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Abstract 

Objectives 

Universal Health Coverage (UHC) is part of the sustainable development goals 

(SDGs) that should be achieved by 2030. The World Health Organization (WHO) 

proposed several  health financing goals for countries aiming for UHC: out-of-

pocket (OOP) payments should be less than 20% of total health expenditures (THE), 

voluntary healthcare payment schemes should not surpass a maximum of 10 % of 

THE, and, finally, governmental healthcare schemes should represent at least 4% of 

the gross domestic product (GDP). In 2014, Indonesia introduced, Jaminan 

Kesehatan Nasional-Kartu Indonesia Sehat (JKN-KIS), a national health insurance, 

aiming for UHC by 2020. This study assesses the progress of Indonesia‘s health 

financing towards UHC. 

Methods: 

Data from the period of 2000–2016 on population, GDP and health financing of 

Indonesia were extracted from the Indonesian central bureau of statistics, ministry of 

health of Indonesia, national health accounts of Indonesia and WHO global health 

expenditure database. Developments of Indonesia‘s health financing by schemes and 

revenue schemes were assessed. Then trends in health financing by schemes were 

extrapolated. Linear extrapolation was applied to estimate population size, GDP, and 

health expenditures through 2030. Comparisons with the foreseen UHC targets were 

displayed. 

Results: 

Between 2000 and 2016 OOP payments still dominated health financing of 

Indonesia. From 2014 to 2016, government schemes increased and OOP schemes 

decreased. Based on extrapolation of trends we predict government spending to 

increase, and the household OOP scheme to decrease until 2030. Notably, the target 

for achieving OOP below 20% will not be achieved by 2020. This most likely will 

take five more years. Meanwhile, we also estimate the government expenditure 

schemes to remain less than 2% of GDP for considerably longer. 
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Conclusions: 

JKN-KIS may a cornerstone for Indonesia to achieve UHC according to the WHO 

targets. By 2030, the targets of reducing household OOP payments below 20% and 

reducing voluntary healthcare payment to 10% appear feasible to achieve given de 

funds required will be made available. However, the target of government schemes 

as high a 4% of GDP may be a challenging target.  
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Introduction 

In 2015 the commitment to achieve universal health coverage (UHC) as part of the 

sustainable development goals by 2030 was agreed by all member states of the 

United Nations[1]. UHC is defined by all people in a society being able to obtain the 

high-quality health services that they need, without the possibility that the cost of 

paying for these services at the time of use will push them into severe financial 

hardship[2]. Appropriate health financing systems are required for achieving UHC in 

a country. The system should provide prepaid pooled resources to make sure that the 

households do not experience financial difficulties while or after obtaining health 

services[3]. Many countries committed to achieving UHC are reviewing, analyzing, 

and modifying their health financing arrangements[4,5].  

In 2017, the Organization for Economic Co-operation and Development 

(OECD), Eurostat and the World Health Organization (WHO) produced a system of 

health accounts (SHA) 2011 to provide a framework of health financing schemes. In 

moving forward to achieving UHC, SHA 2011 could facilitate countries for 

understanding and assessing their health expenditure. According to WHO, targets of 

health expenditure for achieving UHC are that (1) the household out-of-pocket 

(OOP) schemes should be below 20% of the total health expenditure (THE); (2) the 

voluntary healthcare payment schemes should not surpass a maximum of 10 % of 

THE; and (3) the government schemes and compulsory contributory healthcare 

financing schemes should at least reach 4% of GDP[6-8]. 

Indonesia is one of the countries of the United Nations which is currently 

striving to achieve UHC. Indonesia‘s constitution or Undang-Undang Dasar 1945, 

article 28 states that health is a basic right of every individual, and that all citizens 

are entitled to health services including the least affluent. Between 2000 and 2014, 

there were several social health insurances offered by the government of Indonesia. 

These were Asuransi Kesehatan (Askes, for civil servants and the military), Jaminan 

Sosial Tenaga Kerja (Jamsostek, social security program for laborers, Jaminan 

Kesehatan Masyarakat (Jamkesmas, for poor and near-poor), and Jaminan 

Kesehatan Daerah (Jamkesda, for poor and near poor in several provinces)[9,10]
. 
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Because the different schemes were difficult to manage and lead to unequal 

access, on the first of January 2014 all the social health insurances were merged into 

one single national health insurance, which is known as Jaminan Kesehatan 

Nasional-Kartu Indonesia Sehat (JKN-KIS). Through the JKN-KIS program, the 

Indonesian government has officially stated its commitment to achieve UHC by 

2020. The Badan Penyelenggara Jaminan Sosial Kesehatan (BPJS-Kesehatan) is a 

new public health insurance provider created by the Indonesian government to 

implement the JKN-KIS program. As a single payer, BPJS Kesehatan plays a role in 

collecting a prepaid pool from the government, private firms, and households into a 

single national pool[11,12]. 

Understanding current and future trajectories of health financing is vital for 

Indonesia to assess their progress towards UHC. Notably, it remains unclear whether 

Indonesia has organized its health financing system in line with the UHC targets. 

Overall, this study aims to assess the progress of the health financing system in 

Indonesia. Trends of health financing schemes prior to and after the implementation 

of JKN-KIS are described. Furthermore, projection of health financing schemes is 

also made through 2030, i.e., in line with the target of achieving UHC set in SDGs 

agenda. 
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Methods 

Data sources 

The historical data of Indonesia between 2000 and 2016 were extracted from multiple 

sources. Data on Indonesian health financing systems, gross domestic product (GDP), 

and number of the population, were obtained from the Indonesian central bureau of 

statistics, ministry of health of Indonesia, national health account of Indonesia, and the 

global health expenditure database. The data on health financing and GDP were reported 

in current US dollars. Exchange rates are adjusted per year. 

In this study, components of health financing data were collected by 

following the SHA 2011 revised edition framework[13]. In this framework, 

components of health financing are categorized by schemes and by revenues. Health 

financing by schemes are structural components of health care financing systems. 

Health financing schemes comprise four components: (1) government schemes and 

compulsory contributory healthcare financing schemes, which has two sub 

components: government and social health insurance schemes; (2) voluntary 

healthcare payment schemes, which has three sub components: voluntary health 

insurance, non-profit organization, and enterprise financing schemes; (3) household 

OOP schemes; (4) rest of the world (non-resident) schemes. 

Health financing by revenues are the sources of revenues of health 

financing by schemes. Health financing by revenues comprises of six components: 

(1) transfer from government domestic revenue, which has three components: 

internal transfer and grants, transfer by government on behalf of specific groups, 

other transfers from government domestic revenues; (2) transfer distributed by 

government from foreign origin; (3) social insurance contribution; (4) voluntary 

prepayment; (5) Other domestic revenues from four sources, namely, household, 

corporations, non-profit organization, and unspecified sources; (6) direct foreign 

transfer.  

The sources of health financing by schemes and by revenues is presented in 

table 1. The funds for health financing by schemes may come from one or more 

health financing source[13].  
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Table 1. Relations of health financing by schemes and by revenues 

Health financing by schemes Health financing by revenues 

Government schemes  Internal transfer and grants 

 Transfer distributed by government from 

foreign origin 

 Other transfer from government domestic 

revenue 

 Unspecific other domestic revenue 

Social health insurance schemes  Internal transfer and grants 

 Transfer by government on behalf of 

specific groups 

 Social insurance contribution 

Voluntary health insurance 

schemes 

 Voluntary prepayment from households and 

employers 

Non-profit organization 

financing schemes 

 Other transfer from government domestic 

revenue 

 Other revenues from households 

 Other revenues from corporations 

 Other revenues from non-profit 

organization 

 Direct foreign transfer 

Enterprise financing schemes  Other revenues from corporations 

Household OOP schemes  Other revenues from households 

Rest of the world  Transfer distributed by government from 

foreign origin 

 Direct foreign transfer 
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Describing trend of Indonesia’s health financing  

A time trend analysis using MS. Excel was used to describe trend of health 

financing by schemes and by revenue in Indonesia prior to and after the 

implementation of the JKN-KIS program. The expenditures of each component of 

health financing by schemes and by revenues are calculated in each year from 2000 

to 2016.  

Projection of Indonesia’s health financing  

The projection of Indonesia‘s health financing was obtained using time trends of 

health financing by schemes only. This is because health financing by schemes is the 

key and these make up the structural components of the health financing system. 

There have been no political interventions that directly affect health financing by 

schemes, although health financing by revenues depends on political decisions.  

The time trend of four components of health financing by schemes were 

extended using linear extrapolation through 2030, i.e., the year set by the SDGs‘ 

agenda. Considering the year of JKN-KIS implementation in 2014 and the data 

available until 2017, the observed years for the extrapolation were 2014 through 

2016. Notably, the observed years for the proportion of GDP of Indonesia are 

extrapolated from 2000 through 2016 since there have not been relevant policy 

changes for defining Indonesia's GDP during this period. 

Assessment of Indonesia’s health financing towards UHC 

For the initial assessment the proportions of the three components of health 

financing by schemes, (1) household OOP schemes; (2) voluntary healthcare 

payments schemes; and (3) the government schemes and compulsory contributory 

healthcare financing schemes, were calculated for each year. These proportions were 

obtained by dividing their yearly amount by total expenditures of health financing 

schemes in the pertaining year. Total yearly expenditures of health financing 

through the various schemes is obtained by accumulating all expenditures of health 

financing. Finally, the initial targets of UHC by WHO SDGs were used to assess 

Indonesia‘s progress towards sustainable health financing. 
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Results 

Trend of Indonesia’s health financing  

Indonesia‘s health financing by schemes 

Figure 1 shows trend of health financing by schemes between 2000 and 2016 in 

Indonesia. Overall, it can be clearly seen that expenditures of all components on 

health financing by schemes increased every year. Household OOP schemes 

dominated the health financing by schemes during seventeen years. This scheme 

reached a peak, with $15.021 billion, in 2011, which was the period before the 

implementation of the JKN-KIS. Expenditure on social health insurance schemes 

doubled, amounting to $3.955 billion in 2014, in the first year of JKN-KIS 

implementation. Then this figure continued to increase and reached a peak in 2016, 

with $5.378 billion. Expenditure of enterprise financing schemes was higher than 

two other voluntary healthcare payment schemes. Expenditures within of the ‗rest of 

the world‘ financing schemes or non-residents was the smallest and only found 

between 2000 and 2006. These expenditures were not on record afterward.  

Figure 1. Trend of Indonesia’s health financing by schemes between 2000 and 

2016 
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Indonesia‘s health financing by revenue 

Figure 2 shows the trend of health financing by revenues between 2000 and 2016 in 

Indonesia. Overall, it can be clearly seen that domestic revenues from household 

dominated the health financing of Indonesia during the seventeen years. Internal 

transfer and grants were the second highest revenue of health financing in all 

periods. After the implementation of the JKN-KIS, this revenue increased 

consistently and reached a peak, with $8.1 billion in 2016. In contrast, revenues 

from corporations and NPISH consistently decreased during the JKN-KIS 

implementation. Interestingly, revenues from social insurance increased 

significantly in the beginning of the JKN-KIS implementation from $2.2 billion in 

2013 to $3.7 billion in 2014, however, in the next two years this revenue decreased. 

There were three revenues of health financing contributing only in 2015 and 2016. 

They were revenues from (1) government transfer on behalf of specific group; (2) 

government transfer from other domestic; and (3) unspecific domestic revenue.  

Figure 2. Trend of Indonesia’s health financing by revenues between 2000 and 

2016 
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Projection of Indonesia’s health financing  

Figure 3 illustrates the projection of Indonesia‘s health financing schemes up to 

2030. Overall, expenditure of health financing schemes in Indonesia will increase 

from US $3.5 billion in 2000 to US $43.4 billion in 2030. Between 2000 and 2014 

the health financing schemes have been dominated by the household OOP scheme, 

which will change drastically. In 2015, household OOP schemes contributed equally 

to government and compulsory contributory healthcare financing schemes. In the 

following years until 2030, expenditure of government and compulsory contributory 

healthcare financing schemes are predicted to take over the dominance of health 

financing schemes in Indonesia.  

Figure 3. Projection of health financing by schemes in Indonesia up to 2030 

 

Assessment of Indonesia’s health financing toward UHC  

The final purpose of this study was to evaluate the progress of health financing of 

Indonesia towards achieving UHC. Figure 4 shows the proportion of health 

financing by schemes in Indonesia between 2000 and 2030. It can be clearly seen 

that the proportion of household OOP schemes has been decreasing after the 

implementation of the JKN-KIS. This proportion is predicted to fall below 20% by 

2024 and will be 9% in 2030. Proportion of voluntary healthcare payment schemes 
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also decreased after the implementation of the JKN-KIS and the proportion will drop 

to 10 % by 2020. The proportion of government schemes and compulsory 

contributory healthcare financing schemes showed a positive trend after the 

implementation of the JKN-KIS. The proportion is projected to continuously 

increase and will reach 81% by 2030. Nevertheless, although this has a positive 

trend, as seen in figure 5, this proportion will not reach and still remains far below 

4% of GDP by 2030. 

Figure 4. Proportion of health financing by schemes in Indonesia between 2000 

and 2030 

 

Figure 5. Proportion of health financing with the Indonesian GDP between 

2000 and 2030  
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Discussion 

We set out this study with the aim of assessing Indonesia‘s health financing 

progress. Interestingly, in the results we found that the targets for achieving UHC by 

2020 will not be attained. The target for reducing household OOP schemes below 20 

% will probably be reached by 2024. The target for reducing voluntary healthcare 

payment at 10% may be achieved by 2021. Importantly, these first two targets may 

still be achieved well before the SDGs in 2030. However, the government schemes 

and compulsory contributory health financing schemes will most likely fall 

considerably below 4% of GDP by 2020. This last target will remain a challenge for 

Indonesia to achieve by 2030.  

Prior to the implementation of the JKN-KIS (between 2000 and 2013), we 

found that OOP schemes and revenues from household dominated Indonesia‘s 

health financing. A previous study, 14 observing health financing of Indonesia in the 

perspective of revenues found similar results. These results are consistent with the 

WHO report 15 which found OOP to dominate health expenditure in low-middle-

income countries. It would appear that financial protection for health in Indonesia 

was low before the implementation of the JKN-KIS. One of the problems that is 

ensuing from this issue, is that OOP for healthcare can cause individuals and 

communities to go bankrupt and pushing them into poverty[16,17]. 

An interesting finding in this study is that after the implementation of the 

JKN-KIS in 2014 expenditure of social health insurance schemes increased quite 

significantly from $2.0 billion (8,52% of THE) in 2013 to US $4.0 billion (14,25% 

of THE) by 2014. In the same period, the trend of OOP schemes by household 

decreased to US$ 1.5 billion (7% of THE). Both trends mark important changes in 

health financing in Indonesia. These results indicate that the JKN-KIS has the 

intended impact of health financing in Indonesia since the JKN-KIS reduced 

household OOP schemes at the expense of increased social health insurance 

schemes. Other high and middle income countries that have achieved UHC, such as 

the Netherlands, the United Kingdom, and Thailand, have shown that the OOP by 

household decrease at the expensed of increased social health insurances[3].  
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Surprisingly, we noted that the expenditures of social health insurance 

schemes are not equal with their 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 balancing between expenditure and sources of social health 

insurances. This is corroborated by the evidence from several newspapers[18-20] 

broadcasting that BPJS-Kesehatan was experiencing deficits since the first year of 

implementation up to now. Based on the BPJS-Kesehatan report, the accumulation 

of deficit of the JKN-KIS up to December 2018 was US $2.5 billion[21]. Our review 

found that there are four main possible causes. Firstly, the use of social health 

insurance benefits doubled compare to the era before the JKN-KIS[22-24]. 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, a method used to 

calculate the social health insurance contributions[25-27]. Thirdly, premium 

collectability is not 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 register when becoming ill 

and stop paying the contribution after treatment has been obtained [28,29]. Fourthly, 

JKN-KIS expenditures are dominated by disorders requiring long-term and even 

lifetime use of medications[14,21,30-32]. 

It is important to note that the expenditure of government and compulsory 

contributory health financing schemes are predicted to increase by 2.5 times in 2030 

compared to 2014. Hence, the deficit of the JKN-KIS should be addressed soon to 

stabilize revenue and ensure financial sustainability of the JKN-KIS. This will be a 

new challenge for the Indonesian government, but, if managed to do so, the goal for 

achieving UHC could be maintained. Several countries heading towards UHC, such 

as Korea and Taiwan, experienced similar deficits in the initial period of 

implementing UHC. Government subsidies for health and raising premium rates 

periodically are the policies used to address these deficits[33-39]. The Indonesian 

government might also consider applying these policies since under the Indonesian 

Social Security Law[40] the government was mandated to finance any deficit and 
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revise the premium tariff every two years. Moreover, premium of BPJS-Kesehtan 

has not been revised since 2016[27,41].  

Strengths of this study are that the SHA 2011 revised edition framework 

allowed for this study to investigate health financing in Indonesia in a more 

comprehensive way by looking from the perspective of financing schemes and 

revenues. Investigating health financing using frameworks described by SHA 2011 

revised edition is the new approach not only useful for Indonesia. Many countries 

also, particularly southeast Asian and low middle-income countries have also 

reported their health financing not to be in line with SHA 2011 revised edition 

framework. Health financing by schemes could help for the assessment of universal 

health coverage assessment. Whereas, revenues of health financing schemes could 

provide better understanding to facilitate the policy makers to arrange the allocation 

of health funding. Therefore, this research will provide information to the 

government to develop or revise appropriate policies to improve the health financing 

system in Indonesia and to achieve UHC. 

However, the results of this study should be considered in the context of 

possible limitations. In this study, the projections of Indonesia‘s health financing is 

extrapolated up to 2030. There will clearly be opportunities for new and revised 

policies within a 10-year period towards the target SDGs. Revised policies could 

obviously have an impact on the projected results. The current results assume that 

policy and intentions to fund will not change in the next decade. In addition, we 

assumed linear extrapolation to be predictive of the future trend of healthcare 

financing. Furthermore, the observed years used for extrapolation was only three 

years (2014, 2015, and 2016) since up to now data on health financing in Indonesia 

after implementation of the JKN-KIS was only available on these years. 

Additionally, our projection did not consider ageing population which might cause 

changes in expenditure patterns. All these limitations could cause our predictions on 

healthcare financing to diverge from the actual expenditure. However, it is likely 

that the trend will remain positive, and the predictions are a first indication for 

policy makers in Indonesia.  
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Conclusions 

JKN-KIS is contributing to achieve UHC in Indonesia according to the WHO 

targets. Firstly, the target for reducing household OOP payments below 20% will not 

be achieved by 2020. It might be achieved by 2024. Secondly, the target for 

reducing voluntary healthcare payment at 10% will probably be achieved by 2021. 

These two targets are still well before 2030 SDGs. Notably, the government 

schemes expenditure as 4% share of GDP remains a challenging target for achieving 

until 2030 SDGs.  
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