Roadmap toward 

THE NATIONAL HEALTH INSURANCE

2012-2019

ROADMAP

TOWARD THE NATIONAL HEALTH INSURANCE

2012-2019

JOINTLY PREPARED BY:

THE COORDINATING MINISTRY FOR PEOPLE’S WELFARE

THE NATIONAL SOCIAL SECURITY BOARD

THE MINISTRY OF HEALTH

THE MINISTRY OF NATIONAL DEVELOPMENT PLANNING/

THE NATIONAL DEVELOPMENT PLANNING AGENCY

THE MINISTRY OF FINANCE

THE STATE MINISTRY OF STATE-OWNED ENTERPRISES

THE MINISTRY OF MANPOWER AND TRANSMIGRATION

THE MINISTRY OF SOCIAL AFFAIRS

THE MINISTRY OF DEFENSE

THE MINISTRY OF HOME AFFAIRS

THE INDONESIAN NATIONAL MILITARY/ THE NATIONAL POLICE OF THE REPUBLIC OF INDONESIA

THE NATIONAL TEAM FOR POVERTY REDUCTION ACCELLERATION (TNP2K) OF THE SECRETARIAT OF THE VICE PRESIDENT

PT ASKES (PERSERO)

PT JAMSOSTEK (PERSERO)

SUPPORTED BY:

GIZ

AUSAID

JAKARTA

2012

EXECUTIVE SUMMARY

The implementation of Law Number 40 Year 2004 concerning the National Social Security System and Law Number 24 Year 2011 concerning the Social Security Administration Agency (BPJS) of Health requires a synergy of various roadmaps prepared by the Ministry of Health, the National Social Security Board, PT Askes Indonesia, and PT Jamsostek, as well as inputs from various other stakeholders. For that purpose, this Roadmap toward the National Health Security is prepared as a reference for all stakeholders. 

Specifically, this roadmap is prepared for the operation of the Social Security Administration Agency (BPJS) of Health on January 1, 2014, and the achievement of the National Health Insurance (INA-Medicare) for all Indonesian people in 2019. For achieving such special objective, eight (8) main targets have been agreed, to be achieved in 2014, namely (1) the preparation of all necessary implementing regulations, (2) the operation of the Social Security Administration Agency (BPJS) of Health in accordance with Law 24/2011, (3) at least 121.6 million
 people are insured through the Social Security Administration Agency (BPJS) of Health, (4) medical benefits of the National Health Insurance managed by the Social Security Administration Agency (BPJS) of Health are equal for all participants while for non-medical benefits, there are still differences, (5) the preparation of an action plan for health facility development and its gradual implementation, (6) at least 75 percent of participants are satisfied with the service of the Social Security Administration Agency (BPJS) of Health, (7) at least 75 percent of health facilities are satisfied with the services of the Social Security Administration Agency (BPJS) of Health, and (8) the financial management of the Social Security Administration Agency (BPJS) of Health is implemented in a transparent, efficient, and accountable manner.

For 2019, the roadmap has stipulated the following 8 (eight) targets: (1) the Social Security Administration Agency (BPJS) of Health has been fully trusted by the public, (2) the entire population (approximately 257.5 million people) have been insured, (3) medical and non-medical benefit packages have been equal for all participants, (4) health facilities have been adequately distributed, (5) the laws and regulations are adjusted to fulfill the requirements of the time, (6) at least 85 percent of participants are satisfied with the services received from health facilities and the Social Security Administration Agency (BPJS) of Health, (7) at least 80% of health facilities are satisfied with the service received from the Social Security Administration Agency (BPJS) of Health, and (8) the financial management of the Social Security Administration Agency (BPJS) of Health has achieved the optimal level of transparency, efficiency, and accountability.

To achieve the Eight Basic Targets, the following basic activities have been prepared:

By no later than June 1, 2013, the following regulations must have been issued: (1) Presidential Regulation concerning Health Insurance, (2) Government Regulation concerning Contribution Assistance Participants, (3) Presidential Regulation concerning Health Operational Support for the Indonesian National Military/the National Police of the Republic of Indonesia, (4) Government Regulation concerning the Social Security Administration Agency (BPJS) (Combination of the Social Security Administration Agency (BPJS) of Health and the Social Security Administration Agency (BPJS) of Manpower), (5) Government Regulation concerning Social Security Fund Management, (6) Government Regulation concerning the Initial Capital of the Social Security Administration Agency (BPJS), (7) Presidential Regulation concerning the Procedure for the Selection and Stipulation of the Supervisory Board and Board of Directors of the Social Security Administration Agency (BPJS), (8) Presidential Regulation concerning the Remuneration of the Board of Commissioners and Board of Directors of the Social Security Administration Agency (BPJS), and (9) Presidential Decree concerning the Board of Commissioners and Board of Directors of the Social Security Administration Agency (BPJS) of Health.

The participation expansion will be started by unifying the management of Social and Civil Servant Health Insurance participants (currently managed by PT Askes), the transfer of the management of the Community Health Insurance from the Ministry of Health as Contribution Assistance Recipients, the transfer of the participants of the Health Care Insurance Program of the Manpower Social Security, and the transfer of health insurance from the Indonesian National Military/the National Police of the Republic of Indonesia, as well as some of the Regional Health Insurance programs. The Social Security Administration Agency (BPJS) of Health has target coverage of approximately 121.6 million people to insure in 2014. In principle, all employers will be obligated to register their laborers to the Social Security Administration Agency (BPJS) of Health. However, employers who currently provide health insurance for their laborers independently will have the opportunity to join by no later than early 2019, so that all laborers are fully protected by the Social Security Administration Agency (BPJS) of Health.

The National Social Security System law regulates insured health services with a comprehensive package. The comprehensive principle means that all medications for natural diseases will be insured, while diseases resulting from deliberateness, such as due to the use of narcotics, psychotropic substances, and other addictive substances, or those related to cosmetics are not insured. The insurance also covers instruments, up to certain amounts, such as glasses or mobility aids. To be more equitable, those whose contributions are paid by the Government will have the right to receive treatment in the 3rd class. Meanwhile, those who pay contributions will receive treatment in the 2nd class or the 1st class, depending on the contribution amount. The aforementioned benefit packages will also fulfill the principle protection for the people, so that if affected by a disaster of severe illness, they do not fall into poverty. 
Expansion and level of protection must be accompanied by adequate contribution. There should not be a concern regarding the level of contributions, because the Social Security Administration Agency (BPJS) of Health is legally a non-profit entity. In this case, the shareholders of the Social Security Administration Agency (BPJS) of Health are all participants; therefore, any surplus will be used for the improvement of the benefit packages for all participants. During the initial stage, the contribution has been calculated to range from 5 to 6 percent of monthly salary or stipulated based on the nominal value. Meanwhile, for contribution assistance recipients, after being calculated based on various studies, the contribution requirement for the initial stage is in the amount of Rp 22,000 – Rp 27,000 per person per month. The upper limit of wages for the stipulation of contribution and the contribution amount will be adjusted at least once in every two years. To ensure that the Social Security Administration Agency (BPJS) of Health will not experience a deficit or accumulate too large surpluses, in the long run, it is necessary to maintain a balance between contribution income and health expenditures, as well as the availability of reserve funds.

Any issues that may challenge the implementation of the national health insurance plan have been identified including availability of services. At this moment, more than 85,000 general practitioners and more than 25,000 specialist practitioners are available, not including dentists. At the national level, such number is sufficient to serve the entire population based on the ratio of one general practitioner serving 3,000 people. Health services are  supported by a sufficient number of nurses and midwives, as well as number of beds in Government and private hospitals, including beds in community health centers with a ratio approaching one bed to every 1,000 people. Nevertheless, the availability of health services is obstructed by its distribution, which tends to be much more concentrated in big cities. In the implementation of universal health coverage in various other countries, the same problem commonly happens. It can be solved, if the payment from the Social Security Administration Agency (BPJS) to health facilities increases with attention to the economic price.  If this occurs, there will be a redistribution of doctors to regions in need, as well as more privately built health facilities. 

Health services also include drugs and consumable medical materials that should follow the market mechanism. Currently, the number of drug manufacturers in Indonesia is far exceeding the needs. Meanwhile, the production of consumable medical materials is also easy to increase. The determination of the amount of contribution paid by the Social Security Administration Agency (BPJS) of Health becomes the key factor so that doctors and health facilities, including drugs and consumable medical materials are paid at a fair economic price, and there is adequate balance between demand and supply of drugs and consumable medical materials. Therefore, the implementation of the Social Security Administration Agency (BPJS) needs to be monitored so as to achieve the satisfaction of 80 percent of health facilities.

In addition to support the universal participation in the National Health Insurance, it is necessary to improve the Availability and Quality of Health Facilities as well as to prepare Service Operating System and Standards. Therefore, the Ministry of Health needs to prepare an Action Plan for the development of health services including health facilities, health personnel, equipment, drugs, consumable medical materials, and other supplies for gradual implementation. 

In order to guarantee high quality services of doctors and hospitals, the Social Security Administration Agency (BPJS) of Health will also develop the selection (credentialing) of doctors and health facilities to be contracted. Facilities that do not meet the standards will not be contracted or will not be given any contract extension. It is expected that in 2019, all health facilities will meet the applicable standards so that the participant satisfaction is fulfilled. Since the participants are granted freedom to choose doctors and health facilities to serve them, all health facilities will compete to provide high quality and satisfactory services. By developing participant satisfaction system and monitoring, it is expected that in 2019, 85 percent participants will be satisfied with high quality health services.

It is understood that there are many doubts and lack of public trust in regards to the effective implementation of the Social Security Administration Agency (BPJS). Although the Audit Board has always given a unqualified opinion audit to PT Askes for almost 20 years, in the field, there are still deviations. Therefore, the first step to be prepared is an implementing regulation that guarantees the transparency and accountability of the Social Security Administration Agency (BPJS). Furthermore, the Social Security Administration Agency (BPJS) must pay health facilities at a competitive and efficient economic price; the Social Security Administration Agency (BPJS) may not spend operational costs in excess of 5 percent of the total received contribution. Gradually, the management performance of the Social Security Administration Agency (BPJS) will continue to be strengthened so that it can reduce the operational costs up to less than 5 percent of the total received contribution, as it is the case with Social Security Administration Agencies in other countries. With this principle, more than 95 percent of collected contribution funds will return to participants in the form of high quality health services. 

For avoiding moral hazards, health facilities will be paid prospectively, particularly through capitation and CBG (Casemix Based Group). Both methods are lump sum payment methods that force doctors and hospitals to be efficient and still maintain the quality of their services. Doctors and hospitals in a region with the same price index or cost index will be paid at the same price. Therefore, fair competition among doctors and hospitals will emerge based on the service quality rather than rates.

In view of the fact that the management of the National Health Insurance and payment to health facilities constitute a complex process as well as the development of new drugs or technologies in the health sector, the Social Security Administration Agency (BPJS) also needs to allocate 0.5 percent of the contribution revenues for research and development expenses. Cost-effective new technology or drugs must be insured, while older, inadequate drugs or technology must be excluded. In that way, participants will continue to receive the most up-to-date technology. Hence, the National Health Insurance will always contribute significantly to the productivity and quality of life of the participants.

Eventually, the progress of the National Health Insurance will be highly dependent on public trust based on the performance of the Social Security Administration Agency (BPJS).  The Audit Board and public accountants will audit the Social Security Administration Agency in order to guarantee effective and transparent management and accountability. . Internally, the Supervisory Board and the National Social Security Board will continue to monitor and supervise all aspects of the administration of the National Health Insurance by the Social Security Administration Agency (BPJS).  Also, complaints from participants, doctors, and other health facilities must always be accommodated. Every stakeholder may submit complaints with regard to unsatisfactory services of health facilities and unsound practices of the Social Security Administration Agency (BPJS) or the personnel of the Social Security Administration Agency (BPJS) of Health through various channels of community complaints up to the President. The Social Security Administration Agency (BPJS) of Health, under the monitoring of the National Social Security Board, must accommodate all complaints or claims arising and coordinate their handling and response. Financial statements must be publicized at least twice a year in various printed and electronic media so that they can be examined, supervised, and evaluated by stakeholders, academicians, corruption watch, and other researchers.

The fiscal consequence of the National Health Insurance is expected to be positive in line with the increase in the people’s awareness to pay taxes and contributions. If the aforementioned matters can be implemented properly, state bankruptcy due to National Health Insurance will not occur. So far, Indonesia has only budgeted approximately 2.5 percent of the Gross Domestic Product (GDP) for the health sector. After the Social Security Administration Agency (BPJS) becomes operational, it is expected that Indonesia’s health expenditure will increase gradually starting from 4 percent of GDP. Out of that amount, Contribution Assistance Recipient expenses are expected to be no more than 1 percent of GDP.

The preparation for the transformation process of PT Askes must have been completed by no later than December 2013. During the transitional process, a Project Management Office will be established, which consists of the elements of PT Askes, the Ministry of Health, and PT Jamsostek for uninterrupted transfer process of the management of the participants of the Community Health Insurance and the Health Care Insurance of the Workers’ Social Security. The good corporate governance principle becomes the key to the success of the transformation. It can be achieved through the preparation of the Articles of Association/By-Laws, organization attributes, as well as operations and standard operating procedures (SOP), training and development of human resources of the Social Security Administration Agency (BPJS), preparation of closing financial statement of PT Askes and the initial accounts of the Social Security Administration Agency (BPJS), preparation of the information system using participant’s population registration number, and special accounting system for the Social Security Administration Agency (BPJS).

As regulated in the Social Security Administration Agency (BPJS) Law, the Board of Directors and Board of Commissioners of PT Askes will perform the duties as the Board of Directors and Supervisory Board of the Social Security Administration Agency (BPJS) for a period of two years. Since the term of office of the Board of Directors and the Board of Commissioners of PT Askes will soon end, the replacement of the Board of Directors and the Board of Commissioners of PT Askes, which later will become the management of the Social Security Administration Agency (BPJS), is expected to consist of people who understand and are committed to the proper administration of the Social Security Administration Agency (BPJS) to the highest possible extent. In the context of such transformation process, PT Askes, in coordination with various other relevant ministries, the National Social Security Board as well as professional associations/health facility organizations, needs to conduct intensive socialization to the public.

Socialization is a key to successful implementation of the National Health Insurance considering the current low level of health insurance participation. Proper socialization will result in the participants and employers’ understanding and awareness of their rights and responsibilities. With adequate marketing, this National Health Insurance participation based on social insurance can also achieve the expected targets and employers can also obtain significant benefits from the protected health of laborers. Socialization is necessary not only in terms of participation, but also for gaining support from various related parties for the improvement of health service quality at the central and regional levels, the private sector, and other elements of the community. For achieving the objectives formulated in this document, it is necessary for various parties to conduct a number of activities are set out in the attached Table 9.1.
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MESSAGE

FROM THE MINISTER OF NATIONAL DEVELOPMENT PLANNING/

CHAIRPERSON OF THE NATIONAL DEVELOPMENT PLANNING AGENCY

OF THE REPUBLIC OF INDONESIA

One of the main pillars of the development in the community welfare sector is the administration of a social security system that can provide benefits for all people. Several important matters that serve as the foundation of change in the social security system in the future are mandated by the Amendment to the 1945 Constitution, namely in Article 28H paragraph 3 and Article 34 paragraph 2, as manifested by the formulation of Law Number 40 Year 2004 concerning the National Social Security System and Law Number 24 Year 2011 concerning Social Security Administration Agency (BPJS). As an important component of the  social security system, the National Social Security System is a procedure of administration of social security programs by several social security administration agencies that guarantee the community’s living standards from birth to death.  

Law Number 17 concerning the 2005-2025 National Long-Term Development Plan sets out the vision of the national economic development until 2024 as “to realize Indonesian people who are independent, advanced, just, and prosperous.”  In the National Long-Term Development Plan, the objective of the long-term development on the issue of social security is also phrased as, “Realizing a More Evenly Distributed and Fair Development.” By referring to the economic growth projection in the National Medium-Term Development Plan, Indonesian economy will have the momentum to become one of the global economic forces in 2014. In relation to the matter above, the Government employs various strategies and policies to encourage Indonesia to become a developed country through “an inclusive and sustainable high economic growth”.

In the 2010-2014 National Medium-Term Development Plan, the priority is the development of the field of social security.  The achievement of universal coverage of social security participation also constitutes an inseparable part of the social security system development process. The ratification of the Social Security Administration Agency (BPJS) Law along with the preparation of various supporting technical regulations and the efforts in completing other policies constitute the path to the materialization of a fair national social security system for all people. Nevertheless, this process is not an easy task  -- universal coverage will encounter challenges and require significant resources and support from all parties. The establishment of the Social Security Administration Agency (BPJS) of Health and the Social Security Administration Agency (BPJS) of Manpower on January 1, 2014 as an important milestone in the strategy for the achievement of universal coverage will also require technical supports such as background study, analysis, regulation structuring, and socialization efforts as well as total institutional transformation for fulfilling the prerequisites of the optimal implementation of the social security system.

The 2012-2019 Roadmap toward the National Health Insurance is expected to provide clear direction and conceptual analysis for various stakeholders in a comprehensive manner.  Serious support and extra persistency are required to safeguard the implementation of strategic measures contained in this document. Therefore, the efforts made are expected to provide good results so that all priority targets can be achieved and welcome the materialization of the social security system.
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	GAAP
	:
	Generally Accepted Accounting Principles

	HAM (Hak Asasi Manusia)
	:
	Human Rights

	IBI (Ikatan Bidan Indonesia)
	:
	Indonesian Midwives’ Association

	IDI (Ikatan Dokter Indonesia)
	:
	Indonesian Doctors’ Association

	INA-Medicare
	:
	Indonesia-Medicare

	IAI (Ikatan Akuntan Indonesia)
	:
	Indonesian Institute of Accountants 

	IAI (Ikatan Apoteker Indonesia)
	:
	Indonesian Apothecaries’ Association

	JPK Jamsostek (Jaminan Pemeliharaan Kesehatan Jamsostek)
	:
	Health Care Insurance of the Workers’ Social Security

	Jamkesda (Jaminan Kesehatan Daerah)
	:
	Regional Health Insurance

	Jamkesmas (Jaminan Kesehatan Masyarakat)
	:
	Community Health Insurance

	JKN (Jaminan Kesehatan Nasional)
	:
	National Health Insurance

	Kemenkes (Kementerian Kesehatan)
	:
	Ministry of Health

	KR (Kantor Regional)
	:
	Regional Office

	KC (Kantor Cabang)
	:
	Branch Office

	KP (Kantor Perwakilan)
	:
	Representative Office

	LPNK (Lembaga Pemerintah Non Kementerian)
	:
	Non-Ministry Government Institution 

	Mensesneg (Menteri Sekretaris Negara)
	:
	State Secretary Minister

	MK (Mahkamah Konstitusi)
	:
	Constitutional Court

	Nakes (Tenaga Kesehatan)
	:
	Health Staff

	NIK (Nomor Induk Kependudukan)
	:
	Population Identity Number

	NIN
	:
	National Identity Number

	OJK (Otoritas Jasa Keuangan)
	:
	Financial Service Authority

	PDGI (Persatuan Dokter Gigi Indonesia)
	:
	Indonesian Dentists’ Association

	PP (Peraturan Pemerintah)
	:
	Government Regulation

	PMO
	:
	Project Management Office

	Perpres (Peraturan Presiden) 
	:
	Presidential Regulation

	Permenkes (Peraturan Menteri Kesehatan)
	:
	Minister of Health Regulation

	Permendagri (Peraturan Menteri Dalam Negeri)
	:
	Minister of Home Affairs Regulation

	Perda (Peraturan Daerah)
	:
	Regional Regulation

	Puskesmas (Pusat Kesehatan Masyarakat)
	:
	Community Health Center

	PNS (Pegawai Negeri Sipil)
	:
	Civil Servant

	PBI (Penerima Bantuan Iuran)
	:
	Contribution Assistance Recipient

	Pemda (Pemerintah Daerah)
	:
	Regional Government

	Pemkab (Pemerintah Kabupaten)
	:
	Regency Government

	Pemprop (Pemerintah Provinsi)
	:
	Provincial Government

	PERSI (Persatuan Rumah Sakit Indonesia)
	:
	Indonesian Hospitals’ Association

	PJKMU (Program Jaminan Pemeliharaan Kesehatan Masyarakat Umum)
	:
	Public Health Care Insurance Program

	PPNI (Persatuan Perawat Nasional Indonesia)
	:
	Indonesian National Nurses’ Association

	PTKP (Pendapatan Tidak Kena Pajak)
	:
	Non-Taxable Income

	PPh (Pajak Penghasilan)
	:
	Income Tax

	PHK (Pemutusan Hubungan Kerja)
	:
	Termination of Employment

	P2JK Kemenkes (Pusat Pembiayaan dan Jaminan Kesehatan Kementerian Kesehatan)
	:
	Health Financing and Insurance Center of the Ministry of Health

	PPLS (Pendataan Program Perlindungan Sosial)
	:
	Social Protection Program Data Collection

	PIN
	:
	Personal Identification Number

	PSAK (Peraturan Standar Akuntansi Keuangan)
	:
	Rule of Financial Accounting Standard 

	RPP (Rancangan Peraturan Pemerintah)
	:
	Draft Government Regulation

	Rperpres (Rancangan Peraturan Presiden)
	:
	Draft Presidential Regulation

	RM (Ringgit Malaysia)
	:
	Malaysian Ringgit

	Rp
	:
	Rupiah

	RS (Rumah Sakit)
	:
	Hospital

	RPJM (Rancangan Pembangunan Jangka Menengah)
	:
	Medium-Term Development Plan

	RPJP (Rancangan Pembangunan Jangka Panjang)
	:
	Long-Term Development Plan

	RAPBN (Rancangan Anggaran Pendapatan dan Belanja Nasional)
	:
	Draft State Revenue and Expenditure Budget

	RJTP (Rawat Jalan Tingkat Pertama)
	
	First Level Outpatient

	RJTL (Rawat Jalan Tingkat Lanjutan)
	:
	Advanced Level Outpatient

	RITP (Rawat Inap Tingkat Pertama)
	:
	First Level Inpatient

	RITL (Rawat Inap Tingkat Lanjutan)
	:
	Advanced Level Inpatient

	RSUD (Rumah Sakit Umum Daerah)
	:
	Regional Public Hospital

	RSU (Rumah Sakit Umum)
	:
	Public Hospital

	RUU Adminduk (Rancangan Undang-Undang Administrasi Kependudukan)
	:
	Draft Population Administration Law

	SSN
	:
	Social Security Number

	SAK (Standar Akuntansi Keuangan)
	:
	Financial Accounting Standard

	SDM (Sumber Daya Manusia)
	:
	Human Resources

	SOP
	:
	Standard Operating Procedure

	SJSN (Sistem Jaminan Sosial Nasional)
	:
	National Social Security System

	SKN (Sistem Kesehatan Nasional)
	:
	National Health System

	Sakernas (Survei Angkatan Kerja Nasional)
	:
	National Work Force Survey

	Susenas (Survei Sosial Ekonomi Nasional)
	:
	National Socio-Economic Survey

	TT (Tempat Tidur)
	:
	Bed

	TNP2K (Tim Nasional Percepatan Penanggulangan Kemiskinan)
	:
	National Team for Poverty Reduction Acceleration

	IT
	:
	Information Technology

	TDP (Tanda Daftar Perusahaan)
	:
	Company Registration Certificate

	UU (Undang-Undang)
	:
	Law

	UUD (Undang-Undang Dasar)
	:
	Constitution

	UU SJSN (Undang-Undang Sistem Jaminan Sosial Nasional)
	:
	Law Number 40 Year 2004 concerning National Social Security System

	UU BPJS (Undang-Undang Badan Penyelenggara Jaminan Sosial)
	:
	Law Number 24 Year 2011 concerning the Social Security Administration Agency 

	UC
	:
	Universal Coverage

	UM (Usaha Mikro)
	:
	Micro Enterprise

	UK (Usaha Kecil)
	:
	Small Enterprise

	UMB (Usaha Menengah dan Besar)
	:
	Medium and Large Enterprise

	SME
	:
	Small and Medium Enterprise

	VIP
	:
	Very Important Person

	WNA (Warga Negara Asing)
	:
	Foreign Citizen

	WNI (Warga Negara Indonesia)
	:
	Indonesian Citizen

	WHO
	:
	World Health Organization


	INTRODUCTION
	1


A.
BACKGROUND

Law Number 40 Year 2004 concerning the National Social Security System stipulates the need to provide comprehensive social security for all Indonesians. Through the national social security system, it is likely for every person to develop himself or herself as a dignified human being. This is in accordance with the mandate of Article 28H paragraph (3) of the 1945 Constitution that states, “Every person shall have the right to social security allowing him/her to develop completely as a dignified human being”.

The development of social security is also in line with the objective of the establishment of the state of Indonesia, which adheres to the welfare state ideology. The fourth paragraph of the Preamble to the 1945 Constitution states among other things that one of the goals of the state of Indonesia is “to protect the entire Indonesian nation and the entire Indonesian native land, and in order to advance general welfare...”

Law Number 40 Year 2004 concerning the National Social Security System states that the social security program is compulsory and likely to cover all people in stages. All people are obligated to become participants without exception. The first social security program to cover all people is the health insurance program.

Efforts in achieving health insurance for all people (universal coverage) must be set out in a systematic, comprehensive, and integrated roadmap.  Various stakeholders have also agreed upon the implementation of the roadmap. 
The National Social Security Board (DJSN), as mandated in Law Number 40 Year 2004 concerning the National Social Security System,
 serves to integrate the implementation of social security, which includes health insurance. Based upon such several considerations, this Roadmap to the Development of Health Insurance is ready.

The preparation of this roadmap is required following the ratification of Law Number 24 Year 2011in regards to the Social Security Administration Agency (BPJS). Article 60 paragraph 1 of the Social Security Administration Agency (BPJS) Law states that, “The Health Social Security Administration Agency (BPJS) shall commence its operation in organizing health insurance program on January 1, 2014.” For that purpose, PT Askes (Persero) is assigned with the duty of (a) preparing the operation of the Social Security Administration Agency (BPJS) of Health for the health insurance program in accordance with the provisions of Article 22 up to and including Article 28 of Law 40 Year 2004 in regards to the National Social Security System, and; (b) preparing the transfer of assets and liabilities, employees, as well as the rights and obligations of PT Askes (Persero) to the Social Security Administration Agency (BPJS) of Health. To prepare the operation of the Social Security Administration Agency (BPJS) of Health, it is necessary to prepare systemic and measurable steps in a roadmap document.

The Ministry of Health, PT Askes (Persero), and PT Jamsostek (Persero), other Ministries and Institutions, and regional governments will synergize their activities towards the development of health insurance; this integrated roadmap is expected to become an effective and efficient working model.

B.
OBJECTIVES

The preparation of this roadmap is aimed at providing direction and measures needed in a systematic, consistent, coherent, and integrated approach in the context of:

1.
Preparing for the operation of the Social Security Administration Agency (BPJS) of Health on January 1, 2014.

2.
Achievement of health insurance for all Indonesian people.

3.
Implementation of health insurance in accordance with the provisions set out in Law Number 40 Year 2004 concerning the National Social Security System, Law Number 24/2011 concerning the Social Security Administration Agency (BPJS), as well as their implementing regulations.

C.
LEGAL BASIS

1.
Article 28H paragraph (3) and article 34 of the 1945 Constitution 

2.
Law Number 40 Year 2004 concerning National Social Security System

3.
Law Number 24 Year 2011 concerning the Social Security Administration Agency (BPJS)

4.
Law Number 29 Year 2004 concerning Medical Practice

5.
Law Number 36 Year 2009 concerning Health

6.
Law Number 44 Year 2009 concerning Hospital

7.
Law Number 25 Year 2004 concerning the National Development Planning System

8.
Law Number 17 Year 2003 concerning State Finance

9.
Law Number 32 Year 2004 concerning Regional Government

10.
Law Number 33 Year 2004 concerning Financial Balance between Central Government and Regional Government

11.
Law Number 1 Year 2004 concerning State Treasury

12.
Government Regulation Number 38 Year 2007 concerning the Division of Authority between Central Government and Regional Government

D.
PREPARATION FRAMEWORK AND SYSTEMATIZATION

This roadmap is prepared based on a logical framework as described in Chart 1.1. The logical framework of the preparation of this roadmap is based on gap analysis between the current conditions and future conditions. Based on such gap analysis, the measures to be taken will be subsequently formulated.

This roadmap has been written through several  stages, which included (a) study of relevant literature and regulations; (b) discussions and workshop with experts and relevant Ministries and Institutions; (c) discussions by the Health Insurance Roadmap Team of the National Social Security Board; and (d) analysis and writing.

This roadmap document constitutes the second edition, which was improved after the ratification of Law Number 24 Year 2011 concerning the Social Security Administration Agency (BPJS). With the ratification of the Social Security Administration Agency (BPJS) Law, as of January 1, 2014, the Social Security Administration Agency (BPJS) of Health will organize health insurance.  As of January 1, 2014, PT Askes (Persero) will be stipulated as the Social Security Administration Agency (BPJS) of Health.  It is also necessary to agree upon the measures given the transformation of PT Askes (Persero) into the Social Security Administration Agency (BPJS) of Health and the necessary steps of the transfer of the Community Health Insurance program management from the Ministry of Health to the Social Security Administration Agency (BPJS) of Health and the transfer of the Health Care Insurance of the Workers’ Social Security from PT (Persero) Jamsostek to the Social Security Administration Agency (BPJS) of Health.

Chart 1.1
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	CONCEPTUAL FRAMEWORK
	2


A.
HEALTH INSURANCE AS A PART OF THE NATIONAL HEALTH SYSTEM

Health insurance constitutes one of the components of the health funding sub-system. Health funding sub-system constitutes a part of the National Health System. Therefore, development of health insurance cannot be separated from the health system as a whole. The ultimate goal is to achieve Indonesian people’s health level, which will enable them to be productive and competitive with the people of the neighboring countries.

The National Health System in principle consists of two large parts namely the funding system and the health service system. The health funding sub-system describes and regulates financial sources necessary for the fulfillment of people’s health needs. Health funding may come from (1) direct funding by the people (referred to as out-of-pocket funding) paid by individuals/households to health facilities; (2) funding by the Government and/or Regional Government; (3) payment of compulsory social insurance contribution as regulated in the National Social Security System Law; (4) Funding by third parties, either by employers or by insurance participants; and (5) funding assistance from various domestic and foreign sources. Based on Law Number 40/2004 concerning the National Social Security System and Law Number 36/2009 concerning Health, individual health service funding will be based on the compulsory contribution to be managed by the Social Security Administration Agency (BPJS) of Health. Meanwhile, individual health services can receive funds from individuals, families, and employers, either directly or through private health insurance. Government/Regional Government must also spend funds towards contribution assistance for the poor and underprivileged population, as well as for  community health programs not intended for person-to-person services. 

Also, Law 29/2004 concerning Medical Practice and Law 44/2004 concerning Hospitals comment that individual health services may be provided by government or regional government-owned public health facilities and by private health facilities. In the context of the National Health Insurance for individual health services, the Social Security Administration Agency (BPJS) of Health will purchase health services from public and private health facilities at the price negotiated at the regional level. The provisions on the method of payment and the amount of tariffs negotiated between the Social Security Administration Agency (BPJS) and health facilities’ association describe that the health system selected by Indonesia is based on public funding and private services (publicly funded, privately delivered). This is the most applied model, due to its materialization of social justice or equity, along with a high level of efficiency. The role of Regional Governments, as regulated in Law 32/2004 article 22, is the provision of health facilities, both at the primary level (general practitioners), and the secondary-tertiary levels by specialist practitioners at hospitals. Regional Governments are obligated to provide health service facilities based on varied interest from private party providers across regions. As regulated by Article 34 paragraph 3 of the 1945 Constitution, the State (already delegated to regional governments based on Law 32/2004) is responsible for the provision of health service facilities, and therefore, it is not unlikely that private parties are granted the permit to provide health facilities. With the existence of the Social Security Administration Agency (BPJS) of Health, which will become the single buyer of health facilities, there will be the time when private parties are willing to provide health services in the regions. Therefore, even distribution of access to health services will be realized after the Social Security Administration Agency (BPJS) of Health has played its optimal role. 

To support the realization of  universal coverage and healthy environment and behavior, the Government and regional governments are still obligated to fund and play a role in community health programs that can be enjoyed by its beneficiaries. There is a possibility for the private sector to also play a role.  However, due to the high external nature of the community health program, the role of private sector will become complementary and/or supplementary in general. To support the success of the whole National Health System, regulations (Government Regulation/Presidential Regulation/Ministry of Health Regulation/Ministry of Home Affairs Regulation/Regional Regulation), human resources in various disciplines, information system, administration system, etc., which support the success of a National Health System are required.

B.
UNIVERSAL COVERAGE

The WHO formulates three dimensions in the achievement of universal coverage, which include: (1) the percentage of insured population; (2) completeness of the insured services, and (3) the proportion of direct costs which still borne by the people. The first dimension is the number of insured population. The second dimension is the insured health services, whether it only includes hospital services or outpatient services. The third dimension is the proportion of insured health costs. Hospital treatment cost may be insured for all people, but every person must pay for a part of hospital costs. Expansion of the insurance in terms of the three dimensions highly depends on the financial capacity of a state and the choice of its population.

The richer the state, the more capable it is in insuring all its population for all health services. For example, the United Kingdom guarantees comprehensive health services, including organ transplantation, for its entire population (not only citizens, but also residents who legally reside in the United Kingdom). Malaysia guarantees that its entire population obtains medication and hospital treatment, but the people must pay RM 3 (approximately Rp 9,000) per treatment day. Insurance funding can be conducted through the social insurance mechanism or tax mechanism. Depending on the Government’s political will, availability of funds will bolster those served by the program.  Similarly, a more  comprehensive the service package will translate into a smaller proportion of cost that must be borne by the people. Limited fund allocation or collection affects whether the insured services will be comprehensive, as the insured proportion of medication or treatment costs. Efforts in the achievement of universal coverage may be conducted with the priority of the expansion of insured population with limited services or with limited portion of insured service costs. The phasing of universal coverage is highly affected by the Government’s political will, consensus of the people, and financial capacity of a state. Malaysia is a case in point.  Since its independence in 1957, Malaysia has insured its population with a relatively small portion of treatment costs paid by patients, but only at public health facilities owned by the Government. Thailand has guaranteed its entire population (dimension I), for all diseases (dimension II) with no cost being borne by the people (dimension III), and services are provided at public health facilities and private health facilities.

Chart 2.1

Universal Coverage Dimensions
[image: image1.emf]
SOURCE: WHO, the World Health Report. Health System Financing: the Path to Universal Coverage, WHO, 2010, p. 12.
The first focus is how to achieve the first dimension: to insure the entire population and prevent the burden of high medication costs on sick persons.  The next step is to expand insured health services so that every person can fulfill his or her medical need, which means a more comprehensive benefit package. Finally, the last step is to increase insured medical costs in order to minimize the proportion of direct costs borne by patients. 

In accordance with past experiences and experiences in health insurance provision for civil servants, Indonesia wants a plan for the entire population (dimension I), to insure all diseases (dimension II), and to minimize portion of costs borne by the population (dimension III). Nevertheless, the level of satisfaction or choice is also limited. For example, the Civil Servant’s Health Insurance guarantees treatment service at the 2nd class public hospitals (for the group of ranks I and II) and at the 1st class public hospitals (for the group of ranks III and IV). The level of choice or satisfaction is limited with treatment class, but all diseases or all treatment costs are insured if Health Insurance participants are treated in accordance with the treatment class to which they are entitled. If participants want to be treated in a more satisfactory class, the VIP class, Health Insurance participants must pay for the cost difference (dimension III). Therefore, civil servants’ security/insurance system guarantees the fulfillment of medical needs with controlled costs, although some are not satisfied with the treatment class. The main aspect is the fulfillment of medical needs of all the population (dimension I) and that all diseases are insured (dimension II). 

C.
THE HEATH INSURANCE PROGRAM PRINCIPLE

The health insurance formulated by the National Social Security System Law is a health insurance organized nationally based on the social insurance principle and the equity principle as regulated in Article 19 paragraph 1 of the National Social Security System Law.

Article 19 of the National Social Security System Law states the social insurance principle shall be referred to as:

1.
Mutual assistance between the rich and the poor, the healthy and the sick, the old and the young, and between the those exposed to high-risks and those exposed to low-risks;

2.
Mandatory and non-selective participation;

3.
Contribution based on a percentage of wage/income;

4.
Being non-profit in nature.

Meanwhile, the equity principle refers to equality in receiving services in accordance with medical needs without being bound by the amount of contribution already paid. Equality in receiving treatment is the equality of financial reach toward health services. 

Article 19 paragraph 1 of the National Social Security System Law states that, “Health insurance shall be organized for the purpose of guaranteeing that participants receive health care benefits and protection in fulfilling health basic needs.” Health basic needs enable a sick person a recovery period, so that he/she may serve his/her function normally in accordance with his/her age.  For example, children may play and learn again, adults may go back to work, and elderly people may enjoy their social life. Therefore, health insurance benefits cover high-cost services such as cardiac operation, intensive care unit treatment, and haemodialysis. Furthermore, health insurance also needs funds to pay for health personnel, drugs, consumable materials, and other items.

Currin G and James C
 describe health insurance management in a scheme as shown in Chart 2.2, which includes three important elements, such as fund collection, mutual assistance, and health expenditure efficiency.

Chart 2.2, shows three main elements of health insurance management: Fund collection (revenue collection). Fund collection is a process in which fund must be collectible (participants’ contributions or tax can be collected effectively and efficiently from households, employers, government, and/or other organizations). The collected fund must be sufficient for paying health services and must be sustainable. There are only two means of funding that are possible for universal coverage: social insurance and tax. The size of population coverage determines the fund sufficiency that must be collected. The existence of a financial-economic system, the existence of formal employment relations (wage laborers), a reliable tax system, adequate benefit and people’s awareness determine the continuity of fund collection. Evidences in various countries show that door-to-door contribution collection does not guarantee continuity. Here, it is necessary to pay attention to the tax system, fund collection and contribution payment system, and the adequate amount of contribution and tax for a guaranteed expenditure. In the context of the National Social Security System, Indonesia selected the social insurance mechanism by obligating every wage receiving population to pay contributions while those who are not yet capable (the poor or underprivileged) receive contribution assistance from the Government. Later, if he or she becomes employed and receives wages, he or she will be obligated to pay the contributions. The social insurance mechanism guarantees more fund sufficiency for health services than the tax mechanism that fund  health services and must be debated each year in the People’s Legislative Assembly as the State Revenue and Expenditure Budget Law.

Chart 2.2

Main Issue in Health Insurance Management
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Mutual assistance or risk pooling is a joint effort to contribute (pay contributions/taxes) so that funds are pooled in order to finance the medication of any sick person. In other words, each person is obligated to contribute or pay taxes the amount of which is determined). In the informal form of mutual assistance, colleagues or family members assist medication costs by contributing in a voluntary manner.  However, volunteer assistance does not guarantee the sufficiency of funds for medication costs. With the formal mechanism referred to as risk pooling, contribution in the form of compulsory contribution or tax is calculated in order to satisfy medication costs. Depending on the circumstances, several countries apply mutual assistance amongst a region’s population in the same employment sector (Civil Servants, private sector employees, farmers, etc.).  So far, Indonesia has a fragmented system. However, the National Social Security Law and the Social Security Administration Agency (BPJS) Law have stipulated that Indonesia will shift towards a National mutual assistance in which contribution of all the entire population will be pooled into one Trust Fund to be managed by the Social Security Administration Agency (BPJS) of Health. With this one Trust Fund, medication costs for all sick populations will be taken from one source, without having to consider the contribution amount or wage amount of each contributor or the contributor’s residence. What becomes the consideration of the guarantee is the population’s medical condition only. Therefore, it will enable health personnel to serve the population without discrimination in terms of socio-economic status.

Contribution funds then constitute a Trust Fund, which is used to purchase health services for (temporary) participants who pay contributions. The purchase of such services is highly affected by the extent of the insured benefit/health services, method of payment to health service producing/ selling facilities, and the administration system facilities. In the future, all the populations will become participants. Purchasing of health services must be conducted as accurately and cost-effectively as possible so that the Trust Fund can be sufficient and there is no waste of optimal resources. An increasingly comprehensive health insurance benefit package will require more funds. For the efficiency in health service expenditure, the method of payment or purchasing of health services from public and private health facilities must be regulated in order that to prevent inefficiency or unnecessary service expenditure.  In this context, the National Social Security System Law has formulated methods of payment that are efficient (such as capitation, budget, and diagnosis based) but vary to describe the difference in living cost or price of goods and health personnel.

With due regard to the universal coverage concept as described above, health insurance management in the National Social Security System is as follows:

1.
Its management is no longer fragmented but rather integrated nationally in the Social Security Administration Agency.

2.
Funding is based on social insurance in which all the populations are obligated to pay contributions. However, the poor and underprivileged will receive contribution assistance (social assistance mechanism) from the Government. When the populations are no longer poor, they are obligated to pay contributions.

3.
Insured individual health services are all services for medical indications (in accordance with medical needs) including promotional, preventive, curative, and rehabilitative efforts that characterize people to people service.

4.
Health facilities providing services to be purchased by the Social Security Administration Agency (BPJS) are health facilities owned by the government and/or the private sector. Therefore, all health resources will be used to guarantee that all populations have access to health services.

5.
The efficient purchasing method (payment method) for optimum use of the Trust Fund is the prospective payment method such as capitation payment for primary outpatient service and DRG (Diagnosis Related Group) payment, which in Indonesia has been known as INA-CBG for secondary (referral) outpatient and inpatient services.

6.
With the management by one Social Security Administration Agency (BPJS), the administration system of fund collection, purchasing, claim, reporting, etc. will become more efficient and easier to understand for all participants and all health facility management.

D.
OPERATIONAL FRAMEWORK OF THE ROADMAP

The roadmap toward universal coverage serves as a reference for all parties (candidate participants, participants, employers, the Government, regional governments, the National Social Security Board, Legislative Members, the media, academicians, etc.) to help prepare their understanding and to help them play an active role in achieving universal coverage by 2019. The community is expected to actively monitor and continuously play a role and supervise the goal of achieving universal coverage. 

Chart 2.3

Operational Framework of the Health Insurance Roadmap 
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With this in mind, all parties agree that under the umbrella of universal coverage, all populations will be registered as health insurance participants with the same medical benefits by 2019.  Therefore, the United Indonesia Cabinet and the subsequent Cabinets must make consistent efforts to achieve universal coverage. Other countries, like Malaysia and Thailand, achieved the milestone of universal coverage 62 and 17 years ahead of Indonesia’s planned target year of 2019. Therefore, there is no reason to postpone  health service universal coverage to prevent all the population from being impoverished by a disease. This is extremely necessary to be realized by all parties, that health service universal coverage will be a means of poverty reduction. 

In preparing and implementing this roadmap, a number of agreements are required. Some important consensuses that have been and need to be reached are:

1.
CONSENSUS ON THE MEANING OF THE LAW

a.
The agreement that there is only ONE joint roadmap to be used by all parties (the National Social Security Board, the Ministry of Health, the Ministry of Home Affairs, the Ministry of Finance, the Coordinating Ministry for People’s Welfare, the National Development Planning Agency, the Social Security Administration Agency (BPJS) of Health, labor unions, employers’ unions, regional governments, etc.).

b.
The consensus on the name used (Indonesian and English terms) for the Health Insurance program as regulated in the National Social Security System Law and the Social Security Administration Agency (BPJS) Law. The chosen Indonesian name is the Jaminan Kesehatan Nasional (National Health Insurance). Meanwhile, the name in the English language, for translation and international publication is proposed as INA-Medicare. This name takes the term Medicare as the term for health insurance for all populations used in countries such as Canada, Australia, the Philippines, and Taiwan.

c.
The consensus on the benefit package, namely, all medical services, were agreed on in the joint meeting between the Ministry of Health, the National Social Security Board, and other Ministries on March 30, 2012. They also agreed that for the initial stage, insofar as the contribution amount is not the same, it is still possible for non-medical services in the form of treatment place and treatment class to be different. Contribution Assistance Recipients have the right to receive third (3rd) class inpatient benefit while those who pay contributions are treated in the second (2nd) or (first) 1st class, depending on the wages or rank of civil servants. If the Government pays contributions in the amount of the average contribution amount per capita of wage laborers, treatment class benefit or primary outpatient place will be equalized. 

d.
The consensus on the Phasing of Participation has also been agreed upon. In 2014, there will be a migration of participation in the Community Health Insurance, the Health Care Insurance of the Workers’ Social Security, a part of the Regional Health Insurance, and expansion of participation of wage laborers. Non-wage laborer participants may register with the total nominal contribution amount per family, all of which are to be registered, by the end of September 2019. The Government and/or regional governments may sponsor family members of non-wage laborers to become participants by paying contributions to the Social Security Administration Agency (BPJS). Wage laborers who possess health insurance through their employers or purchased commercial health insurance will be given the opportunity to migrate at any time until September 2019.

e.
The consensus on contribution amount must be reached by the end of August 2012 in order to be immediately included in the Presidential Regulation concerning Health Insurance.

2.
CONSENSUS ON BENEFIT PAYMENT METHODS

a.
Prospective payment system to health facilities. This control system controls at the same time the utilization (service consumption) by participants and guarantees health insurance effectiveness and efficiency. In addition, the Medical Practice Law, the Health Law, and the Hospital Law have indicated the need for developing a cost control system to guarantee the sufficiency of Health Insurance Trust Fund. What needs to be agreed or achieved by the consensus is the choice of payment method for primary outpatient, secondary outpatient, and inpatient services.

b.
Primary outpatient payment method: The capitation method is a common practice used by general practitioners and doctors who work at community health centers and clinics. PT Askes (Persero) and PT Jamsostek (Persero) previously applied the capitation method. Therefore, this method is appropriate for continued use. However, the amount of capitation payment to community health centers and private doctor practices needs recalculation in order to be included in the Presidential Regulation. An effective payment amount must be based on a fair price, allowing doctors and other health personnel receive fair income . The doctors’ association, particularly, general practitioners, need to agree upon this, as regulated in the National Social Security System Law. For secondary services (outpatient referral service) and tertiary services (inpatient service at hospitals), the payment method based on diagnosis or diagnostic Related Group (INA-CBG) is more commonly used. The INA-CBG payment amount has not yet constituted an agreed amount as required by the National Social Security System Law. Therefore, by the end of 2012, a consensus on CBG amount must be reached together with the hospitals’ association and must be included in the Presidential Regulation with the inclusion of adjustment at least once in every two years.

3.
CONSENSUS ON CONTRIBUTION AMOUNT

a.
Contribution amount constitutes the key of the continuity, the quality of Health Insurance, and the impact of Health Insurance on the prevention of new poverty. In commercial insurances, contribution amount is calculated after the design of benefit package has been completed. In the social insurance system as regulated in the National Social Security System Law, contribution amount must also be calculated in order that (1) it is sufficient to pay health services, (2) it is sufficient to fund the Social Security Administration Agency (BPJS) with good quality which includes adequate employees’ salaries, and the availability of efficient and effective management apparatuses, (3) there is technical reserve fund available in case of high claims, (4) funds are available for program development and benefit improvement because of new technologies in medical service or medical therapy.

b.
Non-profit management regulation by the Social Security Administration Agency (BPJS) Law. Every budget surplus will be used by carrying over the surplus to the subsequent year or by accumulating technical reserves. Therefore, there will be no danger of a budget surplus resulting from more conservative stipulation of contribution. On the contrary, if the stipulation of contribution is strict, there may be insufficient funds. If this were the case, it would damage public trust in the Social Security Administration Agency (BPJS). As a Public Legal Entity, all parties closely monitor the accountability of the Social Security Administration Agency (BPJS). There is no reason to worry that should there be a surplus, such fund will be distributed as dividends or taken by the Government or any other party.

c.
The contribution amount must be able to accumulate a Trust Fund that enables the Social Security Administration Agency (BPJS) to pay for health facilities (including health personnel, examination, drugs, and other medical materials) and does not disadvantage private health facilities. Fair sufficiency has been regulated in the National Social Security System Law, which mandates payment based on the result of an agreement with the health facilities’ association. With an adequate payment amount (often referred to as the economic price), there will be an automatic, even distribution of health facilities.

d.
There have been various temporary calculations, which resulted in the Government’s assistance contribution amount (Contribution Assistance Recipients) ranging from 19,000 to 54,000/person/month. Meanwhile, the contribution amount of wage earners ranges from 5 to 6 percent of the wage (take home income) per month with no consensus yet on the maximum limit of wage. The portion of workers and employers is proposed between 2 percent and 3 percent for laborers and between 3 percent and 4 percent for employers.

e.
Additional contribution amount per person for laborers, who have more than three children and who are willing to insure their parents, parents-in-law, or other family members, is 1 percent of the wage per person per month. Only this contribution becomes the burden of the laborers.

f.
Contribution for non-wage earners who gain income from the profit of their own business:  ideally, a benefit package would include 100 percent of average contribution per person. However, during the transitional period, it is likely for two contribution amounts, the equivalent amount of 100 percent for wage earners for 2nd class treatment and 125 percent for 1st class treatment. Outpatient services for non-wage laborer contributors are served at private medical/dental practitioners/clinics.

g.
The Government must have been agreed on the contribution amount so that it can be immediately stipulated in the Presidential Regulation concerning Health Insurance.

4.
CONSENSUS ON THE PHASING OF PARTICIPATION EXPANSION AND THE PHASING OF BENEFIT EQUALIZATION

a.
The Health Insurance regulated in the National Social Security System Law is based on the market mechanism in which every person shares health expenditure burden. Currently, each person and/or business entity purchases health services individually. Such individual manner does not always guarantee that all people receive necessary services. For such reason, the mechanism used is risk transfer. Therefore, contribution amount as a transfer process must be equal to the actuarial value of health expenditure. Since its basic principle is insurance, every family must also pay contributions. Certainly, the Government must subsidize those in need of food and clothes. The National Social Security System Law has stipulated that the Government shall pay the contributions for the poor and underprivileged. Therefore, it is impossible that all people will be insured within one day. There are stages of participation expansion. A logical expansion must take into account:

1)
Ease of contribution withdrawal or payment (revenue collection). Although the number of non-wage earning people indeed constitutes the majority; it is difficult and often inefficient for them to make contribution payments.  As a result, law enforcement of large employers to smaller employers should be conducted in a gradual manner.  This is solely based on the consideration of the ease of contribution collection. Legally, all are obligated to participate.  However, collection must be conducted starting from the easy group first, which are wage laborers. This must be achieved within 5 (five) years, through until September 2019, by which all employers must be registered. Initially, law enforcement will be conducted to employers with more than 100 workers, 50-100 workers, 25-50 workers, 10-25 workers, 5-10 workers, and less than 5 workers.

2)
The poor and the near poor are those who do not have the means to pay contributions. The process of contribution collection from them is very difficult to conduct. Therefore, the Government pays contributions for them. The Government must also serve as the example for employers and laborers, the group whose contributions are paid by the Government. Currently, the Government has paid contribution for the Community Health Insurance participants, but the contribution amount is not in accordance with the basic concept of the National Social Security System, which is based on the principle of economic price. Therefore, the initial priority of the expansion is to transfer the Community Health Insurance participants to the Health Social Security Administration Agency (BPJS) of Health with a rational contribution payment. If the Government has not been willing to pay the contribution in the amount equal to the actuarial value of the economic price, phasing can be conducted within a maximum period of five years. The people who have so far been guaranteed by regional governments will be included in the management of the Social Security Administration Agency (BPJS), at any time when they are ready between January 2014 and December 2017.

3)
Non-wage laborers who receive income from the difference between revenue and production cost (income from profit). The main characteristic of these laborers is unstable income, which in many cases (e.g. the agriculture and plantation sectors) depends on the season. Therefore, the reliability of adequate regular contribution collection becomes a larger issue. Although non-preferred, practically, this group is usually included in the health insurance system at the final stage. The easiest and most practical way is that the Government pays contributions for this group. Due to the uncertain nature of health services, this group still needs protection if they suffer from severe illnesses, which can become costly. Therefore, many countries adopt a simple approach of paying contributions for non-wage laborers. With an improved  state tax and administration system in the future, this group will also pay taxes and contributions.

b.
Since the state philosophy mandates social justice, insured health services should be equally guaranteed for all populations. The fact is many service levels have different actuarial values of contribution. The Community Health Service currently has actuarial fund equal to Rp 6,500 per person per month, the fund of the Health Care Insurance of the Workers’ Social Security reached Rp 19,000 per person per month, and the fund of the Health Insurance reached Rp 36,000 per person per month in 2010. To equalize these services, the actuarial value (average value of contribution) must be the same.  Based on public complaints about the Health Insurance’s benefit package , it can be concluded that the currently existing contribution amount is still unable to guarantee services with the expected quality.  When will insured services achieve justice for all income and professional groups? The answer is simple: when the Government pays equal to the average value of contribution for services which are deemed good, which is at the minimum the same as services for third (3rd) grade civil servants.  If achieved, Indonesia can start universal coverage. Those who want higher quality (such as treatment in a VIP/ private room) can pay for the difference on their own or buy commercial health insurance. This is the best social justice.

c.
During the initial stage, depending on the Government’s willingness to pay contributions at the economic price, non-medical insurance package must still be accepted as unequal. However, medical services (drugs, examination by doctors, laboratories, radiology, etc.) must be provided equally to all participants. Those who receive contribution assistance from the Government (currently referred to as the Community Health Insurance or the Regional Health Insurance) have the right to be treated in the 3rd class while those who pay contribution (still differentiated into two levels of wages/grades) have the right to be treated in the 2nd and 1st classes at public and private hospitals. In the future, if the contribution amount can be equal and when the Government pays a contribution equal to the average contribution of wage laborers, the insured health services can be equalized.

5.
GOVERNMENT REGULATION AND PRESIDENTIAL REGULATION


Government Regulation and Presidential Regulation can be completed if all parties have reached a consensus on the matters discussed above, such as benefit, contribution, participation expansion, health facility payment, etc. The formulation process of the Government Regulation and Presidential Regulation may take a year or more. Therefore, consensuses on the various aspects above must have been reached on August 30, 2012. The formulation of the Government Regulation and Presidential Regulation related to the Health Insurance and Operations of the Social Security Administration Agency (BPJS) of Health must be finished in November 2012, or at the latest, by June 1, 2013. . It will take six to twelve months for socialization or education for the community to understand their rights and obligations as well as the phasing of the universal coverage expansion.


Discussion and formulation of many Government Regulations and Presidential Regulations are inefficient. A consensus must be reached to formulate the smallest possible number of regulations (preferably one Government Regulation and one Presidential Regulation) which regulate the Health Insurance and the operations of the Social Security Administration Agency (BPJS) of Health. One Government Regulation and one Presidential Regulation guarantee a more synchronized understanding of health insurance.

6.
COMMUNICATION TO LABORERS/EMPLOYERS


For a long time, laborers and employers have waited for clarity, which may lead to a confidence crisis. Therefore, the National Social Security Board, which has the legal authority as outlined by the National Social Security System, will pioneer and guide the National Social Security System. After the agreements above have been reached, limited communication to the prominent figures of associations/unions and large entrepreneurs must be started by July 1, 2012. Subsequently, the employers will prepare themselves and educate laborers and their family members about the new National Health Insurance.


Information on service benefits and location of facility services will need to be communicated and shared. Additionally, freedom to choose medical and dental practitioners and health facilities trusted by participants must be explained properly. Also, the burden of the workers and employers’ contributions and payment mechanism and contribution payment check must be prepared in writing in order to prevent misunderstanding or excessive expectation. Contribution amount for additional family members (children parents, parents-in-law, brothers/sisters or servants) must also be explained properly. The clarity that contribution paid by employers and laborers can be deducted from corporate and personal income tax (tax deductible) also needs clarification. The groups of employers obligated to pay contributions and to collect contributions from their laborers (Limited Liability Companies, Cooperatives, Foundations, Regional Governments, etc.) as well as the phasing of law enforcement must be presented in a clear manner. 


Complete explanation must also be presented to health facilities (including the pharmaceutical industry, pharmacies, and laboratories) and health personnel who will play the key role for participants’ satisfaction. Cooperation process with the Social Security Administration Agency (BPJS), obligations of health personnel (doctors, dentists, and other health personnel) as well as health facilities should be the process in which participants may receive benefit, provision and purchase of drugs and consumable medical materials, and whether or not there are any extra costs that must be paid by participants and employers must be explained. Health facilities must also play a role as employers obligated to pay contributions and collect contribution from their laborers. The process of credentialing, re-credentialing, payment, payment amount, and settlement process in case of disputes, must have been formulated in writing by no later than December 30, 2012.

7.
MANAGEMENT OF THE SOCIAL SECURITY ADMINISTRATION AGENCY


The Consensus on the process of asset separation, the use of initial capital, centralized information system using Population Registration Number and integrated and online accounting system must be reached by no later than December 30, 2012. After that, leaders and employers of PT Askes and PT Jamsostek as well as managers of the Community Health Insurance/Regional Health Insurance may prepare themselves for the operations of the Social Security Administration Agency (BPJS). To guarantee an open, properly functioning management, appointment for the managerial level and above in the Social Security Administration Agency (BPJS) must be open in nature. A competent and capable person must also occupy the various managerial positions, such as branch head, regional head, and directors of the Social Security Administration Agency (BPJS) of Health. While a common practice for private employers, this is not the case with government positions adhere to the life-long employment bureaucracy pattern.


In accordance with the National Social Security System Law and the Social Security Administration Agency (BPJS) of Health, consensus must be documented in the integrated Government Regulation and Presidential Regulation. Therefore, after future operations have been clear, the liability and responsibility will be of the Social Security Administration Agency (BPJS), and now the Board of Directors and Management of PT Askes may prepare themselves with new Articles of Associations/By-Laws, new standard operating procedure, new attributes, guidelines on participants’ registration process, participant cards,  cooperation engagement with health facilities, facility selection method, notices, etc. must be ready by December 30, 2012. Afterwards, all employees and management of the Social Security Administration Agency (BPJS)-to-be must have one voice so that people can be served with high level of satisfaction.


To achieve this standard, training of the Social Security Administration Agency (BPJS) employees, candidate employees, and personnel at health centers must begin in January 2013. A good and accessible information system is operational by June 30, 2013.

8.
INTERNAL PROCESS OF THE SOCIAL SECURITY ADMINISTRATION AGENCY – OPERATIONAL PREPARATION


The Social Security Administration Agency (BPJS) will become the key to the success of health insurance (INA-Medicare). On the other hand, lack of preparation will hurt the progress of the Health Insurance initiative and damage Indonesia’s global reputation.  Therefore, PT Askes, the National Social Security Board, and the Government, need to formulate policies that will be followed up in detail by the Social Security Administration Agency (BPJS)-to-be. Several important issues that must be formulated and clarified in the operations of the Social Security Administration Agency (BPJS) before December 30, 2012 include:

a.
Preparation of amendment to the Articles of Association/By-Laws

b.
Preparation of change in attributes

c.
Preparation of change in the system and standard operating procedure/SOP

d.
Training on change in mindset

e.
Stipulation and implementation of human resource competence requirement for various positions including training and/or recruitment of appropriate personnel

f.
Preparation of information system

1)
Participation – Population Registration Number (not E-KTP)

2)
Claim and payment

3)
Evidence Based Research/Development (allocate 0.05 percent of total contribution received for operational research such as improvement of the management system, evaluation of therapy cost effectiveness, fairness in payment of cross-region health facilities and/or health personnel, etc.)

4)
Claim analysis and other costs for regular contribution calculation revision

g.
Management information system for the presentation of  individual employee performance reports for the granting of incentives and disincentives as well as performance of insurance management for the public

h.
Accounting system, which will include a benchmarking system similar to that of Taiwan, the Philippines, and South Korea.  It will include management accounting, cost accounting, and reserve accumulation balance sheets. 

i.
Development and improvement of the GCG (Good Corporate Governance) of the Social Security Administration Agency (BPJS)

j.
Ensuring the availability of information on participants’ rights and obligations at every health facilities and on the website of the Social Security Administration Agency (BPJS) of Health

k.
Information regarding the types and health facilities that serve participants must always be available on the website or by telephone 24 hours a day, 7 days a week, and 365 days a year (24/7/365)

l.
Telephone, Internet, blog, etc. customer service are available 24/7/365 in every region to improve access to information

m.
Telephone, Internet, blog, etc. for complaint/satisfaction purposes are available 24/7/365 in every region and must be followed by quick response, which must be announced at the minimum once in every semester

n.
Financial and utilization report distributed every six months through the website, media, seminar, and talk show

o.
Primary data of claim and finances are open for research by every authorized and competent institution for the relevant field of research – data acquisition and research result reporting procedure as stipulated by the Social Security Administration Agency (BPJS) to guarantee that research results are publicized and useful for the improvement of the National Health Insurance

p.
Presenting regular report, at the minimum once in every semester to achieve a minimum target that 85 percent of Participants, employers, and health personnel feel or are deemed satisfied with the services of the Social Security Administration Agency (BPJS)

q.
Preparing and continuously controlling the system in order to achieve high efficiency of management of the Social Security Administration Agency (BPJS) (total administration cost < 4 percent of total contribution received)

r.
Continuous monitoring and presenting to the public, at least once a year.  The development of accumulative reserve (all surpluses and funds reserved every year are accumulated and invested until reaching sufficient funds for health service benefit for 5 (five) years. If achieved, a revision of contribution reduction and/or benefit value improvements may be conducted.

9.
THE ASPECT OF SERVICES 


Insured health services constitute the benefit package that becomes the right of every participant who has either paid contributions and whose contributions are Government-paid. Services have two important aspects: potential access and service quality.  Potential access is affected by the availability of health services, as well as the   distribution, distance, and means of transportation. Meanwhile, service quality is highly affected by payment amount, health personnel, behavior health service motives, and sufficiency of drugs supply, consumable medical materials, and other material supplies that affect service quality.


Admittedly, in the current condition, the distribution and quality of health services have been inadequate or unfulfilling to people’s expectations.  This is affected by the previous and current systems whereby the majority of health service users paid out of their own pockets or from pooled incomes from employers’ or employers’ insurances, which do not have bargaining power and distribution power. The distribution of health facilities and doctors will be concentrated in regions where people can pay and afford costly services. Still, services are more available in big cities as opposed to smaller cities. However, this changes if the National Health Insurance properly pays health services (at the economic price) in which the private sector will be challenged to serve and if it can still be covered by production costs. If the Government pays the contribution for the poor and the informal sector at the economic price, health facilities will become evenly distributed because people in the regions and small cities will receive services paid by the Social Security Administration Agency (BPJS), a change from the past. Therefore, there will be a migration of health facilities and health personnel to places where light competition is still possible, specifically, in regions with an inadequate distribution of health facilities. 


Thus, the main key of health facility and health personnel redistribution is highly dependent on the amount of payment from the Social Security Administration Agency (BPJS) to health facilities. This payment amount is highly dependent on the contribution amount that must be paid by laborers, employers, and the Government. Although the payment method is applied prospectively or retrospectively, health facilities will still operate in the regions if the payment amount is based on the economic price.


If we pay attention to the current health service distribution, Indonesia has more than 85,000 doctors with general practice licenses. Such number is sufficient, with a ratio of 1:3,000 for serving the entire population. The problem lies in the distribution.  The distribution problem can be solved if there is adequate payment from the Social Security Administration Agency (BPJS). Of course, in order to receive adequate payment, adequate contributions are required. Additionally, we have more than 1,800 hospitals and more than 1,000 community health centers having treatment beds. In accordance with the Hospital Law, Community Health Centers that have treatment beds and provide inpatient services should have been included in the hospital category. If a hospital’s utilization rate (Bed Occupancy Rate/BOR) is taken into account as a whole, it seems that the number of currently existing beds is not optimally used. The average BOR is still below 70 percent. Only in big cities, the BOR of some hospitals can reach more than 80 percent. This is not an effect of insurance, but rather, an effect of the market, people’s social and education level, and access. However, many parties consider the number of beds  far from sufficient based on the bed-to-population ratio of 1 bed per 1,000 populations. Yet the use of a static ratio is dangerous with the lack of demand. The current fact and utilization indicate that demand in some regions is inadequate due to the unavailability of effective health insurance, distance, and poor service quality. Therefore, we do not need to rush in providing additional beds to the number of the targeted ratio. The process of demand increase will develop gradually in line with the expansion of participation. Postponing health insurance expansion for the reason of unavailability of sufficient health facilities may violate the right of approximately 60 percent of the population who already live within less than one hour to one of the health facilities, but cannot afford health services.


Market mechanism will automatically attract investors to build more health facilities and to look for health personnel to serve insurance participants in various regions where adequate services are not yet available. The key is adequate payment or payment at an economic price. In addition, pursuant to the Regional Government Law, Regional Governments are obligated to provide health facilities. In cases where the size of population is small and the distribution is scarce, private investors are not attracted to build health facilities; then Regional Governments (which have funds from the State Revenues and Expenditures Budget/Regional Revenues and Expenditures Budget, or community funds) are obligated to provide facilities with good quality. Regional governments that have thus far been paying contributions for Regional Health Insurance contributions are encouraged to reallocate their funds towards the building and rehabilitation of health facilities and paying (increasing the incentives for) health personnel, so that they can serve the population in the regions with satisfactory quality. This approach is much more equitable and effective than demanding regional governments to pay contributions for non-quota groups.

10.
SOCIALIZATION


Socialization is an important element that is often overlooked. Proper socialization will provide understanding and awareness among  participants and employers of their rights and obligations. Socialization is similar to the marketing of commercial products. As for commercial products, marketing budget for a new product may reach 30-50 percent of production costs. With adequate marketing, product sales can reach the expected target and employers can achieve the expected profit. Learning from the commercial model, social insurance must conduct adequate socialization or social marketing. If properly conducted, laborers, employers, and capable people will not feel compelled to pay contribution, but they will feel the necessity to participate in insurance and protect their families from expensive medication costs that may impoverish the families.


To achieve broad understanding and awareness of the National Health Insurance system, socialization must be conducted in two big stages:

a.
The stage of socialization to key stakeholders, such as prominent figures/leaders of labor unions, employers, academicians, activists of community organizations, and officials at the central and regional levels. The preparation of laws and regulations stage needs to be guarded by such socialization through face-to-face interaction, workshops, road shows, publication on certain printed and electronic media whose consumers are  from the upper or middle classes.

b.
With the formulation of laws and regulations, contract of health facilities/personnel, preparation of the standard system and procedures, and availability of required materials, then the stage of participant socialization will be implemented.  Because of their previous training, health personnel working at health facilities or who are independently contracted understand various aspects of services. This socialization is conducted by using simple and easily comprehensible language. A success model or testimony constitutes one of the forms that can attract the attention of the common public such as those working as operators, retail traders, farmers, fishermen, and the community in general. In this stage, the one march or song will encourage every person to actively participate. Slides, posters, short movies, content of electronic cinemas, talk show, study books, and various writings referring to one source/standard will need to be produced and distributed (placed on a downloadable page) in two languages (Indonesian and English). Preparation of standard information/ socialization materials in two languages is necessary to shape Indonesia’s success as a country with single payer of health services.

E.
TARGETS AND ADMINISTRATION ASPECT

This roadmap will serve as a reference for all parties to prepare them for an active role in  the operation of the Social Security Administration Agency (BPJS) of Health on January 1, 2014 and in achieving the universal coverage of a single Health Insurance for all Indonesian people in 2019. For that purpose, the targets to be achieved in 2014 and the targets to be achieved in 2019 have been formulated. Eight (8) Basic Targets have been stipulated, which were jointly formulated with the stakeholders and are presented in detail in table 2.1.

In summary, the targets to be achieved from the development of health insurance are described in the table. From this table, it is demonstrated that there are two time-sensitive goals. First, the 2012-2014 period during which the focus is preparing for the operations of the Social Security Administration Agency (BPJS) of Health. The second is the 2015-2019 period during which the focus is the participation expansion toward Universal Coverage.

Chart 2.4 presents the aspects which need attention in the administration of health insurance, namely (1) Aspect of Regulation/Laws and Regulations, (2) Participation Aspect, (3) Benefit and Contribution Aspect, (4) Health Service Aspect, (5) Financial Aspect, and (6) Institution and Organizational Aspect.

The preparation of roadmap in this document refers to the aforementioned six aspects as subsequently described in the following chapters.

Table 2.1. Eight Basic Targets of the 2012-2019 National Health Insurance Roadmap 

	TARGETS FOR JANUARY 1, 2014
	TARGETS FOR 2019

	1.
The Social Security Administration Agency (BPJS) of Health shall commence its operations.
	1.
The Social Security Administration Agency (BPJS) of Health shall operate properly.

	2.
The Social Security Administration Agency (BPJS) of Health shall manage health insurance for at least 121.6 million participants (approximately 50 million shall still be managed by other Agencies).
	2.
All Indonesian people (which in 2019 are estimated to reach approximately 257.5 million people) shall obtain health insurance through the Social Security Administration Agency (BPJS) of Health.

	3.
The insured medical benefit package shall be all treatments for all diseases. However, there shall still be different classes of hospital treatment for those who pay contributions independently and for Contribution Assistance Recipients whose contributions are paid by the Government.
	3.
There shall be equal medical and non-medical benefit packages (treatment classes) without any differentiation, in order to materialize social justice for all people.

	4.
Action Plan for the Development of health facilities shall be prepared and in its initial stage of implementation. 
	4.
The number and distribution of health service facilities (including personnel and equipment) shall have been adequate to guarantee the fulfillment of medical needs of all people.

	5.
All implementing regulations (Government Regulation, Presidential Regulation, Ministerial Regulation, and Regulations of the Social Security Administration Agency (BPJS) derived from the National Social Security System Law and the Social Security Administration Agency Law shall have been enacted and issued.
	5.
All implementing regulations shall have been periodically adjusted in order to guarantee adequate service quality at the appropriate economic prices.

	6.
At least 75 percent of the participants shall declare their satisfaction with the services provided at the Social Security Administration Agency (BPJS) and the services provided at the health facilities contracted by the Social Security Administration Agency (BPJS).
	6.
At least 85 percent of the participants shall declare their satisfaction with the services at the Social Security Administration Agency (BPJS) and in the services provided at the health facilities contracted by the Social Security Administration Agency (BPJS).

	7.
At least 65 percent of the health laborers and facilities shall declare their satisfaction or receive appropriate payment from the Social Security Administration Agency (BPJS).
	7.
At least 80 percent of the health laborers and facilities shall declare their satisfaction or receive appropriate payment from the Social Security Administration Agency (BPJS).

	8.
The Social Security Administration Agency (BPJS) of Health shall be managed in an open, efficient, and accountable manner.
	8.
The Social Security Administration Agency (BPJS) of Health shall be managed in an open, efficient, and accountable manner.


Chart 2.4. Aspects of Health Security Administration
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The administration of social security, including health insurance, must be based on a Law and its implementing regulation. The basis of such laws and regulations is necessary the fulfillment of public rights and obligations, in relation to both the collection and management of contributions from the public and in the provision of benefit to the public who become participants.

In Indonesia, the administration of social security is constitutionally regulated in Article 28H and Article 34 of the 1945 Constitution of the State of the Republic of Indonesia. Subsequently, its implementation is based on two laws namely (a) Law Number 40 Year 2004 concerning the National Social Security System (the National Social Security System Law), and; (b) Law Number 24 Year 2011 concerning the Social Security Administration Agency (BPJS). Law Number 40/2004 regulates the programs that may be periodically revised to improve or add programs, as the Medium/Long Term Development Plan Law. Meanwhile, Law 24/2011 regulates the administration agency that oversees implementing programs regulated in the National Social Security System Law.  In a similar fashion, the Government  must implement the programs formulated in the Long Term Development Plan Law.

For social security, particularly, health insurance to be administered in accordance with the provisions regulated in the aforementioned two Laws, their implementing regulations need to be formulated. Implementing regulations (Government Regulation and Presidential Regulation) serve as the reference for all stakeholders (laborers, employers, the Government, the Social Security Administration Agency (BPJS), health facilities, etc.) in order to know their rights and obligations. Implementing regulations also serve as the reference in conducting evaluation of achievement and the quality of social security achievement, in this case health insurance in Indonesia. Therefore, it is necessary to describe the regulations that need to be immediately formulated, so that health insurance can be administered as mandated by the 1945 Constitution of the State of the Republic of Indonesia.

A.
REGULATIONS DERIVED FROM THE NATIONAL SOCIAL SECURITY SYSTEM LAW

Several Government Regulations and Presidential Regulations must be formulated to implement Law Number 40 Year 2004, specifically, in relation to health insurance are:

1.
Government Regulation concerning Contribution Assistance Recipients


This Government Regulation is the implementation of Article 14 paragraph (3) and Article 17 paragraph (6) of the National Social Security System Law. Article 14 of the National Social Security System Law states “(1) The Government shall gradually register contribution assistance recipients as participants to the Social Security Administration Agency (BPJS) of Health; (2) The contribution assistance recipients as intended in paragraph (1) shall be destitute and poor people; (3) The provisions as intended in paragraphs (1) and (2) shall be further regulated with a Government Regulation.” Article 17 paragraphs (4)-(6) of the National Social Security System Law states “(4) Social security program contribution for destitute and poor people shall be paid by the Government; (5) At the first stage, the contribution as intended in paragraph (4) shall be paid by the Government for the health insurance program; (6) The provisions as intended in paragraphs (4) and (5) shall be further regulated with a Government Regulation.”


Since 2007, representatives of various ministries have discussed and prepared the Draft Government Regulation concerning Contribution Assistance Recipients. Many stakeholders have been involved in the discussions on such Draft Government Regulation. However, the President had yet to sign the Draft Government Regulation until now. 


For the Social Security Administration Agency (BPJS) of Health to operate properly in accordance with the provision of Article 60 paragraph (1) of the Social Security Administration Agency (BPJS) Law, namely on January 1, 2014, the aforementioned Government Regulation concerning Contribution Assistance Recipients shall have been signed by the President by no later than in mid-2013. In view of the extremely limited time, the existing Draft Government Regulation concerning Contribution Assistance Recipients must be immediately harmonized by the Ministry of Law and Human Rights and subsequently submitted to the President.

2.
Presidential Regulation concerning Health Insurance


This Presidential Regulation regulates health insurance programs whose materials include the substance of Articles 21-28 of the National Social Security System Law jo Article 19 of the Social Security Administration Agency (BPJS) Law. Presidential Regulation concerning Health Insurance regulates:

a.
Insured health services include promotional, preventive, curative, and rehabilitative services including drugs and consumable medical materials as well as cost sharing for the types of services which may give rise to misuse of services (Article 22 of Law No. 40 Year 2004)

b.
Provision of compensation by the Social Security Administration Agency (BPJS) of Health if in a region there is no health facilities available to fulfill medical needs of a number of participants and standard treatment classes at hospitals (Article 23 of Law No. 40 Year 2004)

c.
Types of services not insured by the Social Security Administration Agency (BPJS) (Article 26 of Law No. 40 Year 2004)

d.
The amount of Health Insurance contribution for wage earning participants with a wage limit which will be regularly reviewed, for non-wage earning participants, and for contribution assistance recipients (Article 27 of Law No. 40 Year 2004)

e.
Obligation to pay additional contributions for laborers who have more than 5 (five) family members and who wish to enroll other family members such as parents (Article 28 of Law No. 40 Year 2004)

f.
Procedure for health insurance program contribution payment (Article 15 paragraph (5) sub-paragraph (a) of Law No. 24 Year 2011)

g.
Phasing of participation in Health Insurance which constitutes further formulation of Article 13 paragraph (2) of Law Number 40 Year 2004 and Article 15 of Law Number 24 Year 2011 concerning Social Security Administration Agency (BPJS). Article 13 of the Social Security Administration Agency (BPJS) Law states (1) Employers shall be gradually obligated to register themselves and their employees as participants to the Social Security Administration Agency, in accordance with the social security program they are participating in; (2) The phasing as intended in paragraph (1) shall be further regulated with a Presidential Regulation.

Meanwhile, Article 15 of the Social Security Administration Agency (BPJS) of Health Law states (1) Employers shall be gradually obligated to register themselves and their employees as Participants to the Social Security Administration Agency (BPJS) in accordance with the social security program they are participating in; (2) In performing the registration as intended in paragraph (1), the Employers shall be obligated to provide their and their Employees’ personal data completely and correctly to the Social Security Administration Agency (BPJS); (3) The phasing as intended in paragraph (1) shall be regulated with a Presidential Regulation.

As it is the case with the Draft Government Regulation concerning Contribution Assistance Recipients, the Draft Presidential Regulation was formulated in 2009 and repeatedly discussed by team members from various relevant ministries. Many stakeholders were also involved in the discussions of the Draft Presidential Regulation.

For the Social Security Administration Agency (BPJS) of Health to operate properly on January 1, 2014, Presidential Regulation concerning Health Insurance must have been enacted by end of 2012, no later than in mid-2013 so that the second semester of 2013 can be used for socialization of various parties. In view of the extremely limited time, the National Social Security Board should conduct intensive communication with the Ministry of Health and the Ministry of Law and Human Rights, particularly in order that the Draft Presidential Regulations can be immediately harmonized and subsequently submitted to the President to be stipulated.

B.
REGULATIONS DERIVED FROM THE SOCIAL SECURITY ADMINISTRATION AGENCY LAW

In addition to the implementing regulation of the National Social Security System Law, there are implementing regulations that need to be formulated based on Law Number 24 Year 2011 concerning Social Security Administration Agency (BPJS) (the BPJS Law). Several implementing regulations that need to be formulated can be unified with the implementing regulations based on the mandate of the National Social Security System Law. Several regulations must be made separately due to their special substance, such as:

1.
Government Regulation concerning the implementation of Law No. 24 Year 2011 concerning the Social Security Administration Agency (BPJS)


This Government Regulation monitors:

a.
A procedure for the imposition of administrative sanctions for employers who are either delinquent or fail to contribute, as noted by Article 17. This regulation must be synchronous with the regulation of health insurance contributions in the Presidential Regulation concerning Health Insurance.

b.
The amount of contribution and procedure of contribution payment for four programs other than the health insurance programs (Article 19 paragraph (5) sub paragraph (b))

c.
Sources and utilization of the assets of the Social Security Administration Agency (BPJS) (Article 41)

d.
Sources and utilization of assets of the Social Security Fund (Article 43)

e.
Operational fund percentage (Article 45) for health insurance that must be stipulated by the National Social Security Board. With due regard to the ratio of operational cost to total contribution in various countries, the Social Security Administration Agency (BPJS) may use operational funds in a maximum amount of four percent of the contribution in the first years, and such amount may be less than three percent in stable periods.

f.
Procedure of cross-institutional relations (Article 51)

g.
Procedure for the imposition of administrative sanctions for the Supervisory Board and Board of Directors of the Social Security Administration Agency (BPJS) (Article 53)

2.
Government Regulation concerning Initial Capital of the Social Security Administration Agency (BPJS)


Government Regulation concerning the Initial Capital of the Social Security Administration Agency (BPJS) needs to be formulated in the context of implementing Article 42 of the Social Security Administration Agency (BPJS) of Health Law which states “The initial capital as intended in Article 41 paragraph (1) sub-paragraph (a) for the Social Security Administration Agency (BPJS) of Health and the Social Security Administration Agency (BPJS) of Manpower shall be stipulated at the maximum of Rp 2,000,000,000,000 (two trillion rupiah) respectively, which shall come from the State Revenues and Expenditures Budget”.


Based on the provision of Article 41 paragraph (4) of the Law concerning State Treasure. Article 4 paragraph (4) of the State-Owned Enterprise Law, which regulates capital participation of the State in the amount of one hundred billion and more, the People’s Legislative Assembly must approve the regulation on the initial capital whereas the Government must regulate its implementation. In relation to this matter, the Minister of Finance has the  authority to initiate the formulation of Draft Government Regulation concerning this initial capital. Therefore, before the formulation of the Draft Government Regulation concerning the maximum initial capital of Rp. 2 Trillion for the Social Security Administration Agency (BPJS) of Health and the Social Security Administration Agency (BPJS) of Manpower in 2013, approval from the People’s Legislative Assembly of the Republic of Indonesia must have been approved and budgeted in the 2013 State Revenues and Expenditures Budget as separate state asset. 


In relation to the Government Regulation concerning the Initial Capital of the Social Security Administration Agency (BPJS), it is vitally important for  budgeting in the 2013 State Revenues and Expenditures Budget Law to be conducted. Therefore, the formulation of the 2013 Draft State Revenue and Expenditure Budget must include an initial capital amount.

3.
Presidential Regulation concerning the Procedure for the Selection and Stipulation of the Supervisory Board and Board of Directors of the Social Security Administration Agency (BPJS)


This Presidential Regulation constitutes the implementation of several articles of the Social Security Administration Agency (BPJS) Law namely Article 31, Article 36, and Article 44. Article 31 of the Social Security Administration Agency (BPJS) of Health states “Further provisions regarding the procedures for the selection and stipulation of the Supervisory Board and Board of Directors as intended in Article 28, Article 29, and Article 30 shall be regulated with a Presidential Regulation”. Article 36 paragraph (5) states “Further provisions regarding the procedures for the selection and stipulation of the interim replacement candidate members as intended in paragraphs (1), (2), (3), and (4) shall be regulated with a Presidential Regulation”. Meanwhile, Article 44 paragraph (8) states “The provisions regarding the Salaries or Wages and other additional benefits as well as incentives for members of the Supervisory Board and members of the Board of Directors shall be regulated with a Presidential Regulation”.


This Presidential Regulation should also regulate the form and substance of the program management report and annual report as stated in article 37 of Law No. 24 Year 2011 concerning the Social Security Administration Agency (BPJS) as a form of accountability of the Social Security Administration Agency (BPJS). Article 37 paragraph (1) of the Social Security Administration Agency (BPJS) Law regulating the accountability of the Social Security Administration Agency (BPJS) states “The Social Security Administration Agency (BPJS) shall be obligated to present accountability with regard to the implementation of its duties in the form of a program management report and an annual financial statement which have been audited by public accountants to the President with a carbon copy to the National Social Security Board by no later than June 30 of the following year”. Meanwhile, Article 37 paragraph (7) states that “The Provisions regarding the form and substance of the program management report as intended in paragraph (3) shall be regulated with a Presidential Regulation”.


The formulation of this Draft Presidential Regulation is initiated by either the Ministry of Health or the Ministry of Manpower, but the process will be jointly performed in view of the fact that the operational regulation and accountability of the Social Security Administration Agency (BPJS) of Health and the Social Security Administration Agency (BPJS) of Manpower must be the same. Therefore, it will be sufficient to have one Presidential Regulation concerning Governance, including standard of salaries and other benefits for the Social Security Administration Agency (BPJS) of Health and the Social Security Administration Agency (BPJS) of Manpower.

4.
Presidential Decree concerning the Appointment of the Board of Commissioners and Board of Directors of PT. Askes to become the Supervisory Board and the Board of Directors of the Social Security Administration Agency (BPJS) of Health


Article 59 of Law Number 24 Year 2011 concerning the Social Security Administration Agency (BPJS) states that for the first time the Board of Commissioners and Board of Directors of PT. Askes (Persero) shall be appointed to become the Supervisory Board and the Board of Directors of the Social Security Administration Agency (BPJS) of Health for a maximum period of 2 (two) years, effective as of the commencement of operation of the Social Security Administration Agency (BPJS) of Health on January 1, 2014. The appointment of the Board of Commissioners and Board of Directors of PT. Askes (Persero) to become the Supervisory Board and the Board of Directors of the Social Security Administration Agency (BPJS) of Health in this Article 59 normatively must be conducted based on a Presidential Decree.


Therefore, it is necessary to prepare a Draft Presidential Regulation concerning the appointment of the Board of Commissioners and Board of Directors of PT. Askes (Persero) to become the Supervisory Board and Board of Directors of the Social Security Administration Agency (BPJS) of Health, which  must be issued before December 31, 2013.


The National Social Security Board and the State Ministry of State-Owned Enterprises should prepare the Draft Presidential Regulation.

C.
ACTIVITIES TO BE CONDUCTED

In order to complete the formulation of the aforementioned various regulations in 2012, it is necessary to make a detailed action plan for each stage of formulation activities. In accordance with Law Number 12 Year 2011 concerning the Formulation of Laws and Regulations, the process of formulating Government Regulation and Presidential Regulation shall be implemented by several basic activities, as follows:

1.
The initiating Minister/Head of Non-Ministry Government Institution submits a request for approval of the initiative to the President through the State Secretary Minister/Secretary of the Cabinet. The approval of the initiative must be completed on July 31, 2012.

2.
After obtaining the approval of the initiative for the formulation of Draft Government Regulation/Draft Presidential Regulation from the President, the Minister/Head of Non-Ministry Government Institution shall form a cross-Ministry/ Non-Ministry Government Institution committee by involving various ministries/ institutions, agencies, professional organizations, academicians, practitioners, and/or relevant agencies.

3.
The initiating Minister/Head of Non-Ministry Government Institution shall submit the Draft Government Regulation/Draft Presidential Regulation produced by the cross-Ministry/Non-Ministry Government Institution committee to the Minister of Law and Human Rights for the harmonization process. Harmonization is conducted by involving various Ministries/Institutions, relevant agencies, and/or professionals and academicians.

4.
The Minister of Law and Human Rights shall return the Draft Government Regulation/Draft Presidential Regulation resulting from the harmonization to the initiating Minister/Head of Non-Ministry Government Institution.

5.
The initiating Minister/Head of Non-Ministry Government Institution shall submit the Draft Government Regulation/Draft Presidential Regulation resulting from the harmonization to the State Secretary Minister/Secretary of the Cabinet.

6.
The State Secretary Minister/Secretary of the Cabinet shall request for the initials for the Draft Government Regulation/Draft Presidential Regulation to the Coordinating Minister/Head of Non-Ministry Government Institution substantively related directly to the implementation of the Government Regulation/Presidential Regulation.

7.
The Draft Government Regulation/Draft Presidential Regulation initialed by the relevant Minister/Head of Non-Ministry Government shall be submitted by the State Secretary Minister/Secretary of the Cabinet to the President to be signed.

8.
The Draft Government Regulation/Draft Presidential Regulation that has been signed by the State Secretary Minister/Secretary of the Cabinet is numbered and submitted to the Minister of Law and Human Rights for enactment.

In relation to the matter, if the aforementioned several Government Regulations and Presidential Regulations must be finished before January 1, 2014, the formulation of their draft must have been started, in view of the fact that the formulation process will need a fairly long time and will involve various agencies related to the substance/materials of the Government Regulations and Presidential Regulations to be formulated.

To complete all Government Regulations and Presidential Regulations, all parties must reach a consensus in 2012 over the basic regulations of all aspects. For all people to understand them in detail, by no later than June 1, 2013, the Government Regulation and Presidential Regulation concerning Health Insurance and the Operations of the Social Security Administration Agency (BPJS) of Health must be completed. It will need a minimum time of 6 (six) months for the socialization and public education concerning the National Health Insurance and the Presidential Regulation concerning Health Insurance.

Details of activities to be conducted from the aspect of laws and regulations can be seen in Table 3.1.

Table 3.1 Matrix of the Activities of the Aspect of Laws and Regulations

	NO
	ACTIVITIES
	YEAR
	IMPLEMENTING INSTITUTIONS
	RELEVANT INSTITUTIONS

	
	
	2012
	2013
	2014
	2015
	2016
	2017
	2018
	2019
	
	

	I.
	ASPECT OF LAWS AND REGULATIONS 
	
	
	
	
	
	
	
	
	
	

	
	Draft Formulation, Discussion, and Ratification:
	
	
	
	
	
	
	
	
	
	

	1
	Presidential Regulation concerning Health Insurance*
	X
	January
	
	
	
	
	
	
	MINISTRY OF HEALTH
	NATIONAL SOCIAL SECURITY BOARD, MINISTRY OF LAW AND HUMAN RIGHTS, MINISTRY OF FINANCE, NATIONAL DEVELOPMENT PLANNING AGENCY

	2
	Government Regulation concerning Contribution Assistance Recipients*
	X
	January
	
	
	
	
	
	
	MINISTRY OF SOCIAL AFFAIRS
	NATIONAL SOCIAL SECURITY BOARD, MINISTRY OF HEALTH, MINISTRY OF FINANCE, NATIONAL DEVELOPMENT PLANNING AGENCY, COORDINATING MINISTRY FOR PEOPLE’S WELFARE, MINISTRY OF LAW AND HUMAN RIGHTS, NATIONAL TEAM FOR POVERTY REDUCTION ACCELERATION

	3
	Presidential Regulation concerning Health Operational Support for the Indonesian National Military/the National Police of the Republic of Indonesia
	X
	X
	
	
	
	
	
	
	MINISTRY OF DEFENSE
	NATIONAL SOCIAL SECURITY BOARD, MINISTRY OF HEALTH

	4
	Government Regulation concerning the implementation of Law No. 24 Year 2011 concerning the Social Security Administration Agency (BPJS) of Health and the Social Security Administration Agency (BPJS) of Manpower)
	X
	
	
	
	
	
	
	
	COORDINATING MINISTRY FOR PEOPLE’S WELFARE
	NATIONAL SOCIAL SECURITY BOARD, MINISTRY OF HEALTH, MINISTRY OF MANPOWER AND TRANSMIGRATION, MINISTRY OF FINANCE, MINISTRY OF LAW AND HUMAN RIGHTS, PT ASKES, PT JAMSOSTEK

	5
	Government Regulation concerning Initial Capital of the Social Security Administration Agency (BPJS) of Health and the Social Security Administration Agency (BPJS) of Manpower)
	X
	X
	
	
	
	
	
	
	MINISTRY OF FINANCE
	NATIONAL SOCIAL SECURITY BOARD, COORDINATING MINISTRY FOR PEOPLE’S WELFARE, MINISTRY OF LAW AND HUMAN RIGHTS, NATIONAL DEVELOPMENT PLANNING AGENCY, PT ASKES, PT JAMSOSTEK

	6
	Government Regulation concerning Social Security Fund Management (Health Social Security Administration Agency (BPJS) of Health and the Social Security Administration Agency (BPJS) of Manpower)
	X
	X
	
	
	
	
	
	
	MINISTRY OF FINANCE
	NATIONAL SOCIAL SECURITY BOARD, COORDINATING MINISTRY FOR PEOPLE’S WELFARE, MINISTRY OF LAW AND HUMAN RIGHTS, NATIONAL DEVELOPMENT PLANNING AGENCY, PT ASKES, PT JAMSOSTEK

	7
	Presidential Regulation concerning Procedure for Selection and Stipulation of the Supervisory Board and Board of Directors of the Social Security Administration Agency (BPJS) of Health and the Social Security Administration Agency (BPJS) of Manpower)
	X
	X
	
	
	
	
	
	
	COORDINATING MINISTRY FOR PEOPLE’S WELFARE
	NATIONAL SOCIAL SECURITY BOARD, MINISTRY OF SOEs, MINISTRY OF FINANCE

	8
	Presidential Regulation concerning Remuneration of the Supervisory Board and Board of Directors of the Social Security Administration Agency (BPJS) of Health and the Social Security Administration Agency (BPJS) of Manpower)
	X
	X
	
	
	
	
	
	
	COORDINATING MINISTRY FOR PEOPLE’S WELFARE
	NATIONAL SOCIAL SECURITY BOARD, MINISTRY OF SOEs, MINISTRY OF FINANCE

	9
	Presidential Regulation concerning Appointment for the First time of the Board of Commissioners and Board of Directors of PT. Askes (Persero) to become the Supervisory Board and Board of Directors of the Social Security Administration Agency (BPJS) of Health
	
	X
	
	
	
	
	
	
	MINISTRY OF HEALTH
	NATIONAL SOCIAL SECURITY BOARD, MINISTRY OF SOEs, MINISTRY OF FINANCE


	THE ASPECT OF 

PARTICIPATION
	4






A.
THE CURRENT PARTICIPATION CONDITION

1.
PARTICIPATION COVERAGE FOR THE POOR AND LOW INCOME POPULATIONS


Following the stipulation of Law No. 40 Year 2004 concerning the National Social Security System (SJSN), the Government has been administering health insurance for the poor and low-income populations through a program known as the Community Health Insurance (Jamkesmas)
. The Jamkesmas program has significantly increased participation in health insurance. Specifically, from 2005 to 2007, the total population’s health insurance increased by 76.4 million people . 


With the existence of the Jamkesmas Program and the perception of the Constitutional Court’s Decision on Case Number 007/PUU-III/2005, many Regional Governments (Provinces and Regencies/Cities) have been administering similar program known as Jamkesda (Regional Health Insurance). The management of the Jamkesda program also uses the social assistance scheme, whereby the Jamkesda is administered by using funds from Regional Revenues and Expenditures Budget (APBD). It is necessary to note, however, that the aforementioned Stipulation of the Constitutional Court regulates BPJS in Regions rather than the Jamkesda program, which is not always managed by BPJS in Regions.


The majority of Jamkesda programs provide insurance for low-income population who are not covered by the Jamkesmas program. Only a number of regions provide insurance for all population in the relevant regions. The total population covered by the scheme of Jamkesda/PJKMU (the name Health Insurance Program for the Public – PJKMU - is used by PT Askes contracted by Regional Governments to administer Jamkesda programs) has reached approximately 31.6 people. Currently, it is estimated that at least 350 Regencies/Cities are administering regional health insurance programs (with various names, services insured, per capita amount of regional revenues and expenditures budget (APBD) funds, and management systems)
.  

2.
HEALTH INSURANCE FOR CIVIL SERVANTS/TNI-POLRI


In addition to the poor and low-income population insured by the Jamkesmas and Jamkesda programs, all Civil Servants, Civil Servant retirees and TNI/POLRI retirees including their family members have been insured by the Mandatory/Social Health Insurance Program managed by PT Askes (Persero). The number of insureds in the Mandatory Health Insurance is approximately 17.3 million people. Active employees of TNI/POLRI and their family members obtain health insurance at all health facilities of TNI/POLRI managed by the Health Department of TNI/POLRI. The total number of active employees of TNI/POLRI and their family members insured is approximately 2.5 million people. Similar to health insurance for Civil Servants and civil servant retirees, active employees of TNI/POLRI and their family members also have comprehensive health insurance without exception as to the insured diseases. However, cosmetic medication is uninsured. 

3.
HEALTH INSURANCE FOR PRIVATE EMPLOYEES 


Since 1993, private employees and their family members were insured through the Health Care Security (JPK) program managed by PT Jamsostek (Persero). Some employees of large employers are allowed to obtain Health Insurance through commercial health insurance programs. However, JPK Jamsostek and commercial health insurance programs do not have the same coverage. Furthermore, many expensive medical services are not insured by these programs. 

Various types of existing health insurance programs have insured about half of Indonesian population. 

Data from the Ministry of Health indicates that there are 151.6
 million people insured (with various forms and coverage of insurance) with details as shown in Table 4.1.

Table 4.1 shows the estimated number of people insured in 2012  may increase or decrease from time to time. The aforementioned data indicates that in 2012, 63.2 percent of the total populations of Indonesia have obtained health insurance. According to the Population Projection of the Central Bureau of Statistics (BPS), the total population of Indonesia in 2012 is 239.7 million people
. Therefore, 36.8 percent of the Indonesian populations are still uninsured. However, the value of the existing Health Insurance protection does not guarantee that people would be free from the impoverishing burden of medication costs because some of the programs do not insure expensive medication. 

Table 4.1

Number of People Having Health Insurance in 2012, (in Million)

	TYPE OF HEALTH INSURANCE
	PERSONS

	Participants of Health Insurance for Civil Servants (Askes PNS)
	17,274,520

	TNI/Polri
	2,200,000

	Jamkesmas Participants
	76,400,000

	JPK Jamsostek Participants
	5,600,000

	Jamkesda/PJKMU Participants
	31,866,390

	Corporate Insurance (Self-Insured)
	15,351,532

	Commercial Health Insurance Participants
	2,856,539

	Total
	151,548,981


Source: P2JK, Ministry of Health of the Republic of Indonesia, 2012
B.
HEALTH INSURANCE FOR PRIVATE LABORERS REMAINING LOW

The aforementioned data indicates that many groups of people which have not been covered by health insurance are groups of private laborers spread at various business scales, either large, medium, small, micro businesses or independent laborers supported by their families. Currently, there are only approximately 2 million laborers are covered by JPK Jamsostek with approximately 4.9 million insureds. Meanwhile, the National Work Force Survey (Sakernas) conducted in February 2010 indicated that the number of laborers in Indonesia reached 107.41 million
. The number of wage laborers reached 32 million. Therefore, following the enactment of the mandatory participation in 1992, the coverage of JPK Jamsostek has not reached 10 percent of the wage laborers. 

There are a number of issues that have so far been identified as the factors delaying the extension of the participation coverage of JPK Jamsostek. The first issue often conveyed is the nature of participation, which has been changed by Government Regulation Number 14/1993 into optional. Article 2 paragraph 4 of Government Regulation Number 14 Year 1993 concerning the Implementation of the Laborers’ Social Security Program states that “Entrepreneurs as intended in paragraph (3) who have implement health care program independently for their laborers with better benefits than the Basic Health Care Security Package pursuant to this Government Regulation shall not be obligated to participate in the Health Care Insurance administered by the Administration Agency.” With optional participation and distorted JPK Jamsostek insurance to not cover expensive medication such as cancer medication, cardiac surgery, haemodialysis, many employers (companies) opted out from JPK Jamsostek participation.  Large-scale businesses may see JPK Jamsostek products as inferior or untrustworthy.  It is also difficult to improve such inferior products because for almost 20 years, the ceiling wage increased to 2xPTKP.   Furthermore, in 2012, JPK Jamsostek finally insured expensive medical services, such as cancer medication and cardiac surgery.

Another factor affecting the low level of participation in JPK Jamsostek is the unavailability of participation target of JPK Jamsostek as a measurable work plan from time to time. In order to reach JPK participation of as many private laborers as possible, a well prepared, systematic and measurable work plan is required. Achievement of such participation target needs to be included as a key performance indicator for assessing the performance of BPJS in the future. 

Another obstacle is the large number of non-wage laborers (commonly referred to as informal laborers), the majority of which are not occupying permanent business locations. Ahmad Anshori quoted the data of BPS 2009 presenting the number of wage laborers reaching only 37.9 percent while non-wage laborers reached 62.1 percent. Among non-wage laborers, 28.8 percent (or 18.66 million) were unpaid family laborers
. Data of the National Socio-Economic Survey (Susenas) 2004 indicated that the majority of unpaid workers were women (65 percent) while men dominated the category of wage laborers.
 Viewed from the aspect of business field where sector laborers are not wage laborers, it is clear that the majority of them (63.1 percent) are in agricultural business field, fishery, labor and forestry, with the biggest proportion in rural areas. In addition to the agricultural sector, another business field dominated by non-wage laborers is retail trading mostly operating in urban areas.
    

Various country case studies demonstrate the obstacles to the collection of contributions from laborers who receive income from business surplus revenues. Specifically, there does not exist a successful model of collection of contributions from this group. Similarly, collection of individual income tax (PPh) faces obstacles from groups of non-wage laborers. In countries with a taxation system of self-employed individuals, without receiving wage, the Government generally pays the Health Insurance contributions for non-wage laborers. 

In this group, many have not realized the necessity of contributions for Health Insurance and in fact, they do not understand the concept of Health Insurance. As a consequence, Health Insurance requires adequate socialization.  It is necessary to make effective and massive socialization efforts in order to reach the participation target.

To reach Health Insurance participation, accurate population data is required. So far, Health Insurance participation data has not been consistent with the population data. As a result, the number, identity, and address of the uninsured cannot be precisely identified. Health Insurance participation data has neither been integrated with the population data nor synchronized with the manpower data. 

C.
PARTICIPATION CONDITION TO BE ACHIEVED

One of the principles of social security administration, including health insurance, is mandatory participation. Article 4 of the SJSN Law states that “National Social Security System shall be organized based on the principles of: a. mutual assistance; b. non-profit; c. transparency; d. prudence; e. accountability; f. portability; g. mandatory participation; h. trust funds, and i. proceeds of Social Security Funds management shall be entirely used for program development and for the greatest interests of the participants”.

Elucidation of Article 4 of the SJSN Law sub-article (g) states that the principle of mandatory participation in this provision is the principle requiring all people to become social security participants, to be implemented in stages. Meanwhile, referred to as people shall be Indonesian Citizens both within the country and overseas and Foreign Citizens staying in Indonesia for a minimum period of 6 (six) months. For short-term program such as Health Insurance, Foreign Citizens working in Indonesia must pay contributions or become participants. 

Therefore, the Health Insurance participation target, as a part of the SJSN social security program, is the whole population living in Indonesia. Thus, in the effort of achieving universal coverage of Health Insurance, it is necessary to identify the number, development, distribution and characteristics of Indonesian population as a whole. 

1. NUMBERS, DEVELOPMENT AND DISTRIBUTION OF POPULATION


Indonesia is a country with the fourth largest population in the world. Based on the Population Census of 2010, Indonesian population is 237,556,363 people, consisting of 119,507,580 male and 118,048,783 female.
 Such large number means that Indonesian population is approximately 8.2 times the population of Malaysia, 2.5 times the population of the Philippines, 10 times the population of Taiwan and about 2 times the population of Japan
.  Such number has not included foreigners working in Indonesia for more than six months. 


Such large population is increasing from time to time. In 1961, Indonesian population only reached 97.1 million people. Ten years afterwards, it increased to 119.2 million people (1971), became 146.9 million people in 1980, 178.6 million people in 1990, 205.1 million people in 2000, and 237.6 million people in 2010. Nationally, the Indonesian population growth per year in the last ten years has been 1.49 percent. With such high growth level, every year Indonesian population increases by approximately 3-4 million people.  The increase in the Indonesian population by that number almost reaches the total population of Singapore by the number of approximately 5 million people. 

2.
POPULATION DISTRIBUTION


The large Indonesian population is a separate challenge for the administration of Health Insurance, especially when seen from the uneven distribution of population. Java Island with only an area of 6.8 percent
 is inhabited by 57.49 percent of Indonesian population.
  Meanwhile, Kalimantan Island with an area of 28.5 percent is inhabited only by 5.8 percent of Indonesian population. 


Therefore, the distribution of Indonesian population is still concentrated in Java island, namely by 58 percent, followed by Sumatra island at 21 percent. Subsequently, the population in other islands/groups of islands is consecutively as follows: Sulawesi is inhabited by 7 percent; Kalimantan by 6 percent; Bali and Nusa Tenggara by 6 percent; while Moluccas and Papua are inhabited only by 3 percent of Indonesian population.


West Java, East Java and Central Java are three provinces with the largest population, namely 43,021,826 people, 37,476,011 people, and 32,380,687 people respectively. Meanwhile North Sumatra Province has the largest population outside Java, namely 12,985,075 people.


The number of Indonesian population is spread in approximately 5,000 out of 17,504 islands in Indonesia
, 33 provinces, 497 regencies/cities, 6,652 districts and 77,012 villages/sub-districts
.  With Indonesian territory of 1,910,931 km2, the average population density level in Indonesia is 124 people per km2. The province with the highest population density is DKI Jakarta, namely 14,440 people per Km2. Meanwhile, the province with the lowest population density is West Papua Province with only 8 people per Km2.


The large territory of Indonesia and low population density have resulted in the issue of uneven distribution of health facilities for serving Health Insurance participants. For example, regions with scarce populations also have scarcely available health facilities.  However, delaying the extension of health insurance coverage violates the rights of people in regions like Java and Sumatra that already have health facilities. Thus, a special approach is needed for reaching those in remote regions.   

3.
POPULATION CHARACTERISTICS


Increased number of the elderly. An aging population in Indonesia requires the implementation of a social security with the inclusion of health insurance. The increasingly large proportion of aging population will be accompanied by increasing costs of health services. The obstacles faced will be increasingly greater. With a functioning Health Insurance with the social insurance scheme, it will be easier to overcome such obstacles.


Currently, the proportion of elderly population (60 years of age and above) in Indonesia has reached 7.9 percent
. A study conducted by Mundiharno
 indicates that in a number of provinces such as the Special Region of Yogyakarta (DIY) Province, the elderly population has a larger proportion than the national proportion of elderly population. Therefore, in several provinces, population problems have shifted to the problem of elderly population. In Japan and Germany, about one fifth of their population is elderly population (65 years of age and above)
 so that those countries are facing serious problems in financing health and pension funds. 


Experience in many developed countries indicates that larger portion of elderly population in a country will be followed by larger costs of health required because the elderly population’s diseases are dominated by chronic/catastrophic diseases which are costly and which can impoverish households. If a Health Insurance system neglects an increase of the elderly population, the majority of elderly population will be incapable of self-medication. In line with the right of every people to healthy living as mandated by the Constitution and the state’s obligation to protect all citizens, then in order to provide protection from the risk of illness and impoverishment due to illness, the state must develop a social security system allowing the realization of mutual assistance among young and elderly populations.


Efforts for achieving universal health coverage through the mechanism of insurance encounters harsh challenges related to the conditions of existing work force.  Open unemployment rate is indeed relatively low, namely at 7.4 percent only.  However, underemployment rate is very high (28.3 percent). Out of 107.41 laborers, approximately 32.8 million laborers are included in the underemployed category
. They work but only for less than 35 hours per week. In addition, they who work receive low wages on average due to low education. More than one fifth (22.28 percent) of Indonesian laborers have never gone to school and almost one third (29.22 percent) of them are elementary school (SD) graduates
.


The majority of Indonesian laborers are laborers working in small and micro businesses. Most of them (about 43.03 percent) conduct business activities at non-permanent locations
. 


With such work force characteristics, efforts for collecting contributions for providing Health Insurance are faced with big challenges. Reliance on regular payment of contributions by laborers working in small and micro businesses is, in general, not sustainable, unless the Government pays the contributions for them. Article 20 paragraph (1) of the SJSN Law states that, “Health Insurance participants shall be any person who have paid contributions or whose contributions are paid by the Government”.


It is difficult to identify whether laborers working in small and micro businesses are experiencing employment termination.  Meanwhile, the SJSN Law requires insurance for those terminated from employment for a period of six months. Article 21 paragraph (1) of the SJSN Law states that “Participation in Health Insurance shall be still valid for 6 (six) months following employment termination of a participant”. If after six months the relevant person continues to be unemployed and unable to pay his or her contributions, then the Government shall pay such contributions (Article 21 paragraph 2). Similarly, contributions for participants with total permanent disability and unable to pay their contributions shall be paid by the Government (Article 21 paragraph 3). With such clause, the Government needs to pay Health Insurance contributions that are intended not only as contribution assistance for the poor and those who are unable to pay contributions, but also as contribution assistance for victims of employment termination and laborers with total permanent disability. Health Insurance must also be provided for family members of the participants as stated in Article 20 paragraph 2 “Family members of the participants shall be entitled to receive Health Insurance benefits”. 


With the aforementioned characteristics of employment and wage earning, sustainable universal coverage requires contribution assistance from the Government for the majority of the poor and those who are unable to pay contributions in a regular and sustainable manner. However, viewed from the Government’s health funding obligation, this model is still more affordable than providing free health services for all populations as implemented by Malaysia and Sri Lanka. 

D. 
THE TARGET FOR INCREASED NUMBER OF HEALTH INSURANCE PARTICIPANTS

Participants of current, functioning health insurance programs is estimated to have reached 151.5 million people. Meanwhile, according to the 2012 Population census, the total number of Indonesian population reached 239.7 million people. Therefore, it is estimated that 88.1 million people lack any health insurance.

Under such condition and upon the enactment of the BPJS Law requiring BPJS of Health to accept participant registration, the relatively realistic targets of participation in Health Insurance of BPJS of Health are as follows:

1. 
All participants of Health Insurance from Social Health Insurance/ Health Insurance for Civil Servants, Jamkesmas, JPK Jamsostek, TNI/POLRI and some of Jamkesda (approximately 121.6
 million people) will be managed by BPJS of Health as of January 1, 2014. 

a. 
Participants of Health Insurance for Civil Servants (Askes PNS) will be converted into JKN participants because previously they have been physically managed by PT (Persero) Askes that has been converted into BPJS of Health.

b.
Poor and low-income populations (Jamkesmas participants) who have received contribution assistance from the Government currently managed by the Ministry of Health will be delegated to and managed by BPJS of Health. These participants will not pay contributions, but they will receive contribution assistance from the Government paid to BPJS.

c.
All civil servants of TNI and POLRI currently insured by the Health Department of each institution will be delegated to and managed by BPJS of Health. 

d.
Private employers that have previously registered themselves and their laborers with PT (Persero) Jamsostek, shall, as of January 2014, register with BPJS of Health.  

2.
Law enforcement for employers to provide health insurance for their laborers (along with their family members) will be conducted in stages until 2019. Within such period, there will be an increase in the number of participants managed by BPJS of Health with the following stages:

a.
Participants of Jamkesda (currently administered either by PT Askes under the name of Health Insurance Program for the Public (PJKMU) or by any other scheme) must be merged to become participants of BPJS of Health by no later than 2016. 

b. 
Law enforcement (with administrative sanctions and public service sanctions) will be conducted in stages. Law enforcement is first targeted to large employers with uninsured employees. Meanwhile, employers with currently provided Health Insurance through commercial insurance or self-insurance commit to “wait and see” period until the beginning of 2019. These employers may register their employees any time in 2014-2019. Law enforcement is conducted systematically starting from employers with more than 100 employees, followed by employers with 50-100 employees, and so on up to employers with one employee (including households) to register their employees with BPJS in 2019. 

c.
Independent laborers (non-wage laborers) receiving income from their own business may register at any time from 2014 to 2019.

d.
In 2019, there shall be no more laborers not registered with BPJS of Health.

3.
Universal coverage of Health Insurance is to be achieved by the end of 2019, when the Indonesian population projected to reach 257.5
 million are registered as Health Insurance participants. 

With such targets, participation-related activities conducted in 2012-2014 are focused on the efforts for:

1.
The transfer of participation of Jamkesmas program from P2JK of the Ministry of Health of the Republic of Indonesia to BPJS of Health;

2.
The transfer of participation of JPK Jamsostek program from PT Jamsostek (Persero) to BPJS of Health;

3.
Changes in the management of Social Health Insurance/Health Insurance for Civil Servants program from PT Askes (Persero) to BPJS of Health;

4.
Transfer of TNI/Polri personnel and their family members to become Health Insurance participants of BPJS of Health;

5.
Integration of a part of PJKMU administered by the Government in cooperation with PT Askes (Persero) to BPJS of Health.

Meanwhile, participation-related activities conducted by BPJS of Health within the period of 2014-2019 will be focused on the extension of Health Insurance participation for achieving universal coverage by taking the following measures:

1.
Integration of Jamkesda/PJKMU to BPJS of Health with contributions stipulated in a Presidential Regulation;

2.
Extension of participation among laborers spread in various groups of large, medium, small and micro businesses;

3.
Extension of participation among independent laborers being non-wage laborers. 

Table 4.2

Target of Health Insurance Participants Managed by BPJS of Health

	TARGET FOR 2014
	TARGET FOR 2019

	All participants of Health Insurance from Social Health Insurance/Health Insurance for Civil Servants (Askes Sosial/PNS), Jamkesmas, JPK Jamsostek, TNI/POLRI and some PJKMU totaling approximately 121.6 million people have been administered by BPJS of Health as of 2014. 

	All population estimated at 257.5 million people in 2019 have been covered as participants of Health Insurance administered by BPJS of Health.


E.
THE STAGES FOR THE ACHIEVEMENT OF PARTICIPATION TARGET FOR 2012-2014

1.
THE TRANSFER OF PARTICIPATION OF JAMKESMAS PROGRAM FROM P2JK OF THE MINISTRY OF HEALTH OF THE REPUBLIC OF INDONESIA TO BPJS OF HEALH


Article 60 paragraph 2 sub-paragraph a of the BPJS Law states that “Following the operation of BPJS of Health as intended in paragraph (1): a. The Ministry of Health shall no longer administer Community Health Insurance program”. This program shall be subsequently transferred to BPJS of Health as the Contribution Assistance Recipient program.  


To ensure that Jamkesmas program participants are administered by BPJS of Health on January 1, 2014, preparations for the transfer of participants of Jamkesmas program to PT Askes (Persero) to be converted into BPJS of Health shall have been made before the aforementioned date.


The steps of the aforementioned transfer process are, among other things, as follows:

a.
Submission of data of Jamkesmas program participants from the Ministry of Health of the Republic of Indonesia to PT Askes (Persero). Based on the agreement, data used as reference in Jamkesmas program participation is the data of PPLS 2011 collected by BPS in cooperation with TNP2K. 

b.
Upload of data of Jamkesmas participants into the information system of PT Askes (Persero)

c.
Making and distribution of Health Insurance Program Cards

d.
Preparation of the required information system

e.
Preparation for the operational management of Health Insurance program by BPJS of Health.


The transfer of Jamkesmas program to PT Askes (Persero) will be conducted as from budget year 2013.


The critical issue in the aforementioned process of transfer of Jamkesmas participants seems to exist in the use of the 2011 PPLS data as Jamkesmas participation data. The use of such new data needs to be carefully managed in order to prevent any conflict due to the difference from the previous Jamkesmas participation data. It is necessary to anticipate social impacts arising in the event of any difference between the previous Jamkesmas participation data and the data of 2011 PPLS in order to avoid any conflict related to the accuracy of participation data. It is necessary to agree upon the solution mechanism if the data used in the field turns out to be considered inconsistent with the actual conditions faced. 


For uninterrupted functioning of the process of transfer of Jamkesmas program to PT Askes (Persero) as prospective BPJS of Health, it is necessary to form a Team from both parties (the Ministry of Health and PT Askes) to discuss and manage the technical transfer of participants.


Whereas the number of Jamkesmas program participants is planned to increase from 76.4 million people, 86 million people in 2013, and 96 million people in 2014.

2.
TRANSFER OF PARTICIPATION IN JPK JAMSOSTEK PROGRAM FROM PT JAMSOSTEK (PERSERO) TO BPJS OF HEALTH


Article 60 paragraph 2 sub-paragraph a of the BPJS Law states that “Following the operation of BPJS of Health as intended in paragraph (1): c. PT Jamsostek (Persero) shall no longer organize the Community Health Insurance program”. Subsequently, Article 61 sub-article b orders the Board of Commissioners and Board of Directors of PT Jamsostek (Persero) to “prepare the transfer of health care security program to BPJS of Health”.


To ensure that participants of JPK Jamsostek program are administered by BPJS of Health on January 1, 2014, preparations for the transfer of JPK Jamsostek program participants to PT Askes (Persero) will be converted into BPJS of Health shall have been made before the aforementioned date.


The steps that must be prepared in the aforementioned transfer process are, among other things, as follows:

a.
Reorganization of administration and data of JPK Jamsostek participants by PT Jamsostek;

b.
Submission of data of Jamkesmas program participants from PT Jamsostek (Persero) to PT Askes (Persero). The data submitted is concerned with the list of participants and their families, list of participating companies, as well as the list of health facilities becoming the partners of PT Jamsostek (Persero) in organizing JPK Jamsostek;

c.
Upload of data of JPK Jamsostek participants into the information system of PT Askes (Persero)

d.
Joint socialization between PT Jamsostek (Persero) and PT Askes (Persero) to participants/companies that have so far become JPK Jamsostek participants in relation to the plan of program management transfer

e.
Creation and distribution of Health Insurance Program Cards

f.
Preparation of required information system

g.
Preparations for the operational management of Health Insurance program by BPJS of Health

h.
Guidelines on JPK program after the transfer by PT Jamsostek (Persero) to BPJS of Health.


For uninterrupted functioning of the process of transfer of JPK Jamsostek program to PT Askes (Persero) as prospective BPJS of Health, it is necessary to form a Team from both parties (PT Jamsostek and PT Askes) to discuss and manage the technical transfer of participants. The team is included in the PMO (Project Management Office) formed by PT Askes (Persero).

3.
THE TRANSFER OF TNI/POLRI PERSONNEL AND THEIR FAMILIES TO BECOME HEALTH INSURANCE PARTICIPANTS OF BPJS OF HEALTH


Article 60 paragraph 2 sub-paragraph c of the BPJS Law states that “Following the operation of BPJS of Health as intended in paragraph (1): b. The Ministry of Defense, the Indonesian National Military and the National Police of the Republic of Indonesia shall no longer organize the health service program for their participants, except for certain health services related to their operational activities stipulated by a Presidential Regulation”.

Therefore, as of January 1, 2014 TNI/POLRI personnel and their families must become Health Insurance participants organized by BPJS of Health. However, certain health services related to operational activities are still organized by the Ministry of Defense and TNI/POLRI. For that purpose, it is necessary to prepare a Presidential Regulation related to the health operational support of the Ministry of Defense and TNI/POLRI. 

Therefore, it is vitally important to make preparations related to the transfer of TNI/POLRI personnel and their families to become Health Insurance participants of BPJS of Health, namely the preparation of a Presidential Regulation on the health operational support for TNI/POLRI activities.


In addition, it is also necessary to prepare measures for transferring the participation to BPJS of Health either in relation to the data of TNI/POLRI personnel and their families, data on health facilities possessed by TNI/POLRI that can cooperate with BPJS of Health in the provision and distribution of health equipment and materials. 


For uninterrupted functioning of the process of transfer of participation of TNI/POLRI to PT Askes (Persero) as prospective BPJS of Health, it is necessary to form a Team to discuss and manage the technical transfer of participation. The team is included in the PMO (Project Management Office) formed by PT Askes (Persero).

4.
THE TRANSFER OF THE MANAGEMENT OF HEALTH INSURANCE FOR CIVIL SERVANTS/SOCIAL HEALTH INSURANCE (ASKES PNS/SOSIAL) PROGRAM FROM PT ASKES (PERSERO) TO BPJS OF HEALTH


PT Askes (Persero) has so far been administering the health insurance program for civil servants/retirees and their families known as Askes PNS/Sosial. As of January 1, 2014, the aforementioned program will be transferred to BPJS of Health.  Thus, this transfer needs to be prepared internally by PT Askes (Persero), which will be converted into BPJS of Health.

5.
THE INTEGRATION OF SOME PJKMU ADMINISTERED BY REGIONAL GOVERNMENTS IN COOPERATION WITH PT ASKES (PERSERO) INTO BPJS OF HEALTH


So far, several regional (Provincial and Regency/City) governments have established cooperation with PT Askes (Persero) to administer the so-called Health Insurance Program for the Public (PJKMU). Because of the cooperation with PT Askes (Persero), which will be converted into BPJS of Health, the administration of PJKMU in several regions is prepared for their integration into Health Insurance administered by BPJS of Health. 


It is expected that as of January 1, 2014, there will have been several PJKMU ready for integration into BPJS of Health. Therefore, the universal coverage target can be more quickly achieved. For that purpose, PT Askes (Persero) must start to prepare itself for discussing with a number of regional governments to transfer the administration of PJKMU to BPJS of Health. 

F.
THE STAGES OF THE ACHIEVEMNENT OF TARGETTED PARTICIPATION FOR 2014-2019

1.
THE INTEGRATION OF JAMKESDA/PJKMU INTO BPJS OF HEALTH WITH CONTRIBUTIONS STIPULATED IN A PRESIDENTIAL REGULATION


The process of integration of Jamkesda/PJKMU into BPJS of Health must be completed within two years as of the operation of BPJS of Health as of January 1, 2014. As described above, at least 350 regencies/cities have organized regional Health Insurance programs.
 Pursuant to the SJSN Law and the BPJS Law, BJPS of Health will manage the implementation of Health Insurance. Therefore, in the future, Health Insurance implemented by the regional government needs to be integrated into BPJS of Health. 

2.
THE EXPANSION OF PARTICIPATION IN THE GROUPS OF PRIVATE LABORERS AND INDEPENDENT LABORERS 


The proportion of private laborers having Health Insurance is still very low. The most recent data indicates that laborers becoming active participants in JPK Jamsostek are approximately 2 million people (with 5.5 million insureds). Meanwhile, data of the National Work Force Survey (Sakernas, February 2010) indicates that the number of laborers in Indonesia reaches 107.4 million people.
 The aforementioned 107.4 million laborers are spread at approximately 23 million large, medium, small, micro employers and independent laborers.


The results of the final listing of employers/business by the Economic Census (SE06) conducted by the Central Bureau of Statistics (BPS)
 indicates that the recorded total number of business units (companies/non-companies such as schools, cooperatives, NGOs) outside the agricultural sector is 22.7 million, consisting of 9.8 million (43.03 percent) engaging in non-permanent locations and 12.9 million (56.97 percent) engaging in permanent locations. 


Based on the business scale, the majority of companies are Micro Businesses (UM) and Small Businesses (UK), constituting 83.43 percent and 15.84 percent respectively. Meanwhile, companies categorized as Medium and Large Businesses (UMB) are only 166.4 thousand or constituting no more than one percent of all companies. 


The number of manpower absorbed by all companies has reached 50 million people, with approximately 38.7 million of people (77 percent) working in business units with permanent locations, while the remaining laborers work in business units with non-permanent locations.  Permanent location is a workplace location that at least in one year is located at one location (lease or contract of office or place of business). Based on the business scale, the distribution of laborers is 62.68 percent working in micro businesses, 21.91 percent in small businesses, 5.39 percent in medium businesses, and 10.02 percent in large businesses. With such distribution, it is not difficult to target 15 percent of wage laborers from medium and large businesses in the first three years. Meanwhile, it requires five years to reach all independent laborers, laborers in micro and small businesses. 


Java Island dominates the number of business places with 14.5 million (64 percent) companies followed by Sumatra Island with 4.0 million (18 percent) companies.


Based on business lines, wholesale and retail trading constitute the largest economic activities, reaching 10.3 million business units (45 percent) followed by processing, hotel, accommodation and restaurant businesses, respectively reaching 3.2 million business units (14.17 percent) and 3.0 million business units (13.26 percent).


Given the convenience in contribution collection and the need to measure the increased number of Health Insurance participants from time to time; participation expansion using the approach of the number of businesses is detailed in the table below: 

Table 4.3

Target of Increased Number of Participants of Health Insurance by Business Scale

	
	Number of Business Units
	2014
	2015
	2016
	2017
	2018
	2019

	LARGE BUSINESS
	45.6 thousand
	20%
	50%
	75%
	100%
	
	

	MEDIUM BUSINESS
	120.8 thousand
	20%
	50%
	75%
	100%
	
	

	SMALL BUSINESS
	3.6 million
	10%
	30%
	50%
	70%
	100%
	

	MICRO BUSINESS
	18.9 million
	10%
	25%
	40%
	60%
	80%
	100%


a.
The Expansion of Participation in the Category of Large Business 


The Economic Census organized by BPS indicates that there are approximately 45.6 thousand
 large-scale businesses employing about 4.99 million laborers
 including 141 State-Owned Enterprises (BUMN). These laborers constitute a relatively large number. If every worker bears 2.5 participants, Health Insurance participation in large-scale businesses reaches 12.5 million people. 


It is necessary to immediately map the aforementioned approximately 45.6 thousand large-scale businesses and 141 State-Owned Enterprises (BUMN), which have become active participants of JPK Jamsostek, commercial health insurance,  or organized self-insurance. This will be the first task of BPJS of Health before January 1, 2014. 


The SJSN Law requires all people to become participants, and therefore, all employees of large businesses/BUMNs who have been insured through a commercial health insurance scheme as well as self-insurance in the future will be obligated to participate in the Health Insurance managed by BPJS of Health. If they want to obtain more satisfactory non-medical services, they may purchase supplementary and/or complementary health insurances with coordination of benefits. In this context, Health Insurance managed by BPJS of Health constitutes the primary insurance, which becomes the first insurer. Health facilities shall claim participants having additional health insurances to BPJS of Health first. The remaining participants shall be claimed to the insurance employers, which constitute additional non-medical cost or the cost of self-selected medication not insured by BPJS of Health. By participating in Health Insurance, the principle of mutual assistance whereby there is a cross-subsidy between laborers in the group of large businesses/BUMNs and laborers in small and micro businesses. What is more important is the security organized by BPJS of Health is permanent for life without being affected by any failure or bankruptcy of the employer. Therefore, all laborers’ being required to become Health Insurance participants is intended for protecting the laborers their family members. There is no guarantee that large employers will continue operation for the lifetime of the laborers. 


The demand for efficiency in every business unit benefits employers (large businesses, cooperatives, foundations, as well as State-Owned Enterprises/BUMN) because the operational costs of BPJS of Health are estimated to be no more than five percent. In comparison, the commercial insurance burden or operational cost on employers  may reach 30-50 percent of the premium paid.


Companies in the category of large-scale business that have not insured their employees and their family members with a comprehensive package become the top priority for becoming participants. Law enforcement (imposition of administrative sanctions as well as public service sanctions) will be started in March 2014 for Health Insurance participation of large-scale businesses being focused on large employers that have not provided comprehensive Health Insurance as guaranteed by the SJSN Law. Thus far, there are a significant number of big employers including BUMNs that do not participate in JPK Jamsostek. Generally, they purchase commercial insurance or organize health self-insurance with benefit packages that are better than the benefit packages of JPK Jamsostek. There have been the capability and will of large employers (including BUMN) to provide Health Insurance to their employees. The problem is that the product (benefit package) offered in JPK Jamsostek is considered unfulfilling, so the tendency is to choose better benefit packages. This is possible because the existing regulation (the Jamsostek Law) provides such options. Under such condition, the benefit package of JPK Jamsostek is considered as an inferior product. Therefore, the expansion of participation to large-scale employers encounters more obstacles related to its benefit packages that are not suitable to their needs. 


In facing such conditions, the main challenge is the coordination of benefit mechanism, if they still want benefit packages that are better than standard packages stipulated in Health Insurance. However, employers with large number of laborers (for example, above 100 laborers) which have provided comprehensive/equivalent Health Insurance provided by JKN does not need to be forced to participate. They are given an observation period of three to five years to join BPJS of Health. This will reduce the burden of BPJS management and it does not result in instability among laborers who have been insured due to the changes in Health Insurance procedures. The Regulation on the expansion of security for the parents or parents-in-law of the laborers in this group (which is not allowed in the present security) needs to be facilitated to attract the transfer of security to BPJS at the awareness of the laborers and employers themselves.

b.
The Expansion of Participation in the Category of Medium-scale Business 


The Economic Census organized by BPS indicates that there are 120.8 thousand
 medium-scale companies in Indonesia with about 2.66 million laborers.
 Participation in JPK Jamsostek with 2 million laborers (with approximately 5.5 million insureds) generally comes from these medium-scale companies. The group of medium businesses has the adequate will and ability to pay the contributions but it does not want to purchase commercial health insurance premium.


Like the category group of large businesses, employers or laborers who want more satisfactory security may purchase commercial health insurance with benefit coordination.


Legally, employers in the category of medium businesses may register to BPJS of Health at any time. However, enforcement of sanctions is performed in stages in line with the capability of BPJS management and whether the laborers in this category are insured or not, which shall be started in 2014. So far, many medium-scale businesses have not registered their laborers for participation in JPK Jamsostek. Easy collection of contributions from this category is also relatively good. However, participation efforts are not yet optimal. Therefore, serious, systematic and measurable efforts are necessary to ensure that laborers working in this category are able to immediately participate in Health Insurance. 


Immediate facilitation is required to expand the coverage to parents/parents-in-law of laborers as an extended family concept to accelerate the achievement of universal coverage. Laborers will authorize employers to charge additional contributions from their wages to cover their parents or parents-in-law. 

c.
The Expansion of Participation of Laborers in Small, Micro Businesses and Independent Laborers


Data of Economic Census organized by BPS indicates that the there are about 3.6 million
 small businesses in Indonesia with 9.27 million laborers
. Meanwhile, there are 18.95 micro employers with 21.6 million laborers. 


The groups of small and micro businesses are expected to have the capability and the will to pay contributions not as much as the contributions of the groups of medium and large businesses. Since there are many employers but a small number or laborers of each business units, the administration of participation is also more complex. Almost half of the employers do not have permanent places. Data from BPS Economic Census indicates that approximately 9.8 million business units or 43.03 percent of business units do not have permanent places of business. Without permanent places of business, the organization of registration of participants, distribution of cards and regular contribution collection will become a great challenge for BPJS. 


Because of its complex administration, the achievement of Health Insurance participation target requires longer time. Table 4.3 shows an indication of participation target achievement for small and micro employers expected to be achieved in 2019.


Socialization activities for groups of small and micro employers require a strategy that is different from the socialization for groups of medium and large businesses. Therefore, it is necessary to design well-prepared strategy and materials of socialization of Health Insurance to these groups. Socialization activities may vary from written dissemination of information to employers, socialization meetings with the representatives of employers up to general advertisements on the radio, television and print media. The target of these socialization activities is the understanding of Health Insurance, registration, and regular contribution payment. 


However, due to the financial capability of the laborers in this group is relatively low and due to non-availability of permanent working places, it may be considered for them to be included in PBI group, as applied in Thailand. Later, at the final stage, after understanding the benefits of becoming participants, they will be asked to pay regular contributions.  


Legally, employers and laborers in the groups of small and micro business may register to BPJS of Health at any time. However, law enforcement against employers that have not registered their laborers will be performed in the third up to the fifth year. Achievement of participation in this group is the second hardest after the participation of individual laborers not categorized as a group of contribution assistance recipients. The number of laborers per business unit is small, the administration system weak, tax (PPh) payment not yet running well, and financial capability still low. Some businesses in this group do not occupy permanent locations. The employment relationship between the laborers and the employers is not a formal employment relationship based on an agreement. Their wage or income is generally low. Their understanding of Health Insurance also has not been adequate. Under such conditions, participation in this group becomes difficult. Regular payment of contributions is expected to be very difficult. Therefore, the efforts of expanding participation in Health Insurance require serious efforts with law enforcement to be performed at the final stage of universal coverage. 


The characteristics of unpaid non-wage laborers are that they are often household laborers such as traders, independent farmers, commission-earning independent laborers, etc. without any formal organization. They gain income from the difference between their revenues and the production costs that are not standard. In formal business, they use the profits/surplus as their income, so that the income amount and period are not fixed. By considering the relatively difficult contribution collection and participation achievement in this group, the common practice in many countries is the provision of contribution subsidy from the government to this group. The coverage of Jamkesmas/Jamkesda or PBI participation needs expansion to cover the poor and low-income populations registered in PPLS data , as well as unpaid independent laborers. A number of regions with high fiscal capacity may expand the coverage of PBI participation to this group, where the Regional Government will voluntarily provide full contribution amount. Contribution amount is equal to the amount of contribution for PBI. 


Based on Law, social security participation (including Health Insurance) is mandatory in nature, and therefore, every employer must register all its laborers to BPJS. Therefore, active efforts of BPJS are necessary to monitor, to conduct inspection, to issue warning letters, and to impose sanctions in the event of any employer not registering its laborers and all their family members. 


Social security development, including Health Insurance, is a lengthy process, as indicated by experiences in several countries
. That said, Indonesia has experimented with the provision of social insurance for civil servants since 1968.  Therefore,  accelerated expansion towards universal coverage is achievable in the next decade. 

G.
PARTICIPATION EXPANSION STRATEGIES

For all the populations to be insured, the Health Insurance shall be managed through a number of strategies, as follows:

1.
Participation Target Grouping Strategy. Comprehensive Health Insurance participation is to be achieved in stages. The target groups covered by temporary Health Insurance are allowed to obtain security from agencies other than BPJS of Health, of from the employers themselves. The focus during the initial stage is participation expansion to populations that have not possessed any Health Insurance. These are huge numbers of laborers distributed in various business groups -- large, medium, small or micro businesses. Considering the differences between large and medium business groups and small and micro business groups, it is necessary to group them into (a) large business group, (b) medium business and (c) small/micro business. The expansion strategy is started from large business, medium and finally to micro employers. 


Targets can also be grouped through the community approach. A number of potential community groups may also become the intermediary or collector of contributions, such as are farmers or fishermen’s’ groups. Many of these groups are categorized as Jamkesmas recipients nowadays. The community approach can also be made through various socio-religious organizations such as NU, Muhammadiyah, Islamic schools, churches and other religious groups. 

2.
Territorial Strategy. Indonesian populations live in a  vast territory with 33 provinces, 497 regencies/cities, 6.652 districts, and 77.012 villages/sub-districts.
 Some live in hinterlands or in small islands difficult to reach using regular means of transportation. Each region has unique characteristics from the aspects of demography, culture, economy, transportation as well as health facilities. Such aspects also affect the achievement of universal coverage. On the other hand, it is also realized that most regions (provinces and regencies/cities) have possessed regional Health Insurance programs (Jamkesda). From now on, the team in BPJS must prepare to map and develop an expansion strategy by combining several strategies and select the most cost-effective strategy. 

3.
Inter-Agency Integration Strategy. Universal coverage of Health Insurance is a big task involving many vertical as well as horizontal agencies. Therefore, continuous efforts are necessary for coordination with the relevant agencies. It is necessary to procure that each relevant agency both at the central level and at the regional level play its role according to the main duties and functions of each. For example, the Ministry of Manpower and Service Offices of Manpower play the role of continuously socializing Health Insurance to all the employers and laborers. The Ministry of Manpower and Service Offices of Manpower will monitor and organize the efforts for improving the quality of health services, help cover the unavailability of manpower as well as medical materials as and medicine for the population in their regions to obtain Health Insurance with good quality.

With the three strategies described above, it is expected that universal coverage of Health Insurance of SJSN can be achieved in 2019.  

H.
MEASURES WHICH NEED TO BE TAKEN

Participation-focused activities are as follows:

1.
Unification/synchronization of Health Insurance participation data with population data. The Population Registration Number (NIK) being developed by the Directorate General of Population Administration must be made as a unique number of each participant just like the Social Security Number used for citizens in the United States. The update of participation data on the place of work, employer and amount of salary is conducted continuously by the easiest possible means. The provisions on NIK have been anticipated in Article 15 paragraph (1) of the SJSN Law, which states “The Social Security Administration Agency Must provide a single identity number to every participant and his/her family members”. When the SJSN Law was formulated, the Population Administration Draft Law was being prepared and it had been anticipated to issue the NIK. Therefore, BPJS no longer needs to prepare another single number since it is been sufficient to use the NIK. 


Population increase from births expected to range between 3-4 million every year must be immediately registered in the participation data in BPJS. Since the childbirth process in health facilities is guaranteed by BPJS, the data update process can be performed easily. Similarly, death (termination of participation) can be easily recorded by BPJS because every medication/treatment in health facilities ending with death will be claimed to BPJS. With a population of about one fourth of a billion, BPJS must possess a reliable and credible electronic information system. 


For every participant already registered or in the process of registering him or herself and family members, the BPJS branch office will give a BPJS identity constituting the identity card required to obtain the right to the benefits. BPJS must develop the information system, procedure and service outlets where participants can easily and quickly obtain the participant cards. Participant cards that are printed and distributed will subsequently complicate and result in mistakes in the distribution. Technology has now allowed every person to obtain an electronic card instantly, which contains a NIK. Meanwhile, complete information of the participant for every NIK can be placed in a (data) cloud, which can be accessed at BPJS branch offices, BPJS service outlets, and health facilities in the context of serving the participants. 


All parties must agree that NIK is a single number that will be used in SJSN. Several countries use different terminologies, namely, among other things: Social Security Number (SSN), National Identity Number (NIN) and Personal Identification Number (PIN). 


At the aforementioned initial stage of unification, the Health Insurance participation data of Askes and Jamsostek will be unified. Meanwhile, Jamkesmas participant data and the majority of Jamkesda data were available in the information system of PT Askes. Therefore, it is not so difficult to add another field of NIK as a key variable  used as the basis of identity of SJSN participants in health facilities, government offices, as well as in several places of public service. Within the period of the next five years, BPJS of Health will have the up-to-date data because the process of population mutation can be easily and more instantly recorded in BPJS of Health when the medication claim (covering birth, death and address change) is submitted more often than population data changes at government offices. This is because every person can obtain medication several times in a year, and therefore, data update can be performed. The key is to place information of participant with the NIK as a key variable in the cloud. 

2.
Mapping of employers as the target of Health Insurance participation. This mapping is based on areas, sectors and the size of business of employers. As described above, the coverage of Health Insurance participation among private employees and among independent laborers is still low.  Therefore, serious efforts are necessary to expand Health Insurance participation in the aforementioned groups.


Expansion of Health Insurance participation in this group can be conducted if the names, addresses and conditions of existing employers including several laborers working with such employers are known precisely. So far, data of employers have not been synchronized between one source and another. BPS has a list of employers as the result of the 2006 Economic Census. The Ministry of Trade should possess the data of employers because the institution issues the TDP (Company Registration Certificate). Similarly, the Ministry of Law and Human Rights maintains these records,  because business entities are legalized through the institution. The Directorate General of Taxation also has the data of employers becoming taxpayers. PT Jamsostek (Persero) also has the names and addresses of employers, but specifically for participating employers. Such data differences are understandable because each office cannot monitor data updates on a regular basis. The data will be more accurate than the data in the aforementioned government offices, except for the Taxation Office, which may have monthly tax payment transactions. 


The key to successful mapping is the discipline of officers in BPJS. BPJS will receive contribution payments by employers every month (from wage deduction). If every contribution receipt were checked for accuracy of addresses of employers, then accuracy of contact information would improve.  Similarly, the number of laborers and their family members whose contributions are paid through employers will allow for data collection of the size of employers based on the number of active laborers. 


Mapping methods can be conducted on the basis of two groupings. First, mapping can be grouped based on regions (provinces, regencies, and cities), which would facilitate BPJS branch offices to stipulate the participation target.  Another possible way is to group participation targets based on the type of business and number of laborers . 

3.
Health Insurance Socialization and Advocacy during the process of formulation of implementing regulations and during the process or participants’ registration and service. 

4.
Implementation of participation management activities by BPJS of Health, including (a) The making of the Participation and Contribution System and Procedures (from Participant Registration, Management of Participant Data up to Issuance of Participant Cards); (b) Preparation of the Standard Operating Procedure (SOP) of Receipt and Management of Contributions and so on; (c) Data Taking and Registration of Participants; (d) Socialization and Implementation of NIK in the participation data and so on;

5.
Customer satisfaction measurement needs to be conducted continuously on a consistent and valid basis at least once in every six months.

Details of activities that need to be conducted from the aspect of participation are presented in Table 4.4. 

Table 4.4

Matrix of Participation-Related Activities
	No
	ACTIVITY
	YEAR
	IMPLEMENTING INSTITUTION
	RELATED INSTITUTION

	
	
	2012
	2013
	2014
	2015
	2016
	2017
	2018
	2019
	
	

	II.
	PARTICIPATION ASPECT
	
	
	
	
	
	
	
	
	
	

	A.
	TRANSFER AND INTEGRATION OF PARTICIPATION
	
	
	
	
	
	
	
	
	
	

	1
	Transfer of JPK Jamsostek Participants to BPJS of Health
	x
	x
	Jan
	
	
	
	
	
	PT ASKES
	PT JAMSOSTEK, DJSN

	2
	Transfer of Jamkesmas Participants to BPJS of Health
	x
	x
	Jan
	
	
	
	
	
	PT ASKES
	MINISTRY OF HEALTH, DJSN 

	3
	Transfer of TNI/Polri Personnel to BPJS of Health
	
	x
	Jan
	
	
	
	
	
	PT ASKES
	MINISTRY OF DEFENSE, DJSN

	4
	Integration of Jamkesda/PJKMU Participants into BPJS of Health
	
	
	x
	x
	X
	
	
	
	PT ASKES
	REGIONAL GOVERNMENT, DJSN

	B
	EXPANSION OF HEALTH INSURANCE PARTICIPATION
	
	
	
	
	
	
	
	
	
	

	1
	Target of Participation Expansion in Large Businesses
	
	
	20 percent
	50 percent
	75 percent
	100 percent
	
	
	BPJS OF HEALTH
	

	2
	Target of Participation Expansion in Medium Businesses
	
	
	20 percent
	50 percent
	75 percent
	100 percent
	
	
	BPJS OF HEALTH
	

	3
	Target of Participation Expansion in Small Businesses
	
	
	10 percent
	30 percent
	50 percent
	70 percent
	100 percent
	
	BPJS OF HEALTH
	

	4
	Target of Participation Expansion in Micro Businesses
	
	
	10 percent
	25 percent
	40 percent
	60 percent
	80 percent
	100 percent
	BPJS OF HEALTH
	

	C
	PREPARATION OF PARTICIPATION SYSTEM AND PROCEDURE
	
	
	
	
	
	
	
	
	
	

	1
	System and Procedure of Participation and Contribution Collection
	x
	x
	
	
	
	
	
	
	PT ASKES (Persero)
	DJSN, MINISTRY OF HEALTH

	D
	SUPPORTING AND DEVELOPMENT ACTIVITIES
	
	
	
	
	
	
	
	
	
	

	1
	Socialization and Implementation of NIK in Health Insurance Participation Data
	
	Nov
	x
	x
	x
	x
	x
	x
	BPJS OF HEALTH
	POPULATION ADMINISTRATION, P2JK, PT ASKES, PT JAMSOSTEK, BPS, DJSN

	2
	Mapping of Companies as Health Insurance Participation Target
	x
	x
	
	
	
	
	
	
	PT ASKES (Persero)
	BPS, MINISTRY OF MANPOWER AND TRANSMIGRATION, DIRECTORATE GENERAL OF TAXATION, MINISTRY OF TRADE, PT JAMSOSTEK, KADIN, APINDO

	3
	Mapping of Laborers as Health Insurance Participation Target
	
	
	x
	x
	
	
	
	
	PT ASKES AND DJSN
	BPS, MINISTRY OF MANPOWER AND TRANSMIGRATION, PT JAMSOSTEK

	4
	Preparation of Materials as well as Strategies of Socialization and Advocacy
	x
	x
	
	
	
	
	
	
	PT ASKES (Persero)
	DJSN, MINISTRY OF HEALTH, MINISTRY OF COMMUNICATION AND INFORMATICS

	5
	Socialization (KIE) and Advocacy on Health Insurance xx
	x
	x
	x
	x
	x
	x
	x
	x
	BPJS OF HEALTH
	MINISTRY OF COMMUNICATION AND INFORMATICS, MINISTRY OF HEALTH, DJSN

	6
	Assessment on the Expansion of Health Insurance Participation for Laborers Beyond Employment Relationship (Informal Laborers)
	
	
	
	x
	
	
	
	
	MINISTRY OF MANPOWER AND TRANSMIGRATION, DJSN
	PT JAMSOSTEK, MINISTRY OF SOCIAL AFFAIRS, BPJS OF HEALTH

	7
	Monitoring of Preparedness of Regions for Health Insurance Implementation
	x
	
	
	
	
	
	
	
	DJSN
	P2JK, BPJS OF HEALTH

	8
	Preparation of Customer Complaint Management System (Grievances Procedure)
	
	
	x
	x
	
	
	
	
	DJSN
	BPJS OF HEALTH

	9
	Customer satisfaction measurement
	
	
	
	x
	
	x
	
	x
	DJSN
	BPJS OF HEALTH

	10
	Assessment on the Development of PBI Recipients including inclusion-exclusion error and Gradual Transfer of PBI Participation to Non-PBI
	
	
	
	x
	
	x
	
	x
	MINISTRY OF HEALTH
	DJSN, MINISTRY OF FINANCE, Bappenas, BPS
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A.
CURRENT CONDITION

Although Law No. 40 Year 2004 concerning the National Social Security System has regulated the principle of benefits and contributions, the administration of national security, including therein health insurance, has not changed much. Yet the administration of health insurance still varies significantly between one administrator to another. Such variation occurs either in the benefit package coverage, utilized health facilities, mechanism of payment to health facilities, contribution system and amount, or contribution management principle.

1.
BENEFIT PACKAGES


The benefit packages insured by various health insurance administrators vary ranging from only curative and rehabilitative services at Community Health Centers to comprehensive packages which cover promotional, preventive, curative, and rehabilitative services, including necessary drugs and consumable medical supplies. Uninsured services (exclusion of benefit) and limited services (limitation of benefit) are also different. Hence the services which must be partially paid (cost sharing) or which require the payment of excess claims, are also different. 


The benefit packages insured by the Health Care Insurance program of the Workers’ Social Security (JPK Jamsostek) are different from the benefit packages insured by the Health Insurance program of PT Askes. The benefit packages insured by PT Jamsostek are also different from the benefit packages covered by the Community Health Insurance (Jamkesmas) Program. The benefit packages insured by the Regional Health Insurance (Jamkesda) program are also different from the benefit packages of the Health Insurance (Askes), the benefit packages of the Health Care Insurance of the Workers’ Social Security, and the benefit packages of the Regional Health Insurance program. In fact, there are many differences between the regional Health Insurance programs.


Table 5.1 shows that there is variation in benefit packages of each type of health insurance program researched. Such variation lies among other things in the medication insurance for catastrophic diseases, such as haemodialysis, cardiac surgery, cancer, etc. The Community Health Insurance program insures such diseases. Regional Health Insurance programs in some regions do not explicitly state that they insure catastrophic diseases, but since Regional Health Insurance program generally refers to the Community Health Insurance program, we can assume that Regional Health Insurance programs also insure catastrophic diseases. Civil Servants’ Health Insurance program insures catastrophic diseases but in the past, participants must pay for the excess claim in a relatively significant amount. The Health Care Insurance program of the Workers’ Social Security did not insure medication for catastrophic diseases until 2012. For advanced level inpatient (rawat inap tingkat lanjutan/RITL), the benefit packages of the Health Care Insurance of the Workers’ Social Security limit the period to a maximum of 60 days per year per participant.


It is necessary to consider such differences the in benefits for catastrophic diseases since the diseases can pose financial burden to the participants and therefore the National Social Security System Law explicitly stipulates that cardiac surgery and haemodialysis medication packages are insured.

Table 5.1

Variation in the Benefit packages of Social Health Insurance Programs in Indonesia
	TYPE OF BENEFIT
	COMMUNITY HEALTH INSURANCE
	REGIONAL HEALTH INSURANCE
	HEALTH INSURANCE
	HEALTH CARE INSURANCE OF THE WORKERS’ SOCIAL SECURITY

	First Level Outpatient (Rawat Jalan Tingkat Pertama/RJTP)
	Insured
	Insured
	Insured
	Insured

	Advanced Level Outpatient (Rawat Jalan Tingkat Lanjutan/RJTL)
	Insured
	Insured
	Insured
	Insured

	First Level Inpatient (Rawat Inap Tingkat Pertama/RITP)
	Insured
	Insured
	Insured
	Insured

	Advanced Level Inpatient (Rawat Inap Tingkat Lanjutan/RITL)
	Insured
	Insured
	Insured
	Insured for a maximum of 60 days/year per disability

	Catastrophic Benefit (haemodialysis, cardiac surgery, etc.)
	Insured
	Insured, except there is no device/expert available at the health facility
	Insured
	Not Insured

	Special Benefit
	Glasses, hearing aid, mobility devices, etc.
	Glasses, hearing aid, mobility devices, etc.
	Glasses, hearing aid, mobility devices, etc.
	Glasses, hearing aid, mobility devices, etc.

	Exception
	Services not in accordance with procedures, infertility, cosmetics, natural disaster, social service, dental prosthesis
	Services not in accordance with procedures, infertility, cosmetics, natural disaster, social service, dental prosthesis
	Services not in accordance with procedures, infertility, cosmetics
	Services not in accordance with procedures, infertility, cosmetics, cancer therapy, haemodialysis, etc.

	Thalassemia Benefit
	Insured, including non-participant
	No information available, thalassemia is explicitly not included in the exception
	Insured
	Not insured since it belongs to congenital abnormalities


Source: Thabrany, H; Hidayat, B; Mundiharno; et. al., Final Report on the Study of Poverty Reduction Program in the Field of Health for Poor Families (Laporan Akhir Kajian Program Penanggulangan Kemiskinan Bidang Kesehatan Bagi Keluarga Miskin), the National Team for Poverty Reduction Acceleration (TNP2K) of the Vice President’s Secretariat, Jakarta, 2010.
Therefore, it is clear that the existing health insurance has not guaranteed the occurrence of the equity principle as intended in the National Social Security System Law which requires equality in obtaining services according to their medical needs which are not bound by the amount of contribution paid by the participants or for the participants.

Such highly varied benefit packages need to be adjusted to the benefit packages that are in accordance with the mandate of the National Social Security System Law and are formulated in the Presidential Regulation concerning Health Insurance.

2.
VARIATION IN CONTRIBUTIONS


The existing health insurance contributions vary, not only in terms of the contributions but also in terms of the contribution payment system. The Health Care Insurance program of the Workers’ Social Security (JPK Jamsostek) and the Health Insurance (Askes) are obligated to use a percentage of wages/salaries. However, there is a difference in terms of the contribution payer, namely that the payer of the contributions for the Health Care Insurance program of the Workers’ Social Security is only the employer. Meanwhile, the contributions for the Mandatory Health Insurance are jointly paid by the employer (the government) and the laborers (Civil Servants). The Community Health Insurance program receives government budget that has not been in the form of contribution assistance as mandated in the National Social Security System Law. Its mechanism is rather similar to social assistance, instead of social insurance. Likewise, the Regional Health Insurance program is fully financed by regional governments through the social assistance mechanism.


The contribution amount that differs and managed by different bodies or agencies creates a difference in insured services. In the context of fulfilling the order of the 1945 Constitution, the National Social Security System Law determines a contribution jointly borne by employers and laborers, except for the poor and underprivileged population whose contributions are paid by the Government. Detailed provisions of the regulation of the National Social Security System Law must be set out in a Presidential Regulation concerning Health Insurance.

B.
CONDITION TO BE ACHIEVED

The administration of health insurance according to Law No. 40 Year 2004 concerning the National Social Security System still needs to be achieved. The details of these regulations are located in the Government Regulation concerning Contribution Assistance Recipients and Presidential Regulation concerning Health Insurance.

1.
BENEFIT PACKAGES


The benefit packages or insured health services are formulated in the National Social Security System Law as follows:

a.
Insured health service package includes health services  in accordance with the comprehensive medical needs covering promotional, preventive, curative, and rehabilitative services, including necessary drugs and consumable medical supplies. Article 22 paragraph 1 of the National Social Security System Law states that, “Health insurance benefits shall have the characteristic of individual services in the form of health services including promotional, preventive, curative, and rehabilitative services, as well as necessary drugs and consumable medical supplies”.

b.
Cost sharing is charged only for the types of services that may lead to abuse of services or moral hazard. Article 22 paragraph 2 of the National Social Security System Law states that “For types of services which may give rise to the abuse of services, cost sharing shall be charged to participants.”


Further explanations of the benefit packages in health insurance are as follows:

a.
In accordance with the social insurance principle, the insured health services are in the context of fulfilling basic health needs of every participant. Basic health needs is any service deemed necessary to be provided by a doctor, including cardiac surgery and intensive care, without any limit of service duration. It causes a concern regarding the amount of expenses required. For that purpose, the National Social Security System Law has formulated an effort to increase the effectiveness and efficiency through efforts of quality control, optimum financing, as well as prospective payment method, which highly reduces moral hazard by health facilities.

b.
Health insurance benefit is an extensive individual service including promotional, preventive, curative, and rehabilitative services. Promotional-preventive services received by community groups remain the obligation of the Government/Regional Governments through the Ministry of Health/Health Service Office.

c.
Insurance packages must be adequate and their benefits can be enjoyed in order to ensure program continuity and satisfaction of the participants so that they pay contributions routinely every month. Service standard is adjusted to the medical and pharmaceutical technology advancement in line with the financial capacity of the Social Security Administration Agencies (collected contributions).

d.
Early detection examination through screenings of certain diseases/conditions, such as cervical cancer or potential occupational diseases, is provided to participants who meet certain criteria in accordance with financial capacity of the Social Security Administration Agencies (BPJS) in a periodic manner. 

e.
It is necessary for the Ministry of Health
 to further regulate medical health standard, including medical service management standard as well as drugs.


Details of health service benefit packages and cost sharing are further regulated in a Presidential Regulation. It is necessary to further synchronize and elaborate the insured and uninsured benefit packages in the national health insurance program.


In relation to health insurance benefit packages, it has been agreed in a joint meeting of the Ministry of Health-the National Social Security Board and other Ministries on March 30, 2012 that all services having medical indication are insured. It has also been agreed that for the initial phase, insofar as the contribution amount is not the same yet, non-medical services in the form of places for treatment and treatment classes are still possible to be different. Contribution Assistance Recipients are entitled to receive 3rd class inpatient benefit while those who pay contributions are treated in the 2nd or 1st class, depending on wage amount or rank group.


In 2019 and onwards, efforts will be made to equalize health insurance benefit packages for all participants, either medical or non-medical benefit (treatment classes). Therefore, it is expected that after 2019, there will be no differentiation of benefit packages, either medical or non-medical for the Contribution Assistance Recipient and Non-Contribution Assistance Recipient participants. The targeted treatment classes are the 1st class (one room for three persons) or at least the 2nd class. 

2.
CONTRIBUTIONS


The amount of contribution is crucial to the continuity and quality of Health Insurance, impacts on new impoverishment, and improvement in productivity. If the contributions are determined without thorough calculation, or merely through an agreement, there are possibilities that the Social Security Administration Agencies (BPJS) may face these challenges: inability to make payments to health facilities, unavailable insurance, or mistrust between people and the state. Collection of adequate contributions will prevent these obstacles.  


The contribution amount must: (1) be sufficient to pay health services with good quality, (2) be sufficient to fund the operations of the Social Security Administration Agencies (BPJS) with good quality and at the appropriate economic price, (3) have technical reserve fund available if there are large claims at any time, (3) have funds available for program development, operational research, or new treatments.


All contribution payers should not worry if the contributions lead to excess, since the non-profit principle of the Social Security Administration Agencies (BPJS) will carry forward the surplus to subsequent years. If the amount of reserve fund from surplus accumulation becomes very large and is sufficient to fund claims for 5 (five) years, the Social Security Administration Agencies (BPJS) are already very strong and the contribution amount can be reduced. On the contrary, if it turns out that in the first years the contribution amount is not adequate, all participants and employers must be ready to increase their contributions. Certainly, laborers and or employers have the right to monitor and know about the financial conditions of the Social Security Administration Agencies.


Further, if there is a surplus, the fund will be distributed as dividends or taken by the Government or any other party. The collected fund and the accumulation of surplus or investment yield shall be a Trust Fund, which cannot be used by the Social Security Administration Agencies (BPJS) or any other party except for paying health services used by the participants.


In relation to health insurance contribution, the National Social Security System Law regulates as follows:

a.
Every participant shall be obligated to pay contribution, the amount of which shall be determined based on the percentage of wages or a certain nominal amount (Article 17 paragraph 1).

b.
Every employer shall be obligated to collect contribution from its laborers, add the contribution which constitutes its obligations, and pay such contribution to the Social Security Administration Agencies (BPJS) periodically (Article 17 paragraph 2).

c.
The amount of contribution shall be determined for each type of program periodically in accordance with social and economic development and minimum basic living needs (Article 17 paragraph 3).

d.
The Government shall cover social security program contributions for destitute and underprivileged people (Article 17 paragraph 4).

e.
The amount of health insurance for wage laborers shall be determined based on the percentage of wages up to a certain limit, which shall be gradually borne jointly by the laborers and employers (Article 27 paragraph 1). The determination of wages based on a percentage is in accordance with the mutual assistance (gotong royong) principle. The mutual assistance (gotong royong) principle in this provision is the principle of mutuality among participants in bearing medication costs for all participants, which is manifested in the obligation of every participant to pay contribution in accordance with the level of his/her salaries/wages, or income.

f.
The amount of health insurance contribution for non-wage laborers shall be determined based on a nominal amount to be reviewed periodically (Article 27 paragraph 2). The elucidation of paragraph 2 of this Article states that periodical contribution payment in this provision shall be monthly payment.

g.
The amount of health insurance contribution for contribution assistance recipients shall be determined based on a nominal amount to be determined periodically (Article 27 paragraph 3).

h.
The wage limit shall be reviewed periodically (Article 27 paragraph 4).

i.
A laborer who has more than 5 (five) family members and wishes to include other family members shall be obligated to pay additional contributions (Article 28 paragraph 1).


Further provisions on health insurance contribution shall be regulated in the Presidential Regulation concerning Health Insurance.


In the context of calculating contribution amount and health insurance benefit packages, a study can be used as one of the means for determining the health insurance contribution amount. 


The National Social Security Board expert team, University of Indonesia, other Universities, the World Bank, Health Insurance team, Workers’ Social Security team, and National Team for Poverty Reduction Acceleration have conducted a scientific study on the contribution adequacy. The calculation result is adopted by the National Social Security Board to propose that the temporary contribution amount that must be paid by the Government for the poor and underprivileged population is Rp 27,000 per person per month. This contribution amount is still based on the consideration that government-owned hospitals still receive the State Revenue and Expenditure Budget/Regional Revenue and Expenditure Budget funds. Meanwhile, the contribution amount for wage laborers ranges between 5-6 percent of the wage (take home income). It is proposed that the contribution portion of laborers and employers is between 2-3 percent for laborers and 3-4 percent for employers. By the laborers’ contribution, it is expected that laborers have controlling power over the Social Security Administration Agencies (BPJS). The nominal contribution amount for non-wage laborers is equated to the average contribution amount per person per month received from 5-6% of the wage in a month. Additional contribution amount per person for laborers who have more than three children and or who intend to insure their parents, parents-in-law, or other family members (sponsored participants) is 1 percent of the wage per person per month. This contribution shall be borne only by the laborer. The contribution amount for non-wage laborers is estimated to be 100 percent of the average contribution per person per month. During the transitional period, there will be two contribution amounts, namely equal to 100 percent of wage earners for the 2nd class treatment and 125 percent for the 1st class treatment. The President will determine the maximum amount of wage (upper limit) calculated for the contribution and contribution amount biennially. 


Therefore, there is a fair system where all people are responsible for themselves by paying contribution, the proportion of which to income is relatively the same. Those with lower income contribute lower nominal value and those having high income contribute higher nominal value, but the percentage of wage/income is relatively the same. Therefore, there is a cross-subsidy or national mutual assistance (gotong royong) between the wealthier and the poorer, between the young and the elderly, and between the healthy and the sick.

C.
THINGS TO BE DONE 

In relation to the Aspect of Benefits and Contributions, the following needs to be done, among other things:

1.
Determining Benefit packages through Presidential Regulation concerning Health Insurance, as explained in Chapter II.

2.
Determining Contribution Amount through Presidential Regulation concerning Health Insurance, as explained in Chapter II.

3.
Periodical reviews on the Health Insurance Benefit packages and Contribution Amount once every two to three years. It is necessary to analyze the utilization rate, average service cost in a region (average claim cost), service quality, medication result, as well as average amount of labor wages.

4.
The Adjustment of Equal Benefit for All Type of Participations if the Government has been willing to pay the contribution of the contribution assistance recipients in the amount of the average contribution amount per capita received from all wage laborers.

Details of activities towards benefit packages and contributions can be seen in Table 5.2.

Table 5.2

Matrix of the Activities of the Aspect of Benefits and Contributions
	NO
	ACTIVITIES
	YEAR
	EXECUTIVE INSTITUTIONS
	RELEVANT INSTITUTIONS

	
	
	2012
	2013
	2014
	2015
	2016
	2017
	2018
	2019
	
	

	I.
	THE ASPECT OF BENEFIT PACKAGES AND CONTRIBUTIONS
	
	
	
	
	
	
	
	
	
	

	1
	Formulating and Determining the Benefit Packages which will be included in the Presidential Regulation concerning Health Insurance
	X
	
	
	
	
	
	
	
	MINISTRY OF HEALTH
	NATIONAL SOCIAL SECURITY BOARD AND SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH

	2
	Periodical Review of the Health Insurance Benefit Packages and Contribution Amount
	
	
	
	
	X
	
	
	
	MINISTRY OF HEALTH
	NATIONAL SOCIAL SECURITY BOARD, MINISTRY OF FINANCE, MINISTRY OF MANPOWER AND TRANSMIGRATION, TRADE AND INDUSTRIAL CHAMBER, INDONESIAN ENTREPRENEURS ASSOCIATION, LABOR UNIONS, SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH

	3
	Stipulation of Regulation concerning the Coordination of Benefit
	
	
	
	X
	
	
	
	
	NATIONAL SOCIAL SECURITY BOARD AND SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	MINISTRY OF HEALTH

	4
	Determining Contribution Amount through Presidential Regulation concerning Health Insurance
	X
	
	
	
	
	
	
	
	NATIONAL SOCIAL SECURITY BOARD AND MINISTRY OF HEALTH
	MINISTRY OF HEALTH

	5
	Stipulation of Regulation (System and Procedures) concerning Cost Sharing
	
	
	
	X
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	NATIONAL SOCIAL SECURITY BOARD

	6
	Preparation of the System and Procedures of Compensation Provision to participants for regions in which there is no adequate health facility
	
	X
	
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	NATIONAL SOCIAL SECURITY BOARD, MINISTRY OF HEALTH
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A.
CURRENT CONDITION

1.
USE OF VARIOUS HEALTH FACILITIES


Health facilities used in providing health services vary among agencies. Some agencies only use public health facilities; others only use private health facilities, while there are others that use a combination of public and private health facilities. The facility coverage also varies. There are facilities which only include services at the 1st level health facilities, which cover up to the 2nd level health facilities at the Regency/Municipal level, which only cover up to the 2nd level health facilities at the Provincial level, and which also include the 3rd level health facilities at the national level.


Health facilities covered in the Community Health Insurance Program, the Health Care Insurance of the Workers’ Social Security, and Compulsory Health Insurance of PT Askes start from the 1st level health facilities up to the 3rd level health facilities at the national level. Nevertheless, the types of health facility differ between one program and the other. The 1st level health facility of the Community Health Insurance Program only uses Community Health Center and its network. The 1st level health facility of the Workers’ Social Security and the 1st level health facility of the Health Insurance often use private medical practitioners, in addition to the use of Community Health Centers. The types of hospitals and treatment classes also differ. The Community Health Insurance Program only uses the 3rd class inpatient generally available in public hospitals. Meanwhile, the Health Care Insurance of the Workers’ Social Security and Health Insurance use the 2nd class and the 1st class inpatient; not only in public hospitals, but also often in private hospitals. Meanwhile, health facilities in Regional Health Insurance program vary greatly ranging from the 1st level health facilities, to the 2nd level health facilities at Regency/Municipal level or the 2nd level health facilities at Provincial level, but there are also health facilities using up to the national 3rd level health facilities. However, Regional Health Insurance program generally only uses public health facilities, and they do not or seldom use private-owned health facilities. Table 6.1 shows the variation in health facilities used by each program in providing health services to participants.

Table 6.1

Variation in the Access of Health Insurance Programs to Health Service Facilities
	TYPE OF BENEFIT
	COMMUNITY HEALTH INSURANCE
	REGIONAL HEALTH INSURANCE
	HEALTH INSURANCE
	HEALTH CARE INSURANCE OF WORKERS’ SOCIAL SECURITY

	First Level Outpatient (Rawat Jalan Tingkat Pertama/RJTP)
	Community Health Centers, Village Midwives & Village Polyclinics
	Community Health Centers
	Community Health Centers and Clinics, Family Doctors
	Community Health Centers, Clinics, and Medical Practitioners

	Advanced Level Outpatient (Rawat Jalan Tingkat Lanjutan/RJTL)
	Regency/ Municipal General Hospitals, Provincial General Hospitals & Vertical Hospitals
	Regency/Municipal General Hospitals, Provincial General Hospitals & Vertical Hospitals*)
	Regency/Municipal General Hospitals, Provincial General Hospitals, Private Hospitals & Vertical Hospitals
	Regency/Municipal General Hospitals, Provincial General Hospitals, Private Hospitals & Vertical Hospitals

	First Level Inpatient (Rawat Inap Tingkat Pertama/RITP)
	Community Health Centers, Village Polyclinics
	Community Health Centers
	Community Health Centers with beds
	Community Health Centers with beds

	Advanced Level Inpatient (Rawat Inap Tingkat Lanjutan/RITL)
	Regency/Municipal General Hospitals, Provincial General Hospitals & Vertical Hospitals
	Regency/Municipal General Hospitals, Provincial General Hospitals & Vertical Hospitals*)
	Regency/Municipal General Hospitals, Provincial General Hospitals, Private Hospitals & Vertical Hospitals
	Regency/Municipal General Hospitals, Provincial General Hospitals & Vertical Hospitals

	Catastrophic Benefit (haemodialysis, cardiac surgery, etc.)
	Regency/ Municipal General Hospitals, Provincial General Hospitals & Vertical Hospitals
	Regency/Municipal General Hospitals, Provincial General Hospitals & Vertical Hospitals*)
	Regency/Municipal General Hospitals, Provincial General Hospitals, Private Hospitals & Vertical Hospitals
	Not Insured

	Special Benefit
	Regency/Municipal General Hospitals, Provincial General Hospitals & Vertical Hospitals
	Regency/Municipal General Hospitals, Provincial General Hospitals & Vertical Hospitals*)
	Regency/Municipal General Hospitals, Provincial General Hospitals, Private Hospitals & Vertical Hospitals
	Regency/Municipal General Hospitals, Provincial General Hospitals, Private Hospitals & Vertical Hospitals


Source: Thabrany, H; Hidayat, B; Mundiharno; et. al., Final Report on the Study of Poverty Reduction Program in the Field of Health for Poor Families (Laporan Akhir Kajian Program Penanggulangan Kemiskinan Bidang Kesehatan Bagi Keluarga Miskin), the National Team for Poverty Reduction Acceleration of the Vice President’s Secretariat, Jakarta, 2010.

We can see in Table 6.1 that there is variation in the types of health facilities used by each existing social health insurance program, either in providing services of the First Level Outpatient, First Level Inpatient, Advanced Level Outpatient, Advanced Level Inpatient, and in providing special benefit services. A striking variation is the use of inpatient facilities for all programs. The Community Health Insurance provides the 3rd class benefit of hospital treatment for all participants in public and private hospitals, while the Regional Health Insurance provides the 3rd class treatment benefit in public hospitals. Civil Servants’ Health Insurance program participants are entitled to the 2nd class and the 1st class treatment room of public hospitals and reimbursement within a specific ceiling for treatment in private hospitals cooperating with PT. Askes (Persero). While the participants of Workers’ Social Security are entitled to use 2nd class treatment room in public hospitals and 3rd class rooms in private hospitals cooperating with PT. Jamsostek (Persero).


Another variation is related to the standard of drugs used for participants of each program. The Health Insurance uses the Drug Price Ceiling List as a standard reference of insured drugs, while the Workers’ Social Security uses the Standard Drug List as reference, and the Community Health Insurance uses the formulary of the Community Health Service. While the Regional Health Insurance program uses the formulary reference of the Community Health Service, which generally only uses generic drugs. 


Disparities amongst health facility coverage will affect the type of benefit received and likely does not fulfill the equity principle as mandated in the National Social Security System Law.

2.
VARIATION IN PAYMENT TO HEALTH FACILITIES


The mechanism of payment to health facilities occurring so far also varies between one administration agency and the other. Some use the mechanism of contract between health facilities and the Administration Agency, and some do not use the contract mechanism. The Community Health Insurance program, PT Askes, and PT Jamsostek generally use the contract mechanism, which regulates a number of specific provisions in the health services and its payment mechanism. In contrast, the Regional Health Insurance program generally does not use the contract mechanism.


The mechanism of payment to health facilities also varies between one administrators and the other. Payment to the 1st level health facilities often uses the capitation method. However, the implementation and the amount of capitation differ between one administrator and the other. There are capitation payments made at the beginning of the service, while others are made at the end in accordance with budget disbursement. For the Community Health Insurance program, the capitation fund is paid to Community Health Centers by using the proposal preparation (plan of action) mechanism. Payment to the 1st level health facilities by the Regional Health Insurance program more varies between one Regional Health Insurance and the other.


Hence the mechanism of payment to the 2nd level health facilities also varies, not only in terms of paid rate amount but also in terms of its rate system and claim mechanism. The Community Health Insurance program uses INA-CBG, while Civil Servants’ Health Insurance uses service package system and the Workers’ Social Security’s Health Care Insurance uses single service per type of service. Therefore, for the same type of service, the payment amount and method may differ between one administrator and the other.


In the future, there will be only one regulation that is in accordance with the mandate of the National Social Security System Law, which is more efficient in its implementation.

B.
CONDITION TO BE ACHIEVED

1.
HEALTH FACILITIES USED


Qualified health services available within a relatively short travel distance are the second key to the successful implementation of the National Health Insurance. The National Social Security System Law has stipulated that the Social Security Administration Agencies (BPJS) will pay for health facilities owned by the government and private parties at an agreed regional rate. This provision indicates that payments must be based on the economic price whereby private facilities can cover the expenses incurred, which may vary among regions. In order to ensure efficiency, health facilities will be paid at a package rate per person per month (capitation) or rate per diagnosis. With the stipulation of equal rate for all health facilities in a region, there will be a competition in service quality. Additionally, this system automatically drives the distribution of health facilities to regions where they are currently lacking. Region is defined as a region with a relatively uniform level of living costs. A region may be a part of a province and may also include several provinces. The criterion used is the living cost index.


In relation to health facilities being used, Article 23 of the National Social Security System states that:

a.
Health facilities to be used shall be health facilities owned by the Government or private party that establishes cooperation with the Social Security Administration Agencies (BPJS). In the elucidation of Article 23 paragraph 1, it is stated that health facilities include hospitals, medical practitioner, clinics, laboratories, pharmacies, and other health facilities. A health facility fulfills certain requirement if such health facility is recognized and holds a permit from a Government institution responsible in the field of health.

b.
Services may be provided at health facilities that are not a part of the Social Security Administration Agencies (BPJS) in emergency cases. In the event  there is no available health facility that fulfills the requirement for fulfilling medical needs of a number of participants, the Social Security Administration Agencies (BPJS) are obligated to pay compensation. While there are many participants who have paid contribution, the Social Security Administration Agencies (BPJS) must pay other compensations. In Article 23 paragraph (3), it is stated that the compensations paid to participants may be in the form of cash, in accordance with the participants’ entitlement. The word “may” certainly demands discretion of the leadership of the Social Security Administration Agencies (BPJS). Another possibility is (although it is not mentioned in the Law) that the leadership of the Social Security Administration Agencies (BPJS) sends health personnel required to fulfill the participants’ rights.

c.
In the event that participants require inpatient treatment at hospitals, treatment classes at hospitals are provided based on the standard class. In Article 23 paragraph (4), it is stated that Participants who wish to upgrade to a higher service class from the class to which they are entitled (standard class), may upgrade their entitlement by enrolling in an additional health insurance, or by paying the difference between the costs insured by the Social Security Administration Agencies (BPJS) themselves and the costs which must be paid as a result of the upgrade of treatment classes.


Further provisions regarding health facilities used in health insurance administration shall subsequently be regulated in the Presidential Regulation concerning Health Insurance. 


The regulation on the aspect of health services may be implemented in line with the initial operations of the SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH. The procedures and provisions regarding the quality of health services, such as hospital accreditation, have been implemented thus far. The service quality improvement process does not have to be finalized before the SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH commences its operations. Over time, the SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH participants may choose health facilities that fulfill their standards and expectations. This will encourage unselected health facilities to improve their quality. The key is that the Presidential Regulation must give freedom to participants to choose primary, secondary, and tertiary health facilities.


It has to be admitted that under the current condition, the distribution and quality of health services indeed have not fulfilled many people’s expectations. This is affected by the previous system whereby each person paid the fees in accordance with the health services. Such model results in the occurrence of misdistribution of doctors and health facilities. Since those who can afford the costs are living in big cities, health facility distribution is concentrated in big cities. The National Health Insurance system regulates that the SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH shall pay for each sick person, who are almost equal in number in rural areas. Since, in the future, the Social Security Administration Agencies (BPJS) will be the party who pay at the economic price. The people in rural areas will also be served and paid by the SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH. Therefore, there will be a natural redistribution of health personnel and facilities. The key is that the SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH must pay health facilities at the economic price whereby the private sector will be challenged to serve and cover its production costs.


There are a sufficient number of health personnel and facilities in Indonesia. Currently, there are more than 85,000 doctors with general practice license and almost 25,000 doctors with specialist practice licenses.  This is also true for the availability of dentists, specialist dentists, and other health personnel. The number of doctors is adequate for an ideal ratio of 1 doctor serving 3,000 people, throughout Indonesia. The issue lies only in the distribution. The issue of distribution would be solved if the payment from the Social Security Administration Agencies (BPJS) were adequate. To obtain adequate payment, adequate contribution is certainly required. We also have approximately 2,000 hospitals and nearly 3,000 community health centers capable of providing inpatient treatment. Pursuant to the Hospital Law, community health centers with treatment beds and  inpatient services should be categorized as hospitals. If all beds in hospitals and community health centers as well as clinics having treatment beds are compared to the total size of population, the ratio of 1:1,000 has been adequate. If the hospital utilization rate (Bed Occupancy Rate/BOR) is taken into account as a whole, it seems that the number of currently existing beds has not been optimally used. The average BOR is still approximately 70 percent. Only in big cities, the BOR of some hospitals reaches above 80 percent. High BOR in big cities is not the effect of insurance, but the effect of market, public social and education level, and access. However, many parties consider the number of beds still far from sufficient. Increasing the number of beds by relying on the static ratio of 1 bed per 1,000 persons, equal for each city/regency, is dangerous if the demand does not exist. The current utilization data indicates the fact that the demand in some regions has not been good enough due to the unavailability of effective health insurance for all the people, the widespread distribution of settlement areas, and inadequate service quality. Therefore, we do not need to rush into the provision of additional beds to the number of the targeted ratio. The demands will increase gradually in line with the expansion of participation. Postponing health insurance expansion for the reason of the unavailability of sufficient health facilities, which have not been evenly distributed, may violate the right of approximately 60-80 percent of the population who already live within less than one hour distance to one of the health facilities, but have no fund to pay for health services. Also, even distribution of health facilities with a similar ratio is unlikely to occur, and has never occurred  in a developed country. The level of unbalanced ratio of health facility and personnel to population in developed countries is not as high as in Indonesia. However, this would change with the implementation of universal coverage. 


The market mechanism will automatically attract investors to build more health facilities and to look for health personnel to serve insurance participants in various regions where adequate services have not been available. The key is adequate payment or payment at an economic price. In addition, pursuant to the Regional Government Law, Regional Governments are obligated to provide health facilities. In cases where the size of population is small and the distribution is scarce, private investors are not attracted to build health facilities; then Regional Governments (which have funds from the State Revenues and Expenditures Budget/Regional Revenues and Expenditures Budget, or community fund) are obligated to provide good quality facilities. Moreover, regional governments who have made contributions for Regional Health Insurance (which is not their obligation) are encouraged to reallocate their funds towards the development and rehabilitation of health facilities, as well as paying health personnel so that they can serve the people in the regions with satisfactory quality. This approach is much more equitable and effective than demanding regional governments to pay contributions for non-quota groups, as it is happening at the moment.


The most important thing in relation to health facilities is the necessity of provision of the evenly distributed health facilities enables all the people to access the necessary health facilities. No matter the quality of health management, without the support of the available adequate health facilities that can provide high quality health service, it will not affect the improvement in the community’s degree of health. Therefore, in line with the improvement in health insurance management, it is also necessary to improve the number and quality of health facilities reaching order to boost coverage of the entire population. Certainly, there are many types of health services that are only available at the provincial level for the sake of efficiency. It is necessary for the government, either the central government, provincial and regency/city governments, and private sector to conduct an even distribution and high quality health services. Universal coverage must include both comprehensive participation and accessibility to necessary health services.


For that purpose, it is necessary for the Ministry of Health to prepare the Action Plan regarding Health Service Development that contains the development plan for health facilities, health personnel, devices, and health infrastructure as well as support  of the referral system.

2.
PAYMENTS TO HEALTH FACILITIES


In relation to payments to health facilities, the National Social Security System Law regulates as follows:

a.
The amount of payments to health facilities for each region is stipulated based on the agreement between the Social Security Administration Agencies (BPJS) and the association of health facilities in the region (Article 24 paragraph 1)

b.
The Social Security Administration Agencies (BPJS) are obligated to pay health facilities for services provided to participants in the maximum period of 15 (fifteen) days after the request for payment is received (Article 24 paragraph 2)

c.
The Social Security Administration Agencies (BPJS) shall develop a health service system, a service quality control system, and a health service payment system to improve efficiency and effectiveness (Article 24 paragraph 3)

d.
The list and maximum prices of drugs and consumable medical supplies insured by the Social Security Administration Agencies (BPJS) are in accordance with laws and regulations (Article 25).


Further provisions regarding payment to health facilities are regulated in the Presidential Regulation concerning Health Insurance. Payment to first level health service facilities is conducted by the capitation of the number of participants who are registered at the 1st level health service facilities. While payment to the 2nd and 3rd level health service facilities is based on the DRG (Diagnosis Related Group) pattern or integrated diagnosis related rate that is currently used with the INA-CBG system. Nevertheless, the amount of capitation unit and INA-CBG must be adjusted so as to be acceptable/agreeable by the association of health facilities in each region.

3.
STRENGTHENING OF TIERED SERVICE (REFERRAL) SYSTEM


Health service efficiency and effectiveness can be achieved if health services apply tiered referral system including therein-reverse referral. Therefore, it is necessary to to strengthen the tiered referral service system. The referral system can only function well, if health facilities receive capitation payment in fair amount or agreeable by the association of doctors.

C.
THINGS TO BE DONE

The National Social Security System Law guarantees the same right of health service facilities (government owned and private owned) to obtain contract with the Social Security Administration Agencies (BPJS) in giving and providing health services for participants. The implementation of this provision requires various requirements as follows
:

1.
The existence of the standardization of medical, nursery, and pharmacy procedures as the guideline in health service provisions at each service level and facility level;

2.
The standardization of competence includes infrastructure, manpower, and devices as the guidelines overseeing contracts between health service facilities and the Social Security Administration Agencies (BPJS);

3.
The involvement of government (central and regional) and private sector in building high quality and evenly distributed health service facilities throughout Indonesia.

In relation to this matter, the activities to be done from the aspect of health services are as follows:

1.
IMPROVEMENT IN THE AVAILABILITY AND QUALITY OF HEALTH FACILITIES, HEALTH PERSONNEL, AND HEALTH INFRASTRUCTURE


For making the aforementioned improvement, a number of activities are necessary :

a.
Preparation of action plan for health service development that contains the development plan for health facilities, health personnel, devices, and health infrastructure as well as support of referral system by the Ministry of Health.

b.
Implementation of the development of health facilities, health personnel, and health infrastructure.

c.
Implementation of the strengthening of referral system.

d.
The government (including the regional governments) provides information and the opportunity for private individuals or entities to play an active role in providing health services for the Social Security Administration Agencies (BPJS).

e.
Guaranteeing the application of the principle of any willing provider (e.g. every health facility willing to accept payment from the Social Security Administration Agencies (BPJS) in an agreed amount for a region).  There should not be discrimination against health facilities not under the contract of the Social Security Administration Agencies (BPJS); however, the health facility should be  willing to accept and comply with the provisions of laws and regulations.

2.
PREPARATION OF SERVICE OPERATING SYSTEM/STANDARD


A number of activities are necessary for this purpose, among others as follows:

a.
Preparation of the standards of medical, nursing, and pharmacy procedures as the guidelines for the provision of health services at each service level and facility level which may be conducted by the association of health facilities or health personnel;

b.
Standards of competence prepared by the Council of Doctors and the standards of infrastructure, manpower, and devices will serve as the guidelines for the contracting of health service facilities by the Social Security Administration Agencies (BPJS);

c.
Preparation of the Health Facility Credentialing/Re-Credentialing Guidelines;

d.
Development of a health service quality control system to guarantee that the quality of service provided by a health facility fulfills the minimum requirements;

e.
Formulation and operationalization of quality and cost control monitoring to avoid excessive health services, diagnosis inaccuracy, therapy and intervention procedures, irrational medication and prescription, as well as inaccurate provisions of referral;

f.
Formulation and operationalization of participant complaint handling system either by health facilities or by the Social Security Administration Agencies (BPJS).

The details of activities to be done from the aspect of health services can be seen in Table 6.2.

Table 6.2

Matrix of the Activities of the Aspect of Health Services
	NO
	ACTIVITIES
	YEAR
	EXECUTIVE INSTITUTIONS
	RELEVANT INSTITUTIONS

	
	
	2012
	2013
	2014
	2015
	2016
	2017
	2018
	2019
	
	

	IV
	THE ASPECT OF HEALTH SERVICE PACKAGES
	
	
	
	
	
	
	
	
	
	

	A
	Improvement in the Availability and Quality of Health Facilities, Health personnel, and Health Infrastructure
	
	
	
	
	
	
	
	
	
	

	1
	Preparation of action plan for the development of health facilities, health infrastructure, and health personnel
	X
	X
	
	
	
	
	
	
	MINISTRY OF HEALTH
	INDONESIAN DOCTOR ASSOCIATION, INDONESIAN HOSPITAL ASSOCIATION, INDONESIAN DENTIST ASSOCIATION, INDONESIAN APOTHECARY ASSOCIATION

	2
	Implementation of action plan for the development of health facilities, health infrastructure, and health personnel
	
	X
	X
	X
	X
	X
	X
	X
	MINISTRY OF HEALTH, REGIONAL GOVERNMENTS, AND PRIVATE SECTOR
	NATIONAL DEVELOPMENT PLANNING AGENCY, MINISTRY OF FINANCE

	B
	Preparation of Service Operating System/ Standard
	
	
	
	
	
	
	
	
	
	

	1
	Preparation of standard of medical, nursing, and pharmacy procedures as the guidelines of health service provision at each service level and facility level
	
	X
	X
	X
	
	
	
	
	MINISTRY OF HEALTH
	INDONESIAN DOCTOR ASSOCIATION, INDONESIAN HOSPITAL ASSOCIATION, INDONESIAN DENTIST ASSOCIATION, INDONESIAN NATIONAL NURSE ASSOCIATION, INDONESIAN MIDWIFE ASSOCIATION, INDONESIAN APOTHECARY ASSOCIATION

	2
	Preparation of system and procedures of health services to participants (1st, 2nd, and 3rd health insurance participant including for fulfilling the portability principle
	X
	X
	
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	MINISTRY OF HEALTH, NATIONAL SOCIAL SECURITY BOARD

	3
	Preparation of health facility standard
	
	X
	X
	X
	
	
	
	
	MINISTRY OF HEALTH
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH

	4
	Preparation of Health Facility Credentialing/Re-Credentialing Guidelines
	
	
	X
	X
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	MINISTRY OF HEALTH, NATIONAL SOCIAL SECURITY BOARD

	5
	Optimization of the implementation of case management
	
	
	
	
	X
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	NATIONAL SOCIAL SECURITY BOARD

	6
	Development of health service quality control system provided by each health facility
	
	
	
	X
	X
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	MINISTRY OF HEALTH, NATIONAL SOCIAL SECURITY BOARD

	7
	Formulating and operationalization of quality and cost control monitoring to avoid excessive health service, diagnosis inaccuracy, therapy and intervention procedures, irrational medication and prescription, as well as inaccurate provisions of referral
	
	
	
	X
	X
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	MINISTRY OF HEALTH, NATIONAL SOCIAL SECURITY BOARD

	8
	Formulation and operationalization of participant’s complaint handling system either by health facilities or by the Social Security Administration Agencies (BPJS)
	
	
	
	X
	
	
	
	
	NATIONAL SOCIAL SECURITY BOARD
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH

	C
	Improvement in Payment System to Health Facilities
	
	
	
	
	
	
	
	
	
	

	1
	Improvement in Payment System (capitation, INA-CBGs, etc.)
	
	X
	X
	X
	
	
	
	
	MINISTRY OF HEALTH, SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	NATIONAL SOCIAL SECURITY BOARD

	2
	Implementation of Payment System (INA-CBGs, etc.)
	
	
	X
	X
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	3
	Preparation of Guidelines for Rate Pattern Standardization/Health Facility Payment
	
	
	
	X
	X
	
	
	
	MINISTRY OF HEALTH
	ASSOCIATION OF HEALTH FACILITIES, SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH, NATIONAL SOCIAL SECURITY BOARD

	4
	Preparation of Guidelines for Compensation Payment for Participants in the regions with no health facilities can serve
	
	
	
	
	X
	
	
	
	NATIONAL SOCIAL SECURITY BOARD, SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	MINISTRY OF HEALTH
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Health insurance financial management needs to be performed in the context of (i) ensuring the availability of sufficient and sustainable funds, (ii) the establishment of reasonable price for paying health service, (iii) ensuring efficient fund management and good risk management for Asset and Liability Management (ALMA); (iv) application of sound and generally accepted practices of accountability recording and reporting, and (v) compliance with sound and auditable internal control system.

Accordingly, the activities that must be conducted, among others, are as follows:

A.
DETERMINATION OF SUFFICIENT CONTRIBUTION AMOUNT

Contribution is the main source of income for the Social Security Administration Agency (BPJS) of Health. The amount of contribution significantly affects the quality of health insurance administration. Likewise, the sufficiency of health insurance funds also heavily depends on the amount of contributions received. Accordingly, the amount of contributions need to be analyzed in a periodic manner in order to ensure those contributions are in accordance with the health insurance administration needs.

The analysis of the amount of contribution relates to the development of benefit package covered, the development of health service rate from time to time, and the development of the utilization of services insured. Since the contribution is determined proportionally to wage, the financial sufficiency level of the Social Security Administration Agency also relates to the development of laborer’s wage. A review of laborer’s wage is important as it relates to their capability to pay contribution and the determination of contribution percentage. Therefore, the amount of wage will relate to the percentage of contribution and also the amount of contribution received by the Social Security Administration Agency (BPJS) of Health.

B.
HEALTH SERVICE RATE

From the financial aspect, it is important to take into account “the establishment of reasonable prices to be paid for health services” in the administration of health insurance.  Given the fact that the prices or rates for health services change from time to time, a periodic analysis needs to be performed.

Health service rate is determined through negotiations between health facilities association and the Social Security Administration Agency (BPJS) of Health. In relation to the negotiations with health facilities, Article 24 of the National Social Security System (SJSN) Law provides that the negotiations are conducted between the Social Security Administration Agency (BPJS) and health service facilities association in a region. According to a Review of the National Social Security System (SJSN) Team of the Coordinating Ministry for People's Welfare, the implementation of this provision requires further formulation concerning (a) provisions on the association involved in the process of negotiations; (b) provisions concerning regional borders; (c) provisions concerning the mechanism of negotiations, including the final decision maker in case of impasse between the association and the Social Security Administration Agency (BPJS); and (d) the scope of negotiations.

Negotiations between the Social Security Administration Agency (BPJS) and health service provider association are divided into two types of negotiations, namely (a) Negotiations conducted between a professional medical personnel (doctor, dentist) association and a health service facilities (clinic) association to agree on the service fee and method for payment made by the Social Security Administration Agency (BPJS). These negotiations apply to the first level outpatient treatment; (b) Negotiations on the amount of INA-CBG with hospital association for each type of services. However, the execution of contract, for either primary outpatient treatment or inpatient treatment, may be carried out with each facility either directly by the Social Security Administration Agency (BPJS) or through an association or a health service facility group.

C.
PAYMENT OF BENEFIT

1.
The Government (the Ministry of Health) and the National Social Security Board formulate general policies on payment method, payment amount/pattern, and reasonable upper limit (ceiling) for the economic price of health services in various regions. Payment regulation is required in order to achieve a balance between the Trust Funds and Health Service Expenditures to guarantee liquidity (ability to pay all health services within 15 days after the submission of net invoices) and solvability (ability to pay health services in the future) of the Social Security Administration Agency (BPJS) of Health.

2.
The Social Security Administration Agency (BPJS) of Health allocates 0.5 percent of the received contribution, which constitutes a part of the operational funds of the Social Security Administration Agency (BPJS), for research and/or study on the development of health service payment, development of health insurance benefits, and the development of adequate contribution to achieve balance and continuity in the National Health Insurance program. Competent public and private research institutions will conduct this research. 

D.
MANAGEMENT OF FUNDS

In the administration of health insurance, health insurance funds must be managed in an efficient and professional manner. The funds must also be in compliance with the principles of risk management, mainly those relating to the balance of asset and liability management (ALMA).

In a similar vein, regulations on the Management of Social Security Funds, including Health Insurance Funds, needs to be prepared. Trust Funds collected from the social security programs must be managed in compliance with the principles of good and prudent risk management. Assets accruing from the proceeds of fund management must be invested in safe financial instruments, which can generate high return for fulfilling the obligations of the Social Security Administration Agency. However, in short-term social security programs (Health Insurance and Occupational Accident Insurance), investment income is not mandatory. The liquidity and solvability of the Social Security Administration Agency for fulfilling its obligation to pay health facilities for the services provided to participants each month are more important.

In relation to ALMA, there are several activities that must be conducted, among other things:

1.
The development of policies on the management and investment of trust funds 

2.
The formulation of policies on the prudent management of liabilities in order to guarantee the liquidity and solvability

In connection with the management of funds:

1.
The Government with the support of the National Social Security Board formulates general policies on the management of Trust funds placed in fund investment with the balance of adequate returns, low risk, and ability to maintain the liquidity and solvability of the Social Security Administration Agency (BPJS) of Health.

2.
The Government, together with the National Social Security Board, reviews and determines the amount of the operational funds of the Social Security Administration Agency (BPJS) of Health, which may not exceed 5 percent of the received contributions. 

3.
The Government, together with the National Social Security Board, reviews and determines the minimum technical reserves and all surpluses occurring shall be accumulated and invested in investment instruments which meet the criteria set out in point 1.

4.
The National Social Security Board performs effective monitoring and communication as a part of the supervisory/monitoring function on the financial planning of the Social Security Administration Agency (BPJS) of Health.

E.
ACCOUNTABILITY ON FINANCIAL RECORDING AND REPORTING

The source and use of social security program funds, including health program, constitute the management of Trust Funds. The management of such funds needs to be recorded and accounted in the interests of the participants and stakeholders. Accordingly, social security programs, including health insurance program, require sound and universal accounting standards for specific financial recording and reporting.

The recognition of assets and liabilities, as well as income and expenses for social security programs, including health program, must comply with the quality of information pertaining to financial position, program performance, and financial position changes beneficial to participants. The report on the management of insurance programs must be able to indicate the actions taken by the management or administrator (stewardship), or the accountability of management of Trust Funds. The quality of information generated from the reporting standards and system must meet the required information quality standards, such as understandability, relevance to decision-making, reliability, faithful representation, comparability and timeliness.

The Government (the Ministry of Finance), together with the National Social Security Board and the Social Security Administration Agency (BPJS), prepares the Guidelines on Financial Recording and Reporting in accordance with the Special Accounting Standards for Social Security stipulated by Regulations of the Minister of Finance. The Financial Regulation of the Social Security Administration Agency must comply with regulations on state finance and must be easily accessible and understood by the public as the requirement for financial management transparency. One of the important aspects of Non-Profit Legal Entity is the position of the surplus of the Social Security Administration Agency (BPJS) as non-taxable object so that it is not subject to corporate income tax.

The Audit Board (BPK) prepares special personnel and procedures for financial supervision and audit of the Social Security Administration Agency (BPJS). The Social Security Administration Agency (BPJS) prepares a fixed procedure to ensure that the Social Security Administration Agency (BPJS) is able to present an auditable report to the public in both printed and electronic media periodically (at least biannually).

F.
INTERNAL CONTROL SYSTEM AND AUDITABILITY OF REPORTS

Financial reports of the social security programs, including health program, must be accountable by the management and administrators. The accountability report must be prepared based on a strong internal control system so that the function of check and balance can properly work. 

The business systems and processes being applied must be able to produce a control mechanism that can safeguard assets of the Social Security Administration Agency (BPJS), comply with rules and regulations, and produce an accurate reporting system so that it produces an efficient business process in the management of Trust Funds. Subsequently, the financial reports must be audited in a periodic manner and the results must be distributable to the public.

Other assorted activities for internal control and audit systems:

1.
The National Social Security Board, together with the Social Security Administration Agency (BPJS) of Health, prepares the Guidelines on Internal Control System to prevent undesirable outcomes in managing the Trust Funds and the operational funds of the Social Security Administration Agency (BPJS) of Health.

2.
The Social Security Administration Agency (BPJS) of Health provides special training for employees or candidate employees of the Social Security Administration Agency (BPJS) in order to guarantee accountable good corporate governance.

G.
ANALYSIS OF THE FISCAL IMPACTS OF HEALTH INSURANCE ADMINISTRATION

Pursuant to the provisions of Article 14 of the National Social Security System (SJSN) Law, contribution of the poor and underprivileged population shall be paid by the Government, therefore the government has financial burden to pay contributions, not only health insurance contributions for civil servants and other government employees, but also contributions for the poor and underprivileged population designated as Contribution Assistance Recipients.

Accordingly, it is necessary to take into account the fiscal impacts of health insurance administration. Although the estimated amount of contribution assistance is very small, it is necessary to conduct the study of fiscal impacts periodically according to the development of health insurance contributions, number of government employees, and number of Contribution Assistance Recipients.

An analysis of fiscal impacts is required for controlling health service cost and program continuity, for contribution assistance for the poor and underprivileged population and for participants paying contributions. Countries with universal coverage demonstrate that at the maturity level, state expenditure for health ranges from 6 to 11 percent of the Gross Domestic Product (GDP). Such health expenditure amount is accompanied by the Government’s ability to collect tax fund with a tax ratio of over 20 percent. Indonesia needs fiscal study on the planning of health expenditure increase more than the study of fiscal impacts on health expenditure control because until now, Indonesia’s health expenditure has never reached 3 percent of its GDP.  Meanwhile, the tax to GDP ratio is also very low, namely 12.3 percent. Experience in Muangthai shows a positive correlation between health insurance expansion for all people and the increase in tax ratio. 

Throughout the year, the study of fiscal impacts must be continuously conducted as a part of the monitoring of the Health Financial Accounting Standards (the National Health Account).  The World Health Organization prepared these standards and procedures for use.  

The Government’s contribution expenses for Contribution Assistance Recipients proposed by the National Social Security Board is the contribution of Rp 27,000 per person per month for 96.4 million people is only 0.3 percent of the GDP. This contribution value of Rp.27,000 takes into account the Government and regional government budget for the operation of public-owned health facilities. In the future, such operational budget shall be transferred into contribution assistance, thus the Government and regional governments only funds the investment expenditures for public health facilities. Fiscal studies at the central and regional levels are required for the transitional process of the health insurance budgeting, health facilities budgeting, and increasing political support for health insurance expansion. The politicians and budget decision makers need to understand that larger funds are required to improve adequate service quality for preventing new poverty due to expensive treatment cost for those who are not yet insured. If the Government is willing to pay contribution for all unwaged laborers, as conducted by the Government of Muangthai, the fiscal burden only ranges between 0.5 percent - 1 percent of the GDP. Compared to fuel production cost subsidy (the fuel subsidy), fiscal burden of this Contribution Assistance Recipient, which can prevent the impoverishment of 150 million of Indonesian people, is actually insignificant.

Similarly, there are several activities that must be conducted:

1.
Study on the increase in health costs by analyzing the components indicating significant increase

2.
Study on the change in number of Contribution Assistance Recipients

3.
Study on the impacts of Health Insurance administration on the State Budget and Gross Domestic Product

H.
PREPARATION FOR CONVERTING PT ASKES (PERSERO) INTO SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH

In the context of preparing the Social Security Administration Agency (BPJS) of Health, from the financial and accounting aspects, there are at least 7 (seven) crucial matters that must be noticed so that the Social Security Administration Agency (BPJS) of Health can operate properly. The seven aspects are as follows:

1.
SPECIAL FINANCIAL ACCOUNTING POLICIES FOR THE SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS)


All this time, there is no special Financial Accounting Standards for social security administration (including special standards for health insurance). There are many account classifications in health insurance administration that are unique and unsuitable to be categorized into the existing financial accounting standards all this time.


Accordingly, financial accounting policies standards must be prepared according to the practice of social security administration of the Social Security Administration Agency (BPJS), included in the Financial Accounting Standards in Indonesia and facilitating the preparation of National Health Account. The accounting policies are specific according to the specific objective of social security administration of the Social Security Administration Agency (BPJS) and the applicable laws and regulations.


In order to prepare the Financial Accounting Standards for social security programs, the following steps must be taken:

a.
Understanding the special objective of social security and regulation on public legal entity of the Social Security Administration Agency (BPJS).

b.
Carrying out an analysis of the operations of the Social Security Administration Agency (BPJS) of Health pertaining to claim fluctuation, interregional variation of claim, variation and fluctuation of contribution to be collected, operational cost, and technical reserves.

c.
Conducting a study on accounting conceptual framework for the Social Security Administration Agency (BPJS), whether or not it can rely on the generally accepted accounting principles or GAAP or it takes other special comprehensive standards (Comprehensive Basis other than GAAP) for the Social Security Administration Agency (BPJS) to be established.

One specific feature of the Social Security Administration Agency (BPJS) is its accountability for the redistribution of risk, contribution, and treatment cost. As a public legal entity with no objectives to earn profits for shareholders, the Social Security Administration Agency (BPJS) does not need to pay corporate income tax. Accordingly, in order to achieve the same understanding and avoid operational conflict, the preparation of special accounting standards for the Social Security Administration Agency (BPJS) must involve Financial Accounting Standards Board (Dewan Standar Akuntansi Keuangan/DSAK) from the Indonesian Institute of Accountants (Ikatan Akuntan Indonesia/IAI), the Directorate General of Taxes, Indonesian Capital Market and Financial Institutions Supervisory Board, and National Health Account prepared by the World Health Organization (WHO).

2.
CLOSING OF FINANCIAL REPORT OF PT. ASKES (PERSERO) AS OF DECEMBER 31, 2013 AND THE RATIFICATION OF OPENING BALANCE SHEET OF THE SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH AS OF JANUARY 1, 2004


Under the Central Bureau of Statistics Law, it is stated that PT. Askes (Persero) must be dissolved without liquidation. Accordingly, a report on the closure of finances or balance sheet of PT. Akses (Persero) must be prepared on December 31, 2013 and simultaneously, serve as the opening balance sheet for the Social Security Administration Agency (BPJS) of Health as of January 1, 2014. The report on the financial closure of PT. Akses (Persero) as of December 31, 2013 and the Determination of financial inauguration of the Social Security Administration Agency (BPJS) as of January 1, 2014 must be coordinated with regulatory bodies such as the Ministry of State-Owned Enterprises, Indonesian Capital Market and Financial Institutions Supervisory Board, the Directorate General of Taxes, and Financial and Development Supervisory Board (Badan Pengawas Keuangan dan Pembangunan/BPKP).

3.
CONSIDERATION FOR TAXATION FACTOR


Article 60 paragraph (3) states that “When the Social Security Administration Agency (BPJS) of Health starts to operate as intended in paragraph (1): a. PT Askes (Persero) shall be declared dissolved without liquidation and all assets and liabilities as well as legal rights and obligations of PT Askes (Persero) shall become the assets and liabilities as well as legal rights and obligations of the Social Security Administration Agency (BPJS) of Health.”


The interpretation of such provisions is that there is transfer of assets and liabilities from PT Askes (Persero) to the Social Security Administration Agency (BPJS) of Health. As a result of the transfer of asset, it indicates that the change of asset ownership of PT Askes (Persero) to a Public Legal Entity will result in taxation problems, mainly relating to Income Tax and other Taxes (Transfer Duty for Acquiring Rights in Land and Buildings/Bea Peralihan Hak atas Tanah dan Bangunan/BPHTB). Like any other government-related public legal entity, the Social Security Administration Agency (BPJS) is not taxable. In order to avoid misunderstanding over taxation, cooperation with the Directorate General of Taxes is necessary so that the stipulation of the Social Security Administration Agency (BPJS) as non-taxable object can be mutually understood.

4. CHANGES TO CAPITAL STRUCTURE


Change to capital and equity structure of PT. Askes (Persero) must be in line with the Government plan and the Social Security Administration Agency (BPJS) Law. The term capital is not suitable, as the Social Security Administration Agency (BPJS) has no objective to raise capital or to develop operational proceeds to increase the entity capability in bearing its liabilities. Like a Governmental entity, the balance between the revenue of Trust Funds and benefit expenditure serving as the liability of the Social Security Administration Agency (BPJS) is kept by maintaining the balance between the revenue and expenditure. The revenue is increased and decreased by changing the amount of contribution for each participant.


Meanwhile, the control over health expenditure (liabilities), the main expense of the Social Security Administration Agency (BPJS), is made by government regulation on the change in rate or benefit. It is completely different from the business of commercial insurance, whereas the insurer independently regulates the operational expenses and liabilities.

5.
TRANSACTIONS WITH RELATED PARTIES


The conversion of PT. Askes (Persero) into the Social Security Administration Agency (BPJS) will cause health programs previously managed by other entities such as worker's health insurance program managed by PT. Persero Jamsostek, Community Health Insurance (Jamkesmas) program managed by the Ministry of Health, regional health insurance program funded by Regional Government (Pemda) and other health programs to be managed and controlled by the Social Security Administration Agency (BPJS).


The transaction of programs transfer is identified as transaction of business unit transfer under common control of the Government of the Republic of Indonesia. This transaction should not have to involve asset and liability transaction as a transaction of policyholder assignment from one insurance company to another. Therefore, there will be no fair value assignment for assets and liabilities incurred due to the transfer of programs and consequently the measurement of appraisal according to generally accepted accounting standards (PSAK 38) is not required. Therefore, the transaction can be conducted without transferring assets from PT Jamsostek, the Ministry of Health or the Regional Government.

6.
SOUND ASSET AND LIABILITY MANAGEMENT (ALMA)

Net assets recorded during the establishment of the Social Security Administration Agency (BPJS) are assets and liabilities originating from PT. Askes (Persero) and the deposit of initial capital of the Social Security Administration Agency (BPJS). The management of the Social Security Administration Agency (BPJS) is required to apply risk management to the managed assets and liabilities (ALMA). The initial assets and their development must be managed professionally so that it may be accountable. However, the management of Trust Funds must stay liquid; solvency becomes the main priority in insuring that all population can receive health services according to their medical needs.

7.
SIGNIFICANCE OF INDEPENDENT AUDITOR, ACTUARY, AND APPRAISER INVOLVEMENT


Conversion into the Social Security Administration Agency (BPJS) is fundamental for PT Askes (Persero). The change requires other professional parties to be in proper coordination with the National Social Security Board (DJSN) such as indepenent auditor who will audit the consolidated financial reports of PT. Askes (Persero) for financial year December 31, 2013 and also audit the opening financial report of the Social Security Administration Agency (BPJS) as of January 1, 2014. In addition, the determined amount of Trust Funds, the obligation of the Social Security Administration Agency (BPJS) and previous managerial bodies (Askes, Jamsostek, Jamkesmas, and Jamkesda), the estimated liabilities (accrual) of the Social Security Administration Agency (BPJS) of Health, the estimate and sufficiency of technical reserve funds, and the rights and obligations (which can be transferred to be the rights and obligation of the Social Security Administration Agency (BPJS)) to third parties (Hospital and the others) are the most significant matters. For example, the assets of subsidiaries of PT (Persero) Akses and PT (Persero) Jamsostek can be converted into Trust Fund assets. Legal and financial studies collectively constitute important studies during the initial operation of the Social Security Administration Agency (BPJS).

Subsequently, in addition to public accounting profession or the Audit Board as independent auditor, the Social Security Administration Agency (BPJS) of Health also needs other professional services, namely independent appraiser and actuary who will appraise the assets and liabilities of PT. Askes (Persero) as of January 1, 2014. Accordingly, proper coordination must be carried out so that the process of transformation can run according to the applicable regulations.

The detailed activities to be conducted from the financial aspect can be seen in Table 7.1.

Table 7.1

Matrix of Activities in the Financial Aspect

	NO
	ACTIVITIES
	YEAR
	EXECUTIVE AGENCIES
	RELEVANT AGENCIES

	
	
	2012
	2013
	2014
	2015
	2016
	2017
	2018
	2019
	
	

	V.
	FINANCIAL ASPECT
	
	
	
	
	
	
	
	
	
	

	A
	IN RELATION TO FUND MANAGEMENT
	
	
	
	
	
	
	
	
	
	

	1
	Making of policies on the management of investment funds 
	
	X
	X
	
	
	
	
	
	Ministry of Finance
	DJSN, BPJS of Health

	2
	Guideline on the prudent management of trust funds
	
	
	
	
	
	
	
	
	DJSN
	BPJS of Health

	3
	Preparation of the provisions on technical reserves and actuarial valuation 
	
	
	
	X
	X
	
	
	
	DJSN
	BPJS of Health

	4
	Preparation of financial planning of Administrative Body
	
	
	X
	X
	X
	X
	X
	X
	BPJS of Health
	DJSN

	B
	ACCOUNTABILITY OF FINANCIAL RECORDING AND REPORTING
	
	
	
	
	
	
	
	
	
	

	1
	Preparation of Financial Recording and Reporting Guideline
	
	X
	
	
	
	
	
	
	BPJS of Health
	

	2
	Dissemination of the Guidelines on Financial Recording and Reporting
	
	X
	
	
	
	
	
	
	BPJS of Health
	

	3
	Improvement in Accounting and Financial System and Procedures
	
	X
	
	
	
	
	
	
	BPJS of Health
	

	C
	INTERNAL CONTROL SYSTEM AND AUDITABILITY OF REPORT
	
	
	
	
	
	
	
	
	
	

	1
	Preparation of the Guidelines on Internal Control System
	
	
	X
	
	
	
	
	
	BPJS of Health
	

	2
	Training for Internal Control Task Force
	
	
	
	X
	
	
	
	
	BPJS of Health
	

	E
	ANALYSIS OF FISCAL IMPACTS OF HEALTH INSURANCE ADMINISTRATION
	
	
	
	
	
	
	
	
	
	

	1
	Analysis of contribution assistance for the poor and underprivileged population
	
	
	
	X
	
	
	
	
	Ministry o Social Affairs, BAPPENAS
	Ministry of Finance, DJSN

	2
	Study on fiscal impacts of the management of health insurance
	X
	
	
	
	X
	
	
	
	Ministry of Finance, BAPPENAS
	DJSN

	F
	PREPARATION FOR CONVERTING PT ASKES (PERSERO) INTO BPJS OF HEALTH
	
	
	
	
	
	
	
	
	
	

	1
	Preparation of Policies on special financial accounting for BPJS
	
	X
	
	
	
	
	
	
	BPJS of Health
	

	2
	Closing of Financial Report of PT. Askes (Persero) as of December 31, 2013 and the Ratification of opening balance sheet of BPJS of Health as of January 1, 2014
	
	X
	
	
	
	
	
	
	BPJS of Health
	

	a
	Audit from Public Accountants Office for the Closing of the Company
	
	X
	
	
	
	
	
	
	BPJS of Health
	

	b
	Ratification of BPJS Balance Sheet I
	
	X
	
	
	
	
	
	
	BPJS of Health
	

	c
	Closing of balance sheet of PT Askes (Persero) 
	
	X
	
	
	
	
	
	
	BPJS of Health
	

	d
	Opening of initial Balance Sheet of BPJS of Health
	
	X
	
	
	
	
	
	
	BPJS of Health
	

	e
	Provisions on initial Capital of BPJS of Health
	
	X
	
	
	
	
	
	
	BPJS of Health
	

	3
	Consideration for taxation factor
	
	X
	
	
	
	
	
	
	BPJS of Health
	

	4
	Change to capital structure
	
	X
	
	
	
	
	
	
	BPJS of Health
	

	5
	Transactions with related parties
	
	X
	
	
	
	
	
	
	BPJS of Health
	

	6
	Sound asset and liability management (ALMA)
	
	X
	
	
	
	
	
	
	BPJS of Health
	

	7
	Preparation of internal control system for Administrative Body, Hospital, and Community Health Center
	X
	
	
	
	
	
	
	
	BPJS of Health
	DJSN
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Based on the Institutional and Organizational aspects, there are five important matters that need implementation:  (a) the transformation process from PT Askes (Persero) to become the Social Security Administration Agency (BPJS) of Health and; (b) the development of the Social Security Administration Agency (BPJS) of Health in reaching universal coverage for all Indonesian people; (c) development of information system; (d) socialization, education and advocacy as well as (e) coordination and monitoring.

A.
TRANSITION TOWARD THE SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH

Law No. 24 Year 2011 regarding the Social Security Administration Agency (BPJS) of Health sets a period of time up to January 1, 2014 for PT Askes (Persero) to (a) prepare the operations of the Social Security Administration Agency (BPJS) of Health for the health insurance program; (b) prepare the transfer of assets and liabilities, employees as well as rights and obligations of PT Askes (Persero) to the Social Security Administration Agency (BPJS) of Health. Article 58 of the Social Security Administration Agency (BPJS) Law reads that “At the time of the coming into effect of this Law, the Board of Commissioners and the Board of Directors of PT Askes (Persero), up to the operation of the Social Security Administration Agency (BPJS) of Health, shall be assigned to: a. prepare the operations of the Social Security Administration Agency (BPJS) of Health for health insurance program pursuant to the provisions of Article 22 up to Article 28 of Law Number 40 Year 2004 regarding the National Social Security System (State Gazette of the Republic of Indonesia Year 2004 Number 150, Supplement to the State Gazette of the Republic of Indonesia Number 4456). b. prepare the transfer of assets and liabilities, employees as well as rights and obligations of PT Askes (Persero) to the Social Security Administration Agency (BPJS) of Health”. Article 61 of the Social Security Administration Agency (BPJS) Law reads that, “At the time of the coming into effect of this Law, the Board of Commissioners and the Board of Directors of PT Jamsostek (Persero), until the conversion of PT Jamsostek (Persero) into the Social Security Administration Agency (BPJS) of Manpower, shall be assigned to: a. prepare the transfer of health care insurance program to the Social Security Administration Agency (BPJS) of Health”.

On January 1, 2014, the administration of health insurance program  implemented by the Ministry of Health and PT Jamsostek (Persero) at this time is to be transferred to the Social Security Administration Agency (BPJS) of Health.
PT Jamsostek (Persero) is assigned to (a) prepare the transfer of health care insurance program to the Social Security Administration Agency (BPJS) of Health and; (b) prepare the transfer of the participants of health care insurance program to the Social Security Administration Agency (BPJS) of Health.

Based on the aforementioned provisions, PT Askes (Persero) must take concrete measures in preparing the operation of the Social Security Administration Agency (BPJS) of Health. PT Jamsostek (Persero) also needs to take concrete measures, such as prepare the transfer of the participants of Health Care Insurance program to the Social Security Administration Agency (BPJS) of Health. By January 1, 2014, all participants of Workers’ Social Security’s Health Care Insurance (JPK Jamsostek) should be registered with the Social Security Administration Agency (BPJS) of Health. All invoices for the costs of treatment at health facilities undertaken from January 1, 2014 onwards will be borne by the Social Security Administration Agency (BPJS) of Health. All costs of treatment at health facilities incurred on or before December 31, 2013 are still borne by the former PT (Persero) Jamsostek (the Social Security Administration Agency (BPJS) of Manpower). It is in accordance with the short-term risk of health insurance. 

1.
PREPARATION FOR THE OPERATION OF THE SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH TO BE MADE BY PT ASKES (PERSERO)

Several activities that need to be conducted in preparing the operation of the Social Security Administration Agency (BPJS) of Health are as follows:

a. Preparing the operating system and procedures needed for the operation of the Social Security Administration Agency (BPJS) of Health

b. Conducting socialization to all health insurance program stakeholders

c. Maintaining coordination with the Ministry of Health for the transfer of the community health insurance (Jamkesmas) program to the Social Security Administration Agency (BPJS) of Health

d. Maintaining coordination with PT Jamsostek (Persero) for the transfer of health insurance program (Health Care Insurance of the Workers’ Social Security (JPK Jamsostek)) to the Social Security Administration Agency (BPJS) of Health

e. Maintaining coordination with the Ministry of Defense and the National Police of the Republic of Indonesia for the transfer of health insurance program for the members of the Indonesian National Military/the National Police of the Republic of Indonesia and civil servants within the purview of the Ministry of Defense, the Indonesian National Military and the National Police of the Republic of Indonesia as well as their family members to the Social Security Administration Agency (BPJS) of Health

f. Amending the Articles of Associations/By-Laws

g. Changing the attributes of the Social Security Administration Agency (BPJS) of Health

h. Developing information systems regarding individuals which are ready for management purposes (contribution receipt, payment of capitation and service claims, monitoring over the utilization and quality of services, monitoring over customer satisfaction, research of health insurance/services required, etc.

i. Developing offices and human resources who understand the social security system, the National Social Security System Law, the Social Security Administration Agency (BPJS) Law and who have the required competence for administering the national health insurance.

2.
TRANSFER OF ASSETS AND LIABILITIES, EMPLOYEES, AS WELL AS RIGHTS AND OBLIGATIONS OF PT ASKES (PERSERO) TO THE SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH BY PT ASKES (PERSERO).


In the context of this transfer, it is necessary to take the following measures:

a. Appointment of a Public Accounting Firm to conduct an audit and prepare:

1)
Closing Financial Reports of PT Askes (Persero);

2)
Opening Financial Position Report of the Social Security Administration Agency (BPJS) of Health; and

3)
Opening Financial Position Report of the Health Insurance Trust Funds; 

b.
Ratification of the Closing Financial Reports of PT Askes (Persero) by the Minister of State-Owned Enterprises

c.
Ratification of the Opening Financial Reports of the Social Security Administration Agency (BPJS) of Health and the Opening Financial Statements of the Health Insurance Trust Funds by the Minister of Finance

3.
APPOINTMENT OF THE SUPERVISORY BOARD AND BOARD OF DIRECTORS OF THE SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH BY THE PRESIDENT


For the first time, the Board of Commissioners and Board of Directors of PT Askes shall be appointed to become the Supervisory Board and the Board of Directors of the Social Security Administration Agency (BPJS) of Health for a maximum period of 2 (two) years. 


In the context of such appointment, it is necessary to prepare a Draft Presidential Decree coordinated by the Ministry of State-Owned Enterprises, the Ministry of Health, and the National Social Security Board (DJSN).

4.
ESTABLISHMENT OF THE PMO (PROJECT MANAGEMENT OFFICE)


The transfer of participants of the Health Care Insurance of the Workers’ Social Security (JPK Jamsostek) and the Community Health Insurance (Jamkesmas) program to the Social Security Administration Agency (BPJS) of Health requires the management of contribution revenues from employers and requires complete explanation to the participants of the Health Care Insurance of the Workers’ Social Security (JPK Jamsostek) and the Community Health Insurance (Jamkesmas) regarding the new process and identity.


The number of participants of the Community Health Insurance (Jamkesmas) to be transferred to the Social Security Administration Agency (BPJS) of Health is estimated to reach 76.4 million people
. The number of participants of the Community Health Insurance (Jamkesmas) program transferred reaches 7-8 million people because by April 2012 the number of the participants of the Community Health Insurance (Jamkesmas) has reached 5,884,528 insured including 2,567,671 workers of 63,620 companies
. However, since such transfer of participants involves extensive data with relatively complicated technical activities, a PMO (Project Management Office) needs to be established
.


PMO shall apply the principles of project management, practices and processes referring to the industrial standard whereby the approach to be used is consistent with the requirement of the ISO 9000 program.


The PMO unit will monitor, prepare the procedures and processes in order to ensure that the transfer of participants of the programs (the Health Care Insurance of the Workers’ Social Security (JPK Jamsostek) and the Community Health Insurance (Jamkesmas)) can take place in time, without interfering with the receipt of health insurance rights of the Health Care Insurance (Jamsostek) and the Community Health Insurance (Jamkesmas) participants, as well as within the corridor of efficient budget. 


PT. Askes (Persero) as the candidate for the Social Security Administration Agency (BPJS) of Health will establish a PMO as an ad hoc unit with the following main duties, among other things:

a. Prior to January 1, 2014 (Pre-establishment of the Social Security Administration Agency (BPJS)), the PMO shall ensure that all participants of the Health Care Insurance of the Workers’ Social Security (JPK Jamsostek), the Community Health Insurance (Jamkesmas) and Askes program conversion are accurately registered in the new information system of the Social Security Administration Agency (BPJS) of Health.

b. Extending the contracts of health facilities that so far have signed contracts for providing services to the participants of the Health Care Insurance of the Workers’ Social Security (JPK Jamsostek) and or the Community Health Insurance (Jamkesmas), but have not signed any contract with PT Askes Indonesia.

c. After January 1, 2014, the PMO will provide technical support for the operations of the Social Security Administration Agency (BPJS) of Health related to the updating process of participants until a certain period of time or until the matters related to services for the participants are implemented smoothly.


In its operations, the PMO will be led by a PMO manager who reports directly to the board of directors of PT. Akses (Persero). PMO staffs consist of experienced experts in the field of project management and data conversion program in order to perform the following functions:

a. Support


The main function of PMO is to provide guidelines to the program transfer implementing teams and to offer suggestions to the team leaders.

b. Methodology 


Developing and implementing standard and consistent processes to be applied by the program transfer teams. 
c. Training


Provide training to the leaders and members of the team in order to ensure that they have the required expertise and knowledge to implement the program transfer.
d. Centered work site


In order to ensure the success of PMO functions, the implementing team leaders are placed in a centered site to facilitate collaboration and mutual experience exchange between the team leaders of the program transfer and for smooth implementation. 

Figure 7.1 
Pre-Social Security Administration Agency (BPJS) Duties of the Project Management Office (PMO) 
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In order to facilitate the PMO’s duties, the Human Resources in charge in the PMO should be consolidated Human Resources that do not only originate from PT. Askes (Persero), but also Human Resources of an institution owning origin data, such as PT. Jamsostek and the Health Security Financing Center (P2JK) of the Ministry of Health, should understand the data pre-conversion. For instance, the team that oversees data conversion of the Health Care Insurance of the Workers’ Social Security (JPK Jamsostek) consists of Human Resources of PT. Askes (Persero) and PT. Jamsostek (Persero). Likewise, the team in charge of data conversion of the Community Health Insurance (Jamkesmas) consists of Human Resources of PT. Askes (Persero) and the Health Security Financing Center (P2JK) of the Ministry of Health.

The PMO is in charge to assist the process of management transition of health insurance program previously administered by PT. Askes (Persero) through Civil Servant/Social Health Insurance (Askes), PT. Jamsostek (Persero) for the Health Care Insurance program or the Ministry of Health for the Community Health Insurance (Jamkesmas) program. 

In relation to the aforementioned transfer of participants, there are many planned activities:

a. Participation and company data transfer. The following matters are included in this activity, namely data verification, data cleaning, preparing computer program for conversion, conducting conversion testing and determining the time to convert the data (cut-off).
b. Information to the Company/Participants on the Program Management Transfer to the Social Security Administration Agency (BPJS) of Health, either through announcement in the electronic media or direct information delivery to the company. There are at least 63,620 participating companies of the Health Care Insurance of the Workers’ Social Security (JPK Jamsostek) which immediately participate in the conversion prior to the commencement of the operations of the Social Security Administration Agency (BPJS) of Health.
c. Information and Renewal of Contract with Health Facilities and the Social Security Administration Agency (BPJS) of Health. The health facilities cooperating with PT. (Persero) Askes, PT. (Persero) Jamsostek and the Health Security Financing Center (P2JK) of the Community Health Insurance (Jamkesmas) are notified that as from January 1, 2014 their cooperation is transferred to the Social Security Administration Agency (BPJS) of Health. There are at least 3.066 health facilities at the first level, 638 hospitals, 301 pharmacies, 338 optics and 62 laboratories in cooperation with PT. Jamsostek (Persero)
 to be converted into cooperation with the Social Security Administration Agency (BPJS) of Health.
d. Printing and distribution of Health Insurance Participant Card. By the transfer of the Community Health Insurance (Jamkesmas) and the Worker’s Social Security (JPK Jamsostek) programs to the Social Security Administration Agency (BPJS) of Health, there are approximately 81 million cards that need to be distributed to the participants of both programs. If the participants of the Civil Servant/Social Health Insurance (Askes) are also added, it will exceed 100 million people who require accurate identity (including the status of contribution payment) in order to obtain services in health facilities. Alternate production and provision of facilitating participant identity cards must be sought. The available information technology and communication must be used to the maximum extent possible.
When all data from the three sources has been converted and compiled into one in a new information system and the Social Security Administration Agency (BPJS) of Health starts to operate on January 1, 2014, and the PMO’s next duties are to provide service operational support until the condition is stable/routine.  

Following a certain period of time (approximately 12 months) or when the new system is stable and there is no significant operational problem found, the PMO unit will be dismissed and returned to the operational management on a regular basis with an integrated system.

B.
ORGANIZATIONAL DEVELOPMENT OF THE SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
In addition to the preparation for the Social Security Administration Agency (BPJS) of Health on January 1, 2014, another important matter is the preparation for the Social Security Administration Agency (BPJS) of Health organization in the context of achieving universal coverage year 2019.

In the context of achieving universal coverage, a number of activities need to be conducted:
1. Development of the organizational structure of the Social Security Administration Agency (BPJS) of Health that supports the organizational strategy in achieving an effective and efficient universal coverage.

2. Preparing representative offices (branch offices and sub-branch offices) based on the workload, number of participants and geographical conditions.
3. Formulation and development of a new service-oriented organizational culture.
4. Formulation of the requirements for Human Resources competence of the Social Security Administration Agency (BPJS) of Health, procedures for the recruitment and selection of open managerial officials (not bound to the status of the employees of the Social Security Administration Agency (BPJS) of Health.
5. Analysis of the requirements for human resources of the Social Security Administration Agency (BPJS) of Health according to various qualifications (management, public relation, actuary, verificator, administration, etc.) and its fulfillment strategy, as well as formulation of competence-based career pattern both for managerial position and non-managerial position with clear function and responsibility.
6. Opening of new representative/branch offices and fulfillment of required human resources.
7. Analysis and publication of the performance of the Social Security Administration Agency (BPJS) on a regular basis, which includes health service access and quality in various regions, management efficiency, customer satisfaction, and cost-effectiveness of the insured services.
8. Development of the GCG (Good Corporate Governance) of the Social Security Administration Agency (BPJS).
C.
DEVELOPMENT OF INFORMATION SYSTEM 

Since 2007, PT Askes seriously developed and implemented a sophisticated information technology (IT). PT Askes’ IT resources capacity continues to innovate and improve. 

Specifically, PT Askes’ platform is referred to as ASTERIX, which stands for Askes Integrated and Responsive Information Exchange. This platform improves the performance of IT resources in a significant manner; it also provides excellent service to both participants and partners. 

All branch offices of PT Askes and several health providers, pharmacies and family doctors have implemented both the IT application and infrastructure developed under the Asterix platform. 

The National Social Security System (SJSN) Law and the Social Security Administration Agency (BPJS) Law converting PT Askes into the Social Security Administration Agency (BPJS) of Health influences the changing business process and information flow. It results in several features of the Asterix platform become irrelevant with current condition.

Application development platform and various databases themselves will also become obstacles in the future with respect to maintenance and development scalability. Additionally, Human Resources will need various expertise required for the management of the platform. 

In relation to the foregoing, PT Askes is required to take several actions for the purpose of improving IT resources of the Social Security Administration Agency (BPJS), namely among other things as follows:

1.
STUDY ON THE EXISTING IT RESOURCES TO DEVELOP AN ADEQUATE SYSTEM PRIOR TO JANUARY 2014


PT Askes has recently developed IT resources very well. Several innovations have been made, such as the development of platform Asterix Bridging System, which is able to eliminate the bureaucracy of claim payment from two weeks to five minutes.  

However, due to the increasing number of participants from approximately 16.5 million people to 237 million, comprehensive development of IT resources is required. A deep study on the existing IT resources and analysis of the future requirements are absolutely required. Several IT aspects that must be studied are as follows:

a. Application Aspect

A study on the current application needs to be conducted over its ability to optimize all activities in the series of business processes of the Social Security Administration Agency (BPJS), present data and information for the management to support decision-making, present adequate information for the participants and stakeholders, and improve services to benefit of the participants and efficiency of the Social Security Administration Agency (BPJS).


Several matters serving as reference in the study on application are, among other things, (a) Relevancy; (b) Accuracy having the factors of: completeness, correctness and security; (c) Timeliness; (d) Economy having the factors of: resource and cost; (e) Efficiency; (f) Reliability; and (g) Usability.

b. Network Infrastructure, Data Center and Bandwidth 

The implementation of universal coverage requires the expansion of the Social Security Administration Agency (BPJS), either the regional office, branch office or health facility center.


A study and capacity plan on the existing IT infrastructure network and bandwidth need to be conducted since the addition of new offices also means the addition of network nodes and users. This will also result in an increased server load in the data center, as well as an increase in data flow and bandwidth use.


A study on data storage media is also conducted either in terms of physical or logical storage. Physical study is conducted to anticipate sudden increase in participants up to 300 million people in the future. Logical study focuses more on the platform database used.  


The existing server capacity also needs to be studied, whether it is the application server, database server, e-mail server and other servers. In addition to that, operating system platform, platform application server and platform development tools also need to be thoroughly studied. 


Similarly, the cooling system, security system and backup and recovery systems, as well as disaster recovery center (DRC) system also require serious attention. 

c. IT Human Resources 

The development of PT Askes’s Human Resources in the field of IT (Information Technology) is the key to success in developing management information system (MIS). Due to increasing dependency of PT Askes on IT to support its business process activities, competent Human Resource professionals in the field of IT are required. Without Human Resources preparedness, the developed MIS cannot be used optimally, and it may lead to the disuse of MIS.  By adding and recruiting new, competent Human resources, we can avoid this state of affairs and support the end goal of universal coverage.  


The development of Management Information System (MIS) in PT Askes requires a team consisting of development function, supervision function and technical implementation of MIS development. This is the team that maintains the process of MIS development in accordance with the policy directives and terms of reference of MIS development required. The team is referred to as Information Technology (IT) Architect containing a group of skilled Human Resources originating from the representatives of several work units. 


The increase in the requirements of PT Askes in MIS implementation needs to be supported by the existence of competent IT architect. In addition, every work unit of PT Askes must be supported by IT architect in accordance with the needs in such work unit. Therefore, the planning of IT architects which cover the determination of IT architect roles, placement of IT architect, skill required through the level of skill possessed by IT architect needs to be made. 


Accordingly, in several months ahead, a thorough study on the availability of IT Human Resources in PT. Askes needs to be conducted. An ideal plan for future IT Human Resources of the Social Security Administration Agency (BPJS) is also prepared in this study by assessing the gap between the existing IT resources and the future ideal condition.      


This study is conducted by PT Askes in cooperation with the National Social Security Board by no later than December 2012.

2.
STUDY ON THE EXISTING BUSINESS PROCESS


Business process is a series or set of activities designed to achieve the strategic purposes of an organization, such as service access and quality as well as high level of customer satisfaction. Business process has several characteristics among other things are (a) Having purposes; (b) Having certain inputs; (c) Having certain outputs; (d) Using resources; (e) Having a number of activities conducted in order; (f) Being able to affect more than one organizational units; and (g) Adding a value either internal or external for customers.


The conversion of PT Askes into the Social Security Administration Agency (BPJS) of Health brings several basic changes in its series of business process, pursuant to the National Social Security System (SJSN) Law, which covers change in participation, service and institution. 


Accordingly, a study related to a series of the current business processes and the future adjustment plan needs to be conducted. This change in business process will influence the MIS design of the Social Security Administration Agency (BPJS). 


This study also includes suggestions required for the designations of service, contribution, participation, regulations/procedures and organization. 


In this study, the following matters are also formulated (a) Consensus related to service, contribution, participation, regulations and organization; (b) Preparation for standard operational procedure, technical/implementing guidelines and rules of the Social Security Administration Agency (BPJS) related to new business process; (c) Establishment of model business of the Social Security Administration Agency (BPJS); (d) Mapping of business process to become a plan for MIS development of Social Security Administration Agency (BPJS). 


This activity is conducted by PT Akses in cooperation with the National Social Security Board (DJSN) by no later than December 2012.

3.
PREPARATION FOR STANDARD OPERATIONAL PROCEDURE (SOP)

Principally, Standard Operational Procedure (SOP) or standard procedural system are a set of guidelines for organizations to ensure that all decisions made and actions taken as well use of process facilities by persons in the organization are implemented in a synchronous, efficient consistent, standard and systematic manner.  


SOP is expected to improve efficiency and effectiveness of the performance of service provided by the Social Security Administration Agency (BPJS) of Health. Standardized work instruction allows all service activities to be conducted consistently by those on duty. The operational procedure of lengthy and complex services will be minimized. In addition to service consistency, other results are work efficiency and effectiveness, which may increase and or maintain the high level of customer satisfaction. 


Along with the standardized procedure, every person, either service user or the staff, will be able to utilize or provide services in a more efficient manner due to the continuous learning process. 


Several SOPs which must be prepared, among other things, are (a) SOP for the Registration of Participant; (b) SOP for the Issuance and Distribution of Participant Identification Card; (c) SOP of Service and Handling of Participant Complaint; (d) SOP for Claim Submission by Health Facilities; (e) SOP for Claim Payment, Fund Transfer and etc.


The SOPs are prepared by PT Askes before the conversion into the Social Security Administration Agency (BPJS) in cooperation with the National Social Security Board by no later than July 2013.

4.
PREPARATION FOR IT BLUE PRINT


The strategic information technology plan (define a strategic IT plan, also often referred to as IT Blueprint) in IT governance framework must be prepared by PT Askes before the conversion into the Social Security Administration Agency (BPJS) of Health.


The benefits of IT Strategic Plan or Blue Print IT for the Social Security Administration Agency (BPJS) are as follows: First, IT Strategic Plan serves as the basis of the Social Security Administration Agency (BPJS) planning in investment and implementation of information technology. Accordingly, the Social Security Administration Agency (BPJS) does not only purchase and implement computer, but also have proper planning thus information in accordance with the order of laws and regulations is collected. 


Second, the Social Security Administration Agency (BPJS) can reduce various risks, which are likely to arise in the administration of the National Health Insurance (JKN). The risks that are likely to arise in the implementation of information technology, among other things, are as follows: (1) Inconsistency between the operational needs and the developed information system; (2) Many patched applications, so that communication with one another cannot be established; and (3) No expected benefits from the investment made.   


The third benefit, IT strategic plan serves as an effective controlling means and parameter to review the performance and success in the implementation of information technology of the Social Security Administration Agency (BPJS) of Health. 


Prior to the development of IT resources, PT. Askes must prepare an IT strategic plan that contains the following:

a. Management Information System development plan that is centralized and able to automate business operations and improvement in the quality of services for participants.

b. IT infrastructure development plan covering communication network, data center, operational system and database platform, development tools and disaster recovery center. 

c. Executive reporting system development plan that can be used as the basis of decision-making for the management or other stakeholders.

d. Interconnection development plan between information system of the management of the Social Security Administration Agency (BPJS) of Health with health service facilities, so that the procedures may be streamlined, double data entry will be eliminated, and the accuracy as well as speed of claim payment may be increased.

e. Plan for the migration of data on the participation in the community health insurance and Health Care Insurance of the Workers’ Social Security (JPK Jamsostek).
f. Plan for IT Human Resources development.


In such IT strategic plan, priority scale is also considered in the preparation of an implementation plan. This activity is conducted by PT Askes in cooperation with the National Social Security Board by no later than December 2012.

5.
DEVELOPMENT OF HEALTH INSURANCE MANAGEMENT INFORMATION SYSTEM (MIS)


So far, PT Askes has developed several applications to support the company’s operational activities. However, due to the changes in business processes, several applications need to be improved and functions need to be added.


The development of application in the Social Security Administration Agency (BPJS) is classified into (1) core business application, and (2) supporting application.
a.
Core business application includes as follows:

Participation Application manages participation management. This application must be able to perform data collection/registration of participation, verify the status of participation, monthly contribution payment and monitor the level of customer satisfaction and health personnel in health facilities. This application must also be able to use the same Population Registration Number (NIK) as the Population Registration Number (NIK) managed by Directorate General of Demographic Administration of the Ministry of Home Affairs.  In the future, both institutions may mutually update the data on the participants and population. 


Health Service Application in Family Doctors or Hospitals. This application must at least includes a module for queuing system, service verification, visit/service recording, medical record, reference and claim submission. For the avoidance of entry data duplication, this application must have the feature of interconnection with the medicine service MIS. 


Medicine Service Application manages medicine services at Pharmacies. If a clinic is paid by way of capitation and a hospital is paid by way of CBG, clinics/hospitals are responsible for the medicine service application. At the initial stage, pharmacy service application is still required. The available module is the module for medicine service. This module must be integrated with service application in health facilities, so that the data on action/service and medicine may be integrated. 


For the avoidance of data duplication and contradiction in Pharmacy MIS, this application must have the feature of interconnection with health facility application. 


Branch Office/Delivery Channel Service Application manages activities in the branch offices. The available module is the module for the process of claim, claim payment, fund provision, participant administration, other services, accounting and the management of cooperation contract with health service facilities, pharmacies and doctors.


Financial Application manages financial activities at the branch offices, representative offices and head office. The available module is the module for financial/cash management, accounting, tax, contributions, and bank CMS. 


Reporting System Application. This application presents analysis data for decision-making purpose for the management or stakeholders. 

b.
Supporting Applications


The applications classified as supporting applications are personnel and payroll application, complaint application, investment application, correspondence administration application, planning application and budgeting application. 


The applications mentioned above, substantially, have been developed properly by PT Askes, but in different platforms, either in terms of development platform or its system architecture. Several applications are developed by Java and web base, while the remaining applications are developed by platform dot net and desktop.


The development of such applications does not have to be simultaneous. It may be conducted step-by-step in accordance with the priority scale. Applications in urgent demand are the participation and health facility service applications.


PT Askes needs to standardize the development platforms and application architecture. The leading direction must be open source-based and WEB application, so health facilities and employers can easily and cheaply use these platforms.  In addition to applications, PT. Askes must also review platform database. 

This activity is conducted by PT. Askes in cooperation with the National Social Security Board by no later than August 2012.

6.
DEVELOPMENT OF NETWORK INFRASTRUCTURE, DATA CENTER AND DRC

PT Askes needs to build the capacity of IT infrastructure in accordance with the development of office, improvement of health service facilities, number of users and number of participants. It gives significant impacts on the performance of IT infrastructure.


The development of IT infrastructure, among other things, is as follows:

a. Preparation of IT capacity plan.

b. Increase in center backhaul and KR/KC/KP bandwidth.

c. Increase in storage media capacity.

d. Increase in capacity, platform and number of application servers.

e. Increase in capacity, number, and replacement of database server platform.

f. Increase in VPN IP Node in accordance with the addition to the number of KR/KC/KP.

g. Increase in DRC location.

h. Increase in space capacity, cooling system, security system and fire extinguishing system.


This activity is conducted step-by-step by PT. Askes as of January 2013. PT. Askes needs to make a work plan for infrastructure development and determine the priority scale.

D.
SOCIALIZATION, EDUCATION AND ADVOCACY

Investment in socialization is the key to the National Health Insurance (JKN)’s success in a condition where the level of understanding and education of the candidate participants is relatively low. The National Health Insurance (JKN) system must allocate a large amount of funds, which must be greater compared to the general election socialization fund because the National Health Insurance (JKN) is a program for all the people. Proper socialization will provide understanding and awareness to the participants and employers of their rights and obligations. Socialization equals to the marketing of commercial products. In terms of commercial products, the marketing budget for a new product may reach 30-50 percent of the production costs. With adequate marketing, product sales reach the expected target and employers earn the expected profit. By learning from the commercial model, the National Health Insurance (JKN) program must implement adequate marketing/socialization or social marketing.

To achieve broad understanding and awareness of the National Health Insurance (JKN) system, socialization must be conducted in two major stages:

1. The stage of socialization to key stakeholders, namely prominent figures/leaders of labor unions, employers, academicians, activists of community organizations and officials at the central and regional levels. The stage of the drafting of laws and regulations must be safeguarded by such socialization through face-to-face forum, workshops, road shows, and publications on certain printed and electronic media with consumers from the middle and upper classes.

2. The stage of socialization to the public (participants) shall be implemented after the laws and regulations have been formulated, health facilities/personnel have been contracted, standard system and procedures have been prepared and tested as well as the required materials have been available. Health facilities and health personnel working at health facilities or who are independently (individually) contracted have understood various aspects of services trained. This socialization is conducted by using simple and comprehensible language. A success model or testimony is one of the forms that can attract the attention of the common public such as operator workers, retail traders, farmers, fishermen and the community in general. In this stage, the echo of a single march or song will encourage every person to actively participate. Slides, posters, short movies, content of soap opera, talk shows, textbooks, and various writings referring to one source/standard need to be produced and distributed (posted on a downloadable page) in two languages (Indonesian and English). Preparation for standard information/socialization materials in two languages is absolutely required since in the future; investors, researchers, activists, comparator and also introduction to the success of Indonesia as a country with single payer of health services will benefit Indonesia.

Health insurance is a relatively new concept for many Indonesians.  Meanwhile, the benefits and procedure for services for those who have received insurance will also change due to new regulation in the National Social Security System (SJSN) Law. The majority of the people of Indonesia are ignorant about  health insurance as provided for in the National Social Security System (SJSN) Law and the Social Security Administration Agency (BPJS) Law. Hence, a series of socialization, education and advocacy activities for health insurance in the National Social Security System (SJSN) needs to be conducted. Therefore, a number of activities need to be conducted, among others, are as follows:

3.
FORMULATION OF SOCIALIZATION AND ADVOCACY STRATEGIES

Socialization, Education and Advocacy Strategies are designed to facilitate the public’s understanding, acceptance and support/participation of health insurance policies. The strategies need to be first formulated; then, socialization, education and advocacy activities can be conducted in an effective manner. 

In these Strategies, the (a) purpose; (b) target; (c) content of the message; (d) the media used; (e) organization; and (f) monitoring of the impacts of socialization will be described.

To formulate good quality socialization and advocacy strategies, a number of activities are conducted, such as: 

a. Media Analysis. Media analysis needs to be conducted to obtain the view of optimistic/positive/supportive/pro and pessimistic/negative/opposing/contra public opinion against the policies on health insurance developing through media.

b. Analysis of the Substance of Policies on Health Insurance. Identifying the substance of policies on health insurance that need to be conveyed in the socialization and advocacy.

c. Public Analysis. Mapping the group of the communities/organizations directly (primary) and indirectly (secondary) affected by the policies on health insurance.

d. Analysis of Message/Setting Agenda of Health Insurance. It means that messages are completely and comprehensively arranged. This activity includes (i) Framing, method for showing the fact (issue selection) to be conveyed to the public; (ii) Signing, method for using language/drawing to package the message and: (iii) Priming, method for arranging place and time to convey the message.

e. Analysis of Endorser/Communicator of Health Insurance. Analyzing the figures having public legitimation, specifically, those who have the authority, credibility, persuasive ability, capacity, competence, experience, closeness, attraction and enthusiasm. Such figures may come from government officials, academicians, community figures or government partners.

4.
PREPARATION OF SOCIALIZATION AND ADVOCACY MATERIALS


After the socialization and advocacy strategies are formulated, the next activity is to prepare educational materials on these topics. 


The materials that need to be prepared, include materials related to information of the participants’ rights and obligations which are always available, information of the types and health facilities providing services, method for registering to become health insurance participants, contribution payment method, method for utilizing health service and etc.


In addition, the socialization and advocacy materials also need to be adjusted to the media to be used. Several media may be used, among other things (a) Printed Media; (b) Broadcasting Media; (c) Face-To Face Media; (d) Outdoor Media; (e) Traditional Media and (f) Online Media, such as Internet, website/blog and etc.


In addition, (a) Booklets containing the frequently asked questions regarding health insurance (Q&A) for various groups; (b) Songs – such as “It’s time for Family Planning (KB sudah waktunya)” to be played in the radio-television; (c) talk-shows on various Televisions (weekly), Radios (daily), campuses and industrial estates, Seminars by private parties (incentive); (d) organization of various seminars, either national or international, also need to be prepared.

5.
ORGANIZATION AND IMPLEMENTATION OF SOCIALIZATION AND ADVOCACY


After the preparation of strategies and materials, the next step is the implementation of the socialization and advocacy itself. However, the implementation of this socialization also needs to conducted in accordance with the expected target. 

6. 
MONITORING OVER THE SOCIALIZATION AND ADVOCACY IMPACTS


In order to ensure that the implementation of socialization and advocacy is performed effectively, the impacts of socialization and advocacy need to be monitored. The expected impacts resulting from the socialization and advocacy are (a) the increase in awareness, knowledge and understanding of health insurance; (b) the creation of behavior supporting health insurance pursuant to the National Social Security System (SJSN) Law and the Social Security Administration Agency (BPJS) Law; (c) the willingness of the people to become health insurance participants indicated by, among other things, the willingness to pay health insurance contribution.

E.
COORDINATION AND MONITORING ASPECTS

Health Insurance Administration is a complex activity; there are many activities that need to be conducted with the involvement of many parties. Health insurance is not only developed by the Social Security Administration Agency (BPJS) of Health, but it also needs the support of various other Ministries/Institutions, either at the Central or Regional level.   

Therefore, continuous coordination and monitoring mechanism with respect to various activities conducted is needed. 

Activities that need to be conducted in relation to the coordination and monitoring aspects are as follows:

1. 
Preparation for Operational Standards and Supervision Mechanism of the Social Security Administration Agency (BPJS) of Health by the National Social Security Board (DJSN).

2.
Development of Performance Indicators of the Social Security Administration Agency (BPJS) of Health.

3. 
Preparation for Guidelines on the Monitoring and Evaluation of Health Insurance Administration.

4. 
Coordination with various institutions related to Health Insurance development.

5.
Monitoring over the implementation of activities by various ministries and institutions related to the development of health insurance.

6. 
Evaluation of the performance of the Social Security Administration Agency (BPJS) of Health in administering health insurance.

7.
Operational supervision over the health insurance administration conducted by the Social Security Administration Agency (BPJS) of Health.

8.
Financial supervision over the health insurance administration by the Audit Board (BPK) and or other supervisory boards.

9. 
Analysis of the Report on Health Insurance Administration prepared by the Social Security Administration Agency (BPJS) of Health.

The detailed activities that need to be conducted from the institutional and organizational aspects may be seen in Table 8.1.

Table 8.1

Matrix of Activities from the Institutional and Organizational Aspects

	NO
	ACTIVITIES
	YEAR
	EXECUTIVE INSTITUTION
	RELATED INSTITUTION

	
	
	2012
	2013
	2014
	2015
	2016
	2017
	2018
	2019
	
	

	VI.
	INSTITUTIONAL, ORGANIZATIONAL AND SOCIALIZATION ASPECTS
	
	
	
	
	
	
	
	
	
	

	A.
	ORGANIZATION AND INSTITUTION 
	
	
	
	
	
	
	
	
	
	

	A.1
	TRANSITION TO THE SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	
	
	
	
	
	
	
	
	
	

	a
	Preparation for the Operations of the Social Security Administration Agency (BPJS) of Health
	
	
	
	
	
	
	
	
	
	

	1
	Establishment and Implementation of the PMO (Project Management Office)*
	x
	x
	x
	x
	
	
	
	
	PT. ASKES (PERSERO)
	NATIONAL SOCIAL SECURITY BOARD (DJSN), MINISTRY OF HEALTH, PT. JAMSOSTEK

	2
	Preparation for institutional conversion (Articles of Associations/By-Laws, attributes)
	
	X
	
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	NATIONAL SOCIAL SECURITY BOARD (DJSN)

	3
	Preparing operational system and procedure required for the operations of the Social Security Administration Agency (BPJS) of Health
	
	X
	
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	NATIONAL SOCIAL SECURITY BOARD (DJSN)

	b
	Transfer of assets and liabilities, employees as well as rights and obligations of PT Akses (Persero) to the Social Security Administration Agency (BPJS) of Health
	
	
	
	
	
	
	
	
	
	

	1
	Appointment of Public Accountant Firm to conduct audit and prepare:
	
	X
	
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	
	1) Closing Financial Report of PT Askes (Persero)
	
	X
	
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	
	2) Opening Financial Position Report of the Social Security Administration Agency (BPJS) of Health and
	
	X
	
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	
	3) Opening Financial Position Report of Health Insurance Funds
	
	X
	
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	2
	Validation of the Closing Financial Report of PT Askes (Persero) by the State Minister of State-Owned Enterprises
	
	X
	
	
	
	
	
	
	STATE MINISTRY OF STATE-OWNED ENTERPRISES, SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	NATIONAL SOCIAL SECURITY BOARD (DJSN), AUDIT BOARD (BPK), FINANCIAL SERVICE AUTHORITY (OJK)

	3
	Validation of the Opening Financial Report of the Social Security Administration Agency (BPJS) of Health and the Opening Financial Statements of the Health Insurance Funds by the Minister of Finance
	
	X
	
	
	
	
	
	
	MINISTRY OF FINANCE, SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	NATIONAL SOCIAL SECURITY BOARD (DJSN), AUDIT BOARD (BPK), FINANCIAL SERVICE AUTHORITY (OJK)

	4
	Appointment of the Supervisory Board and Board of Directors of the Social Security Administration Agency (BPJS) of Health by the President 
	
	
	X
	
	
	
	
	
	PRESIDENT
	PEOPLE'S LEGISLATIVE ASSEMBLY OF THE REPUBLIC OF INDONESIA, NATIONAL SOCIAL SECURITY BOARD (DJSN)

	
	
	
	
	
	
	
	
	
	
	
	

	B
	ORGANIZATIONAL DEVELOPMENT OF THE SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH IN THE CONTEXT OF UNIVERSAL COVERAGE 
	
	
	
	
	
	
	
	
	
	

	1
	Development of organizational structure of the Social Security Administration Agency (BPJS) of Health supporting the strategy of the organization in reaching universal coverage.
	
	
	X
	X
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	NATIONAL SOCIAL SECURITY BOARD (DJSN)

	2
	Determining the number of representative offices (branch offices and sub-branch offices) based on the work load, number of participants and geographical condition
	
	
	
	X
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	3
	Formulation and development of new service-oriented organizational culture
	
	
	X
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	NATIONAL SOCIAL SECURITY BOARD (DJSN)

	4
	Formulation of the requirements for Human Resources competence of the Social Security Administration Agency (BPJS) of Health
	
	
	X
	
	
	
	
	
	NATIONAL SOCIAL SECURITY BOARD (DJSN)
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH

	5
	Analysis of human resources requirement for the Social Security Administration Agency (BPJS) of Health according to various qualifications (head, marketing, actuary, verificator, administration, etc.) and its fulfillment strategy, as well as formulation of competence-based career pattern both for managerial position and non-managerial position with clear functions and responsibilities
	
	
	X
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	NATIONAL SOCIAL SECURITY BOARD (DJSN)

	6
	Opening of representative offices and fulfillment of human resources
	
	
	
	
	X
	X
	X
	X
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	7
	Analysis of the performance of the Social Security Administration Agency (BPJS) of Health
	
	
	
	
	X
	
	
	X
	NATIONAL SOCIAL SECURITY BOARD (DJSN)
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH

	8
	Development of the GCG (Good Corporate Governance) of the Social Security Administration Agency (BPJS).
	
	
	
	X
	X
	X
	X
	X
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	NATIONAL SOCIAL SECURITY BOARD (DJSN)

	9
	Development of Human Resources capacity related to health insurance (Ministry of Health, National Social Security Board (DJSN), Social Security Administration Agency (BPJS) of Health, Health Facility Association, Health Professional Association, Regional Government, MEDIA, Employer and Worker Association)
	
	
	X
	X
	X
	X
	X
	X
	NATIONAL SOCIAL SECURITY BOARD (DJSN), MINISTRY OF HEALTH
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH

	
	
	
	
	
	
	
	
	
	
	
	

	C
	DEVELOPMENT OF INFORMATION SYSTEM
	
	
	
	
	
	
	
	
	
	

	1
	Preparation for IP Blue Print (Human Resources, infrastructures, Applications)
	X
	
	
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	2
	Formulation and Development of Business Process of the Social Security Administration Agency (BPJS) of Health
	X
	
	
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	3
	Development of Health Insurance MIS (including online system)
	
	X
	X
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	4
	Development of IT Infrastructure 
	
	
	X
	X
	X
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	5
	Development of IT Human Resources 
	
	
	X
	X
	X
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	6
	Data Warehouse of health care insurance on a national, regional, branch basis based on demographic, regional and time dimensions
	
	X
	X
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	7
	Interconnection of PT Askes with all Health Service Providers (PPK) and related institutions for acceleration of claim collection of the Health Service Provider (PPK) and service control
	
	X
	X
	X
	X
	X
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	
	
	
	
	
	
	
	
	
	
	
	

	D
	SOCIALIZATION, EDUCATION AND ADVOCACY
	
	
	
	
	
	
	
	
	
	

	1
	Formulation of Socialization and Advocacy Strategies
	X
	
	
	
	
	
	
	
	NATIONAL SOCIAL SECURITY BOARD (DJSN)
	MINISTRY OF COMMUNICATION AND INFORMATION, MINISTRY OF HEALTH, PT ASKES

	2
	Preparation for Socialization and Advocacy Materials
	X
	X
	
	
	
	
	
	
	NATIONAL SOCIAL SECURITY BOARD (DJSN)
	MINISTRY OF COMMUNICATION AND INFORMATION, MINISTRY OF HEALTH, PT ASKES

	3
	Organization and Implementation of Socialization and Advocacy
	
	
	X
	X
	X
	X
	X
	X
	MINISTRY OF COMMUNICATION AND INFORMATION
	MINISTRY OF HEALTH, NATIONAL SOCIAL SECURITY BOARD (DJSN), SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH

	4
	Monitoring of the Impacts of Socialization and Advocacy 
	
	
	
	X
	
	X
	
	X
	NATIONAL SOCIAL SECURITY BOARD (DJSN)
	MINISTRY OF HEALTH, NATIONAL SOCIAL SECURITY BOARD (DJSN), SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH

	
	
	
	
	
	
	
	
	
	
	
	

	E
	ASPECTS OF COORDINATION, MONITORING AND STUDY
	
	
	
	
	
	
	
	
	
	

	1
	Preparation for Operational Standard and Supervisory Mechanism of the Social Security Administration Agency (BPJS) of Health conducted by the National Social Security Board (DJSN)
	
	X
	X
	
	
	
	
	
	NATIONAL SOCIAL SECURITY BOARD (DJSN)
	AUDIT BOARD (BPK), FINANCIAL SERVICE AUTHORITY (OJK), MINISTRY OF HEALTH

	2
	Development of Performance Indicator of the Social Security Administration Agency (BPJS) of Health
	X
	X
	
	
	
	
	
	
	NATIONAL SOCIAL SECURITY BOARD (DJSN)
	AUDIT BOARD (BPK), FINANCIAL SERVICE AUTHORITY (OJK), MINISTRY OF HEALTH

	3
	Preparation for Guidelines on Monitoring and Evaluation of Health Insurance Administration
	
	X
	X
	
	
	
	
	
	NATIONAL SOCIAL SECURITY BOARD (DJSN)
	REGIONAL PLANNING AND DEVELOPMENT AGENCY (BAPPENAS), MINISTRY OF HEALTH, SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH

	4
	Coordination with various institutions related to Health Insurance development
	X
	X
	X
	X
	X
	X
	X
	X
	NATIONAL SOCIAL SECURITY BOARD (DJSN)
	ALL STAKEHOLDERS

	5
	Monitoring over the conduct of activities by various ministries and institutions related to health insurance development
	
	X
	X
	X
	X
	X
	X
	X
	NATIONAL SOCIAL SECURITY BOARD (DJSN), MINISTRY OF HEALTH
	ALL STAKEHOLDERS

	6
	Evaluation of the performance of the Social Security Administration Agency (BPJS) of Health in health insurance administration.
	
	
	
	X
	
	X
	
	X
	NATIONAL SOCIAL SECURITY BOARD (DJSN), MINISTRY OF HEALTH
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH

	7
	Operational supervision over the health insurance administration conducted by the Social Security Administration Agency (BPJS) of Health.
	
	
	X
	X
	X
	X
	X
	X
	NATIONAL SOCIAL SECURITY BOARD (DJSN)
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH

	8
	Preparation for the system and procedure for financial supervision over the Social Security Administration Agency (BPJS) of Health
	
	
	
	
	
	
	
	
	NATIONAL SOCIAL SECURITY BOARD (DJSN)
	AUDIT BOARD (BPK), FINANCIAL SERVICE AUTHORITY (OJK), MINISTRY OF FINANCE

	9
	Financial supervision over the health insurance administration by the Audit Board (BPK) and or Financial Service Authority.
	
	
	X
	X
	X
	X
	X
	X
	AUDIT BOARD (BPK), FINANCIAL SERVICE AUTHORITY (OJK)
	NATIONAL SOCIAL SECURITY BOARD (DJSN), SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH

	10
	Analysis of the Report on Health Insurance Administration prepared by the Social Security Administration Agency (BPJS) of Health.
	
	X
	X
	X
	X
	X
	X
	X
	AUDIT BOARD (BPK), FINANCIAL SERVICE AUTHORITY (OJK)
	NATIONAL SOCIAL SECURITY BOARD (DJSN)

	11
	Studies on the improvement in health insurance, such as:
	X
	X
	X
	X
	X
	X
	X
	X
	
	

	a
	Study on reference system in Health Insurance service
	
	
	
	X
	
	
	
	
	MINISTRY OF HEALTH
	A SOCIAL SECURITY DMINISTRATION AGENCY (BPJS) OF HEALTH

	b
	Study on the utilization of health insurance
	
	
	
	X
	
	
	
	
	NATIONAL SOCIAL SECURITY BOARD (DJSN)
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH, MINISTRY OF HEALTH

	c
	Study on the integration of preventive and promotional activities with health service
	
	
	
	X
	
	
	
	
	MINISTRY OF HEALTH
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH, NATIONAL SOCIAL SECURITY BOARD (DJSN)

	d
	Study on the probability of Health Insurance services
	
	
	
	
	X
	
	
	
	NATIONAL SOCIAL SECURITY BOARD (DJSN)
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH, MINISTRY OF HEALTH

	e
	Study on Cost and Rate for the First Level Health Facility Service
	
	
	
	X
	
	
	
	
	MINISTRY OF HEALTH
	HEALTH FACILITY ASSOCIATION, SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH, NATIONAL SOCIAL SECURITY BOARD (DJSN)

	f
	Study on Cost and Rate for Service in General Hospitals
	
	
	
	X
	
	
	
	
	MINISTRY OF HEALTH
	HEALTH FACILITY ASSOCIATION, SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH, NATIONAL SOCIAL SECURITY BOARD (DJSN)

	g
	Study on Cost and Rate for Service in Special Hospitals
	
	
	
	X
	
	
	
	
	MINISTRY OF HEALTH
	HEALTH FACILITY ASSOCIATION, SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH, NATIONAL SOCIAL SECURITY BOARD (DJSN)

	h
	Study on Contribution Collection for Independent/Informal/ Unwaged Workers
	
	
	
	
	X
	
	X
	
	NATIONAL SOCIAL SECURITY BOARD (DJSN)
	MINISTRY OF MANPOWER AND TRANSMIGRATION, SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH

	i
	Study on the development of workers’ wages in formal sectors as the basis of the determination of the percentage of health insurance contribution
	
	
	
	
	X
	
	X
	
	NATIONAL SOCIAL SECURITY BOARD (DJSN)
	MINISTRY OF MANPOWER AND TRANSMIGRATION, SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH

	j
	Study on the development of workers’ wages in the informal sector as the basis of the determination of health insurance contribution
	
	
	
	
	X
	
	X
	
	NATIONAL SOCIAL SECURITY BOARD (DJSN)
	MINISTRY OF MANPOWER AND TRANSMIGRATION, SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH

	k
	Study on the Use of New Technology and Treatment
	
	
	
	X
	
	X
	
	X
	MINISTRY OF HEALTH
	NATIONAL SOCIAL SECURITY BOARD (DJSN), SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH

	l
	Study on the availability of medicine and medical materials
	
	
	
	X
	
	
	
	
	MINISTRY OF HEALTH
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A.
PROGRAMS AND ACTIVITIES

Concrete measures must be taken to achieve universal coverage of health insurance. It is necessary to describe the said measures in the programs and activities to be conducted, either related to laws and regulations, participation, health services (benefit packages and health facilities), financial, or institutional and organizational aspects. Table 9.1 details activities that need to be conducted for each aspect.

B.
IMPLEMENTATION FRAMEWORK

In order to implement the activities mentioned above, it is necessary to make a schedule of activity implementation and the institutions responsible for managing those activities.

Table 9.1 shows the activity implementation framework for each year and the institutions conducting each of those activities. In order to implement the intended activities, commitment is required from the relevant institutions for budgeting, implementing and coordinating those activities.

C.
INDICATORS

In the end, the activities formulated in this roadmap document are aimed at ensuring that all Indonesian people become health insurance participants in 2019, which are managed in accordance with Law No 40 Year 2004 concerning National Social Security System and Law concerning Social Security Administration Agency (BPJS) along with the other implementing regulations (Government Regulation concerning Contribution Assistance Recipients, Presidential Regulation concerning Health Insurance, etc.).

Accordingly, the outcome indicators of all activities contained in this roadmap are as follows: (1) all Indonesian people become health insurance participants; (2) contribution, benefit packages, financial management and health insurance institution are implemented in accordance with Law No. 40 Year 2004 concerning National Social Security System and Law concerning Social Security Administration Agency (BPJS) along with the other implementing regulations.

By achieving the outcome indicators above, the impact indicators are expected to be achieved, namely the maintenance and improvement in the level of Indonesian people’s health.

Some inputs, either in the form of funds, energy or other resources, are required to achieve the said indicators. 

D.
FUNDING

The implementation of the activities set forth in this roadmap requires great amount of funds. The sources of funds for implementing these activities are as follows:

1. Government. The National social security board (DJSN) conduct these activities, yet are funded by the Government. In this case, the National Development Planning Agency (BAPPENAS), the Ministry of Finance and the People's Legislative Assembly of the Republic of Indonesia play a major role in allocating adequate funds. The regional government must fund and manage these activities.  Social Security Administration Agencies of Health. In accordance with the order of Law concerning Social Security Administration Agencies, PT Askes must fund the activities conducted by the Social Security Administration Agencies of Health.

2. Donor/Grant. Other sources of funds that may possibly fund such activities include donor agencies, such as GIZ, AUSAID, JICA, etc.

Estimated budget required to implement the activities formulated in this roadmap is explained in the action plan. 

E.
RESPONSIBLE INSTITUTIONS

The management of universal health insurance involves many institutions. Each institution has its own responsibilities, duties and functions. Therefore, it is necessary to synchronize the activities conducted by each institution.

Several institutions involved include:

1. National social security board (DJSN)

2. Social Security Administration Agency (BPJS) both BPJS of Health and BPJS of Employment 

3. Coordinating Ministry for People's Welfare 

4. National Development Planning Agency (BAPPENAS)

5. Ministry of Health

6. Ministry of Finance

7. Ministry of Home Affairs

8. Ministry of Manpower and Transmigration

9. Ministry of Defense and Security

10. Ministry of Social Affairs

11. Ministry of State-Owned Enterprise

12. Ministry of Cooperatives, Small and Medium Enterprises

13. Ministry of Marine Affairs and Fisheries 

14. Ministry of Agriculture

15. Ministry of Law and Human Rights

16. Ministry of Communication and Information

17. Central Bureau of Statistics

F.
MONITORING AND EVALUATION
Monitoring and evaluation systems are also integral parts of the roadmap implementation. Monitoring and evaluation are aimed at discovering the level of achievement and conformity of the designated plan in the roadmap to the results achieved based on the policies implemented through periodic activities and/or programs. 

Monitoring and evaluation are conducted based on the following principles, among other things, (1) clear objectives and results obtained from the monitoring and evaluation; (2) conducted periodically and continuously; (3) based on performance indicators; (4) involving the parties considered necessary and having interest in a proactive manner, and; (5) it includes all objects so that it may completely reflect the condition and situation of monitoring and evaluation targets in a comprehensive manner. 

The National Social Security Board (DJSN) will regularly conduct monitoring and evaluation. At the same time, regular supervision over the compliance, both participation and contribution, is carried out by the Social Security Administration Agency (BPJS).  For example, this might mean imposition of penalty of termination of contract. The implementation of activities by every institution needs to be coordinated and synchronized in a periodic manner. Other competent authorities, such as the Audit Board and the Indonesian Financial Services Authority will carry out external, financial supervision.  

TABLE 9.1 

FRAMEWORK OF THE NATIONAL HEALTH INSURANCE DEVELOPMENT ACTIVITY IMPLEMENTATION
	NO
	ACTIVITIES
	YEAR
	EXECUTIVE INSTITUTIONS
	RELEVANT INSTITUTIONS

	
	
	2012
	2013
	2014
	2015
	2016
	2017
	2018
	2019
	
	

	I.
	THE ASPECT OF LAWS AND REGULATIONS
	
	
	
	
	
	
	
	
	
	

	
	Formulation, Discussion, and Ratification of Drafts:
	
	
	
	
	
	
	
	
	
	

	1
	Presidential Regulation concerning Health Insurance*
	X
	January
	
	
	
	
	
	
	MINISTRY OF HEALTH
	NATIONAL SOCIAL SECURITY BOARD (DJSN), COORDINATING MINISTRY FOR PEOPLE’S WELFARE, MINISTRY OF LAW AND HUMAN RIGHTS, MINISTRY OF FINANCE, NATIONAL DEVELOPMENT PLANNING AGENCY

	2
	Government Regulation concerning Contribution Assistance Recipients*
	X
	January
	
	
	
	
	
	
	MINISTRY OF SOCIAL AFFAIRS
	NATIONAL SOCIAL SECURITY BOARD (DJSN), MINISTRY OF HEALTH, MINISTRY OF FINANCE, NATIONAL DEVELOPMENT PLANNING AGENCY, COORDINATING MINISTRY FOR PEOPLE’S WELFARE, MINISTRY OF LAW AND HUMAN RIGHTS, NATIONAL TEAM FOR POVERTY REDUCTION ACCELERATION

	3
	Presidential Regulation concerning Health Operational Support for the Indonesian National Military/the National Police of the Republic of Indonesia
	X
	X
	
	
	
	
	
	
	MINISTRY OF DEFENSE
	NATIONAL SOCIAL SECURITY BOARD (DJSN), MINISTRY OF HEALTH

	4
	Government Regulation concerning the implementation of Law No. 24 Year 2011 concerning the Social Security Administration Agencies (Social Security Administration Agency (BPJS) of Health and Social Security Administration Agency (BPJS) of Manpower)
	X
	
	
	
	
	
	
	
	COORDINATING MINISTRY FOR PEOPLE’S WELFARE
	NATIONAL SOCIAL SECURITY BOARD (DJSN), MINISTRY OF HEALTH, MINISTRY OF MANPOWER AND TRANSMIGRATION, MINISTRY OF FINANCE, MINISTRY OF LAW AND HUMAN RIGHTS, PT ASKES, PT JAMSOSTEK

	5
	Government Regulation concerning Initial Capital of the Social Security Administration Agencies (Social Security Administration Agency (BPJS) of Health and Social Security Administration Agency (BPJS) of Manpower)
	X
	X
	
	
	
	
	
	
	MINISTRY OF FINANCE
	NATIONAL SOCIAL SECURITY BOARD (DJSN), COORDINATING MINISTRY FOR PEOPLE’S WELFARE, MINISTRY OF LAW AND HUMAN RIGHTS, NATIONAL DEVELOPMENT PLANNING AGENCY, PT ASKES, PT JAMSOSTEK

	6
	Government Regulation concerning the Management of Social Security Funds (Social Security Administration Agency (BPJS) of Health and Social Security Administration Agency (BPJS) of Manpower are both included)
	X
	X
	
	
	
	
	
	
	MINISTRY OF FINANCE
	NATIONAL SOCIAL SECURITY BOARD (DJSN), COORDINATING MINISTRY FOR PEOPLE’S WELFARE, MINISTRY OF LAW AND HUMAN RIGHTS, NATIONAL DEVELOPMENT PLANNING AGENCY, PT ASKES, PT JAMSOSTEK

	7
	Presidential Regulation concerning the Procedures for the Selection and Stipulation of the Supervisory Board and Board of Directors of Social Security Administration Agencies (Social Security Administration Agency (BPJS) of Health and Social Security Administration Agency (BPJS) of Manpower are both included)
	X
	X
	
	
	
	
	
	
	COORDINATING MINISTRY FOR PEOPLE’S WELFARE
	NATIONAL SOCIAL SECURITY BOARD (DJSN), MINISTRY OF SOEs, MINISTRY OF FINANCE, MINISTRY OF HEALTH

	8
	Presidential Regulation concerning Remuneration of the Supervisory Board and Board of Directors of the Social Security Administration Agencies (Social Security Administration Agency (BPJS) of Health and Social Security Administration Agency (BPJS) of Manpower are both included)
	X
	X
	
	
	
	
	
	
	COORDINATING MINISTRY FOR PEOPLE’S WELFARE
	NATIONAL SOCIAL SECURITY BOARD (DJSN), MINISTRY OF SOEs, MINISTRY OF FINANCE, MINISTRY OF HEALTH

	9
	Presidential Regulation concerning the Appointment of the Board of Commissioners and Board of Directors of PT. Askes (Persero) to become the Supervisory Board and Board of Directors of the Social Security Administration Agency (BPJS) of Health for the First Time
	
	X
	
	
	
	
	
	
	MINISTRY OF HEALTH
	NATIONAL SOCIAL SECURITY BOARD (DJSN), MINISTRY OF SOEs, MINISTRY OF FINANCE

	II.
	THE ASPECT OF PARTICIPATION
	
	
	
	
	
	
	
	
	
	

	A. 
	TRANSFER AND INTEGRATION OF PARTICIPATION
	
	
	
	
	
	
	
	
	
	

	1.
	Transfer of the Participants of Health Care Insurance of the Workers’ Social Security to the Social Security Administration Agency (BPJS) of Health
	X
	X
	Jan
	
	
	
	
	
	PT ASKES
	PT JAMSOSTEK, NATIONAL SOCIAL SECURITY BOARD (DJSN) 

	2.
	Transfer of the Participants of Community Health Insurance to the Social Security Administration Agency (BPJS) of Health
	X
	X
	Jan
	
	
	
	
	
	PT ASKES
	MINISTRY OF HEALTH, NATIONAL SOCIAL SECURITY BOARD (DJSN) 

	3.
	Transfer of the Members of the Indonesian National Military/the National Police of the Republic of Indonesia to the Social Security Administration Agency (BPJS) of Health
	
	X
	Jan
	
	
	
	
	
	PT ASKES
	MINISTRY OF DEFENSE, NATIONAL SOCIAL SECURITY BOARD (DJSN)

	4.
	Integration of the Participants of Regional Health Insurance/ Health Insurance Program for the Public to the Social Security Administration Agency  (BPJS) of Health
	
	
	X
	X
	X
	
	
	
	PT ASKES
	REGIONAL GOVERNMENT, NATIONAL SOCIAL SECURITY BOARD (DJSN) 

	B
	EXPANSION OF HEALTH INSURANCE PARTICIPATION
	
	
	
	
	
	
	
	
	
	

	1.
	Target of Participation Expansion in Large Scale Businesses 
	
	
	20 percent
	50 percent
	75 percent
	100 percent
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	2.
	Target of Participation Expansion in Medium Scale Businesses
	
	
	20 percent
	50 percent
	75 percent
	100 percent
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	3.
	Target of Participation Expansion in Small Scale Businesses
	
	
	10 percent
	30 percent
	50 percent
	70 percent
	100 percent
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	4.
	Target of Participation Expansion in Micro Businesses
	
	
	10 percent
	25 percent
	40 percent
	60 percent
	80 percent
	100 percent
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	C.
	PREPARATION OF PARTICIPATION SYSTEM AND PROCEDURE
	
	
	
	
	
	
	
	
	
	

	1.
	System and Procedure for Participation and Contribution Collection
	X
	X
	
	
	
	
	
	
	PT ASKES (Persero)
	NATIONAL SOCIAL SECURITY BOARD (DJSN), MINISTRY OF HEALTH

	D.
	SUPPORTING AND DEVELOPMENT ACTIVITIES
	
	
	
	
	
	
	
	
	
	

	1.
	Dissemination and Implementation of NIK in health insurance participation data
	
	Nov
	X
	X
	X
	X
	X
	X
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	DEMOGRAPHIC ADMINISTRATION, HEALTH SECURITY FINANCING CENTER, PT ASKES, PT JAMSOSTEK, CENTRAL BUREAU OF STATISTICS, NATIONAL SOCIAL SECURITY BOARD (DJSN) 

	2.
	Mapping of Companies as the targets of health insurance participation.
	
	X
	X
	
	
	
	
	
	PT ASKES (Persero)
	CENTRAL BUREAU OF STATISTICS, MINISTRY OF MANPOWER AND TRANSMIGRATION, DIRECTORATE GENERAL OF TAXATION, MINISTRY OF TRADE, PT JAMSOSTEK, CHAMBER OF COMMERCE AND INDUSTRY, APINDO

	3.
	Mapping of Workers as the targets of health insurance participation.
	
	
	X
	X
	
	
	
	
	PT ASKES AND NATIONAL SOCIAL SECURITY BOARD (DJSN) 
	CENTRAL BUREAU OF STATISTICS, MINISTRY OF MANPOWER AND TRANSMIGRATION, PT JAMSOSTEK

	4.
	Preparation of Materials and Strategy for Dissemination and Advocacy
	X
	X
	
	
	
	
	
	
	PT ASKES (Persero)
	NATIONAL SOCIAL SECURITY BOARD (DJSN), MINISTRY OF HEALTH, COMMUNICATION AND INFORMATION

	5.
	Dissemination (KIE) and advocacy concerning health insurance
	X
	X
	X
	X
	X
	X
	X
	X
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	COMMUNICATION AND INFORMATION, MINISTRY OF HEALTH, NATIONAL SOCIAL SECURITY BOARD (DJSN) 

	6. 
	Monitoring the preparedness of regions for the Health Insurance Administration
	X
	
	
	
	
	
	
	
	NATIONAL SOCIAL SECURITY BOARD (DJSN) 
	HEALTH SECURITY FINANCING CENTER, SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH

	7. 
	Preparation of participant complaint management system (grievances procedure)
	
	
	X
	X
	
	
	
	
	NATIONAL SOCIAL SECURITY BOARD (DJSN) 
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH

	8.
	Customer satisfaction measurement
	
	
	
	X
	
	X
	
	X
	NATIONAL SOCIAL SECURITY BOARD (DJSN) 
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH

	9.
	Study on the development of Contribution Assistance Recipients including inclusion-exclusion error and gradual transfer from Contribution Assistance Recipients to Non- Contribution Assistance Recipients
	
	
	
	X
	
	X
	
	X
	MINISTRY OF HEALTH
	NATIONAL SOCIAL SECURITY BOARD (DJSN), MINISTRY OF FINANCE, NATIONAL DEVELOPMENT PLANNING AGENCY (Bappenas), CENTRAL BUREAU OF STATISTICS 

	III.
	THE ASPECTS OF BENEFIT PACKAGES AND CONTRIBUTION
	
	
	
	
	
	
	
	
	
	

	1. 
	Formulating and Stipulating the Benefit Packages to be included in the Presidential Regulation concerning Health Insurance
	X
	
	
	
	
	
	
	
	MINISTRY OF HEALTH
	NATIONAL SOCIAL SECURITY BOARD (DJSN), SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH

	2. 
	Periodic Review of the Benefit Packages and the Amount of Health Insurance Contribution
	
	
	
	
	X
	
	X
	
	MINISTRY OF HEALTH
	NATIONAL SOCIAL SECURITY BOARD (DJSN), MINISTRY OF FINANCE, MINISTRY OF MANPOWER AND TRANSMIGRATION, CHAMBER OF COMMERCE AND INDUSTRY, APINDO, LABOR UNION, SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH

	3.
	Stipulating Regulation concerning Coordination of Benefit
	
	
	
	X
	
	
	
	
	NATIONAL SOCIAL SECURITY BOARD (DJSN) AND SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH 
	MINISTRY OF HEALTH

	4.
	Stipulating the Amount of Contribution in Presidential Regulation concerning Health Insurance
	X
	
	
	
	
	
	
	
	NATIONAL SOCIAL SECURITY BOARD (DJSN) AND MINISTRY OF HEALTH
	MINISTRY OF FINANCE

	5.
	Stipulation of Regulations (System and Procedure) concerning Cost Sharing
	
	
	
	X
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	NATIONAL SOCIAL SECURITY BOARD (DJSN)

	6.
	Preparation of System and Procedure of the Granting of Compensation to the participants for the regions not having adequate health facilities
	
	X
	
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	NATIONAL SOCIAL SECURITY BOARD (DJSN), MINISTRY OF HEALTH

	IV.
	THE ASPECT OF HEALTH SERVICE PACKAGE
	
	
	
	
	
	
	
	
	
	

	A
	Availability and Quality Improvement of Health Facilities, Health Workers and Health Infrastructures 
	
	
	
	
	
	
	
	
	
	

	1.
	Preparation of action plan for developing health facilities, health infrastructures and health workers
	X
	X
	
	
	
	
	
	
	MINISTRY OF HEALTH
	INDONESIAN MEDICAL ASSOCIATION (IDI), INDONESIAN HOSPITAL ASSOCIATION (PERSI), INDONESIAN DENTIST ASSOCIATION (PDGI), INDONESIAN INSTITUTE OF ACCOUNTANTS (IAI)

	2. 
	Implementation of action plan for developing health facilities, health infrastructures and health workers
	
	X
	X
	X
	X
	X
	X
	X
	MINISTRY OF HEALTH, REGIONAL GOVERNMENT AND PRIVATE SECTOR
	NATIONAL DEVELOPMENT PLANNING AGENCY, MINISTRY OF FINANCE

	B
	Preparation of Service Operational System/Standard
	
	
	
	
	
	
	
	
	
	

	1.
	Preparation of medical, nursing and pharmaceutical procedural standard as the guidelines on providing health services at each service and facility level 
	
	X
	X
	X
	
	
	
	
	MINISTRY OF HEALTH
	INDONESIAN MEDICAL ASSOCIATION (IDI), INDONESIAN HOSPITAL ASSOCIATION (PERSI), INDONESIAN DENTIST ASSOCIATION (PDGI), INDONESIAN NATIONAL NURSE ASSOCIATION (PPNI), INDONESIAN MIDWIFE ASSOCIATION (IBI), INDONESIAN INSTITUTE OF ACCOUNTANTS (IAI)

	2. 
	Preparation of system and procedure for providing health facilities to the participants (PPK I, PPK II and PPK III including to meet the portability principle)
	X
	X
	
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	MINISTRY OF HEALTH, NATIONAL SOCIAL SECURITY BOARD (DJSN)

	3.
	Preparation of health facility standards
	
	X
	X
	X
	
	
	
	
	MINISTRY OF HEALTH
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH

	4.
	Preparation of Guidelines on Credentialing/Re-Credentialing of Health Facilities
	
	
	X
	X
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	MINISTRY OF HEALTH, NATIONAL SOCIAL SECURITY BOARD (DJSN)

	5.
	Optimization of case management implementation
	
	
	
	
	X
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	NATIONAL SOCIAL SECURITY BOARD (DJSN)

	6.
	Development of quality control system of health service provided by each health facility
	
	
	
	X
	X
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	MINISTRY OF HEALTH, NATIONAL SOCIAL SECURITY BOARD (DJSN)

	7.
	Formulation and operationalization of the monitoring of quality and cost control to avoid excessive health service, inaccurate diagnosis, irrational therapy and intervention procedures, medication and prescription as well as the provision of inaccurate reference; 
	
	
	
	X
	X
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	MINISTRY OF HEALTH, NATIONAL SOCIAL SECURITY BOARD (DJSN)

	8.
	Formulation and operationalization of management system of complaint from the participants, either by health facilities or Social Security Administration Agency (BPJS)
	
	
	
	X
	
	
	
	
	NATIONAL SOCIAL SECURITY BOARD (DJSN)
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH

	C
	Improvement of Payment System to the Health Facility
	
	
	
	
	
	
	
	
	
	

	1.
	Improvement of Payment System (capitation, INA-CBGs, etc.)
	
	X
	X
	X
	
	
	
	
	MINISTRY OF HEALTH/ SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	NATIONAL SOCIAL SECURITY BOARD (DJSN)

	2.
	Implementation of Payment System (INA-CBGs, etc.)
	
	
	X
	X
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	3.
	Preparation of Guidelines on Fee System Standardization/Health Facility Payment
	
	
	
	X
	X
	
	
	
	MINISTRY OF HEALTH
	HEALTH FACILITY ASSOCIATION, SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH, NATIONAL SOCIAL SECURITY BOARD (DJSN)

	4.
	Preparation of Guidelines on the Granting of Compensation for the Participants in the region not having health facilities which can provide services
	
	
	
	X
	
	
	
	
	NATIONAL SOCIAL SECURITY BOARD (DJSN), SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	MINISTRY OF HEALTH

	V.
	THE FINANCIAL ASPECT
	
	
	
	
	
	
	
	
	
	

	A
	CONCERNIG FUND MANAGEMENT
	
	
	
	
	
	
	
	
	
	

	1.
	Making investment fund management policy
	
	X
	X
	
	
	
	
	
	MINISTRY OF FINANCE
	NATIONAL SOCIAL SECURITY BOARD (DJSN), SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH

	2.
	Guidelines on prudent management of trust funds
	
	
	
	
	
	
	
	
	NATIONAL SOCIAL SECURITY BOARD (DJSN)
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH

	3.
	Preparation of provisions concerning technical and actuarial valuation reserves 
	
	
	
	X
	X
	
	
	
	NATIONAL SOCIAL SECURITY BOARD (DJSN)
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH

	4.
	Preparation of Administration Agency financial planning
	
	
	X
	X
	X
	X
	X
	X
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	NATIONAL SOCIAL SECURITY BOARD (DJSN)

	B
	ACCOUNTABILITY OF FINANCIAL RECORDING AND REPORTING
	
	
	
	
	
	
	
	
	
	

	1.
	Preparation of Guidelines on Financial Recording and Reporting
	
	X
	
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	2.
	Dissemination of Guidelines on Financial Recording and Reporting
	
	X
	
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	3.
	Improvement of Accounting and Financial System and Procedure
	
	X
	
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	C.
	INTERNAL CONTROL SYSTEM AND AUDITABILITY OF THE REPORT
	
	
	
	
	
	
	
	
	
	

	1.
	Preparation of Guidelines on Internal Control System
	
	
	X
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	2.
	Training for the Internal Control Task Force
	
	
	
	X
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	E.
	ANALYSIS OF FISCAL IMPACTS ON HEALTH INSURANCE IMPLEMENTATION
	
	
	
	
	
	
	
	
	
	

	1.
	Analysis of contribution support for the poor and underprivileged people
	
	
	
	X
	
	
	
	
	MINISTRY OF SOCIAL AFFAIRS, NATIONAL DEVELOPMENT PLANNING AGENCY 
	MINISTRY OF FINANCE, NATIONAL SOCIAL SECURITY BOARD (DJSN)

	2.
	Study of fiscal impacts of the management of health insurance
	X
	
	
	
	X
	
	
	
	MINISTRY OF FINANCE, NATIONAL DEVELOPMENT PLANNING AGENCY
	NATIONAL SOCIAL SECURITY BOARD (DJSN)

	F
	ARRANGEMENT FOR CHANGING PT ASKES (PERSERO) TO SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	
	
	
	
	
	
	
	
	
	

	1.
	Preparation of special financial accounting Policy of the Social Security Administration Agency (BPJS)
	
	X
	
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	2.
	Closing of Financial Report of PT. Askes (Persero) as of December 31, 2013 and ratification of initial balance sheets of the Social Security Administration Agency (BPJS) of Health as of January 1, 2014
	
	X
	
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	a
	Audit from KAP for the Closing of Company
	
	X
	
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	b
	Ratification of the Social Security Administration Agency (BPJS)’s Balance Sheet I
	
	X
	
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	c
	Closing of the Balance Sheet of PT Askes (Persero)
	
	X
	
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	d
	Opening of the initial Balance Sheet of the Social Security Administration Agency (BPJS) of Health
	
	X
	
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	e
	Provision on the initial Capital of the Social Security Administration Agency (BPJS) of Health
	
	X
	
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	3
	Consideration of taxation factors
	
	X
	
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	4
	Changes in capital structure
	
	X
	
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	5
	Transactions with related parties
	
	X
	
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	6 
	Sound asset and liabilities management
	
	X
	
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	7
	Preparation of internal control system for the Administration Agency, Hospital and Community Health Center
	X
	
	
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	NATIONAL SOCIAL SECURITY BOARD (DJSN)

	VI.
	THE ASPECTS OF INSTITUTION, ORGANIZATION AND DISSEMINATION
	
	
	
	
	
	
	
	
	
	

	A.
	ORGANIZATION AND INSTITUTION
	
	
	
	
	
	
	
	
	
	

	a.
	Arrangement for the Operation of the Social Security Administration Agency (BPJS) of Health
	
	
	
	
	
	
	
	
	
	

	1
	Establishment and Implementation of PMO (Project Management Office)*
	X
	X
	X
	X
	
	
	
	
	PT ASKES (PERSERO)
	NATIONAL SOCIAL SECURITY BOARD (DJSN), MINISTRY OF HEALTH, PT JAMSOSTEK

	2
	Arrangement for institutional change (the Articles of Association/By-Laws, attribute)
	
	X
	
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	NATIONAL SOCIAL SECURITY BOARD (DJSN)

	3
	Preparing operational system and procedure required for the operation of the Social Security Administration Agency (BPJS) of Health
	
	X
	
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	NATIONAL SOCIAL SECURITY BOARD (DJSN)

	b
	Transfer of assets and liabilities, as well as rights and obligations of PT Askes (Persero) to the Social Security Administration Agency (BPJS) of Health
	
	
	
	
	
	
	
	
	
	

	1
	Appointment of Registered Public Accountant for conducting audit and preparing:
	
	X
	
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	
	1) Closing Financial Report of PT Askes (Persero) 
	
	X
	
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	
	2) Opening Financial Position Report of the Social Security Administration Agency (BPJS) of Health and
	
	X
	
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	
	3) Opening Financial Position Report of Health Insurance Funds
	
	X
	
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	2
	Ratification of Closing Financial Report of PT Askes (Persero) by the State Minister for State-Owned Enterprises
	
	X
	
	
	
	
	
	
	STATE MINISTRY FOR STATE-OWNED ENTERPRISES, SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH 
	NATIONAL SOCIAL SECURITY BOARD (DJSN), AUDIT BOARD, INDONESIAN FINANCIAL SERVICES AUTHORITY

	3
	Ratification of Opening Financial Report of the Social Security Administration Agency (BPJS) of Health and Opening Financial Report of Health Insurance Funds by the Minister of Finance 
	
	X
	
	
	
	
	
	
	MINISTRY OF FINANCE, SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	NATIONAL SOCIAL SECURITY BOARD (DJSN), AUDIT BOARD, INDONESIAN FINANCIAL SERVICES AUTHORITY

	4
	Appointment of Supervisory Board and Board of Directors of the Social Security Administration Agency (BPJS) of Health by the President
	
	
	
	X
	
	
	
	
	PRESIDENT
	PEOPLE’S LEGISLATIVE ASSEMBLY OF THE REPUBLIC OF INDONESIA, NATIONAL SOCIAL SECURITY BOARD (DJSN)

	
	
	
	
	
	
	
	
	
	
	
	

	B
	DEVELOPMENT OF THE ORGANIZATION OF THE SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH IN THE CONTEXT OF UNIVERSAL COVERAGE
	
	
	
	
	
	
	
	
	
	

	1
	Development of organizational structure of the Social Security Administration Agency (BPJS) of Health supporting organizational strategy in achieving universal coverage.
	
	
	X
	X
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	NATIONAL SOCIAL SECURITY BOARD (DJSN)

	2
	Determining the amount of (branch offices and sub-branch offices) based on the workload, number of participants, and geographical conditions.
	
	
	
	X
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	3
	Formulation and development of new organizational culture oriented toward services
	
	
	X
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	NATIONAL SOCIAL SECURITY BOARD (DJSN)

	4
	Preparation of human resources competence requirements of the Social Security Administration Agency (BPJS) of Health
	
	
	X
	
	
	
	
	
	NATIONAL SOCIAL SECURITY BOARD (DJSN)
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH

	5
	Analysis of human resources requirement for the Social Security Administration Agency (BPJS) of Health according to various qualifications (head, marketing, actuary, verifying party, administration, etc.) and its fulfillment strategy. Arrangement of competence-based career pattern for managerial and non-managerial positions with clear functions and responsibilities
	
	
	X
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	NATIONAL SOCIAL SECURITY BOARD (DJSN)

	6
	Opening of representative offices and fulfillment of human resources
	
	
	
	
	X
	X
	X
	X
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	7
	Analysis of the Social Security Administration Agency (BPJS)’s performance
	
	
	
	
	X
	
	
	X
	NATIONAL SOCIAL SECURITY BOARD (DJSN)
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH

	8
	Development of GCG (Good Corporate Governance) of the Social Security Administration Agency (BPJS)
	
	
	
	X
	X
	X
	X
	X
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	NATIONAL SOCIAL SECURITY BOARD (DJSN)

	9
	Capacity Building of Human Resources related to the Health Insurances (Ministry of Health, National social security board (DJSN), Health Facility Association, Health Profession Association, Regional Government, Media, Association of Employers and Employees)
	
	
	X
	X
	X
	X
	X
	X
	NATIONAL SOCIAL SECURITY BOARD (DJSN), MINISTRY OF HEALTH
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH

	C
	THE DEVELOPMENT OF INFORMATION SYSTEM
	
	
	
	
	
	
	
	
	
	

	1
	Preparation of IT Blue Print (Human Resources, Infrastructure, Application)
	X
	
	
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	2
	Formulation and Development of the Business Process of the Social Security Administration Agency (BPJS) of Health
	X
	
	
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	3
	Development of Health Insurance SIM (including online system)
	
	X
	X
	
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	4
	Development of IT Infrastructure 
	
	
	X
	X
	X
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	5
	Development of IT Human Resources
	
	
	X
	X
	X
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	6
	Data Warehouse of health care insurance at the national, regional, branch level based on dimension, demography, region and time
	
	
	X
	X
	
	
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	7
	Interconnection of PT Askes with all PPKs and related institutions to accelerate the invoicing of PPK claim and service control
	
	X
	X
	X
	X
	X
	
	
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH
	

	D
	DISSEMINATION, EDUCATION AND ADVOCACY
	
	
	
	
	
	
	
	
	
	

	1
	Formulation of Dissemination and Advocacy Strategy
	X
	
	
	
	
	
	
	
	NATIONAL SOCIAL SECURITY BOARD (DJSN)
	COMMUNICATION AND INFORMATION, MINISTRY OF HEALTH, PT ASKES

	2
	Preparation of Dissemination and Advocacy Materials
	X
	X
	
	
	
	
	
	
	NATIONAL SOCIAL SECURITY BOARD (DJSN)
	COMMUNICATION AND INFORMATION, MINISTRY OF HEALTH, PT ASKES

	3
	Organization and Implementation of Dissemination and Advocacy
	
	X
	X
	X
	X
	X
	X
	X
	COMMUNICATION AND INFORMATION
	MINISTRY OF HEALTH, NATIONAL SOCIAL SECURITY BOARD (DJSN), SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH

	4
	Monitoring of Dissemination and Advocacy Impacts
	
	
	
	X
	
	X
	
	X
	NATIONAL SOCIAL SECURITY BOARD (DJSN)
	MINISTRY OF HEALTH, NATIONAL SOCIAL SECURITY BOARD (DJSN), SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH

	E
	THE ASPECTS OF COORDINATION, MONITORING AND STUDY
	
	
	
	
	
	
	
	
	
	

	1
	Preparation of Operational Standards and Supervision Mechanism of the Social Security Administration Agency (BPJS) of Health made by the National Social Security Council.
	
	X
	X
	
	
	
	
	
	NATIONAL SOCIAL SECURITY BOARD (DJSN)
	AUDIT BOARD, INDONESIAN FINANCIAL SERVICES AUTHORITY, MINISTRY OF HEALTH

	2
	Development of Performance Indicators of the Social Security Administration Agency (BPJS) of Health
	X
	X
	
	
	
	
	
	
	NATIONAL SOCIAL SECURITY BOARD (DJSN)
	AUDIT BOARD, INDONESIAN FINANCIAL SERVICES AUTHORITY, MINISTRY OF HEALTH

	3
	Preparation of Guidelines on the Monitoring and Evaluation of Health Insurance Administration
	
	X
	X
	
	
	
	
	
	NATIONAL SOCIAL SECURITY BOARD (DJSN)
	NATIONAL DEVELOPMENT PLANNING AGENCY, MINISTRY OF HEALTH, SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH

	4
	Coordination with various institutions related to the development of Health Insurance
	X
	X
	X
	X
	X
	X
	X
	X
	NATIONAL SOCIAL SECURITY BOARD (DJSN)
	ALL STAKEHOLDERS

	5
	Monitoring of the implementation of activities by various ministries and agencies related to the development of health insurance
	
	X
	X
	X
	X
	X
	X
	X
	NATIONAL SOCIAL SECURITY BOARD (DJSN), MINISTRY OF HEALTH
	ALL STAKEHOLDERS

	6
	Evaluation of the performance of the Social Security Administration Agency (BPJS) of Health in the implementation of health insurance
	
	
	
	X
	
	X
	
	X
	NATIONAL SOCIAL SECURITY BOARD (DJSN), MINISTRY OF HEALTH
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH

	7
	Operational supervision of the implementation of health insurance administration conducted by the Social Security Administration Agency (BPJS) of Health
	
	
	X
	X
	X
	X
	X
	X
	NATIONAL SOCIAL SECURITY BOARD (DJSN)
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH

	8
	Preparation of System and Procedure for the financial supervision of the Social Security Administration Agency (BPJS) of Health
	
	
	
	
	
	
	
	
	NATIONAL SOCIAL SECURITY BOARD (DJSN)
	AUDIT BOARD, INDONESIAN FINANCIAL SERVICES AUTHORITY, MINISTRY OF FINANCE

	9
	Financial supervision over health insurance administration by the Audit Board and or Indonesian Financial Services Authority
	
	
	X
	X
	X
	X
	X
	X
	AUDIT BOARD, INDONESIAN FINANCIAL SERVICES AUTHORITY
	NATIONAL SOCIAL SECURITY BOARD (DJSN), SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH

	10
	Analysis of the Report of Health Insurance Administration prepared by the Social Security Administration Agency (BPJS) of Health
	
	X
	X
	X
	X
	X
	X
	X
	AUDIT BOARD, INDONESIAN FINANCIAL SERVICES AUTHORITY
	NATIONAL SOCIAL SECURITY BOARD (DJSN)

	11
	Studies on the improvement in health insurance, such as:
	X
	X
	X
	X
	X
	X
	X
	X
	
	

	a
	Study on the reference system in Health Insurance services
	
	
	
	X
	
	
	
	
	MINISTRY OF HEALTH
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH

	b
	Study on the utilization of health insurance
	
	
	
	X
	
	
	
	
	NATIONAL SOCIAL SECURITY BOARD (DJSN)
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH, MINISTRY OF HEALTH

	c
	Study on the integration of preventive and promotional activities with health services
	
	
	
	X
	
	
	
	
	MINISTRY OF HEALTH
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH, NATIONAL SOCIAL SECURITY BOARD (DJSN)

	d
	Study on the portability of Health Insurance service
	
	
	
	
	X
	
	
	
	NATIONAL SOCIAL SECURITY BOARD (DJSN)
	SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH, MINISTRY OF HEALTH

	e
	Study on the Costs and Fees of the First Level Health Facility Services
	
	
	
	X
	
	
	
	
	MINISTRY OF HEALTH
	HEALTH FACILITY ASSOCIATION, SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH, NATIONAL SOCIAL SECURITY BOARD (DJSN)

	f
	Study on the Costs and Fees at Public Hospitals
	
	
	
	X
	
	
	
	
	MINISTRY OF HEALTH
	HEALTH FACILITY ASSOCIATION, SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH, NATIONAL SOCIAL SECURITY BOARD (DJSN)

	g
	Study on the Costs and Fees at Special Hospitals
	
	
	
	X
	
	
	
	
	MINISTRY OF HEALTH
	HEALTH FACILITY ASSOCIATION, SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH, NATIONAL SOCIAL SECURITY BOARD (DJSN)

	h
	Study on the Contribution Collection for Independent/Informal/ Non-wage Laborers
	
	
	
	
	X
	
	X
	
	NATIONAL SOCIAL SECURITY BOARD (DJSN)
	MINISTRY OF MANPOWER AND TRANSMIGRATION, SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS)

	i
	Study on the development of labor’s wage in the formal sector as the basis for determining the percentage of health insurance contribution
	
	
	
	
	X
	
	X
	
	NATIONAL SOCIAL SECURITY BOARD (DJSN)
	MINISTRY OF MANPOWER AND TRANSMIGRATION, AUDIT BOARD

	j
	Study on the development of labor’s wage in the informal sector as the basis for determining health insurance contribution
	
	
	
	
	X
	
	X
	
	NATIONAL SOCIAL SECURITY BOARD (DJSN)
	MINISTRY OF MANPOWER AND TRANSMIGRATION, AUDIT BOARD

	k
	Study on the Use of New Technology and Medication
	
	
	
	X
	
	X
	
	X
	MINISTRY OF HEALTH
	NATIONAL SOCIAL SECURITY BOARD (DJSN), SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS) OF HEALTH

	l
	Study on the availability of medicine and medical materials
	
	
	
	X
	
	
	
	
	MINISTRY OF HEALTH
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This roadmap must be used as a mutual model by various relevant parties in the hopes of achieving universal coverage of health insurance in accordance with Law No. 40 Year 2004 concerning National Social Security System (SJSN) and Law No. 24 Year 2011 concerning Social Security Administration Agency (BPJS).

Several preconditions are required to ensure that the programs and formulated activities can be implemented. First, national commitment is required in implementing the activities. Such national commitment is materialized in the stipulation of regulations and the provision of adequate budget. The regulations constituting the preconditions for health insurance administration include Government Regulation centered on Contribution Assistance Recipients, Presidential Regulation on Health Insurance, Government Regulation on the Implementation of the Law concerning Social Security Administration Agency (BPJS), etc. It is necessary for the government to provide an adequate budget for the National Social Security Board (DJSN), Ministries and other government institutions for funding the required activities in the context of developing health insurance. The Social Security Administration Agency (BPJS) of Health – in this case, PT Askes (Persero) – must allocate adequate budget in preparing for the operation of the Social Security Administration Agency (BPJS) of Health and achieving universal coverage.

Second, it is necessary for the National Social Security Board (DJSN) to maintain continuous coordination and synchronization with the relevant institutions in conducting activities required in achieving universal coverage.

Third, PT Askes (Persero) will become the Social Security Administration Agency (BPJS) of Health and be required to implement the activities set forth in this Roadmap.

Fourth, the Social Security Administration Agency (BPJS) and the Government are required to impose severe sanctions to the parties impairing the achievement of universal coverage. As a system, the National Social Security System (SJSN) was designed with the conditions of the implementation of various current social insurance programs and forward-looking projection in mind. In certain cases, the imposition of sanction is regulated in a hierarchical manner. It also means that if an administrative sanction is ineffective in enforcing the performance of obligations, a criminal sanction will be applied.

In the end, this Roadmap hopefully provides clear directions of the various activities required in the context of achieving health insurance for all people, also known as universal coverage. Accordingly, the achievement of universal coverage of health insurance will lead to the improvement in the level of Indonesian people’s health.

ATTACHMENT
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ACHIEVEMENT OF GENERAL PROSPERITY





OPTIMAL FUNCTIONING OF THE NATIONAL SOCIAL SECURITY SYSTEM IN THE HEALTH SECTOR





EXPECTED HEALTH INSURANCE





STRATEGY & EFFORTS





THE 1945 CONSTITUTION


LAWS AND REGULATIONS





SUBJECT MATTERS





Not all people have been covered as participants and the lack of integration in participation


Non-optimal Health Insurance management


Not all Health Insurance fulfilling medical needs


Inconsistency between the vision-mission and institutional structure


Weak coordination and monitoring





STRATEGIC ENVIRONMENTAL DEVELOPMENT





OPPORTUNITIES AND THREATS





CURRENT CONDITION OF HEALTH INSURANCE





WHO DECLARATION CONCERNING HEALTH INSURANCE UC





2009-2014 NATIONAL MEDIUM-TERM DEVELOPMENT PLAN





UHC





GCG


BPJS





The Ministry of Health, Regional Governments, Private Providers, Providers’ Association, and Pharmacies prepare themselves with the economic price of services and availability of services





COORDINATION, SUPERVISION, MONITORING, EVALUATION





The Social Security Administration Agency (BPJS) of Health transforms and administers Health Insurance professionally





Implementation of All Activities agreed upon in the ROADMAP





SOCIALIZATION, EDUCATION, ADVOCACY





ROADMAP





Government Regulation and Other Regulations





PRESIDENTIAL REGULATION





Communication with Stakeholders: Laborers and Employers





Preparation of the Social Security Administration Agency (BPJS) Transformation





Measures and Activities





Phasing





Contribution





Benefit Package





BRAIN STORMING





CONSENSUS





��





Risk Pooling





Revenue Collection





Purchasing





Participation Aspect





Institution and Organizational Aspect





Financial Aspect





Health Service Aspect





Benefit and Contribution Aspect





Regulation Aspect





�





Presidential Decree concerning the Appointment of the Supervisory Board & Board of Directors of the Social Security Administration Agency (BPJS)





Presidential Regulation concerning Remuneration for the Supervisory Board & Board of Directors of the Social Security Administration Agency (BPJS)





Presidential Regulation concerning Procedures for the Selection of the Supervisory Board & Board of Directors of the Social Security Administration Agency (BPJS)





Government Regulation Concerning the Implementation of the Social Security Administration Agency (BPJS) Law





Government Regulation concerning Fund Management





Government Regulation concerning Initial Capital for the Social Security Administration Agency (BPJS) of Health





Presidential Regulation concerning Health Operational Support for the Indonesian National Military/the National Police of the Republic of Indonesia





Presidential Regulation concerning Health Insurance





Government Regulation concerning Contribution Assistance Recipients





Most implementing regulations have been ratified





No Implementing Regulation has been ratified





YEAR





THE ASPECT OF LAWS AND REGULATIONS





�





Implementing Improved Regulations and Technical Regulations 





Adjustment to Presidential Decree concerning Health Insurance





Adjustment to Presidential Decree concerning Health Insurance





All Implementing Regulations have been ratified


Most Technical Regulations have been formulated





ACTIVITIES





�





THE ASPECT OF PARTICIPATION





Synchronization of Participation Data:


JPK Jamsostek, Jamkesmas and Health Insurance for Civil Servants (PNS)/Social-NIK





Preparation of the Systems and Procedures for Participation and Contribution Collection





Preparation of the Systems and Procedures for Participation and Contribution Collection





Transfer of Participation of TNI/Polri to the BPJS Health





Presidential Regulation on the Health Operational Support for the Indonesian National Military/Police (TNI/Polri) of the Republic of Indonesia





Transfer of Participants of Health Care Insurance (JPK) of the Workers’ Social Security (Jamsostek), Community Health Insurance (Jamkesmas), Health Security Program for the Public (PJKMU) to the Social Security Administration Agency (BPJS) of Health





YEAR





90.4 million have not become participants





73.8 million have not become participants





50.07 million participants are managed by other agencies





184.2 million populations are insured under various schemes





121.6 million participants are managed by the Social Security Administration Agency (BPJS) of Health.





96 million of Contribution Assistance Recipients (PBI)





��





Annual assessment of the improvement of benefits and services for participants





Measurement of the participants’ satisfaction and health facilities regularly every 6 months





Expansion of Participation for Large, Medium & Micro Businesses





Integration of Participants of the Regional Health Insurance (Jamkesda) /PJKMU





Level of Satisfaction of Participants at 85 percents





LARGE BUSINESS�
�
MEDIUM BUSINESS�
�
SMALL BUSINESS�
�
MICRO BUSINESS�
�






257.5 million participants (all populations) are managed by Health BPJS





ACTIVITIES: Transfer, Integration, Extension





��





YEAR





Determination of benefit packages in the Presidential Regulation concerning Health Insurance, including the coordination of benefit





Consensus on benefit packages





Contributions: 


Still different between Contribution Assistance Recipients and Non-Contribution Assistance Recipients





Contributions Vary





Standard benefits are


comprehensive according to medical needs


Different non-medical benefit





The benefits vary but


not yet comprehensive according to medical needs





THE ASPECT OF BENEFITS AND CONTRIBUTIONS





�





Continuous study on utilization to guarantee efficiency, moral hazard reduction, customer satisfaction and health personnel/facilities





Annual periodic reviews of wages, contributions, effectiveness of benefit, and cross-region payment





Adjustment to the Presidential Regulation concerning Health Insurance





Adjustment to the Presidential Regulation concerning Health Insurance





The same contribution value for all people





The same benefits for all people





ACTIVITIES





�





Preparation of Standard, Procedures, and payment of Health Facilities





ACTION PLAN


Development of Health Facilities, Health Personnel, Referral System, and Infrastructure





Uneven distribution


Varied quality


Non-optimal referral system


Non-optimal payment system





Comprehensive Expansion and Development of Health Facilities and Health personnel


Evaluation and Determination of payment





YEAR





THE ASPECT OF HEALTH SERVICES





�





Implementation of Capitation payment and INA-CBGs as well as adjustment of the amount of biennial costs at the economic price





Implementation, monitoring, and improvement in referral system and study of utilization





Annual periodic reviews of the eligibility of Health Facilities, Credentialing, service Quality, and adjustment of the amount of payment at the economic price





IMPLEMENTATION OF ACTION PLAN





Development of Health Facilities, Health Personnel, Referral System, and Infrastructure





Adequate amount


Even distribution


Optimally functioning referral system


Payment using a prospective method and at an economic price for all people





ACTIVITIES





�





Analysis of Predicted Fiscal Impacts and Productivity





Preparation of Provisions on Technical Reserves and Actuarial Valuation





Closing and Opening Financial Reports





Improvement in Accounting and Financial System and Procedures





Preparation of Policies on Special Financial Accounting for the Social Security Administration Agency (BPJS)





Policies on the Management of Social Security Funds





There is no accounting standards for non-profit social security


There is no Government Regulation on the management of social security funds





Government Regulation on the Management of Social Security Funds will be enacted


Accounting Standards for Social Security will be enacted








YEAR





FINANCIAL ASPECT





�





Preparation and publication of fund accountability and sufficiency of each semester as the indicators for efficiency and public accountability





Accumulative reserve funds are very sound


The management is efficient and accountable





EFFICIENT AND ACCOUNTABLE ACTIVITIES





�





Application Development





IT Blue Print





Preparation for and Standardization of Business Process





Prepare the Guidelines on Good Governance (GCG)





Establishment and Operation of the PMO





Coordination of participation transfer





Preparing Systems and Procedures





Amendment to the Articles of Associations/By-Laws and change in the attributes of PT Askes





Preparation for the Operation of the Social Security Administration Agency (BPJS) of Health





The Social Security Administration Agency (BPJS) of Health operates properly





Various benefits have not been comprehensive in accordance with medical needs





YEAR





INSTITUTIONAL AND ORGANIZATIONAL ASPECT





�





Development of data-based policy, information warehouse, network and information system infrastructure





Implementation of good governance and public reporting





Development of the competence and performance of the Social Security Administration Agency (BPJS)’s Human Resources and Health Facilities





Development of the number of representative offices and branches





Reinforcement of organization and management





The Social Security Administration Agency (BPJS) of Health manages all population with the indicator for efficiency and satisfaction





GOVERNANCE IMPROVEMENT ACTIVITIES





�





Analysis of the Report of the Social Security Administration Agency (BPJS) of Health regarding Health Insurance Administration





Preparation on the Guidelines on Financial Supervision over the Social Security Administration Agency (BPJS) of Health





Preparation of the Guidelines on Operational Monitoring and Supervision over the Social Security Administration Agency (BPJS) of Health





Preparation of performance indicator





Coordination and Monitoring prior to the Social Security Administration Agency (BPJS) of health





Independent Verificator Transition





Prepare the Socialization Materials





Socialization prior to the Social Security Administration Agency (BPJS) of Health





Preparation for socialization strategy





The Social Security Administration Agency (BPJS) of Health operates properly





Various benefits have not been comprehensive in accordance with medical needs





YEAR





SOCIALIZATION, MONITORING AND SUPERVISION ASPECTS





�





Implementation of Financial Supervision by the Audit Board (BPK)/public accountant/Financial Service Authority (OJK)





Monitoring and Supervision over Health Insurance Administration by the National Social Security Board (DJSN)





Analysis of the Report on the Social Security Administration Agency (BPJS) of Health regarding Health Insurance Administration





Analysis of the Report on the Social Security Administration Agency (BPJS) of Health regarding Health Insurance Administration





Analysis of the Report on the Social Security Administration Agency (BPJS) of Health regarding Health Insurance Administration





Analysis of the Report on the Social Security Administration Agency (BPJS) of Health regarding Health Insurance Administration





Analysis of the Report on the Social Security Administration Agency (BPJS) of Health regarding Health Insurance Administration





Biannual monitoring of the socialization impacts (participation development and customer satisfaction





Scientific Socialization and Publication towards universal coverage





ACTIVITIES





The Social Security Administration Agency (BPJS) of Health manages the National Health Insurance in an efficient, accountable and satisfying manner





�





DUTIES (PRE-SOCIAL SECURITY ADMINISTRATION AGENCY (BPJS)):


Data Conversion 


Preparation for Data 


Preparation for conversion program


Conversion testing


Conversion 


 Participants


Information to the participants on the Social Security Administration Agency (BPJS) of Health


Replacement of Health Care Insurance of the Workers’ Social Security (JPK Jamsostek) Cards if necessary


Health Service Provider (PPK)


Information on taking over the role of Health Insurance (Askes) & Worker’s Social Security (Jamsostek) by The Social Security Administration Agency (BPJS) of Health





The Social Security Administration Agency (BPJS) of Health





Conversion





Community Health Insurance (Jamkesmas)





Worker's Social Security (Jamsostek)





Health Insurance (Askes)
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