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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 and neonatal health (MNH) 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 report is 

the second of two, and presents evidence to answer the following research questions:  

1. Is the current MNH referral system efficiency-oriented, whereby referrals are timely 

and appropriate? 

2. How are healthcare providers covering referral-related costs, including referral 

transportation costs? 

3. Is the current incentive scheme for MNH referrals with private midwives sufficient to 

achieve the right outcomes? 

 

 

Key Findings 

• The low capacity of primary care facilities to provide high-quality delivery care, combined 

with the insufficiency of payments by the national health insurance scheme to cover the 

cost of provision of MNH services might increase the probability of up-referral from primary 

care providers to hospitals. 

• MNH-referred patients are bearing the financial burden, covering transportation expenses, 

especially when they are back-referred from hospitals to primary care facilities.  

• The low quality of referral services provided by private midwives might be affected by 

insufficient reimbursement for pre-referral services and referral transportation, as well as 

low capacity to provide required referral documentation.  

Recommendations 

• Provide better incentives (based on quality of service) to all types of lower-level healthcare 

providers, including public primary healthcare clinics (puskesmas), private clinics, and 

private midwife practices, encouraging them to provide high-quality MNH services and 

reduce the incentive to refer non-high-risk or non-emergency patients for MNH services to 

hospitals. Improved financing arrangements should be accompanied by increased 

autonomy for providers to use funds as needed to improve quality and service delivery. 

• Identify ways to help reduce the economic and financial burden faced by women during 

referral processes between primary healthcare providers. 

• Strengthen the connection between private midwife practices and the national health 

insurance scheme by allowing private midwives to negotiate direct contracts with the 

national scheme. In addition, payments to private midwives should be linked to higher-

quality standards, or even to obtaining Indonesian Midwives Association (IBI) certification, 

to encourage provision of higher-quality MNH services.  

• Enable stronger and permanent coordination between the national social health insurance 

agency, the Ministry of Health, and local governments to identify and determine proper 

referral guidelines. 
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Background 

Indonesian efforts to reduce high maternal and newborn mortality rates face various 

challenges.1 Recent evidence suggests that barriers, such as cultural norms, challenging 

geographic characteristics, lack of economic means, and inadequate access to health 

insurance, might be reducing the effectiveness of such efforts (Nugraheni et al., 2020; 

Rizkianti et al., 2020). In addition, the health system, especially the referral system, has not 

been able to influence healthcare provider and women’s care-seeking behavior in a way that 

allows for improved health outcomes (Thabrany et al., 2017; Sartika and Masahin, 2020; 

Handriani and Meleniani, 2015). In Indonesia, an estimated 75% of maternal deaths took 

place right after labor and within 48-hours postpartum, while 58% of neonatal deaths 

occurred 48 hours after birth; of those, about 70% of deaths were identified as preventable 

(Indonesian Academy of Sciences, 2018). In this context, challenges around the referral 

system for maternal and neonatal health (MNH) care in Indonesia, particularly between 

primary care facilities and hospitals, have been identified as a potential contributor to the 

recent plateau across MNH outcomes in Indonesia (Indonesian Academy of Sciences, 2018; 

see Box 1). It is unclear whether financing systems play a role in incentivizing specific 

providers’ referral practices. 

 

Avoiding maternal and neonatal mortality and morbidity requires receiving high-quality care 

as soon as possible after pregnancy or birth complications arise. From the onset of obstetric 

complications, timely and high-quality care must be delivered to prevent delays in receiving 

 

1 The maternal mortality rate is 305 per 100,000 live births; the infant mortality rate is 24 per 1,000 

live births (Statistics Indonesia, 2015, 2017).  

Box 1. Factors Impacting Maternal and Neonatal Referrals in Indonesia 

In Indonesia, the following were identified as barriers to timely referral and receipt of high-

quality care before and after referral: 

• Transport barriers wherein emergency transport is unavailable and private transport 

incurs costs 

• Uncertainty about where to seek emergency care that results in patients traveling to 

several hospitals before receiving treatment 

• Difficulties in coordinating between public and private systems, including with private 

hospitals and midwives 

• Lack of standardized protocols for managing emergency complications and referrals 

between public primary healthcare clinics (puskesmas) and hospitals 

• Reluctance to admit poorer women covered by national health insurance 

• Lack of proper health insurance registration documentation 

• Distance to health facilities 

• Shortage of qualified health workers 

• Overcrowded health facilities 

• Suboptimal health facility accreditation 

Source: Pedrana et al., 2019   
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care that could negatively impact health outcomes. The “three delays” model, for example, 

posits that pregnancy-related mortality is due to delays on the side of the pregnant woman in 

deciding to seek care, in reaching an appropriate obstetric facility, and in receiving adequate 

care once the facility is reached (Thaddeus and Maine, 1994). An effective and efficient 

referral system for maternal and newborn health is expected to facilitate the prompt referral 

of women and newborns experiencing delivery or health complications to facilities with the 

capacity to handle emergencies. This also applies to properly referring women with high-risk 

pregnancies (i.e., women with higher risk of experiencing complications during childbirth) to 

receive maternal care in a hospital or facility with capacity to handle obstetric emergencies 

prior to delivery.  

Per the tiered referral system in Indonesia,2 primary care providers are intended to perform 

a gate-keeping role for all health services including MNH services (BPJS-K, 2014a, 2014c). 

This means that women have provider choice at the lowest-level of primary healthcare 

provider (such as puskesmas, which are public primary healthcare clinics) but cannot seek 

care in higher-level healthcare facilities (such as hospitals) before they obtain a referral 

(BPJS-K, 2014a, 2014b, 2014c). Transfer from lower-level hospitals to higher-level hospitals 

(such as from Type D to Type C) when, for example, treatment is not available at the lower 

level, also requires referral. Despite these referral and gate-keeping regulations, in practice, 

pre-established systems for efficient referrals are limited and multiple transfers are common 

(Indonesian Academy of Sciences, 2018).  

It has been shown that better financing of and 

payment for MNH services at primary care 

(including care by midwives) and secondary 

care levels, and across the public and private 

sector, can influence timely referral and receipt 

of adequate care, and therefore promote better 

care (Wright and Eichler, 2018; Kamau et al., 

2017). These factors include transport 

availability and costs, care coordination across 

providers, use of integrated communication and 

information systems, availability of high-quality 

services, and more (see Box 1 previously).   

Recognizing that financing for MNH services, 

including referrals, has the power to improve 

the quality and continuum of care, the 

Government of Indonesia formed a Strategic 

Health Purchasing Technical Working Group in 

2018. The working group convened 

stakeholders and experts to help inform 

decisions by the Ministry of Health and the 

national social health insurance agency—Badan 

Penyelenggara Jaminan Sosial-Kesehatan 

(BPJS-K), which administers the national health 

insurance scheme—around what MNH services 

to buy, from whom, and via what purchasing 

mechanisms. The working group aims to 

 

2 Per the following regulation: PMK No. 3/2020 on Hospital Classification and Licensing. 

Objectives 

This document summarizes specific 

findings to understand the role of 

financing structures and incentives for 

health providers on proper and timely 

MNH referrals and identifies which 

aspects might influence referral 

practices for primary healthcare 

providers, including private midwives. 

This brief presents evidence for the 

following research questions:  

1. Is the current MNH referral system 

efficiency-oriented, whereby 

referrals are timely and 

appropriate? 

2. How are healthcare providers 

covering referral-related costs, 

including referral transportation 

costs? 

3. Is the current incentive scheme for 

MNH referrals with private midwives 

sufficient to achieve the right 

outcomes? 
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develop policy recommendations to reform current health financing and purchasing 

arrangements in a way that incentivizes efficient and high-quality delivery of MNH services, 

including referrals.  

To support the working group, 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 Center for Population and Policy Studies, University 

of Gajah Mada, conducted survey-based primary data collection across public and private 

primary and secondary healthcare providers, including private midwives, and interviews 

with local government representatives in 24 districts across eight provinces in Indonesia 

between November 2019 and February 2020. Methodological considerations, definitions, 

and technical inputs used for this study are available in the Methodological Annex of the 

corresponding HP+ report by Stein et al. (2020).  

Findings 

1. Is the Current MNH Referral System Efficiency-Oriented, 

whereby Referrals are Timely and Appropriate? 

To assess the efficiency of MNH referral services, HP+ looked into whether primary 

healthcare providers were able to perform a gate-keeping role and prevent up-referral when 

it is not medically required. In Indonesia, a pregnant woman needs to have a referral form 

from a primary care provider before they can be referred to receive specialized care at a 

hospital. In fact, it is suggested that pregnant women deliver at first-level health facilities 

and only be referred if there is an emergency (BPJS-K, 2014c).3 If women bypass lower-level 

facilities and go directly to hospitals, or if primary care providers refer women up to 

hospitals to receive care that could be delivered at the primary care level, this points to 

potential inefficiencies in the system as it is currently designed. HP+ assessed rates of 

referral rejection and refusal, which would be low in an efficient referral system with timely, 

proper referral to higher levels that are equipped to adequately handle the emergency. The 

following is some evidence on the efficiency of the referral system for MNH in Indonesia.  

Low quality of MNH services may impact the gate-keeping role of primary care 

providers. There is evidence that primary healthcare providers are not able to perform 

their gate-keeping role efficiently, with many women in Indonesia bypassing lower levels of 

care to receive higher-quality MNH services in the hospital when not required (Wilopo et al.,  

2020; Thabrany et al., 2017; key informant interviews with MNH experts). This bypassing 

behavior could be a response to a perception of low quality of care provided at the primary 

care level (Bapna et al., 1991; Leonard et al., 2002; Kruk et al., 2014, 2009; Kahabuka et al., 

2011; Parkhurst and Ssengooba, 2009). The inability of primary care providers to provide 

high-quality delivery care may also be a key factor leading women with uncomplicated 

pregnancies to seek MNH services in hospitals. Among HP+’s sample of primary care 

providers, technical quality of delivery services (or the provider’s capacity to provide high-

quality obstetric and newborn routine and emergency care) was low (Stein et al., 2020).4 

 

3 BPJS-K defines emergency conditions as bleeding, seizures in pregnancy, premature rupture of 

membranes, fetal distress, and other life-threatening conditions for both mother and baby (BPJS-K, 

2014b). 
4 See related HP+ report (Stein et al., 2020) for a detailed discussion on provider capacity to provide 

high-quality delivery care services.  
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Low sufficiency ratings of payments by the national health insurance scheme 

(Jaminan Kesehatan Nasional [JKN]) for MNH services may increase up-

referral. According to HP+’s findings, across multiple MNH services, there was a high 

degree of variability on whether providers think that JKN payments and reimbursements are 

sufficient to cover the direct costs associated with the provision of each MNH service. In 

particular, hospitals reported much higher sufficiency ratings compared to primary 

healthcare providers (Stein et al., 2020). Low sufficiency ratings for JKN payments among 

primary healthcare providers can potentially be driving them to up-refer more pregnant 

women to hospitals than necessary, leading to inefficiencies and adding more pressure to 

strained resources—human and financial—at hospitals.  

Overcrowding and lack of resources may lead to referral rejections and 

refusals. Inefficient gate-keeping and incentives for primary healthcare providers to up-

refer pregnant women to hospitals may be leading to overcrowding at higher-level facilities 

in Indonesia. Excess demand at hospitals might also be contributing to referral rejections 

and refusals. In HP+’s sample, 14% of puskesmas and 31% of praktek mandiri bidan 

(referred to as private midwives/private midwife practices in this report) reported that their 

patients had been refused or rejected by higher-level or receiving facilities for a wide variety 

of reasons. The most common reasons, as reported by puskesmas and private midwife 

practices, were lack of rooms/surgery rooms, lack of supplies and equipment, and having no 

specialists available for the treatments needed. Among hospitals, the most commonly 

reported reasons for rejecting a referral were overcrowded facilities and long queues, in 

addition to lack of equipment, tests, commodities, and medicines (see Figure 1). 

Figure 1. Most Common Reason for Referral Refusal, by Provider 
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Obstetric complication 

Most common reasons for refusal: 

• Lack of rooms/surgery room 

unavailable 

• Lack of supplies or equipment 

• Incomplete medical information 
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• Lack of drugs 
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• Hospital’s lack of equipment, tests, 

commodities, or medicines 
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2. How are Healthcare Providers Covering Referral-Related Costs, 

including Referral Transportation Costs? 

In Indonesia, BPJS-K pays providers fee-for-service for transportation for both up- and 

down-referrals—this is one of the main funding sources for referral services at puskesmas 

and klinik pratamas, which are small general practitioner-operated clinics in the private 

sector (referred to as private clinics in this report). These payments can be used to fund costs 

for ambulance services to transport patients between primary healthcare providers and 

hospitals, and also to cover back-referral services (BPJS-K, 2014d).5 Local governments are 

expected to allocate some of their funds to cover transportation costs of referral and 

emergency transport services, and also to set transportation reimbursement rates that are 

regionally appropriate for their districts. However, there is evidence that utilization of the 

fee-for-service funds (from BPJS-K non-capitation) for referral services may not be optimal 

because the guidelines and administrative requirements to obtain the reimbursements are so 

confusing and cumbersome that they may discourage providers from accessing and using the 

funds (Yap et al., 2017; Wilopo et al., 2020; key informant interviews with MNH experts).  

Given the importance of transportation availability and affordability in ensuring timely and 

effective referrals, HP+ assessed whether local governments were providing referral 

transportation reimbursements and identified who is responsible for the initial 

transportation reimbursement for different types of referrals. Findings are discussed below. 

About half of the districts in HP+’s sample provide reimbursement to cover 

referral transportation costs. According to HP+’s facility-level data, only 54% of local 

governments provide reimbursement for referral transportation costs, with an average 

reimbursement rate of less than IDR 78,400 (USD 5.5).6 This rate is far below IDR 150,000 

(USD 10.5), which is the rate used by BPJS-K and the Jampersal program per referral case 

from primary care facilities to hospitals.7 This limited revenue support from local 

governments for MNH referral services may be affecting the timely and effective 

transportation of women in need of being transferred to hospitals for complications, 

aggravating referral inefficiencies in the system and impacting birth outcomes. 

HP+ data shows that patients and primary care facilities bear the responsibility (full or 

partial) for transportation costs associated with referrals. For example, when a patient is 

transferred from a private midwife to a primary care facility, 33% of primary care facilities 

reported patients are responsible for paying for transportation cost, 17% of primary care 

facilities reported they are responsible for such costs, and 50% reported that it is the 

responsibility of the referring private midwife practice (see Figure 2). In addition, 55% of 

facilities reported that patients pay the cost when being referred from another primary care 

facility. In contrast, 93% of primary care facilities reported that they pay for referral 

transportation costs when women are referred to a JKN-enrolled hospital, and 100% 

reported their facility pays when referred to a puskesmas. When being referred to a private 

clinic, 33% of primary care facilities reported that patients are responsible for paying the 

initial transportation costs. HP+ also looked at transportation arrangements from maternity 

 

5 The reimbursement of back-referral services only cover patients with diabetes mellitus, 

hypertension, asthma, heart disease, chronic obstructive pulmonary disease, epilepsy, schizophrenia, 

stroke, systemic lupus erythematosus, and any symptoms that lead to emergencies that must be 

treated at a hospital. 
6 Using the Indonesian Central Bank exchange rate of USD 1 to IDR 14,249.4 on November 6, 2020. 
7 Correspondence with Dr. Sri Indriati, Head of Public Health, District Health Office Tanggerang, 

West Java on November 2020. 
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waiting homes to primary care facilities and found that 31% of facilities reported it is the 

patient’s responsibility to pay for transportation costs (see Box 2 for more on maternity 

waiting homes). 

Figure 2. Who Pays Initial Transportation Cost When Referring To and From Primary Care 

Facilities 
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Box 2. Transportation from Maternity Waiting Homes to Puskesmas 

Only 19% of sampled puskesmas and 5% of private clinics reported receiving women from 

maternity waiting homes. About one-third of puskesmas and 60% of private clinics reported 

not having a maternity waiting home nearby. In terms of transportation from maternity waiting 

homes to puskesmas, 33% of puskesmas reported that women usually take a local bus from 

the waiting home (see Figure 3). A third of puskesmas reported that their staff walk women to 

their facility from the waiting home, while 44% of puskesmas reported that waiting home staff 

walk women to their facility. 

Figure 3. Transportation Arrangements from Maternity Waiting Homes to Puskesmas, 

as Reported by Puskesmas (N = 9) 
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Patients are responsible for transportation costs when referred back to primary 

care facilities from hospitals. Most hospitals reported that referring providers are 

effectively the ones covering transportation costs when they send patients to their hospital, 

regardless of whether patients are coming from puskesmas, JKN-enrolled private clinics, or 

private midwife practice (see Figure 4, left side). However, when hospitals are referring 

patients back to primary care facilities, most primary care facilities reported that it is the 

patient’s responsibility to cover the associated costs (Figure 4, right side). However, it must 

be noted that BPJS-K covers reimbursement for back-referral services but only for women 

who have been previously referred by primary healthcare facilities due to emergency 

conditions and those who require special treatment that can only be provided in hospitals. 

This differentiated responsibility structure for referral transportation costs implies that 

patients bear the financial burden when back-referred to continue receiving MNH services at 

the primary care level. Women with no ability to cover such costs will be less likely to make it 

back to the primary care facility to continue treatment or follow-up. 

Figure 4. Who Pays Initial Transportation Cost When Referring To and From Hospitals 
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Figure 5. Proportion of Providers Reporting Using Various Referral Guidelines, by Provider 

Type 
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3. Is the Current Incentive Scheme for MNH Referrals with Private

Midwives Sufficient to Achieve the Right Outcomes?

Midwives play an important role in delivering 

MNH services in Indonesia. The 2017 Indonesia 

Demographic and Health Survey shows midwives 

(including private midwives) assisted more than 

60% of all deliveries in the last five years and 

conducted 52% of all antenatal care visits 

(BKKBN et al., 2018). This section illustrates 

referral practices by private midwife practices and 

how they might be affected by JKN 

reimbursement arrangements.8  

Although private midwife practices significantly 

contribute to the provision of overall antenatal 

care and delivery services, there is evidence their 

referral services are not effective (Yap et al., 2017) 

(see Box 3 for additional challenges surrounding 

MNH care provided by midwives). Discussions 

with MNH experts—including from the 

Indonesian Midwives Association (IBI)—

indicated that private midwives often do not refer 

to higher levels of care when necessary and insist 

on providing delivery services in their own 

premises. This, combined with a lack of or 

inadequate skills to handle obstetric emergencies, 

8 Private midwives cannot have direct contracts with BPJS-K. To be reimbursed by JKN for MNH 

services, private midwives need to operate under a general practitioner clinic, private clinic, or 

puskesmas (under the following regulations: PMK No. 71/2013 and PMK No. 99/2015). 

Box 3. Key Challenges Surrounding 

MNH Care Provided by Midwives 

• Midwives often offer to conduct

delivery at home (as opposed to at

health facilities)

• No standardized pre-service

midwifery training exists in

Indonesia; as a result, midwives’

skillsets vary widely. Midwives are

often unable to provide emergency

stabilization and do not know when

to refer pregnant women to higher-

level health facilities.

• The fact that BPJS-K cannot

directly contract with private

midwives has led to midwife

shortages in both puskesmas and

hospitals.

Source: Teplitskaya and Dutta, 2018 
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and late referral practices during emergencies, increase the risk of poor delivery and birth 

outcomes. 

Insufficient reimbursement for pre-

referral services and referral 

transportation provided by private 

midwife practices. Private midwives 

may have some incentives to provide 

delivery services in their premises rather 

than referring patients to higher-level 

health facilities. As discussed previously, 

due to inconsistent referral guidelines, 

private midwives often need to pay for 

transportation costs when referring 

patients. In addition, only 28% of HP+’s 

sampled private midwives—all of which 

have a contract and are empaneled with 

BPJS-K—reported receiving JKN 

reimbursement (from the contracting 

primary care facility) for pre-referral 

services (see Figure 6) while only 6% 

reported that JKN payments for pre-

referral services were sufficient to cover 

the direct costs of providing the service 

(see Figure 7).  

Low capacity of private midwife 

practices to provide required 

referral documentation. Private 

midwives’ reimbursement for pre-referral 

services and transportation costs depends 

on the completeness of the required 

referral documentation.9 The midwife’s 

ability to provide good documentation 

might depend on the referral system they use. The e-referral system is designed to simplify 

the patient recoding process and potentially improve midwives’ ability to provide better 

referral documentation. However, while the majority of healthcare providers reported using 

at least one e-referral system, 83% of private midwives reported using none (see Figure 8). It 

remains unclear if not using an e-referral system affects their capacity to provide all required 

documentation and, thus, their capacity to be reimbursed for referral services and maintain 

financially sustainable operations. 

 

 

9 For example, several documents are needed for the reimbursement of transportation cost 

(ambulance): (1) patient medical record from referring facility, (2) copy of patient identity, and (3) 

proof of ambulance service. A full description can be accessed in BPJS-K’s Administrasi Klaim 

Fasilitas Kesehatan BPJS Kesehatan, available at https://bpjs-

kesehatan.go.id/bpjs/dmdocuments/5fb1dc8414591e392ab5a3f70e2ab35a.pdf.  

Figure 6. Private Midwives Reporting 

Receiving JKN Reimbursement for Pre-

referral Services in 2018 (N = 18) 
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Figure 7. Private Midwives Reporting that 

JKN Reimbursement for Pre-referral 

Services is Sufficient to Cover Costs of 

Providing Service (N = 18) 
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Figure 8. Proportion of Providers Reporting using e-Referral Systems, by Provider Type 
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Box 4. Private Midwives Have a Weak Connection with JKN 

Private midwives cannot contract directly with JKN—they need to have contracts with a 

primary care facility to receive JKN reimbursements. As a result, private midwives may not be 

able to utilize JKN’s reimbursement benefits and referral system (Wilopo et al., 2020). HP+ 

found that only 6% of sampled primary care facilities reported contracting with private 

midwives for service delivery (see Figure 9). In addition, the average number of private 

midwives contracted is 2.3 per puskesmas and 3.0 per private clinic (see Figure 10). 

15%

6%

0% 10% 20%

Private clinic (N = 20)

Puskesmas (N = 48)

Figure 9. Proportion of Primary Care 

Facilities Reporting a Contract with a 

Private Midwife for MNH Service Delivery
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Figure 10. Average Number of 

Private Midwives Contracted per 

Primary Care Facility

A total of 83% of private midwives reported that they want to have some sort of contract with 

JKN; contracts through a provider association (e.g., IBI) or direct contracts with JKN were the 

two most frequently mentioned (see Figure 11). Almost half (47%) of private midwives 

reported that they wanted to contract with JKN directly to benefit from less administrative 

burden; 33% reported they wanted to benefit from reimbursements. 

Figure 11. Private Midwife Contract Type Preferences (N = 15) 
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Recommendations 

The referral system in Indonesia mandates that MNH services should be provided at the 

primary care level except for emergency cases and birth complications. The referral system 

assigns primary care facilities an important role as gatekeepers to prevent unnecessary up-

referral and provide timely and appropriate referral services. However, behavior and referral 

practices among primary care facilities might be affected by the financing and payment 

systems for the MNH services they provide. This study found that the low capacity of 

primary care facilities, combined with insufficiency of JKN payments to cover the costs of 

provision of MNH services might increase the probability of up-referral. In addition, HP+ 

found that MNH-referred patients are bearing a significant financial burden as they are 

covering transportation expenses, especially when they are being back-referred from 

hospitals to primary care facilities. Based on these and other findings, HP+ suggests the 

following reforms to reframe MNH referral financing arrangements in Indonesia.  

First, there is a need to improve the capacity and capability of primary care 

providers to deliver high-quality MNH services in order to improve outcomes, 

reduce unnecessary referrals, and ensure timely and adequate referral when 

needed. In addition to other quality-improvement initiatives, BPJS-K should reevaluate 

MNH service reimbursement arrangements. Part one of this study (see HP+’s 

complimentary report by Stein et al. [2020]) found that BPJS-K funding significantly 

contributes to total healthcare provider revenue, especially among private providers where 

the majority of women seek MNH care in Indonesia. This provides an opportunity for BPJS-

K financing and payment incentives to influence provider behavior around quality of care 

and referrals. A reevaluation of the reimbursement arrangements, especially setting up 

provider payments based on quality and improving sufficiency of MNH fee-for-service 

payments at the primary care level might lead to better management and improved 

governance among providers, subsequently encouraging improved quality of care and timely 

and adequate referrals. The reevaluation should focus on the following: 

• Providing better incentives (based on quality of service) to all type of lower-level 

healthcare providers, including puskesmas, private clinics, and private midwife 

practices, encouraging them to provide high-quality MNH services and reduce the 

incentive to refer non-high-risk or non-emergency patients for MNH services 

upwards to hospitals. Improved financing arrangements should be accompanied by 

increased autonomy for providers to use funds as needed to improve quality and 

service delivery (Stein et al., 2020).  

• Identifying ways to help reduce the economic and financial burden faced by women 

during referral processes between primary healthcare providers, but especially when 

being referred back from hospitals to puskesmas. 

• Strengthening private midwives’ connection with the JKN system by allowing these 

midwives to negotiate direct contracts. Most private midwives in HP+’s sample prefer 

to have a direct contract with BPJS-K or with IBI. In addition, payments to private 

midwives should be linked to higher-quality standards, or even to obtaining IBI 

certification, to encourage greater quality services. In general, IBI could assess 

quality standards and protocols as well as indirectly incentive improvements in the 

quality of services regularly provided by their members. BPJS-K could evaluate the 

possibility of providing better reimbursements to those private midwives who meet 

IBI certification. Finally, most private midwives are not receiving reimbursement for 

transportation and pre-referral services; this is an issue that must be addressed in the 
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new payment scheme to ensure that these midwives have the proper set of incentives 

to provide better quality and more timely referral services. 

Second, there should be stronger and permanent coordination between BPJS-

K, the Ministry of Health, and local governments to streamline use of referral 

guidelines. This study provides evidence that healthcare providers adhere to different 

referral guidelines. It is important to understand why different guidelines have different 

interpretation regarding service coverage. There is a need to ensure consistency across 

guidelines to reduce inefficiencies and harmonize incentives in the MNH referral system. 
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