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Abstract
BACKGROUND: Remote, Underdeveloped Areas, Frontiers, and Islands (RUAFI) in Indonesia have a less equal 
distribution of doctors compared to other more developed areas, causing a decline in healthcare service quality in 
RUAFI and the health degree of the overall population.

AIM: This research aims to describe the policy and the implication of doctor distribution in Indonesia and to provide 
a proportional justice-based doctor distribution policy concept.

METHODS: This is a mixed qualitative research of juridical-normative and literature review. The laws that regulate the 
distribution of doctors in Indonesia are the 1945 Constitution, Law No. 36 of 2009, Law No. 26 of 2014, Governmental 
Decree No. 67 of 2019, Presidential Decree No. 72 of 2012, and the Decree of the Minister of Health No. 16 of 2017.

RESULTS: The unequal doctor distribution is mainly caused by the low motivation for recruitment and retention in 
RUAFI. The affecting factors include disparity of incentives between doctors, low regional government involvement in 
the healthcare system in RUAFI, and the lack of career development for doctors being placed in RUAFI.

CONCLUSION: The concept of proportional justicebased policy proposed is as follows: (a) Intensive proportionality 
between doctors and other types of health workers, (b) a direct regional government function of control, and (c) 
providing career and educational prospects.
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Introduction

The social justice paradigm is one of the 
essences of Pancasila as Indonesia’s legal philosophy. 
Sustainable development is a concrete manifestation of 
the government in prioritizing social justice. To achieve 
welfare, the legal products, including those on health, 
must be in favor of the wider community [1]. Health 
development should be based on physical and mental 
health rather than the principle of disease management 
as envisioned in healthy Indonesia 2010 [2], [3]. 
According to Law No. 36 of 2009 on Health Article 1, 
health is defined as a healthy physical, mental, and 
social condition.

In Indonesia, health development is carried 
out through the National Health System, where it must 
provide quality, fair (non-discriminatory), and equitable 
(well-distributed) health services. There are various 
data regarding the doctor-population ratio of Indonesia; 
the ideal ratio of doctors based on the WHO (World 
Health Organization) is 1 for every 1000 people, yet 
Indonesia only has a healthcare worker index of 0.62 
per 1000 people in 2019 [4], [5]. Other data released 
by the Ministry of Health of the Republic of Indonesia in 
2021 show an average index of 0.24 doctors per 1,000 
people [6].

The National Health System faces some other 
problems, including health inequality. According to the 
WHO, there are different health statuses or health 
resource distribution between different population 
groups that are affected by geography, race or ethnicity, 
socio-economic status, etc. [7]. Even so, there is a great 
issue on the disproportion on who can or cannot benefit 
from good health services. This is because there are two 
parameters of a good health system, namely, goodness 
(the highest average rate that may be achieved by a 
state) and fairness (the smallest difference that occurs 
between individuals and groups) [8].

The distribution of doctors is more equitable in 
cities rather than in regencies. Remote, Underdeveloped 
Areas, Frontiers, and Islands (RUAFI) have a less equal 
distribution of doctors compared to other areas [4]. 
This is because many doctors declined to serve in 
RUAFI because they are not from RUAFI or simply the 
RUAFI did not offer to them adequate medical facility 
or financials sources. The absence of doctors in RUAFI 
causes the decline in health service quality, especially 
the promotive function, which later impairs the whole 
health degree of the population [9], [10]; affects other 
healthcare providers, forcing midwives, nurses, etc., 
to give medical treatments that are not in accordance 
with their authorities, causing legal dilemma [11]; 
and compels people to seek alternative medicine 
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that is, in most cases, not standardized yet, and may 
further worsen the clinical condition of the patients 
themselves [12].

One of the factors that determine the quality 
of doctor distribution is legal products. Because of that, 
this research aims to: a) Describe the policy on doctor 
distribution in Indonesia, b) describe the implication of 
the policy on doctor distribution in Indonesia, and c) 
give a concept on the doctor distribution policy based 
on proportional justice.

Methods

This research is a mixed qualitative study. The 
first is using the juridical-normative method that aims 
to analyze legal principles and written legal resources 
regarding doctor placement in Indonesia, generally 
using secondary data, namely, the review of primary 
legal sources, which are legal policies regulating doctor 
placement in Indonesia, and secondary legal materials, 
which are the relevant books and journals to help 
evaluate policies on the doctor distribution in Indonesia.

The analyses of law are also supported with 
the literature review to assess the implications of legal 
policies regarding doctor placement and distribution 
in Indonesia with the literatures from the following 
databases: PubMed, JSTOR, DOAJ, and Google 
Scholar. The keywords used are doctor, distribution, 
Indonesia, and rural. A total of 7,136 articles were 
identified. Articles were then selected if met with 
inclusion criteria: Written in English or Indonesian, 
published between 2000 and 2022, with their titles 
and abstracts relevant to this research. After excluding 
articles that did not meet the inclusion criteria, 26 articles 
were selected; ten more are excluded after the full-text 
review. An additional two articles were included after 
reviewing the references cited from the articles selected 
prior. Another one article was excluded during the text 
review. A final total of 18 articles were included in this 
study to describe the implication of doctor placement 
policy in Indonesia (Figure 1).

Results

Legal policies on doctor placement

Healthcare is the right of all nations; Indonesian 
government strengthens it and ensures its implication 
with issuing legal products. The main policies of the 
health sector are the 1945 Constitution Article 34 
Clause (3), “The state is responsible for providing 
proper health and public service facilities,” and Law 

No. 36 of 2009 on Health Article 26 Clause (1), “The 
regional governments may provide and exert health 
workers according to the region’s needs.” As a labor-
intensive sector, the quality of the health system in 
Indonesia is heavily influenced by its human resources, 
one of which is doctors.

Doctors in Indonesia are classified into 
two doctor employment statuses: Temporary and 
government employees (Civil Servant). The temporary 
doctor employees work for 2– 3 years, as stated in 
Presidential Decree No. 72 of 1991 and Decree of 
Minister of Health No. 16 of 2017, while the government 
doctor employees are permanent workers in health 
facilities. The temporary doctor employees are further 
classified into two groups: Individual-based doctor 
placement program (Temporary Employment Program 
or TEP) and group-based placement program (Healthy 
Archipelago), all three of them to achieve just distribution 
of doctors in Indonesia.

Although the government has established 
accommodative programs to realize the proportional 
justice doctor distribution, the number of doctors willing 
to register for the programs is still relatively low [13]. 
In all of the policies reviewed in this article, one of the 
issues emerging is the disparity of financial incentives 
between doctors.

There are two systems of providing basic salary 
and incentives to health workers, namely, through the 
Central Government for the temporary doctor employees 
and regional/local government (decentralization) for the 
government doctor employees. To increase the number 
of doctor recruitment in RUAFI, Central Government 
provides a budget for salaries and incentives for 
doctors assigned to TEP and Healthy Archipelago that 
can compete with the income of doctors in big cities. 
Below is the temporary doctor employee’s basic salary 
based on Decree of Minister of Health No. HK.02.02/
Menkes/412/2015 and Decree of Minister of Health 
No 1307/Menkes/SK/IX/2010 (Table 1).

7136 articles were excluded
for not meeting the inclusion

criteria
N = 26

10 articles were excluded
during full text review

N = 16

3 articles were included
during citation review on

selected articles
N = 19

1 article was excluded
during full text review

N = 18

Final number of articles included
N = 18

Figure 1: Article selection process for describing the implication of 
doctor distribution policy in Indonesia
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To further attract doctors to work in RUAFI, 
the regional government also issued policies regarding 
temporary doctor employees’ incentives. Here are 
several comparisons of incentives given between 
temporary and government doctor employees from 
regional government based on the legal policies 
mentioned on the table (Table 2).

With the improvement in the amount of TEP 
and Healthy Archipelago incentives, salary is no longer 
a problem for doctors’ placement in RUAFI. However, 
this inflicts another consequence, namely, creating 
a disparity of salary between the temporary and 
government doctor employees. Here is the basic salary 
of government doctor employees based on Government 
Decree No. 15 of 2019 (Table 3).

Based on the table above, there are variations 
in incentives between regions, which depend on the 
region’s political policies and fiscal capacity. However, it 
should be noted that temporary doctor employees have 
two sources of incentives, namely, from the Central 
Government and those of the regional governments 
that regulate so, while government doctor employees 
receive incentives only from the regional government; 
thus, the income of temporary doctor employees is 
indeed higher than that of permanent doctors, who 
work permanently in health facilities.
Table 1: The amount of monthly basic salary and incentive 
received by temporary doctor employees assigned for the 
temporary employment program and healthy archipelago 
program sourced from the central government
No RUAFI classification Temporary employment 

program (in USD)
Healthy archipelago 
program (in USD)

Basic salary Incentive Basic salary Incentive
1. Remote area 197.87 366.08 197.87 215.34
2. Very remote area 197.87 532.32 197.87 372.83
*Currency is converted from IDR (Indonesian Rupiah) to USD (United States Dollar) with USD 1 is equal to 
IDR 14,371,75 (as of February 9, 2022).

The next problem related to the doctor 
placement policy in Indonesia is the lack of regional 
government control. Until now, although there have 
been regulations regarding the standardization of 
health service facilities, in reality, many health facilities 
in RUAFI are running without meeting minimum 
standards [14], [15]. However, it has not been detailed 
regarding the implementation of local government 
supervision of the operation of health services in the 
regions. The lack of regional government control is 
reflected in low logistics distribution and delays in the 

delivery of generic drugs to health facilities in RUAFI, 
which later will be discussed [15].

The last problem identified regarding doctor 
placement policies in Indonesia is the less promising 
career development for doctors working in RUAFI. 
Based on Presidential Decree No. 37 of 1991 Article 
5 Clause (2), “Doctors as Non-Permanent Employees 
who are placed in RUAFI will be given priority for the 
appointment of Civil Servants”. This is very contrasted 
with the government doctor employees who have tiered 
careers, as stated in Presidential Decree No. 72 of 
1991 and Decree of Minister of Health No. 16 of 2017, 
TEP and Health Archipelago doctors can only extend 
their working period for 1–3 years without any career 
development opportunities.

Doctor placement policy implication

The low recruitment and retention rate of 
doctors in RUAFI are affected by salary and incentive 
problems [16]. Most health workers state that they are 
unsatisfied with their wages. [11], [17]. To increase the 
interest of doctors in participating in the health equity 
program (TEP and Healthy Archipelago), the temporary 
doctor employees receive more incentives (almost 
twice as much) than the permanent/government doctor 
employees [18].

The fact that the responsibility of government 
doctor employees in health facilities is a lot bigger than 
temporary doctor employees further widens the salary 
injustice [17]. With this income gap condition, of course, 
doctors in Indonesia will be increasingly reluctant to 
become permanent doctors at RUAFI and prefer to 
work with short contract periods; all while it is very 
important to maintain the retention of permanent doctor 
employees [19], [20]. This is because temporary doctor 
employees with a very short working period, which 
is only two to three years, would not have been able 
to manage health facilities well, so their performance 
is not as effective as permanent doctors who work 
sustainably in the same health facility for years [12].

Another factor contributing to low doctor’s 
participation in TEP and Healthy Archipelago is the 
limited involvement of regional government which 
inflicts many consequences. There’s a shortage of 

Table 2: The amount of monthly incentive received by government doctor employees and temporary doctor employees assigned for 
the temporary employment program and Healthy Archipelago Program sourced from the regional government
No Legal Policy Region Incentive for Temporary Doctor (in USD) Incentive for Government 

Doctor (in USD)Temporary Employment 
Program

Healthy Archipelago 
Program

1. Decree of Tanggamus 
Regent No. 38 of 2014

Tanggamus. 
Lampung Province

232.80 (remote area); 
403.06 (very remote area)

232.80 (remote area); 
403.06 (very remote area)

347.46

2. Decree of West Lampung 
Regent No. 4 of 2016

West Lampung. 
Lampung Province

173.95 173.95 191.35

3. Decree of Seruyan 
Regent No. 22 of 2016

Seruyan. Central 
Kalimantan Province

208.74 208.74 -

4. Decree of Central Maluku 
Regent No. 37 of 2017

Central Maluku. 
Maluku Province

173.95 278.32 243.53

5. Decree of West Seram 
Regent No. 8 of 2020

West Seram. Maluku 
Province

521.86 521.86 521.86

*Currency is converted from IDR (Indonesian Rupiah) to USD (United States Dollar) with USD 1 is equal to IDR 14371,75 (as of February 9, 2022).

https://oamjms.eu/index.php/mjms/index
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supporting facilities at RUAFI’s health facilities, one of 
them being transportation, which should be distributed 
by regional government since the decentralization 
era [21], [22]. The latest data of the Ministry of Health 
showed that 22.44% of four-wheeled vehicles owned by 
health facilities in Indonesia had minor impairments and 
11.13% of them were severely broken. Even in RUAFI 
like Papua, from 21 of the total regions, 13 of them did 
not have any health facility vehicles at all [14].

For equal distribution of services to the entire 
community, especially in remote and border regions, in 
which the populations are usually scattered in small, 
far apart groups, health workers must be proactive and 
provide mobile (moving) health centers with cars or 
ambulances. In this process, qualified transportation is 
needed so that people can still get the health services 
that they are entitled to. The distribution of doctors to 
areas with extreme geographical conditions does not 
guarantee increased public access to doctor services 
unless supported by transportation facilities [12].

The limited involvement of regional government 
also reflects on the distribution of drugs in Indonesia. 
Although on the data provided by the Ministry of 
Health, the number of drug availability in Indonesia has 
improved over the years, from 75.50% in 2014 (marked 
as baseline) to 85.99% in 2019, but as for now, four 
provinces are still under the baseline of 75.50% which 
are West Papua (70.86%), West Kalimantan (65.37%), 
East Nusa Tenggara (61.11%), and Southeast Sulawesi 
(57.02%) [15].

Availability of drugs, although it does not 
directly influence doctors’ recruitment number, affects 
the retention (length of work or stay) of doctors in 
RUAFI. Limited availability of drugs hinders doctors to 
provide the best service possible, which later decreases 
doctors’ motivation [23], [24].

Limited health facilities for doctors, such as 
transportation and drugs, especially in RUAFI, cause 
a high workload for healthcare providers [25], [26]. 
Doctors must be on standby for 24 h, particularly for 

handling cases of childbirth and other emergencies that 
require immediate medical intervention; however, at the 
same time, doctors are also required to directly do home 
visits to provide services [12]. This may encourage 
doctors to move to areas with a lower workload, further 
lowering the retention of doctors in RUAFI [27].

The last contributing factor for low doctors’ 
interest in practicing in RUAFI is less promising 
career development for doctors working in RUAFI. 
For the government doctor employees, working in 
underdeveloped areas limits the access for them to 
non-financial incentives such as seminars and training 
for health workers, which further hinders them from self 
and professional development [28].

Even so, government doctor employees still 
have prospects with the tiered career system provided 
by the government as stated in Government Decree 
No. 15 of 2019. In contrast with that, the temporary 
doctor employees have no career prospects at all; 
based on Presidential Decree No. 37 of 1991 and 
Decree of Ministry of Health No. 16 of 2017, they can 
only extend their length of work in RUAFI by one to 
three years. This is unfortunate because a study led by 
the Ministry of Health showed that 78.48% of doctors 
agreed to be placed in RUAFI if they were later promoted 
to be government doctor employees [29]. Another 
study including general practitioners aged 22–35 
showed that 77.3% were planning on furthering their 
education as a specialist, with 14.53% of respondents 
agreeing to be placed in RUAFI if they were to be given 
scholarship [12], [29].

Discussion

Based on all of the policies and data collected 
before, there are three factors affecting the low 
doctor’s motivation of recruitment and retention in 
RUAFI: Incentive disparity between doctors, the lack of 
regional government control, and less promising career 
development for doctors working in RUAFI.

In overcoming the incentive disparity between 
doctors, a legal policy regarding the classification of 
doctors in RUAFI is necessary. The classification is 
based on job status (temporary and permanent doctor 
employees), along with a detailed description of the 
workload and responsibilities of each profession; 
then, the government can establish policies related to 
the reward system that is fair and proportional to the 
classification [30].

The distribution policy of doctors in RUAFI must 
also be followed by the presence of policies related to 
technical supervision of standards and quality of health 
service facilities by the regional government, especially 
transportation, to support the operation of mobile health 

Table 3: The amount of monthly basic salary received by 
government doctor employees sourced from the Central 
Government
Government doctor 
employees class

Length of work  
(in years)

Range of basic salary (in USD)

Class I a 0–26 108.60 - 162.53
b 3–27 118.60 - 172.07
c 3–27 123.62 - 179.34
d 3–27 128.85 - 186.93

Class II a 0–33 140.71 - 234.74
b 3–33 153.66 - 244.67
c 3–33 160.16 - 255.01
d 3–33 166.94 - 265.80

Class III a 0–32 179.48 - 294.77
b 0–32 187.07 - 307.24
c 0–32 194.99 - 320.24
d 0–32 203.23 - 333.78

Class IV a 0–32 211.83 - 347.90
b 0–32 220.79 - 362.62
c 0–32 230.13 - 377.96
d 0–32 239.86 - 393.95
e 0–32 250.01 - 410.61

*Currency is converted from IDR (Indonesian Rupiah) to USD (United States Dollar) with USD 1 is equal to 
IDR 14371,75 (as of February 9, 2022).
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centers, and policies related to the standardization of 
supervision, including the appointment of a person 
in charge of supervision within the government, 
determination of the frequency of supervision, facility 
maintenance funds, etc. [31].

The last one is policies regarding prospective 
motivation for each of doctor classifications working in 
RUAFI: Policies related to the career and academic 
prospects of general practitioners that are structured 
and implemented, such as giving priorities of civil 
servant and scholarship acceptance, are to doctors 
who have participated in the TEP and Healthy 
Archipelago programs in RUAFI in the form of tiered 
recommendation letters, which are proportional to the 
regional status, where the doctor employee is deployed 
(remote region, very remote region, etc.) and length of 
service. This recommendation letter can then be used 
to help general practitioners to register themselves 
as civil servants. The two policies are mainly aimed 
at demographics with the highest interest in service 
according to the convention, for example, young doctors 
or fresh graduate doctors.

Conclusion

The laws that regulate doctor placement in 
Indonesia are deemed adequate and well-written. 
Unfortunately, there is a lack of equitable doctor 
distribution; thus, not all areas may enjoy the right to 
health services. The unequal distribution of doctors in 
Indonesia is generally caused by the low motivation of 
recruitments and the low retention of doctor professions 
in RUAFI. The affecting factors include disparity of 
incentives between doctors, low regional government 
involvement in healthcare system in RUAFI, and the 
lack of career development for doctors being placed in 
RUAFI.

Some of the concepts of the proportional 
justice-based policies are as follows: (a) Proportioning 
incentives by forming an integrative workload-based 
classification system of health workers, (b) regional 
governments must have direct control function of the 
health facilities, especially at RUAFI, and (c) there must 
be career and education prospects.
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