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HEALTHCARE SERVICE
UTILISATION BY ELDERLY
PEOPLE AND AD OLESCENTS
ININDONESIA

Yuni Rahyani Ni Komang, Edy Purwanto,
and Tiara Marthias

ODUCTION

5 of elderly people and adolescents require special attention,
L tends to face some problems, such as poverty, negligence,
ity that have a negative impact on their healtl

1 and welfare
artemen Sosial Republik Indonesig 2003); whereas the latter

fis faced with health problems caused by risky behaviours,
traffic accidents, free sexual promiscuity that is vulnerable
1g sexually transmitted infections (STT's),

and psychiatric
Norld Health Organization/WHO 2008)

are services targeted to the adolescent age group ranging
1019y ears old are still very low. The results of the last survey
dIEsia showthat the level of adolescent visits to public and
' are facilities is no more than 17.0% (Survei Kesehatan
Remaja Indonesia/SKRRI 2012). There is no certain
lolescents who use healthcare facilities to obtain sexual
s00Uctive health services from health professionals. Sexual and

ealth programmes for adolescents have not been a top

165
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arious healthcare centres, especially for those Who
0 a1 I'Q
risk. A total of 80.0% of adolescents aged 10-15 years old 4y, at i
. |

and 50.0% are at age of 15-19 years. Around 47.0% of 10-19 Years
are sexually active (CDC 2006), whila the 0
USQ

lo Y Ralnmni

priority in v
at

sk

’

adolescents in the world
of contraceptives to prevent the transmission of sexually transmmiy )

o o
diseases (STD) and unwanted pregnancy 1s still very low, includin

in Indonesia. Moreover, contraceptiveservices for adolesceny, n

Indonesia are considered illegal (SKRRI 2007; 2012).

Maternal Mortality Rate (MMR) and Infant Mortality Rate (IMR)
which remain high in Indonesia, are likely to be caused by low SEXuall
and reproductive healthcare, inadequate health treatment, and poor
nutrition. Low socio-economic status is associated with the low leye|s
of education and other risky behaviors (World Health Organization,
WHO 2000; 2004).

Healthcare programme for elderly people in Indonesia has been
prioritized to maintain their health in addition to activities of daily
livingas stipulated by the Law No. 13 of 1998 on the welfare of the
elderly (Departemen Sosial RI 2003). Elderly people mostly suffer from
health problems related to the reduced ability of the muscles including
the physical problems and trauma that affected by disability due to
the visual impairments, cognitive decline, and even dementia (WHO

2009).

Due to those existing problems, there is a need for exploring data
on the number of adolescents and elderly visits in healthcare facilities
in several regions in Indonesia, such as Sumatra region (western part),
Java - Bali (the middle), and other regions (eastern part). We conduct
analysis by areas considering that the success of a health program is
sometimes determined by geographic, demographic, and social and
cultural factors (Hussein et al. 2012). According to Indonesia Health
Profile 2013, there is a big difference in number of population in
Java Island and other islands in Indonesia such as Maluku, Papua &
Kalimantan. Population in Java Island is far greater than combiné
population in other islands. Population in Java Island alone account®
for 57% (141 millions) of the total population. However, there is a large"
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i e et

Ople in Fast Nusa Tenggara and Papua lsland, i,
ectively,
3 in the number of available healtheare services
evidenced in the ratio of community healtheare
ehatan Masvarakat/Puskesmas) to population
@AVa notably in Banten. West Papua Province is one
have high ratio of community healthcare centres
ppulation (5.07/30,000population) compared to Banten
D,000 population). Huge disparity between areas is also
aber of Puskesmas that is able to conduct Pelayanan

Remaja/PKPR program (Adolescent-care Health

and reproductive health services for adolescents becoming a

est population in the world after China, India, and
lenkokesra 2001; U.S. Census Bureau 2011). However,

ernment policies in which is focus on elderly are still
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imilec rramme provided by t] ,
In addition to the limiled progra F . Y the Goveyy,,
for elderly in developing countrig

. “Qnt

S 18 alg '
20 n

on.

healthcare insurance .
in developing countrieg

existent. The previous study ; ‘ inclyg;,
Indonesia showed that elderly people mostly l'_vc With their Childre,,
According to Lillard and Wills (1997), parents with low socio-ecOnOmic'
are facing difficulties to access health service f“C“ities )

condition N
access to healthcare facility

which the poor elderly having
only 2% while the rich for 16%.

. a
Meanwhile, adolescents belong to a vulnerable age group mostly
and social problemmes influenceg

account fo,

facing physical, psychological,
by both internal and external factors (Kirby and Lepore 2007,
Clinical information and services related to appropriate and accyrgpe
reproductive health are rarely available for adolescents. In addition,
due to remote residence, adolescents in rural areas could hardly reach
rei)ﬂr.oductive health service facilities. Different culture and behavig,
related to acceptable norms among adolescents in urban and rural areas
could also be the factor influencing their reproductive health priority
in avoiding problems, such as premarital sexual intercourse, unwanted
pregnancy, and HIV/AIDS (Mepham 2001).

In Indonesia, during the previous Government clinical reproductive
health services for adolescent with high risk were given by Indonesian
Family Planning Center (IFPC), even-though the IFPC did not cover
all of those services. Even worse, the ability of reproductive health
services staff to give friendly services for adolescent is low, in which
creates difficulty in building mutual trust feeling between the staff and
adolescent.

Government Program in The Period of 1980- 2000

In the early 1980s the Government had developed adolescent
reproductive health programme in order to give them understanding
about reproduction. This program was adjusted to family planning
program (known as Keluarga Berencana/KB) that had succeeded in
decreasing fertility and lowering the birth rate. This family planning

rogr 4 ) . y L1Se
program was applied mainly for married women through the !

s

-
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aceptives. In 1980, the Government starte

of contr d im
_ : _ plementin
population Health Education Programme in the national curricy 8
culum

of education when policies related to Adolescent Reproductive Heg]
(ARH) had been agreed. The main purpose of the program was totli‘e:h
young generation to understand issues related to improvement opf
awareness and knowledge about reproductive health and encourage
them to change their attitude and behavior that is responsible to their
reproductive health.

With the increasing risks of HIV/AIDS in 1997, Ministry of National
Education initiated a school-based HIV/AIDS programpolicy. Since
the monitoring and evaluation effort of sexual and reproductive health
offort for adolescents is very low (Mepham 2001), national agenda on
HIV/AIDS education is still in question (Utomo and McDonald 2009).
Although the reproductive health program has been implemented since
19805, the actual result is not'visible yet. In solving these adolescent
problems, there are several approaches that can be employed: (1) famify
approach; (2) peer group approach; (3) school institution approach, and
(4) workplace approach. The efforts to make adolescent reproductive
health as a national program has started since 1999, by including it into
(BKKBN

National Development Programme or known as Propenas
2001).

According to World Health Organization (WHO) in 19%,
teproductive health effort must be made in a package covering the
Whole life cycle—i.e., from infant period to adulthood, including child

h
@alth, adolescent health, infertility, violence maternal health and

safe . " 1
motherhood, reproductive tract infection, sexually transmitted

infe :
he lc tion, HIV, cancer and aging problems. However,
a -
th program for adolescent in Indonesia faced barriers due to

Nfluence of culture and values believed by most 0 y which
efforts to integrat
ng Coordinating Bom:d

still face problems in
ve health program

the reproductive
the

f communit
e related-

rej

S“j:l::rsth:uulse of contraceptives. Besides, |

" BK}’(B]\? 1as between National Family Plantt
and Ministry of Health especially:

and reproducti

uUndj,, .
f gand Implementing the sexual
2004).

Oradg
lescents (Hull, Hasmi and Widyantoro
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The Government ARH Program in The Period afte; 200
e

Since 2000, the Indo

. 5 to identi
all:;:f;?:;r:; policy options and political dialogues rejq, tea{
ARH issues. The Government's efforts have successfully ma"aged te
increase understanding on tl . - . ! hea]tz
education in school, especially perception on epidemic of g andiyy,
AIDS in Indonesia. Efforts have also beer-1 mad.e t(‘) revise the challey .
in reproductive health education and fife skill .m curriculum 28 .
as adolescent-friendly reproductive health services and enVimnmem
which aims to ensure confidentiality and affordability Withoy an;
stigma attached (Utomo and McDonald 2009).

nesian Government has made some improv
e
fv the needs of Adolescent Reprg ductive Meny,

1e importance of better reproductyy,

The condition of sexual and reproductive health Setvice o,
adolescents in Indonesia is also true tothe health services for elderly‘
As mentioned previously, elderly people are vulnerably faceq with
limited resources. The Indonesian Ministry of Health has applied 3
new strategy in 2010-2014, which raised the vision for self-reliance and
fairness of access for all Indonesians, including elderly group. Baseq
on the UNFPA study, elderly people mostly suffered from infection
whichis caused by behavior and poor environment (Abikusno et al,
2007). However, those living in urban areas are more aware of utilizing
healthcare service facility (Puskesmas) than those in rural areas (Kadar,
Francis and Sellick 2012).

Elderly people look for treatment in several basic health service
facilities, mainly in puskesmas, or from private doctor or paramedic.
Healthcare services for elderly were mostly located at the municipal or
provincial level, which obstructs those living in the rural areas. Since
2003 the Indonesian Government through the Coordinating Ministry for
People’s Welfare (Menkokesra) firstly proposed a strategic policy aimed
fo ir.nprove the welfare of elderly people by coordinating Government
"}Stlmtions' activities with community organization, private secto™
cvil society organizations, and organizations representing elderly d

ndonesian SOCi.al Department 2008) 'I"he Othe[ Sﬂategy
the Government was proy for the

Indonesia (L

made by o e
: ldmg homecare service
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cially for those who were abandoned to be treated b
ed by

eIder]}’, espe

qurse in the house or In Panti Werdha (home for elderly). In fact

i - : e

provide homecare SErvices for elderly in Panti Werdha’d'd
- 1

poliL’)' to
d satisfactorily due to Indonesian culture that hardly accept
S

not succee
o reality of sending parents to elderly nursing home (Panti Werdha)

th
people are mostly looked after and cared by their own children

Elderly
or relatives (Kadar, Francis and Sellick 2013).

Recent Development of Healthcare Services for Elderly

Program for elderly which is still being developed up to now in
Puskesmas is Puskesmas Santun, a programme that offers promotional,
preventive, curative and rehabilitative services. It is focused on
proactive role, ensuring the affordable services for elderly, as well
as n?specting elderly. The other on-going program is integrated post
service or Posyandu for elderly. Community participation is highly
expected to be integrated in services for elderly in Indonesia to improve
the latter’s health and welfare (Kadar, Francis and Sellick 2012).

So far there are a number of factors inhibiting the success of

among others: limited funding,

programme for elderly in Indonesia,
low

low level of human resources trained staff for providing services,
tg\?vernment rules aimed to support effort of modifying health services
t;P;: dable to accommaodate the needs of elderly (Loo 2001). According

ar (2011), however, most of health staffs, especially community

nurses j i
- es in rural areas, have been implementing elderly program In
Pite of their limited and low skills.

On the other hand, not all Puskesmas have provided health

Seryi .
Vices for elderly and prioritized the program: Indonesia faced
r elderly, especially for

chall -
enges for providing appropriate services fo
Il as

tl

li;el?:e:l:;zuffﬂ' fronT degenerative Or infectious

With thoqe U.Ices for implementing effective health s

Services for Cllrcumstﬂnces, some efforts have be.en id .

a"ailability.e derly people should meet the following requ_nr
; (2) accessibility; (3) affordability; (4) appropriat

(5) in
te . s 1
; grated with other health and social service providers

hvans 2006)

diseases, as We
ervices strategy:
entified: health
ements: (1)
eness, and
(Kandiah-
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iv cual healt)
roductive and sexual healt, Progs

Jolescent rep {
To dater ac

am |
5 )
- s 2 Proor; v
v sienificant results. Those STaMmeg ar

Avg
not vel shown an

, lompok .Ostli'
ducted in seni Pusat Informac: ISty
iy AIDS dan Napza (KS-PAN) and PusatInforma; ¢,
Peduli dn

Reproduksi Remaja (PK-KRR) program. Ho“’e\'er, i
KESEhTa" iclude how effective they are in Preventing . il
difficult to co

I ors, sinc
from engaging themselves in risky behaviors, since therp
om g

e

»r high schools in the form of K,
( el =

any

moni aluate s ¥

d to monitor and eva 100l-by

programmes conducte | Mook o sed o
munity-based reproductive program (Mepham 2001)

com

Adolescent reproductive health (ARH) program in the ¢ Ommunit
health center or puskesmas in form of -Pc:'nymmn- Kesehrzta‘n Pedyj; Renm]',,
covers reproductive health socialization, medical service, COUﬁSeling
and education on Healthy Life Skill, peer-educator training d

hat the
number of Puskesmas able to conduct PKPR has decreaseq from 3,19

referral service (Kementerian Kesehatan RI, 2013). Data shows

Puskesmas in 2012 to 2,745 Puskesmas in 2013 (Kementerian KESEhatan
RI, 2013). It is noticeable that there is difference betw
reproductive health programme and the he
elderly as the latter requires more priority.

een adolescent
alth programme fo; the

USE OF DATA AND VARIABLE DESCRIPTION

This study utilizes information from the Indonesian Family Life Survey
(IFLS) in 2007 conducted by the Survey Meter. D
from 43,747 respondents in Indonesj
recorded number of adolescent

in the past months, including

ata were collected
a. The dependent variable was 2
and elderly visits to healthcare facilities

their visits to all public and private
hospitals, clinics, and physician/midwife/nurse

practices. Scale variable
measurement w

as nominal, which ranged from 0 = never and 1=ever.

dent variable was the socio demogra phic characteristics
of réspondents, ind”di“g gender differentiated into male and female,

388, socio-economic leve] i obtained from the amount of income minus
total expenditure , ang further divided into 5 levels (quintiles 1,2, 34
and 5). The leve] of education djy

ided into primary education, middlel
her educa

Intermediat . _ B
ate, and hig tion. The residence was the are2

L
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location where the respondents lived divided into urban and rura
areas.

The intermediate variable was the variable that s more close

Iv
associated with a visit to health facilitjes, divided into regions includ

ed
Sumatra, Java - Bali, and other/outside Java - Bali and Sumatra.

RESULTS OF ANALYSIS

Out of 6,943 adolescents aged 10-19 years old, only 549 visited the

healthcare facility, whereas out of 6,762 elderly people, only 567 utilized

the healthcare facility. The samples were 1,016 adolescents aged 15-19
years old. The samples of elderly group were divided into groups with
age ranging from 50-54 years old, 55-59 years old, 60-64 years old, 65-
69 years old, 7ﬂ;74 years old, and above 75 years old. The elderly men
and elderly women who made the visits were 932 and 1,442 people,
respectively. Thus, the number of visits to public and private health
services by the elderly (17.3%) was twice the number of visits by the
adolescent (8.1%).

The number of adolescent visits to health facilities was higher in
Java -Bali area than in Sumatra and other regions, which accounted for
almost 11.0% in the group aged 10-14 years old and 7.9% in the group
aged 15-19 years old.The highest number of visits to the healthcare
facility by the élderly group in Java-Bali, and Sumatra was shown made
by those aged 65 years old and over (21.9% and 19.7%); whereas the
highest number of visits in other areas visit was shown by the group
%ed 60-64 years old (17.8%).The highest number of elderly visits
to health facilities was found in the group aged 65 years and above
(20.7%). Thus, elderly visits were twice to three times higher than the
adolescent Visits to health facilities. Data on the number of adolescents

: : in Table
“nd elder ly visits to health facilities by region and age s showninTa
L.

Scanned by CamScanner



174 Vuni Ratwani Ni Komang, Edy Purtwanto, and Tinra Marthigs

Table 1. Description of Visils fo Health Facilitics by Adolescents and Efdcrh, b

Qi) s R"S-"ﬂuandd
2e
Regions \
Agegroup  Sumatra Java-Bali OIN
(year) N=9,772 N=26,581 N=7,398 !::;?’
Naggoe )
Yes (% n Yes (%) n Yes (%) - 371 N
Adolescent:
10-14 85 1076 219 6% gy
.47
1519 478 691 78 1R 4w gy 334
. 52
il 3olm
Elderly: \
50-54 a3 W L0 nm gy
2.19
55-59 LTI I - TV, 18
5.26 )
60-64 e X 60 VR 135
65+ 1971 482 8 16% 1640 ap o 1068

Source : Annlysis of secondary data IFLS (2007) _
Note: Otliers = the rest of Indonesia (outside Java-Bali and Sumatra regions)

Table 2 displays the results of the bivariable analysis of differences
socio-demographic characteristics among male and female adolescens
aged 10-19 years old by region. Nearly 60.0% of male adolescents lived
in rural areas of Sumatra, Java-Bali (36.5%) and 50.0% lived in other
areas; and 50.0% of adolescent males lived in urban areas of other
regions. Adolescents with a high socio-economic level, especially in the
Java - Bali shows a higher number of visits to health facility. Nearly
one quarter of visits to health facilities were conducted by adolescents
from the high socio-economic group (quintile 4), showing a highly

significant difference (p <0.000).

Male adolescents with low levels of education who visited a health
facility was two times higher than those with the middle/intermediate
education level, and the difference is highly significant (p <0.000)
is no significant difference between visits to health facilities by

adolescents with residence, low and high socio-economic lev _
economic

There
female

el, and

level of education factors (p> 0.05). Only the middle socio-
levels differed significantly by region (p < 0.01) .
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: SCCn1s in Indgpps; MR

TeNCes l“”ll”\: r\']ll‘f[' a
. " 1l Fe
QN (2007 emale Adolescep g

pe 2. Resulls of Visits to Health Facilities Diff;
T;T.”‘ ;{..‘-fu-;h'llll'\?”'i'hi" Characteristics hy Ry
with - )

—_ ReginN
—  Sumalen Java - Bali N
Lhers
\ariables Ne 9,772 N=26,561 s Tolal Sample

N= 7398 N= 43,751
Yos (%) Yes (%) Yes (%) Yes (%) o sha

—m‘“' n=56 n=184 n=31 MX
Resadence .

. 59,65 365

K 103 6349 % =R S
Sdoeonnomic level

Quintile 1 14.04 19.58 kil 19.78

Quintile2 21.05 23.28 1875 230 1395 0.958- 20372+

Quintiled 29.582 17.99 25.00 N2 49 109-248

Quintiled 2632 2593 9.3 M1 189 1307- 2746w

Quindled 8.77 13.23 15.63 1259 1362 0878-2.11
Education level: l

Basic 6491 61.38 50 60.79

Alidle 35.09 37.04 46.88 3777 0627 0487-0.507*

HighJuniversity 0 1.59 ER k) 144 0954 0.338.2.697
Female adolescent n=54 n=189 n=36 n=288 OR 95% CI
Residence:;

Rural 8536 38.55 5135 434 1244 0975-1588

Urban HH 61.42 48,65 586
Sadiceconomic level:

Quintile | 20 2081 213 2153

Quintile 16.52 21.32 2;-'(13. 2153 1229 0832-1773

Quintile3 29,63 2284 243 2835 1612 1.131-2298"

Quintiley 2037 17.26 1622 1771 1188 0808-1747

Quintiles 9.26 1777 0 1389 1303 0850-1973
Education leve):

Haslc 59.26 49.24 5135 51.39

Midle 0 sas 05 1668 0849  0665-1083

Hightuniversity 0 1.02 611 '_"___E—M'—'
\

Source - ..
N Tee: Sccondary dafq analysis IFLS (2007 )
i Df('.'p < 0‘05 », ;

e AP<0,01*% p<0,001 *** - anteonte of interesh
HOI:?; R‘“““ (OR) is used to compare the relative odds of lhe ""““'wm.‘_(.l'! .'h;,::,':,:;;.::rs'{nciiffics)-
:; Lro”'l'""t‘ the magnitude of various risk factors for that eutconi ( :‘1-“{'_'N n_.i oith higher odds of
i .L‘.\'pvsur;_- does not -'Iﬂ:{‘d odds UfUNICt”H'f-'). OR>1 fL‘.\'pU:-‘ln-p IERIUN m!uf N A”,:mn, 20”{”‘
one), gy OR<7 jg exposire associated with lower odds l!f:nm‘nnn'( Bland €
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The results in Table 3 show the majority of male t"derly

in rural arcas (31.3 %), with a middle and high 50Ci0‘t‘t‘0nom.
ic o
; \‘Q]
. " €
especia”\' in qumlllt’ 3 and 4 (20.9% and 224 4, ”'SPGCH\:Q]\)
- -r . -,.h

0

ale e'derly

who live in rural areas, although there was no significant Corre|
atio

higher number of visits to health facility is shown by m

(p > 0.03). Socio-economic and education levels of elderly Males Were
significantly associated with their visit to health facility (p < 0_005).
There was no significant relationship between the residence and the
middle education level and a visit to a health facility by the EIderly
(p > 0.05).There was no significant relationship between the levg] of
education and the visits to health facilities among elderly femaje (p>

0.05). Socio-economic level and residence in rural areas were taken a5

strong predictors of elderly female visits to health facilities

Multi-variable analysis involved all variables that were statistically
significant and were analyzed together. The younger teens would
reduce visits to health facilities or as a protective factor. Visits to health
facilities were also associated with residence in urban areas as well
as socio-ec_onomic level (p <0.000). Socio-demographic characteristics

were significantly associated with a visit to health facilities (p < 0.000).

Protective factors to health facilities include young age, residence
(lives in Sumatra and other regionsl), as well as levels of education
(middle and higher levels). Visits to healthcare facilities are higher for
respondents with a high socio-economic level (p<0.000). Respondents
with lower education levels will tend to use less healthcare services
Table 4 displays the results of multi-variable testing using Logisti
Regression analysis, which shows the association between 500"

demographic characteristics and visits to healthcare facility.
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4e 3. Results of Differences l‘..u'fwcun l'ls."v‘s -m Tn;l)th .Fm':f:nvs among Eldderly Male Ay : T
Ta ith Socio Demographic Characteristics W Region (200);) . 1
Female w!
___p-F"'_'__- . A
Regions w i
sample t
— e
: Sumatera  Java & Bali Others N
Variables N=9.772 N=26,581 N=7 398 N=13751 OR 8, 0|
Yes (%) Yes (%) Yse (%a) Yes (Vo)
Elderly male n=90 n=294 n=64 n=474
-~ =. \_\
ity 66.32 41,03 59.70 3 ;
Urban : 03 59.7 487 i
Rural 3368 5897 4030 sty M8 0sam ‘
Sodoeconomic level:
Quintile 1 11.58 1506 20.90 15.19
Quintile2 1895 23.08 20.90 2194 155 34
Quintile 3 2316 18.91 26.87 2089 Led 116221
Quintiled 21.05 23.08 20.90 236 199 145275
Quintile5 - 2526 19.87 10.45 1962 200 144279
Education leve]:
Basic 66.32 64.42 7164 6562
Middle 2526 26.28 22,39 #5311 0.89-1.41
High/university 8.42 929 597 §65 150 104216
Elderly female = =721
n=159 n=477 n=85 n=72
Residence:
U
R;':;‘l" 50.31 40.46 5412 MU 1.05.1.48°
49,69 59.54 « 4588 55.76
sodwé“"_mnﬁclwel:
Uintile 1
intile 3 11.95 1677 1647 15-6; 156 119204
Quing 19.50 18.03 2941 196 7 13
ntle 3 215 n75 LS
Quingj 264 2285 2235 28 201 157266
Quingjle 5 2327 2285 235 o= 211 160278
2264 19.50 9.4 19.00 .
E‘dumi““l'-’\'ei:
Baiic
Midg), 76.1 8155 £8.24 81.4
ey, 195

151

1.20 095131

14.68 11.76 15;:'; 130 0820
44 377 . .

S°“rce s

Nole . ttonq

I
0 <005 e 0@ analysis 1E1 5 2007 )
n,:f‘ Ratj, © ,p-< 0,01 Yip< 0,007 **+ Jie outcone of interest,
Ok ’Ocu;,, » Sed to ompare the relative odds of the occurrence of the ¢

1o tm

v Bl ’w
| isits Itheare facility _
., posy, anitude of various risk factors for that vutcome (ws!h to h:*.:;h el
!cume.mmo 0es 1o} affect odds of ou!c&uw} OR>1 (exposure associated 1 :( \“;mm o
R<1 4 CXposire fssociated zwith lower odds Ufomcunu'(m::ml &4
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Table 4. Corrclation between Sacio-demographic Characteristics and Healtheqy, ),

antontg Adolescents and Elderly People Based o1t IFLS (2007)

Variables

u““Zn”m]

95% 3

Adolescent group (10-19 years old) 0.47 043 .
' "0.52-.. .‘
|-;[
Elderly group (50 years old and above) 214 ’
- 190 2.42“1- g'l.
|;_'.1
Residence: :'5._-5
Urban 1.14 1071 - f
. * |
[
Areafregion: 7
Sumatera 0.83 078~ 0 g /
Others 0.63 0.38 - 0 ggor
Socio-economic level:
Quintile 2 1.27 117 - 1.3gw
quintile 3 142 131 -1 55w g
quintile 4 151 1.38 - 1.65v
quintile 5 1.61 146-177w
Education level:
Middle 0.77 0.72 0,83
High/University 0.76 0.68 - 0,86
Pseudo R2: 0.03
N 43.747
P’seudo likelihood -17772.13

Source : Secondary datn analysis IFLS (2007 )

Note: p<0,05% p<0,01*; p<0,001 ***

Ods Ratio (OR) is used to compare the relative odds of the occurrence of the outconte of interest,
and lo compare the magnitude of various risk factors for that outcome (healthcare utilization/visi
among adolescent and clderly). OR=1 (¢exposure does not affect odds of outcome), OR>1 (exposure
assaciated with higher odds of outcome), and OR<1 is exposure associated with lower odds of

outcome!Bland & Altiman 2000).

4‘
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Table 5 shows the relationship between the independent and
al variables and the visits to health facilities simultaneously
and female respondents in all areas. The strongest predictors
of visits tO health facilities among adolescent males are middle level
of education (95% CI = 0.44 - 0.75), middle-upper socio-economic
jevel (95% Cl = 1.26 - 2.80, 95% CI = 1.04 - 2.28), and living in other
areas and Sumatra (95% CI = 0.39 - 0.86, and 95% CI = 0.53 - 0.99). This
hat different from the female adolescent respondents

proxim
by male

result is SOmew
in which the strongest predictors of their visits to health facilities are

other regions (95% CI =042 - 0.86), Sumatra (95% CI = 0.52 - 0.99), and
middle socio-economic level (95% C1=1.10 - 2.29).

Table 5. Correlation between Region and Socio-demographic Characteristics and Healthcare

Utilisation among Male and Female Adolescents Based on IFLS (2007)

Male adolescent Female adulesce_nl
OR 95% CI OR 95% CI

Residence :

Urban 1.25 (0.96 - 1.62) 115 (0.68-1.50)

Area‘region: N
Sumalera 0.73 {0.53 - 0.99r° o.n (3.:3 -;)08‘29-'.
Others 0.58 (0.39-0.86)"* 0.60 (0.42-0.86)

Socioeconomic level:

Quintile 2 1.41 (0.96 - 2.07) .22 ((,0'1304: 71.27‘3,'
Quintile 3 154 (1.04-228)° - 0.78-1.73)
Quintile 4 1.88 (1.26-2.80)*" I'l-? (0'78— 1.92)
Quintile § 141 (0.87-2.29) 1.22 .

Education level: ~1.04
Middlc 0.58 (044 -0.75)*** gg; ggfgg-z.eog
High:University 0.77 (0.25-2.34) -

0.01
Pseudo R2: 0.02
33
N 3.610 3; 0
-969.1°
_Pseudo likelihood -057.89
i}ourcc : Secondary data analysis IFLS (2007 )
ofe: p<0,05*; interest,
! TP < 001" p< 0,001 ) - the outcome Qf’
Odds Ratio (OR) is used to compare the relative odds f the accur™ ”(:u‘:f (healthcare utilization!
and fo compare the magnitiede of variois risk factors Jor e ”;H; ot odds ﬂfnutcmm'), OR>1
visi ‘ o neqredoes ot Ay . ' 3
Isit anong male mnf_ﬁ'mﬂ'h’ adolescent). OR=1 {expos ;H(;i;:;’ . 1-\';105H1'L' nssaﬂl”’-’d with Jower
am s

f

";"'I’Dﬁmr associnted with higher odds of outcone),
0dds “

s of outcomet Bland & Altman 2000).
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Table 6 shows the correlation between elderly male ang fem
L -

. » i
to health facilities and the independent and proximal y, Sty

Ariables, The
est prEdetors
.)'. People Wit
Isit healthCare
factOrsf Such 5

result shows that all cocio-cconomic levels are the Strong
of the elderly visits to health facilities (p <0.003). Elder|
different socio-economic levels—from low-to-high —vy
facilities. In this case, their visits were not influenced by

residence, region, and level of education.

Table 6. Carrelation between Regions and Secio-demographic Characteristc and

- Healpp,
Utilisation among Male and Female Elderly Based on [FLS (2007) e
Male elderly chamﬁ;""\
OR 95% Cl OR 95% (]
Residence :
Urban 0.95 (0.77-1.17) 1.10 (093 1
Arca'region:
Sumatera 0.99 (0.767-1.27) 1.06 (0.86~ 139
Others 0.90 (0.67 -1.20) 0.80 (062 - 1'03;
Saciocconomic level:
quintile 2 1.56 (113 =2.15)%= 1.55 (1.18-2.03ysse
quintile 3 161 (116 = 2.24)=* 1.75 (1.34-228)s0e
quintiel 4 2.00 (1.42 =281 )% 1.97 (1.50 - 250y
quinile 5 1.96 (1.35-2.80)*** 2.01 (1.49 -2 72y84s
Education level:
Middle 0.96 (0.75 - 1.24) 0.97 (0.75-1.6)
High/Universily 1.21 (0.80 —1.82) 1.00 (0.63 - I:GI)
Pseudo R2: 0.01 0.01
N 34 3648
P- ik el Y ]
seudo likelihood -1315.30 -1790.13

Source : Secondary data analysis [FLS (2007 )
Note:p<0,05*p<0,01 + P <0,001 ***
Oudds Ratio (OR) is used to compare the

j relative odds of the occurrence of the outcome of interest,
and to compare the magnitude of

" various risk factors for that outcome (healthcare wtilization
visit > ; )
amonyg female and male elde; ly). OR=1 (exposure does not affect odds of outcome), OR!

(ex inted with hi
; ;)osure associated with higher odds of outcome), and OR<T is exposure associated with lowxr
0dds of outcome(Bland & Altman 2000).

PACTORS AFFECTING VISITS TO HEALTCARE CENTRES

The elderly visits were twice
Visits to health
Services are

. t
or three times higher than the adolescen

facilities. Factors that might affect the quality of healt

a .. : j
mong others: (1) the ethnicity and geography including
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terehes i

e

re; (2) healthcare provider; (3) communities including

jnfrastrd ctu

knOWlEdgef
g to the WHO (2009), elderly females are generally poorer

le, but in fact female had a longer life expectancy than

attitudes, behaviours, and financial capability (WHO 2010)

Accordin
than elderly ma
male.

Elderly
weakness and limitat

their ability to work. Elderly areneeds more help physically, socially,
and economically from other family members (WHO, 2009).Gender
difference was thought to affect access to health facilities, because it
was indirectly related to the physical and financial ability.Elderly visits
to health facilities were only affected by the economic level; and the

visits by female and those by male are not much different in quantity.

people usually have health problems which result in

physical ions that restrict their activities and

Elderly at all economic levels need health services related to
rbate their health including

'cohditions or co-morbidities that exace
ated with other causes that

cognitive functions. Aging is also associ
orbidity); for example, when an

] disability at the same time,s/
lications. Another example is
|derly that is prone to cause

accompany increased morbidity (co-m
elderly person has a disease and physica
he will require significant treatment comp
the problem of visual impairment in the e
injury due to fall or other problems (WHO 2009).

he utilization of healthcare for the
elderly are the socio-econor:ic level, level of education and the area or
regionwhere they live (residence). The elderly are very dependent on
other family members to get healthcare due to their limited physical
ability and financial capability. Thus, the elderly with a higher socio-

econ i . -
omic level will use more healthcare facilities.

traliealth .ﬁnancing including the cost of maintenance aEnd
hEaltE:rtanon for the elderly is the biggest barrier to obta-mmg
are service.Evidence indicates that the poor people typically

I:EZ f::;re f%'Om t1.1eir own pockets, especially for the cost of medicines,
(Nahay i;:le obliged to spend more when they wan
a major ro| F:OSteUO 1998). In such case, the Government sh.ou ;
e in meeting the elderly needs for the healthcare financing:

Other factors that may affect t

t to get better care
Id play
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Adolescent visits to health facilities are not affecteq much |
place where they live (residence), because the services are requi Y the
feqd b

. . n methcds
to prevent them from sexually transmitted infections (ST ’

those who live in both urban and rural areas. Although a
live in Java-Bali, adolescents visits are still relatively oy
adolescents who were sexually active using contraceptio

research findings show that only 18.0% of female adoleScents' :he i
25.0% of male adolescents use condoms when 11aving Sex for th f.incl
r
time, and 27.0% of male adolescents use condom (SKRR] 2013) Thi ?t
- This jg
dereq f
07). ‘

Healthcare workers play animportantroleinsexualandreproducﬁve
health services to improve adolescent health and well-being, Howeve;
healthcare workers ability is still limited and even "]pw to provide
services for adolescents (Rosen 1996).They should play the role as ,
source of information on sexual and reproductive he

because of disseminating contraceptives for adolescents is cong;j
unacceptable according the community’s local values (SKRRI 29

alth Problems,
including sexually transmitted infections (SKRRI 2013). In other hand

the main source of information mostly comes from the school/teachers
(65.0%), friends (32.0%), media and newspapers (34.0%), and television
(28.0%).

According the survey report, only 2.1% of female adolescents
received information on the ARH from health workers, in other hand
that no male adolescents received it. Adolescents actually expect to be
served by health professionals who have respect and honor and could
keep their secrets (Ford and et al. 1996; Ginsburg and et all. 1995).

Previous evidence suggests that the most effective efforts to improve
sexualand reproductive health of adolescents should be by the provision
of adequate information and services from health providers (Bleakley
et al. 2009). For example, if adolescents do not get any information and
do not have adequate knowledge about efforts to prevent unintended
pregnancies through safe and proper use of contraceptives in sexual
practices, this condition will increase the number of unintended
pregnancies and the spread of sexually transmitted infections will be
growing very fast (WHO 2006; Santelli 1992). Thus, efforts to establish

=
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2 positive adolescent behaviour can be carried out by health providers

or health
ductive health.

workers in order to effectively improve adolescent sexual and

[ePI'O
with the magnitude of the problems faced by adolescents today and

in the future, there is a need to consider the Government's appropriate
interventions done early. Health professionals should understand the
components of adolescent growth and development from the physical,
cognitive, and psycho-social conditions associated with health risks
and protective factors as a basis to explore the whole history, physical -
examination, and health guide (Rosen 1996; Johnson and Malow-Iroff
2008).Determinant factors that could affect the quality of health services

for adolescents and elderly are government policies, infrastructure,
financial capability, the ability of healthcare providers, family, and
values or beliefs (WHO 2010).

CONCLUSION

The predictors used in this study are socio-economic level, education
level, and geographic areas (residence factor). Adolescents’ utilization
of healthcare facilities can be influenced by several factors including:
(1) low service quality, due to very limited knowledge, attitudes, and
skills of workers to provide sexual and reproductive health services;
(2) reproductive health programmes that were not standardized .
and,mt user-friendly, or sexual and reproductive health services for
adolescents did not meet the needs of adolescents, such as guarantees
of confidentiality and judgmental behavior of the health workers; (3)
h?alth services located in marginal areas which were uneven and very
difficult to obtain by the adolescents; and, (4) research, monitoring and

®valuation of healthcare initiatives for adolescents that had not done
yet (WHO 2006).

adocl)er;e of ﬂ?e kevs to lower costs for the healthcare of el-derly a;lld
from afents is to promote healthy behaviours that deterr.nme h.ea. 1
Heﬂlthl E;rl_y 3g9, including healthy diet and regular physical T]_C\twfit:(;
of iy ! : eh:avloul's can increase life expectancy arfd SIOVjV e l-
ronic disease and disability. The Government including policy
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ssionals/\.\.-ol-ke;-s should conside
r

and healthcare profe )
ducing the negative impact €l

Jditions that can degrade the : SCon
€alth
of

makers
and efficient 3

risk behaviours

ervices inre

as well as col
elderly.
Due to the use of secondary data, this study was limi
. - €
ables that have an impact on the utilization of hd to
. . €a
(acilities by ado and elderly. The next study is eXpecteg th
onitoring and evaluation of reproductive health sery;, to
¢ . _ es
althcare centres by analyzing primary data, for

explore the vari
lescents

conduct
adolescents in he
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