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Strategic Purchasing for Primary Health Care (SP4PHC) is a project that ThinkWell is implementing in partnership with government agenciesand local research  

institutions in five countries (Burkina Faso, Indonesia, Kenya, the Philippines, and Uganda), with support from the Bill & MelindaGatesFoundation.

The private sector, especially private midwives, play a large role in providing MNCH services in Indonesia. They are routinely util ized bywomen 
of all wealth quintiles. However, many private midwives deliver low quality services, require out-of-pocket (OOP) payments, arenot well-
integrated into the larger health system, and typically do not contract withJKN.

Public Hospital  
15%

Private Hospital  
17%

PHCCenter  
10%

Clinic  

(public/pr ivate)  

5%

Private  

GP/midwife  

28%

Village health  
post
1%

Village midwife  
4%

Home  
20%

Proportion of Deliveries by Provider Type
Source: Indonesia DHS,2017

50

45

40

35

30

25

20

15

10

5

0

Pub lic Hospital Private Hospital PHCCenter Private  

GP/mid wife
Home

Lowest

Second  

Middle

Four th

Highest

Note: DataonMMRfor 2002and2007were not available

Percentage of Deliveries by Provider Type and Wealth Quintile

Source: Indonesia DHS,2017

0

10

20

30

40

50

60

70

80

90

100

0

50

100

150

200

250

300

350

400

450

500

1997

%
o

f
deliveries

in
th

e
la
st

5
y
ea

rsM
a

te
rn

a
l d

e
a

th
s 

p
er

 1
0

0
,0

0
0
 liv

e
b
ir

th
s

1987

MMR

1991 1994

SDGMMRtarget ANC+4

2002 2007 2012

Skilled birth attendant Delivery in afacility

2017

C-Section

Under the SP4PHC project, ThinkWell supports the Indonesia government to undertake health financing reforms to enhance the 
strategic purchasing of maternal, newborn and child health (MNCH) services. Jaminan Kesehatan Nasional (JKN) the national health insurance 
schemethat started in 2014, provides MNCH services as part of its benefits package for all members. Although coverage of key services (e.g., 
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 trends inIndonesia.

GP = gener al practitioner  
PHC= pr imary health care

Trends in Antenatal Care (ANC), Skilled Birth Attendant (SBA), Facility Deliveries, Cesarean Sections
(C-sections), and Maternal Mortality Rate (MMR)(1987 ð2017)
Source: IndonesiaDHS,1987-2017



MNCH Indicators AcrossProvinces

Although national trends presented in page 1 show improvements in MNH indicators, disparities existwhen 
disaggregating the data by province. In all the measured MNCH indicators, there is lowutil ization of MNCH 
services in the eastern, less developed part ofIndonesia.

Pregnant Women Receiving ANC + 4 (%)

Deliveries by SBA(%)

Deliveries in Health Facility (%)



There are a diversity of fund flows for the ultimate delivery of MNCH services in Indonesia. This includes allocations from national and 
sub-nationalbudgets for items such as salaries and infrastructure, vertical program budgets for promotive and preventive activities and 
specificmaternal activities, JKN capitation and claim payments for maternal services in the benefits package, and OOP payments fromindividuals.
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How Funds Flow to Providers for MNCHServices
Source: Adapted from Health Policy Plus Indonesia MNH Legal Review Brief2020



Purchaser Attributes Village Funds
Health Operational  

Assistance (BOK)

National Health  

Insurance (JKN)

Social Scheme for  

Maternity (Jampersal)

Sources of  

revenue (e.g., taxes,

premiums)

National and localbudget NationalBudget National budget (PBI),  
and contribution(non-

PBI)

Nationalbudget

Population  

covered (e.g., poor,  

formal sector)

All community All community JKNmember Community who is not  
covered by anyinsurance

scheme

Benefits/services  

covered (e.g., PHC,  

hospitalization,  

inpatient, outpatient,  

etc.)

Empower vil lage  
communities inthe

success of the MNCH  

program: incentive  

assistance, training, and  

transport for health  

cadres; procurementand

operation of community-
based healthefforts

Promotive and  
preventiveMNCH

services at PHC level:  

data collection,  

additional food  

provisions, andmaternal  

classes

ANC, deliveries, c-
sections,postnatal

care (PNC), and family 
planning (FP)

2014: Transportation  
costs, deliverywaiting

homes
2017: Include high-risk  

pregnancy, delivery for  

those without health  

insurance

Types of facilities  

included (e.g., referral  

hospitals, health  

centers, health posts,  

etc.)

Community-basedhealth  
facil ities(Poskesdes,

Polindes,Posyandu,  

Posbindu)

Public PHC(Puskesmas) Public and privatePHC,  
as well as publicand

private hospital which  

are JKN providers  

(Memorandum of  

Understanding (MOU)  

with Social Security  

Administrator for Health  

( BPJSK))

Public and private PHC, as  
well as public andprivate

hospital which have  

MOU withDHO

Provider payment

methods (FP and

MNCHspecific)

Reimbursement of  
activities(line-item

budget) of approved  

±ƛƭƭŀƎŜΩǎ tƭŀƴƴƛƴƎ &  

Budgetingdocuments

Reimbursement of  
activities(line-item

budget) of approved  

tǳǎƪŜǎƳŀǎΩ tƭŀƴƴƛƴƎ&  

Budgetingdocuments

FFS reimbursement of  
covered MNCHservices

FFS reimbursement of  
covered MNCHservices

MNCH PurchasingLandscape
There are several purchasers of MNCH services, as seen in the table below. The Village Funds and BOK are 
national budgetary allocations through the districts that ultimately reach PHC facilities for more promotive and 
preventative MNCH services. The Jampersal scheme is a fee-for-service (FFS) payment mechanism by the Ministry of 
Health for only a specific set of maternity services. Yet, there is an overuse of this mechanism due to many facil ities 
finding it is easier to claim and manage than the JKN system. JKN is the primary purchaser of MNCH services in 
Indonesia, largelyvia FFS reimbursement for covered services. However, in some regions, there is considerable overlap 
and incoherence between the JKN and Jampersal purchasingmechanisms.



Trends in MNCH Service Use andCosts Under JKN
Since the advent of JKN in 2014, there has been a rapid rise of FP, ANC, and deliveries (though this service tapersoff 
in the last few years) at the PHC-level and a steep rise of deliveries and PNC a couple years after JKN started at the 
hospital-level. Along with the increase in use, has come a rapid increase in costs, especially at the hospital- level, 
which has raised concerns about sustainability of the national health insurance scheme inIndonesia.MNCH costs are 
driven by caesariansections.
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Gap between those who used JKN for their MNCH services vs those who did not
Across the different regions of Indonesia, JKN has not been optimally used for MNCH services. The gap between 
those using the service and those claiming it to JKN is considerably high, especially for postnatal care (84%). The 
gap is lowest for delivery (38%) as it has the highest risk and cost compared to others. Behaviors between the JKN 
subsidized group for the poor (PBI) and the JKN non-subsidized group (non-PBI) are also different. The use of JKN 
is lower for the non-PBI (non-poor) group as they are more likely to rely on other sources of financing.  More 
details on this analysis can be found in this policy brief.

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. Minding the Gap Between Utilization and Coverage 
of Maternal and Newborn Services in Indonesia. Indonesia Brief 5. Jakarta, Indonesia: ThinkWell.

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


Supply Side Readiness (SSR) of Providing Emergency Obstetric and Newborn Care (EmONC) Services

Basic and Comprehensive (BEmONCand CEmONC) services are mostly available in the more developed Java island, and 
much less so in the more poor, Eastern Indonesia. By law, districts are responsible to provide at least 4 BEmONC
facil ities at the PHC level and 1 CEmONCfacil ity at the hospital level. Their supply-side readiness correlates slightly with 
maternal and neonatal mortality rates (MMR and NMR). Other factors embedded in the individuals, cultures, and norms 
ƭƛƪŜ ƳƻǘƘŜǊΩǎ ŜŘǳŎŀǘƛƻƴΣ ŦŀƳƛƭȅ ǎǳǇǇƻǊǘΣ ŀƴŘ ǘƘŜ ǿƛƭƭƛƴƎƴŜǎǎ ǘƻ Ǿƛǎƛǘ ƘŜŀƭǘƘŎŀǊŜ ŦŀŎƛƭƛǘƛŜǎ ŀǊŜ ƛƳǇƻǊǘŀƴǘ ƛƴ ǘƘŜ ŜŦŦƻǊǘ ǘƻ 
reduce MMR and NMR.

Districtsõ Readiness to Provide EmoNC Services
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Districtsõ Correlation Between SSR, MMR and NMR
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