Makara J. Health Res., 2017, 21(2): 68-74
doi: 10.7454/msk.v21i2.7231

Contraceptive Services Available to Unmarried Sexually Active Adolescents

Meiwita Budiharsana

Biostatistics and Population Studies Departmentufa of Public Health, Universitas Indonesia,
Depok 16424, Indonesia

"E-mail: mbudiharsana@gmail.com

Abstract

Background: Low contraceptive use amongst unmarried sexusdtive young men and women presents an ethical

dilemma in Indonesia, particularly in realising meguctive rights as a fundamental human right. Btigly aims to
address the difficulties in extending access talfaptanning for unmarried sexually active youthMsethods. A review

of the laws relating to the provision of family ptang was combined with a secondary data analyistheo 2012
Indonesian Demographic Health Survey throughouto¥ipces on the island of Java. The sample populaticluded
5,150 unmarried adolescents, aged 15 to 24 yehes2012 Indonesian Demographic Health Survey wadiitst and
only survey that included unmarried young wometnigionesia. The association between subjects whdevad had
sex’ and three groups of predictors (demographmratteristics, peer influences, and knowledge aitreceptive
methods) were examined using multivariate logigtigressionsResults:Results of the study found that subjects who
were unmarried but had engaged in sexual activésevmore likely to be those aged 19 to 21 years£QR86) and 22
to 24 years (OR = 6.81), of low education staturR €2.1), with a boyfriend or girlfriend (OR = 2)3&nd those who
approved of pre-marital sex (OR = 8.6pnclusions: Results from this research suggest that newgraéations of the
Law 52/2009 regarding family planning and Law 3&2Qhat prohibits health services to unmarried altxiactive

youths are required in order to address the isseesl by Indonesia’s youth.
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I ntroduction

Indonesia attended both the 1994 International €ente

for Population and Development (ICPD) in Cairo and
the 2012 London Summit on Family Planning. Both of
these meetings emphasised the recognition of raptivd
rights as a fundamental human right, and the inapor

of ensuring that governments make family planning
available to everyone who seeks it. Indonesia wes o
of one hundred and seventy nine governments that
attended those meetings and agreed that population
development are closely linked. Indonesia made and
confirmed its commitments to empower women and meet
family planning and reproductive health needs fo t
advancement of both individual and national devealent.

In 2014, twenty years after the 1994 ICPD, Indcaesi
launched a National Health Insurance Scheme theatds

to cover the health needs of the entire populatiehyding
family planning, by 2019. However, the Indonesian
Government is yet to present a concrete policy Wkt
guarantee access to qualitpntraceptive information
and services for adolescents and unmarried wontes. T
government continues to adhere to traditional nprms
whereby family planning services only cater for rieat

68

women and men. Prior to the 2012 Indonesian Demog-
raphic and Health Survey (IDHS), there was no data
the number of unmarried sexually active young peopl
in Indonesia, as previous IDHSs included married
women only. The Government’s reluctance to allow th
availability of modern family planning methods to
everyone, or at least to those who need it, magy tea

an increase in teenage pregnancy, clandestinei@imrt
and the transmission of HIV and other sexually
transmitted infection§®

The National Population and Family Planning Board
(BKKBN) contraceptive program achieved less progres
between 2002 and 2012 than it did in previous desad
The contraceptive prevalence rate, in married women
increased marginally from 50% in the 1991 IDHS 2866

in the 2012 IDHS. However, the largest growth perio
was between 1991 and 2002-2003, with an increase of
less than 2% between 2002 and 2012. During the same
decade of 2002 to 2012, the recalculated estimaftes
those with unmet needs declined only slightly frb®%6

to 11%° The BKKBNs policy that contraceptives
should only be provided to married couples hasltedu

in no data about the need of contraceptives among
unmarried young people.
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At the 2012 London Summit on Family Planning,
Indonesia reaffirmed its commitment to increaseseasc
to family planning and reproductive health servites
ultimately achieve a fertility rate of 2.1 childrgyer
woman by 2025.There were four strategies identified:
Strengthening the program at a local provincial and
district level to improve access; Providing sersiend
supplies free of charge, as a part of the country’s
universal health coverage program launched in Jgnua
2014; Enhancing the training of health workers amgt
acting reversible contraceptive methods; Improwimeg
capacity of the existing 23,500 family planningnads
across the country.

The announcement of these strategies gave the smpre
sion that the Indonesian Government would make
family planning available to all however this hagt n
been the castThe BKKBN has cited that a lack of data
on the need for contraceptives among unmarriedadlgxu
active adolescents correlates to little need fanilfa
planning services to young people, and as sucheed n
to alter the interpretation of Indonesian law tokma
family planning available to them. The preseneassh
aims to present data from the 2012 IDHS as evidehce
young people's need for contraceptives when they ar
already sexually active. Contraceptives may noaylel
the onset of their sexual activity, however it gravent
unplanned pregnancy and other undesirable conseggien

The perceived challenges in extending access to
unmarried sexually active young people. The 1994
ICPD Programme of Action and the 2012 London
Summit on Family Planning participants statedcess
to contraceptives is both a right and a transforioaal
health and development priorityDespite the promises
declared and signed in these international meetthgs
rights of unmarried sexually active young peopke raot
guaranteed in Indonesia@ver the past two decades, the
BKKBN has not succeeded in providing quality family
planning services as a basic human right whenriteso
to supplies and information needed, particularlgases
of unmarried women, men, and adolescents. Constyguen

Law 52/2009 on Population Development and Family
Planning defines the boundaries of what can andatan
be delivered by the BKKBN, which clearly statesttha
family planning should be provided to married cagpl
only. Article 23, paragraph 1, states that centnadl
local governments are required to improve acceasido
quality of information, education, counselling, armhtra-
ceptive services by providing contraceptive methiods
accordance with the choices made by a husband and
wife, taking into account age, parity, number ofdren,
health condition, and religious norrfs.Noticeably,
most BKKBN policies are defined with an additional
statement that concludes they fust be in accordance
with religious norm% Many non-government organisa-
tions or civil society organisations identify thiksing
clause as a barrier to a rights based approacandyf
planning as it discriminates against unmarried akyu
active people.

The Health Law 36/2009, Article 7&andated that the
government “shall ensure the availability of infaation
and resources for safe, quality, and affordable
reproductive health services, inclusive of family
planning”. Article 78, paragraph (2) states thath®
government is responsible to ensure the availgbdit
human resources, service facilities, equipment, and
medicine in providing safe, quality, and affordable
family planning services for the commuhity
However, Article 72 specifically states that estitlents
for “everyone” is limited to those who are: (1) idet

to undergo a healthy and safe reproductive andasexu
life [but must bé with a legally married partner; (2)
entitled to be free of discrimination, coercion,dan
violence in making decisions about her/his reprtigac
life [but mus} respect the moral values of not degrading
human dignity, as in agreement with religious ngrms
(3) entitled to self-determine when and how often t
reproduce as medically appropriate, [but rhusit in
conflict with religious norms; (3) entitled to rece
information, education and counselling on reproiect
health that is true and verifiable.

Indonesia has not delivered a human rights based The BKKBN should question whether it is right to

approach to integrated family planning and antdnata
care, safe delivery, post-natal care, and manageaien
the repercussions of unsafe abortion, or the trewatof
reproductive tract infections, prevention and tmesxit

of sexually transmitted infections and HIV/AIDS tha
may be experienced by unmarried young people.

The challenges facing the BKKBN are apparent in two
national laws, numbered 52/2009 and 36/2009. Both
laws outline the legal basis for the provision ofess to
and quality of family planning information, eduaati
counselling, and contraceptive services. These kavs
not promote a human rights based approach to uiedarr
sexually active young people.
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continue taking a conservative position in intefipige
the three most used clauses in its operationakaialgy
policies:

“...with a legally married partner;

“...respect the moral values; and

“...not in conflict with religious norms.”

By taking such a position the BKKBN is in fact atds
with the principles of the 1994 ICPD Programme of
Action that stated, réeproductive rights rest not only on
the recognition of the right of couples and induads to
plan their family, but on ‘the right to attain the highest
standard of sexual and reproductive health; and the
right to make decisions concerning reproductiomeef
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of discrimination, coercion, and violence, in acdance
to the human rights documehfs

Evidence of unmet needs. As a result, the sexual and
reproductive health needs of adolescents and uredarr
young people have continued to be ignored and utfmet
Nation-wide, the proportion of unmarried women and
men aged 15 to 24 years is high, about 29.4 million
12% of the total 237.6 million population of Indeia®
The 2012 IDHS reported that among women aged
years, 12.8% are already in a union (sexually aytiv
and by the time they reach 20 to 24 years, 59.5%
women of this age group are already married ongjvi
with their partnef. The Ministry of Health (MoH) and
BKKBN should jointly monitor the magnitude of unmet
needs for contraception among these groups.

The objectives of this research are to presentrinfo
mation regarding: (1) the existence of unmarriedialty
active youth in Indonesia, who need effective famil
planning information and services; (2) the findirigat
come from analysing the associations between the
general demographic, peers influence, the knowledge
contraceptive methods, and being sexually activiegus
the 2012 IDHS data of 5,150 unmarried adolescents
aged 15 to 24 years on the island of Java; (3ntwe
recommended guidelines in applying a human rights
based approach into family planning programs that c
fulfil the unmet need for family planning.

Methods

Ethical Review. This research does not involve access
to personal records or confidential informatiorodedures
and questionnaires for the 2012 IDHS survey hach bee
reviewed and approved by the ICF Internationalitunst
tional Review Board (IRB), and the survey protocols
have been reviewed by the ICF IRB, the Indonesian
Ministry of Health, and the BKKBN for the proteatio

of human subjects, in compliance with Indonesiatsd
and norms.

This study utilised the 2012 IDHS data set. The2201
IDHS collected data between th8 & May and the 31

of July in 2012, with samples representing all B3/mces

of Indonesia. Out of the total of 44,302 households
interviews showed a household response rate 0f99%.

Data used for analysis in this research was deffioad

the Women’s Questionnaire and the Never Married
Men’s Questionnaire. A subset of data was takemfr
the 6 provinces of the island of Java (Banten, daka

West Java, Central Java, Yogyakarta, and East Java)

with a total of 5,150 unmarried adolescents agedol5
24 years. This research was focused on Java beitause
is the most populated island in Indonesia, inhablig
over half (57.5%) of the total 237.6 million poptida.*?

It is estimated that 15.34% of the population were
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unmarried adolescents aged 15 to 24 years in the si
provinces of Java. These provinces are consider¢uea
more competent regions in delivering family plamnin
services, as shown in the 2012 IDHS. The number of
unmarried women and men aged 15 to 24 years who
have heard of modern contraceptives is the higimest
Java (average of 97.25%) compared to other islands
Indonesia. However, if contraceptive services ie th
more accomplished regions, such as Java, has barely
met the sexual health needs of their adolescent@ as
basic human right, the inadequacy of services for
adolescents in other provinces would be even greate

Univariate and bivariate analysis (chi-square) was
completed using the SPSS 22 software to explore the
differences between young women and men aged 15 to
24 who have had sexual intercourse and those wi® ha
not. Independent variables consisted of three grofip)
demographic characteristics (sex, age at the date o
interview, education level); (2) peer influencegthirisk
behaviours such as smoking, drinking alcohol, aigdr
dating status, having friends who engage in sexual
activity, and self-approval of premarital sex); af8)
knowledge of contraceptive methods (whether respoind
has ever heard about withdrawal methods, the amayra
tive pill, condoms, or the emergency contraceppile
Lastly, a multivariate logistic regression was uged
show determinants of being sexually active whilst
unmarried, and the odds ratios (ORs) with 95%
confidence intervals (Cls) were also determinechgisi
SPSS software.

Results

Univariate analysis found that only 210 (4.1%) loé t
total 5,150 unmarried adolescents aged 15 to 2 yea
Java, reported they had previously had sex. Results
showed that there were more males (79.7%) than
females who had engaged in sex, and the propoofion
those younger than 20 years was about one fourth
(26.7%) of the population, with almost half (47.1%)
first having sex at an age ef 18 years. Additionally,
76.4% first had sex before the age of 22 vyears,
excluding 16.8% who had already been living togethe
but did not reveal their age at the time they firat sex,
and 36.5% declared that place they first had sexiwa
their own home.

The bivariate analysis on the differences betwdesd
who had ever had sex and the three groups of \asiab
(demographic, peers influence and knowledge of
contraceptive methods) are presented below (TabBs

Table 1 shows that the proportion of unmarried male
adolescents engaging in sexual intercourse is much
higher than female adolescents, 5.8% compared to
1.9%. The older age groups appeared to have arhighe
proportion of adolescents who were sexually active,

August 2017 NVol. 21 [0 No. 2



Contraceptive Services Available to Unmarried Séyua71

11.7% in the age group of 22 to 24 years, comptyed  3.1%. Having a boy/girlfriend correlated to a highe
1.5% in the 15 to 18 year age group. Having higher possibility of being sexually active, 5.8% compated
education levels negatively correlated with being 2.2%. The occurrence of sexual activity is higher
sexually active early, 3.3% compared to 5.3% of¢ho = amongst those who have friends who have previously
with lower education levels. had sex rather than those who have not (5.4% cadpar
to 2.2%). Finally, those that approve of premarsex
Table 2 highlights that those who have ever tried are much more likely to engage in sexual activitien
smoking, drinking alcohol, or/and drugs have a eigh  those who do not (20.1% compared to 2.1%).
likelihood of being sexually active, 5.8% compated

Tablel. Bivariate Analysis of the Demographic Characteristic Factors that Relate to those Who Have Ever Had Sexual
I nter course (n = 5,150)

Engaged in Sexual Intercourse

. 0, -
Variables Category No Yes OR 95% ClI p-value
Sex Male 2738 (94.2%) 167 (5.8%)

Female 2202 (98.1%) 43 (1.9%) 0.3 0.2-0.5 <0.001

15-18 years 2779 (98.5% 42 (1.5%
Age 19-21 years (98.5%) (1.5%) 1.9-45

5o.92 1354 (95.7%) 61 (4.3%) 2.9 g 0.001

Teayears 807 (88.3%) 107 (11.7%) 8.6 7L <0.

Education High (senior high, aca- 3019 (96.7%) 103 (3.3%)

demic, university)

Low (no schooling, pri- 1921 (94.7%) 107 (5.3%) 1.6 1.2-2.2 0.003

mary, junior high)

Table 2. Bivariate Analysis of The Peer Influence Factors Relating to Sexual I ntercourse (n = 5,150)

Engaged in Sexual Intercourse

Variables Category No Yes OR 95% ClI p-value
High risk behaviour No 3161 (96.9%) 101 (3.1%)

Yes* 1779 (94.2%) 109 (5.8%) 1.9 1.4-2.6 <0.001
Dating status No boy/girlfriend 2386 (97.8%) 54 (2.2%)

Have boy/girlfriend 2554 (94.2%) 5.8 (5.8%) 2.7 1.9-3.8 <0.001
Having friends who  No 2082 (97.8%) 46 (2.2%)
had sex Yes 2858 (94.6%) 164 (5.4%) 25 1.7-3.8 <0.001
Approval of premari- Disapprove 4486 (97.9%) 96 (2.1%)
tal sex Approve 454 (79.9%) 114 (20.1%) 11.8 8.3-16.9 <0.001

* Tried at least one (smoking, drinking, drugs)

Table 3. Bivariate Analysis of The Knowledge of Contraceptive M ethods Relating to Sexual Intercour se (n = 5,150)

Engaged in Sexual Intercourse

Variable Category OR 95% CI p-value

No Yes

Ever heard of the withdrawal Never 3655 (97.4%) 96 (2.6%)
method Ever 1285 (91.8%) 114 (8.2%) 34 2.4-4.7 <0.001
Ever heard of the pill Never 533 (98.2%) 10 (1.8%)

Ever 4407 (95.7%) 200 (4.3%) 25 1.2-51 0.017
Ever heard of condoms Never 648 (97.7%) 15 (2.3%)

Ever 4292 (95.7%) 195 (4.3%) 1.9 0.98-3.8  0.062
Ever heard of the emergencyNever 4423 (96.2%) 176 (3.8%)
contraceptive pill Ever 517 (93.8%) 34 (6.2%) 1.6 1.0-2.6 0.030
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Table 4. Final Model of Factors Related to Ever Having Sexual I nter cour se

Engaged in Sexual Intercourse

Variables Category pvalue OR 95% CI
Sex Male

Female 0.065 0.63 0.4-1.0
Age <18 years

19-21 years <0.001 2.36 1.5-3.8

22-24 years <0.001 6.81 4.1-11.4
Education High

Low <0.001 21 1.4-3.1
Current dating status No boy/girlfriend

Have boy/girlfriend <0.001 2.38 1.6-3.5
Approval of premarital sex Disapprove

Approve <0.001 8.50 5.8-12.5
Ever heard of withdrawal method Never

Ever <0.001 2.10 1.4-3.2
Ever heard of the pill Never

Ever 0.062 2.33 0.9-5.6
Ever heard of condoms Never

Ever 0.121 0.51 0.2-1.2

Being unmarried but sexually active shows a pasitiv
correlation with knowledge regarding traditionaimfiby
planning methods, such as withdrawal methods and
periodic abstinence. Awareness on more modern
contraceptives that are common and easy to finch su
as the contraceptive pill, condoms, injectablesd an
intrauterine devices is minimal, and there is eless
awareness on the emergency contraceptive pill, wigic
often difficult to obtain. This clearly indicatedait

systematically using the GRADE (Grading of Recom-
mendations, Assessment, Development and Evaluation)
approach developed by the WHO and otfiérshe 9
human rights standards include: 1) non-discrimarati

2) availability of contraceptive information andngees;

3) accessibility of contraceptive information and
services 4) acceptability of contraceptive information
and servicesb) quality of contraceptive information
and servicesp) informed decision-making?) privacy

adolescents in Indonesia need a greater education and confidentiality8) participation9) accountability.

regarding more effective modern contraceptives dhat
available to them.

Results of logistic regression analysis (Table 4)
indicated that respondents in the 19 to 21 ando224t
age groups, with lower education status, with a
boyfriend or girlfriend, who approved of premarisaix,

and had knowledge of the withdrawal method, were
predictors of being sexually active. Approval of
premarital sex was the highest predictor (OR of 85
being sexually active. Self-approval of premarsex is
affected by sex, the identified confounding variebl
The other confounding variable is knowledge of the
contraceptive pill and condoms as a method of
contraceptive. Confounding variables are defined as
extraneous variables that can adversely affect the
relationship between the independent variable ded t
dependent variable.

Discussion

In 2015, a road map was published for the implemen-
tation of human rights in family planning programs,
known as the 'Rights-Based Family Planning: 10
Resources to Guide Programming’. The emphasistis n
only on the implementation of 9 human rights stadsla
and principles, but also on monitoring evidence
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A danger of allowing an incorrect interpretationtbé
laws in Indonesia is due to the increased praatice
‘conscientious objection’ on the part of healthcare
providers. This is when a healthcare institutiefuses
to provide family planning information and servidesa
client in the name of religion or beliefs. The gowaent
needs to consider applying changes to addressshis
conscientious objection can only be exercised dralbe
of an individual, not an institution. The governméas
an obligation to regulate conscientious objection b
requiring that: 1) the conscientious objectors mefe
patients to non-objecting healthcare providersielth
facilities have non-objectors available to provide
medical services and goods; 3) objectors submit the
objections in writing for review; and 4) individisaivho
are not engaged directly in the provision of thevise
(including administrative staff) are prohibited rino
exercising conscientious objection.In each stagéhef
reproductive life cycle, a young woman or man may
engage in risky behaviours, such as premarital alexu
relationships?

However, non-discriminative access to informatiowl a
services can make a difference. If a young womdm w
is not sexually active, has access to informatibaua
family planning she is able to make the decision to
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delay becoming sexually active until she is oftféf.If

she is already sexually active and has accessmiyfa
planning information and services, she can avoid
unplanned or unwanted pregnan@nd incurable or
possibly fatal sexually transmitted diseases sush a
Herpes (Simplex or HPV) or HIV/AIDE % If she find
herself pregnant unexpectedly, access to familgrtey
counselling can avoid unsafe clandestine abortibffs.
Similarly, if she has already contracted an STZnth
she can access family planning counselling to avoid
transmitting the infection to her baby or partngf{$*

As such, the BKKBN'’s narrow interpretation of Law
52/2009 on population, which stipulates that thgets

of the national family planning programs are lirdit®
married couple, has contributed to discriminatiorihie
delivery of family planning information and servicdn

the last two decades, sexually active adolescemts a
unmarried women and men were disproportionately
subjected to discriminatory behaviour from health
providers when compared to their married countéspar
Contraception is needed to prevent unplanned and
unwanted pregnancies amongst sexually active uredarr

Nonetheless, this rights based approach is relptheay

to Indonesia, namely The BKKBN and MoH. After two
decades, a gap persists between the rhetoric oafum
rights and integrating these rights into actual ifam
planning practices and an acceptable guidelindilis s
required.

Findings showed that a lack of legal access to lfami
planning programs resulted in inadequate knowledge
regarding modern contraceptives that are commde, sa
and much more effective than traditional familynpiang
methods, such as withdrawal methods and periodic
abstinence Law 52/2009 on Population Development
and Family Planning and Health Law 36/2009 reqaire
different interpretation that does not restrain Bix<BN

and the MoH in delivering effective family planning
information and services to unmarried young people.
These laws should be seen as the steward or gnarflia
the People of Indonesia. Stewardship is an ethat th
embodies the responsible planning and management of
resources to safeguard the valuables and well bafing
others. The current ambiguity of interpretationtbé
laws allows discrimination against unmarried admess

women, and condoms are needed to prevent sexually who are sexually active.

transmitted infections among unmarried men and
women>*8%2" However, unmarried sexually active
adolescents seeking to obtain contraceptive sexvice
have great difficulties gaining access becauseditiey

set forth in Law 52/2009 on population stipulatést
the targets of the national family planning prograra
limited to married couples only. This is an ethical
dilemma on the provision of family planning infortiaa

A limitation of this study is that this is the firfDHS
with sexual and reproductive health related quastio
for young unmarried women and analysis of the 2012
IDHS data in this research was limited to proxies,
namely variables such as peer influence (high risk
behaviours), dating status, having friends who gaga
sexual activity, and self-approval of premaritak.sAs

and services to adolescents and unmarried women who such, the data did not contain all of the ided factors

are sexually active.

In each stage of a reproductive life cycle, froridtiood

to adolescence, unmarried young adulthood, married
adulthood, pregnancy, birth delivery, postpartuonthie
menopausal period, the family planning programthas
capability and responsibility to prevent furtherréul
complications. When adolescents run into significan
barriers accessing contraceptive information andcss,

it results in a high rate of unintended pregnarnog an
increased risk of contracting HIV and STIs. By 2048
government’s new Universal Health Insurance (JKN) i
supposed to cover all primary health care services,
including access to contraceptive information and
services for all Indonesians, and by 2020 we exfeect
see that contraceptive supplies and services are
available, accessible, acceptable, and of goodtydat
everyone who requires them.

The human rights dimension of family planning
programs has been recognised for nearly 50 yeads, a
the Right to Health, as articulated in comment 14,
article 12 of the International Covenant on Ecormmi
Social and Cultural Rights, is a fundamental human
right that should be applied in family planning grams.
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for reporting if respondents had ever had sex.
addition, the dependent variable of ‘have you et
sex' is a self-reported measure hence, its magnind
trend need to be verified in the next IDHS.

Conclusions

After two decades, a gap persists in the Indonesian
family planning program that does not recognisé tha
sexual initiation is an event that most adolescents
experience as part of their transition to adulthood
Attempts to restrict unmarried young individual rfro
family planning services have resulted in further
harmful complicationsFindings showed that among
those aged between 19 and 21 and 22 and 24 yebirs, s
approval of premarital sex was the highest predicto
(OR = 8.5) of sexual activity (Table 4). Followitiis
study, we suggest two possible solutions. Firgt,tle
BKKBN to revisit the interpretation of the law that
states “..according to religiofi, and to organise open
forum discussions regarding whether religious teash
can emphasise punishment or prevention of goodHeal
outcomes. Second, for the Ministry of Health to
emphasise a public health perspective that uphbiels
concept that prevention is better than treatmand
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how can family planning information provide adolests

with education on how to avoid pregnancy should/the

want to, whilst at the same time providing themhwat
motivation to avoid pregnancy as adults in the rieitu

As more young people enter their reproductive years
Indonesia needs to remove barriers to adolescents’

access to contraceptive information and services.
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