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Introduction

In Indonesia, the National Health Insurance (NHI) policy 
strives to provide the fundamental needs of good public 
health for everyone who has paid dues or whose contribu-
tions are covered by the government. As a result, all 
Indonesian citizens, including foreigners who have worked 
in Indonesia for at least 6 months and paid dues, must join 
the NHI Program, which the Health Social Security 
Administering Agency (HSSAA) administered.1,2

By 2020, 222.5 million individuals will have signed up 
for the NHI, equating to 81.3% of Indonesia’s total popula-
tion. According to the NHI Program’s plan, Indonesia 
Government has said that Universal Health Coverage 
(UHC) will be achieved by the end of 2019. Universal par-
ticipation or all Indonesians have joined the NHI is one 
indication for UHC. As a result, around 18.7% of the popu-
lation remains uninsured under NHI.3 Furthermore, 2019 
has passed, and the empirical facts state that UHC has not 

yet materialized. The government needs even more strenu-
ous efforts to make all people in Indonesia covered by the 
NHI. The government needs to understand the barriers for 
people to becoming members of the NHI.

NHI membership consists of CARs (contribution assis-
tance recipients) and non-CARs (non-contribution assistance 
recipients). As specified by Law No. 40 of 2004 concerning 
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the National Social Security System, people defined as poor 
and underprivileged whose payments are paid by the govern-
ment as participants in the NHI program are eligible to par-
ticipate in the CAR. CAR participants get funding from the 
State Revenue and Expenditure Budget and the Regional 
Revenue and Expenditure Budget.1 The total number of par-
ticipants in the CAR group was 132.8 million.3

On the other hand, the regulation classed non-CAR par-
ticipants as not poor or privileged and made their contribu-
tions to HSSAA individually or collectively. These 
participants can pay through payroll deductions or monthly 
payments to HSSAA with a premium amount determined 
by their class participation.1,4 At the end of 2020, the non-
CAR category includes 55.1 million people who have pre-
miums taken from their paychecks and 35.3 million 
self-employed people.3

The number of participants contributes to the number of 
HSSAA admissions. In reality, HSSAA often runs a budget 
deficit, and the expenditure is not proportional to revenue. 
Furthermore, one of the continuous efforts is to increase the 
number of participants and participation in premium pay-
ments. The situation is inseparable from the attitude of pub-
lic acceptance to be willing to become an NHI member and 
comply with premium payments following provisions.4-6

Previous studies have confirmed several variables that 
contribute to premium compliance, that is, family members, 
financial difficulties, participation in other insurance, 
knowledge of health insurance schemes, and availability of 
health workers.4,7-9 The study also finds different drivers in 
each region. It suggests that policy designs must consider 
these differences, as effective in one area may not be effec-
tive in another location.10 Moreover, previous studies also 
indicate that ownership of health insurance can increase 
public access to health services.11-13

The government does not just create and implement NHI 
policy. Both approaches include community engagement. 
In a democratic democracy, the community’s role is more 
than just that of a target and policy advocate; it is, nonethe-
less, a determinant of the policy’s success. As a result, a 
membership study focusing on the elements contributing to 
NHI membership is required to ensure the program’s long-
term viability. The study analyzed specific targets for 
expanding the NHI’s membership in Indonesia based on the 
background.

Materials and Methods

Data Source

The survey was a national-scale survey conducted by the 
Ministry of Health of the Republic of Indonesia. The 
research employed secondary data from a previous study 
(“Abilities and Willingness to Pay, Fee, and Participant 

Satisfaction in implementing National Health Insurance in 
Indonesia in 2019”). Meanwhile, the study population was 
all residents of Indonesia. The study described 47 644 
weighted sample participants as research respondents 
through stratification and multistage random sampling. With 
this sampling method, the study results are a national repre-
sentation, involving 715 districts, 1430 villages, and 14 300 
households in all Indonesian provinces (34 provinces).

The survey conducted data collection from March to 
December 2019. The study used household and individual 
instruments to assess participant characteristics, health 
insurance ownership, and NHI membership.

Variables

The study employed National Health Insurance (NHI) 
membership as the dependent variable. NHI membership 
applies to the respondent’s presence in the NHI, whether as 
an individual member, a required member (civil servant, 
police, army), borne by the company, or an NHI. There are 
2 types of NHI membership: non-member and member. As 
independent variables, the analysis used 7 variables. The 7 
variables were age group, gender, education level, employ-
ment status, marital status, and wealth status. There are 2 
forms of residence available: urban and rural. The study 
split the age group into 3 classes in the sample: ≤17, 18 to 
64, and ≥65. Meanwhile, the research classified gender 
into 2 categories: male and female. There were 4 levels of 
education: no education, primary, secondary, and higher 
education. Moreover, there are 2 types of job status: unem-
ployed and employed. Furthermore, the study divided mari-
tal status into 3 categories: never married, married, and 
divorced/widowed.

The study used the wealth index formula to assess wealth 
status. The wealth index was a weighted estimate of a 
household’s total spending. Meanwhile, the wealth index 
was determined using primary data on households’ spend-
ing, such as health insurance, food, lodging, and other prod-
ucts. Furthermore, the survey divided the income index into 
5 categories: the poorest (quintile 1), poorer (quintile 2), 
middle (quintile 3), richer (quintile 4), and the richest (quin-
tile 5).14,15

Data Analysis

The study used the Chi-Square test in the initial stage of the 
sample to make a bivariate comparison. Furthermore, the 
study employed a collinearity test to ensure no intense cor-
relation between independent variables in the resulting 
regression model. The research used a binary logistic 
regression in the study’s final point. The survey carried out 
this test to explore the multivariable relationship between 
all independent variables and NHI membership as the 
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dependent variable. The study used the IBM SPSS 26 pro-
gram for the entire statistical analysis process.

On the other hand, the research used ArcGIS 10.3 (ESRI 
Inc., Redlands, CA, USA) to map NHI membership distri-
bution by the province in Indonesia in 2019. The study 
issued a shapefile of administrative boundary polygons by 
the Indonesian Bureau of Statistics for the task.

Results

Figure 1 shows the distribution map of NHI membership by 
the Province in Indonesia. The figure shows the random dis-
tribution. Moreover, there is no specific pattern that can 
indicate a spatial trend.

Table 1 shows the results of descriptive statistics of NHI 
membership in Indonesia. The work shows the rural area 
population tends to rule the non-member NHI group based 
on residence type. The people in the 18 to 64 age group 
occupied the non-member NHI group regarding age groups. 
Based on education level, the population in secondary edu-
cation controls the non-member NHI group.

According to employment status, the unemployed popu-
lation overbearing the non-member NHI group. Meanwhile, 
based on marital status, the people that never married occu-
pied the non-member NHI group. Finally, the most impover-
ished population rules the non-member NHI group based on 
wealth status.

The following analysis was the collinearity test of NHI 
membership in Indonesia. The analysis results indicate that 
there is not a strong correlation between the independent vari-
ables. The tolerance value for all variables is more significant 
than 0.10, and the variance inflation factor (VIF) value for all 
factors is less than 10.00 simultaneously. The report then con-
cluded that there were no multicollinearity signs in the regres-
sion model, pointing to the test’s decision-making basis.

Table 2 shows the result of binary logistic regression of 
NHI membership in Indonesia. The urban population is 
0.608 times less likely than the rural population to become 
a non-member of NHI (AOR 0.608; 95% CI 0.607-0.608). 
The situation informs that living in a rural area was one of 
the barriers to becoming an NHI member in Indonesia.

Regarding age group, Table 2 shows that the population 
in the ≤17 age group is 1.575 more likely than ≥65 to 
become a non-member of NHI (AOR 1.575; 95% CI 1.573-
1.578). The 18 to 64 age group population is 1.310 more 
likely than ≥65 to become a non-member of NHI (AOR 
1.310; 95% CI 1.309-1.312). This information shows that 
the younger was one of the barriers to becoming an NHI 
member in Indonesia.

Table 2 informs that the male population is 1.028 more 
likely to become a non-member of NHI (AOR 1.028; 95% 
CI 1.028-1.029). This analysis indicates that the male gen-
der is one of the barriers to becoming an NHI member in 
Indonesia.

Figure 1. Distribution map of NHI membership by the Province in Indonesia in 2019 (n = 47 644).
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Based on education level, the no education population is 
2.601 more likely than the higher education population to 
become a non-member of NHI (AOR 2.601; 95% CI 2.596-
2.605). The primary education population is 1.707, more 
likely than the higher education population to become a 
non-member of NHI (AOR 1.707; 95% CI 1.704-1.709). 
Moreover, the secondary education population is 1.526 
more likely than the higher education population to become 
a non-member of NHI (AOR 1.526; 95% CI 1.524-1.529). 
This analysis indicates that the lower the level of education, 
the greater the barriers to becoming an NHI member in 
Indonesia.

Table 2 shows the unemployed population is 1.002 more 
likely than the employed population to become a non-mem-
ber of NHI (AOR 1.002; 95% CI 1.001-1.003). The condi-
tion informs that unemployment is one barrier to becoming 
an NHI member in Indonesia.

The information shows that never married or married is 
more likely to become a non-member of NHI in Indonesia. 
According to marital status, the never-married population is 
1.058 more likely than the divorced/widowed population to 
become a non-member of NHI (AOR 1.058; 95% CI 1.056-
1.059). The married population is 1.106 more likely than 
the divorced/widowed population to become a non-member 
of NHI (AOR 1.106; 95% CI 1.105-1.108).

Regarding wealth status, Table 2 shows the poorest 
population is 1.213 more likely than the richest population 
to become a non-member of NHI (AOR 1.213; 95% CI 
1.211-1.214). The poorer population is 1.039, more likely 
than the wealthiest population to become a non-member of 
NHI (AOR 1.039; 95% CI 1.038-1.040). The middle 
wealth population is 1.100 more likely than the richest 
population to become a non-member of NHI (AOR 1.100; 
95% CI 1.099-1.101). Moreover, the richer population is 
1.022 more likely to become a non-member of NHI (AOR 
1.022; 95% CI 1.021-1.023). This analysis indicates that 
all wealth status categories have a higher probability of 

Table 1. Descriptive Statistic of NHI Membership in Indonesia 
(n = 47 644).

Characteristics

NHI membership

P-value

Member 
(n = 32 283) 

(%)

Non-member 
(n = 15 361) 

(%)

Type of residence <.001
 Urban 31.2 20.3  
 Rural 68.8 79.7  
Age <.001
 ≤17 27.0 35.2  
 18-64 66.5 59.6  
 ≥65 6.5 5.1  
Gender <.001
 Male 50.1 50.7  
 Female 49.9 49.3  
Education level <.001
 No education 13.1 21.3  
 Primary 56.6 56.8  
 Secondary 24.0 18.9  
 Higher 6.3 3.0  
Employment status <.001
 Unemployed 51.6 56.7  
 Formal 48.4 43.3  
Marital status <.001
 Never married 42.0 47.5  
 Married 51.7 47.1  
 Divorced/widowed 6.3 5.4  
Wealth status <.001
 Poorest 19.0 22.2  
 Poorer 19.8 20.3  
 Middle 19.6 20.8  
 Richer 20.4 19.1  
 Richest 21.2 17.6  

Table 2. The Result of Binary Logistic Regression of NHI 
Membership in Indonesia (n = 47 644).

Predictor

Non-member of NHI

P-value AOR

95% CI

Lower 
bound

Upper 
bound

Residence: Urban <.001 0.608 0.607 0.608
Residence: Rural - - - -
Age group: ≤17 <.001 1.575 1.573 1.578
Age group: 18-64 <.001 1.310 1.309 1.312
Age group: ≥65 - - - -
Gender: Male <.001 1.028 1.028 1.029
Gender: Female - - - -
Education: No education <.001 2.601 2.596 2.605
Education: Primary <.001 1.707 1.704 1.709
Education: Secondary <.001 1.526 1.524 1.529
Education: Higher - - - -
Employment: 

Unemployed
<.001 1.002 1.001 1.003

Employment: Employed - - - -
Marital: Never married <.001 1.058 1.056 1.059
Marital: Married <.001 1.106 1.105 1.108
Marital: Divorced/

widowed
- - - -

Wealth: Poorest <.001 1.213 1.211 1.214
Wealth: Poorer <.001 1.039 1.038 1.040
Wealth: Middle <.001 1.100 1.099 1.101
Wealth: Richer <.001 1.022 1.021 1.023
Wealth: Richest - - - -

Abbreviations: AOR, adjusted odds ratio; CI, confidence interval.
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becoming a barrier to Indonesia’s most prosperous popu-
lation becoming an NHI member.

Discussion

The distribution map of NHI membership by Indonesia’s 
province does not show a particular pattern. Some regions 
show a higher proportion of the population members of the 
NHI (indicated by the darker color). Previous studies know 
this situation as the impact of local policies that expand 
NHI membership by utilizing local budgets. Provinces of 
Aceh and Papua recorded local policies with such broad 
effects. Both have a higher proportion of NHI membership 
than other provinces.16,17

The analysis found that living in a rural area was one of 
the barriers to becoming an NHI member in Indonesia. 
Previous studies have shown that this condition is caused by 
living in rural areas, having limited access, and expensive 
transportation costs to reach high-quality health ser-
vices.18-21 The results of this study are in line with previous 
research that living in rural areas makes it possible not to 
participate in NHI.7,22

The analysis results inform that the younger age was one 
of the barriers to becoming an NHI member in Indonesia. 
Increasing age is allegedly causing a decrease in the quality 
of health, so it tends to increase health investment. This 
health investment is realized in health insurance.23 In addi-
tion, finances at old age are more stable than at a young age 
because they already have a relatively more regular.17 The 
situation may cause a lack of NHI membership at a young 
age. Previous studies have also shown that age is associated 
with NHI membership.17

The study found that the male gender is one of the barri-
ers to becoming an NHI member in Indonesia. The condi-
tion can happen because women get more medical services 
during childbirth, making it possible to take advantage of 
health insurance.13,24 In addition, women are more aware of 
their health status, so they prefer to take advantage of health 
insurance.25,26 The results of other studies also show similar 
results that men are significantly associated with lower NHI 
membership.24

The analysis results show that the lower the level of edu-
cation, the greater the barriers to becoming an NHI member 
in Indonesia. Education has a role in selecting information 
related to health, one of which is health insurance.27,28 In 
addition, educated people can better process the informa-
tion received to make the right decisions.27,29 Highly edu-
cated people have opinions regarding the importance of 
health insurance participation to anticipate unexpected 
health events in the future. However, people with low edu-
cation do not have an awareness of this.25 The study results 
align with previous research that inadequate education is an 
obstacle to NHI membership.7 On the other hand, a person’s 
level of education has a role in one’s perception of the 
health insurance benefits.30-32

The result informs that unemployment is one of the bar-
riers to becoming an NHI member in Indonesia. The situa-
tion relates to the income earned. Someone who has worked 
tends to have health insurance because they already have a 
fixed income. In addition, the workplace usually facilitates 
workers with health insurance.4,33 The study results show 
similarities with previous studies that work influences NHI 
membership.24

The multivariate analysis result shows that never mar-
ried or married are more likely to be a non-member of NHI 
than the divorced/widowed population in Indonesia. Marital 
status is often related to household income.34 Married peo-
ple have many household needs, so they may choose not to 
become a member of the NHI.24 In addition, people who are 
not married tend not to take advantage of health insurance 
services because they feel they do not need financial risk 
protection for their health in the future.17,35 The results of 
other studies also show that marital status is related to NHI 
membership.35

The analysis results show that all wealth status catego-
ries are more likely to become a non-member of the NHI 
than the wealthiest population. This situation is contrary to 
previous studies, which informed that the better the wealth 
status, the higher the probability of having health insur-
ance.36-39 On the other hand, this analysis’s results show that 
the Indonesian government’s efforts to provide subsidies in 
the form of NHI contribution assistance to the poor have 
proven effective. The ownership of health insurance for the 
poor is no different from the rich, which tends to be higher. 
This situation is also indicated in people’s access to health 
services.2,15,40 The study results confirm that wealth status is 
associated with NHI membership.7,23,35

The Indonesian government needs to develop policies 
targeting rural area residents to expand NHI membership. 
On the other hand, young people are potential targets and 
also those who are socially vulnerable (low education, 
unemployed, and poor). Moreover, further qualitative stud-
ies are needed on these targets to determine their percep-
tions of NHI and their reasons for becoming or not becoming 
NHI members.

The study found education level is the most potent factor 
related to NHI membership in Indonesia. Focusing on tar-
gets with poor education can have a more significant effect 
on increasing NHI membership in Indonesia.

Study Limitation

This study has strengths related to using big data as an 
analysis material so that the conclusions can get general-
ized up to the national level. On the other side, the analysis 
in this study utilizes secondary data from a previous sur-
vey (“Abilities and Willingness to Pay, Fee, and Participant 
Satisfaction in implementing National Health Insurance in 
Indonesia in 2019”). The accepted variables are limited to 
those given by the Ministry of Health of the Republic of 
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Indonesia. Several other variables previously known to 
affect health insurance ownership could not be analyzed. 
These variables include cognitive capacity, prior commer-
cial insurance ownership, having children, and family 
size.24,41,42

Conclusions

Based on the results, the study concluded that 7 population 
characteristics become specific targets for expanding NHI 
membership in Indonesia. The 7 characteristics are the pop-
ulation who live in rural areas, are young, male, poor educa-
tion, unemployed, never married or married, and poor.

The government needs to focus its policy on this specific 
target to accelerate the expansion of NHI membership in 
Indonesia.
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