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Decentralisation, intergovernmental coordination, and 
response to extreme events in Southeast Asia

Sarah Shair-Rosenfielda*

ABSTRACT

Despite common lessons learned during the SARS pandemic in 2003, country responses to the COVID-19 pandemic in 
Southeast Asia have been very diverse, with many lacking coordination among government bodies. I consider how 
government structure and political decentralisation shape emergency response to extreme events, focusing on two of 
Southeast Asia’s largest decentralised countries, Indonesia and the Philippines. I explore variation in provincial-level 
responses and outcomes, showing that intergovernmental coordination can augment the beneficial aspects of 
decentralisation in world regions where human and economic costs associated with extreme events are high.
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1. INTRODUCTION

The COVID-19 pandemic highlighted an extreme cir-
cumstance of crisis response pressures facing governance 
regimes around the world, with evident regional variation 
in the severity of the pandemic’s effects (Bourdin & Lev-
ratto, forthcoming; Guaitioli & Pancrazi, 2021; Pandey & 
Saxena, 2022). Federal systems in India and the United 
States saw wide-ranging policies adopted by state govern-
ments, including restrictive measures – e.g., lockdowns, 
school closures and mask and vaccine mandates – and 
forms of assistance – e.g., mobile telemedicine units, 
income support and emergency investment in healthcare 
systems. Although some state-level policies were 
applauded for their originality and effectiveness, their 
non-uniform application tended to exacerbate inequalities 
in COVID-19 outcomes (c.f., Wong & Balzer, 2022).

In Southeast Asia, countries with highly diverse and 
increasingly urbanised populations faced a number of dis-
tinct challenges in their responses to COVID-19. The vast 
share of their populations live in low- and middle-income 
countries (LMICs) where healthcare systems are underde-
veloped and state capacity is generally weak. Air pollution 
is a problem in nearly every country in the region, contri-
buting to already poor respiratory health before the pan-
demic. The presence of megacities in nearly every 
country posed a severe risk of the rapid and unmanageable 

spread of COVID-19 and overwhelmed hospital systems, 
while most of Southeast Asia’s rural populations live so far 
from modern infrastructure and healthcare that non-urban 
spread of COVID-19 posed a distinct risk to loss of life 
among already economically-disadvantaged populations.

In the early months of the pandemic, some Southeast 
Asian countries were better able to prevent wide-scale out-
breaks. Yet, data from the larger countries showed clear 
regional variation in infection and fatality rates during 
transmission waves. Decentralisation appears to exert a 
complex influence in how effective crisis management sys-
tems work in the region. After controlling for level of 
economic development and urbanisation, decentralised 
countries with higher degrees of intergovernmental 
coordination appeared more capable of developing con-
sistent policies, communicating to their populations with 
clearer messaging and facilitating testing and vaccination 
programmes. Conversely, decentralised countries with 
limited channels for coordination often fought to stay 
ahead of the pandemic in the early months and sub-
sequently struggled with vaccine rollouts later on, notably 
exhibiting greater within-country regional variation.

In the following sections, I offer a critical perspective 
on the potential for decentralisation to improve emergency 
response in LMIC contexts. While the extant literature 
focuses heavily on the importance of coordination between 
national-level agencies (An & Tang, 2020) and between 
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international and domestic partners (Zhang et al., 2023), I 
argue that crisis management systems produce worse out-
comes when they fail to coordinate among different levels 
of government within a decentralised country, e.g., 
between national and regional governments.1 I evaluate 
my argument using a comparative subnational analysis of 
health outcomes from the COVID-19 pandemic, along-
side analysis of casualty and affected population outcomes 
that result from other natural extreme events and disasters 
from 1990 to 2022, in Indonesia and the Philippines. The 
analysis shows the importance of national-regional coordi-
nation in shaping emergency health outcomes across 
regions in unitary but decentralised countries. It also pro-
vides a distinctly LMIC perspective to wider debates about 
how coordination shapes outcomes in response to crisis 
(Bourdin & Levratto, forthcoming; McCann et al., 
2022; Palomino et al., 2023) and improves responsiveness 
and resilience (Arias-Yurisch et al., forthcoming; Bailey 
et al., 2021; Berta et al., 2022).

2. HOW DECENTRALISATION SHAPES 
GOVERNANCE DURING CRISIS 
MANAGEMENT

Scholars and development specialists have highlighted the 
merits of decentralised forms of governance as a means to 
improving government representation, accountability and 
responsiveness (Blair, 2000; Faguet, 2014). Bringing gov-
ernment decision-making ‘closer to home’ theoretically 
leads to more effective governance because regional 
decision-makers are more likely to know the needs of 
their local population better and to be more aware of the 
infrastructural and demographic challenges facing policy 
adoption and implementation (Dias-Cayeros et al., 
2014; Faguet, 2004). Regional decision-makers are also 
more likely to be susceptible to community-based press-
ures, claims of shared identity with, or electoral compe-
tition within the local population that result in greater 
responsiveness and attentiveness to local demands (Fisz-
bein, 1997; Gonçalvez, 2014). In theory, localised 
decision-making results in more responsive elites and bet-
ter governance, and should empower and engage local 
populations with positive consequences for democratic 
governance and accountability.

Yet, healthcare provision is an area where greater 
regional authority often leads to conditional and inconsist-
ent outcomes. Empowering local decision-makers can 
reduce healthcare inequities in lower socio-economic 
groups by improving community-based care provision 
and successfully targeting those groups with specialised 
messaging (Regmi et al., 2010). However, assessment of 
access and utilisation of different types of healthcare 
initiatives reveals stark differences in how decentralisation 
affects the demand and supply of services because the abil-
ity to claim credit for healthcare’s social benefits conditions 
how much regional authorities are willing to invest in 
access and service improvements (Bardhan & Mookherjee, 
1998; Besley & Coate, 2003; Birn et al., 2000).

Conversely, certain aspects of nationalised models 
improve healthcare service provision. Incentives to improve 
provision may be absent at subnational levels due to a lack of 
clear responsibility attribution (Hicken et al., 2016), and 
uniform subnational capacity to deliver healthcare tends 
to exist only in middle- and high-income countries, leading 
to worse outcomes in LMICs (Khaleghian, 2004). Capacity 
gaps in healthcare provision and local governance exacerbate 
inequity in care quality across a country (Maharani & Tam-
pubolon, 2015). Capacity is an especially acute issue for 
healthcare provision that requires routine clinician retrain-
ing (Namazzi et al. 2017) or coordination of information 
regarding standards in patient care, local trends in outcomes 
and processes to collect, track and share individual patient 
data (La Vincente et al., 2013; Lakshminarayanan, 2003).

In the context of crisis management, the relationship 
between decentralised systems and policy outcomes 
becomes even more complex and amplified: decentralisation 
is linked to extremes of both shockingly poor and highly 
effective governmental response at the subnational level 
(Lele, 2023; Shringare & Fernandes, 2020). When a crisis 
demands a rapid and comprehensive response, regional gov-
ernments may be strategically well-positioned to provide 
immediate and targeted support, yet they may lack the 
necessary financial resources or full information to execute 
that supporting role (Schlegelmilch et al., 2015). Consider 
management of the response to a typhoon-induced mud-
slide or a highly-contagious mosquito-borne pandemic – 
those situations require local know-how and supportive 
central governments to mobilise an effective response.

While response to COVID-19 represented a unique 
situation, with limited precedent in modern medical his-
tory, three lessons from the broader literature on crisis 
management are of particular importance here. First, 
local capacity is an immense hurdle facing the most effec-
tive and efficient deployment of crisis response. It is critical 
to develop and maintain local capacity, and also key to sus-
tain that capacity by regularly updating and communicat-
ing national and international standards in best practices 
(Asmorowati et al., 2022; Putra & Matsuyuki, 2019). 
Second, communication mechanisms are often insuffi-
ciently developed or poorly executed, especially with 
respect to channelling regulations among levels and 
agencies of government and transmission of data to enable 
more adaptive responses (Comfort et al., 2004; Gillespie 
et al., 2016). Finally, coordination among partners at 
different levels or from different jurisdictions is a widely 
referenced challenge in mounting an effective response 
to crises, especially those that span internal and external 
borders, diffuse rapidly and affect multiple different 
aspects of the physical and economic health of a nation 
(Arias-Yurisch et al., forthcoming; Comfort et al., 2020).

3. WHY DECENTRALISATION 
WITHOUT COORDINATION HAMPERS 
RESPONSE TO CRISIS

Even with adequate resource input, the transfer, manage-
ment and use of those resources may still fail to ensure 
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crisis response and effective service provision due to an 
absence of coordination between the central government 
and ministries who typically provide or manage the distri-
bution of resources and the local governments utilising 
them (Schlegelmilch et al., 2015). Where local govern-
ments and civil servants are empowered to make decisions 
about the best way to implement policies and respond to 
emergency situations, they may still rely upon or benefit 
from national officials and high-ranking bureaucrats pro-
viding up-to-date information, coordination among local 
government units and dissemination of best practices 
and innovative approaches in public administration. In 
short, even if local governments and civil servants know 
the local lay of the land, they are still likely to find assist-
ance and value in the resources provided and coordinated 
at the national level.

Comfort (2007) highlights coordination – aligning 
resources, tasks and time to achieve a shared goal – as 
one of four critical aspects of emergency management. 
In this context, coordination facilitates crisis response by 
providing a framework through which distinct actors 
share a common goal and pool their respective resources 
and perspectives to help achieve that goal. Such coordi-
nation mimics non-traditional leadership approaches to 
governance, which prioritise communal or transforma-
tional decision-making: the collectively-decided sum of 
diverse and varied viewpoints and assessments leads to 
more innovative and responsive policy-making, especially 
in challenging political environments (c.f., Shair-Rosen-
field & Wood, 2017). Yet, the literature that emphasises 
the importance of coordinreeeation in crisis response and 
management typically addresses its role in facilitating gov-
ernance between actors and agencies at the national level 
(An & Tang, 2020) or among supranational actors and 
national governments (Zhang et al., 2023).

Where attention to coordination between national and 
regional governments exist, the focus tends to be on fed-
eral or highly decentralised OECD countries, such as 
the US and Italy. These find that an absence of coordi-
nation can hamper governance and response mechanisms 
where regions are especially empowered (c.f., Guaitioli 
& Pancrazi, 2021; Haffajee & Mello, 2020). But many 
LMICs with decentralised political, administrative or fis-
cal authority arrange these systems under much ‘weaker’ 
versions of devolution compared to the structure and auth-
ority granted to the US or Italian regions (c.f., Shair- 
Rosenfield et al., 2021). Because central authorities still 
retain substantial control over policymaking and resour-
cing disbursement, the role of coordination in unitary 
and decentralised systems in LMICs is presumed 
extraneous and thus remains underexplored. Consider 
healthcare, where there is often a national health ministry 
whose structure is replicated in regional and local agencies, 
which are then tasked to organise and provide aspects of 
healthcare to their populations. In a weakly decentralised 
health system, data sharing may be uniformly structured 
through a common data portal, but this relies on local 
capacity for input and requires central monitoring to 
ensure uniform use and standardised outputs. This 

example suggests that such systems may rely on gener-
ally-accepted benchmarking and target standards, yet out-
puts and metrics may not be consistently applied. Finally, 
weakly decentralised systems may follow relatively uniform 
processes for staffing recruitment and compensation, but 
need local resources in order to actually fulfil these 
obligations.

Due to their lack of coordination between central, 
regional, and local entities, such decentralised systems in 
LMICs often fail in their ability to facilitate service deliv-
ery and responsiveness, especially during periods of crisis.2

Key to explaining the quality of governance during an 
emergency is the degree to which channels for coordi-
nation – to disseminate clear and consistent information, 
to funnel resources up and down the vertical chain of com-
mand, and to clarify distribution of responsibilities – exist 
among decentralised actors. Particularly where there are 
region-specific inequalities, such as weak local capacity 
or limited financial resources common in LMICs, coordi-
nation becomes even more important. In such contexts, 
vertical coordination between the national ministry and 
regions or horizonal coordination among regions may 
reduce the effect of those inequalities. For example, 
where regional capacity in healthcare provision is weak, 
strong coordination can help direct crucial information 
about basic standards and best practices, enable regular 
training by national experts with local practitioners or 
reduce capacity gaps by coordinating staffing processes 
and service delivery through routine consultations among 
partners.

4. CHALLENGES TO EMERGENCY 
MANAGEMENT AND CRISIS RESPONSE 
IN SOUTHEAST ASIA

From the perspective of crisis management, Southeast 
Asian countries face numerous challenges related to 
weak and/or non-uniform capacity across regions. The 
countries comprise approximately 8.5% of the world’s 
population and are home to some of the world’s fastest 
urbanisation in the past half century. Many of the region’s 
countries have large and/or highly diverse landscapes that 
sit on the Ring of Fire in the path of frequent natural dis-
asters due to extreme weather and seismic activity. Since 
2000, five of the world’s 15 deadliest earthquakes (many 
provoking large and destructive tsunamis) occurred 
there, incurring tens of thousands of lives lost and 
immense damage to property and infrastructure. 
Typhoons and other cyclones with the potential for tre-
mendous devastation due to high winds and subsequent 
high rainfall are common events in the region.

The scale of populations, geographic diversity and cli-
mactic challenges faced in the region has resulted in a great 
deal of attention placed on building government capacity 
in risk management and preparedness to face natural dis-
asters. Yet, many Southeast Asian countries have weak 
state capacity and infrastructure. Since block transfers 
and grants comprise a substantial portion of the resources 
available to regions to finance policy implementation, local 
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governments rarely fully control their ability to meet key 
service delivery goals. When combined with generally 
high levels of corruption, poor oversight and limited 
accountability mechanisms (c.f., Atkinson et al., 2015; 
Hutchcroft, 2012), most government responses to crises 
have been inadequate and reliant on improvements from 
infusions of resources from international partners. Part-
ners including the Association of Southeast Asian 
Nations, United Nations Development Programme and 
the US and Australian Agencies for International Devel-
opment have created platforms for sharing information 
to improve risk assessment, risk management and disaster 
preparedness.3 However, many of these efforts have 
emerged only as ‘Build Back Better’ initiatives expanded 
in recent years (Fernandez & Ahmed, 2019).

4.1. Lessons from comparing 
intergovernmental coordination in Indonesia 
and the Philippines
To evaluate the relationship between decentralisation and 
intergovernmental coordination on COVID-19 outcomes 
in Southeast Asia, I use a paired comparison of two cases: 
Indonesia and the Philippines. The two cases are often 
considered to follow a ‘Most Similar Systems Design’, 
with geographic, political and socioeconomic similarities 
that are important to control for in social scientific analysis 
(c.f., Eaton & Shair-Rosenfield, forthcoming). Both are 
archipelagos facing environmental and infrastructural 
challenges that are often exacerbated by their generally 
weak states and endemic corruption. They have similar 
modest levels of economic development, populations in 
urban areas and over 65 years of age and incidence of car-
diovascular disease and diabetes in their populations. Both 
countries now have national health insurance schemes 

administered by the central government, though the Phi-
lippines began its roll out 20 years earlier than Indonesia.

Decentralisation occurred shortly following each coun-
try’s transition to democracy, and both were praised by 
international nongovernmental organisations for their 
speed of decentralisation. They have comparable (and 
comparatively average) levels of decentralisation at the 
first tier of subnational government in cross-national data-
sets: the standard Indonesian provinces, Philippines pro-
vinces and Philippines highly-urbanised and 
independent component cities (HUCs and ICCs) all 
score ‘11’ on self-rule in the Regional Authority Index 
(Shair-Rosenfield et al., 2014), a commonly-used decen-
tralisation measure. In Indonesia, decentralisation in a 
range of policy areas empowers both the first (provincial) 
and second (municipal) tiers of regional government. 
However, fears of regionalism and secessionist pressures 
prompted the strategy of empowering both levels, result-
ing in a dilution of capacity building for coordinated ser-
vice delivery at the provincial level. While the 
Philippines has long eschewed full-scale federalism, it 
has decentralised substantial authority and financial 
resources to the provinces and independent cities that 
comprise its primary regional layer of government. Fiscal 
transfers follow a relatively automated formula and disbur-
sement process, so that subnational units are well aware of 
what resources will be available, from provincial all the way 
down to barangay (village) level.4

4.2. Comparing COVID-19 responses and 
outcomes
The two countries demonstrated some similarities in their 
response and ability to mitigate some of the worst out-
comes from COVID-19. Figure 1 shows patterns in new 
monthly COVID-19 cases from April 2020 to September 

Figure 1. New monthly cases per 1 million population.
Source: Our World in Data (Ritchie et al., 2020).
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2022, with Indonesia the grey line, the Philippines the 
black line and the dashed reference bar showing when 
the Omicron variant emerged in December 2021. The 
Philippines shows an especially high peak following the 
emergence of the Omicron variant due to high socialisa-
tion levels over the Christmas holiday in the Catholic 
country. While both countries enforced travel restrictions 
for most of 2020-21, the Philippines reintroduced con-
straints at the outset of the Delta variant’s spread that 
remained until the spring of 2022.

In contrast, there was greater divergence in new death 
trends following the Delta variant’s spread in 2021. Figure 2
shows the new monthly death counts, scaled to 1 million 
population, with the dashed reference bar indicating when 
Delta became the dominant variant globally. The high 
peak in deaths in the Indonesian case corresponds to the 
spread of Delta, but then from 2022 the two countries follow 
similar patterns in new low monthly death counts. Much of 
the decline and continued low rate is due to their vaccination 
programmes, where similar and fast increasing rates of full 
vaccination occurred from December 2021.

Importantly, the estimated excess cumulative mortality 
figures suggest a clearer point of divergence between the 
less coordinated Indonesian case and the more coordinated 
Philippines case. Figure 3 shows the estimated cumulative 
excess mortality counts from the WHO. While the Philip-
pines remains net negative in terms of excess mortality 
through May 2021,5 Indonesia’s excess mortality becomes 
positive quite early in the pandemic and continues to climb 
to the highest rate in Southeast Asia. Yet, given their simi-
larities in most other respects, what explains this divergence?

4.3. Contrasting within-case variation in 
response to extreme events at the provincial level
Closer examination of region-level differences within the 
two cases points to the role of more limited attention to 

and investment in coordination shaping this divergence 
between the Indonesian and Philippines cases. Situated 
within the broader context of crisis management, prep-
aration for and responses to extreme events, it is unclear 
why such a divergence would emerge. Both countries 
face high annual levels of extreme events which are not 
uniformly distributed across the country. Similar extreme 
events plague both, including earthquakes, floods and 
landslides, tidal waves/tsunamis, cyclones/typhoons and 
forest and land fires, with state-level emergency manage-
ment agencies facing routine criticism for failures to pre-
pare and respond. Both countries receive funding and 
capacity building support from international agencies to 
help develop coordinated resilience projects and pilot 
interventions and trial programming have targeted specific 
local governments that are deemed to be at enhanced risk 
for human and economic costs of extreme events and cli-
mate crises.

Additionally, both cases are comparably decentralised 
in terms of governance, although the Philippines has a 
much larger number of first-tier subnational units (121– 
34 in Indonesia) due to the distinction in HUCs and 
ICCs that operate outside of provincial control. This 
means that there are potentially greater coordination 
issues, both among first-tier units in general and between 
HUCs and ICCs that are physically located within a pro-
vince that does not directly govern them. Despite this 
complicating factor, the response to COVID in the Phi-
lippines has actually been better, at least as measured by 
the excess mortality rate.

Part of the reason for Indonesia’s much higher cumu-
lative excess mortality rate results from evident failures in 
data sharing and coordination across levels of government: 
in the summer of 2021 when the Delta variant drove a 
huge surge in cases and deaths, discrepancies detected by 
an independent domestic data initiative in Indonesia6

Figure 2. New monthly deaths per 1 million population.
Source: Our World in Data (Ritchie et al., 2020).
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showed that regional governments were reporting differ-
ent case and death rates. The lack of consistent data shar-
ing during the surge led to difficulties in mounting an 
effective government response, especially given the gov-
ernment’s transfer of authority over testing sites to the 
military instead of health authorities (Indonesian Presi-
dential Decree Nos. 7 and 9 Year 2020). In contrast, par-
ticularly during the Delta wave and into the vaccination 
rollout, no similar reporting of data coordination failures 
emerged from the Philippines where health authorities 
at national and local levels remained the source of testing 
and vaccinations.

In Indonesia, variations in response to COVID-19 
centred on weak capacity as the explanation for failure to 
reduce positivity and excess mortality rates. Decentralisa-
tion hampered efforts to remain on top of transmission 
and fatality rates, in large part because the relatively free- 
flow of people across subnational borders was not coupled 
by a similar free-flow of data sharing by local authorities or 
consistent coordination between local, provincial, and 
national authorities. The Ministry of Health’s organis-
ational structure follows a uniform decentralised arrange-
ment: the general structure and major personnel of the 
national ministry is reflected in a companion group in 
the subnational ministry at each province, city and muni-
cipality at the first and second tiers of government. Yet, 
much of the limited data sharing and coordination was 
further stymied by the fact that the military (Tentara 
Nasional Indonesia or TNI), rather than the Ministry of 
Health, was tasked with much of the COVID-19 response 
effort. This ensured that various aspects of data sharing 
and coordination were further complicated by the addition 
of another agency to the governing process.

In recent years, an effort to improve health inequalities 
between urban and rural populations and between the 
‘Inner’ (e.g., on Java) and ‘Outer’ (e.g., farmost Eastern 

and Western) provinces has led to greater emphasis on 
building more public health clinics (pusat kesehatan 
masyarakat), known by the shorthand ‘puskesmas’, in 
underserved localities. This particular expansion in access 
to basic healthcare services reflects an attempt to reduce 
disparities between populations that have a multitude of 
options – urban settings with both public hospitals and 
private clinics – and those whose geographic location 
reduces the chance that they reside within a 4-hour trip 
from the nearest health facility. The six provinces on 
Java underscore the reality that while puskesmas growth 
on Java has remained stagnant compared to elsewhere in 
the country, private healthcare options in urban and 
peri-urban areas have proliferated since the early 2000s 
and now account for a substantial part of healthcare service 
utilisation in these settings, especially in the western half 
of the island (the provinces of Banten and West Java, 
plus the Jakarta metropolitan region).

Outside of urban centres on Java, local populations 
should be better able to access routine health services 
where access to puskesmas is most comprehensive. These 
are also settings where the local population should be 
most likely to know how and where to access health ser-
vices within their local community, and thus not need to 
travel to seek care elsewhere. As a result, where there are 
higher puskesmas-to-population ratios, there should gener-
ally be healthier populations who know there is healthcare 
access within the local community. However, the advance-
ment of puskesmas access in rural communities and ‘off- 
Java’ communities does not come with commensurate 
investment in coordination between puskesmas providers 
and local, provincial and national health services more 
generally. And the proliferation of private health options 
in areas where there has not been improvement in puskes-
mas access further magnify these discrepancies: private 
providers do not tend to engage in any forms of 

Figure 3. Estimate cumulative excess mortality.
Source: World Health Organization.
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coordination with government-financed healthcare provi-
ders, they serve to complement (or displace) public care 
provision (Chee et al., 2009).

In the Philippines, there is a similar parallel structure 
between national, provincial and city health officials as 
exists in Indonesia. However, during COVID-19 there 
were more central restrictions imposed on the population 
than in Indonesia, and for a longer duration. While decen-
tralisation hampered efforts to reduce transmission rates, 
especially around major religious holidays when there 
was increased travel, there was a generally stronger effort 
and success in sharing and tracking data across subnational 
units. This was especially true within the context of the 
HUCs and ICCs within provincial geographic boundaries, 
where a lot of within-geographic province travel occurred 
but was easier to contain and measure in terms of spread 
and transmission than cross-provincial travel.

In the Philippines, barangay health clinics and rural 
health units are rooted in a community-based approach 
to service provision initially inherited from the Spanish 
colonial system that predates both authoritarian recentra-
lisation and more recent efforts at decentralisation. 
Nestled in communities at the most local level within 
the current decentralised system of governance, these 
clinics and health units are coordinated through the 
national Department of Health (DoH) and the national 
insurance system, PhilHealth, with intermediary support 
at the city level (HUCs/ICCs alongside the small com-
ponent cities). There are elements of coordination and 
data sharing between local providers and national health 
officials for health services such as childhood nutrition 
and maternal healthcare, with efforts to track progress 
and target underperforming barangay. While capacity 
and resource issues plague the barangay clinics, and 
patients typically must be referred for more complex treat-
ments, these clinics are well embedded in local commu-
nities while simultaneously incorporated into provincial 
and national, networks that transmit challenges upward.

Two specific mechanisms in the Philippines further 
underscore the ways in which coordination and collabor-
ation across levels of government occur. First, greater col-
laboration between the DoH and local units has been 
formalised in the 1997 Comprehensive Healthcare Agree-
ment and implemented via the DoH’s Local Government 
Assistance and Monitoring Service, both of which 
acknowledge and provide systemic response to capacity 
differences and variation across localities (Perez, 1998). 
Second, the Local Government Code of 1991 provided 
for local health boards, among other such sectoral bodies, 
each of whose membership includes a local government 
unit representative, a DoH representative, and a represen-
tative of the private or local NGO health sector (Bossert & 
Beauvais, 2002, p. 25). The local health boards are respon-
sible for, among other roles, proposing the local annual 
health budget and advising local health agencies on com-
munity matters (Bossert & Beauvais, 2002). Other 
advances, including multiple pieces of legislation expand-
ing and embedding the national insurance scheme and 
standardisation of healthcare worker payscales, enhanced 

the universality of care standards and required coordi-
nation between different healthcare levels in the Philip-
pines. As a result, the response to public health crises 
tends to be much more coordinated, beyond basic data 
sharing to encompass best practices and universal stan-
dards of care provision. No comparable coordination or 
standardisation mechanisms exist in Indonesia.

One way to consider the role of coordination in 
response to COVID-19 is to evaluate the relationship 
between rates of local health providers such as the baran-
gay health clinics and puskesmas and fatality rates. Where 
clinics are built specifically to address access gaps between 
under- and better-served communities, more clinics 
should translate into better health outcomes across differ-
ent localities. Weak coordination makes this simple 
relationship evident – the presence of more (fewer) health 
facilities should simply translate into better (worse) local 
health outcomes – whereas a better coordinated system 
may be able to otherwise compensate for access disparities. 
In the case of weak coordination, we should expect that 
higher clinic coverage rates will be associated with lower 
COVID fatality rates. Alternatively, where widespread 
access to these types of clinics is long-standing or even 
focused on preventive care, rather than newly created to 
reduce access gaps between localities, additional clinics 
should have limited impact on health outcomes. Here, 
stronger coordination makes this especially true because 
health outcomes should already be more uniform (and bet-
ter), and thus less susceptible to differences in per capita 
health facility rates. Thus, each additional facility has lim-
ited impact on access and health outcomes for the local 
population and the observed correlation should be weak 
or non-existent.

To evaluate these propositions in the Indonesian and 
Philippines cases, I aggregate the presence of clinics (pus-
kesmas in Indonesia and barangay health clinics and rural 
health units in the Philippines) to the total number located 
within the subnational unit then scaled to the subnational 
unit’s population (in 1000s). This results in a comparable 
first-tier regional unit measure. The COVID-19 fatality 
rate is also calculated at the provincial or HUC/ICC 
level, with the total deaths as the numerator and the 
total case rate as the denominator (both reported by the 
national statistical agency’s official health measures 
accounting for COVID positivity and associated death). 
The Indonesian data come from the Indonesian Central 
Statistics Bureau and the Ministry of Health’s COVID 
tracker, and the Philippines data come from the National 
Health Facility Registry7 and the Department of Health’s 
COVID tracker.8 Figure 4 shows the scatterplot and fit 
line for Indonesia and Figure 5 shows the scatterplot 
and fit line for the Philippines, with each dot representing 
a first-tier subnational unit labelled by name or official 
acronym. The time period is from March 2020 until Sep-
tember 2022.

As Figure 4 indicates, there is a negative correlation 
between the puskesmas rate and fatality rate at the provin-
cial level in Indonesia. The vast majority of Indonesia’s 34 
provinces fall relatively close to the fit line, with some 
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outliers at the lower end of the x-axis: provinces on the 
island of Java have very low rates of puskesmas but are 
split between very low and very high COVID-19 fatality 

rates. Much of this difference stems from an important 
on-Java distinction. Jakarta (DKI), West Java (Jabar) and 
Banten (Banten) are all clustered in close proximity to 

Figure 4. Indonesian puskesmas and COVID fatality rates by province.
Sources: Indonesian Central Statistics Body; Indonesian Ministry of Health.

Figure 5. Philippines health clinics and COVID fatality rates by province/HUC/ICC.
Sources: Philippines National Health Facility Registry; Philippines Department of Health.
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each other on the western side of the island, with the low-
est COVID-19 fatality rates in the country and some of 
the country’s highest private healthcare utilisation rates. 
For example, a 2009 USAID report estimated that West 
Java had 22 public hospitals compared with 120 private 
hospitals (Chee et al., 2009, p. 17). In contrast, Central 
Java (Jateng) and East Java (Jatim) are often plagued by 
capacity issues present elsewhere in the country but have 
not seen a commensurate increase in puskesmas as pro-
vinces off Java despite a pressing need for such increases. 
In contrast to their predominantly urbanised western 
Java provincial counterparts, private health facilities in 
these two provinces are less common and predominantly 
concentrated in cities, despite their geography covering 
large rural areas.

In contrast, Figure 5 tells a very different story in the 
Philippines, with less evidence of a relationship between 
community health facility and COVID-19 fatality rates. 
If anything, the correlation is weak and slightly positive, 
with much higher values on the x-axis. It is also worth not-
ing that when comparing the two cases, the Philippines 
has a much larger number of provinces, HUCs and 
ICCs with fatality rates below two, and a much higher 
rate of local clinics and health units to provide care at 
the barangay level. One way to interpret the Philippines 
data is that the much larger proportion of provinces with 
fatality rates below one indicates better overall responsive-
ness and less variance within the system more generally. 
More specifically, a slightly positive slope also shows one 
of the costs of coordination: the need and desire to coor-
dinate among a much larger number of care units may 
inevitably be challenged by the difficulty in carrying out 
coordination as the number of facilities increases. Given 

the complex geography of the country, the Philippines is 
a place where even the best-intended plans for coordi-
nation may stumble or fall a bit short in efforts to reduce 
the impact of crisis across so many healthcare clinics. 
Taken together, these two figures present a very clear 
divergence in health system access and preparedness to 
tackle COVID-19.

Figure 4 highlights a few key outliers in the Indonesian 
case that bear additional attention on the role of coordi-
nation. Provinces that have much higher fatality rates 
than their puskesmas rates would predict include Aceh, 
Lampung and Central and East Java. Three of these pro-
vinces share another similarity: they are three of the top 
four provinces ranked by the number of extreme climate 
and weather events tracked by Indonesia’s National Disas-
ter Management Agency (BNPB) since 1990. In the map 
in Figure 6, darker shading indicates higher COVID-19 
fatality rates while darker single hashed lines and cross 
hashed lines indicate higher numbers of extreme events 
in the prior 30 years in the different Indonesian provinces. 
As the figure shows, the highest COVID-19 fatality rates 
are often found in provinces with the highest levels of 
extreme events. This suggests that the ability of such pro-
vinces to prepare for and respond to the pandemic was 
more limited, perhaps as a result of routinely being the 
location of extreme events that incur high human and 
economic costs, such as large numbers of fatalities, scores 
of displaced individuals and infrastructural damages. 
These are also places where efforts to build regional resili-
ence are highly unique and specialised in response to par-
ticular event responses, which may reduce incentives to 
participate in or be prepared to engage in coordination 
with the rest of the provinces.

Figure 6. Provincial COVID fatality rate and extreme events from 1990–2023.
Sources: Indonesian National Disaster Management Agency; Indonesian Ministry of Health.
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5. WIDER REGIONAL POLICY 
IMPLICATIONS

Lessons for other regions are possible given that provinces 
in Indonesia and the Philippines represent paradigmatic 
cases of regions, especially in LMIC contexts: these 
regions hold relatively average levels of authority in inter-
national comparative measures and for the types and scope 
of policies they control, and they exist within unitary sys-
tems that have devolved important aspects of governing to 
the regions (Shair-Rosenfield et al., 2021). This analysis of 
relatively ‘typical’ regions shows the need to consider 
coordination efforts within such decentralised systems. 
One particular implication for other regions, particularly 
in the context of public health policy in LMICs, is that 
the building of additional health clinics in underserved 
communities may serve an important role in care access. 
Even if it is not a panacea for resolving unequal health out-
comes among regions, and capacity and resource gaps may 
constrain staffing and effectiveness of care provision at the 
regional level, adding clinic locations in the regions where 
they are most needed should minimise disparities between 
regional health outcomes.

A second implication emerges from the map in Figure 
6 showing where extreme event activity overlaps with 
higher COVID fatality rates. Regions that frequently 
experience extreme weather events – torrential rain and 
ensuing mudslides, earthquakes, hurricanes or flooding – 
often receive extra resources from national governments 
and international aid programmes to build and reinforce 
institutions that can facilitate local resilience.9 These 
resources are essential to helping regional populations pre-
pare for and recover from disasters, but may be simul-
taneously insufficient to empower response and resilience 
to other forms of crisis. When (re)designing institutions 
of crisis response and resilience, one lesson for regions 
(and the national governments and international assistance 
programmes that support them) is to prioritise and con-
sider how to integrate coordination mechanisms that 
more generally facilitate working with other regional and 
national bodies.

6. CONCLUSION

The COVID-19 pandemic posed serious challenges for 
governments around the world, and even where the demo-
graphic consequences of COVID-19 have been limited, it 
has taken immense governmental response and restrictions 
to accomplish the feat.10 This analysis shows a part of the 
story leading to within-country divergence in how well 
governments responded to the pandemic. Both Indonesia 
and the Philippines, fairly decentralised and modestly 
coordinated, demonstrate similar overall responses to the 
pandemic. Yet, their ability to avoid peaks in case and 
death counts has varied over time and in response to differ-
ent challenges. In particular, the Philippines weathered the 
Delta storm with greater resilience and its peak in case 
count did not manifest in the same peak in the death 

count as occurred in neighbouring Indonesia. Some of 
this resulted from failures in Indonesia at a time when a 
fast and coordinated response to Delta – a more deadly 
variant that caused greater risk of serious complications – 
was needed.

Although scholars have called for greater attention to 
the importance of coordination to better prepare countries 
to deal with emergency situations (c.f., Comfort et al., 
2020), many countries still have limited channels through 
which such coordination can take place among regions or 
between national and regional governments. While this 
analysis shows that coordination can play a role in mitigat-
ing the impact of extreme events, there are limitations to 
what can be claimed using a single paired country-level 
comparison. In particular, this comparative analysis does 
not address how factors such as regional capacity, ongoing 
training and accreditation programmes, or region-specific 
disaster resilience efforts affect how receptive different 
regions are to coordination efforts during crises and 
disasters. For example, are regions with high capacity in 
emergency response more or less receptive to coordination 
efforts than low-capacity counterparts? The Indonesian 
case, notably on Java, notionally suggests that 
high-capacity regions may not be especially receptive to 
coordination efforts where they are expected to bolster 
low-capacity outcomes. Alternatively, resistance to coordi-
nation may be lower when routine healthcare training and 
accreditation activities are available, but there is regional 
variation in the degree to which local providers undertake 
such opportunities. Finally, do unique efforts to increase 
regional resilience in response to localised crises under-
mine broader acceptance of or engagement with general 
coordination efforts? Future research could adopt a similar 
paired comparative approach, comparing pairs or groups of 
regions within countries, to examine how variation in 
regional capacity, training and accreditation activities, 
and regionally-tailored emergency response programmes 
shape responses to and support for broader coordination 
efforts.

Finally, the focus here has been on how coordination 
can mitigate the potential negative effects of decentralisa-
tion in emergency management situations in LMICs. Yet, 
greater efforts to coordinate may be endogenous to decen-
tralisation, especially if policymakers recognise the relative 
importance of coordination in responding to crises. Pre-
vious work has shown that decentralisation can improve 
cooperation among health policy stakeholders by encoura-
ging the development of relationships and strengthening 
networks through which trust-building and a sense of 
shared purpose and goals among relevant elites and service 
providers can occur (Molina-Garzón et al., 2022; 
Zarychta, 2020). However, the ability to convince stake-
holders of the value of coordination may differ during cri-
sis situations because policymakers have less time to 
seriously consider the value in coordinated efforts or colla-
boratively build trust. While this analysis focuses on a 
short-term crisis response when decentralised institutional 
authority in Indonesia and the Philippines was static, 
future research should focus on whether aspects of the 
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relationship between decentralisation and coordination in 
these cases develops specifically in response to challenges 
raised by COVID-19. In particular, scholars should con-
tinue to examine the relationship between post-pandemic 
evolutions in region-level public health infrastructure, 
institutions and capacity building in Indonesian and Phi-
lippines provinces and changes in regional crisis and health 
coordination and outcomes.
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NOTES

1. The exception tends to be the US, where state sover-
eignty is identified as a distinct barrier to emergency 
response (c.f., Haffajee & Mello, 2020).
2. Alternatively, failures at monitoring, credibility and 
consultation can degrade the ability of actors to success-
fully complete tasks at various stages of the policy making 
and execution process (c.f., Ricks & Donner, 2021).
3. Some Southeast Asia examples include: https://www. 
undp.org/indonesia/blog/infographic-petra; https://www. 
fao.org/faolex/results/details/en/c/LEX-FAOC168037/; 
https://unhabitat.org.ph/shield/; https://asean.org/our- 
communities/asean-socio-cultural-community/disaster- 
management-humanitarian-assistance/.
4. Political factors have often complicated disbursement 
of these resources, but without affecting the specific 
amounts of the IRA transfers (Eaton, 2001; Shair-Rosen-
field, 2016).
5. Some of this figure may be attributed to the fact that 
then-President Duterte’s war on drugs, which has been 
accused of tens of thousands of extrajudicial deaths in 
recent years, likely declined as the pandemic curbed daily 
social interactions and movement of people.
6. https://laporcovid19.org/kajian-dan-pengembangan/ 
kajian.
7. https://hfsrb.doh.gov.ph/list-of-licensed-health- 
facilities/.
8. Both of these subnational health facility data sources 
are high quality and comprehensive, and are regularly 
used by health economists, public policy scholars and pol-
itical scientists both within and outside each country.
9. See note 3 for Southeast Asian examples.

10. Taiwan and New Zealand, with their impressively 
low case and death rates, achieved their successes by 
implementing some of the world’s most severe isolation 
and quarantine policies.
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