
   

Executive Summary 

While Indonesia’s health indicators have improved over the last few decades, an increasing non-

communicable disease (NCD) burden, high and stagnant maternal mortality rates, a high 

tuberculosis (TB) burden, and significant malnutrition caseloads pose challenges to reaching the 

country’s health goals for the next five years. Indonesia’s Mid-Term National Development Plan 

(RPJMN) 2020–2024 calls for strengthening primary healthcare and progressing towards 

universal health coverage. With the support of the Health Policy Plus (HP+) project in 

Indonesia, funded by the U.S. Agency for International Development (USAID), the Ministry of 

National Development Planning (Bappenas) analysed the costs and impacts of meeting RPJMN 

health targets at the primary healthcare level. This summary report presents the findings of this 

analysis and offers recommendations for the next budgeting cycle to reach these goals by 2024. 

This study was conducted using the OneHealth Tool, a globally recognized multi-year strategic 

planning and budgeting tool for the health sector, developed and overseen by the United 

Nations Inter-Agency Working Group on Costing. The tool has been used to cost strategic plans 

in over 25 countries. HP+ used the OneHealth tool to estimate costs for seven priority health 

programmes (reproductive, maternal, neonatal and child health [RMNCH]; immunization; 

malaria; TB; HIV; nutrition; and NCDs) across four categories—medicines, vaccines, and 

supplies; socialization, advocacy, and technical guidance; operational costs; and human 

resources.  

This study found that the total cost to reach RPJMN health targets from 2020 to 2024 at the 

primary healthcare level is Indonesian rupiah (IDR) 371.3 trillion. Costs increase each year, 

from IDR 62.4 trillion in 2020 to IDR 68.4 trillion in 2021, IDR 74.7 trillion in 2022, IDR 80.4 

trillion in 2023, and IDR 85.4 trillion in 2024. Two categories (human resources; and 

medicines, vaccines, and supplies) make up the majority of costs. Results of the impact analysis 

show that, although the RPJMN’s nutrition and infant mortality targets are likely to be met by 

scaling up coverage of interventions at the primary healthcare level, the maternal mortality 

target may not be achieved. Reaching this target will also require significantly scaling up 

intervention coverage at the secondary and tertiary levels while improving service quality.  

 

Indonesia may find it challenging to finance the estimated cost to achieve RPJMN targets given 

the financial deficits present in the national health insurance scheme (Jaminan Kesehatan 

Nasional or JKN), a limited health budget, and low contributions to health financing by local 

governments. To reach RPJMN 2020–2024 health targets, the Government of Indonesia will 

need to prioritize health sector funding by increasing its contribution and re-evaluating how 

resources are allocated within the sector. 
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Introduction 

The health of Indonesia’s population has improved 
dramatically over the past few decades due to 
increased health spending, sustained socioeconomic 
development, and targeted health sector reforms. 
Indonesia is experiencing a transition from a disease 
burden comprised mainly of infectious diseases to 
one dominated by non-communicable diseases 
(NCDs), which are now responsible for over 60% of 
the country’s disease burden—a figure that is 
expected to rise in the future (Mboi et al., 2018). In 
addition to increasing NCD burden, Indonesia’s 
maternal and neonatal mortality rates remain higher 
than the regional average. The maternal mortality 
ratio (MMR), currently 305 maternal deaths per 
100,000 live births, has hovered around 300 for the 
last decade—nearly three times the country’s 
Millennium Development Goals (MDGs) target of 
reducing MMR to 98 by 2015 (Augustina et al., 
2019). The infant mortality ratio (IMR) has declined 
to 24 deaths per 1,000 live births, just above the MDGs target of 23 infant deaths per 1,000 live 
births (ASEAN, 2017; BKKBN, 2018). Significant infectious disease caseloads and malnutrition 
and stunting also persist, indicating a need for a sustained primary healthcare response (Gani 
and Budiharsana, 2019). Health sector planners are addressing the country’s diverse geography 
and local contexts, recognizing the inequitable distribution of human resources, health 
infrastructure, and local government capacity and resources across the country. Persistent 
inequities also exist in health insurance coverage, access to high-quality health services, and 
health outcomes, especially when overlaid with socioeconomic dimensions (Augustina et al., 
2019; Gani and Budiharsana, 2019). 
 
The Government of Indonesia’s health sector priorities take into consideration the significant 
progress achieved, as well as specific gaps identified in recent analyses. Indonesia’s national 
planning for health is guided by the five-year Medium-Term National Development Plan 
(RPJMN). RPJMN health targets for 2020–2024 aim to increase access to high-quality services 
to improve health outcomes and achieve universal health coverage (Box 1).  
 
Estimating the costs of reaching national health targets at the primary care level will assist 
health sector planners to evaluate funding needs. With the support of the Health Policy Plus 
(HP+) project, funded by the U.S. Agency for International Development (USAID), the Ministry 
of National Development Planning (Bappenas) analysed the costs of meeting RPJMN health 
targets at the primary healthcare level, as well as how meeting these targets is likely to impact 
key health indicators. This summary report presents the results of this analysis and offers 
recommendations for the next budgeting cycle to reach these goals by 2024. 
 
Health sector planners can use the results of this study to compare estimated costs with the 
available resource envelope. Background analyses that informed the RPJMN identified a need to 
shift to a cost-effective, primary care-oriented delivery system to reduce the overall burden of ill 
health and the overuse of expensive secondary and tertiary care. This shift would also promote 
the financial sustainability of the national health insurance scheme (Jaminan Kesehatan 
Nasional or JKN). Recently, JKN has regularly run a deficit, reaching IDR 13.4 trillion in 2017, 
which was reduced to IDR 9.8 trillion after an infusion of IDR 3.6 trillion in additional 

Box 1. RPJMN 2020–2024 Health 

Goals 

1) Improving maternal and child health, 

family planning, and reproductive 

health 

2) Accelerating the improvement of 

community nutrition 

3) Strengthening disease control  

4) Strengthening the Healthy Living 

Community Movement (Germas) 

5) Strengthening the health system 

and food and drug control 
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government funding (Katadata, 2018; BPJS Kesehatan, 2018). According to the Ministry of 
Finance, the JKN deficit was IDR 19 trillion in 2018 and IDR 32.4 trillion in 2019. By December 
2019, the government had provided an additional IDR 13.5 trillion to JKN, leaving a deficit of 
IDR 15.5 trillion (Anggraeni, 2020; Hartomo, 2020). Although resources allocated for primary 
care have increased significantly with capitation payments to primary care facilities under JKN, 
the scheme itself still mainly funds individual, hospital-based services, which accounted for 
nearly 80% of JKN expenditures from 2014 to 2016 (Prabhakaran et al., 2019). Government 
funding at the national and subnational levels should increase to scale up promotive and 
preventive health services as well as primary care. However, only a small share of government 
health expenditure goes to preventive care—10% in 2016, compared to 78% on curative care 
(NHA, 2016). In 2017, 72.8% of total health expenditure was spent on curative care and only 
11.1% on preventive care (NHA, 2018).  
 
In Indonesia, district and provincial governments are responsible for supply-side service 
readiness and implementing minimum service standards in health, financed through allocations 
from fiscal transfers from the national government and locally generated revenue. By 
Indonesian law, the national and local governments are required to allocate a minimum of 5% 
and 10% of their respective budgets to health. However, most health funds at the local level 
come from the DAK (special allocation funds) scheme and evidence suggests that the threshold 
for local government spending is not met in all districts (World Bank, 2017). Given the existing 
deficits and challenges in financing the health sector, including primary health care, data is 
needed to inform the composition of future health budgets. This analysis aims to provide 
decisionmakers with an estimate of the costs needed to achieve RPJMN targets for seven 
priority health programmes at the primary care level.  
 

Methodology 

This estimation of the cost and impact of reaching RPJMN health targets was conducted using 
the OneHealth Tool, a widely recognized multi-year strategic planning, costing, and impact 
analysis tool for the health sector. The tool has been used to cost strategic plans in over 25 
countries. This study builds on a preliminary primary healthcare costing study, also using the 
OneHealth Tool, conducted by the Indonesia Agency for Health Research and Development with 
support from the World Health Organization (Thalagala, 2018). The study used the base 
OneHealth Tool file from the previous study, updating it with RPJMN-linked health service 
coverage baselines and targets; actual unit costs of Indonesian medicines, vaccines, and 
supplies; programme management costs; and health system components costs (human 
resources and operational costs).  

The updated model was used to estimate the cost and impact of achieving RPJMN 2020–2024 
targets for seven priority health programmes at the primary healthcare level—reproductive, 
maternal, neonatal and child health (RMNCH); immunization; malaria; tuberculosis (TB); HIV; 
nutrition; and NCDs. Costing estimates were broken down into several components as seen in 
Figure 1: programme-specific costs (socialization, advocacy, and technical guidance; and 
medicines, vaccines, and supplies) and health system costs (human resources and operational 
costs). Training costs were included in human resources costs at the request of Bappenas.  

The analysis was restricted to estimating the public sector cost of primary healthcare 
interventions for the seven health programmes; it did not include estimating costs at the 
secondary and tertiary levels of care, where interventions are more costly. The scope of the 
analysis also did not include private sector health system components. While estimates were 
calculated for the potential contribution of the private sector related to medicines, vaccines, and 
supplies, a detailed costing of the private sector contribution was not included in this analysis.  
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Figure 1. Summary of Costing Methodology 

 

*Includes 3% logistics costs for the immunization programme; 10% for all other programme. 

Note: Medicine and supply costs were calculated by multiplying the target population by the percent of the population in 

need of the service by the percent coverage of that service across the country (in public and private sectors) by the public 

sector unit cost of providing that service. Human resource salaries were calculated using the base salary per cadre of 

health worker with a 5% salary increase over five years multiplied by the baseline number of health workers plus the 

number of additional health workers by cadre needed per year to reach puskesmas staffing norm targets. Human resource 

salary and operations costs were allocated to each health programme based on health worker time estimates. 

Medicine, Vaccines, and Supplies Costs 

Cost estimates for medicines, vaccines, and supplies were based on OneHealth Tool data from 
the previous primary healthcare study (Thalagala, 2018). This analysis systematically updated 
treatment information using published Ministry of Health (MOH) guidelines and inputs from 
key MOH staff working on health programmes in Indonesia, particularly for family planning, 
immunization, and malaria. In addition, unit prices were updated using the government e-
catalogue, which covers all medicines, vaccines, and supplies procured by the public health 
system. Where the same product had multiple prices depending on the brand, the lowest price 
was used to provide a more conservative cost estimate.  

The primary healthcare interventions costed are those offered at the puskesmas (primary health 
centre) level, including certain NCD interventions. The interventions align with those included 
in a recent World Bank analysis of Indonesia’s primary healthcare supply-side readiness (World 
Bank et al., 2018). These interventions were also validated with MOH and Bappenas staff. Some 
of these interventions are delivered at both the primary and secondary healthcare (hospital) 
levels. Due to data limitations, it was not possible to separate the share of service coverage 
associated with secondary healthcare facilities; however, patients are more likely to seek these 
services at the primary care level because puskesmas are much more accessible and require less 
travel time to reach than hospitals (World Bank et al., 2018).  

Service coverage data (i.e., the percentage of the population in need of a service who receive that 
service) include the combined contributions of public and private sector service delivery. While 
this analysis focused solely on costing public sector needs using public sector medicine prices, 
programmatic information, and health systems information, due to a lack of data it was not 
possible to separate public and private sector contributions. Coverage data are not available 

Total Cost of Health Program 

Socialization, 

advocacy, 

and technical 

guidance cost 

Medicine, 

vaccine, and 

supply cost* 

Human 

resources 

cost 

Operational  

costs 

Training Salary Health 

program-

specific 

activity cost 

Training costs specific to 

health programs moved to be 

included under human 

resource cost 

Health Program-Specific Costs Health Systems Costs 
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from the public and private sectors for all interventions nor is there sufficient data on what 
percentage or amount of commodities for each intervention is funded by the public and private 
sectors. However, significant proportions of Indonesians seek care in the private sector. For 
example, 48% of women deliver at private health facilities and 48% of women who currently use 
a modern family planning method obtained it from the private sector. In addition, nearly 75% of 
people with TB initially seek care from a private provider and 40% of TB patients are treated by 
private providers (BKKBN, 2018). For this analysis, a share of estimated commodity costs was 
attributed to the private sector based on where people seek health services and if commodities 
provided in the private sector are partially or fully paid for by the government.  

Socialization, Advocacy, and Technical Guidance Costs 

Socialization, advocacy, and technical guidance costs (SATG) are a category of health 
programme activities designed to increase utilization and improve the quality of health services. 
The study team collected programme-specific SATG management costs from the MOH for all 
programmes, namely advocacy and awareness, supervision, monitoring and evaluation, 
surveillance, and research. Training costs were included in human resource costs at the request 
of Bappenas. SATG activities were only costed for 2019; therefore, the analysis assumes that 
these costs remain constant for the full costing period (2020 to 2024). Private sector 
programme management costs were not available and were not included.  

Health System Component Costs 

For the primary healthcare-specific costs of the health system building blocks, such as human 
resources, supply chain and logistics, and facility operations, the team used government data 
where possible. These data included the number and cadre of puskesmas health workers, health 
worker salaries, and standard staffing norms at puskesmas level. Human resource costs were 
projected by each of the nine types of health workers (except dentists), based on the needs of the 
puskesmas to reach their staffing norm targets, and aggregated to present a total cost.1 Human 
resource costs for the private sector were not available and were not included.  

Operational costs for puskesmas were collected from the MOH. Operational costs for private 
clinics were not included, nor were new facility construction or puskesmas rehabilitation costs. 
Instead, the analysis included facility operational costs such as utilities, maintenance, minor 
repairs, vehicle fuel, and drivers. The analysis assumed operating costs remained constant at 
2019 levels. When computing total costs for each programme, human resources and operational 
costs were allocated based on the share of health worker time spent on the programme at the 
facility level. The distribution of human resource costs took into consideration the type of health 
workers that support each programme. For example, the cost of nutritionists was allocated 
exclusively to the nutrition programme and the cost of midwifes exclusively to the RMNCH 
programme. 

Finally, following discussions with Bappenas, assumptions for the cost of the “last mile” of 
logistics were incorporated into the estimated costs of medicines, vaccines, and supplies, in 
alignment with global research on supply chain costs (IMS Institute for Healthcare Informatics, 
2014).  

Impact Modelling Methods 

The OneHealth Tool includes a series of integrated impact modules for different health 
programmes. This study used the Lives Saved Tool (LiST) and the AIDS Impact Model (AIM). 

 
1 Health workers included: medical doctor, dentist, nurse, midwife, pharmacist, public health official, environmental 
health officer, nutritionist, and lab analyst.  
Puskesmas staffing norm targets—baseline: 21%; 2020: 35%; 2021: 47%; 2022: 59%; 2023: 71%; and 2024: 83%. 
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LiST estimates the impact of improving MNCH and nutrition interventions. AIM projects the 
consequences of the HIV epidemic, including the number of people living with HIV, new 
infections, and AIDS-related deaths. 

Limitations 

This analysis had several limitations. Data availability was a challenge; for example, data on 
intervention coverage and targets was not always available for the seven health programmes. To 
ensure that the data obtained reflected the local context, the study team met with MOH staff 
and/or programme experts and reviewed MOH guidelines, professional association guidelines, 
and available data from existing studies, including the primary healthcare costing study 
supported by the World Health Organization (Thalagala, 2018). As previously mentioned, it was 
not possible to separate public and private sector contributions related to medicines, vaccines, 
and supplies.  

The OneHealth Tool itself has limitations. It relies on population, disease prevalence, 
intervention coverage, and unit cost data to model the impact of implementing health 
programmes. The tool can only provide impact estimates based on these inputs; it is not able to 
estimate the cost of reaching a specific impact target such as reaching a desired reduction in 
maternal or child mortality. 

The impact modules included in the OneHealth Tool also have limitations. Not all RMNCH 
interventions have modelled impact in LiST due to lack of evidence on the effectiveness of 
interventions in reducing adverse health outcomes. Also, many of the inputs—such as baseline 
coverage of interventions, cause of death structure, and the national MMR—are uncertain due to 
a lack of up-to-date data sources. AIM estimates the impact of HIV treatment on AIDS-related 
mortality and vertical transmission; it does not estimate the impact of treatment on HIV 
transmission through sexual activity or injecting drug use. 

Results of Cost Analysis 

The estimated total cost to reach RPJMN 2020–2024 targets at the primary healthcare level is 
IDR 371.3 trillion (Figure 2). Total cost increases each year with increases in intervention 
coverage and scale-up of human resources—from IDR 62.4 trillion in 2020 (IDR 228,628 per 
capita) to IDR 68.4 trillion in 2021 (IDR 248,846 per capita); IDR 74.7 trillion in 2022 (IDR 
269,398 per capita); IDR 80.4 trillion in 2023 (IDR 288,081 per capita); and IDR 85.4 trillion in 
2024 (IDR 303,615 per capita). The main cost drivers are the cost of medicines, vaccines, and 
supplies, which represents 43% of total costs in 2020 and 56% in 2024, and human resource 
salaries, which represent 48% of total costs in 2020 and 38% in 2024. 

Excluding the health system components (human resources and operational costs), the 
programme-specific cost of primary healthcare services (medicines, vaccines, and supplies and 
SATG) increase from IDR 27.7 trillion in 2020 to IDR 48.6 trillion in 2024. The annual SATG 
cost (IDR 909 billion) remains constant each year, while the cost of medicines, vaccines, and 
supplies increases from IDR 26.7 trillion in 2020 to IDR 47.7 trillion in 2024. Figure 3 shows 
that the NCD programme has the highest costs for medicines, vaccines, and supplies. However, 
this resource need for NCDs was covered not only by the government but also by BPJS 
Kesehehatan through Prolanis (chronic disease management) and the referral programme (to 
obtain medicines for stable NCD patients). Table 1 highlights select medicine, vaccine, and 
supply cost drivers by programme. 
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Figure 2. Total Costs to Reach RPJMN Targets 

 

Figure 3. Total Cost of Medicines, Vaccines, and Supplies plus SATG for Seven Health 

Programmes 
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Figure 4. Percent of Total Cost of SATG for Seven Health Programmes (all years) 

Table 1. Drivers of Medicines, Vaccines, and Supplies Costs 

Programme Intervention 
Percent of Total Medicine, Vaccines, 

and Supplies costs (2020–2024) 

NCD Diabetes standard glycemic control 65% 

NCD Treatment for those with high blood pressure 14% 

RMNCH Basic antenatal care 36% 

RMNCH Oral contraceptive pill 24% 

Immunization Human Papillomavirus vaccine 25% 

Immunization Rotavirus vaccine 22% 

Immunization Pneumococcal vaccine 20% 

HIV Voluntary counseling and testing 43% 

HIV Condoms 27% 

The cost driver across all SATG costs is the nutrition programme, which accounts for 81% of 
SATG costs (IDR 736 billion). Within the nutrition programme, IDR 720 billion is programmed 
for advocacy and awareness activities.  

For health systems components costs, the cost of logistics increases relative to the cost of 
medicines, vaccines, and supplies, totalling IDR 15.2 trillion from 2020 to 2024. Operational 
costs total IDR 23.5 trillion—an average of IDR 4.7 trillion each year. Human resource costs 
include training and salaries. The analysis does not assume any real increases in salaries over 
time. Training costs were kept constant at 2019 levels—IDR 39 billion per year (IDR 195 billion 
from 2020 to 2024). An estimated 61% of training costs are associated with the RMNCH (IDR 
13.7 billion) and NCD (IDR 10 billion) programmes. The immunization and nutrition 
programmes account for 16% and 12% of total human resource training costs, respectively. 
Human resource salary costs increase from IDR 30 trillion in 2020 to IDR 32 trillion in 2024. 
Nurses and midwifes made up 77% of staff at puskesmas level in 2018. As a result, nurse and 
midwife salaries, combined, represent 72% of salary costs in 2020 and 71% in 2024. Reaching 
the desired facility staffing norms results in a 17% increase in salary costs for nutritionists and a 
15% increase in laboratory analyst salary costs.  
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Table 2 shows the number of 
additional staff required to meet the 
RPJMN target of 83% of puskesmas 
reaching facility staffing norms.  

Figure 5 also shows that the RMNCH 
and NCD programmes make up the 
largest share of primary healthcare 
costs (42% and 20%, respectively in 
2020; 48% and 12%, respectively in 
2024). This aligns with these 
programmes’ large contribution to 
total medicine, vaccine, and supply 
costs, as well as with their staffing 
needs.  

As mentioned in the methodology 
section, this costing exercise did not 
include the private sector—it was not 
possible to separate the coverage of 
each costed intervention in the public 
and private sectors. Therefore, to 
estimate the private sector proportion 
of medicines, vaccines, and supplies costs, this analysis used proxy measures based on available 
literature on the percentage of services that are provided in the private sector. Overall, the team 
estimated that an average of 46% of primary healthcare costs included in this analysis could be 
incurred at private sector facilities from 2020 to 2024. The cost incurred in the private sector is 
estimated at IDR 85.7 trillion from 2020–2024: IDR 12.6 trillion in 2020; IDR 14.7 trillion in 
2021; IDR 17.2 trillion in 2022; IDR 19.5 trillion in 2023; and IDR 21.7 trillion in 2024. If this 
private sector estimate is removed from the total RPJMN cost, the total cost to the public sector 
between 2020 and 2024 decreases from 371.3 trillion to IDR 285.6 trillion. By year, this equals 
IDR 49.8 trillion in 2020; IDR 53.7 trillion in 2021; IDR 57.5 trillion in 2022; IDR 61 trillion in 
2023 ; and IDR 63.6 trillion in 2024.  

In an alternative scenario, if medicines, vaccines, and supplies for HIV, malaria, TB, 
immunizations, and childbirth are considered fully funded by the public sector (even if they are 
offered in private facilities), this study estimates that only about 33% of primary healthcare costs 
are incurred by the private sector, an estimated IDR 61.4 trillion from 2020–2024 (which 
includes out-of-pocket payments). By year, this equals IDR 9.1 trillion in 2020; IDR 10.6 trillion 
in 2021; IDR 12.2 trillion in 2022; IDR 13.9 trillion in 2023; and IDR 15.6 trillion in 2024. If 
these private sector costs are removed from the total RPJMN cost,  the total estimated cost to 
the public sector is IDR 309.9 trillion from 2020–2024. By year, this equals IDR 53.3 trillion in 
2020; IDR 57.8 trillion in 2021; IDR 62.4 trillion in 2022; IDR 66.6 trillion in 2023; and IDR 
69.8 trillion in 2024.  

The costs for primary healthcare from 2020 to 2024 are significant. In 2017, 6.1% and 25.5% of 
Indonesia’s total health expenditure was spent by the national and local government, 
respectively (MOH, 2019). The total MOH budget in 2018 was IDR 61.9 trillion, less than 20% of 
which was spent at the primary level (MOH, 2019; WHO, 2017). The MOH budget has remained 
relatively flat, from IDR 65.7 trillion in 2016 to IDR 59.1 trillion in 2017 and IDR 61.9 trillion in 
2018. As mentioned above, even if 33% of medicine, vaccine, and supply costs were incurred by 
the private sector, public sector primary care costs in 2020 would still be an estimated IDR 53.3 
trillion, or 86% of the 2018 MOH budget allocation. In addition, JKN spent only 16% of its 
budget at the primary level in 2017 and 2018 (IDR 13.9 trillion in 2017 and IDR 15.1 trillion in 
2018) (BPJS Kesehatan, 2018). Combined, the contributions from the national government, 

Table 2. Human Resources Scale-up Needed to 

Reach the RPJMN Target of Having 83% of 

Puskesmas Reach Staffing Norms by 2024 

Cadre of Health Worker 

Number of Additional 

Health workers 

Needed per Year 

from 2020–2024 

Medical doctor 319 

Nurse 417 

Midwife 217 

Pharmacist 206 

Public health official 328 

Environmental health officer 248 

Nutritionist 542 

Laboratory analyst 356 
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local government, and JKN represent 45% of health spending in 2016 (IDR 175 trillion). About 
35% of this amount is needed to fund primary healthcare in 2020 (estimated to cost IDR 62 
trillion in this analysis). This data indicates a likely gap in financing primary healthcare to reach 
RPJMN health targets.  

Figure 5. Total Cost by Health Programme Inclusive of Health Systems Components, by Year 

Figure 6. Percent of Total Cost by Health Programme in 2020 and 2024 

Impact Results 

The maternal and child health impact of implementing the scale-up of primary healthcare 
envisioned in the RPJMN was estimated in the OneHealth Tool using LiST. The results suggest 
that, although scaling up primary healthcare while maintaining existing coverage of services 
provided in secondary and tertiary care facilities will significantly reduce infant mortality in line 
with RPJMN impact targets, it will not be sufficient to reach the maternal mortality target 
(Figure 7). These results only take into account primary healthcare contributions to reducing 
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maternal mortality under the RPJMN. If Indonesia expands basic and comprehensive 
emergency obstetric and neonatal care in secondary and tertiary facilities as well, the MMR is 
expected to decrease to 224 deaths per 100,000 live births by 2024. This represents a 4% 
reduction compared with the primary healthcare scenario, but still falls short of meeting 
Indonesia’s MMR target (183 deaths per 100,000 live births by 2024). To reach this target, 
services would need to be scaled up significantly. Assuming that coverage of all antenatal, 
delivery, and postnatal interventions are scaled up to cover at least 90% of need (regardless of 
level of care) by 2024, Indonesia may be able to reach its maternal mortality target. A significant 
scale-up in coverage would require strong prioritization and financial support for these 
interventions and the health systems components that support them, including human 
resources; efficient and effective allocation and use of funding to expand availability and quality 
of care; and close collaboration and coordination among public and private sector healthcare 
partners.  
 

Figure 7. Projected Reductions in Maternal and Infant Mortality under the RPJMN 

  

Note: The baseline MMR accepted by the Government of Indonesia is 305 deaths per 100,000 live births. This estimate is 

from: Badan Pusat Statistik (BPS). 2015. Survey Penduduk Antar Sensus (SUPAS). BPS: Jakarta, Indonesia. Available at: 

https://microdata.bps.go.id/mikrodata/index.php/catalog/714/related_materials. Other studies estimate a lower MMR; 

for example, in 2017 a joint WHO-UNICEF-World Bank study estimated an MMR of 126 per 100,000 live births in 2015 

(World Health Organization. 2019. Trends in maternal mortality 2000 to 2017: estimates by WHO, UNICEF, UNFPA, 

WorldBank Group and the United Nations Population Division. Available at: 

https://www.who.int/reproductivehealth/publications/maternal-mortality-2000-2017/en/.)  However, the calculation of 

MMR from this study should be interpreted with caution, as it is derived from applying a probabilistic approach (Bayesian 

maternal mortality estimation model) and estimates are dependent on the degree to which covariates such as gross 

domestic product are appropriate to Indonesia. 

The RPJMN also aims to reduce the prevalence of stunting and wasting among infants and 
toddlers from 30.8% and 10.2% to 19% and 7%, respectively, by 2024. LiST results suggest these 
targets can be met. By 2024, if nutrition and other child health interventions at the primary care 
level are scaled up, approximately 18% of young infants (ages 1–5 months) and 20.2% of older 
infants (ages 6–11 months) will be stunted and 6.2% of toddlers (ages 12–23 months) will be 
wasted. Appropriate complementary feeding is the intervention contributing to the greatest 
reductions in stunting (according for 87% of the reduction), followed by the rotavirus vaccine 
(6%). 
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Between 2019 and 2024, approximately 81,653 lives would be saved by scaling up primary care 
services such as antenatal care; labour and delivery management; postnatal care; immunization; 
nutrition interventions; and treatment of diarrhoea, pneumonia, and other illnesses. Most lives 
saved (63%) are children under five (excluding newborns). By 2024, the interventions that are 
projected to prevent the largest number of deaths among children under five are pneumococcal 
vaccine, case management of premature babies, treatment of moderate acute malnutrition, and 
oral antibiotics for pneumonia. These interventions are scaled up under the RPJMN (e.g., by 
2024, 95% of infants will receive the pneumococcal vaccine) and are effective at addressing the 
underlying causes of child mortality.  
 
The number of maternal deaths averted is estimated to increase from 533 in 2020 to 3,017 in 
2024, mainly due to scaling up coverage of antenatal care and basic emergency obstetric and 
neonatal care (BemONC) services. The interventions that save the most maternal lives in 2024 
include parenteral administration of uterotonics (16%), management of pre-eclampsia with 
magnesium sulphate (15%), hypertensive disorder case management (11%), and parenteral 
administration of anti-convulsant medication (10%). Figure 8 shows the contribution of 
different categories of interventions to reductions in maternal deaths over the RPJMN period 
(2020–2024). 

 

Figure 8. Contributions of Interventions to MMR Reductions, 2020–2024 

 

If Indonesia meets its HIV treatment targets, the country would avert approximately 73,000 
AIDS-related deaths from 2020 to 2024. This represents a 44% decline in the number of AIDS-
related deaths in this five-year period compared to a scenario where current low coverage of 
antiretroviral therapy remains constant. 
 

Conclusion and Recommendations 

Indonesia’s RPJMN health targets are ambitious and set the foundation needed for strong 
prioritization of the health sector, particularly primary healthcare. The costs estimated in this 
study may underestimate total resource needs, as they do not include private sector human 
resources, infrastructure, and other costs. The estimated primary healthcare costs in 2020 are 
equal to 32% of the combined expenditure on preventive care and outpatient care (inclusive of 
hospital outpatient departments) from the 2018 National Health Accounts, increasing to 43% by 
2024 (MOH, 2018). Given increasing levels of fiscal transfers, including special transfers of 
tobacco taxes for health, Indonesia’s subnational governments have a significant role to play in 
financing primary healthcare. Subnational government contributions are particularly important 
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as increases to JKN’s capitation and fee-for-service payments to the primary healthcare level are 
unlikely to rise significantly, and the MOH’s role and ability to finance primary healthcare will 
be limited to specific commodities and programme management.  

To ensure sustained progress towards RPJMN targets, the Government of Indonesia needs to 
advocate for adequate subnational government prioritization of health during their budget 
process, especially to deliver the minimum service standards in health. Additional subnational 
funding, on its own, will not be sufficient to reach RPJMN targets. Allocated funds must be well 
distributed to reach the most-at-need populations. The government should reconsider how 
allocations and incentives are made and ensure, for example, a more equitable distribution of 
qualified human resources across the country to support rapid improvement in health 
indicators. Lastly, according to the 2018 National Health Accounts, 31.8% of total health 
expenditure still comes from out-of-pocket payments. With Indonesia aiming to reach universal 
health coverage, the government must step up to offer additional financial protection and lower 
out-of-pocket expenditure for all health services, especially primary healthcare services.  
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