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PREFACE 


This report was prepared by Nydia Maravig1ia. Principal Population 
Specialist. The main sector mission visited Indonesia in July-August. 1988; 
mission members were: Susan Cochrane, Principal Population Economist and 
Eduard 80S, Demographer, and consultants Robert Wickham and Genevieve Kenney. 
Contributions to the report were provided as follows: Susan Cochrane analyzed 
the demand for family planning and the program financial requirements; Eduard 
Bos prepared the demographic analysis and the projection models; R. Wickham 
assessed the management and organization of the family planning program and G. 
Kenney reviewed and evaluated the present and potential capacity of the 
private sector in family planning. Parker Mauldin (Senior Population Advisor, 
Rockefeller Foundation/Population Council, N.Y.), who participated in an 
earlier Bank population sector mission to Indonesia, provided valuable review 
and comments on this report. 

The report focuses on the managerial, organizational, manpower and 
financial requirements of BKKBN (the National Family Planning Coordinating 
Board), as Indonesia prepares to undertake major strategic changes in response 
to challenges for further fertility decline during the next decade. A main 
considet~ation by the Government is the utilization of the private sector for 
service provision and other ways of service expansion. Consequently, the 
report devotes special attention to analysis of program costs and to possible 
roles f,:>r commercial service providers, NGOs and employment-based family 
p1annin,g programs. 

Washington, D.C. 
April 25,1990 
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Before November 15, 1978 

Annual Average 1979-87 


1979 

1980 

1981 

1982 

1983 

1984 

1985 

1986 

1987 

1988 


June 15. 1989 

Government 
Bank Indonesia 
State Banks 

CURRENCY EQUIVALENTS 

US$1.00 

US$1.00 
US$1.00 
US$1.00 
US$1.00 
US$1.00 
US$1.00 
US$1.00 
US$1.00 
US$1.00 
US$1.00 

US$1.00 

FISCAL YEAR 

Rp 415 


Pr 623 

Rp 627 

Rp 632 

Rp 661 

Rp 909 

Rp 1,026 I~ 


Rp 1,111 

Rp 1,283 /h 

Rp 1,644 

Rp 1,693 


Rp 1,700 

April 1 to Karch 31 

April 1 to Karch 31 

January 1 to December 31 


I~ On Karch 30, 1983, the Rupiah was devalued from US$1.00 - Rp 703 

to US$1.00 - Rp 970. 


Ih On September 12, 1986, the Rupiah was devalued from US$1.00 -

Rp 1,134 to US$1.00 - 1,644. 
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DEFINITIONS 


Child Mortality Rate: 


Crude Birth Rate: 


Crude Death Rate: 


Contracep,tive Prevalence: 


Contraceptive Users: 


Contraceptive Acceptors: 


Dependem:y Ratio: 


Infant M,)rtali ty Rate: 


Married 1Jomen of Reproductive Age: 


Net Repr,:>duction Rate: 


Population Momentum Index: 


The probability of dying between ages 1 
and 5. 

Annual number of births per 1,000 
persons. 

Annual number of deaths per 1,000 
persons. 

The percent of married women in 
reproductive age groups who are using (or 
whose husbands are using) any form of 
contraception. 

The number of women of reproductive age 
who are (or whose husbands are) current 
users of any form of contraception. 

The number of women who become (or whose 
husbands become) users of a contraceptive 
method they have not used in the months 
immediately prior, for a given time 
period. 

The ratio of those under 15 and over 65 
to the working age population, defined as 
those 15 to 64 of age. 

The number of deaths to infants under 1 
year of age in a one-year period per 
1,000 live births in that period. 

Currently married women between the ages 
of 15 and 49. 

The average number of daughters that 
would be born alive to a woman if she 
would conform to the age-specific 
fertility rates and mortality rates for a 
given year. An NRR of exactly 1 means 
that each cohort of women replaces itself 
with the same number of daughters. 

A number that indicates that factor by 
which the population will increase after 
reaching replacement fertility (NRR 
equals 1). 
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Stationary Population: A population with zero growth rate. 

Total Fertility Rate: 

BCG 

BAPPENAS 
BKKBN 
BPS 
CBR 
CDR 
DEPKES 
DHS 
DPT 
ELCOs 
FP 
FPIA 
IMR 
IRD 
IUD 
KLH 
LKMD 
MCH 
MIS 
NGO 
NICPS 
NRR 
PELKESI 
PKK 
POGI 
REPELITA 
SOMARC 
SUPAS 
SUSENAS 
TFR 
URC 
VCDC 
VSC 
WFS 
YKB 

The average number of children that would 
be born alive to a woman if she were to 
bear children at each age of the 
reproductive life span in accordance to 
the age specific fertility rates of a 
given year. 

ABBREVIAtIONS AND ACRONYMS 

Bacterium Calmette-Guerin (tuberculosis 
immunization injection) 
National Economic Planning Board 
National Family Planning Coordinating Board 
Central Bureau of Statistics 
Crude Birth Rate 
Crude Death Rate 
Ministry of Health 
Demographic and Health Surveys 
Diphtheria, Pertussis, Tetanus injection 
Eligible Couples 
Family Planning 
Family Planning International Assistance 
Infant Mortality Rate 
Institute for Resource Development 
Intra-uterine Devise 
Ministry of Population and Environment 
Village Community Development Institute 
Maternal and Child Health 
Management Information System 
Non-Governmental Organization 
National Indonesian Contraceptive Prevalence Survey 
Net Reproduction Rate 
Indonesian Christian Association for Health 
Family Welfare Movement 
Indonesian Gynecological Association 
Five-year Development Plan 
Social Marketing Company 
Intercensal Population Survey 
National Socio-Economic Survey 
Total Fertility Rate 
University Research Corporation 
Village Contraceptive Distribution Centers 
Voluntary Surgical Contraceptive (Sterilizations) 
World Fertility Survey 
Yayasan Kusuma Buana (private, non-profit foundation) 
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SUMMARY AND CONCLUSIONS 

Introduction 

i. As the Government of Indonesia prepares to begin the 
impleme:ntation of its Fifth National Development Plan (REPELITA V). it 
faces new challenges in its family planning program, to attract a very 
substantial number of new acceptors (including a growing number of young 
people). improve contraceptive continuation rates, and increase the 
proportion of more effective methods. In the face of program expansion, 
GOI confronts increasingly difficult budgetary constraints, aggravated, in 
the case of family planning (FP) program, by worldwide decreases in 
international assistance for population, which could also affect 
availability of grant funds for Indonesia. At the same time, rapid 
population growth is a key factor underlying macroeconomic problems, such 
as unemployment among the young and many environmental issues facing 
Indonesia today. The family planning program, because of its demonstrated 
effects on helping slow the rate of population growth, is being examined 
carefu1ly by the government, with a view to arrive at optimal program 
strategies which enable continued success. 

ii. Until now, the public sector has been the predominant source of 
FP ser,ices and, under the coordination of BKKBN (the National Family 
Planning Coordinating Board), it has been able to contribute to one of the 
most impressive demographic transitions within the developing world. At 
presen'~, the proportion of eligible couples using contraception exceeds 45 
percen'c, the total fertility rate (TFR) has declined by 2 children to reach 
3.4, and the crude birth rate (CBR) is 28 per 1,000. This is a very 
differ'2!nt situation compared to that prevailing in 1970. when the FP 
program was initiated. At that time contraceptive use was under 10 

. percent, the TFR was 5.6 and the CBR was as high as 43 per 1,000. In the 
last f'Elw years there has been an overall trend to later marriage and 
women's education has improved considerably, but the knowledge and use of 
modern contraceptives has undoubtedly been the main cause of fertility 
decline. 

iii. Further declines in fertility are needed in order to accomplish 
set goals of continued slowing of population growth. According to the 
"standard" projection (implying a moderately fast fertility decline) 
presented in this report, at the end of REPELITA V there will be 20 million 
more Indonesians than in 1988. With continued progress in fertility 
reduction through FP, by the turn of the century the population would reach 

·213 	million and replacement level fertility would be reached during the 
20l0s. Even if these projections are realized, zero population growth may 
not take place before the 22nd century, when the stationary population will 
have surpassed 300 million. However, achievement of the necessary 
fertility decline to realize these projections will be more difficult than 
in the past because it will require a more substantial expansion of 
contraceptive usage than any increase achieved up to now. Also, the 
couples which still need to be brought into the program have higher family 
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size preferences and are harder to reach. Among those are the urban poor, 
those living in outlying rural areas and those with low levels of 
education. 
iv. This report discusses the following main issues: (a) how 
feasible are the demographic targets? (b) is it desirable to shift large 
segments of users from free to fee-for-service program? (c) to the extent 
that it is desirable to engage the private sector, both on efficiency and 
resource mobilization grounds, how can this be accomplished while 
preserving and strengthening public FP services? The report analyzes these 
questions and the choices of specific program strategies that the 
government will need to make to implement the policies and achieve the 
goals set for REPELITA V. Chapter 1 provides an overview of the population 
problem in the context of the economy and the environment and a description 
of the demographic transition, population projections, and estimates of 
requirements of contraceptive practice if projections are to be realized. 
Chapter 2 deals with the desire of women to space births or limit their 
family size and the implications of these demand patterns for program 
expansion. Chapter 3 describes the role of the private sector in FP, as 
well as NGOs and employment based programs and analyzes the extent of 
likely private sector participation. Chapter 4 presents the current 
organization and management of the public FP program and the changes in 
organization and strategy that will be needed to respond to unprecedented 
increases in family planning users and changing patterns of demand with 
greater reliance on the private sector. Chapter 5 estimates the financial 
requirements to fulfill the challenge of reaching the fertility reduction 
targets. 

Fertility Trends. Contraceptive Use and Target Groups 

v. The fertility transition in Indonesia did not begin until the 
late 1970s, but once the total fertility rate (TFR) dropped below 5 (to 
4.75) it declined rapidly and consistently reaching a low 3.4 in 1988. 
However, a slower rate of decline is likely as fertility reaches lower 
levels. The number of married women of reproductive ages will increase 
from 30.8 million in 1988 to 35.6 million in 1994 or by about 800,000 per 
year. From now on, assuming no improvements in continuation rates, about 
3.9 million acceptors will need to be recruited every year just to maintain 
the present levels of contraceptive practice (the contraceptive prevalence 
rate (CPR) is 45-46 percent). 

vi. Population projections were prepared in order to illustrate 
fertility reduction efforts that will be required in the future to achieve 
stated goals. Trends in fertility and mortality that are considered most 
likely are presented as the "standard projection", which is roughly 
comparable to the targets set for REPELITA V. According to this 
projection, at the end of REPELITA V there will be 20 million more 
Indonesians than in 1988; the average annual rate of growth is estimated at 
1.78 percent. In order to reduce TFR from 3.41 to the 1994 target of 2.88, 
the number of couples using contraception would need to increase 
substantially from 14.2 million in 1988 to 19.4 million in 1994. During 
the plan period, a total of 25.3 million new acceptors will need to be 
recruited, including those who change methods. CPR would reach 54.4 
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percent. Several other scenarios of contraceptive practice and population 
growth are presented in the report. With the standard projection, 
replacement level fertility would be reached in 2005. Under the scenario 
of slower fertility decline there would be 10.5 million more people by 2030 
than would be the case if the standard projection is realized. 

vii. Most of the expansion in contraceptive use, from less than 10 

percent :In the 1960s to over 45 percent now, took place in the last ten 

years. This remarkable increase resulted from a combination of economic 

development, improved women's education and a strong FP program. 


viii. The target of 19.4 million users in Indonesia or an additional 
6.1 million users at first glance appears easy because 7.1 million women 

will want no more children and are not contracepting and 6.5 million non

contracepting women will want to postpone the next birth. However, there 

are three factors that will make achievement of these targets difficult: 

(a) of the 13.6 million who have an unmet need for contraception, only 
about one third intend to use, and that may not be in the immediate future, 
but only after they have completed their desired family size; (b) indirect 
estimation indicates that of the current 13.3 million users,S million 
still want additional children and may well drop out of the program within 
the next five years; and (c) there will be dropouts for other reasons. 

ix. A very positive feature of Indonesia's family planning program 
is its reliance on a wide variety of temporary methods of contraceptives. 
This has proven important in the rapid rise of contraceptive prevalence 
among young women with the highest potential who want to space their 
births. In 1987, contraceptive use among married women by method was as 
follows: 31.4 percent used pills, 30.5 IUDs, 21 injectab1es, 3.5 condoms, 
6.9 tubectomies, 0.4 vasectomies, 0.8 Norp1ant and 5.5 other methods. At 

this stage of program development, with almost half of the married women 

using ccntraception and many reaching older age, there is an increasing 

demand for more permanent methods to limit family size as opposed to 

spacing births. However, the availability of services to meet the demand 


. for perulanent methods is insufficient. Voluntary surgical contraception 
(VHS) -- sterilization -- is not currently part of the FP program, although 
it is offered on health grounds, and it is mainly available in urban areas, 
thus reaching predominantly middle and upper class women. The lack of 
access t:o inexpensive sterilization in Indonesia may be mainly a problem 
affecting the poor, the rural and the uneducated, for whom research proves 
this is a preferred method. 

x. The report tries to assess the likelihood of achieving targets 
by comparing the Indonesian program with the pace of achievement in 
Thailand during comparable periods. Based on the analysis of unmet needs 
and comparisons with Thailand, a major conclusion is that the targets set 
by the plan are possible to achieve in Indonesia; this will require special 
attention to continuation of existing users and to program activities to 
recruit those women who are motivated to control fertility but who are not 
now contracepting. High proportions of these target groups live in rural 
areas and have low levels of education (and presumably of income). The 
analysis thus suggests that it is the unmet need of the poor and rural 
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women, who wish to limit fertility by using permanent or highly effective 
methods, that needs attention. 

xi. The overall conclusion is that it will be possible for Indonesia 

to achieve the contraceptive use targets that were set by the 1989-94 Plan. 

However, this task will take considerably more effort than in the past. 

The key findings and implications for program priorities concerning 

fertility, contraceptive use and target groups are: 


(a) 	 the strong program direction exerted by BKKBN and the large 
increases in the use of modern contraceptives is beyond doubt a 
main cause of the fertility decline experienced since the mid-
70s--this role should be maintained and strengthened; 

(b) 	 significant changes in the contraceptive mix have taken place in 
the last decade, with a notable trend toward more long-term and 
effective methods; it is recommended that similar changes be 
encouraged in the future by making permanent and more effective 
methods available to low income and rural women; 

(c) 	 although there is no evidence yet that a stall in fertility 
decline is imminent, other countries have experienced such 
stalling after an initial sharp drop in fertility similar to 
Indonesia's (TFR of 3.5 or 4). A possible explanation for such 
a stall is convergence of desired and actual family size. 
Although unmet need for contraception (or desire to control 
fertility) is still high, close attention should be paid to 
highly focused information, education and communication (IEC) 
programs in an effort to reach and motivate specific target 
groups defined under (e); 

(d) 	 women with completed primary school have made comparatively more 
substantial gains in contraceptive practice in the last decade, 
as opposed to other educational groups--under the Government's 
plan to extend universal access to basic education through the 
lower secondary school cycle (a total of nine years), special 
measures to ensure increases in primary and lower secondary 
school attendance and completion by girls should be strongly 
supported; and 

(e) 	 in 1994, an additional 6.1 million users will be needed to meet 
the set targets. The following groups will have to be reached 
with FP services and IEC using different strategies and program 
designs, giving priority to i, and iii: (i) current users, in 
order to reduce dropouts-·13.3 million (of whom 9 million are in 
rural areas and 7.3 mil110n have less than primary education); 
(11) those motivated to control fertility and intending to use 
contraception--4.4 million (of whom 3.3 million are in rural 
areas and 2.5 million have less than primary); (iii) women 
wanting to limit or space births, but not intending to use 
contraception--9.3 million (of whom 7 million are in rural areas 
and a like number have not completed primary); and (iv) women 
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with no motivation to contracept--3.7 million (2.8 million rural 
and 2.6 with less than primary). 

The Role of the Private Sector 

xii. Since the inception of BKKBN in 1970, the public sector has been 
the predominant source of FP and it has had a remarkable success in 
reducing fertility. However, uncertainties in funding coupled with 
Indonesia's goal of raising contraceptive prevalence among increasingly 
larger groups of eligible women has placed greater emphasis on the role 
that the private sector can and should play in FP. Indonesia is re
examining its policy of subsidizing FP services for those who have the 
capacity and willingness to pay for contraceptives from private sources. 

xiii. Because of its effects in reducing the rate of population growth 
and in view of the benefits that can be derived from the family planning 
program in the form of faster economic and social development, the 
Govermnent has treated FP as a "merit good" to which everyone regardless of 
locatit)n or income should have access. A recent study supports the merits 
of this strategy by showing that government investments in FP are cost
effective because of per capita savings in education and other social 
servic.as and the relatively modest outlays required for the program (about 
0.5 percent of the national budget), It is evident that subsidization can 
be justified on efficiency and equity grounds for some groups, but until 
recentl.y, the question of which groups the government should subsidize had 
not been directly confronted. 

xiv. In the last two years BKKBN has embraced a policy of KB Mandiri 
(or self-reliance in FP). The implications of this concept are currently 
evolving and have been only partly operationalized; it involves a greater 
role for the private sector in FP services, with a focus in urban areas and 
particularly in the 11 largest cities. As a basis for analyzing the 
potential of this strategy and presenting recommendations, this report 
provides an overview and the likely evolution of the private sector role in 
FP in Indonesia and includes descriptions of the types of clientele, cost 
and qU<!:l1ity of the services, service providers (doctors, midwives, 
pharmacies), policies and legal constraints, the organized sector, and 
NGOs. 

xv. Although increasing the role of the private sector in FP is 
desirable in order to cater to middle and high socio-economic groups, 
particularly in the cities, as well as to expand the infrastructure for 
service delivery in general, the report concludes that private FP expansion 
confre·nts challenges and limitations that should be recognized and taken 
into B,ccount in future FP programming. The following are priority 
considerations on this issue: 

(a) 	 A target of a 50% share for the private sector in delivery of FP 
services is too ambitious and a more realistic goal would be a 
national share of 30% private FP by 1994, which could be 
achieved through a 50% growth in the urban private share and a 
25% growth in the rural private share; 

http:servic.as
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(b) while the pricing of "Blue Circle" products is likely to be 
attractive to middle and high income groups, it is not probable 
that they will attract people with incomes at the bottom 40 
percent; 

(c) with the availability of free services in the public sector co
existing with private sector sales of contraceptives, it is not 
known whether clients will easily switch; it is recommended that 
testing of sales in combination with free services be undertaken 
in several locations in order to determine optimal schemes. 

xvi. The implications of the KB Mandiri concept in family planning 
and the role and scope of the private sector are now evolving. The goal of 
greater involvement of private doctors, midwives and pharmacists is very 
appropriate in order to increase the outreach. Even an increase to 30 
percent coverage of acceptors through private FP within the next five years 
(compared to higher expectations when the strategy was planned) would be a 
significant achievement. This approach is worthwhile pursuing. 

XV11. Factors Influencing the Success of the "Blue Circle" Program: 
In addition to supply constraints, the private sector targets may be beyond 
reach because the private sector prices will be too high for much of the 
Indonesian population. While the "Blue Circle" program is being counted on 
to attract the largest share of users into the private sector, the retail 
prices that are planned for the socially marketed products, in combination 
with the reported service charges of commercial providers, are not likely 
to attract clients with incomes in the bottom 40 percent. On the other 
hand, for middle and higher income groups, the price of the socially 
marketed contraceptives (half the commercial prices) may be attractive. 
The success of socially marketed contraceptives will depend on the 
interaction of the supply of and the demand for privately offered services. 
Policies to target subsidies will also be a determining element. Another 
factor that would influence the increase of FP clients in the private 
sector is the removal of restrictions to health providers' growth (e.g., 
laws governing full-time private practice, affordable solutions to lack of 
initial capital for facilities and equipment). 

xviii. To the extent that an increase in the number of private 
providers generates a higher level of competition among them, service 
charges may decline. Also, to the extent consumers are attracted to the 
"Blue Circle" products in place of the fully subsidized services of the 
public sector, the demand for private services will increase. The multi
media campaign is trying to encourage households to take more financial 
responsibility for FP and also advertises that private services are of high 
quality and cheaper than previously. Because desired fertility levels in 
Indonesia are low, there may be a willingness on the part of many 
households to pay private sector prices. However, with free services still 
available in the public sector, it is not known whether clients will 
readily switch. The effects of new policies should be reviewed and 
monitored in order to quickly introduce corrections to the system when 
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effects turn out to be negative or counterproductive to the goals of the 
program. 

xix. Further on subsidization, currently the BKKBN and donors are 
providing direct subsidies to commercial doctors and midwives. In 
addition, both NGOs and employment-based clinics have traditionally 
received free contraceptive supplies and sometimes equipment. While it is 
not clear how long these donations will continue, the concept of KB Mandiri 
has an equity dimension in that those who are "better-off" are expected to 
be "more self-sufficient" in meeting their family planning needs. On 
equity grounds, it would be desirable to examine ways of minimizing 
subsidies benefiting the middle and higher income groups. 

xx. Regarding FP services for the poor, if some NGOs are expected to 
serve an increasing share of low income family planning users (particularly 
in urban areas), it will be necessary to identify NGOs which are truly 
prepared to undertake these tasks (currently NGOs appear to serve many 
middle::: or high income families). The possibility of cross-subsidization by 
charging fees in high income neighborhoods, which would allow to provide 
close to free services in poor neighborhoods, should be further developed 
and tested in various areas of the country. With free services still 
available in the public sector, private services will need to offer 
definite advantages over the public sector such as convenience, easier 
acces:sibility, etc., in order to attract clients. 

xxi. Attention must also be paid to standards of clinical care and 
surgical procedures. The professional medical organizations could exercise 
the quality control role among private service providers. 

xxii. Concerning the organized sector, while it is desirable to 
incre.3.se FP access to factory, business and plantation workers, cost
effective ways of providing services should be encouraged. Various 
arrangements for employers to ensure these services have been studied and 
results are available to BKKBN; these results should be generally available 
to establishments which wish to participate in the program. 

Impli<:!ations for Strategies and Program Priorities 

xxiii. The Government has rightly recognized that the family 
planntng program is now at a critical point. After having achieved an 
unpre{!edented success in the last ten years, FP acceptance is currently at 
a medLum level and unless appropriate programmatic redirection and 
intensification are undertaken, there is a risk of program slow down, which 
could result in higher population growth rates than those targeted and 
desirable. The preceding analysis shows that many difficult challenges lie 
ahead which will require the careful planning and vigorous implementation 
of appropriate strategies for different target groups. In particular, 
although the role of the private sector in delivering FP services is 
expected to increase, demand constraints imply a continued strong role for 
the public sector for the foreseeable future, especially in delivering 
services to the urban poor and rural populations. 

http:incre.3.se
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xxiv. There are several strategies which characterize Indonesia's FP 
program:lI a firm commitment to meeting targets at every level, 
implementation through an array of public and NGO community programs, 
emphasis on communication/education to keep in touch with people, provision 
of clinical services with medical backup (with major participation by the 
Ministry of Health), encouraging acceptance of FP by creating a climate of 
community support, paying special attention to the improvement of women's 
social and economic status through income generating projects and 
emphasizing youth related programs. The newest strategy has led to the KB 
Mandiri program, intended to make families and communities accept 
increasing responsibility for decisions and actions regarding FP and family 
size. 

xxv. A strategy for the 1990's should encompass a continued strong 
Government commitment to FP, maintenance of a vigorous public sector 
program while encouraging greater private sector participation, further 
emphasis on improvement of women's status and employment opportunities and 
review and revision of laws and regulations to favor small family 
preferences. Future program strategies should comprise the following main 
elements: 

(a) 	 a refined and expanded IEC family planning program coupled with 
other measures to develop a social atmosphere in which 
contraception is a readily accepted alternative and the FP 
program eventually becomes self-sustaining. The IEC strategy 
needs to target mass media and interpersonal communication and 
messages to clearly identified and prioritized groups specified 
by age, sex, geographic location and cultural characteristics; 

(b) 	 although in Indonesia the IEC program and the high level of 
government commitment to demographic goals have contributed to a 
remarkable change in attitudes towards FP and the small and 
prosperous family norm, additional measures to reinforce these 
messages have been successfully applied in other countries 
(e.g., South Korea, Thailand). Such measures include laws and 
regulations pertaining to tariffs imposed to contraceptive 
importation, taxes, education and other allowances, priorities 
in selected social benefits, increased welfare benefits for the 
aged, removal of legal and employment discrimination against 
women, and stepping up of women's job preparedness and 
opportunities. In these areas, it is recommended that the 
Government ensure prompt completion of studies on these FP 
related issues immediately, with a view to making appropriate 
decisions and action plans ready for implementation early in the 
next decade; 

liThe FP program activities may be grouped in four main areas: 
contraceptive information, clinical services and distribution; information, 
education and communication (lEe); population education in schools; and 
promotion of women's economic and social well being. 
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(c) 	 development of FP programs specific to different geographic 
areas or population groups, which should take into account the 
diversity of cultures, variations in receptivity to FP and 
availability of public health services. This should include the 
strengthening of partnership with suitable NGOs which are 
prepared to work in poor neighborhoods with limited access to 
public services; 

(d) 	 while continuing to offer a wide variety of temporary methods in 
order to increase contraceptive use for spacing of births, the 
FP program should acknowledge the increasing demand among the 
poorest and least educated for more permanent methods by 
shifting the method mix and addressing issues related to 
increasing the availability of surgical contraception. However, 
these methods have substantial service charges. In addition to 
free services for those who cannot afford to pay, financial 
mechanisms will be needed, including deferred payments, to 
encourage adoption and facilitate affordability of those more 
expensive methods. Pilot projects with alternative financing 
schemes should be tested; 

(e) 	 continued encouragement of the private sector for those areas 
and population groups where demand constraints are not a major 
factor, including the use of subsidies in cases where these turn 
out to be more cost-effective than expansion of public FP 
services. As an example, in one pilot project, referrals by 
BKKBN field workers are compensated through a salary supplement 
from the private providers. If this experience could be 
institutionalized and regulated to prevent abuses, private 
providers could help to defray the salaries of field workers and 
lead to increases in private sector clients. Private sector 
participation could also include the area of logistics where 
there are advantages in efficiency, quality and flexibility. 

xxvi. FP Prosram's Orsanizational and Coordination Issues: BKKBN is 
widely recognized as an organization that has been highly successful in 
achieving its goals. It has demonstrated capacity to innovate and to 
coordin,ate an array of agencies and programs through a complex network of 
governm<ant, NGO, community and private institutions. BKKBN has a strong 
managem~mt system with highly motivated staff, a well developed system of 
supervision at all levels and a good system of performance monitoring. 
Notwithstanding these achievements, as this organization begins to 
implement the new plan, and in view of the further complexities which await 
the program, BKKBN needs to address the following organization/management 
issues: 

(a) 	 Completion of the organizational and managerial review of BKKBN 
and of a strengthened staff training plan, in order to have in 
place as soon as possible, the organization and staff resources 
required to implement the redirected strategy. BKKBN's proposed 
staff increases should be carefully assessed in the light of 
program priorities, especially with a view to reducing office 
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personnel while expanding the number of field workers. BKKBN's 
training program should give more attention to community felt 
needs in the preparation of the training plan; training staff 
shortages and need for more trainers with specialty in 
education; need for strengthening training monitoring and 
evaluation; and a better system of placement after long-term 
training. In view of the new program strategies, the revisions 
in management sub-systems should be implemented as soon as 
possible, to make them relevant and responsive to future program 
needs. Another priority that BKKBN has determined is the 
development of a management cadre to handle an expanded and 
increasingly complex program. 

(b) 	 The modifications and improvements of BKKBN's MIS and further 
strengthening of research inputs are essential, as soon as 
possible, in order to equip planners and managers with reliable 
data for fine-tuning of the FP program. Concerning research, 
there are a number of issues that need to be tackled including 
the need for clearer identification of further training for 
research staff, concentration of efforts in a few large projects 
using university and other research institutions instead of the 
present emphasis of small in-house projects, as well as more 
emphasis on operations related research and in appropriate 
dissemination of results. This report has pointed out a number 
of areas where careful research and evaluation could help to 
guide the future direction of the FP program. 

(c) 	 Logistics: BKKBN secures contraceptives from in-country and 
foreign sources and distributes them to implementing units on a 
non-request basis (i.e., based on number of contraceptives 
dispensed--from MIS data--and stock on hand). Problems with 
logistics relate to insufficient supplies or insufficient funds 
to procure adequate supplies (e.g., low-dose pills, injectables, 
implants, and IUD insertion kits) and over-stocking of some 
contraceptives, which leads to waste and spoilage. From time to 
time, there are cases of uneven stocking among service points, 
mainly due to lack of transport within villages, but also 
because stocks fail to reach their destination intact. The main 
issues concerning logistics are: (i) the need to obtain 
adequate supplies of those contraceptives mentioned above, which 
are in high demand and whose scarcity has a negative effect on 
acceptors and continuation rates; (ii) improvements of the 
communication system, inventory control and surveillance of 
stocks; and (iii) the need to examine BKKBN's role as a 
distributor of contraceptives in the face of an increased role 
for the private sector in service delivery and the policy of 
encouraging self-sufficiency (i.e., possible private sector role 
in contraceptives logistics). 

xxvii. Regarding coordination with other organizations, the 
following issues deserve attention: (i) revision of unnecessary and 
burdensome procedures to deal with NGOs and the commercial sectors, in 
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order to foster further initiatives; (ii) preparation by BKKBN, in 
cooperation with other community development agencies, of strategies for 
increasing the probability of success of large scale programs for promoting 
women's social and economic well being (to be successful, these programs 
need to have access to proper managerial, marketing and technical skills); 
and (iii) engagement in effective cooperative programming with DEPKES in 
order to determine technical and financial requirements for the expansion 
of FP services. 

xxviii. The public health physical plant and personnel under DEPKES 
and local sovernments should continue to be an important network for 
delivery of family plannins services for some time to come, in view of the 
limits to privatization, as well as the unmet contraceptive needs of large 
number of poor, uneducated, mainly rural women; also, strengthening of 
public health clinics and other community activities is important not only 
on family planning grounds, but also because of the still high maternal and 
infant mortality. The successful implementation of any necessary changes 
in DEPKES for better family planning will depend to a large extent on 
improvements in the management and clinical quality and public health 
servi(~es in general. It is, therefore, important that GOI and donors 
consider efforts to improve FP as part and parcel of programming and 
assistance to enhance the general effectiveness of health services. This 
could best be accomplished by specially designed FP/maternal and child 
healtb components or projects. Other recommendations addressed to BKKBN 
and DEPKES that could improve FP services in the public sector include the 
follo'loring: 

(a) 	 For DEPKES: reviewing the managerial and clinical performance 
of the existing family planning and related maternal and child 
health services operating under the public health system, in 
order to identify strengths and weaknesses and develop, in close 
coordination with BKKBN, regional and local plans for improving 
and expanding those services; the plans should contain clear 
financial and technical implications; 

(b) 	 accelerating the proposed DEPKES/BKKBN program to place midwives 
in villages throughout the country and define support and 
referral mechanisms for them; 

(c) 	 expanding the DEPKES FP clinic hours for women who work; 

(d) 	 intensifying BKKBN efforts to plan and program activities in 
slum areas jointly with a variety of community organizations, 
including the public health system; and 

(e) 	 DEPKES/BKKBN review of issues related to voluntary surgical 
contraception including the following: 

(i) 	 the setting up of a management structure for the 
system (operated under a professional medical 
organization for the private sector and by DEPKES for 
the public services); 
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(ii) 	 the definition of which activities should be 
undertaken by various organizations (private, NGO, 
public) in order to generate VSC demand; 

(iii) 	 the development of a policy on uniform costs for the 
procedure and on how these costs will be met; and 

(iv) 	 the design of a strong medical surveillance system and 
the improvement of evaluation of the surgical training 
for VSC. 

Family Planning Financial Resource Requirements 

xxix. There are two major constraints in reaching the demographic 
targets discussed earlier. First, as already explained, the program will 
need to serve individuals who may be less willing to accept contraception 
(i.e., there may be demand constraints). Second, there are financial 
resource constraints and the Government is considering to what extent 
public funds can be supplemented by decreasing the public sector burden 
through encouraging private providers to give FP services for a fee and by 
selling contraceptives at reduced prices (compared to commercial prices) 
through private outlets--"Blue Circle" program. The analysis in this 
report has the objective of determining the degree to which it may be 
necessary or feasible to rely on private funds to reach demographic 
targets. In the private sector section, the conclusion is that the 
expansion of family planning services through private providers most likely 
will not exceed 30 percent in the next five years. The discussion on 
financial resources indicates that the demographic targets can be reached 
with the public sector continuing to have a predominant role although this 
will require substantial increases in resources. The required annual 
increases, however, are not remarkably different from those experienced by 
the family planning program in the last few years (13 to 16 percent). 

xxx. This report presents alternative estimates using approximate 
commodity costs and numbers of users and acceptors based on the demographic 
model presented in chapter 1 and assuming, as BKKBN does, that costs will 
increase by 10 percent per unit per year. These estimates result in costs 
for contraceptives at the end of the Fifth Plan between Rs 83 and 85 
billion. If the DIP budget for FP grows at the same rate as during the 
Fourth Plan, the total amount budgeted for FP would be 87 billion in 
1994/95. This implies that almost the entire DIP budget would have to be 
devoted to contraceptives. Consequently, the practice of paying for 
contraceptive supplies from the DIP budget would be untenable, unless the 
budget grows more rapidly than in the recent past. In view of these 
prospects, the government strategy of shifting a portion of the costs into 
the private sector is justified, to the extent that the switch is feasible 
(say a 70/30 share) and does not slow the program. 

xxxi. In addition to contraceptive commodities, the other costs in 
BKKBN's investment and recurrent budgets are IEC, contraceptive services, 
field coordination, training. building maintenance, building construction 
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and administration. Alte'rnative estimates for these items have been 
prepared by the mission making various assumptions. Estimates take into 
account differential costs by region (costs are two to five times to do 
work in the Outer Islands I and II, respectively). For the program 
activities listed above (i.e., for items other than contraceptive 
commodities) the total requirement would be Rs 353 billion in 1994/95, 
allowing for 10 percent annual inflation. These estimates imply that in 
order to have a FP program that reaches evenly the population throughout 
Indonesia there would have to be annual increases in the budget of up to 22 
percent, while in the previous plan the comparable annual budget growth did 
not exceed 16 percent. If international assistance falls off, the 
necessary increase would be commensurate to those decreases. Budgetary 
requirements for FP in the future could be lower than those estimated here, 
to the extent that private sector participation can be increased. By 1994, 
the public expenditures on family planning could be reduced by 11 percent 
through the increased participation of the private sector, if the latter 
reaches a 30 percent share of FP services. 

xxxii. Estimates for BKKBN do not include DEPKES indirect 
contributions to the program in buildings and manpower. As an upper limit, 
it is estimated that in 1984/85 DEPKES's indirect contribution to FP was 
around Rs 100 billion, which is similar to BKKBN's budget for that year-
Rs 109 billion. Based on the assumption that the public sector share will 
continue to be substantial (70/30 percent public/private), DEPKES financial 
resourC~lS for family planning would have to increase proportionately, to 
the extent that the public health system as a whole can improve its 
administrative and technical capacity in service delivery and absorb more 
funds. If sterilization doubles from the levels implied by the projections 
in Chapter I (which assume that the 1986 rate will be maintained), there 
will be an additional Rs 7 billion needed for investment cost and Rs 5 
billion needed in recurrent costs (to be shared by the public and private 
sectors, since for this method the private sector will playa major role). 
The costs for sterilization would be offset to some degree by the reduced 
costs from other methods. 

xxxiii. To sum up, in answer to the question of the degree to which 
resourc.~s will constrain expansion of the FP program, it may be said that 
if it is decided that future expansion must proceed in the Outer Islands 
with a much greater intensity than in the past, budget increases of up to 
22 percent annually would be required--a higher increase than in the past 
plan, but not far beyond the budget increases proposed under REPELITAV. If 
foreign assistance falls, domestic budgets will have to expand 
commensurately with the fall in foreign funds. It should be noted that 
expenditures on public family planning do have a minimum rate of return of 
12 percent from savings in public education and health budgets alone. 
Also, examination of the elasticity of the demand for contraceptives in 
relation to prices showed that there is a clear adverse trade-off between 
attempts to make all clients pay for FP services and the achievement of 
demogra.phic goals. Therefore, while encouraging the private sector to 
increase their capacity to serve those FP clients who can pay for services, 
budgets for family planning should be protected and the public program 
should continue to be strengthened to ensure that services reach the large 
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majority of women who are poor, with little or no education and unable to 
afford or reach private services. 



I. POPULATION SITUATION AND PROJECTIONS 


A. Background on the Economy. the Environment and Rapid Population Growth 

1.1 After a period of rapid economic growth during the 1970's, in the 
1980's Indonesia had to adjust to the weakening of the oil market, the onset 
of a worldwide recession and the decline of several primary exports. This led 
to cuts in the budget and Rupiah devaluation; although these and other 
measures helped reduce the current account deficit, there have been slower 
growth of output and incomes, reduced levels of public and private investment 
and the emergence of several other unfavorable consequences, including signs 
of open unemployment in urban areas and increased unemployment rates among the 
young. Another factor that figures prominently in Indonesia's macroeconomic 
background is the close reliance of economic growth on the country's vast and 
diverse nal::ural resources. This makes it important that these resources are 
utilized along sustainable patterns and levels. The trend of expansion of 
agricultural and other economic activities to the Outer Islands1 • expected to 
gather spe f3d in the future. will pose increasing pressures in the government 
to try to strike a proper balance between steady economic growth and 
preservation of natural resources. 

1.2 The rate of population growth is a factor intimately related to 
Indonesia's environmental problems2, as well as to important constraints in 
economic d,evelopment (e. g., pressures for high rates of employment creation, 
ever incre,asing public sector budgets for social services, unplanned urban 
growth and slum formation). As will be seen in this report, the government 
has addressed the need to curb rapid population growth through a family 
planning (FP) program initiated in the early 1970's, which has achieved 
remarkable success. The tasks that will be required from the family planning 
program during the next plan period are complex and challenging enough to 
justify present concerns on the feasibility of recruiting many million more 
users and financing the needed program expansion. In response to these 
concerns, targets have been set to shift from a current 80 percent public 
family planning program and a 20 percent participation from a mix of private 
service providers (both commercial and non·profit) , to an equal share of 50 
percent public and 50 percent private sector services by the end of the plan 
period. In order to examine the prospects for further fertility decline, the 
programmattc and financial requirements to achieve set targets and feasibility 
of the proposal of SO/50 public/private share, this report addresses the 
following Issues: 

lThe 'Juter (or Other) Islands I and II are all the Indonesian islands 
other than Java and Bali. They are listed in Chapter 4. 

2Environmental issues are discussed in a Bank report entitled "Indonesia: 
Forest, land and Water: Issues in Sustainable Development", November, 1988. 
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(a) How feasible are the Plan's demographic targets measured in 
terms of required acceptors and users? 

(b) Is it desirable to shift large segments of users from a free 
service family planning program to a fee-for-service program? 

(c) To the extent that it is necessary to engage the private 
sector (both on efficiency and resource mobilization 
grounds), how can this be done while preserving and 
strengthening public FP services? 

1.3 The first question is addressed in this chapter. the second question 
is discussed in chapter 2 dealing with the demand for family planning, the 
third question is the focus of chapter 3 on the role of the private sector, 
and the last question is dealt with in chapter 5 which analyzes the financial 
implications of the program and the program priorities. Another major topic 
of the report is the organizational and managerial requirements of the public 
program as it moves to new strategies to tackle the expansion of services to 
cover unprecedented increases in the numbers of users; this is discussed in 
chapter 4. 

1.4 There are two main argumen~s in favor of a government sponsored. 
subsidized family planning program. First, family planning may be considered 
a "merit good" to which certain segments of society would not have access 
without government action. Second, there are externalities to child bearing 
that can be addressed by altering incentives to have children. The simplest 
of these incentives is to make the costs of regulating fertility as low as 
possible. The "merit good" argument is not quantifiable although the 
mentioned externalities are somewhat more amenable to measurement. Recent 
work done on the Indonesian family planning program (Chao, 1985) indicates 
very large saving to the public from the program, resulting from lower 
expenditures in health and education. Adjustments to these estimates to make 
them fully realistic put the rate of return to the family planning program at 
above 12 percent. 3 This estimate is very conservative because it does not 
include the additional externalities that would accrue to reduced 
environmental damage, a very important consideration in Indonesia. Therefore, 
on strictly economic grounds, investments in family planning are well 
justified. This argument, however, does not preclude a more substantial role 
for the private sector than at present, on grounds that peoples' preferences 
for public or private health providers vary with income. Also, there may be 
other advantages in encouraging segments of the population who can afford 
services for a fee, to seek such services; these include a perceived better 

3The Chao report gives an annual rate of return of 40 percent, but this 
appears too high because, to the best of our knowledge, it is based on (a) 
very high estimates of births averted, since they are derived from user rates 
from program statistics which are known to be as much as 30 percent too high; 
(b) cost projections which are too low compared to those estimated in this 
report; and (c) only costs for BKKBN, but not for MOH. Adjustments for these 
three sources of overestimation gives a very conservative rate of return of 12 
percent. 
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quality of services offered privately for a fee and the possibility of 
expanding the network of services faster and far beyond the limited capacity 
of the public sector. However, as will be argued in this report, the 
importance of this program for the country and the need to reach increasingly 
difficult target groups calls for maintaining adequate financial support, for 
the public sector program. 

1.5 The remainder of this chapter provides an overview of recent trends 
in demographic indicators, an assessment of the current demographic situation 
and the most likely future demographic scenarios, based on alternative 
assumptions regarding the implementation of family planning. 

B. Population. Mortality and Fertility Trends 

1.6 In mid-1988 the population of Indonesia was estimated at about 174.8 
million, increasing at an annual rate of growth of 2.05 percent; with this 
growth rate, about 3.5 million people are added each year (estimate based on 
the 1985 intercensal population survey--SUPAS). This makes Indonesia the 
fifth most populated country in the world. By the turn of the century, the 
population would reach 213 million. Underlying this projection are trends in 
fertilit~l and mortality that assume continued progress in fertility reduction 
through ::'amily planning, with replacement level fertility being reached by 
2005. Even if these projections are realized, zero population growth may not 
take place before the 22nd century, when the stationary population will have 
surpassed 300 million. 

C. Demographic Data Sources 

1.7 A vital registration system administered by the Ministry of Health 
existed l~ntil the late 1960s, when publication of vital rates was discontinued 
due to d,:~creas ing comple teness . In the 1970' s there were renewed efforts to 
establish vital registration; a Presidential Decree in 1978 required 
registration of births and deaths, and placed responsibility for the system 
with the Ministry of Interior. However, birth certificates are seldom 
required and people lack incentives to register births, particularly when the 
child dies in infancy (Chin, 1987). Therefore, vital statistics continue to 
be very incomplete. The Posyandu program may result in increased registration 
of infant deaths, but the more substantial improvements that are required to 
make these data valuable for demographic analysis are not anticipated in the 
near future. 

1.8 Censuses were held in 1961, 1971, and 1980. Preparations are under 
way for a 1990 census. The first three censuses include questions on the 
survival of children ever born and born in the year preceding the census, thus 
allowing the estimation of infant and child mortality rates, as well as of 
period and cohort fertility rates. Plans for the 1990 census do not include 
these questions since more demographic information is now available from 
specialized surveys. Census data quality is generally poor and age 
distributions show extreme preferences for ages ending in zero and five; these 
deficiencies are likely to persist in the forthcoming census. Intercensal 
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population surveys, covering a large proportion of the population, have been 
held in 1976 and 1985. Results from these surveys are in many ways comparable 
to census data, since similar questions are asked and it is possible to 
estimate many of the same demographic rates; they are however, subject to most 
of the same data collection and validation problems. 

1.9 The National Family Planning Coordination Board (BKKBN) maintains a 
management information system (MIS) which provides monthly statistics on 
family planning users for different contraceptive methods. While the MIS is 
essential for BKKBN monitoring, planning, and logistical operations, the 
system is not providing reliable contraceptive prevalence data. As is 
generally the case with program statistics, the number of acceptors is 
overestimated because of under-reporting of "drop-outs" and those who use 
methods incorrectly. Increasing dependence on the private sector for 
contraceptive supplies planned for the future will likely make monitoring 
contraceptive prevalence through the BKKBN system even more difficult. 
Specialized demographic surveys have attempted to fill the gap and to provide 
more detailed demographic information. Given the absence of a functional 
vital registration system and the inaccuracy of the census counts, periodic 
demographic or health surveys have been, and are likely to remain of 
particular importance to monitor demographic trends in Indonesia. The most 
important of these were the 1973 Fertility-Mortality Survey, the 1976 
Indonesia Fertility Survey (part of the World Fertility Survey--WFS), the 1979 
National Socio-Economic Survey (SUSENAS), the 1972, 1980 and 1986 National 
Household Health Surveys, the East Java Population Survey (consisting of three 
rounds carried out in 1979-1982), 1985 Morbidity and Mortality Differentials 
Survey, and the 1987 National Indonesia Contraceptive Prevalence Survey 
(NICPSjDHS). Most of these surveys did not attempt to achieve national 
coverage, somewhat limiting their usefulness. They are, nevertheless, the 
most important sources of current knowledge about levels and trends in 
fertility and mortality. 

1.10 In this report, frequent reference is made to NICPS data; also, 
tabulations from this survey have been used for the analysis of the demand for 
family planning, feasibility of the private sector and estimates of several 
demographic rates. The survey was carried out by BPS and BKKBN in cooperation 
with the Demographic and Health Surveys (DHS) (an international program 
financed by USAID). It was taken in 20 of the 27 provinces and covered 93 
percent of the population. Out of 12,073 targeted eligible women, 11,884 were 
successfully interviewed (98 per cent response rate). The questionnaire 
covered fertility and family planning related topics, as well as selected 
background characteristics. Health related questions were not included. 

D. Demoiraphic Trends 

1.11 The demographic situation of Indonesia since independence can be 
summarized as one of high fertility and high mortality persisting through the 
mid 1970s, followed by remarkably fast declines in both variables. Table 1.2 
of Annex 1 below shows mid-year total population estimates, from various 
censuses and intercensa1 surveys, adjusted for undercounts and 
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inconsistencies. The rate of population growth has been declining since the 
mid-1970s and is currently around two percent. This decline is particularly 
impressive because it was achieved during a period of rapidly dropping 
mortality. Table 1.1 in Annex 1 indicates where Indonesia stands in 
comparison with other countries in the region. Other Asian countries that 
have annual growth rates hovering around 2 percent have significantly higher 
mortality and fertility and thus more unfavorable health and well being 
conditions than Indonesia. 

Table 1: Population Size and Growth, 1950-1988 

(Population (millions) Growth rate (percent) 

1950 78.0 1950-60 1. 90 
1960 94.0 1960-70 2.24 
1970 117.5 1970-80 2.34 
1980 148.3 1980-85 2.10 
1985 164.6 1985-88 2.01 
1988 174.8 

Source: t.i'orld Bank demographic data files 

1.12 The age structure of a population is an important indicator of the 
potential for future growth. The Indonesian population has a young structure 
with more than one-fourth under 10 years of age (Figure I, and Annex 1, Table 
1. 2) . The. annual number of births peaked around 1980, but because mortali ty 
had been declining at the same time, the surviving cohorts born in the first 
half of this decade will be considerably larger than the preceding ones. 
Neverthelecss, the effects of family planning are now becoming apparent in the 
declining proportion of dependents (0-15), from a high of 44.1 percent in 1971 
to 37.4 percent now. At the same time, a larger proportion of women is now in 
chlldbearf.ng age groups than at any time in the past, and this proportion is 
projected to increase steadily for the next 20 years as shown in the age 
pyramids presented in Figure 1. Continued population growth is therefore 
virtually inevitable for many decades to come. Even assuming a hypothetical 
immediate fertility decline to replacement level, the growth momentum would 
make the stationary population 1.68 times the current size. 

E. T[ends in Mortality 

1.13 Infant and child mortality rates have been calculated with indirect 
estimation methods from censuses and demographic surveys (1974; McDonald et 
a1., 1976; Adioetomo and Dasvarma, 1986; Committee on Population and 

http:chlldbearf.ng
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Figure 1. POPULATION PYRAMIDS 1985, 2000 AND 2025 
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Demography, 1987; Chandrasekaran, 1987). Given that various corrections have 
been applied to survey data, it is not surprising that various sources have 
come up with different estimates, although they are all in the same range. 
Infant mortality in the 1950s is believed to have averaged about 150, 
declining to 130 in the 1960s. Combined infant and child mortality (i.e. the 
proportion of children dying by age 5) was over 0.2 in the 1950s, declining to 
around 0.18 in the late 1960s. Improvements in infant mortality were only 
gradual in the early 1970s, so that the total decline between the 1971 and 
1980 censuses averaged about 1.5 percent per year (Annex I, Table 1.3). By 
1980, Indonesia had an infant mortality rate still far above that of countries 

. of comparable socioeconomic development. However, the decline in infant 
mortality was just then getting under way, and when the results of the 1985 
SUPAS became available, the IMR was shown to be declining at a rate of more 
than 8 percent per year during the period 1979 to 1984. While a decline in 
the IMR was beyond doubt, such a high rate of decline was considered 
improbable by many analysts (United Nations, 1988). Recently, the 1987 NICPS 
(Central Bureau of Statistics et al., 1988) estimated the IMR for the period 
1982 to 1987 at 70.2, indicating a five percent annual reduction in IMR over 
the past 10 years. However, because this survey excluded some of the outlyirig 
areas where mortality is believed to be higher than in other parts of 
Indonesia, the actual decline may have been slightly lower than the above 
estimate of 5 percent. In this analysis it was therefore concluded, on the 
basis of previous IMR estimates for the excluded areas and an assumed trend in 
the IMR, that an average of 70 would be achieved only in the period 1985-1990. 

1.14 Increased immunization coverage is usually a contributing factor in 
the decline of infant and child mortality. In Indonesia. the DEPKES estimates 
that 65 percent of children are now being immunized for diphtheria, pertussis, 
and tetanus (DPT) , surpassing the targets set for REPELITA IV. However, 
according to Chin (1987). although DPT coverage increased from 20 percent in 
1979-80 to 62 percent in 1985-86, only 30 percent of all children received all 
three doses. BCG vaccination coverage stood at 63 percent in 1985-86, while 
measles vaccination reached only about 25 percent of infants. Tetanus 
immunization of pregnant mothers is believed to be lagging and has not reached 
its target of 40 percent. It is clear that given the relatively high level of 
infant m,ortality that prevails at present, sustained efforts to increase 
immunization coverage could still have a dramatic impact on the IMR. 

1.15 Other factors that have contributed significantly to the decline in 
infant and child mortality include a decline in the proportion of births to 
mothers under 20, the lengthening of birth intervals, and decreases in higher 
order births. To the extent that the family planning program can be credited 
with reducing such high risk births, it should also be acknowledged for 
bringing down infant mortality. Changes in socioeconomic status, such as 
increased urbanization and maternal education, may have also contributed to 
lowering under five mortality. Economic development was rapid in Indonesia in 
the peric)d 1975-1980, with annual GDP growth at 7 percent. This is reflected 
in the daily per capita calorie supply, which is above that required for 
sustenance, and in the percent of infants of low birth-weight, which was 
relatively low at 14 percent in the early 1980s Table 1.4 in Annex 1 shows 
that substantial regional and socioeconomic differentials in infant mortality 
were found to persist in the 1987 NICPS. 
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1.16 A frequently used method for estimating adul~ mortality and for 
building life tables in the absence of vital registration is the calculation 
of survivorship ratios from two age distributions. In the case of Indonesia, 
such an attempt was made for the 1971 and 1980 Census and the 1985 SUPAS, but 
intractable age misreporting and/or changing census coverage precluded the use 
of this method (National Research Council--(US), Committee on Population and 
Demography, 1987). Instead, life tables have been developed on the basis of 
estimated infant and child mortality, used to select appropriate model life 
tables and life expectancies; the resulting estimates are believed to be 
fairly reliable. Table 1.3 in Annex 1 shows overall life expectancy in 1988 
at 60.2, (58.5 for males and 62.1 for females). This is still almost five 
years below the mean of middle-income countries (Annex 1. Table 1.1). 

F. Trends in fertility 

1.17 In Indonesia, the fertility transition did not begin until the late 
1970's. However, once the total fertility rate (TFR) dropped below 5, it 
declined rapidly and monotonically (Table 2 below). These estimates are also 
based mainly on surveys, through indirect methods. As such, they are subject 
to sample and method specific errors. - While fertility estimates from various 
sources differ, there appears to be broad consensus about the range. The 
crude birth rate (CBR) which was 43 per 1,000 births in 1950, was still high 
in 1970 (41 per 1,000); in 1988 it declined to 28 per 1,000. 

Table 2: Trends in Fertility Indicators, 1950-1988 

Ave. Annual 
Ave. Annual number of 

Year CBR TFR change (%) births (thousands) 

1950-54 43.0 5.49 3,501 
1955-59 45.4 5.45 -0.1 4,060 
1960-64 42.9 5.42 -0.1 4,202 
1965-69 42.6 5.57 0.5 4,665 
1970-74 41.4 5.40 -0.6 5,119 
1975-79 36.4 4.75 -2.6 5,052 
1980-84 33.2 4.05 -3.2 5,138 
1988 28.0 3.41 -2.9 4,900 

Source: World Bank demographic data files 

1.18 Between 1980 and 1988, total fertility declined at about 3 percent 
annually (3.2 percent during 1980-84 and 2.9 percent in 1985-88). The average 
number of births per year appears to have peaked in the early 1980s, at 5.1 
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million. Recently, this number decreased to 4.9 million. Changes in the age 
pattern of fertility (Table 1.5 in Annex 1) show that fertility decline has 
taken place in all groups of the reproductive span, but proportionately more 
so among women 15-19 years of age. Table 1.6 in Annex 1 presents 
differentials in TFR by rural/urban residence, province and education, 
showing, as expected, that there is higher fertility among rural women, those 
living in the Outer Provinces and the uneducated. 

1.19 Traditionally, Indonesian women have married early, although there 
are important regional variations. Earliest marriage patterns are found in 
West Java, followed by East and Central Java (with the exception of 
Yogyakarta), latest marriage patterns are prevalent in Bali. In the last few 
years there has been an overall trend to later marriage: while 30 percent of 
women aged 15 to 49 were found in the 1980 Census to have married before age 
20, thi.s percentage had dropped to 19 in the 1987 NICPS. This is also 
indicated by the trend in the median age of first marriage, which was 16.5 
years for women 45-49, while that of women 20-29 was 19.6. However. 
socioeconomic differences in age at first marriage persist. Urban women 
ma~riecl two years later than rural women. and those with secondary or higher 
education had a median age at first marriage 5.5 years older than women 
without: education. 

1.20 Nuptiality patterns are potentially among the important determinants 
of fertility because childbearing in Indonesia takes place almost exclusively 
within marriage. However, simple comparisons becween marriage patterns and 
fertili.ty levels in the provinces show a lack of any clear relationship. 
because of the combined effects of other factors, also influencing fertility 
declinE! (including increases in contraceptive practice). A later age at first 
marriage increases the length of generations and therefore slows the 
populat:ion growth rate, even if women were to have the same number of children 
as before during marriage. The family planning program correctly pla.ces 
special emphasis on reducing the frequency of early marriages, and further 
increases in the median age at first marriage can be expected to have 
additiclnal effects in reducing the rate of population growth. 

1.21 The level of marital dissolution (mostly divorce) is high in Java; 
about 25 percent of those who married in the period 1950-59 experienced a 
divorce within 10 years of marriage. Outside Java, where arranged marriages 
are less common, divorce rates are much lower (National Research Council- 
U.S., 1987.) Remarriage usually follows divorce within a short period. 
Fertility differentials among once-married women and women married more than 
once were found to be insignificant. 

1.22 The use of modern contraceptive methods is beyond doubt the main 
determinant cause of the fertility decline experienced since the mid-1970s. 
The estimated trend in contraceptive prevalence (percent) and the number of 
users (millions) can be summarized as follows: 

http:fertili.ty


10 


Table 3: CPR Users 

Percent Millions 

1960s 10 
1976 19 3.8 
1979/80 30 6.5 
1985 41 11.7 
1988 46 14.2 

Source: World Bank estimates based on recent surveys 

1.23 A profile of contraceptive users can be seen in Table 1.7 of Annex 1. 
Moreover, the regional differences in the contraceptive prevalence rate have 
become smaller during this decade. All the areas outside Java-Bali (excluding 
those that were not part of the survey, with much lower CPRs) have 
contraceptive prevalence rates that are higher now than Java-Bali were just 
eight years ago. The 1987 NICPS showed that almost every married woman of 
childbearing age is now familiar with at least one method of contraception. 
Even among those with no formal education, 83 percent knows about 
contraception. Among those with at least some primary school, knowledge about 
contraception approaches one hundred percent. The survey also indicates that 
public information campaigns have difficulty reaching rural and uneducated 
women; 33 percent of women with a primary school or higher education level had 
heard or seen a message about family planning on radio or television at least 
once in the six months prior to the survey, whereas only 19 percent of women 
with less than completed primary school responded positively to this question. 
This indicates that other means of disseminating family planning information 
may become of greater value to reach the poor and those in outlying areas. 
According to the survey, fieldworkers visited one out of five currently 
married women in the six months before the survey. They obtained the highest 
level of approval given by women as sources of family planning information. 

1.24 Contraceptives vary in their cost, use requirements, health 
consequences, availability and effectiveness; changes in contraceptive mix are 
therefore of significance for their potential effect on fertility as well as 
for a number of other reasons related to family planning practice. A 
comparison of data from the 1987 NICPS with previous surveys shows that 
significant changes in contraceptive mix have taken place; in part these took 
place as a result of new contraceptive technology, (e.g. NORPLANT). Other 
changes have occurred because of policy decisions to shift to more effective 
methods. Table 1.8 in Annex 1, indicates the changes from 1976 to 1987 in 
Java and Bali. A trend is notable towards more long term and more effective 
contraceptives: less use of contraceptive pills, condoms, and "other" 
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(periodic abstinence, diaphragm, foam, withdrawal), and more use of IUDs, 
injectables, sterilization, and NORPLANT. The average effectiveness of 
contraception in use, weighted by the proportion using. has increased from 
87.2 to 92.2 percent due to these changes. 

1.25 Variations in other proximate determinants of fertility appear to 
have been less important to account for the observed trend in the TFR in the 
past decade. The duration of breastfeeding was found to be about the same for 
younger as for older women. Younger women showed longer periods of sexual 
abstinence following a birth, thus increasing the period of insusceptibility 
to pregnancy. The effect of this factor on fertility is relatively minor. 
From the information available, the effects of abortion on fertility is 
insignificant. 

G. Prospects for future fertility decline 

1.26 Table 2 above shows that although the fastest fertility decline 
occurred in the early 1980s, it is continuing at a \rapid pace. There is no 
evidence yet that a stall in fertility decline is imminent. Other countries 
(in particular Sri Lanka, Costa Rica, Korea, Malaysia) have experienced such 
stalling after an initial sharp drop in total fertility to levels between 3.5 
and 4.0. However, Korea and Sri Lanka resumed their fertility decline after a 
number of years and are now at a near replacement level. The reasons for 
plateauing of FP programs are not always clear; a possible explanation is that 
desired 1:amily size converges with actual family size after the initial 
decline (Gendell, 1985). If, however, desired family size continues to drop 
during the fertility transition, such stalling is less likely to occur. 
Evidence from the recent NICPS indicates that unwanted fertility - the 
differenc:e between the desired and actual number of children a woman has born 
- is still substantial (Annex 1, Table 1.9). 

1.27 Another reason for the occurrence of stalls in fertility decline is 
the weakEming of political support for the family planning program (Gendell, 
1985). Such a situation is unlikely to arise at this time in Indonesia, as 
support for family planning, as well as knowledge of the demographic and 
economic consequences of its failure, can be found at most levels of 
government and society. However, a slowing in the rate of decline could occur 
as fertility drops to lower levels. First, the desired fertility level of 
some couples will not decrease any further. Second, those who desire family 
planning the most, as well as those for whom the services are most accessible 
(educated couples, urban residents, villagers in Java and Bali, people living 
near to family planning clinics or within reach of family planning 
fieldworkers) will have been covered by the program. The couples who still 
need to be brought into the program have higher family size preferences and 
are hardElr to reach. Among these are the urban poor, those living in outlying 
areas, those with low levels of education, as well as those who have 
difficu1t:ies using contraceptives correctly. To maintain the momentum of the 
fertility transition, these groups should be targeted and their use of family 
planning should be facilitated. 
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1.28 An additional difficulty will be the large number of eligible couples 
that will be added in coming years. The number of married women of 
reproductive age (MYRA) will increase from 30.8 million in 1988 to 35.6 
million in 1994, or by about 800,000 per year. From now on, about 3.9 million 
acceptors need to be recruited every year just to maintain the present levels 
of contraceptive practice, when drop-outs are taken into account. The 
required number of users to achieve demographic targets will be addressed in 
Chapter 2. 

1.29 Further information on the prospects for sustained fertility decline 
can be inferred by analyzing the information on reasons for nonuse and 
discontinuation of contraceptives. Table 1.10, Annex 1, indicates that health 
concerns and method failure are the most frequent reasons. Improved 
contraceptive technology and availability of a variety of methods could 
therefore reduce discontinuation and nonuse. NORPLANT, the recently 
introduced sub-dermal implant, has a very low failure rate and is not 
inconvenient in its use. Among current users, it has the highest approval 
rate: 97.5 percent has not experienced any problem with the implant, as 
opposed to 91.9 percent with pills, 93.7 percent with IUD, and 89.9 percent 
with injections. Greater availability of NORPLANT or other implants could 
therefore have a positive effect on contraceptive prevalence in the future. 
Besides improvements in the provision of contraceptives, the possibility of 
any major stalling in fertility decline could be minimized through several 
"beyond family planning" measures including improvements in female education 
and in female labor force participation, review and revision of pro-natalist 
laws and regulations and effective leadership involvement in family planning. 

H. Population Projections 

1.30 This section will show the results of several projection 
exercises. First, a projection of the population of Indonesia by age and 
sex for the next five year plan (1989-1994) with trends in fertility and 
mortality that are considered most likely will be presented as the 
"standard" projection. Next, the number of-couples that will need to adopt 
family planning to achieve the "standard" projection will be shown, as well 
as the corresponding prevalence rates and number of acceptors. Following 
this, alternative projections will show the effect on population size and 
structure when contraceptive prevalence falls short of the required number 
of couples to achieve the "standard" projection, and when the required 
number is exceeded. The eff~cts of changes in method mix and age at first 
marriage on contraceptive prevalence rates will also be addressed here. 
Finally, a longer term view will be taken by comparing low, medium, and 
high growth scenarios until 2030. 

1.31 The Central Bureau of Statistics (BPS), in cooperation with BKKBN, 
BAPPENAS, and the Ministry of Population and the Environment (KLH) , has 
prepared population projections based on targets to be achieved through 
various development efforts during Replita V. These projections are shown 
in Table 1.18. The World Bank population projections in this report follow 
as much as possible the official national projection. However, there are 
reasons for divergence between these projections. Where recent surveys and 
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analysis indicate different base line estimates. as in the case for 
mortality rates, the more recent numbers have been incorporated here. A 
second reason for preparing separate projections is the need to achieve 
consistency between projected trends in fertility and changes in 
contraceptive prevalence. The information on how this was attempted in the 
national projection is lacking. 

"Standard" Projection 

1.32 The "standard" projection applies cohort component projection 
methodology and assumptions regarding fertility and mortality trends which 
are based on the analysis of data from many countries. However. the 1994 
total fertility rate (TFR) in this projection has been fixed at 2.88 to 
agree with the target set by KLH. The Appendix in Annex 1 discusses other 
assumpl:ions in detail. Table 1.11, Annex 1. summarizes the resulting total 
population and vital rates under these assumptions. According to this 
projection, the end of REPELITA V there will be 20 million more Indonesians 
than ill 1988. The average rate of growth during this period is projected at 
1.78 percent per year. 

1.33 In order to reduce the total fertility rate during REPELITA V from 
3.31 to the 1994 target foreseen by KLH -- 2.88 -- the number of couples 
using contraception would need to increase substantially. Table 1.11 in 
Annex 1 shows that the net increase in the number of users would need to be 
4.3 mElion, reaching a total of 19.4 users in 1994. The number of 
acceptors will be much larger than this. as many of the current users 
discontinue use for various reasons (method failure resulting in pregnancy, 
aging ()ut of the reproductive cycle, planned discontinuation to conceive, 
disconl:inuation for other reasons). During REPELITA V, a total of 25.3 
million new contraceptive acceptors will need to be recruited (this 
includl~s those who change methods). The contraceptive prevalence rate 
would thus reach 54.4 percent. Both the net increase in the number of 
users and the annual numbers of acceptors should be carefully monitored by 
the family planning program. While the number of acceptors gives an 
indical:ion of the effort required, the net user number increase is useful 
for logistics and budgeting. 

Variat:lons on the "Standard" Proj ection 

1.34 In order to have an idea of the effect on population size and 
growth rate if the number of new acceptors is lower than that required to 
achieve the "standard" projection, several alternative projections have 
been developed. Just to keep the contraceptive prevalence rate at the 
currenl: level ("constant" CPR projection summarized in Annex 1. Table 1.12) 
a significant number of acceptor.s would need to be recruited due to the 
large increase in eligible couples. Even if 1.83 million contraceptive 
users were to be added during the five year period, the population in 1994 
would be almost 3 million higher than under the "standard" projection, and 
the rate of population growth would remain around 2 percent per year. The 
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"constant" CPR scenario is extreme in its assumption of no further progress 
in extending family planning, but it helps understand the challenges 
confronting the family planning program. 

1.35 A more moderate assumption (the "slow decline" projection) 
considers a still considerable increase in acceptors, although not as large 
as in the "standard" projection (summarized in Annex 1, Table 1.13). It 
assumes half the increase of the "standard" projection~~i.e. I a CPR of 50.6 
percent in 1994. The effect on population growth would be an additional 
1.6 million people and an average growth rate of 1.92 percent per year 
during REPELITA V. Figure 2 presents the number of users that the program 
should include under the different projection assumptions. 

Figure 2. NUMBER OF CONTRACEPTIVE USERS UNDER THE DIFFERENT 
POPULATION PROJECTION SCENARIOS, 1985-1994 
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1.36 While the previous analyses show that a large number of acceptors 
needs to be recruited to achieve even small gains in contraceptive 
prevalence. it is not entirely inconceivable that the family planning 
program will continue innovating and will actually surpass the number of 
acceptors required to achieve the "standard" scenario. The "fast" decline 
projection is laid out in Annex I, Table 1.14. It assumes that the CPR 
will be 10 percent greater in 1994 than under the "standard" projection. 
Under these assumptions, the population in 1994 would be 3.4 million 
smaller than under the "standard" projection. This would require 27.5 
million acceptors during REPELITA V, with 22.2 million eligible couples 
contracepting in 1994. 

1.37 Several other scenarios are also plausible. Contraceptive mix, and 
therefore, contraceptive efficacy, may change in ways that could reduce or 
increase the number of acceptors needed to achieve a certain fertility 
goal. A later age at first marriage would reduce the reprodUctive span and 
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could have a fertility reducing effect. Table 4 below summarizes several 
scenarios with alternative assumptions regarding contraceptive mix and 
proportion married. The question these numbers seek to answer is: "How 
many more (or fewer) contraceptive users are required to achieve the TFR 
target of 2.88 under the changed assumptions?". None of the alternative 
scenarios shows a substantial change in the contraceptive prevalence rate 
required to achieve the fertility targets of the "standard" projection. A 
one percent difference in the CPR in 1994 corresponds to about 365,000 
couples. None of the proposed alternatives deviates by more than 1.3 
percent, or 475,000 users, from the "standard". However, an increase in 
the number of sterilizations would have a reducing effect on the number of 
yearly acceptors, since the drop-out rate for sterilization is close to 
zero. 

Table 4:Effects of Alternative Assumptions on the Contraceptive 
Rate Required to Achieve Fertility Targets of World Bank 
Standard Projection 

CPR 
Standard 

Year Projection 

1989 
1990 
1991 
1992 
1993 
1994 

47.7 
49.2 
50.6 
52.0 
53.3 
54.5 

CPR 
Alt. 1 

CPR 
Alt. 2 

CPR 
Alt. 3 

CPR 
Alt. 4 

47.1 
48.5 
49.8 
51.1 
52.3 
53.4 

48.0 
49.5 
51.0 
52.6 
53.9 
55.3 

47.5 
48.9 
50.3 
51.6 
52.8 
54.0 

47.0 
48.3 
49.6 
50.9 
52.0 
53.2 

Alternal:ive 1: 


Al terna"dve 2: 


Alternative 3: 


Alternative 4: 


median age at marriage will gradually increase by 3 
years 1985-2020 

no change in contraceptive mix 

tripling of sterilization. Proportional decline of 
other methods, except Norplant, which will increase ten 
fold. 

all contraception 100 percent effective 

Source: World Bank population projections 

The Long-term View - Conclusions 

1.38 The long-term effects on the demographic structure of Indonesia's 
popu.lation according to the "standard", "slow", and "fast" scenarios are 
shown in Tables 1.15, 1.16, and 1.17 of Annex 1 and presented graphically 
in Figure 3 below. After 1994, fertility decline in the "standard" 
projection follows a model in which r"eplacement level fertility (Le., a 
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net reproduction rate of 1) is reached in 2005. In the "slow" decline 
scenario, replacement fertility is reached in 2010, while in the "fast" 
decline scenario, it is attained in 2000. The implication of the slow 
decline scenario is 23 million more people by 2030 in comparison with the 
"fast" decline projection. 

1.38 To sum up, both mortality and fertility have been falling rapidly 
in Indonesia for over a decade. Infant mortality is estimated around 70 
per 1000 live births for 1985-90; life expectancy at birth is 60.2. 
Fertility has declined to a level at which a woman at the start of the 
childbearing years would have 3.4 children if she were to experience the 
present pattern of age specific fertility rates. Contraception is now 
being practiced by about half of all married couples. As a result of this 
fertility reduction, population growth has slowed to just below two percent 
per year. Further declines in fertility and in the population growth rate 
will take considerably more effort because the program will need to reach 
unprecedented numbers of contraceptive acceptors and motivate couples with 
high fertility attitudes, less likely to know about family planning and to 
seek services (e.g., remote areas, urban poor). The detailed programming 
of family planning operations will need to adopt innovative strategies and 
targeting for these groups. Strong public program efforts should be 
maintained at the same time that the public sector is encouraged to become 
a more significant partner in family planning. 

Figure 3. POPULATION PROJECTIONS, 1985-2030 

m 

til) 

m:J 

rxJ 

., 
l!S 

zc 

f.Il 

13) 

2'0 

ZIII 

111 

111 

111 

111I_ I., 1_ .. -----



17 


II. THE DEMAND FOR FAMILY PLANNING 


2.1 This section examines the history of contraceptive use, the desire 
of women to limit or space their children and the implications of these 
patterns for the expansion of contraceptive use to reach demographic targets. 
The ability to reach targets in light of the expressed ~need· for family 
planning is assessed in the concluding section of this chapter by comparing 
the Indonesian situation with the historical pattern of contraceptive 
expansion in Thailand. The analysis contained here is highly dependent on the 
recentl! completed National Indonesian Contraceptive Prevalence Survey 
(NICPS) and the mission is grateful for the provision of an advanced version 
of this document. 

A. :ffhtory of Family Planning Expansion and Contributing Factors 

2.2 Chapter I has documented the expansion of contraceptive use from 
less than 10 percent in the 1960's to 46 percent among currently married women 
in Indonesia today. Most of that increase has occurred in the last decade as 
usage has doubled among currently married women in Java-Bali between 1976 and 
1987 (26 to 51 percent). This expansion has resulted from a combination of 
economic development, improved women's education and a strong program. 
Although it is impossible to give a precise estimate of the relative 
importance of these factors, rough indications can be inferred from the data 
available. 2 Education of women expanded substantially over the period 1976
87; the priJportion of women with no schooling was only 8 percent among 
currently married women 15-19 years of age in the 1987 NICPS, compared with 47 
percent am.ong older women (4S to 49 years of age) showing a substantial 
increase il~ female schooling in recent years. Other evidence of this change 
is found by comparing the Java-Bali 1976 survey, which showed that 48 percent 
of ever married women had no schooling, with the recent survey of all 
Indonesia '..,hich found only 23 percent without schooling. 3 Thus, educational 

1This survey is briefly discussed in chapter I in the section on 
Demographlc Data Sources. 

2 ThE' NICPS contains no data on income of individuals. Therefore the only 
proxy for development in the tabulation is wife's education. This is used 
throughout this section to identify level of development and income group. 

3 Sources Table 02.3a IFS and Table 1.2 NICPS. Although these numbers are 
not exactly comparable, Java-Bali and Outer Island I had almost identical 
proportions without schooling in the recent survey. Outer Islands II had lower 
levels, but was numerically much smaller and thus had little effect on overall 
ratios. 
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improvements must have played an important role in contraceptive expansion and 
in fertility decline. 

Evidence elsewhere in the report documents the expansion of the 
program. Although the effect of the family planning program on fertility 
reduction is difficult to assess precisely, by comparing usage among women in 
the same educational categories in 1976 and 1989, an estimate of program 
impact versus educational expansion can be inferred. In all educational 
levels with the exception of the highest, increases in contraception can be 
attributed in large part to the program in view of the small coverage with 
private services and the unlikely possibility that many of those women could 
pay for such services. 

Table 1: 

Percent of Currently Married Women Using Contraception 
by Education in Java Bali 

Percentage 
1976 1987 Increase 

No School 31 34.9 13 
Some Primary 39 50.2 28 
Primary Completed 40 56.7 43 
More than Primary 57 65.9 16 

Source: 	 1976 Survey of Fertility 
1987 NICPS 

B. Current Usage Patterns and Unmet Need for Contraception 

2.4 The pattern of usage across regions, age and socioeconomic groups. 
presented in Table 2.1 of Annex 2, provide insight into the potential need for 
family planning that is not currently being met. The lowest levels of 
contraceptive practice (42 and 40 percent respectively) are found in Outer 
Islands I and II, compared to 51 percent in Java Bali. Usage differentials 
between urban and rural areas has reversed from 1976 and those in urban areas 
are now somewhat more likely to be users than those in rural areas (54 versus 
45 percent).4 In Java-Bali (Table 1), women with primary school completed 
have made substantial gains in contraceptive practice between 1976 and 1987 (a 
43 percent increase) compared with other educational groups -- women with no 

4 There was substantial debate in earlier periods about why rural 
contraceptive usage rates were higher than urban. This debate has never been 
satisfactorily resolved. One hypothesis was that there were more pressures 
among rural than urban women to use contraception. 
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schooling increased their prevalence rate by 13 percent, those with some 
primary by 28 percent, and women with higher than primary education by 16 
percent. The latter group already had a high CPR in 1976 (57 percent), a 
level at which increases become difficult for any group, since most of the 
motivated women are already practicing and increases must come from women who, 
for several reasons, are less receptive to contraception. 

2.5 The use and non-use of contraception reflects the motivation to 
control fertility and the propensity to contracept among those who are 
motivated. Women can be motivated to control fertility either because they 
wish to have no additional children or because they wish to postpone the next 
birth. Not all those motivated to control fertility, however, are using or 
even intend to use contraception. Those women who wish to control their 
fertility, but who are not now using contraception, are referred to as having 
an unmet need for family planning. Table 2.1 in Annex 2 shows that 
approximately 20 percent of the married women in Indonesia have an unmet need 
to limit their fertility by this definition and another 20 percent have unmet 
need to space their births. Of those women who want to have no more children 
and have expressed that their need for contraception is unmet, the highest 
need is for women with no schooling (33 percent, compared with only 11 percent 
among the highest educational level). In the other two intermediate 
educational groups (some primary and completed primary) the unmet need is 22 
and 16 pE!rCent (column 3 of Table 2.1 in Annex 2). All educational groups 
have a similar unmet need to space their births (around 20 percent). Women in 
urban and rural areas have roughly similar unmet need to limit births, but 
rural women have a higher unmet need for spacing than urban women. In 
analyzing unmet need and what it implies for program potential, it is 
necessary to recognize that not all women who have "implied need" intend to 
use contraception in the future. Only about a quarter of those who are not 
using a method and do not want additional children intend to use 
contraception, while 38 percent of those who wish to space intend to do so.5 
This represents a serious diminution in potential acceptors and these women 
will be harder to reach than those who do intend to use. It is noteworthy 
that motivation and intention vary systematically by education: only 11 
percent of those with no schooling who want no more children intend to use 
contraception, compared with 29 percent of those with some primary. 39 percent 
of those with complete primary and 49 percent of those with more than primary 
school. This information implies that the "demand" for family planning can be 
broken down according to preferences and needs of various groups and the 
family planning program should be designed to address these differences. 

C. Comparing Unmet Need and Numbe~ of Target Users 

2.6 On the basis of the information in Annex 2, Table 2.1. it is 
possible to estimate the numbers of potential users of various types, inflated 

5 The higher percentage of those intending to use contraception, among 
spacers, does not necessarily mean that spacing intention is stronger. Many of 
those wh() wish to postpone a birth may only intenc!. to use contraception once 
desired family size is achieved. 
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to comparable national figures. 6 These estimates are given in Annex 2, Table 
2.2. where it is shown that there are an estimated 13.3 million contraceptive 
users among the 93 percent of the population living in the sampled regions in 
1987. In order to achieve the target total fertility rate (TFR) at the end of 
the next plan in 1994, there will have to be a total of 19.4 million users in 
Indonesia,7 nearly all of them living in the sampled regions, given the small 
number of people (7 percent) not covered by the survey and the presumed low 
usage among them. This implies an additional 6.1 million users, a target that 
at first glance appears easy to reach because an estimated 7.1 million women 
will want no more children and are not contracepting and 6.5 million non
contracepting women will want to postpone the next birth. 8 

2.7 There are three factors, however, that will make the achievement of 
the target difficult. First, of the estimated 13.6 million who have an unmet 
need for contraception, only 4.4 million intend to use contraception some time 
in the future and that may not be in the immediate future, but only after they 
have completed their desired family size. Second, indirect estimation 
indicates that of the current 13.3 million users, 5 million still want 
additional children and may well drop out of the program within the next five 
years. (Some portion of these will have their children and return to using 
contraception before the end of the five year period.) Third, there will be 
drop-outs for other reasons, as shown in Annex 2, Table 2.3. Although this 
number is difficult to quantify, it is known that, of those discontinuing in 
the last 5 years, only 35 percent dropped out to become pregnant. On the 
positive side, there is a group of women who will achieve their desired family 
size and will wish to limit fertility. 

2.8 Table 2.4 in Annex 2 summarizes the information on how users come 
in and out of the program and on the number of acceptors needed during the 
period 1990-94 to achieve the target of 19.4 million users in 1994. The 
number of acceptors needed under various assumptions seems quite daunting 
(within a range of 22 and 29 million, depending on assumptions of continuation 
rates) when compared with the numbers of women in each category of 
contraceptive need. The large number of acceptors required is due to the fact 

6 These numbers were calculated on the basis of the "demand" structure of 
the current women and multiplying by the number of currently married women who 
will be in the 93% of Indonesia covered by the survey in 1994. This implicitly 
assumes that the demand structure will be the same in 1994. This seems to be a 
legitimate assumption because the age structure of married women in child 
bearing age will change little between now and 1994. 

7 The methodology to go from a target TFR to a target number of users is 
based on the Bongaart's model and assumptions about probable values of other 
proximate determinants of fertility, marriage structure, breastfeeding. etc. 
The contraceptive usage pattern implied in these assumption is discussed in 
the chapter containing the projections. 

8These estimates were obtained using current proportions in various need 
categories and estimates of the number of married women of child bearing age 
in 1994. 
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that 	many women drop out. then return either after a lag or immediately 
through method switch. 9 Table 2.4. in Annex 2 indicates that the number of 
additional users needed in order to reach targets. added to the probable 
number of acceptors who drop out to get pregnant. will be 10.2 million. 
compared with 11.1 who have motivation to limit fertility. 

2.9 In the next section. the implications of these estimates for 
program design and a further analysis of the information in Table 2.3 and 3.4 
of Annex 2 will be discussed. An assessment of the number of acceptors needed 
over the five year period made by examining the numbers of past acceptors per 
year indic:ates that the target is reasonable under the medium continuation 
assumption. In 1984/84 there were 4 million new acceptors. If this pace were 
maintained, 20 million could be added over five years, which is close to the 
21.6 million needed to reach the target. 10 If, however, continUation rates 
fall 10 percent below what is currently observed in West Java. it would only 
be possible to meet the expansion from the growth in the number of women of 
reproductive age and the contraceptive prevalence rate would remain constant. 
(See projection in chapter 1). 

D. Implications for Program Design 

2.10 In reference to unmet need for contraception. there are four groups 
which should be made targets for program concern: 

(a) 	 attention must be paid to current users to reduce drop-outs 
for reasons other than wishing to become pregnant (13.3 
million); 

(b) 	 efforts should be directed to serving those who are motivated 
to control fertility and intend to use contraception (4.4 
million); 

(c) 	 a different kind of program effort must be directed to those 
who want to limit or space their births but do not intend to 
use contraception (9.3 million): and 

9 E:stimates from NICPS show that of 1,700 women who quit using a method 
of contra,:eption in the last open interval for reasons other than a desired 
pregnancy, 61 percent went on to resume contraception before becoming 
pregnant. 

10 It is interesting to note that in 1985 the number of new acceptors per 
year in Thailand, if adjusted for differences in population size, imply 21.3 
million a,:ceptors over five years. This is almost identical to the new 
acceptors required to reach the target in Indonesia. (See Knodel, 1988. p. 
178) In a later section, we will compare the Thai and Indonesian situations 
to determine how likely it is that the goals of the Indonesian program will be 
achieved. 
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(d) 	 finally, those who have no motivation to contracept could be 
considered of lower priority in targeting programs (3.7 
million). 

2.11 In the first three categories it is also important to distinguish 
between limiters and spacers. The program priorities should depend at least 
in part on the relative size of the various groups and their socioeconomic 
characteristics. Maintaining existing users is a first priority given the 
size of that group. Annex 2, Table 2.2 shows that 9 million of these women 
are in rural areas and 4 million, in urban areas. Of these current users, 7.3 
million have less than completed primary education and 80 percent of these 
less educated users are in rural areas. The fact that the program has been so 
successful among the rural and the less educated is commendable. Efforts must 
be made, however, to maintain this achievement by addressing the reasons for 
dropouts among these women. Indirect estimates indicate that a larger 
percentage of contraceptive users in rural areas are spacers than in urban 
areas (40 versus 32 percent) and are thus more likely to drop out to resume 
childbearing. Also, in the country as a whole, more than half of the users 
with less than primary education are spacers rather than limiters (57 versus 
43 percent). The next major reason for stopping contraception among women in 
the country as a whole, next to desire to become pregnant, are health 
concerns. According to the survey, health concerns are lowest for users of 
condoms (only 7 percent report discontinuation of condoms for reasons of 
health), followed by IUDs (27 percent); pill (30 percent) and injections (38 
percent). The health concerns attached to injection increase with education. 
The program has protocols of service that recommend several follow-up visits 
after acceptance; it is essential to ensure that this recommendation is 
emphasized with rural and less educated clients, in order to correct negative 
side effects and allay health concerns. The family planning program (and 
particularly the public and NGO services catering to the lower educational 
groups and the rural population) needs to strengthen the clinic routines and 
the fieldworker follow up schedules in order to improve continuation among 
those groups. Another factor that would help continuation rates would be 
easier availability of low-cost or free sterilization for women who went on to 
limit fertility. 

2.12 The second programmatic priority in terms of the size of groups 
should be the estimated 9.3 million who will be generally favorably inclined 
to limit their fertility, but do not intend to do so. Seven million of those 
are in rural areas and a like number have less than complete primary school. 
Ninety-five percent of the less educated are in rural areas. Getting 
acceptors from this group will require focused information, education and 
communication (lEG) activities. Indonesia's lEG program has had as an 
objective to instil the small family norm and it has been highly successful in 
this respect; desired family size has fallen from 4.2 in 1975 to 3.2 today. 
Through this program, all those couples that were predisposed to control their 
fertility found reinforcement and information. However, as the program moves 
to a phase in which it will need to address much more forcefully the question 
of a huge unmet need, the lEG program will have to develop targeted approaches 
to motivate acceptors from the above mentioned groups. 
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2.13 Tabulations on reasons for not using contraception indicate that 
religion is only listed by 9 percent of the women. while other unspecified 
reasons are given by 15 percent. However. cost or lack of access are given by 
21 percent of the women as reasons for not using contraception. If the women 
who want to get pregnant are not included. one finds that almost 30 percent of 
those not using refer to access or costs as the reason for non-use. Health 
concerns, which are frequently mentioned by those who discontinue a method, 
are given as reasons for non-use by only 2 percent of the non-users. This 
implies that health concerns are mainly involved in method switching, not in 
non-use. Existing tabulations indicate that currently as many as 2.8 million 
users might be added by increased access and elimination of concerns about 
cost .11 

2.14 The third priority taking into account the numbers involved is the 
group of women who are motivated to control fertility and intend to use a 
method. Of the 4.4 million in this category, 3.3 million will be in rural 
areas and. 2.5 million will not have completed primary school. Ninety-five 
percent of those less educated are in rural areas. Serving this group is of 
high priority and it is necessary to examine the reasons why they are not now 
using contraception. The fourth priority group in size and in probable pay
off are those who have no expressed interest or motivation in controlling 
their fertility. These women will be- primarily rural (2.8 million) and with 
no schooling or with less than primary education (2.6 million). Further 
analysis of these women using data from NICPS would clearly be useful for 
detailed program design. From current knowledge it can be safely assumed that 
they will be harder to reach than women in the other groups mentioned, because 
they constitute the "hard core" of reluctance to practice family planning. 
This grOl.lp is small (compared to the others) because the message of the 
"small, healthy, prosperous family· has succeeded in making relatively few 
women want to have additional births in the near future. To sum up, it is 
clear th,!t there is a major job to be done in maintaining existing 
contrace:~tive users, attracting those motivated but reluctant to use, 
supplying those motivated and intending to practice contraception and trying 
to bring into the program women who have yet to learn about and accept family 
planning. As discussed below, there may also be a need to change the 
proportional mix between limiters and spacers. 

E. Implications for Cost Recovery 

2.15 The discussion above provides some insight into the socio-economic 
characteristics of various potential users. The elasticity of use of 
contraceptives with respect to user fees, whether publicly or privately 

11 Although the program is nominally free except for sterilization, NICPS 
data indicate that 36 percent of those contracepting reported paying for 
services or commodities. Conveying the KB Mandiri message urging self
reliance while at the same time letting those in need know that they can 
receive free contraceptives will be challenging: it will require developing 
IEC programs that convey appropriate messages to the different groups, without 
creating confusion. 



24 


imposed, however, can not be estimated with existing data or new tabulations 
from the survey, because no objective questions on access were asked. Some 
studies have attempted to correlate usage patterns by different geographical 
subdivisions with service availability in that subdistrict. Unfortunately 
those studies use flawed service statistics as the dependent variable. Thus, 
there exists no data set which includes reliable estimates of both usage and 
supply. It is an important research priority to develop such a data set. 
When a new round of NICPS is designed, it should have a service module to 
enable estimation of the effect of service access on usage and the elasticity 
of usage with respect to price. 

2.16 In view of the unavailability of specific data on elasticity for 
Indonesia. one must refer to the existing literature from other countries. 
These other countries also suffer from a lack of data on price variations, so 
inferences about elasticity with respect to imposing fees are generally made 
from data on elasticity with respect to distance to service. That literature 
has mixed results. To the extent that there is a consensus, it is that where 
distances are substantial, increased proximity will increase usage. By 
implication, raising the costs of services in such environments would reduce 
usage. The most relevant study that should be considered is that, recently 
done on Thailand (1984 data). While some earlier studies found that usage was 
sensitive to access, a more recent study found that there was a fairly low 
elasticity.12 It was observed that if pill prices were increased by $0.075 in 

13rural areas and by $0.10 in urban areas, usage would drop by 53,000 women. 
Of these, 47,000 would shift to another method if the prices of other 
contraceptives did not change (Ashakul, 1988). 

2.17 There are several points that should be considered in interpreting 
these results for Indonesia: (a) the price increase contemplated was small in 
the Thai situation compared to larger increases in Indonesia, of about U.S.$ 
0.50 per cycle, and thus more women would drop out, even if the elasticities 
were the same in the two countries; and (b) as will be discussed below, the 
elasticity would be higher in Indonesia because the demand to limit fertility 
is less than in Thailand and the service network is less dense. Assuming that 
the elasticity is the same between the two countries, a cost of 1,300 rupiah 
per packet of pills for all users would reduce pill users by an estimated 

12pr ice elasticities were all negative and less than one, but there was 
substantial difference in the elasticities between urban and rural areas and 
across method within urban and rural areas. The elasticity was greatest 
(0.64) for the condom in rural areas and least (0.00) for female sterilization 
in urban areas. Generally, elasticities were more negative in rural areas for 
supply methods. 

13The pill elasticity was very low for the public pill which had a very 
low price (-0.016 and -0.032 in rural and urban areas). The private pill 
which was more expensive showed price elasticities of -0.31 and -0.20 in rural 
and urban areas. 

http:elasticity.12
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735,000. 14 It cannot be assumed that most of them would shift to other 
methods, because sterilization (which is widely used in Thailand) is not 
widely available and not free in Indonesia, and a fee for services program 
might impose fees for IUDs and injections as well. Thus, there is a clear 
adverse trade-off between attempts to achieve cost recovery and the 
achievement of demographic goals. 15 

F. Prospects for Achieving Targets 

2.18 Since Indonesia aspires to replicate the success of Thailand both 
in population and development, comparisons with the pace of achievements in 
the Thai program are a good way of assessing the probability that Indonesia 
has of achieving targets within the projected time horizons. 16 Before 
proceeding with the comparison, however, several major differences between the 
two countries should be acknowledged: Thailand has substantially higher 
income per capita and life expectancy than Indonesia, and a more concentrated 
rural population which, although proportionately larger, is easier to reach. 
It is therefore not entirely unexpected that Thailand has proceeded further 
and at a greater speed in its demographic transition (although this is not 
intended to detract from Thailand's outstanding efforts and achievements in 
fertility decline). Table 2.5 in Annex: 2 shows a comparison of the two 
countriE!s since the early 1950s. Thailand began with higher fertility, but 
after the family planning program was introduced in the early 1970s, Thai 
fertility fell below Indonesia's. The latest Thai survey data implies that 
the TFR has dropped to 2.4 in the 1982-87 period and as low as 2.2 in 1986 
(Knodel et al., 1988). The achievements of the Indonesian program have been 
steady clnd impressive, but the initially pronounced fertility decline 
experienced in Thailand in the early years of their program was unparalleled. 
On the other hand, Indonesia's family planning initiation although slower, 
managed to keep a steady and progressive pace. This was done in spite of 
problems of lower income and greater geographic dispersion and in a 
predominantly Moslem environment, in which greater opposition to family 
planning could be expected. 

2.19 Consequently, the relevant comparisons between these two countries 
will be those that can be made at similar stages. Indonesia hopes to achieve 
a CPR irl the next plan period slightly below what Thailand had achieved in 

14 This is not what is being currently planned in the Blue Circle 
campaign, but some discussion of user fees in the public sector is underway. 
The "blue Circle" campaign would make private sector pills cheaper than those 
currently being sold in commercial outlets. 

15 The strongest factor affecting contraceptive use in the Thai study was 
the desire for additional children. The authors concluded that in that context 
reducing desired family size would have the greatest impact on increasing 
usage. 

16 The targeted contraceptive prevalence rate for Indonesia in 1994 is 53 
percent. In 1981 Thailand had achieved a rate of 57 percent. 



26 


1981. In this section, comparisons will be made between the situation in 
Thailand in 1975 (when usage was slightly below what it is now in Indonesia) 
and in 1981, when Thailand had achieved a rate slightly above the proposed 
Indonesian 1994 target. Table 2 summarizes the basis of comparison. In 1975. 
57 percent of the women in Thailand wanted no more children. compared with 
between 45 and 51 percent currently in Indonesia (dependinf on whether women 
who were unsure about wanting another child are included.) 7 On the other 
hand, usage among those women who want no more children is higher today in 
Indonesia than it was in Thailand in 1975. (58 versus 40 percent). Thus. in 
Thailand 34 percent of the women at that time wanted no more children but were 
not contracepting, compared with 19 to 21 percent in Indonesia today. These 
figures indicate that in the mid-1970s in Thailand there was a somewhat 
greater motivation by women to limit fertility and substantially larger unmet 
need than exists in Indonesia today. 

Table 2: 	 Comparison of Demand for Unmet Demand for and Use of 

Contraception in Indonesia and Thailand 


1

2. 

3. 

4. 

Percent Who Want 
No More Children 
Percent Using of 
Those in II 
Contraceptive 
Prevalence Rate 
Unmet Need to Limit 
Unmet Need to Space 

(%) 
(% ) 

Total 

1

2. 

3. 

Proportion Who 
Want No More Children 
Contraceptive 
Prevalence Rate 
Unmet Need to Limit (I) 
Unmet Need to Space ( %) 

Total 

Thailand 

1975 

57 

40 

19-34 
34 
? 

? 

1981 

6 

58 
15 
25 

40 

Indonesia 

1987 

45-51 


58 


45 

21 

20 


41 


1993 


? 

56 (projected) 
7 
7 

? 

17 This corresponds to a desired total fertility of 3.7 children in 
Thailand in 1975, compared with 3.2 today in Indonesia. 
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2.20 In terms of current usage, Indonesia is now 7 points above what 
Thailand was in 1975 and it plans to achieve usage about 2 points below what 
Thailand achieved in 1981. Therefore. in order to attain target levels of 
contraceptive use, Indonesia needs to tap about the same proportion of those 
women who want to limit fertility, as Thailand did in fact tap in the mid
'70s. 18 It may be more difficult to recruit these women. however, because a 
larger percentage of users has already been tapped in Indonesia than was true 
in Thailand (58 versus 40 percent). 

2.21 As indicated earlier. "demand" for family planning depends on the 
desire for spacing births, as well as for limiting fertility, and on 
motivation to use contraceptives. The 1975 Thai fertility survey contained 
no questions on spacing, nor tabulations on intention among those motivated. 
Therefore. in order to make comparisons on both sources of unmet need, one 
must look to later surveys. The 1981 Thai CPS survey showed that 66 percent 
of the women wanted no more children, compared with 45-51 percent in Indonesia 
today -- a 15-21 point difference. This suggests that while motivation -- as 
measured by combining limitation and spacing demand -- may be adequate in 
Indonesia in terms of potential users, as discussed in Section C. users may be 
more likely to be spacers in Indonesia and consequently more likely to 
discontinue use, or less likely to adopt contraception in the near future 
(until desired family sizes are reached), than was true in Thailand when 
contraceptive levels similar to Indonesia's 1994 goal were achieved. 19 Demand 
for limiting as opposed to spacing may need to be increased in Indonesia20 . 
However. as mentioned before. even within the given demand structure. there 
are gaps in family planning services (need for better follow up of current 
users, lack of services for poor and rural women. lack of accessible, low or 
no cost sterilization). 

2.22 Comparing unmet need between the two countries, one finds that 
Indonesia's current level of 41 percent is close to Thailand's 40 percent in 
1981. One finds, however. that in 1981. 77 per cent of those who want no more 
children were using contraception in Thailand. compared with about 58 per cent 
in Indonesia. This leads to the conclusion that Thailand had a larger 
proportion of women who wanted to cease childbearing in 1975 and was very 

18 If all Thailand's additional users came from limiters, then it tapped 
59% of the unmet need. This is in fact consistent with 1981 figures on unmet 
demand for limiting in 1981. Indonesia will have to tap 58% of this demand to 
achieve targets. 

19 The Thai surveys do not provide tabulations that allow direct or even 
indirect measures of the percentage of users who are spacers and the 
percentage who are limiters. This must be inferred from difference in 
motivation to limit fertility at the national level. 

20 A recent study in Thailand showed that the most effective way of 
increasing contraceptive users was to reduce the desire for additional 
children as opposed to changing the price of contraceptive methods. (Ashakul. 
1988. p.19) 
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successful in meeting the needs of these women by 1981. Therefore, Thailand 
went from a position in 1975 of being less effective than Indonesia today in 
reaching women who wanted no more children, to being more effective in 1981. 
During this period, sterilization increased from 8 per cent to 22 per cent of 
couples. 

2.23 As indicated in Annex 2, Table 2.2, the vast majority of those 
with unmet needs in Indonesia (71 percent) have less than completed primary 
school. Among these women, there are more who wish to limit than space 
births, and this preference is more marked among those with no schooling. 
This suggests that: 

(a) 	 the least educated particularly need to be tapped to realize 
existing demand for family planning; and 

(b) 	 among them, the need is greatest for permanent or long-lasting 
methods of contraception. 

2.24 These findings are not surprising when one compares the two 
programs and draws on the experience of other countries. Indonesia has made 
remarkable progress in reducing fertility with very little reliance on 
sterilization (only 2 percent of married women of reproductive age). In this 
way, the program has been able to avoid substantial religious and general 
public opposition. On the other hand, reliance on female sterilization was 24 
percent in Thailand in 1981 (male sterilization was 6 percent versus 0.4 
percent in Indonesia). Studies from other countries have found that 
sterilization is particularly popular among poorer, less educated women. 
Thus, the lack of access to low cost sterilization in Indonesia may be a 
problem mainly affecting the poor, the rural, and the uneducated. While the 
religious leaders may be opposed to sterilization in Indonesia, a significant 
number of women do prefer this method (29 percent of women who specified what 
method they thought was best for limiting fertility stated female 
sterilization). 

2.25 The major characteristics of the Thai program that have been 
credited with success have been: 

(a) the shift to free pills in all government outlets and free IUD 
insertions and sterilizations at rural outlets starting in 1976: 

(b) the use of paramedics 
physicians elsewhere; 

to dispense methods provided only by 

(c) primary reliance on the public sector (79 percent in 1984 21 ); and 

(d) introduction of innovative methods: 
implants (Knodel et al,1987). 

the mini-lap, injectable and 

21 The private sector has a larger role in the urban than rural sector, 
but even in urban areas it represents only 37%. 
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2.26 Indonesia cannot follow Thailand in all respects. It may be 
impossible to introduce sterilization as a program method. but it would be 
important to make services widely available on health grounds. and also to 
reduce the costs of sterilizations provided through DEPKES, NGOs and private 
practitioners from their current levels of 10,000 to 20,000 rupiah in public 
facilities and 20,000 to 100,000 rupiah in private clinics; it would also be 
necessary to increase access to such services in rural areas. These steps 
would begin to fill the gap of contraceptive services for poor, rural women. 
However, it should be kept in mind that a program along these lines would have 
major implications for the budget of DEPKES (and BKKBN if recurrent costs were 
paid through BKKBN). It might also entail transfer of financial resources to 
NGOs and private service providers, if a public/private mix for offering these 
services is adopted. (See chapter 3 on the private sector.) 

2.27 In addition to expanding access to sterilization, other strategies 
may be used to expand access to contraception among the less educated in rural 
areas. Dispensation of pills now requires a medical examination and a 
prescription for the first doses; subsequent replenishment can be obtained in 
pharmacies, clinics or distribution points by showing evidence of the initial 
clinic visit or prescription. In view of the scarcity of physicians in rural 
areas, use of pills could be facilitated by allowing paramedics to dispense 
pills, on the basis of a reasonable list of contraindications. The IUD is 
already being inserted largely by midwives and this increases access. 

2.28 Indonesia is open to the development of new technologies. It is 
now using injectables rather extensively. Even more innovative has been the 
Government's willingness to engage in the field trials for implants, which has 
prepared the ground to use this method extensively once financing is 
available. Currently Indonesia is using over half of the world production of 
Norplant (manufactured only in Finland in limited amounts because the 
technology does not yet allow a high degree of automation). Although 
significant, the number of contraceptors using this method is still 
proportionately small -- less than 1 percent of users. Other forms of 
implants are being developed and produced in Netherlands and are being tested 
by the Indonesia family planning program. The contraceptive effect of 
implants lasts about 5 years; consequently, it is a contraceptive of great 
potential for the program, although it is still expensive (around U.S. $17 per 
dose plus the cost of insertion devise and clinic cost). 

2.29 The free provision of pills throughout the country, and free IUDs 
and sterilization in rural areas is particularly important for guiding 
Indonesia's policy at this point in time. The Thai example reinforces the 
discussion above on the extent to which access and costs limit contraceptive 
use currently in IndoneSia, the socio-economic structure of those in need of 
contraception laid out in Annex 2, Table 2.3 and the discussion of elasticity 
of demand above. The rate of return to family planning expenditures mentioned 
in the introduction further justifies the investment in free family planning 
services. This does not preclude encouragement of the private sector to serve 
specific groups of women which can afford and are willing to pay for those 
services. But there is no doubt that the public program should be preserved, 
expanded and strengthened, including wide availability of effective methods, 
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convenient clinic hours and good follow-up of clients. Issues for expanding 
the public family planning program are presented in Chapter 4. Further 
discussion of the potential capacity of the private sector to expand is 
covered in Chapter 3. Financial implications of continuing with a strong 
public FP program and likely contributions from the private sector are 
discussed Chapter S. 

G. Conclusions 

2.30 Based on analysis of unmet need for family planning and 
comparisons with Thailand, a major conclusion of this section is that it is 
possible to achieve the target user rates that were set by the plan. In order 
to do this, special attention will need to be paid to continuation of existing 
users and to program activities to recruit those women who are motivated to 
use but are not now practicing contraception. A large proportion of these 
women report that they are constrained by lack of financial or physical 
access. The analysis suggests that it is the unmet need of the poor and rural 
women who wish to limit fertility that needs attention. For a large number of 
these women, permanent methods of contraception are a desirable choice, both 
on health grounds and as an effective and safe way to ensure contraception; 
however, these methods are the most expensive and least accessible in 
Indonesia. 

2.31 A second conclusion of the analysis is the massive unmet need for 
contraceptive services among the least educated and rural. The remarkable 
success in reaching these groups in the past should not be ignored in 
determining the future direction of the program. As is indicated in the 
chapter on the private sector, although there is considerable scope to offer 
family planning services for a fee to large, better-off population groups, the 
proportion of the total program load which could be realistically transferred 
to the private sector in the next five years without compromising fulfillment 
of the targets and equity may not exceed 30 percent. This chapter has 
indicated that, if anything, access to free contraception (in particular free 
sterilization) needs to be expanded. the method mix optimized and the quality 
of the services improved. Another conclusion is that the IEC program should 
be fine tuned to reach the mentioned target groups with appropriate messages 
and information. 
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III. THE ROLE OF THE PRIVATE SECTOR IN FAMILY PLANNING 

SERVICE PROVISION 


A. Introduction 


3.1 In recent years the government of Indonesia has faced increasingly 
difficult budgetary constraints; in addition, donor support for population 
programs has not kept pace with demand. Uncertainties in funding, coupled 
with Indonesia's goal of increasing contraceptive prevalence in view of 
rapid increases in the number of couples in childbearing years, have placed 
greater emphasis on the role that the private sector can and should play in 
family planning (FP). As resources become scarce, Indonesia is re
examining its policy of subsidizing family planning services for those who 
have the capacity and willingness to pay for contraceptives from private 
sources and it is attempting to attract that group to private sources of 
supply. Another factor that has led the Government to focus on expanding 
private sector participation is the importance of increasing FP 
accessibility and diversifying the choices for obtaining contraceptives. 

3.2 The public sector has been the predominant source of family 
planning services in Indonesia since the inception of BKKBN (the National 
Family Planning Coordinating Board) and it has largely been responsible for 
one of the most impressive transitions within the developing world, from 
very low levels, to middle range rates of contraceptive prevalence in a 
short span of time. All family planning services in the public sector are 
offered free of charge in principle' (except for sterilizations). The 
private sector share of family planning users is low relative to other 
countries (Lewis and Kenney,1988) and relative to the private sector share 
of clients in the Indonesian health sector (Meesock, 1984). In an attempt 
to increase private sector participation, in the last two years BKKBN has 
been working on several spp.cial programs. In 1988 there were discussions 
on how tlO decrease the &hare of contraceptors using public sector sources 
from an estimated 80 percent in 1988 to 50 percent in 1994 and 20 percent 
in the year 2,000, although these targets were ultimately left out of the 
Fifth Plan. Although potentially desirable, these targets confront 
challeng.es and limitations which need to be spelled out and studied, for 
realistic program planning. However, it is still important to determine 
the actual capacity of the private sector in family planning for budgeting 
and planning in the public program. 

3.3 This chapter will attempt to provide information on the current 
role played by the private sector in Indonesia, the types of clientele it 
has, thE! cost and quality of its services, and its potential for growth in 
the comtng years. As will become evident, there are several areas where 
data are lacking, so that many findings are preliminary. After a brief 
discussi.on of BKKBN's private sector program, the family planning services 
offered by private midwives, doctors, and pharmacies will be discussed, 
followed by discussions of employment-based programs and the role of NGOs, 

'See Chapter 2 for evidence that public sector clients may actually be 
making payments for services obtained from public outlets. 
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closing with a section on extent of feasible involvement of the private 
sector in family planning. 

B. Rationale for Government Subsidization of Family Plannin, 

3.4 As mentioned in the introduction of this report, three major 
rationales are given for the provision of subsidized family planning 
services. First, government intervention is justified when society deems 
that family planning services constitute a "merit good" to which some 
segments of the population would not have access in the absence of 
government action. Second, government intervention can be called for when 
failures or distortions in related markets result in insufficient 
information or services. Third, externalities in the private decisions 
individuals make with respect to fertility and contraception can call for 
government intervention. The Indonesian government has treated family 
planning services as a "merit good" to which everyone, regardless of 
location or income should have access. Failures in other markets 
(restrictions on private practice, advertising of commercial contraceptive 
products, etc.) have raised the costs of private services and reduced the 
incentives of private providers to offer family planning services. (The 
Government is now addressing these obstacles with a view to facilitating 
private practice.) Moreover, a recent cost-benefit study (Chao et al., 
1985) has shown that government investments in family planning services are 
cost-effective because of per capita savings in education and other social 
services and the relatively modest outlays required for the family planning 
program. It is clear that subsidization of family planning services can be 
justified on efficiency and equity grounds for some groups in Indonesia. 
However, until recently the question of which groups should the government 
subsidize and how this should be done, had not been directly confronted. 
With a fixed budget, the subsidization of services to higher income 
households could be deemed inequitable when the public program is failing 
to meet the needs of the poor. 

3.5 Further, even if the government decides to subsidize services for 
individuals in a certain income group or other narrowly defined groups, it 
is not clear that the government is the optimal provider of services from 
an efficiency or quality point of view. In general, the private sector is 
perceived (unfortunately, little hard evidence exists to prove or disprove 
these perceptions) as serving a higher socio-economic stratum and providing 
higher quality. more convenient services, in a more efficient manner, 
relative to the public sector. Following Lewis and Kenney (1988), the 
private sector is subdivided into commercial and NGO (non-governmental 
organization) sub-components because it is recognized that commercial 
providers face very different incentives and are likely to have different 
quality and cost levels than NGOs. 
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C. BKKSN's KB Mandiri2 StrateiY and Private Sector Proiram 

3.6 Two years ago, BKKBN embraced a policy of KB Mandiri which 
translated roughly means "self reliance" in family planning. KB Mandiri 
calls for a change in attitudes that leads people to internalize the 
concept of self-reliance in the use of contraceptive and the overall family 
norm. The implications of this concept are currently evolving and have been 
only partly operationalized. One dimension is to expand use of private 
providers by stimulating the supply of and demand for private services. 
While imp14!mentation nationwide is taking place with many locational 
variations. most of the related activities have their major focus in urban 
areas, parl:icularly in the 11 largest cities. According to the 1987 
National Il1donesian Contraceptive Prevalence Survey (NICPS), the role of 
the private sector is largest in urban areas, where there is a great 
proportion of private providers (SOMARC Assessment, 1987; data shown in 
tables 3.1, 3.2 and 3.3). BKKBN's multi-faceted private sector program 
includes the following major dimensions: 

(a) 	 training programs, supplies and equipment for doctors and 
midwives to enhance their capability of providing high
quality clinical family planning methods in their private 
practices; 

(b) 	 a multi-media "Blue Circle" campaign aimed at making family 
planning acceptors aware that private doctors and midwives 
offer family planning services in private practice and to 
encourage those who can pay private sector prices to 
refrain from using free public services; the "Blue Circle" 
sign will signal the availability of family planning 
services from private practitioners; 

(c) 	 introduction of socially marketed pills, IUDs and 
injectables under the "Blue Circle" logo at prices that are 
approximately one half the current commercial prices and a 
separate later launching of "Blue Circle" condoms, 
implants and spermicides; 

(d) 	 management consulting and technical assistance aimed at 
increasing the management, fund-raising, and organizational 
capacities of NGOs and improving disbursement and oversight 
mechanisms at BKKBN; and 

2The concept of KB Mandiri is linked to the long-standing Javanese 
tradition of Gotong-Royong--the individual's responsibility to act for the 
social goc1d. The lack of analogous strong traditions outside Java or Bali, 
may make i.t more difficult to implement KB Mandiri in those areas. This 
commitment: to contribute to the community according to one's abilities and to 
support those in the community in need is a foundation for KB Mandiri. A few 
communities have collected fees for family planning services in the past, even 
before the official policy of KB Mandiri (Mitchell, 1989). The primary use of 
these fees has been to fund transportation and treatment costs for women who 
suffered from the side effects of contraceptives but could not afford to bear 
these costs themselves. 

THE WORLD BANK 

RESIDENT STAFF IN INDONESIA 

PUBLIC INFORMATION CENTER 




(e) 	 support to family planning programs in the "organized" 
sector (plantations, industries, business). 

3.7 Because much of this new program has only recently begun 
implementation, it is perhaps premature to evaluate results; but it should 
be possible to make a preliminary assessment of the likely impact of these 
policies, in order to allow the system to evolve along criteria which may 
have the best chance of success. The following sections attempt to provide 
an overview of the private sector's role in family planning service 
prov~s~on in Indonesia and how that role is likely to change in the future, 
given the evolving programs and incentives being designed. 

D. The Commercial Market for Contraceptive Services 

3.8 This section relies on information obtained in interviews with 
commercial providers, published reports and documents, NICPS and CPS data 
from Indonesia and, when drawing comparisons with other countries, on the 
work of Lewis and Kenney (1988). The discussion focuses on the composition 
of the commercial sector, the characteristics, utilization, fees, and 
supply sources of providers; and the location, method choice. and socio
economic status of its clients. The commercial sector comprises doctors 
and private midwives in private practice, pharmacies (and other retail 
outlets dispensing contraceptives), for·profit private clinics and 
hospitals, and clinics and hospitals run by private employers. 

Size and Composition of the Commercial Sector in Family Plannin& 

3.9 An estimated 12.5 percent of Indonesian women obtained their 
contraceptives at pharmacies or through private doctors or midwives. 3 

This is equivalent to 1.7 million family planning acceptors using 
commercial sources, of which an estimated 1.3 million obtain services from 
private doctors and midwives and 400,000 from pharmacies (1987). Among 11 
countries with contraceptive prevalence rates between 40 and 65 percent, 
the commercial market in Indonesia, after Sri Lanka, has the second lowest 
share of users. Although the relationship between income and commercial FP 
share among these 11 countries is not entirely clear, it is interesting to 
note that both Indonesia and Sri Lanka have the lowest per capita incomes 
in the group. The average commercial share of these countries is 33 
percent, with Mexico enjoying the highest private sector participation 
(about 77 percent). However, in other countries with well established 
family planning programs, such as Tunisia and Thailand, the private sector 
contribution is still low (about 20 percent). Reliance on the commercial 
sector for family planning in Indonesia varies by geographical region and 
by urban and rural residence. Of the 1.7 million women using commercial 
sources, 1.02 million live in urban areas. About 25 percent of the urban 

3The discussion in this sub-section is based in part on data from Lewis 
and Kenney (1988), London (1985), and NICPS (1987). The estimates presented 
here were prepared by the Bank mission. It is necessary to note, however, 
that the various sources of data used have different breakdowns and 
representativeness. 
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contraceptors obtain contraceptives from the commercial sector, compared 
with 4.8 percent in rural areas (a considerably higher difference than in 
most countries where the share is approximately double in urban than in 
rural areas). The national commercial share is thus significantly 
influenced by the proportion of the population that is urban. 

3.10 In addition to the importance of location, Lewis and Kenney (1988) 
found that women with higher socio-economic levels relied more heavily on 
commerci.al sources relative to those with lower socio-economic levels. 
Since the NICPS did not contain income data, the education level of the 
wife will be used as an indicator of socio-economic status, following the 
analysis in chapter 2. 

3.11 Table 1 shows that the proportion of women relying on commercial 
sources increases with education, controlling for location. Among the 
contraCE!ptors with at least a secondary education, 42 percent relied on 
commerc:.al sources compared to 4.1 percent with no education. For women of 
the SamE! education level, living in urban areas is associated with higher 
reliancE! on commercial sources, except for women with at least a secondary 
education, who appear to rely on commercial sources ~o the same extent, 
regardlE!ss of location. 

Table 1: Porportion of Contraceptors relying on Private Doctors, 
Midwives, and Pharmacists for Different 

Education Groups by Location 

Education Overall Urban Rural 

Seconda:cy or Higher .42 .42 .41 
Complet1ed Primary .25 .33 .16 
Some Primary .09 .20 .06 
No Scho l:Jling .04 .11 .03 

Source: 1987 NICPS 

It should be noted that some of these categories have very small sample 
sizes.. There were only 66 urban contraceptors who had completed secondary 
school and only 22 rural contraceptors with no schooling, compared to 653 
rural contraceptors with no schooling. Of the contraceptors who had 
completed primary school, 531 were in urban areas and 422 were in rural 
areas. Of those who had some primary education, 732 were in urban aras and 
2,260 were in rural areas. 

3.12 Table 2 shows that reliance on commercial providers by type of 
provider varies with education level. For women in the top two education 
groups, the most important commercial provider is the doctor, followed by 
the pharmacy. For women in the two lowest education groups, the most 
important commercial provider is the midwife. In fact, only 24 percent of 
the clients of private midwives are in the two highest education groups 
compared to almost 60 percent of the family planning clients of private 
doctors. 

http:commerc:.al
http:commerci.al
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Table 2: Reliance on Commercial Sources by Education and Location 

a. Estimated Reliance on Pharmacies by Education and Location 

No Some Completed Completed 
Schooling Primary Primary Secondary 

Urban .02 .04 .10 .15 

Rural .00 .004 .02 .14 


b. Estimated Reliance on Private Doctors by Education and Location 

Urban .01 .09 .17 .24 

Rural .002 .02 .08 .26 


c. Estimated Reliance on Private Midwives by Education and Location 

Urban .09 .07 .05 .03 

Rural .03 .04 .05 .01 


Source: 1987 NICPS 

3.13 The main conclusions are that women with higher education levels 
were much more likely to rely on commercial sources than lower educated 
women. Midwives appear to be mainly serving women with low socio-economic 
levels. Notwithstanding the strong relationship between commercial use and 
high socioeconomic status, it appears that only half of the commercial 
users are in the two highest education groups. This emerges because there 
are so many more women in the two lowest education groups than in the two 
highest groups, so that even though low-education women rely on private 
sources in low proportions. they account for the same share of commercial 
use as do the more educated groups who rely on commercial sources in higher 
proportions. 

3.14 It is therefore important to examine the characteristics of the FP 
commercial sector in the main urban centers. Relevant data are available 
from a 1983 survey of five large cities--Jakarta, Medan, Semerang, Surabaya 
and Ujung-Pandang (Tabla 3.4 in Annex 3 provides a breakdown for each of 
the five cities). Contracepting women in Jakarta and Medan relied more on 
commercial and NGO sources of FP (30 percent) than in the other three 
cities (between 26 and 21 percent). In all these cities, with the 
exception of Surabaya, more private FP clients relied on private clinics 
and practitioners than pharmacies. In Surabaya (and in East Java in 
general), historically. pharmacies have played a large role in providing 
family planning; there, pharmacies took care of 56 percent of the private 
FP users, compared with 23 to 19 percent in the other cities. These data 
are from 1983 and the present situation may be different and changing 
rapidly. but they show that urban dwellers rely on the commercial sector to 
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a significant extent; that there are large variations in use of private FP 
services among cities; and that the utilization of pharmacies as a source 
for contraceptives has even larger variations among cities than the rate of 
commercial FP share in general. These findings imply very different 
relationships between the FP program and the various components of the 
commercial sector, which should be studied further to determine underlying 
factors; this knowledge would allow program managers to take appropriate 
action in order to make better use of those groups of private providers in 
specific locations, which are not yet fully involved in family planning 
delivery. 

3.15 n,e predominant method offered through the commercial sector is the 
injectable (41 percent of private clients use this method), followed by IUD 
(25 percent), condoms (17 percent); and pills (15 percent); tubectomies are 
around 5 percent. Table 3.5 in Annex 3 presents data from the 1987 NICPS 
on the proportion obtaining a method from either a pharmacy, a private 
doctor, or a private m:f.dwife, by method and by location. The commercial 
sector serves 58 percent of all condom acceptors, 24 percent of injectable 
acceptors, and 10 percent of IUD acceptors. In addition, the commercial 
share for female sterilizations, pills, and implants are 5.8, 4.9 and 2.2 
percent respectively. Particularly striking is the very small role that 
commercial providers play in meeting the needs of pill users. 

3.16 As in other countries with strong family planning prevalence rates, 
in Indonesia the commercial sector plays a greater role in provision of re
supply methods than in clinical methods. The private midwife serves 
proportionately more pill clients than private doctors and pharmacies (but 
less than pharmacies in urban areas), both doctors and midwives serve equal 
numbers of private patients using injectables. In clinical methods, 
doctors, as expected, do most of the tubectomies; they also provide more 
IUDs than midwives, although this situation could change if private 
midwives are provided with proper equipment for IUD insertion, are trained 
and can easily resort to medical back-up in cases of complications (both in 
Indonesia's public sector and in other countries, midwives can perform very 
efficiently IUD insertions). 

Private Midwives and Doctors 

3.17 It is commonly agreed that very few health service providers in 
Indonesia have full time private practices and that most are employed full 
time by the public sector and conduct their private practice part time in 
the afternoon and evening. The income earned from part time private 
practice has been said to exceed what is earned from full time employment 
in the public sector. Graduates of Indonesian medical schools, both public 
and private, must obtain employment in the public sector or in certain 
private employments deemed to be in "the national interest," According to 
a recent Bank health financing study (1988), only 5.9 percent of 
Indonesia's doctors are employed solely in the private sector. While this 
figure may be lower than the actual number because it is based on the 
Ministry of Health (DEPKES) records regarding the issuance or renewal of 
private practice licenses (there may be omissions by some practitioners in 
obtaining private practice licenses from local health departments) it does 
suggest how dominant the public sector is as an employer of physicians. 
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3.18 Evidence from another study, (Survey Research, Indonesia - - SRI. 
1987; SRI is a private Indonesian research and surveying firm) suggests 
that exclusive private practice among doctors does not exceed 10 percent 
and among midwives is estimated at 20-25 percent. Doctors and midwives 
working in the public sector must obtain permission from their District 
Office Department of Health to conduct a (part-time) private practice after 
normal working hours. For doctors who wish to work strictly in private 
practice, government service is required for differing amounts. of time 
depending on the proposed location of the private practice. With the 
intention of discouraging private practice in areas where doctors are 
relatively abundant, the requirement is 15 years of service in the public 
sector for Jakarta. 9 years for provincial cities and 6 years for district 
cities. Similar regulations constrain midwives from setting up exclusive 
private practice, but they are less restrictive. 

3.19 The 1987 SRI study of 120 midwives and doctors practicing privately 
in Jakarta and three other major urban areas gives information about 
private and public practice among family planning providers. The sample 
was drawn among practitioners who had seen at least one family planning 
patient in private practice during the week prior to the survey. Of the 
sampled midwives, 30 percent were solely in private practice, 63 percent 
worked in the public sector (33 percent at government hospitals and 30 
percent at public clinics), and 11 percent worked at a private hospital 
(with some overlaps). Of the responding doctors, only 10 percent were 
working exclusively as private practitioners, 57 percent worked in the 
public sector (40 percent at government hospitals and 17 percent worked at 
public clinics) and 22 percent worked at a private hospital. The greater 
frequency of exclusive private practice among midwives relative to doctors 
could be due to fewer restrictions on private practice for midwives or the 
fact that there may be a large cohort of midwives retired from public 
service and in private practice. 

3.20 The 1987 SRI survey' provides useful information on the nature of 
the family planning services offered by selected practitioners. Of the 
responding doctors and midwives, 90 percent offered both injectables and 
pills and about two thirds inserted IUDs and sold condoms. Sterilizations 
were performed by fewer than 10 percent of the doctors. These private 
providers referred patients to other practitioners (either public or 
private) very infrequently (in less than 10 percent of the cases) for 
methods that they themselves did not offer (e.g. IUD or sterilization). Of 
those who said they would like to provide other methods, one third (the 
majority being midwives) mentioned implants, one fifth, IUDS and 13 percent 
sterilizations. Lack of facilities and training were the main reaSons 
given for not providing IUD insertions or implants. BKKBN training and 
provision of IUD kits to private service providers may help remove some of 
these constraints. 

'SOMARC, Assessment of SRI Study - Parts I and II, 1987. This study was 
conducted with USAID funding. Details on sample findings are included in 
Annex 3, table 3.1. 
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3.21 More than 80 percent of the respondents regularly stocked 
injectab1es and pills and close to half stocked IUDs and condoms. Among 
those who kept supplies of pills, IUDs and condoms, 6S percent obtained 
free products from BKKBN--the remainder purchased from pharmacies. About 
42 percent of the doctors gave oral contraceptives free to their clients. 
This implies that significant numbers of commercial sector clients may not 
be paying for commodities. A different picture emerges for injectab1es, 
which appear to be less available to private providers from free sources 
than pills or IUDs (48 percent purchased injectab1es). This may be because 
of the small supply of injectables available in the public program in 
relatic·n to the relatively large demand for that type of contraceptive, 
which, in combination with the relatively large role that the commercial 
sector plays in serving injectable users (shown in the 1987 NICPS), lends 
support to the argument that widespread availability of free services may 
have dampened growth of private services in the past. 

3.22 Doctors charge about twice as much as midwives for consultations 
(details on charges given in Annex 3, Table 3.6). Even within this small 
sample composed of a fairly homogeneous group of FP providers, prices of 
supplies and services vary considerably. In a typical week, the proportion 
of clients seeking FP services ranged from 30 percent for midwives and 
gynecologists, to 2S percent for all providers; 18 percent of doctors' 
visits were for FP. The figures from this survey were used to estimate the 
number of acceptors obtaining services from the private sector (methodology 
is explained in Annex 3). On this basis, an estimated 800,000 acceptors 
were served by private doctors and 1,100,000 by private midwives in 1984. 
These e:stimates apply only to the eleven largest urban areas and appear to 
signiflcantly overstate the number of acceptors seen by private 
practitioners, since the NICPS estimates imply that private practitioners 
saw a total of 700,000 acceptors in all urban areas in 1987. 

3.23 The number of private practitioners offering family planning may 
rise bE,cause of current efforts to encourage more doctors and midwives to 
offer I'P in private practice. Also, it is difficult to anticipate what 
will h,,>ppen to the supply costs to providers and fees charged to clients 
once the moderately priced "Blue Circle" contraceptives are introduced and 
the frE,e supplies cease. It is also unknown how the multi-media campaign 
will affect demand for private services. Thus far (mid-1988), the intense 
mass mE,dia campaign to introduce the "Blue Circle" program has created 
awarem,ss in varying degrees from city to city (highest in Jakarta, low in 
Surabaya and modest in Ujung-Pandang and Medan). 

Family Planning Training Programs for Private Midwives and Doctors 

3.24 BKKBN has attempted to expand the family planning service 
capability of private providers by working with IBI, 101, and POGI (the 
Indonesian professional associations for midwives, doctors, and OB-GYN 
specialists, respectively). Through these organizations, BKKBN (with 
financial assistance from USAID) has provided training, educational 
materials and equipment to member practitioners with private practices who 
wish tel offer more family planning services. In 1987, FP training was 
offered to doctors and midwives in 11 large cities to certify them as 
qualified to provide family planning services in private practice. A 
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subset of these providers was also iss~ed IUD kits. It is not clear 
whether certification requires having the Hproper equipment" (i.e., head 
lamp, gynecological table, etc.) for doing IUD insertions or merely an 
accepted number of cases or hours of practice. An evaluation of a training 
program for midwives revealed that only a small group of those trained 
provides FP services in their private practices. An attempt should be made 
to ascertain which applicants for FP training and for equipment are most 
likely to apply these resources and training in their private practices. 

Ouality of Service in Public Versus Commercial Sector 

3.25 The fact that most of the FP providers in private practice are also 
public sector emp~~yees suggests that public and commercial providers may 
have similar qualifications. It is possible, though, that there is a self 
selection into private practice, but this has not been studied. It is 
argued that private providers have hours that are more convenient, involve 
less waiting time, and give more time to clients than public sector 
providers. On the other hand, lack of proper equipment may have hindered 
some private practitioners from giving high quality medical care when 
providing family planning services. S At the present time, no organization 
is overseeing or regulating the quality of private clinical FP services. 

3.26 Further, some of the providers with part-time private practices are 
employed full-time in administrative capacities, so that they may actually 
have a more difficult time keeping their skills honed and up-to-date than 
public sector doctors. Additionally, if there is a correlation between 
frequent IUD insertions and safety, private providers with small practices 
could conceivably have worse safety records than their public sector 
counterparts. Another potential limitation of private providers offering 
only one or two contraceptive methods is the lack of incentives to refer 
clients who want a service not offered by them. In some cases, there might 
be more emphasis by private practitioners on resupply methods than is 
desirable. On the other hand, there are also potential quality 
disadvantages with public sector providers. According to Somarc (1987), 90 
percent of the pills purchased by BRRBN in 1986 were of a high-dose which 
suggest that a large majority of women using public FP services will be 
taking high-dose pills (a less desirable alternative on health grounds). 
This, to the extent it happens, is driven by supply and procurement 
considerations, intended to keep down costs. These apparent negative 
factors affecting the quality of FP services, both in the public and 
private sector, need to be sorted out in order to adopt programmatic and 
policy measures which encourage improvements. 

Commercial Sources of Contraceptives: Pharmacies and Retail Outlets 

3.27 Up to the present time, the 1,665 pharmacies --APOTIKS-- (of which 
869 are in urban areas) have not played a large role in providing 
contraceptive services in Indonesia. As discussed in an earlier section, 
an estimated .7 percent of rural and 4.5 percent of urban contraceptors 

Sane-handed IUD insertions have been done by individual providers who 
lack head lamps or proper gynecological tables. 
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obtained their contraceptives (almost exclusively pills and condoms) from 
pharmacies (NICPS, 1987). Data from 1983 suggest that there may be 
significant variations across cities in reliance on pharmacies. 

3.28 To date the only socially marketed contraceptive in Indonesia has 
been the Dua1ima condom. The Dua1ima mass media campaign publicized a 
moderately priced condom (currently 130 rupiah per condom compared to 
average commercial prices that are 2 to 3 times higher) available at a full 
range of retail outlets in seven of the major urban areas. After operating 
for twC) years, the Dualima condom had attained a market share of 30 percent 
and it is expected that by the fourth year, sales may produce sufficient 
revenue to meet operating costs. It does not appear that the existence of 
the Du.ilima condom has raised the share of contraceptors using condoms, but 
it is not clear how the non~subsidized commercial market for condoms has 
been affected by the introduction of this product. 

3.29 While BKKBN and ISFI (the Indonesian professional association for 
pharmaeists) have held training sessions for member pharmacists in several 
Indonesian cities in the last few years, relatively more emphasis has been 
placed on training doctors and midwives. The training for pharmacists has 
emphas:i.zed the side effects of contraceptives so that they can help clients 
recogn:lze and treat them. ISFI members have expressed a strong interest in 
obtain:lng point of purchase materials on side effects and on faDiily 
planning services more generally. In East Java. where pharmacists playa 
large :role in family planning (probably because the ties between ISFI and 
BKKBN .ne strongest in this region) they provide family planning 
inform,lition and are involved in motivation and referral of clients. It is 
not clt?ar how often pharmaCists get involved in those facets of family 
p1annil:l.g service provision in other areas of Indonesia. 

3.30 Condoms can be purchased at both apotiks and TOKO OBATS (small 
medici':l.e shops). 6 Historically, pills were only to be sold to women with 
prescriptions, at apotiks employing a registered pharmacist. In 1987, the 
pill W,lS moved to the G2 list, which entitled licensed apotiks to dispense 
pills to a woman who could produce proof of past purchase or who could 
demonstrate that she had seen a doctor. It is not clear how rigorously 
either one of these restrictions was enforced. Reportedly oral 
contra·::eptives have been sold at wholesale markets and TOKO OBATS. To the 
extent that the prescription requirement was observed in the past, a 
Janua~1 1989 DEPKES Decree (described in next section) regarding pharmacy 
sales of Blue Circle pills should reduce costs to users of oral 
contraceptives previously paying the provider a consultation fee, the pill 
supply costs, and subsequent fees for the required check-ups at three~month 
intervals. While it is too early to know the ramifications of the new 
DEPKES/BKKBN agreement, additional FP training of pharmacists and retailers 
at toko obats may be required (sales of oral contraceptives at toko obats 
is still illegal, but BKKBN is exploring this option with the DEPKES). 
Currently contraceptives account for only a small share of revenue at 
pharmacies (Somarc, 1987). The ultimate impact will depend on how 
successful the KBlue Circle" program is at attracting users from the public 
sector and on where pill users choose to go for resupply. 

6For policy and legal regulations, see next section. 
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Policy and Lelal Constraints Limitinl Commercial Services 

3.31 BKKBN and DEPKES recently came to an agreement that should remove 
some of the constraints that various laws have exerted over the growth of 
private sector FP services. The agreement said, in effect, that in the 
interest of attaining KB Mandiri, "nothing should interfere with the 
distribution of contraceptive supplies." A January 1989 DEPKES Decree 
permitted doctors and midwives (under the supervision of doctors) to stock 
and dispense Blue Circle oral contraceptives. No change was made regarding 
the sales of oral contraceptives at other retail outlets, besides licensed 
APOTIKS. In the past, there have been several legal constraints that may 
have inhibited private practice. Legally, neither doctors nor midwives 
have been allowed to stock, dispense or sell medicines thab are on the 
Ministry of Health's G List of prescribable drugs. The only previous 
exception had been doctors located far from pharmacies. This had limited 
distributors to selling oral contraceptives legally only to apotiks. IUDs, 
not on the G List, were classified differently and were not governed by 
this rule. In April of 1988, the DEPKES issued a Decree that permitted 
doctors and midwives (under the supervision of doctors) to dispense 
injectables. However, these legal restrictions may not have deterred many 
private practitioners from stocking oral contraceptives. The SRI study of 
private providers (SOMARC, 1987) found that a significant proportion of 
doctors and midwives sampled in four cities in 1987 had stocks of oral 
contraceptives. However, this study was conducted after the Jalur Swasta 
program of free legal supplies to providers had been initiated so that very 
little can be inferred about how often the prohibition on stocking had 
previously been observed by private doctors and midwives and whether it 
affected their willingness to provide family planning services. 

Commercial Contraceptive Commodity Levels and Prices7 

3.32 Many arguments have been proposed to explain why the commercial 
market for contraceptives has remained small in Indonesia. In preparation 
for the social marketing of contraceptives many of these issues have been 
laid out (SOMARC 1987). The main reasons given for the current pattern 
are: the success of the public program; the preponderance of free supplies 
leaking or officially flowing from the public sector; the constraints 
imposed by laws governing the Delling, stocking, prescribing and dispensing 
of oral contraceptives; and other disincentives on private investments in 
the commercial market, including value added taxes that apply at two stages 
in the distribution chain and prohibition of consumer advertising of 
ethical pharmaceutical products. Other factors may include low income 
levels and the fact that the large majority of the Indonesian population is 
rural. 

3.33 According to industry records summarized in SOMARC (1987, Part II), 
1.35 million pill cycles, 200,000 vials of injectables, and 24,000 IUDs 

7Implications of prices and the cost of contraceptives for the public 
sector are discussed in Chapter 5. 
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were sold in the commercial market in 1986. This translates into 
commercial sales for around 200,000 contraceptors (assuming that IUDs are 
inserted for an average of 3 years) which constitutes roughly only 2 
percent of 12.6 million users estimated for 1986 (mission estimates, 1988). 
These figures serve to re-emphasize the large role that free contraceptive 
products from the public sector play in meeting the contraceptive needs of 
Indonesians, even in the private sector. The implication is that even if 
20 percel1t were obtaining FP from private sources in 1986, significantly 
fewer were paying commercial prices for commodities. 

3.34 Retail prices for a cycle of commercial oral contraceptives and a 
vial of injectables are in the 2,500 to 3,500 rupiah range. This 
represents an annual commodity cost of 39,000 rupiahs for pills and 12,000 
rupiahs for injectables. These retail prices are high compared to those in 
other South East Asian countries (SOMARC, 1987) because of extraordinarily 
high mark-ups by manufacturers, distributors and retailers, as well as 
value-added taxes. While manufacturing firms sell oral contraceptives to 
BKKBN at between 250 to 350 rupiah per cycle (much of the oral 
contrace:~tive production takes place in Indonesia, which reduces costs), 
the same products sell for roughly ten times more on the commercial market. 
It is clear that manufacturers can sell products in bulk at discounted 
prices to BKKBN; still, the mark-ups made by distributors, wholesalers and 
retailers amount to almost double the price charged by the manufacturer at 
the first stage in the distribution chain. 

3.35 TIle socially marketed products under the "Blue Circle" logo launched 
by the end of 1988 are expected to have retail prices that are about one 
half their current commercial prices. These retail prices are sufficient 
to cover production, packaging and distribution ~ include a payment to 
the marketing firm to defray some of the market research and advertising 
expenses. The Blue Circle pill (Schering's Microgynon) has a retail price 
of 1,500 rupiah, and for the "Blue Circle" injectable (UpJohn's Depo 
Provera) and the ttBlue Circle" IUD (Kimia Farma's Copper T), the retail 
prices will be 1,810 rupiah and 1,500 rupiah respectively. Some have 
argued that these prices are still too high to capture a large share of 
users ftom the public sector, but in the absence of information on the 
price (and income) elasticity of demand, it is not clear a priori what the 
impact of these or lower prices would be on share of users in the 
commercial sector or on revenue to manufacturers. From the point of view 
of the commercial firms, the key to the success of the social marketing 
effort "'ill hinge on the extent to which the free contraceptive supplies 
continue to find their way to private providers. 

Subsidization of Private Midwives and Doctors 

3.36 Since most of the providers who have private practices are also 
employed by the public sector, many have access to the free contraceptives 
supplied by the national family planning program. In some health clinics, 
doctors and midwives have even been allowed to take supplies because of 
difficulties experienced by the public program in meeting contraceptive 
targets (SRI, 1981). 



3.37 In early 1987, BKKBN formalized the free supply of contraceptives to 
private providers through the Jalur Swasta program, which involved the 
donation of contraceptive supplies to private providers. The delivery of 
contraceptives to providers was done either through the professional 
associations or directly by BKKBN or public health clinic. The 
subsidization was aimed at creating incentives for private practitioners to 
supply family planning services thereby shifting some of the public sector 
users over to the private sector. The Jalur Swasta program is not expected 
to continue once the "Blue Circle" social marketing program is implemented. 

3.38 Private FP providers have also been subsidized in other ways. 
Many conduct their private practice after working hours, at a public or NGO 
clinic--not usually at the same clinic where they are employed full time. 
However, the proportion of professionals who use public facilities in this 
way is not known. By making use of the clinic's equipment and supplies, 
private providers avoid investments. Reportedly, it can be very difficult 
to obtain loans to purchase medical equipment to set up private practice. 
Additional subsidies to private providers have been in the form of IEC 
materials, equipment (gynecological beds, head lamps, IUD kits, etc.), and 
training courses on family planning service provision offered free of 
charge by BKKBN. 

Constraints and Problems on Growth of Private FP Practice 

3.39 In this section, constraints to private growth are presented and 
analyzed in an effort to identify areas that need attention in program 
planning and to help focus the future expansion of private efforts on 
realistic targets. It is evident that BKKBN'sgoal of a larger involvement 
of the private sector in FP is very appropriate given the current small 
private participation and the untapped capacity of substantial numbers of 
family planning acceptors to pay for services. On the other hand, only by 
recognizing the existing constraints, will it be possible to fully tap that 
potential and realize the extent of the need for a continued large public 
program. 

3.40 Among the constraints to private sector family planning practice, 
factors frequently mentioned are: a lack of capital to start up private 
practice; restrictions of full-time private practice; lack of proper 
equipment: and BKKBN reporting requirements which can be burdensome. 
Private practice licencing requirements, which in urban areas are 
complicated and imply long waiting periods, is another constraint. Also, 
providers in private practice have complained that family planning field 
workers will not refer prospective clients to their practices. This 
reluctance may be linked to past emphasis on family planning field workers 
achieving high contraceptive prevalence through the public sector. A USAID 
supported project in Bandung by the University Research Corporation is 
experimenting with using field workers to refer potential users to private 
sector providers. In return, the field worker would be given a share of 
the revenues generated by the referred clients. Fieldworkers in some areas 
of Indonesia are supplied with addresses and services of private providers 
and are encouraged to send appropriate acceptors to the private sector. It 
will be useful to study the impact of these projects on the use of private 
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providers and to examine how generalizable the arrangements are to other 
parts of Indonesia. 

3.41 Two major concerns have been raised about rapid growth in the number 
of contraceptors obtaining services from the commercial sector; the absence 
of a system of quality control in the provision of clinical methods and 
implications of shifting subsidies from clients to private providers. 
PKMI, the Indonesian Association for Secure Contraception, with funding 
from USAID and other sources, has been upgrading facilities and providing 
medical training for the purpose of raising the quality (and quantity) of 
public and private sterilization services provided in Indonesia. A 
supervi.sion system for quality assurance is being set up to monitor the 
number of sterilizations performed and the morbidity and mortality 
statistics of different facilities and providers. It has been suggested 
that a more comprehensive monitoring system, built on the quality assurance 
system developed for sterilizations, be established to maintain high 
standards in the provision of other clinical methods like the IUD and 
implant. However, the logistical problems associated with a broader 
monitoI'ing of clinical family planning services will be far greater than 
those associated with monitoring sterilization alone. In 1987, 
sterilizations were performed in 2,500 facilities, while there are many 
times that number of doctors and midwives who provide private clinical FP 
services. Nevertheless, it will become increasingly important for an 
Indones,ian organization to take responsibility for monitoring the standards 
and practices of commercial providers if more and more users obtain 
clinical services from them. 

3.42 The second potential problem has to do with the equity implications 
of conferring subsidies onto private providers. Although the Government 
program proposes to cease subsidization of contraceptive supplies to 
commercial providers once the "Blue Circle" social marketing products are 
launched and this should reduce one important form of subsidization--i.e., 
commodities--the donation of free equipment and office space, financial 
support: for the social marketing media campaign, and other forms of 
subsidlzation will continue, to the direct benefit of providers. Unless 
these private providers pass along their savings, government subsidies may 
not be reduced but merely shifted from commodities to infrastructure. In 
additicln, this may represent a redistribution of resources toward 
relatively better off members of the community, at least to some extent. 
The de!~ree of pressure (social and otherwise) exerted on users of public 
serviCE!s to shift toward private providers and the competition among 
private providers for family planning users will affect how much of the 
subsidy gets passed along to private sector clients. This issue should be 
followed closely once the campaign is underway. 

E. Family Planning Services in the Organized Sector 

3.43 An estimated 13 million persons are employed in the industrial 
sector (UNFPA, 1988) inclUding about 5 million married persons of 
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reproductive age. S Assuming that the contraceptive prevalence rate among 
this group is 50 percent and that 35 percent obtain services from the 
public sector, an estimated 1.6 million of these organized sector couples 
resort to private FP services, and of these, 500,000 go to work-based 
clinics. These estimates imply that in 1987 mo more that 3.7 percent of 
family planning acceptors were getting services for employment-based 
clinics (details on FP in the organized sector and basis for estimates are 
given in Annex 3). While the Ministry of Manpower requires that all 
Indonesian plantations and factories with more than 75 employees have a 
health clinic on site, family planning services need not be provided and 
the service hours and availability of a doctor vary from clinic to clinic. 
In the 1970s. the lLO, together with the Ministry of Manpower, supported 
educational FP activities. More recently, FPIA, USAID's Enterprise 
Project, and the UNFPA have been supporting projects designed to increase 
family planning services to workers in the organized sector. None of the 
employment-based programs for which data are available involve an employee 
fee for family planning services. Many employment-based clinics receive 
contraceptives from BKKBN. BKKBN has also given training to medical and 
paramedical staff in IUD insertion and sterilization techniques. 

3.44 In 1984, a joint decree was issued by the Ministry of Manpower, 
BKKBN, APINDO, the employer's organization, and SPSI--the major workers' 
organization--stating their commitment to "enhance the implementation of 
the family planning program amongst workers in the organized sector. 
Since the 1984 decree, efforts to increase availability of family planning 
services to workers in the organized sector have accelerated. In 1986, 
with major funding from the UNFPA, the Ministry of Manpower together with 
BKKBN undertook a five year project which is probably the largest single 
family planning project in the organized sector to date. It involves 
training of motivators and medical personnel, development of IEC materials, 
and support for on-site clinical family planning services at 1,200 
"industrial establishments" in DKI Jakarta, Central, West and East Java and 
North Sumatra. These firms employ, on average, 1,000 employees, so that 
the project covers about. 1.2 million employees. 

3.45 While FP employment-based programs may be based on a good principle 
of employer concern to provide a social service to employees, the way these 
services are provided is increasingly being addressed in Indonesia through 
special studies and pilot projects, in order to ensure cost-effectiveness. 
A private hospital in Jakarta, Atma Jaya, has offered three types of family 
planning and health packages to firms in its catchment ares that either 
supplement employment-based clinics or substitute for them. Cost-benefit 
calculations for factories demonstrate that total projected savings from 
foregone births would exceed total expenditures for FP services after the 
program has been operating for four years. It is difficult to generalize 
about employment-based FP clinics because of the diversity of arrangements 
and the lack of baseline data. However, on the basis of reported 
observations it is reasonable to recommend that BKKBN and donors should 
consider the quality and cost-benefits of the full range of possible 
arrangements before making investments in these types of services. Also, 

aSased on a 1984 Ministry of Manpower study, about 40 percent of the 
employees were married. 
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the implications of the government or donors subsidizing family planning 
services to this group of Indonesians who have higher incomes relative to 
the average, is difficult to justify in the light of resource constraints. 

F. The NGO Sector9 

3.46 NGOs have a long history of active involvement in family planning in 
Indonesia. They were actually involved in providing family planning 
services before the Indonesian government formulated a public population 
program and have pioneered many initiatives. In the sixties, when the 
Indonesian government had taken a pronatalist stance with respect to 
fertility and was not providing family planning services through the public 
health system, NGOs were one of the few sources of such services. However, 
as in many family planning programs in other countries, the role of NGOs 
changed after the public program took off. At present, all the family 
planning NGOs in Indonesia work in conjunction with BKKBN as implementing 
units. Furthermore, almost all receive funding and free supplies from 
BKKBN and international donors. Representatives of two of the largest NGOs 
estimate that fees for family planning services cover only 2S percent of 
operating costs. Estimates of the NGO share of family planning acceptors 
for Ind()nesia range from close to 1 percent (Bair, 1987) to 10 percent 
(USAID "Population and Health Strategic Plann 

). Information by the 
Jakarta··based NGOs suggests that they account for far less than S percent 
of family planning acceptors. None of the NGOs interviewed by the mission 
is anti(:ipating a rapid growth in service capability in the coming years. 
(A detailed description of the major FP NGOs in Indonesia is presented in 
Annex 3. also tables 3.7 and 3.8 show data on NGOs). 

3.47 Unfortunately, there is no comprehensive baseline data on the 
location, family planning services, costs, fees, and revenue sources of 
Indonesian NGOs. None of the household surveys done in Indonesia contains 
a separ,lte break-out for family planning clients obtaining services from 
NGO clinics. Most of the information used for this analysis is derived 
from in't:erviews with NGO representatives and from published reports 
(including Morgan, 1987, Lubis, 1986, Ministry of Population and 
Envirorunent, 1985 and Widyastuti, 1987). While NGOs within Indonesia are 
involved in other aspects of family planning (research, management training 
etc.). ·the NGOs that provide family planning services will be the focus of 
this se,::tion. Professional associations such as 101. IBI. and ISFI that 
work with BKKBN. which are commonly referred to as NGOs, are not directly 
involved in service provision, but they coordinate training activities, set 
medical practice standards, licensing requirements and renewal poliCies. 
Their role was discussed in two prior sections--KB Mandiri and commercial 
sector constraints. 

9In the Indonesian context, NGOs prefer to be referred to as Lembaga 
Pengembangan Swadaya Masyarakat (LPSM) which roughly means Community Self
Reliance Development. While acknowledging this fact, in this report, the term 
NGO will be used for international uniformity and because it has a broader 
connotation. 

.. 



48 


3.48 Reasons aiven by clients for choosina NGO clinics are often linked 

to the perceived high quality of service, trust in services from a clinic 

with a religious affiliation, and the strong efforts made to meet 

individual client needs. While there seems to be a perception that 

Indonesian NGOs are serving the poor, at least for one NGO, the little 

information that is available on their clientele suggests that the average 

education level of their clients may actually be higher than that of 

clients served in the public sector. The family planning fees charged by 

NGOs appear to be lower than those charged by private practitioners. Most 

of the NGOs seem to charge fees to clients, even if they are only nominal 

fees to low income clients, but there appears to be a great deal of 

diversity in the fees charged. 


Constraints on NCO Growth and Policy Considerations 

3.49 This discussion on large Indonesian family planning NGOs serves to 
emphasize the need for a broader, comprehensive study of the costs, 
revenues sources and service levels of NGO clinics and hospitals throughout 
Indonesia. One particularly noticeable gap is in baseline data for the 
family planning services offered through the Islamic health systems 
(although a planned study of one of the Islamic health networks may remedy 
this.) While there is no national e~timate of the number of family 
planning acceptors receiving family planning services from NGOs, given that 
the two largest NGOs together account for less than 1 percent of acceptors, 
it is unlikely that NGOs serve any more than 3 or 4 percent of 
contraceptors altogether. The evidence on the role played by FP NGOs in 
other countries is quite mixed (Lewis and Kenney, 1988). Of the 11 
countries with contraceptive prevalence rates in the 40 to 65 percent 
range, the NGO share of contraceptive users varied from less than 1 percent 
in Thailand .and 3 percent in Sri Lanka, to 46-48 percent in Liberia and 
Zimbabwe. 

3.50 The single largest constraint on the rapid expansion of NGOs in 
Indonesia appears to be their dependence on significant amounts of funding 
from external sources to meet operating costs, let alone to cover new 
investments in equipment and buildings. Also, in spite of lower fees than 
private practitioners, NGOs may not be competitive when sharing a catchment 
area with the latter. Key issues facing family planning NGOs are how 
viable they are in the face of declining financial support, how much they 
can grow in a short period of time, and how their role should be defined 
vis~a-vis BIXIN and the public family planning program. 

3.51 Complaints about the burdensome reimbursement and payment systems 
abound for NCOs receiving funding through government ministries (Korgan, 
1987). A current USAID project involves streamlining these procedures for 
grants issued through BKKBN. Some have advocated that NGOs be directly 
funded by donors to avoid bureaucratic delays and to ensure that the 
earmarked funds reach the intended recipient intact. Other projects are 
geared toward increasing the planrling and financial management capacity of 
NGOs. According to Korgan (1987), the family planning NGOs require 
"assistance in management, fiscal operations, goal setting, grant seeking, 
and social marketing.
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3.52 Further, none of the NGOs interviewed seem to know how different fee 
structures would affect utilization levels or revenues. In addition to 
seeking additional outside funding support, Indonesian NGOs should examine 
alternate fee structures and consider fee increases for certain methods 
combined with means testing. Cross-subsidization of sterilizations is 
already going on in some NGO hospitals (PKMI, 1988) where higher income 
patients are reportedly being charged more than the unit cost, while 
charges for lower income patients are lower. At another NGO hospital 
studied, for every five sterilizations performed for full paying patients, 
one sterilization is performed free of charge. This type of strategy, or a 
modified version of it, could help NGOs maximize overall service provision 
while serving the poor, in view of budget constraints. 

3.53 NGOs feel that they could expand service levels, given current 
facilities, if they could use their own fieldworkers to recruit users and 
if BKKBN fieldworkers would refer clients to them. Most expressed the hope 
that they would continue to receive free contraceptive supplies from BKKBN. 
The NGOs seem to consistently pass along savings from donated supplies in 
the form of lower fees to clients. The need for subsidized contraceptives 
seems to vary, depending on clientele and sources of funding. When devising 
policies geared at stimulating expansion of NGO services, the strategies 
should depend on the target group for services. Construction of YKB-like 
self-supporting clinics aimed at middle and lower middle income clients in 
other cities, in addition to Jakarta, would require investment and start-up 
funds. But if clinic location is selected carefully, keeping in mind the 
income levels of the catchment population and the competing sources of 
supply, funding could be phased out after a few years of operation. 

3.54 Meeting the family planning needs of the poor is one of BKKBN's 
priority areas. However, before assigning that role to NGOs, attention has 
to be given to the socio-economic status of NGO clients, NGO fee structures 
and extent of means testing, and funding sources. If NGOs are expected to 
expand services to the poor, they will need a higher level of ongoing 
financia.l support. Further, if BKKBN is considering using NGOs to expand 
service.s through a reimbursement mechanism (Morgan recommended that the 
reimbursement system used by the state of California be adapted for use in 
Indonesi.a), studies on the quality and cost-effectiveness of service 
provisic1n through alternative providers (NGO, commercial and public) should 
be studled in depth. 

G. Conclusions on Private Sector FP Role 

3.55 As discussed above, uncertainties in funding coupled with 
Indones:La's goal of rising contraceptive prevalence among increasingly 
larger groups of eligible women has placed greater emphasis on the role 
that the private sector can and should play in family planning. In the 
last tW4' years. there were discussions in Indonesia on the possibility of 
decreastng the share of contraceptors using public sector sources from an 
estimated 80 percent at present, to 50 percent in 1994 and 20 percent in 
the year 2000, although no targets have been included in the Fifth Plan. 
While potentially desirable, these targets confront challenges and 
limitations that are discussed below. 
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The KB Mand!r! Stratesx 

3.56 In the last two years BKKBN has embraced a policy of KB Mand!ri (or 
self-reliance) in family planning. The implications of this concept are 
currently evolving and have been only partly operationalized; the private 
sector focus is in urban areas and particularly in the 11 largest cities. 
This program has the following components: training programs, supplies and 
equipment for doctors and midwives; a multi-media "Blue Circle" campaign 
aimed at making acceptors aware of private services; introduction of 
socially marketed pills under the "Blue Circle" logo at half the commercial 
price and a separate later launching of "Blue Circle" condoms, implants and 
spermicides; management conSUlting and technical assistance for NGOs; and 
support to the "organized sector" (plantations, factories, business). The 
goal of a greater involvement of private doctors, midwives, clinics 
hospitals and pharmacists in family planning seems very appropriate given 
the current small private share of users, the growing size of the urban 
population, and the untapped capacity and willingness of a large part of 
acceptors to pay for the services. However, this and other analyses 
concluded that the prospects are poor for high private sector growth 
outside of urban areas. Reasons given are unaffordability by a substantial 
number of villagers, few private doctors and midwives, and concentration of 
private, NGO and employment based health facilities in urban areas. Given 
the difficulties in achieving high growth of the private sector in rural 
areas, even with extraordinary increases in urban contraceptors in the 
private sector, a target of 50 percent for 1994 would be beyond reach. 

3.57 At present, a 20 percent share by these providers should be viewed 
as a high-limit estimate. Assuming that the private share is three times 
higher in urban areas, the implied proportions of acceptors served by the 
private sector in urban areas is 40 percent and in rural. 12 percent. In 
order to test the feasibility of the targets, projections of possible 
private sector growth to 1994 were made taking into account that the 
proportion of Indonesians living in urban areas is expected to increase 
from 25 percent in 1988, to 32 percent in 1994. Even with that rapid rate 
of urbanization and assuming a doubling of the private sector share in 
urban areas, the overall nationwide family planning private sector share in 
1994 could be 36 percent. Another projection assuming a 50 percent 
increase of private share in rural areas combined with a doubling in urban 
areas, would increase the overall private share proportion to 41 percent. 
Even these lower targets would entail a huge growth in private sector 
activity (a doubling for urhan areas implies that, in 1994, 80 percent of 
the family planning services in urban areas of Indonesia would be offered 
by the private sector for a fee). To attain 50 percent private sector 
participation in 1994, the urban private sector share would have to reach 
almost 100 percent and in rural areas, it would have to double. As 
mentioned, the 50 percent target for private share in family planning in 
1994 is beyond reach because there are limits to the expansion of the pool 
of private providers, NGOs are not prepared to extend their service 
capacity to any substantial degree, and the employment based services are 
likely to mainly draw users away from other private sources. A national 
share of 30 percent constitutes a more realistic expectation for 1994 (it 
is also in line with commercial sales levels projected by contraceptive 
manufacturers). It would be achieved through a 50 percent growth in the 
urban private share and a 25 percent growth in the rural private share. 
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Factors Influencing the Success of the wBlue Circle" Program 

3.58 Concerning private sector growth, "Blue Circle" program is being 
counted on to attract the largest share of users into the private sector. 
However, the retail prices that are planned for the socially marketed 
products, in combination with the reported service charges of commercial 
providers, are not likely to attract clients with low incomes (an estimated 
40 percent of the population in urban areas belongs to this income group). 
On the other hand, for middle and higher income groups, the price of the 
socially marketed contraceptives (half the commercial prices) may be 
attractive. The success of socially marketed contraceptives will depend on 
the interaction of the supply of and the demand for privately offered 
services. Another factor that will influence the increase of family 
planning clients in the private sector is the removal of restrictions to 
health providers' growth (e.g., laws governing full-time private practice. 
lack of initial capital for facilities and equipment). To the extent that 
an increase in the number of private providers generates a higher level of 
competition among them, service charges may decline. Also, the extent to 
which consumers are attracted to the "Blue Circle w products in place of the 
fully subsidized services of the public sector. the demand for private 
services will increase. The multi-media campaign is trying to encourage 
households to take more financial responsibility at the same time that it 
advertises private services as being of higher quality and cheaper than 
previously. Because desired fertility levels in Indonesia are low. there 
may be a willingness on the part of many households to pay private sector 
prices. However, with free services still available in the public sector, 
it is not known whether clients will easily switch. It is recommended that 
testin8 of various forms of subsidies in combination with free services for 
those lI!i'ho cannot afford to pay, continue to be carried out in selected 
locaticns, in order to determine optimal schemes. 

FinancIng of Clinical Methods, Quality of Care and Efficiency 

3.S9BKKBN has established two goals which may be in mutual competition: 
to incI'ease the private sector share for family planning and to seek 
greatet' reliance on more effective contraceptive methods. The most 
effective methods --IUD, implants and sterilization -- have substantial 
service charges when provider by private practitioners. Financing 
mechanisms may be needed, including deferred payments, to facilitate 
affordability. Pilot projects with alternative financing schemes would 
provide valuable information on whether deferred payment leads to 
substitution of more effective methods and how the schemes could be 
operat:.onalized. 

3.60 With the commercial sector assuming greater importance in the 
provision of family planning se.cvices, attention must be paid to the 
standal:'ds of clinical care and the service protocols followed by commercial 
providers. The health professional organizations could exercise a quality 
control role among private providers. Also, some private providers have 
raised the need for some form of limitation on liability. 
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The Organized Sector 

3.61 While it is desirable to increase the access of factory, business 
and plantation workers to family planning, several issues remain to be 
addressed. Industrial workers have similar contraceptive prevalence levels 
to the national average, implying that their access to family planning 
services is not very different from that of the population at large. The 
efficiency of some employment-based clinics have been called into question 
due to the low number of clients. Alternatives for improving this 
situation include: use of those clinics to provide services to employees of 
other firms as well or to the public living in surrounding areas (fees or 
other direct compensation should be considered in both cases); and, in the 
case of very inefficient clinics, other options for providing family 
planning services to employees should be examined (such as reimbursing 
employees who obtain services from NGO or private providers). 

NGOs' Roles, Program Needs of the Poor and Subsidization of Client 
Subgroups 

3.62 One program area requiring further attention and study is the family 
planning service provision to low-income households (including those in 
urban areas) which need almost full subsidization. At present, BKKBN 
contemplates both NGOs and the public health sector serving the low income 
segments of the population, since the commercial sector and employment
based programs by virtue of their fees are unlikely to serve those low
income groups. Public clinics present a problem for the poor household 
where both spouses work, because of the short and early clinic hours. 
Also, family planning fieldworkers are few in low income neighborhoods of 
urban areas. 

3.63 If some NGOs are expected to serve an increasing share of low income 
FP users they could cross-subsidize them from clinics in higher income 
neighborhoods which could function at a profit. However, for these 
operations to increase to any significant degree NGOs would need 
institutional development assistance leading to innovative and efficient 
operation. Additional financial assistance for these purposes would be 
needed from BKKBN and donors. Other NGOs may prefer to continue working in 
family planning exclusively on a full cost recovery basis, by serving 
middle income groups which can afford to pay fees for services. BKKBN would 
need to explore actively with the NGO community the kinds of roles that 
NGOs are prepared to play in family planning and the resources needed (both 
financial and technical). This approach would also require changes and 
strengthening within BKKBN in order to initiate, monitor and support NGO 
activities. 

Subsidization Issues 

3.64 Currently, BKKBN and donors are providing direct subsidies to 
commercial doctors and midwives. In addition, both NGO and employment
based clinics have traditionally received free contraceptive supplies. 
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While it is not clear how long these subsidies will continue, the concept 
of KB Mandiri seems to have an equity dimension. in that those who are 
better-off are expected to be -more self sufficient W in meeting their 
family planning needs. On equity grounds, it would be desirable to examine 
ways of shifting subsidies benefiting middle and higher income groups, to 
lower income groups (particularly those living in urban slums and 
transmigrants). 

Savings to BKKBN from Private Sector Growth 

3.65 The savings that are most often predicted are in contraceptive 
commodities. However, even with a high growth rate in the private sector, 
the extent to which BKKBN contraceptives continue to find their way to 
private providers (either through donations or leakages) will reduce those 
expected savings. The high stocks of contraceptives, especially IU~'s, 
currently held by BKKBN, suggest that significant overflows may occur as 
they have in the past. 

3.66 One often mentioned deterrent to private sector growth that has 
ramifications for BKKBN expenditures is the reluctance of BKKBN 
fieldworkers to refer acceptors to private providers. In one pilot 
project, such referrals are compensated through a salary supplement from 
private providers. If this experience could be generalized and 
institutionalized. private providers could help to defray the salaries of 
f ieldworllCers. and BKKBN could experience savings in total salary 
expenditures. 

3.67 ~lile this chapter has focused on the use of the private sector for 
services, there are other areas in which BKKBN could explore possibilities 
of private sector participation. One such area is logistics on the basis 
of relative efficiency. quality and flexibility of public versus private 
involvement. 
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IV. THE FAMILY PLANNING PROGRAM: ORGANIZATION AND PERFORMANCE 


A. Introduction 

4.1 This chapter presents a description of Indonesia's family planning 
program, particularly focussing on its organizational and managerial 
characteristics and on the process which will be required to make changes in 
response to the need to step up private and public FP program efforts. The 
review does not touch on programmatic aspects of information, education and 
communication (IEC), a well developed area of Indonesia's family planning 
program which has been the object of recent comprehensive technical reviews, 
(Population Communications Services (1986» nor does it address 
clinical/medical aspects of family planning services, which should be looked 
into separately for effective assessment. In connection with project 
supervision and preparation for possible financing, specific reviews on these 
two technical subjects will be undertaken by the Bank shortly. This section 
describes the organizations participating in the program with the National 
Family Planning Coordinating Board (BKKBN); the Ministry of Health (DEPKES), 

• 	 the main institution delivering family planning services, is highlighted among 
the implementing agencies. This chapter also gives an overview of program 
activities, reviews BKKBN's management system starting with planning and 
coordination functions, presenting supervision, monitoring and research 
structures and practices, manpower planning, logistics and manpower 
development. The section on conclusions presents a series of recommendations 
in the light of expected changes in program strategy and contraceptive 
practice goals. . 

4.2 Prior to 1967, with a pro-natalist policy on the part of Government, 
family planning info~ation and services were provided principally by the 
Indonesian Planned Parenthood Association (IPPA). Because of the prevailing 
political climate, family planning services were available only selectively 
and resupply was unreliable. In 1967, the IPPA Congress recommended to 
Government the establishment of a national family planning program. In that 
same year, President Soeharto signed the World Leaders Declaration on 
Population, in effect pledging his political commitment to the concept of a 
national family planning program. In response, a Government commission was 
formed in 1968 to consider the possibility of elevating IPPA's family planning 
activities into a national program which would have government support. The 
result was the establishment in October, 1968 of the National Institute for 
Family Planning (LKBN), a semi-governmental agency charged with making family 
planning information and services more widely available by utilizing 
government service delivery channels, especially the hospital and clinic 
network (BKKBN, Jan. 1986). Although as a semi-governmental institute LKBN 
lacked the power to coordinate adequately a national family planning program, 
it could set national goals. These goals were: institutionalize the small, 
happy, and prosperous family norm in Indonesia and achieve a SO percent 
reduction of the 1971 crude birth rate by 1990, i.e., a reduction from 44-46 
to 22-23 births per thousand. 
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4.3 The social welfare goal meant that the program was viewed as more 
than just contraceptive service delivery and should therefore be integrated 
into the programs of other government departments (e.g., Health, Agriculture, 
Information, Education) and into community activities of non-governmental 
organizations. The result was the formation of BKKBN in 1970 as a non
departmental or non-ministerial body reporting directly to the President and 
responsible for coordinating implementation of family planning activities. 
The DEPKE:S was made responsible for delivery of family planning as part of 
their regular health services. 

B. Past Program Efforts 

4.4 During BKKBN's first phase, 1970 to 1973, coinciding roughly with 
the Government's first five year plan (1969-73), a clinic based family 
planning program was initiated as part of DEPKES's maternal and child health 
(MeH) prclgram in the six provinces of Java and Bali, where population 
densitieE; were high and infrastructure was more developed. During this 
period, 2:,200 clinics were built and 6,800 field workers were recruited. 
BKKBN hac! its first reorganization when in 1972 its planning and management 
capabilit.ies were strengthened by the addition of three bureaus: Planning, 
SupervisIon, and Field Program Management. During the second plan period. 
1974-79, the program was extended to 10 additional provinces in other islands 
(called Other Islands I) and village contraceptive distribution centers were 
established in Java and BalLI There was also a second reorganization of 
BKKBN designed to decentralize and integrate the program with other 
developmEmt activities. Governors and mayors became responsible for local . 
coordination and the active participation of village leaders, heads of 
households and acceptors was organized. In the third plan period, 1979-84, 
the remaining provinces were added to the program (called Other Islands II) 
and BKKBN family planning coordinators were added to the program's 
administl:ative structure at the regency or district level. 2 There was also an 
increase in the number of organizational units.at both headquarters and field 
levels. The fourth Plan Period, 1984-89, saw an expansion of BKKBN's program 
activitil!s within provinces and increased activity in newly settled and 
transmigl:ation areas. In 1984, BKKBN and DEPKES reached agreement to launch a 
program of integrated health and family planning services at the village level 
(called POSYANDUS). In 1966. BKKBN's strategy vis-a-vis contraceptive 
practice began to shift from strong government involvement to promotion of 
individual responsibility and encouragement of greater participation by the 
private sector. 

10ther Islands I include the provinces of Aceh. North Sumatra. South 
Sumatra, West Sumatra, Lampung, West Kalimantan. South Kalimantan. South 
Sulawesi, North Sulawesi. and West Nusa Tenggara. 

ZOther Islands II include the provinces of Riau, Jami. Maluku. Bengkulu, 
East Kalimantan, Central Kalimantan, Central Sulawesi, Southeast Sulawesi, 
East Nusa Tenggara, East Timor, and Irian Jaya. 

http:units.at
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C. Program Objectives, Guidelines and Strategy 

4.5 The Indonesian family planning program has three broad objectives: 
(a) to expand contraceptive coverage in accordance with Government targets; 
(b) to promote continued use of contraception; and (c) to institutionalize 
family planning and the small family norm concepts by shifting responsibility 
for decisions about practicing family planning to the individual, the family 
and the community. 

4.6 The family planning program follows five guidelines (Panca Karya). 
Women under 30 years of age should have a maximum of two children and their 
first delivery should occur after age twenty. Women over 30 and those with 
three or more children should have no more children; they should get the most 
effective method of fertility control available. Teenagers should be 
encouraged to postpone marriage and their first pregnancy by being presented 
with activities that provide alternatives to marriage. In areas with high 
coverage of contraceptive use, programs should be introduced to ~prove the 
economic well being of the community, including income generating activities. 
Lastly, family planning motivation should be strengthened by improving old age 
security for couples. 

4.7 Nine important elements of program strategy can be identified in the 
Indonesian family planning program: (a) integration of an array of government, 
non-government, private and community agencies under principles concurrent 
with point b.; (b) a strong policy of decentralizing responsibility and 
authority; (c) commitment at every level of the program to meeting targets; 
(d) provision of FP services combined with medical back-up; (e) BKKBN 
cooperation with OEPKES in health services broader than FP (e.g., posyandus) 
in order to improve FP outreach; (f) development of a climate of community 
support for FP, through the cooperation of community and religious leaders; 
(g) support for activities which raise women's social and economic status; (h) 
emphasis on reaching the rapidly increasing number of youths; and (i) 
encouragement of KB Mandiri (or ·self-reliance·), the newest element of the 
strategy which involves the private sector. 

O. Participating Organizations in Family Planning 

4.8 The Ministry of Population and Environment (KLH) was established in 
1983 and it is responsible for population policy formulation and coordination 
in population policy related matters, as a complement to BKKBN's role as 
coordinating and policy formulating agency for family planning. Population 
policy is a broader concept than family planning and includes all demographic 
variables -- not only fertility -- and analysis and regulation of all factors 
affecting fertility and population growth -- not only contraception. KLH's 
specific objectives include institutional development of research capacity in 
the field of demography in Indonesian universities. KLH has been made 
responsible for providing coordination for population study centers which are 
being established in universities. This organization is also supposed to give 
assistance to NGOs to improve their capabilities to undertake population 
related activities, In practice, the population section of KLH is a small 

• 
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office supported by consultants and it has limited capacity to fulfill these 
functions. In fact, population policy in Indonesia evolves directly from the 
Presidential level; ministries and other government institutions adopt and 
implement those policies in the context of their respective development 
efforts. Thus, population and family planning are generally fairly well 
integrated in a diversity of national programs and activities. However, 
without frequent reinforcement of the commitment by the highest levels of 
Government and proper monitoring (in family planning) by BKKBN it would not 
have been possible to maintain the present level of program performance. 

4.9 According to Presidential Decree Number 64 of 1983, BKKBN's current 
organization and functions are set forth as a non-departmental government 
institution directly responsible to the President, with functions which 
include formulating general policy for the national family planning program 
and coordinating and supervising its planning and implementation. Activities, 
however" are generally carried out by "implementing units· comprising relevant 
government departments, agencies and community organizations. BKKBN's 
coordinating function is facilitated by its strong reporting position and 
authori:~ed access of the Chairman to ministers, as well as by the firm follo~
up of agreements with various agencies on program implementation. 3 While the 
provincial and regency offices have organizations quite similar to that of 
central level, BKKBN has no organization infrastructure at the subdistrict 
level. However, BKKBN does have a family planning field worker supervisor 
based at the health center (PUSKESMAS), who oversees four to six family 
planning field workers, each in turn covering from 3 to 8 villages. 

E. Implementing Units 

4.10 Implementing units for the national family planning program fall 
into three main categories: governmental. non-governmental, and private units. 
In this chapter, only the government implementing units are described, 
highlighting particularly BKKBN and the DEPKES; chapter 3 discusses the role 
of the private sector. 

4.11 BKKBN: In addition to its planning. coordinating and monitoring 
roles. BKKBN has important implementation functions which are carried out 
principally by family planning field workers and their supervisors. The 
functions include: supervising the provision of contraceptive information and 
services at the village level; motivating for family planning; providing 
advice and assistance on social and economic family welfare activities; 
delivering contraceptive stocks to participating agencies and service points; 
and. in selected transmigration areas. giving family planning, nutrition. and 
basic health services in collaboration with the Ministry of Health. 

4.12 Ministry of Health: The Ministry of Health is the main implementing 
agency for clinic family planning services. Ministry responsibilities 
include: policy formulation, planning. coordination and supervision of health 

3Annex 2 includes organizational charts for BKKBN central, provincial and 
regency (or district) levels. 
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services; provision of contraceptive information and services, as well as 
medical back-up for complications: and fertility related health interventions. 
As part of its overall functions, the Ministry takes leadership in drafting 
five.year and annual health plans which include delivery of health services 
through the clinical facilities of both the Health Ministry and the Ministry 
of Home Affairs. It is also responsible for coordinating and supervising 
health services which are provided through hospitals, health centers, sub· 
centers, mobile clinics and other outreach programs of the Home Affairs 
Ministry. Another important DEPKES function consists of planning and 
supervising community and preventive health services. According to Ministry 
surveys, one half of all outpatient treatment in the country in 1986 was 
provided through health centers; in 1987. two thirds of child weighing and 
over one half of DPT and polio immunization was provided through village based 
integrated services (POSYANDUS). Regarding family planning. of a total of 
8,073 clinic service points in 1986, 6,537 were under the jurisdiction of the 
Ministry of Health (the remainder belonged to the Armed Forces, other 
government agencies, and private organizations). Yet, in the face of this 
large and growing demand for health care. preventive services and family 
planning, the Ministry has been confronting critical problems in the areas of 
manpower. finances. equipment. supplies and transport. 4 Thus in 1985, eleven 
provinces had more than one fourth of their health centers operating without 
doctors and many sub-centers had no f~ll time staff which meant that they were 
open only when staff from health centers could visit them. The rapid 
expansion of POSYANDUS has added to the work of the health centers and sub· 
centers in that staff and supplies are spread more thinly as the system 
attempts to serve the posyandus according to prescribed schedules. Expanded 
demand for services from the health centers and sub-centers calls for 
substantial increases in equipment. supplies, transport, etc. Scarcity of 
funds for the health sector in general has meant, however, that the admittedly 
inadequate amounts available for such activities have been substantially 
reduced rather than increased. In addition, funds for communicable disease 
control have been cut so severely in recent years that continuation of some 
programs on even a minimal basis is threatened (e.g .• malaria) although others 
(e.g., immunization and oral rehydration therapy) are in significantly less 
danger because external funding has been made available. 

4.13 The Ministry of Health plays an important role in family planning, 
which will need to continue and become even stronger in the future, in 
addition to the planned enlarged functions of the private sector. It is 
therefore Lmportant for the sake of better family planning. as well as for the 
benefit of other health programs, to address and resolve DEPKES shortcomings. 
In this report, however. only matters of coordination between BKKBN and DEPKES 
are discussed, leaving the more complex task of analyzing the DEPKES system to 
separate Bank supported exercises already mentioned. 

4These and other issues related to constraints in the public health 
sector have been addressed in great detail in two recent Bank reports: "Staff 
Appraisal Report: Third Health Project", Report No. 7542-IND, January, 1989 
and "Indonesia: Issues in Health Planning and Budgeting", Report No. 7291-IND. 
August 26, 1988. 
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4.14 The Ministry of Home Affairs oversees Indonesia's 27 provincial 
governments which in turn have jurisdiction over the 300 regency governments. 
The latter supervise 3,539 subdistrict governments. which in turn have 
authority over some 67,000 villages and 240,000 sub-villages. Since 1974 the 
chief government official at each of these levels, from governor to village 
head, has been accountable for progress in family planning, as well as for 
other development programs. This is an important organizational feature which 
has contributed in large measure to the success of the family planning 
program. Other government organizations contributing to the program are: the 
Ministry of Information, which cooperates with BKKBN in mass media programs 
(radio, T.V.) regarding diffusion of the advantages of family planning and the 
small family norm, the Ministry of Transmigration. responsible for 
resettlement programs in some 20 provinces, which in collaboration with BKKBN 
and DEPKES ensures family planning and other social services in newly settled 
areas, the Ministry of Education and Culture, which has added population 
education to the curricula of primary and secondary schools and in non-formal 
programs, the Ministry of Religious Affairs, which supports the national 
family planning program by encouraging religious leaders to add legitimacy to 
this concept; and the Ministry of Manpower, which encourages industrial and 
commercial enterprises to provide their employees with easy access to family 
planning services and education. In addition, the Armed Forces have developed 
an extensive educational and service program for its members and families. 

F. Program Activities 

4.15 The Indonesian family planning program has three major types of 
program activities, each of which is carried out by a set of implementing 
units: (a) contraceptive information and services with medical backup and 
distribut.ion points; (b) motivation for family planning and the small family 
norm (lEC); and (c) promotion of women's economic and social well being. An 
implement.ing unit may engage in one or more types of program activity. 

4.16 Contraceptive information and services, the core program activity, 
are provlded through a number of delivery mechanisms. At the base of the 
system, t.here are 63,000 village and more than 190,000 sub-village 
contraceptive posts (VCDC) which are organized and supervised by family 
planning field workers and operated by village family planning volunteers who 
resupply oral pills, distribute condoms, and provide information about 
contraceptives as well as supply simple medicines against side effects and 
health complications. These volunteers are frequently members of PKK5 who 
are trained and guided by BKKBN field workers. Complementing the VCDC in 
distribution of contraceptives is the POSYANDU, which according to schedule is 
held once a month, and it is organized by the village head with assistance 
from LKMIl and PKK and technical support from the Ministry of Health and BKKBN. 
The POSYANDU in theory offers five services: (a) family planning (information 
and moti~·ation. contraceptive supply, registration and reporting. counselling, 

SpKK is a voluntary. nationwide movement devoted to development of family 
welfare in rural and urban communities; it is described in Annex 3, together 
with other NGO activities. 
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and, where appropriate, referral): (b) mother and child health; (c) nutrition: 
(d) immunization, and (e) oral rehydration therapy. The target population is 
infants. under fives, pregnant and nursing mothers, and married women in the 
fertile age group. As of 1988, about 200,000 POSYANDUS had been established. 
While the concept of an integrated, community-based service has been very well 
received at both national and local levels. the program faces several 
problems, the most important of which is lack of staff and other support from 
the health centers. Given the limited staff and transport at the health 
centers. it has not been possible to provide the full scheduled assistance to 
all monthly sessions. 

4.17 Health Facilities: Health centers or clinics (PUSKESMAS) and sub-
centers are under the jurisdiction of health departments of regency and 
subdistrict governments. These clinics serve as referral facilities for 
VCDCs and POSYANDUS in the case of medical complications of contraception. In 
addition, staff at these facilities offer contraceptive information and 
services for oral pills, IUDs, condoms and injectables at fixed times - 
usually three mornings a week. As of 1987, there were 5,484 health centers, 
12,424 health sub-centers and 1,456 general hospitals (of which about half 
come under DEPKES). In order to expand the reach of contraceptive services, 
staff of the PUSKESMAS participate in mobile family planning clinics called 
safaris which offer services and handle complaints of side effects and medical 
complications. Regarding voluntary surgical contraception (VSC) - 
sterilization -- each province has a central hospital and several regency 
hospitals providing tubectomy and in most cases vasectomy as well. As of 
1984, 1,886 hospitals and health centers were performing VSC (with health 
centers offering mainly vasectomy). Government facilities account for most 
VSC procedures. 

Hotivation for Family Planning and the Small Family Norm 

4.18 A second set of program activities of the national family planning 
program is individual and community motivation.tuward the practice of family 
planning and acceptance of the small family norm. Motivation is carried out 
by the field staff. other government officials at local. regency, and 
provincial levels including the village head, and his wife (who is often the 
head of the VCDC), the professional midwife from the health clinic, informal 
leaders, members of contraceptors acceptors' groups. and volunteers. Two 
categories of government employees who have made a significant difference in 
program performance are the family planning field worker and the midwife from 
the local health clinic. FP Field workers' main motivational activities are 
visiting contraceptive acceptors. recruiting new acceptors, persuading 
community leaders to support the program, and coordinating program activities. 
During her visits to villages, the professional midwife typically promotes 
family planning. assists in child birth. and performs other health related 
functions (Warwick, 1986). Certain activities have been designed to promote a 
climate of community support for family planning and to make it a less 
sensitive topic: these include the support to FP by religious leaders. the 
formation of contraceptive acceptors' groups in villages. training and 
motivation of traditional birth attendants. organization of frequent public 
discussions on family planning. and linking provision of family planning 
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services with health services, nutrition programs and other less sensitive 

activities. 


4.19 An important target group for the program are youths. 6 Population 
education is increasingly integrated into the primary and secondary school 
curriculum. In-school and out-of-school youth are also reached through an 
extensive network of youth organizations including the National Youth 
Committee (KNPI). the Village Youth Organization (Karang Taruna), the Boy 
Scouts and Girl Scouts. Messages to young people emphasize the advantages of 
delayed marriage and small families and the importance of acquiring education 
and skills in preparation for productive work. Village youth are also asked 
to suppclrt the FP program by assisting the FP field worker and FP volunteers 
in such activities as mapping the village to identify current acceptors and 
preparing the annual roster of eligible couples (ELCOs). Youth learn about FP 
through discussion groups, family planning games, contests, etc. The FP topic 
of is also a component of marriage counselling (typically given by a local 
religious leader) which is frequently required in rural areas prior to 
obtaining a marriage license. 

Promotion of Women's Economic and Social Well Being 

4.20 A fourth component of the national family planning program are 
activit~~es designed to raise the economic and social condition of women. 
particularly in the rural areas. These activities include: low interest loan 
funds which are made available to members of contraceptive acceptors' groups 
(frequently on a rotating or lottery basis) for the purpose of starting a 
family business; assistance in organizing agricultural cooperatives; provision 
of hybrid coconut seedlings to acceptors (a profitable product); training for 
village based manufacture of craft items which can be sold for extra income; 
scholarships for children of couples who have long practiced family planning; 
and a v;lllage based under-five nursery school program for women with only one 
child. BKKBN provides financial and technical assistance and training for 
these activities, in cooperation with other relevant government departments. 

G. Conclusions on Organization and Management of the Family Planning Program 

4.21 Annex 4 contains a description of participating agencies in the 
family planning program and of BKKBN organization at central, provincial and 
local ll~vels. as well as the management systems and procedures applied to 
plan, pr.ogram, coordinate and monitor the program. This section presents the 
main inues in organization and management in the light of new strategies and 
makes recommendations on needed changes. 

4.22 BUBN Achievements: BUBN is widely recognized as an organization 
which hilS been very successful in achieving its goals. Its strengths include 
a centril1 staff which provides strong policy and planning guidance to 
provincial and lower levels, with an effective supervision and monitoring 

6Groups of young people who are organized and trained to assist the 
family planning effort are known as village cadres (kader). 



62 


system. Through the last decade, a participatory planning process which 
encourages innovation, commitment to goals and response to varying local 
conditions has evolved and it is now operating reasonably well. The 
organization has a demonstrated capacity to coordinate implementation of an 
array of information, motivation, contraceptive services and community 
development activities through a complex network of government, NGO, community 
and private institutions. Another important feature, essential to the success 
of ahy program, has been the availability of a stable and motivated staff, a 
result in part of a substantial staff development effort, supportive 
supervision and appropriate incentives. Furthermore, there has been all along 
a large capacity for innovation through pilot projects. research. surveys and 
studies to learn about new ways and to discard ineffective programs. This has 
been extended to management and organization. where there has been a 
willingness to undertake periodic reviews and to introduce changes. 
Notwithstanding BKKBN achievements. as this organization begins implementation 
of the general strategies set for the next plan, it needs to elaborate 
specific approaches and programs and also needs to determine the requirements 
(organizational, managerial and financial) of those new program designs. The 
sections below present specific conclusions and recommendations keeping in . 
mind the challenges of the new program orientation. 

4.23 Cooperation with the Ministry of Health: Public health facilities, 
currently serving about 60 percent of the family planning clients in the 
program. are important sources of FP services and advice, as well as of other 
health care. In view of the limits to privatization, these facilities need to 
continue serving low income people and those living in areas not reached by 
other special FP programs (e.g.HGOs) or by private providers. Strengthening 
public health service clinics and posyandus is important in light of 
Government family planning goals and taking into account current high maternal 
and infant mortality rates and Government plans to reduce them. 

4.24 PUSKESHAS frequently lack adequate staff. supplies. equipment and 
transport, particularly given that they are responsible for technical and 
other support of posyandus. It would. therefore. be possible to integrate 
family planning more fully into health care dispensed at these facilities. if 
their overall management and clinical routines could be improved. The 
following are recommendations addressed to DEPKES and BKKBN that could improve 
FP services in the public sector: 

(a> 	 for DEPKES: reviewing the managerial and clinical performance 
of the existing family planning and related maternal and child 
health services operating under the public health system. in 
order to identify strengths and weaknesses and develop, in 
close coordination with BKKBN, regional and local plans for 
improving and expanding those services; the plans should 
contain clear financial and technical implicati6ns; 

(b) 	 accelerating the proposed DEPKES/BKKBN program to place 
midwives in villages throughout the country and define support 
and referral mechanisms for them; 

(c) 	 expanding the DEPKES FP clinic hours for women who work: 
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(d) 	 intensifying BKKBN efforts to plan and program activities in 
slum areas jointly with a variety of community organizations, 
including the public health system; and 

(e) 	 DEPKES/BKKBN review of issues related to voluntary surgical 
contraception including the following: 

(i) 	 the setting up of a management structure for the system 
(operated under a professional medical organization for 
the private sector and by DEPKES for the public 
services); 

(ii) 	 the definition of which activities should be undertaken 
by various organizations (private, NGO, public) in order 
to generate VSC demand; 

(iii) 	the development of a policy on uniform costs for the 
procedure and on how these costs will be meti and 

(iv) 	 the design of a strong medical surveillance system and 
the improvement-of evaluation of the surgical training 
for VSC. 

4.25 Promoting Economic and Social Well Being: While BKKBN has many 
pilot and larger scale projects to promote women's economic and social well 
being, frequently in cooperation with such organizations as the Peoples Bank 
of Indonesia, they are present in fewer than 10 percent of Indonesia's 
communities. In addition, it is apparent that both BKKBN staff and community 
volunteers who are active in these programs do not always have the needed 
skills (planning, managerial, technical, marketing, etc.) to make these 
ventures .. - particularly those focused on income generation -- successful. 
Three major issues can be identified therefore in connection with this 
component of the national family planning program. First, what is to be the 
policy regarding provision of economic and social development opportunities in 
all areas where the national family planning program is active? Second, what 
strategies can be developed in collaboration with other development agencies 
which would increase the likelihood that required resources would be available 
for these activities? Third, how can BKKBN, in collaboration with other 
development agencies and community organizations, ensure that the necessary 
managerial, marketing and technical skills are available? 

4.26 Coordination: While BKKBN has clearly demonstrated its 
effectiveness as a coordinating agency, there are several areas where 
coordination could be improved. Within BRKBN, there should be better 
coordination of work which is under way in several BKKBN units. Thus, the 
work on development of management subsystems should be closely linked with 
work on development of the MIS. Manpower plans should reflect more clearly 
new program strategies such as increased reliance on the private sector. 
Decisions on research priorities should take account of issues which emerge 
from work on new strategies. Finally, BKKBN's Center for Education and 
Training should strengthen its coordination with BKKBN's bureaus, divisions 



64 


and provincial training centers and with other institutions with which it 
collaborates. 

4.27 Regarding coordination between BKKBN and other organizations, the 
following issues warrant attention: (a) the need to develop coordinating 
mechanisms in relation to private sector and NGO activities which enable BKKBN 
to exercise appropriate authority yet do not result in unnecessarily 
burdensome procedures which discourage or impede private sector or NGO 
initiatives; (b) how BKKBN and the Ministry of Health can engage in 
collaborative planning - together with departments of health of provincial and 
regency governments where appropriate; and (c) how BKKBN, other government 
agencies, community institutions and NGOs can work together to identify 
critical problems - e.g., lack of trained staff, inadequate resources. 

4.28 Supervision and Monitoring: While BKKBN has a well tested system of 
supervision and monitoring for the existing family planning program, revised 
systems are now required in view of the program expansion in the recent past 
and the expected changes to include new concepts such as KB Mandiri and social 
marketing. As noted earlier, BKKBN has already begun work on a supervision 
system for KB Mandiri. Increased size and complexity of the family planning 
program, together with advances in computer technology, call for an tmmediate 
review and revision of the MIS. BKKBN has developed a master plan for 
increased computerization of the MIS which identifies a number of resource 
requirements, including equipment and manpower. In view of the new 
orientation of the program, this master plan needs considerable revisions. 
Given the substantial resource requirements of an effective MIS the technical 
complexity of such a system and the need to devise a system which provides 
relevant, clear and accurate information, BKKBN is advised to seek technical 
assistance from an organization with substantial and proved technical and 
practical experience in this field. It is also recommended that the service 
statistics system continue to be complemented by periodic surveys on 
contraceptive prevalence and other demand and supply oriented surveys. 

4.29 Research: An assessment of BKKBN's research activity in early 1988 
recommended that the quality of research should be improved by consolidating 
research activities and reducing the number of research projects on diverse 
topics; clarifying objectives and staffing requirements for the three research 
centers; strengthening research project management; and developing improved 
coordination among BKKBN staff involved in research, including those at 
provincial level. The mission agrees with these recommendations. In addition, 
it is recommended that BKKBN continue its efforts to make research more 
responsive to the needs of planners and programmers. This can be done by 
increased participation of planners and managers in identifying research 
topics and by ensuring that results are presented promptly in operationally 
useful written reports which are given wide dissemination. It is also 
recommended that in establishing the research agenda for the early years of 
REPELITA V, priority be given to activities designed to reach the urban poor, 
the KB Mandiri effort, innovative activities of NGOs, and an evaluation of 
selected projects designed to promote economic and social well being of family 
planning acceptors. 
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4.30 Manpower Planning and Development: BKKBN's draft presentation for 
REPELITA V proposes an increase in office staff of 3,388 from 1988/89 to 
1993/94 (from 18.438 persons to 21.826) and an increase in field workers of 
4117 (from 20,445 to 24,562) for the same period. BKKBN is undertaking job 
analysis and job classification. which should be used as a basis to determine 
the number and profile of staffing required over the next five to ten years. 
BKKBN needs to review its plans for job analysis and job classification to 
ensure that the exercise will: (a) address the issue of excess office staff in 
some BKKBN units and provincial offices; (b) be closely integrated with the 
proposed oIganizational analysis; and (c) ensure that all three activities are 
linked to the on-going management subsystem and systems work, including the 
MIS (see Management Development section). 

Three themes should underlie BKKBN's manpower planning effort: (a> 
use office (clerical and technical> staff as efficiently as possible, by, 
inter alia, resorting to advanced office technology, in order to limit overall 
growth; (b) continue to develop the capabilities of BKKBN staff. particularly 
concerning new office technology; and (c> increase the number of field workers 
in situations where higher ratios are likely to result in improved program 
performance (e.g., possibly urban areas with high concentrations of the very 
poor) . 

4.31 BKKBN has begun a project called "cadre development" to form 
potential leaders and top managers for the national family planning program. 
The plan i~1 that those selected will be given job assignments and education 
and training opportunities to prepare them for leadership positions. The 
program is designed to be open to staff from headquarters, provincial, regency 
and subdistrict levels. This is an important project which warrants further 
careful planning and consideration. Issues which should be addressed in the 
process include: (a) the importance of having the program be - and be 
perceived as - objective and impartial; (b) the need to ensure that staff at 
regency and subdistrict levels have an equal opportunity to compete in the 
program; al1ld (c) a detailed budget. 

4.32 1:raining for Other Countries: In addition to managing an extensive 
training program for Indonesia's national family planning program, BKKBN has 
for some y'3ars offered special training. workshops and study tours for persons 
from other developing countries. While these activities have been organized 
on an ad h':lc basis in the past. BUBN has recently made a decision to 
establish ,i formal program for training foreigners. This decision is a 
positive 01:1e from several pcints of view. A regularized training program and 
schedule will enable BKKBN to select persons as trainers who have particularly 
relevant k:nowledge and experience. At the same time, it would help the 
ongoing pr()cess of analyzing and documenting lessons learned in the Indonesian 
program. However. these activities should not distract the BKKBN staff from 
the complex and important tasks required by the domestic program. 

4.33 ~1idwives are a key factor in the delivery of contraceptive 
information and services in both the public and private sectors. Basic 
training of midwives was discontinued several years ago in favor of a 
midwifery specialization following basic public health nurse training. 
Recently the Ministry of Health jointly with BKKBN and the Ministry of 
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Education and Culture have decided to intensify the production of this 
category of nurse-midwife; the goal is to have 18,500 such professionals by 
the end of the plan period. The objective is to employ them (under the 
health services) to become village midwives, who will offer prenatal and post
natal care, family planning and deliveries; they will also be made responsible 
for supervising and training traditional midwives. They will be allowed to 
have private practice and eventually become full-fledged private service 
providers. It is not certain that the new training system will be able to 
produce a sufficient number of persons to meet the current and future needs of 
the MCH and family planning programs. It is, however, a step in the right 
direction requiring careful planning and implementation. 

4.34 Logistics: BKKBN should review its contraceptive logistics system 
with a view to improving particularly inventory controls, storage 
arrangements, and evaluation and surveillance. BKKBN should also continue to 
address the issue of obtaining adequate supplies of those contraceptives which 
are frequently in short supply (mainly injectables and IUD kits), given the 
adverse effect of these shortages on acceptors and on continuation rates. It 
would need to review existing arrangements for supply of contraceptives to 
NGOs with a view to developing an improved system; and continue working on 
plans for supply of contraceptives at reduced prices through commercial 
channels. 

Program Strategy for the 1990's 

4.35 The previous sections have shown that as BKKBN prepares for tasks 
outlined in REPELITA V, there are a number of organizational and management 
issues which warrant attention, many of which BKKBN has already begun to 
address. The present government strategy of finding ways to encourage self
reliance and expanding the role of the private sector has advantages, as long 
as it does not detract from reaching the women most in need of family planning 
(i.e., those with low income, no education. or those living in remote areas). 
Other strategies which characterize Indonesia's FP program should continue to 
prevail. These include: a firm commitment to reaching targets at every 
level, integration with an array of public and NGO community programs, keeping 
in touch with the people. provision of clinical FP services with medical 
backup, continuing efforts to improve women's status through income generating 
programs, and emphasis on youth programs. Refinements of the FP strategy for 
the 1990's should comprise the following elements: 

(a) 	 a focussed and expanded IEC family planning program coupled 
with other measures to develop a social atmosphere in which 
contraception is a readily accepted alternative and the FP 
program eventually becomes self-sustaining. The IEC strategy 
needs to target mass media and interpersonal communication and 
messages to clearly identified and prioritized groups 
specified by age. sex. geographic location and cultural 
characteristics; 

(b) 	 although in Indonesia the lEe program and the high level of 
government commitment to demographic goals have contributed to 
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a remarkable change in attitudes towards FP and the small and 
prosperous family norm. additional measures to reinforce these 
messages have been successfully applied in other countries 
(e.g .• South Korea. Thailand). Such measures include laws and 
regulations pertaining to tariffs imposed to contraceptive 
importation. taxes. education and other allowances. priorities 
in selected social benefits. increased welfare benefits for 
the aged, removal of legal and employment discrimination 
against women. and stepping up of women's job preparedness and 
opportunities. In these areas. it is recommended that the 
Government ensure prompt completion of studies on these FP 
related issues immediately. with a view to making appropriate 
decisions and action plans ready for implementation early in 
the next decade: 

tc) 	 development of FP services specific to different geographic 
areas or population groups. which should take into account the 
diversity of cultures, variations in receptivity to FP and 
availability of public health services. This should include
the strengthening of partnership with suitable NGOs which are 
prepared to work in poor neighborhoods with limited access to 
public services; 

(d) 	 while continuing to offer a wide variety of temporary methods 
in order to increase contraceptive use for spacing of births. 
the FP program should acknowledge the increasing demand among 
the poorest and least educated for more permanent methods by 
shifting the method mix and addressing issues related to 
increasing the availability of surgical contraception. 
However. these methods have substantial service charges. In 
addition to free services for those who cannot afford to pay, 
financial mechanisms will be needed, including deferred 
payments. to encourage adoption and facilitate affordability 
of those more expensive methods. Pilot projects with 
alternative financing schemes should be tested; 

(e) 	 continued encouragement of the private sector for those areas 
and population groups where demand constraints are not a major 
factor, including the use of subsidies in cases where these 
turn out to be more cost effecti-"e than expansion of public FP 
services. As an example. in one pilot project. referrals by 
BKKBn field workers are compensated through a salary 
supplement from the private providers. If this experience 
could be institutionalized and regulated to prevent abuses, 
private :providers could help to defray the salaries of field 
workers and lead to increases in private sector clients_ 
Private sector participation could also include the area of 
logistics where there are advantages in efficiency. quality 
and flexibility. 
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V. FAMILY PLANNING FINANCIAL RESOURCE REQUIREMENTS 


A. Introduction 

5.1 There are two major constraints to reaching the demographic targets set 
forth in Chapter 1. First, as discussed in chapter 3, the program will 
increasingly need to serve individuals who may be less willing to use 
contraception than those currently using (i.e., there may be demand 
constraints). Second, there are financial resource constraints in response to 
which the Government is considering to what extent public funds can be 
supplemented by encouraging private providers to offer family planning (FP) 
services for a fee, as well as by selling contraceptives at reduced prices 
(compared to commercial prices) through private outlets ~. the "Blue Circle" 
program. However, as discussed in chapter 2, in the section dealing with 
elasticity of demand of contraceptives, charging for FP services may affect 
the individual's desire to use family planning. This chapter will examine the 
resources that have been devoted to family planning in the past and future 
requirements, as means of gaining insights into the degree to which it may be 
necessary to rely on the use of private funds to reach demographic targets. 

B. History of Expenditures on Family Planning in Indonesia 

5.2 In Indonesia family planning services are mainly delivered through the 
Ministry of Health (DEPKES) (approximately 60 percent) with supplementary 
resources provided through the National Coordinating Family Planning Board 
(BKKBN). Local governments, the Armed Forces, non-governmental organizations 
(NGOs) and the private sector provide the remainder of the services. 
Community workers (mainly from the Family Welfare Movement (PKK) a nationwide 
community development organization described in Annex 3) provide their own 
time and in some cases their homes for family planning services. 
Unfortunately, there is neither explicit data from DEPKES on the resources 
devoted to family planning, nor a record of community inputs. We shall 
therefore first focus on the expenditures on family planning as reflected in 
the budget of BKKBN, the contribution of the private sector, and then expand 
the analysis to the extent possible to the resources devoted by DEPKES. 

5.3 There are three sources of funds devoted directly to family planning 
through BKKBN in Indonesia: the government funds in the development budget 
(DIP), government funds in the recurrent budget (OIK) and foreign aid (BLN)' 

'Fast disbursing foreign assistance and local cost financing by 
international donors do not show up in the BLN, but in the DIP. 
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which is, for the most part, channeled through the development budget. 2 

Provincial governments also make small contributions to family planning and 
health. The evidence of family planning funding comes primarily from review 
of the experience of the various development plans which contain only DIP and 
BLN allocations. Table 5.1 in Annex 5 summarizes these expenditures through 
BKKBN for the first four development plans. In addition, DIK expenditures are 
given for the years in which data are available. 

5.4 In spite of the limited data, several observations can be derived from 
the information presented in Table 5.1 of Annex 5. First, the family planning 
program began with a small domestic investment component (11 percent in 1969
70) but, b:r the end of the first plan, foreign contributions were only about 
half of dOlnestic DIP. This trend continued through the second and third 
plans, but in the fourth plan foreign assistance, as percent of total 
investment for the program, increased to 45 percent for the five-year period. 
Foreign cOl~tributions for each of the plans, from First to Fourth were 59, 
48, 29 and 45 percent respectively. 

5.5 The uneven flow of foreign assistance during the last two plans may 
have been influenced by delays in construction of BKKBN buildings financed 
under Bank loans. Construction (and consequently disbursements) for the third 
project were delayed and bunched into the last year of the project (FY 
1984/85) which was also the first year of the latest plan. Another portion of 
the increase in the share of foreign assistance is believed to have been 
caused by a large infusion of USAID funds that were not absorbable in other 
countries and consequently shifted to Indonesia for financing new initiatives 
in the private sector. The second assertion is that while the nominal DIP and 
DIK budgets have been increasing monotonically, the DIP expenditures in real 
terms decreased between FYs 1983/82 and 1987/88. It is important to note that 
the reduction in expenditures, in real terms, between REPELITA III and IV was 
only 8 percent for BKKBN, compared with a decline of 32 percent in the overall 
DIP budget. This represents a substantial commitment to the popUlation 
program, at the highest level. Data on allocations in FYs 1988/89 and 1989/90 
indicate that the trend has been reversed with very large increases in DIK and 
DIP. A third implication of these estimates is that costs of the public 
program per user (based on projections of users presented in Chapter 1) have 
risen from. Rp 8,100 in 1985 to Rp 11,300 in 1987 and Rp 14,000 (or US $ 8.30) 
in 1988. 3 These costs are incomplete since they should also include the costs 
of resources devoted to tlle program by DEPKES, which will be discussed later 

2In the past there have been problems because the local counterpart funds 
have not always been available to implement programs for which foreign aid is 
provided. However, this has been less true for population than for other 
sectors because of the high priority given to family planning. 

~e actual costs per user are marginally higher since some users receive 
their contraceptives fr.om the private sector. Assuming that the 20X from the 
private sector get an average BKKBN subsidy of 50X, the average cost per user 
would be lOX higher. 



70 


in this chapter. ( For comparison, the international costs per user for most 
developing countries are estimated at US $25-304). 

C. Analysis of Expenditures and Cost Projections 

Expenditures by category 

5.6 The division between the DIK and the DIP budgets presented above is not 
the traditional ·division between recurrent and investment costs because in 
Indonesia development expenditures are allocated to tasks that are normally 
considered recurrent and, in some cases, the recurrent budget is allocated to 
tasks normally defined as development. Table 5.2. in Annex 5 summarizes total 
expenditures by category for REPELITA IV (FY 1984-89). The majority of the 
DIK and DIP budgets are allocated to the category of facilities (57 percent in 
the latest plan period). According to BKKBN classification, this category 
includes construction and maintenance of buildings as well as the procurement 
of contraceptive supplies. It is the growth of this latter category which 
seems to have caused a great deal of concern about the future cost of the 
program. Contraceptive expenditures (table 5.4, Annex 5) are estimated to 
have increased from 15 billion rupiah in FY 1984/85 to 27 billion in FY 
1988/89, representing a fairly constant share of total expenditures for the 
item "facilities", but an increasing share of DIP funds going to contraceptive 
procurement (29 to 41 percent of DIP funds over the period FY 1984/85 and FY 
1988/89). The rising contraceptive costs were felt to be more marked because 
they are part of the DIP budget, which prior to FY 1988/89 had been decreasing 
in real terms and had experienced a 20 percent dip in FY 1987/88. The concern 
over contraceptive costs was evident in the December 12, 1988 Indonesia Times 
article announcing contracep~ive costs of Rp 76.6 billion for FY 1989/90. 5 

5.7 Table 5.3 in Annex 5 gives the breakdown of DIP, DIK and BLN by 
category of expenditure for the Fourth Plan (no such breakdown is available 
for other plan periods). During the Fourth Plan period, the proportion of 
expenditures in each category over the total budget remained fairly constant, 
with the exception of training. which experienced a decline until the middle 
of the period, followed by a resurgence in FY 1987/88. As already explained, 
the share coming from foreign sources was irregular during this period and 
reached a high 58 percent by FY 1988/89. The large influx of foreign 
assistance during the last plan period was channeled into IEC, contraceptive 

4See D. Gillespie et aI, "Financing the Delivery of Contraceptives: The 
Challenge of the Next Twenty Years," The Demographic and Programmatic 
Consequences of Contraceptive Innovations, Committee on Population, National 
Academy of Sciences, Washington, D.C., October 6-7, 1988. 

5The origin of this estimate is unknown at this time and needs 
clarification from BKKBN. It could be an estimate based on service statistics 
on users, which produce overestimates vis-a-vis actual users (For example, in 
1987, NICPS implies 13.4 million users while service statistics report 16.8 
million); the newspaper quotation is too high compared to the mission's 
estimate of Rs. 40.4 to 41.5 billion for the same year. 
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services, field coordination and administration. Budgets for contraceptive 
services (presumably including BKKBN's contribution to DEPKES for these 
services) increased by 89 percent between the FYs 1987/88 and 1988/89; 
administrative costs rose by 85 percent and field coordination by 60 percent. 

5.8 These large increases in the investment budget for family planning 
(Le .• in.vestments in program infrastructure) would be justified if they yield 
pay-offs in terms of increased contraceptive practice in the next few years. 
It will only be possible to fully assess the impact of these investments later 
on. However, it is relevant to relate the costs of the program in the last 
five years with the activities that took place. There were indeed large 
increases in the IEC program, which included the launching of large mass media 
and group campaigns to introduce the private sector initiative, production of 
many TV films containing family planning messages to instil the small family 
norm and procurement of audio-visual equipment to enable field workers 
undertake promotional family planning activities at the community level. 
Also, supervision of field activities was strengthened and construction of the 
last bat.:h of buildings for program administration and training was completed. 
During this period, there was also a large expansion in service delivery, 
including start-up of services in transmigration areas and introduction of a 
new and .expensive contraceptive (NORPLANT). The contraceptive prevalence rate 
showed a 24 percent increase, from 38 percent in 1985 to 47 percent in 1987. 

Cost Projections 

5.9 In order to shed some light on the discrepancies in the cost of 
contraceptives as presented in the DIP budget (and to put the figure quoted by 
the newspaper article in proper perspective) estimates of the commodity costs 
of contraceptive supplies were made. The year 1987/88 was taken as a basis 
for projections; other data used were approximate unit commodity costs to 
BKKBN, obtained from various sources, and the number of users and acceptors 
estimated on the basis of NICPS data and presented in chapter I. Table 5.4 in 
Annex 5 summarizes these cost estimates for recent years and presents cost 
projecti~ms to 1995, comparing them with BKKBN budget estimates. The cost of 
injections is estimated by SOMARC to be Rs. 980 per vial and 4 injections are 
needed per year; a cycle of pills costs between Rs. 250 and 365 and 13 cycles 
are needed per year; materials used in each IUD insertion cost about Rs. 500; 
condoms .:lverage 7,500 per year, as estimated in the Lawrence International 
report; and implants cost the government US$ 17 per unit. 

5.10 Alternative projections were made, assuming that for the "high" 
projecti.on discontinuation rates were 10 percent higher than those for West 
Java, while for the medium projection the West Java discontinuation rates were 
applied. Assuming. as BKKBN does, that costs will increase by 10 percent per 
unit pet year, the total costs of contraceptive supplies at the end of the 
Fifth Plan would be between Rp 83 and 85 billion. For earlier years, 
estimates are higher than the actual budget of BKKBN for contraceptives, 
probably' reflecting the fact that these are actual budget outlays that 
(correctly) exclude the cost of contraceptives donated by foreign donors (for 

http:projecti.on
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instance. in FY 1987/88 the BKKBN budget had 18.7 billion rupiah, compared to 
an estimated total cost of Rs. 32.9 billion).6 

5.11 If the DIP budget continues growing at the same rate as it has over the 
first four years of the fourth plan and all contraceptive costs were to come 
from GOI budget, almost the entire DIP budget would have to be devoted to 
contraceptive supplies. Consequently, the practice of paying for 
contraceptive supplies from the DIP budget alone would be untenable, unless 
that budget grows much more rapidly than in the recent past. In view of these 
prospects of rapidly expanding costs of contraceptive commodities, the 
government strategy of shifting some costs onto the private sector is 
justifiable. However, given what was shown in Chapter III, in the section 
concerning the elasticity of FP demand in relation to prices of 
contraceptives, it would be detrimental to demographic goals and equity to try 
to introduce fee-for-services across all groups. 

5.12 In addition to contraceptive commodities, the other costs that must be 
covered by the BKKBN's DIP, DIK and BLN budgets are IEC. contraceptive 
services. field coordination, training. building maintenance, building 
construction, and administration. Although the rises in these costs are 
difficult to predict with accuracy, all categories except building 
construction and perhaps training will increase at least proportionately with 
expanded service provision in the public sector7, The budget for IEC may have 
to increase at a substantially faster rate, as more difficult to reach couples 
need to be recruited. BKKBN contribution to contraceptive services would be 
mainly for the recruitment of acceptors (rather than on continuing users). 
The increases in the costs of field coordination will also have to be 
proportionate to the rate of new acceptors. Thus IEC, contraceptive services, 
and field coordination costs will differ depending on the assumptions made 
about the expected number of acceptors per year and thus, on discontinuation 
rates. Therefore, for the purposes of this analysis, alternative estimates 
have been prepared (Annex 5, Table 5.5), Other costs are assumed to increase 
as follows: 

<a) administration and maintenance costs would increase at a rate 
dependent on the proposed expansion in personnel over the plan 
period, with a 10 percent price increase8; 

6The newspaper figure of 76,600 million rupiah for contraceptives in 
1989-90 remains unexplained; the Bank estimate for that year is 40,432 million 
rupiah. 

7The feasibility of private family planning is discussed in Chapter 4. 
Although it is reasonable to expect considerable growth in private family 
planning services, the implications for the family planning budget are 
discussed in a later section of this paper. 

8The base year is 1984/85, for which there were actual expenditures and 
personnel data. 
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(b) 	building maintenance (estimated as DIP facilities less 
contraceptives) would grow at the same annual rate as 
administration; 

(c) 	new building expenditures, which are estimated to be the non
contraceptive portion of the item "facilities" in DIP, plus the 
foreign contribution to the item "facilities" in the BLN budget, 
are expected to decline in the future since the fourth World 
Bank loan has completed major construction of BKKBN facilities. 
However additional equipment purchases may be necessary, 
including supplementation of gynecological equipment in health 
centers. 

5.13 The total costs for other than contraceptive commodities differ rather 
modestly depending on continuation rates. Overall, the estimated costs 
projected are below actual allocations for FY 1988/89 (total BKKBN budget for 
FY 1988/89 was Rs. 198.5 billion). Only in FY 1991/92 do projected needs 
exceed the FY 1988/89 budget (the projected budget for 1991/92 is in the range 
of Rs. 189-208 billion). As it is shown in Table 5.1 of Annex 5, the BKKBN FY 
1988/89 budget had very large increase of 37 percent over the previous year, 
although the FY 1989/90 budget had a modest 4.6 increase. The mission's 
calculations indicate that the announced allocation for FY 1989/90 will be 
sufficient; on this basis, increments in expenditures similar to those in the 
recent past (16 percent) would be sufficient over the next several years to 
operate the public family planning program. under the assumption of high 
continu.ition rates. It should be noted that the latest Plan (REPELITA V) 
calls f4:lr an 8 percent increase in real terms, which would be adequate given 
the fac't: that the required 16 percent increase allows for a 10 percent 
inflation rate. 

5.14 If the private sector were to assume a 30 percent share of the 
program by 1994, the GOI budget for family planning would be lower. Currently 
about 20 percent of users are covered by the private sector. A rough estimate 
has bee::l made by the mission that half of the private sector costs for family 
planning is now being covered by subsidies from the public sector and that the 
latter '""ou1d continue to support one third of the private sector cost through 
free su;;>plies, training, advertising, etc. Therefore, the private sector 
would change from a current situation where they account for 10 percent of the 
family ~~lanning costs, to one where they would be bearing 21 percent of the 
program cost. This eleven percent increase in the share of the private sector 
could therefore be deducted from the public costs, with the result that for 
1994/95, the public costs of the program could be reduced about 10 percent 
from the projections shown in Table 5.1, to a range of Rs. 290 and 260 
billion. This would require a growth of between 10 and 13 percent in the 
public family planning budget (instead of 13 to 16 percent). 

5.15 ln order to compare future costs with those in the current period, one 
can examine the implied costs per user. Costs per acceptor for 1994/95 are 
projected to be between Rs. 15,000 and 17,000. These unit costs are very 
modest by international standards, especially considering likely price 
increases in the next few years and represents (over the mentioned period) a 
reduction in the real price per user, of between 25 and 49 percent. There are 
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two considerations that must be kept in mind, however. First, the regional 
distribution of new users affects costs as shown in a recent USAID sponsored 
study which indicates that costs per "active user" was twice as high in Outer 
Islands 1 than in Java·Bali and over five times higher in Outer Island 11 
(Baird et aI, 1987).9 Second, any expenditures incurred by DEPRES in the 
delivery of family planning. which are additional to contributions already 
being made by BKKBN in the form of supplemental compensation for medical 
personnel and supplies, should be taken into consideration. 

5.16 Estimates were made of the cost of the program. assuming that it would 
be fully implemented in the Outer Islands; the assumptions made for these 
estimates are as follows: (a) Since regional family planning targets are not 
available, it was assumed that users will be proportional to regional 
population size at the end of the plan: on that basis, as upper limits, about 
29 percent of the users would be in Outer Islands 1 and 15 percent in 11. 
compared with 23 and 3 percent currently; (b) data for FY 1988/89 indicate 
about 75 percent of expenditures in the Outer Islands went out from the center 
and the remainder was contributed locally. 10; (c) the mentioned USAID program 
cost ratios for Outer Islands were applied. It was thus estimated that the 
total costs for the national FP program in 1994, including the Outer Islands, 
would be Rs. 693 billion, allowing for 10 percent annual inflation, if costs 
per user remain constant in Java-Bali. If one assumes large reductions in 
capital expenditures11 , then the costs would be Rs. 353 billion. if the 
current continuation rate is assumed to persist. These last estimates imply 
that if the program were to be fully implemented in the Outer Islands, the 
financial requirements would be about one·fifth higher than the upper limit of 
the estimates made in Table 5.5 assuming uniform unit costs throughout the 
country. With intensification of the FP program in the Outer Islands, annual 
budgetary increases for family planning would be about 20 per cent, using 1987 
as a basis and if substantial decreases in capital expenditures and high 
continuation rates are assumed. This "best case" scenario is above the 8 
percent real growth assumed for the Fifth Plan, for all sectors combined. If 
the "best scenario" is not met, particularly if more capital investments are 
required, the resources needed for the family planning program would 
substantially exceed planned expansion. It should also be noted that 
estimates of future requirements made in this report include not only the DIP, 
but also DIR and BLN. Appropriate expansion of those budgets should also be 
vigorously pursued, in addition to DIP increases. As mentioned, the extent of 
participation of the private sector in the program will somewhat relieve these 
requirements, but the bulk of the budgetary burden will be with GOI. 

9Reexamination of these calculations adjusting for over-reporting needs 
to be done, but the ratio of costs would remain the same if the degree of 
over·reporting is constant across areas. 

10Contraceptive supplies are centrally budgeted, but distributed to the 
regions. 

11See assumption about the growth in capital expenditures in the section 
on cost projections. 
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D. Other Resources 

5.17 The above analysis of BKKBN costs implies that with the projected 
growth in the number of users and acceptors, there would be substantial 
increases in costs, even assuming minimal construction costs and high 
continuation rates. These estimates of financial requirements for family 
planning, however, are not complete since they do not include DEPKES 
contribution to the program in infrastructure and manpower, with the exception 
of BKKBN contributions to DEPKES through equipment, materials and honoraria of 
8 percent of salaries for doctors (it is assumed that these contributions is 
included in the DIK budget of BKKBN). Chernichovsky1Z estimated that 69 per 
cent of the infrastructure (regency level) costs and 38 percent of the 
manpower costs required per acceptor come from DEPKES. Under assumptions of 
cost-sharing from the Chernichovsky report, the implied indirect costs to 
DEPKES 0.: the family planning program might have been as high as Rp. 100 
billion in FY 1984/85 -- very similar to BKKBN's costs of Rp. 109 in that 
year. The community also makes contributions. Estimation of these costs 
would be useful to assess the actual total costs per acceptor. 

5.18 Placing these costs in context is difficult because they are calculated 
on a different basis than actual budgets. Nonetheless some rough comparisons 
can be made: 

(a) 	The costs per user when DEPKES indirect costs are included would 
have been about $10.50 in FY 1984/85 compared to $25-30 per user 
calculated by funding agencies; 

(b) 	The World Bank Report "Indonesia: Issues in Health Planning and 
Budgeting" (1988) estimates the entire health budget to be Rp. 
515 billion in FY 1984/85 (Rp. 621 in FY 1985/86). The latter 
figure was 2.56 percent of the total government budget. BKKBN 
budget for FY 1984/85 was 0.33 percent of the national budget 
and 17 percent of the combined BKKBN plus DEPKES budgets. 
Adding the indirect costs of DEPKES going to family planning. 
about a third of the combined DEPKES/BKKBN budget went to family 
planning; 

(c) 	The BKKBN family planning budget and foreign assistance to the 
program together represented a cost of $0.66 per capita. Adding 
the indirect DEPKES contribution to the FP program the cost 
raises to about $1.25 per capita. 

12The capital costs estimated by Chernichovsky are the implied costs of 
depreciation of capital and equipment plus consumable and thus differ from the 
BKKBN budgets which have capital construction included. This is less of a 
problem for the future when the large construction projects are completed and 
only maintenance is included. Thus the Chernichovsky costs are relatively 
lower than\BKKBN capital costs now and will be higher later. 

\ 
~ 
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5.19 If all the above assumptions hold. DEPKES's indirect FP costs can be 
predicted to increase proportionally with those of BKKBN. 

5.20 There is one eventuality which may raise DEPKES and BKKBN costs even 
more: an increase in sterilizations. In 1986, about 85,000 women received 
sterilizations in Indonesia. This number is quite consistent with the 
projected sterilizations in Chapter I. Estimates were prepared and presented 
in Table 5.7 of Annex 5, assuming a doubling in the number of female 
sterilizations between 1986 and 1994, compared to the numbers presented in the 
mentioned projections; in such circumstances, the percentage of women having 
sterilizations would increase from 2.6 percent to 8.8 percent of all women of 
reproductive age. For 1994, the investment costs (at 1994 prices) to carry 
out these increased services would have to be Rs. 7.2 billion more than if 
sterilizations remained constant at the 1986 level. Recurrent costs would be 
Rs. 5.4 million 13 Not shown in the table is the fact that there would be 
some savings in costs because women who chose sterilization would have used 
other methods. For example, the if an average woman accepting sterilization 
is 35 years old and if instead of undergoing the operation would have used the 
pill or injection for the next 10 years, the choice of sterilization would 
result in savings of Rs. 39,000 at current prices (the annualized investment 
cost of the operation·· the saving would be Rs. 31,000 in recurrent cost). 

E. Conclusions on Financial Requirements 

5.21 The key question is the degree to which resources will constrain the 
expansion of the program. The above analysis indicates tha~ in order to 
achieve contraceptive prevalence goals for 1994 and assuming a uniform level 
of effort in the program in different regions of the country, the future 
annual increase in the budget of BKKBN would need to be similar to historic 
increases (13 to 16 percent); if the private sector is able to reach a 30 
percent share of the clients, this would alleviate the GOI burden of the total 
budget for FP by about 10 percent. Under another alternative, assuming that 
future FP expansion must proceed in the expensive Outer Islands to a much 
greater extent than in the past. a budget increase for BKKBN of 22 percent a 
year is needed (this assumption implies that the cost in Outer Islands I is 
twice as high as in Java-Bali, and in Outer Islands II. over five times 
higher). If foreign assistance is decreased, an additional budget expansion 
commensurate with that decrease will be necessary. Concerning DEPKES, 
estimates of costs which may be attributed to family planning (in addition to 
direct contributions from BKKBN) were about 100 billion Rupiah in FY 1984/85 
(or one fifth of the total health budget). DEPKES FP costs can be predicted 
to increase proportionately with those of BKKBN. 

5.22 Even in the Outer Islands II where FP unit costs are estimated to be 
five times higher than in Java-Bali, and where only about 10 percent of 

13The report on "The Assessment of Reimbursement Mechanisms and Cost 
Analysis of Voluntary Surgical Sterilization" estimates that the annualized 
investment cost per sterilization was Rs. 39,000 in 1988 and the recurrent 
costs were 31,000. The majority of the investment costs were for equipment. 
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Indonesia's population lives. the benefits of family planning would probably 
outweigh the costs. The benefits in these islands would not be through 
slowing population growth (since the total numbers are so small) but they 
would derive from improving maternal and child health conditions and family 
welfare. 
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ANNEX 1 
Page 1 of 20 

Table 1.lr DEMOGRAPHIC INDICATORS FOR SELECTED COUNTRIES. 1986 

Population Total Life Infant 
growth fertility expectancy mortalit.y 

Count.ry rat.e. 1980-86 rat.e at birth rat.e 

Indonesia 2.1 3.6 59 74 
Malaysia 2.7 3.5 69 27 
Burma 2.0 4.4 59 64 
Philippines 2.5 4.6 63 46 
India 2.2 4.4 57 86 
Sri Lanka 1.5 2.9 70 29 
Bangladesh 2.6 5.6 50 121 
Mean, middle income 

countries 2.3 3.0 64 41 

Source: World Development. Report., 1988, and World Bank demographic dat.a files. 

http:Count.ry
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A.NN!X 1 
Pa.e 2 of 20 

Table 1.2: POPULATION BY AGE. 1961. 1971. 1980. 1988 

1961 1971 1980 1988 
Number Percent Number Percent Number Percent Number Percent 
(OOO's) (OOO's) (OOO's) (OOO's) 

0-4 17.042 17.7 19.161 16.2 21.297 14.4 22.13 7 12.7 
5-9 15.323 15.9 18.872 15.9 21.338 14.5 21.939 12.6 
10-14 8,179 8.5 14.228 12.0 17,707 12.0 21.297 12.2 
15-19 7.708 8.0 11.391 9.6 15.360 10.4 18.834 10.8 
20-24 7.791 8.1 7.961 6.7 13.066 8.9 16.018 9.2 
25-29 8.673 9.0 9.042 7.6 11.400 7.7 14.234 8.1 
30-34 7.203 7.5 7.894 6.7 8,208 5.6 12.322 7.1 
35-39 6.254 6.5 8.080 6.8 8.593 5.8 10.034 5.7 
40-44 4.830 5.0 6.029 5.1 7.457 5.1 8,436 4.8 
45-49 3.672 3.8 4.647 3.9 6.181 4.2 7.391 4.2 
50-54 3.370 3.5 3.835 3.2 5.437 3.7 6.341 3.6 
55-59 1.665 1.7 2,135 1.8 3.407 2.3 5,238 3.0 
60-64 2.083 2.2 2.223 1.9 3.245 2.2 4.113 2.4 
65-59 805 0.8 1.121 1.0 1.722 1.2 3.022 1.7 
70-74 819 0.9 1.061 0.9 1.538 1.0 2.045 1.2 
75+ 784 0.8 770 0.7 1.533 1.0 1.441 0.8 

Total 96.201 118.450 147,489 174.842 

Source: Committee on Population & Demography (1987) for 1961-1980; World Bank 
projection for 1988. 
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Page 3 of 2.0 

Table 1.3: TRENDS IN MORTALITY INDICATORS, 1950-1988 

Year CDR IMlt Life expectancy 

1.950-54 2.6.1 160 37.5 
1955-59 24.3 145 40.0 
1960-64 21.5 133 42.6 
1965-69 19.3 124 45.1 
1970-74 17.3 114 49.1 
l.975-79 14.1 105 52.7 
l.980-84 10.8 95 56.0 
l.988 9.1 69 60.2 

Source: World Bank demographic data files. 
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Table 1.4: DIFFlIINTlALS IN INFANT AND CHILDHOOD HOaTALITY BY DEMOGRAPHIC 
AND SOCIOECONOMIC CHAaACTEaISTICS OF MOTHEa, 1987 

Characteristic IMll (lqO) Under 5 mortality rate (5qO) 

Residence 
Urban 
Rural 

Province 
Jakarta 
West Java 
Central Java 
Yogyakarta 
East Java 
Bali 

Mother's education 
None 
Some primary 
Primary completed 
Secondary or more 

Mother's age at birth 
Less than 20 
20-29 
30-39 
40-49 

Birth order 
1 
2-3 
4-6 
7 

Interval since previoul birth 
Less than 2 years 
2..3 years 
4 years or more 

Source: IRD/We.tinahouse. 

50.9 
84.1 

52.9 
94.7 
47.9 
37.6 
71.4 
65.6 

98.8 
82.5 
60.1 
33.9 

99.2 
68.1 
74.2 
71.1 

7S.1 
70.3 
70.5 
94.0 

109.1 
62.1 
50.6 

77 .9 
123.6 

78.4 
141.1 
81.6 
56.0 
97.0 
80.8 

142.4 
127.0 

84.8 
42.8 

132.3 
104.0 
112.8 
120.4 

102.0 
107.7 
106.9 
149.0 

154.2 
105.0 

74.9 
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Table 1.51 TRENDS IN AGE-SPECIFIC FEITILITY RATES 

Age-specific Fertility Rates (per 1,000 women per year) 

Ale Groul! 
15-19 20-24 25-29 30-34 35-39 40-44 45-49 

Source: 

1971 census, 1967-70 lSS 286 273 211 124 SS 17 

1976 SUPAS, 1971-75 ll7 254 251 200 123 62 18 

1987 NICi'S, 1983-87 75 189 174 130 75 32 na 

1988 estimate 74 184 170 125 74 3-6 19 

Sources: 	 1971 census and 1976 SUPAS: Coamittee on Population and Demography, 
1987: 1987 NlCPS: lID/Westinghouse; 1988 estimate: Bank projection 
based on 1987 NlCPS. 
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Table 1.6: FERTILITY DIFFERENTIALS BY SOCIOECONOMIC STATUS. NICPS. 1983-87 

Charact.erist.ic 	 Tot.al Fert.ilit.y Rat.e 

Residence 
Urban 
Rural 

Province/Region 
Jakarta 
West Java 
Central Java 
Yogyakarta 
East Java 
Bali 
Out.er Java-Bali I /a 
Outer Java-Bali II Le 

Education 
None 
Some primary 
Primary completed 
Secondary or more 

2.g. 
3.7 

2.8 
3.6 
3.2 
2.3 
2.7 
2.6 
3.8 
4.4 

3.8 
3.8 
3.S 
2.S 

Source: IRD/Westinghouse. 

L! 	 Outer Islands I includes the following provinces: Aceh. North 
Sumatra, West Sumatra, Sout.h Sumatra, Lampung, West Kalimantan, 
South Kalimantan, South Sulawesi, North Sulawesi, West 
Nusatenggara. 

Le 	 Outer Islands II includes the following provinces: Rian, Jambi, 
Bengkulu, Central Kalimantan, East. Kalimantan, Central Sulawesi, 
Southeast Sulawesi. East Nusatenggara, Timor Timur, Maluku and 
Irian Jaya. 

http:Charact.erist.ic
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Table 1.7: CONTRACEPTIVE PREVALENCE RATES or WOMEN IN VAaIOUS AGE, 
RESIDENTIAL, EDUCATION AND PARITY GaOUPS 

Characteristic cpa 

Age 
15-19 
20-24 
25-29 
30-34 
35-39 
40-44 
45-49 

Residence 
Urban 
Rural 

Province/Region 
Jakarta 
West Java 
Central Java 
Yogyakarta 
East Java 
Bali 
Outer Java-Bali I 
Outer Java-Bali II 

Education 
None 
Some primary 
Primary completed 
Secondary or more 

Number of living children 
None 
One 
Two 
Three 
Four or more 

Total 

25.5 
47.2 
54.0 
58.7 
55.9 
42.7 
24.4 

54.3 
45.9 

54.0 
45.8 
53.5 
68.1 
49.8 
68.5 
41.7 
39.6 

32.8 
46.8 
54.0 
64.1 

7.7 
42.9 
56.8 
60.4 
50.2 

47.7 

Source: IRD/Westinghouse. 
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Table 1.8: CONTRACEPTIVE USE BY CuRRENTLY HARRIED WOMEN IN JAVA~BALI 1976 
INDONESIA FERTILITY SURVEY AND 1987 NICPS 

Method 	 Effectiveness 1976 IFS 1987 NICPS 

Pill 0.90 56.7 31.4 
IUD 0.95 21.3 30.5 
Injectables 0.98 0.8 21.0 
Condom 0.70 6.8 3.5 
Female sterilization 1.00 1.1 6.9 
Male sterlization 1.00 0.0 0.4 
Norplant 0.98 0.8 
Other 0.70 13.3 5.5 

Source: 	 1976 IFS and 1987 NICPS: IRD/Westinghouse, 1988: 
Effectiveness data: World Bank estimates. 

Table 1.9: PERCENT DISTRIBUTION OF IDEAL NUMBER OF CHILDREN ACCORDING TO 
NUMBER OF LIVING CHILDREN; EVER-MARRIED WOMEN 

Number of living children 
Ideal Number None 1 2 3 4 5 6+ Total 

None 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 
1 5.2 4.7 0.7 1.1 0.8 0.6 0.4 1.9 
2 54.2 51.5 39.4 17.0 17 .8 16.1 12.4 31.1 
3 17.7 22.3 27.5 38.4 14.1 15.2 14.2 23.1 
4 9.9 11.1 16.4 22.8 37.7 15.2 20.1 18.9 
5 1.3 3.8 5.1 6.1 8.8 21.1 8.2 6.6 

6 or more 1.6 1.1 2.2 3.3 6.7 11.1 17.3 5.4 
Non-numeric 

response 10.1 6.5 8.7 11.2 14.1 20.7 27.4 13.0 

Mean Ideal 
Number 2 • .5 2.6 2.9 3.3 3.7 4.0 4.4 3.2 

Source: 	 IRD/Westinghouse, 1988. 
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Table 1.10: PERCENT OF WOMEN WHO KAVE DISCONTINUED A METHOD IN THE LAST 

FIVE YEARS. BY METHOD AND lEASON FOR DISCONTINUATION 


Reason Pill IUD Injection Condom Abstinence 

Method fai led 6.3 18.5 4.4 14.2 31. 0 
Husband disapproves 1.3 0.5 1.4 7.1 4.4 
Health con.cerns 28.4 26.0 37.2 5.1 3.4 
Access/Avlilability 1.6 0.6 4.2 1.7 0.0 
Cost too much 0.1 0.0 6.7 0.0 0.0 
Inconvenient 3.7 2.1 3.4 16.2 8.9 

Source: laD/Westinghouse, 1988. 
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T.ble 1.11: INDONESIA: WORLD BANK STANDARD PROJECTION 

Ye.r 
lial l~ii 1~i7 liil lili iiiO li81 1m 18~a 1994 

Popul.tion
(lIIillion.) 

le4.' 1".0 171.4 174.1 171.2 111.' 11•. 0 111.a 1~1.' 194.B 

CBR 30.0 2,.a 2a.7 2a.l 27.6 2'.~ 2'.a 26.7 26.1 24.5 

CDR ~.4 ~.2 ~.1 ~.O 1.1 1.7 a.6 a.4 a.a B.l 

TFR a.72 a.el a.60 a.41 3.11 a.22 3.13 a.04 2.M 2.BB 

IWR 76.0 72.S 70.0 Sa.l SS.O U.~ Sl.' 6t.~ 61.1 66.3 

Depend.ncy 
r.tio 0.732 0.720 0.701 O.'M O.S8& 0.'74 0.'81 0.'41 O.•as 0.S22 

Wo_n 16-4~ 
(thou••nd.) 41,OSl 42,114 43,187 44,310 46,468 4',S34 47,117 41,~n 50,121 61,a57 

CPR (perc.nt) 41.00 42.80 44.S0 41.01 47.70 4t.1S 60.68 52.00 53.2' 54.41 

NUMber using 
(thou••nd.) 11,142 12,568 13,401 14,1~3 16,06. 15,iOS 11,113 17,S52 18,521 1~,421 

Annu.1 incr•••• 
in u••r. 

(thousand.) 117 ...~ 18& 815 84. 8&7 8It 8St 934 

Annual nUllber of 
acceptor. (lIIillion.) 

mediu. 
discontinuation 

high
discontinuation 

a.2 

4.2 

a.4 

4.4 

a.5 

4.e 

a.7 

4.8 

3.1 

6.0 

4.0 

5.3 

4.1 

5.5 

".3 

IL8 

4.6 

8.0 

4.7 

8.2 

Source: World Bank. 
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T.bl. 1.12: CONSTANT CONTRACEPTIVE PREVALENCE RATE SCENARIQ 

V••r 

lSJI& lSJI8 lSJI7 lM8 lMt lSJeo ltSJl ltt2 1913 1994 

Popul.tion 
(IIi II ion.) 

184.8 188.0 111.4 17&.0 171.8 182.1 111.SJ 181.8 lSJI.7 lt7.8 

C8R 30.0 29.3 28.7 28.8 28.t 2t.0 2t.l U.2 2SJ.! 29.4 

CDR SJ.4 9.2 SJ.l t.O 8.SJ 8.8 8.7 8.8 8.& 8.4 

TFR 3.72 3.81 3.&0 3.&0 3.&1 3.&1 3.12 3.62 3.63 3.63 

IWR 76.0 72.8 70.0 88.1 88.0 83.SJ 81. SJ 6SJ.SJ 68.1 68.3 

D.pendency 
ratio 0.712 0.720 0.708 0.8M 0.888 0.878 0.871 0.88a 0.881 0.848 

WOllllln 16-4t 
(thous.nd.) 41,081 42,114 43,lSJ7 44,310 41,41ie 48,834 47,787 48,SJll &0,127 &1,367 

CPR (perc.nt) 41.0 42.' 43.8 44.8 44.8 4".8 ..... 8 4".8 4".8 44.8 

Number u.ing 
(thou.and.) 11,7"2 12.56SJ 13,408 13,760 14,071 1 .. ,313 11",763 16,12" 16,&07 16,901 

Annu.1 incr•••• 
in us.r. 

(thousand. 817 849 342 321 322 380 371 313 394 40& 

Annual number oj' 
acc.ptor. (llill'on.) 

_diu. 
discontinuation 

high 
discontinu.tion 

3.2 

4.2 

3.4 

4.4 

3.3 

4.3 

3.2 

4.3 

3.0 

4.1 

3.0 

4.1 

3.1 

4.2 

3.1 

4.3 

3.2 

4.4 

3.3 

4.6 

Sourc.: World Sanlc. 
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T.bl. 1.lS: SLOW DECLINE SCENARIO 

V..r 
li8i 1i1e 1"7 u~.i lii. lAO 1"2 l"S 

Popul.tion 
(Mi II ion.) 

ul".e UII.O 171." 17.... 17.... 1'2.1 111.e 188.1 182.7 198." 

CaR 30.0 28.3 28.7 2'.S 2'.0 27.7 27." 27.2 2e.8 2e.e 

CDR 8." 8.2 8.1 8.0 ••• '.7 8.e '.1 8.1i 8.3 

TFR 3.72 3.e1 3.60 3."6 S.38 S.3" S.28 S.2I 3.1' 3.1" 

IWR 76.0 72.e 70.0 e'.l M.O el.8 e1.8 68.8 51.1 6e.3 

D.pend.ncy
retio 0.732 0.720 0.708 0.e87 O.CSII 0.CS7" O.MI 0.CS&2 O.CS"l O.CS31 

Wo_n 15-"8 
(thous.nd.) "l,C>el "2,11" 43,187 "4,310 "&,"68 "CS,es.. "7,7CS7 ..•• 831 60,127 61,367 

CPR (p.rc.nt) 41.0 42.' ..... CS 46.5 "CS." "7.1 "8.1 "8.0 "8.' 5O.CS 

NUMber u.in8 
(thou••nd.) 11,742 12,658 13."00 13,7'7 1","7.. 11,1" 11,814 1CS,CSIO 17,"10 18,013 

Annu.1 incr•••• 
in us.rs 

(thou••nds) 817 .48 CS65 CS.7 722 76. CS7CS CSIO 703 7C>e 

Annu.1 number of 
acceptor. (Million.) 

mediu. 
discontinu.tion 

high
discontinuation 

3.2 

".2 

3 ... 

..... 
3.3 

".3 

3.3 

".S 

3." 

".5 

S.6 

".7 

3.CS 

".8 

3.8 

6.0 

3.8 

6.2 

3.9 

6.3 

Sourc.: World Bank. 
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Tebl. 1.1.: FAST DECLINE SCENARIO 

V.e .. 

lRI iiA ii., ii'l lill ii~ 1§§! iii! uii lii. 


Populetlon
(ai II ion.) 

I ..... 1.'.0 171." 17..... 177 •• 180.2 1'3.7 1M•• 18e.3 lei." 

CBR 

CDR 

30.0 

8." 

28.3 

8.2 

2'.7 

e.o 

27." 

'.e 

2•• 2 

'.7 

21.1 

'.e 

2".0 .... 23.e 

'.3 

22.7 

'.2 

22 .• 

'.1 

TFR 3.72 3.•1 3.SO 3.•1 3.20 3.08 2.n 2.71 2.e.. 2.64 

IWR 71.0 72 .• 70.0 .'.1 ee.o .3.8 .1.8 n.e 6'.1 6•. 3 

Depend.ncy
retio 0.732 0.720 0.70' O••e.. 0 .•78 o••el 0 .•'" O.e'l 0 .•14 0.n7 

WONn 1&-"8 
(thou.end.) .1.081 "2.11" "'.le7 ..... no "'."M .e.e3. .7.7e7 ..•• en 10.127 61.367 

CPR (pe..cent) .1.0 "2.' ....8 48.1 ..e." 61." 63.e M.O 68.2 n.' 
Nuabe.. u.ing
(thou••nd.) 11.7.2 12.558 13.400 1••832 le ••12 17 ...... 18.020 20.2"2 21.281 22.1n 

Annu.1 inc...... 
in u..... 

(thou••nd.) 811 848 1,800 1.e80 1.232 1.17e 1.222 1.0.8 .., 77. 
Annu.1 nu.be.. of 
eccepto ... (alilion.)

lMdiua 
discontinu.tlon 

high 
discontinu.tion 

3.2 

".2 

3." 

..... 
3.1 

".e 

3.' 

".8 

•. 1 

1.3 

".2 

6.S 

".6 

I.e 

".7 

..2 
".e 

e." 

fli. 1 

S.S 

Source: Wo .. ld Benk. 



96 

ANNEX 1 
Page l4 of 20 

r.bl. 1.16 

World e.nk St.nd.rd Projection 

Ag. Group 1886 1HO 18t6 2000 2006 2010 2016 2020 2026 2030 

Tot.1 W.F lU,UO 181,801 187,878 213,324 227,031 240,423 263,780 2815,881 278,486 288,919 

... 1•• 
0-4 
6-9 

10-14 
16-18 
20-24 
25-28 
30-34 
36-38 
40-44 
46-49 
50-64 
56-69 
80-84 
86-88 
70-7.
76. 

11,212 
11,217 
10,234 
8,42t 
7,148 
1,410 
6,472 
4,803 
3,817 
3,466 
2,882 
2,3"15 
1,822 
1.330 

873 
446 

11,81t 
10,838 
11,173 
10,132 
8,304 
7,Olt 
8,283 
6.3.... 
4.4M 
3,838 
3,2154 
2,8153 
2,077 
1,&21 
1,013 

7151 

11,681 
11,383 
10,8151 
11,077 
10,002 
8,176 
8.800 
8,1&7 
6,201 
4,308 
3,84. 
3.024 
2,378 
1,7'" 
1,171 
1,004 

11,240 
11,38& 
11,3215 
10,782 
10,t66 
8,818 
8,067 
8.782 
1,018 
6,042 
4,110 
3,38& 
2,716 
2,017 
1,381 
1,232 

10,680 
11,088 
11,3215 
11,2&1 
10,873 
10,822 
8,740 
7,832 
8,15.' 
&,842 
4,823 
3,8"0 
3.058 
2,315 
1,678 
1,472 

10,121 
10,472 
11,047 
11,212 
11,163 
10,M2 
10,701 
t,80t 
7,788 
S,4M 
6,107 
4,62" 
3,478 
2,828 
1,828 
1,7415 

10,861 
10,532 
10,432 
10,t80 
11,172 
11,048 
10,466 
10,670 
',460 
7,688 
15,220 
6,276 
4,113 
3,000 
2,083 
2,058 

11,088 
10,8St 
10,488 
10,383 
10,811 
11,0715 
10,84e 
10,331 
10.410 
8,233 
7,323 
6,8158 
4,813 
3,&154 
2,386 
2,38t 

11,020 
11,011 
10,836 
10,461 
10,314 
10,82& 
10,884 
10,836 
10.18<4 
10,1815 
8,818 
8,821 
6,372 
4,187 
2,810 
2,78& 

10,870 
10,967 
10,986 
10,793 
10,387 
10,240 
10,742 
10,882 
10,896 

9,989 
9,867 
8,466 
8.368 
4,892 
3,377 
3,329 

Total 81,83. 80,4115 18,810 101,287 112,812 118,481 125,8<4" 132,110 137,71t 142,801 

Female. 
0-4 
6-9 

10-14 
16-18 
20-24 

10,8M 
10,1518 
8,872 
8.712 
7.873 

11,237 
10,4&. 
10,185 
8,78" 
8,803 

11,188 
11,048 
10,388 
10.&Ot 
8,881 

10,8415 
11,0215 
10,81& 
10,32t 
10,420 

10,274 
10,758 
10,880 
10.850 
10,2M 

10,318 
10.218 
10,732 
10,1&7 
10,801 

10,U4 
10,271 
10,181 
10,707 
10,811 

10,71S& 
10,800 
10,281 
10.180 
10,877 

10,8" 
10,738 
10.688 
10.2"6 
10,1515 

10,541 
10,874 
10,728 
10,674 
10,225 

25-28 
30-34 
36-39 
40-44 
4&-41 
50-54 
65-59 
80-84 
65-69 
70-74 

7&. 

l,t3" 
6,&St 
",60t 
3,868 
3,601 
3,016 
2,480 
1,836 
1,43" 
1,004 

631 

7,762 
8,810 
6,4sa 
4,387 
3,835 
3,311 
2,841 
2,280 
1,888 
1,1615 

860 

8,412 
7,U6 
8,1580 
6,331 
4,271 
3181 

3,182 
2.a17 
2,001 
1,37& 
1,271 

8,680 
8,3815 
7,621 
8,6155 
5,201 
4,131 
3,&10 
2,841 
2,321 
1,1&1 
1,100 

10,338 
8,"80
8,21t 
7,401 
8,430 
&,051 
3,860 
3,278 
2,842 
1,834 
1,812 

10,201 
10,21" 
8,406 
8,188 
7,280 
1,214 
",86& 
3,71" 
2,883 
2,228 
2,"31 

10,851 
10,1"8 
10,188 
',308 
8,014 
7.110 
1,041 
",18a 
3,379 
2,&22 
2,814 

10,878 
10,800 
10,084 
10,088 
8,182 
7,884 
a,818 
6,732 
4,18t 
2.901 
3,424 

10,84" 
10,83& 
10,743 
10,007 
8,t7S 
',001
7,a68 
a,&61 
6,27a 
3,631 
4,018 

10,130 
10,809 
10,781 
10,871 
9,89' 
9,802 
8,757 
7,318 
8,060 
4,594 
4,943 

rota' 82,816 81,185 81,31t 107,037 11",041 120,832 127,8"1 13",661 140,781 148,310 

Sirth Rlt. 28.7 2&.7 22.8 18.8 18.7 18.1 17.3 US.4 16.6 
O••th Rate 1.1 8.4 7.1 7.4 7.2 7.3 7.4 7.7 8.1 
R.te of Nat. Inc 1.88 1.71 1.4t 1.25 1.1& 1.08 .81 .87 .74 
Net Wigr.~ion R.te 
Growth Rate 

.0 
1.88 

.0 
1.71 

.0 
1.4t 

.0 
1.25 

.0 
1.1& 

.0 
1.08 

.0 
.8t 

.0 
.87 

.0 
.74 

Tot., F.rtll t~1 
NRR 

1.100 
1 ...7 .. 

3.037 
1.31" 

2.831 
1.lN 

2.287 
1.03t 

2.111 
1.000 

2.13t 
1.000 

2.124 
1.000 

2.110 
1.000 

2.101 
1.000 

.(O) - Both 5 •••• 
IIiR - Both 5 •••• 

eo.1' 
70.0 

82.41 
58.1 

8.....7 
61.1 

8'.37 
43." 

88.22 
3'.0 

88.40 
31.6 

70.42 
28.0 

71.33 
24.8 

72.11 
22.3 

D.p. R.tio 73.2 87.4 81.0 H.5 51.3 47.3 46.2 46.2 4&.8 48.& 

http:St.nd.rd
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Tabl. 1.18 

Indon•• ia Slow Decline Scenario 

Age Croup 1116 1180 1116 2000 2001 2010 2016 2020 2021 2030 

Total W.F la... a3(: 182.12" 1I1.a83 218.781 232,aN 2....114 2SO.716 27.....18 287,606 UI,383 

Wal •• 
0-" 
6-1 

10-1" 
16-19 
20-2" 
26-21 
30-3" 
36-31 
..0-.... 
<46-"1 
60-6" 
66-6t 
eo-s.. 
86-81 

11.212 
11.287 
10.2'" 
8."21 
7.1"8 
8,410 
&, ..72 
... aoa 
a.":' 
3."&& 
2.812 
2,34$ 
l,82:Z 
1.330 

11."" 
10.131 
U.173 
10.132 
8.304 
7.01t 
a.211 
I ...... 
.....88 
3.838 
3.2a.. 
2.M' 
2.077 
1,621 

12.1a7 
11.a63 
10,Nl 
11,077 
10.002 

8.17& 
a.eoo 
a,167 
6.2oe 
",301 
3.a.... 
3.02" 
2.378 
1.7..t 

12.138 
11.182 
11,681 
10,782 
10.1" 
t,NI 
8.0&7 
S.782 
a.Oll 
&,042 
".110 
3.atl 
2,716 
2.017 

11.ata 
11.ISO 
11.120 
11,&08 
10.a73 
10,822 
t.7"0 
7.132 
a.843 
&.8.. 2 
... 821 
3....0 
3,Olt 
2.116 

10,0" 
11.680 
11.127 
11,812 
11,"01 
10.N2 
10,701 
t.aot 
7.788 
a ..... 
I,S07 
",12" 
3,"78 
2.828 

11.185 
11,004 
11.&35 
11,818 
11.711 
11.300 
10."" 
10.570 
1."50 
7,&M 
8.220 
6.276 
".113 
3.000 

11.62& 
11.082 
10. tee 
11,"81 
11.7SO 
11.a67 
11,lM 
10.331 
10."10 
1.231 
7.323 
&.NI 
.. ,813 
3 •.N .. 

11.882 
11."&0 
11.0"7 
10.111 
11."06 
11,888 
11.&61 
11,013 
10,11<4 
10.1N 
1.118 
8,I2a 
6.372. 
".187 

11,818 
11,816 
11,"18
11,00.. 
10,862 
11,323 
11,698 
11,"62 
10,1"0 
t,tlt 
1,867 
8,""
a,368 
".at2 

70-7" 
76. 

8n 
«'Ii 

1.013 
781 

1.117 
1,004 

1.381 
1.232 

1.678 
1.472 

1.828 
1,7'" 

2.011 
2.051 

2,3tS 
2.3" 

2.8SO 
2,71& 

3.377 
3,329 

Total 81.134 80.881 91,"78 108.03t 115,8'" 122,800 121,"'" 138.02t 142.272 1"7.876 

F...al •• 
0-"
6-1 

10-14 
16-it 

10,88' 
10.M8 
t.872 
8.712 

11 ,,,1<4 
10...6 .. 
10,"5 
t.78" 

11.763 
11.301 
10,31t 
10,601 

11,710 
11,804 
11,2'"
10.321 

11.3SO 
11.816 
11,68' 
11.200 

10.780 
11.2" 
11.688 
11,631 

10.8"2 
10.738 
11,278 
11.681 

11. lit 
10.801 
10,720 
11,268 

11.338 
11,1'2 
10.716 
10,70" 

11,2S.. 
11,31" 
11,161 
10,782 

20-2" 
26-21 

7.873 
a.t3.. 

8.S03 
7,762 

t.883 
8."12 

10."20 
1,680 

10.218 
10.338 

11.150 
10.2oe 

11."11 
11.otl 

11.621 
11 ..... 8 

11.230 
11."12 

10,S8" 
11.201 

30-3" 
36-3t 
..0-.... 
"6-.. t 
60-6" 
65-69 

6.ln 
",6C'I 
3,158 
3,508 
3.011 
2."SIO 

a,810 
1,"63 
.. ,3t7 
3,83& 
3.381 
2 ....1 

7.835 
a,'80 
6,33' 
",278 
3.all 
3,182 

8.388 
7,621 
a.681 
6,2oe 
".131 
3.510 

1,"80 
8,21t 
7,40t 
a,"30 
6.061 
3.150 

10.284 
t,"OI 
8.11t 
7.280 
8,28" 
".855 

10,141 
10,188 
I,ael 
8,oe.. 
7.110 
8,041 

11,048 
10,0'" 
10,011 
1,182 
7.81<4 
a,87t 

11."03 
10.181 
10,007 
I,t7e 
t,ooe 
7.a58 

11,"64
11,361 
10,116 
t,8tl 
9,802 
8,767 

80-8" 
8s-at 
70-74 
76+ 

1.t3& 
1."34 
1,0(14 

6111 

2.280 
1.8" 
1.168 

110 

2,817 
2,001 
1,371 
1.271 

2,l<4t 
2,321 
l,ell 
1.aoo 

3.278 
2....2 
l,t34 
1,"2 

3.71.. 
2.M3 
2.228 
2,"38 

.. ,68' 
3.371 
2.522 
2.t14 

6.732 
",ltl 
2.801 
3,"24 

8.661 
5,27a 
3.831 
",018 

7,318 
a,080 
",59" 
",943 

Total 82, • .,1 IU,4 .. 2 100.207 101,710 11a,811 124,16" 131,2'7 138.387 145.233 161,"88 

Birth Rate 
O.ath R.te 
Rat. of Nat. Inc. 

21.''.12.01 

28.' 
8.1 

1.8"' 

2".3 
7.t 

1.a4 

21.a 
7." 

1."2 

11.0 
7.1 

1.1t 

18.0 
7.1 

1.01 

17.6 
7.1 

1.02 

la.8 
7.6 
.!II3 

la.O 
7.9 
.81 

N.t Wigration Rate 
Growth Rate 
Total F.rt i Ii t1 
NRR 

.0 
2.01

'.&10
1.101 

.0 
1 .... 

3.201 
1.381 

.0 
1.84 

2.84$ 
1.21t 

.0 
1.41 

2.527 
1.1"8 

.0 
1.1' 

2.2'" 
1.011 

.0 
1.01 

2.13t 
1.000 

.0 
1.02 

2.12" 
1.000 

.0 
.93 

2.110 
1.000 

.0 
.81 

2.101 
1.000 

.(0) - Both Se••• 
IItIR - Both S .... 

SO.U. 
70.0 

81.41 
5t.I 

a".47 
51.1 

a'.37 
"3." 

al.22 
38.0 

81."0 
11.5 

70."2 
2'.0 

71.• 33 
24.8 

72.11 
22.3 

D.p. Ratio 71.2 81.' '2." &t.0 6".& ..t.' "8.3 "6.0 "S.7 48.8 
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. 
T.bl. 1.17 

Indon••ia Fa.t Decllfte Scenario 

Age Croup lt81 lHO 1"1 2000 2001 2010 2011 2020 2021 2030 

Tot.1 .,.F Ie.. ,e30 180,7 .... It.. , 318 207,ON 21t,"7 233,171 2"1,737 217,138 2e7,2et 278,2i4 

.,.1•• 
0-4 11,212 11,220 10,CHIO t,8N 10,111 10, ..e7 10,121 . 10,320 10,131 10,12e 
6-t 11,217 10,t38 11,002 t,t37 e,788 10,010 10,"07 10 ..... 8 10,211 10,078 

10-1" 10,234 11,173 10,Ml 10,t38 t,8I1 t,721 10,021 10,371 10,"11 10,224 
16-1t 8,42e 10,132 11,077 10,782 10,'" e.828 e,l7' e.e7" 10,327 10,374 
20-24 7,1"8 8,304 10,002 10,ell 10,'71 10,770 t,7'1 e,1Oe e,808 10,254 
26-2e 1,"10 7,01e 8,171 e,Mt 10,822 10,112 10,'" e,"7 e,l30 e,837
30-34 1,"72 8,283 8,800 8,017 e,740 10,701 10,,"'1 10,171 t,6M t,4&7 
36-3e 4,eo. 1.3.... '.117 ',782 7,t32 e,eo. 10,170 10.33' 10,41" t.4i8 
40-4" 3,tt7 ",4" &.2oe 8,01e 8.84a 7,781 e,"10 10,"10 10,1'" 10,32t
46-4e 3,"&1 3,838 4,a08 6.042 &,'''2 8,411 7,IN t,211 10.188 t,elt 
60-64 2,.ft 3,28" 3,'.... ",110 ",823 l.eo7 8,220 7.321 ',t18 t,857 
56-It 2.348 2,8ea 3,024 1,3e. 3....0 4,62" &,275 6,818 l,t21 8,466 
60-14 1,822 2,077 2,378 2,71' 3,068 1,"78 4,111 4,8U 6,372 8,368 
6&-68 1,330 1,621 1,74e 2,017 2,31& 2,82' 3,000 3,614 4,187 4,8e2 
70-74 .73 l,OU 1.171 1,311 1,678 1,'21 2.011 2.381 2,880 3,371 
76. ..... 781 1,004 1,232 1,472 1,7'" 2,061 2,3" 2,7tl 3,32e 

Tot. I 8.1"" eo ,017 N,748 101,loe- 10e,"21 116,811 121,..e 121,2" 132,057 131,243 

F... I•• 
0-4 10,1" 10,852 e,747 e,648 e,1I8 10,181 10,222 10,018 e,'H e,'20 
6-e 10,'" 10,"1" 10,870 e,n.. 8,"71 8,81' 10,164 10,188 e,8'" 8,817 

10-14 8,'72 10,61' 10.388 10,118 t,lft 8.4"8 t.787 10,U8 10,177 t,i'6 
16-1e ',712 t,7'" 10,608 10,128 10,17" 8,lIa 8,"27 8,71t 10,123 10,1&6 
20-2" 7,873 '.101 t.881 10,"20 10.2" 10,627 e,IIO t,400 8,761 10,104 
26-28 I."" 7,712 8.4ft 8,680 10,338 10,2oe 10,478 8.4'" 8,371 t,731 
30-34 S,H8 1.810 7.136 ••all t."eo 10,214 10.148 10.428 t.4H 9,340 
36-38 4, lOt 6,"61 e.leo 7.S21 8,2at 8."06 10,188 10,0'" 10,374 t,414 
40-44 3,861 ".387 6,311 I.H6 7."08 8.11t 8,108 10.on 10,007 10,306 
46-4e I, SOl 1,83' 4,27' 6.2oe e,430 7,280 8,oe.. t.182 8,t78 9,89t 
60-6" 3.011 1.311 3.ltl ".131 S,OI1 '.214 7,110 7..... 8,008 t,802 
56-69 2."eo 2,'41 1,182 1,610 l.tlO 4.'" e.041 e.'78 7,e68 8,757 
60-8" 1.831 2,280 2,117 2."" 1,27' 1,71" 4,611 6,732 8,&11 7,318 
56-et 1,43" 1.e88 2,008 2,321 2,142 2.M3 a,17e 4.1" &,278 .,oeo 
70-74 1,004 1,16. 1,ln 1,8&1 1,e34 2,228 2.&22 2,eol 1,lal ",6'"

7&. 631 elO 1,271 1,100 1,en 2,4" 2.el" 3 ... 2 .. ",018 4,943 

Tot. I 82.8tl eo. 100 t7,&70 10a.teO 110,57. 117,311 123 ,lie 12e,840 136,211 1"0.061 

Birth Rate 27.' 22.7 20•• 18.7 1'.0 18.0 1•• 7 16.7 16.0 
O••th R.te 8.0 8.a 7.e 7.1 7." 7." 1•• 1.e 8." 
Rat. of N.t. Inc. 1." 1..... 1.21 1.21 1.1. 1.0. .tl .77 .68 
N.t Migr.tion Rate O. .0 .0 .0 .0 .0 .0 .0 .0 
Growth R.te 1." 1 ..... 1.27 1.21 1.1. 1.06 .el .71 .e8 
Total F.,.ttl ttl 1.170 2.860 2.120 2.200 2.1'1 2.1U 2.12" 2.110 2.101 
NRR 1."21 1.1"7 1.027 1.000 1.000 1.000 1.000 1.000 1.000 
.(0) - Both ..... eo.l. 82."1 14.47 ".17 ".22 .e."o 70."2 71.33 72.11 
IWR - Both S•••• 70.0 &e.' 11.1 ...... M.O 31.1 2'.0 2.... 22.3. 
D.p. Ratio 73.2' .... 68.0 Sl.e "7.a .... 1 "6.7 41.1 "6.6 48.0 



T.bl. 1.18: CENTRAL BUREAU OF STATISTICS: POPULATION PROJECTIONS 1886-1"6 

Age V••t 

GtOUP 1.6 liM Iii' 1.8 1.8. 1080 1"1 1. 1"1 1. 1_ 


0-4 
6-' 

10-14 
16-1' 
20-24 
26-2' 
10-14 
36-3' 
40-44 
46-4' 
1i0-64 
66-68 
80-'" 
86-88 
70-74 
76+ 

21.886.480 
21,812,410 
20,104.111 
17,118.211 
16.017.81' 
13.342.102 
11.040.160 
8.110••1 
7,861,181 
8,810,216 
6,8011,662 
4,816.100 
3,768,488 
2,783,'24 
1,871,671 

'76.'" 

22."".124 
21.4te,108 
20.867.700 
17,727."8 
16.218.422 
11.816.401 
11.671.47' 
',186.818 
8,064.266 
7.12'.000 
8,070,24' 
4,870,4" 
1,880,068 
2,841,678 
1,111,160 
1,161.138 

22.811.881 
21.27',887 
21.108.884 
18.127.002 
16.648.008 
11.'1'.120 
12,022,687 
......001 
8,208,122 
7.276.12' 
1.216,eM 
5.108,"2 
4.005 ..... 
2.817.611 
l,18I,tl2 
1,112.181 

21.047.880 
21,286.140 
21.661.868 
18.'12.106 
16.878.122 
14.2Oe.8e6 
12.417.168 
10.067.464 
8,408.262 
7.411.722 
1.118,741 
6,261,618 
4,112,870 
1.034.806 
2,068,141 
1.411.7. 

21.18',282 
21.1'1.871 
21."1.7'1 
1'.481,61' 
18.410.606 
14.607.247 
12.780.872 
10.448.1 • 
8,141.108 
7.661,800 
1.612,812 
6,114,080 
4,211.727 
1,111,804 
2,126,7. 
1.tol.443 

21.268.180 
21.617.160 
21.781.010 
1•••60.... 
11.841.800 
14.812.071 
11,111.418 
10.818.216 
8.801.147 
7,708,783 
1,168,156 
6.618.864 
4,181.128. 
1,241,171 
2,1•• 715 
1,740.880 

21.28'.868 
21.714.412 
21,81'.282 
20.186.467 
17.418.480 
16.174.006 
11.4".172 
11.242.8'7 
'.18O,OM 
7,8n.124 
1.808,121 
6.1",141 
4.522.870 
1.160,418 
2,271.018 
1.'71,75' 

21.171.UI 
22.044.1. 
21.700.076 
20.811 ,2M 
18.010.416 
16.626,701 
11.7to.Ol0 
11.177.617 
',611,568 
8,037,176 
1,148.158 
5,8U,I04 
4,166.141 
3,414,425 
2.348,828 
1."'.176 

21.02'.148 
22.418.182 
21.62'.012 
21.174."1 
18.171.448 
16,8.,178 
14,011,117 
12.11'.086 
',870.677 
8.214.068 
7,013,181 
5.87',121 
4.78',M4 
1,681.786 
2.42'••1 
2.110,201 

22,871,428 
22.747.02 
21.1".... 
21.411.620 
1'.264.122 
18,102,488 
14.120.17' 
12.&44.116 
10,242,084 
8.416.8'1 
7,241,425 
1,127,084 
4,124,112 
1,700,701 
2.514,217 
2,224.804 

22.786.'10 
22.144.880 
21.406.110 
21.161.710 
l'.7to.781 
1',74'.482 
14.117.872 
12,'11.117 
10,121,087 
8.168,100 
7,401,121 
1.271.518 
,,010,257 
1.818,121 
2.tol.474 
2....1..... 

\0 
\0 

Tot.. I 114.&2'.11' 1".147,616 172,00t. 640 176,688.811 178.111,110 182,160.168 1M. 121.131 188.547.810 112.'16,328 l ••2'7.tol 1".141.721 

..n::XI 

\'q .~
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Appendix 1 

Assumptions in World Bank Standard Projection: 

1. The base year is 1985. The age distribution estimated by BPS, derived 
from the 1985 SUPAS was adopted (BPS, 1988). 

2. The Total Fertility Rate in 1985 was 3.72, in 1986 3.61, in 1987 3.5. 
It will decline to 2.88 in 1994. These estimates are based on the NICPS, 
adjusted for incomplete coverage and consistency with World Bank series. The 
1994 TFR figure is obtained from a preliminary plan made by the Ministry of 
Population for Repelita V. Following 1994, fertility is projected to decline 
according to a reverse geometric curve, reaching a level of 2.21, when the Net 
Reproduction Rate is equal to 1 in 2005. The TFR series looks as follows: 

1985 3.72 1990 3.22 1995 2.80 20000 2.43 
1986 3.61 1991 3.13 1996 2.72 20001 2.36 
1987 3.50 1992 3.04 1997 2.64 20002 2.29 
1988 3.41 1993 2.96 1998 2.57 20003 2.26 
1989 3.31 1994 2.88 1999 2.50 20004 2.24 

3. Age specific fertility rates are taken from the 1987 NICPS and scaled 
to agree with the above TFRs. The age pattern of fertility will change in 
future periods according to a simple empirically baaed model used in all World 
Bank population projections (Vu and Zacharias. 1988). The age specific 
fertility rates for 1985, 1994. and 2005 are as follows: 

15-19 20-24 25-29 30-34 35-39 40-44 45-49 


1985 83.7 196.1 180.3 137.0 83.8 41.4 21. 7 

1994 58.2 163.3 151. 7 104.7 57.3 26.0 14.7 

2005 37.9 137.1 128.8 79.0 36.3 13.8 9.1 

4. The Infant Hortality Rate is based on the NICPS, adjusted for 
incomplete coverage and consistency with World Bank series. Coale-Demeny model 
life tables were selected on the basis of the !HR. Changes in mortality follow 
a simple model used in all World Bank population projections (Vu and Zacharias, 
1988). Life table survivorship ratios, l(x), for males and females in 1985-90 
and 2005.2010 are as follows: 
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1(1) 1(5) 1(10) 1(20) 1(30) 1(40) 1(50) 1(60) 1(70) 1(80) 


Males. 
85-90 .923 .900 .887 .869 .838 .799 .736 .623 .429 .178 

Fem•• 
85-90 .937 .912 .903 .887 .860 .824 .774 .686 .519 .250 

Males. 
05-10 .9!·5 .945 .940 .929 .910 .885 .838 .736 .538 .246 

Fem.• 
05-10 .9i'3 .967 .964 .958 .947 .930 .898 .829 .674 .368.. 

5. T.he proportion of married women in 1985 was derived from BKKBN data 
and the NICPS. BKKBN Technical Report # 52A (12/87) was used to project changes 
in the proportion married over time. The proportion by age is as follows for 
1985. 1994, and 20005: 

15-19 20-24 25-29 30-34 35-39 40-44 45-49 All ages 

1985 .22 .72 .86 .89 .88 .85 .80 .698 

1995 .19 .71 .85 .89 .88 .84 .78 .694 

2005 .15 .70 .84 .88 .87 .82 .76 .699 

6. Method used effectiveness was taken from the TARGET model. except for 
Norplant and condoms. which were estimated separately. There is no change in 
effectiven••• over time for any particular method. but overall effectiveness 
changes becau•• of chang.s in method mix. Differential effectiveness by age was 
obtained fraa a simple model in the TARGET program. Effectiveness by method is 
as follows: 

Male Sterilization 1.00 
Female Sterilization 1.00 
Injectables .98 
Norplant .98 
IUD .95 
PUls .90 
Condoms .70 
Other .70 
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7. The Contraceptive Prevalence Rate in 1985 was obtained from World Bank 
Report No. 6188-IND. It was projected using the TARGET model, resulting in a 
CPR of 44.6 in 1987, Which was judged accurate in view of the NICPS CPR of 47.7 
for 93 percent of the country. 

8. Method miz by age was obtained from the NICPs and scaled to the CPR in 
1985. Changes in method miz were projected using this base and rate of changes 
in method miz projected by the Ministry of Population for Repelita V. No 
changes in method miz are assumed after 1995. 

9. Discontinuation rates are estimates based on preliminary data from 
BKKBN for the province of West Java. These rates may be lower than the national 
average. Therefore, two scenarios are defined for the calculation of new 
acceptors: one taking the West Java discontinuation rates from BKKBN 
("medium"), the other assuming that the national annual continuation rates are 
10 percent lower than that indicated by the West Java data ("high"). ,This gives 
the following annual discontinuation rates by method for the period 1985-1994: 

Medium High 

Male Sterilization .01 .01 
Female Sterilization .01 .01 
Injectables .24 .32 
I® .08 .17 
Norplant .05 .14 
Pills .23 .31 
Condoms .28 .35 
Other .30 .37 

10. The duration of postpartum infecundability was taken from the NICPS as 
9.4 months and assumed to be declining gradually to 6 months in 2020. 

11. The number of new users (acceptors) that needs to be recruited to 
reach a given fertility target is calculated as the annual increase in number of 
users (growth in prevalence), plus the number of intentional drop-outs under age 
SO, plus the number of unintentional drop-outs (failures), plus the number of 
women who reach a,8 50. 

12. Induced abortion was assumed to be insignificant. 

13. International migration was assumed to be 'negligible. 

14. For the slow decline scenario, it is assumed that the increase in the 
CPR between 1989 and 1994 is half that of the increase in the World Bank 
Standard scenario, and the year that the NIR equals one is delayed until 2010. 
Other fertility parameters are adjusted to these constraints. Other prozimate 
determinants of fertility are left unchanged; thUS. variation with the Standard 
scenario is entirely due to contraceptive usage. Mortality is likewise 
unchanged. For the fast decline scenario, the CPR increases by ten percent more 
during 1989 and 1994 ani the replacement fertility year is moved forward to 
2000. Th.re are no othet changes with the standard scenario. 
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Tabl. 2.1: PROPORTIONS OF WOMEN IN VARIOUS CONTRACEPTIoN 
CATEGORIES, le., (OOO'S) 

Nu.ber of In "... In need and intende to u•• 
Currentl, Want. no Want. to Want. no Wante to 
..uried ~ Hr. e!.te!n. Hr. e!ete!n. !!!!!
lOOOe~ 

Ar.. 
Urben 
Rural 

2,811 
7,e30 

'4 .•..... 21.1
21.' 

I" .• 
21.' •••6.' 

'.e 
8.1 

11.2 
13.1 

R..ion 
Ja"a aali 

Jalearta 
W..tJna 

(7,28&)
.43 

2.208 

(60. e) 
'''.0 
46.8 

(22.1)
21.4 
2".7 

(1'.8)
14.0 
17.8 

6.1 
6.1 
6.2 

1.3 
".1 
7.3 

11."I.'
12." 

C.ntralJeva 
YOllaleuta 
Ea.t Jan 
aall 

Outer bl.nde I 
Outer I.ltnd. 11 

1,13"
207 

2,182 
111 

(3,lel) 
("11) 

sa.6 
18.1 
..e.8 
11.6 

("1.7) 
(3e.') 

20 .• 
11.0 
22.7 
1 ..... 

(le.e) 
(21.') 

18.2 
7•• 

11.e 
7.e 

(26.3) 
(2'.') 

6." 
".1 
".8 
'.1.... 
8.e 

'.7 
•• 8•••4.1 
e.2

11.' 

12.1 
8.4 

10.4 
11.4 
11.' 
24.1 

Education 
No School 
S... Pri .. r,
C..pl.te Pri..rl 
Abo". Pri .. arl 

2,"01 
.....2. 
2.'01 
1."07 

32.8..... 
14.0 
.... 1 

33.1 
21.1 
1'.1 
11.1 

le.l 
20.1 
20.6 
11.1 

3.'.... 
1.2 
5.4 

.... 
1.1 
e." 
8.7 

8.1 
1".1 
16.1 
1".1 

Total 10,807 "7.7 21." 18.8 6.7 7.6 13.12 

Sourc.: Ta.. I•• 4.1 and 1.• , NICPS. 
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T.bl. 2.2: NUYlER OF CURRENTLY WRIED WOMEN IN VARIOUS CONTRACEPTION 

CATECORIES (OOO'S) 


lil7 1814 
NUII&i, in 

NUllber in NMd NMd .nd Int.nd. to U•• NUliber Who 
HUliber i.nta no W.nta to W.nt.a to ianb no NMd but do P.rc.iy. No 

of Uaera lIIor. eoat2!n. Mr. 2!at.2!n. Not. Int.nd NMd~ 

Ar•• 
Urb.n 
Rur.1 

4,Oei 
ff,24e 

1,S~ 
6,200 

1,280 
6,272 

474 
1,403 

627 
l,MO 

1,001 
3,le3 

2,174 
7,110 

i12 
2,7" 

Educ.t.ion 
No School 
So_ Prill.ry
COllI_let.. Pri ••ry
So_ Secondary 

2,023 
6,310 
3,eoe 
2,312 

2,417 
2,i17 
1,274 

476 

1,3~ 
2,7U 
l,e22 

731 

277 
seo 
410 
231 

314 
1,Ole 

744 
372 

atl 
1,'"
1,23& 

SOl 

3,224 
3,7'1 
1,"1 

S02 

l,O~ 

1,4"
744 
32' 

Total. n,31S 7,010 e,6SO 1,811 2,411 4,374 t,27e 3,e71 

....y not .dd due rounding 

Sourc.: 	 Aaau.ing e31 of 30,083,900 lII.rried WONn of reproduct.iYe .g••r. covered by t.he a••pl. and 
uaing proport.iona of •••ple in yarioua group. and proport.ion of group. in varioua uaer 
cat.egori.a froll rabl •• 4.1 .nd 7.6 HICPS. 
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Table 2.3: PERCENT DISTRIBUTION OF WOMEN WHO HAVE DISCONTINUED 
CONTRACEPTION IN THE LAST FIVE YEARS BY MAIN REASON 

FOR LAST DISCONTINUATION, NICPS, 1987 

Reason for No Some Primary Beyond 
Discontinuation School Primary Completed Primary Total 

To become pregnant 33 35 33 50 34.7 
Method fa.iled 9 10 11 9 10.0 
Husband disapproves 2 2 2 1 2.1 
Health concerns 21 29 27 22 27.2 
Access/availability 2 2 1 1 1.9 
Cost too much 3 2 1 0 1.8 
Inconvenient 3 4 6 8 4.3 
Fatalistit:: 3 1 2 1 1.7 
Other 21 13 15 8 14.6 
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Table 2.4: NUMBER OF WOMEN IN VARIOUS CATEGORIES AND ACCEPTORS NEEDED 

OVER THE NEXT FIVE YEARS BASED ON ALTERNATIVE PROGRAM 


ACHIEVEMENTS AND ASSUMPTIONS ABOUT CONTINUATION (MILLIONS) 


1990-1994 
Needed Acceptors I!, 

Potential Demand Medium High 
Projection Users Users ,non-users} 1994 Intend Discon- Discon-
Assumption 1994 1987 Spacers Limiters to Use tinuation tinuation 

Target 19.4 13.3 7.0 6.6 4.4 21.6 28.8 

Constant CPR 15.9 13.3 7.0 6.6 4.4 15.7 21.5 

Below target III 18.0 13.3 7.0 6.6 4.4 18.6 25.1 

Above target Is. 22.2 13.3 7.0 6.6 4.4 23.4 30.6 

Sources: Table 5.3 and World Bank Population Projections. 

I!, Includes those dropping out from one method and taking up another. 

11l Half of target achieved. 

1£ 10% above target CPR. 
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Table 2.5: COMPARISONS OF TRENDS IN FEllTILITY AND CONTRACEPTIVE USE 

IN INDONESIA AND THAILAND 


Indonesia Thailand 
CBll Tn CPll CBll TPll CPR 

1950-54 43.0 5.49 46.6 6.6 

1955-59 45.4 5.49 44.3 6.5 

1960-64 42.9 5.42 44.3 6.4 
1 10 

1965-69 42.6 5.57 40.0 6.3 19 (1969/70) 

1970-74 41.4 5.40 19 (1976) 35.6 4.9 38 (1975) 

1975-79 36.4 4.75 30 (1979/80) 4.3 58 (1981) 

1980-84 33.2 4.05 41 (1985) 28.0 3.8 65 (1984) 

1988 28.0 3.41 45 3.0 66-68 (1987) 

Sources: CBll. Tn Bank estimates; CPR various surveys. 
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ORGANIZED AND NGO FAMILY PLANNING SECTORS 

A. Family Plannins Services in the Orsanized Sector 

1. An estimated 13 million persons are employed in the industrial sector 
(UNFPA. 1988) including about 5 million married persons of reproductive age.l/ 
While the Ministry of Manpower requires that all Indonesian plantations and 
factories with more than 75 employees have a health clinic on site. family 
planning services need not be provided and the service hours and availability of 
a doctor vary from clinic to clinic. Companies receive no tax benefits from 
providing FP services to their employees. In the 1970s, the ILO. together with 
the Ministry of Manpower. held workshops and seminars throughout Indonesia to 
provide family planning IEC materials and training of motivators selected among 
industrial employees and employers. More recently, FPlA. USAID's Enterprise 
Project. and the UNFPA have been supporting projects designed to increase family 
planning services to workers in the organized sector. Hone of the employment
based programs for which data are available involve an employee fee for family 
planning services. Many employment-based clinics receive contraceptives from 
BKKBN. BKXBH has also given training to medical and paramedical staff in IUD 
insertion and sterilization techniques. 

2. In 1984, a joint decree was issued by the Ministry of Manpower. BKIBN. 
APINDO, the employer's organization. and SPSI-·the major workers' organization
-stating their commitment to "enhance the implementation of the family planning 
program amongst workers in the organized sector.- Since the 1984 decree, 
efforts to increase availability of family planning services to workers in the 
organized sector have accelerated. In 1986. with major funding from the UNFPA, 
the Ministry of Manpower together with BKKBN undertook a five year project which 
is probably the largest single family planning project in the organized sector 
to date. It involves training of motivators and medical personnel. development 
of IEC materials, and support for on-site clinical family planning services at 
1,200 -industrial establishments- in DKI Jakarta, Central, West and East Java 
and North Sumatra. These firms employ, on average, 1,000 employees. so that the 
project covers about 1.2 million employees. 

3. Other attempts to increase access to services in the organized sector 
have involved working with the SPSI Union. an Indonesian workers' association 
with 3 million employees in 17 provinces. FPlA, in conjunction with SPSI. 
provided expanded family planning services to textile and cigarette workers in 
Bandung and Kudul. In Bandung, family planninl prolraml were set up in 130 
textile factories: 281 cadres (volunteers) were trained to provide IEC and 
family planninl services, and -rayon- and satellite clinic services were 
expanded to include family planninl' BKIII wal involved in the training of 
medical personnel and motivators and in supplyinl the clinics and cadres with 
contraceptives and lEe materials. A similar prolram has been set up in Kudus 

!I Based on a 1984 Ministry of Manpower study. about 40 percent of the 
employees were married. 
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with the cigarette and tobacco union and in Semerang and Solo with the SPSI 
branch of Central 3ava (FPIA. 1986). 

4. Contraceptive prevalence among industrial workers estimated in 1985 
and 1987 (Ministry of Manpower and UNFPA respectively) was lower than the 
national average in 1984 (32 percent) and higher in 1987 (50-60) percent. 
Neither one of these studies was nationally representative of the industrial 
sector and the marked increase might reflect biases in the different samples 
used. However, such an increase is plausible. Both studies do suggest that 
employees in this sector rely on re-supply methods (condoms. pills, injectables) 
at higher rates than other contraceptors in the country. Overall, there was a 
consistently higher reliance on the pill--accounting for one half of the 
contraceptors sampled, and a higher reliance on condoms and lower reliance on 
the IUD, as compared to national averages. A survey of female employees at a 
private factory in Jakarta done by Atma Jaya University in 1988 also found a 
much hea~'ier reliance on re-supply methods than family planning users in Jakarta 
or the cCluntry as a whole (in this factory, pills and injectables accounted for 
74 percerlt of contraceptives and IUDS for only 12 percent). Supply 
considerations could be influencing method mix in employment-based programs; 
furthermclre these programs are likely to depend on management's commitment to 
providing high quality services (eith~r on-site or off-site) and on the socio
economic level and characteristics of the employees and their spouses. 

Sources of Contraceptives and Size of Acceptors Groups Served by Employment
based CHnics 

5. Evidence on the source of contraceptives relied upon by employees of 
the organized sector comes from the 1987 UNFPA study and from the Atma Jaya 
study of female employees at a factory in Jakarta. Both point to a reliance on 
public sources of approximately 35 percent. Of the contraceptors in the Atma 
Jaya study, 35 percent obtained services from government facilities, 28 percent 
from the factory clinic, 17 percent from Atma Jaya Hospital, and 20 percent, 
from other sources. In the UNFPA study, from 20 to 50 percent of the acceptors 
used pub:~ic health clinics (no breakdown was given for the remainder). 

6. If we assume that the contraceptive prevalence rate of 50 percent 
among the estimated 5 million eligible couples represented in the organized 
sector, and if 35 percent obtains services from the public sector, an estimated 
1.5 milUon couples obtain contraceptives from the private sector (commercial. 
NGO, or employment-based clinics). If the source distribution in the Atma 3aya 
sample iii. generalized, it would suggest that roughly 500,000 eligible couples 
are obta;Lning services from employment-based clinics. However, some proportion 
of those 500,000 eligible couples are obtaining family planning services from 
employment-based clinics operated by the public sector or by parastatals; 
consequently, this maybe an upper bound on the number of contraceptors 
obtaining services at employment-based clinics in the private sector. For 1987, 
this would imply that at most 3.7 percent of family planning acceptors are 
getting family planning services from employment-based clinics. 
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Alternative FP Delivery Mechanisms for the Organized Sector 

7. While employment.based programs may be serving a significant number of 
family planning acceptors, increasing attention is being given, both by 
employers and family planning program personnel, to the way in which these 
services are provided. A private hospital in Jakarta, Atma Jaya, has offered 
three different types of family planning and health packages to firms in its 
catchment area that either supplement employment.based clinics or substitute for 
them. The 97 firms in the catchment area have a total of 16,000 employees. The 
three types of arrangement proposed are: for factories with clinics on site, 
the hospital would provide back-up clinical support; for factories with no 
clinic on site. the hospital would provide part-time clinic services through the 
use of a mobile clinic; or for other factories, Atma Jaya would provide family 
planning services directly at the hospital. 

8. A cost-benefit calculation was made for one of the factories in the 
catchment area demonstrating that, ex ante, total projected savings from 
foregone births would exceed total projected expenditures for the family 
planning program after the program has been operating four years (Atma Jaya 
University, 1988). The estimates are made using a TIPPS cost/benefit model 
developed as part of TIPPS, a USAID supported project; it takes into account the 
contraceptive practices and fertility desires of married employees, the 
maternity and other child-related benefits offered by the employer and the 
likely costs of providing family planning services to determine what the net 
monetary savings would be from expanding the provision of family planning 
services to employees. At this point in time, decisions regarding Atma Jaya's 
proposals are pending at firms in Jakarta. 

9. It is difficult to generalize about employment-based family planning 
programs in Indonesia because of the diversity of arrangements that prevail and 
the lack of baseline data. Although many of these FP projects in the workplace 
have been viewed as a success because of declines in resignations, pregnancies 
and births, there are industrial site clinics that are operating well under 
capaCity, resulting in a high cost per new acceptor. Moreover, since BKKBN has 
been providing contraceptives and family planning training free of charge to 
many firms, these costs may not even include contraceptive or training expenses. 
Firms, donors and BKKBN should consider the quality and cost-benefits of the 
full range of possible arrangements (including those described above) before 
making investments and decisions regarding employment-based programs. Also, the 
implications of the government or donors subsidizing family planning services to 
this group of Indonesians who have higher incomes relative to the average 
Indonesian should be examined in the light of resource constraints. 

B. Major Family Planning NGOs 

10. PKK, the Family Welfare Movement, will be discussed first, followed by 
the oldest family planning NGO in Indonesia--PKBI (the IPPF affiliate in 
Indonesia), PELKESI (the Indonesian Christian Association for Health), Yayasan 
Kusuma Buana (YKB), a private, nonprofit foundation and Muhammadiah, a Muslim 
Social Welfare Organization, will be then discussed to highlight the 
possibilities of self-supporting clinics and the potential importance of the 
Islamic health clinics. 
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11. Family Welfare Movement (PKK): PKK is a voluntary. nation·wide 
movement devoted to development of family welfare in rural and urban 
communities. Since mothers hold a central role in the family, PKK programs are 
mainly foc'~sed on them. PKK programs include: mutual self help, nutrition, 
housing and home economics, education and handicrafts, and health (including 
family planning). PKK has been an important force in recruiting new family 
planning acceptors, particularly in remote areas where other community 
organizations are rudimentary. PKK activities are usually well integrated with 
government sponsored development activities because PKK forms one section of 
LKMD. the Village Community Development Institute, which is responsible for 
encouraging community participation in development activities. PKK has boards 
at all levels of government: national. provincial, regency. subdistrict. and 
village (urban wards in cities). Chairpersons of PKK boards are appointed on a 
WfunctionaL~ basis in that they are the wives of the principal government 
functionary at each level. Thus, the Chairperson of the national board is the 
wife of the Minister of Home Affairs and the Chairman of a PKK village board is 
the wife of the village headman. Resources for PKK activities come from several 
sources. PKK projects frequently have a self help element which generates 
resources from within the community. In addition, PKK in collaboration with 
other development entities such as LKMD seeks funds from sectoral departments 
and agencies. Finally, the Government of Indonesia makes a small annual grant 
to the PKK organization in each village of the country. The decision as to how 
the grant will be used rests with the PKK village unit. 

12. PKBI was founded in 1957 to offer family planning services at a time 
when the s.overnment policy was pronatalist. Since ·1970, when BKKBN was created. 
it changed. its role to complement the government program, undertaking 
promotions.l and pioneering income generating activities, while limiting family 
planning services to urban areas through 17 comprehensive and 70 small, mostly 
urban clinics in 21 (out of 27) provinces; its share of FP users is around 0.2 
percent. Although it charges all clients a fee commensurate to income, it does 
not appeal' to serve a significant portion of the poor; most clients at a 
comprehen!;ive clinic in Bandung have a high school education. Even so, its cost 
recovery ratio is 25 to 30 per cent. PKBI has a strong network of volunteers; 
BKKBN relies on this NGO for providing services in certain areas of the country 
where government services are weak (e.g., Lampung, Sumatra and some 
transmignltion areas). Some PKBI clinics receive contraceptives free from BKKBN 
and some purchase them from manufacturers. 

13. PELIESt has 100 hospitals and clinics throughout Indonesia on at least 
8 islands ,. mostly in urban areas. It appears to be serving the largest number 
of family planning acceptors among the Indonesian NGOs. In 1987, these 
facilities served 28,000 new acceptors and 106,352 revisits by continuing users, 
representing about 0.5 percent of all contraceptors in the national program and 
a somewhat higher share of new acceptors. Charges for family planning services 
vary among clinics and are set on a sliding scale, according to income. Cost 
recovery is estimated at 25 percent. Fees generated from other services and 
funds raised subsidize the provision of family planning services. Compared to 
the overall mix of the national program, the contraceptive mix is more skewed to 
injectables and sterilizations (PELKESI performed 20 percent of all 
sterilizations done in 1987 in the country). 
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14. YKB was established in 1980 to provide semi-commercial family planning 
services in urban areas, where, at the time, contraceptive prevalence appeared 
to be lower than in rural areas. In 1981, UNFPA started to finance two clinics 
in Jakarta, geared to provision of more convenient, flexible hours (including 
week-ends) and better quality services for a fee, than available from the public 
sector; these services were aimed at lower middle and middle income families. 
Although one clinic closed. the other reached a cost recovery level of 70 
percent in 1983, leading USAID to fund additional clinics. In 1986, there were 
8 such clinics, offering all contraceptives except sterilizations. The overall 
cost recovery ratio was 50 percent, with wide variations in cost recovery ratios 
among clinics. The University Research Corporation (URC). through an operations 
research project funded by USAID. conducted a study (URC, 1988) to determine 
whether and how the other clinics could become self-supporting. The study found 
that the least cost-effective clinics were competing with more doctors and 
midwives in private practice and with more public health facilities, than the 
most self-sufficient clinic; other negative factors were clinic appearance and 
lack of physicians. Also. the least successful clinics were not reaching the 
potential acceptors with information about the services offered and the 
government field workers were reluctant to refer clients to a private clinic. 
The changes suggested after this study included closing three clinics and 
relocation of the others to more strategic places within the catchment area; 
changes in staffing, clinic hours and types of services offered. By March 1988. 
one of the clinics went from 40 percent cost recovery to self-sufficiency. 
Currently, fees are reported covering. on average, 65 to 75 percent of operating 
costs. 

15. The largest Islamic NGO doing FP is Muhammadiah. with many clinics 
throughout Indonesia (no overall information on numbers of location). Morgan 
(1987) estimates that about half of all contraceptives used by these clinics are 
donated by the public program and the rest are purchased by the clients at the 
clinic's pharmacy. The organization's staff indicated that they are serving 
middle and low income groups. Operating costs are reportedly covered by fees, 
but capital and other investment costs are covered by outside funds; cross
subsidization of FP services from other health services offered may be taking 
place. Also, there may be compensations among clinics (i.e., clinics in poor 
neighborhoods may have low cost recovery, but may be supported by earnings from 
other clinics located in middle class areas). Clinics also receive 
contributions from Mosques. 



Table 3.1: SOURCE OF PROVIDER SUPPLY 

Pill Condom IUD NordElants Iniectables 

Total 
Hid-
wives 

Doc
tors Total 

Hid-
wives 

Doc
tors Total 

Hid-
wives 

Doc
tors Total 

Hid-
wives 

Doc
tors Total 

Hid-
wives 

Doc
tors 

Free from detailmen 11 8 15 8 6 13 10 8 14 8 6 9 

Buy from detailmen 13 15 11 5 8 19 15 27 26 24 29 

Buy from Apotik/ 
Toko Obat 31 43 27 19 22 13 31 35 23 48 50 45 

Buy from wholesaler 3 2 4 1 4 4 2 9 4 2 7 

Puskesmas/Pos KB 45 57 30 44 57 17 51 60 32 21 24 16 
.... .... 
I.,.) 

From 1D1/1BI 3 3 2 1 2 100 100 5 3 7 

Yayasan Kusuma 
Buana 7 11 2 8 10 4 14 21 7 11 1 

BUBN 7 11 2 8 10 4 14 21 7 11 1 

PBF 2 4 1 4 1 11 2 

PLKB 6 7 6 5 4 8 6 6 5 3 5 2 

Others 1 2 1 2 1 2 

't:I 
I» 

Source: Somarc Assessment, Parst II, September 1987. 
00 
III 

> 
"'§ 
~rJ 
..... w 
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Table 3.2: NUMBER AND PROPORTION OF IDA AND IBI MEMBERS PROVIDING 

FAMILY PLANNING SERVICES IN PRIVATE PRACTICE BY CITY 


101 IBI 
City Number Percent Number Percent 

Medan 300 .54 300 .67 

Malang 200 .69 130 .59 

Palembang 353 .83 281 .92. 

Jakarta 2.501 .49 840 .58 

Bandung 600 .50 137 .41 

Pontianak 56 .70 58 .51 

Surakarta 148 .67 l43 .5l 

Semerang 200 .25 ll6 .4l 

Surabaya 206 .37 157 .28 

Ujung Padang 210 .56 120 .38 

Source: Brinch. 1988. 
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Table 3.3: PERCENT DISTRIBUTION OF EVER·MARRIED WOMEN CURRENTLY USING 

CONTRACEPTION BY SOURCE FOR ALL WOMEN AND FOR RURAL AND URBAN SEPARATELY 


Source of Service Rural Urban Combined 

Commercial Sector 

Dispensary/Drugstore 0.7 6.5 2.5 
Private Doctor 2.6 12.5 5.6 
Private Midwife 3.5 6.3 4.4 

Subtotal 6.8 25.3 12.5 

Public/Community Sector 

FP ,Fieldworker 7.0 2.0 5.5 
FP '::lutlet/Group/Ext. Worker 16.6 5.4 13.2 
Mobile Clinic 1.0 0.2 0.7 
Safari/Campaign 0.6 0.3 0.5 
Posyandu 4.8 2.6 4.2 

Predominantly Public Sector 

FP Clinic/PHC/Hospital 53.8 60.3 55.8 

Other 9.3 3.7 7.6 

SO\lrce; 1987 NICPS 
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Table 3.4: SOURCES OF CONTRACEPTION FOR MWRA USING A MODERN METHOD BY CITY 

City Government Private Clinical Pharmacy Home/Comm. 

Jakarta 0.70 0.23 0.07 0.01 

Me dan 0.69 0.18 0.12 0.02 

Semerang 0.75 0.14 0.06 0.06 

Surabaya 0.74 0.11 0.14 0.01 

Ujung Pandang 0.79 0.16 0.04 0.01 

Source: London (1985) from the 1983 CPS 5 City Study. 
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Table 3.5. THE PERCENT DISTRIBUTION OF EVER-HARRIED WOMEN CURRENTLY USING 

CONTRACEPTIVES BY COHHERCIAL SOURCES FOR METHOD. ACCORDING TO 


SPECIFIC METHOD AND BY LOCATION 


Source Pill IUD Inject Cond Tubect Vesect Imp1 Total 

Dispensary/Phara. 1.6 0.0 0.0 53.7 0.0 0.0 0.0 2.5 
Private Doctor 1.0 7.1 11.9 1.0 5.6 0.0 2.2 5.6 
Private Midwife 2.3 2.9 11.6 3.7 0.2 0.0 0.0 4.4 

Total 4.9 10.0 23.5 57.4 5.8 0.0 2.2 12.4 

Urban 

Dispensary/Phara. 6.7 0.0 0.0 57.3 0.0 0.0 0.0 6 :5 
Private Doctor 2.8 19.6 19.8 1.4 9.9 0.0 9.5 12.5 
Priva te Midwife 4.0 4.4 14.5 3.6 0.4 0.0 0.0 6.3 

Total 13.5 24.0 34.3 62.3 10.3 0.0 9.5 25.3 

Rural 

Dispensary/Phara. 0.2 0.0 0.0 44.7 0.0 0.0 0.0 0.7 
Private Doctor 0.5 2.5 7.7 0.0 1.1 0.0 0.0 2.6 
Private Midwife 1.9 2.3 10.0 3.8 0.0 0.0 0.0 3.5 

Total 2.6 4.8 17.7 48.5 1.1 0.0 0.0 6.8 

Source: 191~7 NICPS 
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Table 3.6: RANGE OF FEES CHARGED BY PRIVATE PROVIDERS FOR A CONSULTATION 

THAT INCLUDES THE SUPPLY COST 


Private Midwives Private Doctors 

IUD 4,600 - 10,000 15,300 - 30,000 

Pill (with one cycle) 860 - 2,700 2,200 - 5,250 

Injectable (one dose) 2,630 - 2,890 4,950 - 5,250 

Tubectomy n.a. 60,000 - 90,000 

Vasectomy n.a. 65,000 - 110.000 

Source: 1987 SRI. 

Note: 	 The mean fees are based on the last purchase price reported by the 
provider and are calculated over respondents who stocked the product. 
Fees are averaged over providers and the range reflects variability in 
mean levels across brands. The sample is dominated by providers in 
Jakarta. 
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Table 3.7: CHARGES. COST RECOVERY, AND NEW ACCEPTOR LEVELS BY NGO 

Cost Recovery in Number of New Users 
Charges Family Planning Per Year 

5,000 for insertion 
3,000 for revisit 

under PKBt charges: 
35,000 for Tubectomy 
25,000 for Vasectomy 

1,000 - 2,000 for 
insertion 

2,500 for injectable 

1,500 - 4,500 for 
insertion-midwife 

2,000 for injectable 

8,000 for IUD-midwife 
20,000 for IUD-M.D. 
7,500 for injectable 

23-30 percent 11,000 - 13,000 

25 percent 28,000 

70 percent 2,400 - 3,600 

100 percent 240 - 480 

PKBt 

Pelkesi 

YKB 

Muhammadiah 

See notes following Table 9. 
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Table 3.8: MOST COMMON HETHOD. CLIENTELE. AND REVENUE SOURCES BY NGO 

Most Common Method Who is Se rved Revenue Sources 

PUI Male Sterilization Majority with at 
least secondary 

IPPF. International 
donors 

Pelkesi Female sterilization 1 FPIA. International 
donors 

YKB 1 Tarlet C/O 
Income Group 

International 
donors. BlCKBN 

Muhammadiah IUD at Jakarta clinic·· 
likely to be pill I 
injectable outside 
Jakarta 

1 Mosque 

Notes for Tables 3.7 and 3.8 

1. 	 Charles for insertion and revisits, most common method and who is served 
for PUI are based on information given at an Intelrated Clinic in Bandung 
while cost recovery estimates, revenue sources. number of new users are 
for all PUI clinics. 

2. 	 Charges at Pelkesi clinics are based on information from a Pelkesi clinic 
in Jakarta while cost recovery estimates. numbers of new users, and most 
common method are for all Pelkesi clinics. 

3. 	 Information on Muhammadiah clinics are based only on data provided at a 
Muhammadiah clinic in Jakarta. 

4. 	 Most Common Method is for new acceptors. 
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ANNEX 4 

FAMILY PLANNING ORGANIZATION AND MANAGEMENT 

A. Other Organizations Related to the Family Planning Program 
(In addition to those described in the main text) 

1. Ministry of Home Affairs: Provincial and Local Governments: The 
Ministry of Home Affairs at national level overseas Indonesia's 27 provincial 
government which in turn have jurisdiction over the 300 regency governments. 
The latter supervise 3,539 subdistrict governments which in turn have authority 
over SOlIte 67,000 villages and 240,000 sub-villages. Since 1974, the chief 
government official at each of these levels, from governor to village head, has 
been accountable for progress in family planning as well as other development 
programs. At both the provincial and regency levels, there are departments of 
health cf the Ministry of Home Affairs which are responsible to the Governor and 
Regent respectively. These departments are operationally responsible for the 
delivery of all health and family planning services in their areas. The 
Ministry of Health provincial and regency level offices supervise and coordinate 
health and family planning activities at these levels but they have no 
operaticinal authority, except in the case of epidemics and natural disasters. 
The dire'ctor of the Ministry of Health office and the director of the Ministry 
of Home Affairs health department at the provincial level is the same person. 
This is true also at the regency level. The staff of the two units, however, 
are seps,rate at the provincial level and in the larger regencies. The 
provincial and regency departments of health receive their budgets from the 
provincial "routine" and "development" budgets while the Ministry of Health 
offices at these levels receive their budgets from the Ministry of Health 
central office, with which they are organizationally linked. As noted earlier, 
the BKK1IN provincial offices are operationally responsible to the Governor and 
organizELtionally linked. As noted earlier, the BKKBN provincial offices are 
operaticmally responsible to BKKBN headquarters. which provides policy direction 
and most of the budget. The BKKBN provincial offices coordinate family planning 
activities but have no operational authority. Essentially the same situation 
exists at the regency level. 

2. Ministry of Information: This Ministry cooperates with BKKBN in 
making available media such as Radio Republic Indonesia for transmission of 
information regarding the advantages of family planning and the small family 
norm. ~he Ministry of BKKBN also have an agreement for production and 
presentation of radio and television dramas which incorporate family planning 
themes. 

3. Ministry of Transmigration: This Ministry is responsible for 
resettlement programs which are underway in some twenty provinces. In addition 
to prov:lding social infrastructure inputs to all resettlement units (UPTs) 
during the initial five years of resettlement, this Ministry has a cooperative 
arrangement with the BKKBN and the Ministry of Health to strengthen health, 
family planning and nutrition services in selected geographic areas. 
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4. Ministry of Education and Culture: This Ministry has added population 

education to the curriculum at all levels of the educational system and it has 

established population education cells in all provincial and district education 

offices. Population education has also been incorporated into the non-formal 

education sector, including out-of-school youth. This activity is managed by 

BKKBN in collaboration with the Directorate of Non-Formal Education and Sports 

of the Ministry of Education and Culture. 


5. Ministry of Religious Affairs: This Ministry supports the national 

family planning program by encouraging religious leaders at national and 

community levels to be supportive of and add legitimacy to the practice of 

family planning and the small family norm. Thus, some local religious leaders 

have developed centers for family planning information and contraceptive 

services associated with Islamic teaching centers; other include family planning 

in lectures and Koran reading sessions. The Ministry also cooperates with BKKBN 

in programs of orientation and training for religious leaders on the 

acceptability of family planning for persons of the Muslim religion. 


6. Ministry of Manpower: The Ministry of Manpower cooperates with BKKBN 

by encouraging industrial enterprises to establish family planning services in 

their facilities and promote family planning among their employees. 


7. Armed Forces: The Armed Forces have developed an extensive program of 

IEC and contraceptive services for members of the Forces and their families. 

The Forces provide both facilities and personnel for this purpose. 


8. Village Community Development Institute (LKMD): LKMD is a vehicle for 
promoting community participation in planning and implementation of development 
activities. LKMD is administratively under the Directorate of Rural Development 
in the Ministry of Home Affairs and has Boards and ·promoting teams· at all 
levels of Government. The principal administrator at each level, for example. 
the Minister, the Governor, the village head, heads the Board at that level. An 
LKMD "promoting team" at each level is responsible for guiding various 
development projects. LKMD's scope of work includes: religion; public 
security: education: development (including cooperatives); youth; family 
welfare: and health, population and family planning. LKMD has a system for 
classifying villages according to their degree of development and it ranks each 
village's development progress annually. Indicators for evaluating development 
include: "ideology and politiCS," level of village income, village community 
participation, level of education, and village community health. Community 
health indicators include contraceptive practice. infant mortality rate and 
nutritional status of under fives. In addition to promoting mutual self help 
for development activities, LKMD encourages support form sectoral development 
budgets and it provides limited financial support direct to villages. The 
amount of support is related to a village'S ranking and its development 
progress. 

B. Management of the National Family Planning Program 

9. The planning process for the family planning program starts with the 
development of population projections and targets. The preparation of 
population projections has been described in Chapter 1. Concerning the 
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development of five year (REPELITA) and annual plans for the national family 
planning program, BKKBN plays the leadership role. Five year plans are prepared 
by BKKBN after consultation with provincial staff and staff of implementing 
units. Bi~N initiates the annual planning cycle in April of each year with a 
national conference to evaluate progress of the national family planning program 
and to launch "implementation planning". At this conference, which is attended 
by key staff from BKKBN and implementing units of each of the provinces, targets 
and goals are discussed, together with indications of likely available 
resources. Following the conference, planning guidelines are sent to the 
provinces. BKKBN provincial staff in collaboration with the provincial 
government and other implementing units at that level, as well as regency level 
counterpaJ·ts prepare initial draft plans. Following analysis and comments by 
the central level, there are revisions. BAPPENAS and Finance undertake a review 
around Dec:ember. The provinces go over plans again in January. BAPPENAS and 
Finance give final approval of plans and budgets by the end of March. The usual 
result of this interactive. decentralized process is commitment to achievement 
of plans tly all levels and all implementing units. 

10. Coordination: The 1983 Presidential Decree on BKKBN gives this agency 
responsibility for fonnulating family planning policy and coordinating planning 
and impleOlentation. Because government policy calls for integrating the family 
planning program with other development activities and having the program 
carried Otlt by a network of government and non-government "implementing units," 
BKKBN's cClordinating role assumes major importance. In practice, BKKBN 
negotiatesl with various implementing units as to what family planning program 
activities they will carry out and what resources will be available in those 
agencies budgets (from BKKBN and from other sources) for the purpose. 
Implementcltion is the sole responsibility of the participating units, but BKKBN 
is in a position to exert influence regarding perfonnance, by setting targets 
and goals, and monitoring progress in achieving them. In spite of these 
forceful 1l1echanisms to excerpt coordination, BKKBN faces constraints in 
detenniniI1g which family planning related activities will be implemented by 
various units. For example, the extent of contraceptive services and fertility 
related hE!alth interventions provided by the DEPKES and local governments are to 
a considel:able extent shaped and/or limited by the facilities. staff. 
regulations, technical procedures, and resources of DEPKES and local 
governments. Furthennore, responsibility for the quality of the medical 
services involved in providing family planning is correctly placed with DEPKES, 
although t:here are financial and technical constraints within DEPKES to exerting 
quality c()ntrol of clinical services. Similarly. while BKKBN can encourage and 
assist NG()s and the private sector to become more active in providing 
contraceptive information and services and undertaking motivational activities, 
it obviously cannot require those sectors to undertake activities which the 
latter consider to be beyond their mandate, their capability or their interest. 

11. BKKBN also faces constraints in relation to activities designed to 
promote women's economic and social well being, many of which fall within the 
domain of other development agencies - for example, agriculture, 
transmigration, etc. Further, some community organizations such a PKK 
acknowledge their own limited technical expertise. This has meant that BKKBN's 
role in supporting activities designed to improve economic and social well 
being, especially in village settings, has necessarily been a partial one. 
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BKKBN's unit for integration recognizes this situation and is currently 
exploring how BKKBN's own role can be more clearly defined and what its 
relationships with other agencies should be. 

12. KLH. As described earlier, this Ministry has functions related to 
development of population policy, but a limited technical capacity. The 
complementarity with BKKBN's coordinating role for family planning was clearly 
determined from the onset of KLH in 1983 and there is essentially no ambiguity 
in the respective roles. Donor agencies (including the Bank) have tried to 
strengthen KLH technical capacity by providing funds for technical assistance, 
but this approach has not succeeded because the institution lacks a critical 
mass of national professional expertise to absorb that assistance. Recently, a 
more structured assistance has been put in operation under a Bank project, under 
which an overseas university has been contracted to provide management of a 
fellowship program, and to coordinate and provide technical assistance in 
preparation of policy papers and in development of population study centers in 
Indonesian universities. While this approach may help carry out KLH functions 
in the population sector, the problem of lack of institutional critical mass 
remains unresolved. Indonesia does, however, have population policies broader 
than family planning (e.g., women's education, population redistribution, 
fertility related health and mortality improvements) expressed in ,the 
development plans and in international'documents and implemented as necessary by 
various government agencies. This process is directly led by the President and 
KLN's Minister. Relatively small but well designed changes in functions and 
staffing in KLH's population section, to make better use of technical 
assistance, could help improve the problem of lack of a clear process of 
population policy development. However, given that the main element of the 
population policy is family planning and this area is being handled with a 
degree of sophistication seldom observed in other countries, the above mentioned 
deficiencies may be considered as not critical to the resolution of population 
related issues in Indonesia. 

13. BKKBN has a well developed system for supervision of the national 
family planning program, achieved through "built in" supervision by managers at 
all levels as part of their managerial responsibilities and by a Deputy for 
Supervision, with direct line to the BKKBN Chairman. The office of the Deputy 
includes Inspectors for program, personnel, finance and material. At both 
provincial and regency levels BKKBN has a similar supervision structure. The 
supervision system is based on specified policies and operational strategies for 
the program, detailed plans of action (including targets), job descriptions, and 
administrative and technical procedures and guidelines. Delegation of 
supervisory authority is practiced throughout the management hierarchy and 
supervision is a continuous process, at the same t~le ensuring consistency among 
different lines of command. Rewards of various types are offered for 
outstanding performance. BKKBN is accountable to the Government for appropriate 
use of resources for the national family planning program and for the 
achievement of the program's objectives. This requires a supervisory system 
which is designed to reach all administrative levels of the program and which 
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functions not only for BKKBN, but for implementing units and the community as 
well.ll Since BKKBN and implementing units at each level are operationally 
responsible to the chief government official at that level (governor, regent, 
etc.), supervision of the national family planning program is exercised by BKKBN 
through that structure. While the supervision system is working well, BKKBN 
continues to make efforts to improve it, by undertaking regular reviews and 
revision of existing procedures and manuals and through staff training geared to 
strengthen supervisory skills. BKKBN is also beginning to design supervisory 
systems which will fit the managerial requirements of new program strategies 
such as K.B. Mandiri and social marketing. 

14. The national family planning program relies for monitoring on a 
management. information system (MIS) developed at program inception, in the early 
1970's. Its design, which was appropriate for a small, clinic based program, is 
currently in need of modification. Because the program is integrated with other 
developmel1t programs and is decentralized, information is collected by and 
subsequen'~ly used by various components and levels of BKKBN as well as a number 
of goverrunent and non-government departments and agencies at both central and 
local levels. BKKBN devotes substantial financial, human and other resources to 
its MIS. The four headquarters units identified above budgeted a total of Rs. 
600 million for the fiscal year 1987-88. The budget for the relevant provincial 
units tot'lled Rs 65 million and for the regency units Rs $34 million. In all, 
this equalled approximately US$4.2 million. BKKBN is well aware that it faces a 
number of challenges as it adapts its MIS to changing program and technological 
circumstances. Among the issues it is facing are quality of data, timeliness, 
skill requirements for BKKBN and other program manpower who are expected to use 
the MIS. need for additional staff, equipment and budget to operate an expanding 
and more ,:omplex MIS, and technical assistance requirements for modifying the 
MIS to serve new program strategies. 

15. BKKBN's Program Development Division, its current structure for 
research, was established by Presidential Decree Number 64 of 1983. The 
Division is headed by a Deputy and comprises three Centers: Center for National 
Family Planning Studies; Center for Biomedical and Human Reproduction Studies; 
and the Center for the Development of National Family Planning Policy. (The 
last named Center is expected to use research findings of the first two Centers 
for the d'E!velopment of policy recommendations.) The overall obj ective of the 
Division is to contribute to the development of a comprehensive and integrated 
national family planning program policy through research on programs and through 
coordinating and undertaking biomedical and human reproduction research. 
Research activities can be generated within the Division or they can be proposed 
by the BKKBN Chairman, by funding agencies, or by individuals or research 
institutes. To help review research proposals, BKKBN has established three 
standing :ommittees: (a) an Advisory Committee to identify general areas 
needing research; (b) a Steering Committee to determine research priorities; and 
(c) a Technical Committee to assess the quality of proposals, including their 
methodology. An extensive review of BKKBN's research activity carried out in 
early 1988 found while substantial progress has been made particularly in 

11 	 The Supervision and Control System of the Indonesian National Family 
Planning Program, BKKBN, 1988. 
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training related to research. research management. and research output. there 
are a number of areas where tmprovement is needed. These include: 
clarification of the objectives, workload and staffing requirements of the three 
Centers; preparation of detailed training plans to develop further staff skills; 
strengthening research management and institutional development: reducing the 
number of small scale in-house research projects in favor of a 1tmited number of 
larger size projects conducted by qualified external researchers; and 
encouraging tmproved coordination among BKKBN staff involved in research, 
including those at provincial level. 

C. Manpower Planning and Development 

16. The structure and staffing of the BKKBN organization are set forth in 
substantial detail in Presidential Decree Number 64 of 1983. In accordance with 
that decree, BKKBN had an esttmated total staff of 38,800 in 1988, of whom 
20,445 were field workers. The BKKBN headquarters employed a total of 1,036 
persons. BKKBN's staff is characterized by substantial stability and high 
morale, notwithstanding that Government civil service salaries are low by most 
standards, and in most government agencies employees frequently hold two or 
three jobs to make ends meet. BKKBN has met this challenge through a variety of 
actions including: extra compensation for specific work related activities 
(participation in workshops, research projects, etc.); an extensive program of 
education and training for staff which, inter alia, qualifies them for 
promotion; an organized system for performance-ev&luation and promotion: 
recognition and rewards for superior performance; and delegation of authority 
and responsibility to a degree which is unusual for a government bureaucracy. 

17. BKKBN has a well developed structure to support its personnel 
management and manpower planning and development activities. Reporting directly 
to the BKKBN Chairman is a Deputy for Program Personnel Development who 
supervises a Bureau of Personnel and Program Yorkers Management and two centers
-the Center for Education and Training for Civil Servants and the Center for 
Education and Training for Program Personnel. The first mentioned center 
provides the training required before a BKKBN employee can become a civil 
servant, and public administration training required of managerial personnel 
before they can advance to the next managerial echelon. This center also 
manages the program of long term in-country training whereby BKKBN staff, and a 
Itmited number of staff from tmplementing units, are given opportunities to 
study at Indonesian universities (which qualifies BKKBN staff for advancement). 
The Center for Education and Training for Program Personnel is responsible for 
all program related training in support of the national family planning program. 
This Center tmplements BKKBN's training policy and establishes procedures for 
planning. implementing. supervision and evaluating training for some 250 types 
of personnel trained in 200 training categories at 37 training centers spread 
throughout 27 provinces. In addition, the Center is responsible for all long 
and short term overseas training as well as short term in-country training for 
foreigners. 

18. In addition to the personnel management structure under the Deputy 
for Program Personnel Development. the office of the Supervision Deputy includes 
an Inspectorate for Personnel which exercises general supervision.over: 
personnel recruitment, program workers. granting of rewards to workers. training 
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and education, retirement. A comprehensive assessment of BKKBN's education and 
training programs carried out in 1986 in cooperation with USAID-Jakarta found 
that "BKKBN has the largest and most comprehensive training system in support of 
a national family planning program in the world. More than 250 types of 
personnel, in 200 training categories, are offered training annually at BKKBN's 
37 training centers spread throughout the 27 provinces of Indonesia. In spite 
of Indonesia's geographic size and cultural diversity, BKKBN's Center for 
Education and Training has successfully handled the problem of magnitude and 
diversity through its training management system. Staffing patterns, planning 
and budgeting cycles, training program preparation, implementation and 
evaluation are all uniform and systematized. General curricular guidelines have 
been established for routine training categories.2/ At the same time, a number 
of areas were identified which require attention.- These include: 

(a) a tendency to make decisions about training from the top down which 
bas led in most provinces to a gap between community felt needs and 
the approved plan; 

(b) better coordination with BKKBN bureaus and divisions, with provincial 
centers, with implementing agencies and with the private sector; 

(c) staff shortages in the training infrastructure; 

(d) few training staff with an 
of education; 

appropriate level of training in the field 

(e) ilhortcomings in the recruitment and selection system for training; 

(f) need for better evaluation of training; and 

(g) need for better placement of staff after long term training. 

D. 	 Logistics 

19. 3KKBN secures contraceptives from in-country and foreign sources and 
distribute:; them to implementing units on a non-request basis. i. e .• on the 
basis of reports on numbers of contraceptives dispensed and stock on hand. The 
program maintains contraceptive supplies on a 1-1-3-3-3-3 basis, that is, one 
month's supply in the hands of the acceptor, one month's supply at the village 
level (VCDG), 3 month's supply in the family planning clinic to cover the total 
number of ,!lcceptors in its area of responsibility, and 3 months each at 
district, :provincial, and central levels. Problems facing the logistics system 
relate principally to insufficient supply (or insufficient funds to secure 
adequate s'~pplies) of low does pills, and particularly injections and implants. 
One result of this supply problem is that without an assured contraceptive 
supply, women are required to change contraceptive dose, contraceptive type, or 
not practice contraception. Another problem which arises occasionally is 

~/ 	 Comprehensive Assessment of BKKBN Education and Training Program, 
BKKBN/USAID, 1986 
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overstocking in one place and understocking in another. The usual cause for 
this is shortage of transportation, especially at the village level. Also, 
reportedly there are leakages of contraceptives; about 10 percent is reportedly 
lost between the central warehouse and regional warehouses and another 10 
percent, between the regional warehouses and the clinics (these figures appeared 
in a SOMARC assessment). 

20. Private doctors and midwives and private clinics are not a formal part 
of the national family planning program but many receive contraceptives from 
BKKBN; however, the new commitment to KB Mandiri (a program based on private 
sector and public self-reliance. described in detail in Chapter 3) is expected 
to result in substantial growth of contraceptive services which are provided by 
the private sector. Supply of contraceptives for this new effort is expected to 
come through regular commercial channels. Several pilot contraceptive social 
marketing programs are underway in Indonesia currently. In some cases, 
contraceptives are supplied by BKKBN, which also distributes contraceptives to a 
number of NGO's. The role of BKKBN as distributors of contraceptives will 
necessarily require modifications; while logistics requirements for BKKBN will 
continue for the public part of the program--which will remain substantive-- . 
additional or alternative channels of distribution need to be explored. 

E. Management Development 

21. In order to meet the organizational and managerial requirements of an 
expanding and changing national family planning program. BKKBN has carried out a 
variety of management development activities. These include: review and 
revision of management systems to accommodate changes in program design; 
systematic identification of management problems and development of proposals to 
overcome them; using staff from areas where the program has achieved good 
results in family planning. nutrition, etc •• as consultants to improve program 
results in area targeted for improvement; strengthening management skills of 
BKKBN staff; developing the management training capability of BKKBN by involving 
BKKBN trainers in management development activities and using the results of 
management development work to improve management training curricula. One 
result of this work is an impressive array of reports and manuals of procedures 
describing the organization and functioning of the program and the duties of 
staff at various levels. However, much more would need to be done in management 
development to prepare BKKBN to interact with the private sector; new skills 
will be needed for program oversight, grant making, contracting and 
disbursements. 

22. Management development activities are principally the responsibility 
of BKKBN's Deputy for Management, with guidance from BKKBN's Senior Management 
Committee which is composed of the BKKBN Chairman, Vice Chairman, and the six 
Deputies. In addition, other units of BKKBN are expected to contribute to 
management development work. For example, the research and studies of the 
Center for National Family Planning Studies and the Center for Development of 
National Family Planning Policy should help to identify issues and problems 
which require the attention of management. 

23. Management development issues currently considered to be of priority 
by BKKBN leadership include the completion of ongoing work of reviewing existing 
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"management subsystem- (e.g., planning. finance, logistics) and developing 
revised subsystems together with procedures. manuals, etc. with a view to 
developing a fttotal management system" for the program. There is also interest 
in introducing modifications into the MIS to accommodate changes in program 
structure I:for example, increased reliance on the private sector, social 
marketing of contraceptives, etc.) and to take advantage in computer technology. 
BKKBN recognizes that in view of program changes, they will need to undertake 
new job analyses and job classifications. Another priority is the development 
of a management cadre in BKKBN to handle an expanding and increasingly complex 
program. Finally, the intention is to make research more useful to, and used 
in, the prQcesses of planning, operational program design, and management. 
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Table 5.1: BBKN BUDGET ALLOCATIONS FOR THE FOUR PLAN PERIODS 
(MILLION OF RUPIAHS) 

BKKBN Foreign as a 
Bud&et for FamilI "Through BKKBN Real (1983 = 100) Budget % of Total DIP 

Year DIKr-- DIP2 BLN3 Total 2+3 Total 1+2+3 DIK DIP Foreign % of Nat'l + Foreign 

Repelita I 

1969/70 120 847 967 89 
1970/71 500 932 1,432 65 
1971/72 1,500 1,575 3,075 51 
1972/73 2,350 4,165 6,515 64 
1973/74 2,500 2,445 4,945 49 

Repelita II 

1974/75 3,802 5,474 9,276 59 
1975/76 5,576 5,066 10,642 48 
1976/77 6,646 7,110 13,756 52 
1977 /78 8,600 9,911 18,511 54 
1978/79 11,000 5,429 16,429 33 

.....
Repelita III w 

OJ 

1979/80 1,585 18,125 13,045 31,170 32,755 2,837 32,443 23,350 0.18 42 
1980/81 5,027 35,231 13,625 48,856 53,883 6,887 48,266 18,666 0.22 28 
1981/82 6,738 44,393 15,625 60,018 66,756 8,220 54,159 19,063 0.23 26 
1982/83 9,773 48,360 16,732 65,092 74,865 11,146 55,130 19,074 0.31 26 
1983/84 11,531 48,007 19,845 67,852 79,373 11,521 48,007 19,845 0.32 29 

Repelita IV 

1984/85 16,500 52,390 40,680 93,070 109,570 14,685 46,627 36,205 0.34 44 
1985/86 23,448 55,350 16,395 71,745 95,193 19,462 45,941 13,608 0.33 23 
1986/87 33,805 55,702 20,755 76,457 110,262 27,382 45,119 16,812 0.36 27 
1987/88 34,868 48,500 61,417 109,917 144,785 25,802 35,890 45,449 56 
1988/89 41,598 65,962 90,945 156,907 198,505 28,433 45,068 62,163 58 
1989/90 48,400 99,500 59,800 159,300 207,700 30,986 63,700 38,284 NA NA 

1 = Routine Budget; 2 = Development Budget 3 = Foreign Grants and Loans "t1 
III 
00 

Source: I, 2 and 3 
Prescott. 

from BKKBN documents. Real levels calculated using deflators 
1989/90 figures from "Indonesian Times·. December '14, 1988. 

implied from page 16 of /D 
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Table 5.2: BKKBN BUDGET BY YEAR AND ACTIVITY 
(MILLIONS OF RUPIAH) 

(DIK AND DIP COMBINED) 

1984/85 1985/86 1986/87 1987/88 1988/1989 Total % 

IEC 11 3,482 2,570 3,499 10,576 8,621 28,748 4 

Contraceptive Services ~ 5,538 8,435 6,899 8,644 16,355 45,871 7 

Field Coordination 11 12,497 14,538 15,063 18,004 28,778 88,880 13 

Training ~ 7,990 6,449 2,611 11.580 7,703 36,333 5 

Facilities ~ 52,456 49,681 65,894 87,725 109,135 374,891 57 

Administration 6 17,606 13,520 16,295 15,057 27.913 90,391 14 

Total 109,569 95.193 110,261 151.586 198.505 665,114 100 

/1 Print or electronic media, group meetings and orientation. 
/2
11 

Clinic operations; handling complications side effects and 
Program integration, TKBK, operational PPKBD. 

referral. 

/4 Population education and family planning. 
/5 Facilities, handling costs, building, maintenance, and procurement of 

contraceptives. 
~ Office administration. guidance, development. 

Source: BKKBN documents. 
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TABLE 5.3: BKKBN BUDGETS BY YEAR AND ACTIVITY AREA (000.-) 


l-l~ lcmlKWt 1(j86J1987 

Actiyity" !!! !Ur forei!ll Jolal W! !Ur forei![l ~ DIP forei![l JotalW! 
- ..-- ---- 

lEe 2.am,171 881,ml 3,482',~ 2,180,97'5 l8IJ,304 2,51'0,2i"9 2,21J!,652 1,250,IJ8 1,498,WO 
Cmtrw::l!pt iw Servias 4.1t.8, '11 1W,llb 5,S38,237 5,CllJ,725 1,411,171 8,434,896 4,714,417 2,124,418 6,A,915 
field Coardiratien 11,114,519 1,]82,141 12,4~,6OO I1,01t.,W4 1,SZl,Ml 14,S17,M7 10,517,244 4,SI.6,I64 15,QU,I.IB 

'rainillJ 2,768,515 5,ZlI,804 7,9'iU,119 2,349,801 4,099,430 6,449,m 1,8S4,115 156,lH. 2,610,519 
fa:i1 ities 14,9i"9,I2.11 16,9t.6,Ml lO,SlO,l19 62,4~,138 20,807,619 25 ,44S,m2 1,428,268 49,600,919 lO,l20,m lb,274,196 9,499,509 65,M,434 
Adwinistrat ien 1,520,612 14,2U,IIB ',&13,418 17,toS,913 2,640,On 9,m,tO) 1,544,(1]8 ll,S19,l't» 1,681,WI1 10,m2,~ 2,518, 1M 16,2911. ,1150 

,... 16,499,740 52,R,cm ('o,6l9,619 lor1,sm,359 n,447,nO 5S,350,O 16,]9(.,874 9'.i,IW,tm Jl,804,nO 55,1'01,550 20,15l.,916 llD,CYll,176 

1987l1'B lWl811~ 

ActiYIty Area I!.!! !Ur fore i![I !.9.!!! ~ !Ur forei![l lotal ...... 
.po 

-._-"-- 0 

lEe l,nl,ms 1,8610,054 10, sr.; ,749 2,rtiJ"tJJ7 6,S54,714 1,621,341 

Ca1tr~iw Servias 4,519,2'.aI!I 4,OIl6,I93 1,644,419 5,420,412 10,934,(8; 16,354,517 

field Coardiratien 10,961,_ 7,IK2,SIK 18,OB,61'O 12,7l6,lfi8 16,011,881 2.II,m,7J9 

'raini,.. 2,8610,2UZ 1,n6,201 11,'i8O, 4(J] 1,541,SZJ 6,161,636 7,1(8,159 

fa:ilitiea 1'.5~.1'iI6 CYI,~.J55 29,0,00) 1',n4,W6 l1,515,WB 2B,IN1,or.o 41,5l6,1M lori, US, 1n 

IIdIrinist.... len 1,292,540 1,I!l44,416 2,919,tJJjf IS,056,~ 4,m2,O» 16,074,CYIl 7,156,876 27,911,11J! 

,... 14,868,Jl6 55,::SOO,cm 61,416,636 151,511S,197 41,597,971 l6.'~I,713 CjO,9t'.5,lr.; 198,505,01'i 

Notes: 

I E C; Print or etectrenic lIIdia, !Jf'O.P _tirv; ard ori81latim. 

Ca1trlDJlliw Servias: Clinic qJef"atilnl; hi1rdtif1j CXI1pI itatilnl, side effecls ard referrals. 

Field COOrdiratien: 'B, c:p!f'atiaal PfkIIl, progrilll inlegral ien. 

lrBinillJ: l'q1IIalien ed.Lalien ard filllil)' plirnlllJ. 

fa:ililies: fiIIC it I lies, haJdI illJ COIiI, tuildillJ, RlintBU¥:e, p:p.Ilalim 8ll:allm iI'1:I pI"OIicnJIDll of cmtracqX iws. 

itdMnistral ien: Office adIIinislrBlim, !J,Iidn:e IlId d._Iq::JIU'l[. 

SU ,·ce; IlI()JIIf dl(Ullnt ,.. 

http:14,9i"9,I2.11
http:15,QU,I.IB


Table 5.4: ESTIMATED COST OF CONTRACEPTIVES 
(MILLIONS OF RUPIAH) 

Users AcceEtors 
Inj Pill Condom IUD ImElants Total Total BKKBN 

High Medium High Medium High Medium Cost Estimates 

1984/85 NA NA NA NA NA NA NA NA NA 15,134 
1985/86 NA NA NA NA NA NA NA NA NA 15,615 
1986/87 (10,099) (16.162) (3,292) (461) (304) (1,606) (1.239) (31,620) (31,096) 16,042 
1987/88 (11,105) (16,743) (3,488) (489) (245) (1,835) (1,392) (33,660) (32,973) 18,723 
1988/89 (12,098) (17,187) (3,704) (519) (337) (2,122) (1,558) (35,630) (34,884) 27,402 
1989/90 14,393 19.429 4,076 610 394 2,953 2.140 41.461 40.432 76.600* 
1990/91 17.333 21,844 4,737 708 428 3,298 2,325 47,920 46,667 
1991/92 20,632 24,476 5,501 820 546 4,046 2,823 55,475 53,978 
1992/93 24,522 27,386 6,380 961 703 4,896 3,353 64,145 62,344 .... 
1993/94 29,020 30,450 7,368 1,113 896 6,051 4,066 74,002 71,800 ...... "" 
1994/95 34,303 33,820 8,504 1,329 1,177 7,519 5,060 85,475 82,864 

Source: For IUD and implants, one uses acceptors each year from projections. 
J 

For pills, injections and condoms, one uses users each year from projections. 

Cost estimates for 1988 with assumed 10% growth rate in costs per year. 

(1988 prices) 

* Indonesian Times, December 14, 1988. 
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T.ble 6.6: ACTUAL BUDGET CATEGORIES 1984/86-1988/89 AND PROJECTED BUDGET 

CATEGORIES 1989/90 - 1994/96 


(IN MILLION OF RUPIAH) 


Contr.ceptiye ~ 
Service••nd 
Field Coor- Administr.tion L£ Con.truction I.E. 

IEC l! dination and Mainten.nce Equipment Tr.ining l! Contr.ceptiYe. L! Total 

1984/86 3,482 18,036 32,686 32,343 7,990 16,134 109,689 
1986/88 2,670 22,973 34,328 13,268 8,449 16,816 96,193 
1988/87 3,499 21,982 48,418 19,731 2,811 18,042 110,281 
1987/88 10,676 28,648 48,833 37,428 11,680 18,723 161,686 
1988/89 8,821 46,133 66,429 44,217 7,703 27,402 198,606 

High High MediulII High MediuIII MediuIII!!!!lli!!! !!!..s!L ...... 
+"

1989/90 11,230 8,636 33,880 26,749 47,927 30,000 8,473 41,481 40,432 172,971 181,118 N 

1990/91 14,289 10,784 41,303 31,172 68,461 20,000 9,321 47,920 48,867 189,294 174,406 
1991/92 17,848 13,306 49,291 38,744 86,024 10,000 10,263 66,476 63,978 207,891 189,304 
1992/93 22,616 16,893 69,776 44,316 73,476 11,000 11,278 84,146 82,844 242,189 219,108 
1993/94 27,948 20,981 71,112 63,334 82,107 12,000 12,408 74,002 71,800 279,676 262,808 
1994/96 34,868 26,273 84,608 64,081 93,802 13,000 13,647 86,476 82,864 324,888 293,447 

A••uMing re.1 co.t. per acceptor grow at 10l a ye.r and inflation ia 10l.l! 
High costs r.flect high discontinuation rate•. 
MediUM costs a.su.. MediUM di.continuation rat•• for pill and injection. 
A••Ullling r•• 1 co.t. grow proportional to .cc.ptor. and 10l inflation. . 
Growth .t r.te of propo.ed per.onn.1 incr•••••nd 10l a y.ar incr•••• per ..ploy...~ M.jor con.truction cOlllpleted in 1990. EquipMent only th.r••fter at .bout 16.6 III per y•• r. 

2! 
 Growth at r.t. of infl.tion. 

S.. Tabl. 4.3. 
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ANNEX 5 
Page 6 of 6 

Table 5.6: PROGRAM COST BY SOURCE OF FUNDING 
(IN RUPIAH/MONTH PER ELIGIBLE COUPLE) 

Kulon Barito 
Tang. Progo Bantul Banjar Kuala Tapin Mean Distribution 

BKKBN 85% 54% 70% 62% 72% 54% 293.2 64.20% 

DEPKES 12% 35% 23% 33% 24% 36% 130.7 28.61% 

Community 3% 11% 7% 6% 4% 10% 32.9 7.19% 

Total 100% 100% 100% 100% 100% 100% 456.7 100.00% 
(267) (463) (405) (454) (523) (628) 

Table 5.7: COST IMPLICATIONS OF DOUBLING NUMBER OF ACCEPTORS 

OF FEMALE STERILIZATION 


Numbec of Incremental Incremental Incremental Incremental 
Acceptors Capital Cost 12. Capital Cost /b Recurrent Cost Recurrent Cost 

(OOO's) (Millions) 

1986 152,4 2,676 2,676 2,007 2,007 
1987 153,6 2,724 2,724 2,043 2,043 
1988 157,6 2,884 2,884 2,163 2,163 
1989 164,6 3,480 3,164 2,610 2,373 
1990 167 .. 0 3,945 3,260 2,959 2,445 

.1991 172,6 4,637 3,484 3,478 2.613 
1992 176,4 5.323 3,636 3,992 2,727 
1993 180.,2 6,101 3,788 4,576 2,841 
1994 187,2 7,207 4,038 5,405 3,029 

la Assuming 10% annual price increase from 1988. 
Ib Constant 1988 prices. 

Source: 	 Minion estimates based on "Assessment of Reimbursement Mechanism and Cost 
Analysis of Voluntary Surgical Sterilization", October 5, 1988. 
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