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Universal Health Coverage in Indonesia 

I. Introduction 

     Universal health coverage is defined as ensuring that all people have access to 

needed promotion, preventive, curative and rehabilitative health services, of 

sufficient quality to be effective, while also ensuring that people do not suffer 

financial hardship when paying for these services. Universal health coverage has 

therefore become a major goal for health reform in many countries and a priority 

objective of World Health Organization (WHO).1,2 

     The condition of health problems experienced by Indonesian people is 

increasing year by year. Indonesia is a middle-income country with 262 million 

inhabitants spread over 17744 islands and this has become an important problem 

that must be considered by the government. Many residents who complain about 

the high cost of medical treatment to hospitals and money are the top priority in 

medical treatment.3,4 

     Socioeconomic conditions in Indonesia vary large across the country, internal 

migration and urbanization level are high. Health indicators explain a high burden 

with high maternal mortality 359 deaths per 100000 live births, childhood 

stunting 31% in children younger than 5 years, tuberculosis 1 million new cases 

per year, a steep rise in obesity from 10% in 2007 to 21% in 2016, and a rise in 

non communicable diseases, including a 63% increase in the number of diabetes 

cases since 2005.4,5 

     Substantial variation in disease burden by wealth quintiles and in rural versus 

urban areas, and due to fragmented health financing and insurance systems, in 

2013, 121 million people 47% of the population did not have access to adequate 

health care. Universal health coverage schemes that can adapt and can 

accommodate a variety of needs and conditions, ensure financial risk protection, 

and ensure access to safe, affordable and effective health care for all as mandated 

by the sustainable development goals needed. Before the initiation of National 

Health insurance system (NHIS) or Jaminan Kesehatan Masyarakat (JKN), 

Indonesia was faced by various transformation regarding the UHC that mostly 

affected by major social, political, and economic change. Health insurance 
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systems were numerous and fragmented in 1957. Following Asian financial crisis 

in 1997 initiate changes the whole systems in 2002. In that period, Indonesian 

Government made a new Constitution that provide better vision regarding right to 

health care and social security and resulting in the establishment of BPJS which 

would administered the JKN.3,6 

     Most countries that adopt universal health coverage start by focusing on people 

who live in poverty, and develop with the aim of ensuring that everyone gets 

access to health care without financial difficulties. Countries often use universal 

health coverage in relation to major social, economic or political changes. In 

Indonesia, the road to universal health coverage is characterized by a combination 

of political opportunism, local experimentation, compromise and mere 

coincidence. This initiative is largely influenced by politics, because in various 

groups gain access to health care when their sociopolitical interests grow.7,8 

     Government decentralization to the district level in 2001 coincided with the 

end of the national public health insurance safety net for people living in poverty, 

and led to experiments with various district reimbursement level health insurance 

schemes, known as Jaminan Kesehatan Daerah (jamkesda). Jamkesda was a big 

problem for political campaigns seeking success in elections, especially after 

2005, with direct elections of district leaders. The number of Jamkesda increased 

from around 60 in 2008 to at least 245 in 2012. This scheme, although 

heterogeneous, is mandated by law to be integrated into JKN by the end of 2016, 

and with the transition of district schemes towards health promotion and 

prevention activities. Although this goal has been partially achieved, many district 

governments maintain regional health insurance support for service provision due 

to political and budgetary reasons. The expansion of the JKN and absorbing this 

district system are high priorities, and are linked to sustainable health financing to 

achieve UHC goals.3,9 
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II. National Health Insurance System in Indonesia 

     The Indonesian Government has numerous attempt to achieve UHC for all 

people in Indonesia by 2019 and results in the establishment of JKN. The 

National Health Law number 36/2009 defines the roles of the government, JKN, 

and Social Security Agency for Health (SSAH) or Badan Penyelenggara Jaminan 

Sosial Kesehatan (BPJS). The Government of Indonesia and district governments 

are responsible for public health programmes and services that include 

beneficiaries who are in the community at large, whereas the JKN are responsible 

for personal medical care (ie, diagnosis and treatment).1,3 

     To administer the JKN, the National Social Security Council created the BPJS 

as a public quasi governmental corporation with governance that directly 

responsible to the President of Indonesia. The BPJS has the authority to collect 

and manage JKN funds and enforce contributions from employers and employees. 

Technically, the BPJS has the authority directly contract the health care provider 

(Pemberi Pelayanan Kesehatan/PPK) that includes the primary care providers as 

PPK1 and hospitals as PPK2 or PPK3, and provide capitation payments and 

diagnosis-related group (DRG) payments on the basis of the Indonesian case-

based group (CBG) tariffs called the INACBGs, set by the Ministry of Health.3,10  

     The People of Indonesia are required to register with the BPJS, regardless of 

pre existing health conditions or risks. The BPJS includes two types of 

memberships with three sources of funding to contributing members, who are 

further subdivided into self employed individuals and families, formal sector 

employees, employers and their family members, and retirees, and non 

contributing members, which comprise people who are living in poverty, those 

living in near poverty, and those who are disabled, for whom contributions must 

be paid by the Government of Indonesia. The BPJS manages the services covered, 

ranging from treatment of simple illnesses and symptoms to open heart surgery, 

renal dialysis, and cancer therapies. Reproductive, maternal, neonatal, and child 

health services are fully covered, as are emergency services. Medicines and 

medical supplies are covered without co payment or co insurance. Cosmetic 

procedures and consultations, self inflicted injuries, and out of network services 
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are not covered, except for emergency service. Occupational injuries are covered 

under a separate programme.3,6  

     To establish the better referral systems, the Indonesian Medical Council 

established standard care competencies for the most common 144 diagnoses and 

11 medical conditions. Beyond these conditions, the PPK-1 must refer patients to 

a specialist, but a cap of 5% is placed on referrals, to discourage misuse. Referral 

by the PPK-1 to a specialist must first be to a lower class hospital (class D, C, or 

B), from where referral to a top tertiary hospital (class A) can be made if needed. 

Direct self referral to a hospital of any class is not permitted, except in the case of 

an emergency. For medications, a formulary of generic names was established 

from which all drugs must be provided, because this formulary optimizes costs 

and effectiveness.3,9 

     The JKN sets several payment system that unique for each health care 

provider. The PPK has two payment mechanisms, including capitation, an 

advance payment for PPK, and claim, for services falling outside capitation 

coverage. For hospital providers, the payment system is based on approved tariffs 

for services set by the INACBGs. All contracted PPK receive a monthly 

capitation per member per month. The capitation includes consultation, simple 

laboratory tests, and drugs for acute care. Drugs for chronic diseases are covered 

separately. Some services are reimbursed to providers on the basis of preset 

payments for a defined package of services, such as antenatal care or maternity 

services.3,9 
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Figure 1. (A) Flow of funds and health services in Indonesia. (B) Flow of funds for 
NHIS implementation. CBG=case-based group. CBG+=CBG payment plus budget 
allocation from the local or national government. DAK=Special Allocated Fund. 
DAU=General Allocated Fund. GP=general practitioner. IDR=Indonesian Rupiah. 
NHIS=National Health Insurance System. PBI=Subsidy for non-contributing members. 
PH=public health. SSAH=Social Security Agency of Health.  
Source: Rina Agustina, dkk 

 

III. Challenges for UHC  

     The Government efforts to achieve UHC by 2019 faced numerous problem in 

its implementation. In 2014, the JKN and BPJS reported 92.3 million 

consultations, consisting of 4.2 million inpatient and 88.1 million outpatient 

consultations, with a total expense of $10.5 billion. In 2015, the claim ratio of 

average medical cost to average premium collection was 115%, and is projected 

to reach 124% by 2019 in the absence of contribution adjustment and cost 



	 6	

containment. These initial high claim ratios were predicted given the initial rapid 

self-enrolment of mostly non wage earners or people in the informal sector, who 

were previously excluded from health insurance schemes. Nevertheless, 

sustainability relies heavily on contributions from members, and projections show 

an increase in the BPJS deficit over time.3,11 

     The JKN faced the problems concerning their flow of funds. Closer review 

reveals that 23% of self enrolled members register when ill, and almost 28% did 

not routinely pay their contribution. Furthermore, people experiencing financial 

hardship have a 7.7% higher probability of being a non routine payer than those 

who are on higher incomes. By contrast, people who had more knowledge of the 

JKN curative, preventive, and other services tended to have a 5% higher 

probability of being a routine payer than those who were not aware of these 

services. Internal monitoring and evaluation of the JKN shows that many 

subsidized members did not know how to access services or lived too far from 

PPK-1, resulting in much lower claim ratios and use ratio than contributing 

members.11,12  

     The government has to overcome financial issues to ensure overall UHC 

sustainability, four policy options have been suggested for First, increase fees for 

contributing members, given that current contributions are lower than the costs of 

medical treatment, second, embrace cost-containment measures, such as soft caps 

on service volumes, third, improve the health care reimbursement process by 

more rigorous medical claim reviews, and fourth, promote efficiency of the JKN 

system. In addition, more intense solicitation of payments from self enrolled 

members has been suggested. Some efforts and reforms have already been 

implemented. For example, the Government of Indonesia increased the premium 

of informal sector members.3,11,12 

     The so called missing middle remains a problem wherein people who work in 

the informal sector and who are not living in poverty are not covered by the JKN 

because of low self enrolment. In 2014, the Central Statistics Agency reported 

that the informal sector employed approximately 60% of Indonesia’s labour force. 

These people who work in the informal sector are required to pay the insurance 
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premium. The problem of the missing middle is a consequence of current policies. 

The lower middle income group has the highest number of uninsured people, 

whereas the high-income group has the lowest. Moreover, even though the 

government is fully subsidizing the premium of people who are living in poverty 

and those who are just above the poverty line, around 34.4 million people remain 

uncovered by the JKN because of rapid changes in household welfare and 

eligibility.
1,13

 

     In the review of all age groups, the JKN has achieved a population coverage of 

76%. However, important gaps and heterogeneity exist across age groups and 

socioeconomic status. Lower coverage overall is seen for children aged less than 9 

years, especially those younger than 4 years, for whom coverage is less than 30% 

for the poorest groups. In addition, for people aged 20 to 50 years, coverage is 

generally lower for the poorer socioeconomic groups than for the wealthier ones. 

For people aged 40 years and older, the poorest quintile has the second highest 

coverage, consistent with the onset of increased need for services and subsidies 

from the JKN to cover those living in poverty. By contrast, the wealthiest quintile 

has the greatest coverage for people aged 20 to 45 years, consistent with greater 

formal sector presence and ability to utilize JKN benefits and services. Coverage 

is also high for all groups older than 70 years. Male coverage was slightly higher 

than female coverage, although higher claims for women of reproductive age are 

seen between age 20−35 years, as would be expected. We note the overall gender 

gap was only 3.8%, which is small compared with some other Asian 

countries.11,12,13 
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Figure 2: (A) Insurance coverage by age group. (B) Dartanto plot showing the equity gap 
in insurance coverage by age group. Graphs were created from calculations based on The 
National Socioeconomic Survey 2016 and NHIS dataset. NHIS=National Health 
Insurance System. BPS=Badan Pusat Statistik (Central Statistics Agency). 
Source: Rina Agustina, dkk 

 

     The difference in geographical characteristic in Indonesia is another challenge 

to achieve UHC. Many public hospitals have gaps in 24 hour preparedness in 

blood supply, and do not have a pediatrician, obstetrician, or gynecologist. 

Antenatal care coverage, as one of the service parameters, ranged from 40% in 

remote provinces such as Maluku and Papua to 85% or more in developed areas 

and urban centers such as Bali and DI Yogyakarta. Low socioeconomic status, 

poor education, and rural residence characterized areas with the lowest antenatal 

care coverage.11,12,13 

     Poor data and health information systems contribute to ineffective and 

inefficient service delivery The JKN still suffers from an absence of integrated 

clinical and frontline health worker data, and the suboptimal health information 

system, and limited use of existing data. A report by the World Bank identified 

Indonesia as one of the countries with minimal use of data and information 

systems, including for monitoring and evaluation., and higher risk of medical 

misconduct and claim fraud. For the JKN, a scalable system is needed that links 

information from front line workers at the community level and posyandu with 

clinical data from hospitals and health centres such as puskesmas, with the aim of 

active use of data to efficiently estimate needs and improve care delivery. The 

ability to link care with outcomes is crucial for cost effectiveness and high impact 
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on health, especially for the management of health conditions requiring ongoing 

engagement. In addition, greater openness and access to data for analysis would 

be a priority.3,13 

     The role of the private sector is very important for the JKN, because the 

government health care resources are scarce. Despite the increase of enrolled 

PPK-1, only 42% of private clinics and 14% of private practitioners have joined 

the JKN. Some strategies to address these low proportions include allocation of 

resources to conditions and regions where private providers have not engaged. 

Additionally, INACBGs tariffs for the private sector should be evaluated and 

revised, because they might be too low, and more innovative schemes are needed 

to support new investment in private health facilities.3,14  

 

IV. Summary and conclusions  

     As a great country, Indonesia has a diverse and flexible society that presents 

unique challenges for health systems and UHC. The UHC aimed to create a more 

adaptive, effective, and equitable system in a complex environment. The JKN was 

established in 2014 with planning and deployment focused on accommodating 

diversity and achieving UHC by 2019. The JKN improved access to care and 

equity, and enhanced treatment of non communicable diseases. Optimizing 

population health while balancing costs is a high priority, and will require going 

beyond curative services toward early investments in healthy pregnancy and early 

childhood development, and incentives for healthier lifestyles. 

     The successful deployment of UHC will require strengthened community level 

frontline and clinical digital health-information systems, and data driven 

optimizations for high impact and sustainability. An integrated dynamic UHC 

system that is adaptable to a rapidly developing society can provide an affordable 

and sustainable path toward health for all, and achievement of the underlying 

principles and targets of the SDGs as the global standard for better health 

services.   
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