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Background 
Private sector healthcare providers play a significant 
role in the delivery of family planning services. 
However, they are often not included in social health 
insurance networks. Therefore, women must pay out 
of pocket for family planning services from private 
providers, creating a financial burden on users and 
limiting their access to services. Integrating these 
providers into government-supported health 
insurance schemes should in theory expand access to 
care and reduce cost barriers. This can be tested via 
simulation models. The U.S. Agency for International 
Development (USAID)-funded Health Policy Plus 
(HP+) project undertook such an exercise to model 
the integration of private midwives into Indonesia’s
national health insurance scheme as an illustrative 
example. Modeled results, which are presented in this 
report, affirm some of the expected benefits of private 
sector participation in provider networks under 
government-supported health insurance schemes. 
To augment potential financial and health benefits (see Box 1), a coordinated reproductive, 
maternal, and child health (RMCH) strategy is required. Furthermore, to advance equity, 
investments should be directed toward localities with the highest unmet needs.   

The Indonesian Context 
Since its inception in the 1970s, Indonesia’s family planning program has increased 
contraceptive use among married women from 8 percent in the early 1970s to 60 percent by 
2002 (Utomo et al., 2021). The launch of Indonesia’s national health insurance program in 2014 
expanded access to quality healthcare, including contraceptive services (see Box 2), to the most 
remote areas of the archipelago and enabled poor Indonesians to access such services without 
financial hardship (FP2020, 2015). However, progress has stalled since the early 2000s 
following decentralization of the health sector, which deferred decisions about policies, 
programs, and funding to local governments (Desmon, 2018). This shift, in turn, led to regional 
variations in the commitment of resources and prioritization of family planning, thereby 
widening inequities over time. As of 2017, 77 percent of family planning demand was already 
met among women of reproductive age (BKKBN et al., 2018). However, disparities exist in 
unmet need for family planning between urban and rural residences and across regions (Utami 
and Samosir, 2021).  

Box 1. Impacts and Implications 
Impacts:
• Cost savings for the national

health insurance scheme with a 
benefit-cost ratio of 5 to 1 

• Potential contributions to reducing
the maternal and child mortality 
rate despite limited immediate 
impact on contraceptive uptake 

Implications:
• Integration efforts require tailoring

to subnational contexts and 
directing investments toward 
localities that would yield the most 
benefits and advance equity 
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Private midwives have the potential to catalyze health equity in family planning given the 
significant role that they already play in the delivery of family planning and maternal services. 
In Indonesia, 41 percent of family planning services are provided by private midwives (BKKBN 
et al., 2018). However, a review of Indonesian Midwives Association membership and BPJS-K 
data shared with HP+ indicates that only 3 percent of private midwives are receiving direct 
reimbursement from JKN as of December 2021. Although the government of Indonesia 
currently does not have a strategy for expanding private midwife participation in JKN’s provider 
network, there has been investment from USAID to enhance the service delivery model and 
payment mechanism for private midwife-provided RMCH services under JKN. This makes 
Indonesia a good candidate for an analytical model examining the potential health, financing, 
and equity benefits of integrating private midwives into a national health insurance scheme. The 
results of the modeling exercise provide evidence to support ongoing policy discussions around 
private midwife contracting in Indonesia. The results can also be of use to policymakers in other 
countries who may be considering the empanelment of private health providers into health 
insurance networks.  

Box 2. Family Planning within National Health Insurance in Indonesia 
In 2014, Indonesia launched a national health insurance program, Jaminan Kesehatan Nasional 
(JKN), to address existing inequities in access to healthcare. The program is managed by Badan 
Pelaksana Jaminan Sosial-Kesehatan (BPJS-K) and has expanded to cover 89 percent of the 
Indonesian population in 2021.  

The JKN benefits package covers provision of family planning commodities and services related to 
long-acting reversible and permanent methods. However, only family planning service delivery 
costs are covered by JKN and reimbursed to providers. Contraceptive commodities for family 
planning are not covered under JKN reimbursements to network providers.  

Source: Teplitskaya et al., 2018; DJSN, 2021 

41% 
Family planning 
services in Indonesia 
provided by private 
midwives 

3% 
Registered private 
midwives receiving 
reimbursement from 
the national health 
insurance scheme 
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Methods 
The model developed under this activity estimates the impact on reproductive health and health 
financing of three private midwife contracting scenarios under JKN (see Figure 1). Scenario 1 
assumes that 3 percent of the unintegrated private midwives in each province will be added to 
JKN’s provider network to deliver covered family planning services to JKN members. This is 
essentially a status quo scenario as the number of private midwives in JKN’s provider network is 
currently expanding at an annual rate of 3.6 percent (as calculated by HP+ from data shared by 
BPJS-K). Scenario 2 charts a more ambitious course of contracting 10 percent of the 
unintegrated private midwives in each province. Scenario 3 tests how much more family 
planning uptake, as well as health and financing gains can be achieved, if 50 percent of the 
unintegrated private midwife workforce were added to JKN’s provider network. A notable 
limitation of these scenarios is that scenarios 2 and 3 do not take into account whether 
subnational governments have the technical, operational, and administrative capacity to 
perform the necessary regulatory and ongoing quality assurance functions. These policy 
scenarios may not be feasible for provinces that have a very large number of unintegrated 
private midwives.  

Figure 1. Analytical Model Scenarios and Stages 

 
 

This model assumes that an increase in the supply of private midwives would reduce cost and 
other access barriers to obtaining family planning services. Hence, in the first stage, the model 
estimates modern contraceptive uptake among (1) women of reproductive age in JKN’s 
membership who previously had an unmet need for family planning and (2) those women whose 
family planning needs are already met but would likely switch to a private midwife service 
delivery point to obtain their modern contraceptives moving forward. In the second stage, the 
model uses the estimated number of new contraceptive users and switchers to project annual 
number of unintended pregnancies averted, live births averted, abortions averted (total and 
unsafe), maternal deaths averted, and child deaths averted for the 5 years after implementation 
of private midwife contracting. These estimates represent Indonesia’s societal health gains from 
enhanced private midwife contracting under JKN. In stage 3, the model uses the projected 
health outcomes to estimate the annual out-of-pocket expenditure averted for family planning 
by individual users, the annual cost to JKN from provider payment for increased family 

Scenario 1: 3% 

Stage 1: Modern 
Contraceptive 

 

Stage 2: Health 
Impact 

Stage 3: Financing 
Impact 

Scenario 2: 10% 

Scenario 3: 50% 

Stage 4: Equity Impact: Distribution of benefits by region and income 

Percentage of 
private midwives 
added to JKN 
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planning services, and annual cost savings to JKN from averted maternal and child health 
services. These financing outcomes are also projected for a five-year post-implementation 
period and represent the financial benefits to consumers and the payer in the JKN healthcare 
system. Lastly, step 4 estimates the equity implications across the three scenarios of expanding 
private midwife engagement; outcomes are disaggregated by wealth quintile within each province. 
Annex A provides further detail on the analytical methods, data sources, and key assumptions. 

Results 
Private Midwifes Available for Contracting under JKN 
As of December 2021, nearly 98 percent of members in the Indonesian Midwives Association 
were not receiving reimbursement from JKN. Assuming these private sector midwives have not 
yet joined JKN’s provider contract network, this is the available workforce that can be integrated 
into JKN to expand family planning service to JKN members. The number of available midwives 
varies widely by province (see Figure 2), with 70 percent of available midwives concentrated in 
the regions of Java and Sumatra. Because of this geographic variation, a set percentage increase 
in the number of private midwives in JKN’s provider network can mean very different changes 
in the family planning provider supply in different provinces. Annex B provides details on the 
number of private midwives by province in each scenario. 

 Figure 2. Private Midwives Available to Contract with JKN across Indonesia 

 

In practice, the number of private midwives that can be feasibly integrated into JKN’s provider 
network also depends on provider willingness to contract with the public payer and subnational 
level technical capacity to regulate and integrate private sector providers. In a separate 
document, HP+ details common bottlenecks and solutions to these operational aspects (Cisek 
and Saracino, 2022). Hence, the strategy to integrate more private midwives into JKN’s network 
cannot take a one-size-fits-all approach and needs to be tailored to local contexts. Investments 
should focus on localities where predictive models find that health equity in family planning 
access and maternal and child health outcomes can be accelerated by private midwife 
contracting. Additional resources may be needed to fill the critical gaps in technical and 
administrative capacity to achieve an optimal level of integration of private midwives into JKN’s 
provider network.   
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Stage 1: Modern Contraceptive Uptake 
The immediate impact on the modern contraceptive prevalence rate (mCPR) is limited, with an 
overall 0.08 percent increase in mCPR in scenario 1, 0.3 percent increase in scenario 2, and 1.4 
percent increase in scenario 3 (see Table 1). An assessment of Indonesia’s progress toward 
FP2020 goals recommended an annual increase in mCPR by 0.7 percent to reach family 
planning commitments (FP2020, n.d.). Projections by Utomo et al. (2021) indicate that growth 
in mCPR would have to nearly double the 2000–2017 rate to reach 70 percent mCPR by 2030 
and more than triple to reach 75 percent. HP+’s estimation, which is driven primarily by the 
number of women predicted to start using modern contraceptives as a result of there being more 
private midwives in JKN’s provider network, seems small in its contribution to Indonesia’s 
ability to achieve its mCPR target. Box 3 discusses some of the possible factors limiting impact 
on modern contraceptive uptake with a private midwife. 

Table 1. Immediate Impact on Modern Contraceptive Uptake 

Outcome  Scenario 1 Scenario 2 Scenario 3 

Overall change in mCPR 0.08% 0.3% 1.4% 

Total number of new users and switchers 45,050  149,642 732,794 

 

To calculate the health impact projections presented next, the model drew on both the estimated 
new contraceptive users as well as current users who would switch their point of care to a newly 
contracted private midwife (see Annex A for more details). As shown in Table 1, the total 
number of new users and switchers are projected to be 45,050 in scenario 1, increasing to 
149,642 in scenario 2, and 732,794 in scenario 3. Across all scenarios, Indonesia’s imbalanced 
methods mix will further skew toward injectables, which has important implications on health 
impact (stage 2).  

Box 3. Factors Underlying Limited Modern Contraceptive Impact  
1. The segment of the Indonesian population potentially impacted by enhanced private 

midwife participation in JKN’s network is limited to begin with. Based on HP+’s estimation 
using 2017 Demographic and Health Survey data, only 7 percent of women of reproductive 
age (not restricted to marital status) have an unmet need for family planning. Among them, 
19.39 percent were facing a barrier that HP+ hypothesized could be addressed by an 
increase in the availability of private midwives in the JKN network (see Annex A for details).  

2. Even with an increased supply of private midwives, there are several co-determinants that 
likely influence modern contraceptive uptake from a private midwife. These factors include 
income quintile, age, education, total children ever born, marital status, and JKN coverage 
(Mahmud et al., 2021). Demand for seeking family planning services through a private 
midwife may not be as high as expected.  

3. Indirect impacts on opposition, knowledge, and other methods-related reasons for not 
using contraception are largely unknown. These are potential areas that private midwives 
could also influence in the process of providing routine family planning services. But the 
current model cannot provide an estimate on these impacts nor their potential dynamic 
impacts on future mCPR change.  
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Stage 2: Health Impact 
The model projected that scenario 1 would have a five-year cumulative impact of averting 52,352 
unintended pregnancies, 11,446 live births, and 31,830 total abortions. In turn, these outcomes 
would also avert a cumulative total of 72 maternal deaths and 89 child deaths. As summarized 
in Table 2, these estimates are expected to increase by 230 percent in scenario 2 and by 1,530 
percent in scenario 3.  

Table 2. 5-Year Cumulative Health Impact by Outcome and Scenario 
5-Year Cumulative Impact Scenario 1 Scenario 2 Scenario 3 
Unintended pregnancies averted 52,352 173,900 851,652 

Live births averted 11,446 38,021 186,202 

Total abortions averted 31,830 105,733 517,813 

Maternal deaths averted 72 241 1,178 

Child deaths averted 89 297 1,454 

Although estimates on maternal and child deaths averted may seem small, the population-level 
impact may not be insignificant. For example, the 72 maternal deaths averted in scenario 1 can 
translate to a reduction in the maternal mortality rate by 0.1 per 100,000 women of reproductive 
age by 2026, by 0.3 in scenario 2 and 1.6 in scenario 3. Provinces or regions that have been 
experiencing disproportionate levels of maternal and child deaths can especially benefit from 
this modest health gain in addition to the health gain from other targeted and complementarity 
RMCH services that could be expanded through private midwife contracting. According to the 
latest community-level ecological analysis in Indonesia, for every percentage point increase in 
the contraceptive prevalence rate, community maternal mortality ratios could be reduced by 7.0 
points (Aryanty et al., 2021).  

Stage 3: Financing Impact 
For JKN members seeking family planning services from a private midwife, one of the most 
tangible benefits is that they won’t need to pay out of pocket when JKN directly reimburses in-
network private midwives. The model estimated a total of 3 billion Indonesian rupiah (IDR) 
(USD 0.2 million) in out-of-pocket expenditure being avoided under scenario 1, IDR 10 billion 
(USD 0.7 million) under scenario 2, and IDR 47 billion (USD 3.2 million) under scenario 3 after 
a 5-year post-implementation period (see Table 3). For an average individual family planning 
client, this means an annual amount of roughly IDR 40,700 (USD 2.80) in out-of-pocket 
expenditure will be obviated. The individual-level estimates are similar across all scenarios 
because the methods mix among new users and switchers are essentially unchanging as the 
supply of private midwives increase from scenario 1 to scenario 3.  

Table 3. Health Financing Impact for Individuals 

Scenario 5-Year Cumulative Out-of-Pocket 
Expenditure Averted 

Average Annual Out-of-Pocket Expenditure 
Averted per Family Planning Client 

Scenario 1 IDR 3 billion (USD 0.2 million)  IDR 40,704 (USD 2.8) 

Scenario 2 IDR 10 billion (USD 0.7 million) IDR 40,714 (USD 2.8) 

Scenario 3 IDR 47 billion (USD 3.2 million) IDR 40,776 (USD 2.8) 
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It is important to note that the estimates on out-of-pocket expenditure averted reflect an 
imbalanced and unchanging method mix that skews toward less expensive short-acting 
contraceptives. Based on HP+’s calculation using Performance Monitoring for Action 2016 data, 
an average family planning client who seeks family planning services from a private provider 
would only incur IDR 20,000 to 30,000 per family planning visit if they are using a short-acting 
method (see Annex A, Table A1). In contrast, out-of-pocket costs per visit for insertion and 
removal of an implant would be IDR 150,000 and insertion and removal costs for an 
intrauterine device would be IDR 400,000. As a point of reference, the same amount of money 
can buy 11–29 kilograms of rice in 2022.1 For the poor, the significant difference in upfront cost 
in addition to methods-related concerns such as side-effects and inconvenience of use may 
dissuade a woman from a long-acting contraception choice; she would choose to feed her family 
instead. Making long-acting methods more accessible to poor women by eliminating the out-of-
pocket payment could shift the methods mix among contraceptive users toward long-acting 
methods over time. The resultant financial benefits for contraceptive users will likely be greater 
than what’s currently estimated by the model.  

For JKN’s administrative agency, BPJS-K, expanding its contracted network of private midwives 
can generate cost savings that can be reinvested into improving other essential health services. 
Although expanding its provider network and the resultant uptake in family planning service 
utilization would necessitate additional expenditure for provider payments, it would also save 
billions in maternal and child health services from averted pregnancies. The five-year 
cumulative additional costs to JKN from reimbursing providers for family planning service 
delivery are estimated at IDR 7 billion in scenario 1, IDR 22 billion in scenario 2, and IDR 108 
billion in scenario 3 (see Table 4). However, the cumulative total savings to BPJS-K from 
averted antenatal care and abortion services over the same period are projected at IDR 36 
billion in scenario 1, IDR 120 billion in scenario 2, and IDR 589 billion in scenario 3. This results 
in a 5 to 1 benefit-to-cost ratio. In other words, for every Indonesian rupee invested in family 
planning services provider payment, JKN can save at least IDR 5 through averted payment for 
antenatal care and abortion services.  

Table 4. Health Financing Impact for JKN 

Scenario 
5-Year Cumulative 
Additional Costs to JKN 
(from Provider Payments) 

5-Year Cumulative Cost Savings 
to JKN (from Averted Maternal 
and Child Health Expenditure)  

Benefit-Cost Ratio 

Scenario 1 IDR 7 billion IDR 36 billion 5.14 

Scenario 2 IDR 22 billion IDR 120 billion 5.45 

Scenario 3 IDR 108 billion IDR 589 billion 5.45 

Stage 4: Equity Impact 
An unintended consequence of a uniform approach to scaling up private midwife integration 
into JKN is that it could exacerbate health inequity. The projected results on contraceptive 
uptake and health and financing impacts vary significantly across provinces and between the 
poorest and richest wealth quintiles. Over 85 percent of the benefits of enhanced private 

 
1 Based on a price point estimate of IDR 13,546 per kilogram of white rice 
(https://www.expatistan.com/price/rice/jakarta).   

https://www.expatistan.com/price/rice/jakarta
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midwife contracting under JKN will be concentrated in the Java region, where 56 percent of 
women of reproductive age live. Only 15 percent of the projected benefits will be concentrated in 
all other regions combined, where the remaining 44 percent of Indonesian women of 
reproductive age live. To advance health equity, it will be important to target private midwife 
integration efforts in provinces that have higher unmet need for family planning and greater 
maternal and child mortality rates.  

Distribution of the projected health gains and out-of-pocket expenditure averted (as a proxy for 
the protective effects against financial burden of accessing family planning services from private 
midwives) are pro-rich. Only 11 percent of the overall health gains will be concentrated in the 
poorest wealth quintile versus 25 percent in the richest quintile (see Figure 3), which reflects the 
fact that poor women don’t typically seek family planning services from private midwives. The 
majority of out-of-pocket expenditure averted is also concentrated in richer wealth quintiles. 
This finding is consistent with emerging global evidence that there is greater ability and 
willingness to pay out-of-pocket for family planning services among higher wealth quintiles and 
hence higher rates of utilization of private sector family planning services (Tumwesigye et al., 
2022). However, these findings are not necessarily discouraging to the health equity objective. 
They reveal a potential opportunity to optimize efficiency in the Indonesian health system by 
assigning wealthier JKN members to contracted private midwives and reserving public sector 
resources to provide RMCH services to the poor. 

Figure 3. Distribution of Health Gains and Out-of-Pocket Expenditure Averted Across Wealth 
Quintiles  

Policy Implications for Indonesia 
Although the analytical model in Indonesia produced estimates that did not provide strong 
evidence in support of scaling up private midwife integration into JKN’s provider network, they 
nevertheless highlight practical reasons to pursue private midwife contracting. These reasons 
include: (1) even a very small increase in the prevalence of modern contraceptive use can 
translate to a non-insignificant reduction in maternal and child mortality; and (2) cost savings 
to JKN can offset deficits or be reinvested to improve RMCH services and achieve additional 
health gains. Furthermore, the analytical results provided valuable insights into designing a 
private midwife integration strategy that can maximize potential benefits.  
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1. Private midwife integration cannot take a one-size fits all approach. To advance health
equity, policy efforts should prioritize provinces with the highest unmet family planning
needs and maternal mortality rates. Given variations in subnational government capacity
to regulate the integration of private midwives into JKN, it will be necessary to identify any
additional investment needed to ensure sufficient regulatory and operational capacity to
integrate the target number of private midwives required to achieve designed outcomes.

2. Further research will be needed to develop a better baseline understanding of the reasons
underlying unmet needs and discontinuation of modern contraceptives at the subnational
level. This informs private midwife scope of practice and health insurance integration
standard of operation that should be pursued to maximize policy benefits. Plausible
enhancements include expanding the range of reimbursable family planning services that
private midwives can provide, ensuring relevant training and certification, and engaging
contracted private midwives in social and behavioral interventions that encourage uptake
of long-acting methods—all important aspects of maximizing positive impact.

3. In practice, JKN does not just contract with private midwives or their affiliated maternal
homes to provide a single type of service to JKN members. Implementing enhanced
private midwife contracting as part of a coordinated RMCH strategy, including engaging
and empowering private midwives in the delivery of high-quality integrated RMCH
services, can yield additional gains in maternal and child health and in reducing mortality.

Conclusion 
Harnessing the private sector has long been identified as an opportunity to increase 
contraceptive access. In the absence of strong empirical evidence, analytical modeling 
provides a useful tool for policymakers to assess the potential benefits of integrating the 
private sector into social health insurance networks. The illustrative Indonesia analytical 
model discussed in this document provides some affirmation of the return on investment in 
terms of reductions in maternal and child mortality and cost savings to the health system that 
can be reinvested to improve RMCH services. More importantly, the results provide 
important insights into an effective private midwife integration strategy design that can 
advance a country’s family planning and population health program goals. Other countries 
embarking on the journey to integrate family planning services and private sector providers 
into emerging social health insurance programs can reference the illustrative model and 
results to develop their country-specific analysis and policy.  
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Annex A. Detailed Methods and Assumptions 

Estimating Modern Contraceptive Uptake 
The impact on uptake of contraception by women of reproductive age in JKN’s membership 
consists of two cases. First, new users are women of reproductive age enrolled in JKN who have 
an unmet need for family planning and whose barriers to access will be overcome by the 
availability of more private midwives in JKN’s network. Second, switchers are women of 
reproductive age enrolled in JKN who previously obtain their contraception from a non-private 
midwife service delivery point (public sector primary care facility, hospital, village midwife, 
etc.). They will switch into a private midwife’s care for routine family planning service as a result 
of enhanced private midwife contracting under JKN. They are defined as women of reproductive 
age with JKN coverage with a met need for family planning.  

These women were identified by first obtaining provincial-level total population projections 
from Indonesia’s Bureau of Statistics, which based these projections on the 2015 Inter-Census 
Population Survey. The UN Population Division estimates that 53 percent of Indonesia’s total 
population are women of reproductive age and so the provincial populations were scaled 
accordingly. The provincial populations were then divided among wealth quintiles obtained 
from the Indonesia Demographic and Health Survey 2017 (DHS) (BKKBN et al., 2018). The 
2017 DHS also included population estimates of active JKN coverage and met need status, 
allowing for the identification of the earlier described potential new user and switcher sub-
populations. HP+ opted to use 2020 JKN coverage levels reported in Indonesia’s National Social 
Security Council Integrated Monitoring System as JKN membership has grown over the last few 
years and 2021 would be the true baseline for HP+ projections. Where provinces had a 2020 
reported coverage rate over 100 percent, a cap of 100 percent coverage was used.  

Estimates for the number of women who would uptake family planning through a contracted 
midwife (i.e., new users) were determined by combining 2017 DHS data with midwife 
contracting data from the Indonesian Midwives Association and BPJS-K (the national health 
insurance implementing agency). The percentage of midwives currently under contract out of all 
private midwives within each province was calculated and merged with the 2017 DHS data. A 
logistic regression was modeled to estimate the impacts on modern method use from that 
percentage of midwives currently under contract, as well as a set of covariates that included total 
number of private midwives within each province, income quintile, age, education, total 
children ever born, marital status, and JKN insurance coverage. The predicted value for the 
probability of modern method use was then calculated for every individual. The same logistic 
regression specification was run again, but with the percentage of midwives currently under 
contract increased by the percentage given by each scenario (3 percent, 10 percent, and 50 
percent). The change in predicted value for the probability of modern method use was then 
calculated, disaggregated by province and wealth quintile. These values were then applied to the 
number of JKN-contracted women with an unmet need to arrive at the predicted increase in the 
number of women using a modern family planning method within each province and wealth 
quintile.  

Estimates for the number of women who would switch from an existing provider to a JKN-
contracted midwife, were one to become available, were not straightforward as no survey data 
exists where this question is asked of current modern users. Instead, this model used 2017 DHS 
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data where an approximation could be obtained by focusing on current modern contraceptive 
users with a recorded previous discontinuation. A logistic regression model found that the only 
significant predictor among the reasons for last discontinuation for current modern users 
obtaining their method from a public midwife, rather than either a public facility, private 
midwife, or private facility, was access/availability (ß=1.459, p = 0.046). This model included 
current modern method, province, and wealth quintile as covariates. The percentage of current 
modern users within each wealth quintile within each province who identified 
access/availability as the reason for their last discontinuation was then used for the 
consideration of switchers (3.33 percent of women with a met need). The final estimate for the 
number of women who would switch to a JKN-contracted midwife combined three modeled 
indicators: the estimated number of women who would uptake a modern family planning 
method as found in the logistic regression that combined 2017 DHS and Indonesian Midwives 
Association midwife data, the alternate approach to estimating these uptake rates from the 2017 
DHS barriers data, and the estimated switch rate from the 2017 DHS barriers data. The ratio of 
the latter two was applied to the former to arrive at a switch rate in equal proportion to the 
uptake rate used in the model’s scenarios. This allows for prediction of switch rates based on 
varying degrees of increasing private midwife contracting in JKN’s provider network.  

Using the estimates for potential new users and the unmet need uptake rate, the number of 
predicted new users was then obtained. Similarly, the number of predicted switchers was 
obtained using the estimates for potential switchers and the met need switch rate. In the model, 
HP+ further assumed that the number of new users and switchers would be capped by the 
carrying capacity of contracted midwives (i.e., how many clients they can see in a given period of 
time). The results later showed that contraceptive uptake through a newly contracted private 
midwife is so low that midwife capacity does not factor into the impact estimation.  

Estimating Health Impact 
The model estimates the impact of enhanced private midwife contracting under JKN on the 
number of unintended pregnancies averted, the number of live births averted, the number of 
abortions averted, the number of unsafe abortions averted, the number of maternal deaths 
averted, and the number of child deaths averted. These outcomes were projected annually for a 
five-year period post-implementation of private midwife contracting. Calculations were derived 
from HP+’s ImpactNow model.  

The primary input used in the estimation of health impacts was the number of new users and 
switchers disaggregated by family planning method within each wealth quintile within each 
province. Baseline method mix as a proportion of modern users within each wealth quintile 
within each province was obtained through the 2017 DHS, where these data were directly 
available. The number of women using each method was then found using these proportions 
and the number of women with a met need within each wealth quintile within each province. 
The number of new users for each method was calculated using number of capped new users 
and the method mix of modern family planning users who obtain their method through a 
midwife, obtained from the 2017 DHS. The number of switchers for each method can take two 
forms. The model allows for selecting between scenarios where women who switch to a 
contracted midwife maintain their existing method and where they instead switch to a new 
method that aligns with the method mix of modern women who obtain their method through a 
midwife. In the former case, the number of women using a given method after switching to a 

http://www.healthpolicyplus.com/impactnow.cfm
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contracted midwife combines the number of capped switchers and the overall baseline method 
mix. In the case of the latter, these switching users instead are distributed across the midwife 
method mix. 

After the method mix of new users and switchers was found, the overall new method mix could 
be determined. Within each method, the number of users combined the number of new users 
and the number of switchers with the original baseline number of users with the number of 
women who switched away from that method removed. This last figure was calculated by 
assuming that all methods would be affected by women switching their methods in accordance 
with method prevalence. The number of capped switchers and the baseline method mix allows 
for this calculation. 

Further details on the estimation methods in ImpactNow can be found in the user manual on 
the HP+ website. Key health outcomes in HP+’s estimation are defined as follow:  

• The number of unintended pregnancies averted measures the number of pregnancies 
that do not occur as a result of each new contraceptive method, taking into consideration 
the pregnancy rate and the effectiveness of each method. 

• The number of live births averted considers the number of unintended pregnancies 
averted and the rate of live births that result from unintended pregnancies. 

• The number of abortions averted considers the number of unintended pregnancies 
averted and the rate of unintended pregnancies that end in abortion. Of these, the rate at 
which abortions are unsafe allows for the calculation of the number of unsafe abortions 
averted. 

• The number of maternal deaths averted considers the number of unintended 
pregnancies and the rate at which unintended pregnancies result in maternal deaths. 

• The number of child deaths averted considers the number of unintended pregnancies 
and the rate of preceding birth interval deaths averted per birth. 

Estimating Financing Impact 
Based on the projected modern contraceptive uptake and health impact, this model projected 
annual financing impacts for a five-year period post-implementation on three financing 
outcomes: out-of-pocket (OOP) expenditure averted, additional cost to JKN, and cost savings to 
JKN.  

Out-of-pocket expenditure averted measures the total direct OOP cost of family planning 
commodities and services that individual women who switch to a contracted midwife no longer 
incur as a result of JKN contracting directly with private midwives. New users were not 
considered to experience OOP costs averted as they would not have incurred a cost for 
contraceptive methods or services in a scenario without JKN midwife contracting. The average 
OOP cost for one provider visit for each method was obtained from the Performance Monitoring 
for Action (PMA) 2016 survey (see Table A1). For intrauterine devices (IUDs) and implants, 
these costs were only accounted for in the year in which the contracting initiative is indicated to 
commence within any given province, as HP+ assumes that the cost is only incurred once when 
a woman visits a midwife for insertion of the device.  

http://www.healthpolicyplus.com/impactnow.cfm#:%7E:text=ImpactNow%20is%20an%20Excel%2Dbased,those%20scenarios%20in%20advocacy%20materials.
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An adjustment factor was further applied to the average OOP cost for each method for each 
wealth quintile to account for income gradient in OOP expenditure (see Table A2). Based on 
PMA 2016 data, there is an income gradient of IDR 2,949 per wealth quintile in OOP 
expenditure for family planning. The adjustment factor accounts for each wealth quintile’s 
percentage deviation from the overall average OOP cost per family planning visit.  

Table A1. Average OOP Cost per Client per Family Planning Visit 

Family Planning Method Amount 

IUD insertion/removal IDR 400,000 

Implant insertion/removal IDR 150,000 

Injection 1-month IDR 30,145 

Injection 3-month IDR 24,766 

Male condom Not reported 

Pill IDR 18,976 

Male/female sterilization Not reported 

Source: HP+ calculation using PMA 2016 data 

Table A2. Income Gradient Adjustment Factor 

Wealth Quintile Adjustment Factor 

Lowest -0.22 

Lower -0.17 

Middle 0.00 

Higher 0.12 

Highest 0.11 

Source: HP+ calculation using PMA 2016 data 

Additional costs to JKN are limited to measuring the additional expenditure that JKN is 
estimated to incur from provider payment for covered family planning services due to an 
increase in reimbursement for services for women who uptake family planning from a newly 
contracted private midwife and women who switch to one. Expenditure for short-acting 
methods is considered to incur annually, however women who use IUDs and contraceptive 
implants are only counted during the year in which their province is indicated to begin the 
contracting program. The estimation model uses existing fee-for-service reimbursement 
amounts as inputs, which are IDR 100,000 for IUD/implant services, and IDR 15,000 for 
injections. Family planning counseling, sexual and reproductive health services, contraceptive 
pills, and condoms are currently paid for under a capitation model. HP+’s model assumes that 
there won’t be additional expenditures incurred by JKN for capitation payment on pills and 
condoms. This assumption was made based on the fact that private midwives currently 
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participating in JKN’s provider network are still required to be affiliated with a primary care 
facility or hospital and are only eligible to receive reimbursement directly from JKN for services 
that are paid for on a non-capitation basis. Therefore, provision of family planning commodities 
(except for injections) will likely be part of JKN’s recurring expenditure on existing capitation 
payments.  

This model does not account for additional operational costs that JKN may incur in the process 
of expanding its contracted provider network. Currently, there is no data available on 
subnational-level human resource and technical capacity to train, accredit, and provide ongoing 
supervision of private midwives and ensure the quality of their services. Therefore, it is not 
possible to develop a costed operational plan for the three scenarios of private midwife 
contracting.  

Cost savings to JKN is measured by expenditure averted on provider payments for antenatal 
care and abortion services. With the number of women taking up and switching to each method 
within each wealth quintile within each province available, the total of cost averted within each 
group was obtained using the estimates of live births averted and cost per live birth, and the 
estimates of abortions averted and the cost per abortion. The expected expenditure per live birth 
was derived from a sample set of BPJS-K claims data, which covered a sample of claims costs 
associated with live births from January 2015 through December 2016. The cost associated with 
each claim was calculated over every 10-month window within the data. This 10-month window 
was used to limit each claim to cover one pregnancy. The average of these 10-month window 
averages was then calculated to arrive at the model’s final figure. The resultant expected cost per 
live birth was IDR 1,266,674. Average episodic cost for abortion was also calculated from the 
same BPJS-K claims dataset. The average of all costs associated with claims that included a 
diagnosis name that included “abort” was found. The resultant expected cost for an abortion 
incidence in the default model was found to be IDR 423,695. 

The annual financing outcome estimates are additionally adjusted to account for projected 
population growth. UN World Population Prospects 2019 projects an increase in the Indonesian 
population relative to 2022 by 0.99 percent in 2023, 1.95 percent in 2024, 2.90 percent in 2025, 
and 3.84 percent in 2026. These growth rates were applied to the final annual economic 
outcomes from the model. 
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Annex B. Private Midwives in JKN’s Provider Network, by 
Province and Scenario  

Province Baseline Scenario 1 
(+3%) 

Scenario 2 
(+10%) 

Scenario 3 
(+50%) 

Aceh 534 982 2,026 7,994 

Bali 171 370 835 3,493 

Banten 86 368 1,024 4,778 

Bengkulu 169 308 631 2,480 

Di Yogyakarta 151 254 495 1,871 

Dki Jakarta 58 290 831 3,922 

Gorontalo Not reported 48 161 803 

Jambi 122 319 778 3,403 

Jawa Barat 1,413 2,254 4,216 15,427 

Jawa Tengah 686 1,654 3,914 16,824 

Jawa Timur 1,067 2,043 4,321 17,336 

Kalimantan Barat 115 314 777 3,426 

Kalimantan Selatan 79 299 812 3,743 

Kalimantan Tengah 41 181 507 2,369 

Kalimantan Timur 60 234 640 2,962 

Kalimantan Utara 14 61 169 791 

Kepulauan Bangka Belitung 15 74 212 1,001 

Kepulauan Riau 78 167 376 1,569 

Lampung 718 1,049 1,822 6,240 

Maluku 5 42 130 628 

Maluku Utara 2 34 108 533 

Nusa Tenggara Barat 27 238 731 3,545 

Nusa Tenggara Timur 16 234 743 3,653 

Papua Not reported 93 311 1,557 

Papua Barat Not reported 44 148 741 

Riau 152 506 1,332 6,053 

Sulawesi Barat 39 124 322 1,452 

Sulawesi Selatan 78 661 2,020 9,789 

Sulawesi Tengah 17 144 439 2,127 

Sulawesi Tenggara 13 174 549 2,691 

Sulawesi Utara 1 55 180 896 

Sumatera Barat 231 523 1,204 5,096 

Sumatera Selatan 184 638 1,696 7,743 

Sumatera Utara 576 1,077 2,247 8,931 

Source: HP+ calculation based on data provided by BPJS-K and the Indonesian Midwives Association.
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