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Abstract.

The existence of Universal Health Coverage (UHC) implementation means that everyone in
Indonesia will have access to the health services they need, when and where they need it,
without financial hardship. It covers a wide range of essential health services, from health
promotion to prevention, treatment, rehabilitation and miscellaneous care. Many countries are
already making progress towards UHC, although the ubiquity of the global covid-19 pandemic
is impacting the availability of health systems' ability to provide undamaged healthcare. All
countries can take action to move more quickly towards UHC despite the setbacks caused by
the pandemic, or to maintain the gains they have made. Indonesia continues to strive to realize
Universal Health Coverage (UHC) through the implementation of the National Health
Insurance-Healthy Indonesia Card (JKN-KIS) program whose program has been implemented
by the government since 2014. Since the enactment of the policy on providing health services
for the community through the National Health Insurance and the Healthy Indonesia card
(JKN-KIS) by the Government, there have been more than 40 million people who have not been
registered as participants in the National Health Insurance-Healthy Indonesia Card (JKN-KIS)
program. This study uses a qualitative method by making a literature review with the aim of
making it affordable for those whose health has not been protected through JKN-KIS services.
As a recommendation in efforts to accelerate the achievement of UHC, the government must be
committed to reducing the level of inequality between provinces and regions as well as regions
in Indonesia, by building better health infrastructure and facilities, including a more even
distribution of health workers in provinces with a UHC service coverage index that is still low.
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I INTRODUCTION

The state gains authority and legitimacy from society to maintain harmony, protect private and
community rights and realize shared happiness or often call as bonum comune. In the practice of the state,
state administrators have an obligation to fulfill all basic human needs in accordance with the essence of a
complete human being, namely the entire human person consisting of body and soul. Aristotle stated about
the obligations of this state in his writings known as the Nicomachean Ethics[1]. The implementing universal
health coverage (UHC) for all Indonesians in the health sector, the state is the only foundation and hope for
the community during the covid-19 pandemic which has claimed many lives at this time. As the purpose of
the formation of the state, individuals and communities have the right to obtain security guarantees, safety of
life and property from natural threats and opponents who come from outside their community. In the modern
life system, the state must fully guarantee the rights to individual and community freedom of citizens (civil
society), the safety and security of property, as well as body and soul. These rights are known as basic rights
that are given, which in the context of the development of a modern state are then referred to as fundamental
rights or human rights[2][3]. Likewise, during the covid-19 pandemic that hit almost all countries in the
world today, health is a primary need for every individual and society. The state as the person in charge of
the safety of all its citizens is required to ensure and protect the health of the body and soul of all citizens and
residents in its territory. The government as the executor of the responsibilities, functions and duties of the
state in the implementation of public services must work hard to overcome the pandemic outbreak.

In the practice of living as a state in Indonesia, service facilities and financial support for the
fulfillment of guarantees for the implementation of public health are one of the responsibilities of the state in
realizing general welfare. As a means of supporting the fulfillment of public health, the Government has
established the National Social Security System-Healthy Indonesia Card (SJSN-KIS) with the Social
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Security Administering Body (BPJS), as the institution that manages the implementation of health insurance
and services for the community[4].The Social Security Administering Body (BPJS) was formed by the
Government, as a transformation of PT Askes (Persero). This started in 2004, when the Government issued
Law Number 40 of 2004 concerning the National Social Security System (SJSN). As a follow-up, in 2011,
the Government enacted Law Number 24 of 2011 concerning the Social Security Administering Body
(BPJS), and appointed PT Askes (Persero) as the organizer of the social security program in the health
sector, so that later PT Askes (Persero) changed its status to BPJS Health[5]. Through the National Health
Insurance Program-Healthy Indonesia Card (JKNKIS) organized by BPJS Kesehatan, the state is here to
ensure that all Indonesians are protected by comprehensive, fair and equitable health insurance. Since the
implementation of the policy for providing health services for the community through the National Health
Insurance and Healthy Indonesia Card (JKN-KIS) by the Government, it has been recorded that around 40
million people have not been registered as participants in the National Health Insurance-Healthy Indonesia
Card (JKN-KIS) program. That means, their health has not been protected through the JKN-KIS service.
Therefore, Universal Health Coverage (UHC) must be the goal of providing public health
services[6].Universal Health Coverage is a health insurance system that ensures that every citizen in the
population has equitable access to promotive, preventive, curative and rehabilitative health services, of good
quality at affordable costs.

UHC contains two core elements, namely: Access to fair and quality health services for every
citizen, and protection of financial risks when citizens use health services. The definition of UHC above is
the embodiment of three interrelated things, namely: 1). Equal access to health services, everyone in need
will get health services, not only for those who can afford it, 2). The quality of health services is good and
continues to increase for participants who receive services and 3). Ensure that the cost of health services used
does not make the community in financial / financial loss. The government as the executor of public health
services has an obligation to implement the goals of UHC, namely: access to comprehensive health services
for all citizens. In the Universal Health Coverage (UHC) system, the Government has the obligations,
responsibilities and duties of the government to realize the implementation of health services for the entire
community in a fair and equitable manner. Communities in all corners of the region have the same rights to
be able to access health care insurance by the state[7][8].WHO has agreed to achieve Universal Health
Coverage (UHC), which is an important issue for developed and developing countries today, so it is
important for a country to develop a health financing system with the aim of ensuring health for all people in
the world. This provision is important to ensure equitable access for all citizens, to preventive, promotive,
curative and rehabilitative health services at affordable costs[9]. Universal Health Coverage (UHC) is a
crucial issue in many countries, especially with the covid-19 pandemic which has brought disruption to
various sectors, one of which is the health insurance system. The most important key in realizing UHC is the
government's commitment to protect all residents through health insurance, including Foreign Citizens
(WNA) who work for a minimum of six months in Indonesia[10][11].

Currently JKN-KIS participants have reached 226.7 million people or about 83% of the total
population of Indonesia. In addition to government support through regulations that require all residents to
be registered in the JKN-KIS Program, BPJS Health is also proactively advocating for residents from various
segments to become JKN-KIS participants. Synergy between institutions is also strengthened to enforce
compliance, especially from the formal sector. In the Extending Social Health Protection in the Asia-Pacific
Region towards Universal Health Coverage[12]. In years, UHC means that everyone can access the quality
health services they need without financial difficulties. Based on this definition, the challenges faced by
various countries in the world today are how social health insurance can cover the entire population in a
country, how to ensure population access to social health insurance, and how to provide quality service
guarantees[13]. Another major challenge is how to maintain the sustainability of the health insurance
program. Poverty and social food challenges us to ascertain whether social health insurance covers all the
population. Affordable health insurance or government-funded health services, is very important to protect
the public. This issue is also a concern in the United Nations' 2030 agenda for Sustainable
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Development[14].Since 2004, the Indonesian government has been trying to establish a health insurance
system that covers all Indonesians. One of the efforts taken is to promote the JKN program which is
managed by BPJS. The achievement of UHC through the social insurance mechanism is so that health
financing can be controlled so that health financing guarantees are certain and continuously available which
in the end achieves social justice for all Indonesian people[15].

1. METHODS
This research is a literature study which is part of a qualitative research related to the research

subject. The research is descriptive of social phenomena in detail. Based on this research, the research
objective is to describe the development of health insurance and health services for UHC implementation in
Indonesia. The data collection technique used by researchers in collecting data and information is to take
secondary data whose information comes from the official website of the Ministry of Health of the Republic
of Indonesia, government regulations, and the internet data studies[16]. As well as other supporting data
obtained by in-depth interviews with experts to confirm the completeness of the policies or related data
involved in this research. The method used in this study with journals literature reviews, which aims to
describe the impact of the existence of UHC and JKN-KIS on insurance company in Indonesia. The data
collection technique used is to collect data and information, namely by secondary data collection techniques
where the information comes from internet, government officially websites, and also related scientific
journals[17].

1. RESULT AND DISCUSSION
In Indonesia, the philosophy and foundation of the state, Pancasila, especially the 5th precept,

recognizes the human rights of citizens to health. This right is also enshrined in the 1945 Indonesia
Constitution (UUD) article 28H and article 34. It is even clearer in Law N0.39/1999 which emphasizes that
everyone has the same rights in obtaining access to resources in the agricultural sector. health and obtain
health services that are safe, quality, and affordable[18]. On the other hand, everyone also has the obligation
to participate in the social health insurance program. The cost of dependents for health is very unpredictable
both in amount and when the cost is needed, therefore a guarantee in the form of health insurance is needed
where participants pay premiums at a fixed amount. The fixed premiums collected in mutual cooperation
will later be used to cover health costs for participants in need so that they do not burden individuals. To
ensure sustainability related to efforts to guarantee and protect all citizens, participation is mandatory for all
Indonesian citizens[19].
3.1 Definition of JKN in Indonesia
The National Health Insurance or commonly abbreviated as JKN is part of the National Social
Security System (SJSN) which is implemented using a mandatory health insurance mechanism or must be
followed by all Indonesian citizens to meet the basic needs of public health properly given to every citizen.
have paid premiums/contributions or for residents who cannot afford the premiums will be paid by the
Government. There are at least 5 components in SISN[20], including:
a. Health insurance
b. Accident insurance
c. Pension plan
d. Pension guarantee
e. Life insurance
3.2 Definition of BPJS
BPJS is an acronym for Social Security Administering Body. If we look closely at the name, we will
immediately understand that BPJS is an entity[21][22]. BPJS is a legal entity or company that is responsible
for administering social security. Most people will immediately associate BPJS with health services or
hospitals. However, as explained in Law No. 24 of 2011 concerning BJPS, there are two types of BPJS,
namely BPJS Health and BPJS Employment. As a company BPJS health comes from the ASKES company
structure, while BPJS Employment comes from Jamsostek, Taspen, and Asabri which are merged. If BPJS
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Kesehatan has changed its name and started operating on January 1, 2014, BPJS for Employment will only
be fully operational from July 1, 2015. BPJS Health membership consists of two groups, namely the able and
the poor[23]. The able-bodied group will pay the premium according to what is determined every month and
for the poor group the premium will be paid by the state and is called the Contribution Assistance Recipient
(PBI).

3.3 Definition of KIS

KIS or Healthy Indonesia Card is an identity card for BPJS Health membership. There are still many
who think that KIS is only intended for poor people so that they can access health services for free. But
actually, since March 1 2015, all Indonesian citizens will have a KIS as a form of identity for BPJS Health
membership[4][24]. It's easier like this, JKN is the name of the program, BPJS is the name that organizes the
program and KIS is the name of the membership card.
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Fig 1. The Three Dimensions of WHO UHC Cube.
Abbreviations: WHO, World Health Organization; Universal Health Coverage

Through the provisions of the Articles above Law No. 24 of 2011 concerning the Social Security
Administering Body indirectly, it does not provide a choice for consumers to choose the insurance product
they want. When compared with the provisions of Article 14 to Article 17 of Law No. 24 of 2011 concerning
Social Security Administering Bodies, this law is imperative (coercive) without giving consumers a choice, it
is feared that this will have an impact on the abuse of the dominant position as regulated in Article 25 of Law
No. 5 of 1999 concerning Prohibition of Monopolistic Practices and Unfair Business Competition due to the
granting of monopoly rights granted by the government to BPJS. In the future, the products of private
insurance companies will still be in demand by the public. What's more, the products offered are of a higher
grade than BPJS health, the existence of BPJS health is not a concern for private insurance companies in
Indonesia.

3.4 Definition of Universal Health Insurance Coverage (UHC)

The term universal coverage comes from WHO (World Health Organization), more precisely
universal health coverage. Universal coverage can be interpreted as comprehensive coverage. The term is
actually a continuation of the previous jargon, namely health for all. WHO formulates three dimensions in
achieving universal coverage which are depicted by cubes (Figurel). The three dimensions of universal
coverage according to WHO are (1) how large the percentage of the population is guaranteed; (2) how
complete is the guaranteed service, and (3) how big is the proportion of direct costs that are still borne by the
population. The first dimension is the guaranteed population. The second dimension is guaranteed health
services, for example whether only services in hospitals or including outpatient services. The third dimension
is the proportion of guaranteed health costs. The more funds available, the more people are served, the more
comprehensive the service package and the smaller the proportion of costs that must be borne by the
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population[7]

The limited allocation or collection of funds affects whether or not the guaranteed services are
comprehensive and the proportion of guaranteed medical/care costs. The UK for example guarantees
comprehensive health services, including organ transplantation, for the entire population (not just citizens,
but residents legally living in the UK). Malaysia guarantees that all its residents receive treatment and
treatment in hospitals, only that resident have to pay 3 RM (approximately Rp. 9,000) per day of treatment.
Thailand has guaranteed its entire population (dimension 1), for all diseases (dimension Il) at no cost to the
population (dimension I11) and services are provided in public health facilities as well as in private health
facilities[25].

The achievement of universal coverage with these three dimensions varies between countries,
depending on the political will and financial capacity of the country concerned. The richer a country is, the
more capable it is of guaranteeing the entire population to all health services[26]. The period of time required
to achieve universal coverage through social health insurance also varies from country to country. Austria,
for example, achieved universal coverage within 79 years of the first law on health insurance. Belgium
achieved universal coverage in 118 years, Costa Rica (20 years), Germany (127 years), Japan (36 years),
South Korea (26 years) and Luxembourg (72 years).

The speed at which universal coverage is achieved through social health insurance is influenced by
several factors. There are five factors that affect the speed at which a country can achieve universal coverage.
First, the income level of the population. The higher the income level of the population, the higher the ability
of the population and employers to pay contributions (premiums). The more stable the economic growth, the
higher the capacity of the country to provide social health insurance. Second, the economic structure of the
country is mainly related to the large proportion of the formal and informal sectors[15][27].

The economies of developing countries are generally still dependent on the agricultural, trade and
service sectors, most of which are informal workers. This condition makes it difficult to collect contributions
because workers do not receive formal salaries. Third, the distribution of the country's population. The wide
distribution of the population to various regions results in higher administrative costs than if the population is
concentrated in certain areas. Managing social health insurance in urban areas with a high population density
tends to be easier than if managing it in rural areas where the population is widely spread to outlying areas
that are difficult to reach. Fourth, the state's ability to manage social health insurance. The implementation of
health insurance requires adequate skilled resources.

Therefore, the implementation of social health insurance must be supported by skilled workers who
understand various aspects of the implementation of health insurance. Fifth, the level of social solidarity in
society. This level of solidarity is necessary because the social health insurance system is built on the
principle of gotong royong, namely the rich help the poor, the healthy help the sick, the productive help the
unproductive or unproductive[28]. These five factors need to be considered by the government in making
guidelines and rules (stewardship) in achieving universal health coverage through social health insurance.

3.5 Relationship to Universal Health Coverage

UHC stands for Universal Health Coverage or after being translated by the Indonesian Ministry of
Health in the 2015-2019 Indonesia Ministry of Health (MOH) Strategic Plan to become “Universal Health
Insurance” and has been implemented in Indonesia since the JKN program was implemented in January
2014. In general, UHC is a health system that ensures every citizen has fair access to quality promotive,
preventive, curative and rehabilitative health services at affordable costs[19]. There are two core elements in
UHC, namely access to fair and quality health services for every citizen, and protection of financial risks
when residents use health services. By definition, there are three objectives of UHC, among others:

1. Equality in accessing health services, everyone will get the services they need, not only limited to
those who can pay for these services,

2. The quality of health services provided must be good enough so that the health conditions of service
recipients will get better,

3. The community is protected from financial risk, ensuring that the costs incurred will not have a
significant impact on the financial condition of the service recipients.
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Based on data obtained from the Indonesia BPJS Health website, December 2017, the number of
JKN participants had reached 187,982,949, which means that the number of Indonesian citizens who had
become JKN participants reached 72.9% of the total population in Indonesia. This means that there are still
27.1% that have not been registered as JKN participants, so that to achieve UHC's goals, in addition to
improving the quality of services in health services, it is also by expanding the coverage of participation by
ensuring that all Indonesian citizens become participants in the JKN program[29].

V. CONCLUSION

The data research that has been done it can be concluded that Universal Health Coverage can be
interpreted as comprehensive coverage. The term universal coverage comes from the World Health
Organization, more precisely universal health coverage, which means that all individuals and communities
receive the health services they need without experiencing financial difficulties. It covers the full spectrum of
essential and quality healthcare services, from health promotion to prevention, treatment, rehabilitation and
palliative care throughout the life course. The delivery of these services requires adequate and competent
health and care personnel with an optimal mix of skills at the facility, outreach and community levels, and
who are equitably distributed, adequately supported and enjoy decent work. The UHC strategy enables
everyone to access services that best match the causes of significant illness and death and ensures that the
quality of those services is good enough to improve the health of those who receive them[13].WHO
formulates three dimensions in achieving universal coverage which are depicted by cubes (Figurel). The
three dimensions of universal coverage according to WHO are (1) how large the percentage of the population
is guaranteed; (2) how complete is the guaranteed service, and (3) how big is the proportion of direct costs
that are still borne by the population. The first dimension is the guaranteed population. The second
dimension is guaranteed health services, for example whether only services in hospitals or including
outpatient services. The third dimension is the proportion of guaranteed health costs. The more funds
available, the more people are served, the more comprehensive the service package and the smaller the
proportion of costs that must be borne by the population. The limited allocation or collection of funds affects
the comprehensiveness of the guaranteed services and the proportion of guaranteed medical/care costs[17].
The achievement of universal coverage with these three dimensions varies between countries, depending on
the political will and financial capacity of the country concerned. The richer a country is, the more capable it
is of guaranteeing the entire population to all health services. The period of time required to achieve
universal coverage through social health insurance also varies from country to country. The speed with
which universal coverage is achieved through social health insurance is influenced by several factors. There
are five factors that affect the speed at which a country reaches universal coverage[30].

First, the income level of the population. The higher the income level of the population, the higher
the ability of the population and employers to pay contributions (premiums). The more stable the economic
growth, the higher the capacity of the country to provide social health insurance. Second, the economic
structure of the country is mainly related to the large proportion of the formal and informal sectors. The
economies of developing countries are generally still dependent on the agricultural, trade and service sectors,
most of which are informal workers. This condition makes it difficult to collect contributions because
workers do not receive formal salaries. Third, the distribution of the country's population. The wide
distribution of the population to various regions results in higher administrative costs than if the population is
concentrated in certain areas. Managing social health insurance in urban areas with a high population density
tends to be easier than if managing it in rural areas where the population is widely spread to outlying areas
that are difficult to reach[31].

Fourth, the state's ability to manage social health insurance. The implementation of health insurance
requires adequate skilled resources. Therefore, the implementation of social health insurance must be
supported by skilled workers who understand various aspects of the implementation of insurance health.
Fifth, the level of social solidarity in society. This level of solidarity is necessary because the social health
insurance system is built on the principle of “gotong royong”, namely the rich help the poor in Indonesia.
The concept of the healthy help the sick, the productive help the unproductive or unproductive. These five
factors need to be considered by the government in making guidelines and rules (stewardship) in achieving
universal health coverage through social health insurance (SHI).

There are some important notes that deserve attention and followed up in order to find a better
solution related to UHC in the JKN Program. The JKN program which is a mandate The SJSN Law and
BPJS Law have been in effect since 2014 (about five years), but until now the program has not been fully

https://ijhp.net
594


https://ijhp.net/

International Journal of Health and Pharmaceutical

able to achieve UHC nationally as targeted. Still need to follow up to achieve the real UHC. It takes hard
work to reach UHC at all costs and the consequences. The UHC target in Indonesia is a reference for
implementation of the JKN program and BPJS Health need to continue to improve expected health services.
With the achievement of UHC, it is hoped that all Indonesian people have health insurance reliable. If this
condition is met, then it is expected that social welfare will follow. In addition to the membership number,
what is more important in the JKN Program is a public health service.

The achievement of the UHC number is not will be meaningful if the community does not get
services good health, namely services that can meet needs basic public health according to medical
indications professional. Utilization of health services in the JKN Program will be one of the benchmarks for
the success of the JKN Program, where when people feel helped & facilitated in service, then the JKN
program can be called successful. Recommendations put forward for improvement of implementation the
JKN programs are:

1. BPJS health needs to continue to strive complete the JKN program participation numbers up to UHC

100%. This effort needs to be supported by all relevant institutions from central to regional level;

2. BPJS health with partners work needs to continue to improve the quality and quantity of service
health so that the community can take full advantage of the JKN Program optimal;
3. The DPR of Republic Indonesia, needs to continue to carry out its duties and functions (legislation,

oversight, and budget) in order to oversee the sustainability of the JKN Program, in order to create a

system national social security that is able to protect and guarantee public health in Indonesia.
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