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Abstract 

Background. Informed choice means that women contraceptive users choose the method that 

best satisfies their needs after receiving information about all available contraceptive 

methods, side-effects of the methods, and how to deal with the side effects if experienced. 

Receiving adequate information is an ethical necessity and a fundamental rule in fulfilling 

reproductive rights because women’s decisions depend on the information.  

Objective. To measure the percentages of women making an informed choice of 

contraceptives and associated factors in Indonesia, between 2007 and 2017. This measure 

reflects how far Indonesia had achieved the Sustainable Development Goals (SDG) target 3.7 

(“by 2030, to ensure universal access to sexual and reproductive health-care services, 

including for family planning, information and education, and the integration of reproductive 

health into national strategies and programmes”).  

Methods. Married women who used five modern contraceptive methods (the pill, injectables, 

implants, IUD, and female sterilization) were included, comprised of a total unweighted 

sample of 23,910 women out of the 45,607 and 49,627 married women aged 15-49 in the 

2012 and 2017 Indonesian Demographic and Health Survey data, respectively. The Method 

Information Index (MII) scores calculated responses to three questions (were told about 

method‐specific side effects, advised what to do if they experienced them, and informed 

about other available methods). Multivariate logistic regression models were used to assess 

factors associated with the MII value.  

Results. In this study, the two waves of 2012 and 2017 IDHS data revealed that women 

making informed choices were 24.60% and 28.65%, respectively. Meaning, over 70% of 

women contraceptive users were still uninformed about side effects, what to do, and other 

available methods. Since informed choice determines the continuation of methods used, it is 

crucial to close this persistent gap, in line with the principle of women’s reproductive rights 

in achieving SDG target 3.7. 

Conclusions. Over 70 percent of reproductive age married women in Indonesia were 

inadequately informed about side effects, what to do if they experienced side effects, and 

whether other methods could be used.  

Keywords: family planning, informed choice, contraceptives, SDG target 3.7, Indonesia, 2030  
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Introduction 

Indonesia was one of the countries that participated in the 2012 London Summit on Family 

Planning (FP) meeting that would commit to sustaining coverage for women who are 

currently using modern contraceptives so that by 2020, millions of women and girls in the 

world’s poorest countries will have voluntary access to modern methods of contraception. 
Access to family planning would increase girls’ and women’s opportunities and life choices 
and eventually supports the social and economic development of their communities and 

nations (1). The quality of FP service is reflected in the ability of women to make informed 

reproductive and sexual health decisions. Target 3.7 of the Sustainable Development Goals 

(SDGs) calls on countries including Indonesia, “by 2030, to ensure universal access to sexual 

and reproductive health-care services, including for family planning, information and 

education, and the integration of reproductive health into national strategies and 

programmes”. Living up to this commitment - to achieve universal access to family planning 

by 2030 - requires monitoring key family planning indicators, including the percentages of 

women making an informed choice of contraceptives. 

 

Indonesia is still struggling in its distribution for quality and affordable contraceptives (the 

pill and injections) and the under-used methods such as intrauterine devices (IUD), implants, 

and female sterilization. The primary health care (PHC) providers must pay more attention to 

women client’s satisfaction and safety. For example, when a sexually active woman with 

three living children came to a family planning clinic with questions on how to stop further 

unintended pregnancies, the doctor or midwife should ask questions about her health and 

check whether the IUD is the right choice. Complete information should be explained on 

what she needs to know about having an IUD, including a suggestion for having a Sexually 

Transmitted Infection (STIs) test. Adequate information given is part of the fact that family 

planning is central to gender equality and women’s empowerment, and it is a key factor in 
reducing poverty (2). Any policies supportive of family planning must urge doctors and 

midwives to respect a woman’s right of choice and to promote her acceptance of 
responsibility for the outcomes of her choices. Considering that FP information and services 

are an essential component of the health and rights of women in Indonesia, any woman 

seeking FP services must be fully informed on the benefits, potential adverse effects, and 

available alternatives by trained health care providers (3). 

 

In family planning counseling, the right of clients to receive accurate information and make 

their own decisions or their right of informed choice is considered fundamental. Informed 

choice emphasizes that clients select the method that best satisfies their personal, 

reproductive, and health needs based on a thorough understanding of their contraceptive 

options (4,5). Clients’ values, preferences, and priorities are an integral part of the 

contraceptive decision-making process. The health care providers must pay attention to 

informed choices to obtain an improvement of family planning outcomes. Informed choice 

increases clients’ confidence in and commitment to their health care decisions and enhances 
the women’s contraceptive decision-making skills (4). Inadequately informed about the side 

effects of other methods will create high discontinuity rates of contraceptives. Thus, the lack 

of an informed choice can also be mirrored in another indicator of FP quality, the 
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discontinuation rate of using a method of contraception. The 2017 Indonesia Demographic 

and Health Survey (IDHS) data showed that 29% of currently married women who started 

contraceptive use in the five years preceding the survey discontinued use within twelve 

months. The primary reason for discontinuation was fear about side effects or health concerns 

(33.2%) (6). Women clients have the right to ask questions, get answers, and make their own 

decisions. This study investigates the proportion of Indonesian women who made informed 

choices on five modern contraceptive methods (female sterilization, implants, injections, 

IUD, and the pill) and the associated factors throughout the ten years between 2007 and 2017. 

 

Methods  

Secondary data analysis was conducted using the 2012 and 2017 Indonesia Demographic and 

Health Survey (IDHS) data. The IDHS data is publicly available at 

https://dhsprogram.com/data/available-datasets.cfm, under funding from the US Agency for 

International Development. Verbal informed consent was obtained from all respondents by 

IDHS, all identifiers were removed, and this study needed no further ethics approval. 

Study design, sample size, and participants 

The DHS is a large-scale cross-sectional household survey that collects information from 

nationally representative samples, follows an international methodological approach and is 

conducted every five years. These repeated cross-sectional surveys employed a multistage 

stratified sampling design to generate a representative sample from all 34 provinces in 

Indonesia. A total of 45,607 and 49,627 women aged 15-49 completed the IDHS interviews 

with a response rate of 95.9% in the 2012 IDHS and 97.8% in the 2017 IDHS, respectively 

(6). 

Study variables 

This study was conducted from June 2 to June 26, 2021. The dependent variable, receiving an 

informed choice of contraceptive methods, was constructed using Method Information Index 

(MII), which combined the responses to three questions in IDHS 2012 and 2017 

questionnaires (7,8). The three questions were: 1) “Were you informed about possible side 

effects or problems you might have with the method?”; 2) “Were you told what to do if you 
experience any side effects or problems?”; and 3) “Were you informed about other methods 
of family planning?” (9). Answers were coded as 1=yes or considered informed, and 0=no. 

The reported value for MII is the percentages of women who responded “yes” to all three 
questions, which means that she and her provider had discussed all essential information that 

enabled her to choose a contraceptive method that met her needs, and based on an 

understanding of all of her options (7). The independent variables were sociodemographic 

factors (age of respondents, education attainment, women’s occupation, husband's education, 
husband's occupation, wealth quintile, residency, region), and exposure of media use (radio, 

television, and newspapers), listen to FP messages from health workers, source of FP 

methods and current contraceptive methods.  

Statistical analysis 

Data management and analysis were performed using the STATA (version 16.0, Stata 

Corporation, USA). Sample weight was applied for all analyses. The bivariate associations 

between informed choice (MII scores) for contraceptives and the characteristics of the 

women were conducted using logistic regression analysis, and those characteristics that were 

https://dhsprogram.com/data/available-datasets.cfm
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statistically significant were retained and entered into a multivariable logistic regression 

model. In the logistic regression analysis, adjusted odds ratios (AOR) and their 95% 

confidence interval (CIs) were computed to reflect the strength of association between 

independent variables and informed choice for contraception. In all analyses, a p-value less 

than 0.05 was considered statistically significant. Receiving informed choice of contraceptive 

methods (MII) was defined as the percentage of current users of selected modern 

contraceptive methods who were informed of all three-essential information (side effects, 

what to do, and other methods as alternatives). The numerators were the number of women 

who say they were informed at the start of the current episode of use of the method, in 2012 

IDHS and 2017 IDHS. The denominator was the number of women who started the last 

episode of use of modern contraceptives (female sterilization, pill, IUD, injectables, and 

implants) within the five years preceding each survey (2012 and 2017 IDHS), and only users 

of pill, IUD, injectables, implants and female sterilization (10). Non-contraceptive users and 

users of methods other than the five listed were excluded. 

 

Results 

After removing respondents with missing values on selected study variables, the total 

unweighted sample size for the 2012 IDHS dataset was 12,029 contraceptive users and the 

2017 IDHS 11,881 contraceptive users. The overall MII values of making an informed choice 

for contraceptives in Indonesia were 24.60% in 2012 and 28.65% in 2017 (see  

Table 1), based on those who responded “yes” to all three questions (9). Individually, 

responses when asking whether side effects were mentioned were 40.66% in 2012 and 

44.18% in 2017. The lowest responses were when asking about what to do when 

experiencing those side effects, only 29.54% in 2012 and 34.04% in 2017. On the other hand, 

responses when asking whether users were informed about other methods were the highest, 

58.02% in 2012 and 62.05% in 2017. 

Table 1.  Receiving information to make informed choice of contraception methods  

  

  

2012 IDHS 2017 IDHS 

N=12,029 (%) N=11,881 (%) 

Informed about side effects or problems of the method used 4,891 (40.66) 5,249 (44.18) 

Informed of what to do if they experienced side effects or 

problems with the method used 
3,553 (29.54) 4,044 (34.04) 

Informed of other methods of contraception that could be used 6,979 (58.02) 7,372 (62.05) 

   

All three in the MII value1 2,959 (24.60) 3,404 (28.65) 
1 user were informed about side effects or problems of the methods used, what to do if they experienced side 

effects or problems, and given information on other methods that could be used 
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Figure 1 described the distribution of MII values (“yes” on all three sub questions of making 
an informed choice) for contraception in 33 provinces in Indonesia because the 2012 IDHS 

did not include North Kalimantan. Out of 33 provinces, not even half of them showed a 

national MII score of 28.65% (2017 IDHS). The 15 provinces that showed a better than the 

national MII scores (greater than 28.65%) were: Papua, W Sulawesi, E Kalimantan, C 

Kalimantan, E Nusa Tenggara, W Nusa Tenggara, Bali, E Java, Yogyakarta, C Java, W Java, 

DKI Jakarta, Riau Islands, S Sumatra, and W Sumatra.  
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Figure 1. Informed choice by province, the 2012-2017 IDHS data, Indonesia* 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

*) Note: North Kalimantan province was not presented as the 2012 IDHS data were non-existed
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Table 2 showed the descriptive results of the socio-demographic characteristics of married 

women contraceptive users by the 2012 and 2017 IDHS data. Women in the 25-34 age group 

had the highest percentages of the total sample, 47.4% in 2012 and 43.86% in 2017, 

respectively. The percentages of women with no education declined to less than 1% in 2017 

(0.82%) compared to 1.56% in 2012. Similarly, women with primary education declined 

from 37.18% in 2012 to 32.67% in 2017. Over half of the women graduated from secondary 

education, 53.23% in 2012 and 56.90% in 2017. Nonetheless, less than 10% graduated from 

higher education (8.02% in 2012 and 9.61% in 2017). Almost half of the women were 

unemployed (44.79% in 2012 and 46.67% in 2017). The percentages of women working in 

agriculture remained the same in 2012 and 2017. While the percentages of female blue-collar 

workers decreased from 38.01% to 36.12%, the percentages of female white-collar workers 

remained around 5.3% in 2012 and 2017.  

 

Husbands’ education mirroring women’s education, with around 90% graduated from 
primary and secondary schools and only 8,31% and 8.66% having higher education in 2012 

and 2017. Only one percent of husbands were unemployed. However, the bulk of husbands’ 
occupations fell into agriculture and blue-collar categories, reaching 90.84% in 2012 and 

91.92% in 2017. The percentages of husbands as white-collar workers remained around 

7.94% in 2012 and 7.03% in 2017.   

 

Women living in the Java-Bali region dominated the IDHS sample population, around 61% 

of the total sample, and remained the same in 2012 and 2017. Women living in Sumatra 

consisted of around 20% of the total sample, similar in 2012 and 2017. The other two larger 

islands, Kalimantan and Sulawesi, each entailed around 6% to 7% of the total sampled 

women. Maluku-Papua consisted only 1.46%-2.04% and Nusa Tenggara around 3.55% 

between 2012 and 2017. 

 

Between 2012 and 2017, there was an increase in the percentages of married women 

contraceptive users who heard about FP from the radio and television, not so much from 

reading the newspaper. Nonetheless, there was no change in the percentages of women who 

heard about FP directly from health workers 36.54% (2012) and 36.66% (2017). Sources of 

contraceptives obtained from the pharmacy/drug store, midwives, and private primary health 

care (PHC) providers slightly decreased in 2017, while from public PHC (puskesmas) 

showed no difference (18.34% in 2012 and 18.89% in 2017). Interestingly, women received 

more contraceptives from public and private hospitals in 2017, an increase from 5.10% 

(2012) to 8.27% (2017). Among the five modern contraceptives used, injectables were the 

most, followed by the pill, implants, IUDs, and female sterilization. The later three 

contraceptives showed only a three-point-percentage increase in 2017. 
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Table 2.  Socio-demographic characteristics associated with Informed Choice, IDHS 2012-

2017 

Characteristics 
2012 IDHS 2017 IDHS 

Total N1=12,029 (%) Total N2=11,881 (%) 

Age     

15-24 years 20.22 16.11 

25-34 years 47.40 43.86 

35-49 years 32.38 40.03 

Education1     

No education 1.56 0.82 

Primary 37.18 32.67 

Secondary 53.23 56.90 

Higher education 8.02 9.61 

Occupation    

Unemployed 44.79 46.67 

Agriculture 11.89 11.84 

Blue-collar 38.01 36.12 

White-collar 5.31 5.37 

Husband's education1  

No education 1.52 1.30 

Primary 36.39 33.97 

Secondary 53.79 56.07 

Higher education 8.31 8.66 

Husband's occupation  

Unemployed 1.21 1.05 

Agriculture 22.00 24.38 

Blue-collar 68.84 67.54 

White-collar 7.94 7.03 

Wealth quintile     

Poorest 18.15 19.35 

Poor 21.00 21.90 

Middle 21.47 21.70 

Rich 21.82 21.02 

Richest 17.56 16.03 

Residency     

Rural 52.65 54.72 

Urban 47.35 45.28 

Region     

Maluku-Papua 1.46 2.04 

Sulawesi 6.36 6.58 

Kalimantan 6.65 6.91 

Nusa Tenggara 3.55 3.54 

Sumatra 20.05 19.96 

Java-Bali 61.93 60.97 

Heard about FP on radio in last few months  

Yes 51.37 60.76 

No 48.63 39.24 

Heard about FP on television in last few months  

Yes 48.06 59.46 

No 51.94 40.54 

Read about FP in newspaper in last few months  

Yes 13.01 10.56 

No 86.99 89.44 

Heard about FP from health workers  
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Yes 36.54 36.66 

No 63.46 63.34 

Source of FP methods  

Pharmacy/drug store, shop  14.47 13.00 

Midwife2 57.95 56.22 

Private PHC3 4.14 3.62 

Public PHC4 18.34 18.89 

Public and private hospital 5.10 8.27 

Current contraceptive methods   

Pill  24.3 21.34 

Injectables  59.95 55.24 

Implants  7.06 10.14 

IUD  5.27 8.39 

Female sterilization  3.43 4.88 
1 Education categories: primary includes elementary school, secondary includes junior and senior high schools, 

and higher education includes academy, diploma, and university degrees. 
2 Village midwife, midwife, nurse, and FP fieldworker 
3 Clinic, obstetricians, and medical doctor 
4 Puskesmas, public PHC clinic, mobile clinic 

 

Table 3 shows the results of multivariable logistic regressions examining the correlates of 

making an informed choice of contraceptive methods (MII). The MII values were compared 

by women’s characteristics, including age, education, occupation, wealth quintile, region, 

sources of information, contraceptives (public or private facility), and currently used 

contraceptives. Except for region and watching television, the others were associated 

significantly with making an informed choice in 2017. Some of these correlates showed 

higher odds in 2017 than in 2012. 

 

Women of reproductive age were treated differently by family planning providers. Those 

aged 25-34 years (AOR 1.37, 95% CI 1.13-1.65) and those aged 35-49 years (AOR=1.37, 

95% CI 1.09-1.71) had 1.37 times more likelihood of making an informed choice than 

women aged 15-24 years in 2012. Nevertheless, the odds went down to 1.21 times 

(AOR=1.21, CI 1.04-1.42) in the 2017. 

 

Compared to those with no education, those with primary education were 2.52 times more 

likely to make an informed choice (AOR 2.52, 95% CI 1.32-4.80) in 2017, compared to a not 

significant association in 2012 (AOR 1.11, 95% CI 0.69-1.78). Women with secondary 

education were 2.96 times more likely to make informed choices (AOR 2.96, 95% CI 1.55-

5.62), and women with higher education were 4.4 times more likely to make informed 

choices (AOR 4.40, 95% CI 2.25-8.60) in 2017. Being employed was not correlated 

significantly with making informed choices in 2012 but being blue-collar working women 

were significantly had a higher odd (AOR 1.15, 95% CI 1.03-1.29) than the unemployed. 

Husband’s education and husbands’ occupation were excluded from the multiple regression 
model since there was no significant correlation with making an informed choice.  

Wealth quintiles did not show significant correlates with making informed choices, except 

women in the wealthiest quintile were 1.3 times to 1.46 times more likely to make an 

informed choice (AOR 1.30, 95% CI 1.01-1.67 in 2012 and AOR 1.46, 95% CI 1.18-1.80 in 
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2017). The region where women lived, such as Java-Bali, Sumatra, and the other outer 

islands, had no significant association with informed choice.  

 

Women who heard about family planning from the radio were 1.55 times more likely to make 

an informed choice (in 2012), but this was not correlated anymore in 2017. Watching 

television was not associated significantly in 2012 and 2017. Reading about family planning 

in the newspaper correlated significantly with making an informed choice (AOR 1.32, 95% 

CI 1.11-1.58) in 2017 only. Important to notice, hearing about family planning from health 

workers increased the odds more than doubled (AOR 2.14, 95% CI 1.84-2.48) in 2012, and 

(AOR 2.19, 95% CI 1.94-2.46) in 2017. 

 

In 2017, women receiving contraceptives from midwives were twice more likely to make 

informed choices than obtaining it from the pharmacy/drug store/shops (AOR 2.01, 95% CI 

1.55-2.60). Women receiving contraceptives from private PHC providers were 2.2 times 

more likely to make informed choices (AOR 2.21, 95% CI 1.58-3.09). This odd was higher 

than those receiving contraceptives from public PHC providers (AOR 1.86, 95% CI 1.41-

2.46) than women who obtained contraceptives from the pharmacy/drug store/shops. Among 

those currently using any of the five methods, women currently using IUD were 1.68 times 

more likely to make an informed choice ((AOR 1.68, 95% CI 1.23-2.30) in 2012, but less 

likely (AOR 1.54, 95% CI 1.18-2.01) in 2017. 

 

Table 3.  Logistic regression analysis of factors associated with Informed Choice, the 2012-

2017 IDHS data, Indonesia 

Characteristics 

2012 IDHS 2017 IDHS 

Informed Choice Informed Choice 

AOR (95% CI) AOR (95% CI) 

Age         

15-24 years 1  1  

25-34 years 1.37** (1.13-1.65) 1.21** (1.04-1.42) 

35-49 years 1.37** (1.09-1.71) 1.22** (1.04-1.44) 

Education1         

No education 1  1  

Primary 1.11 (0.69-1.78) 2.52** (1.32-4.80) 

Secondary 1.61 (1-20.61) 2.96** (1.55-5.62) 

Higher 2.21** (1.28-3.79) 4.40*** (2.25-8.60) 

Occupation         

Unemployed 1  1  

Agriculture 1.13 (0.90-1.40) 1.19 (0.99-1.43) 

Blue-collar 1.11 (0.95-1.29) 1.15** (1.03-1.29) 

White-collar 1.32 (0.96-1.82) 1.15 (0.91-1.45) 

Wealth quintile         

Poorest 1  1  

Poor 1.02 (0.83-1.26) 1.07 (0.90-1.27) 

Middle 0.98 (0.78-1.23) 1.12 (0.93-1.34) 

Rich 1.18 (0.94-1.48) 1.16 (0.96-1.40) 

Richest 1.30** (1.01-1.67) 1.46*** (1.18-1.80) 

Region         

Papua & Maluku 1  1  
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Sulawesi 0.71 (0.49-1.02) 0.80 (0.58-1.10) 

Kalimantan 0.86 (0.59-1.24) 1.01 (0.72-1.41) 

Nusa Tenggara 1.36 (0.90-2.03) 1.39 (0.98-1.96) 

Sumatra 0.79 (0.55-1.12) 0.91 (0.66-1.25) 

Java & Bali 1.13 (0.79-1.62) 1.08 (0.79-1.47) 

Heard about FP on radio in last few months    

No 1  1  

Yes 1.55** (1.09-2.22) 1.01 (0.63-1.61) 

Heard about FP on television in last few months    

No 1  1  

Yes 0.88 (0.64-1.23) 1.42 (0.90-2.25) 

Read about FP on newspaper in last few months    

No 1  1  

Yes 1.19 (0.95-1.48) 1.32** (1.11-1.58) 

Heard about FP from health workers    

No 1  1  

Yes 2.14*** (1.84-2.48) 2.19*** (1.94-2.46) 

Source of FP methods         

Pharmacy/drug store, and shop 1  1  

Midwives2 1.62** (1.15-2.27) 2.01** (1.55-2.60) 

Private PHC3 1.95*** (1.39-2.76) 2.21** (1.58-3.09) 

Public PHC4 1.82** (1.28-2.58) 1.86** (1.41-2.46) 

Hospital (public & private) 1.81** (1.13-2.90) 1.42 (0.96-2.09) 

Current contraceptive methods         

 Pill  1  1  

 Injectables  1.07 (0.90-1.28) 0.95 (0.78-1.15) 

 Implants  1.17 (0.90-1.53) 1.15 (0.89-1.48) 

 IUD  1.68** (1.23-2.30) 1.54** (1.18-2.01) 

 Female sterilization  0.89 (0.52-1.54) 0.95 (0.63-1.44) 
1 Education categories: primary includes elementary school, secondary includes junior and senior high 

schools, and higher education includes academy, diploma, and university degrees. 
2 Village midwife, midwife, nurse, and FP fieldworker 
3 Clinic, obstetricians, and medical doctor 
4 Puskesmas, public PHC clinic, mobile clinic   

 AOR: adjusted odds ratio  

 ***p<0.001  **p<0.01 

 

Discussion 

Study findings found that receiving informed choice on all three questions did not 

significantly change over the ten years between 2007 and 2017 (based on the 2012 IDHS and 

2017 IDHS data). The difference between the informed choice of contraceptives in 2012 and 

2017 was less than five percentage points (24.60% to 28.65%). In short, this small change of 

percentages implies that the national family planning program has done merely a minimum 

improvement on information exchange between providers and clients. Or worse, this suggests 

that despite all successful campaigns, the family planning program in Indonesia has made 

limited progress in providing adequate information to women contraceptive users. Indonesia 

is far from the 100% targeted SDGs Indicator 3.7.1 on contraceptive use. Improving 

contraceptive counseling and ensuring supplies for day-to-day service delivery can improve 

the quality of care and enable women to make an informed choice.  
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The family planning program of Indonesia should include the level of informed choice of 

contraceptives (MII) as an indicator of program performance.  Results indicate that it is 

important to reorientate family planning providers about the importance of giving adequate 

information on more than just one or two methods, its side effects, what to do if experiencing 

side effects, and alternative method(s) that can be tailored to the client's reproductive 

intentions and personal circumstances or health risks. This is in accordance with the Family 

Planning 2020 core indicators to track progress, including the MII that includes completeness 

of the information given by the provider about clients’ chosen contraceptive method. Jain 

(2016) stated that adequate information exchange between family planning service providers 

and clients (mostly women users in this country), is essential to help women select a method 

appropriate for their reproductive health needs and their reproductive goals (11). The family 

planning program in Indonesia needs to improve the extent of informed choice and the 

quality of provider-client communication (12). No doubt that better MII scores will reduce 

the discontinuation of contraceptives use too. 

 

The global comparison demonstrated how low (28.5%) the level of MII in Indonesia in 2017, 

much lower than the Ethiopian MII of 36.2% (12), and the average MII of 34% at the initial 

survey and 39% at the later survey time, using data from the Demographic and Health Survey 

(DHS) of 24 developing countries, under the Performance Monitoring and Accountability 

2020 (PMA2020) project. 

 

This study revealed that higher informed choice was observed among older age groups than 

their younger counterparts. Discrepancies may be due to health care providers’ discriminatory 
attitudes towards younger women (15-24) or cumulative learning as age increases (12). 

Women with higher education and from the wealthiest households were more likely to make 

informed choices than women with no education and from lower wealth quintiles households. 

The study findings confirmed the results of MII study in 2016 that showed women with no 

education, primary education, and secondary education had lower MII values than those 

women with higher than secondary education (11). Other studies suggested that, compared 

with the lower socioeconomic status women, the higher social and economic status may have 

better knowledge or more remarkable ability to recall the information they received (11,12). 

Women need and deserve accurate and complete information about the method they select, 

not just the minimum level of information from providers at the time of contraceptive 

initiation (11).  

 

Women living in the regions of Java and Bali, or Sumatra, or in the other outer islands did not 

show a higher likelihood to make an informed choice for contraceptives compared to women 

in Papua and Maluku, which are geographically and socially considered less developed 

regions in the country. Indirectly, this reflects that the national family planning program as a 

whole never make any special efforts in providing complete information for the three 

questions (were told about method‐specific side effects, advised what to do if they 
experienced them, and informed about other available methods) during the process when 

women were adopting their contraceptive method. Not even in the most populated Java and 

Bali region. This result suggests that although the family planning program is widely 
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accepted in the country, there is substantial room for improvement in enabling women to 

make an informed choice for their preferred contraceptives. Women need and deserve 

accurate and complete information about the method they select. 

 

Women’s exposure to mass media was measured by the availability of family planning 

information (listening to the radio, watching television, and reading the newspaper). Radio 

and television did not increase the odds of making informed choices of contraceptives in 

2017, but the reading newspaper had a significantly 1.32 times higher likelihood to make 

informed choices. Remarkably, the correlate with higher odds of informed choice was 

visiting and heard about contraceptives directly from the health workers. This was also 

reported in a study in Ethiopia in 2016 (12).  

 

Women receiving contraceptive methods from private midwives and private PHC clinics had 

significantly received better information (counselling) to make an informed choice than those 

who obtained contraceptives from pharmacies/drug stores/shops. The PMA2020 project 

reported that the MII was greater for women who reported public-sector facilities as source of 

method supply rather than private-sector facilities (47% vs. 36%); however, when individual 

countries were examined, MII was higher among women using private-sector facilities than 

among those using public-sector facilities in nine out of 25 countries (11). 

 

Informed choice showed that the contraceptive information received by women varies by 

type of contraceptives. IUD current users were significantly more likely to make an informed 

choice than the pill users. IUDs were not differentiated between hormonal and copper types. 

The other three contraceptives (implants, injectables and female sterilization) did not show 

significant correlations with women’s making informed choices. This finding is supported by 

a study in Ethiopia that reported better counselling (information) was received by long-acting 

method users (IUDs, implant, sterilization) (13).  

 

Strengths and Limitations. The strength of this study was to use nationally representative 

data. Regarding limitations, recall bias might occur due to memory lapse. The MII values or 

data on informed choice were collected among women who used one of the five modern 

methods (the pill, injectables, implants, IUD and female sterilization). Future research should 

consider including the question about switching and replicating the analysis presented here to 

build a further evidence base for the MII plus values (14). 

 

Conclusions 

Over 70 percent of reproductive age married women in Indonesia were inadequately 

informed about side effects and/or other methods available. Only 28.65% of women made an 

informed choice of contraceptive method in 2017, less than five percentage points higher than 

24.6% in 2012. In other words, only a little more than a quarter of current modern 

contraceptive users could obtain quality family planning services that support women’s rights 

to information, choice, and helpful interaction with the providers. In 2017, women’s age, 
education, occupation, wealth quintile, reading newspaper, heard directly from a health 

worker, sources of contraceptives (public or private facility), and types of contraceptives 
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currently used were correlated significantly with making an informed choice. The rise of 

informed choice (MII) value means improvement of quality family planning services. This 

will lead to women’s satisfaction, increasing the chance of continuing contraceptive use if not 

continuing the same method. The health and family planning systems are responsible for 

providing proper and noncoercive counseling, accurate information, competent providers, and 

various methods to facilitate complete, accessible, and informed decision-making about 

contraception (12).  Together with other countries, Indonesia should be able to reach the SDG 

target 3.7 that says, “by 2030, ….  ensure universal access to sexual and reproductive health-

care services, including access for family planning, information and education, and the 

integration of reproductive health into national strategies and programmes”. This means, 

more focus on how to monitor the progress using the MII or “proportion of women who have 

their need for family planning satisfied with modern methods.”  

 

Based on the study findings, family planning providers are at the PHC level and the hospitals’ 
outpatient obstetric services in both private and public sectors. They should be trained to 

provide sufficient information irrespective of clients’ prior knowledge of family planning 

methods. The results of this analysis show plenty of room to improve the content of 

information exchange, which could also result in quick wins in terms of better reproductive 

health outcomes among current family planning users. The level of informed choice of 

contraceptives among reproductive-age women, married or not married, is a valuable 

indicator in assessing the overall quality and coverage of family planning programs and 

services. Access to and using an effective contraceptive method means women have a reliable 

device to prevent unintended pregnancy. Also, a tool that enables women and their 

spouses/partners to exercise their rights to decide freely and responsibly the number and 

spacing of their children. The government needs to increase investments in family planning, 

especially in the region’s where informed choices are still low because the growth in the 

number of women of reproductive age is rapid. Access to family planning is related to 

women’s reproductive rights and the reduction of unintended pregnancies, and improved 

health and nutritional status of children, brought about by longer birth spacing and the 

reduction in maternal mortality.  
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