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Topics	  
1.  UHC	  (Universal	  Health	  Coverage)	  Policy:	  

Objec7ves,	  Profiles,	  and	  Policy	  Direc7ons	  	  

2.  Financing	  health	  insurance:	  Indonesia,	  ASEAN	  
Countries,	  and	  interna7onal	  prac7ces	  

3.  Policy	  implementa7on:	  The	  Evolving	  BPJS	  
Health	  Schemes	  

4.  Health	  insurance	  in	  a	  decentralized	  system.	  	  



Health	  service	  quality	  comes	  
from	  a	  good	  social	  policy…	  

“Governments have choices about how to best 
allocate their resources within the health sector —
between different types of health services, between 
different modes of financing and delivery, and 
between different levels of care — all of which have 
implications for improving the health of the poor 
(Shah, 2005). 



Pooled	  (Universal)	  Funds	  vs.	  OOP	  Health	  Services	  

Source: Savedoff et al, 2012 



Health	  Finance	  Models	  
1.   Beveridge:	  provided	  by	  government-‐financed	  health	  facili7es,	  

managed	  by	  government	  agencies.	  Examples:	  UK,	  Spain,	  
Scandinavians,	  Cuba,	  New	  Zealand,	  Hongkong.	  	  

2.   Bismarck:	  provided	  by	  private	  ins7tu7ons;	  financed	  by	  non-‐profit	  
insurance	  system,	  the	  premium	  is	  paid	  by	  employees,	  corporates,	  
and	  the	  government;	  managed	  and	  controlled	  by	  the	  government.	  
Examples:	  Germany,	  France,	  Switzerland,	  Belgium,	  Japan.	  	  

3.   NaAonal	  Health	  Insurance	  System:	  provided	  by	  private	  
ins7tu7ons,	  financed	  by	  the	  government	  from	  the	  levied	  taxes.	  
Examples:	  Canada,	  Taiwan,	  South	  Korea.	  	  

4.   Out-‐Of-‐Pocket	  (OOP):	  provided	  by	  private	  health	  facili7es,	  
financed	  by	  the	  pa7ents	  through	  direct	  payments,	  no	  ins7tu7onal	  
management.	  Examples:	  most	  developing	  countries	  in	  Sub-‐
Saharan	  Africa,	  India,	  China	  (before	  1990s),	  La7n	  American	  
countries.	   



Interna7onal	  Experience	  
•  USA:	  allocated	  17.9%	  of	  its	  GDP	  for	  health,	  but	  15.4%	  of	  its	  

ci7zens	  are	  uncovered	  by	  health	  insurance	  à	  currently	  shicing	  
toward	  UHC	  policy	  with	  the	  Obamacare.	  	  

•  Western	  Europeans	  (Germany,	  France,	  UK,	  Netherlands,	  
Switzerland)	  have	  been	  adop7ng	  UHC	  since	  WW	  II.	  	  

•  The	  BRIC	  (Brazil,	  Russia,	  India,	  China)	  are	  moving	  towards	  the	  UHC	  
policy.	  	  

•  In	  Asia:	  Kyrgystan,	  Malaysia	  &	  Thailand	  have	  been	  successfully	  
adop7ng	  the	  UHC	  policy	  in	  the	  last	  two	  decades.	  	  

•  A	  strong	  commitment	  is	  fundamental	  for	  UHC	  policy.	  Example:	  
The	  government	  in	  Turkey	  stated	  clearly	  that	  it	  is	  illegal	  for	  clinics	  
and	  hospitals	  to	  hold	  pa7ents	  who	  are	  unable	  to	  pay	  for	  health	  
services.	  	  



UHC	  in	  Indonesia	  &	  Thailand	  
•  Universal	  Health	  Coverage	  (UHC)	  policy	  in	  ASEAN	  countries	  

has	  been	  a	  crucial	  issue;	  how	  should	  a	  country	  provides	  
health	  care	  for	  their	  ci7zens?	  The	  access	  to	  quality	  health	  
service,	  provision	  of	  health	  services,	  benefit	  to	  health	  
scheme,	  and	  ins7tu7onal	  design	  are	  amongst	  the	  features	  
of	  UHC	  (Lagomarsino,	  2012;	  Simmonds	  and	  Hort,	  2013).	  

	  
•  The	  problem	  of	  inequality	  and	  poor	  quality	  s7ll	  remains	  as	  

the	  basic	  problem	  for	  both	  UHC	  in	  Indonesia	  and	  Thailand	  
(Prakongsai	  et	  al.	  2009;	  Limwatananon	  et	  al.	  2009;	  
Pitayarangsarit,	  2012;	  Harimur7	  et	  al.2013;	  Mboi,	  2014;	  
Simmonds	  and	  Hort,	  2013).	  	  



UCS	  Policy	  in	  Thailand	  #1	  
The	  UCS	  (Universal	  Coverage	  Scheme)	  was	  started	  as	  the	  30-‐Baht	  Policy	  in	  2001,	  
with	  the	  ini7al	  phase	  of	  implementa7on	  in	  six	  pilot	  provinces	  that	  April	  (Hughes	  
and	  Leethongdee,	  2007).	  The	  policy	  later	  expanded	  to	  cover	  15	  addi7onal	  
provinces	  in	  June,	  and	  then	  to	  all	  areas	  except	  Bangkok	  in	  October.	  It	  was	  officially	  
and	  ins7tu7onally	  established	  when	  the	  Na7onal	  Health	  Security	  Act	  was	  
promulgated	  on	  November	  11,	  2002.	  Na7onal	  Health	  Security	  Office	  (NHSO),	  was	  
created,	  which	  serves	  as	  a	  state	  (autonomous)	  agency	  under	  the	  authority	  of	  the	  
Na7onal	  Health	  Security	  Board	  (NHSB).	  
Universal	  Coverage	  Scheme	  (UCS)	  implemented	  based	  on	  the	  Na7onal	  Health	  
Security	  Act	  2002.	  	  A	  long	  con7nuous	  fight	  the	  Universal	  Coverage	  Services	  to	  get	  
equal	  health	  services	  to	  every	  ci7zen	  strategically	  aim	  to	  achieve	  the	  following	  
objec7ve:	  
•  to	  focus	  on	  health	  promo7on	  and	  preven7on	  as	  well	  as	  cura7ve	  care;	  
•  to	  emphasize	  the	  role	  of	  primary	  health	  care	  and	  the	  ra7onal	  use	  of	  effec7ve	  

and	  efficient	  integrated	  services;	  	  
•  to	  foster	  proper	  referrals	  to	  hospitals;	  	  
•  to	  ensure	  that	  subsidies	  on	  public	  health	  spending	  are	  pro-‐poor,	  at	  the	  same	  

7me	  ensuring	  that	  all	  ci7zens	  are	  protected	  against	  the	  financial	  risks	  of	  
obtaining	  health	  care.	  	  



•  As	  a	  results	  of	  the	  reform,	  at	  present	  the	  health	  care	  system	  in	  Thailand	  had	  
been	  cut	  down	  to	  three	  major	  schemes:	  Civil	  Servant	  Medical	  Benefit	  Scheme	  
(CSMBS),	  Social	  Security	  Scheme	  (SSS),	  and	  the	  Na7onal	  Health	  Security	  
Scheme	  (NHSS).	  	  The	  30	  Baht	  project	  had	  been	  transformed	  to	  be	  NHSS.	  	  Each	  
scheme	  targets	  different	  groups	  of	  Thai	  popula7ons	  with	  different	  benefit	  
packages.	  	  The	  one	  in	  focus	  of	  this	  study	  is	  the	  last	  one	  since	  it	  covers	  about	  47	  
million	  75%	  of	  popula7on,	  while	  8%,	  15.8%	  are	  in	  the	  CSMBS	  and	  SSS	  
respec7vely.	  	  

•  The	  Thai	  health	  system	  is	  financed	  mainly	  by	  general	  government	  revenue	  (tax-‐
based	  financing).	  

•  Latest	  Na7onal	  Health	  Accounts	  study	  (2008)	  by	  the	  Interna7onal	  Health	  Policy	  
Program-‐Thailand,	  almost	  two-‐thirds	  of	  all	  health	  funding	  came	  from	  the	  
central	  government.	  Local	  government	  contributed	  only	  4	  percent,	  and	  the	  
rest	  was	  a	  direct	  contribu7on	  from	  households	  or	  private	  firms.	  The	  
introduc7on	  of	  the	  UCS	  and	  the	  con7nuously	  rising	  costs	  of	  the	  Civil	  Servant	  
Medical	  Benefit	  Scheme	  (CSMBS)	  were	  the	  main	  drivers	  of	  the	  high	  share	  of	  
public	  spending	  on	  health.	  

UCS Policy in Thailand #2 



Compara7ve	  Performances	  
No.	   Parameters	   Thailand	   Indonesia	  

1	   Standard	  procedures	  for	  hospital	  
admission	  

4.68	   4.10	  

2	   Communica7on	  among	  agencies	  
of	  UHC	  

4.56	   3.77	  

3	   Human	  resource	  readiness	   4.46	   4.18	  

4	   Facility	  and	  infrastructure	  
convenience	  

4.35	   4.20	  

5	   Pharmaceu7cal	  sufficiency	   4.46	   4.10	  

6	   Equal	  treatment	   4.62	   4.12	  

7	   Timeliness	   4.32	   4.03	  

8	   Service	  adequacy	   4.15	   3.99	  

9	   Outpa7ent	  care	   4.67	   4.17	  

10	   Service	  improvement	   4.17	   4.15	  

11	   Safety	   4.27	   3.99	  

12	   Customer	  care	   4.53	   4.12	  

Source: Mutiarin & Thamronglak, 2015 



Lack	  of	  Budget	  Commitment	  in	  Indonesia	  

2014 Budget: Rp 44.9 trillion committed for the JKN (86.6 mil PBI) of the Rp 602.3 
trillion total MoH budget.  
2015 Budget: Rp 47.8 trillion from the total Rp 647.3 trillion MoH budget à need for 
premium increase?  

Source: WHO, 2013; World Bank, 2014 



Health	  Finance	  in	  Indonesia:	  
	  General	  Issues	  

1.  Lack of integration in implementation and 
coverage. 

2.  Fragmented fund-pooling & management 

3. Different benefit packages and inadequate 
schemes 

4.  Variations in management systems of different 
providers    

5.  Insufficient government control, lack of policy 
coordination.  



INDONESIAN	  HEALTH	  FINANCE	  

q  GDP per capita US$ 4,700 

q  Total Health Expenditure à  Rp 214,9 Trillion,                    
                                                  à  2.9% of GDP  

q  Per capita Health Expenditure à US$ 101.10  

q  37.5% from public spending,   
      61.4% from private spending   

q  72% of population à  now covered by 
insurance (various schemes),    

q  28% of population à uninsured 
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HEALTH	  INSURANCE	  COVERAGE	  
(PRIOR	  TO	  THE	  JKN,	  2014)	  

15	  

36.3 28 



ROADMAP	  TO	  UHC	  

20%	   50%	   75%	   100%	  

20%	   50%	   75%	   100%	  

10%	   30%	   50%	   70%	   100%	   100%	  

`Enterprises	   2014	   2015	   2016	   2017	   2018	   2019	  

Big	   20%	   50%	   75%	   100%	  	  	   	  	  
Middle	   20%	   50%	   75%	   100%	  	  	   	  	  
Small	   10%	   30%	   50%	   70%	   100%	  	  	  
Micro	   10%	   25%	   40%	   60%	   80%	   100%	  

2012	   2013	   2014	   2015	   2016	   2017	   2018	   2019	  
Transforma7on	  from	  4	  exis7ng	  schemes	  to	  
BPJS	  Kesehatan	  (JPK	  Jamsostek,	  Jamkesmas,	  	  

Askes	  PNS,	  TNI	  Polri	  )	  

Membership	  expansion	  	  to	  	  big,	  middle,	  small	  and	  micro	  enterprises	  Procedure	  
se_ng	  on	  

membership	  
and	  

contribuAon	  

Company	  
mapping	  

and	  
socializaAon	  	  

Consumer	  saAsfacAon	  measurement	  every	  6	  month	  

Integra7on	  of	  Jamkesda	  into	  BPJS	  Kesehatan	  
and	  	  regula7on	  of	  commercial	  insurance	  industry	  

Pengalihan	  
Kepesertaan	  TNI/
POLRI	  ke	  BPJS	  
Kesehatan	  

Benefit	  package	  and	  sevices	  review	  annually	  	  

SynchronizaAon	  membership	  data:	  
JPK	  Jamsostek,	  Jamkesmas	  dan	  Askes	  
PNS/Sosial	  –	  single	  idenAty	  number	  

Coverage	  of	  various	  exis7ng	  
schemes	  148,2mio	  

121,6	  mio	  covered	  
by	  	  BPJS	  Keesehatan	  

50,07	  mio	  covered	  by	  
other	  schemes	  

257,5	  	  mio	  (all	  
Indonesian	  

people)	  covered	  
by	  BPJS	  

Kesehatan	  

Level	  of	  
sa7sfac7on	  85%	  

Ac7vi7es:	  	  
Transforma7on,	  Integra7on,	  Expansion	  

B	  
S	  
K	  

73,8	  mio	  uninsured	  
people	  

Uninsured	  people	  90,4	  
mio	  

Presiden7al	  decree	  on	  
opera7onal	  support	  
for	  Army/Police	  

86,4	  mio	  PBI	  

16	  



LEGAL	  FOUNDATION	  FOR	  
INDONESIA’S	  NATIONAL	  HEALTH	  INSURANCE	  	  

•  ConsAtuAon	  of	  1945	  	  
•  Act	   No	   40/	   2004	   on	  NaAonal	   Social	   Security	  
System	  	  (UU	  SJSN)	  

•  Act	   No	   24/2011	   on	   Social	   Security	   Agency	  	  
(BPJS)	  

•  Governmental	   Decree	   No	   101/2012	   on	  
Beneficiaries	  of	  Governmental	  Subsidy	  (PBI)	  

•  Pres	   Decree	   No	   12/2013	   on	   Social	   Health	  
Insurance	  	  

•  Other	  ancillary	  regula7ons	  	  	  



ADMINISTRATION	  &	  MANAGEMENT	  

•  Administered by BPJS Kesehatan (single 
payer) 

•  BPJS Kesehatan: managing members, 
healthcare providers, claims, complaints, 
etc 

•  Government: (MoH, MoF, DJSN), 
regulates, monitors and evaluate 
implementation 

•  MoH: sets regulations on delivery of health 
services, drug and medical devices, tariffs, 
etc 

18	  



NATIONAL	  HEALTH	  INSURANCE:	  THE	  JKN	  POLICY	  

Regulator	  

BPJS	  
Kesehatan	  

Members	   Healthcare	  
providers	   utilization of service  

Delivery of service 

RegulaAon	  on	  delivery	  
of	  health	  services	  

Regulation on Quality of 
care, HR, 

Pharmaceutical, etc 

RegulaAon	  on	  
standardizaAon	  of	  tariff	  

Government	  

Referral	  system	  
19	  



TASK-‐FORCES	  OF	  THE	  JKN	  

1.   Health	   faciliAes,	   referral	   system	   &	  
infra-‐structure	  

2.   Finance,	   transformaAon	   of	   program	  
&	  insAtuAons,	  as	  needed	  

3.   RegulaAons	  
4.   Human	  resources	  &	  capacity	  building	  
5.   PharmaceuAcal	  &	  medical	  devices	  
6.   SocializaAon	  &	  advocacy.	  



The	  Premium	  of	  NaAonal	  Health	  Insurance	  	  
	  	  MEMBER	  	   PREMIUM	   Monthly	  
membership	  fee	  

(IDR)	  

REMARK	  

SUBSIDIZED	  
MEMBER	  	  

NOMINAL	  	  
(per	  member)	  

19.225,-‐	  
	  

Class	  3	  IP	  care	  
	  

CIVIL	  SERVANT/
ARMY/POLICE/	  
RETIRED	  

5%	  	  
(per	  household	  )	  

2%	  	  from	  employee	  	  
3%	  	  from	  employer	  

Class	  1	  &	  2	  IP	  care	  
	  

OTHER	  WORKERS	  
WHO	  	  RECEIVE	  
MONTHLY	  SALARY/
WAGE	  

4,5	  %	  	  
	  (per	  household)	  	  

And	  
	  

	  5%	  (per	  household)	  

UnAl	  30	  June	  2015:	  
0,5%	  from	  employee	  
4%	  from	  employer	  

	  
Start	  from	  1	  July2015:	  
1%	  from	  employee	  
4%	  from	  employer	  	  

Class	  1	  &	  2	  IP	  care	  

NON	  WAGE	  
EARNERS/	  
INDEPENDENT	  
MEMBERS	  

NOMINAL	  	  
(per	  member)	  

1.	  25,500,-‐	  	  
2.	  42,500,-‐	  
3.	  59,500,-‐	  	  	  

1.  Class	  3	  IP	  care	  
2.  Class	  2	  IP	  care	  
3.  Class	  1	  IP	  care	  
	   21 



Finance	  and	  
Provision	  

Source	  of	  
Spending	  

	  	  
Agents	  

	  	  
Providers	  

Public:	  41.1%	  

Central	  Government	  
8.2%	  

Provincial	  
Government	  

8.1%	  

District	  Government	  
17.9	  %	  

Social	  Security	  
Funds	  	  
7.0%	  

Private:	  57.5%	  

Private	  Firms	  
17.0%	  

Households	  	  
40.5%	  

External:	  1.4%	  

External	  Resources	  
1.4%	  

Ministry	  of	  Health	  
8.2%	  

Provincial	  Health	  
Office	  
6.7%	  

District	  Health	  
Office	  
14.5%	  

Jamkesmas	  	  
(MoH	  Fund	  

Insurance	  for	  Poor)	  
3.3%	  

Jamsostek	  
(Social	  Insurance	  

Firms)	  0.7%	  

Askes	  	  
(Government	  Official	  
Insurance)	  3.0%	  

Private	  Insurance	  	  
1.8%	  

Hospitals	  	  
(Public	  &	  Private)	  

51.6%	  

Providers	  of	  
Ambulatory	  
Healthcare	  

21%	  

Retail	  Sales	  &	  Other	  
Provider	  of	  Medical	  

Goods	  7.5%	  

Provision	  and	  
Administra7on	  of	  Public	  

Health	  Programs	  
11.5%	  

General	  Health	  
Administra7on	  and	  

Insurance	  	  
5.3%	  

Other	  Health	  Industry	  
51.6%	  

BP
JS
	  

Source:  
SHA (System of 
Health Accounts), 
Soewondo, 2011; 
BPJS, 2014 



Policy	  Challenge:	  Informal	  Workers	  

Sumber: Thangcharoensathien, 2011; MoH, 2014 

16%	  
20%	  

64%	  

100%	  

15%	  
20%	  

13%	  

48%	  

0%	  

20%	  

40%	  

60%	  

80%	  

100%	  

120%	  

Formal	  sector	   The	  poor	   Informal	  sector	  	   Total	  

Popula7on	  

Insurance	  Coverage	  



Reducing	  the	  OOP	  

46.6	   48.2	  

41.8	  
44.7	  

49.1	   47.2	   45.4	  
42.5	  

14.4	  
18.1	  

27.2	   28.1	   26	  

36.2	  

46.3	   47.2	  

0	  

10	  

20	  

30	  

40	  

50	  

60	  

1995	   1998	   2001	   2004	   2007	   2010	   2013	   2015	  

OOP	  shares	  

Insurance	  Coverage	  

Source: WHO, Susenas, 2014. The 2015 figure is an estimate. 



Long	  queues	  in	  BPJS	  counters…	  



1.  Patient identity 
2. Date of admission to hospital 
3. Date of discharge 
4. Length of stay 
5. Date of birth 
6. Age (years) when hospitalized 
7. Age (days) when hospitalized 
8. Age (days) when discharge 
9. Sex 
10. Medical status when discharge 
11. Weight on birth (gram) 
12. Main diagnosis 
13. Secondary diagnosis 
14. Medical procedures / surgery. 

Variables in Medical Records 
 



Catastrophic	  Disease	  Treatment:	  	  
How	  to	  Prevent	  “Adverse	  Selec7on”?	  

Sumber: Budiarto & Sugiharto, 2012 

 Note: 
 CD: Cardiac Disease 
 C   : Cancer 
 S   : Stroke  



The Evolving Components of Capitation 

Source: Wibowo, 2014 





Medical	  Code	  Entry	  in	  PanA	  Rapih	  Hospital	  	  
Ajer	  the	  UHC	  Policy	  (%)	  

Source: Nuryati, 2014 
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Integra7on	  Performance	  	  
in	  BPJS	  Kesehatan	  

Source: Info BPJS, Edisi X, 2012 



Varia7ons	  in	  Local	  Policy	  
	  •  Membership	  system:	  in	  some	  regions,	  poor	  pa7ents	  are	  

automa7cally	  registered	  when	  admiqed	  to	  BPJS	  and	  en7tled	  to	  
Class-‐III	  insurance;	  in	  others,	  registra7on	  is	  based	  on	  ability-‐to-‐
pay	  and	  PBI	  categorie;	  and	  in	  certain	  regions	  pa7ents	  are	  
required	  to	  have	  the	  poor-‐family	  cards	  (SKTM)	  from	  the	  Local	  
Social	  Agencies.	  	  	  

•  The	  insurance	  coverage:	  four	  provinces	  provide	  free-‐of-‐charge	  
services,	  majority	  (25	  provinces)	  provide	  subsidy	  below	  the	  BPJS	  
rate	  (Rp	  19.225),	  and	  three	  provinces	  provide	  subsidy	  above	  the	  
BPJS	  rate.	  	  	  

•  Benefit	  packages:	  18	  provinces	  follow	  na7onal	  JKN	  policy	  
(preven7ve	  &	  cura7ve,	  rehabilita7ve,	  in-‐pa7ent	  treatment);	  16	  
provinces	  determine	  the	  package	  with	  Local	  Regula7on	  (under	  
considera7ons	  that	  the	  JKN	  standard	  is	  either	  too	  high	  or	  too	  
low).	  	  



Jamkesda	  Membership	  by	  Province	  

Source: MoH, 2014 



New	  ImplementaAon	  Challenges	  
•  Majority	  of	  hospitals	  (1,720	  of	  2,302)	  joined	  the	  JKN.	  Yet	  because	  

of	  overdue	  claims,	  many	  private	  hospitals	  are	  becoming	  
disinterested.	  à	  Pa7ents	  are	  crowding	  in	  public	  hospitals.	  	  

•  Dec	  2014:	  BPJS	  could	  only	  collect	  Rp	  41	  trillion	  from	  the	  
premiums,	  but	  the	  government	  have	  to	  pay	  Rp	  42.6	  trillion	  for	  
claims	  (a	  3.88%	  deficit).	  Should	  the	  minimum	  premium	  be	  
increased?	  (MoH	  proposal:	  Rp	  19,225	  to	  Rp	  27,000	  or	  to	  Rp	  
60,000)	  

•  There	  are	  poten7als	  of	  overlapping	  policy	  between	  the	  BPJS	  
provisions	  and	  Jokowi’s	  KIS	  (Kartu	  Indonesia	  Sehat).	  

•  Lack	  of	  preven7ve	  program.	  Example:	  only	  46%	  of	  ci7zens	  have	  
healthy	  life-‐style;	  Rp	  138	  trillion	  for	  cigareqes,	  and	  the	  Indonesian	  
smokers	  increased	  by	  3.4%	  per	  annum	  while	  in	  developed	  
countries	  it	  is	  decreased.	  	  	  



Conclusions	  
1.  Indonesia	  has	  been	  in	  a	  policy	  course	  towards	  the	  UHC	  (prospec7ve	  payments,	  

compulsory	  insurance,	  poor	  individuals	  coverage	  case-‐base	  mix	  capita7on),	  
however	  there	  are	  many	  challenges	  in	  its	  implementa7on.	  For	  the	  7me	  being,	  a	  
double-‐track	  system	  is	  applied:	  the	  government	  subsidizes	  the	  PBI,	  and	  public	  &	  
private	  insurance	  companies	  covers	  the	  bigger	  segment.	  	  

2.  Budget	  commitment	  	  is	  low	  	  (3%	  or	  $	  104.25	  of	  the	  per	  capita	  PDB).	  A	  bunch	  of	  
informal	  sector	  workers	  remain	  uninsured.	  

3.  Fragmented	  policy	  among	  different	  levels	  of	  governments	  (na7onal-‐provincial-‐
local),	  among	  health	  service	  providers	  (public	  vs.	  private	  hospitals)	  and	  among	  
different	  schemes	  (compulsory	  vs.	  op7onal)	  have	  complicated	  policy	  integra7on.	  	  

4.  Immediate	  policy	  challenges:	  adverse	  selec7on,	  double-‐coun7ng,	  database	  
inconsistencies,	  gaps	  between	  actuarial	  and	  claims,	  clinical	  pathways,	  and	  lack	  of	  
human	  resource	  capability	  for	  prospec7ve	  payments.	  	  

5.  Stronger	  commitment	  among	  stake-‐holders	  are	  fundamental	  (policy	  makers,	  
economist	  and	  public	  finance	  experts,	  doctors	  and	  paramedics,	  ICT	  experts,	  
technical	  staffs,	  and	  pa7ents).	  It	  is	  important	  to	  monitor	  the	  policy,	  increase	  
capability	  among	  medical	  professionals,	  systema7c	  correc7ons	  on	  policy,	  and	  
collec7ve	  awareness	  for	  the	  UHC.	  	  



Thank	  You	  


