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Abstract

Background: National Health Insurance (NHI) is one of the Indonesian Government’s policies to
increase public access to health services. The study analyzed the role of socioeconomic status in
NHI ownership in rural Indonesia.

Study Design: A cross-sectional study.

Methods: The study population included residents of rural Indonesia. The study examined secondary
data from the survey entitled “Abilities and Willingness to Pay, Fee, and Participant Satisfaction
in Implementing National Health Insurance in Indonesia in 2019”, involving 33225 respondents
representing Indonesia’s rural areas. The study was conducted from March to December 2019.
The variables analyzed included NHI, socioeconomic level, age group, gender, education level,
employment status, and marital status. In the final step, the study employed binary logistic regression
to explain the relationship between socioeconomic status and NHI ownership.

Results: The results show that 63.8% of the population in rural Indonesia participated in the NHI. The
poorer residents were 1.235 times more likely to have NHI than the most impoverished population
(AOR 1.235; 95% Cl 1.234-1.237). People with middle wealth status were 1.086 times more likely
to have NHI than the poorest (AOR 1.086; 95% Cl 1.085-1.087). The richer residents were 1.134
times more likely to have NHI than the poorest (AOR 1.134; 95% CI 1.133-1.136). The richest
residents were 1.078 times more likely to have NHI than the poorest residents (AOR 1.078; 95% Cl
1.077-1.079).

Conclusion: The study concluded that socioeconomic status is related to NHI ownership in rural
Indonesia. The analysis indicated that all socioeconomic categories were more likely to become NHI
participants than the poorest in Indonesia.

Please cite this article as follows: Laksono AD, Wulandari RD, Efendi DE, Tumaji T, Nantabah ZK. Role of socioeconomic status in national
health insurance ownership in Indonesia’s rural areas. ] Res Health Sci. 2024; 24(1):e00608. doi:10.34172/jrhs.2024.143

Background

to obtain the same health services wherever they are; as

Health is one of the fundamental rights of all levels
of society. Therefore, the government is obliged to
provide adequate health services. The condition was
stated in the 1945 Indonesian Constitution article 28 H
paragraph 1 and article 34 paragraph 3.! Meanwhile, the
World Health Organization (WHO) also noted that the
provision of adequate health services is the responsibility
of a country’s government.? Health services are acceptable
with sufficient health facilities, easy access, and good
service quality. The minimum standard in health
services needs to be monitored continuously so that the
community can get the best health services, especially
with the geographical condition of Indonesia, which is
an archipelagic country.* The difficulty of geographical
conditions does not eliminate the right of the community

stated in Article 25 of the Universal Declaration of Human
Rights, the right to health services and social services must
be equal.’ Therefore, the government must ensure that the
community can easily access health services.

One way to increase access to health services is to have
health insurance. However, not all people can afford to
register and have health insurance. One of the influencing
factors is socioeconomic status. Research in Ghana shows
that people from the poorer and poorest groups are less
likely to have insurance because of the inability to pay
premiums.® The reason is uncertain income, considering
that most lower-middle-class people work in the informal
sector.”®

On the other hand, wealth status can increase the
likelihood of enrolling in a national health insurance
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(NHI) scheme.’ A systematic review of 48 articles from 17
lower-middle-income countries showed that households
from the wealthiest group had greater odds of applying for
health insurance than the poorest group.'” Meanwhile, a
study conducted in Jordan reported that the richest were
1.411 times more likely than the poorest to have health
insurance (95% CI 1.145-1.737)."! Increased income was
reported to be correlated with a higher willingness to
pay health insurance premiums.’? Another factor that
influences is the place of residence, and the percentage of
health insurance ownership is much lower in rural areas
than in urban areas.’

Moreover, there are still gaps in the utilization of
health services, especially between urban and rural areas.
Rural communities use health services less due to poor
access.”*!* Conversely, people in urban areas tend to have
better access to health services because the private sector
also provides health services.”” Unsurprisingly, people in
urban areas are more likely to use health services than
people in rural areas.’>'® In addition to the access factor,
the selection of healthcare facilities is also influenced
by the level of expenditure. The results of previous
studies showed that there were gaps between different
socioeconomic groups in utilizing health services."”
The health service utilization gap can be reduced by the
ownership of health insurance, which has been proven to
increase health service utilization.'

The Indonesian government introduced the NHI
in 2014. The program aims to fulfill the basic needs
of the community in the health sector to protect the
community.® In this program, all people are required to
become NHI participants. By participating, it is hoped
that the community will be protected and get health
service guarantees. However, it seems that not all people
are registered as NHI participants. Based on records,
of the approximately 275.7 million Indonesians, 242.6
million people have been registered as NHI participants
until July 2022." In other words, 33.1 million people, or
12.01% of the total population, still have not become NHI
participants. The study analyzed the role of socioeconomic
status in NHI ownership in rural Indonesia.

Materials and Methods

Data source

This cross-sectional study employed secondary data from
the survey entitled “Abilities and Willingness to Pay, Fee,
and Participant Satisfaction in Implementing National
Health Insurance in Indonesia in 2019.” The Ministry
of Health of the Republic of Indonesia conducted the
national survey. A total of 33225 people were included
in the study through multistage random sampling to
represent Indonesia’s rural areas.

Multistage cluster sampling is the sample design, which
involves choosing multiple sub-districts in each region
using Probability Proportional to Size (PPS) sampling,
which takes into account the size of the number of

households. Each province’s allocation of the chosen sub-
districts is decided upon first. Using PPS sampling, two
villages are chosen based on the size of the number of
houses and families in each subdistrict. Each village uses
systematic sampling, whereby the number of households/
familiesisimplicitly stratified, to choose one neighborhood.
The goal of this is to guarantee sample proportionality.
Subsequently, ten houses are chosen through systematic
sampling from each neighborhood. Based on the sample
design that is created subsequently, the sample frame is
distinguished. Lists of subdistricts in each region, lists
of villages/subdistricts in particular subdistricts, lists of
neighborhoods in particular villages/subdistricts, and lists
of households in particular neighborhoods are the four

types.

Variables

The study used NHI ownership as the outcome variable.
NHI participant refers to the respondent’s involvement
in the NHI, whether it is mandatory (civil servant, police,
army), borne by the company, or recipient of contribution
assistance from the government. NHI ownership consists
of two categories: No (0) and Yes (1).

The study employed socioeconomic status as the
exposurevariable. Theresearch determined socioeconomic
status based on the wealth index formula. Meanwhile,
the wealth index was a composite measure of the total
expenditure of a household. The study calculated the
wealth index using easy-to-collect data on a household’s
expenditure on health care insurance, food, housing, and
other items. Moreover, the wealth index was divided into
five categories: the poorest, poorer, middle, richer, and
richest.?!

The study employed five other variables as control
variables. These variables included age, gender, education
level, employment status, and marital status. Furthermore,
the age group was divided into three categories: <17, 18-
64, and>65. Gender consisted of two categories: male
and female, and the education level consisted of four
categories: no education, primary, secondary, and higher.
Meanwhile, employment status was divided into three
categories: unemployed, formal, and informal. Moreover,
marital status consisted of never married, married, and
divorced/widowed.

Data analysis

A Dbivariate analysis was conducted using the chi-square
test in the initial stage. Furthermore, a collinearity test was
conducted to ensure the absence of a strong correlation
between independent variables in the resulting regression
model. In the final stage, binary logistic regression was
used. The multivariate relationship of exposure and
control variables with NHI ownership as the outcome
variable was tested. The adjusted odds ratios (AORs) were
shown with 95% confidence intervals (CIs). The statistical
analysis was performed using the IBM SPSS version 26.0.
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Results

The results of the study indicated that 63.8% of the
population in rural Indonesia participated in the NHI
program. The rest were uninsured or had other health
insurance. Table 1 reports the descriptive statistics of NHI
ownership in rural Indonesia. The poorest respondents
dominated the NHI group based on socioeconomic status.
Meanwhile, male respondents dominated the NHI group.

Considering the age group, respondents aged 18-64
dominated the NHI category. Meanwhile, respondents
with primary education outnumbered other groups in
the NHI. Regarding employment status, unemployed
respondents dominated the NHI group. Finally, married
respondents dominated the NHI group.

The results of the collinearity test indicated that there
was no strong relationship between the independent
variables. The tolerance value for all variables was more
potent than 0.10. Additionally, the variance inflation
factor (VIF) value for all variables was less than 10.00. The
regression model exhibited no multicollinearity.

Table 2 shows the binary logistic regression of NHI
ownership in rural Indonesia. The result shows that poorer
people were 1.235 times more likely to have NHI than the
most impoverished people (AOR 1.235; 95% CI 1.234-
1.237). People with middle wealth status were 1.086 times
more likely to have NHI than the poorest residents (AOR
1.086; 95% CI 1.085-1.087). On the other hand, the richer
residents were 1.134 times more likely to have NHI than
the poorest residents (AOR 1.134; 95% CI 1.133-1.136).
Moreover, the wealthiest residents were 1.078 times more
likely to have NHI than the most impoverished population
(AOR 1.078; 95% CI 1.077-1.079). This analysis showed
that all socioeconomic categories were more likely to
become NHI participants than the poorest in Indonesia.

Apart from Socioeconomics, the analysis results also
found five other predictors related to NHI ownership.
Considering gender, female participants had 1.019 times
higher probability of having NHI than male participants
(AOR 1.019; 95% CI 1.018-1.019). On the other hand,
considering the age group, residents aged 18-64 were 1.295
times more likely to have NHI than residents in the<17
age group (AOR 1.295; 95% CI 1.293-1.296). Moreover,
residents in the>65 age group were 1.529 times more
likely to have NHI than residents in the<17 age group
(AOR 1.529; 95% CI 1.526-1.532).

Regarding education, people with a primary education
level were 1.500 times more likely to have NHI than those
without education (AOR 1.500; 95% CI 1.499-1.502).
Residents with secondary education were 1.519 times
more likely to have NHI than non-educated residents
(AOR 1.519; 95% CI 1.517-1.521). Residents with higher
levels of education were 2019 times more likely to have
NHI than residents without education (AOR 2.019; 95%
CI 2.014-2.023). This information shows that the higher
the level of education, the higher the opportunity for
residents in rural Indonesia to have an NHI.

Table 2 shows that people with formal work were 2.037

The role of socioeconomic status in national health insurance

Table 1. Descriptive statistic of national health insurance ownership (no/yes)
in rural Indonesia (n=33225)

Characteristics No, n=12083 Yes, n=21142 P value
Socioeconomic status 0.001
Poorest 2937 4,743

Poorer 2555 4,824

Middle 2531 4,289

Richer 2216 3,818

Richest 1844 3,468

Gender 0.001
Male 6106 10,635

Female 5977 10,507

Age group (y) 0.001
<17 4276 5,662

18-64 7137 14,105

>65 670 1,375

Education level 0.001
No education 2672 2,998

Primary 7138 12,907

Secondary 2004 4,237

Higher 269 1,000

Employment status 0.001
Unemployed 6804 10,728

Formal 456 1,991

Informal 4823 8,423

Marital status 0.001
Never married 5677 8,726

Married 5729 11,086
Divorced/widowed 677 1,330

times more likely to have NHI than the unemployed (AOR
2.037; 95% CI 2.033-2.040). Residents with the informal
type of work were 0.903 times less likely to have NHI than
the unemployed residents (AOR 0.903; 95% CI 0.902-
0.904). Meanwhile, married residents were 0.959 times
less likely to have NHI than never married residents (AOR
0.959; 95% CI 0.958-0.960). Moreover, divorced/widowed
residents were 1.060 times more likely to have NHI than
those who have never been married (AOR 1.060; 95% CI
1.058-1.062).

Discussion

This study demonstrated a significant positive association
between health insurance ownership and wealth status.
The odds were generally higher among respondents with
all wealth statuses than the poorest households. This
finding is in line with earlier studies conducted in Jordan,
sub-Saharan African countries, and Indonesia that
showed a positive association between health insurance
ownership and economic status.”? This finding, however,
underscores the importance of paying attention to the
population who live with financial hardship, as they are
most likely to have difficulties accessing quality health
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Table 2. The result of binary logistic regression of factors associated with
national health insurance ownership in rural Indonesia (n=33225)

Predictors Adjusted OR (95% CI) P value
Socioeconomic status

Poorest

Poorer 1.235(1.234, 1.237) 0.001
Middle 1.086 (1.085, 1.087) 0.001
Richer 1.134(1.133, 1.136) 0.001
Richest 1.078 (1.077, 1.079) 0.001
Gender

Male

Female 1.019 (1.018, 1.019) 0.001
Age group (y)

<17

18-64 1.295 (1.293, 1.296) 0.001
>65 1.529 (1.526, 1.532) 0.001
Educational status

No education

Primary 1.500 (1.499, 1.502) 0.001
Secondary 1.519(1.517, 1.521) 0.001
Higher 2.019 (2.014, 2.023) 0.001
Employment status

Unemployed

Formal 2.037 (2.033, 2.040) 0.001
Informal 0.903 (0.902, 0.904) 0.001
Marital status

Never married

Married 0.959 (0.958, 0.960) 0.001
Divorced/widowed 1.060 (1.058, 1.062) 0.001

AOR: adjusted odds ratio; Cl: confidence interval.
services.>**

Previously, the government had released the
contribution assistance recipients (CAR) policy in the
NHI to overcome the barrier to access health financing for
people experiencing poverty.” The Indonesian National
Social Security Council reports that the national NHI
membership is 86.96%, the non-contribution assistance
recipient (NAR) is 40.4%, and the CAR is 59.6% based
on the integrated monitoring and evaluation system.?
According to the membership segment, the government
reports the following participation rates up to December
2021: workers getting 25.5% of earnings, non-wage
recipients 13.1%, non-workers 1.9%, central CAR 42.4%,
and regional CAR 17.1%.*

This study also detected a significant positive association
between the female gender and the possession of health
insurance in Indonesia. This result might be because
women need more healthcare services in their lives than
men. For instance, most women would at least give birth
once, which men would never experience in their lifespan,
and thus higher expenses related to healthcare are borne
by women.””** The ownership of health insurance is one
of the ways to protect women from financial catastrophe.

This finding confirms the result of a previous study
conducted in Kenya that reported higher odds of health
insurance ownership among women than men.*

The result of binary logistic regression revealed that the
odds of having health insurance rise as the age increases.
It is assumed that as people age, their health deteriorates
faster compared to younger people. As a result, older
people are more inclined to enroll in health insurance
to protect themselves against the increased chance of
sickness.’** Besides, this result may be explained by the
fact that financial stability grows with age, increasing
one’s ability to obtain health insurance. This finding
corroborates the results of studies conducted in Kenya
and Ghana.*?*

Another critical factor significantly associated with
health insurance ownership in Indonesia’s rural areas
was the education level. This study indicates that people
with higher education have higher odds of having health
insurance. High education enables people to understand
their health needs, anticipate health-related expenditures,
and make informed decisions. People with good education
are most likely to have well-paid jobs that allow them to
pay for health insurance.” This result is consistent with
studies conducted in other countries.”

Interestingly, working in the informal sector showed
a significant inverse association with health insurance
ownership. One possible explanation for this circumstance
is that the monthly regular health insurance premium
was regarded as incompatible given the volatility of
informal sector revenues. Income uncertainty and limited
economic opportunities in rural areas of Indonesia might
have hindered the ability of the people to pay the health
insurance premium and thus lowered the ownership
coverage.””* Previous studies carried out in Indonesia and
Bangladesh revealed the difficulties of the informal sector
workers in affording health insurance.”** The previous
research has also demonstrated that, unlike the formal
sector, assessing income and collecting income taxes from
employees in the informal sector is challenging.*

On the other hand, working in the formal sector is
positively associated with health insurance ownership.
Unlike the informal sector workers, the formal sector
workers have stable monthly incomes that enable them
to pay the insurance premium. Besides, most formal
institutions in Indonesia oblige their employees to have
health insurance. This finding corroborates the results of
a study in Kenya.*

The results of multivariate analysis indicated that marital
status was significantly associated with the ownership of
health insurance; in other words, the divorced/widowed
respondents were more likely to have health insurance.
Since people who are formerly married or have been
married are generally in adult and old age groups, they
are most likely to be financially stable. They have a good
attitude toward health insurance.”?>** On the other hand,
the married status was found to be negatively associated
with health insurance ownership. This finding contrasts
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with the results of studies conducted in Kenya, Ghana,
Zambia, and Togo.”*>*** One possible explanation for
this circumstance is that the Indonesian NHI provisions
require the head of the family to bear the premium for all
family members. Therefore, the bigger the family size, the
higher the expenditure related to health insurance.

This study examined a large amount of data to
represent information on a national scale. On the other
hand, this study analyzed secondary data; therefore, the
authors evaluated variables that were limited to accepted
ones. Several other characteristics connected to health
insurance ownership that have been identified in earlier
studies, such as income, smoking behavior, and a history
of chronic disease, were not investigated.?”*"*!

Conclusion

Based on the results, it can be concluded that
socioeconomics is related to NHI ownership in rural
Indonesia. All socioeconomic statuses are more likely
to have an NHI than the poorest. The results of this
study indicate that the Indonesian government still
has an extensive range of responsibilities to address the
socioeconomic disparity. The government’s policy of
releasing the CAR to address this situation still needs to
be improved.

Acknowledgments

The authors would like to thank the Ministry of Health of the
Republic of Indonesia for permission to analyze the data from
the survey entitled “Abilities and Willingness to Pay, Fee, and
Participant Satisfaction in the Implementation of NHI in Indonesia
in 2019” in this article.

Authors’ Contribution

Conceptualization: Agung Dwi Laksono, Ratna Dwi Wulandari.
Data curation: Ratna Dwi Wulandari.

Formal analysis: Agung Dwi Laksono.

Funding acquisition: Ratna Dwi Wulandari.

Investigation: Diyan Ermawan Effendi, Tumaji Tumaji, Zainul
Khagiqi Nantabah.

Methodology: Agung Dwi Laksono, Ratna Dwi Wulandari.

Project administration: Ratna Dwi Wulandari.

Resources: Tumaji Tumaji.

Software: Zainul Khaqiqgi Nantabah.

Supervision: Agung Dwi Laksono.

Validation: Ratna Dwi Wulandari.

Visualization: Diyan Ermawan Effendi.

Writing-original draft: Ratna Dwi Wulandari, Diyan Ermawan
Effendi, Tumaji Tumaji, Zainul Khaqiqi Nantabah.

Writing-review & editing: Agung Dwi Laksono.

Competing Interests
The authors declare that they have no competing interests.

Ethical Approval

The study employed secondary data. The National Ethics
Commission classified this study as “excepted”. Moreover, the
National Ethics Committee of the National Institute for Health
Research and Development has approved the Ethical clearance
of the survey entitled “Abilities and Willingness to Pay, Fee, and
Participant Satisfaction in the Implementation of NHI in Indonesia
in 2019” (Number: LB.0201/2/KE.340/2019). The names of the
respondents were removed from the dataset used in the study.

The role of socioeconomic status in national health insurance

Highlights

o The study analyzes the role of socioeconomic status
in national health insurance ownership in rural
Indonesia.

o The study concluded that socioeconomics is related
to NHI ownership in rural Indonesia.

o The analysis indicated that all socioeconomic
categories were more likely to become NHI
participants than the poorest in Indonesia.

Written informed consent was obtained from all subjects or their
legal guardians. Moreover, all methods were conducted following
relevant guidelines and regulations.

Funding
Self-funded.

References

1. Majelis  Permusyawaratan Rakyat Republik Indonesia.
Undang-Undang Dasar Negara Republik Indonesia Tahun
1945. Jakarta: Sekretariat Jenderal MPR RI; 2020. Available
from: https://www.mpr.go.id/img/sosialisasi/file/1610334013_
file_mpr.pdf.

2. World Health Organization (WHO). Noncommunicable
Diseases Country Profiles 2014. Geneva: WHO; 2014.

3. Kusrini I, Laksono AD. Regional disparities of stunted toddler
in Indonesia. Indian J Forensic Med Toxicol. 2020;14(3):1685-
91.

4. Ipa M, Laksono AD, Wulandari RD. The role of travel time on
hospital utilization in the islands area: a cross-sectional study
in the Maluku region, Indonesia, in 2018. Indian ] Community
Med. 2023;48(2):269-73. doi: 10.4103/ijcm.ijcm_229_22.

5. United Nations. Universal Declaration of Human Rights. New
York: United Nations; 2023. Available from: https://www.
un.org/en/about-us/universal-declaration-of-human-rights.

6. Ayanore MA, Pavlova M, Kugbey N, Fusheini A, Tetteh J,
Ayanore AA, et al. Health insurance coverage, type of payment
for health insurance, and reasons for not being insured under
the National Health Insurance Scheme in Ghana. Health Econ
Rev. 2019;9(1):39. doi: 10.1186/s13561-019-0255-5.

7. Muttagien M, Setiyaningsih H, Aristianti V, Coleman HLS,
Hidayat MS, Dhanalvin E, et al. Why did informal sector
workers stop paying for health insurance in Indonesia?
Exploring enrollees’ ability and willingness to pay. PLoS One.
2021;16(6):€0252708. doi: 10.1371/journal.pone.0252708.

8.  Putri NK, Laksono AD, Rohmah N. Predictors of national
health insurance membership among the poor with
different education levels in Indonesia. BMC Public Health.
2023;23(1):373. doi: 10.1186/512889-023-15292-9.

9. Laksono AD, Waulandari RD, Matahari R. The determinant
of health insurance ownership among pregnant women
in Indonesia. BMC Public Health. 2021;21(1):1538. doi:
10.1186/512889-021-11577-z.

10. Osei Afriyie D, Krasniq B, Hooley B, Tediosi F, Fink G. Equity
in health insurance schemes enrollment in low and middle-
income countries: a systematic review and meta-analysis. Int
J Equity Health. 2022;21(1):21. doi: 10.1186/512939-021-
01608-x.

11. Liu M, Luo Z, Zhou D, Ji L, Zhang H, Ghose B, et al.
Determinants of health insurance ownership in Jordan: a
cross-sectional study of population and family health survey
2017-2018. BMJ Open. 2021;11(3):e038945. doi: 10.1136/
bmjopen-2020-038945.

12. Nosratnejad S, Rashidian A, Dror DM. Systematic review of
willingness to pay for health insurance in low and middle

] Res Health Sci, 2024, Volume 24, Issue 1 | 5


https://www.mpr.go.id/img/sosialisasi/file/1610334013_file_mpr.pdf
https://www.mpr.go.id/img/sosialisasi/file/1610334013_file_mpr.pdf
https://doi.org/10.4103/ijcm.ijcm_229_22
https://www.un.org/en/about-us/universal-declaration-of-human-rights
https://www.un.org/en/about-us/universal-declaration-of-human-rights
https://doi.org/10.1186/s13561-019-0255-5
https://doi.org/10.1371/journal.pone.0252708
https://doi.org/10.1186/s12889-023-15292-9
https://doi.org/10.1186/s12889-021-11577-z
https://doi.org/10.1186/s12939-021-01608-x
https://doi.org/10.1186/s12939-021-01608-x
https://doi.org/10.1136/bmjopen-2020-038945
https://doi.org/10.1136/bmjopen-2020-038945

Laksono et al

20.

21.

22.

23.

24.

25.

26.

27.

income countries. PLoS One. 2016;11(6):e0157470. doi:
10.1371/journal.pone.0157470.

Mahmudiono T, Laksono AD. Disparity in the hospitals
utilization among regions in Indonesia. Open Access Maced )
Med Sci. 2021;9(E):1461-6. doi: 10.3889/0amjms.2021.7304.
Waulandari RD, Laksono AD, Rohmah N. Urban-rural
disparities of antenatal care in South East Asia: a case study
in the Philippines and Indonesia. BMC Public Health.
2021;21(1):1221. doi: 10.1186/s12889-021-11318-2.
Waulandari RD, Laksono AD, Nantabah ZK, Rohmah N,
Zuardin Z. Hospital utilization in Indonesia in 2018: do urban-
rural disparities exist? BMC Health Serv Res. 2022;22(1):491.
doi: 10.1186/s12913-022-07896-5.

Seran AA, Antaria MD, Haksama S, Setijaningrum E, Laksono
AD, Prahastuti Sujoso AD. Disparities of the use of hormonal
and non-hormonal contraceptive drugs in urban and rural areas
in Indonesia and the world. Syst Rev Pharm. 2020;11(9):66-73.
Putri NK, Laksono AD. Predictors of childbirth services in
Indonesia. Int ) Public Health Sci. 2022;11(2):566-73.
Soewondo P, Johar M, Pujisubekti R. Akses Pelayanan
Kesehatan Keluarga Berstatus Ekonomi Rendah di Era JKN. )
Ekon Pembang. Indones. 2021;21(1):108-24. doi: 10.21002/
jepi.2021.08.

Social Security Administrator. NHI Program Participants as of
July 2022. Available from: https:/faskes.bpjs-kesehatan.go.id/
aplicares/#/app/peta. Accessed September 5, 2022.
Waulandari RD, Laksono AD, Prasetyo YB, Nandini N.
Socioeconomic disparities in hospital utilization among
female workers in Indonesia: a cross-sectional study. J Prim
Care Community Health. 2022;13:21501319211072679. doi:
10.1177/21501319211072679.

Waulandari RD, Qomarrudin B, Supriyanto S, Laksono AD.
Socioeconomic disparities in hospital utilization among
elderly people in Indonesia. Indian J Public Health Res Dev.
2019;10(11):1800-4.

Chauluka M, Uzochukwu BSC, Chinkhumba J. Factors
associated with coverage of health insurance among women
in Malawi. Front Health Serv. 2022;2:780550. doi: 10.3389/
frhs.2022.780550.

Laksono AD, Wulandari RD, Efendi F. Determinants of hospital
utilisation among urban poor societies in Indonesia. IntJ Innov
Creat Chang. 2020;12(9):375-87.

Laksono AD, Nugraheni WP, Rohmah N, Wulandari RD.
Health insurance ownership among female workers in
Indonesia: does socioeconomic status matter? BMC Public
Health. 2022;22(1):1798. doi: 10.1186/s12889-022-14189-3.
Laksono AD, Nantabah ZK, Wulandari RD, Khoiri A,
Tahangnacca M. Barriers to expanding the national health
insurance membership in Indonesia: who should the target? )
Prim Care Community Health. 2022;13:21501319221111112.
doi: 10.1177/21501319221111112.

Dewan Jaminan Sosial Nasional (DJSN). Sistem Monitoring
Dan Evaluasi Jaminan Sosial. DJSN. Available from: http://
sismonev.djsn.go.id. Accessed August 12, 2022.

Sari B, Idris H. Determinant of independent national health

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

insurance ownership in Indonesia. Malays ] Public Health
Med. 2019;19(2):109-15.

Kimani JK, Ettarh R, Warren C, Bellows B. Determinants of
health insurance ownership among women in Kenya: evidence
from the 2008-09 Kenya demographic and health survey. Int
J Equity Health. 2014;13:27. doi: 10.1186/1475-9276-13-27.
Laksono AD, Wulandari RD. The barrier to maternity care in
rural Indonesia. Z Gesundh Wiss. 2022:30(1):135-40. doi:
10.1007/5s10389-020-01274-3.

Denny HM, Laksono AD, Matahari R, Kurniawan B. The
determinants of four or more antenatal care visits among
working women in Indonesia. Asia Pac ] Public Health.
2022;34(1):51-6. doi: 10.1177/10105395211051237.
Kiplagat I, Muriithi M, Kioko U. Determinants of health
insurance choice in Kenya. Eur Sci J. 2013;9(13):452-68.
Kazungu JS, Barasa EW. Examining levels, distribution and
correlates of health insurance coverage in Kenya. Trop Med
Int Health. 2017;22(9):1175-85. doi: 10.1111/tmi.12912.
Salari P, Akweongo P, Aikins M, Tediosi F. Determinants
of health insurance enrolment in Ghana: evidence from
three national household surveys. Health Policy Plan.
2019;34(8):582-94. doi: 10.1093/heapol/czz079.

Rukmini R, Handajani A, Paramita A, Andarwati P, Laksono AD.
Non-communicable diseases among the elderly in Indonesia
in 2018. Indian ] Forensic Med Toxicol. 2022;16(1):1026-36.
Mulenga J, Mulenga MC, Musonda KMC, Phiri C. Examining
gender differentials and determinants of private health
insurance coverage in Zambia. BMC Health Serv Res.
2021;21(1):1212. doi: 10.1186/512913-021-07253-y.
WangY, WangX, Ji L, Huang R. Sociodemographic inequalities
in health insurance ownership among women in selected
Francophone countries in sub-Saharan Africa. Biomed Res Int.
2021;2021:6516202. doi: 10.1155/2021/6516202.

Laksono AD, Wulandari RD, Zuardin Z, Nopianto N. The
disparities in health insurance ownership of hospital-based
birth deliveries in eastern Indonesia. BMC Health Serv Res.
2021;21(1):1261. doi: 10.1186/s12913-021-07246-x.

Ahmed S, Hoque ME, Sarker AR, Sultana M, Islam Z, Gazi R, et
al. Willingness-to-pay for community-based health insurance
among informal workers in urban Bangladesh. PLoS One.
2016;11(2):e0148211. doi: 10.1371/journal.pone.0148211.
Megatsari H, Laksono AD, Herwanto YT, Sarweni KP, Geno
RA, Nugraheni E, et al. Does husband/partner matter in reduce
women'’s risk of worries?: Study of psychosocial burden of
COVID-19 in Indonesia. Indian ] Forensic Med Toxicol.
2021;15(1):1101-6.

Effendi DE, Handayani Deceased L, Nugroho AP, Hariastuti
I. Adolescent pregnancy prevention in rural Indonesia:
a participatory action research. Rural Remote Health.
2021;21(3):6639. doi: 10.22605/rrh6639.

Rahmadani S, Marhani, Abadi MY, Marzuki DS, Sudirman, Al
Fajrin M. Analysis of independent national health insurance
ownership of informal workers: study of market traders in
Gowa district, Indonesia. Enferm Clin. 2020;30:295-9. doi:
10.1016/j.enfcli.2020.06.076.

6

| ] Res Health Sci, 2024, Volume 24, Issue 1


https://doi.org/10.1371/journal.pone.0157470
https://doi.org/10.3889/oamjms.2021.7304
https://doi.org/10.1186/s12889-021-11318-2
https://doi.org/10.1186/s12913-022-07896-5
https://doi.org/10.21002/jepi.2021.08
https://doi.org/10.21002/jepi.2021.08
https://faskes.bpjs-kesehatan.go.id/aplicares/#/app/peta
https://faskes.bpjs-kesehatan.go.id/aplicares/#/app/peta
https://doi.org/10.1177/21501319211072679
https://doi.org/10.3389/frhs.2022.780550
https://doi.org/10.3389/frhs.2022.780550
https://doi.org/10.1186/s12889-022-14189-3
https://doi.org/10.1177/21501319221111112
http://sismonev.djsn.go.id
http://sismonev.djsn.go.id
https://doi.org/10.1186/1475-9276-13-27
https://doi.org/10.1007/s10389-020-01274-3
https://doi.org/10.1177/10105395211051237
https://doi.org/10.1111/tmi.12912
https://doi.org/10.1093/heapol/czz079
https://doi.org/10.1186/s12913-021-07253-y
https://doi.org/10.1155/2021/6516202
https://doi.org/10.1186/s12913-021-07246-x
https://doi.org/10.1371/journal.pone.0148211
https://doi.org/10.22605/rrh6639
https://doi.org/10.1016/j.enfcli.2020.06.076

