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PREFACE

The right to a prosperous life and
the right to access health services
are the rights of citizens enshrined
in the Constitution of Indonesia.
The obligation to provide health
protection and services is specifically
regulated in Law No. 40/2004 under
the National Social Security System
(SJSN). As a commitment to provide
universal health coverage (UHC), the
government of Indonesia launched
National Health Insurance (Jaminan
Kesehatan Nasional - JKN) in 2014.
Based on data from the Healthcare
and Social Security Agency (Badan
Penyelenggara Jaminan Sosial -
BPJS Health), JKN membership has
reached 224.1 million or 83 per cent of
the total population of Indonesia. This
number is below the government’s
target of 100 per cent coverage in
2019.

This  report examines
UHC in
adopting frameworks developed
by the World Health Organization
(WHO), this study measures UHC
in two dimensions: (1)

progress

towards Indonesia. By

Service

Coverage Index, measuring the

progress of health service coverage

in all provinces in Indonesia and,
(2) Financial protection, measuring
catastrophic spending and
impoverishment due to out-of-
pocket spending on health care in all

provinces in Indonesia.

PRAKARSA, as a think-tank
organization that participates in
advocating for the importance

of social protection in Indonesia,
believes it is important to assess
progress towards achieving UHC
in order to identify highlight areas
that need improvement. This report
will provide recommendations for
the government and other key
stakeholders

to further develop

strategic  policies to improve
accessibility to and the quality of the

national health insurance program.

This report contributes to ongoing

efforts to improve access to
health coverage and well-being of
Indonesians. Indonesia needs to
continue strengthening efforts for
achieving UHC as mandated in the
Constitution. Failure to do so will
mean not all citizens will have access

to affordable health coverage.

Perkumpulan PRAKARSA vii
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EXECUTIVE SUMMARY

health
transitioning to universal health

Indonesia’s system s
coverage (UHC) with the aim of
providing access to health for the
entire population. The National
Health

Kesehatan

Insurance (Jaminan

Nasional-JKN), s
the national health program
dedicated to achieving UHC as
mandated underlLaw No.40/2004.
UHC has generally only been
explored in terms of participation
levels of JKN. However, UHC has
broader dimensions, namely
service coverage, service quality,
and financial protection for health.
Therefore, a more comprehensive
analysis is required to access UHC

progress in Indonesia.

The World Health Organization
(WHQO) in 2017 published a global
report of UHC titled

Health
Tracking: 2017 Global Monitoring

progress
‘Universal Coverage
Report. The framework adopted
in that report to measure UHC
progress is based on Sustainable

Development Goal (SDG) 3, target
3.8 and indicators 3.81 (service
and 3.8.2
protection). Applying this
framework, PRAKARSA conducted
a study on UHC progress in
Indonesia based on 2018 data. This
study aims to measure progress

coverage) (financial

Mmade toward service coverage

and measure the financial
difficulties experienced by the
community due to out-of-pocket

spending on health expenditure.

There are four dimensions and
14 indicators used to track UHC
service coverage in Indonesia.
The index is obtained from the
average value of the index of
the four dimensions where the
index value of each dimension
is obtained from the average
index value of a set of indicators.
Service coverage index presents
a numerical value based on a
scale of one to one hundred, with
the higher the index the better

the service coverage. Meanwhile,

Perkumpulan PRAKARSA ix




financial protection is measured
through incidence of catastrophic
spending and impoverishment
due to out-of-pocket spending
on health. Data for out-of-
pocket spending on health care
is collected from the national
socioeconomic  survey, which
consists of: (1) costs for medical
/ curative services (including
delivery costs and medicine that
cannot be specified), (2) costs
for medication purchased at
pharmacies,(3) costsforpreventive
services, and 4) transportation
costs for health-seeking. Data
for this research was collected
from Basic Health Research (Riset
Kesehatan Dasar - RISKESDAS)
2018 from Ministry of Health’s,
National Socio-Economic Survey
(Survei Sosial Ekonomi Nasional -
SUSENAS) 2018 from the Central
Bureau of Statistics (Badan Pusat
Statistik- BPS) and other sources

as complementary data.

Indonesia’s  service coverage
indexis 60 in 2018, showing a slight
increase from 49 in 2015,according
to the WHO. Therefore, achieving
UHC is proving to be a difficult

task and this report highlights

X Universal Health Coverage: Tracking Indonesia’s Progress

areas where work is needed to
further improve UHC in Indonesia.
There are gaps in service
coverage between regions, such
as Java and areas outside of Java.
DKl Jakarta and DI Yogyakarta
are provinces demonstrating
the highest indexes, while West
Sulawesi, East Nusa Tenggara
and North  Maluku are the
provinces with the lowest indexes.
Noncommunicable diseases
have the lowest index with only
49, while the dimension of service
capacity and access have the
highest index at 6/. Meanwhile, the
index for infectious diseases is 59
and 65 for reproductive, mother,

newborn, and child health.

Regarding financial protection,

out-of-pocket  spending on
health care in Indonesia is still
relatively high. Thirteen million
people spend more than ten per
cent and 2.5 million people spend
more than 25 per cent of their
total consumption for health care.
In addition, there are 0.22 per cent,
around 600 thousand people,
of the population impoverished
due to out-of-pocket spending
on health care, based on the USD




190 per capita per day poverty
line. Furthermore, 0.74 per cent,
approximately two million, of the
population are impoverished
health

expenditure, based on the poverty

due to out-of-pocket

line of USD 3.10 per capita per day.
As for the national poverty line
per capita per month, there are
0.41 per cent, approximately one
million people, of the population
who are impoverished due to
out-of-pocket spending on
health care.

UHC
challenge for Indonesia. Based on

Achieving remains  a
the analysis, there are five findings
that need to be addressed. First,
publicawarenessofhealthfacilities
provided by the government are
still lacking. This can be seen from
the the screening for cervical
cancer indicator, with a national
index of only nine. Second, the
high prevalence of smoking and
unhealthy lifestyles contributes
significantly to the low index for
noncommunicable diseases.
Third, out-of-pocket spending
on health care in Indonesia is still
high, hindering efforts in providing
financial protection, with almost

13 million people spending more
than 10 per cent of their total
consumption on health services.
Fourth, there is a gap between
provinces in Java and the western
Indonesia with other
This
from the uneven distribution of

parts of

regions. disparity results
health workers and inadequate

infrastructure in poorer areas.
Fifth, provinces with a low service
coverage index tend to have
low catastrophic spending on
health. For example, Papua and
East Nusa Tenggara are provinces
with high poverty rates and have
low service coverage indexes
with low catastrophic spending.
Low catastrophic incidence
could indicate access to health
services is inadequate due to

geographical condition, poor
health infrastructure, and health
inequality in their ability to seek
healthcare is limited due to their

low financial situation.

Based on our findings, there
thematic areas that
if UHC

Indonesia: (1)

are four
need attention is to
be achieved in
between

Lowering inequality

provinces by providing adeguate

Perkumpulan PRAKARSA  xi



health infrastructure and facilities,
including better distribution of
health workers, especially in poor
provinces that have low service
coverage index, (2) Strengthen
health promotion and preventive

efforts through cross-sectoral
coordination. National and
local governments can work

together with communities and

religious leaders in developing

xii Universal Health Coverage: Tracking Indonesia’s Progress

communication  strategies to
deliver health information to the
public. (3)

researchinto potential excise taxes

Conducting further

as efforts for encouraging healthy
and @), formulating
more comprehensive surveys to

lifestyles,

identify components of out-of-
pocket spending contributing to
high catastrophic incidence.
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T1INTRODUCTION

‘¢ Indonesia’s health system is transitioning into
universal health coverage (UHC), with the current
system aiming to provide universal health care by the

end of 2019” - TNP2K, 2015

s we enter 2020, analysis
is required to review the
extent to which National
Health

Kesehatan National - JKN) is on the

Insurance (Jaminan
path to achieving UHC. This report

will seek to illustrate Indonesia’s
current position in achieving UHC
using framewaorks established by the

World Health Organization (WHO).

Adopting the WHO’s definition of
UHC “that all people have access to
the health services they need, when
and where they need them, without
hardship” (The World
Health Organization, 2019). Indonesia

financial

requires a system that adequately
caters for nearly 270 million people
(The World Bank, 2019). The current
system, JKN, which was launched
on 1 January 2014 (Maharani et
al., 2019), is the consolidation of

multiple previous health schemes

that will become the most extensive
single-payer social health insurance
program in the world (Erlangga et
al., 2019).

Progress toward achieving UHC in
Indonesia, is hindered by, amongst
others, the triple burden of diseases
as discussed by Moeloek (2017);
noncommunicable diseases (NCDs),
and

communicable diseases,

the neglected tropical diseases.

Diseases, such as tuberculosis
(TB),

due to high rates of urbanisation

have seen greater spread

and population growth (Moeloek,
2017).

stroke, heart disease, and diabetes

Common NCDs, such as

mellitus, have been the leading
cause of morbidity and mortality in
Indonesia since 2010 and has led to
NCDs affecting all socioeconomic
classes, affecting younger and older

people (Moeloek, 2017). High rates of

Perkumpulan PRAKARSA
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smoking in Indonesia, an unhealthy
diet and a lack of physical activity
are all contributing to the burden of
NCDs and rising obesity in Indonesia
(Moeloek, 2017).

Policymakers need to prepare for a
changing population and how that
will impact the health system. The
Indonesian populationis still relatively
young, with a current median age
of 28.8 years (Worldometers, 2019).
Although

a relatively young population, it is

Indonesia currently has

expected to transition into an ageing
population within the next 30 years
(Adioetomo and Mujahid, 2014). It
is predicted that the proportion of
people in Indonesia over the age
of 50 in 2030 will be approximately
25% and about 10% for those older
than 65 years (Agustina et al.,, 2019).
This demographic shift will dictate
how the health system will need
to operate and provide adequate

services to the population.

1.1 Pathway to Universal
Health Coverage in
Indonesia

The first scheme to cover informal

2 Universal Health Coverage: Tracking Indonesia’s Progress

workers and the poor in Indonesia,
and the first of a series of health
reforms before the introduction of
JKN, was called Askeskin (Asuransi
Kesehatan untuk Keluarga Miskin,
Health Insurance for Poor Families)
(Sparrow et al, 2013). Introduced
in 2005, Askeskin was a subsidised
health insurance program to provide
financial protection from health
shocks for the poor and informal
workers (Sparrow et al., 2013). This was
Indonesia’s first attempt at providing
universal coverage for its citizens,
with a target population of 60
million. The program provided basic
outpatient care, inpatient care in
some hospitals, an obstetric service
package, mobile health services
and services for remote areas or
islands, immunisation programs,
and access to medicines (Sparrow
et al, 2013). In 2008, the Askeskin
scheme was further developed
into a program called Jamkesmas
(Jaminan  Kesehatan  Masyarakat,
Public Health Insurance) (Brooks et al.,
2017). This program aimed to provide
health access for the near-poor
also, through the community health
centres (Puskesmas) and some basic

government or private hospitals




2017).
provided free health services that

(Brooks et al, Jamkesmas
included comprehensive maternity
benefits, including antenatal care,
institutional delivery, and postnatal
care (Brooks et al, 2017). Following
the implementation of Jamkesmas,
a national strategy was developed
in 2004 that saw the development
of a comprehensive framework for
social security, and included plans
to establish UHC for
(Mahendradhata et al, 2017). This

scheme was to provide generic social

Indonesia

security cover that included health
care, life insurance, work-related
injuries, and care for older people
(Mboi, 2015). As discussed above,
mainly civil servants, the police, and
military were already covered by the
program when it was adopted in
2004, so a more significant focus was
created to increasing health to poor

(Mboi, 2015).

This pathway to UHC in Indonesia
started in 2004 under
40/2004 (Mboi, 2015, Vidyattama et
al., 2014). The launch of JKN in 2014

is designed to provide health care

Law No.

for the entire Indonesian population

with four main objectives:

To enable people to access

healthcare services without

financial hardship;

To perform cost-contained and
quality-controlled healthcare

services;

To strengthen healthcare services

at primary and referral health

facilities;

To prioritise  preventive and
promotive measures in rendering
healthcare services to reduce
the prevalence of disease, and to
lower the number of sick people
with efficient healthcare services
(The World Health Organization

Indonesia, 2019)

Responsibilities of health services
are divided between the central,
provincial, and district governments,
and a mixture of private and
public providers up JKN
(Mahendradhataetal.,2017).Theoverall

health system in Indonesia is said to

make

have weakened with decentralisation
in the late 1990s, with reporting, data
and communication not managed
centrally (Mahendradhata et al., 2017).

JKN is managed through a third party

called Healthcare and Social Security

Perkumpulan PRAKARSA 3



(Badan
Jaminan Sosial untuk Kesehatan-
BPJS-K) and is responsible
for the administration of JKN
(Mahendradhata et al., 2017). BRJS-K

Agency Penyelenggara

is monitored by the National Social
Security Council, Dewan Jaminan

Sosial Nasional (DJSN), which reports

directly to the president of Indonesia
(Mahendradhata et al., 2017).
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2 OBJECTIVES

s mentioned in  the
introduction, this report will
generate an overview of the
progress made by JKN to achieve
UHC objectives and SDGs. The

objectives of this report are:

1. To

toward

report on progress made
service coverage in
achieving UHC in all Indonesian

provinces.

2. To report on out-of-pocket

spending for health care in
Indonesia and the impact it has
on providing financial protection

to the population.

Beneficiaries of this report include
Indonesian policymakers, the Ministry
of Health, and others advocating for
a more equal and universal health
system in Indonesia. This report
advocates for further and ongoing
monitoring of UHC in Indonesia

using SDGs’ framework.

This report was
Perkumpulan PRAKARSA, a Non-
Government
think tank
PRAKARSA's

improving welfare initiatives for a

prepared by

Organisation-based
in Jakarta, Indonesia.

commitment to

better society extends to improving

the health standards of Indonesians.

Perkumpulan PRAKARSA 7
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3 METHODOLOGY

his report adopted the SDGs
framework for tracking UHC in
Indonesia. SDG 3, Good Health
and Well-being, is based on ensuring
healthy lives and promoting well-
being for all at all ages (The United
Nations, 2019). The SDG 3 consists of 13
targets, which include corresponding
(The

report

indicators for each target
United Nations, 2019). This
focuses on target 3.8, achieving
UHC with financial risk protection.
The indicators within target 3.8
are based on service coverage
and financial protection, which are
respectively called indicators 3.8.1
and 3.8.2 (The United Nations, 2019).
The above framework, along with
trace indicators from the ‘Tracking
2017
Global Monitoring Report, compiled
by the World Health Organization

and the World Bank, were used to

Universal Health Coverage:

build a contextually appropriate

framework to track UHC in Indonesia.

Data for this research was collected
from Basic Health Research (Riset
Kesehatan Dasar-RISKESDAS) 2018,

from Ministry of Health’'s SUSENAS
2018, fromm BPS and other data
sources such as provincial health
reports and the World Bank. The
data was calculated based on the
above frameworks by the authors to
generate all indexes and estimations
provided in the results section. All the
mMaps, charts, and tables found in this
report use data from the above data
sources and were created by the

authors.

3.1Service Coverage

The framework used to track UHC

service coverage in Indonesia
consists of four dimensions, which
are consistent with those found
Health

Monitoring

in the ‘Tracking Universal
Coverage: 2017 Global
Report; (1) Reproductive, Maternal,
Newborn and Child Health
(RMNCH), (2) Infectious Diseases, (3)
Noncommunicable Diseases, and
(4) Service Capacity and Access
(WHO and World Bank, 2017). For

each of those four dimensions, a set

Perkumpulan PRAKARSA 9



of indicators were established that
were contextually appropriate for
Indonesia, based on available data
and existing efforts made by the
health system. The indicators used in
this report are as follows:

Reproductive, Maternal, Newborn
and Child Health (RMNCH):

1. Demand for family planning
satisfied by modern methods (%
of married women with demand

for family planning);

2. Births attended by a skilled health

worker;

3. Immunisation (DPT, HepB3 and

Measles); and

4. Oral rehydration solution (ORS)
therapy for child diarrhoea.

Infectious Diseases:

1. Tuberculosis effective treatment
coverage (Case detection rate (%
all forms) and Treatment Success

Rate (% of new cases);

2. People living with HIV receiving
antiretroviral treatment (ART) (%);

and

3. People using at least basic

sanitation services (% of

population).

10 Universal Health Coverage: Tracking Indonesia’s Progress

Noncommunicable Diseases:

1. Prevalence of normal blood

pressure;

2. People with diabetes receiving
treatment;

3. Cervical
(Women 30-49yrs) %; and

cancer screening

4. Adults aged 2>
smoking tobacco in the last 30
days (%).

15 vyears not

Service Capacity and Access:

1. Hospital beds per capita;

2. Health worker density (Physicians
per100,000 people; Surgeons per
100,000 people and other health

workers); and

3. Access to essential medicines.

To calculate a service coverage
index for indicator 3.8.1, we followed

the method used in the ‘Tracking

Universal Health Coverage: 2017
Global Monitoring Report. For the
majority of the indicators, their

natural scale was used. For example,
indicator two, births attended by a
skilled health worker, the percentage
found for each province to include
in the formula. For each of the four
and

dimensions corresponding




indicators, Table 1 below explains the method used to calculate an index for

each dimension and method for calculating a final index value.

Table 1 Service Coverage Indicators

Dimension

Indicator

Formula

Reproductive,
Maternal,
Newborn and
Child Health
(RMNCH)

Demand for
family planning
satisfied by
modern
methods (% of
married women
with demand for
family planning)

(XFamilyPlan

s ) % 100

= IFamilyPlan

Births attended
by a skilled
health worker.

X BirthsAttend)
—— | X
< 100 100

= IBirthsAttend

Immunisation
(DPT, HepB3 &

X
(5o x100= o

X
(M) X 100 = Iyepgs

Measles) 100
X
( N;e(t)zgles) %X 100 = IMeasles
IDPT + IHepBB + IMeasles
3
= Immunisations
ORS therapy ¥
for childhood <—100) X100 = Iogs
diarrhoea

This dimension
uses only the
natural scale value
for each included
indicator. The
percentage of
indicator was
collected for each
province, totalled
together and then
divided by four

to provide a final
index for RMNCH.

The immunisation
indicator was the
average of the

three vaccines.

For ORS, the most
used brand of
ORS in Indonesia
was used for data
representation,

called Oralit.

Perkumpulan PRAKARSA T




Infectious

Diseases

Tuberculosis
effective
treatment

coverage

Xcpr
(100 ) * 100 = lepr
Xrsr
(100) * 100 = Irsr
Icpr + Irsp I
2 — ITBeffective

People living with
HIV receiving ART
(%)

(X

HIV

People using
at least basic
sanitation

services (% of

population)

(X

Sanita

) % 100 = Fsgnica

For the infectious
diseases’
dimension, the
natural scale
value was used.
The sum of the
three indicators
were then divided
by three, to
provide an index
for infectious

diseases.

The indicator ‘use
of insecticide-
treated bed nets
(% of under-five
population), was
excluded from
the calculation
of this index. A
decision was
made to omit
that indicator, as
pre-assessment
concluded that
there are only
several provinces
that experience
endemic malaria

in Indonesia.

12 Universal Health Coverage: Tracking Indonesia’s Progress




Non-
communicable

Diseases

Prevalence of

normal blood

X - 50
( NormalBlood ) % 100

(100 — 50)

= Iyormaisiooa

pressure
; Xpiab

People with (FE8ece) % 10 = pigneces

diabetes

receiving

treatment

Cervical cancer
screen (Women
30-49yrs) %

(XScreening

100 ) x 100 = IScreening

Adults aged
>15 years

not smoking
tobacco in the
last 30 days (%)

(XNoSmoking - 50)
(100 — 50)
= INoSmoking

X 100

To obtain the
prevalence of
normal blood
pressure, data

for people who
do not have
hypertension and
those who are
currently taking
medication to
control their
hypertension
were summed
together. The
result was then
rescaled into a
formula obtained
from the WHO
Tracking Report
to calculate

the index.

The diabetes’
indicator and the
cervical cancer
indicator was
based on their
natural scale. The
smoking indicator
was calculated by

using the

Perkumpulan PRAKARSA 13




percentage of
those who were
non-smokers
and then it was
rescaled using
a formula to
calculate the

index.

Service
Capacity and

Access

Hospital beds Xti_ebds
. X100 =1
per capita 18 Beds
XPh.ysic
Health worker % X 100 = Ippysic
density "
(P20 100 = Jourgons
XNu‘rses + XMidwives + XCHW
100
4.45
% 100
= Iother
IPhysic + ISurgeons + IOther
3
= IHealthWorker
XMedicines
Access to ( 100 ) X 100 = Iyegicines
essential
medicines

This dimension
comprised of
three indicators.
The ratio for
hospital beds
per 100,000
people was used
to calculate an
index based on
the recommend
WHO formula.
For ratios that
were above 18
beds per 10,000
people, they were
automatically
given an index of
100 based on the
WHO’s Tracking

Report’'s methods.
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The health
worker density
represents all
health workers. It
is made up from
the total number
of physicians
(threshold of

0.9 per1000)

and surgeons
(threshold of

14 per 100,000),
and the sum of
nurses, midwives,
and community
health workers
(The sum of all
three divided by
100 then divided
by a threshold

of 4.45 obtained
from the WHO),
and then divided
by three.

The indicator
for access

to essential
medicines was
calculated on
its natural scale

(percentage).
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An original
indicator that

is found in the
2017 monitoring
report, IHR core
capacity index,
was not included
in tracking UHC
for Indonesia as
data for provincial

level is not
available.
Source: World Health Organization, compiled by Authors.
Notes: X is the percentage of each indicator; | is the index of each indicator.
Figure 1 Service Coverage Index Formula
Prevalence of normal blood pressure
: . Tuberculosis treatment Hospital beds per capita
Demand for family planning People with diabetes receiving
Births attended by skilled health worker Fegzl Ii\t/ingtwith tHI‘;/ eI reatment Health worker density
estientie) Cervical cancer screening
Immunization . .
People using at least l:asm Adults aged = 15 years not smoking Access to essential medicines
Oral rehydration solution sapllaionlsevicasie) tobacco in the last 30 days (%)

Reproductive, Maternal,

Newborn and Child Health SRR

Service Capacity

(RMNCH) () (SC)

UHC Service coverage index

(RMNCH""[;"'NCDS"'SC) = UHC Service coverage index

Source: World Health Organization, compiled by Authors
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3.2 Financial Protection

Financial protection requires families
who receive needed health care
do not suffer financial hardship as a
result (WHO and World Bank, 2017).
Following the WHO’s 2017 Global
Monitoring Report on universal
health coverage (UHC), there are two
dimensions this report will focus on;
catastrophic spending on health and

impoverishment spending on health.

Catastrophic spending is measured
by out-of-pocket spending (without
reimbursement by a third party)
ability
(WHO and World Bank,
2017). It is based on out-of-pocket
10%
25% of a household’s total income or

exceeding a household’s

to pay
expenditures exceeding and
consumption, which is adopted from
the Sustainable Development Goals’
3.8.2 framework (WHO and World
Bank, 2017). This report used the
household consumption approach

to calculate catastrophic spending in
Indonesia.

Impoverishment spending on
health occurs when a household is
forced to divert spending away from
essential needs, such as food, shelter,

and clothing (WHO and World Bank,

2017). This type of spending occurs
where the lack of spending on these
essential items is in line with levels
demonstrated below the poverty
line (WHO and World Bank, 2017).
Even though impoverishing poverty
on health is not part of the SDGs’ 3.8
indicator, it is important to measure
UHC directly with
the poverty reduction goal (Wagstaff

because it links

et al, 2018). This report uses three
poverty line values: the USD 190 per
day, USD 3.10 per day, and the national
poverty line set by the Indonesian
government. Please note that the
poverty line in Indonesia varies
among provinces, and the average
national poverty line is IDR 401,220

per capita per month in 2018.

3.3 Consumption
and Out-of-pocket
Spending on Health

Measuring income in low-income
countries is difficult to apply because
and

households can  produce

consume food from their lands,
which is not included as part of their
income (Deaton and Zaidi, 2002).
Moreover, consumption is believed

to be better in capturing long-run
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welfare compared to currentincome
(World Bank, 2001). This report uses
the consumption approach to
measure out-of-pocket spending on
health and poverty impoverishment

in Indonesia, following the

framework used by the World Health
Organization (WHO).

Out-of-pocket spending is defined
by the World Health Organization
and the World Bank.

¢ Out-of-pocket payments are those made by people at the
time of getting any type of services (preventive, curative,
rehabilitative, palliative or long-term care). This excludes any
prepayment for health services, for example in the form of
taxes or specific insurance premiums or contributions and,
where possible, net of any reimbursements to the individual
who made the payments.” - WHO and World Bank, 2017

Data for out-of-pocket money
spending on health care for this
report is collected from the national
socioeconomic survey, which
consists of: (1) costs for medical /

curative services (including delivery

18 Universal Health Coverage: Tracking Indonesia’s Progress

costs and medicine that cannot be
specified), (2) costs for medicines
purchased at the pharmacies, (3)
costs for preventive services, and
(4) transportation costs for health-

seeking.
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4 RESULTS AND DISCUSSION

4.1 Service Coverage
Index

Index Value Indonesia: 60

his report shows progress
UHC in

Indonesia, with Map 1 below

made  toward
illustrating a service coverage index
value of 60 for Indonesia in 2018.
Compared to the index published
Health
Coverage: 2017 Global Monitoring

in the Tracking Universal
Report, it demonstrates a slight
increase from 49 for Indonesia in
2015 (WHO and World Bank, 2017).
Service coverage index presents a
numerical value based on a scale of

one to one hundred, with the higher

the index the better the result. The

value represents  achievements
made toward meeting people’s
needs in promotive, preventative,
curative, rehabilitative, and palliative
health, and whether or not those
services are of sufficient quality
to achieve potential
(WHO and World Bank, 2017). JKN

implementation is in its fifth year, and

health gains

nationally, this research demonstrates
a relatively low result. Achieving UHC
by the end of 2019 is not feasible, and
this report highlights the areas where
work is needed to not only extend
the coverage of UHC in Indonesia
but also how strategies can be used
to improve the guality and assist in

meeting SDG targets.

Map 1 UHC Service Coverage Index, Indonesia

Index

< 55 (4)
| | 56-58(6)
[ 59-62(14)
B 63-67(7)
M >603)

Source: Authors’ calculation.
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Chart 1 UHC Service Index, by Province
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The

service coverage, all four dimensions

research indicates that for

score relatively low for a health
scheme with ambitions to achieve
UHC by the end of 2019. High inequity
and inequality are still present, with
such

densely populated areas,

as Java, showing more positive
results than outer areas. Narratives
around the rural and urban gaps are
supported by the research, with cities
such as Jakarta, Yogyakarta, and Bali
presenting better performance for
UHC for most of the indicators. Out
of the 34 provinces, 17 are below
the national average index of 60,
while only one province, Jakarta,
has an index of 70 or above for all

dimensions.
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Province

— — —Indonesia Average

The high service

coverage between

inequality in
provinces is
shown with most of the provinces
that have an index of 60 or above
located in Java, including Jakarta.
In  comparison, there are only
three provinces in eastern parts of
Indonesia that have an index of 60
or above, they are, North Sulawesi,
South Sulawesi, and Gorontalo.
Yogyakarta, also located on Java,
has the second-highest index in the
research,witha UHC service coverage
index of 67. The province with the
lowest index is West Sulawesi, with
an index of only 52. West Sulawesi
scores low indexes for all dimensions,
especially for infectious diseases and

noncommunicable diseases (NCDs).




West Java, although not having the
lowest indexes, surprisingly scores
relatively low in most dimensions,
considering its proximity to the
nation’s capital, Jakarta. The overall
index for West Java is 57, with the
dimension for NCDs having an index

of only 43.

Detailed analysis for each dimension
is discussed below; however, there
are a few indicators that are cause for
concernandwarrantdiscussioninthis
section. Screening for cervical cancer
for women aged between 30 and 49,
scored a mere nine as an index, even
though, screening is available free
of charge through JKN. Treatment
for people living with HIV (PLWHIV)
has an index of only 34, indicating
that only 34% of those living with HIV
are receiving adequate treatment
and care required to live healthy
lives. Health worker density, which

represents the health workforce,

has a poor index of only 38. This low
result is a concern for treatment and
care for the growing proportion of
Indonesians who have NCDs and
the high prevalence of smoking in
Indonesia. Efforts to tackle smoking
rates in Indonesia also demonstrated
poorly, with an index of only 44.

If effective service coverage
indicators are a way of measuring a
country’s efforts in providing quality
health services to meet people’s
needs, Indonesia is still far from
reaching optimal results (WHO and
World Bank, 2017). Effective service
coverage entails the required
services to meet a population’s ability
to have access to quality health care
and potential health gains, and this
research demonstrates many areas
are still lacking to provide that to
Indonesians (WHO and World Bank,

2017).
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Table 2 Service Coverage Indexes

. Service .
Province RMNCH Infectlous NCDs Capacity and SHESSRES
Diseases Coverage
Access
Aceh 55 56 51 77 60
North Sumatra 57 62 48 69 59
West Sumatra 65 54 53 69 60
Riau 60 63 51 60 58
Jambi 69 57 52 67 61
South Sumatra 67 6l 49 62 60
Bengkulu 70 57 49 68 61
Lampung 71 65 51 58 61
Bangka Belitung Islands 70 66 55 66 65
Riau Islands 65 6l 52 70 62
Jakarta 70 73 51 86 70
West Java 67 65 43 53 57
Central Java 69 62 46 60 59
Yogyakarta 73 6l 51 84 67
East Java 70 6l 47 6l 60
Banten 64 64 48 51 57
Bali 76 60 56 77 67
West Nusa Tenggara 71 54 51 58 59
East Nusa Tenggara 59 52 48 52 53
West Kalimantan 63 54 46 59 55
Central Kalimantan 62 57 46 59 56
South Kalimantan 67 62 47 64 60
East Kalimantan 68 6l 46 78 63
North Kalimantan 71 66 5] 7 65
North Sulawesi 65 58 48 79 63
Central Sulawesi 62 56 49 70 59
South Sulawesi 63 69 49 73 63
Southeast Sulawesi 64 6l 50 63 59
Gorontalo 66 62 49 73 63
West Sulawesi 57 45 48 59 52
Maluku 51 50 49 69 55
North Maluku 51 50 49 62 53
West Papua 51 51 51 70 56
Papua 63 50 49 64 57
Indonesia 65 59 49 67 60

Source: Authors’ calculation.
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411.DimensionOne:Reproductive,

Maternal, Newborn and Child
Health
This  dimension includes  four

indicators to represent all aspects of
maternal and child health; demand

for family planning satisfied by
the number
of births attended by a skilled
health worker, and three essential

(DPT, HepB3 and

modern methods,

immunisations
Measles).

Map 2 Reproductive, Maternal, Newborn, and Child Health Index, Indonesia

Index

<55 (4)
[ 156-62(4)
[ 63-67 (12)
B 68-72(12)
-3

Source: Authors’ calculation.

Chart 2 Reproductive, Maternal, Newborn, and Child Health Index, by Province
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The results of this research for
RMNCH, as shown in Map 2 and Chart
2, demonstrate many provinces
in eastern parts of Indonesia and
northern Sumatra having low indexes
for the RMNCH index. The majority of
Java demonstrate higher indexes, as
well as Bali. Results for each indicator
are varied across the provinces, with
many inconsistencies between the

main islands.

Most provinces in Indonesia have
scored relatively low for demand for
family planning satisfied by modern
methods. An index of 58 is calculated
nationally. The highest calculated
index at 71is the province of Bengkulu
and the lowest calculated index at
25 is calculated for West Papua in
far eastern Indonesia. The national
index is a disappointing outcome
for Indonesia, which was known to
have successful family planning
programs that other countries would
seek advice from (The John Hopkins
University, 2019). This was when family
planning decisions were made at
a national level up until the late
1990s; however, decentralisation has
spread government responsibilities
535 district

Indonesia

and resources over

governments, and now
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has a relatively low use of modern
contraception methods in contrast
to other Asian countries (The John
Hopkins University, 2019). Currently, a
program is being rolled out across
the country called MyChoice, which
is funded by the Bill and Melinda
Gates Foundation (The John Hopkins
University, 2019). The program has
been partnering with two of the
largest  Muslim  organisations in
Indonesia to promote family planning
information in religious activities
(The John Hopkins University, 2019).
Increasing the wuse of modern
contraception methods is the main
focus of MyChoice, including a range
of media platforms that promote
more accessible access to modern
contraception so women can have
more options in choosing from a
variety of modern contraception
(The  John

University, 2019). However, more work

methods Hopkins
needs to be undertaken to increase
modern methods of contraception
in Indonesia, especially for areas with
high population but still low uptake,
most likely due to a lack of health
promotion and effective delivery of
information around family planning

options.




In contrast to the modern methods
of contraception use, births attended
by a skilled health worker are
reasonably high across the majority
of the provinces in Indonesia, with
a national index of 92. The WHO
set a maternal mortality rate (MMR)
of 102 per 100,00 live births to be
reached by the end of 2015 as the
Millennium  Development  Goals
(MDGs) transitioned into the SDGs
(Brooks et al, 2017). According to
data from the World Bank (2019a),
the maternal mortality rate was at 177
per 100,00 live births for Indonesia
in 2017, indicating that the JKN
health insurance scheme has not
dramatically reduced the ratio in the
past four years, despite the high rate
of skilled health workers. Moreover,
pased on data from the Inter-Census
Population Survey (Survei Penduduk
- SUPAS) 2015, the
maternal mortality rate was at 305

Antar Sensus

per 100,000 live births for Indonesia.
To further reduce this number, an
increase in skilled birth attendants
is still required, and promotion of
the importance of seeking medical
assistance during deliveries. The
that
parts of eastern Indonesia are still

results demonstrate many

experiencing lower rates of births
attended by a skilled health worker,
including the provinces of Papua and
West Papua, East Nusa Tenggara, and
Maluku and North Maluku. In a study
of the impact of the Jamkesmas
health insurance scheme on MMR,
it was discovered that many women
and their families still preferred
to use traditional birth attendants
(TBAs), with cultural and religious
beliefs influencing those decisions to
not seek modern medical assistance
(Brooks et al, 2017). These more
traditional approaches could still
well be the case in eastern parts of
Indonesia after the introduction
of  JKN;

planning around health promotional

therefore, more careful

strategies need to occur to take into
consideration any cultural, social,
or local traditions that hold high

significance in communities.

Immunisations are known to be the
most effective method in controlling
dangerous and deadly infectious
diseases, yet immunisation efforts
in Indonesia still lack ideal levels of
protection for children. Nearly every
province, apart from Yogyakarta
and Bali, were calculated to have

below-recommended targets for
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immunisation coverage rates for
the WHO

a target of 95% for immunisation

measles; recommends
coverage for effective control of
measles (Hu et al,, 2018). Indonesia
falls short in providing adeqguate
immunisation coverage for
Diphtheria-Tetanus-Pertussis (DTP3).
The research suggests a low index
of 60 for DPT3 immunisations at a
national level, however, it should be
noted that data for this immunisation
was challenging to locate and data
for provincial level is only available
for the immunisation type DPT HB/
DPT HB-Hib 3, which was taken from
the RISKESDAS dataset (Ministry
of Health 2018). This

vaccine includes protection against

Indonesia,
six diseases; Diphtheria, Pertussis,

Tetanus, Hepatitis B, Pneumonia,
and Meningitis (Arnani, 2019). The
WHO had estimated nationally that
DPT3 coverage - for DPT3 only - is
approximately 79, which is only a
one per cent increase from 2014
when JKN was introduced (World
2019). The

Clobal Vaccine Action Plan set a

Health  Organization,

global target for DPT3 coverage to
be reached by the end of 2015, and
it recommends countries have a
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coverage of 90% or more to reduce
the risk of outbreaks due to gaps in
population coverage (Syiroj et al,
2019). This suboptimal coverage for
DPT3 led to an extensive diphtheria
outbreak in 2017, which claimed 44
lives and a further 954 cases (Syiroj et
al., 2019).

The research indicates a slightly

higher coverage index for the
hepatitis B vaccine, with a national
average of 80. As with other vaccines
and results for family planning
methods, low indexes are recorded
for eastern parts of Indonesia,
including Papua, West Papua, Maluku,
and North Maluku. The province of
Aceh also recorded a low index of
just 56, which is a province in north
Sumatra that practices Sharia Law.
Interestingly, other research has
suggested that Islamic beliefs play
an active role in deterring parents
from choosing to have their children
immunised against deadly diseases,
believing that the vaccine contains
haram product (Syiroj et al., 2019). The
research also suggests that parents
prefer naturally acquired immunity
against diseases, rather than being
injected with ‘artificial’ vaccines that

could Kill healthy cells and cause




unwanted side effects (Syiroj et al,,
2019). This significant public health
concern surrounding barriers for
immunising children in Indonesia
needs to be overcome to protect
them from harmful and deadly
diseases. Further work in improving
communication strategies need to
be improved to ensure accurate
information is delivered to local
Islamic leaders, such as ustadz, to
ensure the importance of high

immunisation coverage rates

occur in Indonesia and reduce
further outbreaks of diseases and
jeopardising the health of children

(Syiroj et al., 2019).

The last component of RMNCH
is related to the distribution of
oral rehydration solution (ORS) for
childhood diarrhoea. This research
opted to include this indicator in
the framework instead of care-
seeking behaviour for pneumonia,
as acquiring data for provincial level
was difficult to obtain. Diarrhoeal
disease is also the leading cause
of death for children under five in
Indonesia, with a staggering quarter
of all children under five in Indonesia
suffering from diarrhoea (Unicef,
2019). Data for ORS coverage for this

research was collected from the
RISKESDAS dataset (Ministry of Health
2018),
data for the use of Oralit for each of

Indonesia, which provides
the 34 provinces. Oralit is the most
commonly used brand of ORS in
Indonesia (National Population and
Family Planning Board et al., 2018).
The research indicates extremely low
use of Oralit in Indonesia throughout
the provinces, with some scoring
an index as low as 23, such as South
Kalimantan. It is also demonstrated
that six provinces in Indonesia score
below 30 for Oralit use, with only
one province, Papua, having a score
above 50, at 59.To further explore this,
data is required for the use of various
methods of ORS treatment, which
include recommended home fluids
(RHF) and increased intake of fluids.
National-level data indicate better
results for ORS use for children under
five who experience diarrhoea, with
a national average of 66% (National
Population and Family Planning
Board et al., 2018).

For effective coverage of ORS,
100% of children (under five as per
indicator) experiencing diarrhoea
should receive ORS treatment to

prevent dehydration and loss of vital
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fluids. Diarrhoeal disease can be
prevented through adequate access
to safe drinking water and better
sanitation and hygiene behaviour
(World Health Organization, 2017).
Diarrhoea can leave  children
without the necessary salts and
water to survive, leading to severe
dehydration and fluid loss, causing
death (World Health Organization,
2017). An infection in the intestinal
tractis usually the cause of diarrhoea
disease, which can be caused by a
variety of organisms, and is usually
spread through poor hygiene from
person-to-person or contaminated
(World

Health Organization, 2017). To reduce

food and drinking-water

the onset of diarrhoea, access to
safe drinking-water and improved
handwashing with soap is required
(World Health Organization, 2017).
It is recommended that the onset
of diarrhoea be treated with ORS, a
mixture of clean water, sugar and salt
(World Health Organization, 2017).

Causes of water contamination
include water that is contaminated
withhumanfaeces.InIndonesia, there
are approximately 25 million people
who do not have access to toilets and

instead defecate in fields, bushes,
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forests, ditches, streets, canals, or
other open spaces (Unicef, 2019). The
2017 Indonesian and Demographic
and Health Survey reported that
children from households that did
not have access to a toilet were
more likely to experience diarrhoea
than those that did have access
(2018). Water quality in Indonesia is
poor, regardless of socio-economic
class;, however, it is the lowest two
wealth tiers that endure the gaps in
access to proper sanitation (Unicef,
2019). The research results suggest
that education around management
of diarrhoea for children under five is
extremely inadeqguate, with the low
use of ORS, which could indicate a
lack of access or knowledge of its
effectiveness in treating diarrhoea
and the dangers of dehydration.




Table 3 Reproductive, Maternal, Newborn, and Child Health (RMNCH) Index

Demand Sl
. Births rehydration
for family :
lannin attended solution RMNCH
Province 2 o e by a skilled Immunization (ORL)
satisfied Index
health therapy
by modern :
worker for child
methods .
diarrhoea

Aceh 54 98 38 30 55
North 49 95 56 27 57
Sumatra
west 57 97 62 43 65
Sumatra
Riau 51 93 60 37 60
Jambi 69 89 75 42 69
south 66 93 70 41 67
Sumatra
Bengkulu 71 96 78 37 70
Lampung 69 94 79 42 VA
Bangka 67 97 8l 36 70
Belitung
Riau 45 08 83 34 65
Islands
Jakarta 57 100 84 40 70
West Java 66 93 76 34 67
central 65 99 86 27 69
Java
Yogyakarta 59 100 95 39 73
East Java 65 97 82 37 70
Banten 65 90 64 38 64
Bali 67 100 95 44 76
West Nusa 62 95 83 44 7
Tenggara
East Nusa 38 84 69 46 59
Tenggara
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west 59 85 67 40 63
Kalimantan

central 67 86 63 34 62
Kalimantan

south 70 9% 79 23 67
Kalimantan

Fast 55 97 8l 40 68
Kalimantan

North 66 9% 84 38 7
Kalimantan

North 62 92 7 32 65
Sulawesi

central 60 89 68 33 62
Sulawesi

south 53 9% 77 25 63
Sulawesi

Southeast 66 87 66 38 64
Sulawesi

Gorontalo 56 95 78 35 66
west 39 92 70 28 57
Sulawesi

Maluku 52 64 55 32 51
North

el 29 77 6l 39 51
west 25 89 64 26 51
Papua

Papua 62 85 46 59 63
Indonesia 58 92 72 36 65

Source: Authors’ calculation.
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41.2. Dimension Two: Infectious

Diseases

This section of the report examines
coverage for infectious diseases in
Indonesia, highlighting how JKN’s
response to managing the burden of
infectious diseases. Included in this
dimension is coverage for effective
tuberculosis (TB) treatment, coverage
for people living with human
(PLWHIV)
who receive antiretroviral treatment
(ART),

sanitation services. It was decided for

immunodeficiency virus

and people using basic
the purposes of this research, the use
of insecticide-treated bed nets was
to be excluded from being indexed,
as majority of Indonesia is not home
to endemic malaria, with Papua, West

Papua, East Nusa Tenggara the main

areas classified as having endemic

malaria  (Kementerian  Kesehatan
Republik Indonesia, 2018). However,
malaria is still of significant concernin
some parts, with malaria still causing
around 40,000 deathsannuallyin 2017
(Agustina et al.,, 2019). As discussed
earlier in the report, Indonesia is

faced with the burned of infectious

diseases, noncommunicable
diseases, and neglected tropical
diseases. Infectious diseases still

cause high morbidity and mortality in
Indonesia, with Indonesia having one
of the highest rates of tuberculosis in
the world (Agustina et al., 2019). The
country’s HIV epidemic is the fastest
growing in Southeast Asia, with the
majority of PLWHIV in the 20-49 age
group (Agustina et al., 2019).

Map 3 Infectious Diseases’ Index, Indonesia

Index
<52 (5)
53 -57 (7)
I 58 - 63 (15)
Il 64 -69 (6)
Il -70(1)

Source: Authors’ calculation.
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Chart 3 Infectious Diseases’ Index, by Province
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For the infectious diseases’ index, the
research calculates an index of only
59. Apart from Jakarta with an index
of 73, all provinces scored below 70
forinfectious diseases. It is clear from
the results that many provinces in
eastern parts Indonesia again have
indexes below the national average
forthis dimension, with West Sulawesi
having an index of only 45. All three
indicators demonstrate inadequate
efforts in trying to curb the burden of
infectious diseases in Indonesia.

Inadequate efforts in response to
people living with HIV in Indonesia
are presented in this research. A
low index of only 34 was calculated

nationally for PLWHIV who are
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receiving the correct treatment, ART.
As that index was calculated based
on the natural scale, this suggests
that only 34% of a possible 100% of
PLWHIV in Indonesia are receiving
adequate treatment and care. Some
provinces were calculated with an
extremely low index, such as West
Sulawesi with an index on only
8, and provinces in eastern parts
of Indonesia, such as Maluku and
Papua, having indexes of only 18 and
17 respectfully. These figures are not
even close to the UNAIDS' target of
90% of all PLWHIV receiving ART by

2020 (UNAIDS, 2019).

As mentioned above, TB in Indonesia

is still a significant problem. This




research supports that. The index
for this
using two sub-indicators; the case

indicator was calculated

detection rate and the treatment
success rate for new TB cases. The
calculated index is 66 nationally, with
only one province, Jakarta, having
an index of 100. Again, eastern parts
of Indonesia seem to be lacking in
access to treatment and services
for this indicator with low indexes of
47 in North Maluku and 48 in West
Papua. Higher indexes for TB include
West and East Java, and surprisingly,
West Papua with an index of 75. The
research also indicates that only
a handful of provinces meet the
national case detection rate target of
70% by the end of 2020 (Ministry of
Health, 2018). The lowest percentage
of case detection rates occur in West
Nusa Tenggara, at only 29 per cent.
This indicates that approximately
one third of TB patients in West
Nusa Tenggara have been detected
compared to the number of
estimated patients in West Nusa
Tenggara who have TB. Bali is the
province with the second lowest
percentage of case detection rates,
followed by North Maluku, Bangka

Belitung and East Nusa Tenggara (see

Table 4). For successful treatment
rates of TB, results are better, but
only eight provinces have reached
the set target of 90%.
has the National Strategic Plan of
Tuberculosis Control 2016-2020. The
plan sets out to end TB by the end of
2030 in line with the SDGs, ensuring
95% of all people with diagnosed

Indonesia

cases enrolled in a treatment plan
by the end of 2020 (Ministry of
Health, 2018). The research suggests,
that although a plan is currently in
place for eliminating TB in Indonesia,
public awareness is still low regarding
knowing when to seek treatment for
symptoms of TB or knowing where to
go for adequate to receive adeguate
treatment.

This research demonstrates that
for people who have access to
basic sanitation services, somewhat
adequate efforts have been achieved
with a national index of 77. For this
indicator, it is difficult to draw on
consistencies with other indicators,
as higher results are spread across
many provinces. The highest index
is in East Kalimantan with an index
of 91. The provinces of Riau and Riau
Islands were the next highest with

indexes of 90, followed by the Bangka
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Belitung Islands with an index of 88.
The lowest scoring index is Papua
with an index of only 58, followed by
North Maluku with an index of 62. The
sanitation indicators have a direct
link with the oral rehydration solution
indicator, which measures efforts in
providing treatment for childhood
diarrhoea. As discussed above in
regarding child

dimension one,

health, poor sanitation will increase

36 Universal Health Coverage: Tracking Indonesia’s Progress

the risk to water contamination and
increase the likelihood of diarrhoea-
related illnesses. Improvement in
access to basic sanitation needs,
and the increase of ORS uptake, will
reduce the amount of children dying
from diarrhoea-related ilinesses,
which is the leading cause of death
or children under five in Indonesia

(Unicef, 2019).
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41.3. Dimension Three:
Noncommunicable diseases
(NCDs)

The noncommunicable diseases
section of the research consisted
of four indicators, including the
normal  blood
with  diabetes

receiving treatment, the screening

prevalence  of
pressure, people
of cervical cancer for women aged
30 to 49 years, and the prevalence
for adults aged 15-years or above
who have not been smoking in the
past 30 days. NCDs in Indonesia are
fast dominating the mortality rate,
mainly caused by leading diseases,
such as heart disease, obesity, kidney
disease, lung disease, and cancer
(Purnamasari, 2018). It is also reported
that the trend for NCDs in Indonesia
is increasing compared to reports

made five years’ ago (Purnamasari,
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2018).
progressive in their development,

Majority of NCDs can be

and many patients do not realise
they have a disease until symptoms
and complications are evident
(Purnamasari, 2018). Four major risk
factors contribute to the prevalence
of NCDs, and they are tobacco use,
physical inactivity, harmful use of
alcohol, and unhealthy diets (The
World Health Organization, 2019b).
Reducing the effects of those risk
factors is the most feasible way to
reduce the prevalence of NCDs.
Indonesia has one of the highest
burdens of diabetes in the world
(Soewondo et al,, 2013),and one of the
highest prevalence rates of cigarette
smokingintheworld (Kusumawardani
etal., 2018). High rates of smoking and
unhealthy lifestyle are contributing to

Indonesia’s growing burden of NCDs.




Map 4 Noncommunicable Diseases’ Index, Indonesia
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Source: Authors’ calculation.

Chart 4 Noncommunicable Diseases’ Index, by Province
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The research results do not present
an encouraging effort to reduce the
burden of NCDs in Indonesia. The

overall national index was calculated

—Indonesia Average

at only 49. Furthermore, the highest-
scoring province for this dimension
received an index of 56, Bali, followed

by the Bangka Belitung Islands at 55.
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The lowest scoring index is in West
Java, with a low score of only 43. All
indicators for West Java under this
dimension reflected poor indexes,
with screening for cervical cancer
scoring a mere three. Only treatment
for diabetes demonstrate any sign
of development toward managing
NCDs in Indonesia, with an overall
index of 90.

Screening for cervical cancer overall
scored an extremely low index of
only nine, nationally, with some
provinces, such as Papua, Southeast
Sulawesi only receiving an index
of only one, and a score of two in
the province of Banten. These low
indexes are a cause for concern, as
people enrolled in JKN, are entitled to
free check-ups for early detection of
cervical cancerin primary health care
centres (puskesmas) and institutions
that collaborate with BPRJS (RG,
2014). Cervical cancer is extremely
difficult to detect in its early stages;
therefore, women are advised to be
checked every two years, especially
if they have given birth (RG, 2014). In
2018, there were over 18,000 cervical
cancer deaths in Indonesia, with
cervical cancer being the second

largest cause of death for women
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aged between 15 and 44 in Indonesia
(Bruni et al., 2019). A study conducted
by the UK Medical Research Council
suggests that the meagre rates of
cervical cancer screening for women
in Indonesia is due to a lack of
awareness and education (London
School of Hygiene and Tropical
Medicine, 2017). It was also reported
that women are not receiving a letter
to invite them to be screened by
primary health care centres, instead
relying on their initiative to request
an appointment (London School of
Hygiene and Tropical Medicine, 2017).
Education and awareness programs
that are contextually appropriate
for Indonesia needs investment, to
address the low rates of cervical
cancer screening attributing to high
the rates of death.

To track efforts made towards

cardiovascular disease, the
prevalence of normal blood pressure
was indexed. Tracking the prevalence
of normal blood pressure can assist
in tracking effective health services
and effective medical services for
treating hypertension (WHO and
World Bank, 2017). Results for this
indicator are somewhat contrasting

to the majority of the otherindicators




reported on in this research. The
outer regions of eastern parts of
Indonesia, and the province of Aceh,
which have tended to have relatively
low results, are amongst the highest
for this
of Aceh and Riau Islands hold the
highest indexes at 66, with Papua,

indicator. The provinces

West Papua, and Maluku scoring 65
and 64 respectively. West Sumatra
also scored an index of 65, with other
provinces, such as Bali, West Nusa
Tenggara, and East Nusa Tenggara
scoring inthelow 60s. Hypertension is
a preventable illness, which is usually
attributed to an unhealthy diet, lack
of exercise, tobacco use, alcohol
consumption, and
(Peltzer and Pengpid, 2018). These
considerably low results for efforts

depression

towards controlling hypertension
that

interventions targeting behaviour

in  Indonesia demonstrates

and lifestyle are insufficient.
Awareness around the dangers of
hypertension are urgently need
expansion within Indonesia, to assist
in reducing the risk of cardiovascular
diseases.

A significant contributor to NCDs is
tobacco use, which is a major public

health concern in Indonesia. This

indicator looks at tobacco control
efforts in reducing the effects
smoking has on NCDs. Itis well known
the  detrimental  conseguences
smoking has on people’s health,
yet, Indonesia is still yet to sign
the World Health Organization’s
Framework Convention on Tobacco
Control (FCTC) (The World Health
2019c). The FCTC
was adopted by majority of the
WHO’s member states in 2003 and

completely

Organization,

in force since 2005,
covering more than 90% of the
world’s population (The World Health
Organization, 2019c). The decision
for Indonesia not to sign the FCTC
and show commitment to reducing
tobacco use can be demonstrated
through the
an index of 44 was calculated for

research. Nationally,

adults aged 15-years or greater, not
smoking tobacco in the past 30
days. The provinces with the lowest
indexes for the smoking indicator are
Gorontalo and West Java at 36, with
the highest calculated indicator in
Yogyakarta at 52. While many other
provinces scored indexes in the 40s,
Bengkulu, Lampung, and Central
Sulawesi all recorded indexes of only

37. Only two other provinces scored
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an index in the 50s, that being Jambi
at 50 and South Kalimantan at 51.
These indexes and that of Yogyakarta
demonstrate that only approximately
half of the required efforts to curb
smoking rates in Indonesia are being
carried out. Smoking is the leading
cause of cardiovascular diseases

in Indonesia, responsible for over

147,000 cardiovascular deaths each
year and nearly 15% of all deaths or
225,000 people in Indonesia (The
World Health Organization, 2018). The
health consequences of smoking
need to be addressed with stronger
policies and better health promotion,
educating people on the dangers of
smoking.

Table 5 Noncommunicable Disease (NCDs) Index

Adults aged
Prevalence of Cervical
People with >=15 years Non-
normal blood cancer
diabetes not smoking communicable
Province pressure screening
receiving tobacco in Disease (NCDs)
(Measurement (Women 30-
treatment the last 30 Index
+ Medication) 49yrs) %
days (%)

Aceh 66 93 3 44 51
North 54 89 5 46 48
Sumatra
West Sumatra 65 89 19 38 53
Riau 59 92 1 43 51
Jambi 57 93 8 50 52
South
Sumatra 55 85 17 4 49
Bengkulu 6l 90 7 37 49
Lampung 57 93 17 37 51
Bangka
Belitung 58 95 25 43 55
Riau Islands 66 87 8 47 52
Jakarta 54 91 14 44 51
West Java 4 91 3 36 43
Central Java 42 91 5 44 46
Yogyakarta 56 88 8 52 51
East Java 45 92 9 44 47
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Banten 59 92 2 37 48
Bali 60 96 17 53 56
West Nusa

Tenggara 60 93 13 40 51
East Nusa 57 83 5 47 48
Tenggara

Wgst 44 20 6 45 46
Kalimantan

Central

Kalimantan 50 88 5 42 g
South 33 89 15 51 47
Kalimantan

East

Kalimantan 44 86 8 48 a6
North

Kalimantan 55 85 17 47 51
North

Sulawesi 61 84 7 4] 48
Central 62 88 9 37 49
Sulawesi

South

Sulawesi 52 89 5 48 49
Southeast

Sulawesi 55 95 1 48 50
Gorontalo 63 96 3 36 49
West Sulawesi 46 93 4 50 48
Maluku 55 89 7 44 49
North Maluku 64 88 4 40 49
West Papua 64 88 6 44 51
Papua 65 83 1 49 49
Indonesia 55 90 9 44 49

Source: Authors’ calculation.
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41.4. Dimension Four: Service
Capacity and Access

The fourth dimension for service
coverage capacity tracks service
capacity and access towards UHC.
There are three indicators that were
used to give us a dimension index,
with two of those a combination
of three other sub-indicators. The
three indicators were hospital beds
per capita, health worker density,
and access to essential medicines.
The health worker density indicator
comprises of physicians (GP) per

100,000 people, surgeons per100,000

people, and the combination of
nurses, midwives and community
health workers to derive at a health
worker density index. For essential
medicines, the WHO defines them
as being medicines that prioritise
and meet the health care needs of
the population (The World Health
Organization, 2019a). For this research,
it was decided that the national list
of recommended medicines found
in  primary health care centres,
puskesmas, were to be used to track
the progress of this indicator.

Map 5 Service Capacity and Access Index, Indonesia
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Source: Authors’ calculation.
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Chart 5 Service Capacity and Access Index, by Province
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This research provides mixed results
for the service capacity and access
dimension. The overall national index
is 67, with the highestindex calculated
for Jakarta at 86. This is followed by
Yogyakarta at 84. The next higher
scoring provinces are Aceh (77), Bali
(77), and East Kalimantan (78). The
lowest scoring province is Banten at
51, followed by East Nusa Tenggara at
52 and West Java at 53. The national
index for hospital beds per capita is
70, with approximately 128 hospital
beds per 100,000 people. Jakarta,
Yogyakarta, East Kalimantan and
North Sulawesi all scored 100 for an
index, while the lowest index was
calculated for West Nusa Tenggara

at only 39. East Nusa Tenggara also

Indonesia Average

scored a low 45, while provinces,
such as West Java and Banten were
also relatively low with indexes of 47

and 48 respectively.

Forhealth worker density, the national
index was calculated at 38, which is
quite poor, considering it represents
the health workforce for Indonesia.
The highest index was Jakarta at 62,
with low indexes of only 17 for West
Java and Banten. Other low scores
included East Nusa Tenggara with an
index of 29 and West Sulawesi with an
index of 28. The research highlights
that the index for surgeons across
Indonesia is low, with a national
index of only 15. Some provinces,
West

Lampung, Nusa Tenggara
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and East Nusa Tenggara, score an
extremely low index of nine. In fact,
only five provinces show an index of
20 or above, which includes, Jakarta,
Yogyakarta and Bali.

Other research has highlighted
that there were still 430 subdistricts
throughout Indonesia that failed
with

most of those subdistricts in the

to provide a puskesmas,
eastern parts of Indonesia, such as
Papua, West Papua, and East Nusa
(Mahendradhata et al,

Further research discovered

Tenggara
2017).
that 380 puskesmas did not have
a physician available, also mostly
located in eastern parts of Indonesia
(Mahendradhata et al, 2017). This
regional

disparity and inequality

of human and physical resource

allocation need to be addressed to
ensure adeqguate rollout of UHC in

Indonesia.

Access to essential medicines in
Indonesia seems to be doing well
compared to indexes regarding
the health workforce. A national
index of 92 is calculated for the
essential medicines’ indicator,
indicating that adequate availability
of suitable medicines is available
to the population in primary health
care locations. The lowest scoring
provinces for this indicator are East
Nusa Tenggara and West Papua, with
index of 84. Majority of the provinces
seem to score in the 90s with some
provinces showing a score of high

80s.

Table 6 Service Capacity and Access (SC) Index

. Service
Hospital Health Access to .
. . Capacity and
Province beds per Worker Essential
. : - Access (SC)
capita Density Medicines
Index

Aceh 89 50 92 77
North Sumatra 86 33 90 69
West Sumatra 73 33 100 69
Riau 54 31 93 60
Jambi 63 42 97 67
South Sumatra 60 33 92 62
Bengkulu 66 46 92 68
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Lampung 51 34 90 58
Bangka 73 38 87 66
Belitung

Riau Islands 80 36 94 70
Jakarta 100 62 95 86
West Java 47 17 95 53
Central Java 64 26 91 60
Yogyakarta 100 53 99 84
East Java 59 27 96 61
Banten 48 17 89 51
Bali 86 49 97 77
West Nusa 39 37 97 58
Tenggara

Fast Nusa 45 29 84 52
Tenggara

west 57 31 88 59
Kalimantan

central 51 37 89 59
Kalimantan

south 63 34 95 64
Kalimantan

Fast 100 42 93 78
Kalimantan

North 78 44 90 7
Kalimantan

North Sulawesi 100 46 91 79
Central 76 44 90 70
Sulawesi

South Sulawesi 85 36 98 73
southeast 60 40 90 63
Sulawesi

Gorontalo 87 4] 92 73
West Sulawesi 51 28 99 59
Maluku 77 35 96 69
North Maluku 6l 38 87 62
West Papua 77 50 84 70
Papua 69 36 87 64
Indonesia 70 38 92 67

Source: Authors’ calculation.
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4.2 Financial Protection
4.2.]. Catastrophic Incidence

This section will discuss the results of
catastrophic incidence in Indonesia.
Catastrophic incidence is defined as
the expenditure for healthcare per
household or per capita that exceeds
a certain proportion/threshold of
income or consumption (Wagstaff
and Doorslaer, 2001). Catastrophic
incidence is measured by calculating
a household’s or individual’s total
expenditure on health, called out-
of-pocket payments. Catastrophic
how  much
health
using their own money (Wagstaff,
2008). We used an individual’s total
consumption on health as a way of

incidence shows

people pay for services

measuring catastrophic incidence in
Indonesia. Two different thresholds
were employed to measure the
catastrophic incidence: (1) out-of-
pocket payments that exceed 10%
of total consumption; and (2), out-
of-pocket payments that exceed
25% of total
thresholds are based on the WHO’s
recommendations (WHO and World
Bank, 2017).

consumption. These
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2014, JKN’s
has exceeded 81%

participation
of the total
population, which is eqguivalent to

Since

215.7 million people (BPJS Kesehatan,
2019).
number of participations does not

However, this enormous
highlight how far people must pay
for health services using their own
money. Out-of-pocket incidence
in Indonesia is still relatively high,
even though the participation of JKN
has increased significantly over the
years. Indonesia’s Ministry of Health
stated that out-of-pocket incidence
in Indonesia contributed to about
35% of total
in 2016 (Pinto et al.,, 2016). Previous

health expenditure
studies indicate that medication
is the primary contributor for out-
health
(World Health Organization,

of-pocket spending on
care
2019). Six countries in Asia spent
75% of out-of-pocket spending on
health care for medication (World
Health Organization, 2019).

on their survey, Lauranti et al. (2017)

Based

also concluded that medication is
the highest component for out-
of-pocket spending in Indonesia,
followed by inpatients and pathology
spending. This suggests that an

effective regulation for medication




is required to reduce out-of-pocket
spending on health care. However,
this report cannot capture such
findings due to data limitations.
The SUSENAS data set is used to
obtain figures for out-of-pocket
spending on health. The results
show that medical costs for health
care in public and private hospitals
are the highest component of out-
of-pocket spending in Indonesia
(Badan Pusat Statistik, 2018). However,
the survey questions do not specify
the type of costs spent at hospitals,
whether it is spent on medication,

costs for health workers, hospital

beds, or other services. Furthermore,
spending on medication is only
categorised into three components
in SUSENAS 2018, such as medication
purchased from pharmacies or
other locations based on doctors’
prescriptions, medication purchased
from pharmacies or other locations
without  doctors’ prescriptions,
and traditional medication (Badan
Statistik, 2018).

we are unable to conclude in this

Pusat Therefore,
report what components of health
spending are attributable to the
high out-of-pocket spending being
experienced in Indonesia.

Map 6 Catastrophic Incidence at a 10% Threshold, Indonesia (%)
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Source: Authors’ calculation.
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Chart 6 Catastrophic Incidence at 10% Threshold, by Province (%)
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Almost 13 million people spend more
than 10% of their total consumption
of health
according to this study’s calculations.
This is equivalent to 3.62% of the total

population. This numberis lower than

services in Indonesia

the global average of 9.7%, and the
Asian average of 10.4% in 2017 (WHO
and World Bank, 2017). This indicates
that Indonesia is better than other
countries at preventing people from
hardship
caused by out-of-pocket payments
on health services (WHO and World

Bank, 2017). Based on the research,

experiencing  financial

Central Java has the highest number
of people who suffer catastrophic
incidence at a 10% threshold (2.7
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million people), followed by East
Java (2.6 million people), and West
Java (2.4 million people). Yogyakarta
has the highest rate of catastrophic
incidence at a 10% threshold (8.64%),
followed by Central Java (8.04%), and
East Java (6.68%). West Papua has the
lowest number of people who suffer
catastrophic incidence at 11 thousand
people, followed by Maluku at over
14000people, and North Kalimantan
with 21,000 people. Papua has the
lowest rate of catastrophic incidence
at a 10% threshold (0.67%), followed
by Maluku (0.84%), and West Papua
(1.24%). The next section will discuss
the catastrophic incidence at a 25%
threshold.




Map 7 Catastrophic Incidence at a 25% Threshold, Indonesia (%)
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Chart 7 Catastrophic Incidence at 25% Threshold, by Province (%)
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This research found that almost 2.5
million people spent more than 25%
of their total consumption on health
services. This is equivalent to 0.63% of
the total population, which is lower
than the global average of 19% in 2017
and the Asian average of 2.1% in 2017.

This indicates that Indonesia is better

than other countries at preventing
people from experiencing financial
hardship caused by out-of-pocket
payments on health services (WHO
and World Bank, 2017). Based on
the research, Central Java has the
highest number of people who suffer

catastrophic incidence at a 25%
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threshold (630,000 people), followed
(555,000 people),
(432,000 people).
Central Java has the highest rate

by East Java
and West Java

of catastrophic spending at a 25%
threshold (1.83%), followed by East
Java (1.41%) and Bali (1.37%). It is also
demonstrated that Maluku has the
lowest number of people who suffer
catastrophic incidence at a 25%
threshold (1,500 people), followed by
Gorontalo (1,600 people), and West
Papua (2,400 people), while Papua
has the lowest rate of catastrophic
spending at a 25% threshold (0.08%),
followed by Maluku (0.08%), and East
Nusa Tenggara (0.10%).

High rates of catastrophic incidence
are concentrated in the provinces
in Java and Sumatra, while some

provinces in Kalimantan and eastern

parts of Indonesia have low rates
of catastrophic incidence. In 2018,
the highest rates of catastrophic
incidence for both thresholds are in
provinces of Java, such as Yogyakarta
(8.64% at a 10% threshold and 1.34%
at a 25% threshold), Central Java
(8.04% at a 10% threshold and 1.83%
at a 25% threshold), and East Java
6.68% at a 10% threshold and 1.41%
at a 25% threshold). The
rates of catastrophic incidence for

lowest

both thresholds are demonstrated
in provinces of eastern parts of
Indonesia, (0.67%
at a 10% threshold and 0.08% at a
25% threshold), Maluku (0.84% at a
10% threshold and 0.08% at a 25%
threshold), and East Nusa Tenggara
(1.55% at a 10% threshold and 0.10% at
a 25% threshold).

such as Papua

Table 7 Catastrophic Incidence in Indonesia, 2018

Number
of people
spending more

Number
of people
spending more

Percentage
of people
spending more
than 10% of than 10% of than 25% of than 25% of
their household  their household  their household  their household
consumption on consumption on consumption on consumption on
out-of-pocket out-of-pocket out-of-pocket out-of-pocket

Percentage
of people
spending more

Province

health care health care health care health care

expenditure expenditure expenditure expenditure
Aceh 183,870 3.50% 20,748 0.40%
North Sumatra 605,167 4.20% 100,811 0.70%
West Sumatra 234,751 4.38% 35,120 0.65%
Riau 313,358 4.63% 46,734 0.69%
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Jambi 126,204 355% 24139 0.68%
South Sumatra 241456 290% 36945 0.44%
Bengkulu 99,640 510% 15,080 077%

Lampung 387147 4.64% 71931 0.86%
E‘f‘a”ng dkj Belitung 50,619 3.49% 1902 0.82%
Riau 71,751 338% 13,239 0.62%
Jakarta 445380 428% 88,494 0.85%
West Java 2,360,174 4.87% 431,399 0.89%
Central Java 2766211 8.04% 629,251 183%

Yogyakarta 327616 8.64% 50937 134%

Fast Java 2,633,461 6.68% 555,14] 1.41%

Banten 47220 3.75% 65,438 0.52%
Bali 247677 579% 58,489 137%

ré iztg'if;a 142,237 2.85% 28,608 0.57%
Ezztgggf: 82,688 155% 5560 010%

West Kalimantan 177721 3.57% 31,600 0.63%
E;Tr::'n an 66,570 252% 14,489 0.55%
i:ﬁ::an o 170,795 410% 34,070 0.82%
East Kalimantan 151,806 418% 28,395 078%
Ea?lir::an . 21792 3.07% 2,843 0.40%
North Sulawesi 105,343 426% 16,278 0.66%
Central Sulawesi 62,248 2.08% 8,697 0.29%
South Sulawesi 230,045 2.63% 34909 0.40%
gﬁgtwhgjft 56,435 214% 8158 0.31%

Gorontalo 25,744 218% 1,587 0.13%

West Sulawesi 22,086 164% 5,08] 0.38%
Maluku 14,762 0.84% 1493 0.08%
North Maluku 22236 182% 2,654 0.22%
West Papua 11,576 1.24% 2,417 0.26%
Papua 22206 0.67% 2558 0.08%
Indonesia 12,952,892 3.62% 2,485,195 0.63%

Source: Authors’ calculation.
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4.2.2. Levels of Impoverishment
Due to Out-of-pocket Spending:
Non-SDGs’ Indicators

This section explains the results of
impoverishment health spending
as an addition to catastrophic
UHC

protection. Impoverishment health

spending for financial
spending can capture how much
financial hardship a household can
face, as catastrophic incidence is
not able to capture the depth of
hardship a household experiences
(Wagstaff, 2008). A

becomes impoverished by out-of-

household

pocket spending on health care
when the household’s consumption,
including out-of-pocket spending,
is more than the poverty line but
without out-of-pocket spending,
the household consumption is less
than the poverty line (Wagstaff et al.,
2018). Impoverishment due to out-
of-pocket spending on health can
demonstrate an increase in poverty.
This occurs when households have
no choice but to divert resources
from other essential goods and
services, to achieve sustainable living
standards and life itself (Wagstaff et
al., 2018). Although this indicator is not

an official indicator for measuring
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financial protection and catastrophic
spending, it has a correlation with
SDG 1, poverty eradication (Wagstaff
et al,, 2018).

Impoverishment incidence is
measured by calculating the change
in poverty headcount with and
without

out-of-pocket spending

on health, included in the total
consumption (Wagstaff et al.,, 2018).
Three different poverty lines were
employed for this report, they are:
(1) the

USD190 per day poverty line, which

international standard of
is also called the extreme poverty
line, (2) the international standard of
USD 3.10 per day poverty line, which
captures poverty in middle-income
countries, and (3) Indonesia’s national
poverty line that varies among
provinces with an average national
poverty line of IDR 401,220 (USD28.64
) per capita per month in 2018. The
first two poverty lines chosen are
similar to those used by Wagstaff
(2018). International poverty lines are
converted to local currency units
(LCUs to $1) using 2018 Purchasing
Power Parity (PPP) and International
Comparison Program (ICP), following
data from the World Bank (The World
Bank, 2019b). Therefore, the value for




USD 190 poverty line in Indonesia
is 190 x $5]104 x 305 days = IDR
295,835.17 per capita per month, and
USD 3.10 poverty line is 3.0 x $5,104 x
30.5 days = IDR 482,6/6.8 per capita
per month. However, for the third
poverty line, Wagstaff (2018) used a
relative poverty line that he defined
as 50% median consumption. Since
this type of poverty line is used by
OECD-14 and other high-income
countries, it was not included in this
report because it is more relevant to
measure impoverishment spending
in Indonesia based on Indonesia’s

national poverty line.

The following section calculates the
change in poverty gap due to out-
of-pocket spending. The poverty gap
can capture the depth of poverty
due to out-of-pocket spending
of the households that cannot
be captured by
incidence (Wagstaff et al., 2018). The

method for calculating the poverty

impoverishment

gap between poor households
and impoverished households are
different (Wagstaff et al, 2018). For
poor households, the change in the
poverty gap is the total amount of
out-of-pocket spending; while for

impoverished households, change in

the poverty gap is measured by the
amount of out-of-pocket spending
that pushes them below the poverty
line (Wagstaff et al., 2018). The total
amount of out-of-pocket spending
from these two types of households
is then divided by all households
to get the overall average change
in the poverty gap because of out-
of-pocket spending (Wagstaff et al.,
2018). In presenting the results, USD
190 and USD 3.10 poverty line figures
are used. The national poverty line
will not be used to show change
in the poverty gap due to out-of-
pocket spending, as this poverty line
would not demonstrate any absolute
meaning (Wagstaff et al., 2018).
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Map 8 Impoverishment Incidence at $1.90 (2018 PPP), Indonesia (%)

Percentage
<0.08 (9)

[ 0.09-024(11)

[ 025-0428)

M 0.43-067 (4)

M -o068(2

Source: Authors’ calculation.

Map 9 Impoverishment Incidence at $3.10 (2018 PPP), by Province (%)

Percentage
<0.31(5)
[ 032-061@8)
[ 0.62-1.26 (16)
M 127-1.704)
M -180(1)
Source: Authors’ calculation.
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Map 10 Impoverishment Incidence at National Poverty Line, Indonesia (%)

Percentage
<0.23(5)

0.24-0.35 (11)
[ 0.36-0.48 (7)
B 0.49-0.74 (7)
M -0751)

Source: Authors’ calculation.

The incidence of impoverishment
due to out-of-pocket spending at
the USD 190 per day poverty line
is 0.22 per cent or equivalent to
584,831 people in 2018. The level of
impoverishment demonstrates high
variation between provinces. Central
Java and Gorontalo experience more
than a 0.68 per cent impoverishment
level. Most of the provinces with
high
are centred

levels of impoverishment

in Java. Meanwhile,
provinces in Kalimantan and Papua
Islands experience low levels of
impoverishment, which is less than

0.24 per cent.

The same pattern is also shown by

the incidence of impoverishment

due to out-of-pocket spending at
the USD 310 per day poverty line.
The level varies among provinces,
Java

with  Central having the

highest level of impoverishment
with more than 1.8 per cent of the
population impoverished by out-
of-pocket spending. The lowest
level of impoverishment occurs in
East Kalimantan and all provinces in
Papua, with less than 0.31 per cent of

the population impoverished.

In the case for the national poverty
line, the pattern slightly changes,
even though it still shows inequality
among the provinces. There are
four provinces that experience the

highest level of impoverishment:

Perkumpulan PRAKARSA 59



North

Sumatra.

Central Java,
and West

Meanwhile, West Java, West Nusa

East Java,

Kalimantan,

Tenggara, South Kalimantan, Papua
and West Papua have the lowest
level of impoverishment, with less
than 0.23 per cent of the population
impoverished.

In  general, the incidence of
impoverishment due to out-of-
pocket spending in Indonesia is
relatively low,
to 1.8% for all
national averages for incidence of
impoverishment are 0.22%, 0.74%
and 0.41% for USD 190, USD 3.10 and

national poverty lines respectively.

ranging from 0%

poverty lines. The

However, these numbers are higher

than that shown by the Tracking
Universal Health Coverage: 2017 Global
Monitoring Report, where incidence
of impoverishment in Indonesia for
respective poverty lines were 0.07%
and 0.66% for USD 190 and USD
310 in 2018 (WHO and World Bank,
2017). It implies that more people are
impoverished due to out-of-pocket
spending in 2018 compared to 2011. It
is also important to mention that the
highest impoverishment incidence
due to out-of-pocket spending
is centred in Java with the lowest
level occurring in eastern parts of

Indonesia, such as Papua and Maluku.

Map 11 Poverty Gap at $1.90 (2018 PPP), Indonesia

-
W
> A0
L ¢
T \\ N
%
N

Pov Gap
<0.005 (11)
0.006 - 0.014 (11)
[ 0.015-0.034 (7)
Il 0.035 - 0.060 (4)
I > 0.061 (1)
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Map 12 Poverty Gap at $3.10 (2018 PPP), Indonesia

Pov Gap
<0.025 (5)
0.026 - 0.067 (14)
[ 0.068 - 0.110 (10)
I 0.111-0.160 (4)
M >o0.161 (1)

Source: Authors’ calculation.

The increase in poverty gap due to
out-of-pocket spending is relatively
insignificant at USD 0.014 and USD
0.068 per day for the USD190 and
USD3.10 poverty lines respectively.
It is important to note that small
changes in the poverty gap are the
results from total out-of-pocket
spending of poor and impoverished
households divided by the total
population (Wagstaff et al, 2018).
The poverty gap increase due to
out-of-pocket spending also varies
among provinces. In terms of the
USD1.90 poverty line, there are eleven
provinces that have a poverty gap
below USD 0.005 per capita, with the

lowest poverty gap at USD 0.00 per

capita occurring in Bangka Belitung.
Meanwhile, the highest increase in
poverty gap occurs in Gorontalo,
reaching USD 0.06 per capita. In
terms of the USD 3.0 poverty line,
the pattern for the poverty gap
due to out-of-pocket spending is
like that of the USDI190 poverty line.
On average, the increase in poverty
gap is USD 0.068 per capita. Central
Java experiences the highest level
of an increase in the poverty gap,
reaching USD 0.20 per capita per
day. Meanwhile, the lowest level of
increase in the poverty gap is almost
USD 0.00 per capita per day in
Jakarta.
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Table 8 Impoverishment and Poverty Gap due to Out-of-pocket Spending on
Health Care

Percentage Percentage Percentage
of people of people of people

pushed below  pushed below  pushed below  Poverty Gap Poverty Gap

the USDI9O  the USD310  the national  at USDI9O per &t USD310 per

FIOVIREE (52018PPP)  (S2018PPP)  povertyline  day(s201s  Gay (S2018 PPP)

poverty line by poverty line by 2018 by out- PPP)
out-of-pocket  out-of-pocket of-pocket
expenditure expenditure expenditure

Aceh 0.25% 135% 0.51% 0.008 0.079
North Sumatra 015% 0.80% 0.49% 0.006 0067
West Sumatra 0.09% 0.44% 0.74% 0.005 0.040
Riau 0.00% 0.52% 0.45% 0.001 0033
Jambi 014% 070% 0.42% 0.008 0.057
South Sumatra 0.43% 0.82% 0.41% 0022 0.082
Bengkulu 013% 0.87% 0.55% 0.006 0,093
Lampung 0.32% 126% 0.56% 0.017 00
Bangka Belitung 0.00% 0.37% 0.30% 0.000 0.010
Riau Islands 0.02% 0.31% 0.31% 0.000 0.010
Jakarta 0.00% 013% 0.37% 0.000 0,005
West Java 0.24% 0.82% 0.20% 0013 0,065
Central Java 076% 1.84% 0.86% 0.046 0202
Yogyakarta 053% 1.31% 0.39% 0.020 0140
Fast Java 0.51% 150% 0.88% 0.035 0160
Banten 0.02% 0.47% 0.33% 0.001 0.034
Ball 016% 0.42% 0.39% 0.006 0043
¥Ve fgg“;;a 0.36% 0.86% 016% 0.019 0.07
East Nusa

Tengger 0.33% 1.019% 0.23% 0.04] 0123
West Kalimantan 0.20% 079% 0.34% 0.007 0.060
(K:;?r::'ntan 012% 0.48% 0.33% 0,004 0.044
i‘;ﬁ::antan 0.09% 090% 0% 0.003 0.040
Fast Kalimantan 0.01% 015% 0.51% 0.000 0.009
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E;)”rrt:antan 0.00% 0.48% 093% 0,000 0015
North Sulawesi 0.62% 0.82% 0.28% 0018 0,098
Central Sulawesi 0.28% 093% 0.34% 00T 0,078
South Sulawesi 018% 071% 0.25% 0033 0,087
g‘jlitv';g;“ 0.31% 0.61% 0.28% 0,044 0,094
Gorontalo 070% 0.68% 0.60% 0,061 0
West Sulawesi 0.26% 0.82% 0.25% 0022 0,095
Maluku 0.03% 0.81% 0.35% 0004 0,040
North Maluku 0.08% 079% 059% 0002 0055
West Papua 0.06% 0.18% 0.16% 0.007 0.025
Papua 017% 017% 0.09% 0009 0036
Indonesia 0.22% 0.74% 0.41% 0.014 0.068

Source: Authors’ calculation.

4.3 Service Coverage
Index and Financial
Protection

There is a tendency for provinces
that have high service coverage
high
incidence. According
Health
Coverage: 2017 Global Monitoring

indexes to also have
catastrophic

to the Tracking Universal

Report, people who experience low
levels of impoverishment or out-of-
pocket spending on health could
indicate protection from financial
hardship (WHO and World Bank, 2017).
However, the report also discussed
that low out-of-pocket spending and

impoverishment could also indicate

a lack of access to healthcare or the
inability to afford access to health
services (WHO and World Bank, 2017).
This narrative can be applied to the

results generated from this report.
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Figure 2 Service Coverage Index and

Financial Protection
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Provinces in eastern parts of

Indonesia, such as Papua and
East Nusa Tenggara demonstrate
low incidences of catastrophic
spending, but also low indexes for
service coverage (see Figure 2).
These provinces are also home to
some of the highest poverty rates
in Indonesia, which could suggest
that their ability to seek healthcare
is limited due to their low financial
situation. Furthermore, Lauranti et
al. (2017) in their survey found that

10 per cent out of 1,344 respondents

64 Universal Health Coverage: Tracking Indonesia’s Progress

are still lacking access to basic health
care facilities. The distance of the
healthcare facilities, the unavailability
of health workers and transportation
costs are the key determinants
(Lauranti et al,, 2017) . Therefore, the
low rates of catastrophic incidence
could indicate access to health

services is inadequate due to

geographical condition, poor health

infrastructure and health inequality.
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5 CONCLUSION

‘¢ This result is higher compared to that published by the
WHO'’s 2015 index of 49 for Indonesia, demonstrating
improvement in health since the introduction of JKN.

This report delivers a comprehensive
assessment of the progress made
health

coverage in Indonesia. Frameworks

toward achieving universal

from the WHO were adopted and
contextually adapted to calculate
indexes for service coverage and
financial protection efforts, with an
index of 60 for service coverage. A
set of indicators were developed to
create fourdimensions formeasuring
service coverage and data was
collected from 2018 sources. Financial
protection measured through the
calculating of catastrophic incidence
by measuring out-of-pocket
spending on health care, indicate
that out-of-pocket spending on

health care in Indonesia is still high.

This research suggests that
community awareness of available
health services provided by JKN are

still lacking. This can be seen through

the screening for cervical cancer
indicator, with a national index of only
nine. As discussed above, screening
for cervical cancer is covered by JKN
forallwomen.The low results indicate
that women are unaware of the
available services and administration
for maintaining such services are
inadequate. It is evident that from
low indexes for noncommunicable
diseases that government awareness
towards the importance of reducing
the burden of noncommunicable
diseases in Indonesia is insufficient.
Furthermore, low public awareness
for seeking treatment of tuberculosis
or having the knowledge of where to
obtain appropriate health treatment
is hindering efforts toward universal
health coverage. Although a special
program is currently in place for
eliminating tuberculosis in Indonesia,

low rates of detection for tuberculosis
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are leading to an increase in the
spread of the disease.

High rates of smoking and unhealthy
lifestylearecontributingtolndonesia’s
growing burden of NCDs. It was
also discovered that lack of effort
toward controlling hypertension
that

interventions toward

in Indonesia, indicates
government
targeting behaviour and lifestyle are
still insufficient Indonesia. Therefore,
the health consequences of smoking
need to be addressed with stronger
policies and better health promotion
initiatives, educating people on the
dangers of smoking and related
health conseqguences. A focus on
the awareness around the dangers
of hypertension are also urgently in
need of expansion, with such low
indexes deriving from this research.
New communication strategies are
health

through

crucial to deliver essential
education messages,
appropriate and contextual means,
such as religious and community

leaders.

QOut-of-pocket spending for health
care is still high, hindering efforts in
providing financial protection, with

almost 13 million people spending
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more than 10 per cent of their total
consumption on health services. The
incidence of impoverishment due to
out-of-pocket spending on health
has increased from 2011, implying that
more people are impoverished due
to out-of-pocket spending in 2018.
This indicates that more people are
being forced to divert spending away
from their essential needs, such as
food, shelter, and clothing. However,
we are unable to conclude which
components of health spending
are contributing to such high out-
of-pocket spending on health care.
This information is crucial for setting
effective strategies to reduce out-of-
pocket spending.

This research also demonstrates
that many provinces in Java and
other western parts of Indonesia, on
average, have a better health service
coverage compared to provinces
outside of Java in eastern parts of
the country. Low ratios of hospital
beds per capita and low health

worker density remain a crucial
issue that needs to be addressed
in  poorer provinces. Therefore,
disparity and inequality of human
and physical resource allocation

need to be addressed to ensure




adequate rollout of universal health
coverage in Indonesia. As discussed
in the introduction, the indicators are
designed to measure efforts made
toward universal health coverage,
instead of measuring the prevalence
of diseases. Therefore, with all four
dimensions and corresponding

indexes being relatively low,

indicates that JKN is not providing

access to quality health care for all

Indonesian  citizens.  Furthermore,
some provinces that experience
high poverty levels have a tendency
of having low service coverage
indexes to also have low catastrophic
incidence. Inadequate access due to
geographical conditions, poor health
infrastructure and health inequality is

a serious problem in those provinces.
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6 RECOMMENDATIONS

This research adopted frameworks from the SDGs to track progress made
by JKN, toward achieving universal health coverage. Based on the research

findings, a number of recommendations for follow-up are:

The government needs to commit to reducing health
inequality with better development of basic health

infrastructure and facilities in provinces that demonstrate poor
health service coverage. The government needs to provide
more primary health care centres, puskesmas, and hospitals,
including the development of better road infrastructure for
people to access health services.

Health promotion efforts need to be revised and expanded

to encourage better health outcomes and reduce the

burdens placed on health service systems. Local and national
governments must work with respected local community and
religious leaders to formulate new communication strategies

that deliver essential health information.

= The government needs to conduct further research into
potential excise taxes that could curb the growing burden of
noncommunicable diseases attributed to healthy lifestyle in

Indonesia.
@ The government needs to conduct more comprehensive
surveys to identify what components of out-of-pocket health

spending are contributing to such high rates of catastrophic
incidence. This data is crucial to formulate policies that target
specific components to reduce out-of-pocket spending on

health in Indonesia.
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