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SUMMARY 
 

The Government of Indonesia, through the National Tuberculosis Program, has attempted to 

eliminate tuberculosis (TB) by increasing the notification and TB treatment success rate. 

Nonetheless, the government still faces various challenges such as missing TB cases, under-

reporting of TB cases, under-engagement of private health providers in TB control, and treatment 

of simple TB cases in hospitals instead of at the primary care level. The National Health Insurance 

(JKN) has successfully protected patients from catastrophic spending on TB care; however, JKN’s 

health provider payment mechanism, in which primary care providers receive a capitation 

payment, does not provide incentives, particularly to private health providers, to increase case 

detection, perform examinations, or monitor treatment. Yet JKN as the main purchaser of health 

care services in the county presents an opportunity to purchase TB care more strategically.  

Strategic Health Purchasing (SHP) means deliberately directing health funds to priority 

populations, interventions, and services, and deliberately creating incentives for equity and 

efficiency. The Ministry of Health (MOH), BPJSK (the payer agency for JKN), and USAID’s Health 

Financing Activity and TB Private Sector projects have designed a strategic health purchasing 

strategy to improve the quality and efficiency of the TB control program in Indonesia. The TB SHP 

strategy will be piloted in select areas of Kota Medan province in 2022. This baseline study was 

conducted in 2021 as part of the evaluation of the TB SHP pilot. 

To monitor and evaluate the SHP TB pilot outcomes, two approaches will be used i.e., outcome 

evaluation and implementation research methods. The outcome evaluation aims to assess the 

effectiveness of the SHP interventions in achieving the outcomes which estimate the significant 

difference of the outcomes after the SHP interventions have been implemented, and by 

comparing intervention and control areas. The implementation research aims to assess the SHP 

intervention implementation process through in-the-field monitoring to see if the SHP 

interventions are implemented as expected in the SHP design. This baseline study is the first 

phase of the outcome evaluation as it provides information regarding the situation before the 

SHP intervention. Hence, this data will be beneficial for estimating the effects of SHP intervention 

by comparing the situation between pre-intervention and post-intervention in the intervention 

and control areas. 

The baseline study was conducted in areas selected for the TB SHP pilot in Kota Medan in 2021. 

The study consisted of two surveys and an analysis of secondary data. The provider survey 

collected data from 70 health facilities including puskesmas, private clinics, general practitioners 

(GPs), and public and private hospitals. The TB patient survey interviewed a sample of 449 TB 

patients. Secondary data was collected from TB Information System (SITB) on 4066 suspected TB 

cases recorded from January through August of 2021, and from the BPJSK database, data on 

2,449 primary care patients and 10,898 hospital claims for TB services. 
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All the health facilities provided clinical TB examinations, but not all health facilities had capacity 

to provide standard bacteriological examinations, especially due to limited laboratory 

infrastructure and human resources. Only one hospital in the survey was equipped to perform 

GeneXpert which is the first-line diagnostic examination for TB. Although Drug Sensitive TB (DS-

TB) treatment without comorbidities and complications should be delivered at the primary health 

care (PHC) level, there were still some private PHC providers referring DS-TB patients without 

comorbidities and complications to hospitals for treatment. Both of these issues, the lack of 

bacteriological testing and treatment of DS-TB patients in hospitals, can be addressed by better 

patient referrals. Some health facilities did not record and report on TB cases using the TB form 

or through the TB Information System (SITB), primarily due to lack of computer equipment. Even 

among providers using SITB, there was missing data, for example 59% of TB suspect cases without 

a diagnosis. All surveyed providers were under contract with BPJSK, the payer for JKN insurance. 

Providers generally reported satisfaction with JKN payments, but some primary care providers 

claimed the capitation payment was inadequate. Providers suggested that payments should 

cover items such as the cost of patient monitoring, patient outreach, and nutritional 

supplements. 

The TB patient survey showed that almost all surveyed TB patients were JKN members and they 

reported using their JKN membership to pay for TB diagnostic and treatment services; however, 

some patients still paid out-of-pocket for x-ray and other imaging exams, TB drugs, and 

nutritional supplements. Most patients were relatively satisfied with their TB services and most 

had no preference regarding the type of provider. The priorities for provider choice were 

availability of free TB services, the quality of TB services, and distance to the health provider. A 

third of the providers and 28% of TB patients reported that contract tracing was not done. A small 

number of patients were lost to follow-up and not traced by TB officers. Therefore, it is necessary 

to maximize the empowerment of TB cadres and assistance by CSOs to expand the target of 

contact tracing for TB patients. 

The SHP TB pilot will change how TB services are purchased from primary care providers. The 

SHP interventions will introduce changes to the BPJSK contract, benefit specification, and 

payment mechanism. These changes are expected to incentivize the PHC providers to improve 

the quality of the TB care service delivery, referral practices, and data recording and reporting. 

In addition, the interventions are expected to incentivize private PHC providers to provide 

complete TB services to patients that cover diagnosis, treatment and evaluation until the 

treatment is complete and patients are cured. 
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1. INTRODUCTION 
 

Indonesia ranks the second in the world for TB burden, and TB remains the leading cause of death 

by infectious disease in Indonesia (IHME, 2019; WHO, 2020). Despite successfully decreasing the 

death rate by 19% from 2007 to 2017, 97,000 Indonesians still died of TB in 2018 (WHO, 2020). 

Since the 1980s, Indonesia’s National TB Program (NTP) has sought to eliminate TB by increasing 

the TB notification and treatment success rates. By 2019, there were 562,049 new and relapsed 

TB patients out of an estimated 845,000 incident cases; the rest were not diagnosed or notified 

to the NTP (WHO, 2020). The missing TB cases in Indonesia accounted for 10% of the total missing 

cases worldwide in 2019. The 2018 National TB Inventory Study in Indonesia found that 41% of 

TB patients were underreported (i.e., detected but unreported to the TB information system), 

ranging from 15% in the primary public health care (puskesmas) to 65% in the hospitals, both 

public and private. The private sector plays a significant role in TB treatment in Indonesia though 

it contributes relatively little to increasing TB case notification. WHO reported that only 13% of 

TB cases were notified to the NTP by private providers in 2017 (WHO, 2018). 

The International Standards for Tuberculosis Care, stipulated in Minister of Health Regulation No. 

67/2016 for Tuberculosis Control the emphasis of the use of bacteriological confirmation for 

standard TB diagnosis which includes microscopic tests and/or rapid molecular tests using 

GeneXpert. A study using patient pathway analysis by Surya et al. (2017) showed that 

approximately 73% of patients initially sought care for TB in the private sector, 19% of whom 

went to private primary health care (PHC) providers like clinics and GPs. Among these PHC 

providers, only 2% had microscopy services. Lestari et al. (2020) found that most patients who 

sought care from private providers experienced a complex pathway which consisted of multiple 

visits to public and private providers and caused delay in obtaining diagnoses. 

A large proportion of TB treatments occurs in hospitals, where it is costly for both the health care 

system and the patients. Furthermore, the system to monitor patents in TB treatment, in both 

the government and the private sector, is less effective than in puskesmas. Moving TB treatment 

for drug-sensitive cases to the PHC level will reduce unnecessary referral to the secondary level 

(hospital), and in turn increase referrals of drug-sensitive TB cases from the hospital to the PHC 

level. 

Given the complexities of TB case management and tendency for patients to seek care from 

private providers, WHO has long recommended an approach called public private mix that 
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emphasizes engaging the private sector for TB care and prevention. In the case of Indonesia, the 

high TB prevalence, dominance of the private health sector in TB care, and lack of private sector 

interaction with the NTB makes urgent a way to improve public-private coordination across 

primary and secondary health care to increase the case notification, treatment completion, and 

successful treatment rates. In response to this, the Ministry of Health has enacted District-Based-

Public-Private Mix (DPPM) as a comprehensive approach to systematically involve all health 

providers, public and private, in TB control program at the district level. The DPPM 

implementation calls for every health provider which provides TB services to participate in the 

network so that all TB patients can be detected and treated according to standards as well as 

recorded in the National TB Program information system (Kementrian Kesehatan RI, 2019). 

The Indonesia national health insurance scheme, Jaminan Kesehatan Nasional (JKN), covers more 

than 220 million people in Indonesia, more than 80% of the total population (BPJS, 2020). JKN 

has successfully increased the utilization of and equitable access to public primary health care, 

especially to the lower income group (Johar et al., 2018). It is evident that the payment 

mechanism plays a vital role in increasing the quality of health care delivery, this may include TB 

service delivery; however, the payment arrangements in JKN—capitation for PHC and Indonesian 

case-based groups (INA-CBGs) for secondary health care—may partially explain the dominance 

of hospital-based treatment. Despite the characteristics of the disease, there is no payment 

arrangement in PHC providers for TB other than capitation within the JKN system. Wells (2019) 

found that the capitation payment system for TB 

services at the PHC level motivates excessive referrals 

since the PHC provider receives a fixed amount for TB 

treatment even to treat the more costly long-term TB 

patients. Similarly, the INA-CBGs motivate the hospital 

to retain the TB patients for treatment rather than 

making a down referral to the primary level because the 

INA-CBG payment covers the cost. The capitation 

scheme is also found to negatively impact new case 

detection, examinations, and treatment monitoring 

because the PHC provider does not receive payment for 

TB services after detection (examinations and other 

additional services). 

JKN’s role in paying for health services represents an 

opportunity to change the incentives by purchasing 

(paying for) TB services more strategically. Strategic 

purchasing can help improve the TB program’s quality 

by reducing the missing cases, increasing success and 

completion rates, and reducing unnecessary expenses. 

This purchasing strategy should target primary health 

Box 1: How JKN purchases services 

BPJSK is the “purchaser” because it 

contracts with and pays public and 

private providers to serve JKN 

members. 

For primary care, BPJSK pays the PHC 

provider a fixed amount per person 

per month, known as a capitation 

payment. In addition, BPJSK pays 

non-capitation tariffs for specific 

services. 

For inpatient care, BPJSK pays the 

hospital a fixed amount for each 

inpatient case within a diagnostic 

group. This is known as the Indonesia 

case-based group (INA-CBG) payment 

system. For example, within the 

diagnostic group of Diseases of the 

Respiratory System, BPJSK pays a 

fixed tariff for TB of the lung. 



 

11 
 

care since they are designed to be the first stage of TB care, unless the case is drug-resistant, and 

can be less expensive than the hospital. 

U.S. Agency for International Development Health Financing Activity (USAID HFA) is a five-year 

project (2019-2024) that supports the Government of Indonesia to implement evidence-based 

health financing policies to improve financial protection, equitable access to quality health 

services, and health outcomes, particularly in priority programs like HIV, tuberculosis (TB), and 

maternal and neonatal health (MNH). HFA provides technical assistance to strengthen 

government capacity in financial analysis, stakeholder engagement, learning, and decision-

making. 

HFA is implemented by a consortium of organizations led by ThinkWell including Results for 

Development (R4D), Center for Health Economics and Policy Studies (CHEPS) University of 

Indonesia, and Center for Health Policy and Management (CHPM) Gadjah Mada University 

(UGM). The HFA team works closely with its government partner, the Health Insurance and 

Financing Center (Pusjak PDK) in the Ministry of Health to achieve two main objectives: 

1. Increased financial sustainability of GOI health financing for health by the Government of Indonesia. 

2. Improved mechanisms and capacities of strategic health purchasing. 

 

The overall goal of Objective 2 activities is to improve the 

ability of key health governance stakeholders (MOH, 

BPJSK, MOH, DJSN, and local governments) to purchase 

health services strategically to get the most value for 

health funds in line with health sector priorities. HFA 

through R4D will ensure that strategic health purchasing 

(SHP) is designed, implemented as a pilot, and 

evaluated.  CHPM UGM is responsible for monitoring 

and evaluation of the SHP pilots using outcome 

evaluation and implementation research. USAID HFA is 

supporting the implementation of SHP pilots for MNH 

and TB. In the case of TB, USAID HFA is collaborating with 

USAID’s TB Private Sector (TBPS) project, led by FHI 360.  

This baseline study was conducted in 2021 as part of the 

monitoring and evaluation of the TB SHP pilot in Kota 

Medan which will be implemented in 2022. This report 

presents the findings regarding the situation before the SHP intervention. This data will be used 

for estimating the effects of SHP intervention by comparing the situation between pre-

intervention and post-intervention.  

Box 2: TB SHP pilot design 

• The pilot will be conducted in 

Kota Medan and Kota Denpasar. 

• There are four interventions to be 

implemented: benefit 

specification, contract 

arrangements, provider payment, 

and monitoring.  

• The interventions will target 

primary health care providers 

that are contracted by BPJS 

Kesehatan. 

• The SHP pilot interventions will 

be integrated within Indonesia’s 

National Health Insurance (JKN) 

scheme. 

 



 

12 
 

2. OBJECTIVES 
 

The purpose of the baseline study is to describe the performance of the TB program in SHP pilot 

areas prior to implementation of the pilot in 2022. The study evaluates TB services’ access, 

quality, and financing from the supply side (health provider perspective) and demand side 

(patient perspective). The SHP pilot areas for TB are Kota Medan and Kota Denpasar. This report 

focused on Kota Medan. 

The baseline study consists of analysis of secondary data from the TB Information System and 

primary data from two surveys. The health provider survey assessed TB service availability and 

quality, referral patterns, contract and payment mechanisms, and monitoring and reporting 

systems. The survey of TB patients collected data on the financing of TB services, perceptions of 

quality, and patient retention and referrals within the intervention catchment area. 

3. METHODOLOGY 
 

3.1  Design, Sample, and Setting 

This baseline study was conducted using a cross-sectional design. The types of data which were 

collected were primary data and secondary data. The primary data were collected through 

surveys of TB health providers and patients and the secondary data were collected from the TB 

Information System (SITB). The baseline study was conducted in Kota Medan, North Sumatera 

between June 2021 and July 2021 before SHP for TB pilot implementation. 

The catchment area for the TB SHP pilot was determined based on the location of puskesmas 

(public health care centers), including their networks of private providers i.e., private clinics and 

general practitioners. The pilot will have an intervention area where all primary health providers 

will implement the SHP intervention; and a control area where SHP will not be implemented. The 

design of SHP for TB is focused on the primary care level and does include the secondary health 

providers (hospitals); however, hospitals were included in this baseline study because pilot 

indicators include measures such as TB referrals to and from hospitals. Control areas for SHP TB 

were selected in districts outside the intervention area. Meanwhile, the selection of intervention 

areas was based on discussions with relevant stakeholders at the national level—Ministry of 

Health MOH)―and local level—District Health Office (DHO)―in Kota Medan, by USAID TBPS and 

HFA teams. Since the SHP interventions will be integrated within the JKN system, the selected 

providers are the providers contracted by BPJSK. 

The sample for health providers was determined according to the listed potential TB providers 

which were invited to join the SHP pilot; therefore, for the survey, the purposive sampling 

method was used. The list of health providers invited to the survey was provided by the R4D and 

TBPS teams. The population of health providers listed in Table 1 was to describe the number of 
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health facilities in Kota Medan. For patients, sample size is determined by the minimum sample 

size required given known population using the Slovin method: 

 

where n is the minimum sample to be used, N is the population number (assuming it is known) 

and e is the margin of error. The population and sample for this study—assuming 5% margin of 

error—are given in Table 1 for the TB providers and TB patients. The sample size for GPs and 

clinics is not large enough to be representative of population. Nevertheless, the numbers of 

clinics and GPs targeted for joining the SHP TB pilot were also small. 

Table 1. Population and Sample of the TB Providers and TB Patients in this Study 

Population and 

Sample 

Puskesmas Clinics General 

Practitioners 

Hospitals TB Patients 

No. of providers and 

estimated TB patients 

in Kota Medan1 

41 160 3,685 76 12,809 

SHP Intervention 
Providers Target (per 
Q2 2021) 

23 48 3 202 NA 

Baseline study sample 23 30 2 15 4503 

 

3.2. TB Provider Survey 

The sample frames for the survey were the primary health care facility level, Fasilitas Kesehatan 

Tingkat Pertama (FKTP), which is composed of puskesmas, and the private clinics and secondary 

health care facilities which are composed of hospitals. 

Inclusion criteria: Puskesmas, private clinics, private GPs, and private hospitals that are 

contracted with BPJSK, selected as providers to participate in the TB SHP pilot in the intervention 

group, and willing to fill out informed consent. 

Exclusion criteria: Puskesmas, private clinics, private GPs, and hospitals in the working area of 

the SHP intervention group that have been established less than one year, only provided partial 

referral services, and are not willing to fill out informed consent. 

 
1 Health facility data were obtained from MOH Data Communication System period of 2019, while the estimated 
number of TB patients was obtained from Medan Health Office data period of 2019. These data were the ones that 
were available at the time of the survey. 
2 The SHP interventions will only target the primary care providers. The hospitals here are part of the puskesmas’ 
networks. 
3 The minimum sample of TB patients according to the Slovin formula was 388, but the actual number of TB 
patients recruited in the survey was 450. 



 

14 
 

3.3. TB Patient Survey 

The sample frame for the TB patients survey was the list of TB patients from the surveyed TB 

providers in this study. The recruitment was conducted by randomly sorting the TB patients on 

each list, and then contacting them by the enumerators to be informed about the study and ask 

if they would be willing to participate in this survey. 

Inclusion criteria: Listed as a patient with a provider in the baseline provider survey, diagnosis of 

drug-sensitive and non-complicated pulmonary TB; patients receiving TB treatment, completed 

treatment, were in maintenance phase treatment, or were lost to follow-up, and were willing to 

fill out informed consent. 

Exclusion criteria: Not a patient of a provider in the baseline provider survey, diagnosed with 

drug-resistant TB, complicated TB, extrapulmonary TB patients, and patients who were in 

intensive phase treatment, and who were not willing to fill out informed consent. 

The TB patients who were registered with the health providers selected for the intervention 

group of the TB SHP pilot were contacted by the team, informed about the study, and then asked 

for their participation. 

Due to the COVID-19 pandemic, respondents could opt to participate in the survey face-to-face 

with the enumerator or through an online survey. 

3.4. Secondary Data Analysis 

Secondary data was collected through SITB and the BPJSK claims data system for the period of 

January through August 2021. Data from SITB aggregates data from the TB-06 Form regarding TB 

suspects and the details of the examinations that they underwent, and the TB-03 Form regarding 

confirmed TB patients undergoing TB treatment. Claims data from BPJSK contained information 

regarding the number of visits and patients with TB diagnosis codes at BPJSK’s primary and 

secondary health providers. 

3.5. Ethical Consideration 

The ethical clearance for this study was obtained from Universitas Gadjah Mada, Indonesia (Ref. 

No.: KE/FK/0197/EC/2021). 

4. FINDINGS 
 

4.1. Health Provider Survey 

The findings relate to three aspects of TB care that are expected to improve when SHP is 

implemented: 1) TB services and referral, 2) the provider contract and payment mechanism with 

BPJSK, and 3) the TB monitoring and reporting system. 
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4.1.1. TB Care Services and Referral 

Seventy health providers in Kota Medan that provide TB care were surveyed. Before the survey, 

the number of health providers targeted to be involved in the TB SHP pilot was 94, which 

consisted of 23 puskesmas, 49 clinics, 20 hospitals and 2 private GPs. At the time of the survey, 

70 out of 94 health providers, primary and secondary health care providers participated in the 

survey. During the progress of baseline report development, the number of primary health care 

providers targeted for SHP TB was reduced to be only 64: 20 puskesmas, 2 private GPs, and 42 

clinics. The results for this hospital were included as relevant to the situation of TB care in Kota 

Medan. And the report that is presented consists of all health providers that participated in the 

survey. Table 2 presents the sample by type of provider and shows that 27 were public and 43 

were private health providers. 

Table 2. The Distribution of Health Providers in Kota Medan Provider Survey 

Health Provider Public Private Total 

Puskesmas 23 0 23 

Clinic 1 29 30 

Private GP 0 2 2 

Hospital 3 12 15 

Total 27 
(38.6%) 

43 
(61.4%) 

70 

 

All 70 health providers in the provider survey were members of BPJSK with the composition.  

Minister of Health Regulation no. 67/2016 on TB Control defines the TB services that TB care 

providers must provide which include patient notifications, examination, and treatment. The 

District Health Office (DHO) supervises compliance at the district level. The provider survey found 

that more than 90% of the health providers provided TB notification, TB examinations, and TB 

referral services (Figure 1). The other services such as treatment of drug-sensitive TB (DS-TB) 

without complication, treatment of DS-TB in children, treatment of DS-TB with diabetes mellitus 

(DM) or HIV, treatment of DS-TB with other complications, and treatment of drug-resistant TB 

(DR-TB) were provided by less than half of the health providers. The highest proportion of health 

providers to provide all TB services is puskesmas (see Appendix 1). They were able to provide all 

TB services except DS-TB with other complication treatment (78% of the total puskesmas) and 

DR-TB treatment (91% of the total puskesmas). 
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Figure 1. TB services provided by health providers 

Figure 2 shows that while all providers were able to provide TB examinations, the type of TB 

examination varied by type of health provider. Microscopic examination was provided by more 

than half (57%) of health providers; X-ray by 27%, Tes Cepat Molekuler (TCM) or GeneXpert by 

3%; tuberculin by 21%, culture by 4%, and examination for TB complication and comorbidities 

such as diabetes mellitus and HIV by 37%. All 23 puskesmas were able to provide clinical and 

microscopic examinations; all clinics (30) and GPs (2) were able to provide clinical examination; 

and all hospitals (15) were able to provide clinical, microscopic and X-ray examination (see 

Appendix 2). The TCM or GeneXpert examination was only available in two hospitals. The low 

number of health facilities providing different types of TB examinations was due to significant 

problems for 39 health facilities (56%). Among the 39 facilities reporting problems, the main 

problems were infrastructure and limited lab technology (77%) and human resources (69%).4 

Puskesmas had the lowest proportion which reported having problems in providing TB 

examinations (35% of the total puskesmas). 

 
4 See Appendix 3. Number of health facilities to have reported having problem in TB examination 

provisionAppendix 3 and Appendix 4 for details. 
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Figure 2. Number of health providers able to provide TB examinations 

Regarding TB referral, all primary health providers (puskesmas, clinics, and GPs) reported 

referring patients for TB examinations, and only two of the 15 hospitals surveyed never made 

any referral for TB examinations. Most referrals for TB examinations were to public hospitals 

(74%), followed by private hospitals (47%) and puskesmas (44%).5 Clinics tended to make 

horizontal referrals to puskesmas. In contrast, puskesmas tended to make vertical referrals to 

both public and private hospitals. Puskesmas might also refer their TB patients to a private lab in 

their network. 

The type of TB examination referrals made by each type of health provider can be summarized 

as follows: 1) Most puskesmas made referrals for X-ray and GeneXpert (TCM), 2) most clinics and 

GPs made referrals for microscopic examinations and X-rays, and 3) most hospitals made 

referrals for GeneXpert (TCM). See details in Appendixes 5 and 6. 

According to the MOH regulation, health providers receiving referred patients for TB 

examinations are required to refer the patient back to the referring health provider for treatment 

initiation.  Figure 3 shows the majority of health providers (70%) reported not meeting this MOH 

standard, indicating room to improve the referral system. Among the 68 health providers who 

made TB referrals, 18 health providers (26%) reported that all their referred TB patients returned 

to start TB treatment, and 30 health providers (44%) reported that more than half of their 

referred TB patients returned. Breaking down the distribution by health provider types, clinics 
 

5 Each health provider can choose more than one answer in the questionnaire for the referral question. 
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contributed the highest number of no referred patients returning for treatment (8 out of 10 

health providers), whereas no puskesmas or hospitals were in this category.6 

 
Figure 3. The number of referring health providers for TB examination by the portion of patients 

referred back for treatment 

The MOH Regulation No. 5/2014 expects the simplest TB case, non-complicated DS-TB, to be 

treated comprehensively at the primary care level. Among the 31 health providers (44%) that 

reported referring their DS-TB non-complicated patients, clinics had the highest proportion 

(77%). In contrast, only 4% of puskesmas reported referring such cases. Finally, five hospitals 

reported (of 15 in total) appropriately referred DS-TB non-complication cases for treatment to 

puskesmas or clinics (see Appendix 8). 

There were four types of health providers in Kota Medan to receive referred TB patients for DS-

TB non-complication treatment (puskesmas, public hospitals, private hospitals, and clinics). 

Puskesmas had the highest proportion of referred TB patients for DS-TB non-complication 

treatment, followed by public and private hospitals.7 This shows that puskesmas are 

appropriately recognized by other providers as being capable of providing treatment for DS-TB 

non-complication. 

In the SHP scheme, the secondary level (hospitals) will be expected to make a back referral for 

DS-TB non-complication treatment to the PHC level for treatment. The findings show that 14 of 

the 15 hospitals reported to have made a back referral for DS-TB non-complication treatment; 

however, 16 of the 55 PHC providers (29%) reported that never received the back-referred TB 

patients for DS-TB non-complication treatment purposes.8 These 16 PHC providers consisted of 

 
6 See Appendix 7 for details. 
7 See Appendix 9 for details. 
8 See Appendix 10 for the distribution of PHC to receive the down referral for DS-TB non-complication treatment. 
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13 of the 30 clinics surveyed and 3 puskesmas. This distribution shows that much effort is 

required to improve the clinic’s capacity to provide the treatment for DS-TB non-complication. 

Improving the health providers’ referral system—especially at the PHC level —is not easy given 

the limitations in each health provider. Figure 4 shows the obstacles faced by the 17 (24%) health 

providers out of the total 70 who made TB referrals for both diagnostic examinations and/or 

treatment.  Among the 17 providers reporting obstacles to referral, there were seven puskesmas, 

eight clinics, two hospitals, and one GP. 

  

         Figure 4. Obstacles faced by the health providers in making TB referrals 

Lack of ‘infrastructure’ in the facilities receiving the referrals—such as medical devices, drugs, 

and others—was the main problem faced by seven health providers. As reported by six health 

providers, the other main issues were administrative procedures and patient issues. The former 

was usually due to different standard operating procedures implemented in each health facility. 

The latter was usually due to the patient not having a JKN membership, incomplete patient data, 

the patient not bringing the necessary drugs and/or sputum sample, lost-to-follow-up cases, and 

residing outside Kota Medan. Despite only 17 health providers surveyed reporting these 

obstacles, obstacles need to be solved in the early stage of the SHP implementation to make the 

SHP scheme operational and benefit both health providers and patients. 

Patient monitoring and investigation systems can address or even prevent some of the patient-

related issues presented above. Table 3 shows the distribution among health providers of six 

components of patient monitoring and investigation systems. 
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Table 3. Number of Health Providers that Implemented TB Patient Monitoring and Investigation 

Patient Monitoring and 

Investigation Component 

Health Provider* Total 
70 

 
Puskesmas 

23 
Clinic 

30 

GP 

2 

Hospital 

15 

Having TB case manager 7  
(30%) 

13  
(43%) 

1  
(50%) 

8 
(53%) 

29 
(41%) 

Having TB treatment 

observer 

20  
(87%) 

11 

(37%) 

1  
(50%) 

7 
(47%) 

39 
(56%) 

Tracking lost-to-follow-up 

patients 

22  
(96%) 

14  
(47%) 

1  
(50%) 

8 
(53%) 

45 
(64%) 

Enforcing a contact 

investigation 

23  
(100%) 

14  
(47%) 

0  
(0%) 

7 
(47%) 

44 
(63%) 

Having a cooperation with a 

CSO to monitor patient’s 

drug/medicine consumption 

16  
(70%) 

5  
(17%) 

0  
(0%) 

1 
(7%) 

22 
(31%) 

Having a cooperation with 

CSO to tracking the lost-to-

follow-up patients and 

contact investigation 

16  
(70%) 

5  
(17%) 

0  
(0%) 

1 
(7%) 

22 
(31%) 

* Percentage is by column 

More than half of the health providers surveyed practice three components of patient monitoring 

and investigation: 1) TB treatment observation, 2) tracking lost-to-follow-up patients, and 3) 

enforcing a contact investigation. Puskesmas reported the highest number of facilities practicing 

all the components except for having TB case manager which shows that puskesmas can lead the 

monitoring and investigation of TB patients. 

Lastly, providers were asked to report whether they comply with MOH Regulation No. 67/2016 

on Tuberculosis Control in Indonesia. Table 4 shows that there were 15 health providers who 

self-reportedly complied with all standards in TB services as stipulated in MOH Regulation No. 

67/2016; and 23 health providers self-reportedly complied with more than half of the standards. 

These figures show that puskesmas and hospitals report having more capacity (better 

infrastructure and management) for TB control than private clinics and GPs. 

Table 4. Self-Report Compliance Level with All TB Service Standards as in MOH 67/2016 

Compliance Level with All 

TB Services as in MOH 

67/2016 

Health Facility Total  

Puskesmas Clinic GP Hospital 

Do not comply with the 

standards 

0 7 1 0 8 
(11%) 
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Comply with less than half 
of all standards 

0 12 0 0 12 
(17%) 

Comply with half of all 

standards 

3 3 1 5 12 
(17%) 

Comply with more than half 

of all standards 

11 4 0 8 23 
(33%) 

Fully comply with all 
standards 

9 4 0 2 15 
(21%) 

Health providers reported a variety of obstacles to compliance with the standards as stipulated 

in MOH Regulation No. 67/2016. 

 

Figure 5. Obstacles faced by health providers to comply with MOH Regulation 67/2016 

Figure 5 shows that among all 70 providers surveyed, the main obstacles were infrastructure and 

technology and human resources. The 20 providers who reported complying with less than half 

of the standards in Table 4 cited similar obstacles as the larger group. 

4.1.2. Contract and Payment Mechanism with BPJSK 

SHP implementation for TB care services will change the way BPJSK contracts and pays PHC 

providers, moving from capitation-based to a combination of cost-per-unit and episode-based 

payments. 

Because a capitation payment is a fixed amount per person per month regardless of health needs, 

this payment method can risk the quality of health care if other quality assurance measures are 
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not adopted. The risks associated with capitation include underpayment which incentivizes 

providers to limit services (Zahroh et al., 2018). 

Table 5 shows that all health providers reported receiving payments from BPJSK. This was 

expected because having a contract with BPJSK was an inclusion criterion for the survey. 

Government health budget funding, known as Bantuan Operasional Kesehatan (BOK) or Health 

Operations Transfer, was received by 47 providers (67%). Only 9 providers (13%) reported 

receiving out-of-pocket payments from patients. 

Table 5. The Distribution of Financial Sources by Health Facility Type 

Financial Source Health Facility Total 

Puskesmas Clinic GP Hospital 

BPJSK 23 30 2 15 70 

(100%) 

Out-of-Pocket 2 2 1 4 9 
(13%) 

Health Operational 

Transfer (BOK) 

23 15 1 8 47 
(67%) 

 

62 providers (89%) have been under a BPJSK contract for more than four years. 2 clinics reported 

to have been rejected for their BPJSK credentialing application. One clinic was rejected due to 

the administration requirements and is currently under BPJSK technical supervision for health 

providers’ accreditation. 

The survey also assessed health care providers’ satisfaction with the capitation payment of BPJSK 

which was measured by using a five-point scale. Hospitals were excluded because BPJSK uses the 

INA-casemix based group (INA-CBG) method to pay for inpatient care, not capitation. GPs were 

excluded because of the small number. Table 6 shows the satisfaction level of the 53 health 

providers receiving capitation payments by type of health facility. 

Table 6. The Health Providers’ Satisfaction Level with the BPJSK Capitation Payment by Type of 
Health Provider* 

Satisfaction level Health Provider Total 

GPs Clinic Puskesmas 

Not satisfied 0 
(0%) 

0 
(0%) 

0 
(0%) 

0 
(0%) 

Less satisfied 0  
(0%) 

4x 
(13%) 

6  
(26%) 

10 
(18%) 

Neither satisfied nor dissatisfied 1  
(50%) 

13  
(43%) 

9  
(39%) 

23  
(42%) 
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Satisfied 0  
(0%) 

10 
(33%) 

8  
(35%) 

18  
(33%) 

Highly satisfied 1  
(50%) 

3  
(10%) 

0  
(0%) 

4 
(7%) 

* Percentage is by column 

In the survey, no health providers reported ‘Not satisfied’ with the BPJSK capitation system; 

however, the highest proportion was the ‘Satisfied’ level which indicates that there is room to 

improve the BPJSK capitation payment system. Figure 8 shows the different factors cited that 

influenced providers’ rating of the BPJSK capitation. These results include the 2 GPs (total of 55 

providers) and are presented separately for two groups: the ‘Less satisfied,’ ‘Neither satisfied nor 

dissatisfied,’ and ‘Satisfied’ or ‘Highly satisfied.’ 

 

Figure 6. Important aspects of the PHCs’ perception toward the BPJSK capitation scheme among 
PHCs that rated ‘Less satisfied’ and ‘Neither satisfied nor dissatisfied’ 
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Figure 7. Important aspects of the PHCs’ perception toward the BPJSK capitation scheme among 
PHCs that rated ‘Satisfied’ and ‘Highly satisfied’ 

Punctual payments by BPJSK are the main factor influencing all providers’ perception of the BPJSK 

capitation system. This means that the less satisfied group perceived payments as not punctual, 

while the other group perceived payments as punctual. This divergence was explored further in 

the survey; see below. The suitability (adequacy) of the capitation amount (tariff) to cover the 

cost of services was cited by 30% of the ‘Less satisfied-Satisfied’ group, indicating they perceived 

the tariff as too low. Interestingly, both groups cited clear, accessible information and easy, quick 

procedures, indicating very different perceptions of the same aspects of the capitation payment 

system. Again, BPJSK could investigate why providers’ experience with the capitation system is 

so different. 

According to MOH Regulation on JKN Implementation, BPJSK must pay the capitation tariff by 

the 15th of the month to PHC providers. For hospitals, BPJSK must complete processing of the 

INA-CBGs claims and pay approved claims within 15 working days of receipt of necessary 

documents by the BPJSK regional office.  

PHC providers were asked about their perceptions of the suitability of capitation payments for 

TB care (see Appendix 11). The majority (58%) perceived that capitation was suitable as a 

payment mechanism for TB services, including those which received the capitation payment after 

more than two weeks. Fifteen PHC providers (27%) perceived that capitation was not a suitable 

payment mechanism for TB services, citing two aspects that could improve: the tariff for services 

and the TB services covered in the capitation benefit package (see Appendix 11). Eight PHC 

providers (15%) were not sure what to answer. 
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These two aspects cited by providers to improve the TB capitation payment were explored 

further with all surveyed PHC providers. PHC providers were first asked if the capitation already 

covered all TB services specified in the capitation benefit package. Sixteen PHC providers 

reported that all TB services in the benefit package were covered by capitation, and an additional 

20 providers reported that all TB services were covered by a combination of capitation and 

government program funds. Only 5 PHC providers reported that capitation covered less than 50% 

of the TB services defined in the capitation benefit package.9 Among the 15 PHC providers which 

reported that not all TB services were covered by BPJSK and/or program funds, they cited 

treatment monitoring and vitamin supplements as the most important services to be added (9 

and 7 answers, respectively). 

The 15 hospitals were asked about their perceptions of the BPJSK payment system for secondary 

(inpatient) health care in which hospitals submit a claim for each case (an inpatient stay) and 

BPJSK pays the claim based on the tariffs established by the INA-CBGs. Firstly, hospitals were 

asked about their satisfaction level, and the important aspects affecting their satisfaction with 

the INA-CBGs system for payment of TB inpatient services (Figure 9). 

 

Figure 8. Hospitals’ satisfaction with INA-CBGs for TB services and the aspects affecting their 
satisfaction level 

 
9 Leaving 15 PHCs to not have all TB services covered by both BPJSK and/or program funds. See Appendix 12 for 
the details. 
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Figure 9. Hospitals' Perception of the Main Aspects of INA-CBGs mechanism for TB services 

Figure 8 shows that out of 15 hospitals, 8 (53%), 4 (27%), and 3 (20%) reported neither satisfied 

nor dissatisfied, satisfied, and less satisfied, respectively. Meanwhile, Figure 9 shows that clear 

and accessible information was the main aspect influencing hospitals’ level of satisfaction, 

followed by quick and easy procedures and tariff suitability. 

Figure 10. Hospitals’ report on payment time and efficiency perception of the INA-
CBGs claim 
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Figure 11. Hospitals' Perception of the Efficiency of INA-CBGs Claim 

The survey also asked about the length of time to be paid and the efficiency of the INA-CBG claim 

process, particularly for TB services. Nine hospitals (60%) reported that it took more than a month 

to receive a payment after submitting complete documents for a claim. Only 1 hospital reported 

receiving the INA-CBG payment in less than two weeks. Regarding perceptions of the efficiency 

of the INA-CBG claims process, 10 hospitals (67%) considered the process ‘Efficient’ (rated 3 out 

of 5). This is undoubtedly one of the main concerns for improvement of TB services at the 

secondary level in the future. 

Additionally, 11 hospitals (73%) said that the INA-CBG scheme was still a suitable payment 

mechanism for TB services; only 1 hospital said that it was unsuitable. In addition, 11 hospitals 

(73%) said that the INA-CBGs tariffs were adequate for their costs in general. The other 4 

hospitals, which claimed that the INA-CBGs tariffs were not adequate in general, believed that 

the tariffs did not take into account the unit costs of TB services provided at the hospital level. 
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Figure 12. Hospitals’ perception of TB service coverage in the INA-CBGs mechanism  

Contrary to the PHC level, most hospitals (67%) claimed that INA-CBGs tariffs for TB services 

already covered the total cost of a TB patient case in a hospital (see Figure 12). The remaining 5 

hospitals (33%) claimed that the cost for TB services were only partly covered (more than 50%) 

by BPJSK and/or program funds. These 3 out of 5 hospitals said that treatment monitoring and 

vitamin supplements should be covered by BPJSK and/or program funds; however, there might 

be a misinterpretation since the other ten hospitals surveyed said all their TB services, including 

treatment monitoring and vitamin supplements, are covered. 

 

Figure 13. Hospitals’ perception of the TB services that should be covered by BPJSK and program 
funds 

Lastly, in terms of the empanelment with BPJSK, all providers said they received a positive benefit 

to empanel with BPJSK in providing the TB services. The main advantage was that it made referral 

procedures easier given the contract and payment mechanism by BPJSK. Most health providers 

also said that the empanelment increased and strengthened the networks between them in 

providing the TB services (see Appendix 15). 

4.1.3. TB Monitoring and Reporting System 

The TB monitoring and reporting system is a crucial part of the National Strategy for TB 

Management 2020-2024. The top-down monitoring and bottom-up reporting system takes 

advantage of digital technology and is the main practice in Indonesia. DHOs and puskesmas are 

responsible at the district and sub-district levels, respectively. This study explored current 
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implementation of the TB monitoring and reporting system at both PHC and hospital levels and 

how the health providers comply with the system. 

All  32 GPs and clinics reported that they were monitored by puskesmas, but only 66 (94%) of the 

70 providers surveyed received monitoring from DHO and/or the Vice Supervisor which is usually 

called Wasor.10 Mobile communication (via WhatsApp, email, Telegram, and SMS) to share the 

relevant information and regular meetings (both online and in person) were two common forms 

of monitoring by puskesmas for GPs and clinics and DHO and/or Wasor for GPs, clinics, 

puskesmas, and hospitals.11 

Perceptions of the effectiveness of monitoring by puskesmas (Table 7) and by DHO/Wasor (Table 

8) were rated on a five-point scale.12 Most GPs and clinics perceived that the monitoring by 

puskemas is quite effective. Three clinics perceived the monitoring from puskesmas as less 

effective and felt that the monitoring was not conducted regularly and the quality was relatively 

low. 

Table 7.  GPs’ and Clinics’ Perception of the Effectiveness of Monitoring from Puskesmas 

Health 
Facility           

 The Effectiveness of a Monitoring from Puskesmas* Total 

Not 
effective 

Less 
effective 

Somewhat 
effective 

Effective Very 
effective 

GP 0 0 
(0%) 

2 
(100%) 

0 
(0%) 

0 
(0%) 

2 

Clinic 0 3 
(10%) 

15 
(50%) 

7 
(23%) 

5 
(17%) 

30 

Total 0 3 
(9%) 

17 
(53%) 

7 
(22%) 

5 
(16%) 

32 

* Percentage is by row 

Among the 66 health providers that received monitoring from DHO and/or Wasor, a majority 

perceived the monitoring as effective. Only one clinic perceived the monitoring from DHO and/or 

Wasor as less effective because it was not conducted regularly. 

Table 8. The Health Providers’ Perception of the Effectiveness of a Monitoring from DHO and/or 
Wasor 

Health 
Facility           

The Effectiveness of Monitoring by DHO and/or Wasor * Total 

Less effective Somewhat 
effective 

Effective Very effective 

GP 0 1 0 0 1 

 
10 The composition of those which do not receive a monitoring from DHO and/or Wasor are: 1 GP, 2 clinics, and 1 
hospital. 
11 See Appendix 16 and Appendix 17 for details. 
12 These five answer choices are: ‘Not effective,’ ‘Less effective,’ ‘Somewhat effective,’ ‘Effective,’ and ‘Very 
effective;’ however, there are no GPs and clinics to state ‘Not effective’ for the monitoring from puskesmas. 
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(0%) (100%) (0%) (0%) 

Clinic 1 

(4%) 

13 
(46%) 

12 

(43%) 

2 
(7%) 

28 

Puskesmas 0 
(0%) 

4 
(17%) 

19 
(83%) 

0 
(0%) 

23 

Hospital 0 
(0%) 

7 
(50%) 

6 
(43%) 

1 
(7%) 

14 

Total 1 
(2%) 

25 

(38%) 

37 
(56%) 

3 
(4%) 

66 

* Percentage is by row 

All health providers who provide TB services were expected to get involved in the District Public-

Private Mix (DPPM) network to increase the quality of the TB services. Out of 70 health providers 

surveyed, 56 (80%) were involved in the DPPM network as follows: 1 GP (50%), 18 clinics (60%), 

23 puskesmas (100%), and 14 hospitals (93%). The majority of the surveyed health providers 

reported the use of Pcare13 (97%) to record their TB services, followed by TB Form and medical 

records (86%). Figure 14 compares the use of TB reporting systems by provider involvement in 

the DPPM network. Involvement in DPPM is associated with use of TB reporting systems. All 

providers involved in DPPM used PCare, and a higher percentage of them used three of the other 

four TB reporting systems. Only Wifi TB14 was used by a slightly higher percentage of providers 

not involved in DPPM. 

 

Figure 14. TB services reporting system used by the surveyed health providers: Comparison of 
providers involved in DPPM with providers not involved in DPPM 

 
13 Pcare is the primary care software application provided by BPJSK to primary care facilities. 
14 Wifi TB stands for Wajib Notifikasi TB or Mandatory Notification TB and is a mobile application-based TB 
reporting system which is mainly used by private clinics and private GPs who do not have SITB account yet. 
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According to MOH Regulation No. 67/2016, the health providers were encouraged to use the TB 

Form as an integral part of TB reporting system in order to record every single case of the TB 

patient. There are 16 forms which record and report a patient’s journey from diagnosis until the 

end of treatment: 

1. TB-01: TB Treatment Card 

2. TB-02: Patient Identity Card 

3. TB-03: District TB Registry 

4. TB-04: TB Laboratory Registry 

5. TB-05: TB Laboratory Application for Sputum Testing 

6. TB-06: List of TB suspects undergoing spot and morning sputum testing 

7. TB-07: Quarter report of new case detection and relapse case  

8. TB-08: Quarter report of Lung TB Patient Treatment listed 12 – 15 months ago 

9. TB-09: TB patient referral/transfer form 

10. TB-10: TB treatment result form for transferred patients 

11. TB-11: Quarter report of sputum testing results at the end of intensive phase for patients 

listed 3-6 months ago 

12. TB-12: Specimen transfer form for cross checking purpose 

13. TB-13: Anti Tuberculosis Drug reception and use report in district 

14. TB-14: Staffing Development of Health Facility TB Control Program Report 

15. TB-15: Contact tracing for TB in children 

16. TB-16: Tuberculosis contact registry 

Table 9 shows the use of each of the 16 TB forms among the 60 health providers using the TB 

Form system. TB-01 was the most used by the health providers (88%). Meanwhile, none of the 

health providers reported using TB-11, TB-12, TB-14, or TB-15. Finally, TB-07, TB-08, TB-13, and 

TB-16 were used by only puskesmas. 

Table 9. The Distribution of the TB Form Used by the Surveyed Health Providers 

TB 
Form 

Health Providers Total 

GP Clinic Puskesmas Hospital 

TB-01 0 17 22 14 53 

TB-02 0 13 16 10 39 

TB-03 0 8 22 7 37 

TB-04 0 1 15 6 22 

TB-05 1 12 19 6 38 

TB-06 1 5 22 6 34 

TB-07 0 0 1 0 1 

TB-08 0 0 1 0 1 

TB-09 0 2 5 4 11 

TB-10 0 0 2 1 3 

TB-11 0 0 0 0 0 
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TB-12 0 0 0 0 0 

TB-13 0 0 1 0 1 

TB-14 0 0 0 0 0 

TB-15 0 0 0 0 0 

TB-16 0 0 8 0 8 

 

Since 2010, the World Health Organization (WHO) has promoted GeneXpert for TB initial 

examination because it is much faster than standard cultures. Indonesia then adopted SITRUST 

(Sistem Informasi Treking untuk Transportasi Spesimen or Information System for Tracking 

Specimen Transport), a mobile and web-based application to track transport of the patient’s 

sputum sample to a facility with a GeneXpert machine and track communication of the result 

back to the provider. Of all surveyed health providers in Kota Medan, only 28 health providers 

(40%) have used and employed SITRUST in their unit. Figure 15 shows that the majority of 

SITRUST users were puskesmas (82%), followed by hospitals (11%) and clinics (7%). Based on the 

provider type, all puskesmas in the survey already used SITRUST but only 2 clinics (7%) and 3 

hospitals (20%) in the survey used SITRUST. 

 

Figure 15. The distribution of providers using SITRUST 

In addition to SITRUST, MOH has developed SITB (Sistem Informasi Tuberkulosis or Tuberculosis 

Information System15) to record and report TB cases in one integrated platform. This is the 

electronic version of paper-based TB forms that have long been used by health providers to 

record and report TB cases regularly. Moreover, SITB is also linked to SITRUST as the request for 

laboratory examination, notification of specimen delivery as well as the results also appear in 

SITB. The SITB application can be used by all types of providers plus labs and pharmacies. Among 

the 70 providers surveyed, 49 health providers (70%) reported having a SITB account in which 

 
15 http://sitb.id/sitb/about 

http://sitb.id/sitb/about
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the majority were puskesmas (47%), followed by hospital (29%) and clinics (24%) (Figure 16); 

however, 46 health providers reported using SITB as one of their TB reporting systems. Breaking 

down each type of health provider surveyed, 12 clinics (40%), 23 puskesmas (100%), and 14 

hospitals (93%) use SITB. Thus, not all providers, particularly private providers, use the electronic 

version of TB forms. 

       

Figure 16. The distribution of health providers with a SITB account 

37 health providers answered that they reported all relevant data to SITB on a regular schedule 

(of the 49 health providers that have SITB account) with the composition as follows: 8 clinics 

(67%), 18 puskesmas (78%), and 11 hospitals (79%). This figure is relatively low considering 63 

surveyed health providers (90%) report having a person in charge of monthly TB reporting, and a 

majority of these 63 providers (92%) reported having a TB official responsible for monthly TB 

reporting. Two puskesmas reported that they had two people in charge of monthly TB reporting 

(Head of Lab and a TB official).16 

27 surveyed health providers (39%) reported that they faced difficulty in recording and reporting 

the TB services recently. The most common difficulty was digital input, for example, lack of 

availability of a computer. This constraint is likely related to the second-most common constraint 

which was the need to still use paper-based reporting. Since TB form, SITB, SITRUST, and Pcare 

are all digital information systems, these two constraints directly impede their use. 

 
16 See Appendix 18 for the details of the distribution. 
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Figure 17. Constraints in recording and reporting TB services 

4.2. TB Patient Survey 

The patient survey explored three aspects of patient behavior in utilizing TB services: patient 

financing for TB services, the quality of services patient received, and patient retention with the 

same health provider. 

4.2.1. Basic Information  

In total, 450 patients participated. One patient was underage (14 years old) and therefore 

excluded from the analysis, leaving 449 patients in the analysis. As shown in Table 10, the 

majority of patients (95%) live in Kota Medan, and the proportion of male and female patients is 

256 (57%) and 193 (43%), respectively. The patients’ educational background is as follows: 277 

patients (62%) were senior high school graduates; 82 patients (18%) were university graduates; 

82 patients (18%) were junior high school graduates; and 8 patients (2%) have never received a 

formal education. 

Table 10. Characteristics of TB Patient Respondents 

Patient Characteristics n (%) 

TB patients   

Adult 449 (99.8%) 

Children 1 (0.2%) 

Place of residence   

Kota Medan 428 (95%) 

Outside Kota Medan 21 (5%) 

Sex   
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Male 256 (57%) 

Female 193 (43%) 

Level of education   

Senior High School 277 (62%) 

University 82 (18%) 

Junior High School 82 (18%) 

No schooling 8 (2%) 

Occupation   

Laborer 72 (16%) 

Private employee 64 (14%) 

Entrepreneur 49 (11%) 

Student 32 (7%) 

 

Given the high population density in Kota Medan, TB transmission is a serious concern. Table 11 

shows that, out of the total TB patients, 354 (79%) reported living or sharing the property with 

three or more other people and 250 (56%) reported living with a person susceptible to TB 

infection. 

Table 11. The Number of TB Patients Who Live or Share the Property with Others and with a 
Person Susceptible to TB 

No. of people who live or share the 
property 

No. of 
patients 

No. of patients who live 
with a person susceptible 

to TB* 

With no one (Living alone) 7 
(1.5%) 

NA 

With 2 people 88 
(20%) 

44 
(50%) 

With 3 or 4 people 254 
(57%) 

148 
(58%) 

With more than 4 people 100 
(22%) 

58 
(58%) 

* Percentage by the number of patients in each row 

Almost all the patients (448) reported being diagnosed with Drug Sensitive-TB, 52 of whom (12%) 

were being treated as inpatients. Among these 448 patients17 the majority (381) of patients (85%) 

were diagnosed with DS-TB non-complication, while the other 68 patients (15%) were diagnosed 

with DS-TB with complications. The average length of treatment by TB treatment phase, per the 

patients’ knowledge, was as follows: 

• 2 months for the intensive phase (with a minimum of one month and maximum of three 

months) 

 
17 See Appendix 19 for the distribution of patients by TB treatment phase and length of treatment phase by TB 
examinations result (DS-TB with and without complication). 
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• 4 months for the follow-up phase (with a minimum of one month and maximum of eight 

months) 

• 6 months for the treatment completion phase (with a minimum of 6 months and 

maximum of 12 months) 

Five patients reported being lost to follow-up and one patient did not know in which phase they 

were in (all six were diagnosed with DS-TB non-complication). Most respondents were in the 

follow-up phase (52%), followed by patients who reported to be in the treatment completion 

phase (45%). 

4.2.2. Financing for TB Care Services  

The majority (442) of surveyed patients (98%) were JKN members and reported using their 

membership to fund TB examinations and treatment. The other seven patients did not join JKN 

due to the obligation to pay the premium on a regular basis (4 patients), thinking they did not 

need BPJSK insurance (2 patients), and other reasons (2 patients); however, 380 of the 442 JKN 

members reported paying out-of-pocket (OOP) for TB examinations and treatment. These 

included payments for direct medical and non-medical costs to access the TB services. For direct 

medical costs, 31 respondents (64%) paid OOP for radiograph and other medical imaging which 

should be covered by JKN (Table 12). 

Table 12. The Distribution of the Additional Out-Of-Pocket Spending for Direct Medical Costs for 
TB Examination and Treatment 

Spending Categories Additional OOP Spending: TB Medical Services* 

Radiograph & 
Other Medical 

Imaging 

Lab Other 
Procedures 

Drugs Consultation 

IDR1-IDR100K 9  
(29%) 

4  
(36%) 

6  
(100%) 

13  
(50%) 

1  
(100%) 

IDR101K-IDR500K 20  
(65%) 

6  
(55%) 

NA 12  
(46%) 

NA 

IDR501K-IDR1 million 2  
(6%) 

NA NA NA NA 

IDR1.001 mil-IDR5 mil NA 1  
(9%) 

NA 1  
(4%) 

NA 

Total 31 11 6 26 1 

* Percentage is by column 

For direct non-medical costs (Table 13), 371 patients incurred expenses for transport (98%) which 

JKN does not cover, and 324 for nutritional supplement (85%) which have not all yet covered by 

JKN . Furthermore, 100 TB patients incurred extra spending for food, ranging from IDR 1 to IDR 1 

million during the treatment period. These patients may buy some food outside of what was 

provided during inpatient treatment or when they underwent outpatient treatment because 

some TB patients may need to modify their diet due to loss of appetite as a result of TB drugs or 
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when they have a comorbidity such as diabetes mellitus. Additionally, 9 patients reported 

spending from IDR 1 to more than IDR 10 million for accommodation that may be required for 

patients staying outside of their residence to get the examination and the treatment. The OOP 

amount paid for TB examinations and treatment were mostly up to IDR 500K. Please note that 

the non-medical related costs varied by patients’ residence and behavior. 

Table 13. The Distribution of the Additional Out-Of-Pocket Spending for Direct Non-Medical 
Costs During TB Examination and Treatment 

Spending Categories Additional OOP Spending: TB Non-Medical Services* 

Transport Food** Accommodation** Nutritional 
Supplement 

Covered by JKN insurance No ? ? No 

IDR1-IDR100K 198  
(53%) 

61  
(61%) 

2  
(22%) 

74  
(23%) 

IDR101K-IDR500K 169  
(45%) 

34  
(34%) 

3  
(33%) 

127  
(39%) 

IDR501K-IDR1 mil 3  
(0.8%) 

5  
(5%) 

1  
(11%) 

88  
(27%) 

IDR1.001 mil-IDR5 mil 1  
(0.3%) 

NA 1  
(11%) 

34  
(10%) 

IDR5.001 mil-IDR10 mil NA NA 1  
(11%) 

1  
(0.3%) 

More than IDR10 mil NA NA 1  
(11%) 

NA 

Total 371 100 9 324 

* Percentage is by column 

** Food and accommodation which are not part of hospital inpatient services 

4.2.3. Perceptions of Quality of TB Care Received 

Most patients (72%) visited puskesmas for a TB examination. Microscopic was the most frequent 

TB examination across all types of facilities (93%). Table 14 shows the distribution of the TB 

examinations by health facility received by patients. As reported, culture examination was 

available in puskesmas and private hospitals, and tuberculin examination was available in public 

hospitals and private hospitals. Other examinations were mostly blood and urine tests. 

Table 14. The TB Examinations Received by Patients 

Health Facility 

(No. of Patients) 

TB Examinations Received* 

Microscopic X-Ray GeneXpert Culture Tuber-

culin 

Compli-

cation 

Other 

Puskesmas (323 
patients) 

308  
(95%) 

70  
(22%) 

111  
(34%) 

3  
(1%) 

NA 28  
(11%) 

32  
(10%) 

Private clinic (12 
patients) 

11  
(92%) 

7  
(58%) 

3  
(25%) 

NA NA 3  
(25%) 

5  
(42%) 
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GP (9 patients) 9  
(100%) 

7  
(78%) 

3  
(33%) 

NA NA 1  
(11%) 

3  
(33%) 

Public hospital 
(82 patients) 

75  
(91%) 

66  
(80%) 

30  
(37%) 

NA 1  
(1%) 

18  
(22%) 

33  
(40%) 

Private hospital 
(128 patients) 

114  
(89%) 

79  
(62%) 

10  
(8%) 

1  
(1%) 

1  
(1%) 

16  
(13%) 

22  
(17%) 

Private lab (14 
patients) 

12  
(86%) 

9  
(64%) 

3  
(21%) 

NA NA 2 (14%) 1  
(7%) 

Other (2 patients) NA 2  
(100%) 

2  
(100%) 

NA NA NA NA 

* Patients may receive more than one TB examination and in more than one health facility; percentage is 

by row. 

Table 15 shows that TB patients’ satisfaction with TB examinations received in the respective 

health providers measured by five options of satisfactory level: ‘Not satisfied,’ ‘Less satisfied,’ 

‘Neither satisfied nor dissatisfied,’ ‘Satisfied,’ and ‘Very satisfied.’ 

Table 15. TB Patients’ Level of Satisfaction with TB Examination Services by Type of Health 
Provider 

Satisfaction 
Level 

With TB Examination received in:* General 

Puskes-
mas 

Private 
clinic 

GP Public 
hospital 

Private 
hospital 

Private 
lab 

Others 

Not satisfied NA NA NA NA NA NA NA NA 

Less satisfied 3  
(1%) 

NA NA NA 1  
(1%) 

1  
(7%) 

NA 3  
(1%) 

Neither satisfied 
nor dissatisfied 

147  
(46%) 

8  
(67%) 

3  
(33%) 

25  
(30%) 

39  
(30%) 

5  
(36%) 

2  
(100%) 

190  
(42%) 

Satisfied 161  
(50%) 

2  
(17%) 

5  
(56%) 

47  
(57%) 

73  
(57%) 

7  
(50%) 

NA 232  
(52%) 

Very satisfied 12  
(4%) 

2  
(17%) 

1  
(11%) 

10  
(12%) 

15  
(12%) 

1  
(7%) 

NA 24  
(5%) 

Total 323 12 9 82 128 14 2 449 

* Percentage by column; the respondent may have more than one TB examination with more than one 

health provider. 

None of the TB patients were ‘Not satisfied’ with the TB examination services provided by the 

health providers they have visited. On the contrary, the majority chose ‘Neither satisfied nor 

dissatisfied’ (42%) and ‘Satisfied’ (52%) for the TB examinations services provided by the health 

providers. The administration procedures and the medical staff competencies (GPs and other 

staff) were the main reasons for the respondents rating their satisfaction level (see Appendix 23). 

In terms of TB referrals, 86 (19%) reported having been referred. Public hospitals received the 

highest proportion of referrals; and the most frequent reason for referral was for an X-ray (Table 

16). Of the 86 TB patients referred, 79 (92%) reported to be willing to be referred back and 

receive the TB treatment with their original health provider. In general, 356 patients (79%) 
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reported to be willing to be referred back to their health provider to receive TB treatment if they 

were referred to another provider for TB examinations. 

Table 16. The Distribution of TB Referrals by Purpose and Type of Health Provider Receiving the 
Referral 

Referral Purpose 

The Health Provider Receiving the Referral 

Total 
Puskesmas 

Public 
Hospital 

Private 
Hospital 

Private 

Clinic 
Private 

Lab 

Microscopic 
2 

(33%) 
27 

(51%) 
7 

(41%) 
2 

(100%) 
NA 38 

X-ray 
2 

(33%) 
46 

(87%) 
16 

(94%) 
2 

(100%) 
8 

(100%) 
74 

GeneXpert 
1 

(17%) 
17 

(32%) 
NA NA NA 18 

Culture 
1 

(17%) 
NA NA NA NA 1 

Complication and 
comorbidity 
examination 

NA 
1 

(2%) 
3 

(18%) 
NA NA 4 

Urine test NA 
17 

(32%) 
NA NA NA 17 

Blood test NA 
18 

(34%) 
2 

(12%) 
NA NA 20 

Total 6 53 17 2 8 86 
* Percentage is by column; the respondent may be referred for more than one TB examination. 

As seen in the Table 17, the majority of TB patients examined in puskesmas, private clinics, GPs 

and public hospitals received treatment in puskesmas. The highlighted columns show the 

numbers of patients receiving TB examinations and treatment in the same providers. In the case 

of patients receiving TB examinations in hospitals, it can be seen that only 12 out of 82 patients 

who underwent TB examinations in public hospitals stay in the hospital for the treatment; 

however, this is not the case with private hospitals, since patients who got tested at private 

hospitals tend to remain in the same facility for treatment. 

Table 17. The Distribution of the TB Patients by Where They Receive TB Examinations and DS-TB 
Treatment 

Receiving TB 
Examinations In? 

Where Patients Received DS-TB Treatment 

Puskesmas  
(337 

patients) 

Private clinic  
(29 patients) 

GP 
(2 patients) 

Public 
hospital  

(12 patients) 

Private 
hospital 

(71 patients) 

Puskesmas (323 patients) 320 2 1 0 1 

Private clinic (12 patients) 6 3 0 0 4 
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GP (9 patients) 9 0 1 0 0 

Public hospital (82 
patients) 

51 16 1 12 3 

Private hospital (128 
patients) 

49 13 1 0 67 

Private lab (14 patients) 12 2 0 0 0 

Others (2 patients) 2 0 0 0 0 
* The respondent may have the TB examinations and DS-TB treatment in more than one health providers. 

Next, all 448 respondents diagnosed with DS-TB were asked if they were satisfied with the DS-TB 

treatment received. The details are shown in Table 18. 

Table 18. The TB Patients’ Satisfaction toward the DS-TB Treatment Received 

Satisfaction Level 
Where Patients Received DS-TB Treatment 

General 
Puskesmas 

Private 
clinic 

GP 
Public 

hospital 
Private 
hospital 

Dissatisfied       

Less satisfied 
4 

(1%) 
NA 

1 
(50%) 

NA NA 
4 

(1%) 

Neither satisfied nor 
dissatisfied 

121 
(36%) 

6 
(21%) 

NA 
3 

(25%) 
18 

(25%) 
147 

(33%) 

Satisfied 
191 

(57%) 
14 

(48%) 
1 

(50%) 
8 

(67%) 
48 

(68%) 
261 

(58%) 

Very satisfied 
21 

(6%) 
9 

(31%) 
NA 

1 
(8%) 

5 
(7%) 

36 
(8%) 

Total 337 29 2 12 71 448 
* Percentage is by column; the respondent may receive the DS-TB treatment in more than one health 

facility. 

More than half of the surveyed TB patients (58%) were satisfied with the DS-TB treatment 

received; followed by those who were neither satisfied nor dissatisfied (33%) indicating that the 

TB treatment services met TB patients’ expectations. Satisfaction levels were broken down by 

the main reasons for the respondents’ rating. For those reporting ‘Less satisfied’ or ‘Satisfied,’ 

the administration procedures were the main reason for the rating; whereas for those who 

reported ‘Satisfied’ or ‘Very satisfied,’ the main reasons were the administration procedures and 

access and response toward complaints. 

Among the 448 TB patients who received DS-TB treatment, 58 (13%) reported that they were 

referred to another health provider for the DS-TB treatment. As shown in Table 19, the most 

common referral was for a puskesmas to refer patients to another puskesmas (reported by 44 TB 

patients). 
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Table 19. The Distribution of TB Patients to Have Been Referred for DS-TB Treatment by 
Referring Health Providers and Providers Receiving Referral 

Referring Provider 

Provider Receiving Referral for DS-TB Treatment 

Puskesmas 
(47 patients) 

Public hospital 
(2 patients) 

Private 
hospital 

(5 patients) 

Private clinic 
(7 patients) 

Puskesmas 44 2 2 0 

Private clinic 2 0 1 6 

GP 0 0 0 0 

Public hospital 1 0 0 0 

Private hospital 1 0 2 2 

* The respondent might have been referred more than once for the DS-TB treatment. 

Lastly, 356 surveyed TB patients (79%) followed BPJSK’s recommendation of which health 

provider to get their TB examination and treatment for DS-TB. The remaining 93 TB patients 

(21%) had their own preferred health providers for their TB examinations and treatment for DS-

TB. Moreover, 41 patients (44%) and 35 patients (38%) said that they preferred puskemas and 

private hospitals, respectively, for these services. The quality of TB care services, free TB care 

services, and the distance to the health provider were the important reasons for the respondents’ 

preference (See Appendix 26). 

4.2.4. Patients Retention in TB Health Providers 

Two indicators of a successful TB care program were patient’s retention with the same health 

facility for diagnosis and treatment, and a low number of lost-to-follow-up cases. This patient 

survey found that only four patients (1%) changed health providers during the TB treatment 

period per their preference; however, when asked why a patient might change health providers 

during treatment, 292 patients (65%) believed that a patient was likely to change health 

providers during treatment if their residence changed. The quality of TB care service (44%), the 

distance to the health provider (34%), and family or colleague recommendation (29%) were cited 

as other possible reasons for changing providers. 

The SHP scheme will work well if the TB patient is retained with the same health provider for the 

entire episode of TB care (diagnosis and treatment). This means the provider does not refer the 

patient to another facility and the patient does not decide to change provider. For 272 patients 

who reported having completed the TB treatment, 264 patients (97%) reported having the TB 

examinations and TB treatment at the same health provider, and 270 patients reported 

completing the full course of TB treatment with the same health provider. Meanwhile, 175 

patients (64%) said that they planned to complete the TB treatment in the same health provider. 

These figures indicate that the TB patients in Kota Medan have high trust in the health providers 

to complete the TB episode of care. In addition, 230 (85%) of the 272 patients who completed 

treatment reported that they complied with the visit schedule, while only 41 patients said they 
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usually miss the visit schedule. Finally, 267 patients (98%) reported that they had TB treatment 

observer assistance during their course of treatment. Among the entire sample of 449 TB 

patients, 325 (72%) reported that officials from the health provider conducted a contact 

investigation with housemates e.g., family, friends, or others. 

Only a few patients (16) reported that they were lost-to-follow-up. Out of these 16, 7 patients 

(44%) admitted that they were contacted by officials from the health provider to continue the 

treatment. All 449 TB patients were asked why a patient might be lost-to-follow-up or miss a TB 

treatment. The most common reasons were TB care service quality (48%) and moving away from 

the current residence (49%). See Appendix 28 for details. The SHP TB design should note this 

issue to seek a solution. 

4.3 Secondary Data Analysis 

The TB Information System (SITB) was developed in 2018 by the National TB Program of the 

Ministry of Health. This is an electronic information management system for TB care such as 

laboratories, supplies, logistics, and case management. SITB is used by officials at the health 

facility, district, and provincial levels. For baseline data analysis, data were taken from TB-06 and 

TB-03 forms of SITB, for the period of January to August 2021. TB-06 contains a register of TB 

suspects while TB-03 contains a register of TB patients―TB suspects who are already diagnosed 

positive for TB and already enrolled for treatment. 

According to the TB-06 form record, between January and August 2021, there were 4,066 TB 

suspects registered with health providers in the TB SHP intervention and control groups in Kota 

Medan. Most TB suspects were tested at hospitals (54%) i.e., public (38%) and private (16%) 

hospitals, followed by puskesmas (44%), and only 3% at private clinics (Figure 18). 

The SITB TB-06 form analysis found that 72% of patients visited puskesmas to obtain their TB 

examinations which was the same result as the TB patients survey. In contrast, more patients in 

the survey received their tests at private hospitals (29%) instead of public hospitals (18%), 

whereas the SITB TB-06 form analysis result was private hospitals 16% and public hospitals 38% 

(Figure 18). This difference is likely due to differences in the sample criteria: the SITB analysis of 

4,066 TB suspects compared to the survey of 449 patients diagnosed with DS-TB. In addition, 

there were only 3 public hospitals compared to 12 private hospitals that participated in the 

survey. 
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Figure 18. TB suspects: Location of TB examination by health provider type (Source: SITB 
TB-06 form) 

Figure 19 shows that the majority of TB suspects (98%) were self-admitted to health providers to 

receive the tests. Less than 1% were referred from other health providers. In comparison, 19% 

of TB patients in the patient survey reported that they were referred from another health 

provider to receive their examination; however, a limitation of the SITB database is that many 

private clinics have not used SITB yet. Therefore, many referrals from private clinics might not be 

included in the SITB system. 

 

Figure 19. Patient admission type for examination of TB suspects (Source: SITB TB-06 form) 

The TB-06 form also records the type of diagnostic examinations given to TB suspects such as 

microscopic tests, GeneXpert tests, X-ray tests as well as child TB scoring for child TB suspects. 

Puskesmas
44%

Private Clinic
2%

Public Hospital
38%

Private Hospital
16%

TB Suspects Who Underwent TB Examination 
Based on Health Provider Type

Puskesmas Private Clinic Public Hospital Private Hospital

Referral from 
other health 

providers
0,94%

Self-admission
98,25%

Referral from 
cadres
0,81%

Patient Admission for Examination of TB Suspects

Referral from other health providers Self-admission Referral from cadres
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As stipulated in the MOH Regulation No. 67/2016, TB suspects must undergo a bacteriological 

test such as GeneXpert or a microscopic test for TB diagnosis. Figure 20 showed that 35% of TB 

suspects underwent microscopic tests while 34% of them underwent GeneXpert tests. 

Approximately 31% of TB suspects did not undergo bacteriological tests. Additionally, about 41% 

of TB suspects underwent X-ray tests and the approximately 1% of TB suspects who were children 

underwent TB scoring. 

 

Figure 20. Bacteriological test received by TB suspects (SITB TB-06 form) 

Among the 4,066 TB suspects, 1,540 (38%) were diagnosed with pulmonary TB, 3% were 

diagnosed extrapulmonary TB, and 3% were declared TB negative. The number of patients 

diagnosed with TB could be higher because 59% of TB suspects recorded in the SITB TB-06 form 

had the column for diagnosis result blank, which means there was no record of whether these 

patients were positive or negative for TB. 

Of 1,540 patients diagnosed with pulmonary TB, 1,411 (92%) were determined to have drug-

sensitive TB (DS-TB). The treatment plan for about 90% of these patients was to be treated by 

the health provider that did their diagnostic tests. The remaining 10% of drug-sensitive 

pulmonary TB patients were referred for TB treatment enrolment. The percentage of TB patients 

being referred for treatment was similar to the TB patient survey in which 13% of surveyed DS-

TB patients were referred for treatment and most of them were referred to puskesmas.  

TB patients who are enrolled for treatment are recorded in the SITB TB-03 form. In this analysis, 

there were 1,398 TB patients recorded in the SITB TB-03 form between January and August 2021. 

Of these patients, 1,295 (93%) were DS pulmonary TB patients. There was a notable discrepancy 

between TB-06 and TB-03 records. Specifically, there were 1,411 TB suspects diagnosed with DS 

pulmonary TB in the TB-06 but only 1,295 DS pulmonary TB patients recorded in TB-03. Thus, 116 

Microscopic; 
1.477 ; 35%

Gene-Xpert; 
1.445 ; 34%

No 
bacteriological 

test; 1.283 ; 31%

Bacteriological Test for TB Suspects

Microscopic Gene-Xpert No bacteriological test
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(8.2%) patients diagnosed with DS-TB were either lost to follow-up before the treatment started 

or not documented yet in the TB-03 Form at the time of data collection. 

 

Figure 21. DS-TB patients diagnostic methods (SITB TB-03 form) 

Figure 21 shows that most DS-TB patients recorded in the SITB TB-03 form were diagnosed 

clinically (55%). Nearly all these patients were bacteriologically tested but the results were 

negative. Despite the negative test results, these patients might show TB symptoms clinically or 

the results of their chest X-ray suggested active TB, therefore they were diagnosed clinically.; 

however, among these patients, most of them did not undergo any bacteriological test (Figure 

20). Meanwhile, the number of DS-TB patients who were confirmed bacteriologically by 

undergoing microscopic tests were almost similar to those who were undergoing GeneXpert 

tests. There were 4 patients whose records of bacteriological tests were not available although 

being reported as bacteriologically confirmed (Figure 22). 

 

Figure 22. Bacteriological tests received by DS-TB patients (SITB TB-03 form) 
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Figure 23 shows that a majority of DS-TB patients received their treatment at puskesmas (61%) 

and only a small proportion of them received their treatment at clinics (4%). According to the 

MOH Regulation No. 5/2014 on Clinical Practice Guidelines for Primary Care Physician, DS-TB 

patients can be treated comprehensively at primary care level; however, there was still a large 

proportion of patients who received their treatment at private and public hospitals, 24% and 11% 

respectively. This distribution is somewhat similar to the TB patients survey, in which over 70% 

went to puskesmas to receive the treatment, followed by private hospitals (16%), clinics (7%), 

and public hospitals (3%). 

 

Figure 23. Health providers where DS-TB patients enrolled for treatment (SITB TB-03 form) 

The results from SITB TB-03 form analysis showed that among the 1,295 DS-TB patients on 

treatment, 26 (2%) had HIV comorbidity and 195 (15%) had diabetes mellitus (DM) comorbidity 

reported in the system; however, not all of the patients with these comorbidities were reported 

to receive HIV or DM treatment. Only 4 (15%) DS-TB with HIV patients reported receiving anti-

retroviral (ARV) therapy, and 91% of DS-TB patients with DM reported receiving antidiabetic 

agent i.e., oral hypoglycemic medication or insulin. 
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Figure 24. DS-TB patients with HIV or diabetes mellitus comorbidity (SITB TB-03 form) 

Only 100 (8%) of DS-TB patients recorded in the SITB TB-03 form had the status of their treatment 

results, while the rest had no report of the treatment results at the time of data collection. This 

was probably because some of them have not yet finished their treatment course and the status 

of the treatment results for the others was probably undocumented. 

DS-TB patients whose treatment results were documented in the system were mostly a complete 

or successful treatment (3%).18 Less than 1% of the patients with treatment results were cured.19 

None of them were documented as failed. There were 25 (1.9%) patients who died during the 

course of treatment, 0.8% who dropped out, and 0.5% who were either not evaluated or 

transferred to other health providers for the treatment. 

 

 
18 ‘Treatment completed’ is defined as a TB patient who completed treatment without evidence of failure but with 
no record to show that sputum smear or culture results in the last month of treatment were negative, either 
because tests were not done or because results are unavailable. 
19 ‘Cured’ is defined as a pulmonary TB patient with bacteriologically confirmed TB at the beginning of treatment 
who was smear- or culture-negative in the last month of treatment and on at least one previous occasion. 
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Figure 25. DS-TB patient treatment results (SITB TB-03 form) 

Contact tracing activities were also recorded in the SITB TB-03 form. It was found that most DS-

TB patients were not contact traced, according to SITB analysis. Although 63% of health providers 

in the survey reported that they undertook contact tracing or investigation and 72% of TB 

patients in the survey also reported that health officers visited their residence for contact tracing, 

the result from the TB-03 form analysis showed otherwise. This inconsistency was probably the 

result of contact-tracing activities not being documented in the TB-03 form. 

Figure 26. Contact tracing to TB patients (SITB TB-03 form) 

Secondary data analysis in this study includes data from BPJSK regarding claims and payments 

for TB services to primary and secondary care providers in the SHP intervention catchment area 

in Kota Medan. Primary care providers use the P-care system to submit claims to BPJSK, and 

hospitals use the hospital management information system to submit claims to BPJSK. The 

analysis focused on claims submitted between 2019 and 2020 for patients diagnosed for TB 
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according to International Classification of Diseases (ICD)–10. The ICD-10 codes were for 

tuberculosis of lung or pulmonary TB which were confirmed by bacteriological tests (code A15 

with subcodes A15.0 to A15.3) and tuberculosis of lung or pulmonary TB not confirmed by 

bacteriological test (code A16 with subcodes A16.0 to A16.2). The data sample included 2,449 

patients who visited primary care providers and 10,810 claims submitted by hospitals. 

Table 20 shows that the number of primary care visits by pulmonary TB patients with confirmed 

diagnosis (code A15) was similar to the number of visits by pulmonary TB patients whose 

diagnosis was unconfirmed (code A16); however, the number of patients in code A15 was higher 

than patients in code A16. Consequently, there was an average of 2 visits per patient for code 

A15 compared to 3 visits per patient for code A16. In terms of the method of confirmation within 

the A15 code group, the number of visits and patients confirmed by microscopy were more than 

any other means. Interestingly, the BPJSK data recorded 432 lung TB patients diagnosed by 

culture, while there were no TB patients diagnosed by culture recorded and reported in SITB. 

There were also 85 patients in the BPJSK database who were confirmed histologically, but no 

histopathological tests were recorded in SITB. This may be because the MOH Regulation on TB 

Control recommends histopathological tests for extrapulmonary TB, while for pulmonary TB the 

MOH recommends tests GeneXpert and microscopic test as diagnostic tests. 

Among pulmonary TB patients in the A16 subcodes, the 974 patients with a negative test 

(subcode A16.0) accounted for 98% of the visits compared to other A16 subcodes. There was a 

small number of visits (64) and patients (55) without bacteriological confirmation recorded in the 

BPJSK database. 

Table 20. TB Patient Visit at BPJSK Primary Care Providers in SHP Catchment Area in Kota 
Medan, 2020 (BPJSK Data) 

ICDX Code Code Description No. of Visit No. Patient Average Visit 
per Patient 

A15 Respiratory tuberculosis, bacteriologically and histologically confirmed 

A15.0 Tuberculosis of lung, confirmed by sputum 
microscopy with or without culture 

          1,992                759                         3  

A15.1 Tuberculosis of lung, confirmed by culture 
only 

          1,025                432                         2  

A15.2 Tuberculosis of lung, confirmed 
histologically 

             110                  85                         1  

A15.3 Tuberculosis of lung, confirmed by 
unspecified means 

             201                138                         1  

Total           3,328            1,414                         2  

A16 Respiratory tuberculosis, not confirmed bacteriologically or histologically 

A16.0 Tuberculosis of lung, bacteriologically and 
histologically negative 

       3,258             974                         3  

A16.1 Tuberculosis of lung, bacteriological and 
histological examination not done 

              6                6                         1  
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A16.2 Tuberculosis of lung, without mention of 
bacteriological or histological confirmation 

            64              55                         1  

Total           3,328            1,035                         3  

 

Table 21 shows claim and payment data for lung TB diagnoses at the hospital level, particularly 

for ICD-10 A15 and A16 codes. Among subcodes under the A15, there were 2,786 paid claims for 

A15.0 (i.e., lung TB with bacteriological confirmation), followed closely by 2,662 paid claims for 

A15.3 (i.e., lung TB confirmed by unspecified means). A15.1 had the highest average payment 

(IDR 4,186,395) per claim compared to the other subcodes under A15. 

In contrast with primary care providers, the highest number of claims among hospitals was 4,229 

for A16.2 respiratory TB without confirmation by exam. Whereas, at primary care providers, the 

highest number of patient visits was 3,258 for A16.0 (lung TB with negative bacteriological test). 

Among hospitals, the highest average payment per claim was IDR 4,537,535 for A16.0. 

Nonetheless, the average payment per claim for lung TB without a bacteriological test performed 

(Code A16.1) was the second highest (IDR 4,192,506), which implies that BPJSK paid quite a large 

amount of money for non-standard TB diagnoses. In addition, there were ongoing claim disputes, 

particularly for codes A15.0 (39 claim disputes) and A15.3 (46 claim disputes). 

Table 21. BPJSK Hospital Claims for Pulmonary/Lung TB Diagnoses in SHP Catchment Area in 
Kota Medan, 2020 (BPJSK data) 

ICDX 
Code 

Code Description 
No. Claim 
Dispute 

No. Paid 
Claim 

Amount of Claim 
Payment (IDR) 

Average 
Payment per 
Claim (IDR) 

A15.0 
Tuberculosis of lung, confirmed 
by sputum microscopy with or 

without culture 

 
39 

2,786 7,180,863,800 2,577,482 

A15.1 
Tuberculosis of lung, confirmed 

by culture only 
 

1 
39 163,269,400 4,186,395 

A15.2 
Tuberculosis of lung, confirmed 

histologically 
 

2 
165 643,900,100 3,902,425 

A15.3 
Tuberculosis of lung, confirmed 

by unspecified means 
 

46 
2,662 8,951,862,700 3,362,833 

A16.0 
Tuberculosis of lung, 
bacteriologically and 

histologically negative 

 
0 

474 2,150,791,600 4,537,535 

A16.1 
Tuberculosis of lung, 

bacteriological and histological 
examination not done 

 
0 

455 1,907,590,200 4,192,506 

A16.2 
Tuberculosis of lung, without 
mention of bacteriological or 

histological confirmation 

 
0 

4,229 15,627,229,600 3,695,254 

Total 88 10,810 36,625,507,400 3,388,114 
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5. DISCUSSION 
 

The findings show the overall situation of TB health care in the TB SHP intervention and control 

areas of Kota Medan before implementing SHP for TB health care. This baseline study included 

surveys of 70 health providers who provide TB care and 449 TB patients, as well as analysis of 

secondary data from SITB and BPJSK. Among health care providers, the study aimed to document 

TB care services and referral, contract 

and payment mechanisms within BPJSK, 

use of TB monitoring and reporting 

systems by health providers, and 

financing of TB care services. The patient 

survey aimed to document patient 

perceptions of the quality of TB care 

services, how patients paid for TB care, 

and retention of TB patients with health 

providers. 

Results from the baseline study show 

that not all the surveyed health providers 

have adequate capabilities to provide TB 

care services. There are several issues 

that need to be addressed and the TB 

SHP is designed to address some of these 

issues. 

5.1. Access to Bacteriological Testing 

All surveyed health providers provided the TB clinical examination but not all of them, particularly 

the private primary health providers, provided the bacteriological tests i.e., microscopic tests and 

GeneXpert tests. SITB analysis revealed that one third of TB suspects did not undergo 

bacteriological tests. The obstacles to access TB test services were lack of laboratory 

infrastructure and human resources, especially at the private clinics and GPs. Consequently, 

BPJSK paid thousands of claims from primary and secondary level providers for TB cases that 

were not confirmed bacteriologically or histologically. 

MOH Regulation No. 67/2016 requires a bacteriological test, and in April 2021, the MOH issued 

a Circular Letter making GeneXpert the first-line diagnostic examination for TB in accordance with 

the update of International Standard of Tuberculosis Care in 2020. This limitation can be resolved 

by making referrals to other health providers or labs which can perform TB bacterial 

examinations, especially GeneXpert; however, at the time of the survey, only one health 

provider, a hospital, was equipped to perform GeneXpert tests. 

5.2. Referral for TB Services 

Box 3: Capabilities necessary for health providers to 

succeed in SHP intervention 

1. Diagnosis: to perform clinical examination and 

bacteriological test or to make appropriate referral for 

bacteriologically diagnostic test 

2. Notification: to report diagnosed TB cases to relevant 

authorities through SITB 

3. Treatment: to treat DS-TB patients and to conduct or to 

make appropriate referral for monitoring and evaluation 

of patients’ treatment until the completion of treatment 

4. TB recording and reporting: to regularly record and 

report the presumptive TB and TB patient status in all 

necessary TB forms within the SITB or paper-based TB 

forms 
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 A small proportion of surveyed health providers complained about the obstacles to making 

referrals. Obstacles included the absence of equipment, material, or supplies at the facility 

receiving the referral. Other obstacles cited were administrative procedures or the facilities 

receiving referrals were already full of patients. These issues are discussed for different types of 

referrals: 

• Referral for bacteriological testing: The absence of equipment and materials is a key 

issue. Only puskesmas and hospitals can perform microscopic examinations, and as noted 

above, only one hospital had GeneXpert equipment. Given the need to refer patients for 

bacteriological testing (see above), it is important to address obstacles to making this type 

of referral. To minimize obstacles in making referrals for TB examinations, the use of 

SITRUST must be optimized and the DPPM network must be strengthened and expanded. 

In order to do this, the intensive coordination with health providers, DHOs, and other TB 

partners have been undertaken in the preparation phase by mapping the diagnostic 

equipment availability in the providers and arranging the distribution of referral within 

the network so that patient or specimen overload can be avoided. The effort also includes 

quarterly monitoring and supervision by the technical working group during the pilot 

implementation. 

• Back referrals: According to MOH regulations, DS-TB patients should be referred back 

(returned) to their primary care provider for treatment. Less than one third of the health 

providers in the survey who made referrals for TB examinations had all their patients back 

referred to them to return for DS-TB treatment. The TB SHP intervention is an opportunity 

to incentivize back referrals to the primary provider. 

• Unnecessary treatment at the hospital level: DS-TB patients without comorbidity or 

complication should be treated at the primary care level according to MOH standards; 

however, several PHC providers in the survey still referred their DS-TB patients without 

comorbidity or complication to hospitals for TB treatment. This was also observed in SITB 

analysis, in which 36% of DS-TB patients without comorbidity or complication underwent 

TB treatment at hospitals. According to the results of the TB patient survey, most patients 

who underwent TB diagnostic testing at public hospitals would be properly referred to 

the PHC level to receive TB treatment from either puskesmas or a clinic or GP. In contrast, 

private hospitals did not refer patients who underwent TB diagnostic testing at their 

facility. Instead, these patients would remain in private hospitals for treatment.  

 

The SHP TB pilot will introduce an incentive mechanism so that private health providers, 

particularly providers who are contracted by BPJSK, are interested in providing 

comprehensive TB services from diagnosis to treatment. The interventions will only target 

the PHC providers and therefore are an opportunity to reduce unnecessary referrals by 

PHC providers to hospitals. To encourage the horizontal referral or partial referral for 

examination would be the strategy to avoid hospitals keeping DS-TB patients and provide 
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unnecessary treatment. In addition, to develop flagging notices within the BPJSK system 

is another strategy to reduce unnecessary DS-TB treatment in hospitals. 

 

Related to engaging private providers to improve referrals is the issue of DPPM network. 

The 20% of health providers in the survey who had not joined the DPPM network were 

mostly private health providers. DPPM has been one of the strategies to improve 

coordination between the public and private providers to expand TB services and comply 

with MOH standards. 

 

5.3. TB Data Recording and Reporting 

TB Forms and SITB are the standard means of reporting for TB cases from suspect cases to 

treatment outcomes. Complete recording and reporting of patient monitoring and surveillance 

is necessary for continuity of care and TB control. Unfortunately, not all health providers have 

complete TB Forms and/or a SITB account—especially at PHCs. The main constraint for this was 

the digital input i.e., the availability and the use of a laptop; hence they were still using paper-

based reporting. Moreover, the quality of recording and reporting in SITB needs improvement 

since it was found that many data were missing. For instance, in SITB TB-06―which is for 

recording and reporting presumptive TB cases or TB suspects—59% of TB suspects had no 

diagnosis. It was not known if TB was detected in them or not. Another example is the 

approximately 8% of DS-TB patients recorded in the SITB TB-06 form but not recorded in the SITB 

TB-03 form. Hence, it was unknown whether these unrecorded patients enrolled in treatment or 

not. The high number of undetected TB cases and low notification rates will negatively impact 

the TB control program in general. Also, complete recording and reporting in SITB will facilitate 

evaluation of the TB SHP pilot. Since it mandatory for providers who are joining the SHP scheme 

to be in DPPM network, the TB SHP pilot will incentivize private providers to join the DPPM 

network which is associated with better data recording and reporting. 

To ensure the quality of TB recording and reporting, continuous supervision and assistance must 

be undertaken. Therefore, training and technical assistance for the health provider to improve 

use of the TB forms and SITB system should be considered. There also needs to be a better control 

mechanism and assistance from DHOs and puskesmas to ensure the completeness of data in the 

TB recording and reporting system. 

 

5.4. Quality and Continuity of TB Care Services 

In terms of patient satisfaction with TB care services, more than half of the surveyed TB patients 

were relatively satisfied with the TB examination and DS-TB treatment they received. The 

administration procedures and the medical staff competencies were the main factors for patients 

to be satisfied with the TB examination services. The factors of access and responses to 

complaints were the main factors for patients to be satisfied with the DS-TB treatment services. 
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One interesting finding was that most of the surveyed patients had no preference regarding the 

type of health provider for TB examination and DS-TB treatment. The availability of free TB care 

services, the quality of TB health care services, and the distance to the health providers were the 

main priorities for the patients to choose their health providers. Similarly, surveyed patients 

believed that a patient was likely to change health providers due to a change of residence; 

followed by the quality of TB health care services and the distance to health providers. The 

surveyed patients also believed that a change of residence and the quality of the TB health care 

were the main reasons why TB patients are lost to follow-up during TB treatment. The TB SHP 

intervention takes advantage of these patient preferences because it aims to improve the quality 

and therefore the continuity of TB care and encourage patients to derive benefit from the JKN 

membership―by enrolling in the JKN program and/or to use JKN to finance their TB care services. 

5.5. Tracing Contacts and Lost-to-Follow-Up Patients 

 

Tracing the contacts of TB patients and ensuring that TB patients complete the full course of 

treatment are critical to TB control. There were 16 patients in the survey who defaulted during 

the treatment, but only 7 of them said that an officer traced and contacted them to resume the 

treatment. The remaining 9 patients were lost to follow-up. Similarly, only a little over 60% of the 

surveyed providers reported that they traced lost-to-follow-up patients. Half of these providers 

had assistance from Community Service Organizations (CSOs) to trace these patients. According 

to SITB Form TB-03, approximately 0.8% of patients ended up defaulting on their treatment. 

 

In addition to tracing lost-to-follow-up patients, contact tracing is also an important task which 

should be performed by health providers to prevent further disease transmission; however, only 

about 66% of providers in the survey reported that they traced the contacts of their TB patients.  

A slightly higher proportion (72%) of TB patients in the survey reported that health officers visited 

their residence to undertake contact tracing. Data from SITB, however, showed that only 20% of 

DS-TB patients were contact traced, probably due to the problem of incomplete TB data 

recording discussed above. 

 

5.6. How TB Care Services are Purchased 

The baseline study analyzed how TB care is financed; in other words, how the services are 

purchased and providers are paid. Purchasing of TB care was analyzed from the perspective of 

both the providers and the patients. 

All surveyed health providers were under contract with BPJSK, with most of them having been 

under BPJSK contract for more than four years by 2021; therefore, payments from BPJSK have 

become one of the primary financial sources for the health providers, especially at the PHC level.  

TB services at the PHC level, specifically TB examinations and treatment, are covered by a 

capitation payment from BPJSK. TB program funds pay for TB drugs. Several PHC providers in the 

survey claimed that the capitation payment was not adequate for quality TB care and there were 
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several TB service items which should be added into the benefit package covered by BPJSK and/or 

TB program funds. Providers suggested adding the cost of patient monitoring, patient outreach 

(tracing contacts and LTFU), and vitamin or nutritional supplement. PHC providers will be the 

main participants in the SHP pilot. The SHP interventions will introduce changes to the BPJSK 

contract, benefit specification, and payment mechanism. These changes are expected to 

incentivize the PHC providers to improve the quality of the TB care and service delivery. 

The patient survey showed that almost all surveyed TB patients were JKN members and all of 

them reported using their JKN membership to pay for the TB diagnostic and treatment services. 

While JKN coverage appears to have protected patients from catastrophic expenditures, some 

patients admitted that they still incurred out-of-pocket payments. OOP payments from patients 

are the least equitable way to purchase health services and one goal of JKN and strategic 

purchasing is to reduce OOP spending.  

The patient survey found that for direct medical items, 31 patients paid for X-rays and other 

medical imaging and 26 patients paid for TB drugs, despite the fact that all health facilities in the 

survey were in contract with BPJSK. A much larger number of patients (371) paid for non-medical 

items such as transportation and nutritional supplements. Why JKN members are charged for 

items that should be paid by BPJSK needs further investigation. Although none of the patients in 

the survey reported that the OOP health care cost that they incurred might affect their treatment 

adherence, a systematic review found that such OOP cost was the most cited reason for default 

on TB treatment (Long et al., 2011); therefore, universal access to quality and affordable TB 

services is critical to TB control. 

5.7. District Public and Private Mix TB Service Network 

 

DPPM is an approach to expand access and ensure continuity of TB services, but there were still 

private PHC providers that have not yet joined the DPPM network. Through the DPPM network, 

providers are able to monitor the journey of their TB patients and ensure that they receive the 

necessary and standard TB examination and treatment services. The TB SHP designs that health 

facilities who are willing to join the SHP scheme must be in the DPPM network. By incentivizing 

providers to join the SHP scheme, TB SHP will also contribute to DPPM expansion. When more 

health facilities join the DPPM network, more patients will have access to TB examination and 

treatment services. Through these means, TB SHP will also improve referrals while minimizing 

the aforementioned obstacles. Nonetheless, it is necessary to regularly monitor the DPPM 

performance. Moreover, the strengthening of the DPPM network should include knowledge 

dissemination about the things that the health facilities within the DPPM network are able to do 

such as performing horizontal referrals for TB examination or TB treatment. During the pilot, the 

monitoring and supervision will be jointly conducted by DHOs and other relevant stakeholders. 
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6. CONCLUSION 
 

Overall, the baseline study confirmed the assumptions underlying the design of the strategic 

health purchasing pilot for TB. This means that the TB SHP pilot is designed to address the main 

problems identified in the study. For example, the TB SHP pilot will incentivize PHC providers to 

treat uncomplicated DS-TB cases and not refer them to hospitals. The TB SHP pilot will also 

address problems by incentivizing providers to embrace existing solutions such as the DPPM 

network; however, some of the issues identified will require additional effort outside of SHP. 
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9. APPENDICES 
 

Appendix 1. TB services provided by health facilities type 

TB Service 
Health Facility   

Puskesmas Clinic Private GP Hospital Total 

TB Notification 
23  

(100%) 
28  

(93%) 
2  

(100%) 
15 

(100%) 
68 

TB Examinations 
23  

(100%) 
27  

(90%) 
2  

(100%) 

15 

(100%) 
67 

 TB Referral 
23  

(100%) 

28 

(93%) 

2  
(100%) 

14 

(93%) 
67 

DS-TB Non-

Complication 

Treatment 

23  
(100%) 

13  
(43%) 

1  
(50%) 

13  
(87%) 

50 

DS-TB in Children 

Treatment 

23 

(100%) 
9  

(30%) 
1  

(50%) 
12 

(80%) 
45 

DS-TB DM/HIV 
Treatment  

23  
(100%) 

11  
(37%) 

0  
(0%) 

15 

(100%) 
49 

DS-TB Other 

Complication 

Treatment 

18  
(78%) 

7  
(23%) 

0  
(0%) 

14 

(93%) 
39 

TB-DR Treatment 
21  

(91%) 
8  

(27%) 
0  

(0%) 
3 

(20%) 
22 

 

Appendix 2. TB examination provided by health provider type 

TB Examinations Puskesmas Clinic GP Hospital Total 

 Clinical 
23  

(100%) 

30 

(100%) 

2  
(100%) 

15 

(100%) 

70 

(100%) 

Microscopic  
23  

(100%) 
2  

(7%) 
0  

(0%) 
15 

(100%) 

40 

(57%) 

X-Ray  
0  

(0%) 
4  

(13%) 
0  

(0%) 
15 

(100%) 
19 

(27%) 

TCM 
0  

(0%) 
0  

(0%) 
0  

(0%) 
2  

(13%) 
2 

(3%) 

Tuberculin  
13  

(56%) 
0  

(0%) 
0  

(0%) 
2 

(13%) 
15 

(21%) 

Culture 
0  

(0%) 
0  

(0%) 
0  

(0%) 
3  

(20%) 
3 

(4%) 
Complication 13  4  0  9  26 
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(56%) (13%) (0%) (60%) (37%) 

 

Appendix 3. Number of health facilities to have reported having problem in TB examination 
provision 

Health Facility 

Report to Encounter Problem  

in TB Examinations Provision 

Yes No 

Puskesmas 
8 

(35%) 

15 
(65%) 

Klinik 
21 

(70%) 

9 
(30%) 

DPM 
2 

(100%) 
0 

(0%) 

RS 
8 

(53%) 

7 
(47%) 

Total 
39 

(56%) 

31 

(44%) 
 

Appendix 4. Problems encountered by health facilities in TB examinations provision 
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Appendix 5. The distribution of the referee and the referral 

The Referee The Referral 

Public Hospital Private Hospital Puskesmas Private Lab 

Puskesmas 21 12 0 0 

Clinic 16 16 25 4 

GP 1 2 2 0 

Hospital 12 2 3 2 

Total 50 32 30 6 

 

Appendix 6. TB examinations referral type by health provider 

Health 

Provider 

TB Examinations Referral Type 

Microscopic X-ray TCM Culture Tuberculin Complication 

Puskesmas 0 19 23 4 11 7 

Clinic 29 24 22 17 15 1 

GP 2 2 1 1 0 0 

Hospital 0 0 13 8 3 0 

Total 31 45 59 30 29 8 

 

Appendix 7. The distribution of health providers to have their patients back for TB treatment 
after being referred for TB examinations 

Health Provider No. of Health Providers Having Their Patients Back for TB Treatment 

after Being Referred for TB Examination 

All patients Partly  
(More Than Half) 

Partly 

(Less Than Half) 

No At All 

Puskesmas 8 13 2 0 

Clinic 6 10 5 9 

GP 1 0 0 1 

Hospital 3 7 3 0 

Total 18 30 10 10 

 

Appendix 8. The number of health providers to have made a referral for DS-TB non-complication 
treatment 

Health Provider Reporting To Have Made a Referral for 

DS-TB Non-Complication Treatment 

Yes No 

Puskesmas 1 22 



 

61 
 

Clinic 23 7 

GP 2 0 

Hospital 5 10 

Total 31 39 

 

Appendix 9. The distribution of health providers to make and to receive referral for DS-TB non-
complication treatment 

To Make A 

Referral for DS-

TB Non-

Complication 

Treatment  

To Receive A Referral for DS-TB Non-Complication Treatment 

Public Hospital Private Hospital Puskesmas Clinic 

Puskesmas 1 1 0 0 

Clinic 9 8 19 1 

GP 0 1 1 0 

Hospital 0 0 3 2 

Total 10 10 23 3 

 

Appendix 10. The distribution of PHCs to receive a back-referred TB patients for DS-TB non-
complication treatment. 

Primary Health Care Receiving Back-Referred Patients for DS-TB Non-

Complication Treatment 

Yes No 

Puskesmas 20 3 

Clinic 17 13 

GP 2 0 

Total 39 16 

 

Appendix 11. PHCs perception if the capitation mechanism is relevant as a payment scheme for 
TB services 

Is the capitation mechanism still relevant as a 

payment scheme for TB services? 

Health Facility* Total 

GP Clinic Puskesmas 

All PHCs     

      Yes 0 
(0%) 

11 
(37%) 

21 
(91%) 

32 

(58%) 

      No 1 
(50%) 

12 
(40%) 

2 
(9%) 

15 

(27%) 
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      Do not know 1 
(50%) 

7 
(23%) 

0 
(0%) 

8 

(15%) 

PHCs to report receiving capitation payment more 

than 2 weeks 

    

      Yes 0 
(0%) 

9 
(50%) 

21 
(91%) 

30 

(71%) 

      No 1 
(100%) 

5 
(28%) 

2 
(9%) 

8 

(19%) 

      Do not know 0 
(0%) 

4 
(22%) 

0 
(0%) 

4 
(10%) 

* Percentage is by column 

 

Appendix 12. Benefit Coverage in the Capitation Payment Mechanism 

Benefit Coverage in the Capitation Payment 
Mechanism 

Health Facility* Total 

GP Clinic Puskesmas 

• All benefits are covered by BPJSK 1  
(50%) 

11  
(42%) 

4  
(17%) 

16  
(31%) 

• All benefits are covered by both BPJSK and 
program funds 

1  
(50%) 

8  
(31%) 

11  
(48%) 

20  
(39%) 

• Partly (more than 50%) are covered by both 
BPJSK and program funds 

0  
(0%) 

4  
(15%) 

6  
(26%) 

10  
(20%) 

• Partly (less than 50%) are covered by both 
BPJSK and program funds 

0  
(0%) 

1  
(4%) 

2  
(9%) 

3  
(6%) 

• Nothing is covered by both BPJSK nor 
program funds 

0  
(0%) 

2  
(8%) 

0  
(0%) 

2  
(4%) 

* Percentage is by column 

 

 

 

 

 

 

 



 

63 
 

Appendix 13. TB services that have to be covered by BPJSK and programs funds according to 
PHCs to report having not all TB services covered by both BPJSK and/or program funds 

 

 

Appendix 14. PHC’s Perception of Benefit of cooperation with BPJSK 
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Appendix 15. Hospitals’ Perception of Benefit of cooperation with BPJSK  

 

 

Appendix 16. Monitoring from Puskesmas for respective health providers 
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Appendix 17. Monitoring from DHO and/or Wasor for respective health providers 

 

Appendix 18. Person-in-charge of monthly TB reporting by health providers 
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Appendix 19. The distribution of patients by TB treatment phase and length of treatment phase 
by TB examination result (DS-TB with and without complication) 

TB Treatment 
Phase 

No. of Patients by TB 
Examinations 

Total 
Patients 

Mean of the TB 
Treatment Length by TB 

Examinations 
Mean of 
the TB 

Treatme
nt 

DS-TB 
Non-

Complic
ation 

DS-TB 
Complicati

on 

DS-TB 
Non-

Complicati
on 

DS-TB 
Complicat

ion 

Intensive phase 
7  

(2%) 
3  

(5%) 
10  

(2%) 
2 months 2 months 

2 
months 

Follow-up phase 
191  

(50%) 
41  

(60%) 
232  

(52%) 
4 months 4 months 

4 
months 

Completing the 

treatment 
177  

(46%) 
24  

(35%) 
201  

(45%) 
6 months 7 months 

6 
months 

Lost-to-follow-
up 

5  
(1%) 

NA 
5  

(1%) 
4 months NA 

4 
months 

Do not know 
1  

(0.3%) 
NA 

1  
(0.2%) 

6 months NA 
6 

months 

Total 
381  

(85%) 
68  

(15%) 
449    
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Appendix 20. Financial source for TB services of the TB patients

 

Appendix 21. Health facilities visited for TB examinations  
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Appendix 22. TB examinations received by TB patient 

s 

 

Appendix 23. Main aspects of the TB patients’ perception toward TB examination services by 
ratings  
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Appendix 24. Main aspects of the TB patients’ perception toward DS-TB treatment received by 
rating 
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Appendix 25. The patients’ preference over health provider  
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Appendix 26. Main aspects of the Respondents’ Preference for TB examination and Treatment

 

Appendix 27. Main aspects of the patients to move health providers during TB treatment 

 

Appendix 28. Main aspects of the patients to go LTFU or missing the TB treatments according to 
Patient Respondents’ Perception 



 

72 
 

 


