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Summary 

The Health Policy Plus (HP+) project, in partnership with Indonesia’s Ministry of Health 

Center for Health Financing and Insurance, conducted a research study to support strategic 

health purchasing reforms for maternal health services. For this study, HP+ collected data 

from more than 100 public and private primary and secondary healthcare providers, 

including private midwives, and conducted interviews with local government representatives 

in 24 districts across eight provinces in Indonesia. This document is one of two 

complimentary reports—it presents evidence to answer the following main questions: (1) Do 

multiple fund flows for maternal and neonatal health (MNH) services incentivize the 

provision of high-quality care among primary and secondary healthcare providers? (2) Is 

local government financing investment sufficient for MNH service provision and has this 

changed since implementation of the national health insurance scheme (Jaminan Kesehatan 

Nasional [JKN])? 

Key Findings 

• Capacity to manage obstetric and neonatal 

complications among primary care providers in 

Indonesia is low. 

• JKN is a significant source of financing for 

primary care and has the potential to influence 

provider behavior, especially in the private 

sector where JKN funding accounts for the 

majority of provider revenue. 

• Increasing autonomy in use of and flexibility in 

allocation of facility funding may be critical for 

improving facility capacity and willingness to 

invest toward higher quality delivery care. 

• Variations in district-level MNH allocation per 

pregnant woman may signal possible inequities 

in local funding for maternal health and lack of 

standardization or use of guidelines. 

• Improving quality of care at primary care clinics 

could lead to better outcomes and more 

efficient care by avoiding referrals that could be 

managed at the primary care level. 

• Fee-for-service payments at the primary care 

level for MNH from JKN are seen as insufficient 

by a majority of providers; this may lead to 

unintended consequences that contribute to 

inefficiencies in the system. 

• Efficiency gains are possible from revising 

payments to reduce non-essential cesarean 

sections in hospitals. 

• Local government funding for MNH will likely 

increase if districts increase overall health 

spending. 

Recommendations 

• In districts with high maternal mortality, 

encourage women to deliver in facilities 

with capacity to manage obstetric 

emergencies (i.e., hospitals, more 

competent primary care providers) until 

capacity improves at the basic primary 

care level. 

• Increase healthcare providers’ 

autonomy to use facility funds as 

needed by increasing the number of 

facilities with local community service 

agency (Badan Layanan Umum Daerah 

[BLUD]) status, with a focus on public 

primary care providers, and allowing 

more flexible use of funds at the facility 

level, with a focus on improving 

flexibility of non-JKN funding. 

• Collect cost data and use these to 

investigate and adjust JKN payments for 

MNH to better cover primary care 

provider costs; in addition, consider 

mechanisms to incentivize higher 

quality of care and better MNH 

outcomes. 

• Collect cost data and patient histories to 

understand cesarean section patterns 

and consider revising hospital Indonesia 

case-based group rates appropriately if 

misaligned incentives are found. 

• Enforce the local government 

requirement to spend at least 10% of 

budget on health. 
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Background 

Maternal mortality in Indonesia remains relatively high considering the country’s income 

level and maternal mortality rates in the region. Indonesia’s maternal mortality rate was 

estimated at 305 per 100,000 live births in 2015 and has not improved much in the last two 

decades even though more women than ever are delivering in health facilities with skilled 

birth attendants (Augustina et al., 2019). Most maternal and neonatal mortality can be 

prevented with high-quality antenatal, delivery, and postnatal care and timely referral. High 

mortality in Indonesia has been linked to poor quality of care and delayed referral for 

mothers and newborns (Augustina et al., 2019; National Research Council, 2013).   

Link between health financing and quality of care. How resources are allocated and 

funds flow in Indonesia’s fragmented health financing system may be linked to the quality of 

maternal and neonatal health (MNH) care provided. Several evaluations of financial 

incentive schemes found that basing provider payment on quality promoted better 

management and governance among providers as well as promoted better care processes, 

subsequently encouraging improved quality of care at the point of service (Wright and 

Eichler, 2018). In mixed provider payment systems, “multiple funding flows” can have 

contradictory or complementary effects on provider behavior depending on fund flow 

attributes such as the sufficiency of payments to cover costs and the level of flexibility and 

autonomy providers have to use funds (see Box 1).  

 

  

Box 1. How Do Multiple Funding Flows Influence Provider Behavior? 

A funding flow is “any transfer of funds from a purchaser to a healthcare provider that is 

characterized by a distinct combination of arrangements, including services purchased, 

population group covered, provider payment mechanism, provider payment rate, 

accountability mechanism, and any other contractual arrangement” (Mbau et al., 2018, p.1).  

Funding flow attributes that influence provider behavior may vary in terms of: 

• Contribution of funding flow to total provider income 

• Adequacy or sufficiency to cover the cost of services purchased 

• Level of managerial flexibility and autonomy to use funds 

• Predictability in terms of timing and amount of funds to be disbursed 

• Complexity or burden of accountability 

• Performance requirements 

Unintended consequences related to conflicting or unclear incentives across all funding flows 

can also impact quality of care and health outcomes. 

 

Source: Framework adapted from Mbau et al., 2018.   

Attribute of Funding 
Flows

Healthcare Provider 
Behavior

Health System 
Outcomes



Does Better Financing Enable Delivery of Higher Quality Maternal Health Services in Indonesia? 

5 

Strategic purchasing and multiple funding flows for MNH. Maternal and neonatal 

healthcare is one of the priority areas for strategic purchasing reform in Indonesia. Strategic 

purchasing is one option for improving the efficiency and effectiveness of health service 

delivery. Indonesia has taken a structured approach to defragment health purchasing by 

asking critical questions across current payers on what to purchase, who to purchase it from, 

and how to purchase in a way that improves the quality of MNH service delivery and 

ultimately health outcomes. Like in many countries, in Indonesia MNH providers engage 

with multiple financing sources (see Figure 1) with only the national health insurance 

scheme (Jaminan Kesehatan Nasional [JKN]) conducting some active purchasing of services 

and the other sources providing passive funding. JKN pays primary healthcare providers 

through capitation payments, while most MNH services at primary care facilities are paid via 

fee-for-service. Hospitals are paid via Indonesia case-based groups.  

Healthcare providers additionally receive funding through local governments, mostly from 

central government transfers, as well as through patients’ out-of-pocket payments. Most 

funding for health from local government budgets, whether using fiscal transfers or their 

own revenues, is input-based. All of these funding flows impacting maternal healthcare, as 

shown in Figure 1, are governed by different laws and regulations (Stein and Dewi, 2020). It 

is thus important to take a holistic view of the health system and financing arrangements 

when assessing strategic purchasing policy levers given the multitude of funding flows that 

are used to purchase MNH services in Indonesia (WHO, 2017). Generating evidence on how 

fund flows impact MNH service providers across levels and enable delivery of high-quality 

care is critically important to inform strategic purchasing reforms.  

Support to the Strategic Health Purchasing 

Technical Working Group for MNH. Recognizing 

the importance of financing for MNH services, the 

Government of Indonesia formed a Strategic Health 

Purchasing Technical Working Group in 2018 to convene 

stakeholders and experts to help inform decisions from 

the Ministry of Health and JKN around MNH services. 

The Strategic Health Purchasing Technical Working 

Group for MNH services aims to develop policy 

recommendations to reform current health financing and 

purchasing arrangements in a way that incentivizes 

efficient and high-quality delivery of MNH services.  

To support the technical working group with reforming 

the financing and payment mechanisms used to purchase 

MNH services, the U.S. Agency for International 

Development-funded Health Policy Plus (HP+) project, 

in partnership with Indonesia’s Ministry of Health, 

Center for Health Financing and Insurance and the 

Center for Population and Policy Studies, Universitas 

Gadjah Mada, conducted survey-based primary data 

collection across public and private primary and 

secondary healthcare providers, including private 

midwives, and conducted interviews with local 

government representatives in 24 districts across eight 

provinces in Indonesia between November 2019 and 

February 2020.  

Objectives 

This report summarizes 

findings from a survey on 

provider perceptions of funding 

flow attributes and capacity to 

provide high-quality delivery 

care. In addition, it presents 

findings from an analysis of 

local government allocations 

for MNH. This report aims to 

answer the following research 

questions:  

1. Do multiple funding flows 

for MNH services 

incentivize the provision of 

high-quality care among 

primary and secondary care 

providers? 

2. Is local government 

financing investment 

sufficient for MNH service 

provision and has this 

changed since JKN 

implementation? 
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Figure 1. Multiple Funding Flows for MNH Service Delivery 

Source: Stein and Dewi, 2020  

Acronyms: Anggaran Pendapatan dan Belanja Daerah (APBD); Anggaran Pendapatan dan Belanja Negara (APBN); 

Badan Pelaksana Jaminan Sosial Kesehatan (BPJS-K); Dana Transfer Khusus (DTK); Dana Transfer Umum (DTU); 

Pendapatan Asli Daetah (PAD); Dana Alokasi Khusus (DAK); Dana Alokasi Umum (DAU); Jaminan Persalinan 

(Jampersal); Jaminan Kesehatan Nasional (JKN); Indonesia Case-Based Groups (INA-CBGs). 

Note: This funding flow diagram is only applicable to public primary and secondary healthcare providers and does not 

include village-level financing (i.e., Dana Desa village fund) or providers below the primary healthcare level including 

puskesmas, pembantu, posyandu, polindes, and others. 

http://www.healthpolicyplus.com/ns/docs/IndonesiaMNHFundingFlowchart_508.pdf
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Provider and Local Government Sample 

Twenty-four districts were randomly sampled from eight provinces (Bali, DKI Jakarta, Jawa 

Tengah, Maluku, NTT, Papua, Sulawesi Barat, and Sumatera Barat) to be included in the 

study. In total, 48 public primary healthcare clinics (puskesmas), 20 private clinics, 18 

private midwives, and 22 hospitals were sampled. In each of the 24 districts, one official each 

from the District Health Office, District Planning Agency (Bappeda), and local national social 

health insurance agency (Badan Penyelenggara Jaminan Sosial-Kesehatan [BPJS-K]) were 

interviewed. See Box 2 for definitions of provider type terms used throughout this report. 

Among sampled providers, 60% were public providers and 40% were private. Less than half 

(41%) were BLUD facilities; 59% were non-BLUD facilities. Among hospitals, 9% were Type 

B, 73% were Type C, and 18% were Type D (Type B hospitals offer more specialty services 

and act as higher referral centers). Five (22%) hospitals were private. More detail on 

sampling, including sample inclusion criteria, can be found in the Methodological Annex.  

 

The following sections present results and key findings by research question, followed by 

overall recommendations.  

Box 2. Selected Terminology for Provider Types 

The table below provides a list of provider types included in this study (terms in Bahasa and 

English equivalent, which is used throughout the report) and a definition of each. 

Provider Type  Definition 

Puskesmas Puskesmas are public primary healthcare clinics. 

Puskesmas pelayanan 

obstetri neonatus 

essensial dasar (PONED) 

Puskesmas PONED are public primary healthcare clinics with basic 

emergency obstetric and newborn care (BEmONC) capacity. 

Klinik pratama (private 

clinic) 

Klinik pratama are small general practitioner-operated clinics in the 

private sector. 

Praktek mandiri bidan 

(PMB) (private midwife) 

Praktek mandiri bidan (PMB) are private midwife practices that provide 

basic services, including services for pregnant women. There are 

several requirements needed to establish a practice and all midwives, 

including private midwives, puskesmas midwives, or village midwives, 

can provide practice services if they fulfill certain requirements. Usually, 

puskesmas or village midwives provide practice services outside of 

puskesmas working hours. 

Rumah sakit (hospital) Rumah sakit refers to hospitals (types B, C, and D).  

Badan Layanan Umum 

Daerah (BLUD) 

Badan Layanan Umum Daerah (BLUD) translates to “local community 

service agency”; BLUD facilities are those with some financial autonomy 

compared to non-BLUD facilities. 
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1. Do Multiple Funding Flows for MNH Services 

Incentivize the Provision of High-Quality Care among 

Primary and Secondary Healthcare Providers?  

Approach 

The study team constructed technical quality and financing measures to explore the potential 

impact of financing and payment modalities on provider behavior related to MNH care 

quality. The team constructed a technical quality index that represents the capacity of 

providers to provide high-quality delivery care, and additionally classified facilities as having 

routine, basic emergency obstetric and newborn care (BEmONC), and/or comprehensive 

emergency obstetric and newborn care (CEmONC) capacity. The technical quality index 

includes 16 process of care measures (signal functions) proposed in Gabrysch et al. (2012) 

and Tripathi et al. (2015). The team also calculated each revenue stream’s contribution to 

total provider revenue, measured provider perceptions of the sufficiency of each funding 

flow to cover direct costs of providing MNH services, measured perceived flexibility for 

providers to use the revenue without limitations for specific MNH purposes and overall, and 

measured provider autonomy to make facility decisions on their own (decision space).  

The study team then examined the association of a provider’s technical quality scores with 

scores on the flexibility and sufficiency of funding flows and decision space. Brief definitions 

of the quality and financing measures included in this analysis are provided in Table 1; more 

detail on measure construction can be found in the Methodological Annex.  

Table 1. Quality and Financing Measures 

Type of 

Measure 
Measure Definition 

Technical 

Quality 

Content of 

antenatal care 

Proportion of providers reporting “always” providing four antenatal 

care services. 

16-item technical 

quality index 

Proportion of signal functions (out of 16) reported to be performed by 

providers in the last three months. Represents provider capacity to 

handle obstetric and newborn complications. 

Routine care, 

BEmONC, and 

CEmONC 

Providers reported performing all relevant signal functions to be 

considered capable in routine obstetric and newborn care, basic 

emergency obstetric and newborn care (BEmONC), and/or 

comprehensive emergency obstetric and newborn care (CEmONC). 

Financing 

Contribution to 

provider revenue 

The proportion a specific revenue stream represents out of total 

reported provider revenue. 

Flexibility: 

Flexibility index 

Proportion of provider revenue rated “very limiting” when trying to 

use/spend funds. Higher value means a higher proportion of the 

provider’s revenue is perceived to be not flexible.  

Flexibility: By 

specific MNH 

purpose 

Proportion of providers who reported that the revenue stream can be 

used without limitations for specific MNH purposes. 

Sufficiency: 

Sufficiency index 

Proportion of MNH services provided by the provider that JKN 

payments always or often fully cover direct costs of. 
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Type of 

Measure 
Measure Definition 

Financing 

Sufficiency: By 

specific MNH 

service 

Proportion of providers who reported JKN payments always or often 

fully cover the direct costs of providing an MNH service. 

Decision space 

Represents the independence of facilities in making administrative, 

financing, and service delivery decisions. Higher value means more 

independence. 

Note: Methodological considerations and definitions for these measures are consistent with related literature: see 

Gabrysch et al. (2012), Tripathi et al. (2015), and WHO et al. (2009). Detailed definitions can be found in the 

Methodological Annex. The signal functions in the constructed technical quality index do not necessarily correspond to 

indicators used within Indonesia to assess MNH care capacity for accreditation and contracting purposes. 

Results 

Quality 

Technical quality of antenatal care (ANC) was highest among puskesmas. Figure 

2 shows that 69% of sampled puskesmas reported they always provide the four measured 

routine ANC services as part of routine ANC compared with less than half of private clinics 

(25%), hospitals (36%), and private midwife (47%) providers. Most facilities (91%) reported 

always providing folic acid supplementation and monitoring for hypertensive disorder as 

part of routine ANC visits. Only 60% reported always providing tetanus vaccination. 

Figure 2. Proportion of Facilities Reporting All Four ANC Services are “Always” Carried Out as Part 

of Routine ANC 

 

Note: Four routine ANC services included: (1) folic acid supplementation, (2) iron supplementation, (3) monitoring for 

hypertensive disorder, and (4) tetanus toxoid vaccination. 

Technical quality of delivery care was low among sampled providers. Only 40% of 

sampled hospitals were classified as BEmONC-capable and no puskesmas reported 

performing all six signal functions required to be BEmONC-capable (see Table 2). Hospitals 

scored higher on the technical quality index on average compared to puskesmas, private 

clinics, and private midwives. There was no difference in scores related to capacity to provide 

high-quality delivery care between puskesmas, private clinics, and private midwives.  

Private midwives performed best in routine delivery care signal functions compared to 

puskesmas and private clinics (see Figure 3). There were low levels of provision of various 

BEmONC signal functions across all primary care facilities (puskesmas, private clinics, and 

private midwives), and no CEmONC functions were reported to be performed by any 

primary care providers. For hospitals, there was overall high reported performance of 

individual signal functions but only 40% performed all functions required to be considered 

BEmONC- and CEmONC-capable (all BEmONC-capable hospitals were also CEmONC-

capable). More details on signal functions performed by puskesmas PONED facilities can be 

found in Box 3. 

47%

36%

25%

69%

0% 20% 40% 60% 80% 100%

Private Midwife (N = 17)

Hospital (N = 22)

Private Clinic (N = 20)

Puskesmas (N = 48)
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Table 2. Proportion of Providers Classified as Capable in Routine Care, BEmONC, and CEmONC 

and Average Technical Quality Index Score 

Classification/Measurement 

Puskesmas 

PONED  

(n = 15) 

Puskesmas 

(with 

inpatient) 

(n = 8) 

Puskesmas 

(without 

inpatient) 

(n = 12) 

Private 

Clinic 

(n = 12) 

Hospital 

(n = 22) 

Private 

Midwife 

(n=18) 

Routine obstetric and newborn 

care (%) 
93% 87% 83% 83% 72% 94% 

Basic emergency obstetric and 

newborn care (BEmONC) (%) 
0% 0% 0% 0% 40% 0% 

Comprehensive emergency 

obstetric and newborn care 

(CEmONC) (%) 

0% 0% 0% 0% 40% 0% 

Average 16-item quality index 

(standard deviation) 

0.57 

(0.09) 

0.46 

(0.06) 

0.46 

(0.07) 

0.45 

(0.17) 

0.88 

(0.11) 

0.49 

(0.08) 

Note: Definitions of the 16-item quality index and for the routine, BEmONC, and CEmONC categories can be found in 

the Methodological Annex. 

Figure 3. Proportion of Providers Reporting Performance of Each Signal Function in Last Three 

Months 
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Financing 

Contribution of JKN to total provider revenue was highest among private 

providers. JKN payments from BPJS-K accounted for 67% of private clinic revenue, 48% of 

private midwife revenue, 43% of puskesmas revenue, and 31% of hospital revenue in 2018 

(see Figure 5). All provider types received revenue from clients’ out-of-pocket (OOP) 

payments, donors, and/or private sources, with private midwives relying mostly on “other” 

funding (accounting for 51% of overall revenue). Puskesmas and hospitals also received 

national government (APBN) funding (11% of puskesmas revenue and 10% of hospital 

revenue) and subnational government (APBD) funding (27% of puskesmas revenue and 35% 

of hospital revenue). 

Figure 5. Proportion Contribution to Total Revenue, by Revenue Source 

 
Note: Jampersal refers to Jaminan Persalinan, or childbirth services guarantee/insurance. 

53.2%

30.3%

41.6% 1.8%

48.3%

0.3%

13.4%

26.7%

34.6%

0.4%

10.3%

51.2%

10.7% 19.2%
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33.3%
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Indonesia Case-Based Groups
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Non-Indonesia Case-Based Groups

Subnational Government Expenditure (APBD)
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Box 1. Signal Functions Reported to be Performed among Puskesmas PONED 

Facilities 

In Indonesia, puskesmas PONED are intended to be BEmONC-capable facilities. However, 

none of the 15 sampled puskesmas PONED reported performing all six signal functions in the 

last three months in order to be classified as BEmONC-capable according to international 

definitions (WHO et al., 2009). Most sampled puskesmas PONED (80%) reported 

administering parenteral oxytocin while only 27% administered parenteral anticonvulsants and 

no facilities reported performing an assisted vaginal delivery in the last three months (see 

Figure 4). The past three months is the accepted timeframe for measuring performance of 

signal functions. It is true that some facilities may not have the opportunity to do them in that 

time period (no clinical indication to perform the signal function), however, that is part of the 

point: if providers do not perform these signal functions frequently enough, they are not 

keeping up their skills to a sufficient degree and thus are not considered capable of providing 

that specific signal function at high quality. 

Figure 4. Proportion of Puskesmas PONED (n = 15) Reporting Performance of BEmONC Signal 

Functions in the Last Three Months 
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JKN payment sufficiency ratings were higher for hospitals compared to 

primary care providers. On average, hospitals rated JKN payments as sufficient to cover 

direct costs of 67% of the MNH services they provide while primary care providers—

puskesmas, private clinics, and private midwives—rated JKN payments as sufficient to cover 

only 37%, 29%, and 21% of MNH services, respectively (see Figure 6). Only 19% of 

puskesmas, 5% of private clinics, and 6% of private midwives said JKN payments for vaginal 

delivery with complication are sufficient to cover direct costs and only 6% of private 

midwives said pre-referral service reimbursement is sufficient. For puskesmas, the service 

with the highest proportion of providers rating JKN payments as sufficient were ANC (44%) 

and vaginal delivery without complication (46%). For private clinics, the service with the 

highest proportion was neonatal care check-up (45%). For hospitals, 73% rated JKN 

payments for antenatal, neonatal, and postnatal care check-ups as sufficient to cover direct 

costs. Only 50% of hospitals said JKN reimbursement for emergency cesarean sections (C-

sections) are sufficient to cover direct costs.  

Figure 6. Proportion of Providers Rating JKN Payments as “Sufficient to Cover Direct Costs” of 

Specific MNH Services and Overall (Sufficiency Index) 
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Decision space was higher among private clinics and hospitals compared to 

puskesmas. On average, puskesmas reported having autonomy to independently make 21% 

of the decisions considered in the decision space index while private clinics reported making 

58% and hospitals reported making 52% (see Figure 7). 

Figure 7. Proportion of Facility Decisions Providers Can Make Independently (Decision Space) 

  

Note: Decisions included in the decision space index are (1) hiring and firing of staff, (2) setting staff salaries, (3) 

revising list of services provided, (4) purchase of medical equipment, (5) purchase of drugs and medicines, (6) setting 

prices of health services, (7) setting prices of medicines, and (8) contracting building maintenance and expansion. 

Around half of puskesmas and hospital revenue was rated as very limiting to 

use. Almost half of puskesmas revenue (49%) and hospital revenue (52%) was rated as very 

limiting when trying to use/spend on average (see Figure 8). Only 17% of private clinic 

revenue was rated as very limiting.  

Figure 8. Proportion of Overall Provider Revenue Rated “Very Limiting” (Flexibility Index) 

 

Funding flows have varying levels of flexibility of use for MNH purposes. Most 

primary care providers reported that special activity funds (dana alokasi khusus [DAK], both 

physical [fisik] and nonphysical [nonfisik]) cannot be used for specific MNH purposes, while 

20% of primary care providers did not know if other funding from subnational government 

expenditure (APBD) could be used for specific MNH purposes (see Figure 9). A higher 

proportion of primary care providers rated JKN-related revenue from BPJS-K as less 

restricted when used for MNH purposes compared to APBD, including key types of fiscal 

transfers. More providers reported BPJS-K non-capitation payments cannot be used for 

specific MNH purposes compared to capitation payments. Hospital revenue from APBD 

(including all fiscal transfers) and BPJS-K was generally perceived to be able to be used for 

MNH purposes with some limitations/restrictions. Hospitals rated BPJS-K revenue less 

limiting than APBD revenue and direct financing from the central government (APBN). 
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Figure 9. Proportion of Primary Care Providers Reporting Revenue Can Be Used for Specific MNH 

Purposes, by Revenue Stream 

 

Greater autonomy to make decisions is associated with higher technical quality 

of delivery care. When looking at the association of the financing measures (flexibility, 

sufficiency, and decision space indices) and the 16-item technical quality index, results show 

that the decision space index is significantly associated with the technical quality index score. 

One additional point on the decision space index is associated with an additional 0.15 (p = 

0.021; 95% confidence interval: 0.024–0.275) on the quality index score after controlling for 

provider characteristics and geographical distribution. This translates to an additional 2.4 

signal functions being performed for every additional point on the decision space index. The 

study team found no significant associations between the sufficiency and flexibility index and 

quality index. 

Key Findings  

Capacity to provide high-quality delivery care among primary care providers in 
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facility inputs (Rajan et al., 2018), this study found that capacity to provide high-quality 
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puskesmas PONED carried out all signal functions required to be considered BEmONC-

capable and only 40% of sampled hospitals were BEmONC/CEmONC-capable. This means 

that JKN and local governments are paying for lower quality than expected at primary care 

facilities (including public and private clinics/midwives).  
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JKN has the potential to influence provider behavior, especially private clinics 

with whom the majority of women seek care in Indonesia. The study team found 

that JKN revenue accounted for significant portions of provider revenue, indicating that even 

in the context of multiple funding flows for MNH, JKN likely has sufficient “market power” 

(i.e., high relative contribution to provider revenue) to influence provider behavior. JKN 

revenue as a proportion of all main revenue sources was highest among private clinics 

(including private midwives), whose main revenue sources were other (private/donors, etc.) 

and JKN. Private primary care facilities were the most common setting for facility-based 

deliveries (44%) in 2017, followed by private hospitals (23%), government hospitals (20%), 

and public primary care facilities (13%) (BKKBN et al., 2018). Private healthcare provision 

for MNH is common; JKN should take advantage of its market power within the private 

healthcare sector to drive quality improvements through its contracting function.  

Improving the capacity of public and private primary care clinics and midwives 

to provide high-quality delivery care could increase efficiencies and improve 

outcomes. Recent evidence suggests that women’s care-seeking behavior can be a response 

to low-quality care at the primary care level. There is strong evidence from other countries to 

suggest that women actively seek specific healthcare providers and do not simply go to the 

closest or cheapest health facility (Cohen et al., 2016; Leonard, 2007, 2014). The 

phenomenon of “bypassing,” or traveling farther than the nearest facility, to receive care is 

an indication of willingness to incur costs in order to seek care somewhere else. It is well 

established that pregnant women in different settings will bypass their nearest primary care 

facilities if they view them to provide low-quality care (Leonard et al., 2002; Kruk et al., 

2009a, 2009b, 2014; Kahabuka et al., 2011; Parkhurst and Ssengooba, 2009). Capacity to 

provide high-quality delivery care in the facilities sampled by HP+ was low, especially in 

primary care facilities. Women seeking care directly at higher levels, i.e., referral hospitals, is 

likely in part a response to low quality of care being provided at nearby facilities. Therefore, 

dedicated efforts at improving quality of services at the primary healthcare level may not 

only improve outcomes but could indirectly lead to cost-savings if women gain confidence in 

the primary care system to deliver high-quality care. Cost-savings to BPJS-K would accrue 

from reduced hospital use for MNH services where services are more expensive.  

Increasing facility autonomy to make management decisions may be one 

avenue for improving facility capacity to provide high-quality delivery care. The 

study team found that higher scores on the decision space index, or a provider’s ability to 

make more facility decisions independently, were associated with increased capacity to 

provide high-quality delivery care (as measured by the 16-item quality index). Decision space 

has been found to be associated with improved facility performance and response to 

incentives in several settings, and many performance-based financing programs include 

improvements in facility managerial autonomy as a key component (Duran et al., 2020; 

Friedman et al., 2016; de Walque et al., 2017).  

Flexibility and sufficiency of funding for MNH purposes likely still important. 

Although the study team did not find significant associations with the other financing 

measures, theory suggests that flexibility of funding as well as sufficiency of covering direct 

costs is likely to impact provider behavior in a way that may impact quality (Mbau et al., 

2018). 

Insufficiency of primary care payments for MNH from BPJS-K may lead to 

unintended consequences that contribute to inefficiencies in the system. Overall, 

primary care providers (puskesmas and private clinics) rated BPJS-K payments low in terms 

of sufficiency of covering direct costs of MNH services whereas hospitals reported higher 
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sufficiency ratings. Insufficient payment amounts, or inadequate incentives, could impact 

provider willingness to provide a service (such as ANC) if payment does not reimburse the 

provider properly. This also creates an incentive for primary care providers to refer women 

to the hospital level, even if, unlike in HP+’s facility sample, the primary care facility has the 

capacity to provide the service. If the payment is not sufficient, then it is not necessarily 

worthwhile for the provider to provide the service. Non-capitation payments for MNH from 

BPJS-K may need to be increased to incentivize primary care providers to provide ANC and 

other MNH services at the primary care level. It should be noted that although BPJS-K 

payments were not rated sufficient among primary care providers, BPJS-K payments 

account for only a portion of revenue coming into primary care facilities—other funding 

streams may complement BPJS-K funding and it is possible that providers actually receive 

sufficient payment across all funding flows. However, in terms of BPJS-K payments alone, 

there is room to improve the sufficiency of payments.   

Efficiency gains could be made from rationalizing C-section payments to reduce 

C-section rates in hospitals. Overpayment for certain conditions may lead to unintended 

consequences at the secondary care level. As shown in Box 4, C-section rates in sampled 

hospitals increased since 2014. This could be a response to overpayment for C-sections 

under JKN, meaning hospitals may be responding to the increased reimbursement for C-

sections (compared to normal deliveries) by providing more C-sections (otherwise known as 

supplier-induced demand). Rates of C-sections (C-sections divided by total deliveries in the 

hospital) beyond those linked with the expectation of emergency needs and complications 

can have impacts on maternal health outcomes, as C-sections are a major surgery with 

potential for complications and require longer recovery and follow-up periods that add costs 

to the health system. Rationalizing C-section payments to ensure there is not an incentive to 

overprovide should be prioritized in any strategic purchasing reform for MNH. 

  

Box 4. Hospital C-section Rates 

High and increasing C-section rates among sampled hospitals. Among sampled hospitals, the 

average C-section rate increased from 33% in 2014 to 44% in 2018. C-section rates increased an 

average of 2% each year for each hospital. It is not possible to know whether the C-section rate in 

any given hospital is more or less than medically necessary without medical reviews. However, the 

increasing C-section rate may indicate that C-sections are being increasingly conducted in 

response to JKN implementation, when payment for C-sections increased. 

Figure 10. Average Hospital C-section Rate (C-sections/Total Deliveries) 

 

33%
37% 36%

42% 44%

0%

20%

40%

60%

2014 (N = 12) 2015 (N = 15) 2016 (N = 17) 2017 (N = 20) 2018 (N = 20)

The majority of BPJS-K payments to hospitals are for C-sections. Sampled local BPJS-K offices 

reported that 81% of Indonesia case-based group payments to hospitals for MNH were for C-

sections.  
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2. Is Local Government Financial Investment 

Sufficient for MNH Service Provision and Has This 

Changed Since JKN Implementation?  

Local or subnational governments in Indonesia play a significant role in health service 

delivery due to the extent of decentralization of Indonesia’s health system. Local 

governments are responsible for supply side service readiness in addition to meeting 

minimum service standards in health across a range of priority disease areas. Due to uneven 

capacity across local governments, some regions in Indonesia have limited health facilities 

equipped to provide quality health services to the local population (World Bank, 2018). 

Investment by local governments in MNH is determined by local government priorities and 

the local budget allocation process, and thus local investment in MNH likely varies widely 

across districts. This variation in investment by local governments could play a role in 

inefficiencies or inequities that exist across geographies for MNH service utilization and 

health outcomes.  

Results 

There is wide variation in amounts allocated to MNH across sampled districts. 

On average, about IDR 286,000 was allocated to MNH services per pregnant woman in 2018 

in HP+’s sampled districts (see Figure 11). MNH allocation per pregnant woman varied from 

IDR 3,000 in Jakarta Utara to IDR 1.5 million in Merauke. The average proportion of total 

local health allocation that was allocated specifically to MNH in districts in 2018 was 3.3% 

(see Figure 12). This ranged from 0.003% in Padang Pajang to 16.6% in Maluku Tengah.  

Figure 11. District Allocation to MNH per Pregnant Woman in 2018 
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Figure 12. Proportion of MNH Allocation Out of Total Local Health Allocation by District in 2018 

 

There is a minor positive link between the size of local health allocations and 

MNH allocations within districts. Additional local health allocation was associated with 

additional MNH budget allocation within districts in HP+’s sample. One additional rupiah of 

local health allocation was associated with an additional IDR 0.05 (p < 0.001) allocation to 

MNH services on average across districts, controlling for time trends and number of 

pregnant women in the district in each year. The study team found no significant changes in 

budget allocation for MNH (overall, per capita, or as a proportion of the local budget), within 

districts from 2015 to 2019. 

Local government officials reported decreased local allocation to MNH 

alongside JKN implementation. Providers reported that local allocation to MNH 

decreased after JKN implementation. Almost half of District Health Office officials (43%) 

reported that local government budget allocation to MNH services decreased since JKN 

implementation, with 27% saying allocations increased, and 30% saying they did not change 

(see Figure 13). The study team found no evidence of a relationship between the amount of 

BPJS-K payments and local allocations to MNH, meaning there was no evidence that JKN 

was displacing local government funding for health or MNH services. However, perceptions 

of District Health Office officials differ from these quantitative findings, which may have 

implications for future MNH and health funding from local government since future year’s 

budgets are often based on prior year budgets. 

Figure 13. Proportion of District Health Offices Reporting Changes in Allocations to MNH since 

JKN Implementation 
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Key Findings 

Variation in proportion of district-level health funding allocated to MNH and 

the amount of funding allocated per pregnant women in sampled districts 

indicates potential inequities in local funding for maternal health. Variation in 

MNH allocation implies some districts may be over- or under-spending on MNH care per 

pregnant woman and compared to other health priorities. However, there is not evidence to 

say what is the appropriate amount allocated to MNH in each district. Variation only 

indicates possible inequitable allocation. Further research should be done into whether 

sufficient budget is allocated and spent at the district level for MNH and whether variation in 

local allocation for MNH still exists after controlling for need.  

Local government funding for MNH will likely increase as districts increase 

overall health spending. The study team found a small positive significant relationship 

between local health allocation and allocation to MNH within districts. One strategy for 

improving local allocations for MNH may be to increase overall local health budgets. 

Continued improvements in government revenue and fiscal transfers could thus have 

downstream impacts on MNH funding. Additionally, enforcement of regulations around 

minimum funding for health from local governments would likely increase overall health 

spending and subsequently MNH funding as most districts in Indonesia do not currently 

allocate the required 10% of their local budget to health (World Bank, 2017).  

The proportion of local health funding allocated to MNH did not increase over 

time within sampled districts. Efforts toward prioritization of MNH services in local 

budgets should also be undertaken to increase the proportion of local health funding going 

toward MNH, which is not increasing over time within districts. This could be done by 

improving awareness among local governments that MNH is a priority. Since local 

governments usually allocate budget based on the previous year’s allocation, increasing the 

share of the health budget allocated toward MNH now could help sustain higher investment 

in MNH services. Another alternative is to conduct better budget planning for MNH care 

using the existing health electronic planning and budgeting system (SISCOBIKES). 

SISCOBIKES is an online budgeting and planning tool developed by Indonesia’s Ministry of 

Health Center for Health Financing and Insurance to help local districts better budget for the 

health sector, especially to achieve the minimum service standard targets, which include 

MNH outcomes.  

Policy Recommendations 

Increase provider agency to use facility funds as needed by (1) increasing the 

number of facilities with BLUD status, with a focus on public primary care 

providers, and (2) allowing more flexible use of funds at the facility level across 

national and subnational revenue streams. Increasing facility autonomy to make 

management decisions may be one avenue for improving the quality of MNH care in 

Indonesia. The extent of decentralization in Indonesia means there is variation in the level of 

autonomy and flexibility that providers have to spend facility revenue. For example, some 

local governments take in BPJS-K capitation payments meant for facilities as local 

government revenue and then re-allocate the funds according to local government policies 

and budget allocation processes (World Bank, 2018). Independent BLUD facilities manage 

their own finances and receive JKN payments directly from BPJS-K, whereas rigid budgets 

for non-BLUD facilities that flow through local government may be a barrier to improving 

efficiency and quality of service delivery. Providers should be empowered to properly 
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manage their facilities and must have the management autonomy to use resources to solve 

problems with strategies that are developed locally. This recommendation aligns with 

performance-based financing schemes that consider improvements in facility autonomy as a 

key mechanism by which payment incentives can actually impact provider behavior and 

outcomes.  

Improve sufficiency of JKN financing for MNH to cover direct costs through 

revised purchasing mechanisms linked to process and output quality measures. 

In addition to autonomy to make management decisions, providers must have sufficient 

funds to cover costs of providing MNH services. JKN funding for MNH services, especially at 

the primary care level, should be re-evaluated and rationalized in order to ensure direct costs 

are covered. Revised payment mechanisms for MNH can be linked to process and output 

quality measures for MNH to incentivize provision of high-quality care. In addition to 

ensuring sufficient payments for MNH, it is important that incentives are aligned across all 

MNH funding flows, of which JKN financing is only one (Stein and Dewi, 2020).  

In districts with high maternal mortality, encourage women to deliver in 

facilities with the capacity to manage obstetric emergencies (i.e., hospitals, 

more competent primary care providers) until capacity improves at the basic 

primary care level. Indonesia must focus on improving capacity to provide high-quality 

care for MNH to realize health gains from improved MNH service use among women, while 

enhancing a gatekeeping system between primary care providers and hospitals. Yet, until 

MNH capacity among primary care providers improves, women at risk of having labor 

complications should be encouraged to deliver in—or directly referred to—hospitals with 

higher capacity to handle obstetric and neonatal emergencies to ensure timely access to 

comprehensive emergency care if needed. This can be done by providing women with 

information on quality of services available at various providers and information, through 

frontline health workers, on the importance of delivering in hospitals. This recommendation 

is in line with recommendations from the Maternal Health Evidence Summit to shift delivery 

to higher-level facilities, although doing so will depend on the capacity of higher-level 

hospitals to receive and care for pregnant women in their catchment area (Indonesian 

Academy of Sciences, 2018). 

Rationalize hospital-level C-section payments. The Indonesia case-based groups 

payment to hospitals for C-sections should be re-evaluated and rationalized so as not to 

incentivize overprovision of C-sections. Rationalizing C-section payments could include 

reducing the C-section rate or reducing the gap between reimbursement for C-sections and 

normal deliveries to lessen the incentive to perform a C-section. This may address some 

supplier-induced demand for C-sections. Education and information should also be provided 

to women on their delivery options so they can make evidence-informed decisions around 

their birth plan. 

Continue to enforce the local government requirement to spend at least 10% of 

its budget on health and advocate for increased local government resources 

allocated to health over time. The study team found a significant, positive association 

between local health funding overall and MNH funding. Thus, encouraging local 

governments to increase health spending overall will likely increase funding available for 

MNH as well. HP+ recommends that national stakeholders inform local governments of 

priority health areas, including MNH, and the importance of local government financing in 

complementing health insurance payments to facilities. Finally, HP+ recommends further 

exploration of the use of funds and budget absorption for MNH at the local level as the study 
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team found significant variation in the amount allocated per pregnant women and as a 

proportion of spending on health across local governments. 
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Methodological Annex 

Sampling 

For this study, Health Policy Plus (HP+) designed a multiple-stage mixed sampling strategy, 

combining both purposive and random sampling methods. First, a total of eight provinces 

were purposively sampled in consultation with government partners; second, three districts 

within each of those eight provinces were selected randomly. Table A1 shows the final 

provinces and districts selected in the study. 

Table A1. Selected Provinces and Districts 

Provinces Confirmed District and City* 

Sumatera Barat Pesisir Selatan; Dharmasraya; Kota Padang Panjang* 

DKI Jakarta Kepulauan Seribu; Kota Jakarta Timur*; Kota Jakarta Utara* 

Jawa Tengah Banyumas; Sukoharjo; Kota Semarang* 

Bali Tabanan; Karangasem; Kota Denpasar* 

Sulawesi Barat Polewali Mandar; Mamuju; Mamasa 

Nusa Tenggara Timur Manggarai; Timor Tengah Selatan; Kota Kupang 

Maluku Maluku Tengah; Buru; Kota Tual 

Papua Merauke; Kabupaten Jayapura; Kota Jayapura* 

* City/kota is defined as urban districts. Kabupaten is defined as rural districts. 

Within each of those 24 districts, five providers were sampled using stratified random 

sampling with the objective of reaching the following distribution of facilities: two primary 

healthcare clinics (puskesmas), one private primary healthcare clinic, one private midwife, 

and one referral hospital per district. Puskesmas and private primary healthcare clinics 

included were randomly selected from district’s master facility lists and must have had a 

contract with BPJS-K and offer antenatal care and/or delivery services. Sampled puskesmas 

were then asked to mention their most commonly used referral hospital and private 

midwives they contract with, and private midwives and hospitals were sampled from this 

recommended list. Private midwives and hospitals had to have a contract with BPJS-K 

(through a puskesmas for private midwives) and offer antenatal care and/or delivery 

services. Table A2 displays the final number of providers included in the study. Further 

information on refusals, response rates, and replacement is available upon request.  

Table A2. Number of Providers Sampled by Type 

Facility Type Final Sample Size 

Puskesmas PONED (and inpatient)* 23  

Puskesmas without inpatient 25 

Joint-practice private clinic (klinik pratama) 20 

Private midwife (PMB) 18 

Hospital (rumah sakit) 22 

Total 108 

* Puskesmas PONED are intended to be capable to provide basic emergency obstetric and newborn care. 
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In addition to the five types of providers sampled for each district, three local government 

representatives were interviewed in each district. These representatives included one each 

from the District Health Office (Dinas Kesehatan Kabupaten/Kota), the Regional 

Development Planning Office (Badan Perencanaan Pembangunan Daerah [Bappeda]), and 

the national social health insurance agency (Badan Penyelenggara Jaminan Sosial-

Kesehatan [BPJS-K]). 

Measures Developed for the Study 

Quality of Care 

Content of antenatal care (ANC): HP+ measured the content of ANC as reported to be 

performed by providers in the study sample. The content of ANC care measure refers to the 

proportion of providers that reported “always” providing four ANC services: (1) monitoring 

for hypertensive disorder of pregnancy, (2) iron supplementation, (3) folic acid 

supplementation, and (4) tetanus toxoid vaccination.  

Capacity to provide high-quality delivery care: Among providers offering delivery 

services, HP+ measured performance of signal functions of routine care, basic emergency 

obstetric and newborn care (BEmONC), and comprehensive emergency obstetric and 

newborn care (CEmONC). Signal functions are process of care indicators that represent 

facility capacity to provide services that are essential for preventing maternal and newborn 

mortality during delivery. HP+ used validated process of care measures for routine and 

emergency obstetric and newborn care proposed by Gabrysch et al. (2012) and Tripathi et al. 

(2015).  

HP+ measured facility technical quality of maternal and newborn care by constructing a 16-

item technical quality index containing signal functions listed in Table A3. This 16-item 

quality index represents the proportion of signal functions reported to be performed by each 

facility in the past three months and is reported as a number between zero (when no signal 

functions are reported as performed) and one (when all 16 signal functions are reported as 

performed). This index represents the provider’s capacity to deal with obstetric and newborn 

complications and provide high-quality obstetric care. 

Table A3. Signal Functions Included in the 16-Item Quality Index 

Reported 

universal 

practice of: 

1. Infection control (provider handwashing before patient exam in labor AND new sterile 

gloves before every vaginal exam) 

2. Use of partograph to monitor labor 

3. Active management of third stage of labor (oxytocin administration AND assessment of 

uterine tone) 

4. Thermal protection for newborn (newborn dried immediately AND skin-to-skin initiated 

AND delayed bathing)   

5. Exclusive breastfeeding initiated within an hour of delivery 

6. Umbilical cord cut with sterile blade or scissors 
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Reported 

practice in 

the past 

three 

months: 

7. Removal of retained products  

8. Parenteral oxytocin for maternal hemorrhage 

9. Parenteral anticonvulsants for (pre-)eclampsia 

10. Manual removal of placenta 

11. Parenteral antibiotics for maternal infection 

12. Assisted vaginal delivery (vacuum or forceps) 

13. Cesarean section  

14. Blood transfusion     

15. Antibiotics given to mother for preterm labor or prolonged rupture of membranes 

16. Corticosteroids given to mother for preterm labor                                

Additionally, HP+ classified facilities into those that provide routine care, BEmONC, and 

CEmONC based on reported signal functions. Table A4 shows definitions for facilities 

capable in routine care, BEmONC, and CEmONC. This is a way of categorizing facilities’ 

capacity to deal with obstetric complications and provide high-quality obstetric care. 

Providers must have reported providing all of the signal functions under the category to be 

considered to have routine care, basic emergency care, or comprehensive emergency care 

capacity.  

Table A4. Signal Functions Included in the Definition of Facilities That Are Capable in Routine 

Obstetric Care, BEmONC, and CEmONC 

Routine Obstetric Care 
Basic Emergency Obstetric and 

Newborn Care (BEmONC) 

Comprehensive Emergency 

Obstetric and Newborn Care 

(CEmONC) 

Reported universal practice of: 

1. Infection control (provider 

handwashing before patient 

exam in labor AND new 

sterile gloves before every 

vaginal exam) 

2. Use of partograph to 

monitor labor  

3. Active management of third 

stage of labor (oxytocin 

administration AND 

assessment of uterine tone) 

Reported practice in the past three 

months: 

1. Removal of retained products  

2. Administered parenteral oxytocin  

3. Administered parenteral 

anticonvulsants  

4. Manual removal of placenta 

5. Administered parenteral 

antibiotics  

6. Assisted vaginal delivery 

(vacuum or forceps) 

Reported practice in the past 

three months: 

1. All (6) signal functions of 

basic emergency care 

2. Caesarean section  

3. Blood transfusion 

 

Attributes of Funding Flows 

Provider perceptions of flexibility and sufficiency of funding streams: HP+ 

created and calculated the following indicators, by revenue stream, provider, and/or MNH 

service, that represent perceptions of providers in terms of the flexibility and sufficiency of 

various revenue streams. 

Flexibility 

By revenue stream: HP+ calculated a score for each revenue stream that represents 

provider perception of how limiting, or how not flexible, the use of that revenue stream’s 

funding is. This score is estimated as the proportion of providers that reported each revenue 



Does Better Financing Enable Delivery of Higher Quality Maternal Health Services in Indonesia? 

26 

stream’s restrictions/earmarks as “very limiting” when trying to spend (compared to 

“somewhat limiting,” “not limiting at all,” and “not having any earmarks or restrictions”). 

Higher scores mean that the restrictions on each revenue stream were considered very 

limiting or not very flexible by providers. 

By provider (flexibility index): HP+ also estimated, for each provider, a flexibility 

weighted score (i.e., flexibility index) by calculating the proportion of each provider’s 

revenue that were reported as being “very limiting.” Facilities with higher scores operate 

under a perceived scenario with more restrictive, or less flexible, funding.  

By maternal and neonatal health (MNH)-specific purpose: HP+ calculated an 

additional flexibility score for each revenue stream for specific MNH purposes based on 

providers’ responses to whether or not the revenue stream could be used for a specific MNH 

purpose without limitations or restrictions (listed in Table A5). Out of providers who 

answered each question (i.e., not including those who did not respond), responses that the 

fund could be used without limitations or restrictions were coded as 1 and all other responses 

(“yes, with limitations or restrictions” and “no”) were coded as 0. The score was then divided 

by the total responses and thus represents the proportion of providers who reported that the 

fund can be used without limitations for that purpose. HP+ calculated a score for each 

revenue stream for each of the categories of MNH services listed in Table A5.  

Table A5. Categories for Use of Revenue Streams for MNH Purposes 

Category 

Pay staff salaries 

Purchase medicines required for MNH services 

Purchase commodities and medical supplies required for MNH services 

Purchase or pay for maintenance or repair of medical equipment required for MNH services 

Purchase or pay for maintenance or repair of non-medical infrastructure or equipment 

Sufficiency 

By provider (sufficiency index): HP+ calculated a “sufficiency” score for JKN payments 

for MNH services (Table A6) that represents the proportion of MNH services provided by the 

provider that JKN payments always or often fully cover direct costs of. HP+ assigned a value 

of 1 for each MNH service that the provider reported JKN payments either “always” or 

“often” cover direct costs for (compared to “sometimes” or “never”) and divided the sum by 

the number of MNH services the provider provides. Thus, the score represents the 

proportion of MNH services provided by the provider that JKN payments sufficiently cover 

direct costs. 

By MNH service: HP+ also calculated a “sufficiency” score for JKN payments by MNH 

service. This represents the proportion of providers that reported JKN payments always or 

often fully cover the direct costs of providing that MNH service. HP+ assigned a value of 1 

each time a provider reported that JKN payments “always” or “often” cover direct costs and 

divided by the total number of providers who answered that question for each MNH service. 
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Table A6. MNH Services Included in Sufficiency Index 

Service 

ANC check-up 

Vaginal delivery without complication 

Vaginal delivery with complication 

Planned cesarean section 

Emergency cesarean section (SHC only) 

Postnatal care check-up 

Neonatal care check-up 

Decision Space 

Finally, HP+ created a decision space index to represent the independence of facilities in 

making administrative, financing, and service delivery decisions. The decision space index 

included the indicators listed in Table A7. The facility received a score of 1 when reporting 

that the facility makes the decision independently while all other responses (“facility makes a 

recommendation to a higher authority,” “facility mainly follows the decision/order of a 

higher authority”) were given a score of 0. The decision space index is a score out of eight 

and represents the proportion of facility decisions that the provider can make independently.  

Table A7. Decisions Included in Facility Decision Space 

Decisions 

Hiring and firing of staff 

Setting staff salaries 

Revising list of services provided 

Purchase of drugs and medicines 

Purchase of medical equipment 

Setting price of health services 

Setting price of medicines 

Contracting building maintenance and expansion 
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