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There is increasing recognition of the impact that menstrual hygiene management (MHM) practices can 
have on health, education and psychosocial outcomes for women and girls in low and middle-income 
countries. Studies conducted in Asia, Africa and Latin America have described several challenges facing 
women and girls, including poor access to comprehensive information about menstruation, lack of 
appropriate materials to manage menstrual bleeding, inadequate water, sanitation and hygiene facilities 
(WASH), and harmful socio-cultural beliefs and taboos. These contribute to loss of dignity, behavioural 
restrictions, and potential reproductive health risks. Adolescence is of particular concern as socio-cultural 
norms can create a barrier for adolescent girls to obtain accurate information about menstruation and 
menstrual hygiene at the onset of menarche. Menstruation and poor MHM can also lead to school-drop 
out, absenteeism, and other sexual and reproductive health concerns that can have substantial and long-
term health and socioeconomic ramifications for adolescent girls. 

To date there has been limited research about MHM in Indonesia, particularly among adolescent girls. 
Consequently, the determinants and impacts of MHM among girls are not well understood and an 
evidence-base for programming and interventions to improve MHM is lacking. To address this knowledge 
gap, a mixed-methods study was conducted with 1402 participants in 16 schools across four provinces of 
Indonesia. The aim was to explore current MHM practices, determinants and impacts among school-going 
adolescent girls. 

This study identified a number of challenges that impact on girls’ ability to manage menstruation 
hygienically and with dignity in schools. These factors contribute to significant consequences such as 
reduced participation and performance at school, school absenteeism and potential health risks. 

Insufficient knowledge about menstruation, the menstrual cycle and MHM result in lack of preparation for 
menarche, misconceptions about disposal of soiled absorbent materials, and inadequate understanding 
about how to manage menstruation safely at school. While mothers, friends and teachers are the major 
sources of information about menstruation they are currently ill-equipped to provide accurate and 
comprehensive information to girls. 

A need for secrecy and beliefs that menstruation is unclean or dirty contribute to MHM practices that 
are not currently supported by school WASH facilities. Nearly all girls described a need to wash soiled 
disposable sanitary pads prior to disposal, however the majority of schools did not provide adequate 
water or private spaces for such practices. Similarly, very few schools provided means of disposal inside 
latrine compartments, such that girls were unable to dispose of absorbent materials discretely. A belief 
that burning menstrual materials is harmful also contributes to girls’ reluctance to change and dispose of 
pads at school.  

Inadequate water, sanitation and hygiene facilities at school also present challenges for menstruating 
girls. In addition to insufficient water for washing, unclean and small latrines and lack of privacy lead to 
reluctance to change pads at school. Nearly all WASH facilities were inaccessible to students with physical 
and/or sensory disability. Subsequently, girls resorted to returning home to change absorbent materials or 
wearing soiled materials for longer than eight hours, leading to genital irritation and itching and fear of 
leakage and staining of clothes.  

Inadequate WASH facilities and fear of leakage result in reduced participation of girls in normal school 
and social activities. Pain and other menstrual symptoms such as fatigue, lethargy and dizziness also 
contributed to reduced participation and performance in school. Almost one in seven girls had missed 
one or more days of school during their last menstruation. Of these girls, pain and feeling unwell were 
the major reasons for school absenteeism, in addition to fear of staining. Misconceptions about the safety 
of pain medications were common among girls, mothers and teachers, meaning that many girls were not 
able to adequately manage these symptoms at school.  
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In addition to reduced participation, current practices and challenges faced by girls in school also have 
potential health risks related to infection, with girls in this study noting discomfort, irritation and genital 
itching associated with prolonged use of sanitary pads.  Food taboos and restrictions may also increase 
the risk of nutritional deficiencies. 

Finally, menstruation also impacts on girls’ relationships, particularly with boys and men. Menarche brings 
with it new sociocultural and gender norms and expectations of girls regarding their relationships and 
interactions with boys. This is often in conflict with girls’ own increasing interest in relationships and dating.  

 

RECOMMENDATIONS 
 

1. Improve access to, and quality of, education about menstruation and menstrual hygiene 

There is good evidence that educational interventions can improve MHM practices among girls and 
women,1 however approaches need to provide comprehensive and accurate information that addresses 
misconceptions, practices and practical advice for managing menstruation hygienically. It is therefore 
recommended coordination between the Ministry of Health (MoH) and Ministry of Education and Culture 
(MoEC) be strengthened to improve the provision of menstruation education through the current school 
curriculum and extra-curricular activities: 

1.1. In addition to providing education as part of the standard curriculum through SMA and SMP 
schools, MoEC should ensure that menstruation education is compulsory in all primary schools to 
reach girls before menarche and reduce the associated fear, anxiety and lack of preparation at 
first menstruation. 
 

1.2. MoH should support expansion of the current content of menstruation education within the 
curriculum to include: 

1.2.1. Biology, accurate information about the menstrual cycle, and relationship to fertility and 
reproduction 

1.2.2. What to expect during menstruation (including common symptoms) 
1.2.3. Guidance about MHM, including practical information about management of menstruation 

at school 
1.2.4. Address common myths and misconceptions about menstruation and MHM. This should 

include culturally-sensitive guidance about traditional practices and beliefs, recognising 
important religious and other cultural restrictions while also addressing restrictions and 
other practices that may cause harm  

1.2.5. Promotion of respect for privacy and support for other students 
 

1.3. MoH and MoEC should support teachers to deliver menstruation education in school with 
appropriate training and teaching materials to increase knowledge and comfort discussing 
menstruation with students. Specifically, this should include additional training and materials 
addressing MHM so that teachers are better equipped to provide accurate advice and support 
to girls. 
 

1.4. MHM should be integrated into current health promotion and health education activities delivered 
through UKS, including health and hygiene education initiatives. This could include the use of 
trained peer educators and establishment of girl-friendly spaces in schools where a range of 
education materials and counselling could be provided, in addition to formal education about 
menstruation as part of the school curriculum. 
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1.5. Boys also need information about menstruation, including education to improve support for girls 
and address concerns about teasing and lack of privacy. However aspects of menstruation 
education should be taught separately and preferably by a teacher of the same gender, so that 
both girls and boys can discuss sensitive issues more openly. 
 

1.6. MoH and MoEC should improve coordination between school and puskesmas to support the 
delivery of regular and more frequent health promotion by providers in schools. To improve 
accountability, consider including targets for school-based deliver of health promotion by 
puskesmas staff in the standard quality monitoring and reporting requirements for both schools 
and puskesmas.  
 

1.7. Mothers are an important and preferred source of information and advice for girls, but also a 
source of misconceptions. Therefore, the potential and feasibility of including mothers of 
adolescent students in school-based, extra-curricular menstruation education activities should be 
considered. Additionally, while beyond the scope of this study, integrating MHM into existing 
community-based WASH initiatives would also be critical to improving mothers’ knowledge and 
addressing community-wide attitudes and harmful food and social restrictions associated with 
menstruation. This is particularly important for addressing widespread beliefs about washing and 
disposal of pads. There is good evidence that education interventions targeting these 
stakeholders can reduce social restrictions.1 
 

1.8. MoEC and MoH should coordinate with Indonesia’s inclusive education to increase accessibility to 
menstruation education, resources and activities for girls and boys living with disability (including 
consideration of information and education material formats that are accessible to students with 
visual or hearing impairment). This includes delivering MHM education and teacher training in 
special schools. 
 

1.9. Given the high coverage of commercial disposable sanitary pads, development partners could 
explore opportunities to engage with the private sector (sanitary pad manufacturers and 
distributors) to improve girls’ access to accurate information and promote safe MHM practices. 
Opportunities might include social marketing of pads targeting adolescent girls in schools, with 
inclusion of information materials and discrete bags for pad disposal. Social marketing 
approaches have shown some promise in terms of improved access to appropriate materials in 
other settings.33 

 
2. Provide menstrual hygiene materials and other commodities in schools 

 
2.1. MoEC and MoH should ensure schools have adequate resources to provide free or affordable 

disposable sanitary pads in school, either through the school canteen and/or UKS room. 
Adolescent girls should be consulted to identify preferred brands and products, method of 
dispensing pads, and also affordability if pads cannot be provided free of charge.  
 

2.2. At a minimum, schools should be supported with adequate resources to provide free sanitary 
pads for emergencies. 
 

2.3. Teacher training and MHM education targeting girls and mothers should address misconceptions 
about the use of pain relief medication during menstruation. Simple treatments for menstrual pain, 
such as paracetamol, should be provided through the UKS room and appropriate school staff 
trained regarding the management of uncomplicated menstrual pain.  
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2.4. Health checks delivered by puskesmas staff in school should include menstrual health, such as 
counseling about MHM, identification of dysmenorrhoea, and identification of possible iron 
deficiency (such as dizziness, fatigue) with improved referral linkages for students requiring 
additional medical assessment and care.  

 
3. Strengthen WASH facilities in school, prioritising those schools with the poorest facilities 

Greater coordination is required between the MoEC and the Ministry of Home Affairs to ensure that 
schools have sufficient, appropriate and functional WASH facilities that support safe, discrete and 
acceptable MHM. This includes improving existing facilities to meet the needs of menstruating girls and 
consideration of MHM when designing and building new facilities. Considerations include: 
 
3.1. Latrines: 

3.1.1. Ensure functional latrines are accessible to girls and boys at a ratio of 1/25 and 1/50, 
respectively. 

3.1.2. Provide latrines in a discrete and separate location to boys’ latrines including privacy walls 
to allow for discrete entry and exit from the latrine 

3.1.3. All doors should be lockable from the inside and provide adequate coverage to ensure 
privacy 

3.1.4. Enough space (width and height) to change and wash menstrual materials and clothes 
comfortably  

3.1.5. Consistent maintenance and cleaning of latrines, including 
§ Clear designation and monitoring of cleaning responsibilities by cleaning staff and 

students. This should include monitoring and appropriate consequences for lack of 
compliance. 

§ Ensure a secure supply of cleaning products and equipment 
§ Ensure sufficient water for cleaning latrines adequately 

3.1.6. Additions of hooks, light and mirror inside the latrine to assist with changing absorbent 
materials and checking clothes for staining 

3.1.7. Ensure designated caretakers and funding for the operation and maintenance of functional 
latrines including the supply of soap, water, and tissue inside the latrine 

3.1.8. Ensure all waste water from latrines is managed and treated appropriately 
3.1.9. Ensure latrines meet minimum physical accessibility standards in line with Indonesia’s 

inclusive education approach.  Adaptations inside the latrine may include, handrails or 
ropes, widened cubicles and doorways and raised seats. Adaptions in the environment 
may include wide pathways, rope guides, access ramps as well as distance and location.   

 
3.2. Water and hygiene: 

3.2.1. Sufficient and reliable supply of water, that includes sufficient water for washing 
absorbent materials, and for flushing / cleaning latrines. This includes adequate water 
supply inside latrine compartments for flushing, anal cleansing and washing hands and 
absorbent materials. 

3.2.2. Provide buckets and basins for washing bodies, material and clothes in privacy with good 
drainage 

3.2.3. Provide soap and tissue for personal hygiene and anal cleansing in all latrines 
3.2.4. Ensure water supply and hygiene materials are accessible to girls with disabilities, 

including lower heights for tap stands. Consultation with students with disabilities and local 
Disabled Persons Organisations on accessible designs that best meet their needs as 
different types of impairments require different accessibility solutions.  
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3.3. Waste disposal: 
3.3.1. Provide covered bins in all girls’ latrine compartments with regular emptying by a 

designated staff member. 
3.3.2. Attention should be given to how school waste is handled, recognising that incineration may 

not be appropriate for MHM based on girls’ current practices and beliefs. 
 

3.4. Include MHM indicators in the current criteria for UKS status. These could include the provision of 
MHM education as part of the curriculum; reliable and sufficient water supply inside girls’ latrine 
compartments; clean and functional latrines; covered bins provided in all girls’ latrine 
compartment; and provision of sanitary pads to girls in school. 



MENSTRUAL HYGIENE MANAGEMENT IN INDONESIA 1 

 

 

 

 

 

 

 

 

 

 

 
INTRODUCTION 

Photo: Asian Development Bank 2009 / CC BY-NC-ND 2.0 



2 MENSTRUAL HYGIENE MANAGEMENT IN INDONESIA 

 

Overview of menstrual hygiene management 
There is increasing recognition of the impact that menstrual hygiene management (MHM) practices can 
have on health, education and psychosocial outcomes for women and girls in low and middle income 
countries.1 Significant challenges exist for women in these settings to manage their menstruation safely and 
effectively and without adverse consequences such as behavioural restrictions, reduced school-attendance, 
or loss of dignity. Adolescence is of particular concern as socio-cultural norms can create a barrier for 
adolescent girls to obtain accurate information about menstruation and menstrual hygiene at the onset of 
menarche. Menstruation can also contribute to school-drop out, absenteeism, and other sexual and 
reproductive health concerns that can have substantial and long-term health and socioeconomic 
ramifications for adolescent girls. 
 
Menstrual hygiene management deals with the specific hygiene and health requirements of women during 
menstruation. Options for managing menstrual bleeding vary globally. Commercial products, such as 
tampons and sanitary pads are widely used amongst adolescents in high income countries.2 However in 
low and middle income countries, commercial products are less available and are often prohibitively 
expensive.3 A wide variety of absorbent hygiene products (both commercial and home-made) is reported 
in the small amount of literature about adolescents: including sanitary pads, cloths/towels, leaves, 
newspaper, tissue paper, sponges, sand, ashes and others. In many cultures, tampon use is discouraged 
amongst young women due to concerns about blocking menstrual flow, misconceptions about tampon use 
leading to loss of virginity, lack of knowledge about the female reproductive tract, and discomfort 
touching their own genitalia.2 
 
Previous studies throughout Asia and Africa have demonstrated varying beliefs, attitudes and practices 
related menstruation and menstrual hygiene. Many girls have not had any formal teaching (and limited 
informal teaching) about menstruation and menstrual hygiene practices. In India, one study found that 86% 
of girls felt ‘completely unprepared’ for their first menstruation, and 64% found menarche a fearful 
experience.4 The same study also demonstrated widespread misconceptions about menstrual physiology 
not only amongst adolescents, but also their teachers and health workers. Another study conducted in rural 
India suggested that almost two-thirds of girls and women of reproductive age are unaware that monthly 
bleeding occurs vaginally.5  In Tanzania, school girls called for a more useful formal puberty curriculum in 
schools to help navigate the contradictory and confusing messages pre-menarchal girls receive about 
menstrual and pubertal onset.6  
 
Unhygienic menstrual management practices raise concerns of reproductive tract infections and 
inflammatory disorders, although research demonstrating actual prevalence and causality is limited.1 Using 
unclean materials, insertion of unclean materials into the vaginal canal, use of highly absorbent tampons, 
frequent vaginal douching, and lack of hand-washing have been suggested to increase the risk of 
infection. Yet in many communities, these potentially harmful practices are common amongst adolescent 
girls.7  
 
Misconceptions, taboos and stigma surrounding menstruation are also associated with negative social and 
health consequences. Across Asia and Africa, girls report that sexual connotations and beliefs about 
impurity make it difficult to talk others about menstruation.8-11 Harassment by male students and teachers 
towards girls is a significant deterrent to attending school.6, 12 Large proportions of adolescent girls report 
experiencing pain, isolation, embarrassment, shame and fear during menstruation.7 For many girls, these 
experiences contribute to school absenteeism and dropout.  
 
Provisions for menstrual hygiene management are lacking for many girls, particularly amongst those in 
rural or disadvantaged settings. Water, sanitation and hygiene facilities appear to be inadequate in 
many school settings: girls report a lack of safe, private and clean toilets with washing facilities (including 
water and soap) at schools that they can use comfortably when menstruating.10, 13 Girls who use re-
useable cloth materials during menstruation report problems accessing clean and comfortable cloth 
materials. Girls report frustrations with bulky, un-absorbent materials that do not protect adequately 
against leakage, cause chafing, pain or smell and dislodge inappropriately.13  For those who can afford 
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commercially-produced single-use sanitary materials, secure waste-disposal at school continues to be 
problem.14  
 
Poor management of normal, healthy menstruation appears to contribute to school absenteeism, and may 
contribute to other forms of social exclusion. There are huge imperatives to improve girls’ ability to 
participate fully in school, with implications for maternal and child health, family planning and fertility, 
poverty reduction, gender empowerment and sustainable development.15, 16  
 
Schools are a potentially important setting in relation to MHM: a lack of appropriate facilities in schools 
may prevent adolescent girls from managing their menstruation safely and hygienically or may result in 
increased absence from school.1, 7 Moreover, education settings may present an opportunity to reach 
adolescent girls to improve their knowledge, attitudes and practices in relation to MHM. While there is an 
emerging body of research into MHM and the impact of menstruation and MHM practices on girls’ health 
and psycho-social outcomes, there are still significant knowledge gaps, particularly in relation to school 
settings. This includes limited investigation of broad impacts on education participation and outcomes, lack 
of in-depth analysis of challenges and determinants across cultural contexts, and limited rigorous 
evaluation of interventions. Addressing these knowledge gaps is crucial to inform effective policy and 
programming.  
 

Indonesian context 
Like many South-East Asian countries, Indonesia has a young population: 45% of the country’s 250 million 
people are aged under 25 years, and almost 1 in 5 is an adolescent aged 10-19.17 Twenty-four million 
adolescent girls have or will soon reach menarche, with the median age at first menstruation 13 years.18  
Limited data suggest that many girls are ill-prepared for this transition: a quarter had not discussed 
menstruation with anyone before first menses and 17% were not aware that menstruation was a physical 
sign of puberty.19 

Education 

The Ministry of Education and Culture has responsibility for the planning and implementation of 
educational services in Indonesia, with the task of operationalising, managing and implementing ministerial 
policies decentralised to Provincial and District Offices of Education. The Ministry of Religious Affairs is 
responsible for Islamic schools, 
accounting for around 13% of all 
schools.20 

There are nine years of compulsory 
education, consisting of six years of 
primary school and three years of 
junior secondary (Sekolah Menengah 
Pertama), followed by an optional 
three years of senior secondary 
(Sekolah Menengah Atas (general) or 
Sekolah Menengah Kejuruan 
(vocational)).21  There are an estimated 
30,000 junior secondary and 11,000 
general senior secondary government 
schools nationally, with a total 
enrollment of around 21 million 
students in 2012 (12 million and 9 
million respectively). Gross primary 
and secondary enrolment ratios are 
high (Figure 1) and around 96% of 

109% 

91% 

73% 

109% 

92% 

74% 

109% 

89% 

73% 

Primary Junior secondary Senior secondary 

Total 

Female 

Male 

FIGURE 1 GROSS ENROLMENT RATIOS, INDONESIA, 201221 
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students transition from primary to junior secondary. Enrolment rates are equivalent for males and 
females, if not higher for girls.22 However disparities between total and female participation in education 
exist between urban and rural areas, and between provinces, with provinces such as Papua and Nusa 
Tenggara Timur reporting lower secondary enrolment rates that the national average. 

The national School Health Program (UKS) was established in 1984 and is jointly coordinated by the 
Ministry of Education and Culture (MoEC), the Ministry of Health (MoH), the Ministry of Religious Affairs 
and the Ministry of Home Affairs. The program consists of health education, health services and fostering a 
healthy school environment (Figure 2).23 Health education delivered in primary and secondary schools 
includes aspects of menstruation, and is integrated into the official curriculum through biology, sport and 
health, social studies and religious education subjects. Additionally, health centre staff are responsible for 
conducting periodic health examinations and education in schools, including some components of puberty 
and reproductive health education.24 

 

FIGURE 2 MAJOR COMPONENTS OF THE SCHOOL HEALTH PROGRAM (UKS)22 

 

Water, sanitation and hygiene 

Indonesia has made considerable progress in water and sanitation in recent decades with increasing 
access to improved sanitation and safe water (Figure 3).25 However, Indonesia still has the second highest 
number of people practicing open defecation in the world and has fallen behind in reaching its target of 
open defecation free by 2014.26 Increased coverage of water and sanitation has been met with rising 
inequality in access between urban and rural areas and between provinces: half the population lives in 
rural areas and less than half of these have access to improved sanitation.27 Additionally, rapid 
urbanisation and an increasing urban poor population are posing particular challenges for existing 
infrastructure and resources. The Government of Indonesia has set an ambitious target to provide basic 
services, including water and sanitation to all its citizens by 2019. Reaching this target will require 
increased investment and institutional capacity development.28 Though Indonesia is not on target to reach 
its sanitation target, it has met its MDG drinking water targets.27  

Available data also suggest that improvements in hygiene behaviour are lagging behind: a school-based 
cross-sectional study of primary school students published in 2012 reported that only 40% washed their 
hands with soap and water at critical times.29 
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• Hand washing 

• Health check 
•  Immunisation 
• Deworming 
•  Iron supplements 
• UKS room 
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•  Referral 

• Hand washing 
facilities 

• Greening of schools 
•  Improving school 

toilets 
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Robust national data concerning school-based water and sanitation are lacking. Improving school toilets 
and hygiene, with a focus on hand washing, are key components of the School Health Program however 
coordination between relevant government agencies is reportedly weak.30 While the ‘healthy school 
environment’ program stipulates some standards for clean water and sanitation, detailed government 
guidance on improving school sanitation is limited. There is, however, some financial assistance for schools 
to address water, sanitation and hygiene (WASH) needs, through the School Operational Assistance Fund 
which amounts to approximately US$60 per student per year, and government grants for healthy 
schools.25 

While there are some examples of initiatives delivered through schools to promote hand washing, there 
are currently no documented projects specifically addressing MHM. Similarly, there is little context specific 
research about MHM in general in Indonesia, but particularly among adolescent girls, including in the 
school setting. Consequently, the determinants and impacts of MHM among girls and women are not well 
understood and an evidence-base for programming and interventions to improve MHM is lacking.  
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FIGURE 3 PERCENTAGE OF HOUSEHOLDS WITH IMPROVED WATER AND SANITATION, 2012 (JMP WHO/UNICEF STANDARDS)24 
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Study aims and objectives 
The aims of the study were to: 
1. Understand current MHM practices, their determinants, and impacts among adolescent girls in 

Indonesia 
2. Identify key targets for intervention to strengthen policy and programs, particularly in schools 
 
The specific objectives were to: 

• Identify current knowledge, attitudes and practices related to menstruation and MHM among 
adolescent girls in Indonesia 

• Explore the underlying determinants of MHM practices 
• Investigate the health, education and social impacts of menstruation and current MHM practices 
• Examine the barriers and enablers to improved MHM practices in schools 

 

Study design 
To address these objectives, a school-based convergent parallel mixed-methods study was conducted in 
four provinces of Indonesia (Figure 4). Qualitative methods including focus group discussions (FGDs), in-
depth interviews (IDI) and key informant interviews (KII) were carried out with adolescent girls, boys, 
mothers, teachers and health providers to explore knowledge, attitudes, practices and impacts related to 
menstruation and menstrual hygiene management at schools.  In addition, a school-based semi-structured 
questionnaire was administered to adolescent girls to quantify knowledge and attitudes, practices and 
self-reported health, education and social impacts related to menstruation. A structured observation 
checklist was completed at all participating schools to assess current water, sanitation, disposal and 
hygiene facilities. 
 

 
FIGURE 4. STUDY DESIGN 

 

Study setting, site selection and sampling 
The study was conducted in urban and rural schools in Papua, East Java, South Sulawesi and Nusa 
Tenggara Timur (NTT) (Figure 5). These provinces were selected to capture a diversity of socioeconomic, 
geographic, religious and cultural contexts. 
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FIGURE 5 STUDY SETTING 

 

Sixteen urban and rural public secondary schools from these provinces were randomly selected using a 
multi-stage cluster sampling strategy. First, in each province, one urban and one rural district were 
randomly selected from a list of all districts using simple random sampling. A list of all eligible schools in 
each district was generated from the Ministry of Education and Culture database 
(http://kemdikbud.go.id/kemdikbud/tentang-kemdikbud). Eligible schools included all public (government) 
junior secondary schools (Sekolah Menengah Pertama, or SMP) comprising grades 7-9 (ages 12-15), and 
senior secondary schools (Sekolah Menengah Atas, or SMA) comprising grades 10-12 (age 15+). One 
SMP and one SMA school were randomly selected for each district using a random number generator 
(Table 1). 

 

TABLE 1 SELECTED DISTRICTS 

Province District Urban/Rural School type 

East Java 
Trenggalek Rural 

SMP 
SMA 

Kota Madium Urban 
SMP 
SMA 

South Sulawesi 
Selayar Rural 

SMP 
SMA 

Makasar Urban 
SMP 
SMA 

Papua 
Boven Digoel Rural 

SMP 
SMA 

Jayapura Urban 
SMP 
SMA 

NTT 
Ngada Rural 

SMP 
SMA 

Kota Kupang Urban 
SMP 
SMA 

 

East Java 
NTT 

Papua 

South 
Sulawesi 
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Adolescent girls aged 12-19 years who were attending a selected school and able to give informed 
consent (plus parental consent for those aged less than 15 years) were eligible to participate in the 
quantitative component of the study. A list of all classes for grades 7-12 were developed at each 
participating school in consultation with the school principal or nominated representative. From this list, one 
class per grade was randomly selected and all eligible girls in the class who were present on the day of 
data collection were invited to complete the questionnaire. A minimum of 20 girls per grade were 
recruited, with additional classes for each grade randomly selected until this quota was met. Adolescent 
girls were also invited to participate in FGDs and girls who had reached menarche were also recruited by 
trained researchers to participate in IDIs.  

At each school, the school principal, or a representative nominated by them, completed a semi-structured 
interview and participated in the completion of the school observation checklist. Adolescent boys attending 
a selected school, mothers from a nearby community with at least one adolescent child, and health 
providers based at the nearest community health clinic providing adolescent friendly services were also 
eligible to participate in FGDs and KIIs. 

 

Data collection 
All data collection tools were developed in English and drawing on existing UNICEF and WaterAid tools, 
as well as a review of the literature. Methods and major themes to be explored were guided by the 
ecological framework for MHM research, developed by UNICEF and Emory University (Figure 6).31 
Qualitative tools with adolescents included participatory activities such as body mapping, community 
mapping, and drawing the ‘ideal’ school latrine to facilitate discussion of potentially sensitive topics. 
 
 

 

All tools were refined and adapted to the Indonesian context in consultation with in-country partners and 
UNICEF and following extensive pre-testing with teachers, mothers and school students.  The English 
questionnaires, question guides and checklists were translated into Bahasa Indonesia by bilingual 
researchers and back translated into English to check for accuracy. 

 

Societal factors 
Education, health and WASH policies; government and stakeholder prioritisation of and support for MHM; financial 
and other resources; socio-cultural norms, beliefs and practices concerning menstruation and MHM 

Environmental factors 
Availability, acceptability and appropriateness of WASH facilities in schools; availability and cost of MHM 
supplies; disposal of MHM supplies 

Interpersonal factors 
Perceptions of changes in gender roles post-menarche; relationships with family, peers and teachers; 
access to support and information 

Individual factors 
Knowledge about menstruation and MHM; attitudes and beliefs; self-efficacy regarding 
MHM; coping mechanisms and behavioural adaptations 

Biological factors 
Age; menstrual cycle and flow; associated symptoms (pain, fatigue, concentration); 
menstrual disorders (dysmenorrhea, menorrhagia) 

FIGURE 6 ECOLOGICAL FRAMEWORK FOR MENSTRUAL HYGIENE MANAGEMENT28 
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In all 16 schools the following were conducted: 

• Adolescent girl self-administered questionnaire: administered to one class (minimum of 20 
respondents) for each grade 

• Adolescent girl FGD: one per school with 7 and 11 participants 
• School principal KII: one per school with school principal or nominated representative 
• Observation checklist: one per school 

At all SMP schools one IDI was conducted with an adolescent girl who had reached menarche. Two 
interviews were conducted with girls living with a physical disability. In addition in each province one FGD 
was conducted with adolescent boys attending a selected school, one FGD with mother from a nearby 
community with at least one adolescent-aged child, and one KII with an adolescent-friendly health 
provider from the closest community health centre (puskesmas).  All participants were recruited by trained 
researchers. 

Data were collected by two teams of trained researchers from 28 October to 27 November 2014. A total 
of 1,402 participants from 16 schools and surrounding communities and community health clinics 
participated in the study (Table 2).  To observe cultural sensitivities, female researchers conducted 
questionnaires, interviews and FGDs with adolescent girls and mothers and male researchers FGDs with 
adolescent boys. 

TABLE 2 SUMMARY OF DATA COLLECTION 

Activity 

Papua East Java South Sulawesi NTT 
Total 

activities 
Total 

participants Jayapura 
(Urban) 

Boven 
Digoel 
(Rural) 

Kota 
Madium 
(Urban) 

Trenggalek 
(Rural) 

Makasar 
(Urban) 

Selayar 
(Rural) 

Kota 
Kupang 
(Urban) 

Ngada 
(Rural) 

Questionnaire 
girls 

102 132 174 151 152 147 144 152 1,159 1,159 

IDI girls 2 - 1 1 - 2 1 1 8 8 
FGD girls 2 2 2 2 2 2 2 2 16 145 
FGD boys - 1 1 - 1 - - 1 4 35 
FGD mothers 1 - - 1 - 1 1 - 4 35 
KII health 
providers 

- 1 - 1 1 - 1 - 4 4 

KII teachers 2 2 2 2 2 2 2 2 16 16 
Observation 
schools 

2 2 2 2 2 2 2 2 16 - 

Total 1,227 1,402 
 

Data analysis 
All FGDs and interviews were audio-recorded and then transcribed verbatim into Bahasa Indonesia. 
Qualitative data were analysed thematically by four researchers using a Framework Method, facilitated 
by an intensive analysis workshop. Transcripts were read and re-read to develop an initial coding frame. 
Researchers then individually coded transcripts and met regularly to review the coding frame and refine 
and add new codes as needed. These codes formed the final coding framework. Transcripts were then 
coded line by line and a summary of the data entered into the framework. The framework was then 
reviewed by all researchers to identify key themes and sub-themes and relationships between these.  
Quotes were recorded to illustrate key themes. Findings were validated with the field research teams and 
with in-country partners.   

Questionnaires were completed in hard copy and responses entered into a purpose-built electronic 
database and cleaned prior to analysis. Data were analysed using StataSE 13.1. Descriptive analyses 
were conducted to derive frequencies, proportions and means for most variables and estimates adjusted 
to account for the clustered sampling strategy. 
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Findings are disaggregated by urban and rural settings. Where there are significant differences between 
provinces, these have also been highlighted in the narrative. Quantitative findings, disaggregated by 
province, are provided in Appendix 1. 

 

Ethical considerations 
The study protocol was approved by the Alfred Human Ethics Committee in Australia and the 
SurveyMETER Institutional Review Board in Indonesia.  

Permission to conduct the study at each site was obtained from the Provincial Department of Education and 
the relevant District Education Office. School principals then provided consent for their school to 
participate. No schools refused to participate, however one selected SMA school in Boven Diegol had 
been closed for two years and was replaced with another randomly selected SMA school in the same 
district. Written voluntary informed consent was obtained from all participants. For those participants 
under the age of 15 years, written consent from a parent or guardian was also obtained. 

All field researchers received intensive training on research ethics, including research with young people. 
No personal identifying details were recorded on questionnaires or interview transcripts and photos taken 
during school observation did not include images of students or teachers or other images that could 
identify the school. All documents, including consent forms, questionnaires, audio recordings and transcripts 
were securely stored in locked filing cabinets and/or password-protected computers accessible only to 
authorised members of the research team. 

 

Limitations 
This study has some important limitations. Firstly, while the four provinces were purposefully selected to 
encompass a diversity of socioeconomic, cultural and geographical settings, these findings may not be 
generalisable to other settings in Indonesia. Additionally, the non-representative sampling strategy for the 
school-based questionnaire means that the quantitative estimates are not nationally representative. 
Adolescent girls not attending school were not included, therefore the extent to which menstruation and 
MHM contributes to school drop out and absenteeism among out-of-school girls could not be explored. 
Similarly, the needs and impacts among particularly marginalised girls remain important knowledge gaps. 
Finally, interviews with policy makers representing education, health and WASH sectors at district, 
provincial and national level were not able to be included as part of this study, but would have provided 
additional insights into the challenges addressing MHM in schools and identified policy responses. 
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Socio-demographic characteristics of adolescent girls 
A total of 1,159 girls completed the self-administered questionnaire (Table 3). Of these 577 (50%) were 
urban and 3 self-identified as living with a disability. 1,038 (90%) had reached menarche, with 12 the 
median age of first menstruation. The mean size of participating schools was 720 students (urban 995, 
rural 443), with mean grade size 240 students (urban 332, rural 148).  

 

TABLE 3 SOCIO-DEMOGRAPHIC CHARACTERISTICS OF QUESTIONNAIRE RESPONDENTS, ADOLESCENT GIRLS 

Socio-demographic characteristics Urban  
(n=577) 

Rural 
(n=582) 

Age, mean years (SD)* 14.9 (1.8) 15.0 (1.8) 
Education level, n(%) 
Grade 7  79 (13.7%) 92 (15.8%) 
Grade 8  89 (15.4%) 106 (18.2%) 
Grade 9  77 (13.3%) 98 (6.8%) 
Grade 10  119 (20.6%) 87 (15.0%) 
Grade 11 99 (17.6%) 102 (17.5%) 
Grade 12 114 (19.8%) 97 (16.7%) 
Province, n(%) 
Papua 107 (18.5%) 132 (22.7%) 
East Java 174 (30.1%) 151 (26.0%) 
South Sulawesi 152 (26.3%) 147 (25.3%) 
NTT 144 (25.0%) 152 (26.1%) 
Religion, n(%) 
Islam 378 (62.1%) 356 (61.2%) 
Catholic 33 (5.7%) 195 (33.5%) 
Protestant 182 (31.5%) 31 (5.3%) 
Hinduism 4 (0.8%) 0 
Respondents self-identifying as living with a disability, n(%) 1 (0.2%) 2 (0.3%) 
Ever menstruated, n(%) 526 (91.2%) 512 (88.0%) 
Median age of menarche, years (IQR) 12 (12-13)  13 (12-13)  
 

Menstrual hygiene management practices 

Materials used to manage menstrual bleeding 

The majority of girls reported using a disposable sanitary pad during their most recent menstruation 
(Table 4); over 99% of respondents in urban areas and over 97% of respondents in rural areas had used 
disposable pads. Reusable cloths were the next most frequently used sanitary item, and these were more 
commonly used in rural areas than urban areas (9.6% and 5.5% of respondents respectively). A greater 
proportion of girls in South Sulawesi reported (14%) using a reusable cloth during their last menstruation 
compared with girls in other provinces. 

Disposable sanitary pads were girls’ preferred method for managing menstrual bleeding, described as 
more absorbent than cloths and other materials, simpler to use, and easier to dispose of. However, some 
girls reported that pads were uncomfortable and caused irritation and itching when used for a prolonged 
time. Some girls had misconceptions that pads contained bleach and other chemicals that could cause 
cancer and irritation. 

Changing, washing and disposal of materials 

Only two-thirds of urban girls and less than half (41%) of rural girls changed absorbent materials at least 
every 4-8 hours or whenever the material was soiled. The remaining 46% of girls changed materials less 
than twice per day. Adequate changing of materials was lowest among girls from NTT: only 31% 
changed pads every 4-8 hours or when soiled. Girls interviewed during IDI and FGDs reported that girls 
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never or rarely changed materials at school. Of those girls who reported using a reusable cloth during 
their last menstruation, the majority had washed the material with soap and water and dried in sunlight. 

Among urban girls, disposable pads were most commonly disposed of in a bin or landfill (78%). However, 
only around a quarter of rural girls disposed of pads in this way: the most common method was to bury 
materials (38%). More than a quarter of rural girls reported disposing of pads in a flush latrine (21%) or 
pit latrine (6%). Very few urban or rural girls disposed of materials by incineration: indeed in NTT, South 
Sulawesi and East Java girls believed that doing so had harmful health consequences such as pain and 
cancer. 

“The menstrual pads cannot be burned since it causes pain in genitals.” (Female, FGD, SMP, East Java, 
rural) 

“Burning the waste of menstrual pads can break all organs.” (Female, FGD, SMP, NTT, rural) 

According to girls and mothers participating in FGDs disposable pads were washed before being 
wrapped in a plastic bag and then disposed of.  Girls and mothers explained that they washed 
disposable pads because menstrual blood was considered ‘dirty’, to remove the smell, and to prevent 
others discovering that they were menstruating.  

“To change [pad], I go to the bathroom, I put the pad in a plastic bag and conceal it so that people 
won’t know what I am bringing. Sometimes I put it in my pocket.” (Female, IDI, SMP, Papua, rural)  

Girls washed pads because this is what they had been told to do by their mothers. Mothers instructed 
daughters to rinse the pad until the water ran clear and then wash with soap before disposal. In NTT and 
South Sulawesi there were also beliefs that not washing pads could lead to health problems: 

“It [pad] should be washed and put in a plastic bag since if there are lizards smelling the menstruation blood 
then they will not get menstruation again.” (Female, IDI, SMP, South Sulawesi, Rural) 
 
 

TABLE 4 MENTRUAL HYGIENE PRACTICES DURING LAST MENSTRUAL PERIOD 

Menstrual hygiene practices Urban 
(n=526) 

Rural 
(n=512) 

Material used to manage menstrual bleeding, n(%)* 
Disposable sanitary pad 521 (99.1%) 497 (97.1%) 
Reusable cloth 29 (5.5%) 49 (9.6%) 
Cotton, mattress, sponge 1 (0.2%) 1 (0.2%) 
Natural materials 0 (0%) 1 (0.2%) 
Panty-liner 4 (0.8%) 0 (0%) 
Changed material every 4-8 hours or whenever soiled, n(%) 354 (67.3%) 209 (40.8%) 
Washed genitalia at least once per day, n(%) 517 (98.3%) 487 (95.1%) 
Washed hands with soap before or after changing materials, n(%) 
Before 325/526 (61.8%) 266 (52.0%) 
After 510/526 (97.0%) 477 (93.2%) 
Before and after 312/526 (59.3%) 244 (47.7%) 
Reused menstrual materials, n(%) 6/526 (1.1%) 21 (4.1%) 
Washed materials with soap  4/6  16/21  
Dried materials in sunlight  4/6 20/21 
Disposal, n(%) 
Burnt 14 (2.7%) 25 (4.9%) 
Bin or landfill  412 (78.3%) 142 (27.7%) 
Pit latrine  6/526 (1.1%) 32/512 (6.3%) 
Flush down latrine 58/526 (11.0%) 109/512 (21.3%) 
Buried 32/526 (6.08%) 191/512 (37.3%) 
Other  4/526 (0.8%) 13/512 (2.5%) 
* More than one response possible 
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Personal hygiene during menstruation 

While there were some misconceptions about the health effects of washing during menstruation (washing 
hair could ‘block’ menstrual flow, cause headache, cause death), most respondents indicated that they 
washed the external genitals at least once per day (98.3% and 95.1% of urban and rural respondents 
respectively). Roughly half of all respondents washed their genitals twice per day and some indicated 
washing much more frequently (between five and ten times per day). Over 90% of girls washed their 
hands with soap after changing absorbent materials, although only 59% of urban girls and 48% of rural 
girls washed their hands before and after. 

Beliefs that washing hair during menstruation could lead to death were common among girls who reported 
being told this information by mothers and teachers. No girls were able to explain why death would result 
from washing hair.  

“When we are menstruating, we must not wash our hair because we could die (we heard this from mommy 
and teacher).” (Female, FGD, NTT, rural) 

 

Other treatments and practices during menstruation 

Several traditional remedies, treatments and medicines were used by girls to manage the symptoms of 
menstruation. For pain, girls reported using pain medication (such as paracetamol), topical ointments (such 
as cajuput oil) applied to the stomach, drinking warm water, tea, tea with salt, or coffee, and drinking 
jamu – commonly boiled betel leaf or ginger. Pain was a common symptom during menstruation, however 
some girls, mothers and teachers reported that medications like paracetamol or jamu were harmful during 
menstruation and could block menstrual flow or have other health impacts, so they instructed girls to use 
topical treatments or warm drinks instead. 

“We do not consume herbs due to a fear of miscarriage. We are afraid that it could disturb fertility and 
make us have no child.” (Female, FGD, SMA, NTT, urban)  

Other treatments during menstruation included applying some menstrual blood to the face to prevent 
acne, drinking turmeric and rice water to prevent odour, bathing more frequently, and washing the 
external genitalia with a mix of water and betel to prevent odour. 

 

Challenges during menstruation 

Physical symptoms 

 Menstrual pain was the most commonly reported 
symptom during menstruation (Table 5). Pain 
contributed to poor participation in class, 
reluctance to participate in physical activities in 
school and at home, and was noted as a 
significant reason for school absenteeism.  
Roughly 93.2% of girls reported experiencing 
pain during menstruation  (967/1,038). Of those 
girls experiencing any pain, 29.2% (282/967) 
described the pain as “distressing”, “intense” or 
“worst possible”. Other common symptoms 
included feeling irritable or sensitive (66% of 
respondents), acne (62%), general weakness 
(61%), feeling tired (52%), back pain (46%) and 
headache (28%). Around 16% reported 

TABLE 5 AMONG GIRLS WHO HAVE EVER MENSTRUATED, 
PROPORTION WHO REPORT EVER EXPEREINCING PHYSICAL OR 
EMOTIONAL SYMPTOMS DURING MENSTRUATION 
Symptoms during menstruation n (%) 
Stomach pain  516 (49.7%) 
Back pain 481 (46.3%) 
Bloating 204 (19.7%) 
Nausea 65 (6.3%) 
Vomiting 19 (1.8%) 
Headache 291 (28.0%) 
Breast swelling or pain 189 (18.2%) 
Acne 640 (61.7%) 
Difficulty sleeping 287 (27.7%) 
Diarrhoea or constipation 72 (6.9%) 
Indigestion or heartburn 91 (8.8%) 
General weakness 631 (60.8%) 
Feeling tired 536 (51.6%) 
Feeling dizzy or faint 70 (6.7%) 
Feeling sad or depressed 90 (8.7%) 
Feeling irritable / sensitive 684 (65.9%) 
Very heavy bleeding (4 or more 
very soaked cloths or pads a day) 

168 (16.2%) 
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symptoms suggestive of menorrhagia. Headache, dizziness, fatigue and feeling generally unwell were 
also commonly reported by girls participating in FGDs and IDI. Girls also described being ‘more sensitive’ 
during menstruation and having poorer concentration / ability to focus on lessons. These impacted on 
participation in school-work as well as social activities with peers. 
 

Shame, secrecy and fear of leakage 

The biggest challenge reported by girls related to the need to keep menstruation secret and 
embarrassment or fear of others at school, particularly boys, knowing that they were menstruating. Among 
post-menarchal questionnaire respondents, 41% (427/1038) agreed or strongly agreed that 
menstruation should be kept secret. This manifest itself most commonly as a fear of leakage or staining of 
clothes: 
 

“People would stare at me if there was a stain on my clothes when I went home from school. People would 
be gossiping about me if it happened.” (Female, FGD, Papua, urban) 

Girls reported a range of strategies to prevent staining including wearing loose clothing, shorts over 
underwear, sanitary pads with wings, two sanitary pads at a time, or wearing a sweater or bag over 
their uniform. Secrecy also contributed to girls not changing or disposing of pads at school as they were 
embarrassed to bring pads to school or afraid of being seen disposing of pads in school bins. Concerns 
about odor were also common, with some girls reporting that a bad smell associated with menstruation 
caused embarrassment and also signaled to others that they were menstruating. 

Adolescent boys and teachers were also aware that girls were embarrassed if others knew they were 
menstruating and were afraid of staining. Both groups said that they could sometimes recognise a 
menstruating girl because she refused to participate in physical activities, sat quietly, became ‘lazy’, 
frequently going to the bathroom, and being more irritable or sensitive. Staining on clothes and odor were 
also signs of menstruation. While some girls reported that boys teased or mocked them, boys themselves 
said that while they might point out that a girl’s clothes were stained they wouldn’t tease them further.  

“Some of the boys would say ‘hey, it’s leaking’.” (Female, FGD, SMP, Papua, urban) 

 

Access to menstrual hygiene materials and supplies 

Amongst girls who had reached menarche, 46.0% (477/1038) reported that sanitary pads were 
available at their school, while 10.1% (105/1038) of girls did not know.  Half the rural schools did not 
make menstrual hygiene materials available to students nor provided menstrual hygiene supplies in an 
emergency (4/8 schools compared to 2/8 schools in urban areas). In most schools providing menstrual 
hygiene materials, these were available free of charge (4/6 urban and 3/4 rural schools). Some girls 
reported that they were reluctant to purchase pads sold at school because they were more expensive or 
not the brand that they were familiar with. The cost of menstrual pads and a lack of money were 
commonly reported reasons for not using disposable pads in NTT and Papua. Some girls in Papua 
reported washing and re-using disposable pads to save money: 
 

“It can be re-used since it can be washed, after removing the blood then we washed it with detergent to 
make it clean and to save money.” (Female, FGD, SMA, Papua, rural) 

 
Mothers expected schools to provide sanitary pads, particularly because girls were too shy to bring them 
from home. 
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Ability to manage menstruation hygienically at school 

Of post-menarchal girls responding to the questionnaire, two thirds said that they felt confident managing 
menstruation at school. However, most girls who participated in FGDs and IDI admitted that girls never 
change menstrual pads or cloths at school because of a lack of suitable latrines, inadequate water for 
washing pads, uncertainty about how to dispose of pads, or lack of discrete means of disposal. Fear of 
others finding out their were menstruating also contributed to girls not bringing pads to school and 
reluctance to dispose of soiled pads in school bins where they could be seen by other students. Rather than 
use school latrines girls either went for long periods without changing, returned home to change, or used 
bushes surrounding the school grounds.  

Managing menstruation at school was particularly challenging for girls with physical disability. Small 
latrine compartments, squat latrines, and lack of someone to provide assistance to access the latrine and 
change pads contributed to girls avoiding using school latrines or changing pads at school, even if their 
clothes were soiled: 

“If I want to pee, I have to hold it until I get home. That’s why I don’t drink much at school to avoid that. The 
school toilet has a squat latrine so I can’t use it at that time because I can’t squat. I think I only had leaking 
once.” (Female with physical disability, IDI, SMA, East Java, urban) 

Teachers were generally aware of the challenges menstruating girls faced in school but felt ill-equipped 
to address girls’ questions and concerns. Most reported that they gave permission for girls to go home to 
change or if they were experiencing symptoms such as pain.  

 
FIGURE 7 GIRLS’ LATRINE, RURAL SMA. PHOTO: SURVEYMETER 2014 
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Self-reported impacts of menstruation and menstrual hygiene 
management practices 

Health 

Almost 25% of girls reported experiencing genital itching or pain while menstruating and 9% had 
experienced pain during urination. Some girls in FGDs and IDIs reported genital itching or irritation as a 
result of wearing a sanitary pad for prolonged time because they could not change at school. Girls also 
reported a range of other physical symptoms during menstruating, including those that may be consistent 
with iron-deficiency anaemia such as dizziness (7%), fatigue (52%) and weakness (61%).  

Education 

Most girls participating in interviews and FGDs said that they still attended school during menstruation and 
among questionnaire respondents, 17% reported ever missing school due to menstruation (Table 6). School 
absenteeism was more common among rural (20%) than urban (13%) girls and most common in South 
Sulawesi, where almost a quarter of girls had ever missed school. Of those that had missed school, most 
had missed two days during their last menstruation. Pain, feeling unwell, fatigue and fear of staining 
clothes were the main reasons for absenteeism. Concerns about staining, teasing, and lack of private 
latrines were more commonly reported by rural girls. Girls participating in FGDs also described missing 
classes because they had to go home to change sanitary pads, because of menstrual pain, or because 
they began menstruating at school and were not prepared. While the majority of girls continued attending 
school during menstruation, many described that menstruation limited their participation and performance 
at school. Fear of leakage also prevented some girls from coming to the front of the class when asked by 
teachers and prevented them from participating in physical education lessons. Pain contributed to lack of 
focus and poor performance during lessons, as did heavy menstrual flow: 

“It would really affect me when I had a swift discharge of blood, especially when I had some tests or 
assignments to do.” (Female, FGD, SMA, East Java, urban)  

 

TABLE 6 SELF-REPORTED SCHOOL ABSENTEEISM DUE TO MENSTRUATION 

Self-reported impact on schooling Urban 
(n=526) 

Rural 
(n=512) 

Ever missed school because of menstruation, n(%) 67 (12.7%) 102 (19.9%) 

Number of days of school missed during most recent menstruation, median 
days (IQR) 

2 (2-2), n=67 2 (2-3), n=102 

Number of days of school missed during most recent menstruation (if ever missed school), n(%) 
0 days 11 (17.7%) 15 (14.7%) 
1-2 days 54 (80.6%) 70 (68.6%) 
3 or more days 2 (3.0%) 17 (16.7%) 
Main reason for missing school, n(%) 
Afraid of staining clothes 8 (11.9%) 16 (15.7%) 
Afraid of odour 5 (7.5%) 5 (4.9%) 
Afraid of being teased 0 (0%) 2 (2.0%) 
Pain 31 (46.3%) 32 (31.4%) 
Fatigue 2 (3.0%) 12 (11.8%)  
Feel unwell 16 (23.9%) 21 (20.6%) 
Lack of private space to wash or change 0/ (0%) 3 (2.9%) 
Lack of disposal facilities at school 0 (0%) 3 (2.9%) 
Unclean latrines 2 (3.0%) 1 (1.0%) 
No latrines for girls 1 (1.5%) 0 (0%) 
No access to pads/cloths 2 (3.0%) 3 (2.9%) 
Religious or cultural restrictions 0 (0%) 1 (1.0%) 
Too depressed or irritable 0 (0%) 2 (2.0%) 
Other…”My parents ask me not to go to school” 0 (0%) 1 (1.0%) 
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Social 

In addition to menstrual pain, fear of leakage and fatigue impacted on girls’ participation in social 
activities with peers at school. Of questionnaire respondents, 11% said that menstruation significantly 
interfered with social activities, 8% that it interfered with relationships with family and almost 1 in 10 that 
it interfered with relationships with friends.  

The significance of menstruation and associated gender norms altered girls’ relationships – particularly 
with boys and men. Girls, mothers and boys recognised that menarche signaled that a girl was becoming 
a mature woman. They noted that after first menses girls became more interested in boys and dating. This 
was in conflict with the advice given by their mothers to avoid relationships with boys and be careful in 
their interactions with them. This included avoiding being alone with boys, sitting ‘in a dark place’ with 
them, and engaging in sexual relationships – warning about negative judgment by the community and the 
risk of pregnancy. Some girls had misconceptions about pregnancy, believing that any physical touching 
with a boy after menstruation could result in pregnancy:   

“I do not want to be touched by boys. I am afraid that I will be pregnant if they do it to me [touch me].” 
(Female, FGD, SMP, South Sulawesi, urban)  

Girls also reported a change in their relationship with their fathers, brothers and other male relatives 
noting that they were no longer as close to them and more shy, particularly during menstruation. Other 
girls noted an increase in their social status and respect after menarche, stating that neighbors, for 
example, spoke to them more kindly than they did younger children. 

 

Determinants of menstruation-related challenges and impacts 
 

Knowledge and sources of information about menstruation 

KNOWLEDGE PRIOR TO MENARCHE 
The majority (97%) of girls reported that they had heard of menstruation 
prior to menarche, however many stated that they were still unprepared 
and confused when they first menstruated and lacked adequate 
knowledge to deal with menstruation. Only 63% (654/1038) of 
questionnaire respondents knew what was happening when they first 
menstruated and only 55% (569/1,038) felt prepared. This contributed 
to feelings of fear at menarche (44%), with girls and mothers noting that 
many girls were surprised, afraid and sometimes distressed when they 
first noticed bleeding: 
 

“I was surprised as there was suddenly a release of blood. I was afraid 
that I was sick or had a disease. I was afraid there was something 
wrong with me.” (Female, FGD, SMA, NTT, urban)   

“I did not know what menstruation was and I did not know how to use the menstrual pad either. My mother 
told me to wear the menstrual pad – I really did not know what to do with it.” (Female, IDI, SMA, South 
Sulawesi, rural)  

“My daughter didn’t know when she had her first menstruation. She had ten pairs of underwear stained with 
menstrual bleeding but she concealed them from me. After three days I finally found out when I noticed the 
blood stain, then I asked her.” (Mother, FGD, East Java, rural) 

Among those girls who had not yet menstruated, 65% said they felt prepared for menstruation and 68% 
that they will know how to manage when it happens.  

•  Mens 
•  Haid 
•  Datang bulan 
•  Halangan 
•  M 
•  Lagidapet 
•  Palangmerah 
•  Ru’mu 
•  Rarah  

BOX 1 TERMS FOR MENSTRUATION 
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UNDERSTANDING AND MISCONCEPTIONS ABOUT MENSTRUATION 
The median knowledge score of questionnaire respondents was 9 (out of 15 true/false questions) for both 
urban and rural girls (Table 7) and was also similar between provinces. The overwhelming majority 
correctly answered that menstruation was a sign of puberty in girls and was a normal process, however 
less than half knew that the menstrual cycle was controlled by hormones and that menstrual blood came 
from the uterus, and almost a quarter of girls did not know that menstruation signified that a girl was now 
biologically able to get pregnant. Similarly, most girls, and boys, participating in FGDs had a basic 
understanding of menstruation (that it occurred if an ovum was not fertilised by sperm) and recognised it 
as a sign of puberty. However, in-depth understanding was limited and misconceptions common, more so 
among rural girls. Some girls also believed that menstruation was the result of fertilisation of an egg or 
that it was controlled by ‘primary cells’ in a woman’s body that caused monthly bleeding. Other girls 
reported being surprised when they experienced their second menstrual period, being unaware that 
menstruation happened more than once or as frequently as monthly. 

 “At first, I thought I would only have it once, so when I had it again the following month I was so surprised: 
‘Why I am bleeding again? Am I becoming a virgin again?’ Then my friend told me that it was normal and I 
would be having it again every month, it’s not normal if I am not menstruating every month.” (Female, IDI, 
SMP, South Sulawesi, Rural)  

 

TABLE 7 KNOWLEDGE ABOUT MENSTRUATION 

Knowledge about menstruation Urban 
(n=577) 

Rural 
(n=582) 

Heard of menstrual hygiene materials, n(%)   
Disposable sanitary pad 577 (100%) 582 (100%) 
Reusable pad or cloth 74 (12.8%) 114 (19.6%) 
Tampon 11 (1.9%) 4 (0.7%) 
Menstrual cup 0 (0%) 1 (0.2%) 
Median knowledge score (out of 15) (IQR) 9 (8-11) 9 (7-10) 
Proportion who correctly answered, n(%)   
Menstruation happens to girls and boys (F) 520 (90.1%) 547 (94.0%) 
Menstruation is a normal process (T) 537 (93.1%) 479 (82.3) 
Menstruation is a disease (F)  469 (81.3%) 444 (76.3%) 
Normally a girl menstruates about once every month (T) 494 (85.6%) 486 (83.5%) 
Menstruation is controlled by hormones (T) 295 (51.1%) 151 (26.0%) 
Older women eventually stop menstruating (T) 474 (82.2%) 466 (80.1%) 
Menstruation signifies that a girl is biologically able to get pregnant (T) 424 (73.5%) 425 (73.0%) 
It is dangerous for a girl to do physical activity during menstruation (F) 156 (27.0%) 139 (23.9%) 
It is healthy for a girl to bathe during menstruation (T) 381 (66.0%) 386 (66.3%) 
There are some foods that girls should avoid during menstruation (F) 25 (4.3%) 45 (7.7%) 
Menstrual blood contains dangerous substances (F) 116 (20.1%) 160 (27.5%) 
Menstrual blood comes from the uterus / womb (T) 315 (54.6%) 241 (41.4%) 
A girl is dirty or unclean during menstruation (F) 167 (28.9%) 150 (25.8%) 
Pregnant women menstruate (F) 413 (71.6%) 390 (67.0%) 
Menstruation is a sign that a girl has reached puberty (T) 563 (97.6%) 550 (94.5%) 
 

Misconceptions that menstruation was unclean or dirty were common. Almost 20% of urban girls and a 
quarter of rural girls though menstruation was a disease, three-quarters that a girl was dirty or unclean 
during menstruation and that menstrual blood contained dangerous substances. Girls participating in FGDs 
also described menstruation occurring to remove ‘dirty’ blood from the body: 

“The amount of dirty blood is quite great and it should be discharged. Menstruation is discharging dirty 
blood to be an adult woman.” (Female, FGD, SMA, South Sulawesi, rural) 

Additionally, many girls had limited understanding about how to manage menstruation safely, including at 
school. Information and advice from their mothers and other female relatives emphasised food and 
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behavioural restrictions and practices during menstruation and many girls were unsure whether these were 
true or not, and what the impact would be if they were not observed. The majority of questionnaire 
respondents thought that it was dangerous for girls to do physical activity during menstruation and that 
certain foods needed to be avoided. 

The use of euphemisms, particularly by males, also contributed to girls’ misunderstanding in some cases: 

“I was in science class when I got my first menstruation. It was all red and my pee was red. I asked my 
teacher why my chair and my clothes were all red. He said that I needed to buy “bread” [euphemism for 
sanitary pad]. I went home and told my mother as I was afraid and she told me it was menstruation. Next 
month I got my period again, even though I thought it was only meant to happen once a year. I asked my 
father and he said I needed to buy “bread”. I went and bought bread [loaf of bread] and came back home 
and showed him. He asked why did I buy bread? Then he explained that he meant I was to buy a pad, not 
bread to eat.” (Female, FGD, SMA, East Java, urban 

 

INFORMATION NEEDS 
Information about how to manage menstrual bleeding, including the correct and hygienic use of sanitary 
pads, how to dispose of materials correctly at school, what to expect during menstruation (including why it 
caused pain), and how to manage symptoms such as menstrual cramping were the most commonly 
identified needs by girls. In addition, girls also wanted clarification about food and behavioural 
restrictions that they should observe during menstruation and what diseases or other health consequences 
might result from menstruation and its management. Some girls also identified a need for more in-depth 
understanding of the menstrual cycle and why menstruation occurs. This included information about how to 
track their cycles so they could be better prepared for menstruation: 

“I never prepare for it [menstruation] because my cycle is not regular. I try to return [from training] on the 
days when I’m supposed to have menstruation. When I had a menstruation, I would notice the date, add that 
up to 28 days ovulation period to calculate my next period. I usually have two days difference between 
the previous and coming period, for example if last month I had it on the 12th, this month I may have it on 
the 14th.” (Female, IDI, SMA, South Sulawesi, rural) 

In general, boys were better able to explain the biological process of menstruation than girls. However 
they also identified a need for more information about menstruation, including understanding how it 
impacts on girls and how they could support them: 

“We may have a wife and a daughter, so when she grows up or starts menstruating we could help her.” 
(Male, FGD, SMA, South Sulawesi, rural) 

 

CURRENT AND PREFERRED SOURCES OF INFORMATION 
Mothers were the most important source of information about menstruation, being the first source of 
information for 60% of urban and 58% of rural girls (Table 8). They typically provided information at the 
time of menarche, but not before, and mostly provided reassurance and advice about how to manage 
bleeding, what treatments to take to manage symptoms such as pain or odour, and food and behavioural 
restrictions: 

“My mother told me not to wash my hair, drink ice, or sleep with boys when I had my menstruation. She 
also told me I needed to change my menstrual pad and keep my underwear clean.” (Female, FGD, SMP, 
NTT, urban) 

Similarly, female friends and relatives were also a common source of information, particularly for sharing 
experiences and information about what to expect during menstruation. Mothers were overwhelmingly 
adolescent girls’ preferred source of information because girls felt more comfortable discussing sensitive 
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issues with them and that their mothers understood menstruation and what they were experiencing. 
However, mothers had limited understanding of menstruation and many of girls’ misconceptions and 
attitudes reflected what they had been told by their mothers. Mothers themselves stated that they did not 
feel equipped to provide all the necessary information about menstruation and the menstrual cycle to their 
daughters and that schools and teachers were better placed to provide this education. Mothers needed 
more information themselves about the symptoms of menstruation and how to manage it so that they could 
better advise their daughters: 

“[We need] information such as what are the symptoms and how to manage when our daughters are 
menstruating. For example what must we do when our daughters often come home early [from school] 
because they have leakages.” (Mother, FGD, NTT urban) 

Schools were also a common source of information about menstruation with over 80% of girls reporting 
having received information in school. Menstruation education was delivered by teachers through science, 
religion and physical education classes. Girls in SMA who were enrolled in predominantly non-science 
classes had less access to menstruation education than SMP students for whom science and biology lessons 
were part of the standard curriculum.  For adolescent boys, teachers were the main source of information. 
All schools included in this study provided education about puberty and reproductive health, however all 
but one urban school reported that they provided this education to boys only. In contrast, 13/16 schools 
provided education about menstruation to both boys and girls, and the remaining three schools to girls 
only. The emphasis of menstruation-related education provided through school was on the biological 
aspects of menstruation, and also religious and behavioural restrictions delivered in religious classes. 
Information about what to expect when menstruating and MHM was lacking. 

The majority of girls had received some information about menstruation through schools. Teachers were 
also preferred source of information, however some girls perceived that teachers were too old to 
understand girls’ needs and answer their questions. Others noted that they would not be comfortable 
learning about menstruation with adolescent boys present and/or with male teachers because the topic 
was sensitive and taboo, and male teachers also felt ill-equipped to teach about menstruation: 

“I think it would not be comfortable if the teachers gave information about menstruation when there were 
some boys inside the class.” (Female, FGD, SMA, East Java, urban) 

Teachers themselves reported that they understood the biological aspects of the menstrual cycle and 
symptoms associated with menstruation (such as pain) but they did not have adequate understanding of 
MHM and were not able to address all the questions of adolescent girls. Many teachers felt that they did 
not know what good MHM practices were and therefore could not advise girls, nor could they answer 
girls’ questions about what activities were safe / unsafe during menstruation. These issues were not 
covered by existing curriculum and teaching materials and teachers felt they did not have the medical 
knowledge to confidently advise on such issues.  In SMA schools, some teachers assumed that girls already 
had this knowledge and so did not need to be taught, or that MHM was not included in the standard 
curriculum or teaching materials and therefore was not prioritised: 

“If related to [personal] hygiene, for example that they should take a bath, do this or do that, we are not 
teaching those. We thought that they should have known about those things, they’re grown up. They have 
menstruated since they were in junior high school so now in senior high school we don’t teach them about 
that. We only teach what’s on the curriculum.” (Teacher, KII, SMA, Papua, rural)  

Lack of time to teach menstruation, lack of supporting teaching materials, and discomfort discussing 
sensitive issues were other barriers noted by teachers. Many also described students being embarrassed, 
disruptive and laughing during these lessons – particularly when boys and girls were taught together. 
Some teachers felt that health providers were better equipped and should be responsible for delivering 
MHM education to students: 



MENSTRUAL HYGIENE MANAGEMENT IN INDONESIA 23 

  

“….especially related to personal hygiene, I think maybe it’s best to have officers from Dinas Kesehatan 
[Health Office] coming here to explain all about the issue and what are the health consequences if girls 
don’t care about menstrual hygiene. It’s better if they can explain using LCD, showing pictures, explaining 
what could cost us if they’re not maintaining menstrual hygiene.” (Teacher, KII, South Sulawesi, urban)  

Some girls also identified health providers as a preferred source of information, delivered through 
schools or through clinics. However, only 50% of schools were visited by puskesmas health staff at least 
once per year to provide education about menstruation and few adolescents reported receiving 
information about menstruation from health providers. Health providers identified lack of time, staff 
shortages and lack of teaching materials related to puberty and menstruation as key factors that 
prevented them delivering education in schools. Others noted that a lack of coordination between schools 
and puskesmas made it difficult for providers to visit schools – this included providers’ perceptions that 
schools considered counseling and education to be disruptive to normal school lessons and/or that the 
subject matter was too sensitive or taboo to be discussed in class. 

Other preferred sources of information included the internet, through workshops, and from books or other 
written materials as these could be read in private. 

 

TABLE 8 CURRENT AND PREFERRED SOURCES OF MENSTRUATION-RELATED INFORMATION 

Current and preferred sources of information Urban 
(n=577) 

Rural 
(n=582) 

First source of information about menstruation, n(%) 
Mother 348 (60.31%) 335 (57.6%) 
Father 0 (0%) 1 (0.2%) 
Sister 36 (6.2%) 40 (6.9%) 
Female relative 18 (3.1%) 14 (2.4%) 
Teacher 92 (15.9%) 84 (14.4%) 
Friend 73 (12.7%) 102 (17.5%) 
Health worker 1 (0.2%) 2 (0.3%) 
Television 0 (0%) 2 (0.3%) 
Book, magazine, newspaper 9 (1.6%) 2 (0.3%) 
Internet 0 (0%) 0 (0%) 
Ever received information about menstruation at school, n(%) 486 (84.2%) 468 (80.4%) 
Preferred source of information, n(%)* 
Mother 550 (95.3%) 555 (95.4%) 
Father 11 (1.9%) 12 (2.1%) 
Female relative 320 (55.5%) 345 (59.3%) 
Teacher 228 (39.5%) 190 (32.7%) 
Friend 158 (27.4%) 280 (48.1%) 
Health worker in school 117 (20.28%) 133 (22.9%) 
Health worker in clinic 148 (25.7%) 117 (20.1%) 
Peer educator 65 (11.3%) 42 (7.2%) 
Community workshops 7 (1.2%) 2 (0.3%) 
Television 1 (0.2%) 4 (0.7%) 
Book, magazine, newspaper 22 (3.8%) 10 (1.7%) 
Internet 52 (9.0%) 39 (6.7%) 
* More than one response possible 

 

Socio-cultural attitudes, beliefs and restrictions 

ATTITUDES TOWARDS MENSTRUATION 
While many girls felt afraid and embarrassed when they first menstruated, nearly all girls participating in 
interviews and discussions noted that menarche was an important event and signified that they were 
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becoming a mature woman. Some girls were happy and proud to reach this milestone and recognized that 
it meant they would one day be able to have children and now had more responsibility and respect: 

“I knew when I got my menstruation that I would be mature. I would also be able to bear children, so I 
knew it meant something. In the past I did not take care of myself well, but then once I got my menstruation 
I took care of myself and kept everything clean in order that I was not a sloppy girl. I should keep good 
hygiene.” (Female, IDI, SMA, South Sulawesi, rural) 

For some girls, menarche was celebrated by their families and communities, more commonly among rural 
than urban girls (Table 9). In South Sulawesi, girls undertook a custom ceremony that prohibited them from 
leaving the house and being visited by men until menstruation had ended, using only a cloth to absorb 
menstrual bleeding (although pads could be used for subsequent menstruation), and being bathed by 
women of the house using herbs and flowers to wash the hair. Some girls were proud to participate in this 
ritual, but others felt shy and limited by the restrictions on their normal activities. 

As previously described, nearly all girls considered menstruation and menstrual blood to be ‘dirty’ and 
11% of urban girls and 18% of rural girls reported community attitudes reflected their beliefs. Around a 
quarter of girls believed that it was considered shameful or taboo to discuss menstruation in their 
community. 

 

TABLE 9 ATTITUDES TOWARDS MENSTRUATION 

Attitudes Urban 
(n=577) 

Rural 
(n=582) 

Community attitudes (reported by girls), n(%) 
Menstruating girl is considered unclean 61 (10.6%) 104 (17.9%) 
Menarche is celebrated by family or community 15 (2.6%) 118 (20.3%) 
Considered shameful or taboo to discuss menstruation 127 (22.0%) 153 (26.3%) 
Post-menarchal girls’ attitudes towards first menstruation, n(%) n=526 n=512 
Happy 143 (27.2%) 220 (43.0%) 
Proud 96 (18.3%) 191 (37.3%) 
Embarrassed 157 (29.8%) 186 (36.3%) 
Ashamed 12 (2.3%) 24 (4.7%) 
 

BELIEFS CONCERNING MANAGEMENT / PRACTICES DURING MENSTRUATION 
There were several beliefs related to menstrual hygiene identified by girls and mothers during interviews 
and FGDs. In general girls followed what they had been told by their mothers or friends, even if they 
didn’t believe it themselves.  

In South Sulawesi, girls experiencing their first menstruation were instructed to only use a small cloth or 
towel to absorb menstrual bleeding, as a disposable sanitary pad could cause loss of virginity. Such 
restrictions only applied to the first menses, with disposable pads able to be used for subsequent 
menstruation. Nearly all girls reported that disposable sanitary pads had to be washed before disposal, 
related to religious and cultural beliefs that menstruation is unclean and therefore that the ‘dirty’ blood 
and odor needed to be removed. In South Sulawesi and NTT, there were also beliefs that not washing 
pads led to harmful consequences: 

 “My parents taught me that the devils would come to me whenever I did not wash the sanitary pads after 
using them. I thought it was a myth.” (Mother, FGD, NTT, urban) 

Another commonly held belief was that burning menstrual materials would damage the body’s organs 
causing pain or cancer. These beliefs were particularly prominent in South Sulawesi, NTT and East Java. 
While some beliefs were held by communities and passed on to girls from their mothers, others were 
rumors started by girls themselves in schools. For example, girls in one school in East Java believed that 
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the school toilet door would lock itself if a girl tried to change a sanitary pad, and for this reason girls did 
not change at school. These beliefs and practices contributed to the challenges facing girls in schools, 
particularly where facilities were inadequate to allow washing of sanitary pads and when girls were 
unsure how waste was disposed of. 

 

FOOD, BEHAVIOURAL AND SOCIAL RESTRICTIONS 
There were many restrictions related to food and behaviour described by girls, boys and mothers (Box 2). 
The majority of questionnaire respondents believed that physical activity was dangerous during 
menstruation (75%) and that some foods should be avoided during this time (94%). Numerous food 
restrictions were noted by girls and mothers, many related to misconceptions about certain foods or drinks 
causing heavy bleeding, clotting or cessation of menstruation or other health effects such as pain or cancer.  

“[If I drink ice] I will be afraid of releasing menstruation blood for weeks. The blood will be frozen. Drinking 
ice should be mixed with hot water to avoid tumor.” (Female, FGD, SMP, NTT, urban) 

Some behavioural restrictions reflected religious rules while other related to beliefs and misconceptions 
about harmful impacts on health.  

“It is allowed to go to cemetery but only on the front side. Ancient custom did not allow the girls who get 
menstruation to go to cemetery since they are not in holy condition. “(Female, FGD, SMP, South Sulawesi, 
urban) 

“When you got menstruation and you go to cemetery then the departed soul will follow you.” (Female, 
FGD, SMA, rural) 

Girls expressed uncertainty about how correct these beliefs were and whether they really needed to be 
observed, however most restrictions did not appear to have a substantial impact on school attendance. 
There were no specific restrictions that prohibited girls attending school during menstruation, except in 
South Sulawesi where girls were not permitted to leave the house during their first menstruation. Some 
food restrictions, if strictly observed, may have contributed to fatigue, lethargy and dizziness described 
by many girls during menstruation, potentially resulting in less participation and poorer school 
performance. 

 

FOOD RESTRICTIONS 
Ice in drinks ‘Freeze’ menstrual blood, cancer 
Coconut water Heavy bleeding or stop menstruation 
Sweet food and beverages Cause heavy bleeding 
Pineapple Causes pregnancy 
Cucumber Causes cancer of the uterus 
Greasy food / fried food  
Cooked fish, salted fish Cause increased odour of menstrual blood 
Unboiled water Slow down or increase menstrual bleeding 
Spicy food Stomach pain 
Soda Stomach pain, heavy bleeding 
Sour food or beverages Stomach pain 
Meat  
Alcohol Ectopic pregnancy 
Eggs Cause increased odour of menstrual blood 
Peanuts or bean sprouts Acne 
Salty food  
Don’t cook rice  
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BEHAVIOURAL / SOCIAL RESTRICTIONS 
Don’t wash hair Causes clotting, increased white blood cells, headache, death 
Don’t cut nails or hair  
Don’t sunbathe Heavy bleeding 
Don’t dry underwear outside the house  
Don’t bathe at night  
Don’t scratch Cause scarring 
Avoid heavy exercise or work (such as heavy lifting) Causes heavy bleeding, infertility 
Don’t swim / bathe in the beach or lake Menstrual blood could attract crocodiles 
Don’t bathe naked  
Don’t enter male toilets Boys don’t want menstrual blood or products in latrines 
Don’t sleep during the day / take naps Increase menstrual bleeding 
Don’t get wet in the rain  
Don’t go out at night / get home late / go to discotheque   
Do not enter mosque, mushola, cemetery Religious restriction (Islam) 
Do not pray or read Al-Qur’an Religious restriction (Islam) 
BOX 2 FOOD AND BEHAVIOURAL RESTRICTIONS DURING MENSTRUATION 

 

 

School water, sanitation and hygiene facilities 

The key barriers related to WASH in school are summarised in Box 3. In many schools, sanitation and 
water facilities were lacking, not functioning, or unclean. Additionally, existing facilities, even where 
functioning, did not support the current MHM practices of girls, particularly in relation to discrete washing, 
changing and disposal of sanitary pads. 

 

 

FIGURE 8 LATRINE BLOCK, RURAL SMP. PHOTO: SURVEYMETER 2014 
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BOX 3 KEY CHALLENGES RELATED TO SCHOOL WASH FACILITIES 

 

SANITATION 
All schools had flush or pour flush latrines. The number of latrines in schools varied from three to 65 (the 
median number of latrines was 8.5). The number accessible to female students ranged from 2 to 30. In 
most schools, girls, boys and teachers reported that there were insufficient numbers of latrines, particularly 
those for adolescent girls. In urban schools, 
there was on average one latrine (accessible 
to girls) for 62 female students and for 42 
female students in rural schools (Table 10). 
The majority of latrines were functional or 
partially functional. Girls reported using male 
toilets or teachers’ toilets to avoid long 
queues, although most girls said they did not 
feel comfortable asking permission to use 
teachers’ latrines. 

In addition to insufficient numbers, lack of 
space, privacy and cleanliness were also 
commonly reported challenges. The lack of 
space inside individual latrine compartments 
made it difficult for girls to easily change 
menstrual materials and change clothes if 
needed (Figure 9): 

“Yes, the condition of latrine affects girls 
who are menstruating. [Enough space] is 
very important, if the latrine is too 
narrow we can’t move around. We get 
easily stuck with the latrine, so we need 
to be over the latrine [the latrine slab / 
bowl] to change, but it’s also difficult 
because the ceiling is too low so we hit 
our head sometimes.”  (Female, IDI, 
SMA, South Sulawesi, rural) 

•  Insufficient number of 
functional latrines 

•  Latrines too small 
•  Unclean, smelly 
•  Lack privacy (close to 

boys, doors not lockable) 
•  Not accessible to girls 

with disabilities 

•  No, unreliable or unclean 
water supply 

•  Insufficient water inside 
latrines to wash pads 

•  Lack of water for 
personal hygiene and 
cleaning latrines 

•  Lack of soap and tissue 

•  No bins inside latrine 
compartments 

•  Open bins or communal 
bins located close to 
classrooms so that pads 
cannot be disposed of 
discretely 

•  Concerns about 
incineration of pads 

FIGURE 9 GIRLS’ LATRINE, URBAN SMA. PHOTO: SURVEYMETER 2014 
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Lack of privacy was also a considerable concern. Thirty-eight per cent of urban schools and 50% of rural 
schools did not provide separate girls’ latrines and only 38% of urban and 50% of rural schools had 
lockable doors on all latrines. Some girls also described toilet doors with slots or gaps, contributing to a 
fear that boys or other students would be able to look inside and resulting in reluctance to use latrines 
during menstruation. If they had no option but to use the latrine many girls relied on friends standing 
outside to hold the door closed. 

Offensive smelling and unclean toilets were also 
commonly described by girls and boys, largely 
related to an insufficient water supply for pour 
flush latrines and for cleaning latrines (Figure 
10). Only 13% of urban latrines and 20% of 
rural latrines were clean, and less than 20% 
were well lit. Most schools did not have a 
regular cleaning service. Particularly in rural 
schools students were relied on to clean latrines, 
but most lacked access to cleaning materials 
and brushes. The poor condition of latrines 
discouraged girls from changing sanitary pads 
at school because of concerns about hygiene: 

“But the toilet is so dirty, we can’t change there. 
When menstruating, we’re supposed to keep away 
from dirt, aren’t we? Therefore, we buy pads here 
[at school] then go home to change. We ask 
permission from the teacher to go home.” (Female, 
FGD, SMA, Papua, rural) 

In total only 9% of latrines accessible to girls in 
urban schools, all of which were located in East 
Java, were fully functional, clean and light. No 
rural school met all these criteria. 

 

Most schools did not have latrines that were accessible to students with a physical or sensory disability and 
none provided latrines specifically for students with disability. The latrines and external factors (distance, 
location, pathways) did not met universal accessibility design standards: the path to the latrine was too 
narrow, the compartment too small, and in most only a squat latrine with a large step was available, with 
no rails or supports for disabled students.  

“I actually need to go to the toilet but I can’t because the space is not as big as mine at home so that I can’t 
move around freely and I am afraid I could fall. I am hardly able to change clothes in the school toilet.” 
(Female with physical disability, IDI, SMA, East Java, urban) 

While teachers were generally aware that facilities were not accessible, most maintained that they did 
not have students with disability and so these facilities did not need to be provided. Others had limited 
understanding of the needs of students with physical or sensory disabilities: 

“So far we never have never had students with disabilities, but I think if it’s only a hand or leg problem then 
that [access] shouldn’t be a problem.” (Teacher, KII, SMA, East Java, urban)  

 

FIGURE 10 GIRLS’ LATRINE, RURAL SMA. PHOTO: SURVEYMETER 2014 
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TABLE 10 SCOOL SANITATION FACILITIES 

School sanitation facilities Urban Rural 
Student : latrine ratio 77:1 (7963/103) 66:1 (3551/54) 
Female student : latrine (accessible to female students) ratio 62:1 (4228/68) 42:1 (1891/45) 
Proportion of schools with separate latrines for girls  

All latrines separate 5/8 2/8 
Some separate 0/8 2/8 
None separate 3/8 4/8 
Proportion of latrines accessible to girls that are:  
Functional 57/68 35/45 
Partially functional 5/68 8/45 
Clean 9/68 9/45 
Somewhat clean 38/68 18/45 
Light 13/68 8/45 
Somewhat light 36/68 28/45 
Functional, clean and light 6/68 0/68 
Proportion of girls’ latrines that are lockable  
All school latrines 3/8 4/8 
Some latrines 5/8 2/8 
None 0/8 2/8 
Proportion of latrines that are accessible to students with disability 
All school latrines 0/8 1/8 
Some latrines 4/8 2/8 
None 4/8 5/8 
 

 

 

FIGURE 11 LATRINE AND WATER SUPPLY, RURAL SMP. PHOTO: SURVEYMETER 2014 
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WATER AND HYGIENE 
Inadequate water supply was also a common concern raised by adolescent girls and identified as one of 
the most significant challenges facing menstruating girls at school. Half of urban schools had a piped 
water source, and half a tube well or borehole.   Piped (25%), borehole (25%), and unprotected well 
(25%) were the main water sources in rural schools, with one school each relying on a protected spring or 
tanker water. All urban schools reported that the water source was adequately maintained, but over 60% 
of rural schools reported that it was only partially or inadequately maintained. 

 

 

 

All schools had a functional or partially functional water source (Table 11), however insufficient supply, 
irregular supply (Figure 11), and ‘dirty’ water were noted by students and teachers in both urban and 
rural schools. Two of eight rural schools and 4/8 urban schools only had seasonal access: adequate water 
supply for all school needs was only available during the wet season. Nine out of the 16 schools had 
hand-washing facilities in the latrine block (Figure 12). The remaining schools provided water on school 
grounds but not located near the latrines, or in classrooms. Half of rural schools and a quarter of urban 
school did not provide any hand-washing facilities accessible to students with a disability.  

The lack of water, particularly a lack of water inside the latrine block or compartments, impacted on girls 
in a number of ways. Firstly it contributed to unclean and smelly latrines because water was not available 
to flush urine, faeces, or menstrual blood. Secondly, there was insufficient water for washing cloths and 
disposable pads and therefore girls were reluctant to change pads at school. Finally many schools were 
also lacking in soap and tissue for personal hygiene, in addition to lacking water for washing hands, 
genitals and stained clothes.  

“In the bathroom, sometimes we run out of water or the water is dirty so I use wet tissue to wipe then 
change the pad.” (Female, IDI, SMP, Papua, rural)  

 

 

A B 

FIGURE 12 HAND-WASHING FACILITIIES (A) URBAN SMP, (B) RURAL SMP. PHOTO: SURVEYMETER 2014 
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TABLE 11 WATER AND HAND-WASHING FACILITIES 

School water and hand-washing facilities Urban Rural 
Proportion of schools with a functional water source    
Fully functioning (as designed) 7/8 7/8 
Partially functioning (in working order but not as designed) 1/8 1/8 
Water available for hand-washing    
At all washing facilities 1/8 3/8 
In more than 50% of facilities 4/8 2/8 
In 50% of facilities or fewer 2/8 2/8 
No water available 1/8 1/8 
Soap available for hand-washing at washing stations   
At all washing facilities 0/8 1/8 
In more than 50% of facilities 1/8 0/8 
In 50% of facilities or fewer 3/8 0/8 
No soap available 4/8 7/8 
 

 

WASTE DISPOSAL 
In most urban schools, solid waste was collected and taken away by a waste disposal service (7/8 schools, 
although two of these schools also used incinerators). All participating rural schools burned or incinerated 
their solid waste (8/8 schools), including menstrual hygiene materials (Figure 13). Of the three urban and 
eight rural schools that had incineration facilities for solid waste, all were functional at the time of the 
study. 

 
FIGURE 13 WASTE DISPOSAL, RURAL SMA. PHOTO: SURVEYMETER 2014 
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In most schools, rubbish bins were located outside of latrines or outside of classrooms and many were 
uncovered (Figure 14). Few latrine compartments contained bins: only one urban school provided a means 
of disposal inside all latrines (Table 12) and two rural schools provided direct chutes to an incinerator. 
Students and teachers described girls being ashamed to dispose of sanitary pads in open bins and those 
located near classrooms or in view of other students. Instead, girls either did not change at school or took 
used pads home with them to dispose of. Lack of bins also contributed to open piles of rubbish, including 
menstrual pads, inside latrines resulting in smell and girls’ reluctance to use school facilities.  Confusion 
about how school waste was disposed of, and concerns that sanitary pads would be incinerated, also 
contributed to girls reluctance to change and dispose of materials at school. 

 

 

TABLE 12 DISPOSAL FACILITIES 

School disposal facilities Urban Rural 
Girls’ latrines that provide a container for disposing of menstrual hygiene materials 
All school latrines 1/8 0/8 
Some latrines 4/8 1/8 
None 3/8 7/8 
 

THE ‘IDEAL’ GIRLS’ LATRINE 
Girls described a number of features of the ‘ideal’ school latrine, particularly for girls who were 
menstruating. The key features are summarised in Box 4. The most important characteristics related to 
privacy, access to water for washing sanitary pads, and a clean and comfortable space to change. Most 
girls agreed that girls’ latrines should be separated from boys by a considerable distance and should also 
not be located too close to classrooms but not so far that they were difficult to access. Behind classroom 
blocks, in each corner of the school, and away from the cafeteria were suggested locations. There was 
little agreement on how many latrines were required, although many suggested that one toilet per class or 
one female and one male toilet per grade was ideal. Adequate space, lockable doors and provision of 
hooks, lighting and mirrors to assist with changing sanitary pads were also commonly suggested. 

To maintain cleanliness, girls suggested that there should be an officer appointed to be responsible for 
cleaning latrines, since students were generally too busy with studies. They also suggested that students 
needed to be given more awareness about the importance of maintaining clean facilities and good 
hygiene, with some students suggesting fines for those who did not maintain standards. 

The features required to make latrines accessible to students with a disability identified by students and 
teachers included improving the path to the facilities so that a wheelchair could pass easily, providing a 

A B 

FIGURE 14 SCHOOL RUBBISH BINS (A) URBAN SMA, (B) URBAN SMA. PHOTO: SURVEYMETER 2014 
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sitting toilet and also a holder or rail to assist students to stand and move in the latrine. Girls with physical 
disability emphasised the need for adequate space inside latrines and sitting rather than squat facilities: 

“The toilet room should be 2x2m wide, and have a sitting latrine.” (Female with physical disability, IDI, 
SMA, East Java, urban) 

 

Feature Rationale 
Adequate water with basins and buckets To wash menstrual pads. Also to maintain personal hygiene 

and cleanliness of latrines 
 
Large latrine compartments: wide and also tall enough to 
stand up in 

 
Space to change menstrual pads comfortably 

 
Separate location from boys’ latrines and not too close to 
classrooms 

 
To improve privacy 

 
Regular cleaning and adequate supply of cleaning 
materials 

 
Maintain clean floor and latrine and reduce smell 

 
Closed rubbish bin in each latrine 

 
To enable pads to be disposed of discretely 

 
Soap and tissue 

 
For personal hygiene 

 
Lamp, hook and mirror 

 
For adequate lighting to change pads, a hook to hang 
clothes while changing, and a mirror to check for stains 

BOX 4 KEY FEATURES OF THE ‘IDEAL’ GIRLS’ LATRINE 

 

 
FIGURE 15 GIRLS’ DRAWING OF THE IDEAL LATRINE. FGD, RURAL SMA. PHOTO: SURVEYMETER 2014 
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Key findings 
Adolescent girls face a number of challenges that impact on their ability to manage menstruation 
hygienically and with dignity in schools contributing to school absenteeism, reduced participation and 
performance at school, and potential health risks (Figure 7). 

Insufficient knowledge about menstruation, the menstrual cycle and MHM contribute to lack of 
preparation for menarche and associated fear, anxiety and embarrassment experienced by many girls at 
first menstruation. While mothers are an important source of information and support for girls, their own 
knowledge about menstruation and MHM is currently not sufficient to provide comprehensive and accurate 
information to girls. Similarly, schools and teachers are currently ill-equipped to provide information and 
advice about MHM because of lack of teachers’ knowledge, training and access to teaching materials. 
Inadequate knowledge and misconceptions / beliefs about MHM contribute to significant challenges 
managing menstruation at school. Specifically, uncertainty about how to dispose of sanitary pads and 
misconceptions that burning sanitary pads or not washing pads is harmful to health result in many girls 
being reluctant to change pads and other absorbent materials at school. 

Secrecy and beliefs that menstruation is unclean or dirty contribute to MHM practices that are not 
currently supported by school WASH facilities. Nearly all girls described a need to wash soiled sanitary 
pads prior to disposal, however the majority of schools did not provide adequate water or private spaces 
for such practices. Similarly, very few schools provided means of disposal inside latrine compartments, such 
that girls were unable to dispose of absorbent materials discretely. 

Inadequate water, sanitation and hygiene facilities at school also present challenges for menstruating 
girls. While this was not a significant factor in school absenteeism, it was a major contributor to unhygienic 
menstrual management practices at school. In addition to insufficient water for washing, including washing 
hands, unclean and small latrines and lack of privacy contribute to reluctance to change soiled sanitary 
pads at school. Subsequently, girls resorted to returning home to change absorbent materials or wear 
soiled materials for longer than eight hours. Nearly all WASH facilities were inaccessible to students with 
physical and/or sensory disability. 

Lack of appropriate, functional and sufficient numbers of WASH facilities to support MHM practices and a 
need to keep menstruation secret contribute to a significant fear of leakage or staining of clothes. This 
anxiety results in reduced participation in school activities, both academic and with peers, including 
reluctance to stand in front of the class or participate in physical education. 

In addition to reduced participation, current practices and challenges faced by girls in school also have 
potential health risks related to infection. Lack of hand-washing, using unclean or soiled materials, and 
vaginal douching have been suggested to increase the risk of infection, however robust evidence of the 
impact on reproductive and urinary tract infections is lacking.1 Girls in this study noted discomfort, irritation 
and genital itching associated with prolonged use of sanitary pads.  The lack of adequate supplies of 
water and soap for hand-washing also raise concerns about the risk of infection. 

Pain and other menstrual symptoms such as fatigue, lethargy and dizziness are also significant 
contributors to reduced participation and performance in school. While most girls said that they had not 
missed school because of menstruation, almost one in seven had missed one or more days during 
their last menstruation. Of these girls, pain and feeling unwell were the major reasons for school 
absenteeism, in addition to fear of staining. Almost all girls reported normally experiencing menstrual 
pain, and for a quarter pain was described as distressing or severe. Pain was a common reason for not 
participating in class and also contributed to poor concentration. Misconceptions about the safety of pain 
medications were common among girls, mothers and teachers, meaning that many girls were not able to 
adequately relieve these symptoms at school. Dizziness, fatigue and lethargy were also common 
complaints during menstruation, and it is possible that the numerous food restrictions during menstruation 
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could contribute to nutritional deficiencies, including iron deficiency. Household and smaller cross-sectional 
studies have estimated that between 22-44% of adolescent girls in Indonesia have iron deficiency 
anaemia, with consequences for school performance and future reproductive health.32 

Finally, menstruation also impacts on girls’ relationships, particularly with boys and men. Secrecy and 
taboos surrounding menstruation mean that girls are particularly concerned about boys knowing that they 
are menstruating and fear of being teased, compounded by concerns about leakage and staining at 
school. Notably, menarche brings with it new sociocultural and gender norms and expectations of girls 
regarding their relationships and interactions with boys. This is often in conflict with girls’ own increasing 
interest in relationships and dating. Some misconceptions about reproduction and the menstrual cycle may 
contribute to misunderstandings that put girls at risk of unintended pregnancy. 

 

 

FIGURE 16 SUMMARY OF KEY DETERMINANTS, CHALLENGES AND IMPACTS RELATED TO MHM 

 

 

Recommendations 
1. Improve access to, and quality of, education about menstruation and menstrual hygiene 

There is good evidence that educational interventions can improve MHM practices among girls and 
women,1 however approaches need to provide comprehensive and accurate information that addresses 
misconceptions, practices and practical advice for managing menstruation hygienically. It is therefore 
recommended coordination between the Ministry of Health (MoH) and Ministry of Education and Culture 
(MoEC) be strengthened to improve the provision of menstruation education through the current school 
curriculum and extra-curricular activities: 
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1.1. In addition to providing education as part of the standard curriculum through SMA and SMP 
schools, MoEC should ensure that menstruation education is compulsory in all primary schools to 
reach girls before menarche and reduce the associated fear, anxiety and lack of preparation at 
first menstruation. 
 

1.2. MoH should support expansion of the current content of menstruation education within the 
curriculum to include: 

1.2.1. Biology, accurate information about the menstrual cycle, and relationship to fertility and 
reproduction 

1.2.2. What to expect during menstruation (including common symptoms) 
1.2.3. Guidance about MHM, including practical information about management of menstruation 

at school 
1.2.4. Address common myths and misconceptions about menstruation and MHM. This should 

include culturally-sensitive guidance about traditional practices and beliefs, recognising 
important religious and other cultural restrictions while also addressing restrictions and 
other practices that may cause harm  

1.2.5. Promotion of respect for privacy and support for other students 
 

1.3. MoH and MoEC should support teachers to deliver menstruation education in school with 
appropriate training and teaching materials to increase knowledge and comfort discussing 
menstruation with students. Specifically, this should include additional training and materials 
addressing MHM so that teachers are better equipped to provide accurate advice and support 
to girls. 
 

1.4. MHM should be integrated into current health promotion and health education activities delivered 
through UKS, including health and hygiene education initiatives. This could include the use of 
trained peer educators and establishment of girl-friendly spaces in schools where a range of 
education materials and counselling could be provided, in addition to formal education about 
menstruation as part of the school curriculum. 
 

1.5. Boys also need information about menstruation, including education to improve support for girls 
and address concerns about teasing and lack of privacy. However aspects of menstruation 
education should be taught separately and preferably by a teacher of the same gender, so that 
both girls and boys can discuss sensitive issues more openly. 
 

1.6. MoH and MoEC should improve coordination between school and puskesmas to support the 
delivery of regular and more frequent health promotion by providers in schools. To improve 
accountability, consider including targets for school-based deliver of health promotion by 
puskesmas staff in the standard quality monitoring and reporting requirements for both schools 
and puskesmas.  
 

1.7. Mothers are an important and preferred source of information and advice for girls, but also a 
source of misconceptions. Therefore, the potential and feasibility of including mothers of 
adolescent students in school-based, extra-curricular menstruation education activities should be 
considered. Additionally, while beyond the scope of this study, integrating MHM into existing 
community-based WASH initiatives would also be critical to improving mothers’ knowledge and 
addressing community-wide attitudes and harmful food and social restrictions associated with 
menstruation. This is particularly important for addressing widespread beliefs about washing and 
disposal of pads. There is good evidence that education interventions targeting these 
stakeholders can reduce social restrictions.1 
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1.8. MoEC and MoH should coordinate with Indonesia’s inclusive education to increase accessibility to 
menstruation education, resources and activities for girls and boys living with disability (including 
consideration of information and education material formats that are accessible to students with 
visual or hearing impairment). This includes delivering MHM education and teacher training in 
special schools. 
 

1.9. Given the high coverage of commercial disposable sanitary pads, development partners could 
explore opportunities to engage with the private sector (sanitary pad manufacturers and 
distributors) to improve girls’ access to accurate information and promote safe MHM practices. 
Opportunities might include social marketing of pads targeting adolescent girls in schools, with 
inclusion of information materials and discrete bags for pad disposal. Social marketing 
approaches have shown some promise in terms of improved access to appropriate materials in 
other settings.33 

 
2. Provide menstrual hygiene materials and other commodities in schools 

 
2.1. MoEC and MoH should ensure schools have adequate resources to provide free or affordable 

disposable sanitary pads in school, either through the school canteen and/or UKS room. 
Adolescent girls should be consulted to identify preferred brands and products, methods of 
dispensing pads, and also affordability if pads cannot be provided free of charge.  
 

2.2. At a minimum, schools should be supported with adequate resources to provide free sanitary 
pads for emergencies. 
 

2.3. Teacher training and MHM education targeting girls and mothers should address misconceptions 
about the use of pain relief medication during menstruation. Simple treatments for menstrual pain, 
such as paracetamol, should be provided through the UKS room and appropriate school staff 
trained regarding the management of uncomplicated menstrual pain.  
 

2.4. Health checks delivered by puskesmas staff in school should include menstrual health, such as 
counseling about MHM, identification of dysmenorrhoea, and identification of possible iron 
deficiency (such as dizziness, fatigue) with improved referral linkages for students requiring 
additional medical assessment and care.  

 
3. Strengthen WASH facilities in school, prioritising those schools with the poorest facilities 

Greater coordination is required between the MoEC and the Ministry of Home Affairs to ensure that 
schools have sufficient, appropriate and functional WASH facilities that support safe, acceptable and 
discrete MHM. This includes improving existing facilities to meet the needs of menstruating girls and 
consideration of MHM when designing and building new facilities. Considerations include: 
 
3.1. Latrines: 

3.1.1. Ensure functional latrines are accessible to girls and boys at a ratio of 1/25 and 1/50, 
respectively. 

3.1.2. Provide latrines in a discrete and separate location to boys’ latrines including privacy walls 
to allow for discrete entry and exit from the latrine 

3.1.3. All doors should be lockable from the inside and provide adequate coverage to ensure 
privacy 

3.1.4. Enough space (width and height) to change and wash menstrual materials and clothes 
comfortably  

3.1.5. Consistent maintenance and cleaning of latrines, including 
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§ Clear designation and monitoring of cleaning responsibilities by cleaning staff and 
students. This should include monitoring and appropriate consequences for lack of 
compliance. 

§ Ensure a secure supply of cleaning products and equipment 
§ Ensure sufficient water for cleaning latrines adequately 

3.1.6. Additions of hooks, light and mirror inside the latrine to assist with changing absorbent 
materials and checking clothes for staining 

3.1.7. Ensure designated caretakers and funding for the operation and maintenance of functional 
latrines including the supply of soap, water, and tissue inside the latrine 

3.1.8. Ensure all waste water from latrines is managed and treated appropriately 
3.1.9. Ensure latrines meet minimum physical accessibility standards in line with Indonesia’s 

inclusive education approach.  Adaptations inside the latrine may include, handrails or 
ropes, widened cubicles and doorways and raised seats. Adaptions in the environment 
may include wide pathways, rope guides, access ramps as well as distance and location.   

 
3.2. Water and hygiene: 

3.2.1. Sufficient and reliable supply of water, that includes sufficient water for washing 
absorbent materials, and for flushing / cleaning latrines. This includes adequate water 
supply inside latrine compartments for flushing, anal cleansing and washing hands and 
absorbent materials. 

3.2.2. Provide buckets and basins for washing bodies, material and clothes in privacy with good 
drainage 

3.2.3. Provide soap and tissue for personal hygiene and anal cleansing in all latrines 
3.2.4. Ensure water supply and hygiene materials are accessible to girls with disabilities, 

including lower heights for tap stands. Consultation with students with disabilities and local 
Disabled Persons Organisations on accessible designs that best meet their needs as 
different types of impairments require different accessibility solutions.  
 

3.3. Disposal: 
3.3.1. Provide covered bins in all girls’ latrine compartments with regular emptying by a 

designated staff member. 
3.3.2. Attention should be given to how school waste is handled, recognising that incineration may 

not be appropriate for MHM based on girls’ current practices and beliefs. 
 

3.4. Include MHM indicators in the current criteria for UKS status. These could include the provision of 
MHM education as part of the curriculum; reliable and sufficient water supply inside girls’ latrine 
compartments; clean and functional latrines; covered bins provided in all girls’ latrine 
compartment; and provision of sanitary pads to girls in school. 
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APPENDIX 1. DATA DISAGGREGATED BY PROVINCE 
 

TABLE A SOCIO-DEMOGRAPHIC CHARACTERISTICS OF QUESTIONNAIRE RESPONDENTS, ADOLESCENT GIRLS 

Socio-demographic characteristics East Java 
(n=325) 

NTT 
(n=296) 

South 
Sulawesi 
(n=299) 

Papua 
(n=239) 

Age, mean years (SD)* 14.9 (1.7) 15.2 (1.9) 14.8 (1.7) 15.0 (1.7) 
Education level, n(%) 
Grade 7  50 (15.4%) 50 (16.9%) 46 (15.4%) 25 (10.5%) 
Grade 8  54 (16.6%) 54 (18.2%) 41 (13.7%) 46 (19.3%) 
Grade 9  50 (15.4%) 49 (16.6%) 47 (15.7%) 29 (12.1%) 
Grade 10  61 (18.8%) 48 (16.2%) 53 (17.7%) 44 (18.4%) 
Grade 11 55 (16.9%) 40 (13.5%) 57 (19.1%) 49 (20.5%) 
Grade 12 55 (16.9%) 55 (18.6%) 55 (18.4%) 46 (19.3%) 
Setting 
Urban 174 (53.5%) 144 (48.7%) 152 (50.8%) 107 (44.8%) 
Rural 151 (46.5%) 152 (51.4%) 147 (49.2%) 132 (55.2%) 
Religion, n(%) 
Islam 306 (94.2%) 12 (4.1%) 276 (92.3%) 120 (50.2%) 
Catholic 4 (1.2%) 174 (58.8%) 4 (1.3%) 46 (19.3%) 
Protestant 14 (4.3%) 108 (36.5%) 19 (6.4%) 72 (30.2%) 
Hinduism 1 (0.3%) 2 (0.7%) 0 (0%) 1 (0.4%) 
Respondents self-identifying as living with a 
disability, n(%) 

2 (0.6%) 0 (0%) 1 (0.3%) 0 (0%) 

Ever menstruated, n(%) 304 (93.5%) 241 (81.4%) 265 (88.6%) 228 (95.4%) 
Median age of menarche, years (IQR) 12 (11-13) 13 (13-14) 13 (12-13) 12 (12-13) 
 

TABLE B MENTRUAL HYGIENE PRACTICES DURING LAST MENSTRUAL PERIOD 

Menstrual hygiene practices East Java 
(n=304) 

NTT 
(n=241) 

South 
Sulawesi 
(n=265) 

Papua 
(n=228) 

Material used to manage menstrual bleeding, n(%)* 
Disposable sanitary pad 301 (99.0%) 237 (98.3%) 254 (95.9%) 226 (99.1%) 
Reusable cloth 11 (3.6%) 18 (7.5%) 37 (14.0%) 12 (5.3%) 
Cotton, mattress, sponge 1 (0.3%) 0 (0%) 1 (0.4%) 0 (0%) 
Natural materials 0 (0%) 0 (0%) 1 (0.4%) 0 (0%) 
Panty-liner 4 (1.3%) 0 (0%) 0 (0%) 0 (0%) 
Changed material every 4-8 hours or whenever 
soiled, n(%) 

190 (62.5%) 74 (30.7%) 146 (55.1%) 153 (67.1%) 

Washed genitalia at least once per day, n(%) 278 (91.5%) 236 (97.3%) 263 (99.3%) 227 (99.6%) 
Washed hands with soap before or after changing materials, n(%) 
Before 219 (72.0%) 118 (49.0%) 122 (46.0%) 132 (58.0%) 
After 296 (97.4%) 228 (94.6%) 248 (93.6%) 215 (94.3%) 
Before and after 216 (71.1%) 106 (44.0%) 112 (42.3%) 122 (53.5%) 
Reused menstrual materials, n(%) 3 (1.0%) 13 (5.4%) 5  (1.9%) 6  (2.6%) 
Washed materials with soap  2/3 4/13  1/5 1/6 
Dried materials in sunlight  2/3 13/13 4/5 5/6 
Disposal, n(%) 
Burnt 10 (3.3%) 9 (3.7%) 3 (1.1%) 17 (7.5%) 
Bin or landfill  169 (55.6%) 39 (16.2%) 186 (70.2%) 160 (70.2%) 
Pit latrine  16 (5.3%) 16 (16.6%) 4 (1.5%) 2 (0.9%) 
Flush down latrine 19 (6.3%) 128 (53.1%) 8 (3.0%) 12 (5.3%) 
Buried 73 (24.0%) 49 (20.3%) 64 (24.2%) 37 (16.2%) 
Other  17 (5.6%) 0 (0%) 0 (0%) 0 (0%) 
* More than one response possible 
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TABLE C SELF-REPORTED SCHOOL ABSENTEEISM DUE TO MENSTRUATION 

Self-reported impact on schooling East Java 
(n=304) 

NTT 
(n=241) 

South Sulawesi 
(n=265) 

Papua 
(n=228) 

Ever missed school because of 
menstruation, n(%) 

25 (8.2%) 41 (17.0%) 62 (23.4%) 41 (18.0%) 

Number of days of school missed during 
most recent menstruation, median days 
(IQR) 

2 (2-2) 2 (2-2) 2 (2-3) 2 (2-2) 

Number of school days missed during most recent menstruation (among those who have ever missed school), n(%) 
0 days 5/25 (20%) 5/41 (12.2%) 10/62 (16.1%) 6/41 (14.6%) 
1-2 days 18/25 (72%) 34/41 (82.9%) 41/62 (66.1%) 31/41 (75.6%) 
3 or more days 2/25 (8.0%) 2/41 (4.9%) 11/62 (17.7%) 4/41 (9.8%) 
Main reason for missing school, n(%) 
Afraid of staining clothes 3/25 (12.0%)  1/41 (2.4%) 14/62 (22.6%) 6/41 (14.6%) 
Afraid of odour 0/25 (0%) 3/41 (7.3%) 4/62 (6.5%) 3/41 (7.3%) 
Afraid of being teased 0/25 (0%) 1/41 (2.4%) 1/62 (1.61%) 0/41 (0%) 
Pain 9/25 (36.0%) 13/41 (31.7%) 24/62 (38.7%) 17/41 (41.5%) 
Fatigue 9/25 (36.0%) 2/41 (4.9%) 3/62 (4.8%) 0/41 (0%) 
Feel unwell 3/25 (12.0%) 18/41 (43.9%) 8/62 (12.9%) 8/41 (19.5%) 
Lack of private space to wash or change 1/25 (4.0%) 0/41 (0%) 2/62 (3.2%) 0/41 (0%) 
Lack of disposal facilities at school 0/25 (0%) 0/41 (0%) 1/62 (1.6%) 2/41 (4.9%) 
Unclean latrines 0/25 (0%) 1/41 (2.4%) 0/62 (0%) 2/41 (4.9%) 
No latrines for girls 0/25 (0%) 0/41 (0%) 0/62 (0%) 1/41 (2.4%) 
No access to pads/cloths 0/25 (0%) 2/41 (4.9%) 1/62 (1.6%) 2/41 (4.9%) 
Religious or cultural restrictions 0/25 (0%) 0/41 (0%) 1/62 (1.6%) 0/41 (0%) 
Too depressed or irritable 0/25 (0%) 0/41 (0%) 2/62 (3.2%) 0/41 (0%) 
Other…”My parents ask me not to go to 
school” 

0/25 (0%) 0/41 (0%) 1/62 (1.6%) 0/41 (0%) 

 

TABLE D KNOWLEDGE ABOUT MENSTRUATION 

Knowledge about menstruation East Java 
(n=325) 

NTT 
(n=296) 

South 
Sulawesi 
(n=299) 

Papua 
(n=239) 

Heard of menstrual hygiene materials, n(%) 
Disposable sanitary pad 325 (100%) 296 (100%) 299 (100%) 239 (100%) 
Reusable pad or cloth 35 (10.8%) 19 (6.4%) 88 (29.4%) 46 (19.3%) 
Tampon 8 (2.5%) 2 (0.7%) 0 (0%) 5 (2.1%) 
Menstrual cup 0 (0%) 0 (0%) 1 (0.3%) 0 (0%) 
Median knowledge score (out of 15) (IQR) 10 (8-11) 9 (7-10) 9 (7-10) 9 (7-11) 
Proportion who correctly answered, n(%) 
Menstruation happens to girls and boys (F) 322 (991%) 265 (89.5%) 262 (87.5%) 218 (91.2%) 
Menstruation is a normal process (T) 305 (93.9%) 258 (87.2%) 244 (81.6%) 209 (87.5%) 
Menstruation is a disease (F) 296 (91.1%) 229 (77.4%) 203 (67.9%) 185 (77.4%) 
Normally a girl menstruates about once every month (T) 288 (88.6%) 251 (84.8%) 235 (78.6) 206 (86.3%) 
Menstruation is controlled by hormones (T) 187 (57.4%) 55 (18.58%) 109 (36.5%) 95 (39.8%) 
Older women eventually stop menstruating (T) 291 (89.5%) 223 (75.3%) 240 (80.3%) 186 (77.8%) 
Menstruation signifies that a girl is biologically able to get 
pregnant (T) 

249 (76.6%) 218 (73.7%) 207 (69.2%) 175 (73.2%) 

It is dangerous for a girl to do physical activity during 
menstruation (F) 

96 (29.5%) 69 (23.2%) 57 (19.1%) 73 (30.5%) 

It is healthy for a girl to bathe during menstruation (T) 223 (68.6%) 153 (51.7%) 203 (67.9%) 188 (78.7%) 
There are some foods that girls should avoid during 
menstruation (F) 

12 (3.7%) 31 (10.5%) 14 (4.7%) 13 (5.4%) 

Menstrual blood contains dangerous substances (F) 64 (19.7%) 77 (26.0%) 62 (20.7%) 73 (30.5%) 
Menstrual blood comes from the uterus / womb (T) 178 (54.8%) 130 (43.9%) 118 (39.5%) 130 (54.4%) 
A girl is dirty or unclean during menstruation (F) 45 (13.9%) 162 (54.7%) 43 (14.4%) 67 (28.0%) 
Pregnant women menstruate (F) 254 (78.2%) 185 (62.5%) 213 (71.2%) 151 (63.2%) 
Menstruation is a sign that a girl has reached puberty (T) 317 (97.5%) 277 (93.6%) 289 (96.7%) 230 (96.2%) 
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TABLE E CURRENT AND PREFERRED SOURCES OF MENSTRUATION-RELATED INFORMATION 

Current and preferred sources of information East Java 
(n=325) 

NTT 
(n=296) 

South 
Sulawesi 
(n=299) 

Papua 
(n=239) 

First source of information about menstruation, n(%) 
Mother 208 (64%)                      198 (66.9%) 153 (51.2%) 124 (51.9%) 
Father 0 (0%) 0 (0%) 0 (0%) 1 (0.4%) 
Sister 16 (4.9%) 14 (4.7%) 26 (8.7%) 20 (8.4%) 
Female relative 7 (2.2%) 1 (0.3%) 16 (5.4%) 5 (2.1%) 
Teacher 26 (8.0%) 70 (23.7%) 20 (10.0%) 50 (20.9%) 
Friend 65 (20.0%) 9 (2.0%) 71 (23.8%) 30 (12.6%) 
Health worker 0 (0%) 1 (0.3%) 0 (0%) 2 (0.8%) 
Television 0 (0%) 0 (0%) 1 (0.3%) 1 (0.4%) 
Book, magazine, newspaper 1 (0.3%) 3 (1.0%) 1 (0.3%) 6 (2.5%) 
Internet 0 (0%) 0 (0%) 0 (0%) 0 (0%) 
Ever received information about menstruation at school, 
n(%) 

290 (89.2%) 260 (87.8%) 200 (66.9%) 204 (85.4%) 

Preferred source of information, n(%)* 
Mother 315 (96.9%) 284 (96.0%) 284 (95.0%) 222 (92.9%) 
Father 4 (1.2%) 3 (1.0%) 10 (3.3%) 6 (2.5%) 
Female relative 131 (40.3%) 203 (68.6%) 190 (63.6%) 141 (59.0%) 
Teacher 104 (32.0%) 113 (38.2%) 93 (31.1%) 108 (45.2%) 
Friend 125 (38.5%) 121 (40.9%) 125 (41.8%) 67 (28.0%) 
Health worker in school 118 (36.3%) 75 (25.3%) 29 (9.7%) 28 (11.7%) 
Health worker in clinic 88 (27.1%) 55 (18.6%) 57 (19.1%) 65 (27.2%) 
Peer educator 35 (10.8%) 20 (6.8%) 30 (10.0%) 22 (9.2%) 
Community workshops 5 (1.5%) 1 (0.3%) 0 (0%) 3 (1.3%) 
Television 1 (0.3%) 0 (0%) 3 (1.0%) 1 (0.4%) 
Book, magazine, newspaper 11 (3.4%) 2 (0.7%) 7 (2.3%) 12 (5.0%) 
Internet 30 (9.2%) 11 (3.7%) 36 (12.0%) 14 (5.9%) 
* More than one response possible 

 
TABLE F ATTITUDES TOWARDS MENSTRUATION 

Attitudes East Java 
(n=325) 

NTT 
(n=296) 

South Sulawesi 
(n=299) 

Papua 
(n=239) 

Community attitudes (reported by girls), n(%) 
Menstruating girl is considered unclean 31 (9.5%) 6 (2.0%) 102 (34.1%) 26 (10.9%) 
Menarche is celebrated by family or 
community 

8 (2.5%) 5 (1.7%) 112 (37.5%) 8 (3.4%) 

Considered shameful or taboo to discuss 
menstruation 

53 (16.3%) 57 (19.3%) 93 (31.1%) 77 (32.2%) 

Post-menarchal girls’ attitudes towards first menstruation, n(%) 
Happy 107/304 (35.2%) 128/241 (53.1%) 67/265 (25.3%) 61/228 (26.8%) 
Proud 66/304  (21.7%) 119/241 (49.4%) 49/265 (18.5%) 53/228 (23.3%) 
Embarrassed 78/304  (25.7%) 78/241 (32.4%) 105/265 (39.6%) 82/228 (36.0%) 
Ashamed 3/304  (1.0%) 11/241 (4.6%) 12/265 (4.5%) 10/228 (4.4%) 
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TABLE G SCOOL SANITATION FACILITIES 

School sanitation facilities East Java NTT South 
Sulawesi 

Papua 

Student : latrine ratio 34:1 
(2889/84) 

126:1 
(2771/22) 

124:1 
(2365/19) 

109:1 
(3489/32) 

Female student : latrine (accessible to female 
students) ratio 

27:1 
(1546/58) 

99:1 
(1488/15) 

88:1 
(1235/14) 

71:1 
(1850/26) 

Proportion of schools with separate latrines for girls 
All latrines separate 2/4 2/4 2/4 1/4 
Some separate 0/4 1/4 0/4 1/4 
None separate 2/4 1/4 2/4 2/4 
Proportion of latrines accessible to girls that are:  
Functional 44/58 13/15 14/14 21/26 
Partially functional 12/58 1/15 0/14 0/26 
Clean 18/58 0/15 0/14 0/26 
Somewhat clean 34/58 13/15 0/14 9/26 
Light 19/58 2/15 0/14 0/26 
Somewhat light 37/58 13/15 5/14 9/26 
Functional, clean and light 6/58 0/15 0/14 0/26 
Proportion of girls’ latrines that are lockable  
All school latrines 2/4 0/4 4/4 1/4 
Some latrines 2/4 2/4 0/4 3/4 
None 0/4 2/4 0/4 0/4 
Proportion of latrines that are accessible to students with disability 
All school latrines 0/4 0/4 1/4 0/4 
Some latrines 3/4 1/4 1/4 1/4 
None 1/4 3/4 2/4 3/4 
 

TABLE H WATER AND HAND-WASHING FACILITIES 

School water and hand-washing facilities East Java NTT South 
Sulawesi 

Papua 

Proportion of schools with a functional water source  
Fully functioning (as designed) 4/4 3/4 4/4 4/4 
Partially functioning (in working order but not as designed) 0/4 1/4 1/4 0/4 
Water available for hand-washing  
At all washing facilities 3/4 1/4 0/4 0/4 
In more than 50% of facilities 1/4 1/4 3/4 1/4 
In 50% of facilities or fewer 0/4 0/4 1/4 ¾ 
No water available 0/4 2/4 0/4 0/4 
Soap available for hand-washing at washing stations 
At all washing facilities 0/4 1/4 0/4 0/4 
In more than 50% of facilities 0/4 0/4 0/4 1/4 
In 50% of facilities or fewer 1/4 0/4 1/4 1/4 
No soap available 3/4 3/4 3/4 2/4 
 

TABLE I DISPOSAL FACILITIES 

School disposal facilities East Java NTT South 
Sulawesi 

Papua 

Girls’ latrines that provide a container for disposing of menstrual hygiene materials 
All school latrines 0/4 0/4 0/4 1/4 
Some latrines 2/4 1/4 2/4 0/4 
None 2/4 3/4 2/4 3/4 
 

 

 


