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Abstract

The purpose of this study is to analyze the effectiveness of health expenditures in reducing
poverty in Indonesia. The data used was panel data from three specific autonomous regions:
Aceh, Papua, and West Papua, data from 2006-2017. The method of analysis used in the
study was the ARDL Panel model. The results of the study show that in the short term, health
expenditures o not affect poverty in the autonomous regions. The results from each region
showed no short-term effect. Long-term estimates show that health spending can reduce
poverty by up to 6 percent assuming cateris paribus. Adjustments of these impacts will occur
every 9.6 months. This study recommends that the government increases the health budget so
that the poor can get protection and avoid health problems. The study also recommends
increased regulation of health expenditures to make it more effective and have an impact in
the short term.
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1. Introduction

Throughout Indonesian history, poverty has prevented millions of children from to getting
quality education and exacerbated difficulties in financing healthcare. A widespread lack of
savings investment, access to public services, employment opportunities, social security and a
social safety net for families, along with increasing urbanization to the city, has caused
millions of people to have limited resources to meet the needs of food, clothing, and
shelter. Poverty causes rural communities to sacrifice anything for the security of their
lives by risking physical labor to receive wages that are not commensurate with the labor
costs incurred (Nano, 2009).

Strategic development efforts have long been implemented in Indonesia in hopes of
achieving high economic growth. However, as development has progressed, new problems
have appeared, including an uneven distribution both on a regional and national level. This
leads to a trade-off between growth and equity. High economic growth is expected to produce
a trickle-down effect from the upper economic classes to the economic layers below it. The
fact is that such an effect does not occur, and poverty and inequality actually increase.

If we use the poverty line value used by the World Bank, which classifies the percentage
of Indonesians living on less than USD 1.25 per day as those living below the poverty line (in
other words, poor), the percentages in the table above will look inaccurate because the value
is increased by a few percentage points. Furthermore, if we calculate the number of
Indonesians living on less than USD 2 per day, according to the World Bank, the image for
the percentage of the population living in poverty will increase even more sharply. This
shows that most of the Indonesian population lives almost below the poverty line. About
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a quarter of Indonesia's population (around 65 million people) live just a little above the
national poverty line.

The government has implemented poverty reduction efforts in the form of poverty
reduction policies, programs, and spending. These efforts have been able to reduce the
number of poor people in a real way, but the targets of policies and programs have not been
fully achieved. This is because the programs have s not been implemented in an integrated
manner, so that some programs overlap, hampering efficiency (Mulyani, 2007).

Today, the Indonesian government's policy to reduce poverty is to increase health budget
allocations for the entire community. One of these efforts, the Health Insurance program, is a
strategy to reform the health service financing system in Indonesia. All poor people are
exempt from financial burdens when accessing health service facilities at the Puskesmas,
district/city general hospitals (RSUD), provincial hospitals, and referral center hospitals in
and outside the region, all of which are adequate medical facilities and health services
(National Team Acceleration of Poverty Reduction: 2012)

Although economic growth at the desired target has still not been achieved, the
government continues to strive to reduce the poverty rate to 1 digit The Finance Ministry
continues to increase the budget allocations for poverty reduction and to fight inequality in
low-income communities, through various programs such as Family Hope Program (PKH),
Program Indonesia Pintar (Smart Indonesia Program), National Health Insurance (JKN), food
aid, Bidik Misi Scholarships [a scholarship program for low-income families], and village
funds. The government has budgeted IDR 25.5 trillion for the health budget for 2018 (Sicca,
2018).

The government has also allocated a certain amount of its budget for health funds allocated
for APBD funds in each province Provincial contributions to health funds can be seen in
Image 1. Health problems are a critical concern for all people, as health is the number one key
to life. Most Indonesians are vulnerable to poverty. They live only slightly above the national
poverty line and have revenue of less than the US $2 per day. That income is only enough to
meet the necessities of life (eating, drinking, shelter). An income of this level will be
insufficient cover health needs. In the health sector, the government has sought to increase the
level of public health more evenly by increasing the reach and quality of health services. The
government has implemented various initiatives with this goal,, such as Askeskin [a health
insurance program for the poor], Jamkesmas [National Healthcare Scheme] and free medical
treatment. However, the question now is whether increasing the healthcare budget can reduce
poverty in Indonesia.

The level of public health can be seen in home sanitation systems. The government has so
far paid little attention to this factor. Currently, there is a crisis in the supply of sanitation
facilities. The government budget is insufficient for the development of proper sanitation
facilities. The effects of this crisis are experienced by poor people who tend to use water
from polluted rivers. Even in the capital city or in big cities, poor people tend to be those
residents who live near a waste disposal site. There are several options for addressing this
crisis, including holding a national consensus to discuss financing sanitation facilities and
encouraging local governments to build facilities through special allocation funds (DAK). To
find a comprehensive solution, there must be a review of budgets and policies that focus on
health issues and sanitation.A proportion of the APBN budget must be allocated in order to
solve this to problem. The development of good infrastructure must be carried out in tandem
with increasing community social awareness on the importance of health (Zaenuddin, 2007).
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Image 1: All Provincial Health Budgets in Indonesia, 2017

Papua msssss 1 .515.887.670
Papua Barat mmmm 725.396.053
Maluku Utara mm 298.417.598
Maluku 1 28.800.268
Sulawesi Barat ® 198.900.371
Gorontalo m 184.210.830
Sulawesi Tenggara mm 370.657.602
Sulawesi Selatan mm 978 .546.082
Sulawesi Tengah == 363.480.159
Sulawesi Utara mm 360.234.250
Kalimantan Utara == 288.327.991
Kalimantan Timur s 809.890.000
Kalimantan Selatan = 576.818.621
Kalimantan Tengah = 414.926.320
Kalimantan Barat m=m 518.039.528
NTT mmm 484.569.057
NTB mmm 502.899.496
Bali wmmm 672 777.064
Banten mmmmmm 1.034.998.654
Jawa Timur m 286.479.943
Yogayakarta mmm 520.438.601
Jawa Tengah m——— ) 366.751.803
Jawa Barat maaaaee——— 3 274.090.104
Jakarta I 7 (019.195.820
Kepulauan Riau == 336.089.819
Bangka Belitung ™ 267.112.346
Lampung mmmm 680.792.826
Bengkulu mm 336.295.766
Sumatera Selatan === 861.201.994
Jambi mm 434.230.881
Riau s 1.100.815.004
Sumatera Barat wmmm 624.597.695
Sumatera Utara s 1.311.268.429
Aceh s 1.473.369.998

Provinsi

- 2.000.000.000 4.000.000.000 6.000.000.000 8.000.000.000
Thousands Rupiah

Source: BPS 2018

2. Literature Review

Poor can be interpreted as having little money and few possessions; not having enough
money for the basic things that people need to live properly, which means not having enough
money for the basic things that people need to live right (Stevenson, 2010). The above
statement contains two causal forms in interpreting the word poor, that is: (i) poor as in
having a minimal amount of something; and (ii) poor as not good in terms of quality or
condition (Griffith, 2011).

Chambers (1997) argues that the notion of poverty is very dependent on who asks, how it
is understood, and who responds. This perspective groups the meanings of poverty into
several groups. One of the groups interprets poverty as a broad concept, including
multidimensional deficiencies. Further, it is explained that poverty describes twelve
dimensions, with each one interrelated. These twelve dimensions consist of: (1) education/
ability, (2) institutional access, (3) time, (4) season, (5) residence/location, (6) security, (7)
physical disability, (8) material, (9) social relations, (10) legal, (11) political power, and (12)
information. Various studies reduce these dimensions so that the concept of poverty is defined
more narrowly as individuals who live in poor conditions, are vulnerable, marginalized, and
who lack or have minimal access to institutions such as education, law, and other resources.
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The term “government expenditure” can be used as an indicator of the amount of
government activity financed by government funds. The more prominent and numerous the
government’s activities, the higher the government expenditure concerned (Suparmoko,
2004). Boediono (2001) reveals that in macroeconomic theory, government expenditure
consists of three main categories, which can be classified as follows:

1) Government expenditures on the purchase of goods and services.

2)  Government expenditures on employee salaries. Changes in employee salaries influence
macroeconomic processes, as changes in employee salaries will indirectly affect the
level of demands.

3) Government expenditures on transfer payments.

The influence of health expenditures on poverty can be examined using two approaches.
First, an increase in the health budget will shift government expenditure (E) from E1 to E2
with the difference AG, affecting income through the formula AG (1 - MPC). Increasing the
health budget, as a fiscal expansion policy, will increase state expenditures, so the IS curve
will shift to the right as seen in Image 2. As a result, national output will increase from Y, to
Ya.

As national production increases, there is an increase in income, followed by an increase in

interest rates from i, to i,. The savings function (S) has a positive correlation with interest

rates, so if the interest rate rises, this will encourage people to consume less and save more.

Increasing savings will increase people's income, which will lead some residents to cross the

poverty line, which means the number of poor people will decrease. So it can be concluded

that increasing health subsidies can reduce the number of poor people.

Image 2: Impact of Health Expenditures on Poverty
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Oriavwote (2018) investigates the relevance of government spending on poverty reduction
in Nigeria. The results show that government spending on buildings and construction has a
significant and positive impact on per capita income, but the elasticity is very low. The results
of the Granger causality test show there is no causal relationship between government
spending on health and education. However, there is a causal relationship between
government spending on education and per capita income.

Keane (2018) explains that India has a high level of expenditures on out-of-pocket health
care (OOP), and a lack of development in the health insurance market. As a result, measures
to alleviate poverty and inequality that treat medical spending symmetrically with consumer
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goods outside the boundary. Poverty level to show how OOP health costs affect all forms of
consumption distribution.

Furthermore, Bahtera (2018) explains that government spending in the education and
health sectors have an influence on poverty in Aceh Province, , but that there are differences
between districts and cities. The estimation results show that education expenditures in a city
area have a significant influence on reducing poverty, while the development of new areas
does not affect reducing poverty.

Musyoka (2018) explains that one of the world's goals is to increase health so that
productivity will also increase. In Kenya, the government attempts to reduce poverty by
improving the health of its citizens. The estimation results show that poverty reduction can be
seen from the use of perfect health, it can be seen that the increase in household expenditure
from health reporting is one-factor measuring poverty.

Wherry (2017) explains that over the past thirty years, there had been a significant
expansion in public health insurance for low-income children in the US through Medicaid.
The results of  the study show that public health insurance provides
essential financial benefits for low-income families. Expansions in public health insurance for
low-income children and adults is associated with reduced medical expenses, increased
financial stability, and increased material well-being for families.

Umeh (2017) describes unfairness in access to health insurance by examining a poor
community-based health insurance program. The results of this study show that rich people
are generally more willing to pay for insurance than poor people, and thus socioeconomic
status will affect access to healthcare services. The most frequent reason why people opted
out of this insurance program was the lack of money to pay premiums.

Rapiuddin (2017) conducted research on the technical efficiency of the education sector
and the health sector in 24 districts/cities in South Sulawesi Province. The results of this study
indicate that in general, most districts/cities in South Sulawesi Province are still not efficient
in terms of technical costs and technical systems.This indicates that there is still a large
amount of waste in education spending and much health spending, but it is not followed by
education and health services and facilities, and there have been no efforts to improve the
system to improve the level of education and public health.

Omari (2016) showed the effect of sectoral government spending on poverty levels in
Kenya. The regression results show that expenditures on the agricultural sector and the health
sector have a positive and significant effect on poverty levels, while infrastructure sector
spending has a negative and significant effect on the poverty level. The effect of education
sector expenditures on poverty levels was not significant. It was recommended that the
government in Kenya increase the allocation of expenditures for the agriculture and health
sector.

In terms of the effects of health insurance on poverty, Korenman (2016) examined the
impact of Massachusetts’s health reform. . The results of the study indicate that the benefits of
public health insurance and premium subsidies provide a significant and substantial reduction
of one third in the poverty level. Among low-income families who bought individual
insurance, premium subsidies reduced poverty by 9.4 percentage points.

Vilcu (2016) studied trends in subsidized health insurance in Asian countries. According
to this research, there are currently 8 countries with a total of 14 subsidy schemes. The groups
most often given health subsidies are the poor, elderly, and children. The membership systems
are in different tiers, where many participants get insurance fully subsidized by the
government and some get half of the full subsidy. Even so, in most cases, the subsidy is
higher compared to those who do not have health insurance, but still lower than insured
formal sector employees.

Ganguly (2016) conducted a study examining the effects of a reduction in fuel subsidies on
poverty and equality in India. This study showed a positive relationship between crude oil
prices and the level of poverty and inequality in India. It further showed that the elimination
of subsidies for fuel such as gasoline, diesel, and Liquified Petroleum Gas (LPG), even when
carried out during a period of decline in crude oil prices, had detrimental effects on the poor.
It is crucial that the abolition of subsidies be combined with targeted pro-poor policies.

Lubotsky (2016) conducted research on health insurance and income inequality in the US.
This research analyzed economic inequality by focusing on wage rates, income, or income.
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Health insurance and other forms of compensation and government benefits are usually not
included in income measures and inequality analysis. Health spending in 2014 accounted for
more than 17 percent of GDP, and almost 70 percent of this expenditure was for public or
private health insurance plans. Given the large and ever-increasing health care costs in the
United States and the presence of large government health insurance programs such as
Medicaid and Medicare, it is imperative to understand how health insurance and related
public policies contribute to economic well-being and inequality.

The Special Administrative Region of Yogyakarta (DIY) poverty reduction policy is an
effort to eradicate poverty with policies and funds from both central and regional
governments. The results of the study found that the DIY government continues to improve
the economic welfare of poor people in the regions, but because of the limitations and
powerlessness of poor people, in addition to regional fiscal limitations, it is challenging to
improve the welfare for the population in poverty in the DIY. Policy recommendations that
can be made include empowering existing local economic potential, creating jobs, and
building productive businesses such as small businesses for community members to increase
their income. In addition, coordinating pro-poor programs with the central government is a
step that must be taken (Saragih, 2015).

Ahmed Shoukry Rashad (2015) analyzes who benefits from public health subsidies in
Egypt. The results of the study show several levels of inequality in the benefits of public
health services, which vary according to the type of health care provided. In particular,
subsidies associated with university hospitals are generally beneficial to the rich and have the
effect of increasing inequality, while subsidies related to outpatient and inpatient care
provided by the Ministry of Health and Population have not been pro-poor but have the effect
of reducing inequality. Measures for poverty reduction and health service reform in Egypt
were recommended to not only focus on expanding the coverage of health benefits, but also
on increasing distribution.

Cevik (2013) analyzes the effects of government spending on health care on health
outcomes using cross-national comparisons. This study uses cross-sectional regression to
estimate the strength of the relationship between child and infant mortality rates and public
health expenditures in countries throughout the world. This study demonstrates statistically
significant and strong results with various specifications. Government health expenditure as a
fraction of GDP was negatively correlated with under-five mortality rates, with an elasticity
of -0.17 to -0.22. The elasticity was -0.20 for infant mortality. The income level is slightly
less significant, and public health expenditure becomes a little more empirically significant.

Misdawita (2013) conducted an analysis of the impact of subsidies and government
spending in the fields of education and health on poverty in Indonesia. Poverty, in addition to
unemployment and social inequality, is a significant and fundamental problem in Indonesia.
This study found that government spending in education was effective in reducing poverty,
but subsidies and government spending in the health sector were not, due to inappropriate
targeting of subsidized users in the field .

Bynoe (2012) claimed that public spending on education and health care is necessary for
human development and to achieve other benefits such as economic growth. The most
important public goal is to use public expenditure to reduce poverty and to help create an
enabling environment where the private sector can become a growth engine (Swaroop, 1996).
Most of the variables used by this model were selected according to the previous literature.
However, unlike most literature that assesses the Caribbean, this model tried to explain the
quality of interpreting educational attainments.

Andrés Ramirez Hassan (2013) studied the impact of health insurance on the poor in
Medellin, Colombia. This study used binary data models and numbers with endogenous
dummy variables to evaluate the effects of subsidized health care programs in Medellin. .
Subsidized programs, which mainly target the poor, were found to have a significant impact
on the use of medical care and hospitalization, which might have a negative impact on the
program's financial resources. In particular, econometric estimates from the utilization of
health services indicate that there is a selection. These facts imply that the program can
increase its scope if a mechanism is made to reduce the effects of individual moral hazards.

Maipita (2010) conducted a study of the impact of fiscal policy on economic performance
and poverty rates in Indonesia, as the government has continuously designed policies to
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accelerate economic growth and reduce poverty. However, the government faces several
obstacles, such as increasing deficits, that have the potential to affect the priority scale as well
as the pros and cons that occur in it. Based on these considerations, economic policies must be
revised and redesigned to be pro-growth, pro-job vacancies, and pro-poor. In general, this
study aims to examine the impact of the expansion and contraction of fiscal policy on
economic performance in Indonesia.

To evaluate the gap in income distribution, Decaluwe et al. (1999) used the beta
distribution function. The results of this study indicate that increasing subsidies had a better
impact than the two previous fiscal policies. Although the income transfer policy had a
positive impact on increasing household income in rural areas and reducing poverty, this
policy had the negative effect of reducing GDP.

Image 3: Conceptual Framework for the effect of Health Expenditures on Poverty

[ ascalpolicy % Government | Sovernment |

Expenditure > Revenue -
Positive Impact ;
- Inerones
Purchasing Power
- Price Stability
finflation)
Healty Healty
Fonﬂderauon »  Expenditures [~ Insurance
- Politicat T
- Budget
- People’s
Purchasing Power
Negative Impact : 4
- inefficlent e et S —
- Decreased Budget H
Capabil H
e ==
: Economic
; Growth
| Perekonomian I—D-: -

Using nationally representative data from India, Flores (2008) revealed that if the
government allocates some expenditures to finance the cost of hospital care, one of them is
about three-quarters of the cost of inpatient care issued by the community. Because poverty is
highest in India to pay for hospital care, 24% of individuals admitted to hospitals have
inadequate funds to pay for care. If the government covers 30% of medical costs of poor
people who are hospitalized, this will reduce their household expenses so that they can save
their money for other needs. The government pays 10% of the costs of fr inpatient care, which
reduces household expenditures on health costs. This can reduce the burden on the household
and can increase household income.

More broadly, health expenditures will also lead to increased incomes in the community
because people’s spending on healthcare is funded by government expenditures, which means
that people can save the money that they would have spent.. Another thing that arises due to
health budget policies is the problem of opportunity costs. Increasing budget allocations for
health will reduce budget allocations for other activities, which can increase economic output
and also reduce inflation.
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3. Method of Analysis

3.1. The scope of the Study

This study analyzes the effectiveness of health expenditures for poverty reduction in
Indonesia’s Autonomous Regions, namely Aceh, Papua, and West Papua, from 2006-2017.

3.2. Source and Type of Data

The data used are data from 3 provinces in Indonesia, Aceh, Papua, and West Papua, that
receive special autonomy funds. The type of data used in this research is panel data for the
years 2006 to 2017 on government expenditures on health and poverty.

3.3. Analysis Model

In the ARDL regression analysis, the data used is time series data, but in this study,
researchers used the ARDL model with panel data. This ARDL model is used to see the role
of time, the justification of the theory, and the relationships between variables (Gujarati,
2003).

The ARDL model uses panel data as follows:

Y,= ay+ ajt+ e, 6, Y, + B X, + X B AR, +u, (B
AX,= P AX, |+ PAX, ,+-+ PAX,_ + & (3.2)
Ve= apt agt+ 2= 6; Viemi T BX; "’E?z_u.ll'gH AXjem; T 1y, (3.3)

To facilitate the calculations, the researcher then substituted equation (3) for the research
variable and transformed it into the form of a natural logarithm for each variable, so:

Fat—i
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ﬂirhﬁlff};r = ﬂ:,:,i + Z aii ﬂhtﬂff : + Z ﬂ:jiﬂhlﬁ K:',r—z' + ﬁiihlﬂf{}-I_i
i=1 i=1
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Where AK is poverty, BK is health expenditures, ol to a3 are short-term coefficients, 1
to B3 are long-term coefficients, t is years (i.e. 2006-2017), j is region, the options for which
are three autonomous regions, i is the order of lag, and u is an error term.

3.4. Data Stationarity Test

The data stationarity test is conducted to determine whether the time series data used has a
stable (stationary) or non-stable (nonstationary) pattern on each variable. The test methods for
the presence or absence of root units in the data were the Levin, Lin & Chu (LLC) method,
the Im method, the Pesaran and Shin (IPS) method, the ADF Fisher Chi-square (ADF Fisher),
and the PP-Fisher unit root.

3.5. Cointegration Test

The researchers used the Levin, Lin & Chu (LLC), Im, Pesaran, and Shin (IPS)
integration, ADF Fisher Chi-square (ADF Fisher), and the PP-Fisher unit root. Cointegration
methods used Pedroni and KAO-based panels.

3.6. Determination of Optimal Lags

Determining the optimal lag length is needed for the time-series model stationarity test. To
select lag order, various criteria can be used, namely Akaike Information Criterion (AIC),
Schwarz Criterion (SC), and Hannan-Quinn Criterion (HQ). In this study the determination of
optimal lag was done using the Akaike Information Criterion (AIC) criteria. The smallest AIC
value to be chosen aims to minimize the number of the residual sum of squares (RSS) or
increase the value of R2 so that the error rate is the smallest model (Gujarati, 2003).
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3.7. Short-Term Testing

Short term estimates can be seen below:

AlnK;, = ay + Xicy aj Alnk, .+ XL a, AlnAK;

e + BECT,_ | +u,

it (3.5)

Short-term testing:
Ho:on =0 =03 =ay=0as5=0
Ha @ oqy # 0o1 # 031 7 0417 0517 0

There are no short-term influences
There are short-term influences

Where ali and a3i are short-term dynamic coefficients for the speed of adjustment, and
the Error Correction Term (ECT) is a short-term dynamic coefficient for the speed of balance

adjustment. The ECM values are from 0 to -1.

4. Study Results and Discussions

4.1. Root Unit Panel Test Result

Levin (2002) introduced different unit root unit tests that have different specifications
depending on assumptions about specific entity interception requirements and time trends.
The LLC test increases homogeneity in the autoregressive coefficient (interception and trends
can vary between individual series), which indicates the presence or absence of a unit root.
This test, which is based on the ADF regression, is used to check unit root problems.

The level of integration and stationary properties of each variable was determined using
the ADF (LLC) panel test proposed by Levin (2002) by assuming homogeneity in
autoregressive coefficient dynamics for all panel units. Also, we used a nonparametric test
(Maddala GS, 1999) as well as the Fisher-ADF test and Fisher-PP, taking into account the
heterogeneity between units. Finally, we conducted the cross-sectional dependence unit root
(CIPS) test. These tests show that poverty has a unit root at the level marked with ADF. PP
and IPS values were more significant than the significance value of 1 percent, while health
expenditures has ADF and IPS values above 5%. For the Fisher test, however, the PP value
was not significant at 5 percent or 1 percent (Table 1).

Table 1. Root Unit Panel Test Result

Variabel LLC Fisher ADF| Fisher PP IPS
Poverty -19,6271** | 23,3676%* 4,07025 -3,61691**
A Poverty -9,62087** | 25,6430%*% | 26,6175%* | -2,67809**
Healty Budget -4,61042%** 14,9240* 4,13073 -2,02530*
A Healty Budget -6,58165** 13,0318* 12,5522 -1,00933

Note: * Prob < 0,05 , ** Prob < 0,01 Lag

4.2. Panel Cointegration Test

In the second stage, we proceded to panel cointegration tests after the specification of
order of integration fot the series. Pedroni test is the most popular among panel cointegration
tests. Pedroni tests includes seven different statistic : four of them belong to the within
dimension, which are v -statistic, p-statistic, PP-statistic and ADF-statistic: three of them
belong to the between dimension which are group p-statistic, group pp-statistic and group
ADF-statistic. both kinds of test focus on the null hypothesis of no cointegration. these
statistic are distributed asymptotically as standard normal.
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Table 2. Cointegration Tests, Pedroni Tests and Kao Tests

Pedroni Cointegration Result

Within Dimension Test Statistics Between Dimension Test Statistics
Panel v-Statistics 0,393250 |Group rho-Statistics 1,160976
Panel rho-Statistics ! 0259165 |Group PP-Statistics -0,316121
Panel PP-Statistics ! -0,723314 |Group ADF-Statistics -3,271220**
Panel ADF-Statistics -0,970415%*
Kao Test
ADF -3,571165**
Residual variance 3,831109
HAC Variance " 3,620672

Catatan: * Prob < 0,05, ** Prob < 0,01

Table 2 shows the cointegration panel test statistics. This statistical test is based on the
individual autoregressive coefficient average associated with the unit root test of the residue
for all panel data. All seven-panel cointegration tests rejected the null hypothesis without
cointegration at a significance level of 1%. Table 2 shows cointegration with a significance
level of 1 percent for the poverty model and health expenditures where cointegration occurs at
a significance level of 1%., Therefore, the conclusions drawn indicate that Ha should be
accepted, or, in other words, that there is a relationship in the short term and long term.

4.3. Model Estimation with Short and Long Term ARDL

Autoregressive Distributed Lag can be used to see the long-term and short-term effects of
health expenditures on the poverty model. The influence of long-term and short-term health
expenditures on poverty can be seen in Table 3.

Table 3. The long-term and short-term effects of ARDL on Poverty

Variabel Coefficient Prob

Long Run Education
Kemiskinan -6,110243** 0,0000

Short Run Education
COINTEQOI r -0,800000 0,0000
D(KS) [ 0883963 0,7998
D(KS(-1)) : 0,813724 0,8168
C 87,32809 0,0000

Note: * Prob < 0,05, ** Prob < 0,01

Table 3 displays the results of the ARDL long-term and short-term coefficient estimates of
poverty. The short-term coefficient of the poverty model shows a non-significant effect. This
can be seen from the probability value of 0.80> 0.05, which explains that there is no effect of
health expenditures on poverty in the short term. The speed of balance adjustment (ECT) is -
0.800000 and is significant at the level of 1 percent and negative, as expected. This means
that 80 percent of imbalances that occur in the short term will be adjusted in each quarter.

In the long term, the poverty coefficient shows a significant effect, with an elasticity
coefficient of -6.11. This means that an increase in the health budget of 1 percent will reduce
poverty by 6.11 percent in the long term. If we look at the coefficient value of 0.0000<0.01, it
explains the influence of health expenditures on poverty in the long term.

4.4. Results of Estimation of Each Special Autonomy Recipient Region

Short-term estimation and the Error Correction Term (ECT) were found in order to
determine the equilibrium that occurs between the dependent variable and the independent
variable, where ECT functions to determine the rate of adjustment in the short-term balance
towards the long term. In this case, when ECT is significant and has a negative sign, the
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situation indicates that there is a balance at the long-term level. The magnitude of the ECT
coefficient indicates the level of speed of adjustment in correcting imbalances in each variable
so that the economy can return to the equilibrium point. The coefficient of ECT is 0 to -1.

Table 4. ARDL Panel Estimation Results of Aceh

Variabel Coeflicient | Std. Error | t-Statistics Prob
COINTEQO1 -0,531542 0,029570 -17,97602 0,0004
D(KS) ! 2,698873 6,337889 0,425832 0,6989
D(KS(-1)) f -2,988365 5,003999 -0,597195 0,5924
C f 54,68131 386,5205 0,141106 0,8967

Table 4 shows that short-term poverty has an elasticity coefficient of 2.70, which means
that an increase in the Aceh health budget of 1 percent in the short term increases poverty by
2.70 percent. The coefficient value of 0.6989>0.05 shows that there is no effect of Aceh
health expenditures on poverty in the short term. The speed of balance adjustment (ECT) is -
0.532542, which is significant at the level of 1 percent and negative, as expected, meaning
that 53.25 percent of the imbalance that occurs in the short term will be adjusted in each
quarter.

Table 5. ARDL Panel Estimation Results of West Papua

Variabel Coefficient | Std. Error | t-Statistics Prob
COINTEQO1 -0,967612 | 0,065666 | -14,73534 [ 0,0007
D(KS) [ 2,410306 | 14,35557 | 0,167900 [ 0,8773
D(KS(-1)) [ 7,736007 | 13,54813 | 0,571002 0,6080
C [ 103,1885 | 982,8195 | 0,104992 0,9230

Table 5 shows a coefficient value of 2.41, which means that an increase in the West Papua
health budget of 1 percent in the short term increases poverty by 2.41 percent. The coefficient
value found was 0.8773>0.05, which shows West Papua's health expenditures have no effect
on poverty in the short term. The speed of balance adjustment (ECT) for West Papua Province
is -0.967612, which is significant at the level of 1 percent and is negative, as expected,
meaning that 96.76 percent of the imbalances that occur in the short term will be adjusted in
each quarter.

Table 6. ARDL Panel Estimation Results of Papua

Variabel Coefficient Std. Error t-Statistics Prob
COINTEQO1 -0,967612 0,065666 -14,73534 0,0007
D(KS) 2,410306 14,35557 0,167900 0,8773
D(KS(-1)) 7,736007 13,54813 0,571002 0,6080
C [ 103,1885 982,8195 0,104992 0,9230

For Papua the coefficient value was found to be -7.74, which means that an increase in the
Papua health budget of 1 percent in the short term reduces poverty by 7.74 percent. The
coefficient value was found to be 0.8327>0.05. This shows that in Papua, health expenditures
have no effect on poverty in the short term. The speed of balance adjustment (ECT) is -
0.900845, which is significant at the level of 1 percent and negative, as expected, meaning
that 96.76 percent of the imbalances that occur in the short term will be adjusted in each
quarter (table 6).

4.5. Study Result Implications

One of the objectives of the Indonesian government’s special autonomy funds is poverty
alleviation. Tables 3 - 6 show the results of this study in terms of the relationship between
government healthcare expenditures and the poverty level in in the three regions in Indonesia
that receive special autonomy funds.

The poverty coefficient shows that health expenditures have a non-significant effect. This
can be seen from the probability value of 0.80>0.05, which shows that there is no effect of
health expenditures on poverty in the short term. ARDL estimates in the short term show that
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Aceh Province has a coefficient value of 0.6989>0.05, West Papua has a coefficient value of
0.8773>0.05, and Papua’s coefficient is 0.8327>0.05. This is contrary to the research
presented by Michael Keane (2018), which explained that health care spending by insurance
companies can reduce expenditures and increase consumption and by these methods poverty
can be reduced. The same conclusion was reached in Laura R. Wherry's (2017) study, which
found that public health insurance provided financial benefits for low-income families.
Expansion of public health insurance for children and low-income adults will reduce medical
expenses, which can improve material well-being for families and have the effect of reducing
poverty.

Misdawita (2013) found that government expenditures in the field of education were
effective in reducing poverty, but government spending and subsidies in the health sector
were not, due to inappropriate targeting of subsidized users in the field.

In the long term, the ARDL estimation results in a poverty coefficient with a significant
effect, with an elasticity coefficient of -6.11. This means that a 1 percent increase in health
expenditures reduces poverty by 6.11 percent in the long term. The coefficient value of
0.0000<0.01 shows that health expenditures have a significant effect on poverty. This is
consistent with an economic theory where an increase in health expenditures can reduce
poverty.

This is consistent with research conducted by Mahadi Bahtera (2018). The results of the
study show that if the education budget is 20 percent of the total APBD and health
expenditures are 10 percent of the total APBD budget; poverty in Aceh Province will decrease
by an average of 49 percent per year. District/city governments are expected to be able to set
the education budget and health budget through education and health Laws each year.

Musyoka’s (2018) research also showed estimation results indicating that poverty
reduction could be achieved through effective use of health insurance, which can reduce
household health expenditures. This can be used as a factor in measuring poverty.

As discussed above, health expenditures do not affect poverty reduction; these results are
troubling because they were unexpected. Supposedly, an increase in the health budget in three
regions receiving special autonomy funds can reduce poverty. The findings in this study are
caused by the lack of good governance of the special autonomy funds and income inequality,
which results in high levels of poverty.

5. Conclutions

Based on the results of the data analysis and discussion, several conclusions can be drawn
that in 2011 there was an increase in the health budget aimed at the Jamkesmas and Jampersal
programs. The government also expanded the coverage of healthcare programs to cover the
poor, the homeless, beggars, neglected children, and poor people with no identities. The
poverty rate in 2006 was 17.75% due to an increase in inflation caused by the government
raising the price of domestic fuel oil, followed by an increase in rice prices during this period.

The short-term poverty coefficient has a probability value is 0.80>0.05, which shows that
health expenditures have no effect on poverty in the short term. However, when viewed in the
long term, the coefficient value is 0.0000<0.01, meaning health expenditures have a
significant effect on poverty in the long term. The long-term poverty coefficient showed a
significant effect, with an elasticity coefficient of -6.11. This means that an increase in the
health budget by 1 percent in the long-term reduces poverty by 6.11 percent, according to the
theory presented in the hypothesis. Short term estimation results indicate that health
expenditures from special autonomy funds do not have an effect on poverty reduction. This
unexpected result gave a troubling picture of the situation. This is likely due to a lack of
oversight of special autonomy funds and income inequality, which results in high levels of
poverty.

Because this research is limited to only regions that receive special autonomy funds, it is
hoped that subsequent studies can add other variables so that the research will be broader. In
the long term, this study found a significant influence of health spending on poverty. Because
of the chronological nature of the findings, it is suggested to increase the number of budget
years studied. To accelerate the reduction of poverty, allocations for education expenditures
by provincial governments must be at least 20 percent of the APBD, especially in regions
with the highest poverty rates in Indonesia.



Idaryani, Raja M., Aliasuddin, Muhammad N., Regional Science Inquiry, Vol. XI, (3), 2019, pp. 21-36 33

6. References

Adewunmi Musa, R. H. (2014). The Impact Of Fuel Subsidy Removal On Socio-Economic
Development In Nigeria, International Journal of Economics, Commerce and Management, 1-14.

Ahmed Shoukry Rashad, M. F. (2015). Who Benefits from Public Healthcare Subsidies in Egypt?
Social Sciences, 1162 - 1176.

Albornoz, B. C. (2007). Menuju Kesejahteraan dalam Masyarakat Hutan, Buku Panduan Untuk
Pemerintah. Bogor: Cifor.

Amelia, L. Purbolaksono, A., dan Nur, A. I. (2014). Jaminan Kesehatan untuk Masyarakat Miskin
Kota: Dari Implementasi hingga Harapan Pembangunan Kesejahteraan Paska Pilpres 2014 (Studi
Kasus DKI Jakarta), The Indonesia Institute, Jakarta.

Amrita Ganguly, K. D. (2016). Effect of Reduction of Fuel Subsidies on Poverty and Inequality in
Developing Countries The Case of India. SIBM Pune Research Journal, 32-41.

Andersson, R. (2005). The efficiency of the Swedish regional policy. Working paper. Dept. of
Infrastructure, Royal Institute of Technology, Stockholm, 811 - 832.

Andrés Ramirez Hassan, J. C. (2013). The Impact Of Subsidized Health Insurance On The Poor In
Colombia: Evaluating The Case Of Medellin. Economia Aplicada, 543 - 556.

Arsyad, L. (2010). Ekonomi pembangunan. UPP STIM YPKN.

Badan Pusat Statistik (BPS) http://www.bps.go.id.

Badan Pusat Statistik (BPS). Statisitik Indonesia. 2000-2017.

Bagong, S. (2013). Anatomi Kemiskinan Dan Strategi Penanganannya, Penerbit Intrans Publishing.
Malang.

Baltagi, Badi H. 2005. Econometric Analysis of Panel Data. Third edition, John Wiley & Sons, Ltd,
England.

Basri, Y. Z. (2011). Keuangan Negara dan Analisis kebijakan Utang Luar Negeri. Jakarta: PT. Raja
Grafindo Persada.

Basri, Z. Y. (2011). Pengukuran Efisiensi dan Produktivitas Usaha Tani, Makassar. Makasar: Alauddin
University Press.

Boediono. (2001). Teori Pertumbuhan Ekonomi. Yokyakarta: BPFE UGM.

Brata, A. G. (2005). “Investasi Sektor Publik Lokal, Pembangunan Manusia, dan Kemiskinan. Jurnal
lembaga Penelitian Universitas Atma Jaya, tidak ada halaman.

Bush. (2010). Making Healty Policy. Jakarta: Erlangga.

Bynoe, R. C. (2012). The Effectiveness of Government Expenditure on Education and Health Care in
The Caribbean. International Journal of Development Issues, 4 - 18.

Chambers, R. (1997). Pembangunan Desa Mulai Dari Belakang. Jakarta: LP3ES.

Chang, C.-C. L.-Y. (1993). Efficiency Wages and Tax Policy. AE Journal, 55 - 59.

Christine Liddell, C. M. (2010). Fuel Poverty and Human Health A Review of Recent Evidence.
Energy Policy, 2987 - 2997.

Cook, I. S. (2008). Effects of Poverty and Lack of Insurance on Perceptions of Racial and Ethnic Bias
in Health Care. Research Article, 915-939.

Cornel Kaufmann, C. S. (2017). Health Insurance Subsidies and Deductible Choice: Evidence Forst
Regional Variation in Subsidy Schemes. Journal of Health Economics, 612 - 624.

David M. Welsch, D. M. (2010). The Effect of Health and Poverty on Early Childhood Cognitive
Development. Atl Econ J, 37 - 49.

Dedi, A. (2002). Program Penanggulang Kemiskinan Bidang Kesehatan. Laporan Rapat Koordinasi
Pembangunan Pusat, Jakarta.

Djojohadikusuko. (1994). Perkembangan Pemikiran Ekonomi. jakarta: PT. Pustaka LP3ES.

Dumairy. (1999). Perekonomian Indonesia. Jakarta: Erlangga.

Dunkerley, J. (1995). Financing the Energy Sector in Developing Countries. Energy Policy, 929-439.

Emily Gustafsson Wright, G. P. (2017). The Impact Of Subsidized Private Health Insurance And
Health Facility Upgrades On Healthcare Utilization And Spending In Rural Nigeria. Int J Health
Econ Manag, 1 - 56.

Ezeh, J. 1. (2012). Fuel Subsidy And Poverty Reduction In Nigeria. University Of Nigeria, Nsukka.

Fair, K. E. (2010). Prinsip-prinsip Ekonomi. Jakarta: Erlangga.

Gabriela Flores, J. K. (2008). Coping With Health-Care Costs: Implications For The Measurement Of
Catastrophic Expenditures And Poverty. Health Economics, 1393—-1412.

German Savadago, A. S. (2015). Using a Community - based definition of Poverty for Targeting Poor
Households for Premium Subsidies in the Context of a Community Health Insurance in Burkina
Faso. BMC Public Health, 1 - 12.

Greg Fischer, D. K. (2018). Short-term subsidies and seller type: A health products experiment in
Uganda. Journal of Development Economics, 365 - 378.

Griffth, N. R. (2011). United States of America: Word Bank Publication. Understanding Growth and
Poverty, Theory, Policy, and Empirics.



34 Idaryani, Raja M., Aliasuddin, Muhammad N., Regional Science Inquiry, Vol. XI, (3), 2019, pp. 21-36

Gujarati, D. (2003). Ekonometrika Dasar. Jakarta: Erlangga.

Ghozali, 1. (2005). Aplikasi Analisis Multivariate Dengan Program SPSS. BP Undip: Semarang.

Handoko, P. (2005). Evaluasi Kebijakan Subsidi Non BBM. Jurnal Kajian Ekonomi dan Keuangan,
Volume 9 Nomor 4, 42 - 64.

Handoko, R. P. (2005). Evaluasi Kebijakan Subsisi Non BBM. Kajian Ekonomi dan keuangan, 42 - 64.

Hartono, D. (2004). Analisis Dampak Kebijakan Harga Energi terhadap Perekonomian dan Distribusi
Pendapatan di DKI Jakarta: Aplikasi Model Komputasi Keseimbangan Umum. Jurnal Ekonomi dan
Pembangunan Indonesia, 83—102.

Hartono, D. and B. P. Resosudarmo. (2008). The Economy-Wide Impact of Controlling Energy
Consumption in Indonesia: An Analysis Using a Social Accounting Matrix Framework. Energy
Policy 36: 1404-1419.

Hsiao, C. 2003. Analysis of Panel Data, Cambridge University Press, New York.

Illena Vilcu, L. P. (2016). Subsidized Health Insurance Coverage of People in the Informal Sector and
Vulnerable Population Groups: Trends in Institutional Design in Asia. International Journal for
Equity in Health, 1 - 29.

Indivar Dutta-Gupta, K. G. (2018). Working to Reduce Poverty: A National Subsidized Employment
Proposal. The Russell Sage Foundation Journal Of The Social Sciences, 64-83.

Indrani Gupta, A. M. (2004). Economic Growth, Health, and Poverty: An Exploratory Study for India.
Development Policy Review, 193-206.

Jain, K. (2009). Basic Economics. New Delhi: VK Publication.

James Alm, A. E. (2017). Do Government Subsidies to Low-income Individuals Affect Interstate
Migration? Evidence from the Massachusetts Health Care Reform. Regional Science and Urban
Economics, 76 - 90.

Jeannette Wicks-Lima, P. S. (2017). Improving population health by reducing poverty: New York’s
Earned Income Tax Credit. Population Health, 373-381.

John M. Msuya a, J. P. (2014). Impact of Community Health Funds on the Access to Health Care:
Empirical Evidence from Rural Tanzania. International Journal of Public Administration, 37- 41.

Kementerian Keuangan. http://www.data-apbn.kemenkeu.go.id/dataset/details/1011. Di akses tanggal
10 september 2018.

Kementerian Komunikasi dan Informatika, (2011). Program Penanggulangan Kemiskinan Kabinet
Indonesia Bersatu II, Jakarta.

Kementerian Koordinator Bidang Kesejahteraan Rakyat, Koordinasi Program-program
penanggulangan kemiskinan di Indonesia, Januari 2008.

Komite Penanggulangan Kemiskinan Republik Indonesia, (2002). Penanggulan Kemiskinan di
Indonesia, Republik Indonesia, Jakarta.

Khalid Siddiga, A. A. (2014). Impacts of removing fuel import subsidies in Nigeria on poverty. Energy
Policy, 165-178.

Korenman, (2016). Including health insurance in poverty measurement: The impact of Massachusetts
health reform on poverty. Journal of Health Economics, 27-35.

Laura R. Wherry, G. M. (2017). The Role of Public Health Insurance in Reducing Child Poverty.
Author Manuscript, 98 - 104.

Lenggogeni, S. (2012). Analisis Prioritas Penanggulangan Kemiskinan Menurut Kabupaten/ Kota di
Provinsi Riau. Jurnal Sosial Ekonomi Pembangunan, 71 - 86.

Levin, A. L. (2002). Unit root test in panel data : asymptotic and finite-sample properties. Journal of
Econometrica, 1-24.

Limberg, G. C. (2007). Menuju Kesejahteraan Pemantauan Kemiskinan di Kutai Barat, Indonesia.
Bogor: Cifor.

Locatelli, K. B. (2009). Menghadapi Masa Depan Yang Tak Pasti : Bagaimana Hutan dan Manusia
Beradaptasi Terhadap Perubahan Iklim. Bogor: Cifor.

Lubotsky, R. K. (2016). Health Insurance and Income Inequality. Journal of Economic Perspectives,
53-78.

Lustig, N. (2014). Income Redistribution and Poverty Reduction in Latin America: The role of social
spending and taxation in achieving development goals. Journal Development, 388—399.

Maddala GS, W. S. (1999). Comparative study of unit root test with panel data and a new simple test.
Oxford Bulletin of Economic and Statistic, 632-652.

Mastad, O. (1998). On the Efficiency of Green Trade Policy. Environmental and Resource Economics,
1-18.

Mahadi Bahtera, S. M. (2018). Panel Analysis on the Effect of Government Expenditure on Education
and Health Sector against Poverty Numbers in Aceh 2010-2015. International Journal of Scientific
Research and Management (IRM), 40 - 51.

Maipita, J. A. (2010). Dampak Kebijakan Terhadap Kinerja Ekonomi dan Angka Kemiskinan di
Indonesia. Buletin Ekonomi dan Perbankan, 421 - 456.

Mangkoesoebroto. (1994). Ekonomi Pembangunan. Yogyakarta: STIE - YKPN.



Idaryani, Raja M., Aliasuddin, Muhammad N., Regional Science Inquiry, Vol. XI, (3), 2019, pp. 21-36 35

Mankiw, N. (2007). Macro Economics. New York: Word Publisher.

Mardimin. (1996). Krisis Proses Pembangunan Masyarakat. Yogyakarta: Aditya Media.

Mathias Kifman, K. R. (2011). Premium Subsidies and Social Health Insurance: Substitutes or
Complement. Journal of Health Economics, 1207 - 1218.

Michael Keane, R. T. (2018). Health Care Spending and Poverty in India. Research in Economics, 435
-451.

Mingsheng Chen, G. F. (2015). Who Benefits from Government Health care Subsidies? An
Assessment of the Equity of Health care Benefits Distribution in China. PLOS ONE journal.pone.
0119840, 1-15.

Misdawita, A. A. (2013). Analisis Dampak Pengeluaran Pemerintah Di Bidang Pendidikan, Kesehatan,
Dan Pengeluaran Subsidi Terhadap Kemiskinan Di Indonesia. Jurnal Ekonomi & Kebijakan Publik,
147 - 161.

Moor, A. d. (2001). Toward a Grand Deal on Subsidies and Climate Change. Jurnal National Resources
Forum, Volume 25 Nomor 2, 167 - 176.

Mubyarto. (1998). Program IDT dan Pemberdayaan Masyarakat. Yogyakarta: Aditya Media.

Mulyani, S. (2007). Strategi Penanggulangan Kemiskinan. Sosiologi dan Politik, 34 - 39.

Nano, P. (2009). Memahami Kemiskinan dan Strategi Penanggulangnnya. Jurnal Ekonomi dan Studi
Pembangunan, 56 - 68.

Nathan Rive, D. T. (2010). International environmental policy and poverty alleviation. Rev World
Econ, 515 - 543.

Norton, R. (2004). Agricultural Development Policy: Concept and Experiences. West Sussex: Jhon
Willey and sons.

Oluwoyo. Temidayo, A. P. (2016). Effect of Petroleum Subsidy Removal on Poverty Level in Kogi
State, Nigeria. Asian Journal of Economics, Business, and Accounting, 1-11.

Omari (2016). The Effect of Government Sectoral Expenditure on Poverty Level in Kenya. Journal of
Economics and Sustainable Development, 219 - 242.

Pararto, S. D. (2012). Dampak Kebijakan Subsidi Listrik Terhadap Perekonomian Dan Kemiskinan Di
Indonesia . Sekolah Pascasarjana Institut Pertanian Bogor.

Peraturan Menteri Kesehatan Republik Indonesia, (2012), Peraturan Menteri Kesehatan Republik
Indonesia Nomor 40 Tahun 2012 Tentang Pedoman Pelaksanaan Program Jaminan Kesehatan
Masyarakat, Jakarta.

Peraturan Menteri Kesehatan Republik Indonesia No. 28 Tahun 2014 Tentang Pedoman Pelaksanaan
Program Jaminan Kesehatan Nasional.

Peter K. Musyoka, J. O. (2018). An Econometric Analysis of Effect of Poverty on Health Status in
Kenya. Public Health Research, 68 - 79.

Putri, Z. i. (2019). analisis aaaa. AJ, 1-14.

Pu-Yan Niea, C. W.-C. (2017). Comparison Of Energy E[ciency Subsidies Under Market Power.
Energy Policy, 144 - 149.

Qu Qian, W. Z. (2016). Tax/Subsidy and Capacity Decisions in A Two-tier Health System with
Welfare Redistributive Objective. European Journal of Operational Research, 1 - 42.

Rahmah Amalia, M. A. (2015). Pengaruh Pengeluaran Pemerintah Terhadap Kemiskinan Di Provinsi
Sulawesi Barat. Jurnal Analisis , 183-189.

Rahmawaty. (2011). Pengembangan Metode Pembelajaran Pendidikan Karakter Melalui
Kewirausahaan Sosial. Jurnal pendidikan Inovatif, Volumen 1 Nomor 2, 1 - 15.

Rapiuddin, B. U. (2017). Efisiensi Belanja Pemerintah Di Sektor Pendidikan Dan Kesehatan Di
Provinsi Sulawesi Selatan . Economics, Social, and Development Studies, 23 - 39.

Ravallion, D. (1996). How important to India’s poor is the sectoral composition of economic growth?
World Bank Economic Review, 1-25.

Ravi Kanbur, T. P. (2017). Optimal Taxation And Public Provision For Poverty Reduction. Int Tax
Public Finance, 1 - 35.

Reza Danimi, K. T. (2018). Energy Use Analysis in the presence of quality of Life, Poverty, Healthy
and Carbon Dioxide emissions. Energy, 671-684.

Royat, S. (2016). Kebijakan Pemerintah Dalam penanggulangan Kemiskinan. Deputi Menko Kesra
Bidang Penanggulangan Kemiskinan, 41 - 51.

Sahdan, G. (2005). Menganggulangi Kemiskinan Desa. Artikel - Ekonomi Rakyat dan Kemiskinan.
Yogyakarta.

Saragih, J. P. (2015). Analisis Kebijakan Pemerintah Dalam Pengentasan Kemiskinan Di Daerah
Istimewa Yogyakarta . Jurnal Ilmiah Ilmu Administrasi , 16-35.

Savas Cevik, M. O. (2013). Public Spending On Health Care And Health Outcomes: Cross Country
Comparison. Journal of Business, Economics & Finance, 82 - 100.

Sicca, S. P. (2018). Menkeu Menambah Alokasi Anggaran Kemiskinan Sebesar Rp297,8 Triliun.
Jakarta: tirto.id.



36 Idaryani, Raja M., Aliasuddin, Muhammad N., Regional Science Inquiry, Vol. XI, (3), 2019, pp. 21-36

Spincer, H. A. (1993). Contemporary Economics. New York: Worth Publishers.

Stevenson, A, (2010), Oxford Dictionary of English, United States of America: Oxford University
Press.

Suharto, E. (2010). Kemiskinan dan Perlindungan Sosial di Indonesia, Menggagas Model Jaminan
Sosial Universal Bidang Kesehatan. Bandung: Reflika Aditama.

Suparmoko. (2004). Ekonomi Publik Untuk Keuangan dan pembangunan Daerah. Yogyakarta:
Penerbit Andi.

Susye Marlen Ketsy Lengkong, D. C. (2015). Pengaruh Alokasi Anggaran Pendidikan Dan Kesehatan
Terhadap Indeks Pembangunan Manusia Dan Dampaknya Terhadap Pertumbuhan Ekonomi Kota
Bitung. Sulawesi Selatan: Ekonomi Pembangunan — Fakultas Ekonomi dan Bisnis.

Suyatno, B. (2013). Anatomi Kemiskinan dan Strategi Penanggulangnnya. Malang: Intrans
Publishing.

Tim Nasional Percepatan Penanggulangan Kemiskinan (TNP2K). 2012. Buku Panduan
Penanggulangan Kemiskinan. Jakarta: Penerbit Sekretariat TNP2K.

Todaro, M. (2006). Pembangunan Ekonomi. Jakarta: Erlangga.

Umeh (2017). Inequitable Access to Health Care by the Poor in Community-Based Health Insurance
Programs: A Review of Studies From Low-and Middle-Income Countries. Global Health: Science
and Practice, 300-314.

Undang-Undang Republik Indonesia Nomor 36 Tahun 2009 tentang Kesehatan.

Undang-Undang Nomor 40 Tahun 2004 tentang Sistem Jaminan Sosial Nasional.

Undang-Undang Nomor 24 Tahun 2011 tentang Badan Penyelenggara Jaminan Sosial.

Victor E. Oriavwote, A. U. (2018). Government Expenditure and Poverty Reduction in Nigeria. 156 -
163: Journal of Economics and Public Finance.

WordBank. (2008). Word Development Report: Poverty. Washington DC: Word Bank.

Yoko Ibuka, S.-1. B. (2015). Subsidies for Influenza Vaccination, Vaccination Rates, and Health
Outcomes Among the Elderly in Japan. Japan and the World Economy, 56 - 66.

Yu Bai, C. H. (2018). Green Efficiency and Environment Subsidy Evidence form Therma Power Firms
in China. Journal of Cleaner Production, 49 - 61.

Zaenuddin, M. (2007). Kemiskinan di Indonesia dan Solusi Penanggulangannya. Jakarta.



