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ABSTRACT:

Introduction: Adherence to iron—folic acid supplementation (IFAS)
has been linked with maternal anaemia. While findings about
determinants of IFAS adherence have been mixed across different
research, there is inadequate evidence in relation to
socioeconomic inequalities. This study aims to examine social
determinants and socioeconomic inequalities of adherence to IFAS
in urban and rural Indonesia.

Methods: We conducted a secondary analysis of the 2017
Indonesia Demographic and Health Survey by including a total of
12 455 women aged 15-49 years. The outcome was adherence to
IFAS for at least 90 days. We used multiple logistic regression
analysis adjusted for the survey design to analyse factors
associated with IFAS adherence. We estimated socioeconomic
inequalities using the Wagstaff normalized concentration index
and plotted them using the concentration curve.

Results: About half of women consumed IFAS for at least 90 days,
with a higher proportion in urban areas (59.0%) than in rural areas
(47.8%). Social determinants of adherence to IFAS were similar for
urban and rural women. Overall, being an older woman, having
weekly internet access, antenatal care for at least four visits, and

Keywords:

residing in Java and Bali were significantly linked to IFAS
adherence. Higher maternal education was significantly linked to
IFAS adherence in urban settings, but not in rural settings. There
were interactions between place of residence and woman'’s
education (p<0.001) and household wealth (p<0.001).
Concentration indices by woman'’s education and household
wealth were 0.102 (p<0.001) and 0.133 (p<0.001), respectively,
indicating pro-educated and pro-rich inequalities. However, no
significant education-related disparity was found among rural
women (p=0.126).

Conclusion: Women (age, education, occupation, birth number,
internet access, involvement in decision-making), household
(husband'’s education, household wealth), health care (antenatal
care visit) and community (place of residence, geographic region)
factors are associated with overall adherence to IFAS. These factors
influence the adherence to IFAS in a complex web of deep-seated
socioeconomic inequalities. Thus, programs and interventions to
improve adherence to IFAS should target women of reproductive
age and their families, particularly those from socioeconomically
disadvantaged groups residing in rural areas.

demographic and health survey, Indonesia, inequalities, iron—folic acid, socioeconomic inequality, supplementation, urban.

FULL ARTICLE:

Introduction

Anaemia is a prominent women's health concern worldwide,
particularly in lower- and middle-income countries and it has also
been associated with adverse pregnancy outcomes'-3. WHO
defines pregnancy anaemia as a haemoglobin concentration less
than 11.0 g/dL. Anaemia becomes a serious public health issue
when its prevalence reaches greater than 5.0% of the
population®. Globally, the prevalence of anaemia in pregnancy is
36.8%, with the highest prevalence in Africa (41.7%), followed by
Asia (40.0%)5. A nationally representative survey in Indonesia, Basic
Health Research, reported that the prevalence of pregnancy
anaemia in the country increased from 37.1% in 2013 to 48.9% in
2018, and in 2018 the prevalence in pregnant women aged
15-24 years was 84.6%%7.

Iron deficiency anaemia (IDA) is the most typical anaemia in
pregnancy. During this period, the risk of iron deficiency increases
following the increased demand for iron in the mother for the
formation of red blood cells, and placenta and fetus development.

IDA is associated with poor birth outcomes, including preterm
birth, cesarean delivery, blood transfusion, low birth weight and
low APGAR (appearance, pulse, grimace, activity, respiration)
score®9. In severe cases, IDA may increase the risk of maternal
death and adverse fetal development!®11. Also, it has a long-term
impact on children’s psychomotor and neurocognitive
development, as well as mental health®12,

Following global recommendations'3, the Indonesian government
made several efforts to reduce IDA in pregnancy. One of these was
providing pregnant women with daily iron—folic acid
supplementation (IFAS) during antenatal care visits'4. IFAS
treatment for 90 days every consecutive day during early
pregnancy has been linked to reduced maternal anaemia and
improved birth outcomes'3. However, such a program is not
without constraints. Various factors affect antenatal IFAS in low-
and middle-income countries. For example, an Ethiopian study
found that women did not take IFAS due to a lack of access to
health facilities during pregnancy and limited information on the
utilization of IFAS'>. Delays in pre-existing anaemia diagnosis and



treatment, poor access to IFAS and limited antenatal care
counselling on IFAS recommendations are reported reasons for
IFAS underutilization in Niger'®. Poor access and quality of
antenatal care services (eg low IFAS supply, inadequate counselling
to encourage IFAS consumption) were barriers to antenatal IFAS in
seven African and Asian countries'?. In Indonesia, antenatal IFAS is
challenged by a lack of coverage, various brands in which iron—
folic acid content does not meet the standard, consumption that
does not start early in pregnancy, low quality of IFAS education
and lack of database'81°.

Previous studies have identified factors influencing adherence to
taking IFAS, including antenatal care visits, previous history of
anaemia, knowledge of anaemia, knowledge of IFAS and
suggestions from husbands'31620-22 A systematic review study
has shown that pregnant women who obtained information about
IFAS and had adequate knowledge about IFAS were twice as likely
to have good adherence to IFAS2C. IFAS can also be influenced by
socioeconomic factors such as maternal education?324 and
household wealth?4-26_ However, existing studies have shown
mixed results, including in Indonesia1516.23-26,

Socioeconomic inequalities may pose a significant challenge to
optimal IFAS adherence. While earlier studies have suggested
socioeconomic inequalities in IFAS2327, these were limited to the
analysis of determinants adjusted for socioeconomic strata, with
no particular analysis aiming to quantify socioeconomic inequality.
Some nationally representative Indonesian studies have been
conducted to identify factors associated with IFAS among pregnant
women. Nevertheless, there were differences in how the outcome
was measured, such as receiving iron tablets28, the consumption of
iron tablets2?, the consumption of at least 90 iron tablets2® and the
non-utilization of IFAS24. Other Indonesian studies only involved
small sample sizes3%31 and restricted geographic areas3%-32. To our
knowledge, no socioeconomic inequality study in adherence to
IFAS has been conducted in the Indonesian context. Therefore, the
present study aims to fill research gaps by examining social
determinants and socioeconomic inequality in adherence to
antenatal IFAS in rural and urban settings in Indonesia. Findings
from this study may contribute to formulating appropriate policies
and interventions to enhance antenatal IFAS adherence, thus
better maternal nutrition and health outcomes.

Methods
Data source and study population

We used nationally representative data from the 2017 Indonesia
Demographic and Health Survey (IDHS), the most updated DHS
data for Indonesia. Administratively, Indonesia consisted of 34
provinces in 2017. Provinces are the largest subdivisions, followed
by municipalities/districts and rural-urban villages. Using a two-
stage stratified sampling design, the survey applied probability
proportional to size to select primary sampling units or census
blocks. The unit size was the number of households based on the
2010 population census. The census block was then stratified by
rural-urban villages with implicit stratification in each stratum by
sorting the census block based on the wealth index category. After
that, 25 households were chosen systematically from each census
block. Finally, the present study included all women aged

15-49 years with a child born in the 5 years preceding the survey.
IDHS provides detailed information on sampling procedures
elsewhere33,

Outcome variable

The outcome variable was antenatal IFAS adherence. We used two
IDHS questions to determine the utilization of IFAS: ‘During this
pregnancy, were you given or did you buy any iron tablets or iron
syrup?’ and ‘During the whole pregnancy, for how many days did
you take the tablets or syrup?33. We then categorized the
adherence to IFA supplementation as ‘less than 90 tablets’ or '90 or
more tablets’.

Explanatory variables

We included several social determinants of health as our
explanatory variables based on WHO's theoretical framework of
social determinants of health34, previous research findings of
factors of IFAS adherence?43536 and the availability of variables in
the 2017 IDHS33. We then grouped these variables by several
characteristics of the women (age, educational level, occupation,
birth number of current pregnancy, weekly media exposure,
weekly internet access, involvement in decision-making),
household factors (husband’s educational level, household wealth),
healthcare factors (antenatal care visits) and community factors
(urban or rural residence, geographic region). Household wealth
was estimated using the principal component analysis on a
cumulative wealth score for each household based on assets,
including amenities and infrastructure. Based on these scores,
households were then ranked in five equal categories, each with
20% of the population: poorest, poorer, middle, richer and
richest33.

Statistical analysis

First, we used descriptive statistics to obtain the proportion of IFAS
adherence across the explanatory variables. Taylor series linear
approximation was applied to estimate the 95% confidence
interval (Cl) around its proportion. Second, we performed
univariate logistic regression to examine the relationship between
each explanatory variable and the IFAS adherence measured by
crude odds ratios (OR). Third, we included variables with p<0.25 to
multiple logistic regression to create a full baseline model. We kept

28,35 1243536

the mother's age“®°>, mother's educational leve , maternal

involvement in decision-making?438, household wealth?435 and

2435 55 fixed variables in the multivariate

place of residence:
analysis, regardless of their significance. We used a manual

backward elimination method to remove the least important
variables one by one beginning with the baseline model. We

presented adjusted odds ratios (AOR) in the final model.

Last, we used maternal education and household wealth as
indicators of socioeconomic inequalities3”. We determined the
socioeconomic inequalities in IFAS adherence using the Wagstaff
normalized concentration index for the binary outcome33°. We
also plotted the concentration curve to present the cumulative
proportion of IFAS adherence (y-axis) against the cumulative
proportion of the women, sorted by their education and
household wealth (x-axis)4®. A positive value for concentration
index or a curve below the line of equality means that IFAS
adherence is more concentrated among higher socioeconomic
groups. Conversely, a negative concentration index or a curve
above the line of equality suggests that IFAS adherence is more
concentrated among lower socioeconomic groups. A zero value
indicates the absence of socioeconomic inequalities#'.

We used Stata v17.0 (StataCorp, https://www.stata.com) for all



statistical testing and applied ‘svy’ commands to adjust the
complex sampling design by including sampling weight, strata and
cluster. We set the level of significance at p<0.05.

Ethics approval

The 2017 IDHS received ethics approval from the Institutional
Review Board of ICF International (reference number:
FWA00000845) and was conducted after acquiring the written
informed consent of the study participants, adhering to the
principles of the Declaration of Helsinki. The present study uses
publicly available data for scientific use with de-identified
information and was thus exempt from ethics approval.

Results

Characteristics of study participants and proportion of iron-
folic acid supplement adherence

Table 1 presents the distribution of adherence to antenatal IFAS
across different determinants. We included a total of 12

455 women aged 15-49 years in the analysis. Overall, the
percentage of adherence to antenatal IFAS was 53.4%. The
proportion of adherence to taking at least 90 tablets was lower
among women with the following characteristics: aged 15-19 years
(45.0%), no or incomplete primary school (43.1%), working in the
agricultural sector (39.4%), without weekly internet access (47.5%),
not involved in decision-making (46.8%), whose husbands had
none or incomplete primary school (41.3%), from the poorest
families (43.0%), with fewer than four antenatal care visits (20.0%).
The proportion of IFAS adherence was higher among those who
lived in urban areas (59.0%), and in Java and Bali (63.5%). Table 2
shows detailed proportions of adherence to antenatal IFAS in
urban and rural areas.

Table 1: Characteristics of study participants and proportions of antenatal IFAS adherence in Indonesia (n=12 455), based on
data from 2017 Indonesia Demographic and Health Survey

Variable Variable frequency Overall proportiont of | IFAS 290 tablets
n % (95%Cl) N % (95%Cl) Yes % (95%Cl)
(n=6421) (n=6034)
Characteristic of woman
Age (years)
15-19 312 2.3(2.0-2.7) 190 55.0 (48.2-61.6) 122 45.0 (38.4-51.8)
20-24 1956 16.6 (15.7-17.5) 1061 48.8 (45.9-51.7) 895 51.2 (48.3-54.1)
25-29 3161 | 25.5(24.6-26.5) 1616 45.9 (43.648.3) 1545 54.1(51.7-56.4)
30-34 3274 | 25.9(24.9-26.9) 1640 45.6 (43.547.8) 1634 54.4 (52.2-56.5)
35-39 2475 20.0 (19.1-20.9) 1246 46.2 (43.6-48.7) 1229 53.9 (561.3-56.4)
40-44 1052 8.1(7.5-8.7) 545 45.3 (41.549.2) 507 54.7 (50.8-58.5)
45-49 225 1.7 (1.5-0.2) 123 48.6 (40.3-56.9) 102 51.4 (42.0-59.7)
Educational level
None or did not complete primary school 897 6.3 (5.66.9) 558 56.9 (52.3-61.4) 339 43.1(38.6-47.7)
Completed primary school 5404 | 47.6 (46.2-49.1) 2954 49.8 (47.8-51.8) 2450 50.2 (48.2-52.2)
Secondary school 3924 30.9 (29.7-32.1) 1886 43.0 (40.945.2) 2038 57.0 (54.8-59.1)
Higher education 2230 15.2 (14.3-16.3) 1023 39.5 (36.942.3) 1207 60.5 (57.7-63.1)
Occupation
Agricultural 1302 8.4 (7.7-9.2) 839 60.4 (56.6-64.5) 463 39.4 (35.5-43.4)
Non-agricultural 5378 | 43.1(41.844.4) 2560 42.8 (41.044.7) 2818 57.2 (55.3-59.0)
Not working 5764 48.5 (47.2-49.8) 3015 47.4 (45.549.3) 2749 52.6 (50.7-54.5)
Birth number of current pregnancy
{l, 3895 33.7 (32.7-34.8) 1940 44.6 (42.4-46.7) 1955 55.4 (63.3-57.6)
2 4141 35.6 (34.5-36.6) 2053 45.5 (43.4-47.6) 2088 54.5 (52.5-56.6)
23 4419 30.7 (29.7-31.8) 2428 50.1 (48.1-52.1) 1991 49.9 (47.9-52.0)
Weekly media exposure
No 1842 12.4 (11.6-13.2) 1043 49.1 (45.8-52.4) 799 50.9 (47.6-54.2)
Yes 10613 | 87.6 (86.8-88.4) 5378 53.8 (44.747.7) 5235 53.8 (52.3-55.3)
Weekly internet access
No 7378 57.2 (55.8-58.5) 4244 52.5 (50.8-54.3) 3134 47.5 (45.8-49.2)
Yes 5070 42.8 (41.5-44.3) 2173 38.6 (36.840.5) 2897 61.4 (59.5-61.2)
Involvement in decision-making
No 757 6.0 (5.5-6.6) 426 53.2 (48.6-57.7) 331 46.8 (42.2-51.4)
Yes 11698 | 94.0 (93.4-94.5) 5995 46.2 (59.9-57.0) 5703 53.8 (52.4-55.3)
Household factors
Husband’s educational level
None or did not complete primary school 980 7.0 (6.3-7.6) 609 58.7 (54.5-62.8) 371 41.3 (37.2-45.5)
Completed primary school 4924 | 44.6 (43.2-46.1) 2678 48.6 (46.6-50.6) 2246 51.4 (49.4-53.4)
Secondary school 4306 | 34.9 (33.6-36.2) 2090 44.2 (42.1-46.3) 2216 55.8 (53.7-57.9)
Higher education 1842 13.5 (12.6-14.5) 801 37.9 (35.040.9) 1041 62.1 (59.1-65.0)
Household wealth
Poorest 3173 | 18.4 (17.3-19.6) 1957 57.0 (54.3-59.7) 1216 43.0 (40.345.7)
Poorer 2576 19.9 (19.0-21.0) 1383 49.0 (46.4-51.7) 1193 51.0 (48.3-53.6)
Middle 2430 21.1(20.1-22.1) 1231 46.5 (43.949.0) 1199 53.5 (51.0-56.1)
Richer 2248 | 20.9(19.9-21.9) 1006 42.1 (39.4-45.0) 1242 57.9 (55.0-60.6)
Richest 2028 19.7 (18.4-21.1) 844 39.2 (36.542.1) 1184 60.8 (57.9-63.6)
Healthcare factors
Antenatal care visits
<4 930 5.7 (5.2-6.2) 769 80.0 (75.9-83.6) 161 20.0 (16.4-24.1)
>4 11525 | 94.3 (93.8-94.8) 5651 44.6 (43.2-58.7) 5872 55.4 (54.0-56.9)
Community factors
Place of residence
Rural 6160 50.2 (48.9-51.4) 3957 52.2 (50.1-54.2) 2563 47.8 (45.8-49.9)
Urban 6295 49.8 (48.6-51.1) 2824 41.0 (39.1032.9) 3471 59.0 (57.1-60.9)
Geographic region
Java and Bali 4203 59.4 (58.2-60.5) 1445 36.5 (34.5-38.6) 2758 63.5 (61.4-65.5)
Sumatra 2909 19.6 (18.7-20.5) 1798 64.7 (62.2-67.1) 1111 35.3 (32.9-37.8)
Kalimantan 1183 6.4 (5.9-6.9) 518 45.9 (41.4-50.5) 665 54.1 (49.6-58.6)
Sulawesi 1894 7.1(6.6-7.5) 1382 73.4 (69.9-76.6) 512 26.6 (23.4-30.1)
Eastern Indonesia 2266 7.6(7.2-8.1) 1278 54.0 (50.0-57.9) 988 46.0 (42.1-50.0)
* Overall proportion of antenatal IFAS >90 tablets was the weig proportion. Weighting was applied to P for the cluster design in

the survey.
ClI, confidence interval. IFAS, iron—folic acid supplementation.




Table 2: Characteristics of study participants and proportions of antenatal IFAS adherence in urban and rural Indonesia (n=12
455), based on data from 2017 Indonesia Demographic and Health Survey

Variable Proportion’ of antenatal IFAS 290 tablets
Urban (n=6295) Rural (n=6160)
No % (95%Cl) Yes % (95%Cl) No % (95%Cl) Yes % (95%Cl)
(n=2824) (n=3471) (n=3597) (n=2563)
Characteristic of woman
Age (years)
15-19 74 53.3 (43.7-62.8) 58 46.7 (37.2-56.3) 116 56.1 (46.7-65.2) 64 43.9 (34.8-53.3)
20-24 397 42.4 (38.3-46.7) 446 57.6 (53.3-61.7) 664 53.3 (49.4-57.1) 449 46.7 (42.9-50.6)
25-29 688 39.8 (36.8-42.9) 883 60.2 (57.1-63.2) 928 51.7 (48.0-55.3) 662 48.3 (44.7-52.0)
30-34 761 41.3 (38.4-44.2) 961 58.7 (55.8-61.6) 879 50.5 (47.3-53.7) 673 49.5 (46.3-52.7)
35-39 597 40.2 (36.9-43.6) 760 59.8 (56.4-63.1) 649 53.4 (49.5-57.2) 469 46.6 (42.8-50.5)
40-44 258 41.0 (36.2-46.1) 305 59.0 (53.9-63.8) 287 50.3 (44.4-56.3) 202 49.7 (43.8-55.6)
45-49 49 37.2 (26.9-48.9) 58 62.8 (561.1-73.1) 74 58.9 (46.5-70.3) 44 41.1 (29.8-53.5)
Educational level
None or did not complete primary school 146 54.7 (47.2-61.9) 104 45.3 (38.1-52.8) 412 57.9 (52.1-63.5) 235 42.1 (36.5-47.9)
Completed primary school 1120 46.4 (43.7-49.2) 1113 53.6 (50.8-56.3) 1834 52.1 (49.3-54.8) 1337 47.9 (45.2-50.7)
Secondary school 1032 38.3 (35.6-41.1) 1402 61.7 (68.9-64.4) 854 50.4 (46.9-53.9) 636 49.6 (46.1-53.1)
Higher education 526 32.6 (29.5-35.9) 852 67.4 (64.1-70.5) 497 52.0 (47.4-56.6) 355 48.0 (43.4-52.6)
Occupation
Agricultural 82 52.3 (39.9-64.5) 50 47.7 (35.5-60.1) 757 61.5 (57.3-65.6) 413 38.5 (34.4-42.7)
Non-agricultural 1379 38.2 (36.0-40.4) 1863 61.8 (59.6-64.0) 1181 49.5 (46.3-52.7) 955 50.5 (47.3-53.7)
Not working 1359 43.5 (40.9-46.2) 1556 56.5 (53.8-59.1) 1656 51.1(48.4-53.8) 1193 48.9 (46.2-51.6)
Birth number of current pregnancy
1 853 39.2 (36.5-42.0) 1130 60.8 (60.0-63.5) 1087 49.7 (46.4-52.9) 825 50.3 (47.1-53.6)
2 935 40.2 (37.5-43.0) 1238 59.8 (57.0-62.5) 1118 50.9 (47.8-53.9) 850 49.1 (46.1-52.2)
23 1036 43.7 (40.9-46.5) 1103 56.3 (53.5-59.0) 1392 56.3 (53.4-59.3) 888 43.7 (40.7-46.7)
Weekly media exposure
No 280 39.8 (34.8-44.9) 351 60.2 (55.0-65.2) 763 55.4 (51.1-59.7) 448 44.6 (40.3-48.9)
Yes 2544 41.1(39.2-43.1) 3120 58.9 (56.9-60.8) 2834 51.6 (49.4-53.8) 2115 48 .4 (46.2-50.7)
Weekly internet access
No 1448 48.6 (46.0-51.2) 1305 51.4 (48.8-54.0) 2796 54.9 (52.7-57.2) 1829 45.1 (42.8-47.3)
Yes 1372 35.1 (32.9-37.4) 2163 64.9 (62.6-67.0) 801 45.4 (42.1-48.8) 734 54.6 (51.2-57.9)
Involvement in decision-making
No 171 45.4 (39.1-51.8) 176 54.6 (39.1-51.8) 255 59.4 (52.8-65.7) 155 40.6 (34.3-47.2)
Yes 2653 40.7 (38.8-42.6) 3295 59.3 (57.3-61.2) 3342 51.6 (49.5-53.8) 2408 48.4 (46.3-50.5)
Household factors
Husband’s educational level
None or did not complete primary school 166 58.1 (50.7-65.2) 116 41.9 (34.8-49.3) 443 59.0 (53.9-63.9) 255 41.0 (36.0-46.1)
Completed primary school 953 44.2 (41.4-47.2) 1007 55.8 (52.8-58.7) 1726 51.3 (48.6-53.9) 1239 48.7 (46.0-51.4)
Secondary school 1156 40.0 (37.2-42.7) 1487 60.0 (57.3-62.7) 934 50.8 (47.5-54.0) 729 49.2 (46.0-52.5)
Higher education 440 32.0 (28.7-35.5) 770 68.0 (64.5-71.3) 361 51.2 (45.6-56.7) 271 48.8 (43.3-54.4)
Household wealth
Poorest 844 53.0 (49.3-56.5) 615 47.0 (43.4-50.7) 1113 61.4 (57.4-65.2) 601 38.6 (34.8-42.6)
Poorer 617 446 (41.1-48.1) 692 55.4 (51.9-58.9) 766 53.7 (49.6-57.7) 501 46.3 (42.3-50.4)
Middle 564 41.1 (37.7-44.6) 720 58.9 (55.4-62.3) 667 51.8 (48.1-55.5) 479 48.2 (44.5-51.9)
Richer 460 35.2 (31.7-38.9) 749 64.8 (61.1-68.3) 546 49.0 (44.8-53.2) 493 51.0 (46.8-55.2)
Richest 339 30.8 (27.4-34.4) 695 69.2 (65.6-72.7) 505 46.5 (42.3-50.8) 489 53.5 (49.2-57.7)
Healthcare factors
Antenatal care visits
<4 276 74.7 (68.1-80.2) 74 25.3 (19.8-31.9) 493 83.0(77.5-874) 87 17.0 (12.6-22.5)
24 2547 39.5 (37.6-41.4) 3397 60.5 (58.6-62.4) 3104 49.8 (47.7-51.9) 2475 50.2 (48.1-52.4)
Community factors
Geographic region
Java and Bali 946 34.5 (32.2-36.9) 1930 65.5 (63.2-67.8) 499 39.7 (36.1-43.4) 828 60.3 (56.6-63.9)
Sumatra 773 61.3 (57.6-64.9) 607 38.7 (35.1—42.4) 1025 66.7 (63.4-69.9) 504 33.3 (30.1-36.6)
Kalimantan 260 42.7 (35.9-49.8) 355 57.3 (50.2-64.1) 258 47.9 (41.9-53.9) 310 52.1 (46.1-58.0)
Sulawesi 447 64.6 (58.2-70.6) 234 35.4 (29.4-41.8) 935 77.3(73.1-81.0) 278 22.7 (19.0-26.9)
Eastern Indonesia 398 51.9 (45.2-58.8) 345 48.1 (41.4-54.8) 880 54.8 (49.9-59.6) 643 45.2 (40.4-50.1)

* Proportions of antenatal IFAS >90 tablets in urban and rural areas were the weighted proportions. Weighting was applied to compensate for the multistage cluster sampling design in the survey.

Cl, confidence interval. IFAS, iron-folic acid supplementation

Social determinants of iron—folic acid supplement adherence

Table 3 presents crude and adjusted odds ratios of IFAS adherence
determinants. Overall, the likelihood of IFAS adherence increases
with the women'’s age. In other words, the results showed that a
1-year increase in maternal age was associated with a 1%
improvement in relative risk for overall IFAS adherence (AOR 1.01;
95%Cl 1.00-1.02, p=0.009). However, we found no association
between the woman's age and IFAS adherence when analysing the
relationship based on urban (AOR 1.01; 95%Cl 0.99-1.02, p=0.082)
and rural (AOR 1.01; 95%Cl 0.99-1.02, p=0.075) areas. There was
no significant relationship between the woman's educational level
and IFAS adherence, except in urban areas indicating that
completing secondary school (AOR 1.49; 95%Cl 1.03-2.16,
p=0.033) and higher education (AOR 1.66; 95%Cl 1.09-2.53,
p=0.019) was associated with IFAS adherence among urban

women. Our study shows that weekly internet access was
significantly related to IFAS adherence across the living areas.

Altogether, although Table 3 shows that women whose husbands
completed higher education had 34% greater odds of consuming
IFAS (95%Cl 1.03-1.75, p=0.031), particularly, urban women whose
husbands completed higher education had 55% higher odds of
taking IFAS (95%Cl 1.06-2.28, p=0.025). No significant association
could be identified between the husband'’s education at all levels
and IFAS adherence in rural areas. Despite a dose-response
relationship between household wealth and IFAS adherence in
bivariate analysis, we found no significant association between
these variables after adjusting for other variables. Women with a
history of antenatal care for at least four visits were three to four
times more likely to take IFAS across the place of residence.
Compared to those who lived in Java and Bali, women in all



regions were less likely to consume IFAS, except for urban women  for those who completed secondary school or above. Likewise,
who lived in Kalimantan (AOR 0.75; 95%Cl 0.56-1.00, p=0.052). Figure 2 presents the probability of IFAS which gradually increases

with household wealth in urban areas but shows no considerable
Furthermore, we performed interaction analyses between woman's

education and place of residence, and household wealth and place
of residence. Figure 1 depicts that the probability of IFAS
adherence generally increases with the level of education among
women residing in urban areas but remains stagnated in rural
areas. In urban areas, the probability of IFAS adherence is higher

change across household wealth in rural areas. The probability of
IFAS adherence in urban is higher for women with middle income
and above. Overall, the difference in probabilities of IFAS
adherence across place of residence changes across women's
educational attainment and household wealth, suggesting
interaction effects.

Table 3: Determinants of antenatal iron—folic acid supplementation adherence among women aged 15-49 years in Indonesia
showing crude and adjusted odds ratio, based on data from 2017 Indonesia Demographic and Health Survey

Variable Overall Urban Rural
OR 95%Cl p- AOR 95%Cl p- AOR 95%Cl p- AOR 95%Cl p-
value value value value
Characteristic of woman
Age (years) 1.01 | 1.00-1.02 | 0.021 | 1.01 | 1.00-1.02 | 0.009 | 1.01 | 0.99-1.02 | 0.082 | 1.01 | 0.99-1.02 | 0.075
Educational level
None or did not complete primary school | Ref Ref Ref Ref
Completed primary school 1.33 | 1.09-1.62 | 0.004 | 1.02 | 0.82-1.26 | 0.880 | 1.20 | 0.84-1.70 | 0.318 | 0.97 | 0.74-1.28 | 0.852
Secondary school 1.75 | 1.43-2.14 | <0.001 | 1.20 | 0.95-1.51 0.135 149 | 1.03-2.16 | 0.033 1.09 | 0.81-1.48 | 0.567
Higher education 2.02 | 1.62-2.52 | <0.001 | 1.29 | 0.98-1.70 | 0.072 | 166 | 1.09-253 | 0.019 | 1.11 | 0.76-1.61 | 0.605
Occupation
Agricultural Ref
Non-agricultural 2.06 | 1.72-2.46 | <0.001
Not working 1.71 | 1.43-2.04 | <0.001
Birth number of current pregnancy
1 Ref
2 0.96 | 0.87-1.07 | 0.502
>3 0.80 | 0.72-0.89 | <0.001
Weekly media exposure
No Ref
Yes 1.12 | 0.98-1.29 | 0.102
Weekly internet access
No Ref Ref Ref Ref
Yes 1.76 | 1.60-1.93 | <0.001 | 1.33 | 1.17-1.50 | <0.001 | 1.36 | 1.15-1.60 | <0.001 | 1.27 | 1.05-1.54 | 0.014
Involvement in decision-making
No Ref
Yes 1.33 | 1.10-1.60 | 0.003

Household factors

Husband’s educational level

None or did not complete primary school | Ref Ref Ref Ref

Primary school 151 | 1.26-1.80 | <0.001 | 1.22 | 0.99-1.49 | 0.053 | 1.44 | 1.04-1.99 | 0.028 | 1.14 | 0.89-1.46 | 0.312
Secondary school 1.80 | 1.49-2.17 | <0.001 | 1.20 | 0.96-1.50 | 0.103 | 1.37 | 0.98-1.89 | 0.061 | 1.17 | 0.87-1.58 | 0.295
Higher education 2.33 | 1.89-2.88 | <0.001 | 1.34 | 1.03-1.75 | 0.031 | 155 | 1.06-2.28 | 0.025 | 1.15 | 0.79-1.68 | 0.456
Household wealth

Poorest Ref Ref Ref Ref

Poorer 1.38 | 1.20-1.59 | <0.001 | 1.14 | 0.98-1.34 | 0.095 | 1.12 | 0.91-1.37 | 0.285 | 1.14 | 0.89-1.46 | 0.297
Middle 1.53 | 1.32-1.77 | <0.001 | 1.11 0.94-1.31 0.216 1.12 | 0.91-1.38 | 0.294 1.07 | 0.82-1.39 | 0.611
Richer 1.82 | 1.56-2.12 | <0.001 | 1.17 | 0.98-1.40 | 0.082 | 1.22 | 0.96-1.56 | 0.097 | 1.07 | 0.82-1.40 | 0.625
Richest 205 | 1.75-2.41 | <0.001 | 1.13 | 0.92-1.38 | 0.233 1.25 | 0.95-1.65 | 0.104 1.02 | 0.75-1.37 | 0918

Healthcare factors

Antenatal care visits

<4 Ref Ref Ref Ref

24 4.97 | 3.92-6.31 | <0.001 | 3.80 | 2.95-4.88 | <0.001 | 317 | 2.24-4.50 | <0.001 | 4.39 | 3.07-6.28 | <0.001

Community factors

Place of residence

Urban Ref Ref

Rural 0.64 | 0.57-0.71 | <0.001 | 0.93 | 0.81-1.06 | 0.280

Geographic region

Java and Bali Ref Ref Ref Ref

Sumatra 0.31 | 0.27-0.36 | <0.001 | 0.34 | 0.29-0.39 | <0.001 | 0.33 | 0.28-0.40 | <0.001 | 0.34 | 0.27-0.42 | <0.001
Kalimantan 0.68 | 0.56-0.83 | <0.001 | 0.74 | 0.60-0.91 | 0.005 | 0.75 | 0.56-1.00 | 0.052 | 0.72 | 0.53-0.97 | 0.029
Sulawesi 0.21 | 0.17-0.25 | <0.001 | 0.23 | 0.19-0.28 | <0.001 | 0.31 | 0.23—4.25 | <0.001 | 0.20 | 0.15-0.26 | <0.001
Eastern Indonesia 0.49 | 0.41-0.59 | <0.001 | 0.60 | 0.49-0.74 | <0.001 | 0.57 | 0.42-0.76 | <0.001 | 0.59 | 0.45-0.79 | <0.001

AOR, adjusted odds ratio. Cl, confidence interval. OR, crude odds ratio. Ref, reference.
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Figure 1: Combined effect of woman'’s educational level and place of residence (p<0.001), based on data from 2017 Indonesia
Demographic and Health Survey.
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Figure 2: Combined effect of household wealth and place of residence (p<0.001), based on data from 2017 Indonesia
Demographic and Health Survey.

Socioeconomic inequalities in iron-folic supplement adherence positive value of concentration indices indicates that educated

women had higher adherence to antenatal IFAS. Nevertheless,
As shown in Table 4, the concentration indices for antenatal IFAS

adherence, ranked by the woman's education, were estimated at
0.102 (standard error (SE) 0.013, p<0.001) overall in both settings
and 0.132 (SE 0.018, p<0.001) in women living in urban areas. The

there was a non-significant concentration of IFAS uptake among
the more highly educated population in rural areas (p=0.126).
Similarly, the positive value of concentration indices ranked by
household wealth suggests that women from richer families had



greater adherence to antenatal IFAS in all locations.

Figures 3 and 4 present the concentration curves for IFAS
adherence among women aged 15-49 years, ranked by woman's
education and household wealth, respectively. As illustrated, all
concentration curves lie below the line of equality, confirming that
the percentage of IFAS adherence is greater in women with higher

education and in wealthier households. It means that there were
pro-educated and pro-rich inequalities in the adherence to IFAS.
The greater the degree of disparity, the further the curves depart
from the line of equality. However, following the results from
Table 4, the concentration curve for IFAS adherence ranked by
woman's education in rural areas does not show substantial
inequality (Fig3).

Table 4: Wagstaff normalized concentration index of antenatal iron-folic acid supplementation adherence by woman'’s
education and household wealth), based on data from 2017 Indonesia Demographic and Health Survey

Place of residence Woman’s education Household wealth

Index value SE p-value Index value SE p-value
Overall 0.102 0.013 <0.001 0.133 0.014 <0.001
Urban 0.132 0.018 <0.001 0.174 0.019 <0.001
Rural 0.027 0.018 0.126 0.106 0.021 <0.001

SE, standard error.
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Figure 3: Concentration curves of antenatal iron-folic acid supplementation adherence ranked by woman'’s education overall,
and in urban and rural areas, based on data from 2017 Indonesia Demographic and Health Survey.

1
1

6
6

4
Urban
4

Overall

2

Cumulative % of days of IFA tablets/syrup taken
2

Cumulative % of days of IFA tablets/syrup taken

]
0

Rural
6 8 1

4

Cumulative % of days of IFA tablets/syrup taken
2

0

0 20 40 60 80 100
Cumulative % of individuals ranked by household wealth

L(p) 95% CI

Cl, confidence interval. IFA, iron-folic acid.

0 20 40 60 80 100
Cumulative % of individuals ranked by household wealth

Lip) 95% CI

0 20 40 60 80 100
Cumulative % of individuals ranked by household wealth

Lip) 95% C1

Figure 4: Concentration curves of antenatal iron—folic acid supplementation adherence ranked by household wealth overall, and
in urban and rural areas, based on data from 2017 Indonesia Demographic and Health Survey.

Discussion

The present study examined social determinants and
socioeconomic inequalities in adherence to IFAS in 12 455
Indonesian women aged 15-49 years with a child born in the

5 years preceding the 2017 IDHS. The current analysis reported
approximately half of these women took daily IFAS for a minimum
of 90 days. Adherence to at least 90 days of IFAS was linked to
maternal age, access to the internet, frequency of antenatal care
visits and geographic location. Moreover, the proportion of
women with adherence to IFAS was more concentrated among

educated women and in wealthier households.

Woman'’s age was significantly associated with adherence to IFAS.
This finding aligned with previous studies conducted in Ethiopia,
Indonesia, and other low- and middle-income countries in Asia,
Africa, Latin America and the Caribbean where the odds of
adherence were higher among older women?283542_Qlder women
had a higher risk of anaemia or iron deficiencies; therefore, they
were more compliant in taking IFAS during pregnancy?? and
particularly being targeted by health workers during the anaemia
prevention program?8. Older women tend to have better



knowledge and awareness about IFAS importance?!44. While these
findings support the need for targeted IFAS to specific vulnerable
groups, it is also important to note that IFAS should cover all
pregnant women across the nation to reduce pregnancy anaemia.

Maternal weekly access to the internet was also related to IFAS
adherence. Following previous studies, the internet has become a
valuable tool for accessing information, including about IFAS4548,
Also, internet access could provide opportunities to connect with
online communities and support groups who had similar concerns,
including sharing personal experiences and emotional support for
women?6. Thus, internet-based education can be an alternative to
delivering information on pregnancy nutrition and health,
including anaemia and IFAS.

The present study indicated a significant relationship between the
husband's education and IFAS adherence, particularly for those
men with higher education overall and in urban areas. Our result
was in line with previous research suggesting that husbands with
low educational attainment were a predictor for non-utilization of
IFAS24. Husbands with better education tend to understand
pregnancy risks and be more engaged with pregnancy health4”.
Nevertheless, we found no significant association between the
husband’s education at all levels and IFAS adherence in rural areas.
While knowledge can be gained from various sources, our findings
highlight the need for community-based education for husbands.
Thus, involving husbands in women'’s nutrition and health
programs, including IFAS, will likely enhance the program’s impact.

Following previous studies'®29:35, this study found that antenatal
care for at least four visits was significantly linked to IFAS
adherence. The possible reason is that IFAS is distributed during
the antenatal visits. Those who did not come for antenatal care
might not receive IFAS. Additionally, those who attended antenatal
care for at least four visits may have done so because they were
health conscious, and knew the importance of adhering to IFAS.
Another reason for this is that health providers would advise
pregnant women about IFAS during their antenatal visits, which
may enhance their knowledge and awareness, thus adhering to
IFAS and better managing its side effects3542, Therefore, increasing
the coverage and quality of antenatal care is required to improve
pregnant women's adherence to IFAS.

Living in Java and Bali was associated with the likelihood of IFAS
adherence. Women who lived in the Java and Bali regions were
more advantaged than those living in other regions. The
explanation could be that the coverage of antenatal care services
in Java and Bali was higher than the national coverage” and
among the highest of all other regions in Indonesia’48. Java and
Bali have also been recognized for their quality health facilities,
infrastructure and health professionals#?. Thus, despite the widely
spread geographic areas in the country, healthcare equity should
be implemented across Indonesia to reduce the burden of
accessing quality healthcare services.

Although there were no significant associations between woman'’s
education and household wealth and adherence to IFAS, our study
suggests interaction effects between woman'’s education and
household wealth and place of residence, indicating
socioeconomic inequalities in IFAS in rural and urban

areas. Moreover, while the concentration indices indicated
education- and wealth-related inequalities in IFAS, the magnitude
of inequalities between rural and urban was different. This could

be because women'’s education in rural areas tends to be more
homogenous as shown in our interaction analyses, thus having
similar knowledge and adherence to IFAS. Supporting this finding,
Statistics of Indonesia has reported that the proportion of the
population with primary education was similar between rural
(96.9%) and urban (98.6%) areas, but differed in high school
education, with 55.5% in rural and 73.9% in urban areas®®. Thus,
enhancing household economic status may reduce the gap in IFAS
adherence between rural and urban areas of Indonesia. While
there is no significant relationship between the woman's education
and IFAS adherence in rural areas, educating women about the
importance of IFAS and overall pregnancy health and nutrition
should be of importance. Such interventions should not be limited
to formal education, but also be in informal educational platforms,
including education based in health facilities, communities, and
through media.

To our knowledge, this is the first study in Indonesia to estimate
socioeconomic inequalities in IFAS. While existing international
studies assessed inequalities in IFAS adherence using analysis of

determinants23.27

, we performed specific inequality analysis using
concentration indices by woman'’s education and household
wealth to quantify the socioeconomic inequality. Statistical
analyses throughout this study were adjusted for the IDHS survey
design, including sampling weight, clustering and stratification.
The use of various social determinants of IFAS adherence is useful
for identifying the immediate and root causes of IFAS. However,
the nature of this cross-sectional survey did not allow us to draw a
causal inference. Also, this study might have recall bias since the
number of days of IFAS consumption was purely based on the
women's recall.

Conclusion

Overall adherence to antenatal IFAS was associated with various
factors: the women (age, education, occupation, birth number,
internet access, involvement in decision-making), household
(husband'’s education, household wealth), health care (antenatal
care visit) and community (place of residence, geographic region).
There were also pro-educated and pro-rich inequalities in overall
adherence to antenatal IFAS. Nevertheless, there was no significant
association between woman'’s education and adherence to
antenatal IFAS and no education-related disparity in adherence to
antenatal IFAS among women in rural areas. Thus, programs and
interventions to improve adherence to IFAS should target women
of reproductive age and their families, particularly those from
socioeconomically disadvantaged groups residing in rural areas.
Such efforts may include enhancing information, education and
counselling during antenatal care, and improving the use of the
internet and online social media for health information.
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