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Abstract
The implementation of national health insurance in Indonesia since 2014 has brought out the ”missing middle” problem in
which the non-poor informal sectors have remained uncovered from the health care due to self-enrollment. Therefore,
achieving UHC in Indonesia will take a long process, especially when the proportion of non-poor informal sector in total
population is large enough. This study aims at examining three main issues that may have become obstacles for informal
sectors to join the program: (1) observing supply side readiness, (2) examining affordable premium and willingness to
pay of informal sectors, and (3) exploring why informal workers have been reluctant to join the national health insurance.
This study reports that around 53.7% of Sub National Government (SNG) faced a shortage of health facilities of 59,387
beds, though in some regions had surplus of beds (per 1000 people). This study also finds that a single premium for all
over Indonesia is unfair and unaffordable for some people living in eastern part of Indonesia. Observing 400 households
working in informal sectors and applying Triple Bounded Dichotomies Choice Contingent Valuation Method (TCCVM) to
observe the Willingness to Pay (WTP), this study finds that around 70% of respondents had the desire to join the health
insurance, but their willingness to pay of the premium was lower than the current rate. The current premium seemed
less affordable for informal sectors; thus, this created a barrier for them to enthusiastically join the new health insurance
program. Our econometric estimations confirm that availability of hospital, insurance literacy, experiences of inpatients
and outpatients, number of family member, sex of head of household, access to internet and household income are
highly correlated to the likelihood of informal sectors joining the national health insurance (NHI). Moreover, in contrast
with findings from many other studies, the insurance premium is surprisingly not the main reason for informal sectors to
join the program; rather, the main obstacle is the lack of insurance literacy. Consequently, the necessary condition for
mandating informal sectors to join the program is an improvement of insurance literacy, while the sufficient conditions are
supply-side readiness and affordable premium. This study calls for a massive campaign to educate the public about the
importance of health insurance.
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1. INTRODUCTION
Many low- and middle-income countries have heavily relied
on out-of-pocket health care expenditure, which represents
a significant financial burden to households. The challenge
for these countries is to modify their health financing system
in order to achieve universal coverage. The World Health
Organization (WHO) has endorsed Universal Health Coverage (UHC) as an important goal for the development of
health financing systems. A well-designed health insurance
improves the access to health care and protects against the
financial burden of paying for medical expenses. In the long
run, the universal health coverage will improve human capital as well as boast the sustainable economic growth (Figure
1).
Universal Health Coverage (UHC) has remained a challenge for Indonesia. The enforcement of the National Social
Security System (SJSN) Law No. 40/2004 and the Social
Security Providers (BPJS) Law No. 24/11 is a milestone
for Indonesian government to provide UHC for the people
and therefore improve health financing and health care access. As of January 1, 2014, the Indonesian government has
implemented the National Health Insurance (JKN) as the
initial stage for UHC. The challenge of Universal Coverage
of Health Insurance (UCHI) in Indonesia is to mandate all
Indonesians particularly self-employed people, workers in
informal sectors, unemployed people, and non-labor force
to embark in the JKN program.
As of January 1, 2014, Indonesian government has implemented JKN as the initial stage for UHC. Following
the SJSN law, JAMKESMAS, ASKES, ASABRI, and JPK
JAMSOSTEK, will be merged into a single scheme of health
insurance called BPJS Kesehatan. In the beginning, BPJS
Kesehatan is expected to cover around 100 million of beneficiaries. The Presidential Decree No. 111/2013 stated that
by 2019, all Indonesians would have been covered by BPJS
Kesehatan. It means there are only five years left to bring
UHC into reality. Therefore, the accomplishment of UHC
will be one of major challenges for the new administration

of President Joko Widodo1 .
UHC is expected not only to protect against financial
burden and increase access to health services but also to
be one of the policies to reduce inequality in Indonesia.
Figure 2 shows that the 2013 Gini Index of health expenditure was around 0.6724; while the accomplishment of UHC
will significantly reduce inequality in terms of health expenditure. The hypothetical Gini Index based on the household microsimulation of National Socio-Economic Survey
(SUSENAS 2013) is 0.5039. UHC will present the uninsured groups, especially those working in informal sectors,
an equal opportunity to be provided with health services.
Consequently, it will narrow the health expenditure gap
among societies in Indonesia. In the long run, reducing the
Gini Index of health expenditure will contribute to reducing
the national inequality index.
Few developing countries such as China, Ghana, India, Thailand and the Philippines have implemented and reformed their universal health insurance system before 2010.
Thus, in terms of health insurance coverage, Indonesia is
far behind them. Even though the current health insurance
types in Indonesia had covered around 72% of the 245 million people in 2012, the insurance system is still fragmented
and unstandardized. In pursuing the UHC, Indonesia has
accommodated a single national carrier of health insurance
scheme (the so-called BPJS Kesehatan).
Achieving UHC is a long process that will take several
years, especially when the proportion of non-poor informal
sector in total population is large enough. Non-poor informal groups should voluntarily self-enroll to the program
because they are not eligible to get the premium subsidies.
However, due to several reasons, such as asymmetric information, lack of health services, lack of knowledge, and
income, they may not enthusiastically register to the JKN
or BPJS Kesehatan.
1 The new administration of President Joko Widodo has demonstrated
concerns on UHC through the distribution of Kartu Indonesia Sehat (Indonesia Health Card) for the poor and near-poor family. This card is actually similar to the previous card (BPJS Card) distributed to ex-Jamkesmas’
recipient.

Milestones of Universal Health Coverage in Indonesia
Source: LPEM FEB UI, 2014
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Figure 2. The Impact of UHC on Inequality

Source: LPEM FEB UI’s Estimate
Under the current system, there are several challenges
that call for different policies to accomplish UHC in Indonesia. First, although the regulation clearly states that
enrolling in BPJS Kesehatan is mandatory, in practice, how
to mandate uninsured people that are mostly self-employed,
workers in informal sectors, unemployed people, and nonlabor force is still questionable2 . Those who self-enroll to
JKN program are suspected as high-risk people. Second,
how much is the suitable, fair and reasonable price of premium? Current premium—a single premium for all over
Indonesia—may create a barrier for people to join BPJS
Kesehatan due to expensive and unfair premium.
Third, supply readiness refers to the availability of health
facilities or services, such as hospitals, doctors, paramedics,
and pharmacies to provide health services to BPJS members. Lack of health facilities, unequal distribution among
regions and unequal quality of services are three important
issues that need to be urgently solved. Lack of health services availability and accessibility may create a barrier for
people to join BPJS Kesehatan. Fourth, financing refers to
the fiscal burden of central government to accomplish UHC.
The fiscal burden consists of three parts: fiscal needs for
the widening and improvement of health services and facilities, fiscal accountability to subsidize the premium for poor,
near-poor, public officers, and fiscal risks to bailout BPJS
Kesehatan when the premium contribution is not adequate
to cover the claim.
This study will deal with three main challenges: evaluating the readiness of supply side, discussing the reasonable,
affordable and fair premium and solving the problem of
mandating informal sectors. The fiscal burden, however,
will be discussed deeply in a separate study. Therefore, the
results of this study may help Indonesian policymakers improve and expand the coverage. In spite of the possibility
2 Uninsured groups should exclude poor and near-poor groups
since BPJS Kesehatan should have covered both groups through noncontributory scheme (Penerima Bantuan Iuran/PBI). However, some of
them might not be covered by PBI due to exclusion and statistical errors in
database as well as rapid change in household welfare.

that the characteristics of the program may be different with
other countries, the findings will also provide valuable inputs to other developing countries to ensure that informal
workers are enrolled in health insurance program.
The study proceeds as follows: Section 2 presents the
overview of health insurance program in Indonesia. Section
3 provides the discussion of supply-side readiness. Section
4 discusses the results and analysis of Willingness to Pay
of informal sectors to join the National Health Insurance
(JKN). Section 5 explores why informal sectors have been
reluctant to join the program. The concluding section of
the paper summarizes the key findings and discusses policy
suggestions.

2. Review of the National Health
Insurance (Jaminan Kesehatan
Nasional)
2.1 A Single Carrier for National Health Insurance
(BPJS Kesehatan)
There are six categories of Indonesian health insurance
types, which consist of health insurance for the poor (JAMKESMAS), social health insurance schemes for civil servants (ASKES), health insurance for private employees
(JPK JAMSOSTEK), traditional commercial health insurance schemes, managed care schemes (JPKM), and health
care provided by employers (self-insured). Following the
SJSN Law, some of the above health insurance schemes
will be merged into a single scheme, the national health
insurance program known as JKN.
Such integration would yield several desired objectives,
such as the realization of optimal function of the law that
covers large number of population and ensures standardized
benefits. The former leads to expansion of cross-subsidization
principle (both horizontally and vertically); creation of a
large pool of membership which will provide power for JKN
to negotiate prices and quality of health care services with
health care providers which in turn will push health care
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costs down; improvement in efficiency since economies of
scale will be achieved; and a more appropriate risk prediction. The standardized benefit package avoids any potential
jealousy amongst the insureds with different schemes [1].
The attempt to merge the insurance schemes into a single national health insurance (JKN SJSN) started in 2014.
This is in accordance with Law 24/2011 on the Social Security Administrative Bodies (BPJS). The BPJS Law mandates
the BPJS Kesehatan (the transformation of PT ASKES) to
start its operation in managing national health program by
January 1, 2014. Under this scheme, all existing health
insurance available in the country (JAMKESMAS, ASKES
PNS, JPK JAMOSTEK, and insurance for the military) will
be integrated into a single a scheme. The JKN coverage will
then expand gradually to other groups, including informal
sectors. The Presidential Decree No 111/2013 has set a
list of target population that will be included in the JKN
scheme.
The SJSN Law forces all residents to be registered in
BPJS Kesehatan, regardless of the risks. Participants of
BPJS Kesehatan are every people who are living in Indonesia—including foreigners who have been working for a
minimum of 6 (six) months in Indonesia. There are two
types of membership: i) non-contributory members (Penerima Bantuan Iuran/PBI): the poor and near-poor and people
unable to pay the contribution3 ; ii) contributory members
(non-PBI), consisting of (1) employees and members of
their family; (2) self-employed persons (such as independent workers and other types of independent workers who
get paid) and members of their family; and (3) non-workers
(retired persons and veterans) and their family members.
Figure 3 explains the types of members and contribution in the new BPJS Kesehatan scheme. Wage recipients
and other categories (veterans and retired persons) have to
pay the premium as a percentage of monthly salary. For
non-contributory recipients (PBI), the contribution is paid
by the government. By 2014, the premium of PBI was
IDR19,225/capita/month (US$1.5) that will be regularly
reviewed considering socio-economic conditions. Contribution for family members of non-wage recipients worker and
non-worker such as siblings/in-laws, household assistants,
etc. are: IDR25,500 per person per month in treatment room
class 3; IDR42,500 per person per month in treatment room
class 2; and IDR59,500 per person per month in treatment
room class 1. The package benefits are very generous, covering all medical treatments and services without co-payment
if a patient follows the referral system. Table 1 shows the
facilities for each class.
2.2 Informal Sectors and Health Insurance
Mandating all residents to enroll in JKN program (Jaminan Kesehatan Nasional-National Health Social Security)
at once seems impossible, so the proposed JKN will be implemented gradually. In first stage (say, 1–3 years), JKN can
be mandated to all formal workers and their family. After all
formal workers are insured; the coverage can be expanded
to other groups such as self-employed people (e.g., professionals, retailers, etc.). The major difficulty, however, is to
3 Poor and near-poor groups previously were covered by JAMKESMAS.
The recipients of JAMKESMAS in 2013 were determined based on the
PPLS (survey for social assistance program) 2011 database.

mandate workers in informal economy to join the JKN.
Indonesian workers are dominated by informal groups,
which put the greatest challenge to the achievement of universal coverage. In 2012, about 60.14% of all Indonesian
jobs were in informal sectors. A substantial number of informal workers have remained without health insurance
(for instance, about 32.5 million (paid) informal workers
were not covered by any health insurance schemes in 2014)
[2]. Covering informal sector workers in JKN poses several
challenges. Until now, there have been no certain criteria for
a mandatory policy to request contributions from informal
workers in the JKN.
Two policy options currently exist to include the informal sectors in the health insurance program: contributory vs.
non-contributory. Thailand, for instance, has decided to substantially extend contribution assistance and pay premiums
not only for the poorest, but also for the whole informal sectors. Recent studies, such as from Thailand, however show
that paying contributions from government sources for all
informal workers can potentially lead to informalization and
undermine the contribution-based system for formal workers in the long run. [3] suggests that in the case of Thailand
universal coverage increased informal sector employment
by two percentage points after the reform, growing to 10
percent over the first three years.
Other countries like the Philippines have tried to collect
contributions from informal workers; however, collecting
contributions from informal workers is extremely challenging and potentially costly. The Philippines faced difficulty
and complicated journey to universal population coverage,
while Thailand has been more rapid and straightforward in
achieving universal health coverage with the cost of informalization and fiscal burden. Now, Indonesia is following
the Philippines’s pattern, that is trying to mandate all nonpoor informal sectors to join the national health insurance
through contributory scheme.

3. Supply-Side Readiness
3.1 Service Availability
The availability and accessibility of health facilities are
necessary conditions to achieve UHC. Without accessible
health facilities, even if they have been covered by health
insurance, people still could not use the services. Governments can easily distribute free health insurance for the
people within short period of time, but it will be very difficult to provide accessible health facilities immediately to
entire regions. Consequently, government should focus not
only on how to provide social health insurance but also how
to improve and widen health facilities to support UHC.
In a diverse country like Indonesia, the analysis of
supply-side of health services should not be carried out
at the national level, since it will mislead the policy guidance. Many regions, especially those in Java, have fulfilled
the minimum standard of health facilities, while other regions especially in the remote and eastern part of Indonesia
are still struggling to fulfill the supply gap. At the national
level, Indonesia has had hospital bed surpluses, and by 2013,
the total bed surpluses were around 96,975 beds per 1000
people. If we look at the condition of sub-national level, to-
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Figure 3. Contribution of JKN Members

Source: Authors’ compilationa
a Note:

Any additional family members such as parents and parents in law may be registered with a contribution rate of 1% per person per month.
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Table 1. Facility Classification for Each Type of Class*
Facilities
Number of Patients in each Room
Patient Meals
Patient Drink
Number of Bathroom
Bathroom Location
Guest Sofa
Bedside Cabinet
Over-bed Table
Air Conditioner/Fan
TV
Premium/capita/month

Class 1

Class 2

Class 3

2 patients
3x
1x
1
Inside the patient room
3
3
3
AC/Fan
3
IDR59,500
US$4.58

4 patients
3x
1x
1
Inside/outside patient room
7
3
3
AC/Fan
3
IDR42,500
US$3.27

6 to 8 patients
3x
1x
1
Inside/outside patient room
7
3
3
AC/Fan
3/7
IDR25,500
US$1.96

Source: BPJS Kesehatan, 2014
Note: The information in this table is based on the facilities provided by most hospitals in Jakarta, West Java and Central Java.
Note: (*) Every hospital offers different facilities for each class.
Note: US$1 = IDR13,000 (exchange rate in March 2015).

Figure 4. Bed Condition in Hospitals and Primary Health Facilities in Indonesia

(By 1000 Population) – Condition in 2013
Source: LPEM FEB UI’s estimate, 2014
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tal shortage of facilities amounted to 59,387 beds per 1000
people. Around 53.7% of Sub-National Government (SNG)
faced bed shortage. Since beds are not transferable goods,
every SNG has to fulfill the minimum requirement of beds.
Figure 4 shows bed condition in hospitals and primary
health facilities per 1000 population in 2013 for each province
in Indonesia. The Ministry of Health stated that the ideal
bed ratio over the population is around 1:1000. On national
average, the shortage occurred in 53.7% of total regions in
Indonesia or about 267 municipalities. Furthermore, many
regions in Indonesia had hospital bed surpluses, such as
Jakarta (12,643 beds surplus), Yogyakarta (7,462 beds) and
Riau Islands (1,007 bed surplus). On the other hand, there
were regions with bed shortages, such as Southeast Sulawesi (58.3%), Gorontalo (66.7%), Central Java (60%),
South Kalimantan (69.2%), and Papua (51.7%).
Unfortunately, there is no data related to bed condition in hospitals and public health centers (Puskesmas) at
regency level. In fact, the bed shortage still occurred in regencies located in surplus provinces. For instance, in Deli
Serdang Regency, based on our in-depth interview with local general hospital officer, they still needed a lot of beds;
even though in general, North Sumatra had 73.3% bed surplus. This condition reflects that there has been unequal
distribution of health facilities among regions in Indonesia.
Notwithstanding the national health insurance system allowing BPJS cardholders to utilize health facilities in other
regions, it will be very inconvenient and costly due to poor
cooperation among regions in Indonesia. This condition
may create barrier for those living in the area with shortage
of health facilities to join BPJS Kesehatan.
[4] also observed the readiness of supply side of health
services. Most provinces in Java (except the southern parts
of West Java and Banten) and Bali were 100% ready to support UHC, while other areas in Papua, Maluku, Kalimantan,
and some parts of Sulawesi and Sumatra were relatively not
ready to support the implementation of UHC (Figure 5).
Table 2 confirms that around 2.8% of population did not
have access to primary care, while almost 15% of population
did not have access to secondary care (hospital). At the same
time, almost 20% of village did not have midwife. Although
the government provides free health insurance (universal
health care), it does not necessarily mean people can use
health services.
3.2 Service Accessibility
The availability of health services may deter the widening
of UHC coverage in Indonesia. Another issue regarding
supply side is the accessibility of health services. Health
facilities may be available in certain areas, but these may
not be accessible for some people due to the distance to the
facilities. Both availability and accessibility of health facilities create disincentives for uninsured groups to join BPJS
Kesehatan and reduce the utilization of health services.
Our study confirms the common knowledge that there is
a negative correlation between distance to health facilities
and utilization. In Indonesia, the average distance to public
hospital in 2014 was 29.32 km (with a standard deviation
of around 22.45 km), while the average distance to public
health center (Puskesmas) was around 8.17 km (with a standard deviation of around 6.9 km). The distance is quite far

in a country like Indonesia where the transportation system has not been well-developed. In fact, even people in
easternmost part of Indonesia have to go through longer
distance to hospital and Puskesmas. Furthermore, as if it is
not bad enough, they still have to come across poor road
infrastructure which results in longer travel time to the hospital. These are obvious stumbling blocks for people who
are still yet to join BPJS Kesehatan. They do not enroll in
BPJS Kesehatan to get all the benefits because they need
extra efforts to reach health facilities, such as longer travel
time and considerable transportation cost.

4. “Missing Middle” Problem of
Universal Health Coverage in Indonesia
In the first step toward UHC, this scheme covers the poor
and near-poor groups and formal sector workers; therefore,
Indonesia, like other countries, faces the “missing middle”
problem where the enrollment of low-income groups (poor
and near-poor) and formal workers (high-income group)
is relatively high. This is because the former groups are
covered through government-financed insurance scheme
(ex-JAMKESMAS) while the latter group is primarily under
employer-based insurance schemes (ex-ASKES, ASABRI,
JAMSOSTEK)4 . The informal sectors therefore often remain uncovered from health care services for shorter or
longer period. Recent data show that the number of selfenrollment of informal sectors was only 9.8 million out
of 100 million. Table 3 shows the coverage of BPJS Kesehatan’s membership.
This number is not sufficient to achieve the universal
coverage in 2019 as stated in the Presidential Decree No.
111/2013. Under the current enrollment rate, the univer- sal
health coverage will be accomplished between 2034–2044
[2]. The current rate is very slow compared to the ideal rate
to achieve the target in 2019. 16 million registrations per
year are needed to achieve the target in 2019 (Figure 8).
4.1 Premium: Fair and Affordable?
The supply-side problems are one of the obstacles to accomplish UHC in 2019. Nevertheless, the problem does not
only lie on supply side but also on demand side, such as
expensive premium. Even though the premium of health
insurance is set to follow the actuarial basis, the current
premium might be too expensive for some people especially
those working in informal sectors; therefore, they cannot
afford the BPJS Kesehatan insurance. Moreover, the current premium system—uniform premium for all regions
in Indonesia—may be unfair due to differences in socioeconomic conditions among regions5 . Therefore, we need
to examine whether the premium of BPJS Kesehatan is
affordable and equitable for the whole society.
This study uses the ratio between BPJS premium for
third class and monthly health expenditure per-capita (drawn
from SUSENAS 2013) to examine the reasonable premium
4 The current policy suggests that the government not pay for contributions for informal sector workers who are not poor or near-poor.
5 The BPJS Kesehatan’s premium stated in this chapter is for the voluntary members (Peserta Mandiri/Perorangan).
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Figure 5. Supply-Side Readiness
Source: Infrastructure Cencus 2011 [4]

Table 2. The Lack of Health Services
Membership
Number of citizens without access: primary care
Number of sub-districts without Puskesmas
Number of citizens without access: secondary care
Number of districts without hospital
Number of citizens without access: delivery facility
Number of sub-districts w/o delivery facility
Number of Puskesmas without physician
Number of villages without midwife
Number of Puskesmas without water installation
Number of health facilities without electricity

Total National Gap
6.23 Million
383
35.97 Million
42
6.77 Million
222
732
14,842
852 (9%)
10,629 (14%)

Source: Infrastructure Cencus 2011 [4]

Figure 6. Distance and Utilization of Health Facilities

Source: LPEM FEB UI’s estimate, 2014
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Figure 7. Distance to Health Facilities
Source: LPEM FEB UI’s estimate, 2014

Table 3. Coverage of Membership
Membership

Number

Non-Contributory Member
A
1
2

Ex-Jamkesmas
Ex-Jamkesda

86,400,000
8,976,308

Sub Total

95,376,308

Contributory Member
B
1

2
3

Formal Workers
a. Public Officials
b. Military
c. Police
d. State-Owned Enterprise Employee
e. Local State Owned Enterprise Employee
f. Private Employee
g. Private Employee (Ex-Jamsostek)
Informal Workers
Non-Labor Forces
a. Pensioners (Ex-Public Officials)
b. Veteranw
c. Freedom Fighters
d. Pensioners (Ex-Private Employers)
e. Others
Subtotal

Total
Not Enrolled
Total Population
Source: BPJS Kesehatan, January 2015

11,577,254
2,625,518
128,297
270,415
3,242,236
7,756,720
9,877,935
4,409,808
429,782
2,723
42,062
926
40,363,676
135,739,984
109,876,906
245,616,890
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Figure 8. Achieving Universal Health Coverage under Different Scenarios

Source: LPEM FEB UI’s estimate

Figure 9. Health Cost of Non-Poor Formal-Informal Sectors by Province

Source: LPEM FEB UI’s estimate based on SUSENAS 2013
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Figure 10. Health Costs of Uninsured and Non-Poor Informal Sectors by Province

Source: LPEM FEB UI’s estimate based on SUSENAS 2013
price as well as the equity of it6 . In general, to pay for BPJS
third-class premium, non-poor groups working in informal
sectors have to spend only around 75% of their monthly
per-capita health expenditure. It means that having health
insurance is much more beneficial for these groups since
having the insurance means reducing out-of-pocket health
expenditure7 . However, the national average may not be
sufficient to describe the perfect condition of Indonesia.
Looking at regional level, the ratio varies widely across
provinces. Non-poor groups working in informal sectors
and residing in North Maluku have to pay about 2.2 times
more money than their monthly health expenditure, while
those who live in DKI Jakarta only have to pay around 0.3
times (Figure 9). Hence, people in Jakarta should immediately register to BPJS Kesehatan to reduce the financial
burden of health care.
Figure 10 provides an in-depth overview of third class
BPJS premium ratio to average monthly health expenditure
of non-poor, uninsured informal groups. The ratio shown
in Figure 9 and 10 is not too different in which the eastern parts of Indonesia, especially Papua, Nusa Tenggara,
Maluku and Sulawesi, have to pay a relatively higher premium than those living in western parts of Indonesia. Figure
9 and 10 have shown that the premium is too expensive for
some regions and too cheap for other regions. The current
premium system, the uniform premium, seems to be inequitable for some parts of society. It appears that there is a
resource transfer from the eastern parts of Indonesia to the
western parts of Indonesia.

6 The monthly health expenditure per-capita refers to out-of-pocket
health expenditure drawn from SUSENAS 2013.
7 Low health expenditure per-capita may indicate low utilization of
health services.

4.2 Willingness to Pay of Informal Sectors
We have examined whether the premium is reasonable and
equitable enough according to the secondary data. However, we still need more in-depth analysis from households’
(non-JKN Member) perspective on whether the current premium is affordable enough and whether they would like to
join the BPJS Kesehatan with the current premium system.
This study uses the Triple Bounded Dichotomies Choice
Contingent Valuation Method (TCCVM) format to examine
willingness to pay (WTP) of households working in informal sectors. The WTP provides information of whether the
current premium is affordable enough and whether they
would like to join the BPJS Kesehatan with the current
premium system.
This format is the modification of double-bounded dichotomies proposed by [5] to elicit WTP by rural households for the proposed community-based healthcare prepayment scheme. This approach theoretically has properties for
incentive compatible or truthful revelation of preferences.
The use of this format minimizes the occurrence of many biases that sometimes occur in contingent valuation. Another
study by [6] uses contingent valuation method to assess the
willingness to pay of households in the informal sector of
Ghana to join and pay premiums for a proposed National
Health Insurance scheme.
The method has the advantage of higher statistical efficiency in welfare estimates over the single and double
bounded model. In TCCVM, three sequences of bids are offered to the respondents. First, a respondent is asked whether
he or she would be willing to accept an initial offer. Thereafter the second bid is offered. Depending on the respondent’s answer to the first bid, the second bid can be moved
downwards and upwards. The third bid will have the similar
procedure with second bid. If the respondents are willing
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to accept the second offer, he or she will be offered with
higher bid, vice versa.
If he or she accepts the initial bid for class in BPJS
(Bi1 ), the second bid will be higher than the first bid (Bh2 ).
Furthermore, if the respondents are willing to pay for the
second bid, then the third bid will be higher than the second
bid (Bhh
3 ). Otherwise, if the respondents are not willing to
pay the initial bid, he or she will be offered lower second
bid (Bl2 ). If they do not want to pay for the bid, the third bid
will be the lowest offer (Bll3 ). Therefore, there will be six
responses: ‘yes-yes-yes’; ‘yes-yes-no’; ‘yes-no’; ‘no-yes’;
‘no-no-yes’; ‘no-no-no’.
Three flowcharts above explain the steps used in this
study to capture the willingness to pay for each class. During the first step, we explained the national health insurance
system in Indonesia as well as BPJS Kesehatan. We also explained the benefits of being a member of BPJS Kesehatan.
Next, a respondent was asked for her or his response on
whether they would accept the premium of first class. The
same procedure was applied for other classes.
From our survey in three regions (Deli Serdang DistrictNorth Sumatera, Pandeglang District-Banten Province, and
Kupang Districts-East Nusa Tenggara, there were around
70% of respondents or around 280 households willing to
join the program. Figure 12 shows that most of the households working in informal sectors were willing to pay for
class 3. Around 191 respondents had a tendency to enroll in
the program. There were no differences in number between
household who were bound to join class 1 and class 2; however, most of the respondents tended to join class 1 rather
than class 2.
Around 11% of the respondents were willing to accept
the first bid of IDR59,500 and 89% of them were not. We
conducted the second and third bidding following the mechanism in Figure 11. There were around 13.25% of the respondents willing to join class 1. The average premium that
they would like to pay for class 1 is around IDR61,740. For
the second class, there were 6.34% of respondents willing
to accept the first bid of IDR42,500 and 93.66% who were
not. After three bids, around 10.37% of the respondents
were willing to join class 2. The average premium that they
would like to pay for class 2 is around IDR40,685. This
WTP is only 90% of the second class premium. The WTP
of the second class ranges from IDR34,000 to IDR51,000.
For the remaining round, there were 54.66% of respondents willing to accept the first bid of third class premium
and 45.34% who were not. This indicates that the third
class is more favorable than other classes. Since being sick
or hospitalized is a rare event and considering the income
fluctuation, households working in informal sectors prefer
to pay for the minimum premium, although the first and
second class premium are still affordable for them. Around
61.41% of those unwilling to join the first and second class
were willing to join the 3rd class. The average premium
that they would like to pay for class 3 is around IDR22,368.
The initial premium offered by the government is slightly
beyond their ability to pay. In some cases, some people can
only pay for around IDR10,000 for class 3.
From this survey we can also see that most households
in informal sector do not have big difficulty to pay. According to the survey there is no big gap between the mean for

the lowest premium for class 3 that they were willing to
pay and the premium that they have to pay. However, the
remaining problem is that around 30% of respondents were
still unwilling to join the program. This condition would
hinder the accomplishment of UHC in the future.

5. Why are the Informal Sectors
Reluctant to Join the National Health
Insurance?
5.1 Econometric Model
After observing the WTP, we then tried to estimate the reasons/determinant factors of households joining the program
using logistic regression. The econometric model is shown
below:
W T P(OrderedW T P) = Xβ + ε

(1)

where WTP is willingness to pay for joining NHI (either joining for third class or second class or first class);
Ordered WTP is responses ordered in sequence according to
their preferred class; X is vector of explanatory/independent
variables such as socio-economic variables, demographic
variables, health facilities, insurance knowledge, etc.; ε is an
error term. We also estimated the ordered logit to examine
the determinants/reasons of why respondents chose the first,
second, or third class. Applying both logistic regression
and ordered logistic regression will confirm the consistency
of estimations, whether determinants are the same in both
methods. The variables used in the econometric estimation
are shown in Table 4.
Table 4 also shows the information of respondents. Characteristics of respondents are as follows: 41.5 years old,
having completed 9 years of education (66%), belonging to
low middle-income group due to only 19% of them having
more than IDR 3.5 million of income per month, having
little access to internet, having around four family members.
In terms of health facilities, most of them have access to
medical doctor in the village/district (66.5%) and hospital
in the district (34.5%). In terms of health issues and insurance knowledge, most respondents are very dependent on
hospital as the first treatment when they feel sick (41.5%).
Around 13.3% of respondents have been inpatients within
the past year, while around 26% of them have been outpatient within the past month. Only 10% of respondents have
had a health insurance previously, while around 73% of
them have been informed about BPJS Kesehatan.
5.2 Results and Discussion
Our econometric estimation results are shown in Table 5,
6, and 7. Table 5 provides the econometric results of logistic regression model where the dependent variable is
willingness to pay for NHI. WTP attempts to reveal the
respondents’ willingness to join the program without distinguishing whether they prefer specific class. Furthermore,
Table 6 shows the econometric results for ordered logistic
regression model while Table 7 shows the marginal effect.
Unlike the previous model, ordered WTP examines that
each respondent responds differently to each class of the
program. Overall, the estimate models fulfill the statistical
requirements of a good estimation. The Chi-Squares shows
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Figure 11. Flowchart of Willingness to Pay for Each Class

Source: Authors, 2014

Figure 12. Household’s Willingness to Pay
Source: calculated based on LPEM FEB UI survey in 2014
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Table 4. Descriptions of Variables
Variables

Description

Mean

Dependent Variables
WTP
Ordered WTP

A dummy variable representing willingness to pay
of all respondents
A rank of household preference representing the
willingness to pay for class

1 if yes for joining either third or second or first
class, 0 if otherwise
1 if unwilling to join, 2 if joining third class, 3 if
joining second class, 4 if joining the first class

0.7

Medical doctor in the village/district
Availability of hospital in the district

1 if doctor is available, 0 if otherwise
1 if hospital is available, 0 if otherwise

0.665
0.345

1 if hospital, 0 if otherwise

0.415

1 if having experience, 0 if otherwise
1 if having experience, 0 if otherwise
1 if having health insurance in the past, 0 if otherwise
1 if knowing BPJS Kesehatan, 0 if otherwise

0.133
0.26
0.1

Year
1 if male, 0 if female
Number of HH
1 if above or equal to IDR 3.5 million, 0 if otherwise

41.5
0.475
4.18
0.19

1 if having internet access, 0 if otherwise
1 if completed at least 9 years of schooling, 0 if
otherwise

0.202
0.666

2.055

Explanatory Variables
Health Facilities
Medical Doctor
Hospital

Health Issues and Insurance Knowledge
Preferred health facilities for first treatment when
Facility for first treatment
respondents feel sick
Inpatient
Inpatient in the past one year
Outpatient
Outpatient in the past one year
Health Insurance
Family member having insurance in the past
Knowledge of BPJS Kesehatan

Respondent’s understanding of health insurance
program

Demographic and Socio-economic Variables
Age
Age of respondent
Sex
Sex of respondent
HH Number
Number of household (HH) members
Income
Income of respondent

Internet
Education

Internet access
A categorical variable representing average educational level of respondent

0.73

Source: Authors

that our model is statistically significantly different to the
null model with no predictors. The estimate coefficients in
both Table 5 and 6 are also consistent in magnitudes.
5.2.1 Health Facilities

The availability and accessibility of health facilities are necessary conditions to achieve universal health coverage. The
availability of health facilities might attract uninsured informal sectors to join the NHI program. Our study confirms
that the availability of hospital at district level is positively
correlated to the likelihood of respondents’ willingness to
pay/join the program, whereas the marginal effects for this
variable is around 16.5. If health facilities have been established in such area, people may be interested to self-enroll
in the NHI program in order to utilize medical services at
lower costs through health insurance. On the other hand, no
hospital means lack of opportunity to use health services,
hence no incentive for people to enroll in NHI. This calls
for the government to improve health services in order to
attract people to join the program.
Unlike hospital facilities, medical doctors have significantly negative association with willingness to join the program. If a medical doctor is available in the village/district,
probability of joining the program will fall by 26.5. The
main explanation for this negative relations is the cheaper
cost of medical treatment done by a doctor in the village/district
than the cost of insurance premium. In some cases in rural
areas, instead of paying with money, a patient can make
in-kind payment (rice, banana, chicken) to the doctor. Our
in-depth interview also confirms that visiting directly to

community health service (Puskesmas) or a doctor’s private
clinic costs around IDR5,000–20,000 (US$0.4–1.7), which
is cheaper than the third class monthly premium. Since
illness is a rare event, they may not frequently utilize insurance for medical treatments. Therefore, the availability
of doctors may not provide enough incentive for informal
sectors to join NHI since visiting doctor is cheaper and
more convenient for them. This finding does not mean that
the government does not need to increase the availability
of doctors at the village level. Instead, the government may
create a better system in which the cost of medical treatment
with insurance should be lower than that without insurance.
5.2.2 Health Issues and Insurance Knowledge

Respondents with inpatient treatment within the past year of
the survey were eager to join the NHI program. The probability of joining the program increases by 12.9% (Table 7)
for every respondent with experience of inpatient treatment.
Moreover, respondents with outpatient experience within
the past month also have higher probability to join NHI
than those with no experience. Their probability to join the
program increases by 15.1%. This is because the spending
for both inpatient and outpatient treatment is quite expensive for informal sector workers. By joining the program,
they will be able to reduce the expenditure for those circumstances. Both findings indicate that people having a high
health risk tend to join the program to reduce the burden,
while more healthy people may not be interested to join
NHI due to the burden to household expenditure. If this
condition continues to happen, then NHI program will not
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be fiscally sustainable.
Having had insurance in the past is also highly correlated to the likelihood of respondents’ willingness to join
the program. The experience of having insurance in the
past will increase respondent’s willingness to pay for the
program significantly, especially in ordered logistic regression. Moreover, respondent’s knowledge related to BPJS
Kesehatan does play an important role in increasing their
willingness to join NHI. Based on Table 7, if the respondent
has a basic knowledge about insurance and BPJS Kesehatan,
then the probability of he or she joining the program will
increase by 9.5%. This can be the concern of the regulators
and government to campaign for the importance of health
insurance and the existence of NHI program.
As another interesting finding, those highly dependent
on hospital as the first treatment when they feel sick (hospitalminded people) have the probability of joining NHI by 8.7%.
This behavior is economically rational since the treatment
at hospital is likely expensive than either a self healing or
going to community health facilities. Therefore, joining the
NHI program will reduce the cost of health treatment. The
current NHI program applies a referral system in which
a patient cannot directly visit a hospital for medical treatment without any referral from clinic, doctor, or community
health service as the first medical treatment facilities. However, our survey shows that almost 41% of respondents
preferred hospital as the first treatment when they feel sick.
This means that there is an urgent need to massively socialize the importance of referral system.
5.2.3 Socio-Economic and Demographic Variables

According to the estimation results, both results from logistic model and ordered logistic model shows that the number of household members negatively affects respondent’s
decision to join the program. An increase in the number
of household members will lead to lower probability of
joining the program since a household has to allocate extra resources to pay for the premium. Another interesting
finding in the demographic category is gender or sex. Our
estimations suggest that gender is consistent and significant
in explaining respondents’ willingness to pay. If the sex
is male, the probability to join the program will decrease.
Our marginal effects find that if the gender is male, the
probability to join the program will decrease by 17.8%. It
means that health insurance is partially important for male
and extremely important for female.
In the socio-economic variables, level of income positively influences respondents’ willingness to pay for health
insurance. The higher the level of income is, the more willing respondents are to join the program. This result makes
sense since level of income is a dominant factor in determining people’s willingness to pay. The results show that
for both estimations, the probability of respondents to join
the program will increase by around 13.2% if they have an
income level of above IDR3.5 million.
Having access to the Internet will increase the probability of respondents joining the program by 11.2%. However,
there is no impact on education attainment and probability
to join the program. These two results mean that access to
Internet may probably change people’s lifestyle and way of
thinking. As such, people who frequently access the Internet

usually have better knowledge of the importance of staying
healthy. Well-informed people tend to comprehend the net
benefit of health insurance.
5.3 Why do Not They Register?
According to our survey using revealed preference approach,
most respondents were willing to join the BPJS Kesehatan.
However, one interesting question that comes out is why
they do not register to the program. The main reason is
because they do not know about the program. The number
of people with this answer to the question is around 39%.
It is quite similar with the number of people who do not
have enough knowledge about universal coverage health
insurance in Indonesia (UHC). Several other reasons include
the following (Figure 13): not having enough money for
the premium (20%) and not knowing how to register (19%).
Only a small number of people (6%) think the benefits of
the program are smaller than the costs of insurance. Lastly,
there are only 2% of respondents in this survey who have
saved some money for health necessity.
According to the results, the potential problem of achieving UHC in Indonesia is the lack of insurance literacy. Most
people, especially from low-income groups, do not know
how an insurance system works and what advantages they
may have by enrolling in insurance programs. Furthermore,
there are a lot of quite conservative people that embrace
deaths and sickness as God’s plans; therefore, insurance
is not very necessary for them. Many people, especially
the uneducated ones, still differentiate between saving, life
insurance, education insurance, and health insurance. Many
people would want to withdraw the paid premium if they
do not use health services. Otoritas Jasa Keuangan (Financial Services Authority) has to assume a significant role in
increasing financial as well as insurance literacy. However,
the current campaign conducted by BPJS Kesehatan is a
one-step forward attempt that focuses on how to register
and how BPJS system works. The campaign should focus
on educating people of insurance literacy.

6. Concluding Remarks and Policy
Implications
6.1 Concluding Remarks
The implementation of the SJSN Law No. 40/2004 and
the BPJS Law No. 24/2011 promoting the insurance-based
health financing system is a milestone for Indonesia to
achieve the universal health coverage. A single carrier of
national health insurance system is expected to integrate
the fragmented health insurance system, improve access to
healthcare and protect against the financial burden of paying
for medical expenses. However, Indonesia, like other countries, faces the “missing middle” problem in which informal
sectors often remain uncovered in health care services since
the voluntary enrollment of informal sectors into the system
is very low. There are several necessary and sufficient conditions to mandate informal sectors to join the JKN program
both from supply side and demand side.
In the supply side, the main problems are availability
and accessibility of health facilities. Many regions especially in Java have fulfilled the minimum standard of health

Source: LPEM FEB UI’s Estimate Based on Survey 2014
Note: dy/dx is for discrete change of dummy variable from 0 to 1.
Note: *** is significant at 1%, ** is significant at 5%, * is significant at 10%.

Health Facilities
Medical Doctor (1=available at village/sub-district; 0=otherwise)
Hospital (1=available at sub-district; 0=otherwise)
Health Issues and Insurance Knowledge
Health facility for the first treatment when they feel sick (1=hospital; 0=otherwise)
Inpatient during a year ago (1= having experience; 0=otherwise
Outpatient during a month ago (1=having experience; 0=otherwise)
Health Insurance (1= had insurance previously; 0=otherwise)
Knowledge of BPJS Kesehatan (1=having knowledge; 0= otherwise)
Demographic and Socio-Economic Variables
Age (year)
Sex (1=male; 0=female)
Household Number
Income (1=above IDR 3.5 Million; 0=otherwise)
Internet (1=having access; 0=otherwise)
Education Attainment (1=completed 9 years; 0=otherwise)
Intercept
#Observation
Wald Chi-Square
Pseduo R2

Variable

0.264
0.252

0.214

-0.926***
0.657***

1.274***
400
15.27
0.031

Coeff.

Standard
Error

0.248

0.243
0.396
0.305

0.565**
0.768**
1.073***

0.805***
400
35.7
0.073

0.271
0.259

-0.992***
0.538**

Coeff.

0.45
400
43.86
0.09

0.536**
0.643
1.058***
0.815*
0.536**

-1.107***
0.594**

Willingness to Pay (WTP)
Standard
Coeff.
Error

Table 5. Logistic Regressions

0.291

0.249
0.404
0.308
0.479
0.259

0.28
0.263

Standard
Error

0.267
0.425
0.331
0.505
0.285
0.013
0.27
0.069
0.363
0.355
0.283
0.768

-0.023*
-0.954***
-0.166**
0.824**
0.674*
0.351
2.483***
400
87.28
0.179

0.323
0.291
0.479*
0.824**
0.922***
0.638
0.488*

-1.662***
0.965***

Coeff.

Standard
Error

-0.004*
-0.178***
-0.031**
0.133***
0.112**
0.067

0.087*
0.129**
0.151***
0.103
0.095*

-0.265***
0.165***

0.002
0.05
0.013
0.049
0.052
0.055

0.047
0.054
0.047
0.069
0.058

0.043
0.045

Marginal Effects
Standard
dy/dx
Error
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Source: LPEM FEB UI’s Estimate Based on Survey 2014
Note: *** is significant at 1%, ** is significant at 5%, * is significant at 10%.

Health Facilities
Medical Doctor (1=available at village/sub-district; 0=otherwise)
Hospital (1=available at sub-district; 0=otherwise)
Health Issues and Insurance Knowledge
Health facility for the first treatment when they feel sick (1=hospital; 0=otherwise)
Inpatient during a year ago (1= having experience; 0=otherwise
Outpatient during a month ago (1=having experience; 0=otherwise)
Health Insurance (1= had insurance previously; 0=otherwise)
Knowledge of BPJS Kesehatan (1=having knowledge; 0= otherwise)
Demographic and Socio-Economic Variables
Age (year)
Sex (1=male; 0=female)
Household Number
Income (1=above IDR 3.5 Million; 0=otherwise)
Internet (1=having access; 0=otherwise)
Education Attainment (1=completed 9 years; 0=otherwise)
/Cut1
/Cut2
/Cut3
#Observation
Wald Chi-Square
Pseduo R2

Variable

0.215
0.209

0.18
0.173
0.191

-0.731***
0.265

-1.256
0.893
1.527
400
11.77
0.012

Coeff.

Standard
Error

0.21
0.214
0.23

0.198
0.275
0.225

0.349*
0.670**
0.609***

-0.936
1.278
1.921
400
27.3
0.029

0.218
0.212

-0.768***
0.175

-0.676
1.564
2.211
400
33.47
0.035

0.316
0.562**
0.578***
0.48
0.415*

-0.850***
0.196

0.245
0.256
0.27

0.2
0.279
0.226
0.31
0.22

0.223
0.213

Ordered Willingness to Pay (WTP)
Standard
Standard
Coeff.
Coeff.
Error
Error

Table 6. Ordered Logit Regressions

0.205
0.284
0.237
0.319
0.232
0.01
0.211
0.058
0.266
0.25
0.238
0.613
0.602
0.606

-0.024**
-0.283
-0.163***
1.367***
0.509**
0.339
-2.285
0.251
0.98
400
97.7
0.101

0.238
0.222

Standard
Error

0.214
0.699**
0.532**
0.217
0.355

-1.105***
0.327

Coeff.
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Source: LPEM FEB UI’s Estimate Based on Survey 2014
Note: dy/dx is for discrete change of dummy variable from 0 to 1.
Note: *** is significant at 1%, ** is significant at 5%, * is significant at 10%

Health Facilities
Medical Doctor (1=available at village/sub-district; 0=otherwise)
Hospital (1=available at sub-district; 0=otherwise)
Health Issues and Insurance Knowledge
Health facility for the first treatment when they feel sick (1=hospital; 0=otherwise)
Inpatient during a year ago (1= having experience; 0=otherwise
Outpatient during a month ago (1=having experience; 0=otherwise)
Health Insurance (1= had insurance previously; 0=otherwise)
Knowledge of BPJS Kesehatan (1=having knowledge; 0= otherwise)
Demographic and Socio-Economic Variables
Age (year)
Sex (1=male; 0=female)
Household Number
Income (1=above IDR 3.5 Million; 0=otherwise)
Internet (1=having access; 0=otherwise)
Education Attainment (1=completed 9 years; 0=otherwise)

Variable

0.039
0.041
0.039
0.042
0.04
0.057
0.049
0.002
0.042
0.011
0.032
0.042
0.049

0.196***
-0.062
-0.041
-0.119***
-0.097**
-0.04
-0.072
0.005**
0.055
0.032***
-0.212***
-0.092**
-0.068

Not Joining
Standard
dx/dy
Error

-0.001*
-0.014
-0.008*
-0.042
0.009
0.019

0.009
-0.001
0.012
0.007
0.022

-0.013
0.012

0
0.012
0.004
0.035
0.01
0.017

0.009
0.019
0.01
0.006
0.019

0.02
0.009

-0.001**
-0.017
-0.010***
0.087***
0.033*
0.02

0.013
0.046**
0.034**
0.014
0.021

-0.070***
0.02

0.013
0.013
0.004
0.021
0.017
0.014

0.013
0.02
0.016
0.021
0.013

0.018
0.014

Ordered Logit WTP
Class 3
Class 2
Standard
Standard
dx/dy
dx/dy
Error
Error

Table 7. Marginal Effects for Ordered Logit Estimation

-0.002**
-0.024
-0.014***
0.167***
0.050*
0.028

0.019
0.075**
0.051**
0.02
0.029*

-0.113***
0.03

0.001
0.018
0.005
0.044
0.028
0.019

0.018
0.037
0.026
0.032
0.018

0.03
0.021

Class 1
Standard
dx/dy
Error
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Figure 13. Why they do not register into the BPJS Kesehatan?

Source: Calculated based on LPEM FEB UI survey in 2014
facilities, while other regions especially in the remote and
eastern part of Indonesia are still struggling to fulfill the
supply gap. By 2013, Indonesia had a total surplus of facilities of around 96,975 beds per 1000 people. In contrast,
looking at the condition at sub-national level, total shortage
of facilities was 59,387 beds per 1000 people. Around 53.7
of Sub National Governments (SNG) have to overcome the
shortage of beds. In terms of accessibility, health facilities
may be available in certain areas, but these may not be accessible for people due to the distance to the facilities. On
average, the distance to public hospital is 29.32 km, while
the average distance to public health center (Puskesmas)
is around 8.17 km. These will probably pose a barrier for
people to join the BPJS Kesehatan.
Based on SUSENAS 2013 and field survey, this study
finds that too expensive premium compared to the current
out-of-pocket health expenditure and uniform premium for
all regions have possibly created an obstacle for non-poor
groups including self-employed, workers in informal sectors
and other categories to join the JKN program (BPJS Kesehatan). Uniform premium for all regions is unfair due to
differences in socio-economic conditions. Non-poor groups
working in informal sectors living in Jakarta only need to
pay 0.3 times of their monthly health expenditure, while
the same groups living in East Nusa Tenggara and North
Maluku have to spend around 1.4 times and 2.26 times of
their monthly health expenditure, respectively. This contradicts with the principle of mutual cooperation “Gotong
Royong”, since people in eastern part of Indonesia with
lower socio-economic condition tend to support people in
western part that are more prosperous. Too expensive and
uniform premium for all regions have possibly created an
obstacle to non-poor groups including self-employed, workers in informal sectors and other categories to join the JKN
program (BPJS Kesehatan).
Applying Triple Bounded Dichotomies Choice Contingent Valuation Method (TCCVM), this study has shown
that many respondents found insurance a new thing and
around 70% of them had the desire to join health insurance
scheme. As much as 13.3% of them were willing to pay
for a premium of IDR61,740/month (US$4.5) for the first

class, while around 9% of respondents were willing to pay
for the second class with an average premium of around
IDR 40,685 (US$3.13), which is less than the current premium of the class. Moreover, around 47.75% of respondents
were willing to join the third class with the average WTP
of around IDR 22,368 (US$1.72). These findings show that
despite having the desire to join the program, their willingness to pay is lower than the current premium. The current
premium seems less affordable to them; therefore, this may
create a barrier for informal sectors to enthusiastically join
the new health insurance system.
Our econometric estimations in both logistic regression
and ordered logistic regression confirm that the availability
of hospital, experience of being inpatient and outpatient,
knowledge of BPJS Kesehatan, sex of household head, age,
household income and access to information (internet) are
important factors that are highly and positively correlated to
the likelihood of respondents joining the national health insurance. The availability of hospital at district and city level
increases the probability of joining NHI by 15.5%, while
the insurance literacy represented by the knowledge about
insurance and NHI increases the probability of joining the
program by 9.5%. Unfortunately, the availability of medical doctor at village/district level is negatively associated
with the probability of joining the program. This is because
under the current health financing system, visiting directly
to doctor for small treatment seems more convenient and
cheaper than paying for health insurance. Moreover, our
econometric estimations also confirm that informal sectors
with high health risks tend to join NHI. Those experiencing
inpatient and outpatient tend to have a higher probability of
joining NHI by 12.9% and 15.1% respectively.
Aside from information on willingness to pay and econometrics estimations, this study also observed the importance
of insurance literacy as one of important policies to increase
the enrollment rate of informal sector. Around 39% of the
respondents answered that they do not know anything about
health insurance and 19% of the sample said that they do not
know how to join the program. Only 20% of the respondents
said that they have limited amount of money. This is consistent with the result of our econometric estimation where
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basic knowledge about insurance leads to an increase in the
probability of joining the program. It implies that economic
reason or unaffordable premium is not the main barrier for
informal sector to join the national health insurance.
6.2 Policy Implications
Based on our analysis and conclusion, this study comes
with several policy recommendations to support the accomplishment of UHC:
1. The service availability and service accessibility are
two necessary conditions to attract people to join
the program; therefore, both Central Government
and Sub-National Government should collaborate
to improve health services, for instance through cofinancing.
2. BPJS Kesehatan in collaboration with Otoritas Jasa
Keuangan (Financial Service Authority) should conduct massive campaign to increase insurance literacy.
Campaign priorities should focus on insurance literacy instead of focusing on BPJS Kesehatan per se;
3. Assessing the possiblity of regionalization of premium, especially for regions with low utilization, lack
of health services and infrastructure, high share of
informal sector and low income. This policy will correct the unfairness of premium and also attract people
in the eastern part of Indonesia to join BPJS Kesehatan;
4. Without any massive intervention, UCH target stated
in Presidential Decree No. 111/2013 should be revised in a more reasonable way.
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