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Abstract

Health insurance membership is important thing in maternal healthcare, which has been a
public health concern in the global and national setting. Indonesia has gradually started the
implementation of universal health coverage whose aim is to provide prepaid health care for
all citizens. Therefore, the identifications of factors related to health insurance membership
prior to this program is necessary for achieving the effective targets. This paper was aimed to
assess socioeconomic determinants of healthcare membership in women of reproductive age.
The data derived from Indonesian Demographic and Health Survey (DHS) in 2012 was
analyzed. The amount of 15,112 women as the population was analyzed in which only 6,041
(40.0%) of women were covered by insurance with majority of the insurance was provided by
social security program. The multivariate regression showed that the elderly women and
women living in urban area were more likely to be facilitated by health insurance (AOR 1.03
and 1.22, respectively, p < 0.001). Women with college level education were more likely to
have health insurances compared to women with primary school or below education
background (AOR 2.34, p <0.001). The analysis also indicated a positive association among
women and the spouses’ education background on women’s health insurance membership.
Interestingly, the number of women living in Java and Bali who possessed health insurance
membership was lower compared to women in other areas (AOR 0.75, p <0.001). The study
demonstrated the importance of socioeconomic factors in determining health insurance
membership for women of reproductive age. Consideration on socioeconomic determinants is
important in order to advance the universal health coverage program to improve maternal and
child health in Indonesia.
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INTRODUCTION

Maternal health is still a major global public health problem especially in developing
countries, including Indonesia [1]. Several factors attributing to high maternal mortality and
morbidity include the lack of education, the lack of maternal health care, and the presence of
comorbidities [2]. Proposed strategy to reduce maternal mortality and morbidity includes
increasing health care services and reducing risk factors for comorbidities, prioritized on high
risk groups with low socio-economic status [3,4].

The current maternal mortality in Indonesia remains high, with relatively low levels of
poor antenatal care, skilled birth attendance, and postpartum care utilization [5]. Therefore,
Indonesian government has focused on improving the maternal healthcare utilization to
reduce mortality and morbidity, including providing free healthcare access for pregnancy,
delivery, and postpartum for poor citizens [6]. By reducing the financial barriers, it is
expected that the maternal healthcare utilization might eventually reduce maternal mortality
and morbidity in Indonesia [6].

Health insurance as an important element in health care utilization [7] will be more
effective with the universal health coverage policy in Indonesia started in 2014 [8]. Therefore,
the identification of factors related to health insurance membership prior to this policy was
crucial to ensure the effective implementation. Previous studies have reported the importance
of socio-economic factors in association with health insurance membership [9,10]. This paper
aimed to assess socioeconomic determinants of healthcare membership in women of
reproductive age.

METHODS

The data of Indonesian Demographic and Health Survey (IDHS) in 2012 was analyzed.
This cross sectional and national representative survey was conducted by Statistics Indonesia
(Badan Pusat Statistik—BPS) in collaboration with National Population and Family Planning
Board (BKKBN), and the Ministry of Health (Kemenkes—MOH), and ICF International
which provided technical support and was supported by USAID [5]. In 2012, IDHS identified
47,533 eligible women for individual women interview and 45,607 women completed the
questionnaire (96% response rate).

In the analysis, the subjects were women who had been pregnant and therefore had the
probability of being exposed to maternal healthcare, as many as 15,112 women. The
socioeconomic variables included: 1) women’s education background (the last completed
degree), 2) family wealth ( household access and resources), and 3) women’s occupation
(working versus not working). We also included the spouses’ education background and
occupation (working versus not working) in the analysis model. Health insurance membership
was defined as being a member of health insurance of any type. SPPS software was used for
statistical analysis which included descriptive statistics, univariate analysis using chi square
and logistic regression, as well as multivariate analyses using logistic regression [11].

RESULTS AND DISCUSSIONS

The data of 15,112 women were analyzed with the findings that only 6,041 women
(40.0%) were covered by insurance. Of those who had insurance membership, 67.8%
obtained it from the social security, 15.8% from the employer, 6.3% from private insurance,
and the rest was by others, for example provided by the spouse’s occupation facility.
Examination on the socio-economic and demographic differences of type of health insurance
owned by these women was carried out with a result of significant difference of health
insurance type in association with the factors of women’s education, family wealth, as well as
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geographic location. Women with low education background (primary school or below) had
less proportion of health insurance membership compared to women with high education
background (66.7%: 34.1%), as shown on figure 1.
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Figure 1. Health insurance membership in association with level of education, wealth, and
geographical location.

Type of health insurance membership also varied in association with women’ education
background , as shown on figure 2. Most low educated women received their health insurance
membership through social security (82.3%), while most of high educated women had social
insurance from social security as well, but the proportion was lower (63.6%), showing
increased proportion of private and employer provided health insurance among these women.
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Figure 2. Type of health insurance membership by level of education

Family wealth also determined health insurance membership as shown on figure 2, in
which women from wealth families had higher proportion of health insurance membership
compared to women from poorer family (47.1% vs 36.8%). There was also significant
different in type of health insurance membership (p< 0.001).The majority of health insurance
types for poorer women were provided by social security (82.6%) whilelower proportion of
this type of insurancewas shown in richer family (51.4%).In addition,the proportion of having
private and employer provided insurances (14.1% and 25.6% respectively) were higher in
richer family than poorer family.

224



International Conference on Health and Well-Being
(ICHWB) 2016

%00 826 P <0.001
80.0

70.0
60.0
50.0
40.0
30.0
20.0

10.0

00 K
Low Middle High Total

M private ®employer social security M other

Figure 3. Type of health insurance membership by family wealth

Geographic location seemed to affect the type of health insurance membership in which
women in the rural areas were more likely to have health insurance membership from social
security, while women in the urban areas mostly obtained their health insurance from private
insurances. There was also a difference between types of health insurance membership in Java
and Bali compared to other island as shown on figure 3.
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Figure 4. Type of Insurance based on the geographical location

On univariate model, the analysis found out that older women living in urban area with
higher education, working women, or women from wealthy family were more likely to have
insurance membership (Table 1). Interestingly, women living in Java and Bali island had
lower health insurance membership compared to women from other areas. This finding is
allegedly related to social security insurance policy, which potentially have differential
distribution with higher proportion of access among individuals outside Java or Bali
compared to women in Java and Bali [12].

The spouses’ educations as well as spouses’ occupations were also significantly
associated to higher probability in having health insurance membership (p < 0.05). On
multivariate regression, the significant effect for this association was revealed, in which the
wealth was inversely associated with health insurance membership (AOR 0.82 and 0.87 for
second and third tertile compare to the lowest tertile). On further investigation, we found that
wealth was correlated with husband and wife education (Pearson correlation 0.44, p < 0.001)
and therefore, it is possible that wealth was a mediator or intervening variable in the
association between education and health insurance membership, with income as potential
pathway.
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Table 1. Univariate and Multivariate Logistic Regression on Determinants of Health
Insurance Membership

Factors Unadj L(jS;ed OR Adjusted OR (p) Adjusted OR (p)
Age 1.03(,0.001) 1.03(<0.001) 1.03(<0.001)
Living in Urban area 1.44(<0.001) 1.26(<0.001) 1.22(<0.001)
Living in Java Bali Island 0.84(<0.001) 0.77(<0.001) 0.75(<0.001)
Education
Primary School or Less Ref Ref Ref
Secondary Education 1.21(<0.001) 1.13(0.004) 1.10(0.026)
Higher Education 3.87(<0.001) 2.44(<0.001) 2.34(<0.001)
Working woman 1.36(<0.001) 1.15(<0.001) 1.15(<0.001)
Husband’s education
Primary School or Less Ref Ref Ref
Secondary Education 1.28(<0.001) 1.17(<0.001) 1.14(0.002)
Higher Education 3.78(<0.001) 2.22(<0.001) 2.14(<0.001)
Husband is working 1.33(0.025) 1.37(0.016) 1.37(0.017)
Family Wealth
1%t Tertile Ref Ref -
2" Tertile 1.01(0.914) 0.82(<0.001) -
3 Tertile 1.46(<0.001) 0.87(0.006) -

Our final model consisted of age, geographical location, occupation, and education as
shown on table 1. Health insurance membership was positively associated with older age
living in urban area, level of education, working woman, husband’s level of education, and
working husband. Women living in Java or Bali Island were less likely to own health
insurance compared to their counterparts (AOR 0.75, p <0.001). Our finding showed the
importance of socioeconomic factors in health insurance membership, which includes
education, occupation, and husbands’ education. Women who had lower education, not
working, with spouse with lower education or without occupation were more likely to be
uncovered by health insurance (Table 1). Previous studies also showed that low
socioeconomic status was a major predictor for not having health insurance membership in
the developing countries [10,13,14].

Therefore, it is important to address these vulnerable groups for effective targeting in
increasing health insurance coverage, specifically for social or government funded health
insurance. Improvement in health insurance coverage has been shown to be an important
factor in improving access to healthcare, particularly for women of reproductive age [7].
Women covered by health insurance were more likely to access antenatal care as well as to
utilize skilled birth attendance for delivery [6,15]. Special considerations should also be made
regarding with women from rural areas since previous studies had showed that financial
barriers for maternal healthcare utilization was not only related to medical cost, but also non-
medical cost including transportation [16]. Improvement in maternal healthcare utilization
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have proven to improve maternal and child health and to reduce maternal and child morbidity
and mortality [3,17].

Conclusion and Recommendation

Our analysis showed that socioeconomic and geographic locations were associated with
health insurance membership for women of reproductive age in Indonesia. It is important to
take account of these socioeconomic and geographical determinants to increase health
insurance membership, especially in implementation of universal health coverage in
Indonesia. Effective targeting for increasing health insurance membership should target
vulnerable groups which include women living in Java and Bali, in rural area, and in low
socioeconomic status. Improving access to maternal healthcare by reducing financial barrier
through health insurance ownership might be an important step to improve maternal and child
health in Indonesia.
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