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1.1 SDGs: Affordable Dream?

e SDGs: 17 Goals & 169 Targets
 Goal 3: Good Health and Well-Being & 9 Targets

1.
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Maternal mortality

Neonatal mortality

End of communicable disease

Premature mortality from non-communicable disease
Preventing of substance abuse

Global deaths and injures from road traffic accident
Universal access to reproductive health care services
Universal Health Coverage

Deaths and illness from hazardous chemicals
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1.2 Universal Health Coverage: Definition

e ——

Figure 1. Three vways of moving tovrards universal coverage

Total health expenditure
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Breadth: who is insured? are covered?

Source: WYWHO, 2003

WHO defined that Universal health coverage (UHC) means that all people and communities can use the
promotive, preventive, curative, rehabilitative and palliative health services they need, of sufficient quality

to be effective, while also ensuring that the use of these services does not expose the user to financial
hardship.
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1.3 A Long Journey to
Jaminan Kesehatan Nasional (JKN)

JAMKESMAS
(Ministry of Health)
Pool d vulnerable
?’?TAESSIL(E"; cecgle' r?:cm‘;Sair?:asis)
Regulation: ASKES JPS Health (GOI)  ( ) 2008

(PT. ASKES) Poor People Poor and near
poor people
Extended to civil servants, ]998
retired civil servants, retired
military personnel, and their
family members

1992

Jaminan Kesehatan Nasiona

) 1January 2014

- Social Security Law No. 40 Year 2004
- Social Security Agency No. 24 Year 2011

Agency for Healthcare ]994 2004

funds (GOI)

Pn*.'ateltzcgrr::ri sector 2005 20“

JAMPERSAL
1964 1984 2001 JAg:vEeSn?rﬁ étf)ca' (Ministry of Health)
PKPKS (GOI) Bk P:,:‘Or pﬂregﬁna.m ':‘co’nan :
Health Card Program Poor peaple as Toerpene A e
mpensati f fi
(GOl) compen mcor:aose uel price 2009
Poor people o
ASKESOS (Ministry
; of Social Affairs)
Perum Husada Bakti
formal Work:
(State owned company) el e
Civil servant
ASABRI _Member Contribution:
(Perum ASABRI under
supervision of Ministry of “
Foundation of Social Defense)

worker

& e ® e AL o) P

orkers (GO|) Military Personel " = % @

Private formal sector & ) T Sosed -. . %
—_— Ak

Low Income (ex-Jamkesmas)

Non-Contributing Members
' “' PBI

Workers in the formal Sector
(ex-ASKES, ASABRI, JPK-
JAMSOSTEK)

Wage Recipents

“Missing middle” (neither poor
nor employed in the formal
economy)

Non- Wage Recipents

Retires & Veterans
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1.4 Approach to Achieving UHC

o : 1. Faster
For all rest of families paid by 2. Less Sustainable (strong
....................................................................... government (general) tax taxation)
_THEINITIAL PHASE | ik > ermaEEter
¢~ Focusing on low & vulnerable sl il
- goods paid by government
" el R R e

Workers in formal sector by ___CONTRIBUTORY

[ ] ContribUtion ...................................................................

For non-poor and non 1.Slower
vulnerable families have to 2 .More Sustainable
. — contribute — 3.Costly Collection
A he Case: Philippi Ind [
ﬂ ”h ase: ippines, indonesia
Ak
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1.5 Briefly Overview of JKN System

DAN BISNIS

Contributions

. 1) Non-contributing Paid by the government Rp.19,225/person/month
Key features Of J K N = f Members (PBI) (treatment class 3)

Presidential Decree no.111/2013, Article No. 16A

residents (including
foreig ner IiVi ng at — S::::;’Selspfrg‘aé_ei:j:xients' chlldren, 1% from salary of wage-recipient

Presidential Decree no.111/2013, Article No. 16H Clause 2

Presidential Decree no.111/2013, Article No. 16C

[ ) 1 1 Civil Servants, National Armed Forces,
A Slngle carrier Of B PJ S | Indonesian Police, High Ranking | 5% from salary: 3% from employer; 2% from JKN
" Government Officers, Non-Civil Servant member
Kesehata n o Government Officers
'E ) Presidential Decree no.111/2013, Article No. 168
o i) Wage- -
° b= | recipients | | | State-Owned Enterprises, Local 4% from employer, 0.5% by BPJS member (before
ComPUIsory for a" I i Government Enterprises, Self- { June 2014); 5% from employer, 1% by JKN member
§ employed (after June 2014)
wv
x
@

minimum 6 months) to
register in JKN

° Contri bution System Presidential Decree no.111/2013, Article No. 16F
a. Retired civil servant 0 3 g g te- 20
2 d 5% from basic pension and family benefits: 3% from
o - — b. d I d :
Self-enrolled for Informal b et s || ovemment; 2% from reties
Sectors :Ir)ldRetlreeS = Presidential Decree n0.111/2013, Article No. 16G Clause No. 1,2
Veterans Indonesian Freedom Pioneers, | 5% from government (45% Civil Servant Basic Salary

i Com prEhenSi\Ie paCkage widows, widowers Class 3)

Presidential Decree no.111/2013, Article No. 16G Clause No. 4

* Referral system Note: Any additional family members such as parents and parentsin law may be
registered with a contribution rate of 1 per cent per person per month.
Source: Authors compilation

2/2/17
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é | e The membership
= o growth of informal
60.00 sector is 30.78%/
. month > moral hazard
- I e e The membership
I growth of this group
2000 is continuously
0 slowing down from
6.55% /month (2015)
* 3000 then 2.17% /month
) (2016).
20.00
* 34% is still uncovered
» by BPJS Kesehatan
10.00 (mostly informal
20 sector

0 0.00
2006 2007 2008 2009 2010 2012 2013 14-Jan 14-Apr 14-Jul 14-Nov 15-Jan 15-Jun 15-Sep 15-Dec 16-Jan 16-Apr 16-Jul 16-Nov

N Subsidized Group (PBI) HEEE Formal Worker (PPU) B8 Informal Worker (PBPU) [l Non Worker (BP) Bl Ex-JAMKESDA e====|nsyrance Coverage
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1.7 The Missing Middle Problem: The Current NHI System

PBI-Ex-Jamkesda) Payroll System)

0 Low Income Group High Income
g Group

0

3

U Subsidized by Formal Sector
5 | Government (PBI Employment
+ | Ex-Jamkesmas & (Contribution-
a

o

a

Income Level

Source: Author

Insurance Ownership by Income Level

45,000,000
42,014,394 42,271,050

40,000,000

37,335,125

36,382,015

35,000,000

30,000,000
27,083,222

25,000,000

20,000,000

14,917,657

15,000,000
11,098,550

10,000,000

5,000,000

Low Middle High

& Subsidized % Uninsured © Contribution

Source: Author Calculation based on Susenas 2014
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EXPANDING COVERAGE IN THE PRESENCE
OF INFORMALITY

+a~ 1. Before Joining JKN: How to mandate

~m 2. After joining JKN: How to Sustain the Payment
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= 2.1 Responses of Non-Poor working in informal Sector to the New JKN Eas

FAKULTAS

System (Survey in April 2014) SR

v

Had already saved Reasons not Join JKN yet but Want to Join
some money JKN

for health necessity
2%

Dartanto et al. (2016) shows that
Willingness to Pay (join) of workers in
informal sector to JKN (econometric

SonokHow estimations):
about health
hea}-t};,ei:::::,:e e i"s“’i‘“ce * Necessary condition - increased
39% availability of health services

larger than the benefit
of insurance

6%  Sufficient condition 2 improving

insurance literacy

Do not know how * Income do not the main obstacle

to register
19% * High risks people tends to join JKN

Source: Dartanto et al. (2016)

2/2/17 11
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Total Member (person)

Utilized Member
(person)

Utilization Rate (%)

Av. Premium (IDR/
Capita/Month)

Av. Medical Cost (IDR/
Capita/Month)

Avarage Claim Ratio (%)

INDONESIA

2.2 Utilization and Claim Ratio by Types of Membership -~
Deficit of BPJS
Formal Sect Self-Enrolled Kesehatan:
(Gzzi;:;zrﬂesal:g;g;)* ormal Sectors Member (Informal Total Member e 2014:
sl IDR 3.1T ($235M)
87,828,613 23,456,697 13,882,595 132,354,398 e 2015:
IDR 5.8T ($440M)
3,608,629 4,492,821 4,510,874 12,612,324
« 2016 projected
4.11 19.15 32.49 9.53 IDR 6.8T ($515M)
18,668 62,349 11,318 25,638 o« 2017 projected
8,813 72,629 73,036 26,859 IDR 8.6T ($660M)
47.21 116.49 645.32 104.76

Source: BPJS Kesehatan Desember 2014 in ADB-LPEM Report 2015
Note: the utilization rate and average claim ratio of Poor and Near Poor are the lowest due to (possibility) lack of access

2/2/17Su
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Maluku

BALI

D IYOGYAKARTA
South Sumatera
Papua

OKI JAKARTA

Aceh

West Java

North Sumatera
West Sumatera
East Java

Central Java
Gorontalo

Riau

South Sulawes|
Lampung

West Sulawes|
East Nusa Tenggara
East Kalimantan
North Sulawes)
Bangka Belitung
Central Kalimantan
West Kalimantan
Riau Island
BANTEN

West Nusa Tenggara
Jambl

Bengkulu

Central Sulawesi
Southeast Sulawesl
North Maluku
South Kalimantan

West Papua

2.3 Integrating Jamkesda into JKN System (2014-2015)

KULTAS
EKONOMI
DAN BISNIS

v

SNGs having established JAMKESDA tend not to integrate their system into
JKN (probable losing political credit and control)

500,000

DKI Jakarta and Aceh integrate their
Jamkesda into JKN since 2014

Some other SNGs start to integrate to their system into
JKN ——>13 Provincial JAMKESDA managed by PT

ASKES

Some SNG reluctant to join JKN due to expensive
premium compared to their own system =20 Provincial

JAMKESDA managed by their own system.

1,000,000

1,500,000

2,000,000

2,500,000

3,000,000

3,500,000

2015

2014

Source: Author’s compilation based
on BPJS Kesehatan database
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Fiscal Cost and Fiscal Space for Financing UHC
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3.1 Fiscal Burden for Realizing UHC 5';

v

Fiscal Burden:
Central
Government

Fiscal
Incentive

Fiscal Need

Improving supply
side (health
services)

Incentive to non-
poor informal sector
to join BPJS Health

J

15
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3.2 Calculating Fiscal Risk (Deficit) of BPJS Kesehatan

4

Claim Ratio
(Revenue/

Revenue from Cost)

Contribution
Health Care (JKN Member
‘ Costs (# x Average
Cases of Cases x JKN Premium)

Health Care Member) +
Utilization (Utilization Capitation
Rate of Health Rate x JKN
Projection of Care (In & Member)

JKN Member Outpatient)

2/2/17 16



3.3 Projection of JKN Coverage

100

Source: Author'i calculation 2014 2015 2016 2017 2018 2019 2020 2021 2022 2023 2024 2025 2026 2027 2028 2029 2030

o Coverage of JKN (Optimistic Schenario)
KN Member {Pesimistic)
e XN Member {Optimistic)

w=population Projection (BPS)
v KN Member (BAU)

- 100.00

In%

© 40.00

©0.00




, % |”"EMFEBUI 3.4 Estimated for Fiscal Needs for Premium Subsidy (PBIl) and BPJS ®

Source:
Author’s

calculation

2/2/17

Kesehatan (Bailout) SR
" ooe . PBI’'s subsidy covers 40% of the lowest income group |
* Increasing BPJS Kesehatan’s Deficit (optimistic
scenario of having cost controlling)
oo 3 Fiscal cost in 2030 equals to USD 8.5 Billion
80.00
60.00
40.00
20.00
. 2014 2015 2016 2017 2018 2019 2020 2021 2022 2023 2024 2025 2026 2027 2028 2029 2030
® Fiscal Cost for PBI's Subsidy in IDR Trilion ® Total Deficit {including operational costs) in 1DR Trillion 18
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Morbidity (Health Care Utilization) and Deficit (Fiscal Cost)

S i
20,000

Improving premium’s

collectability 70,000

especially on self-

enrolled member > 60,000

reduce fiscal cost $5.24B

from IDR 69.2T - 50,000
IDR 45.7T el

40,000
Improving (better $ 3.46B
health condition) A,
Health Care
Utilization > 52.448B
significantly reduce
fiscal cost from IDR S
69.2T - IDR 32.2T

2014 2015 2016 2017 2018 2019 2020 2021 2022 2023 2024 2025 2026 2027 2028 2029 2030

Sim 4 (Reducing of Health Care Utilization} in IDR Billlion ® Sim 3 (Cost Controling of Health Care) in IDR Billlion

Sim 2 (improving Collection) in IDR Billion Sim 1 [Baseline) in IDR 8illion
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V
150
140
0 Q 137.87
o ®
130
Q 0 A A A A 128.09
120 éAéEuuuuguammo
8% U\)UU\)\)UUU\)mgg
110
0 Reason for high claim ratio:
- U e Premium set below the actuarial calculation
 Low collection on revenue
Source:
2013 2015 2017 2019 2021 2023 2025 2027 2029 2031 Author S
A , | - , , _ calculation
@ Sim 1 Claim Ratio_Baseline KSim 2 Claim Ratio_Improving Collection
A Sim 3 Claim Ratio_Cost Controling of Health Care “@Sim 4 Claim Ratio_Reducing of Health Care Utilization 20
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3.7 Financing for UHC

40.0
35.0 1

30.0 1

20.0

19.7

a8

50 7

— : e , o e 4.5
4.3 a— ' I

1.9
2014 2015 2016 2017 2018 2019 2020 2021 2022 2023 2024 2025 2026 2027 2028 2029 2030

0.0

s Rato of UHC's Fiscal Cost/Iincome Tax s Ratio of UHC's Fiscal Cost/Value Added Tax

== Ratio of UHC's Fiscal Cost/Excise Tax s Ratio of UHC's Fiscal Cost/Government Expenditure

2/2/17
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Cost of UHC is
increasing over year.

Cost of UHC would be
almost double within 10
years from 1.9% (2014)
of Gov. Exp. to 4.5%
(2030)*

Significant efforts on
improving collectability,
cost controlling and
reducing morbidity would
reduce the cost of UHC.

Note:* Gov. Exp. not included
Gov. Transfer to Local
Government

Source: Author’s calculation

21
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Fully subsidy for
expanding the coverage
of informal sector would
increase the fiscal cost of
UHC.

With the fully subsidy of

informal sector then cost
would be 15.1% of VAT

Revenue

Note: Gov. Exp. not included
transfer to local government.

Source: Author’s calculation

2/2/17

50.0

450

40.0

35.0 1

30.0 1

25.0

20.0 1

150 ¢

10.0

5.0

0.0

MU 3 g Financing for UHC with Fully Subsidy for Informal Sector™

FAKULTAS

206
5.9 ; "
| e S - i s 5.7
75 — i . s { 3
o — —y i)
45
™ 2.0
2014 2015 2016 2017 2018 2019 2020 2021 2022 2023 2024 2025 2026 2027 2028 2029 2030
s Rrato of UHC's Fiscal Cost/Income Tax s Ratio of UHC's Fiscal Cost/Value Added Tax
=R atio of UHC's Fiscal Cost/Excise Tax wawesRatio of UHC's Fiscal Cost/Government Expenditure
22
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Pros

Cons

Target for
the 2019
UHC

2/2/17

4.1 Way Forward: Informality and Financing UHC ;?é

Business as
Usual

e Contribution
based

e Less cost for
Central
Government

* Missing
middle
problem

e Low
coverage

Difficult to
Achieve in 2019

Fully Subsidy for
the Informal (the
General Taxation)

e Easy to
implementation
* Political support

* Burdening
Central
Government
Budget

» Sustainability
Issue

* [Informalization

Guarantee
Accomplished in

2019

DAN RISNIS

Earmarking of Incentive for Local Government [l
Tobacco Excise Informal Sector | Involvement
Tax to join JKN
 Easy to e Cost sharing e Cost sharing
implementation between between Central
e Political individual and and Sub
support Government National
Governments
(SNGs)
o Sustainability of ¢ Incentive may < Regulation
Tobacco Excise not work issues
Tax for * Burdening SNGs
Financing UHC Budget
(Tobacco Tax
should
decrease)
Probable Accomplished Possibility to
Accomplished in more than 2019 accomplished in
2019 2019

Source: Author’s calculation 23
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4.2 Concluding Remarks

INDONE

* With the current path (without any massive intervention), UHC is
difficult in 2019, but possible in 2030.

e Cost of achieving UHC is gradually increasing over time (double within
15 years) - possible burden for the government budget in the future.

* Covering all of those in informal sector to join JKN (for UHC) via fully
subsidy of premium would be very costly for the government budget and
create the possibility of “informalization” of formal sector.

e How to reduce cost of UHC: improving collection rate and cost
controlling of health services, but promoting healthy behavior (reducing
morbidity = role of public health) would be the most effective way.

 Accomplishing 1 target of 169 targets is cost around 4.5-5.7% of central
government budget in 2030 (0.5% of GDP), every government should
carefully assess their financing need (priority) for SDGs.
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Thank You Very Much For Your Attention

the Poverty and Social Protection Research Group
LPEM FEB Ul

Contact
teguh@lpem-feui.org
teguh.dartanto@ui.ac.id

Do not quote any part of this material without author’s permission
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Note: Assumptions of Fiscal Calculation

Population growth follows the BPS projection

JKN Member Optimistic Scenario: FY2014-16(BPJS report), FY2017(12.75%),
FY2018(13.75%), FY2019(15.50%), FY2020-21(2%), FY2022-23(1.75%),
FY2024-25(1.5%), FY2026-30(99.5% of Population)

Average Premium Contribution: FY2014-15 SBPJS Reporte, FY2016-20 (5%
every year), FY2021-22 (4% every two years) FY2021-22 (4% & 3% /year),
FY2023-30 (2% /year).

Average treatment costs:

— Inpatient: FY2014(BPJS Report), FY2015(2%), FY2016-2019(1%), FY2020-2030(2%)
— OQOutpatient: FY2014(BPJS Report), FY2015(5%) FY2016-30(3%)

— Capitation: FY2014(BPJS Report), FY2015-19(5%), FY2020(4%), FY2021-30(3%)

Average Utilization Rate of Outpatient and Inpatient: on average 4%/
year



