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Abstract 
Introduction: The contraceptive prevalence rate in Indonesia has not experienced much 
improvement, which has led to an increase in the number of pregnancies. This study aimed to 
analyse the barriers to contraception use among women of childbearing age in rural Indonesia.
Methods: This study used a cross-sectional design with data from the Indonesian Demographic and 
Health Survey (IDHS) of 2017. The independent variables were age, employment status, education, 
marital status, wealth status, health insurance and parity. The dependent variable was the use of 
contraception. The statistical significance was set at p <0.05 using bivariate analysis and binary 
logistic regression.
Results: The study showed that the age group of 45–49 years (OR 0.199; 95% CI 0.149–0.266), 
secondary education (OR 2.227; 95% CI 2.060–2.514), women married/living with their partner 
(OR 43.752; 95% CI: 35.484–53.946), wealth status: middle (OR 1.492; 95% CI 1.400–1.589) 
and multipara (OR 2.524; 95% CI: 2.328–2.737) exhibited the increased use of contraception 
among women of childbearing age in rural Indonesia.
Conclusion: The variables proven to represent obstacles to contraceptive use among women of 
childbearing age in rural Indonesia include old age, no education, no husband/partner, poverty and 
already having one child.

Introduction
Indonesia is a developing country that has 
population problems. Problems associated 
with Indonesia's population include a large 
population and a high level of population 
growth.1 One effort to control this population 
growth involves the use of a family planning 
programme. Family planning is a movement 
that aims to form healthy and prosperous 
families by limiting or planning the number of 
children through contraception. Contraception 
is a method or tool used to prevent pregnancy. 
Every woman of childbearing age has the 
right to choose a contraceptive method that 
works for them.2 The fundamental essence 
of reproductive health is to allow women 
to decide on the number of children they 
have and when they are born.3 The use of 
contraception in women of childbearing age is 
believed to support quality family formation.4

The problem is that the total fertility rate 
(TFR) in Indonesia has become stagnant over 
the last three decades. The TFR in Indonesia 

has reached 2.4 children per woman. This 
figure remains higher than the target of 2.3 
children per woman for the 2015–2019 
period.3 In rural areas, the TFR, general 
fertility rate and crude birth rate are higher 
than those in urban areas at 2.6:2 overall3 
and 85:75, 18.5, and 17.5, respectively.5 
Furthermore, the contraceptive prevalence 
rate (CPR) has not experienced much 
improvement. 

Notably, the CPR fell from 57.6 in 2012 to 
57.2 in 2017. This situation led to an increase 
in the number of pregnancies. The percentage 
of pregnant women in rural areas (4.1%) was 
higher than in urban areas (3.7%). Likewise, 
the percentage of children born in rural areas 
(3%) was higher than in urban areas (2.6%).5 
Meanwhile, the rate of contraception use (all 
methods) increased from 27% in 2012 to 34% 
in 2017.3 Research on young women in rural 
areas has reported more obstacles when seeking 
to access contraception in comparison to urban 
areas.6
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The impact of contraceptive failure is an 
unwanted pregnancy. An unwanted pregnancy 
is an unhealthy pregnancy that can become a 
burden for women. Unplanned pregnancies 
are responsible for 90% of unwanted births. 
Overall, 17% of these pregnancies are a 
burden for the women and 89% end in unsafe 
abortions that threaten women's welfare.7 In 
2010, the global abortion rate increased from 
53 to 56%. In Southeast Asia, it increased from 
55 to 59%.4 Unintended pregnancies will also 
increase the number of births.

The use of contraception in rural areas is lower 
than in urban areas. Moreover, the birth rate 
in rural areas is higher than in urban areas. 
The adverse effects of contraceptive failure for 
fertile women in rural areas are higher than for 
those in urban areas. Therefore, further analysis 
of the barriers to rural contraceptive use is 
required. As such, the present study analyses 
the barriers to contraception use among 
women of childbearing age in rural Indonesia. 
The findings in this study will help family 
planning policymakers by allowing them to 
devise strategies to minimise the barriers to 
contraceptive use for women of childbearing 
age in Indonesia's rural areas.

Methods
Study Design
This study used secondary data from the 
Indonesian Demographic and Health Survey 
(IDHS) in 2017.8 The survey was conducted 
in 34 provinces in Indonesia by the Central 
Statistics Agency, the National Population and 
Family Planning Agency, and the Ministry 
of Health of the Republic of Indonesia. Data 
collection occurred from July 24 to September 
30, 2017.

Sampling Methods
The population consisted of women of 
childbearing age between 15 and 49 years 
old in Indonesia's rural areas. The sampling 
design used in the 2017 IDHS was stratified 
using two-stage sampling. Stage 1 involved 
selecting several census blocks in a systematic 
probability proportional to size (PPS), with 
the size of the number of households listed in 
2010 population census. In this case, this was 
systematically performed using an implicit 
stratification process according to both urban 
and rural areas and by sorting out the census 
blocks based on the wealth index category 
from the SP2010 results. Stage 2 involved 
systematically selecting 25 households from 
each census block using the households' 

products in each census block. Furthermore, 
these results were used to identify women 
of reproductive age that were between 15 
and 49 years old. The next selection stage 
involved selecting women who lived in rural 
areas. Overall, this process obtained 44,853 
respondents.

The 2017 IDHS obtained ethical approval 
from the National Institute for Health 
Research and Development of the Indonesian 
Ministry of Health. All of the respondents' 
identities are unknown according to the data 
and the respondents gave written consent 
for their involvement in the research. 
Permission to use the 2017 IDHS in this 
study was obtained from ICF International 
on September 27, 2019, through its website 
(https://dhsprogram.com).

Study Variables
The dependent variable in this study was 
the use of contraception. The independent 
variables analysed as potential predictors 
included age group, employment status, 
education level, marital status, wealth status, 
health insurance ownership, and parity.

Measures
In this manuscript, the definition of rural 
is based on the categories of the Central 
Bureau of Statistics of Indonesia. The use 
of contraception is a tool/method used to 
regulate the time between pregnancies. The 
use of contraceptives is divided into two 
categories: use and no use. Contraceptive 
use includes traditional and modern 
contraception. The 15–49 years age group was 
divided into seven groups, with a reference 
age of 15–19 years. Employment status 
was split into two groups: working and not 
working. The reference was that they do 
not work. Education level consisted of four 
groups, specifically no education, primary 
education, secondary education and higher 
education. Marital status was divided into two 
groups: married/living with their partner and 
widowed/divorced/never in a union/no longer 
living together/separated. Wealth status is a 
person's socioeconomic status and describes 
their wealth level. Wealth level was divided 
into five groups: poorest, poorer, middle, 
richer and richest. Health insurance was 
split into two groups: having and not having 
health insurance. Parity was the number 
of deliveries, which was divided into three 
groups: multipara (2, 3 or 4), grand multipara 
(4> labour) and primipara (1 delivery).
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Analysis
The first step in data analysis involved testing 
the relationship using the chi-squared test 
because all of the variables are dichotomous. In 
the final stage, the data analysis was performed 
using binary logistic regression.

Results
Table 1 presents the use of contraception in 
women of childbearing age in the rural areas 
of Indonesia. The women of childbearing age 
who used the most contraception (25.0%) 
are in the age range of 35–39 years. From the 
perspective of work status, this was nearly 
the same since 61.4% of women worked 
and 61.1% did not work. The use of female 
contraceptives among those with a primary 

education totalled 47.0%. The majority of 
women (99.7%) who were married/lived with 
their partner used contraception. The wealth 
status phenomenon found that 51.3% of the 
poorest women did not use contraception. 
From the perspective of health insurance 
ownership, this number was balanced since 
38.7% did not use contraception and 38.7% 
did. Among multiparous women, 70.2% used 
contraception. Several of the variables related 
to age, education level, marital status, wealth 
status and parity show a statistically significant 
relationship with the use of contraception for 
women of childbearing age in Indonesia's rural 
areas. However, the variables of employment 
status and health insurance were not proven to 
have a relationship with contraceptive use.

Table 1. Descriptive statistics of contraception use in women of childbearing age in the rural areas 
of Indonesia (n = 44853).

Characteristics
Contraception Use

All P
No Yes

Age group
15–19 (ref.)
20–24	
25–29	
30–34	
35–39	
40–44	
45–49	

93(36.3%)
650(33.0%)

1603(35.1%%)
2440(32.0%)
2926(30.0%)
3930(37.8%)
5941(55.4%)

163(63.7%)
1322(67%)

2963(64.9%)
5190(68.0%)
6830(70.0%)
6472(62.2%)
4330(44.6%)

256(0.6%)
1972(4.4%)
4566(10.2%)
7630(17.0%)
9756(21.8%)
10402(23.2%)
10271(22.9%)

< 0.001***

Currently working
No (ref.)
Work

6790(39.0%)
10793(24.1%)

10620(61.0%)
16650(75.9%)

17410(38.8%)
27443(61.2%)

0.488

Education
No education (ref.)
Primary
Secondary
Higher

1523(65.5%)
8611(40.2%)
6312(35.1%)
1137(44.7%)

802(34.5%)
12804(59.8%)
11682(64.9%)
1982(55.3%)

2325(5.2%)
21415(47.7%)
17994(40.1%)
3119(7.0%)

< 0.001***

Marital status
Married/living with partner
Widowed/divorced (ref.)

15130(35.8%)
2453(96.3%)

27177(64.2%)
93(3.7%)

42307(94.3%)
2546(5.7%)

< 0.001***

Health Insurance
No (ref.)
Yes

6798(39.2%)
10785(39.2%)

10541(60.8%)
16729(60.8%)

17339(38.7%)
27514(61.3%)

0.986

Parity
Primipara (ref.)
Multipara
Grand multipara

1994(48.1%)
9664(33.6%)
5925(49.8%)

2150(51.9%)
19143(66.4%)
5977(50.2%)

4144(9.2%)
28807(64.2%)
11902(26.5%)

< 0.001***

Note: * p < 0.05; ** p < 0.01; ***p < 0.001.
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Table 2. Binary logistic regression for contraception use in women of childbearing age in the rural 
areas of Indonesia (n = 44853).

Determinants
Contraception Use

Sig. OR Lower bound Upper bound

Age group: 20–24 0.091 0.776 0.579 1.042
Age group: 25–29 < 0.001*** 0.511 0.383 0.681
Age group: 30–34 < 0.001*** 0.504 0.378 0.673
Age group: 35–39 < 0.001*** 0.575 0.431 0.768
Age group: 40–44 < 0.001*** 0.429 0.322 0.573
Age group: 45–49 < 0.001*** 0.199 0.149 0.266
Education: Primary < 0.001*** 2.226 2.022 2.451
Education: Secondary < 0.001*** 2.276 2.060 2.514
Education: Higher < 0.001*** 2.004 1.765 2.275
Marital status: Married/living with partner < 0.001*** 43.752 35.484 53.946
Wealth status: Poorer < 0.001*** 1.382 1.310 1.459
Wealth status: Middle < 0.001*** 1.492 1.400 1.589
Wealth status: Richer < 0.001*** 1.426 1.324 1.535
Wealth status: Richest < 0.001*** 1.489 1.349 1.643
Parity: Multipara < 0.001*** 2.524 2.328 2.737
Parity: Grand multipara < 0.001*** 1.840 1.677 2.019

Note: * p < 0.05; ** p < 0.01; ***p < 0.001.

The statistical test results from using 
multinomial logistic regression show that 
the R2 coefficient, which was marked by a 
Nagelkerke value of 16.1%, indicates that the 
analysed variables could explain 83.9% of the 
variability in contraception use. Other factors 
outside the model can explain the remaining 
variability. Logistic regression analysis does not 
require the assumption of linearity between 
the variables in addition to multivariate 
normality, homoscedasticity and homogeneity 
(either dichotomous or multinomial). The 
categories must be separate from one another 
and exclusive to allow for the selection of 
relationships to predict the odds ratio.

Table 2 illustrates the binary logistic 
regression test results for contraceptive 
use among women of childbearing age in 
rural Indonesia. The reference is ‘non-user’ 
and the use of contraception in women of 
childbearing age is as follows. The 45–49 year 
age group is 0.199 times more likely to use 
contraception than the 15–19 year age group. 
Women with a secondary level of education 
are 2.227 times more likely than uneducated 
women to use contraception. Women who 
are married/living with a partner are 43.752 
times more likely to use contraception than 
women who are widowed/divorced. Middle-
class women are 1.492 times more likely to 
use contraception when compared to the 

poorest women. Multiparous women are 
2.524 times more likely to use contraception 
than primiparous women.

Discussion
Among women of reproductive age in rural 
Indonesia, the present study indicates that 
the 15–19 year age group has the highest 
probability of using contraception. The older 
the women are, the less likely they are to use 
contraception. The results of this study are 
similar to the results of studies examining 
the use of contraceptives in Nepal, Africa 
and Nigeria.9,10 These results indicate that the 
youngest age group is serious about planning/
regulating their pregnancy spacing. This could 
be due to the risk of pregnancy among young 
women being higher. The risk associated with 
sexual activity in younger women is higher 
than that of older women. Data from the 
Journal of Sexual Medicine suggest that the 
most sexually active age is 18–29. In the later 
age groups, the quantity of sexual intercourse 
decreases.11

Regarding the use of contraceptives, the 
results of this study differ from those of 
women in several other countries. Women of 
Childbearing age in Canada, Ethiopia, North-
Western Tanzania, the USA and Nigeria also 
indicate that contraception use increases with 
age.12–16 If a woman wants to avoid pregnancy, 
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contraception is still required—even when 
the woman is older.17 For a woman in her 
reproductive period, increasing age means 
that she is generally concentrated more on 
childcare tasks and does not want to have 
more children.

Differences in the effect of age on 
contraceptive use in several countries 
indicate that other factors also play a role 
in contraceptive use. These factors include 
culture and beliefs. The diversity of cultures 
and beliefs in each country is different and 
will influence women's decisions to use 
contraception.

Middle-educated women of reproductive 
age in rural Indonesia are most likely to use 
contraception. The less educated a woman 
of reproductive age is, the less likely she will 
be to use contraception. This study supports 
previous findings from Africa, Nepal and 
Ethiopia.9,10,12,18,19 Education is a planned 
and formal learning process. A person with 
more education will be exposed to a lot of 
scientific information. Moreover, a person's 
awareness of their own health needs becomes 
more prominent if they have better health 
knowledge. A higher education level among 
women of childbearing age can be related to 
more exposure to information about women's 
reproductive health.20,21 One of the actions 
involved in caring for reproductive health 
is the use of contraception. Thus, it can be 
understood that higher education increases 
the interest in maintaining reproductive 
health by using contraception. Women 
with a higher level of education tend to 
discuss contraceptive use with their partners. 
The result is a joint decision. Decisions 
resulting from mutual decisions will impact 
decision satisfaction and result in a higher 
commitment to contraceptive use.

This study indicates that education increases 
women’s awareness of responsibly maintaining 
their reproductive health. Notably, the use of 
contraception is the result of this awareness. 
As such, the higher the education level of 
women, the higher their chance of using 
contraception.

This study indicates that women of 
reproductive age in rural Indonesia who 
are married/living with their partner have 
a higher likelihood of using contraception 
than widowed/divorced women. This 
study supports the findings of Women of 

Childbearing age in Canada, Ethiopia, the 
USA and Africa.10,12,15,18 Women who are 
married or living with their partners feel 
more secure and comfortable in terms of 
sexual intercourse. This context has an impact 
on active sexual relations, which can be 
performed at any time and as often as possible 
in natural situations. Since every act of 
sexual intercourse will have the potential for 
pregnancy, women who are married are more 
likely to use contraception to adjust their 
pregnancy spacing.

This study also reinforces the belief that good 
sexual relations are carried out in a legal 
marriage. Sexual intercourse that impacts 
pregnancy can be prevented through the use 
of contraception. The use of contraception 
in a legal marriage will perpetuate sexual 
relations because it can regulate pregnancy 
spacing.

This study indicates that women of 
childbearing age and middle wealth status in 
the rural areas of Indonesia are the most likely 
to use contraception. Conversely, the poorest 
women of childbearing age are increasingly 
not using contraception. These results are 
in line with findings focused on women of 
childbearing age in Africa.10,22 Average wealth 
has a positive and significant effect on the 
use of modern contraception.23 In light of 
the various tools and methods possible, the 
use of contraception costs money. Some 
contraceptive methods require fees that must 
be provided continuously every month, three 
months or 2 to 3 years, whilst others require 
a one-time fee. However, contraception is not 
always financed by health insurance. Thus, 
all women must have a budget allocated for 
contraceptive use. The richest women are 
freer to determine their contraception choices 
according to their health status, whereas the 
poorest woman must adjust according to their 
budget.

This study has identified the barriers to 
contraceptive use for women of reproductive 
age in rural Indonesia. The highest level of 
contraceptive use was associated with married 
and multiparous status. The groups most 
vulnerable to not using contraception are 
the 15–19 year age group, the uneducated 
and the poorest. Additional barriers to 
contraceptive use in Indonesia include 
perceptions and the contraceptive services 
available to women. A study conducted in 
West Nusa Tenggara, Indonesia showed that 
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perceptions regarding the side-effects of 
contraceptive methods, ease of contraception 
use and cost of contraceptives relate to the 
rational pattern of switching contraceptive 
methods.24 Notably, a survey performed in 
Bali, Indonesia found that the utilisation of 
family planning services was low.25

Based on the results of the present study, 
the most vulnerable groups that require 
special attention in terms of family planning 
use in Indonesia are young women who 
are uneducated and poor. The family-
based Indonesia Sehat programme is 
expected to reduce the disparities in access 
to contraceptive use. Indonesia's cultural 
diversity and territory (i.e., an archipelago) 
represent challenges for the programme 
implementers. Community involvement and 
cooperation between the government and 
WUS are required to achieve high levels of 
contraceptive use in Indonesia.

Limitations and Strengths
The principal strength of this study is that 
it provides policymakers with information 
about the factors that have become barriers 
to the use of contraception for women 
of childbearing age in the rural areas of 
Indonesia. With its family approach, the 
Healthy Indonesia Programme is the 
main programme for health development 
in Indonesia. Disparities in health 
development—especially in terms of healthy 
family indicators—remain present throughout 
the Indonesian territory. One indicator of a 
healthy family that requires greater attention 
is family planning among married women 
aged 15 to 49 years. Therefore, the use of 
family planning at the WUS in Indonesia's 

rural areas should be a concern. One 
limitation of this study is that it only focuses 
on rural women in regions within Indonesia 
that have archipelagic characteristics and 
diverse tribes. Therefore, the results cannot 
be generalised to rural areas in other countries 
with different demographic characteristics. 
Moreover, the use of a cross-sectional 
approach makes it impossible to make 
conclusions regarding the temporality of the 
association. Furthermore, this research only 
focuses on demographic characteristics and 
does not consider other factors related to the 
social support systems of women. Therefore, 
it is necessary to conduct further research 
on contraception in urban and rural areas 
by involving determinants related to social 
support system variables.

Conclusions
Five variables have been identified as barriers 
to contraception use among women of 
childbearing age in rural Indonesia. The five 
factors include old age, no education, no 
husband/partner, poverty and already having 
one child.
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How does this paper make a difference to general practice?

1. This study highlights the strategy and policies of the Healthy Indonesia Programme and 
suggests that a family approach should be used to target the rural WUS group.

2. This study notes the urgent need for further research and refined policy strategies to 
ensure that these vulnerable groups can obtain improved access to contraceptive services.
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