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EXECUTIVE SUMMARY
These are the results of an assessment of the design, implementation and monitoring of a
package of HIV prevention, treatment and care services for key populations (KP) in
Indonesia.

DESIGN
HIV services for key populations in Indonesia are discussed in the National Action Plan HIVAIDS 2015-2019. Specific key populations identified in the plan are people who inject drugs
(PWID), men who have sex with me (MSM), Waria (which are transgender (TG) women),
direct female sex workers (DFSW) and indirect female sex workers (IFSW), and adults age
15-49 living in Tanah Papua, where there is a generalized epidemic. While specific
packages of services for each key population are not identified, and the national strategic
plan is an outline of main activities that will take place to reach those at highest risk, it was
found during the in-country assessment that the package of services is largely aligned with
the WHO Consolidated Guidelines. Prisoners are not included as a key population
according to the latest national strategic plan in Indonesia and the in-country assessment
did not include an assessment of HIV services for prisoners. Young people are a particular
focus of HIV and STI information campaigns and there are strategies in the package to
increase access to adolescent-friendly health services.

IMPLEMENTATION
Implementation of HIV/AIDS prevention services is largely conducted through both static and
mobile services by SR, SSR, and implementing units (IU) in Indonesia. HIV testing and
treatment is generally provided at health clinics and hospitals. Limited funding is affecting the
health clinics’ ability to provide mobile outreach and extended hours for VCT targeting key
populations. The U.S. President’s Emergency Fund for AIDS Relief (PEPFAR) LINKAGES
also provides funds to sub-grantees for outreach services in Jakarta and is assisting in the
development of more efficient and effective outreach models. The changing legal and
political environment in Indonesia is affecting health care workers and key populations alike,
causing nervousness about providing health services to, and being members of, key
populations.
Although testing levels among KPs have increased in recent years as a result of
modifications in the outreach model, there were particular issues identified in linking newly
diagnosed people with HIV with treatment and care services. Sub-sub-recipients (SSRs) and
IUs that focused on HIV outreach and testing had few resources to apply to effective onward
referral. There was pressure on them to immediately refer newly diagnosed PLHIV to
treatment services and to PLHIV support groups in other organizations. They reported that
clients often expressed a desire to continue to be supported (at least in the initial period after
diagnosis) by the peers that they knew and trusted from the SSR or IU, but there was no
financial or human resources allocation for this and no way of recording and reporting that
activity in Performance Frameworks. There was also no way for the SR to track the progress
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of the PLHIV once they entered the clinic and hospital system or to play a role in treatment
adherence support, as the person’s UIC was generally no longer used in that system.

MONITORING
Indonesia has a unique identifier code (UIC) system in place across most HIV prevention
partners for tracking the use of prevention services by KPs. It was introduced to protect the
confidentiality of people from KPs being reached through outreach and other community
services. It is widely used, but there have been some problems with the consistency of use
of the UIC identified over the last two years, and several assessments have been carried out
to try to improve the effectiveness of its use and the monitoring and evaluation information it
can provide.
There is considerable variation present in the way that service activity across the continuum
of HIV prevention, treatment, care, and support is recorded. Principal Recipient (PR), SR,
and SSR organizations, as well as clinics and hospitals, are currently using three different
codes for monitoring prevention services, HIV testing, treatment, and care for key
populations and PLHIV. The unique identifier code (UIC) is being used by PRs, SRs, SSRs,
IUs, and clinics for prevention services, outreach, and HIV testing. The National ID number
(a unique citizen number found on a citizen’s National ID card) is used by PRs, SRs, SSRs,
IUs, clinics, and, hospitals for prevention services/outreach, HIV testing, and
care/treatment/support after a positive diagnosis. Use of the national ID number is not
mandatory at this time, though as stated before, a shift towards using only this number was
reported during the in-country assessment. The third code is the ART Patient ID and is used
by clinics and hospitals for PLHIV engaged in ART. Some clinics report using this to allow
ART access for people who do not have a national ID Card.
Despite the extraordinary amount of data being collected at the SSR, SR, and PR levels, it
appears to being put to little use. There was no evidence of the UIC being used to track
patterns of service use by KPs or to analyse access to services by mobile KPs. There also
does not seem to be evidence that good public health practice is driving the data collection;
in fact, in many services, data collection requirements seem to be driving the practice. Subrecipients (SR) and SSR organizations serving key populations are fatigued by the data
collection burden they face, with little benefit in return.

ENABLING ENVIRONMENT
Indonesia is currently facing a changing environment with regard to the legal status of key
populations. Specifically related to HIV services for key populations, outreach to MSM and
transgender people is becoming increasingly difficult because of these changes. The
uncertain environment is making people, key population members and health workers alike,
incredibly anxious. Outreach workers are afraid that they will be harassed or arrested for the
work they do. Further, there is a fear that being openly gay puts people at risk of
harassment, violence or arrest. Female sex workers (FSW) also report harassment by the
police, including the civilian police. Additionally, local policies have been put into place to
shut down sex work venues and districts in many cities, leading FSW to become ‘indirect’
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rather than ‘direct’, sex workers, making them even more difficult to reach for HIV prevention
services.
In general, focus group participants from KPs reported feeling very satisfied with the services
they receive from outreach workers and community organizations. Field workers and focus
group discussion (FGD) participants were able to identify clinics and hospitals that were
‘more friendly’ towards different KPs — field workers take KP members to these clinics when
they decide to go for HIV testing or treatment. Field workers also reported acting as
‘temporary guardians’ for young KP members so that they can receive testing and care
services.
There has been a significant investment in previous national HIV strategies in the civil
society contribution to HIV prevention, and this continues to some extent under this strategy
– though mostly funded by Global Fund and USAID. With the current proposed changes in
laws relating to the activities of particular key populations, there is some question at present
over what form the civil society contribution will take in the future.
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Table 1. Summary of Key Findings in Indonesia
Status: 0 = Neither designed nor implemented; 1 = Designed but not implemented; 2 = Implemented; -- = No information available.
Service

Population

Status

Value

Source, Year

Implementer(s)

Sites

HIV Prevention
Programming

MSM

2

20.5%1

Spiritia

117 districts

PWID

2

38.4%2

PUDR, 2017
(reporting
period JulyDecember
2017)
PUDR, 2017
(reporting
period JulyDecember
2017)

Reporting
Method
UIC

Spiritia

61 districts

UIC

Prisoners
SW
TG

2
2
2

48.4%3

MoH
Spiritia

88 districts
108 districts

UIC
UIC

MSM

2

10.9%4

Spiritia

117 districts

UIC

Voluntary routinely

PUDR, 2017
(reporting
period JulyDecember
2017)
PUDR, 2017
(reporting

Notes

1

Global Fund programmatic data report 113% achievement of target coverage; target was 137,000 MSM. The coverage statistic here is derived by using the
available PSE (754,310 from 2016 GARPR) as a denominator and 154,556 (113% of 137,000) as the numerator.
2 Global Fund programmatic data report 90% achievement of target coverage; target was 14,235 PWID. The coverage statistic here is derived by using the
available PSE (33,492 from 2016 GARPR) as a denominator and 12,875 (90% of 14,235) as the numerator.
3 Global Fund programmatic data report 104% achievement of target coverage; target was 18,090 TG. The coverage statistic here is derived by using the
available PSE (38,928 from 2016 GARPR) as a denominator and 18,842 (104% of 18,090) as the numerator.
4
Global Fund programmatic data report 120% achievement of target coverage; target was 43,981 MSM. The coverage statistic here is derived by using the
available PSE (754,310 from 2016 GARPR) as a denominator and 81, 851 (120% of 43,981) as the numerator.
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offered testing
PWID

2

27.6%5

period JulyDecember
2017)
PUDR, 2017
(reporting
period JulyDecember
2017)

Spiritia

61 districts

UIC

Spiritia

22
prisons/detention
centers
88 districts
108 districts

UIC
UIC

Prisoners

Linkage and
enrolment in care

Antiretroviral
therapy

SW
TG

2
2

MSM
PWID
Prisoners
SW
TG
MSM

2
2

117 districts
61 districts

2
2
2

88 districts
108 districts

29.3%6

7.0%
(5,954
out of
total
87,031)

PUDR, 2017
(reporting
period JulyDecember
2017)

Spiritia reported
that they covered
20% more than
their target for
PWID

MOH
quarterly
report (July –
September
2017)

Global Fund programmatic data report 120% achievement of target coverage; target was 5,008 PWID. The coverage statistic here is derived by using the
available PSE (33,492 from 2016 GARPR) as a denominator and 9,245 (120% of 5,008) as the numerator.
6 Global Fund programmatic data report 120% achievement of target coverage; target was 7,468 TG. The coverage statistic here is derived by using the
available PSE (38,928 from 2016 GARPR) as a denominator and 11,407 (120% of 7,468) as the numerator.
5
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TB prevention and
management

PWID

2

1.3%
(1,154
out of
total
87,031)

MOH
quarterly
report (July –
September
2017)

Prisoners
SW

2

TG

2

1.2%
(1,061
out of
total
87,031)
0.4%
(363 out
of total
87,031)

MOH
quarterly
report (July –
September
2017)
MOH
quarterly
report (July –
September
2017)

MSM

2

PWID

2

Prisoners
SW

2
2

Not an identified
key population for
TB but services
available in health
clinics and
hospitals
Not an identified
key population for
TB but services
available in health
clinics and
hospitals
Not an identified
key population for
TB but services
available in health
clinics and
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TG

2

hospitals
Not an identified
key population for
TB but services
available in health
clinics and
hospitals
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BACKGROUND
Globally, new infections among key populations accounted for 26% of all new HIV infections
in 2015. Further, sexual partners of key populations accounted for an additional 18% of new
infections (UNAIDS, 2017). A range of policy barriers and harmful social processes increase
the HIV vulnerability of key populations and undermine access to HIV and other services.
The criminalization of sex between men, sex work, drug use, and HIV transmission, as well
as high rates of incarceration, homophobia, transphobia, violence, and social
marginalization, all serve to influence risk practices and undermine access to services.
People from key populations often migrate to cities in search of safer and more secure
communities (UNAIDS, 2016). Women in key populations face specific challenges and
barriers, including gender-based violence and poorly tailored services. These factors further
intensify their vulnerability to HIV.
While the World Health Organization has clearly outlined the comprehensive package of
services which should be available for men who have sex with men, people who inject drugs,
sex workers, transgender people and prisoners, these populations rarely have access to the
full range of recommended services (WHO, 2016). The Global Fund has contracted APMG
Health to review the design, implementation, and monitoring of national HIV service
packages for key populations in 65 countries, across six regions, in which the Global Fund
has provided grant funds. The specific objectives of this assessment were:
1. To determine whether HIV service packages as designed in the national guidelines
or supported by Global Fund programmes are in line with international standards
and guidelines (e.g. WHO Consolidated Guidelines for Key Populations, Key
Populations Implementation tools, amongst others), and are appropriate to
epidemiological context, available, accessible and utilized by relevant key population
groups,
2. To examine the implementation of HIV service packages in reaching intended target
groups, taking into account specific needs and vulnerabilities within sub-groups of
key populations (e.g. age, sex), along with the coverage and reported quality of
these programmes;
3. To assess whether the monitoring framework, tools and other mechanisms set up by
implementation partners are appropriate to local contexts, and are used effectively to
regularly report on programmatic coverage;
4. To examine the enabling environment and other factors facilitating and inhibiting the
availability, accessibility and utility of intervention services, with a focus on regionally
replicable good practices; and
5. To determine the degree to which financial resources are made available and used
accountably for funding the implementation of service packages for KP.
All 65 countries were subject to a desk review of available documents provided by the Global
Fund Country Teams. Thirty-two of these countries were also the subject of in-country
assessments by the APMG team, to further in-depth assessment. Indonesia was one of the
latter countries.
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METHODOLOGY
DESK REVIEW
The Global Fund Country Team for each country provided data sources used for completing
a desk review prior to the country visit. In the case of Indonesia, the major sources of
information were:
•
•
•

•
•
•
•
•

•

•
•
•
•

•

•
•
•

Indonesian Ministry of Health, (2014), 2012 Size Estimation of Key Affected
Population (KAPs) and People Living with HIV (PLHIV), Methodology and Results
Indonesian Drug User Network, (2016). Women Speak Out: Understanding women
who inject drugs in Indonesia
Indonesian National AIDS Commission, (2012). Republic of Indonesia Country
Report on the Follow up to the Declaration of Commitment on HIV/AIDS (UNGASS)
Reporting Period 2010-2011.
Kendall, M., and Razali, K., (2010). Sex Work & HIV Indonesia.
KPA Nasional, (2011). Laporan Survei Cepat Perilaku Penasun – 2010
Ministry of Health and National AIDS Commission Indonesia, (2013). Technical
Report: 2013 Sero-Surveillance Survey and 2013 Rapid Behavioral Survey.
Ministry of Health the Republic of Indonesia, (2009). Size Estimation of MARP.
Ministry of Health Republic of Indonesia, Directorate General of Disease Control and
Environmental Health, (2011). Integrated Biological and Behavioural Survey, IBBS
2011.
Morineau, G., Bollen, L., Syafitri, R., Nurhannah, N., Mustikawati, D., Magnani, R.,
(2012). HIV prevalence and risk behaviours among injecting drug users in six
Indonesian cities, implications for future HIV prevention programmes.
National AIDS Commission, (2011). Report on Rapid Behavioral Survey Among
Female Sex Workers 2010.
National AIDS Commission, (2014). The Report PWID Mapping Data on 2014
National Strategy and Action Plan, 2010-2014.
Program on Global Health and Human Rights, Institute for Global Health, University
of Southern California, and John Snow, Inc, (2017). Baseline Assessment Report for
Indonesia 19 August, 2017, Introducing and scaling up programmes that remove
human rights barriers to accessing HIV and TB services, DRAFT.
Saidel, T., Sari, A., Basri, C., Wicaksono, D., Siahaan, I., Aswarini, Y., Febriana, R.,
& Bodika, S., (2015). Technical Note, Report on updating the size estimation data
and the target approach of PWID, Mission of WHO Consultant, Tobi Saidel To
Indonesia To Assist With Use of New Mapping Data Among PWID To Update
Population Size Estimates for PWID.
WHO, (2017). Review of the National Health Sector Response to HIV in the Republic
of Indonesia
UNAIDS, 2017. AIDSinfo. Retrieved from http://aidsinfo.unaids.org/
WHO, (2014). Consolidated Guidelines on HIV Prevention, Diagnosis, Treatment and
Care for Key Populations. Retrieved from
http://apps.who.int/iris/bitstream/10665/128048/1/9789241507431_eng.pdf?ua=1&ua
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•

=1
WHO, Indonesia. Retrieved from http://www.who.int/countries/idn/en/

FIELD ASSESSMENT
The Indonesia field assessment was conducted over the course of ten days. Preparation
planning teleconferences held with a planning group consisting of representatives from the
Ministry of Health (the PR for the sex work programme), UNAIDS, Yayasan Spiritia (the PR
for the MSM, Waria and PWID programmes), the CCM Secretariat, UNFPA and WHO. The
two populations identified by this group for the assessment were men who have sex with
men and female sex workers. The group also asked the assessment team to try and collect
some information on Waria and people who use drugs if possible.
Three sites were selected for site visits: Jakarta, Semarang and Denpasar.
Two international consultants, Lou McCallum and Haley Falkenberry, and one local
consultant, Meirinda Sebayang, conducted the assessment.
The majority of the data collected during this country assessment was collected through:
•
•
•
•
•
•

An initial meeting with representatives of MoH, CCM, PRs and SRs working with
MSM, TG, FSW, and PWID; UNAIDS; USAID LINKAGES; WHO; and IAC
Visits to 3 sites for discussion with provincial/district authorities and observation of
service delivery
Visits to SRs/SSRs to examine M&E forms and systems
20 key informant interviews
Six key population focus group discussions with a total of 46 KP representatives
A debrief provided to MoH; CCM members and CCM Secretariat; Spiritia and the
SRs working with MSM, Waria, FSW and PWID; UNAIDS; USAID LINKAGES; WHO;
UNFPA; and the Jakarta DHO.
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FINDINGS
PART I: COUNTRY PROFILE AND KEY POPULATIONS CONTEXT
As of 2015, the number of people living with HIV (PLHIV) in Indonesia was estimated at
620,000 with a general population prevalence rate of 0.4% and an incidence rate of 0.3 per
1,000 population (UNAIDS, 2017). Much of Indonesia is experiencing a concentrated
epidemic among key populations, resulting mostly from sexual transmission and needlesharing during drug use (Indonesian National AIDS Commission, 2012). Two provinces,
Papua and West Papua are experiencing low-level general population epidemics with a
HIV prevalence of 2.4% among the general population (Indonesian National AIDS
Commission, 2012).
The UNAIDS Data 2017 reports the following cascade indicators for Indonesia: only 35% of
people have knowledge of their status among all people living with HIV; 36% of people living
with HIV who know their status are on treatment; and 13% of all people living with HIV are
on treatment.
Table 2. WHO Country Profile for Indonesia
Total population (2015)

257,564,000

Gross national income per capita (PPP international $, 2013) 9
Life expectancy at birth m/f (years, 2015)

67/71

Probability of dying under five (per 1 000 live births, 0)

not available

Probability of dying between 15 and 60 years m/f (per 1 000
population, 2015)

204/147

Total expenditure on health per capita (Intl $, 2014)

299

Total expenditure on health as % of GDP (2014)

2.9

Source: WHO 2015

Population Size Estimates and HIV Prevalence
Table 3. Population Size Estimation and HIV Prevalence, by KP
Population

Population Size
Estimate(s)

MSM

750,000
754,310
1,095,970
627,743

PWID

33,000

Year, Sources

HIV Prevalence
Year
Value (GAM)

2016, UNAIDS
25.8%
2016, GARPR
2012, MoH
2012, Size
Estimation of KAP
2016, UNAIDS
28.8%

2015, IBBS

2015, IBBS
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33,492
74,000

39,000

2016, GARPR
2016, Indonesian
Drug User
Network
2012, MoH
2014, National
AIDS
Commission
2014, Saidel et al
2012, Size
Estimation of KAP
2016, UNAIDS
2.6%

230,000

2016, UNAIDS

226,791

2016, GARPR

124,996 (DFSW)
104,860 (IFSW)
108,911 (DFSW)
125,882 (IFSW)
38,928
37,998
34,313

2012, MoH

74,326
12,212
34,000-37,000
101,418
Prisoners
FSW

TG

5.3%

2012, Size
Estimation of KAP
2016, GARPR
24.8%
2012, MoH
2012, Size
Estimation of KAP

2016, HTC
report, MoH
2015, IBBS

2015, IBBS

Men who have Sex with Men
HIV prevalence among MSM in Indonesia has increased dramatically in recent years (from
an overall average of 8.5% in the 2011 IBBS to 25.8% in the 2015 IBBS). This upward trend
is accompanied by an increase in syphilis for MSM in all provinces (WHO, 2017). Men who
have sex with men (MSM) and TG have experienced increased stigma and discrimination as
a result of recent political debates and increasingly restrictive laws relating to sexual
orientation and gender identity (WHO, 2017). Focus groups and key informant interviews
revealed that harassment and violence against MSM and Waria by police, security forces,
and community members has increased in recent years. Key population (KP) organizations
also reported that their outreach workers have become increasingly nervous about police
and community attitudes in the wake of these political changes and because of publicity
about proposed law changes in relations to MSM. In the province of Aceh, an amended local
criminal code passed in 2014 criminalizes consensual same-sex sexual acts and sexual
relations outside of marriage according to certain principles of Shariah law and allows for
imprisonment and/or corporal punishment for consensual sex between men (WHO, 2017).
Sex Workers
Female sex workers in Indonesia are classified into Direct FSW (DFSW) and Indirect FSW
(IFSW). Direct FSW are women who sell sex as their primary income, usually in dedicated
venues or from the street. Indirect FSW are women who work in the entertainment industry
(e.g. bars, massage or beauty parlours) and sell sex for additional income (Ministry of Health
Indonesia, 2012). Although sex work is not criminalized in Indonesia, other aspects of the
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industry are illegal such as “pimping and soliciting” (Kendall and Razali, 2010). Despite the
lack of criminalization, police and local authorities are known to take punitive or restrictive
actions against sex workers, often citing out-dated or unrelated laws and policies which acts
as a barrier to access to HIV services for FSW (Kendall and Razali, 2010). Female sex
worker (FSW) populations are often underground for fear of this type of harassment, which
hinders health-seeking behaviour (Kendall and Razali, 2010). In an Integrated Biological and
Behavioural Survey (IBBS) in 2011, it was found that FSW, Waria, and MSM are the main
populations that sell sex. In Papua, HIV prevalence of FSW was found to be greater than
15.0%, while national prevalence estimates for FSW range from 5.3% to 10.0% (WHO,
2017; IBBS 2015 in UNAIDS, 2017; Technical Report 2013).
Focus group participants and key informants reported high levels of drug use among the
FSW population. Specifically, drugs being used are prescription pills, but there were also
reports of FSW injecting methamphetamine. Female sex worker (FSW) focus group
members reported that drugs are often brought to them by their clients, and the FSW are
often harassed, bribed, or fined by the police because of this. Focus group discussions were
also held with Waria. These transgender women reported experiencing significant economic
barriers, such as finding it difficult to maintain any level of employment due to high levels of
stigma in their communities and harassment by police. They reported having to turn to ‘other’
means of employment in order to provide for themselves, including working ‘at night’ and in
massage parlours. There was no discussion of male sex work in the MSM focus group
discussions, though the MSM SRs we visited reported providing some outreach to men who
sold sex. They reported that male sex workers work in very different environment than
female sex workers and that smartphone apps were a primary means for them to find clients.
People Who Inject Drugs
The IBBS conducted in 2015 found a HIV prevalence among PWID of 28.8%. Among PWID
living with HIV, consistent condom use with steady, casual, and commercial sex partners in
the last week was reported as 13.0%, 24.0%, and 32.0%, respectively. Prevalence of
syphilis was 1.2% in all cities included in IBBS (Morineau et al., 2012). People who inject
drugs (PWID) are at high risk for arrest, and frequently have limited community and family
support even as many are still unable to share their status as PWID with family, largely due
to lack of information available to the public about PWID (National AIDS Commission, 2014).
Reports during the in-country assessment showed that injection drug use is decreasing in
Indonesia, largely due to the success of supply-side crackdowns to reduce the availability of
heroin. While there is still injection drug use, many people are not injecting anymore, and
they are specifically using (orally) methamphetamines, Suboxone, and other prescription
drugs, such as anti-depressants. Further, during the in-country assessment, there was a
report during a key informant interview that the use of fentanyl is increasing in West Jakarta,
and some services are seeing 3-4 overdoses per month.
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Prisoners
A prison-based programme has existed since 2007 to implement comprehensive HIV and
AIDS prevention programmes. Twenty percent (20%) of prisoners reported injecting drugs
while in prison and among those prisoners surveyed, there were high rates of shared needle
use (IBBS 2011). This assessment did not cover prisoners as a key population, so
information on programmes in prisons was not assessed. In the past, some HIV prevention,
care and treatment programs have existed in some prisons and detention centres in
Indonesia and have included: educational programs; voluntary counselling and testing (VCT)
services; methadone maintenance therapy (MMT); referral for antiretroviral therapy (ART);
support and rehabilitation groups; and bleach provided for sterilizing equipment for injecting,
tattooing and piercing activities (Indonesia Directorate of Corrections, 2010).
The National Action Plan HIV-AIDS 2015-2019 contains strategies for an expansion of HIV
and STI testing within prisons.
Transgender People
HIV prevalence among Waria has remained very high in some settings but varies across
provinces: Jakarta DKI (30.8% in 2011, 34% in 2015); Kota Bandung 34% in 2007, 10.4% in
2015; Kota Surabaya 25% in 2007, 31.2% in 2015 (HIV Epidemic Review: Republic of
Indonesia, 2017).
Waria face particular disadvantage and discrimination in Indonesia – many do not finish
school education due to stigma and discrimination, leaving them with limited employment
options. Many face employment discrimination and rejection by family and community.
Focus group discussions and key informant interviews revealed that this population is the
most likely to have issues with National Identity cards and registration papers for health
service access, as many discard or refuse to use the National Identity that states their
gender as male. Also, many Waria move from place to place seeking work and so do not
have legitimate papers to access public health services in the place where they are working.
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PART II: DESIGN AND DOCUMENTATION OF SERVICE PACKAGES
The National Action Plan HIV-AIDS 2015-2019 recognized that HIV is concentrated in key
populations, identifying MSM, FSW, Waria, and PWID as highest risk. As previously
mentioned, the provinces of Papua and West Papua are considered to have generalized HIV
epidemics, and therefore, adults age 15-49, are considered a key population in these
provinces. Some key population programmes also operate though in these two provinces.
The plan outlines specific policies that the goals and actions fall under. They include:
•

•
•
•
•
•
•
•

•

Enhancing community empowerment in the prevention of HIV and AIDS through
national, regional and global cooperation in legal, organizational, financing, healthcare facilities and human resources;
Prioritizing national and international commitments;
Increasing advocacy, socialization and capacity building;
Promoting equitable, affordable, quality, just and evidence-based HIV and AIDS
prevention efforts, focusing on prevention and promotion efforts;
Increasing service coverage in high-risk communities, underdeveloped, remote,
border and island areas, and [areas with increased] health problems;
Increasing the financing of HIV and AIDS control;
Promoting the development and empowerment of equitable and qualified human
resources in the control of HIV and AIDS;
Increasing availability, and affordability of treatment, supporting examination of HIV
and AIDS and ensuring the safety, benefit, and quality of medicinal preparations and
materials / tools needed for the controlling of HIV and AIDS; and
Improving the management of HIV and AIDS prevention that is accountable,
transparent, efficient and effective (National Action Plan HIV-AIDS 2015-2019).

The action plan outlines specific goals and targets for the response to the HIV epidemic in
Indonesia. One of the goals includes reducing new HIV infections with a particular approach
within key populations. While a package of services is not explicitly outlined for each key
population, the plan does state that HIV and STI services include: promotion of
comprehensive knowledge through IEC activities, condom use promotion, condom
availability, risk factor control, HIV and STI counselling and testing services,
care/support/treatment (CST), PMTCT, needle and syringe programmes, methadone
maintenance programmes, STI services, prevention of donor blood transmission, monitoring
and evaluation activities and epidemiological surveillance at clinics, hospitals and other
health facilities.
The National Action Plan HIV-AIDS 2015-2019 also sets specific targets, one of which is for
key populations: coverage of key populations with HIV testing (70%). The plan further sets
targets for HIV testing by key population, as displayed in Table 4.
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Table 4. Target Coverage of HIV Testing in Indonesia 2015-2019 (National Action Plan
HIV-AIDS 2015-2019)

The following table (Table 5) presents the specific actions of the National Action Plan HIVAIDS 2015-2019 in comparison to the WHO Global Guidance. Overall, the actions outlined
are in accordance with the guidelines; however, as mentioned previously, the plan does not
outline specific packages of services for each of the identified key populations, but rather an
overall plan to target those at highest risk.
Table 5. Comparison of Services as Defined in WHO Global Guidance and the National
Action Plan HIV-AIDS 2015-2019
WHO Guidance
1. Comprehensive condom and
lubricant programming
2. Harm reduction interventions for
substance use (in particular, needle
and syringe programmes (NSP) and
opioid substitution therapy (OST))
3. Behavioural interventions
4. HIV testing and counselling (HTC)

MSM, PWID, FSW, Waria
National Action Plan HIV-AIDS 2015-2019
• Provide condoms and lubricant and IEC
materials as a prevention package for HIV and
STIs
• Provision of sterile needles and syringes
and other injecting equipment
• Opiate substitution therapy and other drug
treatment
•

•
•

Provision of IEC to PLHIV, family and
community members to improve adherence to
ART
Counselling and HIV testing
Prevention of MTCT
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5. HIV treatment and care

6. Prevention and management of coinfections and other co-morbidities,
including viral hepatitis, tuberculosis
and mental health conditions
7. Sexual and reproductive health
interventions

•
•

Coverage and retention in ART treatment
Implementation of early ART to key
populations (SUFA Policy – immediate
treatment initiation for all PLHIV)

•

HIV/TB collaboration – HCT in TB clinics, TB
testing in HIV clinics

•

Control of sexually transmitted infections
(STIs)
Perform regular STI examination and syphilis
screening for key populations in the districts
periodically
Conduct STI examination in risk population
STI treatment for risk populations
Expansion of STI services in provinces and
districts
Increase number of hospitals and clinics with
STI services

•

•
•
•
•

The National Action Plan HIV-AIDS 2015-2019 outlines a harm reduction programme
(displayed in Table 6 below), to be provided to PWID in Indonesia. The plan states that this
package is a refinement of previously developed programs.
Table 6. Harm Reduction Programme as Outlined by the National Action Plan HIVAIDS 2015-2019, Compared to the WHO Consolidated Guidelines
PWID- Harm Reduction programme
WHO Guidance
National Action Plan HIV-AIDS 2015-2019
1. Comprehensive condom and
• Promotion of condoms and lubricant for PWID
and sexual partners
lubricant programming
2. Harm reduction interventions for
substance use (in particular, needle
and syringe programmes (NSP) and
opioid substitution therapy (OST))
3. Behavioural interventions

•

4. HIV testing and counselling (HTC)
5. HIV treatment and care
6. Prevention and management of coinfections and other co-morbidities,
including viral hepatitis, tuberculosis
and mental health conditions
7. Sexual and reproductive health
interventions

•
•
•

•
•

•
•

Provision of sterile needles and syringes
and other injecting equipment
Opiate substitution therapy and other drug
treatment
Communication, information, and education
directed specifically at PWID and their sexual
partners
HIV testing and counselling
ART
Vaccination, diagnosis, and therapy for
hepatitis
Prevention, diagnosis, and therapy for TB
Prevention and treatment of sexually
transmitted infections
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PART III: IMPLEMENTATION AND SERVICE USAGE
Prevention and testing
Outreach to provide information, the means of HIV prevention, behaviour change
communication, and referral for HIV testing is the main prevention strategy for KPs. Focus
group discussion (FGD) participants and key informants reported that the shift in recent
years to target-driven HIV testing and referral left little time for other elements of the
prevention package. There were complaints that IEC materials had not been updated
recently. There was a reported increase in e-outreach to KPs, particularly MSM and Waria.
Referral for STI testing is part of the package of services for all of the key populations.
Tuberculosis (TB) and STI testing is available at clinics and hospitals for the general
population as well as for members of key populations.
Key populations are able to access rapid HCT at health clinics and hospitals and through
mobile outreach (performed by trained medical personnel) to hotspots where many key
population members are found. The in-country assessment confirmed that HIV testing is
happening free of charge for members of key populations and the general population.
Targeted mobile outreach to hotspots and clinic ‘extra hours’ are the HIV testing services
that are provided to target KP and are additional to the testing services provided to the
general population.
Many health clinics are providing ‘extra hours’ or alternative hours of service, allowing them
to operate later into the evening so that key population members who are working can
access the HIV and STI testing. However, there were reports of these extra hours being
reduced recently due to a decrease in funding at many of the clinics. Like SR and SSR
organizations, clinics are also conducting mobile outreach to hotspots to provide VCT
services, though this service has also been decreasing recently due to limited funding.
During the in-country assessment, one clinic reported having to decrease the number of
mobile testing sessions they held per month from ten to only two, due to funding limitations.
With regard to testing targets, the target is number of individuals tested each month. There is
an issue about whether SR and SSR organizations are reaching their target testing numbers
by testing the same individuals every month or every few months, rather than placing an
emphasis on finding new, undiagnosed individuals for testing. This issue will be explored
further in the Monitoring section of this report.
There has been considerable work done, particularly among the SW-focused SRs and SSRs
in recent years to introduce new outreach models that focus less on behaviour change
communication with relatively fixed cohort of people from key populations in a defined
geographical area and focus outreach effort more on regular micro-mapping and on
outreach teams moving from place to place to find new people who have not yet been
tested. Sub-recipients (SRs), SSRs, and IU teams have been trained in weekly analysis of
‘yes to test’ targets and on ‘yield’ - targeting the right people so that the number of new
positive diagnoses is in line with the assumed background HIV prevalence in that population.
Individual team member performance is monitored weekly and team members not
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consistently reaching test and yield targets are assisted to change their practice. A weekly
updated check-in board like the one below is on display in the SSR office to help motivate
outreach workers and the team to stay on target:
Figure 1. Sample of SSR test and yield weekly target check-in
ORW Name

No. of
people
reached

Number
tested

% of
number
reached

Number
positive

% of number
tested

SRs report that setting the target for ‘yield’ has been difficult. The HIV prevalence for that
particular KP from the most recent IBBS is often used but this may not reflect the prevalence
in the sub-population in that particular area. In any case, the yield percentage gives some
indication of the success of the team in finding un-diagnosed or not recently tested PLHIV
from that KP. Using this check-in board at weekly team meetings helps focus the team on
testing. Some SRs ask for a photograph of the weekly board to be sent to them as a way of
tracking progress in each SSR and IU and identifying teams that require additional technical
assistance or coaching.
Interface Between Testing & Treatment
While many SR and SSR organizations are very engaged in and successfully meeting their
HIV testing targets, they reported that this leaves very little time for staff members of the
organizations to follow up clients once they test positive for HIV. This pressure on ‘testing
only’ is likely to increase as funding and staff levels decrease under the new allocation.
Under the MSM, transgender people and PWID outreach model, newly diagnosed PLHIV
are referred to Spiritia’s member organizations at local level for PLHIV support. Some MSM
and transgender organizations reported maintaining contact with newly diagnosed clients for
some months after diagnosis to ensure that they were properly attached to PLHIV support
and clinical care services. Under the FSW outreach model, there has been some trialling of
a ‘limited case management’ model under which the peer leader or peer educator who
referred the person for testing stays connected to the newly diagnosed PLHIV for three
months.
Figure 2 below shows an example of the disconnect in a key area of the HIV Prevention and
Treatment Cascade between knowledge of positive HIV status and enrolling in clinical care
and ART. For this SSR, 16,528 FSW were linked to testing and out of those, 315 were
diagnosed with HIV. From these 315 newly diagnosed FSW, only 111 were successfully
referred to clinical care and only 85 were enrolled on ART. Of those, only 24 were still
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enrolled on ART after two months, meaning that 61 of the people who had started treatment
were lost to follow up within 2 months.
Figure 2. Example Cascade: SSR Working with FSW

14,806

Target

16,528
(111%)

Linked to tesBng
315
(1.9%)

HIV+

111
(35%)

Referred to clinical care

85
(77%)

Enrolled ART
ART a-er 2 months
0%

20%

24
(28%)
40%

60%

80%

100%

Either the sharp focus on testing targets is failing in its main health goal of getting PLHIV
onto long-tern treatment –one commentator referred to this as ‘hit and run testing’ – or,
systems are not able to accurately track the health outcomes for people newly-diagnosed
with HIV. Either way, it presents a significant problem. These figures were consistent across
a number of SSRs.
Figure 3, below, shows another example of HIV treatment cascade data at another SSR
organization, working with FSW, PWID, Waria, and MSM. For this SSR, the link between
positive diagnosis and linkage to treatment is significantly stronger - of the 101 individuals
who tested positive for HIV, 99 were enrolled in ARV. Again, it was not clear in the interviews
conducted whether this is better practice by the SSR or better data collection and
management. They did however appear to have a well-trained and enthusiastic M&E
coordinator and good communication between the M&E and the programme coordinators.
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Figure 3. Example Cascade: SSR Working with All Key Populations
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In Indonesia, the current model is that once a patient is diagnosed with HIV, they are
referred to treatment and to a PLHIV support group; however, prevention-focused MSM and
sex worker SRs report that this referral is not always desired by the individual, or even if
desired, a successful connection is not always made. Some clients who accessed HCT
through outreach provided by SR and SSR organizations, once diagnosed with HIV, express
a clear preference to continue to receive support from their outreach worker after diagnosis.
However, currently there is not enough funding, capacity (time and human), or a protocol in
place for these services to be continued by the prevention-focused SR, SSR or IU. During
the in-country assessment, there were reports of SSRs and IUs setting up their own shortterm PLHIV support groups, using internal resources. This allowed newly diagnosed PLHIV
to stay connected to the organization they trusted and were comfortable with for the period
immediately following diagnosis. Sub-recipients (SRs) and SSRs reported that this helped to
avoid loss to follow-up by immediate referral away from them to a PLHIV support group. The
lack of funding and other support for prevention programs to provide continued services to
individuals after they are diagnosed with HIV is a significant service design issue. Spiritia
has for many years supported a network of PLHIV support groups across the country and
these operate very effectively.
The issue here is not whether the prevention-focused SRs and SSRs would provide better
support to PLHIV – this assessment was not designed to examine that. The key issue is
about the effectiveness of the testing input. The main reason for the increased focus on HIV
testing in these programmes is to improve health outcomes for PLHIV by assisting them to
know their HIV status and access treatment, care, and support. Knowledge of HIV status
alone for a person with HIV provides little health benefit if they are not then connected to
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treatment. There needs to be urgent work done to address this gap in the cascade. This will
involve several strategies including freeing up some staff resources in prevention-focused
SRs and SSRs for short-term case management of newly-diagnosed PLHIV to increase
linkage to care and improve referral links between these organizations and PLHIV support
networks.
Focus group discussions revealed a low level of knowledge about the ease of ART
treatment, support available for PLHIV, and the benefits of early diagnosis, treatment, and
about living well with HIV – even among staff and volunteers living with HIV. This indicated
the need to balance the prevention and ‘avoid HIV’ messages in prevention organizations
with messages and information about acceptance of PLHIV, how to live positively, and the
benefits of early diagnosis and effective treatment. Prevention-focused organizations
reported that they knew that there were staff members (and volunteers) living with HIV in
their organizations but very few had strategies, policies, or practices in place to provide
PLHIV within their organization or client population with organizational or personal support.
Access to Treatment and Care
There were several issues in relation to KP access to treatment and care. Many people from
KP do not have valid National ID Cards, or are not registered for services in the places that
they now live. Antiretroviral therapy (ART) is provided free of charge in most situations, but
the work-up tests for ART initiation are relatively expensive and not generally covered
without a National ID card connected to insurance coverage. This causes some KP to drop
out of services between HIV diagnosis and treatment initiation.
Some provinces (or local governments) have a small fund to cover the cost of these initiation
tests, but this only covers a few people. Some clinics seemed to work around the national ID
card issue by registering the client with a national ART access number and then seemed
able to provide them with ART without a National ID card. Some clinics reported that PLHIV
could use this national ART access number to obtain ART in other provinces if they were
travelling, but knowledge and use of this system seemed inconsistent across clinics.
In relation to clinical monitoring, there were reports from clinics of quotas for viral load testing
– limiting the number of VL tests they could do every year. There were also reports of
inoperable CD4 machines and stock outs of CD4 test kits. This had an impact on ART
initiation, as clinicians were required to assess immune function before commencing a
PLHIV on ART but could not do so accurately without a CD4 result. Stock outs of fixed dose
once-a-day ART were also reported in two provinces in the past year. One clinic (out of the
four visited during the in-country assessment) reported that the limited budget for viral load
testing meant that they had to prioritize those with national health insurance. This prevented
access for a large number of KP members. One hospital (out of the two visited during the incounty assessment) reported that their policy was to only conduct a viral load test one year
after treatment initiation – they recognized that this is not ideal and they would prefer to also
do a baseline viral load test.
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Health workers in ART services, located in both clinics and hospitals, are waiting for new
national treatment guidelines. Currently, providing PLHIV with a one-month supply of ART
for stable patients is the norm, though the WHO guidelines state that once stabilised on
treatment, PLHIV should receive three months of ART at a time. Monthly visits to clinics and
hospitals for ART leads to over-crowding, as well as travel costs and mobility issues for
individuals.
There are also individual-level barriers to the implementation of treatment in Indonesia. For
example, many members of key populations have poor knowledge about the efficacy of
ART, including adherence to medications. In a focus group discussion during the in-country
assessment, a field worker asked questions about his own CD4 count and about his own
health and HIV diagnosis. This indicated the need to improve plain-language information
access and treatment literacy training for newly diagnosed PLHIV and for this to be included
also in prevention outreach staff training curricula. There seemed to be a lack of a sense of
future and confidence in treatment outcomes among many of the focus group participants
from KPs. There were some reports of an anti-ART movement in Indonesia; this movement
largely promotes the use of natural remedies in the place of ART, according to key informant
interviews, during the in-country assessment.
Focus group discussions revealed high levels of stigma within families and communities
towards PLHIV. Families served as a barrier for some individuals enrolling in and adhering to
HIV treatment, as they did not want their family seeing them take medication.
Exploring other models of intervention
United States Agency for International Development (USAID) LINKAGES has been exploring
different models of KP intervention, mainly through direct service exploration and support in
Jakarta. It supports eight CSOs and 38 Puskesmas (government primary care clinics) –
around 75% of the public Puskesmas in the sub-district of Jakarta. It also supports four
private/non-government clinics and eight hospitals.
LINKAGES is taking a ‘differentiated care’ approach across the prevention to care cascade –
tailoring services to sub-populations according to need. Sub-populations include: people who
are HIV negative/with an unknown status; PLHIV in care - stable/unstable; and PLHIV known status but not in care. The package is offered to individuals in a more tailored way so
that those in greater need receive greater attention. The models uses the 5-P approach:
•
•
•
•
•

Prioritizing – more services for those more in need
Protecting – UIC, assistance with health insurance
Performing – triage, assessment, link to a set of services
Providing – HCT, STI testing, support, accompanied referral
Pass it on – referrals to sustainable supportive networks

Community-based organizations (CBOs) are placed on ‘payment for results’ contracts and
provided with regularly updated cascade data and technical assistance to help them review
and update their intervention strategies.
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LINKAGES is also in the process of testing and costing three online approach models, with
MSM in the first instance, and working on a set of guidelines for online outreach.
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Men who have Sex with Men
The PR of Global Fund Funding for HIV services for MSM in Indonesia is Yayasan Spiritia.
Spiritia has six SR organizations that provide services to MSM in a total of 117 districts/cities
(See Annex 1 for complete list of provinces and districts).
The package of services for MSM includes condoms, lubricant, IEC materials, and VCT
referrals. Organizations use varying methods for distribution of this package, including:
distributing large quantities of condoms and lube to certain individuals who will then pass
them to others; distributing small quantities based on how many individuals need; and,
giving information to individuals about where they can access the package of services, such
as the address of the clinic or the website of the organization.
Sub-sub-recipient (SSR) organizations that serve MSM populations offer the option for static
and mobile services. Static services include taking their clients to the health facility to
receive HIV testing or other services. Some SSR organizations also have drop in centres,
which also fall under the category of static services. Mobile services include field workers
physically visiting hotspots to outreach to MSM who may not otherwise be receiving
services. Mobile outreach to hotspots includes visiting bars or spas where MSM are known
to be.
There were reports of challenges with this strategy such as a lack of support from venue
owners in hotspots and local police, and resistance from individuals in the MSM community
who do not necessarily want to receive services in those environments. One of the most
important details of implementation of mobile outreach to hotspots in MSM organizations, as
reported by field workers during the in-country assessment, is carrying documentation
certifying them as outreach workers. This included a permit or letter from the hotspot owner
or a letter from the local health authority that allowed them to show they are allowed to be
there and engage with clients. MSM-focused SRs and SSRs also reported assisting clinics
during mobile testing and clinic sessions in communities, providing counselling, information
and support for newly diagnosed PLHIV.
There were some reports of recent changes in outreach practice in relation to condom
distribution among MSM. Some field workers reported only providing condoms to clients if
the clients requested them. They cited the recent changes in the environment—regarding
the possible definition of ‘encouraging homosexuality’ by police if they were offering
condoms without being asked. However, it is important to note that MSM representatives
reported that they were able to obtain condoms from field workers without any problems.
The use of virtual outreach to MSM was reported in all three MSM CBOs visited. Subrecipients (SRs) and SSRs are already using innovative models to reach MSM, particularly
young MSM. Field workers use social media platforms such as Facebook© and Grindr© to
reach out to MSM looking for other MSM online. Due to considerably higher target numbers
for reaching MSM virtually in the next round of Global Fund funding, the development of
practice standards and a consistent methodology is particularly important. LINKAGES
project reported that they are in the process of developing field guidance in this area for
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Indonesia. A range of virtual outreach practices were in place. For example, some individual
field workers at SR or SSR organizations created accounts that did not signal that they were
a community health worker. They then arranged to meet face to face without letting the
person know that they wanted to meet to give health and service referral information rather
than for sex. This presents ethical and safety/security problems. Other field workers
disclosed that they were health workers who could give information about HIV and HCT in
the biography page of their social media profile. A further issue is regarding ‘screen shotting’
conversations with clients, in order to track client encounters for monitoring and evaluation
purposes. This presents privacy issues as clients are not consenting to have their IP
address data shared. There were also some anecdotal reports of surveillance of online
activities by authorities in Indonesia. This could further jeopardize the ethics and
confidentiality behind virtual outreach for organizations trying to target MSM and other key
populations for HIV prevention services.
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Table 5. Summary of Service Coverage for MSM
Status: 0 = Neither designed nor implemented; 1 = Designed but not implemented; 2 = Implemented; -- = No information available.
Status Indicator

Value

Source, Year

Implementer(s)

Site(s)

Comprehensive condom and
lubricant programming

2

GAM 3.6B:
Percentage of men
reporting using a
condom the last
time they had anal
sex with a male
partner.

73.0%

Technical
Report: 2013
SeroSurveillance
Survey and
2013 Rapid
Behavioral
Survey, 2013

Spiritia

117

PrEP

1

GAM 3.15: Number
of people receiving
oral PrEP for the
first time during the
reporting period

PEP

0

Health Sector Interventions
PACKAGE

Notes

HIV Prevention

PrEP operations research was
underway but now abandoned

Page | 31

Assessment of HIV Service Packages for Key Populations
INDONESIA

Health Sector Interventions
PACKAGE

Status Indicator

Coverage of HIV prevention
programmes among MSM

2

ARV-related prevention: Early
initiation of ART/ART
regardless of CD4 count

2

Behavioural interventions

2

Value

20.5%
GAM 3.7B:
Coverage of HIV
prevention
programmes among
MSM

7

Source, Year

Implementer(s)

Site(s)

Programme
Results (1
July-31
December
2017)

Spiritia

117

Spiritia

117

Spiritia

117

Notes

HIV testing
Voluntary routinely offered
testing

2

Percentage of men 10.9%
who have sex with
men that have
received an HIV test
in the past 12
months and know

8

Program
Results (1
July-31
December
2017)

7

Global Fund programmatic data report 113% achievement of target coverage; target was 137,000 MSM. The coverage statistic here is derived by using the
available PSE (754,310 from 2016 GARPR) as a denominator and 154,556 (113% of 137,000) as the numerator.
8
Global Fund programmatic data report 120% achievement of target coverage; target was 43,981 MSM. The coverage statistic here is derived by using the
available PSE (754,310 from 2016 GARPR) as a denominator and 81, 851 (120% of 43,981) as the numerator.
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Health Sector Interventions
PACKAGE

Status Indicator

Value

Source, Year

Implementer(s)

Site(s)

Spiritia

117

Spiritia

117

Notes

their results

Community based testing and
counselling

2

Knowledge of HIV status

2

GAM 3.4B:
Knowledge of HIV
status among MSM

Linkage to care
Linkage and enrolment in care

1

HIV Treatment
ART coverage

2

GAM 3.5B:
Percentage of the
people living with
HIV in a key
population receiving
antiretroviral
therapy in the past
12 months

7.0%
(5,954
out of
total
87,031)

MOH
quarterly
report (July –
September
2017)
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Health Sector Interventions
PACKAGE

Status Indicator

ART drug interactions

--

Value

Source, Year

12.7%

Technical
Report: 2013
SeroSurveillance
Survey and
2013 Rapid
Behavioral
Survey, 2013

Implementer(s)

Site(s)

Notes

Management of Co-infections
Hepatitis prevention and
management of co-infections

2

TB Prevention and
management of co-infections

2

Mental health and management -of co-morbidities
General Care
Nutrition

--

Sexually transmitted infection
prevention, screening and
treatment

2

Anal cancer treatment

--

GAM 3.12:
Percentage of men
who have sex with
men with active
syphilis
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People Who Inject Drugs
The PR of Global Fund Funding for HIV services for PWID in Indonesia is Yayasan Spiritia.
Spiritia has six SR organizations, which provide PWID services in a total of 61 districts/cities
(See Annex 2 for complete list of provinces and districts).
Needles and syringes, alcohol swabs, condoms, lubricant, and general IEC materials are
supplied as part of the HIV prevention package for PWID in Indonesia. However, coverage
for PWID in general is decreasing. Coverage of PWID with the package of services is
counted as the provision of needles and syringes, but many former PWID no longer need
needles and syringes due to changes in the substances they are using and the routes of
administration of these drugs. There were many reports of a sharp decrease in heroin
availability (and hence use), and therefore, the rates of injection have been decreasing
among the drug using population. With the shift away from heroin use in Indonesia, there
were reports of the increase of use of drugs including: methamphetamines, Suboxone, and
prescriptions drugs such as anti-depressants. It is important to note though that injecting has
not stopped completely and there were reports of some PWID still injecting – reportedly due
partly to their attachment to the ritual of injecting. People who inject drugs (PWID) and
PWUD were still at sexual risk of HIV acquisition or transmission though. Sub-sub-recipients
(SSRs) reported that the Global Fund definition of ‘reach’ was a problem for them in the
changing drug use environment. Targets are set for reaching PWID, and for the purposes of
Global Fund reporting, a PWID reached is defined as someone who was provided with
needles and syringes in the last twelve months. Outreach teams were still reaching PWUD
who were no longer injecting, but they could not record this activity under Global Fund
targets, even though these people still had health needs in relation to HIV, HCV, sexual
health, shelter, security, and drug treatment.
Additionally, MMT treatment numbers appear to be decreasing in Indonesia. Some clinics
explained that this was because the number of heroin users was decreasing, but this is not
the whole story, as previous heroin users would normally need MMT for some years after
ceasing heroin injecting. Focus group participants reported some enthusiasm on the part of
some clinics to reduce or stop MMT, as it was seen as a disruption to other patients. There
were some reports of the imposition of strict rules for patients on MMT and people being
rejected from MMT programs at clinics for relatively minor breaches. There were reports of
some people injecting methadone or other drugs and taking themselves off the MMT
programs. Some key informants reported that some individuals feel ‘bored’ with the MMT
program and would rather inject their own drugs and partake in their own rituals of drug use.
Methadone maintenance therapy (MMT) programs in Indonesia are required to collect a
large amount of data from patients. This was cited as another reason participation rates in
MMT programmes may be decreasing, due to the fact that this key population is very
hesitant to give their personal information, especially in the current environment and legal
ramifications of drug use.
Much like MSM organizations, SRs, SSRs, and IUs that serve PWID take steps to ensure
their own safety during outreach work. For example, they inform the neighbourhood of their
services and try to engage the community, including religious leaders. There were reports of
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civilian police being uncooperative and sometimes interfering with the work that these
organizations do among PWID.
Some organizations that work with PWID are concerned about the sustainability of their
programs because injecting rates are decreasing throughout the country and there is a
perception that drug use is not a significant problem in relation to HIV. Because of this,
PWID are seen as less of a priority for HIV prevention services when compared to other key
populations by national stakeholders in the country, according to key informant interviews
during
the
in-country
assessment.
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Table 6. Summary of Service Coverage for PWID
Status: 0 = Neither designed nor implemented; 1 = Designed but not implemented; 2 = Implemented; -- = No information available
Health Sector
Intervention
PACKAGE
HIV Prevention

Status

Indicator

Value

Source, Year

Implementer(s)

Site(s)

Comprehensive
condom and
lubricant
programming

2

GAM 3.6C:
Percentage of people
who inject drugs who
report the use of a
condom at last sexual
intercourse

36.0%

Rapid
Behavioral
Survey among
Injecting Drug
Users 2010

Spiritia

61

PrEP

0

PEP

0

Coverage of HIV
prevention
programs among
PWID

2

GAM 3.7C: Coverage
of HIV prevention
programs among
PWID

38.4%

Program
Results (1
July-31
December
2017)

Spiritia

61

Harm reduction –
Needle & Syringe

2

GAM 3.9: Needles
and syringes
distributed per person

9

Notes

Global Fund programmatic data report 90% achievement of target coverage; target was 14,235 PWID. The coverage statistic here is derived by using the
available PSE (33,492 from 2016 GARPR) as a denominator and 12,875 (90% of 14,235) as the numerator.

9

Page | 37

Assessment of HIV Service Packages for Key Populations
INDONESIA

Health Sector
Intervention
PACKAGE
Programs

Status

Harm reduction Safe injection
practices

2

Harm reduction OST

2

Other harm
reduction:
Naloxone, other
treatments,
overdose prevention
& treatment

0

Harm reduction for
PWID: Other drug

0

Indicator

Value

Source, Year

Implementer(s)

Site(s)

GAM 3.8: Percentage
of people who inject
drugs who reported
using sterile injecting
equipment the last
time they injected

71.0%

PUDR- MoH,
2014

Spiritia

61

Percentage of
individuals receiving
OST who received
treatment for at least
6 months

0.04%

Notes

who injects drugs

10

Programme
Results (1
July-31
December
2017)

Global Fund programmatic data report 46% achievement of target coverage; target was 482 PWID. The coverage statistic here is derived by using the
available PSE (33,492 from 2016 GARPR) as a denominator and 14 (number reported by Spiritia) as the numerator.

10

Page | 38

Assessment of HIV Service Packages for Key Populations
INDONESIA

Health Sector
Intervention
PACKAGE
dependence
treatment

Status

ARV-related
prevention: Early
initiation of
ART/ART
regardless of CD4
count

0

Behavioral
interventions

2

Indicator

Value

Source, Year

Implementer(s)

Site(s)

Spiritia

61

Spiritia

61

Spiritia

61

Notes

HIV Testing
Voluntary routinely
offered testing

2

Community-based
testing and

2

Percentage of people
who inject drugs that
have received an HIV
test in the past 12
months and know
their results

27.6%

11

Program
Results (1
July-31
December
2017)

Global Fund programmatic data report 120% achievement of target coverage; target was 5,008 PWID. The coverage statistic here is derived by using the
available PSE (33,492 from 2016 GARPR) as a denominator and 9,245 (120% of 5,008) as the numerator.

11
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Health Sector
Intervention
PACKAGE
counselling

Status

Indicator

Knowledge of HIV
status

2

GAM 3.4C
Knowledge of HIV
status among people
who inject drugs

Value

Source, Year

Implementer(s)

Site(s)

Spiritia

61

Notes

Linkage and enrolment in care
Linkage and
enrolment in care

2

HIV Treatment
ART coverage

2

ART drug
interactions

--

Prevention of
mother to child
transmission
(PMTCT)

0

1.3% (1,154
out of total
87,031)

MOH quarterly
report (July –
September
2017)
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Status
Health Sector
Intervention
PACKAGE
Management of Co-Infections
Hepatitis prevention
and management of
co-infections

2

TB prevention and
management of coinfections

2

Mental health
prevention and
management of comorbidities

0

Indicator

Value

Source, Year

Implementer(s)

Site(s)

Notes

General Care
Nutrition

0

Sexually transmitted
infection prevention,
screening and
treatment

2

Contraceptive
services

0
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Health Sector
Intervention
PACKAGE
Safe abortion and
post-abortion care

Status

Cervical cancer
screening and
treatment

0

Anal cancer
treatment

0

Conception and
pregnancy care

0

Indicator

Value

Source, Year

Implementer(s)

Site(s)

Notes

0
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Prisoners
Information regarding the implementation of HIV prevention services for prisoners in
Indonesia was not collected during the in-country assessment. The Global Fund Funding
Request Application Form: Full Review (for grant period 1 January 2018-31 December 2020)
states that prisons do offer TB and HIV testing and treatment, as well as information on HIV,
TB, and other health related issues. Further, certain prisons offer pre- and post-release
programs and HIV case management including BCC and adherence counselling. As of
September 2014, MMT was available in nine units in prisons and detention centres and HIV
testing and counselling services had been implemented in 22 clinics in prisons and detention
centres (National Action Plan HIV-AIDS 2015-2019). It should be noted that the National
Action Plan HIV-AIDS 2015-2019 also indicates the expansion of HIV and STI testing within
prisons.
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Table 7. Summary of Service Coverage for Prisoners
Status: 0 = Neither designed nor implemented; 1 = Designed but not implemented; 2 = Implemented; -- = No information available.
Health Sector Interventions
PACKAGE

Status Indicator

Value

Source, Year Implementer(s)

Site(s)

Notes

HIV Prevention
Comprehensive condom and
lubricant programming

1

GAM 3.6B:
Percentage of men
reporting using a
condom the last
time they had anal
sex with a male
partner.

PrEP

0

GAM 3.15: Number
of people receiving
oral PrEP for the
first time during the
reporting period

PEP

0

Coverage of HIV prevention
programmes among prisoners

3

GAM 3.7B:
Coverage of HIV
prevention
programmes among
prisoners

IBBS 2010
41.0%
(male),
35%
(female)
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Health Sector Interventions
PACKAGE

Status Indicator

Harm reduction – Needle and
Syringe Program

0

GAM 3.9: Needles
and syringes
distributed per
person who injects
drugs (in prison)

Harm reduction - OST

0

GAM 3.10:
Coverage of opioid
substitution therapy

Other harm reduction:
naloxone, other treatments,
overdose prevention &
treatment

0

ARV-related prevention: Early
initiation of ART/ART
regardless of CD4 count

0

Behavioural interventions

1

Value

Source, Year Implementer(s)

Site(s)

Notes

9 prisons/
detention centers

HIV testing
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Health Sector Interventions
PACKAGE

Status Indicator

Voluntary routinely offered
testing

1

Community based testing and
counselling

0

Knowledge of HIV status

1

Percentage of
prisoners that have
received an HIV test
in the past 12
months and know
their results

Value

Source, Year Implementer(s)

Site(s)

Notes

22 prisons/
detention centers

Linkage to Care
Linkage and enrolment in care

0

HIV Treatment
ART coverage

1

ART drug interactions

0

Prevention of mother to child
transmission (PMTCT)

0

Management of Co-infections
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Health Sector Interventions
PACKAGE

Status Indicator

Hepatitis prevention and
management of co-infections

1

TB Prevention and
management of co-infections

1

Value

Source, Year Implementer(s)

Site(s)

Notes

Mental health and management 0
of co-morbidities
General Care
Nutrition

0

Sexually transmitted infection
prevention, screening and
treatment

1

Contraceptive services

1

Safe abortion and post-abortion 0
care
Cervical cancer screening and
treatment

0

Anal cancer treatment

0
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Health Sector Interventions
PACKAGE

Status Indicator

Conception and pregnancy
care

0

Value

Source, Year Implementer(s)

Site(s)

Notes
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Sex Workers
The PR of Global Fund Funding for HIV services for FSW in Indonesia is the Indonesia
Ministry of Health, with technical and management assistance provided by UNFPA since the
dissolution of the National AIDS Commission in 2016. The United Nations Population Fund
(UNFPA) has four SR organizations, which provide FSW services in a total of 88 districts
(See Annex 4 for complete list of provinces and districts).
The in-country assessment confirmed that condoms, lubricant, behaviour change
information, IEC brochure and HIV and STI testing referrals made up the FSW package of
HIV prevention services. Sexual and reproductive health interventions are also part of the
package of services for FSW in Indonesia. While contraception is not provided by SR or
SSR organizations, there were reports of the availability of contraception from midwives or
at clinics. Additionally, there are services available regarding prevention of mother to child
transmission (PMTCT), such as education, information, outreach referral for ante-natal care,
early ART access for pregnant women with HIV and PMTCT for mother and baby at time of
delivery. Pap smears are reportedly available at health clinics as well (reportedly available at
150,000 Indonesian Rupiah (Rp)). There were also a few disturbing reports in focus groups
discussions of health workers recommending sterilization to women with HIV in order to
avoid transmission to children.
Female sex workers in focus groups reported condom availability and quality as a particular
issue. Some program staff reported stock outs of condoms, limiting their ability to provide
condoms to FSW while conducting outreach. Female sex worker (FSW) representatives
reported extremely poor quality of condoms—so much that their clients did not want to use
these condoms because of their thickness. They reported not being able to use the
condoms supplied by outreach workers due to quality, and instead, having to purchase their
own when possible.
Challenges to implementation of HIV prevention services for FSW include peer educators
(FSW who work with SRs, SSRs, and IUs to provide information and education to FSW
peers) being questioned by the police or being questioned by clients, who think the field
workers may have reported them to the police. Additionally, pimps, owners, and managers
in brothel areas were reported to block field workers from reaching out to FSW. Key
informant interviews among FSW SSRs revealed difficulties in motivating FSW to test for
HIV – they knew their risk but feared that a positive HIV result would prevent them from
working and cause problems for them with clients, regular partners, and the community.
Female sex workers (FSW) in focus groups reported that other FSW living with HIV often do
not disclose their status, especially where they work, for fear of rejection or police
harassment. Those who do, or who are suspected of having HIV, often move to another
location so that they can continue to work. Changes in government policy and regulation
have led to the closure of sex work districts in many areas and this has driven this
population into less formal settings, making them more difficult to reach.
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Table 8. Summary of Service Coverage for SW
Status: 0 = Neither designed nor implemented; 1 = Designed but not implemented; 2 = Implemented; -- = No information available.
Status Indicator

Value

Source, Year

Comprehensive condom and
lubricant programming

2

GAM 3.6A
Percentage of sex
workers reporting
the use of a
condom with their
most recent client

74.0%

MoH
Report on
Rapid
Behavioral
Survey among
FSW 2010

PrEP

0

GAM 3.15: Number
of people receiving
oral PrEP for the
first time during the
reporting period

PEP

0

Coverage of HIV prevention
programmes among SW

2

Health Sector Interventions
PACKAGE

Implementer(s)

Site(s)

Notes

HIV Prevention

GAM 3.7B:
Coverage of HIV
prevention
programmes among
FSW

IBBS 2011
53%
(DFSW)
22%
(IDFSW
)

MoH

88

88
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Health Sector Interventions
PACKAGE

Status Indicator

ARV-related prevention: Early
initiation of ART/ART
regardless of CD4 count

2

Behavioural interventions

2

Value

Source, Year

Implementer(s)

Site(s)

MoH

88

MoH

88

MoH

88

MoH

88

Notes

HIV testing
Voluntary routinely offered
testing

2

Community based testing and
counselling

2

Knowledge of HIV status

2

Percentage of FSW
that have received
an HIV test in the
past 12 months and
know their results

GAM 3.4A:
Knowledge of HIV
status among SW

IBBS 2011
57%
(DFSW)
36%
(IDFSW
)
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Health Sector Interventions
PACKAGE

Status Indicator

Value

Source, Year

1.2%
(1,061
out of
total
87,031)

MOH
quarterly
report (July –
September
2017)

Implementer(s)

Site(s)

Notes

Linkage to care
Linkage and enrolment in care

2

HIV Treatment
ART coverage

2

ART drug interactions

0

Prevention of mother to child
transmission (PMTCT)

2

GAM 3.5A:
Antiretroviral
therapy coverage
among sex workers
living with HIV

Management of Co-infections
Hepatitis prevention and
management of co-infections

2

TB Prevention and
management of co-infections

2

Mental health and management -of co-morbidities
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Health Sector Interventions
PACKAGE

Status Indicator

Value

Source, Year

Implementer(s)

Site(s)

Notes

General Care
Nutrition

0

Sexually transmitted infection
prevention, screening and
treatment

2

Contraceptive services

2

GAM 3.11:
Percentage of sex
workers with active
syphilis

Safe abortion and post-abortion 2
care
Cervical cancer screening and
treatment

2

Anal cancer treatment

0

Conception and pregnancy
care

2

GAM 10.10:
Cervical cancer
screening among
women living with
HIV

Not provided through the GF
grant, but within individual
health clinics and by midwives
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Transgender People (Waria)
The PR of Global Fund Funding for HIV services for Waria in Indonesia is Spiritia. Spiritia
has six SR organizations that provide services to this population in a total of 108
districts/cities (See Annex 3 for complete list of provinces and districts).
It is important to note that many of the SR, SSR, and IUs that provide services to Waria
population in Indonesia also provide services to the MSM population. Therefore, many of the
implementation details and challenges are similar. It is also important to note that the needs
of Waria are not the same as those of MSM and that many Waria face particular difficulties
in completing school education and finding work (due to high levels of stigma, discrimination
and harassment). There is also significant variation in risk context, needs, and vulnerability
within Waria populations. The package of services for Waria includes condoms, lubricant,
IEC brochures, and HIV and STI testing referrals.
One major barrier for Waria in Indonesia is concerning the national ID card. During the incountry assessment, it was estimated that only about 30% of Waria have a valid national ID
card. While all key populations face this barrier, this becomes especially problematic for
Waria because their national ID card could list their previous gender and name, which they
no longer use. This impedes their access to treatment, support, and care services.
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Table 9. Summary of Service Coverage for Transgender People
Status: 0 = Neither designed nor implemented; 1 = Designed but not implemented; 2 = Implemented; -- = No information available.
Status Indicator

Value

Source, Year

Implementer(s)

Site(s)

Comprehensive condom and
lubricant programming

2

56.2%

GF
Programmatic
data 2014

Spiritia

108

PrEP

0

GAM 3.15: Number
of people receiving
oral PrEP for the
first time during the
reporting period

2

GAM 3.7D:
Percentage of
transgender people
reached with HIV
prevention
programmes

Program
Results (1
July-31
December
2017)

Spiritia

108

Health Sector Interventions
PACKAGE

Notes

HIV Prevention

PEP
Coverage of HIV prevention
programmes among TG

48.4%

12

Global Fund programmatic data report 104% achievement of target coverage; target was 18,090 TG. The coverage statistic here is derived by using the
available PSE (38,928 from 2016 GARPR) as a denominator and 18,842 (104% of 18,090) as the numerator.

12
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Health Sector Interventions
PACKAGE

Status Indicator

ARV-related prevention: Early
initiation of ART/ART
regardless of CD4 count

2

Behavioural interventions

2

Value

Source, Year

Implementer(s)

Site(s)

Spiritia

108

Spiritia

108

Spiritia

108

Spiritia

108

Notes

HIV testing
Voluntary routinely offered
testing

2

Community based testing and
counselling

2

Knowledge of HIV status

2

29.3%
GAM: Percentage
of transgender
people that have
received an HIV test
in the past 12
months and know
their results

GAM 3.4D:
Knowledge of HIV
status among

13

Programme
Results (1
July-31
December
2017)

Global Fund programmatic data report 120% achievement of target coverage; target was 7,468 TG. The coverage statistic here is derived by using the
available PSE (38,928 from 2016 GARPR) as a denominator and 11,407 (120% of 7,468) as the numerator.

13

Page | 56

Assessment of HIV Service Packages for Key Populations
INDONESIA

Health Sector Interventions
PACKAGE

Status Indicator

Value

Source, Year

0.4%
(363 out
of total
87,031)

MOH quarterly
report (July –
September
2017)

Implementer(s)

Site(s)

Notes

transgender people
Linkage to care
Linkage and enrolment in care

2

HIV Treatment
ART coverage

2

ART drug interactions

--

Prevention of mother to child
transmission (PMTCT)

--

Management of Co-infections
Hepatitis prevention and
management of co-infections

2

TB Prevention and
management of co-infections

2

Mental health and management 0
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Health Sector Interventions
PACKAGE

Status Indicator

Value

Source, Year

Implementer(s)

Site(s)

Notes

of co-morbidities
General Care
Nutrition

0

Sexually transmitted infection
prevention, screening and
treatment

2

Contraceptive services

0

Safe abortion and post-abortion 0
care
Cervical cancer screening and
treatment

0

Anal cancer treatment

0

Conception and pregnancy
care

0
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PART IV: MONITORING SYSTEMS
Unique Identifier Code, National ART Code, Patient ID, and National Identification
Number
Principal Recipient (PR), SR, SSR organizations, clinics and hospitals are currently using
several different numbers and codes for monitoring prevention services and HIV testing,
treatment and care for key populations and PLHIV.
Figure 4. Codes and Numbers Currently Utilized

The Unique Identifier Code (UIC)
The UIC seems to be widely used across prevention services, and for tracking the
successful referral of people from KPs to HIV testing services. The Joint United Nations
Programme on HIV/AIDS (UNIADS) has supported an ongoing process to make the use of
the UIC more consistent and effective. There is still some work to be done in implementing
the agreements or recommendations generated from that process. The code is generated
from the first four letters of the first name and date of birth. Whilst this is a slightly weaker
code that the one used in many other countries (usually including some code elements of
family name and place of birth), it is recorded as having a duplication rate of only around 8%,
so it is probably sufficiently robust for its purpose.
Several issues with the use of the UIC were identified in this assessment, including:
•
•

Inconsistencies in the way it is recorded – some use the DOB first, others the name
elements; some write the DOB as DDMMYY, some as DDMMYYYY;
A lack of understanding among field and clinic staff of the purpose of the code and how
to generate it:
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o

o

o

There is a lot of anxiety about people using nicknames when they access
services; field staff and clinic staff do not seem to understand that as long as the
person uses the same two letters of the first (or nickname) every time, that the
code will remain effective;
People are recording identifying information on the same form as the code – full
name, mobile phone number, HIV status, history of mental illness, place of
residence, etc. This somewhat defeats the purpose of the code which is to
provide confidentiality and anonymity. It is clear that there needs to be a form
completed the first time a UIC is registered, but this should be done once, and
those registration forms should be locked in a secure place in the SR office with
limited staff access. Once the client is registered with a UIC, their name, mobile
phone number and other identifying information should not be routinely collected
One of the benefits of using the UIC is that it allows for tracking of patterns of
service use for individuals and populations, yet the data seems rarely used for
this purpose, nor collected and recorded in a way that would support this.

One of the main difficulties with the UIC is that its use often stops when the person is
diagnosed with HIV and starts accessing ART. Clinics and hospitals generally use the other
codes and numbers in place of the UIC once they enrol a PLHIV on treatment, so it becomes
difficult to track what proportion of KPs with HIV are successfully in accessing treatment,
care and support over time.
ART Patient ID
Clinics and hospitals appear to use this Code when they initiate a person with HIV on ART
and report it back to the national level. Some clinics report using this code to allow ART
access for people who do not have a National ID Card. Some clinics also provide PLHIV with
a card that has this code on it, and this allows them access to ART from other clinics when
they are travelling, though this did not seem to be consistent across clinics.
National ID Number
Most people carry a National ID Card with a unique number on it. This allows them access to
services and health insurance. For several reasons, many people from KPs do not have a
valid card. Waria often lose or discard it because it is linked to their birth gender; people
involved in illegal activity discard it to avoid identification when being harassed by police;
others do not have it because they do not have official citizen status.
Indonesia is moving towards an electronic health record system that will be based on the
National Identity Number. This will take time and will also not solve the issue of people
without a valid card.
Data Collection: Field Level Data
There is significant confusion about what data to collect from clients, where to collect it, and
where to record it. Some SR and SSR organizations are collecting an enormous amount of
data when registering new clients for services. There are complicated registration forms to
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be filled out in environments that are not conducive for the sharing of personal information,
such as a street, bar or club, many times by cell phone torchlight. One organization had six
forms that had to be completed before enrolling a client (See Annex 5 for an example of a
registration form being used by an SSR organization). Further, the two PR organizations in
Indonesia are recording and reporting different prevention level data. Field workers reported
that they spend a considerable amount of their time on this form-filling, and that they either
fill the forms in the field (disturbing the peer conversation they are trying to have with a new
client, or try to fill them out later from memory. There seems to be a lot of unnecessary
information sought in this enrolment process – sexual behaviour, drug use, mental health
status, etc. It appears to be more in the realm of social/behavioural research than simple and
efficient enrolment. It would be helpful to streamline and standardise these forms.
Data collection burden was a particular theme in many of the SR and SSR key informant
interviews. People see little benefit or return-on-effort for all the data collection they are
doing. They rarely see an analysis of the data that they can use to improve services or track
progress. Many felt that the data collection systems were driving their practice and
preventing them from being responsive and innovative
There are also concerns about where this data is stored in SRs, SSRs and IUs, whom it is
shared with, and who has access to it. This will become increasingly important should laws
and policies that affect KPs become more punitive. The current form contains full name,
phone number, HIV status, and other private information.
Data Collection: Clinic Level Data
As stated above, use of the UIC generally stops once a person is diagnosed with HIV and
begins clinical care and ART. Obviously, at that point the person’s present (or past)
membership of a KP is not highly relevant – they have the right and need for nondiscriminatory access to HIV treatment, care, and support just like every other person with
HIV and should not have to be continually asked to declare whether they are (or have been)
a sex worker, MSM, Waria, or drug user. However, from a service planning and health
outcomes monitoring point of view, it would be helpful for the services, the district and
provincial governments, and the national program to have data on whether KPs with HIV are
benefiting from clinical care and ART in the same way as other PLHIV. This issue will require
further research and system development.
Clinics and hospitals record information about newly diagnosed PLHIV ‘offline’ at the time of
diagnosis or first presentation for services. From this data at the clinic level, aggregated data
is then sent to the national Strategic Information on HIV and AIDS (SIHA). A major challenge
with the SIHA system is its inflexibility. For example, an individual could test positive for HIV
and that clinic would report their details to SIHA. After that data is officially published by
SIHA, that patient could tell the clinic that they were in fact already tested and diagnosed
with HIV previously. This would mean that PLHIV was reported twice in the SIHA system
and therefore, counted twice in the national aggregated data. There seems to be no current
system for removing this double counting from SIHA. This issue is particularly important both
in terms of key populations, who are very mobile, and in certain provinces where the general
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population is mobile. There are also issues with some PLHIV unofficially changing their
names and moving to another province for anonymity, then re-connecting with services
under a new name in another province.
Data flows
Prevention and treatment, care, and support data is collected and managed under different
systems in Indonesia (as in many countries) and this makes it difficult to effectively track
service-use patterns and health outcomes for KPs. The figure below sets this out. It would
be very helpful under the next Strategy to find ways for greater synergy of data flow across
the continuum.
Figure 5. Data Flows

Data Analysis
There is an extraordinary amount of data being collected on HIV service use in Indonesia,
and much of it would seem to be very helpful for service review and planning. There does
not however seem to be much high-level analysis of this data. The UIC for example could
provide useful information about whether people who are highly mobile continue to access
HIV prevention and care service as they move.
Some organizations are doing their own program-level data analysis and using it to
understand and improve the services they are providing to KPs. Figure 6 shows one SSR
organization’s use of program data to assess their virtual outreach program and understand
if they are using their resources to reach the maximum number of clients. The same SSR
further reported that virtual outreach is contributing to 10% of their total outreach target and
10% of their total HCT target.
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Figure 6. Example: Virtual Outreach Cascade Data
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PWID Monitoring
As stated above, under Global Fund definitions, a PWID is an individual who has injected at
least once during the last year and they are reached if they are provided with needles and
syringes once during that period. Rates of injection drug use are decreasing throughout
Indonesia; therefore, there are fewer PWID. Due to decreasing injection rates, less people
who use drugs (PWUD) have a need for needles and syringes. However, it is important to
note that PWUD are still at risk for HIV acquisition or transmission for multiple reasons,
including evidence of increased risky sexual behaviour when using the now more popular
drugs.
Using the above definition to monitor the services provided to PWID is problematic, because
service targets only include people who are injecting drugs, not those who are only using
drugs, or who may return to injecting if drug supply or use patterns change.
Recording support to PLHIV in ‘prevention’ organizations
Several ‘prevention’ SRs and SSRs reported maintaining contact with newly-diagnosed
PLHIV for some months after they had accompanied them to or supported them through HIV
testing. The official model is to refer them immediately to PLHIV support organizations and
their contact with services is then recorded there. There are risks involved here in terms of
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loss to follow-up. The idea of peer education and accompanied referral is that the KP
member develops a level of trust with the field worker and that this trust facilitates their
access to testing. If the model dictates that the peer worker is required to pass the client
immediately on to a new service provider at the point of diagnosis, there is a risk that the
person will not attach themselves (or even go to) the new service provider at this vulnerable
time. Some PLHIV reported that they preferred to receive their support from the NGO (and
field worker) that they already knew and trusted.
Given the testing targets, there is currently no way or time for the prevention-focused SR or
SSR to record this activity or perform this temporary ‘case management’ role. This needs to
be addressed to reduce loss to follow-up. The United Nations Population Fund (UNFPA) and
the Ministry of Health are piloting a 3-month simplified case management model to fill this
gap.
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PART V: ENABLING ENVIRONMENT
Facilitating and inhibiting factors to service provision have been identified in Indonesia,
although there is no comprehensive service package for the enabling environment, outlined
in the documents provided.
Regulations and local laws that criminalize KP behaviour create discriminatory environments
and limit access to health services. Key populations (KP) are generally unaware of options
for legal complaint and have limited knowledge of their rights. In 2015, there were ‘hundreds
of local laws at the provincial or district level prohibiting certain sexual behaviours and
practices’ which deprive MSM, TG, FSW and PWID of their basic rights (Program on Global
Health and Human Rights et al., 2017).
A recent Global Fund funded national Baseline Assessment of human rights-related barriers
to HIV services recommends that an overarching strategy to improve enabling environment
and access to services for KP is to improve coordination and integration between and
among government entities and NGOs providing HIV services, as many work separately and
independently of each other, which also hinders access for KP who then need to determine
appropriate services with limited guarantee as to whether services will be KP friendly or not
(Program on Global Health and Human Rights et al., 2017). The Review of the National
Health Sector Response to HIV also recommends comprehensive efforts to eliminate the
stigma and discrimination experienced by PLHIV, key populations and women, first and
foremost in the health sector (WHO, 2017).
In 2018, the Global Fund will support the Indonesian government and partners to develop a
five-year Strategy, based on recommendations of the Baseline Human Rights Assessment,
to reduce human rights-related barriers to HIV services. Major barriers to services for KP
remain, including: stigma and discrimination; concerns about confidentiality when seeking
services; and punitive laws, policies, and practices. Despite laws intended to be protective of
KP, there is discord between national and local laws as well as policies and practices
including reports of mandatory testing being used in various contexts as well as involuntary
disclosure to employers, educational institutions, or on marriage certificates. Additional
barriers to service include distance and transportation costs, particularly for those living in
rural areas as well as PWID on OST who need access to treatment daily. The lack of
adequate referral systems and coordination between services also contribute to barriers to
access (Program on Global Health and Human Rights et al., 2017).
Some efforts to address the above barriers have been enacted including programs that use
peer-oriented programming to reduce self-exclusion of KP and community education
programming to reduce stigma and discrimination. Some legal assistance is offered,
although the reach of these programs is limited. Some initiatives have taken place towards
sensitization of healthcare workers for non-discrimination, although limited sensitization of
health care workers has taken place for KP (Program on Global Health and Human Rights et
al., 2017)
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The Review of the National Health Sector Response to HIV outlines efforts to reduce stigma
and discrimination. However, CSOs consistently rate government efforts to implement
human rights in HIV as two out of 10 (with zero as the worst in the scale), and only 9.3% of
respondents in the 2012 Demographic and Health survey expressed accepting attitudes
towards people living with HIV, suggesting additional effort towards enabling environment is
necessary. Violence against KP was also found to be high in the 2015 IBBS, which found
high levels of forced sex experienced by KP in the last 12 months (ranging from 12.6% to
86.5%) (WHO, 2017).
Indonesia is currently facing a changing environment with regard to the legal status of key
populations. Specifically related to HIV services for key populations, outreach to MSM and
Waria is becoming increasingly difficult because of these changes. The uncertain
environment is making KP members and health workers alike incredibly anxious. Outreach
workers are afraid that they will be harassed or arrested for the work they do. Further, there
is a fear of being openly gay. There are also concerns that new laws may criminalize the
‘promotion’ of sex between men, and that providing peer education and BCC materials
during outreach may be interpreted by law enforcement agents as ‘promoting’ immoral
behaviour. Some implementing agencies reported that this risk of being charged with
promotion of immoral activity may prevent them from providing or supporting direct services
to KPs.
Female sex workers (FSW) also experience persecution by the police, including the civilian
police, regularly. Additionally, local policies have been put into place to shut down brothel
areas in many cities, leading FSW to become ‘indirect’, rather than ‘direct’, which makes
them even harder to reach for HIV prevention services due to no longer being found in these
brothel areas or hotspots.
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PART VI: FINANCING
One major theme throughout the in-country assessment regarding financing of HIV services
in Indonesia was sustainability. There is currently a shift away from international donors and
towards domestic funds for these services; however, many health professionals have
concerns about what will happen to many of the HIV services, especially for key
populations, once the international funding is no longer available. Organizations providing
HIV services to key populations are already operating with limited funding and limited staff,
and this is a major cause for concern among these organizations.
There is little information available about the financing of HIV services. Table 10, below,
displays the budget for the National Action Plan HIV-AIDS 2015-2019. The plan states that
the sources of funding will be identified from various national, regional, and external budget,
and the budget increases every year from 2015-2019.
Table 10. Budget for the National Action Plan HIV-AIDS 2015-2019
Year
2015
2016
2017
2018
2019

IDR
940,371,205,890
1,266,150,440,305
1,537,291,949,412
2,002,335,440,444
2,596,196,138,607

USD
73,587,230
99,080,557
120,298,298
156,689,525
203,161,135

Table 11, presented below, outlines the specific budget allocations from the Global Fund
grant agreement January 2016-December 2017, in relation to activities specific to key
populations. Program activities outlined in this grant agreement include prevention
programmes for MSM and Waria, and for PWID and their partners.
Table 11. Global Fund Grant Agreement Summary Budget Breakdown Programme
Activities in USD (The Global Fund, Grant Confirmation 01 January 2016 to 31
December 2017)
Module
Prevention programs for
MSM and TGs
Prevention programmes
for PWID and their
partners
Treatment, care and
support
Community systems
strengthening
Programme
management
Others
TOTAL

Total year 1
4,898,741

Total year 2
5,893,820

Total
10,792,560

% Of total grant
45%

1,496,862

1,383,054

2,879,916

12%

2,029,412

2,449,341

4,478,754

19%

0

45,915

45,915

0%

2,609,395

2,525,096

5,134,491

22%

474,370
11,508,780

0
12,297,226

474,370
23,806,006

2%
100%
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LIMITATIONS
One major limitations of an assessment of this nature in a country the size of Indonesia is
limited time. Because consultants only had two weeks to conduct the in-country assessment,
only three sites were visited. Indonesia is a very diverse country, so it is necessary not to
take this assessment as a national assessment of all of the HIV services being provided, as
it is limited to only Jakarta, Semarang, and Bali.
Focus group discussion participants were recruited by SR and SSR organizations; therefore,
it is possible that they are not representative of the key population in general, and may be
biased due to their relationship with the organization.
Certainly, the issues faced by key population members in Papua and West Papua would
require a separate assessment.
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RECOMMENDATIONS
DESIGN
• Adjust the design of the packages for key populations to the changing environment,
taking into consideration the safety of both the field workers and key populations
• Design of the key population packages should also target partners and clients of key
population members – particularly male partners of male, female and Waria sex
workers
• Develop specific activities within the National Strategic Plan to reach young members
of key populations, such as young MSM and young FSW
o Develop official protocol in HIV testing for members of key populations who are
under the age of 18, building upon the current practice in many places where
peer educators can become a temporary guardian to provide consent to HIV
testing
o Evaluate the effectiveness of adolescent-friendly clinic models and roll out
lessons learned to other settings

IMPLEMENTATION
•

•

•

•

Prioritise the timely distribution of the updated treatment guidelines
o To clarify in particular requirements for ART initiation assessment and to allow for
access to three month’s support of ART for people who are stable on treatment
Continue to develop methodology and protocol for online outreach to key populations
o Paying special attention to ethical, safety and confidentiality issues
o Taking into consideration the changing environment and reports of tracking online
activity of key populations
Increase access to CD4 and viral load (VL) testing
o Increase funding allocation to VL testing to allow for more regular tracking of ART
progress (annual quotas for individuals are in place but are too low)
o Ensure proper maintenance of CD4 machines and consistent test kit availability,
particularly to assist in effective ART initiation assessment
Develop a system for short-term case management for newly-diagnosed PLHIV key
population members within the SR, SSR, and IUs with which they already have a
relationship
o Avoiding ‘hit and run’ testing (testing without effective linkage)
o Continue the process made by UNFPA in developing protocols for short-term
case management SRs and SSRs and other community organisations
conducting HCT
o Develop a system for recording contact/support for newly-diagnosed PLHIV
o Modify human resource allocations in prevention-focused SRs and SSRs to allow
time for short-term case management
o Draw on the lessons from the differentiated care models being explored by
LINKAGES
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•

•

•

Improve linkage of newly-diagnosed PLHIV to treatment and care by preventionfocused NGOs and CBOs
o Develop mechanisms for prevention-focused NGOs and CBOs to provide greater
recognition and support for PLHIV within their client group and organization
o Improve knowledge about living with HIV and HIV treatment within preventionfocused organizations
o Give PLHIV within prevention-focused NGOs and CBOs (i.e. staff or volunteers
living with HIV) the space to disclose their status and the confidence to reach out
for support if needed
o Utilize PLHIV as a positive resource for newly-diagnosed individuals
o Review and improve referral effectiveness between prevention-focused SRs and
SSRs (and other KP-focused organizations) and PLHIV support organizations
Scale up mobile outreach to hotspots for all key populations
o Special attention to mobile outreach for FSW; especially during special
event/holiday periods, in order to target both FSW and their clients
Increase training for peer educators and programme staff in relation to gender based
violence

MONITORING
•

•

•
•

•

•

Strengthen the consistent use of the Unique Identifier Code system and develop
strategies ad mechanisms to analyse UIC data across organizations and
programmes
o Increase knowledge about the importance and use of the Unique Identifier Code
among providers and clients
o Implement the recommendations of the WHO 2017 evaluation of the UIC system
Further explore systems for tracking the service use and health outcomes of KPs
with HIV without jeopardising the confidentiality and privacy of PLHIV from KPs or
placing unnecessary requirements on them to continually declare (or have recorded)
their KP membership on their health record
Review the notification systems of SIHA to allow for correction of double counting
Streamline and standardize the amount of data being collected from key populations
by field workers upon registration as SR, SSR, and IUs
o Rationalise what is needed, why it is needed, how it will be used
o Ensure privacy of PLHIV in record-keeping and accessibility of the record to
others
Develop systems for analysing the data collected at provincial and national level and
returning analysed data to the field level to improve services
o Use UIC data to examine patterns of service use by mobile KP
Respond to shifting drug use patterns by supporting CBOs working with
PWID/PWUD to maintain and record their activity with clients who move between
injecting to non-injecting practices. This takes account of their continued vulnerability
to HIV through sexual transmission and through periodic returns to injecting as drug
supply patterns change.
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•

Develop a mechanism for tracking the case management services SR, SSR, and IUs
are providing to clients after they are diagnosed with HIV

ENABLING ENVIRONMENT
•

•

Develop advocacy and evidence-based materials to promote the need for a
continued public health focused engagement with KPs, even if laws change that
further criminalize same-sex behaviours or sex work.
Develop strategies for a constructive policy dialogue with national and provincial
governments to balance public health and social order priorities.
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INCEPTION MEETING WITH STAKEHOLDERS
Jakarta, Ministry of Health, CCM Office
Monday, 19 February 2018
• Samhari Baswedan,
CCM Executive Secretary
• Carmelia Basri,
CCM
• Nurul M,
CCM
• Adi Nugroho,
LINKAGES
• Ria Ningsih,
LINKAGES
• Lely Wahyuniar,
UNAIDS
• Leonita A,
UNAIDS
• Yasmin Purba,
UNAIDS
• Oldri Sherli,
UNFPA
• Meilandi Panca W,
GWL-INA
• Patrick J Laurens,
Spiritia Foundation
• Elis Widen,
UNAIDS
• Tina Bontoo,
UNAIDS
• Tin Tin Sint,
WHO
• Aditya Wardhana,
IAC
• Eddy Lamanepa,
MOH
• Vanda Moniaga
Interpreter

KEY INFORMANTS
Date, Location

Organization/Agency

Name

19 February 2018
Jakarta
19 February 2018
Jakarta
20 February 2018
Jakarta
20 February 2018
Jakarta
20 February 2018
Jakarta
21 February 2018
Jakarta
21 February 2018
Jakarta
22 February 2018
Semarang
22 February 2018
Semarang
22 February 2018
Semarang
23 February 2018
Semarang
23 February 2018
Semarang

Spiritia (PR)

Daniel Marguari,

Ministry of Health

Endang Budiastuti

Primary Health Clinic Senen

Dr. Zinnita

MSM and YG (SSR)
Yayasan Pesona Jakarta
GWL-INA (SR)

Team

RSUD Tebet

Team

PWID (SSR) - Yayasan Kios
Atmaja
Provincial Health Authority

Husein Basalamah

Primary Health Clinic
Halmahera
Primary Health Clinic
Lebdosari
MSM and TG (SR) PWNU

Team

SSR Kalandara

Rina

Meilandi Panca

Sri Anerusi

Team
Teddy Qholiludin
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24 February 2018
Semarang
26 February 2018
Denpasar
27 February 2018
Denpasar
27 February 2018
Denpasar
27 February 2018
Denpasar
1 March 2018
Jakarta
1 March 2018
Jakarta
1 March 2018
Jakarta

SSR PKBI Semarang

Afifun Naim

Provincial Health Authority

Dr. Agus

Primary Health Clinic
Denpasar Selatan 2
MSM and TG (SSR)

Team

Yayasan Kerti Praja - FSW
(SR)
LINKAGES

Wayan

MoH – M&E

Team

OPSI & PKBI FSW SSR

Liana

Arya

Caroline Francis

FOCUS GROUPS
Date, Location

Population

Details

20 February 2018,
Jakarta

MSM and TG

8 MSM and TG women (4 TG women
and 4 MSM), all seemed to be in their
30’s

22 February 2018,
Semarang

MSM and TG

7 MSM and 2 TG women, all in their
20’s or early 30’s

23 February 2018,
Semarang

FSW

3 FSW, all in their 20’s

26 February 2018,
Denpasar

MSM and TG

9 participants (6 MSM and 3 TG), all
in their 20’s with the exception of one
in her 40’s

27 February 2018,
Denpasar

FSW

9 participants, about half in their 20’s,
about half in their 40’s

27 February 2018,
Denpasar

PLHIV

10 participants, all women between
20-40 years

FINAL MEETING WITH KEY STAKEHOLDERS
Jakarta, Ministry of Health, CCM Office
Friday, 2 March 2018
• Mia Ulfa
CCM
• Nurul M,
CCM
• Ria Ningsih,
LINKAGES
• Oldri Sherli,
UNFPA
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•
•
•
•
•
•
•
•
•
•
•
•

Mukhlis Hanif,
Asep Hadiansyah,
Yulianto Ismoen,
Elis Widen,
Tina Bontoo,
Yasmin Purba
Beatrice Iswani
Puji Suryantini
Eddy Lamanepa,
Helen Dewi P
Ovi Norfiana
Vanda Moniaga,

UNDP
GWL-INA
Spiritia Foundation
UNAIDS
UNAIDS
UNAIDS
WHO
WHO
MOH
MOH
DHO Jakarta
Interpreter
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Annex 1. Geographical Coverage (Districts & Cities) for MSM in Indonesia (by SR)
PKNI
KOTA BANDA ACEH
KOTA LHOKSEUMAWE
ASAHAN
DELI SERDANG
KOTA MEDAN
KOTA PADANG
KOTA BUKITTINGGI
KOTA PEKANBARU
KOTA JAMBI
KOTA PALEMBANG
KOTA BANDAR LAMPUNG
REJANG LEBONG
KOTA BENGKULU
KOTA BATAM
KOTA TANJUNGPINANG
BANTUL
SLEMAN
KOTA YOGYAKARTA

YPI
BADUNG
BULELENG
KOTA DENPASAR
LOMBOK TIMUR
KOTA MATARAM
SIKKA
KOTA KUPANG
KOTA MANADO
KOTA BITUNG
KOTA TOMOHON
KOTA PALU
KOTA GORONTALO
JENEPONTO
SIDENRENG RAPPANG
KOTA PARE-PARE
KOTA MAKASSAR
KOTA KENDARI
KOTA BAU-BAU
KOTA SORONG
KOTA JAYAPURA
JAYAPURA

LK PBNU
KOTA KEDIRI
JOMBANG
MALANG
KOTA MALANG
SIDOARJO
KOTA SURABAYA
MOJOKERTO
JEMBER
BANYUWANGI
KOTA PONTIANAK
KOTA SINGKAWANG
KETAPANG
KOTAWARINGIN TIMUR
KOTA PALANGKA RAYA
KOTA BANJARMASIN
KOTA BALIKPAPAN
KOTA TARAKAN
KOTA SAMARINDA
KOTA AMBON

GWL-INA
KOTA JAKARTA UTARA
KOTA JAKARTA TIMUR
KOTA JAKARTA PUSAT
KOTA JAKARTA BARAT
KOTA JAKARTA SELATAN
BOGOR
KOTA BOGOR
BEKASI
KOTA BEKASI
KOTA DEPOK
TANGERANG
SERANG
KOTA SERANG
KOTA CILEGON
KOTA TANGERANG
KOTA TANGERANG
SELATAN

PKBI Jabar
SUKABUMI
CIANJUR
KOTA SUKABUMI
BANDUNG
BANDUNG BARAT
KOTA CIMAHI
KOTA BANDUNG
GARUT
KOTA TASIKMALAYA
TASIKMALAYA
CIAMIS
INDRAMAYU
KOTA CIREBON
CIREBON
SUMEDANG
SUBANG
MAJALENGKA
KARAWANG

PWNU Jateng
CILACAP
BANYUMAS
BREBES
BOYOLALI
KOTA SALATIGA
SUKOHARJO
SRAGEN
GROBOGAN
PATI
JEPARA
DEMAK
SEMARANG
KOTA MAGELANG
MAGELANG
WONOSOBO
KEBUMEN
BATANG
PEMALANG
TEGAL
KOTA TEGAL
KOTA SURAKARTA
KOTA SEMARANG

Page | 77

Assessment of HIV Service Packages for Key Populations
INDONESIA

Annex 2. Geographical Coverage (Districts & Cities) for PWID in Indonesia (by SR)
PKNI
BANYUMAS
KOTA SALATIGA
SUKOHARJO
SEMARANG
KOTA SURAKARTA
KOTA SEMARANG

YPI
BADUNG
KOTA DENPASAR
LOMBOK TIMUR
KOTA MANADO
KOTA BITUNG
KOTA TOMOHON
SIDENRENG RAPPANG
KOTA MAKASSAR

LK PBNU
MALANG
KOTA MALANG
SIDOARJO
KOTA SURABAYA
JEMBER
BANYUWANGI
KOTA PONTIANAK
KOTA SINGKAWANG
KOTA BALIKPAPAN
KOTA SAMARINDA

GWL-INA
KOTA JAKARTA UTARA
KOTA JAKARTA TIMUR
KOTA JAKARTA PUSAT
KOTA JAKARTA BARAT
KOTA JAKARTA SELATAN
BOGOR
KOTA BOGOR
BEKASI
KOTA BEKASI
KOTA DEPOK
TANGERANG
KOTA TANGERANG
KOTA TANGERANG
SELATAN

PKBI Jabar
SUKABUMI
CIANJUR
KOTA SUKABUMI
BANDUNG
BANDUNG BARAT
KOTA CIMAHI
KOTA BANDUNG
GARUT
KOTA TASIKMALAYA
TASIKMALAYA
KOTA CIREBON
CIREBON
SUMEDANG
SUBANG
MAJALENGKA
KARAWANG

PWNU Jateng
BANYUMAS
KOTA SALATIGA
SUKOHARJO
SEMARANG
KOTA SURAKARTA
KOTA SEMARANG
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Annex 3. Geographical Coverage (Districts & Cities) for Waria in Indonesia (by SR)
PKNI
KOTA BANDA ACEH
KOTA LHOKSEUMAWE
ASAHAN
DELI SERDANG
KOTA MEDAN
KOTA PADANG
INDRAGIRI HILIR
KOTA PEKANBARU
KOTA JAMBI
BANYUASIN (BA)
KOTA PALEMBANG
KOTA BANDAR LAMPUNG
REJANG LEBONG
KOTA BENGKULU
KOTA BATAM
BANTUL
SLEMAN
KOTA YOGYAKARTA

YPI
BADUNG
BULELENG
KOTA DENPASAR
LOMBOK TIMUR
KOTA MATARAM
SIKKA
KOTA KUPANG
KOTA MANADO
KOTA BITUNG
KOTA TOMOHON
KOTA PALU
KOTA GORONTALO
JENEPONTO
SIDENRENG RAPPANG
KOTA PARE-PARE
KOTA MAKASSAR
KOTA KENDARI
KOTA SORONG
KOTA JAYAPURA
JAYAPURA

LK PBNU
KOTA KEDIRI
JOMBANG
MALANG
KOTA MALANG
SIDOARJO
KOTA SURABAYA
MOJOKERTO
JEMBER
BANYUWANGI
KOTA PONTIANAK
KOTA SINGKAWANG
KOTA BANJARMASIN
KOTA BALIKPAPAN
KOTA SAMARINDA
KOTA AMBON
KOTA TERNATE

GWL-INA
KOTA JAKARTA UTARA
KOTA JAKARTA TIMUR
KOTA JAKARTA PUSAT
KOTA JAKARTA BARAT
KOTA JAKARTA SELATAN
BOGOR
KOTA BOGOR
BEKASI
KOTA BEKASI
KOTA DEPOK
TANGERANG
KOTA TANGERANG
KOTA TANGERANG
SELATAN

PKBI Jabar
SUKABUMI
CIANJUR
KOTA SUKABUMI
BANDUNG
BANDUNG BARAT
KOTA CIMAHI
KOTA BANDUNG
GARUT
KOTA TASIKMALAYA
INDRAMAYU
KOTA CIREBON
CIREBON
SUMEDANG
SUBANG
MAJALENGKA
KARAWANG

PWNU Jateng
CILACAP
BANYUMAS
BREBES
BOYOLALI
KOTA SALATIGA
SUKOHARJO
SRAGEN
GROBOGAN
PATI
JEPARA
DEMAK
SEMARANG
KOTA MAGELANG
MAGELANG
WONOSOBO
KEBUMEN
BATANG
PEMALANG
TEGAL
KOTA TEGAL
KOTA SURAKARTA
KOTA SEMARANG
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Annex 4. Geographical Coverage (Districts) for FSW in Indonesia (by SR)
PKBI DKI Jakarta
KOTA MEDAN
DELI SERDANG
SIMALUNGUN
ASAHAN
LABUHAN BATU
KOTA PADANG
KOTA PEKANBARU
KOTA DUMAI
KOTA JAMBI
KOTA PALEMBANG
KOTA PRABUMULIH
KOTA BANDAR LAMPUNG
KOTA BATAM
KOTA TANJUNGPINANG
KARIMUN
KOTA PANGKAL PINANG
KOTA BENGKULU
KOTA TANGERANG SELATAN
SERANG
TANGERANG
KOTA CILEGON
KOTA JAKARTA SELATAN
KOTA JAKARTA TIMUR
KOTA JAKARTA PUSAT
KOTA JAKARTA BARAT
KOTA JAKARTA UTARA

Kalandara
BOGOR
KOTA BOGOR
BEKASI
KOTA BEKASI
KARAWANG
BANDUNG
KOTA BANDUNG
CIREBON
KOTA CIREBON
INDRAMAYU
KOTA DEPOK
SUBANG
SUKABUMI
SUMEDANG
CILACAP
BANYUMAS
SEMARANG
KOTA SEMARANG
KENDAL
BATANG
TEGAL
KOTA TEGAL
KOTA SURAKARTA
KOTA SALATIGA
DEMAK
KOTA
YOGYAKARTA

Yayasan Kerti Praja
KOTA PONTIANAK
KOTA SINGKAWANG
KOTA BANJARMASIN
KOTA PALANGKARAYA
KOTA BALIKPAPAN
KOTA SAMARINDA
KOTA TARAKAN
KEDIRI
KOTA KEDIRI
MALANG
KOTA MALANG
JEMBER
BANYUWANGI
KOTA SURABAYA
SIDOARJO
TULUNGAGUNG
BADUNG
BULELENG
KOTA DENPASAR
KOTA MATARAM
KOTA KUPANG
KOTA MANADO
KOTA BITUNG
KOTA PALU
KOTA KENDARI
KOTA MAKASSAR

PKBI Papua
KOTA AMBON
FAKFAK
MANOKWARI
KOTA SORONG
MERAUKE
JAYAWIJAYA
NABIRE
MIMIKA
JAYAPURA
KOTA JAYAPURA
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Annex 5. Example Registration Form Utilized by SSR Organization
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Annex 6. Health Clinic Registration Form
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