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Overview 

With the studies described in this thesis we aim to evaluate the progress of the 

Jaminan Kesehatan Nasional-Kartu Indonesia Sehat (JKN-KIS) towards universal 

health coverage (UHC) since the it‘s implementation in 2014. In this chapter, we 

will provide an update on the three key challenges JKN-KIS has encountered, i.e., 

medicines management, health financing system, and the epidemiological situation. 

Furthermore, we will provide future a perspective, and present the implications of 

our findings. 

Medicines management during the implementation of the JKN-KIS 

The e-catalogue and the national formulary (NF) are two policy instruments 

regulating medicine pricing and reimbursement in support of JKN-KIS to achieve 

UHC. Ideally, the e-Catalogue would help improve effectiveness, efficiency, and 

transparency. Additionally, the NF would help ensure the availability of good 

quality, efficacious, and affordable medicines, which subsequently should reduce 

out-of pocket payment (OOP) for medicines. However, a year after the 

implementation of the JKN KIS, many public healthcare facilities still rarely used 

the e-Catalogue, and 40% of all medicines prescribed were not listed in the NF. 

Importantly, 70% of OOP expenditures in Indonesia were for medicines in 2015[1-3]. 

To understand the slow implementation of both instruments we first undertook a 

qualitative study.  

In chapter 2, we performed a semi-structured interview with stakeholders to 

identify the problems with the e-Catalogue and the NF. We found that the lack of 

harmonization between medicines listed in the e-Catalogue and the NF was a major 

issue. This triggered us to systematically compare the NF medicines published in 

2013, 2015, and 2017 with the e-Catalogue 2018 version[4-6]. We found that indeed 

41% in 2013, 37% in 2015, and 37% in 2017 of NF medicines were not listed in the 

2018 e-Catalogue version. This indicates a continuing lack of harmonization 

between the e-Catalogue and the NF. Furthermore, we also identified several 

reasons for prescribing medicines that are not listed in the NF. The most important 
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reason was that physicians perceived the selection process of the NF as neither 

transparent nor evidence-based[7].  

In addition, in 2014, several months after the implementation of the JKN-

KIS the health technology assessment (HTA) committee was installed by the 

Indonesia‘s Ministry of Health[8,9]. Ideally, this committee would have provided the 

transparency and evidence base for the e-Catalogue and the NF in line with the 

guidelines of the JKN-KIS implementation[10]. However, HTA has as yet not been 

part of the development of the e-Catalogue and the NF. Barriers of HTA 

implementation for the e-Catalogue and the NF that we found in chapter 3 

concerned a lack of human resources, a lack of financial incentives, a lack of a clear 

framework and insufficient data. The first two barriers represent the most important 

obstacles. Reasons for the lack of human resources were that HTA is a new science 

in Indonesia, and only few HTA departments exist, formal training is not nationally 

provided, and an official association is missing in Indonesia. Clearly, financial 

resources would be needed to pay the HTA experts, to organize HTA seminars, and 

conduct HTA research[11]. Subsequently, we looked into the health insurance 

coverage and data regarding healthcare expenditures. 

Health financing system during the implementation of the JKN-KIS 

The Badan Penyelenggara Jaminan Sosial Kesehatan (BPJS-Kesehatan) is a new 

public health insurance provider implementing the JKN-KIS program. As a single 

payer, the BPJS-Kesehatan plays a role in collecting a prepaid pool from the 

government, private firms, and households into a single national reserve[12]. 

Furthermore, the most important role of the BPJS-Kesehatan is to ensure that budget 

is allocated in line with the UHC targets[13-15]. In chapter 4, we assess health 

financing in Indonesia towards UHC. We found that the target for achieving UHC 

by 2020 will likely not be attained. The target of reducing household OOP schemes 

to below 20 % may be reached by 2024. The target for reducing voluntary healthcare 

payment to less than 10% may already be achieved by 2021. The government 

schemes and compulsory contributory health financing schemes, however, will still 

remain far away from 4% of GDP by 2020. 
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Notably, we did find that the JKN-KIS has contributed to moving the health 

financing in Indonesia towards the UHC targets. Before the JKN-KIS 

implementation, between 2000 and 2013, OOP schemes and revenues from 

household dominated Indonesia‘s health financing. Then, after the JKN-KIS had 

been implemented, we found that the expenditure of social health insurance schemes 

increased quite significantly from US $2.0 billion (8.52% of total health 

expenditure) in 2013 to US $4.0 billion (14.25% of total health expenditure) by 

2014. In the same period, the trend of OOP schemes by household decreased by US$ 

1.5 billion (7% of total health expenditure).  

However, we also found that the expenditures of social health insurances 

schemes were higher than its revenues since the implementation of the JKN-KIS. This is 

different from the situation before the implementation of the JKN-KIS, i.e., there used to 

be a balance between expenditures and resources from social health insurances. Our 

findings corroborate the signals from several newspapers[16-18] that broadcasted that 

BPJS-Kesehatan was experiencing deficits from the first year of implementation onward. 

The BPJS-Kesehatan reported that the accumulation of the JKN-KIS‘ deficit up to 

December 2018 was US $2.5 billion[19]. Based on our review, we found four main 

possible causes of deficits. Firstly, the utilization of social health insurance benefits 

doubled compare to the era prior to the JKN-KIS[20-22]. Secondly, the premium paid by 

members of the JKN-KIS is low, probably caused by not setting the premium amount 

according to the actuarial analysis, which is the most common method used to calculate 

the social health insurance contributions[23-25]. Thirdly, premium collectability has not 

been optimal among the self-enrolled members (17% of JKN-KIS participants). Of all 

self-enrolled members, only 57% routinely pay their contribution. Moreover, 23% of 

self-enrolled members only register when becoming ill, and stop paying the contribution 

after treatment has been obtained[26,27]. Fourthly, expenditures of the JKN-KIS are 

dominated by chronic disorders that might otherwise bankrupt individuals, such as 

cardiovascular, diabetic, and cancer. These required prolonged hospitalization and high 

cost treatment[19,28-31].  

The latter was part of further studies on the demographic and epidemiological 

perspectives of Indonesia. 
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Epidemiological conditions during the implementation of the JKN-KIS 

While striving to achieve UHC by 2020, BPJS-Kesehatan is facing demographic and 

epidemiological changes in Indonesia. After the implementation of the JKN-KIS, 

life expectancy of Indonesian people increased from 69 years in 2014 to 71 years in 

2017[32]. Notably, an ageing population implies that the prevalence of non-

communicable diseases increases. Especially cardiovascular diseases (CVDs) 

increased from 2013 to 2018. For instance, stroke rose from 7% to 10.9%, and 

hypertension from 25.8% to 34.1% [33,34]. Moreover, the most frequently used JKN-

KIS benefits packages since the first year of implementation has been for CVDs. 

From January to August 2018, the BPJS-Kesehatan spent US $1.1 billion for CVDs 

treatment. The latter represents two thirds of the eight chronic diseases with high 

cost[35].  

With the high prevalence of CVDs and the largest proportional financial 

burden to the BPJS-Kesehatan, the government of Indonesia urgently needs to 

develop a new approach to curb the emergence of CVDs. Prevention and addressing 

the risk factors of CVDs could avoid or delay the incidence and prevalence of 

CVDs[36,37]. In chapter 5, we estimated the long-term CVDs burden and risk factors 

in Asian populations through a systematic review. The most important results were 

that male sex, older age, and current smoking are the most prominent risk factors for 

long-term CVDs in the Asian populations[38]. It is clear that only smoking can be 

influenced through various interventions. Unfortunately, in our systematic review, 

we did not find studies from Indonesia. Despite the unavailability of information 

regarding long term risk of CVDs in Indonesia, this result might be used as a 

reference. Clearly, Indonesia needs to recognize and identify people with additional 

risk factors for CVDs that may potentially be influenced through the government 

policies.  
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Future perspective 

As noted above the progress of JKN-KIS is such that UHC will not be achieved by 

2020. Partly, this seems to have been caused by inefficient use of resources. Hence, 

several policy options for promoting efficiency and eliminating waste during the 

implementation of the JKN-KIS are necessary. In this part we encourage policy 

options that government of Indonesia could implement to improve efficiency. 

Furthermore, we propose further research to support and improve the progress of 

UHC in Indonesia. 

Policy options for improving UHC in Indonesia 

It has been identified that the e-Catalogue and the NF have not been fully utilized to 

support the aim of the JKN-KIS to achieve UHC. Hence, in order to avoid 

unnecessary spending on medicines during the implementation of the JKN-KIS we 

suggest the government of Indonesia to improve the harmonization between the e-

Catalogue and the NF. Several studies have explained that the asynchroneous 

policies on medicine pricing and reimbursement lead to unnecessary spending on 

medicines [39-41]. Furthermore, we also suggest to provide transparency and an 

evidence-base in developing the e-Catalogue and the NF. Thus, a reasonable price in 

the e-Catalogue may be negotiated while avoiding prescription of medicines not 

listed in the NF.  

As we explained in chapter 2, and 3, as supported by several studies, that 

the use of HTA might facilitate transparency in the e-Catalogue and the NF [42,43,44]. 

Although several barriers currently hampering the implementation of HTA in the 

development of the e-Catalogue and the NF, the existence of an Indonesian 

Presidential Decree[45] may force the Indonesian government to utilize HTA in the 

development of the e-Catalogue and the NF. Also, it would be beneficial for 

Indonesia to establish a network with other neigbouring countries that have a well-

established system, and with international HTA organizations to learn how to 

establish a national HTA process[11].  

With respect to the deficit of the BPJS-Kesehatan that we found in chapter 

4, the government of Indonesia should prioritize further use of HTA to ensure the 
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financial sustainability of the JKN-KIS program. Also, several adjacent policies 

must be put in place to resolve most common and relevant causes of deficit. 

Notably, here we will offer possible solutions of the possible causes of deficits that 

we identified above.  

Firstly, regarding the increasing utilization of JKN-KIS benefit packages, 

we propose to extensively review the claim system and subsidized group data. In the 

claim system, several frauds, such as unnecessary treatment, phantom and repeated 

billing were found at the primary and secondary health providers[46-48]. For example, 

in the subsidized groups data, there seem to be some people who do have ability to 

pay included in the data, and entries of some poor people were not included in the 

data. This is also caused by the subsidized group data that have not been updated 

since 2008[25]. Secondly, regarding the low JKN-KIS premium income we suggest to 

set the premium to be in line to the actuarial analysis. The national social security 

council and several institutions have provided actuarial calculations for setting the 

JKN-KIS premium, but so far it has never been used when revising the BPJS-

Kesehatan premium[23-25]. Thirdly, regarding a lack of contribution from the self-

enrolled members, we proposed to improve public awareness and BPJS-Kesehatan 

system. For the public awareness, all individuals should be obliged to register for 

JKN-KIS memberships. In 2018, 24 % of Indonesian population had not been 

enrolled to the BPJS-Kesehatan. Furthermore, the self-enrolled members of BPJS-

Kesehatan should become full and regular contributors They should contribute 

regularly either healthy or sick. In case they are unable to pay their contributions due 

to financial hardship, they could join to the subsidized groups of the JKN-KIS[26,27]. 

Importantly, several reasons for self-enrolled members not paying the contribution 

were attributable to failing of the BPJS-Kesehatan system itself. These were as a 

lack of information on membership payment method, a lack of comprehensive 

knowledge of JKN-KIS‘s benefit package, and dissatisfaction with the workforce of 

healthcare services[27]. Therefore, we propose to improve BPJS-Kesehatan 

infrastructure, particularly the payment method, to massively increase insurance 

literacy to the societies, and finally to improve health professional capacity.  
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Fourthly, considering the dominance of chronic disorders that might 

bankrupt individuals as well as the BPJS-Kesehatan as such, we propose to improve 

preventive programs instead of spending all resources on curative care. In particular 

for CVDs we confirmed that smoking is the key risk factor that may be modified in 

Asia[38]. Especially since Indonesia has the highest prevalence of smoking in the 

world, with 34% overall prevalence in adults, and 65% in adult men this appears an 

essential first risk factor to address. The high prevalence of smoking particularly 

among people living in poverty, increases their vulnerability[33,49]. Hence, we 

recommend to increase the cost of cigarette and tobacco taxes to ultimately reduce 

the prevalence of CVDs, and the financial burden on the JKN-KIS. Several countries 

have shown that raising the price of cigarettes and tobacco reduces smoking, and 

subsequently the prevalence and incidence of CVDs[50].  

Further research for improving UHC  

In this thesis, we have identifiede the main challenges currently faced by Indonesia in its 

efforts to achieve UHC, along with strategies to face these challenges. Notably, there is 

still a lot of research needed to deal with medicines management, healthcare financing, 

and curbing chronic disease in Indonesia. Further research for improving UHC in 

Indonesia is obviously needed. First of all, it is important to assess the demographics of 

the JKN-KIS claim data. This information will trigger further research that can improve 

efficiency in the JKN-KIS program. For instance, we could compare the claims data of 

the JKN-KIS with the data on the disease burden of Indonesia. The results may indicate 

whether treatment and expenditure are appropriately used. Furthermore, from the claim 

data we might try and estimate the balance between costs and effects of medicines or 

treatments in one disease. The most cost-effective medicines or treatment should be 

prioritized in the e-Catalogue and the NF. However, currently the claims data of the 

JKN-KIS are not available. Availability of these BPJS-Kesehatan data should be 

enhanced to trigger research and help the BPJS-Kesehatan to improve efficiency, and 

maintain the goal of achieving UHC. Several UHC countries, such as the Netherlands, 

the UK, South Korea, Taiwan, Japan, and Thailand, have shown that providing claims 

data to the academia and researchers helps these countries for maintaining and 

optimizing their UHC [51-54
].  
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Implications 

This thesis comes at a crucial time for recognizing the progress of the JKN-KIS in 

moving forward towards UHC. Strategies presented in this thesis, i.e., harmonizing 

the e-Catalogue and the NF, and utilizing HTA in the e-Catalogue and the NF could 

facilitate the Indonesian government to improve efficiency and avoid unnecessary 

expenditure on medicines. Furthermore, recognizing deficit and also its causes 

would help to ensure financial sustainability of the JKN-KIS and maintain the goal 

for UHC. In addition, identifying and addressing the modifiable risk factors of 

CVDs would in the future relieve the government of catastrophic diseases, which is 

currently the highest financial burden within the JKN-KIS. Such studies might also 

provide comprehensive information and guidance to other countries aiming to 

achieve and maintain UHC. Especially, low middle-income countries have similar 

issues with high medicine expenditures, dominant OOP payments, and increasing 

NCDs [55,56
]. 
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