
 

 

   

 

 
June 21, 2012 

 

Committee on the Elimination of Discrimination against Women (CEDAW Committee) 

Office of the High Commissioner for Human Rights (OHCHR) 

New York Office - Room DC1 - 511 

One United Nations Plaza 

New York, NY 10017 

Re: Supplementary information on Indonesia, scheduled for review by the CEDAW 

Committee during its 52nd session. 

Dear Committee Members: 

This letter is intended to supplement the combined 6
th

 and 7
th

 periodic report of the Government 

of Indonesia, scheduled for review by this Committee during its 52
nd

 session. The Center for 

Reproductive Rights (the Center), an independent non-governmental organization, hopes to 

further the work of the CEDAW Committee by reporting information concerning reproductive 

rights protected in the Convention on the Elimination of All Forms of Discrimination against 

Women (CEDAW). In this letter, the Center would also like to take the opportunity to propose 

questions to suggest to the state party during the session and recommendations to include in the 

2012 Concluding Observations to Indonesia. 

During the CEDAW Committee’s previous review of Indonesia in 2007, the Committee 

expressed concern “about the high rates of maternal and infant mortality in Indonesia.”
1
 The 

Committee also expressed concern “about the lack of family planning education and the 

difficulty in accessing contraceptives, which result in a high rate of abortions and teenage 

pregnancies.”
2
 The Committee recommended the state party take the following steps: 

● Continue its efforts to ensure that obstetric and maternal health needs are adequately 

addressed and that maternal mortality rates are reduced;
3
 

 Persist in efforts to ensure that women have equal access to appropriate and adequate 

health care services, including in rural areas;
4
  

● Guarantee effective access of women and girls to information and services regarding 

sexual and reproductive health, including contraception, in order to reduce the rate of 

unsafe abortions, teenage pregnancy, and maternal mortality;
5
 and 

● Remove family and spousal consent requirements in the area of women’s health.
6
 

Since the 2007 review, Indonesia should be commended for progress in decriminalizing abortion 

in cases where the pregnancy is a result of rape or where there is fetal impairment and clarifying 
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that there is an exception to the criminal abortion ban where a woman’s life is in danger.
7
 The 

state party should also be praised for passing the Domestic Violence Law (No. 23/2004) to 

address violence against women. 

Yet, it is worth noting that several reproductive health-related recommendations made previously 

by this Committee to Indonesia remain unaddressed. Indonesia remains amongst the top ten 

countries accounting for the most maternal deaths worldwide, with an estimated 10,000 

women dying annually.
8
 The state party also has taken retrogressive steps on a crucial 

women’s rights issue, female genital mutilation (FGM). Further, while the state party should 

be praised for decriminalization of abortion on certain grounds, significant reform is still needed 

to remove the broad spousal consent requirement and gestational restrictions as narrow as six 

weeks.   

The first part of this letter will provide updated information on three issues highlighted by the 

CEDAW Committee during the previous review: high rates of maternal mortality and morbidity, 

lack of access to safe abortion, and the unmet need for contraceptive information and services. 

The second part of this letter will provide updates on the issues of rural women and teenage 

pregnancies highlighted by the Committee in its previous review and further discuss where 

marginalized women and girls in Indonesia, particularly adolescents, unmarried, and rural 

females, experience discrimination in their enjoyment of their reproductive rights as guaranteed 

under CEDAW. The letter concludes with suggested questions and recommendations for the 

Committee’s consideration. 

I. The Right to Reproductive Health Information and Services (Articles 12, 10(h), & 

16) 

Reproductive health information and services remain inaccessible to many women in Indonesia 

due to lack of investment in health programs, spousal consent requirements, legal restrictions on 

access to reproductive health care for unmarried women, and stigma surrounding contraceptives 

and abortion. These barriers violate CEDAW Articles 12, 10(h), and 16. Article 12(1) of 

CEDAW calls upon states parties to “take all appropriate measures to eliminate discrimination 

against women in the field of health care in order to ensure […] access to health care services.”
9
 

Article 12(2) further instructs states parties to “ensure to women appropriate services in 

connection with pregnancy, confinement and the post-natal period, granting free services where 

necessary, as well as adequate nutrition during pregnancy and lactation.”
10

 Article 10(h) requires 

that women have “access to specific educational information to help to ensure the health and 

well-being of families, including information and advice on family planning.”
11

 Article 16(1)(e) 

requires that states parties “take all appropriate measures to eliminate discrimination against 

women in all matters relating to marriage and family relations and…ensure, on a basis of 

equality of men and women the same rights to decide freely and responsibly on the number and 

spacing of their children and to have access to the information, education and means to enable 

them to exercise these rights.”
12

 Through General Recommendation 24, Concluding 

Observations, and more recently in Alyne da Silva Pimentel Teixeira v. Brazil,  the CEDAW 

Committee has articulated state obligations concerning pregnancy that support recognition of the 

right to survive pregnancy and childbirth as a fundamental human right.
13

 Denial of access to 

appropriate maternal health services constitutes discrimination as it has a “differential impact on 

the right to life of women.”
14
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A. Maternal Mortality and Morbidity 

Maternal mortality and morbidity are important indicators of women’s access to reproductive 

health care and of a state party’s progress in eliminating gender-based discrimination.
15

 The 

CEDAW Committee has framed the issue of maternal mortality as a violation of women’s rights 

to life, health, and to non-discrimination.
16

 According to the government’s 2007 Indonesia 

Demographic and Health Survey (IDHS), while Indonesia’s maternal mortality ratio (MMR) has 

decreased in recent years to 228,
17

 high sampling errors in the survey make it “difficult to 

conclude with confidence that there has been any decline in the level of maternal mortality 

in Indonesia over the past 10 to 15 years.”
18

 The IDHS estimate is lower than the MMR found 

by external organizations; in 2010, the World Health Organization (WHO) released estimates of 

maternal mortality that measured Indonesia’s MMR as 240 deaths, with the margin of error 

placing this estimate as high as 380.
19

 Under both measures, the state party would have to more 

than halve its MMR to meet its Millennium Development Goal (MDG) target of an MMR of 102 

by 2015.
20

 In Indonesia’s 2010 report on progress to achieving the MDGs, achievement of the 

MMR target under Goal 5 is classified as “needs special attention” to be met.
21

  

The Committee has linked high rates of maternal mortality to lack of access to and insufficient 

availability of comprehensive reproductive health services
22

 as well as to lack of availability of 

safe abortion services;
23

 lack of access to quality post-abortion care for complications resulting 

from unsafe abortion;
24

 and high rates of teenage pregnancy.
25

 The CEDAW Committee has 

urged reform where states parties have insufficiently allocated resources to the health system.
26

 

Reform has also been encouraged when states parties fail to address deficient health 

infrastructure and barriers to access to health facilities, such as poor roads and lack of 

transportation.
27

 The Committee has also specifically recognized anemia as a significant cause of 

maternal mortality and expressed concern.
28

 

1. Maternal Health Services Must Be Expanded and Improved in Order to Reduce 

Maternal Mortality. 

This Committee has emphasized the importance of skilled birth attendants in ensuring safe 

pregnancy and childbirth,
29

 and Article 12(2) of CEDAW requires states parties to provide free 

maternal health services where necessary.
30

 States parties must also have the facilities and the 

health infrastructure to provide quality care.
31

 

Greater prioritization of maternal health care is necessary and barriers such as cost and poor 

quality of care must be addressed. The state party should be commended for creating a Delivery 

Insurance Program (Jaminan Persalinan/Jampersal) which it has mentioned in its report to the 

CEDAW Committee is intended to finance “antenatal services, delivery assistance by health 

personnel, and post partum services, including maternal care of newborns, postpartum family 

planning service, as well as exclusive breastfeeding counseling.”
32

 However, this program does 

not address several key barriers to maternal health care, including those identified by Indonesia 

itself in its 2010 MDG Report — unequal quality and lack of affordability of basic and 

emergency obstetric care; lack of adequate referrals from primary health centers to referral 

hospitals and lack of transportation for women; limited availability of health personnel both in 

terms of quality and quantity as well as in terms of geographic distribution; and lack of health 

supplies needed for obstetric emergencies such as blood, medicines, and equipment, particularly 

in poor or remote areas.
33
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Furthermore, although the 2007 IDHS shows that 73% of births were assisted by a skilled birth 

attendant, there is a huge disparity between rural and urban areas (25% difference).
34

 

Indonesia has an extremely high rate of home deliveries (53%) of which more than one third are 

attended by traditional birth attendants who are not medically trained.
35

  

2. Improvement of Nutritional Status of Pregnant Women Needed to Prevent Maternal 

Deaths 

Nutritional intake is a significant factor in reducing maternal mortality and morbidity.
36

 In the 

2010 MDG Report, the state party recognized that low nutritional and health status of pregnant 

women is a significant contributor to maternal deaths.
37

 The IDHS has identified iron 

deficiency anemia as the cause of 10% of maternal deaths in Indonesia,
38

 and highlighted 

iodine deficiency as related to numerous adverse pregnancy outcomes.
39

 In the five years 

preceding the IDHS, 21% of women who gave birth did not receive iron supplements and only 

29% took the supplements for the full time period recommended under medical guidelines.
40

 

B. Restrictive Abortion Laws and Barriers to Safe Services Contribute to Maternal 

Mortality. 

In 2009, Indonesia passed Law No. 36 on Health, which affirmed the general prohibition on 

abortion but expanded the grounds on which abortion is decriminalized to include where the life 

of the pregnant woman is in danger as well as in cases of severe fetal impairment or where the 

pregnancy resulted from rape and could lead to psychological trauma if continued.
41

 Law No. 36 

on Health obligates the government to prevent and protect women from unsafe abortions.
42

 

Abortion was formerly criminalized in Indonesia without clear exceptions, although some 

medical practitioners relied on statements by a former chief justice that interpreted the previous 

provisions on abortion to allow the procedure in cases of medical emergencies.
43

 The lack of 

clarity in the previous abortion law led to significant informal procedural requirements being 

imposed by providers, including requiring a positive pregnancy test, consent of a husband or 

family member, and a promise to practice contraception after the procedure.
44

  

As will be discussed below, despite recognition of these broader exceptions in the 2009 law, the 

procedural and gestational restrictions included in the law have severely impeded women’s 

ability to access abortion on these grounds. Abortion on any other grounds than the three 

listed above is still wholly criminalized, including where necessary to preserve a woman’s 

health and in cases of incest. A woman who terminates a pregnancy may face up to four years 

imprisonment and a health worker who performs an abortion may face up to 12 years 

imprisonment.
45

 The United Nations Special Rapporteur on the right of everyone to the 

enjoyment of the highest attainable standard of physical and mental health has specifically stated 

“punitive provisions against women who undergo abortion must be removed.”
46

 Restrictions on 

abortion mean that women are unable to access safe services, leading to maternal mortality and 

morbidity.
47

 While the government has not published official figures, it is estimated that 

approximately 2 million abortions occurred in Indonesia in 2000.
48

 Of those abortions, nearly 

half were performed by unskilled providers, and this number is higher in rural areas.
49

 Although 

specific rates of maternal mortality due to unsafe abortion are unknown for Indonesia, the WHO 

estimates that unsafe abortion is the cause of 16% of maternal deaths in Southeast Asian 

countries with restrictive abortions laws, like Indonesia.
50
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The CEDAW Committee has consistently criticized restrictive abortion laws,
51

 particularly those 

that prohibit and criminalize abortion in all circumstances,
52

 and emphasized that such legislation 

leads women to obtain illegal
53

 and unsafe abortions.
54

 The Committee has affirmed that 

restrictive abortion laws violate women’s rights to life and health.
55

 As such, it has asked states 

parties to review legislation that makes abortion illegal,
56

 and recommended that states parties 

remove punitive provisions for women who undergo abortion
57

 in line with General 

Recommendation 24 (Women and Health) and the Beijing Declaration and Platform for 

Action.
58

   

Moreover, the Committee has expressed concern regarding high rates of maternal mortality due 

to unsafe,
59

 clandestine,
60

 and illegal abortions,
61

 as well as the high numbers of abortions among 

adolescents.
62

 It has noted that women’s need to resort to unsafe abortion is linked to their lack 

of access to contraceptive services.
63

 The Committee has recommended that states parties 

increase access to contraceptives
64

 as well as to sexual and reproductive health information
65

 to 

reduce the number of unsafe,
66

 clandestine,
67

 and illegal
68

 abortions—and the maternal deaths 

that result.
69

 

The Committee has recommended that Indonesia take measures to “guarantee effective access of 

women and girls to information and services regarding sexual and reproductive health and 

contraception in order to reduce the rate of unsafe abortions and teenage pregnancy.”
70

 The 

Committee has also urged Indonesia to ensure that “women have equal access to appropriate and 

adequate health services, including in rural areas, that obstetric and maternal health needs are 

adequately addressed and that maternal mortality rates are reduced.”
71

 While legalizing abortion 

on greater grounds is a step in the right direction, there are specific barriers to access that remain 

which are discussed in the following sections. 

1. Spousal Consent Requirements 

Under Indonesian law, women seeking abortions must obtain consent from their husbands except 

in cases of rape.
72

 The law recognizes no other exception to the spousal consent requirement, 

even where a woman’s life is in danger.
73

 The law is silent on access to abortion for unmarried 

women, and advocates in Indonesia allege that the law is being interpreted to deny unmarried 

women abortions even where pregnancy is life threatening because no spousal consent can be 

obtained.
74

  

The Committee specifically recommended in 2007 that Indonesia remove family and spousal 

consent requirements in the area of women’s health.
75

 In its communications with the 

Committee for this cycle, the state party defended third party consent requirements, stating 

that it requires spousal consent for abortion because it is a procedure which risks the life of an 

individual and therefore requires mutual consent within the family.
76

 This attitude is 

discriminatory towards women and implies that women are not capable of making an informed 

medical choice. Further, the WHO has established that spousal and parental consent 

requirements are not advised under standards of medical safety; abortion is recognized as one of 

the safest medical procedures when the procedure is performed by a skilled provider in properly 

equipped facilities and done in a timely manner.
77

 

The CEDAW Committee has emphasized in General Recommendation 24 that spousal 

authorization requirements are a barrier to women’s access to health care
78

 and has urged other 
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states parties to remove spousal consent requirements in the past.
79

 In 2011, the CEDAW 

Committee expressed concern to Kuwait about policies requiring consent by a male guardian for 

medical treatment of women and urged the state party “to abolish, as a matter of priority, the 

requirement of a male guardian’s consent to urgent or non-urgent medical treatment of a 

woman.”
80

  

2. Gestational Limits 

It is of significant concern that abortions are not permitted beyond six weeks since the 

woman’s last menstrual period, even in cases of rape and fetal impairment.
81

 The only 

exception permitted to this six week limitation is where a woman’s life is in danger.
82

  

There is no medical reason for a six week gestational limit on abortions.
83

 Rather, strict 

gestational limits are known to deter women from seeking safe abortions and are a barrier to 

access.
84

 Abortions can be safely performed throughout a woman’s pregnancy if proper clinical 

guidelines are followed.
85

 The CEDAW Committee has previously criticized Lithuania for a 

draft law that only permitted abortion on three grounds within a limited time frame, emphasizing 

that such strict gestational limits would lead women to seek unsafe abortions.
86

 

3. Poor Quality of Abortion Services and Lack of Access to Safe Services 

Despite Indonesia’s recognition of the government’s obligation to prevent unsafe abortion and 

protect women from unsafe providers in Law No. 36 on Health, over half of all abortions occur 

outside of health facilities in unsafe settings.
87

 Unsafe abortions can lead to many complications, 

including severe bleeding, infection and poisoning from substances used to induce abortion, 

genital and abdominal injuries, or uterine perforation.
88

 A study by the Guttmacher Institute has 

found that women in Indonesia first attempt to induce abortion on their own before seeking 

assistance
89

 and these procedures often involve unsafe methods such as ingesting herbal 

products or receiving an abortive massage.
90

 Because women are first reaching out to 

unskilled providers, the Guttmacher Institute estimates that rates of “medical complications and 

maternal deaths from unsafe abortion are expected to be high.”
91

 While the Indonesian 

government has not systematically gathered statistics on the incidence of unsafe abortion 

mortality and morbidity in the country, the Guttmacher Institute estimates that for every 

thousand women in Southeast Asia who obtain unsafe abortions, 130 women are hospitalized for 

complications.
92

 Because not all women who experience complications seek care in hospitals, the 

rate of complications from unsafe abortion is considered to be even higher.
93

 

Women of all income levels do not have adequate access to safe abortion in Indonesia, but low-

income women especially lack access to abortion services. The unskilled and clandestine 

services that low-income women rely upon are more likely to cause complications.
94

 Due to cost 

and distance, many women rely on traditional birth attendants to provide abortion services.  

Traditional birth attendants charge between 76 cents to 38 USD for an abortion procedure, 

midwives charge 4-60 USD, hospitals charge 46-96 USD, and doctors in a private practice 

charge 76-200 USD.
95

 The immense difference in cost tends to drive women towards seeking 

a cheaper, unsafe abortion service which could lead to health complications or death.
96

 Under 

CEDAW, the state party has an obligation to ensure that women can afford health care services 

or provide them for free if necessary.
97
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4.  Inadequate Information about Abortion 

In Indonesia, there is a lack of awareness of the legality of abortion in specific circumstances. In 

a survey conducted by a human rights organization in 2010, health workers were only aware of 

the exception provided for in the case of complications with a woman or the fetus’s health.
98

  

Health workers and local government officials were generally not aware that there was also an 

exception in the case of rape even though it was introduced in 2009.
99

 The vast majority of 

women and girls from poor communities continue to believe that abortion is illegal in all 

circumstances.
100

 The CEDAW Committee has established that states parties must provide 

information on the legality of the procedure and how to access safe services to ensure that 

women are aware of their legal right to abortion, including specifically where there has been a 

change in the abortion law that permits abortion on broader grounds.
101

  

C. Barriers to Accessing the Full Range of Contraceptives and Related Information 

and Services 

As has been recognized by the CEDAW Committee, lack of access to contraceptives contributes 

to maternal mortality by denying women the ability to prevent unwanted pregnancies, including 

where they have contrary health indications, and by exposing them to the risk of pregnancy 

complications as well as unsafe abortion complications.
102

 Despite Indonesia’s legal commitment 

to ensure women access to information and services related to the full range of contraceptive 

methods, formidable barriers to access still persist. These barriers – including legal obstacles to 

accessing contraceptives for unmarried women, inaccurate or inadequate information on 

contraceptives, and the exclusion of emergency contraceptives from government contraceptive 

policies – have resulted in stagnation in the contraceptive prevalence rate and a lack of reduction 

in the unmet need for family planning since the mid-1990s.
103

 The government’s 2007 IDHS 

report found that the contraceptive prevalence rate for modern methods had remained 

“virtually unchanged” since 2003 at 54% for ever-married women and 57% for married 

women.
104

 Sixty percent of married women with 2 children, 75% of married women with 3-4 

children, and 80% of married women with 5 or more children are not using contraception.
105

 

Further, Indonesia has regressed in satisfying the demand for contraceptives, with the 2007 

IDHS revealing a one point decrease in percent of demand for various contraceptives satisfied 

since 2003.
106

 

The government’s role in meeting contraceptive need has decreased in recent years.
107

 

Women in Indonesia have increasingly had to turn to the private sector to access contraceptives. 

The 2007 IDHS shows that only 22% of women use contraceptives supplied by the government, 

which represents a decrease from 28%, while reliance on the private sector has increased from 

63% to 69%.
108

 Unsurprisingly, poor women are much less likely to be able to access modern 

methods of contraceptives—less than 50% of women in the lowest quintile have used modern 

contraceptive methods, compared to roughly 58% of women in the wealthiest quintile.
109

 

CEDAW and General Recommendation 21 establish that women’s rights to health, life, self-

determination, and to determine the number and spacing of one’s children require adequate 

access to information and services for the full range of contraceptive methods.
110

 Contraception, 

including emergency contraception, is on the WHO’s list of essential medicines.
111

 The 

Committee stresses the importance of access to information regarding contraceptives, stating that 

“[i]n order to make an informed decision about safe and reliable contraceptive measures, women 
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must have information about contraceptive measures and their use, and guaranteed access to sex 

education and family planning services.”
112

 In its previous Concluding Observations to 

Indonesia, the CEDAW Committee has specifically urged Indonesia to guarantee access to, and 

information about, contraception.
113

   

1. Exclusion of Unmarried Women from Contraceptive Laws and Policies 

Under Indonesian law, contraceptives are only legally accessible for married women with the 

consent of their husbands.
114

 Indonesia’s Population Law establishes the right of married couples 

to determine the spacing and timing of their children, but does not include any mention of 

unmarried women and girls.
115

 Although the government claims that this law is not meant to 

exclude unmarried females, a recent human rights report on reproductive rights indicates that this 

exclusion has been interpreted by medical practitioners as a prohibition on the provision of 

contraceptives to unmarried women.
116

 The focus on married couples is echoed in other 

national health policies, including the 2009 Law on Health, which protects the reproductive 

health of married couples.
117

   

2. Contraceptive Usage Impacted by Inaccurate Reproductive and Sexual Health 

Information 

In General Recommendation 21, the CEDAW Committee stresses the importance of access to 

information concerning contraceptives, stating that “[i]n order to make an informed decision 

about safe and reliable contraceptive measures, women must have information about 

contraceptive measures and their use, and guaranteed access to sex education and family 

planning services.”
118

 

Lack of information and misinformation are significant barriers to contraceptive use in 

Indonesia. Women often have misconceptions about their need for contraceptives as well as the 

risk of side effects and what to do if side effects are experienced. For example, one study that 

examined the reasons why poor women in Indonesia do not use contraception found that 40% of 

women both poor and better off did not use modern contraception because they did not consider 

themselves at risk of pregnancy or believed they were infertile.
119

 In addition, compared to 

women in other developing countries, women in Indonesia are more likely to cite fear of side 

effects or concerns about health as the reason why they do not use contraceptives.
120

 

According to the 2007 IDHS, 22% of women do not plan to use contraceptives for these 

reasons.
121

 The 2007 IDHS found that 10% of contraceptive users discontinued use within 12 

months due to concerns regarding side effects or health problems
122

 and this percentage is even 

higher for particular methods, such as the pill (14%) and implants (23%).
123

 Further, 12.3% of 

women between the ages of 15-49 state that they do not plan to use contraceptives because of 

perceived side effects.
124

 Despite this, two out of every three women who used contraceptives 

report not receiving any counseling on side effects or information on what to do if they did 

experience side effects.
125

  

Further, misconceptions about side effects persist among health workers as well, and can 

lead to denial of contraceptive information and services even to those women who are legally 

permitted to use them. In an interview conducted with midwives in Indonesia, it was reported 

that several cited the belief that those who use contraceptives will not be able to have children in 
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the future and considered this to be a valid justification to deny contraceptive information and 

services to married women who do not have children already.
126

 

3. Disproportionate Burden of Contraceptives on Females 

Condom use is extremely low in Indonesia; only approximately 1% of women between the ages 

of 15-49 use condoms.
127

 Low condom use shows that women face almost the exclusive burden 

of family planning as compared to men. Because condom use is the only modern method of 

family planning that also offers protection against sexually transmitted infections (STIs), such 

low condom use also puts women at risk for STIs, jeopardizing their right to health. Male 

sterilization is only used by 0.2% of those who use contraceptives.
128

   

The state party’s failure to alleviate the burden of contraceptive use experienced by women 

violates CEDAW. In fact, the CEDAW Committee has criticized states parties where 

contraception policies disproportionately burden women rather than ensuring contraceptives are 

the responsibility of both males and females.
129

 

4. Access to and Information about Emergency Contraception is Limited. 

Emergency contraception is an essential medicine intended as a back-up contraceptive method in 

the event of unprotected intercourse or contraceptive failure.
130

 As such, treaty monitoring 

bodies, including the CEDAW Committee, have recognized that emergency contraception fills a 

unique role in the range of modern contraceptive methods and is particularly valuable for victims 

of sexual violence, adolescents, and other marginalized groups who may face greater barriers in 

accessing other contraceptive methods.
131

 Repeatedly, this Committee has urged states parties to 

make emergency contraception available.
132

 

Emergency contraception is available in Indonesia by prescription.
133

 However, it is not in the 

national essential medicine list and there are no standards for its provision at the national or 

provincial level.
134

 As such, emergency contraception is not available in every province.
135

  

Moreover, information on emergency contraception and its role needs to be relayed to medical 

practitioners and to women in order for it to become an effective tool in lowering the rate of 

unwanted pregnancies. Currently, only 0.3% of married or ever-married women have used 

emergency contraceptives.
136

 The 2007 IDHS found that only 6% of ever-married and 

currently married women are aware of emergency contraceptives, and stated that limited 

knowledge of this method is due in part to the government’s exclusion of this method from 

the national contraceptive program.
137

 One study found that there is a low level of knowledge 

regarding emergency contraception amongst medical practitioners and it was therefore used 

infrequently.
138

   

II. The Right to Non-Discrimination (Articles 1, 2, 12, 14, and 16) 

In addition to protecting women from discriminatory laws and policies which deny women 

health services that only they need, CEDAW contains equality provisions that the Committee has 

established to ensure the elimination of discriminatory practices such as early marriage
139

 and 

FGM
140

 and establish a special obligation for states parties to ensure that marginalized women, 

including rural women
141

 and adolescent girls,
142

 are not discriminated against. This Committee 

has previously urged Indonesia to ensure women’s equality by “[putting] in place an effective 

strategy with clear priorities and timetables to eliminate discrimination against women in the 
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areas of marriage and family relations”
143

 and persisting in efforts to ensure that rural women 

have equal access to appropriate and adequate health care services.
144

 

Despite these previous Concluding Observations to Indonesia as well as the CEDAW 

Committee’s clear condemnation of discriminatory practices, early marriage and FGM persist in 

Indonesia. In fact, despite being a harmful and inherently discriminatory practice, FGM is being 

formally promoted by the government through a circular from the Ministry of Health that 

prescribes guidelines on how to conduct the procedure. Further, deep disparities in access for 

reproductive health services exist between urban and rural women as well as for adolescent girls 

and unmarried women and girls. This section will discuss each of these issues in turn. 

A. Marriage-Related Discrimination 

The CEDAW Committee has taken a strong stance against women’s inequality within marriage. 

The Committee has been particularly critical of traditional patriarchal gender stereotypes in the 

family and attitudes toward women’s roles and responsibilities.
145

 It has linked harmful cultural 

practices to women’s unequal status in marriage and family relations, and has urged systematic 

and sustained action to eliminate stereotypes and negative cultural practices.
146

 The Committee 

has suggested several specific measures for eradicating sex-role stereotypes in the family, 

including using local media to promote change;
147

 starting awareness-raising campaigns;
148

 

undertaking a revision of curricula and textbooks;
149

 and implementing programs targeted at both 

men and women.
150

 The Committee has also recommended that states parties monitor and assess 

the measures that are implemented with adjustments to improve the states parties’ progress 

towards the achievement of stated goals.
151

 

1. Early Marriage 

Early marriage is legally permitted in Indonesia under the Indonesia Marriage Law, which 

establishes that the legal age for marriage is 16 for girls.
152

 Ten percent of women ages 25-49 

were married by 15 years of age while 34% were married by the age of 18.
153

 Early marriage 

correlates with a risk of early pregnancy. Giving birth at an early age puts girls and adolescents 

at high risk of maternal death and morbidity, as this Committee, other treaty monitoring bodies, 

the WHO, and UNFPA have repeatedly emphasized.
154

 Early pregnancy is associated with a 

higher risk of maternal mortality: girls aged 10-14 are five times more likely to die in pregnancy 

than women in their twenties while girls aged 15-19 are twice as likely to die.
155

 Early 

pregnancy, when it does not cause death, takes a toll on young women’s bodies and can lead to 

pregnancy-related morbidities including uterine prolapse and fistula.
156

  

With such high numbers of children being married in Indonesia, it is critical that girls have 

access to reproductive health information that includes messages geared towards postponing 

early marriage and early pregnancy. Ten percent of teenage girls are married with children; yet 

sexual and reproductive health education is not part of the primary curriculum.
157

 The state party 

has indicated that “reproductive rights of women will be included over the next five years as a 

subject in the school curriculum at the Junior and Senior High School levels;”
158

 however, as the 

CEDAW Committee has noted, “contraceptive and reproductive health services are aimed at 

married adults,” meaning that adolescent girls are critically ignored.
159
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Article 5 of CEDAW obliges states parties to “take all appropriate measures to modify the social 

and cultural patterns of conduct of men and women...” that perpetuate discrimination and harm 

to women,
160

 and Article 16(2) states that the marriage of children “shall have no legal effect.”
161

  

The CEDAW Committee has established eighteen as the legal age for marriage under the 

Convention,
162

 and specifically expressed concern about the discriminatory provisions in the 

Indonesian Law on Marriage in previous Concluding Observations regarding the minimum age 

for marriage. This Committee has also noted with concern the perpetuation of stereotypes of men 

as heads of households, while women are relegated to domestic roles under the law.
163

   

However, the state party has failed to reform the law accordingly, nor has it meaningfully 

addressed any of the discriminatory provisions of the Indonesian Law on Marriage in its report to 

the CEDAW Committee in advance of this session except to state that the “wife and husband in 

marital relationship have equal rights and obligation regarding all matters related to their 

marriage life.”
164

   

Indonesia’s report to the Committee did, however, discuss legislative, administrative, and other 

measures that the state party has taken to eliminate harmful stereotyping that leads to practices 

like early marriage.
165

 In particular, the state party has indicated that school curricula and 

teaching materials are reviewed in order to eliminate these detrimental stereotypes that 

undermine the equality of men and women.
166

 The state party has also indicated that it has 

developed public campaigns and media awareness to address harmful practices related to 

marriage.
167

 While Indonesia deserves to be commended for these steps, the state party continues 

to violate its obligation to ensure the right to non-discrimination as long as it fails to reform the 

Indonesian Law on Marriage.
168

   

The CEDAW Committee has discussed early marriage and applied the relevant language from 

General Recommendation 21 in numerous concluding observations.
169

 While the Committee 

frequently has recommended that legislation be implemented,
170

 reviewed and amended,
171

 or 

enforced
172

 to eliminate child and forced marriage, it has recognized that legal changes alone will 

not end the practice. It has recommended implementing public awareness campaigns designed 

specifically to change attitudes toward women and girls
173

 and point out the negative effects of 

early marriage on women’s enjoyment of their human rights, especially the rights to health and 

education.
174

 

This Committee and the Committee on the Rights of the Child (CRC Committee) have expressly 

noted that early marriage has many negative long-lasting health effects on women.
175

 The CRC 

Committee has made important links between child and forced marriage and the ability of girl 

children to exercise the right to health.
176

 Notably, the WHO has commented specifically on the 

connection between child and forced marriage and high maternal and infant mortality rates.
177

 

The CRC Committee has also expressed concerns about the connection between child and forced 

marriage and high school dropout rates, especially among girls, and the infringement on the right 

to education.
178

  

2. Marital Rape 

The state party should be commended for passing the Domestic Violence Law (No. 23/2004) to 

address violence against women. Previously, women had to rely on the Criminal Code (Kitab 

Undang-undang Hukum Pidana, KUHP).
179

 However, the definitions of “rape” and “sexual 
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violence” are narrowly construed and inconsistent between the two pieces of legislation. Marital 

rape is not a crime under the Criminal Code.
180

 The Domestic Violence Law refers to sexual 

violence, but does not define rape or marital rape.
181

 The state party should be encouraged to 

include definitions of rape that are consistent between the two laws. Further, it is a concern that 

the Domestic Violence Law requires women to show two elements of proof that a rape occurred, 

which could include testimony from the victim, the defendant, or an expert.
182

  

In a 2010 report on domestic violence, 45% involved sexual violence and 95% of reports were 

violence by a husband against his wife.
183

  It is crucial to note that the highest number of 

recorded cases of violence involves girls between the ages of 13-18 years of age.
184

 The 

CEDAW Committee has recommended that governments enact legislation to criminalize 

violence such as marital rape,
185

 or repeal or amend legislation that discriminates against married 

women by not penalizing marital rape.
186

 Accordingly, the state party needs to provide greater 

protection to women, especially adolescent girls, against specific forms of sexual violence within 

marriage including marital rape.   

B. Discrimination in Fulfillment of the Right to Maternal Health Services and 

Abortion for Rural Women and Adolescents 

1. Rural Women Suffer Discrimination in Access to Reproductive Health Services. 

Rural women face significant barriers to accessing reproductive health services in Indonesia.  

Gross disparities exist between deliveries in health facilities among women in rural (28.9%) 

and urban areas (70.3%).
187

 Rural women are not provided with adequate health care facilities 

or trained medical practitioners, and instead must rely on traditional birth attendants for 

pregnancy-related care, including delivery and abortion services.
188

 Similarly, the unmet need 

for contraceptives is higher in rural areas (9.2%) than urban areas (8.7%).
189

 With limited 

access to contraceptives, rural women are also disproportionately at risk of unplanned 

pregnancies. To make matters worse, safe abortion services are inaccessible to many rural 

women – over 80% of abortions in rural areas are from traditional birth attendants.
190

 This 

is significantly different than in urban areas, where only 15% are performed by traditional birth 

attendants.
191

 When women seek abortions from untrained providers or in poorly equipped 

facilities, which they are more likely to do when they lack access to safe services, these unsafe, 

clandestine abortions can result in death or morbidity.
192

    

Indonesia has implemented a program for midwives in rural villages, Birth Planning and 

Complication Prevention Program, which aims to enhance the role of the husband, family, and 

community in preparing for delivery as well as providing contraception counseling.
193

 The 

program relies on the application of stickers outside an expectant woman’s home in order to 

notify people in the community of her pregnancy and potential need for assistance. Even though 

midwives are being placed in remote areas,
194

 midwives are paid low salaries and are sometimes 

not accepted by the villagers, who then resort to traditional healers.
195

 Further, safe abortion 

services are not included in this program, despite the fact that rural women face such barriers to 

accessing these services. 
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2. Adolescent Women in Indonesia Face Discrimination in Accessing Reproductive 

Health Services. 

This Committee has noted in particular that the lack of family planning education and difficulty 

in accessing contraceptives has led to a high rate of teenage pregnancy. As mentioned 

previously, teenage girls in Indonesia are at great risk of early marriage. However, Indonesian 

adolescents are unaware of basic reproductive and sexual health issues, such as fertile periods, 

puberty, and the risk that pregnancy can result from a single act of intercourse.
196

 The need for 

sexual and reproductive health education has not been sufficiently addressed by the Indonesian 

government because it runs contrary to Indonesian policy to provide this information to 

adolescents and to those who are unmarried. The CRC Committee voiced concern that “no 

organized system of reproductive health counseling and services, nor education on HIV/AIDS 

and STIs for youth exists.”
197

 Even more discouraging to proper information is the 

criminalization of providing information “to people relating to the prevention and 

interruption of pregnancy” which can lead to from two to nine months of imprisonment.
198

 

As noted previously, 10% of teenage women in Indonesia are married and have children.
199

 The 

state party faces a geographic disparity in rates of pregnant adolescents. 13% of rural adolescents 

had started childbearing in comparison to 4% of urban adolescents.
200

 The percentage of married 

adolescents aged 15-19 who have ever delivered a child is significantly higher in rural areas 

(13.7%) than urban areas (7.3%).
201

  

These pregnant adolescents are further discriminated against by their schools. By the state 

party’s own admission, pregnant teenage girls are often expelled from school.
202

 In one case, 

a pregnant girl was expelled and her school went so far as to urge other schools to not accept her 

as a student.
203

   

3. Unmarried Women and Girls 

As discussed in Sections I.B(1) and I.C(1) above, married girls and women who become 

pregnant are discriminated against on the basis of their marital status in the enjoyment of their 

right to health in Indonesia. Unmarried adolescents are restricted from accessing 

reproductive health services and information under government laws on requiring spousal 

consent for abortion and limiting access to contraceptives to married couples.
204

 In General 

Recommendation 21, the CEDAW Committee establishes that women should be able to enjoy 

the guarantees under Article 16(1), which include the right to determine the number and spacing 

of their children without discrimination on the basis of their marital status.
205

 Unfortunately, as 

this Committee has recognized in the list of issues for Indonesia, this is due to the large influence 

religion has in marital and sexual relationships.
206

 This Committee as well as the Human Rights 

Committee has acknowledged that laws based in religious ideology can be an impediment to 

women fulfilling their rights to health and equality.
207

 Accordingly, provisions for reproductive 

and sexual health must cover all individuals and should not be restricted due to marital status or 

age.   

C. Female Genital Mutilation (FGM) 

In 2007, this Committee recommended that Indonesia prohibit FGM and develop awareness-

raising campaigns to change the cultural perceptions connected with FGM and to educate people 
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that it is a violation of the human rights of women and girls.
208

 Even after issuing this 

recommendation, the state party instead passed a regulation which legitimizes the practice of 

FGM by authorizing certain medical practitioners, such as doctors, midwives, and nurses, 

to perform FGM.
209

 This is contrary to repeated recommendations made to various states 

parties by this Committee which have classified FGM as a discriminatory practice to women.
210

 

This Committee has also noted that this is a form of violence against women and girls and is in 

violation of the Convention.
211

 

The CEDAW Committee is the only treaty monitoring body to adopt a general recommendation 

solely addressing FGM. In General Recommendation 14, the Committee recognizes the cultural, 

traditional, and economic factors that perpetuate the practice of FGM and identifies the health-

related consequences and makes recommendations to states parties regarding ways to eliminate 

the practice.
212

 In its General Recommendation 24, the CEDAW Committee further emphasizes 

states parties’ obligation to take steps to eliminate FGM.
213

 The Committee specifically 

recommends the “enactment and effective enforcement of laws that prohibit female genital 

mutilation.”
214

 These recommendations are aimed at addressing the health-related aspects of 

FGM and changing cultural attitudes toward FGM through educational programs. 

FGM also violates women and girls’ right to health by exposing them to multiple health risks and 

even death.
215

 FGM can lead to a range of health complications, including fistula from obstructed 

labor, elevated risk of caesarean sections, and emotional and psychological harm.
216

 Short-term 

complications include severe pain and risk of hemorrhage that can lead to shock and death.
217

 In 

addition, there is a very high risk for local and systemic infections, with documented reports of 

abscesses, ulcers, delayed healing, septicemia, tetanus, and gangrene.
218

 Long-term 

complications include urine retention resulting in repeated urinary infections; obstruction of 

menstrual flow leading to frequent reproductive tract infections and infertility; and prolonged 

and obstructed labor.
219

 In addition to the physical complications, there are also adverse 

psychological and sexual effects.
220

  

In Indonesia, circumcision of women and girls is a tradition closely associated with Islam and 

has been endorsed by the Indonesian Ulema Council (the highest Islamic advisory body in 

Indonesia) and the Nahdlatul Ulama (NU) (Indonesia’s largest Muslim organization).
221

 In fact, 

although the Indonesia Ulema Council has issued a statement in 2006 opposing any cutting that 

is harmful to women, in 2008 it issued a fatwa “prohibiting the prohibition on female 

circumcision”
222

 A 2001 study found that Muslim women had different perceptions of FGM 

ranging from a practice that was encouraged by the prophet Muhammad, mandatory under Islam, 

or is meant to purify female babies and promote good hygiene.
223

 Varying viewpoints may be 

derived from the fact that religious leaders also have differing beliefs as to whether it is 

encouraged or mandatory.
224

 

In practice, the procedure of FGM in Indonesia varies, ranging from what the WHO classifies as 

“Type I” FGM (partial or total removal of the clitoris and/or the prepuce (clitoridectomy) to 

“Type IV” FGM (harmful procedures to the female genitalia for non-medical purposes, for 

example: pricking, piercing, incising, scraping and cauterization.).
225

 A 2003 study reports that 

“symbolic only” types of female circumcision, where there is no incision or excision, represented 

28% of all cases in the study, while “harmful” forms represented 71% of all cases (49% incision 

and 22% excision).
226

 Regardless of type, FGM impedes the ability of women to enjoy their 
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rights to life and health. Accordingly, the state party has an obligation to prohibit the practice, 

regardless of religion’s role in society. 

III.  CONCLUSION: SUGGESTED QUESTIONS AND RECOMMENDATIONS 

We respectfully request that this Committee pose the following questions to the delegation 

representing the Government of Indonesia during its 52
nd

 Session. 

1. High rates of maternal death persist, which are most severe for rural, adolescent, and poor 

women. What steps have been taken by the government to improve maternal health for 

those populations, including by improving quality, making such services affordable or 

free where necessary, and ensuring accessibility in rural areas? What is the state party 

doing to address maternal death and morbidity, including addressing anemia, a leading 

cause of maternal mortality? 

2. In Indonesia, the contraceptive prevalence rate for modern methods had remained 

“virtually unchanged” since 2003 and the percentage of the demand for contraceptives 

met by the government has begun to decrease. Misinformation on the safety and 

effectiveness of contraceptives as well as the lack of clarity on whether unmarried 

women are permitted to access contraceptives remain significant barriers. What steps 

have been taken by the government to establish universal access to a full range of 

contraceptive information and services, including emergency contraceptives, and to 

reduce the unmet need for contraceptives, especially for unmarried, poor, and rural 

women and girls?  

3.   Despite the legalization of abortion on limited grounds in Law No. 36 on Health, the 

quality of abortion services remains very poor and both women and health care providers 

continue to falsely believe that abortion is illegal. Further, abortion remains illegal past 

six weeks in cases of rape and fetal impairment and entirely illegal at any point in the 

pregnancy in cases of incest or where a woman’s health is at risk. The law recognizes an 

exception where a woman’s life is at risk beyond six weeks, but requires spousal consent 

on this ground as well as in cases of fetal impairment. As a result, unsafe abortion 

continues to be a cause of maternal mortality. What steps has the state party taken to 

ensure that women do not die from unsafe abortion and to remove barriers to safe 

abortion emanating from the law?  

4.   Adolescent girls continue to experience discrimination stemming from early marriage and 

early pregnancy. The law permits marriage as early as 16, exposing girls to early 

pregnancy and increased risks of pregnancy-related death. What steps has the state party 

taken to address discrimination against adolescents related to the continued persistence of 

early marriage? What has the state party done to ensure adolescent girls are not at risk of 

early pregnancy due to lack of access to contraceptive information and services? Further, 

what steps has the government taken to address incidences of girls being expelled from 

school because they are pregnant? 

5.  Women and girls continue to be exposed to gender-based violence, including female 

genital mutilation and marital rape. What has the government done to eliminate female 
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genital mutilation and ensure that women and girls are protected from sexual violence 

within marriage? 

The Center further respectfully submits the following recommendations for the Committee 

to consider incorporating into the Concluding Observations for Indonesia. 

1. Prioritize ensuring access to a quality maternal health services, including antenatal, 

postnatal, and emergency obstetric care, particularly for poor, rural, and unmarried 

women and adolescent girls. Address anemia as a leading cause of death for pregnant 

women and ensure maternal health services are affordable.  

2. Address unmet need for contraception by prioritizing universal access to the full range of 

contraceptive methods, information, and services, including emergency contraception, 

with a particular focus on rural women, poor women, unmarried women, and adolescent 

girls. Clarify that contraceptives should be provided without discrimination on the basis 

of marital status.  

3. Address the incidence of unsafe abortion, including by implementing the Law on Health 

to ensure awareness and access to safe, quality abortion on the grounds permitted therein; 

recognize a health exception to the prohibition on abortion; and remove the 6 week 

gestational limit for abortion in cases of rape and fetal impairment. Remove restrictions 

that require spousal or parental consent for access to abortion, and take steps to ensure 

that providers are aware of this legal change.  

4.  Eliminate discriminatory practices against women and girls that jeopardize their 

reproductive health. Amend the Law on Marriage to increase the legal age of marriage 

for girls to comply with CEDAW and reduce child marriage through proper 

implementation of the legal ban on child marriage. Investigate allegations that pregnant 

girls are being forced to drop out of school and take concrete steps to eliminate this 

practice. 

5. Address violence against women through law reform for female genital mutilation and 

marital rape. 

Sincerely, 

  
Melissa Upreti 

Regional Director for Asia 

Center for Reproductive Rights 

Payal Shah 

Legal Adviser for Asia 

Center for Reproductive Rights 
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