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Non communicable diseases such as diabetes mellitus and hypertension 
constitute a major health burden in Indonesia and place growing 
pressure on the national health insurance system. BPJS Kesehatan 
launched the Chronic Disease Management Program Prolanis to 
strengthen monitoring, medication adherence, and patient education 
through primary care services, yet national reports indicate that only a 
small fraction of eligible patients are registered and even fewer achieve 
clinical control. This study diagnoses the gap between the target and 
actual coverage of Prolanis at X Primary Health Center. A qualitative 
descriptive case study was conducted from January to September 2025 
with purposively selected participants, including one program 
coordinator, six healthcare workers, four community health volunteers, 
and four program participants. Data were collected through in depth 
interviews, observations of program activities, and analysis of monthly 
reports and participant registers, then thematically analyzed at 
organizational, team, and individual levels. With 298 diabetes and 1,250 
hypertension patients, the target of five percent controlled participants 
was exceeded for diabetes only in February and March and was never 
met for hypertension. Enabling factors included leadership commitment, 
supportive policies, team cohesiveness, and staff motivation, while 
barriers involved the absence of integrated standard operating 
procedures, limited information tools, inefficient workflows, staff and 
training shortages, and low health literacy. Prolanis coverage at X 
Primary Health Center remains far below the target, indicating that 
organizational redesign and stronger community engagement are 
required to improve coverage and clinical control. 
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INTRODUCTION 

Non-communicable diseases (NCDs), including diabetes mellitus and hypertension, 
pose a significant challenge to global health systems. The World Health Organization 
(WHO) reports that a vast majority of NCD-related mortalities occur in low- and middle-
income nations (WHO, 2022). In Indonesia, NCDs represent the predominant burden of 
disability and death and utilize a substantial portion of the National Health Insurance 
expenditure (Ministry of Health RI, 2019). The 2023 Indonesian Health Survey revealed 
that NCDs such as diabetes and hypertension account for a significant proportion of 
morbidity and mortality, with prevalence rates of 7.4% for type 2 diabetes mellitus and 
over 30% for hypertension among adults (Ministry of Health RI, 2023). 

To combat the NCD burden, the National Health Insurance Agency (BPJS Kesehatan) 
initiated the Chronic Disease Management Program (Prolanis) in 2014. Prolanis is 
designed to foster regular monitoring, medication adherence, lifestyle modifications, 
health education, and physical activity within primary healthcare facilities (FKTP). The 
program encompasses medical consultations, group education clubs, organized 
exercise, home visits, SMS/telephone reminders, health status monitoring, and the 
monthly dispensing of medication. It targets all National Health Insurance (JKN) 
members with a diagnosis of diabetes mellitus (DM) or hypertension. A key success 
indicator was established: achieving controlled clinical status for 5% of all enrolled 
Prolanis participants (BPJS Kesehatan, 2019). 

Despite its noble goals, the program's on-the-ground execution has fallen short of 
expectations. A joint WHO/OECD report indicated that merely 12–14% of JKN patients 
with chronic conditions were enrolled in Prolanis during 2020 and 2021. Among these 
participants, over half were enrolled automatically via the Referral Back Program 
(Program Rujuk Balik), not through voluntary registration. Moreover, only a small 
minority of participants attained control over their blood pressure or blood glucose 
levels, and few primary health centers met their key performance indicators 
(WHO/OECD, 2023). Other research on Prolanis has consistently identified numerous 
barriers, including inadequate infrastructure, workforce shortages, medication 
stockouts, unsuitable activity schedules, poor family engagement, transportation costs, 
low health literacy, and pandemic-related disruptions (Febriyanti et al., 2025). These 
barriers have contributed to high dropout rates and insufficient service coverage. 

X Primary Health Center, situated in a peri-urban district, serves 298 BPJS members with 
DM and 1,250 with hypertension. Data from the third quarter of 2025 showed that the 
5% target for controlled DM participants was met only in February and March, whereas 
the target for hypertensive participants was never reached. This demonstrates a 
substantial gap in program coverage. The aims of this study were: (1) to diagnose the 
gap between targeted and realized Prolanis coverage at X Primary Health Center, (2) to 
identify facilitators and barriers at the organizational, team, and individual levels, and 
(3) to formulate realistic recommendations for immediate intervention. 

This research provides a unique contribution by integrating coverage gap analysis, a 
multilevel examination of factors, and the synthesis of organizational change theories—
an approach not extensively used in prior Prolanis studies. Additionally, the paper offers 
practical, evidence-based recommendations from its qualitative findings, which are 
potentially transferable to other primary care settings. 

METHOD 
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This research was conducted as a qualitative descriptive case study at X Primary Health 
Center. This methodology was selected to facilitate a deep and nuanced understanding 
of the local context, the operational dynamics of the Prolanis program, and the lived 
experiences of its key stakeholders from January to September 2025. 

The study's participants included: (1) the Prolanis Coordinator (n=1), (2) six healthcare 
professionals (physicians and nurses), (3) four community health volunteers (kader), 
and (4) four Prolanis program members (diagnosed with DM and hypertension). A 
purposive sampling strategy was utilized to select participants based on their direct 
involvement in the planning, implementation, or receipt of Prolanis services. Data were 
gathered through the following methods: 

In-depth Interviews: Face-to-face interviews were conducted using a semi-structured 
guide designed to explore perceptions regarding program objectives, execution, 
impediments, and recommendations for enhancement. Each interview, lasting 15 to 30 
minutes, was audio-recorded upon securing informed consent from the respondent. 

Participant Observation: The researcher directly observed Prolanis activities to 
systematically record the sequence of events, participant engagement, and the nature of 
interactions between healthcare providers and patients. 

Document Analysis: A thorough review of pertinent documents was performed, 
including monthly and quarterly Prolanis reports, participant enrollment lists, 
attendance records, BPJS claim data, and standard operating procedures. Quantitative 
data extracted from these documents (e.g., total participants, number of patients 
achieving controlled status) were used to calculate the program's coverage gap. 

The qualitative data from interviews were subjected to thematic analysis. This process 
involved several stages: (1) familiarization with the data through repeated reading of 
transcripts, (2) systematic coding of the data into meaningful units, (3) aggregation of 
codes into preliminary themes, and (4) refinement of final themes structured around 
three analytical levels: organizational, team, and individual. The trustworthiness of the 
data was strengthened through triangulation of sources and methods (interviews, 
observations, and documents) and through member checking to validate interpretations 
with participants. The discrepancy between the program's target and its actual 
performance was quantified using the formula: 

Coverage Gap = Target Coverage − Actual Coverage 

Here, "Target Coverage" denotes the performance indicator (5% of participants 
achieving controlled clinical outcomes), whereas "Actual Coverage" was based on 
performance data from X Primary Health Center's internal reports. 

The findings of this study may have limited generalizability, as it is a single-site case 
study. Furthermore, the quantitative data were derived from internal reports, and their 
accuracy is contingent upon the fidelity of the recording process. These limitations were 
mitigated by the researcher through rigorous data triangulation and validation 
procedures. 

RESULT AND DISCUSSION 

Coverage Discrepancy 
As per the Q3 2025 report, the cohort of BPJS participants included 298 individuals with 
Diabetes Mellitus (DM) and 1,250 with Hypertension. Programmatic coverage that met 
or surpassed the 5% performance target was only achieved in February and March for 
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the DM participant group. Conversely, the target for hypertensive participants was 
consistently unmet throughout the evaluation period (refer to Table 1 and Table 2). 

 

Table 1. Analysis of the Prolanis DM Coverage Gap at X Community Health Center 

Month Target (%) Realization (%) Gap (%) Status 

January 5 2,71 2,29 Target not met 

February 5 6,14 -1,14 Target exceeded 

March 5 5,73 -0,73 Target exceeded 

April 5 3,08 1,92 Target not met 

May 5 3,38 1,62 Target not met 

June 5 4,81 0,19 Target not met 

July 5 0,68 4,32 Target not met 

Augustu 5 2,00 3,00 Target not met 

September 5 3,69 1,31 Target not met 

Source: Prolanis Service Report, X Community Health Center, Quarter 3 2025 

Table 2. Analysis of the Prolanis Hypertension Coverage Gap at X Community Health Center 

Month Target (%) Realization (%) Gap (%) Status 

January 5 0,19 4,81 Target not met 

February 5 0,46 4,54 Target not met 

March 5 1,81 3,19 Target not met 

April 5 1,21 3,79 Target not met 

May 5 1,26 3,74 Target not met 

June 5 2,14 2,86 Target not met 

July 5 1,01 3,99 Target not met 

August 5 0,40 4,60 Target not met 

September 5 0,88 4,12 Target not met 

Source: Prolanis Service Report, X Community Health Center, Quarter 3 2025 

Enabling Factors Across Three Organizational Levels 

Organizational Level 
The leadership of X Community Health Center exhibited a robust commitment to 
Prolanis, evidenced by the allocation of a dedicated budget and specific infrastructure 
for program activities. National policy support, manifested through regulations from 
BPJS Kesehatan and the Ministry of Health, including performance-based capitation 
incentives, provided a critical impetus for the center's implementation of Prolanis. 

The health center established explicit performance metrics for Prolanis, which were 
integrated into staff evaluations. These metrics encompassed participant enrollment 
numbers, active participation rates, and the proportion of participants achieving 
favorable clinical control. 

Team Level 
The Prolanis team demonstrated a high degree of cohesiveness, led by a proactive 
coordinator who skillfully orchestrated activities and engaged diverse stakeholders. 
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Community health volunteers (kader) were instrumental in supporting Prolanis 
implementation, especially in recruiting new members, providing attendance 
reminders, and offering community-level guidance. The synergistic collaboration 
between the center's staff and these volunteers constituted a significant asset. 

Individual Level 
A majority of the staff engaged in Prolanis displayed strong motivation and 
commitment. This was fueled by a professional understanding of the significance of 
chronic disease management and the intrinsic reward of observing participants' health 
improvements. 

While the clinical staff generally possessed sufficient foundational knowledge for 
managing chronic diseases, several informants noted a need for continuous professional 
development, particularly in advanced patient counseling and motivational 
interviewing techniques. 

A subset of participants was actively engaged due to a desire to monitor their health, 
particularly through laboratory testing, and to mitigate the long-term financial burden 
of essential medications for DM or hypertension. 

Barriers Across Three Organizational Levels 

Organizational Level 
The absence of comprehensive, standardized Standard Operating Procedures (SOPs) for 
Prolanis meant that staff operated based on individual knowledge or ad-hoc verbal 
directives. This ambiguity in roles resulted in functional overlap with other concurrent 
programs, reducing efficiency. 

Financial resources for program infrastructure were inadequate, most notably for the 
development of information, education, and communication (IEC) materials. The 
growing patient cohort increased the demand for such materials, yet the budget was 
predominantly allocated to pharmaceuticals, leaving this need unaddressed. 

The health center lacked a performance dashboard or a systematic feedback loop, 
preventing real-time monitoring of Prolanis outcomes and the early identification of 
participants at risk of attrition. Although reports were compiled periodically, they were 
not leveraged for continuous quality improvement. 

The Prolanis patient workflow was poorly integrated with other clinical services. 
Participants were required to navigate the standard patient pathway (registration, 
queuing), which created lengthy wait times and a suboptimal service experience. No 
dedicated or fast-track process was available for Prolanis members. 

Team/Program Level 

The Prolanis program was managed by four healthcare workers who also had other 
clinical responsibilities. Three of these staff members either resigned or were reassigned 
to different facilities midway through 2025. 

Interviews confirmed that staff had not received any formal, specialized training for 
Prolanis. Their knowledge was acquired informally, leading to inconsistencies in service 
delivery, educational approaches, and documentation. 

Despite a collaborative ethos, communication among team members was often 
fragmented. While community volunteers were pivotal in reminding patients, formal 
coordination mechanisms were underdeveloped. This corroborates prior research 
indicating that trained personnel and community integration are critical for participation 
(Krisnadewi et al., 2025). 
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Individual Level 

A high number of concurrent programs created a substantial workload and significant 
time constraints, contributing to staff fatigue and burnout. This negatively impacted 
service quality and the capacity for personalized patient care, thereby undermining the 
consistency of the Prolanis program. 

While clinically competent, some staff members lacked confidence in delivering 
counseling and motivational communication, particularly for complex lifestyle 
modifications that necessitate specialized skills. 

A portion of participants perceived no immediate value in the program, preferring to 
seek care only when symptomatic. Low health literacy contributed to misconceptions, 
such as discontinuing medication once blood pressure normalized, a finding consistent 
with Aungsuroch et al.'s work on medication confusion and the use of traditional 
medicine (Aungsuroch et al., 2021). 

Economic and logistical factors were significant barriers. Several participants, employed 
as farmhands or daily laborers, could not attend morning activities due to inflexible 
work schedules. Transportation costs and the associated loss of income were frequently 
cited reasons for non-attendance. Geographic barriers, such as long distances (>5 km) 
and limited transport options, also hindered access, aligning with previous findings on 
such impediments (Febriyanti et al., 2025). 

Social support was a key determinant of adherence. Participants with consistent 
attendance often had a spouse or child who provided reminders and transportation. This 
observation supports studies linking family support to higher medication adherence 
(Aini et al., 2025). In contrast, those living alone or without such support were more 
prone to absenteeism 

Discussion 

Interpretation of the Coverage Discrepancy 
The coverage of Prolanis participants with controlled clinical outcomes for both Diabetes 
Mellitus (DM) and Hypertension at X Community Health Center remains substantially 
below the 5% national target. Across a nine-month period in 2025, this performance 
benchmark for DM participants was met only in February and March, while for 
hypertensive participants, it was never achieved.  

The mean coverage gap for controlled DM participants was 2.09%, with the narrowest 
discrepancy in June (0.19%) and the widest in July (4.32%). For controlled hypertensive 
participants, the mean gap was 3.95%, ranging from 2.86% in June to 4.81% in January. 
This discrepancy is consistent with national data indicating suboptimal control of blood 
pressure and glucose among Prolanis enrollees, suggesting that clinical outputs at large 
remain inadequate (WHO/OECD, 2023). 

Driving Forces and Opportunities for Organizational Change 

Beyond delineating organizational barriers, this study identified potent driving forces 
that represent critical assets for initiating organizational change. A thorough 
understanding of these drivers is imperative, as Jones (2013) posits that successful 
organizational change is contingent not merely upon mitigating restraining forces 
(barriers) but also upon amplifying and leveraging driving forces. A force field that is in 
equilibrium or, preferably, weighted toward stronger drivers, facilitates more seamless 
and sustainable transformation. 

Leadership Commitment and Vision 
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A primary driving force was the robust commitment of the leadership at X Community 
Health Center to the Prolanis program. This commitment manifested in tangible actions: 
strategic resource allocation, regular performance monitoring, and proactive team 
leadership. This finding corroborates literature establishing that strong, visionary 
leadership is a critical determinant of health program implementation success (Doherty 
et al., 2021; Rogers et al., 2021).  

As Jones (2013) argues, leaders are pivotal in creating a "sense of urgency," articulating 
a future vision, and mobilizing organizational resources for change. At the study site, 
this leadership has cultivated an environment where Prolanis is perceived as an 
organizational priority rather than an ancillary program. This is evidenced by its 
dedicated facilities, autonomous budget, and scheduled coordination meetings, making 
leadership a powerful lever for more fundamental change. 

National Policy and Regulatory Framework 
Supportive national policies, enacted through regulations by BPJS Kesehatan and the 
Ministry of Health, along with performance-based capitation incentives, constitute a 
significant macro-level driver. Specifically, BPJS Kesehatan Regulation No. 7 of 2019 
creates a direct financial incentive for primary care facilities to enhance Prolanis 
implementation by linking capitation payments to chronic care performance indicators. 
This policy forges an alignment between national health objectives and the operational 
interests of the local organization. 

Team Cohesion and Interprofessional Collaboration 
The Prolanis team exhibited a high degree of cohesiveness and a strong spirit of 
interprofessional collaboration. The program coordinator demonstrated proactive 
leadership in orchestrating activities and engaging stakeholders. Such team cohesion is 
an invaluable organizational asset.  

According to Jones (2013), a cohesive team with norms that favor innovation is essential 
for successful change implementation. The team's maturity suggests it is well-positioned 
for further growth through organizational development interventions, leveraging its 
collaborative foundation for comprehensive initiatives like quality improvement 
projects or action research. 

Intrinsic Motivation and Professional Commitment of Staff 
A majority of the staff displayed high levels of intrinsic motivation and commitment, 
stemming from a professional recognition of the importance of chronic disease 
management and the fulfillment derived from positive patient outcomes.  

As literature suggests, intrinsic motivation is a more durable driver than extrinsic 
rewards (Doherty et al., 2021). This inherent drive is a key organizational asset that can 
be nurtured through recognition, meaningful participation in decision-making, and a 
supportive work culture to foster organic, bottom-up change (Jones, 2013). 

Engagement of Community Health Volunteers 
Community health volunteers (kader) were identified as proactive and essential agents 
in Prolanis implementation, particularly in community liaison and support. Their 
dedication and credibility are powerful drivers. The effectiveness of community-based 
health models that leverage such volunteers is well-documented (Febriyanti et al., 2025). 
Enhancing support, training, and incentives for this cadre could significantly amplify 
their programmatic impact. 

Foundational Knowledge and Skills of Staff 
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Despite a recognized need for advanced training, the staff possess a solid foundation of 
knowledge and skills in chronic disease management. This existing human capital serves 
as a facilitator for new initiatives, as the organization can build upon this base rather 
than starting anew. 

Shared Awareness of the Problem and Urgency for Change 
There was a palpable awareness among staff, especially clinicians, regarding the 
escalating burden of chronic diseases and the imperative for a more systematic response. 
This shared sense of urgency corresponds to the "unfreezing" stage in Lewin's change 
model, signaling a state of readiness for organizational transformation (Barrow et al., 
2022). 

Organizational Impediments and Resistance to Change 
The finding that organizational factors—disorganized workflows, fragmented 
communication, manual systems, and absent feedback loops—are central to the 
coverage gap aligns with organizational change theory (Jones, 2013) and implementation 
science (Rogers et al., 2021; Pollack & Pollack, 2022). Jones (2013) categorizes resistance 
at individual, group, and organizational levels. 

Resource constraints (funding, infrastructure) undermine service delivery. A supportive 
structure and culture are prerequisites for successful change (Jones, 2013). The absence 
of SOPs and modern information systems fosters ambiguity and hinders monitoring. To 
counter this, organizational development (OD) strategies like action research are 
indicated (Jones, 2013). 

Inadequate human resources in terms of numbers and training lead to inconsistent 
service quality. Principles of organizational design highlight the need for specialization 
and coordination (Jones, 2013). Strategic retraining, role clarification, and the use of 
cross-functional teams are potential solutions. As Krisnadewi et al. (2025) found, 
community integration and volunteer training enhance program adaptation. 

Fragmented communication and poor coordination are symptomatic of ineffective 
organizational structures. The principles of integrated care underscore the need for 
collaborative structures and integrated information systems (Doherty et al., 2021), 
confirming the necessity of organizational redesign. 

Individual resistance to new technologies and workflows reflects a natural aversion to 
leaving one's comfort zone. Change management principles suggest that education, 
communication, and participation are key strategies to mitigate such resistance (Barrow 
et al., 2022). 

Patient-level factors like motivation, health literacy, family support, and socioeconomic 
status are powerful determinants of engagement. This resonates with findings that 57% 
of Indonesian chronic patients are non-adherent, with factors like age and socioeconomic 
status playing a role (Pradipta et al., 2025). A patient-centered model requires flexible 
scheduling, accessible education, and leveraging family support, a known factor in 
improving adherence (Aini et al., 2025). 

Interaction between Driving and Restraining Forces: A Force-Field Equilibrium 
According to Lewin's force-field theory, the status quo is a state of equilibrium between 
driving and restraining forces. Change is achieved by disrupting this balance (Jones, 
2013).  

In this case, significant driving forces (leadership, policy support, team motivation) are 
matched by substantial restraining forces (resource deficits, organizational inertia, high 



P-ISSN: 2715-6117             E-ISSN: 2715-6966 

 
1185 

 

workloads). This has resulted in a pseudo-equilibrium, where program performance is 
suboptimal.   

An effective change strategy must optimize both dimensions: (1) strengthening and 
leveraging existing driving forces, and (2) identifying ways to reduce restraining forces. 
This research suggests that the greatest potential may lie in leveraging existing driving 
forces, particularly leadership commitment, staff motivation, and policy support, as a 
platform for more fundamental organizational redesign. If leaders and teams are 
empowered and given the right tools, they can drive significant change despite limited 
resources. 

The Imperative for Total Quality Management and Organizational Development 
This proposed research intervention emphasizes the importance of Total Quality 
Management (TQM) and organizational development (OD) approaches in addressing 
the Prolanis coverage gap. TQM, with its principles of customer focus, continuous 
improvement, involvement of all organizational members, and data-driven decision-
making, provides a comprehensive framework for organizational transformation (Jones, 
2013; Endalamaw et al., 2024). Research by Endalamaw et al. (2024) shows that 
implementing continuous quality improvement (CQI) in healthcare systems results in 
various positive impacts, including improvements in healthcare processes and 
outcomes. 

OD, with its focus on changing values, attitudes, and behaviors through planned and 
participatory interventions, provides strategies for overcoming resistance and building 
a supportive organizational culture (Jones, 2013). Action research, an OD method, 
emphasizes collaboration between researchers and practitioners in the cycle of problem 
identification, solution development, implementation, and evaluation. This approach is 
particularly relevant in the context of community health centers (Puskesmas), where 
change needs to be designed and implemented in a participatory manner, involving all 
stakeholders. 

Recommendations for Rapid Interventions 

Based on these findings, the following pragmatic interventions are recommended: 

1. Enhance Funding for Infrastructure: Allocate dedicated funds for essential 
communication materials and program facilities. 

2. Formulate SOPs and Information Systems: Develop standardized SOPs for all core 
activities and implement a simple, real-time digital system for tracking participation 
and clinical data. 

3. Invest in Team Capacity Building: Institute regular training for all personnel on NCD 
management, motivational interviewing, and telehealth. Implement clear role 
definitions and flexible team structures to ensure service continuity. 

4. Implement Community-Centric Interventions: Engage community leaders in health 
promotion, organize accessible wellness activities, and tailor schedules to patient 
availability. Foster family support through recognition programs. 

5. Leverage Telehealth and Digital Reminders: Use mobile technology 
(WhatsApp/SMS) for reminders and provide virtual consultations to improve access 
and adherence. 

6. Shift from a Reactive to a Proactive Service Model: Transition to a proactive 
population health management model that actively identifies and engages at-risk 
individuals, in line with Indonesia's primary care transformation agenda (Asian 
Development Bank, 2024). 
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7. Invest in a Robust Health Information System: Implement an integrated electronic 
health information system as a strategic asset for improving efficiency, quality, and 
data-driven decision-making. 

8. Pursue Holistic Organizational Redesign: Move beyond incremental fixes toward a 
holistic redesign that includes process reengineering, reinforcing multidisciplinary 
teams, and embedding TQM principles. 

9. Foster Community Engagement and Empowerment: Formally integrate and 
empower community volunteers and leaders as co-producers of health, not merely as 
passive recipients of services. 

These interventions reflect the core tenet of organizational change: aligning resources, 
processes, and people toward a shared goal to enhance value (Jones, 2013). 

CONCLUSION 

This study successfully diagnosed coverage gaps in the Chronic Disease Management 
Program (Prolanis) at Community Health Center X using a force field analysis diagnostic 
framework based on Jones's (2013) theory of organizational change. This study also 
showed that Prolanis coverage at Community Health Center X still falls short of the 
national target. 

Coverage gaps are not solely caused by limited infrastructure resources or patient 
factors, but more fundamentally by organizational barriers, including disorganized 
workflows, fragmented cross-team communication, resistance to change, manual 
recording systems, and the absence of data-driven feedback mechanisms. 

Identified driving factors include leadership commitment, national policy support, team 
cohesion, and staff motivation. Inhibiting factors include limited human resources and 
infrastructure, weak coordination, resistance to change, and high workloads. 

Multilevel analysis and organizational change theory helped diagnose the causes of gaps 
and formulate intervention strategies. Based on the diagnostic results, this study 
recommends a holistic organizational redesign that includes: (1) strengthening funding 
for infrastructure, (2) developing standard operating procedures (SOPs) and information 
systems, (3) developing team capacity, (4) community- and family-based interventions, 
(5) utilizing telehealth and digital reminders, (6) transforming from a reactive to a 
proactive model in identification and recruitment, (7) investing in a Health Information 
System, (8) holistic organizational redesign, and (9) community engagement and 
empowerment. 

Implementing these recommendations requires a long-term commitment from 
organizational leadership, policy support and resources from the government, and the 
active participation of all stakeholders, including the community. The implementation 
of these interventions is expected to increase Prolanis coverage, improve clinical control, 
and ultimately reduce the burden of NCDs in Indonesia. 
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