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Introduction

Indonesia has set ambitious goals for increasing 
access to and uptake of HIV services. The ART 
Acceleration Plan (Ministry of Health Circular 
Letter No. 1822/2019) sets the target of reaching 
40 percent antiretroviral therapy (ART) coverage 
by the end of 2020, which requires an additional 
170,000 people living with HIV to initiate ART 
given current retention rates (48 percent) (see 
Figure 1). Further, under new minimum service 
delivery standards, districts are mandated to 
provide HIV testing annually to all pregnant 
women, tuberculosis patients, sexually transmitted 
infection patients, sex workers, men who have sex 
with men, waria (transgender), people who inject 
drugs, and prisoners.

Civil society organizations (CSOs) play a key role in 
identifying those at high risk of contracting HIV, 
linking them to testing and treatment services, 
and providing retention and adherence support 
to achieve viral suppression. If districts scale up 
HIV testing in line with minimum service delivery 
requirements, CSOs will need to scale up their 
services as well to ensure that people identified as 
living with HIV initiate ART and are retained in 
care. However, CSOs providing HIV services in 
Indonesia remain primarily funded by external 
financing sources, particularly the Global Fund and 
the U.S. President’s Emergency Plan for AIDS Relief 
(PEPFAR). For example, among 11 CSOs based in 

Jakarta that provide HIV services, 99.1 percent 
of their funding in 2018 came from donors (Stein 
and Soehoed, unpublished). As a result, CSOs need 
to identify alternative domestic financing sources 
that are more predictable and sustainable. If CSO 
services are discontinued due to lack of funding, 
districts may struggle to meet minimum service 
delivery targets and provide adequate support to 
newly diagnosed people living with HIV to initiate 
and retain them on ART.

Although some CSOs providing HIV services have 
received or applied for grants from central and 
local governments, previous expenditure analysis 
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Figure 1. Indonesia’s HIV Treatment 
Cascade (June 2020)
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suggests that government grants alone 
are insufficient to cover the cost of CSO 
services (Stein and Soehoed, unpublished). 
One innovative financing solution is for 
CSOs to contract with the national health 
insurance agency (Badan Penyelenggara 
Jaminan Sosial Kesehatan or BPJS-K) to 
increase their ability to deliver essential 
HIV services that will improve HIV-related 
health outcomes and may reduce overall 
reimbursement costs incurred by BPJS-K for 
HIV services.

As of May 2019, Indonesia’s national health 
insurance scheme (Jaminan Kesehatan 
Nasional or JKN) covers 83 percent of 
the population and includes select HIV 
services, such as HIV treatment, in its 
benefits package (Prabhakaran et al., 
2019). JKN’s deficit has grown annually, 
reaching 29 trillion Indonesian rupiah 
(IDR) in 2019. JKN is projected to eliminate 
its annual deficit by 2022 by raising rates 
for the poor who are subsidized under the 
scheme. Nevertheless, BPJS-K is exploring 
opportunities to further reduce costs to 
ensure the scheme’s financial sustainability. 
Therefore, for BPJS-K to consider 
contracting with CSOs, the benefits to 
BPJS-K must outweigh the costs. Although 
contracting with CSOs would likely 
increase the number of people receiving 
HIV services, thereby increasing BPJS-K’s 
reimbursement costs, this option also offers 
potential benefits, including:

• Reduced AIDS-related mortality and 
related costs

• Reduced proportion of ART patients 
with advanced disease requiring more 
intensive treatment

• More people on ART managed at 
the primary care level (capitation 
payments) rather than at hospitals 
(case-based payments)

Methods

The Health Policy Plus (HP+) project, 
funded by the U.S. Agency for International 
Development (USAID) and PEPFAR, 
estimated HIV outcomes and costs to 

BPJS-K from 2020 to 2025 under three 
CSO funding scenarios:

1. Unfunded: BPJS-K does not contract 
with, and donors no longer support, 
CSOs, leading to reductions in CSOs’ 
outreach, testing, linkage, and 
retention support activities.

2. Co-financed by BPJS-K: BPJS-K 
contracts with CSOs and pays for 
50 percent of CSO services, with 
government grants covering the 
remaining 50 percent. This results in 
CSO services scaling up in line with 
national targets and a 50 percent 
decrease in the proportion of patients 
managed at hospitals.

3. Fully financed by BPJS-K: BPJS-K 
contracts with CSOs and pays for 100 
percent of CSO service costs. This 
results in CSO services scaling up in 
line with national targets and a 50 
percent decrease in the proportion of 
patients managed at hospitals.

The second and third scenarios result in 
identical health impacts, as they assume the 
same scale-up in CSO services. They only 
differ in costs to BPJS-K.

HP+ used 2019 national HIV program data 
from Indonesia’s HIV/AIDS and Sexually 
Transmitted Infection Information System 
and 2020 data on CSO achievements 
from the PEPFAR- and USAID-funded 
LINKAGES project to construct 
assumptions regarding the number of 
people receiving HIV testing and treatment 
under each scenario. HP+ then used the 
AIDS Impact Model in Spectrum to estimate 
annual AIDS-related mortality and the 
number of ART patients classified by 
severity of HIV.

To estimate hospital-level costs to BPJS-K, 
HP+ multiplied the average tariff (across 
regions, hospital types, and hospital classes) 
for outpatient and inpatient ART for patients 
in three severity categories by the number of 
ART patients in each category. To estimate 
costs to BPJS-K for contracting with CSOs, 
HP+ used data from a 2019 HP+ costing 
study conducted in Jakarta (Cantelmo et al., 
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2019). HP+ used a weighted average unit cost 
that includes direct and indirect costs such 
as CSO staff, materials, and operations (see 
Table 1).

Findings

Health Impacts
All scenarios assume that Indonesia 
significantly scales up HIV testing to more 
than 7 million tests per year by 2025. This 
scale-up assumption is based on the large 
number of non-key populations, namely 
pregnant women, targeted for testing. These 
populations are tested through facility-
based rather than CSO-led community-
based programs. CSO outreach and testing 
referral interventions are expected to lead 
to an additional 1,117,955 people tested for 
HIV from 2020 to 2025. Due to increases 
in testing and the higher testing yield rates 
among key populations served by CSOs 
versus other populations, scenarios 2 and 3 
would result in an additional 82,288 people 
identified as living with HIV from 2020 to 
2025 compared with scenario 1.

Scenarios with BPJS-K financing for CSOs 
(scenarios 2 and 3) are expected to result 
in increased ART coverage—13.4 percent 
(57,570) more patients on ART in 2025 
compared to scenario 1 (see Figure 2). 
CSOs help expand ART coverage through 
increased case identification and improved 
linkage to and retention in care. The 
analysis assumes that CSOs’ linkage to 
care improves ART initiation rates, while 
their lost-to-follow-up tracking and patient 
support help retain patients in care.

Under scenarios 2 and 3, fewer ART 
patients are projected to have severe HIV 
(CD4 counts of 100 or below) than under 
scenario 1 (37 percent versus 42 percent). 
CSO services help increase ART coverage 
and reduce AIDS-related mortality. BPJS-K 
contracting with CSOs could avert 5,101 
AIDS-related deaths between 2020 to 2025 
compared with the unfunded scenario.

Costs to BPJS-K
Hospital costs to BPJS-K for HIV treatment 
are estimated to be higher over the next 
six years in the absence of CSO services 
(scenario 1) compared to BPJS-K contracting 
scenarios (see Figure 3). Although more 
people are on ART under scenarios 2 and 3 
than under scenario 1, fewer ART patients 
are expected to be managed at hospitals. 
CSOs are expected to promote down-referral 

Figure 2. Number on ART by 
Scenario
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Table 1. Proposed Reimbursement 
Rates for Fully Financed Scenario 
(Full Cost)

Intervention Rate 
(IDR) Description

Testing 
referral

797,667
Per person 
tested (includes 
outreach costs)

Linkage to 
care

269,007

Per person 
initiating 
treatment (includes 
accompanying  
client)

Lost-to-
follow-up 
tracking

222,347
Per person tracked, 
based on home 
visit

Support group 
meetings

2,437,843
Per person in 
a group for 12 
months

 Source: Cantelmo et al., 2019
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and linkage of patients to primary care 
facilities, as well as early identification of 
people living with HIV, resulting in fewer 
patients requiring treatment for severe 
HIV in a hospital.

From 2020 to 2025, BPJS-K could save 
as much as IDR 223 billion in facility-
level ART costs by contracting with 
CSOs. Under scenario 1, costs to BPJS-K 
for hospital-based ART are expected to 
increase from IDR 354 billion in 2020 to 
IDR 726 billion in 2025. Under scenarios 
2 and 3, costs to BPJS-K for hospital-
based ART increase from IDR 322 billion 
in 2020 to IDR 680 billion in 2025. The 
vast majority of costs under all scenarios 
are for inpatient HIV care, as the tariff 
for inpatient care is 13 to 29 times as 
high as the tariff for outpatient care, 
depending on the severity of HIV.

Although contracting with CSOs 
would likely reduce hospital-based 
ART payments, BPJS-K also has to 
consider the cost of covering CSO 
HIV services (see Table 2). Under both 
scenarios 2 and 3, the additional costs 
of contracting with CSOs are greater 
than the cost savings for hospital-
based ART. However, support group 
meetings account for 81 percent of the 
costs of contracting with CSOs due to 
the high unit cost of participating in 
these programs. Although support group 
meetings help retain patients on ART, it 
may be more advantageous for BPJS-K 
to support other, lower-cost services. If 
support group meetings are removed 
from the list of reimbursable services, 
scenario 2 costs less to BPJS-K than 
scenario 1.

When examining the efficiency of each 
scenario, scenario 2 has the lowest cost 
to BPJS-K per person on ART by 2025 
(see Figure 4). Across all scenarios, 
the cost to BPJS-K per person on ART 
decreases over time due to the declining 
proportion of patients with severe HIV 
requiring more intensive care and 
reductions in AIDS-related mortality.

Figure 4. Cost to BPJS-K per Person on 
ART, by Scenario
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Figure 3. Cumulative Costs to BPJS-K 
by Scenario, 2020–2025
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Table 2. Costs to BPJS-K of Reimbursing 
CSO HIV Services, 2020–2025

Intervention Scenario 2 
(IDR billions) 

Scenario 3 
(IDR billions)

Testing referral 111.5 222.9

Linkage to care 2.8 5.6

Lost-to-follow- 
up tracking

0.9 1.8

Support group 
meetings

479.4 958.9

Total 594.6 1,189.2
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Key Takeaways and 
Recommendations

If BPJS-K contracts with CSOs to provide 
HIV outreach and testing referral, linkage 
to care, lost-to-follow-up patient tracking, 
and patient support group activities, 
approximately 5,101 AIDS-related deaths 
could be averted and IDR 223 billion saved 
in HIV-related hospital claims from 2020 
to 2025. Further, contracting with CSOs 
improves efficiency, with the average cost to 
BPJS-K per person on ART being lower by 
2025 under scenario 2 than scenario 1.

However, the additional cost of contracting 
with CSOs offsets these hospital-based 
cost savings, even if BPJS-K only pays 50 
percent of service costs and government 
grants cover the remaining 50 percent. If 
support group meetings were excluded as 
a reimbursable service, though, total costs 
to BPJS-K would be lower under scenario 2 
compared with scenario 1.

Based on this analysis, HP+ recommends 
the following:

• Explore political, legal, and 
regulatory barriers and enablers. 
Additional analysis is needed on 
the political, legal, and regulatory 
environment for introducing 
contracting arrangements between 
BPJS-K and CSOs. In addition to 
BPJS-K and CSOs, key stakeholders, 
such as the Subdirectorate for HIV 
within the Ministry of Health, local 
governments, and donors, should 
be consulted on what specific 
arrangements may be feasible.

• Pilot contracting arrangements. 
BPJS-K should design and pilot a CSO 
contracting mechanism for select HIV 
services in one or more high-HIV-
burden provinces (such as Jakarta). 
This mechanism should be based 
on the scope of services needed and 
appropriate reimbursement rates for 
each service or outcome of interest. 
BPJS-K does not have to pay for the 
full cost of all HIV services provided 

by CSOs. Rather, costs could be shared 
with central and local government 
and BPJS-K could pilot contracting 
arrangements for select CSO services, 
such as those providing outreach and 
testing referral activities, that are 
perceived to be relatively low-cost 
and effective at improving uptake 
of services. The pilot contracting 
arrangement should be evaluated based 
on its impacts on service coverage and 
costs to BPJS-K.

• Prepare primary care facilities 
for increased ART patient care. 
Primary care facilities will need to be 
adequately equipped with supplies, 
equipment, and trained staff to receive 
down-referred and new ART patients in 
higher volumes.

CSOs play a critical role in meeting national 
and local goals for identification of people 
living with HIV, ART initiation and 
retention, and viral suppression. However, 
current dependence on external financing 
support poses a threat to the sustainability 
of CSOs providing HIV services. It is 
imperative that these CSOs seek alternative 
domestic financing sources to sustain 
their activities, including contracting 
arrangements with BPJS-K.
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