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This brief summarizes findings from a qualitative study in 12 districts in Indonesia on how family 
planning services are utilized in the era of its National Health Insurance Program or Jaminan 
Kesehatan Nasional (JKN). In addition to reviewing study findings, this brief also offers policy 
recommendations across the domains of financing, regulation, socialization and human 
resources for how the Government of Indonesia can optimize JKN to accelerate the target 
achievement of the modern contraceptive prevalence rate (mCPR). This study was conducted 
by ThinkWell under the Strategic Purchasing for Primary Health Care (SP4PHC) project, 
supported by the Bill & Melinda Gates Foundation. 

 

T H E  R O L E S  O F  J K N  I N  T H E  F A M I L Y  
P L A N N I N G  S E R V I C E S  

Indonesia’s national health insurance, Jaminan 
Kesehatan Nasional (JKN), administered by Badan 
Penyelenggara Jaminan Sosial Kesehatan (BPJSK) 
has been implemented since 2014. Its goal is to 
reach universal health coverage, thus increasing 
access to health care services for its population and 
protecting them from financial burden. JKN’s 
coverage has expanded from 131 million in 2014 to 
235 million people in 2021 (86.9% of the population), 
of which around 59.6% are the poor subsidized by 
local and central government penerima bantuan 
iuran (PBI) (DJSN, 2020).  JKN members’ growth has 
been followed by efforts to expand the network of 
health facilities.  In December 2021, referral health 
facilities increased to 2,809, a 67.1% increase from 
2014), and primary health care (PHC) facilities 
increased to 23,608 a 28% increase from 2014 (BPJSK 
2014, 2021).  

For family planning (FP), JKN covers counseling, 
short and long-acting reversible contraceptives 
(LARCs), and complications based on basic health 
needs at both primary and referral health facilities. 
To control for quality and costs while also increasing 

the scope of FP services in JKN, short-acting 
contraceptives (condoms and oral contraceptive pills 
- OCPs) are included in capitation payments made by 
JKN to PHC facilities, whereas intrauterine device 
(IUD) and implant insertion and removals are paid via 
fee-for-service.  Sterilization is conducted at higher-
level facilities with referrals from PHC providers, and 
these are paid based on the Indonesia-Case Based 
Groups (INA-CBG) tariff.  

Although JKN provides fairly comprehensive 
coverage of FP services, the modern contraceptive 
prevalence rate (mCPR) has been stagnating for the 
last 20 years and has not changed considerably 
since the advent of JKN in 2014 (Figure 1). 
Moreover, the 2020 national target for mCPR of 
61.8% was not met, as Indonesia only achieved 57.9% 
(BKKBN, 2020). The use of long-term contraceptives 
among married women between the age of 15-49 
years is stagnating or even decreasing, depending on 
the method. From 2012 to 2020, tubectomy and 
vasectomy use for this population stagnated at 
around 3.61% and 0.5%, respectively, while IUD use 
decreased from 11.53% to 10.44%. Implants only 
showed a slight increase among this group from 
9.17% to 12.71% in this 8-year period. The use of 
short-acting contraception is still high but also 
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showed similar trends, injectable use slightly 
increased for this population from 46.84% to 48.78%, 
and OCPs decreased from 25.13% to 20.69% during 
the same period (BKKBN, 2012-2020).  In contrast, 
the use of traditional contraceptive methods has 
increased from 4% in 2012 to 6.4% in 2017 within this 
population (IDHS 2012, 2017).  

Short-acting methods, especially injectables, are 
most often used among FP users. This method is 
considered cheap and can easily be obtained from 
private midwife practices, which are widely available 
in urban and rural areas. These midwives play an 
important role in delivering maternal and FP services 
but are less likely to contract with JKN. Only around 
14,000 private midwife practices (5%) are networked 
to BPJSK contracted facilities in 2019 (Wilopo et al., 
2020). Therefore, those accessing FP from private 
midwives often pay out-of-pocket to do so. 

Figure 1. mCPR Trend (%), 1994 – 2020 

 

Source: Indonesia Demographic and Health Survey (IDHS), 1994-
2017  

* Estimated using data from SIDUGA, BKKBN 

ThinkWell collaborated with the National 
Population and Family Planning Board (BKKBN), 
Centre for Health Financing and Health Security, 
Directorate of Productive Age and Elderly Health, 
and the Agency for Health Policies Development at 
the Ministry of Health to review current regulations 
and generate evidence on how FP services are being 
utilized and improved at the national, district, and 
community levels to ultimately contribute to the 
policy discussions on how to improve FP benefits in 
JKN. This study aims to assess several topics; first, 

how JKN has been utilized for FP services since its 
introduction; second, map barriers that hinder the 
use of JKN for FP; and third, how JKN is synergized 
with other FP-related policies (e.g., demand creation, 
and supply-side strengthening). This analysis will 
inform policymakers on how JKN can be optimized to 
increase mCPR, as well as the barriers faced by 
national and district health offices, facilities, health 
workers, and potential contraceptive users. 

M E T H O D S  

To do this, we conducted secondary data analysis, 
regulation reviews, and qualitative data collection 
in purposively selected districts/cities. Focus group 
discussions (FGDs) were conducted between 
November and December 2021 with key informants 
from District Health Offices, district-level BKKBN and 
BPJSK staff, public and private primary care (PHC) 
workers both contracted and not contracted by 
BPJSK, midwives, as well as their associations, and 
contraceptive users in 12 districts/cities across 6 
provinces. As shown in Figures 2 and 3, provinces 
were selected to represent geographic regions (west, 
central, and east Indonesia), the proportion of LARCs 
users against active contraceptive users, and the 
proportion of postpartum family planning (PPFP) 
users against total delivery incidents in the province. 
In each province, its capital city is selected to 
represent the urban area, and a nearby district is 
chosen to represent its rural area. 

Sumatera Utara and Jawa Tengah have higher 
prevalence rates for LARCs than the national 
average of 27% (Figure 2). Both of their PPFP 
prevalence are lower than the national average of 
28% (Figure 3). Sulawesi Selatan, Kalimantan Timur, 
and Bali represent central Indonesia, with a mix of 
both lower and higher rates of LARCs and PPFP 
uptake. Nusa Tenggara Timur represents East 
Indonesia and has a much higher LARC prevalence, 
but low PPFP prevalence. 
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Figure 2. Selected Provinces based on LARCs Prevalence Rate, 2020z 

Source: Sistem Informasi Kependudukan dan Keluarga (SIDUGA), 2020, author’s calculation 

Figure 3. Selected Provinces based on Post-Partum Contraceptive Prevalence Rate, 2020 
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I S S U E S  A F F E C T I N G  J K N  U T I L I Z A T I O N  
F O R  F P  S E R V I C E S  

Since its introduction in 2014, the use of JKN for FP 
is relatively still low. Figure 4 shows that among 
reproductive-age women enrolled in JKN who are 
active FP users in 2018, there is a large proportion 
that did not utilize their JKN card for FP (72% for OCPs 
and condoms, 69% for injectables, 47% for IUD and 
implants, and 56% for sterilization at the national 
level), and likely paid out-of-pocket. The highest gap 
is seen for OCPs and condoms, which are often 
obtained via drugstores or pharmacies, whereas 
LARCs must be obtained at health facilities. Because 
of their price, obtaining LARCs is more favorable 

using JKN. However, figure 3 shows that there is a 
wide variation of LARCs prevalence, which signals 
that there are possible issues other than financial 
barriers that occur across provinces. Unfortunately, 
data of Figure 4 could not be disaggregated into the 
district/city level. 

Using other data sources, we analyzed JKN coverage 
among reproductive-age couples as well as LARC 
prevalence by districts/cities. Figure 5 shows that 
there is a wide variation of JKN coverage and LARC 
prevalence among JKN members.  

Even when JKN coverage is high in the Kupang 
district, LARC prevalence among PBI (JKN subsidized 

Figure 4. JKN Utilization Gap for FP in Main Islands of Indonesia, 2018 

Source: Author’s calculation using Sistem Informasi Kependudukan dan Keluarga (SIDUGA), 2018, and BPJSK sample data 2018 

 

Figure 5. JKN Coverage and LARCs uptake, by district/cities visited 

Note: Districts/Cities are presented from West to East 
Source: Sistem Informasi Kependudukan dan Keluarga (SIDUGA), 2020 
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group for the poor) and non-PBI (JKN non-
subsidized group for the non-poor) is much lower, 
only around 50%. A similar trend is seen in Kupang 
city, Maros, and Makassar. Across the visited 
districts/cities, LARC prevalence is 36.9% and 38.6% 
for PBI and non-PBI, respectively. On the contrary, 
Samarinda has low JKN coverage but relatively high 
prevalence, especially among non-PBI members. 
These patterns again signal area-specific or unique 
issues within districts, where the qualitative study 
helps to better understand these issues. 

By visiting these districts/cities and interviewing 
key stakeholders, we found that there are some key 
themes, summarized in Table 1. Issues around 
regulation, financing, socialization, and human 
resource capacities are persistent across districts. 
The team further analyzes how each issue occurs at 
the national, district, facility, health workers, and the 
community level in the next section. 

 

I S S U E S  A T  T H E  N A T I O N A L  L E V E L  

Regulation: Central regulations are often 
interpreted differently. Presidential regulation No. 
82/ 2018 stated that JKN covers promotive, 
preventive, curative, and rehabilitative services 
based on medical indications. As one of the 
preventive services, medical indications for FP is 
obscure because potential acceptors should be in a 
healthy state to receive treatment. Some districts 
interpret women’s preference of no longer wanting 
children as a medical indication, hence the basis to 
refer them to higher-level facilities to receive 
sterilization (vertical referral). For procedures that 
must be done at the PHC level, such as IUD and 
implant insertion, when PHC providers lack the 
capacity to perform the treatment, they must refer 
to other PHC facilities (horizontal referral). 
Moreover, many patients believe that their nearby 
PHC facility cannot provide the service, some would 
prefer to go directly to the higher-level facility or 
their trusted private midwife practices and pay out-
of-pocket (OOP) for the service.  

Table 1. Issues Affecting JKN Utilization for Family Planning 
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Financing: FP services are not only covered by JKN, 
but also by BKKBN through the FP operational 
assistance fund (Bantuan Operasional Keluarga 
Berencana; BOKB). BOKB is a non-physical special 
allocation fund (Dana Alokasi Khusus; DAK) paid to 
districts and specific to certain regions to carry out 
activities that are adapted by regional authorities to 
achieve priorities for population control, FP, and 
family development (Ministry of Health, 2019). 
Among other things, this fund is used to provide 
mobile FP services using modified buses that can visit 
even the most remote villages. The activities carried 
out using this funding channel are popular among 
women as it gives them easy access to services. 
Therefore, using JKN can be less popular as they must 
visit health facilities to access this service. An 
example of improving coordination between JKN and 
BOK would be for BOKB to still cover the operational 
costs of the popular mobile FP units, but JKN could 
cover the cost of the service.  

Socialization: Socialization that JKN covers FP 
services is also lacking at the national level, as BPJSK 
and BKKBN do not have a coordination mechanism 
to campaign for the use of JKN for FP. While BPJSK 
focuses on increasing coverage and collecting 
contributions, BKKBN focuses on increasing mCPR 
through their own funding channel, and neither 
focuses on marketing to the public to increase FP 
utilization under JKN. In our discussions, it was clear 
that BKKBN is very interested in increasing 
knowledge of JKN so that more people would be 
covered under the scheme and BKKBN could focus on 
other aspects of FP. 

Human Resource: Lastly, human resource capacity 
in the field plays an important role in socialization 
and provision at the grassroots level. There are 
30,000 national field officers recruited and funded by 
BKKBN who are deployed across the nation to 
coordinate with PHC facilities on data collection and 
promotional activities for FP. However, they are 
currently not enough to serve a nationwide effort to 
increase mCPR. Districts then recruit and fund 
supplementary officers to work alongside the 
nationally-funded field officers. The issue with this is 
that each group has different visions and workloads 
among officers, creating inefficient cooperation. 
Increasing the number of officers funded by the 
central government would potentially strengthen 
programs aimed at national targets conducted at the 

district level. In addition, private midwife practices 
have an important role in contraceptive use in 
Indonesia, but often do not join JKN. This has led to 
high OOP spending on FP services, a missed 
opportunity to improve midwife quality and 
integrate this important provider into the larger 
health system.  BPJSK needs to find ways to 
encourage private midwife practices to network with 
contracted PHC facilities.  Strategies could include 
increasing their take-home pay or reducing their 
administrative burden (Wilopo et al., 2020).  

I S S U E S  A T  T H E  D I S T R I C T / C I T Y  L E V E L  

Regulation: Since decentralization in 2002, districts 
have had the autonomy to manage their affairs as 
long as their efforts are in line with national targets 
and priorities, including FP. Still, the team found 
some local regulations that are contradictory to 
national policies. For example, in Kutai Kertanegara 
district, a Regent’s policy stated that the tariff for 
moderate surgeries is Rp 5.5 million (USD 418). 
Hospitals in this district applied this tariff for 
sterilization and refused to accept the case-based 
group (CBG) tariff of Rp 343,000 to Rp 439,000 (USD 
24 to USD 30). This becomes a huge burden for the 
district-level BKKBN because they need to pay these 
hospitals the higher amount using BOKB, which is 
budgeted at the central level and uses the CBG tariff 
to base their assumptions. This became one of the 
reasons that use of sterilization is low, while the 
demand for it is high. Updating the CBG tariff and 
further socialization of districts and health facilities 
could potentially resolve this issue. 

Financing: Districts tend to prefer BOKB funding 
over JKN for a number of reasons, including easier 
administrative practices, less regulations, and 
quicker reimbursement practices. BOKB has become 
the most convenient source of funding in the district 
because the district-level BKKBN office manages this 
fund and it covers all operational activities from 
providing free services, transportation cost for 
acceptors pick-up, to promotional activities. Districts 
reported that their capability to propose and absorb 
this fund is much easier than with JKN and thus, it 
remains crucial for them to be able to maintain 
sustainable FP programs. Another example of issues 
with JKN versus this fund is that to increase mCPR, 
especially LARCs, district-level BKKBN offices often 
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roll out activities that would attract potential 
acceptors to their nearby PHC facilities. For example, 
World Contraception Day serves as an opportunity to 
spread awareness and promote FP services. On this 
occasion, many women often fill up the PHC facilities 
for FP services. However, based on the President’s 
Regulation No. 82/ 2018, JKN should not cover them 
as it is the result of a social movement driven by 
BKKBN. Thus, even if they are enrolled in JKN, their 
membership is of no use on these occasions, and the 
BOKB fund would need to be used. Alternatively, by 
knowing this limitation, instead of holding a one-day 
event, some districts would inform potential users to 
visit their PHC during a certain time period so PHC 
facilities do not suffer from overcapacity and it would 
not appear as a movement driven by BKKBN and thus 
can be covered by JKN. Although this workaround 
seems to work, it signals an inefficiency in the 
system.  

Socialization: Similar to the national level, district 
level BKKBN and BPJSK do not have a coordination 
mechanism to improve FP coverage. District-level 
data are often unsynchronized, making it difficult to 
target populations. District’s field officers have a 
crucial role in generating demand, such as visiting 
mothers in villages, communicating the benefits of 
FP, and promoting services at health facilities, 
especially when there are events that enable 
potential acceptors to obtain free services. By not 
coordinating with BPJSK, field officers are often 
unaware of the FP benefits in the JKN program and 
do not promote it. Therefore, creating a coordination 
mechanism at the district level would strengthen the 
FP program delivered at the grassroots level. 

Human Resource: District-level BKKBN takes various 
forms. They can be a stand-alone unit or merged with 
other health sector units, which could shift the focus 
from FP to other health issues, such as maternal and 
neonatal health. To ensure strong FP programs are 
carried out in the district, this unit must be 
strengthened in all districts, which calls for higher 
funding from the central government to establish 
them. This can be done by first ensuring the 
establishment of district-level BKKBN as a stand-
alone unit in all districts.  This would give BKKBN a 
higher bargaining position to propose more funding 
for activities and human resources. 

I S S U E S  A T  T H E  P R O V I D E R  L E V E L  

Regulation: To be able to provide services to JKN 
members, private midwife practices need to 
network with public or private PHC facilities 
contracted by BPJSK. They cannot directly contract 
with BPJSK because, according to the regulation, they 
are not considered PHC facilities. This networking 
mechanism also allows for midwives’ quality control, 
ensuring that they are delivering services using the 
national standard set by BPJSK.  However, the 
midwife practice must share a maximum of 10% of 
their revenues with the private PHC, according to 
Ministry of Health regulation No.28/2014. In 
contrast, if a private midwife practice networks with 
a public PHC facility, revenue sharing is not required 
as public PHC facilities are directly funded by the 
government.  However, this type of arrangement is 
found less often as public PHC facilities usually have 
enough midwives, without having to add more 
private ones. This revenue sharing adds an 
administrative and financial burden and becomes a 
disincentive for private midwives to join the network. 
Furthermore, although both contracted and 
networked facilities claimed that there is additional 
revenue by being able to provide service to JKN 
members, the revenue sharing regulation could 
potentially offset their profits.  Moreover, many 
private midwives complain of low reimbursement 
rates and delayed payments from JKN and their 
partnered PHC facility (Wilopo et al., 2020). 

Financing: JKN financing for FP services is also an 
issue. Based on Ministry of Health Regulation No. 
52/2016, counseling and providing OCPs and 
condoms are included in the capitation payments 
and others in the fee-for-service scheme at the PHC 
level. Service tariff for IUD insertion is Rp 100, 000 
(US $6.95), injectables are Rp 15,000 (US $1.04), 
treatments due to complications is Rp 125,000 (US 
$8.69), and male sterilization is Rp 350,000 (US 
$24.33). These rates, which have been in effect since 
2016, are perceived to be too low by providers. 
Because of the low rates, providers are not 
motivated to promote FP services. Furthermore, 
private midwife practices do not receive capitation 
payments as they are not considered PHC facilities. 
Moreover, delays in transfers to public PHC facilities 
are also often found to PHC facilities without 
provider autonomy (Non-Badan Layanan Umum 
Daerah; non-BLUD) because money from BPJSK is 
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transferred to the District Health Office rather than 
directly to facilities. DHO must then follow local 
mechanisms to transfer to facilities, and it would 
often take around 3 months before facilities receive 
the reimbursement. 

PPFP services are also hindered by several 
regulations. Ministry of Health regulation No. 
26/2021 stated that if patients deliver at PHC 
facilities, they can be referred to hospitals to obtain 
sterilization. However, the uptake rate is low as 
patients are often reluctant to visit hospitals after 
delivery because they are still recovering from 
childbirth.  At the hospital level, Ministry of Health 
Regulation No. 64/2016 only provides rates for post-
partum sterilization after vaginal delivery. The rates 
for sterilization after caesarean operation is bundled 
in the operation tariff. The team found that this 
demotivates providers from performing sterilization 
because the amount they would receive if they 
performed the service is not different from the 
amount if they do not perform the service. 
Therefore, creating a new tariff that includes 
sterilization after caesarean operation is a low-
hanging fruit that would have an immediate impact 
at the facility level. 

Socialization: The socialization of JKN benefits for 
the FP program in health facilities is still sub-
optimal, as the team found many contracted 
providers, especially private ones, did not know 
what FP services JKN covers. Therefore, they do less 
FP promotion or socialization to patients compared 
to public PHCs facilities. In public PHC facilities, prior 
to giving services, patients are asked to bring their 
JKN card and encouraged to register if they are not 
yet a member.  

Human Resource: Administrative issues are another 
factor preventing private midwives from joining JKN 
and networking with providers. BPJSK regulation 
No. 7/2018 states that they must provide copies of 
patients’ FP book, consent forms, and copies of 
patients’ identification cards. This administrative 
procedure becomes a hassle, and for those already 
contracted, it makes them self-select which service 
should be claimed. Cheap services like injectables are 
often not claimed as the cost of making hard copies 
of the documents is higher than the amount they 
would claim. Furthermore, a dedicated staff to 
manage document requirements is needed. For 

small-scale practices, this is an additional financial 
burden as they are forced to remunerate an 
additional employee. Digitizing the procedures 
would greatly support facilities.  

I S S U E S  A T  T H E  H U M A N  R E S O U R C E  
L E V E L  

Regulation: Private midwife practices are not 
considered PHC facilities by regulation and 
therefore cannot receive capitation payments. 
Since private midwives are mostly untrained to 
perform IUD and implant insertion/ removal, they 
are only allowed to perform injections or prescribe 
OCPs.  However, they are not able to claim for these 
methods, as they are included in the capitation 
payments.  For JKN to be inclusive of private midwife 
practices, regulations should take this into account 
and offer appropriate rates to compensate for such 
services. 

Financing: Funding for midwives’ training is sorely 
needed, as midwife quality is a major challenge. 
There are around 95,000 trained midwives 
nationwide, out of which only half can perform IUDs 
and other implants (BKKBN LAKIP, 2019). To be able 
to claim for IUD and implant services, health workers 
need to be certified. From 2011 to 2016, BKKBN has 
trained both doctors and midwives to perform 
implants and IUD insertion and removal. Out of the 
26,313 trained, 10,861 were declared competent, 
and only 9,632 received certification. After a 
thorough program evaluation, the funding for this 
training was terminated due to the ineffective 
targeting of participants. At the time, District Health 
Office had the responsibility to invite health workers 
to participate, but the majority that attended were 
not FP providers. Currently, the Ministry of Health is 
responsible for funding and conducting training 
targeted at public midwives. Ensuring sustainable 
funding is crucial to be able to reach midwives from 
various areas. Private midwives, on the contrary, 
must find and pay for their own training, and often 
due to financial barriers, only a small portion can 
afford it.  This is a major problem both for LARC 
training as well as ongoing training to maintain and 
improve quality of their FP delivery. District-level 
BKKBN primarily assists and trains public midwives, 
but they have the potential to facilitate knowledge 
transfer between public and private midwives to 
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accelerate the improvement of quality among these 
midwives.  To do this, they need to have more access 
to MOH data (e.g. which midwives have been trained 
in their district) and again, there needs to be more 
coordination between BKKBN and the MOH. 

Socialization and human resource: Lack of funding 
for trainings has caused a lack of socialization of 
current contraceptive methods, especially PPFP. 
Alternatively, midwives could obtain assistance from 
more skilled counterparts to increase their 
capacities, but this is not often found. Therefore, 
district-level BKKBN should play a larger role in 
facilitating both private and public midwives to 
ensure transfers of skills. Simultaneously, the 
Ministry of Health can secure funding for more 
trainings and certification to strengthen human 
resource capacities delivering FP services. 

I S S U E S  A T  T H E  C O M M U N I T Y  L E V E L  

Regulation: JKN members are only allowed to utilize 
their membership at PHC facilities where they are 
registered by bringing their JKN and identification 
cards. This becomes an issue if they have lose these 
documents or do not own any identification at all, 
which is often the case in rural areas. We found that 
some facilities even ask patients to provide family 
registration documents to prove that they are 
married. Currently, JKN cards can be accessed 
digitally, but this needs to be promoted and 
reinforced to eliminate administrative barriers to 
accessing PHC. 

Financing: OOP payments are still a significant 
source for FP services. Data from 2017 Indonesia 
Demographic and Health Survey estimated that 76% 
of women of reproductive age pay OOP for FP. 
Reasons include long waiting times, lack of proximity, 
and limited time slots for FP services at public PHC 
due to lack of human resource are found across 
districts. Consequently, short-acting methods that 
are cheaper and easier to access are more popular, 
especially in private midwife practices where they 
offer more flexible visiting hours, and easier access. 
Contracting more private midwives into JKN would 
certainly help to address this. 

Socialization: Socialization at the community level 
can sometimes be challenging. Field officers must 
gain the community’s trust and ward off myths 
surrounding LARCs. They often hold events at public 

PHC facilities and maintain close communication 
with regular patients. Based on the 2017 IDHS, 
contraceptive use among married women aged 15-
49 are 56% in the poorest wealth quintile, 61% in the 
second quintile, 60% in the third quintile, 56% in the 
fourth, and only 52% in the richest quintile. In other 
words, those in the middle-to lower wealth quintiles 
dominates the use of contraception. Upper-income 
populations are increasingly using traditional 
methods to space fertility because it is not associated 
with any negative side effects and no risk of 
subfecundity (Gayatri, Maria and Utomo, Budi, 
2019). Hence, there is a need to socialize FP 
programs to higher-income communities.  Reaching 
them is challenging because they rarely or never visit 
their local PHC facility, and therefore are not exposed 
to field officers’ socialization events. By 
strengthening district level BKKBN, and their field 
officers, attempts to reach wider acceptors is 
possible. Furthermore, health workers at hospitals 
and clinics where upper-middle income women 
usually visit should promote FP during antenatal or 
postnatal care visits, and communication campaigns 
through the media consumed by these population 
groups can also help increase awareness. 

Human resource: Negative stigma around LARCs 
persists across cultures and communities in 
Indonesia. This issue is only preventable through 
rigorous and dynamics socialization and education. 
Strengthening communication and education 
programs down to the village level is crucial, but can 
be expensive and requires resource persons to be 
available. Alternatively, providing short, animated 
clips to watch or other visual media communications 
prior to counselling at every PHC facility would be an 
alternative to verbal communication by doctors or 
midwives. Engaging with universities and schools in 
promoting FP programs could also be an alternative, 
however, it will need thorough planning and 
execution as it has the potential to receive backlash 
from conservative groups. 

P O L I C Y  D I S C U S S I O N  

Since the implementation of JKN in 2014, mCPR 
have not increased significantly (57.9%) and is still 
below the national target (61.8%), even though JKN 
provides comprehensive benefits for FP services. 
Through regulation review, secondary data analysis, 
and FGDs with local stakeholders and communities in 
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12 districts/cities, the team found issues around 
regulation, financing, socialization, and human 
resource capacities to be persistent across districts. 
The team offers these overarching recommendations 
to revise current FP policies and practices: 

― Clear regulations from the central government 
are crucial for relevant stakeholders to 
understand and implement at the grassroots 
level. First, by clarifying the definition of medical 
indication for preventive services, it could 
strengthen the referral system for FP. Medical 
indication could refer to women’s desire to limit 
or space-out fertility, making it easier for women 
to access necessary methods at PHC facilities and 
referral hospitals. Second, the regulation should 
also include a new group within INA-CBGs that 
separates PPFP with caesarean operations to 
avoid misinterpretation regarding post-partum 
sterilization tariff. This is low hanging fruit that 
would nudge health providers to promote the 
service. Third, there should be more efforts 
made in regulation and policy to encourage 
private midwife practices to network with BPJSK, 
i.e. covering short-acting methods, decrease the 
percentage for revenue-sharing towards private 
PHC, simplify or digitize administrative 
procedures to register patients and reimburse. 

 
― The availability of the BOKB fund from the 

central government to the districts may ease FP 
activities at the grassroots level, but it should 
also be better synergized with JKN benefits. For 
example, BOKB fund could be channeled towards 
educational or promotional activities, instead of 
covering for contraceptive services that could be 
covered by JKN. BKKBN and BPJSK could work 
together to roll out social movements to 
encourage LARC uptake; for example, by 
providing free IUD, implant, or sterilization 
services for a limited quota at certain time 
periods. To do any of this, there needs to be a 
strong coordination mechanism between BPJSK 
and BKKBN both at the national and district level, 
such as a Technical Working Group for FP, that 
meets routinely and has supportive regulation to 
enable it. 

― The tariff for FP services, both at the PHC and 
hospital levels, needs to be updated as the 
current rates, last regulated in 2016, are seen as 
too low and outdated, hence discouraging 
facilities to perform FP services. Moreover, 
making the availability of competent and 
certified midwives and doctors to perform FP 
services, especially LARCs, are crucial in 
promoting safe procedures. The Ministry of 
Health could increase funding for public 
midwives and doctor’s certification, as well as 
encourage more training of private midwives to 
improve their quality (which could be paired with 
MNH training). Furthermore, BKKBN could work 
together with the Ministry of Health to facilitate 
skill transfers from public to private facilities. 
Lastly, establishing district-level BKKBN offices 
and employing more national FP officers at the 
district level could potentially strengthen 
grassroot level FP programs.  

 
― Generating demand for FP is crucial to 

accelerate mCPR target achievement. 
Therefore, promoting the benefits of FP to a 
wider community, and promoting that FP 
services are covered under JKN is imperative to 
attract potential users, from high to low-income 
levels, and from urban to rural areas across the 
country. Efforts made through JKN should be 
paired with other types of efforts to improve FP 
knowledge and use outside of JKN (i.e. via 
BKKBN). The Government could invest in 
innovative methods to promote FP services 
targeting certain population groups, such as 
youth or the urban wealthy through engaging 
with schools, private hospitals, and the media 
campaigns. This could also be a way to reduce 
negative stigma around FP and LARCs.  

These recommendations will be plugged directly 
into governmental policy discussions around 
revising the JKN benefit package, as well as 
government funding for programs related to FP are 
ongoing. This could include the unbundling of tariff 
for post-partum sterilization, funding for midwives’ 
trainings, and strengthening district-level BKKBN 
through BOKB funds. Through this study and 
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collaboration with the Ministry of Health and BKKBN, 
ThinkWell is using these analyses to contribute to the 
debate around these revisions. This brief serves as a 
collection of evidence, structured to issues that are 
most relevant to key local stakeholders to try to 
improve how different levels of the Indonesian 
health system can work together to address 
stubborn FP issues across Indonesia. The team aims 
for this brief to both accelerate policy change around 
FP in Indonesia, as well as provide external 
stakeholders with a comprehensive perspective on 
these issues. 
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