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Under the SP4PHC project, ThmkWeII supports the Indonesia govertongntiertake health financing reformnts enhance the

strategic purchasing of maternal, newborn and child health (MNCH) services. Jaminan Kesehatan Nasijh&l national health insurance
schemethat started in2014 provides MNCH services as partofits benefits package for all members. Although coverage of key services (
delivery in facilities) has risen over the last few decades in Indonesia, maternal mortality is stagnantly high and not meeting the
SustainableDevelopment Goal (SDG) target level. Below are general statistics regarding MNCH theddsésia.

Trends in Antenatal Care (ANC), Skilled Birth Attendant (SBA), Facility Deliveries, Cesarean Sections
T (C-sections), and Maternal Mortality Rate (MMR)(1987 62017)
Source: IndonesiaDHS,1987-2017
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The private sector, especially private midwives, @grge role in providing MNCH services in Indonesia. They are routinely utilizedrogn
of all wealth quintiles. However, many private midwives deliver low quality services, requitd-pocket (OOP) payments, aret well-
integrated into the larger health system, and typically do not contract Wi¢h.

Proportion of Deliveries by Provider Type Percentage of Deliveries by Provider Type and Wealth Quintile
SourcelndonesiaDHS2017 SourcelndonesiaDHS2017
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Strateqic Purchasinafor Primary Health Care (SPAPHY is a project that ThinkWel is implementing  in partnership with government agenciesand local research

institutions in fve countries (Burkina Faso, Indonesia, Kenya, the Phiippines, and Uganda), with support from the Bil & M elinda GatesFoundation.



MN CHIindicators AcrosBrovinces
Although national trends presented in pafjgshow improvements in MNH indicators, disparities exiéien

disaggregating the data by province. In all the measured MNCH indicators, there igil@ation of MNCH
services in the eastern, less developed paftmfonesia.

Pregnant Women Receiving ANC+ 4 (%)
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How Funds Flovto Providers foMNCHServices

SourceAdaptedfromHealth Policy PlusdonesiaViINHL egal Review Brigh20

There area diversity of fund flows for the ultimate delivery of MNCH services in Indonesia. Thisincludes allocations from national and
sub-nationalbudgets for items such as salaries and infrastructure, vertical program budgets for promotive and preventive activities and
specificmaternal activities)JKNcapitation and claim payments for maternal services in the benefits packag@@mdayments fromindividuals.
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MN CHPurchasing.andscape
There are several purchasers of MNCH services, as seen in the table below. The Village FB@d&end .
national budgetary allocations through the districts that ultimately reach PHC facilities for more promotive and \ ‘ —
preventative MNCH services. The Jampersal scheraédsfor-service (FFS) payment mechanism by the Ministry of "+ E
Health for onlyaspecific set of maternity serviceget,there is an overuse of this mechanism doenany facilities e

finding itis easierto claim and manage than th#KNsystem.JKNis the primary purchaser of MNCH services in

Indonesia, largelyiaFFSeimbursement for covered services. However, in some regions, there is considerable overlap
and incoherence between thdKNand Jampersal purchasingechanisms.

Sources of
revenue (e.g, taxes,
premiums)

Population
covered (eg., poor,
formal sector)

Benefits/services
covered (eg. PHC,
hospitalization,
inpatient, outpatient,
etc.)

Types of facilties
included (e.g., refemal
hospitals, health
centers, health posts,
etc.)

Provider payment
methods (FP and
M N CHspecific)

Vilage Funds

National and locddudget

All community

Empower village
communities irthe
success of the MNCH
program: incentive
assistance, training, and
transport for health
cadres; procuremerand
operation of community
based healtlefforts

Communitybasedhealth
facilities(Poskesdes,
PolindesPosyandu,
Posbindu)

Reimbursement of
activities(line-item
budget) of approved
+tAffF3IsS@a t
Budgetingdocuments

Health Operational
Assistance (BOK)

NationalBudget

All community

Promotive and
preventiveMNCH
services at PHC level:
data collection,
additional food
provisions, andnaternal
classes

Public PHQPuskesmas)

Reimbursement of
activities(line-item
budget) of approved

tdzal Savl a&

Budgetingdocuments

National Health
Insurance (JKN)

National budget (PBI),
and contribution(non-

PBI)

JKNmember

ANC, deliverieg-
sectionspostnatal
care PNC) and family
planning (FP)

Public and privateHC,
as well as publiand
private hospital which
areJKNproviders
(Memorandum of
Understanding (MOU)
with Social Security
Administrator for Health
(BPJSK))
FFSeimbursement of
covered MNCHservices

Social Scheme for
Matemity (Jampersal)

Nationalbudget

Community who is not
covered by anynsurance
scheme

2014:Transportation
costs, deliveryvaiting
homes

2017:Include highrisk
pregnancy, delivery for
those without health
insurance

Public and private PHC, a¢
well as public angdrivate
hospitalwhich have

MOU withDHO

FFSeimbursement of
covered MNCHservices



Trendsn MN CHServicdJse andCostdunder KN _
Sincethe advent ofKNin 2014 there has beerarapid rise of FP, ANC, and deliveries (though this service tagers \ *ﬁa
S .

in the lastfew years) atthe PHEvel anda steep rise of deliveries and PldCouple years aftedKNstarted at the
hospitatevel. Along with the increasein use, has camepid increase in costs, especially atthe hospitavel,
which has raised concerns about sustainability of the national health insurance schemi®itesiaMNCH costs are
driven by caesariasections.

Trends in Utilization of MNCHServices Under JKNby Provider Source (2014-2018)
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Gap between those who used JKN fortheir MNCH services vs those who did not
Across the different regions of Indonesia, JKN has notbeen optimally used for MNCH services. The gap betwe 3 '

those using the service and those claiming itto JKN is considerably high, especially for postnatal care (84%). The) ﬁ’f_‘ >
gap is lowestfor delivery (38%) as ithas the highestrisk and cost compared to others. Behaviors between the JKN ", - "’
subsidized group for the poor (PBI) and the JKNsusidized group (neRBl) are also different. The use of JKN g

is lower for the norPBI (norpoor) group as they are more likely to rely on other sources of financing. More

details on this analysis canbe found in this

Utilization Gap of ANC, Delivery Incidents, and PNC Among JKN Members Across Main Regions

Source: Adani, Nadhila, Nirwan Maulana, Halimah Mardani, Edward Sutanto, Trihono, and Anooj Pattnaik. 2022. Mindincetine&ap/Bization and Coverage
of Maternal and Newborn Services in Indonesia. Indonesia Brief 5. Jakarta, Indonesia: ThinkwWell.
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"Regions are presented from west to east
**JKN utilization sap means the ratio between JKN members who utilize JKN for ANC. deliverv and PNC (numerator) and all JKN members who access these services (denominator)


https://thinkwell.global/wp-content/uploads/2022/08/Indonesia-Brief-5_MNH-Gap.pdf

Supply Side Readiness (SSR) of Providing Emergency Obstetric and Newb&mOBES ervices

Basic and Comprehensi\BEmMONG@ndCEmMONCservices are mostly available in the more developed Java island, ¥
much less so in the more poor, Eastern Indonesia. By law, districts are responsible to provide &38fEea@NC

facilities atthe PHC level andtCEmONGacility atthe hospital level. Their suppdide readiness correlates slightly W|th

maternal and neonatal mortality rates (MMR and NMR). Other factors embedded in the individuals, cultures, and norms

fA1S Y2GUKSNNa SRdzOF GA2y S FFEYAf @ adzZJI2NI>X FyR (KS gAffAydySaa
reduce MMR and NMR.
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Di strictsd Correlation Between SSR, MMR and NMR
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