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ABSTRACT

Background: Ideal equity in health is defined as each individual has the same opportunity to get
the best health and not be harmed in the process of obtaining the health services. Communities
with different socio-economic status should receive the same health services according to their
needs, including equal access rights in the utilization of health services. Nowadays, the quality
health services cannot be enjoyed equally by the Indonesian. The purpose of this study was to
examine disparity in health care utilization by income level and insurance status at Gamping
Muhammadiyah Hospital, Yogyakarta, Indonesia.

Subjects and Method: This study was an observational analytic study with a cross-sectional
design. The study was conducted at PKU Muhammadiyah Gamping Hospital, Sleman Yogyakarta.
200 subjects were selected using simple random sampling. The dependent variable was the
frequency of use of health services. The independent variables were the health insurance (BPJS)
status, patient income, patient education level, and residence. The data were collected by
questionnaire and analyzed by a multiple linear regression.

Results: Frequency of health care utilization decreased with health insurance membership status
(b= -4.49; 95% CI= -1.53 to -0.60; p <0.001) and longer distance (b= -7.33; 95% CI= -0.07 to -
0.04; p<0.001). Frequency of health care utilization increased with patient age (b= 10.20; 95% CI=
0.06 to 0.09; p<0.001), family income (b= 3.30; 95% CI= 0.00 to 0.01; p = 0.001), and residence
(b= 3.11; 95% CI= 0.33 to 1.47; p= 0.002).

Conclusion: Frequency of health care utilization decreases with health insurance membership
status and longer distance. Frequency of health care utilization increases with patient age, family
income, and residence.
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BACKGROUND
Many countries around the world are very

medical infrastructure and improved high-
quality medical services.

interested in implementing the idea of
Universal Health Coverage (UHC) as a
driving force to support the government to
achieve good health goals for everyone. It is
because the more the number of sick peo-
ple, the more they need effective medical
services, and increased investment is
needed to meet the demand for improved

e-ISSN: 2549-0281

Indonesia is one of the countries that
has begun to use a national health scheme
under the name Health Insurance (JK)
designed for health services to all its popu-
lation with a membership coverage of 255
million by the end of 2019. Although Indo-
nesia has made steady progress, about one
third of the permanent population issued
widespread health payments, even among
health insurance members. To help close
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this gap, especially among the poor, the
Indonesian government is currently imple-
menting a series of universal health cove-
rage policy reforms that include the inte-
gration of the remaining government insu-
rance schemes into health insurance, pro-
vider network expansion, system provider
payment restructuring, accreditation of all
contracted and various health facilities
demand side initiatives to increase insu-
rance absorption, especially in the informal
sector (Thabrany et al. 2018).

Health Insurance is an amalgamation
of four general insurance schemes (Askes
insurance for PNS, Jamkesmas insurance
for the poor, Jamsostek insurance for pri-
vate sector workers and Asabri as Insurance
for the armed forces and Taspen). JK is
designed to provide high-quality health
services that are fair and by strengthening
primary care to hospitals.

Health insurance emphasizes primary
care and increases the procurement, distri-
bution and use of medicines. Its main
objectives include increasing equity access
to health services, improving health, and
keeping health costs down. Efforts to
achieve universal health services, especially
in poor and remote areas, will require
effective health promotion and expansion
of quality health services for all Indonesian
people. Given the diverse geography and
economic status across the country, a com-
prehensive assessment of disparate gaps in
morbidity, mortality and disability patterns
and their causes is urgently needed (Mboi
et al. 2018).

BPJS Health Insurance Participants
are divided into Contribution Beneficiary
(PBI) and Non-Contribution Assistance Re-
cipients (Not PBI) categories which are
divided into three classes including JK
BPJS Class 1, JK BPJS Class 2, JK BPJS
Class 3 (Ministry of Health, 2013).
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Equity is an ideal, fair, and not partial
position (Sen, 1999). Equity in health shows
that ideally everyone has a fair chance to
get the best health and not be harmed in
obtaining health services.

Currently health services had not
been enjoyed equally by the population of
Indonesia. This happens because there
were several differences such as geographi-
cal distance, educational background, beli-
efs, socio-economic status, and lack of
health insurance coverage. Health care is
inseparable from health financing, because
in times like today what if we seek treat-
ment at a hospital or to a specialist will
definitely cost money, which sometimes
costs a high cost of treatment.

People with chronic non-commu-
nicable diseases (NCDs) are very vulnerable
to health injustices due to long-term health
care needs and often become expensive,
compounded by the inability to earn more
money (Xie et al. 2014).

A study on inequality in health ser-
vices was also carried out by Nababan et al.
(2018) which shows that from 1986 to 2012,
the institutional birth rate increased from
22% to 73%. There are inequities in access
to health based on income, education of
parents, area of residence, and geographical
area. Urban women are 3 times more likely
to use health facilities than rural women.
The use of all services is higher in Java and
Bali than in other regions.

Hypertension or high blood pressure
is a condition where there is an increase in
blood pressure above the normal threshold
of 120/80 mmHg. According to the WHO
(Word Health Organization), the blood
pressure limit that can be considered nor-
mal is less than 130/85 mmHg. If the blood
pressure is more than 140/90 mmHg in
adults aged 18 years it is stated as hyper-
tension (Adib, 2009).
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2015 WHO data shows that around
1.13 billion people in the world suffer from
hypertension. In Indonesia, based on data
from the Basic Health Research (Riskesdas)
of Balitbangkes in 2018, the national pre-
valence of hypertension rose from 25.8% to
34.1% (Indonesian Ministry of Health,
2018). Based on integrated surveillance of
Puskesmas disease in 2017, there were
20,309 cases of hypertension, and for inte-
grated surveillance of outpatient diseases
Hospital there were 12,962 new cases that
occurred in DI Province Yogyakarta (DIY
Provincial Health Office, 2017). Based on
preliminary surveys that have been carried
out, it is known that hypertension is inclu-
ded in the top 10 diseases in PKU Muham-
madiyah Gamping hospital, Sleman.

The general objective of this study
was to analyze the inequality of the use of
health services in hypertensive patients
participating in the BPJS Health Health
Insurance at PKU Muhammadiyah Gam-
ping Hospital, Sleman.

SUBJECTS AND METHOD
1. Study Design
The method used in this study was obser-
vational analytic with cross sectional
design. It was conducted at PKU Muham-
madiyah Gamping Hospital, Sleman
Yogyakarta, from April to June 2019.
2. Population and sampling
The population in this study were hyper-
tensive patients who used health services
with health insurance facilities from the
Health Insurance in PKU Muhammadiyah
Gamping Hospital Sleman Yogyakarta.

The sample of this study was 200
patients, taken from BPJS Health Class 1
participants, Class 2 BPJS participants,
Class 3 BPJS Health participants and BPJS
Health Recipient Participants (PBI) partici-
pants selected using a simple random
sampling technique.
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3. Study Variables

This study consists of independent and
dependent variables. The dependent vari-
able in this study was the frequency of use
of health services. Meanwhile, the inde-
pendent variables in this study included the
membership status of the Health BPJS, the
age of the patient, family income, location
of residence, distance traveled.

4. Operational Definition of Variables
The operational definition of the member-
ship status of JK BPJS Health is the partici-
pation of patients in health insurance con-
sisting of JK BPJS Health class 1 with
premium contributions of Rp. 80,000 and
class 1 inpatient facilities, JK 2JS Health
class 2 membership with a contribution of
Rp 51,000 and class 2 inpatient facilities,
membership of class 3 BPJS Health with
contributions of 25,500 and class 3 inpa-
tient facilities, membership of BPJS Health
Beneficiary Benefit (PBI) is defined as
Participant BPJS Health Beneficiary Benefit
(PBI) from the government and inpatient
class 3.

The age of the patient is the age of the
patient when using health services.

Family income is the income in rupiah
per month which is calculated from the
average amount of fixed or non-fixed in-
come received by the family each month
divided by the number of family members.

Distance to health service was the dis-
tance between the hospital and the place of
residence of patients using health services,
measured in kilometers (km).

Frequency of use of health services is
the number of uses of health services in the
past year.

5. Instrument

The instrument was a questionnaire that
has been tested for validity. Membership
status data for JK BPJS Health, age of
patient, family income, location of resi-
dence, and distance of residence with
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health services in this study were obtained
using questionnaires given to patients. The
frequency of use of health services in this
study was obtained from questionnaires,
interviews, observations, and from medical
record data on research samples.

6. Data Analysis

The data were analyzed using univariate,
bivariate, and multivariate analysis. Univa-
riate analysis was used to look at the frequ-
ency distribution and the percentage cha-
racteristics of the subjects. Bivariate ana-
lysis was conducted to study the relation-
ship between sample characteristics. Biva-
riate analysis was used to determine the
relationship between frequency of use of
health services and independent variables
using one way ANOVA test, t test, and Pear-
son product moment. Meanwhile, multi-
variate analysis was using linear regression
analysis was used to determine the effect of
the dependent variable with independent

Table 1. Subjects Characteristics

variables, external variables with depen-
dent variables and external variables with
independent variables.

RESULTS
1. UnivariateAnalysis
The number of samples obtained and ful-
filling the inclusion and exclusion criteria
were 200 patients as respondents. The
characteristics of the respondents in this
study are illustrated in Table 1.

Table 1 shows that gender as the
subject of the study consisted of 117 (58.5%)
men, and 83 (41.5%) women. The average
age of patients is 50.87. The education level
of the majority of respondents is high
school, which is 77 (35.5%). The average
income level is Rp. 2,885,000. The resi-
dence location consisted of 117 (58.5%) and
83 (41.5%). The average distance of the
patient is 13.36 km. The average frequency
of use of health services is 5.45 times a year.

Subjects Characteristics Criteria Mean n (%)

Gender Male 117 58.5
Female 83 41.5

Educational Senior high school 77 35.5

Residence Rural 83 41.5
Urban 117 58.5

Age 50,87

Family income 2,885,000

Distance (km) 13.6

Frequency of health services uptake 5.45

2, BivariateAnalysis

Bivariate analysis was used to analyze the
influence between BPJS health insurance
Table 2. Results of Bivariate Analysis

membership status, age, family income,
location of residence, and distance to
frequency of use of health services.

Variable

r J

BPJS health insurance status

111.813 <0.001

Table 2 showsed that there was a significant
difference between the membership status
of BPJS health insurance and frequency of
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health services utilization (r= 111.81; p
<0.001).
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Table 3. Differences in age and place of residence on the frequency of use of

health services

Independent b 95% CI
Variable Lower limit Upper limit p
Age -2.97 -2.58 -5.22 0.003
Residence -11.61 -3.20 <0.001

Table 3 shows that there was a significant
difference between the age of the patient
and the value (b= -2.97; 95% CI = -2.58 to
5.22; p= 0.003), and the location of resi-

dence with the value (b = -11.61; 95% CI = -
4.51 to 3.20; p <0.001) on the frequency of
use of health services.

Table 4. The effect of the distance on the income to the frequency of health

service utilization

Independent Variable r P
Distance to health service -0.41 <0.001
Family income 0.74 <0.001

Table 4 shows that there was a significant
relationship between distance (r= 0.41; p
<0.001) and family income (r= 0.471; p
<0.001) with the frequency of use of health
services.

3. MultivariateAnalysis

Table 3 showed the results of a multiple
linear regression. Table 3 showed that BPJS
health insurance (b= -1.07; 95% CI= -1.53

to -0.60; p<0.001) and distance to health
service (b = -0.06; 95% CI= -0.07 to -0.04;
p<0.001) reduced frequency of health ser-
vice utilization. Age (b= 0.08; 95% CI=
0.06 to 0.09; p<0.001), family income (b=
8.409E-7; 95% CI= 0.00 to 0.001; p
<0.001), urban residence (b= 0.90; 95%
CI= 0.33 to 1.47; p= 0.002) increased fre-
quency of health service utilization.

Table 3. The results of multivariate analysis

. 95% CI
Independent Variable b Lower limit _ Upper limit P
BPJS health insurance -1.07 153 0.60 <0.001
status ) ) ) )
Age 0.08 0.06 0.09 <0.001
Family Income 8.409E-7 0.00 0.00 0.001
Residence 0.90 0.33 1.47 0.002
Distance -0.06 -0.07 -0.04 <0.001
DISCUSSION participants with lower premium. In other

1. The differences in membership
status of BPJS health insurance on
the frequency of health service
utilization

The results showed that there was diffe-

rence in BPJS health insurance status on

the frequency health service utilization.

BPJS health insurance status with class 1

who paid higher premiums tend to often

use health services compared to JK BPJS

e-ISSN: 2549-0281

words, there is an imbalance in the use of
health services for BPJS health insurance
participants from three classes.

The results of this study are in line
with the study conducted by Xie et al.
(2014) which states that inequality in the
utilization of health services among pati-
ents with chronic non-communicable
diseases still occurs, this is motivated by the
condition and financial capacity of patients.
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The current insurance scheme is not

enough to overcome this injustice.

International evidence shows that
people with relatively low economic status
often show lower levels of access to health
services compared to those who are more
affluent especially those with chronic non-
communicable diseases (Jian et al., 2009;
Jing et al., 2010).

2. The differences between the age on
the frequency of health service
utilization

The results showed that there was a positive

difference between the age of the patient

and the frequency of use of health services.

In the health service use theory which also

states that age is one of the predisposing or

internal factors that influence a person's
behavior to make use of health services.

The older a person is, a person's immune

system will decrease and at the age of the

elderly the degree of disease experienced
will be more severe, the tendency of the
elderly will increasingly require health
services to cure the disease (Ghazi et al.,

2017).

The results of this study are in line
with the study by Logen et al. (2015) the
study explained that age is one of the
factors that can affect the utilization of
health services, the relatively older age is
very vulnerable to chronic disease (hyper-
tension, coronary heart disease or cancer).
Pain caused by age causes the level of utili-
zation of health services, this is due to the
fact that at an old age a person has de-
creased physical endurance, making it more
susceptible to exposure to an illness.

3. The effect of the family income on
the frequency health service utili-
zation

The results of the study show that there was

a relationship between family income and

the frequency of use of health services. The

results of the study are in line with the
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study of Khuong and Anh (2013) which

states that high opinion is followed by

higher service needs, so that the higher the
patient's income, the higher the need for
access to health services.

Someone with high income tends to
be more courageous to ask for additional
actions to be taken against the progress of
health and illness, with the consequences of
costs and treatment to be borne, whereas
someone with low income will be passive or
not ask questions and tend to accept well
action to be taken (Haviland et al., 2005).

The study results from Khuong and
Anh (2013) reinforce this study, in which
the researchers say that high income will
have higher service needs as well, so the
higher the patient's income, the higher the
need for access to health services.

4. Difference between residence and
the frequency of health service
utilization

The results showed that there were signi-

ficant differences between the location of

residence and the frequency of use of health
services. The health services enjoyed by the
community are actually a reflection of the
demographic, social and economic charac-
teristics and characteristics of the health
system and the environment in which they
live (Levesque et al., 2013). Thus the city
community which has demographic charac-
teristics, social with economic status was
diverse and higher with access to access
that was easier than the people in rural
areas, so that it is easier to access health
services. According to Palutturi (2005), the
demand for health services was a desire to
be healthier reflected in the behavior of
seeking medical help. Therefore, it can be
concluded that the high demand of the city
community for the implementation of
health is in accordance with what is needed
and desired by urban patients accompanied
by purchasing power, as well as more
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knowledge possessed by urban patients

than patients living in rural areas.

5. The relationship between distance
to health center and frequency of
health service utilization

The results of the study indicate that there
was a relationship between the distance to
the frequency of use of health services. This
could be interpreted that distance did not
become a barrier for patients to use health
services according to their wishes in accord-
ance with the needs for care and services
provided by the hospital. Patients tended to
prioritize the quality of health services to
meet their health needs.

Distance is a location based on geo-
graphical standards relating to the location
of the patient's residence with health care
facilities that could be measured through
distance, time and cost of travel.

The results of this study are in line
with the study conducted by Ardian et al.
(2017), the study said that if public aware-
ness of the importance of health was high,
then the distance between the location of
residence to the place of health services will
not affect people's behavior in utilizing
health services, the community would make
more efforts and tended to choose health
services by considering quality and quality
provide health services.

Other supporting factors come from
health services that provide convenience in
terms of access to health services and
guarantee programs with easy access to ser-
vices in reaching out to the health services
provided. This could be interpreted that
wherever the location of health services
with quality and quality that is maintained
will still be reached by the people who need
them.
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