birth-related death or injury, and support 
systems to provide immediate care in order to save the lives of 
mothers in critical situations. Therefore, reducing maternal 
mortality rates requires hard work and commitment from 
both the government and the community.
 Every pregnant woman is at risk, and because of this, she needs 
to obtain full support from the medical establishment. Death 
resulting from childbirth cannot and should not be considered 
natural. Every woman who is pregnant and will give birth needs 
to obtain support such that in addition to physiological processes 
she is undergoing, she is free from cultural interpretations 
negatively affecting her pregnancy and her existence. Efforts to 
identify and develop referral systems created by the government 
are sorely needed.

researcH and MetHodologY
 This report is a summary of the monitoring activities 
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conducted in Indonesia in order to map the problems 
at present and locate the opportunities for the future. 
Monitoring was conducted by looking at direct and indirect 
factors related to women with high risk. Data was taken at 
the national level and was accompanied by in-depth case 
studies at the local level in Sampang and Bangkalan.
 The objectives of the monitoring activities were: 
1. To identify progress and obstacles in reaching the plan  
 of action based on ICPD +10.

2. To identify the availability and affordability of emergency  
 obstetric care services.
3. To obtain data about facilities supporting services for  
 pregnant and birthing women.
4. To identify cultural factors that hamper the quality of  
 care for pregnant women and the birth process.
Services for emergency obstetric conditions and services for 
pregnant and birthing women were also monitored. Indicators 
used in the research are as follows in Table 1:

table 1:  Monitoring indicators for the critical area of  ‘safe Motherhood’

critical issues indicators

Emergency Obstetric Care (EmOC)

a. Is there service?

b. What type of service is available?

c. Service offered by GO, NGO, private

d. What is the ratio/comparison of community/doctor/professional health service in each area/region? 

e. What programmes support the development of Safe Motherhood? 

f. Is there emergency obstetrical care available? In what form?

Causes of Maternal Mortality -
High abortion rates

a. Are standard operating procedures provided by the government? 

b. How good are the skills of health providers? 

c. Are services gender sensitive?

d. Is there informed consent and informed choice (counseling, service)?

e. Is there choice?

f. What is the level of client satisfaction?

g. Who provides health services?

Causes of Maternal Mortality -
Little benefit from health services

a. Are there differences in service among clients?

b. Are there differences in service?

c. Is there a referral system?

d. What is the frequency of visits?

e. Service time schedule?

Causes of Maternal Mortality -
Low availability of health services

a. How much does it cost?

b. What does the cost cover?

c. Is there a national subsidy system?

d. How does the subsidy system operate? (Is there a discrepancy between service cost and income?)

e. Is their income sufficient to cover professional health costs? 

Causes of Maternal Mortality -
Under-aged marriage 

a. What is the attitude of service providers? 

b. What is the attitude of the husband/family towards efforts at obtaining health care? 
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KeY inforMants
 Primary and secondary research data were obtained from 
several informants, both providers and service users. Secondary 
data was from the national and provincial levels while primary 
data was from Sampang and Bangkalan.

Health	Providers	
Doctors: two interviews were conducted with two doctors. 
They were located in Sambang and Bangkalan Regencies. 
Midwives: 30 midwives who were research respondents were 
interviewed, with 15 people each in Sampang and Bangkalan 
Regencies.
Service	Users: 100 Consumers as research respondents.
Community	Leaders: Village Chiefs and Religious leaders. 
Bureaucrats: Head of the Health Department.
Families: Husbands were also involved, and mothers (85 in 
all) were respondents.

MetHod of data collection
Primary	data	Interview.	
 The interview method was used to understand the 
knowledge and prejudices of community leaders about 
reproductive health and understanding about dealing with 
obstetric emergency care. Interviews were held to collect data 
from health providers about services offered, facilities available 
and existing referral systems. 

Secondary	Data
 Secondary data collection was done with the desk
research system. Data research was conducted at the 
international, national and local levels.

Questionnaire		and	Focus	Group	Discussions	(FGDs)
 FGDs were conducted for mothers in two regencies, 
Sampang and Bangkalan, each with 50 people. FGDs were 
conducted in order to discover: 
 1. Mothers’ knowledge about emergency obstetric care  
  and pregnancy symptoms that require attention.
 2. Steps to be followed should one experience an obstetric  
  emergency situation.
 3. Parties that provide support to women who are facing  
  pregnancy.

 4. Mothers’ perceptions about available facilities, scope  
  and quality of service provided.
 5. Costs incurred by mothers and the ability of mothers to  
  pay for pregnancy examinations, childbirth and the  
  possibility of having to undergo surgery.
 6. Distance and transportation facilities available to  
  examination/birthing places.

data analYsis
Data analysis was conducted for:
• Content, for various answers given by key informants
• Descriptive- chi quadrate statistics to observe frequency  
 tendencies

tHeoretical preMises 

Many theories surround the topic of reducing maternal 
mortality and the actual factors that impact reduction. 
Foremost amongst these theories is that economic growth 
reduces maternal mortality. Since economic growth raises 
living standards, women would have better nutritional 
intakes and better access to healthcare and this decreases 
maternal mortality. A number of studies in different countries 
corroborate such a worldview.
 Economics determine maternal mortality rates for several 
reasons: 
1) Higher income levels provide for the broader possibility  
 of better fulfilling nutritional requirements. Good  
 nutrition enables mothers to carry out healthy pregnancies  
 and decreases the risk of complications during birth.  
 Whereas insufficient iron increases the possibility of  
 experiencing anaemia, a cause of haemorrhaging, in  
 pregnant women. 
2) Advanced countries usually have an organised public 
 health system and conditions that provide support for  
 better maternal health. 
3) Higher national incomes result in higher education levels  
 which prevents early marriages, early pregnancies and high  
 maternal mortality. Better education also results in higher  
 levels of awareness about health and lifestyle issues.
4) Educated women and working women have a higher status  
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 in society and are able to impact decision-making and  
 hence the process of birth becomes an important priority. 
5) In developed countries, the number of offspring is few,  
 which means that the possibility of death caused by  
 childbirth is reduced.
 Existing data shows that wealthy industrialised nations 
have maternal mortality rates that are no higher that 25 deaths 
for every 100,000 live births. Several among them even have 
ratios less than 10.14 
 However, the link between economic levels and the status 
of health is not always a direct cause-effect link. When this 
occurs it is usually a causal and structural characteristic: if 
there is an increase in country income that is followed by 
increasing levels of health, there is a strong possibility that 
the impact is on more sufficient facilities for community 
members.15 The country’s strategy for health development 
determines whether or not economic gains will be translated 
into health benefits for the populace. This argument holds 
especially true for emerging economies where the initial 
economic boom may not translate into economic or social 
benefits for all citizens. 
 The other prominent theory postulates that higher levels 
of education for women results in lower maternal mortality 
rates. Women with higher levels of education firstly put off 
child bearing to a later age and, secondly, are more inclined 
to lead healthy lives during their reproductive years. Greater 
knowledge and awareness guide these women to choose good 
nutrition that reduces birth complications and provides 
strength during difficult medical situations; to be sensitive 
to signs that the pregnancy is at risk; and to practise birth 
spacing and limit the number of children. All these reduce the 
risk of mortality.
 Though low maternal mortality rates have been attributed 
to increases in economic wealth and higher levels of women’s 
education,16 Maine rightly points out that the key differential 
lies in creating national and health policies that are aligned to 
women’s health. Seemingly, economic growth and education 
levels were no guarantee to reduce maternal mortality. For 
example, maternal mortality rates decreased only in the mid  
-1930s in England, 15 years after the country declared itself 
free from illiteracy. 

the 1997 safe Motherhood project in Indonesia was a 

direct result of the health sector reform package  aimed 

at the improvement of maternal health care. the project 

comprised many elements of public-private partnership. It 

also experimented with a financial arrangement to remove 

barriers to emergency obstetric care (emoc). hospitals and 

other health care facilities were to be reimbursed for providing 

emoc to poor women referred by community midwives. 

these funds were to be available to public as well as private 

providers. the fund also covered drugs and medical supplies, 

and standard rates applicable to accommodation at tertiary 

level public hospitals. there  was to be no reimbursement to 

transportation which was to be met by the community. clear 

definition of type was set out, while poor and needy were 

defined as per the definitions used in family enumeration 

data. this was expected to cost less than Us$ 0.50 per capita. 

the impact of this programme is not known because it does 

not seem to have been evaluated. however, the programme as 

proposed is a good example of an attempt to expand access to 

much needed reproductive health service.

public-private partnership to improve 

maternal health in indonesia  

Ch01_FA.indd   12 3/17/07   6:44:32 PM



13

Maternal Mortality

 Hence, in order to significantly reduce maternal mortality, 
efforts need to be focused on:
1) a health perspective promoted through the safe- 
 motherhood programme and prioritising the provision  
 of services to pregnant women, 
2) a health welfare perspective that is based on economic  
 growth and accumulation of health service resources, and
3) a women’s empowerment perspective and an improvement  
 of women’s status in the community. 
 These three factors may be interrelated, or might stand 
alone, meaning that a country may fulfill certain criteria while 
lagging behind in others. All three are equally important in 
providing direction for policies relating to health resources 
at the national level. The existing imbalance of these three 
perspectives will also influence national policy implications.
 The concept developed by Tinker and Koblinsky and 
strengthened by McCarthy and Maine17 depicts the four 
dimensions that impact maternal death. There is the contextual 
distance aspect (national socio-economic development 
and women’s status); intermediate determinant (access to 
contraception and nutritious food); proximate determinant 
(pregnancy and its complications); and the aspect of maternal 
morbidity and mortality outcomes.

Maternal MortalitY in tHe 
indonesian conteXt

 Although there is a traditional, cultural view amongst 
Indonesian women that those who are ready to give birth are 
also ready to meet their maker, maternal mortality is still a 
tragic occurrence because it is preventable. Therefore there is a 
dire need to connect the concern for maternal mortality with 
concrete improvements. This includes changing social attitudes 
and public policies and aligning them with improvements in 
the quality of maternal health. Not changing the prevailing 
social and political paradigms results in more deaths. 
 In developing countries, the risk of experiencing 
complications during child bearing and death resulting 
from childbirth is higher. The causes stem predominantly 
from priorities that are not aligned with improving 
maternal welfare. Additionally, giving birth is regarded as 

a natural process that does not require special attention. It 
might be said that maternal death is a health problem that 
discriminates against women’s health.
 According to the World Health Organisation (WHO), 
maternal mortality is defined as maternal death during the 
period of gestation until 42 days after the termination of 
the pregnancy, this without regard to age or a problematic 
position of the pregnancy caused or made difficult by all 
factors related to pregnancy or carrying out pregnancy, but 
not death caused by accidents or other reasons.
 Maternal mortality can be classified into two groups, 
namely: 
(1) Direct obstetric death resulting from obstetric 

complications during the pregnancy period, childbirth 
or post-partum and can be caused by interventions, 
actions and care that are inappropriate, or resulting 
from a series of events and occurrences above and 

(2) Indirect obstetric death, death caused by a disease 
suffered before pregnancy or that develops during the 
pregnancy, not because of direct obstetric causes but 
complicated by the physiological effect of pregnancy.

 Both direct obstetric deaths and indirect obstetric 
deaths were used in the analysis of data for this report.
 Estimates for maternal mortality figures reflect the 
current levels of health conditions and the magnitude of 
the problem of maternal health. Morbidity patterns that 
cause maternal mortality and accounts of the course of 
morbidity depict the distribution of complications and 
health problems that occur in the community. These can be 
used as input to design basic and comprehensive emergency 
obstetric services in efforts to capture high risk women 
as well as deal with obstetric complications that occur. 
These estimates provide input for programme managers of 
maternal and child health.
 Simultaneously, data on reproductive health is either 
severely lacking or, when it is available, is inadequate. This 
makes it all the more difficult to anticipate problems and 
find solutions. The reliability of data in maternal mortality 
is a critical one. Unlike indicators in research about human 
fertility and child mortality, which already are conceptualised 
as reliable indicators, maternal mortality indicators need to 
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be seriously questioned. Mauldin, in 1994, described a study 
conducted for the World Bank’s World Development Report 
and the United Nations Development Programmes’ Human 
Development Report where he documents that in a single 
year, one country had different figures reported from different 
sources. This tendency provides for the warning “even when 
they appear in prestigious secondary sources, data should be 
presumed guilty until found innocent.”
 The same kind of study inevitably yields the same type 
of results. In 1997, Macro International’s Demographic and 
Health Surveys (DHS), Stanton et al. stated that identification 
of maternal mortality ratios developed through sibling histories 
tended to depict the existence of factors that underestimated 
the level of maternal mortality.
 Other variables that also cause mistakes of related non-
sampling characteristic data that were not reported are:
• abortion cases, 
• difficulties faced by respondents in remembering events  
 already in the past, 
• and respondents who had to report the death of a family  
 member whose pregnancy status was not confirmed.
 Inaccurate maternal mortality rates are also caused by the 
infrequent number and incidence of samples. The possibility 
of mistakes also happens in developed countries that already 
have an organised registration system. Difficulties in locating 
accurate numbers include obstacles in identifying the cause of 
maternal mortality.18 In countries that do not yet have a basic 
registration system, maternal mortality rates are identified 
indirectly (for example, as by WHO and UNICEF) with 
estimations based on births attended by medical workers and 
not inclusive of the mother’s education level.
 Measuring maternal mortality rates through special surveys 
can be done by three methods:  
1) RAMOS (Reproductive Age Mortality Survey), a system  
 considered to be the most accurate in estimating maternal  
 mortality rates in developing countries (see WHO and  
 UNICEF 1996).
2) Demographic and Health Surveys, that are carried out based  
 on national registration through community interviews,   
 civil records, and regional health records. Interviews  
 are conducted with residents or health providers, and  

 documentation done to discover the cause of death. A  
 survey model like this requires money and the costs are  
 significant.
3) Direct / indirect sisterhood methods and direct counting  
 methods for measuring maternal mortality include vital  
 registration systems, hospital records and census. 
Macro International, in cooperation with local institutions 
in developing countries, has already conducted studies to 
estimate maternal mortality rates based on Demographic and 
Health Surveys (DHS). Maternal mortality rates are based 
on the direct sibling history method. The interview method 
is used as is a questionnaire for women that relates to the 
narrative of their sibling’s reproductive health.19 
 The various methods used, however, are not free from 
error. DHS has the possible risk of underestimating the real 
data.20 Causes of death need to be analysed carefully. The 
total data used for evaluation need to be considered. Efforts 
to identify the causes need to be seen from a social and 
environmental perspective where the woman lives. This 
means that it is possible to know what type of support she 
received. However, maternal mortality cannot be said to be 
simply a personal event.

liMitations on tHe Verbal autopsY MetHod
 It is important to consider the verbal autopsy method 
and its implications in determining maternal mortality 
numbers. In general practice, data on causes of death is 
usually obtained through routine vital registration of 
deaths. When a death occurs, a physician fills out a death 
registration form, lists the conditions or diseases leading 
to the death and assigns one condition as the underlying 
cause of death. However, in situations where access to 
medical care is limited and where a significant proportion 
of the deaths occur at home in the absence of trained 
medical personnel, ascertainment of cause of death may be 
difficult. To facilitate the identification of causes of death 
in these settings, the verbal autopsy technique is used: 
relatives of the deceased person are interviewed regarding 
the circumstances leading to the death. Information on 
the signs and symptoms preceding the death is used to 
reconstruct the illness leading to death and to assign the 
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When siti aminah started bleeding profusely during the birth of her 
second child, she did not become another grim statistic in a country 
where about two women die each hour as a result of pregnancy and 
childbirth. Instead siti was rushed to the health facility by her husband 
and family in a village ambulance where she received blood donated 
by her neighbors and friends.
 a comprehensive five-year safe motherhood programme 
involving the U.s. agency for International Development (UsaID), the 
Indonesian government, the World health organization, the national 
Family planning coordinating Board, and several non-governmental 
organisations led to the coordinated response that saved siti’s life. the 
Maternal and neonatal health (Mnh) program is made up of several 
public awareness campaigns, including Suami Siaga (alert husband), 
Bidan Siaga (alert midwife) and Desa Siaga (alert village).
 JhpIeGo, an affiliate of Johns hopkins University, and Johns 
hopkins Bloomberg school of public health/center for communication 
programmes (ccp) help implement the programme in Indonesia. 
according to ccp researchers, a midline survey found that 60 percent 
of women exposed to the Bidan Siaga campaign recommended the use 
of a midwife to others in their community.
 Suami Siaga began in 1998 to get husbands more involved in 
pregnancy and delivery to ensure the safety of the mother. Desa Siaga 
focuses on how to get the entire community more involved in safe 
motherhood. siti aminah lives in a Desa Siaga and her alert community 
responded appropriately during her crisis. Bidan Siaga was launched 
in 2002 to promote the use of midwives and their skills. the concept 
of shared responsibility for healthy mothers is the foundation of the 
UsaID-supported Mnh programme in Indonesia.
“We believe it does indeed ‘take a village’ to make sure mothers survive 
to raise their children,” said Donna Vivio, JhpIeGo’s Deputy Director 
of the Mnh programme. “the Mnh programme has been remarkably 
successful in engaging everyone in the village, from the husbands to 
faith-based groups.”
 Indonesia is a predominately Muslim society and Muslim 
organisations played a key role in increasing acceptance of the Siaga 
campaigns.
 the Mnh programme takes place primarily in two provinces, West 
Java and Banten, which have a combined population of 42 million. Suami 
Siaga, Bidan Siaga, and Desa Siaga use radio, television, print materials, 
special events, and training programmes to reach Indonesian families 
and communities with the concept of being alert for emergencies 
during childbirth.
 at the community level, individual citizens are encouraged to help 
arrange for transport to the hospital, provide funds, donate blood, and 
recognise danger signs. husbands are taught to prepare for the delivery 
and potential complications, while midwives are trained to know when 
to send women to health facilities.
the 2003 Demographic and health survey for Indonesia reported 
a drop in the maternal mortality ratio to 309/100,000 births from 
390/100,000 reported in 1994.

Source www.jhpiego.org/media/releases/nr20040505.htm

indonesian mothers survive childbirth 
more often with support from husbands, 
community, faith-based groups

most probable cause of death.21 This procedure is often 
referred to as “verbal autopsy”.22 
 Because the patient has already died, finding signs and 
symptoms of disease to determine a diagnosis in mortality 
cases is more difficult than conducting interviews in 
cases of morbidity. Differentiating between the various 
pathonomonic symptoms or compiling different diagnosis 
through verbal autopsy is highly complex and requires 
extensive knowledge. To improve the quality of the 
verbal autopsy process, in 1995, the SKRT (Seri Survei 
Kesehatan Rumah Tangga) addressed the problem with the 
compilation of the ‘Disease Symptoms Glossary’ guidebook 
that contained signs and symptoms of specific diseases. 
This book took into consideration the limited capacity of 
doctors/interviewers in determining the diagnosis. With 
this guidebook, interviewers were repeatedly reminded 
of important symptoms (pathogenesis) that were key to 
differentiating one disease from another. Thus it was hoped 
that a diagnosis could be determined that approached 
the primary and direct cause of death, including cases of 
maternal mortality.
 For maternal deaths, however, there has been no critical 
and systematic review of verbal autopsy methods. The 
reliability and validity of verbal autopsy for assessing the 
cause of death in general and identifying maternal deaths, 
in particular, has not been established. The method may 
fail to correctly identify a proportion of maternal deaths, 
particularly those occurring early in pregnancy (ectopic, 
abortion-related); those in which the death occurs some 
time after the termination of pregnancy (sepsis, organ 
failure); and indirect causes of maternal death (malaria, 
HIV/AIDS).23

 Information on the levels and causes of maternal 
mortality is critical in determining the public health 
importance of specific maternal health problems and in 
designing appropriate interventions to reduce it. Accurate 
information on the nature and prevalence of the causes of 
death is essential for setting priorities for Safe Motherhood 
programmes. High levels of death due to puerperal 
sepsis, for example, may indicate the need for improved 
management during and after delivery while deaths due to 
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obstructed labour may emphasise the need for the detection 

and referral during pregnancy of mothers at risk.

 The  Determinant  Analysis  Concept  Framework,  
Maternal Morbidity and Mortality, according to McCarthy 
and Maine24 groups the related variables into five:  
 1) Social economic (variables of region, residence,  
  education, occupation); 
 2) Health facility use behavior (treatment / when not ill,  
  place of treatment, help while sick); 
 3) Reproductive status (age of mother at time of death,  
  parity, length of pregnancy, age of pregnancy); 
 4) Maternal health status (blood, increased blood  
  pressure, intrapartum fever, anaemia and other  
  problems); and 
 5) Access to health services (first prenatal examination,  
  frequency of prenatal examinations, birthing location,  
  assistance during birth).
Data was analysed thus:
 Quantitatively - calculating maternal mortality 
figures, patterns of disease, causes of maternal death, and 
descriptions of factors that might play a role in maternal  
mortality.
 Qualitatively - descriptions of the course of the disease, 
reproductive status, health services and care/treatment  
received by the deceased. This qualitative information and  
content instruments were analysed using SKRT 1995.

structural conteXt of 
Maternal MortalitY

tHe safe MotHerHood prograMMe
 The Safe Motherhood programme is closely linked to 
the ideals of the ICPD Programme of Action as prioritising 
safe motherhood results in substantial reduction in maternal 
morbidity and mortality. 
 Safe Motherhood is an initiative to help women 
understand their condition and to be aware of their 
condition so that they can identify the possibility of risk 
during their pregnancy.

 It can be understood as an effort to prevent the occurrence 
of various risks for illness and mortality in pregnant women 
when they give birth and during parturition. According to  
WHO, Safe Motherhood does not only connote health, but is 
also an effort to reduce the still high level of maternal mortality 
in several developing countries, including Indonesia.
 In Indonesia, the Safe Motherhood programme is related 
to understanding women’s welfare as well as efforts to assist 
women/mothers in overcoming obstacles in building the 
welfare of small families. 
 The Safe Motherhood programme is meant to achieve 
these global targets:
 1. Reducing the maternal mortality ratio from 1990 by  
  as much as 75% by the year 2010;
 2. The reduction of infant mortality rates to 35 for each  
  1000 live births by 2015;
 3. The provision of reproductive health services for those  
  that need it by the year 2015;
 4. As much as 80% of assisted births assisted by  
  trained medical staff by the year 2005. In areas where  
  the maternal mortality rate is high, trained medical  
  staff should assist 40% of the childbirth process by the  
  year 2005, 50% by the year 2010 and 60% by the  
  year 2015.
 One of the key aspects of the Safe Motherhood programme 
is to provide birth assistance. Accordingly, in Indonesia, as in 
many other developing countries, the role of midwives and 
traditional birth attendants is crucial.  

tHe role of MidWiVes

Village Midwives
 The high rates of maternal and infant mortality are 
mainly caused by a lack of health services and a lack of 
awareness and skills in the community. Because of this, 
there is a need for village midwives. These are midwives 
who are placed in villages, are obligated to stay, and 
also serve the residents of a work region that covers one 
or two villages. In carrying out their duties, midwives 
are directly responsible to the local public health centre 
and work together with village facilities. The provision 
of village midwives is an attempt to distribute health 
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the evolution of the safe Motherhood programme in indonesia

Year Progress in Indonesia

1987 Indonesia participated in the Nairobi Consensus to reduce MMR to 50% to 225 per 100,000 live births.

1988

As a follow up to the Safe Motherhood International Conference in Nairobi, Kenya, Indonesia conducted the National Workshop on Safe 
Motherhood, which was coordinated by the Ministry of Health and were participated by 17 government sectors, NGO and International 
NGO. The workshop, officially opened by the president, achieved intersectoral commitment to the reduction of MMR in line with the global 
commitment.

1989 Ministry of Health issued a new policy on training and deployment of community midwives in the village.

1990
Ministry of Health supported by WHO, UNFPA, UNICEF and NGOs, conducted an assessment on safe motherhood. The assessment 
resulted in a review on maternal care aspects , socio-cultural aspects related to the maternal health, and midwives training . In addition it also 
provided recommendations for action plans

1990-1996 Training and deployment of  54,120 community midwives nationwide.

1994 Development of an effort to accelerate the reduction of MMR, which focuses on delivery assisted /supervised by health personal (at least 
midwives) and management of obstetric /neonatal cases starting from the frontline (community midwives and health centre).

1996
The Decree of Minister of Health no. 572/1996 was issued to give more authority to midwives in providing first aid on obstetric and 
neonatal emergency cases.

1996

The launching of Mother Friendly Movement by the President, coordinated by the State Ministry of Women’s Role now known as 
(State Ministry of Women Empowerment). It aimed to mobilise the community and provide advocacy to prevent the “3 delays” (delay 
in recognizing danger signs and making a decision in the family level, delay in reaching referral facility and delay in receiving proper 
care in referral facility).

1999
Indonesia launched the Healthy Indonesia 2010 policy, in which the vision and  mission on the healthy paradigm focuses on prevention 
protection and promotion of life.

2000 The launching of Making Pregnancy Safer

Source: 2000.Make Pregnancy a Blessing: Let’s Make it Safer. WHO & BAKTI HUSADA Indonesia .18

services more evenly and help reduce maternal and 
infant mortality rates. 
 The existence of midwives in the village: 
 1) increases the scope and quality of health services  
  accorded to pregnant women, childbirth assistance,  
  post-partum care, infant and child healthcare;  
  contraceptive use counselling and service; and family  
  planning through strategic efforts between Integrated  
  Service Posts and Village Protection Posts; 

 2) ensures that all high risk pregnancies, birthing and  
  postpartum cases are appropriately handled and  
  referred; 
 3) increases the role of the community in cultivating  
  mother and child health care; 
 4) improves understanding and knowledge for healthy  
  l i v ing   amongs t   mother s ,   f ami l i e s   and   the    
  community  to support efforts at decreasing maternal  
  and infant mortality.

Ch01_FA.indd   17 3/17/07   6:44:36 PM



1�

The primary duties of a village midwife are to: 
 1) Carry out the implementation of KIA (Kesihatan  
  Ibu dan Anak - Mother and Child Health),  
  especially in supporting infant and child health, and  
  also family planning services; 
 2) Manage the KIA programme in her work region and  
  monitor KIA services in the village area based on real  
  village targets; and
 3) Increase the role of the community in supporting  
  KIA service implementation, including cultivating  
  a vehicle/forum (such as Integrated service posts,  
  Puskesmas, Polindes, Dasa Wisma, etc.) for community  
  participation related to approaching local leaders. 
In addition to her basic duties, a midwife carries out other  
duties given to her according to government programmes, 
education and training. These other duties are carried out 
without impeding her basic duties.
 A midwife’s activities relating to efforts to reducing 
maternal mortality include: 
 1) Examinations of pregnant women/ standard antenatal  
  service, including introduction to early signs and  
  symptoms of pregnancies at risk, counselling according  
  to the risk, nutrition counseling and post-natal family  
  planning counseling;
 2) Safe birthing assistance, including introduction to  
  early signs and symptoms that threaten both the  
  mother’s and child’s/foetus’ life and referral; and
 3) Post-partum care, primarily post-birth, including  
  introduction of early warnings and danger signs and  
  their referral; handling risky pregnancies and their  
  referral; midwife first aid in emergency situations and  
  their referral.
 Midwives are also responsible for birth documentation 
and maternal and infant death documentation. They have 
to reconstruct the story to conduct a maternal, perinatal/
neonatal verbal autopsy.
 The authority of village midwives is the same as that of 
other midwives. This has been regulated by Health Ministry 
regulations. These authorities are: 
 1) general authority, authority given to carry out duties  
  for which one is individually responsible, 

SIAGA caMpaign
 the kick-off launch event for the Warga SIAGA (alert 
citizen) campaign was held in november 2001. thousands 
of people attended the launch that included several events 
such as the airing of the Warga SIAGA tV spots, popular songs 
and readings from the Quran by Iis Dahlia, a popular singer 
and spokeswoman for the sIaGa campaign. the launch event 
created a media buzz and set the stage for the beginning of 
the Warga SIAGA campaign.

poster proMoting ‘alert citizens’
 the Warga SIAGA campaign encourages the individual 
citizen to be alert and prepared for a delivery by doing their 
part in arranging for transport, funds, a blood donor, and 
recognition of danger signs. For example, one of the tV spots 
models positive Warga SIAGA behaviors by showing how alert 
citizens are attentive towards a pregnant woman in a market 
setting, and mobilise when they see that she is going into 
labour.

calendar proMoting  ‘alert MidWiVes’
 skilled providers are key to reducing maternal mortality. 
(currently traditional birth attendants are more likely to assist 
with a delivery and they are frequently not equipped to deal 
with problems). the Bidan SIAGA (alert Midwife) campaign, 
launching in February 2002, promotes the bidan as a skilled, 
friendly provider. Formative research results found that 
community members acknowledge the difference in skill 
levels and most report confidence in the bidans’ abilities. 
the campaign seeks to position the bidans as the preferred 
provider. Because the bidans are connected to facilities, they 
are also more likely to refer in case of a serious complication. 

SuAmI SIAGA paMpHlet
 the Suami SIAGA (alert husband) campaign which was 
implemented between 1998-2000 with funding from UnFpa, 
focused on promoting the husband’s involvement in the 
pregnancy, preparation for the delivery, and any potential 
emergency. the Warga and Bidan SIAGA are follow-ups of the 
Suami SIAGA campaign and address other audiences that 
play a crucial role in facilitating a safe pregnancy, delivery and 
postpartum period.
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 2) special authority, which is authority to implement  
  activities that require a doctor’s supervision, 
 3) authority during emergency situations, where a  
  midwife is given authority to provide first aid in  
  order to save the patient’s life. Immediately after carrying  
  out these emergency actions, the midwife is obligated  
  to report to the Public Health Centre in her  
  work region. 
 She also has authority to implement other community 
health services, in accordance with government programmes, 
education and training that she has received.
 In carrying out her functions a village midwife is 
provided with a power of attorney. She is expected to 
actively serve, not simply wait. All of the aforementioned 
functions are carried out with reference to the guide 
published by the Department of Health.25 

Traditional	Birth	Attendants26

 There are different types of traditional birth attendants. 
A traditional birth attendant (TBA) is a person who assists 
the mother during childbirth and initially acquired her 
skills by delivering babies herself or through apprenticeship 
to other traditional birth attendants. A family TBA is a 
TBA who has been designated by an extended family to 
attend births in the family. A trained TBA is a TBA or a 
family TBA who has received a short course of training 
through the modern health care sector to upgrade  
her skills. 
 Traditional birth attendants are supposed to practice 
the “five cleans” in order to prevent infections during 
childbirth, a major cause of maternal deaths:
• Clean delivery surface 
• Clean hands (of birth attendant) 
• Clean cord tie 
• Clean blade 
• Clean cord stump (without anything applied on it) 

 They also have an obligation to report to health workers 
and are responsible for the following: 
 1) Introduction of at-risk pregnancies and births
 2) Care for newborn babies, especially care of the  

  umbi l ica l  cord and providing breas t  mi lk  
  exclusively;
 3) Introduction of at risk neonatal, especially BBLR and  
  neonatal tetanus, as well as first aid for it before being  
  handled by a health worker;
 4) Reporting maternal and infant birth and death; 
 5) Education for pregnant women (nutrition, breast care,  
  danger signs) and family planning education.

ManageMent of tHe birtH process
 There are four models that might be useful for the 
management of the birth process. The first is by using 
community members who have been previously trained 
(including traditional birth attendants) as attendants. The 
second method uses professional help, with the birth process 
carried out at home. In the third, professional help assists the 
birth process with basic essential obstetric care facilities. In 
the fourth model, the birth is assisted by a professional and 
followed up by comprehensive obstetric care facilities, as 
well as an adequate referral system. The method in model 1 
assumes that it can reduce maternal mortality rates. However, 
the only ratio that can be reached is no less than 100 deaths 
per 100,000 live births. Assistance from professionals will 
possibly reduce maternal mortality rates. Using models 2-4 
that emphasises assistance from professional help can push 
maternal mortality rates to a ratio of 50 deaths per 100,000 
live births. The reality is that not all countries can adopt the 
fourth model.

researcH findings 
Maternal MortalitY rates
 Maternal mortality rates have not yet demonstrated a 
significant decrease. The average percentage of reduction 
ranges around 10% every two years. This means  that 
we can conclude that targets set, such as a reduction by 
as much as 75% by 2010 and achieving 125 for every 
100,000 live births by 2015, are impossible. Except if there 
is a breakthrough which raises maternal health standards. 
 The leading causes of maternal mortality have remained 
consistent over the years: haemorrhaging, infection and 
eclampsia. This pattern is the same in many parts of the 
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world. The high levels of mortality are caused by three 
factors of tardiness; namely, tardiness in making a decision, 
tardiness in obtaining assistance and tardiness in arriving 
to the birthing place. Hence maternal mortality is not only 
due to the availability or non-availability of infrastructure 
(even though these are important aspects of improving 
maternal health). To really make a difference, a strong 
commitment is needed so that policies emerge that are 
aligned with efforts at increasing the welfare and health  
of women.

causes of Maternal MortalitY
 The high percentage of maternal mortality caused by 
haemorrhage has not changed. Moreover, the incidence of 
haemorrhage cases has not yet been followed up with sufficient 
support to overcome it medically, culturally or through 
policy. This can be seen from the levels of health service that 
are progressively declining, a referral system that is not yet 
responsive enough to provide emergency assistance to women 
at high risk, and the attitude of giving priority to monitoring 
and assistance to women who are at risk.

 The causes of maternal mortality cannot only be viewed 
from a medical perspective. The high rate of maternal mortality 
is related to the health system management, political aspects, 
attitudes, and culture of any country. 
 Post-partum haemorrhages are a common occurrence 
in Indonesia. Immediate post-partum haemorrhage (PPH), 
defined as excessive blood loss within 24 hours after childbirth, is 
the single most important cause of maternal deaths worldwide, 
accounting for almost half of all postpartum maternal deaths 
in developing countries.28 Haemorrhage, if uncontrolled  or 
untreated, can quickly lead to shock and death. Many factors 
influence whether or not PPH is fatal. The high incidence 
of severe anaemia among women in developing countries 
contributes to the high death toll; a woman who is already 
anaemic is unable to tolerate blood loss that a healthy woman 
can.29 In addition to the risk of mortality, hemorrhaging can 
also affect post-partum morbidity resulting from anaemia that 
reduces the body’s stamina. In Indonesia, about 27.2% of the 
population are considered poor, which leaves a large number 
of pregnant women unable to obtain suitable nutrition. Only 
about 31.8% of the poor population has access to health care. 
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Of all the places in Indonesia, Papua is the most adversely 
affected with almost 60.7% of the population poor, and of 
which only 36.4% have access to health. 
 In Indonesia, 51.3% of women suffer from anaemia,30 
even while the risk of anaemia increased dramatically in 2002 
to 63.3%. Declining nutritional levels contribute to anaemia 
which is the main cause of mortality. For women suffering 
from anaemia, a loss of 200ml to 250 ml of blood can be fatal. 
At the national level, women have good nutrition but about 
21.5% of women of child-bearing age are at risk of experiencing 
haemorrhaging while giving birth because of poor nutrition.31 
This risk will increase for women in the village, keeping in 
mind that 23.36% of women of child-bearing age have poor 
nutritional status. The risk is highest for women in East Nusa 
Tenggara (44.03%) and Papua (27.86%).
 For cases of eclampsia, the existing referral support system 
is not yet sufficient. A majority of medical worker skills do not  
meet the  PONEK (Pelayanan Obstetri- Neonatal Emergensi 
Komprehensive - Comprehensive Emergency Obstetric-
Neonatal Care) and PONED (Pelayanan Obstetri Neonatal 
Emergensi Dasar - Basic Obstetric-Neonatal Emergency Care) 
standards. Less than 10% of public health centres are versed 
in PONED. About 40% of Level II Regional Hospitals do 
not have specialist doctors/skilled midwives, which render 
them incapable of PONEK. About 65% do not have a blood 
transfusion unit and cannot perform basic caesarean surgery.32 
 Since women with hypertension are at high risk, 
pregnancy examinations need to be performed and 
monitored regularly from the first trimester until the 
last trimester. This will ensure that the risk factor can be 
taken into consideration with respect to choices about the 
birthing process. In women at risk from hypertension, care 
at a hospital is the best choice.
 In Indonesia, 54.8% of pregnant women choose 
medical workers as birth attendants. As high as 45.2% 
choose non-medical help (traditional birth attendants or 
family members). Assistance from non-medical workers 
puts the woman in a high-risk position with respect to 
pregnancy and her birth process.
 The national scenario is comparable to the provincial 
scenario and causes of maternal mortality are relatively the 

same. Secondary data obtained about mortality in East 
Java, where Sampang and Bangkalan are located, presents 
almost an identical picture. 
 The main causes of maternal mortality remain the 
same: haemorrhage, eclampsia and infection. However, 
the largest category of deaths is labelled as due to ‘other 
causes’: 39.39%. Although East Java is not a province with 
high maternal mortality rates compared to other parts of 
Indonesia, the attributing of a large number of cases to 
this category demonstrates an insufficient data collection 
system. Weakness in data collection will emerge as an 
obstacle in determining appropriate policy and treatment 
or even medical equipment needed for all parts of a referral 
system that handles emergency obstetric care.

abortion 
 In East Java during 2001, there were 176 cases of 
unwanted pregnancies.33 Figures for abortion and deaths 
caused by abortion in young girls is not yet accurately 
documented. There are several reasons for this. First, 
abortion is usually performed by non-medical staff so 
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data and documentation are severely lacking. Second, 
abortion that ends in death is usually kept secret. Abortion 
contributes to between 11% and 14% of maternal 
mortality. Data on abortion is still lacking for us to draw a 
clearer picture.

total fertilitY rate
 The frequent occurrence of maternal deaths provides the 
picture that giving birth places women in a risky position.  
More women are now experiencing pregnancy with an 
increasingly high risk.
 Nationally, figures for total fertility rates in Indonesia 
experienced a decline that was quite significant from year 

to year. In 2002, the total fertility rate stood at about 2.6. 
This figure shows a ceiling on births that reduce maternal 
mortality ratios.
 Surveys conducted in Bangkalan and Sampang show that 
many still marry at a young age. The majority of respondents 
(60%) married young, between the tender ages of 14-17 years. 
More often than not, the parents of the couple arranged these 
marriages. Acquiescing to the wishes of parents was felt to be 
part of their filial obligation and devotion to their parents. 
The intended spouse was believed to be able to improve living 
standards. The match was also approved with the parents 
assured that the intended possessed a firm grounding in 
religious knowledge and could support a family. 

Success in limiting birth has been supported by the population’s awarenes and participation. Approximately 57% of 
married women in Indonesia use a modern method of contraception.
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table 2: total fertility rate by province in 2002-2003

Province Total Fertility Rate (TFR)

North Sumatra 3.0

West Sumatra 3.2

Riau 3.2

Jambi 2.7

South Sumatra 2.3

Bengkulu 3.0

Lampung 2.7

Bangka Belitung 2.4

DKI Jakarta 2.2

West Java 2.8

Central Java 2.1

DI Yogyakarta 1.9

East Java 2.1

Banten 2.6

Bali 2.1

West Nusa Tenggara 2.4

East Nusa Tenggara 4.1

West Kalimantan 2.9

Central Kalimantan 3.2

South Kalimantan 3.0

East Kalimantan 2.3

North Sulawesi 2.6

Central Sulawesi 3.2

South Sulawesi 2.6

Sulawesi Tenggara 3.6

Gorontalo 2.8

Indonesia 2.6

Source: BPS (2003). Indonesia Demographic and Health (IDHS), 2002-2003
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 However, early marriage lowers the bargaining power 
of the women. Several important decisions relating to self-
integrity and reproductive health were fully dependent on the 
wishes of the husband or parents.

 Naturally, women who married at an extremely young 
age generally had limited knowledge about pregnancy care, 
the birth process and the risk factors involved. Dependence 
on other parties (husband, family) was so extensive 

table 3: percentage of women aged 10 years and older who married, according to province, areas and age at 
first marriage, 2002.

Province Age at marriage

≤ 15 16.00 17-18 19-24 25≥

North Sumatra        3.10        3.99       18.65      59.11 15.15 

West Sumatra        8.29        7.69       24.30      46.57  13.15 

Riau        5.46        5.44       21.63      55.65 11.82 

Jambi      12.01      12.71       29.70      38.82 6.75 

South Sumatra        8.70      10.12       28.56      44.57 8.04 

Bengkulu        9.04        9.88       27.48      46.18 7.42 

Lampung        9.15        9.12       27.96      47.10  6.66 

Bangka Belitung        4.72        6.23       28.03      51.03  9.98 

DKI Jakarta        6.48        5.01       18.33      51.02 19.15 

West Java      18.02      13.31       29.70      33.36  5.61 

Central Java      12.60      13.05       29.84      37.95  6.55 

DI Yogyakarta        5.18        5.80       21.15      52.76 15.10 

East Java      18.37      14.83       27.39      33.42 5.99 

Banten      14.71      12.21       26.87      39.20 7.01 

Bali        1.92        3.24       16.01      61.07 17.77 

West Nusa Tenggara        3.36        6.18       24.62      56.36 9.48 

East Nusa Tenggara        1.31        2.07       14.28      56.97 25.37 

West Kalimantan        5.83        7.88       26.61      49.98 9.69 

Central Kalimantan        4.67        8.10       26.64      51.95 8.64 

South Kalimantan      18.57      12.49       27.88      35.55 5.51 

East Kalimantan        8.48        7.01       23.75      49.68 11.07 

Source: “Indonesia Human Development Report 2001”, BPS, Bappenas, UNDP
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that they could not be independent in determining 
attitudes or making decisions.
 Those who marry young are at risk of getting pregnant at 
a very young age - their limited knowledge exacerbates the 
situation and they constitute a significant component of high-
risk pregnancies. Moreover, the courage to delay pregnancy 
(whether the first or subsequent ones) is not yet theirs, and 
they are in a situation for which they are totally unprepared. 
One respondent married at the age of 9 years and had a child 
by the age of 10. After giving birth, she went to play as usual. 
While she was pregnant, her parents cared for her fully as well 
as for the baby.

gender eQualitY
 For the last ten years, Indonesia has participated in the 
UN women’s agenda. This active participation was concretised 
by the creation of the post of a minister of Women’s Roles 
in 1978. In 1983, this ministry office was upgraded to 
a full ministry. Indonesia also ratified CEDAW. Policy 
implementation of CEDAW was shaped as one chapter about 
women in the Country Direction Overview in the National 
Guidelines of the Republic of Indonesia (GBHN.) In 1978, 
the chapter that discussed the role of women at the national 
level always equated women with the status of wife or mother. 
In Repelita VI (Repelita: Rencana Pembangunan Lima Tahun- 
Five Year Development Plan,) 1995-1999, there emerged 
a significant term that depicted the position of women. 
According to Krishna Sen34, ‘working women’ depicted a 
change in perspective. A more comprehensive approach was 
found about women in the economy. A statement was also 
discovered that stressed an improvement in human resources 
related to science and technology.  In the same document the 
term ‘equal partners’ was also introduced and this emphasised 
the importance of women’s active participation in decision-
making. This policy change referred to the 1945 Constitution 
with respect to equal rights, tasks and responsibilities between 
men and women as citizens. The expression is relevant to 
gender equality as a new element in policies about women.
 Policy development created more progressive relationships 
between men and women. The concept was based on equal 
partnership (defined by the government to mean harmonious 

relations between men and women while defined by activists 
as equity). The concept and term ‘gender’ began to be used. 
‘Gender approach’ is the expression that replaced the term 
‘women’s roles.’
 Similarly, the definition of women as ‘wanita’ that was 
finally replaced with the term ‘perempuan.’ ‘Perempuan’ 
connotes higher ethical standards while ‘wanita’ still possessed 
overtones of one prone to immoral acts. Interaction between 
men and women is frequently translated with the expression 
of equal partners.
 Several programmes have been established by the Ministry 
of Women’s Empowerment, such as increasing the opportunity 
for girls to go to school, creating a formal sector work place for 
women, reducing the number of children, and increasing the 
age of first marriage. Even these measures have not yet enabled 
women to be truly equal in decision-making on the issue of 
reproduction.
 One indicator that is often used to view population 
participation in economic activities is the TPAK (Tingkat 
Participasi Angkatan Kerja-Workforce Participation Level). 
TPAK is the proportion of the populations that has entered 
the work force in comparison to the population of working 
age. The work force is defined as those who are ten years of 
age or older and during the previous week have had jobs, 
whether temporarily or not at all. Those seeking employment 
or hoping to be employed were also included. Although 
levels of participation in work, educational status and age 
at marriage are likely to increase, women do not yet possess 
power in making decisions related to their own reproductive 
health such as pregnancy exams or the birthing process. Table 
4 shows the difference in income contributions between men 
and women which impacts decision-making in households.
 Research conducted by Beegle, Frakenberg and Thomas35 
states that women’s bargaining power in decision-making will 
be stronger if they have higher education or if they contribute 
to generating income for household needs. Wives whose 
fathers are better educated enjoy a higher socio-economic 
status and seem to wield some power in decision-making in 
their families.
 In Sampang and Bangkalan, women still cannot decide 
upon the birthing place and the birth helper. 60% of 
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table �: income contributions

Province GDI GDI Ranking
Income Contributions (%)

Women Men

Yogyakarta 66.4 1 38.7 61.3

North Sumatra 61.2 2 32.1 67.9

Jakarta 61.2 3 25.2 74.8

Maluku 61.0 4 31.3 68.7

West Sumatra 60.7 5 34.2 65.8

Bali 60.4 6 33.0 67.0

Bengkulu 59.4 7 31.6 68.4

Aceh 59.0 8 30.7 69.3

Central Kalimantan 57.9 9 26.5 73.5

Central Java 57.4 10 30.4 69.6

North Sulawesi 57.4 11 32.2 67.8

Lampung 57.0 12 29.0 71.0

South Kalimantan 56.9 13 33.2 66.8

East Nusa Tenggara 56.8 14 36.7 63.3

West Kalimantan 55.7 15 32.5 67.5

West Papua 55.7 16 35.2 64.8

Jambi 54.6 17 24.9 75.1

West Java 54.6 18 26.1 73.9

Central Sulawesi 54.1 19 27.1 72.9

North Sulawesi 53.9 20 21.6 78.4

East Kalimantan 53.5 21 21.1 78.9

South Sulawesi 53.3 22 26.8 73.2

East Java 53.2 23 28.7 71.3

Riau 53.1 24 21.1 78.9

South Sumatra 52.4 25 24.0 76.0

West Nusa Tenggara 45.9 26 30.2 69.8

INDONESIA 55.9

Source: “Indonesia Human Development Report 2001”. BPS. Bappenas. UNDP
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respondents stated that their husbands made the decisions, 
30% had decisions made by their families, and only 10% of 
respondents decided for themselves. The main reason was 
financial: since the husband was footing the expenses, he 
decided and the wife was expected to follow the decision. 
 About 80% of respondents actually would prefer 
to choose a midwife as the party who would provide 
assistance. Consideration of safety factors was the reason 
for the choice. Women were of the opinion that with the 
assistance of a midwife, there would be the possibility of 
obtaining a basic standard of health service. This desire 
to obtain assistance from a midwife flagrantly contradicts 
the reality in the field, where assistance from a shaman 
dominates the birthing process.
 Decision-making is also pretty well dominated by the 
mother or mother-in-law. There is the certainty that develops 
from the past experience of the mother. If the mother had the 
experience of giving birth with the help of a shaman, then 
she will suggest the same thing to her child. The pregnancy 
process is considered a natural one and every woman is assured 
that she can carry out the birth process without difficulty. 
 Wives are inclined to submit to their fate with the various 
decisions made by their husbands or even their families. 
There is the desire to demonstrate complete submission as 
proof that one is a good wife, daughter or daughter-in-law. 
 Primarily in the first birth, women usually have total faith 
in their husbands and parents. There is a great deal of concern 
and support for the first pregnancy that strengthens the firm 
resolve that it is appropriate for them to follow the wishes of 
the husband.
 Husbands hold absolute power over their wives because 
this is legitimised by Islam: the husband is the head of the 
family. This conviction is part of awareness and manifest 
in the form of disempowerment in facing the possibility of 
differences of opinion with the husband. For example, even 
though there is a difference of opinion, the wife will fully 
follow the wishes of her husband. The same is true in choices 
about who will assist in the birth process. Even though a 
majority of women are sure that a midwife is the appropriate 
choice to help the birthing process, finally the wife is not 
empowered to state her reason.

life  eXpectancY
 Indonesia experienced increases in life expectancy from 
time to time. Life expectancy for Indonesians is currently about 
66 years. In 1997, an individual’s life expectancy was around 
63.48 years. Currently women have a longer life expectancy at 
69.90 years. Usually, longer life expectancy is connected with 
a higher Human Development Index as can be seen in Table 
5.
 With a longer life expectancy, it is ironic that women 
continue to face a high risk of dying young because of 
pregnancy and childbirth. A longer life expectancy certainly 
must go hand-in-hand with the opportunity to obtain better 
health services. The reality of longer life expectancy has not 
yet become a guarantee for improvement in the quality of 
women’s reproductive health. To increase reproductive health 
levels, sensitivity about gender differences and the risks faced 
by women is crucial.

education

 Indonesia was successful in increasing education levels in 
women of reproductive age. In 1997,13% of women between 
the ages of 15-49 years did not have formal education. In 
2003, these figures decreased to become 8%, and women who 
had a background education of SLTP (Junior High School) 
increased from 28% in 1997 to 38% in 2003.
 The argument for increasing levels of education needs 
to be characterised with care bearing in mind that regions 
that contribute to the highest mortality figures still showed a 
tendency for lower education levels: in Kanggime and Kembu 
(sub-districts in the north-western corner of the Jayawijaya 
District), the largest proportion of 67.1% had no schooling, 
12.9% had attended primary school, 7.9% did not graduate 
from primary school, 1.3% graduated from middle school, 
0.4% graduated from high school and 4.2% other.36 
 Efforts at increasing mothers’ education needs be also 
accompanied by the provision of significant information about 
the possibility of high-risk pregnancies. Surveys conducted 
among mothers in Bangkalan and Sampang showed that as 
many as 70% did not yet understand the signs that a mother 
was experiencing a high risk pregnancy.
 Mothers with higher education had awareness about 
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table �: life eXpectancY

PROVINCE HDI 
(Human Development Index)

HDI Ranking Life Expectancy at Birth 
(Years)

Jakarta 72.5 1 71.1

Yogyakarta 68.7 2 70.9

East Kalimantan 67.8 3 69.0

Riau 67.3 4 67.8

Maluku 67.2 5 67.4

North Sulawesi 67.1 6 68.1

Central Kalimantan 66.7 7 69.2

North Sumatra 66.6 8 67.1

West Sumatra 65.8 9 65.5

Bali 65.7 10 69.5

Jambi 65.4 11 66.6

Aceh 65.3 12 67.6

Bengkulu 64.8 13 65.2

West Java 64.6 14 64.3

Central Java 64.6 15 68.3

South Sumatra 63.9 16 65.5

South Sulawesi 63.6 17 68.3

Lampung 63.0 18 65.9

North Sulawesi 62.9 19 65.0

Sulawesi Tenggara 62.8 20 62.7

South Kalimantan 62.2 21 61.0

East Java 61.8 22 65.5

West Kalimantan 60.6 23 64.1

East Nusa Tenggara 60.4 24 63.6

West Papua 58.8 25 64.5

West Nusa Tenggara 54.2 26 57.8

INDONESIA 64.3  66.2

Source: UNDP, HDR 2002
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table �: gender development index (gdi) ranking

PROVINCE GDI
GDI

Ranking  

Literacy Levels 
(%)

PROVINCE GDI
GDI

Ranking

Literacy 
Levels (%)

F M F M

Yogyakarta 66.4 1 78.3 93.0 East Nusa Tenggara 56.8 14 77.4 83.5

North Sumatra 61.2 2 93.6 98.0 Kalbar 55.7 15 76.1 90.2

Jakarta 61.2 3 96.8 98.9 Papua 55.7 16 64.8 77.3

Maluku 61.0 4 94.2 97.4 Jambi 54.6 17 90.5 96.9

West Sumatra 60.7 5 92.6 97.0 West Java 54.6 18 89.2 95.2

Bali 60.4 6 75.4 90.2 Central Sulawesi 54.1 19 90.3 94.9

Bengkulu 59.4 7 89.4 95.9 North Sulawesi 53.9 20 97.3 97.2

Aceh 59.0 8 90.1 96.2 East Kalimantan 53.5 21 90.0 96.8

Central Kalimantan 57.9 9 92.8 96.9 South Sulawesi 53.3 22 79.6 87.1

Central Java 57.4 10 78.4 91.4 East Java 53.2 23 74.5 88.6

Sulawesi Tenggara 57.4 11 82.6 91.8 Riau 53.1 24 93.7 97.4

Lampung 57.0 12 88.3 95.1 South Sumatra 52.4 25 90.3 96.5

South Kalimantan 56.9 13 89.4 96.3 West Nusa Tenggara 45.9 26 65.4 81.2

 INDONESIA 55.9 84.1 92.9

Source: Statistics Centre Bureau. Indonesian Statistics 2001
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examining their pregnancies and had their pregnancies 
examined at a doctor’s. Only about 41.1% didn’t get their 
pregnancies examined. The opposite was true for women with 
lower education. Most had their pregnancies examined by a 
shaman. For children born to mothers without any education, 

42.6% were not examined while in-utero. 
 Results from Maternal Perinatal Audit (AMP) stated 
that women who had died in childbirth had the following 
characteristics: most had middle school education; had 
limitations to pay for the costs of childbirth; pregnancy 
examinations were extremely late - namely in the third 
trimester or close to the birth; and they gave birth at home.36 
This research showed that increasing education levels in 
women of reproductive age did not provide any significant 
influence on decreasing maternal mortality rates.
 Women who had little or no education believed strongly 
that conceiving and giving birth were natural processes. 
Consequently, there is a certainty that the individual will be 
healthy and there would be no need for medical examinations 
which are primarily for unnatural occurrence of diseases. 
Women with little or no education usually occupy the lower 
rungs of socio-economic status and have limited or no resources 
to pay for pregnancy check-ups. The situation is exacerbated 
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table �: Human development index (Hdi) in several provinces in 1��� 

        province
life

expectancy
(year)

literacy  
rate
(%)

average 
education

(year)

gross 
domestic 
per capita
(rm. 000,-)

Hdi

     Jakarta 71 98 9.7 593 72.5
Yogyakarta 71 85 7.9 598 68.7
Kalimantan Timur 69 94 7.8 578 67.8
Riau 68 96 7.3 580 67.3
Maluku 67 96 7.6 577 67.2
Sulawesi Utara 68 97 7.6 578 67.1
Kalimantan Tengah 69 95 7.1 565 66.7
Sumatra Utara 67 96 8.0 569 66.6
Sumatera Barat 66 95 7.4 577 65.8
Bali 70 83 6.8 588 65.7
Jambi 67 94 6.8 574 65.4
Aceh 68 93 7.2 563 65.3
Bengkulu 65 93 7.0 577 64.8
Jawa Tengah 68 85 6.0 584 64.6
Jawa Barat 64 92 6.8 584 64.6
Sumatra Selatan 66 9. 6.6 564 63.9
Sulawesi Selatan 68 83 6.5 571 63.6
Lampung 66 92 6.4 567 63.0
Sulawesi Tenggara 65 87 6.8 572 65.9
Sulawesi Tengah 63 93 7.0 569 62.8
Kalimantan Selatan 61 93 6.6 577 62.2
Jawa Timur 66 81 5.9 579 61.8
Kalimantan Barat 64 83 5.6 571 60.6
Nusa Tenggara Timur 64 81 5.7 577 60.4
Papua (Irian Jaya) 65 71 5.6 580 58.8
Nusa Tenggara Barat 58 73 5.2 566 54.2
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table �: poverty level, percentage and number of poor in indonesia. 1���-2001.

Year

Poverty Level

(Rupiah/capita/month)
Percentage of Poor Total Number of Poor
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1976 4522 2849 38.8 40.4 40.1 10.0 44.2 52.4
1978 4969 2981 30.8 33.4 33.3 8.3 38.9 47.2
1980 6831 4449 29.0 28.4 28.6 9.5 32.8 42.3
1981 9777 5877 28.1 26.5 26.9 9.3 31.3 40.6
1984 13731 7746 23.1 21.2 21.6 9.3 25.7 35.0
1987 17381 10294 20.1 16.1 17.4 9.7 20.3 30.0
1990 20614 13295 16.8 14.3 15.1 9.4 17.8 27.2
1993 27905 18244 13.4 13.8 13.7 8.7 17.2 25.9
1996 38246 27413 9.7 12.3 11.3 7.2 15.3 22.5
1996 (1)(3) 42032 31366 13.6 19.9 17.7 9.6 24.9 34.5
1998 (1)(2) 96959 72780 21.9 25.7 24.2 17.6 31.9 49.5
1999 (1)(3) 92409 74272 19.4 26.0 23.4 15.6 32.3 48.0
1999 (1)(4) 89845 69420 15.0 20.0 18.0 12.3 24.8 37.1
2000 (1)(5) 91632 73648 14.6 22.1 19.0 12.1 25.2 37.3
2001 (1)(6) 100011 80382 9.8 25.0 18.4 8.5 28.6 37.1

Source: Statistics Centre Bureau. Indonesian Statistics 2001

by the fact that most lowly educated, poor women are usually 
located in rural areas far from health facilities. 
 In surveys conducted in Bangkalan and Sampang in eight 
sub-districts, a majority of respondents (60%) had their last 
education at primary schools or did not complete it, about 
20% had education up to SLTP (Junior High School), 15% 
SLTA (SeniorHigh School) and 5% had university education. 
The level of education was a significant influence in the 
respondent group who had education at SLTA  and university. 
Women with higher education (SLTA and university) were 
inclined to have medical personnel as birth helpers. Also, they 
were sensitive to signs relating to high-risk pregnancy that 
needed to be monitored. The opposite was true for women 
with little education. They were inclined to choose traditional 
birth attendants as their birth helpers.
 Information about education or literacy levels in women 
cannot be simply plucked from national data without careful 

consideration. More than 70% of women in Indonesia have 
been declared literate. But the 30% of women who are 
illiterate are also especially vulnerable to poverty, have limited 
access in obtaining health services, and have minimal access 
to information about the importance of healthy pregnancies 
and the risks that are faced. It is this group which is at high 
risk of experiencing disability and death resulting from 
pregnancy and childbirth - and this is a large group. 

poVertY
 The existence of health fund facilities cannot be 
equated with provision of health services for obstetric 
emergency care. Health services for pregnant women cover 
examinations during pregnancy and assistance during a 
normal delivery, and post-partum process. A caesarean 
operation is not yet covered by health insurance or social 
funding.
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 Because they are poor, mothers are unable to eat 
sufficiently. With minimal incomes and heavy workloads, 
many women experience chronic fatigue that affects 
individual health or that of the baby in the womb. The 
quality of life for the Indonesian population has declined 
in comparison to 1996, before the economic crisis. 
There were approximately 11.3% poor people in villages 

table �: 2001 Health development targets for the basic Health resources programme 

No Programme Target Target 2001
Achieved 

2001
Target 2010

1 Ratio of Public Health Centres to population (per 100,000 inhabitants 4 3.5 8

2 Ratio of Public Health Centre Branches to Public Health Centres 3 2.9 5

3 Ratio of Hospitals to population (per 500,000 inhabitants) 3 6

4 Ratio of hospital beds to population (per 100,000 inhabitants) 65 75

5 Ratio of doctors to population (per 100,000 inhabitants) 11 40

6 Ratio of midwives to population (per 100,000 inhabitants) 9 100
Note: (1) Based on 1998 standards adjusted to consumption patterns for the year in question (2) December 1998 National Census results (3) February Results 
(Regular) (4) August 1999 National Census results  (5) 2000 Estimated   National  Census results, not  including Aceh and Maluku (6) 2001 Estimated    National  
Census results, not  including Aceh 

Source: Statistics Centre Bureau, Indonesian Statistics 2001

and cities in 1996. In 2001, the percentage of poor had 
increased about twofold to 25.0%. This increase will make 
access to health services for the community more difficult. 
Also many regard going to the public health centre when 
there is no real perceived threat to life as a luxury rather 
than a necessity. This conditions holds true for residents of 
Sampang and Bangkalan, who describe themselves as people 
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table �: total number of public health centres, public health centre care, public health centre branches and mobile public 
health centres in indonesia 1���-2001

1997 1998 1999 2000 2001

Public Health Centres 7243 7602 7195 7237 7234

Public Health Centre (Perawatan) 1706 1783 1785 1785 1818

Public Health Centre Branches 21115 21881 21417 21267 21587

Mobile Public Health Centres 6605 7035 6440 6392 5800

Source: Statistics Centre Bureau, Indonesian Statistics 2001

table 10:total number of public hospitals and beds & ratio per 100,000 people

1996 1997 1998 1999 2000 2001

Total number of hospitals 858 873 888 887 910 935

Total number of beds 102.042 103.886 105.274 105.783 107.537 109.948

Ratio per/100.000  51.48 51.65 43.79 51.66 52.86 54.46

Source: Statistics Centre Bureau, Indonesian Statistics 2001

of health facilities such as public health centres, assistant 
public health centres and even village health posts.
  Public Health Centres are the frontlines of 
providing health services in remote areas. The increase 
in population in Indonesia in the past five years has not 
seen an equally corresponding increase in the number of 
health facilities. In actuality, the total number of public 
health centre assistants decreased significantly between 
1998 (7035 assistants) and 2001 (5800 assistants). The 
same holds true with regard to the total number public 
health centres which decreased from 7692 in 1998 to 
7234 in 2001. As the number of hospitals decreased, 
the ratio between bed facilities available and the number 
of residents increased from 43.79 in 1998 to 54.46 in 
2001 (see table 9).
 It can be deduced thus that 90% of public health 
centres possessed medicines and facilities that could be 
used for emergency obstetric services (see table 10).

who are relatively healthy and not in need of assistance 
from health workers. Pregnant women made a special effort 
to emphasise that the pregnancy was proceeding normally. 
Health examinations during pregnancy were regarded as a 
luxury and as something unusual.

HealtH serVices: inHabitants ratio
 Indonesia possesses the fourth largest population 
in the world with 206.3 million people. But, the large 
population has not yet been provided with sufficient 
infrastructure to obtain health services.
 In the last five years, there has not been a meaningful 
change in service facilities for mothers with high 
risk. The ratio of health facilities to the number of 
residents served, 1: 500,000, is not sufficient. Several 
health facilities ,therefore, currently cannot yet reach 
established targets. Economic conditions that worsened 
in 1996-1997 resulted in a decrease in the total number 
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table 11: distribution of Health personnel
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204 596

88 144 52 241 607 1314

Kep. Bangka Belitung 917 45 114

Riau 5383 30 151 414 133 288 114 282 404 1995

Jambi 2494 14 125 551 53 168 88 357 662 1254

South Sumatra 7226 27 227 695 186 532 165 432 294 2880

Bengkulu 1656 7 112 283 38 98 42 180 136 1443

Lampung 6889 19 198 798 92 151 75 398 631 1537

Jakarta 8382

104

329 491

1426 1887 875 694 1929 5414

Banten 8619 128 651

West Java 37157 113 946 2915 712 1890 740 1019 1825 9297

Central Java 31786 165 862 1442 697 1644 661 1560 1617 8254

Yogyakarta 3163 32 126 209 142 876 207 319 295 1857
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 Programmes relating to maternal health have 
demonstrated significant development. Women who obtain 
antenatal and prenatal care are showing improvement. 
Approximately two-thirds of women receive the tetanus-
toxoid immunization. Efforts to intensify midwifery services 
are receiving adequate priority.
 Special efforts to anticipate the high prevalence of 
pregnancies with anaemia are needed, primarily for women 
from poor families with limited resources. 
 Areas that require special attention with respect to 
antenatal examinations and care are: Maluku, Sulawesi 
Tenggara, North Sumatra and East Nusa Tenggara. These 
four regions are areas where most of the public health centres 
and midwifery personnel are located in the urban centres. 
The availability of infrastructure and facilities influence a 
woman’s attitude to the importance of pregnancy exams. The 
belief that pregnancy is a natural process that does not require 
special attention makes women insensitive to the possibility 
of problems.
 Cultural beliefs continue to determine the necessary steps 
during antenatal care, the birth process and post-natal care. 
There is the belief that labour assisted by medical personnel 
is a difficult birth, and is a result of bad behaviour and a bad 
attitude, similar to the concept of karma. 
 In Madura, there is the belief that if a wife is obedient and 
devoted to her husband she will have a healthy pregnancy. 
If she is not, her pregnancy will experience difficulties. This 
belief makes women who are pregnant reluctant to get 
their pregnancies examined by medical personnel since the 
diagnosis is considered a moral adjudication as well.
 Examination visits are most frequent during the first 
three months of pregnancy and tend to decrease in the third 
trimester. This trend is reflected in several areas of Indonesia. 
There is a lack of awareness that pregnancy examinations need 
to be performed for the entire duration of nine months.
 Examination visits tended to decrease over the months 
also because it is generally believed that as the pregnancy 
progresses, the foetus becomes stronger and the mother copes 
better. Hence there is no need for concern. This attitude is 
risky considering that the woman still faces many risks even 
after the birth process.

 Staff at these Public Heath Centres need to obtain intensive 
training about pregnancy, complications during childbirth 
and post-natal care. Public Health Centre staff are expected 
to be able to carry out prevention or even proactive measures 
when something unexpected occurs (see table 11).
 The referral system for obstetrical emergencies is sending 
patients to a hospital. In urban regions, hospital facilities are 
at a minimum. Each regency has only one hospital. The long 
distance between home and hospital impedes the opportunity 
for women to obtain immediate care. The high cost of both 
transportation and accommodation are also costs that need to 
be taken into consideration when a woman must be brought 
to the hospital.

distance
 Distance is definitely an impediment to obtaining 
maternal health care. As most women are dependent on men, 
long distances become serious obstacles for women gaining 
access to care. Sometimes, during labour, a woman will often 
have to be carried on a stretcher several kilometres. Such 
situations increase the risk of mortality especially when the 
pregnancy is experiencing various complications. In remote 
areas with minimal transportation, the risk of unsuccesful 
delivery is greater.
 Distance also plays an important role in influencing the 
choice of birth assistants. Women who live far from the health 
care centres will more often choose non-medical personnel.  

HealtH eXaMinations
 On average, pregnancy examinations are performed from 
the first until the fourth month in the village (66.3%) and in 
the city (79.4%). This figure is quite high and demonstrates 
that attention to maternal health is good. However, pregnancy 
examinations are only performed in the beginning of the 
pregnancy and subsequent examinations drop - only 0.7% 
of pregnancies in the city and about 1.9% in the village are 
examined until the eighth month.
 The tendency to perform pregnancy examinations only 
in the first trimester is risky, considering that a proportion of 
cases of pre-eclampsia and eclampsia can be detected only in 
the twentieth week of pregnancy.
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  Insufficient knowledge and an attitude that does not 
take into account the importance of maternal health worsens 
conditions for women because they will be given minimal 
support. Women respondents in Sampang and Bangkalan 
expressed their tendency to be diligent in getting pregnancy 
exams for their first children. The husband accompanied the 
wife during examinations for the first child. Developments 
and events during the first pregnancy were closely 
monitored because the first child is often anticipated 
with nervous hope. Wives and husbands tended to be 
more sensitive to any trouble during the pregnancy. 
During labour, they also discussed the pains or 
troubles they faced (see table 12). 

tHe birtH process
 In Indonesia, 55.8% of births are assisted by trained 
personnel. For women in the village, of the 69% of births 
assisted, 69% are performed by traditional birth attendants, 
19.6% by midwives, family, 2.7% by doctors, 2.3% by 
other medical personnel, and 1.4% by someone else (a 
neighbour, or even oneself ).38 33.65% - a large percentage 
of women are assisted during childbirth by traditional 
birth attendants. This figure has not yet demonstrated a 
meaningful change from year-to-year. Percentages for 
assistance by a traditional birth attendant range from 12% 
to 60%. Areas that need special attention include Maluku, 
South East Sulawesi, Gorontalo, West Nusa Tenggara, 
East Nusa Tenggara, and West Papua, considering the 
high figures assisted by a traditional birth attendant. This 
problem is not just connected to limited access to available 
medical staff, but also to the attitudes and awareness of 
community members towards obtaining assistance from 
medical staff. In areas such as West and Central Java and 
Banten where there are available health facilities and staff, 
a large portion of the inhabitants chose assistance from a 
traditional birth attendant (see tables 13 & 14).
 The choice of using a traditional birth attendant is not 
only governed by limited money. In a number of villages in 
Madura, the cost of birthing with the help of a traditional 
birth attendant sometimes can be comparable to the cost of 
a midwife. If assisted by a midwife, the cost ranges between  

table 12: percentages of pregnant women who were  
examined by a health worker in 1���-2001

Province 1995 2001

Java-Bali 88.3

Jakarta 77.4

West Java 82 70.54

Central Java 91.3 76.83

Yogyakarta 98.1 68.6

East java 84.6 79.04

Bali 91.7 91.54

Outside of Java-Bali I 79.2

Aceh 70.6 75.05

North Sumatra 80.7 64.69

West Sumatra 90.6 74.39

South Sumatra 79.7 84.61

Lampung 81.7 80.04

West Nusa Tenggara 71.3 83.34

West Kalimantan 75.6 79.29

South Kalimantan 74.8

North Sulawesi 92.2 92.03

South Sulawesi 78.1 63.66

Outside Java-Bali II 71.5

Riau 75.7 78.5

Jambi 70 76.69

Bengkulu 73.9 81.7

East Nusa Tenggara 69.1 57.28

Central Kalimantan 69.1 72.63

East Kalimantan 82.5 70.09

Central Sulawesi 65.7 80.3

Sulawesi Tenggara 78.8

Maluku 65.2 44.57

Papua 75.5
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table 13: initial and final assistance during birth
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Sumatra 6.2 6.5 61.4 64.5 1.2 1.5 68.8 72.5 28.3 24.7 2.4 1.6 0.5 1.1 31.2 27.4

Java-Bali 9.8 10.8 48.8 52.8 0.6 0.7 59.2 64.3 40.0 35.1 0.7 0.4 0.1 0.1 40.8 35.6

KTI 6.6 6.8 40.2 45.4 1.3 2.0 48.1 54.2 44.6 39.8 6.6 5.1 0.7 0.9 51.9 45.8

Kalimantan 6.7 7.5 50.6 56.2 1.1 1.6 58.4 65.3 37.8 32.1 3.2 2.2 0.6 0.3 41.6 34.6

Sulawesi 7.1 6.6 38.3 44.6 1.2 2.1 46.6 53.3 49.0 42.9 4.2 2.8 0.3 1.2 53.5 46.9

NTB/NTT/

Papua
5.9 6.6 33.0 36.5 1.4 2.2 40.3 45.3 45.4 42.9 12.9 10.7 1.4 1.2 59.7 54.8

Indonesia 8.4 9.1 49.7 53.8 0.8 1.1 58.9 64.0 38.5 33.9 2..3 1.6 0.3 0.5 41.1 36.0
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Rp 70,000 to Rp 300,000 per month. The cost of a 
traditional birth attendant ranges between Rp 30,000 
to Rp 300,000 per month. The choice of a traditional 
birth attendant is not solely determined by the cheaper 
cost. Rather it is governed by considerations of distance, 
friendliness of attitude and care, completeness of care 

(until forty days after the birth and care of the baby), and 
self image (which is more positive because the pregnancy 
was easy and lightened the burden of the family). It is 
compounded by the fact that the woman did not have 
the strength to make her own decisions about her body  
(see table 14).

table 1�: childbirth assistance

Province
% of children under 5 according to the Attendant who delivered them

Doctor Midwife
Other 

Paramedic 
help

Traditional 
Birth Attendant

Family Other

North Sumatra 8.18 72.75 1.64 13.62 3.07 0.75
West Sumatra 8.98 71.45 0.74 18.45 0.30 0.08

Riau 6.89 65.60 2.16 24.50 0.74 0.12
Jambi 5.84 55.44 2.00 35.75 0.49 0.48

South Sumatra 6.40 66.28 1.18 24.91 0.55 0.69
Bengkulu 5.03 66.49 0.54 26.73 1.21 -
Lampung 4.01 59.12 0.74 34.18 1.18 0.76

Bangka Belitung 11.27 55.22 0.82 29.30 0.93 2.46
Jakarta 27.44 67.41 1.03 3.53 0.37 0.20

West Java 7.34 44.16 0.89 47.29 0.16 0.15
Central Java 9.14 55.12 0.28 35.20 0.18 0.07
Yogyakarta 22.13 59.32 0.44 17.95 0.17 -
East Java 10.80 56.78 0.55 31.21 0.57 0.09
Banten 9.80 49.33 0.56 40.04 0.21 0.06

Bali 14.74 65.18 1.34 5.53 3.06 0.15
West Nusa Tenggara 5.89 38.52 0.90 53.95 0.62 0.11
East Nusa Tenggara 4.17 28.11 2.12 48.75 15.80 1.06
West Kalimantan 4.93 42.64 1.85 45.93 4.07 0.57

Central Kalimantan 3.67 60.82 1.67 29.04 2.73 2.06
South Kalimantan 8.24 53.70 1.73 35.06 1.18 0.09
East Kalimantan 13.28 64.69 1.84 18.63 1.25 0.32
North Sulawesi 17.22 60.63 6.05 14.94 0.50 0.64

Central Sulawesi 6.33 42.38 4.16 43.28 3.74 0.11
South Sulawesi 8.05 45.68 1.16 42.20 2.34 0.57

South East Sulawesi 3.32 32.41 0.89 60.64 2.56 0.17
Gorontalo 4.48 11.47 2.20 47.54 1.32 -

Papua 1.58 17.58 4.74 12.42 27.13 3.55
Indonesia 9.26 54.03 1.08 33.65 1.65 0.33
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Maternal Mortality

 Choosing non-medical personnel to provide birth 
assistance is a risk to the referral system because non-
medical birth attendants (traditional birth attendants and 
family) have limited medical skills to treat women at risk. 
When a woman is handled by non-medical personnel and 
experiences a problem with labour, it is usually too late to 
obtain medical help. A healthy and sterile environment is 
also not guaranteed. In Madura, traditional birth attendants 
use plastic bags instead of gloves and rub ash to reduce 
bleeding. Usually, labor is not carried out in a special place, 
and so it can happen on a mat on the floor with minimal 
levels of cleanliness and sterility.
 Traditional birth attendants do not have the skills for 
an obstetric emergency and this places mothers helped by 
non-medical personnel at high-risk. Also traditional birth 
attendants are not regularly supervised. Supervisions in 
Sampang and Bangkalan, are conducted once a year for 
about 60% of traditional birth attendants, once every 2-3 
months for 20% and the other 20% are left unsupervised. 
 Amongst women with high socio-economic status, 
89.2% give birth with assistance from medical professionals 
such as doctors or midwives, while only 21.3% of women 
with low socio-economic status are assisted by medical 
personnel.38

 In several areas, the largest category of births is still assisted 
by a traditional birth attendant. While in places like Gorontalo, 
Bali, East Java and South Sulawesi, birth assistance conducted 
by professional medical personnel already totals 80%; in other 
areas such as Bengkulu, Jambi, Banten, North Sumatra and 
Maluku this percentage is minimal (see diagram 7).

location of cHildbirtH

 Maternal mortality locations include the hospital 
(56.96%), the home (28.03%), the doctor’s office (2.84%) 
and at the public health centres (2.46%). The high figure 
for maternal mortality at the hospital, a place that should 
adequately provide comprehensive handling, is caused by 
insufficient hospital facilities. In spite of women going to 
the hospitals, a lack of emergency obstetric care and services, 
results in women dying. Hence, there is a dire need for proper 
services and facilities to be set up. 

   Birthing place with a traditional birth attendant

 Decision no. 1457/MENKES/SK/X/2003 by the 
Indonesian Ministry of Health about minimal standards 
in the health sector in regencies/cities emphasised effort 
to provide health care for women and children. Targets 
announced for 2010 were: 
 1) pregnant women visits (95%), 
 2) assisted childbirths by a midwife or health  
  staff with midwife competency (90%), 

Diagram 7. Assisted childbirth 

% Childbirth assisted 
by skilled health staff, 2002 
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 3) referral of mothers with high risk pregnancies  
  (100%), 
 4) neonatal visits (90%), 
 5) baby visits (90%), 
 6) underweight births handled (100%). 

 The programme announced by the government showed 
excellent conceptualisation. However, there was not support 
from sufficient infrastructure in its implementation. 
In addition, transparency and accountability were still 
questionable.
 Giving birth at a hospital or public health centre cannot 
always be done by all women because of the unavailability 
of facilities. Transportation and distance from home are also 
serious obstacles.

MYtHs and culture related to pregnancY and 
cHildbirtH
 Pregnant women are not free of myths and stigmas that 
have developed in a particular region. Beliefs relating to cultural 
myths about pregnancy and childbirth make it difficult for 
women to get suitable support for health and safety during 
this time.
 Women who experience difficulty during the childbirth 
process are not free from stigma since it is implied that good 
wives who are submissive and obedient to their husbands 
will have easy pregnancies and deliveries. Difficulties during 
pregnancy are a form of karma that they have created. This 
belief puts a woman facing problems in a weak position. 
Women will take longer to bring their problems to light, 
and when they do, immediate assistance is not provided. 
Rather they are faulted and blamed. All these delays hamper 
the necessary interventions to ensure women’s health  
and wellbeing. 
 There is also a belief in the metaphysical or spirit world 
where an at-risk pregnancy is not viewed as a condition that 
needs immediate medical handling. It is considered the work 
of evil powers at work. Hence the remedy is to seek spiritual 
help and divine intervention by reading prayers.
 Simultaneously, there also exist myths and beliefs that 
work to the detriment of the health of a pregnant woman, and 

these beliefs are very difficult to erase. In Madura, there is a 
belief that three days after giving birth the mother must visit 
a water source at a distance of one kilometre by foot in steep 
and rocky conditions. This ritual is deemed to be necessary to 
prevent haemorrhaging after giving birth.
 Even strange and illogical rituals are carried out like 
drinking the water in which the husband has washed his legs 
to avoid sin and make the childbirth process easier. As the 
baby’s birth approaches, the mother is asked to drink coffee 
and nutmeg so that the baby is born quickly.
 Following these myths unnecessarily creates additional 
hindrances for a woman’s reproductive health and wellbeing. 
They may even result in illness and death.

HealtH facilities
 Several technical obstacles in the field related to reproductive 
health care are found in rural areas. The number of health 
staff with basic training has not yet increased significantly. 
The same is true for infrastructure related to health care such 
as the number of public health centres used as referral places 
for women giving birth in remote areas. Even the number of 
beds in overnight facilities or birth assistance facilities is not 
sufficient (see diagram 8).

Health facility-population ratio, 2000 

Diagram 8. Health facility-population ratios

Bali   Jogja  SuiSei  East Java  NTB  NTT  Indonesia 

Puskesmas per 30,000 population 

Source: Population from 2000 census in Statistik Indonesia, 2001, BPS 
Health facility data from Ministry of Health, Profil Kesehatan Indonesia 2000. 
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HealtH staff
 Health staff are not distributed evenly amongst the 
several regions of Indonesia. Gynaecologists are still 
concentrated in the big cities such as Jakarta, Semarang, 
Yogyakarta and Surabaya. These four cities have low MMRs. 
Birth attendants in rural areas are still predominantly 
midwives, but even midwives are not evenly distributed in 
several regions. The official decision no. 1446.A/MENKES-
KESOS/SK/IX/2000 by the Minister of Health and Welfare 
about technical directions for the implementation of 
renewal for midwife licensing, training and distribution of 
midwives and placement of midwives in the villages gives 
priority to poor areas. The ideal ratio was 1 midwife: 3,000 
inhabitants of childbearing age. However, this ratio is only 
achieved in certain urban areas. In rural areas, there was 
no demonstration of meaningful change in the matter of 
midwife distribution. The ratio of 1:30,000, ten times the 
ideal ratio is found in a number of places (see diagram 9).
 Proactive policies in efforts to enable the community to 
obtain medical staff assistance during the childbirth process 
are still needed. According to the above diagram there has not 
been a significant change in the last five years. Changes of 
around 20% still leave about 40% of rural mothers inclined 
to choose non-medical staff (traditional birth attendants). 
 Diagram 10 shows that if medical staff is available, the 
tendency is to increase pregnancy examinations during the 
final phase of pregnancy. On the other hand, mothers who have 
their health examined by a traditional birth attendant, tend to 
relax towards the end of pregnancy. This data is informative 
of two things. First, at the beginning of the pregnancy and 
during difficult times, it is considered important to obtain 
support from medical staff. This awareness precisely arises 
in the final days of the pregnancy, with the result that 
assistance tends to be late. Second, the tendency to obtain 
assistance from a traditional birth attendant is still great. 
There are several considerations as to why a mother would 
choose a traditional birth attendant. First, is the problem of 
cost; second, the attitude of the traditional birth attendant 
who is more supportive; and third, the woman does not yet 
possess the autonomy to decide for herself who should help 
during childbirth.

90 

80 

70 

60 

50 

40 

30 

20 

10 

0 
1990      1992             1994  1996        1998             2000 2002 

% childbirths assisted by skilled health staff

total urban rural 

Source: BPS & Susenas, 1992-2002 

Diagram 9. Percentage of childbirth assisted by health staff

Population-health staff ratio, 2000 

Diagram 10. Population-health staff ratio, 2000

Bali   Jogja  SuiSei  East Java  NTB  NTT  Indonesia 

Population per doctor (GP + Specialist) 

Source: Population from 2000 census in Statistik Indonesia, 2001, BPS 
Health facility data from Ministry of Health, Profil Kesehatan Indonesia 2000. 
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 Midwives who give pregnancy care and help with the 
childbirth process are not yet invested with sufficient skills 
and infrastructure to anticipate obstetrical emergencies. 
As an example, magnesium sulphate (a medicine used to 
overcome eclampsia) is in the possession of less that 60% 
of midwives in West Sumatra, Jambi, Central Java and 
Bali. Even midwives in Aceh have relative availability of 
medicines for obstetric problems.
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costs of cHildbirtH
 In keeping with health decentralisation policy, efforts have 
been made in the public budget to provide free services to 
poor families. This effort will make it a easier for poor families 
to obtain childbirth care. Currently, there is development in 
health care in the form of social insurance; however, among 
insurance companies there are no priorities for reproductive 
health care. Problems related to pregnancy examinations, 
childbirth assistance, and post-natal care are still considered 
as secondary medical needs.
 The existence of health facilities and health funding is 
not identical to the availability of health care for obstetrical 
emergency problems. Health care for pregnant women 
covers pregnancy examinations and assistance for a normal 
childbirth process. In special situations where there is a need 
for a caesarean operation, there is no coverage from health 
insurance or social funds.
 The wealthy and wealthiest quintiles have more access 
to funding through Askes (Health insurance); Jamsostek 

(Social manpower insurance); insurance; health funds; 
health cards; and JPKM . Moreover, allocations for facilities 
that should benefit the poor are owned by the wealthy. 
Health cards and JPKM are actually in the possession of 
existing groups of people who are well-off .
 Astek (asuransi kesehatan tenaga kerja - health insurance 
for labour) is organised around Indonesian Government 
Regulation number 14 1993. It accommodates primary health 
needs related to life insurance, work accidents, pension and 
health care. Health service includes pregnancy examinations 
and assistance during the childbirth process, so there is the 
possibility of obtaining service appropriate to health standards. 
Since Astek members are often classified as second-class patients 
they are marginalised in terms of efficiency or type of service 
provided. In addition, Astek may only be accessed by workers 
and wives of workers of companies that subscribe to the Astek 
programme but not by workers in the informal sector. 
 Reflecting several programmes relating to Safe Motherhood 
and its implementation, donor agreement was based on 

table 1�: reach of Health services

Funding Type
Strata (quintile)

1 2 3 4 5

Askes 1.8 3.3 6.1 12.3 24.0

Askes/Jamsostek 0.9 2.5 4.7 5.6 8.1

Company/office 0.9 1.7 3.0 4.7 8.0

Other insurance 0.1 0.2 0.4 0.6 2.0

Health Fund 0.6 0.5 0.6 0.4 0.5

Health Card 11.2 8.4 6.1 4.5 2.0

JPKM 2.5 1.5 1.2 0.9 0.4

Guide:1 = poorest. 2 = poor. 3 = almost poor. 4 = wealthy. 5 = wealthiest 

Source: Susenas (2001)
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WHO/UNFPA/UNICEF/World Bank in connection to the 
decrease of maternal mortality in 1999, which came to the 
following consensus:
 1. The importance of skilled staff handling the pregnancy  
  and childbirth process.
 2. The need to obtain supportive system referrals when  
  complications occur.
 3. Prevention and management for unwanted pregnancies  
  and safe abortion.
 These donor agreements relating to the Safe Motherhood 
programme have been adjusted to an international agenda: to 
promote health and reproductive rights through the reduction 
of unnecessary disease, disability or death resulting from 
pregnancy, the childbirth process and the neonatal period. This 
approach is only possible through effective efforts relating to 
intervention based on primary causes. Efforts carried out need 
to be integrated with community participation, a stronger 
health system and the assurance that every part of the birth 
process is followed up with suitable and effective care.

policies
 Desired targets are set in implementing health development. 
Knowing whether the targets set by the government are 
achievable is not easy. This is caused by several factors: 
 1) the unavailability of accurate data about pregnant  
  women so that it is difficult to determine regional  
  targets that require special attention; 
 2) funding and budgetary limitations, considering that  
  there is not yet a special budget for reproductive health  
  which results in limited provisions of medicines or  
  equipment needed to handle emergency obstetric  
  care; however in 2006 there is a special decentralisation 
  fund for mother and child heath (KIA) for all provinces,  
  cities and districts; and
 3) planned programmes that do not include measurable  
  socialisation and implementation planning.
 On October 12, 2000, the President of the Republic 
of Indonesia, KH Abdurrahman Wahid, announced the 
National Safe Pregnancy Movement as a development 

table 1�: percentage of population coVered bY HealtH insurance according to paYMent tYpe 2001
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Region 7.5 2.4 2.3 0.3 0.3 4.2 0.6

Sumatra 7.1 3.3 2.9 0.4 0.5 6.3 1.2

Java Bali 8.6 2.0 2.1 0.3 0.6 8.8 1.5

KTI 3.8 3.5 0.4 0.4 3.8 0.4

Kalimantan 7.4 1.3 1.8 0.2 0.7 6.3 1.2

Sulawesi 9.2 1.0 1.2 0.4 0.8 18.0 3.1

NTB/NTT/Papua 9.1

Area

Urban 12.4 5.1 4.8 0.6 0.5 3.8 0.6

Rural 3.6 1.2 1.0 0.1 0.4 8.3 1.6

INDONESIA 7.4 2.9 2.6 0.7 0.5 6.3 1.2

Source: Publikasi Susenas. Badan Litbangkes Depkes RI
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strategy for Progressive National Health for a Healthy 
Indonesia 2010. This movement was based on various 
concerns, among them: 
 1) the extent of the problem of maternal and newborn  
  mortality and disease, 
 2) the problems faced during implementation of safe  
  motherhood, 
 3) increasingly limited resources, and

 4) basic programmes for achieving Healthy Indonesia  
  2010. 
 Although the movement was pioneered by Abdurrahman 
Wahid himself, the obstacles were enormous: 
 1) the replacement of the president resulted in the health  
  movement becoming weak and unfocused, 
 2) established policies did not receive support through con- 
  crete work programmes so implementation was weak 

table 1�: basic programmes in improving community nutrition

No PROGRAMME %

1 Percentage of pregnant women obtaining Fe(3) tablets 62 %

2 Percentage of pregnant women who are anaemic 50 %

3 Prevalence of problems caused by iodine deficiency 64 %

4 Percentage of women of childbearing age who experience chronic fatigue 20 %

5 Percentage of pregnant women who receive iodine tablets 35 %

Source: Depkes, 2001

table 1�: programmes related to policies regarding midwives

1 Indonesian ministry of health regulation no. 572/ Menkes/ per/vi/1996 about registration of midwife practice

2
Indonesia ministry of health decision no. 1212/Menkes/sk/ix/2002 regarding technical directions for employment of midwife as a 
temporary civil servant

3
Indonesian presidential decree no. 77 2000, Regarding changes to presidential decree no. 23 1994 About the employment of 
midwives as temporary civil servants.

4 Indonesian ministryof health decision no. 900/Menkes/sk/vii/2002 regarding midwife practice registration

5 Indonesian ministry of health regulation indonesia no: 363/ menkes/per/ix/1980 regarding midwife authority

6
Indonesian ministry of health regulation no.: 623/ Menkes/per/ix/1989 regarding changes to ministry of health regulation no. No: 
363/ menkes/per/ix/1980, about midwife authority

7
Decision of the director general of community health development, department of health of the republic of indonesia no. 458/
Binkesnas/dj/xi/90 10 november 1990, regarding methods for permit and organisation for monitoring midwives who practice as 
individuals.
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 3) there was no agreement about priorities so that  
  application tended to be unclear,
 4) there was interference from the donors about targets  
  that created confusion, 
 5) there was no optimal cooperation between the various  
  stakeholders, 
 6) efforts at empowering the communities and families  
  did not receive enough attention, and 
 7) the information system, primarily that relating to the  
  accuracy of data, was still weak. 
 Funding allocations to handle reproductive health are 
considered a heavy expenditure and not yet considered an 
investment. The provision of safer and affordable care for 
pregnant women is considered a high cost programme. This 
attitude tends to weaken commitment that can be used to 
distribute skilled labour or to provide Emergency Obstetric 
Care facilities minimally in every district.
 Several government decisions relating to authority, 
midwife registration and administration are meant to support 
health care for women. In each village there is a practising 
midwife. That is hoped to be sufficient to give care to women 
in her area. A practising midwife needs to truly command the 
area in which she works. However, in reality, not all midwives 
practise in the areas where they have been placed. Problems 
relating to personal safety also are obstacles for midwives 
carrying out their duties. If it is necessary to provide assistance 
in remote areas at night, a midwife is at risk for rape.

decentralisation

Impact of decentralisation
 Emerging in the wake of the 1978 Primary Health 
Care (PHC) conference at the Alma Alta, decentralisation 
of the health sector is by no means a new concept. The 
Alam Alta endorsed  PHC as the mechanism for achieving 
better health, underpinned by principles of equity, 
community participation and intersectoral collaboration . 
However, in the 1990s, health sector decentralisation was 
identified as the key health reform strategy in the ‘World 
Development Report 1993: Investing in Health’. As of 
2004, decentralisation projects have been initiated in at 
least 47 developing countries, including Indonesia. This 

is supposedly a key strategy within health sector reform to 
improve efficiency, effectiveness and equity.
 The Programme of Action of the International  Confer-
ence on Population and Development (ICPD POA) in 
1994 also highlighted the role of decentralisation. The 
POA recommended that governments promote community 
participation in reproductive health services by decentralising 
the management of health programmes. Sexual and 
reproductive health advocates viewed decentralisation as a 
vehicle for enhancing access, community participation and 
empowerment of communities. However, in recent years 
sexual and reproductive health advocates have increasingly 
asserted that SRH initiatives, including decentralisation, 
undermine the ability of health systems in developing 
countries to deliver on ICPD goals.40

 Decentralisation of health services reduces actual service. 
Budget allocations are strictly dependent on regional policy. 
This means that poor regions (provinces/regencies) will 
allocate a smaller budget for improving health services. Budget 
allocations that range around 2% are becoming smaller.
 Decentralisation also tends to result in obstacles to 
policy synergy and strategic planning between regions.41 This 
means that standardising service availability and quality is 
very dependent on the policies of each area. Distribution 
and network authority in each area and the centre still need 
more organisation so that conditions do not stagnate in any 
one place.

conclusion
 The Safe Motherhood programme in Indonesia did not 
fully meet expectations. There were several technical, political 
and management problems that were interrelated. Indonesia 
has yet to demonstrate that there is meaningful change with 
respect to a reduction in maternal mortality figures.
 Indonesia’s performance in the matters of 1) reducing 
TFR; 2) improving education for women; 3) longer time 
intervals between one birth and another; 4) increasing the age 
of first marriage; and 5) increasing women’s life expectancy, 
do not yet contribute meaningfully to reducing maternal 
mortality. Rural women who have little education and are 
poor experience the biggest risk.
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 After the economic crisis, the regional health system 
experienced a wholesale decline: the quality of human 
resources declined, the training provided became limited, 
infrastructure (conditions of public health centre buildings) 
became increasingly worse, and provision of medicines  
were minimal.
 Basic emergency obstetric care services are not yet evenly 
distributed in several provinces (Papua, NTB, NTT, Ambon). 
Even in areas that have been stated as possessing a good health 
status, a system for referral of basic emergency obstetric care 
services has not yet been organised. Of the public health 
centres that have become a part of a referral system, not all of 
them have PONED or  PONEK capabilities.
 Mothers who are poor have difficulty obtaining access 
to sufficient services because of their limited income. Social 
funding with the health card is difficult to obtain. A portion 
of the health cards is in possession of wealthy people (6.5%) 
compared to the 29.7% of the poor who hold one. Funding 
allocations given to inappropriate people make it more difficult 
for mothers who need services. Social funding only reaches 
health services in a primary way, such as for examinations 
and birth assistance. Emergency conditions require surgery, 
which is not yet covered by the Health Card.
 Problems relating to reproductive health are ongoing; 
even after giving birth and while a mother is nursing and 
raising children, women are burdened with heavy work. 
After giving birth, women are still at risk for infection  
and morbidity. This is a classic issue that does not get 
enough attention.
 Women with poor health who have the characteristic 
non-reproductive morbidity, including anaemia cases in 
youth, congenital anomaly and rheumatoid heart defect, 
will eventually influence the possibility of complications 
during birth. Possible risks can be eliminated if the woman 
is aware of the potential risks. This awareness will have a 
bearing on the diagnosis and appropriate treatment. In 
addition to being closely related to medical problems, 
there is a relationship to socio-cultural, demographic and 
economic aspects. These three factors will play a large role 
in the development of a health system, and the quantity and 
quality of service provided.

 In Indonesia, efforts to prepare youth proactively for 
responsibility for their reproductive health are still weak. 
They are not yet ready to face several difficulties that may 
emerge during their reproductive years. The social situation 
is increasingly complex; patterns of social relationships in 
mass media influence their attitudes towards sexuality, 
sexual relations, early pregnancy, abortion and reproductive 
health care.
 Strong awareness and commitment from various parties 
are greatly needed, at the individual level, the family and 
the community. This includes the professional sectors and 
politicians. Organisation of health services cannot take a 
passive attitude and wait for patients to come. Rather, an 
outreach approach that makes it possible to get to pregnant 
women in remote areas is needed.
 This presence of various parties will make community 
awareness and participation possible to increase the quality 
of health in the same manner as in the family planning 
programme and other aspects related to health and  
family welfare.
 There are no developments relating to a health mana- 
gement system that is geared to be proactive in giving 
priority to pregnant women in provinces with the 
characteristic high poverty, minimal access to health and 
little education. Cases of maternal death are to a large 
degree caused by obstetric haemorrhage that usually 
emerges post-partum. Meanwhile, cases of infection are 
usually caused by poor nutrition during pregnancy or 
improper handling during the childbirth process. 
 The public health centres do not yet completely fulfil 
basic stipulations in providing emergency obstetric care 
health services, whether those relating to medical expertise 
in handling possible emergency obstetric care, medicine 
available at health facilities or care that might be given during 
emergency situations. Should public health centres continue 
to be chosen for health services, it will only be due to the 
limitations of women to obtain better services or because 
there are no other choices.
 The high level of mortality is also caused by morbidity 
factors and the inability and limitations in antenatal care, and 
system management when complications occur during birth 
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and post-partum care. The prevalence of anaemia during 
pregnancy is still quite high, which in the end emerges as 
complications during pregnancy and the birth process. Efforts 
are needed to improve welfare, primarily for poor families.
 The high level of maternal mortality is also closely tied to 
the poor state of antenatal care, insufficient pregnancy and 
birth management and post-partum care that tends to be 
minimal. This is followed by anaemia that tends to be high 
and results in the possibility of complications in pregnancy 
and during birth. Broader concern is needed for poor women 
of childbearing age.

recoMMendations
policY alignMent
 Policy makers need to increase their availability, awareness 
and commitment to improving reproductive health services. 
Programmes that need to be carried out urgently are: 

1) Increase in the availability of health facilities, 
primarily in poor urban areas. A special strategy 
is needed with an outreach approach in an effort 
to support maternal health in provinces with high 
ratios of maternal mortality.

2) Capacity building of managerial and technical 
skills in an effort to improve the quality of human 
resources with the primary targets being midwives 
and public health clinic doctors. Knowledge and 
skills that are increased should relate to capacity in 
dealing with emergency obstetric care.

3) Areas need to be identified in each province that 
require special funding allocation for provisioning 
of health facilities. 

4) Special funds need to be allocated for reproductive 
health that will be of benefit to poor mothers in 
obtaining medical worker assistance during their 
birth process. 

referral sYsteM
 Bearing in mind that referral systems are conducted in a 
gradual manner beginning with the midwife, the public health 
centre, right up to the hospital, there is a need for a central 

point that is reachable for emergency obstetric service. This 
means that every district needs to determine parties that have 
the authority to provide EmOC service.
 The existence of a hospital in a specific region does not 
guarantee that sufficient assistance for an obstetric emergency 
will be available.

coMMunitY leader inVolVeMent
 Community leaders need to be systematically involved in 
socialising the importance of protecting the health of pregnant 
women; in shaping attitudes about high risk pregnancy;  
and the need to ensure nutritious food and to be routinely 
examined as well as to obtain direct medical worker assistance 
(midwife and doctor) during the birth process. Community 
and religious leaders are very important in the campaign 
to counter various myths and superstitions that aggravate 
pregnant women’s health conditions.

HealtH personnel
 Every district needs to be provided with workers who have 
skills in handling emergency obstetric cases.
 Increasing skill related to basic assistance during emergency 
obstetric cases needs to be improved through intensive training. 
Skill audits for doctors and midwives who provide emergency 
obstetric care (EmOC) are sorely needed. 

coMMunitY inVolVeMent
 The community needs to be empowered to create 
associations in efforts to assist women who are pregnant. The 
existence of a collective account can be of benefit in helping 
women who will give birth. This collective account helps 
mothers to obtain health worker assistance. Assistance for 
point-to-point transportation needs to be implemented so 
that women can obtain timely health service.

HealtH eXaMinations
 Campaigning for health examinations is vital so that 
examinations are continuously done up to the third trimester 
of pregnancy. Where necessary, a health worker with a proactive 
attitude needs to visit poor mothers, with lower education, 
living in remote areas, keeping in mind that these groups of 
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women have a higher risk of experiencing death as a result of 
a lack of awareness. 

data collection
 Data collection related to maternal mortality needs to 
increase in accuracy. Documentation of the birth process and 
maternal health status does not yet fully get the attention it 
should. Medical notes related to pregnancy examinations 
from the first month until the ninth month are valuable in 
determining the type of attention and care that the woman 
needs.
 Traditional birth attendants, as non-medical workers who 
are also involved in providing health services, need to be trained 
to collect data from their patients. But many traditional birth 
attendants are illiterate. The solution may be to have public 
health centre workers/staff visit traditional birth attendants 
from time-to-time to supervise and collect data. 

accountabilitY of HealtH serVice proViders
 Transparency in providing services will be greatly helped 
by a check and re-check procedure. Since maternal mortality 
figures are quite high (in East Java 25.25% were assisted by 
doctors; 57.27% were assisted by midwives), accountability 
of both doctors’ and midwives’ skills, and the availability of 
suitable facilities need to be periodically audited. 

strict superVision of non-Medical WorKers
 Traditional birth attendants, because they contribute 
significantly to maternal death, need to be strictly monitored. 
Minimally, they need supervision at least once a month, 
relating to the birth process they are conducting, sterilisation 
and abilities to identify patients at risk.
 Active supervision for traditional birth attendants is 
necessary not only to emphasise the elements of knowledge and 
skill, but also to emphasise the attitudes and commitment to 
save mothers from disability and death. This needs attention, 
keeping in mind that most trained traditional birth attendants 
(for example, in Sampang and Bangkalan) are reluctant to 
apply the knowledge obtained during the training because 
the traditional birth attendant is more certain of the method 
she has used for so many years.

Ch01_FA.indd   48 3/17/07   6:45:07 PM



��

endnotes

1 Maternal death is defined as “Death of a woman while pregnant  
or within 42 days of termination of pregnancy, irrespective of  
the duration and site of the pregnancy, from any cause related  
to or aggravated by the pregnancy or its management but  
not from accidental or incidental causes.” http://www.who. 
int/reproductive-health/publications/maternal_mortality_2000/ 
challenge.html

2 Sciortino, R. 1995. Care takers of Cure: An anthropological Study 
of Health Centre Nurses in rural Central Java. pgs. 72, 76, 241.

3 Cholil, Abdullah; Iskander, Meiwita B; Sciortino, Rosalia. 
1998. The Mother Friendly Movement In Indonesia. Republic of  
Indonesia; Galang Communication.99p

4 Cholil, Abdullah; Iskander, Meiwita B; Sciortino, Rosalia. 
1998. The Mother Friendly Movement In Indonesia. Republic of  
Indonesia; Galang Communication.99p

5 The maternal mortality rate is the number of maternal deaths in  
a given period per 100,000 women of reproductive age during  
the same time period, and reflects the frequency with which  
women are exposed to risk through fertility. http://www.who. 
int/reproductive-health/publications/maternal_mortality_2000/ 
challenge.html

6 The maternal mortality ratio is the number of maternal deaths  
during a given time period per 100,000 live births during the  
same time period. This is a measure of the risk of death once a  
woman has become pregnant. http://www.who.int/ 
reproductive-health/publications/maternal_mortality_2000/ 
challenge.html

7 CBS, NFPCB, MOH, MACRO International Inc.1995. 
Indonesia Demographic and Health survey 1994  
2,73-84,104,124-125,210.

8 http://www.depkes.go.id/en/index.php
9 Available at www.unfpa.org/news/news.cfm?ID=670
10  www.who.int/entity/macrohealth/infocentre/ presentations/ 

en/5indonesia_cmh_profile.pdf 
11 www.who.int/entity/macrohealth/infocentre/ presentations/ 

en/5indonesia_cmh_profile.pdf 
12 Iskander M, Utomo B, Hull T, et al. 1996. Unraveling the 

Mysteries of Maternal Death in East Java: Reexamining the 
Witnesses. Depok, Indonesia: Centre for Heath Research, 
University of Indonesia.

13 Iskander M, Utomo B, Hull T, et al. Unraveling the Mysteries  
 of Maternal Death in East Java: Reexamining the Witnesses.  
 Depok, Indonesia: Centre for Heath Research, University of  
 Indonesia, 1996.
14 WHO and UNICEF 1996.
15 Pritchett and Summers, 1996 p.841.
16 Maine,D. 1993. Safe Motherhood Programs: options and  
 issues. NewYork: Center for population and Family health,  
 School of public health, Faculty of medicine, Columbia  

 University
17 Mc Carthy, James and Deborah Maine.1992. “A framework  
 for analyzing the determinants of maternal mortality,” Studies  
 in Family Planning 23(1): 23-33.
18 Atrash et al. 1995; WHO and UNICEF 1996
19 Stanton C, N. Abderrahim and K Hill 1997. “DHS  
 Maternal Mortality Indicators: An Assessment of Data Quality  
 and Implications for Date Use”. Demographic and Health  
 Surveys Analytical Report No.4.  Calverton, Maryland: Macro  
 International Inc.
20 Stanton Hill, Abderrahim. 2000. “An assessment of DHS 
 Maternal Mortality Indicators”, Journal: Study in Family  
 Planning. vol 31, issue 2, 2000.
21 Verbal autopsies for maternal deaths .1995.53 pages. Report of  
 a WHO workshop, London, 10-13 January 1994.
22 Verbal autopsies for maternal deaths .1995.53 pages. Report of  
 a WHO workshop, London, 10-13 January 1994.
23 www.who.int/reproductive-health/ publications/maternal_  
 mortality_2000/index.html
24 Supranote17
25 Republic of Indonesia  
 Department of Health. 1994. Guide for midwives at the village  
 level, pp2-9
26 http://www.safemotherhood.org/resources/pdf/aa-09_ensure. 
 pdf
27 Based on study results from the SKRT (Survey Kesehatan  
 Rumah Tangga- Household Health Survey) and the SDKI  
 (Survey Demographic dan Kesehatan Indonesia- Indonesian  
 Demographic and Health Survey) the following data for  
 maternal mortality ratio was obtained.
28 Li XF, Fortney JA, Kotelchuck M,Glover LH. 1996 . “The  
 postpartum period: the key to maternal mortality”.  
 International Journal of Gynecology and Obstetrics. 54:1-10
 29 Tsu, VD. 1993. “Postpartum haemorrhage in Zimbabwe:  
 a risk factor analysis”. British Journal of Obstetrics and  
 Gynecology.  100:327-333.
30 SKRT 1995
31 BPS, 2001
32 DepKes RI, 1997
33 Department of Health, 2002
34 Krishna Sen 1998
35 Beegle, Frakenberg and Thomas 2001
36 Jaya Wijaya Watch Project, 2000.
37 Jenny 1999
38 Suwondo & Sumantri, 1995.
39 Department of Health, 2001
40 Ravindran , Sundari. De Pinho, Helen. 2005.The Right  
 Reforms?  South Africa .Women’s Health  Project.349 p.
41 DepKes, 2002

endnotes

Ch01_FA.indd   49 3/17/07   6:45:08 PM



Ch02_FA New.indd   49 3/17/07   6:46:14 PM



50

Picture by Am
elia H

apsari

“After drinking the concoction from a witchdoctor, she felt a 
terrible headache. It was so terrible that she knocked her head 
on the wall repeatedly because she couldn’t stand the pain. 
Then her condition got worse, she was having a fever, a high 
temperature, and after she was given a massage on her abdomen, 
blood started to come out and it kept coming out more and 
more and looked like mashed pieces. She was in pain and 
getting weaker, then she finally died.”
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Abortion
By Atashendartini Habsjah

introduction

Although abortion is a common occurrence throughout the 
world - 46 million or 22% of all pregnancies worldwide 
end in induced abortion each year1 - it remains clandestine, 
stigmatised and unsafe for hundreds of thousands of women. 
This situation persists due to a lack of awareness in many 
countries of what the law actually permits and a general 
unwillingness among policymakers and health professionals 
to concretise women’s reproductive rights.
 With only a few exceptions, every country in the world 
permits abortion under certain circumstances, such as to save 
a woman’s life or to terminate a pregnancy resulting from rape 
or incest. Tragically, even in these countries, safe abortion is 
rarely accessible, rarely available and rarely affordable. Around 
the world, legal and medical professionals in countries with 
restrictive laws continue to describe abortion as “illegal,” rather 
than acknowledge that women have a legal right to abortion 
under certain circumstances. As a result, policymakers, health 
professionals and activists have lost the opportunity to offer 
safe and legal abortion services to those who need them. 
 Safe abortion should be made available as part of 
comprehensive reproductive health care, not in isolation from 
other necessary health and social services. It is also important 
that women have access to safe and effective contraceptive 
methods, screening and treatment for sexually transmitted 
infections and counselling related to sexual or domestic 
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violence. In many countries, women’s need for safe abortion 
is the reproductive health component that is most ignored 
by policymakers, health workers and even societies at large. 
The alternative to providing safe abortion is grim: The World 
Health Organisation (WHO) estimates that at least 67,900 
women die every year from complications of unsafe, and 
usually clandestine abortions.2 WHO also estimates that as 
many as 19 million unsafe abortions take place each year, 
accounting for 13% of maternal deaths worldwide.3 However 
because of methodological constraints inherent in abortion-
related research, these estimates may not reflect the full extent 
of the incidence of unsafe abortion. 
 Unsafe abortion is a direct cause of maternal mortality 
in developing countries. Yet, in many developing countries 
deaths due to unsafe abortion are categorised under maternal 
mortality, which means the number of deaths due to unsafe 
abortion are often unknown.4 Causes of maternal mortality 
in Indonesia include excessive bleeding (28%); pre-eclampsia 
(26%); abortion (5%); infection (11%); and others (30%).5 
However, causes of maternal mortality including excessive 
bleeding, infection and others could also be due to abortion. 
In Indonesia, the estimates for the percentage of deaths due to 
unsafe abortion range from 12-17%.6 Yet, the rate of deaths 
due to abortion could be higher, mainly due to the ambiguity 
of the abortion law in Indonesia. 
 This report aims to provide secondary data on safe and unsafe 
abortion. In short, this report presents six types of data:
1. Secondary data (or desk research) on published literature 

and research reports.
2. Primary data from in-depth interviews with women who 

have undergone abortions, and interviews with health 
care providers (midwives, physicians and gynaecologists) 
as well as results from focus group discussions (FGD) in 
order to unravel why women seek unsafe abortions.

3. Three legal cases in order to locate the existing loopholes 
in the Indonesian judicial system.

4. Data from monitoring the on-going programme 
activities of the Ministry of Health in order to look for 
the implications of the health policies which only focus 
on preventing unwanted pregnancies and providing post 
abortion care services.

5.  Strategies on advocacy for safe abortion services conducted 
by other countries.

6.  Felt needs and follow-up actions to be taken in the coming 
months in order to regulate abortion in Indonesia or in 
one of the regions through a local regulation, which is 
possible in a decentralised system.

 This study will be able to fill a necessary gap as the 
Indonesian government has neither studied nor estimated the 
incidence of abortion. In the 1970s and 1980s only sporadic 
hospital-based induced abortion cases were reported. 

FindinGS FroM tHE dESK rESEArcH
Abortion LAw in indonESiA 
 The law on abortion in Indonesia originates from the 
Dutch Criminal Code. The Indonesian Criminal Code 
was enacted in 1918 and made abortion a criminal act.7 
In the mid-1960s discussions between the Indonesian 
Medical Association and Indonesian Association of 
Obstetrics & Gynaecology began within Indonesia as to 
how the law could be amended to allow for abortion.8 
When the publication was released in 1964 the main 
recommendations included:
1) “Increase the research on the determinants of induced 

abortion
2) Reform laws on induced abortion to allow for medically 

indicated pregnancy terminations
3) Include the Medical Code of Ethics in the required course 

work of all medical schools, which state that abortion is illegal 
except when on medical grounds

4) Promote the distribution of information on family planning
5) Eliminate illegally induced abortions”9

 In 1973 the Symposium of the Second Congress of 
Obstetrics & Gynaecology took place and resulted in support 
for legalising abortion on medical grounds. During the same 
year the menstrual regulation method of abortion began to 
be taught at University of Indonesia, despite the fact that 
abortion remained illegal.10 Subsequently, in 1977 an Inter-
departmental governmental committee (Ministry of Health, 
Justice, Police, Attorney General’s Office) was set up to 
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formulate the Bill allowing for abortion on medical grounds. 
This committee’s article was drafted into the Bill of Health in 
1989. 
       Around the same time, the political popularity of Soeharto 
was on the decline and he needed support from other political 
parties. He sought support from the main Islamic political 
party (at that time several Islamic parties were united under 
one umbrella called United Party of Development - Partai 
Persatuan Pembangunan). Soeharto and his family went to 
Mecca for a pilgrimage, and upon his return, he stressed the 
issues of morality and Islamic values.
 Towards the end of 1991, a Bill on health that included an 
article on abortion was submitted to parliament and the debate 
on it continued well into 1992. Religious leaders made strong 
statements against abortion. Soeharto, the parliamentarians 
and the high ranking officials from the Ministry of Health 
and BKKBN (National Family Planning Coordinating Board) 
erased the term abortion in the draft of Article 15, replaced 
it with “tindakan medis tertentu,” or “a certain medical 
procedure” instead. The Bill then specifically stated that “in 
the case of emergency and with the purpose of saving the 
life of a pregnant women or her foetus, it is permissible to 
carry out certain medical procedures.”11 The procedure would 
be approved if it could save the lives of the woman and the 
foetus. This ambiguity came up since abortion could only 
save the mother and not the foetus. This was further debated 
and in the end the parliamentarians acquiesced to the voice of 
certain religious leaders who were against the legalisation of 
abortion. Since the endorsement of the new Health Law No. 
23/1992, Article 15 interprets abortion as being illegal. The 
wording of ‘a certain medical procedure’ could mean anything, 
except abortion. A seminar organised by The Institute for Law 
Development in November 1992 could not reach agreement 
on this matter either. Then in early December 1992, the 
Ministry of Health issued a statement, though not directly by 
the Minister of Health, saying that article 15 was specifically 
intended to regulate the practice of abortion in the country, 
even though it could also cover other medical procedures.12 
Abortion in Indonesia must be based on the guidance of a team 
of experts, have the consent of the woman’s husband or family, 
and must be performed by health workers with the expertise 

in a “certain structure.” A woman must also be referred by 
some sort of health care clinic, have a letter of reference from 
a doctor stating that pregnancy threatens her life, the result 
of her pregnancy test, and her husband’s approval if married 
or the consent of her parents if unmarried, and a statement 
indicating willingness to use contraception after. 
 Although eagerly awaited since the early 1960s, this new 
law did not resolve the legal status of abortion services. 

Abortion PrActicE in indonESiA
 Induced abortion is defined as intentional termination 
of pregnancy prior to foetus reaching the state of viability by 
mechanical (surgical) means or by drugs.13 Unsafe abortion 
is defined as a procedure for terminating an unintended 
pregnancy either by persons lacking the necessary skills, the 
minimal medical standards, or both.14   
 As in most countries where abortion is illegal, concrete 
data concerning its incidence in Indonesia is difficult to 
find.  This situation is compounded due to the sensitivity of 
the issues surrounding abortion. Nevertheless, from studies 
using limited samples it can be concluded that abortion is 
widely practised.
 Almost all studies in Indonesia have used hospitals 
for their principal data source, especially patient records.  
Many studies were conducted in teaching hospitals.  
Most hospitals do not process, analyse, and disseminate 
information on abortion; therefore the known frequency 
represents only a very small portion of the actual incidence.  
Further difficulty arises because the use of different 
diagnostic terms to distinguish between spontaneous and 
induced abortion is derived indirectly. 
 In the 1970s there were only a few studies in Indonesia 
on abortion.  Most of the studies, both published and 
unpublished, describe the characteristics of abortees such 
as age, parity, number of living children, family planning 
practices, level of education and socio-economic status.  Also 
described are the methods used for terminating pregnancies, 
especially induced abortion.  Several studies concentrated on 
the events prior to admission in the clinics.
 For measuring risks and for comparison purposes two 
types of figures are suggested by WHO, i.e., abortion rates 
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and abortion ratios.  The frequency of abortion is related to 
the number of women of reproductive age, while the abortion 
ratios are measures that relate the number of abortions to the 
number of births.
 Since the complete report of all hospitals is not available, 
and cases in hospitals represent only a very small fraction of 
the actual incidence of abortion, no attempts were made to 
calculate abortion rates.  In calculating abortion ratios two 
types of denominators are used, number of deliveries to the 
number of pregnancies.  The number of pregnancies should be 
calculated by adding the number of deliveries to the number 
of abortions plus the number of ob-gyn cases of pregnancy 
during the period covered in the study.
 Jatipura’s study15 conducted in 1978 was one of the first 
big studies which included 18 general hospitals, representing 
85.7% of all hospitals, and 22 maternity hospitals, representing 
17.2% of all maternity hospitals in Jakarta.  The study found 
an upward trend from 1972 to 1975 in both the absolute 
number of abortion cases and number of abortion cases per 
100 deliveries.
 Jatipura et al. calculated the number of pregnancies by 
adding up all pregnancies experienced by abortees studied in 
the last abortion studies.  Jatipura used a different technique in 
calculating the number of pregnancies.  Their findings are 31.4 
abortions per 100 pregnancies for a random sample of 517 
cases admitted to Cipto Mangunkusumo Hospital and 38.1 
abortion per 100 pregnancies in PIKMI Maternity Hospitals 
(all cases were for 1972-1975).  If 15-20 pregnancies out of 
100 end in spontaneous abortions, as according to WHO, 
then, they concluded, that about half of the abortions were 
induced.
 There is another study16 which attempts to measure the 
frequency of women who have had an abortion.  A group of 
women attending the ob-gyn clinics in Cipto Mangunkusumo 
Hospital in Jakarta were randomly divided into two sub-
groups: treatment and control groups.  The subgroups were 
comparable in the terms of age, parity, educational levels, 
religion, marital status, and family planning practices.  With 
the treatment group a method called “Randomised Response 
Techniques” was administered, and the control group was 
interviewed in a conventional manner.  Among the women in 

the treatment group 32.7% (n=355) indicated they had had 
abortions.  The corresponding figure for the control group was 
18.7% (n=35).17

 Between 1972-1980 there were some studies18 on abortion 
conducted outside Jakarta, but all were done at general and 
teaching hospitals.  All were retrospective studies using 
patient records.  Studies were conducted at two government 
hospitals, i.e. Hasan Sadikin and Sanglah, which are located 
in Bandung, West Java and Denpasar in Bali, where family 
planning programmes are conducted intensively.  The five 
studies showed that among all abortion cases (spontaneous 
and induced/illegal,) around 13-35% induced.  Up to now, 
Denpasar in Bali has an atmosphere more conducive for 
abortion practices (probably due to the influence of Hinduism), 
although every couple of years the media extensively covers 
the police invading clinics providing safe abortion services. 
 The famous gynaecologist in the city of Manado in 
North Sulawesi, Dr. Rattu, conducted also several studies on 
abortion.  Dr. Rattu had the courage to defend the right of 
women who needed safe abortion services in Manado and 
showed that almost 18% of all abortion cases in Manado 
Hospital were induced abortions. Through the Indonesian 
Planned Parenthood Association’s (IPPA) clinic in Manado, 
the menstrual regulation method was provided for women 
who needed safe abortion services.  Table 1 below shows the 
five studies reviewed by Budi Utomo, Sujana Jatipura et al. in 
1982 (see table 1).
 Menstrual regulation as a contraceptive back-up service 
in Hasan Sadikin hospital (Bandung/West Java) was again 
studied by Sastrawinata and et al. in 1976.19

 Soedigdomarto20 was one of the first who raised the 
problem of women needing abortion not only on medical 
grounds, but also for socio-medical reasons. For example, 
married women who faced unwanted pregnancies since they 
still had work contracts with their employers, or had just 
recently delivered a baby, or had borne too many children 
and who had experienced contraceptive failure.
 Looking for types of abortion, some gynaecologists21 used 
different diagnostic terms. In many instances these terms are 
not interchangeable.  The result is that it is almost impossible 
to make precise comparisons. Several studies classified the 
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frequency of abortion according to stages in the abortion 
process: complete, incomplete, incipient, imminent, and 
missed abortion.
 From several studies it is apparent that the majority of 
cases are classified as incomplete abortions, which means that  
part of the foetal tissue had been expelled prior to examination 
in the clinic.  It can be safely assumed that a significant 
proportion of those cases are induced abortions.

 Terrence Hull, Widyantoro and Sarwono22 were among 
the first in the 1990s to write about their concern on the 
prohibition of menstrual regulation services through the 
enactment of law No.23/1992 on Health.  All the dilatation 
& curettage (D&C) equipment were taken away from several 
clinics which provided the MR services. Menstrual regulation 
is a well-known method of terminating pregnancies. 
Menstrual regulation is often used in countries with restrictive 

table 1: Hospital -based studies on abortion, conducted between 1973-1980.

Author(s) Abortion Period Location
types of 
Abortion

cases Sponta Legal illegal

neous

1. Rattu (1973) 663 1972 Manado Hospital 81.6% …. 18.4%

    

2.Sopachua       
(1974) 449 1972-73 Ujungpandang Hospital 86.2% …. 13.8%

(South Sulawesi)

3. Manuaba (1979) 1068 1975-78 Sanglah Hospital Denpasar 64.8% …. 35.2%

4. Effendi (1980) 2417 1977-79 Hasan Sadikin Hospital 
Bandung 90.2% 1.9% 7.9%

5. Surya & Manuaba     
(1980) 1000 1979-80 Sanglah Hospital Denpasar 74.2% …. 25.8%

Source: Utomo, B; Sujana Jatiputra, and Arjatmo Tjokronegoro. “Abortion in Indonesia: A Review of the Literature.  Jakarta: 1982.  Note: Effendi’s definition of legal abortions (1.9%)  

means that the induced abortions were performed on medical grounds. 

table 2: Frequency of Abortion According to Stages of Abortion

Stages
Authors

Lim wiharto Surya &

(1969) (***) Manuaba(1980)

1. Imminent 14.1% 23.6% 15.7%

2. Incipient 11.3% …. 5.9%

3. Incomplete 64.8% …. 74.7%

4. Complete …. …. 0.2%

5. Missed Abortion …. …. 0.9%

6. Other 9.8% …. ….

Total
100% * 97.4%

N=1188 N=2205 N=1000

Source: Utomo, B; Sujana Jatiputra and Arjatmo Tjokronegoro.  “Abortion in Indonesia: A Review of the Literature”. Jakarta: 1982.  Faculty of Public Health, University of Indonesia.
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abortion laws because it is often not viewed as an abortion.  
Menstrual regulation can be done without a positive pregnancy 
test and for reasons other than terminating a pregnancy (i.e. 
uterine biopsy, treatment of incomplete abortion, or to regulate 
menstruation).  Additionally, menstrual regulation is safer, easier, 
less costly, less traumatic, and can be done early after conception 
(within 14 days up to 45 days).23

 In Indonesia, menstrual regulation is tacitly accepted by 
society and many health care providers.  A study which included 
interviews with Indonesian health care workers found that they 
did not consider menstrual regulation as a form of abortion, 
on the basis that Islam states that life begins after 120 days.24 
Acceptance and restrictions on menstrual regulation as a form 
of abortion vary throughout Indonesia.  In areas that are more 
restrictive, menstrual regulation as a means of terminating 
a pregnancy can only be used by married women who are 
acceptors of family planning and have experienced contraceptive 
failure. In less restrictive areas, menstrual regulation is available 
to a wider group of recipients, including married women not 
using contraception, and in some cases for unmarried women 
(accompanied by counselling).  In the least restrictive areas, 
menstrual regulation is widely available even to unmarried 
women with menstruation delayed by less than eight weeks.25

 Right after the introduction of the Health Law 
No.23/1992, which raised a controversial issue (article 15) on 
abortion, some scholars started to conduct studies to know 
about the attitudes of health care providers towards abortion 
practices in Indonesia.26 From this research, it was discovered 
that health care providers could be divided into two groups: 
one which felt a backlash that menstrual regulation was 
prohibited after the enactment of Health Law No.23/1992, 
while the other group was happy with the decision to stop 
providing abortion services.    
 In the 1990s, some senior gynaecologists such as Biran 
Affandi and S. Sarwono (1995)27 as well as Terence Hull and 
Ninuk Widyantoro,28  presented their own research on abortion 
and tried to estimate the incidence of abortion; but all were 
certain that it was well-known that hundreds of thousands of 
abortions took place annually and the need for safe abortion 
could not be eliminated, since unwanted pregnancies will 
always exist.

 In 2000, more studies on abortion were conducted. 
It seemed the fall of the Soeharto regime made the 
atmosphere more democratic and freer. Three large  
and comprehensive studies on abortion were conducted 
during 2001-2004.

tHrEE rEcEnt And coMPrEHEnSivE StudiES
 The first study, carried out by Utomo, Habsjah, et al.29 
which employed a method combining Service Delivery 
Points (SDPs) and verification, found that for those women 
who could pay for abortion services, they could obtain them 
from several SDPs, (such as some government and private 
general hospitals, maternity hospitals, family planning clinics, 
some obstetrician, some general physicians, midwives and 
traditional birth attendants).  Table 3  shows the characteristics 
of abortion clients, which were collected from all the SDPs, 
which after verification were included in the study as SDPs 
which perform abortions.
 This study gave a national estimate of 2 million abortion 
cases per year in the country. 
 In the cities, more abortions were performed in family 
planning (FP) clinics, followed by general physicians’ 
practices and then hospitals (government and private); while 
at the district level, maternity hospitals were the place to get 
abortion services. At all districts, at the provincial level as well 
as at the regency level, traditional birth attendants (TBAs) 
still performed the most abortions.  When the clients were 
asked about their location, more than half were located within 
the SDP site. Almost three quarters of all the women who 
had abortions at the provincial level were married. At the 
city, at the regency level, most were also married women.  It 
was concluded that women who went to TBAs were women 
with good education (had completed senior high school 
and/or university education). Many of them had never used 
contraceptives, some were unmarried, and some had used 
contraception.
 The most commonly used form of intervention (37.5%) 
was electric or manual vacuum aspiration by physicians.
The second most frequently used method (25%) was oral 
medication and massage. Another 12.5% of the women were 
administered some form of injectable abortifacient.  8.3% had 
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table 3: characteristics of abortion clients

All clients total total

city district city district

n 1302 261 1563 930 101 1031

Types of SDP

   Government General Hospital 15.4 8.0 14.1 6.9 3.0 6.5

    Private General Hospital 15.4 5.0 13.7 7.1 2.0 6.6

    Maternity Hospital 1.0 51.0 9.3 0.4 6.9 1.1

    FP Clinic 39.5 0.0 32.9 47.1 0.0 42.5

    Obstetrician 1.2 0.0 1.0 1.7 0.0 1.6

    General Physician 22.2 4.6 19.3 31.0 10.9 29.0

    Midwife 4.2 0.4 3.6 4.3 0.0 3.9

    TBA 1.1 31.0 6.1 1.5 77.2 8.9

Address

    Outside the SDP site 36.0 12.6 32.1 43.4 10.9 40.3

    Within the SDP site 64.0 87.4 67.9 56.6 89.1 59.7

Age (year)

    <20 6.6 9.6 7.1 7.1 14.9 7.9

    20-29 46.0 49.0 46.5 45.4 51.5 46.0

    30-39 38.1 29.9 36.7 37.7 26.7 36.7

    40+ 9.3 11.5 9.7 9.8 6.9 9.5

Marital Status

    Married 77.2 73.9 76.6 68.9 36.6 65.8

    Unmarried 21.9 24.9 22.4 29.9 60.4 32.9

    Divorced 0.9 1.1 1.0 1.2 3.0 1.4

Education

    Not yet completed primary 12.5 16.5 13.2 5.4 11.9 6.0

    Completed Primary 16.2 8.0 14.8 16.6 9.9 15.9

    Completed Junior 15.5 13.4 15.2 14.3 11.9 14.1

    Completed Senior 39.9 42.1 40.2 44.5 25.7 42.7

    Completed academy/university 15.9 19.9 16.6 19.2 40.6 21.3

Number of Pregnancies

    1 32.9 43.6 34.7 32.9 58.4 35.4

    2 16.9 16.2 16.8 14.8 9.9 14.3

    3+ 50.2 40.2 48.5 52.3 31.7 50.3

Number of live births

    0 34.4 45.2 36.6 34.6 64.4 37.5

    1 17.7 16.5 17.5 14.0 5.9 13.2

    2 24.3 19.5 23.5 25.9 10.9 24.4

    3+ 23.6 18.8 22.8 25.5 18.8 24.8

Contraceptive Use

    Never used 52.4 60.2 53.7 46.8 78.2 49.9

    Had used 32.6 33.3 32.8 34.5 14.9 32.6

    Currently using 15.0 6.5 13.6 18.7 6.9 17.6

Source: Utomo, B. Habsjah, A.et al.2001.  Incidence and Socio-Psychological Aspects of Abortion in Indonesia: A Community Based Survey in 10 Major Cities and 6 Districts, Year 2000. 
Jakarta: Center for Health Research University of Indonesia.
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a foreign object inserted into their uterus.  8.3 % had other 
preparations inserted into the vagina and 3.7% were treated 
with acupuncture.  
 Various traditional methods of abortion are practised.  The 
most common method is to massage the stomach (abdomen) 
with hands repeatedly and often.
 Sometimes two or three massages are necessary.  This is 
extremely painful.  The stem of a papaya leaf is rubbed with 
the sap of certain plants and can be inserted into the uterus, the 
patient is given herbal potions and is massaged.  Post - abortive 
care consists of drinking herbal potions and antibiotics.  Many 
patients experience complications after an abortion and come 
to a doctor or hospital for care and medication.
 The second study, Counselling-based Safe Termination 
of Unwanted Pregnancies - Penghentian Kehamilan Tak 
Diinginkan Yang Aman Berbasis Konseling30 was conducted in 
the year 2001-2002  by the Women’s Health Foundation in 
9 large Indonesian cities: Medan, Batam, Jakarta, Bandung, 
Yogyakarta, Surabaya, Denpasar, Mataram, and Manado. 
This study was carried out in collaboration with women’s 
non-government organisations and the Indonesian Society 
of Obstetrics & Gynaecology (POGI). This study shows 
that a large proportion of the total number of abortions were 
performed in the first trimester of pregnancy, that is, within 
90 days.  According the Islamic view, this is still during the 
Mudiga Stage, when the soul has not yet begun to reside in the 
foetus.
 Guided by its mission to contribute to the fulfillment of 
women’s rights to adequate health care, the Women’s Health 
Foundation (WHF) has carried out difficult tasks to protect 
women from the dangers of unsafe abortion.  In part, this 
involves reviewing existing policies and laws that decriminalise 
information and safe procedures for women who seek early 
pregnancy termination (under 12 weeks) by trained medical 
personnel.  Surprisingly, support and encouragement has 
emerged from vital government institutions - including the 
Supreme Court (Mahkamah Agung), the police force, the 
Attorney General (Kejaksaan Agung), and the House of 
Representatives. The findings of this study present a solid 
groundwork for the process to improve the clause on abortion 
in the Health Law  23/1992.

 Data was collected in 9 clinics and 3 government 
hospitals.  A total of 1446 clients gave consent to undergo 
the study’s standard flow of services, consisting of:
1. Registration
2.  Pre-procedure medical examination
3.  Pre-procedure counselling
4.  Safe abortion procedure
5.  Post-procedure counselling (follow-up visit if needed)     
Carefully designed counselling about risk and rights was 
given individually to encourage clients to make a follow-
up visit.  

client characteristics
 More than half of the clients (58%) were over 30 years old, 
with only 3% below 20 years. 87% were married; almost half 
had at least two children.  54% were high school graduates; 
21% academy/university graduates; almost half (47%) were 
housewives.  Among 619 clients who were working, 47% 
worked in the private sector, while 23% were related to the 
public sector (including spouses of government officials, the 
armed and the police forces).  21% of the clients had had 
an abortion before, with the maximum number of repeated 
abortions being four. 

reason to terminate the unwanted pregnancy

 Psycho-social factors were the main reasons (57.5%) 
women gave for wanting to terminate their unwanted 
pregnancy.  Around one-third of clients reported having 
experienced “contraceptive failure.”  Only 4% of clients 
stated a reason related to the physical health of the mother 
(see diagram 1).

Women’s efforts before coming the clinic/hospital
 As documented by many other studies on abortion, women 
tried to abort themselves by drinking traditional herbs, toxins, 
or sought the help of an untrained traditional birth attendant, 
before deciding to go the clinic/hospital.

post-procedure
 Three of the 1289 clients who received safe abortion 
services experienced bleeding as a complication, but their 
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bleeding was managed by the clinic staff.  80% of the 
clients decided to use contraceptives after the abortion, 
with most choosing the intra-uterine device (IUD).  
Most of the women reported feeling relieved and freed 
from a burden as a result of the procedure, although 5% 
of the clients mentioned they still felt guilty.  Two-thirds 
said they do not want to be pregnant again, since they 
had at least 2 children.

client’s satisfaction
 85% of the clients felt satisfied with the services 
provided by the clinic/hospital, even though they had to 
travel as far as 23 km to reach the site, wait for one hour 
on average, and pay Rp.600.000 (US$ 66).  
 The attitudes of the health providers (doctors, 
counsellors and nurses) were rated as quite friendly.  
Clients reported they were satisfied with the information 
they received on safe abortion procedures and related 
reproductive health information, including contraception 
and sexually transmitted infections.

recording system
 Compliance by the clinic staff in completing the medical 
records was between 29-60%.  This demonstrated that many 
health workers were still not following the standardised 
medical recording system.

Lessons Learnt
 The study has proven, despite the short period of time 
(6 months) and small number of health facilities covered, 
there was a high demand for safe abortion services.  It is 
very clear that in order to prevent unnecessary morbidity or 

death among women of reproductive age, legal protection for 
safe and ethical abortion services is needed.  Safe and ethical 
procedures require the following conditions to be met: (1) 
gestational age less than 12 weeks of pregnancy; (2) procedure 
performed by trained and certified medical personnel; (3) 
procedure takes place at a facility that fulfils basic standards 
of hygiene, equipment, and comfort; (4) process includes pre- 
and post-procedure counselling by a trained counsellor; and 
(5) procedure supplied on a non-profit basis designed to meet 
medical costs while ensuring that fees are affordable for all 
clients, if necessary, through a system of cross-subsidies.
 The third study Retrospective Study on Menstrual Regulation 
in 9 cities in Indonesia - 2000-2003,31 was conducted by 
Indonesian Planned Parenthood Association (IPPA).  IPPA, 
which has 40 clinics in 40 cities spread over 25 provinces, 
provides menstrual regulation services.  Menstrual regulation 
(MR) is often used in countries with restrictive abortion laws 
because it is not viewed as abortion (see diagram 2). During 
the 1980s, midwives who were specially trained in dilatation 
and extraction (D & X), a procedure to regulate women’s 
menstruation could perform MR, but this was banned in 
the 1990s. This study from IPPA, which gathered data from 
nine clinics in nine cities, enumerated that 37,685 women 
received menstrual regulation treatment between 2000-2003. 
 Figure 1 shows clients served by nine IPPA clinics in nine 
cities.  From these figures, Bali has the highest number of 
clients 14,965 (39.7%), followed by Yogyakarta 10,056 clients 
(26.7%), and Semarang 4,239 clients (11.2%). 60% of clients 
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Diagram 1. Client Distribution by Standard Flow of Service
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are from the city, while 40% are from out of cities, provinces 
or out of country.
 Most of the clients (73%) were married women and only 
27% were not married while 1 % were either widows or co-
habiting. This is shown in Table 4. 
 Clients’ activities in this study were defined as follows: 
employed, unemployed and still studying - 44.1% 
unemployed, 43.4% employed and 12.5% are still studying 
at school or college as shown in Table 5.

 Clients had many reasons for terminating their pregnancy.  
The main reasons of unemployed clients were due to economic 
constraints.  Employed clients were either too busy or were 
still under a signed contract with an employer where it was 
stipulated that they could not be pregnant within a certain 
period of time. 
 In Medan, Bandung, Jakarta, Semarang, Yogya, Manado, 
and Surabaya the number of unmarried clients is less because 
those clinics have set the criteria that married women need to 
provide their marital certificates to obtain MR services and 
unmarried women need to be accompanied by their parents.
 In Denpasar, the number of married and unmarried 
women seeking to teminate their pregnancies is almost 
similar. In the previous decade, most clients who asked for 
menstrual regulation were not married.32 
 In Mataram, the number of unmarried clients is the 
highest in comparison to other cities, however the number 
of clients in this study is only 7.7%. The data could not trace 
where married women seek abortion services.  This could 
be one of the reasons why the maternal mortality rate in 
Mataram is very high.  If safe abortion could be provided, the 
maternal mortality rate could be decreased.
   Most clients who asked for menstrual regulation 
services had an education level which ranged from senior 
high school level to college level education (87.4%), 
while clients who have no education or only elementary 

table 4: Status of clients’ Marriage

Status of Marriage Frequency %

Married 27,379 73
Unmarried 10,042 27
Others 264 1
Total 37,685 100.0

Source: Widyantoro, N and Lestari, H “Penghentian Kehamilan Tak Diinginkan 
Yang Aman Berbasis Konseling”.Penelitian di 9 Kota Besar, Jakarta: 2004

table 6: client’s educational background and who they visited the clinic with (%)

Education
who accompanied them to the clinic Sub total

Alone 
with 

husband
with family with friend

Kindergarten-Elementary-other 0.4 10.0 1.0 1.2 12.6
Junior High-Senior High 3.0 43.5 4.9 13.7 65.1
College 1.5 11.8 1.5 7.6 22.3
Sub Total 5.0 65.2 7.4 22.5 100.0      

Source: IPPA (2005) “Retrospective Study on Menstrual Regulation in 9 Cities in Indonesia year 2000-2003”
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table 5: clients’ Activities

Activities Frequency %

Employed 16,352 43.4
Unemployed 16,615 44.1
Students/College 4,718 12.5
Total 37,685 100.0

Source: IPPA (2005) “Retrospective Study on Menstrual Regulation in 9 Cities in Indonesia 
year 2000-2003” 
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school level education were 12.6%.  According to SDKI 
(Indonesian Health and Demography Statistic) 2002- 
2003, women who have elementary background or have no 
education number 63.8% of the population and it would 
be interesting to follow up where most of these women 
seek abortion services (see table 6).
 This table shows that most clients visiting clinics were 
accompanied by their husband (65.2%) and this could 
be proven by showing identity cards or ‘Kartu Keluarga’ 
(family cards) or marital certificates.  This also indicated that 
many husbands support women who requested menstrual 
regulation.  Most of the clinics also had procedures where 
the women and those who accompanied them should sign an 
informed consent form. 
 According to Hull,33 for most Indonesian women, the choice 
to terminate an unwanted pregnancy is very limited compared 
to the choices available for the elite and rich women.  The only 
alternative to an unwanted birth was unsafe abortion at the 
hands of a traditional birth attendant, who used techniques 
and substances that could cause bleeding and infection. 
 What is worse, according to him, the bureaucracy used 
the budget or regulatory tools at its disposal to further inhibit 
women’s access. For example, during the economic crisis during 
1997-1999, many women faced unwanted pregnancies since 
many were delayed in getting their contraceptive injections or 
IUDs (both which were provided free of charge) and women 
preferred to use the money for paying their children’s school 
fees and other basic items.
 The situation worsened in 2002 when the National 
Family Planning Coordinating Board (BKKBN) transferred 
their authority from their own district office to the district 
government (Pemda) in order to implement decentralisation, 
which was  stipulated by a new decentralisation law in 2000.  
Continuous contraceptive supplies became a huge problem.  
Consequently, it is assumed that there was an upward trend in 
unwanted pregnancy at that time.   

intErnAtionAL coMMitMEntS

Indonesia has committed itself at the international level 
towards protecting women’s sexual and reproductive rights 

at ICPD and Beijing. However, under the penal code, 
abortion is a criminal offence. Although the issue of abortion 
over the years has divided societies, it is interesting and 
empowering to note the relevant international documents 
which enshrine women’s reproductive rights and advocate 
access to safe abortion. The Programme of Action adopted 
at ICPD in 1994 states: 

Paragraph 7.20
 “Governments should make it easier for couples and 
individuals to take responsibility for their own reproductive health 
by removing unnecessary legal, medical, clinical, and regulatory 
barriers to information and access to family planning services and 
methods.”
 “Reproductive health is a state of complete physical, mental 
and social well-being and not merely the absence of disease or 
infirmity, in all matters to the reproductive system and to its 
functions and processes. Reproductive health therefore implies 
that people are able to have a satisfying and safe sex life and that 
they have capability to reproduce and the freedom to decide if, 
when and how often to do so. Implicit in this last condition are 
the rights of men and women to be informed and to have access 
to safe, effective, affordable, and acceptable methods of family 
planning of their choice, as well as other methods of their choice 
for regulation of fertility which are not against the law.”

Paragraph 7.3
 “Reproductive rights embrace certain human rights that are 
already recognized in national laws, international human rights 
documents and other consensus documents. These rights rest on 
the recognition of the basic right of all couples and individuals 
to decide freely and responsibly the number, spacing and timing 
of their children and to have the information and means to do 
so, and the right to attain the highest standard of sexual and 
reproductive health. It also includes their right to make decisions 
concerning reproduction free of discrimination, coercion and 
violence, as expressed in human rights documents...the promotion 
of the responsible exercise of these rights for all people should be 
the fundamental basis for government and community-supported 
policies and programmes in the area of reproductive health, 
including family planning.”
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Paragraph 8.25
 “In no case should abortion be promoted as a method of family 
planning. All Governments and relevant intergovernmental and 
non-governmental organisations are urged to strengthen their 
commitment to women’s health, to deal with the health impact 
of unsafe abortion34 as a major public health concern and to 
reduce the recourse to abortion through expanded and improved 
family planning services. 
 Prevention of unwanted pregnancies must always be given 
the highest priority and every attempt should be made to 
eliminate the need for abortion. Women who have unwanted 
pregnancies should already have access to reliable information 
and compassionate counselling. Any measures or changes related 
to abortion within the health system can only be determined at 
the national or local level according to the national legislative 
process. In circumstances where abortion is not against the law, 
such abortion should be safe. In all cases women should have 
access to quality services for the management of complications 
arising from the abortion. Post-abortion counselling, education 
and family planning services should be offered promptly, which 
will also help to avoid repeat abortions.”
 Amongst the key actions recommended for the further 
implementation of the Programme of Action of ICPD in 
1994 are:
(i). “In no case should abortion be promoted as a method 

of family planning. All Governments and relevant 
intergovernmental and non-governmental organisations 
are urged to strengthen their commitment to women’s 
health, to deal with the health impact of unsafe abortion 
as a major public health concern and to reduce the resource 
to abortion through expanded and improved family 
planning services. Prevention of unwanted pregnancies 
should have ready access to reliable information and 
compassionate counselling. Any measures or changes 
related to abortion within the health system can only be 
determined at the national or local level according to the 
national legislative process. In circumstances in which 
abortion is not against the law, such abortion should 
be safe. In all cases women should have access to quality 
services for the management of complications arising from 
abortion. Post abortion counselling, education and family 

planning services should be offered promptly which will 
also help to avoid repeat abortions.

(ii). Governments should take appropriate steps to help women 
avoid abortion, which in no case should be promoted as 
a method of family planning, and in all cases provide 
for the humane treatment and counselling of women who 
have had recourse to abortion.

(iii). In recognising and implementing the above, and in 
circumstances where abortion is not against the law, 
health systems should train and equip health service 
providers and should take other measures to ensure that 
such abortion is safe and accessible. Additional measures 
should be taken to safeguard women’s health.”

The Beijing Declaration from the Fourth World Conference 
on Women in 1995 states that:

Paragraph 96
 “The human rights of women include their right to have 
control over and decide freely and responsibly on matters related 
to their sexuality, including sexual and reproductive health, free of 
coercion, discrimination and violence. Equal relationship between 
women and men in matters of sexual relations and reproduction, 
including full respect for the integrity of the person, require mutual 
respect, consent and shared responsibility for sexual behaviour and 
its consequences.”

Paragraph 106
 “Governments, in collaboration with non-governmental 
organisations and employers’ and workers’ organisations and 
with support of international institutions (should):
a. Recognise and deal with the health impact of unsafe abortion 
as a major public health concern, as agreed in paragraph 8.25 
of the Programme of Action of the International Conference 
on Population and Development;
 b. In the light of paragraph 8.25 of the Programme of 
Action of the International Conference on Population and 
Development...consider reviewing laws containing punitive 
measures against women who have undergone illegal 
abortions.”
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 The ‘Further Actions and Initiative to Implement the 
Beijing Declaration and the Platform for Action in 2000’ 
document suggests that:
a.  “In light of Paragraph 8.25 of the Programme of Action 

of the International Conference on Population and 
Development, (government should) consider reviewing 
laws containing punitive measures against women who 
have undergone illegal abortions.”

b.  “Design and implement programmes with the full 
involvement of adolescents, as appropriate, to provide 
them with education, information and appropriate, 
specific, user-friendly and accessible services, without 
discrimination, to address effectively their reproductive 
and sexual health needs, taking into account their right 
to privacy, confidentiality, respect and informed consent 
and the responsibilities, rights and duties of parents and 
legal guardians to provide in a manner consistent with 
the evolving capacities of the child appropriate direction 
and guidance in the exercise by the  child of the rights 
recognized in the Convention on the Rights of the Child 
and in conformity with CEDAW and ensuring that in all 
actions concerning children, the best interests of the child 
are a primary consideration...”

Indonesia has signed the the Convention on the Elimination 
of all Forms of Discrimination against Women (CEDAW) 
(with reservations) and the General Recommendation No. 24,   
 Article 12 on Women and Health (1999) states that:

a. Measures to eliminate discrimination against women 
are considered to be inappropriate if a health care 
system lacks services to prevent, detect and treat illness 
specific to women. It is discriminatory for a State 
party to refuse to legally provide for the performance 
of certain reproductive health services for women. 
For instance, if health service providers refuse to 
perform such services based on conscientious objection, 
measures should be introduced to ensure that women 
are referred to alternative health providers.

b.  State parties should not restrict women’s access to 
health services or to the clinics that provide those 
services on the ground that women do not have the 
authorisation of husbands, partners, parents or health 

authorities, because they are unmarried or because 
they are women. Other barriers to women’s access to 
appropriate health care include laws that criminalise 
medical procedures only needed by women and that 
punish women who undergo those procedures.

And that nations should also, in particular:
 Prioritise the prevention of unwanted pregnancy through 
family planning and sex education and reduce maternal 
mortality rates through safe motherhood services and prenatal 
assistance. When possible, legislation criminalising abortion 
could be amended to remove punitive provisions on women 
who undergo abortion.” 

cuLturAL And rELiGiouS viEwS on 
Abortion

In the last three years, several initiatives were taken by 
Islamic scholars to interpret abortion according to Islamic 
laws. Additionally, studies on abortion services performed 
in religious hospitals were  conducted. Whether abortion is 
forbidden or allowed has long been a topic of debate among 
experts in Islamic Law, both classical and contemporary. 
Some experts in Islamic Law agree that the embryo does not 
yet have a soul, but it has life in it (called “hayati”) and is 
growing and is being prepared to become a new creature with 
a soul (called “insani”) - a human being.There are a number of 
Islamic principles that influence views on abortion.35 Firstly, 
the principle that any action which endangers life is forbidden 
by Islam. Secondly, the principle that in certain situations, 
acts that are normally forbidden by religion can take place, 
out of necessity. If a woman’s life is endangered by pregnancy, 
abortion is allowed based on the premise that it is a greater 
disadvantage to have a woman die rather than a foetus. Islamic 
experts generally agree that women must be given priority in 
this case because, firstly, they are alive and, secondly, her death 
would be a loss for her husband and any existing children. The 
death of the foetus is not likely to cause that great a suffering. 
There is disagreement among ulamas as to when a foetus is 
considered to become a human being. However, many agree 
that a foetus is considered to be a human being only after 120 
days after conception. Therefore, abortion after 120 days is 
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only permitted to save a woman’s life. Some ulamas agree that 
abortion may be allowed before 120 days for reasons other 
than to save a woman’s life: for example, for economic reasons. 
Other schools of Islam permit abortion only before 40 days 
and some do not allow abortion at all. 
 In Indonesia, social, cultural, political, and religious 
perspectives on abortion are highly interrelated. The Shafi’i 
school of Islamic Law predominates in Indonesia and this 
school rejects the view that abortion is acceptable before 120 
or even 40 days after conception and considers abortion at any 
point a sin.36 The Shafi’i, represented by Ghazali, also considers 
abortion a crime; the seriousness of the crime depending on 
when the abortion is performed. If performed early in the 
pregnancy, the sin is not so serious, but if performed toward 
full term, the sin is more serious. Although the Shafi’i view 
predominates, there is still variation in views among religious 
groups in Indonesia. For example, within the Nahdlatul 
Ulama, which is the largest Muslim organisation in Indonesia, 
abortion is accepted for a “just cause” such as to save a woman’s 
life. The Hanafi school, the oldest school of Islamic thought, 
represented by Ibnu Abidin considers abortion as being 
forbidden. However, this prohibition applies when there is no 
legal basis for the abortion. If there is a legal basis, such as 
the fact that the mother is still breastfeeding and is less than 
120 days pregnant, abortion is allowable, because the mother’s 
breast milk may not be adequate. According to the Hambali 
school of thought, anyone committing abortion must pay a 
fine (gurrah).37 The imposition of a fine is based on the law 
(sunnah) of Muhammad, who himself paid a fine in the case 
of a female embryo from the Haudzail family. A few ulama 
from the Maliki school also accept abortion before 40 days 
and some ulama agree that it is acceptable before 120 days.38 
The Maliki school of Islamic thought forbids abortion on any 
grounds, even when the pregnancy has reached only 40 days. 
In fact, some adherents of this school are of the opinion that 
abortion is forbidden from the time of conception. Abortion 
law in Indonesia remains restrictive because the government 
is strongly influenced by the predominant Islamic view on 
abortion. Yet, it is important to note that in the 1950s Islamic 
organisations in Indonesia were opposed to family planning 
services, as they seemed to be interfering with the purpose 

of marriage. However, once government views and policies 
began to shift, many Islamic organisations began to accept 
family planning on various grounds.39 

FindinGS FroM tHE PriMArY 
rESEArcH

It is really difficult to be a woman in Indonesia. Even women 
over the age of 35 who are unmarried still have no control 
over their bodies. They still need to be accompanied by a 
close family member should they wish to terminate their 
pregnancy to sign the consent form. Even a divorcee needs 
to be accompanied by her father to have an abortion.
 Young, unmarried women often have poor access to 
family planning information and services. They also have 
often fewer social contacts and lesser financial means to 
obtain safe abortion services. In this context, young women 
and poor women are also more likely to delay pregnancy 
termination until later stages when the risk of complications 
is higher.

rESEArcH MEtHodoLoGY
 The Women’s Health Forum established in 1990, consisting 
of more than ten women NGOs, is still actively monitoring 
policies and the implementation of programmes on women’s 
health. The Women’s Health Forum drafts bills with parliament 
members and campaigns publicly. This study draws on the 
strength and experiences of these NGOs and aims to further 
the gains already made in the field. It was carried out by a 
team involving 8 non-governmental organisations (NGOs) all 
of which are members of the Women’s Health Forum. These 
are: Yayasan Melati, Yayasan Pelita Ilmu, Yayasan Kesehatan 
Perempuan, Yayasan Rahima, Mitra Perempuan, IPPA (IPPF 
Jakarta), Indonesian Midwives Association, and Women 
Police. Five of these NGOs are very active at the grassroots 
level and three of them work in the slum areas of Jakarta. 
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 In the short term, the aim was to: 
1)  consolidate the 8 NGOs; 
2)  form a research team, with members from the 8 NGOs; 
3)  design a study framework and a research plan; 
4)  train the interviewers;
5)  conduct interviews, observations in 2 hospitals and 2 

clinics (one state owned clinic and one private clinic both 
of which provided safe abortion services); and 

6)  conduct focus group discussions.

 The research team picked greater Jakarta as the research 
site. Greater Jakarta meant the inclusion of the outskirts 
of Jakarta city, which is semi-urban. The residents here are 
still indigenous natives and have lived there for at least 
three generations. Jakarta, as the capital city of Indonesia, 
is the heart of all financial, commercial and industrial 
activities, and attracts workers from all over the country. 
These workers settled mainly in the slums located in 
Central Jakarta, North Jakarta and East Jakarta. In order 
to gather information from the various levels of the state-
owned and private institutions, the following methods 
were used.
 Level One: State level programmes executives such as 
senior officials of the Ministry of Health, District Health 
Office and Senior Officials from the National Family 
Planning Coordinating Board (NFPCB).
 Level Two: A senior Gynaecologist, who lectures at the 
faculty of medicine (about the curriculum of training in 
abortion procedures) and gynaecologists who worked at 
state owned hospitals and clinics. 
 Level Three: Physicians who worked at Emergency 
Units at state-owned hospitals and private clinics. 
 Level Four: Senior midwives who worked at the public 
health centres and midwives who worked in private clinics 
or their own private practice.
 Level Five: Physicians who performed safe abortion 
services were interviewed about their training and on 
abortion procedures they followed. All the health providers 
and professionals were asked about their perceptions and 
attitudes regarding the necessary policies to provide safe 
abortion services.

 Level Six: The director of a foundation specialising in 
training midwives. 
 Level Seven: In-depth interviews with 50 women 
who had undergone unsafe practices and the ensuing 
complications from the unsafe practices. 
 At level seven, the interviews were done to 
understand and unravel exactly why women resort to 
unsafe abortion. Fifty women were interviewed. An in-
depth interview guide was designed and all members 
of the research team tried to find some women who 
had experienced at least one safe abortion in the 
last seven years. Two of the research team members 
managed to find many women who had undergone 
unsafe abortions since they worked in slum areas. 
It is usually the poor women who resort to unsafe 
abortion practices as the cost of safe abortion services 
is prohibitive. Ironically, if the effort to terminate the 
pregnancy is unsuccessful they would be forced to 
go to a hospital. If it was too late the woman would 
lose her life, and if she was saved, the medical costs 
would be high. The research team managed to find 
two instances where women lost their lives after an 
unsafe abortion. The sisterhood method40 was used 
to gain a better understanding of the experiences of  
these women.

cHArActEriSticS oF tHE inForMAntS
 Of the 50 women, two were a close friend and a relative 
who witnessed the death of a woman after unsafe abortion 
services from two different traditional female masseurs. 
Below are the characteristics of these 50 women: 

1). Age at the time of unsafe abortion
 Only three informants were below 20 years of age when 
they had an unsafe abortion; 10 were between 20-24 years 
old; 12 were between 25-29 years old; 12 were between 
30-34 years old; 10 were between 35-39 and three were 
between 40-45 years old.

2). Age during Interview 
 Since two of the women interviewed were not the 
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person who underwent the abortion, only 48 women were 
asked for their age. During the interview, one woman was 
23 years old; 15 women were between 25-29 years old; 12 
women were between 30-34; 12 women were between 35-
39 years old and eight women were between 40-45 years 
old. 

3). Marital status
 47 women were married when they had unsafe 
abortions. Three women were unmarried. Of these three, 
two died after the abortions while the third survived and 
married the man, who made her pregnant, a year later. The 
third had her unsafe abortion by a traditional masseur in 
Bandung, she was still in the second year of university and 
was 20 years old at that time. The other two women were 
16 and 17 years old when they died.

4). Education
 Half of the women who had unsafe abortions graduated 
from elementary schools (25 women); eight women had a 
junior high school diploma; while 15 women were enrolled 
in senior high school and two women had a university 
education. 
 
5). Occupation
 23 women were housewives, 10 women were small 
entrepreneurs and three were commercial sex workers. 10 
women worked as factory workers and five women worked 
as office employees of which three of the office workers were 
civil servants. Most of their partners or spouses worked in 
private companies or factories. In short, half the women in 
this study belonged to the lower-middle class and earned 
less than Rupiah (Rp) 800 000 a month; 20 women had a 
household income between Rp 800 000 - Rp 1 500 000; 
and only five women had a household income above Rp 1 
500 000.

6). History of Pregnancy and Contraceptive
 30 women had one or two children; 10 women had three 
children; 5 women had four children; and 5 women had 
none.  The number of live births is usually 1 to 2 children 

(30 women). Two women had a history of previous abortions, 
while the others had never had an abortion. Only 16 women 
can be considered as having a contraceptive failure with 
pills or injections and one had an IUD-failure. Of these 16, 
10 were on contraceptive pills, five used an IUD and 10 
used injections. The rest of the women were not using any 
contraceptive method.
 In-depth interviews were also conducted to gauge the 
attitude of health care providers and health professionals 
toward abortion services, their experience in performing 
abortions and the institutions where they worked (i.e. 
midwives, doctors and gynaecologists). Some focus 
group discussions (FGDs) were also held involving senior 
Puskesmas midwives and gynaecologists. Both of these aimed 
to understand health care providers’ concern for women’s 
needs for abortion services; actions for helping women who 
underwent unsafe abortions; recommendations for women 
facing unwanted pregnancies; and thoughts on how 
decentralisation, privatisation and globalisation provide 
opportunities to use new technologies and new drugs to 
terminate pregnancies. 
 Although we tried to find more unmarried women 
(aged 15-49 years) or adolescents who experienced unsafe 
abortions, it was very difficult to find respondents. It was 
only because two researchers had a close rapport with the 
people in two of the slum areas, did these respondents 
open up and talk about this very traumatic and sensitive 
aspect of their lives. During the monitoring activities, the 
researcher had most difficulties in interviewing officials 
from the Ministry of Health (MOH). Some were arrogant 
and some refused to be interviewed. When one researcher 
interviewed a foreign World Bank consultant at his office 
in the MOH building, some MOH officials were deeply 
mistrustful and suspicious. 
 The entire data consisted of interview notes and tapes of 
more than eighty-five interviews. Detailed transcripts of the 
tapes were made. The data was then organised according to 
the above levels and analysed according to issues.
 In carrying out the research activities the members 
encountered many women who faced unwanted 
pregnancies. These women openly talked about methods to 
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terminate their unwanted pregnancies. Usually their closest 
neighbours would tell the women to try different herbs 
sold by vendors, street pharmacists or female herbalists 
(ibu jamu gendong) who hawk their self-made herbal drinks 
door-to-door.
 After waiting for a few weeks to see the results of taking 
the pills and herbal drinks, the women realised these 
were ineffective. They panicked and looked for abortion 
services. However, they soon discovered that the services 
are inaccessible because they are illegal and the few service 
providers are costly. Most of these low-income women ran 
for help to female masseurs (tukang urut) and traditional 
birth attendants (dukun beranak). Not all women 
successfully terminated their pregnancies. After three days 
of extremely painful massage, some of them bled heavily 
and had high fever and had to be hospitalised. At the end, 
these women had to pay more money for the hospital bill 
to cover both the curettage and two days of hospitalisation. 
They were lucky. Two women died tragically after being 
treated by traditional masseurs. Another woman who 
underwent unsafe abortion practices by a traditional birth 
attendant had an infection. Three commercial sex workers 
in East Jakarta were amongst those who were interviewed 
about unsafe abortion practices. Some women have 
even been prosecuted and imprisoned for abortions. A 
policewoman amongst the researchers was able to visit a 
woman imprisoned and studied her prosecution file. The 
prisoner worked daily in a factory and had an unemployed 
husband and a retarded daughter and had limited options 
to defend herself in court. 

wHo PErForMEd unSAFE Abortion SErvicES And 

wHAt MEtHodS wErE uSEd?
 The research findings were:
• Almost all women interviewed tried to expel the foetus by 

drinking mixed herbal concoctions.
•  Many women resorted to traditional birth attendants who 

used massage as a method, which lasted three days with 
intervals in between.  Some women could not bear the 
pain during the massage.  Some TBAs inserted a leaf or 
other dangerous objects into the womb.

•  Traditional healers tried first with mixed herbal concoctions, 
but at the same time they often performed massages too.

•  Spiritual men, who claimed to have supernatural powers, 
used these ‘powers’ to induce an abortion.

•  There were some midwives and some GPs who had the 
courage to provide abortion services by giving the women 
several medicines or drugs and sometimes combined 
medicines or drugs with several injections.

•  Some acupuncturists provide also abortion services, but 
this is dangerous since excessive bleeding is the result.

wHAt wAS tHE condition oF woMEn wHo HAd 

undErGonE unSAFE AbortionS? wHAt cArE did 

tHEY rEcEivE?
 From the observation and interviews in the emergency 
unit of three hospitals it was revealed that:
• Many women were brought to the emergency unit were in 

a state of incomplete abortion.
• Most of them were victims of unsafe abortion practices.
• Some were in critical condition.
• Most of the staff of the emergency unit still needed to 

improve their clinical skills since many of them could not 
perform the first examination of an incomplete abortion.  
Fortunately, some emergency unit staff, in one of the 
observed hospitals, were aware of the critical situation of 
a woman who was suffering excessive bleeding and would 
send her straight to the maternity ward or operation 
room.

• The post abortion care was provided by the maternity ward 
of those hospitals, but the midwives who were in charge 
told us that they had never received a refresher course in 
providing quality care.   

rEASonS For undErGoinG MEnStruAL 

rEGuLAtion (Mr)
 Unmarried young women have abortions for reasons of 
social shame, unmarried status, fear of parents, continuing study 
and parental disapproval towards their current partners. 
 One informant, who was not married to her partner at 
that moment, stated the following (AP, married, one child):
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“I was one month pregnant and I was so confused because my 
belly started to show. My boyfriend was nervous and scared, 
and so was I. I was afraid of my parents and embarrassed in 
front of my friends and other people.”
 The reasons for married women having an abortion are 
different: conceived too soon after the birth of a child, had 
enough children, advanced age of mother, economic reasons 
and marital problems. Among the economic reasons: income 
was too small and inadequate to raise children. The woman 
may like to have the child but is pressured by her husband, as 
stated by an informant (KR, Married, one child):
“My husband is selfish, he demands me to provide his sexual needs 
but I may not get pregnant, how I can do that? Then he forced me 
to have abortion. He really doesn’t want me to be pregnant; he 
doesn’t want another child, although we’ve only had one child so 
far. I personally would like to be pregnant and have another baby. 
But my husband is really out of line, he only thinks about money 
all the time because he’s an economics major. He only thinks about 
where to get the money for another child.”
 Another economic reason is not having enough money 
for safe abortion services in a clinic and not enough money to 
use contraception, as stated by a mother (ET, married, three 
children):
 “ I went to a midwife for a urine check-up and she said I was 
positive, two months pregnant. I was using contraceptive injection 
and I was supposed to get a shot on the 5th of the month but on 
that day my close neighbour was having celebration. I only had Rp 
8000, and I used Rp 5000 of it for my neighbour. I’d feel bad if I 
didn’t because it’s my close neighbuor. After that I have no money 
for the shot, so I didn’t get it. Consequently, I got pregnant.”
 Marital problems such as alcoholism, unemployment, 
adultery, abuse and husbands who live far away also contribute 
to the reasons for having an abortion. 

in SEArcH For unSAFE Abortion SErvicES
 Almost all informants said they tried to terminate their 
pregnancy on their own before they requested help from other 
people by drinking ‘jamu’ and certain concoctions, mixed 
medicine, Chinese pills and fruits, as stated by an informant 
(DN, married, three children)
 “Unripe green pineapple is grated and mixed with yeast 

and pepper. After that, soak some ashes with water and drink 
the water.”
ProcEdurES oF unSAFE Abortion PrActicES
 Procedures of unsafe abortion include the following: 
drinking certain concoctions, massaging on the belly, 
hand/finger-scraping inside of the vagina, and putting 
pressure on the abdomen. One informant who survived 
explains the detailed process (Ap, married, 1 child):
 “First, my belly was massaged, from slow to really hard 
and painful massage. Then my legs were bent and the witch 
doctor inserted her fingers into my vagina and scraped the 
inside all over. When she took her hand out, I felt something 
coming out from my vagina and I felt so weak. An hour later 
I was given a concoction and when my stomach felt nauseous, 
I was given a massage again. It  made me scream because I 
couldn’t bear the severe pain. I kept biting on the towel and 
crying. After 10 minutes, the witch doctor stopped her activity 
and again I felt something coming out of my vagina. She said 
it was my baby.”
 An informant also told a story about her best friend 
who was unmarried and now dead because of an abortion 
that she underwent:
 “After drinking the concoction from a witchdoctor, she felt 
a terrible headache. It was so terrible that she knocked her 
head on the wall repeatedly because she couldn’t stand the 
pain. Then her condition got worse, she was having a fever, a 
high temperature, and after she was given a massage on her 
abdomen, blood started to come out and it kept coming out 
more and more and looked like mashed pieces. She was in 
pain and getting weaker, then she finally died.”
 Another woman said that a ‘keris’ - dagger - was 
inserted into her uterus and then it was turned around 
several times. The traditional birth attendants said that the 
‘keris’ - dagger - acted as a purge. 
 Their feelings after the abortion are mixed: sad, worried, 
relieved, happy and guilty. Some felt that they had learnt 
their lesson, as stated by KR, (married, one child):
 “My religion (Christianity) forbids it and says that it 
is a great sin. Even if the foetus is only one hour of age, it 
already possesses life. So it is clear that abortion is murder, 
and murder is a violation of God’s command. But in a 
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desperate situation like mine, a sin is a sin, what can I do, 
I don’t have any other solutions.”
SuGGEStionS FroM woMEn
 The women interviewed gave suggestions to Indonesian 
women so that they do not have to experience unsafe 
abortions: do not have free-sex or sex outside marriage, use 
contraceptive methods and look after themselves to prevent 
getting pregnant. 
 “I hope that teenage girls do not get involved in free sex because 
it will only hamper their future. I do not want them to experience 
what happened to me.” (AP, married, one child)
 “In my opinion, abortion is not good for women, because 
from the physical aspect, the women might be weak, and from 
the moral aspect, it is really degrading. What is the benefit of 
abortion anyway? It hurts you physically and people will think 
badly of you. Therefore, we should look after ourselves and not face 
unwanted pregnancies by using contraception.” (DN, married, 
three children)
 The government must provide safe abortion services, free 
contraception, and education and counselling on sex and 
reproductive health to teenagers. 
 “The government is supposed to provide abortion services 
in public health centres for people who already have a lot of 
children or those who experience contraceptive failure”. (Dn, 
married, 3 children).

tHE MoSt APProPriAtE AGEnt to ProvidE 
rEProductivE HEALtH SErvicE For woMEn
 Almost all informants said doctors, either general 
practitioners or specialists, were the most suitable to provide 
reproductive health services to women. Several doctors 
interviewed said that midwives’ role to perform abortions 
should be limited because they tend to be reckless and make 
mistakes. Aside from doctors and midwives, hospitals or clinics, 
either state or private, with a resident psychologist, charging 
reasonably, are the most appropriate to provide reproductive 
health services. 
 
tHE AttitudE oF FEMALE rELiGiouS ScHoLArS on 
Abortion
 In the last two years some women NGOs have opened up 

the debate on legalising abortion in Indonesia. Heated debates 
have centred on when abortions are provided. A group of 
Muslim scholars gave a time limit of within 40 days, but only 
with the approval of a panel which should consist of a Muslim 
ulama, a psychologist and two doctors. A female ulama agreed 
that the definition of health is not only limited to being free 
from diseases, but also from psychological tension. Hence it 
is a woman’s right to be released from psychological tension 
if she had an unwanted pregnancy. She was against abortions 
performed later in pregnancy. This lady gave her permission 
to make available the emergency contraception pills, the first 
medical abortion drug, called Postinor-2, in Indonesia. 

tHE AttitudE oF HEALtHcArE ProvidErS  

towArd Abortion
 The gynaecologists seem to be still debating. One 
gynaecologist was of the opinion that abortion services should 
be provided even in late pregnancy, but before the point of 
viability, that is, when the foetus can survive outside of the 
woman’s body. According to him, abortion should be banned 
after viability, except to protect a woman’s life and health. The 
professional association of gynaecologists has not really put 
its weight behind helping the movement to legalise abortion. 
Only some individual gynaecologists support the right to 
abortion and have joined hands with women’s NGOs to 
advocate access to safe abortion services through the passing 
of constitutional amendments of Health Law No. 23/1992. 
 Generally, it is easier to gain access to menstrual regulation 
but the second trimester procedure which is Dilatation and 
Evacuation (D &E) is often seen as a partial-birth abortion, 
and still remains a taboo.
 However, abortion providers are still extremely afraid to do 
their work since all abortion is considered criminal. Even their 
assistants such as doctors, nurses, and midwives felt insecure 
in their job. They did not know where to seek protection. The 
privacy of patients and staff members of a reproductive health 
clinic should be protected, but by whom? Persons seeking 
to obtain or provide reproductive health services should be 
protected by law, but there is no law that protects them.
 In this study, 12 gynaecologists were interviewed, two 
female and 10 male. Among the two female gynaecologists, 
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one was very upset when asked about the right of a woman 
to decide whether she needs abortion services. As a Muslim 
woman, she is obliged to accept her fate if she got pregnant. 
It is God’s will and she should surrender to it. She was also 
the female gynaecologist who was very upset and against the 
introduction of the Post Abortion Care (APK) Programmes 
in the hospital she worked in. According to her, the APK 
Programmes could be misused by her colleagues to provide 
abortion services.  She asked “Who will control a gynaecologist 
who provides abortion services, as all the gynaecologists state 
in their medical reports that they helped women who were in 
an incomplete abortion condition?”
 The other female gynaecologist, also a Muslim and who 
worked for a government hospital, was of the opinion that 
Islam divided the development of a pregnancy into three 
phases. If it is still in the Mudiga Stage, abortion should be 
allowed since Mudiga should be considered as blood and seen 
as a house to be, but did not yet possess a soul. In this period 
of time, a woman has a right to decide, whether or not to 
continue her pregnancy. In this situation one has to help a 
woman by providing safe abortion services. It is her right to 
decide, as it is also her right to get safe abortion services. The 
State should protect women from unsafe abortion practices as 
these have disastrous consequences. “We, as providers, should 
help women in need of safe abortion services,” she said. 
 Moreover, if every woman knew where she could obtain 
safe abortion services which are not commercial and were not 
afraid to be imprisoned, she could decide to have an abortion 
during the early stages of pregnancy. The illegality of abortion 
services made women delay their decision to abort earlier. 
“The implications of refusing to meet the need to terminate a 
pregnancy are enormous, because the pregnancy then moves 
into a more advanced stage and any attempted abortion is 
riskier for the woman. Not only death, but many faced the 
possibility of having their reproductive organs damaged, 
perforating the uterus, blocking fallopian tubes, etc.” This was 
the reason why she is one of the gynaecologists who feels that 
the State should legalise abortion services. 
 Amongst the male gynaecologists, only one is against the 
legalisation of abortion services. As a devoted Muslim, he 
should not be involved in providing abortion services and 

should also not refer a female patient to an address which 
provides abortion services. Referring her to someone else 
is equivalent to providing her with an abortion. Another 
male gynaecologist was of the opinion that not all abortion 
cases should immediately be granted. According to him, 
every woman who would like to have an abortion should 
first petition a council, consisting of a religious leader, a 
psychologist and two doctors, and get their approval. When 
asked about the feasibility of finding a psychologist and two 
doctors in a rural area, he laughingly said: “In the rural area 
woman could not get any abortion services and so they just 
accept their pregnancy.” 
 Many midwives also advised the woman to accept the 
pregnancy. Some of them gave the address of the government 
hospital in Jakarta which provided abortion services; but many 
said that they did not since it would be a sin if they helped the 
woman gain access to abortion services. According to them, 
many women came to their practice in an advanced stage of 
pregnancy and were very surprised to hear they were pregnant. 
This despite the fact that some had already experienced 
pregnancy before and already had one or two children. One 
of the midwives thought that these women were lying about 
not knowing that they were pregnant and actually wanted to 
ask the midwife to help them get an abortion. This was also 
probably because they cried very loudly to be helped for an 
abortion. If unmarried women asked for abortion services, 
many midwives would advise the unmarried woman to 
marry the father of the baby. This is often successful. When 
we confronted the midwives with the data from an earlier 
study44 which stated that some midwives gave cytotec and 
gynecocyd to help women abort, all of them denied providing 
such services. All of them were disagreeable to the idea of a 
midwife performing an abortion. Two midwives who worked 
at a government hospital in the maternity ward told us that 
if a woman came in with an incomplete abortion they were 
only authorised to observe the woman and directly called the 
gynaecologist to help the woman with the necessary operation 
or curettage. 

trAininG on MEnStruAL rEGuLAtion (Mr)
 The doctors were asked: “Have you received training in 
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MR?” All obstetric-gynaecologists claimed to have received 
training, but this was not the case with general practitioners. 
A doctor in the UGD (emergency unit) never assists with 
an abortion. Instead he will refer the patient to midwifery 
polyclinic or to the maternity ward whenever he encounters 
an unsafe abortion. A general practitioner who is on duty in 
the emergency unit of a government hospital (ES, general 
practitioner) said: 
 “Patients who attempt to have an abortion on their own are 
present in this hospital but these are relatively not many. It is about 
4 or 5 women a month. Usually they claim to suffer excessive 
bleeding because they slipped and fell; they would not admit to 
having tried to abort or asked someone else’s help to abort. But 
we would know. There is no special training on MR in emergency 
unit because there is always one specialist in the maternity ward. 
So, if there is a case of incomplete abortion, I would refer the 
patient to that specialist. We are here to handle the emergency 
part: for example when they came in with bleeding. We could 
check their haemoglobin count, we would give them intravenous 
fluid if necessary, and then if curettage is needed, we’d refer them 
to the specialist.”
 Almost all physicians interviewed had at least handled one  
incomplete abortion case in their life: 
 “A 30-year-old women came to the biggest state owned 
hospital in Jakarta (RSCM )with an unwanted pregnancy. She 
was undergoing a divorce process with her husband and intended 
to have the pregnancy terminated. When being checked, we found 
that foul smell was coming from her vagina. It turned out that 
there was an infection because prior to coming to RSCM, she has 
attempted unsafe abortion by drinking medicines and inserting 
some kind of plant root into her vagina to cause bleeding. After 
the bleeding occurred, she went to a midwife. The midwife tried 
to expel the foetus but she failed and it resulted in an incomplete 
abortion where some of the foetus was still left in the uterus. She 
was about 2-3 months pregnant. The incomplete abortion caused 
an infection of the uterus and she was in a critical condition 
with breathing difficulty, her blood pressure dropped, and she 
was unconscious and the uterus had to be removed because it was 
badly damaged and could cause her death”. (AR, a candidate of 
obstetrics and gynaecology).
 “I experienced unsafe abortion among  the cases when I 

worked in Garut. I had just finished my education in medicine. 
This patient previously went to a traditional birth attendant, 
to terminate her unwanted pregnancy. But it was unsuccessful 
so she came to the public health centre where I worked. The 
public health centre did not have adequate medical equipment 
so I referred her to the nearest hospital. She was still very young, 
about high school age, 16-17 years old. There were later also other 
unwanted pregnancies, but this is the only one who came to me 
after an abortion by a traditional birth attendant. I have not 
found such cases in my current work in the city of Jakarta (AT, 
general practitioner).
 “A friend of mine, a doctor, had a patient who had 
previously undergone an unsafe abortion by massage on her 
abdomen until her foetus came out in the form of clots. She 
was 4 months pregnant and the procedure was inaccurate, 
the equipment used was not sterile because it was cleaned 
only with hot water. She suffered from continuous bleeding. 
When she finally came to the clinic, it was too late. After 
receiving care for some hours, she died. The event created 
trauma for my friend because before the patient died, she 
described the procedures of the unsafe abortion, where she 
witnessed everything because she wasn’t given anaesthesia 
and she could feel the pain. My friend then refused to get 
married because she thought that marriage lead to sex and 
result in pregnancy. She finally decided not to get married.” 
(ME, a candidate of ob-gyn).
 Unsafe abortion causes not only traumatic to victims 
but also has an impact on the health care providers who 
handle them afterwards. Complications suffered by patients 
who undergo unsafe abortion are, for example, infection 
and bleeding, as stated by a doctor:
 “The most common complication is bleeding, then infection. 
Patients who came here were usually weak, pale, and suffer 
from bleeding.”(AL, general practitioner).
 Doctors have also given counselling to patients 
who request to have their pregnancy aborted, but the 
counselling is given with the purpose of persuading the 
patients to continue their pregnancy. Doctors regarded this 
counselling as a waste of time because it takes up to at least 
30 minutes to counsel one patient.
 “Yes, I give counselling. But it costs me a lot of time if 
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a patient requests for counselling, it will take at least 30 
minutes. A check-up will probably take 10-15 minutes only per 
patient. Counselling can sometimes even take more than half 
hour. But I will feel satisfied if I can motivate her to continue 
with her pregnancy and very often it was successful. Not all 
of course, maybe around 80% were successful. Counselling is 
not only about motivating, but also includes giving solutions. 
Motivation is not just with the patient, but also with her family 
who usually makes it more difficult. The environment makes 
the problem more difficult, not her. Problems are usually from 
married women. Maybe because she was made pregnant not by 
her husband or because of contraceptive failure. These cases are 
more difficult to motivate.”(GP, obstetric-gynaecologist).
 “Of course. We must conduct abortion only with the family’s 
approval. A family’s signature must be obtained. We will not 
do it if it’s not approved and now a specialist is required to do 
it. So if there is no family approval then we will not do it. If 
the family is not there yet, then we will wait until the family 
arrives.” (ES, general practitioner).
 A doctor stated that information given during 
counselling is usually about the process of abortion and the 
complications that may be encountered and also to help 
the patient make a decision. 
 “During counselling, we give information regarding the 
procedures in the abortions, the risks, information about 
birth control, and the  explanation that this must be her 
first and last abortion. The most important thing is to help 
the patient make a decision, or to motivate her to continue 
her pregnancy, if possible. Ideally, the counsellor should be 
her own doctor because naturally the patient would not 
want to have to talk with many people about her pregnancy 
since it is a confidential matter.” (AR, a candidate of ob-
gyn).
 Counselling on abortion should be a must. A general 
practitioner stated the need for counselling:
 “Using a psychologist might be expensive so I thought a 
paramedic who was trained in counselling is sufficient. So 
far during the early counselling period, the paramedic will 
interview the patient and give all the necessary information 
so that the client right to obtaining information has been 
fulfilled. If she understands but still requests for an abortion 

then she will just have to sign the form. If she changes her 
mind then she can go home. So the early part of the counselling 
is conducted by paramedic and reinforced again by the doctor 
or the provider before the intervention is conducted. She will 
be asked again whether she is sure and has no more doubts. If 
yes, then the client and doctor both put their signature as a 
form of responsibility.” (AS, general practitioner).
 When asked whether their institutions have Post Abortion 
Care Programmes (Asuhan Pasca Keguguran = APK) and is 
experienced in conducting it and handling the obstacles and 
weakness, doctors seemed to think that the APK is intended 
to decrease the number of maternal deaths. Specialists usually 
have obtained APK courses but not general practitioners.
 “Yes, there is. APK is intended to decrease the maternal 
mortality rate and the level of pain that the patients suffer 
by using standardised equipments and methods that can 
be performed safely anywhere. Patients do not need to be 
hospitalised; the cost is low, no anaesthesia, no other medicine 
is required and more preventive against infection. APK 
will prevent complications such as bleeding and infection. 
The equipment is quite simple, cheap and only Rp 500,000 
compared to other more expensive equipment. Yes, there should 
be training. Those who have not received it take it for granted. 
They excuse themselves saying that ‘if it’s only like that, we 
can do it’, while in fact, there are several things that they do 
not understand such as the benefits and methods based on the 
checklist. There are stages starting from equipment preparation, 
then sterilisation methods and techniques to prevent infection. 
All must be performed competently like a pilot. There will be 
no change in the order of igniting the plane, to land, or to 
take-off. There are sequences that should not be missed. Same 
with APK, there are sequences that should not be missed; those 
who have not received training use their own method.” (GP, 
obstetric-gynaecologist). 
 Some obstacles when providing MR services are 
encountered, for example, in the form of complication, 
bleeding and infection. Others include coercion from patients’ 
own family or boyfriend to have an abortion.
 “If she comes to have abortion on her own wish, she will feel 
relieved afterwards. The problem is when she still feels doubtful but 
there are other external factors, such as being told to do it by the 
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family, husband, or boyfriend, afterwards she will feel regretful. 
This is exactly what has to be dealt with. Therefore, the counselling 
prior to MR must be really solid until the woman herself makes the 
decision. So MR is the second most important thing because it may 
endanger the woman’s life. Nowadays, with modern technology, 
the procedure is simple, it is actually the psychological aspect that 
has become the main concern.” (SAR, obstetric-gynaecologist). 
 Another obstacle is the presence of pros and cons about 
abortion and unsupportive laws. Abortion has not been 
legalised for reasons other than medical; therefore there 
is no protection for any medical provider who wishes to 
perform it.
 “Actually, abortion without medical reasons is not allowed. 
But here is the dilemma. If we do not help the patient then she 
will go and look for services somewhere else, which have more 
dangerous side effects since it is unsafe. It will result in a high 
maternal mortality rates. The obstacle is that the practice has not 
been legalised, although in reality, there have been many who 
perform it. “ (AT, general practitioner).
 Besides that, the general obstacle for women themselves 
is a lack of reproductive health awareness and education, so 
much so that women do not understand the functioning of 
their own body, as stated by a general practitioner:
 “The obstacle that we encounter for women’s health is that 
their education of anatomy and their understanding of women’s 
reproductive function is zero. There used to be sex education, the 
term sounds scary, so maybe the use of the words reproductive health 
education will be more acceptable. If we direct it more towards 
introduction of women’s organs to teenagers so that they will know 
their own body better, they will know their body functions and 
be able to look after themselves better. The majority of girls who 
become victims were the victims of rape and men’s flattery or 
malice. If they understand simple things like their breasts are not 
supposed to be touched by other people then they will be careful 
with them.” (AS, general practitioner). 

iMPLicAtionS For woMEn
Since abortion is criminalised:
• Women did not have the courage to sue for malpractice 

for being provided unsafe abortion services.
•  Family members could not take legal action against the 

provider of unsafe abortion services. if the women in 
their family died 

•  Economic and emotional exploitation by brokers and 
commercial doctors, of women who desperately need 
an abortion service.

•  Unwanted children were born and since many women 
tried first to abort by drinking some poisonous herbs 
some children were born with bodily defects.

•  Women suffered excessive bleeding and in the end had 
to go to the hospital to obtain post-abortion services.

•  Many women were put in jail and their children suffered 
the loss of their mother and had no financial support at 
all since most of the mothers were the breadwinners.

•  The gynaecologists who actually were authorised to 
perform abortions were reluctant to do it.

•  Many medical schools were reluctant to teach abortion 
techniques.

coMMon rEGuLAtorY And AdMiniStrAtivE 
bArriErS to obtAininG SAFE Abortion
 Many barriers exist for women who need to seek 
abortion services. These barriers can be broadly categorised 
into two categories - information and access barriers and 
service delivery barriers. Amongst the information and 
access barriers are:
• Women and health professionals do not know when 

abortion is permitted by law or where to obtain legal 
abortion services.

• Multiple authorisations by doctors or other authorities are 
required before a woman can obtain an abortion.

• Spousal consent is required for married women while 
parental notification or consent is required of unmarried 
women.

•  Rape and incest victims are required to press charges against 
the aggressor, obtain police reports, court authorisation, or 
complete other medical tests to qualify for abortion.

•  Laws or health system regulations arbitrarily place 
time limits on when an abortion can be performed  
in pregnancy.

•  Sub-groups of women, such as adolescents or migrant 
women, are not permitted to have abortions or are 
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discriminated against.
Among the service delivery barriers are:
•  A range of methods of abortion is not made available by 

the health system.
•  New abortion methods are not approved by regulatory 

bodies.
•  A narrow range of institutions (such as hospitals, rather 

than primary care clinics) is approved to perform 
abortions.

•  Only physicians are allowed to perform abortions.
•  Health professionals are allowed to exempt themselves 

from abortion care on the basis of conscientious 
objection without referring the women to an available 
and willing provider.

•  Confidentiality is not assured to the woman seeking 
abortion.

•  A waiting period is required between the request for 
and provision of abortion or clients are placed on a 
waiting list.

•  Service delivery standards over-medicalise abortion 
(for example, by requiring use of ultrasound, inpatient 
facilities, general anaesthesia, operating theater, etc.).

•  Official and ‘under-the-table’ charges reduce access, 
especially for poor women and adolescents who do not 
have access to funds.

tHE LEGAL FrAMEworK: 
tHrEE cASES
 It is interesting and informative to look at three recent 
cases in Jakarta which are accusations of abortion crimes 
against three different people: a native massage practitioner, 
a practising midwife and a gynaecologist. In the first case, 
in June 2001, the police arrested a midwife at her private 
practice under the charge of article 53 which is related to 
article 349 of the Criminal Code. In the second case, in 
April 2001, the police arrested a traditional masseur and 
her 5-month pregnant client under article 346-349 of the 
Criminal Code. The client asked the masseur to abort her 
pregnancy as she was fearful of giving birth to a disabled 
child. In the third case, in November 2000, a senior male 
gynaecologist, two midwives and two nurses who assisted 

him, as well as three women and their husbands were 
detained at the police jail under articles 349, 299 and 55 
of the Criminal Code. After being detained for 6 days, the 
gynaecologist was released. However, the other 10 were 
detained for 7 days. 

tHE MidwiFE’S cASE
 On June 15, 2001 the police arrested a female midwife 
named Ningsih, aged 31 at a clinic in Central Jakarta. A 
graduate from an academy of midwifery, she was accused 
of the criminal act of endangering another person’s life. The 
clinic provides services on pregnancy check-ups and the use of 
contraception. The clinic had been operating with a license for 
midwifery from the Ministry of Health for one year. During 
the last 6 months, it had helped patients to abort their babies 
as long as the pregnancy was under two months, with fees 
ranging between Rp. 400 000 and Rp. 500 000. The police 
conducted a thorough search on the clinic and confiscated 
evidence. Then the police arrested 11 people (5 males and 6 
females) who happened to be in the clinic, taking them to 
the police station by force. Accordingly, the midwife was 
arrested, and the other eleven were positioned as witnesses. 
Four of them were employees of the clinic, four others were 
intermediaries, and the rest were patients.
 The midwife was accused of the attempt to conduct 
abortion and/or possessing psychotropic drugs category IV, 
type: valium. The codes that put in effect are Section 53, 
related to 349 of the Penal Code (KUHP) and/or Section 62 
of the Law of RI no. 5 year 1997 on psychotropic drugs. The 
detailed codes are as follows:
a.  Section 349 KUHP that states: “If a healer, native 

midwife (dukun beranak), or expert in medicine helps 
in crime mentioned in section 346 and 348, the penalty 
determined in the section shall be added with one-third 
of it and shall be discharged from the position used to 
commit crime.”

b.  Section 53 KUHP that states: (1) to attempt to commit 
crime shall be penalized, if the intention is obvious from the 
initiation of the act, and the incompletion of the act is not 
merely caused by his own wish; (2) the maximum penalty for 
the prime felony in term of attempt may be reduced with one-
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third of the penalty; (3) if the crime is liable to death sentence 
and life imprisonment, the penalty to be imposed shall be 
15 years of imprisonment; (4) the penalty for the subsidiary 
felony for the attempt is equal to the penalty for the completed 
crime.

c.  Section 62 of the Law of RI no. 5 year 1997 on 
psychotropic drugs, that states: “Whoever, without the 
right, to possess, keep and/or carry psychotropic drugs shall 
be liable to a maximum imprisonment of 5 years and to a 
maximum fine of Rp. 100,000,000.”

 The court found the midwife guilty of the crime (section 
349 KUHP) and accordingly imprisoned her for 1 year and 
6 months.

tHE trAditionAL MASSEur’S cASE
 On April 10, 2001 the police arrested a female native 
massage practitioner, Mini, aged 22 years, and a married 
couple in West Jakarta. Mini has been practising as a 
masseur and has been helping women have abortions since 
2000. The practitioner was accused of helping the 5-month 
pregnant wife, Yani, to abort for the sum of Rp. 600,000 
by inserting a palm leaf rib into the woman’s vagina and 
leaving it there. Then she asked the ‘victim’ to take some 
‘bintang tujuh no. 16’ medicine powder with Sprite - a 
popular carbonated drink. The next day, liquid blood and 
blood clots came out and she was sent to the hospital. 
The hospital authorities discovered that the woman had 
had an abortion and the blood clots were buried by the 
practitioner’s husband, Amin, in their backyard. Yani, 
who was previously 5 months pregnant, explained that 
she asked the masseur to help her as she and her husband 
already have small children to raise, and she was afraid that 
the baby would be disabled as she had taken drugs to stop 
the pregnancy. Eventually she was sent to the hospital after 
suffering from heavy bleeding after the abortion. During 
the arrest, she brought one of her children aged two 
years. All three Mini, Yani and Amin were charged under 
Section 346 KUHP that states: “A woman who deliberately 
aborts or ends her pregnancy, or asks other persons to do it, is 
liable to a maximum imprisonment of 4 years” and Section 

349 KUHP that states: (1) whoever deliberately aborts or 
ends a pregnancy of a woman on her approval, is liable to a 
maximum imprisonment of 5 years and 6 months.
 The three were tried in three different courts and were 
found guilty, and they were liable to different penalties: the 
native massage practitioner was imprisoned for 1 year and 2 
months, the wife who had an abortion was imprisoned for 8 
months and the practitioner’s husband was imprisoned for 6 
months. 

tHE GYnAEcoLoGiSt’S cASE
 In November 2000, the Police of East Jakarta called on 
doctor ST who was in the practice room with a 36-week 
pregnant woman. The police arrested the gynaecologist, 
2 midwives, 2 nurses, and 3 married couples in the 
clinic. Besides, they also made a thorough search and 
confiscated a number of goods in the clinic. This incident 
was widely covered by the mass media. 11 people were 
arrested, detained and accused. Amongst them were a 
male gynaecologist who has been practising at the clinic 
for 23 years, two midwives, two nurses and three women 
with their respective husbands. They were under the 
doctor’s observation after some form of treatment. All 
were arrested under:
a.  Section 349 KUHP that states: “If a healer, 

traditional midwife, or expert in medicine helps in 
crime mentioned in section 346 and 348, the penalty 
determined in the section shall be added with one-
third of it and shall be discharged from the position 
used to commit crime.

b.  Section 299 (2) that states: 
  1)“Whoever deliberately medicated a woman, or told 

her to be medicated, by informing her or giving her 
the hope that the medication  may cause abortion, is 
liable to a maximum imprisonment of 4 years or a 
maximum fine of Rp. 3000,-. 

  2) If the action of the suspect is committed for a profit, 
or the action is a way of living or is a habit, or if he is 
a healer, native midwife, or expert in medicine, 1/3 of 
the penalty shall be added;

c.  Section 55 (1) 1st of the KUHP that states: 
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“Penalised as the doer of the prime felony, are those 
who do the crime, those who instruct to do the crime, 
and those who take part in the crime.”

 After being detained for 6 days, the doctor was 
released. However, the other 10 were detained for 7 days. 
Accordingly, the case failed to be brought to court because 
of a lack of evidence.

concLuSionS About tHE LEGAL FrAMEworK
 All three cases lead us to certain conclusions about the 
legal framework which encapsulates the abortion issue:
a.  Three persons with different professions and positions 

were accused for a crime regarding the action of abortion 
that is regulated in the KUHP, i.e. a gynaecologist, 
midwife, and native massage practitioner. Also, the 
female patients and their spouses. They are in the same 
position and have the potential to be the target of arrest, 
to be brought to court by the sections in the penal code 
that forbid abortion as a crime against human life.

b.  The experiences of the legal process are quite varied, i.e. 
those charged may be brought to court, or the process 
may stop. The legal process does not consider the fact 
that the perceived ‘crime’ is actually a professional 
service or a medical action that follows existing medical 
standards and procedures.

c.  Although Indonesia already has Health Law No 23/1992, 
which regulates certain medical treatments that may be 
conducted by doctors (including action of termination 
of pregnancy), it was not used in the above cases.

d.  As long as the sections in the penal code are not 
yet abrogated, the doctors or other skilled medical 
practitioners who conduct safe abortions can be charged 
for crimes.

e.  The legal process which works against women who seek 
abortion services and those who help them professionally, 
forces women to resort to unsafe abortions.

f.  The abrogation of these sections of the penal code needs 
to be followed by issuing regulations on safe abortion 
services, coupled with counselling. This also regulates 
the criteria of the service and the limits on the maximum 
age of pregnancy.

wHY woMEn SEEK unSAFE Abortion
 According to Health Law No. 23/1992, abortions 
carried out for reasons other than medical grounds are 
illegal and the Penal Code (KUHP articles 346-349) ban 
abortion. As a result, many women who faced unwanted 
pregnancies (including as contraceptive failure, rape, incest, 
economic and psycho-social reasons) were compelled to 
seek the assistance of unqualified and unskilled persons to 
terminate their unwanted pregnancies. Due to the unsafe 
procedures, many faced untimely deaths. Unsafe abortion is 
one of the leading causes of maternal death and permanent 
disability of the reproductive organs, including infertility.
 As said earlier and reiterated here: Unsafe abortion is a 
direct cause of maternal mortality in developing countries. 
Yet, in many developing countries deaths due to unsafe 
abortion are categorised under maternal mortality, which 
means the number of deaths due to unsafe abortion is often 
unknown.45 Causes of maternal mortality in Indonesia 
include excessive bleeding (28%); pre-eclampsia (26%); 
abortion (5%); infection (11%); and others (30%.)46 
However, causes of maternal mortality including excessive 
bleeding, infection, and others could also be due to 
abortion. In Indonesia, the estimates for the percentage of 
deaths due to unsafe abortion range from 12-17%.47 Yet, 
as is implied above, the rate of deaths due to abortion could 
be higher, mainly due to the ambiguity of the abortion law 
in Indonesia. 
 It seems that many policy makers, law makers and 
community leaders still lack the perspective of reproductive 
rights. Most of them still do not recognise the health impact 
of unsafe abortion and have not seen this as a major public 
health concern. Although the government has its own 
National Institute of Health Research and Development 
(NIHRD), they have never had the courage to conduct 
a study on the topic of abortion. Selectively ignoring the 
issue of unsafe abortions leads to never assessing the need 
for abortion, failure of contraception and never openly 
discussing this public health concern. 
 The stigmatisation from the providers compelled women 
to seek unsafe abortion practices. From several focus group 
discussions involving midwives it was clear that they regarded 
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referring the woman to a safe abortion provider as equivalent 
to providing the woman with an abortion and regarded it as 
a sin. The Ministry of Health has a policy to curb abortion 
services by doing away with all training on safe abortion for 
health care providers. Consequently, the provider’s competence 
and skills to help women from abortion-related complications 
are minimal. There are some midwives who tried to use cytotec 
or gynaecocid to regulate menstruation, but very often this 
was unsuccessful. These women soon discovered they were 
unsuccessful in terminating their pregnancies. In the end, the 
woman would resort to a traditional masseur to abort. 
 The government has never conducted research on local 
conditions and circumstances of victims of unsafe abortions. 
Several hospital-based studies indicate that the number of 
women who die of abortion-related complications is 150-
270 per 1000 live births. Actually, through retrospective 
research, the causes can be discovered. From these studies, the 
government should take some emergency measures to lower 
the high incidence of death among Indonesian women. Many 
World Bank reports have pointed out that the quality of health 
personnel were unsatisfactory and unmotivated health care 
personnel were often seen in the several government health 
facilities working just until noon and then running off quickly 
to their private practices. The Fourth World Bank Health 
Project loan 3905-IND (ended in March 2001) addressed the 
low quality of health centre services. This project developed 
and implemented a quality assurance (QA) approach which 
establishes care standards, and uses peer review to assess 
compliance. These facility level interventions have been 
effective in altering provider behaviour. Altering provider 
behaviour seems to be the most difficult task in Indonesia. 
It seems that many health providers never felt responsible for 
the death of women, since most of them still believed that the 
death of somebody “could not be prevented...It is fate...It is 
Allah’s will...It is already written...just accept it.”
 For average women, a midwife is the closest person and so 
many of them went to a midwife for help, but the government 
made the midwives helpless. It is hoped that midwives would 
actively empower women by giving them information on 
using the now available emergency pills. Indonesian women 
should be educated and informed on all possible alternatives 

(new pharmacological technologies) to prevent pregnancy and 
enable them to control their fertility. 
 Reliable official data from the government on safe and 
unsafe abortion is still lacking; it is recognised that to better 
determine priorities and strategies for optimally dealing 
with the high maternal mortality issue, the government 
should have reliable data on the incidence of safe and 
unsafe abortion. Indonesian women need legal protection 
from unsafe abortion practices and so need access to safe 
and affordable abortion services. 
 The amendment of the Indonesian Constitution of 1945, 
which stresses the right of women to get access for the needed 
health care, could be used to frame the needs of women for 
the protection from unsafe abortion service and to serve the 
specific needs and rights of women. 
 The government should recognise and implement 
additional efforts to ensure women’s rights. This includes 
formulating explicit policies and a strong legislative framework, 
allocating sufficient budgets and providing access to women’s 
health services. 

cHALLEnGES And oPPortunitiES
concErnS on tHE SubordinAtion oF tHE SociAL 

wELFArE SEctor incLudinG HEALtH And FAMiLY 

PLAnninG
 While the Hanoi Initiative 20/20 calls upon governments 
to proportionally allocate 20% of their national budget 
for social sectors, from 1998 to 2000, Indonesia was in no 
position to do this as it set its resource allocation priority 
on recovering its economic “backbone” in the institutional 
infrastructure of financial sectors (i.e banking restructuring 
and government’s bond payment). The Asian financial crisis 
was so severe in Indonesia that the nation had to subordinate 
other social expenditures in the social welfare sector (for 
example, education, health and family planning programmes) 
to the economic recovery. In the financial year 1999/2000 the 
Indonesian government allocated Rp 4.81 trillion or 9.17% 
of the total budget. The social welfare sector had only 5.43% 
of the financial year 1998/1999’s total budget equivalent to 
Rp 2.8 trillion, while in the financial year 1999/2000 Rp 3.1 
trillion or 6% of the total budget was allocated. In 2004, the 
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health budget, after three decades, was increased to 8% of the 
annual budget.  
 Unless public self-initiative and firm political commitment 
are engaged, it is difficult to find practical and structural funding 
solutions when an economic crisis and a political transition 
occur simultaneously. The acquisition of resources through 
financial intermediation and community mobilisation is an 
alternative for generating a domestic resource base. The erosion 
of the existing sources of public finance should be avoided, 
and public resources should be more effectively secured for 
social development by tying revenue to outlay, and through  
fiscal stabilisation.
 A UNFPA collaborative project with the Netherlands’ 
Interdisciplinary Demographic Institute indicated that 
external assistance played a significant role in Indonesia 
when the country’s population programme was in its initial 
stage. However, external assistance continues to be of vital 
importance because national NGOs, which are playing a 
greater role in the provision of services, are highly dependent 
on external resources. Indeed, 90% of the income of national 
NGOs comes from international sources, 7% comes from 
self-generated funding and only 3% from national sources.48

 It is imperative to fully recognise the vital role of 
major groups including community-based organisations, 

NGOs, industry, agriculture and business associations and 
promote their active participation in social development. 
The government should encourage and nurture these major 
groups, particularly because they can deliver social services, 
often in partnership with the government. The NGOs have 
long played a positive role in supporting population and 
poverty alleviation programmes and in complementing 
government efforts, especially in remote rural areas and urban 
slums. Reaching under-served populations may be difficult 
and NGOs, with more flexible, innovative and imaginative 
programmes may provide pragmatic solutions.
 To sustain the social programmes, all existing donors 
including traditional bilateral donors and cooperation partners 
need to be maintained and where possible to increase the level 
of their extra-budgetary contributions for the implementation 
of technical cooperation activities on population-poverty fields 
become crucial. In this context, Indonesia certainly urges 
donor countries and international financial institutions to take 
an active part to enhance their commitments and financial 
assistance for the implementation of projects and follow-up 
actions in the population and poverty fields. It is hoped the 
donors would earmark some of their respective annual funding 
programmes for conducting impact evaluations of selected 
technical cooperation projects implemented either completely 

table 7: the composition of internal – External resources in Year 2002 Proposed Per Sub-Sector Government budget Allocation1 (in billion rupiah / rp)

no Sub-sector
national External

total
Funding Assistance

1 Agriculture 1,085.8 1,068.4 2,153.9

2 Marine and Fishery 618.2 270.2 888.4

3 Manpower 127.8 22.1 149.9

4 Cooperative and SMEs 333.4 100.0 433.4

5 Regional Development and Community Empowerment 637.4 2,661.3 3,298.7

6 Education 6,803.0 4,393.6 11,196.6

7 Extra-Curricular Education 215.0 10.0 225.0

8 Population and Family 248.8 62.6 311.4

9 Social Welfare 1,056.0 0.0 1,056.0

10 Health 2,140.5 1,073.3 3,213.8

11 Women Empowerment 26.6 7.7 34.3

12 Housing 222.1 0.0 222.1

13 Human Settlement 516.6 268.3 784.9

14,030.9 9,937.5 23,968.4
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or partially with their funds. This would basically strengthen 
the project sustainability and build national capacity. An 
updated comparison of the contribution of external funding 
assistance to government social programmes is shown here:49

 In the midst of international resource scarcity, the 
Indonesian government proposed that international 
organisations and government were going to further initiate 
innovative pilot projects and partnership arrangements that 
encourage the private sector and other major groups to finance 
population-related programmes. Action at local, national 
and global levels are often interrelated and, in a number 
of cases, a link between national and international action 
would be beneficial. While underscoring the significance of 
NGO participation on financing population-poverty related 
activities in the scheme of collaborative programmes, the 
Indonesian government has encouraged the private sector to 
participate by selectively channelling resources to “end-users” 
at the local level. By such exertion, a number of civil society 
organisations will develop into active agents of community 
empowerment in the specific field of population (e.g. through 
family planning programmes).
 Moreover, to avoid duplication or inappropriate use of funds, 
it is important to identify ways and means of integrating the 
themes of population and poverty into national development 
strategies and planning. Both ESCAP and UNFPA can 
facilitate the sharing of experiences in poverty reduction in 
the region by formulating appropriate population policies 
through the identification, documentation, dissemination and 
replication of best practices of certain sensitised pilot projects 
or in-country consultations. These bodies can also ultimately 
function as a bridge between member countries and donors.
It is said that 15-20% of core UNDP allocations (at the global, 
regional and country levels) are used for work on gender. This 
includes the advancement of women in the political area. If 
gender issues could be interpreted in a broader framework it 
might be included to protect women from unsafe practices 
and those funds can also be accessed.

SHortcoMinGS oF SuPPLY oF SErvicES
 There  a re  many  on-go ing  Sa f e  Mothe rhood 
Interventions to improve quantity, quality and access of 

reproductive health services, which have been identified 
as key constraints for safe motherhood interventions, 
especially at the Puskesmas level. However, policy makers, 
programme managers and providers at all levels still have 
to make services more available and increase awareness and 
commitment to reproductive health services by expanding 
current human resources allocated and providing better 
managerial and technical skills. The most important 
constraint on the supply side is that most providers need 
to improve their clinical skills and experiences, their 
counselling abilities and community-relations capacities.
 Health providers should be capable of preventing and 
managing problems that arise among adolescents and 
youth, during pregnancy and complications of delivery, 
and the post-reproductive ages. There is a great need for 
competency-based training that moves away from supply 
driven, quantity based training programmes to one that 
stresses quality and competency of the Reproductive Health 
providers. Another constraint relates to referral systems 
that do not function properly at every level of service. 
For example, referral facilities are lacking the necessary 
staff and medicines required for managing complications 
of high-risk pregnancy even when they are referred to a 
better hospital. This will seriously undermine consumer 
confidence in the Reproductive Health Centre system.
 On the supply s ide,  pr ivate  providers  (doctors 
and midwives practising individually, in groups, or as 
members of non-governmental organisations) are still an 
underutilised resource. There is still a need to improve both 
quality and the accessibility of private reproductive health 
services. In addition, because new innovation is lacking 
in Reproductive Health Centre services, efforts should be 
made to conduct experiments with innovative approaches 
for the management of complications of pregnancy  
and delivery.

SHortcoMinGS oF bKKbn QuALitY oF FAMiLY 
PLAnninG cArE
 The country report for ESCAP in October 2002 mentions 
that the National Family Planning Coordinating Board 
(BKKBN)  had developed strategies to improve quality of 
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family planning programmes, which includes the provision of 
a broader range of contraceptive choices. What happened? In 
the field, our interviews indicated that there are no choices at all. 
Due to limited external (foreign) funding, BKKBN’s strategy 
for the coming years is providing only ‘effective’ contraceptives: 
IUDs and implants. But the poor urban women of Jakarta still 
had no access to affordable contraceptives since IUDs are too 
expensive. A representative of the BKKBN (National Family 
Planning Coordinating Board) informed us that since no 
donors were helping out in the supply of contraceptives, the 
BKKBN made a policy switch to supply only non-hormonal 
contraceptives, i.e. IUD, but for a fee. 

dEcEntrALiSAtion oF tHE FAMiLY PLAnninG 
ProGrAMMES
 The Presidential Decree No. 103/2001 on Position, 
Tasks, Function, Authority, Organisational Order and Work 
Procedure on Non-Departmental Government Institutions 
(especially Article 114 section 2) states that some governance 
duties conducted by the BKKBN head office will be 
transferred to the provincial governments in accordance with 
the provisions of established law by 31 December 2000 at the 
latest. By doing this, the family planning programmes will 
experience changes because the implementation of family 
planning service will greatly depend on the condition that 
prevails in that area.
 By the implementation of regional autonomy and 
decentralisation of the family planning programmes, the 
regency/city is expected to work independently in handling 
family planning issues including the issue of reproductive 
health in its own area. Before decentralisation, policies and 
planning regarding family planning are still characterised 
by a ‘top down’ nature. However, after decentralisation 
development planning especially in the field of family 
planning has shifted towards a ‘bottom up’ nature. The 
regency/city must design its own family planning (FP)/ 
reproductive health (RH) programmes. Theoretically, the 
regency/city is in a more advantageous position compared 
to the central government or provincial government because 
it is closer to the target community. This closeness explains 
why the regency is considered more capable of identifying 

the area’s specific problem and adapting its local resources 
in accordance with its needs.
 Nevertheless, the ways in which and to what extent 
the regency/city translates this advantage into realistic 
programmes which will benefit the community still need 
to be sharpened. Experiences in other countries show that 
a lack of preparation in implementing decentralisation will 
worsen the existing service programmes. Field research on 
the identification of community and regional governments’ 
potential capacity in funding for FP/RH activities in the 
Safe Motherhood Project 2001 shows that the regional 
governments’ commitment to FP/RH programmes is still 
low. FP/RH programmes were not prioritised in regional 
development policies, since they were not provided with 
sufficient funding even though they are included in the 
region’s basic pattern and strategic plan. FP programmes 
are not yet perceived as a form of investment for regional 
human resources development. Furthermore, the regional 
government is still incapable of exploring the existing 
potential to support FP/RH programmes.
 Several economic and demographic experts have 
calculated that investing in family planning is very important 
and is a dominant factor in dealing with demographic 
problems arising from fast population growth. A detailed 
calculation is available on the cost of the programmes, the 
number of births prevented, and the economic advantages 
achieved by this prevention on macro and micro levels, 
both in the short term and in the long term. 
 With decentralisation, the FP programmes implementation 
is hampered by several interregional issues. This is due to the 
variation in the preparedness of the regional government and 
its community in the present situation. FP programmes in a 
regional city take the form of various organisations such as one 
whole office, agency, merged office, etc. W. Parker Mauldin 
and Steven W. Sinding mentioned several important factors 
that can influence the success of a FP programme, such as: (a) 
Strong commitment from the government; (b) Administrative 
structure, whether it is under a department or Coordinating 
Agency; (c) Civil Bureaucratic involvement from the centre to 
the village; (d) Easy access to contraception; (e) Service systems 
such as hospitals, clinic, travelling (mobile) service, pharmacy, 
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community-based distribution such as FP posts, social 
marketing, etc; (f ) The involvement of non-government 
organisations (NGOs/LSM); (g) The effectiveness of 
communication, information and education.
 Positive support from the head of the local governments 
and officials in the FP programmes will affect the provision 
of human resources, facilities and infrastructure for the 
service. In turn, it will contribute to the sustainability 
of FP services in the region so that the contraceptive 
prevalence rate can be sustained to reduce birth rates. This 
will definitely have implications for abortion services.

AccountAbiLitY oF HEALtH SErvicES 
 So far, it seems that there is no effort toward promoting 
accountability for health services. NGOs in Indonesia 
work on transparency in state owned enterprises and in 
the banking sector, but so far as we know there are no 
NGOs which specifically monitor the accountability of 
health services in both private and state owned health 
institutions. A credible and accountable social safety net 
needs to be set up in the health sector which is capable of 
providing effective health insurance for women. 
 The existing social safety net for health care should 
be expanded and there is a need for many improvements 
in the implementation. In particular, in targeting 
the beneficiaries, i.e. vulnerable women, and raising 
coverage within the target group. At this moment, only 
1/4 of the poorest families received a ‘health card’ (kartu 
sehat) which enables them to access the kind of health 
services provided. But this does not include obstetric and 
gynaecology care.
 The programmes’ implementation should be 
improved to better target those most in need. This can 
be done through extensive information dissemination 
and intensive monitoring. The ‘kartu sehat’ should 
reach the most needy and it should cover contraceptives 
and abortion services. Perhaps the solution would 
be to involve women NGOs who work in the area to 
help disseminate the health cards since they would be 
able to identify exactly the poorest women who need  
health services. 

MovEMEnt on PAtiEnt riGHtS
 The Consumer Association (YLKI - Yayasan Lembaga 
Konsumen Indonesia), established 30 years ago, which has 
branches in 7 provinces, was the first organisation to represent 
the Indonesian consumers. One of their main concerns 
has been about family planning acceptors, mostly women. 
They are not only active in monitoring the well-being of FP 
acceptors, but they  also do advocacy work, such as conduct 
training to raise awareness of the general public about their 
rights as patients. They publish books such as “ Knowing Our 
Body,” “Reproductive Health,” “Occupational Health” and 
“HIV/AIDS” as well. 

PoLiticAL PArAdiGM cHAnGES
 With the political paradigm shifting, from the “New 
Order Regime” to the “Reform era” and with the decentralised 
government and the stronger role of parliament, political 
parties, and other elements of civil society in policy making, 
legal reform and resource allocation and control, there are new 
ways to succeed in amending the Health Law which will enable 
women to gain their rights to access safe abortion services. In 
the “Reform era” many women NGOs are actively advocating 
for women’s rights, including the right to have access to safe 
abortion services. 
 Efforts to enhance a programme’s equality, sustainability 
and efficiency are very important. Special attention should be 
paid to planning better policies, monitoring and evaluation 
of RH services so that the demand and supply sides of RH 
services can be equalised. The most urgent steps are building 
full awareness, a strong commitment and better coordinating 
among political leaders, policy makers, programme managers, 
and health providers, family, community, professionals,  and 
non-governmental organisations in order to effect change. 
On RH promotion and improvement, better monitoring 
and evaluation indicators are needed. Important steps taken 
include policy and efforts to increase the private sector’s role 
and NGOs. The public sector efforts include focusing on 
hard-to-reach areas and the poor. To strengthen programme 
sustainability, a policy to improve quality of services and 
increase private sector involvement is being implemented 
carefully, keeping in mind those below the poverty line. 
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Decentralisation will encourage district and community-level 
initiatives and responsibilities and will increase local specificity 
of RH programmes and, subsequently, their effectiveness.

FinAncinG HEALtH cArE For Poor woMEn
 The Ministry of Health conducted a pertinent study 
- Social Safety Net for the Health Care of Poor Families - in 
2003. The study noted that obstetric and gynaecology care at 
the public health centres (Puskesmas) provide only maternal 
health care, i.e. antenatal care for pregnant mothers, deliveries 
and postnatal care. The number of incomplete abortion cases 
and the number of referrals were not stated in their monthly 
medical reports.
 The government has set up a PKPS-BBM subsidy - which 
uses funds gained from the fluctuating price of fuel - to 
subsidise poor families’ access to health care facilities. But this 
subsidy does not cover abortion cases. The poor families could 
have access to certain subsidised medicines but never those 
medicines and services needed during or after abortions. These 
include laboratory services and USG or blood transfusion 
services which were almost never provided free for the poor 
women in need. This study also indicated that the distribution 
of the health card was not well targeted. It is still confusing 
as to who should be responsible for the distribution and the 
criteria for eligibility are still unknown. Besides, the funds for 
the health card came too late, some three months later. In this 
report it was recommended that the social safety net for the 
health care of the poor families should be incorporated in the 
local Askes (state-owned insurance company) office and the 
unit cost of the subsidy should be the same as the premium 
required by Askes.
 Chapter 7 of the ICPD Programme of Action states that 
governments are asked to remove unnecessary legal, medical, 
clinical and regulatory barriers to family planning services, 
and to try to identify and remove all the major barriers to the 
use of services, such as inadequacy, cost and poor quality. The 
document asks governments to assess the extent of unmet need 
for quality family planning services nationally, paying special 
attention to the needs of the underserved and vulnerable 
groups, including the rural and urban poor, indigenous people, 
people with disabilities, migrants and refugees.

 From our research and monitoring activities in Jakarta 
it is clear that programmes that address the unmet need for 
quality family planning services, particularly for the urban 
poor women, have not yet been implemented since many 
women tried to get an IUD but it was too expensive. In the 
two slum areas studied, no one received a health card ‘kartu 
sehat’ in order to get free health care services. Many of them 
have never even heard about the ‘kartu sehat’. Those who know 
of the health card system, tried to obtain it but were refused 
by the neighbourhood head because they were categorised 
as migrants (or people who had no Jakarta Identity Card), 
although they have been residing in Jakarta for at least 10-
15 years. The neighbourhood head made it clear that only 
legal residents are eligible for the health card and people who 
either commute between the neighbourhood and villages were 
considered migrants. Migrants in Jakarta were not eligible for 
the health card.
 It is interesting to note that some developing countries 
have adopted the following approaches: 
•  Thailand has abandoned its health-card policy and has 

switched to a 30-Baht policy. This means that every 
Thai citizen who obtains health care service from the 
government’s health facilities will be charged only 30-
Baht. The government will subsidise the rest. 

•  In Singapore, low-income citizens are directed towards 
using in-patient facilities in C-class wards, which are 
occupied by around 20 patients. C-class patients receive 
80% subsidiary of their total cost from the government 
so that they have to pay only S $30 per day. Those who 
are really incapable of paying get the treatment and 
service free. 

 The monitoring and evaluation study of the HNSDP 
(funded by the World Bank under the name Provincial 
Health Project II) was conducted by ACIL Australia 
along with the Ministry of Health, Republic of Indonesia. 
The indicators used were: 1) Programmes and financial 
management; 2) Health insurance; 3) Health cards (kartu 
sehat); 4) The accuracy of target population; 5) Cost 
effectiveness 6) Impact on the basic health service and 
obstetric services; 7) Health care providers’ behaviour.
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 The study found that it was difficult to target the poor. 
The different social groups were difficult to compare. The poor 
in the big cities, such as Jakarta, lived between and squeezed 
among the better houses. In this situation, the targeting 
should be based on individual income levels and not social 
groups, since within a social group there are gaps in economic 
status. The health cards (kartu sehat) should be provided very 
selectively based on individual conditions. Categorising a 
group according to geographical areas is misleading, not all 
those who live in a slum in Jakarta can be considered poor. 
The health card does not cover the cost for abortion services

tHE iMPAct oF HEALtH SEctor rEForM 
 Health sector reform greatly stresses privatisation and 
this has encouraged doctors and midwives to open up 
private practices. However this did not result in improving 
the performance of those health care personnel. Moreover, 
women who came to the public health centres were not given 
the necessary treatment. The Fifth Health Project of the 
World Bank (HP V, Loan 4373 - IND) aims to improve the 
distribution, utilisation and quality of the health work force. 
Health Project V anticipated the Indonesian government’s 
decentralisation initiatives in its focus on improving the 
capacity of province and district health staff, and introducing 
methods for workload assessment, performance review, and 
service quality assurance. The project also encourages piloting 
of innovations in staff deployment and financial autonomy of 
health facilities. In the next stage, district level service reform 
will be introduced by providing a strong foundation for eliciting 
local commitment. The Safe Motherhood Project (Loan 4207 
- IND) has used different instruments to establish attractive 
and sustainable work conditions for ‘village midwives’, who are 
key providers of services potentially beneficial to poor women. 
One of the measures piloted has been performance contracts, 
which are effective in improving the quantity and quality 
of services reaching poor clients. The project has also used 
different means to promote the acceptance of these front line 
providers in local communities. For example, use of coupons 
for poor households can be effective in generating service 
demand and empowering poor clients. These achievements are 
relevant to challenges faced by budget-constrained districts, 

which through Law 22 in 1999, are responsible for services 
intended for the poor. Despite introducing many projects  
at the provincial and district levels, new roles, structures and 
organisational responsibilities have not been introduced  
to prevent irregularities. In designing service delivery,  
safe abortion services should be included and health 
promotion activities should include emergency pills as 
prevention measures. 

on-GoinG ProjEctS
This section describes programmes related to health, 
particularly to monitor whether all the on-going programmes 
are reaching their targets. 

a) Women’s health Foundation / YKp
 The ICPD Programme of Action stipulated that in a 
country which has a restricted law on abortion, there should be 
efforts to compile data on practices of abortion in the country. 
Women’s Health Foundation (YKP) succeeded in conducting 
a study on counselling-based safe pregnancy termination. 
It began in January 2002 and ended in January 2003. Nine 
outstanding hospitals/clinics throughout Indonesia voluntarily 
joined the study, despite the unsupportive legal situation for 
safe abortion services. YKP was also successful in persuading 
the Department of Police to protect the research activity so 
that the research team faced no serious problems. On the 
contrary, the health providers themselves were usually not very 
supportive to this study due to various reasons. The research 
team found that even the doctors who were participating in 
the study had to be encouraged to complete the client’s form 
in order to improve medical services. The findings were shared 
with a variety of stakeholders in 9 cities, involving NGOs, 
universities, legal professionals, professional institutions/
organisations, MOH, BKKBN (NPFCB), The Ministry of 
Religious Affairs, The Ministry of Women’s Empowerment, 
the Parliament, MUI (Indonesian Council of Moeslem 
Leaders) and the mass media. 
 The study involved 1,446 clients. Each client was put 
through a standard flow of services: 1) registration; 2) pre- 
procedure medical examination; 3) pre-counselling; 4) safe 
abortion procedure; and 5) post-counselling and follow-up
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 The findings were reorganised into presentation kits to 
be used for advocacy activities. The targets of the advocacy 
activities were parliamentarians, journalists and health care 
providers including MOH officials. The long and arduous 
process of advocacy and lobbying to the policy makers, 
partners and media has been ongoing since the year 2000, and 
since then has met with some success. Support and approval 
were gained from all 9 political parties in the Parliament, with 
more than 51% votes to amend the 1992 Health Law and to 
add a special chapter on reproductive health. Women’s Health 
Foundation with support from many individuals and NGOs, 
have proven that a smart strategy combined with persistent 
persuasion on human-right based ideology, can successfully 
achieve a goal previously thought of as an impossible task. This 
success had a great impact in gaining recognition from the 
senior members of POGI (Indonesian Society of Obstetricians 
and Gynaecologists). They decided to take the initiative to 
persuade both the chair of Commission 7 of the parliament 
and the Ministry of Health, to speed up the process. The bill of 
the revised Health Law was drafted together with the members 
of the Commission and the Foundation successfully inserted 
two paragraphs: the government should protect women from 
unsafe  abortion. However, further efforts are still needed to 
put forth the bill in the plenary session of the parliament and 
to pass it. 
 The advocacy activities will continue until the main goals 
are reached, namely: 
1)  to gain local recognition of reproductive rights through 

the amendment of 1992 Health Law or replace it with a 
new health law which protects and meets women’s need 
for humane and comprehensive sexual and reproductive 
health services, including safe abortion;

2)  to promote the need for a rational health policy both at 
national and local levels which favours the realisation of 
women’s reproductive and health rights; 

3)  to conduct training for physicians, midwives and 
prospective counsellors; 

4)  to design modules on counselling and practical guides for 
physicians to perform safe abortion; 

5)  to develop advocacy strategies in collaboration with 
other organisations whose activities aim to improve the 

status of women’s health, such as the Indonesian Planned 
Parenthood Association (IPPA), Education for Health 
Providers Foundation and other community based 
organisations (for example,  Islamic Women Organisation 
-  Fatayat) and the professional associations of midwives 
and gynaecologists). 

Based on the strong belief that the education of health providers 
is very crucial in the implementation of comprehensive SRH 
(Sexual Reproductive Health) services, three members of 
Women’s Health Foundation were actively involved. They 
helped modify the midwife education curriculum, including 
drafting the student’s manual and teacher’s guide book, and 
also participating in the training of trainers for applying the 
new curriculum. 
 
b) the Indonesian planned parenthood association 

(Ippa) 
 IPPA or Perkumpulan Keluarga Berencana Indonesia, 
established in 1957, was founded with the main aim of 
reducing the high maternal mortality rate during the 1950s 
and to prevent unwanted pregnancies. Despite the hostile 
social environment, IPPA managed to organise their first 
national congress in 1967. At that time IPPA launched its 
five-year family planning programmes and prepared all levels 
of the association to be the partners of the government in 
implementing family planning programmes. At the same 
time, IPPA became a member of the International Planned 
Parenthood Federation (IPPF).
 In 1970, the Government of Indonesia declared 
family planning as a national concern and established the 
National Family Planning Coordinating Board (NPFCB/
BKKBN). This meant that the government accepted the 
IPPA’s struggle as a national one. IPPA was not alone, 
and became one of many family planning implementing 
units within the national family planning programmes. 
IPPA has since then extended its activities beyond family 
planning and into the family welfare sphere, known as 
responsible parenthood. In 2004, IPPA had 200 branches 
spread out through 25 provinces. 
 The new strategic plan which spans from 2001 to 2010 
was developed from strategic issues identified in the field 
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of reproductive health. IPPA also has adapted itself to the 
environmental changes and challenges by turning its focus 
from family planning to sexual and reproductive health and 
rights. This is mainly due to the IPPF Vision 2000 policy 
and also the International Conference on Population and 
Development (ICPD) in Cairo, 1994.  IPPA’s commitment to 
the ICPD Programme of Action resulted in IPPA changing its 
programmes to tackle broader strategic issues such as sexual and 
reproductive health and rights. IPPA’s mission is to struggle 
for the acceptance and realisation of responsible parenthood in 
Indonesia by developing programmes, networks, partnerships, 
and community empowerment within the population, with 
particular attention to sexual and reproductive health. 

c) comprehensive reproductive health package
 Indonesian policy with regard to reproductive health 
has changed little as a result of the ICPD Programme Of Action. 
Population policies, which talk about a “Target Free Approach 
to Family Planning”, continue to target the poorest women as 
implant users. 
 The Ministry of Health has introduced some new programmes 
called the “Comprehensive Reproductive Health Package”, 
which includes: MCH, family planning, adolescent reproductive 
health and reproductive health for the elderly. However, in the 
organisational structure of the Ministry of Health  and at the 
district level there were no significant changes.

d) UsaID projects
 From 1999 to 2004, the Department of Maternal and 
Neonatal Health (MNH) based in Jakarta conducted several 
projects which were part of the safe motherhood project. The 
pilot project, which aimed to empower the midwives, was 
tested in South Kalimantan. A training centre for midwives 
was set up in South Kalimantan with the objective of training 
all the midwives from the regions of Kalimantan and Sulawesi. 
However, safe and accessible abortion services were never 
mentioned in the curriculum of the project.

e) Ford Foundation Funded projects
 In 2003, Women’s Health Foundation took the initiative 
to develop a new curriculum for prospective midwives. They 

were assisted by a team of experts from the Philippines. 
Out of the 40 subjects there are 23 new subjects which 
used a gender perspective. All the prospective midwives will 
be trained to be gender-sensitive and be able to identify 
domestic violence cases. Safe and accessible abortion services 
will be one of the subjects taught. Ford Foundation will 
also provide scholarships for certification of D-3 midwifery 
for a limited period. Close relatives of traditional birth 
attendants (daughters, nieces, helpers, etc.) are eligible. 

f ) the post abortion care programme of the Islamic 

hospital
 The Islamic Hospital was set up based on common 
Muslim interests to provide health services. For the poor, 
the hospital provided a special ward (called the third class 
ward) which is subsidised. The source of the funding was 
the ‘infaq’ account.
 All cases in the third class ward are covered by the infaq 
account. Since many Islamic Hospitals have a post abortion 
care programme, the incomplete abortion cases for the poor 
were covered by the fund. 

g) Movement to amend the health Law no. 23/1992
 An attempt to amend the abortion law in the Penal 
Code of Indonesia is still unsuccessful, but members of 
commission VII (after 2004) of the Indonesian Parliament 
and some women NGOs tried to amend the Health Law 
No.23/1992 at the end of 2003. All the nine factions of the 
parliament agreed to submit a draft bill of the Health Law 
to the chairman of the parliament. The chairman of the 
parliament was requested to write a letter to the president 
asking him to appoint a lead department to finish drafting 
the bill into a law. Women’s Health Foundation (YKP) is 
actively counter attacking the conservative religious and 
political opinions against women’s right to control their 
sexuality and reproductive health by working together with 
religious leaders and scholars who support women’s rights.
 Several journalists were trained in reproductive health 
issues to create exposure for these issues. The aim of the 
training was to broaden their knowledge on reproductive 
health and rights; to understand the decriminalisation of 
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abortion; to understand government commitments; and to 
be aware of women’s specific needs enabling them to write 
more women-friendly articles. 

h) Women’s health Foundation and the Media
 Women’s Health Foundation has worked closely with other 
NGOs to advocate to political parties and parliamentarians 
the need to incorporate women’s health issues in their 
policy agendas. It is building a stronger partnership with the 
media for gaining public support towards the much needed 
amendments of the Health Law and the Penal Code in order to 
save women’s lives. Fostering interest among journalist groups 
is very important, since the media helps form public opinion. 
 Abortion still continues to be a controversial issue and anti-
abortion activists have borrowed language and tactics from the 
United States. Some media sensationalise the issue and create 
a sense of moral panic by equating abortion with infanticide. 
Infanticide is not identical with abortion. However, some of 
the largest newspapers in the country have been presenting 
a balanced view on women’s rights for abortion services. 
More radio programmes are also covering the issue. Through 
interactive radio programmes, people have started talking 
about the issue and, in time, they will realise the need for access 
to safe abortion. If a woman is empowered she knows directly 
when she should act to prevent pregnancy, prevent conception 
(right after intercourse) or terminate her pregnancy. 

i) Islamic-based organisations
 There are women NGOs based on Islamic values which 
have tried to look for new ways to legitimise abortion 
under some circumstances such as 1) less than 40 days 
gestation and/or 2) women’s state of mental health during 
the pregnancy. This is based on the definition of health 
which includes complete physical, mental and social well-
being, and not merely the absence of diseases or infirmity.
 Inherent contradictions with prevailing religious 
teaching also complicate the formulation and imple-
mentation of women’s health related legislation. We hope 
that in the near future a more comprehensive women’s 
health law would be released which could address the 
needs of women. 

ActionS to bE tAKEn

 With the current situation, we should determine what is 
needed to make abortion services legal and more accessible. The 
IPAS Publication (2001)50 suggests we think comprehensively 
and expansively to develop the fullest possible picture of how 
abortion services should be provided for women.  Their motto 
is: “Don’t let current political or cultural movements limit your 
vision! Think about other groups or individuals who could help 
make the changes envisioned happen!”
 The following strategic elements for addressing safe and 
accessible abortion service should be considered.

crafting an abortion Law that respects Women’s rights 
 NGOs can effect health policy changes (IPAS 
Publication, 2001). Women’s Health Foundation (Yayasan 
Kesehatan Perempuan) started to draft an Abortion Law that 
respects women’s rights.  By doing this, the members of 
Commission VII of the Indonesian Parliament who took the 
initiative to amend the Health Law No.23/1992 felt secure 
to have a professional partner in drafting the amendment. 
The Women’s Health Foundation also actively contributed 
to and influenced the debate on this draft in the parliament.  
Special training on reproductive health and rights were 
conducted for some parliament members which included a 
study tour to Turkey.  There, the parliament members were 
impressed to see the organisation of safe abortion services 
performed in the earlier weeks of pregnancies and adhering 
to high standards.

Listen to Women’s Voices 
 As women NGOs advocating for the legalisation 
of abortion services, our general experience was that 
institutions which were mostly led by men did not want 
to listen to women’s voices. If we brought examples of 
women’s sufferings from social-psychological problems 
which ended by a decision to terminate their pregnancies, 
most men would sermonise on a good woman’s behaviour 
and the immorality of abortion.  They did not seem to really 
understand the meaning of reproductive rights - where a 
woman should be respected for her decisions about her own 
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body.  Men seemed to be embarrassed by women who need 
abortion services, not understanding that many women were 
victims and unwanted pregnancies were the consequences 
of irresponsible male behaviour. Family honour was very 
often used to prevent a woman having access to abortion 
services. Women were expected to be passive and helpless, 
accept their fate and allow other people to make the 
decisions about their bodies.  Many men interviewed feared 
legalising abortion because they confused legalisation with 
liberalisation of abortion and opposed liberalism because it 
is a belief in individual freedom or solution. The feminist 
strategy of employing women’s personal narratives as primary 
sources is one way of making visible women’s experiences.

establishing Working partnerships 
 Addressing abortion requires a multidisciplinary 
approach. Developing a map of key constituencies and 
setting-up a coalition which represents women should 
be beneficial. So far, this research team consists of eight 
NGOs, each of whom is specialised in a certain area. Each 
NGO also has its own network of contacts, such as the 
Muslim Women’s Organisation (Fatayat NU). The Melati 
Foundation has contact with government officials from the 
Ministry of Health and the National Coordinating Board 
for Family Planning. The Indonesian Midwives Association 
and the Women Police Association have other contacts 
needed during advocacy.
 Women’s Health Foundation works closely with PKBI 
(affiliated with the IPPF) on project formulation and 
implementation and provides information and technical 
expertise to assist some reproductive health clinics to 
systematically incorporate women’s interests in all aspects of 
programmes. Policy ideas from other countries have been 
carefully considered to help draft the content of the abortion 
law. By studying other countries’ policy experiences, all negative 
effects of legalising abortion services can be anticipated.  High 
quality abortion services should be achieved which should 
prioritise women’s needs and create at least one avenue for 
them to exercise reproductive choice.
 Some highly respected ob-gyns supported the advocacy 
work to amend the Health Law No.23/1992 and held several 

talks and exchanged ideas with parliamentarians.  It seems 
that parliament members who two years ago still opposed 
efforts to insert an article in the draft bill on abortion have 
now changed their minds. All parties who have some stake in 
the abortion issue should be included in the partnership. 

Bringing health providers on Board 
 One of the difficulties is that the barrier to service provision 
may not be somewhere in the system that can be targeted for 
advocacy.  It may be at the level of the individual providers.  
Whatever the law, health professionals play a critical role in 
its interpretation. Despite the fact that abortion is legal in 
South Africa, India or Kenya, certain health professionals 
do not provide abortion.  Some use the conscience clause 
to refuse abortions when they are overwhelmed by demand. 
In India, the problem was solved by identifying obstacles in 
the effort to improve the quality of women’s health care by 
both health providers and the state administrators. One of the 
crucial obstacles was the refusal to do abortions.  This type of 
advocacy intervention based on research is very effective. The 
dissemination of the findings - which showed many health 
providers refusing abortions and not referring the woman to 
other providers - left the health providers unable to defend 
themselves to state administrators. 
 The private sector which runs a chain of hospitals and 
clinics should be included as partners.  Through the providers’ 
network, the coalition of women NGOs can get support for 
changing policies and regulations at the provincial or city 
level.  So far, the Regional Health Office of Jakarta has already 
trained medical doctors and senior midwives in post abortion 
care in all Public Health Centres and some district hospitals.  
Some hospitals have been appointed as the centres of post-
abortion care.  In this way, an initiative has impacted the 
system as a whole. 

a Mass - Based approach is effective 
 The context of the movement to make abortion services 
more accessible should be clear.  In Italy, it took a decade: 
it started by legalising contraceptive advertisements, then 
making contraceptives available, setting up family health 
counselling centres everywhere and, finally, legalising 
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voluntary termination of pregnancy.  Because the power 
impacts directly on legislation, it depends on its depth 
and tenacity. Demonstrating popular support for the 
legalisation of abortion services by collecting enough 
signatures to bring abortion reform bills to parliament 
is an effective way to reach the goal. We should build a 
support base amongst the majority of women and involve 
women’s organisations and networks at the grassroots level 
if we want to mainstream abortion. 

Framing a Message 
 With advocacy work, the first question to be raised is: “How 
should the issue be framed?”  The pro-choice position argues 
women’s right to control their fertility and thus makes access 
to abortion an issue of human rights and choice. The advocacy 
movement for abortion reform in other countries used high 
maternal mortality and morbidity as a public health concern.  
In Turkey, the message which was used everywhere was: “We 
do not want our women to die due to unsafe abortion!”  Activists 
frequently assume that mass mobilisation is a requirement for 
success.  In the case of Turkey, it was charismatic leadership 
who provided the catalytic role.

Moral Debate Versus Data Driven public health Debate 
 In some countries, like India and Poland, the religious 
sector did not raise any objections to the passing of a liberal 
health law or an abortion act.  Historically, the abortion issue 
in Indonesia was very often politicised in order to gain political 
support from religious leaders. In the early 1990s, when the 
power of Soeharto started  to decline, his party members in 
parliament opposed the draft of the health law which allowed 
health professionals to perform abortions. Due to this strategy, 
he succeeded to hold on to power because he has garnered the 
support of religious leaders until 1998.  In Indonesia, many 
religious leaders still have supporters in key institutions of state 
and the media and can undermine access to abortion.  In Italy, 
the ideological force of feminism and socialism, coupled with 
women’s limited access to contraception and their increased 
desire to control fertility, collectively undermined the power 
of the Catholic Church.  Pro-choice activists can thus try to 
influence the cultural and ideological context.  

change of power is an opportunity for change 
 A number of case studies illustrate how major social 
upheavals or specific moments in history can play a significant 
role in facilitating abortion access.  In South Africa, the arrival 
of democracy created a moment in time when politicians 
wanted to demonstrate their commitment to gender equality, 
to ending race discrimination and to public health. A new bill 
of rights was developed which insists on gender equality and 
on the right to health, including reproductive health.  
 In Bangladesh, the mass rape of women by the army during 
the War of Liberation led the government to facilitate access 
to abortion despite its illegality.  By doing so, it shifted the 
national approach to abortion and laid a foundation for 
activists to introduce services that continue until today.
 In Sau Paulo, Brazil a strong public pro-choice movement 
helped a candidate on an abortion rights platform win the 
city elections.  It also led some activists to focus on abortion 
as an issue for a political platform in other cities.

Link abortion rights to Broader Demands 
 In some countries, safe abortion services were provided 
outside of a public health system, namely at the private 
“for profit” health sector.  These are often referred to as 
“underground” abortions.  In Indonesia, this has already 
happened, where women through some networks access 
information (and in some cases, even funds) on safe abortion 
services.  The demand to control the number of children so 
that each child is a wanted child could be used as a starting 
point to influence policy makers to understand the need of 
women for abortion service. Giving adequate information to 
the various groups in a community helps design appropriate 
policy responses, and provides feedback on the impact of the 
policies which allows corrections if the desired impact does 
not materialise. At a national level, it is important to support 
well-informed debate on the issue (i.e. high death rates caused 
by unsafe abortion) and its impacts and solutions. 

FELt nEEdS
 We, as women advocates, will work continuously to 
advocate for regulating abortion. Public education about the 
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health implications of unsafe abortion should be conducted 
in several regions to help educate the public and elucidate 
a positive public opinion. Through new local regulations 
and an enabling environment women would be able to 
exercise their rights to get safe abortion services as part of a 
comprehensive reproductive health package. 
 Healthcare providers at the public health centres need 
to be trained to perform safe and affordable menstrual 
regulation services (below 8 – 10 weeks,) which will help 
stem the tide of the commercialisation of abortion services. 
When safe abortion services are commercialised, they 
become out of reach for poor and marginalised women who 
may need them. The government is already beginning to 
introduce the post abortion care (PAC) programme, and in 
Jakarta almost all district public health centres are trained 
in PAC. Information on the availability of this service 
should be extensively disseminated to every woman without 
discrimination based on age, socio-economic status or 
marital status.
 The stigma associated with abortion means that women 
may be reluctant to go to a public hospital or public health 
centre, and may prefer to go to a back street doctor or 
masseur, even if the service is unsafe. If a woman knows 
that indeed it is her right to choose how many children she 
should bear and when she should bear them, she would be 
brave enough to take the necessary steps. Such as asking 
a healthcare provider for emergency contraception after 
having unprotected sex. Or requesting for menstrual 
regulation services early on in the pregnancy. 
 Addressing the stigmas towards abortion services should 
be the first priority to empower women to take charge of 
their own bodies. 
 Accurate information on all methods of preventing 
unintended pregnancies and empathy should be conveyed to 
women who are facing unintended pregnancies. This is the 
main reason why the Women’s Health Foundation (Yayasan 
Kesehatan Perempuan) made counselling services as a pre-
requisite. During the counselling sessions, every woman is 
empowered with information and understanding so that the 
atmosphere is conducive to her making the best decision 
for herself.  If at the end she decides not to terminate her 

pregnancy and instead needs a shelter to be protected from 
her angry family members, the counsellor directs her to a 
safe haven. 
 Post-counselling after an abortion is also just as important 
especially to prevent another unintended pregnancy. Many 
abortions can be prevented through effective contraception. 
Through post counselling sessions, the women will be 
empowered in making decisions to prevent another 
pregnancy. During the second counselling, her partner 
should also be assisted in understanding that both of them are 
responsible for pregnancy and both are equally responsible 
in prevention. 
 The healthcare providers not only at the hospitals and 
clinics, but also the public health centres, should listen with 
empathy and get to know the needs of every woman who 
walks into their examination rooms. They should get training 
to ensure they understand the need for confidentiality and 
the services are set up in such a way that they support this. 
Women who need abortion services should go through 
confidential registration and then go to the counselling room. 
The fee for all services should be affordable and women who 
are too poor to pay should receive subsidised service.
 The Ministry of Health’s policy to disseminate information 
on modern methods of contraception and to provide post 
abortion care needs to be complemented by providing safe 
abortion services. Currently only incomplete abortion cases 
are eligible to be treated. The Ministry of Health needs to 
provide safe abortion services in order to alleviate the pain 
and suffering of so many women. 

Abortion
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Violence Against Women and Girls
By Triningtyasasih and Thohir Yuli Kusmanto

IntroductIon

Violence against women and girls occurs both in the public 
and private domains. Women are vulnerable: they become 
victims of violence, be it physical, psychological, sexual 
or economic. Data gathered by organisations involved in 
counselling and support services to victims as well as advocacy 
show a fairly significant increase in violence against women. 
This increase has been meticulously mapped in 2000 by the 
National Commission for Women (Komnas Perempuan).1 
 Although the number of reported cases of violence against 
women is already quite large, the number is only a fraction 
of the actual violence that occurs. Institutions that cater to 
the needs of victims of violence cannot keep pace with the 
increase in the number of cases and hence, have been unable 
to stem the tide. For the purposes of this chapter it is necessary 
to clarify the definitions of violence and sexual violence.

defInItIons
 In its World Report on Violence and Health, the World 
Health Organization (WHO) defines violence as ‘the intentional 
use of physical force or power, threatened or actual, against oneself, 
another person, or against a group or community, that either 
results in or has a high likelihood of resulting in injury, death, 
psychological harm, maldevelopment or deprivation.’2
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 The United Nations General Assembly adopted a 
Declaration on the Elimination of Violence Against Women 
in 1993. This is the first international human rights instrument 
which exclusively and explicitly addresses the issue of violence 
against women. It affirms that the phenomenon violates, 
impairs or nullifies women’s human rights and their exercise 
of fundamental freedoms. 
 The Declaration provides a definition of gender-based 
abuse, calling it “any act of gender-based violence that results 
in, or is likely to result in, physical, sexual or psychological harm 
or suffering to women, including threats of such acts, coercion or 
arbitrary deprivation of liberty, whether occurring in public or in 
private life.” 
 The definition is amplified in article 2 of the Declaration, 
which identifies three areas in which violence commonly 
takes place: 

• Physical, sexual and psychological violence that occurs 
in the family, including battering; sexual abuse of 
female children in the household; dowry-related 
violence; marital rape; female genital mutilation and 
other traditional practices harmful to women; non-
spousal violence; and violence related to exploitation; 

• Physical, sexual and psychological violence that occurs 
within the general community, including rape; sexual 
abuse; sexual harassment and intimidation at work, in 
educational institutions and elsewhere; trafficking in 
women; and forced prostitution; 

• Physical, sexual and psychological violence perpetrated 
or condoned by the State, wherever it occurs.3

 The WHO also defines sexual violence as “any sexual 
act, attempt to obtain a sexual act, unwanted sexual comments 
or advances, or acts to traffic, or otherwise directed, against a 
person’s sexuality using coercion, by any person regardless of their 
relationship to the victim, in any setting, including but not 
limited to home and work.”4 Trafficking for sexual exploitation 
normally encompasses the organized movement of people, 
usually women, between countries and within countries for 
sex work.5 

 In their training manual to address violence in Muslim 
households, Sisterhood Is Global Institute (SIGI) further 
categorised the following types of violence:6

• Physical violence: Gender-based violence is manifested 
in many ways. Attacking the physical integrity of 
girls’ and women’s bodies is the most obvious way. 
The manifestations of physical violence range from 
pushing and shoving, to hitting, beating, torture and 
murder.

• Sexual violence: This refers to any non-consensual 
sexual activity ranging from sexual touching to rape. 
Sexual violence can take place within marriage as well 
as in totally anonymous and arbitrary circumstances 
such as gang rape. Sexual violence against children can 
take many forms, of which incest is but one example.

• Social violence: In many societies cultural norms do 
violence to women and girls. These manifest in genital 
mutilation, forced marriages, caste systems which 
place women at the lowest rung of the ladder, and 
ideologies which devalue women. The social code of 
violence and abuse of women reinforce the notion that 
women are men’s property and therefore an excellent 
avenue for the humiliation of one’s enemies. Social 
structures of control such as laws which do not protect 
women’s rights, and law enforcement agencies which 
often turn a blind eye to violence against women and 
children are also culprits.

 Although there are no universally accepted definitions of 
the various forms of violence against women, in particular 
female children, the definitions found in most international 
documents are broad enough to encompass the many forms 
of violence against women worldwide.
 The various UN treaties have put forward international 
legal standards that compel governments to address violations 
of women’s human rights, particularly in situations of violence, 
be it by public or private perpetrators. The standards consist of 
three doctrines, namely, due diligence, equal protection under 
the law, and domestic violence as torture. These doctrines are 
derived from the Convention on the Elimination on All Forms 
of Discrimination Against Women (CEDAW), the Convention 
on the Rights of the Child (CRC), the International Covenant 
on Civil and Political Rights (ICCPR), and the Convention 
Against Torture (CAT), and Other Cruel, Inhuman or 
Degrading Treatment of Punishment.7  
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VIolence AGAInst Women And chIldren In 
IndonesIA
 In Indonesia varied cases of violence against women take 
place both in the public and domestic domain. The most 
common are trafficking of women, domestic violence and 
rape. This violence not only affects adult women but also 
young children. Sexual violence against children takes different 
forms. It includes trafficking of children, sexual harassment 
and rape. Sexual violence against children happens in the 
public sphere (for example with street children) and in the 
domestic domain (for example, cases of incest). 
 However a major problem exists for classification of children’s 
cases: there are differences in the age limits for children used in 
different legal instruments. The Indonesian Criminal Code of 
Law (KUHP = Kitab Undang-undang Hukum Pidana) specifies 
children as being those aged between 1-15 years, while the CRC 
(Child Rights Convention) and Law on Protection of Children  
(UU Perlindungan Anak) specifies this group as people below 
18 years of age. Reliable data very often pushes the issue into 
the limelight. However, even worldwide, WHO and UNICEF 
acknowledged that reliable data specifically on violence against 
girl children are hard to find, due to taboo. 
 However, WHO’s report estimated that there were 57,000 
homicides among children under 15 years of age worldwide 
in 2000. Homicide rates among children aged 0 - 4 years are 
more than twice among children aged 5 - 14 years.8 The same 
research suggests that about 20% of women and 5 - 10% 
of men have suffered sexual abuse as children.9 Meanwhile, 
UNICEF’s report on domestic violence against women and 
girls indicated about 40 to 60% of known sexual assaults 
within the family are committed against girls aged 15 or 
younger, this regardless of culture or region.10 
 In 2002, Indonesia established a National Commission for 
Child Protection mandated to protect children from abuse. 
Data from the National Commission shows that in 2005, 
child abuse cases increased to 736, from 544 in 2004, and also 
up from 481 in 2003. Of the 736 cases, 327 children were 
sexually abused.11 

 Cases of sexual violence (in all its forms) occur more 
often than reported. Armed conflict in different parts of the 
country have made children in those areas more vulnerable 

to sexual violence since the number of poor people rises, and 
many parents die or are separated from their children. As 
more and more Indonesian men and women become migrant 
workers, children are left behind. Poverty pushes children 
into the streets and girls are deliberately sold. Under such 
circumstances girls are more vulnerable to sexual exploitation. 
According to Irwanto,12 approximately 21,000 children work 
in the sex industry in the country. This figure is based on the 
calculation by Farid that 30% of all the sex workers in the 
country are children and the total number of sex workers as 
provided by Department of Social Affairs for 2000 is 73,990. 
This figure however does not include the number of children 
who are trafficked out of the country. 
 Sexual violence during childhood will profoundly 
influence the life of an adult, and clearly will influence sexual 
and reproductive health once the child has become an adult. 
The impact of the social phenomena makes it legitimate to 
treat sexual violence against children as a very serious matter 
of concern. 
 Sexual violence against girls - even those who are  
diffable13 -  shatters the myth that it is often the women 
victims’ fault that if they are the targets of sexual violence. 
This myth is rooted in the idea that women may have behaved 
seductively and thereby  “invited” sexual violence. The opinion 
that people who are involved in sexual relations with children 
are paedophiles - and therefore have a “sexual disorder”, turns 
out to be mistaken as well. Observations of sexual violence 
involving very young children show that most of the offenders 
do not experience any sexual disorder whatsoever. More often 
their motive to take advantage of a child is very simple: a child 
is easier to persuade and to control compared to an adult. 
Girls are more vulnerable to sexual violence because they are 
disadvantaged firstly, as females and secondly, as children. 
This study does not cover all aspects of sexual violence against 
girls equally, but focuses mainly on non-commercial sexual 
violence (in contrast to commercial sexual violence in the 
form of trafficking of children for sexual exploitation). 
 This situation should be reason enough in itself for the 
government to step up prevention and law enforcement. On 
the international stage, Indonesia has made commitments to 
end sexual violence against the girl child.
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table 1:  International commitments made  by Indonesia

Issues key paragraphs in un documents

The Girl Child

ICPD: 4.23. Governments are urged to take the necessary measures to prevent infanticide, prenatal sex selection, trafficking in girl children 
and use of girls in prostitution and pornography.

FWCW: 269. Sexual violence and sexually transmitted diseases, including HIV/AIDS, have a devastating effect on children’s health, and 
girls are more vulnerable than boys to the consequences of unprotected and premature sexual relations. Girls often face pressures to engage in 
sexual activity. Such factors as youth, social pressures, lack of protective laws, or failure to enforce laws, make girls more vulnerable to all kinds 
of violence including rape, sexual abuse, sexual exploitation, trafficking exploitation, trafficking, possibly the sale of their organs and tissues, 
and forced labour.

275. By Governments and international and non-governmental organisations:
(a) Disaggregate information and data on children by sex and age, undertake research on the situation of girls and integrate, as appropriate, 
the results in the formulation of policies, programmes, and decision-making for the advancement of the girl-child;
(b) Generate social support for the enforcement of laws on the minimum legal age for marriage, in particular providing educational 
opportunities for girls.

277. By Governments and, as appropriate, international and non-governmental organisations:
(d) Develop policies and programmes, giving priority to formal and informal education programmes that support girls and enable them 
to acquire knowledge, develop self-esteem and take responsibility for their own lives; and place special focus on programmes to educate 
women and men, especially parents, on the importance of girls’ physical and mental health and well-being, including the elimination of 
discrimination against girls in food allocation, early marriage, violence against girls, female genital mutilation, child prostitution, sexual abuse, 
rape and incest.

283. By Governments and, as appropriate, international and non-governmental organisations:
(d) Enact and enforce legislation protecting girls from all forms of violence, including female infanticide and prenatal sex selection, genital 
mutilation, incest, sexual abuse, sexual exploitation, child prostitution and pornography, and develop age-appropriate safe and confidential 
programmes and medical, social and psychological support services to assist girls subjected to violence.

Child Health
CRC: Art. 244. State Parties recognize the right of the child to the enjoyment of the highest attainable standard of health and to facilities for 
the treatment of illness and rehabilitation of health. State parties shall strive to ensure that no child is deprived of his or her right of access to 
such health care services.   

Child Labour

CRC: Art. 31.1 State Parties recognize the right of the child to be protected from economic exploitation and from performing any work that 
is likely to be hazardous or to interfere with the child’s education, or to be harmful to the child’s health or physical, mental, spiritual, moral or 
social development.

ICPD: 6.10. All countries must enact and strictly enforce laws against economic exploitation, physical and mental abuse or neglect 
of children in keeping with commitments made under the Convention on the Rights of the Child and other relevant United Nations 
instruments. Countries should provide support and provide rehabilitation services to those who fall victim to such abuses.

FWCW: 282. By Governments:
(a) In conformity with article 32 of the Convention on the Rights of the Child, protect children from economic exploitation and from 
performing any work that is likely to be hazardous or to interfere with the child’s education, or to be harmful to the child’s health or physical, 
mental, spiritual, moral or social development;

Against Torture and the 
Arbitrary Deprivation of 
Liberty

CRC: Art. 37. State Parties shall ensure that:
a. No child shall be subjected to torture or other cruel, inhuman or degrading treatment or punishment. [..]

b. No child shall be deprived of his or her liberty unlawfully or arbitrarily. [..] 

Against Sexual Exploitation 
or Abuse

CRC: Art. 34. State Parties undertake to protect the child from all forms of sexual exploitation and sexual abuse. For these purposes State 
Parties shall in particular take all appropriate national, bilateral and multilateral measures to prevent:

a. the inducement or coercion of a child to engage in any unlawful sexual activity;
b. the exploitative use of children in prostitution or other unlawful sexual practices;
c. the exploitative use of children in pornographic performances and materials.

Art. 19. State Parties shall take all appropriate legislative, administrative, social and educational measures to protect the child from all forms 
of physical and mental violence, injury or abuse, neglect or negligent treatment, maltreatment or exploitation including sexual abuse while in 
the care of parent(s), legal guardian(s) or any other person who has the care of the child.
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 Indonesia has also placed reservations on the Convention 
on the Rights of the Child (CRC) on the basis that “The 
1945 Constitution of the Republic of Indonesia guarantees 
the fundamental rights of the child irrespective of their sex, 
ethnicity or race. The Constitution prescribes those rights to be 
implemented by national laws and regulations. The ratification 
of the Convention on the Rights of the Child by the Republic 
of Indonesia does not imply the acceptance of obligations going 
beyond the Constitutional limits nor the acceptance of any 
obligation to introduce any right beyond those prescribed under 
the Constitution. With reference to the provisions of articles 1, 14, 
16, 17, 21, 22 and 29 of this Convention, the Government of the 
Republic of Indonesia declares that it will apply these articles in 
conformity with its Constitution.” 
 Sexual violence against children is unique and therefore 
needs a special approach in the law.  Several shortcomings and 
contradictions can be found between the Criminal Code (still 
most often applied in the cases at hand) and the law which 

particularly regulates protection of children (Undang-
Undang Perlindungan Anak, Law Number 23 Year 2002). 
According to the latter law, proof is needed that the offender 
has used violence, while in cases of sexual violence against 
children the offender uses flattery and other tricks. This is 
the heart of the problem. 

lAWs And polIcIes In IndonesIA on VIolence 
AGAInst GIrl chIldren
 The legal definition of sexual violence against children 
also merits further introspection. In cases involving children, 
sexual violence often does not take the form of penetration 
of the vagina by the penis. Often it consists of oral sex or 
the offender sticking an object or fingers into the vagina. 
According to the law, sentences for vaginal penetration differ 
substantially from sentences for other violations (see table 2). 
 Moreover, legal regulations on trafficking of children 
are still far from satisfactory. The draft for a special law on 

Issues key paragraphs in un documents

Institutional Mechanisms

FWCW: 198. Successive international conferences have underscored the need to take gender factors into account in policy and programme 
planning. However, in many instances this has not been done.

202. In addressing the issue of mechanisms for promoting the advancement of women, governments and other actors should promote an 
active and visible policy of mainstreaming a gender perspective in all policies and programmes so that, before decisions are taken, an analysis 
is made of the effects on women and men, respectively.

205. By national machinery:
(c) Undertake national activities focusing on legal reform with regard, inter alia, to the family, conditions of employment, social security, 
income tax, equal opportunity in education, positive measures to promote the advancement of women, and a perception of attitudes and a 
culture favourable to equality, as well as promote a gender perspective in legal policy and programming reforms;

206. By national, regional and international statistical services and relevant governmental and United Nations agencies, in cooperation with 
research and documentation organisations, in their respective areas of responsibility:
(a) Ensure that statistics related to individuals are collected, compiled, analysed and presented by sex and age and reflect problems, issues and 
questions related to women and men in society;
(b) Collect, compile, analyse and present on a regular basis data disaggregated by age, sex, socio-economic and other relevant indicators, 
including number of dependants, for utilization in policy and programme planning and implementation;
(j) develop improved gender-disaggregated and age-specific data on the victims and perpetrators of all forms of violence against women, such 
as domestic violence, sexual harassment rape, incest and sexual abuse, and trafficking in women and girls, as well as on violence by agents of 
the State.

208. By the United Nations:
(a) Promote the development of methods to find better ways to collect, collate and analyse data that may elate to the human rights of women, 
including violence against women, for use by all relevant United Nations bodies; 

World Trade Organisation FWCW: 343. The General Assembly should give consideration to inviting the World Trade Organisation to consider how it might contribute 
to the implementation of the Platform for Action, including activities in cooperation with the United Nations system.

The above table is sourced from “Root causes: a gender approach to child sexual exploitation: A WEDO report on the First World Congress Against Commercial Sexual Exploitation of 
Children”, Stockholm, Sweden, August 27-31, 1996
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trafficking is still stuck at the national legislative council. 
Society has to be sensitised that sexual violence is not the fault 
of the victim who should be given adequate support. Lack 
of support from the family or environment results in victims 
being marginalised and/or becoming recurring targets. Many 
of the recurring victims had their first experience of sexual 
violence while very young.  
 Sexual violence against women is one of the most 
frightening forms of violence because physical, sociological 
and psychological violence is often unleashed on the victim 
at the same time. The effects are long term. Physically, sexual 
violence can cause permanent physical disability of the 
reproductive organs. Sociologically, a woman who has been 

the victim of sexual violence is cast out of her community 
and is considered as ‘soiled.’ Psychologically, a  survivor can 
experience a long period of trauma. Low self-esteem and 
a complete lack of confidence in the future are common 
amongst victims of sexual violence. This is  because the 
offender usually originates from her immediate environment. 
In cases of incest the victim is usually particularly afraid to 
bring the case into the open. The result of research shows that 
children who have experienced sexual violence will experience 
trauma for a prolonged period of time in various forms 
(sexual dysfunctionality, immature sexual activity, withdrawn 
behaviour and so forth).15 This also holds true for children 
who are victims of trafficking. 

table 2: laws and policies in Indonesia on violence against girl children

laws and policies key paragraphs/ sections

Child Protection Act 2002

Articles 2 & 3: Guarantee the rights of the child and the principles stated in the Convention on the Rights of 
the Child.

Art. 1(1): Defines a child as anyone under the age of eighteen.

Art. 59: Prohibits economic or sexual exploitation of children, as well as violence and abuse of children.

Violence: only defined as physical as per definition in the Criminal Code. This definition is problematic 
as in cases of sexual violence, the perpetrator often use persuasion, flattery, trickery and drugs to lure the 
children.(FPG report) 

Domestic Violence Act 2004 Art. 2(1)(c): Prohibits physical, psychological and sexual violence against a husband, a wife, children, family 
members living in the home and persons working in the home.  

Law No 3/1997 Juvenile Justice concerning minimum age for admission to employment

Law No 20/1999 ratification of ILO Convention no. 138 

Law no 39/1999 Human Rights

National Action Plan for the Elimination of Violence 
Against Women

Adopts a zero tolerance policy: no level of violence whatsoever is acceptable, and women’s equality and security 
are priorities.15 

Law number 7/1984 Ratified CEDAW as domestic law

Presidential Decree No. 36 in 1990 Ratified the CRC as domestic law
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 However, it is apparent from the findings in this 
report that the laws applicable to cases of sexual 
violence are inadequate and skewed: as the laws make it 
possible for offenders to get away with light sentences 
(a frequent occurrence), victims are left with a feeling 
that justice wasn’t served. Although it is established 
that violence has long term repercussions, the approach 
that the problem is solved when offenders are brought 
to court and sentenced is inadequate. It has completely 
ignored the victims’ need for a long process of mental 
and social recovery. 

reseArch methodoloGy
technIque of dAtA GAtherInG
 Desk research. Several kinds of documentation 
such as books, research reports, other secondary data 
such as archival sources and letters, as well as relevant 
reports in the possession of informants. Field based 
research. We have made use of in-depth interviews with 
key informants.  All the field research was qualitative.

IndIcAtors for monItorInG
 Based on the concept of monitoring and the issues of 
sexual violence against the girl child as accommodated 
in the relevant points in Programme Of Action, the 
following indicators were used. The indicators were 
used to inform the questioning of respondents.
  
services
 These indicators pertain to aspects of availability, 
accessibility, quality and costs (see table 3).

Indicators related to data used 
• Availability of data on violence against women 

(VAW) and sexual violence against the girl child 
(SVAGC)

• Classification of data according to type of case 
and age

• Source of data 
• System of data gathering

Indicators on policies and regulations 
 This set of indicators pertains to various government 
policies and their implementation which determine the 
quality of services and the way social problems are dealt with, 
in particular with regard to cases of sexual violence against the 
girl child.  Of course policies have to be in accordance with 
the ICPD Programme of Action (POA,) Beijing as well as 
CRC which already have been agreed upon by the Indonesian 
government (see table 4).

respondents
 In this study several groups of respondents were 
interviewed: direct victims and their families; representatives 
of society at large (including local leaders); providers of 
services from NGO’s, other private and state organisations, 
civil servants from various government agencies and levels, 
from policy makers to executive staff. It was not possible 
to take a random sample of victims and members of their 
families. The monitoring team could not do otherwise than 
involve only those that have been handled by the agencies 
involved in this monitoring study. Due to the sensitivity of 
the subject it was very difficult for an unknown to interview 
victims and members of their families. Considering that the 
victims are underaged children and traumatised victims of 
sexual violence, we agreed we could rely on a member of 
her family or a close friend who was knowledgeable about 
the event, the legal course taken and the psychological 
development of the victim. 
 Tables 6, 7 and 8 lists the various categories of the 30 
informants from the two provinces.
 
profIle of members of monItorInG teAm 
 Monitoring was carried out by 12 people who were 
working in different NGOs. Their age varies between 20-
35 years; they have different levels of education, ranging 
from senior high school up to an MA degree. The gender 
composition was balanced and all had previous experience 
supporting victims of sexual violence. Besides, this country 
study has also been supported by a number of other NGOs 
and other institutions that provided very valuable supporting 
data and information. 
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soUrce oF Data

natIonaL
LeVeL

proVIncIaL
LeVeL

DIstrIct/ MUnIcIpaLItY
LeVeL

GOVERNMENT

Legislative bodies DPRD I (Dewan Perwakilan Rakyat Daerah)
Board of Parliament of the Province

DPRD II (Dewan Perwakilan Rakyat Daerah)
Board of  Parliament of the District 

Executive bodies

Not available, except documents used 
for desk research issued by: 
*Ministry of Women’s  Empowerment 

(MenPP)
* Department of Social Affairs (DepSos)
* Department of Health (DepKes)
* National Body for Family Planning 

(BKKBN)
* Central Hospital (RS    Pusat)
* Police 
* Ministry of Justice  

* Governor 
* Regional Government 1st level (Pemda Tk.I)
* Bureau for Social Affairs (Biro Kes. Sos.)
* Bapermas
* Regional Planning Body (Bappeda Tk. I)
* Kesbang Linmas (Kesatuan Kebangsaan dan 

Perlindungan Masyarakat)
* Health Service (Din.Kes.)
* Office for Social Service (DinKesSos).
* Referral Hospitals (RS. Rujukan) 

* Bupati / Mayor
* Planning bureau  (Bappeda Tk. II)
* Bapermas (Badan Pemberdayaan 

Masyarakat= Community 
Empowering Bureau)

* Health Services
* Social Services
* State hospitals.
* Private hospitals
* Police (district and lower levels)

Judicative * Supreme Court
(desk research)

Judiciary at regency level: 
* Pengadilan Tinggi (PT) = High Court
* Pengadilan Tinggi Agama (PTA) =Religious  

Court  
* Public Prosecutor (Kejati)

Judiciary at district level: 
* Pengadilan Negeri (PN) = Public 

Court
* Religious Court  (PA)
* Public Prosecutor (Kejari)

NGO / CSO’s 

* National Commission on women 
(Komnas Perempuan) (desk research)

* National Commission on Children 
(Komnas Anak)

* Majelis Ulama Indonesia (MUI), Indonesian 
Council of Muslim leaders  

* PKBI  (International Plant Parenthood 
Association) Semarang
* Umbrella organisation of women’s organisations 

(BKOW)
* Komite Nasional pemuda Indonesia (KNPI)  

National Committee of Indonesian Youth
* Muhammadiyah
* Nahdatul Ulama
* Indonesian Protestant Church (PGI)

NGO’s 

table 3: data sources
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serVIces AVAIlAble  quAlIty of serVIces use of serVIces

Agencies providing services to girl children / victims 
of sexual violence and the use made thereof Standard operational services System of referral

Role of institutions and services (GO and NGO) Capability of medical and police staff who handle the 
victims Number of clients making use of existing services 

Initiative by the government to provide  a location for 
the agency providing services Discrimination in the services provided Availability of a model which  is conform the needs of 

the victims

Matching between the services and the available 
infrastructure Alternatives to the services provided Suitability of opening hours of services and needs of 

society

The service is established and is within reach of 
society in terms of accessibility and cost 

Choice of medium for communication is left to the 
client 

Use of income, costs to be paid by client and 
affordability of services 

Right of choice of the client Subsidies and sources of funding used and how the 
subsidy system operates 

Request of approval by client with regard to the services 
provided 

Special procedures for services to these victims 
(different from other clients) 

The way the client presents the result of the services 
provided Provision of a special room or part of a room, special 

service provider and special budget  

Difference made between services for adults and children 
Attitude of the family towards the victim during 
the process of legal and psychological council and  
litigation. 

Attitude of service provider (does not differentiate 
between children of a poor or rich /influential family) 

Suitability of the facilities available at the service center. 

table 4: service Indicators
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table 6: profile of respondents who are victims of sexual violence in the special region of yogyakarta, the city of yogyakarta and 

kulonprogo

No. Age of Victim Education of Victim Marital Status of Parents Status of victim Employment of parents

1 6 Kindergarten Married Pupil Entrepreneur

2 5 Kindergarten Married Pupil Entrepreneur

3 4 Kindergarten Married Pupil Entrepreneur

4 8 Primary School Married Pupil Labourer (middle-Low)

5 14 Junior High School Married Pupil Entrepreneur

6 14 Primary School Polygamous household Pupil Entrepreneur (middle-low)

7 17 Primary School Married Pupil Entrepreneur (middle-low)

8 10 Kindergarten Married Pupil Entrepreneur

9 16 Senior High School Married Pupil Entrepreneur (middle)

10 8 Primary School Married Pupil Farmer 
middle-low)

11 15 Senior High School Married Pupil Entrepreneur (middle-low)

12 15 Primary School Widow or divorcee labourer Labourer
(middle-low)

table5: Indicators on policies

poLIcIes oF Go/nGo IMpLeMentatIon oF poLIcIes BY Go / nGo VIctIMs anD other aFFecteD persons

Policies regarding  VAW – SVAGC Policies regarding VAW – SVAGC Policies regarding VAW – SVAGC

Date, form and category of policies
Adequacy of policies and adjustment to needs emerging out of 
handling cases 

Adequacy, level of adjustment, and compatibility  
between policies in place and needs emerging out 
of handling cases

Mechanisms for implementation of policies, system of 
accountability and obstacles to implementation. Legal principles relevant to cases 

Process for policy formulation and stakeholders involved  Mechanisms and quality of policy 
implementation by those responsible/in charge  

Level of justice in legal cases on sexual violence against the girl 
child

Involvement of respondents in the process of 
policy making 

Legal principles used in litigation  Level of justice in the legal process 

Suggestions regarding the  settlement of SVAGC cases Legal principles for settlement 

Suggestions regarding the  settlement of SVAGC 
cases 
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table 7: data on respondents who are street children: 

no. Age of Victim education of Victim
marital status of 

parents
status of victim employment of parents

13 16 SLTP Married Street child Garbage collector

14 18 Primary School Married Street child Farmer

15 18 Junior High School Divorced Street child Unemployed 

16 18 Junior High School Married Street child Unknown 

17 15 Senior High School Divorced Street child Unemployed 

18 18 Primary School Married Unemployed Farmer

19 13 Junior High School Divorced Unemployed Unemployed 

table 8: profile of respondents / affected people from central Java, semarang dan surakarta

no.
relation to 

Victim 
Age of 
Victim 

education of Victim employment of Victim’s parents 
marital status 

parents

1. Mother 7 Primary School F: garbage collector 
M: housewife Married 

2. Mother 15 Doesn’t go to school, mentally retarded F: Farmer Married

3. Mother 5 Kindergarten, (not yet in school)* F: pedicab driver Married

4. Father  9 Primary School F: fixes tyres Married

5. Father  16 
(14,5)* Junior High School F : small trader

M: beggar Married

6. Mother 9 Doesn’t go to school (disabled) F : cleaner at a hospital
M: works at laundry Married

7. Mother 6 Kindergarten F: labourer
M: petty trader Married

9.
Mother Ibu 
Korban 16 

(14) * 
Senior High School (Junior High 

School)*
F: Employee of private company (middle-sized)

 M: housewife 
Divorced; offender 

natural father** 

10. Mother 6 tahun Primary School F:  Labourer; 
M: housewife Married 

11. Mother 
6 

(5)*
 

Primary School; (Kindergarten)* F: employed at a garage 
M: housewife Married 

*  at the time the child became a victim of sexual violence
**  child went with mother, mother victim of domestic violence

fIndInGs from the desk reseArch  
the ImpAct of cedAW

 Violence against women has existed for a long time 
but has only recently  received attention as a public issue. 
During the May 1998 riots in Jakarta many women of 
ethnic Chinese descent became  victims of (sexual) violence. 
This provided the momentum for two public movements 
for violence against women: 

1) On the 2nd of October 1998 the National Commission 
on Violence against Women (Komisi Nasional Anti 
Kekerasan terhadap Perempuan) was established. 

2) The number victims of violence who came forward 

and courageously testified increased, in particular from 
regions in conflict such as Aceh, Sambas, Ambon and 
other areas. This trend was reinforced by the increasing 
openness as a result of the regime change (KOMNAS 
Perempuan, 2001 : 5).

 In 1984, Indonesia  ratified CEDAW (Law no. 7/1984). 
The convention covers the following obligations on the part of 
national governments: 

a) to enshrine the principle of equality between men and 
women in national constitutions and legal regulations 
and if this is not yet done, steps should be taken to 
ensure that it will; 

b) to take other appropriate legal steps, including 
sanctions, to prohibit discrimination against women; 
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c) to establish legal protection for women’s rights on 
a similar basis as men’s and improve authoritative 
national jurisdiction in court and other government 
institutions in order to make the protection of women 
against discrimination effective; 

d) to curb any action or practice of discrimination against 
women and ensure that those who hold positions of 
power and government agencies act accordingly;

 e) to take all necessary and appropriate steps to eliminate 
discrimination against women by any individual, 
organisation or corporation; 

f ) to take all appropriate steps, including legislation,  
to diminish or eliminate what constitutes discri-
mination against women in  laws, rgulations, tradi-
tions and practices; 

g) to nullify all regulations in national law which exhibit 
elements of discrimination against women16 

 Obviously the role of the state is crucial in the 
implementation of CEDAW. The state wields political power 
over its territory and its citizens, including the power to produce 
laws that apply to all as well as the power of control over its 
implementation, if needed by force. Apparently this is not 
enough to guarantee the elimination of discrimination against 
women in all areas of life because subordination and gender 
inequities in various forms are still to be found everywhere 
in society. For instance, the government acknowledged the 
gender gap in the field of education, where only 12.8 % of girls 
completed their high school education as opposed to 17.5% 
of boys. The drop out rates were also higher for girls than boys, 
with majority of girls were of the 3.4 % who dropped out of 
senior high school level.17

 The failure of the state to implement the stipulations of the 
convention is caused by the non-existence or malfunction of 
instruments. Even the state itself is involved in discriminatory 
actions. Violence against women in all its forms still persists at 
state level. 
 Indonesia indeed seems to have ratified CEDAW 
halfheartedly. One indicator is the slow or non-existent effort 
to change laws that discriminate against women or make 
new laws to ensure the elimination of discrimination against 
women, both in the public and domestic realm. On a practical 

level, the state has also not been able to ensure that the 
judiciary is honest and fair in treating acts of discrimination 
against women. The lack of legal instruments also causes 
legal uncertainty with the result that violence against women 
continues. Many victims are afraid to report because they have 
seen so many examples of cases handled unsatisfactorily. This is 
reinforced by the legal apparatus which is not gender sensitive 
and is generally corrupt. When a case is reported, it is often 
not followed up according to procedure, or ‘put in the freezer’ 
or covered up, and thus the victim is at a disadvantage only 
because the offender gives a large bribe (KOMNAS Perempuan, 
2001:6).18

 Only after the May tragedy in 1998, several concrete 
changes in policy have been introduced. At the end of his 
term in office, President Habibi issued a decree to establish the 
National Commission for Women (KOMNAS Perempuan). 
In 1999, during the term of President Abdurrahman Wahid 
(affectionately known as Gus Dur), the State Office for the 
Role of Women (Kantor Negara Urusan Peranan Wanita) 
was transformed into the State Ministry for Women’s 
Empowerment (Kementrian Negara Pemberdayaan Perempuan) 
- and yet again, into the Ministry for Women’s Empowerment. 
The Ministry was led by Mrs. Khofifah Indar Parawansa, a 
well-known women’s activist. This change was related to a 
paradigm change about women and development rooted in the 
context of international developments and commitments.19

 During Gus Dur’s term a programme for gender 
mainstreaming was started. Through a Presidential Decree, 
all government bodies were instructed to insert a gender 
perspective into all their programmes. A Zero Tolerance Policy 
(ZTP) with regards to violence against women followed. The 
Zero Tolerance Policy declared on the 24th of November 
2000 in Jakarta - on the International Day dedicated to Anti-
Violence against Women - was signed by relevant departments 
and institutions such as the Department of Health (Depkes), 
The Indonesian Police Force, the Minister of Justice, the 
Minister of Social Welfare (Menkokesra) , and the Department 
for (Hu)Man Power (Depnaker).
 In this period the partnership between the government 
and NGOs developed well. A National Team was formed in 
the implementation of ZTP comprising government officials, 
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NGO activists and representatives of several funding 
agencies. This team formulated a National Plan of Action 
for Elimination of Violence Against Women (NPA-EVAW  
or RANPKTP (Rencana Aksi Penghapusan Kekerasan 
Terhadap Perempuan).
The mission of NPA - EVAW (RANPKTP) 20 is:

1. Increasing the responsibility of every party to stop and 
not tolerate any form of VAW;

2. Increasing the protection of basic human rights and 
creating a feeling of security for all citizens in the 
country, particularly women;

3. Creating a joint movement to prevent and eliminate 
VAW in all fields of life;

4. Attempting to settle evident cases of violence in a more 
satisfactory way;

 As a follow-up to the ZTP, the Head of Police issued an 
instruction in 2001 to set up special service desk and police 
woman desks or Ruang Pelayanan Khusus (RPK) all over the 
country where cases of violence against women and domestic 
violence in general can be reported to police officers with 
special training. At the provincial level, there is a policy to 
provide free services, treatment and delivery services for 
women and child victims of violence. For the province of 
Yogyakarta, training has been held for the police and pilot 
projects have been run in at least 5 cities. In Yogyakarta, a year 
before, at the insistence of Rifka Annisa WCC, the Special 
District of Yogyakarta or Daerah Istimewa Yogyakarta (DIY) 
Head of Police issued a decree (SK Kapolda NOPOL B 1605, 
April 2000) which ordered the establishment of an RPK not 
only at the Head Office of Police in DIY but in all police 
stations at regency and district levels (Polres and Poltabes). In 
Yogyakarta municipal decree of March 2006, the Mayor has 
provisioned integrated services (police, medical services and 
legal counselling) and even micro-credit services for women 
and child victims of violence.
 Meanwhile, also in 2001, the Department of Health ran 
a programme on gender mainstreaming focussed on issues of 
reproductive health and violence against women. The policies 
of this department and the Department of Social Affairs 
(KESOS) to manage VAW generally support the policies 
already outlined by the State Ministry for Empowerment of 

Women and refer to the RANPKTP. In accordance with its 
tasks and functions, the policies in the health sector are: 

1. Contribute to the Programme for Mother’s Health 
(Safe Motherhood or GSI - Gerakan Sayang Ibu) in 
order to prevent and suppress VAW through active 
participation of the society; 

2. Strengthen the knowledge and capacity of health care 
providers regarding preventive and curative services as 
well as rehabilitation;

3. Improve the capacity and facilities of services for cases 
of VAW, both at the level of basic services as well as 
referral systems;

4. Contribute to the development of a network to 
suppress VAW together with relevant institutions and 
parties, including NGO’s, and other community and 
professional organisations;

5. Commission research and outreach activities in the field 
of VAW.21

 Several handbooks have been published to complement 
the pilot projects on VAW in 5 provinces, i.e. in DIY, Central 
Java, East Java, South Sumatera and Lampung.  In this 
project the Department of Health has also involved many 
NGOs, both in the capital (to help formulate training and 
information modules,) and the provinces (to help implement.) 
For example in DIY, the DIY regional office of health chose 
Rifka Annisa WCC as its main partner and resource authority 
for a provincial level seminar  and for workshops organised for 
medical personnel of one state hospital and 5 primary health 
care centres (Puskesmas) in Yogyakarta. This significantly 
sensitised health personnel about the issue of violence against 
women. Unfortunately, the Province of Central Java has not 
implemented the pilot project well.22  
   In 2002, the Minister for Women’s Empowerment 
along with the Head of Police and the Minister of 
Health and Social Affairs jointly issued a decree on 
Integrated Services for Women and Child Victims of 
Violence (Pelayanan Terpadu Korban Kekerasan Terhadap 
Perempuan dan Anak). This decree subsequently pushed 
several regional administrations to start service centres 
for women and children both at the provincial and 
regency levels.23 Meanwhile the Indonesian Police 
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Force also continued efforts to establish RPK’s in police 
stations at lower levels. 
 The state has changed existing laws to accommodate the 
issue of violence against women. The draft for a new law on 
domestic violence (rancangan UU KDRT) was pioneered 
in1998. Though various arguments both for and against it 
have emerged in different places, the national legislative body 
has passed this law in 2004. The draft law on trafficking has yet 
to be passed. The draft law on the protection of witnesses and 
victims, which is also important in cases of sexual violence, has 
already been passed. 
 From the point of view of positive law prevailing in 
Indonesia, sexual violence against the girl child is only covered 
by the Criminal Code (KUHP) and the Law on Protection of 
the Child. In fact, in the Criminal Code the girl child is not 
even mentioned in the article on the prohibition of trafficking 
of children. The Law on the Protection of the Child (Law 
no 23, 2002), in particular articles 81 and 82, are actually 
supposed to make it easier to process cases of sexual violence 
against children. Unfortunately, although this law stipulates 
a minimum punishment (3 years) which is higher than that 
of the Criminal Code, it still has many weaknesses. Evidence 
of violence in the case of children under the age of 18 has to 
be presented. Very unfortunately, the definition of violence 
is still limited to being physical, as in the Criminal Code. As 
previously mentioned the perpetrator does not always use 
physical violence. The offender often uses persuasion, flattery, 
tricks, drugs, psychological and economic power and even 
“supernatural powers.” These means are not covered.

the ImpAct of Icpd
 Only 2 years after the ICPD, i.e. in 1996, a national 
workshop on Reproductive Health was held in Jakarta, that 
agreed on the following:

1. To adopt the definition of Reproductive Health of the 
WHO;

2. To define the scope of reproductive health, covering: 
safe motherhood, family planning, prevention and 
management of RTIs (Reproductive Tract Infections), 
STD’s (Sexual Transmitted Disease), HIV/AIDS, 
abortion, adolescent reproductive health, infertility, 

WomAn sells dAuGhter to pAy up debts, buy 
furnIture

The Jakarta Post, Jakarta. It may be a cliche, but grinding 
poverty continues to force women into sex work. It also drives 
children on to the streets. Dahlia, not her real name, was just 
15 when her mother sold her to a woman for rp 2 million. 
she worked in the sex industry until she was 18 and could no 
longer bear it. Upon returning to her studies, Dahlia’s mother 
threatened to kill her if she did not skip school to meet “clients”. 
Desperate for help, Dahlia told other members of her family, 
who were unaware of her past, she was working as a prostitute. 
Dahlia and her family members reported the case to the police, 
leading to Wednesday’s arrest of her mother and the woman 
she worked for. to police, the 44-year-old mother, identified only 
as Kh, said she was in debt and tired of living a life of poverty. 
she then met the woman, ns, who lived nearby in Kampung 
Bulak, central Jakarta. 
 In a statement made available to The Jakarta Post on Friday, 
ns was said to have been running her business since 2002 
through word of mouth. she received orders for girls over the 
phone. Most of her workers were under the age of 18. she sold 
their services for between rp 500,000 and rp 1 million. 
 Dahlia’s mother was able to pay her debts and buy 
new furniture and a tV set from prostitution money.  police 
said both women would be charged under the 2002 child 
protection Law and article 297 of the criminal code on 
child trafficking. If convicted, they could face up to 10 years’ 
imprisonment and a rp 200 million fine.  When asked to 
comment, women’s rights activist rita Kalibonso said forced 
prostitution was an ongoing problem here.  “this is not just 
about law enforcement but also about people’s awareness of 
children’s rights,” she said.  Family members and neighbors 
must be ready to take action if they believe a child is being 
abused.  “We cannot rely on the police to address this issue 
because such crimes happen in homes,” she said. 

Source: February 26, 2006, from www.thejakartapost.com
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cancer of the reproductive organs, and other 
reproductive health aspects such as maternal morbidity, 
and so forth.

3. To focus on 4 main areas : 
 a. Safe Motherhood
 b. Family Planning
 c. Prevention and Management 

of RTIs, STDs  and HIV/  
 AIDS

 d. Adolescent RH (Reproductive Health).
4.  To define the role and function of government 

institutions, NGO’s and other stakeholders based on 
their respective mandates, such as the Department 
of Health on the supply side, National Family 
Planning Coordinating Board (BKKBN or NFPCB) 
on the demand side, and the Ministry of Women’s 
Empowerment to take initiatives with regard to gender 
issues and women’s empowerment

5. To develop a forum for coordination between 
stakeholders in the form of a Commission for 
Reproductive Health. 

The Commission has only in 1998, been formed by the 
Department of Health and consists of 4 working groups:24 

 1. Working group (WG) on Safe Motherhood
 2. WG for Family Planning
 3. WG for Adolescent Reproductive Health
 4. WG on Reproductive Health of the elderly 

 The list shows that at that time the issue of violence 
against women did not yet receive attention. This despite 
the fact that the issue had been agreed upon as an 
important issue at the ICPD, the Beijing conference and 
the Beijing+5 conferences. 
 The point of departure regarding  sexual violence against 
the girl child encompasses two critical areas at the same 
time, i.e. violence against women and the girl child. In the 
clarification on vital issues it is mentioned that violence 
against women covers physical, sexual and psychological 
violence within the family, including beatings, sexual abuse 
of the girl child in the household, violence related to an 

unpaid brideprice, marital rape, injury afflicted to a woman’s 
reproductive organs and other traditional practices which 
are detrimental to women, violence outside of the marital 
relationship and other violence related to exploitation.25

the ImpAct of other InternAtIonAl And 
nAtIonAl documents 
 With regard to sexual violence against the girl child, the 
Convention on the Rights of the Child (CRC) which has 
also been ratified by the Government of Indonesia, is an 
important international document. Article 34 of the CRC 
mentions that:

 The Member States will make an effort to protect 
children from all forms of sexual exploitation and abuse. 
In order to do so, the Member States will specifically take 
appropriate, bilateral and multilateral steps to prevent: 

 a. Persuasion and coercion to involve a child in any  
 illegal sexual act;

 b. The exploitative use of children in prostitution or  
 other illegal sexual practices;

 c. The exploitative use of children in displays and acts  
 of a pornographic character.

 Both the UN Declaration of the Millennium of September 
2000 and the Millennium Development Goals emphasise 
the need to strengthen gender equity and empower women. 
Apart from this, in 2003, the Supreme Court of the Republic 
of Indonesia has established a Gender Focal Point that makes 
a database on cases of VAW.
 On the 31st of July 2003 a new Presidential Decree 
(Keppres RI No. 61 Tahun 2003) was  issued amending the 
decree No. 129 Year 1998 on the Action Plan for Human 
Rights in Indonesia. Point A of the fourth chapter of this 
Presidential Decree is concerned with the promotion and 
strengthening of the protection of the rights of children 
while Point B deals with the promotion and strengthening of 
women’s rights. In the last paragraph of the same chapter the 
national programme to eliminate violence against women is 
aimed to:26

a. Raise the awareness in society that it is necessary to report 
all forms of violence against women to the police, the head 
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of the community (RT/RW), the head of the village or 
neighbourhood (kelurahan) as well as to relevant social 
organisations/local NGO’s;

b. Stimulate efforts to gather statistical data on cases of 
VAW; 

c. Improve the capacity of the community to help women 
who have become victims of violence; 

d. Create provisional regulations for investigation and 
detainment by police officers in cases of women suspects 
as well as minimum standards for policy regarding female 
convicts in prison;

e. Strengthen the role of women in labour unions and 
improve the capacity of these organisations; 

 However, before this presidential Decree was to be 
implemented, the term for its acceptance was expired and 
therefore it could not be used anymore as a legal basis. This 
shows that the government is a little lackadaisical about 
eliminating violence against women although the government 
claims that they have taken the necessary action as prescribed 
by ICPD and Beijing.

the ImpAct of donors And Implementers on 
the fIeld
 In Indonesia, work on the issue of violence against women 
in general and sexual violence against the girl child in particular 
has been started and pushed forward by women NGOs. In the 
1980’s Kalyana Mitra, a Jakarta-based NGO, already started 
the discourse on gender, violence against women and rape. In 
1993, Rifka Annisa was established in Yogyakarta and became 
the first Women’s Crisis Centre in the country. 
 However, it was only after ICPD  that outside parties, 
including funding agencies, became interested in the Centre. 
The interest became more pronounced after the Beijing 
conference. Subsequently, several WCC emerged in a number 
of cities, some of them specialising in services to children, for 
example SIKAP in Jakarta and KAKAK in Solo.  Several funding 
agencies and international organisations provided active 
support such as the Ford Foundation, the Asia Foundation, 
Unifem, AusAid, OXFAM, Danida, the Dutch Embassy, Save 
the Children and also UNICEF for adolescents and children. 
Many funding agencies based abroad like the Global Fund for 

Women have also given active support. In fact, UNFPA also 
included VAW in its sixth country project, but unfortunately 
the project has been delayed due to unforeseen problems. 
 It is important to note that UN agencies such as UNFPA 
turned out to receive funding from the Dutch Embassy. This 
met with objections on the part of NGOs as it meant that 
operational costs would be high. As was the case with a number 
of other funding agencies. It is recommended that funds 
should go directly either to the Government of the country 
or to NGOs there. The sixth country project of UNFPA also 
harboured another weakness because it was to be implemented 
in only 6 provinces. ADB also funds several projects for street 
children in a number of provinces. The ADB Project in DIY 
for female street children involved 9 NGOs is considered a 
success. The Commission for the Protection of the Rights of 
Children is also active, but apparently this Commission does 
not work closely with NGOs which are concerned about  
women’s issues. As a result, the issue of violence against the 
girl child has not  received due attention by the Commission 
as is demonstrated by the lack of significant reaction on cases 
covered by the media. 
 Meanwhile, although several NGOs already have 
established services for women who are victims of violence, 
there are still very few who have any special expertise assisting 
child victims. Moreover, incest - which constitutes a very 
specific case of sexual violence involving a complex situation 
for the child and its family members - is not yet accepted as an 
issue in society at large. Notwithstanding, NGOs have already 
started a common forum, the network for VAW (Jaringan 
Kerja Penanganan Kekerasan Terhadap Perempuan or Jangka 
PKTP). On the general issue of reproductive health there is 
also the network Reproductive Health, and in Jakarta the 
Women’s Health Forum, both active in advocacy on various 
reproductive health issues.     

the ImpAct of culturAl And relIGIous 
pArAdIGms About Women And GIrls
 Indonesia’s state ideology is testament to the prevailing 
patriarchal values deeply embedded across all Indonesian 
societies. The ideology dictates that a woman’s role roughly 
follows this order of importance:27
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1) loyal supporter of the husband
2) producer and educator of future generations
3) caretaker of the household
4) additional economic provider for the family
5) member of society. 

 Moreover, it was also articulated in Articles 31 and 34 of 
Indonesia’s Marriage Law 1974 where women are designated as 
‘managers’ of the household and men as ‘heads’ of families.28

 Furthermore, conservative Muslim regional governments 
have taken the opportunity under decentralisation to 
enact by-laws that undermine the roles of women across 
Indonesia. This is despite the clear separation of powers 
delineated by the Regional Autonomy Law of 2004 which 
stated that only the central government has the authority to 
decide on religious matters.29 These are clear violations by 
the regional governments but which the central government 
has yet to take action upon. Three provinces and 22 regencies 
and municipalities have adopted formal Syariah by-laws.30 
Examples of such by-laws exist in West Sumatra, West 
Java and South Sulawesi, where female students, including 
non-Muslims, are required to cover their heads. Another 
disputed by-law was in the city of Tangerang, where, in the 
effort to regulate prostitution, any woman seen in public 
after 9pm is considered a prostitute and arrested.31         
 This patriarchal view on the subservient role of women 
also applies to girl children. A study on child abuse carried 
out in six provinces32 confirmed that cultural traditions and 
norms that regard children as ‘possessions’ of parents and 
subordinates to older persons as one of the main factors in 
abuse cases. As most child abuse studies focused on children 
over eight years, the incidences of abuse cases on very 
young children remain virtually hidden.33 Legitimisation of 
certain harmful traditional beliefs and mythical practices by 
society, for instance, having sex with children to ‘rejuvenate’ 
oneself, or ‘nggemblak’ which is widespread in East Java34 
worsen the situation.           
 Such harmful beliefs and practices have also led to the 
prevalence of child marriage (below 16 years of age) in both 
rural and urban Indonesia. The national percentage of ever-
married women aged 15 - 19 in rural areas is thrice that of 

urban areas.35 Although the average age of marriage has 
increased, several provinces, such as East, West, and Central 
Java, South Kalimantan and Jambi, still have large numbers of 
women who marry young.   
 Other small studies carried out also conclude that parents 
marry off their female children because of abject poverty. This 
is exacerbated by the view that children are obliged to obey the 
wishes of their parents.  

the ImpAct of reGIonAl lAWs And 
decentrAlIsAtIon
 Two laws formed the backbone of decentralisation for 
Indonesia. These laws are Law No. 22 on Local Governance 
and Law No. 25 on Budgetary Balance Between Central and 
Regional Government.36 The basic policy is ‘to authorise 
local government to take care and manage the needs of the 
local community according to their own needs, ability and 
aspirations.’37 The basis of the latter law is to ensure that 
‘local government has authority over all resources available on 
a shared basis with the central government according to an 
agreed formula.’38 

 The implications of decentralisation on reproductive health 
services were described as follows by the Director-General for 
Community Health in a WHO technical meeting:39 

1. There is little commitment from local government 
towards the national reproductive health programme 
due to limited allocation of budget and logistical 
support at the regional levels. 

2. Consequently, local level staff are not competent 
to manage the programme and lack experience of 
planning and budgeting, programme and budget 
negotiating, and evaluating.

3. Local government bodies have low compliance towards 
national and global policies, national and global 
standards, and national and global commitment and 
responsibilities.

4. Low protection of reproductive health needs of the 
poor, in terms of logistics and services (both medical 
and counselling).   

 On the regional level, policies related to violence against 
women are more closely linked to services. According to the 
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law on regional autonomy (UU no 22, 1999) each has the 
authority to issue regulations (peraturan daerah or Perda) 
as long as these do not contradict national law. In several 
places a breakthrough has been effectuated through issuing 
Perda’s. This has also been the case in DIY, where a Perda’s 
is under discussion on services for victims. Although the 
opportunity for the formulation of a is gradually opening up, 
the prerogative to make a Perda still lies with the executive 
and legislative bodies. However, conservative groups have 
recently used regional autonomy to reinstall “traditional 
regional values” which supposedly reflect local wisdom. 
Unfortunately, Indonesian culture tends to be patriarchal, so 
many old customs (adat), regulations, or values of the past re-
emerge as new regulations which are detrimental to women. 
Since regional autonomy has been introduced, Perda’s have 
been formulated in many regions. The contents however boil 
down to re-domestication of women for example, a curfew on 
women was introduced under the guise of safeguarding public 
morality and prohibiting prostitution. 
 With regional autonomy, the structural embedding of 
government bodies within the overall governmental regional 
structure, and even the nomenclature, are at the discretion of 
local  authorities. This counts for the provincial and regency/
municipality levels. As a result, there is no uniformity anymore. 
For example, not all provinces have a Bureau for Women’s 
Empowerment as it is the prerogative of local government 
to decide whether such a bureau is needed. It is also within 
the power of local governments to decide on the structural 
embedding of the bureau, which has consequences for its status 
within the bureaucracy and consequently the influence it can 
wield.  In East Indonesia and North Sulawesi there is a bureau 
for women’s empowerment, but the regional government has 
entrusted funds allocated for the issue to local NGOs. In 
Central Java there is no Bureau for Women’s Empowerment, 
but women’s empowerment is placed in a subdivision of the 
body for social empowerment (Bapermas). However, because 
the majority of this sub-division’s staff consists of gender 
sensitive graduates from the MA Programme for Women 
Studies from the University of Indonesia, this body is very 
active. This office has mapped VAW for the whole region of 
Central Java and presently is about to formulate a programme 

for services to victims of VAW for this region. Meanwhile, in 
DIY, a Bureau for Women’s Empowerment was established at 
the provincial level in February 2004.

fIndInGs of the fIeld reseArch
nAtIonAl leVel dAtA
 Through concerted efforts of governments and civil 
society alike, the public are becoming generally more aware 
on the severity of domestic violence and its implications. Even 
then, it is still difficult to assess the true extent of this problem, 
as this difficulty is mainly attributable to the ‘traditional 
belief and privacy of the family and the intimacy of marital 
relationships.’40 Only when women’s lives improve and there is 
an increase in women’s power to make autonomous decisions 
in their lives can real achievement be acknowledged.41 A key 
indicator of real change in power relations between men and 
women is a decrease in domestic violence and rape.42 Without 
such data, the extent of the problem cannot be accurately 
assessed and decadal change cannot be measured.43 In certain 
instances, the police do not intervene in domestic violence 
cases as they still regard it as a private issue.44 In cases of 
rape and other forms of violence against women, the police 
generally refuse to pursue the case to court, unless there are 
witnesses.45 Alhough that situation is now changing through 
gender sensitisation training for the police force in dealing 
with cases of this nature.46 
 According to the National Commission on Women 
(2001:7),47 documentation and data collection are 
very important: 

1. to provide a current and comprehensive picture of 
the situation and the seriousness of violence against 
women in Indonesia; 

2. to provide references for its management;
3. to advocate the issue to all parties concerned.

 Although documentation is very important, there is very 
little data on violence against women at the national level. A 
national survey has never been executed to generate reliable 
information on its incidence and prevalence. The little available 
data is scattered amongst institutions that give assistance 
to victims of violence, police stations and hospitals. Not all 
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table 9: According to bkkbn and kalyanamitra, the cases of violence 

against women between January 1999-november 2000 comprise: 

type of VaW 1999 2000 total

Domestic 32 33 65

Sexual harassment 3 4 7

Rape 16 6 22

Disavowed promise 4 8 12

Total 55 51 106

Source: Buku Sumber Advokasi untuk BKKBN, 2002, source: Kalyanamitra.

institutions have established a good documentation system, 
and the classification of data differs from one institution to 
another. This poses a problem for compilation. Only in the 
SDKI (Survey Demografi dan Kesehatan Indonesia or IDHS - 
Indonesian Demographic and Health Survey) 2002-2003, is 
data on domestic violence included. The government report 
for the CPD (Conference on Population and Development) 
in New York in March 2004 meeting also provides such data. 
In the CPD report, statistics are quoted from the Household 
and Demographic Riset 2001 (HDR 2001) which had 229 
male respondents and 262 female respondents. 11% of 
male respondents said they had beaten their wives at least 
once while 19% stated they had made their wives suffer 
psychologically. Amongst the female respondents, 16% 
said they had been beaten, kicked or burned (usually with a 
cigarette or iron).47 Nothing is written about sexual violence 
against the girl child. One should however, bear in mind 
that the number of children and adolescents make up a large 
part of the total population. In 2004, the total population of 
Indonesia numbered 214 million of which 30.4% are under 
15 years of age.48 In view of these figures, even if only fraction 
of today’s youth becomes a victim of sexual violence, it still 
constitutes a large number and a report like the HDR should 
have endeavoured to cover this aspect of violence too. 
 Meanwhile, no official data is available from the 
Police, the Department of Health and the Minister of 
Women’s Empowerment. The National Family Planning 
Coordinating Board (BKKBN) actually made an effort to 
research and provide data regarding aspects of reproductive 

health, including violence against women (see table 9). 
Unfortunately the data is limited as it is provided by only 
one NGO that covers a small area, so the data too is not 
representative. 
 As this data is quoted in the BKKBN’s source book for 
advocacy, it may mislead BKKBN staff to conclude that 
violence against women is not a serious problem and would 
in turn, undermine any action on behalf of this body to 
reduce violence against women. 
 For comparison it is useful to have a look at the data 
of another women’s center, the Rifka Annisa Women 

Crisis Center, which gives a different picture (see table 10).  
 The National Commission for Women according to the 
notes of in early 2004 also recently made an effort to compile 
data for the national level warn made (Komnas  Perempuan. 
Notes early 2004). The figures on VAW reported are much 
higher than that of the BKKBN:  (2001: 3169 cases; 2002: 
5163 cases; 2003: 5934 cases). Included in the total for 2003 
are 389 cases of violence against girl children. 
 If the method of documentation is not appropriate, it may 
cause serious problems when the data is used as a basis for policy 
making. If the number of cases reported is low, the magnitude 
of the problem may be considered insufficient to give the issue 
any attention, let alone priority. The Lembaga Perlindungan 
Anak (LPA; Institution for Protection of the Child) team of 
the province DIY for example, presented its research results 

table 10: cases of violence reported at the rifka Annisa Women’s 
crisis center(1999-2002)

type of VAW 1999 2000 2001 2002

Violence against wife 225 225 234 250

Violence against girl friend 50 92 103 95

Sexual harassment 18 25 13 13

Rape (including under-age) 31 28 29 29

Domestic violence (including 
children) 12 12 16 14

Total cases 336 382 395 374

Sumber Data : Rifka Annisa Women Crisis Center Jogjakarta, 2003
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on the profile of the welfare and protection of children in this 
region. The number of cases on sexual violence against children 
is very small: much less than the number of cases reported at 
the Rifka Annisa WCC alone!49 Moreover, in its analysis the 
report does not mention the “iceberg phenomenon” which is 
a characteristic of violence cases. This omission also influenced 
the conclusions and recommendations by the research team: 
sexual violence against children was considered a negligible 
problem and therefore not a priority needing intervention. It 
was revealed that the report relied on information from the 
police alone and had not used the higher set of figures obtained 
from Rifka Annisa WCC. The researchers did not check why 
these figures differed and did not take into consideration that 
perhaps it was easier for abused women to turn to a women’s 
crisis centre rather than to a police station. 
 Meanwhile, the efforts to compile data and disseminate 
information have not produced the desired results. Interviews 
with several resource persons in government circles and from 
service providers in the region of DIY reveal that they think 
that cases of VAW do not occur often, only because they have 
not come across cases or because no one has ever reported 
directly to them. This is regrettable if one takes into account 
that amongst those interviewed are a number of persons who 
are directly involved in taking care of the community’s social 
welfare. This despite the fact that data on violence has already 
been compiled and cases of violence are frequently covered by 
the mass media. 
 This is a clear indication that information on this issue 
needs to filter down to the masses, in particular in isolated 
regions and amongst those groups that do not have easy access 
to the media. Interviews with victims and their families show 
that they only came to know of the relevant laws, the existence 
of institutions that provide assistance to victims after the 
experience and reporting at the police station or medication 
by a doctor or at a hospital. 

serVIces
 The available services to victims of VAW, including cases 
of sexual violence against the girl child, are greatly influenced 
by the Zero Tolerance Policy and the policies of the Ministry 
of Health and the Police of Indonesia. It is estimated that 

polIce hunt for men Who coerced 12-yeAr-old GIrl 
Into sex Work

The Jakarta Post, Jakarta. acting on a report issued 
Wednesday by the national commission for child protection 
(Komnas anak), city police are hunting down two men who 
allegedly coerced a child into performing sex work. police have 
identified the suspects only as sn and DD, crime unit chief 
sr.comr. M. Jaelani said Friday. 
 on March 6, sn -- who is from Indramayu, West Java -- offered 
a 12-year-old girl a job as a restaurant attendant in Jakarta with 
a monthly salary of rp 300,000.  accompanied by her mother, 
the girl and sn went to the capital the next day. they two stayed 
for a week in a rented house in Kebon Jeruk, West Jakarta, while 
waiting for sn to take the girl to her new workplace. on March 
14, the suspect together with a companion, DD, escorted the 
young girl to work, while her mother waited at the house. after 
waiting for a whole day, however, sn returned without the 
girl and handed the mother rp 1.4 million in payment, which 
aroused the mother’s suspicions. 
 after demanding to see her daughter, she was taken by DD 
to meet the girl, who was in a room in a West Jakarta hotel. the 
hotel management helped her to locate her daughter’s room 
and to contact Komnas anak.  the rights body provided legal 
assistance for the child and a safe house. a medical examination 
showed signs of physical trauma, confirming she was sexually 
abused. 
 Witnesses told the police the girl had been in the hotel 
room with a foreigner.  police are tracking down the foreigner. 
according to Jaelani, the suspects violated the criminal 
code and children rights protection Law. they could face a 
maximum sentence of 10 years’ jail and a rp 200 million fine if 
found guilty. 
 Many activists are outraged by state laws on child 
trafficking and prostitution, comparing them with the U.s. laws, 
which impose heavier punishments. 

Source: March 18, 2006, from www.thejakartapost.com
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participation in the pilot project by the Ministry of Health 
mentioned above, has a direct bearing on the services provided 
by the Puskesmas in the 5 regions where the project is executed. 
Because of a decree by the Head of Police of the Republic of 
Indonesia followed by special training for female police officers 
for the RPK, there is a wider coverage.50 
 According to the notes of the National Commission for 
Women in early 2004, there were 303 institutions in Indonesia 

that provide services to women and child victims of violence. 
45% of these are women crisis centres or legal aid offices, 44% 
RPK are police stations and 11% are hospitals.  
 At the national level the Minister for Women’s  
Empowerment has taken the initiative to establish a PKT 
at the Bhayangkara Rekso Sukamto hospital and has 
subsequently pushed for centres for services to women 
and child victims of violence (in Bali, East Java, and other 

table 11: services according to Icpd poA and beijing platform for Action recommendations

ICPD stressed the availability of a comprehensive range of services, including information and education, and full access to those services.

Paragraph 7.38 states ‘…., and the prevalence of sexual abuse and violence, Governments should base national policies on a better understanding of the need for responsible 
human sexuality and the realities of current sexual behaviour.’

Paragraph 7.39 states that ‘Active and open discussion of the need to protect women, youth and children from any abuse, including sexual abuse, exploitation, trafficking 
and violence, must be encouraged and supported by educational programmes at both national and community levels. … Laws addressing those concerns [violation of rights] 
should be enacted where they do not exist, made explicit, strengthened and enforced, and appropriate rehabilitation services provided.

In Chapter D, Violence Against Women, Beijing’s Platform for Action has numerous recommendations for governments to pursue in addressing this issue. The following are 
some of the recommended actions.

124d. ‘Adopt and/or implement and periodically review and analyse legislation to ensure its effectiveness in eliminating violence against women, emphasizing the prevention 
of violence and the prosecution of offenders; take measures to ensure the protection of women subjected to violence, access to just and effective remedies, including 
compensation and indemnification and healing of victims, and rehabilitation of perpetrators;’

124h. ‘Provide women who are subjected to violence with access to the mechanisms of justice and, as provided for by national legislation, to just and effective remedies for 
the harm they have suffered and inform women of their rights in seeking redress through such mechanisms;’

125a. ‘Provide well-funded shelters and relief support for girls and women subjected to violence, as well as medical, psychological and other counselling services and free or 
low-cost legal aid, where it needed, as well as appropriate assistance to enable them to find a means of subsistence;’

125f. ‘Recognise, support and promote the fundamental role of intermediate institutions, such as primary health-care centres, family-planning centres, existing school health 
services, mother and baby protection services, centres for migrant families and so forth in the field of information and education related to abuse;’

table 12: Actual services provided at the national and district levels

A National Commission on Violence Against Women was established in 1998 by the issuance of the Presidential Decree No. 181. The government formed the national 
commission after intense pressure from women’s groups in the aftermath of the 1998 May riots.2 

1998 also saw the establishment of the National Commission for Child Protection.3 Independent Child Protection Bodies were also created in four provinces of North 
Sumatra, Central Java, East Java and South Sulawesi4. A West Java Independent Child Protection Body followed in 1999.5 The mandate of both the National Commission 
and Provincial Child Protection Bodies is to protect children from all forms of abuse and the violation of their rights.6  

A National Plan of Action on the Elimination of Violence Against Women was formulated by the government in collaboration with NGOs in 2001. This plan of action 
adopts a ‘zero tolerance’ approach. This action plan also created safety mechanisms to protect women against violence and establish new legislations to penalise offenders.

In line with the action plan, several public hospitals in Jakarta, Yogyakarta and Surabaya have integrated crisis centres to assist and protect abused women, while the police 
stations in these cities have opened “women’s desks” or Ruang Pelayanan Khusus to assist in rape and domestic violence cases.7 Additional crisis centres were integrated in 
public hospitals in more districts.8 

A decree was jointly issued by the Ministries of Women’s Empowerment, Health, and Social Affairs and the Head of Police compelling regional administrations to initiate 
service centres for women and children who are survivors of violence.9 This decree is on Integrated Services for Women and Child Victims of Violence, or Pelayanan Terpadu 
Korban Kekerasan Terhadap Perempuan dan Anak.  
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places). However, an evaluation of the quality of the services 
provided at several of these centres, based on criteria such 
as employing a gender perspective and gender approach, 
and whether or not the centre is actually used by victims of 
violence,  has not been researched.

proVIncIAl And munIcIpAl leVel 
 This study will look at both DIY (The Special Region of 
Yogyakarta) at the municipal level and at Central Java at the 
provincial level and compare findings from both areas 
 At the municipal level, in general one can say that 
respondents who are not victims themselves or who are 
working for several institutions that provide certain services 
are not familiar with the issue of violence against the girl child. 
Nearly all respondents did not know anything about ICPD 
or international policy instruments (CRC, CEDAW and so 
forth). Because they are not knowledgeable about the issue, 
many respondents did not answer the questions posed. Even 
affected people were not used to or afraid to assess the quality 
of services and therefore many refused to give an answer. 

At the proVIncIAl leVel 
 The findings of this monitoring study was collated from 
indicators developed for the field monitoring. These indicators 
generally covered services, statistics and regulations/policies. 
Monitoring was conducted at provincial and municipal levels 
of specific Central Java regions. Desk research was conducted 
on documents made available from Governor/ Regional 
Government’s offices, Bureau for Social Affairs, Bapermas 
(Bureau for Community Empowerment), Bappeda (Regional 
Planning Bureau), National Union and Community Protection, 
Regional Health Department, Regional Department for 
Social Service, referral hospitals, high courts, Office of Public 
Prosecutor, Council of Indonesian Ulama and Christian 
diocese. The conclusion of the monitoring study consisting of 
interviews held with those who work at institutions that play 
a role in the handling of cases of VAW - in particular cases of 
sexual violence against children - is that such cases occur quite 
frequently in the province of Central Java. This is supported 
by the secondary data and the mapping of these cases which 
are part of the report.

dAtA on cAses of VIolence In dIy And  
centrAl JAVA
 Data on cases of sexual violence against the girl child in 
DIY could be found at NGO’s, police stations, the Panti 
Rapih Hospital and LPA (Lembaga Perlindungan Anak - 
Child Protection Authority) because in these places services 
for victims have been opened. 
 However, not all the data has been segregated by gender 
and systems of documentation and classification are not yet 
uniform. Therefore it is difficult to come up with total figures. 
Tables 13-17 provides data on sexual violence in DIY based on 
various sources.

table 13 : data on cases of sexual violence of children in the lpA 
in yogyakarta 

age Group
number/Year

total
2001 2002 2003

≤ 5   Year - 6 - 6

6-18 Year 1 9 16 26

Total 1 15 16 32

 
table 14 : data on cases of VAW at rifka Annisa Wcc, based on 

age group (2002)  

Age Group  totalkdk kdp ktI pel-seks rApe 

5 – 12 Year 3 8 11

12 – 15 Year 1 6 7

15 – 18 Year 4     7 11

18 – 24 Year 7 24 12 8 5 56

24 – 40 Year 9 29 151 7 5 201

40 – 55 Year 42 42

>= 55 Year 4 4

Unknown 1 1 1 3

TOTAL 17 58 210 19 31 335
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table 15: cases of VAW reported at the rpk of police stations in dIy (2003) 

RPK/Polsek KTI KDP PS PKS KTP Total

Polda DIY 1 2 1 4

RPK Poltabes Yogyakarta 1 3 4

Polsek Pakualaman 1 1

Polsek Gondokusuman 1 1

Polsek Jetis 1 1

Polsek Mergangsan 1 1

RPK Polres Sleman 2 2 4

Polsek Depok Timur 1 1

Polsek Deopk Barat 1 1

Polsek Seyegan 1 1

Polsek Berbah 1 1

Polsek Ngaglik 1 1

Polsek Gamping 1 1

Polsek Moyudan 1 1

Polsek Pakem 1 1

Polsek Minggir 1 1

RPK Polres Bantul 1 1 2

Polsek Brebah 1 1

Polsek Bantul 1 1

Polsek Godean 1 1

Polsek Banguntapan 4 1 5

Polsek Dlingo 1 1

Polsek Kasihan 1 1

Polsek Pajangan 1 1

RPK Polres Gunung Kidul 1 1 3 5

Polsek Playen 1 1

Polsek Karangmojo 1 1

Polsek Nglipar 1 1

Polsek Semanu 2 2

Polsek Semin 1 1

RPK Polres Kulon Progo 2 2

Polsek Wates 2 2

Polsek Lendah 1 1

Polsek Kalibawang 1 1

Polsek Pengasih 1 1

Total 15 3 1 36 1 56
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 Meanwhile, at other places, cases of VAW have not yet 
been recorded or not yet processed in an orderly fashion. 
Therefore much of this data cannot be obtained. At the office 
of the public prosecutor, data can only be procured on request 
of the High Court (Kejati, provincial level). Moreover, cases 
are classified according to the article used in the prosecution. 
In other places there is no classification of cases by age or sex.   
 Table 18 gives an overview of the cases of sexual violence 
against women and children that were handled by the state 
court of the Central Java and cover several regencies and 
municipalities.
 Apparently, of the total number of cases of violence against 
women that came to the state court in Central Java, no less 
than 43.6 % constituted cases of violence against girl children 
According to court procedure in Central Java, everything 
that has to do with official reports and dossiers of cases is 
under the authority of the chief public prosecutor (Kejati) 
although the court sessions and the investigating process 
remain the responsibility of the public prosecutors (Kejari) of 
the regencies/municipalities. Data on the court’s decision and 
verdict are not available for every single case. Of the 124 cases 
that have been brought to court, a verdict has only been given 

in 41 cases, the lowest sentence given was 10 months, the 
highest 10 years. The lowest sentence was given in the case of 
a child in Wonosobo (demanded 10 months) and Purworejo 
(demanded 1 year and six months). The highest sentence was 
given in the case of violence against a woman in Sukoharjo 
(requested 10 years). Table 18 shows that the regency of Klaten 
ranks highest with 16 cases, while 6 regencies (Kudus, Sragen, 
Mungkid, Rembang, Wonogiri and Salatiga) rank lowest with 
1 case each.  
 The figures from the chief public prosecutor are still low 
compared to those received from the NGO LRC KJHAM 
(Lembaga Resource Center Kajian Jender dan HAM - Gender 
Studies and Human Rights Resource Centre) in Semarang which 
are based on a compilation of news items from the local media 
in Table 19. 
 The figures here clearly indicate that more cases of rape 
than of domestic violence were reported, perhaps because it is 
much easier for the media  to cover rape cases. 
 Cases of rape (in Syariah courts) have severe psychological 
and physiological consequences, for which reason the victim 
has to be taken to hospital and usually the family of the victim 
wants to the sue the offender and reports the case to the 
police. Cases of domestic violence on the other hand often 
remain hidden, because the violence takes place at home and 
the victim often does not want other people to know because 
she either considers it an internal family matter or is afraid to 
be accused of discrediting the name of the husband/family.
 In a statement at the forum that discussed the draft for 
the Perda on integrated services for women and children in 
Yogyakarta, the head of the section for health services of the 
Yogyakarta municipality stressed over and over again that 
medical examination is free for victims and covered by the 
government. But it must be kept in mind that most victims 
belong to less affluent groups. That also makes them more 
vulnerable, as offenders know. 
 Reflecting on the need for a gender perspective and 
elimination of discrimination based on gender most 
respondents reacted that they do not discriminate; all patients 
are treated the same. Therefore there is no special treatment for 
female patients. This reflects that the majority of respondents 
are not yet sensitive to the needs of women victims. Children 

table16 : data on cases of VAW at the rpk  (Women’s desk)        

polda dIy based on age group (2002) 

Age Group ktI kdp pel-seks rApe ktp  totAl

0 < X < 6 Years 1 1

6 ≤ X <12 Years 7 6

12 ≤ X <15 Years   8 8

15 ≤ x <18 Years 4 5

≥ 18 Years 2 2

Age unknown 15 3 1 14 1 29

TOTAL 15 3 1 36 1 36

table 17: data on cases of sexual violence against the girl child 
at the unit for services for women at the panti rapih hospital, 

yogyakarta (2002)  

Age Group Total 

0 < X < 12 years 6

12 ≤ X <20 years 14

TOTAL 20
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table 18:  cases of violence against women and girls handled by the state court of central Java (January 2002 until June 2003) 

regency / municipality 
Violence 
against  
women 

Violence 
against 
children

total

WONOSOBO 1 1 2

SURAKARTA 2 2 4

BATANG 2 3 5

PURWODADI 4 3 7

PEKALONGAN 1 3 4

AMBARAWA 1 2 3

DEMAK 1 1 2

PURWOREJO 1 3 4

BANJARNEGARA 2 2 4

PURWOKERTO 4 2 6

CILACAP 5 2 7

MUNGKID - 1 1

PURBALINGGA 1 2 3

MAGELANG 1 1 2

PATI 5 1 6

SRAGEN - 1 1

KLATEN 14 2 16

BOYOLALI - 2 2

BLORA - 2 2

TEMANGGUNG - 3 3

KENDAL 4 3 7

SALATIGA - 1 1

BANYUMAS 4 3 7

KARANGANYAR 1 2 3

JEPARA 2 - 2

PEMALANG 6 2 8

KEBUMEN 1 3 4

BANJARNEGARA 2 1 3

REMBANG 1 - 1

WONOGIRI 1 - 1

KUDUS 1 1

SUKOHARJO 2 - 2

TOTAL 70 54 124

Source: Kejaksaan Tinggi Jawa Tengah.
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table 19 : cases of rape and domestic Violence in central Java (mid march-mid october 2003) 

regency / municipality rape domestic Violence total

Mun. SEMARANG 23 11 34

Reg. SEMARANG 10 - 10

SURAKARTA 14 7 21

BATANG 3 1 4

PURWODADI 5 2 7

PEKALONGAN 3 2 5

WONOSOBO 1 - 1

DEMAK 4 2 6

PURWOREJO 7 - 7

BANJARNEGARA 2 2 4

CILACAP 5 - 5

Reg. MAGELANG 2 - 2

PURBALINGGA 8 2 10

Mun. MAGELANG 1 1 2

PATI 7 1 8

SRAGEN 3 7 10

KLATEN 8 4 12

BOYOLALI 6 1 7

BLORA 2 1 3

TEMANGGUNG 4 1 5

KENDAL 7 1 8

SALATIGA 6 7 13

BANYUMAS 3 1 4

KARANGANYAR 4 1 5

JEPARA 2 2 4

PEMALANG 4 3 7

KEBUMEN - 1 1

BANJARNEGARA 2 2 4

SUKOHARJO 8 2 10

WONOGIRI 6 2 8

KUDUS 1 - 1

Mun. TEGAL 2 - 2

Reg. TEGAL 5 2 7

BREBES - 1 1

TOTAL 160 67 227

 Source of data: LAPORAN AKHIR TAHUN 2003 LRC KJHAM
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are usually treated more gently. The age span for the category 
of children is very wide (0-18 year) “dimana kondisi psikologis 
dan kemampuan kognitifnya sangat berbeda.” And it goes 
without saying that the approach in counselling and other 
types of services have to take into account the age of the child, 
because children of different ages react differently towards the 
violence that they have experienced. 
 LRC-KJHAM also provided data at the provincial level in 
its end of the year report on the above cases of rape with regard 
to the relation between the offender and the victim (table 20) 
and the age of both (table 21). 
 In a significant number of cases the offender was closely 
related to the victim (natural father, friend, boyfriend, uncle, 
stepfather). This reality is ironic, in the sense that those who 

are close should actually protect the victim, but in reality 
break the trust and inflict violence. This is problematic for the 
women and girl victims as they do not have a place which can 
guarantee their safety and peace of mind. 
 This table exhibits that the majority of victims of rape 
are children less than 18 years old and the majority of the 
offenders are adults 20 years and more. This implies that the 
victim is often powerless vis a vis the offender. A girl child is 
easily trapped in a situation where the offender can rape her, 
all the more because the offender is a person she already knows 
or is related to her whom she trusts. Being a child renders her 
physically unable to fight. Interestingly, offenders seem to fall 
equally into all age groups without any one age group being 
more dominant than the other. 

table 20 : data on clients who are respondents of IrrmA, province of dIy, non street children victims - classification of relations 

between victim and offender. 

relation to victim  kdp pel-seks rape total 

Natural father 1 1

Step father 1 1

Boyfriend 1 1

Uncle 2 2

Friend 1 1

Neighbour 2 4 6

TOTAL 1 2 9  12 

Source: Respondent survey, IRRMA, province of DIY.

table  21: relation between victim and offender, central Java, 2000-20021 

relation to victim number of cases 
number of 

victims 
number of 
offenders 

Traditional healer (dukun) 8 22 8

Neighbour 61 85 65

Boyfriend / lover 13 13 15

Natural father (incest) 13 13 13

Brother (incest) 1 1 1

Friend 27 35 62

Uncle (incest) 3 3 3

Employer 6 8 6

Teacher 5 15 5

Stepfather 14 14 14

Grandfather (incest) 1 1 1

Friend / guest of parents 1 1 1

Unknown 9 10 12

Religious teacher 1 1 1

New acquaintance 7 10 14

Total 160 233 221

Note : the number of offenders is lower than that of victims, because more women have sometimes been the victim of the same offender.  

Source: Respondent survey, IRRMA, Central Java.
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serVIces
 In February 2004, at the instigation of the DIY Team 
for Development with a Gender Perspective, a decision was 
made to establish a Women’s Empowerment Bureau. It is 
hoped that this bureau can wield will sufficient authority to 
reach decisions more easily and result in larger influence on 
the allocation of funds from the government’s budget. This 
team was established in 2002 and coordinated by the body for 
regional planning (Bappeda). Now under this bureau there is 
a forum to handle violence against women and children. This 
bureau also provides a protection house for women and child 
victims of violence.
 In Yogyakarta, at the municipal level, there is a section for 
Women’s Empowerment at the office of the Body for Gender 
Mainstreaming and Social Development - Badan Kesejahteraan 
Masyarakat dan Pengarus Utamaan Gender. This is a recent 
improvement. This section cooperates and works closely with 
NGOs. It is also involved in the preparation of a Perda for 
funding the Integrated Services begun by NGOs. The planning 
bureau of the municipality is also fairly accommodating on 
women’s issues, and in its 2004 budget has even allocated 50 
million rupiah to NGOs for the establishment of a community 
based Crisis Centre in the city. Interviews with several officials 
from the city planning bureau have revealed that this success 
is mainly due to the concern of a number of individuals. 
Although gender is known as a means of analysis, it is not used 
while drawing up a budget. In the previous year a Gender-
based Budget Advocacy Training had already been organised 
for the City Administration (spurred by 3 NGOs) for a day 
care centre for children of lower class working women. At 

the same time, at the insistence of Rifka Annisa WCC and 
Dria Manunggal, a Perda was conceptualised to safeguard 
the existence of integrated services for women and children 
victims of violence. 
 The Kulon Progo district is quite far from the city limiting 
its involvement with Rifka Annisa. Women’s empowerment 
there is a section under the Service for Demography and Social 
Empowerment (Dinas Kependudukan dan Pemberdayaan 
Masyarakat). At the regency capital Wates, the Health Service 
Centre of Nadhlatul Ulama (Lembaga Pelayanan Kesehatan 
Nadhlatul Ulama -  a large Muslim  NGO) which has provided 
services to victims since 1999. However, because funds are 
limited, this organisation has not yet been able to provide 
optimal services. 
 Women in Yogayakarta are fortunate because a number 
of NGOs concentrate on women’s and children’s issues. The 
institute for the Child Protection Authority (LPA = Lembaga 
Perlindungan Anak) is quite active. There are also no less than 
5 NGOs that work intensively on the issue of violence against 
the girl child. This situation is supported by the existence 
of the Unit for Women’s Empowerment at the Panti Rapih 
Hospital  (UPP-RS Panti Rapih) and a RPK at the police 
stations at the provincial, regency and district levels. At nearly 
each police station gender sensitive staff have been trained to 
handle victims. 
 Also worth mentioning is that the province of DIY, in 
particular the municipality of Yogyakarta, constitutes one of 
the regions chosen for a pilot project by the Department of 
Health to eliminate violence against women. Because of this 
there is one general hospital (Wirosaban) and 5 Puskesmas 

table 22 :  Age group of victim and offender, central Java

Age group Victim offender 

1 – 5 years 24 -

6 – 18 yeas 161 29

19 – 30 years 37 63

31 – 40 years 1 40

> 40 years 1 47

Others / unknown 10 43

Total 233 221

 Source: LRC KJHAM Report (end of 2003)
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whose medical staff have received gender training, including 
training for initial assistance to victims. However, this project 
does not seem to have a wider impact: interviews held at other 
hospitals revealed that establishing services for victims was 
considered unnecessary. 
 The same holds true for the police. The Police (Poltabe, 
formerly Polresta) of the municipality of Yogyakarta was the 
first to establish an RPK in DIY as it was a pilot project of 
Rifka Annisa. In the course of its development, it was exactly at 
this Poltabes that many cases got stuck at the RPK for a variety 
of reasons. Also, some of the staff interviewed said they knew 
about the existence of the RPK, but had never come across a 
case of sexual violence against a child in their area. In this case 
one should question whether indeed there are no cases or is it 
because the staff does not inform the public about its services, 
or the victims are still too frightened to go the police. On the 
other hand, the police in Kulon Progo are particularly helpful. 
The head of investigation is innovative and is very open to the 
presence of NGOs. 
 As for the services, although all respondents (service 
providers, policy makers and members of society) say that 
there is no problem regarding costs because there are some 
insurance schemes for poor people, namely JPK Gakin (Jaring 
Pengaman Kesehatan - Keluarga Miskin). However some 
problems arose like getting access to the insurance (one only 
gets it when one is close to one of its officials), and another 
is the quality of the service when using an insurance card 
(one receives inferior service.) Contradictorily, according to 
the staff of the RPK, many victims have to pay the sum for 
visum52 themselves, involving costs as high as Rp. 250,000 
- a large amount of money for a poor family. If the victim is 
accompanied by a member of an NGO she may be given a 
reduced price, but what about the other victims? 
 Besides this, the police also spontaneously said that they 
are having problems with cases of violence against women 
because no special operational costs are allocated. 
 When child victims become pregnant in sexual violence 
cases, they have to receive long-term treatment. Due to the 
young age of the victim, pregnancies may be both risky and 
costly. Not to mention the costs for bringing-up an unwanted 
child. It seems costs calculated by respondents only involve 

‘berAnI’ entertAIns, teAches chIldren 
By adianto p. simamora. 

The Jakarta Post, Jakarta. nixie, a fourth grader at sD santa 
Ursula elementary school in central Jakarta, flicked rapidly 
through a copy of Berani newspaper, looking for her favorite 
column. Unsurprisingly, it was the comics.  “I like reading comic 
or short stories. even though there aren’t any short stories, it’s 
still an interesting newspaper. I’m going to ask my father to 
subscribe to it for me,” she said. 
 nixie and other students attended the launch of the 
country’s first children’s newspaper, Berani, at the culture and 
tourism Ministry on saturday.  the full color, 16-page (the 
comics are on page 11 if you were wondering), magazine-sized 
newspaper, aimed at children aged eight to 13 years, will be 
published from Monday to Friday.  chief editor Witdarmono 
said that the paper would run articles, hard news and 
features, on events taking place in the country and overseas. 
“the newspaper is aimed at making children aware of what 
happening around them. We, however, must write it in a style 
of language they are familiar with,” said the former Kompas 
journalist. “our reporters must write stories from the children’s 
points of view.”  children’s rights were the main story of the first 
edition, discussing what they were and how children could go 
about voicing them. 
 the paper, which received an Indonesian Museum of 
records (Muri) award, presented by director Jaya suprana on 
saturday, also runs a special column for students’ opinions.  “We 
also explain the meaning of difficult words and phrases, such as 
‘rights’, ‘economic crisis’ or ‘illegal logging’, in order to boost their 
understanding about an issue,” Witdarmono said.  the paper, 
managed by family business pt anugrah Mitra Dharma Grha, 
also plans to encourage students to write articles, especially for 
the Monday edition. 
 “We will teach students about journalism to hone their 
writing and reading skills,” he said.  Data from the national 
Family planning coordinating Board shows that there are 
currently about 26 million elementary school students across 
the country.  the company’s director henny rahayu said that 
the paper would be first distributed to elementary schools in 
Greater Jakarta. “We will print about 25,000 copies for Greater 
Jakarta but we don’t have cooperation with any schools to 
sell our product on their premises,” henny, who is married to 
Witdarmono, said. 
 Meanwhile, former education minister Fuad hasan has 
urged the publisher to avoid printing school lessons inside the 
paper.  “Berani must be an entertaining paper for children. Don’t 
make the paper as supplement for school work because it will 
only add a burden to the students,” he said. he also asked the 
publisher to learn in detail about the United nation’s children 
convention, which stipulates that every children has the same 
rights. 
 “I hope the presence of the paper will not create a new gap 
between children from rich and poor families,”  Fuad said. 

Source: April 9, 2006, from www.thejakartapost.com
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costs for medication of initial wounds and to arrange for the 
visum cum repertum.53 Then there are additional costs for 
pregnancy control, STDs and costs for the delivery. In DIY 
only a few obstetricians are willing to provide free services in 
cases of violence. Then again, because many cases involving 
children are cases of incest or close relationships, shelter should 
be provided for the victim at a reliable place; away from the 
offender and not close to the mother if the mother cannot 
accept her child whom she regards as her rival. Such places are 
hardly available in Indonesia, including in DIY. 
 At the provincial level, the Body for Empowerment of 
Society (Badan Pemberdayaan Masyarakat) provides data on 7 
towns and regencies of Central Java in Table 23.
 Many cases covered by the mapping report concern 
children. For example, 10 out of 14 victims in Klaten taken 
from the data base of the regional hospital (RSUD) are under 
the age of 18; 9 out of the 11 victims from the file of the 
regional hospital in Surakarta; and all 12 reported by the NGO 
KAKAK Surakarta. Differences in figures are due to different 

periods in which the data were gathered or because the victims 
did not contact all the relevant institutions. For example, the 
figures from the regional hospitals are higher than those of 
the police. This shows that many victims do not report their 
case to the police, perhaps because the case was settled by the 
parties concerned or because no attempt was made to settle 
it. However, these cases still surface through the hospital files, 
because the victim’s condition called for medical treatment. 
 In-depth interviews with key informants from the 
Province of Central Java and the cities of Semarang and 
Surakarta54 revealed that not all institutions are active in the 
field of VAW and provide services to victims. A large section of 
the respondents said that they have access to service facilities, 
but it turned out that they referred to the same institution, 
the Centre for Crisis Management for Women and Children 
(PPKPA = Pusat Penanganan Krisis Perempuan dan Anak). 
Thus, there is a heavy claim on this institution as other 
institutions tend to delegate everything to the centre. The only 
institutions that really provided services are indeed the PPKPA 

table 23 : map of gender based violence in central Java (2003)

regency /municipality source of data
rape and other forms 

of sexual violation 
sexual harassment

KENDAL
Police 5 -

Regional hospital 4 -

SALATIGA
NGO LSKAR 5 -

Court 7 -

SURAKARTA

Police( 2000 – 2002) 10 7

Court ( 2002 – 2003 ) 11 5
Provincial Hospital 
(2002 – 2003 ) 11 10

KLATEN
Police (2003) 5 6

Regional hospital  (2003) 14 -

TEGAL

Court (2003) 4 -

Public Prosecutor (2003) 2 -

Kardinal Hospital  (2003) 4 -

PURBALINGGA Police (2003) 2 -

MUNICIPALITY SEMARANG
Police (2003) 8 -

Court (2002) 11 4

Source: Gender based Violence Mapping Report for Central Java, BAPERMAS -Laporan Pemetaan Kekerasan Berbasis Jender BAPERMAS Jawa Tengah.
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and also the RPK Polda. 3 respondents were interviewed from 
each of these institutions. 
 Those interviewees who said that their institution has no 
facilities for services, gave the following reasons: 

1. The institution only provides legal services in case of 
VAW, not practical services (the public prosecutor and 
the regional court).

2. The institution is a religious one aimed at providing 
general services to the members of its religious 
community (Diocese and MUI).

3. The institution only has a legislative, controlling and 
budgeting function (Regional House of Representatives 
or DPRD/Dewan Perwakilan Rakyat Daerah)

4. The institution only plays a role in terms of strategic 
planning on these issues  (Body for Regional Planning 
- BAPPEDA).

5. The institution only plays a role as provider of 
information on these cases to society. These have to be 
followed up by other organisations 

 Only 5 out of 13 respondents from the municipality of 
Semarang and only 9 out of 19 from the municipality of 
Surakarta said they could provide services. 
 It is important to note that all respondents were of the 
opinion that it is very important to cope with VAW in general 
and sexual violence against the girl child in particular, as 
these forms of violence are all to be considered as crimes 
against humanity, and violate the dignity of a person and 
therefore should be handled by their agency. 
   conformed to the existing infrastructure. All respondents 
answered that the services are accessible, because the 
services are free and easy to reach by public transport. 
The investigation is usually free and so is the assistance by 
NGOs, while the victims are asked to pay different amounts 
of money, in particular for a visum,55 for the medical 
treatment. 
 An important aspect of service is quality. Indicators of 
quality are the operational standards of the services, the 
level of expertise of the service providers, the existence 
of alternative services, the measure of discrimination, 
information to the client on choices and the right to choose, 

and the request to the client to express consent both orally 
and in writing. All respondents of institutions providing 
services answered that operational standards are in place. 
They also answered that the service providers are competent 
and that a variety of services is available such as medical 
services, psychological counselling  
 To check whether the service is already client oriented, 
the question on information to the client at the time of 
intake about choices, the right to choose and written and 
oral consent to follow-up actions was included in the 
research format. All respondents answered that this was the 
regular procedure. 
 Most of the institutions are open 24 hours a day for 
clients and victims, while a few institutions are open only 
during office hours. This includes a number of NGOs 
because they lack sufficient personnel. The locations of 
the organisations are however easily reachable by public 
transport. 
 Several institutions have a generally good system for 
filing and documentation, in particular those institutions 
that provide services to victims. But the monitoring team 
encountered some difficulties obtaining detailed data at a 
few institutions which were not willing to disclose the data 
for reasons of confidentiality. 

the ImplementAtIon of polIcy And the lAW 
 An interview with one of the judges of the local state 
court indicates that he is really concerned. According to 
him victims need protection, while the government up until 
now does not yet provide this service. He also mentioned 
that children usually receive special attention. For example, 
when a case involving a child is brought to court, the court 
takes care that there is at least one woman judge on the 
council. 
 The verdict is the most relevant factor. In general the 
sentence for the cases under discussion are not satisfactory. 
Also, both public prosecutors and judges do not depart 
from convention to make alternative interpretations to 
the relevant articles in the Criminal code or the Law on 
Protection of the Child. Examples of sentences for the 
offence of sexual violence against the girl children.  
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 Table 24 shows that the sentences can be said to be far from 
what one would wish for and this despite the fact, that in all 
cases the victims were assisted by NGOs while the case was 
processed legally. Most sentences do not even comply with the 
minimum sentence of three years in prison as officially stated 
in the Law on the Protection of the Child (UU PA). Although 
the law has been in place since 2002, interviews make it clear 
that not all are knowledgeable about it. In DIY, the NGOs 
LPA and Rifka Annisa have made an effort to make the public 
aware of it, but that obviously has not yet had the desired 
effect. Because public prosecutors and judges are not aware of 
the new law, it is rarely used and most of them still resort to the 
Criminal Code. For example, the judge and public prosecutor 
who were interviewed did not mention the UU PA as a basis 
for jurisdiction in cases of sexual violence against children, but 
only referred to the Criminal Code.56

 Of late the police in DIY tends to be fairly accommodating 
in cases of violence against women, particularly if the victim 
is a child, because of the existence of the RPKs and because 
NGOs consistently approach the police. If the victim is 
diffable, the police is even willing to call in an interpreter. The 
police also often consults Rifka Annisa when a case is reported. 
Unfortunately, on the part of institutions like the court, such 

awareness is still lacking. Many cases are not brought to court 
because the public prosecutor is of the opinion that the case at 
hand does not meet the requirements of the relevant articles in 
the Criminal Code or the Law on the Protection of the Child. 
In Kulon Progo for example a public prosecutor declined to go 
for a legal breakthrough as he was afraid of making a mistake 
and feared he might be discharged from his duty for it. This, 
although the police had already done their utmost to gather 
all necessary evidence, including calling in a psychologist, 
which had never been done before. This case would have set a 
precedent. The victim in this case was diffable and in the cases 
of diffable abuse, the victims are not able to describe adequately 
and testify against the perpetrator. The perpetrator is aware of 
this vulnerability. This case had it gone through would have set 
a precedent by allowing a psychologist to prove the profile of 
an offender. 
 It needs to be stressed here, that nearly all victims and the 
general public consider the verdicts unfair for perpetrators of 
sexual violence against the girl child. A doctor from the Sarjito 
general hospital, for example, commented that the offenders 
need to be punished as harshly as possible. It is unjust if an 
offender is convicted to only 2 years in prison.
 Cases of sexual violence against girl street children go 
unreported. For example, all the 9 girl street children (aged 
between 13-18) who have been victims of sexual violence 
stated during the interview that their case had never been 
processed legally. There are several reasons for this. The first is 
that the girls do not know that they can report a case like this. 
And secondly, they are afraid of the police because of their 
unclear legal status, as most of them do not have an identity 
card (Kartu Tanda Penduduk = KTP). Some of them stated that 
they had even been abused sexually by a police officer at the 
time of rounding up. 
 Persons who work at the provincial institutions that handle 
these cases, the victims and other people affected in their 
environment were also interviewed about the legal procedure, 
verdicts and consequences for the victim and offender. Most 
of these respondents answered that the legal procedure did 
not result in justice for the victim as one summed it up,  
“This is not fair. Think of it, someone who steals is chicken is 
convicted, while someone who rapes a child is acquitted!” 

table 24  : court decisions on case of sexual violence against  

the girl child in kulon progo and yogyakarta 

Age of victim  courts decision on sentence

6 Prison: 2 years and 6 months 

5 Prison: 9 months

4 Prison: 2 years and 6 months

8 Prison: 2 years and 6 months 

14 Prison: 3 years  

14 Prison: 2 years and 6 months 

17 Prison: 7 years

10 Prison: 2 years  

16 (still in process at the time of this report) 

8 Prison: 2 years and 6 months 

15 Prison: 7 years 

15 , diffable (still in process at the time of this report)

Source: Respondent survey, IRRMA
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 In relation to the POA of ICPD Cairo, the cases compiled 
and the picture given above show there are several problems, 
amongst others the role of the state which minimises the 
number of cases of sexual violence against girls. Punishment 
that has been meted out to offenders is not felt to be adequate 
compared to the crime committed and hence cannot act 
as an effective deterrent. A lack of awareness and a lack of 
political will on the part of state officials accounts for this. 
Inadequacies in the legal regulations do not support a verdict 
that is satisfactory from the point of view of the victim. This is 
caused by insufficient clarity of the regulations that can be used 
in the jurisdiction of these cases.  Government institutions 
already have good intentions when it comes to providing 
services for the victims, for example by putting in place an 
integrating approach involving relevant institutions such as the 
Police Women’s Desk at the police stations and in hospitals for 
medical treatment. The involvement of NGOs is also good as 
it helps the victims to come to terms with their situation. The 
NGOs also play a role in the psychological rehabilitation of the 
victim. In this process volunteers of NGO often visit the family 
of a victim to solicit their support. 

concerns And opportunItIes for 
the future 

 Decentralisation can be seen as both an opportunity 
for and a threat to satisfactory management of reproductive 
health problems. On the one hand, decentralisation can be 
used to approach local policy makers to persuade them to 
formulate more appropriate policies in the interest of women 
in general and with regard to sexual violence against the girl 
child in particular. A drawback already brought forward by 
Sri Sumaryati Aryoso the head of BKKBN in her report to 
the ICPD Nation report to the ICPD on 2004 ICDDT. Is 
that Law no. 22/1999 states clearly that population and family 
planning are not part of the basic sectors that should be or 
become the responsibility of the local administration at the 
regency and municipality level. Evidently this condition is 
not conducive to a vigorous approach by local governments to 
combat violence against women. Those in charge in the regions 
are more interested in raising regional income than in paying 

attention to the best way of spending it in the interest of the 
public and therefore have cut back their services.
 In places where there are many NGOs active in the field of 
advocacy the situation is much better. For example, as the result 
of advocacy by several NGOs the administration of Central 
Java has responded in a positive way to the phenomenon of 
violence against women and children in its various forms. It 
has issued an official policy document, the governor’s decree 
no. 460.05/110/2003 pertaining to the establishment of a crisis 
management team for women and children who are victims of 
violence. The main task of this team is to provide protection and 
comprehensive assistance to these victims in an integrated way. 
The team also made a monitoring and evaluation study of the 
development of the management of women and child victims 
of violence at the Centre for Crisis Management for Women 
and Children (Pusat Penanganan Krisis untuk Perempuan dan 
Anak = PPKPA ). All the funds needed as a result of the decree 
were charged to the budget of province of Central Java and 
other legal sources of funding which are not binding in terms 
of concomitant policy by the receiving institutions. The same 
development also took place in DIY. 
 To facilitate technical implementation in the field and to 
establish a clear standard for operation a permanent procedure 
(prosedur tetap = Protap) was drawn up. To bring the various 
institutions involved into line, it was considered necessary to 
depart from convention. To foster this, several concepts related 
to the main elements of implementation were explained in the 
Protap: 

1. Crisis management for women and children consists of 
integrated services for victims of gender-based violence 
that is handled by a team crosscutting functions and 
sectors so the medical and non-medical examination, 
as well as the police interrogation and investigation can 
be done at the same place without further psychological 
burden for the victim.

2. The coordinator of the crisis management services 
for women and children is a doctor with knowledge 
of a forensic clinic, and is responsible for the smooth 
handling of victims of violence including the taking of 
a visum. She does not supervise other parties involved 
(police officer, psychologist, counsellor, office for legal 
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aid, social workers), because her function is restricted 
to that of coordinator only of the crisis management 
services for women and children. 

3. Victims of gender-based violence may be defined as : 
 a. women who are victims of domestic violence.
 b. women and children who are victims of physical,  

 psychological and  sexual violence. 
 c. children who are victims of abuse / rape

 Technical matters which are regulated through the protap 
cover the provision of services from the moment the case is 
reported and cover the following: 

1. Emergency Unit (Instalasi Gawat Darurat = IGD ).
2. A place for crisis management for women and 

children. 
3. A place for interim care for victims 

 The existence of the governor’s decree on the Centre for 
Crisis Management for Women and Children (PPKPA) is an 
excellent opportunity to develop a comprehensive service for 
these cases. It can serve as a basis for the formulation of regional 
laws (Perda). The political will of this provincial administration 
can also serve as a basis for regency and municipality adminis-
trations to take the same action. NGOs need to support this 
policy by way of strengthening its implementation though 
improvement of the services of the Centres for Integrated 
services (PPKPA). This policy can also support advocacy on 
the national level, in particular to put pressure on the central 
government to make the necessary legal changes. 
 The mapping of cases of violence against women in 35 
regencies plus municipalities in Central Java which is made 
by the Bureau for Community Empowerment  (Bapermas) 
is useful for better management in the future. Now that this 
mapping is available, it can serve as a basis for policy making 
on the management of cases of VAW by each of these regencies 
and municipalities. It is also useful to define technical steps for 
implementation. 

conclusIon

 A number of recommendations addressed the relevant 
institutions regarding ways to handle cases of sexual violence 
against the girl child better. In general respondents emphasise 

the importance of an improved legal process in all its aspects. If 
the legal regulations and processes are improved, this will give 
the victim a sense of justice being done and may deter possible 
perpetrators because of the heavy sentences involved. 
 It is obvious that many problems still need an answer. Social 
and religious groups can work together to raise the awareness in 
the community on the need for more equity between women 
and men. Besides this, the community can also develop support 
groups for victims, and can even build alliances to control the 
implementation of policies and laws to ensure justice is served 
to the victims.  
 NGOs, the private sector and  professional groups can 
support the government and act as a liason between the 
government and society. 
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“We know that getting information from the 
internet and pornographic books confuses us 
but where are we to get information from?” 
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4
Chapter

Adolescent Sexual and 
Reproductive Health and Rights

By Hambali

INTRODUCTION
 
“The reproductive health needs of adolescents as a group have 
been largely ignored to date by existing reproductive health 
services. The response of societies to the reproductive health needs 
of adolescents should be based on information that helps them 
attain a level of maturity required to make responsible decisions. 
In particular, information and services should be made available 
to adolescents to help them understand their sexuality and protect 
them from unwanted pregnancies, sexually transmitted diseases 
and subsequent risk of infertility. This should be combined with 
the education of young men to respect women’s self-determination 
and to share responsibility with women in matters of sexuality 
and reproduction.” (ICPD Programme of Action , Para. 7.41)
 The World Health Organisation (WHO) defines 
adolescence as the period of progression from the onset 
of secondary sex characteristics to sexual and reproductive 
maturity; the development of adult mental processes and adult 
identity; and transition from socio-economic dependence to 
relative independence (10-19 years).1 This is a crucial period 
both for the individual and for society as a whole. Many 
adult perceptions and behaviours are actually formed during 
this period and it is imperative to focus on this group and 
educate them about their sexual and reproductive health 
and rights. Adolescence is also variously defined as a period 
of transition from childhood to adulthood. In Indonesia the 
period of adolescence spans different years. Many studies on 
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adolescent reproductive health define adolescents as young 
people aged 15-24 years2 because many parents believe that 
children who are still in primary school are too young to be 
interviewed about issues related to sexuality. The Indonesian 
Ministry of Health defines adolescents as those aged 10-
19 years3 in its programmes, while the National Family 
Planning Coordination Board’s (BKKBN’s) programmes 
define adolescents as those aged 10-24 years. In everyday life, 
adolescents (remaja) are defined as single and aged around 
13-16 years, or those in junior or senior high school. The 
adolescent population of Indonesia is rather high – 40.6% of 
the total population or  220,485,945 people in 2002.4 

 Advocacy for sexual and reproductive health and rights 
includes knowledge of reproductive organs and their 
functions, and the processes and systems related to a guarantee 
of reproductive safety - physical, mental and social.  It also 
includes the right to freely determine and be responsible for 
the number, spacing and timing of births, the right to obtain 
information and tools to control reproduction, the right to 
have the highest standards for reproductive and sexual health, 
the right to make decisions free from discrimination, force and 
violence (Chapter VII, Conference Action Cairo).5 Globally, 
the Programme of Action of the International Conference 
on Population and Development (ICPD), held in Cairo in 
1994, placed great emphasis on the problems and needs of 
adolescents precisely because sexual and reproductive health 
of adolescents is of growing concern.
 The aim of the development of  reproductive health services 
and education for adolescents is to protect them from the risks 
of early marriage, unwanted pregnancy, abortion, sexually 
transmitted infections (STIs), HIV/AIDS and sexual violence. 
Furthermore, the effort to upgrade adolescent reproductive 

health and sex education will enrich the quality of life and 
create harmony between people.  In the end, it is hoped that 
the access to adolescent reproductive health education and 
services will increase their independence in looking after their 
reproductive functions and processes, and their sexuality, so 
that their reproductive health rights will be fulfilled and their 
quality of life is enhanced.
 The influence of ICPD on Indonesian adolescent 
reproductive health policy was demonstrated by the attention 
given to it by the government.  In 1996, the Essential 
Reproductive Health Services Packet (PKRE) was issued 
by the Department of Health; one of its key targets was to 
prepare adolescent reproductive health services. Later in l998, 
the Indonesian Department of Health issued a management 
guideline on essential reproductive health services for the 
central Community Health Centers (puskesmas).  The 
formation of the National Commission on Reproductive 
Health (2000) was continued, with the aim of upholding the 
results of the ICPD  Plus 5 agreement in Den Haag (1999.) 
In addition, the Indonesian Department of Health issued a 
policy to extend information and reproductive health education 
to adolescents,  to  be implemented by the BKKBN and the 
Department of Education. In 2000, the BKKBN created 
a programme for the establishment of adolescent reproductive 
health to be integrated into family planning services, such 
as, the Protecting Adolescent Couples Programme (BKR), 
Center of Reproductive Health Information for Adolescents 
(PIKR), and Family AIDS Awareness. Later in 2001, 
the Department of Education introduced reproductive health 
education into schools.
 However, in Indonesia, the controversy on whether 
or not sexual and reproductive health education and services 
should be extended to adolescents persists. This is one of 
the reasons that the adolescent sexual and reproductive 
health policy has not been yet implemented in the country. 
Adolescent sexual and reproductive health and rights 
education is a contentious issue because society is still divided 
on whether its introduction will signal social approval for 
premarital sex and encourage promiscuity. Hence this topic 
needs to be handled with great sensitivity when dealing with 
either parents and elders or with adolescents themselves who 

Table 1: Adolescent Population of Indonesia 

Adolescent 
Population 
(ages15–24) (000’s)

2000 2005 2010 2015 2020

Males 21,415 21,741 21,659 21,486 21,036

Females 20,853 21,170 21,044 20,855 20,416

Source: World Population Prospects, The 2000 Revision.
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feel awkward, embarrased and self-conscious when discussing 
issues of sexuality. At the same time, worldwide trends of 
extended years of education and delayed age of marriage 
point to sexual activity outside the institution of marriage. 
It is therefore necessary to educate young people about the 
means of protecting themselves from the risks of pregnancy 
and STIs.   
 Even though ICPD strongly emphasises the importance 
of adolescent reproduction, it still has not been given serious 
enough attention. Socio-culturally, reproductive and sexual 
health is regarded as a purely biological matter and it is taboo 
to speak about it publicly. Sex is regarded as occuring only 
within the institution of marriage and can only be discussed 
as such.  This situation is attenuated by various rules and 
regulations which limit adolescents in obtaining access to  
reproductive health  services.
 Married adolescent women have access to public 
reproductive health and family planning information and 
services because access is given only to married couples. 
Government family planning services also offer information, 
education and counselling but do not provide contraceptive 
methods to unmarried people.6 Indonesia’s current population 
and development strategies are based on Population Law No. 
10/1992, which limits family planning access to married 
couples. As a result, the needs of unmarried women and 
adolescents cannot be legally met by existing public services.
 Abortion is illegal in Indonesia (Law on Health 
No. 23/1992), except for medical reasons following 
defined procedures. Nonetheless, induced abortion is 
widely practiced by both married and unmarried women. 
A study carried out by the Centre for Health Research at 
the University of Indonesia in 2000 estimated that there 
are around 2 million abortion cases per year and roughly 
30% of them occur among adolescents.7 
 This research study is an attempt to describe 
the implementation of ICPD, with particular regard to 
the sections on the obligations of governments in opening 
up access for adolescents to formulate reproductive health 
rights such as Chapter VII (Section E). The goal is to 
map the reproductive health situation of adolescents in 
Indonesia and the government’s responsibility in granting 

access to information and adolescent reproductive health 
services in accordance with ICPD. For the purposes of this 
research, adolescent sexual reproductive health and rights 
is pertinent to general adolescents but does not include 
adolescents who may be trafficked into the sex trade or are 
engaged in commercial sex. 
 Monitoring the implementation of ICPD Programme of 
Action is one way of peeking into the reality of adolescent 
reproductive health and the access available to them to realise 
their needs.  This research is important: it is a means of making 
the government accountable for putting ICPD into effect.

RESEARCH METHODOLOGY
ObjECTIvES
 The goals of monitoring ICPD Programme of Action are:  

1) To illustrate the knowledge and attitude of 
adolescents concerning reproductive health, at 
the same time mapping the gravity of the issue 
that is faced by adolescents in giving shape to 
reproductive health rights.

2) To describe the policies which have been enacted by 
the Government (Central/Regional) in opening up 
access and sexual and reproductive health services for 
adolescents in accordance with ICPD agreement.

3) To put together a position paper that will become 
advocacy material in encouraging adolescent 
reproductive health policy.

 The government must pay attention to those policies 
which have already been set forth in the ICPD, Chapter VII 
(Section E), namely the effort to protect and promote adolescent 
rights to obtain the highest health standards available, obtain 
health services which are specific and proper for adolescents,  
affordable, and known to be effective for the sexual and 
reproductive needs of adolescents, including reproductive 
health education and information, counseling and strategies 
for the promotion of health. These services must protect 
adolescents by guaranteeing privacy, self-determination, and 
respect for their cultural and religious values in the light of 
international agreements.
 In this way, monitoring indicators will focus on three 
important aspects of adolescent reproductive health, namely:  
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access to information and education, access to services 
and participation in the process of planning reproductive 
health services policy.
 The research includes:

a. The situation of adolescent reproductive health in 
Indonesia

 • Level of knowledge and attitude on reproductive  
 and sexual health

 • Obstracles and challenges faced by adolescents in  
 gaining access to information and services related  
 to reproductive health advocacy rights

 • Adolescent participation in the policy planning  
 process on reproductive health 

b. Government policies on adolescent reproductive health 
 • National Policy
 • Regional Policy (Provincial and Regency levels)
c. International policy related to adolescent rights in 

meeting their reproductive health demands
 •  Donor Agency Policy (World Bank, UNFPA, etc)  

 on the fulfilment of adolescent rights on repro- 
 ductive health 

d.   Aspects  re la ted to  the  implementat ion of  
 government policy (Central/Regional) that concern  
 access to reproductive health for adolescents

 • The form of the programme to be run
 • Programme approach methodologies
 • Budgetting for adolescent sexual and reproductive  

 health and rights  
 • Facilities and human resources
 • Cooperation/partnering on reproductive and sexual  

 health
 • Programme accountability
e. Obstacles and challenges in operating adolescent 

reproductive health services 
 • Socio-cultural challenges
 • Legal and regulatory obstacles

EXPECTED OUTPUTS
 These are the expected outputs of the monitoring research:

1) The collection of data will become the basis of 
formulating adolescent reproductive health rights 

policy advocacy for the Indonesian government, 
donor agencies and the international community. 

2) The identification of supporting factors and obstacles 
in the implementation ICPD in Indonesia. 

3) The monitoring will also provide specific data/
information related to the implementation of ICPD 
that is connected to  adolescent rights to reproductive 
and sexual health access within the context of regional 
autonomy. This issue is very important, especially in 
relation to the political change in Indonesia in 2002, 
which resulted in the enactment of Amendment No. 
22, 2002 on regional government and Amendment 
No. 25, 2002 on Regional Finance. These amendments 
will have implications on the ICPD Programme of 
Action that was signed by the Indonesian government 
in l999.

4) The findings of this monitoring will also become 
the groundwork for advocacy strategies to urge 
the Indonesian government to work on ICPD  
commitments (see table 2).

KEY INfORMANTS
 The compilation of field based research data was conducted 
using technical questionaires and focus group discussions 
involving 338 respondents from multi-stakeholders such 
as:  regional civil servants, members of the legislature 
(DPRD - Dewan Perwakilan Rakyat Daerah), NGOs, youth 
organisations, women’s organisations, teachers, community 
and religious leaders, health providers, mass media, parents, 
adolescents (both in school and out of school).  The above 
subjects come from three provinces, i.e. Jambi, West Sumatra, 
Lampung. The distribution per province is shown in Table 3. 

METHOD Of DATA COLLECTION AND ANALYSIS
 The methodology used was desk and field research, utilising 
questionnaires and focus group discussions. The desk research 
data was collected through a study of the literature as well as 
various documents produced by the Indonesian Government, 
related to national and regional policies that support the 
implementation of ICPD.  These documents are in the form of 
books, regulations, and operational and technical guidelines.
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 Some of the documents and policies to be the focus 
of discussion/analysis are: Cairo ICPD 1994 document, 
Recommendation Results from ICPD+5, Beijing, Platform 
For Action (PFA), CEDAW, Indonesian Constitutional 
Amendment 1945, Indonesian Regulation No. 10/1992 
and No 23/1992, Indonesian Government Decree No. 433/
MENICES/SK/V/1998 concerning Essential Reproductive 
Health Services and Comprehensive Reproductive Health 
Services, National Development Programme 2002 and 2003, 
Regional Development Programme 2002 and 2003, Advocacy 
Guidebook on Family Planning and Reproductive Health 
produced by the National Family Planning Coordination 
Board (2002), draft of the Reproductive Health law, draft 
of the Population law and various research findings that are 
strongly related to reproductive health issues.

Table 3: Reproductive health: Monitoring Distribution of 
Respondents 

Background Jambi W.Sumatra Lampung

Heads of Bureaus at Provincial level 4 2 2
Heads of  Bureaus at Regency/
Municipality level

8 6 6

Legislative 3 2 2

Community Health Clinic doctors 5 2 2

Midwives/Family Planning 10 4 3

NGO/Youth Organisations 6 4 4

Secondary School teachers 15 10 14

Parents 23 13 10

Junior High Students 15 23 20

Senior High Students 15 20 20

Adolescent drop outs 30 13 15

Mass media 4 2 1

Total 138 101 99

Table 2: framework and monitoring indicators

CAIRO ICPD +5 RECOMMENDATION
RELEVANCE TO ON CURRENT 
ADOLESCENT REPRODUCTIVE 
HEALTH CONDITIONS

NEEDS AND REALITY

GOVERNMENT POLICY 
FOR ASRH (LOCAL AND 

NATIONAL)

Countries with international community support 
must protect and develop the rights of adolescents 
concernng sexual and reproductive health 
education and treatment

Many adolescents experience unwanted 
pregnancy, STI/HIV/AIDS infections 
and early marriage, because they haven’t 
received sexual and reproductive health 
education

Have adolescents been able to 
easily obtain reproductive health 
information and services provided 
by the government?  Where can 
adolescents get information on 
sexual and reproductive health?  
How many adolescents have 
gotten information on sexual and 
reproductive health services?

 What policies have been made 
by the government (Central/
Regional) relating to the delivery  
of information and services on 
adolescent reproductive health ?

Eradicating legal and socio-cultural obstacles 
which obstruct adolescents from obtaining sexual 
and reproductive health education 

What difficulties are still being faced by 
adolescents in obtaining reproductive 
health information and services?

What impact is being experienced 
by adolescents as a result of the 
difficulty in obtaining reproductive 
health information and services?
How are adolescents finding the way 
out from the socio-cultural and legal 
obstacles in obtaining reproductive 
health information and services?

What concrete steps have 
been taken by the government 
(Central/Regional) in eradicating 
legal and socio-cultural obstacles 
relating to adolescent rights 
to obtain reproductive health 
information and services?

Involving adolescents in the planning, 
implementation, monitoring and evaluation 
that has to do with the policies on access of 
reproductive health services? 

What percentage of adolescents are 
involved in the putting together 
of policies related to sexual and 
reproductive health

Is there a space for adolescents to 
become involved in the planning 
of the reproductive health needs on 
all levels

Are there any regulations 
(national and local) as well 
as NGOs which can give 
adolescents the opportunity to 
participate in policy planning 
that has to do with reproductive 
health needs?
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 Data was procured (via questionnaires and focus group 
discussions) from government civil servants, legislative 
members, official sector employees, religious figures, 
community leaders, parents, adolescents, the media 
and health providers. 338 people were the respondents 
from three provinces in Sumatera (Jambi, Lampung and  
West Sumatera).
 On the whole, this monitoring presents field data 
relating to the situation of adolescent reproductive health 
post ICPD and the policies undertaken by the government 
in opening information access and reproductive health 
services for adolescents.

ObSTACLES
 We came up against the following obstacles during the 
monitoring:

a. Attitude of tight-lipped regional civil servants hindered 
our attempts to gain access to information, particularly 
which related to regional policy.

b. The busy schedule kept by key informants (regional civil 
servants) made it difficult to interview all of them.

c. The scope of the monitoring area was geographically 
large that it made it difficult for the interviewers 
to communicate with each other on the problems 
encountered in the field.

d. The difficulty in accessing funds also influenced the 
interviewers’ performance in certain areas.

e. Most informants did not understand the terminology 
used and needed clarification and, consequently, time. 

fINDINGS fROM THE DESK RESEARCH
ADOLESCENT REPRODUCTIvE HEALTH IN INDONESIA
 Although significant progress has been made in health 
and family planning programmes in Indonesia, adolescent 
reproductive health still needs improvement. Unplanned and 
unintended births are still high among adolescents - 4.1% of 
women at childbirth are aged less than 18 years.8 Around 58% of 
abortions are among adolescents 15-24 years.9 10% of women 
were married, aged less than 16 years.10 Early pregnancies 
carry many risks. Adolescent girls are not physiologically ready 
for childbirth. These risks are compounded by anaemia and 

under-nourishment: 36% of female adolescents aged 15-24 
years are malnourished11 and 52% of adolescents are anaemic 
according to the 1995 Indonesian Demographic Health 
Survey. With the current trend to postpone marriage many 
more are likely to engage in premarital sex. This puts young 
people at greater risk of unintended pregnancies, abortions 
or births among unmarried adolescents. Unsafe abortion is 
regarded as one of the major contributors for maternal death 
for women aged 15-19 years. Simultaneously, young people 
are also at risk for contracting STIs which may impair their 
reproductive health in the long run if they lack the ways and 
means to protect themselves. Table 4 shows how more and 
more young people are completing their education and hence, 
delaying marriage. 

 Interestingly enough, Table 5 applies general Total Fertility 
Rate (TFR) statistics to the population of adolescents to create 
a possible scenario of what may be happening with adolescents. 
This creates the case for adolescent sexual and reproductive 
health and rights education and awareness. 
 Table 6 shows the unmet need for contraception among 
adolescents which also helps substantiate the scenario depicted 
in Table 5. 

Table 4: Comparison of rising education levels among 
adolescents (15-24 years)

Level of Education (%)
1991
Males

1991
Females

1997
Males

1997
Females

No Education 2.4 4.5 1.7 2.2

Primary Incomplete 14.7 19.4 11.9 12.5
Primary Complete/Some
Secondary

26.3 
31.3 26.4 30.9

Secondary Complete and 
Higher

56.6 44.6 60.0 54.4

Source: IDHS

Table 5: Comparison of Estimated Pregnancy Outcomes for
adolescents (15-24 years old) 2000-20201

Pregnancy Outcomes 
(000’s)

2000 2005 2010 2015 2020

Total Pregnancies 3,353 3,428 3,424 3,401 3,500

Births 2,120 2,171 2,170 2,155 2,208

Abortions 730 743 740 736 767

Miscarriages 503 514 514 510 525

Source: Adolescent Reproductive Health Indonesia, USAID, 1997.
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 The Center for Health Research University of Indonesia 
(CHR-UI) and the Ministry of Health (MOH) 
have conducted regular behavioural surveillance surveys 
(1996-2000) in 4 major provincial cities of Jakarta, Surabaya,  
Manado and Bitung. Among the salient findings were that: 

a) age at first sex can begin as low as 14 years, or during 
junior high school, 

b) average age of first sexual experience was 19 years, 
c) among the males, many had their first sexual experience 

with a sex worker, 
d) many of the sex workers had their first commercial sex 

experience before the age of 18,
e) about half of the sex workers were commercially active 

in their 20s.12 
 The regular behavioural surveillance surveys also 
indicate that among the young female sex workers who ever 
experienced STIs, there was a range of 2-14% who reported 
ever experiencing syphilis, and up to 30% reported ever 
experiencing gonorrhea. The most recent CHR -UI study in 
2003 (supported by UNICEF) was a survey among adolescents 
(in junior high school or SMP) in Papua. It found that many 
SMP students were already sexually active. Around half of all 
students reported having a boyfriend or a girl friend. Dating 
behaviour commonly entails conversations, holding hands, 
and hugs. A third of students reported kissing on cheeks 
and or lips. 17% reported caressing the genital area, and 8% 
went as far as petting without penetration. In terms of early 
sexual contact, more than a third - 38% - of all SMP students 
reported having friends who have had sex. Around 11% 
reported masturbating, and around 12 % reported having sex. 
First sexual contact among students can be early as 8 years 
old. Among those who reported having sex, more than half 
reported first sex at the ages 13-15 years. First sex is often with 
their special friend and takes place outside their homes. The 

reported ages of first sex partners are similar to the respondents 
(13-15 years old).13

 The findings of the survey conducted by the Demographic 
Bureau of the Economics Faculty at the University of Indonesia 
(LDFEUI) and the National Family Planning Coordination 
Board in 1999, which surveyed 8,084 adolescents aged 15-24 
in 20 regencies in four provinces (West, East and Central Java 
and Lampung, Sumatera), found that 46.2% of the adolescents 
felt that a girl could not get pregnant if she only had sexual 
intercourse once.  Male adolescents held this misconception 
more than females (49.6% compared to females at 42.3%).14

 It was also found that only 19.2% of adolescents were 
aware of the increase in risk for STIs if they had more than 
one partner. 51% thought that they could get HIV/AIDS 
only with a prostitute.15 2.2% of the respondents were in 
agreement that it was acceptable for boys to have sex before 
marriage.  This figure goes down to 1% if applied to girls.    If 
sexual intercourse takes place between two people who love 
each other, then the percentage of respondents who say that it 
is alright rises to 8.6%. If they plan to marry, then the figure 
goes up to 12.5%.16

 The above survey is also telling of the sexual behavior of 
adolescents. An average of 2.9% of adolescents are already 
having sex:  3.4% of boys and 2.3 % of girls.  Another survey 
conducted by Utomo et al. on high school students in Menado 
(Sulawesi) shows a higher percentage, e.g. 20% of boys and 
6% of girls have had sex.17

 The Indonesian Family Planning Programme conducted 
research on adolescent sexual behavior in 18 provinces in 2001 
with similar results.  Out of 15,350 respondents consisting of 
8,255 girls and 7,095 boys, data was obtained that 3.2% of 
the adolescent girls had been sexually active since they were 
16 and 5.7% of the boys since they were 17.18 A study in Bali 
found that 4.4% of urban girls are already sexually active.  In 
West Java, the findings show that there is a difference between 
urban (1.3%) and rural (1.4%) females who are continually 
sexually active.
 The sexual attitude and behavior of Indonesian 
adolescents give a high-risk impact toward the rise in 
unwanted pregnancy, abortion, sexual violence and the 
increase in sexually transmitted diseases (STI, HIV/AIDS). 

Table 6: Unmet need for contraception for adolescents 
(15-24 years old)

Unmet Need (%) 1991 1994 1997

Total Unmet Need (ages 15–19) 15.6 13.7 9.1

Total Unmet Need (ages 20–24) 13.6 10.9 8.6

Source: IDHS 
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Research conducted by the Indonesian Family Planning 
Association (PKBI) in 2001, found that the percentage of 
female adolescents that had an unwanted pregnancy and 
visited their Youth Center asking for assistance was 30.5%. 
Whereas according to estimates of the Women’s Health 
Foundation (Yayasan Kesehatan Perempuan/YKP) and PKBI 
there are between 1-2 million abortions a year, and that 20% 
of those are by adolescents with unintended pregnancies. 
There is no available data on adolescents with STIs at  
this time.
 Aside from the rise in unintended adolescent 
pregnancies and abortions, there is also a rise in sexual 
violence (especially  rape) and STIs amongst adolescents.  
Based on what is reported in the mass media and to 
the police, sexual violence (especially rape) against 
adolescent girls and underaged children is increasing. 
The perpetrators, aside from adults, are adolescent boys 
aged 12-24 (56.7%). This may also be due to the inability 
of young men to engage and pursue healthy sexual 
relationships and have to resort to ‘coercion’ (and violence) 
in order to achieve their aims. At the same time, equally 
disturbing, is data from the Indonesian Department of 
Health until December 2003, from 4,091 reported cases 
of HIV/AIDS, the prevalency rate for adolescents (from 
5-29 years old) suffering from HIV/AIDS was 678 or 
16.57%. These figures indicate clearly that young men 
and young women who have no access to information 
and services for sexual and reproductive health are 
disadvantaged. Adolescents are also exposed to other risk-
related behaviours. This includes substance use (smoking, 
alcohol and drugs) and exposure to STIs and HIV/AIDS. 
The above figures are just the tip of the iceberg, because 
sexual issues are sensitive and not all cases are reported.  
 This situation has arisen primarily because of the 
low level of knowledge adolescents have about their 
sexual and reproductive health.  This is due to the fact 
that adolescents often do not feel comfortable talking 
about their sexuality, their bodies, their desires and their 
biological urges. However due to the fact that they are 
naturally curious and are willing to take risks, they will 
try and obtain this information and experience. The 

survey and research results conducted in various areas 
in Indonesia show that about 86% of information on 
adolescent sexual and reproductive health is obtained 
from friends, mass media, pornographic books and 
the internet. Only 13.5% got their information from 
teachers, parents or adolescent service centers, such as the 
Youth Center of the PKBI. Based on a survey of sexual 
behavior, adolescents have risky sexual behaviours because 
of the wrong type of information procured from the mass 
media, friends, pornographic books and VCDs, and the 
internet and because they lack access to sound education 
and information.
 Adolescents get information on sexual behaviour 
from their friends and the mass media because their 
parents are not motivated to give them information on 
sex and reproductive health. Parents are often afraid 
that this will, in fact, encourage sex outside of marriage. 
This is a misconception because a number of research 
findings denote that children who learn about sex from 
their parents or teachers have the tendency to exhibit 
better sexual behavior from those adolescents who get 
information elsewhere.19 Parents are reluctant to talk to 
their children about sexuality and reproductive health 
due to their lack of confidence as well as their lack of 
knowledge on sexuality. The taboo nature of the subject 
also serves to silence parents. 
 This denial of adolescent sexuality is shared by religious 
and community figures and the government. Religious 
and community figures feel that sex and reproductive 
health education is a “Western product” and is not 
appropriate for Indonesians both young and old. Sexual 
and reproductive health education for adolescents is often 
conceived as a push for adolescents to have free sex and 
promote sex outside of marriage. This attitude of religious 
and community leaders prohibits adolescent sexual and 
reproductive health education because the government 
itself is torn between the ‘health’ and ‘moral’ aspects of 
the issue. This is why the Indonesian government has not 
made serious effort to eradicate the socio-cultural and 
legal obstacles so that adolescents could be provided with 
their reproductive health rights and services.
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GOvERNMENT POLICIES ON 
EMPOwERING ADOLESCENT 
REPRODUCTIvE HEALTH
 There is no government policy specifically connected with 
adolescent reproductive health services after the Regulation 
No. 10, 1992 on Population and Family Welfare, and 
Regulation No. 23, 1992 on Health that were issued by 
the Indonesian government before ICPD. The government 
has not yet been able to resolutely manage adolescent 
reproductive health services. In many of its sections it 
even hampers adolescents obtaining access to reproductive  
health services.
 The government policy issued by the Indonesian 
Department of Health in 1996 on the Essential 
Reproductive Health Services (PKRE) packet implicitly 
talks about adolescent reproductive health services as a part 
of the PKRE, but this has yet to be carried out. Although 
in 1998, the Indonesian Department of Health followed 
up by issuing a Guide to the Management of Essential 
Reproductive Health Services in centres of basic health 
services, for various reasons adolescent reproductive health 
services have not yet been implemented.
 In 2000, following up on the findings of ICPD+5 in Den 
Haag, the government, through the Indonesian Department 
of Health, formed a National Commission on Reproductive 
Health that involved various government departments, the 
private sector and NGOs. However, this commission was not 
able to create effective change.
 The National Family Planning Coordination Board 
(BKKBN) carried out other policies pertaining to reproductive 
health services which in turn were implemented by the 
Indonesian government as a follow up from ICPD.  In 2000, 
the BKKBN tried to integrate Family Planning services into 
reproductive health services. Adolescent reproductive health 
issues were also an important part of this policy. However, 
in the implementation, adolescent reproductive health issues 
were not dealt with properly.
 For the time being, government policy on specifically 
protecting adolescents from STI and HIV/AIDS infections 
has not been carried out. Presidential Decree No. 36/1994 

on the Regional Commission for the Control of AIDS and 
the Letter of Decree of the Coordinating Minister for Social 
Welfare/Head of the Commission for the Control of AIDS 
No. 9/KEP/MENKOKESRA/VI/1994 on National Strategy 
for the Control of AIDS in Indonesia along with the Letter 
of Decree No 5/KEP/MENKO/KESRA/II/1995 on the 
National HIV/AIDS Intervention Program, 4th Five-Year 
Plan, have not yet propelled the actions that must be taken to 
protect adolescents from HIV/AIDS.

NATIONAL AND PROvINCIAL DECENTRALISATION 
AND fINANCING REfORMS
 Seemingly, current articles indicate that reproductive 
health services in Indonesia may well be heading towards 
privatisation. This policy provides a larger opportunity for 
the private sector and the community to manage health 
services on their own, while the role of the government 
would be minimised. This also means that the obligation 
of the government to its people is also minimised. This is 
contrary to both the Declaration of Human Rights that “each 
country must guarantee the rights of its citizenry to obtain basic 
health services” and the Indonesian Vision for Health 2015 
which states that “Health is a Human Right.” 
 The government policy to reduce subsidising health 
services (medications, management of hospital and local 
health clinics) has made it difficult for people, especially the 
poor, to obtain access to decent health services. Even though 
the government later created a policy programme called the 
‘Guarantee of Community Health Services’ (JPKM - Jaring 
Pengaman Kesehatan Masyarakat) and a policy on using 
gains from crude oil price differentials to assist poor families’ 
access health services through a special Health Card for the 
poor, there are three problems. One, poor families still find 
it difficult to access health services; two, these services don’t 
cover reproductive health services yet; and three, reproductive 
health services for adolescents are not even on the radar. 
 Decentralisation and regional autonomy came into 
effect via Regulation No. 22/1999 concerning Regional 
Governance, and Regulation 25/1999 on Regional Balance 
Finance.  This gave power to the regional governments to 
develop their own health services. This move was expected 
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to make it easier for people to access affordable and decent 
health services. However, this expectation has not been 
fulfilled satisfactorily because the average budget allocation 
for health services is only 2.5-4% of the APBD (Regional 
Budget), much less than the 15% recommended by WHO.
 Although the move to privatise health services was 
motivated by both efficiency and accessibility factors, 
currently nothing has moved in that direction. The removal 
of health service subsidies at hospital and health clinics, 
the introduction of medication and service charges for 
hospitals and government health clinics to contribute to 
the income of the regional government (PAD), makes the 
operational costs of the hospitals and clinics restrictive. In 
the end, health service providers are forced to pass these 
costs on to the people. Although people are forced to pay 
more, this is not reflected in a higher quality of services. 
 This is exacerbated when adolescent reproductive health 
services are not integrated into the regional health services 
policy at all.  In Jambi, West Sumatera or Lampung, there 
is no specific regional policy on adolescents and their 
access to reproductive health services. This holds true for 
other areas in Indonesia. The frequent reason is that “the 
entire budget for the development in health has already been 
allocated in a health services packet.”
 The lack of a specific regional policy for adolescent 
access to reproductive health services makes it difficult 
for them to obtain services when they have reproductive 
health problems. At the same time, adolescents may also 
be worried about the costs of these services - since their 
financial capacity may be insufficient or non-existent. 
The result is that adolescents are forced to find help in 
unsafe venues, such as medications in the market, going 
to “massage doctors” for abortions, self-medication based on 
information obtained from friends or media or to ignore 
while it gets worse.
 Resorting to such methods may be life-threatening: for 
example, unwed adolescents who have illegal abortions or 
take dangerous medications. The same is true of the increase 
in STDS (STIs, HIV/AIDS) in adolescent circles; all these 
are related to the fact that there is no access to reproductive 
health services for adolescents.

POLICIES Of DONOR AGENCIES
 The scope of raising the status of adolescent reproductive 
health by donor agencies is still quite limited.  Piloting and 
implementing adolescent reproductive health programmes 
in particular areas and regions, as done by the UNFPA, 
makes these programmes out of reach for a fair number of 
adolescents. 
  A similar policy also is practised at the World Bank as 
demonstrated by the ‘Action to Stop AIDS’ programme, 
funded by the World Bank, UNDP and UNAIDS, operated 
only in a few regions in Indonesia.
 Currently, a number of non-government donor agencies 
such as the Ford Foundation, JICA and AUS AID have 
prioritised specific regions to fund, but many regions that fall 
outside do not gain access for adolescent reproductive health 
empowerment programmes.

fINDINGS fROM THE fIELD RESEARCH
SUMMARY  
 Based on the Population Census of 2000, adolescents 
from ages 10-24 comprise 5,277,621 or 39% of the urban 
population in the three research areas (Jambi, Lampung 
and West Sumatra provinces). Table 7 shows the number of 
adolescents in the three areas. 46.7% are still in Junior High 
School, 32.2% in high school and 21.1% are no longer in school.  

 The average age at which adolescents first get information 
on reproductive health is around 13-14 years old and while 
in junior high school. That information is usually about the 
function and use of reproductive and sexual organs from their 
biology teachers. Information on sexual relations is usually 
obtained from their peers, the mass media and pornographic 
VCDs.  They do not get information on reproductive health 
issues, STIs/HIV/AIDS, abortion or gender equality.

Table 7: Composition of Adolescents aged 10-24 compared to the 
total Population: jambi, Lampung and Sumatera barat

Province Total Population Total Adolescents 

Jambi 2,466,606 843,505

Lampung 6,741,439 1,825,315

Sumatera Barat 4,248,931 2,608,801

Total 13,456,976 5,277,621
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 The status of adolescent reproductive health in the research 
areas is based on data obtained from the following sources:

(1) The statistics are still high for adolescents who 
marry at a young age - the average is 16 years 
for girls and 17 years for boys.  This is shown in 
Table 8. In Jambi, Lampung or West Sumatera, 
adolescents marry early (based on the findings of 
focus group discussions conducted with a number 
of respondents, including adolescents, parents 
and community leaders), because of pressure by 
their parents for them not to “date” for any lengthy 
period of time, because the parents are afraid it will 
bring disgrace to  the family. Other reasons were due 
to pregnancy (in Jambi 22.3%, Lampung 26.1% 
and West Sumatera 20.3%).

(2) The rise in adolescents who have pre-marital sex 
leads to an increase in unwanted pregnancies, STIs 
and HIV/AIDS.   

(3) The increase in sexual violence cases (rape) of 
adolescent girls. 

 Data/information gathering through field based research 
was conducted in three provinces, Jambi, West Sumatera and 
Lampung.  In each province a city and a regency were picked 
as research areas: in Jambi, it was Jambi city and the regency 
of Muara Jambi; in West Sumatera, it was Padang city and the 
regency of Agam; and in Lampung, it was Bandar Lampung 

Table 8: Average age of marriage in the research areas

Location Girls Boys

Jambi 16 17

Lampung 16.5 18

West Sumatera 17 19

Table 9: Respondents by category

Location Adolescent Parent Teacher
Health 

Provider
GO NGO Legislative

Mass 
Media

- Jambi
- Padang
- Lampung

60
56
55

23
13
10

15
10
14

15
6
5

12
8
8

6
4
4

3
2
2

4
2
1

Total 171 46 39 26 28 14 7 7

city and the regency of Lampung Tengah. Data was collected 
over three months (August - October 2003) and involved a 
research team in each province (with an average of three team 
members) and from a total of 338 respondents. 
 The respondents were divided into the following 
categories as shown in Table 9.

SECONDARY AND PRIMARY DATA
 The adolescent informants in the monitoring activity were 
aged between 10-24 years and the breakdown for each age 
group is:

 The informants were divided based on gender also:

 The informants were divided according to their level of 
education.

Table 10: Adolescent respondents according to age group

Age Total adolescent informants
10 – 12 3
13 – 15 26
16 – 18 78
19 – 24 64
Total 171

Table 11: Adolescent respondents according to gender

Gender Total informants
Females 76
Males 95
Total 171

Table 12: Adolescent respondents according to levels of education

Level of Education Total Adolescent Informants
Graduate of Primary School 26
Graduate of Junior High School 24
Graduate of Senior High School 51
Graduate of Junior College/BA -
Total 171
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 The present occupation of these adolescents was: 

ADOLESCENT REPRODUCTIvE HEALTH IN THE 
RESEARCH AREAS
 The state of adolescent reproductive health in the three 
research provinces is not that different from other areas 
in Indonesia. Out of 171 adolescent respondents, 76.6% 
in Jambi, 88% in Lampung and 87.4% in West Sumatera 
stated that they had never received information on sexual 
and reproductive health from their parents, teachers or 
even the government.
 The data on who adolescents would turn to for information 
if they had a reproductive health problem: in Jambi, 66.7% 
in would ask their friends about it, 22.6% would go to the 
media and 10.7% would try and ask their parents, teachers or 
adolescent service centers, such as a youth center. Adolescents 
in Lampung would ask their friends (64.5%), go to the media 
(28.7%) or ask their teacher (6%). In West Sumatera, 75.3% 
would ask their friends, 20.5% would go to the media and 
4.2% would ask their teachers at school.

 Adolescents mainly choose a peer or the media as the 
best place to obtain information about reproductive health 
because they felt that their friends and the media would keep 
it confidential and would better understand their needs, while 
parents, teachers or doctors often would either moralise or 
blame them.

 Of the 171 adolescent respondents, both amongst school-
goers and drop-outs, the following data was obtained:  in 
Jambi 76.6% responded that they had never received any 
information on reproductive health either from school 
or community, 9% responded that they had received 
information from activities conducted by SIKOK (Youth 
Center) Indonesian Family Board in Jambi, 8.4% had received 
information from their biology teachers at school and 6% via 
the radio, TV and newspapers.  In West Sumatera, 87.4% 
stated they had never received information, 7.6% received 
information from their biology teachers, 3% from the Cemara 
Family Planning Board Youth Center of West Sumatera, and 
2% from the radio, TV and newspapers. In Lampung, 88% 
had not received anything, 4% received information from the 
Skala Family Planning Board in Lampung, 5.5% from their 
biology teachers and 2.5% from the radio and newspapers. 
One adolescent summed it up well when she said: “We know 
that getting information from the internet and pornographic 
books confuses us but where are we to get information from? Our 
parents or teachers do not offer us even an iota of information on 
reproductive and sexual health although this information is very 
necessary and much needed.” (Iriani Dewi).
  Another reiterated indignantly: “Young people rarely receive 
guidance from parents, elders, teachers or the government. It is 
mainly because of this that we seek information on reproductive 
and sexual health from our friends and the media to understand 
what is happening to us when our physical and sexual instincts 
awaken. The result is that many follow the advice of our peers or 
the media to try new things to explore our sexuality. If we make a 
mistake and get pregnant, we are blamed by our parents and the 
leaders in society. But this isn’t fair because they don’t guide us or 
educate us on reproductive and sexual health, but we get blamed 
for making mistakes out of ignorance!” (Hazrah). 
 Furthermore, if they had a reproductive health problem, 
they all answered that they would ask a friend (Jambi 85%, 
West Sumatera 87.5% and Lampung 84.6%). The remainder 
said they would look for the information from the radio, 
newspaper or their local Family Planning Board Youth Center.
 The government, through the BKKBN and the 
Department of Health has a programme to disseminate 
information on reproductive health to adolescents. However, 

Table 13: Adolescent respondents according to 
current occupation

Activity Total Adolescent Informants

In school 113

Not in school 58

Working 56

Not working 115

Table 14: who would adolescents choose to turn to for information 
on reproductive health in jambi, Lampung and west Sumatera?

Jambi Lampung West Sumatera

Friends 66.7% 64.5% 75.3%

Media 22.6% 28.7% 20.5%

Teachers 10.7% 6% 4.2%
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as many as 89% in Jambi, 87% in West Sumatera and 91% 
in Lampung responded that they knew nothing about 
this. The remainder knew about it because they had been 
invited to represent their school by attending a Reproductive 
Health, HIV/AIDS and Narcotics lecture that was held by 
the National Family Planning Coordination Board (BKBN), 
Health Department and police. Some of the feedback 
include:

1. “BKKBN once held a talk on narcotics and HIV/AIDS in 
our school, but the talk was so boring, we ended up not 
paying any attention.” (Irianto).

2. “Talks on the dangers of HIV/AIDS and narcotics were 
done in our school once by the Department of Health 
and the police, however the information given was more 
to frighten us, rather than providing choices as the way 
out for teenagers.” (Fitriani).

 The rights of adolescents to obtain reproductive health 
education have also been ignored.  In all three provinces, 
88% responded that they had never received reproductive 
health education, either in school or from their family/
community. Fortunately there is still the 12% who had been 
through a reproductive health education programme at their 
local Family Planning Board Youth Center.
 78% of the Jambi youth, 81.5% of the youth in West 
Sumatera and 84.3% of the youth in Lampung stated that 
ideally their parents, the government or their school teachers 
would be the best sources of information.  The others 
named an expert on reproductive of health or someone who 
understands adolecents.

LACK Of POLICY ON SERvICES fOR ADOLESCENTS
 At the provincial, regency or municipal level there is not 
yet an adolescent reproductive health services policy. Of all 
the state hospitals (at the provincial or regency level), private 
hospitals and the basic health services providers (Puskesmas 
community health clinics) in all three research areas, there 
was not one that specifically made available adolescent 
reproductive health services.
 If an adolescent has a reproductive health problem he 
or she has to go to a hospital or clinic where he or she will 

be treated as a regular patient. The main reason given by 
the Health Providers is that there are no special guidelines 
by the Department or Bureau of Health to have special 
reproductive health services for adolescents. There are no 
facilities or financial or human resources.
     From the field monitoring findings, only those NGOs 
in the field of reproductive health give information and 
services to adolescents.  In Jambi, the places which give 
out information, education and services on adolescent 
reproductive health were SIKOK (Youth Center for 
Information and Consultation) and PKBI; in West Sumatera, 
the Cemara PKBI and in Lampung, the SKALA PKBI and 
Damar Foundation.
 Government institutions, such as the Bureau of Health 
and the National Family Planning Coordination Board 
(BKKBN), which are the leading sectors for providing 
adolescent reproductive health services, have yet to fulfill 
their functions and tasks. Their reason is that since there 
are no continual special fund allocations, the facilities are 
limited and there is a lack of human resources to provide 
continuous service. One adolescent questioned: ‘We heard 
that the Department of Health provides reproductive health 
services for young people as do the BKKBN, but where have those 
services gone when we needed them most?’ (Yuli Handayani).

ADOLESCENT PARTICIPATION AND INvOLvEMENT 
 In the family, adolescent participation in decision-making 
is quite limited, the parents are the dominant decision makers 
on adolescent issues such as school and marriage. At school, 
participation of the students is limited to composing the class 
rules; the school regulations rarely involve the adolescents, 
unless the students are involved as student representatives in 
OSIS (Indonesian Intra-Student Organisation) and in the 
socialisation of the relevant school regulations. Hence, parents 
and teachers continue to a large extent to be perceived as 
authority figures who do not involve students meaningfully 
in the decisions that affect their lives. One informant so 
rightly put it: “There should be youth involvement in planning 
for programmes for young people, instead most programmes done 
by the Department of Health and BKKBN are irrelevant to our 
needs, and leads to waste of money.” (Renaldi-Formaja).
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PARENTAL RESPONSE TO ADOLESCENT RIGHTS TO 

REPRODUCTIvE HEALTH 
 From the interview it was learned that parents imparted 
reproductive health information to those children who had 
just entered puberty (at and after they had wet dreams and 
their first menstrual period), through messages and advice 
such as being careful when dealing with the opposite sex and 
keeping themselves clean. More often than not, it is the girls 
at the onset of menstruation who get any kind of information, 
and most often the information is couched in advice about 
‘good’ behaviour and being careful when socialising with the 
opposite sex. Boys rarely obtain any information on their 
sexual and reproductive health.
 Parents experience socio-cultural obstacles in dispensing 
information to their children because communications can 
be difficult between parents and children.  Parents find it 
uncomfortable to give this kind of information and when 
they do, it is in the form of advice and messages that are given 
when the child hits puberty.  Also, many parents rely on their 
oldest children to give information on reproductive health to 
their younger siblings. Usually the children are asked if they 
have any problems about reproductive health, and if they do, 
then the parents will treat the child with medications from 
a pharmacy or with traditional medications. Only if the 
situation is really bad will they be taken to the hospital for 
reproductive health services.
 Although adolescents obtain basic information on 
reproductive health from their peers, many of them feel 
that it should be their parents who are the first source  
of information. 

ROLE Of SCHOOLS 
 There is still no state or private educational institution at 
the junior or senior sigh level that has incorporated material on 
sexual and reproductive health and gender equality into their 
curriculum.  Out of 12 schools surveyed (6 each of junior/
senior high) not one had allocated time in the classroom for 
sexual and reproductive health and gender studies.  Besides the 
fact that the subject is not in the curriculum and the current 
study load is too heavy, the lack of special teachers to teach 
these subjects is also a contributing factor.

RESPONSE Of HEALTH PROvIDERS ON ADOLESCENT 
ADvOCACY RIGHTS fOR REPRODUCTIvE HEALTH
 Health providers are doctors and midwives, who in 
general do not understand reproductive health issues.  Their 
information was obtained when they were in college, and they 
feel they need further training to provide reproductive health 
information to adolescents.
 Many health providers gave ideal answers.  On the subject 
of decentralisation, it appears that the health field that regulates 
training, is still held responsible by the provinces. The training 
is only technical in nature and does not include issues specific 
to adolescent sexual and reproductive health.
 Services provided are limited to basic medical services, 
check ups and treatment. Information services on general 
health are conducted in schools, working together with schools 
close by the relevant community health centres through school 
health  activities.

RESPONSE Of THE MASS MEDIA ON ADOLESCENT 
ADvOCACY RIGHTS fOR REPRODUCTIvE RIGHTS
 Most of the mass media (print and electronic) do not 
concern themselves very much with adolescent sexual and 
reproductive rights.   In actual fact, the media often exploits 
adolescent reproductive rights for commercial purposes.
 Even so, some media, consistently give space for 
adolescents to consult on reproductive health matters for 
example, Kompas and Media Indonesia. In the regions 
there are a number of newspapers and private radio stations, 
which consistently provide an adolescent consultation 
rubric working with the PKBI Youth Centers. In Jambi, 
for example, the Jambi Post daily newspaper and Eria 
Buana and Nada Berlian radio stations routinely open a 
consultation and sex education forum.  In West Sumatera, 
the Singgalang daily paper and in Lampung, the Lampung 
Post daily fulfill this purpose.

RESPONSE Of THE REGIONAL GOvERNMENT  
ON ADOLESCENT REPRODUCTIvE HEALTH 
ADvOCACY RIGHTS 
 The provincial, regency and municipal governments, 
which were part of the sample monitoring, do not 
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have any adolescent reproductive health policies. 
Ironically, the relevant executives and officials (Health 
Board, BKKBN, National Education Board) and the 
legislative circles knew nothing about the contents of 
ICPD documents. Even though the BKKBN officials 
knew about the existence of ICPD, they have not fully 
understood the contents and the scope of the document 
and programme of action. They are focused on family 
planning. The BKKBN has a programme, Mentoring 
Adolescent Couples (BKR), but it does not live up to 
expectations for various reasons:  untrained workers, 
inexperience with adolescents, lack of technical guidance 
and insufficient funds.
 The main reason given by the regional government 
(at the Provincial and Regency/Municipal levels) as to 
why there was no policy specific to adolescent sexual 
and reproductive health, was that the people were not 
ready to accept sex and reproductive health education in 
the schools for their adolescent children, as that would 
encourage children into free sexual relations. The other 
reason was that sexual and reproductive health education 
is the responsibility of the parents. The lack of policy on 
Reproductive Health services at the provincial, district 
or municipal causes a lack of specific adolescent services 
at hospitals or community health centers. Adolescents 
are not aware about their rights to services relating to 
reproductive health; they only know about their right to 
education. 

PROTECTION 
 Adolescents’ understanding of violence is that 
violence is a physical act: physical contact through 
hitting, grabbing and fighting. Verbal sexual abuse is 
not considered a form of violence. Adolescents do not 
know where they can obtain protection if they have a 
sexual or reproductive health problem, particularly if 
they are the object of sexual harassment or violence. 
What they do know is that the police will handle these 
issues in accordance with the law, although this service 
is not satisfactory to the adolescents and the community 
especially when the cases must go to court. 

CONCERNS AND RECOMMENDATIONS 
fOR THE fUTURE
 Reproductive health problems are nearly the same 
everywhere in Indonesia; the differences if any, are slight.  
The main difference is in the dichotomy between urban and 
rural adolescents: in urban areas may have greater access to 
more accurate information on reproductive health. From 
the research, it is clear that access to reproductive health 
information is severely lacking. Ignorance can be fatal. Parents 
are, by and large, unable to communicate effectively 
the necessary information (of course this may also be due to 
the fact that parents themselves may not be equipped with  
accurate information). The government’s efforts in providing 
information are not optimal, and in general, the mass media is 
also not actively informing adolescents. There is a dire need to 
recognise that equipping a large percentage of the population 
with information and education will enable them to be 
sexually responsible adults.
 Adolescent advocacy rights to access information, 
education and sexual and reproductive health services still 
face many obstacles, from a socio-cultural, legal or even a 
regional policy standpoint. Even though on a national level, 
from desk research results, a number of policies have been 
made to give reproductive health information to adolescents, 
nothing serious has been done by the leading sector agencies in 
implementing them. Almost all the stakeholder respondents in 
the monitoring have not understood the importance 
of reproductive health information and services for 
adolescents. Because the information they received was 
incomplete and not comprehensive, sexual and reproductive 
health education was thought to bring about negative impacts 
on adolescent sexual behavior. 
 The main reason given by relevant civil servants (Health 
Bureau, Family Planning Board, Education Board) for the 
non-implementation of ICPD in their district was that they 
did not have the proper technical guidelines, socio-
cultural obstacles, limited facilities, nor any workers (human 
resources) or sources of funding.
 Out of 171 adolescent respondents interviewed in 
the three provinces, as many as 85% stated they had never 
received information on sexual and reproductive health, 
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15% stated they had through brochures, newspapers, 
TV and biology class in school, but that it was incomplete. 
Cause for concern is that 35 parents and 10 legislators never 
received information about sexual and reproductive health in 
accordance with what had been agreed upon in ICPD.
 Out of 15 people interviewed, from the Health 
Board and the Department of Religion, 80.5% had not 
received information about sexual and reproductive health, 
19.5% had heard through coordination meetings but the full 
significance was not clear. The government circles (which 
should be the leading sector in promoting sexual and 
reproductive health--Health Board and BKKBN) also do 
not have enough sufficient information on ICPD. From 33 
interviewees (3 Health Department workers and 3 BKKBN 
workers at the provincial level; 6 Health Department workers 
and 6 IFPCB workers at the regency/municipal level; and 15 
the Health Providers - 6 doctors and 9 midwives), not all of 
them knew about ICPD .  On the average only the definition 
behind reproductive health in accordance with what was 
in  ICPD Programme of Action was known but not the 
document in its entirety.
 Out of 6 Puskesmas Health Clinics monitored, not 
one has sexual and reproductive health services for 
adolescents. The government policy on the Essential 
Reproductive Health Services packet that was set out 
in 1996, has not been implemented.  The reas on (4 
Puskesmases did not even know about the PKRE packet) 
was limitations of facilities and funds.
 There needs to be protection and an allocated 
budget for adolescent reproductive health services. Of 
3 provinces and 9 regencies/municipalities that were the 
samples in the monitoring there was not one Regional 
Regulation that protects adolescents from exploitation 
and sexual violence, child and women trafficking. The main 
reason was that none of this existed in their specific areas, 
and if it did exist, the numbers were small. There was not 
a single sample which had allocated funds to increase the 
status of adolescent reproductive health. The reasoning 
was that the budget (for adolescents) was already included 
in the status of community health, which averages about 
2.5-4 % of the regional budget.

 This study shows that adolescent reproductive 
health in Indonesia post ICPD has yet to experience any 
meaningful progress. Indonesian adolescents are 
still experiencing difficulties in obtaining access to 
information and services relevant to their reproductive 
health rights. The Indonesian government (both central 
and regional) has not taken seriously the need to 
eradicate the social, cultural and legal obstacles that up 
to now have hindered adolescents from getting access to 
reproductive health  information and services. From the 
results of the monitoring, many government policies 
have been made about the distribution of information 
on adolescent reproductive health services, but these 
policies have not yet optimally been enforced. Because 
of this, the recommendations given, based on the results 
of monitoring, are that the Indonesian government must 
take responsibility for the outputs of ICPD Programme of 
Action to their people, specifically adolescents. Sustained 
advocacy is needed so that the policy makers at the 
provincial and regency levels will seriously promote and 
open up access for adolescents in increasing the status of 
sexual and reproductive health.
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... the feminisation of HIV/AIDS is rooted in the 
issues of gender inequality and poverty ...
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Chapter

Women and HIV/AIDS 
By Esthi Susanti Hudiono

INTRODUCTION 
HIV/AIDS IN ASIA PACIfIC
 HIV/AIDS is rapidly becoming a key health issue in Asia. 
In 2005, it was estimated that there were 8.3 million people 
living with HIV in Asia; more than one quarter of them, 
women (2.4 million).1  At the same time, globally, there were 
40.3 million people living with HIV.2 Although absolute 
numbers and concentration levels of HIV are much higher 
in Africa, it is estimated that absolute numbers in Asia will 
surpass Africa within the next ten years.3 It has been noted 
with great concern that Asia may become the next “flashpoint” 
for the global AIDS epidemic4 unless substantial intervention 
efforts are made to curtail it.5 Demographic factors such as 
a large population with a significant proportion of youth, 
increase the potential of a major HIV/AIDS epidemic.6 Other 
factors that could potentially lead to an increase in HIV/AIDS 
transmission include socioeconomic disparities, large-scale 
migration, sexual violence, lack of or incomplete knowledge 
about HIV/AIDS, and a lack of political will and action.7

 Similar patterns of HIV/AIDS transmission exist 
throughout Asia; differences between countries are in terms 
of scale and time.8 These patterns, in most countries involve 
sub-epidemics among certain groups (often described as 
vulnerable or high risk groups) including men having sex with 
men (MSM), injecting drug users (IDUs), sex workers and 
their clients. However the wives, girlfriends, partners, and 
children of IDUs and clients of sex workers are also vulnerable.9  
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Transmission then occurs within the sub-epidemic groups, 
and between the sub-epidemic groups, and then spreads to 
the larger population. The epidemic in Asia is complex due to 
the many modes of transmission. For example, the spread of 
HIV/AIDS through injecting drug users (IDUs) was virtually 
unknown ten years ago. Transmission also occurs through 
tainted blood products.10 Data suggests that in Asia between 
5-20% of adult men visit sex workers at least once a year.11 
To limit levels of transmission of HIV, countries in the Asia 
Pacific region must take significant action.

HIV/AIDS IN INDONeSIA
 In Indonesia the estimated number of HIV cases in 2005 
was 170,000.12 The first case of AIDS was reported in 1987. 
In December 2004, there were 3,368 HIV and 2,682 AIDS 
cases reported, yet the actual number of people estimated 
to be infected at that point in time was between 90,000 - 
130,000.13 Significant variations between the cases reported 
and the actual estimates exist because testing services are 
limited, and the disease is spreading rapidly among certain 
populations. According to the World Health Organisation 
(WHO) classification on HIV/AIDS, Indonesia is at the 
“concentrated stage.”  Similar to other patterns of epidemic 
growth in Asia, the Indonesian epidemic is actually made 
up of several epidemics in different provinces, regions, and 
cities/towns.14 At the beginning of 2004, six provinces 
were identified as “priority provinces” including Jakarta, 
Papua, Bali, East Java, West Java, and Riau. By the end of 
2004 six more were identified including West Kalimantan, 
North Sumatra, North Sulawesi, Central Java, Jogjakarta, 
and Banten.15 HIV continues to spread due to interaction 
within and between groups that are identified as vulnerable, 
as well as interactions between vulnerable groups and 
the population as a whole.16  The factors contributing 
to the spread of HIV include a widespread sex industry, 
high prevalence of sexually transmitted infections (STIs), 
low rate of condom use, rapid urbanisation, high rate of 
population migration, occurrence of premarital and extra 
marital sex, needles and health equipment that are not 
sterile, tainted blood,17 and more recently injecting drug 
use (IDUs).18

 According to the Indonesian Ministry of Health the 
estimates of groups vulnerable to HIV transmission up until 
2002 are: IDUs (38%), sexworkers’ clientele (30%), regular 
sex partners of high-risk people (14%), homosexual men (9%), 
sexworkers (8%), and transsexuals (1%).19 Since 1997, testing 
at a drug rehabilitation centre in Jakarta in 2001 indicated that 
transmission of HIV among IDUs has drastically increased to 
45-48% .20 Intravenous drug use occurs mainly in urban areas 
among young people, the majority of whom live with their 
parents and have a high school education. Intravenous drug 
use is not limited to lower socioeconomic groups. Behavioural 
change intervention among IDUs is particularly difficult since 
their behaviour is considered criminal and thus stigmatised.21  
Simultaneously, as incidence of HIV has increased among 
IDUs, there has also been an increase in HIV infection in 
prisons and detention centres through sharing needles and 
unsafe sexual behaviour.22  
 HIV is also spread through the commercial sex industry. 
It is estimated that in Indonesia there are between 190,000 - 
270,000 female sex workers, and between 7 - 10 million men 
who are clients of sex workers. At least 50% of male clients are 
married or have regular partners, and less than 10% of them 
use condoms consistently.23  A study conducted during 2004 
indicated that three quarters of female sex workers working 
in massage parlours and clubs had not used condoms with 
clients during the previous week.24  Although the majority of 
sex workers are female, there are also a small number of male 
and transvestite sex workers. The transmission of HIV/AIDS 
is extremely complex because modes of transmission overlap: 
men having sex with men, may also have sex with their wives 
or female partners. IDUs may not only be exposed through 
injecting drugs but also through buying sexual services without 
condoms. 

WOmeN AND HIV/AIDS
 The feminisation of HIV/AIDS in Asia and the Pacific 
stands true in Indonesia. According to the 2004 AIDS 
epidemic update: 
 “... parts of Asia are experiencing AIDS epidemics that are 
spreading within and between particular population groups-such 
as sex workers or injecting drug users-and then into the general 
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population, with women and girls increasingly affected. In East 
Asia women comprise 22% of all adults living with HIV, and 
28% of young people (aged 15-24 years) living with HIV. In 
South and South-East Asia, 30% of adults (up from 28% two 
years ago) and 40% of young people living with HIV are women 
and girls. Women now account for more than one quarter of new 
HIV infections in India, according to estimates, and 90% of those 
who test positive at antenatal clinics say they are in single, long-
term relationships. HIV transmission between spouses has become 
a more prominent cause of new infections in countries such as 
Cambodia, Myanmar and Thailand-countries which, like parts 
of India, are already contending with serious epidemics. Twelve 
years ago, approximately 90% of HIV transmission in Thailand 
was occurring between sex workers and their clients. Projections 
show that by 2002, an estimated 50% of new infections were 
between spouses, as current or former male clients of sex workers 
transmitted the virus to their wives....” 25

 In Indonesia, three different categories of women are 
affected by HIV/AIDS and each category faces a set of issues 
and problems unique to its group: 

a) Sex workers - these women face social stigma and 
isolation and are often blamed for transmission of the 
disease

b) Women whose partners are either intravenous drug 
users or clients of sex workers  - these women often 
face a double burden, as they themselves are HIV+ but 
they must also care for their sick husbands

c) Single, female teenagers - these women mainly contract 
the disease through injecting drug use or pre-marital 
sex and they are discriminated against

This study includes all three categories of women and the 
issues they face in detail. 
 However, the feminisation of HIV/AIDS is rooted in 
the issues of gender inequality and poverty. Poor women, 
facing a lack of access to resources and employment, may 
resort to having multiple partners as a key survival strategy. 
In Indonesia, women are often tricked and trafficked from the 
rural areas to the cities to work in the commercial sex industry. 
These women have no access and have no way of escape and 
are especially vulnerable. A tendency to marry early, especially 
to much older males, also increases vulnerability. A culture 

which esteems men having multiple sexual partners as a sign 
of both economic and sexual prowess, also puts women at 
a disadvantage with regards to contracting HIV/AIDS. An 
increasing regional dependence on migrant labour increases 
interactions and women’s vulnerabilities.
 Women today, are not only on the frontlines of HIV/
AIDS as targets but they are also on the frontlines to provide 
care for the patients of HIV/AIDS. Generally, women and 
girls provide the bulk of home-based care (in Viet Nam, for 
example, women make up 75% of all caregivers for persons 
living with HIV), and are more likely to take in orphans, 
cultivate crops and seek other forms of income to sustain 
households.26 

SOCIO-CUlTURAl, RelIgIOUS, POlITICAl AND 
eCONOmIC fACTORS ImPACTINg TRANSmISSION Of 
HIV/AIDS IN INDONeSIA
 Indonesia is a diverse country, yet there are some common 
factors impacting the transmission of HIV/AIDS. It is 
important to take into account that risk and vulnerability are 
related to social, cultural, political and economic factors.  
 Cultural norms relating to sexuality, beliefs on HIV/
AIDS, and attitudes about condom-use, define how HIV/
AIDS is perceived in Indonesian society, which in turn 
impacts transmission patterns and levels.  Cultural taboos 
restrict discussions on sexual matters in public or private, 
yet this is starting to change in some instances. In the 1970s 
contraception was not openly discussed, but with the support 
of religious leaders, the taboo surrounding contraception has 
been broken and attitudes and behaviours have changed.27

 Cultural norms dictate that sexuality is strictly defined 
as existing only within marriage, because sexual and 
reproductive health services are mainly aimed at married 
people and focus on reproduction, which marginalises 
young, unmarried people.28 However, actual behaviour 
deviates from this.29 At the same time, since Indonesian 
society is patriarchal, male infidelity is condoned, and thus 
actual behaviour deviates from the cultural norm. Data 
from behavioural surveillance studies indicates that more 
than half of men with high mobility have purchased sex 
within the last year, most of them married.30  
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 Many beliefs on HIV/AIDS impact transmission. For 
example there is the idea that HIV/AIDS is a disease that only 
affects foreigners, homosexuals, prostitutes, and people who 
have free sex.31 This is related to the fact that people often take 
a moralistic stance on the disease and thus do not want to 
believe that it also affects heterosexuals, non-sex workers, and 
women.32 There is also the notion that HIV/AIDS will not 
spread as swiftly as it has in other high-prevalence countries 
because they feel that they are ‘different.’33

 It is also commonly believed that sex workers are the main 
vectors of HIV. Sex workers are often the focus in preventing 
STIs and HIV; but this is problematic because they are most 
often unable to insist that their clients use condoms.34 The 
issue of sex work is also difficult to discuss as many of the 
clients of sex workers are married yet, sex is only supposed to 
occur within marriage. Condoms, which are key in preventing 
transmission of HIV, lack social acceptance in Indonesian 
society, which means that they are targeted mainly at high risk 
or vulnerable groups.35 Nonetheless, clients of sex workers view 
condoms as “messy, ineffective, interfering with purchased 
sexual pleasure” and thus are seldom used.36 
 Religious norms have a strong impact on the perception 
of HIV/AIDS and its solution. It is a commonly held belief 
that HIV/AIDS is a punishment from God or a warning 
from God not to indulge in illicit behaviour. Certain people 
including homosexuals, prostitutes, drug users, and those who 
have extra-marital sex are viewed as sinners being punished. 
Innocent victims that contract HIV are said to be undergoing 
a divine trial.37 The presence and increasing levels of HIV/
AIDS has compelled religious leaders to take a stance on 
what is deemed as deviant sexual behaviour: homosexuality, 
prostitution, and extra-marital sex.38  Many ulamas caught 
between religious and public health perspectives are 
reluctant to acknowledge that deviant sexual behaviours take 
place.39 Consequently promotion of the use of condoms is 
a controversial issue for religious leaders because premarital 
and extra-marital sex is forbidden in Islam. However, the key 
issue in this instance is that sexual behaviour differs greatly 
from the ideal religious norms.40

 Islamic religious leaders have diverse points of view on 
how to cope with the issue of HIV/AIDS. Conservative 

religious leaders are against strategies for manage HIV/AIDS 
such as needle exchanges, sex education, and promoting use 
of condoms as they feel these strategies promote drug use 
and free sex.41 Some conservative religious leaders state that 
HIV/AIDS should be managed by promoting traditional 
family values, and by people becoming more devout.42 
Even moderate religious groups find it difficult to promote 
or support the use of condoms because it conflicts with the 
religious ideal that sex is not suppose to take place outside 
of marriage.43 Condom use being promoted among specific 
target groups leads to a low rate of condom use: less than 
10% of sex workers’ clients use condoms consistently.44 The 
influence of religious leaders also means that HIV/AIDS 
educators at times find that it is necessary to water down the 
messages in their HIV/AIDS education programmes in order 
to appease Islamic fundamentalists who are outspoken on the 
issue. HIV/AIDS educators feel that this may decrease the 
effectiveness of their prevention efforts, and therefore to lose 
the narrow window of opportunity that exists for preventing 
the disease from becoming widespread.45 
 Unfortunately, the mass media continues to propogate 
the stigma that stems from these cultural ideas. The media 
portrays HIV/AIDS as a particular disease and this generates 
discrimination. There are 7 types of discriminatory myths 
generated by the mass media about HIV/AIDS:

a) HIV/AIDS is a disease that kills people.
b) HIV/AIDS is a disease that doesn’t have treatment. 
c) HIV/AIDS is a disease to be shy about. This type of 

myth deters patients from going to health providers.
d) HIV/AIDS is a disease that is easily transmitted. This 

myth causes society to ostracise patients.
e) HIV/AIDS is a disease that is cruel.
f ) HIV/AIDS is a disease to be afraid of. This myth 

causes even healthcare providers to discriminate 
against patients.

g) HIV/AIDS is a disease that is dangerous.
 Because the power of the mass media is such that it can 
create and reinforce ideas amongst the masses, the stigma 
generated and perpetuated through the media has a much 
greater impact than stigma generated and perpetuated through 
religious conservatives/fundamentalists.
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 Several economic and political factors have impacted 
transmission. Following the financial crisis in 1997, the 
Indonesian government has not been able to devote adequate 
attention to healthcare and health issues. Lack of government 
attention and resources has meant that many people throughout 
Indonesia lack access to Voluntary Counselling and Testing 
(VCT) services, and support and care services for HIV/AIDS 
are mainly restricted to large cities.46  Decentralisation has had 
much impact on HIV/AIDS because it has greatly changed the 
way in which the healthcare system functions. It has led to a 
lack of clarity of the roles and responsibilities of the different 
levels of government (i.e. central and provincial), making it 
more difficult to assess the scale of the HIV/AIDS situation.47 
If provincial level governments do not view HIV/AIDS as a 
priority health issue, or if conservative/fundamentalist views on 
HIV/AIDS predominate,48 allocation of funds and resources 
will not be forthcoming because decentralisation has also led 
to provincial governments having more control over spending 
on healthcare.

THe INDONeSIAN gOVeRNmeNT’S ReSPONSe 
TO HIV/AIDS
 The Indonesian government has responded to the issue of 
HIV/AIDS by forming various committees and developing 
key strategies. In 1987, following public acknowledgment of 
the first case of HIV, the Department of Health established the 
National Committee on HIV/AIDS Management. In 1994, 
management of HIV/AIDS came under the control of the 
Coordinating Minister of Social Welfare and the Commission 
of HIV/AIDS Management was formed, and this commission 
developed a National Strategy of HIV/AIDS Management, 
which comprises of a series of guidelines for efforts aimed at 
preventing the transmission of HIV/AIDS. The HIV/AIDS 
National Strategy 2003-2007, a strategic plan for prevention, 
is currently being implemented and a number of activities have 
been identified to focus on “promotion of a healthy lifestyle, safe 
sexual behaviour, condom promotion, STI treatment, the use of 
safe needles, and support for people living with HIV/AIDS.”49 
In 2003, the government launched a treatment programme 
using generic anti-retroviral drugs which aimed to treat 1,500 
patients by 2005. However, a lack of health infrastructure and 

the difficulty in identifying infected persons (due to the stigma 
of the disease) have acted as barriers to the effectiveness of the 
initiative to treat them.50 In January 2004, following a National 
AIDS Committee meeting, the Sentani Commitment was 
developed. This Commitment urged government ministries, 
provinces and other stakeholders involved to take more 
concrete action towards preventing transmission of HIV, and 
ensure treatment for people living with HIV/AIDS. In six 
key provinces (Jakarta, Papua, Riau, East Java, West Java, and 
Bali) specific targets were set, for example 50% condom use 
in 2005, harm reduction for drug users, reduction of stigma 
and discrimination against people living with HIV/AIDS, 
and establishment of HIV/AIDS management organisations. 
However, not all municipalities and regencies have adapted 
the strategy into their regional policies.51 Several barriers in 
implementing government HIV/AIDS programmes have been 
identified including lack of funding (most funding comes from 
foreign donor agencies, and nongovernmental organisations), 
the influence of conservative religious leaders, lack of healthcare 
infrastructure, stigma surrounding HIV/AIDS, and limited sex 
education programmes for young people.

THe INDONeSIAN SexUAl AND RePRODUCTIVe 
HeAlTH AND RIgHTS mONITORINg AND ADVOCACy 
(IRRmA) INITIATIVe
 During a recent meeting in 2006, both the Health 
Minister and the CDC Director, Ms. Rosmini Day, 
acknowledged that the number of HIV cases among non-
sex labour women (spouse to a sexually high-risk husband 
or IDU) was higher than anticipated. Thus far, non-sex 
labour women have been defined as a low risk group, and 
are overlooked as targets of the Reproductive Track Infection 
(RTI) and HIV/AIDS prevention programmes.
 As a result of this oversight, the infection rate in this 
population has increased drastically over the past few years. 
The increasing number of HIV/AIDS carriers among non-
sex labour women is related to the lack of success of the 
HIV/AIDS prevention programme advocated by both the 
government and NGOs since 1987. The policy and the 
programme framework implementations by stakeholders 
were duly monitored, evaluated and investigated. 
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BACKgROUND

There are great contradictions with regards to women’s rights 
in Indonesia. On the one hand, both the state and society 
operate under a strong patriarchal system. On the other 
hand the state has created space for the philosophy of equal 
rights and womens’ rights by ratifying CEDAW, signing the 
Beijing declaration, ICPD, UNGASS and the MDGs. In 
line with these international commitments, the government 
along with existing NGOs, attempted to execute a number of 
action plans mostly designed with the help of donor agencies. 
Unfortunately, such action plans are virtually unknown to 
the public. The implemented plans were still unable to create 
significant changes or facilitate a paradigm shift. In the health 
sector, reproductive health in particular, the existing policies 
and programmes are not yet sensitive of gender rights or 
human rights. The patriarchal policies and systems are still too 
dominant. For example, at the IRRMA hearing, two members 
of the Commission IX of the House of Representative, did 
not even understand the term and definition of reproductive 
health. They maintained that ‘reproductive health’ was a new 
term to disguise abortion rights.    
 Of course, there are results of the hard work in advocating 
women’s interests with the support of domestic or foreign 
stakeholders. Unfortunately, no accurate data capable of 
reflecting implementations of such international commitments 
is currently available. 
 Indonesia has sent a strong message towards supporting 
women’s rights and gender equality by ratifying UNGASS, 
ICPD, the Beijing Declaration, CEDAW, and the Millennium 
Declaration. These international instruments explicitly outline 
for the protection and promotion of women’s health rights and 
advocate for women’s access to appropriate and accurate HIV/
AIDS information and affordable, high quality treatment and 
care in the event of infection. 
 International women’s rights instruments are not only an 
ideological construct, but a well laid out and widely accepted 
legal foundation for legislative and practical responses to 
women’s health rights in the context of HIV/AIDS. Regrettably, 
the Indonesian government and key stakeholders have not 
gone far enough in recognising women’s vulnerability to 

infection and the barriers they face to accessing health services. 
Positive steps have been taken in recent years, but policies 
and programmes have not been developed and implemented 
effectively, particularly when reviewed in relation to the relevant 
declarations and conventions to which Indonesia is party. 
 UNGASS, the output of the twenty-sixth special session 
of the United Nations General Assembly to review and address 
the HIV/AIDS crisis (25-27 June 2001), acknowledges 
women’s vulnerability to infection and the importance of 
reproductive issues and women’s empowerment in halting the 
spread of HIV.
 14. Stressing that gender equality and the empowerment 
of women are fundamental elements in the reduction of the 
vulnerability of women and girls to HIV/AIDS;
 54. By 2005, reduce the proportion of infants infected with 
HIV by 20 per cent, and by 50 per cent by 2010, by: ensuring 
that 80 per cent of pregnant women accessing antenatal care 
have information, counselling and other HIV prevention 
services available to them, increasing the availability of and by 
providing access for HIV-infected women and babies to effective 
treatment to reduce mother-to-child transmission of HIV, as 
well as through effective interventions for HIV-infected women, 
including voluntary and confidential counselling and testing, 
access to treatment, especially anti-retroviral therapy and, where 
appropriate, breast milk substitutes and the provision of a 
continuum of care;
 59. By 2005, bearing in mind the context and character of the 
epidemic and that globally women and girls are disproportionately 
affected by HIV/AIDS, develop and accelerate the implementation 
of national strategies that: promote the advancement of women 
and women’s full enjoyment of all human rights; promote shared 
responsibility of men and women to ensure safe sex; empower 
women to have control over and decide freely and responsibly on 
matters related to their sexuality to increase their ability to protect 
themselves from HIV infection;
 60. By 2005, implement measures to increase capacities of 
women and adolescent girls to protect themselves from the risk of 
HIV infection, principally through the provision of health care 
and health services, including sexual and reproductive health, 
and through prevention education that promotes gender equality 
within a culturally and gender sensitive framework;
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 The ICPD Programme of Action stemming from the 1994 
International Conference on Population and Development in 
Section C on sexually transmitted diseases and HIV prevention 
recognises women’s increased vulnerability to infection. This 
section also highlights the need for health service providers to 
have specialised training and supports the linking of STI and 
HIV/AIDS prevention to all reproductive and sexual services.
 7.28. The social and economic disadvantages that women 
face make them especially vulnerable to sexually transmitted 
infections, including HIV, as illustrated, for example, by their 
exposure to the high-risk sexual behaviour of their partners. For 
women, the symptoms of infections from sexually transmitted 
diseases are often hidden, making them more difficult to diagnose 
than in men and the health consequences are often greater, 
including increased risk of infertility and ectopic pregnancy. 
The risk of transmission from infected men to women is also 
greater than from infected women to men, and many women 
are powerless to take steps to protect themselves.
 7.31. All health-care providers, including all family-planning 
providers, should be given specialized training in the prevention 
and detection of, and counselling on, sexually transmitted diseases, 
especially infections in women and youth, including HIV/AIDS. 
 7.32. Information, education and counselling for responsible 
sexual behaviour and effective prevention of sexually transmitted 
diseases and HIV should become integral components of all 
reproductive and sexual health services.
Indonesia has also signed the Beijing Declaration from the 
United Nations Fourth World Conference on Women held 
in Beijing in September 1995. The Declaration’s Platform for 
Action, in Strategic Objective C.3, articulates the need for 
governments, international bodies, bilateral and multilateral 
donors, and NGOs to undertake gender-sensitive initiatives 
to address sexually transmitted infections, HIV/AIDS and 
sexual and reproductive health issues.

a. Ensure the involvement of women, especially those 
infected with HIV/AIDS or other sexually transmitted 
diseases or affected by the HIV/AIDS pandemic, in 
all decision-making relating to the development, 
implementation, monitoring and evaluation of policies 
and programmes on HIV/AIDS and other sexually 
transmitted diseases; 

b. Review and amend laws and management practices, as 
appropriate, that may contribute to women’s susceptibility 
to HIV infection and other sexually transmitted diseases, 
including enacting legislation against those socio-cultural 
practices that contribute to it, and implement legislation, 
policies and practices to protect women, adolescents and 
young girls from discrimination related to HIV/AIDS;

c. Develop gender-sensitive multisectoral programmes and 
strategies to end social subordination of women and girls 
and to ensure their social and economic empowerment and 
equality; facilitate promotion of programmes to educate 
and enable men to assume their responsibilities to prevent 
HIV/AIDS and other sexually transmitted diseases;

d. Facilitate the development of community strategies that 
will protect women of all ages from HIV and other 
sexually transmitted diseases; provide care and support 
to infected girls, women and their families and mobilize 
all parts of the community in response to the HIV/AIDS 
pandemic to exert pressure on all responsible authorities 
to respond in a timely, effective, sustainable and gender-
sensitive manner;

g. Support and strengthen national capacity to create and 
improve gender-sensitive policies and programmes on 
HIV/AIDS and other sexually transmitted diseases, 
including the provision of resources and facilities to 
women who find themselves the principal caregivers or 
economic support for those infected with HIV/AIDS or 
affected by the pandemic, and the survivors, particularly 
children and older persons;

It should also be noted that Indonesia drafted its own plan 
of action in response to the Beijing Declaration, which was 
submitted in April 2000. Indonesia, in point 5, committed “to 
developing gender training and advocacies to prevent HIV/AIDS 
and to increase protection for women against sexual violence and 
protection of their reproductive functions.”
 Indonesia ratified the Convention on the Elimination of 
All Forms of Discrimination against Women (CEDAW) on 
13 October 1984. Although the Convention does not directly 
outline for women to be given special consideration with 
regard to HIV/AIDS, it does in Article 12(1) state that women 
shall be equal to men in accessing health care services:

Ch05_FA.indd   161 3/17/07   6:50:22 PM



162

 “States Parties shall take all appropriate measures to 
eliminate discrimination against women in the field of 
health care in order to ensure, on a basis of equality of men 
and women, access to health care services, including those 
related to family planning.”
 Indonesia has also signed the Millennium Declaration 
which arose out of the Millennium Summit (6-8 September 
2000). Similar to CEDAW, it does directly comment on 
women’s health and rights in the context of HIV/AIDS, but 
it does in point 20 resolve that signatories must “promote 
gender equality and the empowerment of women as effective ways 
to management poverty, hunger and disease and to stimulate 
development that is truly sustainable.”  
 In recent years, Indonesia has attempted to take increased 
action against the spread of HIV/AIDS, but thus far policies 
and initiatives have not adequately focused on women’s 
vulnerability, empowerment and access to health services in 
the context of the HIV/AIDS crisis, demonstrating a lack of 
commitment to the international women’s rights instruments 
they have ratified. 
 In 2003, Indonesia’s National AIDS Commission revised 
the National HIV/AIDS strategy. It is unfortunate to report 
that the new strategy does not specifically mention women 
among its six priority areas. In the same vein, the Sentani 
Commitment, which was adopted the following year, does 
not refer to women among its seven primary objectives. 
More positively, the Office of the Coordinating Minister 
for People’s Welfare released a statement in 2003 outlining 
that Indonesia’s HIV prevention efforts should include the 
enhanced role of women in a range of HIV/AIDS prevention 
initiatives (point 2.2.3); but the degree to which this has 
been acted upon is questionable.
  The Ministry of Indonesian Woman Empowerment 
Affairs has tried to elevate the importance of HIV/AIDS 
issues for women, but the amount they receive from the 
national budget for HIV/AIDS is minimal. In 2004, 
Women’s Empowerment received only USD 21,800 of the 
USD 8,766,988 of national budget for HIV/AIDS. Women’s 
NGOs and CBOs attempt to fill the gaps in government 
programming and expenditures by disseminating information 
and providing support and referrals to the best of their 

abilities, but human, time and financial resource constraints, 
along with the barriers presented by the socio-cultural, 
religious, and political landscape, limit their efforts. Overall, 
there is minimal information on HIV/AIDS, efforts targeted 
at women. In a report monitoring the implementation of the 
UNGASS Declaration in Indonesia, it stated there was no 
available data on HIV/AIDS programmes and services for 
women. This suggests that such efforts are limited and that 
programme and activity outcomes are not documented and 
circulated widely.  
 Indonesia must take significant steps if it is to meet 
its international commitments on women’s rights in the 
face of HIV/AIDS. Currently, patriarchal policies and 
systems remain dominant, with discussions of sexual and 
reproductive health being sidelined due to fears that the 
actual agenda is abortion rights, a highly contested issue 
in Indonesian society.   

THe STUDy OBJeCTIVeS 
 The study objectives were clearly spelled out:

1.  The policy on women related to the prevention RTIs 
and HIV/AIDS programme.

2.  Indonesian documents related to the programme’s 
field implementation.

3.  A case study in East Java to assess the field 
implementation of policy and programme prevention 
on HIV/AIDS.

ReSeARCH meTHODOlOgy
DeSK STUDy
 The desk study is conducted to ascertain and review 
the policies regarding women in the STIs and HIV/AIDS 
prevention programmes. Besides the policy review, the desk 
study also looked at and evaluated various surveillance 
results in Sexually Transmitted Diseases (STDs) and HIV/
AIDS at the national or regional level (city and regency in 
East Java Province).

fIelD STUDy IN eAST JAVA
 For a clear and accurate description, a case study was 
conducted in East Java to assess the implementation of the 
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existing national policies and impacts of the regional 
autonomy adopted since 1999. East Java was selected for 
the following reasons: 
(1) it ranks third of 10 provinces with a high prevalence 

level 
(2)  there is good access to obtain data or study the overall 

situation. 
 The case study conducted in East Java includes: 
desk study, a rapid survey in 3 cities (Sidoarjo, Malang dan 
Surabaya) with 200 respondents from each city of various 
groups, and action research.
 Note: As an observer in this study, I have also been an 
activist in gender and HIV/AIDS prevention and control 
since 1992. Vast past field experience in programme 
implementation or organisation involvement within 
many government agencies at both local or national 
level in gender and HIV/AIDS highly affects the writing 
of this report. The direct statements in this report are 
based on the monitoring and evaluation that I personally 
conducted of  persons whose names I cannot recall, thus 
the statements are not restated as direct quotations. A 
participant in the organisation and programme related 
to women and STIs and HIV/AIDS, I have some 
advantages in the form of a strong access and knowledge 
to the latest and accurate sources of data. Nevertheless, 
inevitably there will be some biases considering my work 
as a woman and HIV/AIDS activist. 

ReSUlTS Of THe DeSK ReSeARCH
POlICy ON RePRODUCTIVe HeAlTH
 The discussion on the policies on reproductive health is 
mainly derived from the documents regarding the National 
Policy and Strategy on Reproductive Health in Indonesia.

FraMeWorK anD orGanIsatIon 
 The essential Reproductive Health Services Pachet 
(PKRE) is a practical step to implement the Cairo Plan 
of Action by applying 4 of the 7 scopes of reproductive 
health selected  by Indonesia. STIs and HIV/AIDS service 
in health policies is accommodated through the PKRE. 
Unfortunately, in reality, open access to reproductive health 

services for women did not materialise as expected. The 
State Minister for Women Empowerment, Prof. Dr. Meutia 
Hatta Swasono, admits that Reproductive Health and Rights 
received special attention subsequent to the International 
Conference on Population and Development in Cairo 
in 1994, closely followed by the Beijing Conference on 
women. Previously, Indonesia applied the population and 
fertility control approach in addressing demographic and 
development issues. The ICPD commitment encouraged 
Indonesia to commit itself to changing its focus towards 
reproductive health and rights. 
 To signal its commitment, the government held two 
National Workshops on Reproductive Health in 1996 and 
2003. The first workshop produced: (1) the formation of 
the Reproductive Health Commission based on the Health 
Minister’s Decree Number 433/MENKES/SK/V/1998 and 
the commencement of a national project called the Essential 
Reproductive Health Services (PKRE) with the support 
from UNFPA and the Ford Foundation for basic health 
services. PKRE is a one-stop service for mother-child health 
services, contraception, adolescent reproductive health and 
RTIs. The second workshop created the National Policy 
and Strategy on Reproductive Health in Indonesia in 2005. 
One of its recommendations is to separate the Reproductive 
Health Commission from the Health Department/Director 
General of Public Health Development and assign it to the 
Coordinating Minister for Social Welfare, considering that 
reproductive health involves a vast array of stakeholders, not 
only among health workers but professional associations, 
NGOs and other parties. 

IMpLeMentatIon
 The main implementers of the ICPD ideas will be the 
Health Department, specifically, the Director General of 
Public Health Development and NGOs. So far, the new 
discourse has emerged only at the national level and in the 
provincial capitals and not proceeded beyond that. The 
National Commission for Reproductive Health is slow-
moving. Many of the most major provinces have not yet  
formed the Reproductive Health Commissions, let alone 
the cities or the regencies.
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POlICy ON HIV/AIDS
 The following discussion of the policy is derived from 
documents of the 2003-2007 HIV/AIDS Prevention Strategy 
made by the National Commission for AIDS Prevention. 
 
FraMeWorK
 The HIV/AIDS prevention programme in Indonesia 
has a history and process different from reproductive health 
implementation. Both issues have been operating divergently 
although they are inter-related. For HIV/AIDS,the issue began 
with the acknowledgement of the first case in Bali in 1987 
and has caught the attention of the health community ever 
since. HIV surveillance among sex workers in many areas in 
Indonesia and blood test of donors by the Blood Transfusion 
Unit of the Indonesian Red Cross was effected. More HIV 
test capable laboratories have been established, enabling all 
provincial health laboratories to participate the HIV/AIDS 
surveillance programme. 
 The prevention programme for high risk groups such as 
sex workers, transvestites and homosexuals was assigned to 
NGOs, who would conduct the field prevention programme. 
The Health Department has been working closely with NGOs 
since 1999, despite the government’s unfavourable relationship 
with NGOs due to mutual suspicion and distrust. The Health 
Department needed NGOs to market condoms to high risk 
groups such as sex workers because the government faced 
a dilemma dealing with sex workers given the fact that sex 
workers are illegal in Indonesia. This made NGOs a strategic 
partner in preventing HIV among high risk groups.
 Early in 2003, a new strategy in the national prevention 
programme was brought about by: 

(1) the progress of the HIV/AIDS epidemic and its 
transmission as in 1999, HIV transmission via IDU 
increased in addition to sexual intercourse; 

(2) the progress in HIV/AIDS prevention with the 
discovery of anti-retrovirus (ARV), harm reduction for 
injecting drug users, 

(3) the changed system of governance - since 2001, 
the authority of the to implement the HIV/AIDS 
prevention programme was decentralised and was 
assigned to the regency or city administrators, and 

(4) the commitment to international agreements: The 
United Nations General Assembly Special Session on 
HIV/AIDS : Declaration of Commitment (UNGASS) 
and the Millennium Declaration and the MDGs.

 Despite the change in the National Strategy on HIV/
AIDS Prevention Programme in 2003, there still continue to 
be limitations in the approach. For example, the definition for 
non sex worker women remains as a low risk group, as seen 
on page 7 of the 2003-2007 National Strategy on HIV/AIDS 
Prevention:
 “HIV/AIDS Prevention Policy: HIV/AIDS transmission and 
spread are closely related to risk behaviors. Therefore... prevention 
programmes must be varied between the low risk group, the high-
risk group and patients with AIDS, as they require different 
approaches.  The IEC (Information Communication and 
Education) approach will produce very limited results that need 
other support activities such as care and treatment efforts”.
 In 1985, the Health Research and Development  section 
of the Health Department formed a Working Group for HIV/
AIDS Prevention for the first time. It was only in 1989 that 
other sectors and NGOs were involved as Working Group 
members. In 1994, the AIDS Prevention Commission was 
formed under Presidential Decree Number 36/1994 headed 
by the Coordinating Minister for Social Welfare. 
 The Women’s Empowerment Ministry assumed the 
responsibility of encouraging women by incorporating HIV/
AIDS into women’s development programmes under the issues 
of gender equality, female adolescent reproductive health and 
empowerment. 

IMpLeMentatIon
 In step with the AIDS Prevention Commission at the 
national level, similar commissions were formed in almost 
all the provinces in Indonesia. The Regency and City Levels 
soon followed suit. Both at the national and regional levels, 
other sectors and NGOs were successfully integrated into 
these commissions. However, at the regency and city levels, 
the Health Agency still plays the leading role. Over the last 
three years, thanks to the support from the donors and the 
comprehensive approach and extensive organisation at the 
regency or city level has begun to work.
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 The regional AIDS Prevention Commissions are frequently 
quoted in the mass media. In comparison, the Reproductive 
Health Commission is barely mentioned in the mass media. 
This is because the regional commissions hold routine 
programmes and activities and are more popular. 
 At the practical level, the programmes for women are 
assigned to three departments. Sex workers are handled by 
the health department (especially with regards to Sexually 
Transmitted Infections - STIs and HIV); non-sex workers to 
the women’s empowerment ministry; and female adolescents 
to the education department via the reproductive health 
education programme. The surveillance programme for sex 
workers works but only well up to the city and regency 
levels. After decentralisation more brothels have been closed 
and the local health agency found it difficult to survey sex 
workers: the survey on sex workers in the Aceh province 
failed. The women’s empowerment ministry deals more with 
the issues of violence against women and the bettering of 
women’s incomes. Health issues, in particular HIV/AIDS 
and in general reproductive health issues, barely receive 
attention except in terms of discourse. The ministry does 
not deal with services. Information has been scarce because 
the function of the women’s empowerment ministry is 
more coordinative rather than structural. The education 
and awareness raising programmes for adolescent teenagers 
by the education department is still in the planning stages. 
The field implementation is not yet clear and donors still 
consider it a pilot project.    

THe NATIONAl SITUATION Of HIV/AIDS 
 Since 1999, the 2 key means by which HIV is transmitted 
have been sexual intercourse and needle sharing by drug 
addicts. HIV is transmitted rapidly among injecting drug users 
(IDUs). In 1999, the Drug Addiction Hospital Jakarta found 
that HIV positive rate among rehabilitated narcotic users was 
18%. In 2000, it increased drastically to 40% and in 2001 to 
48%. The highest rate ever recorded was in 2000, in Kampung 
Bali in Jakarta, where the percentage of the infected needle-
sharing injecting drug users (IDUs) was 90%.  
 Following the greatest number of HIV+ cases among IDUs 
in 2000, Indonesia entered a new chapter which turned the 

status of the epidemic from a low epidemic into an epidemic 
concentrated in a number of provinces. The epidemic’s new 
status results from the drastic increase in the prevalence index 
in particular sub populations. Disregarding the generally low 
HIV prevalence, all the provinces in Indonesia have reported 
occurrence of HIV+ cases. 
 The written report of the National Commission on AIDS 
Prevention for 2004 as contained in the ‘2003-2007 National 
Strategy on HIV/AIDS Prevention’ mentions that in 2000 
HIV cases increased significantly among sex workers. In 
Tanjung Balai Karimun, Riau Province only 1% was found in 
1995/1996 but it increased by 8.38% in 2000. In Merauke, 
the percentage of HIV Prevalence is 26.5%, in DKI Jakarta 
(North Jakarta) 3.36%, and West Java 5.5%. 
  The written report from the health minister of the 
Republic of Indonesia presented before the Special Cabinet 
Meeting on HIV/AIDS in March 2002 mentions that several 
extremely important facts and trends on the disease. The 
current number of HIV infected is roughly in the region of 
90,000 to 130,000 people. However, the total population 
which is vulnerable to HIV ranges from 13-20 million people. 
The highest HIV transmission due to sex workers is in Papua, 
around 26% however by comparison, the highest HIV 
transmission among IDUs is 48% in Jakarta and 53% in Bali.  
 Table 1 clearly delineates that HIV prevalence amongst 
IDUs has grown exponentially in comparison to the other 
high risk groups (in this case transvestites and women sex 
workers.) Another point worth noting is that, according to 
the report, the attitude survey carried out in a number of cities 
reveals that more than half of the highly mobile male group 
enjoyed commercial sex services although most of the men 
have wives. At the same time, it was worrying to discover that 
around 7-10 million men are regular sex shoppers in Indonesia 
and the dismal fact is that less than 10% of them agree to 
use condoms regularly. This is clearly shown in Table 2 where 
condom use in commercial sex services has been stagnating 
despite the increase in HIV prevalence. In light of these new 
facts, Table 3 shows that groups previously regarded as low risk 
men and low risk women are also vulnerable to the disease. 
Men previously regarded as low risk may no longer be so 
due to their habit of ‘shopping for sex’ while low risk women 
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Table 2: Condom Preference Stagnant
Trend of Condom use at last commercial sex encounter
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Table 1: HIV Prevalence among Intravenous Drug Users, 
Transvestites and Women Sex Workers (1996-2002)
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Table 4: STD Transmission Level among Sex Workers in Banyuwangi in 2005

could be infected by their sex-shopping partners or their 
IDU partners easily. Overlooking these low risk groups as 
targets of HIV prevention programmes may well lead to an 
outbreak of the disease. 
 The report also brought up some interesting statistics. 
About 30% of male high school students in Jakarta had 
tried drugs and around 8% of male students have had sexual 
intercourse. This shows that there is a need to start educating 
adolescents on the repercussions of risky behaviour and 
teach them to protect themselves. It is inevitable that 
currently these young people are following the trends and 
attitudes set by the peers and elders. An attitudinal study 
on IDUs in a number of cities reveals disturbingly risky 
behaviour: most users share non-sterile syringes and more 
than 30% of them have sex without protection. From Table 
3 we know that IDUs affect both sex workers and wives 
and this becomes evident as the transmission level among 
sex worker transvestites has reached around 22%, sharply 
increasing by almost 4 times compared to 1997 and that 
HIV transmission has reached wives. In a number of areas 
in Jakarta, 3 % of 500 pregnant mothers voluntarily tested 
have been positively infected with HIV.

fINDINgS Of THe fIelD ReSeARCH
THe HIV/AIDS SITUATION IN eAST JAVA
 In 2000, the status of HIV in Indonesia changed from 
an epidemic into a concentrated one. After that the AIDS 
Prevention Commission determined 10 provinces with high 
prevalence levels. Among the highest prevalence provinces: 
DKI ranked first, followed by Papua, and East Java Province 
ranked third. Tables 4,5 and 6 show the high transmission 
rates of STDs amongst sex workers and the comparative rate 
of transmission of HIV/AIDS amongst sex workers.
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eSTImATeD RISKy BeHAVIOR gROUPS IN 2004
 Of the total population of East Java, which is 
36,396,380 - 431,945/1.17% (male 275,365/63.75% 
and female 156,580/35.26%) are prone to HIV 
infections. The population aged 15 to 49 numbers 
20,237,050 or 55.60%. Today, there are roughly 
8,740 (male 7,156 and female 1,583) individuals 
with HIV/AIDS. 
 Women prone to HIV transmission based on age 
and status categories consist of: sex workers, married 
women and female teenagers. Their percentage of the 
total population is 36.56%. The question is what is the 
protection for the 3 groups in the currently developed 
programme?

Number of client undergoing VCT according to sex status
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Table 7:  Number of clients undergoing VCT
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Table 8: Number of Clients who are PLWHA undergoing VCT

Positive
Female
Male

rapID sUrVeY In MaLanG, sUraBaYa anD sIDoarJo
cLInIcaL Data on WoMen anD Vct In sUraBaYa
 Since October 2001, Hotline Surabaya Foundation 
has introduced the Essential Reproductive Health Services 
Packet (PKRE) focused on services for (1) Mother-child, (2) 
Contraception, (3) Reproductive Organ Infections (8 types 
of ROI, not yet HIV/AIDS), and (4) Teenagers. PKRE is 
intended for low income women which consist of sex workers 
and non-sex worker women. And since 10 January 2005, 
Hotline Surabaya Foundation has opened the Voluntary 
Counseling Testing (VCT) Service for HIV. The profile of 
those undergoing VCT is shown in Tables 7 and 8. These 
tables show that demand for VCT has grown considerably 
over the years.
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Table 9 : estimated Risky Behaviour groups in east java in 2004

Province of East Java
High -risk population’s exposure to HIV

Population HIV Prevelance PLWA Estimation

Low 

Estimation

High 

Estimation

Average 

Estimation

Low 

Prevalace

High 

Prevalace

Average 

Prevalace

Low 

Population

High 

Prevelance

High 

Population

High 

Prevelance

Average
Percentage of 

Women

IDU 7,380 20,740 14,060 16.84 56.05 36.44 3,492 4,137 3,814 2%

Non-user partner of IDU 2,440 6,900 4,670 5.65 18.92 12.29 390 462 426 100%

Female Sex Worker (Full-time) 10,010 11,730 10,870 2.16 6.55 4.35 656 253 464 100%

Female Sex Worker (Part-time) 3,130 3,200 3,165 4.54 14.38 9.46 450 145 298 100%

Female Sex Worker (All) 13,160 14,960 14,060 2.66 8.40 5.53 1,106 398 752 1%

Client Female Sex Worker (Full-time) 224,050 263,910 243,980 0.43 1.31 0.87 2,943 1,134 2,039 0

Client Female Sex Worker (Part-time) 23,320 23,860 23,590 0.90 2.84 1.87 683 214 439 0

Client Female Sex Worker (All) 247,360 287,770 267,565 0.47 1.46 0.96 3,606 1,348 2,477 0

Partner of Female Sex Worker Client 
(Full-time)

119,310 140,500 129,905 0.14 0.24 0.19 290 201 246 100%

Partner of Female Sex Worker Client 
(Part-time)

12,380 12,670 12,525 0.54 0.95 0.75 118 68 93 100%

Partner of Female Sex Worker Client (All) 131,700 153,260 142,480 0.18 0.31 0.24 408 270 339 1%

Homosexual (Including Male Sex 
Workers)

6,120 49,430 27,775 1.86 36.35 19.11 920 2,225 1,572 0%        

Transexual Sex Workers 1,540 4,370 2,955 3.39 24.80 14.09 382 148 265 0%

Client of Transexual Sex Workers 20,350 55,510 37,930 0.69 4.87 2.78 990 384 687 0&

Male Prisoner 6,360 6,360 6,360 1.09 6.23 3.66 397 69 233 0%

High Risk Total 426.610 437,280 431,945 9,748 7,732 8,740

Male 281,730 269,000 275,365 7,783 6,530 7,156

Female 144,880 168,280 156,580 1,965 1,202 1,583

Low Risk Population 19,810,440 19,799,770

Low Risk Adult Male 9,677,030 9,689,760

Low Risk Adult Female 10,133,410 10,110,010

Average 

Estimation
Low 

Range
High 
Range

Male Female Total Male Female Male Female Total

Total Population 17,981,290 18,415,090 36,396,380 17,981,290 18,415,090 36,396,380 17,981,290 18,415,090 36,396,380

Total Population 1549 9,958,760 10,278,290 20,237,050 9,958,760 10,278,290 20,237,050 9,958,760 10,278,290 20,237,050

Total Estimation of PLWHA 1549 7,156 1,583 8,740 6,530 1,202 7,732 7,783 1,965 9,748

HIV Estimation 0.07 262 0.04 0.07 0.01 0.04 0.08 0.02 0..05
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women PLWHA is higher than that of female sex work-
ers. This is contrary to commonly held views that mar-
ried women are less prone to HIV/AIDS infections than 
sex workers.

Table 9 shows the risky behaviour groups in East Java in 
2004. High-risk women are female sex workers and part-
ners of IDUs while other women are considered low-risk. 
However Table 10 shows that, contrastingly, number of 
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Table 10: Number of female PLWHA
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Table 11: Prevalence of reproductive tract infections/sexually transmitted diseases among 
women clients of hotline Surabaya’s clinic
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Table 12: Prevalence of reproductive tract infections/sexually transmitted 
diseases among sex worker women clients of hotline Surabaya’s clinic
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Table 13: Prevalence of reproductive tract infections/sexually transmitted diseases among non 
sex-worker women clients of hotline Surabaya’s clinic

Tables 11, 12 and 13 clearly demonstrate that RTI/STD 
prevalance highly affects sex worker women and has 
begun to be prevalant amongst non-sex worker women as 
well. The findings in these tables are from surveys of the 
Hotline Surabaya Foundation. The fact that RTIs/STDs 
are prevalent among non-sex worker women demonstrates 
that contrary to previously held assumptions - this group 
of women cannot be regarded as a low-risk group for even 
HIV/AIDS.
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nGo’s roLe In hIV/aIDs preVentIon anD 
ManaGeMent
 Women NGOs operate on a number of issues such 
as health, violence, trafficking, and politics. Very few 
operate in the health sector. And even if there are, those 
operating in reproductive health and HIV/AIDS rarely 
meet to discuss the issues together. NGOs operating 
in the health sector can improve cooperation with the 
government. The government also needs the presence of 
the NGOs. Perhaps, the work here tends to be at the 
practical level thus reducing the conflicts. Yet, different  
government agencies are tasked with reproductive health 
and HIV/AIDS which is not conducive to battling HIV/
AIDS optimally. 

POlICy ANAlySIS 
eSTImATeD HIV WITH VCT DATA 
 The percentage of women as a risky behavior group 
in 2004 in East Java Province was estimated at 36.56%. 
Compared to the VCT data from 3 VCT services in 
Surabaya, the estimation is near the actual figure, that is, 
29.56% for HIV positive. What does the figure mean? It 
means that the protection and prevention programme for 
women has not worked as expected. They have not enjoyed 
the effective protection and prevention programmes.  
What are the causes? 

POlICy Of RegARDINg Sex WORKeRS AS A mAIN 
TRANSmISSION VeCTOR
 Women received particular attention when the HIV 
epidemic occurred for the first time, especially sex 
workers. Sex workers were considered HIV transmission 
vectors. Thus, special attention was given to them lest 
they posed danger to others. At this stage, the prevention 
programme administered by many NGOs focused on 
condom use and HIV/AIDS information among sex 
workers only. The preemptive programme among sex 
workers failed due to the still low rate of condom use 
and the still high prevalence level of sexually transmitted 
diseases.

WHy HAS THe SexUAlly TRANSmITTeD DISeASe 
PReVeNTION AND CONDOm USe PROgRAmme 
fAIleD AmONg Sex WORKeRS?
 One of the main reasons is that the bargaining power 
for condom use lies in the hands of the customer, not of 
the sex worker herself. The customer, as so many surveys 
have demonstrated, has a low appreciation of condoms. 
Different opinions among public figures in mass media 
may shape people’s indifference to condoms. However, it 
is more important to educate the customers on condom 
use rather than the sex workers. The decision to use or not 
to use is made by the customer who, because is buying the 
service, is in a position of power to dictate the terms and 
conditions of the service. Sex workers do not usually have 
the power to insist that their customers wear condoms 
for mutual protection. The sex industry is also a highly 
competitive one and sex workers risk losing their customers 
if they do not acquiesce to the customers’ wishes. Hence 
raising awareness amongst sex workers alone will not effect 
behavioural changes in the use of condoms. 
 Often sex workers have an emotional relationship 
with the client because many provide services on a regular 
basis to regular clients. The emotional relationship builds 
trust and blinds them to reality and prevents the use of 
condoms. At the same time, the illegal status of sex workers 
hampers the intervention programme by the government. 
The health and social agencies cannot directly intervene 
regarding their illegal status. 
 At present, regular and HIV vector males have not been 
identified as the targets of the prevention programmes. They 
have been disguised but the sex workers are consistently 
highlighted. In fact, their number is much greater and they 
are highly mobile (based on the estimation data: There are 
267,565 sex shoppers and 14,060 sexual workers. Thus, the 
ratio between the female sex worker: male clients = 1: 19). Sex 
shoppers should also be defined as transmission vectors.  
 The next problem is how to treat a HIV infected sex 
worker? So far, there has not been any concrete programme 
to deal with this problem despite the high prevalence. While 
they belong to the helpless groups due to poverty, they 
cannot be allowed to infect other people. There must be some 
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paradigmatic changes in interfering with sexual workers. The 
limits of rights and obligations must be upheld. And for that, 
the government’s attitude and policy must be clear and firm. 
 Following the failed condom use and sexually transmitted 
disease prevention programmes among sex workers over 
the last decade, the focus must now be directed towards 
sex shoppers. Yet, so far there has not been any programme 
capable of direct orientation to the sex shoppers. The 
sex workers remain the center of attention, with the sex 
shoppers a sideshow. Despite sex shoppers infecting their 
sexual partners over the last decade. This customer-based 
approach has been developed in the programme for the 
business world. The results are pending evaluation.  

mARRIeD WOmeN ARe CONSIDeReD lOW RISK
 The population of this group is much greater than that 
of sex workers. Yet, there has not been any direct protection 
programme nor is the current health system is conducive to 
protecting this female group. Likewise, other institutions 
serving women have not been able to develop any effective 
programme to protect them from sexually transmitted diseases 
including HIV/AIDS.
  The assumption underlying the reproductive organ 
infections prevention programme developed by the Health 
Department has been blocking the initiation of a programme 
for the group of women married to promiscuous partners. This 
categorisation of them as a low risk behaviour group sidelines 
them from the prevention programme’s targets. The prevention 
programme developed by the health department for sexual 
workers has been curing any Sexually Transmitted Diseases 
(STDs). The prevention programme in the forms of protection 
via information and developing skills to use condoms, negotiate 
or reject has not been developed. This kind of protection 
programme has not been ignored thanks to the stigma that 
sexually transmitted diseases including HIV/AIDS are not the 
diseases of one’s faults. And thus, the service efforts are limited 
to treatment to prevent transmission to other people. 
 They respect a woman who conducts sexual activities only 
with her partners by not giving her the services. The second 
blind spot that gives birth to ignorance is that since she does 
not do anything wrong it is better not to examine or service 

her. The fact is there are different positions for a woman who 
conducts sexual activities only with her partners. The wives of 
unprotected promiscuous partners can in no way be categorised 
as a low risk group. They belong to the high risk groups to be 
included in the intervention programme’s targets.  
 The assumption underlying the development of the sexual 
health programme for those women results in the public’s 
misinformation on reproductive organs and HIV/AIDS 
infection issues comprehensively, clearly and correctly.

PUBlIC’S IgNORANCe ON VARIOUS TyPeS Of 
SexUAlly  TRANSmITTeD DISeASeS
 The rapid survey by Hotline Surabaya Foundation 
supported by The Asian Pacific Resource & Research Centre 
for Women (ARROW) and The Ford Foundation reveals that 
the public only recognises 2 types of sexually transmitted 
infections - Gonorrhea and syphilis because the health 
agency provides services only for those two types of sexually 
transmitted infections. 
 Chlamydia as a public health issue has been found after 
several repeat pilot projects on a group of sex workers and 
housewives. Through the provision of service at the basic 
health service level due to various considerations such as the 
expensive price of the reagents for the tests, this problem has 
not been made a public issue. But its high prevalence among 
sex workers and housewives has been unknown to the public 
due to the lack of service at the basic health service level. 
 Another major issue is the non symptomatic Sexually 
Transmitted Infections (STIs) in women. Symptoms of 
bacterial infections (fluor abus) in women often overlap with 
the symptoms for other diseases such as malnutrition, food 
and hormonal imbalance. Most women cannot tell pathologic 
from non-pathologic bacterial infections because they see 
bacterial infections as common problems to be cured only 
with traditional potions. They are unaware that no traditional 
potion can heal any bacterial infections resulting from sexually 
transmitted diseases. 

PSyCHOSOCIAl PROBlemS IN PROTeCTION
 Sexually transmitted diseases are considered dirty diseases. 
This stigma has built a psychological barrier for non-sex 
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TABle 14 : fReQUeNCy DISTRIBUTION Of THe COmmUNITy KNOWleDge ON RTIs AND HIV/AIDS INfeCTIONS 

Frequency Distribution of respondent Knowledge according the research location, east Jawa, 2004

Desription Surabaya Sidoarjo Malang Grand Total 

Total % Total % Total % Total %

ISRs Knowledge:     
Low 5 0.80 46 7.70 1 2.00 52 8.70

Medium 113 18.80 154 25.70 176 29.30 443 73.80
High 82 13.70 0 0.00 23 3.80 105 17.50

Sub total 200 33.30 200 33.30 200 33.30 600 100.00
HIV/AIDS Knowledge :     

Low 12 2.00 53 8.80 33 5.50 98 16.30
Medium 99 16.50 147 24.50 148 24.70 394 65.70

High 89 14.80 0 0.00 19 3.20 108 18.00
Sub total 200 33.30 200 33.30 200 33.30 600 100.00

TABle 15 : fReQUeNCy DISTRIBUTION Of THe ISRs INfORmATION TO ReSPONDeNTS ACCORDINg 

TO ReSeARCH lOCATION, eAST JAVA, 2004

Description Surabaya Sidoarjo Malang Grand Total

Total % Total % Total % Total %

Family 24 4.00 12 2.00 22 3.67 58 9.67
Health provider 58 9.67 95 15.83 79 13.17 232 38.67

Radio 132 22.00 193 32.17 164 27.33 489 81.50
Printed Media 151 25.17 195 32.50 165 27.50 511 85.17

Etc 77 12.83 172 28.67 115 19.17 364 60.67

TABle 16 : RAPID SURVey ON THe HIV/AIDS KNOWleDge, ATTITUDe AND BeHAVIOR Of THe HOUSeWIVeS IN SURABAyA 
Question Key Wrong % Right %

PLWA cannot work S 28 13.02 187 86.98

Caught, but did not transmit the HIV B 56 26.05 159 73.95

Working with PLWA is very dangerous S 14 6.512 201 93.49

PLWA can not fight the infection B 23 10.7 192 89.3

AIDS caused by virus called HIV B 45 20.93 170 79.07

Any one infected by HIV will be infected throughout their entire life B 30 13.95 185 86.05

Mosquito bites can transmit HIV S 35 16.28 180 83.72

HIV+  = AIDS B 14 6.512 201 93.49

HIV infected through syringe needle B 25 11.63 190 88.37

Pregnant women can transmit HIV to infant S 25 11.63 190 88.37

AIDS transmits through sexual intercourse with the PLWA. B 15 6.977 200 93.02

PLWA can be healthy in the long term B 62 28.84 153 71.16

PLWA looks unhealthy S 54 25.12 161 74.88

HIV comes in to the body and destroys the body’s immunity B 45 20.93 170 79.07

HIV medicine has been found S 47 21.86 168 78.14

Blood has to tested before transfusion B 37 17.21 178 82.79

AIDS cannot be transmitted to children S 104 48.37 111 51.63

HIV can be transmitted through urine and faeces S 26 12.09 189 87.91

Cannot share food utensils (glass, spoons, plates) with a PLWA S 46 21.4 169 78.6

PLWAs did not need to be supported S 35 16.28 180 83.72

Ch05_FA.indd   174 3/17/07   6:50:40 PM



175

Women and HIV/AIDS

worker women to be curious about the issue. While now 
information about sexually transmitted diseases including 
HIV/AIDS has reached non-sex worker women as well, it is 
still difficult to assess the concrete impacts of the prevention 
programme. Reading and knowing without direct experience 
will produce nothing, as there are no attitude changes. Many 
women do not know and or have no nerve to accept the fact 
that her sexual partners are promiscuous or keen on enjoying 
unprotected commercial sex services. 
 In their effort to seek protection, women face a socio-
cultural barrier. Women are judged according to their 
obedience and questioning their male partners’ attitude is still 
a taboo. Many women wanting to protect themselves against 
HIV infections by asking their partners to use condoms before 
sex get rejected,  and sometimes their partners are enraged.  
 The available choice for a woman who relies on her partner’s 
income is submission.
 The current gender-based job distribution places the male 
as the head of the family and the breadwiner whereas the 
female is a partner and an extra-income earner. This gender-
based policy contributes to the weaker bargaining position of 
the female.
 The qualitative data from counselling women infected 
by their partners indicate that non-sex worker women have 
double the trouble. First, they acquire HIV from their partners. 
Second, they are obliged to treat their sick husbands. These 
attitudes are the result of the treatment of families on both 
sides, in particular, the husband’s family. 
 If a woman cannot seek protection from her family and the 
government, NGOs should provide a protection programme 
for depressed women as in the above case. Who will finance it 
then? And how long can help be given to a woman so used to 
depending on her partner? 

DUAlISm IN THe PROgRAmme AND ORgANISATION
 There is a dualism in the programme and organisation 
within the Health Department adopting the reproductive 
organ infection services policy for women. The sexually 
transmitted diseases among sex workers belong to the Director 
General of CDC of the Health Department. The services 
for non-sex worker women under the Director General of 

Public Health have been given half-heartedly through the 
establishment of the Essential Reproductive Health Services 
for basic health services. The services are a pilot project at a 
number of community health centers financed by UNFPA. 
 The Director General of Public Health is endeavoring to 
implement the mandate given by the ICPD commitment 
by developing innovative reproductive health services. The 
innovation consists of RTIs services in the forms of a number 
of pilot projects called the Essential Reproductive Health 
Services (PKRE) delivered through many community health 
centers in Indonesia. Unfortunately, the project did not work 
as expected due to several technical and policy problems. And 
so no significant effects have been noted.  
 The pilot project(s) developed by NGOs in Surabaya 
worked and has been able to detect reproductive organ 
infections in non-sexual worker women. PKRE by NGOs 
needs policy support considering that the service fee cannot be 
equalised to the one charged by common community health 
centers. The one stop service demands more fees to cover the 
laboratory examination expenses.
 
femAle ADOleSCeNT PARTNeRS Of IDUS AND 
SexWORKeR ClIeNTS ARe CONSIDeReD lOW RISK 
 There is yet another problem: many female adolescents 
are exposed to HIV infection transmitted by their partners 
sharing narcotic syringes. Teenagers are easy targets for HIV 
as the number of IDU. Almost all intravenous drug users 
are adolescents. 
 No protection programme such as Life Skills Education 
against narcotics and HIV/AIDS has been developed for this 
group. The education world has not seen the urgency of Life 
Skills Teaching which will empower the youngsters in dealing 
with drugs and HIV/AIDS. Most schools still consider the 
education and protection against drugs and HIV/AIDS the 
parents’ responsibility. On the other hand, most parents have 
not realised the danger of drugs.
 Another policy barrier to intervention with youth is that 
sexuality is defined only within a marriage. Hence, there is no 
sexual and reproductive health service for unmarried youth. 
Sex is never discussed openly among youth, in particular 
female youth, puts them in danger. The lack of information 
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among female youth results in wrong decision-making when 
picking a partner.

NeeD fOR PROgRAmme SyNCHRONISATION
 There needs to be an effort to synchronise and harmonise the 
existing HIV/AIDS prevention and management programmes. 
The health department needs to develop a separate policy 
regarding HIV/AIDS in women. The reproductive health 
approach is a process approach emphasising a comprehensive 
programme. The HIV/AIDS prevention and management 
approach is an approach which breaks the transmission chains. 
Thus, the focus is concentrated on any groups/individuals 
identified as high risk behavior groups. If high risk behavior 
groups exist, so do low risk behavior groups.
 This categorical definition no longer applies now, as 
HIV has infected ordinary people. The number of non-
sex worker women infected by their partners has increased 
sharply. So does the number of young females infected. The 
prevention and management programme for them must 
begin very soon. 

CONClUSION AND 
ReCOmmeNDATIONS
CONClUSION
 The HIV/AIDS prevention and management policy in 
the HIV/AIDS Prevention Strategy for women is inconsistent 
because it accounts for justice and gender equality but at the 
practical level the idea has never been expressly presented. The 
policy even explicitly categorises the groups as high risk and 
low risk behaviors. The low risk behavior group consists of 
non-sex worker women and housewives. In the field there is 
no prevention and management programmes for this group. 
Nor adequate access and services. The programme for women 
coordinated by the empowerment minister is not yet serious 
and ineffective. 
 There is no synergy and synchronisation in organising 
prevention and management programmes. Each sector and 
department working to prevent and management HIV/AIDS 
has not found a formula to align its perception and create 
a synergy. The two commissions in charge of reproductive 

health and HIV/AIDS still pursue their separate ways and 
adopt different policies.
 The programme for women is handled by different sectors. 
Sex workers is all under the jurisdiction of to the infectious 
diseases division of the Health Department. The approach 
taken does not account for the needs and empowerment of the 
sex workers as the perspective is oriented at protecting public 
interest, namely, the clients. The attention is focused on sex 
workers throughout the surveillance yet no empowerment 
has been attempted. Hence, there have been no signs that the 
problems among them will be overcome anytime soon. 
 Housewives are assigned to the public health division of 
the Health Department in the forms of Essential Reproductive 
Health Services Packet (PKRE) for mothers. Unfortunately, 
this programme has not worked out well widely and the pilot 
project has not reached the targets because: 

(1) the housewife is not the programme’s priority, 
(2 a number of psychological, social and cultural aspects 

hamper the open implementation of the programme. 
 Female youngsters are assigned to the department of 
education via the reproductive health programme whose 
implementation is assigned to interested regions. This 
programme has not worked out well either.
 
ReCOmmeNDATIONS
 The next HIV/AIDS Prevention Strategy needs to account 
for gender and human rights issues consistently and precisely. 
The old strategy is no longer relevant now that non-sex workers 
and female youngsters urgently need an effective intervention 
programme. 
 There is a need to synchronise and synergise the reproductive 
health organisation and programme with the HIV/AIDS 
Prevention and Management Programme by aligning the 
perception and integrating the similar programmes. A 
breakthrough can be achieved through a strong leadership.  
 Special attention is needed to prevent STD and HIV/AIDS 
in all women, whether they are sex workers, migrant workers, 
partners to a high risk behavior males, or female teens.  
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chapter

The emerging impact of  
decentralisation on health systems

By Zohra Andi Baso

InTroducTIon

 This chapter aims to address the various contexts of 
decentralisation in Indonesia and its emerging impact on 
sexual and reproductive health and rights (SRHR). The 
International Conference on Population and Development 
(ICPD) in Cairo, 1994 proposed a definition of reproductive 
health as “a state of complete physical, mental, and social well-
being and not merely the absence of disease or infirmity in all 
matters relating to the reproductive system and to its functions 
and processes.”  The Programme of Action sets out three key 
objectives with regards to reproductive health:
(a) To ensure that comprehensive and factual information 

and a full range of reproductive health-care services, 
including family planning, are accessible, affordable, 
acceptable and convenient to all users;

(b)  To enable and support responsible voluntary decisions 
about childbearing and methods of family planning of 
their choice, as well as other methods of their choice for 
regulation of fertility which are not against the law and to 
have the information, education and means to do so;

(c)  To meet the changing reproductive health needs over 
the life cycle and to conducting in ways sensitive to the 
diversity of circumstances of local communities.

 
 To meet these objectives, the Programme of Action 
(POA) calls for the following actions: “All countries should 
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strive to make accessible through the primary health-care system, 
reproductive health to all individuals of appropriate ages as soon as 
possible and no later than the year 2015”. The POA established 
a ‘new paradigm’ and a framework for action which was 
radically different from that of its predecessors. First, the POA 
recognises reproductive rights as a significant component 
of human rights when it underscores the importance of 
voluntary decisions about childbearing and methods of family 
planning. Second, it places family planning at the centre of 
reproductive health services. Third, it views reproductive 
health as encompassing the entire life cycle of men and women, 
rather than narrowly limiting it to women of reproductive 
age. Fourth, it highlights the importance of primary health 
care (with referrals as appropriate) in improving access to and 
the quality of reproductive health information and services 
(including counselling) in an integrated manner. 
 Thus, the paradigm puts human rights, human 
development, and individual well-being, rather than 
population control programme targets, at the centre of 
programme policies. The development and implementation 
of reproductive health programmes and services emphasised 
the need for empowering and involving women and young 
people, especially among the poor and marginalised groups. 
ICPD also called for an integration of reproductive health and 
family planning services into primary health care packages in 
developing countries. Moreover, a greater responsibility and 
involvement by men was also called for. 
 The ICPD also proposed that the scope of reproductive 
health in the context of the life-cycle approach should cover 
maternal and newborn health, family planning, prevention and 
treatment of STIs and HIV/AIDS, adolescent reproductive 
health, prevention and management of abortion, prevention 
and management of infertility, and reproductive cancers and 
health problems of the elderly. 
 One year later the fourth United Nations Conference 
on Women in Beijing recommended 12 critical areas of 
concern (of which one is on Women and Health), which 
culminated in the Beijing Declaration and Platform for 
Action. The declaration also reaffirms the commitment of 
governments to focus on the 12 critical areas of concern 
and work to overcome the obstacles encountered in the 

implementation of proposed actions. Governments pledged 
an accelerated implementation “through the promotion and 
protection of all human rights and fundamental freedoms, 
mainstreaming a gender perspective into all policies and 
programs and promoting women full participation and 
empowerment and enhanced international cooperation for the 
full implementation of the Platform for Action.” 

InTernaTIonal commITmenTs
 Indonesia responded to the ICPD by implementing 
a National Workshop on Reproductive Health in 1996, 
and reaffirming the ICPD Programme of Action with Law 
23/1992 on Health, along with CEDAW (Convention on 
the Elimination of All Forms of Discrimination against 
Women) with Law 7/1984. Indonesia has also established 
its own vision of Healthy Indonesia 2010, that created a new 
paradigm in comprehensive health promotion, emphasising 
health professionalism, promoting a Community Health 
Services Programme, strengthening of decentralisation, and 
developing locally based health centres. As the Indonesia 
commitment to CEDAW and ICPD, the National 
Committee on Reproductive Health was formed in 1998, 
with the mandate of defining better reproductive health 
issues and scope, developing appropriate Reproductive 
Health Packages, planning for improved involvement of 
men on reproductive health, and identifying the needs for 
routine data collection on reproductive health.
 The reproductive health package is divided into two 
major programmes: (1) the essential reproductive health 
package, which includes the following programs: a) Safe 
Motherhood, b) Family Planning, c) STD/HIV/AIDS, d) 
Adolescent reproductive health, and (2) the comprehensive 
reproductive health package which includes all the 
programmes in the essential reproductive health package 
with the addition of elderly reproductive health programmes. 
The National Committee on Reproductive Health was 
divided into four task forces on: safe motherhood, family 
planning, adolescent reproductive health, and elderly 
reproductive health. The role of the National Committee 
on Reproductive Health includes directing policies and 
strategies for intervention, monitoring the task force 

Ch06_FA.indd   184 3/17/07   6:54:42 PM



185

The emerging impact of decentralisation on health systems

activities, and facilitates collaborations with other sectors 
or organisations. 

The presenT scenarIo
 12 years down the road, it is apparent that the ICPD 
Programme of Action has not been able to articulate forcefully 
enough the centrality of reproductive health and rights to 
global health.1 The economic crisis that many Southeast 
Asian countries faced in the early 1980s and the mid-1990s 
led to breakdown in health systems functioning in middle 
and low-income countries.2 For three decades, the Southeast 
Asian countries like Indonesia, Malaysia, Philippines and 
South Korea made impressive progress: per capita income rose 
dramatically, poverty was reduced, and basic health services 
were rather adequately provided. The Asian financial crisis of 
1997 led to drastic cuts in social sector spending in countries 
in the region that have long invested strongly in health and 
education. Coupled with the precipitous devaluation of 
national currencies, this has placed food, medicines, and other 
essentials beyond the reach of large sections of populations. In 
Indonesia, malnutrition among women and children is sharply 
on the rise. Massive job losses and rise in poverty across the 
region, and the lack of social safety nets and unemployment 
benefits have thrown millions of families into acute distress. 
 In 1997, Indonesia suffered a severe economic crisis. The 
economic growth rate in 1997 was 4.9%, and in 1998, it 
was minus 13.2%.3 In 1998, annual inflation was 77.63%, 
and by the end of 1999, it had decreased drastically to 
2.01%, while GNP per capita stood at US$436 in 1998.4 

The economic turmoil escalated into a political crisis and 
led to the overthrow of the Soeharto’s authoritarian regime 
by the people on May 21, 1998.
 The Indonesia economic crisis has led to labour 
displacement and unemployment. Unemployment rates more 
than doubled from around 5% in 1996, to at least 11% in 
1998.5 The impact has changed the labor force grow structure 
of the country. Interestingly enough, women’s employment 
rate increased from 1.8% from 1990-1996, to 4.2% in 1997-
1998. However, the employment rate of men decreased from 
2.2% to -1.7% during the crisis.6 The phenomenon of women 
abandoning housekeeping for a paid job might be associated 

with efforts to compensate for the drop in family income, 
because during a downturn, the market may choose to employ 
more women than men because they are cheaper. labour 
 As shown in Table 1, the percentage of the population 
living below the national poverty line established by BPS 
(National Bureau of Statistics), rose greatly from 15.7% 
in 1997 to 27.1% in 1999. This was the first time that the 
percentage of the population living below the poverty line 
increased. The percentage dropped significantly from about 
67% in the early 1970s to 13% in the early 1990s. It further 
declined to 11.4% in 1995 and to 11.3% in early 1996.7 
Estimates by the World Bank reveal that some 53% of the 
population still lived on less than US$ 2.00 per day at the 
end of 2002. National poverty trends also indicate the wide 
disparity between rural poverty and urban poverty. These 
numbers are limited to income measures of poverty, and the 
problem worsens when taking into account accessibility of 
necessary services such as healthcare. 

 Health economists then proposed health sector reforms 
to jumpstart moribund health systems, and changed 
the face and politics of global health leadership beyond 
recognition.8 In response to internal economic pressure 
and multilateral development agencies requests for health 
sector reforms, many countries reformed the finance, 
structure, and delivery of healthcare services. The 1993 
World Bank Report describes that since the mid-80s, (long 
before ICPD) fundamental changes have been taking place 
in the financing, management and structure of health care 
provision which include reforms in mechanisms for health 

Table 1: poverty Trends in Indonesia from 1997 to 20021
(percentages of the population)

1997 1999 2002

National Poverty Line

Urban 7.2 16.3 7.5

Rural 20.5 34.1 23.1

Indonesia Total 15.7 27.1 16.00

Other Poverty Line

USD 1.00 per day 7.8 12.00 7.4

USD 2.00 per day 50.5 65.1 53.4
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financing, priority setting and accountability, the structure of 
national health systems, and the role of the state in the provision 
of health services.9

  Health sector reforms are an integral aspect of adjustment 
policies stressing market principles in the social sector. The 
overall goal is to minimise the bureaucracy and inefficiency 
of overly centralised systems and make health spending cost-
effective by re-organising services and resources. This has been 
introduced in a host of developing countries, with similar 
processes underway in industrialised countries with established 
social welfare systems. Decentralisation of health services has 
become a key element of health sector reforms.
 While there are many explanations for the pervasiveness 
of the decentralisation movement in the developing world, 
one important factor has been the consensus within the 
international donor community that a decentralised governance 
structure is the preferred model among nations struggling to 
provide basic services in the face of rapid urbanisation.10 The 
donor involvement in promoting decentralisation began in the 
1970s through efforts to strengthen local government capacity 
by exposing managers to new planning and management tools. 
In the 1980s and 1990s, donors propagated a broad-based 
critique of central government planning and management and 
pushed decentralisation through direct technical assistance and 
policy reform options, with improved local fiscal performance 
being the overarching objective.11 
 Many countries have adopted decentralisation as one 
of the major means of implementing reforms for better 
efficiency, quality, and equity. Politically, decentralisation 
usually seeks to increase local participation and autonomy, 
redistribute power, and reduce ethnic and/or regional 
tensions. Financially, decentralisation is invoked as a means 
of increasing cost efficiency, giving local units greater control 
over resources and revenues, and sharpening accountability. 
In the health sector, when decentralisation is pursued 
for technical reasons, it has been a major component of 
performance improvement efforts.

The conTexT of decenTralIsaTIon In IndonesIa
 The decentralisation process in Indonesia began precisely 
at the moment when poverty levels were quickly rising and 

income disparities were greatly widening in many Indonesian 
provinces. In this aspect, it must be closely examined whether 
the efficiency granted by decentralisation will be able to ensure 
accessibility and equity. 
 At the same time, it must also be kept in mind that 
like many other countries, Indonesia, was simultaneously 
decentralising and globalising. Globalisation is a process 
of integrating national economies into the global market 
mechanism of a capitalist system.12 Decision makers in most 
countries believe that globalisation is the best strategy for 
economic development. This process is initialised by pushing 
countries to function in the global market mechanism as 
expressed by the dogma of the Washington Consensus.13 In the 
economic paradigm, the agenda of the Washington Consensus 
is extended to eliminate the wide intervention of state in social 
sectors. However, globalisation is now causing job insecurity 
and income insecurity and is likely to have many negative 
effects on women’s reproductive and occupational health.14 In 
a globalised world, a few, rich countries will be able to influence 
and control many poorer countries, through many means 
including through development aid for the health sector. In 
crucial ways, international institutions and donors are taking a 
larger and larger role in determining the health sector policies 
and priorities of middle and low-income countries, and have 
not always reached consensus with national governments on 
how best to do so.15 
 In the sphere of health care, the Washington Consensus 
perspective is reflected in many of the World Bank supported 
health sector reforms in developing countries, while the radical 
perspectives are reflected in citizen action, demanding health 
service accountability. Thus, health sector reforms is a part of 
neo-liberal (as defined in economic terms) thinking which cuts 
back the role of the state, and lets market led economic growth 
ensure that the health sector performs more efficiently.16 This 
is based on the assumption that reforms such as financing, 
decentralisation, evaluation, along with strategies to increase 
competition from the private and non-profit sectors, will 
strengthen public sector accountability.
 Only a few NGOs in Indonesia conduct monitoring on 
the impact of health sector reforms on sexual and reproductive 
health. Nevertheless, a major move is to amend the Indonesian 
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Health Law No. 23/1992. The Government of Indonesia 
and members of civil society have forwarded motions to 
the National Legislative Body (DPR) to consider the effects 
of decentralised health institutions and services. Health is a 
human right and that the government has the responsibility 
to fulfil this right. These civil society groups stress that 
community participation is key in the more effective preventive 
programmes (as compared to focusing on curative services), 
and that women’s sexual and reproductive health issues need 
to be especially considered, and that the government is obliged 
to provide protection for women on unqualified pregnancy 
termination practices. There is serious concern that health 
sector reforms have had detrimental effects on reproductive 
health for women in developing countries. Existing literature 
does not provide enough conclusions on either the positive or 
negative impact of decentralisation on access to reproductive 
care or reproductive health outcomes. This clearly signals the 
need for research and evidence on this issue.17

The defInITIon of 
decenTralIsaTIon

 The term decentralisation means different things to 
different people. The conventional concept of decentralisation 
in western public administration has been intergovernmental 
or political decentralisation: the transfer of powers and 
responsibilities to elected local governments, which exercise a 
significant measure of local autonomy.18 This move is related 
to responsiveness and accountability: that local governments 
are closer to the citizens and to the consumers of services, 
and are thus better able to make choices that reflect the needs 
and priorities in their jurisdiction than a remote central 
government. Moreover, it is easier to hold local elected 
representatives and officials accountable for decisions and 
performance. Decentralisation deals with the relationship 
between the centre and the periphery of power, authority, and 
responsibility for political, economic, fiscal, and administrative 
systems. The most common definitions of administrative 
decentralisation distinguish variants along a continuum where 
at one end the centre maintains strong control with limited 
power and discretion at lower levels to progressively decreasing 

central control and increasing local discretion and at the other 
end, the periphery exerts strong control. 19

 The important institutional differences between the 
four different forms of decentralisation: de-concentration, 
devolution, delegation, and privatisation20 are enumerated 
below within the context of the health sector. 
 De-concentration involves a shift of workload or expertise 
without decentralising the decision-making power from the 
centre to the regional or district offices within the structure 
of the Ministry of Health. Since de-concentration involves 
the transfer of administrative rather than decision-making 
power, it is seen as the least extensive form of decentralisation. 
Nevertheless, de-concentration has been the form of 
decentralisation most frequently used in developing countries 
since the early 1970s. For the ministry of health, it implies 
imbuing local (for example, district) management with clearly 
defined administrative duties and a degree of discretion that 
would enable the local officials to manage without constant 
reference to ministry headquarters. 
 Delegation refers to transfer of functions and 
responsibility to the local level to achieve greater efficiency 
by increasing cost control, flexibility, and responsiveness. 
The ultimate responsibility remains with the central 
government, but its agents have broad discretion to carry 
out its specific functions and duties. Delegation is not 
compatible with de-concentration. If the management of 
entire national health services is delegated to a separate 
organisation, the role of the ministry of health would be 
confined to strategic and policy issues.
 Devolution, in the strictest sense, is closest to the complete 
form of decentralisation in which the lower levels, with respect 
to resource control policy formulation, implementation, 
monitoring and evaluation, achieve autonomy. In fact, 
devolution is the creation or strengthening of sub-national 
levels of government, local governments or local authorities 
that are substantially independent of the national level in 
respect to a defined set of functions. They normally have a 
clear legal status, recognised geographical boundaries, a 
number of functions to perform, and a statutory authority 
to raise revenue and control expenditure. They are rarely 
completely autonomous, but are bodies largely independent of 
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the national government in their areas of responsibility rather 
than subordinate units as in the case of de-concentration. In 
the health sector, devolution implies a much more radical 
restructuring of the organisation of health services than  
de-concentration.
 Privatisation involves the transfer of government functions 
to voluntary organisations or to profit making organisations 
or non-profit making (or non-governmental) organisations, 
with a variable degree of government regulations. Since 
many governments cannot afford any major expansion 
of health services or even maintain existing services, they 
need to seek alternative sources of financing and service 
provisions. Financing mechanisms may include free service 
delivery by non-governmental organizations, indirect or third 
party payment in the form of various insurance schemes, 
or increased direct consumer payment or ‘cost-recovery’-
though with substantial public funding, while the options for 
service delivery may involve non-governmental and voluntary 
organisations providing services or greater reliance on the 
private sector.
 These concepts are commonly used to distinguish the 
different forms of health system decentralisation. There are 
other models for analysis. Thomas Bossert, a political scientist, 
studies decentralisation of health systems with a ‘decision 
space’ approach.21 ‘Decision space’ refers to the extent that 
decision-making authority is transferred to local officials to 
execute health policies. The strength of the approach is that 
it provides a framework for measuring the three important 
elements: 1) the amount of choice transferred from the central 
institution to institutions at the periphery of health system, 2) 
the choice local officials make with their increased discretion 
and 3) the effect these choices have on the performance of 
a health system. The Bossert model analyses each area of 
decentralisation in a health system, including finance, service 
organisation, human resources, access rules, and governance 
rules. His model delineates between fiscal decentralisation, 
decentralisation of services delivery and human resource 
management, and measures the level of local decision making 
for each area of decentralisation; it provides a more holistic 
approach to analysing the decentralisation process. Hilary 
Standing in an article provides a framework for evaluating 

health sector reforms with respect to gender.22 Standing 
argues that gender is an indicator of economic and social 
vulnerability in many developing countries. This approach 
disaggregates data by gender to ascertain the impacts of health 
sector reforms. 

research meThodoloGY

 This component of the IRRMA study attempts to 
describe the impacts of decentralisation on reproductive 
health and sexual rights. Till today, no such similar study is 
available to monitor the effect of health sector reforms on 
reproductive health, or little evidence based policy research 
exists on this topic. The study covers Makassar (municipal 
of South Sulawesi) and Samarinda (municipal of East 
Kalimantan). 
The objectives of this study are:

1) To examine the lack of integration of reproductive 
health and sexual rights in the process of decentralising 
the healthcare system.

2)  To explore the lack of involvement of the poor 
women and the marginalised in policy formulation on 
reproductive health and sexual rights.

 The study employed both desk research and field research.
Desk study reviewed policy documents of Ministry of Health, 
official documents of South Sulawesi and East Kalimantan, and 
official documents of Makassar and Samarinda, which related 
decentralisation of health sector reform to reproductive health. 
There was a literature search on this topic and  information 
was gathered from three local newspapers in Makassar. In 
addition, other materials were collected from secondary data 
such as statistics at the local and national governments, and 
multilateral development agency reports. The study was 
conducted from June until November 2003.
 In Makassar, in-depth interviews were conducted with 
30 women clients of Puskesmas.   Of the 30 clients, 19 had 
graduated from SLTA, 2 from SLTP, 8 who graduated 
from primary school, and one person who had not 
graduated from primary school. Of the 30 clients, 21 
were housewives, 8 worked in the informal sector (sewing 
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and selling), and one was a civil servant. Comparing 
average monthly incomes, seven earned were below Rp 
200,000; nine earned between Rp 200,000 - Rp 500,000 
and 14 earned more Rp 500,000. Questions to these 30 
clients ranged from their perceptions about the quality 
and cost of reproductive and sexual health, including 
medicine and equipment, availability of health services 
both before decentralisation and after decentralisation. 
Focus group discussions (FGD) were also conducted with 
the health sector stakeholders including policy makers in 
Makassar and Samarinda. Interviews were conducted 
with policy makers in Makassar and Samarinda, among 
others, the Mayor of Makassar, the Vice-Governor of 
South Sulawesi, the Head of the Health Department of 
the Level 1 Province of South Sulawesi and others.

The naTIonal sITuaTIon  of healTh sYsTems
 As one of the Asian economic miracles, Indonesia has made 
substantial progress, with Gross National Product (GNP)  
per capita increasing rapidly between 1970 and early 1990s. 
Health status also improved remarkably. The government 
invested considerable public funds in health and social services 
during the 1970s and 1980s. For example, the government 
nearly doubled the number of public health facilities between 
1974 and 1995 to more than 7,000 health centres and 20,000 
auxiliary health centres.23 Between 1987 and 1992, the average 
distance to a modern facility fell by about 50 percent. 
 The impact of the Indonesian economic crisis has 
extended into the weakly subsidised health sector even 
while Indonesia already contends with important health 
issues such as high infant and maternal mortality rate 
(MMR) and poor nutrition. The crisis led to reductions in 

the health funding which demonstrated the vulnerability 
of the health sector to external shocks.24 Per capita private 
out-of-pocket expenditures on health have increased by 55 
percent since the crisis while out-of-pocket expenditures 
for education increased by 30 percent.25 According to 
a UNDP report, the 1997 crisis has contributed to the 
decline of women’s nutritional and reproductive health as 
shown by the increase of maternal malnutrition from 15% 
to 17.5%.26 
 MMR in Indonesia is the highest in comparison to 
neighboring countries in the Southeast Asian region, 
estimated ratio at 390 per 100,000 births.27 The main causes 
for deaths of pregnant women and nursing mothers are 
excessive bleeding, infection, and eclampsia and these are 
rooted in the malnutrition of pregnant women and nursing 
mothers, short delivery intervals, deliveries at young or 
older ages, unhygienic treatment at delivery, and poor skills 
of delivery attendants. In addition, poor households with 
minimal health resources are certainly more vulnerable to 
health problems and have limited access to health services, 
clean water, and sanitation. Women in poor households 
must also face strong patriarchal values and higher levels of 
violence in both the domestic and public domain.28 

 The ADB states that health status indicators in 
Indonesia remain low and achievement has been uneven 
across provinces, between urban and rural areas, and 
between rich and poor segments of the population.29 
Health expenditures represent only 1.6% of gross domestic 
product (GDP) in Indonesia, compared with an average of 
4.5% for low-income countries.  Table 3 shows some of the 
important indicators in Indonesia.30

 The ADB also states that through the provision of 
block grants to Puskesmas and village midwives, over 1.2 
million pregnant women received proper antenatal care; 
about 60,000 high-risk pregnant women were referred 
for specialized care and about 170,000 pregnant women 
received supplementary nutrition. The increased number 
of visits by village midwives positively affects delivery with 
reports of fewer maternal deaths during the implementation 
of the programmes. Contraceptives which were provided 
which benefited mainly the poor.31

Table 2. Profile of 500 client of Pusekesmas
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 About 12.4 million poor households, based on the 
document, were provided with ‘health cards’, which 
gave them access to free essential primary health services, 
including essential drugs from health centres.32 Health card 
ownership reached 89% of poor families, and utilisation of 
health centres by poor families rose from the less 10% prior 
to the programmes to 17-21%-comparable to rates among 
the general public-by the end of the programmes, and more 
than 83% of pregnant women with health cards were assisted 
by health professionals during delivery.33 This is close to the 
85% target set by the Strategic Plan for Making Pregnancy 

Safer (MPS) in Indonesia and compares favourably with the 
national average of 66.7%.34

 The Decentralisation Law No. 22/ 1999 transferred 
authority and resources from central to the local government 
for 11 sectors. The central government functions would be 
limited to international policies, defence and security, the 
judiciary, monetary and fiscal policies, religion, national 
planning, natural resource utilisation and the state economic 
institutions. All other government responsibilities, including 
health, education, public works, agriculture, environmental 
protection, and other urban services, all of which previously 

Table 3 : country poverty and social Indicators

Item Period

1985 1990 Latest Year

Population Indicators

Total Population (million) 164.6 179.4 212 (2002)

Annual Population Growth Rate (% change) 2.2 2.0 1.3

Social Indicators

Total Fertility Rate (births/woman) 4.06 (1982) 3.33 (1987) 2.34 (1997)

Maternal Mortality Rate (per 100,000 live births) 360 384 (1994) 384 (1994)

Life Expectancy at Birth (years) 61 (1983) 63.2 65.4 (1996)

Adult Literacy (%) 69 (1980)
84

86.9 (2002)

Child Malnutrition (% below age 5) 51 (1986) 44  (1989) 25  (2002)

Population with Access to Safe Water (%) - 51.7 (1993) 74.6 (2002)

Population with Access to Own Sanitation (%) - 36.9 (1993) 57.6 (2002)

Public Education Expenditure (% of GDP) 1.5 1.0 1.3 (1999)

Human Development Index (HDI) 0.591 (1987)
0.619

0.682 (2001)

HDI Rank 
77

108 (1992) 112 (2001)

Gender-Related Development Index - -
0.677

Rank - - 91

Poverty Indicators

Poverty Incidence (national poverty line) 21.6 15.1 18.2 (2002)

Poverty Gap - 2.68 3.01 (2002)

Poverty Severity Index - 0.74 0.79 (2002)

Inequality (Gini Coefficient) - 0.32 0.33 (2002)

Human Poverty Index Value - 27.6 17.9 (2001)

Human Poverty Index Rank - - 33 (2001)
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had been under the domain of central government ministries, 
were now the responsibility of local governments. In 1998, 
Indonesia possessed 7,602 Puskesmas providing primary health 
care, 21,811 sub-health centres, and 7,035 mobile clinics.35 
Health centres had 13-15 employees including a doctor, 4-
6 nurses and midwives, and various paramedical workers36. 
Puskesmas staff were tasked with supporting more than 240,000 
Posyandu (Pos Pelayanan Terpadu - Integrated Services Post), 
monthly village gatherings in which community volunteers 
promoted maternal and child health and nutrition.
 During decentralisation, over 2 million civil servants, or 
almost two thirds of the central government workforce, were 
transferred to the regions. Now, out of a civil service of 3.9 
million, some 2.8 million were classified as regional. 239 
provincial-level offices of the central government, 3,933 local-
level offices, and more than 16,000 service facilities-schools, 
hospitals, health centres-were transferred to the regional 
governments throughout Indonesia.
 The decentralisation policies present new opportunities for 
revitalizing the health sector, but the roles and responsibilities 
at each level of the health system need to be clear. At central 
level, the Indonesia Ministry of Health (MOH) will be 
challenged to change its role from a service provider to a 
formulator of policies, strategic plans, legislative and regulatory 
frameworks. At the local level, the responsibilities focus on 
health service delivery: the most effective and efficient way to 
channel funding, and the utilisation of quality services for the 
poor.37 Through the Consultative Group on Indonesia (CGI) 
Health Working Group, the Government of Indonesia and 
the donor community have agreed upon a long-term goal: 
to fulfil Healthy Indonesia 2010 (HI2010) and the health-
related MDGs by making decentralised health systems work, 
especially for the poor and vulnerable, to achieve national and 
international health commitment.
 The main donors have supported the health sector reform 
in Indonesia are WB, ADB, USAID, and AusAID.38 Table 4 
shows ongoing health sector reforms by financiers.39 When 
decentralisation appeared on the horizon, the reaction from 
the MOH was prompt and positive. The key Decentralisation 
Laws No 22/1999 and 25/1999 and went into effect along 
with many accompanying operational guidelines on 1 

January 2001. During 2000, the MOH began to clarify 
its own role and tasks in a decentralised regime, as well as 
those of provinces and districts.40 High priority was given to 
developing a sectoral vision and translating it into a policy 
agenda. To carry out these responsibilities, the MOH looked 
to various initiatives including a decentralisation unit (DU) set 
up within the MOH to tackle problem solving, coordination, 
and analytical function. The aim of the DU was to facilitate 
health decentralisation and reform, including monitoring 
implementation by region and level, and advising on existing 
and proposed legislation and operational guidelines. However, 
this vague mandate was never clearly outlined, and the lack of 
decision-making authority continues to impede the process 
of decentralisation.41 Moreover, the MOH is reluctant to 
decentralise its power to the provinces.42 The MOH converted 
the Directorate General (DG) within the MOH into 
specialised agencies tasked with disseminating recommended 
standards and practices and assisting provinces and districts in 
upgrading and sustaining important technical functions. In 
addition, province-focused interventions are aimed at building 
cross-district capacities and mechanisms such as the Joint 
Health Councils (JHCs), consisting of district chief executives 
and civil society representatives, are seen as ways of getting 
greater attention and resources for health. This includes the 
promotion of local taxes and user fees to supplement federal 
funds for health programmes. However, insufficient human 
resource capacity, disagreements regarding DU authority 
and delays on delivery of donor funds have resulted in little 
progress on province-based delivery of services.43

The reGIonal-local conTexT: souTh sulawesI 

and makassar44

 The official policy document of Strategic Plan of Makassar, 
a municipal in South Sulawesi, 2001-2005 described the 
decentralisation process as having an impact on administrative 
expenditures because civil servants were now paid by the 
regional government. This matter made the local government 
pay close attention to the district income target with the 
creation of several regional taxes, retribution on regulations 
and funding balances, a large part of which was used to pay 
civil servant wages. This document stated that health care 
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project name
original loan/credit 

amount*
approval date-

closing date
area of coverage 

(province)
priority

Provincial Health Project (PHP) OL: US$ 38.3 million
June 2000-June 
2006

Lampung and Yogyakarta

First component 
Districts’ implementation capacity of 
health sector decentralisation: 
•	 the division of responsibilities 

and institutional arrangements 
between districts and provinces;

•	 human development resources,
•	  information system;
•	 quality assurance programs 
Second component
helps the central health ministry 
become an effective, analytical, 
advisory, and advocacy agency; and 
provides grants to provinces and 
districts

Second Provincial Health Project
OL: US$ 63.2 million
OC: US$ 40 million

June 2001-
June2007

North Sumatera, West 
Java, and Banten

•	 Initiate key sector reforms 
and put health financing on a 
firm footing, while protecting 
health services essential for the 
poor and the public at large 
during a period of government 
restructuring; district funding 
allocations.

•	 help the Ministry of Health and 
Social Welfare (MOHSW) carry 
out its roles in decentralisation

Health Workforce and Services Project
OL: US$ 31.1 million
OC: US$ 74.5 million

June 2003-
December 2008

Jambi, East Kalimantan, 
West Kalimantan, and 
West Sumatera

First component : improved health 
system stewardship, including policy 
and planning, management and system 
regulation
Second component : sustained and 
expanded health services financing and 
delivery
Third component : strengthened health 
workforce policy, management and 
training

Fifth Health Project
OL: US$ 44.7 million
Net commitment** US$ 
33.4 million

June 1998-
December 2004

Central Java, Central 
Kalimantan, and South 
Sulawesi

•	 Improve the utilisation, skills, 
and performance of health 
personnel.

•	 strengthening the regulatory 
system;

•	 strengthening professional 
associations;

•	 promoting quality assurance for 
health services

* Original loan (OL) is represents the amount of the loan, stated in millions of US dollars, as originally agreed in the loan between the Republic of Indonesia and the International Bank for Reconstruction and Development 
(IDRB). Original credit (OC) represents the amount of the loan, stated in millions of US dollars equivalent, as originally agreed in the development credit agreement between the Republic of Indonesia and the International 
Development Association (IDA).

** Net Commitment is the amount of funds (in millions of US dollars) that is available for disbursement under the project (i.e. the “original amount” less any “canceled amount”).
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sector plans were namely: 1) provision of medicine and 
medical equipment and supporting health care facilities, 2) 
raising the status of health care facilities, and 3) education and 
training for health workers. The document also stated that 
it was important to create awareness about a healthy living 
environment and the dengue fever epidemic, education and 
awareness of nutritional foods, and providing supplemental 
food for mothers and children. The issue of reproductive 
and sexual health care does not appear to play an important 
part. In the institutional structure of the health sector, there 
is only a small section on maternal and child health and 
family planning, and the nutrition section is incorporated 
into a sub-office of family health. This means that the issue 
of reproductive and sexual health is limited as a family issue, 
while the mandate of ICPD places the issue of reproductive 
and sexual health as a social and political issue.
 In available documents, whether from the Health Agency 
of Makassar or the BPS (Bureau of Statistics) of South Sulawesi, 
figures for maternal mortality are not found. Apparently, there 
is no system to document cases of maternal death. The degree 
of community health care in available documents measures 
exactly infant mortality rates, child mortality rates and overall 
mortality rates. This proves that in basic mother and child 
health care services, the mother is often overlooked.    
 Meanwhile in Samarinda, as the municipal of the province 
of East Kalimantan which has an area of 718,000 km, and a 
population totalling 539,726, (275,435 men and 264, 291 
women). Meanwhile the age structure of the population of 
Samarinda experienced a fairly rapid demographic transition 
where the proportion of children under five was only 10.13 
percent, the young (0-14 years) reached a total of 27.76 
percent, and was less than 40% with an inclination to decrease, 
therefore Samarinda has already entered the category as an 
intermediate population.  
 Health care development in Samarinda has the vision for 
“A Healthy Samarinda in 2008 in support of A Healthy Indonesia 
2010”. To bring this vision into reality, the government of 
Samarinda has outlined in its mission:

1.  Set in motion development of the concept of health 
in Samarinda; all current and future development 
policies in Samarinda must possess a health 

perspective. This means that these development 
programmes must make a positive contribution 
towards it.

2.  Push for community independence for healthy 
living: so that the community has the ability and 
desire to make healthy living a normal part of life, 
namely : physical, behavioural, mental, for example 
: not smoking, not drinking alcohol, not using illicit 
drugs, often engaging in sports, using clean, boiled 
water, and habitual washing.

3.  Establish and increase health care services that are 
of quality, equitable, and affordable; with available 
health care service facilities that are equitable 
and affordable, with good quality whether in the 
physical buildings, equipment, human resources, 
and services.

4.  Establish an increase in the quality of health care 
personnel resources, fulfilling health care personnel 
resources according to minimal professional 
standards for the field in equitable manner at all 
health care service facilities.

5.  Care for and improve individual, family, community, 
and environmental health: the status of community 
health should be improve so that families are more 
productive, can improve their social-economic 
status, improve, and guard a healthy environment 
in order to reduce levels of disease and death.

 In Makassar, significant changes after health care 
decentralisation have only occurred at the level of management 
through employment of personnel with higher education. 
Programme planning and implementation is more focused, 
however this has not provided meaningful change in health care 
services for the community, whether promotive, preventative, 
or curative. Community health care services at Puskesmas 
can be said to have not changed much except in managerial 
aspects where documentation and reporting systems have been 
cleaned up to ensure accuracy in data collection. 
 The result is that Makassar will in the future need to 
develop a system designed for health care in the city area, 
with efforts to separate the promotive-preventative functions 
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from the curative-rehabilitative functions that are not yet the 
responsibility of the Health Agency and are being carried out 
by the Puskesmas. 
 However, the lack of empirical data in the established 
health care sector by the local government in truth makes 
intervention and health care service targets difficult. 
Available health care policy documents also are not 
integrated with reproductive health and sexual health issues. 
This is reflected in health sector reform indicators from 
the ICPD mandate, namely, increases in access, capacity, 
justice and health care quality. For example, if one cause of 
maternal mortality is the lack of good nutrition, available 
documents do not record the level of malnutrition in 
women generally, including malnutrition in female infants 
and children, and in pregnant women. The total number of 
women who are anaemic is also not available. The lack of 
this data will certainly make service intervention targeting 
nutritional conditions in pregnant women more difficult, 
when there are no clear targets to reduce the prevalence of 
death caused by insufficient or poor nutrition. 
 
conclusIons
 From the field research data it was discovered that health 
care policy has not yet been integrated into client perspectives 
about access, capacity, justice and reproductive and sexual 
health care services.  For the 30 clients interviewed in-depth, 
their knowledge of sexual and reproductive health was based 
only on information understood from health care service 
providers, which is only a limited part of family planning 
and mother and child health.  According to these 30 clients, 
costs for Family Planning and maternal health increased after 
decentralisation. According to them, the cost for injectable 
contraceptives before decentralisation was Rp 5000, which 
rose to Rp 12,000 after decentralisation and the oral 
contraceptives which cost Rp 1000 rose to Rp 1000-2,500. 
Meanwhile the cost of giving birth at a Public Health Clinic 
rose from Rp 65,000 to Rp 90,000-Rp. 100.000. 
 Meanwhile, from a survey of 500 clients,  75% stated that 
the implementation of decentralisation had not improved 
health services. Strategic planning documents for the health 
care sector in the City of Makassar also do not point to any 

clear commitment to ICPD, such as integrating sexual and 
reproductive health based on a woman’s perspective, tackling 
poverty, or including gender-sensitive content.  This means 
that the ideas and the ideals of ICPD are not mainstreamed 
into the health sector reforms. 
 Programmes to handle services in poor communities were 
also limited to public health services, such as for influenza, 
malaria fever, dengue fever and others. The desire to carry 
out good service provision has apparently not yet been 
extended to reproductive health services. The same lack of 
understanding is demonstrated by health care providers 
and family planning providers, whose understanding of 
the ICPD is non-existent, including that which relates to 
implementation of reproductive health as an intervention 
tool in reducing maternal mortality rates.  
 
budGeT
 Close analysis of budgetary allocations give an under-
standing of the impact of decentralisation. From an 
administrative perspective, budgetary organisation activities 
have three functions in an economic approach.46 The 
allocation function is namely the facility for the provision 
of goods or social services in the framework of fulfilling 
public services. The distribution function is namely the 
mechanism for the equitable and fair distribution of various 
resources and benefits. The stabilisation function is where 
taxes and expenditures will influence aggregate demand and 
overall economic activity. By looking at these functions, the 
activity of organising the budget does not stand alone, rather 
it is connected to and involves the community. First, the 
community has shares or becomes a contributor of income 
or is a recipient of the state budget (APBD) through taxes 
and regional retribution. Second, the community is the 
target of APBD in the fulfilment of prosperity. 
 The organisation and establishment of APBD must 
pay attention to several things according to Government 
Regulation No. 105, 2002. The compilation process of APBD 
must pay attention to feelings of justice, and fairness. 
 In the City of Makassar APBD 2003, the health sector 
was targeted to received approximately 6.56 percent of 
the total Public Service Expenditure budget. Below is an 

Ch06_FA.indd   194 3/17/07   6:54:49 PM



195

The emerging impact of decentralisation on health systems

illustration of Public Service Expenditure for the City of 
Makassar APBD, 2003.
 However, when analysed further, more than half of the 
Health Department’s budget, approximately 52.12 percent, 
was used in allocations for public administration expenditures. 
About 47.09 percent of the total budget was allocated to civil 
servant wages and support and was followed by Operational 
and Maintenance Expenditures at about 35.13 percent, and 
Investment Expenditures, approximately 12.75 percent. 
 In the budget activity from the City of Makassar 
Department of Health’s Health Care Services for the Poor, 
the Neglected, Beggars, and Island People will a budget target 
of Rp. 400,000,000 or only 3.27 percent of the total budget 
target of Public Service Expenditures for the City of Makassar’s 
Department of Health. 
 It appears that the Department is accommodating 
health care services for the city poor, however if researched 
further, the budget allocation of 3.27 percent is not given any 
explanation such as with the provision of medicines, with 
a size of 21.94 percent of the entire Department’s budget 
that will be related to items/material costs for Operational 
and Maintenance Expenditures at Rp. 2,842,466,400.  
 The Regional Government for the Makassar Municipality 
already issued a special policy, namely, the provision of 
funds in the amount of Rp 3 trillion for free medicine 
for the poor, that created an explosion of visits to the 
Puskesmas. And this brought into view a new problem 
as health workers were overwhelmed by serving patients.  
 These budgets reveal that a large portion of the budget for 
health goes towards maintenance of the health system rather 
than for providing services. Of the amount that goes towards 
service provision, one can only imagine the amount which 
will actually be allocated for women’s SRHR which is not 
given any importance in the policy documents.

represenTaTIon
 Available government institution documents show that 
health care service is something that stands alone, and that 
poor people and women are associated as “receivers”. It is 
the same with the compulsory nature of the communication 
process between the nation and its citizens, which is very 

mechanistic. This can be traced to the development planning 
process that shows that the space for citizen participation is very 
small. The Consultative Framework for District Development 
(Musbangkel) itself is not free or not a body that stands apart 
from the City of Makassar Strategic Plan. The Strategic Plan 
itself is a outline document for development that is desired 
by the regional government, and does not originate from 
the results of community participation, and the involvement 
of citizens is only relative to the socialisation process of the 
Strategic Plan itself. 
 Available documents show the Musbangkel is not a forum 
that represents citizen groups, therefore, neither women nor 
poor people do not have any power. Aside from that, the 
Musbangkel forum has become the only space for resident 
participation, even while it is not representative or a space to 
articulate resident’s voices. Because the aspirations and interests 
of residents in this forum are not automatically guarded in the 
next stage of forum until the Rakorbang (The District Working 
Meeting), bureaucratic infrastructure such as the Puskesmas 
can discourage residents’ articulations. Thus, the compulsory 
nature of this process is justified with a “bottom-up” and 
participatory process. The ironic thing is, a channel such as 
this has never been evaluated or has already become frozen. 
 The results of a Focus Group Discussion (FGD) strengthen 
the view that women and the poor have never been involved 
in decision-making to handle health-related issues, moreover 
in discussions about Sexual Rights and Reproductive Health. 
Participant knowledge about SRRH in the FGD was also 
very limited. When asked to elaborate, they could only 
answer in a limited manner, for instance, problems relating to 
reproductive health were problems of the uterus, late menses, 
yeast infections, or timing of pregnancies. In fact  one person 
answered that the problem of reproductive health was only 
sex-related. But they could not make complete explanations 
about the issue of reproductive health. This occurred in FGDs 
in both Makassar and in Samarinda.
 Yet what became a complaint was the problem of cost. 
Respondents said that the cost of hospitals was quite expensive, 
while answers about Puskesmas were varied. Data showed that 
certain community groups still considered Puskesmas costs to 
be expensive. From the survey of 500 respondents, about half 
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said it was expensive, likewise in Samarinda. Meanwhile in 
FGDs, it was stated that after decentralisation, in fact, costs 
were more expensive, because oral contraceptives which before 
were free, now incurred a cost. 

recommendaTIons

policy reform in the policy sector must fulfill the rights to 

sexual and reproductive health.
 Health decentralisation implementation has only focussed 
on maternal health including care for pregnant women, 
malnutrition, the prevalence of iodine deficiency but has not 
touched on the causes of maternal mortality, which relate to 
gender equality, patriarchy, discrimination, violence against 
women, and structural poverty. Family planning services 
only have standard targets for those who accept contraceptive 
methods and places women as acceptors. Family planning 
services do not expand into reproductive and sexual health, into 
areas such as safe abortion and STIs, and youth reproductive 
health. 
 The ICPD mandate must be realised in policy that places 
importance on guaranteed access, capacity, equity and quality 
in the provision of reproductive and sexual health services. 
Health service providers must provide comprehensive access 
whether in the form of information, medicine or service 
that is truly affordable and of quality for the poor and for 
women. Because of this, reproductive and sexual rights must 
become a reference for regional government strategic planning 
documents. It is important for health service providers to be 
supplied with the ICPD Programme of Action.
 The regional government in its authority to shape policy 
must be accountable. There is also a need to shape policy that 
pushes for the existence of a minimum standards in health 
service provisions, that regulates the obligations of health care 
providers and the rights of health care consumers including 
access to and quality of service, as well as compensation.

health care budget allocations must be pro-poor and 

gender-sensitive
 Health care budget allocations must include the interests of 
the poor and of women. The costs of health care that the poor 
must bear during health care subsidy cuts are unsustainable. 

The real costs of maternal health care and family planning 
for communities are increasing in the era of decentralisation, 
which shows that the budgeting process is not based on the 
interests of the poor or of women. 
 In the budget allocation process, gender equality indicators 
need to be established and enforced. Empirical data based 
on gender ratio in health care such as life expectancy, disease 
rates, maternal mortality rates and infant mortality rates must 
become a basis for health care budget allocations so that health 
care service interventions can be visibly be carried out.

participation of the poor and of women in the 

formulation of health policies
 During a decade of centralism and authoritarianism, 
participation was only a manipulation tool of development. 
Because of this, the decentralisation process has not become 
very useful and has even become counterproductive, when 
no new broad understanding about participation has been 
reached. Civil society has been promoting participation, 
as part of an awareness of democracy where power or 
sovereignty is in the hands of the people. With participation, 
civil society will push citizens into the political arena which 
determines their lives. Health sector reforms must take 
into account participation of the poor and of women, as 
opposed to being “objects” of maternal health and family 
planning service. The Health Care Council must develop 
representation for the poor and for women by opening 
itself to their involvement. NGOs must also push for the 
participation of the poor and of women in the advocacy 
framework of the health care sector.

Investment in the healthcare system
 All health interventions require an effective system 
of health posts and health centres that constitute the 
infrastructure for delivering cost-effective primary health 
care services to the poor. Primary health care remains 
under funded in Indonesia and lacks human and physical 
resources. Thus, ensuring greater financing for health centres 
and health posts and improving the human and technical 
capacity to support these peripheral facilities constitute 
urgent priorities.
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putting rights into the context of health sector reforms 

and Decentralisation
 The official national policies include ‘reproductive 
health’ issues but these are coloured by the Commission on 
Macroeconomics and Health’s approach which is enunciated 
in the World Bank Report of 1993. Official policy documents 
ignore issues of poverty, patriarchy, and violence against 
women. They also do not highlight the importance of 
women’s representation in health care policy-making. This 
approach varies greatly from ICPD, which puts human rights, 
human development, and individual well-being, rather than 
programme-targets, at the centre of programme policies. The 
empowerment approach used in the official policy documents 
does not pay much attention to women’s voices with respect to 
participation and accountability of health care and resources. 
The assumed efficiency value of decentralisation may well 
outweigh the values of participation, equity, accessibility and 
accountability of health services.47 
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