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Background

Universal Health Coverage (UHC) in Indonesia has been 
operational through the National Health Insurance Program, 
since its initiation in 2014, in alignment with global public 
health frameworks  to ensure equitable health access. The 
Healthcare Social Security Agency (BPJS Kesehatan) governs 
this UHC program, crafted primarily to guarantee the 
availability of essential quality healthcare services for all. This 
refl ects a national effort to harmonize with international health 
standards  to make health care more accessible and effi cient, 
mirroring global trends in public health policy [1,2].

Within Indonesia’s healthcare framework, social insurance 
schemes are regulated by the government to cater to the diverse 
needs of its population [3,4]. The fi rst one is a contributory 
health insurance program that is tiered based on individuals’ 

fi nancial capability, with monthly premiums set at USD 9.3 for 
Class I, USD 6.2 for Class II, and USD 2.2 for Class III. This 
stratifi cation ensures that a wider range of citizens can afford 
and access the necessary healthcare services, adhering to the 
principles of equity and inclusivity in health coverage [5].

The second scheme is a non-contributory health insurance 
plan specifi cally designed for the impoverished, fully funded by 
the government to alleviate the fi nancial burden on the most 
vulnerable populations. Patients under this scheme do not 
incur any costs, making critical healthcare services accessible 
to those in dire need. Both contributory and non-contributory 
insurances adopt a Diagnosis-Related Groups (DRG)-based 
hospital payment system, which standardizes payments for 
hospital services, fostering an effi cient and equitable health 
service delivery system across the country. This inclusivity 
underscores Indonesia’s commitment to achieving UHC, 
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ensuring that all citizens, regardless of their economic status, 
have access to necessary healthcare services [6,7].

Refl ecting on Government Decree No. 51/2023 [8] and the 
stark differences in regional minimum wages (RMW) across 
Indonesia as seen on Figure 1, the challenge becomes evident: 
the uniform health insurance contributions and benefi ts do 
not take into account regional economic disparities, nor do 
they adequately cover the costs associated with palliative care, 
particularly in Type B hospitals, which commonly deliver such 
services. This static fi nancing model places undue fi nancial 
strain on individuals in regions with lower wages, and it 
also restricts the ability of the healthcare system to provide 
comprehensive palliative care services, which are crucial for 
maintaining the quality of life for patients with life-threatening 
illnesses.

Palliative care is a holistic approach to enhance the quality 
of life for individuals of all ages, including children, who are 
facing life-threatening illnesses. It focuses on those nearing 
the end of life by preventing and alleviating serious health-
related suffering. This involves early identifi cation, careful 
assessment, and comprehensive treatment of pain and other 
physical symptoms. Additionally, palliative care addresses 
psychosocial and spiritual concerns, providing support to 
both patients and their families. Striving to relieve suffering, 
palliative care ensures a dignifi ed and comfortable experience 
through its service-oriented approach [10-12].

In light of these issues, the role of social insurance in 
palliative care should be reexamined and recalibrated. Social 
insurance schemes could introduce variable contribution rates 
based on an individual’s income or geographic area, which would 
make the system more equitable. Additionally, these schemes 
could offer specialized palliative care packages, including home 
care services, which are currently not covered. This would not 
only provide more comprehensive care for patients in need but 
also alleviate the fi nancial burden on families and caregivers, 
ensuring that palliative care is accessible to all, regardless of 
their economic status or where they live in Indonesia [10,13,14].

Religiously-affi liated nonprofi t hospitals also have a 
critical role to play within this framework. By leveraging 

their community ties and moral authority, these hospitals 
can advocate for and implement sliding scale payment 
options for palliative care services, thus making them more 
accessible to the underserved populations. Furthermore, they 
can act as pioneers in developing community-based palliative 
care programs, mobilizing local resources, volunteers, and 
donations to support home care services. This approach not 
only extends the reach of palliative care services but also creates 
a community of care that supports patients and families during 
diffi cult times, embodying the principles of compassion and 
service at the heart of many religious organizations [15-17].

By addressing the fi nancial barriers to palliative care head-
on and leveraging the unique strengths of social insurance 
systems and religiously-affi liated nonprofi t hospitals, 
Indonesia can create a more inclusive, compassionate, 
and effective healthcare system. This would represent a 
signifi cant step toward achieving UHC and ensuring that all 
Indonesians have access to the care they need at the end of 
life. In accordance with government regulations on UHC aimed 
at addressing coverage gaps and embracing spirituality for 
holistic healthcare, this study was conducted to determine the 
optimal screening methods for palliative patients.

Study site

The current study took place at Panti Rapih Hospital, a 
religiously-affi liated nonprofi t hospital with a remarkable 
history of 94 years of service, situated in the Special Region of 
Yogyakarta, Indonesia. This hospital, which boasts a capacity of 
340 beds, is classifi ed as a type B facility within the Indonesian 
healthcare system. In this category of hospitals, the cost of 
inpatient palliative care is estimated to range from USD 126 
to 168 per case, calculated based on a DRG payment system 
[18-20].

Study design

An observational analytic method was employed to 
investigate the implementation and effi cacy of a newly 
developed palliative care system in our hospital, spanning 
from February to August 2023. The establishment of this 
system was marked by three key activities: (1) the creation  of a 
dedicated palliative care team, (2) the execution of systematic 

Figure 1: Regional Minimum Wages (RMW) in Indonesia [9].
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training sessions aimed at enhancing the team’s knowledge 
and skills, and (3) the regular convening of team meetings 
to ensure continuous improvement and integration of care 
practices. Additionally, the study involved the selection and 
application of palliative screening tools, a critical component 
of the intervention model. Validated screening tools were 
adopted based on current empirical research  and literature, 
ensuring that the methodology was both rigorous and aligned 
with established best practices in palliative care .

To further comprehend the broader context of palliative 
care within Indonesia, the study also incorporated a thorough 
data collection method aimed at exploring the policy landscape, 
particularly how palliative care is situated within the DRG-
based hospital payment system. This aspect was crucial 
in understanding the fi nancial and regulatory framework 
impacting the delivery of palliative care services, allowing for a 
comprehensive analysis of how systemic factors infl uence the 
accessibility and quality of palliative care. 

This study distinguishes itself by focusing on the provision 
of palliative care services within missionary health services in 
Indonesia. Unlike other studies, it emphasizes the challenges 
posed by the country’s Diagnosis-Related Group (DRG) 
payment system, which limits the cost of inpatient palliative 
care. In this context, missionary hospitals are compelled to 
uphold high standards of professional care despite fi nancial 
constraints, offering a unique perspective not extensively 
explored in existing literature.

Discussion

The enduring commitment of Panti Rapih Hospital to 
delivering healthcare services in the UHC era is admirable, 
particularly its dedication to serving patients regardless of 
fi nancial constraints. The integration of government fi nancial 
schemes for inpatients, while intended to facilitate access to 
healthcare, has highlighted signifi cant disparities in fi nancial 
coverage, as evidenced by the negative balance between 
inpatient hospital costs and DRG payments over the years. 
Notably, in 2021, a fi nancial shortfall, where hospital costs ($5.6 
million) signifi cantly exceeded DRG reimbursements  ($3.3 
million) highlights a concerning trend that also manifested in 
preceding years as shown in Figure 2.

These fi nancial challenges underscore a crucial question 
regarding the sustainability of palliative care within the 
current reimbursement framework. Palliative care, inherently 
resource-intensive but essential for maintaining quality of life  

of seriously ill patients, faces a precarious future if existing 
fi nancial mechanisms do not evolve to recognize and cover its 
comprehensive needs.

In response to these challenges, Panti Rapih Hospital 
has proactively adopted a multifaceted approach to enhance 
palliative care delivery. Central to this strategy is the 
implementation of systematic training sessions designed 
to augment the healthcare team’s capabilities in delivering 
palliative care. These initiatives ensure  that staff are not only 
equipped with the requisite knowledge and skills but are also 
consistently aligned with current best practices in palliative 
care provision [10].

Moreover, the hospital’s commitment to regular team 
meetings is pivotal for the continual reassessment and 
refi nement of care practices. These gatherings serve as a 
platform for interdisciplinary dialogue, enabling the seamless 
integration of insights across various specialties, which is 
critical for holistic patient care [21,22].

The introduction of palliative care screening tools, including 
the Problems and Needs Questionnaire and the Prognostic 
Index, as seen in Figures 3,4 and Tables 1,2, represents a 
strategic move towards personalized care. By identifying 
patients’ specifi c needs and estimating survival, these tools 
facilitate a tailored approach to palliative care, ensuring 
effi cient and compassionate resource allocation .

Patients have been identifi ed for palliative care through 
SPICT™ if they meet two or more general indicators, or at least 
one clinical indicator, with or without general indicators [23-
26].

Panti Rapih Hospital offers a trio of no-cost health 
services designed to support patients and their families in a 
holistic manner, addressing the emotional, spiritual, and 
social aspects of care that extend beyond the clinical. The 
emphasis is on pastoral, medical, and social support, ensuring 
a comprehensive approach to patient care. By integrating these 
services, the hospital aims to look after the patient as a whole, 
recognizing that healing and comfort come from addressing 
every aspect of a patient’s needs with care and compassion. 
This holistic approach is more than medical treatment; it’s 
about providing emotional and spiritual support that respects 
the individual’s dignity and their journey [34].

Another innovative service provided by the hospital is 
through its public relations team, which focuses on facilitating 
memory-making initiatives for patients and families for 
patients and their families. This unique service includes the 
crafting of heartfelt photographs that capture moments of love, 
support, and compassion. By offering this memory-making 
service free of charge to families, the hospital acknowledges 
the importance of memory-making in the healing process, 
providing families with tangible keepsakes that honor their 
loved ones and the time shared with them [35-38].

Moreover, the hospital has taken a signifi cant step in 
enhancing palliative care by including a certifi ed physician 
specifi cally trained as a pastoral thanatologist. This role is Figure 2: Inpatient Hospital Cost vs. DRG Cost in Panti Rapih Hospital.
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crucial in recognizing the signs of approaching death, enabling 
the provision of profound support not only to the patient 
but also to their families throughout the challenging journey 
[39,40]. From pre-loss counseling to assisting in navigating 
the complex waters of grief and bereavement, this service 
is instrumental in providing holistic end-of-life care. This 
approach to bereavement support aims to ensure families 
receive compassionate guidance during their most challenging 
times [41,42].

Looking towards the future, Panti Rapih Hospital aspires 
to secure professional funding for these invaluable services, 
possibly through philanthropy. The hospital’s experience 
underscores the signifi cant role spirituality plays in enhancing 
the effectiveness of palliative care services. Recognizing 
services like spirituality, memory making, and bereavement 
support as essential components of holistic care, the hospital 
aspires to become a center of excellence for compassionate 
end-of-life care that offers support and healing, while 

Figure 3: Supportive and Palliative Care Indicators Tool (SPICTTM) Available at https://www.spict.org.uk/the-spict/
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Figure 3: Problems and Needs in Palliative Care Questionnaire by PNPC-sv-engl 200527 and PNPC-sv Indonesian by Effendy, et al. 2015 [28].

Table 1: Karnofsky and Eastern Cooperative Oncology Group (ECOG) Performance Status [29-31].
Karnofsky Performance Status ECOG Performance Status

A: Able to carry on normal activity and to work. 
No special care is needed.

Normal, no complaints. 100%
0

- Fully active.
- Able to carry on all pre-disease performance without 

restriction.
Able to carry on normal activities. Minor 

signs or symptoms of disease.
90%

Normal activity with effort. 80%

1

- Restricted in physically strenuous activity but 
ambulatory.

- Able to carry out work of a light or sedentary nature, 
e.g., light house work, offi  ce work.B: Unable to work. Able to live at home, care 

for most personal needs. A varying degree of 
assistance is needed.

Care for self. Unable to carry on normal 
activity or to do active work.

70%

Requires occasional assistance, but able to 
care for most of his needs.

60%
2

- Ambulatory.
- Capable of all selfcare but unable to carry out any 

work activities. 
- Up and about more than 50% of waking hours.

Requires considerable assistance and 
frequent medical care.

50%

C: Unable to care for self. Requires equivalent 
of institutional or hospital care. Disease may 

be progressing rapidly.

Disabled. Requires special care and 
assistance.

40%
3

- Capable of only limited selfcare.
- Confi ned to bed or chair more than 50% of waking 

hours.Severly disabled. Hospitalisation indicated 
though death nonimminent.

30%

Very sick. Hospitalisation necessary. Active 
supportive treatment necessary.

20%
4

- Completely disabled.
- Cannot carry on any selfcare.
- Totally confi ned to bed or chair.Moribund. 10%

Dead. 0% 5 Dead.
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upholding dignity and respect for patients and their families. 
The goal is to continue providing these services at no cost, to 
ensure equitable access to  comprehensive, compassionate care 
without the burden of fi nancial strain [43-45].

Panti Rapih Hospital upholds its mission as a faith-based 
nonprofi t healthcare service. Its religiosity has been rooted 
since it was established 94 years ago. Some literature suggests 
that religiosity is a key motivation for giving to others [46-
50]. Despite the limited budget of the social insurance scheme 
in palliative care, this service can still be provided to patients 
by optimizing the spirituality of team members, including 
healthcare workers, social workers, and the pastoral care team. 
A year after the palliative care system was established at Panti 
Rapih Hospital, the hospital continuously delivers palliative 
care approaches for patients under the social insurance scheme. 
This is one of the private sector’s contributions to aiding the 
government in improving the community’s quality of life [51].

Conclusion

This study identifi es an urgent need to strengthen palliative 
care within Indonesia,  demanding unwavering support under 
the overarching umbrella of UHC. This approach is not only 
essential but also urgent, as it ensures that palliative care 
services are accessible, comprehensive, and integrated into the 
broader health care system, allowing for a more holistic and 
dignifi ed approach to end-of-life care. By addressing these 
needs, Indonesia can move closer to its goal of universal access, 
ensuring that all patients in need of palliative care receive the 
quality support and services they deserve, regardless of their 
economic status.

Moreover, the integral role of spirituality in palliative 
care cannot be underestimated, as it signifi cantly enhances 
the quality and effectiveness of care provided. This spiritual 
component acts as a vital pillar, supporting patients and their 
families through the complexities of end-of-life challenges, 
offering solace and strength. Ensuring long-term sustainability 
of such care will depend on  the acquisition of philanthropic 

support. Such support not only offers a stable fi nancial 
foundation but also embodies the collective will of society to 
care for its most vulnerable members. With a concerted effort 
from all stakeholders, including the government, private 
sector, and civil society, Indonesia aims to achieve  universal 
access to quality palliative care, thus advancing national goals 
of health equity and dignifi ed care delivery. 
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