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Figure 20. Proportion of Indonesian children 0-59 months by nutritional status (composite of 
weight and height): Riskesdas 2007-2013 

 
 

Figure 21. Prevalence of underweight (WFA<-2SD) for children 0-59 months by province, Riskesdas 
2007-2013 
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Figure 22. Prevalence of stunted (HFA<-2SD) for children 0-59 months by province, Riskesdas 2007-
2013 

 
 

Figure 23. Prevalence of wasted (WFH<-2SD) for children 0-59 months by province, Riskesdas 2007-
2013 

 
Figures 24, 25 and 26 present the district variations in terms of prevalence of underweight, 
stunting, as well as wasting for children under age 5 in 2013. These figures present the disparity of 
malnourished prevalence for children under 5 years among districts within each province. For the 
prevalence of underweight as shown in Figure 24, large differences occurred in Sulawesi Barat, 
Maluku Utara, Sulawesi Tenggara, Maluku, Papua Barat, Kep. Bangka Belitung, and also DI 
Yogyakarta. Meanwhile, for the prevalence of stunting large differences occurred in Sulawesi Barat, 
DKI Jakarta, Kep. Bangka Belitung, Sulawesi Tenggara, and Nusa Tenggara Barat (Figure 25). 
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Figure 24. Prevalence of underweight (WFA<-2SD) for children 0-59 months according to district 
variation by province, Riskesdas 2013 

 
Figure 25. Prevalence of stunted (HFA<-2SD) for children 0-59 months according to district 

variation by province, Riskesdas 2013 

 
Very large differences were found in the prevalence of wasting (Figure 26) explaining that food 
supplementation distribution may not be effective enough to reduce the problem. It could be 
because the number of affected children is too many, or it was not long enough to give food 
supplementation, or perhaps other family members also have consumed the food.  
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Figure 26. Prevalence of wasted (WFH<-2SD) for children 0-59 months according to district 
variation by province, Riskesdas 2013 

 
 

One of the reasons why the nutritional status of children under 5 has not improved, perhaps 
because of declining coverage of children coming to the Posyandu for regular monitoring of their 
growth. Figure 27 gives the evidence about the proportion of children under 5 years with growth 
monitoring within the last 6 months from 2007 to 2013. More children (34.3%) have never come to 
Posyandu, and only 44.6 percent children have come more than 4 times at the last 6 months. 
Monthly monitoring is very important to evaluate a child’s growth, if it is deteriorating then there 
is still the opportunity for improvement.  

Figure 28 presents the trends of growth monitoring ≥ 4 times within the last 6 months for 
children under 5 years of age by province from 2007 to 2013. It varies from the lowest in Sumatera 
Utara (only 12.5%) to the highest in DI Yogyakarta (79%). Almost all provinces showed a declining 
coverage, except NTB and Jawa Timur. 

 

Figure 27. Proportion of children under-fives years with growth monitoring within the last 6 
months, Riskesdas 2007-2013 
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Figure 28. Proportion of children under-fives years with growth monitoring ≥ 4 times within the 
last 6 months by province, Riskesdas 2007-2013 

 
With all problems with children under 5, malnutrition continues to the older ages from 5 to 18 
years. Figure 29 presents the prevalence of stunted children 5-18 years by gender according to 
Riskesdas 2013. It shows that the peak was 40.2 percent for boys age 13 years old, and 35.8 percent 
for girls age 11 years old. One can explain that they were born 11-13 years ago when crisis 
happened from their mother who gets pregnant in the years from 1998 to 2000.  

 

Figure 29. Prevalence of stunted children 5-18 years by gender, Riskesdas 2013 
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because of several factors that may relate to poverty. Figure 30 presents evidence that large 
differences in stunting occur between the poorest and the richest in terms of the magnitude of 
stunting. It is interesting to note that even among the richest quintile that the prevalence of 
stunting still exists, it could be related to nutrition knowledge and behavior. 
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Figure 30. Prevalence of stunted children 5-18 years by gender and wealth quintiles, Riskesdas 
2013 

  
 

Overall, the prevalence of wasting in 2013 among children 5 to 18 years is almost the same level 
with children under 5 years of age, it’s about 11 percent. Figure 31 shows that the peak is among 
children at age 11 years for girls and at age 12 years for boys. The prevalence of wasting is higher 
among boys than girls. As mentioned before wasting is the condition of acute malnutrition, as an 
effect of less daily food intake. The prevalence of wasting is higher among boys and may relate to 
their physical activity which is usually more active than girls.  

On the other hand, overweight for children age 5 to 18 years has not been too high compared with 
stunting and wasting, except for age 5 to 10 years (about 10 to 11%). The prevalence of 
overweight children is declining for children age 11 to 18 years. The same pattern with wasting, 
the prevalence of overweight is more likely higher among boys than girls for age 5 to 14 years, 
then stays at the same level for ages 15 to 18 years.  

 

Figure 31. Prevalence of wasted and overweight children 5-18 years by gender, Riskesdas 2013 
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Comparing Indonesian children with the 2007 WHO standards (WHO, 2007) for mean height as 
presented in Figures 32 and 33, it is clear that the difference is very wide when they reach age 18 
years meaning the Indonesian children chronically fail to grow which is evidence that they were 
born also from stunted mothers.  

Figure 32. The change of mean height for Indonesian children 5-18 years compare to 2007 WHO 
standards by gender, Riskesdas 2007-2013 

  
 

Figure 33. The change of mean height for Indonesian children 5-18 years compare to 2007 WHO 
standards by gender and residence, Riskesdas 2013 
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Indonesian children. The differences in mean height by residence as shown in Figure 33, boys who 
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live in urban are more likely taller 2.7 cm than boys who are live in rural area when they reach age 
18 year, and for girls, the difference is 1.7 cm between urban and rural. 

The intergenerational influences is one explanation for this condition. Riskesdas 2007 and 2010 
show the evidence for the prevalence of stunting among women at reproductive ages 15-49 years 
which was about 10 percent (the mean height <145 cm) or about 30 percent (the mean height 
<150 cm). The condition is getting worse when the pregnancy occurs at younger ages (<20 years).  

The direct cause of malnutrition is associated with food intake as a result of unbalanced, 
insufficient of less intake cumulatively, and also infections and malnutrition have always been 
associated. When children do not have enough food intake for a long time, they will become 
severely malnourished and associated with poor immune response to infection. Severe 
malnutrition, especially in young children can lead to death. Chronic malnutrition refers to lower 
intake of nutrients than the body needs for a long period of time. The occurrence of stunting in 
Indonesia could be because of hunger, combined with infectious diseases as explained in the 
previous section.  

Table 11 and Table 12 present the mean intake of some nutrients (energy, carbohydrate/CHO, 
protein, fat, and fiber) by age and gender based on data from Riskesdas 2010. Comparing with the 
Indonesia recommended dietary allowance (RDA), for younger children age 0 to 3 years, the mean 
intake is more likely to exceed the RDA (>100% to RDA) for energy, CHO, protein, and also fat 
(Kartono, D. et.al, 2012). The consumption levels for energy, CHO and fat start to deteriorate 
from age 4 up to age 18 for both boys and girls. The protein intake is fine up to age 6, then 
falling from age 7 to age 18. The type of food eaten by Indonesian children is more likely to 
contain less fiber, as seen in Table 12, the fiber intake is only less than 20 percent of the RDA for 
boys and girls at all ages. If this daily intake occurs for several years then undernourished children 
that are chronically malnourished are more likely to become short. For girls are more likely to give 
birth to smaller sized babies who will later have lower levels of educational achievement. 
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Table 11. Mean Nutrient intake by age and gender, Riskesdas 2010 

Age (in 
years) 

Boys Girls 
Energy CHO Protein Fat Fiber Energy CHO Protein Fat Fiber 
Kkal (gram) (gram) (gram) (gram) Kkal (gram) (gram) (gram) (gram) 

0 843.6 107.1 26.0 30.7 1.1 804.3 104.9 25.8 29.2 1.0 
1 1289.2 175.4 47.7 46.1 2.7 1201.3 161.1 43.7 42.6 2.7 
2 1558.3 210.9 57.8 53.9 3.6 1485.9 201.0 55.8 50.7 3.6 
3 1510.7 206.7 54.9 51.3 4.1 1461.5 200.9 53.6 49.4 3.9 
4 1456.5 203.9 52.9 47.8 4.4 1341.0 188.0 47.7 43.9 4.3 
5 1362.0 195.2 47.6 42.8 4.6 1291.5 183.5 44.7 41.6 4.6 
6 1287.8 185.3 45.3 39.9 4.8 1263.2 182.0 44.0 39.8 4.8 
7 1281.3 188.0 44.4 38.7 5.1 1260.5 180.6 44.1 39.5 5.0 
8 1328.9 193.7 45.2 40.7 5.3 1268.0 182.2 44.5 39.4 5.2 
9 1292.5 189.6 45.8 40.0 5.3 1282.6 186.2 44.4 39.9 5.5 
10 1319.5 195.0 44.5 39.4 5.6 1264.8 185.4 43.9 38.5 5.4 
11 1349.9 200.3 46.5 40.2 5.7 1288.7 188.2 45.1 39.3 5.6 
12 1355.4 198.9 46.8 41.6 5.9 1308.2 190.6 44.9 39.9 5.8 
13 1384.1 206.7 47.0 40.0 5.9 1287.3 188.2 45.1 39.6 5.7 
14 1390.5 209.7 46.4 39.7 6.1 1276.9 187.9 44.6 37.6 5.9 
15 1459.7 219.9 49.5 42.3 6.6 1280.1 187.4 44.9 39.0 5.8 
16 1459.5 219.8 49.3 41.7 6.5 1303.5 189.8 45.9 40.2 6.0 
17 1526.6 234.1 51.0 41.9 6.8 1280.9 186.6 44.9 38.5 5.9 
18 1494.6 229.2 48.9 41.5 6.4 1303.3 189.6 45.3 39.6 6.1 

 

Table 12. Mean Nutrient intake (% to RDA) by age and gender, Riskesdas 2010 

Age (in 
years) 

Boys Girls 
Energy CHO Protein Fat Fiber Energy CHO Protein Fat Fiber 

0 116.4 130.6 144.4 85.4 10.6 110.9 128.0 143.4 81.1 10.4 
1 114.6 113.2 183.4 104.8 17.1 106.8 103.9 168.3 96.8 16.6 
2 138.5 136.1 222.5 122.4 22.2 132.1 129.7 214.7 115.1 22.2 
3 134.3 133.4 211.3 116.5 25.9 129.9 129.6 206.3 112.2 24.3 
4 91.0 92.7 151.1 77.1 19.8 83.8 85.4 136.3 70.8 19.6 
5 85.1 88.7 136.0 69.1 20.7 80.7 83.4 127.7 67.0 20.8 
6 80.5 84.2 129.4 64.4 21.9 78.9 82.7 125.6 64.3 21.9 
7 69.3 74.0 90.6 53.8 19.6 68.1 71.1 90.0 54.9 19.4 
8 71.8 76.3 92.3 56.5 20.5 68.5 71.7 90.8 54.7 19.9 
9 69.9 74.7 93.4 55.6 20.3 69.3 73.3 90.5 55.4 21.0 
10 62.8 67.5 79.4 56.2 19.3 63.2 67.4 73.1 57.4 19.4 
11 64.3 69.3 83.0 57.4 19.8 64.4 68.4 75.2 58.6 20.1 
12 64.5 68.8 83.5 59.4 20.2 65.4 69.3 74.9 59.5 20.6 
13 55.9 60.8 65.3 48.1 17.0 60.6 64.4 65.4 55.8 19.1 
14 56.2 61.7 64.5 47.8 17.5 60.1 64.4 61.9 53.0 19.7 
15 59.0 64.7 68.7 51.0 18.8 60.2 64.2 62.4 54.9 19.4 
16 54.6 59.7 74.6 46.9 17.7 61.3 65.0 77.9 56.6 20.0 
17 57.1 63.6 77.3 47.1 18.4 60.3 63.9 76.1 54.2 19.8 
18 55.9 62.3 74.0 46.7 17.4 61.3 64.9 76.8 55.8 20.3 
 

Smoking is another risk factor for Indonesian children. It causes serious risks to respiratory health 
both in the short and long terms. The earlier children become regular smokers and persist in the 
habit as adults, the greater the risk of developing lung cancer or heart disease.  
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According to Riskesdas 2013, the proportion of children who have ever smoked continues to 
increase by age. It starts at age 10 for boys, or perhaps younger which can be seen at Table 13 that 
0.4 percent of boys aged 10 years are classified as ex-smokers. The proportion of daily smokers 
among boys increases with age from 0 percent of 10 year olds to 28.7 percent of 18-year olds. 
Overall, almost half (43.9 %) of boys age 18 are smokers.  

 

Table 13. Proportion smoking among children 10-18 year by gender, Riskesdas 2013 

Age (in 
years) 

Boys Girls 

Daily 
smokers 

Occasional 
Smokers 

Ex-
Smokers 

Not 
smokers 

Daily 
smokers 

Occasional 
Smokers 

Ex-
Smokers 

Not 
smokers 

10 0.0 0.1 0.4 99.4 0.0 0.0 0.0 100.0 
11 0.1 0.7 0.7 98.6 0.0 0.0 0.0 99.9 
12 0.3 1.0 0.9 97.8 0.0 0.0 0.0 99.9 
13 1.0 2.2 2.0 94.8 0.0 0.1 0.0 99.9 
14 4.0 5.2 2.7 88.1 0.0 0.1 0.1 99.7 
15 8.6 9.8 3.7 77.9 0.0 0.1 0.2 99.6 
16 15.1 13.3 3.6 68.0 0.1 0.2 0.2 99.5 
17 22.8 15.4 4.2 57.5 0.1 0.3 0.3 99.2 
18 28.7 15.2 4.0 52.1 0.4 0.2 0.4 98.9 
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6. Discussion: Health and Nutrition Care 
for Indonesian Children 

 

 

 

Most health and nutrition services for children in Indonesia are provided in health facilities by the 
local government. The core interventions usually focus only on maternal care and children under 5 
years of age, including health promotion, growth monitoring and promotion, nutrition education, 
counseling during antenatal and postnatal services, and breastfeeding practices. The services 
reach communities through health facilities, such as Polindes, Poskesdes, Pustu, and Puskesmas, and 
also Posyandu or Pos PAUD. However, weaknesses in the health system and issues associated with 
institutional capacity to cover all children 0-18 years of age require increases in staffing and better 
distribution of facilities and staff.  

The national policies on the school health program (Usaha Kesehatan Sekolah/UKS) have been 
developed since the 1950s, and in the 1970s a task force for education and health was formed to 
implement health at the primary school, and in 1984 a school health policy was established 
memorandum of understanding (MOU) that involved four ministries (education, health, religious 
affairs, and home affairs), continued with revised MOU in 2003. However, currently this UKS 
program is not sustainable or many units do not operate optimally.  

UKS should be revitalized for the purpose of improving the quality of education and student 
learning achievement by strengthening healthy life skills of students and preventing school 
children from illness such as diarrhea, or acute respiratory diseases, and other infectious diseases. 
Actually, the major activities of the UKS program have been set completely to make children 
physically healthy, including such activities as: i) health education (little doctors, and hand washing 
campaign); ii) health services at school-UKS room (height and weight measurements, healthy 
canteen, immunization, deworming, iron tablets for girls, health check, referral to health 
center/Puskesmas or hospital); and iii) healthy school environment (improving school sanitation 
facilities, access to safe and clean water, greening of schools). 

Another program which should also be provided and maintained is the food supplementation 
program. Indonesian children who attend the school, are usually deficit in nutrients intake, 
providing healthy food to children will improve their capacity to learn. As explained before, the 
deficit in nutrient intake starts at age 7 and continues to age 18. A program providing healthy 
meals for school age children is a must to help prevent hunger and malnourishment.  

Food supplementation for school age children is an expensive program. However, each district 
could source more foods locally and provide complimentary educational activities to students that 
emphasize food, farming, and nutrition. With the current condition that almost 40 percent of all 
Indonesian children are stunted, chronically malnourished and unhealthy, the nationwide 
program is needed to enrich children’s bodies and minds. Besides, this program may also support 
local economies where foods are produced to supply school canteens.  

Indonesia, with all the variations of food that can be produced locally, will bring opportunities for 
local food producers. It is a win-win solution to bring farm to school which includes of all types of 
producers and food business including farmers, fishermen, as well as food distributors. Investing in 
school health and nutrition is a strategic element in the effort to develop healthier and better 
nourished children to stay in school longer, learn more, and become healthier and more 
productive adults. Girls who stay in school longer will tend to delay childbearing longer and will 
reduce intergenerational effect of lowered birth rate and better birth outcomes, and reduce the 
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number of low birth weight babies. Improving health and nutrition at school age is an important 
policy for the short-term as well the long-term programs.  

Responsibility for delivery of program to improve children health and nutrition should be shared 
among the central government, provinces, and districts with an important taken by district 
governments. Policy, strategy, standard and guidelines can be provided by the central 
government, the provinces are responsible for planning and quality assurance, while districts 
manage the resources and program implementation that addresses local needs. 

Another issue that needs attention is a high risk group for school age girls, especially for those 
start entering the vulnerable child bearing years. For Indonesia, girls start their reproductive age at 
10 years or younger. Girls are the key to health of future generations. It is important to ensure that 
girls are well nourished and healthy. From the previous paragraph, 20 to 30 percent of Indonesian 
girls are stunted and they will also need iron supplementation before their reproductive years 
begin. Schools can provide the program that can easily reach the girls in providing them health 
and nutrition knowledge.  

School age children have many risks in terms of smoking, alcohol, reproductive and sexual health, 
including HIV/AIDS. They should have an access to information in order to be able to protect 
themselves from high risk behaviors. Schools are the places for reaching all Indonesian young 
children with the information and education that will help them understand for choosing healthier 
and safer lives. Schools are also the best media for promoting a balance diet that are consists of 
appropriate nutrition, food choices, and physical activity to maintain their normal weight. 
Promoting healthy life from young children is important and it is very effective as children will 
practices to alleviating the significant burden of obesity and non-communicable diseases. 

With all the issues of Indonesian children, there are phases that need to be implemented using a 
continuum of care approach from birth to 18 years. Start with babies born up to 6 months which 
should have exclusive breast feeding, immunization, growth monitoring, and development plus 
stimulation. Continue from 6 months to 2 years with complementary feeding, immunization, 
growth monitoring and development plus stimulation. From 2 to 3 years continue with growth 
monitoring and stimulation, which is more frequent stimulation. From 3 to 6 years of age continue 
with daily activities for learning and playing to make them ready to go to school, for age 7 to 12 
years and 13 to 18 years. (Figure 34). 

Figure 34. Continuum of care: Life Cycle Approach 
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7. Conclusions and Recommendations 
 

 

 

Indonesian children are facing serious problems on their health and nutrition. Nationally, 38.5 
percent of children aged 0-6 years are sick during a mont, declining into 28 percent for age 7 years 
and 17 percent for age 18 years. They are also malnourished with the prevalence from about 60 
percent for children under 5, and about 40 percent for the children above 5 years of age. There are 
variations which exist between provinces as well as districts.  

The direct cause of malnutrition is associated with food intake, unbalanced diets of lower intake 
cumulatively, and also infections (associated with malnutrition). The occurrence of stunting in 
Indonesia could be because of hunger, combined with infectious diseases. This is made worse 
when immunization for young children does not cover all children as well as when growth 
monitoring and nutrition promotion are not carried out on a comprehensive basis. 

It is important to understand that malnutrition, especially stunting is associated with poor 
cognitive development, causing late entry into school, decreasing years of schooling, and 
reducing productivity. Cognitive skills of children entering school were associated with early 
stunting suggesting that interventions preventing this problem should start from adolescent girls 
before getting married and pregnant.  

With all the problems facing Indonesian children, school health and nutrition becomes a very 
important investment that can be implemented through Usaha Kesehatan Sekolah (UKS) which 
already exists. Revitalization of UKS as a program for school age children needs to be supported by 
local government with guidance from province and central governments. It is necessary to assess 
the capacity of human resources at various levels (district, province, and national levels) for 
implementation of school health and nutrition interventions.  

Bettering health and nutrition among the school-age children is a strategic element in the effort to 
develop the community as a whole. The benefit from improving health and nutrition at school age 
will solve the intergenerational issue that Indonesia is facing right now for the purpose of better 
future development. 
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Appendix 
 

 

 

Table A1. Number of Population 0-19 years by age groups, gender, and province, Population projection 2014 (in ‘000) 

Province Boys Girls 
0-4 5-9 10-14 15-19 0-4 5-9 10-14 15-19 

Aceh 288.6 264.0 239.2 232.0 277.3 251.5 230.2 226.3 
Sumatera Utara 802.3 759.9 704.7 672.5 774.0 721.9 673.4 648.9 
Sumatera Barat 279.9 266.1 250.6 238.4 269.3 254.8 241.2 232.9 
Riau 364.1 327.7 306.2 286.7 348.9 309.4 292.4 276.5 
Jambi 165.2 162.7 157.5 152.1 158.8 158.0 154.4 147.2 
Sumatera Selatan 412.6 394.3 376.5 362.7 395.8 373.0 358.4 346.1 
Bengkulu 92.9 91.2 87.8 85.9 89.1 86.0 83.5 82.5 
Lampung 409.6 389.2 369.0 365.1 392.6 368.3 349.4 341.7 
Bangka Belitung 65.8 64.0 61.7 60.6 63.1 60.8 58.9 57.3 
Kepulauan Riau 111.1 105.0 87.3 61.4 106.9 99.1 82.7 60.5 
DKI Jakarta 480.3 424.8 367.6 350.9 462.8 398.0 353.4 372.0 
Jawa Barat 2,235.9 2,134.5 2,106.4 2,103.4 2,137.0 2,019.7 2,010.6 2,022.2 
Jawa Tengah 1,421.8 1,432.1 1,440.1 1,452.7 1,345.6 1,360.3 1,371.7 1,374.6 
DI Yogyakarta 139.4 135.2 133.0 136.2 133.2 127.7 126.8 132.2 
Jawa Timur 1,512.0 1,557.2 1,561.5 1,572.8 1,450.3 1,484.4 1,496.2 1,516.7 
Banten 623.9 571.8 532.5 541.4 598.5 540.8 505.0 513.5 
Bali 167.9 181.9 173.6 157.7 160.4 170.4 163.9 151.3 
Nusa Tenggara Barat 259.1 247.7 232.1 224.2 249.4 235.9 222.0 217.5 
Nusa Tenggara Timur 315.0 303.9 288.5 262.9 304.8 297.1 275.1 248.4 
Kalimantan Barat 253.7 237.5 227.9 222.7 243.2 225.8 218.3 214.6 
Kalimantan Tengah 126.2 120.7 114.6 112.0 120.9 114.0 109.7 107.1 
Kalimantan Selatan 209.6 193.5 178.7 171.1 201.9 182.6 169.4 162.5 
Kalimantan Timur 212.0 195.6 185.8 176.1 202.1 183.3 175.4 165.9 
Sulawesi Utara 107.7 105.8 105.6 103.0 102.2 101.1 99.4 97.2 
Sulawesi Tengah 152.4 136.9 134.0 133.8 147.1 128.4 126.6 127.4 
Sulawesi Selatan 427.5 414.7 412.1 411.3 410.1 396.2 392.4 397.8 
Sulawesi Tenggara 150.7 145.5 130.0 120.9 143.8 137.3 123.4 115.7 
Gorontalo 55.7 54.3 54.3 54.4 53.5 51.3 52.0 53.7 
Sulawesi Barat 72.8 68.2 66.2 63.8 70.1 64.2 62.9 61.1 
Maluku 100.9 94.3 90.8 86.0 96.9 88.3 85.7 80.1 
Maluku Utara 69.9 66.9 61.4 56.2 67.0 64.0 58.5 52.2 
Papua Barat 47.9 46.0 43.6 41.1 46.5 43.0 41.1 38.2 
Papua 167.0 164.2 167.5 165.8 162.3 155.6 147.9 145.1 
Indonesia 12,301.4 11,857.3 11,448.3 11,237.8 11,785.4 11,252.2 10,911.9 10,786.9 
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Table A2. Proportion of children 0-6 years with birth certificate situation by gender and province, Susenas 2012 

Province 

Boys Girls 

Yes, able 
to show 

it 

Yes, 
unable 

to show 
it 

Don't 
have 

Don't 
know 

Yes, able 
to show 

it 

Yes, 
unable 

to show 
it 

Don't 
have 

Don't 
know 

Aceh 45.9 19.5 34.0 0.6 45.6 20.0 34.0 0.4 
Sumatera Utara 31.4 9.1 58.9 0.6 31.1 9.9 58.4 0.6 
Sumatera Barat 48.0 12.1 38.5 1.4 45.5 12.0 41.5 0.9 
Riau 50.1 10.1 39.3 0.5 49.5 10.0 39.8 0.6 
Jambi 61.8 14.9 22.4 0.8 61.0 14.1 24.0 0.9 
Sumatera Selatan 49.3 20.7 29.6 0.4 47.7 17.3 34.3 0.7 
Bengkulu 54.6 19.7 25.1 0.7 53.2 17.9 27.6 1.2 
Lampung 43.5 18.1 37.6 0.8 46.9 17.4 34.7 1.0 
Bangka Belitung 69.1 14.2 16.4 0.3 73.5 12.0 14.4 0.1 
Kepulauan Riau 69.6 21.7 8.6 0.1 73.8 16.0 10.1 0.1 
DKI Jakarta 59.5 35.1 5.2 0.2 60.2 34.1 5.7 0.0 
Jawa Barat 47.9 19.2 32.5 0.3 48.7 18.8 32.1 0.5 
Jawa Tengah 68.1 14.5 17.0 0.3 68.8 14.1 16.7 0.4 
DI Yogyakarta 73.8 20.9 5.1 0.2 74.1 19.3 6.6 0.0 
Jawa Timur 62.1 15.1 22.5 0.3 62.4 14.9 22.5 0.2 
Banten 47.8 19.5 32.3 0.4 47.3 20.8 30.8 1.1 
Bali 42.8 20.5 36.2 0.6 39.4 21.0 39.4 0.2 
Nusa Tenggara Barat 31.6 13.0 54.2 1.3 30.6 15.2 53.7 0.5 
Nusa Tenggara Timur 25.2 12.5 61.4 0.9 25.5 12.4 60.9 1.2 
Kalimantan Barat 53.7 15.6 29.8 1.0 51.8 15.1 32.2 0.9 
Kalimantan Tengah 52.4 13.8 33.3 0.5 49.7 16.4 33.2 0.7 
Kalimantan Selatan 60.6 16.9 22.3 0.3 63.7 15.7 20.4 0.2 
Kalimantan Timur 57.1 27.0 15.5 0.3 54.4 28.3 16.8 0.5 
Sulawesi Utara 43.4 18.1 37.3 1.2 42.8 19.6 36.8 0.7 
Sulawesi Tengah 27.3 16.1 55.8 0.8 24.8 17.5 57.0 0.7 
Sulawesi Selatan 44.8 20.3 34.4 0.5 45.1 21.2 33.1 0.6 
Sulawesi Tenggara 37.3 11.5 50.8 0.4 36.5 10.8 51.8 0.9 
Gorontalo 36.5 16.2 46.8 0.5 36.9 18.6 43.3 1.2 
Sulawesi Barat 36.8 18.0 44.3 0.9 39.5 18.3 41.2 1.1 
Maluku 30.5 10.3 58.8 0.3 27.2 11.1 61.2 0.6 
Maluku Utara 28.7 14.8 56.0 0.5 31.4 15.8 52.4 0.4 
Papua Barat 28.0 23.3 48.0 0.6 24.2 25.4 49.4 0.9 
Papua 16.7 14.5 63.7 5.2 19.7 14.2 61.2 4.9 
Indonesia 50.4 17.1 32.0 0.5 50.5 16.9 32.0 0.6 
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Table A3. Pre-school education for children 0-6 years by gender and province, Susenas 2012 

Province 

Boys Girls 

Yes, not 
anymore 

Yes, 
currently 
enrolled 

No Yes, not 
anymore 

Yes, 
currently 
enrolled 

No 

Aceh 7.9 10.3 81.9 8.1 10.9 81.0 
Sumatera Utara 7.0 9.7 83.2 6.3 11.4 82.4 
Sumatera Barat 7.2 12.1 80.7 6.9 12.2 80.9 
Riau 6.6 10.1 83.3 5.9 10.3 83.8 
Jambi 9.6 11.6 78.7 9.6 13.1 77.2 
Sumatera Selatan 5.1 8.5 86.3 5.1 8.5 86.4 
Bengkulu 6.6 10.3 83.1 5.7 12.2 82.2 
Lampung 6.7 11.2 82.1 7.5 14.6 77.9 
Bangka Belitung 7.7 14.9 77.3 7.5 16.2 76.3 
Kepulauan Riau 8.3 11.6 80.1 5.4 14.4 80.2 
DKI Jakarta 5.0 22.2 72.8 5.9 21.4 72.7 
Jawa Barat 6.3 14.6 79.1 7.7 15.5 76.7 
Jawa Tengah 9.7 20.6 69.7 11.0 21.7 67.3 
DI Yogyakarta 10.5 38.4 51.2 10.9 37.8 51.3 
Jawa Timur 8.6 25.8 65.6 9.2 25.6 65.2 
Banten 7.7 12.9 79.5 7.4 13.3 79.4 
Bali 6.8 15.7 77.5 5.8 16.3 77.9 
Nusa Tenggara Barat 4.6 14.1 81.3 6.3 14.5 79.3 
Nusa Tenggara Timur 5.6 11.7 82.7 7.0 12.0 81.0 
Kalimantan Barat 4.1 7.1 88.8 5.1 7.0 87.9 
Kalimantan Tengah 6.7 11.9 81.4 7.8 13.2 79.0 
Kalimantan Selatan 7.1 19.9 73.1 9.2 21.2 69.6 
Kalimantan Timur 8.0 14.8 77.2 8.2 14.2 77.6 
Sulawesi Utara 13.0 12.0 75.0 13.0 14.3 72.6 
Sulawesi Tengah 8.6 15.2 76.2 8.1 16.3 75.5 
Sulawesi Selatan 7.6 10.7 81.6 8.0 13.5 78.5 
Sulawesi Tenggara 8.5 10.3 81.2 8.8 12.0 79.1 
Gorontalo 10.4 22.6 67.0 8.6 30.6 60.7 
Sulawesi Barat 7.0 13.9 79.0 7.4 16.7 75.9 
Maluku 7.3 10.3 82.4 5.5 11.2 83.3 
Maluku Utara 5.7 9.5 84.7 4.9 10.1 85.0 
Papua Barat 4.9 11.5 83.6 3.9 10.9 85.2 
Papua 3.0 3.7 93.3 3.1 4.8 92.1 
Indonesia 7.3 15.7 77.0 7.9 16.5 75.6 
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